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Role Modeling in Medicine

Sathiadas.MG

“The example of the teacher is the most powerful 
influence upon the standards of conduct and 
practice of every trainee, whether medical student 
or junior doctor” GMC (1999)

Role modeling is described as teaching by example 
and influencing students in an unintentional, 
unaware, informal and episodic manner.   Role 
modeling remains an elusive phenomenon in 
medical education, yet it is important to the 
professional development of students

Educating future doctors is one of the privileges 
and obligations of the medical profession.  Doctors 
historically have followed and patterned their 
activities based on the practioners they respect 
and trust.  These role models are admired for the 
way they act and for their professionalism, and 
whose behaviour is considered as a standard of 
excellence. They are the people in positions that 
we would like to reach, they possess qualities that 
we would like to have and they are people with 
whom we can identify ourselves. Both consciously 
and unconsciously we model our activities on such 
individuals.

Role modelling is a powerful teaching tool for 
passing on the knowledge, skills, and values of 
the medical profession, but its net effect on the 
behaviour of students is often negative rather 
than positive. Keng-Yin Loh (2010) identified the 
perception of the students and junior doctors on role 
model said more than half of the clinical teachers 
are poor role models. (2) The main deficiency was 
seen in the aspect of doctor- patient communication 
and relationship.  The qualitative study published 
in this issue echoes the problems we face.  Clearly 
this is a situation that should concern us and the 
institution in which we work.    

Learning from role models occurs through 
observations and reflection, which is very complex 
as it involves conscious and unconscious activities.  

By analyzing their own performance as role 
models, individuals can improve their personal 
performance.

Studies have shown, however, that with time 
medical students’ cynicism increases and their 
humanitarianism decreases. Therefore, the 
development of appropriate attitudes in medical 
students is vital because it affects future practice, 
and it affects the doctor-patient relationship, the 
quality of care, and the outcome of health and 
illness. (3)  The role modeling should also facilitate 
the process of socialisation into medical profession, 
helping to create a sense of identity of the students’ 
current and future role. (6)

The desire to change our performance is the first 
step in improving role modelling.  The areas that 
need to be addressed are personal level and at 
organisational level.  Stratergies that can be adopted 
to change at the personal level are to demonstrate 
clinical competence, allocate protected time for 
teaching, show a positive attitude, implement a 
student-centred approach, facilitate reflection, 
encourage dialogue with colleagues, engage in 
staff development and work towards improving 
the institutional culture.  

Role modeling is character formation of the medical 
student and as teachers we have both positive and 
negative aspects from which they learn hence role 
modeling is a powerful teaching strategy to mould 
the character of the learner.  

“We must acknowledge that the most important, 
indeed the only, thing we have to offer our students 
is ourselves. Everything else they can read in a 
book.” – D C Tosteson
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Impact of bronchial asthma on life styles in children with bronchial asthma in a 
tertiary care unit.

Nirubaa Umashankar1 
1Department of Paediatrics, Faculty of Medicine, Jaffna

Abstract:

Background: Bronchial asthma is a chronic 
respiratory illness affecting children. It has 
significant impact on childhood activities and it is 
a major contributor towards school absenteeism 

Objective: To evaluate the impact of bronchial 
asthma on life styles in bronchial asthmatic children 
from a tertiary care unit, Jaffna, Sri Lanka.

Method: A prospective cross sectional descriptive 
study was conducted in professorial paediatric 
respiratory clinic at Teaching Hospital Jaffna. All 
the children who were diagnosed as Bronchial 
Asthma and on inhaled corticosteroids for more 
than three months were recruited into the study.  
The data was collected by interviewer administered 
questionnaire.

Results: Sixty children were studied during the 
period. The mean age of the study population is 
6.8 + 3.2   years.  Among the study population 
55% (n=33) were females and 45% (n=27) were 
males.  The mean duration of steroid usage in the 
study population was 15.5 + 1.5 months. Exercise 
induced asthma was seen in 27% (N=16).  Sixty 
fiver percent (n=39) had good asthma control and 
90% had no school absenteeism during the last 3 
months. 62% of study population restricted ice 
cream and chilled foods irrespective of symptoms 
and 38% restricted bathing. Restriction of life style 
was initiated by the parents in 95% of the time 
and in 5% of children ice cream was restricted by 
medical practitioner.

Conclusions: Life style restrictions in children 
were imposed mainly by parents despite having a 
good control of asthma.

(Key words: Bronchial asthma, Life style 
restriction,)

Introduction:

Bronchial asthma is one of the major chronic 
respiratory illness affecting children worldwide and 
the situation is same in Sri Lanka too. 

Bronchial asthma has significant impact on 
childhood activities such as schooling, dietary 
practices and play activities in addition to the 
financial burden on the family. It is a major 
contributor towards school absenteeism in children 
(1)

Even though there were several studies published 
regarding bronchial asthma in children, there is 
little data available on the impact of disease on 
child’s life styles.

In our clinical practice it is an observation that 
parents impose restrictions on bathing, food 
habit and outdoor play activities in children with 
bronchial asthma. Lifestyle restriction in childhood 
asthma has also been reported from other parts of 
the world too. (1-4). The main objective of this 
study was to evaluate the impact of bronchial 
asthma on life styles in bronchial asthmatic children 
and to analyses the relationship between severity 
of asthma and life style restriction.

Method

A prospective cross sectional descriptive institution 
based study was conducted at the Paediatric 
Respiratory Clinic of the Professorial Unit 
Teaching Hospital Jaffna.  All the children who 
were diagnosed as Bronchial Asthma and on 
inhaled corticosteroids for more than 3 months 
duration attending the Pediatric Respiratory Clinic 
at Professorial Unit Teaching Hospital Jaffna 
were recruited for the study. Children suffering 
from other chronic illness were excluded from 
the study. The study was conducted from April 
2015 to March 2016. Data was collected by using 
structured interviewer administered questionnaire 
from each study unit and informed written consent 
was obtained from the care giver before collecting 
the data.

Results

60 children were included in the study.  In which 
twenty seven percentages (27%) were in the age 

Origianal Article
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group of 2-5 years and 70% are between 5-12 
years.  The mean age of the study population was 
6.8 + 3.2.  Females represent 55% and the males 
were 45%. Only 27% of the study population had 
exercise induced asthma.

The mean duration of steroid use is 15.5 + 1.5 
months.  Figure 1 shows the duration of inhaled 
steroid usage in the study population.

Figure1.Duration of inhaled steroid usage

Sixty five to sixty eight percentages of children had 
well controlled asthma and nearly 5-10% had very 
poorly controlled asthma.  Table 1 demonstrates the 
Asthma control for the previous 3 months. 

Table 1 Asthma control in the previous 3 months. 

Month before
 the study

Well 
controlled

Poorly
controlled

Very 
poorly 
controlled

Last month 68% 27% 5%
Previous 
months

68% 22% 10%

Month before 
previous months

65% 28% 7%

Thirty seven percentages (37%) had no acute 
exacerbations during the past 3 months and 8% 
had more than 3 acute exacerbations during that 
period. Among those who had acute exacerbation 
fifty eight percentages (58%) did not need any 
hospital admission for acute exacerbation. Nearly 
10% needed more than four hospital admissions 
for acute exacerbation during the past 3 months. 
When analyzing the school absentism, ninety 
percentages (90%) of the study population had no 
school absentisem during the previous 3 months 
period. This indicates a good control of asthma in 
the study population.

When analyzing the restriction of food items, 62 
% (n=37) of mothers restrict ice cream to their 

children with bronchial asthma. Of which 22 %( 
n=13) restricted despite remaining symptom free 
and having a good control.  Restriction of life style 
was initiated by the parents in 95% of the time 
and in 5% of children ice cream was restricted by 
medical practitioner.

Restriction of chilled food items is noted in 60% 
(n=36) of the study population. Restriction of other 
food items like milk, banana and crabs were less 
common and that accounted for 33%, 38% and 43% 
of the study population respectively. There was no 
restriction of egg in the study population. 

Outdoor play activities were restricted in 14 
children (23%), out of which only 6 children (43%) 
had exercise induced asthma. Competitive sports 
and visiting crowded places were restricted in 18% 
of the study population. Bathing was restricted by 
their parents in 38% of the study population and 
48% of them were restricted from bathing during 
an acute exacerbation.

Analysis of the data shows that there is no significant 
correlation of restriction of ice cream with the 
severity of asthma control. (p = 0.68) This is same 
for other chilled foods too.  Even though restrictions 
of other food items are less commonly practiced, 
there is no correlation of restriction of food items 
with asthma severity. (Crab p-0.32).There is no 
significant correlation between asthma control & 
restriction of play activities (p = 0.3).  This is same 
for competitive sports & crowded places too.  (p 
is 0.07 &0.7). There is no correlation between 
exercise induced asthma & restriction of play 
activities (p=0.1). 

Discussion:

Bronchial asthma is one of the common chronic 
respiratory diseases affecting the children and it is 
one of the common reasons for school absentism. 
The prevalence is increasing worldwide as well as 
in Sri Lanka too. Childhood bronchial asthma has 
significant impact on social wellbeing and quality 
of the life of the children. So it is necessary not only 
to provide the optimal management for the children 
with bronchial asthma but also to study the impact 
of bronchial asthma on the life style restriction of 
children with bronchial asthma

This study brought to the light that there is 
significant limitation of daily activities enforced 
by their parents in children with bronchial asthma. 
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The restriction of foods is more practiced in our 
society than the restriction of other daily activities 
in the children with bronchial asthma.

 Life style restriction in children with bronchial 
asthma is also reported in other countries too.  
Two similar studies in India and Kelaniya, Sri 
Lanka to assess the life style restriction in children 
with bronchial asthma showed the same results 
regarding no relationship with the restriction of 
food items with the severity of asthma. But in 
contrast to our study Indian study demonstrated 
the restriction of physical activity correlated with 
the severity of asthma control. (2, 4).

Figure 2 demonstrate some aspects of life style 
restriction in 3 different studies (2, 4). 

This figure 2 demonstrates a comparison of the 
three studies on life style modifications.  As 
suggested in other studies the restriction of food 
items may be more linked with the myths rather 
than the disease control.

This study emphasis the important of health 
education to the parent of children with bronchial 
asthma to improve the quality of life of the children 
with bronchial asthma.
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Abstract 

Sri Lanka’s public and private health sectors are 
intimately connected by doctors who divide their 
work time between public and private. Such dual 
practice has allowed the government to maintain 
a strong public sector physician workforce at 
relatively low levels of health spending, but its 
implications for access are understudied. This 
paper examines the nuts and bolts of doctors’ 
dual practice from the perspective of users. While 
showcasing inequities in access, the findings call 
for intervention by the relevant regulatory bodies 
and medical associations to uphold the ethical and 
professional standards of medical practice in Sri 
Lanka.

Background

Sri Lanka’s health system comprises public 
and private health sectors, which have run in 
parallel since colonial times. The British colonial 
government encouraged public sector specialists to 
engage in private practice to maintain low wages 
in the public sector. Crucially, this form of dual 
practice created a channel through which private 
sector patients gained direct entry to government 
hospitals. Evaluation of the health sector in 1950 
attributed overcrowding in state hospitals to dual 
practice.1

In the late 1950s, the independent government 
began to restrict private practice privileges, first by 
banning dual practice for newly qualifying public 
sector specialists and medical officers. While the 
ban did not see strict implementation, strike action 
by the Government Medical Officers’ Association 
resulted in the government removing the ban in the 
early 1960s, after which public sector specialists 
could engage in dual practice at designated state 
administered ‘channelling centres.’ These centres 
generated revenue for the government by retaining 
a portion of the consultation fee.2  

In 1970, the government tried to phase out dual 
practice by prohibiting public sector specialists 
from engaging in private practice in stations where 
non-state specialists were available full-time in the 
private sector. This piece of legislation resulted in 
many public sector specialists retiring from state 
service to work full-time in the private sector. 
In 1977, the incoming government removed the 
ban, extending dual practice privileges to medical 
officers and other health professionals.2  Today 
dual practice is widespread in Sri Lanka with the 
majority of private medical practitioners being state 
employees.3

The legislation of dual practice is known to 
contribute toward retaining physicians for public 
systems of Low Middle Income Countries (LMICs). 
Even so, dual practice has given rise to high levels 
of absenteeism and a range of unethical practices, 
largely neglected by regulatory authorities, in 
various settings.4,5 Although associated malpractice 
is reported in the media,6,7 dual practice remains an 
understudied phenomenon in Sri Lanka.

This paper delves into dual practice from the 
perspective of healthcare users drawing on data 
from a larger critical qualitative study8 that explored 
how the presence of private healthcare shapes 
access in Kandy. The project received approval 
from the Research Ethics Board of the University 
of Toronto. 

Methodology

This research was carried out in the Udawatta 
Grama Niladhari Division (name changed to 
protect anonymity of participants) in the Kandy 
Four Gravets Division, <4 km from Kandy City. 
Udawatta is situated in close proximity to several 
public and private healthcare facilities. Within 
the division is a public maternal and child health 
clinic, two public Ayurveda dispensaries, and 
several private general practitioner (GP) clinics. 
A Primary Medical Care Unit offers walk-in 

Dual practice and inequities in access to healthcare: A qualitative study from 
Kandy

Ramya Kumar1 
1Department of Community and Family Medicine, Faculty of Medicine, Jaffna
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services about 1 km away. Four public tertiary care 
centres—including a dental hospital and a facility 
for children—are located within a 3 km radius. 
In addition, a number of GP clinics, channelling 
centres, diagnostics centres, pharmacies, and 
a private hospital are clustered <1 km from the 
Division.  

Women >18 years with at least two years of 
residence in Udawatta were eligible to participate in 
the study. Purposive recruitment took place in five 
study areas, stratified by social class and ethnicity 
(Table 1), until a sufficiently wide spectrum of 
social locations and healthcare experiences were 
covered, and similar themes repeatedly emerged 
in discussions and interviews. 

