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ARSI deeply mourn the sad demise of prof. B.B.Joshi, a Doyen in the field of orthopedic
and pioneer in the field of hand surgery.Born in Karnal, Prof. Joshi had the distinguished
honour of being the first recepient of a master degree in Orthopaedics from the University
of Bombay in 1954. Innovator of many appliences, Prof. Joshi is best known for his great
innovation, Joshi's external Stabilization System (JESS). This versatile system made the
treatment of many diverse conditions of the hand more effective while reducing the
morbidity considerably. JESS further spilled over into the foot when Prof. B. B. Joshi
evolved a special frame for the correction of Congenital Talipes Equino Varus
(CTEV).Simplicity was the hall mark of his invention. The numerous economical and
simple hand splints that he fashioned out of scrap material and the per-cutaneous
technique he described for the fixation of fractures of the proximal phalanx of the fingers
in 1975 exemplify this.

His experience and skill has been reflected in the many chapters he has written in over ten internationally written
text books. He has authored many original papers on hand surgery in leading international and national journals.

Recipient of numerous awards, Prof Joshi was also honored with Indian Council of Medical Research Award (1986)
and "A Best Citizen of India Award" in 1998.As a  recognition to his work, Association of Rural Surgeons of India
(ARSI) honored this great personality and dedicated worker with prestigious "Antia - Finseth Innovation Award" for his
work on versatile, low cost, modular system for the management of hand deformities which is  simple enough to be
used by surgeons, where facilities are not available for sophisticated  technology and trained assistants. 

ARSI conveys deepest condolences to Prof. Joshi's family, friends, and co-workers. - Editor

Prof. Brij Bhushan Joshi
(22nd August 1928 - 

8th June 2009)

Obituary



Dr. N. H. Antia, the founder member and past President of ARSI left us for heavenly abode two
years ago. He was a stalwart, friend, philosopher and guide of ARSI and "Rural surgery"
movement. We commend him for his outstanding contribution to the cause of ARSI. As a
humble tribute to this extraordinary, inspirational personality and great visionary leader, we
publish some of his views and comments on ARSI and its members and rural surgery.

– Editor

About ARSI and its members
…….The achievements of ARSI and its members in providing cost-effective services in a
humane manner at the doorstep of the people at affordable cost should be an example not only
to our urban counterparts but also to the surgeons of the other 'need based' countries and even
to those in the West.

………ARSI seeks to provide a platform as well as support to those who have seen through this
maze of deceptions and distortion of technologies and of values unleashed by the market forces
on our people. Our members live and work not merely for themselves but also to alleviate the
suffering of those who fought for independence whose fruits we enjoy.

…..ARSI does not represent an association of second rate surgeons who provide second
rate surgery to second rate citizens in second rate rural India or urban slums. It
represents those who despite the training and values inculcated in our medical colleges
have retained human values and courage to swim against the popular tide which has
engulfed many of our profession.

………ARSI is not enchanted by the 'latest' technology but are practitioners of appropriate
technology. Innovation is part of our daily routine. Elegance lies in making the
complicated simple and appropriate; not in the reverse.
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………The originality of our members which contributes to the success of their surgery
at such low cost needs to be carefully documented and the experiences exchanged.
Many of you, who do this as a routine, seldom appreciate its implications when used
on a large scale. I never cease to be amazed as to how cheap be the effectiveness and
cost of health and medical care, even in the private sector, when the commercializing
effect of the market is eliminated or controlled.

………We must also convince our professional colleagues that ARSI is not a specialty but a
return to good basic medicine and surgery. Specialization to me is a necessary evil which often
blinkers the broader vision of medicine and surgery.

About Rural surgery
………..Those who state that surgery and its techniques cannot be different in urban or rural
areas are unaware of the entirely different socio-economic, cultural and many other differences
in the problems as well as facilities of these two nations namely India and Bharat, that live cheek
by jowl in the same subcontinent. Also the ingenuity of Bharat which survives despite all
handicaps.

…….The rapidity with which the carefully selected membership of our Association has expanded
from all over the country is a measure of the need for such an organization. And yet I see forces
that feel threatened and wish to deny the facilities of such surgery to the rural population under
the guise of safety and legality. Is it justifiable to deny blood transfusion to those who live in rural
areas under this guise and let them die legally or help them to survive illegally? This is a new
dilemma created by vested interest and threatens to be the thin edge of the wedge. This will
inevitably be followed by similar legal restrictions legislated by the government and courts at the
behest of urbanized medical and surgical associations…. 

……..It is not the traumatic sutures or the pulse oximeter that determines the quality
of surgical results. This only increases cost and denies surgery to those who cannot
afford it. The results of surgery have improved because of a better understanding of
Wound healing and of anatomy and micro circulation and not because of antibiotics,
antiseptics or traumatic sutures. 

