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Message

Ǐ It gives me immense pleasure to welcome the distinguished 
delegates of άRAPICON 2025 - the annual national conference of 
physicians of railways.  The theme of the conference άTechnological 
Transformation in Medicine ς Navigating the New Frontierέ has been 
carefully chosen to empower the delegates to get updated on the 
latest technological advancements. The pros and cons of the rapid 
advancements and relevance to the railway beneficiaries will also be 
discussed.

Ǐ In todayΩs fast-paced world, communication and collaboration are 
the key to staying ahead of the curve. Conferences such as these 
showcase the latest developments in the medical field, highlight the 
achieved accomplishments, and provide a space for meaningful 
dialogue among peers. 

Ǐ The collective mission to improve patient care and advance medical 
knowledge remains at the heart of all medical activities. With the 
support and contributions of all the brilliant professionals within the 
railway physiciansΩ association, this conference will serve as a vital 
resource in helping physicians to network and collaborate. My best 
wishes to the railway physicianΩs organisation to achieve greater 
academic heights and spread medical knowledge. I congratulate the 
E magazine of southern railway headquarters hospital in bringing out 
this άRAPICON special edition 2025έ.

DR RADHA VIJAYARAGHAVAN
HOD OF MEDICINE& NEPHROLOGY,

ADDITIONAL CHIEF HEALTH DIRECTOR,
ORGANISING CHAIRMAN, APRCON 2025

RAILWAY HOSPITAL, PERAMBUR

Dr Radha Vijayaraghavan
01.03.2025





On June 1, 1975, just a week after returning from Sydney, I resumed work as an 
adhoc medical officer at Southern railway hospital, Perambur. After completing 
routine cardiac procedures, I encountered a 43-year-old railway worker, Khaja 
Mohideen, who suffered severe coronary artery disease with 99% blockage in the 
left anterior descending artery (LAD). Given his symptoms, I scheduled India's first 
coronary artery bypass grafting (CABG) for June 6.
With limited resourcesτno cardiac catheterization lab, no proline sutures, 
cardioplegia, or cold lightτwe improvised. We used a heart-lung machine gifted 
by Dr. Harry Windsor, a locally-made heat exchanger, and diathermy from the 
railway workshop. My team, unfamiliar with CABG, included drs. M. Shankaran 
and Prem Kumar as assistants, drs. K.N. Reddy and T.J. Cherian as perfusionists, 
and Dr. Kalyan Singh as the anesthesiologist. Despite these challenges, the surgery 
proceeded smoothly, completed by 11 A.M., With the patient extubated the same 
evening. He was discharged on the 15th postoperative day and later retired in 
good health.
Despite its historic significance, my paper on this landmark surgery faced 
resistance at the 1975 conference of cardiothoracic surgeons and cardiologists of 
India. Initially denied a presentation slot, it was only through the intervention of 
Dr. Sujoy Roy and Dr. Senthilnathan that I was allowed to present. Dr. Roy 
introduced me, stating, "the man who performed the first CABG in this country 
was denied a chance to present his paper yesterday. It is my proud privilege to call 
upon him today." My presentation was met with a standing ovation, marking a 
turning point in Indian cardiac surgery.

My first Bypass in India ς 
Padma Shri Dr. K. M. Cherian

Salute to a Stalwart 
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It is with immense pride and heartfelt gratitude that I present to you the e-
souvenir of RAPICON 2025, a multidisciplinary conference hosted at the 
prestigious Southern Railway Headquarters Hospital, Perambur. This 
conference stands as a testament to the collaborative spirit and commitment 
to excellence that defines our institution and the broader medical community.
On behalf of the entire editorial team, I extend our deepest thanks to Dr. C.M. 
Ravi, PCMD/SR, Dr. S. Kalyani, PCMD/RH/PER, and Dr. V. Kannan, 
MD/RH/PER for entrusting us with the honor and responsibility of bringing this 
e-souvenir to life. Their guidance and encouragement have been the 
cornerstone of this endeavor.
Rapicon 2025 celebrates the confluence of diverse disciplines, fostering 
dialogue, innovation, and learning among professionals from varied fields. This 
e-souvenir highlights the dedication and passion of the contributors, 
researchers, and practitioners who continue to push the boundaries of 
knowledge and practice.
I take this opportunity to express my sincere thanks to the entire editorial 
team, our committed contributors, and the ever-supportive IT team. Your 
relentless enthusiasm, creativity, and hard work have made this vision a reality. 
Together, we have curated a collection of articles, insights, and reflections that 
mirror the vibrancy and depth of this multidisciplinary gathering.
As you turn through the pages of this e-souvenir, I hope it serves as a source of 
inspiration and knowledge, reflecting the spirit of RAPICON 2025 τ a 
celebration of innovation, collaboration, and progress.

