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Dear Members

Here's wishing each one of you happy, healthy and successful 2008. As I move into the 5th year
of my editorship, I take this opportunity to express my gratitude to all members of ARSI for
entrusting their confidence and faith in me. 

My sincere thanks to members of editorial board, to all the authors who shared articles/ reports
for publication, to all the kind souls whose valued contribution helped us in overcoming the
financial crunch, to members of IFRS for their unrelenting support and to my office staff for
helping me in smooth and effective running of the bulletin. My very special thanks to Dr. Kavery
Nambisan for her sustained efforts in generating funds for the bulletin.

The year 2007 has been a year of achievements and losses, some joyous occasions, some
painful ones - the way of life. Our long cherished dream of starting DNB rural surgery course
was finally accomplished and is now running successfully. We have had two very meaningful
conferences in Tanzania and Pune both of which ended on very positive notes, many new
members joined us to carry forward the concept of rural surgery. All these occasions, big and
small, made us extremely proud and happy.

But in all this happiness there were some very dark moments as well. We lost our friend-
philosopher-guide and mentor, founder and past president of the association - Dr. N. H. Antia.
We also lost a true friend and a great human being in Dr. Fred Finseth. Their loss is irreparable
and shocking. So is the untimely death of one of our active members' - Dr. K. C. Mahapatra.
The only way then to move on is I guess to "Heal the past, live the present, dream the future"  

Dear colleagues, if we have to propagate the concept of rural surgery, it is essential that we
further improve the quality of our bulletin and bring it up to the status of a full- fledged journal.
And for doing so we need to revamp the journal, possibly increase the number of pages which
will require more articles, case reports and relevant news snippets for rural surgeons. All these
initiatives would require a little effort on our part, some courage and then persistence. Therefore
I appeal to all of you to gear up and send your contributions for publication. Without your
support we cannot achieve this significant goal.

"To make an end is to make a beginning"- thus said T S Eliot. To my mind perhaps this is the
true significance of the beginning of a new year. Many resolutions are made around the New
Year. Let us also resolve that while we live every day of our life joyfully, we will not hesitate from
taking up new challenges. As someone rightly said "Don't be afraid to go out on a limb. That is
where the fruit is."

Warm Regards

Dr. S. K. Baasu

From Editor's desk 

This issue has been sponsored by Dr. A. M. Railkar, Maharashtra
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It is a great honour for me to be able to stand
here before you as president of A.R.S.I. to
deliver this address this evening. Maharashtra
has given our Association the largest
contingent of members and also the highest
amount of activity. My salutations to the state
for this. And my salutations to Anna Hazareji.
Sir, I have browsed through your biography
and seen a bit of your wonderful work at
Ralegan Siddhi. Let me assure you that the
person, who stimulated you to become a
karmayogi, is the same who stimulated many
of us to become rural surgeons today, the
person who professed, "They alone live, who
live for others. The rest are more dead than
alive." (Swami Vivekananda)

Having been a founder member of ARSI, and
having attended all the conferences of ARSI
till today, across the country, I have grown as
a human being. I have transcended the
telescopic vision of a technocrat surgeon. I
have realized that science, if studied in
isolation, dehumanizes a person. I have
realized the famous saying of Mahatma
Gandhi that science without humanity is one
of the seven deadly sins. 

During these years of ARSI activity, I have seen
rural surgeons practicing science WITH
humanity. Today, five billion out of the total six
billion population of the world either have no
access or cannot afford the luxury of high-tech
surgical or medical care. I have seen rural
surgeons reaching out to this category of
people through managerial and technological
innovations, using their power of discrimination
and judgment, and delivering appropriate care
often facing scorn of the so called upper class
and risking the breaking of unjust laws.

Knowledge or gyan in Bharatiya languages 
has three dimensions. The first dimension is

Paroksha gyan. I learn from books, lectures etc.
The second is Pratyaksha gyan. I learn with my
own senses through practice. And when I learn
through feelings, it is called Aparoksha gyan or
Aparoksha anubhuti. Human learning towards
its own evolution and ultimate goal is
incomplete without the combination of all the
three elements. I learn from books etc. how to
do an Appendicectomy is Paroksha gyan. I
learn by performing the operation is Pratyaksha
gyan. And I perform it within a minimum
infrastructure, investigations, and at the
doorstep of the rural poor, out of a feeling or
anubhuti for him, using clinical judgment more
than laboratory tests thus making it affordable
to them is application of Aparoksha gyan. 

