Advanced critera: Research

Specialised Research Centres

No. of
No. of research
Name of the international repor_ts/
. conferences working
specialised research " .
Obijectives of the centre organised by papers
centre/ Centre of .
excellence the centre published by
(in the last 12 the centre
months) (in the last 12
months)
* To provide door step advanced healthcare services
* To fill the gap between low socio economic group and
Centre of Excellence . o
multi-speciality care
for Gastroenterology |, To provide affordable quality health care services in
& Minimal Access P quatity 0 23
Surgery rural areas
* Better learning experience for the students
* To promote research in local health issues
* Strengthen the collaboration
« To ensure, on behalf of the institution, that all
activities relating to the care and use of animals are
Animal House Lab  |conducted in compliance with the CCSEA. Nil 4
* Ethically reviewing proposals and animal facility
management procedures.
The Division of Laboratory Genetics actively
contributes to the study of genetic disease and the
Genetics Lab advancement of genetic testing and related technology, 0 3
with a goal of enhancing clinical patient care.
Aim: To perform the cutting edge research in
therapeutic areas which will make the significant
difference in human lives and sufferings.
Therapeutic areas as mentioned below:
Central Research Lab a) Translational research — Infectious diseases, Cancer, 0 12

Inflammatory diseases

b) Drug discovery and Pre-clinical Pharmacology —
Anticancer NCE’s

¢) Molecular Pharmacology at miRNA level — Cancer,
Inflammation and Infectious diseases.




No. of

No. of research
Name of the international repor_ts/
o conferences working
specialised research L .
Objectives of the centre organised by papers
centre/ Centre of i
excellence the centre published by
(in the last 12 the centre
months) (in the last 12
months)
1) To provide accurate, precise and reliable diagnostic
services for prompt patient care.
2) To contribute in patient care for the improvement of
patients in OPD & IPD bases by offering a wide range
of diagnostic tests for timely diagnosis and treatments
of patients.
3) Quality Assurance including proficiency testing, to
ensure the reliability of test results, their precision for
accurate diagnosis, treatment and prognosis for patient
care.
4) Laboratory services are offered for research projects
and clinical trials, after fulfillment of all official
. formalities to support the medical research initiatives.
Central Clinical Lab 0 12

5) To take efforts for continuous update and
improvement in testing methodologies, overcoming the
difficulties in different methods of estimations,
maintain and update equipments, and staff training to
keep laboratory in state of art.

6) To ensure the prompt and accurate lab reports to
healthcare providers and patients by minimizing
turnaround time (TAT).

7) To adhere to all regulatory and accreditation
standards, ensuring patient and staff safety measures
and confidentiality with reference to patient.




Recent Publications per Research Centre



Publications Centre of Excellence



e ¥

i P o
P R & Jompry.

Asian Journal of Case Reports in Surgery

11(4): 121-124, 2021; Article no.AJCRS.75560

Adenocarcinoma of lleum Presenting as Acute
Abdomen — A Rare Case Report

Sushil Deshpande'®, Sangeeta Deshpande®', Santosh Kasturej:
and Dinesh Kulkami

y ‘ India
Sanket Nursing Home, Aurangabad 431005, Msharashtra, Indi

. ?Independent Researcher, Aurangabad, Maharashtra, India.

*Kasiure Pathology Laboratory, Aurangabad, Maharashtra, India.

“Saurabh Histopathology Centre, Aurangabad 431005, Maharashtra. India.

Authors' contributions

This work was carried out in collaboration among all authors. All authors read and approved the ﬂpal
manuscript.

Article Information

(1) Dr. Ashish Anand, GV Montgomery Veteran Affairs Medical Center, USA.
Reviewars.

(1) M. 8. Kalyan Kumar, The Tamil Nadu Dr. M.G.R. Medical University, india

(2) Sofia Xenaki, University Hospital of Heraklion Crote, Greece

(3) Francisco Javiwer Torres-Gomez, High R ution Hospital Utrera, Spain
Complete Peer review History: Nips.//www. sdiarticled com/raview 75098

Received 25 August 2021
ey Accepted 02 November 2021
® Case Report \ Published 10 November 2021

ABSTRACT

Benign and malignant tumours of small intestine are uncommon. Small bowel malignancies are rare |
and often present with non-specific symptoms. Because of this, diagnosis of small bowel |
malignancies is often missed. The primary malignant tumours of small intestine constitute only 1- |
3% of all primary gastrointestinal malfignancies. Adenocarcinoma account for 40-80% of smail |
| bowel malignant tumours. lieum is involved in 13% of patients. Ouwr patient presenied with fealures |
of acute abdomen. Resected lleal segment revealed Ihickened wall and histologically t was |
adenocarcinoma invading upto musculans, serosa was spared and no nodes were nvolved. We |
report this case for uncommon involvermnent of small intestine with malignant lesion and perforation.

