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Dear Friends,
Wish you all happy Pooja and Diwali greetings!

2014- 2015 is Silver Jubilee Year for KMCH. KMCH was born on Jun
24, 1990. In the last 25 years KMCH has grown into big health care
provider in Tamilnadu and India. In 2015 we will have 1000 beds in Mail
Center alone. Now we can claim that we will do all advanced Medical ar
Surgical works at KMCH. KMCH becomes one of the leading medice
institutionsin India.

Recently we did first Heart and Liver transplants in TamilNadu outsid
Chennai. We are really proud of our doctors, nurses and other supporti
staff for their wonderful job. Like these we are performing all kinds o
advanced Medical and Surgical works at KMCH.

Inthe year of Silver Jubilee celebrations, we will dedicate additional 15
beds in Main Center, newly built City Center, Heart Institute and Live
Institute to the people of Coimbatore. In this, 60 ICU beds will be
included. Erode centers will be reorganized. By these changes we wi
reposition ourselves to serve better to the people of Tamilnadu and Indi

We thank all doctors, nurses, employees and other friends of our hospit
fortheir contribution to the growth and wellbeing of KMCH.

- )
M e
Dr. Nalla G Palaniswami
Chairman
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IBe a blood and organ donor "
All it costs is a little love#
- Author Unknown

Greetings!

There were many noteworthy events that occurred in both KMCH Coimbatore and Erode, but the icing on the cake wa
momentous occasion of organ transplantation — KMCH Coimbatore was the first hospital in Tamil Nadu outside Chen
successfully conduct both Heart And Liver transplantations in separate patients.

This was the culmination of the combined and tireless efforts of our Chairman, Transplant Team and our Transplant Coord
and will always be considered animportantlandmark in this Hospital's history.

KMCH also conducted several free Medical Camps in the nearby districts. A state-of-art Cath Lab (Allura Clarity FD10C
inaugurated at Erode KMCH by the Chairman and other dignitaries. A variety of interesting cases that were successfully trea
being presented, the patients are mostly children. In keeping with the Academic excellence of KMCH, Dr.J.K.B.C. Parthib:
been appointed as Editor-in-Chief of 'Journal of Spinal Surgery'. He is also invited as teaching faculty of Arbeitsgemeinsch
Osteosynthese Spine Asia-Pacific Region.

The Chairman and staff of KMCH warmly welcome the new Consultants who joined us recently and wish them luck in all f
endeavors. Last but not the least, we congratulate some of our ICU doctors who passed the prestigious 'European Soci
Intensive Medicine' diploma and the DNB students who passed the final exams in various specialties.

We hope this Newsletter makes good reading.
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Pacemaker implanted to 10 days old baby
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Dr Nalla G Palaniswami, Chairman, KMCH with the baby and her parents. Dr. A.R. Srinivas, Neonatologist,
Dr.S.Balasundaram, Cardio thoracic Surgeon, Dr.S.Deva Prasath, Paediatric Cardiologist are also seen.

Mrs.Nicy, Mettupalayam delivered a baby by emerg&@umygenital complete heart block is extremely a rare condition.
caesarian section in a hospital at Mettupalayam. The duty déwtoarauses are birth defect in pacemaker node. This baby's
who did the emergency caesarian section found that therhather had systemic lupus erythematosis disease which is the
inside the mother's womb had a low rate of heart beatise of complete heart block in the baby. After discharge the
Immediately after delivery the baby was brought to the Nebahtalvas well, feeding well, its activity improved and it has no fast
Intensive Care Unit (NICU) at the KMCH Hospital. Drlreashing.

Prasath, Paediatric Cardiologist and Dr. Srinivas, Neonatelggisis Systemic Lupus Erythematosis?

conducted a detailed ECG and ECHO evaluation of the bg

bg. A

) . . . temic lupus erythematosis is a very long name for a ver

complete diagnosis of the child brought to light that the baby I¥a . P . Y . .y g y
. o o . complicated autoimmune disease that is more commonly known

a congenital heart block. After initial stabilisation on the thir

. . _ as%\ﬁEorlupus.
of admission the doctors planned for implantation of permanent

pacemaker. The baby's heart rate was 40 beat per mibfecan affect nearly every organ system in the body. The skin i
Normally new born have heart rate of 140 to 160 beat per miffug&ception, and in fact, may be involved in 70-80% of cases,

As the baby had low heart rate, it was having fast breathirfgf&sth9 sores, ulcers and/or rashes. Because lupus is a multi-
decreased activity. symptom disease, it can take years to properly diagnose. Lupus

is c?nsidered aconnective tissue disease and awkdépn

On the day of admission, a team of doctors conS|st|n%V_ o .
. ; it %ther such connective tissue diseases such as scleroderma
Dr. Balasundaram, Cardiothoracic Surgeon, Dr. Deva Prasath, . . . .
. , ) . now called Progressive Systemic Sclerosis, dermatomyositis,
Paediatric Cardiologist and Dr. Subash Kale, Plastic Surﬂeon . . . . .
. ) i rheumatoid arthritis and Sjogren's syndrome. This makes
carried out the permanent pacemaker implantation. The . . .
. . diagnosing lupus very complex. Itis common that patients will be
procedure was done in the operation theatre of the NICU, The . L .
. o . diagnosed with some of the above connective tissue diseases ol
chest was opened with small incision below the left nipple. The . . . . .
thFr conditions such as fibromyalgia or chronic fatigue
heart was exposed, pace maker lead was screwed on to the ﬁft

ventricle. The Pacemaker was placed in the right upper partsgﬂ ré)me before being properly diagnosed withlupus.
abdomen by creating a pocket. The procedure was successfully

done. Now the baby's heart rate is 125 beat per minute set by

pacemaker.
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Academic Excellence ...

