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BOLLYWOOD
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FEEL THE DRAMA AND VIBES
OF BOLLYWOOD WITH MUSIC
AND MASTI

"R WALK

WALKING IN STYLE AND
FLAUNTING A
FASHIONABLE LOOK

SUKH SAGAR
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TREASURE
HUNT

EXPLORE OUR CAMPUS,
MEET FELLOW STUDENTS
CONNECT AND GROW

=il
=

2




THIRD DAY
SN SN\ W e e
— NG SN IEE

/‘, A i :' i i .""\
, “5—/1 q! /i A Vi =3

“*\ \ *\‘\\\
" ] 3 = o \ I\
= \

THE BAND

R N

JUNE VIVEK SAMTANI

NEUR. NIGHT







-

/ /

S
.
-
o
&
O
>
2
o
o
i
e,
=
O
>
o
i

%

23




5
¥
Al Y g K
NI e

nos L8
4 ey

&

’

1

fw

NG
§

I

’ "f‘s“‘h' 550 -_\‘ 1
Sl

P




e
e
E=
———

-

[—

S

i
-2
W
-———

J













D) guamieew / /4

MELIOIDOSIS:
THE

“GREAT MIMICKER”

OF
ALL TIMES!

Melioidosis 1s a potentially fatal
life-threatening infection caused by B.
pseudomallei, the soil-dwelling Gram-
negative bacilli. The pathogen is listed as a
Tier 1 select agent by the Centers for
Disease Control (CDC), since it can be
aerosolized and misused as bioweapon.

B. pseudomallei is found around the
globe-spanning tropical and subtropical
regions, with hotspots in Southeast Asia
(predominantly in northeastern Thailand)
and northern Australia. Currently, the
number of estimated melioidosis cases is
around 1,65,000 cases and 89,000 deaths
per year. The highest burden of the disease
was predicted for India with about 52,000
cases and 31,425 deaths annually. Of late,
increasing numbers of cases are being
reported from different parts of India
including Maharashtra, Odisha, Kerala,
Karnataka, Tamil Nadu and Puducherry
that highlights the importance of this

emerging disease in our country.

B. pseudomallei inhabits the

rhizosphere, moist soil, surface water
and ground water. It is frequently found
in muddy water and damp soil. The

presence of B. pseudomallei is deeply

associated with high rainfall and wide
range of temperature (37 - 42°C). This
resilient bacterium can survive under a

. . DR. SRUTHI RAJ
Wlde temperature range 1n extreme M.Sc., Ph.D. (Medical Microbiology)

Assistant professor
Department of Microbiology

conditions with prolonged nutrient
deficiency (even in distilled water for 16 years) and dehydration.
Although B. pseudomallei is widely distributed in the
environment, a few favourable survival factors include tropical
latitudes 20°N and 20°S, ideal temperatures of 24 to 32°C and a soil
moisture content of >40%, which allows organisms to survive in
the soil for more than 2 years, in comparison to only 30 days in dry
soil, without water content.

During heavy rains, B. pseudomallei moves from the
deeper soil layers to the surface with the rising water table.
Contaminated water thus serves as a vehicle to spread melioidosis
in otherwise naive areas and populations. The number of
melioidosis cases spikes during the wet and cooler months
apparently for the reason that the exposure to environmental B.
pseudomallei 1s highest during this period. Not just the number of
cases, but also greater severity has been associated with the
monsoon season. The probable reason for this has been explained
by a greater inoculum or inhalation leading to pneumonia and
sepsis.

B. pseudomallei from the soil and surface water can enter the
human host via percutaneous inoculation and inhalation or
aspiration of contaminated water droplets. Ingestion is the other
known route of transmission of this organism. Numerous
virulence factors such as surface polysaccharides, secretion
systems, flagella, secreted proteins, Quorum-Sensing (QS) and
morphotype switching are involved in the pathogenesis of B.

pseudomallei. These individual factors contribute to a majorrole
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in virulence. Risk factors for melioidosis are age above 45 years, male sex, diabetes mellitus, alcoholism, liver
disease, chronic lung and kidney disease, thalassaemia and immunosuppression.

