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Dear friends and colleagues,
I am proud to say that we had a 
very successful annual session 
ever been. I would like to express 
my grateful thanks to IMHO for 
joining us for the 75th year annual 
academic sessions. Furthermore, 
we have introduced JMA Gala 
dinner for the first time in the history of JMA. We 
are thankful to the 36th and 38th batch of medicos 
for their impressive contributions. We are indeed 
happy to congratulate the council and those who 
are behind the scene to make the sessions suc-
cessful. Above all, we are truly grateful to you all 
who have chosen to join the 75th year academic 
sessions of the JMA.

Thanking you.
Dr.S.Chandrakumar
President, JMA

Call for submission 
for

 “The Jaffna Medical Journal” 
The journal is accepting submission of 

original research articles, review articles, 
case reports or any other form of articles 
that are within the scope of our journal in 

an electronic form. 

Manuscripts that do not conform to the require-
ments will be returned to you for necessary 
modifications.
Manuscripts should be addressed to Editor, 
Jaffna Medical Association and emailed to                     
jmasessions2016@gmail.com no later than 31st              
December 2016. 

 (For further instructions- Page 16)
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JMA’s Success at its Diamond Jubilee! 

It is with great pleasure and accomplishment that 
the Annual Scientific Sessions of the JMA and 
the Joint Academic Sessions with International 
Medical Health Organization (IMHO) has been 
successfully held from in July 2016.  Especially, 
the guest lecture on Changing face of medical 
professionalism by Prof.A.F.Sheriffdeen (University 
of Colombo) was an eye-opener and it worth 
sharing in this newsletter. I would also like to 
highlight more on the JMA Gala night, a creative, 
and mind blowing entertainment program, which 
simply impressed the audience from local and 
international community despite of their language 
and culture. I would like to congratulate the entire 
team for putting an enormous effort to make this 
session a success and hope this hard work and 
cooperation continues to further show the colors 
of the JMA. In this issue, you can find MCQ on 
Neurology, Image challenges on radiology, an 
article on stroke and the transcript of the lecture 
on Changing face of medical professionalism. I 
believe that you will enjoy reading this issue. 

Thanking You.

Dr. K. Ajantha
Editor, JMA

Image Challenge 

1. Acro-osteolysis found in Inflammatory joint diseae 
 b.Hyper prathyroidsm    c. Neuropathy 
  d.Chronic vascular insufficiency   e.Frostbite    f.Occupational exposure

2. Jaccoud’s arthropathy
3. Roth’s spots
4. Gangrene of the ear lobe in advanced Raynauds disease
5. Gout nodulosis
6. Right sided hypoglossal nerve palsy
7. Un-displaced transverse fracture of femur in osteomalacia
8. Heliotrope rash in dermatomyosistis
9. Diffuse coronary arteritis in PAN  
10. Leukonychia and Mee’s line in arsenic poisoning
11. Hand foot mouth disease
12. Erlenmeyer’s flask deformity in Gaucher’s disease
13. Paget’s disease - saber like tibia, and superficial venous circulation
14. Visible veins of chest and abdomen, superior vena caval obstruction
15. Half and half nails ( Lindsay’s nail) –  CKD
16. Left sided sacralization

To the Jaffna Medical Association:

It was a privilege to participate as Chief Guest 
in your illustrious 75th Anniversary Symposium. 
The event was an outstanding success and 
testimony to your commitment to advancing 
medicine and science in the region.
Today, medical science is rooted in 
collaboration. During my three days in Jaffna, 
my most illuminating moments were spent 
in discussions with your esteemed faculty on 
topics ranging from cancer screening, diabetes 
management, and endoscopy. In addition to 
the opening ceremony and scientific sessions, I 
greatly enjoyed my visits to the Medical College 
campus, Jaffna Hospital and the Jaffna Jaipur 
Centre for Disability Rehabilitation. Most 
importantly, I was inspired by your commitment 
to care in the region and excited by the possibility 
of collaborating in the future.
Once again, I wish you the best in your future 
success and look forward to our future work 
together.
Sincerely,

Sharmila Anandasabapathy, M.D.
Professor of Medicine (& Gastroenterology)
Vice President, Baylor Global Initiatives
Baylor College of Medicine
Houston, Texas

1. TFFTT
2. TTTTT
3. TFTFT
4. TTTFT
5. TTTFT
6. FTTFF
7. C
8. B
9. C
10. C

MCQ

Answers
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Ceremonial procession at the inauguration held on 29th July 2016

