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“Pen Is mightier than the sword”,  This universal proverb that has been echoing for
centuries. Yes it is and it should be forever. But in some lonely moments, several absurd
thoughts try to roam in my groy matter............. Is it true for a surgeon?? L.

5till the answer may be “Yes"; but with so many advances in the surgical domain
like Endoscopy, Laparoscopy. Robotics, Artificial intelligence, Nano-technology ete. ete,, if
we engage ourselves in instrumentation (sword) only, there will remain a gap between
service and knowledge sharing.

I think for a surgeon, 'Sword’ and his elaborative and evidence based “Pen’ are
equally important for future generation as well as to mankind. Pen is the bridge between
sharing and caring,

“ JASA”" also for last several years is trying hard to contribute a Big drop in the vast
ocean of knowledge. [t has justified its presence as the 'Face book’ for the surgical fraternity
of the whole M. E. region of India,

“Change is the need
Change in time is the progress™
_ anomnymous

Bygone Covid era has tremendously changed our thought proceses and
perceptions. Not only surgeons, bul the whole medical community has polished themselves
to be a writer or a compiler or digital explorer. Qur record-keeping habit is too developed
to a great extent. Hope it is beginning of a new dawn, We are gradually training our mind
for a good grip of our “ Sword” and our “Pen”. This will definitely take our forum to 2 new

horizon.

As a newly appointed editor of this pioneer and prestigious Journal of Association
of Surgeons of Assam, | have faced many hurdles regarding the delivery of this Journal te
our forum. But immense help and guidance of my respected seniors and contributors have
lessen the labour pain to a large extent, My humble regards to all of vou.

Long live ASA
Long live JASA

' Dr. Debabrata Dutta
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Intervention for Painful Chronic Pancreatitis:
Surgery or Endotherapy?

Introduction:

Chranle pancreatitis [CP) iz clinically charscterized by pecurrent
Intractable abdominal pain, malnutridon duve to multifactoriat
reasons  Including  exocrine  insufficiency, and  endocrine
dysfunctionl. Of these, pain is the most debilitating manifestation
that drives the patient to medical attention. However, it & impartant
to appreciate that up to 10% of patients with may never have
abdominal paln.

There is still no definitive treatment for OF and whatever treatment
meeasures are taken are at best palliative or supportive with an afim
to allay symptoms, The mainstay of treatment for pain in CP ara
medical therapy lantioxidants, nevromodulators), endoscopic
therapy (ERCP with PO stenting, ESWL|, and surgery [resection
surgery such as Whipple's operation and distal pancreatectormy; and
drainage procedures such as LPI or Frey's operation],

Pain mechanisms in CP ;

Fain in CP is multifactorial, and several Indepandent yet overlapping
meethanizms could be responsible for pain in CPY During the initia
stages of the disease, as recurrent clinical and subclinical inflammati-
on develops, there will be activation ot various nocicepbors namely
PAR-2, TRPV1, TRE, on the intrapancreatic pancreatic nenses’, &s the
disease progresses, thers will be sensitization of the spinal segments
of the pancreatic dermatome, which will gradually progress to the
other dermatames, The farmer (& known a2 segmental sontitization
while the latter widespresd sensitization®. The phenomenon of
widespriead sensitization is a part of pancreatic neurogatiy, which i
alzo characterized by meural reorganization within the areas of the
brain such as the hippocampus, prefrontal cortes, anterior cingulate
cortex, and basal ganglia, that modulate long term pain memoarny,
pain behavior, and emotional responses to paln®, As the dissase
progresses, there ik also depression and associated changes In
metabolites in the hippocampus which cowld also corfelated wel
wilth the degree of paing. A composite of all these factors will result
in the ultimate pain experence and perception in by the patient with
CF which may be Independent of the disease marphalogy.

| Mer 1 | June 3033- Dctaber 2023
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Endotherapy for pancreatic pain '

Pancreatic endotherapy is conducted for painful
pancreatic duct (PO} stone Includes ERCP with pan-
creatic sphincterctemy and stone extraction, ESWL
with or without PD stenting, and sphincterctomy
and PD stenting (predominantly for PD sirictuee),
Some centers alio perfarm pancreatic sphincterc-
plasty for prior to extraction of pancreatic ductal
stone, ERCF and stone extraction is bast suited for
ductal stones that are smaller than 3-5mm in size
and located in the head, neck, or proximal body
region. For stones larger than 5 mm in the head,
neck and proximal body, the ideal modality s ESWL
followed by PD stenting if the stone burden (s high.
However, E3WL should not be done If the stones are
distributed throughout the pancreatic duct, if there
Iz gross ascites or if there are local complication such
as ducdenal obstruction, large pseudocyst in tha line
of ESWL, and pancreatic mass l2sions {inflammatony
or neoplastc). In these latter situations, results of
ESWL are not favorabie and risks of complications
are high, Therefore, these patients should be
referred upfront for surgery,

Surgery for pancreatic pain :

& detailed description on the surgical techniques is
out of the scope of this articlz. Surgery should be the
first chofce of therapy If CF js ascociated with pan-
ductal stones, local complications such as presence
of concomitant billary strictures, multigle PD stric-
tures, strictures in the upstream PO, and mass
lesions.

Is it surgery or endotherapy first for

painful PD stones?

It has traditionally been perceived, mare sa by the
surgical  community, that surgical managenent
should be the gold standard for treatment of painful
ductal stones or strictures. However, if we look at
the results of the randomized controlled trial by
Cahen et al., even though in the first 2 years of
follow-up the primary cutcome of lzbickl paln score
significantly improwed in the surgical arm, on 5 years
follow-up that significance was no longer seen®.
Even in the more recent Escape trial from the Dutch
Pancreatitis. Study Group, oven though surgery
appeared better than ESWL for the treatment of pan

N ot SLEEons Of A55am |A3A) volume 30 | Nl

creatic ductal stones, the authors themselves men-
tioned that there could have been subjectivity bias
on the pain scores, placebo effect could not be
measured as there was no sham arm, sacondary
effects could have been underpowered, and the
results may not be applcable to centers with lower
expertisa’™.

Even after total pancreatectomy for CF. It has been
observed that up to 40% of patients could still have
pain deszpite removal of the entire pancreas.

b ther caze af endotherapy alio, ESWL studies in
which padents wera followed for a shorter duration
(G-12 months] showed greater that 80% response
rate while in the studies where patients were
followed longer [around 5 wesrs), their pain
response rate reduced 10 lower than B0% 4,
These observations clearly imply that painin CP
could change dynamically over time and axtra-
pancreatic mechanisms are equally impertant
which could reduce the durability of the
currently avallable interventional treatment, be
it surgery or endotherapy. Therefore, surgery
and endotherapy could be complimentary to
each other both having thelr advantages and
disadvantages.

Points to consider before selecting the
interventional treatment modality:

To get the best possible outcomes from any inter-
venton, the most impartant aspect if to assess s the

patient will be benafitted hl.lh?:l interwentions at all.
Ay kind of intervertions shouwld be avoided is the

patient has a painless disease and there are no local
complications, For the painful pationts, it &
eutremeldy important to assess the pain phenotype.
The pain characterstics [continuouws, pain trggers,
invelvement of new areas, new areas of radiation|
and psychological status should be carefully evalu-
ated before deciding to undertake ary Intervention.
Patients with long standing diseass, having charae-
teristics of neuropathic pain (continucs  pain,
Invalvement of new areas, change In pain charactas
over fime) and significant ansdety/depression &
unlikety to have a durable response to both surgery
and endotherapy

It is impertant to evaluate the pancreatic marphal-
ogy before declding on the Interventional modality
for patients with painful ductal stones of sirictufes,
As already mentioned sbove,
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patients with painful ductal stones or strictures. As
already menbioned above, patients having obstruc-
tive painful ductal calculi in the head, neck and
proximal body region would respond well the ESWL
or ERCP and stenting [(based on stome slie and
density). Endotherapy should be the first line of
Intarventional management in these patients. On
the other hand, patients with stones all along the
PO, muitiple PD stnctures, concomitant non-reselv-
ing distal biliary strictures, and local complications
such head mass, duodenal obsStruction, I‘r'IIJ|Th|'.'HE.'
strictures, should be taken wup for surgery as the
primary treatment.

Awailability of expertise and patient’s choice are also
Important components that needs to be considered
while deciding on the interventional treatment
meodafity.

Conclusion:

Fain in CP is multffactorial and reguires interdisc-
plinary treatment. Both surgical and endeccopic
Interventions are available for treatment of painful
PO stones and structures. However, the long-term
durability of both surgical and endoscopic therapy is
guestionable, and pain tends to recur in a majority
of these patient ower time. Therefare, it is important
to assess the pain charsteristics, psychelogical
status, disease duration, dissase morphology, avall-
ability of expertise and patient’s choice before
deciding on a particular interventional modality
{surgery or endotherapy] for painful chronic
pancraatitis,
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Holistic Approach for Management of
Common Bile Duct Stones in a Single Institute in a period
of 5 years A Retrospective Study

ABSTRACT

Background:Management of commaon bile duct stones [CBDS) con-
tinue to pose the greatest challenge to the surgeons

Methods: A total of 213 patients who were admitted in admitted in
the Departrment of Surgery, Down Town Hospital, Guwahati, Assam
during the period of lanvary 2018 to December 2022 were studied.
The diagnosis was made using clinfical symptoms, USG MECE, relevant
bBlood Investigations. Patlents were rmanaged on the basis of
radiological findings by the best possible way and expertize aveilable.

Results : Out of the 213 patients, 77 [35.15‘}&] wers male and 136
(63.B4%) were female. The mean age for male was 50.592 years and
for famake, It wak 5174 yrs. Patiens are managed either by ERCP o
by surgery [cpenflaparcscoplc). Mortality is nil but morbadity |5 more
for open procedures.

Concluslons :The patient's age, underlying general conditions being
the only standardizable factor with facilites for endoscopic
laparascopic managamant, the CRD shone managamant varies from
Institution to nstdtution and institution’s resources, Depending on all
these factors, there can be no definite algorithm for the management
of CBD stones,

Keywords: CED stones (CBDS), Radiology, Billnubin, Surgery, laparg-
scopic commaon bile duct exploration (LCCBDE)

INTRODUCTION

Common bile duct stones (CBDS) are estimated to be present in 10-
20% of individuals with symptomiatic gallbladder which = also often
associated with serious complications, including obstructve jaun-
cice, acute suppurative cholangifis, and adute pancreatitis, Early
diagnosis and prompt treatment i the most important for managlng
CED stones,

Despile advances in surgery commeon bile duct stiones (CBDS) is sl
a serious chalienge to surgson which is commonly performed i con-
junction with cholecystectomy.,

The Incidence of CRDA In patients with symptomatic cholelithiasis
varies widely in the literature between 5% and 33% according to age.
CBDS are either primary [originating within the CBD) or secondary

| Mer 1 | June 3033- Dctaber 2023
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(onginating in the galibladdesd and pass into the
CBD. It is recommended that patiemts diagnosed
with comman bile duct stones (CBDS] are offered
stone extraction if possible. A variety of imaging
meadalities can be employed to identify the cond-
ton, Abdominal ultrasound and magnetic resonance
chalangiopancreatography  [MRCP) are the miost
cammon non-invasive pre-ope@tive imaging modal-
itiog for detection of CRADS.

Comrmon bile duct stones are prascnt n approod-
mately 5% of the patients undergoing elective
cholecystectomy and 1% of patients with acute
cholecystitis, Mo single blood test or combination of
blood tests can predict whethera CBD stone is
present, Intracperative cholanglography is a gold
standard for diagnosis. If CBD stones are dlagnosed
pre-operatively, several different treatment modak-
ties can be utilized, The factors that determine the
opdmal approsch incuede the patent's age and
general condition, It alsa important to conskder The
lacal expertise of the Surgeon and the endoscoplst in
managirg CBD stones. Hence the algorithm for
managing these patients will vary from ane locale to
another

Management of confirmed cases of CBDS may
imvolve Endoscopic Retrograde Cholangiopancrez-
tography [ERCP), Surgery and radiclagical methods
of stone extraction. Surgical techmigues nclude
open, laparoscopic comman bile duct exploration
(LCCBDE) ar bath.

Retalmed or recurrent CBD stones represent the
mast comman Indication tor endoscopic sphincter-
otomy, and ERCP with sphinctarotomy successfully
treats 35% of these cases’.

Laparoscopic duct exploration and ERCP are highly
successful are highly successful in removing CBDS.
The wie of billary stent &3 sole treatment for CBDS
shiould be restricted to & selected group of patients
with. limited life expectancy andfor prohibitive
surghcal risk.

{ BAssam [aS&] Valurn

Fig. 1. Cormmeon bile duct stone
| post cholecystectomy status)

Fig- 2. Remnant gall bladder with CBD stones.

