


From Editor’s Desk

Dear Friends

With this issue my tenure as editor will come to an end. One amongst us has to volunteer
and take over the responsibility to publish this bulletin successfully. Looking down the memaory
lane, | realize that | didn’t really accomplish all of the goals that | had set out to achieve. Yet
| have some little satisfaction that this bulletin today is better off than what it was when | walked
in. A sense of gratification emits, more so because all these we achieved together. Collaborative
efforts of all members of the editorial board added with the support, insights and the help
that all of you have provided, facilitated its growth. And yes, your kindness, love, support and
friendship made me enjoy my time as an editor. | wish all of you the best and thank you for all
the encouragement over the last 6 years.

As for all Journals — the success highly depends on the quality of manuscripts submitted.
| take this opportunity therefore to thank all the authors who have submitted their valuable work
regularly to ‘Rural Surgery’, the bulletin cum mini journal and were de facto ‘tour de force” for
its success. For all those junior colleagues who still hesitate to send their materials, my request
to them will be to shed their inhibitions and start contributing to this bulletin. It is said “Writing
is an exploration. You start from nothing and learn as you go”. Therefore | urge all of you to at
least try it once.

This bulletin cum mini journal occupies a strategically important niche where it can serve as a
platform for all groups who believe in the concept of Rural Surgery. Hence, | strongly hope and
wish that ‘Rural Surgery” will continue to prosper in the future.

Finally a humble suggestion to my successor — you only ever have to do what you're capable
of doing, friend, because by design, no matter how things appear, you’ll always have enough
time to do it. You'll do even better than you would have thought, and life will get even richer
than you could have imagined.

In the end, | must admit that the memories, the ones | have with friends like you, are the ones

| shall treasure most.

Dr. S.K. Baasu

Best wishes & Good Luck!



How Many More Loans to Rejuvenate

Our Health Care System?
Dr. Sitanath De ER.C.S. EI.C.S

In recent times, the Government of India has
held protracted negotiations with W.H.O., the
World Bank and the International Monetary
Fund. The requirements of the Indian Health
Care system were presented by the Ministry
of Health, the Indian Medical Council and
the State Health Ministers. The Purpose of
the negotiations was to agree to monetary
assistance worth several hundreds of crores
of rupees to be utilized for updating the
infrastructure of our health care system. Very
stringent clauses and conditions were imposed
on the Government before the loans were
sanctioned. These conditions included The
Clinical Establishment Act and the subsequent
encouragement of privatization in the health
care sector. The present wretched condition of
our Healthcare System, particularly in the rural
area, reflects the direct consequences of these
misguided negotiations.

Large amounts of the money received for
“updating of medical infrastructure” is going
to those very foreign suppliers of diagnostic
and therapeutic materials, who are so eager
to help India “develop” an updated Healthcare
system through the W.H.O. However, the
imported materials are not being properly
utilized by government establishments and
other materials are frequently left to decay,
unused, while the private sector is enjoying a
rapid expansion of sophisticated diagnostic
clinics, far beyond the means of the common
man. The more deeply India gets involved in
huge foreign loans, the less chance there is of
developing the necessary infrastructure in our
own country with indigenous supply.

Since our own existing healthcare system has
not been properly nurtured, it has become
almost extinct. The small-scale rural medical,
surgical and gynaecological clinic, with four

to six beds, under the direct, twenty-four hour
supervision of a doctor or doctor couple,
living on the premises, has all but vanished.
Instead, there is mushrooming of “nursing
homes”, most of them unregistered and
run by non-medical business men, whose
chief aim is maximum profit for minimum
investment. A flourishing “side-business” has
also developed for the various members
of accreditation committees and licensing
authorities who are prepared to look the other
way when faced with blatant deviations from
the mandatory regulations governing such
establishments. From time to time there is an
“incident” provoking agitation by the local
population. Show cause notices are sent to
the offending parties but nothing further is
ever heard of such cases.

The encouragement given to the concept of
Private Healthcare is also responsible for the
further deterioration of rural healthcare. The
wealthy entrepreneur has responded with
enthusiasm and for every new private hospital,
several crores worth of foreign-made medical
and surgical materials are purchased. In the
district of West Midnapore alone, there are
more than one hundred and twenty-five such
license holders in privately run hospitals and
clinics. The W.H.O is giving with one hand and
taking away with the other and the undoubted
loser is the 70% of the population of rural
India who has no financial resources to pay
for such “updated health care infrastructure”.
Today, with the daily escalation in the price of
essential commodities, the common man has
nothing left from his per capita income of less
than Rs. 3000 per month to buy health care
for his family.

The puzzling attitude taken by the health
administration towards their own health



service doctors, is also contributing to the
current malaise of our health care system.
At present, such doctors are permitted to
practice within a limited distance from the
hospital in which they serve, provided a no
objection certificate is obtained from the
hospital superintendent. This policy raises
questions about the divided loyalty of such
doctors to their government service and their
private practice. The idea of opening low-cost
government-run polyclinics within the existing
government hospitals disappeared before the
concept could be put into practice. This idea
was a missed opportunity which could have
provided both the hospital and its doctors
a welcome additional income, as well as
spread patients the burden of huge financial
expenditure in privately run nursing-homes.

The Clinical Establishment Act, as advocated
by the W.H.O is largely responsible for
the undermining of our own, indigenous
health care system. The imposition of a
“western model” concept of health care
in India is totally impractical, given the
huge percentage of the population for whom
such care will always remain beyond reach.
The Act has given foreign companies the
access of delivering medical infrastructure to
a huge market. It would be more practical
to nourish Indian companies and encourage
them to take up the challenge of providing
the necessary materials indigenously. The
concept of providing low-cost government
hospital polyclinics should be strongly
advocated. We should not allow our health
care system to become dependent on foreign
loans with the subsequent imposition of rules
and regulations which have already proved
so detrimental to the health of the rural
population in particular.

How Many More LoaNs ToO REJUVENATE...

Making our healthcare system into business
commodity, complete with marketing agents
and transport agents at the corner of every
bus stand, railway station and hospital
out-patients’ dept, is enough to make the
patient, and his careers, mortally sick. If this
attitude of charging huge expenses for quick
returns is allowed to continue, there will be
an even greater increase in the following
“diseases”:

1) The removal of more perfectly healthy
organs

2) More vomiting and diarrhea cases
admitted to private clinics without first
trying oral dehydration therapy

3) More clinically unnecessary caesarian
sections

4) Small risk cases which could be managed
at home, being urged into unnecessary
admission

5) Misuse of I.C.U

6) Crowding of patients due to excess
admission

7) Mis-utilisation of government
employees and trainee nurses in private
establishments

8) The expansion of “diagnostic clinics”
which charge such exorbitant fees that
by the time the patient receives the
diagnosis, there is no money left for the
treatment .

How long are we going to accept this state of
affairs in our National health System and how
many more loans must India accept before
the healthcare system shows some evidence
of “rejuvenation”?