With warm regards,
Editor-in-Chief, 

E-Magazine,
Rapicon 2025

Southern Railway Headquarters Hospital, Perambur

Dr . D. Senkadhir  Vendhan /DMO/

Dermatology/RH/PER

Editor -in -Chief
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DEPARTMENT OF GENERAL MEDICINE

DISSEMINATED MELIOIDOSIS IN A YOUNG MALE -
A RARE PRESENTATION

-Dr. V S Shanthi, Dr. Muruganandham, Dr. G Arun Kumar

INTRODUCTION: Melioidosis is rare infection caused by gram-
negative bacterium Burkholderia pseudomallei. It manifests 
from asymptomatic disease to localised infection to 
disseminated infection. It is commonly found in soil and fresh 
water and transmitted through- inoculation, inhalation, 
aspiration and ingestion. The major risk factors are Diabetes, 
Alcoholism and underlying chronic diseases. The Mortality of 
the disease is44% (disseminated disease ς 90%) 1,2

CASE REPORT:

A 30 year old male track man by occupation known case of type 
1 diabetes mellitus and chronic alcoholism presented with High 
grade Fever with chills for 5 days and Abdominal pain with low 
back pain , Bilateral knee and ankle pain.

On examination patient was febrile, pallor present, Vitals was 
stable Bilateral knee and ankle - swelling with tenderness 
present

Å Abdomen - tenderness present over left hypochondriac region

Å Digital rectal examination- tender prostate with areas of 
fluctuation

Blood investigations showed Normal total counts with Anaemia 
and Thrombocytopenia and deranged LFT and RFT.



DISSEMINATED MELIOIDOSIS IN A YOUNG MALE -
A RARE PRESENTATION

CECT ABDOMEN:

Å SPLEEN - Multiple hypodense Lesion s/o ABSCESS

Å PROSTATE - Few hypodense poorly enhancing lesions

CT CHEST - Multiple small nodules of varying size in both 
lungfields CEMRI SPINE & PELVIS :
Å Lytic lesions - Bilateral sacrum

Å Diffuse muscular edema involving bilateral pyriformis, 
erectorspinae and right gluteal muscles.

2D ECHO (after 15 days of admission) ς Healed vegetations in 
Mitral valve

CULTURES:

Blood culture, splenic aspiration & prostatic aspiration cultures 
grew
Burkholderia pseudomallei.





MANAGEMENT:

INTENSIVE PHASE:

ṽ Inj Ceftazidime avibactam 2 g iv TDS for 2 weeks

ṽ Inj Meropenem 1g iv TDS for 4 weeks 

ERADICATION PHASE:

ṽ Tab Cotrimoxazole DS BD for 3 months
FOLLOW-UP:

USG ABDOMEN At 3 and 9 months ς Complete resolution of 

Abscess 2D ECHO After 9months- No obvious vegetations

CT CHEST- complete resolution of nodules
DISCUSSION: Although melioidosis can be asymptomatic or mild, 

it can also develop multiple abscesses, dissemination and sepsis 

with high mortality. Thus, it may require a multidisciplinary 

approach, antibiotic coverage and necessary intervention

REFERENCE:

1- Lancet.2003;361(9370):1715

2- Melioidosis Reference Manual- American Society for 
microbiology.



DEPARTMENT OF MEDICAL GASTROENTEROLOGY

NEWER MEDICAL GASTROENTEROLOGY INSIGHTS

DR S RAGAVENDRA MD,DM (MGE) Sr DMO MGE RH/PER

Å63 Yo F,

ÅK/C/O Cervical squamous intraepithelial 

neoplasm (s/p Vaginal Hysterectomy in April 

2024),

ÅType 2 diabetes, Hypertension, ILD and CKD 

stage 1

ÅC/O - Dysphagia grade 1 and significant weight loss (5 
kgs in one month)

ÅNo history of abdominal pain, vomiting, melena, 
jaundice or fever.

