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OBITUARY

His work was not only in surgery of trauma, but also in orthopaedics like surgery of spine, hip, knee and hand.
He was awarded Tamgha-e-Quaid-e-Azam twice by the Government of Pakistan.

In 1985 Prof. Rahim founded a hospital called the Orthopaedic and Medical Institute (OMI) in the private sector at
his private clinic "The Clinic".

Prof. Rahim was a very strict disciplinarian. He used to follow rules and regulations himself and expected others
to do the same. He continued his disciplined life even after retirement. He was always seen in the premises of
hospital early in the morning caring for the birds and garden, which he loved so much.

PROF. A. RAHIM

Prof. A. Rahim, the pioneer orthopaedic surgeon of Pakistan expired on 31st
March 1995. May Almighty Allah bestow His blessings on him.

Prof. A. Rahim was born on 1st February 1915. He graduated from King Edward
Medical College, Lahore in 1941 and joined Punjab Medical Services. From 1943
to 1947 he served the Indian Army in a hospital in Asam & Burma dealing with
battle casualties. Prof. A. Rahim went to UK for post graduate studies, got
F.R.C.S. in General Surgery in 1951, and M.Ch. Ortho from Liverpool in 1952.
On his return from UK in 1953, he was appointee as Asstt. Prof. in Dow Medical
College and Orthopaedic Surgeon in Civil Hospital, Karachi. He was promoted to
Professor of Orthopaedic Surgery in 1964 and was appointed Medical
Superintendent of Civil Hospital in 1966.

He was instrumental in setting MCQ Bank at the College which led to the introduction of MCQs at the Fellowship
examinations. He also contributed towards the introduction of Objective Structured Clinical Examination (OSCE)
in certain examinations of the College. His monograph on OSCE is still being used in workshops at various
centrers.

PROF. FAZAL ELAHI

Prof. Fazal Elahi, Professor Emeritus, CPSP, one of the pioneers of medical
education in Pakistan and an eminent surgeon of Pakistan, died in Chicago,

USA on January 2, 1996 (may God bless his soul).

Before joining the Department as an Honorary Director, he was Prof. of Surgery at
Dow Medical College & Civil Hospital Karachi for a good number of years. He was
also an active member and President of the Society of Surgeons Pakistan,
Karachi Chapter. Prof. Elahi joined the Department of Medical Education at CPSP
in January, 1985 and made laudable contributions in organizing regular training
programs including workshops. He was also instrumental in the affiliation of the
Department of Medical Education with the Department of Medical Education,
University of Illinois, Chicago, USA.



EDITORIAL

Pancreatic pathology in general, and carcinoma in particular has traditionally been shrouded in mystery.
Placed as it is in a relatively inaccessible and obscure position in the retroperitoneal region, it arrived late in
medical diagnostic literature. Diagnostic methods helpful in the diagnosis of pancreatic pathology have

arrived on the scene only comparatively recently. As a result, treatment methods too have lagged behind in
development and general acceptance, as compared to other parts of the digestive system.

The first resection for Pancreatic carcinoma was performed in the early forties by Whipple and others. It was
followed by other cases, with a variable mortality and morbidity after surgery. The biggest problem at that time
was in knowing which tumours were malignant. needing radical procedures and which were benign, requiring
limited procedures only. This problem has been solved to a large extent today by better pre-operative assessment
and the availability of per-operative frozen section facilities.

Although Pancreatic resections were being done from the 1920s onwards, these procedures were confined to
major centres in the more advanced countries. In a large majority of cases around the world, for a long time,
pancreatic carcinoma was being managed palliatively with various biliary-enteric bypass procedures. These had
good short term effects, but as expected, poor long term survival rates. The situation has now improved
enormously, at least in cases of pancreatic head carcinomas.

This improvement has been achieved by excellent diagnostic imaging techniques including ultrasound, CT Scans,
MRls andrecentfydevelopeo Magnetic Resonance Cholangio-Pancreatogreaphy (M.R.C.P.). All these techniques
are non-invasive, rendering invasive methods like P.T.C. or E.R.C.P. unnecessary in most cases. This has helped
in greatly improved understanding of the importance of pre-operative preparation, including physiotherapy and
nutrition etc. and better pre-operative management by anesthesiologists. The greatly improved post-operative care
in surgical I.C.Us, easy availability of frozen section facilities and introduction of newer surgical techniques, like the
pylorus preserving resection etc. has brought down considerably the mortality of Whipple's procedure for
pancreatic head carcinoma. The figures for periampullary carcinoma, which should be classed together with
pancreatic head tumours as a clinical entity, are even better.

However, the prospects for malignancies of body and tail of the pancreas remain depressingly low. This is
basically due to delay in presentation of these cases. Symptoms do not appear early on and problems that arise
are symptomatically treated by the attending doctors after labelling the problem as dyspepsia, indigestion or
irritable bowel. Many of the patients present with maturity - onset diabetes mellitus. Occasionally, the first
indication that something is wrong is the occurrence of secondaries; Troisier's Lymph nodes in the supracalvicular
region are often seen. A patient presented to me with a subcutaneous lump in the scalp which turned out to be a
pancreatic secondary.

What is therefore required, in the light of our knowledge is that a high index of suspicion should be kept for
pancreatic tumours. Full use of modern day investigative techniques should be made in cases where there is a
strong likelihood of existence of these tumours, early surgery is mandatory, with a standby frozen section facility if
possible.

Irshad Waheed
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EXPERIENCE WITH SEVERE FORMS OF AMNIOTIC
BANDS OF THE LIMBS AND REVIEW OF

LITERATURE

FAIZAH NAHEED BHATTI*, AMNA NASIR*, M. NAEEM-UZ-ZAFAR KHAN**

ABSTRACT

Amniotic bands are curious congenital constriction bands which may involve any organ or tis-
sue in the body. The most plausible theory is considered to be an early rupture oJ the amnion
which results in the formaiion. oj fibrous bands. These bands may entangle any organ, but
when they occur in limbs, they produce dllferent degree oj uyury distal to the site oj constric-
tion. In this article. amniotic bands afflicting the limbs have been studied. The results oj sur-
gical management are assessed and review oj literature is presented.

KEY WORDS: Amniotic bands. autoamputation. Congenital constriction rings.

INTRODUCTION
Historically many authors have referred to amniotic bands
with various names. These include "Annular Bands",
"Constriction Band Disruption" and "Ring Constriction", as
well as the more obscure terminologies such as
"Streeter's Bands" and "Simonart's Bands", Amniotic
band formation is thought to occur due to disruption
process and results in destruction of previously formed
normal element of the fetus2,3.

MATERIALS AND METHODS
Five cases of amniotic bands in children, who presented
with severe sequelae of different nature from January
1987 to April 1996 were selected. For the present study
less severe cases with isolated abnormalities are exclud-
ed. Age, sex, anatomical regions involved and the pre-
senting abnormalities distal to the constricting bands were
noted pre-operatively. The results after reconstructive
surgery i.e. excision of the constricting band and multiple
Z-plasties, were assessed and the resolution of patholog-
ical changes that were present before surgery, were stud-
ied.

CASE REPORTS:
Case No.1
A 9 month old baby boy was admitted with multiple arnni-

'Aga Khan University Medical College. Karachi.
"Department of Paediatric Surgery, Children Hospital, Pakistan Institute of
Medical Sciences, Islamabad, Paksitan.

All correspondence to:
Prof. M. Naeem-uz-Zafar Khan,Depatment of Paediatric Surgery, Children
Hospital, Pakistan Institute of Medical Sciences. Islamabad,

otic bands of toes of both feet resulting in autoamputa-
tions. There were distal syndactyly and partial amputa-
tions of the fingers of the right hand and circular amniotic
bands on the fingers of the right hand and a circular amni-
otic band on the proximal left forearm causing massive
lymphedema with elephant like skin (Fig.1).

Figure 1 1 he rig!l! arm has jumbled fingers and autoamputations
whereas the tigtht amoniotic band of the left arm has produced massive
lymphedema of the forearm and hand, so much so that only the nails
with the tips of the fingers are showing.

Joumal of Surgery Pakistan (International) Vol. 2 (1); January 1997 2
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The fingers had become engulfed within the swelling. The
right hand function was compromised due to jumbling of
the fingers and auto amputations, the left arm was totally
non-functional. Division of the band on the left with multi-
ple staged z-plasties resulted in considerable resolution
of lymphedema with much improved function of the left
upper limb. (Fig.2).

Figure 2 The same patient as in Fig no. 1 after staged surgical release
and Z-plasties with considerable reduction in size and edema of the
hand with fairly functional fingers and hand

Case No.2
A 10 year old boy was admitted with partial amniotic
bands of a lower limb in the region of the thigh and leg.
His toes had been amputated during intrauterine life. The
tight band had resulted in edema, formation of callosities,
trophic ulcers and anaesthesia of the foot (Fig.3).