Application and benefit to humanity of any
scientific knowledge system is incomplete
without the use of all these three elements
equally, and, according to someone like our
father of the nation, a deadly sin.

We today practically see the impact of this
type of unbridled and senseless scientific
development, without the application of
Aparoksha gyan, on human society. Increased
human greed, excessive consumerism and
dehumanization, devastating climate change
leading to a forecast that cockroaches who
are more radio resistant, will replace humans
in future on this earth, revolt of societies
against self appointed policing with the power
of the gun. Little they realize that it is they who
are taking the world towards its destruction as
slaves of so called scientific development sans
humanity. And the impact on health care of
this type of development is of prime concern
to us today in this forum.

The concept of rural surgery has grown from
what it was when we first started the
movement in a consolidated way. Initially it

(On the occasion of Inaugural function of 15th National Conference of ARSI)
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was a struggle to establish our identity as
specialists in delivering multidisciplinary
surgical services with limited resources to
impoverished communities. Having won this
crucial battle with Dr. Prabhu’s leadership,
next was to establish wider and wider network
with rural practitioners to learn ourselves and
improve our quality of care - innovations and
conferences, transcending the bureaucratic
barriers of degrees and qualifications,
invoking the spirit of Aparoksha Anubhuti into
our professional practice. We made the
pendulum of our professional practice swing
from 'I' the great super specialist to "in the
service of thou my patient". We threw the
words "gold standard" and "state of the art"
management promoted and dictated by the
western health care industry into the gutter. 

Albeit we are not against bringing in high-tech
surgery to impoverished societies. But priority is
on technologies economically sustainable and
accessible by them. Technology flows from
countries which have a percapita GNP of
30,000 to 50,000 US dollars. And ours is a
meager 700US dollar. And then, 20% of the
upper crust population swallows 80% of the
countries resources with glaring discrepancies.
Today for instance the richest man of the world
is from India while farmers commit suicides
unable to repay loans and children die due to
malnutrition in rural areas. And 25,000
landless tribal had to march to Delhi the other
day, to remind our economic pundits who
wield power, to do land reforms so that they
may survive in their motherland with a simple
shelter on their head and two simple meals a
day. Such is the impact of western form of
development on our society today.

Coming back to the arena of health care, the
movement of rural surgery has been quite
successful in giving a twist to this form of
inhuman development. We thus have earned
enormous sympathy from the people and from
some professorial surgeons. Membership
strength is increasing everyday bringing in
more and more of those professionals 

who have the eyes to see through the veil 
of industrial pressure and greed, who 
have imbibed the anubhuti component of
education, who have developed the power of
discrimination and the faculty of innovation.
And it is because of sympathy from the
understanding professors like Balu Sankaran,
Dr. N. H. Antia, Dr. V. K. Mehta, Dr. R. Narang
from inside that we have grown and stabilized.
And support from outside of people like
Professor Sood, Prof.Jena, Prof. Rajasekaran
and Prof.Shyamprasad (now an insider) that
the DNB course has come into being, more of
which we will discuss tomorrow. And it is the
strong willed professionals who have
succeeded in taking it to an international level
through the kind support of the German
Society of Tropical Surgery (DTC), the Dutch
working group of Tropical surgery. We now
have networked with friends with similar
problems and thoughts from eight countries of
East Africa, Nigeria and Uganda and had
started the ambitious I.F.R.S. Proof of the
pudding is in its eating. The popularity of the
concept shows its importance in the present
day world of health care, and I venture to say
that, friends, iiff  wwee  aarree  aabbllee  ttoo  sstteeeerr  oouurr  sshhiipp
pprrooppeerrllyy,,  rruurraall  ssuurrggeerryy  wwiillll  bbee  tthhee  bbiiggggeesstt  aanndd
mmoosstt  iimmppoorrttaanntt  ssuuppeerrssppeecciiaalliittyy  iinn  tthhee  2211sstt

cceennttuurryy. And humanity will bless us for doing
so. Now what is the course for the ship and
how do we steer it.