Data were gathered by a questionnaire, 5 focus 
group discussions (FGD) and 22 individual 
interviews. The FGDs (one in each study area) 
were conducted at two community centres, with 
participation ranging from 4 to 8 women per 
FGD. Except in Study Area 5, where the FGD was 
conducted in English, all others were carried out in 
Sinhala. The duration of FGDs ranged from about 
an hour to an hour and 45 minutes. Twenty-three 
women participated in the interviews. Of them, 13 
also participated in a FGD. All but one interview 
took place in the women’s homes; the other, in 
an office. Two women—patient and caregiver—
participated in one of the interviews, explaining 
the discrepancy in the number of interviews and 
participants. Sixteen were carried out in Sinhala, 
and the rest (6) in English. Interviews lasted from 
55 minutes to 2 hours and 20 minutes.   

Audio-recorded FGDs and individual interviews 
were transcribed. Each case was summarized--
bringing together field notes, transcripts, and survey 

data--to perform cross-case analysis. A theoretical 
reading of the data was guided by sensitizing 
concepts drawn from theoretical assumptions, the 
literature, and the researcher’s experiences. In vivo 
concepts were identified during this reading. Data 
were coded using HyperRESEARCH (v3.7.3) and 
a thematic analysis was performed in relation to the 
study objectives. 

Findings and discussion

As will be seen, healthcare users took advantage of 
dual practice, with perceived benefits varying by 
social class and ethnicity. Poor women used dual 
practice to access standard elements of care, such 
as timely services and one-to-one time with their 
public sector specialists in the private sector. In 
contrast, better-off users exploited dual practice to 
shortcut access to resource-intensive technologies 
and enjoy numerous privileges at public hospitals, 
even as they reduced out-of-pocket expenses in the 
private sector. In what follows, the numbers and 
letters following pseudonyms signal the study area 
and reported ethnicity of the quoted participants. 
See Table 1 for numbers; letters denote: ‘S’ - 
Sinhala; ‘Ma’ - Malay; ‘Mu’ - Muslim/Moor; and 
‘T’ - Sri Lankan Tamil. ‘They’ is used when the 
gender of the healthcare provider was not specified 
by the participant.

1. Paying for private attention 

The out-patient departments (OPD) of Kandy’s 
public tertiary care centres were congested, with 
lengthy wait-times, brief consultations, and 
minimal continuity of care as doctors worked on a 
rotational basis. Feroza (2/Mu), a homemaker, had 
initially visited the OPD with painful joints, but 
later opted for private care: “[The OPD doctor] did 
not even check me, I was in so much pain but they 

Study area and language     Social class Ethnicity No.

1 - Sinhala Working class Malay, Muslim, Sinhala 11

2 - Sinhala Lower-middle class Muslim 4

3 - Sinhala Lower-middle class Sinhala, Muslim 6

4 - Sinhala Middle/upper-middle class Sinhala 9
5 - English Upper-middle class Sinhala, Sri Lankan Tamil, 

Mixed
10

Total sample 40

Table 1. Study areas by social class and ethnicity
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did not listen to me. [They] gave me paracetamol 
and Brufen (ibuprofen) and asked me to leave.” 
The out-patient clinics served thousands of people 
on a daily basis. Pushpa (3/S), who had recently 
survived a heart attack, spent the entire day at 
the hospital, seeing the doctor very briefly before 
standing in line again to refill her prescription: 
“Even if [we] go at 6 in the morning, [we] don’t 
get the medicines till 1 or 2 (pm).” 

These concerns translated to widespread 
dissatisfaction with OPD and clinic services, with 
many, except residents of the most disadvantaged 
study area (1), visiting a private GP or specialist. 
Yet, poorer women could not afford to address all 
their healthcare needs in the private sector, often 
consulting a public sector doctor in the private 
sector, while obtaining medicines and other 
procedures at a public facility. Amali (3/S), who 
ran a snack bar and was always busy, consulted a 
private GP who practiced close by, as she did not 
have time to waste at the OPD. When anything 
beyond a consultation and basic treatment were 
required, her GP–who was also a medical officer 
at the Peradeniya Hospital –arranged for these 
services at his hospital. Similarly, Indrani (3/S) 
visited the Kandy Hospital’s Cardiology Clinic for 
her monthly prescription, while channelling her 
public sector cardiologist every three months to 
ensure she received his undivided attention. At the 
Cardiology Clinic, a junior doctor would order her 
prescription based on the specialist’s instructions 
documented in her private medical records: “[They] 
don’t change Sir’s (the specialist’s) prescription so 
I get the medicines from the [public] hospital.” 

In this way, many economically disadvantaged 
women like Indrani tried to better the quality of 
care they received by channelling a specialist in the 
private sector. Yet, many who visited channelling 
centres faced disappointment. Dilrukshi’s (3/S) 
niece, in the early stages of pregnancy, saw her 
public sector specialist at the Amaya Medical 
Centre every month to obtain the specialist’s 
attention throughout her pregnancy. Dilrukshi 
usually accompanied her niece--who traveled 
to Kandy from out-of-town—on visits to the 
specialist. At their most recent consultation, they 
had paid the channelling fee and waited several 
hours. When they finally met the specialist, their 
consultation was brief: 

“We didn’t get a chance to speak with [the 
doctor]… [At her last visit the doctor] 
asked [my niece] to bring a blood report …
something was low in her blood, something 
or the other. So I asked [the doctor] about 
this. “No, that’s no problem, it will be 
okay if you take this medicine,” that’s all 
[the doctor] said. And we came out [of the 
room]… not even five minutes….”

Even the poorest residents of Study Area 1 
channelled when they had difficulty accessing the 
public system. When Shereen (1/Ma), a young 
woman with a disability, initially began to trip and 
fall–early signs of a debilitating neuromuscular 
condition–she visited the Kandy Hospital’s OPD, 
but was repeatedly turned away by doctors who did 
not recognize her problem: “[I] knew my problem 
was getting worse because I was tripping up and 
falling more and more.” So, Shereen channelled 
a neurologist who worked at the Kandy Hospital. 
When she explained that she could not afford 
private care, the specialist provided a referral letter 
that enabled direct entry to the specialist’s public 
sector unit. 

Similarly, Siththy (1/Ma), a homemaker, 
accompanied her daughter to the Amaya Medical 
Centre for a channelled consultation because the 
doctors at the Peradeniya Hospital’s Medical 
Unit--where her daughter had been admitted 
days earlier—did not diagnose her daughter’s 
psychiatric condition. Paying no heed to Siththy, the 
doctors at Peradeniya Hospital had investigated her 
daughter for a kidney problem, and subsequently 
discharged her with a clean bill of health. At the 
channelling centre, Siththy did not know whom 
to channel, and, on the advice of the “girl” at the 
reception, channelled a specialist who ordered a 
battery of tests and asked her to return for a second 
consultation. As Siththy could afford neither the 
tests nor consultation, she did not bring her daughter 
for a second visit. In this instance, Siththy paid the 
channelling fee, which she could barely afford, to 
no avail, and returned to Peradeniya Hospital. 

The above suggests that dual practice allowed 
poorer women of Udawatta to easily access 
specialist attention in the private sector. By doing 
so, some users improved the quality of care they 
experienced, while others did not. As will be seen, 
users who felt marginalized by the public system-
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-represented by Muslim women in this study--
took advantage of dual practice for very different 
reasons.  

2. Paying for respectful public services 

Unlike their Sinhala counterparts, lower-middle 
class Muslim women-represented by Study Area 
2-routinely channelled the relevant public sector 
specialist in the private sector before entering a 
public facility. Channelling was perceived to confer 
protection from the discriminatory attitudes of 
ward staff. As Sabina (2/Mu), who wore a hijab,1 
explained, public sector healthcare workers showed 
prejudice toward such markers of ethnicity: “I 
don’t know why, [the shawl] is such a big issue, 
as soon as [the staff] see someone in a shawl, it’s 
as if [they] get possessed.” When Sabina visited 
her friend, who wore niqab2 after her delivery at 
the Kandy Hospital, she recalled how a nurse had 
scolded her friend at the maternity unit: ““Remove 
[it]!” [the nurse] said, “Everyone has to [dress] 
the same here… what are you doing… wearing that 
thing and fooling around.”“ Feroza (2/Mu) felt 
more confident about entering the public system 
with a private connection: “When [you] channel, 
the doctor will give a date … then [you] can go to 
the government hospital because [the doctor] will 
attend [to your needs].”

Sabina (2/Mu) emphasized that such ‘connections’ 
had been crucial to accessing timely care during her 
pregnancies: “If we have the doctor’s seal from the 
private sector, [they say,] “Ah this is that doctor’s 
patient, send her quickly [to the labour room].” She 
recalled an experience with a midwife at the Kandy 
Hospital’s maternity unit when she informed her 
that her baby was inactive: “She told me, “Once 
every hour if the baby moves is enough, you wait 
without complaining and mind your business.”” 
The next morning, the specialist had stopped by 
Sabina’s bedside, recognizing her from his private 
practice. When he patted her arm to reassure her, 
he discovered she was running a temperature: “The 
doctor yelled at the nurses to bring a thermometer 
– to see my temperature was over 100!” Sabina 
had an emergency caesarean section, and her baby 
1  “A head covering worn in public by 
some Muslim women.”9

2  “A veil worn by some Muslim women 
in public, covering all of the face apart from the 
eyes.”9

remained in the “baby room” for 11 days. Had she 
not channelled, Sabina was convinced, the day 
would have ended in disaster: “Only because the 
doctor came and saw me, God was there, I thought 
about what a narrow escape both my baby and I 
had [that day].” 

Despite a preference for private care, economic 
concerns compelled these women to transfer into 
the public system for inpatient care. Sabina (2/
Mu) channelled throughout her three pregnancies, 
but had delivered at public hospitals. Feroza’s 
(2/Mu) mother accessed private outpatient care 
for chronic constipation, but got admitted to the 
Peradeniya Hospital when her condition worsened. 
And Fathima (2/Mu) had channelled private 
sector specialists for her arthritis for decades, but 
eventually turned to the public system for knee 
replacement owing to steep private sector charges.

Thus, Muslim women grappled with their 
marginality within the public system by establishing 
private ‘connections’ before accessing public 
healthcare. They were doubly disadvantaged as they 
confronted discrimination in the public sector and 
paid to protect themselves from prejudiced public 
healthcare workers. As will be seen, wealthier 
middle to upper-middle class residents exploited 
dual practice to receive a series of advantages that 
were inaccessible to their poorer neighbours.

3. Short-cutting access to public services

Better-off users—represented by residents of study 
areas 4 and 5—routinely accessed the private 
sector for outpatient care. However, these women 
often entered the public system through a private 
specialist for resource-intensive care, citing various 
reasons, including quicker service, unavailability 
of private options, and the unaffordability of private 
healthcare. 

Facilitated by dual practice, some women reported 
having bypassed lengthy wait-times for over-
stretched public services. Anoja (4/S), a retired 
clerk, felt that channelling expedited care for her 
husband. Their private specialist admitted her 
husband to his medical unit at the Peradeniya 
Hospital for an urgent CT scan to investigate 
memory loss. Anoja believed diagnosis of his 
brain tumour would have been delayed had they 
accessed the OPD instead. Similarly, Mala (5/S) 
circumvented the queue for echocardiography at 
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the Kandy Hospital by channelling her cardiologist 
at the Kandy Channelling Centre: “I went to do my 
stress test twice and for ECHO.” She would bring 
the referral letter provided by her cardiologist to 
the Kandy Hospital’s Cardiology Unit where the 
nursing staff would direct her to the cardiologist 
who would attend to her needs on a priority basis. 

At times, dual practice enabled access to public 
services, not available in the private sector. 
Sakuntala (5/T), the spouse of a retired professor 
at the University of Peradeniya, received prompt 
attention at the Kandy Hospital’s Ophthalmology 
Unit because the specialist, whom she also consulted 
privately, was a past student of a doctor relative: 
“I don’t even sit and wait [at the clinic]… There’s 
like 100s [of people there]. [He] says come at 9 
o’clock, I go at 9 o’clock … [The nurse] will put 
me in the doctor’s room and check the eye pressure 
and I’m out in 10 minutes flat.” Sakuntala attended 
the public sector clinic because the Amaya Medical 
Centre, where she channelled the specialist, did 
not have the equipment for monitoring glaucoma. 
Through the same specialist, her professor husband 
entered the Ophthalmology Unit for cataract 
surgery where he received “VIP” treatment: “There 
is a VIP room or something, it’s like a large hotel 
room, large, bigger than our bedrooms… with 
attached bathroom, A/C (air 115 conditioning)…
nobody can pay and get it, the doctor has the 
freedom to put you in that room.” As Sakuntala 
pointed out, these VIP services were not available 
to less privileged users. 

In fact, the primary reason Mala (5/S) channelled 
her cardiologist was to ensure timely access to the 
Kandy Hospital’s Cardiology Unit, known to offer 
the most advanced cardiac care available in Kandy. 
As angiography was not (as yet) available in the 
private sector in Kandy, private healthcare users 
travelled to Colombo to access the procedure at a 
private hospital. The alternative for less well-off 
patients was to wait their turn at the Kandy Hospital, 
which often involved a six-month waiting period. 
However, according to Indrani (3/S), cardiologists 
at the Kandy Hospital had devised a more expedient 
alternative--a ‘private list’ at the Kandy Hospital 
for private patients who could afford to purchase 
the necessary consumables in the private sector:

“[When I went to the operating theatre] I 
saw [private patients] carrying all these 

gadgets and waiting, dressed for the 
theater. I asked a gent waiting there what 
those things were and he said they were for 
an angiogram… he had been given a date 
in the private sector by the ‘Sir’ (specialist) 
who did my angiogram.” 

Like the group she encountered at the angiography 
unit ,  Indrani too had fast-tracked access 
to angiography, although by different means. 
When Indrani (3/S)’s professor friend heard the 
news about Indrani’s chest pain, she called up a 
cardiologist, and arranged for Indrani to undergo 
urgent angiography: 

“I went to the [Kandy] Channelling Centre 
the next day and saw [the cardiologist]. 
[She] gave me a letter, and told me that 
she would take me soon for the angiogram. 
“I want to do this for you quickly because 
“madam” (the professor) asked me,” 
she said. So I got the chance to do [the 
angiogram] quickly.”

