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President’s Message
The JMA is a growing organization and needs a lot of 
effort to improve its activities. The prime objective of JMA 
is to provide education for medical professionals  and 
medical graduates in this region. 
World Health Organization (WHO) estimated that about 
285 million people are having impaired vision and 90 
percent of them are living in the developing world. It 
is also predicted that 80% of all visual impairment can 
be prevented or cured. Data from various countries 
shows the progressive improvement of prevention and 
caring of visual impairment.  WHO is now working with 
countries to develop sustainable efforts to eliminate 
avoidable blindness. WHO leads an international 
alliance of governments, private sector and civil society 
organizations aiming to eliminate trachoma from the 
world by the year 2020. 
Eye conditions with potential blindness such as 
age-related macular degeneration (AMD), diabetic 
retinopathy and glaucoma are increasing. These are 
non-communicable chronic eye diseases to which 
the principles of long-term care including issues of 
cost of treatment and compliance (adherence) apply. 
Additionally, more programmes for those with low vision 
will need to be made available. 
It is the duty of the professional organizations to update 
the current knowledge to the health professionals. 
JMA will also play its vital role in order to eliminate the 
avoidable blindness with the support of its members.  

Dr. R. Surenthirakumaran
Editor, JMA.

Dear Friends and Colleagues,

In the field of Medicine, many sub specialties have been 
introduced towards providing state of the art treatment 
with incorporation of latest technologies. The field of 
ophthalmology is one such sub specialty which has numerous 
super specialties with florid knowledge and understanding of 
ocular disease management. Despite this advancement in 
this field many people in this world are becoming blind. 
To eliminate the avoidable blindness, a Global Initiative 
“Vision 2020”  was launched jointly by the World Health 
Organization (WHO) and the International Agency for 
the Prevention of Blindness (IAPB) with an international 
membership of NGOs, professional associations, eye care 
institutions and corporations.
We would like to congratulate the College of Ophthalmologists  
Sri Lanka for their immense contribution to achieve the goals 
of this “Vision 2020” World Initiative programme in Sri Lanka.
Jaffna Medical Association is very keen to organize a Joint 
Clinical Meeting with the College of Ophthalmologists Sri 
Lanka to Update knowledge in Ophthalmology for Primary 
Care Physicians towards providing better care to all needy 
patients.
We hope all Medical Professionals in the Northern Region of 
Sri Lanka will take part in this Joint Clinical Meeting scheduled 
on 12th of May 2013 for your professional development.  

ThankYou
Dr. N. Jeyakumaran 

President, JMA. 

From the Editor

The president of the Ceylon College of Physicians and the secretary of the  
JMA were Lighting oil lamp

HIGHLIGHTS OF JOINT CLINICAL MEETING  ORGANISED  BY 
THE JAFFNA MEDICAL ASSOCIATION (JMA)  WITH CEYLON COLLEGE OF PHYSICIANS 

HELD ON 5TH - 6TH OF APRIL 2013 AT PUBLIC LIBRARY AUDITORIUM, JAFFNA.  



Diabetic Retinopathy (DR): everybody’s business
Diabetes is on the increase worldwide, 
due mainly to the rise in the number of 
people with type 2 diabetes. Type 2 
diabetes is becoming more common 
because:

� People are living longer, and 
diabetes is more prevalent in 
older people.

� As people increasingly migrate 
to urban areas, exercise less, 
eat more, and eat less healthy 
food, more people are becoming 
obese – a primary cause of type 
2 diabetes.

Diabetes increases the risk of a 
range of eye diseases, including 
cataract, but the main cause of 
blindness associated with diabetes is 
diabetic retinopathy (DR). DR usually 
develops between ten and twenty 
years after the onset of diabetes, 
and develops faster when diabetes 
is undiagnosed and untreated.

People with DR whose sight is at risk 
can be treated, most commonly with 
laser, to prevent visual impairment 
and blindness. Sadly, there is no 
treatment that can restore vision that 
has already been lost.