The first thing we have to do is not to sit back
and pat ourselves on our backs. Let us sit up
straight. Let us start to learn from history and
based on this learning, set our future course 
of steering the ship. What do we learn from
the last sixty years history of healthcare
development of independent India. Starting
from the Bhore Committee report`s
implementation, setting up the hierarchy of
the health care administrative setups of the
different states and the centre, and finally
ending up in linear programmes. All of which
failed to yield expected results in the long run.
All of them, including the health components
of the five year plans. And then jargons,
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comprehensive health care, primary health
care health for all by 2000AD and so on. And
in spite of all this, 400 million people in our
country have no access to what the WHO
terms as essential health care today. And
finally, in a desperate attempt to tackle, the
government, with opening up of the economy,
is promoting privatization and corporatization
of health care. And while 80% of our
population is in villages and periurban slums,
80% of our hospitals are in large cities. 

Albeit, against this dismal background, of the
government`s efforts and policy, we see some
bright stars. Rajnikant and Mabelle Arolle`s
health care project, The Desai`s Jhagadia
project, Dr. Bang`s Medico friends circle
project, Dr. Sudarshan`s tribal healthcare
project, and in recent times, those of Lalitha and
Regi George, Ravi Tongaonkar, Balakrishna
Patel and so on. Also the number of Christian
missionary hospitals in rural areas and the
Hindu missionary ones like those of the
Ramakrishna Mission. These bright stars are all
voluntary organizations where we find
professionals with Aparoksha Anubhuti serving
the masses. The same is the scene in African
countries, to the best of my knowledge. And this
is our learning from history.

To complete this learning, let us now look at the
western world. In the US, few years back, the
population without health insurance was
40million out of a total of 330million. Today,
this population has increased to 60million while
the total population remains nearly the same.
Unable to provide services due to increasing
costs, reforms in medical insurance policies,
managed healthcare, HMOs and so on. The
insurance companies have become more
powerful and often dictate the management
policies. And in March this year, the J.A.M.A.
dedicated a whole issue on how to contain
costs. And they came to the conclusion that the
profession as a whole must unite in driving
reforms away from cost cutting and short term
fiscal competitions to starting catering to the
patient`s needs. And in Europe, a strong 

European Society of medical decision making
is performing the same function. Technology
assessment, evidence based medicine,
outcome analysis and so on. 

What is our final learning from all this. That
time is ripe in India to consolidate the
voluntary effort in health care. Not to depend
on the Government. Let the government do
what they are doing. All that is very good. But
voluntary effort by health professionals has to
be and must be strengthened. And the
Association of Rural Surgeons of India is the
only organization in our country which has
already taken a step in this direction. 

We have to consolidate further. And for that, two
things are very important. First, we have to
imbibe the spirit of rural surgeon ourselves. All
of us will have to become, as Prof.Shyamprasad
says, role models. "Not I but thou my patient".
For every small and big activity we must be able
to take the right step in the right direction in our
day to day practice. And second, we have to be
able to induct the younger generation to follow
our footsteps. During the last few years, we at
the Rural Medicare Centre have come across
many young well meaning doctors who are fed
up with the corruptions prevalent in our day to
day practice. We have to be able to induct them
into our way of practice. The DNB courses in
rural surgery do contain a fair amount of this
type of what we may call as value education
with appropriate technology. Our association
will have to make all efforts to provide support
to this postgraduate course of the National
Board. Create as many rural surgeons as
possible in future years to come. We will also
have to request the Government to provide
financial support in the form of soft loans to
those doctors who train and qualify through 
this course to setup small hospitals in the
countryside. Something like a Grameen
swasthya yojana programme under the
National rural health mission.

Thus it is only through proper education and
setting examples that we can induce the
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It need not be over-emphasized that Surgery
cannot be performed satisfactorily without
good anesthesia. A reliable Anesthetist is a
boon to any surgeon. However, a qualified
Anesthetist may not be easily available in
rural areas and consequently a rural surgeon
may have to overlap on anesthesia.  He may
not be a qualified Anesthetist but can and
does perform this duty satisfactorily. Times
have changed and qualified Anesthetists are
now available in most Taluka places. They no
doubt will give safe anesthesia but their
availability may not predictable and their
service especially in the management of
minor and selected medium type of surgical
procedures may not be cost-effective.