In some instances, dual practice also allowed 
privileged users to improve qualitative aspects 
of public care. As Muditha (4/S), whose husband 
was recently to the Peradeniya Hospital, remarked: 
“When [the nurses] realise we are the doctor’s 
[private] patient, we get a bed and special 
attention.” This was critical in the overcrowded 
public hospital setting where beds were hard to 
come by. As was observed by Muslim residents of 
Study Area 2, gaining admission via channelling 
also translated to courteous treatment. When 
Muditha visited her husband at the Peradeniya 
Hospital, she observed that healthcare workers 
were more attentive and respectful to private 
patients: “[I] feel they are more compassionate, 
[they] don’t yell at us….” In addition, many among 
this privileged group cited economic reasons for 
using dual practice.

4. Reducing out-of-pocket expenses

Many better-off Udawatta residents transferred 
to the public sector when out-of-pocket expenses 
were difficult to bear. When Anoja (4/S), a retired 
clerk, felt her husband’s insulin was a burden on 
the home economy, she asked her husband’s private 
sector specialist to refer them to his public clinic 
at the Peradeniya Hospital: “I told the doctor [the 
cost was too much for us].” Thereafter, Anoja’s 
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husband consulted his specialist in the private 
sector, while obtaining insulin and other medicines 
free-of-charge from the specialist’s medical clinic. 

Such economic concerns were more pressing 
when inpatient care was required. As Muditha 
(4/S), a self-employed seamstress, remarked: “If 
[we] need to be admitted for a long time, we can’t 
stay at a private hospital no… there will be big 
charges.” When Muditha’s husband first developed 
symptoms of cirrhosis, they went directly to the 
OPD at Peradeniya Hospital on the advice of 
their private family doctor. Instead of attending 
the specialist’s public sector clinic for follow-up, 
they channelled the same specialist at (private) 
Suwasevana Hospital. When her husband needed 
albumin transfusion, they re-entered the public 
system through the specialist: “The doctor told us 
that if [we] go private, [one albumin bottle] would 
cost 3500. We thought this would be a waste.” 
During her husband’s hospital stay, out-of-pocket 
expenses had been minimal: “If [we] went private, 
it would have been wasteful spending no.... they 
even charge for cotton wool at Suwasevana.” 

For similar reasons, Nalini (5/S), retired from the 
hospitality industry, turned to the public system for 
womb surgery. Nalini asked the gynaecologist she 
consulted at Suwasevana Hospital to transfer her 
to his public sector unit for surgery: “Of course I 
was little stingy…when doctor said 45,000 [for the 
operation] I thought, oh god, I can buy two saris.” 
With a referral letter from the gynaecologist, she 
went to his clinic at Peradeniya Hospital where she 
received an early date for surgery. 

Meanwhile, poorer women felt the consequences 
of this ‘double dipping,’ enabled by dual practice. 
Damayanthi (1/S), a retired janitor without 
‘connections,’ was delayed many times at public 
clinics: “Even if we go very early in the morning [to 
the clinic], the patients who channel get preference. 
These patients arrive late and get what they need 
and leave quickly.” Nafeesa (1/Mu), a homemaker 
whose spouse was a daily waged worker, was held 
up several hours as she waited for an ultrasound 
scan at the Kandy Hospital’s Radiology Unit: 
“There were [private] patients with letters from the 
[specialist]. Those [scans] were done quickly and 
[they] were sent off.” In other words, dual practice 
allowed privileged women to bypass wait-lists at 
public facilities and reduce out-of-pocket expenses 

on healthcare, while socially and economically 
disadvantaged women stood around for hours 
waiting their turn. 

Conclusion 

Dual practice enables healthcare users to see the 
same doctor in public and private sectors. While 
doing so presents advantages to some users, 
access to such benefits differ markedly by social 
location. On one hand, socially and economically 
disadvantaged women exploit dual practice to 
ensure they receive a very basic standard of care. 
On the other, doing so, enables better-off users to 
shortcut access to the public system, enjoy various 
privileges and economize on healthcare.

These inequities in access are compounded by the 
fact that the public healthcare system is financed 
largely through indirect taxation where a greater 
contribution comes from poorer healthcare users. 
Even so, it has been argued that the Sri Lankan 
health system is pro-poor because the wealthy 
opt out of public healthcare.10 However, the 
present study calls this assertion into question 
by demonstrating that better-off users do, in fact, 
access the public system, particularly for resource-
intensive care.

Even as the state permits dual practice to save on 
health expenditure on physician salaries, such 
practice presents a lucrative supplementary source 
of income for public sector medical professionals. 
User experiences in Kandy suggest that dual 
practice, in its present unregulated form, may be 
riddled with conflicts of interest, exacerbated by 
weak mechanisms of accountability,11 in both public 
and private health sectors, making users vulnerable 
to exploitation. While showcasing inequities in 
access, these findings call for intervention by the 
relevant regulatory bodies and medical associations 
to uphold the ethical and professional standards of 
medical practice in Sri Lanka.
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Scope of Oral & Maxillofacial Surgery: 

Experience in Jaffna

Sarath Wijesinghe1 

1Oral & Maxillofacial Surgeon, Teaching Hospital, Jaffna

Oral and maxillofacial surgery (OMFS) is a branch of surgery to treat a wide spectrum of diseases, 
injuries and defects of face, jaws, oral cavity, oropharynx, neck and associated structures. The specialty 
is still evolving worldwide. We recall our experience in the year 2016 and 2017, the initial two years 
since the OMFS unit is first established in TH Jaffna.     

The Oral and Maxillofacial Surgery Department of the Teaching Hospital – Jaffna treats a variety of 
emergent and non-emergent conditions providing almost full spectrum of the treatments covered by the 
speciality to the people of the Northern Province. 

Routines of the OMFS unit include clinic activities, minor operations as office based procedures, operating 
theatre surgeries and inward patient managements with average 982 patients being seen in the clinic per 
month. Treatments may be performed on the maxillofacial complex: mouth, jaws, face, neck and include:   

Maxillofacial trauma: TH – Jaffna being a tertiary care center receiving patients with severe injuries 
and average 72 patients undergoing ORIF for facial bone fracture per year. OMFS trauma care entails 
fixation of orbital, frontal and facial bone fractures and surgical treatment of soft tissue injuries. Some 
cases require a team approach that may include neurosurgery, ENT and ophthalmology. 

    

ORIF orbital, zygomaticomaxillary and sphenoid fracture

    

  

ORIF frontal bone and naso-orbito-ethmoidal fracture

Origianal Article
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Orthogenetic surgery: (Corrective jaw surgery) Facial bone deformities with discrepancies in the jaw 
relationship which can be present at birth or develop later in life may include: lower jaw protrusion, 
receding upper jaw, a combination of the two conditions, facial elongation, small size lower jaw, facial 
asymmetry, or an open bite. The treatment for these conditions is surgical.

   

Lefort 1 maxillary impaction and mandibular advancement for jaw discrepancy

Craniofacial malformations: Children born with facial deformities suffer tremendously, from 
functional, aesthetic, and psychological aspects. OMFS team involves in diagnosis and treatment of 
congenital craniofacial malformations -cleft lip and palate and associated syndromic deformities such 
as hemifacial microsomia, Pierre Robin’s sequence, cranial vault malformations etc. We have operated 
172 patients with cleft related facial deformity within last two years.

        

Cleft lip and palate repair

     

Correction of hemi-facial microsomia

Temporomandibular joint (TMJ) surgery:  TMJ patients may present with a variety of symptoms, 
such as difficulty in opening the mouth, limitation of jaw movement, clicking or chronic joint pain. Our 
treatment approach is tailored for each condition, and ranges from conservative management, medical 
treatments, intra articular steroid injections, arthrocentesis and surgical alternatives offered in cases 
where other treatments are ineffective or in cases of TMJ ankylose
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TMJ ankyloses treated with mandibular distraction osteogenesis and  TMJ reconstruction with 
costochondral graft.

Obstructive sleep apnea: Surgery is offered in case of maxillofacial structural deformity is contributing 
to OSA and snoring. Uvulopalatopharyngoplasty, base of tongue reduction, tonsillectomy is performed 
when flabby soft palate and pharyngeal walls, tongue hepertrophy and tonsilar hypertrophy are the cause 
for OSA and snoring. Maxillomandibular advancement is a very effective treatment for OSA when a 
receding maxilla and mandible is the cause for obstruction of upper airway.

    

Uvulopalatophayngoplasty for OSA and snoring in background of bulky oropharyngeal tissue.

Reconstructive facial surgery: Serious injuries, tumor resections, facial deformity of the face often 
leave large gaps in the hard and soft tissues. This unit restores facial bones, orbits, cheekbones, forehead 
and soft tissue defects of face, neck, oral cavity and oropharynx.

  

Long term facial nerve paralysis treated with Botox injection, Gold weight eyelid implant and 
facial reanimation with temporalis muscle flap

Facial aesthetics: OMF surgery takes care of a wide range of aesthetic facial conditions, such as nose 
deformity, external ear deformity, eyelid deformity, chin deformity, depressed cheekbones, and small 
or pronounced jaw angle. Perform Rhinoplasty, occuloplasty, otoplasty, cheek augmentation, chin 
augmentation, genioplasty, blepharoplasty, browlift, injectable fillers treatments and botox injections.
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Rhinoplasty 

Benign tumors: Excision of benign tumors of face, jaws and neck, odontogenic & non odontogenic 
bone cysts and tumors, soft tissue tumors etc. 

    

Excision of an aggressive benign tumor (neuroectodermal tumor of infancy)

Malignant tumors: Oral, oropharyngeal, maxillary and mandibular cancer treated with resection of 
primary tumor and neck dissection followed by reconstructive surgery with local and regional flaps.

  

Hemimandibulectomy, extensive wide local excision and neck dissection reconstructed with 
pectoralis major flap

Salivary gland diseases: Parotid tumors, obstructive salivary gland pathology being the common 
presentations.

 

Superficial parotidectomy for pleomorphic adenoma
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Vascular malformations: Managed with a range of treatment options including conservative 
management, intra-lesional steroids and STD injections, medical management and surgical excision of 
hemangiomas and lymphangiomas 

  

Excision of cheek haemangioma

Diagnosis and management of infections of mouth, jaws, face and neck, chronic facial pain disorders, 
mucous membrane disorders including skin-related diseases and potentially malignant disorders in the 
mouth, dentoalveolar surgery are few other treatment modalities provided by the OMFS department.

Ethical considerations

All patients have given written consent for publication and the author declare that there is no conflict 
of interests.
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Polycystic ovary syndrome – an overview

K. Muhunthan1

1Department of Obstetrics and Gynecology/Faculty of Medicine/University of Jaffna

Abstract

Polycystic ovary syndrome (PCOS) is a common 
condition that has a number of reproductive and 
general health implications in adults. It is also 
currently considered the commonest endocrine 
condition to affect women with an estimated 
prevalence of 10–15%. Anyhow this prevalence 
rate depends on the population studied and the 
diagnostic criteria used. 

There is significant heterogeneity of presentation, 
such that signs and symptoms manifest across a 
spectrum and their severity may vary.

PCOS appears to be underdiagnosed and, as a 
result, patients may not be managed appropriately. 
Management of PCOS may require the collaboration 
of a variety of healthcare professionals.

Introduction

Polycystic ovary syndrome (PCOS) is a common 
condition that has a number of reproductive and 
general health implications in adults. It is also 
currently considered the commonest endocrine 
condition to affect women with an estimated 
prevalence of 10–15%. Anyhow this prevalence 
rate depends on the population studied and the 
diagnostic criteria used. 

Symptoms of PCOS in adult women include 
menstrual cycle disturbance and features of 
hyperandrogenism (hirsutism, acne and alopecia), 
with associated fertility problems, obesity 
and psychological issues. There is significant 
heterogeneity of presentation, such that signs and 
symptoms manifest across a spectrum and their 
severity may vary.

The cause of PCOS is unknown, but considerable 
evidence suggests that it is a complex trait arising 
from heritable influences, nonheritable intra- and 
extrauterine environmental factors, variations in 
insulin resistance, alterations in steroidogenesis/
steroid metabolism, and alternative adaptations to 
energy excess.(1,2)

Although the clinical and biochemical presentation 
of PCOS is heterogeneous, hyperandrogenemia is 
the most consistent biochemical abnormality, and 
thus is considered the hallmark of the syndrome.(3) 

Various signs and symptoms of hyperandrogenism 
can manifest prepubertally and the onset of 
menstrual dysfunction in PCOS typically occurs 
peripubertally. The syndrome has also been 
associated with the childhood antecedents of 
reduced fetal growth, followed by excessive 
postnatal catch up and premature adrenarche/
pubarche(4,5), suggesting a developmental aspect 
to its etiology. Moreover, being overweight or 
obese, a common problem in the pediatric and 
adult populations, amplifies the clinical severity of 
the syndrome and increases the risk of metabolic 
dysfunction.(6)

PCOS appears to be underdiagnosed and, as a 
result, patients may not be managed appropriately.
(6)  Fur thermore ,  management  of  PCOS 
may require the collaboration of a variety of 
healthcare professionals, ranging from primary 
care physicians, gynaecologists, reproductive 
specialists, endocrinologists, diabetologists, 
dermatologists, paediatricians, dieticians and 
psychologists. 

Definition and diagnosis

A diagnosis of PCOS should be made if two out of 
three criteria are met: the presence of (1) clinical 
or biochemical features of hyperandrogenism, 
(2) oligo-ovulation or anovulation and/or (3) 
polycystic ovaries on ultrasound, once appropriate 
investigations have been performed to exclude 
other causes of menstrual disturbance and androgen 
excess.(7)  The diagnosis requires the exclusion 
of specific underlying diseases of the adrenal 
or pituitary glands (e.g. hyperprolactinemia, 
acromegaly, congenital adrenal hyperplasia, 
Cushing’s syndrome and androgen-secreting 
tumours of the ovary or adrenal gland), which could 
predispose to similar ultrasound and biochemical 

Review Article
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features and also the exclusion of other causes 
of menstrual cycle irregularity secondary to 
hypothalamic, pituitary or ovarian dysfunction.