……….There is no reason why we cannot also play a larger role in our society by taking part
in the overall improvement in the health and welfare of our community as also of the Block or
Taluka. This is now feasible under Panchayati Raj where the people are increasingly involved in
their own welfare. We can surely extend our activities beyond the confines of surgery. This would
provide greater satisfaction and meaning to us, as well as also to the people, if we participate
with the community and Panchayats at its various levels especially in the preventive and
promotive aspects of health which covers most aspects of life. We are in a unique position to
provide such knowledge and technology in a variety of ways appropriate to local needs. In this
we would be participants in our country's development. A new India can reemerge only from
the villages of Bharat who we have neglected at our own peril. The present urban problems are
a manifestation of this neglect.
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Background
This Symposium was held on 10th February,
2009 on the second day of 49 annual
conference of the West African College of
Surgeons (WACS), at Conakry, Guinea. It was
sponsored by Pan African Association of
Surgeons (PAAS).

West African College of Surgeons (WACS)
consists of doctors from different West African
countries, namely Nigeria, Ghana, Benin,
Ivory Coast, Liberia, Guinea, Sierra Leone,
Senegal, Gambia, Togo, Cameroon and
Guineas Bissau. West African College of
Surgeons (WACS) holds conferences in
different member countries and is also
involved in training doctors from different
disciplines working closely with surgeons. It
confers post graduate fellowships to surgeons,
anesthetists and radiologists after proper
training and examination. The fellowship is
recognized in all the West African countries.
Thus this body is involved in providing West
Africa with highly skilled specialists who can
work anywhere. In 2009 the conference was
held at Conakry, the capital of Guinea from
9th February to 14th February. Besides the
PAAS symposium on Rural Surgery on the
second day, there were numerous papers on
general surgery, trauma and orthopedics,
neurosurgery, urology, pediatric surgery,
gynecology and obstetrics, eye and ENT and
plastic surgery during the conference. 

Most countries in Africa are economically
underdeveloped like many Asian countries
including India. Like other developing
countries the educated and skilled manpower
does not want to work in rural areas, but
motivated people do go to rural areas and
work there. These people not only practice
surgery or the skill they are involved in but
also get involved in total development of the

area, thus generating employment and
income and stopping migration.  

Pan African Association of Surgeons (PAAS),
WACS and East African College of Surgeons
have joint interactions so as to share common
problems and experiences in Western,
Southern, Central and Eastern parts of Africa.

Proceedings of the Symposium on
Rural Surgery
It was a common symposium for all the
delegates attending the WACS conference.
Five different topics were presented and
discussed. These were as follows:

1) Place of Surgery in Primary Health Care by
Professor Taola Mokoena (South Africa)

2) Infrastructure and Special Investigations
by Dr. Oluyombo Awojobi (Nigeria)

3) Training for Rural Surgery by Dr. J. K.
Banerjee (India)

4) Scope and Challenges in Rural Surgery
by Dr. David Thompson (Gabon) 

5) Management Issues in Rural Surgical
Practice by Dr. J. I. Umunna (Nigeria)

Following were the abstract of presentations
by various authors:

1) Place of Surgery in Primary Health Care
by Prof. Taola Mokoena (South Africa) 

Primary health care is the first point of contact
with health care professionals. It can be
public or private. In the public sector in South
Africa, there are medical doctors with a team
in district hospitals. In the periphery there may
be polyclinics with only nurses with access 
to district hospitals. The private sector is
commonly developed by a medical doctors
who can run it from a private clinic or a small
hospital. In the case of public set up the
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funding is provided by the government
whereas in the private sector the financing is
done by private sector, usually the individual
doctor invests. In the government sector the
services are usually free but in the private
sector there are fees for services rendered.

Manpower
The most important aspect of providing
surgical services is availability of manpower
at PHC

Nurse running a polyclinic alone can hardly
provide any surgical services excepting
dressings and first aid. However, she may
have facilities for referring surgical cases to
district hospital. In some polyclinics there may
be presence of a clinician trained in surgery.

There are two other categories available at
PHC level namely

i. General practitioner surgeon with or
without further training in surgery.

ii. Specialist in Family medicine with limited
but structured surgical training

The above two categories can provide very
little surgical services. General practitioners
and specialists in family medicine can
undergo higher training in surgery for two
years to qualify for a diploma in surgery to
practice in rural areas. 

Surgical Care in PHC
The type of surgery depends on the
availability of facilities and surgical skill of the
manpower.

For safe surgery one should stay within the
capabilities and an informed consent is
required. For a simple set up simple
procedures like hydrocelectomy, drainage of
cysts and abscesses, excision of lumps and
small tumors, hernia repair, orchidopexy,
medical termination of pregnancy and
sterilization can be performed. Laparoscopic
sterilization needs further training.

In a more advanced set up with a well
equipped hospital more advanced surgeries
can be undertaken, e.g., emergency and 
life saving surgery to prevent delay in cases 
of trauma, abdominal emergencies and
emergency caesarian sections. More
advanced elective surgery may be done if
there is trained manpower and an efficient
surgical team.

2) Infra Structure and Special Investigations
by Dr. O. A. Awojobi, Nigeria
At Awojobi Clinic, Eruwa efficient surgical
care has been provided by adopting
appropriate technology and certain
innovations in the field of water and energy
supply, lighting, fabrication of hospital
equipment, production of some materials,
transportation and financial system.

