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F

riends, as a medical professional we have to face lot of challenges and stress during our day to day working. It is
important to have good communication about the treatment or surgery with the patients and their relatives. Every
human has a right to determine what should be done with his body, and a surgeon who performs an operation without
his patient’s consent, commits an assault for which he is liable in damages. It is the responsibility of the doctor to warn
of serious consequences of procedures even if happening rarely. The informal rule of thumb has been obligation to
discuss complications specific to procedure which occur in >1% of cases, but to describe any other complications
which, though rarer, are so catastrophic that they might possibly deter a patient from undergoing the surgery.
The National Consumer Disputes Redressal Commission, in one of its recent judgment, has given the important
verdict that Informed Consent taken from relatives and not from the patient herself, who was otherwise in a position
to give consent, is not legal and imposed a fine on the doctors. As the common adage goes, a stitch in time saves
nine, if proper informed consent was taken by spending time initially, it can save us from a great amount of mental,
physical, monetary pain and agony.
WHAT IS CONSENT?
In common speech, consent occurs when one person voluntarily agrees to the proposal or desires of another. The
concept of consent has been operationalized in several major contexts, including in law, medicine, business and sexual
relationships and many more.

TYPES OF CONSENT
Implied Consent - Consent may be implied from the patient’s conduct, words or the circumstances. Form of consent
which is not expressly granted by a person, but rather inferred from a person’s actions and the facts and circumstances
of a particular situation
Expressed Consent - It is clearly and unmistakably stated, rather than implied. It may be given in
a) Written - Ideal defense as it is documentary evidence in the eyes of law.
b) Orally
c) Non-verbal - e.g. by a clear gesture such as a nod.
Un-written expressed consent not evidenced by witnesses or an audio or video recording may be disputed if a party
denies that it was given.
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Informed Consent - It is a process of mutual decision making between patient and the doctor, where patient is
responsible to take the decision and doctor is responsible to arrive at it. Doctor has to give all relevant information
about the diseases with full explanation of pros and cons of the treatment. Consent is given by a person
who has a clear appreciation and understanding of the facts, implications, and future consequences of an
action.
Exceeding Consent - Doctor may cross the limit of consent to save the life of the patient and same is applicable to
emergency cases.
Who can give Informed Consent?
1. Adult i.e. above 18 years of age and act intentionally.
2.	Able to have clear appreciation and understanding of the facts, implications, and consequences of an action and
make decisions.
3. Individual concerned must have adequate reasoning faculties and be in possession of all relevant facts.
4.	Minors, unconscious, psychologically impaired, intoxicated or persons with impairment to reasoning and judgment
and severe mental illness.
5. Legal guardian, parents or care taker supported by witness.
6. Informed written consent preferably in native language of patient (better to have video recording).
In cases where an individual is provided insufficient information to form a reasoned decision, serious ethical issues
arise. The amount of information shared should be sufficient for the patient to understand the decision. The physician
must explain the information in simple terms yet convey the benefits and risks of the intervention enough so that the
patient can decide if the benefits outweigh the risks.
REFUSAL OF CONSENT - Patient who refuses consent for the treatment must first be well informed to make the
decision, possesses proper decision making capacity to understand the consequences of refusal, and make the decision
without manipulation or coercion by others. This must be documented clearly along with witness.
WHAT IS VALID CONSENT? Consent must be voluntary without any moral, monetary or other pressure and
should be obtained from adult having reasonable understanding. Consent should be obtained after explaining the
direct risks. Informed consent should be in writing.
For an individual to give valid informed consent, three components must be present: disclosure, capacity and voluntariness.
The Apex Court has clearly held that the Doctor should disclose to the patient before commencing every treatment/
surgery and take real and valid consent, which should be on voluntary basis based on adequate information explaininga) Nature and procedure of the treatment and its purpose, benefits and effect
b) Alternatives if any available
c) An outline of the substantial risks
d) Adverse consequences of refusing treatment,
e) No need to explain detailed technicalities or theoretical risks involved.
Lord Denning: “Every Surgical operation is attended by risks. We cannot take the benefits
without taking the risks. Every advance in technique is also attended by risks. Doctors like the
rest of us, have to learn by experience; and experience often teaches in a hard way”
The joy of medicine is in doing everything possible for the benefit of patient
that is why we are still conferred a special status – we need to prove ourselves
worthy of it.
Give few minutes to patients, they deserve that.
We welcome your valuable comments, suggestions and contributions to improve
our newsletter.