In 2030, the number of people with 
diabetes is expected to increase to 
440 million, 54% more than in 2010. 
This means that, for every two people 
with diabetes today, there would be 
three in 2030. But there will be a 
far greater increase in some of the 
world’s poorest regions (Table 1). 
In sub-Saharan Africa, for example, 
the expected increase is 98%, which 

Region

2010 
Number of people 

with diabetes 
(millions) 

2010 
Prevalence of 

diabetes  
(%) 

2011 
Number of people 

with diabetes 
(millions) 

2011 
Prevalence of 

diabetes  
(%) 

Increase in number 
of people with 

diabetes  
(%) 

Europe 55.2 6.9 66.2 8.1 20.0

North America and Caribbean 37.4 10.2 53.2 12.1 42.4

Middle East and North Africa 26.6 9.3 51.7 10.8 93.9

South and Central America 18 6.6 29.6 7.8 65.1

Western Pacific (incl. China) 76.7 4.7 112.8 5.7 47.0

Southeast Asia (incl. India) 58.7 7.6 101 9.1 72.1

Sub-Saharan Africa 12.1 3.8 23.9 4.7 98.1

Total 284.6 (6.4) 438.4 (7.7) 54.0

means the number of people with 
diabetes there would double. 

Data taken from IDF Diabetes Atlas 
4th Ed, © International Diabetes 
Federation 2009

As the prevalence of diabetes 
increases, so will the risk of DR. 
In 2002, the global average risk of 
blindness from DR amongst people 
with diabetes was calculated as 
0.75% – meaning that, out of every 
133 people with diabetes, one person 
will go blind. If we simply apply this 
statistic to the expected number of 
people predicted to have diabetes 
in 2030 (440 million), the number 
of people likely to go blind from DR 
would be 3.3 million. 

In the poorest regions, however, 
the average risk of blindness from 
DR tends to be higher than 1 in 133. 
An important reason for this is that 
the infrastructure and resources 
required to effectively address DR 
are either inadequate or absent. For 
example, in one recent survey in 
Central America, 1.2% of people with 
diabetes were blind from DR (around 
1 in 84). 

In this respect, the current projections 
of the future global increase in 
blindness from DR appear optimistic, 
and the number of people likely to 
become blind as a result of DR in 2030 
could be much higher than 3.3 million. 

Fortunately, because of the ten- to 
twenty-year delay in the onset of 
DR, we still have a small window 
of opportunity to put systems, 

equipment, and people in place now 
to cope with, and wherever possible 
prevent, the epidemic of DR that is 
likely to affect the poorest countries 
a decade or so from now. 

What can we do?

Many readers of this journal are 
ophthalmic nurses or medical 
assistants, and some may feel 
that DR is a complicated problem 
which should be left to programme 
managers or ophthalmologists to 
address. However, there is a great 
deal that all eye care workers and 
their health care colleagues can do 
to address DR, by supporting each 
of the following:

�	Prevention of diabetes 
�	Early diagnosis of diabetes 
�	Good control of blood sugar and 

blood pressure amongst people 
with diabetes 

�	Early diagnosis of DR 
�	Referral for treatment.

Prevention of diabetes. 

At the primary care level, we can 
emphasize the importance of a 
healthy diet and exercise, since much 
of the increase in diabetes is a result 
of increasing obesity. Eye workers 
should join with other health workers 
to emphasize that diabetes – and 
diabetic retinopathy – can be avoided 
by making healthier lifestyle choices. 

Early diagnosis of diabetes. 

The people who are blind from DR 
today are the same people whose 

Table 1: Expected increase in number of people with diabetes: 2010–2030
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diabetes was undiagnosed or poorly 
controlled ten years ago. We know 
that early diagnosis of diabetes 
followed by good control of blood 
sugar and blood pressure will reduce 
the incidence of DR . However, 
many people do not know they have 
diabetes: the recent Nigeria national 
blindness and visual impairment 
survey found that nearly half of all 
participants with high blood sugar did 
not know they had diabetes. 