Melioidosis presents with protean clinical manifestations, ranging from mild localized infection to acute
septicaecmia with multiple organ failure. It is categorised as acute (symptoms present for less than 2 months) or
chronic (symptoms present for more than 2 months) and may be fulminant or indolent. Skin and soft tissue
infections are not uncommon. Bacteremia is present in more than half of the patients presenting acutely.
Pneumonia mimicking tuberculosis is the primary manifestation in acute presentation whereas and nonhealing
skin ulcers or abscesses are more common in chronic form. Other nonspecific manifestations include the
involvement of joints and bones resulting in septic arthritis and osteomyelitis. Neuromelioidosis is a rare
manifestation that can also occur in the absence of risk factors. The mortality rates of melioidosis can be as high as
70%.

B. pseudomallei can remain latent for several years until activated by immunosuppression or other host
stress responses. The reported period of latency ranges from 18 years to 62 years. Following exposure, cases of
melioidosis continued to occur among the veterans of the Vietnam war for 29 years. Because of this unusual
ability of B. pseudomallei to remain latent and manifest disease several years later, the organism is also named as
'Vietnamese Time Bomb'.

Melioidosis known as the great mimicker, with the absence of specific clinical symptoms is a particularly
difficult disease to diagnose. The burden of melioidosis is largely hidden and masked owing to the lack of

suspicion among clinicians and laboratory staff in the rural settings. Culture remains the gold standard for

laboratory diagnosis but can take up to seven days for confirmation. Moreover, due to the slow growth of B.

pseudomallei and the outgrowth of other microbes in samples with polymicrobial flora, B. pseudomallei is poorly
isolated from clinical specimens and can be discarded as a contaminant in nonendemic areas.

Melioidosis is diagnosed by isolation of B. pseudomallei from any clinical specimen since it is never a part
of normal flora. Since the most common clinical manifestation is bacteremia, blood cultures are the most
important sample. Pus from patients with abscesses and respiratory samples such as sputum, endotracheal
aspirate and bronchoalveolar lavage from pneumonia patients are the other important samples for successful
culture.

Growth of B. pseudomallei is slow initially and appears as pinpoint colonies on most routine culture

media. Presumptive indication is by Gram stain. The central accumulation of polyhydroxybutyrate (PHB)
granules does not retain the stain and give the bacillus a safety pin appearance.
Identification is based on the following characteristic features: Motile Gram-negative bacilli with bipolar
staining, greyish white colonies with metallic sheen on 5% sheep blood agar (Fig.1) and wrinkled pink coloured
colonies on MacConkey agar (Fig.2), oxidase positive, oxidative utilization of lactose, arginine dihydrolase
positive and lysine decarboxylase negative.

The use of selective media (Ashdown's media) is recommended to enhance recovery from non-sterile
specimens such as respiratory secretions and rectal and wound swabs. Pre-enrichment in selective broth followed

by subculture on Ashdown's agar (Fig.3) helps to improve the isolation rates of B. pseudomallei from specimens
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containing normal bacterial flora.

Misidentification of B. pseudomallei with standard biochemical tests and kit-based identification methods
are common. Hence, use of multiple methods 1s recommended to confirm the identity of B. pseudomallei. The
Melioidosis detect-lateral flow assay for detection of capsular polysaccharide of B. pseudomallei from various
sample types has good sensitivity and specificity. Diagnostic supremacy of molecular approach over
conventional culture was established with the use of PCR targeting a Type 11l secretion system gene cluster
(TTS1).

The Matrix-assisted laser desorption ionization-time of flight mass spectrometry (MALDITOF MS)
instruments approved for clinical use are the Bruker Microflex Biotyper (Bruker Daltonik GmbH, Bremen,
Germany) and bioMérieux Vitek MS (bioMérieux, Marcyl'Etoile, France). However, their standard diagnostic
database does not include the reference spectra for the identification of B. pseudomallei. Moreover, the main
disadvantage is the requirement for inactivation of the organism. Therefore, Vitek 2 system is most reliable with
the colorimetric-based GN cards. Moreover, it is rapid and accurate with a set of representative biochemical
reactions for B. pseudomallei.

