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Method

Results

Conclusion

Patients with stroke admitted to Teaching Hospital, Galle (THG) from March 2009 to June 2009 were included.

Personal data, time of first symptom, time taken to seek care at primary care or THG, mode of transport and

answers to the questions on stroke were collected from stroke victims or family members using a pre-tested,

investigator administered questionnaire.

Ninety six patients were included in the study. Their age ranged from 37-91 years. Thirty five (35.5%) were

below 60 years. Sixty one (63.5%) were males.Average delay was 29 hours and 15 min. Twenty two (22.9%) had

come within 2.5 hrs, 27 (28.1%) within 3 hrs and 34 (35.4%) within 4.5 hrs. Sixty two (64.5%) came after 4.5

hours. Primary care giver was General Practitioner in 21 (21.8%) and local hospital in 67 (69.7%) The mode of

transport to THG were; private transport - 11 (11.4%), public transport - 4 (4.1%), taxi - 77 (80.2%), paid private

vehicle- 8 (8.3%), ambulance - 25 (20.04%).

Reasons for delay were as follows: ignorance of symptoms - 67 (69.7%), denial - 36 (37.5%), ignorance of

urgency - 39 (40.6%), being alone - 11 (11.4%), disability or unconsciousness - 14 (14.5%), poor transport - 7

(7.29%), family commitments - 2 (2.08%), alternative medicine - 2 (2.08%). Subgroup with good knowledge

(Score >11/22) had a mean delay of 12.6 hours while one with poor knowledge (Score 11/22) had a mean delay

of 44.2 hours (p<0.01).

Only 35% of patients had come to the tertiary care centre within 4.5 hours. The most important reason for the

delay appears to be poor knowledge and other factors associated with it. Lack of efficient emergency ambulance

service and seeking care at other centres may also be contributory.
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Oral Presentation – 11

Sujatha Pathirage,

Objective

Method

Results

Discussion and Conclusions

Winning the battle but losing the war: Methicillin Resistant
(MRSA) infection at Teaching Hospital,Anuradhapura

Staphylococcus aureus

Darshana Wickramasinghe

Department of Microbiology, Teaching Hospital, Anuradhapura.

Staphylococcus aureus

Staphylococcus aureus

Staphylococcus aureus

1. To determine the prevalence and the pattern of occurrence of MRSA at Teaching Hospital, Anuradhapura

during war casualty admissions.

2. To determine the antibiotic susceptibility patterns of these isolates.

A retrospective study was done using data on the isolates detected at the Teaching

Hospital, Anuradhapura from March to May 2009. Data was obtained from the laboratory records and were

analysed with regards to their methicillin susceptibility, site of isolation and the antibiotic sensitivity pattern.

66.25% of all isolates which were isolated during March to May 2009 -at the terminal

stage of the war- were MRSA. From that 16% were army casualties. 74% of those were isolated from pus and the

rest came from sputum (12%), Blood (4.6%) and others (9.4%). MRSA was not isolated in urine samples.

Majority of the isolates were resistant to most anti Staphylococcus antibiotics which showed the ABST pattern

that is compatible with hospital acquired MRSA infections. Resistance to Erythromycin, Cotrimoxazole,

Ciprofloxacin and FusidicAcid were 82.9%, 76%, 71.4% and 41.2%, respectively.All the army casualty isolates

were 100% resistance to Erythromycin, Cotrimoxazole and Ciprofloxacin.

Majority of isolates were MRSAat Teaching HospitalAnuradhapura during the end stage

of war. Nursing staff workload increased, areas available for alternative patient accommodation were reduced,

the resulting ward closures interfered with clinical services, and hence the control policy was relaxed. But now,

strict infection control measures are mandatory to control this situation.
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abdominal wall.

Atotal of 29 procedures were carried out from January 2007 to June 2009. Patient selection was based on the type

of inguinal hernia i.e. recurrent, bilateral, unilateral and fitness for general anaesthesia. Total of 3 recurrent

herniae, 9 bilateral herniae and 17 unilateral herniae were repaired laparoscopically.