Address for correspondence: Village and post office- Jhargram, Dist. Midnapur, West Bengal,

PIN-721507

Ref: (The West Bengal Clinical Establishment Rules, 2003 No.HF/O/MS/252/4C-04/2002 dated

7" July, 2003)



Relationship with Pharma Industries:

Does it Affect Health Care
Dr. S.K. Baasu

There is a concern among many of our
members about the pharma industry’s support
to our educational activities in any form, more
precisely to CME and other scientific activities
which we usually conduct in our annual
conference. They feel that pharmaceutical
money should not be allowed to use for our
scientific activities because pharma industries
try to influence physicians with their support.
In the process our colleagues get unduly
influenced by Drug Company propaganda
resulting in their inability to identify wrong
claim and often it make them practice rapid
prescribing of new products. In other words
they intend to convey that industry influence
adversely biases physician’s judgment.
Perhaps that is precisely the reason why so far
ARSI avoided, as much as possible, any such
help from Pharma industries.

Background

Over the years times have changed. While
educational needs of practicing physicians
have been well recognized and become a
growing concern with the proliferation of
new drugs since 50s and 60s, bearing the
escalating cost of CME (Continuing Medical
Education) also gradually has become
difficult™. There cannot be any doubt that
all CME and such scientific activities costs
money to produce, no matter what method
adopted to conduct it. It was recognized that
outside sources of funding were needed to
help defray this cost.[?) Today nearly all high-
quality educational conventions sponsored
by professional societies are being helped by
outside source of funding, mainly by pharma
industries. With the increasing concern about
the educational needs of practicing physicians,
the pharmaceutical industries also realized a
substantial commercial interest in marketing
its products to physicians.! As the number

of product, available to more specialized
providers in progressively diverse work
settings grew, product marketing specially by
pharma companies also became prevalent.
A partnership between the profession and
industry in the continuing education of doctors
was a hatural outgrowth to this response.
Private companies, worldwide, now provide
half the total cost of CME. However as the
need for this help was recognized, regulatory
safeguards and firewalls were also gradually
built.

Today’s CME is highly regulated to ensure
transparency and compartmentalization
between marketing and educational content
development. Code of ethics publicized
by medical product manufacturers and
accreditation requirements for CME limits
company’s control on educational content.

With this back ground one should examine the
genuinity of those allegations and reconsider
the relationship by doing risks- benefits
analysis. Does it really compromise with our
commitment to scientific integrity and medical
decision making? Do these interactions
have any negative result on patients care?
Does a positive attitude towards company’s
representatives have any clear relation with
well-trained physicians in medical practice?

Present Scenario

We have seen, and will continue to see,
dramatic advances in medicine. Today’s
pharmacopoeia is stuffed with drugs that vie
with one another for market share. Where
we once had 2 or 3 drugs to treat 1 illness,
each with a different mode of action, we
now have 5 or 6 drugs with the same
pharmacology. Which ACE inhibitor, what
form of insulin, which beta-blocker is the



best? Our opinions to choose are shaped
not only from our experiences, but quite
often from what we learned at a conference
or lecture. CME offers us that opportunity
to build on our knowledge, refresh existing
knowledge and improve as physicians. Today
CME has become increasingly formalized
and tied to licensing and credentialing.™!
The opportunities for continued learning are
now better than ever due to the development
of the Internet. Many accredited, cost-free
Internet offerings are sponsored by Pharma
Industries.

Any Evidence of Adverse Effect to
CME Support?

No evidence till date exists that such support
degrades educational content or has an
adverse effect on patient outcomest4l.
According to survey data, an overwhelming
number of CME participants found
commercially supported offerings to be
unbiased and of comparable quality to non
supported offerings.® Furthermore, a recently
published literature review showed that the
Accreditation Council on Continuing Medical
Education (ACCME) found no evidence that
commercial support for CME results in bias
or adverse effects on patient care.! On
the contrary product marketing enables the
improved ability to identify the treatment for
complicated illness. Today the health care
providers struggle to be competent to help
patients. Even the allegation that it results
in rapid prescribing of new products seems
weak because prescribing new products
could be appropriate. Many a time patients
do not receive appropriate treatment in terms
of drug, technology, devices etc since their
physicians do not recommend them due to
lack of awareness. This deficit is quite often
being covered up with the information transfer
by pharmaceutical funded CME — a clearly
desirable effect. The trivial accusation that the
information provided by industries are more
of promotional and not educational, does
not have any basis as no one can deny that

RELATIONSHIP WITH PHARMA INDUSTRIES:...

every information including that about our
own association’s activity has promotional
element in it. And talking about the issue of
rising health care cost, is it not a fact that
many factors outside health care system, one
way or other, are also to blame? Then why
the corporate producers of medical products
should become the scapegoat.

Benefit of Commercial Involvement
Longevity and quality of life have steadily
improved since 1960s when medicine began
to become increasingly ‘commercial’®. The
death rate from cardiovascular disease has
steadily decreased, so is the cancer related
death. HIV infected patient is in a better
position today to have symptom free survival.
Array of diagnostic method made our blood
supply increasingly safe. There may be other
factors contributed to this trend but economic
analysis have concluded that principle reason
for them has been introduction and marketing
of newer technology mainly by private
companies in terms of drugs, biologics,
devices and information system®. Therefore,
involvement of pharma industries no way
has broken our health care system. On
the contrary, its investment in research and
development, and promotion has created a
positive impact in health care by providing
us wide range of diagnostic and therapeutic
option that is available today. It has helped
health care providers to be competent and
help patient with the patient’s best interest in
mind™ and that, | guess, is the main aim of
“medical professionalism”.

It may be mentioned that drug companies
are currently funding 70% of drug research
and development cost which is 6 billion
dollar a year industry. Industrial investment
in biomedical research now exceeds public
research funding by nearly 2 folds.

Should we Ban?
Therefore it would be a mistake to ban
industry support of accredited CME. A ban
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would restrict doctors’ choices and our
options for continuing education would be
severely limited without some degree of
industry support. Pharmaceutical companies
would divert CME funds to purely promotional
materials, diminishing the overall quality of
information to which doctors are exposed!®.
Proponents of a ban have failed to sustain the
burden of proof that benefits would outweigh
the unintended consequences. | believe, with
the escalating cost, banning external support
to CME and other scientific activities may
not work. If that happens, organizing large
group lectures, enduring materials through
journals, webcasts, small group learning or
any of the multitudes of opportunities will be
lost. Because they all including accreditation,
record keeping etc. cost money and that have
become too expensive to produce. Some
time funding is also needed if we are to bring
in top authorities from far distances. So there
has to be some sort of financial support. This
money has to come from somewhere. Let it
come from anywhere and let anyone pay for
it but we must be certain to separate those
who produce it for only commercial interest
from those who support it in order to keep
the product clean and free of bias.

Can we Reduce the Bias?

We the doctors may feel that we are too
educated and too professional to be influenced
by drug company propaganda and intelligent
enough to recognize bias when it is present
and sort through the information. If this is
true, why do so many of us also believe
that our colleagues are unduly influenced
by drug company propaganda? Clearly, at
some level, many of us understand that
the pharmaceutical companies buy influence
with their support. Therefore it’s time for us
to acknowledge at least our susceptibility
to industry influence and find out a way to
minimize that and get rid of bias.