Dr. J.K.B.C. Parthiban

Senior Consultant Neurosurgeon - Spine Neurosurgery, KMCH

Dr. J.K.B.C. Parthib&as been appointed as thd=ditor in Chiefof
‘The Journal of Spinal Surgey - JO&Sefficial publication of the
Neuro Spinal Surgeons Association, India (NSSA).
He is also invited to b&eaching Faculty d&kO Spine Asia Pacific region from 2014.

Free Hepatitis Screening camp organized by KMCH

Glimpses from the Screening Camp...

WHO organizes World Hepatitis D&y on 28 July every year toincrease awareness and understanding of viral hepatitis.

To Commemorate World Hepatitis Day Kovai Medical Center & Hospital in association with Rotary Club of Coimbatore Ikon
free Hepatitis B & C screening camp at Brooke Fields Mall, Coimbatore. Around 500 people were benefitted from the screening

KMCH a 750-bed multi disciplinary super specialty hospital has a full fledged Hepatology & Hepatobiliary department manage
Selvan, Liver Transplant Physician and Dr. Magnus Mansard Jeyaraj, Liver Transplant Surgeon to treat Liver disorders i
Transplantation.
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F-18 FDG PET/CT in Tuberculosis: Non-invasive marker of Therapeutic response to
Antitubercular Therapy

Dr.K.K.Kamaleshwaran, Dr. Ajit ShitNaclear Medicine & PET CT) Dr. N. SudhakafMedical Oncology)
Dr. Arjun SrinivasagPulmonology) , Dr. Sangita Meh¢Rathology)

Introduction F-18 fluorodeoxyglucoséreated with ATT. After two months, repgataclavicular mediastinal and retro
positron emission/computed tomography peritoneal lymph nodes. Intense uptake
(FDG PET/CT) imaging, an establi 4
procedure for evaluation of malignal
also shows increased FDG uptak
inflammatory conditions like tuberculo
We present two patients, one renal

also noted in lung nodules and multiple

|x|

_ \’Q

L

carcinoma, post nephrectomy on follow
evaluated to have cervical and medias
nodes diagnosed as tuberculosis : ’
another case of disseminated tubercuivos : ?“
mimicking metastasis. They were started™9- 1 Fig.2 ‘

on Anti tubercular therapy(ATT). Post 2 ]

PET/CT was done which showed compiete

months treatment, FDG PET/CT showed Fig. 3 Fig. 4

. . reéponse totreatment.
response in most of the lesions. FD

_— 3
av
Tryel 2

PET/CT allows an easy evaluation of gagyes:
therapeutic response in patients with TB,

bone lesions. In view of widespread

. . . . Mmetastasis, endobronchial ultrasound
Figure 1 : Maximum Intensity Projection

ided biopsy (EBUS) was taken from
(MIP) images of FDG PET/CT showigcd Piopsy (EBUS) u
c 1 ) ) ) sulcarinal node which showed
ase increased uptake in supraclavicular an )

tuberculosis. She was started on ATT. After
two months, she underwent PET/CT which
nephrectomy for right renal celIcarcinomQure 2 : Follow up PET/CT imagkswed complete metabolic response in
She was referred for FDG PET/CT afteji@iifing complete response to ATT wittena! lesion, lymph nodes and skeletal
year for surveillance. FDG PET/CT fa@8yal disease. lesions exceptinlung nodule.
acquired after IV injection of 20 mCi of FDG
with PET/CT. Scan showed bilat&ra$e 2

supraclavicular nodes measuring 1 g@yearoldfemale presented with leftr
with an SUVmax of 6.6 along with

particularly extra-pulmonary TB.

. mediastinal nodes.
31 year old female underwent rlgrjﬂt

Figure 3 : Maximum Intensity Projection
(MIP) images of FDG PET/CT showing

ﬁﬂﬁ’aased uptake in cervical, mediastinal,
mass lesion suspicious of malignancy.