METHODS

The present study was carried out an patients retro-
spectively between January 2018 to December
2022, admitted in surgery Department of Down
Town Hospital, Dispur, Assam. Diagnostic investigati-
ons including ultrasanography abdomen, LFT were
done in all cases. MRCP was also selectvely done
Procedural irvestigations Hlke Hb%, coagulation
profile, TLC, DLC, ABS, Blood urea, serum creatining,
chest ¥ray and ECG were performed in zll cases.

Inclusbon criveria

1. Al the cases of common bile duct stones with the
patient’s apes12 years,

2. QOpen CBD exploration,

3. Laparoscopic C30 exploration,

100 Ml | June 2033- Dcgaber 2023
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&4, ERCP
5, Combination of the above mathads,

Exclution criteria
1. Exclusion criteria wers patient age <12 yoars,

2. Those panients with CBD stones but not treated
by any of the modaftes due to = medical
cantraindication.

Choice of treatment modality was ERCP with +
biliary stenting, Open CBD axploration with T-tube
drainage/biliary steating, Laparoscople CBD explora-
tion with T-tube drainage/billary stenting Some
patients underwent failedERCP followed by open
CBD |=u.1:||r_1r._‘.|l.'i|:m due to 'trll[.h';n;h:d stone al the CBD.
All patients recelved prophylactic antiblotics. Al
patients wire screened for any coagulopathy and
treated appropriately with vitamin K or fresh frozen
plasma depending upon the severity and urgency of
the procedure

For open surgery with T-tube closure; discharge
was done after the Sth day. Patients with biliany
enteric anastomosls were discharged when they
woiere Laking aral diet, feeling symptomatically better
and the suture wound had healed. Some patients
with zurgical site infection had extended stay till the
surgical wound was dry and healing.

Figure = 3, ERCP CBD stone remowval
using ballean

The bolrmal of Association

Figure —4. ERCE CBD stone retrieval using
Brormiabasket

For laparoscopic CAD explarations protacal similar
apen CBD was follawed, Abdominal draing were
used in all open and laparoscopic CBD exploration
Cases, 1 was kept in subbve patic spece and removed
when become dry In cases on t-tube inserfion. AR
patients were followed up on outpatient basis with
repeated assessment of pabtents’ symptomatic
status, physical exam, liver function tests and
abdominal ultrascnography.

Figure- 5. Laparoscopic CBD explaration,
stone remaval, and T-tube placemeant

RESUILTS

Age incidence

Ape of the patisnts variad from 12 to 76 years.The

mean age for males was 50,92 yoars and for female,
1
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Dut of the 213 patients, 77 (36.15%) were male and
136 (63.64%) were female.

Duration of hospital stay

Patients undergoing open CBD explorations stays
4-5 days In the hospltal, Laparoscopdc C30 explora-
tion for 3 days B ERCP for 1-2 days.

Presenting symptoms

Patients presentad with complaint of pain uppes
abdomen, nausea, vomiting, jaundice, passing high
calored wrine,

USG featuras

Some patents had undergone cholecystectomy
and gall bladder were not visualized, Some patients
havd thickened/ contracted gall bladder suggestive of
chromic caboulous cholecystitis.

MRCP

MBLCP was advised in some cases where USG
shows difficult anatomy of the common bile duct.
Cue to financial constraint, not all the patients were
advised for MRCP.

TREATMEMNT
ERCP

Qut of 213 patients, 152 patients underwent ERCP
with CBD clearance, These cases also include some
patients with biliary stenting.

Open surgery
47 patients undersvent open CED exploration with
choledocholithotomy with Ttube closure [/ biliary

stenting. These cases also include some failed cases
af ERCP.

Laparoscopic CBD exploration

18 cases had successful laparoscopic chearance of
comman bfe duct stones with T-tube closure and 1
case with closure with billary stent. TWwo cases wera
converted to open procedurefollowing laparascopic
cholecystectomy,

Follow up

Follow up was dane 7-10 days ba 30 days following
procedures, Mortality was nil in ERCP, open and
invashve procedures, T-tube drzinage / biliary stent
was remowed 21 days following surgery.

Page O7

Figure &, T-tukae chiotangiogram (Follow up )

HSCUSSION

It is estimated that common bile duct stones are
present in ampwhere from 1-15% of patients with
cholelthiasis2, Common  bile duct stones are
predent in approsimately 5% of patents undergalng
elective cholecystectomy and 10% of patiemts with
acute cholecystitis. No single Blood investigation or
combination of blood imvestigations cam predict
whether a common bile duct stone is prasent,

intraoperative cholangiography & the gold
standard of disgnesii but CBD stone can  be
diagnosed preoperatively with ultrasound, ERCE ar
BARCE It chaledachalithiasis is diagnosed precpera-
thvely, several different modalities can be utilized.

Thee factor thal determines the oplirmal u.ppr‘:‘:lu.d'-
include patient's age and condition, the presence of
jaundice or cholangitis and site of the duct and
stone, It s alsa important to conskder the bocal
expertize of the surgeon and endoscopist in manag-
ing commaon duct stones. Hence, algorthm for
managing these patients will vary frem one locale te
ancther,

The natural history of choledochodlthiasls s
unpredictable. Small stones may pass spontaneously
inta the duodenum without causing symptoms, or
they may abstruct the pancreatic duct termpaorarily,
induce an episode of pancreatits, and pass into the
dundenum with relief of symptoms. Stones that do
nok pass into the duodenum may reside in the bile
duct for long, symptom free periads, then suddenly
precipitate an episode of jaundice or cholangitis.

According to Gerard, the overall incidence of CBD
stones was B% of the cases with cholelithiasis. The
female to male ratio was 1.5, According to Wani et
al, 94% had pain n the rdght upper ahdomen,
According to Acosta et al, gall stones are responshble
for 50% of all cases of pancreatitis.
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Clinkcal jaundice was prasent in some patients.
This was roughly in accordance 1o meta-analysis by
Abboud et al which showed jaundice having positive
predictive value of 39% for choledocholithiasis.
According 1o that study, the specificity of cholangitis
in predicting CBD stones was 993%.

The abdominal USG was able to detect gall stones
in gall bladder in all cases {100%) which agrees with
Finner et al which states that the presence of
assoclated gall bladder stone can be confirmed =928%
of patient with gall stones and dilation of the intra-
hepatic billary system can be identified In most.

The specificity of ERCP In confirming CBD stones
wias 100%, which compares with that of Frey et al of
O&%. Sensitvity could not be determined as ERCP
was only selectively used, All patients underwent
ERCP with endoscopic sphincterotomy and stone
extraction by either Dormia basket or Fogarty
balloon.

The success of ERCP in clearing the CBD of stones
wias 140 out of 152 (92.1%), which agrees with
Freerman et al, which states that complete clearance
of all CBD stones is achieved endoscopically in 71-
75% of the patients with the first |.lr||.'||.'|3.-durt: grg B4-
95% of the patients with multiple endoscopic
procedunes,

Approgimately 30% of the patients will regulnoe
intraoperative T-tube cholangiogram following cho-
lEcystectormy at the tme CBD clearance, Cholngiog-
raphy was accurate In 100% of the cases in our
studies compared to Girard =t al, ot 8%, While
meartality is nil in both open and minimally invasive
procedures. 2ero mortality in open CBD exploration,
Pappas ot al and endoscopic, Shivak, laparoscopic
CBD Petelin, have been recorded which agrees with
our sy,

With the adwent of new laparoscopic techniques
and greater expertise of endoscopic procedurss, the
managemeant of CBD stones has been subject to
much debate during the past several years,

This study was undertaken to get & clinical per-
spective of CBOD stones and to determine the optimal
approach far the management with the age of the
patient, general conditlon, complicating factors,
availability of endoscopy and minimally imashe

The bowrmal of Association of 30r

procedure, determining the algerithrm of treatment,
The mesult of our study was focused on the
development of management protocsl i aur inskt-
utienal serting.

In conclusion,the patients” age, underlying general
condition being the only standardizable factor with
facilities for endoscopic, laparoscopic management,
the CBD stone management varies from institution
to institution and institution's resources. Depending
om all these factorsthere can be no definite
algarithm for the management of CBD stones
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Urological dual Pathology Managed
Laparoscopically— A Series of 3 Cases.

Introduction :

Dual urnbogical pathology is a rare condition, and it & literally dowble
the dificulty for the wreleglst o treat the disease bn the same
sefting. We present & case series of three patisnis with additional
pathology In each case who were successfully treated laparcscopt-
cally. In the initial situation, a left donor nephrectomy was planned
for a patient which, upon evaluation, was found to have an
incidental left adrenal mass. In the sscond case, the patient
presented with an upper polar renal mass, pelvi-urateric junction
obstruction, and renal calculus insame kidney. In our third case, the
patent had a keft adrenal lipoma with pelvesretenic junciion
obstruction. Our objective is to enlighten sveryone on the
laparoscoplc management of various pathologles which can be
manged in a single setting.n resource-constrained natlons lke
Indlia, per f-;,:lrming dual SUFEEry at the fame tirme 12w decidion bul
technically challenging at the same time, Surgecn should be well
experienced and trained in the laparoscopic surgery for these types
of sibuations,

Case 1:

A BO-year-old male patient was referred 1o our department as a
prbential Kidney donor The evalsation of a routine CT renal
angiography scan suggested the presence of an incidental well-
defined fat density lesion {-TOHU) measuring 11x%:13 mm in the lef
adrenal gland fig. According to biochemical analysis, serum cortisol
levels were 4,86 (at 11 pom) amd 0,99 (at BO00 a.m.). The 24 how
urimary metanephrime level suggested 7&.7mcglday. After addi-
tional evaluation for donor nephrectomy, a lapancscopic left donor
nephrectomy with adrenalectemy was performed. (fig 3 and Fig 4)

Intracparatively, the adrenal gland was removed Hest, and Ao
vasopressor support was reguired, The retrieved kidney was
transplanted into the recipient after a thorough look for any
remaining adrenal tissuai{Fig &} . The patient was discharged on
posteperative day 3 without incident.

The adrenal mass histopathology report was suggestive of myelall-
poma. |Fig : 8)
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Casa 2:

A S0-pesr-old female patient presented to our
department with two months of abdominal pain
that was described as mild and profound. There was
no history of weight loss or hematuria, The patient
underwent ctivu, which was suggestive of @ solid
hypervascular lesion measuring approximately 20 x
& mm n the upper polar region of the right kidney
and involving the anterior cortical region, A portion
of the mass was exophybic, and the surrounding lipid
plames remainad intact. It also revealed a wdrone-
phrotc right kidrey with dispropertonal dilatation
afl the renal pelds and & constricted pelviuretaric
junction. & caloulus messuring 13 = 12 mm and
having & dersity of approsimately 1570 HU was
observed in the right renal pelvis. In the lower Salyx
of the right kEidney, another cakculus measuring 11 x
5 mm with a density value of approximately 1150 HU
was identified as an additional finding, {fig 9 and fig
101

In conslderation of all these concomitant pathole-
gies, a laparoscopic right partial nephrectamy, right
pyelolithotomy, and right pyeloplasty with & frdj
stenting was planned. The entire procedurs was
completed in 100 minutes, with WARM Eschemiz
time limited to 30 minutes.(fig 11 = fig 15) The patient
was discharged on post-aperative day £ with a 0!
stent in place, which was removed after four weeks
in accordance with our institution's protocol.
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Fig: 15

Histopathological report was suggestive of clearcell
carcinoma with clear sergical marging., [Ag 18]

Fig: 16

CASE3:

A 50-year-old male patient presented with intermitt-
ent left flank pain that was dull, throbbing, and
progressively ncreasing In Intenslty owver past two
years. The patient underwent an abdominal ultra-
sound that suggested keft PUJ obstruction with
hydronephrosis. The patient subsequently under-
went 3 CT WU, which suggested left PUJ sbstrection.
The patient also had a 23 mm x 22 mm left adrenal
myelofipoma.{fig 17)

The patient also undersent an MRl of the
abdomen, which suggested a well-defined lesion
involving the left adremal gland, suggestive of
adrenal adenoma | 2522 mm), as well as evidence of
left PUI obstruction with hydronephrasis.

Laparoscopic left adrenalectomy and left Anderson
Hynes pyeloplasty with &F DJ stenting were per-
formed [(fig 18 = 21} .The abdominal drain was
removed on post-op day 3, The postoperative perod
was uneventful Histopathological report was sug-
gestive of adrenal myelolipoma.

