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At the meeting with the Excellency Honorable 
the President of Sri Lanka  in light of acquiring 
a land for the establishment of a complex for 
JMA office, branch for PGIM library and 
institution for Stroke and Neuro- rehabilitation 
center in Jaffna. It was initiated by Dr.Murali 
Vallipuranathan (Past president, JMA) and 
accompanied by Dr.Raviraj (Dean, Faculty of 
medicine), Dr.Sathiyamoorthy (Director, THJ), 
Dr.S.T.S.Chandrakumar (President JMA) 
and Dr.K.Ajantha (Consultant Neurologist & 
Editor,JMA) at Parliament. 
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Greetings!

It is my pleasure releasing the 
last newsletter of 2016. This 
issue carries the most important 
updates with regard to the 
JMA’s activities and initiatives. 
You can also find an article on 
Smoking, a mini review article 
on Restless Leg Syndrome 
(RLS), highlights of the JMA 
activities, MCQ on General 
Medicine and Image challenges 
on Neurology. I would like 
to encourage the medical 
community to contribute the 
JMA by submitting articles or 
any other forms of informative 
piece of writing as it would be 
a promising platform to share 
your expertise. In addition, I 
encourage you to submit your 
manuscripts for Jaffna Medical 
Journal (JMJ) which we hope 
to publish in the upcoming days. 
Hope you like the readership of 
this issue. 

Thanking You
Dr.K.Ajantha
Editor 

I am glad to convey this message 
to our friends and colleagues in 
the medical profession. As a part 
of the association’s activities, we 
had a fruitful meeting with his 
Excellency honorable president 
with the view of acquiring the land 
in front of the Teaching Hospital 
Jaffna for the expansion of the 
hospital and the JMA library. 
Besides,  the joint academic 
sessions with Sri Lankan Society 
of Internal Medicine (SLSIM) held 
this month was very constructive 
and attractive practice oriented 
program. It would not have been 
possible without the collaboration 
of all the council members to 
carryout JMA’s each initiative. 
Thus, I express my sincere thanks 
to the council for their enthusiastic 
and steadfast support extended to 
me during my tenure. 
 I wish you all a bonanza new year 
2017!

Thanks,
 Dr.S.T.S.Chandrakumar 
President, JMA

Message from the Editor:Message from the President:
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1. 3
2. 2
3. 5
4. 2
5. 5
6. 5
7. 2
8. 1, 3
9. 3, 4, 5
10. 2, 3, 4, 5

MCQ

Answers
Image Challenge: Radiology 

1.  L/pneumothorax
2.  Scaphoid fracture
3.  Oesophageal carcinoma
4.  PU valve with outlet obstruction
5.  Isolated tracheal atresia (TOF type). 
6.  L/slipped upper femoral epiphysis
7.  Rheumatoid arthritis
8.  Ewings sarcoma in the fibula
9.  Osteochondritis dissecans(osteochondral defect)
10. Dural venous sinus thrombosis
11. Idiopathic AVN of R/femoral epiphysis(Perthes disease).
12. Fish bone(FB) in the neck
13. Situs inversus
14.R/apical lung mass with R/1st rib erosion
15. Aspergilloma(Mycetoma)
16. Osteopoikilosis
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Rest less  legs syndrome (RLS) is  a 
sensori-motor disorder of lower extremities 
characterized by marked leg discomfort which 
causes spontaneous continuous leg movements 
associated with unpleasant parasthesia. RLS 
was fi rst described in medical literature by K. 
A. Ekbom in 19441. It is also one of the most 
unpleasant complaints in patients with chronic 
renal failure on hemodialysis (HD). The patients 
suffer from paresthesia or a burning sensation, 
sometimes amounting to severe pain that 
usually affects the legs, but rarely the arms. 
The symptoms occur only at rest and are most 
pronounced in the evenings and nights. The 
patients have an urge to move their legs which 
gives them a temporary relief2. In addition, 
it leads to severe sleep disturbances and poor 
quality of life. 