Water Supply: Water from wells and rainwater,
conserved and collected in reservoirs, is the
main source of water.  Some years back an
earthen dam was constructed across the
seasonal stream which keeps the existing six
wells productive. The dam has been populated
with fish to control mosquito breeding.

Energy Supply and Lighting: Buildings are
constructed with large windows so that
natural lighting is adequate to perform
surgery during day time. It also provides good
ventilation.

Several generators, ranging from 2kVA to
10kVA fabricated locally, are used for energy
needs including X-ray services. Recently a
homemade inverter has been added to
guarantee a continuous supply of electricity
thus eliminating external power sources.
More recently light emitting diodes (LED) were
introduced for DC lighting. The clinic has
been wired with LED lamps to provide lighting
from 10.00 pm to 7.00 am when the
generators are switched off.

In order to have a permanent solution to the
energy problem research is underway to use
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Schwartz of U.S.A (1959) popularized it and
followed by Madden of U.S.A (1965).

The interesting feature is that this operation
was not popular in U.K. The reason for this
was thought to be 1. Ascending Cholangitis,
Liver abscess. 

The objection was proved to be baseless by:- 

a) Experimental studies in dogs

b) Long clinical follow up by many
authors.

c) Post op. Barium Cholangiogram.
(See inside back cover page).

d) Repeated Liver Function Test.

2. Blind distal C.B.D syndrome, acting as a
nidus for primary stone.

However it does not occur in practice as shown
in many series. The fact is that it is the stasis
from narrow stoma that causes Cholangitis.
However, if the anastomosis lumen is 3 cm or
more, stasis does not occur, as there is free
entry and free egress of the duodenal content.

Mukherjee (1983) in India published an
article of 100 cases of C D in Indian Journal
of Surgery with excellent result.  

Preoperative preparation of patient:
A blood test for Hb.WBC (TLC & DLC) BT, CT,
Hepatitis Virus, Blood group & cross match.  

2 units of whole Blood should be kept ready
for operation. In case of obstructive jaundice,
a course of 3 injection of Vitamin K should be
given preoperatively.

Criteria of Exploration C.B.D:
1. Intermittent biliary colic with fever and

rigor with or without jaundice.

2. U.S.G showing multiple small stones in
Gall bladder and showing stones in
C.B.D with dilatation of intrahepatic
biliary radicles.

3. Operative findings: -

Aspiration of dirty bile from C.B.D

Palpation of stone or stones in C.B.D 

Dilated C.B.D. of more than 1cm. 

Thickening and indurations of the wall of
C.B.D.

Operation Technique:
The surgeon stands on the right side of the
patient. There are several techniques, which
varies with the placement of incision on
C.B.D. (Whether it is on midline or lateral
longitudinal).

Before the incision is made on C.B.D., the
C.B.D is felt between thumb and the left index
and middle fingers for stone. The C.B.D is
aspirated for its confirmation and to note the
character of the aspirate. While the assistant
retracts the liver up with a Devers retractor in
his right hand and retracts the duodenum
down stretching the C.B.D in between middle
and index finger of his left hand, a 4cm
longitudinal incision is made in the anterior
lowest part of the supraduodenal portion of
C.B.D with the help of two stay sutures to
steady the duct (Fig.1).

Stones are removed with Desjardine forceps
and the C.B.D is flushed out with sterile normal
saline.  A test probe (3mm) is passed through
Sphincter of Odii, to check free passage of
C.B.D. Papillary stenosis is diagnosed if it is
impassable. (In rare cases of impacted stone in
the Ampulla of Vater, one has to do a
Transduodenal Sphincterotomy to remove the
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stone with a complementary Choledochoduo-
denostomy in the same sitting.)

A transverse incision is made on the upper
anterior surface of duodenum along its
longitudinal muscle coat, centering the lower
end of the incision on C.B.D.  The length of the
incision should be sufficient to form a stoma of
2.5 cm. One layer through and through
anastomosis is made using atraumatic
chromic catgut (00), starting from lower end of
the incision of the duct. Two interrupted sutures
before starting the continuous stitches helps to
prevent inversion of the cut edges of the C.B.D.
and duodenum at the finishing stage of the
continuous suture. All the knots are placed
outside. The wound is closed in layers with a
subhepatic drain (Fig 1).

At this stage, the proceedings would remain
incomplete without a few words about
Transduodenal Extraction of impacted stone in
lower end of C.B.D in the same sitting, while
we are still in rural areas. While the duct
incision is still open, the paraduodenal
peritoneal fold is mobilized to feel the lower
part of C.B.D between left thumb and fingers
for presence of stone. This is helped by passing
a Bakes' dilator through the duct incision down
to the impacted stone and push gently against
the anterior wall of the duodenum. An incision
is made on this area where stone could be felt
along the longitudinal muscle coat to open the
duodenum. The papilla with impacted stone
could be seen and felt. An incision is made
from the papilla towards the stone. The stone
slips out to be removed. The duodenal wound
is closed in layers after flushing out the duct
with normal saline. This is followed by
complementary CD.

Postoperative Management: 
The patient is kept on naso-gastric suction
and infusion. Fluid and electrolyte balance is
maintained.