. . . %EF'Operitoneal nodes. Also increased
mediastinal nodes with an Standard\ll\z/gg referred forPET/CTforstaging.P%'ytg

Uptake Value (SUV) max of 7's?fowed uptake in the right renal mag

. o Sletal lesions.
Suspecting nodal metastasis, biopsy Ivt\e/gi%n with an SUVmax of 6. Also increased

done from supraclavicular lymph node . o\ oied in multiple cervicdligure 4 : Follow up PET/CT images after

which confirmed Tuberculosis. She was

ﬂ-e in renal lesion, lung nodules and
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two months showing response in all with fever of unknown origin (FU89mIi quantitative analysis using SUV and
lesions exceptlung nodule. generalized lymph node (LN) enlargerttentiual time point imaging technique, itis

. _ and mediastinal or abdominalrrently not possible to differentiate
Discussion: lymphadenopathy, especially when atieignant lesions from active tuberculosis
In routine practice, oncologic Workudnpéestigations are inconclusive. The aioonsistently. However, with an integrated
responsible for the majority of referralSkgh referrals is generally to rule outP&il/CT technique, the CT scanimages may
whole-body FDG-PET/CT. The indicatiBAgrlying malignant disease or to detetp differentiate tuberculosis from
in oncology include staging, restagifg, inflammatory pathology. Infectiomslignant lesions, using morphologic
assessment of therapy response, remaain the most frequent cause of Rti@ria. The use of intravenous contrast
detection of recurrence. In spite of the dpglgtwed by neoplasms and noninfectinggeases this ability. In future, new more
success achieved by FDG-PET imagiHH'ﬁ’f“matory diseases. In India, TBpscific radiotracers, like positron-emitter
the evaluation of malignant disorders,kﬂf%‘"’n to be the commonest infectiohatmeled antituberculosis drug molecules
modality is not specific for the diagnosiBr(ﬂse”t as FUO. The high sensitivity offRBYGhelp to differentiate TB from cancer
cancer. It has been noted that proce?ég in detecting malignant lesioas,d nontuberculosis inflammatory

such as infection and inflammation, HHgctions, and other inflammatqmpcesses.

particularly granulomatous diseases, Big6esses alike, makes itanimportant tool

. . Conclusion:
cause increased FDG uptake in the afffd@§as the potential to play a role in1%8
tissues. diagnostic protocol and managemenb gk 1o the high prevalence of tuberculosis

patients with FUO. While performing EPGgia, false positive cases during
Tuberculosis (TB) is a Chro”FEET/CTforoncologicworkup,wefoun(‘_;lnTc%k)giC workup with EDG-PET are

granulomatous inflammation causedid¥ye a common cancer mimic, produqi:ra)gnmomy encountered in practice.
Mycobacterium tuberculosis. Indjgtake patterns that are indistinguish@Rif,gh FDG PET/CT is not specific for
accounts for nearly a third of the glofigi that of cancer. Many studies h@iferculosis, it plays an important role in
burden of tuberculosis, with approximajgbmented increased FDG  uptakgndeyaluation of known or suspected TB
1.8 million new cases of tuberculogigive TB in diverse anatomical locatigises FDG PET/CT can determine the
reported every year. Although it involgicking malignant processes. activity of lesions, guide biopsy from active

the thorax most frequently, any organ sites, assess disease extent, detect occult

system in the body can be infected. K case also referred for PET/CT imaging

. dis}ant foci and evaluate response to
tgfrule out metastasis in known case 0

clinical and radiological features . . .
_ o . d incidentall foﬁrﬁ%rapy. Active tuberculosis lesions often
tuberculosis are known to mimic thos&icer patients an y

. ibita high degree of FDG uptake, though
many other diseases. The role of FDGEfcUlosis. Also (18)F-FDG PET%.tP q gi N de of
_ _ luation of edllis canvary depending upon the grade o
and PET/CT in TB and other inflamm&yys an easy evalu Y

. . . .. inflammatory activity. No characteristic
diseases is evolving and is not as j&rapeutic response in patients with qut

particularly extra-pulmonary TB paasttern has been identified as yet that will

described in two studies. Our case eﬂgcf)lnltely dl_fferentlate them from
At the same time, there is a considergfdiped in response evaluation after ggqcerouslesions.

increase in PET/CT referrals for patrﬂmﬁ FDG-PET |mag|ng per se, based on

clearly defined.
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KMCH Orthopedic surgeon performed Hi-tech knee replacement surgery

Dr.S.G. Thirumalaisang@rthopaedics)

s @’Zlmmerlnsmute 3
////,, 3

KOVAIZEDICATCEN

Dr Nalla G. Palanlswaml Chairman, KMCH Dr. Nalla G. Palaniswami, Chairman, KMCH
lighting the Kuthuvilakku at the inauguration of addressing the audience
Knee arthroplasty meeting.

KMCH conducted a one day knee arthroplasty meeting. Deltgetds knee replacementis a sophisticated surgery which needs
from across the state participated in an interactive sessitwt @fiskill, instrumentation and good infrastructure to support the
which a hi-tech new knee implant surgery was performedpatient both during and after surgery, KMCH is ideally suited for
patient suffering from severe knee pain. Dr.S.G.Thirumalatbase/type of surgeries.

Consultant Orthopaedic Surgeon said that this is the highteRd;hairman of the hospital Dr.Nalla G. Palaniswami delivered

most advanced knee replacement currently available in lgdiaRote address stressing the need for hi-tech implants and

market. The advantages are that this fits exactly to the sizegffagences of this kind to propogate latest technology to other
patient'sknee closeto 1-2 mm. practicing surgeons.

There are different plastic inserts and knee implants for rig§ @adhok Rajagopal from Delhi, a Padmashri awardee and Dr. S.

left side of the knee too. This is widely practiced in USA and pffigfmalaisamy performed the live surgery on a patient suffering
countries. However, this is happening in Tamithaditstor  fom severe knee pain.