B. pseudomallei is intrinsically resistant to many antibiotics. There is no vaccine available to date. Timely
diagnosis and prompt initiation of antimicrobial treatment are crucial for reducing the mortality rate. The
treatment for melioidosis is carried out in two phases — initial intensive phase and eradication phase. The drug of
choice during intensive phase is meropenem (25 mg/kg up to 1g) intravenous every 8 hours or ceftazidime (50
mg/kg up to 2g) intravenous every 8 hours for at least 2 weeks. Eradication phase with a duration of 3 to 6 months
aims to kill any residual bacteria and minimizes the risk of relapse. Double strength cotrimoxazole (160 mg
trimethoprim - 800 mg sulfamethoxazole) twice a day or doxycycline (100mg) twice a day alone or in
combination are administered during the eradication phase. Although cotrimoxazole is the preferred drug for the

eradication phase, doxycycline is used in cases with renal dysfunction or in patients allergic to cotrimoxazole.

Not all melioidosis cases necessarily need parenteral therapy. Mild, localized infections can be treated with oral

therapy alone. Melioidosis can have relapses (due to reactivation of the original infecting strain), especially if

not treated for the entire course.

Figure 1: Colonies of B. pseudomallei Figure 2: Pink colonies of B. pseudomallei Figure 3: Colonies of B. pseudomallei on
on 5% sheep blood agar on MacConkey agar Ashdowns agar

ssssans sssssnse sssssse




 Ekmsy/

Y

SUCCESSFUL SURGERY OF A COMPLEX AND
MASSIVE LYMPHATIC MALFORMATION OF NACK
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Team involved:-

1. Surgeons- Dr Kavneet Khanna,
Dr. Punit Singh dikhit

2. Anesthesiologist - Dr. Sharad chandrika

3. Pathologist - Dr. Ankita agrawal

Preoperative picture 1

Preoperative picture 2

Planned incision

Tumor exposed

Excised specimen

Final tumor bedBP- brachial plexus

SCM- sternocleidomastoid
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A 29 year old lady presented to the OPD of
maxillofacial head neck surgery department from
a nearby rural region with complaint of swelling
over posterior triangle of neck and shoulder since
20 years. She has consulted various hospitals and
surgical centres but with no avail to treatment in
view of the critical location of the tumor and
secondly due to financial constraints.After
preliminary workup and investigations a
diagnosis of lymphatic malformation was made
and the patient was planned for surgery and
informed about the associated risks and
morbidities due to proximity of neurovascular
structures. A vertical drop neck incision was taken
and entire tumor was dissected meticulously from
the posterior aspect of carotid sheath and removed
in toto while preserving brachial plexus and
phrenic nerve. Spinal accessory nerve was
sacrificed as it was passing through the tumor.
Postoperative period was uneventful and patient
was discharged on postoperative day 5.

Final hpr was suggestive of lymphangioma with

an intact capsule.




PATHOLOGICAL GAMBLING
(GAMBLING DISORDER) - AN OVERVIEW

Gambling disorder is recognized in
the diagnostic and statistical manual of
mental disorders (DSM-5) as a psychiatric
disorder of an non substance related
category.’ Pathological gambling (PG) is
marked by an intense urge, loss of control
over gambling behaviour, which is persistent
and maladaptive and causes an individual to
engage in frequent and repeated episodes of
gambling despite serious adverse
consequences.”’ Though Pathological
Gambling may be construed by some as just a
form of entertainment or a stress buster, but
for many it becomes chronic condition
resulting in the development of a pattern of
gambling that is characterized by a lack of
self-control, constant cravings, “chasing of
losses”, financial debt, mental stress and
illegal acts.” PG affects an individual's day-
to-day functioning and causes significant
psychological distress and is characterized by
persistent gambling, constantly increasing
financial debt, family and social difficulties,
employment problems and legal issues finally
leading to suicidal ideation." The prevalence
of Pathological Gambling around the world is
not known but a meta-analysis of 119
prevalence surveys conducted by Shaffer et al
n 1999, indicated that lifetime prevalence of
Pathological Gambling to be approximately

[51

1.8% in the adult population.

However, some recent studies highlighted a /T\
significantly higher rate of pathological (’(‘.‘
gambling among online gamblers as| Taes
compared to traditional gambling, with rates ) W«
R

ashighas 13%."