Keywords: Adenocardnoma, eum; perforation.
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1. INTRODUCTION

Although the small bowel represents 90% of the
swface area and 78% of the length of the
alevantairy tract and 18 located between two
organs with high cancer incidence (l.e., stomach
and colon), malignant neoplasm of the small
bowal tall in the category of rare neoplasms.
They account for only 2% of all Gl malignancies.
Even though, the first collective series of
malignant small bowel neoplasm was published
by Lexchtensten in 1876, small bowel neoplasms
continue to present a challenge to the clinician
due o their infrequency, nonspecific symptoms
and a delay in diagnosis [1). Adenocarcinoma of
small intestine are seen in aldery persons with
median age of 55-87 years and have no sex
prediection. U.S. cancer registry for 1993-97
showad highest incidence of smaill bowel
malignancies in U.S and lowest in East Asia
[2.3). In small intesting, these tumours are more
common in upper segment with duodenum being
involved in 55.2%, jejunum in 17.6% and ileum in
13% patients® Adenocarcinoma of small bowel
are descnbed in hereditary nonpolyposis
colorectal carcinoma syndrome, Peutz-Jegher's
syndrome, bowel duplications, Crohn's disease,
at ileostomy sites and ileal segment of
defunctionalised ileoplasty [3). Primary malignant
tumors of the small bowel are rare. These are
mainly adenocarcinomas followed in decreasing
order by carcinoid tumors, non-Hodgkin
lymphomas, gastrointestinal stromal tumors,
melanomas, and other rare entities. Grossly
these tumours can be fiat, stenosing, ulcerated,
infiltrative or polypoid [4]. The tumour qells show
reactivity for mucin and carcinoembyonic antigen
(CEA) [8). Morphologically  these  are
adenocarcinoma but more often papillary In
nature. At the time of diagnosis, most _of these
tumours are deeply invading into intestinal wgll
and show distant metastasis [6). Prognosis
depends on involvement of mesenteric
lymphnodes with 88% deaths in positive nodes
and 45% with negative nodes (5]

2. CASE REPORT

Seventy five year old lady presented w}th sudgen
onset pain in abdomen since previous night
associated with high grade fever. She did not
have history of nausea / vomiting. She had
tachycardia. Her abdomen was not distended
and there was marked tenderness on right side
of abdomen. Bowel sounds were absent. She
had leukocyte count of 25,220 with 93%
Neutrophils. Her other blood investigations were

normal Mer  ultrasonography  revealed
edematous bowel loops and mesentery in right
ilac fossa? appendicitis. There was no froe fluid
in peritoneal cavity. She was posted for
exploratory laparotomy with high risk consent.
On exploration thare was pus in peritoneal cavity.
There was a gangrenous diverticulum like
structure in distal ileum with pus flakes. (Fig. 'l)'lt
was thought to be gangrenous Meckel's
diverticulum and resection nnastamqsis was
performed.  There  was  NO §|9nif|cant
lymphadenopathy. The resected gpocnmen was
sant for histopatholgy examination. She had
uneventful recovery and was discharged from the
hospital on seventh post-operative day.

Fig. 1. Intraoperative photograph showing
lleal loop with perforation and pus collection
(yellow arrow) on serosal surface

A segment of lleum with attached mesentery, 10
cm in length was received in the lab. External
surface showed a perforation of 1 cm on
antimesenteric border with whitish flakes on
serosal surface. Cut surface showed irregular
circumferential ulcerated growth in the centre of
segment (Fig. 2), with an area of perforation
nearby, having necrotic floor and firm base. The
ileal wall was thickened at the site of ulcerated
areas. Serosal surface had two grayish soft
nodules filled with blood. Resected small bowel
ends showed normal mucosa. Two small
lymphnodes were palpable in mesentery.
Sections from Ulcerated growth showed normal
mucosal villi lined by columnar and goblet cells
and undemeath tumour tissue arranged in
glandular and papillary pattern lined by
multilayered columnar cells containing
hyperchromatic nuclei and clear cytoplasm. The
tumour cells had invaded submucosa and
muscularis (Fig. 3). Serosa was free from tumour
infiltrate. Mesentery along with proximal and
distal resected ends of ileum were free from
tumour infiltrate. Both lymphnodes in mesentery
did not reveal metastasis. Histopathological
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4. CONCLUSION

Thie cpes demonstrates an unusual condition
sharaciarized by iate and challenging diagnosis.
We highlight the importance of an earlier
dagrnsis and optimal trestment for improved
patient mtcormee Recagee  of the vague
aymipteme  thase lesions are diagnosed late.
Theratora  on symptoms of partial Intestinal
nhatrsedinn v perforation  In an adult  thie
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Abstract

Intussusception is rare in adults. In this age group, symptoms a o the
stands out as an important etiology, unless proven otherwise. Therefore, surgery remains toe
treatment of choice. We report two cases of adult intussusception, which presenfcd as sub-acute
intestinal obstruction. Both cases had intussusception on CT Abdomen. Both patients underwent
surgical intervention. In first case, ileal loop along with mesenteric fat and lymph node was
seen in intussusception. In second case colonic mass with lymph node involvement was Seel-

Hemicolectomy was done in both the patients.

re often misleading, and malignancy

Introduction
ren. In adults it is rare. Colonic intussusceptions

Intussusception is common in infants and child . .
(1). We present our experience of treating two

account for 1% of intestinal obstructions in adults
cases of adult colonic intussusception along with review of literature.

