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Mucocele of the Rectum
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Abdtract: Mucocee of the rectum causing intestinal obstruction isa rare complication of retained long rectal stump. Ve present one such case. )

INTRODUCTION

The mucosa of Rectum secretes mucus, which must drain out otherwise it
will accumulate over time. Injury, scarring and stenosis of the anal candl in
a proximally closed rectum can cause mucocele. Which progressively
enlargesin size.

CASE REPORT

A 45 yrs old male presented with vomiting, low grade fever, diffuse pain s
distension of abdomen with constipation of one week duration. History of
road traffic accident in October 1991, for which a sigmoid end colostomy
with closure of distal bowel loop with supra public cysostomy done as
emergency surgical procedurefor pelvic fracturewith damageto lower rectum
& and canal including sphincter.

On examination the patient was febrile 100 F, Tachypneic, pulse rate:- 96/
min & mildly dehydrated. Abdomen wasdistended & tense. Colostomy seen
intheleftiliac fossaand SPC catheter in the suprapublic area. Bowel sounds
were absent. Colostomy examination was normal. Examination of perineum
showed complete stenosis of the anal candl.

Plain X ray abdomen showed dilated large bowel loops & no bowel gas
seen in the pelvic area. Ultra sound abdomen revealed grosdly dilated fluid
filled bowel loops suggestive of sub acute intestind obstruction (Fig: 1).

Fig. 1 : Ultrasound showing

grossly dilated fluid filled bowel

P loops

Blood routine was normal except low serum potassium (2.9 Meg/Lit).

The patient was initially managed conservatively for two days with nil per
ord, IV fluids, correction of hypokalaemia, Ryle'stube aspiration & enema
through the colostomy. Since the pain and distension increased, laparotomy
was decided. Through left Para median incision abdomen opened. A huge
cystic mass arising from the pelvis to the supraumbilical region seen. Small
bowel adherent to the cystic swelling. The cystic swelling was compressing

on the colostomy loop causing obstruction. On mohilizing the swelling it
was found to be the long stump that was closed during the earlier procedure.
Theinter bowel adhesions released. 800 ml of mucous fluid aspirated from
the cystic swelling & sent for culture & senditivity. The swelling shrunk
completely relieving the pressure on the colostomy site. Theend was brought
out as a mucous fistula on the right iliac fossa. Post operative period was
uneventful.

DISCUSSION

Themucosal lining of the rectum secrets mucus, which must drain otherwise
it will accumulate over time. Inflammation, scarring, epitheliaisation &
stenosis with obstruction of the anal cana can produce a mucocele, which
can increase in size enormoudly.

Mucoceles are commonly associated with the appendix, retained esophagus,
gall bladder neck obstruction and crania sinuses. Rectal mucoceles arerare.
The first reported pediatric case was an extraluminal pelvic mucocele in a
patient with an imperforate anus following an endorectal pull through
operation with incomplete mucosal excisiont. There are case reports of rectal
mucoceles following Hartmann's procedure? for ulcerative colitis, and
secondary to high anal sphincter tone following spinal trauma®4. Mucoceles
have developed in defunctioned colon after pull-through surgery for
Hirschprungs disease® due to stenosis and retraction of the colonic stump®”.
Scarring of the mucus fistula, or failure to create a mucus fistula are other
described contributing factors. Treatment requires effective drainage or
remova of the mucus- producing epithelium.
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PREVALENCE AND PATTERN OF USE oF INDIGENOUS M EDICINES IN DIABETIC PATIENTS ATTENDING A TERTIARY CARE CENTRE

