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A1. Implementation of ERAS for Colorectal Cancer Surgery in 
Hospital Sultanah Aminah

Ivan Ho Khor Ee

Abstract:

Objectives: 

Enhanced recovery after surgery (ERAS) has widely been practiced in 
surgery especially in colorectal surgery. There is however, a paucity that 
remains in regards to data especially in the local setting. We report the 
application and outcome trends over a 1-year period in a colorectal surgery 
unit of a public hospital.

Method: 

This is a prospective study involving patients who underwent surgery for 
colorectal cancer in the colorectal unit, Hospital Sultanah Aminah, from 
August 2020 to August 2021. 

Results: 

The cohort comprises 70 patients operated in a 1-year period from August 
2020 to August 2021. There were 33 males and 37 females. The mean age 
was 63.26 years (SD 11.398), (range 25 to 81). Most of them were of 
American Society of Anesthesiologists (ASA) 2 category (n=43, 61.4%), 
followed by ASA 1(n=24, 34.3%) and 3(43%) of ASA 3 status. The mean 
duration of surgery was 171 min (81min to 310min). Anastomotic leak 
(n=8) and ileus (n=8) were seen in 11% of the study population
respectively. There were 6(8.6%) readmissions, with surgical site infection 
being the commonest reason. The average length of stay was 5.13 days (2 
to 18). Of the 26 components of ERAS that were audited for compliance, 
only 5 showed poor adherence of less than 75% while the rest scored 
between 75 and 100%.

Conclusion: 

The increase in adherence to ERAS protocol reduced the length of stay and 
readmission rate. This series demonstrated a low mortality rate, with 
comparable morbidities to existing standards
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A2. Predictors of Mortality after Hartmann Procedure Performed in a 
General Surgery Unit - A Five Year Cross-Sectional Study

Mogaraj A/L Sellapan
Abstract:

Background: 

Hartmann procedure was first described in 1923 by Henri Albert Hartmann. 
It consists of a sigmoid colectomy without restoration of intestinal 
continuity; an end colostomy is brought out in the left lower quadrant and 
the rectal stump is closed. The objective of this study is to report on the 
mortality, stoma reversal rates and significant predictors of mortality after 
Hartmann procedure.

Method: 

This is a cross-sectional retrospective study of all patients which underwent 
a Hartmann procedure (elective and emergency) from January 2017 till 
December 2021. Demographic data, perioperative laboratory parameters, 
indications for the surgery and intra-operative findings were collected. 
Post-operative outcomes which include length of hospital stay, ICU 
admission, 30-day mortality, Post-Operative SSI, overall survival was 
retrospectively collected in this study. The data was analyzed using SPSS 
with univariate and multivariate analysis.

Result: 

A total of 45 patients with mean age of 54.7 years and equal male to 
female ratio (21:24) was included in this study. Indications for surgery 
include malignancy (57.8%), diverticular disease related (20%), and rectal 
anastomotic leaks (8.9%). Approximately, 20% of patients required ICU 
admission with a 17% (8 patients) mortality rate. Analysis revealed that 
intraoperative peritoneal contamination (p=0.022) with severity 
classification using Manheim Peritonitis  Index (23.3-mortality vs 15.84 
survived, p=0.007) were significant predictors of mortality. Only 11% (5 
patients) had reversal surgery, of which one patient developed an 
anastomotic leak requiring repeat Hartman procedure.

Conclusion: 

We identified that presence of peritoneal soiling with categorization using 
the Manheim Peritonitis Index was significant for post-operative mortality.  
Current study revealed the current trends and outcomes of Hartmann 
procedures performed in a general surgery department without a 
colorectal subunit. This may provide insight for future colorectal training 
for general surgeons either in the format of special interest or formal 
subspecialty.
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A3. Analysis of Morbidity and Mortality in 38 cases of Esophageal Atresia 
and/or Tracheoesophageal Fistula over 1 Decade

Nurul Asyikin Binti Yahya

Abstract:

Introduction: 

The birth incidence of esophageal atresia (EA) +/- tracheoesophageal fistula (TOF) 
is 1 in 2500-3000 live births. The number of patients with associated anomalies 
waries from 45-60%. In 1940, Haight described the first survival following primary 
anastomosis. By the mid 1980s, most neonatal centers were performing primary 
repair and reporting successful outcome up to 90%. The purpose of this review is 
to evaluate morbidity and mortality in 38 infants with who were treated at 
Hospital Sultanah Aminah, Johor Bahru.

Objective: 

This report analyzes the morbidity and mortality to 38 infants with variants of 
esophageal atresia and/or tracheoesophageal fistula who were treated from 2009 
to 2021.

Design and Method: 

Data collected retrospectively from hospital and office records. Mean follow up 
was 36 months ranging from 1 month to 12 years. Patients were treated at tertiary 
care state hospital.

Results: 

The mean birth weight was 2.5kg, range from 1900 to 3730g and mean gestational 

age was 38 weeks (range 33 to 40 weeks). Classification included 8 cases of Type A 

esophageal atresia (21%), 30 cases type C (79%). Associated anomalies occurred in 

18 infants (47%), including cardiac defect in 10 (55%), renal defects in 4 (22%), 

anorectal defect in 3 (17%), skeletal defects in 2 (11%) and other abnormalities in 5 

(28%). A single layer anastomosis was performed in 95% and two layer repair in 

5%. Esophagomyotomy was necessary in 5% of the patients. Anastomotic 

complications included leakage 7.8%, stricture 31.5% and recurrent 

tracheoesophageal fistula 2%. Gastroesophageal reflux was present  in 10 cases 

(26%). Postoperative esophageal dysmotility documented in two children (5%). The 

overall survival rate was 90%. The causes of death in four patients include severe 

cardiac anomalies and pulmonary failure.

Conclusion:

Early diagnosis, advances in neonatal care, improved surgical technique will result 

in better survival of infants' esophageal atresia and/or tracheoesophageal fistula.



Abstract:

Background: 

Perforated peptic ulcer remained a common surgical 
emergency with high morbidity and mortality globally, 
associated with regional variation. Data paucity remained 
concerning various predictive factors and predictive 
scoring systems in predicting the operative mortality as 
well as morbidity locally.

Materials & Methods: 

This is a single-center retrospective study in a Malaysian 
tertiary referral center. Patients with perforated peptic 
ulcers operated between 2018 and 2021 were included. 
Patients’ characteristics, preoperative condition and 
operative findings were compared and analyzed for 
association with mortality and post-operative morbidity.

Results: 

Of 112 patients included, 19 had died (17.0%). Age>65 years (OR,10.37;95% CI 3.34–32.20; p<0.001), female gender 
(OR,3.83;95% CI 1.19–12.33; p,0.029), comorbidity including diabetes mellitus (OR,6.84;95% CI 2.34–20.02; p,0.001), 
hypertension (OR,18.90;95% CI 5.76–61.97; p<0.001) or renal disease (OR,32.89;95% CI 3.57–302.36; p<0.001), 
preoperative metabolic acidosis, high lactate level (p,0.009), perforation size (p,0.049), and American Society of 
Anaesthesiologist (ASA) score (p,0.001). Age>65 years (OR,6.99;95% CI 2.38–20.57; p<0.001), female gender (OR,3.46;95% 
CI 1.17–10.25; p,0.020), comorbidity including diabetes (OR,5.04;95%CI 1.91–13.29;p,0.001), hypertension (OR,7.14;95%CI 
2.73–18.65;p<0.001), renal disease (OR,12.67;95%CI 1.42–112.98;p,0.011), cerebrovascular event history (OR,10.96;95% CI 
2.19–54.90; p,0.001), perforation size (p,0.001), preoperative metabolic acidosis (p<0.001), high lactate (p<0.001), and 
higher ASA (p<0.001) score. All the scorings including Charles Comorbidity Index, Peptic ulcer perforation (PULP) score, Boey
score (p,0.001) and Practical scoring system Of Mortality in patients with Perforated Peptic ulcer (POMPP) score were 
significantly associated with death and post-operative complications but PULP score has the best ROC area under the curve 
for both outcomes with 0.97 (95% CI: 0.93 – 1.00) and 0.89 (95% CI: 0.81 – 0.96) respectively. A cut-off value of 3.5 and 2.5 
for PULP score were sensitive and specific for prediction of mortality and post-operative complications, respectively.

Conclusion: 

Patient characteristics were the most important factors associated with post-operative mortality and complications seen 
from its association with Charles Comorbidity Index, not discussed previously. High morbidity and mortality in certain 
patients highlight importance of early identification and escalation of care. Existing mortality predictive scores were also 
useful in predicting post-operative complications and should be considered for local management protocol.
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A4. Predictors of Morbidity and Mortality Following Perforated Peptic 
Ulcer Surgery– A Single Center Tertiary Hospital Experience in Malaysia

Raymond Lim Zhun Ming
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A5. Oncological and Surgical Outcomes Comparing Conventional Right 
Hemicolectomy and Right Hemicolectomy with CME and CVL for Right-sided Colon 

Cancer- 2 Years Retrospective Study in District Hospital with Colorectal 
Subspecialty Service 

Yeap Jing Hui

Abstract:

The concept of complete mesocolic excision (CME) and central vascular 
ligation (CVL) for colonic cancer was introduced by Hohenberger et al. in 
2009. This technique targets at the separation of mesocolic from the 
parietal plane and central ligation of the supplying arteries and draining 
veins at their roots. With this procedure, the root of colonic arteries can be 
exposed and ligated. In addition to that, maximum harvest of regional 
lymph nodes can be achieved. The lymph node ratio- defined as number of 
lymph nodes involved/ maximum number of lymph nodes harvested-
predicts the prognosis of colon cancer. The lower the lymph node ratio, the 
better the outcome of colon cancer and survival rate. This ratio also 
correlates with local recurrence, whereby the smaller the lymph node 
ratio, the lower the tumour recurrence rate. With CME and CVL, we aim to 
harvest more lymph node during colorectal surgery and hence reduce the 
local recurrence. We performed a retrospective study comparing 
oncological outcome such as lymph node yield and margin clearance and 
clinical outcomes such as duration of operation and postoperative 

complications between right hemicolectomy with CME and CVL and 
conventional right hemicolectomy for patients with right-sided colonic 
cancer in Hospital Taiping between 2020 to 2021. There are a total of 29 
cases of right-sided colon cancer that underwent right hemicolectomy. 
Among them, only 8 cases underwent CME and CVL, all the cases are from 
2021. 
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A6. Outcome of Cholecystectomy in HSAJB: 2021 One Year review
Yong Kah Chun

Abstract:

Objective: 

The objective of this study is to determine the factors that 
are in favor of emergency cholecystectomy and to evaluate 
the outcome of cholecystectomy.

Method: 

This is a prospective study conducted in the General Surgery 
Department, Hospital Sultanah Aminah, from Jan 2021 to 
December 2021. Data on demographics, comorbidities, pre-
operative clinical condition, baseline investigation, imaging 
findings, operative findings, postoperative complications, 
length of stay and follow up were recorded into the 
predefined proforma. Patients were divided to emergency 
vs elective cholecystectomy. Differences between the 
groups were analyzed with t test and chi square test.

Result: 

Amongst the 122 patients, Average age was 47.5 years (SD 14.9) and 70.4% were females. 
The mean body mass index (BMI) was 27.7. There were 74 elective and 48 emergency 
cholecystectomies. Emergency cholecystectomy was associated with patients with high 
white cell count (p-value<0.001), raised alkaline phosphatase and aspartate transaminase 
(p-value 0.005 and <0.001 respectively), imaging showed gallbladder perforation (p-value 
0.003), impacted gallstones (p-value<0.001) and acute cholecystitis (p-value 0.002). 
Overall, there were 45.1% laparoscopic cholecystectomy (LC), 13.9% laparoscopic 
converted to open (LCO) and 41% open cholecystectomy (OC). Average operating time for 
LC was 168 minutes (SD 59.9) compared to LCO 114 minutes (SD 34.8) and 135 minutes 
(SD 49.8) for OC. The overall conversion rate was 23.6%.

Discussion and Conclusion: 

Patients who underwent emergency cholecystectomy had more biochemical derangement 
(raised white cells count and deranged liver function test) and significant imaging findings 
(gallbladder empyema, acute cholecystitis and impacted gallbladder stones). Operating 
time of laparoscopic converted open cholecystectomy was shorter by an average of 54 
minutes as compared to laparoscopic cholecystectomy. Conversion rate in our setting is 
23.6% could be attributed to both patients’ factor (late presentation to healthcare) and 
surgeons’ factor (high volume of gazetting surgeons). 





Case Series of Acute Limb Ischemia Due to COVID Infection or COVID Vaccination
AAW Ang, JH Tan, HCL Tan, IA Mahadi, ZH Khoo, PH Tan,

M Yuzaidi, RI Alwi, NATM Tuan

Introduction

Methods

Results

COVID-19 infection has become rampant in our

nation due to the Omicron variant. As a result, we

observed an increasing number of peripheral

vascular thromboembolism related to COVID-19

infection and vaccination. The purpose of this study

was to observe the clinical course and to discuss the

management of COVID-19 associated limb

ischemia cases that were managed in our center.

Data were obtained retrospectively with focus being

on age, gender, ethnicity, COVID stage,

cardiovascular risk factors, blood vessels involved,

medical and surgical management with outcome.

No Age Ethnicity Gender
Highest 

COVID stage
CV Risk & Presentation Vessel involved

Intervention
Outcome

Medical Surgical

1 48 Chinese Male Stage 5b Missed acute limb ischemia (Rutherford 3)
Left common iliac total 
occlusion (CTA)

S/C Clexane 
60mg BD

Left AKA and 
Embolectomy

Survived 
with left AKA

2 41 Malay Male Stage 4a
Smoker, Diabetic
Acute on chronic left lower limb ischemia 
(Rutherford 2b)

Left popliteal, anterior 
tibial artery (CTA)

IVI Heparin > 
Oral 
rivaroxaban 

Angioplasty with 
alteplase 
infusion

Survived 
with no 
amputation

3 75 Chinese Female Stage 5b

Hypertension, Dyslipidemia, Atrial 
Fibrillation, Stroke
Acute left lower limb ischemia (Rutherford 
3)

Distal SFA to below 
trifurcation (Clinical and 
Doppler)

S/C Clexane 
60mg BD

-
Passed away 
before 
amputation

4 66 Malay Male Stage 5b Left forefoot gangrene
Crural vessels (Dorsalis 
pedis and Posterior tibial)

IVI Heparin > 
S/C Clexane 
60mg BD

Refused left BKA
Passed away 
1 week later

5 84 Malay Male Stage 5b
Hypertension, Diabetic, IHD
NSTEMI and Acute left lower limb 
ischemia (Rutherford 2b)

Left common femoral 
artery onwards

S/C Clexane 
60mg BD

-
Passed away 
1 day after 
presentation

6 42 Malay Female Stage 1
Hypertension, Diabetic
Left upper limb ischemia (Rutherford 2a)

Brachial artery 
thrombosis

IVI Heparin > 
S/C Clexane 
80mg BD

Left brachial 
artery 
embolectomy

Survived 
with no 
functional 
disability

7 25 Indian Female Stage 5b
Bluish discolouration of toes
Required noradrenaline due to septic 
shock

Digital arteries of toes
S/C Clexane 
60mg BD

- Passed away

8 27 Malay Female Stage 5b
Post Caesarean section day 6
Bluish discoloration of fingers and toes
Required noradrenaline

Digital arteries of toes 
and fingers, Left 
iliofemoral DVT

S/C Clexane 
60mg BD

-
Passed away 
1 day after 
presentation

9 59 Malay Female Stage 4b
Acute limb ischemia (Rutherford 3)
Required noradrenaline

Digital arteries of left and 
right toes

S/C Clexane 
40mg BD

Autoamputation Survived

Results

• Total of 12 patients observed in this case series

• 9 patients were COVID-19 infection related

• 3 patients were COVID-19 vaccination related

• 8 patients had severe pneumonia (stage 4 and

above)

• Older patients had major vessels involvement

• Younger patients had end-artery ischemia of digits

• Interventions performed included exclusive

anticoagulation, catheter directed thrombolysis

and brachial embolectomy

• 5 patients with COVID-19 infection related acute

limb ischemia passed away

• All 3 patients with COVID-19 vaccination related

peripheral vascular thrombosis survived

Discussion

• Acquired hypercoagulability may affect

revascularization rate, limb salvage and overall

survival rate

• Patient’s covid stage, isolation requirement, extent

of limb ischemia and availability of ICU were

additional considerations

• All 3 vaccine related cases had normal platelet

levels

• Vaccine related thrombosis usually results from

vaccine-induced immune thrombotic

thrombocytopenia, VITT

• In VITT, platelet count is often low with clinical

symptoms and signs of bleeding tendencies in

patients

• Thrombotic events in these cases may be due to

dehydration and proinflammatory leading to

prothrombotic states

Conclusion

Covid-19 infection or vaccination may lead to acute

limb ischemia with major morbidity and mortality.

Early surgical referral with appropriate

revascularization intervention may improve limb

salvage and functional outcome.
Table 1: COVID-19 Infection Related Peripheral Vascular Thrombosis. 

Table 2: COVID-19 Vaccination Related Peripheral Vascular Thrombosis

No Age Ethnicity Gender
Post 

Vaccination
CV Risk & Presentation Vessel involved

Intervention
Outcome

Medical Surgical

1 45 Chinese Male
2nd dose – 2 

days
Shortness of breath and bluish 
discolouration of left 2nd to 5th fingers

Digital arteries of left 2nd

to 5th fingers (CTA)
- - Survived

2 67 Malay Female
2nd dose – 1 

week

Smoker, Diabetic
Acute on lower limb ischemia (Rutherford 
3)

External iliac and distal 
popliteal (CTA)

IVI Heparin > 
Warfarin

BKA with 
embolectomy of 
ATA and PTA

Survived 
with BKA

3 60 Chinese Male
2nd dose – 2 

days
ESRF with left radiocephalic fistula
Left forearm and hand swelling

Brachial artery and 
cephalic vein thrombosis

- -

Survived 
with 
thrombosed 
fistula
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Figures 1,2,3: Images obtained from Case 2



Perforated Peptic Ulcer in the COVID 19 Era: A Retrospective Review in Penang General Hospital, Malaysia
SY Cheng1, YM Tang1, Premnath N2, K Voon1,2

1 Department of General Surgery, Hospital Pulau Pinang, Pulau Pinang, Malaysia
2 RCSI Surgical Training & Research, RCSI & UCD Malaysia Campus, Pulau Pinang, Malaysia

Introduction

Perforated peptic ulcer (PPU) is a serious complication of peptic ulcer 
disease (PUD) with high morbidity and mortality. The classic triad of 
sudden abdominal pain, tachycardia and abdominal rigidity is the 
hallmark of PPU(1,2). Despite the evolution in surgical technique and 
equipment, the mortality of PPU remains as high as 30%(1,2,3). 

Objective

To review the outcomes of patients who underwent surgery for PPU in 
Penang General Hospital in year 2020. 

Discussion

➢ Abdominal pain was the commonest presenting symptom with a 
delay in presentation of 2.93 days (mean) in this study.

➢ Overall incidence of PPU had reduced due to the early diagnosis of 
PUD, treatment with PPIs and eradication of H. Pylori(1,2).

➢ However, PPU remained a challenge with high morbidity & 
mortality(2,3).

➢ Recent literatures showed that old age, presence of shock, high 
ASA risk and delay in surgery are risk factors associated with fatal 
outcomes in PPU(2,3).

➢ High Boey score & Charlson Comorbidity Index score correlate with 
mortality in this study. Grade 1

3%

Grade 3a
5%

Grade 3b
7%

Grade 4a
12%

Grade 4b
10%

Grade 5
17%

No complications
46%

Morbidity in PPU according to Clavien Dindo Classification 

Grade 1

Grade 3a

Grade 3b

Grade 4a

Grade 4b

Grade 5

No complications

N (%) / Mean

Mean age (years)
Gender

Male
Female

Race
Malay
Chinese
Indian
Foreigners

58.1

(30)71%
(11)39%

8 (19.5%)
25 (60.9%)
3 (7.3%)
5 (12.2%)

ASA score
ASA 1 
ASA 2
ASA 3
ASA 4

Charlson Comorbidity Index score
<5
≥5

14 (24.1%)
10 (24.3%)
4 (9.7%)
3 (7.3%)

31 (75%)
10 (25%)

Comorbidities
Hypertension
Diabetes Mellitus
Ischemic Heart Disease
CKD / ESRF
Smoker

14
10
1
2
11

Site of perforation
Stomach
Duodenum

Etiology of perforation
Benign
Malignant

Type of surgery
Omental patch repair
Gastrectomy

33(80%)
8(20%)

40 (97.5%)
1 (2.5%)

37 (90%)
4 (10%)

Morbidity
Pulmonary complications
Leak
Burst abdomen

Clavien Dindo Grade
Grade I or II
Grade III or IV
Grade V

Mean length of stay after surgery
30-day mortality

39%
8(19.5%)
3 (7.3%)
2 (4.8%)

1
14
7
14.08 days
17.07%
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Conclusion

PPU remains a challenge in the era of modern medicine. Early 
diagnosis, risk assessment, prompt resuscitation and surgical 
intervention are essential to improve outcomes. 

