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DR.GANDHI P .C. KAZA 

CHAIRMAN, TRUTH LABS 

FOUNDER OF CRIME STOPPERS IN INDIA 

CO-FOUNDER OF GENOME FOUNDATION 

Dr. Gandhi P.C. Kaza is a retired Intelligence Bureau Officer and the 

Chairman of Truth Labs, India's first private Forensic Lab. During his 36 

years service in the Central and State Police Organizations, he became the 

Director of AP Forensic Science Labs Director and for the first time 

elevated in status to the rank of IG of Police, first of its kind in India. After 

retirement, he started Truth Labs and Crime stoppers to enable people to 

fight crime and injustice. Having trained and worked with various premier 

Forensic institutes in the World- Interpol, Scotland Yard, etc Dr Gandhi has 

changed the Forensic Science scenario across the country with his passion 

for justice and service. He continues to work for this cause and hopes to 

see a crime free society some day. 
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Dear Medical students 
Greetings from Indian Medical Association (IMA)!

           
              

   
              

Indian Medical Association is the largest Association of modern medicine doctors with a 
strength of 3 lac doctors in 1750 branches.
National Medical Commission (NMC) Bill has been tabled in the Lok Sabha.
IMA opposes NMC in its present form. We, the representatives of all the modern 
medicine doctors of
India, appeal to you to consider the following points and raise them in the Parliament.

  
1. NMC is a pro private management bill paving the way for widespread corruption. It removes all the
regulations before starting a medical college. No one needs any permission.
2. Any private medical college can raise its UG/PG seats by itself.
3. Only up to 40% of seats in a private medical college can be regulated by the Government. For 60%
or more seats the private colleges will fix the rates.
4. Huge loopholes in financial penalties ranging from 5 crores to 100 crores opening the flood gates of
corruption.
5. As a result medical education in the country will become expensive placing the lower socio econom-
ic groups in great disadvantage.
Privileges of the states:
1. Only 5 states will be represented in NMC at any point of time. The other 24 will be unrepresented.
2. The state medical councils which are sovereign bodies through enactment of state legislatures will
come directly under NMC.
3. The universities do not have a representation in NMC. One per state will be represented in an adviso-
ry body called Medical Advisory Council.
Crosspathy:
1. Unscientific mixing of systems will endanger the lives of patients.
2. Provides separate registration and bridge courses for AYUSH practitioners to enable them to practice
modern medicine.
3. Joint medical council meetings will ensure mixing the curriculum of all the systems.
Foreign Medical graduates:
1. Any foreign doctor can practice in India without any restriction.
2. The screening test for Foreign Medical Graduates has been abolished.

  
All Indian Medical graduates should undergo a licentiate exam to be allowed to practice.
Undemocratic non representative.
1. Out of 25 members only 5 will be elected.
2. A group of non medical members are included
3. All the nonelected members will be either Government officials or nominated by the Government.
• This bill is anti-people since it is pro-rich and pro-private managements.
• The cost of medical education and healthcare will raise astronomically.
• It is anti-patient since it promotes unscientific mixing of systems.
• It closes the gate for Indian Medical graduates while opens the gate for foreign doctors and foreign
educated medical graduates.
• A medical Bill without the concurrence of the medical profession will be a disaster.
We appeal to you to raise your voice against the oppressive clauses of this bill and save your future

Private Medical Colleges :

Indian Medical Graduates.
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MIS-C OR KAWA-COVID-19

Syed Suleiman
Osmania Medical College

Introduction: Multisystem inflammatory syndrome (MIS) can affect children
(MIS-C) and adults (MIS-A). MIS is a rare but serious condition associated with
COVID-19 in which different body parts become inflamed, including the heart,
lungs, kidneys, brain, skin, eyes, or gastrointestinal organs.

Identification data: 4 year old girl, Informant: mother Address: Saidabad,
Hyderabad.

Presenting complaints: Brought by her mother with chief complaint of fever
since past 4 days. Pain abdomen and vomiting 2 days ago. Rash and redness of
eyes since the past 3 days.

History:

Present illness: Child was asymptomatic 4 days ago.
-She then developed high grade sudden-onset, continuous fever not associated
with chills and rigor and which was not relieved by medicines.
-Dull aching and gradual pain abdomen since 2 days.
-Vomiting for 1 day (2 days ago) which was for 4 episodes, associated with
feeding and contents were feeds.
-Red erythematous generalized rash and non-purulent conjunctivitis since 3
days.
-Generalized edema since 3 days.

Past history: History of COVID-19 infection in both parents 4 weeks ago. No
similar complaints in the past.
-No history of contact with any TB patients, animals and pets. Immunization
history: Upto date. Development history: Normal.



MIS-C OR KAWA-COVID-19

Syed Suleiman
Osmania Medical College

Examination findings:
-General examination and vitals: Patient in altered sensorium. Generalized
edema. No pallor, icterus, cyanosis, clubbing, koilonychias and
lymphadenopathy. Temperature:103 °F. Pulse rate: 168/min, low volume pulse.
Respiratory rate high (59/min). B.P low (90/60 mmHg.)
-Systemic examination:
-GIT: mild abdomen distension with palpable liver.
-CVS: tachycardia(168/min,) Hypotension(90/60mmHg) and S1, S2 normal.
-Respiratory: B/L airway entry positive. Breathlessness at rest with
tachypnoea(59/min).
-Generalized swelling and lymphadenopathy

5.Investigations:
-COVID-IgG positive.
-CBP: platelets (1,00,000 cells/cu mm), ANC:9000/ul (88%.) ALC:800/ul (7%.)
-CRP 200 mg/dl
-ESR 56mm/hr.
-2D echo-dilated coronaries.
-D-dimer:500 ng/ml
-RFT: Creatinine elevated:1.2 mg/dL. BUN: 19 mg/dl.
-Ns1:-ve.
-CXR: normal.
-Bacterial blood culture:-ve.

6.Differential diagnosis: Kawa-COVID-19, Kawasaki, Bacterial sepsis, Dengue

7.Treatment:
-IVIG.
-Methylprednisolone.
-Aspirin low-dose.

8.Followup:
-Labs including CBP, CRP, D-Dimer.
-Cardiology: EKG and echo.
-Discharge: low-dose aspirin



MOYA MOYA AND A RARE ASSOCIATION

Tadiikonda Viswannadh, Vegesna Sai Sruthi

NRI Medical College , Guntur

Introduction: Moya Moya disease is a unique chronic progressive
cerebrovascular disease characterised by bilateral stenosis or occlusion of
arteries around Circle of Willis with prominent arterial collateral circulation.

Patient Details: B.Blessy , a 4 year , 4month old female child , a product of non
consanguineous marriage , second in birth order , residing in Tadepalli , Guntur.

Case Summary:-
Chief complaints : Seizure like activity two days before, Inability and weakness to
move left upper and lower limbs since one day , loss of speech since one day ,
deviation of angle of mouth to right side since one day.
History: Two episodes of seizure like activity were present 4 months and 2
months prior to current episode.
Family history of episodes of seizures in father at 8 years of age which subsided
on using medication

Examination: General Examination is normal.
CN examination – VII nerve - mild deviation of angle of mouth to right side while
eating.
Motor examination – diminished power and hypotonia in left upper and lower
limb.

Differential diagnosis: Structural lesions producing unequal or unreactive pupils.
Medical causes such as Meningitis , Neurofibromatosis , Downs syndrome ,
Arteriosclerosis which can be ruled out by blood and urine tests , H/O fever or
trauma and physical examinations.
Use of contrast in MRI differentiates ischaemic and inflammatory lesions.
Presence of prominent lenticulo-striate , thalamo perforating arteries on MRI
strongly suggests Moyamoya ; confirmed by Cerebral Angiography



MOYA MOYA AND A RARE ASSOCIATION

Tadiikonda Viswannadh, Vegesna Sai Sruthi

NRI Medical College , Guntur

Follow up :
Repeat investigations were done
CBP – Hb – 6.2gm%

PCV – 21%
Cerebral Angiography – There was increased blood flow in Right ICA
Management:-
Investigations: CBP : Hb-6.7%
Peripheral Smear – Marked hypochromasia with anisocytosis , prescence of
normocytes , microcytes , target cells , histiocytes.
Hb Electrophoresis –Hb A1 - 5.9%

HB A2 – 1.3%
Hb F -91.7%

Even though child on Hb electrophoresis is found to have HbF>90% child is not
transfusion dependent thus leading us to believe child may be homozygous beta
delta thalassemic or beta thalassemia major presenting clinically as non
transfusion dependent.
MRI Brain – Acute non haemorrhagic infarct in right fronto parietal lobe. Diffuse
narrowing of B/L internal, middle cerebral arteries with multiple collaterals in
posterior circulation.
Cerebral Angiography – Suggestive of Moya Moya disease with occlusion of B/L
supraclinoid Internal carotid Arteries

Treatment : Patient was treated with Antibiotics and antiepileptics post which
child was transfused 20PRBC. Child was then operated on and surgical procedure
Right Encephalo Duro Arterio Myo Synangiosis (EDAMS) was done. Left EDAMS
at later stage was planned.
Key components: Moya Moya, Silent infarct, Familial MMD , Beta thalassemia
major , altered mental status, Seizures



IDIOPATHIC THROMBOCYTOPENIC PURPURA 
WITH   INTRACRANIAL HEMORRHAGE – A RARE 

CASE
Sarath Sai Vamsi Nuthalapati

Alluri SeethaRamaraju Academy of Medical Sciences, Eluru

Introduction:
Immune thrombocytopenic purpura (ITP) is an acute, generally considered a self-
limiting benign disorder with a 60%-80% change of spontaneous recovery
occurring usually within a few months after the onset.Intracranial hemorrhage is
a rare (of occurrence <1%), but life-threatening complication of childhood
immune thrombocytopenic purpura.
Patient Details: A Four year old male child by Name J.Harsha who is from
Narsapuram,West Godavari(Dist),Andhra Pradesh.
Case Summary:
Chief Complaints: Red coloured urine 30 days before admission. Blood in stools
25 days before admission . Black coloured patches over arm,buttock,forehead
since 4 days before admission. -Cough,Cold since 2 days.
History of presenting illness: Child was apparently well 30 days back but later
developed symptoms.Since then treated in another hospital and was referred to
our hospital after developing hyperpigmented patches suspecting ITP and Bone
marrow aspiration for further evaluation.
Examination:
Pallor-present, Icterus ,Clubbing, Cyanosis, Lymphadenopathy & Edema are
absent
Head to toe examination:
Multiple Hyperpigmented patches over forehead measuring 4×3cm,2×2cm on
left pinna, 4×5cm on inner aspect of right arm, 8×8cm on posterior aspect of left
thigh.
On inspection of GIT, bleeding from gums were present
On palpation, a firm non-tender, nonballotable mass in left hypochondrium 3cm
below left costal margin.
Differential Diagnosis: Hemolytic Uremic Syndrome, Von-Willebrands Disease,
Acute Leukemia.
Follow up: Parents took the child by LAMA.
Management:
Investigations: CBC, CUE, LFT, PT, APTT, RFT, Bone Marrow aspiration,Non
contrast Head CT.
Treatment:Syrup.ASCORIL-LS-4ml/TID
Tab.Lansoprazole-1/2tab/OD
Syr.Zincovit-5ml/OD
Tab. Folic Acid-150 µg/day
Tab. Prednisolone-10mg-BD after confirmation of ITP.



PHEOCHROMOCYTOMA OF URINARY
BLADDER IN A DIALYSIS PATIENT

Manchala Jyothi Sai Reddy
Sri Venkateshwara Institute Of Medical Sciences (SPMC-W) 

Introduction: Urinary bladder pheochromocytoma constitutes less than 0.05% of
urinary bladder tumours and less than 1% of all pheochromocytomas.
Patient Details:
NAME: Yellanki Dhanumjaya Chowdary AGE:44-years GENDER: Male
Case Summary:-
Chief complaints: Breathlessness of class IV since 2 days even after regular
haemodialysis sessions.
History: Patient underwent bilateral nephrectomy for bilateral renal cell
carcinoma in 2011. He was on thrice a week haemodialysis and on amlodipine,
telmisartan and ramipril. After four years of haemodialysis, he presented with
uncontrolled hypertension and intradialytic hypertension that caused
breathlessness since 2 days even after regular haemodialysis sessions. No history
of postural hypotension, palpitations, or sudden-onset blurred vision,
haematuria, lower abdominal pain, angina.
Examination: Patient had no pedal oedema. Blood pressure after haemodialysis
session was 200/120 mm Hg.
Palpation: There was heaving apex beat with LV S3 and S4
Respiratory system revealed bilateral crackles.
P/A: No palpable abdominal mass
Differential diagnosis: Patient was specifically evaluated for the causes of
hypertension while on regular haemodialysis. The conditions investigated were
fluid overload, excess inter-dialystic weight gain, removal of antihypertensive
medications during dialysis, inappropriate dialysate sodium levels.
Follow-up:
I-131 MIBG scintigraphy
The urinary VMA.
CT,USG
Management:-
Investigations: Urinary VMA, USG abdomen, X-Ray, CT, Cystoscopy-biopsy
I-131 MIBG scintigraphy - Abnormal uptake in urinary bladder (when both
kidneys removed) and it persisted for 96 hours.
Treatment: Partial cystectomy was performed. On follow up he required only two
antihypertensives.



A CHILD WITH MAURIAC SYNDROME
K.Durga Prasad, Prasanthi chejeti

Alluri Sita Rama Raju Academy of Medical Sciences 

Introduction:
Mauriac Syndrome is a rare complication of poorly controlled Type1 Diabetes
Mellitus characterised by Hepatomegaly, Growth failure, delayed puberty and
Cushingoid features. It is probably caused by inadequate glucose utilisation in
tissues and decreased Insulin-like growth factor and Growth hormone levels.
Patient Details:
A 8 year old girl named Keerthana from Tonakigudem brought by mother.
Case summary:
Chief complaints:
Abdominal distension since 30 days
Fever since 2 weeks
Decreased urine output since 1week
Swelling of cheeks since 1week
Stiffening of right upper and lower limbs since 1wk
History of presenting illness
Child Is known case of type one diabetes mellitus with recurrent hospital
admissions now came with abdominal distension since 30 days insidious onset,
associated with facial swelling
Associated abdominal pain since 30 days which is diffuse in onset dull aching
type, intermittent, more after two hours of food intake, relieved after some
medication
History of fever two weeks back which is sudden in onset, low-grade
,intermittent lasted for two days not associated with chills and rigors ,no
aggravating and relieving factors, no diurnal variations relieved after some
medication.
Decrease in urine output since one week not associated with high coloured urine
H/o. of stiffening of fingers of right hand and right lower limb since one week.
Past history
Child was diagnosed at two years of age with Type 1 diabetes mellitus. Multiple
hospital admissions 2 times with DKA.
Examination
O/E P+ I- C- C- L- E: Vitals: Temp-98°F, PR-140/min, BP-100/70mmHg,
SpO2-98%on RA, Peripheral pulses, well palpable Abdominal girth-58cm



A CHILD WITH MAURIAC SYNDROME
K.Durga Prasad, Prasanthi chejeti

Alluri Sita Rama Raju Academy of Medical Sciences 

Anthropometry: Weight-14kg(<-3SD), Height-98.5cm(<-3SD), BMI-14.4kg/m2
Short statured(proportionate), Malnourished.
Systemic examination:
There is abdomen distension with hepatomegaly(liver span -12cm) and mild
ascites(puddle sign+ve). Bilateral non tender parotid swelling.
Mild hypertonia - Right sided limbs, contracture of Rt Achilles tendon.
Other system examinations normal.

Diagnosis: Type I Diabetes Mellitus with Mauriac syndrome.

Differential diagnosis:
Familial short stature
Hypothyroidism
Growth hormone deficiency
Nutritional dwarfism

Follow up:
Parent counselling regarding Diabetes Mellitus

Management:

Investigations:
Urine Sugar: +2
Blood Sugar:274 mg/dl
HbA1C: 12 g/dL
CBC: WNL
Ketone bodies:+2

Treatment:
Inj.Regular Insulin + Long Acting Insulin on Basal Bolus regimen
Nutrition +Vitamin supplements



AN INTERESTING CASE OF LARGE CONGENITAL 
HEPATIC CYST

Fazeelat Jahan, Ayesha Talqeen
Shadan Institute of Medical Sciences

Introduction: Simple hepatic cysts are a rare condition related to biliary 
developmental aberrations, the incidence being approximately 2.5%, and 
more common in women and in the right lobe. Congenital hepatic cysts grow 
slowly, most cysts being asymptomatic and detected on routine check-up. 

Patient Details: 30-year-old housewife residing at Hyderabad
Chief Complaints: Pain abdomen for 1 month, Vomiting for 15 days.
History:
Patient was apparently asymptomatic 1 month ago when she developed pain 
in the right hypochondrium and epigastrium, insidious in onset and 
progressive in nature, dull aching and non-radiating. No aggravating factors, 
no relation to food intake, relieved on analgesics. Vomiting for 15 days, 5-6 
episodes /day, non-bilious, postprandial and projectile associated with 
dyspepsia.History of hypertension- 7 years.No history of diabetes, TB, asthma, 
epilepsy, CAD. Non-vegetarian, no addictions, regular bowel and bladder 
habits. No known allergies. Menstrual history – LMP 08/07/21, OCP’s taken 
since 6 years,Injectable contraceptive taken 3 months back.
Examination:
Patient was conscious, coherent, cooperative, moderately built and well 
nourished, adequately hydrated.Vitals stable.CVS, CNS, RS – Normal
PA-Inspection- Swelling of approximately 20 x 10cm in size noted in the right 
hypochondrium and epigastrium, skin over swelling is normal. Moving with 
respiration.
Palpation- Intrabdominal, well defined lump 20 x 10cm occupying right 
hypochondrium, lumbar, epigastric regions. No local rise in temperature, non-
tender, swelling continuous with liver 10cm below right costal margin in right 
midclavicular line. Smooth surface, rounded margins, firm consistency, not 
mobile. No other masses palpable.



Postop Course & Follow up:Uneventful. Patient discharged on POD 7 on 
antibiotics. Biopsy report showed a simple hepatic cyst with no 
parasites.Patient advised to get USG ABDOMEN every 6 months for 2 
years to detect recurrence.
Management-
Investigations: 
1. CBC, LFT, RFT, RBS, CUE, CXR- Normal 
2. USG abdomen- Liver is normal in size, no IHBD, multilobulated cystic 

lesion in both lobes, 157x108mm.
3. CECT abdomen- well defined cystic lesion with septae. 

13.5x10.4x15cm in segment 8, 5, 4A and 4B. No solid component/fat 
densities/wall calcifications. PV, CBD-Normal

Treatment:
PERICYSTECTOMY
Kocher’s Incision made. Incision deepened, layers divided. Large cyst 
noted below the inferior border of liver. Fluid aspirated from cyst, sent for 
fluid cytology. Cyst wall excised with cautery. Hemostasis ensured. 
Omental packing of cyst cavity done. Wound closed in layers. Drain placed 
in Morrison’s Pouch

QUOTE

AN INTERESTING CASE OF LARGE CONGENITAL 
HEPATIC CYST

Fazeelat Jahan, Ayesha Talqeen
Shadan Institute of Medical Sciences



GASTROINTESTINAL STROMAL TUMOR 
OF THE STOMACH

Uzma Ahmed
Deccan College of Medical Sciences 

INTRODUCTION: Gastrointestinal stromal tumors (GISTs) are a special group 
of tumors arising from Interstitial Cells of Cajal, expressing CKiT protein-
CD117. Such tumors are more commonly sporadic than familial and in 50-70% 
of the cases present along the stomach. With respect to treatment these 
tumors are categorised into resectable, unresectable or metastatic.
Chief complaints: 83 year old man presenting to ER with sudden onset 
hematemesis since 2 days and 2 episodes of melena 
History: No h/o abdominal pain, fever, jaundice, constipation, diarrhea. No 
h/o loss of appetite or weight loss. No known comorbidities. No past surgical 
history. No addictions
Examination findings: drowsy and pale. Moderately built. BMI 24. No icterus, 
cyanosis, or pedal edema. HR : 118/min. BP: 80/40 mmhg. Spo2: 95% on 
Room Air. P/A: Normal on inspection, soft non-tender. No palpable 
lump/organomegaly.
Differential Diagnosis: Adenocarcinoma, Lymphoma or Small Carcinoid Tumor
Follow up: Post Embolization - stable but sought time for surgery. Returned 
after 2 weeks with another bout of hematemesis receiving 2 units of blood 
transfusion. Hb 10.3g/dl immediate pre op.
Management: Hb - 4g/dL UGIE - frank bleed therefore procedure abandoned 
CECT - large heterogeneous enhancing mass in the fundus of stomach 
extending in to the gastroesophageal junction and cardia measuring 
78x61mm- likely neoplastic Angiographic evaluation - tumor blush from 
branches of the left gastric artery 
Treatment: Major partial gastrectomy after pre-op embolization 



A RARE CASE OF  VENTRAL HERNIA-
THE SPIGELIAN HERNIA   

S.AKHILA , G Vijaya Lakshmi
VIMS - SRI PADMAVATHI MEDICAL COLLEGE FOR WOMEN   

INTRODUCTION: +Spigelian hernia is a variety of interparietal hernia
occurring at the level of arcuate line.it is very rare& constitutes of 0.2-1% out
of all abdominal hernias.Diagnosis is confirmed by CTscan, MRI or USG.Treated
by either conventional or laproscopic approach.

Patient Details:  Name: B. Adinarayana Reddy  Age : 56years   Sex :  Male    
Chief complaints: swelling in right lower  abdomen for 12 months .Pain   in 
right lower abdomen for 10 months.
History: Patient had history of  swelling in the right lower quadrant of the 
abdomen since  12 months and abdominal pain since 10 months.The swelling 
was initially of the size of a lemon& gradually progressed to the present size of 
a coconut.The pain was of dragging type& intermittent, progressive and no  
radiation of pain.No history of trauma and previous abdominal surgery. 
Examination: General examination :kyphosis is present absence of thumb on 
both hands.Absence of testis  in scrotum on both sides .Local examination : 
On inspection  an oval shaped swelling with well-defined borders  of(15 
x8)cms over the right lower quadrant Extent- from anterior superior iliac 
spine to pubic symphysis but doesn’t  cross the midline and  is not extending 
into the scrotum .irreducible cough impulse- present  visible peristalsis- seen 
skin over the  swelling: normal On palpation:  all inspectory findings are 
confirmed. No tenderness&local rise of temperature over the area of mass. 
Swelling- soft in consistency ;irreducible. Scrotum– testes not palpable On 
auscultation: normal bowel sounds heard.
Differential diagnosis:Inguinal hernia ,Cold abscess in the right iliac fossa 
Chronic haematoma of the rectus sheath
Follow-up:was done for 9months and no evidence of any  recurrence seen. 
Management:Investigations:USG abdomen CT with oral contrast MRI lower 
Abdomen&pelvis -suggestive of spigelian hernia.
Treatment:Surgical- hernioplasty



A RARE CASE OF TOTAL LAPAROSCOPIC EXTRACTION 
OF GASTRIC TRICHOBEZOAR IN YOUNG FEMALE. 

G.Shlaghya,B.Shanmukhi

INTRODUCTION:Trichobezoars are firm masses of undigested hair balls due to 
persistent hair chewing seen in people often female suffering from psychiatric 
disorder. 

Chief complaints:18 year old female presented to Out Patient Department with 
chief complaints of Abdominal pain for 5 yrs. and vomiting since 1week. 
History of present illness:  The Abdominal pain since 5 yrs., intermittent in 
nature, moderately severe and localized to epigastrium,left
hypochondrium.She also had history of intermittent non projectile bilious 
vomiting containing undigested food particles and constipation since 1 
week.She also had significant weight loss.
Examination:Patient was poorly nourished and anemic. On abdominal 
examination,shape was scaphoid indicating malnutrition, a soft mass was 
palpable in epigastric region extending into left hypochondrium.
Differential diagnosis: Benign gastric neoplasm, Gastric adenocarcinoma
Follow Up:-Uneventful, started oral feeds on 2nd day, discharged on 5 th
day.Patient and parents were referred to psychiatry for treatment and 
counselling. 3 month follow up showed significant weight gain.
Investigation: Preliminary workup using CECT revealed stomach filled with a 
large heterogenous mass with mottled gas pattern suggestive of bezoar.Upon
enquiry,the parents of the patient denied any psychiatric illness of the 
patient.Hence, a upper GI endoscopy was planned to confirm the diagnosis,On
upper GI endoscopy trichobezoar was noted extending till fundus.
Treatment: After explaining this rare condition to the parents and obtaining 
informed consent, surgical extraction of trichobezoar was planned.considering
patients poor nutritional status which may result in significant postoperative 
complications with a major open surgery,Total laparoscopic approach was 
planned,Anterior Gastrotomy was done with Electrocautery and extraction 
through endo bag was done.
Final Diagnosis: Trichobezoar limited to stomach.



A RARE CASE OF BRACHIAL PLEXUS 
SCHWANNOMA

Srajit Ranjan

Shri BM Patil Medical College

INTRODUCTION:Schwannomas are slow growing benign tumors originating from 
Schwan cells. 25-40% of schwannomas are seen in head and neck region involve 
mostly cranial nerves and sympathetic chain whereas, brachial plexus tumors are 
quite uncommon (5% of all schwannoma cases). Schwannoma arising from the 
brachial plexus poses a diagnostic challenge as they can be easily misdiagnosed 
as an enlarged lymph nodes due to their rare incidence and complex anatomy of 
neck.

Patient details: 58-year-old male patient presented with slow growing painless 
swelling in the supra clavicular region since 6 years.
Chief complaints: A 58 years old male patient presented with palpable neck 
mass in the right side of the neck since 6 years. 
History: Patient presented with painless slow growing right supraclavicular neck 
swelling, insidious in onset and gradually progressed to a present size of 4*5 cm. 
Patient had no history of any trauma. The only complaint was the visible swelling 
with no history of pain, paresthesia, loss of function of upper limb, dysphagia 
and dyspnea, change in voice, loss of appetite or loss of weight.
Examination:A globular swelling of 4x5 cm in right supraclavicular region in 
posterior triangle of neck, nontender, firm in consistency with well-defined 
borders & skin over the swelling normal, non- pulsatile, mobile in horizontal 
direction, plane of the swelling- below the deep fascia.
Differential diagnosis: Tuberculous lymphadenitis, lipoma, Lymphomas, cold 
abscess, any benign neoplastic lesion in neck, secondaries in neck lymph nodes 
(occult papillary ca thyroid)
Follow-up: Patient was advised to undergo investigations such as routine blood 
examination, FNAC & MRI
Management: FNAC: moderate cellular material with areas of hypercellular and 
hypocellular. Cells are spindle cells having round to oval nuclei with elongated 
pink cytoplasm- suggestive of Benign spindle cell tumor. MRI: well- defined 
encapsulated lesion of 4 x 4.5cm deep to scalene muscle, arising from the upper 
trunk of brachial plexus.
Treatment:  Complete enucleation of swelling done preserving the nerve and 
nerve sheath and the surgery was carried out under general anesthesia.Post-
operatively there was no sign of neuropraxia, sensory or motor dysfunction

Final Diagnosis: Brachial plexus Schwannoma



PRESENTATION OF FIBROUS DYSPLASIA (FD) 
CONCOMITANTLY WITH SECONDARY ANEURYSMAL 

BONE CYST (ABC)
Deekshitha Oleti, Muvva Vedavyas

NRI MEDICAL COLLEGE

INTRODUCTION: FD is a tumour like lesion of bone. It is a benign condition and a 
developmental bone disorder in which there is replacement of bone by fibrous 
connective tissue. ABC is a highly destructive benign bone tumour. Presentation 
of monostatic fibrous dysplasia concomitantly with secondary aneurysmal bone 
cyst in same location is exceptionally rare.

Patient details: Name: Ankamma Pallapu Occupation: Security Age: 36 yrs.
Location: Mangalagiri
Chief complaintsA 36-year-old female presented to orthopaedic department of 
NRI general hospital with chief complaint of pain in right knee for 5 months
History: Pain: Sudden in onset, gradually progressive Non radiating Aggravated 
by movementRelieved with rest and medication No H/o trauma, fever, significant 
weight loss, loss of appetite, swellings (other than this) or discharge Past history:
No similar complaints in past.No H/o TB, diabetes mellitus, hypertension, 
thyroid, CAD, epilepsy. Personal history: She is on mixed diet.Appetite normal
Bowel and bladder- regular No addictions
Examination:She is moderately built and nourished. No signs of pallor, icterus, 
clubbing, cyanosis or lymphadenopathy. Inspection: No swelling, scars, sinuses 
or dilated veins. Palpation: No local rise of temperature, tenderness or local 
lymphadenopathy Painless ROM present Ankle and toe movements are normal, 
pain-free. No distal neurovascular deficits.
Differential diagnosis:Giant cell tumour
Follow-up: Daily Physiotherapy. The patient was admitted on 12th October for 5 
days of physiotherapy.  
Management:Investigations:  
X Ray of Right Knee (AP view, Lateral View)
MRI of Right Knee (Plain)
Biopsy (Histopathology)
Biochemical investigation of acid phosphatase
Treatment: extended curettage and filling the deficit with bone cement



OLIGOHYDRAMNIOS+IUD+
ABRUPTIOPLACENTA+PRETERM PROM

Dasaroju thanmai

KIMS

INTRODUCTION:32-year-old female with 9months of Amenorrhea had bleeding 
PV and couldn't perceive foetal movements 

Patient details: M.USHA,occupation-teacher, w/o SHIVA, addressKhammam
Chief complaints 32-year-old G3P1L1A1 with 9months of Amenorrhea came 
with complaints of Bleeding PV since ½hour; not perceiving foetal movements 
since ½hour.
History: LMP-18/11/20, EDD-25/8/21 ,POG-35weeks+5days, SCAN EDD-
29/8/21(9 weeks) MENSTRUAL HISTORY: Age of menarche-13years; Cycles-3/30, 
regular. MARITAL HISTORY: Married since 8 years. OBSTETRIC HISTORY: 1st 
pregnancy Female child, 6 years (Emergency LSCS due to non progression of 
labor, 3.2 Kg);2nd pregnancy-abortion: MTP (Induced at 1 1/2month) HISTORY 
OF PRESENT ILLNESS: Patient was apparently asymptomatic since ½hour, then 
developed bleeding PV associated with mild pain(aggravating&radiating to 
back). H/O Leaking PV present, Not perceiving foetal movements well. H/o usage 
of Arginine sachets&Iron folicacid tablets . Obstetric History :Conceived 
spontaneously. T1- UPT done after 10days of missed period. Early dating scan 
done. Folicacid Taken. T2- Quickening felt at 5thmonth. TIFFA done at 20 
weeks(normal). Two TT doses taken ,Iron FolicAcid tablets taken (OD). T3- H/O 
leaking PV, Perceived foetal movements well until 26/07/2021.H/O pedal Edema
- relieved on Walking. Scan done-AFI-4.5cm.
Examination:Pallor present; Pedal Oedema present-grade1
At admission-Temp-97.8F; PR-78bpm; RR-16cpm; BP-100/70mmHg
SYSTEMIC EXAMINATION:  Normal
PER ABDOMEN: Uterus 30weeks-irritable,Cephalic,FHR absent, Suprapubic 
transverse scar +(No tenderness),P/S- Bleeding through os ,P/V- Done gently 
through fornices; Head felt through all fornices.
Intraoperative Findings: Lower Uterine Segment stretched out,dead male baby 
extracted(weight1.6kg)-IUGR,Liquor is less and thick meconium stared,Around
700gm of clots present near internal os,Placenta upper segment more than half 
separated.Placenta and membranes expelled in toto,Mixed type of Abruptio

Placenta



Differential diagnosis:placenta previa, placental abruption, vasa previa, preterm 
labor, uterine rupture
Follow-up: Review after 2weeks with HB report August-hb-12.4% September-hb-
12%
Management:Investigations:  
EMERGENCY OBSTETRIC SCAN 
single intrauterine gestation with no foetal cardiac activity,
low lying placenta with lower margin almost reaching internal OS
oligohydramnios AFI-2.5cm
26/07/21
BP 140/90 mm hg,HB-7.7%,PT-17sec,APTT-33sec,INR-1.2
27/07/21
HB-6.9%,PT-16Sec,APTT-32sec,INR-1.11,D-dimer-4200ng/ml
29/07/21
HB-7.4%,APTT-31seconds, PT-16 sec, INR1.11,D-dimer 2560ng/ml
01/08/21
HB-8%,D-dimer:1320ng/ml 
03/08/2021
D-DIMER300ng/ml 
Treatment:on 26/07/2021 Emergency LSCS done in view of 32-year-old 
G3P1L1A1 with 35weeks+5days with IUD +Oligohydramnios +abruptio placenta 
grade3APH(PAGES classification)+ Preterm PROM 6Blood transfusions(2 
intraoperatively 4 postoperatively due to low hb%) inj Taxim 1gm 
IV/BDx5days,Inj Metrogyl 500mgx5days ,Inj Neomol 1gm IVx5days,Tab Cefixime
200mg PO/BDx1day,Tab cabergoline 0.5mg STAT,Inj N-acetyl cystien IV BDx
3days, ,Tab ferrous ascorbate 100mg PO/ODx3 days ,Tab MVT PO/OD,tab

OLIGOHYDRAMNIOS+IUD+
ABRUPTIOPLACENTA+PRETERM PROM

Dasaroju thanmai

KIMS



SUBACUTE DIAPHYSEAL 
OSTEOMYELITIS OF

LEFT FEMUR.
K.Dharani Priya , D.Tejaswini

SVIMS,SPMC(W)

INTRODUCTION: Uncommon presentation of diaphyseal subacute osteomyelitis  
of femur  mimicking bone cyst ..