Ankur Sethi, Saurabh Srivastava and SV Madhu, J Indian Med Assoc 109(7):469-71 (2011), PMID 22315837
The aim of the study was to see the pattern of use of indigenous medicines in digbetic patients and to find out its correation with various demographic variables in patients of type 2 diabetes A
sample of 113 patients with diabetes (type 1 and type 2) was interviewed using a structured questionnaire by trained medical personnel about the intake of indigenous medicines. Correlation of
intake of indigenous medicines with various demographic variables was assessed using gppropriate satistica tests Maeto femaeratio in the present study was 1:3. Mean duration of diabeteswas
5.2 +/- 2 years. It was found that mgjority of patients 101/113 (89.4%) attending diabetic clinic were using indigenous medicines in one form or the other. Most common drugs used were karela
(78.8%), jamun (65.5%), methi (38.9%) and neem (28.3%). Mg ority were taking on advice from fellow diabetics (41.6%) and were not sure (39.8%) about the effect. No Sgnificant correlation weas
found with their intake and demographic variables as age, sex, per capitaincome, duration of diabtes, occupation, cultural background and antidiabetic medicine used. Thereisahigh percentage of
indigenous drug use in patients with diabetes which is often not reported. Treating physicians need to be dert to this possibility while managing digbetic patients in order to correctly interpret
glycaemic control, hypoglycaemic episodes and other unexplained comorbidities that might arise in them.
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Oral Electrical Burn Injury in a 36 Year Old Female - A Rare Case Report.
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Abdract: Thisisa caseof oral dectrical burn of a 36 years old femal e patient, who unknowingly came into contact with live dectric wirein her home, when she
wastrying to peal it off. Following which she sustained massive burn of oral commissure, lips, tounge, and floor of mouth. e performed an exhaustive search of
literature and find that oral eectrical burnsare very rare and even rarer to find thisin the adult females as they are occupationally less exposed to these kind of
accidents. Thuswe believe thisisthefirst case of its kind and hence this report should be considered for publication.
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INTRODUCTION

Electricd injuriescongtituteasmall minority of total burn patients. Approximately
2-75 of al admissions to specidized burn units are due to eectrica injuries.
Electricd burnsin the ord cavity account for 2.2% of al eectrica burns and
only0.12% of al burns; thus, theincidence of dectrical burnsintheord cavity is
relatively low. Asthistype of injury occursin theora cavity when anindividua
sucksor chewsonalivedectricd wire, extengon cord, plug or outlet, most cases
occur intoddlersor preschool children, and adult casesareextremely rare. Present
caeistherare presentation of ord eectrica burnin the adult femae.

CASE REPORT

Herewe describe acase of an dectrical burnina36- years-old femae, who accidentally put
live dectric wire if afan in her mouth. Wire was plugged to a electric board having low
voltage household current. Petient was anilliterate person; she put thiswirein her mouthin
order to pedl it off for extenson. Contact of the live electric wire resulted in injury to the
commissureof thelip, tongue, or floor of themouth. Shewasadmitted in emergency surgery
department of our ingtitute one hour after the burn. In the emergency surgery department she
was resuscitated promptly. There was massive edema over the face of the patient (fig 1).
Later oninthesurgery ward multipledressingsweredoneand after facial edemawassubsided
completely (fig 2).

Debridement of the necrosed areas was done and patient was atteched with plastic surgery
department for follow up.

Figl

Figl: Photograph of the patient showing oral electrical burn (at the time of
admission)

Fig 2: Photograph of the patient after debridement of the wound (at the time
of the discharge)