Fig: 4
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Fig: 20

Fig: 22

Discusslon-Adrenal myelolipFomas are WRcomman
nonfunchional adrenal gland lesions. They are
usually found incidentally [1]. Gierke first described
myelolipoma in 1905 [2].Previowsly, simultansous
laparoscopl surgery for two distinct pathologles has
been reported, Renal ransplantation is the most eff-
wctive treatment for end-stage renal diseass. The
effect of carcinoma on transplanted graft is greater
than that of the general population. it substantially

5 oF Assam (ASA) Volurme 30

impacts a patient's existence by necessitating diaby-
sis and decreasing their life expectancy, (5} | &
expected to be possible to distinguish between
benign feslons treatable conservathvely and those
requiring graft nephrectomy. (B} Pelvi-ureteric junc-
fion [PUJ) abstruction is a funchonal or anatomical
obstruction to the passage of urine from the rena!
pelvis into the wreter at their anatomical juncton
caused oy intrinsic or extrinsic forces 7] It i
frequently caused by congenital amomalies or
stones.[8) Rarely, ureteral obstruction can oocur if
the tumcur originates from the vreter or develops in
close proximity to it. Very few cases of renal cel
carclmoma with Incidental PLUO hawe been docu-
mented. Likewise, PLID with adrenal myelolipoma =
a rare canditian with very few reported cases,

Concluslon: With the advancement of oross-sec-
tional imaging, there will be an increasz in the
number of patlents diagnosed with multiple pa-
thologies in the same kidney. 1n the era of minimal
access surgery, both surgeons and patients are more
inclined towards the laparoscopic surgeries.
Consequently, a surgeon should be well-versed [n
anatomy as well a5 laparpscople surgery to botter
mest requirements for minimal access surgery.
With more experience, a surgeon can plan 2
procedure with minimal adwverse effects and patient
mioehbidity. The purpose of this paper is to persuade
urologists to embrace and be trained in minimal
accass surgery while simultaneously minlimising pa-
tient morkidity.
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Abdominal wound Dehiscence : Predicting Factors
and Evaluation of Management Strategies

ABSTRACT : BACKGROUND : The wound dehiscence or wound
fallure s not uncommaon post laparotomry. The impact of surgical
wound dehiscence can considerably increase morbidity and maortal
ity. Thare are local and systemic factors that can contributa to the
accurrence of wound dehiscence. The aim of this study was to
determine the incidence of abdominal wound dehiscence and its
risk factors with anoverview of management stratagies.

MATERIALS AND METHODS: This prospective ohservational single
centre hospital based was conducted In a tertiary care centre on
ane hundred consecutive Patiants of aither sex abowe the age of 18
years undergoing aparotomy. Demographic data, BMI, preopera-
tive Haemoglobin, Albumin, associated co-morbities, ASA Classiic
aticons, duration of surgary, type of surgary lemergency, elective),
closure technique with management strategies were taken as study
tools.Data was analysed using Chi-sguare test of significance.
Flacher's t test was used for comparlson of parametric data. P walue
<105 was taken as significant.

RESULTS: The presant study evaluates 100 consecutive [aparotomy
casas of 62 EMErgency and 38 elective cases.Sixbeen patlents] L6
patients had abdeminal wound dehiscence post laparotomy.The
BMI of 10 patients {62 5% was=30 and & patients had BMI| <30 (37.
L&) pwvalue was found to be 0.0202 The hasmoghiobin level was Hb
<100 g In 11 patients (68.75%) and 5 patients had Hb=10 gh (31
25%) (table 1} with p value of O.008.Ten patients (25%) had
hypoalbeminemia<2. Sgm/dl, The p value was found to b= of 0
Q431,51 patients (37.5%) of interrupted closure group and 1062
5%) patlents of continuous suture groupdeveloped wound dehis
canci, The p value was 07865 Wound dehiscence developed in
12{75%) pabients in the emergency group folowed by 4025%) in
elective group. The pvabkee was 0L 7ELS with relative sk of 0.22,

Conclusions: Emergency surgery. Male gender, old age, anaemia,
hypoalbuminemia, post operative wound infection, are strong pre-
dictive factors of abdominal wound dehiscence
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Comorbidities like diabetes mellitus, obesity alsa
increases the risk of wound fallure, Prolonged dura-
ton of surgery and continuous technigue of abdam:-
nal wound elosure increase incidence of wound
failure,

Kaywords: Anasamia-hypoproteinasmia-
emergency surgery-wound dehiscence

Introduction: The incidence of post laparotomy
wound dehiscence occurs in 0.25% to 3% of patients
1.2, However, in Indis the incdence may reach up to
10-30% 3 4. The impact of surglcal wound dehiscence
can consderably Increase morbidity andmortzality,
prolong  hospital stay, delays adjuvant treatment,
cause suboptimal sesthetic outcome and impair
psychosocial wallbaing, There ars local and systemic
fackors that can contribute to the occurrence of
wound dehisconce. | is crecial to determine the risk
factors in order to avoid it and to have & better post
operative wound result. The present study aimed to
determine the incidence of abdominal wound dehis-
cence and Its risk factors withan overview of manage-
rrent sirateples.

MATERIALS AND METHODS : This prospective obser
vationalsingle centre hospital-based study was con=
ducted in the Department of General Surgery, Gavhat
Medical College and Hospital, Guwabati during June”
2020 to May 21 on oné hundredeansacutive Fatents
af either sex above the age of 18 years undergoing
laparotomy for Both elective and emergency, Patients
with previows laparctomy and obstetrics and pynaeco-
logical surgery were edcluded. Demographic data,
detailed histery of the patient including BMI, precper-
ative Haemoglobin, Albumin, associated co-morbities,
ASA classifications, duration of surgery, type of
surgery (emergency, elective), dlosuretechnique with
management strategies of Conservative, Secondary
closure, Secondary closure with retenton suture,
Debridem=nt and delayed secondary chosure wers
taken as study tools. Data was analysed using Che-
square test of significance. Fischer'st test was used for
comparison of parametnic data, | P value <005 was
takuen a2z EiEHiﬁt:-‘l‘L Infarmed and written comcent
from participants were taken during the study with
approval fram institutional ethics commites,

Page 1€

Results and Observations: The present study evalu-
ates 100 consecutive lsparctory cases of 62
emergency and 38 elective cases Sikteen patients
(16%) patients had abdominal wound dehiscence
post kaparotomy (Tablel) The majority of wound
dehizcence patients belonged to the age group of
41-50 years (mean 45.&), youngest patient was 254
years and oldest patient was 7O years.There were
12(75%) male and 2(25%) female patients with of
miake and female ratio of 3: 1

In the present study, out of 16 cases of wound
dehiscence The BMI of 10 patients (62.5%) was>30
and & patients had BMI <30 (37.5%). p value was
found to be 0.0202with refative risk of0.32.The
haemoaglobin level was Hb <10 g% in 11 patients (G5
75%) o and 5 patents had Hbe=10 gk (31.25%) (teble
1} with highly significart p value of 0.0008. The
serum albumin level was less than 2.5gm/dlin 38 pa
tients in the study group and in 10 patients (25%)
developad wound dehiscance.The p value was O
0432 with relative risk of 2.61. In the study group 35
patierts had a preoperstive fasting blood sugar
more than 127 g/dl seven {42.8%) of these patients
developed wourd fallure postoperativelywith p
value of 0.5682and relative risk of0 6.0ut of 100
cades wiho underaent laparotormies, 39 patients had
serum albumin kess than2.5 g/di, Ten parients (25%|
of 39 patients with hypoafbuminemia developed
wound dehiscence. The p value was found to be of
0.0432 with relative risk is of 2.61.

The Abhdominal wall was closedwith intermipted
technigue in 42 patients andin the other 58 patients
with continuous technique, Six patients (37.5%) of
interrupted suture group and 10(62.5%| patients of
continuows subure group developed wound dehis-
cence, The p value was 0. 7865 with relative risk of (.
22, Im the study population 62 patients underwent
ermergency surgery followed by 38 patients with
elective surgery. Wound dehiscence developed In
12{75%) patients In the emergency group followed
by 4(25%] in elective groug. The p value was 0.7865
with relative risk of 0,22 Ten patients (52 5%} of the
wound dehiscence cases had either contaminated or
dirty wounds, O (375%) patients with wound
dehiscencehad clean contaminabed wounds.
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Mo patients with clean wound developed wound dehiscenceln the present study, wound dehiscence
developed in 12 patients (75%) who had undergone surgery lasting more than 120 minutes. In cases where
the duration for surgery was bess than 120 minutes, 4 pathents [ 258%) developad wound dehisoence.

Tabie 1: Demographic and risk factors on wosnd failore

Particulars of study Deseriptions Mo of Patents (%) P-value
Age <4} 23] |
=4() 12(75)
Sex M 12(75)
[F &z ]
Famil [ <30 B(37.5) 0nnz2
=3 [ [RIL{Pa]
Hu% =1 Dgmh MH68.7) 0.0008
i L e ) HA1.3)
Albumin =3 5Em ID(62.5 o
=2.5gm 6(37.5)
Co-marbiditics Blood Supgar = 127amddl | F43.8) 56
~AS A Grade [ Gr ] 10(62.5)
e 1 4{251
|Gl H2.5) !
Surgical procedure Ebactive P75} 0278
| Emerpency 4 24)
Criration of Siergery =] Hlmmin 1375) LR NS
=] 2ihmins {231
Closure technigue Comiti rusous _10{62, 5) 0. 786
Interrupied, B{17.5)

Table 2: Management of wound dehiscence:

Technbgue of mamogemenl Melemn duration of stay (deys)
Conservotive management by secosdory | 34,2551
DT
1
Sarc o ' winliar g 15 B33 B3
Delayed secondary sulunng {debridement | 2H-2 99
and secondary sumiring)
Eptoimliad ' wulud sig Wil retemlicns Biliitis EH S~ 1

The mean duration of hospital stay in patients with wound dehiscence was 24.3145.75 days. The duration of
hospital stay was longest for patients managed by means of conservative management (Table 2}
Discussbomn: This study reviewed a total of 16 patients with wound dehiscence in 8 population of 100 consec-
uthee patients admitted sndergoinglaparctomies both In emergency and electve satup, The Incidence of
wiound dehiscence in the present study is 1654, This study i simikar
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to that of another studyd The age wise distribution
In this study showed that the majority of patients
belonged to the 4" and the 5 decade group with
mean age of the affected patients being 48,117 years.
This finding is simitar to that of some ather
studies™ ™, The sex distribution as found in this
study was that of male preponderance with 12 out
of 16 cases being male (75%) and 4 cases being
fomale (25%). The male ta female ratio of the study
is 3:1. This finding was in concordance with most of
the studies™®, ™ Qbesity (BMWI=>30] was seen in B82.3%
cases of wound dehiscence n this stidy. This can be
because of decreased bleod circulation in the fatty
Hissiee resuiting n poor wound healing. Dbasity is
also associated with other co-morbid conditions like
diabetes, hypertension which also causes poor
wround healing. The present study is in cormelation
with similar one 4.In the present study, anasmia [Ho
=10 gfdl) was observed in 11 out of 16 cases of
weound dehiscence [62.75%), In the present chisdy
amgemia is 4 significant factor responsible for wound
dhiscence as the powalue 15 0,008, This finding s
similar to other study" Y incidence of hypoalbu-
minemia (serum albumin <25g/dl] in abdominal
wiound dehiscence in the present study was 62.5%
with p waluz of 0. 0432.This obseration was similar
to similar other study**"". High blood sugar level was
found in 7 out of 16 cases of wound dehiscence {43,
7o) was with significant p value of 0.56, This study
was similar to other study “.In this study 10 (62 5%)
patignts with dehisconce had withar
cantaminated/dirty wound. Wound contamination
and wound Infection remain a foremost important
factor for wound dehiscence and an important aetic-
logy of wound failure®2 | ocal sepsis is the single
menst important factor delaying collagen synthesis
and Increasing collagen lysis resulting in deselop-
ment  of wound fallured, In the present study, pa-
dents were evaluated on the basks of duratdion of
surgery lasting maore than 120 minutes or less, Out of
16 patients with wound dehiscence, 16 [75%) had
laparotomy lasting for more than 120 minutes while
the rest 4 patients [(25%) had surgery lasting less
than 120 minutes. The pvalue was 0.0041 which was
found to be statistically

slgrdficant™ " The current study found 12 patients
out of 16 (75%] had emergency laparotomies which
developed wound dehiscenca, This was similar ta
other studies1%72 Wy the current study, out of 16
patients that developed wound dehscence, & (37,
5% cases underwent interrupted closure and the
rest 10 {62.5%) cases underwent continuous subur-
ing with polydiazancone loop, The Incidence of
wound dehlscence was greater fn the continuous

group when compared to the inberrupted group™"
a2

Conclusions : Abdominal wound dehiscence (s
comman following emergency surgery. Male gen-
der, old age, anaemia, hypoalbuminemia, post oper-
ative wound infection, are strong predictive factors
of abdominal wound dehiscence, Comorbidities like
diabetes mellitus, obesity also increases the risk of
wiound fallure, Frolonged duration of surgery and
continuous technigue of abdominal wound closure
accounted for increased incidence of wound failure,
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Approaches to Few Common Paediatric Surgical
Conditions : General Surgeon’s Perspectives

Murmber af patients and pediatiic surgeon ratio is far from expected
in India and our part of the couniry in particular, Therefore, it o
customary for the Gemeral Surgeons and pediatrician o be
actustomed with common pediatric surgical conditions which in
particuiar may have some detrimental effect if not dealt proparly in
appropriate fme. Few amaongst these are: pediatric hernia and
hydrocele, appendicitis In children, undescended testis, acute
strotum- testicular tarsion in particular and gall stone diseases in
children.

