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Dr. Man Singh
Director General (RHS)

New Delhi. Dated 18" February, 2025

MESSAGE

[ am delighted to bless the maiden e-magazine of Association of Physicians of Railways a
platform dedicated to the Railway medical fraternity.

May this e-magazine serve as a beacon of knowledge, illuminating the paths of our doctors, and
guiding them towards excellence in patient care.

May it foster a spirit of collaboration, innovation, and continuous learning among our medical
community.

May it be a testament to the organization’s commitment to the well-being of our patients and the
advancement of medical science.

[ offer my felicitation to the editorial team for undertaking this pioneering endeavor.

May it flourish and grow, benefiting our doctors, patients, and the medical community at large.

Best wishes for success of the venture.

7

(Dr. Man Singh)

Room No. I, Fourth Floor, Railway Offices Complex (COFMOW), Tilak Bridge, New Delhi 110002.
Tel: 011-47843130 E-Mail : dgrhs@rb.railnet.gov.in



HIRd AIDBIN / GOVERNMENT OF INDIA
9 W1 / Ministry of Railways
af&or I / Southern Railway

R.N.SINGH HgMEy® H1aiad / General Manager’s Office
General Manager ¥ | Chennai - 600 003.

MESSAGE

“Association of Physician of Railways” is introducing an e-magazine for
physicians, a platform for sharing the knowledge on latest advances in
healthcare within medical community. | am happy to release the first edition of
this e-magazine today. The contents of this magazine will be a testament to
the hard work, dedication of our doctors working in the field of medicine.

| am sure that this e-magazine will turn out to be an apt forum for
sharing and dissemination of valuable experiences, latest research and
innovative practices in the medical field and help serve the best interests of
Society & Patients.

As we embark on this new chapter, | urge all of you to contribute
regularly towards enriching this magazine further.

| congratulate the Team members involved in this spec'\]al initiative.
n

(RNSingh)
Dated: 26™ Feb. 2025. General Manager

GRYN [ Tel: 044-2533 2157 E-mail : gm@sr.railnet.gov.in
Ba | Fax: 044-2533 1765
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Dr. C.M. RAVI, M.D. (Dermatology)
Park Town, Chennai - 600 003.

Principal Chief Medical Director

03.03.2025

MESSAGE

It is a matter of pride that Southern Railway is organizing RAPICON,
2025 - the Annual Conference of Physicians of Indian Railways. The two-day
Conference is being conducted by the Department of General Medicine of
Southern Railway Headquarters Hospital, Perambur, Chennai on the 7t & 8t
March, 2025,

The theme for the Conference - “Technological transformation in
Medicine - Navigating the new Frontier” has been very aptly coined as it
has got much relevance to today’s world. Recent advancement in technology
has transformed healthcare system particularly in the diagnosis and
management. Cost effective innovative treatment is going to help a long way.
Involvement of Artificial Intelligence in health care is a big boon for health
care delivery. However, there are few challenges related to data
management, data privacy and equitable access to be addressed in the
benefits of technology in healthcare.

Artificial Intelligence, Telemedicine and Electronic Health Record
are some of the vital aspects of technological transformation in the field of
medicine. The introduction of HMIS Application in Indian Railways is also a
technological transformation in health care services provided to the
beneficiaries.

The various sub-specialities of Medicine have been selected based on
the past experience and theme, which is going to benefit all the delegates
who are going to attend the conference.

I extend my greetings and best wishes to the organisers as well as to
the delegates and wish RAPICON, 2025, a grand success.

With kind regards,

(81.91.uA.3f3/Dr. C.M. Ravi)
gy &1 fafeer e

Principal Chief Medical Director

Railway : 20350, Mob. : 9003160500, 9972766501
e-mail : cmd@sr.railnet.gov.in | drcmravi50@gmail.com



MESSAGE FROM PCMD/RH/PER

DR. KALYANT SAI DHANDAPANI,
PRINCIPAL CHIEF MEDICAL
DIRECTOR,

RAILWAY HOSPITAL,
PERAMBUR.

s my great pleasure to welcome you all to RAPICON 2025, the annual conference of the Railway Association of Physicians of India, being held on March 7th and 8th at the Souther
Railway Headuarters Hospital, Chennai,

This year's theme, “Technological Transformation in Medicine - Navigating the New Frontier," is particularly relevant to our community of railway physicians. As we confinue to
serve the healtheare needs of our railway family, we must also stay abreast of the rapid technological advancements that are transforming the medical landscape.

From artfcial intelligence and machine learning to telemedicine and electronic health records, technology is revolutionizing the way we practice medicine. However,this new fronier
also presents challenges and opportunities that require careful navigation.

Our primary goal remains focused on building a robust and supportive professional medical community within Indian Railways. Collaboration, learning and networking are the comer
stones upon which we aim to construct a stronger, more cohesive healtheare ecosystem.

As we embark on this enriching journey together, | encourage all participants to engage actively, share insights generously and forge connections that will undoubtedly contribute to
our colleetive grovth,

| Through RAPICON 2025, we aim to bring together experts from across the country to share their insights and experiences on the intersection of technology and medicine. Our goal
isto equip our railway physicians with the knowledge, skills, and expertise needed to hamess the power of technology and improve patient outcomes.

Over the next two days, we will engage in thought-provoking discussions, debates, and workshops that will explore the latest trends, innovations, and best practices in medical
technology. We will also have the opportunity to network with colleagues from across the Indian Railways and share our own experiences and successes.

| would fike to extend my heartfelt gratitude to our organizing committee, speakers, and delegates for their contributions to RAPICON 2025. | am confident tat this conference wil be
a resounding success and wil inspire us all to navigate the new frontier of technological transformation in medicine, Let us make this gathering a shining tribute to our dedication
towards railway employee's health and advancement of medical expertise for our esteemed railway beneficiaries.

Let us come together to explore, leam, and grow as a community of railway physicians.

Welcome to RAPICON 2025!

