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SUI grade 2 since 5 years, She underwent TOT sling. Her
postoperative period was uneventful. Now at 3 years, the

patientis found symptom free.
Case:3 - Mrs.M,45 yrs P3L2/1AVD,1LSCS, Presented with

Post Lap.hysterectomy10 years back with Vault prolapse with
cystorectocele and SUI grade 2. She underwent vaginal right
sacrosphinous ligament fixation(SSLF), pelvic floor repair and
Trans obturator tape insertion. She had voiding dysfunction
postoperatively and was treated for the same with bladder
training and medications. She recovered completely after 1

month and now at 2.5yrs reported no leak.
Case:4 - Mrs. V,67yrs, post menopausal, P2L2A1/ Both

forceps delivery has been admitted with SUI grade 3. She
underwent Transobturator tape. Her postoperative period was

uneventful. Now at 1 year, sheis found symptom free.
Case:5 - Mrs. N,43 years P3L3/NVD with c/o SUI grade 2 and

lax vagina, uses diaper throughtout the day.She underwent
Transobturator tape sling with pelvic floor repair.Her
postoperative period was uneventful. Now at 2 months,
reported no leak.

Discussion
The mid urethral sling acts like a hammock under the bladder

neck to both elevate the urethrovesical junction on stress and
to provide partial compression of the urethra thereby

Endogynecology, Diploma in UROGYNECOLOGY, D.MAS

Consultant Obstetrician & Gynaecologist, Urogynecologist

preventing the leak. The TVT mid urethral sling is
associated with serious though rare
complications including intestinal perforation,
vascular injury, obturator nerve injury. The
transobturator sling(TOT) procedure spares the
retropubic space and thus eliminates these risks.
On comparing the midurethral sling
procedures.,also it mimics normal anatomy. One
of the important and not well-recognized
advantages of the TOT as compared to other mid
urethral sling procedures is the lower rate of de
novo urge incontinence and urethral
obstruction.Sucess rate of TOT is reported upto
90%.Retropubic Burch Colposuspension - has
good success rate but with higher chances of
voiding dysfunction, denovo detrusor instability
can occur. Need repeat surgery in cases of urinary
retention due to tight suturing whereas in
midurethral slings, mesh can be cut to release the
tension underlocal anesthesia.

Conclusion
TOT sling provides a safer means to place a

tension-free mesh tape with seemingly equivalent
cure rates and lower rates of voiding dysfunction.
It's time to talk and takecare of SUI and not let the
women wet and use diaper always.

Dr.M.KANMANI

MBBS, MD, DNB(OG), Fellowship in




Ovarian Rhabdomyosarcoma arising
from Teratoma post treatment

Abstract

We present the case of a 17 year old girl diagnosed as dysgerminoma from
biopsy of staging laparotomy. Despite surgery and adjuvant chemotherapy,
the patient developed Rhabdomyosarcoma recurrence from the germ cell
tumour. We report a rare case of malignant germ cell tumor (GCT)
transforming into a malignant non-germ cell histology, commonly
referred to as somatic-type malignancy.

Case study

A 17 yr old, moderately built, unmarried female with 11 months of
amenorrhea, with menarche at 16 yrs presented with complaints of
abdominal distension. She was initially evaluated with Ultrasound
abdomen (18.5.2020) showed mass in right adnexa with a complex cyst in
left ovary. Following which MRI pelvis done on (18.5.2020) showed 13.5
x11.5 x10.5 cm mass in the pelvis with no infiltration but with mass effect
and 3.8 x2.7 x 2.3 cm cyst in left ovary. Pre operative tumour markers were

Immunohistochemistry

S.No Markers Intensity Interpretation
1. Pancytokeratin Strong Focally Positive intumour cells
2. Desmin Moderate & diffuse Positive intumour cells
3. Myogenin Moderate & patchy Positive intumour cells
4. PLAP Moderate Focally Positive intumour cells
5. Glypican 3 - Negative intumour cells
6. SALL4 = Negative intumour cells
7. CD30 = Negative intumour cells
8. CD1174 = Negative intumour cells
9. D2-40 Moderate Focally Positive intumour cells
10. S100 = Negative intumour cells

within normal range. Patient
underwent staging Laparotomy (right
salphingoophorectomy with bilateral
PLND with RPLD) on 19.11.2020 at
Outside hospital. Post operative HPE
showed Dysgerminoma (malignant
Germ cell tumor) of right ovary
T1aNOMO. Post op tumour markers
AFP, Beta HCG, LDH (12.02.2021) were
done. Since AFP was 138 (elevated), she
was diagnosed asa mixed germ cell
tumor of right ovary and palliative
chemotherapy 3 cycles - BEP regimen
(Cisplatin - etoposide - Bleomycin)
were completed in April 2021 at outside
hospital. Post chemotherapy AFP
showed normal value. Hence patient
was reassured and was on regular
follow up. In April 2022, patient
developed abdominal distension.
Evaluated at outside with MRI pelvis
and abdomen (15.4.2022) - large
abdominoplevic mass lesion showing
moderate to intense enhancement with
central non enhancing necrotic areas-
consistent with ovarian neoplasm.
Large amount of free peritoneal fluid-
exudative. Moderate left HUN. Patient
came to SRH. AFP [19.4.22) - 1.74
ng/ml, Beta HCG (19.4.22) 2.39 mlu/ml.
Patient underwent USG guided trucut
biopsy of plevic mass [22.4,22] which
showed malignancy neoplasm of ovary,
Suggested IHC for categorization.

IHC [26.4.2022] showed features are
consistent with spindle cell
Rhabdomyosarcoma, possibly somatic
malignancy arising in case of Germ cell
tumour (Post treatment). PET CT
(20.4.2022) showed Hypermetabolic
abdomino-pelvic mass lesion with
associated mass effects as described
above suggestive of local recurrence,
needs HPE correlation.Hypermetabolic
metastatic paraaortic lymphnodes.
Hypermetabolic peritoneal and
omental metastatic deposits. Severe
ascites. No evidence of metabolically
active disease elsewhere in the present
scan. Peripheral smear done on
2.5.2022 showed diamorphic anemia




(normocytic and microcytic) with neutrophilic leukocytosis
and thrombocytosis (possibly reactive) - Cellular marrow
with trilineage hematopoiesis. Therapeutic ascitic tapping
done. Patient was advised chemotherapy and Underwent 6
cycles of chemotherapy VAC (Vincristine,Adriamycin and
cyclophosphamide)regimen. Patient reviewed with PET CT
scanon 21.09.2022 after 6 cycles of chemotherapy showed
Hypermetabolic mass lesion in left ovary.No evidence of
metabolically active disease elsewhere in the present scan.
Compared to the previous PET CT dated 20.04.2022 the
present Scan shows partial metabolic response.Patient is
currently on chemotherapy.

Discussion

Mature teratoma is the most common ovarian germ tumor
in patients between the ages of 20 and 30 years,
representing 20% of ovarian neoplasms. They are usually
benign and very prevalent, so surgery is often delayed,
especially in young women with small tumors.

Malignant transformation occurs in 1%-2% of mature
cystic teratomas with a poor prognosis even with
aggressive treatment. The mechanism seems to be related
to the long-term presence of non-resected tissue of
mature cystic teratoma .In this case, the most possible
explanation is that there were malignant transformations
of mature cystic teratoma in the primary tumor, according
to histopathological findings. Most cases that undergo
malignant transformation are squamous-cell carcinomas
(75-80%), though many other histological types have been
described (adenocarcinoma, adenosarcoma, carcinoid ).
Tumor type other than squamous-cell carcinomas is
considered an indicator of worse prognosis. Early
diagnosis of malignant transformation is very difficult even
intraoperatively. Adjuvant therapy has not yet been
standardized.

Prognosis of malignant teratoma is poor when it is spread
beyond the ovary, and most cases are diagnosed in stages
Il or IV .Diagnosis of malignant transformation is very
difficult even intraoperatively. Risk factors for malignancy
are increased patient age, tumor size, rapid growth, certain
imaging characteristics, and tumor markers. According to
Mori et al, malignant transformation occurs an average of
10 years after the development of mature cystic teratoma.
Patients over 40 years of age are at a high risk of malignant
transformation. Tumor size over 10 cm is a risk factor for
malignancy. In relation to the imaging examinations, the
presence of solid component, obtuse angle between soft
component and the inner wall, enhancement of the wall,
irregular inner border, ascites, and extension through the

teratoma wall as seen in MRI can be useful in the
preoperative diagnosis of malignant transformation.
Neovascularization and low-resistance blood flow on solid
component in color Doppler ultrasound may also be cause
for suspicion. Malignant tumors are often associated with
hemorrhage and necrosis. The use of tumor markers is
controversial and depends on histological findings. SCC
seems to be the most useful marker for squamous cell
components.Ca 19.9, Ca 125, AFP, and CEA have also been
studied with variable results.

As malignant transformation of mature cystic teratoma is
infrequent, there are no treatment guidelines. Complete
tumor excision and adequate staging can improve survival
and must be performed the first surgery or as soon as
possible after diagnosis. As complete laparoscopic surgery
is difficult without shedding, a laparotomy is usually
recommended if malignancy is confirmed or strongly
suspected . Tumors must be treated according to
histological differentiation by employing a combination of
surgery and chemotherapy. Even with optimal
cytoreduction and adjuvant therapy, prognosis is usually
poor .The most important prognostic factors are the stage
of the disease, presence of capsular rupture, tumor grade,
vascular invasion, growth pattern, and histological type
different from squamous carcinoma.

Radiotherapy is often used in cases of incomplete surgical
resection.Whether or not radiotherapy can improve
survival is controversial, except in case of initial embryonal
rhabdomyosarcoma, in which it is undisputed that there is
no therapeutic advantage.