Where  the re  a re  sys tems  in 
place to manage diabetes and its 
complications, we must do more to 
look for people with diabetes and 
improve their care. One example 
would be to do routine urine or blood 
glucose testing on all patients who 
present with cataract. 

Good control of blood sugar and 
blood pressure. 

Even though improving a patient’s 
control of blood sugar and blood 
pressure may be outside our area of 
expertise, we can advise our patients 
about the importance of good control 
and support them by ensuring that 
we are working in partnership with 
physicians and diabetes specialists. 
We should use every opportunity to 
reinforce the message that good control 
in the present will pay off in the future. 

Early diagnosis of DR. 

Where there is treatment available 
for DR, all health care workers must 
reinforce the following messages 
when working with diabetes patients:

�	Diabetes can cause blindness 

�	The ear ly  s tages are  on ly 
detectable by examination of the 
retina 

�	E v e r y o n e  w i t h  d i a b e t e s 
should have an annual retinal 
examinat ion to a l low ear ly 
diagnosis and treatment. 

If all of us used every contact with every 
diabetes patient to reinforce these 
messages, then we can be confident 
that there would be a reduction in the 
risk of blindness due to DR. 

Referral for treatment. 

For ophthalmologists and health 
planners, there is an urgent need to 

ensure that networks and resources 
for the referral and treatment of DR 
are in place. It is impossible and 
unnecessary to provide a laser in 
every eye clinic. However, every 
eye clinic needs to know where to 
send their patients who need laser 
treatment. Ophthalmology residency 
programmes should ensure that their 
curricula emphasize the conditions 
that will be the major causes of 
blindness in the future, such as DR. 
Although not all ophthalmologists 
will treat DR, they must all know how 
to recognize it and when to refer 
patients for treatment. 

Thinking beyond the clinic 

One of the challenges in managing 
DR is that it requires partnerships with 
many different health care workers – 
both to find people with diabetes and 
to provide the eye care they need. 
We have to forge alliances with 
physicians, podiatrists, dieticians, 
pharmacists and all the other health 
workers and policy makers involved 
in the care of patients with diabetes. 
We will depend on them to encourage 
their patients to have annual eye 
examinations and we must return the 
favor by encouraging the patients we 
see to maintain good control of their 
diabetes and blood pressure. Every 
community health worker can play a 
part in reaching out to other health 
workers and building the networks 
that will be critically important for 
preventing blindness from DR. 

There is no single solution to DR that 
can be applied to every community 
worldwide. As with VISION 2020, 
the best results will be achieved by 
developing programmes at district 
level that take into account local 
conditions and resources. 

If there is one single message in 
this issue of the journal, it is this: 
diabetes and DR are everybody’s 
business. We must not leave it just 
to the specialists, whether they are 
specialists in diabetes or in retinal 
disease. In future, every single health 
worker will have to contribute to 
preventing, detecting, and managing 
diabetes and diabetic retinopathy.

Understanding diabetes and 
diabetic retinopathy

Blood sugar levels are controlled 
by insulin, a hormone secreted by 
cells in the pancreas. In diabetes, 
this control mechanism breaks 
down, which leads to high levels 
of glucose in the blood. Type 1 
diabetes is uncommon. It is caused 
by destruction of the insulin secreting 
cells in the pancreas, and at present 
there is no means of predicting or 
preventing it. It occurs in young 
people and begins suddenly. This 
type of diabetes always requires 
treatment with injections of insulin. 

Type 2 diabetes is much more 
common. It begins very gradually 
and may be completely without 
symptoms. Until recently, it was 
thought to affect only people over 
40 years old, but it is now found in 
much younger patients, particularly 
in association with obesity. In most 
people, type 2 diabetes is related to 
obesity and may be prevented and 
often controlled by weight reduction 
and exercise. Not all people with 
type 2 diabetes will require insulin. 
Some may be treated with tablets 
and some may only require weight 
loss to restore control of blood sugar. 