ÅGeneral Examination ς Conscious, oriented, comfortable 
at rest

ÅPICCLE ς Negative

ÅSystem Examination ς WNL



MRI Abdomen ς (5/ 03/ 24)
Small well defined lesion measuring 16*14mm in the distal 
tail of pancreas in the inferior aspect. No calcification or 
necrosis. No Peripancreatic inflammation. No ductal dilatation. 
No communication with main pancreatic duct. Lesion has 
signal intensity similar to splenic parenchyma on all non 
contrast sequences.
IMPRESSION : To r/o pancreatic accessory spleen/ ? neoplasm



WHOLE BODY FDG PET CT STUDY:

1 Metabolically active lymph nodes in right supraclavicular, 
mediastinal and hilar, axillary, upper abdomen and retro peritoneal 
regions

Possibilities include ς

1. Inflammatory /infective etiology

2. Lymphoproliferative disorder

2-Honey combing with reticular septal
thickening ς suggestive of fibrosing ILD
DIAGNOSIS
PANCREATIC TAIL SOL



ÅPatient  underwent  ENDO USG +Biopsy

Å2.5 x 1.3 cm benign node seen in station 7.

ÅFNA obtained using 22 G ultra tip needle.

ÅSmear sent for cytology.

ÅAnother 1.1 cm Node seen in station 4L(AP window).

ÅCentral arterial doppler sign positive in both nodes.



1.3x1.7 cm hypoechoic mass seen in tail of pancreas,
similar to splenic echogenecity; with internal vascularity. FNA 
done using 22 G Ultratip needle, by capillary suction method.
Smear sent for cytology

ÅIMPRESSION :

ÅMediastinal Lymphadenopathy-Benign-

ÅPancreatic Tail SOL - DD: Splenenculus, NET



Case 2

Å71 Y/ F

Åc/o dysphagia to both solids and liquids for 1 year

ÅWeight loss ς 5kgs in 1 year

ÅHemetemesis following retching ς 2 epiodes

ÅPresented to ER and admitted

Underwent initial VOGD on 1st June 2024



Repeat endoscopy on 3rd June 2024

Oesphageal manometry





INSIGHTS ON THE PROCEDURES PERFORMED IN THE 
DEPARTMENT OF MEDICAL GASTROENTEROLOGY

Dr Dr V.S.Shanthi, MD, DM, Chief Consultant

1. Upper GI Endoscopy (UGI Scopy) ς 40 to 60 cases per month
2. Colonoscopy ς 8 to 14 cases per month
3. Esophageal Variceal Band Ligation (EVBL) ς 3 to 5 cases per 

month
4. N-Butyl Cyanoacrylate Glue Injection for Gastric Varices ς 4 to 

5 cases per year
5. Argon Plasma Coagulation (APC) for Portal Hypertensive 

Gastropathy, Radiation proctitis etc. - 6 to 10  cases per year
6. Injection Therapy for Bleeding Gastric or Duodenal Ulcers ς 6 

to 8 cases per year
7. Polypectomy for Colonic or Gastric Polyps ς 8 to 10 cases per 

year
8. Esophageal Stricture Dilation for corrosive strictures using 

Savary-Gilliard dilators
9. Hemoclip Deployment for ulcer-related gastrointestinal 

bleeding
10.Rigiflex Balloon Dilation for Achalasia Cardia
11.9ƴŘƻǎŎƻǇƛŎ wȅƭŜΩǎ ¢ǳōŜ tƭŀŎŜƳŜƴǘ ƛƴ ŎŀǎŜǎ ǿƘŜǊŜ ǎǘŀƴŘŀǊŘ 

placement is not feasible



Advanced Endoscopic Procedures 

1. Endoscopic Retrograde Cholangiopancreatography (ERCP) for:
a. Biliary stone extraction via endoscopic sphincterotomy, 

with or without sphincteroplasty (balloon dilation of the 
papilla) prior to laparoscopic cholecystectomy

b. Biliary stenting with plastic stents

c. Pancreatic sphincterotomy and stenting with plastic stents

d. Mechanical lithotripsy for large CBD stones

e. Common bile duct (CBD) stricture dilation

2. Uncovered Self-Expanding Metal Stent (SEMS) for Malignant 
Esophageal Strictures

3. Hemospray Application for Diffuse Bleeding in Gastric Cancer
4. Capsule Endoscopy, Endoscopic Ultrasound (EUS) and 

Enteroscopy ς Organized  in government institutions for 
selected cases like unidenfied GI blood loss, pancreatic cyst, 
CrohnΩs disease etc



Interesting cases:
1. Argon Plasma Coagulation (APC) for actively bleeding Portal 