Is there a way out to minimize that influence
as a result of their support? | strongly feel

there is. As we strive to make our continuing
professional development, we must continue
to push ourselves to practice the most
cost-effective, evidence-based medicine. For
that we need to train our physicians to
understand what evidence-based medicine
is, to recognize biased presentations and
how to resist unethical direct-to-physician
marketing, if done under the veil of CME.
Scientific/CME activities should be designed
through the use of need assessment. Let there
be an assessment processes that identify those
areas with a need for new knowledge. While
assessing the proposals for CME sessions,
the topics, speakers, learning needs and
methods of teaching should be evaluated.
Finally we should attend the CME event,
not because it is convenient and free, but
because it is evidence-based and of quality.

Allegation and ethical over doings will not
take us anywhere nor will it help us to meet the
challenges of health care, medical education
and innovation that must go on. Whether
pharma company’s involvement in CME
activities and interaction with physician has
a negative impact on health care or it helps
physicians to deliver better effective health
care, needs a risk- benefit analysis followed
by, if needed, defining in clear term the
ethical frame work. Rather than confrontation,
| feel, both of us should work with the spirit
of mutual respect and cooperation which
may help industry to market its products
with highest integrity, help us to understand
medical product development and keep us
updated with best available evidence to
achieve the goal of better patient care.
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Congratulations!

Heartiest congratulations to Dr. J Gnanaraj, being
selected for Rural Medicare Society Award 2008.
The award will be presented during IFRS/ARSI joint
conference to be held at Pipalia Kalan, Dist. Pali,
Rajasthan in November 2009.




Patient’s Pulse Rate: Indicator for Patient Satisfaction

Assessment

Dr. J. Gnanaraj MS, MCh (Urology), FARSI, Dr. P Raja MBBS, DPM
Dr. Balaji Prasad MBBS, Ms. Muthulakshmi BSc (RN)

Mr. Shailender Ghosh BSc (RN), MSc, DNE

Introduction

The service providers are interested in
feedbacks from the service users. Extensive
and expensive surveys are used for obtaining
this information. The recent advances in
technology and transport make satisfaction
of the patients become an important issue
for the rural hospital. Unlike earlier days,
the patients now have a much greater choice
in choosing the place of treatment. Patient
satisfaction surveys help in evaluating and
monitoring the satisfaction of the patient
at various parts of the hospital. However
the rural hospitals often lack the manpower
and resources for carrying out such patient
satisfaction surveys. We describe how a
simple examination of the pulse rate could
help in assessing patient satisfaction in a
rural hospital.

Materials and Methods

A team of nurses from CMC Vellore and
nursing students from Burrows Memorial
Christian Hospital carried out a detailed patient
satisfaction surveys at the various counters
of the hospital and also checked the pulse
rate of the patient both before and after their
encounters at the various points like being
examined by the doctors, at the laboratory, at
the preliminary examination counters where
the patients interact with the nursing staff, etc.
The surveys were carried out at the end of the
day but pulse rates were checked before and
after the visit at the various counters or places
by independent evaluators. The results were
analysed to find out the correlations.

Results
The areas where surveys were carried out and
the numbers are given in Table 1

Area No. of Patients/Relatives Interviewed
Registration counter 30
Cash counter 30
Preliminary examination counter 30
Guidance inside the hospital area 26
Print station & special explanation counter 30
Doctors consultation 30
Laboratory 22
Pharmacy 24
Hospital cleanliness 30
Toilet facilities 27
Canteen facilities 27
Transport facilities 26
Meeting Spiritual needs 21
Overall satisfaction 30




PATIENT’S PULSE RATE: INDICATOR FOR PATIENT...

38% of the patients had decrease in pulse rate while 22% had no change in the pulse rate. 48%
had increase in pulse rate.

Table 2: Satisfaction levels with respect to changes in pulse rate (PR)

Satisfaction Level Decrease in ‘PR’ No Change in ‘PR’ | Increase in ‘ PR’ as
as % of Responses | as % of Responses % of Responses
Poor 0 0 12.5
Satisfied 5 24 54
Good 65 68 21
Excellent 30 8 12.5
Total 100 100 100

If the pulse rate decreases, there is 95% chance of the patient feeling good or excellent about
the experience and on the other hand if the pulse rate increases there is 67% chance that the
patient has poor or satisfactory rating about the experience.

Table 3: Changes in pulse rate (PR) with respect to satisfaction levels

Satisfaction Level | Decrease in ‘PR’ | No Change in Increase in Total
as % of ‘PR’ as % of PR’ as % of
Responses Responses Responses
Poor 0 0 100 100
Satisfied 6 18 76 100
Good 52 31 17 100
Excellent 64 9 27 100

Using the decrease/no change in Pulse rate
as the indicator the following figures are
obtained for predicting good or positive
experience

Sensitivity = 80%

Specificity = 80%

Positive predictive value = 88.9%
Negative predictive value = 66.7%

Similarly using the increase in pulse rate as the
indicator the following figures are obtained for
predicting poor or less satisfactory experience.

Sensitivity = 80%
Specificity = 80%

Positive predictive value = 66.7%
Negative predictive value = 88.9%

Discussion

The idea for such a project came after
evaluation of a study carried out during the
interviews for the selection of the nursing
students [1]. Pulse rates were recorded both
before and after the interview and the results
showed that all the candidates who were
selected either had the same pulse rate
or a much lower pulse rate after the interview
while most of those who were not selected
had a higher pulse rate after the interview.

Later another study was carried out by a
medical student from Singapore who noticed
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that the pulse rate of patients who did not agree
and get admitted for surgical procedures were
much higher than the pulse rate recorded at
the preliminary examination counter where
the nurses entered the vital signs. On the
other hand those who were admitted of their
own will for surgical procedures had either
lower or the same pulse rate.

Although it is not 100% accurate and has
several confounders, the negative change in
pulse rate is a fair indication of the satisfaction
of the patient and it is very simple, easy
and less time consuming as compared with
extensive surveys and it is accurate enough to
draw conclusions and take necessary steps at
various counters of the hospital.

The Uses of Such a Study

At Burrows Memorial Christian Hospital the
findings from the study was used for the
following:

a) Changing the staff at the registration
counter who consistently had poor

rating. This resulted in significant
increase in the outpatients.

Allocating a senior staff to take more
time to explain to the patients whose
pulse rates went up after doctors’
consultation. This led to increase in
number of in patients.

Changing the hospital run canteen
to a one, given on contract, to
improve quality of services and
thus increasing the satisfaction of
patients.

This simple tool could be used at the hospitals
to asses the satisfaction at various parts of the
hospitals and also to evaluate how effective
are the changes.

Reference
1. The role of patient satisfaction surveys
at a rural hospital and a use of a
simple alternative. Gnanaraj et. al
(accepted for publication in Indian
Journal of Nursing)

Address for correspondence: Burrows Memorial Christian Hospital, Alipur, Banskandi Post, Cachar District,
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Haemorrhoids — An Over View
Prof. V.K. Mehta

[Greek haima (blood), rhoos (flowing)/Piles: Latin Pila (ball)]

Definition

Traditional teaching has been that piles are
varicosities of haemorrhoidal veins. Superior
Rectal artery divides into Right and Left branches.
Right further divides into anterior and posterior.
Veins run along arteries and hence piles form
at 3, 7 & 11 ‘O’ clock positions.