Patron: Fr. George P.A.
Medical Superintendent and
advisor to Editorial Board:
Dr. Sumbul Warsi
EDITORIAL BOARD
Editor: Dr Sanjay Sood
Co-Editor: Dr Dinesh Raj
MEMBERS:
Dr. Vipul Sud
Dr. Suman Kirti
Dr. Shanti Jeyaseelan
Dr. Faiz Ahmed
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DEPARTMENT OF GENERAL AND LAPAROSCOPIC SURGERY

T

he Department of General and Laparoscopic Surgery in Holy
Family Hospital is as old as the hospital itself and most of
famous surgeons of Delhi have been associated with it at some
stage of their career. It has been providing excellent quality of
surgical care which attracts patients from all over North India.
The Department of Surgery encompasses General Surgery including
Laparoscopic Surgery and in addition has all superspecialties
viz. Urology, Neurosurgery, Paediatric Surgery, Plastic surgery,
Oncosurgery, Cardiothoracic and Vascular Surgery.

General Surgery 		 : Dr. Pradeep Chadha
			 Dr. Rajiv Sethi
Oncology Surgery : Dr. B.M.L. Kapur
GI Surgery		 : Dr. Saleem Naik
Paediatric Surgery : Dr. Meera Luthra
			 Dr. (Col.) R. Handa
			 Dr. T.K. Lama

The Department has well equipped 7 operation theatres with
most advanced anaesthetic and surgical equipment to cater to the entire spectrum of surgical procedures. Daycare
procedures are done in a well-equipped minor operation theatre.
The Department of surgery conducts daily OPD services in all specialties for general and private patients. A dedicated
5 bedded surgical postoperative ICU with modern facilities is functional to cater to specific needs of postoperative
patients. A large 30 bedded emergency is functional round the clock to manage any type of surgical emergency
including large number of patients during disasters.

The Department runs a DNB postgraduate training programme and the residents are actively involved in the surgical
management and they gain valuable experience which helps in establishing independent practices once they finish
training.
The Department is headed by Dr.P.Chadha. The Department has also developed a bariatric surgery and open heart
surgery program.
The hospital offers comparable surgical expertise and care to all specially to the lower economic group which is the
core strength and motto of the institution.
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TRAUMATIC ABDOMINAL WALL HERNIA

52 years old gentleman reported to the Surgical OPD with a history of road traffic accident 10
days back and was admitted in a trauma center at North Delhi for 6 days. Discharge summary
revealed a blunt abdominal trauma due to the RTA with right lower abdominal wall edema.
Blood investigations reported haemoglobin of 7.8 gm/dL and TLC 6700/µL. Ultrasound abdomen
showed a mild subcutaneous edema in the lower anterior abdominal wall, with no other abnormality.
As there were no internal injuries, the patient was managed conservatively for abdominal wall
hematoma.

Dr. Rajive Sethi
Sr. Consultant, Surgery

On his first visit to our OPD, his chief complaint was swelling of anterior abdominal wall, right
flank and thigh. He had no bladder or bowel symptoms. He was advised anti-inflammatory analgesics hematinics and
weekly reviews. Fluid aspiration was done and the swelling reduced significantly. He underwent re-aspiration twice at
weekly intervals but the swelling did not subside. A repeat ultrasound showed diffuse abdominal wall swelling with
collection intra-abdominally so a CECT abdomen was done which revealed abdominal wall hernia with bowel loops
herniating into the thigh with inter-loop fluid collections. (Figure 1 & 2)

Figure 1: Hernial defect with bowel loops protruding
into the thigh (marked with arrow)

Figure2: Hernial defect with bowel loops protruding
into the thigh (marked with arrow)

He underwent a laparoscopic assisted exploration and repair, mesh was avoided because of high possibility of infection.
(Figure 3 & 4)