Ovarian rhabdomyosarcoma is a rare tumor both primary
and from malignant transformation of a mature cystic
teratoma. Prognosis is similar and much worse than genital
rhabdomyosarcomas outside the ovary. A few cases of
rhabdomyosarcoma arising in a mature cystic teratoma
have been reported previously, some of which were
diagnosed at the moment of recurrence and all having very
poor prognosis.

Dr.P.GUHAN
MBBS, MD, DMRT, DNB. DM,

Director/ Consultant Medical
Oncologist




How We Avoided Limb Amputation in a patient
with Parosteal Osteosarcoma Of Distal
Femur with Vascular Encasement

Introduction

Surface osteosarcomas are rare primary bone tumor and account
for < 5% of all osteosaromas. Parosteal, Periosteal & high grade
Surface osteosarcomas are the three major groups of surface
osteosarcomas of this parosteal osteosarcomas are generally low
grade and have a better prognosis.

Even through neoadiuvant chemotherapy in the standard of care for
most osteosarcomas, parosteal osteosarcomas generally respond
less to neoadjuvant chemotherapy and hence upfront surgery is the
standard of care in most cases. Generally they have a better
prognosis compared to conventional osteosarcomas

Casereport:

Our patient is a 51 years old gentleman who presented with history
of swelling overtheright distal thigh & pain overthe swelling forone
month duration. On further evaluation patient was diagnosed to
have parosteal osteosarcoma involving right distal femur.

Imaging done revealed that there was 270° encasement of distal
part of superficial femoral artery & vein by the tumor. However
sciatic nerve was free of tumor. The case was discussed in tumor
board meeting and it was decided try neoadjuvant chemotherapyin
order to avoid limb amputation. Patient was started on neoadjuvant
chemotherapy (Ifosfamide, Adriamycin, cisplatin, AP Regimer).

Patient became symptomatically better. Repeatimaging done at the
end of 3 cycles of neoadjuvant chemotherapy showed no significant
changeinthe size of the mass.

Patient was discussed in tumor
board meeting again & it was
decided to proceed with surtery.

Pre operative CT angiogram was
done & vascular sur8eon opinion
sought

Patient was taken uP for surgery.

Intra operatively tumor was
found to encase distal superficial
femoral vessels. Hence tumor
excised enbloc with involved
segment of femoral vessels &
distal femur was reconstructed
using modular prosthesis.
Femoral artery was
reconstructed using reverse
saphenous vein graft harvested
from contralateral thigh. Femoral
vein was ligated divided & not
reconstructed. Wound closed in
layers. Post operatively
vascularity of the limb was
monitered using Doppler. The
post operative period was
uneventful & patient was
mobilized as per protocol. Post
OP HPE was S/o residual
parosteal osteosarcoma with all
the resected margins free of
tumor' Patient was started on
adiuvant chemotherapy & is
doing welltill date.



Uniqueness of this case:

® Parosteal osteosarcomas are generally
encountered among females in the age group of
20-30yrs. Butoursisa 51yrs old male patient.

e Distal superficial femoral artery was resected

enbloc with tumor & was reconstructed thus
sparing the limb for the patient. Superficial
femoral vein was not reconstructed. (since
prosthesis was used for bone reconstruction, we
were not able to use synthetic grafts for vessel
reconstruction)

Breast Cancer

by Our Expers

Take home message:

With advances in surgical techniques, reconstructive
options & systemic therapy involvement of major
neurovascular bundle by the tumor should no longer
be considered a contra - indication for limb salvage
surgery & amputation of the limb should be the last
optionis the armamentarium of treatment modalities
in patient with extremity sarcomas.

Comprehensive cancer care team with expertise in
managing complex cases is the way in managing
such cases. We at Sri Ramakrishna Hospital have
dedicated, experienced, multidisciplinary team to
handle such cases & commonly manage these
complicated cases.

Dr. S. BHARGAVI
MBBS, MCh, FRCS(EDINBURGH)

Consultant Surgical Oncologist




Intracavitary Brachytherapy

Brachytherapy is used widely with or without External beam radiation
therapy for cancers of uterus, cervix, esophagus, bronchus, breast,
sarcomas, etc. According to the site of cancer, the type of brachytherapy
may be intracavitary, intraluminal, or interstitial. Brachytherapy is known to
spare surrounding healthy tissue from unnecessary exposure to radiation,
with the potential for fewer adverse effects. Most commonly practiced
brachytherapy is intracavitary approach for carcinoma cervix which was
done under x-ray guidance (2 Dimensional brachytherapy). In recent years,
the image guidance evolved from X - ray (2- D) to CT/MRI (3- D), thereby
enabling the clinicianto spare the normal structures betterthana2-D.

The maijority of brachytherapy patients receive a multimodality treatment
such as surgery, external beam radiotherapy and chemotherapy. For
locally advanced cancer cervix, external beam radiotherapy with
concurrent weekly chemotherapy followed by brachytherapy is regularly
practised.

Procedure - Intracavitary brachytherapy for carcinoma cervix.

The BT (Brachytherapy) applicator has an intrauterine tandem and two
ovoids to be placed inside the uterus and in the vaginal fornices
respectively. After EBRT and chemotherapy the residual disease is, in and

around the os. The applicators are
placed in position with patient in
lithotomy position under spinal
anaesthesia. Vaginal cavity is packed
with gauze to manually separate
bladder and rectum from high dose
region.

CT scan is done and target volumes
and normal tissues are delineated in
each slice of CT image. Planning is
done on treatment planning system
and doses are optimized in such a way
that the residual disease gets
maximum dose while the bladder,
rectum and bowel get tolerable doses.

Geneva applicator
Geneva applicator is completely MR-

safe, offering distortion-free image
guidance using all 2D and 3D imaging
options. In addition, interstitial
capability with every configuration
supports image-guided adaptive
brachytherapy (IGABT).

Geneva ensures that the option for
guided interstitial brachytherapy is
always available—even with the
smallest ovoid —for optimal target
coverage.

In our hospital , we are using Geneva
applicator to treat patients with
Carcinoma cervix for brachytherapy.
Below is one of our patient with
carcinoma cervix, where image guided
brachytherapy evidently reduced dose
to normal tissues, and uncompromised
dosestotheresidual disease.

Dr.VIVEK JAYARA)
MBBS., M.D. (RT)

Radiation Oncologist
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Stem Cell Therapy- Case scenario
CD+ BMAC for B/L AVN Hips

Human bone marrow (BM) is a kind of source of mesenchymal stem cells
(MSCs) as well as growth factors and cytokines that may aid anti-
inflammation and regeneration for various tissues, including cartilage and
bone.

However, since MSCs in BM usually occupy only a small fraction (0.001%)
of nucleated cells, bone marrow aspirate concentrate (BMAC) for cartilage
pathologies, such as cartilage degeneration, defect, and osteoarthritis,
have gained considerable recognition in the last few years due to its
potential benefits including disease modifying and regenerative
capacity.bone marrow aspirate concentrate (BMAC) has emerged as a
possible alternative for regenerative medicine.

It has been spotlighted as a promising biologic tool because of a rich
source of pluripotent mesenchymal stem cells (MSCs) and growth factors,
and currently approved by the United States Food and Drug Administration
(FDA). Accordingly, considering both the anti-inflammatory and
regenerative effect, BMAC may be an attractive tool for cartilage and bone
regenerationin OA.

Clinical picture
A 35 year old male, presented with the complaints of bilateral hip pain

(Right> left), increased on walking, lying on right side, sitting in 2 wheeler,
while wearing pants. Pain decreased with rest. There was no history of
trauma, fever or MJP. Patient had difficulty in walking forone and a half
years.

Initial investigations
Initial X ray pelvis showed relatively sclerotic changes in the bilateral

femoral head. MRI showed bilateral femoral head avascular necrosis with
bone marrow edema in the femoral head, neck and hip joint effusion.
Patient opted for native treatment for 1 year and presented to us with
persistent pain and difficulty in walking.

Followup investigation
Follow up Xray and MRIin the next year

showed progressive bilateral femoral
head avascular necrosis.

ProgressiveB/L AVN hips
Right hip: Avascular necrosis fo

femoral head- Stage 3; minimal hip joint
effusion. Grade 2 cartilage erosions in
the hipjointarticular surfaces.

Left hip: Avascular necrosis fo femoral
head- Stage 2; moderate hip joint
effusion. Grade 3 cartilage erosions in
thehipjointarticular surfaces.

B/L CD + BMAC therapy and Physio
rehabilitation were planned.

Surgery: B/L CD + BMAC Therapy
Bone marrow aspirationwas done from

the iliac crest; 50 ml
marrowwascollected in a sterile
manner; final bone marrow
concentreate developed after
processing in the centrifuge at the
operationtheatre.

Instillation of bone marrow
concentrate into the core tract after
core decompression in femoral head
avascular necrosis.

Outcome
Patient symptomatically improved

and started walking initially with
support and independentally
without aid after 3 months. Patient
was given Physio rehab for 9
months.



Transplant BMC after a core decompression was mixed with a
suitable bone substitute and implanted; sealed with bone wax

Preoperative MRI of both hips showing bilateral hips showing bilateral AVN

The direction of the
trepine was adjusted in
all planes under fluoroscopic
control, so that it is pointing
towards necrotic zone, followed
by BMC injection

Signal appearing normal in hips after one and
half year of follow up showing good vascularisation

Dr.R.GOKULA KRISHNAN
MBBS., D.ORTHO, MCh. Orth,,

Consultant Orthopaedic Surgeon
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Pediatric Type 2 Diabetes -
A Cause for Concern!

Type 2 Diabetes Mellitus (T2DM), once rare in children, is now being
increasingly detected due to rise in childhood obesity. The
prevalence of pre-diabetes/diabetes among adolescent boys and
girlsinIndiaare 12.3% and 8.4% respectively.