In 1975 Thomson™ introduced a newer
concept that internal piles are formed
due to prolapse of anal cushions, which
are 3 in number and located at 3, 7 &
11 ‘O’ clock position in upper 1/3rd of anal
canal. Anal cushions are highly vascularised,
discrete masses of sub mucosa consisting of
blood vessels, smooth muscles, elastic and
connective tissue. They play important role
in continence, discrimination of faeces and
flatus.

There exists a continuous ring of external
haemorrhoidal plexus of veins in relation
to inferior rectal artery below dentate line
in distal part of the anal canal. This forms
external piles.

Etiology
Unknown but predisposing factors are as
follows:

Primary Secondary
Hereditary Obesity

Gravity Pregnancy
Straining at defecation  Tumour in pelvis
Purgation Raised intra

abdominal pressure

Irregular bowel habit  Portal Hypertension

Pathogenesis
e Compression of haemorrhoidal veins
during the act of defaecation.

o Disruptions/stretching of suspensory
ligaments of anal cushions.

e May be A.V. malformation.

e External plexus of veins is covered by
anoderm, which is very sensitive. It
gives rise to external piles, thrombosed
piles, and perianal hematoma.

Pathology
Each pile mass consists of:

1) Pedicle which is usually at anorectal
ring pink in colour.

2) Main mass may be covered by bright
red, purple or pink coloured mucosa.

When pile mass arises above anorectal ring
it is called “Internal Piles”. When it crosses
dentate line and descends down further, it
becomes “Interno External” piles. External
piles are below dentate line near anal verge.

Classification
They can be classified in relation to anatomical
location, etiology or dentate line:

e According to anatomical location:

1) Primary piles at 3, 7 & 11
‘O’ clock.

2) Secondary piles in
primary piles.

between

e According to etiology:

1) Primary when etiology is not
known.
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2) Secondary when piles are
manifestation of some other
disease e.g. Carcinoma rectum.

e Origin in relation to dentate line:
1) Above dentate line Internal piles.

Interno
external piles

2) From above
crossing dentate
line

3) Below dentate
line.

External piles.

Clinical Features
e Bleeding: Fresh, painless, sticks to
stool as streak or in drops at the end
of defaecation, sometimes profuse
bleeding.

e Anaemia: Depends on duration and
quantity of blood lost.

e Prolapse
e Pruritus: Itching due to mucus
discharge.

o May present with any of the following
complications:
Perianal haematoma
Strangulation
Thrombosis
Gangrene
Ulceration & Fibrosis
Portal pyaemia

Examination

Done in left lateral or lithotomy position
includes external, digital and proctoscopic
examination.

Investigation
Usually no
required.

further investigations are

In patient above 40 years of age who
has abnormal bleeding or unimpressive
non characteristic presentation or recurrence

following surgery then following investigations
are suggested:

1. Sigmoidoscopy, 2. Colonoscopy, 3. Barium
enema, 4. Rectal manometory, 5. Endorectal
UsGa.

Grading of piles
1st degree Piles do not prolapse, out of the
anal verge.

2nd degree Piles comes out of anal verge,
but reduces spontaneously.

3rd degree After prolapse needs manual
reduction.

4th degree Piles cannot be reduced.

Differential Diagnosis
1) Prolapse rectum

2) Polyps
3) Malignancy

Treatment
No treatment is required for symptomless
piles? Available treatment modalities for
piles are grouped under headings like
(i) Conservative (ii) Local non operative (iii)
Operative.

i) Conservative

This is advised for all cases of piles initially.
Orally plenty of water (4 liters per day) and
green vegetables, high fibre diet e.g. bran
or Isogel husk with water. Other measures
advised are:

e Do not avoid call to defection-

Respond it.

e Better local
reduction.

hygiene and weight

e Antiamoebic and deworming drugs in
our population do help.

e Astringent ointments do not help much
but may be prescribed as patient feels
better with its use.



CME

e It may take 4-6 weeks time for
complete relief.

ii) Local non Operative
Indications: for Grade I, Il or early Ill piles

1) Injection (Sclerotherapy)

N

Rubber Band ligation (Barron’s)

w

Cryo-probe surgery

N

Photo coagulation

o O

Bipolar coagulation

~

Heat probes

(]

)

)

)

)

) Infrared coagulation
)

)

) Laser scalpel

)

9) Linear cutter staplers.

Except Sclerotherapy and Barron’s Rubber
band ligation, rest of the techniques could
not become popular due to cost, pain,
sepsis. Also the results are not superior to
Sclerotherapy or band ligation.

Sclerotherapy and Rubber band ligation
have same indications, contraindications and
mechanism. Only difference is that sclerosing
agent is used locally in Sclerotherapy while
rubber bands are used to occlude blood
vessels to produce thrombosis and fibrosis in
rubber band ligation.

Grade | & Il piles

External, Internoexternal
and complicated piles

Indications:

Contraindications:

Technique
Position: Sim’s left lateral or Lithotomy
position.

Equipment for Injection: Gabriel syringe,
needle, proctoscope, 5% phenol in vegetable
oil (2-6 ml).

For Rubber band: Proctoscope, Barron’s Band
applicator, and Rubber bands

Proctoscope is passed, base of the pedicle
seen, and in this area submucosally 2 ml
of sclerosant is injected. All 3 piles can be
injected at the same sitting but many authors
advocate one pile at a time, at weekly interval.
Proper submucosal injection produces white
bleb through which blood vessels are visible.

In Barron’s band technique pile mass is held
with pile holding forceps and pulled into band
applicator so that band can be reach pedicle,
then bands are fired.

Complications of Injection
Injection into bladder, haematuria, retention of
urine, bleeding per rectum, local infection.

Complications of Rubber Band
Severe pain, voiding problem, and high
recurrence ratef® 4

iii) Surgical Indications
a) Grade Ill and IV piles
b) Complicated piles
c) Piles with fissure, fistula
d) Failure of non surgical treatment

Procedures available are as follows:

e Lord’s manoeuvre
with ligation

e Lord’s manoeuvre

o Excision o Staple
(haemorrhoidectomy) (haemorrhoidopexy)

o Selective haemorrhoidal
artery ligation

1) Lord’s Manoeuvre: For external and
externo internals piles and as an
adjuvant to excision.

Contraindication —Patulous anus.
Patient is put in lithotomy position
under saddle block anaesthesia;
stretching started with one finger of
one hand to 4 fingers of both hands
for 4 minutes. It produces submucosal
haematoma and fibrosis.
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2) Lord’s manoeuvre and ligation: It
is safe and effective for all types of
piles. After above procedure pull pile
mass by applying two hemostats one
at mucocutaneous junction and other
at the pedicle. Transfixing sutures
of No.1 or I/o chromic cat-gut
applied at base of pedicle, fundus
and in between the two. All piles
are treated at the same time. Do not
ligate external piles. No bleeding,
no incontinence or stenosis, but
sometimes pain may persist for
4-5 days. Secondary piles are also
ligated in similar fashion.