Inguinal hernia and hydrocele

Introduction; Inguinal hermia and hydrocele share a common etislo-
gy. The surgical correction 15 alsa similar. Inguinal hermia (indirect) i
a protrusion of intra-abdominal content into the inguino-scrotal)
labial canal formed by failure of obliteration of the processus
vaginals, Hydrocele |s the accumulation of fluid within the same
spatial remnant.

Definition and nature of inguina! hernio ond hydrocele:

During fetal life, the descent of testis imto the inguwinal canal ang
scroturm brings a small pouch of pertoneum alongside. This
peritonsal extension |s the processus vaginalis, In female, the for
mation ol the labia has the same peritoneal remnant refers ed bo as
the “canal of Muck”. The peritoneal canal is obliterated 0 up 10 95
SE% of the fetuses before birth. Failure of this peritoneal fusion
results in 2 spectrum of abnormalities. The degree of fusion faikure
results in either & hydrocele {fuid collection within the scrotum or
along the cord) or a hernia [descent of visceral content Into the
groin or sorotumylablal.

Indirect imguinal hernia is the most common type of hemia in
children, Ingeinal hernia occurs 9 fimes more commonly in boys
than in girls. Majosity occurring on the right side (B0%), 25% occur
on the left side and 15% are bilateral. Bilateral gcowrrence may be
synchronous or metachronous.

Diagnosis and workup

Inguinal hernio | Patients are initially assessed by history and clinica!
examination, History often Ireveals a sudden, intermittent appear-
ance of & bulge in the groain durlng nappy changs or when drydng

15 of Assam (ASE] Volume 30 | No1 1 June 2023




Epproaches to Faw Common Pasciatric Surgicall Candiniors © General Supeon's Persscties

after bathing. This usually is sean during straining or
crying. The infant or child may appear in discomfort
gt such Gimes. The child may develop an irregular
bowel habit. In case of incarceration with obstruc-
tion, the child may vomit and develop abdominal
distension. Clinlcal examinaton may be normal
whes the hernial sac i@ empty. IT the hernia i
incarcerated at the time of examination, a fixed mass
i= usually felt withinthe groin, An inabality 1© palpate
the upper limit of the mass is suggestive of hernia-
tion of visceral content from within the pertoneal
cavity (Fig.1].

Fgure 1- Male patents with el hemis and right pdrocele
Mata & hawia e inguinnieratal, wharans e Rydsacals s
confined o wrotien

In fermala, a small mobile mass cften appear in the
groin or labia, which usually represents an ovary

{Fig.2).

Figure 2: Female patient with BYL inguinal hernia
{pererand past op).

The risk of hernia becoming incarcerated is highest
during infancy. If not successhuly reducad, incarcer-
atiom can lead to obstruction and necrosis. Such
patients may present with acute bowe| obstruction
and require resuscitation and emergency operation.
Premature infants have an incarceration risk of up o
30% and It is hatved in older children [1,2], Persistent
prassure on the debcate cord structures can lead to
testicular vessel compromise and testicular

infarction [3]. Owarian mfarchon may akso occur bl
i wvirry rare, Authar had encountend one such case
it a 2 months ofd girl {Fig.3).

Figure 3: Twa manths ofd femate bady with chistructed jeft
Inguinal hernia with owadan torsion and gangrene inside
Febrnia S,

Hydrocele: History and clinical examination is impor-
tant in differentiating hydrocele from hermia. Parents
often describe a painkess swelling within the scrotum
appearing larger in the evening than in the maming
or following a wiral infection. Examination reveals a
fluctuant palnlass swelling, which may oF may not be
reducible. bright
scrotum. But one must remember that a hernia in
small infant may be transifluminant and must be diff-
erentiated dinically, Palpation above the swelling is
usually possible, except in a large inguinoscrotal
hydrocele,

Transilluminatdon reveals &

investigations;

The diagnosls for both Inguinal hernia and hydrocele
is usually clinical. Many a times parents give history
of a groin swelling which strongly suggests a hermnia
but clinical examination fails to demaonstrate it I
such cases photography by the parents at the time of
appearance of the sweolling may provide valuable
clue for the disgnosis. In older children with
indeterminate symptoms, ultrasound may play 2
rake [4]. Others have also advocared the use of LSG
in detecting contralateral P®Y prior to surgery In
chilldren.

Indications for surgery:
Inguinal hernia: There is no place in children for con-

servative management of inguinal hernia. Surgery i
indicated for all pediatric patients where diagnosis
of inguinal hernia is made. Premature infants with
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hernia are usually operated upen prior to leaving the
MNICL [5]. Infarts. below 3 months should be
oparated on prierty basis and older children with
fenwe  symptoms may be operated electively.

Risk/Benefit: Risks of not operating an inguinal
hernla nclude bowel incarceration/necrosis, as well
as poassible testicular) ovarian compromise/necrosis
[1,2,67]. In famale torsion of the ovary is also
possible.  Short term complications of surgery
include wound infection, injury to the vas and tes-
ticular wessels, as well as Injury to the genito-femoral
nerve, mesufting in chronic pain, Recccurrence of
hernka is both a short and long term observation and
iz between 1% and 2%, though it s higher in
premature infants, Recurrence rate is higher when
operated in emergency situation. Testicular ascent
following Impuinal fissue contracture s anaother
possible long term problem.

Hydrocele: Hydrocele in infancy, however, is assocd-
ated with a spontaneous resolution of up ta 2 years
of age. But an encysted hydrocele and mydrocele
appearing beyond Infancy may not resolve. & con-
gervative approach (& often adopted primarily
Surgery for congernctal hydrocele is usually offered
aftar the age of 2 years for persistant fluid collection
and possible risk of hernla later in life.

Risk/Benefit; Risks of non-operative management in
hydrocele include persistent scrotal enlargement
and potential hernla formation. Hydrocele & often
consldered & benign conditbon, though a large
H.rdr:::l.':zlq may affect  teshicular morphciogy
(Aatiening or elongstion), if lefl untreated. In adults,
hydrocebe can be associated with an arrest of
spermatogeneasis (8],

Tregiment and options;

When the hemnia is5 incarcerated, an attempt at
reduction should b made. Reduction should be
tried by a trained physician, using analgesia and or
sedation, Reduction may spontanaously ocour prior
to & manual attempt, if the infant’s buttocks are
elevated slightly to assist in the redection of hernia
contents. Ifthe hernia remains incarcerated an oper-
ation is indicated. For thosa with Incarcerated
hernia, the risk of re-incarceration i reported ta be
s high as 15%, if surgery is defayed for more than 5
chays.

Operative approach to inguingl hernia: Open
hermiotomy is the standard method of treatment
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for pediatnc hernlas. Laparoscoplc repair has
ermerged recenthy &s an alternative techalque,

Qpen techaigue of ingoinal hermio repairc An
inguinal crease incislon is made on the side of the
hemia. The procedure Involves the separation of
the hernial sac from the cord structures or round
ligament (female). The sac is fligated at the neck and
the distal sac is divided and excised.

loparoscopic repair: In the recent years laparo-
scopic hernia repair is reutinely performed n many
centers and its efficacy and safety are well
documerted [9,10,11,12]. Basic prindiple & to
encircle the internal inguinal ring and close it by a
non-absorbable suture under laparoscopic contral.
This can be achiesed either by intracorporeal
suturing of by percutanesus estraperitansal
approach through a needle hele [Fig.4). Advan-
tages of laparcscopic repair include excallent visual
exposure, ready evaluation of the contralateral
side, minimum dissection, and superior cosmesis.
Im addition there is decreased chance of injury to
vas and vessels and fatrogenic ascent of the testis
and decreased cperating time especially in obese
child.

The likelhood of patients with unilateral hernia,
developing a centralateral hernia is between & and
15% [13], Laparoscopic evaluation via hernloscopy/
umbilical laparoscopy detects PPV in up to 30-50%
of the patients [9,14]. f contralateral hernia/PPV is
detected during surgery it can be treated at the
same tfime. The recurrence rate following laparo-
seapic regalr may be higher when compared with
open repain This may be mlated to surgical
cHpEericnce.

Operative opprooch for hydrocele: The surgical
procedurs is similar to that of open inguinal hernia
repair. Once the PPV s ligated the distal sac must be
evacuated by some means o eliminate the scrotal
swalling. Therefore, laparoscopy has Fttle role in
hydrocele repair.

Expected post-treatment course!

Following surgery for inguinal hernia and hydrocele
in chikdren, patients are expected to be free from
hemla and scrotal swellling. The post operative
course for both open and |laparescopic repalr
appears te be similar, Though this surgery can be
accomplished on out-patient basis, we prefer aver-
night hospital stay as most of the patients come
from distance and parental intelligence for taking
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care of a post operative child |s not assured. Fatients
are expected to resume normal actvicy within 48
hours fiollowing surgery,
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Appendicitis in childnen

introduction: Acute appendicitis is the most
comman intre-abdominal surgical condition in chil
dren, especially in adclescent teens. Although the
conditicn i relatively uncommon during infanoy and
early childhood, there is disproportionately higher
incidence of complicated appendicitis in this group
due to difficulties in establishing an early diagncsis
Iri the Linited States, about 7% - 8% of the genera!
population develops acute appendicitis and requires
surglcal interventlon at some polnt of thelr lifetirme
f1]. Appendicids is less frequent Im thind world
countries mainly becawse of Mgh dietary fiber intake
but In urban areas s incldence is increasing due
sdoption of western lifestyles. Appendicatis remains
2n enigma- a simple disease that, despite ouwr bast
effort remains the most commonly misdiagnosed
surglcal emergency. In fact, exclusion of the possibil-
ity of appendicitis B much more difficult than s
diagnasis. Although, the diagnosis and treatment
hawve improved, appendicitis continues to cause sig-
nificant morbidity and still remains, although rarshy,
2 cause of death.

Pathology: Appendicitis  results  from  fuminal
obstruction followed by Infection. The cause of
obstruction i not always clear. Inspissated and
sometimes caldfied fecal matter, known as fecalith,
often plays & role, Fecaliths can be surgically fownd in
approsimately 20% of the cases of acute appendick-
tis and are reported in 30% to 40% of children with
perforated sppendicitis. Hyperplasia of appendiceal
lymphoid follicles frequently cawse luminal obstruc-
ton, a3 can pamsitc infestations by Entameba,
Strongyloides, Enterbeuos wvermicurans, schisto-
soma, or, Ascaris species, Obstruction causes disten-
sion of the appendix and this Initiates the pain which
Is vague and not localized. The obstructed appendis
is a perfect breeding pround for trapped bacteria. As
luminal pressure increases, lymphatic drainage s
inhibited, leading to further edema and swelling
Fimally, the increass |n pressure CHUSeS vEmbe
obstruction, which leads o tissue ischemia, infarc-
o, and gangrene, When the inflamed seresa of the
apperdix touches the paretal peritoneum, somatic
pain fibers are triggered and the pain lccalizes over
the appendiceal site, typically in  the right lower
quadrant, Further breakdown of the appendiceal
wall leads o perforation with spillage of infecteg
intraluminal contents with localizes abscess forma-
fion or generalized peritonitis |Fig.4),
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Figure 4: Acute appandictis with perforotion and fecalith.

Many terms have been used to described different
stages of appendicitis but these are vague and are of
limited practical value, and only the distinction of
perforated versus non-perforated  appendicitis is
clinically relevant. Because gangrenous appendicitis
represents dead fissue and functionally acts as a per-
foration, it should be treated as perforated
appendicits.

Appendicitis is 2 continuum from simple inflammati-
on to perforation over a pericd of 2-3 days, with per-
forafion typically ocourrng after 24 = 36 hours of
symptoms |2, 3. Signs of perforated appendicitis
indude a temperature higher than 386 o C,
leukocyte count greater than 14000, and the
presence of more generalized peritoneal signs.

Whether chronic or recurrent appendicitis exist has
been debated for decada. Recent literature contends
that they do exial and should be considered in the
differential diagnosis of recarrent bower abdominal

pain {4, 5.