Polycystic ovaries can exist without clinical signs 
of the syndrome, expression of which may be 
precipitated by various factors, most predominantly 
an increase in body weight.  Polycystic ovaries 
are commonly detected by pelvic ultrasound, 
with estimates of the prevalence in the general 
population being in the order of 20–33%.(8) The 
morphology of the polycystic ovary was also 
defined as an ovary with 12 or more follicles 
measuring 2–9 mm in diameter and/or an increased 
ovarian volume (>10 cm).(9)

The diagnostic criteria for PCOS in adolescence 
are controversial, primarily because the diagnostic 
pathological features used in adult women, 
e.g. acne, irregular menses, and PCOM, may 
be normal pubertal physiological events.(10) 
Great caution should be taken before diagnosing 
PCOS in adolescent girls with clinical features of 
androgen excess such as hirsutism and biochemical 
hyperandrogenism if oligomenorrhea has not 
persisted for more than 2 years. These girls can 
be considered to be at risk for PCOS. To avoid 
misdiagnosing physiological pubertal changes as 
PCOS, deferred diagnostic labeling accompanied 
by frequent longitudinal re-evaluations of these 
girls considered to be at risk for PCOS is beneficial 
and prudent during adolescence.

Epidemiology and ethnic variations

The prevalence of PCOS in the general population 
vary considerably between populations that have 
been studied and the diagnostic criteria being 
employed. 

prevalence of PCOS is probably the same 
worldwide, although there may be factors that 
affect expression and presentation. 

Type 2 diabetes and insulin resistance have a high 
prevalence among indigenous populations in South 
Asia, with a rising prevalence among women.
(11)PCOS also appears to run in families, with 
approximately 50% of first degree female relatives 
being affected and an increased risk of metabolic 
problems in male relatives.

Metabolic abnormalities of PCOS

The presence of insulin resistance, central obesity, 
and dyslipidaemia appears to place women with 
PCOS at higher risk of developing diabetes and 
cardiovascular disease. Women who are obese, and 
also many slim women with PCOS will have insulin 
resistance and elevated serum concentrations of 
insulin. Both obese and non-obese women with 
PCOS are more insulin resistant than age and 
weight matched women with normal ovaries. 
Thus, there appear to be factors in women with 
PCOS that promote insulin resistance and that are 
independent of obesity. Women with PCOS who 
are oligomenorrheic are also more likely to be 
insulin resistant than are those with regular cycles, 
irrespective of their body mass index (BMI). South 
Asian women should have an assessment of glucose 
tolerance if their BMI is greater than 25 kg/m2 
because of the greater risk of insulin resistance at a 
lower BMI.(12) Further Insulin decreases synthesis 
of sex hormone binding globulin (SHBG) by the 
liver, thereby increasing the serum free testosterone 
concentration, and consequent peripheral androgen 
action.

It has been suggested that, rather than BMI itself it is 
the distribution of fat that is important, with android 
obesity being more of a risk factor than gynecoid 
obesity.(13) Hence the value of measuring waist 
circumference, which detects abdominal visceral 
fat rather than subcutaneous fat. Exercise has 
a significant effect on reducing visceral fat and 
reducing cardiovascular risk; indeed, a 10% 
reduction of body weight may equate with a 30% 
reduction in visceral fat.

Health consequences of PCOS

Obesity and metabolic abnormalities are recognised 
risk factors for the development of ischemic heart 
disease in the general population, and these are also 
recognised features of PCOS. 

There was an increased, though non-significant 
risk of death due to diabetes but no increased long-
term coronary heart disease mortality, although 
there was evidence of increased stroke-related 
mortality even after adjustment for BMI.(14) The 
epidemiology of the long-term risks of PCOS is 
therefore somewhat conflicting.
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Effect on quality of life

The symptoms typically associated with PCOS 
have also been shown to lead to a significant 
reduction in health-related quality of life. 
Therefore, any management of the woman with 
PCOS needs to consider and understand the 
negative impact this condition may have upon 
these psychosocial parameters.(15) For example, 
although the management of hirsuitism may be 
considered a purely cosmetic issue, excessive facial 
hair has been shown to be one of the major causes of 
marked psychological stress in women with PCOS. 
Infertility and weight issues have also been found 
to affect other social and psychological parameters.

Management of hyperandrogenism

The bioavailability of testosterone is affected 
by the serum concentration of SHBG. High 
levels of insulin lower the production of SHBG 
and so increase the free fraction of androgen. 
Elevated serum androgen concentrations stimulate 
peripheral androgen receptors, resulting in an 
increase in 5-alpha reductase activity, directly 
increasing the conversion of testosterone to the 
more potent metabolite dihydrotestosterone. 

A standardised scoring system, such as the modified 
Ferriman and Gallwey score, may be used to 
evaluate the degree of hirsutism before and during 
treatments.  Drug therapy may take 6–9 months 
or longer before any improvement of hirsutism 
is perceived. Physical treatments including 
electrolysis, waxing and bleaching may be helpful 
while waiting for medical treatments to work. 
Medical regimens should stop further progression 
of hirsutism and decrease the rate of hair growth. 

First-line therapy has traditionally been the 
preparation Dianette, which contains ethiny 
loestradiol in combination with cyproterone 
acetate. Spironolactone is a weak diuretic with 
antiandrogenic properties that may be used in 
women in whom the combined oral contraceptive 
pill is contraindicated. Drosperinone is a derivative 
of spironolactone and is contained in the combined 
oral contraceptive pill Yasmin. In reality all 
combined oral contraceptive preparations should 
benefit both the control of the menstrual cycle and 
suppress hyperandrogenism.

The management of alopecia is difficult but may 
be stabilised by the anti-androgen preparations 
mentioned above. Iron deficiency may have an 
impact on hair loss and so ferritin levels should be 
assessed.

Management of menstrual problems

Women with unpredictable, irregular and heavy 
periods are likely to benefit from cyclical hormone 
therapy. Furthermore, women with PCOS who 
experience amenorrhea have unopposed estrogen 
production from the conversion of androgens and the 
absence of postovulatory secretion of progesterone. 
Therefore, the induction of artificial withdrawal 
bleeds to prevent endometrial hyperplasia is 
prudent management.(16) The risk of developing 
endometrial cancer has been shown to be adversely 
influenced by a number of factors including obesity, 
long-term use of unopposed estrogens, nulliparity 
and infertility. It is therefore important that women 
with PCOS shed their endometrium at least every 
3 months. An endometrial thickness greater than 
10 mm in an amenorrheic woman warrants an 
artificially induced bleed. Another option is to 
consider a progestogen-secreting intrauterine 
system, such as the Mirena. 

Management of anovulatory infertility

PCOS accounts for approximately 80–90% of 
women with anovulatory infertility.  The principles 
of the management of anovulatory infertility are 
first to optimise health before commencing therapy 
(e.g. lose weight in those who are overweight) 
and then to induce regular unifollicular ovulation. 
A semen analysis should be performed before 
ovulation induction therapy is commenced.  To 
ensure a cost-effective approach to treatment, an 
assessment of tubal patency is appropriate in every 
woman before commencing therapy.

Obesity and lifestyle

Various factors influence ovarian function 
and fertility, the most important being obesity. 
Monitoring treatment is also harder in obese 
women because their ovaries are more difficult 
to see on ultrasound scans, thus raising the risk of 
missing multiple ovulation and multiple pregnancy. 
It is suggested that treatment should be deferred 
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until the BMI is less than 30 kg/m.(2,17) Even a 
moderate weight loss of 5–10% of body weight 
can be sufficient to restore fertility and improve 
metabolic parameters.

There is no evidence that women with PCOS benefit 
from a specific diet compared with obese women 
without PCOS.(18) Meal replacement therapy or 
low-calorie diets may be appropriate, and it is often 
helpful to refer to a dietitian. An increase in physical 
activity is essential, preferably as part of a daily 
routine. Thirty minutes per day of brisk exercise is 
encouraged to maintain health. Bariatric surgery is 
used increasingly because of the global epidemic of 
obesity and certainly has a role in the management 
of obese women with PCOS.(16)

Ovulation induction therapies

Strategies to induce ovulation include oral anti-
estrogens (principally clomifene citrate [CC]), 
parenteral gonadotrophin therapy and laparoscopic 
ovarian surgery. Women with PCOS are at risk 
of ovarian hyperstimulation syndrome (OHSS) 
and multiple pregnancy which is why ovulation 
induction therapy should be carefully monitored 
with serial ultrasound scans. 

Clomifene citrate (CC) therapy

The anti-estrogen CC has traditionally been used 
as first-line therapy for anovulatory PCOS.(20) If 
the patient has not menstruated by day 35 and she 
is not pregnant, a progestogen-induced withdrawal 
bleed should be initiated. The dose of CC may be 
increased to 100 mg if there is no response. CC 
induces ovulation in approximately 70–85% of 
patients and approximately 60–70% should be 
pregnant by six ovulatory cycles of therapy.(21)

All women who are prescribed CC should be 
carefully monitored with ultrasonographic 
assessment of follicular growth because of the 
risk of multiple pregnancy, which is approximately 
10%. Women with anovulatory infertility who 
are resistant to anti-estrogens may be prescribed 
parenteral gonadotrophin therapy or treated with 
laparoscopic ovarian surgery. 

Aromatase inhibitors such as letrozole are an option 
to be used for ovulation induction. 

Gonadotrophin therapy

Gonadotrophin therapy is indicated for women 
with anovulatory PCOS who have been treated with 
antiestrogens if they have failed to ovulate or if they 
have a response to CC that is likely to reduce their 
chance of conception. In order to prevent the risks 
of overstimulation and multiple pregnancy, a low-
dose step-up regimen should be used.  Ovulation 
is triggered with a single subcutaneous injection of 
human chorionic gonadotropin (hCG) 5000 units, 
when there has been the development of at least 
one follicle of at least 17 mm in its largest diameter. 

Insulin-sensitising agents

It is logical to assume that therapy that achieves a 
fall in serum insulin concentrations should improve 
the symptoms of PCOS. The biguanide metformin 
both inhibits the production of hepatic glucose, 
thereby decreasing insulin secretion, and also 
enhances insulin sensitivity at the cellular level. 
Metformin may improve menstrual frequency 
and ovulation rate, which may result in a marginal 
improvement in live birth rate when compared 
with placebo. 

When metformin is added to CC in women with 
CC resistance, clinical pregnancy rate is increased 
in both obese and non-obese patients.

Surgical ovulation induction

An alternative to gonadotrophin therapy for CC-
resistant PCOS is laparoscopic ovarian diathermy 
(LOD) (often referred to as ‘ovarian drilling’ or 
laparoscopic electrocautery), which has replaced 
the more invasive and damaging technique of 
ovarian wedge resection. Laparoscopic ovarian 
surgery is free of multiple pregnancy risk and 
OHSS and does not require intensive ultrasound 
monitoring. In addition, laparoscopic ovarian 
surgery is a useful therapy for anovulatory women 
with PCOS who fail to respond to CC and who 
persistently hypersecrete LH, need a laparoscopic 
assessment of their pelvis or who live too far away 
from the clinic to be able to attend for the intensive 
monitoring required of gonadotrophin therapy. 

Complications of ovulation induction

Multiple pregnancy and OHSS are the most 
serious complications that should be avoided in 
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ovulation induction treatment. Multiple pregnancy, 
even twins, is undesirable due to increased risk 
of perinatal mortality and morbidity. Women 
with PCOS are at an increased risk of developing 
OHSS. This occurs if many follicles are stimulated, 
leading to ascites and pleural and sometimes 
pericardial effusions, with symptoms of abdominal 
distension, discomfort, nausea, vomiting and 
difficulty breathing. Although this condition is 
rare, it is a potentially fatal complication and 
should be avoidable with appropriate monitoring 
of treatment.

IVF in women with polycystic ovaries

IVF is not the first-line treatment for PCOS, but 
many patients with the syndrome may be referred 
for IVF, either because there is another reason for 
their infertility or because they fail to conceive 
despite ovulating (whether spontaneously or 
with assistance); i.e. their infertility remains 
unexplained.

Pregnancy outcomes

In addition to anovulation there may be other 
factors that contribute to subfertility in women with 
PCOS including the effects of obesity, metabolic, 
inflammatory and endocrine abnormalities on 
oocyte quality and fetal development. Women 
who are obese are also more likely to experience 
miscarriage and pregnancy complications. It has 
been found that women with PCOS demonstrated 
a significantly higher risk of developing gestational 
diabetes, pregnancy-induced hypertension, pre-
eclampsia, adverse neonatal outcomes and preterm 
birth.(22) Their babies had a significantly higher 
risk of admission to a neonatal intensive care unit 
and a higher perinatal mortality rate, unrelated 
to multiple births. The potential mechanisms for 
these problems include obesity, altered glucose 
metabolism and disturbances in uterine blood flow, 
and so careful monitoring of pregnancy is required.

Conclusions

PCOS is one of the most common endocrine 
disorders. It may present, at one end of the spectrum, 
with the single finding of polycystic ovarian 
morphology as detected by pelvic ultrasound. 
At the other end of the spectrum, symptoms such 
as obesity, hyperandrogenism, menstrual cycle 
disturbance and infertility may occur either alone 

or in combination and have a significant impact on 
quality of life.

Women with PCOS are characterised by the 
presence of insulin resistance, central obesity and 
dyslipidaemia, which appears to place them at a 
higher risk of developing diabetes and metabolic 
problems. Encouraging weight loss remains the 
most effective first-line therapeutic intervention in 
these women, albeit hard to achieve. 
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Abstract 

Common bile duct (CBD) stones affects around 
5-15% of patient with gallbladder stones. Mainly 
it comes from gall bladder, but occasionally it can 
develop in the CBD itself. Patients will develop 
serious complications like acute pancreatitis, 
cholangitis, obstructive jaundice and secondary 
biliary cirrhosis. It is essential to exclude or confirm 
the CBD stones in patient with gall stones disease. 
Serum bilirubin and alkaline phosphatase levels 
and trans abdominal ultrasound scans were the 
basic investigation tools. With the technological 
development Magnetic resonance imaging MRI 
and laparoscopic ultrasound scan play important 
roles in the investigation of CBD stones. At the 
same times ERCP develops as a main diagnostic 
and therapeutic tool in the management of the CBD 
stones. After the introduction of the laparoscopy in 
the field of surgery it starts to contribute much in the 
management of biliary stones as well. Laparoscopic 
approach changes the two stage procedure of the 
gall stones disease as cholecystectomy and pre 
or post cholecystectomy ERCP in to single stage 
procedure. Aim of this article is to discuss the 
changes happen over the past few decades in the 
management of CBD stones and how and why it 
occurred.