Results (N=41)



INTRODUCTION

Blunt trauma of duodenal injury: A spectrum of cases in a district hospital

ABSTRACT

Background:

Blunt trauma with duodenal injuries has remained challenging, mainly in surgical management.
Multiple surgical techniques have been described based on the degree of duodenal injury
according to the Western Trauma Association (WTA). The purpose of this study is to show the
various duodenal injuries that we encounter in a district hospital, the surgical technique proposed,
pitfalls and the outcome of each degree of duodenal injuries.

Method:

Five cases of duodenal injuries with each of the cases having different degrees of duodenal injury.
Case 1: 23-year-old gentleman with grade I duodenal injury at D3, proceeded with primary repair.
Case 2: 20-year-old lady with grade II duodenal injury at lateral wall D4. Triple-ostomy was
performed. Case 3: 27 year old gentleman with grade II duodenal injury at D2 with the same
surgical technique applied as Case 2. Case 4: 39-year-old lady with grade III duodenal injury with
complete transection at D3 and D4. Duodenostomy, Duodeno-jejunostomy, gastrojejunostomy and
jejuno-jejunostomy was advocated. Case 5: 21-year-old gentleman with grade 1 duodenal injury
with hematoma causing lumen obstruction. Thus, gastrojejunostomy was performed.

Conclusion:

Different degrees of duodenal injuries require a different approach in surgical technique and
management. More complex surgeries will have prolonged hospital stays because of associated
complications related to the injury.

Case 3

A 27-year-old gentleman who was involved in a motor vehicle collision, sustained hemorrhagic
shock and associated with left hemothorax, multiple fractures including facial bone, cervical, and
open book fracture with suspected intraabdominal injury through positive FAST scan at Morrison
pouch. Urgent contrasted CT Abdomen revealed pneumoperitoneum and free fluids. Patient then
underwent laparotomy with intra-operative finding of hemoperitoneum, perforation at duodenum
D2 measuring 0.5x0.5cm and gangrenous bowel from terminal ileum until mid-transverse colon.
Right hemicolectomy was performed with double barrel stoma, duodenostomy at perforation site,
and feeding jejunostomy distally 40cm from DJ. External fixation was done by orthopedic team for
open book fracture.

Patient was admitted to ICU post operatively. Initial nutrition was given through TPN along with
Octreotide and PPI. Slow feeding through jejunostomy was initiated. Throughout admission,
patient had been complicated with rhabdomyolysis which require CVVHD, surgical site infection at
the stoma site which was suspected as leaking that required second laparotomy.

Other complications include high duodenostomy output with bile content causing skin excoriation
requiring proper modern dressing. As TPN is tapered off, feeding jejunostomy is optimized. The
patient was then transferred to ward at POD 35 with tracheostomy due to prolonged ventilation in
ICU and pneumonia. In the ward, the duodenostomy tube remained nil, clamped and removed at
POD45. CT abdomen revealed no evidence of leak thus, oral feeding was initiated. Once oral
feeding is fully established, feeding jejunostomy is clamped and removed at POD 60 and
subsequently discharged at POD 63.

Case 2

This is a 20-year-old lady who presented to the emergency unit two days after involved in a car
accident. She initially sought treatment at a district hospital and was discharged. The patient came
again with hemorrhagic shock, guarded abdomen and positive FAST scan over Morrison and pelvic
region. Proceeded with exploratory laparotomy, noted gross contamination with small bowel
content, perforation at D4 near to DJ junction measuring about 1.5x1cm with no other organ
injury. Malecot catheter inserted at the perforation site as duodenostomy. Feeding jejunostomy
created at 40cm from DJ junction. The patient was on ryles tube free flow for decompression.

She was then admitted to ICU for post-operative care, and TPN was initiated with Octreotide and
PPI. On day nine, post-op (POD 9), slow jejunostomy feeding was reinstated and slowly optimized,
followed by tapering down TPN. At POD 27, duodenostomy drain spigotted and removed after four
days. The patient was allowed orally, feeding jejunostomy spigotted and removed after CT
Abdomen at POD 41 confirmed no evidence of a leak. Patient discharged home at POD 42.

Case 1

A 23-year-old gentleman was allegedly assaulted by his superior one day prior to the presentation.
Patient was being stepped multiple times with barefoot on the abdomen. Clinically, there was
generalized tenderness over the abdomen with localized guarding at epigastric region. CECT
abdomen revealed thickened duodenal and proximal jejunal wall . Presence of extraluminal air is
seen adjacent to the junction of second and third part of duodenum.

Case proceeded with laparotomy and noted perforation measuring 0.5cm at D3 with minimal bile
contamination. Perforation site was primarily repaired and patched with omentum. Ryles tube
was inserted beyond the perforation site. Patient was admitted to ICU post operatively,
then introduced feeding via nasogastric tube. On day 9 post op, patient was allowed orally and
discharged well on day 12 post op.

S. Hidayatullah, S. Sarmukh, H. Azmi

Department of General Surgery, Hospital Sultan Haji Ahmad Shah, Pahang, Malaysia
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There are multiple surgical options in managing duodenal injury. The first option would be primary
repair of the perforated duodenum. For Case 1, we chose primary repair given the size of
perforation (0.5cm x 0.5cm) at the third part of the duodenum. It was a grade II isolated duodenal
injury. Based on retrospective analysis conducted by Aiolfi et al, primary repair was the most
adopted surgical technique (78.5%), followed by pyloric exclusion (19.2%), duodenojejunostomy
(19.1%) and pancreaticoduodenectomy (3.4%). A retrospective study by Seamon reported
reduced length of hospital stay and reduced overall complication rate as compared to pyloric
exclusion group.

For case 2 and case 3, we advocate ‘triple tube decompression’ or ‘triple-ostomy’. There are few
variations for this technique, however the principle remained the same. In our case, the
duodenostomy tube was placed at the perforation site, feeding jejunostomy was created at 40cm
from duodenojejunal flexure, and nasogastric tube for gastric decompression. Malecot catheter
was used for both duodenostomy and jejunostomy. Complications related to this surgical
technique include high gastric and bile secretions resulting in leakage of the duodenostomy
site, causing excoriation over the skin. To reduce the amount of gastric and bile secretions, we
started with TPN, proton pump inhibitor and octreotide. Once duodenostomy content is reduced
and there is no CT evidence of contrast leaking, both duodenostomy and feeding jejunostomy will
be removed.

‘Triple ostomy’ was first described by Stone et al whereby two jejunal tubes are placed along with
gastrostomy tube. First proximal jejunostomy tube placed in retrograde fashion and second tube
acts as feeding jejunostomy. This technique is not without complication. Higher incidence of
duodenal fistula has been reported in ‘triple-ostomy’ method. Another drawback of this
technique is prolonged hospital stay with the complications mentioned.

In case 4, more complex procedure was advocated because of the severity of duodenal injury
(grade III duodenal injury) with 100% of duodenum being transected. Duodenojejunostomy,
jejunojejunostomy, gastrojejunostomy and duodenostomy tube was applied. Based on WTA
guideline, grade III duodenal injury not involving D2 with 75%-100% circumference, the proposed
approach us roux en Y and duodenojejunostomy over injury site. In our case, the approach was
duodenostomy, billroth II and duodenojejunostomy over the injured site.

In Case 5, it was considered grade 1 duodenal injury, however given the size of the hematoma, it
was progressed into obstruction of the lumen. Thus, gastrojejunostomy bypass was advocated
instead of exploring the hematoma.

In conclusion, different degrees of duodenal injuries require a different approach in surgical
technique and management. More complex surgeries will have prolonged hospital stays because
of associated complications related to the injury.

Figure 1: Axial (A) and coronal (B) view of CECT image showing extraluminal air pockets suggestive 
of perforation

Figure 2: Illustration of ‘triple-ostomy’ (A) for Case 2 and Case 3. Illustration of procedures 
(B) done in Case 4.

DISCUSSION

Duodenal injuries account less than 5% of abdominal injuries. Given the infrequent cases, there is
no clear consensus for the treatment. Duodenal injury can be graded with American Association
for the Surgery and Trauma (AAST) from I to V based on the laceration degree. The most common
injury occurs at the second part of the duodenum (33.0%) followed by third and fourth part of the
duodenum (19.0%) and the first part of the duodenum (14.4%) [1]. The duodenal injury is always
associated with other liver injuries as the most typical organ involved (16.9%) [1]. As per our
experience, two of the cases has associated injuries as stated in the table.

To diagnose a case with duodenal injury remained a big challenge among physician. As the
duodenum is mainly located at retroperitoneum, the injuries are usually suspected late unless
more apparent injuries are being addressed and the injuries are detected intraoperatively. The
delay will be more apparent if the injury is isolated.

The ‘gold’ standard to diagnose duodenal injury is through contrast-enhanced CT scan. Duodenal 
injury can be retroperitoneal or intraperitoneal, based on the location of duodenum perforation. 
Duodenal perforation is suspected when there is a collection at retroperitoneal of contrast 
medium, ‘air pockets’ outside the lumen or lack of continuity of the duodenal wall. There may be 
oedema or hematoma of duodenal wall with focal duodenal wall thickening if there is contusion 
of the duodenal wall.

Figure 3: CECT image showing huge duodenal hematoma causing obstruction in 
Case 5.

Case 4

A 39-year-old lady who was involed in a car collision presented to emergency unit with complaint
of umbilical pain. She was hemodynamically stable, the abdomen was tender but soft, however
noted seat belt sign on the abdomen. FAST scan was negative. Patient has T12 vertebral chance
fracture and no neurological deficit. Patient was then closely monitored, however she started to
complain worsening of pain over the abdomen. CECT Abdomen was done 12 hours after the
presentation and noted pneumoperitoneum involving intra and retroperitoneal space. She
underwent laparotomy and intraoperatively, noted completely transected duodenum at D3 and
D4. Patient was then proceeded with duodenojejunostomy, jejunojejunostomy, gastrojejunostomy
and duodenostomy tube applied. Post operatively, patient was started on TPN and pump
nasogastric feeding. TPN weaned off on day 14 post op while nasogastric tube feeding being
optimized. Soft diet further introduced once CECT showed no evidence of leak on day 14 post
operation. The duodenostomy was kept until the amount has been significantly reduced and
clamped on day 18 post op before being removed on day 27 post op. Posterior instrumentation
was done 30 days after the first operation for T12 chance fracture. Patient was discharged well at
day 39 post operatively.

Case 5

A 21-year-old gentleman involved in a motorbike accident, with unsure mechanism of injury. Post
trauma, he complained of abdominal pain with no hemodynamic instability. Case proceeded with
CECT Abdomen, there was presence of right retroperitoneal hematoma with mass effect. The
patient underwent laparotomy and intraoperatively noted no evidence of expanded hematoma.
Thus, the abdomen initially packed with abdominal packs and relaparotomy after 48 hours to
assess the hematoma. On second operation the size of hematoma remained the same thus the
patient was treated conservatively for 14 days however patient unable to tolerate feeding with
persistent vomiting. TPN was started on day 5 post op. The impression was duodenal hematoma
causing obstruction thus underwent another laparotomy and proceeded with gastro-jejunostomy
and ileo-colic bypass. Post operatively patient was able to tolerate enteral feeding slowly and
parenteral nutrition subsequently weaned off. Patient was discharged well at day 23 post
operatively.

Blunt trauma with duodenal injuries has remained challenging, mainly in surgical management.
Multiple surgical techniques have been described based on the degree of duodenal injury
according to the Western Trauma Association (WTA).

There are 5 degrees of duodenal injuries, with each degree of injury requiring different surgical
approach. The case series provided reported grade 1 until grade 3 duodenal injury.

The purpose of this study is to show the various duodenal injuries that we encounter in a district
hospital, the surgical technique proposed, pitfalls and the outcome of each degree of duodenal
injuries.

CASE PRESENTATION
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INTRODUCTION

Covid-19 pandemic had a major impact on the 

healthcare system. It also changed the way we 

treat our patients where we focused on Covid-19 

patients. This has impeded the outpatient 

consultations and caused cancellation of 

elective surgeries of non urgent cases, such as 

reducible or uncomplicated hernia. These have 

changed the incidences, patterns and outcome 

of the patients presented with complications of 

hernia commonly obstructive hernia.

The purpose of this study is to describe the 

changes in patterns of obstructive abdominal 

hernias cases presented to a tertiary hospital in 

Malaysia pre and into the Covid-19 pandemic.
.

METHODOLOGY

RESULTS

Figure 2: Post Operative Outcomes, complications (Clavien-Dindo Classification 

of Surgical Complications) and mean length of hospital stay.(RTI-Respiratory tract 

illness,SBO-small bowel obstruction,HAP-Hospital Acquired Pneumonia,SSI-Surgical 
Site Infection).

CONCLUSION

Figure 3: Procedure performed among the obstructed hernia cases 

from 2019-2021 in HTJS and mean duration of obstruction to 
emergency room visit .

Grade / Year 2019 2020 2021

Grade 1

3
(Scrotal hematoma 1)

(Wound Infection 1)

2
(Scrotal 

hematoma 1)

(Urinary 

Retention 1)

4
(Scrotal hematoma 2)

(Ilioinguinal Neuralgia 1)

Grade 2

4
(Atelectasis 1)

(Paralytic ileus 2)

(Cardiac Arrhythmia 1 )

2
(Paralytic ileus 1)

(Atelectasis 1)

5
(Pain Control 4)

(Infection-abx 1)

(RTI-abx 1)

Grade 3a

- 1
(Adhesive SBO 

1)

-

Grade 3b

1
(Relaparotomy for 

intestinal obstruction 

secondary to congenital 

band 1) -

2
(Relaparotomy for 

Adhesive SBO 1 )

(Reoperation for Infected 

Mesh with Deep SSI 1)

Grade 4a
1(Respiratory support 

1) - 1(Respiratory support 1)

Grade 4b 1(Multiorgan support 1) 1(HAP 1) 1(Multiorgan support 1)

Grade 5 1(Death in ICU 1)

2
(Sepsis 1)

(Death in ICU 1) -

Total 11 8 13

Mean Length of 

Hospital Stay 4.5 days 4.08 days 3.2 days

As expected, there was an increase in the 

number of visceral resections done during the 

Covid-19 pandemic due to complexity of 

presentation of obstructive hernias. However, 

the postoperative complications rate were 

similar throughout the years of study. A small 

reduction in the mean hospital stay was most 

likely due to the need to turn over patients 

faster as surgical wards were reduced and 

converted to Covid-19 wards during the 

pandemic.

These sequalae from Covid-19 pandemic not 

only affected the patients but also 

inadvertently abrupt surgical training for 

young trainees which will delay the production 

of new surgeons then further increasing the 

backlog of surgeries as well as causing 
burnout among surgeons.

YEAR 2019 2020 2021

Open inguinal 

hernioplasty 16 14 19

Open inguinal 

herniorrhaphy 6 2 6

Open inguinal 

herniotomy 1 2 9

Open 

paraumbilical 

hernia repair 10 2 5

Open femoral 

hernia repair 1 3 -

Open Spigelian 

Hernia repair 1 - -

Total 35 23 39

Visceral 

resection

6
(Small bowel 

resection 1, 

Omentectomy 

5)

6
(Omentectomy 3, small 

bowel resection 2, 

sigmoid colon 

resection 1)

13
(Small bowel 

resection 

7,Omentectomy 6,

Appendicectomy 1)

Operation with 

diagnostic lap 1 2 -

Laparotomy 2 3 4

Mean duration 

of obstruction 1.85days 2.0days 2.1days

PosterNo.A10

Retrospective cross sectional study of operated 

obstructed abdominal hernias over 2019 to 2021 in 

HTJS. A total of 98 patients underwent emergency 

surgery for obstructive abdominal hernia during the 

entire 3-year observation period .The datas 

collected from the General operating theatre records 
and patient electronic medical records..

DISCUSSION

The delivery of hernia operation requires 

adaptations to achieve timely surgery. 

Obstructive inguinal hernias being 

predominant, thus we advocate inguinal hernia 

repairs under local anaesthesia which is proven 

to be cost and time effective. Performing hernia 

as a day care surgery on a bigger scale as well 

optimising district hospitals may aid patients 

with hernia .
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Introduction: Minimally invasive esophagectomy (MIE) has

become the preferred option over open esophagectomy for the

treatment of esophageal cancer in some centers in recent years.

MIE may have significant benefits in post-operative recovery,

reduced incidence of cardiopulmonary complications, surgical

site infection and length of stay.[1,2]

Objective: To review the early outcomes of MIE in Penang

General Hospital, a newly set up Upper GI Center in Northern

Malaysia.

Method: Retrospective review of prospectively collected data of

patients who underwent MIE in Penang General Hospital from

June 2020 to June 2021.

Results: A total of 10 patients were included. The mean age was

57 with 70% male. 80% of patients had other comorbidities and

the mean BMI was 23.1kg/m2. Adenocarcinoma was the

commonest cancer histology (70%), followed by squamous cell

carcinoma and GIST. All cases were reviewed at

multidisciplinary team (MDT) tumour board meetings and all

patients had neoadjuvant therapy before surgery. McKeown MIE

approach was the commonest approach (60%) and 3-field lymph

node dissection (3-FLND) was performed for 3 patients. The

mean harvested lymph node was 43.6. The mean operative time

was 416 minutes and the mean length of stay post-op was 8.3

days. The average post-op pain score was 2 and the mean time to

ambulation post-op was 1.6 days. Post-operative complications

were noted in 4 patients with pulmonary complications being the

commonest, with only one being Clavien-Dindo grade 3. There

was no mortality post-op. Half of the patients had pathological

stage IVa disease.

Conclusion:

• MDT & multimodality treatment approach ➠ Gold standard of treatment for esophageal cancer

• Accurate staging with PET-CT upon diagnosis ➠ Roadmap for lymph node dissection during

surgery

• MIE & selective ERAS ➠ The way forward

Adenocarcinoma
70%

SCC
20%

GIST
10%

Tumour MorphologyDemographics N (%)

Age

41-50 y.o 2 (20%)

51-60 y.o 5 (50%)

61-70 y.o 3 (30%)

Gender
Male 7 (70%)

Female 3 (30%)

Race

Malay 6 (60%)

Chinese 3 (30%)

Indian 1 (10%)

Smoking Status
Smoker 4 (40%)

Non-smoker 6 (60%)

Comorbids

Hypertension 5 (50%)

Diabetes 2 (20%)

Ischemic heart disease 1 (10%)

Others 4 (40%)

Location of 
Tumour

Lower thoracic 6 (60%)

COJ 4 (40%)

0

1

2

3

4

5

6

II IIIa IIIb IVa

Pathological Staging

1. Neck wound superficial SSI (CD Grade 2)
2. Left recurrent laryngeal nerve palsy with 

aspiration pneumonia (CD Grade 2)
3. Atelectasis & effusion (CD Grade 2)
4. Left pleural effusion (CD Grade 3a)

OUTCOMES

Good pain control & early 
ambulation

• Average pain score of 2
• Ambulation in 1.6 days (mean)

Fast recovery with short 
length of stay post-op

• Enteral nutrition on POD1
• Average LOS 8.3 days

High lymph node yield
• Mean 43.6 lymph nodes 

harvested (19-63)

Encouraging short-term 
outcomes

• Below average morbidity rate[3]

• No anastomotic leak
• No post-op mortality

COMPLICATIONS
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Daycare Hernioplasty Under Local Anaesthesia: 
2 Years Retrospective Study in District Hospital during Pandemic Covid-19.  

Covid-19 pandemic has restricted the patient accessibility to
surgery. Most of benign cases has been postponed in Malaysia
due to fear of exposure in aerosol generated procedure. Inguinal
hernia repair is not excluded from being the most postponed
surgery. Daycare hernioplasty under local anaesthesia (LA) has
become choice to reduce waiting time to surgery in
uncomplicated hernia cases.

.

INTRODUCTION

From March 2020 to December 2021, a descriptive study of
tension free mesh inguinal hernioplasty under LA in Hospital
Pakar Sultanah Fatimah are obtained. We aim to look for
feasibility and outcomes of this modality during pandemic times.

OBJECTIVE

A retrospective analysis of 101 patients who underwent elective
inguinal hernioplasty were collected. Out of 101, 47 patients
underwent surgery under LA. Exclusion criteria includes; patient
underwent emergency surgery, hernioplasty performed under
general anaesthesia and spinal anaesthesia, and recurrent
hernia.