Patient details: Name - B.Mahedar .Age  - 8 years . Gender - Male .
Chief complaints:  pain in left thigh from the past 4 months.Limping from the 
past 45 days .
History: Pain in left thigh from the past 4 months - Insidious in onset ,gradually 
progressive ,dragging type ,more at night ,relieved by medications.
Limping from the past 45 days .H/O trivial trauma 4 months back did not require 
treatment & no limitation of activity. No h/o fever .No other similar swellings . 
Immunization history is up to date .
Examination: Moderately built & nourished. Gait - Antalgic gait.Local
examination: A diffuse swelling of 15*10 cm in upper 1/3rd of left thigh ,with 
Local rise of temperature, tenderness .Firm in consistency, Skin is pinchable.
No scars ,sinuses ,dilated veins. Measurements :  same on both limbs 
Movements in hip & knee joint :  Normal range.Right limb - Normal
Differential diagnosis:Subacute osteomyelitis  Aneurysmal bone cyst .Simple 
bone cyst 
Follow-up:Culture and sensitivity for further treatment. 
Management:Investigations: ESR - 20 mm/hr (on NSAIDS). TLC - 9900 cells/mm3.
X Ray FEMUR  :  osteolytic lesion in  proximal-middle 1/3rd of femur with 
periosteal reaction & cortical fracture. MRI :  Mild bony expansion involving 
proximal 1/3rd diaphysis of left femur at posterolateral cortex measuring 
4.8*2*1.5 cm with mild marrow edema.
Treatment:Curettage , biopsy , Post OP Antibiotics 



RECURRENT HYDROMETRA OF
UNKNOWN ETIOLOGY IN 

YOUNG WOMEN (RARE CASE) 
Shaik Javeedpasha
NRI Medical collage 

INTRODUCTION: Abnormal accumulation of fluid in endometrial cavity due to 
obstruction of cervix  with infection inflammation or malignancy 
Patient details: Samrajyam 37 yr F  Prakasam district
Chief complaints:  Chief complaints:  S.O.B ( grade 2 to grade 4 in 8hrs )  urinary 
retention pain abdomen( continuous ,dull aching ,nonradiating associated 
backache                                               ,                                                         vomitings)
History: Past h/o: B/L renal stones – lithotripsy done 5 yrs ago recurrent B/L 
renal stones with B/L hydroureteronephrosis acute kidney injury with b/l
moderate hydroureteronephrosis , moderate hydrometra (16wks size) 2 years 
ago  which underwent dialysis followed by b/l DJ stenting , drainage of 
hydrometraAfter 20 months B/L DJ stents  removed 
Got COVID19 landed  in casualty with anuria with AKI and gross hydrometra
34weeks size known  hypertensive on Atenolol 25 OD diabetic on Metformin 
500mg BD since 4yrs Menstrual cycles regular,3-4/30 , moderate flow, painless. 
Married for 18yrs .Obstetric h/o -P2L2/2 LSCS/tubectomised
Examination: Pallor +PR-98bpm BP- 170/110mmhg Spo2 - 98% on 2lts of O2.
Per Abdominal : - Soft ,boggy midline mass occupying hypogastric umbilical, 
,Right and left lumbar,right and left iliac and small part of epigastric quadrants  
corresponding  32-34wks size non tender, mobile. B/L Renal angle tenderness + .
Per speculum : Vagina healthy , cervix not seen Bimanual examination :Vervix
fornices couldnot be appreciated HPE : nil
Differential diagnosis: pyometra Haemetometra Fibroid uterus R.P.O.C
Follow-up:TAH to prevent acute renal failure
Management:Investigations: Hb 7mg/dl Urea 79mg.dl Creatinine  7mg/dl
USG : fluid in endometrial cavity Rt renal calculi with hydrouretronephrosis
Lt reanl calculi with hydronephrosis B/l pleural effusion underlying consolidation 
( post covid) 1100 ml hydrometra fluid drained Fluid cytology : - few 
lymphocytes , pigment laden macrophages against eosinophilic  background
Culture and sensitivity  - Sterile CBNAAT  - M tb not detected
Treatment:fluid drainage Anemic status  improved by transfusing 2 PRBC
Right lower limb Deep venous thrombosis by heparin 3000QID TAH  and bilateral 
Dj stenting



ACUTE PELVIC INFECTION DUE 
TO RETAINED PRODUCTS  

OF CONCEPTION (CRANIAL REMNANTS).
Aparna tummala, Ravi teja karnati

NRI Medical collage 

INTRODUCTION: Retained products of conception refers to fetal or placental 
tissue that remains in the uterus after a pregnancy. It is more common in 
preterm pregnancies. It can lead to bleeding and infection most commonly. 
Good prognosis as it can be treated through medication and minor   surgery 
usually.
Patient details: MADHAVI YENDAMURI Occupation: House wife Age: 35 years 
Location/Place: Eluru G3 P2 L1 D1 A1
Chief complaints: : Pain in abdomen, White discharge from vagina.
History: Presented with pain abdomen since 15 days.
OBSTETRIC HISTORY:G1: Spontaneously conceived at 23 years, one year after 
marriage; Intra uterine death of foetus occurred at 36 weeks of gestation(9th 
month),vaginal delivery. G2:  3 Years after the 1st pregnancy, spontaneously 
conceived. Normal vaginal delivery at 37 weeks of gestation,  Male child. No 
contraception used postnatally. G3:  The patient was unaware of the pregnancy 
and had unexpected presentation of foetal foot per vaginum during her routine 
physical activity( estimated as 18-20 weeks of gestation). She was rushed to the 
hospital and she underwent inevitable abortion at ELURU GOVERNMENT 
HOSPITAL. On the next day, check CURETTAGE was done & the patient was said 
to have persistence of Retained products  of conception, after the procedure 
also. She then had pain abdomen& White discharge Per vaginum, and reported 
to hospital again. She was given Misoprostol and then referred to NRI general 
hospital for further management.
Examination: Blood pressure: 150/100 mm Hg  (denovo hypertension, 
gestational origin during the 3rd pregnancy)
Follow-up:TAH to prevent acute renal failure
Management:Investigations:  ULTRASOUND: Uterus is bulky with retained 
calcified products of conception, uterus invasion not ruled out.MRI:BULKY
UTERUS(12.8*7.4*11.1 cms), retained products in right sided endometrial cavity 
with myometrial invasion and calcifications, -Collections in b/l adnexae –
tuboovarian abscesses.Pus investigation:no bacterial growth 
Treatment:-Tab. Labetalol 200 mg TID(to control hypertension)USG guided 
pigtail catheterization in different sessions to drain the pus from the uterus
- Finally, hysterectomy was done and the entire uterus and ovaries and fallopian 
tubes were surgically removed.



PHAEOHYPHOMYCOSIS IN IMMUNOCOMPETENT 
INDIVIDUAL: A RARE CASE OF 

EXTENSIVE VERRUCOUS FORM OF DISEASE
Srila Sreenivas Pothuraju , P. Bhavana Sai Sri

ASRAM Medical College and Hospital

INTRODUCTION: Phaeohyphomycosis is a deep, dematiaceous fungal infection, 
usually presenting as subcutaneous nodules. This case is peculiar in its verrucous 
presentation in an otherwise immunocompetent person, melanin being the 
virulence factor.
Patient details: A 57 y/o male farmer by profession.

Chief complaints: :Patient came with the complaint of itchy lesions all over the 
body. 
History: Has history of development of hyperkeratotic lesions over left ear 
followed by similar lesions in generalised distribution, and history of ulceration 
over lesions, exaggerated during winters and slight flattened during summer. 
Patient previously received multiple Ayurvedic, Homeopathic and Allopathic 
medications from different hospitals and showed no improvement. No history of 
immunosuppression.
Examination:Mucocutaneous examination revealed multiple pink verrucous 
plaques of size ranging from 2x2cm to 8x8cm over face, pinna, trunk, bilateral 
upper limbs, lower limbs associated with destruction of nasal tip and upper lip, 
bilateral helices and left 3rd, 4th and 5th toes. Upon oro-nasal examination, 
large palatal perforation measuring 7x3cm involving hard and soft palate along 
with sinusitis was observed. Haematological examination revealed signs of Iron 
deficiency anaemia.
Follow-up:Post initiation of treatment, reduction of erythema and flattening of 
lesions indicated about 10% improvement; suggested for follow-up every 6 
months.
Management:Blood investigations: Hb-10%, TLC- 9000, Platelets- 3.69 lakh. FBS 
level-86mg/dl, normal CD4 count and negative split smear test. To rule out 
systemic spread of the disease, ECG and USG abdomen � normal. Urea, 
Creatinine and Bilirubin - 20, 0.6, and 0.4 mg/dl respectively. TP/ALB- 8.4/3, 
SGOT/PT/ALP- 10/6/201, Ca/PO4- 8.9/3.5 further ruled out hepatic and renal 
involvement. Out of suspicion of fungal infection, culture and KOH mount were 
done. 



PHAEOHYPHOMYCOSIS IN IMMUNOCOMPETENT 
INDIVIDUAL: A RARE CASE OF 

EXTENSIVE VERRUCOUS FORM OF DISEASE
Srila Sreenivas Pothuraju , P. Bhavana Sai Sri

ASRAM Medical College and Hospital

Culture was negative; KOH mount revealed filamentous fungi, showing 
pigmented hyphae, ruling out Chromoblastomycosis and Alternaria. Biopsy 
shows nodular tuberculoid granulomatous inflammation involving reticular 
dermis, numerous granulomas with foreign body giant cells-many contained 
slender septate pigmented hyphae. PAS stain positive for fungi was suggestive of 
Phaeohyphomycosis. 

Treatment:-Terbinafine + Itraconazole 200 mg B.D. 
Obturator was placed for palatal perforation upon ENT consultation.



HERLYN-WERNER WUNDERLICH SYNDROME
– A RARE CONGENITAL TRIAD

Kaanthi Rama, Anuhya Cheripally

INTRODUCTION: Herlyn-werner wunderlich syndrome, also known as 
Obstructed HemiVagina and Ipsilateral Renal Anomaly (OHVIRA) is a rare 
congenital disorder of lower abdominal and pelvic organs, secondary to 
mesonephric duct induced mullerian anomalies. The syndrome is characterised
by the triad of uterus didelphys, obstructed hemivagina and ipsilateral renal 
agenesis and can also affect the urethra, urethral sphincter, ureters, and bladder

Patient details: Name: Confidential (Patient’s mother did not give consent to 
reveal patient’s name) Age: 13years Sex: Female Address: Shamshabad, Ranga
Reddy District. 
Chief complaints:  A 13-year-old female came to the office with her mother 
presenting complaints of menstrual pain, nausea, and a palpable abdominal 
mass in the lower pelvis. 
History: The patient described her symptoms as an acute exacerbation of a more 
chronic history of similar episodes that initially presented soon after the onset of 
menses at age 11. At first symptoms were relatively mild but they increased in 
intensity with each subsequent menstrual cycle. The patient reported that since 
menarche, her menstrual cycles have been irregular with moderate bleeding 
lasting an average of 5 days. Her past medical and surgical history was otherwise 
unremarkable. 
Examination: General physical examination was unremarkable except for mild 
pallor. Per abdominal examination revealed a well-defined cystic mass arising 
from the pelvis. Vaginal examination under anesthesia showed a large bulge high 
up on the left lateral wall.
Differential Diagnosis: Etiologies causing acute abdomen such as ovarian torsion 
or acute appendicitis, imperforate hymen, non-communicating rudimentary 
horn and other Mullerian duct anomalies
Follow-up: Subsequent USG revealed normal-sized bilateral uterine cavities and 
cervices. Regular kidney function tests were advised.
Management: A pelvic ultrasound revealed bifurcation of the uterine body near 
the uterine cervix, suggesting uterus bicornis. In addition to the ultrasound, 
magnetic resonance imaging (MRI) was performed, both demonstrating uterus 
didelphys, a single vagina and left renal agenesis.
Treatment:Hemivaginal septal resection and anastomosis between the 
obstructed hemivagina and the normal vagina was planned. A vaginal septotomy

was done.



Multi System Inflammatory Syndrome
in Children (MIS-C) 

Sana Altaf

INTRODUCTION: MIS-C is a rare complication of SARS-CoV-2 infection. It is 
clinically defined as the individual being <21 years, presenting with fever, with 
multi-system involvement,requiring hospitalization. The individual must also be 
positive for current or recent SARS-CoV-2 infection. Incidence average of MIS-C 
under the age of 5 years is 5.1 individuals per 10,00,000. Male and females are 
equally affected.
Patient details: A 3-year-old female patient, r/o Hyderabad, was brought to the 
emergency department with fever, abdominal pain, and rash due to an excessive 
immune response related to COVID-19.
Chief complaints:  The patient was brought in with complaints of fever, rash, 
and abdominal pain.
History: Fever since 10 days, which is on and off with medication, not 
associated with cough and cold. Rash since 3 days, which is present all over 
the body and non-pruritic in nature. Abdominal pain since 3 days. Pedal 
edema since 2 days. Urine output is decreased. No history of loose stools, 
vomiting, bleeding manifestations.
ExaminationCVS: S1 S2 heard, no murmurs were noticed. HR - 160 bpm. BP -
80/50 mmHg (<50th percentile)RS: Normal vesicular breath sounds, no added 
sounds were heard, BAE +ve, Clear RD +ve RR - 58/ min CNS: Sensory, Motor, 
Cranial nerves & Reflexes are normal on examination.PER- ABDOMINAL 
Examination : INSPECTION : Normal PALPATION : Soft, hepatosplenomegaly, 
abdominal girth = 49 cm PERCUSSION : Normal AUSCULTATION : Bowel Sounds -
Normal, No Bruit, Venous hum. Follow-up: SYSTEMIC EXAMINATION RS: BAE 
+ve, clear, RR: 25/min CVS: S1 S2 sounds heard, HR: 108 bpm CNS: ABDOMINAL 
PALPATION: soft
Management: INVESTIGATIONS :Hb: 8.9 g/dL ї�ϴ͘ϵ�ŐͬdL ї�ϵ͘ϵ�ŐͬdL WBC: 
Ϯϭ͕ϲϬϬ�ї�ϭϵ͕ϬϬϬ�ї�ϭϱ͕ϲϬϬ�WůĂƚĞůĞƚƐ͗�ϭ͘ϱ�ůĂŬŚƐ�їϮ͘ϯ�ůĂŬŚƐ�їϱ͘ϱ�ůĂŬŚƐ
�^Z͗�ϯϱ͕�ϲϬ��ZW͗�ϰϴїϮϰїϲ��s�͗�EŽƌŵĂů�/EZ͗�ϭ͘ϰ����ŝŵĞƌ͗�ϯϴϮϴ�ї�ϭϵϯϮ�Ed-
proBNP: 4716 Trop-I: 6.4 COVID-19 RTPCR: Negative 2DECHO: Severe MR1, Mild 
TR Blood culture: MRSA growth in culture LFT - ^ĞƌƵŵ��ůďƵŵŝŶ͗�Ϯ͘ϯ�ї�Ϯ͘ϳ
COVID-19 IgG: Positive - 2.05 USG - Abdomen + Pelvis : signs of minimal ascites, 
minimal bilateral pleural effusion RFT: Normal.
Treatment: O2 inhalation Inj. piptaz Inj, Linezolid Inj. Lasix T. Ecosprim Inj. 
Pantop Inj. Zofer IVIg Inj. Methylprednisolone T. Minilactone Inj. Dopamine



Von Wyk Grumbach Syndrome

Mohammed Sadat Mohiuddin , Syed Arbaz

INTRODUCTION: Seen in cases of long standing hypothyroidism. •An 
hormonal overlap syndrome. The precocious puberty is a feature and is 
always isosexual and incomplete. Precocious puberty with delayed bone age 
points towards VWGS. 

Patient details: 11 yr 7months aged school going female r/o Kanchan bagh, 
Hyderabad presented to Pediatric department with abdominal distension 
since 8 days and vomitings since 3days
Chief complaints:  Patient presented with abdominal distension and pain since 
8 days And vomiting since 3 days with 6-7 episodes per day associated with 
decreased appetite and lassitude.
History: . History of presenting illness Patient was apparently asymptomatic 2 
years back and developed Abdominal distension which was gradual in onset , 
slow in progression since 2 years - aggravated over last 8 days - associated 
with generalized continuous dull aching pain & non radiating Vomiting since 3 
days, 6-7 episodes per day, bilious, non projectile , content being the intaken
food associated with decreased appetite and lassitude. Past history Chronic 
constipation in a setting of progressive abdominal distension. Arrested 
growth since about 1.5 years. Irregular scanty spotting since a year which 
mother reported as menstruation. No h/o decreased scholastic performance
Examination Patient was conscious , coherent and playful On General 
examination : Was • Hemodynamically stable •Pallor present •Markedly dry 
scaly skin •Acanthosis nigricans + •SMR : B3-4, P1 Facial puffiness + Stubby 
fingers + On Systemic examination. •Per Abdomen: •On Inspection -
Distended abdomen Umbilicus was everted •On Palpation - Liver and spleen 
were not palpable and Girth was 90 cm •OnPercussion -There was evidence 
of ascites. •On Auscultaion -Bowel sounds were absent CVS: S1 S2 heard, no 
Murmurs were noticed. RS : Normal Vesicular breath sounds, no added 
sounds were noticed. CNS : Sensory, Motor, Cranial nerves & Reflexes are 
normal on examination. 



Von Wyk Grumbach Syndrome

Mohammed Sadat Mohiuddin , Syed Arbaz

Tumor markers: HCG-beta - < 5.0mIU/ml (<25) AFP - 5.55ng/ml (3.2-20.2)
CEA - < 1ng/ml (0-8) CA125- 116 U/ml (<35) Thyroid ProfileTSH - 489.1ʅIU/ml
T3 - 0.8pg/ml (2.7-5.2), T4-0.07ng/ml (0.90-1.67),Thyroid peroxidase -284 IU/m
Antibodies Antithyroglobulin antibodies-244.1 IU/ml FSH - 11.7mIUL/ml LH - Less 
than 1mIU/ml Estradiol - 32.2pg/ml Fasting sugar - 109mg/dl Fasting Insulin -
17.78mIU/ml C- peptide - 7.95ng/ml CPK – 130 HOMA - IR - 4.78
Treatment and follow up :-
•Thyroxin (75mcg and 100mcg alternate day) 
•Titrated subsequently 
• Metformin (500mg) BD 
•Dietary modification



RIGHT OVARY SEROUS CYST ADENOMA

Syed Misba zohra, Abdul Majid Ahmed

INTRODUCTION: Serous cystadenoma are amongst the most common cystic 
ovarian neoplasm,accounting to about 50% of all ovarian tumor,of these 60-
70% are benign ,15 percent borderline and 20-25 percent are malignant, they 
occur in the third fourt and fifth decade of life,however no age is barred.

Patient details: : Name -m Ayesha  sex. -Female age. - 55 years occupation.-
House wife
Chief complaints Patient  complains of mass per abdomen since 6 months 
and pain in abdomen since 1 month.Constipation since 1 month

History:  Past history known case of hypothyroidism since 15 years .And 
hypertension since 10 years on treatment .
Examination:  Gpe and vitals –wnl sytemic examination per abdomen
Inspection  mass occupies suprapubic ,right illiac fossa, left illiac fossa, umbilical 
area and both lumbar region. Palpation On palpation mass of size 24 weeks  
pregnant uterus  present. Cystic in consistency restricted mobility minmal
tenderness present over the mass lateral border and upper border well 
defined,and lower  border unable to feel. Per speculum cervix,vagina healthy per 
vaginal findings confirm ovarian mass.
Follow-up: Patient is adviced for further evaluation and treatment 
Management: Investigations:  All routine investigation and special investigation 
like usg,tumor markers and mri was performed 
Treatment: Total hysterectomy with bilaeral salpingoophorectomy



RIGHT OVARY SEROUS CYST ADENOMA

Syed Misba zohra, Abdul Majid Ahmed

INTRODUCTION: : BBS is an autosomal recessive genetic condition which affects 
multiple organs.
Patient details: A 17 year old female Ms.Y from Hyderabad
Chief complaints The patient came with chief complaints of Vision difficulties.
History:  Medical History: She started developing gradual loss of vision. S/O 
Bilateral Retinitis pigmentosa in 2008. Congenital Heart Disease present. 
Correction surgery performed for AVSD. Family History : No similar genetic 
condition in the family. Her parents were consanguineously married.
Examination:  General Examination- Truncal obesity, Acanthosis Nigricans, Facial 
edema present.BP: 120/80 mm Hg   R.R:16 breaths/min   H.R:84 beats/min
Systemic examination- CNS: Ataxic gait Development delay Delayed gross and 
motor skills Delayed speech and reading skills Mild mental retardation Eyes: IOP 
normal No clouding of lens of eyes Night Blindness, Loss of peripheral vision and 
inability to discriminate between colors Smell :normal Hearing : normal 
Respiratory system :  normal breathing sounds CVS : increased heart rate  
Arrythmia present GIT :Mild spleenomegaly and hepatomegaly
Follow-up: Patient is adviced for further evaluation and treatment 
Management: Investigations: NGS based exome sequencing. Result of  
Investigation : Bardet Biedl Syndrome A homozygous variant was detected in 
BBS10 gene that results in Bardet Biedl syndrome(BBS)
Treatment and follow up: The parents were referred to an endocrinologist, 
ophthalmologist and dietician for the symptomatic management.
Genetic counseling helps in taking reproductive and marriage decisions 



NEUROGENIC WILSON DISEASE

Vishaka Sreeja

INTRODUCTION: Biliary atresia is a rare neonatal disease of unknown etiology, in 
which obstruction of the biliary tree causes cholestasis, if left untreated it would 
lead to death in the first year of life. Incidence of Intestinal atresia is 0.025% and 
in association with short gut is only 3.2%.

Patient details: A seven year old male patient, resident of Romsipar, Varanasi. 
presented to the pediatrics emergency SSH, BHU.
Chief Complaints: Fever for one month, Unable to speak for 5 days and unable 
to drink or eat for 5 days.
History: As stated by the patient’s mother whose reliability is satisfactory, child 
was apparently asymptomatic one month ago when he developed.
Fever: Insidious in onset, High grade, not recorded, intermittent in nature, not 
associated with chills and rigor, no diurnal variation, relieved on medication.
For last five days child was unable to speak, can understand spoken words, 
comprehension is intact, responding to visual and verbal command, it is 
associated with inability to eat and drink for five days. Initially, only difficulty in 
swallowing solids and able to swallow liquids in lying down position on head 
tilting backwards. There is no history of hoarseness of voice, slurring of speech, 
regurgitation of food particle, change in fluency, no deviation of eyes or blurring 
of vision. History of vaccination: DPT, OPV 2 months ago. History of significant 
weight loss: 20kgs - 15kgs. There is no history of headache, vomiting, blurring of 
vision, ear discharge, rash, any bleeding manifestation, pain in abdomen, 
diarrhea, joint pain, yellowish discoloration of body, itching, any other swelling, 
excess sweating, palpitations, alteration in bowel and bladder habits, sudden 
loss of consciousness, abnormality in learning, deviation of eye, facial 
expression, no noted abnormal behaviour. Not associated with rash, ear 
discharge, burning micturition, headache, diarrhea, vomiting, cough, abnormal 
body moments, difficulty in breathing. For this complaint, child was consulted 
pediatric emergency SSH, BHU. Past history: No history of similar illness in past, 
no history of maculopapular rash in past, no history of any chronic illness in past, 
no history of previous blood transfusion, History of vaccination 2 months ago 
(DPT) Family history: No similar illness in family, history of pulmonary TB for 
father 7 years ago for which treatment was taken for seven months.



Proteins Calories
Deficit in % 12% 16%

Personal history: Vegetarian by diet, no known allergic history, sleep-wake
cycle was normal, Bowel bladder habits are normal, no addiction to any
substances, no history of animal bite.
Antenatal history: Uneventful, delivered via normal vaginal delivery and
weight about 2.5 kgs. Cried immediately after birth.
Development history: Achieved all milestones as per age, was able to sum
and subtract signs digits, was able to tell table up to 5, plays well with peers,
was able to do his daily work.
Dietary history: Vegetarian by diet, premorbid condition.

Examination: Child is conscious, irritable, thin built, sitting consciously.
Vitals: Temperature: afebrile
Pulse: 92/min, regular, normovolumic, normorhythmic,
no radio-radial, radio-femoral delay, all peripheral pulses palpable.
RR: 20/min, thoraco-abdominal
SpO2: 96% at room atmosphere
BP: 102/66 Rt Arm supine position
General Examination: No pallor, icterus, cyanosis, clubbing, lymphadenopathy, 
edema, JVP not raised.
Head to toe: Within normal limits
CNS: Conscious, awake, irritable, unable to speak can recognise mother, father, 
obey command.
Cranial nerves: 
Ϩ- Normal
ϩ- Normal, reactive to light, can follow visual command, visual activity and 
visual field not done, fundus examination not done.
Ϫ, ϫ, ϭ: No restricted movement of eyeball, no drooping of eye lid, perceiving 
pain stimulus.
Ϭ: Pain stimulus on forehead, cheek, can open jaw
Ϯ: No facial deviation, can tightly close eye, wrinkle forehead, corneal reflex, 
conjunctival reflex not done.
ϯ: Can hear and follow spoken commands, caloric test not done. Walking- tip 
toe
ϰ, ϱ: No deviation of uvula, no regurgitation of food and water plate, 
pharyngeal reflex and taste sensation on posterior 1/3rd of tongue not done.
ϲ: Can turn head against resistance, No deviation of neck on any side 
ϳ: Bulk of tongue normal, no deviation of tongue.



Motor:
Bulk: In both sides of limbs
Sensory: Able to perceive pain sensation in all 4 limbs, trunk and face.
Meningeal sign: Neck rigidity +, KS -, BJ –
Cerebellar sign: No nystagmus, no pendular jerk or hypotonia of muscles
Skull and spine: Are normal
All other systems are within normal limits

Differential Diagnosis: Acute onset, UMN type, quadriparesis, without CN, 
respiratory, sensory, autonomic involvement with extrapyramidal symptoms 
without raised ICP site of lesion-based ganglia.
Investigations: 24 hours urine collection test, LFT, RFT, CBC, serum bile salt lest, 
linear biopsy.
Treatment and follow-up: Haven’t started yet.

URL ULL LRL LLR
Power EJ 4/5 3/5 KJ 3/5 4/5

WJ 4/5 3/5 AJ 3/5 4/5
Shoulder
J

4/5 3/5 HJ 4/5 4/5

Reflex BJ + + KJ + +

TJ + + AJ + +



Subacute Sclerosing Panencephalitis (SSPE)

Suha Tarannum

INTRODUCTION: :  Chronic measles encephalitis usually presents with mean age 
of 8 years. Incidence: 1 for 100,000 measles cases

Patient details: 8 year old male child, resident of Bidar, Karnataka . 
Chief complaints: Presented with complaints of frequent falls since 2 months
History: Child was apparently asymptomatic 2 months back then he started 
having Frequent forward falls with buckling limbs while standing and walking  of 
sudden onset, multiple episodes per day and increased in frequency over past 1 
month Past history: h/o similar complaints 4 months back and child was 
admitted as seizure disorder and started on sodium  valproate and clobazam.
H/o exanthematous illness at 1 yr of age Immunisation history- only BCG and 
OPV-0 dose taken
Examination: Normal findings on general examination and CNS examination. 
Truncal myoclonus seen.
Differential Diagnosis: Atypical absence seizures Focal seizures with awareness
Progressive myoclonic epilepsy Atonic seizures SSPE
Follow-up: No seizure episodes seen 
ManagementInvestigations- CECT brain- features suggestive of focal edema in 
right parietal region EEG- 1st EEG-Abnormality in the form of 3 Hz generalised 
spike and wave discharges seen during hyperventilation suggestive of absence 
seizures 2nd EEG- Background activity consistent of 2-3 Hz large amplitude delta 
activity with generalised attenuated background between periodic outbursts 
Periodic complexes consisting of generalised frontocentral dominant large 
amplitude 300-400 mcv delta waves occurring every 8-10s .
CSF analysis- Anti measles IgG- levels positive at 1:16 titres
Treatment: intraventricular interferon alpha , isoprinosine, carbamazepine and 
valproate 



BARDET BIEDL SYNDROME-A RARE GENETIC                                                                      
CONDITION

Ritika Ganesh, Ayush Gindodiya
Kamineni Academy of Medical Science and                                                                  

ResearchCentre

Patient Details: A 17 year old female from Hyderabad.
Case Summary:-
Chief complaints: The patient came with chief complaints of Vision difficulties.
Medical History: She started developing gradual loss of vision. S/O Bilateral 
Retinitis pigmentosa in 2008.
Congenital Heart Disease present.Correction surgery performed for AVSD.
Family History : No similar genetic condition in the family. Her parents were 
consanguineously married.
Examination: 
General Examination- Truncal obesity, Acanthosis Nigricans, Facial edema 
present.
BP: 120/80 mm Hg   R.R:16 breaths/min   H.R:84 beats/min
Systemic examination-
CNS: Ataxic gait, Development delay, Delayed gross and motor skills , Delayed 
speech and reading skills Mild mental retardation
Eyes: IOP normal, No clouding of lens of eyes, Night Blindness, Loss of 
peripheral vision and inability to discriminate between colors
Smell :normal Hearing : normal Respiratory system :  normal breathing sounds
CVS : increased heart rate, Arrythmia present
GIT :Mild spleenomegaly and hepatomegaly 
Treatment and follow up: The parents were referred to an endocrinologist, 
ophthalmologist and dietician for the symptomatic management.
Genetic counseling helps in taking reproductive and marriage decisions
Differential diagnosis:
Laurence moon syndrome,Alstrom syndrome, Bardet Biedl Syndrome,Meckel
syndrome, Mckusick kaufman syndrome.
Management:-
Investigations: NGS based exome sequencing.
Result of  Investigation : Bardet Biedl Syndrome
A homozygous variant was detected in BBS10 gene that results in Bardet Biedl
syndrome(BBS)



BRIEF PSYCHOTIC DISORDER 
P. Mahathi, Jaya deepika

Mediciti institute of medical sciences, hyderabad

Introduction: Brief psychotic disorder is characterized by sudden onset of 
psychotic behavior lasting less than a month followed by complete remission 
according to the DSM-5. The individual returns to full premorbid level of 
functioning.
Patient details:
Age: 22 years Sex : maleAddress: Toopran, Medchal
Occupation: office boy at MMTC
Case summary
Chief complaints: Change in behavior since 15 days.
History: According to the attender patient was apparently asymptomatic 15 
days back when he was informed about the impending loss of his job which 
caused him to worry about his future and within three to four days, developed 
sleep disturbances and started saying that his friends inserted a chip at the 
back of his head and are tracking his thoughts using it. He also reported that 
they are controlling his actions and thoughts using artificial intelligence. 
Patient also reported hearing voices of three unknown men, from outside, 
talking amongst themselves and discussing about him and distressed about 
it.
Examination:
No abnormalities were found on general and systemic physical examination
On mental status examination, patient was found to be restless and fidgeting, 
was partially cooperative and did not maintain eye contact with the examiner, 
associated with an increase in psychomotor activity.
Patient’s affect was dysphoric and congruent to thought and had delusion of 
persecution and control, and bizarre delusion of his thoughts being tracked 
using a chip and third person auditory hallucinations. 
Patient’s concentration was impaired along with impaired personal 
judgement and absent insight.
Differential diagnosis – Schizophreniform disorder, Schizophrenia.                           
Management:
Tab. Risperidone 2 mg ,Tab. Clonazepam 0.25 mg
Follow up: complete remission after 1 month confirming the diagnosis of 
Brief psychotic disorder.



INTRODUCTION:
Patient Name: M. Subbulu
Age:42 Sex:Female
Chief complaints
Joint pains since 2 years
Tightness and dryness of skin and Burning sensation since a year, Whitish 
Discoloration of fingers along with pain since a year, recurrent History of 
cough,cold,Shortness of breath for which she got hospitalized, Dysphagia for 
solids since 6 month, Fever since 2 months 
History
No h/o Diabetes Mellitus,Epilepsy,Hypertension,coronary artery 
disease,asthma,thyroid disorders.
In 2016, Patient had increased fatigability, decreased appetite, weight loss and a 
swelling in the right axillary area with some serous discharge. 
It was diagnosed as Tb Lymphadenitis and was put of anti- tubercular therapy 
In 2018, Patient had severe joint pains which was diagnosed as chikungunya by 
serology 
General Examination 
Patient presented with dry, scaly, and thickened skin and sparse hair
Pallor present 
Patches of hyperpigmentation and hypopigmentation of skin on 
face,neck,legs,arms and ankles 
Peri oral skin tightness is seen and small oral aperture 
Investigations
Hb was 10.8gm% normocytic normochromic picture with ESR of 25mm/hr
CRP negative,mannox test negative, ANA positive, no erythema at injection site.
Pleura thickening in bilateral apical and lower lobes.
GI endoscopy revealed mild antralgastritis. Mild ascites suggested.
LFT and RFT normal.
Treatment 
Patient was kept on low dose steroids with methotrexate 7.5mg once weekly 
along with folic acid supplementation. Calcium channel blocker and proton 
pump inhibitor.