Diegnosis : Disgnozis of appendicitis = mainly
clinical and technologic advances in the diagnoestic
method are not foolproof. Paln is invariably present
and B nearly always the first symptom, With
ratrocecal or pelvic appendix, the samatic pan ig
often delaved in onset and not localized in right
lowrer quadrant becawse of the inflammed appendix
not contacting the parietal peritoneum readlly. Pain
of a retrocecal appends may be in the flank or back.

Anorexia, nausea, and vomiting typically follow the
onset of pain within a few hours. The appearance of
these symploms before the onset of paln casts
doubt on the diagnosis. Anorexia is a helpful sign,

particularly In children, because a hungry child rarely
has appendicitis. tarrhea ocours more frequently n
children than in adults, and can result in misdiagno-
sls of gastroemteritis.

Children with appendicitis usually do not scream and
lay in the bed quistly. Localized tenderness is essen-
tial for diagross and is noted either on deep palpa-
tion or percussion, Tendemness can be mild or even
masked by generalized pain in the inital stage. In
retrocecal appendicitis the tendermess may be
elicited posteriorly and peldc appendicits produces
rectal lenderneds, Perloration and peritonitis, ini-
talty ks reflected as localived muscular rigidity ang
rapldly progresses 10 Imvoluntary guanding and
peneralized rigidity of the abdomen. Rouline rectal
examinztion is of little benefit in the dizgnosis; pain
during rectal examination is present in 50% of the
patients without appendicitis and absent in 50% of
the patients with appendicitis. But it is of value when
& pahac appendix or abscess iz suspected or when
uterine or adnexal pathology is considerad.

& frequently unreported but critical aspect of the
evaluation i serial examination done by the same
person. When the diagnosis is umnclear, seria
abdomimal examinatdon permits the physician to
decrepse the aumber of uanscessary operations
withiout Increased risk o the patient.

investigations: Total leukooyte count (TLC) and
neutrophil count are two most important param-
eters. The sensitivity of TLC ranges from 52% -06%
and that of left shifted neutrophil count from 39% -
96%. Left shift is more important than elevated total
count. Positive wvalues for C-reactive protein (CRP)
and E5R are usatul but negative values not necessar-
ity rule aut the diagnosis, Dushodm [6] found that a
normal TLE, newtroghll percentage, and CRP lewed
correctly rule out appendicitls with 100% accuracy.

Plain radiograph may be helpful. Fecaliths are
present in 10% - 20% of the patients and are an indi-
cation for surgery even when the symptoms are
mild.

in skilbad hand, ultrasonography has proven to be an
effective diagmostic sid,. A prospactive stedy showed
that ultrasonography was more accurste than
surgeon'’s inital clinkcal impression,
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flost studies demonstrate sensitivity greater than
85% and specificity greater than S0% [7].

Computed tomography has recantly been employed
successhully in the diagnosis of acute appendicitis. A
rapid sequance, unenhanced CT scan of the lower
abdomen can accurately diagnose acute appendic-
tis [8]. Comparison of CT and US55 has shown that
the latter & mone sensitive wheneas the former is
e apecific [8,9].

Pre-operative work up for appendicits remains a
clinical dizgnosis, and oparation can proceed with a
cansistent history and physical examination alone.
These diagnostic methods are only necessary if the
diagnosis is unclear, Routine use of CT or USG does
not substantially affect the diagnosis or clinical
course of patients with acute appendicitis. Further-
more, although studies report superior results
compared with single physical examination, serial
exarminaticn I.T!l thie same examiner is the salest and
Freast acourate diagnostic tool.

Orne must ramembssr, acute appendicitis can mimics
virtually any intra-abdominal condition, and there-
fore to know acute appendicitis is to know well the
diagnosis of acute abdominal pain,

Treatment: The most generally accepted treatment
of acute appendicids is prompt surgery, atthough
evidence has been reported indicating that some
cases of acute appendicitis can rescive spontane-
oushy [10]. Howewer, nb studies determing the risk
for dewveloping complicated appendicitis If mo inktial
oparation is performed. There & no recognized
radiological study, laboratory value, or clinical sign
that helps determinge which case of acute appendic-
fis will resobve and which will lead to complication,
and this monsurgical approach has few Tallowers.
Hawever, ther is no increased risk of perforation or
incidence of complication i the surgery is delayed
for & to 18 hours, rather than operating hastily in a
suboptimal condition (middie of the night or non-
resuscitated patiant) [11,12,13].

Surgical approach:

Acute appendicitis: Right lower quadrant abdominal
incisicns have stood as gold standard approach for
appendectomy for decades. In recent yaars, lapano-
scople approach has galned wide popularity and has
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been shown to improve patients’ outcome in multip-
e reports [14,1516,17]. it seems reasonable that
the laparoscopic appendectomy should be consid-
ered at least equivalent to open surgery in today's
laparoscopic era. The reported advantages of lapare-
scopic appendectomy, compare to opan Surgary, in
children are similar to that of adult and indude
shorter hospltalization, fewer wound Infection,
carller

return bo normal activities, betler cosmesis, more
effective lavage and better visuvaliation of the
pertoneal cavity. However, its use in the manage-
ment of complicated appendicitis is somawhat
controverskal,

Perforated appendicitis: Treatment of patients with
perfiorated appendicitis is more complicated and
controversial than that of patients with acute sappen-
dicitis. I practice, treatrment |s often graded accard-
ing Lo Lhe severily al the necrosis and the dt:‘_.rlu e of
abscess Tormation, Many factor including — social,
cultural, econcmic, and maedical, nfluencing the
diagnosis and treatment of this disease process
results in perforation rates that vary substantially
from imsbtution to insttution, Perforation rate
between 16% and 57% in children have been
reported.

Mortality and morbidity from perforated appendici-
fis was very high in the recent past but has dropped
dramatically at present due to the advent of newer
antiblotics and prompt surgical care. The length of
hospitalization and the morbidity of patients with
perforated appendicitis still far exceed that of acute
appendicitis. Increase rate of tubal infertility has
been reported by some authors in patients with
perforated appendicitis before puberty. The consen-
sus of perforated appendicitis may be mitigated
through both public and medical education that
ensures prompt, early treatment before perforation

There is no consensus on the opimum trestment of
patierts with a perforated appendicitis. Opinkon
ranges from non surgical treatment o aggressive
surgleal rasection with antibiotic irrigation, drainage
of the peritoneal cavity. But surgical treatment
remains the standard approach because of tha diffi-
culty In determining before surgery whether perfo-
ration has occurred. The surglcal procedure for a
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perforated appendicitis is the same as that for acute
appendicitis, mamely removal of the appendix,
accompanied by peritoneal toileting.

Appendiceal mass: Management of patients with a
palpable abdominal mass has been controversial for
meore than 100 vears. It occurs ina small but signific-
amt fraction of patients with advanced appendicits,
espacially In young children after perforation. Some
agvocate immediale appendectomy. Bul majority
prefers a conservative approach and interval appen-
dectorny after 2 w 3 months and procesed fo
appendectomy only when the lump is discovered
under anesthesia. But emesrgency operation
becomes mandatory if the conservative measures
fail, Small bowel obstruction is reported to be a sign
which supgests failure of non surgical treatment [17,
15| as also persistent fever spikes and necessitates

early surgsny,
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Undescended festis

Undescended testis & defined a5 a bestiz that cannot
be manipufated to the bottom of the sootum
without undue tension on the spermatic cord
Undescended testis may be palpable or impakpable
A palpable undescended testis must be diffierentiat-
ed from a retractile tesfis. Useful criteria for disting-
uishing a retractile testis are:

1, The testic can be brought fully to the bottom of
the scratum without difficulty.




Agpraschess 10 e commen gaedistne wrgical conditicnd: Gererd Surgaeon’s Perspecnes

2. The testis remains in the scrotum after manipula-
tion without immediate retracton

A, The tests is mormal In size

4. There is history that the testis resides in the
scrotum spontaneously 2t some point of time {this
meay be observed during sleep)

Treatment of cryptorchidism B based on  the
assumption that early treatment will prevent sec-
cndary degemeration of the tests used by high
temperature. Studies have shown that sarly degen-
eration of germ cells oocur in first 6 1o 12 months of
age. Ultrastructural electron microscopic changes
poour In the second vear of life, light microscopic
changes in the third and fourth year and macre-
scopic atrophy after five years of age. The evidence
that abnormality of germ maturation ocour within
the first year of life has bed the clinician to appreclate
that Eﬂrhr mterventicn may prevent il Current rec-
ommandation is 1o do orchiepexy between 6 and 12
rmonths of age,

i undescended testis is detected at birth, repeat
examination should be done at 3 months of age and
If the testis remaing undescended at 3 months, the
chitd should be referred for erchiopexy in the second
s months of fife or during second year,

When the testes descend spontanecusly, they
should be followed up carefully for secondary
ascent, If the child with undescended testis first
presents bevond the recommended age, orchlopey
should be advised a5 early as possible,

Dizgnosis and treatment:

Diagnosis of undescended testis is mainiy clinical, an
mmpty hemiscroium and palpable testis in the groin
is cenfirmatory. But difficulty remains when the non
descent testis is not palpable even after reprated
examination. Both Ukrasonography and MRl has
limited value m locating an intra-abdominal tests.

Dpen orchiopesy by groin exploration is the gold
standard for palpable undescended testis, Theugh
some people would prefer extended exploration for an
intra-abdomingl tests; laparascopy provides excellent
opportunity far both locatng the testis and for
lagarescopy assisted orchiopaxy at the same time,

Testiculer torsion

Twisting or torsion of the testis results inoccclusion of
the gonadal blood supgly, which If unrefeved, leads
io necrosis as early & & hours afier the onset
Although it & not the most common cause of acute
scrotum In children, [t is the most important because
delay in treatment leads to loss of testis. Intratunical
ar intravaginal torsion is the most common and &
predisposed by high investment of the spermatic
cord by the tunica vaginalis leading to, what &
commanly referred to as ‘bell and clapper’
deformity,

Clinlcal presentation of testicular borsion |5 usually
heralded by sudden onset pain In the tests, lower
sbdomen, or groin, assoclated with nausea ang
vomiting. Unless the testis and epididymis are
necratic, local palpation 5 exguistely painful. The
hemiscrotum rapidly becomes red and edematous,
agnd, it untreated, infarction of the testis produces
biukh diE=coloration of the hemiscrotum.

Testicular tarsion should be diagnosed pramptly and
should be differentiated from cther common acute
sorotal conditions. Epididymitis [epididymo-orchitis]
is rare before puberty and is likely to be associated
with dysuria and avidence of urinary tract infection.
humps virus also has a predilection for postpubertal
and not for the prepubertal testis,

The presentation of idiopathic scrotal edema ks
similar, although the physical signs allow it to be diff-
erentiated rapldly from Inflammatery conditons
within the tunica. This is because the edema and
redness is not confined 1o the hemiscrotum (Fg. 5)

Figure 5 Acute serofum corfined 1o left sode, expl arathon
thawing tordion.

but spread to both halves of the scrotum and even
of to the adjscent Hssue. By desp palpation the
festis wsyally appears to sip between fingers but in
torsion the whole hemiscrotum is felt as a firm mass.
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A strangulated hernla can be readily diagnosed as a
tender abdomino-scrotal swelling, usually assoc-
abed with features of intestingl obstrection.

Diagnosis: Investigations such as radioisolope scan
and Doppler ultrasound have been employed to
determine whether thare is blood fiow the testis in
acute scrotum. Blood flow s usually absent is torsion
whereas in simple inflammation It i Inereased.
Bafore puberty, however, when thea testis @ 1 ar 2 mi
in volume, such tests are of lower acouracy and have
limited dinical usefulmess,

Treatment @ Acute hemiscrotum in a prepuabertal
child should be considered as torsion unless other-
wise proved. And when a child presents with pain,
swalling, and redness confined to hemiscrotum,
immediate exploration is recommended. If the testis
is twisted, this is unbwisted and the wiability
assested. Hthe tests ks viable it should be presened
arvd feed within the tunica 1o prevent recurrent
tarsion. If the tesds 15 necrosed, 1 should be
removed |Fig. &).

Lafl: ke liEsion

"
e e

Figure B2 Earby forsice (Right) with viabls tests and lato
torsion [Lefi} with necrosis,

There is now good evidence that testicular Ischemila
damages the blood-testic barrier and sxposes the
child to potential rick of autommunization against
his own spermatogonia.

The contralatersl hemiscrotum should always be
exploned when torsion of the testis is found because
the testicular anomaly 5 uswally bilateral and the
contralatersl testis chould be fxed within the tunica
with non-absorbable sutures.