Case Report

A 13 year and 9 months old male child, planned for excision of
radicular cyst of right mandible, was referred from dentistry in view
of incidentally detected high blood glucose levels, done as a part of
routine preoperative work up. He was asymptomatic. He had mild to
moderate intellectual disability and was attending special school.
His anthropometry was suggestive of: Weight: 77.5 kg(97th centile);
Height: 158 cm(50th centile); BMI: 31(obesity). On examination he
had acanthosis nigricans and truncal obesity.

His investigations were as follows: Random Blood Glucose: 307
mg/dL; Urine routine: Glucose 3+, ketones nil; HbA1c 11.1%; Fasting
blood glucose: 261 mg/dL. His thyroid function tests were normal.
His fasting insulin level was 81.4 mclU/mL (2-25) and C peptide
level was 6.93 ng/mL (0.81-3.85). His renal function tests and lipid
profile was normal. He was started on insulin therapy (basal bolus
regimen) and Metformin as per ISPAD guidelines. Daily home
monitoring of blood glucose levels was done and insulin doses
adjusted appropriately. Changes in lifestyle including healthy diet,
avoidance of junk foods, daily outdoor physical activity and
avoidance of screen time was included as a part of therapy. Over a
period of 6 months, he was found to have reducing insulin
requirements which was finally tapered and stopped. He is currently
on Metformin. His last HbA1cis 6.4%.

Discussion

Type 1 diabetes(T1DM) accounts
for >90% of all cases of diabetes in
children. However, with increasing
number of children with childhood
obesity, there has been a steady
increase in the number of children
with type 2 diabetes
mellitus(T2DM).

T2DM is characterized by
hyperglycemia with insulin
resistance and impaired insulin
secretion. When compared to
adults, children with T2DM have
limited treatment options, even
though the disease tends to have a
rapid progressionin childhood.

The American Diabetes
Association recommends
screening for T2DM beginning at 10
years of age or the onset of puberty
in children who are overweight or
obese and have two additional risk
factors(Family history of T2DM,
Asian ethnicity, Gestational
diabetes in mother or signs of
insulinresistance).

The diagnostic criteriainclude;

* Fasting blood glucose level of
>126 mg/dL OR

* Two-hour plasma glucose level
of 2200 mg/dL during an oral
glucose tolerance test OR

e HbA1c level of 2 6.5% OR

* Random plasma glucose level of
> 200 mg/dL plus symptoms of
polyuria, polydipsia, or
unintentional weight loss.



In most children, the presence of risk factors, mode
of presentation and early course of the disease
indicate whether the child has type 1 or type 2
diabetes. Differentiating T1DM and T2DM however,
could be challenging in some children. With
increasing obesity in childhood, almost 30% newly
diagnosed T1DM patients may be obese. Positive
family history for diabetes is not specific. Pediatric
T2DM can present with ketonuria /ketoacidosis at
diagnosis. Overlap in insulin or C peptide levels
between TID and T2D at diagnosis is well
documented. Insulinresistanceis presentinboth TID
and T2D. Autoantibodies could be present in around
10% cases of T2DM as well. In these cases, the
preferred approach is to start therapy and to adjust
based on the response. The diagnosis becomes
evident over a period of time.

Management in T2DM should be multi disciplinary,
individualized and family-centered.Counseling
related to diet and physical activity should be started
at the time of diagnosis and continued as a part of
ongoing management. Metformin is the first-line
therapy along with lifestyle changes. Insulin therapy

Trigeminal Neuralgia

should be started if there are signs of ketoacidosis or
significant hyperglycemia (HbA1c =9% or a random
plasma glucose level of = 250 mg/dL). Screening for
other comorbidities(hypertension, Dyslipidemia,
retinopathy, nephropathy, Non alcoholic fatty liver
disease) should be done at the time of diagnosis and
routinely thereafter.

Key Message

* Anticipatory guidance regarding healthy eating,
physical activity, limiting screen time and age-
appropriate sleep duration/quality is
recommended to prevent T2DM in children and
adolescents.

Children at risk should be actively screened for
T2DM.

Early screening, intervention and optimization of
glycemic control is important, since pediatric
T2DM is associated with severe and early onset of
micro vascular and cardiovascular complications.

Dr.V.SHOBI ANANDI
MD, DNB, Fellowship in Paediatric Endocrinology

Consultant Pediatrician and Pediatric Endocrinologist |
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"The eyes cannot see what the
mind does not know”

Case Report

A 2 year and 8 month old male child brought with having the
complaints of cough, cold, fever & vomiting for 3 days followed by
hematuria and yellowish discoloration of eyes and skin one day prior
to admission. H/o consumption of some native medicine for the
aboveillness.

On examination he was pale ,icteric and found without
organomegaly or abdominal distension. He was tachypneic with
spo2 of 84% in room air however chest examination was normal.
Suspecting methaemoglobinemia ABG was done which confirmed
the suspicion with methb being above 10.2% Chest Xray was
unremarkable.

He was started on HHFNC with 100% Fio2 with which his saturation
improved until 90%, repeat methhb level was 14.2%. Spo2 and
methhb levels gradually improved within the next 36 hrs of
treatment. He did not require Methylene blue.

Investigations showed severe anemia(4.9 g/dl), indirect
hyperbillirubinemia (13mg/dl,T.B-14.2),LDH - 1386U/L
haemoglobinuria. Viral markers were non reactive, septic screen
was negative, Peripheral smear did not show any schistocytes or
blast cells, Retic count was elevated, DCT done to rule out
autoimmune hemolytic anemia in view of associated
thrombocytopenia was negative. Child was transfused with 3 units
of PRBC in view of severe anemia, and maintained on
hyperhydration for hematuria. Hematuria resolved over the next
72hrs of hospitalisation, with no further drop in haemoglobin, with
no developmentin AKI.

Acute hemolytic anemia with
methhaemoglobinemia in a male
child, the first clinical diagnosis
was G6PD deficiency, however
G6PD levels were within Normal
limits sent after the resolution of
hematuria, suspecting sickle cell
variant Hb electrophoresis was
done which showed unknown
unidentified peak.

Due to strong suspicion repeat
G6PD levels were planned after the
resolution of illness, clinical exome
for haemoglobinopathies was sent,
showed X-linked dominant
mutation in G6PD gene and also
Autosomal dominant mutation in
SPTB gene for Eliptocytosis.

Discussion

Glucose 6 phosphate
dehydrogenase (G6PD) deficiency
is an inherited disorder caused by
genetic defect in red blood cell
enzyme G6PD, affecting around
400 million people worldwide. This
enzyme generates nicotinamide
adenine dinucleotide phosphate
(NADP+) in the reduced form
(NADPH) and protects red blood
cells from oxidative injury.G6PD
deficiency is most commonly
reported in the tropical, and
subtropical zones. In steady state
individuals remain asymptomatic
with no hemolysis. However,
episodes of hemolysis, may be
triggered by medications, certain
food products and acute illnesses.
During acute hemolysis levels of
G6PD can be falsely normal
because reticulocytes have higher
G6PD activity than mature red




blood cells. Oxygen saturation gap should always be
monitored when ever a child presents with tachypnea
,hypoxia and normal chest examination to rule out
methemoglobinemia, carbon monoxide poisoning.

Food for throught

With evolving advances in medicine and multiple
developed hemodynamic variables available to
measure fluid responsiveness in children with shock,
we have moved away from giving aggresive fluid
resuscitation. Are we justified in using 0.9% saline for
initial resuscitation with increasing debates on
hypechloremic metabolic acidosis and glycocalyx
injury.

Glycocalyx is a protective layer lining the lumenal
surface of the endothelium. It regulates the essential
aspects of microvascular homeostasis. Glycocalyx
loss exposes the endothelium and leads to increased
fluid shift, edema, loss of vascular responsiveness,
leucocyte/platelet endothelial interaction with
increased inflammation and hypercoagulability.
Syndecan-1, a blood marker of glycocalyx
degradationis also studied. Elevated levels have been

Pyrexia

associated with severity of illness in both children and
adults.

Fernandez-sarmento et al studied about the
glycocalyx disruption associated with balanced and
unbalanced fluid boluses in children with Sepsis. They
measured perfused boundary region (PBR) on
sublingual microscopy to assess endothelial
glycocalyx thickness and blood levels of Syndecan-1.

They found that glycocalyx thickness decreased
significantly after 6 hours of fluid bolus in children
receiving unbalanced fluids and unchanged in
children receiving balanced fluids. They also
measured Syndecan-1 levels and were high in most
children but there was no significant change in
syndecan-1 levels between children receiving
balanced or unbalanced fluids within the initial 6
hours. However metaanalysis of such small trials
have shown less acidity, improved bicarbonate levels
and possibly reduced length of PICU stay. Further
more robust RCTs are needed to extrapolate this data
into clinical practice.

DR. KRISHNA SAMEERA
MD (Pediatrics), IDPCCM (Pediatric Critical Care)

Consultant Paediatric Intensive care (PICU)




Minimally Invasive KEY HOLE -PDA DEVICE Closure
with PICCOLO device in PRETERM BABIES :
CASE REPORT -Advancements and Outcomes

CASE 1: A premature female baby was born to a 22 years primigravida
mother by LSCS at 31 weeks conceived through in vitro fertilization with
GESTATIONAL DIABETES AND PREEGNANCY INDUCED HYPERTENSION
with a birth weight of 1700 g in an outside hospital . Baby was under B-
CPAP support for three weeks and was on caffeine maintanence in view of
apnea of prematurity. Post natal ECHO was done in view of continuous
murmur and persistent symptons of CCF showed large PDA and was
started on medical management (Paracetamol). Despite three course of
Paracetamol (Each course for 5 days), PDA failed to close and was referred
to SRH

Baby was in room air at admission with mild respiratory distress. ECHO
done here revealed large 3.5 X 4 mm diameter and 7mm length
haemodynamically significant PDA, LA LV dilated with moderate PAH and
good biventricular function.