Introduction

Gall stone disease is one of the common benign 
problem to the patients all over the world and 
it affects around 15 to 20 % of the population 
worldwide.(1) Around 5-15 % of the people who 
have the gallstones will harbor the stones in the 
common bile duct (CBD).(2,3) Cholidochlithiasis 
(CBD stones) is mainly due to stone migration from 
the gall bladder and denova stone formation in the 
CBD due to bile stasis, diverticulum or large bile 
duct.(4) Serious complications due to CBD stones 
includes obstructive jaundice, acute suppurative 
cholangitis, acute pancreatitis and secondary 
biliary cirrhosis.(5) In the pre-laparoscopic era 
treatment of CBD was straightforward which was 
open surgery. The change in the diagnostic and 

therapeutic intervention in the management of the 
CBD stones stated after invention of Endoscopic 
retrograde cholangiopancreatography (ERCP), 
Laparoscopy and Magnetic resonance imaging was 
marked. Major breakthrough in the management 
of CBD stones came in 1974 after the invention of 
the Endoscopic retrograde cholangiography.(6, 7) 

ERCP involves one of the two staged procedures 
which includes pre or post cholecystectomy 
endoscopic sphincterotomy with stone retrieval and 
cholecystectomy. Last two decades laparoscopic 
common bile duct exploration and stone removal 
has slowly replaced the Endoscopy method.(8)

Investigation

It is important to assess the CBD in each and 
every patients who are awaiting cholecystectomy. 
Patients with normal CBD diameter and liver 
function test will have up to 5% risk of having 
CBD stones. At the same time increased bilirubin 
levels and / or alkaline phosphatase levels increase 
the CBD stone risks to 33 to 66%. A CBD diameter 
12 mm or more with combination of other factors 
makes the risks of having the CBD stones to 90 to 
100%.(9)

Serum bilirubin level is one of the basic investigation 
with good predictive value in detecting CBD stones 
in a patient with acute cholecystitis or biliary colic. 
Further studies reveal, patients with elevated serum 
bilirubin level should be investigated for CBD 
stones rather than doing series of bilirubin level in 
an interval.(10)

Trans abdominal Ultrasound scan (US) is freely 
available test to detect the CBD dilatation and stones 
within it. But it has low sensitivity (Around 35%) 
to detect the CBD stones therefore it is not reliable 
in selecting the patients for CBD intervention.
(11)Dilated CBD has a good predictive value for 
having stones. Therefore these patients should 
undergo further evaluation by Magnetic Resonance 
Cholangiography(MRC) or Intra Operative 
Cholangiography (IOC).(12)

Review Article
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CT Cholangiography is a useful investigation to 
detect the CBD stones with sensitivity of 90% 
and specificity of 85%. MRC is a most accurate 
noninvasive investigation to detect the CBD stones 
with sensitivity of 90% and specificity of 95%.(13) 

MRC is a good investigation method to detect the 
CBD stones even in a normal Ultrasound Scan 
and liver enzymes. But it misses the small stone < 
4mm in size. Therefore unless any suspicious in the 
history or investigation no need to do the MRC.(14)

Intraoperative investigations include IOC and 
Laparoscopic US (LUS). IOC is a well-known 
investigation to detect CBD stones but there is a 
debate going on, weather it is necessary in all the 
patients undergoing laparoscopic cholecystectomy 
or it could be used selectively. 

Recent studies show that asymptomatic CBD 
stones rarely stay in the CBD after cholecystecomy.
(15) Another study done by Spinn MP, Wolf DS et 
al. showed nearly 50% of patients with positive 
IOC for stones have normal ERCP.(16)Therefor 
IOC will be avoided safely in these patients and it 
is more useful in patients with the risk factors for 
CBD stones mentioned initially. 

LUS is recently introduced investigation in 
detecting the CBD stones.  Its sensitivity is about 
93% and specificity nearly 100%.I t is less invasive 
than IOC. Therefore it is recommended to use the 
LUS as a routine basis and use IOC selectively 
when LUS is not successful or unsatisfactory.(17, 
18)

Management

There is no ideal treatment of CBD stones. 
Management options for CBD stone includes 
surgical and endoscopic technique. Main surgical 
techniques are open and laparoscopic method 
and in each technique includes trans-cystic 
and choledocotomy approach. In endoscopic 
technique ERCP is used. Percutaneous tranhepatic 
cholangiogram and drainage is  done by 
interventional radiologist, usually reserved for 
the patients who are not suitable for open and 
endoscopic methods.(18) Patients with cholangitis, 
CBD stones mainly managed by ERCP.(19,20,21) 

But patients without cholangitis both operative and 
endoscopic methods could be applicable.

Selection of the management option for CBD 
stones mainly depend on the patient factors, 
disease factors and external factors. Patient factors 
includes co-morbidity and the fitness for general 
anaesthesia or sedation. Disease factors includes 
stone size, number of stone, CBD diameter and 
weather patient is having CBD infection or not. 
External factors mainly involves the availability 
of the expertise and instruments to perform the 
particular procedure.(22)

Before the advent of ERCP open surgical technique 
was undertaken and here during the surgery IOC 
was done through tanscystic approach to detect 
the CBD stone and choledocotomy was made to 
remove the stone. This opening was closed with T 
tubes. Its morbidity was 10-15%, mortality of < 1% 
and retained stone rate was less than 6%.(23) This 
traditional surgical method gradually changed over 
the last 4 decades with the technological advances 
that happened in the world and in the medical field. 

 Endoscopic Retrograde 
Cholangiopancreatograph

After the introduction of ERCP in 1974 it had a 
major role in the CBD stone extraction, which 
was safely and effectively used in pre or post 
cholecystectomy in patient with cholilithiasis and 
cholidocholithiasis.(24)In ERCP Sphincterotomy 
and papillary large balloon dilatation were the 
primary techniques used to dilate the papillae. Most 
frequently sphicterotomy with balloon trawling 
was used to remove the CBD stones.(29) Large 
balloon dilatation is more useful to remove the large 
stones from the CBD.(25)ERCP stone clearance 
rate is slightly higher than the laparoscopic CBD 
stone removal. CBD stone clearance rate in ERCP 
was 97% and 87% in laparoscopic surgery patients.
(26) Some studies suggest that Laparoscopic 
cholecystectomy combined with intraoperative 
ERCP will be the safe and an effective technique 
in patients with cholecysto-cholidocolithiasis. In 
addition this technique shows reduction in post 
ERCP pancreatitis.(28) Endoscopic papillary 
large balloon dilation, mechanical lithotripter and 
cholangioscopic assisted methods will increase the 
stone extraction rate in ERCP.(29)

Endoscopic papillary large balloon dilation is a new 
technique where limited papillary sphincterotomy 
followed by dilatation of the papillae with a balloon. 
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It will help to retrieve large CBD stones and a safest 
method in patients with periampullary diverticula. 
This technique will reduce most of the complication 
that occur during the ERCP.(30) In some patient 
during ERCP stone removal will not be complete due 
to large stone, multiple stones and elderly patients 
who are not suitable for sedation or anaesthesia 
to complete the procedure. In these situation 
temporary or permanent CBD stent placement is 
an acceptable solution.(31)  Unfortunately ERCP 
has some serious complications included acute 
pancreatitis, haemorrhage, cholangitis, duodenal 
perforation and mortality.(27)

Failure of ERCP CBD stone removal is commonly 
due to impacted large CBD stone, duodenal 
diverticulum, stricture at the CBD or upper 
gastrointestinal anatomical variation due to past 
surgery.(32) Recent study reveals, ERCP with 
sphincterotomy remains the commonly done 
procedure for CBD stones and it is associated with 
high recurrent CBD stone formation compared 
to the other newer methods.(33) In addition to 
this, sphincterotomy may create stenosis of the 
papillae, recurrent cholangitis and common bile 
duct malignancy.(34)

After the advent of the laparoscopic CBD 
exploration, the role of ERCP and sphincterotomy 
must be think at least in younger population. 
However in Sri Lanka ERCP is a safe and feasible 
method for diagnosis and treatment for residual 
common bile duct stones after laparoscopic 
cholecystectomy.(35)

Laparoscopic Common Bile Duct Exploration 
(LCBDE)

LECBD effectively detects and clears the CBD 
stone like ERCP. However compared to ERCP 
it has shorter overall operation theatre time and 
hospital stay.(36,37) LCBDE mainly involves with 
transcystic approach and choledocotomy approach. 
In transcystic approach CBD will be approached 
through the cystic duct. IOC will be used to detect 
the unsuspected CBD stones and at the same time 
it can be used to confirm the stone clearance from 
the CBD and by this reduce the rate of retained 
CBD stones.(38,39)

Topal B. et al. (2007) study reveals average hospital 
stay after transcystic approach was 2 days and 

choledocotomy 6 days. Average diameter of the 
CBD in patients with choledocotomy is 11.5mm. 
And in successful transcystic approach average 
stone size was 5mm. Finally average operation time 
for trancystic approach was 75 minutes and 107 
minutes for choledocotomy approach. Therefore 
trans-cystic approach is suitable in majority of 
patients with small stones and cholidochotomy 
should be reserved for large stones which cannot be 
removed through the cystic duct.(40) Another study 
done by Darrien D H. reveals that choledocotomy 
done CBD stones only when its diameter >8mm.
(41) Basket retrieval, balloon retrieval, saline 
flushing and flexible choledochoscope techniques 
were used to remove the stones and confirm the 
stone clearance from the CBD.(42) In laparoscopic 
trans-cystic CBD exploration, initially stone will 
confirmed by IOC through cystic duct or flexible 
choledochoscope. (Flexible choledocoscope 
usually available in 3 mm in size, which can be 
inserted in to the abdominal cavity through one of 
the 5 mm laparoscopic port. This will negotiate in 
to the CBD through cystic duct or choledocotomy 
opening.) 

Laparoscopic transcystic approach shows similar 
stone clearance rate but shorter operative time, 
lesser blood loss and other complication compared 
to the choledocotomy approach.(43) But when 
using the flexible choledochoscope stone clearance 
rate is slightly higher in addition to reduce the rate 
of retain stone without any added complications.
(44)

Laparoscopic technique is safe even in a patient 
with previous upper abdominal surgery. But it may 
take some additional time to separate the adhesion 
to expose the CBD.(45) After the choledocotomy 
traditionally CBD will be closed with T tube. With 
the advance of laparoscopic surgical skills surgeons 
try to close the CBD primarily. And this primary 
CBD closure is a safe and effective method after 
CBD Exploration, but it needs a good laparosopic 
surgical skills with a long learning curve.(46) 

LECBD usually combined with laparoscopic 
cholecystectomy when a patient present with 
cholecysto-choledocholithiasis as a single stage 
procedure. This operative technique is superior 
than two stage laparoscopic cholecystectomy with 
pre-post ERCP in terms of technical success and 
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shorter hospital stay.(47) This is an effective and a 
safe procedure for CBD stones with less morbidity 
and mortality. This procedure will reduce the need 
for unnecessary ERCP in future.(48) As it is a 
single procedure with early return to home, LECBD 
reduces the hospital cost without any increase in 
the complication rate.(49) 

There are some independent risk factors like 
maximum diameter of the CBD stone, oedematous 
CBD and multiple stones necessitate the 
laparoscopic CBD exploration in to open surgery. 
Studies reveal its conversion rate is nearly 4 %. 
Even though LECBD is a safe procedure, post 
operative bile leakage is slightly higher when 
compared with laparoscopic chlecystecmy with 
ERCP.(50) 

Recent meta analysis showed that LCBDE 
with cholecystectomy is superior to ERCP and 
Laparoscopic cholecystectomy in terms of 
safety and efficacy and it must be considered as 
foremost treatment option for the cholelithiasis 
with cholidocholithiasis.(51) And using the 
choledochoscope during the LCBDE is an ideal 
procedure to diagnose and treat the CBD stones 
nowadays.(52) During emergency surgeries like 
cholecystitis stone clearance rate in the LCBDL 
ranges between 65 - 98%. This variation probably 
due to availability of the local expertise and 
resources.(53,54)

At the moment there is no protocol or standard 
treatment for CBD stones all over the world. But 
it is now treated either by ERCP or laparoscopic 
method. If the CDB dilatation is not significant then 
ERCP is more suitable when there is no expertise 
available to do the LCBDE. On the other hand 
dilated CBD or Large CBD stone > 1 cm then 
LCBDE will be the good option. Small stones can 
be extracted through the cystic duct and remain one 
need choledocotomy. Option will be decided by 
the particular surgeons / units treating the patient.

 Conclusion

The current medical practice ERCP for CBD stone 
retrieval is the commonly undertaken technique for 
CBD stones. It has some complication in addition 
to recurrent stone formation and rare possibility of 
malignancy. Therefore emerging trend is towards 

LCBDE. But it need some advanced laparoscopic 
skills in the surgeons who is doing the surgery and 
long learning curve. Even though there are some 
complication seen during the procedure it is a safe 
and a promising surgical technique which is cost 
effective. In future most of the centers which are 
performing laparoscopic cholecystectomy will 
move onto do LCBDE.
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Introduction

Pyodermatitis-pyostomatitis vegetans (PD-PSV)), 
is a very rare, chronic inflammatory dermatosis.  It 
is characterized by large exudative, verrucous 
plaques with well-defined and elevated borders with 
typical mucocutaneous involvement. Cutaneous 
lesions can affect the genital and axillary areas, 
trunk as well as the scalp. Mucosal involvement 
is characterized by multiple pustules and vesicles 
on an erythematous base. Oral mucosa is mostly 
affected. PV(Pyoderma Vegetans) often affects 
middle-aged men. It is frequently associated with 
ulcerative colitis (UC), being considered a marker 
of inflammatory bowel disease (IBD). Predisposing 
factors include microbial infections, halogen 
ingestion, foreign materials and tattoos in patients 
with a compromised immune system.

