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Thank you
Dr.Murali Vallipuranathan

28th February 2015

The Jaffna Medical Association (JMA) Organized a workshop on 
‘‘Dengue: An update on clinical management, a case based advanced 
workshop on clinical management” in collaboration with the Sri Lanka 
College of Paediatricians (SLCP) & the Center for clinical management 
of dengue and Dengue Hemorrhagic fever (CCMDDHF)

Message from the President

This month we had two well - attended 
joint Continuous Professional Development 
(CPD) workshops. First CPD workshop was 
held on 7th February 2015 on “Hands on 
Skills on Casting and Bracing” a collaborated 
ac t iv i ty  w i th  Sr i  Lanka Or thoped ic 
Association coordinated by our Council 
member Dr.T.Gobyshanker. More than 
150 participants from all over the Northern 
Province took part in this event and were 
benefitted. I wish to express my sincere 
thanks to Dr. Ananada Ellawala President 
of Sri Lanka Orthopedic Association and his 
team for visiting Jaffna to make this session 
a reality. Second workshop was held on 13th 
February 2015 on “Dengue: An update on 
Clinical Management” a collaborated activity 
with Sri Lanka College of Paediatricians 
and The Centre for Clinical Management of 
Dengue and Dengue Haemorrhagic Fever. 
I am very thankful to Dengue Specialist 
Dr.Lakkumar Fernando and both Vice 
Presidents of the JMA for the successful 
arrangements. 

We had our regular monthly medical camp 
at the Periya Pandi Virichan Hospital, Mannar 
District on 15th February 2015 with more 
than 250 patients attended. I wish to thank 
Doctors R Dhanaraj (Acting Surgeon, DGH, 
Mullaithivu), B.Nageswaran, S.Suganthan, 
K.Aravindan and S.Sivamohan who attended 
this camp despite their busy schedules.
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Medical Camp at Periya Pandi Virichan, Madu, Mannar District
February -2015

The JMA’s 11th medical camp was conducted in Mannar district. 
Sincere thanks to the doctors who participated and made this medical camp successful 
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Editor’s Note

It is indeed a great honor to be the Editor of the Jaffna 
Medical Association and I am very pleased to launch 
the second issue of this year. This issue carries two 
interesting articles; one on amoebic liver abscess, a 
common tropical illness causing major medical and 
surgical problem, and another on lung contusion which 
is now found to be an emerging health problem due to 
increasing road  accidents. Moreover, this Newsletter 
highlights events organized by the Jaffna Medical 
Association for the month of February, multiple choice 
questions on Neurology, and image challenges on 
Dermatology. 

In addition, it is my pleasure introducing the members of 
editorial board of the Jaffna Medical Journal (in the right) 
who have been putting an enormous effort on the JMA’s 
publications. Further, my heartiest congratulations and 
thanks to the authors who submitted their manuscripts 
and got them published in this issue. In the mean time, 
I would like to take this moment to encourage all of you 
to come forward and submit your piece of work which 
worths publication. I believe that this newsletter would 
serve an additional source of information to update your 
clinical knowledge. 

Thank you
Dr. Ajantha Keshavaraj 

28th February 2015

Answers: January 2015 
Image challenge
1.  Pneumothorax 2.  Mesothelioma with pleural effusion
3.  Situs inversus 4.  Left upper lobe collapse
5.  Chilaiditi syndrome 6.  Hiatus hernia
7.  Pulmonary edema 8.  Right lower lobe collapse and expansion after treatment.
9.  Ischemic colitis 10.  Toxic megacolon.
11.  Multiple myeloma 12.  Cervical rib
13.  Rheumatoid arthritis 14.  Brown tumor in hyperparathyroidism
15. Macro adenoma of pituitary 16.  Left maxillary sinusitis