PRETERM PDA DEVICE CLOSURE wasdoneon 17.11.2022

Post procedure, baby had features of BPD changes, was treated with short
course dexamethasone and nebulised bronchodilators. Baby's respiratory

effort and neurological status improved and baby was extubated on POD 4
Repeat 2D echo showed closure of PDA with device in position, good

cardiac function with good flows in pulmonary artery, aorta and no
tricuspid regurgitation. Discharge weight was 2.9kg.

CASE 2: A Premature female baby was born to a primigravida mother at 27
weeks with a birth weight of 1100 g in an outside hospital. Baby had
respiratory distress with hyaline membrane disease for which baby was
given 1 dose of surfactant, required continuous positive airway support
and received caffeine in view of apnea of prematurity. Baby was under
intensive care support for 23 days. She was referred to us at 3 months of
age in view of congestive heart failure . CT pulmonary angiogram done
showed Large Patent Ductus Arteriosus (PDA) 1cm in length and 4.5mm
indiameter.

On admission she was in congestive
cardiac failure weight with the 3kg ,was
started on oxygen and anti failure
medications. PRETERM PDA DEVICE
CLOSURE wasdoneon05.09.2023.

Feeding resumed after 6 hours and was
well tolerated. The baby began gaining
weight and received routine preterm
care as per unit policy. Neurological
examination indicated age-appropriate
development. She was discharged
after 2 days, with a closure of PDA
confirmed by a follow-up 2D echo, good
cardiac function, and a discharge
weight of 3.1 kilograms.

PROCEDURE: Intervention was done
under general anesthesia and
mechanical ventilation support. The
procedure involved cannulating the
right femoral vein under ultrasound
guidance and inserting a 4F radial
sheath. The PDA was crossed using a
Runthrough PTCA wire and 4F RCA
catheter from the venous end. A 4F
AMPLATZER Torgvue LP catheter was
threaded through the right femoral
vein, inferior vena cava, right atrium,
right ventricle, pulmonary artery, and
into the descending aorta. The 5 X 4
mm AMPLATZER Piccolo occluder IN
CASE 1T AND The 5 X 2 mm
AMPLATZER Piccolo occlude IN CASE
2was implanted under
echocardiographic and fluoroscopic
guidance, ensuring no obstruction to
the pulmonary artery or descending
thoracicaorta

DISCUSSION: The Piccolo Occluder is
the first commercially available device
for use in premature infants =700 g in
India. Significant procedural
complications can occur, especially
with smaller babies despite the
excellent outcomes in various studies.
Potential adverse events that may
occur during or after placing this device



include air embolism, apnea, arrhythmia, hypertension,
allergic dye reaction, valvular regurgitation, vascular
access site device embolization, hematoma, partial
obstruction of aorta, partial obstruction of pulmonary
artery, pericardial effusion, name some.

While most pediatric interventional cardiologists are
familiar with the technique of percutaneous transcatheter
PDA closure, in case of babies weighing <1 kg, several
procedural modifications may be required to achieve
success and reduce complication rates. In extremely low
birth weight babies attention must be paid for necessary
accommodations during transportation from and to
neonatal intensive care unit (NICU), ventilator support
during the procedure, pain management during the
procedure, maintenance of euthermia and backup for
blood products. Currently the contraindications for the
usage of this occluder device are weight <700 gm at time of
the procedure, age <3 days at time of procedure,
coarctation of the aorta, left pulmonary artery stenosis,

FIG 1 animation showing
piccolo device intraductally

Fig 2 echo showing tubular
PDA with2D and colour doppler

PDA DEVICE DEPLOYED

Fig 5 angiogram still picture
showing piccolo device occluging PDA

Fig 6PRE PDA DEVICE ECHO

by Our Experls

cardiac output that is dependent on right to left shunt
through the PDA due to pulmonary hypertension, intra-
cardiac thrombus that may interfere with the implant
procedure, active infection requiring treatment at the time
of implant, PDA length smaller than 3 mm, PDA diameter
that is greater than 4 mm at the narrowest portion. At
present, there is no consensus on the ideal timing for PDA
closure in premature infants. Transcatheter PDA closure for
ELBW and premature infants is a new therapy that could
shift the treatment paradigm. Further studies are
necessary to continue to answer important questions of
which PDAs require closure and when to close the hsPDA in
premature infants.

CONCLUSION: Percutaneous device closure of
haemodynamically significant PDA in extremely low birth
weight babies is challenging. Many administrative and
procedural alterations may be required during the
procedure. Piccolo device is the first FDA approved device
for such small babies.

PDA ANGIO

-

Fig 3 CT still picture
showing tubular PDA

Fig 4 Angiogram still picture
showing tubular PDA

Fig 7 POSTPDA DEVICE ECHO

Dr. S. DEVAPRASATH
MD (Paediatrics), FNB (Paediatrics Cardiology).,

Consultant Interventional Paediatric Cardiologist




A Rare Case Of Thymic
Cell Histiocytosis in Neonate:
A Case Report

Introduction: Langerhans Cell Histiocytosis (LCH) is a complex systemic
disorder characterized by an abnormal proliferation of Langerhans cells,
generally organized in granulomas. The estimated prevalence is between 1
and 2 per 100,000 population. The organs most frequently involved are the
bone, the skin, the pituitary gland, the lung and, less commonly, the
hematopoietic system, the liver and the central nervous system. Thymus
involvement is rare. LCH typically occurs in children as part of a multifocal,
multisystem process. Only few reports of isolated tumours involving the
thymus have been published in adults, either in association with coexistent
myasthenia gravis, low grade leiomyosarcoma or multilocular thymic cyst.
In the literature, we found only a single case of a child who presented an
isolated thymic LCH, mimicking lymphoma . Here, we report a case of
isolated Langerhans cell histiocytosis of the thymus in a neonate with non-
specific symptoms. We excised the thymic mass successfully.

Case Report: A 12 days old baby which was delivered by LSCS in our
hospital was evaluated in NICU for anterior mediastinal mass which was
diagnosed antenatally. A few vesicular skin lesions were present over the
chest and trunk which spontaneously resolved over time. Echo showed
PDA, small ASD with good biventricular function. USG chest done which
showed Right paracardiac mediastinal cyst. MRI chest done showed
anterior Mediastinal mass involving thymus on right side with
calcifications and fat components possibly teratoma with bilateral lung
nodules suspicious of metastatic disease. Planned for surgical excision.

Fetal echo showing anterior mediastinal mass
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Excised Mass along with thymus
showing calcification spots

After informed consent, baby was
taken up for surgery. There was 2.5x2.5
cm cystic lesion in Right lobe of thymus
with specks of calcification seen in the
thymic lobe. Total Excision of the mass
with Thymectomy was done on
13/03/2023. In the immediate post
operative period, baby was doing well
and extubated on POD 2. The Wound
healed well and she was discharged on
19/03/2023. HPE reported as Mature
cystic teratoma with Langerhans cell
histiocytosis.

Discussion: Because of its rarity, LCH
remains poorly understood. The
disease was first described in 1953 by
Lichtenstein under the term
“histiocytosis X”. This entity
encompassed a group of rare
syndromes of unknown aetiology such
as eosinophilic granuloma, Letterer-
Siwe disease or Hand-Schuller-
Christian disease. In 1987, because of
the presence in the tumour of
Langerhans cells, a sub group of
dendritic histiocytes initially described
by Paul Langerhans in 1868, the name
was changed to “Langerhans cell
histiocytosis”.

The disease pattern,i.e. whether LCH is
localized or occurs as part of a
multisystem process, is known to be a
marker of severity. In patients with high
risk multisystem disease, the most
effective treatment strategy involves a




Langerhans cell histiocytosis,
Cd1a stain.

Langerhans cell histiocytosis, H/E 10x.
Infiltrate of medium-size cells with
epithelioid features displaying irregular
and grooved b , vesicul
chromatin, prominent nucleoli, surrounded
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by lymphocytes and eosinop

combination of chemotherapy and steroids to limit the risk
of complications and improve outcome. By extension, this
treatment tends to be also applied in patients with lower
risk, localized LCH. Reports of LCH within the thymus are
less frequent than within the bone, the skin or the endocrine
system. Although thymic lesions are commonly reported in
the setting of multisystem disease, isolated forms are rare.
Indeed, in a series of 14 LCH patients with thymic
involvement, either at presentation or during the course of
the disease, reported by Junewick and Fitzgerald, 7 had
multisystem involvement, 1 had unisystem but multifocal
involvement and 6 had isolated unifocal disease. Several
studies have described thymic LCH as an enlargement of
the mediastinum due to increased thymic volume. The
thymus is enlarged, with lobulated/nodular contours and
heterogeneous ultrasound pattern, and possibly contains
liquid cysts and/or calcifications. As demonstrated here,
the presentation of the disease is highly variable, which
makes diagnosis extremely challenging. Because of the
diagnostic difficulties, it is hypothesized that the incidence
of LCH may be underestimated, as for instance in very
young children with typical thymic enlargement associated
or not with non-specific episodes of fever and bronchial or
pulmonary infection. The incidental discovery of a thymic
LCH in young adult patients with myasthenia gravis is also
in favour of this hypothesis. Based on these observations,
the actual contribution of chemotherapy to the treatment of
patients with localized LCH may appear questionable.
These patients are likely to have a good response to
treatment. The skin rash is the most common presentation
like our patient had. In children, the rash may be

misdiagnosed for other common skin lesions and it will not
respond to typical treatment. The rash of LCH ranges from
a single lesion to widespread involvement. Characteristics
include scaly papules, nodules, or plaques and can
resemble seborrheic dermatitis. One may distinguish LCH
by the presence of petechiae, bloody crusting, or firmly
indurated nodules. Pulmonary lesions occur in 20% of
patients, and lymph node involvement in 30%. As such, the
patient may present with pulmonary symptoms or
lymphadenopathy. Hepatosplenomegaly may be present
as well. Bony involvement occurs in about 78% of patients.
Pituitary involvement also seen in few cases. Biopsy of the
involved site (usually skin) is required to confirm the
diagnosis. Lesions will stain positive for S-100 and CD-1a.
When the diagnosis is confirmed, workup for systemic
involvement should include a skeletal survey, abdominal
ultrasound, complete blood count (with bone marrow
biopsy if indication of bone marrow involvement).
Treatment varies greatly depending on the involved organs.
If the disease is isolated, observation alone may be
appropriate. Surgical removal of an isolated area is also a
treatment option. Isolated skin lesions may resolve on their
own, Chemotherapy and radiation may be used for more
systemic involved cases. Our patient had isolated thymus
involvement. Pre operatively we managed the baby as
isolated anterior mediastinal cystic mass probably as
teratoma. Total excision of the mass was done.
Postoperative histopathoogy was reported as Mature
cystic teratoma with Langerhans cell histiocytosis.