The total amount of sub-hepatic drainage
varies from 400 to 600 mls over a period of
2 to 3 days. The drainage is faintly bile
coloured during first 24 hours. This is followed
by clear sanguineous fluid, reduced in
amount. Once the patient start passing flatus,
the drain is removed usually on the 3rd day.
Once bowel is moved the patient is allowed
gradually increasing fluid by mouth followed
by soft diet. The patient is ambulatory from 3rd

postoperative day, greatly simplifying nursing
management. The skin stitches are removed
on 9th post op. day and the patient is
discharged on 10th post op. day.

Some facts influencing in favour of being
equipped with this operation in rural
surgical practice:
1. Incidence of C.B.D. exploration in all

cases of Cholecystectomy is 25%.

2. Incidence of small missed stones after
exploration of C.B.D is 9 to 11%.

3. Incidence of papillary stenosis in all
explored C.B.D stones is 40%. 

Rationale of CD:
1. It facilitates passage of small missed

stones, and acts as a safety valve for
small missed stones left in the C.B.D after
exploration.

2. It is the most suitable diversion procedure
to combat papillary stenosis.

3. It is curative of C.B.D stones of benign
causes.

Conclusion: When there is expectation of local
people to have treatment locally, economically
with no hardship and when this could be
achieved with such an operation of simplicity
and safety, it is tempting to propose this
operation to be a primary definitive procedure
after exploration of C.B.D. Naturally it is a useful
operation in rural surgical practice to master.

RURAL SURGICAL PRACTICE & CHOLEDOCHODUODENOSTOMY (C.D)
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There has been an excellent article published
in previous edition of Rural Surgery written by
Dr. Tongaonkar on Prostatectomy.

My method is slightly different and may be easy
in rural practice with good results. Following
are the steps:

1. Spinal Anaesthesia.

2. Supine position.

3. Instruments: General trolley instruments,
Deaver's retractors, Ribbon gauze packs
(2-3), Foley's Catheter, Malecots
Catheter. (28/30F) corrugated rubber
drain.

4. Part painted and draped. Bladder
catheterized (change indwelling catheter
by Red rubber catheter) Distend bladder
above pubic symphysis.

5. Suprapubic midline incision 6cm long,
2cm above pubic symphysis.

6. Skin, fascia, linea alba incised in same
line. Rectii retracted.

7. Peritoneum pushed up and packed by
Ribbon gauze.

8. Bladder confirmed by shape, blood
vessels, muscle fibers, and aspiration.

9. Two stay sutures placed on the bladder. In
between two stay sutures bladder opened
longitudinally. Examined for prostate,
stones etc.

10. One hand index finger is used for
enucleation and other hand index finger
is put in rectum (put on additional glove
on hand in rectum which has to be
removed after enucleation). Finger in
rectum helps in dissection.

11. Pass finger in prostatic urethra, palm
facing ceiling keep in close contact to
pubic bone, hook it and break anterior
commissure. 

12. Plane of cleavage is developed between
mucosa and prostate. Finger should
always be in contact with prostate, rotate
on right and left side. Remove glands,
and finger in the rectum. Remove glove
of hand in rectum.

13. Replace red rubber catheter by Foley's
catheter 16 or 18 F size, put a silk thread
in eye-(which may help in case of
subsequent problem with catheter).

14. Put 3 Deaver's retractors to Visualize
prostatic fossa. Soak ribbon gauze in
povidon iodine solution and pack
prostatic fossa tightly. Then distend Foleys
Balloon to put pressure on pack (usually
30ml distilled water is good enough).

15. Put Malecots catheter in the bladder.
Bring out distal end of this, pack and
thread of Foley's catheter from upper end
of wound in bladder.

16. Bladder in closed by through and
through continuous inter locking 1/o
chromic catgut suture which is tied distal
to suprapubic catheter. Same suture is
used as purse string suture around
catheter to make it water tight closure.
Stay sutures are tied around Malecots
catheter.

17. Catheter, pack, and thread are brought
out through a stab incision 1cm proximal
to skin incision. Corrugated rubber drain
kept in retro pubic space is brought out
by another stab incision at lower end of
the incision.
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18. Peritoneal ribbon gauze pack removed.

19. Linea alba and muscles approximated by
three 1/o chromic catgut interrupted
sutures. Skin wound stitched. Catheter
and drain fixed.

20. Bladder irrigation started soon after
closure of the bladder.

21. Prostatic fossa pack is removed after
48hrs. Balloon of Foleys catheter is
deflated (10ml of water is left). Irrigation
using povidon solution (10ml in 500ml of
N/Saline) and may be continued for a
day more. 

22. Antibiotics - Inj. Lincomycin 300mg OD,
Gentamycin 80mg BD I/M for 5 days.
These are replaced by Ciprofloxin
500mg BD for 5 days. 

23. On 7th day Malecots catheter and thread
is removed. Foleys catheter kept for 4-5
days more till suprapubic wound heals. In
case of any post operative complication
keep Malecots catheter and remove
Foley's catheter.