Hypertensive Gastropathy,  Radiation proctitis etc since 2003
2. Rigiflex Balloon Dilation for Achalasia Cardia since 2004 
3. Glue injection for large intragastric varices - first case  in 2004
4. Endoscopic Mucosal Resection (EMR) for flat adenoma with 

dysplasia in ascending colon - 2012
5. Series of ERCPs since 2018
6. Fully Covered Self-Expanding Metal Stent (FcSEMS) deployed 

for Benign Biliary Stricture in 2018                                                                                                                      
7. Hypertransaminasemia in a cardiac pt ς Rare cause ς Coeliac 

disease detected in Feb 2021
8. Dress syndrome with hepatic encephalopathy in a young 

student due to Dapsone, treated successfully in Oct 2022
9. IDA with cutaneous markers  ς Osler Rendu Weber syndrome 

identified in in 2023
10.Endoscopic Band Ligation for auto amputation of Gastric 

Polyps  - 2023
11.Deployment of Removable Danis Ella Stent for Massive 

Esophageal Variceal   Bleeding refractory to band ligation or 
sclerotherapy   -  Feb 2024

12.Young male patient presented as GOO in Nov 2024 - Annular 
Pancreas detected in Dec 2024 and treated by 
Gastrojejunostomy 



DEPARTMENT OF NEPHROLOGY 

Double Jeopardy:  Cutaneous Mucormycosis in a Renal Transplant 
Patient Post COVID-19

Dr Radha Vijayaraghavan, Dr GB Vidhyashankari, Dr Jayasudha.K

Abstract: 
Fungal infection as a COVID-19 sequelae in Kidney Transplant 
Recipients (KTR) is scarcely reported. COVID-19 Associated 
Mucormycosis (CAM) in KTR presenting as cutaneous involvement 
is even rarer. This case report highlights this complication in a 
patient who underwent kidney transplant 17 years prior, was on 
triple immunosuppression with New Onset Diabetes After 
Transplant (NODAT) and had chronic graft dysfunction. The 
patient developed severe COVID-19 pneumonia necessitating 
parenteral steroids and developed a necrotic ulcer at the 
intravenous cannula site post-recovery. This was identified as 
Rhizopus oryzae and treated with de-escalation of 
immunosuppression, antifungals and meticulous wound 
debridement with a favourable outcome. The clinical associations 
seen in this case are unique and were not found in literature.  
This case report strives to encourage clinicians to evaluate for 
cutaneous mucormycosis in KTRs presenting in a similar clinical 
setting.

Key words: 

Kidney transplant, Cutaneous, Mucormycosis, COVID-19, 
Immunosuppression, Sequelae



Double Jeopardy:  Cutaneous Mucormycosis in a Renal 
Transplant Patient Post COVID-19

Introduction: 
Mucormycosis has become an increasingly emerging fungal 
infection in renal allograft recipients on immunosuppression. It is 
caused by opportunistic fungi of the order Mucorales. Early 
diagnosis and treatment are vital to prevent mortality. Incidence 
of mucormycosis had increased during COVID-19 pandemic, 
though the causation and association between these two are 
poorly understood.[1] A rare case of a Kidney Transplant Recipient 
(KTR) (17 years post-transplant) who developed cutaneous 
mucormycosis as post COVID-19 sequelae is reported here.

Case Report: 
A 52-year-old male, Mr. A, was admitted with fever, cough with 
mucoid expectoration for 7 days and breathlessness for 3 days. 
He had undergone ABO compatible living donor kidney transplant 
in 2005, with his mother as the donor. His native kidney disease 
was unknown and his haemodialysis vintage was 6 months. 
Injection Basiliximab was used as the induction 
immunosuppressant and Tacrolimus, Mycophenolate and 
Prednisolone were the maintenance immunosuppressants. He 
developed New Onset Diabetes after Transplant (NODAT) five 
years post-transplant and chronic graft dysfunction (serum 
creatinine of 1.5-1.8 mg/dl) ten years post-transplant.



On examination, Mr. A was breathless with mild hypoxia (88% 
SpO2 on room air) and few inspiratory crackles bilaterally. CT 
chest showed multifocal patchy central and peripheral ground 
glass opacities in all lobes. COVID-19 RT-PCR was positive. He was 
treated with nasal oxygen, supportive therapy and IV 
Dexamethasone, while mycophenolate was stopped. Tacrolimus 
dose was optimized to target trough level of around 5 ng/ml. He 
improved symptomatically and became COVID RT-PCR negative. 
However, he developed AKI on CKD with serum creatinine of 
around 3 mg/dl. 