A RARE CASE OF LIMITED CUTANEOUS 
SYSTEMIC SCLEROSIS

PrathishtaPeeta, YasaswiniNimmagadda
Mallareddy Institute of Medical Sciences,hyderabad



INTRODUCTION:
Diffuse alveolar haemorrhage is a life-threatening medical emergency,  
characterised by haemoptysis, anaemia and diffuse pulmonary infiltrates.
Bleeding into the alveolar spaces of the lungs characterizes the syndrome of 
diffuse alveolar haemorrhage (DAH) and is due to disruption of the alveolar-
capillary basement membrane.
Patient Details:   
Name: Reshma Begum Age: 33yrsAddress: Saidabad, Hyderabad
Occupation:  Housewife
Case Summary:-
Chief complaints:  A 33yrs old female presented with multiple episodes of 
haemoptysis since 4 days (200-300ml).
SOB since past 1- 2 months that gradually worsened.
History: 
Present illness: multiple episodes of haemoptysis was noticed since 4 days 
(approx. 200-300ml / 5 times a day).
Fever, cough or chest pain absent
Past history: infertility treatment (2 months)
Personal history: appetite-normal, Diet- mixed, Bowel- loose, Addictions-
absent 
Drug history: Inj. GCSF (one shot every month), Inj. HMG, Tab LETROZOLE (10 
days )
Examination: 
General:  C/C/C,  Moderate build and well nourished

Pallor- present, Icterus, cyanosis, clubbing, lymphadenopathy, 
oedema- absent
Vitals:    BP- 120/80 mmHg , RR – 30 times/min, Hb -7.7 g/dl, PR- 120/min

WBC- 22000mm3
Respiratory system examination: Shape of chest- normal, Rhythm- normal, 
Trachea – central, Percussion- impaired note, Auscultation- breath sound-
crackles
Differential diagnosis:
Acute eosinophilic pneumonia, Acute pulmonary oedema

DIFFUSE ALVEOLAR HEMORRHAGE
Sharmin Fiza, Sahla Mahfooz

Deccan College of Medical sciences



DIFFUSE ALVEOLAR HEMORRHAGE
Sharmin Fiza, Sahla Mahfooz

Deccan College of Medical sciences

Differential diagnosis:
Acute eosinophilic pneumonia, Acute pulmonary oedema
Follow-up: Serial chest x-rays have shown resolution of infiltrates in both lungs.
Management: 
Investigations: RFT, USG abdomen and pelvis, Serum electrolyte, CBP
Treatment: Immediate withdrawal of offending drug GM CSF injection and 
initiation of corticosteroids therapy.                                               



INTRODUCTION:
Bernard Soulier Syndrome is a rare autosomal recessive inherited bleeding 
disorder characterized by unusually large size of platelets, low platelet 
count and prolonged bleeding time. People affected with Bernard Soulier
Syndrome lack or have a dysfunctional GP1b-9-5 receptor complex 
resulting in defective adhesion to the sub-endothelium.  Affected 
individuals tend to bleed excessively and bruise easily.
Patient Details: Ayesha Khatoon, 17 year old, unmarried, female, residing 
at Hussain Bagh.
Case Summary:-
Chief complaints: Recurrent episodes of nose bleeding since 1 month
History: The patient was apparently asymptomatic 1 month back, when her 
nose started bleeding suddenly. During the initial episode, bleeding was 
stopped at home by compression and when she had bleeding episodes 
recurrently, she was taken to an ENT specialist. Later when the bleeding 
continued after treatment, she was brought to our hospital for further 
evaluation.
Examination: The patient was conscious, coherent and cooperative, sitting 
comfortably on the bed. 
Pallor was present. 
Vitals-
Pulse rate = 86 beats/minute; Regular, Radial Pulse.
Blood pressure = 110/70 mmHg of left arm in sitting position.
Temperature = 97.F
Respiratory Rate = 18 breathes per minute, thoraco-abdominal.
SpO2 = 98% on room air
On auscultation, S1 and S2 were heard, normal, no murmurs.
Normal vesicular breath sounds were heard bilaterally, no adventitious 
sounds.
Per abdomen, soft, no organomegaly
Differential diagnosis: 
Thrombocytopenia, Idiopathic Thrombocytopenia, bone marrow 
Suppression
Viral fevers like dengue etc.

A RARE CASE OF BERNARD SOULIER 
SYNDROME

Deccan College of Medical Sciences,hyderabad. 
Hunaina Manfusa



A RARE CASE OF BERNARD SOULIER 
SYNDROME

Deccan College of Medical Sciences,hyderabad. 
Hunaina Manfusa

Follow-up:
Patient was advised for a CBP & follow up in OPD. Treatment with Traxenemic
acid SOS and plan for FFP transfusion if needed.
Management:-
Investigations: Complete blood picture examination was done.
Hemogram values:
Hemoglobin value = 3.9 gm/dl
RBC count = 2.7 million/cumm
Platelet Count = 44000/cumm
The RBCs were microcytic hypochromic with anisopoikilocytosis, tear drop, 
elliptocytes.
Giant platelets were present.
Bleeding time > 8.3 minutes.
Further investigations such as PT/INR, aPTT, LFT, LDH, ANA profile, Reticulocyte
count and Iron Profile were done.
The specific investigation done was Platelet Aggregation Studies, which was 
suggestive of Bernard Soulier Syndrome.
Treatment: PRBC transfusion was done. 
Traxenemic acid 500mg BD and SOS on bleeding was advised.
Detailed patient and family counselling was done.



Introduction:
Garcin syndrome is characterized by U/L palsies of almost all cranial nerves 
without either sensory or motor long tract disturbances or intracranial 
hypertension. It can be caused by any skull base tumours but a Chordoma
causing Garcin syndrome is rare. The prognosis is unfavorable. The findings 
on CT and MRI are important for an early diagnosis.
Patient Details:
Name: Ramulu
Age: 51 years
Occupation: Electrician
Address: Shamshabad, Hyderabad. 
Case Summary:
Chief complaints:
Headache since 1 month, pain and difficulty in swallowing since 25 days, and 
drooping of right eyelid since 5 days.
History:
The patient was apparently asymptomatic one month ago when he 
developed 
Headache -Gradual onset, Non-progressive , Involving right side of face , 
Severe throbbing pain, Present throughout the day, No photophobia or 
phonophobia,Not associated with nausea or vomiting. 
Difficulty in swallowing -Acute onset,More for liquids 
Difficulty in manipulating food inside the mouth 2-3 days later
Spillage of food particles from the angle of mouth on right side while 
attempting to chew and deviation of angle of mouth to left side after 2 days
Change in voice and reduced sensations over the right side of the face while 
washing face/while cleaning with towel 2 days later
Double vision which was horizontal and more on looking to the right side 2 
days later. Complete restriction of right eye movements the next morning, by 
evening there was complete drooping of right eyelid.QUOTE

A CASE OF GARCIN SYNDROME CAUSED BY 
CLIVALCHORDOMA

Bandi Ashok Kumar Reddy, Aishvarya Banda
– Osmania medical college, hyderabad



QUOTE

Examination:
General Examination:
The patient is C/C/C
Thinly built and moderately nourished
Pallor is seen. 
Icterus, cyanosis, clubbing, lymphadenopathy, pedal oedema-normal
Vitals: Normal
CNS Examination:  
Cranial Nerve examination- right side normal
motor and sensory Examination:  normal 
Cerebellar signs: Absent
Management:
Investigations: MRI with Gadolinium contrast of the brain revealed a 
tumour arising from the skull base infiltrating the brainstem. 
Treatment: Surgical removal of the tumour followed by proton beam 
radiation therapy. 

A CASE OF GARCIN SYNDROME 
CAUSED BY CLIVALCHORDOMA

Bandi Ashok Kumar Reddy, Aishvarya Banda
– Osmania medical college, hyderabad



A RARE CASE OF JUVENILE SPONDYLOARTHRITIS 
WITH PRIMARY VASCULITIS 

OVERLAP(HSP/ANCA)

INTRODUCTION:Juvenile ankylosing spondylitis( JAS) is a type of arthritis which 
affects the spine and the places where the muscles, tendons and Ligaments 
attach to the bone.JAS usually affects boys and men between the ages of 17 and 
35.
CASE DESCRIPTION 
CHEIF COMPLAINT:A 21 year old male student presented with a complaint of 
pain in the large joints since 10 years and recurrent episodes of rash on bilateral 
lower limbs developed 6 years back and again twice last year.
PRESENT HISTORY:Patient was apparently normal till 10 years of age . Joint pains 
initially started in bilateral knees at 10 years of age followed by bilateral ankles 
and then at hip joints associated with mild tenderness, warmth and morning 
stiffness for about 20 minutes and joint pains are relieved with activity and 
worsened with rest.History of rash initially appeared on lateral aspect of right 
ankle joint which later progressed to involve the legs and thighs bilaterally.Rash
is non blanchable associated with erythema and itching. 
PAST HISTORY: History of recurrent episodes of epistaxis since childhood and he 
had DNS with nasal spur.
History of occasional episodes of facial erthyma or flushing  on exposure to 
sunlight. 
History of recurrent episodes of headache with cold ,diagnosed having sinusitis 
and FESS was done 6 months back.
Not K/C/O DM /HTN SEIZURES /TYPHOID DISORDERS /CAD/CKD
ON EXAMINATION: Vitals are stable 
No pallor ,icterus cyanosis ,clubbing,lymphadenopathy, edema.
Small 0.5 to 1 cm purple coloured rash present on bilateral lower limbs extending 
till buttocks which are palpable and healed hyperpigmented patches are present 
on lateral aspect of ankles.Straight leg raising test is positive. Rt :painful at 30 ,Lt: 
painful at 45.FABERS TEST is positive on both sides.MODIFIED SCHOBERS TEST : 
5CM which correlated well with age.LAB INVESTIGATIONS:24 hour urine protein 
is 1260mg/day,CRP is 24 mg/l,HLA B27 is Negative.MRI pelvis suggestive of 
bilateral sacroileitis .

Muthe Mounika
Katuri Medical College, Guntur



SVS WITH HODGKINS LYMPHOMA
Dr.Suresh Kondi, s. pushpraj kumar
Kakatiya medical college, warangal

GENERAL EXAMINATION:
A 45 yr old male patient was CONSCIOUS, COOPERATIVE and COHERENT, 
moderately built and ill nourished and  comfortably sitting on the stool.
NO Pallor, Icterus, Cyanosis, Clubbing and Edema. Supraclavicular
lymphadenopathy is seen
VITALS: Pulse Rate- 80 beats/minute; regular in rate, rhythm, character and 
condition of  vessel wall was normal and afebrile.
Blood Pressure- 110/80 millimetres of Hg measured in sitting position at the
right Brachial artery
Respiratory Rate- 25 breaths/minute; BAE equal.
SYSTEMIC EXAMINATION:
RESPIRATORY SYSTEM:
INSPECTION- The patient was examined in sitting position.
Upper respiratory Tract - Oral cavity, nose, pharynx are NORMAL
Chest Proper- Shape is Bilaterally symmetrical; Trachea slightly deviated to the 
right, Apical impulse is not seen; Precordial bulge on the Left side
Movements of chest- Respiratory rate is; normal in rhythm
Skin over chest- Dilated engorged veins in the  Ant. Part of the chest and 
abdomen; Scars, Discharging sinuses are NOT seen
PALPATION- All inspectory findings are confirmed;
No local rise in temperature, no tenderness is observed
Expansion of chest- Within normal range                                                                                         
Vocal Fremitus- Decreased in the Left Supraclavicular, Infraclavicular, Mammary, 
Suprascapular and infrascapular areas.
PERCUSSION- In the LEFT Supraclavicular, Infraclavicular, Mammary, Suprascapular
and infrascapular regions DULLNESS is observed.
AUSCULTATION- adventitious sounds not heard
CARDIOVASCULAR SYSTEM-S1, S2 heard; No murmurs
CENTRAL NERVOUS SYSTEM-No focal neurological deficit
DIFFERENTIAL DIAGNOSIS- SVC OBSTRUCTION
Malignant Causes-Bronchogenic Carcinoma,Hodgkin’s Lymphoma, 
Thymoma,Mediastinal Germ Cell Tumour
Neuroblastoma
Metastasis from Carcinoma of Breast or Prostate



Non- Malignant Causes-Mediastinal Fibrosis ( TB, Syphilis, Histoplasmosis)
Thrombosis induced by interventional procedures ( Pacemaker catheter, 
Lee Veen Shunt, Swan Ganz catheter, CV access devices ),Aortic aneurysms
Haematoma,Mediastinal Sclerosis,Post irradiation
Diagnosis:
With the help of clinical examinations and special investigations it was 
initially diagnosed as  obstruction of Superior Vena Cava (SVC)
Later on with the reports of Chest X-Ray, FNAC, and Immunohistochemistry
it was confirmed to be a case of  SUPERIOR VENA CAVAL SYNDROME (SVCS) 
due to Hodgkin’s Lymphoma of Nodular Sclerosing type.
Follow-up: The patient had undergone resection of lymphoma along 
with chemo and radiation therapy with which the pressure symptoms 
have been releaved.
Management:-
Investigations:
ROUTINE INVESTIGATIONS:
HIV - NON REACTIVE
HBsAg - NEGATIVE
RBS, Blood Urea, and Serum Creatinine levels are NORMAL
Serum Electrolytes levels are NORMAL
CBP- Haemoglobin – 8.5 grams/decilitre
TLC – 9000 per cubic millimetre
DLC – NORMAL
ECG – NORMAL
SPECIAL INVESTIGATIONS:
MANTOUX TEST- NEGATIVE
ULTRASOUND: Liver- 4.5X3.7 cms sized echogenic lesion in the right lobe 
of liver , Neck- 15X14mm hypoechoic well defined lesion in the mid 
cervical region with apex vascularity. Multiple affected Lymph nodes 
noted in the R. supraclavicular region with the largest measuring 15X14 
mm in size
COMPUTED TOMOGRAPHY- ABDOMEN
Anterior abdominal wall collaterals
Heart- Mild pericardial effusion and mild cardiomegaly noted
Gall Bladder, Spleen, Pancreas, Kidneys are NORMAL
COMPUTED TOMOGRAPHY- CHEST
Extensive mediastinal enlarged LN with matting causing near total 
obstruction of SVC ; Severe narrowing of  the Right main pulmonary 
artery



FNAC-
Nature of Specimen: Rt. Cervical Lymph node
Microscopic Appearance: Highly cellular cytosmear revealed clusters, sheets, 
and discretely placed neoplastic cells arranged in acinar pattern
The individual pleomorphic cells have the following features-
CYTOPLASM- EOSINOPHILIC
NUCLEI- PLEOMORPHIC HYPOCHROMATIC
NUCLEOLI- PROMINENT
Impression: Metastatic deposits of malignant neoplasm
2D ECHO -
No RWMA ( Regional Wall Motion Abnormalities) noted
Mild Pericardial effusion noted
CHEST X-RAY-
Widening of Superior Mediastinum
Cavitatory lesion noted in Right Upper Lobe
IMMUNOHISTOCHEMISTRY-Characteristic RS Cells seen, Lacunar cells are 
present,CD15 and CD30 positivity is seen,EBV negative
Treatment: 
ABVD REGIMEN:
This regimen is used as the first line treatment of Hodgkin’s Lymphoma
A- Adriamycin ( Doxorubicin )
B- Bleomycin
V- Vinblastine
D- Dacarbazine



THYROID-LIKE LOW GRADE NASOPHARYNGEAL 
PAPILLARY ADENOCARCINOMA : A RARE HISTOLOGIC 

VARIANT OF NASOPHARYNGEAL CARCINOMA
Madhulika Chaudhury

Sri Padmavathi Medical College, SVIMS 

INTRODUCTION: Primary low-grade nasopharyngeal papillary adeno-
carcinoma (LGNPPA) is a rare malignancy, especially under the umbrella of 
paediatric cancers. It accounts for less than 1% of nasopharyngeal cancers. 
LGNPPA was first reported in 1988, reports since then have been meagre. 
Subsequently two cases were reported in 2005 with aberrant thyroid trans-
cription factor-1 (TTF-1) and bearing a resemblance to thyroid papillary 
carcinoma., thereby accruing the name Thyroid-like LGNPPA (TL-LGNPPA) . 
Approximately, 20 patients have been reported to this day with TL-LGNPPA, 
with the median age of occurrence being 37 years. The prognosis of this 
tumor is excellent with no known cases of recurrence after complete 
excision. We hereby present a novel case of TL-LGNPPA in a 10 year old boy 
with recovery.
Patient Details: Kopparapu Ruthwik, 10 year boy, from Bestawaripeta.
Case Summary:-
Chief complaints: A 10 year old male child presented to the ENT out 
patient department with complaints of recurrent epistaxis for the past 2 
years and partial bilateral nasal obstruction past 1 month.
History: Recurrent episodes of URTI present. Difficulty breathing and 
mouth breathing present . Post nasal drip present.
Examination: Upon performing a nasal endoscopy, a pinkish lobulated 
mass covered with blood vessels was found arising from the roof of the 
nasopharynx.
Differential diagnosis: Adenoidal benign lymphoid hyperplasia,
Nasopharyngeal non-Hodgkin and Hodgkin lymphoma, Juvenile 
angiofibroma, and Nasopharyngeal carcinoma.
Management:- Endoscopic endonasal surgery under general anaesthesia 
was performed, thereupon the excisional biopsy confirmed the 
histopathological diagnosis of a low grade papillary adenocarcinoma of the
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nasopharynx. Immunohistochemistry showed Ki67 index 5% and TTF-1 (
thyroid transcription factor) positivity, which made it necessary to exclude 
a primary in the lungs and thyroid.
Subsequently, a whole body 18F FDG PET-CT revealed residual 
metabolically active lesion at the roof of the nasopharynx and 
metabolically active cervical lymphadenopathy with thymic hyperplasia.
To rule out lymph nodal metastasis, fine needle aspiration cytology of the 
sentinel lymph node (Level II cervical lymph nodes) showed reactive 
lymphadenitis.
The child received IMRT (intensity modulated radiotherapy) followed by 4 
cycles of adjuvant chemotherapy with Paclitaxel and Carboplatin.
Follow up : The child responded to treatment well. Follow up evaluations 
over the last 28 months showed no recurrence and owing to the rare 
nature of this disease, continual long-term monitoring has been advised 
for him.



STREETER SYNDROME-
AMNIOTIC BAND CONSTRICTION 

Fateen Shareef, Anath Naik Banvathu
Deccan College of Medical Sciences 

INTRODUCTION: Amniotic constriction band (ACB) encompasses a 
constellation of congenital malformations characterised by extreme 
variability in clinical presentation that ranges from simple ring constriction 
and minor digital defects to complex, bizarre, multiple congenital 
anomalies that are incompatible with life. Incidence ranges from 1:1,200 to 
1:15,000 live births and 178:10,000 spontaneous abortions.
Males and females are equally affected
PATIENT DETAILS:Name: Unnamed ChildAge: 6 Days Sex: Female .Address: 
Malakpet, Hyderabad .Socie-Economic Status: Lower Middle .
1.Chief complaints:Vaginally delivered baby presented by the mother with 
deformity of the right lower limb at the time of birth.
2.History of present illness : The patient had only right lower limb (foot) 
deformity with creases on the leg and toes . Mother: Regular antenatal 
checkups-Ultrasonographic Evaluation didn’t show congenital 
malformations.
3.Examination findings: (Local):Right lower limb has club foot deformity 
(CTEV). Two constricting bands, occurring over ankle parallel to each other 
of right lower limb and at the base of great toe. Associated with oedema
No vascular insufficiency. Brachydactyly digits and amputation of the fifth 
digit observed. Spine and other extremities normal. 
4.Differential Diagnosis: Absent thumb and radius syndrome Amniotic 
folds, Short umbilical cord syndrome, Extra-amniotic pregnancy, Streeter’s 
Syndrome
5.Diagnosis: Right lower limb Streeter’s (ABS) syndrome, with no bony 
changes, club foot and little toe amputation.
6.Management:
Investigations: 
a) X-ray Rt.Lower Limb:
-No defects in the tibia or fibula. 
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b) Doppler system of right lower limb: Normal Femoral artery and popliteal 
artery. Right ATA (anterior tibial artery) normal in calibre proximal to 
constriction band and shows narrowing in calibre at distal to constriction 
band. Right PTA (posterior tibial artery) normal in calibre proximal to 
constriction band and shows no colour or flow of both bands and Distal 
PTA colour filling seen via large musculo-collateral Right DPA(Dorsalis Pedis 
Artery) normal in calibre.Venous system normal.
7.Treatment and follow up: Stage wise constriction band release CTEV 
correction.



ILIZAROV ASSISTED GRADUAL 
CORRECTION OF GENU VARUM DEFORMITY

Mir Jasim Ali
Deccan College of Medical Sciences

Introduction: Genu varum due to nutritional rickets is the one the common 
deformities of pediatric age group in developing countries like India. Among 
many other described techniques, proximal tibial open wedge osteotomy 
with/without bone graft is by far the most effective treatment option for 
genu varum deformity. The study includes the use of a single step correction 
by oblique cut osteotomy and ilizarov assisted correction. The purpose of this 
case study is to evaluate the clincal, radiological outcomes, advantages and 
the complications in correction of genu varum deformity using Ilizarov fixator.
Patient Details: Name: Adiba Fatima. Age: 18. Sex: female.
Case Summary :Chief complaints: Deformity of both lower limbs since 
childhood. History of present illness: Deformity of both lower limbs since 
childhood, abnormal walking pattern, No associated pain, not progressing 
and not affecting activities of daily living. Examination findings: No pallor, 
icterus, cyanosis, clubbing, lymphadenopathy and edema. Vitals stable.
Left leg Genu varum deformity on inspection. Inspectory findings confirmed 
on Palpation.  Movements- Knee ROM – L – 0 – 135°. Not painful, no patellar 
instability.
Measurements: Longitudinal:  L, Thigh 36 Cm, Leg 32 cm, Circumferential: No 
thigh/calf wasting, Intermalleolar distance 6 cm, Tibia femoral angle 30°.
Investigations: Hb%- 12.2, BT- 2:15, CT- 5:3.5 , Blood Sugar- 89                    
RAT- negative     Bleeding time: 2 min 15 sec. Clotting time: 5 min 35 sec                                   
X-ray both knee and leg: AP standing and Lateral view. Angles: Between 
mechanical axis of femur and tibia – L 30°.
Diagnosis: Left sided Genu varum deformity .
Treatment: Osteotomy + Ilizarov assisted gradual correction of genu varum 
deformity
Follow up: Correction of left leg genu varum deformity.



Glycogen Storage Disorder

Armaan Saanea Khan
Osmania Medical College 

Introduction: GSDs are a rare group of inherited metabolic disorder of glycogen
metabolism. Based on the enzyme deficiency there are over more than 12 types,
primarily affecting the liver or muscle or both. The glycogen storage diseases
mainly affecting the liver are types I, III, IV, VI while V,VIII affect the muscles,type
II affects nearly all organs.
Patient Details: Name-Affana Begum . 3yrs old/Female. Residence-Kishanbagh
D/O-M.Mahmood
Case Summary:
Chief complaints: Abdominal distension since 1year along with abdominal pain,
which increased in intensity since 15days.
History: The child was apparently asymptomatic 1year ago then developed
gradual progressive abdominal distension with mild diffuse abdominal pain
which increased in intensity since 15days. Having a history of excessive eating
behaviour, no similar complaints in the past, she is the first born to parents of
3rddegree consanguineous marriage, hails from lower middle class, has a normal
developmental history, is immunised till date.
Examination:
Vitals- HR-108/min. Pulse-Normal. RR-24/min. BP- 100/60 mmHg. Temperature-
afebrile. Spo2-98%
Anthropometry- Height-87 cm Weight-12kg
General examination- Doll like face,distended abdomen.No pallor,icterus.
GI examination – Inspection shows uniform abdominal distension with full flanks,
downward displaced umbilicus. Findings confirmed by palpation, liver felt till
7cm below right coastal margin, nontender, firm with smooth surface, rounded
borders. Spleen enlarged till 2cm below coastal margin, non-tender, firm with
smooth surface. On percussion, liver span’s 16cm, normal bowel sounds heard
on auscultation.
CVS, CNS, respiratory system examination-normal findings.
Differential diagnosis: GSD III/ GSD I/ Gaucher’s disease/ Niemann-pick type B
Follow-up: CBP, LFT, LIPID PROFILE, USG advised every 5 months. On follow up,
there’s increase in height and weight,lab tests done, awaiting reports.
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Management:
Investigations:
Cbp-11.1g/dl
WBC-9100/microlitre
Platelets-3.2 lakhs
FBS-80mg/dl
SGOT-558U/L
SGPT-387U/L
ALP-268IU/L
HIV,HbsAg,-negative
INR-1.56
Uric acid-8.1mg/dl (+)
Lactic acid-37mmol/L (+)
Cholesterol-206mg/dl (+)
HDL-32mg/dl
LDL-131mg/dl
Triglycerides-624mg/d (+)
Thyroid profile; ChestXray; 2dEcho; Fundoscopy-Normal
USG-hepatomegaly with altered echotexture, splenomegaly.
Liver biopsy- Hepatocytes swollen, small central nucleus, eosinophilic
cytoplasmic material.PAS positive, diastase sensitive.
Treatment: Oral feeds given 2hrly, high protein diet, night time uncooked corn
starch, regular GRBS monitoring



Secondary Hemophagocytic Lymphohistiocytosis

Suresh Reddy
Osmania Medical College 

Introduction: Hemophagocytic Lymphohistiocytosis (HLH) in children is
characterized by persistent fever, splenomegaly with cytopenia,
hypertriglyceridemia, and hyperfibrinogenemia. The infiltration of histiocytes
with hemophagocytic activity is usually observed in the reticuloendothelial
system. HLH is classified in two major forms: Primary and Secondary. The
pathogenesis of HLH has been clarified to be the impaired activation of T
lymphocytes following stimulation by immune responses, resulting in large
quantities of inflammatory cytokines that promote macrophage infiltration and
cytokine network formation.
Patient Details: Name: S. Nikhil. Age: 5 years. Sex: Male. Informant Name: Sai
Babu. Address: Srinagar, Suryapet
Case Summary:Chief complaints: The patient presented with fever since 10 days,
and pain in the right thigh region since 10 days along with decreased appetite
since 3 days.
History: History of Present Illness: The patient was apparently asymptomatic 11
days ago, then later gradually developed a high-grade spontaneous fever
associated with chills and rigor and headaches during each fever spike and was
not relieved by medication. Fever was not associated with any rash. Dry cough
was observed for the past 3 days. The patient also reported pain with swelling in
the medial part of right thigh since 10days which led to him not being able to
stand or walk.
Past Medical History: Previously admitted for 21 days at Niloufer Hospital 6
months back for simultaneous infection of Dengue, Malaria and Enteric fever. No
other significant medical or surgical history is present.
Family History: No significant family history.
Immunization History: All immunizations are up to date. BCG scar+
Developmental History: Reached all developmental milestones and no
behavioural abnormalities are seen.
Examination:
General Examination: The patient is conscious, coherent and oriented to time
and place and seated on the bed. Patient appears well-nourished and no signs of
distress are noted.
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Physical Examination: Temperature- 1020F. Heart Rate- 165bpm. Respiratory
Rate- 28/min. Blood Pressure- 80/60 mm of Hg. SpO2- 99%. Weight- 17kg
Height-105cm
Systemic Examination:HEENT: Not significant. Respiratory System: Abdominal
respiration with no chest wall deformities. No significant. Auscultatory findings.
CVS: Pulse is regular with normal volume and character. No radio-radial or radio-
femoral delays are noted. Auscultatory findings are insignificant. Abdominal
Examination: Abdomen mildly distended, moderate hepato-splenomegaly is
seen. Abdomen is soft on palpation. CNS: Cranial nerve function was found to be
intact with normal motor and sensory functions. All reflexes are intact.
Musculoskeletal: Swelling noted over the right thigh with limited mobility across
right knee joint. Unable to stand or walk. No other significant findings were
noted.
Differential diagnosis:
Tuberculosis. Kawasaki Disease. Macrophage Activation Syndrome.
Multisystem Inflammatory Syndrome of Infancy. DiGeorge Syndrome
Septic Shock. Catastrophic Antiphospholipid Antibody Syndrome (CAPS)
DRESS Syndrome
Follow-up: At the time of discharge (33 days after admission), patient is afebrile
and reports resolution of all symptoms. Patient discharged on Tab. Prednisolone
– 2mg/kg B.D and instructed to come for follow up after 1 week.
Management:
Investigations: CBP: Hb = 9.8g/dl, WBC = 12,800/mm3, Platelets = 6,40,000/mm3
Serum Ferritin = 1650 ng/ml Serum Triglycerides = 543 mg/dl Serum IgE = 910.4
IU/ml. X Ray Pelvis, B/L lower limbs = No significant abnormalities observed
Infectious Disease Panel = COVID IgG (+). (-) for Rickettsia, Leptospira, Dengue,
Malaria, Salmonella CECT Abdomen, Chest: mild hepatosplenomegaly, lungs
show patchy areas of consolidation and atelectasis. Bone Marrow Aspiration
Cytology: Hypercellular marrow, increased megakaryocytes, myeloid hyperplasia
with increased early precursors, occasional hemophagocytic activity is noted.
Treatment: On 10th day of admission IVIg Infusion and PRBC were administered.
Antibiotic therapy including Meropenem, Vancomycin along with PCM were
given. Tab Prednisolone was also given.



Griscelli Syndrome

Apoorva Vedula
Osmania Medical College 

Introduction: Griscelli syndrome is a rare autosomal recessive disorder caused by
mutations in the MYO5A gene (type 1), RAB27A gene (type 2) or MLPH gene
(type 3). This leads to impaired transport of melanosomes within melanocytes,
causing characteristic skin and hair hypopigmentation, neurologic (type 1) and
immunologic (type 2) abnormalities.
Patient Details: XXX, Male, 6 months 15 days old, Resident of Amberpet
Case Summary:
Chief complaints: Fever since 3 days, Cough&cold since 2 days, Seizures since 1
day
History: Child was apparently well 3 days ago, then developed high grade,
intermittent fever without chills& rigors and subsiding with medication. 1 day
later, developed cough – insidious, gradually progressive, associated with noisy
breathing. Had 2 episodes of seizures on next day – focal, each 2 min in duration,
associated with stiffness of bilateral upper and lower limbs& upward deviation of
eyeballs. No h/o consanguinity/significant family history.
Examination: Hypopigmented silvery grey hair, perioral hypopigmentation,
Pallor
Afebrile
Hepatosplenomegaly
CNS and respiratory system examination unremarkable
Differential diagnosis: Griscelli Syndrome Types 1,2,3

Chediak-Higashi Syndrome
Elejalde Syndrome
Hermansky–Pudlak Syndrome

Follow-up: Patient developed CCF 6 days after admission, requiring inotropes
and fluids . On day 28, patient was intubated and mechanically ventilated due to
poor respiratory effort. Despite extensive resuscitative measures, patient
developed progressive respiratory failure and catecholamine-resistant
cardiogenic shock, leading to cardiac arrest and death on day 29.
Management:
Investigations:
CBC-Hb=6.2g/dL, WBC=8,500/mm3, platelets=17,000/mm3
USG-Moderate to gross hepatosplenomegaly, increased echotexture of liver, B/L
bulky kidneys, mild ascites
HPLC of baby and parents-Normal



Bone Marrow Aspiration-Myeloid hyperplasia with predominant megaloblastic
erythroid maturation.
Hair Shaft Studies-Pigmentary dilution of hair, trichomegaly of eyelashes,
irregular large clumps on hair microscopy.
Fundoscopy-Normal
Neurosonogram-Normal
Treatment: Patient started on broad-spectrum antibiotics for suspected
meningoencephalitis, levetiracetam for seizures. Given PRBC transfusion, IV
fluids. Later prescribed dobutamine, furosemide for CCF.

Griscelli Syndrome

Apoorva Vedula
Osmania Medical College 



CORTICOSTEROID REFRACTORY IMMUNO 
(IDIOPATHIC) THROMBOCYTOPENIC PURPURA

Tera Jessi Apoorva
Osmania Medical College 

IDENTIFICATION DATA: A 27 year old female patient, house wife by occupation,
resident of Rajendra nagar.
CHIEF COMPLAINTS: Bleeding PV-20 days
Multiple purplish spots over both lower limbs-15 days
Bruising over lower lip-15 days
Blackish discolouration of stools-2 days
H/O PRESENTING ILLNESS: Pt. was apparently asymptomatic 20 days back then
developed heavy bleeding per vaginum associated with clots.
H/o purpura over both lowerlimbs, wet purpura on lower lip.
Melena - 2 episodes, black in colour, normal consistency.
PAST HISTORY : No H/o similar complaints in the past.
Not a K/C/O DM/HTN/Asthma/TB/epilepsy
EXAMINATION:
LOCAL: Purpura noticed on both lower limbs
Oral wet Purpura + on the lower lip
GENERAL: Pt. was C/C/C
Afebrile
PR-84/min.
BP-110/70 mm Hg
CVS-S1S2+ heard
RS-BAE+
P/A-soft
CNS- no FND
INVESTIGATIONS:
Complete Hemogram:
HB-4.8 mg/dl
RBC: 3.07 mil/microlit
PCV-16.2%
MCV: 52.8 FL
MCH: 15.7pg
MCHC : 29.6 g/dl
RDW-CV: 18.2%
WBC: 17460 cells/cumm
Platelets-0.25L/cumm(same in smear)
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Peripheral smear:
RBC - microcytic, hypochromic
WBC- neutrophilic leukocytosis
Platelet- severe thrombocytopenia
Bone Marrow Aspiration: suggestive of all forms of maturation with hypoblastic
megakaryocytes
HIV- Non reactive
HbsAg- Negative
USG A&P : Mild splenomegaly
DIAGNOSIS: Immune(Idiopathic) thrombocytopenic purpura with severe anemia
secondary to menorrhagia
DIFFERENTIAL DIAGNOSIS: Drug induced thrombocytopenia, infection induced
thrombocytopenia
TREATMENT:
Steroids- inj methylprednisolone
Inj tranexamic acid
IFA,BC,Ca,VIT C
RDP and PRBC transfusions
Rituximab
FOLLOW UP: Bleeding per vaginum subsided. Resolution of purpura over lower
lip,both lower limbs. No complications.



Black Fluid In Pleural Cavity
Syed Zakiuddin, Mohammed Shariq Siddiqui
Deccan College Of Medical Sciences Sciences

Introduction:Black pleural effusions are very rare entities with a limited
differential and have been reported in patients with infection, malignancy, and
hemorrhage. However, no review articles appear to have focused on this rare
clinical presentation.
LESS THAN 20 CASES HAVE BEEN DESCRIBED IN ALL CAUSES.
Patient Details: Name – M SURESH

Age – 40 Yrs old
Sex – Male
Occupation – Farmer
Residence – RR District
Socio Economic status –Low
Father’s Name – Laxmaiah

Case Summary:
Chief complaints:
Shortness Of Breath -Grade 2 Mmrc
Dry Cough
Fever
Decreased Appetite
Pain Abdomen
All Compliants Since 15 Days
History: The patient was apparently asymptomatic 15 days back.
He then developed SOB grade 2 MMRC which was progressive, worsened on
lying down, associated with cough which was dry in nature.
He had fever which was intermittent.
He complained of pain abdomen more on the hypochondriac region and left
sided ribs which aggrevated on bending forwards.
There was decrease in appetite
Examination:
General examination : was unremarkable
Systemic examination :
Inspection: Unequal expansion of the chest.Delayed expansion on the left side.
Palpation: Decreased tactile fremitus.
RS : On percussion dull note appreciated in the left axillary, infra axillary, inter
scapular and infra scapular area. On auscultation, absent breath sounds in the
left infra mammary, axillary, infra axillary, inter scapular and infra scapular area.
P/A: tender on touch in the left hypochondriac area.
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Differential diagnosis:
1.Infectious
2.Malignancy
3.Pancreatico pleural fistula
4. Miscellaneous
Management:
Investigations:
CXR: reveals left side homogeneous opacification of more than 2/3rds of the
lungs with gross shift of mediastinum suggestive of massive effusion
Ultrasound of chest was done which confirmed effusion and USG guided
thoracentesis was done which revealed densely black coloured effusion.
In view of large effusion intercostal chest drain was placed and fluid drained.
Fluid was sent for microbiological, pathological and bio chemistry analysis which
included pleural fluid amylase levels
Pleural fluid amylase was highly elevated which prompted us to send serum
amylase and lipase levels to compare the values.
Serum amylase and lipase levels were elevated which confirmed the pleural fluid
elevated amylase
Pleural fluid cytology ruled out malignant cells.
USG abdomen showed pseudo cyst of pancreas with thrombosis of portal vein
CT chest was proceeded which was suggestive of pancreatic pseudocyst and
portal vein thrombosis and was confirmatory with the USG findings
MRCP and ERCP was advised after the Gastrophysician consult.
However these investigations were refused by the patient due to financial
constraints



OCULAR OCHRONOSIS- CASE REPORT

C. Sai Samyuktha
Apollo Institute Of Medical Sciences And Research

Background: Alkaptonuria is an autosomal recessive disease. It is caused by
mutation of the homogentisate 1,2- dioxygenase (HGD) gene on chromosome 3
(3q 13.33) resulting in defects in metabolism of tyrosine and phenylalanine. The
characteristic features are accumulation of homogentisic acid (HGD) mainly in
urine which turns black on exposure to air , Arthritis and deposition of dark
pigment (ochronotic pigment) in connective tissue and cartilage , heart valves,
sclera collectively called Ochronosis. The incidence is equal in males and
females. Ocular manifestations are most common.
CASE DESCRIPTION:
A 39 yr old male patient was referred to our OPD for ophthalmic evaluation who
came with chief complaints of blackish discoloration of both eyes since 6
months. On general examination, there was bluish black discoloration of palms,
feet and cartilage of ear pinna. Patient also gave a history of knee joint pain and
stiffness of metacarpal joints.