Figure 3 Post-operative appearance of patient in case no. 2 after six
months of surgery (--"'4. The edema has almost disappeared, although
(----. ) callosities still persists. Padded soft shoe enabled him to walk
comfortably.

Z-plasties with division and excision of the band which
extended to the periosteum on the anterior surface of the
tibia (Fig.4) followed by compression bandages and ele-
vation of the limb allowed the foot to recover to an extent
that the

Figure 4 Case no. 2 demonstrates the effects of multiple amniotic bands
resulting in autoamputations of the fingers and toes, jumbled fingers of the
hand, massive elephantiasis like edema of the left foot, a cutaneous horn
on the dorsum of the foot and hyperkeratotic skin with scaling.

Case No.3
A two days' old baby boy was brought in with multiple cir-
cular cuts caused by amniotic bands around both thighs.
One limb was considerably hypoplastic with equinovarus
deformity. There were similar multiple amniotic bands
around the fingers of his hands. The amniotic bands had
resulted in complete disconnection of proximal and distal
skin and the wounds were already heavily contaminated
and infected. Distal circulation in this case was presumed
-to be sustained through, the deeper structures. The
wounds were thoroughly cleaned with antiseptics and all
bands were divided and multiple z-plasties were per-
formed. Postoperative progress was excellent. Because
release of constriction was promptly performed, the long
term results are expected to be much better.

Journal of Surgery Pakistan (International) Vol. 2 (1); January 1997 3
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Case No.4
A boy of 13 presented with jumbled fingers with peripher-
al amputations. His right leg was grossly swollen due to
chronic lymphedema with hyperkeratotic skin of the foot,
scattered warty lesions, a large cutaneous horn on the
dorsum of the foot and anaesthetic toes and feet, with a
foul smelling contaminated fissured ulcer on the foot.
Following z-plasties, the patient was kept recumbent with
elevation of the affected limb. There was rapid reduction
in lymphedema, considerable softening of the hyperkera-
totic skin and healing of the fissured ulcer (Fig.5). Second
stage z-plasties on the posterior side of the leg are now
planned.

Figure 5 After ten days of release of the amniotic bands with Z-plasties,
incorporting the proximal healthy and distal edematous skin which resulted
in rapid reduction in edema and healing of the fissured uncler. Further Z-
plasties on the posterior aspect of the leg are planned.

Case No.5
A baby girl of 9 months presented with bilateral amniotic
bands of the distal one third of legs which had resulted in
enlargement due to lymphedema of the right leg and tal-
ipes equinovarus of the left leg. She was treated with exci-
sion of the bands, multiple z-plasties and elongation of the
tendo Achilles on the left side to correct the equinus defor-

Figure 6 Two months after surgery edema of the limb has subsided
and the equinous deformity (-~) on the right foot has also been cor-
rected by elongation of the tendo-Achilles and post capsulotomy of the
ankle joint.

mity. Because surgery has been performed at an early
age, we expect future development of her limbs should be
good (Fig. 6).

DISCUSSION
Estimates of the incidence of this condition ranges from 1
in 5000 to 1 in 10,000 and over 600 cases have been
reported. No sex predilection has been observed',
Although many attempts have been made to discover a
genetiC alteration, it has not yielded any conclusive evi-
dence. Most likely theory is that of obscure environmental
(exogenous) influences that predispose to disruption of
the placental layers leading to spontaneous amniotic rup-
ture'". There has been one case report where amniocen-
tesis done with a large needle predisposed to amniotic
damage and subsequent rupture'.ln one case series,
9500 patients were observed out of which amnion dys-
morphism was observed in 30 cases by ultrasound.
Pregnancy outcome was favorable in all cases, thus ultra-
sound visualization in early pregnancy has also been

shown to have no adverse pregnancy outcome'. Familial
clustering has been observed in one case of the Amniotic
deformity, Adhesions, Mutilations (ADAM) cornplex'".
Alternatively some form of germ cell defect or a defect in
development of the tissues is also suspected".

The ruptured amnion forms fibrous strands which entwine
the fetus. Most characteristic is the presence of multiple
fibrous strands of amnion extending from the placental
insertion of the umbilical cord to the surface of the amnion
denuded chorion or floating freely within the chorionic
sac. Most often distal limbs of the fetus get strangulated,

4 Journal of Surgery Pakistan Journal of Surgery Pakistan (International) Va\,2 (1); January 1997
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as we have observed in our cases. Inadvertently the
bands become permanently attached to the underlying
soft tissue, which then must be removed by surgery.

Injury to the fetal parts may range from mere compression
and ring strictures to intrauterine amputation. Extent of
damage is determined by the duration and severity of the
compression. Defects may be circular or transverse, and
defects of varying tightness and depth may affect any or
all layers of the skin and soft tissues beneath". If the lym-
phatiC as well as venous drainage is blocked, lymphede-
ma and swelling of the dependent portion may be emi-
nent. This edema should be differentiated from congenital
lymphedema'. Amniotic bands also cause other patholo-
gies like cleft lip, encephalocele etc".

Mild to moderate vascular insufficiency of the developing
limb bud causes nutritional depletion, leading to underde-
velopment and a hypoplastic limb, But this may be initial-
ly masked by the gross lymphatic swelling. Severe arteri-
al obstruction will eventually cause ischemia and necrosis
of the dependent limb. The ultimate outcome is intrauter-
ine amputation. Nerve compression may give rise to neu-
ropathy, as well as distal anaesthesia. Ischemic insuffi-
ciency can lead to trophic ulcers, Callosities and horns.

Constriction bands often bind fingers together during the
process of their separation. This leads to pseudosyn-
dactyly'. Pseudosyndactyly, also known as jumbled fin-
gers, is distal in nature, whereas primary syndactyly is
proximal. Sometimes talipes equinovarus can also occur
due to these bands as seen in case No.5.

Severe cases are usually associated with raised levels of
alpha-fetoportein and acetylcholinesterase in the amniot-
ic fluid. The anomalies usually result from exogenous
intluences=, but an observation in two members of a fam-
ily suggests that genetiC factors might operate in some
cases', As a rule the absent parts due to autoamputation
are usually multiple, but rarely bilaterally symmetrical.
Symmetrical cases are usually genetiC in origin'.

The primary goal would be to relieve lymphedema, and
restore normal circulation as soon as possible. The band
is removed by plastiC procedures, which then exposes the
underlying constricted defect. This must be repaired by
multiple Z-plasties'2. Conjoined fingers must be detached
and skin grafts may be necessary to provide proper shape.
Criteria for management should include degree of com-
pression, and loss of function. By and large general rule is
early correction by plastic and orthopaedic procedures in
order to allow the child maximal use of his hands and feet.
Generally the prognosis of such patients is good.
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INCIDENCE OF CARCINOMA IN NODULAR GOITRE
SALIM SOOMRO, SHAH ZAMAN, NUSRAT ANIS, ANIS SUBHANI AND MAJEED BALOCH

ABSTRACT

In six yearsjrom Jan 1990 to Dee 1995, 369 (90 males and 279 females) euthyroid patients
with goitre were operated in Surgical Unit-II, JPMC Karachi. On technitium 99 Isotope Scan
175 were solitary nodulesand 194 were multiple nodular goitres. All these patients were clin-
ically and biochemically euthyroid. On Biopsy 15.52% solitary nodules and 11.94% multin-
odular goitres were malignant; over all incidence of malignancy was 13.6%

KEY WORDS;- Carcinoma in Nodular Goitre

INTRODUCTION
Palpable Multinodular or Solitary nodule of thyroid
gland remains a common reason for referral of a large
number of patients to both Surgeons & Physicians. On
clinical examination, Technitium 99 Isotope Scan and
ultra sonography diagnosis of solitary or multinodular-
ity is made with final confirmation at surgery and on
histopathology.

Much controversy exists over appropriate diagnostic
and therapeutic management of nodular goitre. This is
compounded by the facts that thyroid nodules are rel-
atively common, malignancy is also not very rare and
a well differentiated thyroid cancer generally runs a
very indolent course.

PURPOSE OF STUDY
To determine the incidence of malignancy of thyroid in
solitary and multi nodular goitres operated in Surgical
Unit-II, JPMC Karachi, a major tertiary hospital of the
country.

MATERIAL AND METHODS
All euthyroid patients admitted to Surgical Unit-II from
Jan 1990 to Dec 1995 were included in the study. All
the patients had complete clinical examination, hor-
monal assay (Serum T3, T4 & TSH) and radioisotope
(Tc99) Scan. FNAC was done on all the solitary nod-

All correspondence to:
Prof. Majeed Baloch
Surgical Ward II, J.P.M.C, Karachi

ules before surgery. Partial thyroidectomy was done in
multi nodular goitres and lobectomy was done in soli-
tary nodular gOitres. All the operated specimens were
subjected to histopathology.