Conclusion: LCH with thymic involvement is a rare but well
described disease. Typically, patients with unifocal
tumours have a good prognosis and respond well to
chemotherapy, although one may question the
appropriateness of treating these patients who may well
recover spontaneously. The incidence of LCH is probably
underestimated because diagnosis is hampered by the
lack of specific clinical presentation and poor knowledge of
radiological manifestations of the disease. An early
diagnosis and proper treatment can achieve good outcome
in such children. Our child is well now and is asymptomatic.

Dr. S.VIJAY SADASIVAM
MS, MCH, (CTVS), DNB

Consultant Paediatric Cardiothoracic Surgeon




Physiotherapy Department
Challenging Case Studies

Case Study: 1
Lateral ligament sprain of Ankle Joint

A 25 year old male came with a history of left ankle joint pain for the past 4
years a left lateral ligament sprain of the ankle joint. Patient cannot stand for
more than 10 minutes, walk for more than 3 kms the ankle pain starts and
relieves aftertaking somerest.

He visited many consultants and underwent MRI investigation of which all
were normal. If he had any NSAIDS the pain disappears and reoccurs once
discontinuation of medications. On examination the IT band, ankle evertors
and lateral gastrocnemius onthe left side were tight.

On single limb stance test on the left side subtalar joint goes for eversion,
forefoot inversion. Releasing of IT band, lateral gastrocnemius and ankle
evertors on the left side patient felt pain better and lesser than before. Local
application of ice packs was applied.

Home exercise was taught to release the above muscles and strengthening of
gluteus medius, thigh adductors and calf muscles. When reviewed after a
month the pain had subsided and was able to walk and stand for a longer
period of time than before.

PROF. V.S.SEETHARAMAN

HOD, Department of Physiotherapy

Case Study: 2
TMJ Arthritis

A 45year old lady came in with pain in left
TMJ joint. History of pain started at the
age of 10 years. She had a habit of
clenching her teeth at sleep, unable to lie
down on the left side, unable to open the
mouth fully and on night splint to avoid
clenching the teeth. Not responding to
NSAIDS.

Dentists advised to remove 6 teeths on
her left side. On examination lateral
deviation of mandible on the left side was
painful and restricted, upper cervical
spine was very stiff. VAS score of 9 /10.
On mobilizing of upper cervical spine and
left side TMJ joint, the patient felt pain
better and was able to lie down on the left
side comfortably and able to open the
mouth fully.

Home exercise to the upper cervical
spine and TMJ joint mobilization were
taught to patient. When reviewed after 2
weeks, the patient felt better, pain was
reduced to VAS core of 2/10 and
clenching of teeth at night was stopped.

MPT (Ortho)



Acute Pancreatitis




V-Y advancement flap for thumb
defect:

Local Skin Flaps in the Hand

Skin loss in the hand, resulting from trauma, industrial injuries, following
debridement for infections, tumor excision, or other forms of loss, require
good and adequate soft tissue cover, for the hand to be functional.

The various skin cover optionsinclude,

® Primary/ Delayed/ Secondary skin suturing,
Split/ Fullthickness Skin grafts

Local Flaps

Regional Flaps

Distant Flaps

Free Flaps

Artificial skin/ Dermis

Local Flaps

Here, skin is sourced from adjacent areas. Indications are deep wounds
over the finger and hand with exposed tendon, pulp loss, exposed bone, or
wounds with requirement for sensate skin, as in the thumb.

Finger tip loss can be reconstructed with Triangular flaps like Attasoy or
Kutler-V-Y advancement flaps, Oblique triangular, or Cross finger flaps.
Triangular flaps are based on a Subcutaneous pedicle, useful for finger tip
dorsally angulated defects as a V-y advancement. It brings skin that is
sensate with a good color match and no additional tissue is sacrificed.

Volar finger defects can be covered with Cross finger flap or Homodigital
flaps Thumb defects are treated with sensate skin flaps, like the
Neurovascularisland flap, Staged NV flaps or the Triangular flap.

Defects of the thumb and fingers can also be covered with Dorsal
metacarpal artery flaps.



Cross finger flap

To summarize, local skin flaps, have the advantage of being locally available, and require only limited immobilization. The
disadvantages are, limited tissue availability and associated injuries at the potential donor sites.

Dr.S.BHAGAVATH KUMAR |

MS (Gen. Surgery), MCh (Plastic Surgery),
Fellowship (American Board)

Consultant Plastic Surgeon




Psychiatry

A 66-year-old female was admitted under neurology team with insomnia,
decreased mobility, anorexia and spasmodic type of pain around the
pelvic/genital area only when sitting. Detailed systemic evaluation
including neurological examination and several investigations including
blood tests and imaging studies did not show any abnormality.
Gynaecological examination was also normal and so a psychiatric opinion
was sought.

On psychiatric assessment, she had a six months history of low mood,
anhedonia, suicidal thoughts, social isolation, insomnia and lying on bed
most of the time to avoid sitting. On probing further, she disclosed that she
had the pain for about three years and was convinced that it was due to
black magic by her neighbour.

She became preoccupied with these thoughts and started to avoid
socializing with others and preferred to be alone. Based on a detailed
psychiatric history from her as well as her relatives and a thorough mental
status examination, she was diagnosed to have delusional disorder with
comorbid depression.

Therefore, she was started on antipsychotic and antidepressant
medications. She started to show remarkable improvement within four
weeks and she was back to her usual self in a month’'s time with an
improvement in her daily activities and interpersonal functioning.

Discussion

Delusional disorder(DD) is characterized by the presence of one or more
non-bizarre delusions but without prominent hallucinations or thought
disorder.

The delusions are usually persistent and sometimes lifelong. A delusion is
afixed false belief based on aninaccurate interpretation of an external

reality despite evidence to the contrary.
Delusions can be characterized as
persecutory, referential, jealous,
grandiose, erotomanic, nihilistic or
somatic.

Patients with DD rarely present directly
to psychiatrists. More often they
present to neurologists,
dermatologists, other physicians or
lawyers or police.

The mean age of onset is 40 years and
ranges from 18 to 90 years.
Persecutory and jealous type of
delusion is more common in males
while erotomanic type is more
commoninfemales.

Diagnostic criteria (DSM -5-TR) of DD
are:

® Presence of one or more
delusions with a duration of one
month orlonger.

eDiagnostic criteria for
schizophrenia have never been
met.

e Apart from the impact of the
delusions, patient functioning is
not markedly impaired and
behaviour is not obviously bizarre
orodd.

¢ |f major depressive or manic
episodes have occurred, these
have been brief relative to the
duration of the delusional
symptoms.

e The disturbance is not better
explained by another medical
disorder, such as obsessive-
compulsive disorder and is not
attributable to the physiological
effects of a substance or
medication or another systemic
medical condition.
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Types of delusional disorders
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Erotomanic Grandiose Jealous Persecutory
“That public figure is in love “I'm the real celebrity. “My partner is cheating and “Someone is trying to harm
with me!” That’s an imposter!” | will find proof!” me. | have to stop them!”
[ ]
i Mixed 3
Soroatic Unspecified

“I know | have a horrible disease, |

juist kinow 1t.* Characteristics of several of these Other type of delusion

In patients with DD, level of consciousness is unimpaired; behaviour, speech and mood may be affected by the emotional
tone of delusional content; thought process is generally unimpaired but thought content reflects preoccupation with
delusions; hallucinations may occur but generally are not prominent and reflect delusional ideas; cognition and memory
are generally intact; insight and their judgement regarding their delusions are impaired.

Assessment of suicidal or homicidal ideation is extremely important in evaluating patients with DD. Patients may also
develop anxiety or depression as a result of the delusions. Anger and violence may be present in case of persecutory,
jealous or erotomanic delusions. Seeking corroborative collateral information is often crucial.

Treatment of DD is difficult due to lack of insight. A good doctor-patient relationship is a key to treatment success.
Treatment includes antipsychotic and other psychotropics to target associated problems (eg, depression, anxiety). DD is
usually a chronic condition but prognosis is better with treatment and medication compliance. Some studies have quoted
that almost 50% of patients have a good response to medications.