Haemorrhoidectomy: Pre-operative
counseling is a must.? Traditional
method is ligation and excision
using (a) open method of Milligan &
Morgan®, open raw area is left. (b)
Closed method of Ferguson® where
raw area is covered by mucocutaneous
stitching. In modern technique staples
are being used.

Method of Excision: Up to delivering of
piles is same as mentioned above. The “V”
cut is made at muco-cutaneous junction
and pedicle is exposed transfixed, ligated
and excised. No attempt is made to cover/
close raw area in open technique. In closed
technique mucosa is stitched with skin, so that
no raw area is left.

Complications
1) Pain: Local severe pain can be treated
by non constipating analgesics, local/
caudal analgesic infiltration, laxatives
and metronidazole.

Bleeding: It is usually arterial may be
reactionary or secondary. In reactionary
bleeding, re-ligation/packing. In
secondary bleeding packing.

3) Retention of urine: indwelling catheter

for 5-7 days.
4) Faecal Impaction: manual removal.

5) Infection/Sepsis: antibiotics,
debridement, colostomy.

6) Incontinence, stenosis are late
complications.

7) Lower abdominal/pelvic pain with
fever.

Stapled Haemorrhoidopexy (Logo, 1998)")

The principle is to repair disrupted suspensory
ligaments of anal cushion. In this technique
ring of distal rectal mucosa is excised.
Anopexy done using circular purse string
sutures 3 cm proximal to dentate line, using
CAD and circular staplers. Piles not excised.
Advantages claimed are:

a) Prevents constriction of veins during
defaecation.

b) Decreases blood flow in anal
cushions.

c) Prevents prolapse.

Disadvantages are that the method is

technically demanding and costly.

Selective Arterial Ligation: Under Doppler
USG selective ligation of superior
haemorrhoidal vessels is done. There is high
recurrence rate and results are not superior
(Felice et al 2005)®

Factors which determines outcome and
patients satisfaction depends on.

(i) Patient (ii) Technique (iii) Pain (iv) Recovery
time (v) Continence (vi) Return to work
(vii) Recurrence.?

Thrombosed Prolapsed Piles:

Straining at defecation and pregnancy are the
predisposing factors for prolapse of external
piles. They become thrombosed. Surgery should
not be done in acute phase. Manual reduction,
elevation of foot end of bed, analgesics and
other conservative measures help in relieving



CME

the symptoms. Fibrosis results in cure. Some
advocate use of Ca+ channel blockers like
Dilitazam 30 mg or Depin 5 mg OD.

Recommended Treatment Guide Lines for
Practice:

No symptoms  No treatment
Grade | Diet + Sclerotherapy

Grade Il Diet + Sclerotherapy/
Rubber band

Grade Ill & IV Surgery — Lord’s maneuver
with ligation is simple and
best method to practice in
rural areas.
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Extensive Genital Elephantiasis: A Case Report

Dr. N. C. Karmakar*, Dr. S. Das**, Dr. S. Maiti***, Dr. S. Maitra****, Dr. S. Ghosal*****

Abstract

Untreated elephantiasis is a common problem
amongst Indian poor due fo lack of access
to surgical management. At present, medical
treatment of elephantiasis is ineffective and
even the surgical treatment is tedious and often
cosmetically unsatisfactory. However, surgical
skills/techniques required are not always very
complicated and even general surgeons may
offer significant relief to patients with no
access to Plastic or Urological surgeons.

The case presented here is that of a very poor
young man, who had developed grotesque
scrotal elephantiasis to the extent of hampering
walking and urination. He was immensely
benefited by surgery.

Keywords:  Peno-scrotal

filariasis

elephantiasis,

Introduction

Gross lymphoedema, often due to filariasis, is
one of the curses of the tropical countries. Poor
patients, particularly patients of rural areas, are
often forced to accept the grotesque cosmetic
deformities, loss of function, employment and
self-image attendant upon the same, due to
lack of access to specialized surgical care.
However, surgery may not necessarily be difficult
and rural populations may benefit from well-
envisaged surgery performed by even general
surgeons as this case-report demonstrates.

Case Report

A 30-year old man hailing from a remote
village in Purulia dist. West Bengal, came in
contact with the authors incidentally. He had
complaints of gross peno-scrotal swelling,
starting from the age of around 12 years,
with aggravation to the extent that he was
finding ambulation increasingly difficult and
could walk only after placing his genitalia in

a tailor-made pouch in his trousers! Urination
was also a problem, his penis being deeply
buried somewhere in the lesion.

On questioning, the patient further revealed
that he, expectedly, suffered from
recurrent attacks of symptoms suggestive
of lymphangitis and from skin infections.
Further, he remembered being treated for
recurrent abscesses in the neck and groin
but did not have documents of the same.
The lesion restricted his mobility leading to
loss of employment, which further precluded
his access to proper treatment. He could not
even imagine marrying because of the gross
distortion of the genital organs.

Examination revealed huge enlargement of
the scrotum and what appeared to be massive
elongation and thickening of the penis
(Photograph 1, inside front cover). The penile
skin showed bulges at the back resembling
the scrotum but were subsequently found not
to contain the testes. The preputial skin was
distally grossly thickened and ballooned, and
the orifice was practically untraceable. There
were multiple scars in the neck and groin,
suggestive of ruptured/incised lymph-node
abscesses.

Finally he was brought to Midnapur Medical
College & Hospital, and operated upon, after
standard pre-operative preparation. It was
found that a cuff of skin near the root of the
scrotum was normal on either side and was
preserved; this was used to reconstruct the
scrotum. Thus the inconvenience of creating
thigh flaps was avoided. Meanwhile, the rest
of the thickened tissue was decorticated and
excised down to the level of the Bucks fascia
of the penis, up to the base of its suspended
part. The inner fold of the prepuce was found
to be unaffected with elephantiasis and was
cut across, distal to the penis, to create a tube
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which was folded back to cover the penis; this
obviated the need for free skin-grafting with it’s
attendant uncertainty of take. The immediate
results were gratifying, with very mild infection
in a small part of the wound. The patient
was kept catheterized for a week to prevent
soiling of the incision and the patient could
ambulate freely from the first post-operative
day. (Photograph 2 inside front cover)

Discussion

Bancroftian filariasis is widely prevalent
throughout the tropics, world-wide!. Unlike
Brugian filaria which rarely affects the
genitalia?, it affects lower limbs and genitalia®
very commonly and isolated affections of either
are not uncommon. The characteristic features
of elephantiasis are due to the stasis of high-
protein lymph in the tissues due to lymphatic
obstruction?. This leads to significant cosmetic
defects. Further, stasis predisposes to recurrent
local infections which aggravate lymphatic
damage and lead to a vicious cycle of increasing
stasis and more frequent infections2.

Therapy of established elephantiasis is
generally surgical with enthusiasm for drugs
such as Benzapyrones, is variable®.