On ocular examination, Best corrected visual acuity was 6/6 in the right eye and
6/9 in left eye. Slit examination revealed a bluish black discoloration of
conjunctiva and sclera in the interpalpebral area in both eyes. Normal cornea in
both eyes. Pupils showed normal light reflex, Applanation tonometry was 14mm
Hg both eyes. Gonioscopy revealed open angles. Normal Fundus on examination.

Both eyes showed Epiretinal membrane in the macular area with macular
puckering in the left eye.Both eyes showed RPE defects in macular area.

All biochemical investigations were done and diagnosed it as Ocular Ochronosis.
Nitisinone and vitamin C were given as treatment with reduced intake of tyrosine
or phenylalanine rich foods.



Case of Claude’s Syndrome.
Deeksha Vaddadi

Maharajah’s Institute of Medical Sciences 

Introduction: A rare case presentation - Claude’s Syndrome.
Patient details: Mr. P. Venkata Rao, 62year male, a retired Foreman
Visakhapatnam Port Trust, Visakhapatnam.
Case Summary:
Chief complaint: A 62year male patient was brought to the causality by his son
with the chief complaints of sudden onset of Giddiness, swaying to the left side
while walking, drooping of right eye lid and weakness of left upper and lower
limbs after he woke up from an evening nap around 4pm. He also complained of
simultaneous onset of difficulty in speech, swallowing and double vision.
History:
The patient had 2 episodes of ataxia and Vertigo (recovered in 2-3hours) in the
past 6months. There was no history of head ache or vomiting. He is a known
Diabetic and Hypertensive for more than 20years and is on regular medication.
He is a non-smoker and non-alcoholic. No relevant history of other systemic
illness.
Examination: On examination, he was conscious and oriented. He had a pulse of
80/min, which was regular, and a blood pressure of 150/90mmHg. Higher mental
functions were normal. There was Ptosis, with impaired adduction of right eye.
His right pupil was dilated, sluggish reaction to light and left NSRL. There was
difficulty in moving the eye ball on the right side of the face. There was flattening
of nasolabial fold with drooling of saliva on left half of the face. Motor system
examination revealed weakness (power- 4/5) of upper and lower limbs (Plantar-
Rt: љ; Lt: јͿ on the left side. He had clumsiness of hand movements on the left
side, with finger nose incoordination, dysdiadokokinesia, and impaired heel to
knee test.
Differential Diagnosis:
Weber’s syndrome, Claude’s syndrome, Benedikt syndrome.
Follow Up: The patient was investigated and put on treatment with regular
physiotherapy from last two years. The person who has difficulty in sitting up
and walking is now able to walk and manage himself.
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Management:
Investigations:
Blood profile, Vitamin-D, ultrasound, 2D Echo, carotid doppler, MR Angio, MRI
brain and CT Angiogram of neck vessels.
MRI brain - fairly well-defined altered signal intensity area involving the right
cerebral peduncle of mid brain suggesting acute infarct.
CT Angiogram of neck vessels - reveal circumferential plaque with peripheral
calcification in the right distal common carotid artery.
MR Angio – severe stenosis of clinoid segment of right internal carotid artery is
seen. Stenosis of right posterior cerebral artery at its origin.
Treatment:
Anti-coagulants, anti-platelets, lipid lowering agents, nerve cell protectors, anti-
diabetic and anti-hypertensives are being used to treat the patient.



Acute kidney failure leading to Chronic Kidney 
failure along with inguinal hernia 

and other  complications.
Syed Wasif Hussain, Tuba Abdul Majid

Deccan College of Medical Sciences 

Introduction:We have studied the case of a currently admitted patient in the
Owaisi Hospital's Critical Care Unit, which is the joint hospital of our college,
Deccan College of Medical Sciences.
We have found it to be very intriguing and of progressive complexity as it
required consultantion and involvement of both the Surgery and General
Medicine departments of the hospital, as multiple organs were affected in the
man, with advancing Acute to Chronic Kidney Dysfunction and 2 Hernias-
Umbilical and Inguinal. It was initially thought that the patient came with It was
alot to take a look at for first years like us but with the guidance of the
consultants from the departments, the ever helpful critical care unit, the friendly
sub staff and of course with each other, we were able to follow the case upto its
treatment.
Patient Details: Age: 55 y/o

Gender : Male
Consultant : Dr. Suhail Bin Ahmed
Ward : CCU -2
Address: Kurmalguda .Hyderabad, Telangana

Case Summary:
Chief complaints: Fever, vomiting, Reduced appetite , Severe pain in the
abdomen, Scrotal swelling, flatulence.
History: Inguinal scrotal swelling on right side since 1 month , Pain in the right
iliac region for 1 week. Episodes of vomiting. Inadequate sleep.Pain in the
hypogastric region. Low grade fever. Pressing stools and flatulence. Mild cough.
Examination:
Conscious, Coherent. Pale skin. Swelling in the right inguinal region
Pedal Oedema was observed. Blood Pressure : 150/90 mmHg. GRBS : 167 mg/L
Temperature : 100. After taking tabs the temperature came down to normal
PR: 90 bpm. S1 S2 were heard. pO2 : 97%. Mild Coughing. Hoarse voice
Differential diagnosis: Acute Kidney Failure leading to Chronic Kidney failure and
Irreducible inguinal hernia along with mild pleural effusion.



Follow-up:
Management:
Metabolic acidosis and Dyselectrolytemia was observed 
Investigations: The Investigations that were ordered:
Elevated CRP level: 12 mg/Lit
Elevated Creatinine level : 5.2 mg/dl 
Serum Potassium levels were elevated : >7 meq/L
Blood Urea : 107 mg/dl 
HGB : 5.0 g/dl
RBC count : 10^6/uL
Iron Saturation : 12%
UIBC : 241 ug/dL
PLT : 52 10^3 u/L
CT Abdomen Plain :
භSmall hiatus hernia noted
භMild pericardial effusion 
භRight Inguinal hernia noted with contents as free fluid extending from 
abdominal cavity 
භBilateral minimal pleural effusion 
භBilateral Alveolar edema
භ2 mediastinal nodes observed at the pretracheal region longest one measuring 
upto 15mm
Serum Phosphorus elevated (6.27 mg/dL)
Treatment:
PIPTAZ :4.5 g IV
TRAMADOL : 50mL
Pantos : 40mg. Zofer. Dolo : 650 mg. T.Cinod : 10mg 
Cremaffin syrup. K BIND sachets. T.SOBOSIS FORTE. T PROBIREN 45
T SEVELAMER 400 mg. 20 PRBC transfusion 
To reduce the hemodynamic perturbations SLED was ordered by the consultant 
Surgery for the removal of Hernia was recommended by the consultant.
Nephrotoxic drugs were avoided 

Acute kidney failure leading to Chronic Kidney 
failure along with inguinal hernia 

and other  complications.
Syed Wasif Hussain, Tuba Abdul Majid

Deccan College of Medical Sciences 



A Case of Kartagener Syndrome
Vibha Hegde

Kamineni Institute of Medical Sciences

Introduction: Kartagener Syndrome, a type of primary ciliary dyskinesia, is a rare
congenital, autosomal recessive disease. Incidence is about 1 in 60,000 live
births. It comprises the triad of bronchiectasis, situs inversus, and chronic
sinusitis. Since no cure exists, prevention of deterioration of pulmonary function
is main goal of treatment.
Patient Details: Age: 26 years

Sex: Male
Residence: Nakrekal
Occupation: Village Revenue Officer

Case Summary:-
Chief complaints:
1. Recurrent episodes of shortness of breath since 12 years
2. Recurrent episodes of respiratory tract infections since 12 years
History of Presenting Illness:Patient was apparently asymptomatic 12 years ago
when he developed recurrent episodes of breathlessness, associated with
copious amounts of expectoration- which was aggravated following respiratory
tract infections; relieved on clearing of sputum. Expectoration was yellow, non-
foul smelling, non-blood tinged.
History of repetitive infections since 12 years, with 4-5 bouts per year. Associated
with cough, large amounts of sputum, a sore throat, and rhinorrhoea; relieved
on taking medication (Tab Azithromycin).
Examination:
General examination: Clubbing of fingers, pedal oedema till knee
Vitals: Respiratory Rate- 46 cpm
SpO2- 41.1% at room air.
Systemic examination (Respiratory System):
Decreased expansion of chest bilaterally
Position of trachea central
Apex beat on right side in 5th intercostal space, medial to mid-clavicular line
Auscultation: course crepitations in Infra-mammary, Infra-axillary, Infrascapular
areas. Fine crepitations in all lung fields
Differential diagnosis:
Cystic Fibrosis
Young Syndrome
IgG deficiency
IgA deficiency



A Case of Kartagener Syndrome
Vibha Hegde

Kamineni Institute of Medical Sciences

Management:
Investigations:
CXR- dextrocardia, honeycomb appearance of lung
USG abdomen- Situs Inversus
HRCT thorax- Situs Inversus, dextrocardia, Cystic bronchiectasis in both lungs 
ABG- Compensatory respiratory acidosis
Treatment:
Inj. Lasix 20mg/IV/BD x 6 days
Inj. Doxycycline 100mg/IV/BD x 10days
Inj. Levofloxacin 750mg/IV/BD x 10days
Inj. Ceftriaxone 1gm/IV/BD x 10days
Nebulisation with Budecort 12 hourly x 10days
Intermittent CPAP every 2 hourly x 9days
Asked to review back after 30 days.



A CASE OF PEMPHIGUS FOLIACEUS
Pavansai Reddy Kondamadugula, Sai Rishmanth Reddy 

Vuyyuru 

Alluri Sitaramaraju Academy Of Medical Sciences, Eluru

Introduction: 

Pemphigus foliaceus is generally a benign variety of pemphigus and 
autoimmune skin disorder characterised by the loss of intercellular adhesions 
of keratinocytes in the upper part of epidermis,resulting in the formation of 
superficial blisters (only antibodies (IgG) against desmoglein 1).Pemphigus 
foliaceus is characterised by a chronic course,with little or no involvement of 
the mucous membranes.It is typified by clinical involvement of healthy 
appearing skin that blisters when rubbed (nikolsky sign)

Patient Details:

55 year old male by name Venkata rao Nachuka who is from Unguturu,West 
Godavar

[dist],Andhra Pradesh. 
Case Summary:-

Chief complaints:
Ɣ Itchy raised lesions all over the body from 10 days prior to the 

admission 
Ɣ Raw areas over scalp, axilla, mouth, back, both upper and lower limb, 

abdomen. 

Ɣ Difficulty in opening eyes due to lesions on eyelids. 

History:

Patient was apparently well 10 days back after which he developed lesions 
and admitted to our hospital. Similar complains 2 years ago for which he 
received treatment and history of diabetes for which he is on insulin and oral 
diabetic drugs.



A CASE OF PEMPHIGUS FOLIACEUS
Pavansai Reddy Kondamadugula, Sai Rishmanth Reddy 

Vuyyuru 

Alluri Sitaramaraju Academy Of Medical Sciences, Eluru

Examination: 

Patient is C/C/C, moderately built and nourished, PICCLE negative.

Cutaneous examination: Multiple well defined hyper pigmented plaques with 

crusting, erosions over chest, both upper & lower limbs, back and abdomen. 

Follow-up:

Discharged on October 13th and advised a follow-up after 10 days.
Management:-

Investigations:

- Biopsy of skin: Specimen is taken from the perilesional 
area.Serology,CBP,CUE,LFT,FBS,PPBS,ANA profile.

- Treatment: Azithromycin:-500mg, Fudic cream, Wysolone tablet,

- Endoxan:-50mg, 
- Osteofos kit, Decadron, Atarax, KMno4 compressions.



A CASE OF CIRRHOSIS WITH SPLENIC, SUPERIOR 
MESENTERIC AND PORTAL VEIN THROMBOSIS

S.Sowmya Manjari
Osmania Medical College

Introduction: Thrombosis of the splanchnic venous circulation is a condition that, 
albeit rare in the general population, is of vital importance to the clinician, given its 
life-threatening sequelae, which include mesenteric infarction and progressive liver 
failure. 

Patient Details: Name- Eshwaramma, Age- 50, Sex- Female, resident of 
Badradrikothagudem
Case Summary:-

Chief complaints: Fever since 10 days, pain abdomen since 1 day.

History of presenting illness: Patient was apparently asymptomatic 10 days back 
when she developed high grade continuous fever which was associated with chills 
and rigors and was subsiding on taking paracetamol. Patient developed 
periumbilical pain 1 day back which was insidious in onset, continuous, dragging, 
non radiating, moderate in intensity associated with 4 episodes of bilious vomiting 
and loose stools which was watery in consistency.

Denovo DM

Personal history: Known alcoholic and beedi smoker

Examination: Per abdomen- soft, no organomegaly

Differential diagnosis: Budd chiari syndrome
Management:-

Investigations: HbsAg: positive

USG Abdomen and Pelvis: Portal vein, superior mesenteric vein and 
splenic vein near complete thrombosis

CECT Abdomen: Thrombosis of splenic, superior mesenteric and 
portal veins, splenic infarcts, pericardial and pleural effusions with ascites.

RFT: Urea- 6.4, creatinine- 0.46, Na+-129, Cl-93, K-normal

LFT: TBILC- increased, DBILC- increased, TP- normal , ALB - decreased,



A CASE OF CIRRHOSIS WITH SPLENIC, SUPERIOR 
MESENTERIC AND PORTAL VEIN THROMBOSIS

ALP04- Increased, ALT- normal, AST- increased.

Complete hemogram: Normocytic hypochromic anemia [Hb-9.5g/dl],

leucocytosis [WBC-19.68], adequate platelets.

HbA1c: 10.8, INR: 1.5, PT: 18 secs

Treatment: Antibiotics – Monocef, Metrogyl, Enoxaparin, Metformin, Acitrom,

Pantoprazole.

S.Sowmya Manjari
Osmania Medical College



A CASE OF NEUROMYELITIS OPTICA 
SPECTRUM DISORDER

Sasanka Baddevolu, Praveen Kasina
GGH, Kurnool Medical College

Introduction: Neuromyelitis Optica Spectrum Disorders(NMOSD) previously 
known as Devic disease or Neuromyelitis optica (NMO) are inflammatory 
disorders of the nervous system characterised by severe, immune mediated 
demyelination and axonal damage predominantly targeting optic nerves and 
spinal cord1, that is associated with serum aquaporin-4 immunoglobulin G 
antibodies (AQP4-IgG),distinct from multiple sclerosis (MS)2.

Patient Details: A 18yr female, Nagaveni, resident of 
Lachamari,Rayadurgam,Anthapuram, Student by occupation, came to GGH, Kurnool 
with,
Case Summary:-

Chief complaints: of weakness of both upper and lower limbs, decreased vision in 
both eyes since 1week. 

History: weakness of all limbs, sudden onset, rapidly progressed over 4days, then 
became static. H/o fatigue & generalised body pains since 1week

H/o blurring of & diminished vision since 1week with painful eye movements

H/o bowel & bladder disturbances present

No h/o fever

H/o similar complaints in past, 6months back, got treated in a private hospital and 
recovered after 10days

Examination:
General examination: 
vitals: Normal

Neurological examination:
Higher mental functions: normal
MMSE: 28/30



Cranial nerve:
VA:6/36 in both eyes
Central vision lost in both eyes
All other nerves are intact upon testing.

MOTOR:  tone- normal in UL’s & increased in lowerlimbs
Power- е�ŝŶ�ƌŝŐŚƚ�h>͕�г�ŝŶ�ůĞĨƚ�h>

-0/5 in both LL’s, knee, ankle.
-Reflexes           *superficial*abdominal, plantar- absent

*Deep Tendon Reflexes* Ankle clonus+ , 

SENSORY: Spinothalamic functions- decrease on both sides from T2 
dermatome.

Posterior column sensations: present in both ULs, absent from T2 dermatome.         
CEREBELLAR SIGNS- Absent
MENINGEAL SIGNS-Absent

CVS, RS, GIT examination: No Abnormalities detected

Differential diagnosis:Multiple Sclerosis, SLE, Sjogren syndrome, neuro-behcet 
disease, acute disseminated encephalomyelitis, intrathecal spinal cord 
tumours.

Follow-up: every 3months is advised or upon relapse whichever is earlier. 
Management:-

Investigations:Brain and Spinal cord,Optic nerve MRI were done-
suggesting LETM(Longitudinally Extensive Transverse Myelitis lesions)& 
Optic neuritis.
Upon further testing, AQP4- IgG came positive.

Treatment:Pulse therapy of steroids (Inj methylprednisolone 1gm I.V  daily) for 
5days is given
Patient improved upon therapy



ATAXIA TELANGIECTASIA

A.Anagha Lakshmi 

NILOUFER HOSPITAL 

Introduction:

Ataxia telangiectasia is a complex genetic neurodegenerative disorder characterized 
by progressive ataxia, development of telangiectasia & immunodeficiency, resulting 
in increased susceptibility to sinopulmonary infections.1

Patient Details:

8-year-old female, r/o.Kurnool 
Case Summary:-

Chief complaints: Cough, cold, fever for 8 days along with SOB for 2 days

History: Patient developed cold & cough 8 days back - insidious onset, gradually 
progressive, productive with white colored sputum, 3-5 ml, more in morning along 
with fever - insidious onset, intermediate grade, subsiding with medication but 
recurring. She has SOB for 2 days - grade 1, insidious onset, without any postural 
variation & aggravating/relieving factors

Past h/o repeated LRTIs & ear infections

Progressive speech difficulty for past 1 year

Swaying while walking for past 1year & while sitting over past 4 months

Family H/O Similar complaints in elder sibling (11 y/o) for 3 years

Examination: • Grade 3 PEM

• Conjunctival congestion

• RESPIRATORY - o Tracheal shift to left

o Decreased chest expansion on left

o Decreased vocal fremitus, vocal resonance & dullness on 
percussion on left 

lung areas

• CNS – o Cerebellar 

ඵ Wide based ataxic gait, Dysmetria, Scanning speech, Finger nose & 
Finger finger test abnormal.



ඵ Truncal Ataxia, Slow saccades

ඵ Romberg sign – negative

o Sensory & Motor systems with reflexes; Cranial nerves - normal

Differential diagnosis: Ataxia Telangiectasia, Friedrich ataxia, Spinocerebellar 
ataxia, Cerebellar tumors

Follow-up: Lost to follow up

Management:-

Investigations: Positive findings

o Serum AFP – ELEVATED (236ng/dl)

o Serum Ig – lgA < 10 mg/dl

o CXR - Left lung homogeneous opacity, trachea & mediastinal shift to left

o USG Chest - Left lung consolidation + air bronchogram

o HRCT Chest – Loss of left lung volume + hyperinflation & herniation of medial 
basal segment of RLL to left.

o Gene sequencing – ATM mutation detected

Treatment: 

Antibiotics & regular IVIG infusions

Physical therapy for muscle, speech therapy   

ATAXIA TELANGIECTASIA

A.Anagha Lakshmi 

NILOUFER HOSPITAL 



A CASE OF SPINAL MUSCULAR ATROPHY 
(DUBOWITZ DISEASE)

Syeda Mahjabeen Fatima, Sania Fatima 
Shadan Institute Of Medical Sciences 

INTRODUCTION:

SMA is a rare neuromuscular disorder, charecterized by weakness & wasting 
in muscles of movements.

Caused by MUTATION of SMN1 gene- encoding SMN protein- essential for 
survival of Anterior Motor neurons.

Autosomal recessive condition, with Incidence of approx. 1 in 10,000 births.

PATIENT DETAILS:

18 months old female, Informant-Mother.

CHIEF COMPLAINTS: 

Not able to lift up head since 7 months of age.(Falling back of head)

HISTORY:

The mother noticed loss of  neck holding in the baby at 7 months of age, after 
attaining neck holding at 4 months of age. 

The baby was then observed to develop weakness in all 4 limbs since 7 
months of age, reaching to current state over next 2-3 months.

No H/o feeding difficulties, frequent aspirations/regurgitations, chest 
infections, drooling of saliva, no irritability.

DEVELOPMENTAL Hx: 

Predominantly Motor developmental delay

Sitting w/o support-NA;  Standing w/ support-NA

EXAMINATION FINDINGS: 

CN examination: Cranial Nerves intact

MOTOR SYSTEM Examination: 

Bulk- Wasting of muscles+.  Tone- Frog leg posture of limbs

Hypotonia on both sides UL>>LL



Active movements: Pull to sit-Significant Head lag, 

Horizontal suspension: Rag doll appearance, Vert. Suspension: Baby slips 
through hands

Power:UL-3/5, LL-4/5 on both sides.

Deep Tendon Reflexes:

UL- ABSENT – on both sides

LL- ABSENT - on both sides

RESP. SYS, CVS, GI EXAM: NAD

PROVISIONAL DIAGNOSIS:

Peripheral hypotonia, mostly Spinal Muscular Atrophy - Type II

DIFFERENTIAL DIAGNOSIS:

Ɣ Congenital Muscular dystrophy, Congenital Myopathies, Metabolic 
myopathies, Prader willi syndrome

INVESTIGATIONS:

CT Brain- Normal

Serum CPK levels, EMG, NCV study-- to localise lesion

EMG – Normal, NCV- No specific results

DNA testing for SMN gene- pt. could not afford.

TREATMENT & FOLLOW UP:

Started on physiotherapy, Catch up vaccination, nutritional advice.

Regular follow up for any respiratory infections or feeding difficulties.

CONCLUSION:

SMA has no definite cure.

Rx mostly supportive, includes respiratory care, management of problems in 
feeding & swallowing, &  rehabilitation

Research on various new treatments is going on.



SYDENHAM’S CHOREA

B.V.Varshitha 

Guntur Medical College 

INTRODUCTION-

SYDENHAM’S CHOREA IS CHARACTERISED BY ACUTE ONSET OF CHOREIFORM 
MOVEMENTS , BEHAVIOURAL DISTURBANCES AND OCCASIONALLY OTHER MOTOR 
DYSFUNCTIONS DUE TO DAMAGE TO THE CAUDATE NUCLEUS.IT IS A  LATE NEUROLOGICAL 
MANIFESTATION OF RHEUMATIC  FEVER CAUSED BY GROUP A HEMOLYTIC 
STREPTOCOCCUS

PATIENT DETAILS-

A 10 YEAR OLD MALE PATIENT  BY NAME K.PEDDABBAI , EDUCATION – 5TH STANDARD  
RESIDENT OF GUNTUR 

CHIEF COMPLAINTS –

INVOLUNTARY MOVEMENTS OF RIGHT UPPER AND LOWER LIMBS SINCE 10 DAYS

H/O PRESENT ILLNESS-

PATIENT WAS APPARENTLY NORMAL 10 DAYS AGO WHEN HE DEVELOPED NON RHYTHMIC 
,FLOWING AND DANCING TYPE INVOLUNTARY MOVEMENTS OF PROXIMAL AND DISTAL  
RIGHT UPPER AND LOWER LIMBS  WHICH WERE SUDDEN IN ONSET , GRADUALLY 
PROGRESSIVE , THERE IS DIFFICULTY IN HOLDING OBJECTS AND IT INTERFERES WITH  DAILY 
ACTIVITIES , THE INVOLUNTARY MOVEMENTS ARE ABSENT DURING SLEEP.

NO H/O SENSORY/CRANIAL NERVE /CEREBELLAR/AUTONOMIC DISTURBANCES

No H/O FEVER, VOMITING, Headache, Palpitation, Trauma or Convulsions.

PAST HISTORY-

PATIENT COMPLAINED OF A SIMILAR EPISODE 4 YRS AGO OF RIGHT UPPER AND LOWER 
LIMBS WHICH WAS RELIEVED ON USING MEDICATION FOR 2 MONTHS.

FAMILY HISTORY-NO RELEVANCE

BIRTH HISTORY –NO RELEVANCE

CHILD IS IMMUNISED TILL DATE ACCORDING TO NIS

ALL DEVELOPMENTAL MILESTONES ACHIEVED ON TIME.

PERSONAL HISTORY – TAKES MIXED DIET , SLEEP , APETITE AND BOWEL AND BLADDER 
HABITS NORMAL.

TREATMENT HISTORY-PATIENT TOOK BENZATHINE PENICILLIN FOR 2 MONTHS 4 YEARS 
AGO



GENERAL EXAMINATION-

PATIENT IS C/C/C,WELL BUILT AND NOURISHED, NO 
PALLOR/ICTERUS/CYANOSIS/CLUBBING/LYMPHADENOPATHY/EDEMA.

ANTHROPOMETRY- WT=30KG    ,HT= 108cm   , BMI=  25.7 

VITALS-

BP=110/70mm Hg

PR=80/min IRREGULARLY IRREGULAR RHYTHM,NORMAL PULSE VOLUME,HYPERKINETIC 
PULSE.

TEMP=AFEBRILE

RR= 16/min

SpO2=95%

SYSTEMIC EXAMINATION-

MOTOR SYSTEM EXAMINATION- TONE OF MUSCLES IS DECREASED ON RIGHT SIDE OF 
BODY 

CVS EXAMINATION-HYPERDYNAMIC APEX BEAT IN THE 5TH INTERCOSTAL SPACE LATERAL 
TO MIDCLAVICULAR LINE, PAN SYSTOLIC MURMUR IS HEARD IN THE MITRAL AREA, S1+ S2+

DIFFERENTIAL DIAGNOSIS:

METABOLIC DISORDERS LIKE IDDM, APLASTIC ANEMIA , SICKLE CELL DISEASE , HEREDITARY 
SPHEROCYTOSIS ,HUNTINGTON’S CHOREA , PEDIATRIC STROKE INVOLVING THE CAUDATE 
NUCLEUS 

FOLLOW UP : AFTER 1 MONTH

MANAGEMENT-

INVESTIGATIONS:

CBP-15000 cells/ml, RBS-90mg/dl, SERUM ELECTROLYTES-NORMAL

LFT AND RFT-NORMAL, ASO TITRE-743IU/ml, ESR- 96mm/hr

ECG-PR INTERVAL=132ms, RR INTERVAL =561ms, SINUS TACHYCARDIA

2D-ECHO-SEVERE MR WITH LVDd=40mm, MR JET VELOCITY =4.5m/sec , EF=62%

MRI- NORMAL

DIAGNOSIS:RIGHT HEMICHOREA SECONDARY TO RHD WITH SEVERE MR -SYNDENHAMS 
CHOREA

TREATMENT-

TAB.HALOPERIDOL 2.5mg BD

TAB PARKIN 2mg BD

TAB TETRABENAZINE 25mgBD, iNJ.BENZATHINE PENICILLIN 600000 I.U. IM



TUBERCULOSIS OF UTERINE CERVIX PRESENTING WITH 
RECURRENT LEUCORRHEA IN GUISE OF CARCINOMA OF 

CERVIX
Sowmya Tyagi

Provisional diagnosis
1. Cervicitis – ??
2. Tubercular
Identification data of the patient 

36.Years old married female from rural background, 
Presenting complaints
1. Foul smelling discharge X 7-8 months
2. Pain in Lower abdomen X 7-8 months
History
a) Present Illness
Presented with history of frequent copious , foul smelling discharges, 
occasionally stained and associated with post coital bleeding. For the same 
duration she has lower abdominal pain off and on. No history of fever or loss of 
appetite or weight loss. Treated with vaginal pessaries, systemic antibiotics and 
antifungal medications with little relief.
b) Menstrual History
Menarche : 15 years. 
Cycles : Regular (28– 30 days) for 3-5 days, ,
In last 3 months cycles are scanty , occasional post coital bleeding.
c) Obstetric History
Both pregnancies - Term/Vaginal / babies alive and healthy
No Abortions
Examination findings
General and systemic examination normal
P/A : soft, non tender
P/V : Cervix- hard consistency, non-tender, uterus anteverted, anteflxed, mobile, 
normal size and shape. The fornices free of the disease , no puckering or growth 
felt through them.
Per speculum - Cervical os could not be identified , both lips of cervix replaced by 
growth , 2×2 cm in size; bled on touch. .
Per Rectum examination- normal rectal mucosa not adhering to  uterus or cervix.
Investigations
a) Colposcopy-irregularly raised area on both lips of cervix, dense on aceto-

white, abnormal vascular pattern on green filter.
b) Cervical biopsy- Ulcerated cervical epithelium with central areas of necrosis 

consisting of epitheliod cells and surrounded by plasma cells and 
lymphocytes.



c) Dilatation and curettage-could not retrieve endometrial sample 
d) Ultrasonography of the pelvis-normal sized uterus and normal bilateral 

adnexa. No focal collection or mass.
e) Sputum, urine and cervical specimens - negative for AFB stain and culture 
f) Erythrocyte Sedimentation Rate (ESR) at 2 hours-85 mm/hour
g) Mantoux test-positive.
h) HIV and VDRL -negative.
i) Chest radiograph- normal
Differential diagnosis
a) Cervicitis – ??Tubercular
b) Other granulomatous inflammation 
c) Cervical Malignancy
Treatment
Treated on the lines of Genital Tuberculosis.
Multi-drug ATT regimen followed

Ɣ Rifampicin + isoniazid + pyrazinamide + ethambutol 1st 60 days 
Ɣ Rifampicin + isoniazid + ethambutol next120 days. 

Follow up and references
Registered for DOTS (Directly Observed Treatment, Short- course) and started on 
anti-tubercular drugs as advised by TB physician. 
She has completed intensive phase of Anti-tubercular treatment and is currently 
on follow-up with remarkable improvement in symptoms

TUBERCULOSIS OF UTERINE CERVIX PRESENTING WITH 
RECURRENT LEUCORRHEA IN GUISE OF CARCINOMA OF 

CERVIX
Sowmya Tyagi



VESTIBULAR SCHWANNOMA 

Vidyasri Gundela 

Rajiv Gandhi Institute of Medical Sciences 

Introduction: Vestibular schwannoma is the most common benign tumor of 
cerebellopontine angle which is locally invasive slow growing tumor

Patient details- Vijaya 55 yr/F patient

R/o jainoor , Adilabad

Case summary:

Chief complaints: hardness of hearing Rt ear since 2 years, Dizziness and 
headache since 2 yrs

History: patient was apparently asymptomatic 2 yrs back.Then she developed 
slow progressive hearing loss of Rt ear, Dizziness and tinnitus along with 
headache present

Examination: External ear appears to normal,

Tuning fork tests- SNHL of Rt ear

PTA- Profound hearing loss of Rt ear

Hitzelberger sign+ve Rt ear

Loss of corneal reflex Rt eye

Differential diagnosis:

Meningioma,4rth ventricular tumors extension into CP angle, metastasis

Follow up:

Patient is advised to get serial MRI

Management:

Investigations:

Basic investigations -CBP,RBS,LFT,KFT normal

CT BRAIN-27*26 mm Tumor in CP angle

Treatment: symptomatic

Main stay  of treatment- surgical excision of the Tumor



Pneumonia in a known case of  Down syndrome 
with Atrial Septal Defect     
Teja Sureddi, Sai Anirudh Athaluri

Rangaraya Medical College

Introduction: Down syndrome is the most common viable chromosomal disorder 
and the most common cause of genetic intellectual disability. Atrial Septal Defect 
is one of the commonest congenital heart disease associated with Down 
syndrome. In Atrial Septal Defect, due to hyperperfusion of lungs there can be 
increase chance for a respiratory infections.            

Patient Details:        Patient Name- B.Jessy

Mothers Name- B.Rajani

Age- 18 months

Sex- Female

Case Summary:-

An 18 months old child who is a known case of Down syndrome with previous 
history of hospitalisation for respiratory tract infections at 6 months of age, with 
delayed development of milestones, presented with the complaints of 
productive cough for 2 days, fever for 2 days and breathlessness for 1 day.

• O/E from head to toe there were features like brachycephaly ,low set 
ears,single palmar crease.

• O/E of respiratory system, chest expansion decreased on right side, chest 
retractions are seen, trachea is central, dullness felt on percussion in right 
mammary, infraaxillary and infrascapular areas and also on ascultation bronchial 
breath sounds heard on right mammary, infraaxillary, infrascapular areas.

Differential diagnosis: Acute bronchitis, Bronchiolitis, Cystic fibrosis, Asthma, 
Pulmonary edema, Bronchiectasis, URTI.
Management:-

Investigations: CBC,  ESR,  CRP, Chest X-ray, Mountox test, Throat swab for culture 
sensitivity.

Treatment: oxygen with prongs ,IVF 1/2 DNS,  inj. Cefotaxime , inj. paracetamol, 
inj. pantop, Nebulisation with 3 percent NS, W/F Vitals.



A CASE OF ADRENAL INCIDENTALOMA IN A 26-
YEAR-OLD LADY WITH A HISTOLOGICAL SURPRISE

Mohammed Affan Osman Khan, Syed Muqtadir Ahammad

Deccan College Of Medical Sciences

Introduction: -

Incidentalomas are incidentally detected masses in various organs. Adrenal 
Incidentalomas relatively common but clinically non-functional tumours
behaving as functional tumours on table are uncommon. Hence, this 
presentation.