24. Urethral dilation once after removal of
Foley's catheter is useful adjunct. 

25. Blood transfusion is not required.

CME
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Abstract
Central Serous Retinopathy is a disease of
the macula characterized by recurrent serous
macular detachment. Gass (1967) named it
as idiopathic central serous choroidopathy. It
mainly affects people between 20 to 40
years of age, more common in males,
usually unilateral but may be bilateral.
Stress, emotional upsets; 'type A' personality
has been implicated as important factors in
the etiology.

Central serous retinopathy is characterized
by localized neurosensory retinal detach-
ment caused by leakage of fluid at the level
of Retinal pigment epithelium (RPE, fig.1
inside back cover page). Conservative
approach is best modality of treatment. 

Key word: Central Serous Retinopathy (CSR),
RPE, Neurosensory retina, stress.

Introduction
Central Serous Retinopathy (CSR) as it
involves both choroid and retina is 
also known as central serous
choroidoretinopathy. Gass (1967)1 named
it idiopathic central serous choroidopathy. It
mainly affects people between 20 to 40
years of age and is usually unilateral but can
be bilateral. 

Central serous retinopathy usually has a
good visual prognosis whether treated or
untreated in patient below 50 years of age2.
Central serous retinopathy has been found to
have close association with psychological
stress, emotional upset, 'type A' personality3.
Conditions like SLE, increased endogenous
corticosteroid levels, pregnancy, are all
predisposing factors. 

Pigmentary changes usually occur in eyes
with central serous retinopathy4. It is

characterized by formation of localized
neurosensory retinal detachment caused by
leakage of fluid at the level of RPE. Large
bullous retinal detachment may be seen in
few patient5 (fig.2 inside back cover page). 

Pathophysiology 
Retinal pigment epithelium represents an
impermeable barrier to the diffusion of fluid
into subretinal space. So if there is RPE
dysfunction, fluid will accumulate in
subretinal space leading to CSR. Hyper
permeability of choroid is also suggested as
a possible mechanism for fluid accumulation
in CSR.

Clinical presentation
Patient usually complains of minor blurring of
vision followed by varying degrees of
metamorphopsia, micropsia, chromatopsia,
loss of contrast sensitivities. Neurosensory
detachment of retina may follow.

Vision can be improved with hyperopic
correction. 

Ophthamoscopy shows macular detachment
at posterior pole. Normal foveal light reflex is
absent. Fundus contact lens examination
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reveals separation of neurosensory retina from
underlying RPE. Subretinal precipitates may be
seen in few patients. CSR may be monofocal
or multifocal and macular area may or may
not be involved. Central scotoma is one of the
most important presentations in CSR.

Differential diagnosis
Infections and inflammatory disorders,
tumors, age-related macular degeneration,
Vitelliform macular detachment are important
differential diagnosis. CSR also needs to be
differentiated from RPE (retinal pigmented
epithelium) detachment.

Management 
Investigation 
Detailed history is very important especially in
relation to 'type A' personality, stress, pregnancy,
SLE. Visual acuity recording, Amsler grid
testing, ophthalmoscopic examination are
mandatory. Fundus Flurescein Angiography
(FFA) is very important as it shows typical smoke
stack appearance (fig.3). Indocyanine green
Angiography shows areas of choroidal hyper
permeability. OCT (ocular coherence
tomography) is also an important non-invasive
investigation to know the progression of the
disease (fig.4 inside back cover page).

Treatment 

Wait and watch (conservative approach) is
required with patient reassurance. CSR heals
spontaneously in 12 weeks with full recovery
of vision.

Recurrence may be seen in one-third of cases
within one year of the first episode. If macular
detachment has not resolved in 3 months and
leakage point is remote from fovea, then
photocoagulation may be tried.

Patients with recurrent episodes and those
with primary detachment who have already
had visual loss in the fellow eye should be
subjected to laser photocoagulation.

Glossary
Scotoma is an area or island of loss or
impairment of visual acuity surrounded by a
field of normal or relatively well-preserved
vision.

Metamorphopsia is a defect of vision in
which objects appear to be distorted; usually
due to a defect in the retina

Micropsia is a neurological condition
affecting human visual perception, in which
objects appear smaller than normal 

Chromatopsia is a visual defect in which
colorless objects appear to be tinged with
color.
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Comments: In rural areas FFA facility may not be available. In that case one can perform
flurescein angioscopy with blue filter on

1) Without dye - to see any autoflurescence, 

2) With dye - To watch for the typical appearance or other presentation of CSR and to
differentiate from RPE detachment.

FFA angioscopy feature

RPE detachment CSR

1) Hyperflurescence with phases in both case 1) Increases in late cases

2) Area of hyperflurescence is well defined 2) Area of hyperflurence increases
and does not increase in late phase. It starts with a small dot leading

larger areas.
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Abstract
Angiolipomas are slow growing, well
circumscribed, benign tumour containing
vascular as well as mature adipose elements.
They are usually multiple and found on trunk,
neck and extremities. Angiolipomas are
categorized into two subtypes: non-infiltrating
(commoner) and infiltrating. Former variety is
encapsulated lesion limited to the
subcutaneous compartment. Their size almost
never exceeds 4 cm. whereas, the later variety
are characteristically not encapsulated and
infiltrate into the surrounding tissues. We
report a case of 55 yrs old female having
innumerable, asymptomatic, slow growing
asymptomatic nodules on the limbs and trunk
(for the last 15 yrs) and one huge,
pedunculated angiolipoma in the left arm,
having a size of 20 cm x 12 cm x 8 cm.
Histopathology revealed an encapsulated
neoplasm made up of mature adipose tissues
with numerous vascular elements containing
erythrocytes and fibrin thrombi.