7 days after seroconversion, Mr. A developed a blister on the right 
forearm at the IV cannula site with redness and tenderness. The 
blister broke open forming an ulcer with blackish margins shown 
in Figure 1(a). Progressive increase in slough and necrosis with 
pus discharge was noted, illustrated in Figure 1(b). Pus and tissue 
from ulcer was sent for microbiologic analysis. Wound 
debridement and empirical broad spectrum antibiotic covering 
gram positive infection were instituted. Gram stain of pus showed 
aseptate fungal hyphae depicted in Figure 1(c). KOH mount 
confirmed presence of broad aseptate hyphae while lactophenol 
cotton blue stain showed right angle branching as shown in Figure 
1(d). Evaluation to assess mucormycosis in other organ systems 
was negative. He was started on 5 mg/kg/day of injection 
Liposomal amphotericin B. Fungal culture showed dimorphic 
fungus with the species identified as Rhizopus oryzae. Oral 
posaconazole therapy was added to amphotericin, and therapy 
was given for a total period of 8 weeks. Wound debridement and 
thorough local dressing were continued. The wound completely 
healed after split-thickness skin grafting as seen in Figure 1(e).  
His serum creatinine returned to baseline values and 
mycophenolate was restarted later. 



Figure 1: (a) Ulcer with blackish margins on the right forearm. (b) 
Wound showing slough. (c) Gram stain showing aseptate fungal 
hyphae. (d) Lactophenol cotton blue stain showing right angle 
branching. (e) Healed skin after split-thickness skin grafting
Discussion: 
Mucormycosis is an angio-invasive fungal infection associated 
with high mortality, especially among immunosuppressed 
patients.[2] Cutaneous mucor has 2 clinical forms ς Primary and 
Secondary. Primary mucor is characterized by cutaneous necrotic 
lesions where the fungus is usually inoculated by trauma.  This 
form can get disseminated, if not treated early. Secondary mucor 
is a complication and extension of the rhino-orbito-cerebral 
variety with a poor prognosis. The most common clinical 
presentation of primary cutaneous mucor is induration of the skin 
with surrounding erythema which rapidly progresses to necrosis. 
The disease can present atypically as targetoid lesions, lesions 
mimicking tinea corporis, pyoderma gangrenosum leading to 
diagnostic dilemma.



Early detection can be achieved by direct KOH microscopic 
examination, observing the presence of aseptate, hyaline, 
hyphae, 5 µm wide and 20 - 50 µm long, with irregular branching 
at right angles. Fungal cultures performed on Sabouraud and 
potato dextrose agar media are positive in 72% to 89% of 
cutaneous mucor. A biopsy taken from the center of the lesion, 
including subcutaneous fat subjected to HPE and molecular 
testing is also diagnostic.

A multidisciplinary approach including extensive surgical 
debridement, antifungal therapy, correction of the underlying 
metabolic or impaired immunological status, and control of other 
concomitant infections is necessary to improve survival in 
cutaneous mucormycosis. Antifungal agent of choice is 
amphotericin B, though posaconazole and isavuconazole have 
been used in select cases.[3]

The multi-center prospective TRANSNET study reported a 
cumulative incidence of mucormycosis of 0.07% in Solid Organ 
Transplant Recipients at the end of one year.[4] A literature search 
on cutaneous mucormycosis following COVID-19 infection in KTR 
was remarkable for the paucity of cases indicating its rarity in this 
setting. A case of cutaneous mucor following cardiac transplant as 
COVID-19 sequelae has been reported. This patient developed 
cutaneous mucor 3 months post COVID-19 at the previous IABP 
insertion site. The lesion had burrowed into the thoracic cavity 
and sternal wound and patient died despite aggressive therapy.[5]  



The first two cases of COVID-19 associated mucormycosis in KTR 
were reported from Spain in 2021, one being pulmonary mucor 
and the other mucor in skeletal muscle.[6] In another case series 
reported from Chennai, all five patients had rhino-orbito-cerebral 
involvement.  All the subjects had NODAT, severe COVID-19 
pneumonia, had received injection dexamethasone and 
developed acute graft dysfunction.[7] This is in line with the risk 
factors observed in Mr. A.  In a single-center study in Ahmedabad 
on a similar population, risk factors like diabetes, level of 
immunosuppression, lymphopenia were noted.[8] Among the 
above discussed KTRs with fungal infection as COVID-19 sequelae, 
ŎǳǘŀƴŜƻǳǎ ƳǳŎƻǊƳȅŎƻǎƛǎ ǿŀǎ ƴƻǘ ƻōǎŜǊǾŜŘΣ ƳŀƪƛƴƎ aǊΦ !Ωǎ ŎŀǎŜ ŀ 
rarity.

References:
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DEPARTMENT OF RESPIRATORY MEDICINE

PULMONARY RHEUMATOID NODULE: A RARE BUT SIGNIFICANT 

MANIFESTATION IN RHEUMATOID ARTHRITIS 

DR NINU P BABU, DR THASLEEM BHANU, DR SAKTHIMURUGAN 

A 67-year-old female presented to our respiratory medicine 

outpatient department with a three-month history of dry 

cough, right-sided chest pain, and shortness of breath. She had 

previously been treated at a local health clinic with multiple 

courses of antibiotics and cough syrup, but her symptoms 

showed no improvement. The patient had a known history of 

rheumatoid arthritis, diagnosed in 2015, with an initial 

rheumatoid factor of 8 IU. Her treatment regimen at that time 

included methotrexate 10 mg weekly, hydroxychloroquine 200 

mg at bedtime, prednisolone 10 mg daily, and folic acid 5 mg 

daily. She continued this treatment until 2020, at which point 

she independently discontinued all medications.