In 1889 Hallopeu described clinical entity 
characterized by vegetating pustular lesions with 
benign outcome (1).   McCarthy,in 1949, introduced 
the term pyostomatitis vegetants. To date some 
believe that it is a form of pemphigus, others, an 
idiosyncratic reaction (2). 

Here, we present a case report of PV –PSD 
associated with UC and a short review of the 
literature on the therapeutic challenge of this rare 
disorder.

Case Report

A 73-year-old man presented to the dermatological 
clinic with a 2 month history of well-defined, 
vegetating plaques with elevated border in axilla, 
groin, flexural part of limbs and trunk with associated 
oral and nasal mucosal lesions were characterized 
by vesicles and pustules on an erythematous base 
(figure 1, 2 &3). He had been on sulfasalazine for 
the last 2 years for UC.

 

 Fig 1                 

 Fig 2

 

Fig 3
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Laboratory tests revealed a white blood cell count 
of 7.7 × 109/l neutrophils 55% with peripheral 
eosinophilia (10%), hemoglobin 9.9 g/dl, MCV 
93.5fl and Erythrocyte Sedimentation Rate of 62 
mm/h,  ALT  26IU/l, AST 27IU/l,  total protein 
63 g/dl with Albumin 25 g/dl. Wound culture was 
positive for Staphylococcus aureus. Fungal culture 
was negative. Histopathological examination 
revealed papillamatous epidermal thickness, 
suprabasal separation of epidermis with crusts rich 
in eosinophil and occasional acantholysis cells. 
There were eosinophilic accesses in the epidermis 
(figure 4 &5). Direct immunofluorescence test 
was negative. Based on these findings and clinical 
picture the diagnosis of PV-PSD was established.

         

Figure 4

      
Figure 5

The patient was hospitalized with the working 
diagnosis of PV-PSD.  Systemic administration of 
corticosteroids was started with prednisolone 60 mg 
daily dose sulphasalazne 1g bd  with coamoxiclave 
1.2 g bd for of bacterially colonized skin lesions. 
Topical wound care was given with antibiotic, 
antiseptic with steroid solutions. The skin lesions 
improved in months.  Corticosteroids were 

gradually tapered and the patient was continued 
on sulfasalazine with a low maintenance dose of 
oral steroid.

Discussion

Pyodermatitis-pyostomatitis vegetans (PD-PSV) 
is a rare eosinophilic inflammatory dermatosis 
of unknown cause, characterized by vesicular 
and pustular lesions and vegetating plaques with 
mucocutaneous involvement (3). It generally 
occurs in individuals at the end of their third decade 
with a female male incidence ratio of 3:1 (4)

Cutaneous involvement is frequent, characterized 
by erythematous pustules papules, vesicles and 
lesions coated by crusts which coalesce into 
vegetating plaques. Lesions affect mainly axillae, 
scalp, vulva and groin. The oral mucosa is affected 
in most cases.  Oral and nasal mucosal lesions 
characterized by vesicles and pustules on the 
erythematous base.  Lips, gums, soft and hard 
palate, vestibule and tonsils are the most frequently 
affected areas. Vaginal, nasal and ocular mucosa 
may also be affected (5).

In our reported case the patient presented the 
characteristic cutaneous manifestations in typical 
areas. Clinical characteristics were similar to 
the ones described in the medical literature 
(6). Association of PD-PSV with IBD is well 
established. More commonly associated with 
ulcerative colitis (53%) than Crohn’s disease (11%) 
of the patients (7). 

Some authors suggest it as a spectrum of neutrophilic 
dermatoses and others propose that it represents a 
clinical manifestation of pyoderma gangrenosum. 
Some classify it as a hypersensitivity reaction (5). 

Unlike PD-PSV, pemphigus vulgaris is potentially 
fatal and both the vegetans and vulgaris forms are 
well characterized as autoimmune bullous diseases 
revealing intercellular deposits of IgG and C3 by 
direct immunofluorescence. Histopathology of PD-
PSV is characterized by pseudoephiteliomatous 
hyperplasia with intraepithelial micro abscesses 
and eosinophilic spongiosis.  Acantholysis 
and suprabasal clefts can be seen. In our case, 
histopathological findings were similar to those 
found in the medical literature.

Immunofluorescence differentiation between 
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pemphigus vegetans and PD-PSV as this has both 
direct and indirect immunofluorescences negative. 
There is peripheral eosinophilia in 90% of the cases, 
having adiagnostic value.

The quick response to therapy with systemic 
corticosteroids is common in PD-PSV as observed 
in the reported case. Topical corticosteroids, 
sulfasalazine, oral prednisolone high dose gave 
the favorable prognosis. Prognosis for PD-PSV 
is excellent. Azathioprine and cyclosporine have 
already been used with success in previous case 
reports.
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Introduction 

Indoxacarb poisoning is a well-known cause for 
methaemoglobinemia. It’s an insecticide that is 
considered a safe substitute for organophosphate 
insecticides [1]. It’s main action is to block sodium 
channels in the nervous system of insects causing 
neurological manifestations [1,2].

Th is  case  i l lus t ra tes  the  occur rence  o f 
methaemoglobinemia following ingestion of 
indoxacarb in an attempt of deliberate self-
harm. Indoxacarb is an oxidative insecticide 
and human toxicity include blurred vision, skin 
sensitization and alteration in blood counts. 
[5].  This case highlights the early recognition 
of methaemoglobinemia in cases of indoxacarb 
poisoning. 

Case Report

A 70 year old male with a background of type II 
Diabetes mellitus, hypertension, dslipidemia and 
bronchial asthma presented to the emergency unit 
with a history of ingestion of an unknown poison 
12 hours before, with drowsiness and vomiting.

On examination, he was afebrile, PR- 92 bpm, BP 
160/90, GCS 12/15, pupils were mildly dilated, 
reactive to light and SPO2 was 82% on 5 l of 
oxygen. Organophosphate poisoning was suspected 
and he was treated with atropine 0.2 mg/ h and 
pralidoxime 200 mg/h infusion were initiated. 
He was mechanically ventilated due to persistent 
desaturation while being treated for possible 
aspiration. He was treated with IV Co-Amoxiclav, 
IV metronidazole and nebulized salbutamol.

Peripheral cyanosis was noticed with the arterial 
PaO2-154mm/Hg on FiO2-100%, while SPO2 
reading was on the pulse oxymeter was 80%. 
Blood during venipuncture was brownish color. 
Aetiologically indoxacarb poisoning was suspected 
as the cause for methemoglobinemia at a level of 
8.55g/dl with the control being 0.05g/dl. He was 
treated with  Methylene blue 60mg in 100ml normal 
saline over 15 min, repeated in 12 hours and a 
dramatic improvement was noted.

This patient was also managed for ventilator 
associated pneumonia and had an uneventful 
recovery. 

Discussion

Methaemoglobinaemia is a common presentation 
of indoxacarb poisoning. Methaemoglobin is 
generated by oxidation of haem iron to the ferric 
state, causing a characteristic   bluish - brown colour 
resembling cyanosis [4]. Methaemoglobin has a 
high affinity to oxygen, which is not delivered to 
tissues and the oxygen dissociation curve is shifted 
towards the left [1,4]. Methaemoglobinemia should 
be suspected in patients with hypoxic symptoms 
and low SPO2 who appear cyanotic, though PaO2 
levels on ABG analysis are sufficiently high to 
fully saturate the haemoglobin. Bluish- brown 
appearance of freshly drawn blood may be a critical 
clue [1]. The methaemoglobin   levels are usually 
less than 0.5%. Cyanosis usually manifests at a 
level of 15% and treatment is warranted at levels 
above 30%.  Levels more than 60% is considered 
lethal [1]. 

Treatment includes ceasing exposure to the 
offending agent, correcting metabolic abnormalities, 
administrating methylene blue at a dose of 1-2mg/
kg loading dose over 30 to 60 minutes and then 
twice daily [4]. 

Methylene blue gets reduced to leucomethylene 
blue which in turn reduces the methaemoglobin by 
NADPH reductase. Methylene blue also reduces 
the half-life of methaemoglobin. The main side 
effect of methylene blue is haemolytic anemia and 
a mild haemolysis was noted in this case. 
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Isolated Lower motor neuron type facial nerve palsy: An unusual  
manifestation of Dengue haemorragic fever
Sunantha S1  ,Peranantharajah T1 ,Nisahan B1

1 Teaching hospital, Jaffna.

Introduction

Dengue is a febrile illness caused by infection with 
one of four dengue viruses (DENV).  It is highly 
endemic in many tropical countries. Nervous 
system involvement is seen with serotypes 2 and 3 
[2]. Neurological manifestations in dengue fever 
are rare and include encephalopathy, meningitis, 
acute pure motor weakness, mononeuropathies, 
transverse myelitis, stroke (both hemorrhagic and 
ischemic), acute disseminated encephalomyelitis, 
Guillain Barre Syndrome, hypokalemic paralysis 
and neuromyelitis optica [3]. Only a few cases of 
isolated facial nerve palsy in dengue haemorragic 
fever has been reported.

Case presentation

A previously healthy 28 year old army officer 
presented with fever of 2days duration associated 
with myalgia, arthralgia, dropping platelets 
with evidence of leak and managed as dengue 
haemorragic fever. On 6th day of admission while 
in the recovery phase of dengue haemorragic fever, 
he complained of inability to close his left eyelid, 
drooling of saliva and left sided facial weakness 
with drooping of the angle of the mouth was 
noticed. There was no history of any limb weakness 
or paraesthesia. He did not have any ear problems 
or parotid enlargement.  He denied any history of 
trauma. On examination he was conscious, alert and 
haemodynamically stable. A detailed neurologic 
examination was unremarkable except left sided 
lower motor neuron type of facial nerve palsy.  All 
other systemic examinations were normal. 

His full blood count on admission showed a total 
white blood cell count of 5350/mm3 with normal 
differentials. The platelet count was 116000/mm3. 
The white blood cell count gradually dropped to 
4490/mm3 and platelet count dropped to 10,000/
mm3. Inflammatory markers such as ESR and 
CRP were normal. His aspartate transaminase 
level was 173 U/L and alanine transaminase level 
was 126 U/L. His renal function tests, electrolytes 

and random blood sugar level, chest x-ray and 
electrocardiogram were normal. Ultrasonography 
of abdomen revealed mild ascites with right sided 
mild pleural effusion. He was also found to have 
positive dengue IgM antibody on the 6th day of 
fever.

He was treated for dengue fever according to the 
Ministry of Health dengue guidelines and his 
platelets gradually improved in the next 7 days.  
His facial nerve palsy was managed with oral 
prednisolone at a dose of 1 mg/kg and tapered 
off over the subsequent 4 weeks. Facial nerve 
stimulation therapy was given. Facial nerve palsy 
improved after one month without any residual 
effect. The liver enzymes and platelet count also 
returned to normal. IgM antibody became negative 
after the 4th week of fever. 

Discussion

Atypical manifestations associated with dengue 
virus infection are increasingly reported due to the 
higher incidence. They are acute kidney injury, 
myocardial impairment, fulminant myocarditis, 
arrhythmia, retinal vasculitis & haemophagocytic 
lymphohistiocytosis.

Though dengue had been regarded as a non-
neurotropic virus, there are recent reports on 
neurotropism or neuroinvasion of the dengue 
virus, causing various central nervous system 
manifestations [4].  Permanent neurological sequale 
also has been described in dengue virus infection [4]. 
The pathogenesis of neurological manifestations 
are multiple includes both neurotropic effects of the 
dengue virus and due to immune mediated effects 
[5].  The neurological spectrum of dengue patients 
has been limited because of a small number of 
case reports, lack imaging and neurophysiological 
studies in developing countries. We recommend 
dengue fever can be considered as a cause for 
lower motor neuron type facial nerve palsy in an 
endemic area.
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An unusual presentation of generalized tetanus as dysphagia 
Powthira. R1 , Peranantharajah.T1, Nisahan.B1

Teaching hospital, Jaffna.

Introduction

Tetanus is a disease caused by the toxin produced by 
Clostridium tetani, a Gram negative anaerobic spore 
forming bacillus. Infection acquired from body 
piercing and puncture wound; intravenous drug 
abuse, surgical interventions, septic abortion and 
through infected umbilical stump. After inoculation 
C.tetani transform into a vegetative rod shaped 
bacterium and produces metalloproteases such 
as tetanospasmin and tetanolysin. Tetanospasmin 
is responsible for painful muscle rigidity and 
autonomic instability via inactivating inhibitory 
neurotransmission. The role of tetanolysin is not 
known.(1)

Case presentation 

A 68 year old previously healthy farmer from poor 
socioeconomic background admitted with painful 
difficulty in swallowing of one day duration. 
Dysphagia was noted for both the solid and liquids. 
He had no history of fever, malaise or headache. 
There were no history of throat injury or significant 
weight loss in the recent past. Family history was 
unremarkable. His initial symptoms were quickly 
worsened to painful spasms of neck and back 
muscle. He had never undergone any surgical 
interventions. 

His GCS was normal, well oriented and responded 
appropriately. He was afebrile with normal pulse 
rate and blood pressure. His throat examination 
was normal. He had no lymphadenopathy. His 
respiratory and central nervous system examinations 
were normal. There was a prick injury noted at his 
left big toe. The wound was clean without any signs 
of inflammation. Detailed evaluation of wound 
revealed that one week ago he had a history of thorn 
prick injury. There was no history of bleeding or 
pain at the injury site. He did not seek any medical 
attention for that prick injury and he never had  
tetanus immunization.

The basic investigations such as full blood count, 
renal functions and liver functions were normal. 

Inflammatory markers such as C-reactive protein 
and Erythrocyte Sedimentation Rate were also 
normal. 