Warm Regards
Dr. Xalyani Sai Dhandapani
Principal Chief Medical Director

Railway Hospital/ Perambur.
DGO/DNB (086)/ MNANS (036)
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MESSAGE

We are excited to introduce an e-magazine by the Association of Physicians of Railways,
designed to serve as a common platform for sharing the latest advancements in healthcare within
our medical community. This initiative will showcase interesting cases that we encounter during our
daily practice and highlight the newest developments in the field of medicine.

The contributions to this e-magazine will significantly enrich our knowledge-sharing efforts,
enabling us to better understand the needs of our railway workers and their beneficiaries. By
staying informed about the latest medical practices and insights, we can provide even better care
and service.

| would like to extend my heartfelt congratulations and appreciation to the team members
for their active involvement in bringing this new venture to life. Your dedication and collaboration
will undoubtedly make this e-magazine a valuable resource for all.

Dated: 28" Feb 2025.

W7

Dr. VKANNAN
MEDICAL DIRECTOR
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DR RADHA VIJAYARAGHAVAN

RAILWAY HOSPITAMERAMBUR

Message

It gives me immense pleasure to welcome the distinguished
delegatesof GRAPICONR025 - the annual national conference of
physiciansof railways Thetheme of the conferencedTechnological
Transformationn Medicine¢ Navigatinghe New Frontier€ hasbeen
carefully chosento empower the delegatesto get updated on the
latest technologicaladvancementsThe pros and cons of the rapid
advancementand relevanceto the railwaybeneficiarieswill alsobe
discussed
In todayQ fast-paced world, communicationand collaboration are
the key to stayingahead of the curve Conferencessuch as these
showcasehe latest developmentsin the medicalfield, highlightthe
achieved accomplishments,and provide a space for meaningful
dialogueamongpeers
Thecollectivemissionto improve patient care and advancemedical
knowledgeremainsat the heart of all medicalactivities With the
supportand contributionsof all the brilliant professionalswithin the
railway physician€association this conferencewill serveas a vital
resourcein helping physiciango network and collaborate My best
wishes to the railway physiciai® organisationto achieve greater
academicheightsand spreadmedicalknowledge | congratulatethe
Emagazineof southernrailway headquartershospitalin bringingout
this RAPICOMNpecialedition 202%.

\] ‘?\OJ\N\

Dr Radha Vijayaraghavan

01.03.2025

HOD OF MEDICINE& NEPHROLOGY,
ADDITIONAL CHIEF HEALTH DIRECTOR,
ORGANISING CHAIRMAN, APRCON 2025



Dr. K. MURUGANANDAM, .1nus Headquarters Hospital,
M.D. (GM), DNB (GM). Southern Railway,
Addl. CHIEF HEALTH DIRECTOR Ayanavaram,

Chennai - 600 023.
Mobile : 90031 60510

Date) 3-0%- 2025

It is my pleasure to welcome you to RAPICON 2025, the flagship
conference of the Association of Physicians of Railways. As the
Organising Secretary, I am honored to have played a role in bringing
together this esteemed gathering of healthcare professionals.

Our theme, "Technological Transformation in Medicine -
Navigating the New Frontier," reflects our commitment to embracing
innovation and harnessing technology to improve patient outcomes.
Over the next two days, we will engage in thought-provoking
discussions, debates, and workshops that will explore the latest trends,
innovations, and best practices in healthcare.

I extend my heartfelt gratitude to our esteemed guests, speakers,
delegates, and sponsors for their participation and support. Your
presence has made RAPICON 2025 a resounding success.

I also acknowledge the tireless efforts of our organising
committee, volunteers, and team members who have worked diligently
to make this conference a memorable experience.

As we navigate the new frontier of healthcare together, I hope
that RAPICON 2025 will inspire you to think differently, challenge the
status quo, and strive for excellence in all that you do.

Thank you once again for being part of RAPICON 2025.

‘ ; r
Dr.K.Muyruganan

Organising Secretary, ICON 2025



Salute to a Stalwart

My first Bypass in Indig
Padma Shri Dr. K. M. Cherian

OnJunel, 1975 just a week after returning from Sydney| resumedwork asan

adhoc medical officer at Southernrailway hospital, Perambur After completing
routine cardiac procedures,| encountereda 43-yearold railway worker, Khaja
Mohideen,who sufferedseverecoronaryartery diseasewith 99% blockagein the

left anterior descendingartery (LAD) Givenhis symptoms,| scheduledndia’'sfirst

coronaryartery bypasgyrafting (CABGlor June6.

With limited resources no cardiac catheterization lab, no proline sutures,
cardioplegiaor cold lightt we improvised We useda heartlung machinegifted

by Dr. Harry Windsor, a locallymade heat exchanger,and diathermy from the

railway workshop My team, unfamiliar with CABGjncluded drs. M. Shankaran
and Prem Kumaras assistantsdrs. KN. Reddyand T.J Cherianas perfusionists,
and Dr. KalyanSinghasthe anesthesiologistDespitethesechallengesthe surgery
proceededsmoothly,completedby 11 A.M., With the patient extubatedthe same
evening He was dischargedon the 15th postoperativeday and later retired in

goodhealth.

Despite its historic significance, my paper on this landmark surgery faced

resistanceat the 1975 conferenceof cardiothoracicsurgeonsand cardiologistsof

India Initially denied a presentationslot, it was only through the intervention of

Dr. Sujoy Roy and Dr. Senthilnathanthat | was allowed to present Dr. Roy
introduced me, stating, "the man who performedthe first CABGn this country
wasdenieda chanceto presenthispaperyesterdaylt is my proud privilegeto call

upon him today." My presentationwas met with a standingovation, markinga

turning pointin Indiancardiacsurgery
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Dr. D. Senkadhir Vendhan /DMO/
Dermatology/RH/PER
Editor -in -Chief

It is with immensepride and heartfelt gratitude that | presentto you the e-
souvenir of RAPICON2025 a multidisciplinary conference hosted at the
prestigious Southern Railway Headquarters Hospital, Perambur This
conferencestandsas a testamentto the collaborativespirit and commitment
to excellenceahat definesour institution andthe broadermedicalcommunity
Onbehalfof the entire editorial team, | extendour deepestthanksto Dr. CM.
Ravi, PCMD/SR Dr. S Kalyani, PCMD/RH/PER and Dr. V. Kannan,
MD/RH/PERor entrustinguswith the honor andresponsibilityof bringingthis
e-souvenir to life. Their guidance and encouragement have been the
cornerstoneof this endeavor