Both type 1 and type 2 diabetes are 
serious conditions. In both forms, 
the elevated blood sugar causes 
complications, most of which are due 
to damage to small blood vessels. 
This causes diabetic retinopathy, 
kidney disease, and foot ulceration 
– which may lead to amputation. 
In addition, the high blood sugar 
increases the risk of blockage of 
larger blood vessels, leading to 
strokes and heart attacks.

In  d iabet ic  re t inopathy (DR), 
damaged small blood vessels leak 
in the retina at the back of the eye. 
Later, the blood vessels become 
blocked, which leads to the formation 
of abnormal new blood vessels. 
These new vessels are fragile and 
can bleed into the vitreous gel; they 
can also pull on the retina, causing 
retinal detachment. If blood vessels 
become damaged in the central part 
of the retina, this causes diabetic 
maculopathy, which is characterized 
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by swelling of the retina (macular 
edema).

All  these changes can damage vision 
permanently, and eventually lead to 
blindness unless the patient receives 
treatment (mainly laser treatment). 
Even then, treatment will only stop 
or slow down the disease – existing 
damage to the eye or to the patient’s 
vision cannot be undone.

Everyone with diabetes will develop 
some degree of DR eventually, most 
commonly after ten or more years of 
living with diabetes. High blood sugar 
and high blood pressure increases 
the risk of developing DR.

Why does diabetic retinopathy 
happen, and how can we stop it?

Diabetic ret inopathy (DR) is a 
complication of diabetes. We can 
prevent DR both by preventing 
diabetes (primary prevention) and 
by improving the management of 
diabetes to slow down the onset, and 
reduce the severity, of DR (secondary 
prevention).

Primary prevention

There is little that can be done to 
prevent type 1 diabetes. Its cause is 
uncertain and there is no evidence 
that any intervention can prevent it. 
The vast majority of the 300 million 
people with diabetes have type 2 
diabetes, which is often preventable.  
There is good evidence that lifestyle 
changes, such as losing weight,

increasing physical activity, and 
eating more fruit and vegetables 
can lead to a significant reduction 
in the incidence of type 2 diabetes. 
As diabetes is a cause of visual 
impairment, we should work with 
existing public health programmes 
and also ensure that diabetes is 
included in our primary eye care 
programmes. Community health 
care workers should take every 
opportunity to reinforce public health 
messages about avoiding obesity 
and taking regular exercise, and 
advise patients about weight loss 
and diet where possible. In addition, 
our specialist input might be valuable 
to the public health campaign, as 
avoiding bl indness could be a 
powerful motivator for people to 

change their lifestyle for the better.

Secondary prevention

Optimal blood sugar control 

Good blood sugar (Glycemic) control 
can reduce the risk of retinopathy in 
anyone with diabetes. 

Type 1 diabetes

T h e  D i a b e t e s  C o n t r o l  a n d 
Complications Trial followed two 
groups of people with type 1 diabetes, 
one that was intensively treated to 
control blood sugar and one that was 
managed in the usual way. After nine 
years they found a 26% reduction 
in the risk of development and 
progression of DR in the intensively 
treated group.

Type 2 diabetes 

The United Kingdom Prospective 
Diabetes Study (UKPDS), published 
in 1997, showed that tight blood 
sugar control reduced the risk of 
progression of retinopathy and the 
need for laser treatment in people 
with type 2 diabetes. This study 
showed a 16% reduction in the risk 
of legal blindness in the intensively 
treated group compared to usual 
management at ten years.  In practice, 
however, perfect blood sugar control 
is unattainable in patients with type 
1 diabetes because of the risk of 
unpredictable hypoglycemia. With 
type 2 diabetes, most patients do not 
achieve tight control and if they do it 
tends to deteriorate with time.