From 47 cases reviewed; analysis of demographic, risk factors
and co-morbidities, intraoperative times and complication were
recorded.

METHODS
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In this study (n=47); range of age were between 15 to 79 years
old with mean 56.9 years (Graph 1). Male predominant the
disease.

All patients were screened with PCR COVID-19 and negative
results proceeded with scheduled surgery. All patients who
underwent LA were given sedation of pethidine and midazolam.

Local anaesthesia that were given in combination of 10ml of 2%
lignocaine , 10ml of 0.5% bupivacaine and adrenaline and 10-
20ml of normal saline.

The range of time taken to complete the surgery were from 60 minutes to 165 minutes
with average of completion of 71.9 minutes (SD  25.6) regardless by the surgeon or
medical officers. Intraoperatively indirect hernia was found in 28 patients followed by
direct hernia in 15 patients and both component in 4 patients (Chart 1). All patients were
discharged to home post-operatively.

Out of 47 patients; 34 (72.3%) attended SOPD and completed their follow up visits within
6-8 weeks while 13 (27.7%) patients were lost to follow up. From the 72.3% follow up: 2
complications were reported within 1 week: seroma formation in 1 patient and superficial
surgical site infection in 1 patient (Table 2).
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RESULTS

Table 1: Risk Factors Among Patients

Graph 2: Co-morbidities

Graph 1: Age Group Distribution

Chart 1: Type of hernia

Complications No of patients Percentage

Surgical Site Infection 1 2.1%

Seroma formation 1 2.1%

Scrotal Oedema 0 0.0%

Chronic Neuralgic Pain 0 0.0%

Urinary Retention 0 0.0%

Recurrence 0 0.0%

Table 2: Morbidity Post Hernioplasty Within 8 Weeks Follow Up

DISCUSSION

Shahir MG1, NA Izhar1, N Ilyani1, Ros’aini P1

1 Hospital Sultanah Fatimah, Muar, Johor Darul Takzim, Malaysia

Risk Factors No of Patient

Smoker 11

LUTS 13

Heavy Lifting 16

Chronic Cough 3

Constipation 4

Congenital 3

CONCLUSION

Inguinal hernioplasty under local anesthesia still a convenient option to be
performed during Covid-19 time as it reduced much burden in elective slot.

Further study needed to compare hernioplasty under LA versus spinal
anaesthesia including pre and during pandemic time.

8.5%

31.9%

59.6%

Pantaloon Direct Indirect

From the study, the incidence of inguinal hernia is high in male elderly
population. LA can be the choice of modality in elderly population looking
at their co-morbidities and complex medical problems.

The LA method in daycare surgery outline few key factors such as early
ambulation, no admission with early discharge and early recovery which
means more patient can safely undergo LA repair with less morbidity.
Variable operating times did not affect the outcome of the study as it
depends on surgeon’s factor, size of hernia and LA requirement which is
not included in this study. Furthermore, this study should include; patient’s
BMI, size of hernia and patient satisfaction post operatively to determine
feasibility of LA method.

Recurrent rate recorded within 8 weeks follow up is nil and minimal
complication seen in LA hernioplasty which proved that patients with
uncomplicated hernia can be considered as elective surgical repairs under
LA infiltration, although general or spinal anaesthesia can all be safely
used.
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INTRODUCTION

Liver abscess is defined as a pus-filled lesion in the hepatic 

parenchyma that may developed either through 

hematogenous bacterial spread or local parenchyma 

abnormalities or insult. It is considered to be the most 

common type of visceral abscess and generally classified as 

either pyogenic or amoebic abscess. 

Intravenous antibiotics therapy is the mainstay of treatment 

for pyogenic liver abscess but unfortunately its optimal 

duration has yet to be determined. Most authors recommend 

minimum of 14 days therapy but unfortunately were not 

supported by good clinical evidences and never been shown 

to improve outcome. On the other hand, our local practice 

was to convert to oral form once septic parameters resolved 

typically after 4 – 5 days of intravenous antibiotics. 

OBJECTIVE
The main objective of the study is to establish whether

duration of intravenous antibiotics (short vs long course)

affects resolution of abscess

METHODS
A cross sectional, single centre study was conducted

involving 31 patients from Hospital Sultan Ismail Petra

(HSIP), Kuala Krai, Kelantan.

Strict inclusion and exclusion criteria were employed,

involving all patients above 12 years old. Patient presented

with peritonitis due to ruptured abscess requiring laparotomy,

those with concurrent other visceral abscesses such as splenic

or renal abscesses, amoebic liver abscess, or abscess due to

other causative organism such as Mycobacterium, fungal,

Burkholderia pseudomallei sp) were excluded from the

analysis.

The study involves historical cohort of patients from January

2019 to June 2020, and prospective cohort from July 2021 to

December 2021. The former mostly involves short course of

IV antibiotics and the latter received long course of IV

antibiotics regardless of drainage status. Long course of IV

antibiotics is defined as more than 10 days duration.

Common antibiotics used are a combination of broad-

spectrum antimicrobials that are 3rd generation cephalosporin 

(Ceftriaxone) along with Metronidazole. 

In the short course cohort, the antibiotics is continued until 

resolution of sepsis (<10 days), otherwise in long course 

antibiotics is given until 10 days, then discharge with oral 

cefuroxime and metronidazole according to culture and 

sensitivity. 

Diagnosis of liver abscess was made by ultrasonography done 

during index admission usually within 24 hours of admission. 

Decision for drainage made by collective discussion between 

surgeon and radiologist.

RESULTS
A total of 31 cases were encountered within study period. 16 cases were excluded (7 cases of amoebic

abscess, 4 cases were on antibiotics prior diagnosis of PLA, 3 cases of melliodosis related, 1 tuberculous

abscess and 1 require immediate surgery), and 15 cases fulfilled the criteria of the study and was divided

into 2 groups; 8 patients received the short course and total of 7 patients received the long course

antibiotics.

Short course IV 

abx/n

(defined as < 10 

days)

N=8

Long course 

Ivabx/n

defined as ≥ 10 

days)

N=7

P value

Age 49.2 ± 15.2 54.5 ± 14.86 0.507

Gender male 8 5 0.104

female 0 2

Clinical 

presentation

DM Yes: 4          No: 4 Yes: 4          No: 3 0.782

RHC and/or epigastric pain Yes: 5          No: 3 Yes: 4          No: 3 0.833

Fever Yes: 6          No: 2 Yes: 6          No: 1 0.605

Jaundice ; > 63 µmol /L (3 times 

upper limit)

Yes: 1          No: 7 Yes: 3          No: 4 0.185

RHC and or epigastric 

tenderness

Yes: 4          No: 4 Yes: 3          No: 4 0.782

Hb level/ mean ; g/dL 12.2 ± 1.4 12.6 ± 1.68 0.586

TWBC 16.8 ± 6.3 17.0 ± 8.0 0.958
Total bilirubin; µmol/L 26.3 ± 26.01 42.0 ± 24.5 0.254

Blood 

Parameters

ALP ; U/L 340.8 ± 144.7 411.6 ± 384.1 0.636

AST ; U/L 149.6 ± 25.5 139.5 ± 98.3 0.924

ALT; U/L 151.3 ± 195.7 182.6 ± 163.6 0.744

Alb; g/L 31.3 ± 5.08 31.3 ± 7.1 0.999
CRP ; mg/L 201.5 ± 109.4 218.0 ± 83.8 0.757

Glucose ; mmol 12.9 ± 6.0 13.3 ± 6.7 0.919
Cause of 

Pyogenic 

abscess

cryptogenic 8 8 0.268

Biliary 0 1

Management 

Parameters

Degree of sepsis No sepsis:2

Sepsis:6

Septic shock: 0

No sepsis:2

Sepsis: 5

Shock: 0

0.876

ICU admission 0 2 0.104
Duration of intravenous 

antibiotics/ days 

5.3 ± 2.3 15.8 ± 5.14 0.0001

Percutaneous drainage required 

/ n

Yes : 5

No  : 3

Yes : 4

No  : 3

0.833

Duration of drainage/ days 16.0 ± 5.9 21.7 ± 9.74 0.308

Table 1 : Tabulation of data for the clinical features, blood parameter, and degree of sepsis as well as management
parameters.

Short course IV 

abx

(defined as < 10 

days)

N=8

Long course Iv 

abx

defined as ≥ 10 

days)

N=7

P value

Imaging 

parameters

Volume of 

abscess on 

admission/ml

242 ± 176 ml 339 ± 331.3 ml 0.483

Volume of 

abscess at 1-2 

weeks post 

treatment

111.6 ± 68.4 ml 224.7 ± 23.5 ml 0.215

(CI: -300.4 

– 74)

Percentage of 

volume 

reduction at 1-2 

weeks post 

treatment 

45.3 ± 36% 40.4 ± 40.5% 0.807

Volume of 

abscess at 3-4 

weeks post 

treatment

8.98 ± 13.3 ml 32.7 ± 36.2 ml 0.107

(CI: -53.3 –

5)

Percentage of 

volume 

reduction at 3-4 

weeks post 

treatment

92.1 ± 11% 83.7 ± 25.3% 0.414

Site of Abscess Right lobe 4 5 0.535

Left lobe 3 2
bilateral 1 0

Table 2 : mean data of abscess size defined as volume from ultrasonography.

Short course IV 

abx

(defined as < 10 

days)

N=8

Long course 

Ivabx

(defined as ≥ 10 

days)

N=7

P value

Outcome

Total hospital 

stay/ days

7.0 ± 2.4 17.5 ± 10.37 0.015

Resolution at 2 

months post 

treatment

7 6 0.919

Recurrence or 

unresolved 

abscess at 6 

months post 

treatment.

1 0 0.333

Mortality 0 0

Table 3 : The outcome of study following 2 groups receiving short and long term antibiotics are 

compared. 

DISCUSSION

Worldwide, the mainstay for PLA treatment is antibiotics therapy, coupled with or without percutaneous aspiration or drainage with possible

surgical intervention (3). Despite that, optimum duration of intravenous antibiotics (IVA) has yet to be established. Most authors suggested for 2-3

weeks course of IVA but they were not supported by good clinical evidence. In their case series, Donovan and Jindal et al had proposed a minimum

of two- or three-weeks course of IVA respectively (4,5).

Our study was conducted in order to establish the relationship between duration of IVA and rate of abscess resolution. Our postulation is, longer

duration of IVA enhances its resolution. However, results of the preliminary study had demonstrated otherwise. Despite of significantly longer

duration of IVA in long course group (15.8 ± 5.14 vs 5.3 ± 2.3 days, p=0.0001), rate of abscess resolution at 1-2 weeks, 3-4 weeks and at 2 months

were comparable (45.3 ± 36% vs 40.4 ± 40.5%, 92.1 ± 11% vs 83.7 ± 25.3%).

Liver abscess, both amoebic and pyogenic, continue to be an important cause of morbidity and mortality in tropical countries. Most patient present

with vague constitutional symptoms such as fever followed by abdominal pain restricted to the right upper quadrant, and hepatic tenderness.

Mortality rates for PLA have decreased substantially to 11% - 31% over the past several decades but still much higher than amoebic liver abscess

(1%-3%) (6,7). Untreated PLA can lead to rupture causing peritonitis, bacteraemia, septic shock, and death (8).

The most common bacterial isolates in PLA were E. coli and Klebsiella pneumoniae which consistent with the previous studies (9). Klebsiella

pneumoniae is also associated with higher likelihood of hematogenous spread and the potential for metastatic infection(10,11). Endophthalmitis is

probably the most serious septic complication of K. pneumoniae PLA, leading to subacute vision impairment (12.13).

Therefore, a broad spectrum of empirical intravenous antibiotics is required when PLA is suspected in order to control ongoing sepsis and its

potential complications (14). Subsequently they should be tailored based on antibiotic susceptibility testing.

Longer duration of IVA offered no additional benefit in relation to abscess resolution, regardless of drainage status as demonstrated by our study. Its

role mostly on control of sepsis which then can be converted to oral once septic parameters have improved.

In addition, duration of IVA (mean 15.4 days) was also not predictive for failure of treatment as demonstrated by Joseph et al in their large

retrospective study conducted in Singapore (15).

Therefore, the role of IVA is mainly for early control of sepsis and therapy must be escalated accordingly if sepsis persists after initial three to five

days of treatment. Longer course of IVA may not be warranted once sepsis has resolved. Furthermore, it associated with significantly longer hospital

stay (7.0 ± 2.4 vs 17.5 ± 10.37), higher chance of antibiotic resistance and vascular access complications.

Percutaneous drainage or aspiration has also become a preferred method for the management of liver abscess especially for those who require

escalation of therapy. Both approaches affect resolution of abscess but drainage appears more effective as demonstrated by recent meta-analysis

(16).

CONCLUSION

Duration of intravenous antibiotics does not affect resolution of size of pyogenic liver abscess. Further study with larger sample size is warranted.
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Audit on Colonoscopy in Department of Surgery, Hospital Segamat
Norly Salleh1, 2 , Mohd Shafiq Rahman1, Muhammad Haziq Nasir1, Noor Farrahin Sazale1, Yogessvaran Krishnan1

ABSTRACT
Introduction Colonoscopy is fundamental to the management of lower
gastrointestinal disease. Poor quality colonoscopy is associated with complications
and reduced effectiveness in disease prevention. There are no colonoscopy
standards set for our local setting in Malaysia. There are also no data regarding the
use of colonoscopy in Hospital Segamat, Johor. This audit is done in order to
ascertain whether we are providing a high quality colonoscopy that is safe,
effective and adheres to the best practice.

Standard Performance

Caecal Intubation Rate > 90% 81.5% (145/178)

Perforation Rate < 0.1% 0% (0/178)

Bowel Preparation 
Adequate/Excellent

≥ 90% Left Colon 84.3% 
(150/178)

Transverse Colon 74.2% 
(132/178)

Right Colon 68.0% 
(121/178)

Post Polypectomy 
Bleeding

< 1% 0% (0/178)

Materials and Methods:
The study population include all patients undergoing colonoscopy in Hospital
Segamat from 15 June until 15 December 2020.

Conclusions: As a conclusion, our centre did not achieve two out of four standards
that we set for this audit. We are planning to create a multi-language bowel
preparation manual to cater for the multi-ethnic diversity of our population. We
also need to train our medical officers and junior specialist to do more
colonoscopies to improve their caecal intubation rate. A repeat audit post
implementation of the changes will be done to complete the audit cycle.

Discussion Caecal intubation rate could be affected by multiple factors. In our
study, the main reason for incomplete colonoscopy is inadequate bowel
preparation. We speculate that inadequate bowel preparation might be due to
poor communication and instruction to the patient on dietary preparation before
colonoscopy. This problem occurs due to multi-ethnic and multi-language of our
patients. We recommend that same ethnic/language health care provider to do the
counseling for bowel preparation. Written instruction with multiple languages
should be given to patient, so that patient could fully understand the instruction.

Result :
A total of 178 colonoscopies were done during the 6-month period. The majority of
our patients had good bowel preparation but we did not achieved the standard
that we set for this audit which is to achieve adequate or excellent bowel
preparation in >90% of patients. Completion of procedure was achieved in 81.5%
of cases (145 patients). Cleanliness of bowel is strongly correlated with completion
of colonoscopy. There was no bowel perforation that occurred as a result of the
colonoscopy during the study period. There was also no post polypectomy
bleeding.
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Case Series of Intrathoracic Esophageal Perforation 
Nur Zulaika Riswan1 Nguk Chai DIong 1 Narasimman Sathiamurthy 1

1Thoracic Surgery unit, Department of Surgery, Hospital Kuala Lumpur

Intrathoracic esophageal perforation is a potentially life-threatening 
condition. Early diagnosis and appropriate intervention are imperative to 
reduce morbidity and mortality. The management depends on the cause of 
perforation, the integrity of the esophagus, the location of perforation and 
the time between the perforation and presentations to hospital.

Case 1
A 55 year-old man presented with complaint of odynophagia and difficulty 
of breathing after accidentally ingested chicken bone. He was clininically 
stable. The initial neck x-ray did not show foreign body in neck and there 
was no sign of pneumo or hydrothorax on chest x-ray. He developed 
respiratory distress immediately after the direct laryngeal and rigid 
esophagoscopy. Urgent computed tomography (Ct) Thorax was performed 
and showed left hydropneumothorax causing mediastinal shift with 
ipsilateral lung collapse. He was immediately arranged for emergency 
esophagogastroduodenoscopy (OGDS). There was perforation seen at lower 
of esophagus and a bone was seen in the stomach. Left video assistant 
thoracoscopy surgery (VATS) was performed immediately which showed 
perforation at left lateral wall of lower esophagus (figure 1) and primary 
closure was done. Post operation recovery was uneventful and contrast 
study showed no leak at repair site.

Case 2
A 48 year-old heroin chaser, presented with severe epigastric pain and 
shortness of breath for 3 days. He had epigastric pain for 1 months 
associated with vomiting. On examination, he was septic and tachypneic. 
His abdomen was tender over the epigastric region with no peritonitic sign. 
There was reduced air entry bibasally, more prominent on the right 
hemithorax. His chest xray showed pneumomediastinum and consolidation 
at the right lower zone. CT abdomen and thorax showed extensive 
pneumomedistinum predominantly at the lower esophageal region with 
bilateral hydropneumothorax and minimal pneumoperitoneum at epigastric 
region . An urgent OGDS was performed and showed a perforation at lower 
esophagus. Right thoracotomy was performed immediately, revealing 1cm 
perforation at the lower esophagus and stage 2 empyema thoracis (figure 
2). Esophageal perforation site was repaired primarily and right lung 
decortication was done. He had a stormy post operative recovery due to 
sepsis which required intensive care for more than a week. OGDS 
performed one week after surgery revealed healing with no defect seen at 
the repair site. Chest drain was removed after the OGDS.

➢ Intrathoracic esophageal perforation is a surgical emergency which is 
associated with high morbidity and mortality [1,2]. 

➢ 10-15% mortality reported when therapy is initiated within 24 hours of 
perforation and 40-60% when treatment is delayed.

➢ There are several contributing factors lead to rapid deterioration in cases 
of intrathoracic esophageal perforation compared with cervical 
esophageal perforation ; [2]

1) Anatomy of esophagus; 
2) Content of collection (gastric juice and bile acid )
3) Contamination from esophageal perforation allows bacteria access 
into the mediastinum and pleura cavity resulting lung empyema, 
mediastinitis and sepsis.

➢ Primary repair remains the preferred surgical treatment method in 
thoracic perforation either via conventional thoracotomy or VATS (3). 

➢OGDS is helpful adjunct to identify the site of perforation and guide the 
repair. 

➢ In the case of unstable patient intraoperatively, damage control surgery 
must be prioritize, followed by  definitive surgery  when he is 
hemodynamically stable.

The rarity of this condition and its nonspecific presentations lead to 
diagnostic and treatment delay . Prompt identification of perforation, 
resuscitation, and timely surgical intervention are keys to successful 
outcomes.

INTRODUCTION

CASE PRESENTATION

DISCUSSION

CONCLUSION
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● Vascular Pseudoaneurysm is rare complication of laparoscopic 
cholecystectomy 

● Less than 200 cases reported past 20 years 

● Right hepatic artery most commonly involved 

● Upper gastrointestinal bleed most common presentation

A 27-year-old female, who is postoperative day 11 of laparoscopic 
cholecystectomy presented to a hospital with haematemesis and 
haemodynamic instability. Blood works revealed the patient was anaemic 
with Hb of 8.2 however OGDS showed no bleeders, subsequent CTA scan 
showed cystic artery pseudoaneurysm with hemoperitoneum. Patient was 
successfully treated with angio-embolization and was discharged well. 

Literature search was carried out using PubMed Database for all cases of 
cystic artery pseudoaneurysm post laparoscopic cholecystectomies. Inclusion 
criteria includes all articles types between 2000 to 2021. Articles with 
inadequate data were excluded. 

- 4 Males (44%), 5 Females (56%)
- Age range 31 to 78 years old 
- Timing of Presentation 1 week to 3 years
- No Mortality
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Vascular pseudoaneurysm post laparoscopic cholecystectomy is rare. However, clinicians 
should have high index of suspicion in patient presenting with upper gastrointestinal bleed post 
laparoscopic cholecystectomy so early and appropriate intervention can be done. 
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● Cystic artery pseudoaneurysm is rare with only few cases reported past 20 years 

● Thermal injury (direct or indirect)

● Can be managed by angio-embolization (75% ) or surgery (100%) 

● Embolization comes with risks and complication 

● Cannulation difficulties, difficult access, failed embolization – loosely packed coils 

● Liver abscess, ischaemic hepatitis , bleeding 

● Surgical options are ligation or excision of pseudoaneurysm which yield good outcome 

● Literature review showed no mortality, but there is reported mortality for right 
hepatic artery pseudoaneurysm – late diagnosis 

Iatrogenic Pseudoaneurysm of cystic artery : An uncommon cause of upper gastrointestinal bleed post Laparoscopic 
cholecystectomy
PH Tan, KC Yong, EN Rahim, AAW Ang, IA Mahadi, K. Khairudin
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Beware the empty sac. Case of cryptorchid testicular torsion 
in the inguinal canal
Adam Amir1, Tharveen Nair1

1 Hospital Sultan Ismail, Johor Bahru, Malaysia

INTRODUCTION
Undescended testis (UDT) is the commonest urogenital disorder at birth. Surgical exploration and 
orchidopexy performed from 6–18 months is recommended1. Long term complications include 
infertility and malignant change2. Acute complication such as torsion is rare, posing  a challenge, 
resulting in delayed diagnosis and unviable testis at exploration. 