World Environment Day

World Environment Day is being obsefved on 5 of June every year. To mark this event KMCH donates free tree saplings
Mr.Asokan, District Environmental Engineer, Tamilnadu Pollution Control Board, Coimbatore was the chief guest this yea
handed over the free tree saplings to the general public.

Glimpses from the function...

m— “] KOVAI MEDICAL CENTER AND HOSPITAL
'_'g KOVAI MEDICAL GENTER AND HOSPITAL Coimbatore - 14 (Q
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Inauguration of State of the Art Cath Lab at Erode KMCH ! Allura Clarity FD10C

Allura Clarity FD10C

Allura Clarity FD10C Cath Lab inaugurated by Thiru. K.V. Ramalingam, Ex. Minister - PWD.
Dr. Nalla G Palaniswami, Chairman, KMCH, Thiru. S. Selvakumara Chinnaiyan, M.P. Erode,
Thiru. Dr. V.K. Shanmugam IAS, District Collector, Erode, Thiru. K.C. Palanisamy,
Deputy Mayor, Erode, Smt. Mallika Paramasivam, Mayor, Erode are also seen

A new state of the art Cath Lab was inaugurated at KMCH Speciality hospital, which is one of the leading centres for Cardiac
The New Cath Lab has some advanced in built technology and software which help in the management of heart disease pat
technology such as stent boost, with high clarity of angiogram images are specific featur&eithisgSatadtaimlogy is a
feature which helps inthe angioplasty procedures. It helps in adequate stent placement for successful results. Radiation tc
less with this new Cath Lab.

The Cath Lab in KMCH Speciality hospital functions 24 x 7. Emergency Angiogram, Angioplasty and Permanent pacemaker
done. About 7000 angiogram and 3500 Angioplasty Procedures have been done inthis hospital over the past sevenyears. A
including angiogram and Emergency angioplasty procedures, CABG's are covered under the Tamil Nadu Chief Minister c
health insurance scheme. So far 280 Angiograms, 625 Angioplasty & 864 CABG Surgeries have been done under the Tan
Minister's Scheme.

Cycle Rally

KMCH in association with Royal Sheraton Cycling Club conducted a cycle rally from Agriculture University to Thavathiru
Adigalar Madam, Perur covering a distance of 10 km. Mrs. Vanitha Mohan, Vice Chairman, Pricol flagged off the rally. T
organised to create awareness on Multiple Sclerosis

Glimpses from the rally...
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KMCH creates history by performing Heart Transplant

COMBATORE
brth# 10,2014
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A 24-year-old young man, known case of dilated cardiomyopathy with ejection fraction of 10% to 12%, was admitted with cardiog
shock. Itis not difficult to understand that the donor has to be a patient who is brain dead. Luckily for the patient, Kovai Medical Cent
Hospital, isrecognized for heartand lung transplantation apart from liver and kidney by the TamilNadu Government.

Early on June 9, 2014 a suitable 37-year-old donor was available and by an act of great generosity, the family was willing to dona
heart after he was declared brain dead. Dr. Prashant Vaijyanath and his team started the surgery at 2 am and completed the surge
hours giving a new lease of life to this young suffering patient and creating history by performing the first cardiac transplant in Tamil

(ExceptChennai).

10
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and Liver Transplant successfully for the first time
(Except Chennal) ...

‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘‘ 2LIMI8 £ A6MIMPA

A team of doctors of Kovai Medical Center & Hospital headed by Dr.Olithselvan, Hepatologist and Dr Magnus Jayaraj Mansard
Transplarsurgeon successfully performed the first and successful liver transplantation in(EaceiNazhennai). The liver wi
harvested from a deceased donor from Trichy who was declared 'brain dead' after he met with a road accident. A team of doctors
KMCH went to Trichy and retrieved the liver. The liver was transported to Coimbatore by road. The recipient was a 49 year old male
from Delhi. He had been suffering from cryptogenic (unknown cause) end stage liver disease. The liver transplantation surgery laste
hours and the patient was subsequently shifted to Intensive care unit where he was looked after by a specialist team of Hepatologis
surgeons, liver intensivist and liver anaesthetist. The patient made very good progress and was shifted to the ward. The patier
discharged from the hospital after two weeks.

11
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Publication in international peer-reviewed journal

Dr.M. Dhiwaka(ENT Surgery)

W J ‘V\'orld Journal ofOtorhinolaryngology

Online Submissions: http://www.wjgnet.com/esps/ World J Otorhinolaryngol2013 August 28; 3(3): 108-113
wijotorhinolaryngol@wjgnet.com ISSN 2218-6247 (online)
doi:10.5319/wjo0.v3.i3.108 © 2013 Baishideng. All rights reserved.

CASE REPORT

Extended pectoralis major myocutaneous flap in head and

neck reconstruction
Muthuswamy Dhiwakar, GI Nambi

Drs. M. Dhiwakar and G.I. Nambi have published a new research article based on research done in the departments of EN’
Surgery and Plastic Surgery. In patients with advanced head and neck cancer, surgical removal leaves a large defect that can
to repair. The authors have described a new technique where in the traditional pectoralis major flap that is taken from the che
safely extended as a larger flap. This expanded flap has a great advantage in enabling to reconstruct high and large defects
neck. After surgery, patients do well interms of appearance, speech, chewing and swallowing (Figures).