Upon evaluation, a chest X-ray revealed a cavitary, non-

homogeneous opacity in the right upper lobe. A subsequent 

high-resolution CT (HRCT) scan of the thorax demonstrated 

cavitating consolidation with an air bronchogram in the apical 

segment of the right upper lobe and the superior segment of 

the right lower lobe, along with focal consolidation in the right 

upper lobe apical segment. Additionally, focal ground-glass 

opacities were observed in the left lower lobe and anterior 

basal segments, raising concerns for an infective etiology and 

prompting investigation for tuberculosis.



PULMONARY RHEUMATOID NODULE: A RARE BUT 
SIGNIFICANT MANIFESTATION IN RHEUMATOID ARTHRITIS 

The patient underwent bronchoscopy, and bronchoalveolar 

lavage (BAL) bacterial culture grew Enterococcus faecalis. 

However, BAL acid-fast bacilli (AFB) staining, CBNAAT, fungal 

cultures, and cytology were all negative. Antibiotic therapy was 

initiated based on the organism's sensitivity pattern, but there 

was no radiological improvement or symptomatic relief.

A repeat contrast-enhanced CT (CECT) scan revealed persistent 

patchy areas of heterogeneously enhancing consolidation in the 

apical and anterior segments of the right upper lobe and the 

superior segment of the right lower lobe. Parenchymal fibrosis 

and traction bronchiectasis were also noted in the left upper 

lobe. A PET scan showed no significant uptake.

Workup for connective tissue disorders and vasculitis revealed an 

elevated rheumatoid factor of 2386.4 IU/ml, high serum levels of 

anti-CCP antibodies (1372.77 U/ml), and a weakly positive p-

ANCA. Considering the differential diagnosesτtuberculosis, 

malignancy, rheumatoid nodule, and ANCA-associated 

vasculitisτthe patient underwent a CT-guided lung biopsy. 

Histopathological examination revealed predominantly 

necroinflammatory exudate, sparse viable lung parenchyma 

cores with dense lymphocytic infiltration, and occasional 

collections of epithelioid histiocytes. Stains for fungi, AFB, and 

CBNAAT were all negative.



PULMONARY RHEUMATOID NODULE: A RARE BUT 
SIGNIFICANT MANIFESTATION IN RHEUMATOID ARTHRITIS 

The biopsy confirmed the diagnosis of a rheumatoid nodule with 

high certainty. The patient was started on mycophenolate mofetil 

500 mg twice daily, hydroxychloroquine 200 mg at bedtime, and 

prednisone 5 mg once daily. After one month of treatment, the 

patient showed both clinical and radiological improvement.

Rheumatoid arthritis (RA) is a systemic inflammatory disorder 

that primarily causes symmetric polyarthritis, with extra-articular 

involvement being common. The lungs are one of the most 

frequently affected organs in RA, and pulmonary manifestations 

contribute to approximately 10ς20% of all deaths in RA patients. 

Pulmonary disease is observed in 60ς80% of individuals with RA 

and is one of the most common extra-articular complications.

Rheumatoid nodules are typically asymptomatic and are found in 

up to 32% of RA patients. However, cavitation of RA nodules can 

lead to more severe symptoms and pose diagnostic challenges. 

Differential diagnoses for cavitary nodules include malignancy, 

tuberculosis, and fungal infections. Over time, cavitary 

rheumatoid nodules may enlarge and cause complications such 

as hemoptysis, pneumothorax, and colonization by infectious 

pathogens. Treatment is primarily aimed at managing the 

underlying rheumatoid arthritis.



PULMONARY RHEUMATOID NODULE: A RARE BUT 
SIGNIFICANT MANIFESTATION IN RHEUMATOID ARTHRITIS 

Histopathological diagnosis is crucial in cases like this, where 
the clinical and radiological findings may overlap with several 
other conditions, such as tuberculosis, malignancy, or 
infections. The differential diagnosis for cavitary lung lesions 
can be challenging, and while imaging studies and 
microbiological cultures provide valuable clues, they may not 
always yield definitive results. In this case, the CT-guided lung 
biopsy and histopathological examination were essential for 
confirming the diagnosis of a rheumatoid nodule. Without 
histopathological confirmation, misdiagnosis could have led to 
inappropriate treatment, potentially worsening the patient's 
condition. The biopsy provided critical insights into the 
necroinflammatory nature of the lesion, helping to exclude 
other possible etiologies and ensuring the correct 
management strategy, primarily aimed at treating the 
underlying rheumatoid arthritis.