Various types of surgical procedures have
been reported; some* report success
with total excision of affected tissue and
skin grafting. If the scrotum has to be completely
excised placement of the testes in pockets
constructed in the thigh may be necessary.

Others®, report that the posterior scrotal skin
is often relatively uninvolved and may be
used for reconstruction (ISPUB) along with
other ‘plastic’ surgical techniques to get better
results. This was what we found in our patient.

Prica et al® have described a technique of using
a Gracilis myocutaneous flap to channelize
lymphatic drainage into the deeper muscle
lymphatics to prevent recurrence, with good

results. However, it is a relatively complex
procedure and necessitates training to perform.

Conclusion

Patients with very large, disfiguring, peno-
scrotal elephantiasis, which makes a person
physically and functionally handicapped, may
go back to normal activities after well-planned
surgery. Such surgery may be undertaken by
general surgeons working in rural areas.
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Interstitial Nephritis Causing Osteopenia:

A Case Report
Dr. Sunil Sahi MS (ortho)

Abstract

Osteopenia is characterized by generalized
reduction in bone mass that is less severe than
that resulting from osteoporosis, caused by
the resorption of bone at a rate that exceeds
bone synthesis.

We report the case of 32 years-old woman,
presented with pain in thighs and legs
responsible for major disability. Laboratory
tests showed elevated alkaline phosphatase
level, high level of blood urea and serum
creatinine, gross albuminuria  with no
glucosuria. Further investigation led us to
the diagnosis of interstitial nephritis resulting
in osteopenia. Patient had remarkable
improvement in her symptoms with calcium,
Vitamin D® and calciferol inj along with
the conservative management of inferstitial
nephritis.

Case Report

32 years old lady reported to out patient’s
dept. with history of pain in thighs and
legs for more than 6 months duration.
Before reporting to us the lady was initially
treated by her physician with calcium and
vitaminD,. She responded well for a short
period but later on her condition worsened
and she had great difficulty even in walking.
On examination, she was found to be well
built and slightly overweight. She had bony
tenderness of ribs and upper thighs. She was
unable to get up from squatting position
without support.

Preliminary investigation at our centre
suggested associated kidney problem.
Further investigation helped us to diagnose
the case as Interstitial Nepbhritis leading to
osteopenia.

Investigation
Hb: 11.1 gm%, TLC: 6600Cu /ml, DLC:
N-48%, L-46%, E-2%, B-4%

TSH: 5.35 lu/ml, Blood Urea: 55mg%, Serum
Creatinine: 2.9mg%, Urine: Albumin +-++,

S.Calcium: 8.22mg/dl  (8.60-10.20),
S. Phosphorus: 4.11mg/dl (2.70-4.50),

S. Alkaline Phosphatase: 1450u/I

Since blood urea and serum creatinine
were raised following investigation were
performed:

Ultra sound abdomen showed loss of
cortico medullary differentiation (both the
kidneys showed homogeneous appearance)
of both the kidneys.

ANA (antinuclear antibody), DsDNA (double
stranded DNA): Negative

PTH (Para thyroid hormone):
(15.00-68.30)

X-ray pelvis, lat. View of L.S. spine and chest
showed no abnormality

403pg/ml

Treatment

In consultation with the Nephrologists the
patientwas given inj Arachitol (Cholecalciferol)
300000 U (7.5mg) IM followed by calcium
(500mg daily x 2 months) and Calcirol sachet
(Cholecalciferol) 60000 IU weekly. She was
also given steroids for her renal problem and
Eltroxin 25ug daily for high level of TSH. She
responded well to the treatment and her thigh
pain disappeared after a few weeks. The
alkaline phosphatase level also decreased to
450 IU.



RURAL SURGERY (Vor. 5 No. 4 OCTOBER 2009)

Discussion

Interstitial nephritis (IN) defines a pattern
of renal injury usually associated with
deterioration in renal function characterized
histopathologically by inflammation and
edema of the renal interstitium. The patient
was diagnosed as a case of interstitial
nephritis leading to deficiency of active
Vitamin D, which led to decreased serum
calcium level. Low serum calcium level
subsequently led to stimulation of PTH
causing mobilization of calcium from the
bone resulting in weakness of the bones
(Osteopenia). Bony pains in the thigh and
legs that had brought the patient to the
hospital were due to Osteopenia. Both ANA
and DsDNA test were performed to exclude
the possibility of SLA. In recent years it has
become apparent that 1,25-dihydroxyvitamin
D, [1 (OH)2D3], in addition to its well known
role in mineral and skeletal homeostasis,
regulates the differentiation, growth and the
function of a broad range of cells, including
the cells of the immune system(* 2, Vitamin
D, derivative is effective in modulating the
Th2-type inflammatory response in the

bladder by down-modulating the expression
of typical markers such as interleukin-13.
Also, a reduced inflammatory cell infiltrate is
detected within the over albumin-challenged
bladders on drug treatment, indicating that
migration of inflammatory cells might be
reduced.

Since interstitial nephritis has an allergic back
ground, it is suggested that oral treatment
with the vitamin D, analogue may have an
anti-inflammatory effects on the kidney and
vitamin D, may represent a new therapeutic
option for IN.
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Unusual Renal Foreign Body:
A Case Report

Dr. R.M. Gautam DNB. MNAMS. FMAS. FIAGES.

Introduction

Foreign bodies in renal pelvis are very rare. So
far metal nail as foreign body in renal pelvis,
acting as a nidus for stone formation, has not
been reported in the literature. A case report of
a metal nail of 5 cm. size in renal pelvis, acting
as nidus for stone formation is presented here.

Case Report

Forty nine years old female patient presented
with off and on pain abdomen on right side
of upper abdomen associated with fever
with chill and rigors. On examination there
was 20 < 20 cm tender

On enquiry patient did not reveal any history
of pricking with a sharp object on any part
of body or swallowing any sharp object. It
remains a mystery that how a five cm metal
nail entered into the kidney and remained
asymptomatic for decades acting as a nidus
for stone formation

Editor’s Comment

The presence of a foreign body in the
renal pelvis is not a common occurrence.
Is it possible that the foreign body probably
reached the kidney by retrograde migration

lump in right lumber area.
On investigation, it was
diagnosed as a case of
pyonephrosis right side
with non functional right
kidney. IVP showed non
functional right kidney
with a large radio-opaque
shadow in right renal area.
It also showed a 5cm
long longitudinal object
incorporated in pelvis of
the kidney (Figure 1).

Management

Patient was put on
antibiotics preoperatively
and nephrectomy done
after correction of anemia.
Kidney was hugely dilated
25 x 20 cm in size and there was about 2 liter
pus in it. One 3 x 2 cm stone was present in
renal pelvis. There was one 5 cm long metal
nail in renal pelvis acting as a nidus for stone
formation (Figure 2, inside back cover).