Case Summary: -

Patient Details: -

A 26-year-old lady residing in Hyderabad presented to the hospital with the chief 
complain of vague abdominal pain since 5 months headache since 2 months. 
Evaluation outside with ultrasound detected to have a mass in the right adrenal 
gland. Didn’t have any symptoms of hypercortisolism, hyperaldosteronism and 
hypercatecholamines.

History: -

Didn’t have any postural hypotension. 

Examination: -

Examination revealed was slightly pale with BMI of 16.9{underweight}.

Abdominal examination was unremarkable.

Didn’t have any cushingoid features.

Preoperative Diagnosis: -

Ɣ A non-functioning incidentaloma of right adrenal gland 

Management: -

Investigations: -
Ɣ CECT showed large right heterogenous enhancing relatively well-defined 

suprarenal mass size 61*53*64 mm likely neoplastic.

Ɣ Serum cortisol was normal & Urine VMA test {spot test}- negative.



Aisha Abeer, Mohd Umar Farooq

CONGENITAL INSENSITIVITY TO PAIN WITH 
ANHIDROSIS

Al Ameen Medical College Bijapur Karnataka 

Introduction:Congenital insensitivity to pain with anhidrosis (CIPA) is a rare
autosomal recessive disorder associated with several defects of NTKR1 gene.
Case Summary:A 8 years old girl presented to the hospital with the complaint of
deformity and swelling of her right thigh for two days. An ulcer over her left
ankle joint for three years
HISTORY OF PRESENTING ILLNESS:patient was alright three days back, then she
sustained a trauma to her right thigh with diffused swelling, not associated with
pain but there was loss of function. A non healing ulcer over her lateral
malleolus of the left ankle joint following a trauma not associated with any pain
for three years.
PAST HISTORY:
භ a child attains higher body temperature than other children, in summer the
child used to remain febrile throughout the season.
භ She has bitten her anterior one third of tongue which led to its amputation.
භ lacks response to painful stimuli like vaccination, hitting, or cuts.
Examination: She had a bifid tongue with generalized xerosis , scarring of fingers
due to conscious biting. Her left ankle joint is deformed and shows Charcot’s
arthropathy.
SENSORY SYSTEM EXAMINATION: There is lack of response to pain and
temperature. Lacrimation is absent.
Differential diagnosis: Leprosy

Riley day syndrome
Lesch Nyhan syndrome
Congenital insensitivity to pain with anhidrosis

Management:
Investigations:
භ X-ray of left foot : Charcot’s arthropathy.
භ X-ray of right femur : Mid shaft fracture.
භ Skin biopsy : Epidermis is normal with hyperkeratosis. Absent of sweat and
eccrine glands.
භ No tear formation/ sweating with pilocarpin.
භ Genetic analysis pending for NTRK1 gene



Treatment: There is no specific treatment. Mainly supportive/symptomatic
treatment is given.
Parents are advised to modify the child's activities to prevent injuries, and to
prevent severe articular destruction.
භ Ulcer : Regular dressing and follow up advised with empirical antibiotics.
භ Monitoring of the body temperature helps to prevent hypothermia
hyperthermia.
Keywords: Congenital insensitivity, hyperthermia, anhidrosis, Charcot’s
arthropathy, absence of sweat glands.

Aisha Abeer, Mohd Umar Farooq

CONGENITAL INSENSITIVITY TO PAIN WITH 
ANHIDROSIS

Al Ameen Medical College Bijapur Karnataka 



INTRODUCTION:DiGeorge Syndrome is a 22q11.2 deletion syndrome where
heart defects , poor immune system function , cleft palate and
hypoparathyroidism and delayed development problems are seen
BACKGROUND:A 2-month old male patient resident of Jeedimetla , Hyderabad
came to emergency department with seizures due to hypocalcemia
CASE DESCRIPTION:
Chief Complaints (The Informer is mother who is reliable)
whole body was shaking for 1 minute
History of Present Illness
The shivering ( tonic-clonic seizure) time of the day 5:30 PM with all 4 limbs
involved and lasted for 2 minutes with loss of consciousness present . The Pre-
ictal Phase had heavy bouts of crying for about 1 hour and increased respiratory
effort . The child was afebrile , . In the Ictal Phase lower limbs turned bluish . In
Post Ictal Phase micturition happened phase lasted for about 3 hours .no history
of prior infections After the seizure episode , the child was admitted in NICU . In
6 hours , he developed cough and there was grunting seen with 2 fever spikes .
SPO2 decreased so the baby was incubated and was put on ventilatory support
for 24 days
Past History
Antenatal History: At the end of 24th week of gestation , the mother met with an
accident . There were no major injuries , but there was a decrease in fetal heart
rate . So , a 2D Echo and Ultrasound were performed . In Ultrasound ,
Hydronephrosis was detected in the foetus .no history of medication taken
Birth History: Cesarean section was performed due to Oligohydramnios at 38th
week .Birth Weight 2.5kg
Neonatal History: The Child was taken into the ICU for monitoring and for 10
days as PDA was detected .
Immunization History: No Vaccine was given .
Family History: No Prominent Family History
Feeding History: Breastfeeding onset 2 days after birth ,
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EXAMINATION:The Child appeared malnourished
Systemic Examination: Respiratory rate :- 55 Per Minute B/L Crackles (+ve). Rt >
Lt CVS: Heart Rate : 144 BPM
S1S2 (+) pan systolic murmur heard over tricuspid and aortic area
Abdomen:Soft and hepatosplenomegaly (+). Anthropometric Findings :Head
Circumference = 37cm. Cranio Facial Features: Short forehead Downwards
slanting of the eyes and large binocular width. Nose = Large root , short tip ,
narrow alar base
Thin Lips
DEVELOPMENTAL FINDINGS :Gross , fine and language milestones reached
INVESTIGATIONS:
2D Echo: Overriding of aorta. Pulmonary Atresia. PFO(+VE). Large VSD and.
Bidirectional Shunt. Small PDA with left to right shunt Chest X-RAY :Consolidated
Area seen Blood Culture:Pseudomonas (+VE) FISH:22q11.2 deletions seen ABG
Analysis:pH 7.423. PCO2 = 50.1mm/Hg. PO2 = 78mm/Hg. HCO3 = 32.8 mmol/L.
SO2 = 95%. LAC=1.38mmol/L Serum Calcium = 7.2ml/dL
DIFFERENTIAL DIAGNOSIS:
CHARGE SYNDROME
DI GEORGE SYNDROME
SEVERE COMBINED IMMUNODEFICIENCY
PROVISIONAL DIAGNOSIS:Cyanotic CHD (Tetralogy of fallot + MAPCAS + PD )
Primary Hypoparathyroidism.
Sepsis Thrombocytopenia , anaemia.
Pneumonia Non-Dissolving
TREATMENT:Phenobarbitone given and 0.5KCl + 9ml 10% Calcium Gluconate.
Orogastric feeds 40ml every 2hr. Syrup cipcal 5ml with each feed. Injection piptaz
350 mg IV in 5ml NS. Injection Clindamycin 40mg IV 5ml in NS. After calcium
comes to normal levels , capsule bio D3 OD on alternate days given. Syrup
septran 1.5mlBB. Syrup Levipil 0.3mlBD
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Meningoencephalitis- Septic Shock -Multiorgan Dysfunction by INFLUENZA-B
virus in Immunocompetent Host with full recovery without focal neurological
deficits
INTRODUCTION:
Influenza type –B virus, single stranded RNA virus, member of
ORTHOMYXOVIRIDAE family often known to cause acute respiratory illness with
seasonal outbreaks. One of its rare complications in immunocompetent adults is
MENINGO ENCEPHALITIS. The incidence of viral meningoencephalitis has been
reported in range of 0.26 to 17 per 100000 cases out of which INFLUENZA –B as
a cause account for only 0.1% and most of the times goes undiagnosed.
Sepsis is a severe life-threatening dysregulated host response to infection.
Bacteria and Fungus remain to be the most common causes with incidence of
viral sepsis being less than 1%.
Mortality of patients landing up in MODS due to viral sepsis remain high, ARDS
alone being 40-50%, additional organ system dysfunction raising it to as much as
90%. The neurological sequalae post encephalitis is also common (53%).
Hence MODS known for its wide spectrum of causes & presentations and
unforeseeable nature needs a wide-open eye, strong medical knowledge with
equal suspicion on every cause and careful monitoring of treatment neither
making it too aggressive nor insufficient to obtain optimal results.
PATIENT DETAILS: Name:MOHAMMED RIZWAN ALI. Age:35 YEARS. Gender:MALE
Occupation: SALES ANALYST
CASE SUMMARY
CHIEF COMPLAINTS:Patient presented to the emergency department in a
drowsy state, impaired consciousness since 2hrs. He was reported to have
elevated blood pressure at a nearby clinic. He had history of fever for 2 days, a
right sided earache for 2 days, headache since 1day associated with 2 episodes
of vomiting.
HISTORY OF PRESENT ILLNESS:Patient was apparently asymptomatic 2 days back
when he started developing low grade fever which was sudden in onset,
continuous, non-progressive in nature, no diurnal variation, not associated with
chill/rigor/rash. no aggravating factors & was relieved on medication.
h/o Earache in right ear since 2 days which was sudden in onset, dull continuous
pain not associated with ear discharge/tinnitus/vertigo.
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Developed holocranial headache of 1 day duration associated with 2 episodes of
projectile vomiting. In the past 2 hours the patient became restless, complained
of shortness of breath and developed impaired consciousness. Reported to have
elevated blood pressure at a nearby clinic and was immediately rushed to the
hospital.At the hospital became irritable, severely tachypneic with altered
breathing pattern and unresponsive to commands.
PAST HISTORY:H/O febrile seizures in childhood. History of Travel to Warangal a
week ago. Non-Hypertensive, Non-Diabetic, No thyroid disorders, nil
comorbidities
EXAMINATION:
Pulse 158/ min with normal Rhythm. HR 149 bpm. BP 150/90 mm Hg
later 90/ 50 mm hg. RR 40 breaths perminute. SpO2 72%. Temp 102 F
Systemic Examination:CVS: NORMAL S1, S2, no murmurs heard. RS: BASAL
CREPTS +. CNS: Glasgow Coma Scale -E2 V1 M6, Decreased consciousness,
Higher mental function couldn't be assessed, Power -was able to move all 4
limbs. Tone – normal, pupils nonreactive 2mm ,Dolls eye reflex + no gaze
preference, Neck Rigidity present, plantar reflex flexor response. GIT: P/A soft
On Otoscopy - no perforation, no congestion, no ear discharge
On Fundoscopy - Blurring of Optic Margins in Both Eyes.
DIFFERENTIAL DIAGNOSIS:
Bacterial meningoencephalitis, Viral meningoencephalitis
Fungal meningoencephalitis, amoebic Meningoencephalitis
Acute Disseminated Encephalomyelitis, Scrub Typhus
LeptospirCerebral malaria, CSOM intracranial complications
Subdural empyema, Brain abscess, Lateral sinus thrombophlebitis
Febrile Encephalopathy, Non convulsive status epilepticus
Hypertensive Emergency, Dyselectrolytemia, Space occupying lesion
Beri Beri, Stress cardiomyopathy, NSTEMI
FOLLOW UP:Hospital stay - 15 days. Advised for follow up weekly .No focal
neurological deficit noted. No fresh complaints.
MANAGEMENT:
INVESTIGATIONS
CBP mild leukocytosis, lymphocytosis. GRBS elevated blood glucose levels.
HBA1C 8.5 %. URINE DIP STICK (+) for ketone bodies. ABG respiratory alkalosis &
high anion gap metabolic acidosis.SERUM ELECTROLYTES were within normal
limits.
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ECG showed Sinus Tachycardia.no ST elevation. TROPONIN I POSITIVE.
2D ECHO: severe left ventricular dysfunction, Ejection Fraction 30%, RWMA +
,mild mitral regurgitation
HRCT increased broncho vascular markings. CORADS - 1.
RFT ELEVATED SERUM CREATININE (6.1 MG/DL). LFT normal
SERUM AMYLASE elevated. (170 u/l). SERUM LIPASE elevated (580 U/L).
LIPID PROFILE- elevated triglycerides.
USG ABDOMEN -PERIPANCREATIC fluid accumulation.
CT BRAIN - pansinusitis.no evidence of hemorrhage, no space occupying lesion.
MRI BRAIN (plain)-changes indicating MENINGOENCEPHALITIS. IMPENDING
HERNIATION.
EEG suggestive of DIFFUSE ENCEPHALOPATHY, NO EPILEPTOGENIC FOCI
SOFA SCORE – 10.
BLOOD SEROLOGY :NEGATIVE for COVID -19 /MALARIA/DENGUE/LEPTOSPIRA
BLOOD CULTURES showed no growth. Later, on resolution of papilledema (5
DAYS later)
CSF analysis: Protein normal, Glucose normal. Gram stain Negative. AFB (-)
TBPCR (-). Tier 1 viral panel (-). Tier 2 viral panel INFLUENZA B (+). PROVISIONAL
DIAGNOSIS . INFLUENZA B MENINGO ENCEPHALITIS. STRESS CARDIOMYOPATHY
ACUTE RESPIRATORY FAILURE. ACUTE KIDNEY INJURY
DIABETIC KETOACIDOSIS secondary to ACUTE PANCREATITIS
DENOVO DIABETIC MELLITUS –2
TREATMENT:
Patient was intubated after sedation and put on mechanical ventilation.
Empirical ANTIBIOTIC therapy Vancomycin,ampicillin,ceftriaxone,etc. later
decelerated owing to aki.
Antivirals, Att, Ionotropes, Mannitol, Supportive Management
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A STUDY ON INTERNET ADDICTION AND ITS 
ASSOCIATION WITH INSOMNIA AMONG 

UNIVERSITY STUDENTS
Syeda Ayesha Anam, Hafsa Fatima

Dr. VRK Womens Medical College

ABSTRACT : People below Poverty line face problems for Health. This pa-per
extends the Framework to consider people below poverty (for example: -
upliftment of socially backward people towards health),discuss challenges of
using a compound treatment in one study population i.e., Nampally , effect of
compound treatments on distribution of the versions of treatment in population
due to variation in economic statuses of people in community.
OBJECTIVE: This research is emphasized to review effects & what government
could do for people below poverty line effected from quarantine
MATERIALS & METHODS:
My study population consists of Homeless people with no source of income,
sample size 40 ; 10 Females and 30 Males via questionnaire.
RESULTS:
29 belongs to native place; 7 travellers; 3 other Districts;1 UP
25 seeking shelter from Community; 12 bridges and shelters; 3 government
services
19-P Minor injuries & No treatment; 10-local Doctors as free; 7 – NGOs,
Community;1 - Tuberculosis ;3 Untreated ulcers.
35 getting food from community; 5- Corporators, NGOs but not regular
19 take shelter under closed shops ; 16 – from community; 4 under Bridges ;1-
Petrol pump
19 seeking help for fecal and urinary activities from Community; 11-petrol
pumps and Hospitals; 10- reluctant to answer.
CONCLUSION & FEW IDEAS FOR IMPROVAL OF PUBLIC HEALTH
1. Homeless people identified by the government should be given basic
Nutrition.
2. If the Government is not able to provide shelter and food, NGOs should try to
help.
3. Government should take this as a survey, help those who need medical
attention.
4. Education should be our major concern.
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TO GIVE A FOCUS ON GROUND 
LEVEL ISSUES FACED BY HOMELESS

Md Altaf Hussain
Ayaan Institute of Medical Science

ABSTRACT : People below Poverty line face problems for Health. This pa-per
extends the Framework to consider people below poverty (for example: -
upliftment of socially backward people towards health),discuss challenges of
using a compound treatment in one study population i.e., Nampally , effect of
compound treatments on distribution of the versions of treatment in population
due to variation in economic statuses of people in community.
OBJECTIVE: This research is emphasized to review effects & what government
could do for people below poverty line effected from quarantine
MATERIALS & METHODS:
My study population consists of Homeless people with no source of income,
sample size 40 ; 10 Females and 30 Males via questionnaire.
RESULTS:
29 belongs to native place; 7 travellers; 3 other Districts;1 UP
25 seeking shelter from Community; 12 bridges and shelters; 3 government
services
19-P Minor injuries & No treatment; 10-local Doctors as free; 7 – NGOs,
Community;1 - Tuberculosis ;3 Untreated ulcers.
35 getting food from community; 5- Corporators, NGOs but not regular
19 take shelter under closed shops ; 16 – from community; 4 under Bridges ;1-
Petrol pump
19 seeking help for fecal and urinary activities from Community; 11-petrol
pumps and Hospitals; 10- reluctant to answer.
CONCLUSION & FEW IDEAS FOR IMPROVAL OF PUBLIC HEALTH
1. Homeless people identified by the government should be given basic
Nutrition.
2. If the Government is not able to provide shelter and food, NGOs should try to
help.
3. Government should take this as a survey, help those who need medical
attention.
4. Education should be our major concern.

QUOTE



EVALUATION OF PREVALENCE AND TYPES OF 
HUMAN PAPILLOMA VIRUSES IN 

HEAD AND NECK CANCERS.
Chitra Singh

Kamineni Academy of Medical Sciences and Research Centre 

Introduction:
India has the highest incidence of head and neck cancers (HNC) in the world,
90% being squamous cell carcinomas. There has been a growing number of head
and neck squamous cell carcinomas (HNSCCs) associated with high-risk Human
Papilloma virus infections. To investigate the prevalence of high-risk HPV in
HNSCCs in southern India, a study was undertaken in a tertiary care hospital in
Hyderabad. Formalin- fixed- paraffin -embedded (FFPE) blocks containing
HNSCCs were used. The sections were subjected to DNA extraction, PCR and gel
electrophoresis for detection of HPV 16 & 18 DNA. FFPE blocks of cervical
cancers were taken as controls and screened for HPV as 91% of cervical cancers
are caused by high-risk HPVs. This exercise is to evaluate HPV’s role in
carcinogenesis in HNSCCs in south India and establishing base for further
research. Outcomes of such researches can modify screening, diagnostic and
treatment modalities for HNSCCs.
Aims and objectives:
The objective of the study is to investigate the prevalence of high-risk HPV in
Head and neck squamous cell carcinomas by screening FFPE sections of the
same for HPV 16 & 18.

Materials and Methods:
A retrospective, cross-sectional, pilot study was conducted using 40 FFPE
sections of HNSCCs for screening, and 20 of cervical cancer as controls. DNA was
extracted, amplified in thermocycler, then gel electrophoresis is done to detect
HPV 16 and 18 DNA.
Results and Analysis:
In the controls, 4 specimens were positive each for HPV 16 and HPV 18. No HPV
DNA was detected in HNSCCs. This study can only indicate absence of HPV in
HNCCs of patients reporting to one hospital. More research on needs to be
carried out in this subject to make it statistically significant and relevant for
practical application.



COMPARISON OF SINGH’S INDEX IN VIEW OF 
OSTEOPOROSIS IN PATIENTS WITH 
INTERTROCHANTERIC FRACTURE, 

INTRACAPSULAR FRACTURE AND THE NORMAL 
CONTROL

Hunaina Manfusa
Deccan College of Medical Sciences

Title:Comparison of Singh’s Index in view of Osteoporosis in Patients with
Intertrochanteric Fracture, Intracapsular Fracture and the Normal Control.

Introduction: Osteoporosis is one of the major health problems which contribute
to morbidity, mortality and economic burden in society. Singh’s Index is one of
the non-invasive methods of determining the bone quality in a patient. It’s a
classification system for bone density of the femoral neck based on visibility of
trabecular types that can be seen in the femoral neck.

Grades:
1 = only thin principal compression trabeculae visible
2 = principle compression trabeculae present, others nearly resorbed.
3 = principle tensile trabeculae thinned and breakage in continuity present
4 = principal tensile trabeculae thinned without loss of continuity.
5 = principle tensile and compression trabeculae readily visible with prominence
of Ward triangle
6 = all trabeculae visible and of normal thickness
Grade 3 and below indicate definite osteoporosis.
Aims & Objectives:
To evaluate Singh’s index of the patients with intertrochanteric, intracapsular
fracture.
Compare Singh’s index of fractured subjects with normal control.
To recommend prophylactic screening of patients at risk of osteoporotic
fractures.



Materials & Methods: Radiographic evaluation of trabecular pattern of hip joint
is done and grade of Singh’s index is determined for evaluation of osteoporosis in
patients presenting with hip fractures, to determine the nature and grade of
presenting fracture.
Retrospective study
2 Months Period
Sample 40 patients
Radiographs and Questionnaire used.
Results & Analysis: In 40 patients, 27 patients who presented with hip fractures
were associated to be with Singh’s index < or = grade three. Patients with higher
age tend to have a lower grade of Singh’s index.
SI represents bone quality and fall in the grades predisposes to fractures.
Using it as a screening tool, helps to predict future fractures of femoral neck.
Intertrochanteric fractures are common in older age with poor Singh’s index (<3)
when compared to the relatively younger age with Singh’s index around 3.
Age is deciding factor for Singh’s Index

COMPARISON OF SINGH’S INDEX IN VIEW OF 
OSTEOPOROSIS IN PATIENTS WITH 
INTERTROCHANTERIC FRACTURE, 

INTRACAPSULAR FRACTURE AND THE NORMAL 
CONTROL

Deccan College of Medical Sciences
Hunaina Manfusa

FACTS

Want to feel more focused at work? Pop a piece of gum into 
your mouth.People become more alert. That's because the 
brain associates chewing with nutrients and food and primes 
itself to beat maximumlevels of alertness anytime there is 
mouth movement



WATER DRINKING PRACTICES IN ADPKD 
PATIENTS: A QUESTIONNAIRE BASED STUDY.

Manchala Jyothi Sai Reddy
Sri Padmavathi Medical College

Introduction -Although data from randomized trials are lacking, patients with
autosomal dominant polycystic kidney disease(ADPKD) who have normal renal
function might potentially benefit from frequent water intake that would be
sufficient to decrease the average urine osmolality, bringing it closer to that of
plasma.
Aims & Objectives - We conducted a survey of patients with ADPKD to identify
the following
a) to study the diet recommendation offered to the patients of ADPKD and
b) to know the adherence to the diet recommendation by the patients of ADPKD.
Materials & Methods- In this cross- sectional study, the patients of ADPKD,
chronic kidney disease stages 1-5 were included. We formed a questionnaire
containing questions on the dietary recommendation to the patients. The
questions enquired whether the patients received the recommendation from
the faculty and the postgraduates of the nephrology department that:
a) they should consume at least 3000mL of water/day
b) that they shouldn’t consume coffee, tea.
c) adherence of patients to the advice of the nephrologists
We administered the questionnaire to the patients of ADPKD either on a
telephone or in person.
Results & Analysis Of 294 patients, 142(48.2%) didn’t receive any dietary
recommendation. The rest 152(51.7%) were given the appropriate dietary
recommendation. Majority of the patients told that they lacked the access to the
water when they intend to consume. Despite the advice from the nephrologists,
95(32.3%) failed to observe the abstinence from coffee and tea. The demands of
the agricultural work at a place away from home deprived majority from the
potable water.

FACTS 
In early 1900s, Wagnervon Jauregg treated syphilis patients 
with malaria (winning the Nobel prize).The patients 
developed malaria, causing a severe fever and killed the 
syphilis bacteria. The given the malaria drug quinine and 
cured. This was used until the development of pencillin.



EFFECT OF NUTRITION AND   STIMULATION ON 
EARLY CHILDHOOD DEVELOPMENT 

Jayasri Maheshwari Kondraju

M. N. R Medical College 

Introduction: Brain is the only organ not fully developed at birth. 90% of critical
brain development occurs in the first 1000 days. This is catalyzed by
environmental stimuli and by enhancing the child nutrition with
neuronutrients(like iron, folic acid, pufa, DHA, vit A etc)

Aims & Objectives: To study the effect of enhanced nutrition and early
stimulation on early child development
Materials & Methods:
MATERIALS: A play and communication guide. Diet cards with specific food for
mothers on breast feed and for the babies after weaning. Twelve group meeting,
each with an age specific activities and list of key messages for discussion. A
problem-solving checklist. A resource kit including a sample play bag and tools
for assessing denver . Enrolment and Follow up cards

METHODS:
Study place : MNR medical college and hospital, sangareddy
Study period : 2 years (Oct2019 – Nov2021)
Sample size : The sample size of the present study is minimum 100 babies under
1month age

Results & Analysis:

The development scores have increased statistically significantly in the
interventional group as compared to the control group.

CONCLUSION
Early childhood development is a smart investment

QUOTE

PARAMETERS Enhanced 
nutrition and 
neuro stimulation 

Control P Value 

Cognitive  96.5 88.8 <0.001 

Language 77.2 68.8 <0.001 

Motor 83.0 78.4 <0.001 

Sco-Em 80.5 73.3 <0.001 



TO STUDY THE EFFICACY OF TOPICAL 
RECOMBINANT EPIDERMAL GROWTH FACTOR 
DRESSING IN THE MANAGEMENT OF CHRONIC 

NON HEALING DIABETIC ULCER
Manduri Sathvik

Katuri Medical College and Hospital

Introduction: The key to lower the number of amputations is effective ulcer
management in diabetic patients. There is no optimal dressing for the treatment
of chronic ulcers because each kind has its own set of drawbacks.

Aim: To evaluate the effectiveness of topical recombinant epidermal growth
factor dressing in the management of chronic diabetic ulcers.

Objective: To compare the time required for a wound to heal using recombinant
epidermal growth factor dressing and with traditional treatments.

Materials&Methods: Diabetics with chronic non-healing ulcers participated in a
randomised control trial that included a before and after comparison of
epidermal growth factor dressing and traditional dressing methods. The study
enlisted the participation of 120 patients. For different types of dressings, the
patients were randomised into two groups using a sealed envelope approach.
Group I received 5% Povidone-iodine, whereas Group II received recombinant
epidermal growth factor (rEGF).
Results & Analysis: The average age was 61.45 years and the average duration of
diabetes was 9.47.6.33cm2was the average ulcer size (SD6.473). The average
ulcer lasted 4.35. Wound swab cultures revealed that 74 patients(61.7%) had
sterile wound swab cultures revealed that 74 patients (61.7%) had sterile
wound.Based on wound healing, 10(16.7%) of betadine dressing patients had
complete wound healing, while 48(80%) of rEGF dressing patients had complete
wound healing. The average time it took for betadine to heal was 11.5weeks
(SD1.00). When it comes to rEGF, it took 9.1weeks (SD2.42).

Conclusion: Human epidermal growth factor is more successful in dressing than
betadine, according to the study.



A MULTIVARIATE ANALYSIS IN COVID-19 DEAD 
PATIENTS WHO WERE HOSPITALISED IN A TERTIARY 

CARE HOSPITAL- A RETEROSPECTIVE STUDY.
Mohammed Sadat Mohiuddin, Syed Arbaz

Deccan College Of Medical Sciences 

Introduction:
This Coronavirus has lead to severe mortality in the recent scenario. There are
very few studies showing analysis of multiple factors in patients who died of
COVID 19. Hence there is a need to analyse the trends in various parameters
related to COVID 19 disease.

AIMS AND OBJECTIVES:
1. ANALYSIS OF EPIDEMIOLOGICAL, CLINICAL AND LABORATORY PARAMETERS IN
COVID-19 DEAD PATIENTS.
2. AGE WISE AND GENDER WISE COMPARISON OF THESE PARAMETERS.

METHODOLOGY:
STUDY DESIGN: A SINGLE INSTITUTION BASED RETEROSPECTIVE STUDY.
SAMPLE SIZE: 68 PATIENTS.
STUDY TOOL: DATA FROM HOSPITAL MEDICAL RECORDS DEPARTMENT.
RESULTS:
AROUND 30 DIFFERENT EPIDEMIOLOGICAL, CLINICAL AND LABORATORY
PARAMETERS WERE ANALYSED IN OUR STUDY. THESE FACTORS WERE THEN
COMPARED AGE WISE AND GENDER WISE.
We analysed data of 68 Covid-19 hospitalized patients among which Male – 43
Female - 25.
On analysis of inflammatory parameters, average D Dimer of all patients were
found to be 3010ng/m. Age group 40 – 60 years showed highest increase in D
Dimer at 3815ng/mL.
The average CRP in patients of the study was observed to be 50.1mg/L. Age
group 40 – 60 years showed highest increase in average CRP levels i.e at
55.8mg/L.
Similarly various other parameters were analysed and compared in our study
including: Epidemiological – Name, age , gender , duration of stay in hospital
and their respective patient details ,while maintaining the confidentiality.
Symptoms like fever, cough, shortness of breath, SPO2 at admission and other
relevant clinical history.
Laboratory findings including inflammatory parameters such as D Dimer, LDH ,
CRP and ferritin levels. Blood parameters including Haemoglobin levels, RBC,
WBC counts and other cell counts. The data analysis emphasized also on
Neutrophil Lymphocyte ratio of the patients in the study.



A COMPARATIVE STUDY OF CT SEVERITY SCORE 
AND INFLAMMATORY MARKERS IN SARSCOV-2 
INFECTED TYPE 2 DIABETIC AND NON DIABETIC 

PATIENTS.
L.SAI TEJA, 

Sri Venkateshwara Medical College

Background: SARSCOV-2 infected patients with history of type-2 diabetes has
poor prognosis when compared to non diabetics.
Aims & Objectives: Aim of the study is to assess the severity of SARSCOV-2
infection in patients with type 2 Diabetes mellitus by correlating the CT severity
score with the serum inflammatory markers.
Methodology: A retrospective study was conducted including totally 100patients
infected with SARS COV-2, divided in to 2 groups Group-1 (n=50) includes SARS
COV-2 infected patients with type 2 Diabetes mellitus and Group-2 (n=50)
includes SARS COV-2 infected patients without type 2 Diabetes mellitus and any
other co morbidities. Data regarding the CT severity score (CTSS) and serum
inflammatory markers of both the groups was collected the severity was
assessed by correlating the serum inflammatory markers with different grades of
CT severity score and there by the infection.
Results: In the present study the mean values of d-dimer,CRP and serum ferritin
in patients having CTSS ч7(mild) without type 2 Diabetes mellitus are
1.25mg/L,3.42mg/dl and375.51ng/ml respectively.The mean values of d-dimer,
CRP, serum ferritin in patients having CTSS 8-17 (moderate) with type 2 Diabetes
mellitus are 3.308mg/L, 6.094 mg/dland 253.856ng/ml respectively and in
patients without Diabetes mellitus the mean values are 2.23mg/L, 4.77mg/dl
and 337.34ng/ml respectively. The mean values of d-dimer, CRP, serum ferritin
in patients having CTSS ш18 (severe) with type 2 Diabetes mellitus are 3.275
mg/L, 5.663mg/dl and 245.092 ng/ml and in patients without Diabetes mellitus
the mean values are 3.40mg/L, 5.82 mg/dl and 290.96 ng/ml respectively.
Conclusion: The mean value of d-dimer,CRP and serum ferritin in patients
having CTSS 8-17(moderate) with diabetes are higher when compared to
patients without diabetes and it is statistically significant (p value <0.05).The
mean value of d-dimer,CRP and serum ferritin in patients having CTSS >18
(severe) with diabetes are lower when compared to patients without diabetes
and it is statistically significant (p value <0.05) and this might be due to the use
of steroids and further follow up studies are required.



KAP STUDY ON BASIC LIFE SUPPORT 
KNOWLEDGE AMONG UNDERGRADUATE 

MEDICAL STUDENTS 
Mounika Muthe

Katuri Medical College

Introduction: Basic life support includes simple steps that are done
inside/outside the hospital setting to save someone’s life or prevent the patient’s
condition from worsening until arrival of the health care providers.
In India nearly 27% of total deaths happen with lack of medical attention at
times needed.Upto1000 lives a year could be saved if more people attempted to
help
Aims and objectives:My study is to access the level of knowledge of UG students
in
*How they identify and approach to the emergency situations and are they able
to provide immediate care
*Comparison of knowledge and opinion regarding the need of basic life support
among different semester students
*Comparison of knowledge among students who attended basic life support and
those who didn’t.
Methods and methodology: The cross sectional study was conducted in Katuri
medical college and hospital ,Guntur among 200 UG students, 40 students from
each batch of first, fifth, seventh ,ninth semester internees using a
questionnaire. The questionnaire had questions regarding the knowledge,
attitude and practice of medical students towards the assessment of emergency
situations like burns, fractures, choking, stroke, seizures, heart attack, shock,
sprain, asthma and drowning. The collected data was clearly categorized,
entered into software and analyzed using MS Excel
Discussion: Our study shows 70.5% of medical students don’t know that they
have to access the danger of situation first, when they arrive at the scene of
incident.
48.5% of students don’t even know the common signs of stroke
49% of students don’t even know the ratio of compression to breath in basic life
support
Conclusion: This study bring out the need for basic life support training among
medical students as there is no formal BLS training in medical curriculum at
1stplace. More the first aid certified people around us ,more safer our
community will be.



PREVALENCE OF ANEMIA IN COVID-19 
HOPITALIZED PATIENTS

Syed Zakiuddin, Mohammed Shariq Siddiqui
Deccan College of Medical Sciences

AIM AND OBJECTIVE :
- PRIMARY : Prevalence of anemia in covid-19 hospitalized patients.
- SECONDARY: Its association with various epidemiological, clinical, laboratory
parameters in comparison with non anemic patients.

INTRODUCTION :
-COVID-19, is the new type of corona virus responsible for the latest pandemic in
the world. Infections with SARS-CoV-2 result in severe clinical manifestations. As
such patients present with systemic inflammation.
-Currently, COVID-19 is a public health emergency of international concern and
there are limited studies with controversial findings regarding the association
between anemia at admission and COVID-19 outcomes. We assessed the degree
to which anemia may influence the outcome of patients with COVID-19.

METHODOLOGY :
STUDY DESIGN : A single institution based retrospective study on RTPCR positive
covid-19 hospitalized patients .
STUDY SAMPLE : 63
STUDY DURATION : July 2020-may 2021
STUDY SETTING : Data from hospital medical records department.
STUDY POPULATION: RTPCR positive covid-19 admitted patients in tertiary
hospital .
INCLUSION CRITERIA: All patients who were admitted during july 2020-may
2021 who were RTPCR positive.
EXCLUSION CRITERIA: Patients who were not RTPCR positive.

FACTS :

You forget why you entered a room because passing 
through doors causes the brain to forget what we
were thinking about.



PREVALENCE OF ANEMIA IN COVID-19 
HOPITALIZED PATIENTS

Syed Zakiuddin, Mohammed Shariq Siddiqui

RESULTS AND ANALYSIS :
We analysed data of 63 covid-19 hospitalized patients and the results shows the
following :
The prevalence of anemia in our study population as -53.9%, Among them 40%
in males and 73.9 % in females were anemic .
We analysed 25 different parameters and compared anemic and non anemic
patients with reference to there epidemiological, clinical and laboratory
parameters .