Risk Factors: The various risk factors Baiiisie b

MD (Psychiatry) , AFMC, Pune

associated with Pathological Gambling Sl

include male sex, being single, divorced or separated, the
presence of stressful life events, emotional, physical and
psychological health problems and poor financial stability."”
Comorbid conditions: Pathological gambling has been
associated with a number of comorbid conditions such as
substance abuse disorders, depressive disorders, obsessive-
compulsive disorders, attention-deficit and anxiety disorders."
Model of causation: A biopsychosocial model of causation is
proposed. Biological factors such as right-dominant brain
activation and involvement of multiple neurotransmitter system
(norepinephrine, serotonin, dopamine, opioid and glutamate).
Disturbances in cognitive domains like cognitive control,
decision-making, reward/loss and “near-miss” processing, delay
and probabilistic discounting, reversal learning, learning and
risk-taking. Psychological risk factors involved such as negative
emotions, motor impulsivity, gambler's fallacy and gambling
self efficacy and the role of *variable ratio schedule of
reinforcement”. Social factors like availability of gambling
platforms.”™ "

Treatment: Patients responded well to treatment with an SSRI
and a short course of benzodiazepines along with
psychotherapy, problem solving, improving coping skills and
other supportive measures. Other modalities of treatment
include cognitive behavioural therapy, gamblers anonymous,

psychodynamic treatments, marital and family counselling.""
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Conclusion: The widespread availability of online platforms for gambling and the covert advertising associated

with it has led to involvement of the previously shielded strata of our community. The digitalisation and ease of

transactions of money through online websites and mobile apps have led to increased participation and awareness

about online gambling. The Government and society as a whole need to identify this affliction and take necessary

actions to curtail the growth of this industry.
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KNOW YOUR ANTIBIOTICS & WHAT HAPPENS IF
YOU MISUSE THEM

Antimicrobial Resistance

Introduction . . : . . .
Microorganisms that cause infections have devised mechanisms

Antibiotics are antimicrobial agents or

by which they are able to evade the action of

medicines used to fight organisms that cause o .
& & antibiotics. This is broadly referred to as

infection; they are prepared from other living . . . .
antimicrobial resistance or resistance to

organisms. However, not all antimicrobial e :
antibiotics. The emergence of resistance to

agents are antibiotics because some of them are . . :
theses drugs is a natural biological

L

phenomenon. The use of antibiotics for any LT coL (DR) Rk PANDEY

5 g S : Senior Consultant Medicine,
infection, in any dose or for any period of ~ " ssmcH,abalpur

synthesized chemically and not obtained from
aliving organism. Antibiotics have been known
for at least 96 years, from the time penicillin . :

time, causes a selective pressure on the
was discovered by Sir Alexander Fleming in
1928. The 1970s and 1980s saw the rapid

emergence of a number of antibiotics and

microbial population. Under optimal conditions, the majority of
the infecting microbes will be killed and the body's immune
system can deal with the rest. However, if a few resistant mutants

agents that could be used to treat infections - . . .
exist in the population, and the treatment is insufficient or the

caused by microbes. Infections are caused by S . !
patient is immunocompromised the mutant can flourish. Thus

microbes, may be bacteria, viruses, fungi or . . . .
treatment may fail and resistant microbes multiply.

arasites. Antimicrobials, as the name ) . e . .
P The first hint of resistance to antibiotics in mankind came

suggests, are medicines used to treat infections ) - .
£e in the 1940s, when penicillin was found to be not useful in some

gansedbylhese Tusiches patients suffering from infections that caused abscesses all over
the body. The problem has increased and today is a global issue.
Many organisms, including those causing serious life
—threatening infections have proved resistant to a number of
antibiotics, including the newly discovered agents. This is a
worrisome situation.

Antibiotic resistance a serious threat to mankind

A patient admitted to hospital 1s expected to be cured of
illness and be discharged. If during the course of hospitalization
the patient is infected with an organism that is resistant to a
number of antibiotics, his/her stay in the hospital could be
prolonged. Such organism, which are resistant to a number of
agents, are often called multidrug-resistant organisms. Such
organisms could cause devastating infections, which fail to
respond to any or all of the agents used to treat these infections.
Failed treatment could lead to secondary complications, with the
infection spreading to all systems in the body. Such patients

require constant medical and nursing attention and are housed in
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closed units called intensive care units (ICU). They also have a greater risk of death caused by such infections.