Rapicon 2025 celebrates the confluence of diverse disciplines, fostering
dialogue,innovation,and learningamongprofessionaldrom variedfields This
e-souvenir highlights the dedication and passion of the contributors,
researchers,and practitioners who continue to push the boundaries of
knowledgeandpractice

| take this opportunity to expressmy sincere thanks to the entire editorial
team, our committed contributors, and the eversupportive IT team. Your
relentlessenthusiasmgreativity,and hard work havemadethis visiona reality.
Together,we havecurateda collectionof articles,insights,and reflectionsthat
mirror the vibrancyand depth of this multidisciplinarygathering

Asyouturn throughthe pagesof this e-souvenir,l hopeit servesasa sourceof
inspiration and knowledge, reflecting the spirit of RAPICON2025 1 a
celebrationof innovation,collaboration,and progress

With warm regards,

Editor-in-Chief,

E-Magazine,

Rapicon2025

Southern Railway Headquarters Hospitéderambur
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RAPICON 2025

TECHNOLOGICAL TRANSFORMATION IN MEDICINE
NAVIGATING THE NEW FRONTIER.

Advancements in technology has transformed healthcare,
revolutionizing diagnostic strategies and management practices.
Innovation 1s a dynamic process that is greatly influenced by a close
interaction between developers and users. High-technology medical care
has been viewed both as a curse and blessing because of its capacity to
consume an ever-increasing share of resources and the wonders it works in
the diagnosis and treatment of disease. However, challenges related to data
management, cybersecurity, data privacy and equitable access must be
addressed to maximize the benefits of technology in healthcare.

The theme of this national level “Railway Association Physicians of
India Conference (RAPICON 2025) is “Technological transformation in
medicine — Navigating the new frontier”. By embracing technological
advancements, healthcare professionals can provide more efficient,
personalized, and accessible care, leading to improved patient outcomes
and enhanced healthcare delivery.

The topics in various subspecialities of medicine have been selected
based on the above theme. The deliberations strive to highlight utility of
these technological advances to Railway Beneficiaries in a cost effective
manner. The perils surrounding undue dependence on technology with
lesser utilisation of basic clinical skills and concepts is also real. Skilful
navigation through this technological maze to maximize patient outcomes
is vital and forms the foundation of precision medicine and would be
brainstormed in this national forum.




RAPICON 2025
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Chief Patron

Patron

Chief Org. Chairman

Organising Chairman

Organising Secretary

Treasurer

Scientific committee

Dr.Man Singh, DG/RHS/Railway Board

Dr.M.Ravindran, PED/Health/Railway Board
Dr.C.M.Ravi, PCMD/SR

Dr.S.Kalyani, PCMD/RH/PER

Dr.V.Kannan, MD/RH/PER
Dr.Radha Vijayaraghavan, ACHD/RH/PER

Dr.K.Muruganandam, ACHD/RH/PER

Dr.G.Arun Kumar,Sr.DMO/RH/PER

Dr.Radha Vijayaraghavan,
Dr.K.Muruganandam, Dr.G.B.Vidyashankari,
Dr.V.S.Shanthi, Dr.K.Jayasudha,
Dr.S.Ragavendra, Dr.G. Arun Kumar,
Dr.Ninu.P.Babu




RAPIGCON 2025

SCIENTIFIC PROGRAMME
07.03.2025 - DAY 1 SCHEDULE

08:00 am - 08:30 am Registration of Delegates and Breakfast

08:30 am - 08:45 am Increasing influences of technology in medicine
Pros & Cons Dr. G.B.Vidyashankari

08:45 am - 09:00 am Snooze or Lose: Managing OSA Dr.G.Arunkumar
09:00 am - 09:15 am Navigating new frontiers in Nephrology

Dr.Radha Vijayaraghavan

09:15 am - 09:30 am Heart of the Matter - What's new in Cardiology?
Dr.P. V. Thanuja

09:30 am - 10:00 am Dr Phanidhar oration — Clinical Core and
Technological Edge Dr. V. S. Shanthi

10:00 am - 10:20 am Newer nuances in Neurology - Efficacy & Safety of

Ocrelizumab for MS and treatment overview
Dr.Arun Saravanan

10:20 am - 10:35 am From Fragmented to Integrated Care - The Power
of Multiorgan Monitoring Dr.K.Jayasudha
10:35 am - 11:30 am Inauguration Ceremony

11:30 am - 11:45 am Tea Break

11:45 am - 12:15 pm RAPICON oration - One Health for all
Nephrologist perspective Dr. N.Gopalakrishnan
12:15 pm - 01:00 pm Panel discussion on IRMM update Dr.Sushma Matey,
Dr.K.Satya Babu, Dr.Radha Vijayaraghavan,
Dr.S.Senthil Kumar, Dr.Arun Saravanan

01:00 pm -01:20 pm Breathing New Life - Advances in Lung
Transplantation Dr.Soumitra Sinha Roy

01:20 pm -02:10 pm Lunch

02:10 pm - 02:30 pm Breaking Barriers in BP Control: The Latest
Advances in Hypertension Management
Dr.Dorairaj Prabakaran




RAPIGON 2025

SCIENTIFIC PROGRAMME
07.03.2025 - DAY 1 SCHEDULE

02:30 pm - 02:50 pm Shingles Prevention - Time is now
Dr.Subramanian Swaminathan

02:50 pm - 03:10 pm Prevention and palliation - Geriatric care
Dr.K.Uma Kalyani

03:10 pm - 03:30 pm Beyond the Basics: What’s new in Lipid
Management & Cardiovascular Risk Reduction
Dr.B.Vinod Kumar

03:30 pm - 03:45 pm Tea Break

03:45 pm - 04:05 pm Early Detection and Molecular Biomarker testing
for Therapeutic Prediction of Lung cancer
Dr.B.Suresh Kumar