PARAMETERS :
-Epidemiological parameters : GENDER(male /female),DURATION OF
HOSPITALIZATION.
-Clinical parameters : SPO2, NON INVASIVE VENTILATOR, VENTILATOR, FEVER,
COUGH ,SHORTHNESS OF BREATH.
-Laboratory parameters :HEMOGLOBIN,D -Dimer , CRP,LDH,FERITIN,RBC, WBC,
NEUTROPHILS , LYMPHOCYTES, N /L,MONOCYTES,EOSINOPHILS, BASOPHILS.
-Results are following :
-The results are average duration of hospitalization was higher in anemic
patients i.e,(6 days )
-The inflammatory parameters shows that D-Dimer and crp were more in anemic
patients i.e, 3159.8 and 49.5 respectively ,while feritin and LDH were more in
non anemic patients i.e, 611.4 and 512.1 respectively .
-Similarly various other parameters compared between anemic and non anemic
patients ,The further details of which are mentioned in full paper.

FACTS :

Nail biting has been associated with a better 
functioning immune system because of the exposure 
to germs on a small scale that your body can build 
antibodies to.

Deccan College of Medical Sciences



GANGRENE
Ronith Reddy

Malla Reddy Institute of Medical Sciences

Introduction: Gangrene is necrosis of tissue associated with superadded
putrefaction, most often following coagulative necrosis due to
ischemia.Gangrene is associated with high incidence of mortality and in patients
that survive, it can have a massive impact on quality of life.
Aims and Objectives:
To identify the etiology
To discuss and differentiate the types of gangrene To study related
pathophysiology.
To identify the clinical manifestations.
Describe an appropriate assessment of a patient with gangrene.
Explain management strategies of gangrene.
Importance of patient education on proper foot and wound protection.
Materials and Methods: This study included going through the case sheets of 50
patients diagnosed with gangrene along with referring pathology, microbiology
and surgery textbooks.
This study was approved by IEC (Institutional Ethics Committee)
Results and Analysis: The conditions most commonly responsible for causing
gangrene-Diabetes, Peripheral arterial diseases (like atherosclerosis), Buerger's
disease, Raynaud’s disease, clot formation, etc. Due to bacterial infection like
Clostridium perfringens. Within one year of diagnosis, up to 40% to 50% of
patients with diabetes will have an amputation and 20%to25% will die. Drainage
and Debridement is done for Wet gangrene. In case of untreatable infection in
Wet and Gas gangrene, surgical amputation is usually performed to prevent the
spread of infections.
Gas gangrene is very rare but has significant fatality rate, which can go up to
100% if treatment is delayed or inadequate. In Dry gangrene there is a clear
demarcation. If left untreated will lead to autoamputation, but it is not
recommended as it takes several months and is very uncomfortable to the
patient. Therefore, Ray’s amputation is preferred. Patients should be followed up
for at least two years after revascularization procedures to evaluate recurrence
of chronic limb threatening ischemia.



A STUDY ON PREVALENCE OF DIABETES 
MELLITUS AND THE FACTORS INFLUENCING 

AMONG THE AGE GROUP OF 20-60 YEARS IN 
RURAL POPULATION

Sudharshan PB
Mallareddy institute of medical sciences

Introduction:
Diabetes is a Global Emergency. One in six adults have diabetes and one in two
adults are with diabetes yet to be diagnosed in 2021.

Objectives:
To study the prevalence of diabetes and its factors responsible among the age
group of 20 to 60 years in rural area of patients in MRIMS, in Hyderabad.

Methods:
Cross Sectional study was conducted using the semi structure schedule and data
was collected from 20 individuals on religion, socio-economic status, presence of
diabetes, habitual consumption of alcohol, habitual smoking, sleep duration per
day, presence of stress at home/ work and also collected data on the
components of Indian Diabetic Risk Score (IDRS) and later summed to obtain
IDRS score ш60 and <60. Logistic regression analyses were performed to
determine significant factors influencing diabetes.

Result:
Mean age of the population was 40.31 (SD+10.24), females comprised 60% (301)
and males 40% (200). Socio-economic status score mean was 14.23 (SD+5.75).
Eighty-eight (17.56%) individuals reported having diabetes. Four hundred and
one (80%) reported they did not have diabetes. Twelve (2.39%) individuals
reported they did not know their diabetic status. Approx. 36.52% (183) had IDRS
score ш60. Habitual consumption of alcohol was noted in 43.71% (219). Habitual
smoking was noted in 26.74% (134). The duration of sleep less than 6 hrs per day
was reported by 42.11% (211). Stress at work, or home or at both places was
reported by 46.9% (235). Logistic regression analyses (adjusted model) indicated
being female (odds ratio 2.23; reference ‘male’), IDRS ш60 (odds ratio 4.26;
reference IDRS <60), habitual alcohol consumption (odds ratio 2.06; reference
‘no’) and sleep duration <6 hrs. per day (odds ratio 2.07; reference ‘sleep
duration 6-8 hrs. per day) were significant factors influencing diabetes.

Conclusion: Educational measures should aim at encouraging regular physical
exercise, refraining from alcohol consumption and maintaining adequate sleep
duration of 6-8 hrs per day.

QUOTE



ASSOCIATION OF NUTRITIONAL STATUS WITH 
DEPRESSION IN THE ELDERLY POPULATION IN 

OLD AGE HOMES OF MANGALORE
Therese Mary

Kasturba Medical College, Mangalore

Introduction:
•Depression is a mental disorder that presents with depressed moods, lack of
interest, anxiety, decreased energy, feelings of guilt / low self-worth, disturbed
sleep or appetite, & poor concentration.
•Inadequate nutrition is more common among old age people. The geriatric
population is subjected to different psychological illnesses associated with
malnutrition.
Aim:
To study the association of nutritional status with depression in the elderly
population in old age homes of Mangalore.
Objectives :
1.To assess the depression status in the elderly.
2.To assess the nutritional status of the study population.
3.To determine the gender-wise distribution of depression in the elderly.
Methodology:
Study Setting
The elderly people in the old age homes of Mangalore.
Study Design
Cross-sectional study.
Study Duration
1/1/2020-31/1/2020.
Sample size

n =Z2PQ/d2, n =1.962(0.6) (0.4)/(0.07)2 , n ~ 190
Inclusion criteria:
The elderly people aged 65 or above in old age homes.
Exclusion criteria:
Cognitively impaired people or ones who have restricted mobility.
Data Collection:
The nutritional status of the participants was determined by using the Mini
Nutritional Assessment tool. Geriatric Depression Scale was used to assess
possible depression.
Statistical Analysis:
The statistical analysis was done using SPSS software version 25.0.



ASSOCIATION OF NUTRITIONAL STATUS WITH 
DEPRESSION IN THE ELDERLY POPULATION IN 

OLD AGE HOMES OF MANGALORE
Therese Mary

Kasturba Medical College, Mangalore

RESULT
TABLE 1: Association between nutritional status and depression.

DEPRESSION 
STATUS

NORMAL
%(N)

MILD 
DEPRESSION
%(N)

MODERATE 
DEPRESSION
%(N)

SEVERE 
DEPRESSION
%(N)

TOTAL
%(N)

NUTRITIONAL 
STATUS
NORMAL 12.8(12) 5.3(5) 1.1(1) 0(0) 19.1(18)

AT RISK OF 
MALNUTRITION

25.5(24) 24.5(23) 10.6(10) 2.1(2) 62.8(59)

MALNOURISHED 7.45(7) 5.3(5) 3.2(3) 2.1(2) 18.1(17)

TOTAL 45.7(43) 35.1(33) 14.9(14) 4.3(4) 100(94)

N=94
P=0.299

Analysis:
62.8% are at risk of malnutrition and 18.1% are malnourished.
35.1% had mild depression, 14.9% had moderate depression, and 4.3% had
severe depression.
An association between nutrition and depression could not be established in the
study.

FACTS :

After being affected by Flu people become more 
socially active. The behaviour change is in response 
to the virus trying to find more hosts to infect.



ESTIMATION OF CREATININE CLEARANCE IN
DETECTION OF KIDNEY DISEASE

N.JEEVAN YADAV 
Siddharatha Medical College

AIM : To measure creatinine clearance to evaluate kidney filtration
OBJECTIVE: the main purpose is to assess kidney function by assessment of
glomerular filtration rate using Creatinine clearance for screening of severity of
kidney disease.
INTRODUCTION:
The measurement of accurate renal function by
[1] Determining the renal function status.
[2] Estimating the glomerular filtration rate (GFR)
[3] Estimating both CrCl and GFR using the comparative values of
creatinine in blood and urine.
APPARATUS: BECKMAN COULTER ANALYZER USING CHEMISTRY
CALIBRATION, CREATININE REAGENT OSR6678
REAGENT USED: SODIUM HYDROXIDE AND PICRIC ACID IN THE
PRESENCE OF ALKALINE PH GIVES YELLOW ORANGE COMPLEX.
SPECIMEN COLLECTED-
Blood specimen: RFT- SERUM CREATININE.
A blood sample of 2mL (minimum 0.5 mL) preferably stored in
refrigerated or frozen temperature.
USG-ABDOMEN : cortico-medullary differentiation.
MATERIAL: study was conducted on around 773 number of patients [MEN-
498,WOMEN-275] suffering from prior renal disease and their creatinine
clearance levels and GFR values are estimated in relation to
the severity of the disease.
TIME: 17-19 DAYS
VERBAL CONSENT TAKEN, UNBIASED TESTING WAS DONE, BECKMAN COULTER
REFERANCE- 0.6-1.
Results:
It is essential to determine CrCl and serum creatine levels when there is
suspicion of renal dysfunction. A common complication that results in increased
serum creatine levels is acute kidney injury (AKI). A sudden decrease in GFR and
oliguria are signs of AKI. Management for patients with AKI is to perverse kidney
function and prevent further complications.



PROPORTION OF PAPILLARY THYROID 
MICROCARCINOMA AND THE IMPACT OF 

OVERDIAGNOSIS: A RETROSPECTIVE 
STUDY FROM KERALA

Jeffrey Mathew Boby
Government Medical College, Kozhikode 

Introduction In recent decades there has been a surge in thyroid cancer
incidence all over the world, largely confined to papillary microcarcinoma, which
are low risk tumors <1cm in size.1,2 In contrast mortality rate of thyroid
carcinoma has remained constant over the years.
Such a phenomenon where the incidence of cancer rises without a concomitant
rise in mortality is referred to as overdiagnosis.
Aims and Objective Our study aimed to assess the prevalence of papillary
thyroid microcarcinoma in the state of Kerala. We hypothesize that the presence
of a large proportion of papillary microcarcinoma may signify the problem of
overdiagnosis of thyroid cancer in Kerala.

Materials and Method We conducted a retrospective cohort study comprising of
all adult patients with histologically proven papillary thyroid carcinoma (PTC)
who visited the hospital between January 2010 and December 2020. Pathology
records of the selected patients were scrutinized after receiving permission from
Institutional Ethics Committee. Data on patient demographics and
histopathological features of PTC were collated and then analyzed to determine
the proportion of micropapillary carcinoma diagnosed during the study period.

Result and Analysis
A total of 1014 patients who presented with PTC were included in our study. The
incidence of thyroid papillary cancers almost tripled during the 10 years of our
study. However, when the proportion of micropapillary carcinoma among the
total papillary cancer diagnosed was assessed we found no significant increase
over the years.

There has been a dramatic rise in the incidence of papillary thyroid cancer in
Kerala. Although overdiagnosis remains the most plausible explanation, in the
present study the proportion of micropapillary cancer diagnosed has remained
fairly stable. Our hospital caters to lower socioeconomic strata and that could be
a reason for this finding.



IMPACT OF PERSONAL PROTECTIVE EQUIPMENT 
ON PSYCHOLOGICAL AND PHYSICAL HEALTH 

DURING MENSTRUATION - A CROSS SECTIONAL 
STUDY AMONG FEMALE FRONTLINE 

HEALTHCARE WORKERS DURING COVID CRISIS.
Laasya Kondapalli, Farha Fatima

Gandhi Medical College

Introduction:
• As COVID-19 still ravages our country, the personal protective equipment
although has undoubtedly provided a shield of protection for the healthcare
workers, the layers restrict basic human activities.
•Use of PPE has had a daunting effect on physical (dermatitis/rashes,
dehydration) and mental health (irritation, fatigue) of female HCWs during
menstruation. Wearing PPE further worsens symptoms as woman’s body
temperature is elevated during menstruation, causing increased sweating and
exacerbating issues like dehydration, rashes and sore skin affecting professional
commitment, compromising the work performance and decision making.

Aims & Objectives:
1.To determine and enumerate the perceived impact of PPE on the work
performance due to physical and psychological stress during menstruation.
2.To assess the Work-related quality of life while wearing PPE during
menstruation on Female HCW’s.

Materials & Methods:
•Study Design: A cross-sectional study
•Study Population:Female HCWs wearing PPE during Covid duty
•Sample size :180 Female HCW’s
•Data collection method: Content-validated survey tool
•Study-period: January 2021 to May 2021

Results & Analysis:
The approximate duration of wearing PPE was 6-12 hours. Only 32.7%of the
FHW’s were provided with an extra PPE during menstruation.131(72.7%) FHWs
had to remove the PPE due to excessive sweating and dehydration during
menstruation. Sweating (91%), dehydration (86.7%), rashes (49.9%), extreme
thirst (56.5%), abdominal cramps (53.3%) and headache (59.8%) were the major
complaints of participants. Flexible shifts and duty patterns, providing extra PPE
while keeping in mind the menstrual cycles of FHWs can improve the quality of
work. Reducing shifts and being more accommodating will help Female health
workers cope with menstrual symptoms.



INTERFERON GAMMA+874 POLYMORPHISM IN 
PULMONARY TUBERCULOSIS

Rithika Ramadugu
Kamineni Academy of Medical Sciences and Research Centre 

INTRODUCTION: Tuberculosis is a communicable disease has been associated
with high morbidity and mortality along with extreme drug resistance in several
cases especially in India. Poverty, lack of awareness, irregular usage of anti-
mycobacterial drugs was known to be associated with wide spread of this
disease. Along with these factors, genetic polymorphisms especially in
immunological factors such as cytokines known to contribute exponentially in
wide spread susceptible to pulmonary tuberculosis. Analysis of association of
polymorphism of important cytokines known to initiate immune response to
tuberculosis pave a way to identify the susceptible persons before the disease
strikes. In present study we aim to screen the TB patients for the occurrence of
polymorphisms of Interferon gamma,
AIM: To evaluate the presence of polymorphisms in the inflammatory cytokines
including Interferon gamma in healthy individuals and pulmonary tuberculosis
patients.
OBJECTIVES: To evaluate the presence of polymorphisms in INF-ɶ (+ 874T/A)
MATERIALS AND METHODS: Genomic DNA was extracted from peripheral blood
samples of patients and controls. The association of single-nucleotide
polymorphisms of interferon-gamma (+874T/A) Amplification refractory
mutation system-PCR.
RESULTS: A total of 150 tuberculosis patients and 150 healthy individuals were
included in this study interferon gamma (+874T/A) AT heterozygous genotype is
significantly associated tuberculosis in patients compare to controls (OR=2.24,
95% CI=1.39-4.2, p=0.001), indicating intermediate production of Interferon
gamma
Conclusion: In the present we noticed presence of AT polymorphism in
interferon gamma (+874A/T), indicating intermediate production of Interferon
gamma, we conclude that the screening the gene for the polymorphism will be a
promising step to evaluate the persons susceptibility to tuberculosis.



ATTITUDE AND PERSPECTIVE TOWARDS MENTAL 
HEALTH PROBLEMS AMONG MEDICOS: A CROSS 

SECTIONAL STUDY
Ritika Ganesh

Kamineni Academy of Medical Sciences and Research Centre

Introduction: Medical education and training can directly contribute to the
development of psychological distress in medical students. This can lead to
catastrophic consequences such as impaired academic performance, impaired
competency, medical errors and attrition. In recent decades there is a growing
attention to psychological distress among medical students. Stress among both
medical students has been investigated in several studies. Frequent studies
suggest that students’ mental health worsens during the medical training.
Aims & Objectives: To determine the prevalence of psychological morbidity
among undergraduate medical students.
Materials & Methods: Samples of medical students in different levels of training
(from First year to Internship) were considered for the study. A questionnaire
was used to measure psychological morbidity.
Results & Analysis: 200 medicos within the age group of 17-25 years, had
responded to the questionnaire. Among them, 51.5% have suffered from mental
health issues, but only 8.5% people have consulted a psychiatrist. Around 34%
people have claimed to be afraid of speaking out their problems as they feel they
might be judged. Academic stress, family issues and personal problems are the
most common causes of stress. Giving moral support has turned out to be the
most commonly voted (77.5%) solution for a someone in mental distress. In
cases of psychiatric treatment, most people (81.5%) prefer going ahead with
psychotherapy(counselling). Around half the people strongly agree that mental
health problems require immediate attention. 77.5% of total members strongly
agree with the fact that mental health is as important as physical health. Mental
health is considered as a taboo by most people. The difference between a
psychologist and a psychiatrist is not known to 24% of our sample population.
Social stigma and misconceptions about mental health are prevalent. There is a
lack of awareness about the seriousness and intensity of mental health issues.

FACTS :

Who is at risk of developing Alzheimer's have greater 
pupil dilation while performing cognitive tasks.



OUTCOMES OF HOME ISOLATED COVID-19 
PATIENTS AND RISK FACTORS ASSOCIATED WITH 

THE ADVERSE OUTCOMES: LONGITUDINAL 
RETROSPECTIVE STUDY IN SHIMOGA, KARNATAKA 

Sakshi Kumari
SHIMOGA INSTITUTE OF MEDICAL SCIENCES

INTRODUCTION:
COVID-19 is a current global pandemic caused by the newly discovered novel
SARS-COV-2. According to studies in comparison to those who have recovered,
patients who have died thus far were older, more likely to be male, and to have a
comorbidity such as hypertension, diabetes, cardiovascular disease, or lung
disease thus necessitating the assessment of risk variables in various
demographic groups or contexts. Data of confirmed COVID cases with definitive
outcomes were retrieved retrospectively from Mcgann hospital’s triage.
AIMS:
To estimate the proportion of different outcomes such as recovery,
hospitalization, and mortality among home isolated covid-19 patients
To estimate the proportion and to determine various risk factors associated with
COVID-19 adverse outcome

METHODOLOGY: The study was carried out in Shimoga Institute of Medical
Sciences, Shivamogga, Karnataka.
STUDY DESIGN: Longitudinal Retrospective study.
STUDY PERIOD: April 20th-June 20th, 2021.
STUDY POPULATION: Home isolated COVID-19 patients
SAMPLE SIZE: 168
METHOD: Data was collected by telephonic Interview
RESULTS: A total of 168 people participated in this study, with 93 men (55.3%)
and 75 women (44.7%). More than 90% of patients in the Home Isolated Covid
19 patients recovered, 10.75% required hospitalisation, and 3% died. One third
of the patients (37%) had one or more comorbidities.
CONCLUSION: Our systematic overview of the results to determine the
relationship between COVID-19 infection, and outcomes such as hospitalisation,
death, and recovery shows that older age, male gender and comorbidities have
higher hospitalisation rates. Comorbidities and older age were associated with a
higher risk of death in hospitalised patients. Even though recovery rate is very
high, a significant (10.75%) home isolated patients need hospital admission in
the disease course. So, the proper monitoring of home isolated patients can save
the lives of many COVID 19 patients.



LICHEN PLANUS PIGMENTOSUS (LPP) 
TREATMENT WITH MODIFIED PHENOL PEELS IN 

INDIANS (TREATMENT REFRACTORY) 
Shivasankara Reddy, Gopu Spoorthi Surya

Santhiram Medical College

Introduction
•One of the rare forms of lichen planus is LPP
•Characteristics features – brown to grey macules with irregular size & patches
on skin.
•Risk factors- UV light, friction, vital infection
•Areas effected- forehead, temples & neck (UV), armpit, groin(friction)
Background
Darker skin people are predominant to stubborn treatment refractory
hyperpigmentation in LPP.
Treatment refractory is due to incontinence of deep dermal pigmentation
Aims &Objectives
Currently there is no consensus about lichen planus pigmentosus treatment. Our
analysis- effects of
modified phenol peels (6 sessions) in Indian patients for LPP pigmentation
reduction.
Methods & material
Retroactive analysis results of tolerance and efficacy of croton oil free phenol
peel (6 sessions) done every 3 weeks. Done in 25 patients with inactive LPP
associated with hyperpigmentation. Efficacy evaluation – improvement -patient
reported, evaluated by physician, comparison of pre and post treatment clinical
images.
Results & analysis A total of 25 patients were taken, greater than 70% reduction
of pigmentation and excellent
improvement is seen in 7(29%) patients. Moderate to excellent improvement is
seen in 19(76%) patients with at least 25% or greater pigment reduction. Tuneful
overlapping is seen in, patient reported, physician graded improvement. In
dermoscopy most of patients shown background colour lightning in dermoscopy
Intensity of colour and density of pigmented structures are reduced.
Conclusion
hyperpigmentation of LPP can be effectively treated with modified phenol peels
which are well tolerated and safe. Avoiding risk factors like friction, sun exposure
and use of antioxidants, post peel regeneration topicals boost the peel effect and
helps to maintain peel for a long time



COMPARATIVE STUDY OF CYSTATIN C AND CREATININE 
TO ESTIMATE GLOMERULAR FILTRATION RATE AND TO 

DETECT EARLY ACUTE KIDNEY INJURY
Aisha Abeer A G, Mohd Umar Farooq 

AL AMEEN MEDICAL COLLEGE BIJAPUR KARNATAKA 

Introduction :
Cystatin C is a non glycosylated basic protein produced by all types of nucleated
cells in the body. Its low molecular mass allows it to be filtered by the renal
glomeruli and primarily catabolized in the tubules. Serum cystatin C
concentration is independent of age, sex, and muscle mass, hence cystatin C is
taken as improved marker of glomerular filtration rate compared with serum
creatinine levels.

Objectives :
• It is to compare serum creatinine and serum cystatin C levels in Acute kidney

injury.
• To establish its relevance in the early period of Acute kidney injury.
• To compare and study glomerular filtration rate by using levels of serum
cystatin C and creatinine in patients of early acute kidney injury.

Methodology :
Sample size : To categories patients of early acute kidney injury the patient and

samples will be checked with regard to “RIFLE" criteria
Sample collection and laboratory techniques : Routine venous blood is taken
from the patient of acute kidney injury and serum cystatin C is determined by
immunoturbidimetric method using an auto analyser.
Glomerular filtration rate will be estimated using cockcroft-gault, MDRD, and
jelliffe formula for creatinine and Larsson, or Hoek, formula for cystatin C based
GFR

Results
In the AKI study group Serum creatinine has SD of 0.96 and serum cystatin C has
SD of 1.49. 0.48 and 0.64 respectively in the healthy group.
SD of GFR measured using creatinine and cystatin c is 7.52 and 13.71 with the P
value 0.001 which showed significant difference in patients of AKI. In both the
groups correlation between creatinine and cystatin C, were strongly positive and
statistically significant. Multiple logistic regression applied to GFR in an AKI group
gave a correlation coefficient of 0.55. Correlation coefficient of creatinine and
cystatin c based GFR 0.01510 and 0.0005185. And the p value for cystatin C
based GFR is significant (p<0.00415).



PREVALENCE AND PATTERNS OF SELF-
MEDICATION USING ANTIBIOTICS : A CROSS-

SECTIONAL STUDY
Sijin Wilson

Shimoga Institute of Medical Sciences, Karnataka

Introduction:
Antibiotic resistance is rising to dangerously high levels in all parts of the world.
It is boosted by the inappropriate use of antibiotics. Self-medication practices
using antibiotics spur the development of resistance. Allowing this attitude to
continue can lead to serious outbreaks of antibiotic-resistant infections.
Aims & Objectives:
The present study aims to estimate the prevalence of self-medication using
antibiotics, investigate its relation to socioeconomic status and evaluate the
knowledge regarding responsible antibiotic use.
Materials & Methods:
Study design: Cross-sectional study
Study period: 7 months (July 2019 – February 2020)
Study Area: 8 randomly selected areas of Shimoga district, Karnataka
Sampling: Systematic Random Sampling
Sample Size: calculated as 800
Study Subjects: People who were residents of the area for more than 3 years
Data were collected through direct interviews using a pretested semi-structured
questionnaire, after collecting an informed written consent.
We evaluated the prevalence of self-medication using antibiotics, its relation to
socioeconomic status, education, and age, and the knowledge and awareness
regarding responsible antibiotic use, using 16 variables. Responses were
analyzed and summarized using descriptive statistics.
Results & Analysis:
The prevalence of self-medication using antibiotics was found to be 13.5%. Of
this 13.5%, 55.56% belonged to an urban area and 54.63% belonged to Below
Poverty Line (BPL) category. A chi-square test of significance showed that BPL
category inmates were found more likely to practice self-medication using
antibiotics. Most medicines were being purchased from pharmacies without the
prescription of a physician. We also observed a significant gap in respondents’
knowledge and awareness of responsible use of antibiotics. There is an urgent
need to enforce existing laws on antibiotic sales and enlighten people on the
dangers of irrational use of the same.



STUDY ON CORRELATION BETWEEN BLOOD 
GROUPS AND RBC-MEMBRANE-STABILITY 

PARAMETERS TO UNDERSTAND INCREASED 
SUSCEPTIBILITY OF SPECIFIC BLOOD GROUPS TO 

CERTAIN DISEASES.
Sai Anirudh Athaluri, Parvathi Chandrabhatla

Rangaraya Medical College, Kakinada

Introduction:
Certain blood groups are more vulnerable to certain diseases. Osmotic-fragility,
ESR and specific-gravity are characteristic parameters that define erythrocyte-
membrane-stability and hence disease susceptibility. It is important to observe
the relationship between blood-group and RBC-membrane-properties to
scientifically explain this phenomenon, and clinically assess progression/severity
of certain diseases in susceptible blood-groups. Our study correlates and
contrasts blood-grouping-antigens to above-mentioned parameters, providing
insights on influence of blood-group on RBC-membrane-stability.

Aims & Objectives:
To study the influence of blood-group-antigens on erythrocyte-membrane-
integrity.
To understand frequency of risk associated with blood-groups and certain
bloodstream-diseases.

Materials & Methods:
Comparative retrospective study with sample size of 20 subjects as-per inclusion
criteria for each blood-group. Rank-interval 2-step-normality-transformation was
performed, followed by descriptive statistics. Eta-interval-correlation-test was
performed to study correlation between blood-grouping-antigens and chosen
parameters, followed by comparative-statistics for conclusions.

Results & Analysis:
ESR: AB>A>B>O— increased sialic acid causes elevated ESR-levels. Membrane-
antigens influence rate and production of sialic acid.
Specific-gravity: AB>A>B>O— relative weight-of-RBC to weight-of-water depends
on weight of antigens present. Both A-B antigens confer heavier RBC, hence
higher specific-gravity.
Osmotic-fragility: O>A>AB>B— antigens with unstable-sugar-groups destabilise
RBC-membrane-proteins.



ROLE OF PROXIMAL QUADRICEPS RELEASE 
(SENGUPTHA’S PROXIMAL RELEASE ) IN 

CONGENITAL AND ACQUIRED QUADRICEPS 
CONTRACTURE

Faisal Habeeb, Adeba Kauser
Deccan College of Medical Sciences

INTRODUCTION & BACKGROUND :-
Quadriceps are important in maintaining an erect posture. Their function is
extension of knee. In conditions which involve fibrosis of Quadriceps, there
arises problem of stiff knee in extension, with limited/absent flexion. Gradually,
this leads to severe disability, affecting routine life, moreso in developing
countries ( like India ) where people use squatting position to perform farmwork.
Basic activities like standing, sitting, climbing stairs, etc. can prove to be quite
daunting.
Henceforth, such conditions can be managed by performing a surgical
procedure where Quadriceps working length is elongated. Muscle can be
released either proximally ( at origin ) or distally ( at insertion ). Ideally,
procedure should result in maximum movement, with no power loss.

AIMS & OBJECTIVES :-
•To evaluate efficacy of procedure for Quadriceps fibrosis.
•To monitor Range Of Motion ( ROM ).
•To look for any intra or post-operative complications.

MATERIALS & METHODS :-
Study
•Design – Retrospective Observational.
•Period – 2 years.
•Area – Esra Hospital.
•Population – 4 males and 2 females.
Inclusion criteria –
All patients of Quadriceps Contracture.
No age group exclusion.
Exclusion criteria –
Patients with intra-articular ( Knee pathology ) and neurological disorders ( polio,
neural defects ).
Oral and written consent was obtained after IRB clearance. They were examined
clinically and radiologically.
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RESULTS :-
Out of 6 patients,
4 - history of Intramuscular injection of Quadriceps
1 - Arthrogryposis Multiplex Congenita ( AMC )
1 - post-op Quadriceps contracture following plate application for femur
fracture.

Pre-op ROM = 0°-70°
Follow-up ROM = 0°-130°
No extension lag after 3 months of physiotherapy. No pain along hip or knee,
post-op.

ANALYSIS :-
Senguptha’s Proximal Release is an ideal, reproducible procedure providing
satisfactory results with minimal complications.

FACTS :

In 2018, a man ruptured his throat by trying to trap a 
high-force sneeze. With nowhere to escape, the
pressure ripped through the soft tissue in his neck. 
Trapping a sneeze could also damage the ears or even
rupture a brain aneurysm.



AWARENESS AND FACTORS ASSOCIATED WITH 
OCCUPATIONAL HEALTH HAZARDS, AND USAGE 
OF PPE AMONG WELDERS IN SECUNDERABAD, 

INDIA - A CROSS-SECTIONAL STUDY
Kaanthi Rama, Saketh Vinjamuri

Gandhi Medical College

Introduction &Background:

Welders working in the unorganised occupational sector in a developing country
are exposed to eye, skin, respiratory and many other occupational hazards.
Inadequate awareness and improper usage of personal protective equipment,
escalates the problem.

Aim:

1. To study the factors associated with health hazards among welders.
2. To assess the awareness of occupational health hazards and usage
of protective gearamong welders.

Methodology:

Study Design: Cross - Sectional Study
Study Period: 2nd Oct-10th Oct 2021
Study Area: Secunderabad
Sampling: 100
Study population: Welders
Inclusion criteria: 100 welders were included randomly from the study area.
Exclusion criteria: Those who did not give consent.
Study tools used: Google forms, Microsoft Excel, SAS® OnDemand for Academics.
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Result& Analysis:

All the welders were male and the majority of them were between the age
groups of 15-30 years. 86 belong to Upper lower class and 14 belong to Lower
middle class according to Modified Kuppuswamy scale 2021.
Half the members worked as welders from the past 1-4 years. 56% spent more
than 8 hours on welding.
53% had previously diagnosed ophthalmic disturbances which were seen to
increase with more years of welding (p-value: 0.013, Pearson Correlation: 0.26)
specifically cataract (p-value: 0.04).
83% had recent injuries and 85% had scars. An association between scars and
increased number of years as a welder was observed (p-value: 0.02). 31% had
hyperpigmentation. 86 complained of itching. 3% had minimal elastosis.
Minimal flash burns were seen in 59% of welders. 3 welders had precancerous
lesions.
A total of 79% of welders suffered from Lower back pain (LBP) and 39% had joint
pains. Manual work showed an association with LBP (p-value: 0.04).
In the present study, majority of the welders did not have any respiratory,
cardiac or hearing problems.
47% of their welders were not well aware of the occupational health hazards.
15% are unaware of harmful effects caused due to insufficient personal
protection.
Only 27% of the welder shops were properly ventilated and 73% were
overcrowded.
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A CASE SCENARIO 
A July afternoon buzzing incessantly with the noise of rain, the water hammering

off the rattling windowpanes of a humble government hospital.
Venkat Ramaana a 48 yr old man and his wife Jyoti find themselves standing at the

door of this hospital. They were greeted by a cacophony of sounds as soon as they
entered the place. The hospital was bustling with people, standing in various long
lines with their faces morphed into one of the expressions of grimace, pain, anger,
exhaustion, worry or confusion. The rainwater seeping its way through the roof and
the windows and making the floor slippery.

Five months ago, Venkat noticed a small lump in his abdomen which was painless
to begin with. It gradually increased in size over the months and has been causing
him pain for the past two weeks. The pain had worsened over last night and they
found themselves at the hospital today to seek help for the same. Befuddled on
seeing the numerous identical rooms, they wander from department to
department trying to find the correct room. After having to dawdle for a long time
they find the right room with an incredibly long line and they usher themselves into
the queue. A few hours pass and when it's their turn to go see the doctor, Venkat
walks in with a grimace. After subjecting him to a thorough clinical examination,
the doctor tells him that, he needs to get a CT scan or MRI scan done to visualize
and confirm the pathology and that they’d have to either get the investigations
done from a private hospital or be referred to another government hospital with
the facilities if they had any financial limitations. Venkat and his wife knew that
they couldn’t afford the private diagnostic center and they were distraught at the
prospect of going over the same process of wandering and waiting while in pain at
the other government hospital.

While they were waiting in the queue, they happened to eavesdrop on a
conversation between two men at the front of the line. The first man casually asked
the other “Did you take the COVID vaccine?” The second man chuckles and answers
“No, I didn’t take the vaccine, in fact I didn’t get my children immunized in their
childhood. I don’t trust vaccines and I have no faith in this one either”
Just when the first man was about to tell him his views on vaccination, they hear an
uproar in the adjacent ward and see a few doctors, nurses and security personnel
rushing to the source of the disturbance. Earlier that afternoon, a young man who
suffered a road traffic accident due to the heavy rain, was rushed into the hospital.
The doctors tried their best to resuscitate the boy, yet they failed to save his life. In
light of this event a junior doctor was being subjected to verbal abuse and physical
assault by the patient relatives because he couldn't save the life of the patient. The
doctor was ambushed by five men and threatened. The doctor started yelling

for help. By the time the security personnel had arrived, the men had already
trashed the doctor.



Comprehending this scenario:
1. Public sector healthcare shall continue having its relevance for a long time in 
order to reach out healthcare to vast sections of underserved populations in 
developing countries like India [1]. Public health care might be free, but is it really? 
Right from waiting in long queues in deplorable conditions, wandering from one 
department to the other, to getting less attention per patient. It's both mentally 
and physically straining the already suffering patient. The main challenges 
confronting the public hospitals today are deficient infrastructure, manpower and 
unmanageable patient load [1].
Suggest ways to increase the ease of access to healthcare and to make public 
healthcare more efficient.