Dr. CHITRA JAYAKUMAR
MBBS., DCP(Ire), MRCPsych (UK)

Consultant Psychiatrist




Lung Pleural space

Fluid buildup
in pleural space

Role of Medical thoracoscopy in the
evaluation of Pleural Effusion

The pleural space is bounded by two membranes, the visceral pleura covering
the lung and the parietal pleura covering the chest wall and diaphragm.
Normally, liquid and protein enter from the systemic circulation and are
removed by the parietal pleural lymphatics. Pleural pressure is
subatmospheric and thus ensures inflation of the lungs. The mesothelial cells
covering the pleura are leaky and thus excess pleural fluid can move across
into this lower-pressure, high-capacitance space and collect as a pleural
effusion. Pleural effusion results from abnormal collection of fluid due to
excessive production or decreased pleural fluid absorption. Thus, pleural
effusions are common and of highly diverse etiologies. Excess pleural fluid can
accumulate in the pleural space when there is an excessive pleural capillary
permeability and there is pleural inflammation. The etiologies for the pleural
effusion can have pulmonary, pleural and extra pulmonary causes. The fluid
can be transudative or exudative depending on the pleural fluid composition
[Light's criteria]. The development of a pleural effusion is a common
manifestation of pulmonary disease. In 50 percent of all cases of pleural
effusion, the diagnosis is apparent after a thorough history and physical
examination and a work-up, including diagnostic thoracentesis and with other
selected diagnostic tests. Unfortunately, as many as 15% to 20% of all pleural
effusions remain undiagnosed despite intensive efforts for the diagnosis after
diagnostic thoracentesis and/or closed pleural biopsy. An undiagnosed pleural
effusion often needs histological study for a definitive aetiological diagnosis.
Medical thoracoscopy/pleuroscopy is a minimally invasive procedure that
allows access to the pleural space using a combination of viewing and working
instruments. It also allows for basic diagnostic (undiagnosed pleural fluid or
pleural thickening) and therapeutic procedures (pleurodesis) to be performed
safelyin addition to pleural biopsy for etiological diagnosis of pleural effusion.

A thorough history may provide clues to aetiology. Pleural effusions are
classified as transudates or exudates according to the light's criteria.
The erect PA chest radiograph is usually abnormal once >200 ml of fluid is
present, whereas a lateral film will show blunting of the posterior costophrenic
angle with as little as 50 ml. Ultrasound can be used to identify even small
effusions. Ultrasound is clearly more sensitive for detecting pleural effusions

than alateral decubitus chest radiograph,
and is also better able to predict the
nature of the fluid. CT chest allows small
amounts of pleural fluid to be detected.
CT is helpful in the assessment and
management of loculated pleural
effusions in addition to obtaining other
informations regarding the etiologies of
pleural effusion. Why is it important to
differentiate transudates from exudates?
If a patient has a transudative pleural
effusion, then it is only necessary to treat
the cause of the effusion, such as heart
failure or cirrhosis. However, if it is an
exudative effusion, more investigation is
indicated to identify the local problem
thatis causing the pleural effusion.

Medical thoracoscopy,or pleuroscopy,
refers to thoracoscopy typically
conducted by a nonsurgeon
pulmonologist with the patient under
local anesthesia and conscious
sedation. Pleuroscopy is an endoscopic
procedure that examines the pleural
cavity, facilitates drainage of pleural fluid,
and guides pleural biopsy, talc
pleurodesis, and chest tube placement
without endotracheal intubation and
general anesthesia. Some practitioners
perform pleuroscopic sympathectomy
for essential hyperhidrosis, and lung
biopsy for diffuse lung disease. Medical
thoracoscopy is a safe, reliable, and
minimally invasive procedure with a high
diagnostic yield in pleural effusions of
unclear etiology. Contraindications are
uncommon and rarely absolute.

The main limitation for thoracoscopy is
the size of free pleural space.
Thoracoscopic procedures can be Semi-
rigid thoracoscopy and rigid
thoracoscopy procedures. Traditionally,
medical thoracoscopy had been
performed using rigid instruments and
the same continued to be the case till the
introduction of the semi-rigid
thoracoscope.




Medical thoracoscopy is an extremely useful diagnostic
modality that can often contribute crucially to accurate clinical
decision-making in patients with undiagnosed pleural
effusion. In patients where a successful pleural biopsy can be
obtained, the yield of medical thoracoscopy performed by
either rigid or semi-rigid thoracoscopy instruments has been
reported to be similar in a randomized comparison between
the two techniques. In a prospective randomized study
comparing the size, quality and diagnostic adequacy of biopsy
specimens obtained by semi-rigid and rigid thoracoscope, it
was demonstrated that there were no differences in the quality
and interpretability of the specimens obtained by both the

procedures. Although the specimens obtained by semi-rigid
thoracoscope were smaller, they were still of adequate quality
and the diagnostic accuracy was comparable with that of rigid
thoracoscopy in the evaluation of pleural effusion of
undiagnosed etiology. In cases, where an aggressive
adhesiolysis is not the aim, semi-rigid thoracoscope offers
particular advantages in terms of the procedure being less
painful, lesser requirements of analgesic drugs and a smaller
scar size. The greatest advantage, however, is the ease of
adoption of the semi-rigid thoracoscope by bronchoscopist as
the handling of the instrument essentially resembles that of a
flexible bronchoscope.

Radiological (CT), thoracoscopy pleural appearance in malignant pleural efusion

Adenocarcinoma Lung

CT chest: Large right pleural effusion with right pleural thickening
Thoracoscopy: Shows variable sized nodules over the parietal
pleura with parietal pleural infiltration

Squamous cell carcinoma lung

CT chest: Large right pleural effusion associated with right
pleural thickening with right pleural nodularity

Visceral pleural
infiltration by tumour

Tuberculosis

Consultant & Interventional Pulmonologist & Sleep Specialist

CRITICAL CARE & SLEEP MEDICINE) (AIIMS), New Delhi

Thoracoscopy: Shows large pleural nodules over the
parietal pleura with parietal pleural infiltration

Multiple Pleural adhesions Multiple parietal pleural nodules

Dr.N.LOGANATHAN
MBBS, MD (MEDICINE), DM (PULMONARY,




EBUS TBNA: A Game-Changer in the
Diagnosis of Sarcoidosis with
Mediastinal Lymphadenopathy

Introduction

Sarcoidosis is a systemic inflammatory disease that can affect
various organs in the body, including the lungs, lymph nodes, skin,
eyes, heart and joints. The exact cause of sarcoidosis is still
unknown, but it is believed to be related to an abnormal immune
response. The diagnosis of sarcoidosis can be challenging, as the
disease can mimic other conditions, including tuberculosis.

One of the diagnostic tools for sarcoidosis is endobronchial
ultrasound-guided transbronchial needle aspiration (EBUS TBNA)
with biopsy. EBUS TBNA is a minimally invasive procedure that
allows interventional pulmonologists to visualize and sample
mediastinal lymph nodes using a specialized ultrasound probe and
a needle. The biopsy sample obtained during the procedure can be
used to confirm the diagnosis of sarcoidosis by identifying non-
caseating granulomas, which are characteristic of the disease.

Case1:
A 45-year-old policeman admitted under Internal medicine division

with complaints of weight loss, general weakness, and fatigue of 2
months duration. Physical examination was rather unremarkable.
Initial routine infective workup were all negative. Viral panel tests
were negative, Mantoux was negative. CECT thorax showed
mediastinal lymphadenopathy with minimal parenchymal
infiltrates. EBUS TBNA with biopsy was performed from subcarinal
and right lower paratracheal lymph nodes, histopathological
analysis of which revealed non-caseating granulomas;
microbiological work up for TB including AFB smear, TB NAAT and
AFB culture of lymph node aspirate were all negative. Thus a

diagnosis of Sarcoidosis was
confirmed. Bronchoscopic lavage
analysis was inconclusive. The
patient was started on
corticosteroid therapy and
subsequently showed significant
improvementin his symptoms.

Case2:
A 55-year-old male presented to eye

OP with uveitis, joint pain and skin
rashes. Skin biopsy revealed non
specific panniculitis. RA factor, Anti

CCP and ANA were negative.
C-ANCA & P-ANCA were also

negative.

A chest X-ray revealed bilateral hilar
lymphadenopathy, and a CECT
thorax confirmed mediastinal
lymphadenopathy.

Since, diagnosis remained elusive
EBUS TBNA with biopsy was
performed from subcarinal, right
and left lower paratracheal lymph
nodes, histopathological analysis
of which revealed non-caseating
granulomas. Microbiological tests
like AFB smear, TB NAAT and AFB
culture were done on the lymph
node aspirate, were all negative.

The patient was started on
corticosteroid therapy, and
gradually his symptoms improved
significantly. Uveitis resolved, skin
lesions improved as well.

Both these cases of Sarcoidosis,
even with classic clinical
presentations mimic tuberculosis.
The two conditions share many
clinical and radiological features,
and as such can make the
diagnosis challenging.



Tuberculosis is caused by the Mycobacterium
tuberculosis bacteria, which can be identified using
special stains or cultures. In contrast, sarcoidosis
does not have a specific infectious agent that can be
identified. Instead, the diagnosis of sarcoidosis is
based on the presence of non-caseating granulomas
on biopsy and negative reports on microbiology.

Another interesting thing to note is that serum ACE
which was the sole diagnostic marker for sarcoidosis
in earlier days, was negative in both the above cases.
So acquiring tissue for microbiological and
histopathological examination is the key in such
cases.

EBUS TBNA has emerged as a minimally invasive
technique for obtaining tissue samples from
mediastinal lymph nodes, which are often affected in
sarcoidosis. EBUS TBNA involves passing a small
ultrasound probe through the airways and into the
mediastinum, where it can visualize the lymph nodes
and surrounding structures in real-time. A fine needle
isthen passed through the probe, and tissue samples
are obtained by aspirating cells from the lymph
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EBUS TBNA needle as
traversing the subcarinal node

Non necrotising granuloma of
Sarcoidosis in the case-1 patient
(Pic courtesy: Dr T Sethumadhavan,

by Our Experls

nodes. The main advantage of EBUS TBNA is that it
allows for the accurate and safe sampling of
mediastinal lymph nodes, which are often difficult to
access by other means. The procedure has a high
diagnostic yield, with reported sensitivity and
specificity rates of up to 94% and 100%, respectively,
for the diagnosis of sarcoidosis. EBUS TBNA can
also be used to diagnose other conditions that can
affect the mediastinum, including lymphomas,
tuberculosis, lung malignancies and metastatic
diseases. Sampling yield can be furthermore
improved by introducing a forceps needle/
cryobiopsy probe into the mediastinal lymph node
through EBUS scope.