MCQ
1. FFTFT   2.TTFTT 3.FFTTT 4.FFTTF 5. TFTFF 
6. FTFTF  7. TFTFF 8.FTFTT 9. TFTFT 10.FTTTT

Editorial Board: JMA 2014 - 2015

Editor Emeritus 
 Dr R.Ganeshamoorthy 

  Dr N.Sivarajah 

Editors  
 Dr K.Ajantha 
 Dr M.G.Sathiadas

Editorial Panel 

 Dr S Rajendra 
 Dr S G De Silva 
 Dr T Kumanan
 Prof  S.V. Parameswaran 
 Dr K  Muhunthan 
 Dr P  Lakshman
 Dr  C.Undugodage
 Dr V. Murali 
        (Advisory for statistics  
          and epidemiology) 

International Advisory Board
  Prof. Sir.S. Arulkumaran
 Dr A. Nitkunan 
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Orthopedic workshop: Casting & Bracing 
 Nurses Training School Auditorium

Teaching Hospital, Jaffna
February 2015

Organized by: The JMA in collaboration with Sri Lanka Orthopedic Association

Ms.R.Vallipuranathan (Principal of Nurses Training School) and Dr.Murali Vallipuranathan lighting the traditional oil lamp at the inauguration 

Dr.Anandha Ellawalle (President, Sri Lanka Orthopedic Association) delivering welcome address & Dr.T.Gobyshanker introducing the course 

Dr.Sunil Wijeyasinghe and Dr.Swarnakumar demonstrating casting and bracing- hands on action

JMA in collaboration with the Sri Lanka Orthopedic Association conducted a workshop entitled “Non operative orthopedic Management” 
aiming to educate Doctors and Nurses from the Northern Province on orthopedic and surgical management.
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Dengue: An update on clinical management
A case based advanced workshop on clinical management  

February 2015
Organized by:  The Jaffna Medical Association (JMA), the Sri Lanka College of Paediatricians (SLCP) & the 

Center for clinical management of dengue and Dengue Hemorrhagic fever (CCMDDHF)
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Introduction

Amoebic liver abscess, which is not  an  uncommon endemic 
in South Asian Countries, mostly occurs in the age group 
between 20 and 45 years 1. In developing countries amoebic 
liver abscess has been a vital cause of space-occupying 
lesions of the liver; it is accounted for 3-9% of all infections 
caused by the amoeba Entamoeba histolytica 2. As the liver 
is located at the distal end of the portal circulation, it is 
subjected to various infections. Liver abscesses are known 
as infectious, space occupying lesions in the liver. Pyogenic 
and amoebic liver abscesses are the two most common 
conditions; however, amoebic liver abscess (ALA) is the 
common condition which mostly occurs in tropical regions 
with Entamoeba histolytica endemic. Further, the prevalence 
of ALA is found to be higher in men. The liver abscess 
consists of a very thick, odourless fluid similar to chocolate 
syrup covered by a thin capsular wall with a necrotic centre. 
Amoebic liver abscesses can rupture into adjacent structures 
namely right pleural space, pericardial cavity and peritoneal 
cavity. Distant haematogenous spread can cause brain 
abscess. Left lobe liver abscesses are potentially lethal as 
they can rupture into pericardial cavity. 

Pathogenesis 

Amoebic liver abscess is caused by an infection which 
occurs via faeco-oral route. Contaminated food and water 
contain amoebic cysts, excreted in the faeces of a carrier, 
which are the infective form of the organism. While being 
infected, the cysts release trophozoites (the invasive form) 
in the small intestine. Entamoeba colonizes the caecum and 
proximal colon. As this amoeba causes colitis in the colon, the 
patient presents with blood and mucus dysentery. Sometimes 
trophozoites are carried via portal veins to the liver and can 
cause liver abscess. However, less than 30% of the patients 
with amoebic liver abscess give a history of diarrhoea3.  
Amoebic liver abscess are usually single and large in contrast 
to pyogenic liver abscesses which are small and multiple. 

Amoebic 

Liver Abscess

Dr.S.Ghetheeswaran

Consultant Physician,  Medical Unit, Teaching Hospital, Jaffna.
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What are the risk factors for ALA ?