Figure 1: X-ray showing non function right kidney
with a radio-opaque shadow incorporating another
longitudinal shadow in it.

having been introduced
into the bladder (female
urethral  length  being
shorter, foreign body
can be manipulated
comparatively  easily),
inadvertently engaging
the right ureteric orifice
and thereafter ascending
the ureter to the kidney?
An almost similar case
of hairgrip foreign body
was reported in British
journal of urology, vol
44 issue 2, pages 133
-~ 135, 2008 where in
the author postulated
that the hairgrip was
forced up the right ureter
to the kidney during
peristaltic  contractions,
the projecting ends of the hairgrip preventing
downward movement. In this case the
projecting end of the nail head might have
prevented down ward movement! Comments
are invited.
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Referral Delay from Rural Sector and its Influence on the
Management of Cancer Patients Admitted at Ocean Road

Cancer Institute

Dr. Mkiramweni J.F, Dr. Ngoma T, Dr. Mtiro H.

(Based on the paper presented in 2" IFRS conference at Ifakara, Tanzania)

Summary

A total of 156 cancer patients were admitted
at Ocean Road Cancer Institute (ORCI) on
13th July 2007. Out of these 89(57.05%)
were male and 67(42.95%) were female.
Children constituted 17.95%. All patients were
interviewed using a standard questionnaire for
possible factors that might have delayed them
for commencing treatment. The information
was complete in only 100 patients and therefore
these were taken for analysis. Out of the 100
patients analyzed, 71 were female and 29 were
male. The peak age incidence was 31-50
(41%) years followed by 51-70 years (34%)
indicating early onset of cancer disease in our
country. 69% were peasant farmers in the rural
sector,12% were children and the rest were low
skilled laborers (5%), house wives (7%), petty
businessmen (3%) and 4% were unemployed.
They were classified geographically according
to 5 zones of Tanzania in decreasing numbers
namely, central, west, east, north and south.
The average distance from their residence
to the nearest hospital was 38.8 Km. 48%
received primary school education, 12% were
children and 40% did not receive any formal
education. After their initial symptoms 60%
reported to the hospital, 37% reported to the
traditional healers and 3% took no action.
On arrival to the hospital 67% were attended
either by an assistant medical officer or medical
officer and the rest were attended by clinical
officers or Nurses. 77% were informed that they
had cancer and the rest claim to have not been
informed. The average time taken from initial
recognition of the symptoms by the patient

to reporting to the district hospital was 6.36
months, from the district hospital to the zonal
consultant hospital was 2.87 months, and
from zonal consultant hospital to the cancer
institute was 2.14 months. Out of 52 patients
with cancer of the cervix as an example, only22
(42.31%) patients reported with early disease
(stage Ib and lla) with a possible cure the rest
were in stage llb to IV. There was no single
patient with insitu carcinoma or stage la.

On arriving to the Ocean road cancer
institute all patients could start treatment after
an average period of 4.19 days.

With this information we observed that there
was too much delay in referral system from
the rural sectors and the factors involved on
the patients’ side includes lack of awareness
and distance from residential area to the
district hospital. The alarming delay observed
from district and consultant hospital to the
cancer institute need detailed studies but
could possibly be related to administrative
procedures and financial constraints.

Despite the prompt and commendable
treatment of cases by the ORCI, prognosis
of treatment would continue to be poor if
no strategies made at district/zonal/national
level to ensure creation of awareness at rural
sector and enabling early screening of cases
and prompt referral to the cancer Institute.

Material Method
1) A standard questionnaire was set for a
cross section hospital based study.



2) The target population was those patients
found admitted to ORCI during the day

of the study.

3) Only completed questionnaires were
taken for analysis.

4) Where the patient was a child or disabled
the escorting parent or guardian was

interviewed.

5) The file of the patients was also used to

extract some of the data.

Table 1: Distribution of the
Population by Age Group:

Age Group No. of Patients
0 -10 years 4

21- 20 yrs 9

21 — 30 yrs 4

31 - 40 yrs 21
41-50 yrs 20

51 - 60 yrs 17
61-70 yrs 17

> 70 yrs 8
Table 2: Zone of Residence

Zone No. of Patients
North 9

East 25

West 26
Central 34

South 6

Table 3: Distribution of the
Population by Occupation

Occupation

No. of the Patients

Peasant farmers

69

Children

12

House wife

Small business

Cook

Cleaner

Driver

IFRS SkEcTIiON

Table 4: Education Level

Type of Education No
No formal education 42
Primary school 48
Children 12

Table 5: Action Taken

After

Experience of Symptoms

Action No. of Patients
Reported to the 37
traditional healer

Reported to the hospital 60

No action 3

Table 6: Hospital Attending
Personnel at the District Level

Attending Personnel

No. of Patients

Nurse 15
Clinical officer 15
Assistant medical 36
officer

Medical officer 31
Not known 2
Table 7: Information About the
Diagnosis

Patient’s information No.
Informed 77
Not informed 23

Table 8: Time Lag from Residence to
Health Centers/within Health Centers

From home to the district
hospital

6.36 months

From the district hospital
to the zonal consultant
hospital

2.87months

From zonal consultant
hospital to the cancer
institute

2.14 months.

Tour guider
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Average time taken to

commence treatment

4.19 days.
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Table 9: Stage of the Cancer of
Cervix on Arrival at the ORCI

Stage No. of the Patients
la 0

Ib 7

lla 15

Ib 11

Illa 10

b 14

1\ 2
Discussion

Data about the magnitude of delay to attend
ORCI in Tanzania is not available. However it is
a general observation of all clinicians working
in this institute that there is too much delay to
attend oncology treatment from the time of
initial symptoms. In other developing countries
this delay is far less and data is easily available.
In the department of social and community
medicine, Oxford University, data about delay
in receiving treatment were obtained from
162 women with newly diagnosed breast
cancer. Delay was found to occur both before
and after the woman presented to her general
practitioner™. Delays within the Health Service
were mostly due to diagnostic or administrative
problems. Particular difficulties arose where the
doctors expected benign disease, where the
symptoms were not typical of breast cancer
and where the woman had a history of
previous benign breast disease. Age, a family
history of breast cancer and the status of
the woman (NHS or private patient) did not
appear to influence delay®. Our series in
a developing country appears to relate this
delay in treatment on the patient side due
to lack of awareness, believes in tradition
healers and distance from home to the district
hospital. Administrative procedures, though
not investigated, appear to explain the delay
from hospital to hospital.

Negligence as a cause of delay has posed a
lot of medical compensation. A case relating

to delay in treatment of breast cancer in 2001
led to compensations of 15.000 pounds by
JMW solicitors’ in 2004 in UK?,

In our setup no information was available
about the decision of the couple which may
influence delay or early reporting to the
hospital. In this series 37% of the patients
reported to the traditional healers. Nobody
is aware about the dialogue of the couple.
In developing countries Martin A. Martino et
al® reported an interesting case of a female
patient with cervical cancer who delayed
to attend treatment because of domestic
violence caused by the husband. In Africa
belief in traditional healers has not been
studied by gender but it will be interesting to
see if there is male domination in the decision
making. Martin and colleagues further advice
the physicians to ‘““be aware of the signs of
spousal abuse to lessen negative impact
on the treatment of their patients. Once
domestic violence is discovered, there are
many resources available to help patients with
their needs”.