Majority of patients were discharged on the following day. Patients were able to commence routine activity

around 5 days after surgery and were relatively pain free compared to open hernia repair. Three patients presented

with recurrence. In one patient who was previously on antiplatelet treatment, we encountered difficulty during

surgery due to bleeding.

Laparoscopic hernia repair can be successfully carried out under an experienced surgeon. It can be recommended

for recurrent inguinal hernia repair following open repair with little disturbance to the already compromised

anatomy. It is useful in bilateral inguinal hernia repair since both sides can be repaired at the same time using the

same incisions avoiding two large surgical incisions.

Postoperatively, patients have a shorter hospital stay, lesser pain and return to normal activity much earlier than

following open surgery. The main drawbacks of this procedure are the long learning curve involved in training,

the cost of laparoscopic surgery and the need for general anaesthesia.

Results

Discussion

Abstracts



Majority had trunk involvement. Many children had buttock involvement. Itching was a prominent feature in

some. Some had very mild skin involvement while others had very extensive disease. Involvement of scalp was

seen only in few children.

Hand foot and mouth disease is a common problem and could be distressing to some. Disease could be much

more extensive and wide spread than the name implied as seen in this epidemic.

Conclusion
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Procedure Number of

Patients (n)

Specimen

retrieval

Anastomosis Incision Size

Abdomino-Perineal

Resection

6 Perineal Incision _ Sigmoid

colostomy

incision 4cm

Anterior Resection 1 Left Lumbar

Incision

Intracorporeal

Stapling

4cm

Anterior Resection 1 _ Coloanal pull

through

_

Sigmoid Colectomy 1 Left Iliac Incision Extracorporeal 5 cm

Right

Hemicolectomy

5 Right

Hypochondrial

Incision

Extracorporeal 5 cm

Objective

Material and methods

Results

Conclusion
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Sooriyabandara S, , Jayasekara HM

Introduction

Objective

Methods

To assess the safety and feasibility of minimal access surgeries for colorectal carcinoma.

Results of minimal access surgeries for colorectal carcinoma from 2004 to 2009 in Teaching Hospitals

Karapitiya and Peradeniya were analyzed retrospectively.

A total number of 14 patients were analyzed. Results were shown in the following table.

Colorectal resection for carcinoma can be safely performed by minimal access surgeries, causing lesser

morbidity than with open surgery.

CT scan of the brain is a commonly performed investigation, both in emergency and elective setups. It is by far

the best modality to image the head in acute trauma and stroke setting. CT brain studies make the bulk of CT work

in most institutions. The cost-effectiveness of this investigation raise questions about the utilization of resources

optimally.

To find out the prevalence of positive CT scans of brain done at General Hospital,Ampara.

Utilising patterns of CT scans of brain by clinicians; is it too liberal?

Jeewantha MM

Department of Radiology, General Hospital, Ampara.
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All patients (377), who underwent CT scans of brain at the Radiology Department of General Hospital, Ampara

during a period of four months (from 23.09.2008 to 22.01.2009) were selected. Available data in the request

forms, BHTs and studies archived were used for data collection.

Sixty five percent were males. Highest amounts of requests were made on patients who were 50 – 70 years old.

Least amount of requests was made on patients who were less than 10 years old and more than 80 years old. The

commonest indication was stroke followed by space occupying lesions (SOL). Highest number of requests came

from physicians. Overall rate of positive findings was 19.4% with positive rate of 29.9% for strokes and 9.7% for

SOL.

CT is invaluable in decision making in head trauma. CT is unrewarding in evaluating patients with chronic

headaches without neurological signs. Maintaining a high threshold for requesting CT scan of the brain for

headaches with normal neurological findings will significantly reduce the number of negative scans.

Mediastinum may be accessed for diagnostic or therapeutic purposes by lateral thoracotomy or median

sternotomy. The morbidity will be significantly reduced by minimal access. The proper placement of camera is

important to obtain a clear view. In addition, positioning of the patient may help to obtain a good view.