•  Toddy consumption 
•  Malignancy
•  HIV infection
•  Malnutrition
•  Corticosteroid 
•  Disorders of cell mediated immunity
•  Homosexual activity
•  Recent travel to a tropical region4

What are the clinical features of ALA?

•	 Abrupt onset with fever (38◦C-40◦C) along with rigors and sweating 
•	 Intense and constant upper abdominal pain generally radiates to the scapular  
 region and right shoulder which may increase with deep breathing  and coughing
•	 Epigastric tenderness or mass due to abscess in the left lobe
•	 Dysentery &/or diarrhoea 
•	 Nausea, vomiting and fatigue
•	 Anorexia, weight loss
•	 Cough & dyspnoea4

Investigation

Investigations for ALA include elevated transaminases, bilirubin, leukocytosis, 
alkaline phosphates and the markers of acute inflammation. In addition, testing 
the fresh fecal sample (within 30 minutes after passage) for erythrophagocytic 
trophozoites, serology [Indirect Haemagglutinin Assays (IHA) and Enzyme-linked 
immunosorbent assays (EIA)], straight X-ray of abdomen and thorax,  Ultrasound 
guidance (USG), CT and MRI scan of abdomen and molecular diagnosis of 
amebiasis by PCR could also be some other useful tools for diagnosis 4. 

Management of ALA

There are mainly four effective treatment modalities; they are, drug therapy only, 
aspiration under USG and drug, percutaneous catheter drainage and drug, and 
laparatomy drainage and drug 4. 

Medical Management USG aspiration Percutaneous drainage Surgical drainage 

In the absence of
•	  Compression effect
•	  Features of rupture
•	 Impending rupture or 

complicated abscess

•	 A large abscess  
> 5cm in size

•	 Abscess in the left 
lobe of liver

•	 Impeding rupture
•	 Failure to response 

to treatment with 
antibiotics in 5- 7 
days

•	 Seronegative 
abscesses

•	 If failure in aspiration of thick 
collection by needle of USG- 
aspiration

•	 Effective in pulmonary, 
peritoneal and pericardial 
complications 

•	 Possible risk of secondary 
infection 

•	 If poor yield on needle 
aspiration /percutaneous 
drainage

•	 Larger abscess 
•	 Clinical worsening even with 

attempted needle aspiration
•	 When severe complications 

such as ruptured abscess in 
peritoneal cavity with features 
of peritonitis pleural cavity  
pericardial cavity or adjacent 
viscera occur

Table 1: Management of Amoebic Liver Abscess3

Indications for treatment modalities
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Amoebicidal Agent
Medication Dosage 
1. Metronidazole Adult: 

Three times a day 750mg orally for 5-10days
Every six hours 500mg IV for 5-10 days
Pediatric: 
30-50 mg/kg/d for 5-10 days orally in three divided doses 
15mg.kg IV load followed by 7.5mg/kg every 6 hours (maximum, 2250 mg/d)

2. Chloroquine (base): an alternative Adult:
For 2 days 600mg/d then for 14 days 300mg/d orally
Pediatric:
10mg/kg of chloroquine base

3. Tinidazole (preferred to 
chloroquine)

Adult:
10mg/kg of chloroquine base

Luminal Agent (to eradicate intestinal colonization after amoebicidal treatment)

Medication Dosage 

1. Parmomycin Adult:
25-30mg/kg/d orally for 7 days in three divided doses
Pediatric: 
25mg/kg/d orally for 7 days in three divided doses (maximum, 2g/d)

2. Iodoquinol Adult:
650mg orally three times a day for 20 days
Pediatric: 
30-40 mg/kg/d for 20 days in three divided doses (maximum 2g/d)

3. Diloxanide furoate (indicated 
in patients failing to respond to 
iodoquinol and paromomycin)

Adult:
500mg orally three times a day for 10 days
Pediatric:
20mg/kg/d in three divided doses 

Conclusion 

Amoebic liver abscess is a common problem in developing countries. Although there are effective treatments available, it 
causes significant morbidity, thus requiring more attention on prevention in the future. Especially, creating public awareness 
is very important. In addition, more research should be performed to identify the link between liver abscess and toddy 
consumption so that proper intervention can be made.