The prevalence of restless leg syndrome in 
general population varies between 10 to 15%. 
The prevalence of symptoms increased with 
age and it is more common in women than 
men.3Nulliparous women have similar risk to 
those among men up to 64 years, but the risk 
increases with parity4. The estimated prevalence 
of RLS in uremic patients or in patients on 
dialysis varies from 6 to 60%5. A study done 
in 2002 among Parkinson’s disease patients 
reported a signifi cant association of RLS with 
Parkinson’s disease. According to studies based 

on the standard diagnostic criteria, the RLS 
prevalence varies between 9% and 15% in the 
general population and the prevalence of this 
in chronic renal failure patients is high. Some 
studies suggest that RLS is common in patients 
with anemia, neuropathy, Parkinson’s disease 
and in pregnancy.  However there is no evidence 
that RLS symptoms in early life predisposes to 
Parkinson’s disease6. 

The evaluation of RLS includes understanding 
its basic symptoms, impact on sleep and its 
impact on the quality of life. There are no 
defi nitive diagnostic tests for RLS. According 
to the international RLS study group, there are 
four minimal criteria for the diagnosis of RLS. 
They are:

1- Desire to move the extremities, often 
associated with discomfort and restlessness 

2- Occurrence or worsening of symptoms at rest

3- Relief of symptoms completely or partially 
during activity 

4- Occurrence or worsening of symptoms only 
in the evening or at night

The supportive clinical features are the 
positive family history, positive response to 
dopaminergic therapy and the presence of 
periodic limb movements. Further, associated 
features such as variable clinical course, usually 
chronic, normal physical examination and sleep 

Restless leg syndrome (RLS); Is it 
a common condition in patients 

with Chronic Renal Failure (CRF)?
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disturbance are typical of but not diagnostic of 
RLS. 

Even though the pathophysiology of RLS 
is not clearly understood, there are several 
hypothesis proposed. The most important 
recent developments in the understanding of the 
pathophysiology has focused on involvement of 
dopamine system in the brain and it is found that 
the abnormality of the body’s use and storage of 
iron may underlie the dopamine abnormality7. 
Marked improvement in symptoms by 
dopaminergic agonists strongly supports this 
pathophysiology. 

There are several studies conducted in 
hemodialysis patients to evaluate the prevalence 
and associated factors of RLS. A study conducted 
by Jeong et al in Korea in 2011showed that 
no significant association between RLS and 
any of the following factors: age, gender, 
duration of dialysis, comorbid diseases, BMI, 
and laboratory data including hemoglobin, 

BUN creatinine, iron, ferritin, TIBC, PTH, 
folate, phosphate, ALT, and total bilirubin10. 
On the other hand, another study showed 
associations with female gender, duration 
of renal replacement therapy and the body 
weight11. The few clinical trials in uremic RLS 
say that treatment should involve correction 
of anemia (with erythropoietin and iron) and 
use of levodopa or dopamine agonists12. A 
meta-analysis from Cohraine database say 
that cabergoline and pramipexole have larger 
efficacy when comparing to levodopa13. A 
recent trial has proved the efficacy of opioid 
agonist such as oxycodone in alleviating the 
symptoms of severe RLS14.

However, RLS has been under/misdiagnosed 
at many occasions including CKD. There are 
number of other conditions that may mimic RLS 
such as cramps, neuropathic pain and postural 
induced myoclonus. Recent studies in this 
regard state that .....
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Joint Academic Sessions (22/12/2016)
Jaffna Medical Association (JMA) & Sri Lankan Society of Internal Medicine (SLSIM)

Highlights of the Event

Lighting the traditional oil lamp: Dr.STS.Chandrakumar (President,JMA), Dr.Sathiyamoorthy 
(Director, THJ), ().......



9

2

D
a
y

Joint Academic Sessions (22/12/2016)
Jaffna Medical Association (JMA) & Sri Lankan Society of Internal Medicine (SLSIM)

Highlights of the Event
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sTOPPInG sMOKInG- A CHALLenGe OF 21sT CenTUrY

Dr V Nishanthi  
Medical office, Handy Memorial Cardiology unit, Teaching hospital Jaffna 

Introduction

Stopping smoking is always beneficial to health and it is never too late. Every cigarette smoked damages the 
lungs in a way that may not show up until later in life.   After the age of 35-40 years, for every year of continued 
smoking a person loses about 3 months of life expectancy.

Desire to stop smoking

Many smokers continue smoking not by choice 
but because they are addicted.  A large part of 
this addiction arises from dependence on the 
nicotine delivered rapidly to the brain with 
each inhalation. Addiction does not make it 
impossible to stop doing something, it just 
means that there are powerful urges and needs 
that have to be overcome in order to do so.  
Anything that can strengthen the resolve to 
resist these urges and needs or reduce their 
frequency or intensity can help in overcoming 

the addiction.