DISCUSSION
• UDT is common in term male babies at 2-8% and up to 65% in premature male infants1. Treatment 

is advocated within 18 months of age for better outcome1.
• Testicular torsion is a surgical emergency and its incidence peaks at 12-16 years of age3 .
• However, torsion of a UDT may be missed. Problem is compounded by atypical presentation, 

misdiagnosis, and lack of awareness amongst patients, parents and physicians,  which contribute to 
late presentation and poor salvage rate4,5. As in the case discussed, patient presented after 3 days 
of pain, far from golden time of 12 hours which translates to poorer outcome.

• UDT is thought to be due to cremasteric muscle spams that causes the spermatic cord torsion6. 
Another theory  is when there is an association with testicular tumor presumably caused by 
increased weight and distortion of the normal dimensions of the organ6. 

• Torsion of UDT can mimic strangulated inguinal hernia, inguinal abscess, lymphadenitis or 
epididymitis.  In cases of torsion of testis within the abdominal cavity, patients may present with 
signs of an acute abdomen4,5. 

• Physicians who encounter male patients with suggestive symptoms and a concurrent empty scrotal 
sac should be highly suspicious of this condition. An ultrasound color Doppler should be done to 
further strengthen the diagnosis of torsion and rule out the other possible causes. 

• Based on the literatures, salvation rate for torsion of a descended testis is about 56 to 90% and 
these numbers drop significantly with UDT to 10%7. Main factor is delay in surgical treatment. 
Ischemic damage to the testis sets in after 4 hours and gangrenous testis is associated with more 
than 360-degree torsion or 24 hours delayed presentation7.  

• Surgical treatment is inguinal exploration and either orchidectomy or orchidopexy depending on 
the testis viability.

• Prophylactic contralateral testis fixation is recommended by majority of the studies4. 

CASE SUMMARY
A 13-year-old boy, with a  painful swelling over his right groin for 3 days. Examination revealed a 
tender mass over the right mid-inguinal region. Right scrotum was empty and under-developed 
(Fig 1). Ultrasound Doppler demonstrated a small testis in the right inguinal canal with no color 
doppler detected and congested cord structures while left testis was in the scrotal sac with normal 
architecture and color flow. Inguinal exploration revealed a gangrenous right testis. Cord was 
congested and dusky, twisted towards midline 5 times (1800º) (Fig 2). Detorsion was done and 
warm pack applied however testis was unviable (Fig 3). Right orchidectomy and orchidopexy on the 
contralateral side performed. Patient made full recovery post operatively. 
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Vague tender mass on the right inguinal 
region 

Figure 2. Upon entering inguinal 
canal, gangrenous right testis, 
twisted and congested cord

Figure 3. After detorsion of the 
cord done, right testes non-viable 
hence done right orchidectomy

CONCLUSION
Torsion of an undescended testis remains a rare entity however clinicians should have high level of 
suspicion as these patients require urgent surgical intervention. Delay in diagnosis can potentially lead 
to low testis salvation rate. 



HUGE PERFORATED GASTRIC ULCER IN PEDIATRIC POPULATION BEYOND 
NEONATAL AGE: A COMMON ANOMALY?

A. Diong Xinhui1, Jeremiah JJ1, Ivan HKE1, Ashok K1

1Department of Surgery, Hospital Sultanah Aminah, Johor Bahru

BACKGROUND
• Perforated gastric ulcers (PGU) is a common 

surgical emergency with morbidity and 
mortality globally in adults. 

• PGU in infants and children on the other hand 
are uncommon.

• In the pediatric age group, multiple studies 
explored neonatal gastric perforation which 
occurs within the first week of age. There is 
however little reports on PGU occurring in the 
pediatric age group beyond the neonatal 
period. 

CASE
• A 10 year old girl with underlying VACTERL 

anomaly presented with abdominal pain and 
vomiting for 2 days 

• No history of over the counter analgesia 
• Upon presentation, child was septic, 

dehydrated, tachycardic and also had 
abdominal signs of peritonism 

• Septic parameters ere raised with 
decompensated metabolic acidosis

• Abdominal x-ray shoed gross 
pneumoperitneum [Figure 1.1]

• After adequate resuscitation, surgery was 
performed 

CASE
• Intraoperative findings 

- generalized contamination with food content
- A huge gastric perforation at anterior body of stomach 
measuring 8cm x 4cm was seen. [Figure 1.2]
- The defect was repaired primarily with Vicryl 4/0 in two 
layers. 
- Modified Graham patch was done with a gastrostomy

• Histopathology examination results revealed ulceration with 
necrosis of mucosa and dense acute inflammation extending 
into the muscularis propria with no malignant cells seen. 

• Child was tolerating well and discharge home .

Figure 1.1 Figure 1.2

DISCUSSION
• Gastric perforation is an uncommon entity in pediatric age group 
• In this case, the risk factor for possible gastric ulcer would be due to her 

underlying condition (VACTERL) in which she has severe scoliosis 
requiring multiple spine operations, in which her last operation was 6 
months ago. However, parents denied any use of NSAIDs or traditional 
medication. 

• Pediatric gastric perforation usually occurs at the greater curvature, 
similar to our case.

• In a study by Wang et al, it is shown that in huge gastric perforation,  
surgical intervention chosen in most cases was primary repair with 
gastrostomy which is similar to our case.

• In children, gastric perforation is better to be repaired by simple closure 
than sleeve gastrectomy because of anticipation of feeding problems 
post gastrectomy
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CONCLUSION
• There remains a paucity in data in regards to PGUs in children. 
• PGU as a differential for children presenting with peritonism should be 

considered. 
• Identification of perforation and management with adequate resuscitation 

and surgical intervention in children will save one’s life. 
• Giant perforated gastric ulcers in pediatric population can be repaired 

primarily with omental patch with satisfactory outcomes. 



Primary Mucoepidermoid Carcinoma of Thyroid Mimicking Papillary Thyroid Cancer
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BACKGROUND
• Mucoepidermoid cancer (MEC) is known to commonly 

arise from salivary glands. 
• It may arise from other organs such as lung, pancreas, 

esophagus and thyroid. [1,2]
• There were less than 50 cases reported in the literature 

regarding primary MEC of thyroid. 
• The limited evidence describe it tends to be indolent 

nature

CASE
• 52 years lady who presented with 2 months history of 

right neck swelling. 
• Ultrasound showed a TIRADS 5 right thyroid nodule 

with lymphadenopathy bilaterally.
• A Fine needle aspiration cytology (FNAC) showed 

hypercellular showing papillary fragments, clusters 
and singularly distributed malignant cells which 
exhibit large round to ovoid nuclei with grooving and 
intranuclear inclusions suggestive of papillary thyroid 
carcinoma (PTC). 

• CECT neck, thorax, abdomen and pelvis showed right 
ill-defined nodule at right thyroid lobe with lung, liver 
and mediastinal metastasis. 

• With an initial diagnosis of papillary thyroid 
carcinoma, patient underwent total thyroidectomy 
and modified radical neck dissection. 

CASE
• Pathological findings showed mucoepidermoid carcinoma 

(high grade) with metastasis to lymph nodes 
• Immunochemistry is positive Napsin A, TTF 1, CEA, p63, 

p40, CK 7, and thyroglobulin with no obvious features of 
papillary component. 

• Postoperatively, she was planned for palliative 
chemotherapy targeting MEC. 

• However, before initiation of first chemotherapy, she had 
worsening pleural effusion and succumbed to death at 3 
months following surgery

Figure 1. Infiltrating sheets of malignant cells exhibiting 
squamous component with intermingled mucous cells (black 
arrow). ( H&E, x 400)

DISCUSSION
• MEC primarily found in thyroid Is rare and there is less 

than 50 cases reported. 
• Multiple cases had shown possible association and 

concurrent features of papillary thyroid carcinoma 
picture in histopathological findings. 

• In our case, initial cytology shown features of papillary 
thyroid carcinoma in which the decision for total 
thyroidectomy and modified radical lymph node 
dissection was made. 

• The patient  only survived 3 months from diagnosis. 
This challenges the decision of operation in this 
patient. 

• As mentioned in a literature report done by Shindo et 
al., 8 out of 48 cases mentioned in the literature review 
died in within 2-13 months. Most of those had 
metastasis and aggressive behavior.  
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CONCLUSION
• Primary MEC of the thyroid is rare and has been assumed 

a low grade neoplasm but has aggressive behavior as 
mentioned in this case report

• The misinterpretation of PTC on FNAC shall serve 
additional caution to the pathologist when reporting 
thyroid cytology. The pre operative cytology 
identification plays an important role as it may guide the 
treatment plan for the patient. 
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Haemocholecyst in a Patient with COVID-19 Infection: 

A Case Report
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Bleeding in the gallbladder or haemocholecyst (HC) is a rare disorder

that may lead to cholecystitis, haemobilia, cholangitis, pancreatitis,

and upper gastrointestinal bleeding. Secondary HC is more common

than primary and is usually associated with pre-existing pathologies

such as gallstones, neoplasms, aneurysms, trauma, or iatrogenic

causes. Herein, we report a rare primary (spontaneous) HC case in

an end-stage renal failure (ESRF) patient with concomitant COVID-19

pneumonia.

A 72-year-old gentleman with underlying ESRF presented with
reduced effort tolerance, shortness of breath, and palpitations for
one week with hemoglobin level of 4.9 g/dl. Clinically, he was pale
with sallow complexion. Otherwise, there was no abdominal
tenderness or evidence of bleeding. Concurrently, he was tested
positive for COVID-19 during hospital screening and was admitted as
category 3 pneumonia. Throughout the admission, his hemoglobin
levels remained persistently low despite multiple blood transfusions.
A few days later, he developed an episode of passing out malenic
stool. Multiple esophagogastroduodenoscopies (OGDS) and
colonoscopies were performed which did not show any bleeding
sources. Subsequently, a contrast-enhanced computed tomography
angiogram scan (CTA) of the abdomen was requested urgently.
Following his second CTA, an arterial blush with pooling of contrast
within the gallbladder was found and this shed some light on the
source of bleeding and the cause of the drop in hemoglobin level.
After consultation with the hepatobiliary team in tertiary hospital,
we proceeded with open cholecystectomy. Intraoperatively, there
was bleeding from the liver area with an oozy operative field, which
was secured eventually. The bivalved specimen of the gallbladder
showed multiple blood clots within. Postoperatively, the patient
succumbed after a prolonged ICU stay. Final histopathological
examination revealed a focally necrotic gallbladder wall with acute
inflammatory cell infiltrates and Aschoff-Rokitansky sinuses which
were suggestive of chronic cholecystitis.

HC’s etiology is grossly classified into primary and secondary causes. In our case,
there are no obvious secondary causes identified either on imaging or
intraoperatively. Thus, spontaneous gallbladder bleeding due to underlying
bleeding diathesis is highly suspected. High urea level in ESRF patients is known
to cause platelet dysfunction, vessel wall anomalies, and altered blood flow
which might lead to HC. Also, it is not known whether COVID-19 infection has
contributed to the increased tendency in gallbladder bleeding. There is no
reported case of bleeding gallbladder in a COVID-19 patient at this point in time.
Further studies are required to establish the correlation between these two
conditions.

HC is rare and contributes to less than 1% of gastrointestinal bleeding cases. HC
will be one of the least possible differential diagnoses of gastrointestinal bleeding
and this poses a diagnostic challenge to the clinicians. While highlighting this
case, it’s paramount to relook at the approach to obscure gastrointestinal
bleeding. Obscure gastrointestinal bleeding is defined as recurrent bleeding when
the source remains unidentified after endoscopic procedures. The suggested
treatment algorithm is to exhaust all the available methods including endoscopy,
angiography, radionucleotide imaging, laparoscopy, or intraoperative
enteroscopy. In our case, we managed to detect the unusual source of bleeding
after repeating a CT-angiography. This is especially challenging in a district
healthcare setting without advanced radiological modalities and subspeciality
backup.

Simple HC may be treated conservatively. However, complicated HC with
recurrent bleeding warrants more invasive management in the form of surgery
or embolization whenever the service is available. Laparoscopic cholecystectomy
remains the treatment of choice. In our case, there was a delay in clinching the
diagnosis of HC as the bleeding was not picked up on the first CT angiography,
owing to the nature of HC. The laparoscopic procedure was attempted but it was
converted to open surgery because of the dense adhesion in the field of surgery.
This indirectly leads to less favorable clinical outcomes.

HC is a rare cause of gastrointestinal bleeding. A high index of suspicion is crucial
especially if endoscopy fails to detect the bleeding source. Prompt and aggressive
workup followed by appropriate treatment is essential to ensure better clinical
outcomes.

INTRODUCTION:

CASE REPORT:

DISCUSSION & CONCLUSION:

IMAGE 1: Intra-operative picture of laparoscopic 
converted to open cholecystectomy

IMAGE 2: Blood clots within the gallbladder
IMAGE 4: OGDS Showed bleeding into the 

duodenum 2 via the Ampulla of Vater

IMAGE 3: CT Angiography showed arterial 
blush with possible feeding vessels along 

the gallbladder wall



Minimally Invasive Esophagectomy in Esophageal Cancer: How We Do it
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Introduction

Esophagectomy is a complex procedure that is traditionally
associated with high morbidities. Minimally invasive
esophagectomy (MIE) has the benefits of reduced post-op
morbidities and improved quality of life in comparison to
open esophagectomy. MIE has been the standard approach
for esophageal cancer in Penang General Hospital since
2020.

Objective

To review the perioperative management protocol of 
patients undergoing MIE in the Upper GI Centre, Penang 
General Hospital.

Results

➢ A stepwise diagnostic, staging, multidisciplinary 
management pathway is adopted. 

➢ The standard diagnostic pathway includes history taking 
and examination, followed by OGDS and biopsy. 

➢ All patients with histologically confirmed esophageal
cancer are then staged according to the 8th edition AJCC 
cancer staging with PET-CT scan.

➢ Perioperative management protocol is shown in Table 1.

Conclusion

✓ Multidisciplinary and multimodality treatment are the gold 
standard for esophageal cancer management.

✓ Systematic approach with prehabilitation, MIE and selective ERAS 
pathway is associated with improved outcomes after 
esophagectomy.

Pre-op Intra-op Post-op

Pre-op assessment & accurate 
staging

Multimodal analgesia including 
epidural analgesia

Avoidance of opioid based analgesia

Multidisciplinary team tumour board 
meeting

Goal directed fluid therapy Keep patient warm & aim for early 
extubation by POD1

Comorbidities optimization & 
smoking cessation

Hypothermia prevention Aggressive chest physio & breathing 
exercise

Prehabilitation in 3 axes
- Physical activity
- Nutritional care plan
- Mental preparation

Intubation with single lumen ETT & 
maintain bilateral lung ventilation

Early ambulation by POD2

Pre-op carbohydrate loading Minimally invasive esophagectomy Early enteral nutrition on POD1

Oral hygiene & washout Bronchoscopy and airway toilet at 
the end of surgery

Early removal of drains & CBD

100ml olive oil ingestion at 9pm Mechanical thromboprophylaxis Stage advancement of oral intake

Figure (B) & (C): Thoracic phase done in left lateral semi-prone position, with single lumen ETT intubation to maintain double lung 
ventilation. 4 thoracoscopic ports are placed with CO2 insufflation@8mmHg.

Figure (A): MIE done with 3D laparoscopic system.

Figure (D) & (E): Abdominal and neck phase are done in French position. 5-laparoscopic-port approach is used for abdominal phase. Either a 
left vertical or a collar neck incision for the neck phase.

Table 1: Perioperative management protocol for MIE in HPP
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A Rare Case of Wandering Fish Bone
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INTRODUCTION

A 34-year-old man presented with left supraclavicular

swelling for 2 days, with sharp object protruding from

the swelling. 2 weeks prior, he complaint of

odynophagia after accidental fishbone ingestion from

eating stingray. Flexible endoscopy then was

unremarkable and his symptom resolved after one-week

oral antibiotic. At second presentation, clinical

examination revealed a left supraclavicular swelling of

size 2cm X 2cm, soft, non-tender, non-fluctuant, with

sharp foreign body protrusion. No crepitus felt.

Respiratory system was unremarkable.

Plain chest radiograph showed no foreign body.

Contrasted computed tomography (CT) of neck and

upper thorax revealed left supraclavicular foreign body

with adjacent inflammatory changes. No evidence of

collection, haematoma, oesophageal or laryngeal

perforation.

Exploration of left supraclavicular swelling was done

and a fish bone measuring 2.8cm was removed in one

piece. Wound was laid open for dressing. He was

discharged well on day 1 post operation. He remained

well during follow-up review at 1 month with healed

wound.

Figure 1. Left 

supraclavicular swelling 

with fish bone protrusion.

Figure 2. Chest radiograph 

showed no foreign body in the 

area of interest

Figure 3. CT of fish bone in 

left supraclavicular area.

Figure 4. Fish bone 

removed from left 

supraclavicular swelling.

Accidental fish bone ingestion is a common

presentation in an acute emergency setting. In most

cases, fish bones pass through gastrointestinal tract

without causing complications. Common sites along the

upper aerodigestive tract where the fishbones can lodge

are tonsils, base of tongue, posterior pharyngeal wall

and piriform fossa, causing symptoms of odynophagia

and foreign body sensation within the throat[1].

Initial imaging modality may include plain radiography

of soft tissue of neck, but it offers limited value in

identifying fish bone, with sensitivity of 51.6%[2]. CT

scans are superior in identification of fish bones, as well

as assessing the complications associated with fish bone

penetration into adjacent structures[3]. CT is also

important in delineating anatomical structures in

relation to the fish bone prior to the surgical exploration

and removal.

Complications usually arise when impacted fish bones

penetrate the mucosa layer of aerodigestive tract and

migrate into adjacent structures, causing injuries such as

abscess formation, vascular perforation, oesphago-

arterial fistulas and mediastinitis[4].

There were few case reports mentioned regarding fish

bone extrusion to cutaneous surface of neck[5-6].

However, this would be the first case reported on

migration to cutaneous surface of supraclavicular fossa.

Possible mechanisms that facilitate migration include

neck movement, swallowing, oesophageal peristalsis,

and surrounding tissue reactions, generating outward

force and directing fish bone to penetrate and migrate to

cutaneous surface of neck and supraclavicular fossa

region[6].

Prompt surgical exploration and removal of fish bone is

indicated in such case. The operation site should be

thoroughly irrigated and drained. Postoperative

antibiotics is important to prevent further complications

such as abscess formation.
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Accidental fish bone ingestion may rarely cause penetration of upper aerodigestive tract with subsequent migration

to cutaneous surface of supraclavicular fossa. CT scans are superior in diagnosis, detecting complications and

surgery planning. Prompt exploration and removal of fish bone can prevent the potential complications of migrated

fish bone.

Foreign body ingestion is a common accidental occurrence, with fish bones account for the highest number (83.9%)

of ingested foreign bodies[1]. While most cases are asymptomatic and uneventful, some patients may have fish

bones lodged within aerodigestive tract, causing wide range of symptoms and complications. We reported a case of

fish bone migrated to left supraclavicular fossa following history of accidental fish bone ingestion.

CASE REPORT

DISCUSSION

CONCLUSION

REFERENCES



Introduction:

Schwannoma is a benign tumour that arises from peripheral nerve sheaths and usually occurs 
at the head and neck region. Xanthogranulomatous inflammation (XGI) is a chronic 
inflammatory disease characterised by a destructive inflammatory process. It is characterized 
by aggregation of lipid-laden foamy macrophages on histology. It poses a diagnostic and 
therapeutic challenges for the clinician. Both conditions are rare. We hereby report a case of 
synchronous abdominal wall schwannoma and intraabdominal XGI.

A24. Double Whammy Of Synchronous Abdominal Wall Schwannoma And Intraabdominal 

Xanthogranulomatous Inflammation
LW Chong1, J Lim1, Y.T. Chau3, YM Tang1, Premnath N2, K Voon 1,2

1Department of General Surgery, Hospital Pulau Pinang, Penang, Malaysia
2RCSI Surgical Training & Research, RCSI & UCD Malaysia Campus, Pulau Pinang, Malaysia
3Department of Pathology, Hospital Pulau Pinang, Penang, Malaysia

Case Report

A 70-year-old lady presented with painless hematuria for 3 weeks. She had underlying 

hypertension and a previous history of an open appendectomy and salpingectomy for an 

ectopic pregnancy. She had good functional status (ECOG 0) and her BMI was 22.5kg/m2. 