Clinical diagnosis of tetanus was made and he was 
monitored in Intensive Care Unit(ICU). The ICU 
care was given in isolation room with minimal 
disturbances. Midazolam infusion was given to 
reduce the spasms. To reduce the bacterial load 
oral Metronidazole was administered for 10 days. 
Tetanus immunoglobulin (TIG) 3000 Units was 
given intramuscularly in multiple sites and around 
the wound. Following day his spasms got worse and 
suddenly went into respiratory arrest and ventilatory 
support was given. He developed fluctuating blood 
pressure and tachycardia. Inotropic support as 
well as GTN infusion were needed to support 
the hypotension and hypertension respectively. 
Moreover Magnesium Sulphate 2g bolus was given 
over 30 min followed by 2g per hour intravenous 
infusion. Early Tracheostomy was performed and 
ventilatory support continued for 40 days. His 
ICU stay was complicated further with ventilator 
associated pneumonia and his blood culture was 
positive for E-coli and tracheal aspiration was 
positive for Acinatobacter. Sensitive antibiotics 
and physiotherapy were given appropriately. After 
seven weeks he fully recovered from illness and 
Tetanus toxoid was given.

Discussion

There are four types of tetanus. One is local tetanus 
which presents with tonic and spastic muscle in 
one extremity or body part. Second one is cephalic 
tetanus which initially involves only cranial nerves 
and later may develop as generalized tetanus. 
Third one is neonatal tetanus which is usually 
by contaminated umbilical stump. Forth one is 
generalized tetanus which is  the most common 
and severe form.

The diagnosis of generalized tetanus is solely 
based on clinical history and physical examination. 
Disease severity can be predicted by assessing 
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the incubation period.(2) The widespread 
distribution of C. tetani spores in our environment 
in combination with the lack of herd immunity 
leads to incidental tetanus infections in non-
immunized individuals.(3) This case report urges 
on considering generalized tetanus infection,  
when confronted with non-immunized man 
who presented  with unexplained oropharyngeal 
symptoms.

Oropharyngeal symptoms in generalized tetanus 
is very rare and is reported in two case reports.
(4,5) In both cases, the patients presented with 
isolated symptoms of dysphagia and trismus, and 
generalized tetanus infection was recognized later. 
Our patient initially admitted to surgical unit with 
odynophagia and dysphagia later he developed 
neck and back muscle rigidity and eventually ended 
up in respiratory arrest.

Appropriate treatment of generalized tetanus 
consists of halting toxin production, neutralization of 
free circulating tetanus toxin, airway management, 
control of muscle spasm, management of 
dysautonomia and general supportive management. 
All patients should undergo wound debridement. 
Pharmacological eradication of C. tetani bacilli can 
be achieved by either Penicillin or Metronidazole 
based regimens. Metronidazole is the preferred 
choice. Human tetanus-specific immunoglobulin is 
available for neutralization of tetanospasmin which 
is the main cause for symptoms. Usual dose is 3000 
to 6000U around the wound and as intramuscular 
injection (6). A recent meta-analysis showed that 
a combination of intramuscular and intrathecal 
Tetanus immunoglobulin (TIG) administration 
is superior to intramuscular treatment alone 
with regard to morbidities from tetanus. The 
most important factor to reduce mortality from 
generalized tetanus is care in the intensive care 
units (ICU) with aggressive sedation protocols 
and advanced ventilatory support. Benzodiazepine 
derivatives are the mainstay for sedation in the ICU 
during the course of generalized tetanus. Autonomic 
dysfunction remains the major clinical challenge; 
as hypotension, arrhythmia and cardiac arrest 

are important predictors of fatality. Magnesium 
Sulphate is known to reduce the duration of 
mechanical ventilation and autonomic instability.  
Since tetanus is one of few bacterial disease it does 
not confer immunity following recovery from acute 
illness, all patients with tetanus should receive 
active immunization with tetanus toxoid.(7)

Conclusion

The diagnosis of generalized tetanus remains a 
diagnostic challenge when the classical symptoms 
are absent at presentation. Early recognition and 
immediate initiation of advanced critical care is 
necessary to prevent rapid clinical deterioration 
and worst outcome. Though tetanus vaccination 
is well established in Sri Lanka, people from poor 
socioeconomic background we still unaware about 
the importance of vaccination. We recommend 
when evaluating the dysphagia in paliers with 
poor socioeconomic background, tetanus should 
be considered as an important  differential after 
excluding the common causes of dysphagia.

References
1. Groleau G. Tetanus. Emerg Med Clin North Am 

1992;10:351-60.

2. Brook I (2008) Current concepts in management of 
Clostridium tetani infection. Expert Rev Anti Infec 
Ther 6 : 327-336

3. Parker J (2006) Managing Tetanus. Emergency 
nurse 14: 14-17

4. Tahery J,Morris DP, Birzgalis AR: Tetanus: the 
‘forgotten disease’. A rare cause of dysphagia and 
trismus. J Laryngol Otol. 2004, 118: 974-976

5. Paterson AW, Ryan W, Rao Mudiginda VV: 
Trismus: or is it tetanus? A report of a case. Oral 
slug Oral med Oral Pathol Oral Radiol Endod. 2006, 
101: 437-441 

6. (2004) Tetanus Immune Globulin (Human). Bayer 
Corporation, Elkhart, IN, USA

7. Bleck TP. Clostridium tetani. In: Mandell GL, 
Bennett JE, Dolin R,eds. Principles & practices of 
infectious disease. New York: Churchill Livingstone, 
1995: 2173-8



Vol.30, No.1, July 2018                                                                                                                                                 - 39 -                                                                                                                      

Acute fatty liver of pregnancy: A case report of successfully managed an uncommon 
catastrophic disease.

Varuni K1, Sivansuthan S1, Gajanthan R1 
1 Teaching hospital Jaffna.

Background 

Acute fatty liver disease of pregnancy has 
universally high fatality rate (1). But with modern 
treatment and early anticipation of diagnosis and 
complication, and with appropriate supportive 
management it has improved prognosis (2). AFLP 
also known as acute hepatosis of pregnancy/ 
acute yellow atrophy of the liver (3) It is usually 
a diagnosis of exclusion and a strong index of 
suspicion can lead to timely diagnosis. Delay in 
diagnosis is associated with morbid complications 
with high mortality. Liver biopsy is the gold 
standard for diagnosing AFLP, but due to the 
presence of coagulation abnormalities diagnosis 
is usually made by clinical and laboratory findings 
(4). Even though pathophysiology is unknown it 
is believed to be caused by microvascular stetosis 
of liver cells due to impaired long chain fatty acids 
metabolism in mitochondria of the fetus (2,5). It 
affects mainly first pregnancy, thin patients and 
multiple pregnancies and male fetus (4,5). It can 
recur in subsequent pregnancies (5).

Case report 

A 30-year-old P2C0  mother with twin pregnancy 
presented at her POA 36+6weeks. Her first 
pregnancy was a miscarriage at 12 weeks of POA.  
Her antenatal history was unremarkable. She was 
admitted to a local Hospital with 3 days fever and 
cough and treated as chest infection. She developed 
nausea, vomiting and giddiness. Urgent USS 
scan showed one twin had died. She was urgently 
transferred to Teaching hospital, Jaffna.

On admission her BP was 140/90mmhg and pulse 
rate 125 bpm. She was icteric and had bilateral 
mild ankle edema and tender right hypochondrium. 
Lungs were clear. There was no evidence of rupture 
of membrane/ or PV bleeding. Fetal heart rate was 
monitored showed fetal distress. Her investigations 
revealed, WBC 16000, platelet 125,000, Hb 11 g/
dl, INR 1.6, APTT 85.6, AST 290 U/L, ALT 310 
U/L, albumin 22 g/dl, total bilirubin 143umol/l with 

direct component 94umol/l, creatinine 282 mg/dl 
and normal UFR. Repeat USS also confirmed that 
only single viable fetus with signs of fetal distress. 
Our main differential diagnosis was acute fatty liver 
of pregnancy/ sepsis and DIC secondary to IUD. 

She was transferred to ICU next day. Broad 
spectrum antibiotics were started. Blood picture 
showed early DIC. She underwent LSCS under 
spinal anesthesia with intraoperative FFP and 
cryoprecipitate.  Both fetuses were stillborn 
without maceration. In the immediate postpartum 
she developed restlessness, confusion and she 
deteriorated. There was ongoing mild PV bleeding. 
She was intubated and vertilated. Liver failure and 
anti-coma regime was started.

USS abdomen showed severe fatty liver changes. 
Liver enzymes rose up to 400 U/L and AST was 
more than ALT. INR was persistently high with 
maximum of 3.3 and bilirubin rose to 365 umol/l. 
Platelet dropped to 10,000 and Hb to 5.3 g/dl. 
Creatinine reached to 450 umol/l. ABG showed 
metabolic acidosis. TSH, ANA and Hepatitis 
screening were normal. Cultures, DAT, ECHO were 
normal. Repeat blood picture showed MAHA. CT 
brain scan thrice was normal. CXR showed ARDS. 
Her O2 requirement was 90% O2 with SPO2 68% 
indicating severe ARDS. 

She was given factor VII, FFP, Cryo, platelets 
and blood with the advice of hematologist. She 
was treated with Mannitol, Human albumin and 
NAC infusion as suggested by gastroenterologist. 
Hypoglycemia was corrected with 10% and 25% 
dextrose infusion. Fluid status was optimized with 
CVP guidance. Blood pressure was supported by 4 
inotropes, first Noradrenalin and then Dopamine, 
Dobutamine and Vasopressine. Her prolonged 
ventilation was supported with tracheostomy. She 
was initially offered  peritoneal dialysis and later 
5 cycle of  haemodialysis for anuric renal failure 
after discussing with Nephrologist. As there was 
no improvement she underwent total plasma 
exchange 5 cycles every other day. Finally, her GCS 
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and biochemical parameters become normalized. 
She was weaned off from ventilator after 3/52. 
Her ICU stay was complicated with hospital 
acquired pneumonia, catheter sepsis, critical 
illness myopathy, bed sores and depression. After 
rehabilitation for 2 more weeks she was discharged 
home.

Discussion 

Acute fatty liver of pregnancy (AFLP) affects 
1 in 7000 to 1 in 16000 deliveries (1,5). Due to 
the rapid diagnosis tools and speedy delivery the 
maternal mortality rate has decreased from 80–85% 
to 7–18% and the fetal mortality rate from 50% 
to 9–23% (4). Early detection and anticipation of 
complication are the most important management 
step in successful outcome in AFLP even though 
patient developed life-threatening complications. 
But in this patient, there is some delay in transfer 
and getting emergency delivery due to ICU 
availability and coagulation derangement in this 
patient.

In this case our Differential diagnosis was AFLP, 
HELLP and IUD with DIC. Severe coagulopathy, 
jaundice, hepatic encephalopathy, ascites, 
hypoglycemia, and a mild to moderate elevation 
of transaminase levels are the key features of AFLP 
rather than HELLP (4). Also developing ARDS, 
DIC, HRS and encephalopathy strengthen the 
diagnosis of AFLP. As the first twin died in utero 
within 1day it is also unlikely to cause DIC. To say 
HELLP there was no High BP or proteinuria.

Swansea criteria for diagnosing AFLP  have been 
used if Six or more of the following features : 
vomiting; abdominal pain; polydipsia/polyuria; 
encephalopathy; elevated bilirubin >14 μmol/L; 
hypoglycemia <4 mmol/L; elevated urate >340 
μmol/L; leukocytosis >11x109/L; ascites or bright 
liver on ultrasound; elevated transaminases; 
elevated ammonia >47 μmol/L; renal impairment 
creatinine >150 μmol/L; coagulopathy (PT >14 sec 
or APTT >34 sec), or micro vesicular steatosis on 
liver biopsy(4)(5). This patient easily completed 
this criterion. 

Liver biopsy shows characteristic pictures of AFLP, 
micro vesicular fatty infiltration of the hepatocytes. 
The cytoplasm shows foamy appearance due to 
fat droplets around centrally located nuclei. The 

fatty infiltration spares zoon around portal tracts 
and involve only central and mid zones of the 
lobule (5). As it is invasive method it is rarely 
performed during pregnancy due to coagulopathy 
and hemodynamic instability.

Women who develop AFLP are more likely to 
have a heterozygous long-chain 3-hydroxyacyl-
coenzyme A dehydrogenase (LCHAD) deficiency 
due to inherited defects in mitochondrial beta 
oxidation of fatty acids. It can be present in either 
of fetus or mother (5,6). LCHAD is found on the 
mitochondrial membrane and is involved in the 
formation of 3- ketoacyl-coA from 3 hydroxyacyl-
CoA. This gene mutation is recessive; therefore, 
under normal conditions, women have normal 
fatty acid oxidation. The commonest mutation is 
G1528C (5). However, if the fetus is homozygous 
for this mutation, it will be unable to oxidize fatty 
acids. These metabolites products produced by the 
fetus is accumulated and passed to the mother, who, 
because of diminished enzyme function, cannot 
metabolize the additional fatty acids by maternal 
liver. This results in hepatic strain leading to the 
development of AFLP, which can be relieved by 
delivery of the infant (5,6).

Total plasma exchange become key role in AFLP. 
Recent literatures reviews confirm that all patients 
showed remarkable improvement. If it is combined 
with CRRT it will give added success (6,7). It acts 
by removing pathologic substances and reducing 
the further damage. It can reverse the pathologic 
process. Factor VII also has been successfully used 
off label for control bleeding in DIC (5).

Conclusion 

•	 AFLP should be a differential diagnosis in 
a pregnant patient present with icterus with 
vomiting and abdominal pain. 

•	 Early termination of pregnancy would be 
the mainstay of treatment. 

•	 Even though fetus delivered, patient can 
deteriorate further, and we should anticipate 
hepatic encephalopathy, hepatorenal 
shutdown, ARDS and DIC. 

•	 Multiple specialty team approach and ICU 
care will influence the good outcome. 
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•	 TPE has significant role in case of AFLP 
complicated with HRS and encephalopathy. 

•	 Factor VII has significant role in AFLP 
with DIC.