04:05 pm - 04:25 pm HIF - PHIs for the Treatment of Anemia :

Ready or Not? Dr.Savita Gangurde

04:25 pm - 04:55 pm Game changing innovations in diabetes
management Symposium Dr.K. Muruganandam,
Dr.M.Ullaganathan, Dr.V. Muralikrishnan
04:55 pm - 05:15 pm Ventricular Premature Beats When to treat?
Dr.S.B.Gupta

05:15 pm - 05:35 pm Revolutionizing Psoriasis treatment - The

biological era Dr. Senkathirvendhan
05:35 am - 05:45 am The Smart Ward Dr. Kumaresh
05:45 pm onwards GBM - Association of Physicians of Railways

S
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RAPIGCON 2025

SCIENTIFIC PROGRAMME

08.03.2025 - DAY 2 SCHEDULE

07:30 am - 08:00 am
08:00 am - 09:00 am
09:00 am - 09:20 am
09:20 am - 09:40 am

09:40 am - 10:00 am

10:00 am - 10:20 am

10:20 am - 10:40 am
10:40 am - 11.00 am
11:00am - 11.15 am
11:15am -11:35 am

11:35am - 11:55 am
11:55 am - 12:10 pm

12:10 pm - 12:25 pm

12:25 pm - 12:40 pm

12:40 pm - 01:00 pm

01:00 pm - 01:30 pm

01:30 pm onwards

\.

Breakfast

Free paper Presentation session

Hormonal Harmony: The Key to Women’s Health
& Wellness Dr. Adlyne Reena Aseervatham
Role of Trastuzumab Deruxtecan in HER2
expressing Tumor Dr.Rejiv Rajendranath
Thriving in Menopause - Strategies for a healthy
transition Dr. S.Kalyani

New Horizons in the treatment of Adult
Transfusion dependent Beta Thalassemia Patients
Dr.Karthik Kumar

Basics of Lungs Cancer & Immunopherapy
Dr.Rejiv Rajendranath

Tea Break
The Bug Stops Here: Combating Antimicrobial
Drug Resistance Dr. Senthur Nambi

Digital Doctor - Hope or Hype? Dr.K.Satya Babu

Gut Instincts: Revolutionizing Interventional
Gastroenterology Dr.S.Raghavendra

From Diagnosis to Cure: Latest Advances in
Tuberculosis Management Dr.Ninu.P.Babu
Bond with your bones - Advances in Osteoporosis
Dr.Nazneen

New Horizons in the treatment of low risk
Myelodysplastic syndrome Dr.Anitha Ramesh
Tirzepatide - A Novel GIP/GLP1 RA

Dr. Vijayabaskar Reddy

Valedictory function & LUNCH

Rheumatology - Recent advances Dr.Ravichandran
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DEPARTMENT OF GENERAL MEDICINE
HOST ORAPICQOIR025

Live as if you were to die rrow
Learn as If you w live foraver
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DEPARTMENT OF GENERAL MEDICINE |

DISSEMINATEHDELIOIDOSISI A YOUNGVALE-
A RARBPRESENTATION
-Dr.VV SShanthi, DrMuruganandham Dr. GArun Kumar

INTRODUCTIOMelioidosisis rare infection causedby gram
negative bacterium Burkholderia pseudomallei It manifests
from asymptomatic disease to localised infection to
disseminatedinfection. It is commonlyfound in soil and fresh
water and transmitted through inoculation, inhalation,
aspiration and ingestion The major risk factors are Diabetes,
Alcoholismand underlying chronic diseases The Mortality of
the diseasas44% (disseminatediiseasec 90%) 12

CASRREPORT

A 30 yearold maletrack man by occupationknown caseof type
1 diabetesmellitus and chronicalcoholismpresentedwith High
gradeFeverwith chillsfor 5 daysand Abdominalpain with low
backpain, Bilateralkneeandanklepain.

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

A Abdomentendernesgresentoverleft hypochondriagegion

A Digital rectal examination tender prostate with areas of
fluctuation

BloodinvestigationsshowedNormaltotal countswith Anaemia
and Thrombocytopeniandderanged_LFTandRFT

. —
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DISSEMINATHRELIOIDOSIBSI A YOUNGVIALE-
A RARBPRESENTATION

CECRABDOMEN

A SPLEEN- Multiple hypodensd.esions/o ABSCESS
A PROSTATFHE-ew hypodensgoorlyenhancingesions

CT CHEST- Multiple small nodules of varying size in both
lungfieldsCEMRSPINE: PELVIS

A Lyticlesions- Bilateralsacrum

A Diffuse muscularedema involvingbilateralpyriformis,
erectorspinaeandright glutealmuscles

2D ECHQ(after 15 daysof admission)c Healedvegetationsin
Mitral valve

CULTURES

Blood culture, splenicaspiration & prostatic aspiration cultures
grew

Burkholderigpseudomallei
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MANAGEMENT:
INTENSIVIEHASE:

<

Inj Ceftazidimeavibactan? giv TDJor 2 weeks

<

Inj Meropenemlgiv TDSor 4 weeks

ERADICATION PHASE:

v TabCotrimoxazoldSBDfor 3 months
FOLLOWJP:

USCGABDOMEDMt 3 and9 months¢ Completeresolutionof

Abscess 2D ECHO After 9montide obvious vegetations
CTCHESTcompleteresolutionof nodules
DISCUSSIOAIthoughmelioidosiscanbe asymptomaticor mild,
it canalsodevelopmultiple abscessegjisseminationand sepsis
with high mortality. Thus, it may require a multidisciplinary
approachantibiotic coverageand necessaryntervention
REFERENCE:

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

2- MelioidosisReferenceManual AmericanSocietyfor
microbiology.
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DEPARTMENT OF MEDICAL GASTROENTEROLOG

NEWER MEDICAL GASTROENTEROLOGY INSIGHTS
DRSRAGAVENDRWAD,DM(MGE)SIDMOMGERH/PER

A 63 YoF,

AK/C/O Cervical squamous intraepithelial
neoplasm (s/p Vaginal Hysterectomy in April
2024),

A Type 2 diabetes, Hypertension, ILD and CKD
stage 1

A C/O - Dysphagiagrade 1 and significantweight loss (5
kgsin one month)

A No history of abdominal pain, vomiting, melena,
jaundiceor fever.