Chief guest Prof.Sharmila Anandasabapathy lighting the traditional oil lamp

Address by the president of the JMA Dr.S.Chandrakumar and the secretary Dr.S.Gobyshanger

Guests at the reception

Annual Academic Sessions - 2016 &  Joint Academic Meeting with IMHO
Inauguration Ceremony
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There are many definitions of the word 
“Professionalism” but each one of them 
agrees on two essentials. First, that one has 
to undergo focused training in an art or craft 
during which time there would be periodical/ 
fi nal assessments to determine competence. 
The second requirement, perhaps more relevant 
to Medical professionalism is the binding or 
adherence to a code of conduct or ethics. Both 
are complementary, you cannot be ethical 
without displaying a reasonable degree of 
competence and vice versa., Much of what I 
am going to say applies to clinical medicine 
but most of it is also relevant to non-clinical 
doctors.

During the time of Hippocrates, patients 
turned to Deities to obtain cures for their 
illnesses with prayers, dancing, chanting 
and sacrifices and he knew that Physicians 
too would soon be venerated as Gods in 
the patient’s desperate search for cures. He 
probably realized the potential for abuse 
that such veneration could give successful 
physicians, be it power, monetary, sexual etc. 
Alas, 2431 years later his fears are yet proving 
to be not unfounded. Hence he promulgated 
his “Oaths”

Here is a summary of the 6 parts to the 
“Oath” he propounded:

1.  Gods and Goddesses would be his judges 

2.  Respect for teachers as much as for parents

3.  Would pass on this knowledge to sons and 
pupils 

4. practice for benefit of sick and not harm 
them, “not cut no one whatever for stone 
but will give way to those who work at this 
practice” 

5. Not take advantage (sexually or otherwise) 
of patients/householders and practice 
confi dentiality 

6. Display honorable behavior.

These sentiments have been echoed 
throughout history, time and again. Doctors 
have been cautioned. 

In 2002 there was an unusual event in 
publishing in Medical journals. The identical 
art icle was published in two journals 
simultaneously titled “Medical Professionalism 
In The New Millennium: A Physician Charter” 
in both Ann intern med. 2002;136:243-46.
and  Lancet. 2002;359:520-22

Over 20 authors from 15 countries combined 
to produce this article due to “concerns about 
the falling ethical standards of medical 
practice” in their countries. They were 
worried about 1.changes in health care system 
which threaten values of professionalism, 
eg.defensive medicine, 2.Physicians bring 
tempted to abandon commitment to focus on 

The changing Face of Medical 

Professionalism
A.H Sheriffdeen, Emeritus Professor of surgery, University of Colombo.
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patient welfare.eg other interests e.g. pressure 
from pharmaceutical firms and personal 
gain, and 3. Drop in values held by medical 
profession.

There is  concern that  in  Sri  Lanka 
too, a similar trend is emerging. All one 
has to do in Sri Lanka today is to open the 
newspapers. It would be a rare sight not to find 
a news item saying something like this about 
doctors: Medical “mudalali” (profit motivated), 
charges excessive fees, Late for Clinics and 
Consultations, Patients kept waiting for hours, 
One minute consultations, therefore not paying 
attention to co-morbid illnesses and discussing 
side effects of treatment with patient/ relatives, 
Callous, rude, Careless, Breaking bad news 
without sensitivity, Coercing patient into 
expensive treatment options and Fee splitting/ 
sharing.

No medical school or Post graduate 
training programme ever teaches its students 
to be arrogant, rude, careless, exploitative or 
negligent. Then why this huge turnaround?

When a profession gets disconnected 
from its core values, its practitioners lose 
their identity and don’t know how to behave. 
Medicine is moving from a values and ethics 
based profession to a business and terms such 
as “patients”, “compassion”, empathy” and 
“noble” are being replaced by words such as 
“clients”, “customers”, “volume”, “targets” 
and “revenues”.

When societies are mired in chaos, it is the 
responsibility of the educated – individuals, 
professionals and institutions – to provide 
guidance. Upholding the core values of the 
profession is the first step in this regard”

Older definitions of professionalism pitched 
the doctor in an exclusive group, defined 
through specialist knowledge and expertise. 
Today, information about health and disease is 
available to anyone with access to a computer, 
and the definition of professionalism has 
had to adapt and change in an increasingly 
consumerist healthcare sphere.