Case Series

Case 1

Asixty-year-old female patient pre:
She gave history of similar attack one arid half month befo
leukocytosis with Total Leukocyte Count of 17000/cm. Consi
obstruction, she was investigated. On USG there was suspicion of Ileo-colic intussuscepti
a CT abdomen was done, which confirmed the diagnosis of Ileo-colic intussusception leading
to sub-acute intestinal obstruction. However, no mass was detected. On exploration Ileo-colic
intussusception was extending up to transverse colon (Figure 1). Intussusception was partially
reducible, and a large mesenteric node was seen inside the intussusceptum. Right hemicolectomy
was performed with end-to-end Ileo-transverse anastomosis. On cutting open the specimen a
proliferative lesion was seen in the cecum (Figure 2). Histopathology revealed adenocarcinoma of

cecum (Figure 3). Patient made uneventful recovery.

sented withabdominal pain, vomitingand fullness ofabdomen.
re. She was found to have anemia and

dering diagnosis of sub-acute intestinal
on, hence

Case 2

Eighty-one-year-old man presented with complaints of abdominal pain, loss of appetite.
He was investigated with CECT Abdomen. It revealed a colo-colic intussusception with a mass
lesion in ascending colon as a lead point (Figure 4). Enlarged lymph nodes were noted in adjacent
mesocolon. Since the lumen was compromised on CT scan, patient was operated upon. On
exploration there was colo-colic intussusception with large colonic mass as a lead point. There were

Figure 1: Showing lleo-colic intussusceptions.

Remedy Publications LLC., | http //anncaserep com/ 1
2022 | Volume 7 | Article 2124



Sushil Deshpande, et al., N

i thwez:sm\omgploldemrvelesmnmcwn

| 7 \
| Figure 3: Histopathology H&E. 10x x 10x showing lining mucosa and
Eundammummnsswmgodmglarﬁlamdpapﬂarypmm,
moderately diffe d ad grade |I.

I

|

!

t Figure 4: Showing Colo-colic iIntussusceplion
large mesenteric lymph nodes. Right hemicolectomy was done with
end-to-end lleo-colic anastomosis. On cutting open, the specimen
revealed a proliferative lesion in proximal ascending colon (Figure 5).
Histopathology revealed adenocarcinoma of colon grade I1. Patient
had severe hypoproteinemia post-operatively but responded well 10

supportive treatment snd made uneventful recovery afterwards.

Discussion

Intussusception was frst described by Barbette i 1674 [2]. It is
defined as the telescoping of a proximal segment of the Gastrointestinal
(G1) tract, called intussusceplum, nio the lumen of the adjacent
distal segment of the Gl tract, calied mtussuscipiens. One of the
segments is free and the other is freely moving The conumonest age
group for intussusception is fram 6 to 18 months of age. In pediatric
population 1§ occurrence is usually idiopathic (~90%) and may be
treated conservatively by endoscopic or radiological reducton [1].
Intussusception is rare in adults. Less than 5% cases of infussusception
oocur ip adulis. In about 80% 0 90% adult patients, the underiying
cause of intussusception is benign or malignant neoplasm |3- 5} The
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inal pain, blood in
the patient commonly present
of sub-acute intestinal

eption is abd

classical clinical trial of i
stool and lump in abdomen. In adults,

with chronic abdominal pain, symptoms : :
obstruction such as vomiting, constipation and abdominal pain. This

makes the clinical diagnosis of intussusception in adults difficult.
Various causative factors leading o intussusception in adults are
malignant and benign tumors, Meckel's diverticulum, foreign bodies,
inflammatory lesions, lymphoid hyperplasia, and sometimes post
operative adhesions {6]. In adult colonic intussusception primary
adenocarcinoma is the commonest underlying malignant lesion
[4.5]. Ten percent of adult cases may present with no demonstrable
cause of intussusception and are considered to have idiopathic
intussusception (7). Dean et al. (8] in 1956 classified intussusception
in adult as per the location viz. Enteric (43%), Colo-colic (22%) and
Tleo-cecal (21%). Diagnosis of intussusception in adults is often
based on imaging as in majority of patients the clinical findings are
inconclusive. Abdominal sonography which has revolutionized the
diagnosis of gastrointestinal pathologies is found to be useful in
these cases too, Ultrasonography shows typical features like “Target”
or “Donut sign” on transverse view while on longitudinal view”
Pseudo-kidney” or “Hayfork” sign is seen [#]. However, gas fluid
filled intestinal loops and obesity are the major limiting factors for
USG [9]. In a meta-analysis of recent studies by Abralena et al. [10] in
2013, abdominal CT was observed to be the most sensitive modality
in the diagnosis of intussusception with diagnostic accuracy of 83%.
:lhc Lh-a!actmﬂic features on CT scan include an inhomogeneous
target” or “sausage” shaped soft tissue mass with a layering effect
and mesenteric vessels within the bowel lumen [11]. However,
possibilities of breathing artifacts in il patients and exposure to
ionizing radm have been found to be the major drawbacks of CT
:bdmnm (). Considering the high probubility of underlying benign
malignant tumor as the etiology in majority of adult patients,
surgery is the treatment madality of choice in adults. Azar reported
that, for right-sided colonic intussusceptions, resection and primary
anastomosis can
for left-sided or r:ui::;me?e:lw’ww h'ouh‘ “m'k
g , tion with constructian of a
c rlﬂ!h:-:- s posch with re-anastomosss af 2 second
i o
2 E et ey o & s e
few weeks. They presented with sub wt:' ooy
surgery oa pnonty. The typaal *f‘m‘) l ) S
presentaiion of miussis cplnn was
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absent in both the cases and the diagnosis could be established on
imaging modalities. In first case, there was no obvious cause for
intussuscepion on imaging but considering the patient’s age and
standard treatment protocol, surgery was performed. In second case
presentation in acute stage with obstruction, left surgery as the only
option even though advanced malignant lesion imaging showed
advanced malignant lesion. In both cases, right hemicolectomy
was done. Both the patients made good recovery except severe
hypoproteinemia in case no 2 which required additional supportive
care.