A GeneraExaminatiorg Consciouspriented,comfortable
at rest

A PICCLENegative
A SystemExaminatiorg WNL
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MRIAbdomenc (5/ 03/ 24)

Smallwell defined lesion measuring16*14mm in the distal
tail of pancreasin the inferior aspect No calcification or
necrosis No Peripancreatienflammation No ductal dilatation.
No communication with main pancreatic duct. Lesion has
signal intensity similar to splenic parenchymaon all non
contrastsequences

IMPRESSIONOr/o pancreaticaccessorgpleen/? neoplasm
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WHOLBODY¥DG@ETCISTUDY:

1 Metabolicallyactivelymphnodesin right supraclavicular,

mediastinaland hilar,axillaryupperabdomenandretro peritoneal
regions

Possibilitiesncludeg
1. Inflammatory/infective etiology
2. Lymphoproliferativelisorder

2-Honeycombingwith reticularseptal

thickeningg suggestiveffibrosinglLD
DIAGNOSIS

PANCREATIBILSOL




A Patient underwent ENDO USG +Biopsy

A 2.5x1.3cm benign node seen in statiah

A FNA obtained using2 G ultra tip needle.

A Smear sent for cytology.

A Anotherl.1cm Node seen in statioflL (AP window).
A Central arterial doppler sign positive in both nodes.




‘

1.3x1.7cmhypoechoianassseenin tail of pancreas,
similarto splenicechogenecitywith internalvascularityFNA
doneusing22 G Ultratip needle,by capillarysuctionmethod.
Smearsentfor cytology

A IMPRESSION
A MediastinalLymphadenopathyBenign
A PancreaticTailSOL - DD:SplenenculusNET
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Case 2

AT1YIF

A c/o dysphagia to both solids and liquids fioyear
A Weight losg; 5kgs inl year

A Hemetemesidollowing retchingg 2 epiodes

A Presented to ER and admitted

Underwent initial VOGD ot#tJune2024
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Repeat endoscopy on8June 2024

03/06/2024
02:11:21AM

Oesphageamanometry
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POEM PROCEDURE STEPS

e Submucosal Injection
e Use of hybrid knife to create a tunnel

e Submucosal dissection followed by
myotomy

e Closure
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8.

9.

10.
11.

‘

INSIGHTS ON THE PROCEDURES PERFORMED IN TH
DEPARTMENT OF MEDICAL GASTROENTEROLOGY
Dr Dr V.S.ShanthiMD, DM, Chief Consultant

. Upper Gl Endoscopy (UStopy ¢ 40 to 60 cases per month
. Colonoscopy 8 to 14 cases per month
. Esophageal Variceal Band Ligation (E¥YBIlip 5 cases per

month
N-Butyl Cyanoacrylate Glue Injection for Gastric Vacés$o
D cases per year

. Argon Plasma Coagulation (APC) for Portal Hypertensive

Gastropathy, Radiation proctitis etd6 to 10 cases per year

. Injection Therapy for Bleeding Gastric or Duodenal Ulgérs

to 8 cases per year

. Polypectomy for Colonic or Gastric Polgi@sto 10 cases per

year
Esophageal Stricture Dilation for corrosive strictures using
SavaryGilliard dilators

HemoclipDeployment for ulcerelated gastrointestinal
bleeding

RigiflexBalloon Dilation for Achalasia Cardia

9y R2a402LIAO weftSQa ¢dzoS tftl O
placement is not feasible
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Advanced Endoscopic Procedures

Endoscopi®ketrogradeCholangiopancreatograplfiRCHpr:

a. Biliary stone extraction via endoscopicsphincterotomy,
with or without sphincteroplasty(balloon dilation of the
papilla)prior to laparoscopicholecystectomy

. Biliarystentingwith plasticstents
Pancreatisphincterotomyandstentingwith plasticstents

o o T

. Mechanicalithotripsy for large CBDstones
e. Commonbile duct (CBD}¥tricturedilation

UncoveredSeltExpandingMetal Stent (SEMS¥or Malignant
Esophagedbtrictures

3. HemosprayApplicationfor DiffuseBleedingn GastricCancer
4.

Capsule Endoscopy, Endoscopic Ultrasound (EUS) and
Enteroscopy¢ Organized in government institutions for
selectedcaseslike unidenfied Gl blood loss, pancreaticcyst,
CrohrQdiseasestc
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Interestingcases

1. Argon PlasmaCoagulation(APC)for actively bleeding Portal

HypertensiveGastropathy,Radiationproctitis etc since2003

RigiflexBalloonDilationfor AchalasiaCardiasince2004

Glueinjectionfor largeintragastricvarices- first casein 2004

Endoscopidviucosal Resection(EMR)for flat adenomawith

dysplasian ascendingcolon- 2012

Seriesof ERCPsince2018

Fully CoveredSelfExpandingMetal Stent (FcSEMSdeployed

for BenignBiliaryStricturein 2018

7. Hypertransaminasemian a cardiacpt ¢ Rarecausec Coeliac
diseasaletectedin Feb2021

8. Dress syndrome with hepatic encephalopathyin a young
studentdueto Dapsonetreated successfullyn Oct2022

9. IDAwith cutaneousmarkers ¢ OslerRenduWebersyndrome
identifiedinin 2023

10.EndoscopicBand Ligation for auto amputation of Gastric
Polyps- 2023

11.Deployment of Removable Danis Ella Stent for Massive
EsophageaVariceal Bleedingrefractory to band ligation or
sclerotherapy - Feb2024

12.Youngmale patient presentedas GOOIn Nov 2024 - Annular
Pancreas detected in Dec 2024 and treated by
Gastrojejunostomy

W
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Double Jeopardy: Cutaneous Mucormycosis in a Renal Transple
Patient Post COVHD9

DEPARTMENT OF NEPHROLOGY

Dr Radha Vijayaraghavan, Dr GBdhyashankarj DrJayasudha.K

Abstract:

Fungal infection as a COVIBsequelae in Kidney Transplant
Recipients (KTR) is scarcely reported. CQ9Wssociated
Mucormycosis (CAM) in KTR presenting as cutaneous involvem
IS even rarer. This case report highlights this complication in a
patient who underwent kidney transpladf7 years prior, was on
triple immunosuppression with New Onset Diabetes After
Transplant (NODAT) and had chronic graft dysfunction. The
patient developed severe COVID pneumonia necessitating
parenteral steroids and developed a necrotic ulcer at the
intravenous cannula site pesecovery. This was identified as
Rhizopus oryzaand treated with deescalation of
Immunosuppression, antifungals and meticulous wound
debridement with &avourableoutcome. 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, CE1\9|D
Immunosuppression, Sequelae

.
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Double Jeopardy: Cutaneous Mucormycosis in a Renal
Transplant Patient Post CO\HI®
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Introduction:

Mucormycosis has become an increasingly emerging fungal
infection in renal allograft recipients on immunosuppression. It is
caused by opportunistic fungi of the ordklucorales Early
diagnosis and treatment are vital to prevent mortality. Incidence
of mucormycosis had increased during COlApandemic,

though the causation and association between these two are
poorly understood!! A rare case of a Kidney Transplant Recipien
(KTR) (17 years pesansplant) who developed cutaneous
mucormycosis as post COVIBD sequelae is reported here.

Case Report:

A 52yearold 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 transpla
In 2005, with his mother as the donor. His native kidney disease
was unknown and hisgaemodialysiyvintage was 6 months.
InjectionBasiliximalwas used as the induction
Immunosuppressant and Tacrolimus, Mycophenolate and
Prednisolone were the maintenance immunosuppressants. He
developed New Onset Diabetes after Transplant (NODAT) five
years postransplant and chronic graft dysfunction (serum
creatinine of 1.51.8 mg/dl) ten years podtransplant.
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On examination,Mr. A was breathlesswith mild hypoxia (88%
Sp@ on room air) and few inspiratory cracklesbilaterally CT
chest showed multifocal patchy central and peripheral ground
glassopacitiesin all lobes COVIBEL9 RFPCRwvaspositive Hewas
treated with nasal oxygen, supportive therapy and IV
Dexamethasonewhile mycophenolatewas stopped Tacrolimus
dosewasoptimizedto target trough level of around5 ng/ml. He
improved symptomaticallyand became COVIDRFPCRnegative

However, he developed AKI on CKDwith serum creatinine of

around3 mg/dl.

7 daysafter seroconversioniMr. A developeda blister on the right

forearm at the IV cannulasite with rednessand tenderness The
blister broke open forming an ulcer with blackishmarginsshown
iIn Figure 1(a). Progressivancreasein sloughand necrosiswith

pusdischargewvasnoted, illustrated in Figurel(b). Pusandtissue
from ulcer was sent for microbiologic analysis Wound
debridement and empirical broad spectrum antibiotic covering
grampositiveinfection were instituted. Gramstainof pusshowed
aseptate fungal hyphae depicted in Figure 1(c). KOH mount

confirmed presenceof broad aseptatehyphaewhile lactophenol
cotton blue stainshowedright anglebranchingasshownin Figure
1(d). Evaluationto assesanucormycosign 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 speciesidentified as Rhizopusoryzae Oral
posaconazoldgherapy was added to amphotericin,and therapy
wasgivenfor a total period of 8 weeks Wounddebridementand
thorough local dressingwere continued The wound completely
healed after split-thicknessskin grafting as seenin Figure1(e).

His serum creatinine returned to baseline values and
mycophenolatevasrestartedlater.




Figure 1: (a) Ulcer with blackish margins on the right forearm. (
Wound showing slough. (c) Gram stain showing aseptate funge
hyphae. (d) Lactophenol cotton blue stain showing right angle
branching. (e) Healed skin after sythickness skin grafting
Discussion:

Mucormycosis is an angiovasive fungal infection associated
with high mortality, especially among immunosuppressed
patients!?l Cutaneous mucdnas 2 clinical formg Primary and
Secondary. Primary mucor is characterized by cutaneous necrc
lesions where the fungus is usually inoculated by trauma. This
form can get disseminated, if not treated eafhgcondary mucor
Is a complication and extension of the rnarbito-cerebral

variety with a poor prognosis. The most common clinical
presentation of primary cutaneous mucor is induration of the sk
with surrounding erythema which rapidly progresses to necrosi
The disease can present atypically as targetoid lesions, lesions
mimicking tinea corporis, pyoderma gangrenosum leading to
diagnostic dilemma.
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Early detection can be achieved by direct KOH microscopic
examination, observing the presence of aseptate, hyaline,
hyphae,5 um wide and 20 - 50 um long, with irregularbranching
at right angles Fungalcultures performed on Sabouraudand
potato dextrose agar media are positive in 72% to 89% of
cutaneousmucot A biopsytaken from the center of the lesion,
iIncluding subcutaneousfat subjected to HPE and molecular
testingis alsodiagnostic

A multidisciplinary approach including extensive surgical
debridement, antifungal therapy, correction of the underlying
metabolicor impairedimmunologicalstatus,and control of other
concomitant infections is necessaryto improve survival in
cutaneous mucormycosis Antifungal agent of choice is
amphotericin B, though posaconazoleand isavuconazolehave
beenusedin selectcased?