RESULTS:
In the 6 years study of the 369 euthyroid patients,
75.7% were females and 24.3% were males.
Maximum number of patients were of the age group of
30-40 years. (Table I) Solitary nodular goitre were 175
and 194 were multi nodular.

Table-I

Sex Distribution

Age of Patient (years) Number of patient %

10 - 20 29 7.8
21 - 30 60 16.2
31 - 40 143 33.7
41 - 50 106 23.9
51 - 60 20 5.4

61 - 70 11 3
Incidence of carcinoma was 15.52% in solitary nodular
and 11.94% in multi nodular gOitres. Overall incidence
of carcinoma in euthyroid nodular was 13.6%. Table II

Journal of Surgery Pakistan Vol. 2 (1); Jnauary 1997 6
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Table-II

Biopsy Findings of 369 cases

Nodular Papillary
Goitre Carcinoma

Follicular Medullary
adenoma carcinoma

Undiffer
entiated

Lymphoma

300 26 24 07 0205

DISCUSSION:
In our study the incidence of thyroid carcinoma in
nodular gOitre is significantly higher. A varying inci-
dence of 8.1% to 20% carcinoma have been reported
by different authors in solitary nodules.

3Ag
Whereas in

multi-nodular gOitre the incidence is comparatively
less.' Hinton and Lord? have reported unexpected
malignancy occurring in 7.6% cases. 7.5% incidental
Carcinomas have been similarly reported by Koh and

B

Chang.

In a series of 192 cases, Brower
1

has reported a very
high incidence of carcinoma, malignancy was found in
11% of multi nodular group and 24% of solitary adeno-
ma group (an overall incidence of 17.1%).

The problem of thyroid Carcinoma revolves around
nodular goitre and a non exhalant approach is not jus-
tified.

56
The high incidence of carcinoma occurring in

nodular gOitre (solitary and multiple adenomata) justi-
fies the contention that surgical attack is more imper-
ative in thyroid nodules.

1
.
1o
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EARLY EXPERIENCE OF LAPAROSCOPIC
CHOLECYSTECTOMY AT J.P.M.C

MIR ZAFAR All, RIZWAN NASIM, S. SAGHEER HUSSAIN SHAH,
SHAHID RASUL, RASHEED A. CH., IRSHAD WAHEED

ABSTRACT
The application oj minimal invasive surgical technique for the removal oj gallbladder has
emerged as the preJerred method oj treating symptomatic gallstone disease. The objective oj
this study is tofind out the complications, conversion, reasonJor conversion and hospital stay
oj 127 laparoscopic cholecystectomies performed over a period oj 16 months at JPMC from
June 1994 to October 1995. As an early experience one hundred and eleven were success-
Jully operated laparoscopically and 16 converted to open laparotomy. Average duration oj
stay after successful laparoscopic cholecystectomy was 4 days.

KEY WORD:Laparoscopic Cholecystectomy, Early Experience

RESULTS Transient Jaundice
During 16 months period from June 1994 to October ---------------------
1995, 127 cases were approached laparoscopically Biliary Fistula
and cholecystectomy was performed. This study is ---------------------
divided into two equal halves, each of eight months Retained Stone in CBD
duration. ---------------------
All correspondence to: Surgical Emphysema
Dr. Mir Zafar AIi, Department of Surgery, ---------------------
Jinnah Postgraduate Medical Centre,
Karachi. Intra Abdominal Collection

INTRODUCTION
With the availability of facilities of operative
laparoscopy at JPMC, this study was designed to eval-
uate the reasons for conversions, complications, hos-
pital stay during the early period. Nowadays most of
the patients having symptomatic gall stone are treated
with laparoscopy. Laparoscopic gallbladder operations
are associated with less morbidity than conventional
open Cholecystectomy.

PATIENTS AND METHODS
This is a sixteen month retrospective study of an early
experience of laparoscopic cholecystectomy carried
out in two surgical units of JPMC. This study is divid-
ed into two equal halves - each of 8 months duration.
Six consultant surgeons operated upon the cases.
Patients were admitted through the out-patient clinics,
after confirmation of diagnosis of cholelithiasis. All the
cases were operated under general anaesthesia.
Prophylactic first generation cephalosporin (Ceporex)
was given intravenously at the time of induction of
anaesthesia.

In the first half 49 (38.5%) and in the second 78
(61.5%) cholecystectomies were performed laparo-
scopically. The mean operating time for laparoscopic
cholecystectomies was 100 minutes in the first half
and 72 minutes in the second half. Overall complica-
tion rate was 10.2% (13 cases) (Table I). Six cases
(4.72%) were converted to open laparotomy in the first
half, and 10 cases (7.87%) in the second half. Overall
rate of conversion was 12.59% (16 cases). The rea-
sons for conversion were adhesions, anatomical vari-
ations, hemorrhage, failure of equipment, carcinoma
of gallbladder, common bile duct damage and empye-
ma gallbladder (Table II ,III). Mean hospital stay after
successful laparoscopic cholecystectomies was 4.2
days and 6.3 days in converted cases (Table III).

Table-I

Complications

Laparoscopic Surgery

Wound Infection 3

3

2

2

2
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Table-II
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Ratio of conversion in both halves of laparoscopic
cholecstectomy

1st Half 2nd Half

Laparoscopic 49 (38.5%) 78 (61.5%)
Cholecystectomies

No. of Successful 43 (87.8%) 68 (87.2%)
Lapcholecystectomy

No. of Conversion 06 (12.2%) 10 (12.8%)

Table-III

Reasons for conversion

Reasons for
Conversion

Cases in 1st Half Cases in 2nd Half

Adhesions 3 3

Hemorrhage 2

Anatomical Variation a 2

Failure of Equipment a 2

Carcinoma Gall Bladder a

CBD Transection

Empyema Gall Bladder a

Table-IV

Hospital stay after surgery

No. of Days Successful Laparoscopic

1 Day

2 Day 17

3 Day 36

4 Day 19

5 Day 16

6 Day 9

7 Day 5

Above 7 Days 8

Total 111

Converted

a

a

a

6

4

a

5

16
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DISCUSSION
Laparoscopic cholecystectomy is rapidly becoming the
treatment of choice for symptomatic gallstone dis-

ease.'2 because a successful laparoscopic operation
is associated with less morbidity than conventional
one but it might be associated with high rate of serious
complications, especially bile duct injury and damage

to gut during trocars entry". Besides all this it is an
expensive procedure and lot of expertise and experi-
ence is required to perform this operation. The main
drawback with this technique is difficulty in hand-eye
coordination, and the inability to feel the structures. In
addition, laparoscopic cholecystectomies might be
associated with high rate of serious complications,
especially bile duct injury & damage of gut with trocas

4.5

entry .

Our experience of 127 laparoscopic Cholecystec-
tomies have convinced us that successful outcome of
laparoscopic cholecystectomies is dependent upon
proper patients selection, meticulous techniques and
attitude to convert to open if needed. In our study, the
reason for conversion was highest in cases with adhe-
sions and due to hemorrhage followed by anatomical
variations in two cases. Preoperative failure of equip-
ment was a reason for conversion in two cases. A case
was opened because of bile duct damage by
diathermy and another due to empyema gallbladder
(Table III). Hospitalization and recovery time was sig-
nificantly shorter in successful laparoscopic operation
with the benefit of minimal trauma but comparing with
converted cases, there was marked difference (Table
IV). We found that this technique should be performed
with tuuy equipped theatre with stand-by for open con-
version and surgeon should have an adequate experi-
ence in open biliary surgery as well as expertise in the
technique of laparoscopy.

In this study the results do not compare well with those
in published literature perhaps because it was an early
learning experience.

CONCLUSION
In the light of the present study we believe that sur-
geons should rationalize the provision of laparoscopic
surgery among themselves and should be careful in
the selection of the patients. Considering obvious ben-
efit of laparoscopic cholecystectomies, we have to
measure its drawbacks and it seems appropriate to
perform careful studies in all centres where laparo-
scopic surgery is being performed. Our results are not
comparable with the international study of early expe-
rience because we are in the "learning curve".



Early experience of laparoscopic cholecystectomy at J.P.M.C
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ROLE OF ANTIOXIDANT-EMPOXIPINE ON CORNEAL
CONSERVATION

(AN ELECTRON MICROSCOPY INVESTIGATION)

R. GOUNDOROVA, I. CHOROSHILOVA, G. BORDIOGOVA, , L. ILATOVSKAIA, S. SIDDIQUE,

We investigated the role of emoxipine in the structural
preservation of two groups of corneas: 1. Control
group where the preservation was completed on clas-
sical method of filatovs, where eye ball was refrigerat-

ed at +2°C to +4°C. 2. The experimental group, 0.5 ml
to 0.7 ml emoxipine where injected into interior cham-
ber.