Further Reading: 
1. Alvi AR et al.2010. Amoebic liver abscess: experience in a South Asian country. Tropical Doctor.Vol 40

2. Abbas MT et al.2014. Epidemiology, Clinical Features and Outcome of Liver Abscess: A single Reference Center Experience in 
Qatar. Oman Medical Journal:Vol. 29

3. Mathur S, Gehlot RS , Mohta A , & Bhargava N.2002. Clinical Profile of Amoebic Liver Abscess. Journal, Indian Academy of 
Clinical Medicine.vol 3(4): pp367-73

4.  Dutta A, & Bandyopadhyay S.2012.Management of Liver Abscess. Medicine Update .Vol 22

Medical therapy

Table 2: Pharmacotherapy of E.histolytica infection4
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Multiple choice questions: Neurology
1. Which of the following conditions can cause 

upgoing planters
a. Lesion at cortex of parietal lobe
b. Lesion at cortex of Frontal lobe
c. Lesion at Thalamus
d. Lesion at lateral medulla 
e. Lesion atVentral pons

2. Causes of stroke
a. Myxoma
b. Infective endocarditis 
c. Atherosclerosis at middle cerebral artery 
d. Multiple sclerosis 
e. Glioblastoma multiforme

3. Characteristic features of Parkinson’s disease
a. Unilateral proximal tremors in hands and legs 
b. Hypokinesia
c. Postural instability
d. Dysphagia  
e. Spasticity

4. Features of cerebellar signs 
a. Positive tandom gait
b. Positive Romberg sign 
c. Ipsilateral weakness 
d. Ataxia gait 
e. Unilateral sensory loss 

5. Which of the following are true regarding 
primitive reflexes 
a. Commonly seen in dementia
b. Glabellar tap is inhibited in parkinsons disease 
c. Sucking reflexes  are not considered as 

primitive reflex 
d. Grasping reflexes is elicited by stroking ulnar 

aspect of palmer surface 
e. Snouting reflex is elicited by gentle pressure  

against patients lip

6. Muscles supplied by C8 myotome
a. Extensor carpiradialis
b. Flexor digiti mini 
c. Abductor pollicis brevis 
d. Brachioradialis
e. Triceps 

7. Which of the following are true regarding 
dermatome
a. Occiput:  C2
b. Tip of shoulder: C5
c. Index: C7
d. Soles: S1 
e. Little finger: C8

8. Causes of branchial plexus injury
a. Brachial neuritis 
b. CA of breast 
c. Trauma
d. Vasculitis 
e. Radiotherapy 

9. Which of the following are frontal lobar functions
a. Reception of information
b. Visual perception 
c. Motor speech 
d. Olfaction
e. Controlling behavior 

10. Which of the following are true regarding 
visual field tesiting 
a. Macular vision should be tested in all types of 

visual field defect
b. Central scotma can be identified by red pinheaded 
c. Physiological blind spot is situated  on 

temporal side of the macula 
d. Goldmanns perimeter help to map out the visual field 
e. Occipital infarction due to posterior 

cerebral artery occlusion gives homonimous 
hemianopia

Dr Ajantha Keshavaraj
Consultant Neurologist 

Teaching Hospital of Jaffna



10 JMA News, February 2015

Lung contusion is known as the 
lung injury which progresses slowly 
over 24 hours fol lowing a lung 
trauma. Lung trauma is followed by 
seepage of blood into the alveoli and 
resultant acute inflammation which 
causes reduced gas exchange and lung 
compliance. In blunt trauma, chest 
wall and lung parenchyma are affected 
together; hence, the consequences 
are due to both injuries1. Further, rib 
fractures also contribute to pneumo-
haemothorax and lung contusion.  