Examination revealed no significant findings except for well healed scars over the lower 

abdomen. A CT scan revealed a 6x6x7cm right pelvic mass with possible bladder infiltration, 

suspicious of bladder or mesenteric tumour. There was a synchronous 5x6x8cm mass at the left 

anterior abdominal wall, between the transversalis abdominis and internal oblique muscle. 

Cystoscopy showed external compression of the bladder with no obvious bladder lesion. She 

then underwent open excision of left abdominal wall tumour and excision of right pelvic mass 

with partial cystectomy. The intra-operative findings revealed a hard mass (4x4x3cm) which 

was adhered to the posterior rectus sheath at the previous Pfannenstiel incision site, surrounded 

by fatty tissue and omentum. Inferiorly, it had invaded the superior part of the urinary bladder. 

Another lobulated solid mass of 5x6x6cm was noted at the left upper abdominal wall. Both 

tumours were excised en-bloc. She had an uneventful recovery. Pathology confirmed the 

diagnoses of left anterior abdominal wall schwannoma, in which the lesion cells showed 

diffuse positivity for S100 protein (Fig E) and right pelvic intraabdominal XGI which 

immunohistochemical study showing SMA and desmin highlights in the muscular bundles, 

Pan-cytokeratin AE1/AE3,S100 and ALK were negative (Fig F)

Conclusion

Abdominal wall schwannomas are extremely rare with few reported cases in the literature. XGI 

may mimic malignancy and poses a diagnostic dilemma, it might have arisen from the scar 

tissue of the previous surgery in this case. Surgical resection is both diagnostic and therapeutic 

in both conditions.
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(A)  Ct scan revealed a solid cystic right pelvic tumour (arrow) with infiltration to the posterior rectus and the urinary 
bladder (arrow head).
(B) An elliptical solid tumour at the left hypochondrium, in between transversalis and internal oblique muscle (arrow).
(C) Ex-vivo specimen of right pelvic tumour (arrow) with part of urinary bladder wall excised enbloc (arrow head).
(D) Ex vivo specimen of the lobulated solid mass at the left upper abdominal wall.
(E)  Histology of the right pelvic mass: Bladder tissue infiltrated by predominantly chronic inflammatory cells, sheets of 
foamy macrophages (arrow). Areas of fresh hemorrhage were present.
(F) Histology of left abdominal tumour: Spindle cells with diffuse positivity for S100 protein with features of Schwannoma.
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Introduction
The Malaysian Cancer Registry report from year 2012-2016, incidence of visceral malignant melanoma cases were not 

included in their published data. The incidence is low in Malaysia.1 Malignant melanoma of unknown origin usually are found in 

lymph nodes, subcutaneous and then finally visceral organs.2 De novo formation is the current debatable topic of the primary 

origin.3
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Design/Method
A case report of 86-year-old gentleman with 2 

months of painless hematuria. A Computed 

Tomography Urography (CTU) showed a 

suspicious urinary bladder tumour measuring 

4.4cm x 3.3cm x 2.6cmn and was proceeded with 

a transurethral resection of the bladder tumour. 5 

days after the surgery, patient was readmitted with 

classical intestinal obstruction symptoms. A 

Computed tomography (CT) of abdomen and 

pelvis showed a small bowel obstruction with 

intussusception due to a soft tissue tumour, and 

there were several lung and right adrenal gland 

metastasis. A laparotomy and small bowel 

resection was proceeded. A intussuscepting 

tumour was found at 200cm from duodenojejunal 

junction and was resected.

Result
Histopathology reported both bladder 

tumour and small bowel tumour to be 

malignant melanoma in origin with same 

immunohistoochemistry positive towards 

HMB45, S100 and Melan A. However, 

the primary was not concluded. It was 

also commented on the report where in 

the urinary tract, metastatic melanoma is 

more common than primary melanoma.

Conclusion
Malignant melanoma has a 

predilection of atypical 

metastases which makes 

identifying the primary difficult 

even with CT imaging. 

However, CT imaging still 

remains the main choice of 

modality.

Melanomas seen on the lower 

limbs of the patient.

Intraluminal melanoma 

causing the intussusception.

Intraluminal melanoma tumour 

being lay opened. 



Cancer In A Sac – A Rare Presentation of Terminal Ileum Adenocarcinoma In An Inguino-scrotal Hernia 
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Introduction

The small bowel comprises 75% of the length of the alimentary canal and 90% of its
mucosal area, and yet small bowel cancer remains as a rare entity, comprising of less
than 5% of all gastrointestinal malignancies, with an estimated annual incidence of
0.3 – 2.0 cases per 100,000 people world-wide. In Malaysia, it accounts for 0.26% of
all cancer cases in Malaysia from 2012 – 2016; 50% of which unfortunately
presented as a late stage. The four most common histological types are
adenocarcinoma (30 – 40%), carcinoid tumour (35 – 42%), lymphoma (15 – 20%) and
sarcoma (10 – 15%). With the duodenum being most frequently involved (55–82%),
followed by the jejunum (11–25%) and ileum (7–17%).

Case Summary

A 68-year-old man with underlying iron deficiency anemia was admitted to the
hospital with a 2-year history of right inguinoscrotal swelling that turned painful for 2
weeks, accompanied by 2 days of abdominal distension, intermittent fever and
lethargy. Otherwise, he had no history of altered bowel habits or constitutional
symptoms. Further clinical and radiological investigations pointed towards suspicions
of strangulated right inguinoscrotal hernia and the patient underwent an emergency
surgery.

The initial surgery was a right open inguinal hernia repair, however hernia sac
contents revealed healthy small bowel with large amount of frank pus that was
tracking from intraperitoneally, the decision was made to proceed with an
exploratory laparotomy, which revealed small bowel perforation at terminal ileum
forming an inflammatory mass, and thus proceeded with right hemicolectomy and
double-barrel stoma creation. Histopathology showed moderately differentiated
adenocarcinoma of terminal ileum with nodal involvement. The patient then
underwent 2 more surgeries for small bowel resection in view of ischemic segments
of small bowel, however in the end he unfortunately passed away from recurrent
bouts of sepsis.

Discussion

The patient’s clinical presentation and history were not suggestive of a perforated small bowel
tumour, furthermore, his underlying anemia was previously worked up with an
oesophagoduodenoscopy and colonoscopy, which had no suspicious findings. Which in
retrospect, further imaging or enteroscopy may have aided in the diagnosis. The accumulation of
these factors lead to the late diagnosis of a small bowel bowel tumor, which in turn lead to a
poorer prognosis. In terms of treatment, primary small bowel adenocarcinoma is primarily
treated with resection; however the role of adjuvant chemotherapy in the treatment of small
bowel adenocarcinoma is poorly defined as previous analyses have been limited by small sample
sizes and have failed to demonstrate a survival advantage.

Conclusion

This case highlights the obscure nature this disease that warrants further studies and research to
formulate screening guidelines and treatment plans which would aid in improving patient’s
outcome.
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Figure 1 Figure 2 Figure 3

Figure 1: Supine abdominal X Ray 
showing dilated small bowels.

Figure 2 & 3: Intra-operative 
specimen revealed inflammatory 
mass at the terminal ileum that was 
initially found in the right inguinal 
hernia sac.
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Two Balls in a Bag – A Rare Case of Transverse Testicular Ectopia (TTE) In a 

Young Adult during Testicular Torsion Scrotal Exploration.

Introduction
Transverse testicular ectopia (TTE) is a rare congenital anomaly, in which both gonads migrate toward the same

hemi-scrotum. According to the literature, TTE with fused vas deferens is even much rare. This pathologic

condition mostly affects young males with a mean age of 4 years. We present an interesting case of a young adult

complaining of torsion pain over the left testicular.

Case Presentation
We report a case of a 16-year-old Chinese adolescent who presented with signs and symptoms of a suspected left

testicular torsion. Also to note, he was also previously diagnosed with an absent right testis at the age of three, of

which a diagnostic laparoscopy and a scrotal exploration was then done in 2007. The surgery documented that the

right spermatic cord structures were going into the right internal ring but further exploration of the cord until the

base of the right scrotum revealed no visualised testis.

He presented to us with 3 days history of left scrotal sudden onset pain and urinary tract symptoms. Physical

examination demonstrated left testicular swelling with absence of the cremasteric reflex. Ultrasonography testis

showed left testicular torsion and empty of right scrotal sac. Patient then underwent an emergency testicular

exploration, intra-operatively, an ischaemic and non-viable orthotopic left testis was diagnosed. Interestingly,

another atrophied ectopic testis was incidentally found in the hemi-scrotum where it shares the same spermatic

cord with the orthotopic left testis. Orchidectomy of the non-viable orthotopic testis was performed and it was

followed by an orchidopexy of the atrophied ectopic testis. Histopathological examination showed left testis

consistent with ischemia.

Discussion (cont.)

Gauderer et. al.[5] classified TTE into 3 types: Type 1 which is accompanied only by hernia; Type 2 which is

accompanied by persistent or rudimentary Mullerian duct structures; and Type 3 which is associated with

disorders other than persistent Mullerian remnants (inguinal hernia, hypospadias, pseudohermaphroditism, and

scrotal abnormalities. Transeptal orchidopexy was mentioned in previous case reports, aiming to replace the testis

back to its natural position. Gaur et al. [6-7] reported a transeptal orchidopexy in a case of TTE with two distinct

separate spermatic cords and normal vas. Bascuna et al. [8] proposed extensive mobilization of the vas and

spermatic vessels for transeptal orchidopexy. However, Raj et al [9] suggested for orchidopexy in the same

hemiscrotum to minimise the manipulation of vascular structures.

Though TTE is commonly found intra-operatively, pre-operative diagnosis can be made by proper examination

and imaging techniques. MRI can reliably distinguish TTE from cryptochidism before making a diagnosis of

monorchia. The malignant transformation of the abnormal testis in TTE was reported at 18% [10]. Early detection

and intervention of TTE might possibly reduce incidence of malignant transfomation as in case of cryptorchidism.

Conclusion
TTE is a rare congenital anomaly that should be suspected when a child who presents with an undescended testis

and then subsequently diagnosed as monorchia, as demonstrated in our case. Early detection of TTE may improve

outcome in terms of cosmesis, fertility preservation and follow-up of malignancy. Therefore, in cases of

cryptorchidism, albeit rare; the diagnosis of TTE should always be at the back of our minds.
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Figure 1: Emergency testicular exploration intraoperative 

findings - an ischemic testis

Figure 2 : The atrophied ectopic testis that shared the same spermatic 

cord. The artery forceps is placed on the removed ischaemic testis.

Figure 3: Ultrasonography demonstrating the left testis 

with no internal vascularity seen on doppler Figure 4 : Ultrasonography demonstrating an empty right 

scrotal sac
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Discussion
In TTE, the testis crosses the midline and descends into contralateral hemiscrotum. It was first described by

Lenhossek in 1886 [1]. Several embryonic errors were postulated: development of both testes from the same genital

ridge [2]; early fusion of Wolffian duct [3]. For our case, either fusion of the two separate ductus deferens during

early phase of genital development or both testes share single vas from a common Wolffian duct can explain the

anomaly [4].



Gallbladder Volvulus:Rare Case Study in Young
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Gallbladder volvulus is a rare condition of the hepatobiliary 

system, with a reported clinical incidence of 1 in 365,520 

hospital admissions,more frequently encountered in the 

elderly with peak incidences at the age of 60 and 80 years.It 

has a female to male ratio of 3:1. (1,2).It usually mimics 

acute cholecystitis and it is a surgical emergency, and the 

diagnosis is usually made intraoperatively(3).We would like 

to report even more rare case of gallbladder volvulus in 

young male patient.

INTRODUCTION

32 years old Malay gentleman with no known medical history presented to emergency department with right lumbar 

pain with radiation to the flank.Clinically patient was not septic and abdominal examination reveled tenderness over 

right lumbar with positive renal punch.His total white blood cell(WBC) upon presentation was 11.8K/μL and urine 

biochemistry revealed erythrocytes 2+ with negative in all other panels.Patient was discharged after pain have been 

relieved with analgesia as renal colic secondary to urolithiasis.

Patient presented back to emergency department with similar complaint less than 24 hours.Patient was admitted for 

pain management.His WBC has improved to 10.8K/μL with normal renal and liver profile.

During admission,patient complaint of worsening pain and abdominal tenderness but more focused to right iliac 

fossa.Despite that his vital sign does not show any abnormality.Perforated appendicitis need to be ruled out however 

there was discrepancy in examination,vitals monitoring and biochemical.We therefore decided to proceed with 

imaging to aid with diagnosis.

Computed Tomography abdomen reported a gallbladder hydrops and features suggestive of acute acalculous 

cholecystitis and acute appendicitis.

Patient underwent emergency laparoscopic converted laparotomy cholecystectomy and appendectomy which revealed 

grossly distended gallbladder with gangrenous and thickened wall.Gallbladder content aspirated showed 50cc of old 

blood.Its neck and pedicle was twisted.Upon opening up specimen there was no stone,single lumen.The appendix 

appeared normal.

Histopathology examination consistent with gangrenous gallbladder and non inflammed appendix.Patient has good 

post operative recovery and later discharged.

CASE PRESENTATION

First described by Wendel as a “floating gallbladder” in 1898 (4).The common contributing 

factor for Gallbladder Volvulus(GV) is an abnormality in the anatomy of the gallbladder 

vascular pedicle(5) Basically, a long or wide mesentery, which includes the cystic artery and 
duct, can result in torsion of the gallbladder around this axis [5-6]. Furthermore, depending 

on the location of the gallbladder on clinical exam and work-up imaging, a GV can mimic that 

of acute appendicitis or ischemic bowel(7-8)

This is definitely the case with our patient given the age and presenting complaint can be 

mislead to acute or perforated appendicitis and even renal pathology.In 1982,Lau has 

developed “Triad of Triads” to help in diagnosis of GV. (9)Triad 1 describes patient to be 

elderly,thin body habitus and chronic chest disease or spinal deformity.Triad 2 describes 

symptoms of right upper quadrant pain,sudden and early onset of this pain and early onset of 

emesis.Triad 3 illustrates the physical signs:palpable right upper quandrant mass,lack of a 

toxic or jaundiced appearance and a discrepency between pulse and temperature.On this 

report satisfied  6 out of 9 features described.

Despite highly technical imaging modalities,the diagnosis of GV can only be obtained 

intraoperatively(10) as in this case report.Ultrasonography frequently reveal features 

suggestive acute cholecystitis which CT abdomen would demostrate presence of gallbladder 

outside the fossa and inferior to the liver with massively distended gallbladder with thickened 

walls.(11)On Hydroxyininodiacetic acid(HIDA) scan shows ‘bullseye’ image secondary to 

accumulation of radioisotope in the gallbladder(12)Laparoscopic cholecystectomy remains 

the treatment of choice(13)

DISCUSSION

FIGURE 1:CT Abdomen revealed enlarged gallbladder 

with thickened wall.

FIGURE 

2:Gangrenous 

gallbladder with 

twisted pedicle.

FIGURE 3:The 

pedicle have 

been untwisted.
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Introduction

Foreign body ingestion unintentionally or intentionally 

in adults are not uncommon on the contrary to 

children. Intentional ingestion of illicit drugs or 

tobacco/drug pack is one common reason other than 

psychosis. Infrequently, body packing may end up 

with bowel obstruction with ‘drug pack’ impacted at 

various constriction point of gastrointestinal tract 

[1]. Here, we report a case of intentional foreign body 

ingestion by a jail inmate whom unfortunately also 

has pyloric stenosis. The clinic presentations and 

treatment strategy are discussed.

Case Presentation

A 24-year-old gentleman presented with abdominal pain for 5 days associated 

with abdominal distention, vomiting and reduce oral intake. He also revealed 

that he had history of ingesting tobacco packs a month ago which he did not 

observe it passing out on his motion. Clinical examination revealed that the 

abdomen is scaphoid, there was mild tenderness over the epigastric area. 

White cell counts, haemoglobin, platelet count and renal profile were within 

normal limit. Contrast enhanced computed tomography (CT) scan of the 

abdomen revealed that there were at least 9 well defined oval shaped material 

seen within the stomach until the pylorus (Figure 1). 

Esophagogastroduodenoscopy (EGD) assessment revealed multiple tobacco 

packs (Figure 2).

Endoscopic retrieval was successful to remove only a single pack but was 

abandoned as there were too many packs, which logically thought to be time 

consuming and carries additional risk of aspiration. An emergency laparotomy 

was performed to remove all the tobacco packs safely. Intraoperatively, there 

were 9 additional tobacco packs removed (Figure 3). We observed associated 

pyloric stenosis which explained the reason of impaction at stomach. We 

performed an antecolic gastrojejunostomy bypass with anterior gastrostomy 

opening. Post operative recovery was uneventful and he could tolerate normal 

diet.

Figure 1: Contrast CT in axial plane shows numerous 

foreign bodies in stomach (arrow head)

Figure 2: Esophagogastroduodenoscopy (EGD) 

assessment revealed multiple tobacco packs

Figure 3: Intraoperative retrieval of tobacco packs

Conclusion

Body packing impacted at pylorus is uncommon. This pattern of impaction shall raise 

the suspicion of associated pyloric stenosis due to recalcitrant ulcer. Accurate 

localization, size, configuration and total volume estimation allows precise decision 

making for best treatment modalities. Endoscopy carries risk of aspiration and 

injuries to the oesophageal passage. Open surgery may serve as better option for 

safety and efficacy reasons, especially when one has a good anaesthetic risk.
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Discussion

Treatment strategy for current case is guided by accurate localization, 

size and configuration of foreign body ingested with computer 

tomography imaging and endoscopic assessment, concordant with 

previous literature [2]. Both of these modalities were commonly 

embarked for precise pre-interventional assessment. However, ESGE only 

recommend CT scan in patients with suspected perforation or 

complications that may require surgery. Mere abdominal radiography was 

recommended if ingestion of a radiopaque object and no imaging if non 

bony food bolus with no complication. With regards to endoscopy 

measures, it is often accompanied with therapeutic intention. European 

and American guideline recommend against routine use of endoscopy in 

asymptomatic small and blunt foreign body, as clinical observation may 

suffice [3]. However, early use is recommended for the symptomatic one 

or hazardous foreign body such as batteries/magnet or sharps objects. 

Timing of intervention varied depending on degree of obstruction, 

configuration and type of the object. Sharps and batteries or complete 

oesophageal obstruction requires 

emergency endoscopy less than 6 hours [3]. As for body packing, ESGE 

also recommend against endoscopy retrieval [3]. The guideline 

encourages surgical referral with suspected packet rupture, failure of 

packets to progress or intestinal obstruction. In aforementioned case, the 

man had single packet removed with endoscopic attempt. That was a 

curious attempt. Judging by the numbers and size of the packs, continued 

efforts for endoscopy retrieval was deemed with potential risk of 

aspiration and oesophageal injuries. Though there are protective device 

to prevent pharyngeal/esophagogastric injuries, more so in the case of 

penetrating object, we opted a safer, effective and quicker approach of 

open gastrostomy removal. Another justification that the open approach 

was thought to be safer as if unknown drug components rupture may 

pose unpredictable toxic effect with questionable lethality. In the current 

case, there were too many packs and symptoms of gastric outlet 

obstruction, an expectant wait approach for spontaneous was not 

offered. Nonetheless, this approach is preferred and recommended in 

ESGE guideline. Current case we did not embark on distal gastrectomy as 

we anticipate difficulty at duodenal dissection with scarring over pylorus. 

As the man presented in an emergency manner, the physiological and 

nutritional state was deemed safer with a gastric bypass alone to solve 

the issue of pyloric stenosis.



AN UNCOMMON PRESENTATION OF AXIAL TORSION WITH ISCHEMIC 
PERFORATION OF MECKEL’S DIVERTICULUM
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Introduction

Meckel’s diverticulum (MD) is the commonest 

gastrointestinal congenital anomaly with only 4% 

of patients presenting with complications such as 

bowel obstruction, haemorrhage and inflammation. 

We hereby present a case of a rare complication of 

axial torsion leading to ischemic perforation of 

MD.

Case Summary

A 25 year old male presented with 2 days of acute 

abdominal pain with evidence of peritonism over 

his lower abdomen. He was posted for an urgent 

laparotomy with a preoperative diagnosis of 

perforated appendicitis. Intraoperatively, there was 

an axial torsion of a gangrenous, long and narrow 

base MD with attachment anteriorly to the 

umbilicus via a mesodiverticular band with 

ischemic perforation and purulent contamination. 