All Chemical reactions in corneal tissue were slowed,
by decreasing temperature, including free radical
process, which play an important role in destruction of
cell structure. That is why for blocking free radical
process, in cornea we used a new antioxidant emoxip-
ine.

After 3-8 days corneas fixed in 2.5% glucotar aldehyde
solution and dehydrate in alcohol.

With increasing degree of' concentration ultra thin

All correspondence to:
Department of Tramatology,
Reconstructive Surgery,
Holmolthz's Institute of Eye Diseases,
Moscow, Russia.

slides were investigated under electron microscope
(Tesla - 500). We used the method of total detachment
of endothelium and impregnation of it by silver
(Smolins method) and investigated, under light micro-
scope. We studied 25 human and rabbitts' corneas.

Our morphological investigation showed that injecting
emoxipine into the interior chamber of the eye, pro-
motes preservation of the cornea especially for
endothelial cells. These cells were intact as compared
to control group, where many endothelial cells were
deleterious, increasing the period of conservation to 6-
7 days.

Experimental investigation showed that moist chamber
refrigerated at' +2°C to +4°C, slows down autolysis
process. Injecting emoxipine into the interior chamber
doubles the structural preservation as compared to the
control group.
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ROAD TRAFFIC ACCIDENT INJURIES IN
CHILDREN

SHABBIR HUSSAIN, GHULAM All, MOHAMMAD ASLAM, IRFAN QURESHI,
RAFIQ KHANANI, SANAULLAH

ABSTRACT:

During one year (30th Nov. 92 - 1st Dec. 93), 104 cases below 15 years oj age oj Traffic
lniuries reported to JPMC emergency room including 112 abrasions, 6 bruises, 82 laceration
and 17fractures. Nine cases were fatal, most due to head & neck injuries. Maximum no oj
Jatal cases occured in the early morning hours orlate night.

Key Words:- Road Traffic Accidents (RTA), Children Cause oj death in RTA.

INTRODUCTION
Road traffic accidents are public health problem and
their magnitude has been recognized by the 27th World
Health Assembly by concluding that a workable solution
to this problem requires coordinated efforts of interna-
tional agencies and organization, national, regional and

local authorities and those of world citizenry."

Road traffic accidents (RTA) are a leading cause of
death among those under 30 years and account for a
greater proportion of years of potential life loss than
cancer and heart disease comblned":". They involve
bicycle, motor vehicles and animal carts in Pakistan.

MATERIAL AND METHODS
This study was conducted at Jinnah Postgraduate
Medical Centre (JPMC) from 30th November 1992 to
1st December 1993. In a period of one year, 104 chil-
dren under 15 years of age reported at JPMC emer-
gency room and accident department after road traffic
accidents. After complete physical and necessary radi-
ological examination, they were referred to specialized
units for management. The data was collected on a
proforma which included, name, age, sex, site of
injury, type of injury (abrasion, bruise, fracture, ampu-
tation), out patient care and admission or death. An
attempt was made to determine the injury responsible
for death infatal injuries.

All correspondence to:
Dr. Ghulam Ali, Department of Forensic Medicine
,Sindh Medical College, ~arachi.

RESULTS
During one year study 104 children under 15 years of
age reported in E.R. There were 67 male(64%) and 37
female (36%), patients, with male to female ratio of
1:8:1. Nine (8.7%) cases, (5 male and 4 female) were
fatal.

Abrasions were the most common type of injuries on
more than one anatomical region of the body. (Table-
I). The timing of the number of reported cases exhibits
an interesting pattern. Majority of the cases reported
between 12:00 Noon to 6:00 P.M. Only 5 cases were
admitted for further observations, rest were dis-
charged after administration of necessary treatment.

Table-I

Pattern of injury

Region A B UW FR Total

Upper Limb 18 0 5 4 27
Lower 35 19 10 65
Head & Neck 46 3 57 2 108
Chest 9 3 0 12
Abdomen 4 0 0 5
Total 112 6 82 17 217
No. of Patients = 104
A = Abrasion B = Bruise LIW = Laceration FR = Fracture
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DISCUSSION
Road traffic accidents occur in every part of the world
where automobiles are used. They are the leading

f (4·6)causes 0 unnatural deaths around the globe. Male
predominace is reported in most of the series. (7,6)

In our series injuries of the lower limb (70.4% are more
than those on the upper limb (29.6%).The lower limb is
more prone to fracture being weight bearing and hit
easily. Tibia is the most commonly broken bone in the
lower limb. Elsewhere the pattern of injuries is almost
the same. (9)

Maximum number of accidents occured between 12:00
Noon and 6:00 P.M.(Table-II) It coincided with the peak
schooling hours as the morning shifts come off and the
afterrtoon shifts of most schools begin. It is therefore
emphasized that reckless driving should be checked
near school premises. Quite interestingly, the maxi-
mum fatalities occurred between 12:00 midnight &
6:00 A.M. They were mostly recorded near the airport,
railway station and in those areas where marriage
halls (public places of gatherings) are plentiful. The
fatalities recorded near the airport or railway station
can supposedly be due to the tendency of elders to
take children to receive relatives arriving from out-sta-
tion areas. While the fatalities reported from marriage
hall areas can be explained by the presence of chil-
dren at late night in these ceremonies and the location
of marriage halls along main roads where heavy traffic
moves with relatively high speed.

This study highlights the urgency of reducing acciden-
tal injury to children. Legislation and increasing public
awareness by utilizing mass media can help in improv-
, 10
mg the present status .

Table-II

Time of arrival of Pateints at the Hospital

Time Period No. Of Cases

6:00 A.M. TO 12:00 NOON 26

12:00 NOON TO 6:00 P.M. 43

6:00 P.M. TO 12:00 NIGHT 28

12:00 NIGHT TO 6:00 A.M. 7

Total 104
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SURGICAL APPROACH FOR HEPATIC HYDATID
DISEASE

G. ASGHAR CHANNA, AHMAR All SHAH

ABSTRACT:
We reviewed thirty two patients oj hepatic hydatid cysts treated surgically by us in the
department oj surgery J.P.M ..C. Karachi, over a period oj five years. The study was in rela-
tion to surgical procedure and complications resulting from the treatment and possible Jollow
up oj the patients. Ultra Sound scanning, being non invasive and sensitive investigation, was

used regularly inJollow up to assess the size oJresidual cavity and recurrence of the cYS{45.
Patients with biliary fistula and abscess formation. with discharging tract were treated con-
servatively.

KEY WORDS: Liver hydatid disease, Surgery for hydatid disease, Complications
oj hydatid disease.

INTRODUCTION
Many surgical techniques have been employed in the
management of hydatid disease. Because of the fear of
recurrence due to rupture and damage to the human tis-
sue due to Hle scolicidal agents, resection of the involved
portion of liver has been advised, despite considerable
morbidity and mortality 13.

MATERIAL & METHODS
Thirtytwo patients, operated during five years, were
included in the study. All of these patients were operated
by surgeons of a surgical unit. It was noticed that patients
had come from all over the country, the majority being
from Sindh and Baluchistan. Prospective investigation
done included ultrasound, computerized tomographic
scanning and Haemagglutination test. All patients were
operated after assessment. Liver was approached
through the subcostal or right para-median incisions.
Nineteen out of 32 cysts (59%) were on the right side of
the falciform ligament. Five (15%) cysts were seen in the
region crossed by the falciform ligament. Cysts were iden-
tified by palpation and isolated with 10% saline soaked
swabs. After aspirating, saline was injected and cyst evac-
uation was done. Difficulty was encountered while operat-
ing cysts on the summit of lobes and posteriorly seated
cysts. If the cavity was larger it was filled with omentum
All correspondence to:
Dr. G. Asghar Channa
Deptt. of Surgery ,
J.P.M.C.,
Karachi.

and stitched with chromic catgut. The cavities on the infe-
rior aspect of the liver were drained by vacuum or depen-
dant drains.

RESULTS
In 10 (31.2%) patients mild to moderate spillage of fluid
occurred. However no patient developed anaphylaxis.
Seven patients developed fever after surgery. Radiology
and ultrasound scanning revealed that three patients had
pleural effusion, which responded to conservative mea-
sures. Four patients developed abcesses; they were
treated by aspiration under ultrasound guidance.

Two patients developed biliary fistula remained in the hos-
pital for 34 days and were followed-up in outpatient. The
leakage progressively decreased and stopped over a
period of two months. The longest follow-up in a few
patients has been upto 5 years. Ultrasound scanning was
repeated at six monthly intervals. Follow-up ultrasound
scanning showed residual cavity or Hydrops.