Surveys consistently find that a majority of smokers want to quit. More than a third of all smokers make at least 
one attempt to stop in a given year but only about 2-3% of smokers succeed long term.  It is not clear why some 
attempts to stop succeed and others do not, though smoking fewer cigarettes per day, not needing to smoke first 
thing in the morning and not suffering from mental health problems or other addictions are favourable factors 
for success.

Increase in life span
Two major longitudinal studies have demonstrated the benefits of 
stopping smoking at an early age.  The 50 year follow up of the 
British doctors’ study revealed that if smokers quit before the age 
of 30 they can avoid more than 90% of the smoking-attributable 
risk of lung cancer.  The authors concluded that stopping smoking 
at age 60, 50, 40, or 30 gains, respectively, about 3, 6, 9, or 10 years 
of life expectancy.  A similar study of British women also found 
that stopping smoking before the age of 40 avoids more than 90% 
of the increased risk of dying caused by continuing to smoke, while 
stopping before the age of 30 avoid over 97% of the increased risk.

Smoking cessation

The chances of success of any given quit attempt are low but 
the chances of stopping are high if smokers keep trying. Most 
smokers take several attempts to quit before they finally succeed.  
However, there are many things that smokers can do to improve 
their chances of quitting.  These fall into two categories: medication 
and psychological support.  The evidence suggests that smokers are 
four times more likely to quit successfully by using a combination 

of medication and behavioural support.

Table 1 Toxic components

Table 2 Timeline after stop smoking
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Nicotine Replacement Therapy (NRT)

Medications aim to help smokers quit 
smoking by reducing the chemically-
driven need to smoke and/or blocking 
the pleasure associated with smoking. 
Nicotine Replacement Therapy (NRT) 
works by replacing the nicotine 
provided in cigarettes and allowing 
smokers to slowly reduce their 
dependence on nicotine. Varenicline 
(Champix) works by alleviating 
nicotine withdrawal and reducing the 
“rewards” of smoking.  Bupropion 
(Zyban) works by reducing withdrawal 
symptoms and nicotine cravings.   
There is evidence to suggest that using 
a combination of NRT medications 
(e.g. combining the nicotine patch with 
gum or lozenges) is more effective than 
using them in isolation.

Nicotine replacement therapy (NRT) includes nicotine chewing gum, patches, lozenges, mouth spray, inhalator 
and nasal spray and is usually taken for 8 to 12 weeks. NRT is designed to reduce the motivation to smoke by 
replacing nicotine from cigarettes. By alleviating nicotine withdrawal symptoms, the transitionfrom cigarette 
smoking to complete abstinence is easier.

Clinical trials have consistently found 
that NRT increases the success of 
quitting smoking by 50–70%. The 
National Institute for Health and Care 
Excellence (NICE) recommends 
that smokers who are committed to 
quitting should be offered NRT to 
support their quit attempt and that 
more heavily addicted smokers may be 
offered a combination of NRT products 
if required. Some smokers express 
concern about becoming addicted to 
NRT. However, this is rare, a better 
alternative to smoking, and in studies 
looking at NRT use for up to fi ve years 

there have been no health concerns.

Varenicline works by preventing nicotine from reaching nicotine receptors in the brain and by stimulating 
dopamine production both of which make cigarettes less satisfying.   Clinical trials have found varenicline to be 
more effective in helping people stop smoking than either bupropion or placebo. A  Cochrane review of varenicline 
trials concluded that the drug doubled the chances of successfully quitting compared to unassisted quitting.

Nicotine Replacement Therapy (NRT) 

provided in cigarettes and allowing 

Table 3 Toxic eff ects of smoking

Table 4 e-cigarett e
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Table 5 Comparison of nicotine replacement therapy products

Bupropion (Zyban) it does not contain any nicotine but works by reducing (or entirely alleviating) cravings 
and nicotine withdrawal by blocking the pleasure smokers feel when using tobacco.  Bupropion is safe for most 
healthy adults but there are some documented side effects including insomnia, dry mouth and headaches.  The 
most serious side effect is the risk of seizures (fits) but this only occurs in 1 in 1000 people, or 0.1%. 