A wedge resection with primary repair of the small 

bowel was performed. Patient recovered well and 

was discharged home 7 days after the surgery. 

Discussion

Axial torsion is a rare complication of MD with 

clinical presentation mimicking other 

intrabdominal pathology. Factors associated 

with higher risk for complications include age < 

50 years, presence of anatomic risk factors such 

as length of more than 2cm, palpable 

abnormality and presence of fibrous band. The 

current recommendation suggest excision for all 

symptomatic MD and asymptomatic MD with 

risk factors for complications.  It is important 

for clinicians to be vigilant about MD and its 

complications to prevent mismanagement 
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DISCUSSION

Sebaceous carcinoma (SC) is a rare form of skin appendage tumor, with predominantly occurring intraocularly.
However, 25% percent of sebaceous carcinoma occurred extraocular, with common site at the head, scalp and neck
due to the abundant sebaceous gland [1]. Extraocular sebaceous carcinoma is commonly less aggressive in
comparison to its counter form. Although it's not absolute.

Extraocular sebaceous carcinoma has the associated risk of 21% of metastasis and 29% of recurrence. Risk factors for
sebaceous carcinoma include, previous irradiation, Muir Torre syndrome and immunosuppression post renal
transplantation [2]. Mainstay method of diagnosing sebaceous carcinoma is through histopathology findings of highly
mitotic activity, pleomorphic cells, lobar architecture with lipid vacuoles cytoplasm. Several immunohistochemical
markers has been reported to help diagnose extraocular SC including nuclear factor XIIIa (AC-1A1), EMA, cytokeratin
AE1 and AE3, androgen receptor, adipophilin, and perilipin.

Margin-controlled techniques such as Mohs micrographic surgery is the recommended method of surgery to provide
the lowest chance of recurrence. If wide local excision is to be performed, 1cm radial margins should be considered
where this is feasible. In this case, we performed wide local excision with a safety margin. Mohs micrographic surgery
was not possible as the operation performed in district hospital without trained pathologist.

For staging, TNM staging system for skin carcinoma can be used for extraocular BC. However, no specific staging
criteria available for extraocular SC compared to periocular sebaceous carcinoma. Imaging will be indicated for
suspicion of extensive disease. Radiotherapy may be considered to whom are positive margins or perineural
invasion. Radiotherapy alone without surgery is not recommended [4].

In conclusion, The main aim in the management of extraocular sebaceous carcinoma, is complete surgical removal
with clear histological margins. Immunohistochemical stains might be required to exclude histological mimics in
uncertain cases before treatment.

An unusual presentation of scalp mass – a report on scalp sebaceous carcinoma
S. Hidayatullah, A. Dyana, I. Ariffuddin

ABSTRACT

Extraocular sebaceous carcinoma is a rare form of skin appendages malignancy. Most sebaceous carcinoma is in the
form of intraocular. This is a case report of 57-year-old man with 20 years history of scalp swelling. Wedge biopsy
demonstrated sebaceoma. The patient underwent wide local excision with a pathology finding of sebaceous
carcinoma of scalp. We discussed the incidence and available guideline provided to treat extraocular sebaceous
carcinoma.

Department of General Surgery, Hospital Sultan Haji Ahmad Shah, Pahang, Malaysia
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INTRODUCTION

Extraocular sebaceous carcinoma is a rare form of malignancy of the skin appendages. Most sebaceous carcinoma,
occurred in the form in intraocular which is more aggressive in comparison to extraocular. Extraocular sebaceous
carcinoma commonly occurs in the head and scalp due to the abundant sebaceous gland in both regions. Although
at some occasions it might also be presented in the genitalia.
We report a case of sebaceous carcinoma over the scalp in a 57 years old male, with over 20 years of history.

CASE PRESENTATION

A 57 years old male, with no known comorbid, presented with a history of huge scalp mass over the left temporo-
parietal region for over the span of 20 years. The mass was initially small and growing over the years. It was painless
and did not have any discharge until last few months which frequently will get infected with pus discharges needing
antibiotics treatment. He had no eye complaint, no history of weight loss, no recurrent fever, no respiratory or
gastrointestinal symptoms.

Clinical findings revealed a fluctuant mass resembling a horn, tender, size of about 10x15cm, with mobile base and
multiple dried scabs. No evidence of cervical lymphadenopathy. CT Brain revealed a multiloculated cystic lesion seen
at the left fronto-parietal scalp region, measuring 10.0cmx7.6cmx 7.7cm with no intracranial extension. Wedge
biopsy of the scalp mass revealed, benign cutaneous appendageal tumors in favour of sebaceoma. Subsequently, the
patient underwent wide local excision with split skin grafting. The recovery phase was uneventful and skin graft take
was 100%.

The histopathology examination findings were consistent with the finding of sebaceous carcinoma. Microscopic
examination to reveal, well circumscribed tumour in the dermis consists of a proliferation of admixture of mildly
pleomorphic cells, composed of basaloid cells and cells with abundant vacuolated cystoplasm in small and large
lobules. The lobules of the tumor are separated by fibrous septa. In areas, the tumour cells infiltrate into the
surrounding stroma in cords and trabeculae patterns. Focal comedo-like necrosis is also noted. Trichelemmal
keratinization, cholesterol cleft and cystic changes are seen in areas. Occasional mitotic figures seen. The peripheral
margin is involved by tumor while the deep margin is less than 1mm from tumor.

Once discharged, patient defaulted follow up. Thus, no oncology follow up and treatment can be offered post
operatively.
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Figure 1: Scalp tumour before excision

Figure 2: Post wide local excision of scalp tumour (Sebaceous carcinoma)



Background:

Colorectal cancer remains a huge burden to our

country. It is the most common cancer in males, as

well as second most common cancer in females in

Malaysia. Economically it is estimated to cost around

RM 108 million per year without accounting to cost

in detection of the cancer, management of recurrence

disease as well as palliative care.

The burden of colorectal cancer in Malaysia is

substantial and is likely to increase over time.

Objective:

We report the epidemiology and outcomes of 109

patients who underwent colorectal surgery over a 1-

year period in a Malaysian public hospital.

Methodology:
• This is a single centre retrospective study in a 

Malaysian tertiary hospital. 

• Patients who underwent surgery for colorectal 

cancer between 2017 to 2018 were included.  

Results:
Among the 109 patients

• 56 male, 53 female
• Mean age was at 59.92 years old (SD 12.54)
• Average duration of symptoms 4.5 months (SD 5.5)
• Chinese preponderance (50.5%). 
• Majority ECOG 0-1. 
• DM and HTN commonest comorbid (20-40%)
• PR bleeding was the most common symptoms (53.2%)
• 10 patients are nutritional at risk (9%) or 4 are malnourished (3.6%).
• Average preop Albumin 38.70 (SD 5.81) (range 24 to 51)
• Average CEA level preop 14.92 (SD 30.19) (range 0.6 to 196)
• Average CEA level post op 3.13 (SD 3.55) (range 0 to 27) Rectal Ca  = 47 out of 109
• 11 patients had Stage 4 disease ( 10.1%)
• Anterior resection most common procedure performed (23.9%)
• Overall complications : SSI rate 10%
• CRM involvement in 13 patients (11.9%)
• 70% of adenocarcinoma moderately differentiated. 
• Majority of the patients achieved R0 resection (73.4% )
• Only 4 out of 109 patients experienced recurrence (3.6%)

Conclusion:

The epidemiology of colorectal cancer in current series 

demonstrate large number of operable disease with

comparable morbidity and recurrence rate. 

Further multicentre prospective study is recommended in the 

nation, which will serve better insight for regional comparison.

OUTCOMES OF COLORECTAL CANCER SURGERY IN A MALAYSIAN PUBLIC HOSPITAL
Ivan HKE1, JH Tan1, A Diong Xinhui1 Novinth Kumar1, Henry TCL1, Hidaryati1, Chan KK1

1 Hospital Sultanah Aminah, Johor Bahru, Malaysia

Complications N (%)

Deep SSI 1 (0.9)

Superficial SSI 11 (10.1)

Stoma related 
complications

1 ( 0.9)

GI Bleeding 2 (1.8)

Intestinal Obstruction 3 (2.8)

Fistula 1 (0.9)

DVT 1 (0.9)

Reference:

1.Veettil SK, et al., Colorectal cancer in Malaysia: Its burden and 
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2. Abu Hassan MR, Ismail I, Mohd Suan MA, et al. Incidence and 
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Introduction:
Acute upper limb pain in an ESRF patient is commonly due to steal syndrome or central 
venous occlusion. It can also caused by acute compartment syndrome, which is rare and is a 
life threatening surgical emergency. Acute compartment syndrome can be due to 
spontaneous intramuscular hematoma, often seen in patient receiving regular hemodialysis
(HD), resulting from the use of anticoagulants, abnormal platelet amount and its dysfunction 
as well as severe anemia1.

Ticking Time Bomb in an End Stage Renal Failure (ESRF) Patient: Spontaneous Intramuscular Hematoma with Upper 

Limb Compartment Syndrome 
Jolene L1, YM Tang1, Chong LW1, Teoh SY1, Premnath N2, Kelvin Voon1.2

1 Department of General Surgery, Hospital Pulau Pinang, Malaysia
2 RCSI Surgical Training & Research, RCSI & UCD Malaysia Campus, Pulau Pinang, Malaysia

Case Report

A 44-year-old lady with ESRF presented with a sudden onset of severe pain and swelling

over her right upper limb during her regular haemodialysis session via a permanent left

subclavian catheter. She had a right brachiocephalic fistula created 5 years ago, but

complicated by fistula failure 3 years after creation, despite multiple attempts of salvage

fistuloplasty and central venoplasty. On examination, her right upper limb was swollen

and congested with blisters over the forearm and hand with limited range of movement.

Previous cannulation sites were well healed and non-pulsatile. Capillary refilling time

was less than 2 seconds and peripheral pulses were present. There were previous

cannulation scars over her right internal jugular vein and a dilated subclavian vein with

prominent upper chest veins. Initial clinical impression was that of central venous

occlusion, complicated with phlegmasia cerulea dolens. 

Conclusion

Spontaneous intramuscular hematoma could post a diagnostic dilemma in patient with

acute upper limb ischemia. It is more frequent in ESRF patients due to uremic induced

platelet abnormalities and dysfunction.2 Platelet dysfunction occurs both as a result of intrinsic 

platelet abnormalities and impaired platelet–vessel wall interaction. The normal platelet 

response to vessel wall injury with platelet activation, recruitment, adhesion, and aggregation 

is defective in advanced renal failure. Dialysis may partially correct these defects, but cannot 

totally eliminate them. The hemodialysis process itself may in fact contribute to bleeding. 

Timely intervention is vital in salvaging the limb.

Reference
1. Li Xiao, Fengxia Ling, Lihua Tan, Huabing Li, Chun Hu, Ying Luo et al. Spontaneous calf hematoma in a patient with 

diabetic nephropathy receiving maintenance hemodialysis: A case report and review of the literature. 2014; 
19:E49-51. 

2. Dinkar Kaw; Deepak Malhotra. HEMATOLOGY: ISSUES IN THE DIALYSIS PATIENT: Platelet Dysfunction and End-
Stage Renal Disease. 2006; 19(4), 317–322.

(A) A soft, non-tender swelling over right subclavian region measuring 5 x 5cm upon initial examination.
(B) Tender and edematous right upper limb with blisters formation over right forearm and hand.
(C) One month post fasciotomy and multiple wound debridement of right upper limb, prior to skin grafting. 

(A) (B)                                                                                (C)

An urgent doppler ultrasound was performed and this showed patent deep venous system. 

A central venogram was done and revealed an extensive anterior and lateral compartment 

intramuscular hematoma with no evidence of vascular compromise. She then underwent an 

emergency fasciotomy and wound debridement of the right upper limb. She had an 

uneventfully recovery and skin grafting was done later for her wound.

Fig 2. CT venogram revealed 
a intramuscular hematoma, 
size 4.9 x 3.3cm, at 
anterolateral compartment 
of  right subclavian region.



CASTLE of thyroid: An unusual cause of solitary thyroid nodule

C.J. Khaw1, C.C. Tang1, M. Malisalaora2, Y.M. Tang1, S.D. Cheah1, Premnath N3

1Department of General Surgery, Hospital Pulau Pinang, Penang, Malaysia
2Department of Pathology, Hospital Pulau Pinang, Penang, Malaysia

3 RCSI Surgical Training & Research, RCSI & UCD Malaysia Campus, Penang, Malaysia

Introduction

Carcinoma showing thymus-like elements (CASTLE) of the thyroid gland is a rare thyroid

neoplasm which shows histological and immunophenotypic resemblance to thymic

carcinoma.1 We hereby report a case of CASTLE disease presenting as a solitary thyroid nodule.

Immunohistochemical studies revealed immunoreactive for CKAE1 / AE3, p63, CD5 and CD117. 

However, it was negative for markers of other thyroid carcinomas such as TTF1 and thyroglobulin.

Conclusion

CASTLE is a rare entity of malignant thyroid neoplasm that may present as a solitary thyroid

nodule. Its definitive diagnosis is determined by postoperative pathological findings and

immunohistochemistry studies. This case report highlights the importance of

immunohistochemistry in identifying cells of thymic origin and differentiating CASTLE of

thyroid gland from the other thyroid malignancies.2 Surgical resection with central lymph

node dissection remains the mainstay of treatment. Further salvage surgery with adjuvant

chemotherapy or radiotherapy is required for patient with locally advanced diseases.3

Case Report

A 40-year-old Chinese lady presented with an incidental finding of right solitary thyroid nodule.

Patient was asymptomatic and clinically euthyroid. The mass measured 4x3cm in size and was

hard, well defined with limited mobility. Blood investigations were normal. Ultrasonography

revealed a hypoechoic lobulated solid nodule measuring 2.8 x 2.9 x 3.6cm, with normal

vascularity. Computed tomography (CT) scan showed a right thyroid nodule causing mass effect

with tracheal deviation and luminal narrowing. Fine needle aspiration for cytology (FNAC)

showed features of benign follicular nodule (Thy II). Patient underwent a right

hemithyroidectomy with central lymph node dissection. Intraoperatively there was a hard nodule

at the inferior pole of right thyroid lobe and multiple matted central lymph nodes.

Result

Histopathology report revealed an intrathyroid thymic carcinoma (Lymphoepithelioma type)

pT3a with no nodal involvement. This were lobules of neoplastic epithelium with areas of

lymphoepithelial like pattern (Fig 1). Malignant cells have pleomorphic, large vesicular nuclei

with distinct nucleoli and cytoplasm was eosinophilic. Stroma showed variable number of

chronic inflammatory cells infiltration by lymphocytes and plasma cells.

CKAE1/AE3 p63

CD5 CD117

Fig 1. H&E x40 and x100: Section of the thyroid showed a tumour, formed by lobules of neoplastic 

epithelium with areas lymphoepithelial-like pattern.

After the initial hemithyroidectomy, a Positron Emission Tomography (PET) scan was

performed which showed no residual disease nor distant metastases. As we have able to

achieve R0 resection, no further adjuvant chemotherapy or radiotherapy was required for the

patient. Radioactive iodine therapy was not indicated in this case of CASTLE.

Reference

1.Dualim D., Loo G., Suhaimi S., Md Latar N. et al. The ‘CASTLE’ tumour: An extremely rare presentation of a thyroid malignancy. A case report. Annals of Medicine and Surgery. 2019;44:57-61.

2.Lominska C., Estes C., Neupane P., Shnayder Y., TenNapel M. et al., CASTLE Thyroid Tumor: A Case Report and Literature Review. Frontiers in Oncology. 2017;7.

3.Gurizzan C., Zamparini M., Volante M., Tovazzi V. et al. Outcome of patients with intrathyroidal thymic carcinoma: a pooled analysis. Endocrine-Related Cancer. 2021;28(8):593-604.



Laparoscopic Repair For Traumatic Diaphragmic 

Hernia– A Case Report 
SC Lee1, Philip Ding HL1, JA Kang2, YC Leow2, R. Umasangar3 

1General Surgery Department of Hospital Taiping, Perak, Malaysia

2 General Surgeon , General Surgery Department of Hospital Taiping, Perak, Malaysia 

3 Head of General Surgery, Department of Hospital Taiping , Perak Malaysia 

Introduction Case Description Discussion

Conclusion

Reference 

Traumatic diaphragmatic hernia is a rare complication and 

yet life threatening blunt abdominal injury. Clinical 

presentation may be unremarkable in an emergency setting 

and may sometimes be missed resulting in a delayed 

presentation. Diaphragmatic hernias may not be apparent 

on a routine chest x ray hence a computed tomography (CT) 

thorax has now been regarded as the diagnostic radiological 

tool of choice. Surgery is warranted once a diagnosis has 

been made. In this case report ,we are sharing our 

experience at a district hospital in which we attempted to 

repair a traumatic diaphragmatic hernia via laparoscopic 

approach. 
.

A 38 years old lady alleged motor vehicle accident. Post trauma, she 

compliant of pain over the left chest , lower back and left side of 

abdomen. Upon physical examination, there was only mild tenderness 

over the left hypochondrium and she was hemodynamically stable. 

The initial chest x ray raised a suspicion of a left diaphragmatic hernia 

as there was loss of the diaphragmatic line and cardiac silhouette. 

This was confirmed with a computerized tomography(CT) of the thorax 

and abdomen which demonstrated a left diaphragmatic hernia with 

herniation of the stomach. 

Laparoscopic repair of the diapharmatic hernia was the preferable 

mode of surgery as she was clinically stable and had no 

contraindications to laparoscopic surgery. Intraoperatively, the defect 

was 5x 5cm with fundus of stomach and omentum herniating into the 

tear site. The tear was repaired with VLOC 2-0 and PROLENE 2-0 

continuously in 2 layers. A chest drain was placed after the repair was 

completed. The surgery took *** hours and had minimal blood loss. 

The chest drain was removed on day 2 post surgery and the patient 

was discharged 3 days post-surgery. The patient remained well at a 3 

month follow up visit. 

1. S. Xenaki, K. Lasithiotakis, A. Andreou, E. Chrysos, and G. Chalkiadakis, “Laparoscopic repair of posttraumatic diaphragmatic

rupture. Report of three cases,” International Journal of Surgery Case Reports, vol. 5, no. 9, pp. 601–604, 2014.

2. D. Weissberg and Y. Refaely, “Symptomatic diaphragmatic hernia: surgical treatment,” Scandinavian Cardiovascular Journal, 

vol. 29, no. 4, pp. 201–206, 1995.

3. L. I. Campos and E. K. Sipes, “Laparoscopic repair of diaphragmatic hernia,” Journal of Laparoendoscopic Surgery, vol. 1, no. 

6, pp. 369–373, 1991.

4. Comparative analysis of diaphragmatic hernia repair outcomes using the nationwide inpatinet sample database. Paul s, Nasar A, 

Port JL , Lee PC , Stiles BC, Nguyen AB , Altorki NK , Sedrakyan A

Laparoscopic surgery for abdominal trauma, either blunt or 

penetrating, is safe and technically feasible in hemodynamically 

stable patients. 
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Traumatic diaphragmatic hernias are produced by a sudden increase in the pleuroperitoneal pressure 

gradient at areas of potential weakness along embryological points of fusion. The trauma may be due 

to a blunt or penetrating injury to the abdomen in which the latter accounts for 75% of traumatic 

diaphragmatic hernias. Rupture of the diaphragm are commonly seen on the left side as compared to 

the right because of the cushioning effect provided by the liver. The diagnosis, however, can impose a 

challenge because the physical examination may be unremarkable, and 30–50% of diaphragmatic 

ruptures are missed on initial imaging [1].

Failure to promptly diagnose a diaphragmatic herniation can result in delayed symptoms, sometimes 

months and even years later, with catastrophic outcomes. Magu et al published a case series on a 7 

year study on patients that were mistakenly diagnosed diaphragmatic hernia as hydropneumothorax 

whereby CT scan was done to clear the diagnosis.  Therefore, a high index of suspicion is required 

when we encounter such patients and intervention should be promptly carried out.

The traditional approach is via a thoracotomy whereas a laparotomy is indicated in patients with 

suspicion of intra-abdominal injury and the choice being largely dependent on the skill set of the 

surgeon involved [2]. The advent of laparoscopy has provided a new approach to this clinical situation.

Laparoscopic repair of diaphragmatic hernia was first introduced by Campos and Sipes in 1991[3]. 

Since then, laparoscopic repair  has been commonly conducted for such patients but is however 

limited to patients that are hemodynamically stable and major organ injuries have been excluded. 