Progressively decreasing size of the cavity was noticed
and no hydatid sand was detected on subsequent
Ultrasound examination.

COMPLICATIONS
Spillage of hydatid fluid
Pleural Effusion
Abcess
Biliary leak

10 patients (31.2%)
3 patients (9 %)
4 patients (1.2 %)
2 patients
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DISCUSSION
Liver, being the first filter for the ecchinococcus infesta-
tion, is a common site for the hydatid cysts formation.
Many treatment modalities are being used to treat this
condition.

•

Use of anti-helmenth drugs like albendazole and meben-
dazole has achieved partial success. These drugs are
specially advocated in wide spread inoperable hydatido-
SiS,15.11.9.12Ultrasound or computerized tomographic guided
double percutaneous aspiration and injection technique (
OPAl) is also used. The success of treatment has been
claimed specially in uncomplicated hepatic hydatid cysts.
The scolicidal agent is 95% alcohol or hypertonic saline 7.8.

Surgery is the most common form of treatment for hepat-
ic hydatid cysts. Omentoplasty, marsuplization, introflex-
ion, pericystectomy and hepatic resections are common
techniques 5.

In our series, surgical technique did not involve any major
hepatic resection. There was no mortality. Two patients
out of 32 had long hospital stay (34 days) who had biliary
fistula. The fistula closed with conservative treatment. The
abscesses were aspirated under ultrasound guidance.

CONCLUSION
Without major liver resection hepatic hydatid cysts can be
treated. Sclerosing cholangitis and anaphylaxis was not
seen in this series of patients. Ultrasound scanning is a
reliable diagnostic and follow up investigation. Biliary fis-
tula heals spontaneously if no distal obstruction is detected.
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PRIMARY VARICOSE VEINS: EXPERIENCE AT
MILITARY HOSPITALS
DILAWAR MEHMOOD, IRFAN AHMED

ABSTRACT:
Eighty six patients were managed at two Military Hospitals in a two years period. Seventy
eight patients were foUowed regularly. Mqjority of our patients were soldiers with a mean age
of 32 years, long hours of standing being their occupational requirement. Saphenofemoral
flush ligation was performed in all cases. Groin to upper calf long saphenous vein stripping
was done in those with above knee varicosities and multiple stab avulsions were done for
below knee varicosities. Recurrence occurred in 12 cases, the cause being inadequate initial
operation.

KEY WORDS: Varicose veins, Saphenofemoralligation, Surgical technique

INTRODUCTION
Incidence of primary varicose veins in our country is
not known. Regarding pathophysiology of primary vari-
cose veins, the concept is changing and now the fun-
damental defect is supposed to be primary defect in
venous wall. A recent study has shown that reflux can
occur in the presence of competent saphenofemoral
valve.2,3 Many surgical procedures have been pro-
posed to deal with this disease. In military hospitals
most of the patients are serving soldiers. This is the
reason we are getting more patients with varicose
veins than in civilian practice. The purpose of study is
to review the present day surgical protocol for the
treatment of varicose veins.

MATERIAL AND METHODS
The study was conducted over a period of two years at
Combined Military Hospitals Rawalpindi and Lahore.
Eighty six patients were entered into this study of
which eight patients were not available for regular tot-
lOW-Up.There were 6 female patients. The patients
were mostly soldiers; the civilians who were treated
with this disease belonged to the lower socio-econom-
ic group. Clinical assessment was the mainstay of the
diagnosis. Ascending phlebography was done in 10
cases in which there was a clinical suspicion of deep
vein thrombosis. For the purpose of study, the primary

All correspondence to:
Dr. Dilawar Mehmood Naeem
Department of General Surgery, Combined Military Hospital,
Lahore.

varicose veins were described as dilated, lengthened
and tortuous superficial veins with no obstruction to
deep venous flow or any arterio-venous fistula.
Saphenofemoral flush ligation was done in all cases.
Groin to upper calf long saphenous vein stripping was
done in those with above knee varicosities and multi-
ple stab avulsions were done for below knee varicosi-
ties.

Post-operatively compression dressing crepe bandage
was applied. Lower limbs were elevated for 12 hours
to reduce hematoma formation and ensure hemosta-
sis. Early ambulation was encouraged. Crepe ban-
dage was continued for 2 weeks. The patients were
told to report in outdoor after 2 weeks for initial evalu-
ation and then after 6 weeks. Results were graded
according to cosmetic appearance, relief of symptoms
and recurrence of varicosities. The patients were then
followed up for 6 months to a year.

RESULTS
Of the 78 patients who were followed regularly there
were 72 male and 6 female. Mean age was 32 years.
Recurrence occurred in 12 cases. Primary varicose
veins were bilateral in 76% of the cases. Long saphe-
nous system was involved in all cases, while short
sephenous was involved in 20% of the cases.

DISCUSSION
Primary varicose veins is a disease of young adults
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whose professional requirement forces them to stand
for long hours. The concept of etiology is shifting
towards primary venous wall defect and is attributed to
defect in connective tissues. Incompetent valve is the
manifestation of this defect which allows high pressure
transmission to superficial veins. The cause of recur-
rence is usually inadequate initial operation with fail-
ure to perform flush ligation of saphenofemoral junc-
tion. Limited stripping of long saphenous veins upto
upper calf in all cases should be done to avoid recur-
rence due to persisting mid thigh perforators. In the
popliteal fossa sphenopopliteal junction should be
carefully identified and ligated when there is short
saphenous incompetence.

Surgery for primary varicose veins has quite low inci-
dence of complications where patient selection is
appropriate and surgical principles are followed.
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LATE ONSET ESOPHAGEAL PERFORATION DUE TO
GUNSHOT INJURY OF CHEST: SUCCESSFUL NONOP-

ERATIVE MANAGEMENT IN A YOUNG CHILD.

A Case Report

ASAD I. MIAN*, SAIMA H. KHAN*, M. NAEEM-UZ-ZAFAR KHAN**

ABSTRACT:
Penetrating firearm iniuries oj the chest have become commonplace in childern living in vio-
lent urban areas. Esophageal petforoiioti may present as a late manifestation oj peadiatric
thoracic trauma due to gunshot injuru. Opinion varies as to the surgical or nonsurgical man-
agement oj such a patient. The authors report a case oj a 12-year-old girl who presented with
a similar dilemma and her successJul conservative management, that they opted [or; is dis-
cussed.

KEYWORDS: Esophageal perforation, firearm injuries, penetrating thoracic trauma.

INTRODUCTION
Penetrating thoracic trauma by high-velocity projectile

accounts for 10% to 15%'2 of childhood firearm

injuries, and is on the rise." It is the commonest cause

of thoracic injury in childern 12-years of age or older,"
The lesions are diverse and may involve any intratho-
racic structure." Perforation of the esophagus, due to
firearm, is the most severe complication of esophageal
injury and a life-threatening condition that requires

prompt diagnosis and treatment." Unfortunately, dam-
age to the esophagus due to intrathoracic trauma is
often overlooked during the initial examination, or is
not immediately apparent because of delay in presen-

tation." Management of cases of delayed onset

esophageal perforation remains controversial.i'"

Herein we describe the case of a child who developed
late onset esophageal perforation due to firearm
injury of the chest. Her successful nonoperative man-
agement is reported and discussed as described in lit-
erature.

CASE REPORT:
A twelve-year-old girl presented 24 hours after sus-

All correspondence to:
M. Naeem-uz-Zatar Khan,Department of Paediatric Surgery. The Childern's
Hospital, P.I.M.S.,lslarnabad,Pakistan.

taining a bullet injury of the chest. The injury had led
to profuse bleeding from her right shoulder. The girl
developed progressive difficulty in breathing and
cyanosis. Bleeding was curtailed by pressure bandage
until her arrival to the ER, where she was found to be
in severe pain and obvious respiratory distress. She
had heart rate of 120/min., respiratory rate of 30/min.,
and blood -pressure of 90/60 mm of Hg. She had a
1cm. x 1cm. wound of entry along the posterior axillary
fold on the left axilla, and the wound of exit was 5cm x
3cm along the right suprascapular region. Left side of
the chest had decreased expansion and absent breath
sounds. A chest radiograph showed an air-fluid level
on the left and a needle thoracentesis was diagnostic
for a hemopneumothorax. Immediate chest intubation
was done and hemorrhagic fluid drained.