In conclusion, EBUS TBNA has revolutionised the
diagnosis of sarcoidosis by providing interventional
pulmonologists with a minimally invasive and
accurate technique for obtaining tissue samples
from mediastinal lymph nodes. The procedure has a
high diagnostic yield and can help differentiate
sarcoidosis from other conditions that can cause
mediastinal lymphadenopathy.

b
Non necrotising granuloma of
Sarcoidosis in the case- 2 patient
( Pic courtesy: Dr M. L. Raman, Pathologist, SRH)

Oncopathologist, SRH)

References: Oki M, Saka H, Kitagawa C, Tanaka S, Shimokata T, Kawata Y, Mori K, Kajikawa S, Ichihara S, Moritani S. Real-time endobronchial ultrasound-
guided transbronchial needle aspiration is useful for diagnosing sarcoidosis. Respirology. 2007 Nov;12(6):863-8.
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A case report of a young female:
Hemophagocytic Lymphohistiocytosis(HLH)

Introduction: Hemophagocytic lymphohistiocytosis (HLH) is an autoimmune
phenomenon characterized by reactive hyperactivity of cytotoxic T cells and
histiocytes, leading to hypercytokinemic injury to cells and organ system,
which leads to multiorgan dysfunction and ultimate failure.There are two
forms of the disease: primary (that includes familiar forms) and secondary or
acquired, usually due to infections, malignancy, and
autoimmune/autoinflammatory diseases. Familial HLH usually follows an
autosomal recessive inheritance. About 40 to 60 percent of the mutations
occur in PRF 1 and Unc-13 Homolog D (UNC13D) genes. Other genes involved
are Syntaxin 11 (STX 11) and Syntaxin Binding Protein 2 (STXBP2). The author
reports the clinical case of an idiopathic Hemophagocytic lymphohistiocytosis
(HLH) in an adult patient, first appearing with nonspecific symptoms, followed
by sepsis-like evolution requiring advanced life support

Casereport: This is a case report of a 21 years old female who presented with
complaints of recurrent fever spikes ,excessive fatigue ,melena ,hematuria
,bleeding gums and weight loss of about 4 kgs in a week . Relevant blood
investigations were done. It had a total count of 2300, platelet count of
26000,hemoglobulin of 9.9g/dl. Fever profile was negative. The patient thus
had a pancytopenia picture. The serum bilirubin and liver enzymes were

elevated. The patient was started on antibiotics
Haematologist consultation was sought in view of pancytopenia and was

advised to transfuse platelets and to do additional lab investigations .The
patient had elevated levels of ferritin (>5000), elevated LDH (3706),elevated
triglyceride levels and low fibrinogen levels. An ultrasound abdomen was done
which revealed the presence of moderate ascites and GB sludge. The patient
then had an episode of seizure and was intubated and was on ventilator
support. ECHO was done, which showed global hypokinesia and reduced EF,
trop | was also elevated .The cardiologist gave an impression of myocarditis.
The patient underwent bone marrow aspiration and biopsy. The biopsy report
showed reticuloendothelial cell activity,hemophagocytosis(Image 3) and
illformed granulomas.The patient was started on steroids and cyclosporine.
Intrathecal methotrexate was started to prevent CNS manifestations.
Neurologist opinion was sought and CT brain and MR brain with contrast were

done. The CT brain showed features of
cerebral a tropy. MRI Brain showed
diffusion hyperintense areas in bilateral
parietal, temporal, occipital lobes,
splenium of corpus callosum and
bilateral basal ganglia.

Discussion: HLH is an autoimmune
disease characterised by excess
activation of macrophages and
histiocytes, resulting in destruction of
cell lineages. Fever,
hepatosplenomegaly, lymphadenopathy,
neurologic involvement, and rash are
common manifestations. High serum
ferritin levels, pancytopenia, elevated
liver function tests (LFTs), elevated D-
dimer, hypertriglyceridemia, and
hypofibrinogenemia are common
laboratory abnormalities in patients with
HLH. Neurologic symptoms of HLH
include, but are not limited to, irritability,
seizures, ataxia, cranial nerve palsies,
hemiplegia/tetraplegia, mental status
change, and/or encephalitis. Respiratory
distress/failure requiring artificial
ventilation, hypotension requiring
vasopressors, and renal dysfunction
requiring dialysis have all been recorded
in HLH syndrome. HLH is a clinical
diagnosis and it is based on the HLH
trail(Refer table 1) 2004 guidelines(Total
of 8 criterias out of which 5 must be
positive to confirm HLH). Radiological
investigations serve as supportive
corroborative evidence in the diagnosis
and to monitor the prognosis in
neurological involvement. In our case,
the patient was found to have
hepatosplenomegaly in abdominal
scans. Splenomegaly is one of the
diagnostic criteria for HLH. MRI Brain
study of the patient reveals Diffusion and
FLAIR hyperintense areas in bilateral
temporal lobes, parietal lobes, occipital
lobes, bilateral basal ganglia and
splenium of corpus callosum(lmage
1).This watershed territory kind of
involvement leads to differentials like
PRES, HIE and HLH. On contrast
administration these areas showed



gadolinium uptake in a punctate pattern(iImage 2).This
punctate pattern of constrast enhancement can be seen in
many etiologies like CNS lymphoma, Chronic lymphocytic
inflammation with pontine perivascular enhancement
responsive to steroids (CLIPPERS), HLH, Erdheim Chester
disease, CNS vasculitis, Behcets disease etc. Three
neuropathological stages of HLH have been described and
these stages are associated with the severity of disease and
increased lymphocytic and histiocytic infiltration. Stage 1

TABLE 1: HLH CLINICAL TRAIL 2004

by Our Experls

disease shows leptomeningeal infiltration. Stage 2
demonstrates additional involvement of the adjacent brain
parenchyma with perivascular infiltrations (as route of
spread). Stage 3 consists of massive parenchymal infiltration
which leads to demyelination, parenchymal necrosis, and
calcification. The other system manifestations of HLH are
given in table 2. These findings are non specific and not
characteristic for HLH but along with clinical and biochemical
inputs, the possibility of HLH was more likely.

Fever (=38.5°C)

Splenomegaly

Cytopenia (at least 2 of 3: hemoglobin <9 g/dL, platelets <100,000/uL, absolute neutrophil count <1,000/pL)

Hypertriglyceridemia (fasting triglycerides >265 mg/dL) and/or hypofibrinogenemia (fibrinogen <150 mg/dL)

Hyperferritinemia (ferritin >500 ng/mL, although it is usually >3,000 ng/mL)

Elevated soluble CD25 (IL-2 receptor a, two standard deviations above age-adjusted norms)

Low or absent natural killer cell activity (cytotoxicity assay)

Hemophagocytosis in bone marrow, spleen, lymph node, or liver

TABLE 2: OTHER SYSTEM MANIFESTATIONS

CNS Pulmonary
Alveolar or

Diffuse cerebral atroph ) A
phy interstitial infiltrates

Abdomen Musculoskeletal
Periosteal new

Hepatosplenomegaly bone formation

White matter lesions and demyelination Pleural effusion

Hepatic steatosis Healing fractures

Peribronchial
thickening

Cortical and subcortical lesions with or
without variable nodular orring enhancement

Ascites Osteonecrosis

Centrilobular

Hemorrhage, calcification, necrosis
nodules

Gallbladder wall thickening.

periportal echogenicity

Diffuse brain edema Consolidation

Nephromegaly. increased
cortical echogenicity

Ground glass

Subdural collections opacities

Dr. PRAKASH ALBAN G
MBBS, DNB

Radiodiagnosis resident
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Image 4 (Ha_emophagocytes)
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Rheumatological causes of fever
of unknown origin (FUO)

Febrile iliness without an initially obvious etiology is commonly referred as
fever of unknown origin (FUO)

Most febrile illnesses either resolve before a diagnosis can be made or
develop characteristic features that help us to make a diagnosis. FUO
refers to a prolonged febrile illness without a clear cause or diagnosis
despite intensive clinical evaluation and investigations

Definition of FUO derived by Petersdorf and Beeson in 1961 from a
prospective analysis of 100 cases has long been the clinical standard:

® Feverhigherthan 38.3°C on several occasions
e Duration of fever for at least three weeks
® Uncertain diagnosis after one week of study in the hospital

Four common categories of causes of FUO are:

Infections

* Malignancy

Systemic rheumatic diseases

Miscellaneous (e.g. Drug fever, Factitious fever)

Fever Chart
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Common rheumatological causes of
FUO are:

® Systemic onset Juvenile
Idiopathic Arthritis (JIA)

® Adult onset Still's disease
® Connective tissue diseases

> Systemic lupus
erythematosus (SLE)

> Sjogren’s syndrome

> Systemic sclerosis /
Scleroderma

» Mixed connective tissue
disease (MCTD)

> ldiopathic inflammatory
myopathies (1IM)

> Undifferentiated CTD

® Systemic vasculitis

> Large vessel vasculitis

* Takayasu's arteritis (TA)
* Giant cell arteritis (GCA)

» Medium vessel vasculitis

* Polyarteritis nodosa (PAN)
* Kawasaki disease

> Small and medium vessel
vasculitis (ANCA
associated vasculitis)

* Granulomatosis with
polyangiitis (GPA -
formerly known as
Wegener’s granulomatosis)

* Eosinophilic
granulomatosis with
polyangiitis (EGPA -
formerly known as Churg-
Strauss syndrome)

* Microscopic polyangiitis
(MPA)



» Small vessel vasculitis

* IgA vasculitis (Henoch-Schonlein
purpura)

* Cryoglobulinaemic vasculitis

* Cutaneous leucocytoclastic vasculitis

* Hypocomplementaemic urticarial
vasculitis (anti C1q vasculitis)

* Anti-glomerular basement membrane
disease (Goodpasture disease)

» Variable vasculitis

* Behcet syndrome

* Cogan syndrome

* Single organ vasculitis (e.g isolated aortitis)

* Primary central nervous system (CNS)
vasculitis

> Secondary vasculitis due to other causes
* Infections — TB, syphilis, Leprosy, hepatitis,
HIV, endocarditis, etc..
* Drugs — antibiotics, allopurinol,
propylthiouracil, etc..
* Malignancy — leukaemia, lymphoma, etc..