Figure 3: Herniating small bowel into thigh (follow arrow)

Figure 4: Defect in the anterior abdominal wall
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Traumatic Abdominal Wall Hernia (TAWH) is defined as a herniation through the disrupted musculature and fascia
without skin penetration and no evidence of a prior hernial defect at the site of injury e.g. handle bar hernia. The
tangential forces result in a pressure-induced disruption of the abdominal wall muscles and fascia, allowing subcutaneous
herniation of abdominal viscera through the defect. The forces directed tangentially to the abdominal wall produce
shearing stresses to the underlying muscles, fascia, and peritoneum. This uncommon entity with a confusing clinical
picture requires a high index of suspicion for prompt surgery and management. CECT is often needed to evaluate
the associated intra-abdominal injuries and detection of hernia. Early surgical intervention is necessary for definitive
treatment to reduce the associated morbidity. Associated intra-abdominal injuries though infrequent but may be
present. These include small intestine, colon, liver and kidney injuries.
Wood et al described three types of TAWH based on the mechanism and size of injury. Type I are small defects caused
by blunt trauma. Type II are larger defects occurring during motor vehicle crashes. Much rarer Type III are abdominal
wall defects with bowel loop herniation following deceleration injuries.
A retrospective review of 34 patients with TAWH by Netto et al suggested three recommendations regarding
management. Firstly, the mechanism of injury should be considered while deciding on operative intervention. Secondly,
clinically apparent hernias often have associated injuries and may warrant urgent exploration. Finally, occult hernias may
be managed conservatively.
To conclude, TAWH is an uncommon entity but should always be considered while evaluating a patient with history
of blunt trauma abdomen due to its associated complications.

T

AUGMENTED DIALYSIS UNIT FACILITY

he Dialysis Unit commenced functioning in 1990 with just two machines. Over the years, with the rising need for
this life enhancing facility, the number of machines was increased to 15. Despite this, many of our patients had
to be referred elsewhere for treatment, so it was decided to further augment the facility. It has now been relocated
and the new unit has 25 dialysis machines with facilities of isolation. Four dialysis machines are available in the ICU,
making it one of the large dialysis set up in the private sector of Delhi.

Laughter Moments:
- Doctor, we have lost our patient.
- What happened?
- He recovered.
A psychiatrist congratulates his patient with a progress in treatment.
The patient: Do you really call it a progress? Six months ago I was a Napoleon and now I am nobody.
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Hyperparathyroidism

here are four parathyroid glands which lie on posterior surface of thyroid gland. Superior parathyroid glands usually
lie on posteromedial aspect of thyroid near tracheoesophageal groove. Inferior parathyroid
glands usually lie in the region below the inferior thyroid artery
Types of Hyperparathyroidism:
Primary: The pathology lies in parathyroid glands like adenoma, diffuse hyperplasia or carcinoma.
Secondary: Decrease in serum calcium levels due to renal failure, vitamin D deficiency or any
other cause leads to excessive stimulation
Tertiary: The parathyroid glands become autonomous and continue to secrete excess PTH even
after cessation of stimulating factor.

Dr. Pradeep Chadha
Sr. Consultant, Surgery

Middle aged and older women are most commonly affected by the disease. Clinical manifestations of hypercalcemia
are observed and classically described as painful bones, kidney stones, abdominal groans and psychic moans. Other
manifestations are fatigue, lethargy, depression and hypertension occasionally.
Biochemical findings include elevated serum calcium levels, raised intact PTH levels and increased 24 hour
urine calcium levels. Preoperative localization of glands is done by Technetium-99m sestamibi-scintigraphy and
ultrasound neck.
Surgical treatment includes following options:
Bilateral neck exploration, focused neck exploration and minimal invasive parathyroidectomy. Complications of
parathyroidectomy includes: Injury to recurrent laryngeal nerve, Injury to superior laryngeal nerve, Hypoparathyroidism
and Persistent Hyperparathyroidism.
Few of the cases showing different presentations of hyperparathyroidism:
Case 1. 29 years old female with 14 weeks POG (G2P1) admitted with complaints of recurrent vomiting and pain
abdomen and constipation for 15 days alongwith swelling in right side neck with past history of surgery for left renal
calculus 6 months earlier. Investigations revealed raised serum amylase and lipase with serum calcium of 17.8mg/dL
and S. PTH >500 pg/mL (normal: 10-65 pg/mL).