Control of blood pressure

In patients with high blood pressure 
(hypertension), control of blood 
pressure can reduce the r isk 
of developing DR. The UKPDS 
randomized tr ial hypertensive 
patients with diabetes were divided 
in to two groups:

�	Tight blood pressure control 
( < 1 5 0 / 8 5  m m H g )  u s i n g 
predominantly a beta-blocker 
or an angiotensin Converting 
enzyme (ACE) inhibitor with the 
addition of other agents if required

�	Less tight blood pressure control 
(<180/105 mmHg) without the 
use of beta-blockers or ACE 
inhibitors.

After seven years, there was a 35% 
reduction in the progression of DR in 
the tight blood pressure control group. 
At nine years, the tight blood pressure 
control group showed a 47% reduction 
in the risk of moderate visual loss and 
a 35% reduction in the need for laser 
treatment. The study found no benefit 
of the ACE inhibitor (captopril) over 
the beta-blocker (atenolol).  Several 
large studies have looked at the effect 
of individual ACE inhibitors in patients 
with diabetes. However, the effect on 
DR has been, at best, a secondary 
outcome measure and there is no 
clear evidence that one method of 
lowering blood pressure is superior 
to another in terms of its effectiveness 
in slowing down the progression 
of DR.  The Diabetic Retinopathy 
Candesartan Trials (DIRECT) were 
large randomized trials designed 
to assess whether reducing blood 
pressure in diabetic patients who did 
not have hypertension lowered the 
incidence/ progression of DR. The 
trials showed that there was no effect 
on either the incidence or progression 
of DR.

At present, therapies for established 
DR reduce the progression of the 
disease and stabilize visual acuity. 
Only rarely do these therapies lead 
to improved vision.  Treating DR 
can be expensive. Every patient 
also requires monthly follow-up, 
which greatly increases the number 
of clinic visits.  The best and most 
affordable care we can provide for 
people with diabetes is secondary 
prevention to reduce the incidence 
of DR by means of good control of 
blood sugar and blood pressure.  
This can only be achieved if there 
is, collaboration with physicians 
and good communication between 
health workers and patients. These 
measures will not only decrease the 
incidence and progression of DR, 
but also the other complications of 
diabetes, and they will be beneficial 
to every diabetes patient.

Dr. M Malaravan MBBS, MD (Oph)
Fellowship in Anterior Segment / IOLs

Consultant Ophthalmologist
Department of Ophthalmology

Teaching Hospital, Jaffna.
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In January this year, I had the 
opportunity to work with colleagues at 
the Jaffna Medical School.  There is 
little doubt that the talent, enthusiasm 
and energy that is currently present 
within the Medical Education group 
will lead to many positive changes 
in the near future.  One area which 
is often in the forefront of change in 
medical education is Assessment 
and a topical issue is Work Based 
Assessment (WBA). I will use this 
opportunity to discuss new published 
evidence that colleagues may find is 
food for developing local innovations. 

Anchoring Work Based 
Assessments

Where WBAs are psychometrically 
evaluated, Crossley and Jolly1 (two 
medical educationalists) observe 
that the scores are influenced by 
assessor variations and assessors 
are overwhelmingly likely to rate their 
trainees positively, leading to little 
discrimination. 

Alignment is a key aspect of making 
any assessment valid. It is important 
to align the expertise of the assessor 
and the trainee’s developing ability 
in the workplace. So what anchors 
should one use in rating scales? 

Assessors can have different under 
standing of what an ‘excellent’ 
p e r f o r m a n c e  i s .   W h e n  o n e 
describes what we mean by excellent 
performance, assessors do not 
always read the guidance provided.  
Recently there is also increasing 
evidence that assessors are reluctant 
to use categories that sound negative 
such as ‘unsatisfactory’ or ‘poor’.  
Scales designed to reflect progress 
in relation to predetermined stages 
of training, such as ‘well below/
above expectation for 1st year 

paediatric trainee’ are reported to 
cause uncertainty about the standard 
expected for a given stage of training. 
Furthermore, limited knowledge of 
lengthy curricula, reluctance to rate a 
trainee as being below the expected 
standard when they know that the 
trainee is approaching the end of a 
given training period can all lead to 
poor sensitivity and discrimination. 