Conclusion

Intussusception is common in pediatric age group and its
incidence in adults is rare. The clinical presentation in adult patients
is often vague hence diagnosis requires help of imaging modalities
like USG and CT Abdomen. In view of the possibility of underlying
malignant lesion, surgery is the treatment of choice in adults.
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Abstract

Early laparoscopic cholecystectomy (LC) after endoscopic retrograde cholangio-pancreaticography (ERCP) is beneficial
for patients with gall stone disease (GSD) and common bile duct (CBD) stones. However, there are no clear guidelines for
the optimal timing of surgical intervention. This study aimed to assess the feasibility and clinical outcomes of the same-
day sequential approach—ERCP followed by LC for management of choledocholithiasis and concomitant cholelithiasis.
Between March 2018 and November 2019, 24 patients diagnosed with choledocholithiasis and concomitant cholelithiasis
underwent ERCP-guided biliary clearance followed by LC sequentially on the same day. ERCP was done in the endoscopy
suite and followed by LC in the operation theatre. Both procedures were performed by the same endoscopist-cum-laparo-
scopic surgeon proficient in advanced endoscopy and laparoscopy. Success rate, ERCP findings, operative findings, logistic
issues, and complications were recorded and analysed. Technical success for ERCP and LC, both were 100%. No major
complications like bleeding, perforation, pancreatitis, or mortality were encountered post-ERCP. The rate of conversion to
open cholecystectomy was 0%. Post-operative self-resolving minor bile leak was encountered in 1 patient (4.1%) who was
managed conservatively. The mean time for ERCP and LC was 33.33 min and 80.4 min, respectively. The mean time interval
between the two procedures was 51 min. The mean post-procedure hospital stay was 3.7 days. This study demonstrated a
safe, effective, and feasible same-day sequential approach—ERCP-guided biliary clearance followed by LC—in selected
patients with choledocholithiasis with concomitant cholelithiasis.

Keywords ERCP - Biliary stenting - Laparoscopic cholecystectomy - Choledocholithiasis - Cholelithiasis

Introduction

Symptomatic gallstone disease is one of the most com-
mon gastrointestinal surgical problems faced worldwide,
and about 10-18% of patients with gallbladder stones have
common bile duct (CBD) stones at the time of cholecystec-
tomy [1, 2]. While various minimally invasive approaches
have been described, there is no consensus on the optimum

P< Mridul Tantia
tantiamridul @ gmail.com

Pravin Suryawanshi
drspravin22 @ gmail.com

Ashish Gandhi
ashishrgandhi @ gmail.com

Department of Surgery, Centre of Excellence

for Gastroenterology & Minimal Access Surgery,
M.G.M. Medical College & Hospital, N-6 Cidco,
Maharashtra 431001 Aurangabad, India
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strategy for the management of gallbladder stones with con-
comitant CBD stones. Minimally invasive surgery offers
faster recovery, lesser post-operative pain, and a shorter
length of hospital stay. Reducing the length of stay (LOS)
in hospitals perhaps remains one of the most cost-effec-
tive approaches to reducing the healthcare expenditure of
patients. ERCP followed by LC is the most commonly prac-
tised method in most hospitals worldwide [3]. Traditionally,
these procedures were performed on different days and often
with an unnecessary delay. This was in lieu of the antici-
pated fear arising from post-ERCP-related complications
including pancreatitis. However, advanced technology and
endoscopic expertise have reduced the rate of such compli-
cations. Performing ERCP and LC on the same day is one
potential method of decreasing LOS and potentially reduc-
ing healthcare expenditures. The benefits of a single-stage
approach in the management of cholelithiasis and choledo-
cholithiasis have been studied concerning laparoscopic CBD
exploration (LCBDE), or LC with intra-operative ERCP

@ Springer
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[4-6], but the clinical application of a same-day sequen-
tial approach—ERCP followed by LC— has not been ade-
quately analysed. Such a method may provide an alternative
approach to managing gallstones and CBD stones, especially
in centres where performing laparoscopic CBD exploration
or intra-operative ERCP during LC may still not be feasible.

This study aimed to assess the feasibility and clinical out-
comes of the same-day sequential approach—ERCP-guided
biliary clearance followed by LC in the management of
choledocholithiasis with concomitant cholelithiasis. Special
emphasis was laid on evaluating the intra-procedural dif-
ficulties faced, post-operative complications, and logistical
issues encountered in conducting these same-day sequential
interventions.

Patients and Methods

This case series analysis was conducted in the Department
of Surgery at MGM Medical College and Hospital (Aurang-
abad, India) between March 2018 and November 2019.
Appropriate clearances and approvals were sought from the
Institutional Ethics Committee.

Patients presenting to the hospital with choledocholithi-
asis and concomitant cholelithiasis on an accrual basis were
evaluated clinically and with radiological and biochemical
investigations. A liver function test was part of the routine
biochemical workup. Diagnostic ultrasonography of the
abdomen (USG) was performed in all patients, whereas
contrast-enhanced computed tomography (CECT), magnetic
resonance imaging cholangiopancreatography (MRCP), or
endoscopic ultrasound (EUS) were done selectively, for fur-
ther assessment as clinically warranted.