Case 2. 27 Years old female with history of recurrent renal stones for which patient was operated twice in 2014 and
2015. Patient also had history of stress fracture right femur 2 and ½ years back which was managed conservatively.
Investigations revealed markedly elevated serum PTH levels(213.98 pg/mL) and ultrasound neck and parathyroid scan
revealed left inferior parathyroid adenoma.
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Case 3. 46 years old hypertensive with chronic kidney disease (on hemodialysis) patient admitted with heaviness in
neck and inability to stand and walk. Patient had history of bilateral femur fracture in past. S. PTH- 1380 pg/mL and
calcium-13mg/dL.

Case 4. 55 years old male, a known case of chronic kidney disease (on hemodialysis) presented with generalised
bodyache with diffuse bone pain throughout body and generalised weakness. Investigations revealed severe metabolic
bone disease with tertiary hyperparathyroidism. S.PTH- 1358.60 pg/mL and S. calcium- 9.30mg/dL.

Case 5. 50 years old female presented with generalised bodyache, backache and weakness with no history of fever,
weight loss and no bowel and bladder complaints. Investigations revealed primary hyperparathyroidism with left
parathyroid adenoma. S.PTH- 449.8 pg/mL and S.calcium- 9.41 mg/mL.
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PLASTIC SURGERY DEPARTMENT

lastic Surgery, a branch of surgery often thought by most people as meant for the elite, is very much misunderstood.
In fact, plastic surgery in the modern era owes its resurgence to the World War 1 injuries when the British
Government requested Sir Harold Gillies to establish specialised units in order to deal with the grotesque and
disfiguring injuries, often distorting the facial features completely. Reconstruction of these people was a challenging
task and it led to further development of the field.
We can take pride from the fact that an ancient Indian Surgeon Susruta has been credited with the title of Father of
Plastic Surgery because he described the Indian method of nose reconstruction in his ‘Susruta Samhita’. Going further
back into mythology, Lord Ganesha having an elephant’s head transplanted instead of a human face is often thought
of as the first successful microsurgery operation.
The word Plastic actually owes its origin to a greek word ‘Plastikos’ which means’ to mould’ and therefore plastic
surgery is defined as the ability to repair and/or reconstruct any missing congenital, accidental, traumatic or iatrogenic
loss of parts of the body . Thus, it is one of the most comprehensive branches where the surgeon needs to recreate
not only form but function of the parts reconstructed right from the scalp/ hair region to the toes and hands at the
other end of the body. Often our collaboration is needed by other specialities when it comes to reconstruction and
we associate with oncosurgeons, neurosurgeons, orthopedic surgeons, otolaryngologists, gynecologists and general
surgeons to name a few. This often gives the associated surgeon liberties to excise or remove affected areas radically
in order to achieve a speedy and satisfactory outcome for the patient.
Plastic surgery has since evolved into further sub specialities. However, reconstructive surgery still forms the backbone
of our speciality; various other specialities that come under our purview are:
a) Maxillofacial injuries and problems
b) Hand Surgery- congenital and acquired problems
c) Craniofacial Surgery- craniofacial reconstruction
d) MicroSurgery - vascular, lymphatic and micro-neurosurgery
e)Burns- Primary management and its sequelae
f) Aesthetic surgery - surgical and non-surgical intervention for improving body features.
There are certain common myths associated with the branch that I would like to clarify for the general public to create
an awareness level
Myth 1 : Plastic Surgery is often expensive and out of reach of the common man
Fact: The reconstructive aspect is needed by everyone and therefore is within reach of an average earning person and
even scar revisions, type of cosmetic surgery, often may cost less than 10,000 rupees.
Myth 2 : Do you apply plastic to make the outcome smooth?
Fact: As earlier described there is no use of plastic. In fact most of our reconstructions ( Skin graft or flap) use the
patient’s own tissue. Sometimes medical grade implants are used but they are buried under the skin and then require
lifelong care.
Myth 3 : I am getting married in 3 weeks’ time. Can you make this scar go away?
Myth 4 : Can you make this scar go away so that I look like as before injury?
Fact : The process is scar revision and not removal. As a plastic surgeon we use techniques that would minimise the
scar but it is difficult to predict the outcome because the ultimate result depends on how the patient’s tissues and skin
react to the surgery. Moreover, the healing process takes months and often the final outcome takes upto 1 year and
precautions during the postoperative period. Other non invasive methods may be used to optimise the scar.
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Myth 5: Can you make my nose, lips, facial features like a famous actress, I saw that in the movie or on
television?
Fact: This is the greatest disservice done by media to people. We are able to modify features to change appearances
but they can’t be made to resemble a third person. All that can be done is correct the shape of the nose, lips or facial
features which may require minor secondary surgery to improve the final outcome.
In the end I would like to show a few illustrative cases to show the range of plastic surgery but please remember that
these are often the best results indicative of outcomes that can be achieved.
Pre-operative Photos