For obvious reasons, a surgeon may have his
own arrangement for the maintenance of
anesthesia in his own Hospital.  He may train
(a) A Nurse or (b) One of the smarter but
unskilled employees.  A busy Anesthetist may
also find these individuals very helpful
whenever he is attending this private hospital.
At the St. Luke's Hospital, Shirampur where I
worked for 35 years, I had the pleasure of
working with one more categories called
aanneesstthheessiiaa  tteecchhnniicciiaannss. These could be Nurses
or students who had passed 12th Examination.
They underwent training for two years and
received a certificate. They were a boon to
rural hospitals like St. Luke's.  However, by law,
they were not supposed to administer
anesthesia but work as a qualified Anesthetist's
assistants.  Whenever a qualified Anesthetist
was not available, they performed extremely
well as Anesthetist and I was able to undertake
all sorts of surgeries including major cases and
Pediatric Laparotomy for Intussusceptions and
CHPS with their help.  Whatever may be the
category of the individuals (Nurse, unskilled
employee or anesthesia technicians), the rural
surgeon had to take the moral and legal
responsibility of anesthesia.

I often felt that surgeons of my generation
had an advantage.  When we started our
practice in rural areas, there were no
qualified Anesthetists available.  We used
Ethyl Chloride for induction and Ether for
maintenance of anesthesia.  Ether was safe.
The stages of Anesthesia developed slowly.
Endotracheal intubation was slightly difficult
as compared to intubation in a paralyzed
patient but could be performed at leisure
because the patient was breathing
spontaneously. We achieved technical
proficiency, became bold and confident over
the years.  With seniority came the respect
from the community. Perhaps this brought
about the confidence that no patient or
relatives would dare to question us even in
case a mishap occurred during the
management of anesthesia.  When I look
back on my own career, I find that I
performed 1300 Bronchoscopies for removal
of FBs on children whose average age was 1
½ years.  Almost 50% of these cases were
done without a qualified Anesthetist around.
Fortunately, we did not lose a single child
during these 1300 procedures.  However not
once did I think about the LAW!

Conditions have changed now - 1) A common
man's awareness has grown and 
2) Laws have become stringent.  Due to this,
many junior Surgeons (and some seniors too)
are refusing to take the responsibility of
anesthesia.  What happened at the St. Luke's
Hospital is eloquent.  Our charging structure
for general ward patients was very low e.g.
Appendectomy Rs. 2000/- , Hernia Rs.2000/,
LSCS 2500/-.  Whenever I was free, I would
often administer Anesthesia for minor cases
and Spinal Anesthesia for cases like Appendix,
Hernia and LSCS.  This was indeed cost
effective.  If a private Anesthetist was called to
conduct these cases, his fees would not match
with our low operative charges.  After I retired

Dr. Anilkumar V. Masurkar*, MS
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from service in Jan. 07, my successors refused
to take the responsibility of anesthesia and the
hospital has had to call a private Anesthetist
for all cases.  This, no doubt, has upset the
cost effectiveness. However one cannot blame
anyone for this.

Now a new course of DNB in Rural Surgery
has been introduced.  The candidates will no

doubt imbibe the spirit and philosophy of
Rural Surgery from their teachers.  They will
be trained to perform general surgical
procedures, gynecological operations and
anesthesia. However, in order to manage
anesthesia boldly, they will need some sort of
legal sanction.  How this can be done needs
to be discussed. This will be of a great
support to Rural Surgical practice in future.

RURAL SURGEON AND ANESTHESIA
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Remembering Dr. Fred Finseth

ARSI deeply regret the unbearable loss of Dr Fred Finseth, passed

away on 4th of December 2007. Dr. Finseth was a man with

great personality, full of life, generous, dedicated to the others

and always did what he could to make people's life better. His

help and contribution to the surgical care of people in India

through ARSI as well as directly was immeasurable. His bright mind and great heart are a

shining example of what humanity is about. His engaging and deeply humane nature earned

him love and appreciation from every quarter. Dr. Finseth has left his mark in ARSI activities.

While Dr. Fred Finseth will be missed as a friend and well wisher of ARSI, he will be

remembered years after year through the Antia Finseth award.

Members of ARSI share the grief and sorrow of his family. May his noble soul rest in peace



Introduction
Ear piercing is a very old custom in many
areas, such as in Biharamulo, a small village
in Northern Tanzania. Of course, this custom
had the intention to increase a girls' beauty
but it can lead to the opposite as shown in
this case report.

History
A 25-year-old woman presented in a district
hospital because of big, swollen earlobes,
resulting form ear piercing. The piercing had
been performed in her small home village. No
sterile instruments were used. Shortly after the
piercing, the earlobes became red and painful.
The big tumours appeared later and were
troublesome to the patient because of itching
and traction. She also had aesthetic problems
with the swelling and asked for removal.  

The patient had no relevant medical history.
She had a normal pregnancy and delivery in
2003. When she attended the hospital, she
had no other complaints. She was seven
months pregnant by then. This pregnancy was
again uncomplicated.