Laparoscopic surgery has been proven to have a better operative and cosmetic outcome as 

compared to the conventional open method. Other than that, minimal invasive surgery offers a faster 

recovery time, better postoperative pain control, a smaller incision with less scarring and a shorter 

hospital stay[4]. In conclusion, we would recommend laparoscopic surgery for abdominal trauma as it 

is safe and technically feasible in hemodynamically stable patients. On top of that, it offers an 

excellent diagnostic and therapeutic modality

Figure 1: Chest X-ray on arrival 

showed left hemidiaphragm 

elevated 

Figure 2 : Computed 

tomography abdomen 

reported as left diaphragmatic 

hernia which content is bowel 

and omentum
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Meckel's diverticulum is a true congenital diverticulum 

whereby there is failure in involution of the vitelline 

duct. This diverticulum usually arises 30cm proximal to 

ileocecal junction at the antimesenteric border. The rule 

of twos is the classic description of the essential 

features of this diverticulum. 

However only 4 - 6 % of these individuals develop 

complications for example bleeding, intussusception, 

obstruction and perforation.

In this case study, we are reporting 2 unusual 

occurence in the similar patient whereby there is 

perforation of a Meckel’s diverticulum and its unusual 

location.

This 8 years old boy was initially referred from a district hospital for an 

acute abdomen. He had typical features suggestive of an appendicitis 

and there was tenderness over the McBurney’s point. Patient was then 

planned for an open appendectomy with a provisional diagnosis of an 

acute appendicitis.

Upon entering peritoneal cavity, there was a localised collection of pus. 

However, the appendix was only inflamed with no obvious perforation. 

Subsequently, the operating surgeon further inspect the small bowels. 

There was a broad-based diverticulum measuring 4x4cm at 55cm from 

the ileocecal valve. The diverticulum was located at the mesenteric 

border with perforation at the base of diverticulum.

The surgeon proceeded with a segmental small bowel resection with 

primary anastomosis and appendectomy. The boy had an uneventful 

recovery and was discharged well. Upon follow up after 6 weeks post 

operatively, the boy was well with no evidence of complication.

.

Case Description

Meckel’s diverticulum is a true diverticulum which contains all five layers of 

small intestine ( Mucosa, submucosa, muscularis, subserosa, serosa) and 

have a separate mesentery for blood supply. It typically arise from the 

antimesenteric border of the ileum and located ~40 cm proximal to the 

ileocecal valve. A Meckel’s diverticulum consist of ectopic mucosa of either 

gastric, pancreatic or of other origin. Study by Yamaguchi and colleagues 

showed the following complication rate: obstruction-36.5%; intussusceptions-

13.7%; diverticulitis-12.75; hemorrhage-11.8% and perforation 7.3% only. [1,2]

There are various etiologies that can lead to perforation of Meckel’s 

diverticulum [3,4]:

a)progression of diverticulitis  b)ulceration of adjacent ileal mucosa secondary 

to acid produced by ectopic gastric mucosa c)secondary to ingested foreign 

bodies like fish bone, chicken bone and bay leaf d)Trauma

In this case study, the Meckel’s diverticulum contain ectopic gastric mucosa on 

histological examination of specimen. This suggests that the perforation might 

have been due to prolonged erosion of adjacent ileal mucosa secondary to 

acid produced by the ectopic gastric tissue.

Additionally, the diverticulum was noted to have its own blood supply in 

contrast to ileal duplication cysts which share the wall and blood supply of the 

ileum. In summary, despite the ‘classical’ description, Meckel’s diverticula may 

be located on the mesenteric boarder. The diagnosis of a perforated Meckel’s 

diverticulum can often be missed on radiographic imaging and the surgeon 

should have a high clinical suspicion of this pathology if the appendix appears 

normal. 

Discussion

Reference

Meckel's diverticulum is the most common 

congenital malformation of the small intestine.

However, complications are rare and is usually 

misdiagnosed preoperatively. 

We should have a higher index of suspicion in 

paediatric patients presenting with an acute 

abdomen and be more vigilant intraoperatively. It is 

advisable to routinely examine the small bowel 

during an appendectomy to avoid missing other 

possible bowel pathologies.

Conclusion
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Introduction

Figure 1: Large diverticulum 55cm from ileocecal valve at mesenteric boarder 

Figure 2: Small perforation near neck of the diverticulum
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Extensive Genital Wart - A Case Report
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External genital warts, also known as condyloma acuminata, 
are caused by human papillomaviruses (HPV) infection, usually 
types 6 and 8. It is the most common infection related to a 
sexually transmitted disease affecting the general population. 
Simple warts can cause giant condyloma or Buschke-
LÖwenstein tumour and penile carcinoma if left untreated.

It has variable appearances and may be flat, dome, 
cauliflower-shaped or pedunculated; it can be small or can 
progress to large size. Although lesions are rarely painful, they 
are frequently associated with extreme discomfort, burning 
sensation and pruritis. A larger lesion may also bleed and 
irritated when contact with clothing and sore during sexual 
intercourse. There are many treatment modalities for genital 
warts, either medical or surgical therapy or a combination of 
both depending on size, location and risk of malignancy 
transformation of the lesion. However, long-term remission 
rates remain primarily unknown, and most cases will recur.

Introduction

44 years old Malay Male works as a laborer, with comorbidities of RVD positive and Hepatitis C on treatments in the 
past 20 years ago. He presented with multiple lumps covering his penis and scrotum in the last 15 years. It was initially 
started as multiple small wart lesions, then gradually increased in size, and some areas of the lesion have coalesced, 
especially over the dorsal and root of the penis. It was associated with itchiness and pain with bleeding after 
scratching. He was an ex-drug abuser, chronic smoker, and remained unmarried. He engaged with multiple 
professional sexual partners during young age without any protective measures. 
On physical examination, there were multiple soft solid cauliflower-shaped lumps different in size, covering almost the 
shaft of the penis except on the ventral aspect. Multiple variable sizes of lesions were also present on the scrotum. He 
was initially seeking treatment under dermatology and was started on cryotherapy and trichloroacetic acid application 
for smaller lesions and referred to us for excision of larger lesions.

Serial excision of the lesion was performed. During the first surgery, excision of penis shaft genital wart was performed 
under spinal anesthesia. The smaller wound was closed with primary closure, and the larger wound was closed with 
autologous unmeshed split skin graft harvesting from his thigh skin. He was then subjected to multiple operations for 
excision of the smaller lesion with primary closure under local anesthesia. Histopathological examination revealed 
condylomata accuminata, and no evidence of malignancy was noted. 

No recurring genital warts were discovered in the old site one year following excision. There were no reported concerns 
with voiding, erectile dysfunction, or sexual function. The patient was delighted with the surgical outcome on an 
aesthetic level. Up to this date, he still needed a few operations for excision and electrocautery of the smaller lesion 
under local anesthesia.

Case Summary

The majority of genital warts appear on the moist tissues such as the 
anogenital area, but they can also appear in the mouth or throat after 
oral sexual contact with an infected partner. It might be flat, dome-
shaped, cauliflower-shaped, or pedunculated and has a wide range of 
appearances either small or frequently large clusters. Lesions are rarely 
painful, although they can cause significant discomfort, burning, and 
pruritis. Larger lesions may also bleed and irritate when touched by 
clothing or during sexual contact. The patient in this case suffered from a 
cauliflower like lesion over his penoscrotal area which was itchy and 
sometimes painful and bleeding upon scratching.

A comprehensive clinical history and physical examination is adequate for 
diagnosis. However, biopsies are commonly advised for tumours
suspected of being malignant or having a higher malignant potential. 
The present treatment options for CA are mostly focused on removing the 
warty growth rather than eradicating the underlying viral infection as 
there is little evidence to suggest that current treatments modalities are 
effective in the long-term eradication.

External genital warts can be treated medically or surgically. There are 
many modalities of treatment, including topical therapy such as 
Imiquimod cream, destructive agents such as Trichloroacetic acid (TCA) or 
cryotherapy, systemic therapy such as Interferon, and surgically either 
using electrosurgery or surgical excision. Because the external genital 
warts were large and numerous, surgical excision was performed for this 
patient. With primary skin closure, a small defect in the penis and the 
scrotum were repaired. A large defect in the shaft of the penis was closed 
with an autologous unmeshed split skin graft. Split skin grafts were 
chosen over local flaps due to the possibility of recurrence over the 
recipient area, which could deplete donor area resources in the future, 
and the absence of healthy tissue surrounding it. Additionally, the split 
skin graft has a large area of possible donor sites, higher engraftment 
rates, and less donor-site morbidity.

Discussion

Surgical treatment of extensive genital warts is a safe and successful option for 
patients who want a satisfactory cosmetic result after reconstructive surgery. 

Conclusions

Figure 1 : Pre-operative finding.
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Endoscopy From The District Point Of View
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Endoscopy is essential whether in tertiary or district 

hospitals due to its diagnostic and therapeutic 

capabilities. With early exposure to endoscopy 

experience, it enhances confidence and skills towards 

handling endoscopy equipment for patient care benefits.

INTRODUCTION

1.To promote early exposure to endoscopy

2.To illustrate statistics of endoscopy done in district 

hospital

3.To stress on the importance of good bowel preparation

OBJECTIVE

For this retrospective study, we had collected data of 

scopes that includes oesophagogastroduodenoscopy

(OGDS) and colonoscopy that were done from July 

2021 to December 2021.

METHODOLOGY

• Endoscopy can be used for diagnostic and therapeutic 

purposes. Throughout the study, we had concluded that most 

of the patients who undergone endoscopy were men with 

increasing trend in scopes done over the 6 months period. 

52% of the scopes were done by medical officer who are 

supervised by specialist due to the lack of specialist in the 

district hospital. With the early exposure to endoscopy, 

medical officers are more confident and skillful in handling 

scope equipment for the patients’ benefit. This is to ensure 

high quality endoscopy being done where scopes done are 

indicated, clinically relevant for diagnosis, proper scopes 

performed with minimal risk1. There were 2 high risk cases 

which was complicated with cardiac arrest during scope.

• A good bowel preparation is essential for colonoscopy. There 

was 14.49% of emergency colonoscopy and 8.74% of elective 

colonoscopy where poor bowel preparation was the issue. 

Tumours will be missed in poor bowel preparation 

colonoscopy cases as that can be seen in multiple studies 

done previously2,3.

CONCLUSION

1.Faigel, D. O., Pike, I. M., Baron, T. H., Chak, A., Cohen, J., 

Deal, S. E., ... & Safdi, M. A. (2006). Quality indicators for 

gastrointestinal endoscopic procedures: an 

introduction. Gastrointestinal endoscopy, 63(4), S3-S9.

2.Harewood, G. C., Sharma, V. K., & de Garmo, P. (2003). 

Impact of colonoscopy preparation quality on detection 

of suspected colonic neoplasia. Gastrointestinal 

endoscopy, 58(1), 76–79. 

https://doi.org/10.1067/mge.2003.294

3.Chokshi, R. V., Hovis, C. E., Hollander, T., Early, D. S., & 

Wang, J. S. (2012). Prevalence of missed adenomas in 

patients with inadequate bowel preparation on screening 

colonoscopy. Gastrointestinal endoscopy, 75(6), 1197–1203. 

https://doi.org/10.1016/j.gie.2012.01.005

REFERENCE

Figure 2 depicts the 

gender of patient who 

had undergone 

endoscopy, whereby 

most patients were 

male.

Figure 3 shows the
endoscopists for both OGDS
and colonoscopy which most
of the endoscopies were
done by MO that are
supervised by specialist.

RESULTS

Figure 1 shows the number of scopes done from July 2021 to
December 2021, showing increasing trend in number of scopes done.

Figure 4 depicts the quality of bowel preparation in 

colonoscopies which showed more poor bowel preparation 

in emergency cases.
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B-cell lymphoma is a type of non-Hodgkin’s lymphoma. 
Lymphoma in the gastrointestinal tract is uncommon 
but frequently seen in cases of non-Hodgkin’s 
Lymphoma. Non-Hodgkin lymphoma of the 
gastrointestinal tract is more commonly seen in men 
with a median age at diagnosis of 55 years old 1.

Patient would often present with acute symptoms with 
no prior history of lymphoma. Patient with small bowel 
lymphoma can present with symptoms of acute 
appendicitis. Early detection of lymphoma improves 
patient’s prognostication.

This is a case study of a gentleman who presented with 
symptoms of acute appendicitis, in whom noted to 
have small bowel perforation intraoperatively. Patient 
was referred to haematology team for chemotherapy 
after reviewing histopathological report.

Introduction

A 60 years old gentleman who had no previous medical 
illness was presented to the emergency department 
with a complaint of colicky right iliac fossa pain for 1 
day that was associated with loss of appetite. On 
examination, there was tenderness on palpation over 
right iliac fossa region. Rovsing’s sign and rebound 
tenderness were positive.

Laboratory investigation revealed elevated white cell 
counts of 16.04x10⁹/L (predominantly neutrophils  with 
neutrophil counts of 12.77x103/UL).Ultrasound 
abdomen was done during admission which noted 
features of acute appendicitis. Patient underwent 
laparoscopic converted midline laparotomy + small 
bowel resection + appendicectomy on 12/11/2021.

Case Description

Only 1-4% of malignancies of the gastrointestinal tract are 
of lymphomas2. Small bowel lymphoma can rarely be 
complicated by intussusception, obstruction, or 
perforation. A multidisciplinary approach is vital in the 
management of small bowel lymphoma3.

Preoperative CT imaging is crucial in facilitating the 
judgment for surgery as there are CT characteristics such 
as wall thickening, lymph nodes enlargement and 
mesenteric fat infiltration, that are present in 
gastrointestinal lymphoma4. The existence of peri 
appendiceal fat stranding on imaging can be caused by 
inflammatory changes from secondary appendicitis or 
direct serosal extension of lymphomatous cells1. In this 
case study, histopathological assessment of the appendix 
was noted to be acute appendicitis with serositis.

Conclusion

1.Pickhardt PJ, Levy AD, Rohrmann CA, Abbondanzo SL, Kende
AI. Non-Hodgkin lymphoma of the appendix: Clinical and CT 
findings with pathologic correlation. AJR Am J 
Roentgenol. 2002;187:1123–1127.

2.Shiwani, M. H. (2006). Primary malignant lymphoma of the 
appendix associated with acute appendicitis. Journal of the 
College of Physicians and Surgeons--pakistan: JCPSP, 16(1), 79-
80.

3.Gupta, V., Sangwaiya, A., Sharma, J., Kaira, V., Ratan, K., & Sen, 
R. (2014). Burkitt's lymphoma masquerading as intestinal 
obstruction: An uncommon entity with variable clinical 
presentation. Clinical Cancer Investigation Journal, 3(5), 441.

4.K. Imrani, A. Lahfidi, L. Belkouchi, H. Jerguigue, R. Latib, Y. 
Omor, Lymphoma presenting as small bowel obstruction: A 
case report, Radiology Case Reports, Volume 16, Issue 3, 2021, 
Pages 547-549, ISSN 1930-0433, 
https://doi.org/10.1016/j.radcr.2020.12.044.

Reference

Figure 1. Ultrasound abdomen 
image suggestive of acute 
appendicitis

Figure 2. Intraoperative 
findings noted perforated 
small bowel tumour that was 
30cm from terminal ileum

Figure 3. Specimen sent for 
histopathology examination. 

Histopathological findings 
noted mature high-grade B-

cell lymphoma, GCB-type

https://doi.org/10.1016/j.radcr.2020.12.044


Case Report: Bilateral Ischioanal Fossa Leiomyomata
SL Neo1, MS Masood1

1 Hospital Raja Permaisuri Bainun, Perak, Malaysia

Introduction

Ischioanal fossa tumours usually result from the invasion by tumour of the adjacent pelvic organs and structures such as rectum,

anus, prostate and sacrum. Primary ischioanal fossa tumours are rare. Ischioanal fossa is defined as a pyramidal shaped space

bounded medially by external sphincter muscles, laterally by obturator internal muscle, anteriorly by superficial and deep 

transverse perineal muscles, superiorly by elevator ani and inferiorly by perineal skin. Leiomyomata is a benign smooth muscle 

tumour commonly arising from uterus, bladder and gastrointestinal tract but rarely found in ischioanal fossa. Patient with 

ischioanal fossa tumours can be asymptomatic or present with compressive symptoms. Computed tomography (CT) and 

Magnetic resonance imaging (MRI) are imaging modalities used to evaluate the location, size and anatomical relationship of the 

tumours with surrounding structures including the anal sphincter, rectum, anus, prostate and vagina. However, they cannot 

determine the type of nature of the ischioanal fossa tumour. Surgical excision is the treatment method for ischioanal fossa 

tumour. We present a case report of bilateral ischioanal fossa leiomyomata.

Case report

A 52-year-old lady with underlying hypertension and dyslipidemia, initially presented with acute urinary retention with recurrent 

urinary tract infection. Cystoscopy was performed and found a urinary bladder neck cyst. She was proceeded with CT abdomen 

and pelvis and it showed urinary bladder neck cyst consistent with cystoscopy findings and incidental finding of bilateral 

perianal cystic lesion. Her colonoscopy findings was normal. She was referred to colorectal team by urology team after excision 

of bladder neck cyst was performed. Subsequently, MRI perianal region showed infralevator multilobular vascularised mass 

encasing anus anteriorly and has poor plane of demarcation with left external sphincter. (Figure 1) These lesions are hypointense 

on T1W images, predominantly hypointense on T2W images. It suggested bilateral ischioanal fossa lesions with provisional 

diagnosis of fibrous tumour and differential diagnosis of angiomyxoma.

Discussion

Leiomyomata of ischioanal fossa is a rare tumour with a few case report has been published. Patients with ischioanal fossa 

tumours can be asymptomatic and tumours found incidentally. On the other hand, some may present with mass felt over 

perineal or gluteal region, gynaecological symptoms, urinary symptoms or defecatory symptoms.

Both CT and MRI are useful modalities in evaluating the relationship of soft tissue mass with the surrounding structures. 

However, MRI is superior to CT due to its superior contrast resolution and multiplanar capability. This can allow MRI to 

describe the disease process and assess the extent of involvement of ischioanal fossa more accurately.

Complete surgical excision of tumour is the treatment of choice. Surgery can be challenging due to the difficult access to the 

location of the tumour. Surgical excision can be done via anterior or posterior approach depending on the anatomical 

location of the tumour based on radiological findings. In this case, operation was performed via transperineal approach. 

Major complication of this surgery includes anal incontinence which might requires stoma creation. Meticulous dissection of 

the tumour from the sphincter muscle is crucial to prevent such complication. 

Conclusion 

CT and MRI are useful modalities to look for ischioanal fossa tumour however they do not determine the histopathology 

type. Complete surgical excision is the treatment of choice for ischioanal fossa tumour. Malignant potential and recurrence 

rate of leiomyoma is unsure, thus patients should be carefully followed up after surgery.
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Figure 1a (T1 weighted) and 1b 

(contrasted T1 weighted) MRI showed 

the mass encasing the anus anteriorly and 

has poor plane of demarcation with left 

external sphincter.

Figure 2 showed the operative view of ischioanal tumour.

Figure 3 showed the specimen of right and left ischioanal mass which is larger on the right side. 
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Patient underwent ultrasound guided TRUCUT biopsy of left gluteal lesion and histopathology reported as leiomyoma. She was 

consented for excision of bilateral ischioanal leiomyoma via transperineal approach. She was put in Jack-knife position under 

general anaesthesia and elliptical incision made over perineum in between anus and fourchette. Excision of tumour started at right 

ischioanal fossa followed by left ischioanal fossa. (Figure 2) Left pudendal nerve was identified and preserved. Intraoperatively, 

right ischioanal tumour was bigger than the left one and it encased around the anal canal and adhered to left external sphincter

muscle. (Figure 3) Perineal body and puborectalis were resected. Vagina and puborectalis were closed with interrupted suture 

Vicryl 3/0. Levator ani was strengthened with interrupted suture Vicryl 3/0. Radivac drain size 16Fr was inserted from left gluteal 

region into ischiorectal fossa and skin was apposed with interrupted suture Vicryl 3/0.  Drain was removed on fourth postoperative 

day. Her anal tone was weaker on the left side after surgery and she had urge incontinence which improved after 2 weeks. 

Subsequently, she was referred for pelvic floor training. 

Histopathology showed that the tumour is a well-circumscribed mass composed of interlacing fascicles of smooth muscle bundles, 

devoid of mitosis and no area of necrosis, nuclear atypia or malignancy seen. Immunohistochemistry showed diffuse positivity 

staining for Actin and Desmin but negative for CD34, hence the tumour was interpreted as leiomyomata.

Right Left
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CASE SERIES ON EFFECTIVENESS MAGGOT DEBRIDEMENT THERAPY IN FOURNIER'S 
GANGRENE WOUND

NURUL AMIRAH AHAMED SIDDEEKH1,  HAMSARATHI GUNAALAN1, SARAVANAN 
RAMASAMY1

1DEPARTMENT OF GENERAL SURGERY, HOSPITAL ENCHE BESAR HAJJAH KHALSOM

Introduction
Fournier’s gangrene is a perineal and abdominal necrotizing fasciitis and it is very common in middle-
aged men with comorbidities such as diabetes mellitus. Maggot debridement therapy (MDT) is a
biological debridement that uses sterile maggots, Lucilia cuprina, for the debridement of wounds in
humans. It is hypoallergenic, non-invasive, and effective. Maggot debridement therapy removes
slough, stimulate wound healing, biofilm elimination and disinfect the wound. It has also been
postulated that maggot secretions may have an anti-inflammatory effect on cutaneous wounds.