Electronic cigarettes (also known as vapourisers) are increasing in popularity as an alternative to smoked tobacco 
products and there is growing evidence that they may be effective in helping smokers to quit.However to date there 
is no official guidance on their safety and no electronic cigarettes have yet been licensed as stop smoking aids. 

Mecamylamine, cytisine, nortryptyline and clonidine are showing promising effect on helping the smokers to quit 
smoking, because of their side effect profile they were not licensed to use as an NRT in many part of the world.

Behavioural support aims to strengthen the smoker’s motivation not to smoke and advise on ways on avoiding, 
escaping from or minimising urges to smoke with simple practical strategies.
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Jaffna Medical association

clinical Meeting

Clinical meeting on Chronic Renal Failure and Access for Haemodialysis was held on 1/11/2016 at 
medical Students’ Hostel Auditorium. The speakers were Dr.H.D. J de Zoysa (Registrar in medicine, 
THJ), Dr.K.Sivasuganthan (Registrar in surgery, Professorial Surgical Unit, THJ) and Dr.S.T.Sharma 

(Lecturer, Consultant Surgeon) was the moderator of this event. 
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InsTrUCTIOns TO AUTHOrs

Instruction to authors 

Define word limit and reference for each 

Review Article

Case reports

Research paper 
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MULTIPLe CHOICe QUesTIOns: ePILePsY

Dr. Ajantha Keshavaraj
 Consultant Neurologist 

Teaching Hospital Jaffna.

1. Which of the following vitamin is not stored 
in the liver?

 a.Vitamin A 
 b. Vitamin B
 c.Vitamin C 
 d.Vitamin D

2. Which of the following characterizes a west-
ern blot?

 a. Antibody/protein hybridization
 b. DNA/RNA combination
 c. RNA transcription
 d. Polymerase chain reaction 

3. The REM sleep cycle occur approximately 
every …….. minutes?

 a. 45 
 b. 60
 c. 75 
 d. 90

4. Which of the following aminoacid can func-
tion as a neurotransmitter in the CNS?
a. Leucine
b. Glutamic acid
c. Lysine
d. Valine

5. Which of the following is not true about  
shift in the Hb/O2 dissociation curve to 
Right?

a. Occurs when pCO2 is increased
b. Occurs in anemia
c. Could occur due to high concentration of 

2,3 DPG in Red cells
d. Is favoured by a rise in temperature

6. Which of the following is paired correctly?
a. A-G
b. C-G
c. A-U
d. G-T

7. Which of the following statement is incor-
rect?

   Systolic BP is increased
a. on sudden exposure to cold
b. by brainstem asphyxia
c. on assumption of upright from supine 

position
d. in response to stimulation of peripheral 

chemoreceptors
8. Concerning clinical trials

a. Phase II studies are usually conducted in 
healthy volunteers

b. Placebo drugs are physiologically inert
c. Cross over studies require fewer patients 

than group comparisons
d. Pharmacokinetic and pharmacodynamic 

characteristics are usually assessed in 
phase II.

9. Which of the following is not correct regard-
ing plasma proteins?
a. Migrate towards anode or cathode at 

different rates because of differences in 
electrical charges

b. Are mostly in the form of cations
c. Are involved in the transportation of 

thyroid,adrenocortical and gonadal hor-
mones

d. Are responsible for about 15% of buffer-
ing capacity of blood.

10. Foramen Magnum transmits the 
a. Basilar artery
b. Hypoglossal nerve
c. All of the spinal accessory nerve (XI)
d. Pons

Answers: 
C, A, D, B, B, C, D, B, B, C
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IMAGe CHALLenGe - rAdIOLOGY
Dr. A.  Jenil, Consultant  Radiologist District General Hospital, Kilinochchi 

1) What is the diagnosis?

3) What is the diagnosis?

5) What is the diagnosis?

7) What is the diagnosis?

2) What is the diagnosis?

4) What is the diagnosis?

6) What is the diagnosis?

8) What is the diagnosis?
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IMAGe CHALLenGe - rAdIOLOGY 

9) What is the diagnosis?

11) What is the diagnosis?

13) What is the diagnosis?

15) What is the diagnosis?

10) What is the diagnosis?

12) What is the diagnosis?

14) What is the diagnosis?

16) What is the diagnosis?
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