Postop Intraop

Medical Camp conducted by KMCH

A Medical camp was orgaiozgdneral public  at St. John De Britto Church, RS Puram by KMCH. More than 500 people
benefitted by this Camp.
Glimpses from the Camp...

13
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Doctors at KMCH successfully performed critical heart surgery on premature Baby

They took the baby straight away; there were three doctors an
nurses around her. | was so scared. | only had a quick look at the
baby before they took her away to neon#tbteraember

there was a light over her, and lots of tubes and wires. She was so
so tiny. She couldn't breathe and therefore she was put on a
ventilator.

The consultanttold us that they were having trouble stabilising oul
baby and my heart just sank. | felt uncomfortable and restless.
They told us she was having a huge patent ductus arteriosus
Fig. 1 connecting the Aorta & pulmonary artery and the whole blood was
divertedtolungs andthey have tried to close it medically butas all

Doctors at KMCH have created a record of sorts by succesgfully, 1,4 tailed they advised us to rush the baby to KMCH

per.formmg a critical surgery on a 45 d.ay old baby girl (F|gWth has advanced medical and surgical facility.
which was born prematurely and weighed only 1050 grams.
Vishnuvardhini, a resident of Nanjundapuram, gave birth to &baimng our baby

girlin May this year in a city hospital. _ _ _
The baby was sotiny and fragile. | felt numb, but at the same time |

In the parent's own word#&/hen | found out | was pregnant, knew | was going to do anything to make sure she survived. | tool

was ecstatic. | felt amazing, having this little life inside me. Ahenyaby to KMCH multi super specialty hospital for further

first scan, when we saw the baby on the screen, it made our ttestment. That is when Dr Srinivas, Consultant Neonatologis

become areality. My husband and myself cried outin joy saigssured us and Dr Devaprasath, Consultant Pediatric

woman. Cardiologist told us about complex, intricate & delicate heart
_ _ _ _ . sur%ery performed by Dr Prashant Vaijyanath Director of Cardia

| felt fine most of the time, with only very slight sickness, but gte%wces.

and 20 weeks | had some bleeding. It was very frightening, but the

doctors couldn't find a cause. Then, at 28 weeks, once again |

started bleeding. |was rushed to a local hospital where | stayed

for three days. Steroid injections were given to me to make sure

the baby's lungs were healthy enough to breathe if she was born. It

wasvery scary.
Goingintolabour

When | was in labour pain | cried all the way through saying that |

wanted to go home. Then, at quarter past one in the afternoon, my
baby was born. She weighed only 1050 gms!! Vishnuvardhini was
overjoyed on hearing the good news that she had given birth tca

baby girl Team of Doctors with the operated baby

14



Colloid Cyst in Third Ventricle of Brain

Dr. J.K.B.C. Parthib@Neuro & Spine Surgery)

KMCH Touch

Colloid Cysts are unique in two aspects. One it arises from $itmatmen of Monro and obstructing it,

area of braftventricles especially the Third Ventricle and hene#@h hydrocephalous and peri ventricular
the second aspect that it poses technical challenge to nsm®page (Fig. 4). The lesion abutting the
Neurosurgeons. | would like to present two such casesatesal ventricle end was occupying the

examplesinthisarticle

Case 1. Small Cyst —
Stereotactic guidance and Excision

large part of third ventricle. It was Fig. 4

moderate ventriculomegaly Significantand the patient was advised to undergo surgery at the

earliest. However he lost for follow up for a month. Subsequently

Twenty one year old college student developed on and oﬁfp]%agsented with worsened neurological status atour Emergenc

ache, eye pain and visual disturbance and attena\@_
ophthalmology hospital. Early papillodema was detected \Jﬁ]&t

W severe headache, visual disturbance and altered sensorium
ime he was willing for surgery.

led to further investigation. Patient had no other neurolo§eEJery:

deficit and was apparently normai. MRi
# showed a well defined lesion hyper
intense in T1 and hypo intense In T2
measuring 10 x 9x14 mm size| at
Foramen on Monro in the Third ventricle
of brain splaying the fornix and choroid
plexus ( Fig. 1). The lesion was| also
causing mild to moderate dilaticn of

lateral ventricles#LRt) with minimal Fig. 1

periventricular hyperintensity suggesting CSF seepage.

Surgery In February 2014 the lesion
was excised through a Stereotactic
guided craniotomy by a Trans cortical
Trans ventricular ( Lt Lateral ) approach
to the foramen of monro (Fig. 2).
Gelatinous material was removed-from
the cyst and the thin cystic wall removed
near totally. The third ventricle was well
opened to the lateral ventricle(Fig. 3).
Histo pathologically was proven as
colloid cyst.