Goll stenes in Children

Gall bladder disease is one of the most common andg
most costhy diseases that require hospitalzation in
United 5tates. Gall bladder calouli [stones) are rela-
thvely more commion In the adult population and
remain ralathvely uncommon in children, but have
been Increasingly diagnosed In the recent years
mainkly because of widespread use of uitrasonogra-
phy, The prevalence of gallstones among adult pop-
ulation in the West is 108 to 20% [1.2] and this
flgure in India Is 3% to 6% |3.4]. . Stwudies from
Europe have shown an overall prevalence of
galbtone ditenss of 0.13% ba 0.2% in children [S.6).
In Japan, the prevalence of galbtone disease @
reported to be less than 0,13% of children (7). The
anly repart fram India by Ganesh, et al. has shown a
prevalemce of 0.3% in a hospital based observation
amang 131,675 children (B).

How it forms?

Biliary sludge (mud) is the beginning point of gal
stone formation. This sludge is commmonly associated
with pralonged fasting, total parenteral putridon,
pregrancy, haemolytic disease, trestment with cefi-
rawone, octreotide, and frusemide and photo-
therapy |9]. Ceftrianone s a popular drug among
paediatricians for its broad spectrum antimicrobial
activity and is used mainly for enteric fever [typhoid)|
and central nervous system Infections (meningitis).
But ceftriaxone induced stone formation s revers-
ible and usually disappears after discontinuation of
treatment. Octreotide iz wused in pancreatitis and
frusamide for some renal (kidney), and heart
disease. Matural history of this sludpe is unpredict-
able; it may resolve completely or may progress to
proper stone formation.

Cousative foctors ; Eticlogically [5,10] gall stones in
children can be divided into three groups; (i) heme-
Iytic, {ii} other known eticlogy, and (i) idiopathic
{unknowmn ), Almost 20% to 30% of all gallstones In
children are due bo hasmolytlc diseases such as
siede-cell diseasa, hareditary spherocytosis and
thalassemia. In around 40% to 50% of cases
galktones are due to another known etology swch
as total parenteral nutrition, profonged Rsdng,
intestinal disease or intestinal resection, frusemide
therapy, congenital biliary diseases such as chole-
dochal cyst, chronle [hier dsease. Arodnd 30% te
4% of cases are idiopathic (no definite known
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cause] as in adults. But there i5 a changing trend,
ns=a=days more and more childhood cholefithiasis
iz idbopathic as in adutt. Or it may be said as change
in age ot the eticlogy,

Symploms:

Gall stones ir infants and children may be slent oF
symptomatic. Childrén with gallstones can present
with acute abdominal pain due to cholecystitis, chol-
angitis or pancreatitis. However, an acute presenta-
tion & uncomman. Most commaonly, children with
gall stones present with typical right upper abdome-
nal pain (509, or nonspecific abdominal symptoms
{25%%), including poorly lotalized abdominal pain and
feeling for vomiting. Around 20% of cases are asympg-
tomatic (Incldentally detected stones)Abdominal
ultrascnography for UTI frequently detects gall
stanes In children, Gallstones in chlidren are more
often symptomatic than In adult The type of
symptoms depend on the age of presentation, older
chitdren often localize paim in the right upper
abdomen whereas younger children (5 vears or less)
tend to present with nonspecific symptoms. Fatty
food intolerance, a typical symptom of gallstone
disease in adults, tends to be reparted by older
chiidren,

Diegnosis:

The universally used and the most accurate diagnos-
He test In detecting the presence of gallstones is
ultrasonography. Galktones are usually mobile,
single or multiple and characteristically cast an
acoustic shadow. Biliary sludge though appearing
echogenic on ultrasound, dees not cast an acoustic
shadow. A stons, as small a3 1.% mom, can be
detected by ulirasonography, Complicated cases
meed  advanced investigation  like MREL  nuclear
imaging and endosoopy.

Treatment:

Management of gallstones depends an the symp-
toms and the age of the patient. Those with typical
symptoms [right upper abdominal pain. nausea,
vomiting and fatty food intolerance) should have
their galibiadders remowved. Symptomatic gallstones
need cholecystectomy {operative removal of gall
bladder) and same is true for complicated gallstones
But Thire B ng conseansus about the management of
asymptomatic gallstones in children, Some believe
that asymptomatic children or children with
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nonspecific symptoms can undergo safe follow up.
Once they develop typical sympiom or complication,
need operafion; otherwise they need indefinlte
fellomay L til IH:"' remaing asymplomabc or il
stones resohves spontonecusly, But there remains
risk of stone slipping into bile passage @using
obstruction ta the bile flow into the intestine and
making the treatment more complicated unless the
stones pass spontansously into the intesting.

Onoe parents come bo know zbout the stones, it
produces constant parental worry and they tend to
attribute amy symptoms of the child to the gal
stones, Schoal teachers also reacl in a slmilar way
and send the child hame frequently on farced leave
o slightest symploms,

In recent years, laparoscopic operation has become
the treatment of choice in the surgical managemeant
of gall stones in chidren, It has the advantage of
belng less Invashve with quick recovery and shorter
hospital stay over conventional open operation, It
can be done in 25 young as ona yaar of age

Fetal gall stome:

Gall stones have been detected in babies even
before kirth (Fetal gall stone). These need confirm-
ation by ultrasonography after birth, Most of these
stanes disappear spontaneously. The approach te
gall stone in infancy is different as spontaneous res-
oiution has been reported in 3 significant propariion
of cases. Spontaneaus resolution within & months is
mome common with diopathie gallstones thas |n
patierts with known predisposing fctors, The
prognosis of fetal galistones is very good as complote
spontanecus resolution has been docomented in
the majority of cases betwsen 1and 12 months after
birth and those that persist are rarely symptomatic
11}

Trials to dissolve gall stone by medicine [Urso deaxy
cholic acid) are on. But available results are disap-
pointing [12]. It incurs recurrent cost for prolonged
treatrment and even if there is temporary dissoluthon
of shanes; pecurrEnce IS cammaon.
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Review Article

Head injury: Prognosticators- and
Basic Management

Traumatic brain Injury (TBI) |5 a disease process that carrles major
public health and socioeconomic consequences. Due to the high rate
aof death and meaarbidity, 3 patiant with a head injury is a nightmare tor
the public in general and the neurosurgeon in particular, With a pop

ulation of above 30 million and the ever increasing traffic, Assam also
fias its burden of head injury. Moreover, a considerable propoertion of

Dr. Rajesh Kumar Barooah TBI survivors incur temporary or permanent disability.
| (it et Tatns In arder to decrease more lhves lost to traumatic braln Injury and to
N Centre, GMC prevent morbidity and mortality steps need to be taken right fram the

prarmary lewes] Bl referral if warranted o the higher centers.

Assessment using GCS: The Glasgow Coma Scale [GES) was
introduced forty years ago by Teasdale and Jlennet! as a practes]
method for assessing the full spectrum of disorders of conscious-
nags, from very mild to severe. The GC5 alms to rate performance in
three different domaine of response: the eye, verbal, and motor
response, A score of 213 correlates with a mild brain injury, 9 to 12
is & moderate injury, and =3 a severe braim injury. To compare eval-
uakions ower time or when speaking with other healthcare
profeszionals, standardized technigues to both its assessment and
its reporting are necessary.

Assessment and stobilirotion of afrway: In the setfing of acute
hazd injury, pricrity should be ghwen o the Immediaste assescmeant
and stabilization of the alrway and drculetton. Despite the fact that
prehospital intubation has become common, at least one study has
reported a higher rate of mortality in patients intubated in tha field
than In those intubated in the heospital setting. In this study,

1 Asssoo Sarg of Assam 20531 3i-35

JASA honarevier, more critically il patients required in-feld intubation?
The Journal of Association of Transport of patients: Fatients with a GCS of 15 with minimal
Surgeons of Assam invohsement of other systems may ke ocbserved without immediate
Volume 30, Now 1 refarral, Patients with a GCS of Head Injury: Prognosticators- and
Jane 2023 to Octaber 2023 Baslc Management less than 13, with age less than 15years or

greater tham &5 years of age thould be rapidly transported directly
fram the scene to the highest level trauma center available to allow
for expedient neurosurgical assessment and Intervention, Cane
should be taken during transport especially of the cervical spine
and the haad.

e
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Prevention of secondary head Infury: Next, attenti-
on should be directed to prevention of secondary
injury, Mean arterial pressures should be kept above
90 mm HE 50 as to main Carebral perfusion pressure,
Arterial saturations should be greater than 90%.
Urgent €T scan is & priority.

AMonogement of roised Introcranial Pressure [ICP):
Attention should be focused on reducing Intracranial
pressure, since elavated intracranial pressure I an
independent predicvor of poor outcome. Manzge-
meent can be structured om the basis of three tiers
mentioned as below®

TIER 1:
1. Head of bed eslevated at 30 degrees [reverse
Trendelenburg) to Improve cerabral venous owtflaw.

2. Sedation and analgesia using recommended
short-acting agents [for example, propofol, fentanyl,
midazolam) in intubated patients.

3. Mentricular drainage performed intermittently.
Continuous drainage is not recommended unless an
additional ICP manitoris placed, as whenthe drain s
open, it does not accurately reflect the true ICP,

4, Aepaat CT imaging and reurclogical examination
should be considered to rule oul the development of
a ﬁur?.lﬁm mass esion and ﬂl]iﬂ! Treatrment

i ICP remains 2 20 - 25 mmHg, steps menticned
under Tlar 2 may be adopted.

TIER 2:

1. In patients with a parenchymal ICP monitor an
EVD should beconsiderad to aliow for intermittent
C5F drainage

2. Hyperasmalar therapy should be given intenmitt-
ently as needed for
ICF elevation and not om @ routne schedul

¥ Mannitol should be administered in intermittent
boluses (0,75 -1 gm/kg body weight). Caution should
be taken in the hypovolemic patient when osmotic
divresis is instituted with mannitol. The serum
sodium and cemolality must be assessed frequently
[every B hours) and additional doses should be held
if serum csmolality exceeds 320 midsm,/L.

» Hypertonic saline may be administered in inter-
mittent boluses of 3% sodium chhoride solution (250
mi over % hour) or other concentrabons (e.g., 30cc
of 23.4%). Serum sodium and osmolality must be
assessed frequently {every & hours) and additional
doses should be held if serum sodium exceads 160
mEg/L

3. PafO! goal of 30 - 35 mmHg should be
raintained, a5 long a2 brain hypoxia is not encoun-
iefed,

4. CT head may be repeated at this stage to detect
any mass lesion that may need surgical evacuation in
case [CP remaine alavated.

TIER 3:

1. Decompressive hemi-craniectomy or bilateral
crantectomy should only be performed If treatments
in Tiers 1 and 2 are not sufficient or are limited by
devalopment of side eMfects of madical treatment.
DECRA trial concluded that in adulis with severe
diffuse traumatic brain injury and refractory intracra-
nial hypertension, early bifronto temporo-parieta!
decompressive cranisctomy decrezsed intracranial
pressure and the length of stay in the 10U but was
associated with mars unfavorable outcomes?

1. Neuromuscular paralyas via continuous infusion
of a neuromuscular blocking agent can be employed
if there s a positive response to abolus doss

3. Barbiturate or propofol (anesthesla desage) coma
may be induced for those patients who have falled to
respond bo aggressive measures to control malie-
nant intracranial hypertension, however it should
only be nsttuted if a test dose of barbiturate ar
prosofol results in a decrease in ICPY,

4. Hypothermia (<36 "C) is not currently recom-
mended as an initial TBI treatment. Hypothermia
should be reserved for “rescue” or salvage therapy
after reasonable attempis at ICP control wia the
previous Tlerd treatments have falled. Although
hypothermic therapy inidally appeared promlsing,
and despebe the fact that lypothermia decreases
intracranial pressure, & large randomized study of
392 patients with head injuries
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recenthy demonstrated that bypothermlc therapy
does not improve outcomes. In addition, & post —
b analysis found that the rewarming of patients
with head injury who arrived in the emergency
department already hypothermic likely
detrimental®©

ok

Surgical management ;7 Surgery for TRl patiemis is
mast commanly perfermed o cvacuate epidural
hematomas (EDH], subdural hematomas (S0H],
cerebral contusions, or intracerebral hematomas
{ICH] that are large enough to cause significant mass
effect an the brain, Surgical evacuation of these
hematomas should be performed as soon &
pl,.r&uihl.-l:. Admitted patients wh urld&:‘gu nr:.un:,alug-
cal deterigration from delayed development or
enlargement of a hematoma require prompd surglcal
evacuation 1o prevent further neurclogical worsen-
ing. Traditionally, the prompt surgical evacuation of
subdural hematomas in less than 4 hours was
believed to be a major determinant of an optimal
outcome. Indeed, a recent publication found a dalay
In surgery for acute subdural hematormas of ower 5
hours was assoclated with Increased mortality®
Mevertheless, other recent investigations have
emphasized that the extent of the original intracra-
rifal injury and the generated Intracranial pressures
may be more important than the timing of surgery.
Frontal parenchymzl hematomas are more likely to
require eventual surgery. Depressed skull fractures
are commonly elevated IF the deprassion is greater
than the depth of the adjacent inner table,
especially If located in a cosmetically important area
like the forehead. Open depressed fractures are best
treated surgically to prevent Infection, but non-oper-
ative management may be attempted in selected
cases, limited to those without dural laceration,
gross contamination or evidence of infection, or
injury to the frontal sinus. In general, a depressed
skull fracture ower the sagittal sinus should not be
treated surglcally because of the high risk of
uncontrallable kemorrhage.