Keywords: Non-infiltrating angiolipoma.

Introduction
Angiolipoma is a benign neoplasm and have
been first described by Bowen in 1912 [1, 3],
but was first established as a distinct entity in
1960 by Howard and Helwig [1]. Based on
studies by Dionne [5] and Lin [4], Angiolipoma
is subdivided into two histological types:
infiltrating and non-infiltrating.  Former variety
is rare and usually presents with symptoms;
whereas, the non-infiltrating (circumscribed)
angiolipoma is encapsulated and restricts itself

in the subcutaneous plane and having a size of
less than 4 cm [4, 5]. Histopathologically,
mature adipose tissues with a varying number
of blood vessels are seen [2]. The degree of
vascularity may range from a few angiomatous
foci to dense vascular tissues. Both well formed
dilated capillaries with poorly formed lumina,
having prominent proliferation of pericytes
may be visible within these angiomatous foci
[2]. Fibrin thrombi with erythrocytes are almost
always present within the lumen of the
capillaries.  

Case report
A 55 yrs old lady presented to the surgical
outpatient department with slow growing,
painless, non-tender, innumerable nodules on
all the extremities and trunk for the last 15 yrs.
Most of them are within 2 cm in diameter, but
two of them are found to have larger dimension
presented on the left arm (Pic.1 page no. 24).
One of these two lesions attained exceptionally
huge size (20 cm x 12 cm x 8 cm),
pedunculated. There was no evidence of
infiltration into the deeper tissues and it was soft
in consistency. The overlying skin was free.
Ulcerations were found over the dependent
areas of huge lesion. Family history was
negative. There were no café-au-lait spots or
axillary freckling. Clinical and laboratory
investigations were unremarkable except mild
anemia which was corrected after admission
with blood transfusions. Two larger sized
tumours of the left arm were excised with a
longitudinal elliptical incision surrounding the
stalk of the tumours.  Numerous blood vessels
were encountered during the procedure and
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were divided in between the ligatures. No
infiltration was seen to the underlying tissues.
No recurrence was found during a follow up
period of three months. Other nodules are
being observed at monthly intervals to detect
any rapid growth or deeper infiltration.
Histopathology of the excised tumour mass
revealed an encapsulated neoplasm of mature
adipose cells along with numerous blood
vessels.  Well formed dilated capillary lumen
containing RBCs and fibrin thrombi were visible
(Pic.2 page no. 24).

Discussion
Angiolipoma results from abnormal
development of the primitive, pluripotent
mesenchymal cells from which adipose tissues
and vascular endothelium arise or may be
hamartomatous in origin [7]. The indications
for excision of the lesions were (1) Mechanical
discomfort felt by the patient due to the huge
size and weight of the tumours and 
(2) Complications (Ulceration and bleeding)
developed on the tumour. In our case, the
histopathology report revealed encapsulated
neoplasm consisting of mature fat cells and
well formed dilated capillaries containing
erythrocytes and fibrin thrombi. Classically, the
degree of vascularity may range from a few
angiomatous foci to dense vascular tissue. In
our case, we also found few proliferation of
smooth muscle layer which is consistent with
angiolipoma [8].

The differential diagnosis of angiolipoma is to
be made from other benign lesions viz.
myolipoma and neurofibroma and malignant
tumours viz. liposarcoma and lipoblastoma.
Clinical features and histological characteristics
help in differentiation. 

The treatment of angiolipoma which is
producing complications is surgical excision.
For non infiltrating angiolipoma, as in our
case, simple excision is curative. We did not
find any recurrence during the follow up
period.
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Introduction
Indirect ophthalmoscopy (I/O) is a technique
to visualize the entire ocular fundus. It provides
for stereoscopic, wide angle, high resolution
view of the retina and the vitreous disregarding
high ametropia, hazy ocular media and
central opacities. Different condensing lenses,
varying illumination, scleral indentation and
multiple viewing angles allow for total and
detailed fundus inspection.

Key words: Indirect ophthalmoscopy (I/O),
Intraocular pressure (IOP), Retinopathy of
prematurity (ROP)

Uses in rural setting
The binocular indirect ophthalmoscope can
be easily transported. It is a cost effective tool
and does not need any form of set up except
a dark room and mydriasis (Pupillary dilation).

Uses in the anterior segment
The bright illumination along with the +20D
lens which acts as a magnifying lens can be
used to see anterior segment gross
examination including diagnosis of cataract.
This is useful in settings where a slit lamp
biomicroscope is not available.