2. A study aimed to investigate the acceptability of COVID-19 vaccines and its 
predictors in addition to the attitudes towards these vaccines was conducted in 
Jordan, which showed the public acceptability of the vaccine was very low, as low 
as 37.4% [2]. This problem of vaccine hesitancy is not just confined to the COVID 
vaccine but also to childhood immunization. A cross-sectional study was carried out 
among 194, 0–59 months' children residing in slums of Siliguri in 2016.Data was 
collected and analysed and it yielded the following results. Majority 161 (83%) of 
the families were vaccine-hesitant and only 33 (17%) were not hesitant. Reluctance 
to vaccinate (26.1%) and to be unaware/having no reliable information (20.5%) 
were the major reasons cited for vaccine hesitancy [3].
Suggest ways by which you can develop a positive attitude in public towards 
vaccination and reduce vaccine hesitancy among them.

3. Violence against doctors in hospitals isn't unheard of. This usually stems from the 
unrealistic expectations people have from their healthcare provider.According to 
the World Medical Association, all medical practitioners have the right to work in a 
safe and secure workplace, one which is free of violence. Meanwhile, in India, 
there is a stark contrast in reality wherein 75% of the doctors encounter certain 
types of abuse, with 68% of the occurrences involving assault by patients’ families 
[4].
How can we defend people those who defend our health from abuse?



WIDE AWAKE
STARING IN THE FACE OF HEALTHCARE ISSUES 

PUSHED TO THE SIDELINES
Surson Varshit Reddy, Uppalapati Asritha, Kappera Deeraj, 

A.Y.Priscilla Safa, Suha Tarannum

INTRODUCTION:
The age-old adage ‘Health is wealth’ holds true till date and the importance of
healthcare cannot be belittled in a developing country like India. India has a well-
designed healthcare system which is striving hard to realize its full potential.
Heavy patient load at tertiary centers, prolonged waiting periods, inadequate
consultation time, inability to navigate through hospitals, are just the tip of the
iceberg of lapses in our public health sector.
“Vaccine hesitancy is a tale as old as vaccination itself”. The advent of covid-19
vaccination program in India has unmasked the misconceptions and pessimism
of people towards vaccination. This problem lingers around national
immunization too. The main reasons are misinformation, lack of reliable
information regarding the purpose, sequelae, outcome of vaccine and improper
intimation regarding the subsequent sessions under national immunization
schedules.
Violence against doctors has been a major issue and an increased incidence has
been noted during the pandemic. These issues mainly arise due to
miscommunication between doctors and the patient and their attenders and
also due to people’s unreasonable expectations from doctors.
Despite perpetual genuine efforts, the need of the hour remains to address
these constraints pertaining to public healthcare keeping in view the challenges
faced by both the public availing the facilities and the medical community
dispensing the same.
SOLUTIONS:
Primary Healthcare Centers (PHCs) failed to act as the primary access to
healthcare and are now dedicated solely for the purpose of Reproductive and
Child Health (RCH) services.
In this context, our plan-‘KUTUMBA KAVACHAM’ brings into picture a family
doctor. Family medicine is a specialty which takes care from womb to tomb[5]
and from pediatrics to geriatrics. Family doctors come into play as gatekeepers to
healthcare by not only catering to people’s needs but also directing them to the
required level of health service. The services rendered by them include basic
health services, two-way referral services, health counselling and education and
door to door services[1]. However, in view of the mismatched doctor- people
ratio and limited supporting policies especially in rural and sub urban areas, the

following phase wise plan is suggested-



Phase 1: An initial 5-year plan with a goal to ensure availability of health services
for the remote villages deprived of basic healthcare facilities.
Phase 2: Consecutive 5 years with focus on the rural population aided by PHCs
Phase 3: Further 5 years upgraded to sub urban level
A two-month training is to be undertaken by undergraduates, who during their
internship will be assigned a certain number of families in an area to provide
health
services to. This includes a visit once in 2 months and weekly follow ups through
tele- communication. This helps in the provision of basic healthcare services to
every nook and corner of the state and in turn decreases the patient load at the
tertiary centers.
Some other steps that can be taken are:
• Starting evening Out-Patient (OP) Department in tertiary health care centers
• Printing the hospital route map behind OP slips for easy navigation.
• Introducing online or tele slot booking system
These small measures, if taken, might help to curb overcrowding of patients at
the tertiary centers.
TEEKA RAKSHAN - A solution to tackle the apprehensive attitude towards
vaccination.
A NATIONAL IMMUNISATION PORTAL AND TRACKING APP is developed
including the following modules:
ඵ Postnatal Aadhar linked registration.
ඵ Listed benefits of vaccination.
ඵ Tracking of beneficiary details.
ඵ Alerts prior to their specific schedule via calls or SMS [ feasible for digitally
illiterate]
ඵ Slot booking
ඵ FAQS
The main cause of vaccine hesitancy remains misinformation. To counter its
spread a search bar is made available on TEEKA RAKSHAN. It checks any rumors,
forwarded messages on social media for factuality, which will have been
reported by a health professional and a chat box to communicate their concerns.
• A portal for healthcare professionals to report misinformation in the format of:
1.MYTH/RUMOUR
2.FALLACY
3.FACT
E-Certificate is awarded to most active participants.
Giving due consideration to ill-informed rural population within the Indian
scenario:
“Advocacy unlocks the networking power of one-to-one relationships with a key
of trust”-Rick Wion.



INFLUENCE THE INFLUENCERS.
ඵ Village and religious leaders, teachers, well known respected members of the
community remain the main targets to advocate the importance of vaccination
and create an atmosphere driving people towards vaccination.
ඵ Activities such as announcements in places of worship and conducting events
at places where people gather to avail their government scheme benefits [ration
shops, grama sabha] by school students on a weekly basis bringing out their
creative streak grounding to their nativity. Health education activities brought
home by students might lead to pro-vaccination behaviors in parent.[1]
To combat violence against doctors a unique two-part strategy can be executed
Part 1- DURING THE MANAGEMENT OF HIGH RISK AND EMERGENCY CASES
• A Counsellor who is a qualified psychologist and has adequate medical
knowledge acts as an intermediary between the doctor and the patient as well
as attenders and provides emotional and mental support to both the parties at
time of need.
• The Counsellor is present at all times for counseling the patient attender
regarding the health status and for being in touch with the doctor keeping both
the parties well informed.
• The Counsellor will not be involved in the treatment of the patient
• The main objective of the Counsellor is to bridge the gap between the doctor
and the patient and their attenders. These counseling sessions can also be
recorded if necessary.
• This system reduces the chances of assault due to effective communication
established by the counsellor, improving the doctor patient relationship.
Part 2- DURING TIMES OF ASSAULT-
Code Violet[2]
• Announcement on the hospital's public address system - giving the exact
location of violence. [ DISTINCT SIREN]
• Emergency security staff will reach the site of assault immediately.
A senior member of staff, not involved in treatment, may try to communicate
with the patient’s relatives and try de-escalating the situation.
• All the members of staff to practice restraint and not lose their control.
• Once the situation is under control, an announcement on the public address
system should be made.
CONCLUSION:
‘KUTUMBA KAVACHAM’ is a single entity which can address all the aforesaid
concerns like lapses in the public healthcare system, strained doctor-patient
relationships and vaccine hesitancy by educating families. The ‘TEEKA RAKSHAN’
tackles misinformation and pitfalls in the implementation of UIP. COUNSELLORS –
the saviours for saviours. CODE VIOLET- the weapon against violence. This
initiative is a triple win ; the patients benefit, the doctors benefit and the country
benefits.



THE MED-LIFE CRISIS!
FATEEN SHAREEF, SANA ALTAF, ADEBA KAUSER, ANANTH 

NAIK BANAVATHU

INTRODUCTION:
Government healthcare system in India is in dire straits because of inefficient
and out-dated management practices and has made government hospitals an
unpleasant experience and an un-viable option. This inefficiency and
inaccessibility has real life consequences of death and disability for Indian
citizens. Hospitals should be publicly owned because good health is a public
problem.
Improving health service access and health outcomes depends on the
availability, accessibility, and capacity of healthcare workers to deliver quality,
people-centred integrated care.
Health care is the backbone of our society, therefore making it accessible and

efficient, improving general attitudes towards it, and protecting those who
provide it is of utmost importance.
BRIEF DESCRIPTION OF THE SOLUTION:
Part – A A) Indian Medical Service: A competitive national service exam to select
officers of an Indian Medical Cadre. Officers from this cadre should be placed
into key bureaucratic positions of the public health related jobs.
B) Decentralized reception, Centralized data: Individual reception at each
department with a centrally connected data system would not only reduce the
big lines but also save patient time. A greeting staff at the entrance of the
hospital can direct patients to the respective OP and the nurse outside each OP
room who takes vitals can simultaneously register patients. This will delegate the
responsibility of the reception and stratify patients into respective departments
without hassle
C) Local Language Guide: Doctors who have been working for a while in the
region along with bi-lingual locals should be roped in to make language guides to
co-relate medical symptomatology and local everyday language. This will ensure
efficient healthcare despite language barriers, by simplifying the communication
of health problems in local languages,when non-local doctors are posted there.
D) IVRS: The government should set up an Interactive Voice Response System
(IVRS)[1] in the local languages guiding the patient to the nearest healthcare
facility. A district level IVRS hub connected to all the hospitals for appointments
and queries will help in efficient and even management of patient load

while also reducing patient queues and waiting time.



E) Strong primary care network that conducts regular screening camps along with
incentives: Government policy should mandate PHC to organise onco, infectious
diseases screening camps in their vicinity. This will increase lead time.
A strong primary care network is the prime way to improve access. Screening camps
targeted at risk groups like 'mid age women for breast cancer', 'old aged men for
prostate cancer' should be conducted regularly in rural areas and check-ups should be
incentivised by free pesticides. Screening camps can be contracted to private
organisations for greater efficiency as there is feedback regulation. Detecting diseases
in early stages will help in early treatment and reduce patient load on tertiary
hospitals, who often end up providing care in end stage disease. Reduced patient load
will increase the efficiency of tertiary hospitals as doctor time and beds can be utilised
for cases that have a real chance of recovery.
F) One Nation, One Health Card: A national database of patient’s health conditions
accessible all over the country should be adopted vigorously with emphasis on rural
areas. This will ensure that medical information is freely shared between professionals
for efficiency.
G) 5G and Healthcare: 5G enables real time response which could be used for remote
surgeries, thus eliminating the need for physical presence of healthcare workers in
many areas
Part – B “VACCINATING IS HEALTHY AGEING”
1. “CARROT AND STICK” METHODS: The phrase is a metaphor for the use of a
combination of reward and punishment to induce a desired behavior.
Carrot methods: Incentives, in the form of money to anyone who willingly takes the
vaccine like:
A) College/school scholarships to be provided to the students who vaccinate on time.
B) Paid leaves, for an employee getting vaccinated on specific days.
C) Free metro/bus rides on the day of vaccination to the public.
D) Lottery contest,where anyone who has taken the vaccine is automatically enrolled
into this contest and has a chance of winning a certain amount of money.
Stick methods:
-Mandating Vaccination: The practice of mandating vaccines at schools/universities,
workplace and places of leisure will encourage people to vaccinate themselves willingly
or otherwise.
-Insurance Vax Tax: Revised policies and increment in the premiums of insurance for
those refusing vaccinations.
2. TRUST: Vaccine information in regional languages will have greater reception among
the locals while also debunking myths regarding ill-effects. Building trust by roping in
the local leaders, who can act as role-models for the people around, by personally
advocating for it, can help.
3. AWARENESS CAMPS: Instilling confidence in the people by conducting talks,
regarding the process of manufacturing and distribution; conferring immunity against
infectious diseases could garner some attention from the crowd. Providing emphasis
on stories more than the statistics might help.
4. PUNISHING THE SOURCES OF MISINFORMATION: Punishment to the ones spreading
misinformation about the vaccines. This should be dealt with by a special Medical
Misinformation Committee set up in the Police Department, with special emphasis on

social media misuse.



Existing Cyber Crimes division of Police Dept. Dedicated monitoring team within
division to screen social media Flag content and notify platform. Send evidence to the
respective police station for further investigation and action. Educative class on
vaccine, retraction of previous post with scientific explanation debunking falsehoods in
the previous posts.
Part – C SOURCES OF CONFLICT IN HOSPITALS -Resource scarcity like limited beds,
doctor time. Unrealistic expectations to save the patient in end stage disease. Lack of
communication with the patient and family. Structural factors like outdated systems of
hospital management.
SOLUTIONS:
1. Colour and Music Theory: Baker-Miller Pink[3] has been observed to reduce hostile,
violent or aggressive behaviour. Out-patients rooms, waiting areas painted with these
scientifically proven colours would result in less aggressive behaviour.Low volume
soothing music would lower heart rate, blood pressure, and reduce levels of stress
hormones. Hospital cafeterias and Parking spaces are the optimal places for this.
2. Medical Personnel Protection Act: Presently, violence against doctors is prosecuted
under Sec.351, 322 as simple assault, which gets back-tracked in the court system. For
effective deterrence, it is important to have a specified law with codified sentencing
and a clear system of counts for conviction and appeal. A separate law should codify
fast-track trials with efficient police and judicial action. A separate law is warranted, as
violence against doctors is not just assault, but obstructs their professional duty.
3. Clear hierarchy of conflict resolution: There should be a clear chain of command by
which patient grievances are heard, understood and resolved.
4. Internal Investigations: Complaints of medical malpractice and negligence should be
robustly investigated by an internal investigative committee, composed of members
from other hospitals and non-medical staff, and justice should be done as most people
resort to violence because they feel they cannot get justice via regular channels.
5. Mandatory workshops: For healthcare workers to sensitise them on how to break
bad news and in conflict resolution as it requires a delicate understanding of
psychology and other Maneuvers. Hospital staff should be trained in basic self defence.
6. Decision-making: Involving the patient and family members in the decision making
process, however unaware they are and conveying the risks concerned with the
treatment would eventually help the patient accept the outcome.
7. Uniform Policy: The latest updated policy on the treatments offered and medicines
prescribed should be followed by the entirety of the hospital as patient doctor conflicts
usually arise due
to differences in doctors' opinions.
CONCLUSION
Majority of the violence against doctors stems from the anger of an inefficient
healthcare system. To combat this malady, a combination of extensive awareness
campaigns, prompt laws and amelioration of the healthcare practices should be laid
emphasis on. Making vaccine information a core part of the educational curriculum
could help future generations be less hesitant to vaccinate. Carrot & Stick methods
have a high rate of success too!



THE MEDICAL
METAMORPHOSIS
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Introduction:
India has a notorious history of poor health care efficiency ranking as low as
145th globally based on the HAQ Index, which is lower when compared to many
of the poorer countries such as Bhutan and Bangladesh. This is attributed to
various factors such as India's low literacy rate, high levels of poverty, ineffective
policies, the inadequacy of health infrastructure and manpower in states where
poor people are concentrated. Among the determinants of efficiency, female
literacy, poverty level, institutional delivery, and full immunization of children are
proved to be important factors in explaining the efficiency of the health system
in India. Though various policies were formed to improve the status quo of our
health care system, they have many unaddressed loopholes. Moreover, no
propaganda on diseases, their effect on the general health of the population and
their prevention through vaccines has caused hesitancy and a negative
atmosphere regarding immunization. Only about 60-70% of children are
immunized leaving a considerable number of people vulnerable to easily
preventable diseases. An ongoing study by Indian Medical Association (IMA)
reports that an astounding 75% of doctors in India have faced violence at some
point of time in their life. This can be a cumulative vexation to unsatisfactory
medical care, low doctor-patient ratio, long waiting periods and inequalities in
quality of treatment. Majority of the hospitals in India do not have a good
grievance addressal system in place and legal procedure in India also takes an
inordinately long time leading the public to take the law in their hand.
Solutions:
1. Introduction of the "Health Care Mesh System"
State-wise integration of primary, secondary and tertiary health care centres,
forming an effective healthcare network that reaches every nook and cranny, is
more proactive and patient-centric.
A universal policy of PHCs as first-line medical assistance and implementing e-
referral links that reduce ‘distance’ between Periphery & the Tertiary Centers,
streamline the existingunorganized referral processes and help bridge the gap
between public and private health care models.
Indirectly, this reduces a considerable amount of burden on higher-level facilities
as there is a large number of OPDs with patients of minor illness that can be
managed at primary level and increase doctor-patient communication time. [4]



Increase OPD hours by introducing evening shifts that are convenient for daily wagers,
utilizing often deserted OP blocks and periodic rotation of doctors through these
centres.
A consultation-basic investigation-diagnosis chain that eliminates confusion,
meandering and
ensuring a smooth hospital visit.
Large pictorial signboards and boards in regional languages to help in easy access to
healthcare facilities.
Government Insurance policy
According to the government of India, India spends only 2.1% of GDP on health care,
which is 5 times lower than the average of the world, which is 10%. This indicates a
large disparity in the supply and demand of good public healthcare infrastructure.
® A gradual increase in the expenditure of GDP towards healthcare, the introduction of
government insurance policies under the name “Umbrella coverage” and
strengthening of already placed policies would increase the responsiveness and fair
financing of the country's health care system.
® Government health care cards equivalent to insurance cards can be given to all
individuals at birth depending on their SES. This results in a government-public
collaboration to bear expenses and avoids overburdening of either.
2. Vaccination
To increase the vaccine coverage rates, characterizing reasons for vaccine hesitancy is
pivotal. Steps should be taken to get rid of the widespread scepticism and
misinformation which is hampering India’s vaccination rates.Grabbing the attention of
the rural population is necessary to increase vaccination rates. It can be done by:
-Raising awareness and positive attitude towards vaccination through health
education, folk media, higher-ups like village heads and teachers to influence the local
population by giving them incentives and tackling the fear of post-vaccination effects
via the Socratic Method-a two way communication.
-Engaging Anganwadi, ASHA workers, social volunteers, in regular and social media
campaigns about diseases, the vaccines available, their safety and the rarity of their
adverse effects.
® Holding various info-graphic audio and video competitions to transform information
into easily readable, effective formats.
® Penalizing the spread of misinformation through various sources needs to be made
mandatory.
® Strict norms in schools and offices on the compulsion of immunization and
punishments like cutting ration should be implemented. These help in keeping the
regulations in place.
The Reward System: Essentials such as garments, money etc. to be given to individuals
who get vaccinated. This also raises public interest.
3. Violence- a major setback
The ever increasing patient load, time constraints can result in miscommunication,
misinterpretation which are red flags of potential violence.
Therefore, it is requisite to develop empathy and managerial skills among the medical
students through compulsory Situation Simulation Training (SST) as a part of medical
education to be able to handle the sensitive state of affairs. The RTPCR acronym to

check workplace violence against healthcare workers is:



R: RESTRICTIONS on the number of visitors/ patient attendants allowed into the
hospital. Since Emergency & ICU are the most violent venues, placing restrictions on
attendants entry is recommended to prevent mob violence.
T: TRANSPARENCY
The patient’s condition, treatment procedures, possibilities, complications,
repercussions, cost of
treatment should be closely discussed with the patient’s family with complete
transparency.
PGs and junior doctors should be encouraged to communicate in this regard.
P: PATIENT ADVOCATE

Patient advocates need to be employed in tertiary and secondary hospitals. Their
primary role is to ensure the voice of the patient is heard, to familiarize them with the
legal aspects of patient care and to act as a direct bridge between the doctors and
patients
C: CENTRAL LAW
Any kind of violence is unacceptable and should be dealt with legally. Violence against

healthcare workers is no different. It is high time the government established a central
law that legalizes violence against healthcare workers punishable under the Indian
Penal Code. The media can influence the general public and the government on this
topic.
R: REPORTING VIOLENCE
Reporting violence immediately is crucial to prevent serious consequences. Emergency
alarms that report the location of violence should be installed in the hospital
emergency departments, ICU and other hotspots of violence.
Emergency codes such as electronic flagging systems helps report violent behaviors
anywhere in the hospital premises by witnesses using assigned codes or symbols to
alert the hospital management and security personnel.
Medical Social Workers

A new sector that works for the sole purpose of bridging the communication gap
between the health care workers and citizens, need to be introduced.
Integration of these workers into the core society to raise positive propaganda
regarding healthcare and acting as patient advocates to help rekindle the lost belief in
modern medicine.
Conclusion:
All these modalities amass and merge into an efficient and patient-centric hospital
system, hence conceptualizing access to care and identifying relevant determinants
that can have an impact on health from a multilevel perspective where factors related
to health systems, institutions, organizations and healthcare providers are considered
with factors at the individual, household, community, and population levels.





CASE SCENARIO 
Suravi Ahuja, a 55 year old diabetic and hypertensive, found herself in the middle of the
dreaded pandemic, forcefully pulled under the waves of panic when she developed a
simple cold on a Tuesday. Though she was no novice when it came it to facing medical issues,
she always failed at taking care of herself. Living alone, with no helping hand, she was forced to
look after herself to the best of her capacity. Sadly, this always reflected in the poor
maintenance of her health parameters in terms of her alarmingly high and unregulated blood
sugar levels. No sooner had she sneezed, she faced an onslaught of harried messages and calls
from neighbors, friends and family, advising her to be ‘ready for Covid’.
They had put their fate on word of mouth and forwarded messages than the health system
which was struggling in the midst of the pandemic. When disaster comes to our doorstep
unannounced, we are reduced to our lowest, forced to accept the darkness surrounding our
world. In those harsh times, there was no guarantee in the outside world that a person seeking
care would be treated with the dignity they deserved. Witnessing the pain and suffering of loved
ones desperately run for highly priced illegal medication, and admission on the floor of a
hospital ward only to finally accept their fate and eventual demise, crumbles one’s faith. This
belief made them urge her to rush to the nearest medical store and stock up on prednisone, a
steroid highlighted on every news bulletin and social-media as one of courses of medication for
Covid - 19. What she didn’t know and didn’t care to heed were the precautions that tailed the
drug. Her RT – PCR sample confirmed her worst fears when it came out positive.
The Pandemic, with its unprecedented onslaught, struck our weakest spots and really tested the
boundaries of the trust carefully built between the health care system and the public over
several decades. Their broken trust and wounded faith forced treatment methods to be branded
a hoax, an attempt to lure a false safety blanket by proposing a way that did more harm than
good. Unfortunately for her, she couldn’t escape the manic of the pandemic no matter which
corner she turned to. She was assaulted with symptoms of headache, sore throat, cold and
sinusitis with one sided facial pain. Eventually she noticed small black discoloration on her nose
which slowly worsened her condition. While attempting to find an admission in a hospital the
little trust she harbored in health care only dwindled as she was catapulted from one hospital to
another, with low bed availability, poor communicability and falling standards. With difficulty,
she managed to find a place for herself in a government health institute. Heightened fear and
paralyzing anxiety only added to the mix and forced the health care workers to be answerable
for the dire situation.
Sreejith Joseph, a 25 year old post graduate, looking poised and calm, was tasked with the duty
to record Suravi’s case. What couldn’t be seen behind the safety kits, coats and masks was the
exhaustion, threatening to cripple him. Every case and every history drained him physically and
mentally, till it forced him to commit prescribing errors and lapse in patient care with poor
communication skills. His years of studies and service took him on a journey where he was
taught to test his limits. The hardships of lost sleep, tired eyes and draining reserves, common
among his peers, were barely endurable before. Little did they know, they were yet to be truly
tested. When the unknown monster reigned supreme, health care workers were forced to pick
up the pieces, with no luxury to worry about themselves. They were forced to confront medical
nightmares in the hospital with no warning of what to expect. They carried the burden of the
disease on their shoulders like it was their own failure. Troubling deaths, and failing health care
system made them the only standing warriors fighting the battle at the frontlines, tasked to
perform the duties of lakhs of people. Each passing moment only seemed to snuff out
their spirit little by little. Plagued by nightmares and traumatized by the suffering, they

were left to hope for little less than the worst.



Comprehending this scenario:

1. Social pressure and misinformation forces individuals to tread into dangerous 
situations  without looking out for the risks that accompany their actions. Trends of 

increased sale in Antibiotics and steroids only accentuated this fact. In a study conducted by 
Phalke et al, overall, 52% Indians were estimated to self-medicate in India due to lack of time, 
to avoid a doctor’s fee and internet dependence and it was reported that out of 96.5% of 
pharmacists who asked the patients about the complaints that made them acquire an over-
the-counter drug (OTC), only 51% counseled the patients regarding the instructions to use. [1]
Though OTCs paint a good alternative for a country like India that suffers from a low doctor: 
patient ratio, their unregulated use causes unnecessary harm to the public. While different 
countries have formulated regulations for the use of over-the-counter drugs, India has yet to 
set guidelines for licensing over the counter drugs.
How do you propose ways to restrict the misuse of both life threatening and lifesaving 
drugs that require medical supervision and a physician’s council to safely administer?

2. Over 92 % don’t trust healthcare system in India [2]. Trust is a delicate bridge built between 
two parties, on the foundation of their actions, to help them meet mid-way. It encompasses 
vulnerability and faith in each other and takes time to form. Trust takes us a long way, pushing 
us to make a decision that has the power to dictate our well-being. It involves the public, the 
health care workers and the administrators dictating the structure of the system. Though India 
offers the most affordable and lowest cost healthcare in comparison to several international 
systems, its services are still restricted to most of the population.
61% patients surveyed in 2019 believed that hospitals did not act in their best interests, and 
63% indicated they were not happy with the responsiveness and waiting times and 59% felt 
that the hospitals are not concerned about feedback and do not act actively seek it. [3]
Repeated failures and overlooked negligence over the years managed to suppress our health 
care system’s reliability.
How can we improve a patient's trust in health care and help them choose the right path 
for themselves?

3. With the skill to heal and the heart to care, health care workers risk their physical and 
mental strength every step of the way, to fight for us. Long working hours, physical and verbal 
abuse from different sources and repressed mental health issues seemed to alleviate their 
severity of their suffering. The Indian situation only adds to the burden due to higher work 
demand and lower availability of staff and facilities.
30% of Indian doctors are said to go through depression and 80% face the risk of burnout in 
the early stages of their career. In an online survey conducted by CDC during the course of the 
Pandemic, one in three each reported symptoms of depression (32%), anxiety (30.3%), PTSD ( 
36. 8 %) while nearly 10 % reported planning suicide and the highest prevalence is among 
those below the age of 29 years. Sleeping and eating disorders, stigma and anxiety were few 
of the issues that were added to their ever-present torment. [4]
As a coping mechanism, to deal with the lack of control in their situation they seem to 
internalize and avoid their problems. Studies from India suggested that medical students were 

poor at seeking professional help for the fear of stigmatization and lack of awareness. 
Higher working hours were associated with higher levels of depression, stress and burnout.

How do we help them fight the unseen devil, to better deal with medical burnout 
(mental stress, trauma and physical exhaustion) they face during the pandemic?
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INTRODUCTION
The pandemic has wrought havoc on the Indian healthcare system, highlighting
its flaws. However, it has acted as a catalyst for radical change, compelling us to
implement important changes much more quickly than we would have done in a
pre-pandemic environment. In this context, we approach three of many pressing
issues, namely Self-Medication, Mistrust in the Healthcare System, and Medical
Burnout, and advocate the following measures.
BRIEF DESCRIPTION OF THE SOLUTION
Recognizing that the problem of misuse of life-threatening and life –saving drugs
is a multifactorial one, we propose a three-tier approach that targets the issue at
multiple levels, yielding a synergistic effect. At the level of the manufacturer,
maintenance of strict production and distribution records should be made
mandatory.
At the level of the government, there is a pressing need for reform in the laws
governing the pharmaceutical industry, which experts have called ‘outdated’.1
We propose more stringent government action, such as hefty fines, against
members engaged in the sale of life-threatening drugs off-prescription. However,
in tracking such transactions, there arises the issue of the extensive
pharmaceutical decentralization in India. The generation of comprehensive,
integrated, and centralized patient and drug databases, as under the Ayushman
Bharat Digital Mission (ABDM) 2, would significantly ease the process of drug
tracking. We thus advocate expanding the scope of these databases to
interconnect patients and medical, paramedical, and pharmaceutical staff at all
levels. Digital Patient Health IDs3, created under ABDM for record-keeping, can
be used as ‘E-prescriptions’ for dispensing medication. Pharmacists would be
required to scan a barcode on each strip of medication prior to its sale, creating
a tamper-proof drug sales record for each pharmacy. This record can then be
cross-referenced with the central drug and patient databases for efficient drug
tracking. It should be mandatory for pharmacies equipped with computers to
provide telepharmacy solutions to people in resource-poor regions.4 A National
Drug Helpline number can be created to solve any queries related to the
prescription. Additionally, the training of pharmacists in patient counseling6 and
communication, via the collaboration of doctors, pharmaceutical companies, and
non-profit teaching organizations, can be undertaken both online and offline to

improve medication adherence5 and discourage drug misuse.



Patient trust hangs in a delicate balance that can be tipped easily by countless factors,
the prominent ones being misinformation, doctor misrepresentation and the doctor-
patient ratio. Misinformation was a pandemic in its own sense that the government
had to endure in the past two years, appropriately named the ‘infodemic’.2 To curb
misinformation, we suggest a bimodal approach wherein misinformation is dealt with
both before and after it spreads. The former is achieved by adapting the Theory of
Psychological Inoculation7, where government or health care bodies refute
misinformation prior to people’s exposure to it and immunize the general public’s mind
to false dogmas. This is accomplished by the use of two elements –
a) A forewarning against misinformation in the form of advertisements, awareness
campaigns, and celebrity influence
b) Refuting fake theories with strong facts or counter-arguments (Pre-bunking).
The plan’s second pillar entails combating false news that has already travelled widely
to avert further harm. This is achieved by source tracing of news, fact-checking
initiatives in social media platforms, and heavy retributions for spreading fake news.
Automatic detection of misinformation of videos on platforms like YouTube can be
done by introducing a dataset of manually annotated videos with misinformation and
observing the use of linguistic, acoustic, and user engagement features to build
automatic models.10 Misrepresentation by the media is another factor that kindles
mistrust among patients. Strict action should be initiated against media outlets
spreading misinformation.
To address the skewed doctor-patient ratio, we propose a system where students are
involved in the patient education and follow up processes.
Medical burnout, as per WHO, is recognized as a syndrome8 including emotional
exhaustion, depersonalization, and loss of efficiency, and an estimated 80% of medical
professionals face the risk of burnout. Physician burnout is a multifaceted issue with
subjective nuances. We intend to achieve physician well-being through collaborative
efforts among individuals, organizations and health systems. Self-assessment tools in
the form of standardized surveys and questionnaires would allow for the identification
and assessment of the underlying drivers of burnout, thus understanding the unique
needs of the organization.11 Then, proactive initiation of institutional support in the
form of infrastructure and resident benefits will help individuals recover, enabling them
to thrive during times of increased workload.9 In times of crisis, a concentrated effort
to train the general public to assist in executing relatively simple medical procedures
could alleviate the workload of already overwhelmed medical personnel. Proper
training of volunteers and delegation of simple tasks to them would allow doctors to
focus on life-saving interventions. These volunteers would receive rewards in the form
of Service Credits, a new class of credits that would recognize the individual's volunteer
service and provide them with discounts or other benefits.
Improved workflow schedules with mandatory breaks catering to each doctor's
interests
would enable efficient and productive output. Additional assistance is provided in the
form of resident benefits like insurance schemes, CME credits, and on-site therapy with
a trained professional for immediate help.