Case 2
EWK is a 42-years-old who has no known medical illness presented with left scrotal swelling with fever
for one week. He underwent surgical debridement with combination of intravenous cloxacillin and
adequate resuscitation. He has two sessions of maggot debridement therapy. Subsequently, he
underwent reimplantation of left testis within a month’s time.Case 1

M is a 65-years-old underlying
diabetes mellitus, hypertension, gout
and dyslipidemia presented with
bilateral scrotal swelling and fever for
six days. He underwent two surgical
debridement with combination of
intravenous Piperacillin/Tazobactam
and adequate resuscitation.
Subsequently, he had two sessions on
maggot debridement therapy. He was
not keen for reimplantation of testes
and he was on Aquacell Ag and normal
saline dressing. His wound was
completely healed after 3 months and
2 weeks.

Conclusions
Maggot debridement
therapy is based on
established clinical
evidence and has
resulted in substantial
wound care advances
and is productive
treatment towards
Fournier gangrene.

A)  After surgical debridement B) 1st cycle of MDT- granulation tissue 
over wound bed

C) 2nd cycle of MDT --granulation 
tissue over wound bed                                                                                            

D) Final result- after daily dressing

A) After surgical debridement B) 1st cycle of MDT- granulation                                                                                  
tissue over wound bed

C) 2nd cycle of MDT- granulation 
tissue over wound bed

D) Post reimplantation of 
testes

Advantages Disadvantages/limitations

Debridement more rapid than conventional

dressings

Debridement not as rapid as surgical resection

Debridement more precise and specific than

surgery/avoids resection of viable tissue

Maybe difficult to make the case dressing due to

the size and location/anatomy of the wound
Because viable tissue is spared, the need for

reconstructive procedures is minimised

Maggots may escape if dressings are not secure

and cause dermatitis to healthy skin, or if the

dressings loosen from excessive exudate
No need for anaesthesia Sometimes causes tickling, itching, or pain

Reduce the number of surgical resections Removal of maggots can be messy

Maggots can be applied without need for

colostomy

Dressings must be placed so they do not interfere

with bowel movement and urination
Maggots can access the undermined areas (small

spaces deep within the wound) without the need

to open the area widely

Can cause anxiety in medical personnel and some

patient

Minimal blood loss

Decrease edema, exudate, and odour
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Sterile 
maggots 
of Lucilia
cuprina

Discussions

Figure 1

Figure 2



CASE SERIES : REVEALING THE UNDER REPORTED CENTRAL VENOUS CATHETERIZATION(CVC) INJURY IN 

HOSPITAL ENCHE BESAR HAJJAH KHALSOM; GABER SCORING IN CVC INSERTION

NURUL AMIRAH AHAMED SIDDEEKH1, NURUL IFFAH MOHD ARIFEN1, KALSOM ABDULLAH1, NOVINTH KUMAR1

1DEPARTMENT OF GENERAL SURGERY, HOSPITAL ENCHE BESAR HAJJAH KHALSOM

Introduction
Central venous catheter insertion is associated with a variety of complications and it can be an immediate
or delayed in nature. Gaber score/Central Venous Catheter Insertion score which is a relatively new method
can be used for evaluation and monitoring of both the technique and the operator.

Discussions
The most common complications that occurred in all the three cases were arterial puncture and
haematoma. The CVCI score for all the cases is more than 8, which has more than one attempt, more
than 180 seconds with more than one complications and failed cannulations. Arterial puncture is noted
3.7 to 12 percent of all central venous access procedures. Therefore, a skillful use of ultrasound during
central catheter placement decreases the incidence of vascular injury but does not eliminate it. Gaber
score/CVCI score could be use for evaluation and monitoring of the technique and procedure.

Conclusions
Numerous complications are associated
with central venous catheters insertion
and during the insertion of CVC, it is
best to avoid arterial cannulation and
puncture to prevent serious
complications. Therefore, the use of
ultrasound guidance, experienced
operators and fewer insertion attempts
are needed to reduce the
complications. CVCI score/Gaber score
is a new scoring system that can be
used to evaluate the technique,
operator and performance of the junior
staff and monitor their progress.

Score 1 point 2 point 3 point
Number of attempts 1 attempt 2 attempts >2 attempts 
Time of cannulation <90 seconds 91 seconds to 180 

seconds

>180 seconds

Complications Nil One complication >1 complications

Success or failure success failure

Table 1. CVCI Score/Gaber Score 

C) Coronal 
view of CT 
thorax in 
arterial phase : 
The tip of the 
central venous 
catheter (white 
arrow) within 
aortic isthmus 
(black arrow)

Figure 1 
A) Sagittal 
view of CT 
thorax in 
arterial 
phase : The 
tip of the 
central 
venous 
catheter 
(white 
arrow) 
within aortic 
isthmus 
(black arrow)

B) Axial view of CT thorax in arterial phase : 
The tip of the central venous catheter (white 
arrow) within aortic isthmus (black arrow)

Case 1 Case 2 Case 3
Comorbid 1)Advanced CKD 

approaching ESRF

1)ESRF 1)Advanced CKD 

approaching ESRF
Site of CVC Right IJC Left IJC Right Femoral
Operator 

of CVC

Credential Credential Not credential Not credential

Number of 

Attempts

Attemptedx1. Successful. Attemptedx2. Failed Attempted x4. Failed. 

Complications

Immediate/Early 

1)Arterial Cannulation and 

catheter Malposition

2)Seizure 

1) Haematoma noted 

over left neck 

2) Hypovolaemic shock 

due to excessive 

bleeding 2 to arterial 

puncture

1) Haematoma over right 

thigh post cannulation

Management

(Surgical/Conservative)

Removal of IJC, exploration 

of neck and patch 

repair(PTFE) of right 

common carotid artery

Conservative Conservative 

CVCI score/Gaber score 8 11 10

Case 1
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Case 2

Figure 2 
A) Coronal 
view of CT 
neck in 
arterial phase 
: The active 
arterial blush 
(white arrow) 
inferior to 
the left 
thyroid gland 
(black arrow)

B) Axial view 
of CT neck in 
arterial phase 
: The active 
arterial blush 
(white arrow) 
adjacent to 
the left 
thyroid gland 
(black arrow)

Case 3

Figure 3
A) Axial view of CT hip in 
arterial phase: No active 
contrast blush from the 
right superficial femoral 
artery (black arrow) or 
profunda artery (white 
arrow). The right 
pectineal and adductor 
muscles (yellow arrow) 
are bulky. 





Complete duodenal transection following blunt abdominal trauma by motorcycle handlebar
N Sindhu1 , N Tharveen

General Surgery

Hospital Sultan Ismail Johor Bahru

INTRODUCTION
Duodenal trauma is uncommon, encompassing 3-5% of all abdominal 

injuries with 25% occurs following blunt abdominal trauma. The second 

segment of duodenum is the most commonly injured accounting to 36% 

followed by the third, fourth and first portion. We report a case of a 

complete duodenal transection following blunt abdominal trauma from a 

motorcycle handlebar with a review of the current literature on the 

management. 

CASE REPORT
A 43-year-old male presented to our emergency department after being

involved in a motor vehicle accident. Primary survey noted revealed a

hemodynamically stable individual with generalized abdominal pain in the

epigastrium. This was associated with bruises over the epigastrium

consistent with a handlebar injury. Focused abdominal sonography in

trauma (FAST) noted free fluid mainly in Morissons pouch . Reassuringly

his blood panels were within normal limits. Primary adjuncts such as

chest and pelvic Xray revealed no concerns. Following resuscitation, a

computed tomography (CT) of the abdomen was done. Imaging revealed

discontinuity of the 2nd portion of the duodenum with hemoperitoneum at

the right and central part of the abdomen and a linear hypodensity at the

pancreatic head which was suspicious of a superficial laceration however

the pancreatic duct was preserved. (Fig1). Patient then underwent an

emergency laparotomy. Intraoperatively, findings were as follows, there

was complete transection of the second part of the duodenum just

proximal the ampulla ,it was a grade IV duodenal injury according to

American Association for the Surgery of Trauma (AAST) organ injury

scale .Moreover, a paraduodenal hematoma and bile contamination but

confined to the right retroperitoneal space was noted. There was also a

laceration at the head of pancreas with the duct preserved and a non-

expanding right zone 2 retroperitoneal hematoma seen. The portal triad

along with the major vessels were uninjured.(Fig 2,Fig 3)

DISCUSSION
There must be a high index of suspicion for blunt duodenal injury because

delayed diagnosis can lead to increase in morbidity and mortality of the

patients. Mortality rate for patients operated after 24 hours increase from 11%

to 40% which further substantiates the fact that decision timing should not be

delayed.

After patient stabilization, a contrast enhanced CT abdomen should be done.

Ballard et al review mentioned that the most common finding would be

intraperitoneal fluid followed by paraduodenal hematoma and then

pneumoperitoneum which is highly sensitive for duodenal injury. On the other

hand, retroperitoneal air and contrast extravasation are classical of this

diagnosis however seen only in minority of cases.

Surgical management of duodenal injuries hinges on the extent and severity

of the duodenal injury, as well as the involvement of the adjacent vasculature,

biliary tree, and pancreas. In our patient, the duodenum was fully kocherised

and there were signs of duodenal injury eg. paraduodenal haematoma and

bile contamination which then aided us to grade the injury according to the

AAST which in this case was a grade IV duodenal injury. The surgical options

when it comes to duodenal injury ranges from simple repair to primary closure

and to more laborious surgeries involving resection with anastomosis,

duodeno-jejunostomy and pancreaticoduodenectomy.. In our patient,Hence,

after adequate mobilisation, tension free anastomosis was done of the D2 and

a T-tube was placed for duodenal compression. The gastrojejunostomy was

then done for feeding purposes where the nasogastric tube was advanced to

the efferent limb of the jejunum. There are certain adjunctive procedures been

described with the primary aim to reduce the risk of duodenal leak after repair.

we felt that the patient needed a decompression since the injury was closed to

the ampulla with significant bile contamination to reduce the risk of

anastomotic leak.

Fig 1: CT showing free fluid in the 

Morison's Pouch with 

peripancreatic hypodensity at the 

head of pancreas

Fig2: Intraoperative image showing 

a laceration of head of pancreas   

Fig 3: Intraoperative image of an 

intact CBD

CONCLUSION: Adequate assessment is paramount intra-

operatively to decide on the most appropriate surgical treatment that 

is required. 



More than it meets the eye: Amyand’s Hernia with an unfortunate caecal perforation. 

A Case Report
N Sindhu1, MA Abdul Manan, T Mathew

Department of General Surgery

Hospital Sultan Ismail, Johor Bahru

INTRODUCTION

Inguinal hernia the most common surgical procedure done by surgeons. In a 

very low frequency (1% of all hernia) one can find the vermiform appendix 

inside the hernia sac; also known as “Amyand Hernia”. We present an 

interesting case of an elderly male with two pathology within the hernia sac 

which is a strangulated Amyand’s hernia with inflamed appendix and 

perforated cecum. 

CASE REPORT

A 71-year-old male with no medical illness, presented to the Emergency

Department with a painful and irreducible right inguinoscrotal swelling.

Physical examination demonstrated signs of strangulated inguinal hernia

which was tender, irreducible and tensed. His vital signs were within normal

limits and other general physical examination were unremarkable. Blood tests

revealed metabolic acidosis with leucocytosis.

Patient underwent emergency right inguinal exploration revealing gross fecal

contamination of the inguinal region and an Amyand’s hernia with content of

inflamed appendix and perforated cecum measuring 3 x 3 cm. An

ileoceacectomy and double barrel stoma was performed.(Figure 1, 2) A

tension free tissue repair by Darning method was done to repair the defect. A

silicone abdominal drain was inserted at the pelvis and a vacuumed drain

inserted at the right inguinal region to facilitate drainage post operatively.

Postoperatively, he was monitored in the general male surgical ward. All

drains were removed by post-surgery day 3. His overall recovery was

uneventful and was discharged 1 week after surgery.

Fig 1 &2 : Intraoperative image of showing cecal perforation and inflamed appendix

DISCUSSION
Strangulated hernia is a complication that can occur in 0.3% - 3% which 

requires emergency surgical repair. Diagnosis is usually made intraoperatively 

and management is tailored according to the individualised findings. Synthetic 

mesh is avoided to prevent infection. Anastomosis of the resected bowel was 

performed due to gross fecal contamination therefore avoiding anastomotic 

leak.

CONCLUSION
Strangulated inguinal hernia with a perforated cecum is rare, immediate 

surgery should be performed for prevent complication and improve outcome of 

patient. The most appropriate method of the hernia should be individualised 

according to intraoperative findings. 
: References
1. A. Michalinos, D. Moris, and S. Vernadakis, “Amyand's hernia: a review,” The American Journal of Surgery, vol. 207, no. 6, pp. 989–995, 2014
2. Tsang W.K. Acute appendicitis complicating Amyand's hernia: imaging features and literature review. Hong Kong Med J. 2014;20:255–257
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Gorlin Syndrome is a rare autosomal dominant condition 
characterised by a high incidence of basal cell carcinoma (BCC), 
odontogenic keratocysts, skeletal abnormalities, and other 
systemic symptoms. Because detecting a mutation on the 
PCTH1gene is costly and difficult, clinical and radiological 
examinations are important in diagnosing and treating Gorlin
Syndrome

Plastics & Reconstructive Surgery, HRPZII has seen its first case 
of Gorlin Syndrome. A 58-year-old woman with valvular heart 
disease and odontogenic keratocyst presented to us with multiple 
pigmented lesions over her face including lower eyelid, trunks, and 
extremities (Figure 1.1). Wide local excision of multiple BCC and 
local rotational flap over her face was performed and 
histopathology has confirmed BCC.

Gorlin Syndrome was diagnosed as she met four major criteria: 
multiple BCC, odontogenic keratocyst, palmar pits (Figure 1.2), 
and bilamellar calcification of the falx cerebri and tentorium 
cerebelli (Figure 2.1), as well as two minor criteria: polydactyly of 
both hands and feet (Figure 1.2), and flame shaped lucencies of 
the hands (Figure 2.2), which were confirmed by imaging.

Another highlight of the case is the challenges in managing BCC of 
the eyelid as it has high risk of recurrence and limited surgical 
options due to risk of ectropion and lagophthalmos. As for this 
patient, she had undergone local rotational advancement flap and 
did not have any ectropion post operatively (Figure1.3). There has 
been no recurrence after complete excision, to date.

CASE REPORT

Gorlin Syndrome is caused by a 9q21-23 mutation in a tumour
suppressor gene. It is an autosomal dominant disease affecting 
various organ systems. It raises the risk of malignant and non-
cancerous tumours. Gorlin Syndrome is diagnosed by a 
combination of two major or one major and two minor criteria as 
shown in Table 1. Management of Gorlin Syndrome can be 
challenging due to presence of multiple organ involvement. Hence, 
depending on the concerns, the patient's care will be subjective.

This patient was mainly treated for her BCCs. More than 50% of 
BCCs occur on the lower lid. After complete tumour excision, eyelid 
reconstruction is crucial for both function and aesthetic outcome. 
Although surgical excision is the gold standard , patients who 
cannot have surgery may benefit from topical immunotherapy such 
as 5% imiquimod cream or oral Vismodegib, a hedgehog pathway 
inhibitor. However, this treatement may not be available in all 
centre. Long life follow up is warranted to look for recurrence or new 
occurrence of tumors. 

This patient was treated by many teams prior, however suspicion 
only arose during our encounter. For a better quality of life and to 
lower the risk of morbidity, imaging and investigations may have 
been done earlier. To highlight, the clinical features of Gorlin
Syndrome should be recognized for efficient care by a 
multidisciplinary team in accordance.

DISCUSSION
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Figure 1.1 : Multiple pigmented lesions over face, trunk and lower limbs

Figure 1.2 : Polydactyly of both upper and lower limbs

Figure 2.1 : Calcification of 

falx cerebri and tentorium 

cerebelli

Figure 1.3 : Post operative showing fine line scar with no 

distortion of the ocular region

Figure 2.2 : flame shaped lucencies of the hands 
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INTRODUCTION

Successful Conservative Management of Delayed Presentation of Intraperitoneal Bladder Perforation 
Secondary to Severe Pelvic Inflammatory Disease : A Case Report

Yusfadzliani MY , Maizatul Aliaa AM

Department of General Surgery , Hospital Sultan Ismail, Johor Bahru, Malaysia

Delayed bladder perforation is exceptionally rare with atypical signs and symptoms which is challenging for surgeons to 
diagnose and treat. We report a case of delayed intra-peritoneal bladder perforation that was treated conservatively.

A 29 years old female presented with history and examination suggestive of acute appendicitis. She underwent 
laparoscopic appendicectomy with findings of normal appendix yet, there was dense adhesions of omentum at pelvis 
and heamoperitoneum. Subsequently, patient was discharged post-surgery. 
At home, her abdominal pain worsened associated with distension and fever. Upon further investigation, she had a 
procedure for termination of pregnancy 2 months earlier and thereafter developed recurrent abdominal pain. She 
appears septic, tachycardic with generalised peritonism. Blood investigation showed metabolic acidosis and 
leukocytosis. Renal profile was normal and urine microscopy positive for RBCs and lymphocytes. 
A CECT Abdomen showed a large complex intra-peritoneal collection extending into the pelvis. Consequently, 
exploratory laparotomy was performed which revealed severe inflammatory phlegmon and pus collection at the 
pelvis including 2 cm bladder dome perforation with irregular edges. Methylene blue dye was instilled into the 
bladder showed extensive extravasation from the visualised bladder wall. Multiple intra-abdominal drains were 
inserted and bladder repair was abandoned due to inability to achieve tension free repair. 
Patient recovered following surgery with good urine output from the Foley catheter and no urinary fistula formation 
through the intra-abdominal drains. She was discharged after 7 days with drains and urethral catheter. Cystogram
done after 3 weeks surgery showed no contrast leak from the bladder hence, all drains were removed. 

CASE PRESENTATION 

CONCLUSION

A47

Atypical presentations should raise high index of 
suspicion in detection of bladder perforation. We 
demonstrate a possible method of conservative 
management in intra-peritoneal bladder perforation. 
Nevertheless, constant urinary drainage via 
indwelling catheter is essential to allow the 
perforation to heal over time.



Venous Thromboembolism Prophylaxis (VTE) in 
Pregnancy Following Traumatic Brain Injury (TBI)

INTRODUCTION
TBI patients are susceptible to VTE. The risk is four to five 
times higher in pregnancy. They warrant different 
management strategies due to maternal physiological 
alterations. We report a case of TBI in pregnancy and 
reviewed evidences available pertaining to VTE prophylaxis. 

CASE REPORT 
A 40-year-old G5P4 at 23weeks POG was brought in following 
motor vehicle accident. Initial GCS was E1V2M5 (8/15), pupil 
3mm/4mm reactive to light bilaterally, with concomitant lung 
contusion. Obstetric evaluation: fetal heart seen, normal 
intrauterine pregnancy. CT brain showed right parietal 
subarachnoid hemorrhage with temporal contusion. She was 
manage conservatively. Mechanical VTE prophylaxis applied since 
admission, patient was kept well hydrated. She remained stable 
clinically and radiologically, was extubated on day 5. S/C Clexane 
40mg OD started on day 7, planned to complete 10days. Upon 
discharged on day 11, she was well, able to ambulate.

DISCUSSION
Despite higher risk for VTE in pregnancy following TBI, there is still lack of 
optimal strategy for VTE prophylaxis in this specific population. Available 
evidences suggest early initiation of non-pharmacological measures. 
Chemoprophylaxis can be initiated within 72 hours after injury if they are stable 
neurologically and radiologically. LMWH and UFH are recommended, as they do 
not cross placenta. LMWH is preferred. It has more predictable and reliable 
pharmacokinetics, lower bleeding risk, and lesser risk of heparin induced 
thrombocytopenia (HIT) in pregnancy. However, higher doses are needed due 
to the increase in weight and creatinine clearance. At centre that can evaluate 
anti-factor Xa levels, the dose should be titrated to a target range of 0.2-
0.4IU/ml.

CONCLUSION 
It is a challenge to manage an 
intracranial haemorrhage while ensuring 
safety of pregnant lady and the baby 
following head injury. An individualised 
approach shall be adopted after 
weighting the benefits of anticoagulant 
prophylaxis against the risk of hematoma 
expansion.
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