Uses in the posterior segment
The main advantage of this instrument is in
the posterior segment. It is very useful in all
cases where a direct ophthalmoscope fails to
reach. A direct ophthalmoscope is effective to
visualize the posterior pole mainly i.e. disc
and macular area. It is totally ineffective in
cases with hazy media due to corneal
opacities, cataracts or vitreous hemorrhages.
It is also ineffective in cases of high
astigmatisms causing distortions (e.g. post
keratoplasty, keratoconus). 

In a study performed in south India, the age
and sex adjusted prevalence of diabetic
retinopathy was 18% in the rural areas. The
prevalence of referable retinopathy was
6.8% in rural areas. Around 63% of
individuals in rural areas had never
previously had their eyes examined 
for diabetic retinopathy. Hence indirect
ophthalmoscopy becomes a powerful tool to
identify sight threatening retinopathy and
treat diabetes related complications.
Diabetes is also linked to a higher incidence
of cataracts, underlining the importance of
indirect ophthalmoscopy for visualization of
the fundus.

Fluorescein angioscopy can be effectively
performed using blue filter in indirect
ophthalmoscope. Here macular edema,
leakages, neovascularisation can be
delineated and prompt referral to base
hospitals for further treatment decreases
morbidity due to this disease.

Binocular indirect ophthalmoscopy is effective
in the diagnosis of all retinal and vitreal
diseases. All conditions of macular
degenerations, retinopathies, vasculitis,
melanomas and optic nerve problems can be
easily diagnosed, again leading to prompt
treatment, improving morbidity.
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This tool is especially important in the diagnosis
and prevention of retinal detachment. In a case
of detachment, the extent and the holes
causing the detachment can be identified.
Routine indirect ophthalmoscopy in high risk
cases to identify lattices and holes in the
periphery and timely treatment can prevent this
debilitating condition. This is where scleral
indentation comes into use.

Treatment of the retinal holes with cryopexy
can also be performed in the rural setting, as
it is cost effective. Hence the combination of
the I/O with the cryo machine can avoid the
need to be referred to a base hospital.

Hence indirect ophthalmoscopy with
scleral indentation can be done routinely
in patients with high myopia, previous
retinal detachments, aphakia, trauma, and
those with complaints of flashes and
floaters.

Indirect ophthalmoscopy is the gold standard
in the screening of ROP in newborns and
premature babies. This is the only way of
picking up prethreshold disease and early
stages of ROP. Prompt referral in these cases
reduces the incidence of blindness in
children. Here too cryopexy can be used as
an adjunct if needed.

I/O is an effective tool in the screening of
glaucoma in patients with a hazy media.
Optic disc changes can be visualized even
through small pupils. IOP can be measured
with the Schiotz tonometer and the cup disc
ratio co related to diagnose and treat this
potentially blinding condition.

Retinal examination in children is easiest with
indirect ophthalmoscopy. Small children can be
sedated and examined easily and thoroughly.
This is also useful in the examination of bed

ridden patients, infective patients, cases of open
tuberculosis etc, as a distance is always
maintained from the patient.

Conclusion
The binocular indirect ophthalmoscope is a
very valuable tool and in the hands of an
ophthalmologist in the rural setting, makes it
easier for him to diagnose and treat
ophthalmological conditions at his clinic
itself. It decreases the need for referral,
improves patient compliance, and prompt
referral of serious cases improves the quality
of eye care services offered.
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Esophageal caustic lesions are frequent in
developing world. Hhigh rate of illiteracy, lack of
knowledge, inadequate housing facilities, lack
of preventive measures, lack of safe packaging
facilities, availability of chemicals in and around
the houses, practice of making soap at home-
all in a way contribute to this problem.

During the last 15 years at least 44 papers
were published from the developing countries.
98% of the studies performed in tertiary
hospitals; Male gender being affected were
70% and children under 5 years were 80%.

Acute management of caustic lesions
To begin with, traditional therapies like drinking
milk, palm oil, inducing vomit, using herbs
(witch-doctors) are often the preferred
therapeutic option and usual norms among
ignorant people! Only 9% of the patients of this
nature admitted to the hospital in Cote d'Ivoire.

Management at Goderich Hospital
Endoscopy is available here since December
2005. Outline of management:

✦ Early endoscopy (within 24-48 hours)
when possible

✦ Liberal use of surgical gastrostomy for
Feeding purposes
Naso-gastric string
Retrograde dilatation (Pic.1 In page no.24)

✦ Savary (not balloon) dilatation
✦ Dilatation at 3 weeks after ingestion

(weekly intervals)and 
No more than 4 mm during a single session

✦ Long-term program planning for
recurrences and second recurrences

✦ End result

Improvement in swallowing
Nutritional status improvement

Results 
83 children and 3 adults were treated in 18
months. 70% patients were admitted more
than a month after ingestion. 27% patients
were admitted after more than 6 months.
94% patients showed severe esophageal
strictures (Pic.2 page no.24). 72% were
submitted to gastrostomy and overall 426
dilatation was performed (4.8 dilatation per
patient). Overall early success rate after
dilatation was 93% (82 patients). There were
perforations in 8% (7) cases of which 2 had
sudden deaths, 4 treated conservatively
and1was surgically treated.

Death rate in this series was 4.6% (4); 2 sudden
deaths after balloon dilatation and 2 deaths
consequent to pulmonary complications.