Fig. 2

Fig. 3

Through a Right frontal craniotomy a
Trans cortical Trans lateral ventricle
approach used to expose the Foramen of
Monro. The foramen seen stretched and rig. 5
the right fornix was cut to expose-the

large cyst with golden yellow mucinous
material inside (Fig. 5). The same
evacuated and the cyst removed from the

third ventricle completely. Post operative
period was uneventful and the follow up Fig- 6
CT showed good communication at the foramen and the
resolution of hydrocephalous (Fig. 6)

Discussion:

Colloid cysts are rare but are commonly encountered by all
Neurologists and Neurosurgeons. They constitute 20% of all intre
ventricular lesions. These cysts present in the mid-adulthood
with obstructive hydrocephalous. They are believed to be
congenital, arise from roof of third ventricle at the level of
Foramen of Monro, contains dense hyaline substance and expan
slowly.

Often they are diagnosed in patients who complain of mild

Post operative period was uneventful. Post op CT showedig@@fhche on and off, visual blurring and signs of increased

opening of Foramen of Monro and resolution of hydrocephigliigeranial tension viz: vomiting, double vision. Memory loss,

The patientis now back to college with stable neurology.  pehavioral abnormalities and in few cases of endocrine

Case2:Large Cyst— Moderate ventriculomegaly - Excisiodysfunctions are also encountered in history. Rarely they do
Twenty six year old young man from Ooty consulted u#@sent with loss of consciousness and the need for emergency
headache and visual deterioration, referred by sgivice.

ophthalmological center. His MRI showed a large lesion 30 s8{be the cyst is small to start within the ventricular system
26 mm well defined ,lobulated ,rounded lesion arising at
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(Silent areas) they are surprisingly seen in routine CT scafsdmuently discussed points in Surgical Management:

radiologists. This situation poses a challenge to many clinicifg$e has been considerable amount of dilemma among
whenand when not tointervene. The.se.cysts need notbe remay&dians about the surgical management. But the most straigh
when non symptomatic but need periodic follow up. forward and time tested treatment is Microsurgical excision of the
Surgery: lesion since it is simple and effective. Trans cortical trans

Colloid cysts that are symptomatic should be removedvﬁg}tric'e is easier and familiar to many neurosurgeons. Trans
surgical means. Microsurgical excision of the third ventf@eosal approach was popularized by a school many years agc
colloid cyst is the gold standard for many years with pro@@ﬂ has now become less popular and indicated in few cases. The
results. Among the approaches Trans cortical Trans Idi€H{PSurgeon should be trained for both these approaches. The

ventricle is the most elegant and easiest. The aim of the surg&gHgence rate in surgically excised cases are very less.

to excise the cyst totally and to establish the CSF circulationStersotactic aspiration of these cysts are attempted by few but
treating hydrocephalous which is the major cause of symptbesare dangerous since they are blind and the recurrence rate i
and signs. Since the surgery evolves around the impostanthigh due tothe factthatthe cystic walls are never removed.

structures like fornix, choroid plexus and lateral wall of tifdloscopic third ventricular cyst removal is being talked about
ventricle the surgeon must be extremely familiar in this ana{ghWome time now and efforts are made to make it popular.
and should be a master in Micro Neurosurgical techniqug,hever the surgeon need to be trained in this procedure and the
regularly use Stereotactic guidance using CRW Frame i3 glhing curve is very steep. More over some of the technical
patients with small cysts and mild to moderate hydrocephagg&ects need to be addressed with caution particularly the
This technique substantially reduces the surgical time @I’é‘éding control and cyst wall excision. Majority of
enables the surgeon to reach the lesion with minimal bRgdfyosurgeons in India are stillin favor of Microsurgical excision
dissection thatreduces the side effects. to endoscopes. Studies have not shown superiority either.
Complications are rare though not encountered. Once | bHireately itis the surgeon's skill that matters than the instrument
encountered Mutism in a patient which presented for 8 daysised. Ventriculo peritonal shunt of the lateral ventricles is the
was temporary. Text books describe Intra ventricindirect management of these cysts without being excised. They
hemorrhages, endocrine dysfunctions, tension pnewrdone when other skills are not available , when patients selec
cephalous as other complications but in practice they are theny as their choice andrarely inemergency situations.

rare. Post operative seizures and asymptomatic pnel@8nclusion symptomatic colloid cysts are treatable with micro
cephalous are common. Adequate anti epileptic drugs effecﬁé‘ﬁ%surgical technique with or without navigation.
preventseizures.

Tricuspid Valve Endocarditis in a child with structurally normal heart with thymic hypoplasie

Dr. Devender SingbBy. PS. Chandraseka, K.R. Gunasbelan, K. ShBranya, SuresBbiKumar, M.K. Sivakumar
(Cardiothoracic Surgery, Paediatrics & Anaesthesiology)

A 6yrsold male child presented in the emergency with high gredel 40 per min, regular, BP was 100/60mmHg, and Respiratory
intermittent fever with erythematous rashes all over the faceRiiagwas 36 per min. Examination of cardiovascular system
with loss of appetite for one month. Before being admitted imewgaled systolic murmur with tumour plop. Lung fields were
hospital, he had received oral drugs prescribed by the doctale@r. He had a 4cm soft, non tender hepotomegaly. Neurologica
remote town. There was no history of peripheral intravearaination including fundus evaluation was normal. A diagnosis
cannulation. On arrival in emergency ward, he was evaluatethbglonged fever with anaemia with congestive cardiac failure
the pediatric team. He was conscious, febrile, dyspneic, pads,made and the possibilities of typhoid fever and malaria were
irritable, with generalised lymphadenopathy, mild abdon@ntdrtained. Blood culture was taken and intravenous vancomyci
distension and pedal edema. His temperature was 104°F, anbAugmentin was started along with diuretics.
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Investigations revealed a Hb of 7.8 g/dL ,total leucocyte cdbistsussion

were ranging from 20,000 to 30,000 with a differential Counfr?éuspid Valve Endocarditis in children with structurally normal