A patient’s trust in a doctor is no longer 
assumed; it is reached through a display of 
appropriate professional qualities: expertise, 
probity, integrity, to a knowledgeable and 
questioning patient. “It was not enough that the 
doctors were simply exhorted to do good, but 
in the analytical bioethics, which has largely 
superseded medical ethics, patients should 
be empowered to place their own check on 
medical power through the use of informed 
consent procedures” (S.N.Arsecularatne et al 
quoting Volpe,1990)

Two important  developments  have 
contributed to increases in public expectations 
of access and outcomes of medical care – the 
internet and publications highlighting the 
alarming increases in medical errors. Medical 
error is the 3rd leading cause of death in USA! 
A staggering 210,000 to 400,000 deaths per 
year in Hospital patients. The science of safety 
has matured to describe that communication 
breakdowns, poor judgment and inadequate 
skill can result in patient harm and death. Better 
informed patients, social media, and patients’ 
rights activists have contributed to the respect 
for doctors growing thin. Our medical trade 
unions are not helping either.

So we see a paradigm shift from what I 
said about Medical Professionalism at 
the  commencement  of  th is  ta lk  f rom 
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the elitist exclusive professionalism to 
inclusive professionalism. Patient centered 
professionalism is more responsive to patients 
and is central to the new medical professionalism 
and to modern healthcare. Increase in public’s 
expectations of access to and outcomes of 
medical care. New professionalism will require 
doctors to develop skills in Leadership- vision, 
strategic thinking, empowerment, motivation 

and trust; work in Teams, participate in education, 
career development, research and revalidation. 
The most contentious of these is revalidation or 
recertification which trade unions in Sri Lanka 
are passionately opposed to: I personally don’t 
know why. If we do not take the initiative to 
meet the challenges there are others waiting to 
do it for us.

Jaffna Medical Association
Clinical Meeting

Date : 01.11.2016

Time : 11.30 am - 12.30 pm

Venue : Medical Students’ Hostel Auditorium

C

Dr. K. Sivasuganthan
Registrar in Surgery
Professorial Surgical Unit
Teaching Hospital, Jaffna.

Dr. H.D J de Zoysa
Registrar in Medicine
Ward 02 / 10
Teaching Hospital, Jaffna.

Moderator
Dr. S. T. Sharma
Lecturer, Consultant Surgeon
Professorial Surgical Unit
Teaching Hospital, Jaffna.

All Are Welcome!!
Lunch Will be Provided

WHAT WE KNOW?

WHAT WE DON’T KNOW?

CHRONIC RENAL FAILURE AND ACCESS FOR HAEMODIALYSIS
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Dr.Anton Jenil (Consultant Radiologist, DGH Kilinochi) presenting at the symposium on Respiratory Diseases 
and the chairpersons of the symposium

Prof.Sivamainthan Vaithiyanathan (Associate professor of Surgery and Chief of Minimally Invasive and Bariatric 
Surgery, Brown University, USA) presenting at the Symposium on Gastroenterology and the attendees

Speakers being awarded

Annual Academic Sessions - 2016  &  Joint Academic Meeting with IMHO

Presentations by Dr.Nilesh Fernandopulle (Consultant Gastroenterologist, Teaching Hospital of Jaffna) and Dr.N.Umashankar 
(Consultant  Paediatrician, Department of Paediatrics, Faculty of Medicine, University of Jaffna)
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Annual Academic Sessions - 2016 &  Joint Academic Meeting with IMHO

Guest lecture by Prof.TJJ Inglis (Medical microbiologist, Australia) and Dr.M.Aravinthan (Consultant 
endocrinologist) presenting at the symposium on Primary care

Dr.Enoka Corea (Department of microbiology, Faculty of medicine, University of Colombo) and Dr.M G Sathiadas 
(Consultant  Paediatrician, Department of Paediatrics, Faculty of medicine, University of Jaffna) are being awarded with certificates

Dr. P. Jebananthy and Dr. Mrs. Ganeshamoorthy chairing a symposium and the attendees

Academic debate on Private medical colleges in Sri Lanka would be beneficial for the Health of the Public and the 
winning team being awarded
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To commemorate the 75th Anniversary of the Jaffna Medical 
Association, a special evening of entertainment and dinner was 
organised in the Faculty of Medicine on 30th July. A cultural show 
was held in the Hoover auditorium followed by a dinner held in 
the grounds of the faculty.