Chest xray before treatment suggestive of cavitating non 
homogenous opacity.



HRCT thorax before treatment suggestive of cavitating 

consolidation in the apical and anterior segments of the 

right upper lobe.



Chest xray post 1 month of treatment 

showing resolution



HISTOPATHOLOGICAL DIAGNOSIS IN SARCOIDOSIS: A KEY TO 

ACCURATE MANAGEMENT

DR NINU P BABU , DR SAKTHIMURUGAN 

A 34-year-old male presented to our respiratory medicine 
outpatient department with persistent dry cough, redness, and 
increased watering in both eyes. Upon detailed evaluation, 
chest CT revealed multiple variable-sized enhancing soft tissue 
nodules (>5mm) in both lungs, along with enlarged, 
heterogeneously enhancing lymph nodes in the pretracheal, 
paratracheal, bilateral hilar, prevascular, aortopulmonary, and 
subcarinal regions. The largest of these measured 3.6 x 2.3 cm 
in the subcarinal region. ACE levels were elevated. Clinical 
examination and fundoscopy confirmed pan-uveitis. A PET-CT 
was also performed, which showed metabolically active, non-
FDG avid bilateral pulmonary nodules, along with metabolically 
active bilateral hilar and mediastinal lymphadenopathy.
The patient reported a similar history of eye redness and 
increased watering two years prior. At that time, chest CT 
revealed bilateral symmetrical hilar and mediastinal 
lymphadenopathy, with the largest nodes measuring 21x12mm 
in the right hilar region and 18x12mm in the subcarinal region. 
Additionally, bilateral lung ground-glass opacities were noted. 
Serum ACE levels were within normal limits, and a 
comprehensive vasculitis workup was negative. Based on these 
findings and the clinical presentation, a presumptive diagnosis 
of sarcoidosis was made, and the patient was started on oral 
prednisolone for symptom management.



HISTOPATHOLOGICAL DIAGNOSIS IN SARCOIDOSIS: A KEY TO 
ACCURATE MANAGEMENT

The patient continued corticosteroid therapy for two years and 
initially showed clinical improvement. However, upon tapering 
the dose, he developed a recurrence of symptoms with clinico-
radiological progression, raising concerns for corticosteroid-
refractory sarcoidosis.
Given the progression of symptoms and imaging findings, the 
patient underwent Endobronchial Ultrasound (EBUS)-guided 
transbronchial needle aspiration (TBNA) of the subcarinal 
lymph node. Histopathological examination revealed non-
caseating granulomatous inflammation with negative acid-fast 
staining, confirming the diagnosis of sarcoidosis.
This case highlights the challenges of diagnosing sarcoidosis, 
particularly in its early stages, and underscores the importance 
of a thorough diagnostic workup. Sarcoidosis can mimic various 
conditions, including infections like tuberculosis, malignancies, 
and other autoimmune disorders. The clinical overlap between 
these conditions can be significant, and without 
histopathological confirmation, there is a risk of misdiagnosis. 
Additionally, the management strategies for these differential 
diagnoses are often contradictory.



HISTOPATHOLOGICAL DIAGNOSIS IN SARCOIDOSIS: A KEY TO 
ACCURATE MANAGEMENT

In this case, empirical treatment with corticosteroids was 
initiated based on the clinical suspicion of sarcoidosis, despite 
the absence of histopathological confirmation. This approach is 
often used when clinical and radiological features strongly 
suggest sarcoidosis, and other differential diagnoses have been 
excluded. However, histopathological confirmation is essential 
not only for accurate diagnosis but also for guiding the 
appropriate treatment strategy and avoiding potential harm 
from misdiagnosis.
The patient's response to prednisolone was suggestive of 
sarcoidosis, but the definitive diagnosis was only confirmed 
after EBUS TBNA. Elevated ACE levels, a known marker of 
sarcoidosis, further supported the diagnosis. Although ACE 
levels can be normal in some cases, they are often elevated in 
active disease and serve as a useful adjunct in diagnosis.
Once the diagnosis of sarcoidosis was confirmed, the patient 
was started on methotrexate and adalimumab. Methotrexate 
is commonly used in refractory cases of sarcoidosis or when 
corticosteroid-sparing therapy is needed. Adalimumab, a TNF-
alpha inhibitor, is increasingly used in managing severe or 
refractory sarcoidosis. Following treatment, the patient 
showed significant clinical improvement.