Symptoms of the patients can influence
awareness. An article in the Internet® which
compared dysphagia and other symptoms
of the cancer of the esophagus found that
this symptom contributed to more delay than
the others. ’Median delay was 15 weeks for
78 patients with dysphagia, and 17 weeks for
22 patients with other symptoms”’4:

Social and geographic factors influencing
treatment of colorectal cancers were studied by
Derjadin et al® in Scotland. In their literature
review they reported that longer distance from
the nearest hospital, younger age group with
associated symptoms, female gender and lack
of experience of general practitioner affected
the delay in presentation. They did not however
find any correlation in Scotland when they
compared urban and rural areas. In our study
we have noted increase in the magnitude of
the problem with longer distance and with



the low level of education of the parishioners
(even Nurses and clinical officers attended the
patients) but we need to conduct further studies
to establish the correlation.

Delay in the delivery of treatment for
gynaecological cancers has been previously
investigated and the link to survival established
by Simons et al®. In some cases, the delay
reflects the illness behaviour of women;
in others, it was inherent in the system for
delivering health care. Delay and survival
were inversely related: women with the
shortest delay had more advanced disease
and survival was least likely for these patients
This trend is seen most starkly in the delay
from general practitioner referral to first
hospital visit(l,

This study has identified the magnitude of
referral delay of cancer patients from the rural
Tanzania.

Factors appearing to be the cause include:
Lack of awareness (poor health education) for
the community and some health attendants,
wrong beliefs about the etiology and
management of cancer (use of traditional
healers), distance from their residence to the
district hospital and from district hospital to
the zonal consultant hospital and possibly
administrative procedures for referral.

Further studies are required for the rate of
growth of each type of cancer by the African
population so as to assess the significance of
delay.

Health education is required for the community
and training of rural health providers through
mass media, seminars or workshops.

The ORCI should be equipped with all
Diagnostic and surgical facilities so that
the patients can be referred directly to the
institute.

IFRS SkEcTIiON

Cancer screening units should be opened for
each zonal consultant hospital to enhance
early detection of cases. (for photographs
see front inside cover).
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Traumatic Rupture of Inguinal Hernia:

A Case Report

Dr. Kisanga PA. MD. M. Med (surg) FCS-ECSA

(Based on the paper presented in 2nd IFRS conference at Ifakara, Tanzania)

Introduction

Isolated scrotal rupture in inguinal hernia
without bowel involvement is rare. Common
complication of trauma to the hernia is
intestinal/visceral rupture, mesenteric tear.
Treatment usually involves laparotomy. A
case of trauma to inguinal-scrotal hernia
with isolated scrotal rupture and a successful
inguinal reduction and repair is presented
here.

Case Report

32 years old male patient from Maasai tribe
admitted to surgical ward 3 hrs after he was
hit in the scrotum while playing football in a
village team. He had a long standing inguinal
scrotal swelling that he knew how to ‘push it
back’ and was not bothered by it. There was
no other significant medical history. Clinically
he was in moderate pain, vital signs were
stable. His abdomen was not distended,
soft with normal bowel sounds. However on
examination, he had protruding intestines

through Rt. Scrotum (Photographl inside
back cover)

Management

The patient was prepared for immediate
surgery. The local area was cleaned and
draped. Intestines cleaned with N/S. There was
no perforation. Inguinal incision made, canal
opened and the sac was isolated. Intestines
reduced into the scrotum, brought through
inguinal incision, inspected and reduced into
the abdomen. The sac was ligated and Bassini
repair of hernia done (Photograph 2&3 inside
back cover). Post operatively there was no signs
of peritoneal irritation. The patient passed
stool after 36 hrs and was discharged home
after 72 hrs.

Conclusion

Isolated scrotal rupture in hernia is rare.
Inguinal approach is practical and safe. It
gives chance to repair the hernia at the same
sitting.



Recruitment and Retention of Health Workers in Remote and
Rural Areas — The Nigerian Perspective

Dr. Oluyombo A. Awojobi*

During the last 9th WONCA Rural Health
World Conference, thattook place in Heraklion
Crete, Greece, 12th -14th June 2009, a
workshop examined the issue of “Recruitment
and retention of health workers in remote
and rural areas — innovative approaches and
global recommendations”.

Retaining health workers, especially doctors,
in rural areas is a global problem even in
advanced countries where infrastructure is
taken for granted. The poor infrastructure and
inadequate social services have compounded
the situation in developing countries. The
other main problem has been the differential
in gross earnings between the rural and
urban professionals. However, the differential
in the cost of living which is in favour of the
rural practitioners and probably neutralising
the differential in gross earnings is not often
mentioned. The unquantifiable rapport and
confidence of the rural populace in the
resident health care giver is not considered
as well.

Another hindrance has been with job
opportunities for spouses of health workers
should they not been able to get appropriate
jobs in rural areas. Monetary allowances for
such spouses have been suggested.

In Nigeria, the problem is very serious and
accentuated by the phenomenon of ‘brain
drain’ from the rural areas to the cities and
from the country to the greener pastures of
Europe, United States of America and the
Middle East.

In the rural town of Eruwa, western Nigeria
where | have been practising since 1983,
| face that problem too. | attended the

WONCA workshop and suggested that
the logjam of retaining medical officers
in rural Nigeria could be solved formally
using established governmental institutions
and informally through private sector
initiatives.

Formally:

e Rural health institutions should be
made functional using the appropriate
technology we have developed in
Ibarapa.

e Consultant Family Physicians, who
are presently located in the tertiary
institutions, should be deployed to the
secondary level of health care where
they truly belong. Their academic
aspirations could be realized in such
settings since such institutions are
affiliated to and supported by the
universities.

e Rotations through rural health
institutions should be made compulsory
during postgraduate training as it
is with undergraduate training but
ensuring that the trainers are also
resident in the institutions.

e Suitable government and private rural
health institutions should be accredited
for training.

On the informal aspect:

As a result of inadequate vacancy for
residency training in government health
institutions and other personal reasons,
young medical officers have opted for
private practices usually in the cities but
could still acquire more skill and knowledge
informally.



RURAL SURGERY (Vor. 5 No. 4 OCTOBER 2009)

These issues prompted the formation of the
Association of Rural Surgical Practitioners of
Nigeria, ARSPON, which organizes regular
surgical sessions for skill acquisition. ARSPON
is in close collaboration with the Association
of Rural Surgeons of India, ARSI, and will be
a member of the International Federation of
Rural Surgeons at its 3rd conference in India
in November 2009. ARSI has succeeded in
introducing postgraduate diploma in rural
surgery with the responsible national body.

*Consultant Rural Surgeon

We hope that in the near future, ARSPON
will also be successful in this regard. The
indications are promising as evidenced by
the Pan African Association of Surgeons
symposium on rural surgery at the conference
of the West African College of Surgeons that
took place in Guinea Conakry in February
2009. | presented a paper on the subject:
‘Infrastructure and Special Investigations’
while Dr. J. K. Banerjee, a former president of
ARSI, discussed ‘Training for Rural Surgery’.

Address for correspondence: Awojobi Clinic Eruwa, P O Box 5 Eruwa, Oyo State, Nigeria, email:

oluyombo 1 @yahoo.com
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