P-76, 1-22, M-02 and ESR of 81 mm/1 hour. Peripheral smear i very rare. There are only a few case reports till now. The

showed normocytic hypochronic anaemia with neurophiliapgﬂ nts may present with fever, respiratory symptoms, flu like

moderate thrombocytopenia and mild shit to left pattern; go ss or diarrhoea. Our patient was presented with fever &
aggregation of few platelets. Malarial Parasites were not s b'ﬁoea. He did not have any history of central venous line
smear. Serum sodium was 130 mEqg/L, potassium 5.1 m% ulation orimmuno compromise

total bilirubin 0.45mg/dL, Urine microscopy was normal and . .
urine cultures were sterile. ECG was within normal limits afHxpatient had tumour plop which was not detected at the time of

ray taken at admission showed left lower lobe patch with left 8idl@éssion but was obvious on third day. This suggested us to go
mild pleural effusion. ahead with 2D Echo. The pneumoniawas recognized atthe time ¢

Spikes of 103° F tinued despite of int admission. This usually arises due to migration of septic emboli
PIKES O continued despite of Intravenous vancori]%o tricuspid valve into pulmonary arteries.

and augmentin for five days. Blood culture yielded grow
staphylococcus aureus resistant to co-trimoxazole and sen3ipglylococcus aureus is the most common bacterial isolate as
to penicillin, ampicillin, gentamicin, ciprofloxacin, linezolf#gs in our patient. This requires prolonged aggressive antibiotic
erythromycin, levofloxacin. Antibiotics were changed tdheyapy. We treated our patient with ceftriaxone for sixweeks. Th
ceftriaxone and gentamicin_ Blood cultures gent Oﬁ 3 anaiagnOSiS of TVE is often delayEd as the cardiac manifestations
hospital days also grew staphylococcus aureus. Despite c@fi@rgubtle and the murmur of TR is inconspicious. In our case
sensitive IV antibiotics patient continued to remain febrile (10f&gnosis was made with 2D Echo only.

intermitent fever). Wic_zlal test was found to be negative. 2D-EGN0stydies have suggested that any child with acute
was done Oﬁj 4 hospital day showed large heterogenous B@ghylococcal sepsis should be subjected to 2D Echo
attached in right atrium, Myxoma, Vegetation, mild to modgaigularly if fever does not subside despite antibiotic therapy. It

tricuspid regurgitation, severe pulmonary artery hypertergiRngetect valvular vegetation in 80-100% of patients with
(PAP 65mm/Hg). endocarditis.

Afterdue consentof the parents the child was taken up for suggggery is indicated for large vegetation (>10mm), Persistent
Routine midline sternotomy was done. Patient was hepariazgs, severe CCF, increasing vegetation size. In our case, wi
and then put on cardio pulmonary bypass using Aorto bicgv@hHed to go for surgery in view of persistent sepsis. The surgical
cannulation. Right atrium was opened and Tricuspid valve¥@shs include simple excision of vegetation, valvectomy,
examined. Two vegetations found attached to anterior Igaf@dpid valve repair or replacement. In this case we did generous
measuring 2.5x 2.0 sq.cm and posterior leaflet measugRgision of valvular vegetation & reconstruction of anterior &

2.0x1.5 sg.cm. Both masses excised followed by reconstrughgterior leaflet followed by De vega's annuloplasty to achieve
of posterior leaflet taking care to preserve the native V@dg@et coaptation.

Modified DeVegamuloplasty was done using 4/0 prolene. . .
'gl%qggh our report we emphasize that one should have high

Saline testrevealed competent tricuspid valve. RA closed 2| R ) ) =
with 4/0 prolene. Patient came off cardio pulmonary by |§gcal suspicion in febrile cases not responding to medication
and should go in for early 2D Echocardiogram imaging to detect

gradually. Hemostasis achieved and wound closed in layers: - ) < -
staphylococcus aureus infective endocarditis. We should aim at

Patientwas extubated after three hours. Post operatively theygyi@al intervention before the onset of systemic embolization
no fever and first post-op total leucocyte count was 13,888 irreversible damage to the valvular apparatus. Valve

cells/cumm. Pre discharge total leucocyte count was 10,g0acement should be avoided as preserving the native valve
cells/cumm and also there was regression of hepatomegaly2d resultin good functional outcome.

op 2D Echocardiogram revealed trivial tricuspid regurgitation, no
visible mass or vegetation in right atrium. Post op
histopathological report showed acute fibrinous inflammation
with focal suppuration and many bacterial colonies suggestive of
infective endocarditisin Tricuspid valve.
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Congratulations
Another Milestone for KMCH ICU ...

The following doctors were certified Nationally / Internationally in 2013 - 14.