After obtaining written informed consent, the patients
satisfying the inclusion criteria were included in the study.
The sole inclusion criterion was the presence of stone in the
CBD as evidenced by imaging modalities in patients with
symptomatic gallstone disease. Gallbladder wall thickness
was measured in millimetres using transabdominal USG
preoperatively.

Patients with severe cholangitis, large CBD stones
(>2 cm), complicated cholecystitis, gallstone pancreatitis,
and unfit for general anaesthesia (GA) were excluded from
the study.

The selected patients underwent ERCP followed by LC
on the same day. ERCP was performed in the endoscopy
suite, in the left semi-prone position under propofol sedation
and CO, insufflation. Guidewire-assisted technique was used
for selective biliary cannulation. Various parameters includ-
ing the duration of the procedure (time interval between
scope-in and scope-out), number of attempts at guidewire
insertion, inadvertent pancreatic duct cannulation, difficul-
ties encountered, and complications were recorded. Once

@ Springer

the biliary stone extraction was successful, a CBD stent was
placed, and the patient was shifted to the operation theatre
for LC. The patient’s condition during transport and the time
interval between the two procedures were monitored. LC
was performed using the standard 4-port technique under
general anaesthesia. The total time of surgery was recorded
from the time of intubation till the time of extubation. Other
parameters like intra-operative difficulties faced, presence
of bowel distension or adhesions, use of drains, and conver-
sions to open cholecystectomy or any complications were
noted.

A standardised post-operative care protocol was followed
for all patients. An oral diet was resumed after 6 h. Serum
amylase level was done 4-h post-ERCP to evaluate for pan-
creatitis. Complications like biliary leaks, haemorrhage,
pancreatitis, and bowel injury were recorded if present.
Total and post-operative hospital length of stay (LOS) was
recorded.

Patients were followed up at 1-week, 4-week, and
28-week intervals. Recurrent biliary events and other com-
plications were noted. CBD stents, if placed, were removed
after 4 weeks of surgery, after excluding any residual stones
on ultrasonography.

The primary outcome was studied based on parameters
like the average time for ERCP and LC, the average time
interval between the procedures, ERCP and LC findings,
post-ERCP and post-LC complications, perioperative logis-
tical difficulties, total and post-operative LOS (mean no. of
days), and follow-up evaluation.

Results

A total of 24 patients (10 men and 14 women) underwent
ERCP followed by LC by same-day sequential approach. The
average age was 48.88 SD16.29 years, with 25% (n=06) of
patients belonging to the elderly age group (age > 65 years),
all of whom underwent both procedures safely.

Abdominal pain was the presenting complaint in 100%
of patients, whereas jaundice and fever were recorded in
62.5%, and 25% of patients, respectively. The average total
bilirubin was 2.65 SD2.24 mg/dL, and the average direct
bilirubin was 1.89 SD1.87 mg/dL. The largest CBD stone
size in our study was 16 mm, while the average CBD stone
size was 8.26 SD3.28 mm, and the average CBD diameter
was 10.12 SD3.54 mm. The average GB wall thickness was
calculated at 4.90 SD2.24 mm.

During ERCP, selective CBD cannulation and stone
extraction were achieved in all the patients (100%). CBD
stents were placed in all 24 patients. The average time taken
for ERCP was 33.33 SD15.79 min. No major complications
(bleeding, perforation, or pancreatitis) were encountered
following ERCP. Asymptomatic hyperamylasaemia (Sr.
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amylase > 100 U/L) was noted in 5 patients, which settled
spontaneously without any further intervention. Inadvertent
pancreatic duct cannulation occurred in 2 patients (8.3%)
with an uneventful post-ERCP course. We also studied the
correlation between the number of attempts at guidewire
insertion and post-procedure serum amylase levels and
found a positive correlation (p =0.024). This suggested that
the more the number of guidewire insertions, the higher the
possibility of hyperamylaesemia (Fig. 1). The average post-
procedure serum amylase level was 74.29 SD47.93 U/L. No
major logistical difficulties were encountered as both pro-
cedures were performed in the same centre and by the same
surgeon. Additionally, careful patient selection and the use
of CO2 insuffiation reduced the occurrence of abdominal
distension facilitating LC.

The average time interval between the two procedures
(ERCP and LC) was 51.25 SD22.47 min. All patients were
clinically monitored between the procedures and were stable.

The average time taken for LC was 80.42 SD47.82 min.
The rate of conversion to open cholecystectomy was 0%.
Bowel distension was also not seen in any patient (0%).
Drains were placed in 9 patients (37.5%) based on intra-
operative findings. One patient had a complication of a

minor bile leak from the cystic duct stump which was self-
limiting and managed conservatively.

Additionally, the correlation between the gallbladder
wall thickness on preoperative imaging and the time taken
for LC was analysed, and a positive correlation was noted
(p=0.013), indicating that increased wall thickness could
contribute to longer operative times (Fig. 2).

This finding, although positive, needs to be considered
in light of various confounding factors of operative time
like duration, the number of attacks of cholecystitis, biliary
anatomy, condition of the liver, location of stone in the gall-
bladder, and length of the cystic duct.