CONCLUSION:
The pandemic serves as a vivid reminder of the enormous societal benefit of well-
functioning public health systems, as well as the devastating implications for
populations when those capacities deteriorate due to neglect and underfunding.
Despite the hurdles caused by drug misuse, mistrust in the healthcare system, and
medical burnout – challenges that predate the pandemic, healthcare has prevailed. We
believe improving the sector's preparedness for future public health emergencies
necessitates first addressing structural inadequacies in how the Indian health system is
funded and governed, with a special emphasis on addressing the pervasive and pre-
existing health inequities that have resulted in disproportionate outcomes.
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INTRODUCTION
The practice of modern medicine can be called a high pressure, high-
expectation, high-stakes profession that involves persistent stress of navigating
through various issues like misuse of drugs that require medical supervision,
increased mistrust on the healthcare system and medical burnout faced by
healthcare workers. The purpose of this abstract is to provide few accessible,
feasible, effective solutions for the above cited problems.
BRIEF DESCRIPTION OF THE SOLUTION
The problem of misuse of drugs that require medical supervision mostly occurs
due to the lack of knowledge of procurers, self medication, fake drugs,
unnecessary drug prescription, inadvertent sale of OTC drugs. According to
UNODC World Drug Report, 2020 ,(1).Around 269 million people used drugs
worldwide in 2018, which is 30 percent more than in 2009, while over 35 million
people suffer from drug use disorders. This can be addressed through a “3 step
control” which includes exercising control at pharmaceutical level, doctor level,
and at patient level. Qr code technology can be introduced into the healthcare
system with which drug authenticity can be ensured, detailed information about
the drug can be provided and illegal flow of drugs can be prevented . Aversive
substances which create unpleasant sensations can be added to drug
formulations when the drug is taken in a way other than directed. . Regional
medical practitioners should be monitored closely and their access to these
drugs should be limited. Drug vending machines can be set up at government
run pharmacies which also help in authorised dispensing of drugs that require
medical supervision and also help in maintaining state run electronic databases.
Educating people by conducting awareness programs and through
advertisements featuring victims of self medication and it’s consequences like
antibiotic resistance.
A good communication can heal the patient faster than the drug does. Few of
the main reasons for patient’s lack of trust in healthcare system is poor
communication skills, unnecessary investigations, time factor Communication
which stands out as a major barrier for trust in doctor has to be addressed to its
best. Complete treatment is ensured only when there is overall improvement in
patient’s well-being and not just clinicopathological cure. A team of nutritionist,
psychologist, etc to look after his diet modifications, mental health, sleep cycle
enable complete and better resolution of illness than a single doctor treatment



This even boosts his confidence as his problem is heard by and treated by a team of
specialists. A toll free number should be assigned which aids the patient regarding his
illness to avoid unnecessary waiting and juggling between hospitals. Family medicine
doctors can come in rescue of patient’s trust as in addition to treating the patient’s
condition, they can propose preventive measures for the whole family for the diseases
that run in the family and other diseases. Geriatric medicine focuses on the health of
elderly people which helps in building trust.
The issue at stake here is increased medical burnout the healthcare system faces
during the pandemic. By unpacking the problem it can be solved in an effective way by
implementing shift rotation method, counselling sessions, practicing telemedicine and
improving security system. Healthcare workers should have monthly sessions where
peer to peer counselling, recreational activities are encouraged. Rotation shift method
are to be allowed which encourages the doctor to work in shifts with less shift time so
as to allow time for himself. A case study in Mathura has shown that telemedicine has
the potential to become the new normal. It has helped the people of Mathura get
access to primary health care and also to decongest the hospital and enhance the
utilisation of medical resources. A doctor should be trained to handle patients with
different personalities. The enforcement of medical protection act is poor as it is not
tagged to Indian penal code (IPC) and criminal procedure code (CrPC). As it is difficult
for the victims to file a complaint and police to register, constitutional amendments
must be made which ensures the safety of the healthcare workers. The hospital
management should enhance security systems to ensure safe working conditions for
the healthcare workers. To decrease the load on tertiary healthcare patients should be
educated about services provided at various levels of healthcare.
Toll free number helps in directing the patients to their nearby services so that medical
facilities at various levels can function to their best. Skill development in
undergraduates should be enhanced which boosts their confidence and passion
towards medicine. They can thus be of immense use during the pandemic.
CONCLUSION
Pandemic has sensitised citizens about various medical, social and ethical challenges
faced while accessing the healthcare system. It has shown the loopholes in the system
and issues that require special attention. These can be addressed through an
accessible, feasible, effective solutions as: 3 step control puts a check on
unrecommended self medication, unregulated drug flow and thus educates people. By
following stringent methods, action must be taken against those who fail to abide by
the law and effective methods such as improving communication skills, practicing
family medicine to gain the trust of patients on heath care system. We can help them
fight the medical burnout by practicing telemedicine, promoting recreational activities
thus letting go the stigma. Security of the healthcare workers which is at stake can be
addressed by making it a central law and strictly abiding by it. By following the above
solutions doctors can think, practice and remove stress like the heart does by staying in
systole for 0.3 seconds and 0.5 seconds in diastole in each cardiac cycle thereby
working throughout life.
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Introduction:
The three major problems encountered during COVID-19 pandemic, namely drug
misuse, lack of patient's trust in the healthcare system and medical burnout
need to be resolved to pave the path to improve our healthcare system and heal
from the aftermath of the pandemic.
Solutions:
1 The trend of over-the-counter drug use has grown steadily in the last few
years. Unregulated use of OTC-drugs causes unnecessary harm. Though many
countries recognise OTC-drugs as a separate category and have established
regulations for their use, there are no such guidelines in India.
The main prevention strategies we propose are tracking and monitoring
programs which include PDMPs, Education strategies and retail access
restriction.
Establishment of multidisciplinary bodies to form policies on medicine use can
prevent drug diversion and misapplication. Implementing prescription drug
monitoring programs and maintaining health-system databases help track drug
expenditure patterns and misuse. Pharmacists have to take responsibility to
prevent drug misuse and be involved in evidence based actions to detect,
understand and prevent drug diversion activities and drug misuse adverse
effects. In Europe, non-prescription medicines are unavailable for self-selection
and can only be sold under pharmacist supervision. Implementing similar
practices in India can give optimistic results. Pharmacists should be watchful for
prescription falsifications and alterations, multiple prescriptions due to doctor-
shopping, risk identification (comorbidities) and appropriately intervene.
Physicians and Pharmacists alike should take responsibility to counsel the public
about overuse of OTC-drugs and other life-saving and life-threatening drugs like
antibiotics and steroids. Clinicians should identify patients misusing drugs by
inquiring drug history and examining, and counsel appropriately. Government
should take responsibility to do the following. Categorising OTC-drugs and
making laws to regulate their sales, as in Japan where OTC-drugs are divided into
those requiring guidance from pharmacists (high-risk), qualified drug sellers
(medium-risk) or those that can be bought at convenience (low-risk), monitoring
pharmacists and pharmacies and restrict non-pharmacy drug outlets.



Government should prioritise identifying fake pharmacy licenses and falsified
drugs. Media and government should work together to restrict misinformation
on drugs through BigTech companies. As students, we can educate the public
about drug misuse.
2.Patient's trust in healthcare plays a great role in their compliance towards
treatment. Patient's trust towards the healthcare system can be influenced by
the physician, the hospital, media and the government.
The way a physician talks and guides a patient can influence the patient's
attitude towards the physician and the system. Providing knowledge about the
condition of the patient, detailing treatment protocols including their
advantages and disadvantages, addressing the patient's doubts, maintaining
transparency at all times, assuring the patients and providing moral support is a
health-care worker's responsibility and should be carried out with an amicable
attitude[3]. Physicians should always respect the patient's privacy and give
priority to the patient's opinions and concerns. Hospitals should provide a
patient friendly and healing environment. Well developed infrastructure can aid
in early diagnosis and save the patient a lot of hassle[4]. Staff planning should
focus on optimising quality of patient care irrespective of professional label and
ensure cost-effective treatment. Every hospital should have a Public Relations
team which can publicize health programs, clarify rumours, stop the spread of
misinformation and deal with criticism. Improving financial cost containment
without sacrificing quality or patient satisfaction by avoiding unnecessary
investigations helps hospitals stay in the good books of the public.
Decreasing iatrogenic infections and deaths by proper care in hospitals reduces
the fear among people to opt for a risky but beneficial procedure.
Media can help bring up the patient's trust in the healthcare system by
increasing awareness on success rates of treatments and stop spreading
misinformation.
Swift sanction of funds by the government when in need as in case of
emergencies can improve a patient's trust in the government and healthcare
system.
Conducting health camps, disease management programs and counseling
sessions on major health problems, symptoms, home remedies, treatments and
cure rates and spreading necessary awareness in the public in conditions where
self-care efforts can be implemented, helps patients choose the right path.
3.Burnout is increasingly being recognized globally as a major concern, affecting
the physical and mental well-being of Healthcare workers (HCWs). During the
current pandemic, closing down of international and state borders, increased
workload, and also area-wise lockdown has affected HCWs and their families,
causing excessive negative psychological effects. Research states, the prevalence
of burnout among Health Care Workers managing covid patients in India was
reported at 52.8%[5]. Reforms to deal with it can be made at individual, hospital
and community levels.



At individual level, regular training and counselling sessions to cope with stress
should be undertaken. Ensuring sufficient rest during work, eating sufficient and
healthy food, engaging in physical activity, staying in contact with family and
friends, and maintaining a proper work-life balance is very important. They
should avoid the use of unhelpful coping strategies such as tobacco, alcohol or
other drugs[6]. Stress management education should be inculcated in their
training curriculum.
At hospital level, increasing employment and training of efficient health care
workers followed by decentralisation offers great respite to overworking staff.
Decreasing shift duration and including breaks in between could be a great aid.
Infrastructure and

microenvironment of the hospital play a major role in maintaining the frame of
mind of a doctor. Improving these conditions can lower stress induction. Working
on Employee-Organization interactions can further improve working conditions.
Timely individual self-review sessions hosted by the hospital can help the HCWs
self-review their mental and emotional state and also allows the hospital to
intervene in case of need.
Subsidies to HCWs can improve their work-place satisfaction and put them in a
good frame of mind. Corruption has led to unequal treatment and dissatisfaction
among the public and also impacted HCWs negatively. Taking measures to
control corruption is necessary.
At community level, awareness of knowledge of the disease, strict following of
safety procedures, screening for the disease at the first symptom and taking
necessary precautions by the public can reduce the physician's workload.
Recognition and appreciation of HCWs work can greatly affect their professional
satisfaction and efficacy. The current pandemic has seen many instances of
work-place violence against healthcare workers. Awareness among the public
about the consequences and immorality of such acts should be brought about to
prevent such happenings in the future.

Conclusion: To conclude, the three major deficits in the healthcare system seen
in the pandemic need to be immediately addressed. Strict implementation of
rules and regulations on the sale of life-saving and life-threatening drugs,
pharmacist vigilance, assistance and patient education can prevent drug misuse.
Integrating the hospital as a centre for acute and inpatient care facilitating
quality, effectiveness, efficiency, safety, equity and sustainability and optimistic
patient experience is important to build public trust in the health-care system.
Maintaining work-life balance of HCWs aided by improved workplace situations
and stress management is the key to overcoming medical burnout.







A CASE SCENARIO 
It was just another regular day for Anupamma Desaii a 45 yr old woman, like most days she 
woke up, cooked breakfast for her family, packed lunch boxes for her kids and husband and 
sent them off to school and office respectively. After finishing all the house chores like 
sweeping, mopping, dusting and washing clothes, she proceeded to go take a bath at leisure. 
As she was making a mental list of groceries she had to buy from the market and the food to 
be prepared for lunch, while in the bath, she spontaneously felt a small lump in her breast. 
She immediately came out of the bath and dried herself off and started feeling for the lump 
again to confirm what she had felt during bathing. A few minutes passed as she stood in front 
of a mirror palpating for the lump and at last, she was able to localize the site. She then 
decides to go consult a doctor the next day. The next day, she goes to the hospital to get it 
checked. The doctor examines the lump and then advises her to get a mammograph and 
some other investigations done. She returns home and discusses this with her dear friend 
Meena.

Meena Chaudary, a woman in her mid-fifties and a neighbor of ten years tells Anupama that 
she had the same complain a few years ago and she spent a lot of money on a panel of 
investigations worried that it might be cancerous but that lump turned out to be nothing of 
significance. She advices Anupama to not worry about the lump and leave it be and not to 
spend any more money on hospitals. She tells her that it's just a small lump and it'll disappear 
on its own. Anupama finds her friends advice tempting and she decides to take her advice and 
stops worrying about the lump and neglects it for months. A few months pass and the lump 
grows in size and she develops others symptoms as well. She visits the hospital once again 
and consults the doctor only to find that she has an advanced stage of breast cancer which 
has metastasized, which could have been detected during her last visit and cured. Much to 
her dismay there's nothing much the doctor can do at this point. Only if she had trusted her 
doctor over her friend and the media, she’d not be in this situation.

At the same hospital, Ranjini a trans woman has been finding difficulty in getting an admission 
into the ward. She wishes to get admitted into the female ward, but the authorities, 
classifying her biologically, direct her towards the male ward, justifying their choice by stating 
the possible discomfort the residents of the female ward would feel in her presence. After 
many requests she gets an admission into the female ward. No sooner than she settled in, she 
notices that she’s being treated differently and people have been scowling at her. She 
enquires if there's a different ward for people like her but she is shunned and neglected by 
the people. Owing to the lack of dignified treatment she was receiving she decides to leave 
the hospital without getting her problem addressed. She walks out of the hospital as she 
didn’t feel welcome there.

Susheela, a 65 yr old woman, mother to Mahesh and Suresh aged 40 and 37 respectively 
walks into the outpatient department with her son Mahesh. Susheela was diagnosed with 
diabetes 10 years ago and was advised to take antidiabetic medications and to monitor her 
blood glucose levels. Now Mahesh, her older son in his forties, has been diagnosed with 
diabetes, the doctor prescribes Mahesh some antidiabetic drugs and asks him to monitor his 
blood glucose levels. Susheela asks the doctor if her other son Suresh has a probability of

developing diabetes and what they could do to prevent that.



Comprehending this scenario:

1. In the age of social media, misinformation is unavoidable, people believe 
forwarded messages and their friends over their physician. Even though these 
platforms have demonstrated usefulness for health promotion [1,2], recent studies 
have suggested that false or misleading health information may spread more easily 
than scientific knowledge through social media [3,4]. Patient compliance is 
paramount in the effectiveness of therapeutic regimens Without compliance 
therapeutic goals cannot be achieved, resulting in poorer patient outcomes [5]. 
Thousands of articles on “noncompliance” have appeared since 1975 [6].
How to curb spread of misinformation on health and how to address negligence 
of health by patients?

2. Lesbian, gay, bisexual, and transgender (LGBT) individuals experience poorer 
mental and physical health relative to their heterosexual and cisgender 
counterparts [7]. In part, these health disparities have been attributed to repeated 
exposure to stress, stigma, and discrimination both at the interpersonal level and at 
the institutional level (e.g., policies that allow discrimination) [8]. Many people like 
Ranjini, belonging to the LGBTQ community face discrimination even at the health 
settings, which usually have heteronormative facilities.
How will you address lapses in healthcare provided to LGBTQ community and 
reduce the stigma associated with them and provide them with dignified care?

3. Health care usually clusters around curative services at great cost, neglecting the 
potential of primary prevention and health promotion, which can prevent up to 70 
percent of disease burden [9]. Our system focuses on disease, specialty care, and 
technology rather than preventive care. Doctor is the first teacher and it is his/her 
responsibility to advice patients on preventive health. In the above scenario, If 
Susheela had received health education on how to prevent diabetes, then her son 
Mahesh would probably could have prevented being affected by it.
Suggest ways that can be utilized in the existing healthcare setting to bring a 
change in the misdirected healthcare to change the focus to primary prevention?



EFFORTS TOWARDS PRECISE, INCLUSIVE 
& PREVENTIVE HEALTH CARE

A. Jaivanth Rao, S. Vineeth Bharadwaj, Neela Vamshi
Krishna, Sai Abhinav Dara, A. Sai Sreehith, Are Akshay

INTRODUCTION
Accessibility of information has been easier now than never before, but along
came the hitch of misinformation, leaving patients vulnerable to medical
misinformation and sometimes leading to noncompliance to therapeutic
regimen further worsening the disease to a chronic stage. It’s a call to action
from the medical community - from clinicians and research physicians to
educators and regulators to clarify proven science and distinguish it from
medical misinformation.
The primary objective of the health care professional is to establish trusting
relationship with patients in order to promote healthier behavior. When working
with LGBTQ patients, it is especially important to counteract the discrimination
and stigma that they have experienced previously. Despite our best intensions,
however implicit biases may affect the way we talk and behave with patients.
Furthermore, a constant stream of negative messages can become internalized,
adding to patient’s stress and contributing to worse behavioral and physical
health outcomes.
Curative care and preventive care have their own standing in a health care
system. But inefficiency in preventive care remains the culprit in ill use of
resources in higher levels of health care system, which if not would have been in
use for patients in need. Poor health education about diseases which have their
roots deep in the environment and lifestyle, that can be modified easily at a
fraction of the cost of therapeutic cure, which is affecting the overall standard of
living of population, which in turn circles backs to poor health.

BRIEF DESCRIPTION ABOUT THE SOLUTION

1.CURB SPREAD OF MISINFORMATION AND PATIENT NON-COMPLIANCE
Since social media is the major source of misinformation for demographic
population between 18 to 24, regulations must be made to increase surveillance
over posts.
Medical research findings need to be carefully disseminated without
exaggerating or misrepresenting in the media. The findings need to be presented
in accurate and unbiased manner. The use of evidence-based frameworks such
as DRIFT to standardize dissemination of research findings through social media.



CURBING THE SPREAD USING BEHAVIOURAL SCIENCES:
CHOICE ARCHITECTURE: organizing the contents based on people’s perception
ACCURACY NUDGE INTERVENTION: this method can improve the quality of
shared content nudging people to think regarding accuracy of article.
INOCULATION THEORY: ‘Pre bunking’ intervention takes the concept of
psychological
inoculation by instilling mental resistance to common online misinformation
strategies.
Expert fact-checking of social media post can be used as possible
countermeasure. Independent experts can be asked to publicly review the social
media posts to determine their accuracy.
Media literacy is the ability to decode media messages, assess the influence of
those messages on thoughts, feelings and behavior and to create media
thoughtfully. It also helps to identify credible sources. Media literacy education
should be implemented in educational institutions. This would help them to
develop critical thinking to media messages.
Creating awareness regarding trusted resources online like WHO UNICEF NHPI
using rolling ads and campaigns. Suggest search engines like Google and Bing to
prioritize info from verified .gov, .org websites (national health portal of India)
over any other search results which lack any authorization.
Patient’s faith in doctors can be instilled through proper communication and
follow ups with patients and curbing the spread of misconceptions about doctors
by entertainment industry. Creating awareness regarding consequences of late
diagnosis and first symptoms of major prevalent disorders through social media
campaigns, runs etc.
Tele medicine can be utilized for diseases which are of higher prevalence in
India. Queries regarding their medical condition can be clarified and follow up of
patients can be done through this which would reduce the chances of diseases
becoming more severe. This also increases the access of information to people
living far from any health center.

2.ADDRESSING THE LAPSES IN HEALTH CARE PROVIDED TO THE LGBTQ
COMMUNITY AND REDUCING THE STIGMA ASSOCIATED WITH THEM
Addressing LGBTQ health needs within undergrad programs of nursing and other
medical professionals. Training doctors in providing proper health care for
transgender patients. Government hospitals need to provide sex reassignment
surgeries so transgender patients do not have to seek private practitioners.
Patients from LGBTQ community should be informed regarding their rights to
access health care. Separate wards can be introduced for the transgender
patients. Special helpline for lodging complains in case of discrimination or
denial of health care provided.
GENDER THERAPY IN TERTIARY CARE CENTRES: The emotional, physical and

psychological support provided to people who have a sense of insecurity and 
doubt regarding their gender is known as gender therapy.



Patients from LGBTQ community should be informed regarding their rights to
access health care. Separate wards can be introduced for the transgender
patients. Special helpline for lodging complains in case of discrimination or
denial of health care provided.
GENDER THERAPY IN TERTIARY CARE CENTRES: The emotional, physical and
psychological support provided to people who have a sense of insecurity and
doubt regarding their gender is known as gender therapy.
BASIC GUIDELINES FOR PROVIDING HEALTHCARE TO PATIENTS OF THE
LGBTQ COMMUNITY: Maintaining a non-homophobic attitude toward these
patients. Distinguishing sexual behavior from sexual identity. Communicating
with gender neutral terms. Maintaining awareness of how their own attitude
affects clinical judgement.
Inclusion of all genders separately in place of the option “others” in medical
records, and also include sex assigned at birth, different pronouns [3]. These
measures decrease the possibility of assuming patients gender based on their
appearance.

Implicit bias is harder to overcome as it is not recognized as bias in the first
place. The stigma towards LGBTQ mainly stems from lack of information and
understanding of gender norms. Raising awareness among people, by organizing
medical camps in both rural and urban areas about gender equality. Reducing
the stigma and implicit bias in the society requires educating future generations
at younger age about gender norms. Thus, making it a long-term goal in
achieving better health care for LGBTQ community and the society as whole.
3. PIVOTING TOWARDS PREVENTIVE CARE
Major barrier in pivoting towards preventive care is patient’s lack of inclination
towards making environmental or lifestyle changes.
This can be approached by creating prevention programs like NPCDCS with
guidelines to be followed by medical practitioners and nurses. The problems in
organizing such prevention programs can be solved by intervention by trained
outreach medical professional (nurse or doctor). This multifaceted intervention
is based on a theoretical model to implement innovations in four steps and on
the principles of educational outreach [4,5]. After an introductory visit (step 1),
data is gathered on the organization of services. The practice team together with
the outreach visitor discusses the results of this analysis (step 2). Next, a plan of
action to optimize routines is drawn up (step 3). If necessary, the visitor provides
materials (e.g., written protocols, flow sheets, appointment cards) and
information or training to improve knowledge, skills, or attitudes (step 4). Finally,
visits are made to discuss progress and barriers so that changes could be
consolidated.[6].
These prevention programs require PHC’s to identify and maintain data
regarding high- risk patients in the community. High risk patients need to be
followed on a regular basis to keep a check on risk factors and make necessary
lifestyle changes. This preventive care on long term decreases the patient load
presenting with chronic illness.



LISTENING BEYOND THE STETHOSCOPE
Satyakshi Aarya, Harshitha Tallapally, Puchakayala

Nishmitha, Sanchi Saxena, Dabbara Venkata Ramana, 
Harshit Chaudhary

INTRODUCTION
Most public health experts describe the current medical scenario as "an era of
fake news" where misinformation, diffuses rapidly. The invention of the internet
has lowered the cost of generating information, disseminating misinformation,
and propagating sensationalized stories with ideas no longer being limited by
geography.
Healthcare for transgender people in India is distressed with stigma and
misinformation. People might just assume one’s gender based on how they look,
which might not be how they identify. Reducing manhood and womanhood to
penises and vaginas leads to transphobia, which is the root cause of the poor
health facilities they receive.
Today, the healthcare system focuses more on curing diseases than preventing
them. Preventive medicine has proven to be extremely effective against NCDs.
NCDs are responsible for 7 out of every 10 deaths[1], and for around 61% deaths
in India.[2] A shift in focus to preventive medicine could therefore, bear amazing
fruits for the healthcare system.
BRIEF DESCRIPTION OF THE SOLUTION
The TRUE STORY of FAKE NEWS
Currently, an approach to cultivating a health and media literate population is to
urge individuals to fact-check every post before they forward it. Social platforms
like WhatsApp and Google should collaborate with FCO's (fact-checking
organizations) that inform algorithms to down-regulate misinformation. This
system can be strengthened by urging medical experts to collaborate with FCO's
to correct medical misinformation [3].
Another approach is to use crowd-sourced user perceptions of trustworthiness
where algorithms preferentially display content from sources that users rate as
trustworthy [4].
A 24/7 government helpline with professionals to address medical queries can
be created to promote health literacy.
Legislation like the IT Act of 2021 requires intermediaries to delete false news
immediately [5]. However, merely removing false news is not beneficial; the void
should be filled with verified news or with a link to the MoHFW website and the
helpline number so that queries can be clarified.



Older people can be educated regarding fact-checking through print media and
television whereas youth can be targeted by social media campaigns.
Narratives such as "quit smoking and tobacco" advertisements shown in theatres
possess the power of persuasion and when supported by evidence can be a
powerful tool to correct misinformation. The use of scienceploitation and
pseudoscience to market unproven medical products can undermine public trust
and should be regulated by re-enforcing advertising laws [6].
Research on identifying populations vulnerable to misinformation and
algorithms to tackle the problem should be done. Non-compliance and
negligence of health by patients is a major obstacle in achieving therapeutic
goals and needs to be addressed.
Healthcare providers should be counselled about improving patient satisfaction,
decreasing the cost of the treatment by using products manufactured in India
and by introducing micro- insurance schemes. Patients and their families should
be counselled by councillors and regular monitoring and follow-ups should also
be ensured.
The spread of misconceptions about the medical profession by the
entertainment industry and media should be curbed. Rural populations can be
targeted by health camps, ASHA workers, slogans, pictorial ad campaigns and
mobile vans.
Embracing the RAINBOW
Sex and gender must be considered different while taking history of patients.
Separate third gender wards and washrooms must be made mandatory [7].
A national-level sensitization campaign through all the broadcast media should
be encouraged. LGBTQ education must start from the primary classes in the form
of stories. Lessons regarding gender, gender identity, sexual orientation should
be introduced further. LGBTQ health should be included in the medical and
paramedical curriculum.
Conversion therapy must be banned and appropriate counselling must be
provided. Mental health professionals must be trained to address the concerns
of the LGBTQ community and their families [8].
Separate HIV surveillance centres for the LGBTQ community must be made
mandatory. The government should also address the structural determinants of
HIV risks and mitigate the impact of such risks.
Every state should have at least one centre to provide free sex reassignment
surgeries. SRS might just be a cosmetic procedure for most people but for trans
people, it can be life-giving [9]. Government should provide incentives and tax
exemption to private institutions wanting to set up such centres.
Comprehensive medical insurance and reservations should be provided to the
LGBTQ community. Every state must have a Third gender medical welfare board.
This board should
look after the community’s representation in the health sector, educating them
about STIs and other health problems they are prone to. This board should help

trans people in obtaining revised certificates after undergoing SRS.



Mental health counselling, crisis intervention, addressing alcohol and drug abuse
should be taken care of by this board.
A toll-free helpline number and an online platform should be provided where
people from this community can report any discrimination or denial of health
facilities. Greater involvement of the LGBTQ community in policy formulation
and program development must be ensured. New laboratory reference ranges
need to be developed to aid in the interpretation of laboratory results for
transgender patients. Medical research on the LGBTQ community must be
encouraged.
Preventive healthcare: Going beyond an apple a day : Technology today, is at
the helm of the ship changing direction to move towards a preventive form of
healthcare. The implementation of telemedicine in rural India has already been
initiated albeit in a curative form. For example- Hellolyf Cx, a Virtual Clinic, which
can connect to doctors anywhere in the world, who can not only do a video-
consultation but can remotely examine the patient, get almost all tests
conducted, and issue a prescription all for a relatively small fee. The
implementation of similar technology for preventive medicine and regular check-
ups and diagnosis can help improve the health of the entire country.
The use of Artificial Intelligence and Big data analytics to make a centralised
healthcare record of patients throughout the country, at the disposal of the
government. This data can be used by AI on a personal level, and at a population
level to observe and identify patterns and hotspots quickly. Technological
advancements like Lab on a chip and smart wearables, which give useful
information anytime anywhere, need to be developed more to make them
cheaper and more accessible. In the urban setting, it should be made mandatory
for corporations to provide health benefits and employee welfare programs. In a
well-publicised study, the Associated Chambers of Commerce of India, reported
that ༤1 spent on employee disease prevention saves ༤133 in absenteeism costs
and ༤6.62 in healthcare costs. The PHCs and ASHA workers should be given more
responsibility of informing people of preventive healthcare, its benefits, and
health insurance. The government should focus on spreading awareness through
storytelling. Government should make a compulsory routine check-up healthcare
program for all individuals from the age of 25 years.
Doctors should take more responsibility of raising awareness in the patients.
CONCLUSION : The responsibility to combat the scourge of fake news is a
collective one and healthcare professionals should accommodate the needs of
their patients without labelling them as non- compliant.
We have to start unlocking our closed minds and start a journey beyond the two
check-boxes of gender.
The shift to preventive medicine is neither an easy nor a brief process. It will
require complete involvement of the government, the healthcare sector and
most importantly the people themselves. Policy changes and technological
advancements are absolutely essential to achieve this goal.



HEALTH CARE: IMPROVISING FOR THE 
BETTER FUTURE

P MADHU CHANDANA REDDY, E AMULYA, PODILA GAYATRI, 
B M SANJANA, NANDITHA KARRA, MANEPALLY AISHWARYA

INTRODUCTION
The problem statement we received consists of burning issues prevalent in
today’s society such as: the awareness is minuscule when compared to
misinformation we receive, problems like diminished care towards the LGBTQIA+
community and lastly why is curative medicine our first option instead of
focusing on preventive care. Proper solutions addressing all these issues is given
in the following paragraphs.
BREIF DESCRIPTION OF THE SOLUTION
A study showed that "revisiting" a piece of information and "reflecting" on it
instead of deeming it to be true is the primary step which helps in intercepting
spread of misinformation. The Government should conduct surveys to identify
the health ailments on which majority of the false information is being
generated and the websites via which this information is being forwarded
through. Using this data, they should develop an application containing articles,
videos made by doctors with expertise, clearing all the misconceptions. It should
also contain instructions on how to report false information, immunization
schedules, common symptoms of prevalent co-morbidities which can assist the
person to seek further guidance from the PHCs. This application can receive
additional support from mass media in the form of pamphlets, advertisements,
viral content creation on social media platforms. A help desk should also be put-
up by the Government, to help people not having access to the application
and/or internet, to guide them on how to operate the app and also, to attend
their various other queries. The help desks can also refer the people to a nearby
PHC based on their complaints. In rural areas the Gram Panchayat should
collaborate with PHC doctors to educate people on misinformation being spread,
in the form of folklore and other entertaining activities
In the PHC a well-versed doctor should thoroughly inspect the person and refer
them to secondary or tertiary health care centres. This reduces the burden on
tertiary health care centres and increases the time spent by the doctor on each
patient, developing soft skills and stress management can act as an adjunct to
this, thus enhancing the patient-doctor rapport and trust.
Increased use of diagnostic tests is one of the common reasons for people to
avoid investigations, doctors should develop good clinical skills as this cut-downs
the use of diagnostics.



2)Every individual irrespective of their gender and caste should be treated with
equal care and respect according to Hippocratic Oath. Yet the LGBTQIA+
community are facing many barriers in our medical ecosystem. To fill this gap,
“sexual history taking” should be introduced, where in, the physician starts with
name, pronouns of their choice. This is the primal step which makes sure that
the patients feel included, safe and are not different from whatever the society
defines as “normal”. Infrastructure of the hospitals should also be
updated to include new “pride wards” and gender-neutral washrooms. Choice of
the attending doctor and the ward to be admitted should be given to the patient.
“Avoiding curiosity and concentrating on care” should be the primary motive in
management of the patient.
Transgenders are more vulnerable for STD’s hence; STD clinics should be setup in
areas where large portions of transgender population reside. According to
“National Transgender Discrimination” survey [3] conducted in the USA (2009–
10), there is high prevalence of mental health issues among LGBTQIA+
community, these can be minimized by providing therapy sessions in these STD
clinics with specialized personnel. Transgenders undergoing gender
reassignment surgery should be advised a “Modified Real Life experience” by
their doctors. This is a preparatory phase, where in the individual is put on
hormone replacement therapy and prosthetic genitals so that they get
accustomed to the gender of their choice before the surgery. This helps them in
understanding the positive and negative attributes of their choice. Topics of
“sexuality and gender reassignment surgery” should be included in General
medicine as most of the transgender physiology is obscure. The age-old taboo
that “people belong to LGBTQIA+ community because they suffer from some
psychological disorder” should be eliminated. This puts an end to the conversion
camps, which affect their mental health gravely. The root of inequality stems
from the notion of fixed sexual orientations leading to stigma. “Train the Trainer”
is a novel program for de-stigmatization in which the school teachers are trained
accordingly so that they can educate children to accept all sexual orientations. At
University level, research and seminars should be conducted to create
awareness. Negative publicity about LGBTQIA+ should also be avoided
3)Present scenario where curative medicine is in the limelight rather than
preventive medicine, a stepwise approach to make the latter more efficient is
needed. Preventive camps should be setup in various areas to educate people
about the prevailing diseases. This can be done with the help of doctors, under-
graduates, paramedics, nurses and NGO’S. In these camps, volunteered
personnel are assigned a certain area for 3 days where they screen this
population, for common co-morbidities and endemic diseases. Here emphasis is
made on family history and personal history of the individual such that genetic
component if any, is identified. This information is passed on to the assigned
post-graduate.



This post-graduate accompanied by under-graduates posted for PSM field trips
in that area are assigned for conducting various tests for prevalent co-
morbidities such as blood tests, BP, BMI, blood sugar, urine etc. The results thus
obtained are screened and the vulnerable groups are advised lifestyle changes
which are followed up for 21 days[4]. On the last day of the field trip, basic tests
are repeated to make sure that life style changes are followed accordingly.
Special attention to TB, sanitization, de-addiction programs, UTI, anaemia,
endemic diseases etc is given. Furthermore, all sexually active women are
advised for cervical screening. Every 6 months, this camp is repeated to assess
the progress of previously advised preventive care.
To spread awareness regarding preventive medicine, seminars are to be
conducted biannually by the management of respective institutions at:
1)School level for menstrual health and hygiene,
2)College level for STDs and mental health
3)Professional level for co-morbidities, life style changes and stress
management.
Additionally, to lay a proper foundation for the above schematic, all-round
screening tests for age related diagnosable conditions should be made
mandatory by the government just before entering all employment sectors. A
more radical approach would be the collaboration between the doctors and
social media influencers to provide a clear and persuasive means for people on
the importance of preventive medicine in our everyday lives thus attracting and
motivating people to pursue “prevention” at individual level.

CONCLUSION
In conclusion, we hope that with the support of these ideologies it will be
possible to revamp the existing healthcare services so that they cater to the
needs of all patients, which subsequently improvise the quality of the healthcare
system



    
 

         
         

            
              

           
           

 
           

        
             

               
               

            
            

           
            

 
            

           
          

             
          

     
            

         
 

 
 

 
 

  
  

 
 

 

 

  
    

           
   

   
         

           
  

           

   
     

            
   

    
           

              
   

              

             
       

Dear Medical students 
Greetings from Indian Medical Association (IMA)!

           
              

   
              

Indian Medical Association is the largest Association of modern medicine doctors with a 
strength of 3 lac doctors in 1750 branches.
National Medical Commission (NMC) Bill has been tabled in the Lok Sabha.
IMA opposes NMC in its present form. We, the representatives of all the modern 
medicine doctors of
India, appeal to you to consider the following points and raise them in the Parliament.

  
1. NMC is a pro private management bill paving the way for widespread corruption. It removes all the
regulations before starting a medical college. No one needs any permission.
2. Any private medical college can raise its UG/PG seats by itself.
3. Only up to 40% of seats in a private medical college can be regulated by the Government. For 60%
or more seats the private colleges will fix the rates.
4. Huge loopholes in financial penalties ranging from 5 crores to 100 crores opening the flood gates of
corruption.
5. As a result medical education in the country will become expensive placing the lower socio econom-
ic groups in great disadvantage.
Privileges of the states:
1. Only 5 states will be represented in NMC at any point of time. The other 24 will be unrepresented.
2. The state medical councils which are sovereign bodies through enactment of state legislatures will
come directly under NMC.
3. The universities do not have a representation in NMC. One per state will be represented in an adviso-
ry body called Medical Advisory Council.
Crosspathy:
1. Unscientific mixing of systems will endanger the lives of patients.
2. Provides separate registration and bridge courses for AYUSH practitioners to enable them to practice
modern medicine.
3. Joint medical council meetings will ensure mixing the curriculum of all the systems.
Foreign Medical graduates:
1. Any foreign doctor can practice in India without any restriction.
2. The screening test for Foreign Medical Graduates has been abolished.

  
All Indian Medical graduates should undergo a licentiate exam to be allowed to practice.
Undemocratic non representative.
1. Out of 25 members only 5 will be elected.
2. A group of non medical members are included
3. All the nonelected members will be either Government officials or nominated by the Government.
• This bill is anti-people since it is pro-rich and pro-private managements.
• The cost of medical education and healthcare will raise astronomically.
• It is anti-patient since it promotes unscientific mixing of systems.
• It closes the gate for Indian Medical graduates while opens the gate for foreign doctors and foreign
educated medical graduates.
• A medical Bill without the concurrence of the medical profession will be a disaster.
We appeal to you to raise your voice against the oppressive clauses of this bill and save your future

Private Medical Colleges :

Indian Medical Graduates.

    
 

   
INDIAN MEDICAL ASSOCIATION

Ahmed Aquib Ali
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