The cultural show was very well attended by doctors and their 
families, many of the JMA session speakers, members of IMHO 
and their families from the US, Australia, Canada, UK as well as 
students and visitors.

The first part of the program was a delightful musical segment 
performed by students from the 36th batch and had toes tapping and hands clapping in the audience with the 
variety and musicality of the Tamil, Sinhala and English songs performed.

The second part was a truly mesmerising dance performance that so perfectly blended together the different 
dance traditions in this country. The students of the 36th and 38th batches had put together a truly outstanding 
fusion of dance styles in costumes specially made 
for the occasion that reflected the different cultures. 
The audience was left mouths agape in amazement 
that such a wonderful performance had been 
choreographed and performed so well by such 
young and talented future doctors!

The final part of the program was another musical 
segment performed this time by young doctors. It 
was based on ‘Navarasa’, the nine emotions based 
on poems by one of the Faculty’s own graduates An appropriate selection of songs was performed powerfully 
and with emotion and effectively conveyed the essence of ‘Navarasa’. 

The icing on the cake was the open air dinner that followed in the grounds of the Faculty adjoining the auditorium. 
Never have the grounds been transformed into such a magical garden as it was that evening. The wonderful table 

decorations and lighting, all hand made by 
the students of the 36th and 38th batches, truly 
created an ambience that made the tasty food 
even more delicious.

The JMA must thank the Dean of the Faculty, 
the AR and faculty staff. Thanks too to the 
many that helped with ticket sales and raffle 
contributions etc. 

Above all though, the JMA owes a huge debt 
of gratitude to the leaders and students of the 36th and 38th batches who gave a lot of their times and all of 
their immense talents to make it a night to remember and one fit for a 75th Anniversary.

COMMENTS on the Gala Nite
Most “cultural shows” bore me but I really did enjoy your concert and especially the act out by the 
young doctors : Prof.Sherifdeen

We must analyse how such a wonderful performance was possible!: Dr.Sivayokan

Most of us thought it would be a routine medical students program but it was mind blowing and amazing. Thanks 
to the students : Dr.Mayorathan

It’s really a mesmerizing, unimaginable performance which I never thought possible from among us : Dr.Nalayini

GAlA nite-An eveninG to remember indeed!
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Challenges in Achieving Best Care in Northern Province; Providing safe 
and optimal care in the management of Acute Ischemic Stroke (AIS) 

Ms.K.Sorubiga1 ,  Dr.Ajantha Keshavaraj2

1 Research Assistant, Northern Central Hospital  2Consultant Neurologist, Teaching Hospital of Jaff na

Acute Ischemic Stroke (AIS) is distinguished by the sudden loss of neurological functions due to acute 
interruption of blood circulation to an area of the brain. It is commonly caused by thrombotic or 
embolic occlusion and less oft en by rupture of a cerebral artery.  Stroke is the fourth killer and major 
cause of disability among adults in Sri Lanka. Annual expenditure on the management of acute stroke 
and neuro rehabilitation has been mount-
ing due to increasing cardiovascular risk 
factors such as hypertension, smoking, 
diabetes mellitus, dyslipidemia, excessive 
alcohol intake and sedentary life style 
concomitantly with ageing population. 
When compared to Western Countries, 
South Asian countries account for larg-
er stroke burden, and of the two stroke 
mechanisms, ischemic stroke is more 
common (80%)  in Sri Lanka (Fig2)1. Even though several studies have stated that the AIS prevalence 
is higher among older adults, recent studies reveal that the prevalence of AIS has been increasing 
among young adults as well2.  
According to the stroke registry from May 2015 to April 2016 at Teaching Hospital Jaff na, approx-
imately 450 to 500 AIS patients were admitted and treated. However, less than 3 percent of them 
found to be eligible for receiving intravenous thrombolytic therapy. Further, the national survey on 
self-reported health in Sri Lanka 2014 states that Jaff na district has the second highest prevalence rate 
of chronic illnesses including stroke3. In addition to that, the prevalence of major risk factors leading 
to AIS which are diabetes and high blood pressure are reported to be elevated among females above 
15years old while the prevalence of stroke is found to be higher among males with a male to female ra-
tio of 3:23. As a result, the health status of the population 
aff ects the productivity and effi  ciency of the labor force 
due to disability caused by chronic illnesses. Further, in 
South Asian countries there have been a scarcity of both 
human and physical resources (Trained Neurologists, 
Stroke specialists or well-equipped stroke unit) that are 
essential for Acute Ischemic Stroke Management1. 
 AIS management plays a crucial role in reducing 
the risk of severe disability or deaths due to AIS. Prior 
to the introduction of Recombinant tissue plasminogen 
activator (rtPA) for AIS management, the patients were 
administered with anti- platelets and statin. rtPA has been 
the most eff ective treatment option for acute ischemic 
stroke management in the current era.