Lung Contusion  
A disastrous Consequence of  
Blunt Chest Trauma
bronchial secretions into the damaged 
lung tissues.

 High index of clinical suspicion is 
the key for successful management 
of lung contusion as early signs and 
radiological findings are inconclusive. 
Moreover, obtaining early diagnosis 
of lung contusion is always difficult 
as it evolves over hours.  Management 
of lung contusion depends on extent 
of injury. Motor vehicle accident is 
the most common cause for blunt 

The acute inflammatory process could 
be disastrous as it does not only affect 
lung, but also causes systemic changes 
by chemical mediators.

Lung contusion alone accounts for 
increased morbidity (10-20%) and 
mortality (40-60%) in patients who 
sustained chest trauma; in addition, 
it worsens the prognosis when other 
injuries are also associated. The 
complications of lung contusion are 
acute respiratory distress syndrome 
(ARDS), respiratory failure, atelectasis 
and pneumonia. Among patients who 
sustained significant lung contusion, 
50%of them develop bilateral ARDS2 
Pneumonia is a complication of 
lung trauma due to contamination of 

thoracic trauma, and the mechanism of 
injury gives the clue of extent of injury. 
Severe injuries necessitate mechanical 
ventilation, but less severe injuries 
can be managed with analgesics and 
bronchial toilet. Whenever a patient is 
suspected to have lung contusion the 
patient should be closely monitored. 

Though  ches t  r ad iographs  can 
be helpful in detecting pneumo or 
haemothorax, they do not show features 
of lung contusion. After 24-48 hours, 
diffuse radio-opaque shadows develop 
which help in diagnosing lung injury. 
Computated tomography of chest 
can also be useful as it detects lung 
contusion in 50% of cases, where chest 
radiographs are normal. In centers 

where CT scan is freely available, early 
CT chest would be helpful in stable 
patients with sustained severe injuries 
to detect lung injuries. Arterial blood 
gas analysis and serum lactate levels can 
be used as indicators of severity of lung 
injury and helpful to assess the clinical 
progression.

 Main components in the management 
of  lung contusion are  adequate 
analgesia, aggressive pulmonary 
toilet, early mobilization and oxygen 
supplementation. Fluid administration 
should be judicious as over hydration 
can aggravate the pulmonary oedema; 
at the same time, poor hydration can 
aggravate hypoxia due to dehydration 
and poor local circulation. Even though 
lung contusion is a life-threatening 
injury, early detection of injury and 
supportive treatment ensure complete 
recovery in 70-80% of the patients.  

References:

1. Miller PR, Croce MA, Kilgo PD 
et al. 2002. Acute respiratory 
distress syndrome in blunt trauma: 
identification of independent risk 
factors. Am Surg. Vol 68:pp845-50 

2. Miller PR, Croce MA, Bee TK et 
al. 2001. ARDS after pulmonary 
contusion. Accurate measurement of 
contusion volume identifies high-risk 
patients. J Traum. vol51(2):pp223-8 

3. Helmy S, Beshay B, Hady MA & 
Mansour A.2015. Role of chest 
ultrasonography in the diagnosis of 
lung contusion. Egyptian Journal of 
Chest Diseases and Tuberculosis.

Figure2:

Dr.R.Vaheesan 1  
Dr.M.Sivakumar 2

1.Senior Registrar, Surgical Unit, Teaching Hospital, Jaffna.

2.Consultant Surgeon,  Surgical Unit, Teaching Hospital, Jaffna.
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Image Challenge

3. What is the diagnosis? 4.  What is the diagnosis?

5.  What is the diagnosis? 6.  What is the diagnosis?

7. What is the diagnosis? 8.  What is the diagnosis?

1. What is the diagnosis? 2. What is the diagnosis?



 

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?

Image Challenge

Sponsored by     MIOT (UK)
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Compiled by: Dr.S.Felicia, Consultant Dermatologist Teaching Hospital, Jaffna