DISCUSSION

Electrica burnsto the mouth often present as small ovd, grey-yellow ulcerswith
adepressad centre. Characteridticaly, the pain from thelesionisnot severe. These
burnsmost commonly involve the commissures of thelips, but have been known
to involve the tongue, bucca sulcus, dveolus, and paate. Ord dectricd burns
can produce devagtating, full thickness destruction of the lip and cheek, resulting
inseverefunctiond discbilitiesandfacid deformities Sdivaservesasaconduction
medium connecting the polarity gap of the wires of the wires of the eectricd
source. Understanding electrical injuries requires a basic knowledge of genera
physics. There are 6 variables that contribute to the outcome of any eectricd
injury: voltage(V), resstance(R), current(l), typeof current (aternating or direct—
ACor DC), duration of exposureto current(meesured in seconds), and thecurrent’s
pathway inthebody, In contact burns, the current istransmitted from thelectrica
source and travels through the tissues adong the path of least resistance. The
immediate response of the tissues to the applied energy is coagulation of the
tissues, resulting of necrosis. Studies donein burn centersfind that the number of
femde patients is smdl. In our case, the patient accidentaly came into contact
with low voltagedectrical current and sustained eectrica burninjuriesleadingto
ora burn. With multiple dressings and debridement’s the patient improved well
and discharged in satisfactory condition. Currently surgery may be performed at
alater date, as needed.

CONCLUSION

Electricd ord burninjuriesarerare aswe have mentioned above and evenrarer to
find these injuries in adult females, as they are less occupationdly exposed to
these kinds of accidents So this is a unique case of its kind and suitable for
publication. Such injuries can be prevented with proper educationa programmes
designed to suit the community.
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Cardiovascular Risk of Oral Antidiabetic Drugs. Current Evidence and Regulatory Requirementsfor New Drugs

Gopi Krishna Panickera, Dilip R Karnada,b, Vaibhav Salvia, Snehal Kotharia© JAPI ¢ january 2012 « VOL. 60 pg 56
Better control of diabetes mellitus reduces microvascular complications, but haslimited effect on macrovascular complicationsincluding cardiovascular mortality. A spate of controversia reports has shown that some new oral
antidiabetic drugsmay paradoxically increase cardiovascular eventsand mortdity. Wereview here published dataon cardiac safety of currently availableoral antidiabetic drugs. Literature search was performed for “ cardiovascular
risk” and “antidiabetic drugs’ or individua oral antidiabetic drugs. Some sulfonyluress increase cardiovascular risk presumably by preventing protective ischemic cardiac preconditioning. Rosiglitazone increases risk of
myocardia infarction and deeth possibly by increasing serum triglyceridesand L DL -cholesterol levels. Muraglitazar increased risk of cardiovascular death, myocardial infarction, or stroke dueto asyet unidentified reasons. Only
insulin sensitizing drugs like metformin and pioglitazone have been consistently shown to reduce cardiovascular risk. Beneficia effects of tight glucose control with insulin or insulin secretagogues on macrovascular
complications areinconsistent; their benefits may be negated by increased risk of hypoglycemiawhichin turnincreases adverse cardiovascular events. Increased cardiovascul ar risk of some antidiabetic drugswas missed during
drug development and detected only on meta-analysis of clinical trial data. Regulatory agenciesin North America and Europe have therefore proposed stringent guidelines for study design, data anaysis and quantification of
cardiovascular risk of new antidiabetic drugs. Physiciansshould weigh the cardiovascular risk against potential benefitswhen prescribing antidiabetic medications. The proposed regul atory measureswill ensure gpproval of safer
drugs, but may aso lengthen the drug development cycle or even deter development of potentialy useful drugs. or stroke due to as yet unidentified reasons. Only insulin sensitizing drugs like metformin and pioglitazone have
been consistently shown to reduce cardiovascular risk. Beneficial effectsof tight glucose control with insulin or insulin secretagogues on macrovascular complications areinconsistent; their benefits may be negated by increased
risk of hypoglycemiawhichin turnincreases adverse cardiovascular events. Increased cardiovascular risk of some antidiabetic drugswas missed during drug devel opment and detected only on meta-analysisof clinicd trid data.
Regulatory agencies in North America and Europe have therefore proposed stringent guidelines for study design, data analysis and quantification of cardiovascular risk of new antidiabetic drugs. Physicians should weigh the
cardiovascular risk against potential benefits when prescribing antidiabetic medications. The proposed regul atory measures will ensure approva of safer drugs, but may also lengthen the drug development cycle or even deter
| development of potentially useful drugs