Quiz 1.3
A 35 year old woman presented with
unilateral watery nasal discharge, not
responding with medications. CT scan
clinched the diagnosis. What are the
findings on the CT?
Kindly send your answers at:
newsletter@holyfamilyhospitaldelhi.org
Answer to previous issue’s quiz:
1. Aortic Dissection
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KYPHOPLASTY FOR VERTEBRAL COMPRESSION FRACTURES

yphoplasty is a minimally invasive procedure that stabilizes a fractured or compressed vertebra, reduces back
pain, as well as restores height and spinal alignment. When a vertebra fractures, the usual
rectangular shape of the bone becomes compressed and distorted, causing pain. These compression
fractures, which may involve the collapse of one or more vertebrae in the spine, are a common
symptom and result of osteoporosis.
Osteoporosis is a disease that results in a loss of normal bone density, mass and strength, leading
to a condition in which bones are increasingly porous or full of small holes and vulnerable to
breaking. Vertebrae can also become weakened by cancer.

Dr. G. S. Tucker
Sr. Consultant
Orthopaedics

Vertebral Compression Fractures (VCF)
	The fractures may be as a result of bone weakened by osteoporosis, trauma, or tumors such as metastases,
multiple myeloma, and hemangioma.
 The most common complication of osteoporosis.
 Can result in spinal deformity: kyphosis/lordosis.
 Cause acute and chronic pain leading to disability.
 Cause of reduced vital capacity.
Prevention





Bone Density Testing in women > 65 year, men > 70 years
Adequate intake of calcium, vitamin D, and regular weight bearing exercise
Pharmacology: bisphosphonates, teriparatite
Reduce the risk of falling

Signs and Symptoms





Consider VCF in any patient > 50 years if they complain of acute or chronic back pain
AP and lateral x-ray of the spine
Look for wedge shaped vertebral bodies
MRI with T2 sequence shows state of fracture healing

Conservative Therapy









NSAIDS
Opioids
Muscle relaxants
Bed rest
Orthotic bracing
VCF healing should occur in 6-12 weeks
Refractory in 15-20% of patients
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Kyphoplasty
	In

Kyphoplasty, balloons are used to gently elevate the fractured vertebrae in an attempt to return it to the
correct position.
 The balloon creates a void or a cavity that is then filled with a special cement to prevent further collapse.
	Kyphoplasty can be performed in patients who have severe pain requiring hospitalization or conditions that
limit bed rest and medications.
 Patient is supported in prone position
 4 cm bilateral incision via the pedicles using trocar, guidewire, cannula, bone tamp, cement
 Maximum of 3 vertebral bodies

Advantages





Minimally-invasive
Percutaneous
Immediate pain reduction
Fewer complications compared to vertebroplasty

Complications






General complication rate 1-2%
Cement Extravasation
Pulmonary embolism
Abscesses
Disc damage

Conclusions
Kyphoplasty is a safe and effective treatment for back pain due to osteoporotic VCF.
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NURSES DAY CELEBRATION AT HOLY FAMILY HOSPITAL
Filomina J. Thomas, Nursing Superintendent
“Nurses dispense, comfort,compassion and caringwithout even a prescription”
- Val Saintsbury

T

his year, the International Council of
Nurses commemorated the Nurses
day with the theme -“Nurses-a force
for change-improving health system’s
resilience”. The Department of Nursing
at Holy Family Hospital hosted Nurse’s
Week celebration from 9th May 2016 to
12th May 2016.