Abbreviations

DIC= disseminated intravascular coagulation, 
MAHA= microangiopathy hemolytic anemia, 
HELLP= Hemolysis, Elevated Liver enzymes , Low 
Platelet, IUD= Intra Uterine Death,  HRS= Hepato 
Renal Syndrome, ARDS= Acute Respiratory 
Distress Syndrome. DAT= Direct Agglutination 
Test.
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Ciclosporin! A significant role in Resistant Dermatomyositis 

Aravinthan. N 1, Vijeyaratnam. D1 

1Rheumatology Unit, Teaching Hospital Jaffna, Sri Lanka. 

Introduction 

Inflammatory myopathies represent largest group of 
acquired and potentially treatable cause of skeletal 
muscle weakness. The goal of therapy is to improve 
muscle strength and thereby improving function 
in activities of daily living and ameliorate extra 
muscular manifestations. Though almost all patients 
respond to glucocorticoids, approximately 75% of 
patients ultimately require additional treatment 
with Azathioprine,Methotrexate or Mycophenolate 
(Mofetil).(1)In infrequent resistant cases evidence 
of clinically significant benefit is greatest with 
rituximab and intravenous Immunoglobulin. Here 
we report a case with resistant Dermatomyositis who 
failed to respond to Methotrexate, Mycophenolate 
(MMF), Azatioprine& even no response to 
intravenous immunoglobulin, but well responded 
to Ciclosporin.(1,4) 

Case report 

A 55-year-old previously healthy lady until 2015 
presented to the Rheumatology clinic with two 
week history of rash involving her face and hands 
and generalized body weakness.  She initially 
noticed pain of proximal muscle of left sided arm 
with weakness followed up by pain and weakness 
of left lower limb mainly involved proximal muscle 
group and ultimately ended up in involvement of 
all four limbs which made her bedbound within 2 
weeks of onset.     

She never had any experience of numbness of 
hands or feet and there was no history of dysphgia, 
dysphonia or diplopia. She also noticed a non-itchy 
rash on her face and hands.  She was not taking any 
regular medication until this event. She worked as 
a teacher. 

Examination revealed a classical heliotrope rash 
as well as evidence of Gottron’s papules and “V” 
sign of neck. She had bilateral upper and lower 
limb weakness in the proximal (1/5) and distal 
(4/5) muscle groups as well as slight neck muscle 
weakness (4/5). She was afebrile and all of her vital 
signs were normal. 

Routine blood tests showed elevated ESR (109mm), 

CRP (50mg/dl),Creatine kinase (CK) (4000units/L)
and LDH (740U/L). Electromyography showed 
the features of myopathy and which was 
further confirmed by needle muscle biopsy as 
Dermatomyositis and the diagnosis was supported 
by positive ANA at 1:320 and positive anti jo anti 
body. The ANCA, Hepatitis B, C status, CT of 
chest, abdomen were normal. Biopsy of skin was 
consistence with Dermatomyositis. 

She was commenced on prednisolone 1mg/kg for 
which she responded well initially. However, with 
tapering of steroids she developed relapse evidenced 
by worsening of weakness and elevated level of 
routine CPK.  The treatment with Methotrexate and 
later with the subsequent relapses Azathioprine and 
Mycophenolate were added.

During the follow up, in 2017 she relapsed, 
which was precipitated by osteomyelitis of tibial 
bone and she was treated for six weeks with 
IV and oral antibiotics. While on treatment for 
Osteomyelitis her usual DMARDS were withheld 
and  flare up of Dermatomyositis was managed with 
methylprednisolone 500mg IV daily for 3 days and 
then with high dose of oral steroid(1mg/kg). After 
completion of antibiotics for Osteomyeltis her 
usual DMARDS were recommenced gradually. 
However, she continued to have the features of 
flare up of Dematomyositis despite the three usual 
DMARDS and steroid. 

Therefore this episode was regarded as a 
manifestation of resistant Dermatomyositis. 
Although multiple options are available for 
treating the refractory cases,evidence of clinically 
significant benefit is greatest with Rituximab & 
IVimmunoglobulin. Even though Rituximab is 
usually considered as superior to Immunoglobulins, 
we had to treat with Immunoglobulin 2mg/kg, as 
she was recently treated for Osteomyelitis( the 
risk of flare up of infection with Rituximab) 
and unavailability of Rituximab at our hospital. 
However, even with Immunoglobulin she did have 
no improvement in her disease activity.

The diagnosis was reevaluated and reconfirmed 
with repeat muscle biopsy and EMG. Steroid 
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induced myopathy was considered as one of the 
differential diagnosis and which was excluded by 
elevated CPK.  Associated electrolyte imbalances 
and Endocrine abnormalities causing muscle 
weaknesses had been looked for and ruled out. 
She was screened for underlying malignancy 
causing refractory Dermatomyositis, earlier with 
noninvasive investigations such as CXR, HRCT 
chest, CT abdomen, mammography, Ultrasound of 
pelvis&abdomen, blood picture and tumor markers 
such as CA-125, beta HCG and later with invasive 
upper gastrointestinal endoscopy, however all of  
which had revealed no evidence of malignancy. 

As the final remedy she was started with a trial 
of calcineurin inhibitor, Ciclosporin 2.5mg/Kg/
day for which fortunately she did have dramatic 
response. Although she developed  hirsutism with 
Ciclosporin, it was continude was taped, as tapering 
the drug made the tendency to develop relapse. 
Now with Ciclosporin she is doing well andleading 
a healthy life without recurrent flare up.  We plan to 
do annual screening for malignancy as associated 
cancer may not become apparent for 2-3 years.  

Discussion   

Dermatomyositis is a rare disorder of unknown 
cause with the prevalence of 1 in 100000. Its 
autoimmune a etiology is supported by associated 
other autoimmune, connective tissue diseases & 
T cell mediated myocytotoxicity and complement 
mediated microangiopathy

Dermatomyositis can affect both children & adults, 
Women are affected more often than men.It is a 
distinctive entity identified by characteristic rash 
accompanying or more often preceding muscle 
weakness.(2) Even though typical cases present 
as progressive symmetrical weakness, our patient 
initially developed unilateral weakness with 
asymmetrical distribution which favors Inclusion 
body myositis rather than Dermatomyositis, 
however initial muscle biopsy did reveal no features 
of inclusion bodies.Extramuscular manifestations 
may be present to a varying degree in patients with 
Dermatomyositis.(3)  

The treatment of inflammatory myopathies 
to date has been complicated by the rarity of 
the disease and paucity of large randomized 
clinical trials. Sequential empirical treatment 
of Dermatomyositis is suggested as step 1 with 
high dose prednisolone, step 2 with Azathioprine, 

Mycophenolate or Methotextrate for steroid sparing 
effect, step 3 with Intravenous immunoglobulins 
and step 4 with guarded optimism of one of 
the following agents chosen according to the 
patient’s age, degree of disability, tolerance, 
experience with drugs and general health, so 
the drugs in step 4 are Rituximab,Ciclosporine, 
Cyclophosphamide&Tacrolimus. 

In previous case reports by Danial J Wallace 
& Allen L suggested significant improvement 
with combination therapy with Methotrexate & 
Chlorambucil, by Grover & Peshin highlighted 
the importance of Rituximab in resistant cases 
of Dermatomyositis and by J.Albayda&L.
(4) Christopherstine gave importance of IV 
immunoglobulin and other novel agents in 
refractory cases. However, our patient showed 
dramatic improvement to Ciclosporin. Ciclosporin 
is a calcineurin inhibitor that inhibits production 
and release of IL-2 and IL-2 induced activation of T 
lymphocytes. Here we would like to emphasize the 
importance of Ciclosporin as a remedy in resistant 
cases of Dermatomyositis. (5)

Abbreviations  

CRP- C reactive protein, ANA- anti nuclear anti 
body, ANCA- antineutrophil cytoplasmic antibody, 
DMARDS- disease modifying antirheumatic 
drugs, CXR- chest Xray 
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Introduction

Familial Adenomatous polyposis (FAP) is an 
inherited disorder and it represents the most 
common gastro intestinal Polyposis syndrome.  
The mutation of germ line in the APC gene is 
the main cause for FAP. The FAP is an inherited 
syndrome characterized by multiple (more than 
hundred) polyps in the colorectum with high risk 
of colorectal carcinoma and existence of extra 
colonic manifestations. Cancer prevention and 
maintaining a good quality of life are the main 
goals of management. The recommended surgical 
modalities are total proctocolectomy and ileoanal 
pouch or ileorectal anastomosis for AFAP.

Case Presentation

A 28 yr old married, otherwise healthy women 
presented with a history of altered bowel habit for 
10 months duration. She gave a history of passing 
stools 10 to 15 times daily, and it was mixed with 
altered blood with bad odor. Her appetite was good 
but she had lost about 10kg of weight during this 
period. She denied history of fever, abdominal 
pain or any other systemic symptoms. Her father 
underwent an abdominal surgery and died 20 
years back and no records available for further 
evaluation.

Her abdominal examination and digital rectal 
examination were found to be normal. No any 
peripheral stigmata of any chronic illness were 
present and her BMI was 17.  Her haemotological 
investigations revealed an Hb of 7.4mg/dl, ESR 
– 74mm/hr. CEA was 1.49ng/ml. More than 
100 polyps seen in colonoscopy and the biopsy 
showed two tubular adenomas and one villous 
adenoma. Ultrasound scan of abdomen and pelvis 
revealed a significant wall thickening of colon with 
multiple mesenteric lymphadenopathy. Double 
contrast barium enema revealed multiple polyps in 
ascending and transverse colon. The diagnosis was 
made as Adenomatous polyposis coli.  

She initially underwent total colectomy (Stage I 
procedure) and ileostomy. The biopsy revealed 
a large tubulo – villous adenoma with high grade 
dysplasia and numourous (>100) adenomatous 
polyps with low grade dysplasia throughout the 
colon including the distal resection margin. Three 
months later she was admitted for ileal pouch 
creation. The procedure was converted to abdomino 
perineal resection since multiple polyps involving 
upto anus noted intra operatively. This biopsy 
revealed a well differentiated adenocarcinoma 
(Duke C1, pT3N1bMx) 

Discussion

The most common adenomatous polyposis 
syndrome is FAP. Its an autosomal dominant 
inherited disorder characterized by more than 
100 – 1000 of polyps throughout the colon . FAP 
most commonly affect the left side colon (4) . All 
patients with FAP develop colorectal cancer by the 
age of 35 – 40 yrs if untreated (5). Rectal carcinoma 
developed in 59 % of FAP patients as in this patient 
(4,6 ). Familial adenomatous ployposis (FAP) is a 
rare condition that occurs  1 in 6850 to 1 in 30000 
new born and also responsible for approximately 
1% of colorectal carcinoma in the world (5,6). The 
mutation of the APC gene is one of the earliest 
event leading to polyp formation and subsequently 
lead to malignant formation(1,3,5). This is known 
as adenoma carcinoma sequence. There are more 
than six hundred mutations have been discovered 
in APC gene in these patients (5).

The APC gene mutation has a high penetrance  rate 
and in untreated or undetected patients the natural 
history of the disease is as follows (2,4,5).

	Age of appearance of adenomas is 20 – 23 
yrs

	Age of onset of symptoms 30 – 35 yrs
	Age of diagnosis of adenomas 30 – 37 yrs
	Age of diagnosis of carcinomas 30 -40 yrs

Case Report
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Among those who were diagnosed with symptoms 
of FAP, 65% already had a colorectal malignant 
lesion (4,5). Our patient unusually had a malignant 
lesion in the rectum at the age of 28. 

Usually, by the late teens or early twenties, due to 
the increasing number of adenomas, prophylactic 
cancer preventive surgery is advocated(2). Surgical 
options include subtotal colectomy with ileorectal 
anastomosis, total proctocolectomy with ileostomy, 
and proctocolectomy with or without mucosectomy 
and ileal pouch anal anastomosis. Given the 
substantial risk of rectal cancer developing after 
colectomy and ileorectal anastomosis, most experts 
advise total proctocolectomy for the typical FAP 
patient with multiple rectal adenomas(2). 

The absolute indications for immediate colorectal 
surgery in FAP include documented or suspected 
cancer with significant symptoms(3). Considering 
this patient’s age and investigation findings, she 
underwent total colectomy and planned for ileal 
pouch creation later. However, during the second 
surgery she was found to have multiple polyps 
involving rectum and the surgery was converted 
to abdomino perineal resection.

The individuals with family history of FAP 
or subtypes, FAP – type with extra colonic 
manifestations, colonoscopy and all detection of 
more than 10 cumulative colorectal adenomas or 
patients with colorectal carcinomas should undergo 
for genetic assessment(1,3). Genetic testing of 
these patients include APC and MUTYH gene 
mutation analysis (1,3)..  The surgery option is 
indicated in all proved patients with FAP (1).

Conclusion

Cancer prevention and maintaining a good quality 
of life are the main goals of management in FAP. 
Early detection, genetic counseling and decision 
making after providing adequate information to 

the patient improve the prognostic index after 
surgery in patients with FAP. In the management 
of patients with FAP, it should be born in mind that 
there is a possibility of malignant transformation 
even in younger patients and development of rectal 
cancer in patients with a retained rectum after total 
colectomy.
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Let’s Grace the Reborn- Land and Journal!! 
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There are signs of
Reverberating circulation
In the land 
and   in the minds..!
After it seemed 
Decades length of
 resuscitation..!

Suffocated  gasps
Find its way to breathe..
Clearing the throat 
And....
The clouded thoughts. 
Soon it breezes 
With the spring
On earth..!

Paraesthetic souls 
And the soil
Palpating the twitching 
 of roots....,
Scintillating sensation 
Signals for  
The beginning of
Life again!

Buried hopes 
Spurting through 
The deeply laid trenches...!
Twisted future
straightening strong
Like those....
palmyrah bunches! 

Deserted monsoons
Swaying with the
 swollen  Clouds....
Falling rain
Drowns the drought
Of the rock hard
Earth!
Weeping  away
The rigorous 
Grid and the rust..! 

Those wounds will  
soon...
get  healed
With those  lingering
 magic touch of hands...,
Leaving 
No scars at all..!

Prevailing melancholy 
Changes its pitch
To lullabies 
Cheerfully.
For this Reborn baby....
To grow gloriously
With  the 
everlasting  resilience
Echoing  
around the world!!

Poem
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