The average post-procedure LOS was 3.71 SD1.58 days.
A 28-week follow-up of all the patients was recorded. There
were no recurrent biliary episodes, and CBD stents were
removed at 4 weeks after the procedure.

Discussion

Laparoscopic cholecystectomy for GSD is the most com-
mon surgery performed worldwide, and about 10-18% of
patients undergoing LC have concomitant CBD stones [1].
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The appropriate management for these patients involves
clearance of the CBD stones, in addition to removal of the
gallbladder to prevent recurrent biliary events. The appro-
priate method of dealing with CBD stones largely rests on
the availability of local resources and the technical skills
of the surgeon and endoscopist. Therapeutic options range
from open CBD exploration to the minimally invasive
laparoscopic CBD exploration (LCBDE) and the widely
used ERCP. While LCDBE offers a single-stage therapy, it
requires considerable surgical skill in laparoscopic sutur-
ing and additional resources [7, 8]. ERCP on the other
hand is widely practised and is the most common method
of dealing with choledocholithiasis worldwide [9]. Studies
have shown an early LC following ERCP to be beneficial
when the surgery is done before the onset of inflammation
in the hepatoduodenal region. Still, no guidelines as to
when the surgery should be performed have been estab-
lished [10, 11]. Although same-day ERCP and LC does not
take away the need for CBD exploration, it can offer the
benefits of a single-stage procedure, and reduce hospital
stay and costs, in patients whose CBD stones can be dealt
with endoscopically [12-15].

While some authors have advocated intra-operative
ERCP and LC done under the same general anaesthesia
as an option, it is worthwhile to note that this method has
several logistical drawbacks. It might not always be fea-
sible to have the endoscopy team in the operating theatre,
and performing ERCP on a supine patient can be techni-
cally challenging even for an experienced endoscopist [16,
17]. To overcome these challenges, we adopted an alterna-
tive same-day sequential approach—ERCP preoperatively
in the endoscopy suite under propofol sedation, followed
by LC in the operation theatre under general anaesthe-
sia. This method offered several advantages—the ERCP
could be performed in a comfortable semi-prone position,
making cannulation easier, as we reported successful CBD
cannulation in all our patients. There were no instances of
post-ERCP pancreatitis, although self-resolving asympto-
matic hyperamylasemia was seen in 5 patients which was
probably related to inadvertent pancreatic duct cannula-
tion and multiple attempts at guidewire insertion, as has
been noted in other studies as well [11, 12, 14]. The deci-
sion to exclude patients with large CBD stones (>2 cm)
from our study could have contributed to our success in
achieving complete CBD clearance in all the patients. The
mean total procedure time for ERCP was 33.3 min and was
comparable to that of other studies found in the literature
[11, 12, 15].

Our study involved immediate shifting of patients from
the endoscopy suite to the operating theatre, and the average
time interval between the two procedures was only 51 min,
which was much less compared to other similar studies [12,
14, 15].
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Successful ERCP-guided CBD clearance and the absence
of any immediate post-procedure complications enabled us
to proceed with LC safely. There was no need for intra-
operative cholangiography, as CBD clearance had been
documented. Complete CBD clearance must be achieved
endoscopically before proceeding with laparoscopic chol-
ecystectomy, as just stenting may add to overconfidence and
can lead to CBD injuries. ERCP complications may com-
plicate laparoscopic cholecystectomy. Bowel distension has
been reported in the literature to be a problem during LC
after ERCP; however, the use of CO, for insufflation during
ERCP helped us to prevent any bowel distension in our study
[11, 13, 14]. Laparoscopic cholecystectomy was completed
safely without conversion in all the patients, which reflected
results in other studies [11-15]. The mean operating time of
80.4 min was comparable to the literature reviewed [11-15].
Only 1 patient had a complication of a post-operative biliary
leak which was self-limiting and managed conservatively.
The average post-procedure LOS of 3.7 days was similar
to other studies that had performed single-stage procedures
[11, 14]. This translates into decreased hospital stay and
reduced healthcare expenses as demonstrated in other simi-
lar studies [14, 15]. The absence of any mortality or long-
term complications further assured us of the feasibility and
safety of this novel approach. Another lesson learnt from
this case series is that serum amylase may be raised without
much implication to the difficulty in cholecystectomy, but if
the GB wall thickness is much more, one may wait for 4 to
6 weeks and delay the cholecystectomy.

A few limitations to our study must be kept in mind. The
study population was small, it was a single-centre study,
and there was no control group. Larger, multi-institutional,
randomised controlled trials with a wider range of inclusion
criteria are needed before adopting this method as a standard
of care. We also feel that further studies need to be done
comparing this method to LCBDE or with LC and intra-
operative ERCP before this is widely adopted.