The formal programme was on 12th
May and began with Holy Mass. It was
followed by cake cutting ceremony and
lunch at noon. Afternoon programme
began with a prayer song followed by
lamp lighting ceremony. The dignitaries
of the programme were Rev. Fr. George P.A (Director), Rev. Fr. Arockia Dass (Asstt. Director), Dr. Sumbul Warsi
(Medical Superintendent), Dr. Hareesh Khosla & family and Kshitiz & family.
Mrs.Filomina J. Thomas, Nursing superintendent, shared her rich and varied experience as a nurse and unveiled the
International Nurse’s Day theme 2016. She emphasized on Nursing, Nursing profession and the fact that Nurses
have a great responsibility to provide care as well as how to use the resilience to provide maximum benefits to people
through strengthening health system.
The programme followed by Nightingale award for the best bed-side nurse which was split into three Mrs. Sarojini
Khosla Award given to Mrs. Shalinimol Mathew, Mrs. Manisha Andrews, Mrs.Reenamol Abraham and Ms. Nidisha
T Pillai. Dr. L.D. Kamra Award given to Ms. Beena Ramankutty and Mrs.Divyamol N.P. Mr. Kshitiz Award for
senior category was awarded to Mrs.
Deepa Rajeev.
The day was continued with a variety
of cultural programmes. During this
programme 12 Senior Nurses who
are working since 15 years and above,
and 2 of the teachers who are working
since 12 years and above were felicitated
and winners of various competitions
organised during the entire Nurses week
were awarded.
Rev. Fr. George P.A. congratulated the
nurses for providing remarkable nursing
care. Vote of thanks was delivered
by Mrs. Jeena Jose. The programme
concluded with National Anthem
followed by high tea.
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OVARIAN TORSION IN CHILDREN

varian cysts can be simple or uncomplicated and complex or complicated, suggesting ovarian
torsion. It is commonly agreed that all symptomatic and complicated cysts are to be removed
regardless of size. Ovarian torsion should be kept a possibility while evaluating girls with severe
abdominal pain which needs urgent evaluation and management to preserve ovarian function, as
showed in these cases.
Case 1. 12 year old female presented with complaints of pain off & on in left flank of abdomen and
Dr Meera Luthra
vomiting from last 1 month. Abdominal examination showed central abdominal lump. US revealed
Sr. Consultant
Pediatric Surgery
68X64X60mm anechoic cyst
in the pouch of douglas. At laparoscopy, the left
ovary had undergone torsion and was discoloured.
The cyst was detorted and deroofed and the ovary
became pink. On subsequent follow up both ovaries
were normal on ultrasound.