Physical examination and diagnosis
The physical examination showed a healthy,
pregnant, African woman, with swelling on both
ears involving posterior and anterior wall, of four
to five centimetres in diameter and estimated 15
grams on both sides. The swellings consisted of a
solid mass, with a tight skin and were not
fluctuating. No other abnormalities were found by
physical examination, in particular no other skin-
problems or scars. She was vaccinated according
to the standard programme in Tanzania. 

The diagnose keloids was stated clinically, 
no other (laboratory/imaging) examination
was done. The patient was referred to a

reconstructive surgeon of the African Medical
and Research Foundation (AMREF). The
surgeon added the patient to his operational
schedule for the two weeks that he was
available to the hospital as a visiting surgeon. 

Treatment
Under local anaesthesia (lidocaine 2%) both
left and right keloids were removed, anterior
and posterior separately, by intra-laesional
excision. (With this technique a small margin
of keloid will remain. By this way the excision
does not damage the normal skin.) After
excision, reconstruction followed with local
skin by interrupted mono-filament polyamide
(ethilon) 5/0. The surgeon's postoperative
care orders were: removal of the stitches after

Groen RS, Oosterhuis JWA

Treatment of Keloids**
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seven days and wearing ear-clips as pressure
therapy for 6 months. The patient herself was
responsible for getting these ear-clips.

Postoperative follow up 
The patient returned for removal of the
stitches 7 days after the surgical procedure.
She was advised again to buy and wear
appropriate ear-clips for 6 months. The
AMREF surgeon had already left by that time. 

One and a half month later the patient was
seen at the Maternity Ward for her delivery,
which was uncomplicated. She was satisfied
with the cosmetic result of the operation. She
only complained about itching. She had not
been able to find any ear-clips in Biharamulo,
so the postoperative pressure therapy to
diminish the chance of re-appearance of the
keloids was not applied.

At further follow up of the earlobes, both
sides had healed with some thickening, but
without re-appearance of keloids.

Discussion of the literature 
Aetiology
Keloids are benign dermal collagen lesions
that can appear after skin damage. This
damage can be trivial; vaccinations or insect
bites can cause it. The pathogenesis is still not
fully clarified. The formation of keloid tissue is
due to uncontrolled collagen construction and
destruction. This collagen synthesis depends
on many factors such as Langerhans cells, 
T-lymphocytes, must cells and keratinocytes,
as well as fibroblastic cells and growth factors.
Keloid is often seen after wound
inflammation, most likely due to disturbance
in the immunological response to skin
damage (1, 2).

Although part of the etiology of keloids is
known, it is still not clear yet which skin
damage will lead to keloid formation and
which will not. Some genetic predispositions
are known. The keloids are more often seen in
people with a pigmented skin (3, 4). Age is

important too, since there is a higher incidence
of keloid onset at the age of 10 to 30 years 
(5). Pregnancy can also stimulate the growth of
keloids (6). The patient in this case report did
not notice an increase of keloid growth during
her pregnancy. The keloid forming may be
related to the age of the patient, since the
vaccinations which she received during
childhood, did not result in keloid forming,
while keloids did appear after ear piercing
during adolescence. However, this may also be
explained by a difference in sterility of the skin
damaging procedures mentioned. 

Keloids are mainly found on the trunk and
chest, as well as in the deltoid region, face,
neck and ear. The morphology corresponds
with the anatomical position (7). Single ear
lobe keloids, without accompanying keloid
formation elsewhere, are often seen probably
due to the mentioned unsterile condition 
(8). Keloid formation can be prevented by
prevention of wound inflammation. In case of
surgical wounds, keloid formation can be
prevented by making incisions according to
the skin lines and not in regions with a lot of
traction due to articulation. Furthermore, the
stitches should cause as little traction and
irritation as possible; thin mono-filament
intra-cutaneous sutures is preferred (9, 10). 

Prevalence
Every year 11 million people in the western
world develop keloid scars (11). The exact
incidence of keloid forming in developing
countries is unknown. However, keloid
forming occurs more often in pigmented skin
(5, 6). An old review cited, with random
sampling of African population, an incidence
of approximately six percent (6).