In the intensive care unit broad-spectrum intravenous
antibiotics (a third generation cephalosporin, an
aminoglycoside and metronidazole) were prescribed,
and oral intake was allowed. The, chest tube was
removed after four days but subsequently the child
developed a continuous high grade fever. Blood
counts showed a persistent leucocytosis with neu-
trophilia. On the fifth day of admission, thick pus and
saliva started oozing from the wound of exit, followed
two days later by frank discharge of foul smelling food
material from the same site. This was the first clinical
indication of a delayed presentation of esophageal
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perforation, secondary to the transmediastinal trajec-
tory of a projectile. A gastrografin (radiographic con-
trast) study under fluoroscopic control on the eighth
post-traumatic day, confirmed the presence of a perfo-
ration of the thoracic esophagus at the level of the
third thoracic vertebra. There was leakage of contrast
that communicated with the skin through the wound of
exit. Surprisingly, on the left side of the chest, leakage
of contrast extends down to the level of the left dome
of the diaphragm (Fig.1).

Figure 1.Gastrografin contrast study performed eight days subse-
quent to thoracic gunshot injury confirmed esophageal perforation;
leakage of contrast can be seen on both sides of the thorax (arrows).

The patient was put on nasogastric feeding in prop-up
position, with a high caloric intake. Continuous suction
at the wound of exit and toilet of the wound of entry
was initiated, alongwith continuous pharyngeal suction
and chest physiotherapy; intravenous antibiotic were
continued. On the fourteenth post-trauma day, once
again the left side of the chest showed diminished
ventilation. A chest radiograph and a subsequent tho-
racentesis revealed a left-side empyema thorax, which
was drained by a wide thoracostomy tube with an
underwater seal. With the chest tube in place and con-
tinued drainage of the purulent fluid, and subsequent
chest radiographs showed progressive improvement.

Conservative management of our patient helped put
her on the path of steady recovery. Her Pyrexia settled
and her thorax cleared. Chest tube was removed and
subsequent chest radiograph showed clear lung fields.
Repeat gastrografin contrast studies over subsequent
weeks showed progressive reduction of the fistulous
tracts (Fig. 2A & 8).

Figure 2A

Figure 28.
Repeat gastrografin studies over the subsequent weeks showing
progressive decrease in the sizes of the fistulous tracts. These were
performed on the fifteenth (A) and the thirtieth (B) post-trauma days,
respectively.

DISCUSSION:
Whenever a penetrating wound to the chest has
crossed the midline, one actively needs to exclude
injury to the mediastinal structures, such as the heart,
aortic arch, bronchial tree, and the esophagus, even
though injury to such structures may not be immedi-
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ately clinically apparent. 8.9 Esophageal perforations
occur most commonly as an iatrogenic complication
(75% to 77%),3.10.11with chest trauma accounting for
only 2% to 10%'·3.'0.'2.'3of all esophageal injuries. The
esophagus is infrequently the site of isolated trauma
because of its protected position and small diameter.
The seriousness of perforation is heightened by the
fact that the esophagus is surrounded by loose con-
nective tissue that does not effectively prevent dis-
semination of infection and inflammation; without

treatment the outcome usually is fatal.' However, most
reports have been based on adult series with few chil-
dren included. Thus the conclusions regarding etiolo-
gy, treatment and outcome may differ and may not be

7
directly applicable to the paediatric patient. Few
guidelines are available which facilitate treatment of

14
patients with non iatrogenic injuries of the esophagus.

Esophageal perforations due to penetrating trauma of
the chest may lead to a linear tear in the esophagus
allowing leakage into the mediastinum, producing
mediastinitis, and immediate or delayed rupture into

1S
the pleural space, producing empyema. These two
complications were late manifestations in our patient.
There are distinct clinical patterns of presentation,
depending on the level of esophageal perforation.
Atleast 75% of patients with perforation have dyspha-

gia and excruciating pain on swallowlnq." In the older
child, severe pleuritic pain or substernal pain are the
hallmarks of perforation. Fever may often be quite high
and a rapid, toxic progression to shock may occur in
patients of any age, but seems to be commoner in
older children with free pleural involvement. However,
esophageal perforations may occasionally present in
an obscure fashion, as in our patient, without the dra-
matic explosion described above. In such instances,
the diagnosis may be missed for many days or

weeks.'° Late sequelae are rare because patients do
not survive the initial trauma or because the injury is

recognized early and treated appropriately." In our
patient a fistula between the esophagus and skin via
the wound of exit was a late sequela because of
unrecognized trauma to the esophagus.

Early diagnosis of esophageal perforation is suspect-
ed clinically and confirmed radioloqically." The results
of plain radiographs of the chest and neck will suggest

the diagnosis in the majority of cases.' Characteristic
findings are subcutaneous emphysema, pneumome.di-
astinum, pleural effusion and/or pneumothorax, which
were absent in our patient. It is noteworthy that upper
thoracic perforations, as in our case, present with left-
sided effusion, while lower thoracic perforations have

7

right-sided signs. This is contrary to previous findings.
Anatomically the left pleura is closely related to the
esophagus in the superior medistinum, whereas the
right pleura is in intimate contact with the distal two-
thirds of the esophagus, except where it is crossed by
the azygos vein. This most likely accounts for the pat-
tern of presentation. Plain radiographs should be fol-
lowed by water-soluble (e.g. gastrografin; diatrizoate
meglamine) study to accurately delineate the patholo-
gy. If contrast study findings are negative in a case of
suspected perforation, a dilute barium study should be
pertormed.":" Esophagoscopy offers no diagnostic
advantages and may in fact enlarge the perforation,

• 1S
complicating subsequent repair.

The most appropriate therapy for esophageal perfora-
tion depends on the site of perforation, the interval
between the perforation and its recognition, and the

10 d.systemic response to injury. In the past authors IS-

couraged conservative (i.e. nonoperative) manage-
ment that was proposed by Mengoly and Klassen in
1965.'0 The "drain and hope" regimen was thought to
be a disappointment and hence a more aggressive
approach was advocated. They suggested that prima-
ry suture with appropriate drainage should be atte~pt-
ed in early diagnosis (within 24 hours of perforation);
for late cases only drainage should be performed.
However in recent years varying accounts of manage-
ment and prognosis have been reported for late rec-
ognized perforation. Some current studies reveal that
despite a high incidence of associated complications,
survival following esophageal perforations is high and

• 12,14

the impact of delayed diagnosis is decreasing. On
the other hand, others still report high morbidity and
mortality due to delayed diagnosis and continue to

18

advocate a surgical approach.

Literature review revealed controversial management
options for cases in which the delay in diagnosis
exceeds 24 hours.

7
.
19

In our patient, the perforation
was a delayed manifestation of firearm injury. We
opted for a conservative approach. Our management
is in contrast to protocols for adults, for whom the gold
standard ,remains early aggressive surgical therapy,
aiming for primary closure of the defect.7.19·21We con-
clude that with appropriate conservative management,
a good outcome can be expected with a traumatic
esophageal perforation presenting late.
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PHYTOBEZOAR OF SMALL INTESTINE

A Case Report

ABDUL SAnAR MEMON, JAN MOHAMMAD MEMON, ABDUL GHANI SOOMRO

ABSTRACT

Phytobezoar of small intestine in middle age group is rare. We report one such case in a 50
years old female patient suffering from abdominal tuberculosis with phytobezoar. Following
antituberculous treatment and surgery, patient recovered completely.

KEY WORDS: Small intstine : Phytobezoar

INTRODUCTION
Bezoar is derived from Arabic word "BEDZEHR" meaning
antidote. Debakey and Ochsner' has classified bezoar
into 3 categories.

1. Trichobezoar or hair ball composed of masses of hair
and decaying food materials.

2. Phytobezoar consists of entangled masses of veg-
etable, fibrous material, such as skin, seeds, veg-
etable and fruit fibers.

3. Hard concretions which consist of organic masses or
calculi containing calcium.

CASE REPORT
A fifty years old widow was hospitalized with colicky
abdominal pain, vomiting and distension of abdomen. She
gave history of such attacks in the past. Abdominal exam-
ination revealed palpable stones in right lower abdomen,
which were mobile, bowel sounds were exaggerated. X-
ray abdomen revealed multiple radio-opaque shadows in
the abdomen (Fig. 1). Ultrasound was normal. Her hemo-
globin was 8.0gm% and ESR102mm in first hour.

Figure 1 X-Ray abdomen revealing Radio opaque phytobezoar in
small intestine.