Complications occurring during early
or late dilation 
While overall success rate was marginally
higher with early dilatation (96%) as
compared to late dilatation, both recurrence
(30% vs70%) and second recurrence (3-4%
vs 30%) was higher in late dilatation (Fig.3)

Complications like perforations, procedure
related perforations and death were 3%, less
than1% and 3.2% respectively with early
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dilatation. The same was 16.5%, 2.5% an4%
respectively with late perforation (Fig.4)

Conclusions
Corrosive ingestion continue to be a potential
threat in developing countries and are usually
severe. They are mostly under reported.
Preventive measures and timely and proper
treatment in peripheral hospitals are very
much lacking.

Liberal use of gastrostomy is essential
component of the treatment. Recurrences are
expected. Cases who undergo late dilatation,
recur more frequently. Therefore long term
program is compulsory. Recovery of a normal
nutritional state should be the end point.
Esophageal replacement is unlikely and
dangerous in district hospitals. Every effort
should be made to treat caustic strictures by
a dilatation program.
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Richard Hyer
May 13, 2009 (Chicago, Illinois) - Successful
pregnancy can be predicted with up to 94%
accuracy between days 33 and 36 using
transvaginal ultrasound to detect 3 markers,
according to new findings presented here at the
American College of Obstetricians and
Gynecologists (ACOG) 57th Annual Clinical
Meeting. The findings were presented by lead
author Soyoung Bae, MD, from the Department
of Obstetrics/Gynecology, University of Toledo
Medical Center in Ohio

"On post conception dates 33 to 36,
gestational sac diameter of 12 mm and
above, yolk sac diameter of 2 to 6 mm, and
presence of fetal cardiac activity were all
significantly related to successful pregnancy
outcome in healthy women," Dr. Bae said.
"These markers were associated with favorable
pregnancy outcome even in the poor prognostic
subgroups of women of advanced maternal age
and those with recurrent pregnancy loss."

The study was designed as a case-control
study of 1092 pregnancies, the majority of
which were conceived with infertility
treatments, so the precise date of conception
could be known. The objective was to identify
ultrasound markers to predict successful
pregnancy in early pregnant patients.

Investigators performed transvaginal ultrasound
at post conception days 33 and 36 to measure
fetal cardiac activity, gestational sac diameter,
and yolk sac diameter.

"On post conception day 33 to 36,
investigators found that if they could
identify fetal cardiac activity, the success
rate was approximately 90%. Without
cardiac activity, the miscarriage rate was
approximately 88%. If the gestational sac

was more than 12 mm [in diameter], the
pregnancy's success rate was about 92%; if
it was less than 8 mm [in diameter], the
miscarriage rate was about 96%.
Gestational sac size diameter between 
8 and 12 mm was a gray zone; the success
rate was about 66%," said Dr. Bae.

The majority of yolk sac sizes were between 
2 and 6 mm in diameter, and this forecast
successful pregnancy in about 90% of women.

Thus, the presence of fetal cardiac activity, a
gestational sac diameter of more than 12 mm,
and yolk sac size between 2 and 6 mm in
diameter were all associated with a successful
pregnancy. If all 3 markers were visible and
within those stated ranges on days 33 to 36 post
conception, successful pregnancy could be
predicted with 94% accuracy, Dr. Bae observed.

For women older than 40 years, the rate of
successful prediction was 82%. For women
with a history of recurrent pregnancy loss, if
all 3 markers were present, the rate of
accurate prediction was 94%.

"Ultrasound markers of an early pregnancy are
often used to diagnose miscarriage If
something is not growing according to the
milestones expected, then we think perhaps the
pregnancy is going to result in a miscarriage.
This [study] is a very good quantification of
what some of those signs are, and suggests that
perhaps early changes can be used to classify
someone as high or low risk, rather than just
waiting for the miscarriage to occur. This is
using ultrasound to predict the miscarriage,
rather than solely to diagnose it," Commented
Dr. Kurt L. Barnhart, member of ACOG's
Committee on Scientific Program and director
of women's health research at the University of
Pennsylvania in Bryn Mawr.          - Editor
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PHOTOGRAPHS OF CASE REPORTS

Pic. 1 (from page no. 17): A 55 yrs old lady showing the
huge sized non-infiltrating angiolipoma with trophic

changes, in left arm. Numerous small size generalized
nodules are also seen

Pic. 2 (from page no. 18): histopathology of the
excised lesion showing mature adipose tissue with

numerous dilated capillaries containing  RBCs & fibrin
thrombi (non-infiltrating angiolipoma)

Pic. 1 (from page no. 21) showing
Retrograde Dilatation

Pic. 2 (from page no. 21) showing Barium swallows
of a child with an esophageal stenosis almost two
months after caustic soda ingestion



Fundus photograph showing blister in CSR 
(fig. 2 from page no. 14)

Ocular Coherence Tomography 
showing fluid seperation of retinal layer 

(fig. 4 from page no. 15)

Diagrametic presentation of CSR 
(fig. 1 from page no. 14)

PHOTOGRAPHS OF CASE REPORTS

Post op. Barium Cholangiogram (from page no. 10)