Figure 1: Mechanisms 
of stroke: blood vessel 
carrying blood to the 
brain is blocked by a 
blood clot (ischemic) 
or a brain aneurysm 
burst or a weakened 
blood vessel leak 
(hemorrhagic)

Figure 2: Distribution of ischemic and hemorrhagic 
stroke1
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Initially, rtPA was first produced by recombinant DNA 
techniques in 1982 and approved as the only drug treat-
ment for AIS in 1996 by the US food and Drug Administra-
tion (FDA)4.  The landmark NINDS rtPA trial, carried out 
in 1995, showed that rtPA had a relative risk reduction of 
30% compared with placebo between 0-3 hours from stroke              
onset.  However, there have been few complications feared 
in the administration of rtPA in AIS patients. They are in-
tracerebral hemorrhage (ICH), anaphylaxis or angioedema, 
systemic bleeding and myocardial rupture in patients re-

ceiving IV rtPA within days of an acute MI. Thus, the use of 
rtPA is limited to carefully selected patients4. 

The pharmacological target for AIS treatment is to recover the ischemic penumbra which is the             
reversibly injured brain tissue around the ischemic core5 (Fig3). The dynamic changes in the penum-
bra region and infarct expansion occur in response to regional cerebral blood flow, pathophysiologi-
cal environment and treatment; it imposes an earliest intervention in AIS which is well described as           
“time is brain”. Imaging technologies such MRI, CT, PET or SPECT can be used to identify the salvage-
able brain tissue. Among them, CT scan serves as the gold standard imaging technology to exclude the 
patients with contraindications before administering IV rtPA. At the same time, diffusion-weighted 
image (DWI) is used to identify the reversibly injured tissue in the early hours after stroke while Per-
fusion Weighted Image (PWI) is to identify the area of benign oligemia5. Brain tissues that are at risk 
are shown by the mismatch of PWI and DWI, are targeted for recanalizational therapy. Occasionally, 
spontaneous recovery of the penumbra has been observed as it merges with the ischemic core or          
becoming normal tissue (fig 4 & 5). The treatment outcome then can be seen using CT or MRI5.

In general, the indications for IV rtPA are acute neurologic dysfunction that might probably cause 
long-term disability, onset of AIS symptoms between 3-4.5 hours before rtPA administration and           
absence of hemorrhage or well-established acute infarct in the non-contrast CT. The accomplishment 
of acute stroke management is first and foremost time dependent, and the necessity for the improve-
ment in acute stroke management is demonstrated because only minority of patients gain access to 
treatment, in IV rtPA within the essential window period of 4.5 hours.  Furthermore, despite the 
window period to carry out the treatment, the selection of the patients for IV rtPA must be done very 
carefully considering all the following absolute and relative contraindications. 

Absolute contraindications for rtPA
1. Acute intracranial hemorrhage     
2. Severe uncontrollable hypertension
3. Serious head trauma / stroke in previous 3 months 
4. Thrombocytopenia and coagulopathy 
5. Early radiographic ischemic changes   
6. Severe hyperglycemia or hypoglycemia  
7. Direct Thrombin Inhibitors or Factor Xa inhibitors  
8. Low-molecular- weight Heparin  

Figure3: Ischemic Penumbra- the reversibly in-
jured brain tissue around ischemic core (dead 
tissue)
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Figure 4: Identification of complete ischemic penumbra using PWI-DWI mismatch; a) Infarct core, ischemic penumbra and 
benign oligemia revealed on PWI  b). Infarct core and a outer part of ischemic penumbra on DWI c) PWI-DWI mismatch 
revealing part of ischemic penumbra and oligemia excluding infarct core and inner part of penumbra 