With the diagnosis of subacute intestinal obstruction,
laparotomy was performed. Two strictures 25 cm. apart
were seen in the terminal ileum 30 em. from ileocaeeal
junction. Intestinal loop between the two strictures con-
tained phytobezoar (seeds of various fruits and vegeta-
bles). Resection of the loop containing phytobezoar
(Fig.2) was done followed by end to end anastomosis of
ileum. A mesentric lymph node was taken for biopsy;
which revealed tuberculous granuloma. Patient was
prescirbed anti-tuberculous drugs for six months. At
seven months followup patient is in good health.
All correspondence to: .Figure 2 Phytobezoars (various seeds) removed from terminal ilum.
Dr. Abdul Sattar Memon, Department of Surgery, Uaquat Medical College,
Jamshoro, Sindh, Paksitan.
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DISCUSSION
Bezoars are commonly seen in young ladies with psychi-
atric disorders. Bezoars after gastric surgery are reported
quite frequently because of reduction of acid and pepsin
and also disturbance of antral function. Citrus fruits with
large amounts of cellulose are also a common cause.
Recently many iatrogenic bezoars secondary to medica-
tions have been reported", Formation of intestinal bezoars
after gastric surgery may be due to delayed emptying.
First such case after vagotomy was reported by Oliver".

It is possible to dissolve phytobezoar by papain
(Proteolytic enzyme) if administered with sodium bicar-
bonate, as later is mucolytic and also facilitates the action
of papain. Combination of enzymes e.g. cellulose and
dehydroxycholic acid are also effective. Conservative

treatment, however, is effective in small percentage of
patients only. Surgery is required in cases where conser-
vative treatment fails.
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CONGENITAL LOBAR EMPHYSEMA
A Case Report

JAMSHED AKHTAR, ZAKAULLAH WAQASI, ABDUL AZIZ

ABSTRACT

Congenital cystic lesions oj lungs are rare. We report a case oj congenital lobar emphysema
in a six week old male baby who presented with respiratory distress and cyanosis. Following
resuscitation and improvement in general condition. patient was operated upon. Middle lobe
oj right lung was massively distended and was removed. Postoperative recovery was
uneventful. At three months folious-up patient is thriving well.

KEY WORDS: Congenital cystic lung disease, Congenital lobar emphysema, Pulmonary
lobectomy.

INTRODUCTION
Congenital cystic disease of lung includes four classic
lesions that present as abnormal cystic areas within
hemithorax and include congenital cystic adenomatoid
malformation, bronchogenic cyst. pulmonary sequestra-
tion and congenital lobar emphysema'. Although histolog-
ically they are different from each other but they usually
have similar clinical presentation and are often difficult to
diagnose and always require surqery", We report our
experience of one such lesion.

CASE REPORT
A six weeks old male baby weighing 3.4 kg presented with
respiratory distress and cyanosis. Birth history was unre-
markable. At the age of two weeks patient developed
fever and became increaSingly dyspnoeic. He was initial-
ly put on intravenous antibiotics and respiratory support
with very little improvement before transfer to NICH. X-
rays and C.T. scan of chest revealed space occupying
cystic lesion in the middle zone of right lung with com-
pression of upper and lower lobes on the same side and
shift of mediastinum to the opposite side. (Fig 1).

Following resuscitation and improvement in general con-
dition patient was operated upon through right lateral tho-
racotomy. On opening the chest. middle lobe herniated
through the incision. It was pale pink, spongy and did not
deflate on compression. Upper and lower lobes were col-
lapsed. Right middle lobe lobectomy was performed fol-
lowing which the remaining lung expanded. Chest tube
was placed and connected to an under water seal.
Postoperative recovery was uneventful with full expan-
sion of lung. (Fig 2). At three months follow-up patient is
thriving well.
All correspondence to:
Jamshed Akhtar, Department of Paediatric Surgery, National Institute of Child
Health, Karachi, Paksitan.

Figure 1 C.T Scan of chest showing cystic lesion of right lung.

Figure 2 X ray chest showing expansion of right lung following surgery
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DISCUSSION
Congenital lobar emphysema is a rare lesion of lung in
which massive overinflation of one of the lobes of lung
occurs. The involved lobe cannot deflate because of
intrinsic or extrinsic obstruction of its lumen. Most com-
monly left upper lobe is involved followed by right middle
lobe. Lower lobes are rarely involved". Usually the patient
presents in emergency with severe respiratory distress
and cyanosis. Chest radiograph is characteristic in which
lung markings can be seen in overinflated lobe which dif-
ferentiates this condition from tension pneumothorax.
Bronchoscopy is indicated only if facilities for emergency
surgery are at hand as it can exacerbate air-trapping.
Non-operative treatment carries high mortality. Patients
who had lobectomy in neonatal period in a series report-
ed by McBride and Colleagues had normal or near normal
lung volumes, suggesting that compensatory growth can
occur. The potential for life threatening complications

stresses the importance of early lobectomy in this malfor-
mation which is very well tolerated even in neonatal peri-
od with excellent long term prognosis.
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INTERNATIONAL SURGICAL CONGRESS 97

International Surgical Congress 97 was held on 3rd and 4th January 1997 in CPSP
premises with the collaboration of International College of Surgeons (Pakistan
Chapter), SAARC Association of Surgeons, (Pakistan Chapter) and Society of
Surgeons (Centre and Karachi Chapter). The election of Society of Surgeons Centre
was held on 3rd January 1997 and was followed by a dinner in the evening. The
Congress was inaugurated by the Sind Governor, Mr. Korncluddin Azfar on 4th
January 1997 and was followed by the scientific session.

Delegates from Lahore, Islamabad, Multan and Quetta attended the Congress. Prof.
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participants for making the Congress a success.
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BILATERAL RENAL AGENESIS IN A PARASITIC
TWIN WITH FEATURES OF POTTER'S SYNDROME:

A Case Report and Review of Litrature

AMANA NASIR*, FAIZAH N. BHATTI*, FARAH KHAN*, AMJAD CHAUDHRY**,
M. NAEEM UZ ZAFAR KHAN**

ABSTRACT

It is known that in cases oj parasitic conjoined: twins, one oj the twins may have bilateral renal
agenesis (BRA); however. it is rare to have all the features oj Potter's syndrome. In this case
report we noted most oj the features and the associated abnormalities that occur with this
syndrome in an omphalopagus type oj parasitic twin. The other twin (autosite) was complete-
ly normal in organogenesis and function, and was responsible for sustaining the parasite's
circulation.

KEY WORDS:Potter's syndrome, parasitic twinning, Bilateral renal agenesis

INTRODUCTION
BRA is incompatible with life. Immediate mortality is
because of associated pulmonary insufficiency rather than
from renal failure. A considerable number are stillborn.
The interesting features associated with this condition are
several, namely pulmonary, gastrointestinal, lower urinary
tract and skeletal abnormalities, that seem to follow a def-
inite pattern. Potter described one such set of abnormali-
ties. Although most cases are incompatible with life, but
they provide us with knowledge of embryological events
and during pregnancy, the importance of monitoring spe-
cific features with ultrasound, for example oligohydram-
nios. Early termination of pregnancy is indicated in a sin-
gle fetus, but in case of conjoined twins often one baby
with no abnormalities may be saved.

CASE REPORTS:
A set of sixteen hours old conjoined twins were born to
parents of consanguinous marriage. Previously the par-
ents had five children, three girls and two boys. The first
three had died at seventh, tenth and twelfth days respec-
tively after birth. No definite cause of death could be elicit-
ed. The last two children, a boy of five and a girl of three
have survived. There was no history of maternal illness.
'Aga Khan University Medical College, Karachi, Pakistan
"Department of Paediatric Surgery, Children Hospital, Pakistan Institute of
Medical SCiences, Islamabad, Paksitan.

All correspondence to:
Prof. M. Naeem-uz-Zafar Khan,Depatment of Paediatric Surgery, Children
Hospital, Pakistan Institute of Medical SCiences,Islamabad, Paksitan.

No pregnancy was monitred and all the deliveries had
taken place at home.

On examination conjoined twinning was omphalopagus
parasiticus type (Fig: 1 and Fig: 2). The autosite was com-
plete, both externally and internally. The parasite, who
was sustained by the autosite, had a number of dysmor-
phic features namely low set ears, bilateral cleft lip and

Figure 1 Most facial features of Potter's syndrome are present in para-
sitic twins namely, hypertelorism, micro-ophthalmia, epicanthic folds,
hare nose, position deformity of ears and hypoplastic limbs.
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Figure 2 Hydrocephaly, encephalocele and tibiofibular deficiency in
right, and femoral dficiency on the left lower hyoplastic limbs.

Figure 3 Viscera of paraslte with hypoplastic lungs and heart, oesoph-
agus and intestinal atresia. Absent kidney and urinary bladder with
Bockdalek hernia.

palate, microophthalmia, excessively flattened nose with
hypertelorism (Fig:2 ). There were limb deformities with
vestigial right upper limb bud, the left arm was large and
had radial clubbing. The lower limbs were hypoplastic with
proximal femoral deficiency on one and vestigial tibia and
fibula on the other lower limb (Fig:2). The penis was ves-
tigial and the patient had high anorectal agenesis. There
was no demonstrable motor or sensory activity in the par-

Figure 4 Hydrocephaly with encephalocoele, large amount of C.S.F. is
being drained and compressed hypoplastic brain is brought out.