To assess the role of the camera port placement and the patient positioning in minimal access to mediastinum.

The camera port and positioning of the patient was analyzed for the procedures from 2004 to 2009 in Teaching

Hospital Karapitiya and Teaching Hospital Peradeniya. For anterior mediastinal surgeries, the camera was placed

in the axilla in mid axillary line (MAL) in 5 intercostal space (ICS) and the patient placed supine.

For posterior mediastinal surgeries camera was placed in the 5 intercostal space just below the inferior angle of

the scapula (IAS) and the patient was placed prone. In all instances a double lumen tube was used with one lung

ventilation. In transhiatal oesophagectomy camera was inserted through an abdominal port, patient kept supine

with both lungs being ventilated.

A total number of 34 patients were analyzed. Results were shown in the following table. None of the minimal

access surgeries have to be converted to open surgeries.

Results

Conclusions

Oral Presentation – 17

AB Wickramanayake

Introduction

Objective

Materials and methods

Results

Minimal access to mediastinum: assessment of camera port placement and
patient positioning

KB Galketiya,

Department of Surgery, Faculty of Medicine, University of Peradeniya, Peradeniya, Sri Lanka.
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Procedure Number of

Patients (n)

Site of Camera

port

Position of

patient

Vision

Mediastinal Lymph node biopsy 2 Axilla / MAL

5
th

ICS

Supine Good

Anterior Mediastinal mass biopsy 1 Axilla / MAL

5
th

ICS

Supine Good

Thymectomy 1 Axilla / MAL

5
th

ICS

Supine Good

Thoraco Laparoscopic

Oesophagectomy

(+ Neck incision)

4 5
th

ICS

IAS

Semi prone

+ Supine

Good

Thoracoscopic mobilization of

oesophagus

( + Laparotomy )

(+ Neck incision)

18 5
th

ICS

IAS

Semi prone

+ Supine

Good

Laperoscopic Transhiatal

oesophagectomy

(+ Neck incision)

2 No chest ports Supine Good

Thoracic sympathectomy 4 5
th

ICS/ IAS Semi prone Good

Diagnostic thoracoscopy for

oesophageal carcinoma

2 5
th

ICS / IAS Semi prone Good

Discussion and Conclusions

The selected port for the camera provided a clear picture. The position provided easy access over the collapsed

lung to anterior and posterior mediastinum depends on the procedure. The abdominal camera port can be

effectively used to proceed with a transhiatal dissection of the oesophagus with the advantage of double lung

ventilation and performing the surgery in supine position.
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chronic, intermittent, or acute complete or partial duodenal obstruction. In this presentation we report a patient

who presented to General Hospital,Ampara with superior mesenteric artery syndrome.

A 70-year old lady with a history of diabetes and hypertension for over 10 years presented with abdominal pain

and distension, vomiting and constipation of one week duration. Barium follow through showed a dilated

stomach, proximal duodenum and stasis at 20 hours. There was a transition point in third part of the duodenum.

CT scan of abdomen showed an abrupt caliber change at aorto -mesenteric angle.

Case report
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The patient was initially managed conservatively as per usual surgical practice, however, she presented after few

months with another episode of obstruction. Patient was referred to a tertiary care centre with a view to surgical

management.

2,262.7mL (P<0.02), whereas it increased slightly in MM. Five of 6 obvious improvements in photographs were

in DM. The reduction of mean DLQI score, from 4.6 to 2.0, in DM was significant (P<0.01), in MM it was not.

However, values for ELs, AIE, limb volume and DLQI were not significantly different between DM and MM.

Average scores, especially on longterm benefits, were significantly higher in DM.

A significant alleviation of AIE and ELs were observed after one year in both monitoring schemes. On longterm

care, DM was better since it provided significantly higher KAP on LMP, significant reduction of limb volume,

and significant improvement in QoLcompared to MM.

Conclusion
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