Passed EDIC (European Diploma in Critical Care)

Lgie

-
1T |
—— S S

Dr. M.N. Sivakumar Dr. T. Gopinathan Dr. V. Nandakumar Dr. T. Saraswathi
DNB, IDCCM, EDIC MD, IDCCM, EDIC MD, IDCCM, EDIC MBBS, DA, EDIC
Head - Dept. of CCM Consultant Intensivist Consultant Intensivist Senior Registra

ath

g‘g Passed IDCCM (Indian Diploma in Critical Care Medicine)
ISCCM

7~\ Pl ey
= M ‘ ?a .s'v
4Sh 0 SL Bl

Dr. P Nandakumar Dr. S. Yuvaraj Dr. Vidyadhara G. Lakkappan

1
1

DA, DNB, IDCCM MBBS, DA, IDCCM MBBS, DNB, IDCCM
Senior Registrar Senior Registrar Senior Registrar

g‘g Passed Post MBBS Certificate Course in Critical Care
ISCCM

Dr. T. NandinMBBS
Senior Medical Officer
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KMCH Welcomes...

Dr. A. Olithselvan
MD, MRCP (UK), CCT - Gastro (UK),
CSST - Hepatology (UK)

Dr.B. Rohit
MS, DNB (Gen.Surgery),
M.Ch (Neuro Surgery)

Dr. Krishnan Swaminathan
MD (UK), FRCP (UK)

Dr. D. Sujeetha Swaminathan
MBBS, DFFP, MRCOG (UK)

y %
L

£
&/

PR

Dr. Rahul Arekar
Dept. of Radiology

KMCH Touch

Dr. Olithselvan completed his MBBS and MD from JIPMER, Pondicherry and MRCP from'|
completed his CCT in Gastroenterology from UK. He underwent further training in Hepa
and liver transplantation from St James University hospital Leeds, UK. He worked as a Cor
in Hepatology and Gastroenterology in various hospitals in UK. Before joining KMCH he v
in Global Hospital, Chennai as a Consultant Hepatologist and liver transplant physician
years.

Dr. Rohit completed his MBBS from Stanley Medical College and MS (General Surgery)
Kilpauk Medical College. He passed his DNB General Surgery in 2006 and completed
(Neuro Surgery) from Institute of Neurology, Madras Medical College, Chennai. Worked
Assistant Professor in Neurosurgery at the Institute of Neurology, Madras Medical Colleg
2010 to 2013. He was awarded Dr. MGR Medical University's Gold Medal for Neurosurg
2010.

He completed his MD in Diabetes & CVD from Dundee University, UK and honorary Vi
Consultant at Bute University, St.Andrews. He completed his diplomain Medical Educatio
Tayside Centre, UK. He was working as a Consultant level in Endocrinology for 8 ye:
St. Thomas, London & Addenbrooke's, Cambridge. His special areas of interest are li
pesticides and human diabetes, diabetes in Pregnancy and Clinical Endocrinology. Hi
published more than 40 papers ininternational journals.

Dr.Sujeetha graduated from Coimbatore Medical College and attained MRCOG (UK
practiced as a Consultant in Obstetrics and Gynaecology at Fife, Scotland. She has a dipl
in the Faculty of Family Planning and has expertise in Infertility ultrasound. She has r
international publications to her credit and has contributed a chapter in an International te>
on Obesity. She currently joined as a Director, Institute of Allied Health Science, KMCH. S|
Co-founder of Idhayangal, a charity organization that works for the benefit of poor child
India.

KMCH Management congratulates the
PG students who have passed DNB Exam...

Dr. Rajeshkumar
Dept. of Radiology

Dr. S. Murugaraj
Dept. of Anaesthesiology

Dr. J.S.K. Chaitanya

Dept. of General Medicine
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KMCH is a 750 bed multi disciplinary
Super Speciality Hospital with
state of the art facilities such as :

Varian Rapid Arc Trilogy Linear Accelerator, PET CT, 3T

MRI, 500 Slice Volume CT Scanner, Bi-plane Cath Lab,
Digital Mammography, 4D Ultra Sound Scanner, Cardiac
Electro-physiology Lab, Bone Mineral Densitometer and
Endo Bronchial Ultra Sound (EBUS).

SUPER SPECIALITY DEPARTMENTS KMCH IS THE FIRST HOSPITAL TO PERFORM HEART
Interventional Cardiology, Cardio-thoracic Surgery, & LIVER TRANSPLANT SURGERY IN TAMIL NADU

Comprehensive Cancer Center (Medical Oncology, (EXCEPT CHENNAI

Surgical Oncology, Radiation Oncology, Nuclear o
Medicine), Liver / Bone Marrow / Renal Transplants,
Neuro Sciences, Orthopedics & Joint Replacements,
Urology / Nephrology, Interventional Radiology &
Imaging Sciences, General, Gastrointestinal, Bariatric
and Laparoscopic Surgery, Fertility and Reproductive

Medicine, Critical Care Medicine K|M
ClH

Kovai Medical Center and Hospital
Excellence in Healthcare
PB No : 3209, Avanashi Road, Coimbatore - 641 014,

Ph :+91 422 4323800 - 802, 3083800 | Fax: +91 422 2627782 | www.kmchhospitals.com
(CIN No:L85110TZ1985PLC001659)
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