Conclusion

In 24 patients with cholelithiasis and choledocholithiasis,
endoscopic bile duct clearance followed by same-day lapa-
roscopic cholecystectomy was performed successfully, with
minimal complications and no mortality. The success of per-
forming follow on cholecystectomy within a few hours of
endo-biliary stone clearance is dependent on the hospital’s
functionality. While it is preferable that biliary clearance
and laparoscopic cholecystectomy are both performed on
the same working day, if however, the biliary clearance
is achieved during later hours of a working day, and then,
cholecystectomy may be performed on the next working day
within 24 h. Additionally, other parameters like increased
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gallbladder wall thickness, suspicion of malignancy, or lack
of expert surgeons may require a delayed cholecystectomy.
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ABSTRACT

xtremely rare entity characterized by subacute necrotizing
lymphadenitis and frequently associated with fever. It is known to have a worldwide distribution with
higher prevalence among Japanese and other Asiatic young individuals. The clinical,
histopathological and immunohistochemical features appear to point to a viral etiology, a hypothesis
that still has not been proven and the cause remains uncertain. It is generally diagnosed on the
basis of an excisional biopsy of affected lymphnodes. Early diagnosis with excisional lymph node
biopsy is crucial as this disease can be mistaken for Systemic Lupus Erythematosus (SLE) or
lymphoma and to avoid unnecessary investigations. The treatment is only symptomatic unless
complicated, where steroid therapy is considered. Kikuchi's disease has an excellent prognosis with
almost no risk. Because of the rarity and difficulty in diagnosis, we thought of publishing the case.
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1. INTRODUCTION

Kikuchi Fujimoto Disease (KFD) was first
reported in Japan almost simultaneously by
Kikuchi [1) and Fujimoto [2] in 1972. It is a benign
and self-limiting disease that classically presents
with lymphadenopathy and fever. The etiology is
poorly understood. The searched literature did
not show incidence rates. Although seen
worldwide, it is known to be much more prevalent
in Asian populations [3]. Indeed, a
comprehensive literature review of KFD cases in
2003 described it as being “scarce in the westem
world® [4]. KFD is prevalent in younger
population [3,4,5). Histologically, lymphadenitis is
characterized by paracortical lymph node
expansion with patchy, well-circumscribed areas
of necrosis showing abundant karyorrhectic
nuclear debris and absence of neutrophils and
eosinophils.  The  histological  differential
diagnosis of KFD includes reactive lesions as
lymphadenitis associated with Tuberculosis,
Histoplasmosis, Leprosy, Syphilis, Infectious
mononudeosis, SLE or herpes simplex , non-
Hodgkin's lymphoma, plasmacytoid T-cell
leukemia, myeloid tumor and even metastatic
carcinoma [5]. Treatment is symptomatic with
analgesics-antipyretics,  non-steroidal  anti-
inflammatory drugs and, rarely, corticosteroids.
Spontaneous recovery occurs in 1 to 4 months.
Patients with Kikuchi-Fujimoto disease need long
term follow up to survey the possibility of the
development of SLE.

2. CASE REPORT

A 32-year male was referred for cervical
lymphnode biopsy having multiple bilateral neck
nodules associated with low grade fever, for last
four months. The size of nadules was increasing
slowly and didn't respond to a course of
antibiotics prescribed by his physician. On
examination the nodules were multiple,
nonmatted, soft to firm, freely mobile, nontender
with largest being of size 2x2 cm. He also had
bilateral axillary lymphadenopathy. He didn't
have history of allergy. His systemic examination
i.e. Cardiovascular, Respiratory, Abdominopelvic
and Nervous systems were within normal limits.
A possible diagnosis of tuberculosis was
considered and the patient was sent for
investigations. Complete blood count showed
lymphocytosis and elevated E.S.R. (20 mm at
the end of one hour by Wintrobe’s method). Rest
all parameters were within normal limits. His X-
ray chest was done and was reported by
radiologist as (Rt) hilar lymphadenopathy likely of
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infective origin, rest of the lung parenchyma and
bony cage did not show any abnormality. The
Tuberculin test had induration of 3 mm after 48
hours. With multiple lymphadenopathies, he was
referred for USG Abdomen and Pelvis, which
ruled out hepatosplenomegaly and abdominal
lymphadenopathy. (Rt) neck cervical lymphnode
biopsy was done, two intact nodes were removed
and sent for histopathology examination. On
gross examination, two whitish rounded 2x1 and
1.5x1 cm soft tissue masses were seen. Cut
surface had capsule and uniform whitish areas.
No caseation was seen. Histologically the
sections showed fibrous capsule and beneath
maintained lymphoid architecture (Fig. 1) with
paracortical expansion by necrotic areas showl.n_g
admixture of histiocytes, plasmacytoid dendritic
cells, lymphocytes and karyorrhectic debris.(Fig.
2) No neutrophils or eosinophils were seen.
There was no evidence of Reed Sternberg cells,
granuloma or metastatic deposits. Ziehl qulsen
(ZN) stain was negative for acid fast t:!acull.l.. The
diagnosis of Lymphadenitis of Kikuchi Fujimoto
type was conveyed. On immunohistochemls_try
(IHC), CD 20 and CD 3 highlighted “B” and “T"
lymphocytes, CD 68 histiocytes, CD 123
plasmacytoid  dendritic cells and CD 30
highlighted scattered immunoblasts. Ki 67 was
95% in lymphoid follicles and 15% in
interfollicular areas. Thus, IHC ruled out
lymphoma and also confirmed our diagnosis.