® Polymyalgia rheumatica
® Giant cell arteritis

Diagnostic approach to FUO

Several case reports and series have been reported,
systemic rheumatic diseases are common cause for
FUO. Therefore, patients presenting with FUO should be
carefully evaluated for rheumatological causes.
Thorough history and clinical examination are crucial in
early diagnosis of autoimmune rheumatic diseases.
Diagnostic tests including specific auto-antibody profile

and imaging should be carefully interpreted in
the right clinical context due to false positive
and false negative testresults.

Infections such as TB, hepatitis, HIV, viral
infections and malignancy may cause false
positive auto-antibody tests. Therefore,
diagnosis of autoimmune rheumatic diseases
should not be solely based on blood
tests/immunology profile and all the
differential diagnosis should be carefully
excluded before starting steroids or
immunosuppression. Biopsy of the affected
organ or blood vessel should be considered
whenever feasible as histopathology is the
gold standard for a definite diagnosis of CTD or
vasculitis

Therapeutic trials of antimicrobials or
glucocorticoids, while tempting in the effort to
"do something," rarely establish a diagnosis. In
addition, the diagnostic yield of blood cultures
and cultures of biopsy material will be
compromised following the initiation of
antibiotics and steroids

A therapeutic trial of glucocorticoids for an
inflammatory process should not replace
relevant biopsies for steroid-responsive
diseases such as sarcoidosis, other
granulomatous diseases, or vasculitis. A
careful evaluation for other differential
diagnosis including infection and
malignancy/para-neoplastic syndrome should
precede such a trial to avoid adverse
consequences.

Dr.K.S.JAYAKUMAR

MBBS, MRCP(UK), MD(UK),
CCT-Rheum & GM(UK), FRCP(London) |
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Non — familial Synchronous
Bilateral Renel Cell Carcinoma -
Surgical Management

CaseReport:

A 66 years old gentleman was presented with history of multiple
joint pain, loose stools and vomiting. It is a known case of systemic
hypertension and rheumatoid arthritis, with family history of any
cancer. His renal functions were normal. On evaluation with USG
abdomen and pelvis found to have solid masses in both kidneys
with bilateral multiple simple cysts.

Contrast Enhanced CT abdomen and pelvis showed hyper
enhancing mass leison of size 4 x3.6x3.5 cmin the interpolar region
of right kidney and hyper enhancing mass lesion of size 4.3x4x3.5
cm in the interpolar region of left kidney. Whole body PET CT scan
revealed no evidence of metastasis elsewhere.

Preoperative CECT Showing Bilateral
Midpolar Renal Masses

Patient was taken up for partial
nephrectomy on the left side. Intra
operative ultrasound by the
radiologist was used to assess the
extent of the Tumor and cancer
clearance. Whole tumor mass
alongwithtumor capsule excisedin
toto and was sent for frozen
section. Margins were clear.

The Surgery was successfully
completed on the left side. Biopsy
has come as clear cell carcinoma
WHO/ISUP Grade 1. Patient
recovered well. Renal function
became normal. 2 months later
partial nephrectomy done on the
right side in a similar way. Biopsy
came as clear cell carcinoma.
Margins were negative. Patient
recovered well function were
normal. DJ stents were kept on
both side to avoid urine leak if any,
which were removed few weeks
later.

6 months follow up imaging studies
showing no recurrence and renal
functionas normal.

CECT Showing Midpolar Renal Mass- Right Side
Post Partial Nephrectomy - Leftside




Post Bil.partial Nephrectomy
X Ray KUB: DJ Stents And Surgical Clips On

Discussion:
Bilateral renal cell carcinoma (RCC) is a rare entity,

occurring in less than 5% of all RCC cases. Bilateral
RCC exists in hereditary forms and non-hereditary,
apparently sporadic forms. Most bilateral tumors
present synchronously, asynchronous lesions may
occur many years after original nephrectomy.

Hereditary forms disease has different intrinsic
biological behavior compared to sporadic, non
familial bilateral RCC, with former trending to occurin
a multifocal manner and at youngerage. Bilateral
renal cell carcinoma in hereditary form (vonHipple
Lindau syndrome, hereditary papillary renal cell
carcinoma, hereditary clear cell renal carcinoma) are
associated with chromosome abnormalities.

Surgery is the treatment of choice for sporadic
bilateral renal cell carcinoma as it has been shown to
progress similar to unilateral RCC and may have
similar prognosis. Patient with bilateral RCC often
undergo nephron sparing surgery (NSS) given the
importance of renal preservation. Surgeons must
balance the need for complete eradication of cancer,
and possible intraoperative and postoperative
bleeding complications, while maintaining renal
functioning.

Options include:
* Bilateral partial nephrectomies or nephron

sparing surgery (NSS) for bilateral small tumors

* Radical nephrectomy for kidney with large or
multiple tumors followed by partial nephrectomy
of contralateral kidney with smalltumor burden

» Surgery can be done in single sitting or staged
procedure, which depends on the number,
location and size of renal tumors, as well as the
surgeon experience.

» Staged operation is performed to avoid
simultaneous trauma to both kidneys and risk of
haemodialysis. Postoperative urine leak and
bleeding complications can be handled better if
surgery is done in different stages. Staged
procedure also allows change of treatment
based on HPE and outcome of first surgery

* Surgery may be done by traditional open,
laparoscopic, retrperitoneoscopic or robotic
method based on various factors

* Management of bilateral RCC constitutes
surgical challenge and there is not a single
approach which can be proposed for all the
cases.

* Genetic studies are recommended in younger
patients (age less than 40) with bilateral RCC and
the family members to be screened.

Dr.P.KATHAMUTHU

MS, DNB (Urology), MRCS.,.DNB
(Uro).,MRCS(Edin)
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Mean age of the wives was 27.4 +
2.6years

Exclusion Criteria
¢ Patients with recurrent
varicoceles,

* Normal semen parameters,
* Azoospermia,
e Abnormal hormonal profile,

* Smokers,

Efficacy of bilateral versus left varicocelectomy

in infertile men with left clinical and right

subclinical varicocele: a comparative study: * Female partners >30 yr of age,

* Associated female factor
infertility, or

e Occupational heat exposure,

Introduction * Unstable marriage were deemed

ineligible.
* Varicocele is the most common identifiable etiologic factor in ) g .
male infertility and also one of the most debatable issues in Grading of Varicoceles
the field of male infertility with regard to surgical intervention. * In the present study, clinical

varicoceles were graded according

Background to the criteria of Dubin and Amelar:

* The results of clinical research have demonstrated that most
left clinical varicocoeles are usually accompanied by right
subclinical varicocoeles detected by colour Doppler.

* Grade 1, palpable venous
distension only during a Valsalva
maneuver,

* No consensus has yet been reached on whether the benefit of

. . . . * Grade 2, palpable intrascrotal
Bilateral Varicocoelectomy is superior to that of Left

venous distension without a

Varicocoelectomy. Valsalva maneuver but not visible;
Aims & Objectives and
* To determine whether it is necessary to perform bilateral « Grade 3. the distended venous
varicocelectomy (BV) in infertile men with left clinical and plexus t;ulges visibly through the
right subclinical varicoceles by comparing the outcomes of scrotal skin and is easily palpable
BV with those of left varicocelectomy (LV) in these patients. without a Valsalva maneuver
Methods Materials and Methods
* Prospective study. e Subclinical varicoceles were
- Sept 2019 to Sept 2022. fjetecfced using a color Doppler flow
imaging system and 7.5-MHZ
* 26 infertile men with left clinical and right subclinical transducer.

varicoceles were divided into two groups:
 Group | (unilateral varicocelectomy) 13

 Group Il (bilateral varicocelectomy) 13

Inclusion Criteria
* Married men 20-39 yr of age who had infertility for >1 yr of
unprotected intercourse, with clinically palpable unilateral,
sonologically detected bilateral varicoceles and impaired semen
quality were considered eligible for the study.

» The diagnostic criteria of a
subclinical varicocele is that the
spermatic veins are impalpable on
a careful physical examination but
size of vein > 3 mm with reflux

 Mean age of the patients was 30.3 + 3.9 years. during the valsalva manouver.



» All patients had at least two semen analyses
obtained after 2 to 5 days of abstinence and
specimens were examined within one hour after
collection and assessed for sperm
concentration and motility.

* Preoperatively and 6 months after
varicocelectomy.

The testicular size was measured by

ultrasonography preoperatively and 12 months

aftervaricocelectomy.

* Both BV and LV were performed using an
Inguinal approach with ligation of the dilated
internal spermatic veins.

Results:

Discussion

The sperm concentration, sperm motility, ) ) )

postoperatively. or intheretroperitoneum*.

Values are presented as the mean + SD, with * Production of increased nitric oxide, its active
Student’s t-test and the Wilcoxon paired test metabolites and reactive oxygen species in
used for statistical evaluation. venous blood of varicocele is known to play arole

. in sperm dysfunction.
A chi-square test was used to compare P y

pregnancy rates between Groups land Il. This proposed mechanism of testicular toxicity could
explain why bilateral dysfunction is seen in many men
with unilateral varicocele, because nitric oxide* freely
diffuses across membranes.

A value of p < 0.05 was considered statistically
significant.

Statistical calculations were performed with

computer software (Statistical Package for o ) )

Social Sciences, version 10.0-SPSSinc) * Even a small, subclinical unrepaired right
varicocele continues to have a detrimental effect

The achievement of spontaneous pregnancy, on testis size and sperm concentration in a

which refers to pregnancy without assisted patient with left clinical varicocele.

reproductive technology, was recorded within a

12-months follow-up period.  Surgically correcting subclinical varicocele

improves pregnancy rates.

Conclusions

Results
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