The multi-center prospective TRANSNETstudy reported a
cumulative incidenceof mucormycosisof 0.07% in Solid Organ
TransplantRecipientsat the end of one yeat!¥ A literature search
on cutaneousmucormycosidollowing COVIEL9 infectionin KTR
wasremarkablefor the paucityof caseandicatingits rarity in this
setting A caseof cutaneousmucorfollowingcardiactransplantas
COVIBEL9 sequelaehas been reported. This patient developed
cutaneousmucor 3 months post COVIBEL9 at the previouslABP
Insertion site. The lesion had burrowed into the thoracic cavity
andsternalwoundand patient died despiteaggressiveéherapy!®
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The first two cases of COVID associated mucormycosis in KTR
were reported from Spain in 2021, one being pulmonary mucor
and the other mucor in skeletal musdfeln another case series
reported from Chennai, all five patients had rhoito-cerebral
iInvolvement. All the subjects had NODAT, severe GO¥ID
pneumonia, had received injection dexamethasone and
developed acute graft dysfunctidA.This is in line with the risk
factors observed in Mr. A. In a singlenter study in Ahmedabad
on a similar population, risk factors like diabetes, level of
immunosuppression, lymphopenia were notédAmong the

above discussed KTRs with fungal infection as GO8/#aquelae,

Odzii yS2dza YdzO2NX¥eO2aAra ¢l a y:

rarity.
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PULMONARY RHEUMATOID NODULE: A RARE BUT SIGNIF]
MANIFESTATION IN RHEUMATOID ARTHRITIS
DR NINU P BABU, DR THASLEEM BHANU, DR SAKTHIMURL

DEPARTMENT OF RESPIRATORY MEDICINE

A 67-yearold female presentedto our respiratory medicine
outpatient department with a three-month history of dry
cough,right-sidedchestpain,and shortnessof breath. Shehad
previouslybeen treated at a local health clinic with multiple
coursesof antibiotics and cough syrup, but her symptoms
showedno improvement The patient had a known history of
rheumatoid arthritis, diagnosed in 2015 with an initial
rheumatoidfactor of 8 |U. Hertreatment regimenat that time
Includedmethotrexate 10 mg weekly,hydroxychloroquine200
mg at bedtime, prednisolonel0 mg daily, and folic acid5 mg
daily. Shecontinuedthis treatment until 2020, at which point
sheindependentlydiscontinuedall medications

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

homogeneousopacity in the right upper lobe. A subsequent
high-resolution CT (HRCT)can of the thorax demonstrated
cavitatingconsolidationwith an air bronchogramin the apical
segmentof the right upper lobe and the superiorsegmentof

the right lower lobe, alongwith focal consolidationin the right

upper lobe apical segment Additionally, focal groundglass
opacitieswere observedin the left lower lobe and anterior

basalsegments raisingconcernsfor an infective etiology and

promptinginvestigationfor tuberculosis
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PULMONARY RHEUMATOID NODULE: A RARE BUT
SIGNIFICANT MANIFESTATION IN RHEUMATOID ARTHRI

The patient underwent bronchoscopy, and bronchoalveolar
lavage (BAL) bacterial culture grew Enterococcusfaecalis
However, BAL acidfast bacilli (AFB)staining, CBNAAT fungal
cultures, and cytologywere all negative Antibiotic therapy was
initiated basedon the organism'ssensitivity pattern, but there
wasno radiologicaimprovementor symptomaticrelief.

A repeat contrastenhancedCT (CECT¥canrevealedpersistent
patchy areasof heterogeneouslyenhancingconsolidationin the
apical and anterior segmentsof the right upper lobe and the
superior segmentof the right lower lobe. Parenchymalfibrosis
and traction bronchiectasiswere also noted in the left upper
lobe. A PETscanshowedno significantuptake

Workupfor connectivetissuedisordersandvasculitisrevealedan
elevatedrheumatoidfactor of 23864 IU/ml, high serumlevelsof
anti-CCPantibodies (137277 U/ml), and a weakly positive p-
ANCA Considering the differential diagnoses tuberculosis,
malignancy, rheumatoid nodule, and ANCAassociated
vasculitis the patient underwent a CTFguided lung biopsy.
Histopathological examination revealed predominantly
necroinflammatory exudate, sparse viable lung parenchyma
cores with dense lymphocytic infiltration, and occasional
collectionsof epithelioid histiocytes Stainsfor fungi, AFB,and
CBNAAWere all negative
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PULMONARY RHEUMATOID NODULE: A RARE BUT
SIGNIFICANT MANIFESTATION IN RHEUMATOID ARTHRI

Thebiopsyconfirmedthe diagnosisof a rheumatoid nodule with
high certainty. Thepatient wasstarted on mycophenolatemofetil
500 mg twice daily, hydroxychloroquine200 mg at bedtime, and
prednisone5 mg once daily. After one month of treatment, the
patient showedboth clinicalandradiologicaimprovement

Rheumatoidarthritis (RA)Is a systemicinflammatory disorder
that primarily causessymmetricpolyarthritis, with extra-articular
involvement being common The lungs are one of the most
frequently affected organsin RA,and pulmonary manifestations
contribute to approximatelyl0¢20% of all deathsin RApatients

Pulmonarydiseaseis observedin 60¢80% of individualswith RA
andis one of the mostcommonextra-articularcomplications

Rheumatoidnodulesare typicallyasymptomaticand are found in

up to 32% of RApatients However,cavitationof RAnodulescan
lead to more severesymptomsand pose diagnosticchallenges
Differential diagnosesfor cavitary nodules include malignancy,
tuberculosis, and fungal infections Over time, cavitary
rheumatoid nodulesmay enlargeand causecomplicationssuch
as hemoptysis pneumothorax, and colonization by infectious
pathogens Treatment is primarily aimed at managing the

underlyingrheumatoidarthritis.
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PULMONARY RHEUMATOID NODULE: A RARE BUT
SIGNIFICANT MANIFESTATION IN RHEUMATOID ARTHRI

Histopathologicaldiagnosisis crucialin caseslike this, where
the clinicaland radiologicalfindings may overlap with several
other conditions, such as tuberculosis, malignancy, or
Infections The differential diagnosisfor cavitary lung lesions
can be challenging, and while imaging studies and
microbiologicalcultures provide valuableclues,they may not
alwaysyield definitive results In this case,the CFguidedlung
biopsy and histopathologicalexamination were essentialfor
confirming the diagnosisof a rheumatoid nodule Without
histopathologicakonfirmation, misdiagnosisould haveled to
Inappropriate treatment, potentially worseningthe 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
underlyingrheumatoidarthritis.
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Chestxray before treatment suggestive of cavitating non
homogenous opacity.
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HRCT thorax before treatment suggestive of cavitating
consolidation in the apical and anterior segments of the
right upper lobe.
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Chestxray post 1 month of treatment
showinq resolution
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HISTOPATHOLOGICAL DIAGNOSIS IN SARCOIDOSIS: AKI
ACCURATE MANAGEMENT
DR NINU P BABUDR SAKTHIMURUGAN