3. DISCUSSION

Kikuchi Fujimoto Disease was discovered in
1972 in Japan by two separate groups. Its exact
incidence is unknown, but it is more prevalent in
East Asia. Kikuchi's disease is seen more
frequently in young adults, with a mean age
between 2030 years but it can occur in any age
group. Even though a female predominance is
reported in many previous cases, some studies
done in Asia show a male to female ratio of 1:1.
[4,5] The definitive diagnosis of KFD can be
made only through lymph node biopsy and
histological examination. Even with adequate
tissue the lymph node appearances can be
mistaken for malignant lymphoma; in one study,
30% of lymph node biopsies in KFD were initially
misdiagnosed as lymphoma. The
histopathological features of KFD have been
classified into three stages: (1) proliferative
stage, with expression of histiocytes,
plasmacytoid monocytes, and lymphoid cells
containing karyorrhectic nuclear fragments and
eosinophilic apoptotic debris; (2) necrotizing
stage, with a degree of coagulative necrosis; and
(3) xanthomatous stage, with foamy histiocytes
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predominating. A characteristic and useful  distinguishing KFD from SLE and drug induced
filagnosfuc feature is the absence of granulocytes lymphadenopathy. (4,5].

in the “necrotizing stage”, which is helpful in

arrow head) and beneath lymphnode architecture

Fig. 1. shows fibrous capsule (yellow
rrow) and dilated sinuses. (H&ESx X 10x)

maintained and hyperplastic follicles (red al

Fig. 2. shows areas of necrosis (green arrow,
cells (yellow arrowhead) and hlltlocyu):(l::r:::‘rm l}yuc:rglzl:,:n:::\xl;\atory
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4. CONCLUSION

Kikuchi-Fujimoto  disease poses significant
diagnostic challenges to pathologists and
clinicians as it can easily be mistaken for other
benign  lymphadenopathies or infectious
lymphadenitis as well as lymphomas. Clinicians'
and pathologists' awareness of this disorder can
help to avoid misdiagnosis of lymphoma and
prevent further expensive and invasive
investigations, as well as

potentially harmful treatments and psychological
stress to the patient. Excisional lymph node
biopsy provides the optimal specimen for
diagnosis of KFD.
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Proposal Number: 002/Pharmac/IAEC/2021

Form B (per rule 8(a)* for Submission of Research Protocol (s)
Application for Permission for Animal Experiments

Application to be submitted to the CPCSEA, New Delhi after approval of Institutional Animal Ethics
Committee (IAEC)

Section —I

1. IName and address of establishment Department of Pharmacology, MGM Medical college,N-6,
Cidco Aurangabad, Maharashtra.

2. |Registration number and date of Registration Number |CPCSEA Reg. No.
registration. 1777/PO/Re/S/14/CPCSEA
Date of registration 28-08-17
3. |Name, address and registration nu  |Name 1. National institute of
mber of breeder from which animal Biosciences
s acquired (or to be acquired) Address 1. Pune, Maharashtra.
for experiments mentioned in parts . : _
B&C Registration No. Registration No.
1091/GO/Bt/S/07/CPCSEA

4. |Place where the animals are present Animal house, Department of pharmacology, MGM medical
ly kept (or proposed to be kept). college Aurangabad.

5. [Place where the experiment is to be Animal house, Department of pharmaC0|Ogy, MGM medical

performed (Please provide CPCSEA college Aurangabad.(CPCSEA Reg. No.
Reg. Number) 1777/PO/Re/S/14/CPCSEA)Date:-28-08-17

6. |Date and Duration of experiment. Date Feb 2022 to April 22

Duration |6 weeks

7. |Type of research involved (Basic  |Basic research
Research / Educational/ Regulatory
/ Contract Research)

Signatures
Name of Investigator Dr. Deepali Jaybhaye
Designation of Investigator Associate professor
Signature
Date 27/12/2021
Place MGM Medical College & Hospital, Aurangabad.




Proposal Number: 002/Pharmac/IAEC/2021

Section -11

Protocol form for research proposals to be submitted to the Institutional Animal Ethics Committee/

CPCSEA, for new experiments or extensions of ongoing experiments using animals.

1 | Project/ Dissertation / Thesis Title: | The study of renoprotective effect of Citrus limon
juice and Emblica officinalis extract on renal toxicity
induced by carbon tetrachloride in wister rats.

2 Principal Investigator / Research Guide / Advisor

Name Dr. Deepali Jaybhaye
Designation Associate professor Department of pharmacology, MGM
Medical college Aurangabad
Dept / Div/ Lab Department of pharmacology, MGM Medical College
Aurangabad
Telephone No. 0240 - 6601100 Ext: 1502 , 1501.
E-mail Id deepalijaybhaye@rediffmail.com
Experience in Lab animal 12 years
Experimentation ('Years/Months)
3 List of all individuals authorized to conduct procedures under this proposal.
Investigator 1
a) Name Dr. Deepak Bhosle
b) Designation Professor and HOD
c) Dept/Div/ Lab Department of pharmacology, MGM Medical College,
Aurangabad
d) Telephone No. 0240 - 6601100 Ext : 1502 , 1501.
e) E-mail Id drdeepakbhosle@gmail.com
f) Experience in Lab animal 17 Years
Experimentation (Years/Months)
4 Funding Source / Proposed MGM Institute of Health Sciences, Navi Mumbai.
Funding Source with complete
address
(Please attach the proof) Yes
5 Duration of the animal experiment.
a) Date of initiation (Proposed) Jan 22
b) Date of completion (Proposed) | Jan 2023
6 Describe details of study plan to | We will use Wistar rats for this study. Citrus limon and Emblica
justify the use of animals officinalis has strong antioxidant property. But study of
(Enclose Annexure) renoprotective activity is not available. So we want to
explore this prope