Case 2. A 9 year old girl presented with complaints
of severe colicky pain lower abdomen and
occasional vomiting for 1 week. She had similar
episode 3 months earlier for which she received IV
analgesics. On examination, abdomen was soft and
no lump was felt. US revealed multiple cysts in right
ovary with normal ovary on left. At laparoscopy the
right ovary was gangrenous and had to be excised.
The child recovered uneventfully. The same patient
Ovarian gangrene needing excision
came to emergency with left abdominal pain of
this duration which was similar in the nature to be
earlier episode. An urgent colour Doppler showed left ovarian torsion. An emergency laparoscopic detorsion and
deroofing of left ovary was done. After this procedure the ovary became pink. She is now doing well and an ultrasound
6 months later shows a viable left ovary.
DISCUSSION
The sonographic appearance of an ovarian cyst is a fluid filled mass which may be found in the lower abdomen but occasionally
also found in upper abdomen, since the ovarian pedicle in the new born female is long. This allows it to be mobile making it
more likely to undergo torsion. The differential diagnosis of a cystic mass include renal or vesical malformation, cystic lesion
of the mesentry, lymphangioma and even a pelvic teratoma. Colour Doppler is a useful investigation but is very operator
dependent and can be false negative as decreased blood flow is not always seen. Once detected the purpose of treatment
of ovarian cysts is to preserve ovarian parenchyma as much as possible while avoiding complications. Several reports have
been suggested that unilateral simple cysts which are echo free (less than 4 cm) can be managed conservatively with serial
ultrasounds as a good majority may resolve spontaneously. The interval between each ultrasound should be individualized
for each patient. The decision to operate depends on clinical symptoms: abdominal distention, severe pain, respiratory
distress etc. The Ultrasound appearance of a large complex cyst warrants early surgery. All simple cysts larger than 5 cm in
diameter present a greater problem as they are more prone to complications if left untreated. In these cases, laparoscopy
along with ovarian de-torsion (as the most common complication is torsion). The cyst puncture and de-roofing should be
performed at the same time. Cystectomy or even oopherectomy should be reserved for complicated or intractable cysts. The
most important risk with cyst puncture is cyst rupture leading to peritonitis which is very rare. This conservative approach
thus prevents the removal of normal viable ovarian tissue and preserves the reproductive potential of the candidate.
In conclusion, suspect ovarian cysts and torsion in a girl child who has colikly pain which does not fit into any classical
disease. Early laparoscopic interventions can preserve precious ovarian tissue in children.
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LATEST NEWS IN MEDICAL FIELD
2 Radiologists get Jail for PCPNDT
Act breach
Two radiologists were sentenced to oneyear imprisonment by city court on Tuesday
6th Sep 2016 for lapses in maintaining
record under various provisions of the
Pre-Conception and Pre-Natal Diagnostic
Techniques (Regulation and Prevention of
Misuse) Act, 1994, amended in 2002. They
were told to pay fines of Rs16,000 and
Rs18,000 each, failing which they would have
to undergo imprisonment of 10 more days.
The conviction is only for minor
paperwork related mistakes and not for sex
determination.
The lapses in record-keeping included not
maintaining the mandatory Form F in the
prescribed format, missing signature of
radiologists on Form F and declaration form,
indication of sonography test not mentioned
on the Form F and non-maintenance of
register at the centre - mandatory to record
details of pregnant women.
Section 4 (3) of the PCPNDT Act says if
anybody is found maintaining incomplete
records then it shall be presumed that the
person has violated sections 5 and 6 of the
act. The violation would attract punishment
under section 23 of the act, amounting to
rigorous imprisonment up to three years and
fine up to Rs10,000.
The court ordered the doctors to surrender
the sonography machine and asked civic
officials to organize an auction calling
registered sonography centres to bid. The
money thus collected shall be deposited in
the government treasury.

National Consumer Disputes
Redressal Commission
Medical opinion may differ with regard to
the course of action to be taken by a doctor
treating a patient, but as long as a doctor
acts in a manner which is acceptable to the
medical profession, and the Court finds that
he has attended on the patient with due care
skill and diligence and if the patient still does
not survive or suffers a permanent ailment,
it would be difficult to hold the doctor to be
guilty of negligence. The court noted
It is the prerogative of a Doctor to decide the line
of Treatment, based on his/her skills-NCDRC.
The skill of medical practitioners differs
from doctor to doctor. The very nature of
the profession is such that there may be more
than one course of treatment which may be
advisable for treating a patient. Courts would
indeed be slow in attributing negligence on
the part of a doctor if he has performed his
duties to the best of his ability and with due
care and caution.
Tobacco Warnings
India, first announced its commitment to 85%
pictorial health warnings on both sides of
tobacco products, up from the then existing
40% on one side, in October 2014, notifying
April 1, 2015 as the date for implementation.
However, the implementation of the new
warnings faced severe roadblocks due to intense
tobacco industry lobbying.The new rules have
been implemented and the 85% pack warnings
(both on front and back of the packages) can
be seen at tobacco-selling kiosks. However, the
rule to display graphic pictorial warnings on
boards at kiosks to warn against tobacco sale
to minors (below 18 years) is still not being
implemented in true sense.
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