Olle ten Cate (the Dutch Medical 
Educationalist) makes a strong 
case for adapting the concept of 
‘entrustability’ to run through all 
aspects of postgraduate training2. 
He argues that clinical supervisors’ 
judgements  shou ld  focus  on 
‘entrustability’ (‘Do I trust this trainee?’) 
and that this construct is a helpful 
weighted and balanced synthesis of 
many complex factors3.  When do you 
feel able to trust (A trainee’s ability 
to perform an activity at a desired 
level of performance without direct 
supervision) your trainee with certain 
core professional activities? This 
surely is the ultimate test of how safe 
this trainee is with the patient. 

Indeed this fits in with the move 
towards judgements rather than 
objective observations in assessment, 
as evidenced from the data in the 
recent papers in Medical Education 
by the UK Medical Educationalist 
Jim Crossley1;3;4.  Furthermore, 
Crossley and co-authors argue3 
that the assessment should focus 
on competencies that are central 
to the observed activity; and the 
assessors who are best placed to 
judge performance should be asked 
to participate in the assessment.

The question for medical educators 
in Jaffna is how do these recent 
developments impact on local 
developments? How do WBA and 

its challenges resonate with the local 
culture?
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Developments in Medical Education Assessment: 
Utilising Work Based Assessment

Answers for image challenge

1. Osteosarcoma
2. Left sided pneumothorax
3. Tuberous sclerosis
4. Arteriovenous malformation
5. Left upper lobe collapse
6. Retro-pharyngeal abscess
7. Ankylosing spondylitis
8. Pneumoperitoneum
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MCQ in General Medicine

Answers for MCQ in Surgery 
(March Issue)

1. FTTTT
2. TFFFF
3. FFFFT
4. FTFFF
5. FFFFT

6. FTTTT
7. TTFTT
8. FFFTF
9. TFFTT
10. TTFFT

1)  Regarding Hepato Renal Syndrome (HRS) following 
are true
a)  There are 2 types of HRS recognized
b)  HRS is a sequelae of patients only with  

Decompensated cirrhosis
c)  Majority will die in first 10 weeks of following HRS
d)  Terlipressin is not effective in the treatment of HRS
e)  40% of patients with cirrhosis will develop HRS 

during the natural course of their disease

2)  You are called to review a 45 year old woman with 
atypical chest pain.Her troponin was negative but 
the lab results of Adjusted Calcium 1.98, Phosphate 
0.98,Trousseau’s and chvostek’s signs are negativeECG 
–Normal sinus rhythmWhich of the following are true?
a)  You will admit this patient
b)  Hypomagnaesemia may be associated with these 

findings
c)  Signs of tetany would not warrant emergency 

treatment
d)  PTH and Vit D levels need to be checked
e)  She can be seen as an outpatient clinic with oral 

supplements

3)  Following features are characteristic of thyroid storm
a)  Hyperpyrexia >41OC
b)  Cardiac failure
c)  Hepato cellular dysfunction
d)  Signs of infection
e)  Delirium or Frank psychosis

4)  You are asked to review a patient in oncology ward, 
who is waiting for the radiotherapy  following morning, 
the patient was complaining of persistent vomiting 
and confusion.Her adjusted calcium was 3.34 PO4 
0.71Which is the most appropriate initial therapy?
a)  IV Fruosemide
b)  IV Fluids
c)  IV Pamidronate
d)  PTH receptor blocker
e)  Refer for haemodialysis

5)  A52 year old man presented following two convulsive 
epileptic seizures in the previous eight weeks. 
Neurological examination was normal. Investigations 
were pendingWhat treatment is most appropriate at 
this stage?

 a)  Carbamazipine
 b)  Lamotrigine
 c)  None
 d)  Phenytoin
 e)  Soium valproate

6) A72 year old man was found to be anaemic .He had 
a history of hypertension and his medications are 
fruosemide and ramipril. Hb 12.2g/l MCV 76Ffl Upper 
GI Endoscopy normal Duodenal biopsies normal Faecal 
occult blood negative (3) What is the most appropriate 
next step?
a)  MR enteroclysis
b)  Colonoscopy

c)  CT Scan of abdomen
d)  Faecal calprotectin
e)  Tissue transglutaminase antibody