Figure 5 Skeleton of parasite demonstrates deficiency of bones in
hypoplastic limbs and defects in skull due to encephalocoeles, gastroin-
testinal contrast study shows intestine of autosite overlapping into para-
site's abdominal cavity.

asite. There were only conducted movements with the
movements of autosite.

On investigations skeletal survey revealed normal skeleton
of the autosite except for the sternum which was fused with
the sternum of the parasite. The parasite had 9 pairs of vis-
ible ribs, a complete but abnormal vertebral column with
pelvis and complete sacral agenesis. Both scapulae were
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vestigial. One limb had complete lower radius and ulna and
skeleton of the hand had four metacarpals and digits. The
skeleton of the thumb was absent with radial clubbing. The
skull had an occipital defect from where the encephalocele
was bulging (Fig:4). There were hypoplastic mandible and
maxilla. Esophagus could not be cannulated and because
of anorectal agenesis, gastrointestinal tract could not be
studied. Lungs were not visible (being not ventilated).
Contrast study of the autosite showed normal esophagus,
stomach and rest of the intestine, much of the small bowel
had prolapsed through the omphalopagus connection into
the abdominal cavity of the parasite. The autosite and par-
asite shared an umbilicus at the base of their fusion. (Fig:5)

On ultrasound no abnormality was noted in the autosite.
Whereas, in the parasite there were hypoplastic liver and
kidneys; heart and lungs could not be visualized. Cranial
ultrasound revealed marked hydrocephaly with distorted
brain tissue. EEG of autosite was normal whereas para-
site showed no activity.CT scan could not be performed.

At operation, besides the general physical findings
already described, the fusion was along the umbilicus
upto the xiphisternum, where the sternum of the autosite
had fused with sternum of the parasite. There was a large
arterial and venous connection arising from the autosite
adjacent to the liver which was perfusing the parasite. The
parasite had loops of small intestine and vestigial colon
which ended blindly in what appeared to be prostatic tis-
sue in the pelvis. The penis was vestigial and testis and
scrotum were absent. There was no organised bladder,
ureter or kidney. Liver was fairly well formed with a fibrous
connection with the liver of the autosite. There was a ves-
tigial gall bladder, a small spleen and a Meckel's divertic-
ulum. Some loops of intestine and spleen of parasite had
prolapsed through a posterolateral defect in the left
diaphragm (Bochdalek hernia). The lungs were like buds
with poorly formed tracheobronchial tree and there was a
hypoplastic heart within the pericardial cavity (Fig:3) and
poorly developed aortic and pulmonary vessels.The face
had the appearance of premature senility which is suffi-
ciently characteristic to warrant a diagnosis of co-existing
renal aplasia.

This detailed scrutiny of the parasite revealed that most
features were similar to abnormalities found in Potter's
syndrome.

DISCUSSION
Degrees of defective renal development range from com-
plete failure of formation of the kidneys to occurrence of
varying quantity of renal tissue. Renal agenesis is a con-
dition in which no nephrogeniC tissue is present, and is
reported to occur in 1 in 4000 births, with a male predom-
inance of 3 to 1'. Excluding parasite and formless mon-

sters, the earliest report of bilateral renal agenesis [BRA]
was in 16716• Although most cases of BRA are sporadic, a
familial pattern has also been reported. Cain et al
described a family with two consecutive born male infants,
the first with BRA and the other with renal agenesis on one
side and total renal dysplasia on the other'. With renal
agenesis, pulmonary hypoplasia is a feature and this will
produce signs of respiratory insufficiency.

There does not seem to be any significant relationship
between BRA and maternal age or parity. In some set of
twins like our case, only one of the pair has been affected.
66 percent or more of these infants are reported as pre-
mature but it is suggested that this reflects a failure to gain
weight after 34 weeks, rather than a shortened gestation
time. Breech presentation of infant with BRA is usual. The

diagnosis is usually confirmed only at autopsy", A detailed
autopsy is vital in assessement of an infant with oligohy-
dramnios to establish congenital abnormalities of the uri-
nary tract. This applies equally to the second trimester
fetuses following miscarriages, theraputic abortion, still-
born infants and cases of neonatal deaths".

Of all the children born with bilateral renal agenesis about
33 percent will be stillborn, most of the others will die with-
in 24 hours. A rare 6 percent of patients who survive the
respiratory insufficiency live long enough to die of uremia.
The longest survival has been 39 days. The first three sib-
lings of our conjoined twins had died within the first week
of birth. About 25% of infants with BRA have no other
anomalies. Various associations have been reported in
these children. The interrelationship is not yet clear but it
is possible that all are different manifestations of a broad-
er axial mesodermal "dysplasia" syndrome.

BRA may be detected prenatally by fetal ultrasound.
Normal kidneys can be detected sonographically by 20th
week of gestation. If the kidneys are not in place by that
time, failure to demonstrate the bladder within 1-2 hours
after IN administration of lasix to the mother is considered
confirmatory. The dignostic criteria for renal agenesis in the
early fetus differs from those in the second half of gestation.

In conjoined twins where the aim is to save both individu-
als a detailed study of organogenesis and function in both
is required before surgery. But in a case of parasitic twin-
ning like in our case there is no difficulty to arrive at a deci-
sion, as only the autosite has to be saved.
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ACUTE INTERMITTENT PORPHYRIA SIMULATING
ACUTE SURGICAL ABDOMEN

A Case Report

FAISAL AHMED, JAMAL ARA, RUKHSANA SATTAR, SHABEER HUSSAIN.

ABSTRACT

A case of porphyria, an autosomal dominant, metabolic disorder, running in a whole family,
is reported. The patient is the only survivor of a family; who presented as an Acute Abdomen.

plaints the patient developed disordered orientation;
spectrum of which fluctuated between anxiety and
frank psychotic behavior. He gave no history of skin
blistering or photosensitivity. Two of his sisters had
died at the ages of 13 and 14 respectively, of disease
with similar signs and symptoms. His father had died
at the age of 28 of a disease whose nature could not
be ascertained. There is a history of consanguinity in
the family dating back to the last three generations.

KEY WORDS: Rare Metabolic Disorder, Severe Abdominal Pain, Inherited disease, Proper
Diagnosis, Porphyria, Acute Intermittent Porphyria.

INTRODUCTION
Porphyrias are a relatively uncommon group of meta-
bolic disorders, usually inherttad", in which there are
abnormalities at various levels of Haem biosynthetic
pathway" .•. Depending on the type of porphyria, excess
production and concomitant accumulation of the inter-
mediate products called porphyrins occur". The Most
important part in the management is family screaming

to prevent other members from acute attacks 68. A case
report of Acute Intermittent Porphyria presenting as

acute abdomen is presented?

CASE REPORT
A 14 years old school boy presented in the casualty
department of JPMC, with the complaints of abdominal
pain, constipation and disordered orientation for 5
days and fever for 8 days. About 7 hours prior to
admission, he also developed urinary retention.

The patients was alright 8 days ago when he devel-
oped fever, for which he was treated by a local doctor.
Three days later he developed abdominal pain which
prevailed throughout but fluctuated in severity and
responded to certain injections prescribed by the local
doctor. He was constipated which became absolute a
few hours prior to admission. Alongwith these com-
Dr. Faisal Ahmed.
Department of Medicine,
Jinnah Postgraduate Medical Center
Karachi.

The patient had visited the hospital on four different
occassions, but was either discharged because he
was found to have no surgical pathology, or referred to
neuropsychiatric department, in view of his obvious
behavioral disorder.

Clinical examination showed that he had a very rapid
pulse and a blood pressure of 150/1 OOmm of Hg. He
was disoriented and paranoid complaining of excruci-
ating abdominal pain; but there was no abdominal ten-
derness. His deep tendon reflexes were normal. he
was catheterized because of urinary retention, and on
examination of the urinary bag a short while later, the
urine had turned darker in the urine bag, Ehlrich's test
was performed and was affirmative. Other investiga-
tions showed reactive neutrophilia, Na- concentration
120 meq/L and urea 43mg/L. A diagnosis of Acute
Intermittent Porphyria was thus confirmed.
DISCUSSION
As the mortality of an acute attack of this disease is
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very high, and keeping in view its relative, though
anecdotal, low incidence in our setup, and also con-
sidering the fact that this is an autosomal dominant

disease", which should have a relatively equal inci- 5.
dence in various communities. Patients are often shuf-
fled between surgical and psychiatric Departments

because of various behaviour changes in this lllness".
It is tentatively concluded that this condition is not
diagnosed correctly, a number of times, to facilitate
prompt and life saving treatment. Therefore, in all
cases of acute severe abdominal pain, not within the 6.
surgical parameters, metabolic disorders like porpho-
rias should be kept in mind.
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