PET CT showing metabolically active bilateral hilar and 
mediastinal lymph nodes



LUNG NEUROENDOCRINE TUMOR MIMICKING PNEUMOTHORAX 

AND ASTHMA IN A YOUNG FEMALE: A CASE REPORT 

DR NINU P BABU, DR SREENATH A M 

A 32-year-old female presented to our outpatient department 

(OPD) with right-sided chest pain and sudden onset of 

breathlessness, accompanied by orthopnea over the past 3 days. 

The patient reported a history of exertional breathlessness for the 

past year, for which she had been treated with inhaled 

bronchodilators prescribed by a private doctor. Upon evaluation, 

breath sounds were absent on the right side of the thorax, and a 

chest X-ray revealed a massive right-sided pneumothorax with 

collapse of the right lung. A plain CT chest confirmed the right 

pneumothorax with passive atelectasis of the underlying lung. 

The patient was promptly admitted to the medical ICU, and an 

intercostal drainage tube (ICD) was inserted. Following the ICD 

insertion, the collapsed lung re-expanded, and the ICD was 

removed after a successful clamp trial.

The patient had a history of childhood pulmonary tuberculosis 

but no other significant medical history. After lung expansion, a 

repeat CT thorax was done to investigate the cause of the 

spontaneous pneumothorax. Imaging revealed ill-defined patchy 

areas of ground-glass opacities with centrilobular nodules in the 

right upper and middle lobes, suggesting an infective etiology. 

Additionally, multiple pleuro-parenchymal fibro-atelectatic bands 

in the right and left lower lobes were observed, indicating 

sequelae from a previous infection.



Further investigation with fiberoptic bronchoscopy showed a 
small nodule in the apical segment of the right upper lobe and in 
the left lower lobe beneath the secondary carina. Bronchial 
washing and biopsy were obtained. Bronchial washing culture and 
GeneXpert were negative. The histopathological examination 
(HPE) of the biopsy specimen was suggestive of neuroendocrine 
tumor (NET). Immunohistochemistry (IHC) was performed, which 
showed negative results for synaptophysin and chromogranin, 
with a K167 index of 1%. A consultation with medical oncologist 
recommended a DOTANOC PET-CT and MRI of the chest. The 
report showed no significant pulmonary nodule or enhancing 
lesions, though centrally located small bronchial lesions may not  
be visualized on PET-CT. The patient was referred to a surgical 
oncologist for tumor resection.

Discussion:

Neuroendocrine tumors (NETs) are a diverse group of 

malignancies originating from neuroendocrine cells, with the lung 

being the second most common site after the gastrointestinal 

tract. While these tumors can occur throughout the body, they 

are most frequently located in the thorax, particularly in the 

tracheobronchial tree and thymus. NETs are often asymptomatic, 

and many lung NETs are diagnosed incidentally or present with 

nonspecific symptoms that resemble common respiratory 

conditions, such as asthma or chronic obstructive pulmonary 

disease (COPD). Pneumothorax as a presenting symptom is rare.



Most well-differentiated lung NETs are centrally located in the 

main bronchi (10%) or lobar bronchi (75%), with the remainder 

found in the peripheral lung. Over 40% of lung NET cases are 

detected incidentally during routine chest radiography. Thoracic 

CT with contrast is the gold standard for imaging, while single-

photon emission CT (SPECT) using the 99mTc-Tektrotyd tracer 

offers enhanced sensitivity for detecting somatostatin receptors.

Bronchoscopy is a key diagnostic tool for identifying NETs, 

especially those presenting with bronchial symptoms. It is a safe 

and widely used procedure for obtaining histopathological 

diagnoses. Surgical resection remains the treatment of choice for 

localized NETs, with 5- and 10-year survival rates exceeding 90% 

after resection.

This case underscores the importance of a comprehensive 

investigation when evaluating the cause of pneumothorax, 

particularly in young patients. It also highlights the need to 

consider malignancy in such cases. Not all cases of exertional 

breathlessness should be attributed to obstructive airway 

diseases. In this case, the patient had been diagnosed with 

bronchial asthma and treated with inhaled bronchodilators for a 

year, even though NETs can present with symptoms similar to 

asthma. Therefore, it is essential to utilize all available diagnostic 

resources and adopt a thorough approach to ensure early 

diagnosis and the best possible outcomes for the patient.



Chest xray suggestive of right pneumothorax



Chest CT suggestive of right pneumothorax with passive 
atelectasis of right lung



Post ICD removal chest Xray suggestive of expanded right lung