7)  Which of the following statements are true?
a)  80% patients with type 2 diabetes will die of 

cardiovascu lar event
b)  Current secondary prevention is very effective in 

patients with type 2 DM
c)  Non flow limiting coronary plaques in type 2DM 

are always responsible for STEMI
d)  Hperactive platelets are seen in patients with type 

2 DM even in the absence of recent vascular event
e)  Thrombus in patients with type 2DM and recent 

ACS is increased in quantity and undergoes slower 
autolysis despite current optimal management 

8) A new vaccine strategy against TB is likely to include 
the Bacillus Calmette-Guerin (BCG) vaccine because
a)  It is known to prevent multi drug resistant TB
b)  The mechanisms of the protective immune 

response induced by the BCG vaccine are fully 
understood

c)  It is safe in HIV infected individuals
d)  It protects children against TB
e)  Giving a second dose of the BCG vaccine is known 

to improve efficacy

9)  Obesity is associated with 
a)  Type 2 DM,yslipidaemia and hypertension in 

people with cushing syndrome
b)  Increased levels of cortisol in serum
c)  Enhanced clearance of cortisol 
d)  Impaired suppression of cortisol in the 

Dexamethasone suppression test
e)  Normal negative feedback control of cortisol,as 

assessed by the compined receptor antagonist 
stimulation of the hypothalamic pituitary adrenal 
axis(CRASH Test)

10)  Classification of Renal tubular acidosis(RTA)
a)  There are four recognized types of RTA
b)  The two most common types are type 1 and type 4
c)  Type 4 results from aldosterone excess
d)  Type 2 is also known as proximal RTA and it rarely 

occurs in isolation but is usually part of renal 
fanconi’s syndrome

e)  Type 3 RTA is mixture of type 1 and type 2 disease

Compile by 
Dr Nalayini Jegathesan

MBBS,MD,MRCP(Lond)
Consultant Physician, Base Hospital, Tellipalai.



HIGHLIGHTS OF JMA-CCP JOINT CLINICAL MEETING - MARCH 2013

Medical Professionals Gathered  for the Joint Clinical Meeting  Organised  by 
the Jaffna Medical Association (JMA)  with Ceylon College of Physicians 

Welcome address by 
Dr. Udaya Ranawaka

President, 
Ceylon College of Physicians

Dr. S. Srikaran
Consultant Physician, 

Base Hospital Chavakachcheri

Dr. Chrishanthy Rajasooriyar
Consultant Clinical Oncologist,  

Teaching Hospital Jaffna

Dr. S. Sivayogan
Consultant Psychiatrist, 
Teaching Hospital Jaffna

Dr. T. Kumanan
Senior Lecturer,

Faculty of Medicine, 
University of  Jaffna

Dr. K. Ajantha
Consultant Neurologist,
Teaching Hospital Jaffna
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Give two bad prognostic signs 
demonstrated in this picture.

Young man developed an itchy lesion 
on his back one week after having a sun 
bath. What is the diagnosis?

A diabetic patient has got asymptomatic 
lesion on her back for last 3 months. 
What is the lesion?

What is the diagnosis and give three 
ocular lesions associated with this 
condition?

A man complains of recurrent burning 
eruption on his chest and arm. This has 
happened on three occasions in last 2 
years. What does he has?

What is the sign demonstrated in a Toxic 
Epidermal Necrosis(TEN) patient?

This man had these asymptomatic plaques 
for several years. What is the diagnosis and 
give three associations.

Middle aged gentleman presented to 
medical ward with loss of weight and 
evening pyrexia. What is the lesion?

Image Challenge

Compiled by: Dr.Mrs. F.M. Srisaravanapavananthan, Consultant Dermatologist, Teaching Hospital, Jaffna.

Sponsored by: MIOT (UK)
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