Differential diagnosis (Table 1)
Keloids can be diagnosed clinically, if time of
onset and localization are taken into
account. A characteristic feature of keloids is
the ongoing growth (for years), extending the
border of the original scar. Keloid tissue can
even present one year after the skin damage.
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This distinguishes keloid from hypertrophied
scars, the latter being noticed 3 to 4 weeks
after the skin damage, mostly diminishing
after one year and never extending the
original scar (12). Abnormal scar reactions
are also seen in sarcoidosis in case a
sarcoidgranuloma has infiltrated in the scar
(13). An encountered corpus alienum and
epidermal cyst should also be considered.
Finally rare infections have been mistaken for
keloids (e.g. Mycobacterium marinum 14).

Table 1: Differential diagnosis of keloid

1. Hypertrophic scar
2. Sarcoidgranuloma
3. Corpus alieum
4. Epidermale cyst

(or lipoma/atheroma)
5. Mycobacterium marinum

Treatment
People with keloids ask for medical help
because of itching, pain, traction, cosmetic
reasons, or because they fear a malignant
tumour (15.16). Treatment of keloid is still an
issue for discussion. The use of corticosteroids,
(laser) surgery, radiotherapy and cryotherapy
are promoted in literature (1, 17-20). Pressure
therapy can be applied for prevention as well
as treatment. For this treatment expensive
pressure material can be used, cheap ear clips
are also produced (20, 21). Due to the
complex mechanism of keloid formation 
(see aetiology), different therapies should be
combined to achieve complete cure. 

Results of therapy are evaluated by the rate of
recurrence. A recurrence of a keloid is often
more painful and extensive than the initial
keloid (12). Ragoowansi et al. compared
different treatments in a meta-analysis 
(19). They show that recurrence is more often
seen after surgery as mono-therapy (50-100%)
than after surgery combined with
corticosteroids (5-85%). Another study shows
that surgery in combination with the use of
pressure therapy results in 10% recurrence only,
especially in case of keloids of the earlobes 

(2). Pressure therapy, as mono-therapy, is only
successful for small keloids (20, 21). According
to Lee et al., the intra-laesional excision, as
applied to the patient in this case report, is very
useful as mono-therapy (23). This method is,
however, described in the literature only once,
without being referred to more recent literature.

The differences in success rates of different
therapies can be explained in three ways. First,
diversity in size and anatomical localization of
the keloid may influence the result of therapy.
Secondly, in some studies no difference between
keloid and hypertrophic scars is made. Finally,
the difference in the definition of success makes
it difficult to compare the different treatment
methods. Large, randomised clinical trials are
needed to define the best treatment of keloids.

At this moment, no gold standard for
treatment of keloids exists. Treatment
depends on the possibilities and facilities of
the doctor, patient and hospital settings. 

Back to the case report
In the setting of a District's Hospital in rural
Africa, a simple, fast and cheap treatment is
preferred. The standard therapy, in the hospital
settings in this clinical report, consists of
surgery and postoperative corticosteroid
injections (three to five injections triamcinolone
acetonide 40mg/ml). The patient should be
motivated to return to the hospital after surgery
to receive the painful injections. Therefore
alternative postoperative therapy, such as
pressure therapy, may be advocated. 

If the surgeon in this case report had involved
local staff in the care for this patient, the local
staff might have been motivated to help the
patient to supply ear clips, or otherwise
convince the patient to return to the hospital
for corticosteroid injections. 

Conclusion
There are three important take home messages
from this case report. First of all, the literature
shows us the importance of combined therapy
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of keloids to prevent recurrence. Secondly, we
need to ensure that the patient is well motivated
for the combined treatment. He or she should
be given proper information about the
treatment and results. Finally, a visiting surgeon
should discuss his choice of treatment with the
local staff for better postoperative care.
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Foreign bodies over the penis are usually put by the patient himself or by his female partner,
especially in young adults, for sexual gratification, and in the children as an innocent childish play.

A case is presented where a 20 years old man managed to put on his penis neck of a cocacola
bottle, causing severe swelling of the glans and pain. He tried to remove it himself but repeated
attempts failed.

He finally landed in our surgical clinic where the foreign body was removed under anesthesia by
i.v. ketamine.

The patient had an uneventful post operative period.

Dr. R. K. Garyali, Dr. T. R. Gupta, Dr. Punitee Garyali

A Rare Foreign Body over Penis

Abstract: A rare case of foreign body over the penis is presented.

Case Report:

Foreign body over penis

Address for correspondence: Dr. R. K. Garyali, Opp. Raj Palace, Dhaar Road, Udhampur, J & K, 182101
E mail ID: ravi.garyali@gmail.com
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