Relative contraindications 
1. Advanced age (more than 80)
2. Mild or improving stroke 
3. Severe stroke and coma 
4. Recent major surgeries
5. Arterial puncture of non-compressible vessel 
6. Recent gastrointestinal or genitourinary hemorrhage 
7. Seizure at onset
8. Recent MI
9. Central nervous system
10. Structural lesions
11.  Dementia 
The abovementioned absolute and relative contraindications play a major role in choosing patients for 
IV rtPA administration. In AIS treatment, clinicians should make individualized therapeutic decisions 
based on the presence of indications and absence of contraindications rather than population based 
therapeutic decisions. 
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In Southern part of Sri Lanka, 
almost all tertiary care centers 
are catered to administer IV 
rtPA to AIS. However, in the 
North there are two hospitals 
that are furnished with such 
facilities. Moreover, there has 
been an inadequacy in the 
treatment of AIS due to lack 
of trained health profession-
als, imaging technologies and 
limited infrastructure (Stroke 
Unit). Also, around 10% of 
the AIS victims do not meet 
the standard time window, 
thus, requiring mismatch im-

aging such as multimodal CT/MRI to identify the salvageable region to target for rtPA administra-
tion. In the absence of such advanced imaging technologies in the Northern Part, the treatment deci-
sion is made based on the available resources, local experience and clinical preference. Nevertheless,                                   
imaging often accelerates the clinical decision making since it provides the clinicians with real-time                    

information. 

In addition, there has been a lack of awareness about advancement of stroke management among the 
public. Therefore, they tend to seek out traditional medicine which they used to follow before intro-
duction of new treatment methodologies. The main reasons for this lack of awareness could be related 
to the civil war that took place in the North in the past which has had a ser ious impact on the devel-
opment of Northern Sri Lanka. Furthermore, knowledge about AIS is poorer in rural settings than 
that of urban; in addition, due to the difficulties in transportation they often do not meet the standard 
time window for rtPA administration or they do not report to the hospitals at all. This increases the 

morbidity and mortality associated with AIS. 

In conclusion, public healthcare system should focus on establishing more stroke units consist of well-
trained stroke specialists and appropriate equipment for AIS management and a rehabilitation team 
which includes physiotherapists specialized in neuro-rehabilitation, speech therapists, occupational 
therapists, nurses, clinical psychiatrists, and social workers throughout the country.  Awareness pro-
grams such as medical camps, workshops, or providing information leaflets on AIS would enhance 
the knowledge among the public; this would probably minimize the number of deaths or disability 
due to AIS. 

Figure 5: Demonstration of expected outcome of recanalizational therapy for AIS vs 
no recanalizational therapy 
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instructions to Authors
•	 Type manuscript double spaced with at least 2.5cm margin all round. Submit word processed soft-

copy and retain a copy for reference. On the top of the manuscript include the title of the article, 
the name (s) with initial(s) and post (s) held by each author at the time they did the work. 

•	 Articles should conform to the conventional structure of summary (not more than 150 words), 
introduction, methods, results, discussion and references.  The problem being addressed, what 
was done, findings and their implications must be written precisely in the summary. Statistical 
methods used need to be mentioned under methods. 

•	 Case reports should be written in the format shown below. 

Title of the case, Authors of case (corresponding author should be indicated by an *), case sum-
mary (up to 150 words summarizing the case presentation and outcome), background (why you 
think this case is important), case presentation (presenting features, medical/social/family histo-
ry), Investigations (if relevant), differential diagnosis (if relevant), Treatment, outcome and fol-
low-up, discussion (including very brief review of similar published cases and how many similar 
cases have been published), take home messages/learning point, reference and figure captions (if 
relevant). 

•	 Abbreviations should be spelled out when first used in the text. Any scientific measurements ex-
cept for blood pressure (mmHg) and hemoglobin (g/dl) should be given in SI units.

•	  Generic names of the drugs have to be used in the manuscript. 

•	 Tables should be self-explanatory and the data they contain must not be duplicated in the text or 
figures. 

•	 References must be numbered consecutively in the order in which they are mentioned in the text.

•	 If any photographs of the patients are shown, their identity should be concealed in some conven-
tional way or if the face or eyes are the point of interest a written consent must be obtained from 
the corresponding person. 

•	 The name and email address of the author whom the proof is to be sent should be mentioned while 
submission; page proofs sent to authors should be returned after correction within three days.

•	 Please submit the supplementary materials (high resolution images) together with the article and 
supply a concise and descriptive caption for each file.