Nutritional support : "1 MNutrition should begin early,
as soon as the patlent is hemodynamically stable,
and ideally within 24-48 hours of injury. This
recommandation s made i canjunction with tha
Brain Trauma Foundatio recommendation of

Page 33

achioving full nutritonal support within 7 days of
injury. When considering nutriticn supporn, enteral
nutrition ks recommended over the use of parenteral
Autriton. IF parenteral nutriton use is wnavoidable,
frequent glucose menitoring must be performed te
insure that the patient remains sughrcemic

Timing of pharmacologic venows thromboembaolism
prophylaxis: Patients with TBI are at high risk for
venous thromboembolism (VTE), with rates as high
as 20-30%. In splte of thesa risks, providerss have tra-
dittonally erred on the side of withholding pharma-
cologic WTE prophylaxis, accepting 3 higher risk of 2
YTE event In order to prevent potential progression
of intracranial hemorrhage following T8I, Evidence
sugaests that dalay in initiabon of = 4 days after
injury subsstantially increases the risk of VTE, so
balancing these risks is critical. VTE prophylaxis
should be considered within the first 72 hours
following TBl In most patients. Ezrlier Initiation of
pharmacologic prophylads (<72 hours) appears to
be safe in patients at low sk for progredsion of
intracranial bleeding and have a stable repeat head
L—l' Stm“-'.l

Antiepileptic therapy: Anticorvulsant therapy,
wsad, should be discontinued after 1 - 2 weeks unless
further seizures supervenes’,

Outcome assessment of patient should be done at 3
months or & months preferably using Glaspow
Outcome Scale (GOS).

The operative and non - operative managemani of
intracranial injuries is an ever- evclving arez of study
#nd, at present, more a matier of neurosurgical
judgment than hard and fast decichon rules, Trau-
matic braln (njury patient should receive the ubmast
level of care to prevent longstanding disability post
retovery. With the presant day sophistication =
daily life head injury is likely to increass, predomi-
nanthy due to lack of awareness regarding road
safety or blunt refusal to adhere to it A loss of life in
productve year |5 a loss not only to the family but
the country as a whole, Strict application of road
safety measures and public awareness o it Is a key
to reduce road traffic accidents,
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A Case Report on a Rare Case of Teratma
Involving Adrenal Gland

ABSTRALT

Teratarmas are garm cell turmors which are mainly gonadal in arlgin.
Other commion extra-gonadal sites are mediastinal.sacro-coccygeal
and pinzal regions. Retroperitonesl teratoma s rere and comprises
of about 1% of all terstomas Adrenal teratomasane extremely rare
1). Adrenal terstomas form about 0.13% of all adrenal tumours.
Wereported a case of primary adremal teratomain & 13 year cld
female child who presented with a large adrenal teratoma which
was nonfunctional blo-chemically and underwent surgical excision,
along with its clinical features, symptoms during the course of
disease , also about its diagnosis and treatment part | We reviewed
literature from 2000 to till date, and found 29 adultcases and &
paediatric cases of adrenal teratoma. Usually, they are asymptom-
atic and identifiad a2 an incldental finding. Imagingmadality such as
UG, CT and MAD are useful In diagnoss™, Though these tumors are
mastly benign, malgnant transformationmay occur™, Treatment
inciuges surgical removal. The purpose of this reporting I5 1o share
our experience with diagnasis and treatment of primary adrenal
teratoma, in order to determine the clinical characteristics
associated with this rare tumor

introduction

Teratomas are tumaor stemming from embrgonal germ |layers that are
mainfy composed of pluripotent stem cells. Teratomas are very rare
and uncommon, whose incidence i€ 0.9/100 000amang the popaulas
tion'*The majarity ofteratomas are mature and contain multiple
lvyers of embryaonic germ cell layertherefore, teratomas may
contain skin, hair, teeth, brain tssee, nerves, adipose tisswe, cartil
age, and so forth™. Based on theoriginal locations of a teratoma, the
mast common sites of occurrence are the gonads™, with extrago-
nadal sites including the anterior mediastinum, retroperitomneum,
sacrococoygeal regionpinezl gland, and suprasellar region™. Among
the retrocpersitonezl teratomas, primary adrenalteratomas are
extremnely rare. Extra-gonadalteratomas are uncommon tumors and
are kess commaon inadults than children.

Ihe ladrmal of Assaciation of Surgeons of Assam [ASA] Yolume 30 | NoT | lune 2033 Octaber 215
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These are mostly retroperitoneal In location. Maore-
ower, primary adrenal [eratomas are evenTarer
Diagnosing of adrenal teratomas is a challenge as
thesemimic  myelolipomas, angiomyolipomas or
liposarcomas™. These tumors are mostly benign,
whereas malignanttransformation may occour more
oftem in adults thamchildren, thus becoming an
mmportant entity that requiresapproprizte manage-
ment protocol. Here, we discuss sucha case of
primary adrenal teratoma identified In an young
female of age 13 poars. Aloo, a llerature review
regarding adranal teratamadin adult and paediatric
population putalished hom 2000 tlldate, which wene
available on the internet, was performed,

Caose Report

f 13-wear-old femalechild prasented to hospital with
progresshve abdomingl distension, rdght flank paln
and a palpakle lump aver right uppsr abdomen
which was increasing In size since 5 months. Pain
wias codlckyin nature and was relleved by medication.
The patient hadno history of weight loss or fever
There was no significantpast or family  history,
Therewas a palpable mass spreading over right
hypochondrium , epigastricm, and right lumbar
region of approximate size 15cmxlZemxl2 cm in
size intraperitoneal , partially cystic and mobile.On
evaluation with ultrasound, there was a hateroge
neaus solidoystic lesion with a predominantly cystic
component seen in the right suprarenal region o
inferior margin of liver, Contrast enhanced CT (CECT)
of the abdomen revealed a large 14.ZFcmixll.
Bemxl14 Scm in axial and craniocaudal dimensions .,
marginated muldloculsted, complex opstc
lesion situated in retroperitonewsm on the dght side .
The leslon contains predominantly fluld density
cantents along with leng bone, soft tissue with fat
attenuation within the cystic cavity In the right
suprarenal reglon , Anteriorly displacing the right
loke of liver, suprarenal IVC is seen to course aleng
the anterior border of the kesion with mild luminal
narrowing , Inferiorly abutting and indenting the
superior pole of right kidney, Right suprarenzl gland
could not be visualized saparately. Medially closely
abutting the portal wein and uncinate process of
pancreas Concluding as a glant primary retroperito-
neal teratoma, The endocrine workup for adrenal

well

markers which
inclucged Alpha Fetaproten (AFP], Human Chorlonic
Gonado- tropin (HOG) and Lactate Debydrogenase
ILDH} weere within normal limits, Physical examina
fion and routine investigations were doneincluding
biood pressure and complets blood count all
werewithin normal fimits.

wmour was morrmal.  Tumsowr

The child undersent saplarative laparmtomy and intraap-
ertively & lange mass was seen replacing and pressing an
thiax right kidney Donse adhatione warm prasent betwaon
turnour  and retroperitoneal abdominal wall, inferior
surface of liver and lateral wall, medialythere was dense
adhasions with portal wein, no Immasion of any other
major blood vessals noted, Mass was well ancapsulated
and no Infiltration of noermal renal parendchyma was seen
Lisft adreral snd bilateral svaries were formal Complete
Surgice! resection of lumor wes dose slong with right
adrenalectomy withoul ary intraoperative oF posiopera-
fivecomplicatians. The specimen wis 1ent fof hislopstho-
logicabewamination. On gross oxamenation Cystic mass
with toothand bone like areas and halr tuft was seen, On
microstaptcesamimation calls from all thrae germ layers
wera seen sesidual compressed adrenal cortical tesue
was evident inthe wall of cyst. Final diagnosis of mature
cystic terataamand adrenal gland was made After surgany
the child had an uneventful recovery and she is still ap

fallow-ug, therne i no abdominal distensicn on clinica

examination and no recurrent lesion an ultrasonographny.

Imagel: CECT abdomen im coronal plane shows
displacement of right kidney withheterogeneousy
Fyper dense internal contants and rim like perigharal
calcification
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Imaged: Comtract enbarced CT (CECT] absdomen in
axial plane showing well-defined lesion on right
supgrarenal locatipn with intralesonal fatly anenuati-
anand pony elements ,

Image 3: Intracpamtive plotures showing
heterogeneaus mMass during surgicsl reseddion,

Image 4; Cut surface of resected globular soft cystic
mass, showdng cheesy whitish pultaceous materal
alung with hair, bone and cartlage,

Comclusion

We have described the features of imaging, patho-
ogy, and thetreatrment of the typical primary adrenal
teratoma to further rmisepeople’s awareness ofthis
rare disepse, and primary adrenaltemstemas shauald
be included in the differental diagnosis ofedrenal
MassEs. The purpose of this armche 15 o identy

characteristicimaging features of teratoma and
differentiating betweenthe warious lipomatows
lesions involving adrenal region Although adrenal
teratorma is 8 rare tumear, it is essential tounderstand
and acknowladge its charmcteristle features and ta
make an approprizte diagnosis, 1ts characterls-
tcfeatures help in (dentifying and  distinguishi-
ngthem from similar characteristic adrenal lesions.
Thiseventually helps in  appropriste
management andbatter prognosis

lime of
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Case Report

A Rare Presentation of Chronic
Cholecystitis - Cholecystocutaneous
Fistula-A Case Report

ABSTRALCT : Spontaneous choleoystooutaneous fistula is & rare pre-
sentation of chronic caloulous chobecystitis, which is usually
mneglected. We present such a case of a 54 year old fernale, with
urucwal presentation of axpulsion of ctenes from 3 fotulous tract

Dr. Bibhu Priyo Das in the right upper abdomen, which wes diagnosed as chalecystoou

Asatatnnt Professor of Surgery, taneous fistula, which was treated by diagnostic laparoscopy

Terpur Medical College, Tﬂq;w followed by laparoscopic choleoystectomy and excision of the fist-
ulous tract,

Dir. Subash A Ragupathy INTRODUCTION:

Among the presertations of chromie caleulous cholecystitis,
PET, Dept of Surgery,

Tezpur Medical Call T spontanecus extra-biliary fistula remains 8 rare pressntation

BHiary fistuly reters to the formation of @ abnormal tract between
the gallbladder and adjacent epithelial surfaces, which could be the
gastrointestinal tract [|internal fistwda) or the abdominal wal
[external fistula), External fistula formation may be spontaneous,
post-traumatic, or iatragenic in origin ".The first case of cholecys-
tocutaneous fistula was reported In literature by Thileus in 17604
and till date less than 100 cases have been reported, We report a
case of spontaneous Cholecystocutanecus fistula following chromlc
chalecystitis treated successfully by Laparoscopic chofecystectonmy.

CASE PRESENTATIOMN:

# 54 years old female presented o the casualty department with
s@vere pain in nght upper abdamen with expulsion of stones from
an opening in the right vpper abdomen for the past 1 day. She was
a diagnosed case of chronic calculows cholecystits for the past 7
wears for which she had refuced iurgeny and was on treatment with
aral painkillers, With every spisode af pain, lor the past §year she
JASA noticed an opening in the right vpper abdomen which was

inskElous In onset, and was progressively Increasing In sine. She

§ Asgsac Surg of Asshm 2023;] 153942

The Journal of Asseciation of gave a history of several episodes of serous discharge from the
Surgeons of Assam cpening during every severe attack of pain and later for the last 2
Violurne 30, Mo, 1

months she noticed discharge of stones through the same opening
June 2023 to October 2023 with every attack, after which the pain rezolved. After initial resus-
citation and pain management the patient was admitted for
further investigation. The vitals at the time of admission were
narmal

sooiaian ol Surgeons of Assam (ASA
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On examination, an cpening approxdmately measwr-
ing 0.5%cm = 0.5cm was noted in the right hypochon-
drium, chrcularin shape with serous discharge, Some
armount of induration was also noticed over the skin
araund the opening.