A 34-yearold male presented to our respiratory medicine
outpatient departmentwith persistentdry cough,rednessand

Increasedwatering in both eyes Upon detailed evaluation,
chestCTrevealedmultiple variablesizedenhancingsoft tissue
nodules (>5mm) in both lungs, along with enlarged,
heterogeneouslyenhancinglymph nodes in the pretracheal

paratracheal,bilateral hilar, prevascularaortopulmonary,and

subcarinakegions Thelargestof thesemeasured3.6 x 2.3 cm

In the subcarinalregion ACElevels were elevated Clinical
examinationand fundoscopyconfirmed panuveitis A PETCT
was also performed, which showed metabolicallyactive, non-

FDGavid bilateral pulmonarynodules,alongwith metabolically
activebilateral hilar and mediastinalymphadenopathy

The patient reported a similar history of eye rednessand

increasedwatering two years prior. At that time, chest CT
revealed bilateral symmetrical hilar and mediastinal
lymphadenopathywith the largestnodesmeasuring21x12mm

in the right hilar regionand 18x12mm in the subcarinakegion

Additionally, bilateral lung groundglassopacitieswere noted.

Serum ACE levels were within normal limits, and a

comprehensivevasculitisworkup wasnegative Basedon these
findingsand the clinicalpresentation,a presumptivediagnosis
of sarcoidosisvas made, and the patient was started on oral

prednisolonefor symptommanagement
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HISTOPATHOLOGICAL DIAGNOSIS IN SARCOIDOSIS: AKI
ACCURATE MANAGEMENT

Thepatient continuedcorticosteroidtherapyfor two yearsand
initially showedclinicalimprovement However,upon tapering
the dose,he developeda recurrenceof symptomswith clinico
radiological progression,raising concernsfor corticosteroid
refractorysarcoidosis

Giventhe progressionof symptomsand imagingfindings,the
patient underwent EndobronchialUltrasound (EBUSyuided
transbronchial needle aspiration (TBNA) of the subcarinal
lymph node. Histopathological examination revealed non-
caseatinggranulomatousinflammationwith negativeacidfast
staining,confirmingthe diagnosisof sarcoidosis

This casehighlightsthe challengesof diagnosingsarcoidosis,
particularlyin its early stagesand underscoreghe importance
of athoroughdiagnostiovorkup. Sarcoidosisanmimicvarious
conditions,includinginfectionslike tuberculosismalignancies,
and other autoimmunedisorders Theclinicaloverlapbetween
these conditions can be significant, and without
histopathologicalkconfirmation, there is a risk of misdiagnosis
Additionally,the managementstrategiesfor these differential
diagnosesre often contradictory
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HISTOPATHOLOGICAL DIAGNOSIS IN SARCOIDOSIS: AKI
ACCURATE MANAGEMENT

In this case, empirical treatment with corticosteroids was
initiated basedon the clinicalsuspicionof sarcoidosisgdespite
the absenceof histopathologicatonfirmation Thisapproachis
often used when clinical and radiological features strongly
suggestsarcoidosisand other differential diagnosediavebeen
excluded However,histopathologicalconfirmation is essential
not only for accurate diagnosisbut 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 diagnosiswas only confirmed
after EBUSTBNA Elevated ACElevels, a known marker of
sarcoidosis,further supported the diagnosis Although ACE
levelscanbe normalin somecasesthey are often elevatedin
activediseaseandserveasa usefuladjunctin diagnosis
Oncethe diagnosisof sarcoidosisvas confirmed, the patient
was started on methotrexate and adalimumab Methotrexate
IS commonlyused in refractory casesof sarcoidosisor when
corticosteroidsparingtherapy is needed Adalimumab,a TNF
alpha inhibitor, is increasinglyused in managingsevere or
refractory sarcoidosis Following treatment, the patient
showedsignificantclinicalimprovement

.




PET CT showing metabolically active bilateral hilar and
mediastinal lymph nodes




'EUNG NEUROENDOCRINE TUMOR MIMICKING PNEUMOI.
AND ASTHMA IN A YOUNG FEMALE: A CASE REPORT
DR NINU P BABU, DR SREENATH A M

A 32yearold female presented to our outpatient department
(OPD) with righsided chest pain and sudden onset of
breathlessness, accompanied dmthopneaover the past 3 days.
The patient reported a history of exertional breathlessness for th
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 Xray revealed a massive rightded 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 f&xpanded, 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 revealedldfined patchy
areas of groundylass opacities with centrilobular nodules in the
right upper and middle lobes, suggesting an infecéielogy.
Additionally, multiple pleurgparenchymal fibreatelectatic bands
In the right and left lower lobes were observed, indicating
sequelae from a previous infection.
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Further investigation witliberoptic 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 at
GeneXpert were negative. The histopathological examination
(HPE) of the biopsy specimen was suggestive of neuroendocrin
tumor (NET). Immunohistochemistry (IHC) was performed, whicl
showed negative results for synaptophysin and chromogranin,
with a KL67index of1%. A consultation with medical oncologist
recommended a DOTANOC REITand 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 PEIJT. The patient was referred to a surgical
oncologist fortumor resection.

Discussion;

Neuroendocringumors (NETS) are a diverse group of
malignancies originating from neuroendocrine cells, with the [uni
being the second most common site after the gastrointestinal
tract. While thesdumorscan 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 rar
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Most welldifferentiated 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 99ekKicotyd 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 fc
localized NETSs, with- &nd 1Qyear 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 diagnosti
resources and adopt a thorough approach to ensure early
diagnosis and the best possible outcomes for the patient.
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Chestxray suggestive of right pneumothorax




o o

Chest CT suggestive of right pneumothorax with passive
atelectasis of right lung
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Post ICD remaoval chest Xray suggestive of expanded right lung