•	 Declaration of interest: All authors are requested to disclose any actual or potential conflict of 
interest including any financial, personal or other relationships with other people or organizations 
within three years of beginning the submitted work that could inappropriately influence, or be 
perceived to influence, their work. 

•	 Submission declaration : Submission of an article implies that the work described has not been 
published previously (except in the form of an abstract or as part of a published lecture or aca-
demic thesis), that it is not under consideration for publication elsewhere, that its publication is 
approved by all authors and tacitly or explicitly by the responsible authorities where the work 
was carried out, and that, if accepted, it will not be published elsewhere including electronically 
in the same form, in English or in any other language, without the written consent of the copy-
right-holder.



17

multiple choice Questions: epilepsy

1. A 45 year- old woman develops generalized seizure 
activities lasting for 12 minutes; seizure activities 
appear to arrest after administration of 4 mg of IV 
Lorazepam. She has chronic kidney disease but is 
otherwise in good health. Which of the following is 
the best next pharmacologic step in management? 

1. Continuous midazolam infusion 
2. Continuous propofol infusion 
3. IV fosphenytoin 
4. IV Ketamine 
5. IV Phenobarbital 

2. Which of the following antiepileptic drug 
combinations is most likely to result in symptoms 
of diplopia? 

1. Phenobarbital and Clobazam
2. Phenytoin and Carbamazepine 
3. Phenytoin  and Gabapentin 
4. Topiramate and Carbamazepine 
5. Valproate  and Lamotrigen 

3. A 22 year- old man is referred to epilepsy clinic for 
further management of seizure. He has had several 
episodes of generalized tonic- clonic seizures with 
resultant oral trauma and incontinence. Some of 
his events may have started with focal shaking 
in the right arm, although this history is unclear 
and unable to be corroborated.  EEG reveals 
no epileptiform activities or asymmetry, and 
brain imaging is unremarkable. Of the following 
anticonvulsants, which would be most appropriate 
for this patient? 

1. Gabapentin 
2. Locosamide 
3. Oxcabazepine
4. Phenobarbital 
5. Zonisamide 

4. A 63 year – old woman is seen in clinic for a new 
diagnosis of epilepsy; she has experienced recurrent 
partial seizure attributed to a left hemispheric 
stroke. Her medical history is most notable for 
atrial fibrillation (for which she takes warfarin), 
osteoporosis, and a history of kidney stones. Her 
primary care physician started her on phenytoin, 
which resulted in a rash. Which of the following is 
the most appropriate antiepileptic medication for 
this patient? 

1. Carbamazepine 
2. Levitiracetam 
3. Primidone 
4. Valproate 
5. Zonisamide

5. The fetal exposure to which of the following 
medications is most likely to be associated with 
decreased IQ during childhood? 

1. Carbamazepine 
2. Lamotrigen
3. Phenytoin 
4. Topiramate
5. Valproate

6. A 34 year – old woman is having her medications 
tapered in epilepsy monitoring unit. She has a 
convulsive seizure that does not stop after 5 minutes, 
even after she receives a lorazepam injection.  A 
second intravenous injection is given. Infusing 
which of the antiepileptics in an adult provoke 
cardiac arrhythmia? 

1. Carbamazepine  
2. Diazepam  
3. Phenobarbital  
4. Clonazepam 
5. Phenytoin 

7. A 45 year – old chronic kidney disease patient came 
with myoclonic seizures. Which of the following 
drugs can be safely given to this patient? 

1. Topiramate   
2. Sodium Valproate   
3. Phenytoin  
4. Carbamazepine   
5. Locosamide  

8. Drugs causing nephrolithiasis 
1. Zonisamide  
2. Carbamazepine  
3. Topiramate  
4.  Valproate 
5. Clonazepine 

9. Least likely causing teratogenicity is /are 
1. Valproate    
2. Phenytoin    
3. Carbamazepine    
4. Oxcarbamazepine   
5. Lamotrigen    

10. Which of the following are true or false regarding 
the use of anti epileptics drugs and its indication to 
use in current clinical practice?   

1. Carbamazepine   -  Migraine  
2. Topiramate  - Bipolar disorders  
3. Gabapentin – Trigeminal neuralgia  
4. Zonisamide – Generalized seizures 
5. Clobazam – anxiety 

Dr. Ajantha Keshavaraj
 Consultant Neurologist 

Teaching Hospital Jaffna.
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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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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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