Fig 1: Fistulous tract opening in the right
hypochandrium with the sxpelbed gall sStones,

The initial reutine Hood nvestgations were within
narmal range and initial W56 whole abdomen was
inconclusive. The CECT whobe abdomen was dons
and it revealed an contacted gallbladder with a
defect in the fundus of the gallbladder farming an
fistulows tract communicating to the exterior in the
right anterolateral aspect of the abdominal wall,
with the fstulous tract having an oystic dilatstion in
the muscular and subcutanecus plane in tha
gbdomen with no Calouli within the Gb.

Flg 27 CT secticns demonsirating communication
between the galfbladder and the abdomina wall.

15 of Assam (ASA] Volume 30 | No i

With the rediological evidence and after an sound
pre gperative preparation, the patient was taken up
for electdve surgery. Intra  operatively, densely
adherad gall bladder with the abdaming wall was
ientified. The pationt underwaent laparoscopic cho-
lecystectomy with fistubous tract excision.

Post opsranve period was uneventful and patient
wias followed up for one year with ao complication,

A histological examination confirmed the diagnosis
of chramic cholecystitis with gallstones and cholecys-
tocuteneaus fstula.

DISCLISSION :

Biliary fistulas refer to the formation of an aboormal
tract between the galibladder and adjacent epithe-
lial surfaces, which could be the gastrointestinal
tract (internal
{external fistula). Internal fistulas are much more
common, 75% of them connacting to the ducdenum
and 15% to the colon. The remaining 10% of Internal
fistulas connect with the stomach or jejunum, or
have multiple communications such as cholecysto-
duodenocobc fistula™, External billary fistulas are
rare, This disease mainky affects female subjects over
the age of BD. Eticlogy is generally due to an acute
inflarmmatory process as & conseguence of a chobe-
cystitis or chronic gallstones disease M7, However,
there are described cases of spontaneous cholecys-
tocutaneaus fstula in the absence of gallstones. (&)
Cazes of Chalegystocutansous fistula

fistula} or the abdominal wall
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have been reported following cholangiocarcinoma
and carcinoma Gall bladder™*'™ The external
opaning aof a cholecystocutaneous fistula 1s generally
in the right hypochondrium, Howewver, other sites
can be immoleed such as the left hwypochonddum
(45%), the umbilicus [27%), the Fight lumbar reglon,
the right iliac fossa and the gluteal region. /™
External fistulas have been reported a5 a result of
the chronic perforation of the gallbladder, and
ocbstruction of the oystic duct by a stone plays an
important role in the pathophysiclogy of perfors-
tion; adhersnce to the abdominal wall and necrosis
of the gallbladder lead to fistula formation,"™ Fistula
primum movens is by cystic duct obstruction, which
Increases the pressure within the gaflbladder, with
wiall distension and impaired vascularisation, result-
ng in the formation of focal necrosis of the wall with
perforation Fundus & the most distant from the
cystic artery and physiologically the least vascular-
ized and therefore more susceptible to ischemia™.
The typical presentation of a persistant discharging
sinus shiould suggest the diagnosis, particularhy in an
elderly patient with a previous history of gallstones
or jaundice{*™. The Imaging techniques that can
guide diagnosis are USG and CT fistulogram %,
The management of an external biliary fistula clearly
depends on the underlying etiology ™™™ In a few
proportion of patients the external bifjary fistula will
heal spontanecusky, and therefore operation may be
awvoided if the patient Is eld=rly or very debilitated.
Possible surgical oplions include cholecystostomy
with remaval of the galistones or cholecystectomy.
As cholecystostomy carries the possibility of further
stane farmation in the gallbladder, cholacystectarmy
im wsually the treatment of choice, ™" Laparoscopic
choelecystectomy and excision of the fistula confers
the advantages of shorter hospital stay and shorter
convalescence, An open approach i wsually
favoured, although a laparoscopic technigue has
been described by Malik at al.'=!

COMNCLUSION:

Chalecystocutaneaus fAstula ls rare complication of
reglected chronlc calculows cholecystits. Lapros-
copic chalecystectomy with fistulous tract excision is
an effective treatment option available,

Page 41

Bibliography:

1) Lefgren DH, Vasani 5, Singzon V. Abdominal wal
abscess secondary to cholecystooutanezous fistula
vla percutaneous cholecystostomy tract. Cureus.
2019:11{4): ed444, hitps://dolorgf 107759 /cureus
A4l

7} Dadoukis J, Prousalidis |, Botsios 0, et al. External
biliary fistula. HFE Surg. 1%98:10{6]:375=7. hiips:
Jfdoi.org/10.1155,/1998/42791,

3) Gibgon TC, Howat M. Chaolecystocutaneows
fistula, The British Jlournal of Clinical Practice, 1987
Ot 1;41(10}:980-2.

4] Ugalde Serrano F, Soéar Garcia L, Mivar de Ledn A,
ot al.; [Cholecystocutaneous fistula as a first sign of
presentation of a gallbladder adenocarcinomal. Cir
Esp. 2013;91{6):396-397. 10.1016/.ciresp 201112,
005 [PubMed] [CrossRef] [Google Scholar]

5). Zanghl G, Leanza W, Viecchio R, et al.: Neoplastic
sigmaid-utering fstula, An exceptional comphcation
of large intestine camcer. G Chir. 2017;38{1):37=-00.
[PML frea article] [PubMed] [Google Scholar)

B). Kuo YT, Wu 5 Spontansous cutansaus billary
fistula; a rare complication of cholangiacarcinama. |
Clin Gastroenterol, 1990;12{(4}:451-453. [Publad|
{Google Scholar]

7) Birch BR, Cox 5 Spontanecus exterpal biliary
fistula uncomplicated by gallstones, Postgrad Med
4199167 FE6301-2, 101136/ pgmj.67, 786.391
IPMC free article] [PubMed] [CrossRef] [Google
Schalar]

8] Sibakot ¥C, Basnet RE, Poudel R: Spontaneous
Cholecystocutanenus Fistula: & Case Report. PRI
1012;12(1):51-54. Refarence Scurce [Google
Scholar]

9] Micu B, Andercou OA, Micu OM, et al
spontanecus cholecystocutaneous fistula as a
primary manifestation of gallbladder adenocarci-
noma assodiated with gallbladder lithiasis - case
report. Romm J Morphol Embrypal 201 7:58:575—

83. [PubMed] [Soogle Schalar

D e L T Py
The Jourmel of ASSOCanan of SUrgeons ( |
5




A Fare Presenietion of Chroens Choleoystitis - Cheleopstocuizneous Fisiules4 Case Boporl

10} Heffman L, Beaton H, Want: G. Spentaneous
cholecystocutanecus  fistula: a complication of
neglected biliary tract disease. | Am Geriatr Soc
1982306324, 10.1111/.1532-5415.1982.
tix5059 x [PubMed] [CrossRef] [Google Scholar

11} Sayed L, Sangal 5 Finch G. Spontanecus
Cholecystorutaneous Fistula: A Rare Presentation of
Gallstanes. In: ISCR. 2010.

12} Pezxzllli R, Barakst B, Corinaldeci B, Cavazza M.
tpantaneous Cholegystocutaneous Fistula, Case Rep
Gastroenteral, 5ep 15 201043 ):356-360,

13) Davies MG, Tadros E, Gaine 5, McEntee GP. Gorey
TR, Hemnessy TP Combined intermal and external
biliary fistulae treated by percutansous cholecystli-
thotormy. Br) Surg 198%: 761258,

14} Ugalde Serranc P, Solar Garciz L, Miyar de Legn
A, et &l [Cholecystocutaneous fistula as a first sign
of presentation of a gallbladder adenocarcinomal.
Cir Exp. 2013:01[8):396— 397 10, 1016/).ciresp. 2011
12.009 ,

15} Andiey M, Biswas RS, Ashok 5, Somshekar G,
Gulat 50, Spantaneous cholecystocutaneois fistula
secondary to calcu lous cholecystitis. Am J Gastroen-
terol. 1996;91:1656=7

16) Czerniak A, Blumgart LH. Czerniak A, Blumgart
LH. Churchill Livingstone; Edinburgh: 1594, External
biliary fistulz, Surgery of the Liver and Biflary Tract,
vial 1.

17) Carragher AM, lackson PR, Panesar Kl Subcuta-
neocus hernfation of gall-bladder with spontaneous
cholecystocutaneous fistula, Clin Radiol 1990;42:
I83=d. 10 1016/50005-9260{05)82 170-8 [Pubied]
|CrossRef] [Google Scholar]

18). Singh &, Bansal 5, Human gall-bladder commu-
nicating with skin: rare angtomical swerve, | Clin
Diagn Res 2013;7:2321-1. 10,
TERD/ICDR,/2013/5902.3514 |PMC  free article]
[Pubbded)] [CrossRef] [Google Schalar

19) Morissey KP, McSherry CK. Czerniak A,
Blumgart LH. Churchill Livingstone; Edinburgh:
1554, Internal billary fistula and gallstone ilews,
Surgery of the Uver and Biliary Tract, vol 1.

20). Smith EEJ, Bowley N, Allison DJ, Blumgart
LH. The management of post-traumatic intrahe-
patic cutaneous biliary fistulas. Br J Surg. 1982;
69:317-18.

21} Reed MWR, Tweedie JH. Spontaneocus
simultaneocus nternal and external biliary
fistulae. Br ) Surg. 1985;72:538

22) Malik AH, Madeem M, Ockrim |. Complete
laparoscopic management of cholecystocutane-
ous fistula. Ulster Med | 2007, 76:166=7, [PMC
fres articla] [PubMed] [Google Scholar]




Case Repaort

Dr. Ravi Shankar 5

Surgical Resident, GRCH

. Hiranmoy Das
Asatstant Frof,, Dept of Surgery, GMCH

Dr. Rajesh Kumar Barooah

Asan, Pral, Dept af Meum Surgery
GACH

Dr. Ridip Mazumder
SR, Tepk of Sarpiny, GRACH

I Asasor Surg of Aseam 20231 @ 4344

JASA
The Journal of Association of
Surgeons of Assany
Volume 30 No. 1
June 2023 to October 2023

The lournal of 2550003

& Earg Caso Repori of Betroperitoneal Schwarmoma

A Rare Case Report of Retroperitoneal Schwannoma

Introduction:

Schwannomas are benign mesenchymal tumours that arise from
Schwann cellsof peripheral nerve sheaths. Commonky invoheed sites
are head, neck and extremities. Only 1%—3% of schwannomas are
found in the retroperitoneum,

CLINICAL DETAILS: & 35yr old female, presented with complaints of
gradually progressive, severe low back ache with beft 51 radiculopa-
thy for 3 manths,

INVESTIGATION

CEMRI PELVIS: T1- hypointense, t2 heterogenously hyperintense,
well defined lesion noted In retroperitoneum{towards left), arlsing
from51-52 neural foraming [extending from 52 to 55 vertebral
rreeasUring approsamately 5.6 1 5.4 £ 5.7 cu om,

TREATRENT

TUMOUR- EMBOLESATION: In order to decrease the wvascularity,
tumaor embolisation by fibrin glue was performed by interventional
radiology team,

OPERATIVE- PROCEDURE ; Exploratory Laparobamy and gross total
extision of tumor was done. Lower sigmoid celon and rectum
maobilized was dissected to gain access to retro peritoneal tumor
Turmour was soft to firm, friable, moderately vascular which was
removed |n plecermeal manner by suction and curettage. Haemosta-
sis achieved by bipodar diathermy & fbrillar,

During the post operative period, patient had symptomatic improve-
ment and was discharged on POD3 without any new neurologica
daficits. Histopathology of specimen showed presence of antonl A
and B calls , positive to 5-100 suggestive of schwanomma,

DISCUSSION

Retroparitoneal Schwannomas[RS) 5 weually clinically s#ent and
needs to reach a significant size to cause symptoms. Hence, preop-
erative diagnosis i often difficult. MRI with GAD s the imaging
meodality of choice for diagnosis. Schwannomas are wsually benign
tumaors, and scarcely undergo mafignant transformation unless they
are associated with van Recklinghausen's disease that accounts for
5% to 1E% of all RS, The differential dagnosis include neuragenic

tumars such as mmgunuli::mﬂ and |'.|h1-|:.|:,.|'|r~|1rr|.-:_||:.',l11:||r1n

of Surgeans of Assam [ASA) valume S0 1 Nod | Jeqe J28- O
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Fictiure 2: MRI

Picture 3:HPE of the specimen Pictiera 4: ME|

COMCLUSION: Relroperitoneal schwannomas are rare tumors,. They are mostly benign, but can
rarely e malignant, especially when associated with neurofibromatosis.
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