When these patients harboring multi drug resistant organisms continue to stay in the intensive care unit of a
hospital, it gives an opportunity for the organism to spread from one patient to another. Soon many or all patients
admitted to the unit seem to harbor the same multidrug—resistant organism. Thus, these organisms not only cause
life—threatening infections and pose a challenge for treatment, but also jump from one patient to another, leading
to an outbreak of infections in a unit. These are often called health care —associated infections.

Inappropriate use of antibiotics

Inappropriate use occurs when antibiotics are taken for too short a time, at too low a dose, at inadequate

potency, or for the wrong disease. It starts with the incorrect antibiotic being prescribed for a condition. Some
conditions like common cold do not even warrant an antibiotic; however, innocent patients and relatives are
coaxed into believing that taking an antibiotic medicine for just two days would work miracles for the condition.
Wrong doses, incomplete schedules, unnecessary use of multiple antibiotics and inadequate timing of the intake
of an antibiotic are all examples of how an anti microbial agent can be abused by medical practitioners.
There are some patients who hope to get rid of their ailment, however minor it may be, almost instantly. While it is
known that this is not possible with the usual antibiotics, anxiety and impatience prevail upon them to pressure or
even “window shop” for a physician who would prescribe a “strong” antibiotic to rid them of their condition in
record time. A little knowledge is a dangerous thing, as the saying goes; this is exemplified by people walking into
pharmacy and asking for half a strip of ciprofloxacin or azithromycin without having a proper diagnosis or
prescription from physician.

Pharmacy practices in several developing countries are also responsible for the abuse, as it is possible for a
person to purchase any antibiotic, as just described, over the counter. The dose i.e. the number of tablets or vials
purchased is never audited or questioned by the head of the pharmacy as the immediate financial gain from selling
the antibiotic is more important than the correct use of the antibiotic for the correct indication by the patient.

In the past, it was erroneously thought that the socioeconomic status of a patient had a lot to do with over-the-
counter sale of antibiotics. It is now understood that this is a myth. Patient belonging to all strata of society have
been known to buy antibiotics from a pharmacy in improper or inappropriate ways.

Incorrect marketing strategies giving incentives to the doctors, who write the maximum number of antibiotic
prescriptions, coupled with an understanding with pharmacists and other dealers for personal gain and profit are
an impediment to proper prescription of antibiotics. The production of quality drugs with recommended antibiotic
potency is also critical in preventing resistance. Effective regulatory mechanisms can ensure that the
pharmaceutical industry produces high-quality drugs.

How do we overcome this problem?

In the hospital it is important for doctors to investigate a case completely before giving any antibiotics. This will
ensure that only patients who require antibiotics will get them. It is also important to diagnose an infection fully
before a decision is made as to the most appropriate antibiotic, the dose required and the duration for which it is
given. Hospital antibiotic policy and standard treatment guidelines are effective tools to encourage rational
use of antibiotics.

In the community, it is important to go to a qualified doctor for consultation. This help to ensure proper diagnosis

of the illness, which itself will determine whether an antibiotic is required to cure the infection. Many infections

\ =/




@\

do not require antibiotics.

General public contribution to fight against antibiotics resistance and to the abuse of antibiotics
The following points should be kept in mind:
a) Trytopreventinfection by observing healthy and hygienic habits.
b) Always follow the advice of a doctor before you start taking an antibiotic.
c) Only use a doctor's prescription to procure antibiotics from pharmacy, do not take whatever the pharmacy
doles out to you.
d) Do not store any antibiotic after its expiry or after the course of antibiotics is over.
e) Donotreuse any antibiotic without a valid prescription from a doctor.
f) Ask your pharmacist or doctor about the correct method to dispose of the leftover medicines.
g) Neverreuse a medicine with an old prescription on yourself or prescribe it to others based on your previous
experience. Do not try to play the role of a doctor.
h) Follow good hand hygiene: wash hands well with soap and water and dry them before touching other
surfaces. This will help prevent the spread of antibiotic-resistant organisms.
I) Do not stop an antibiotic course just because you or your child feels or looks better. The medicine needs to
be administered for a full course in the correct dosage to act on the organism and eradicate the infection.

Incomplete course will only contribute to antibiotic resistance.




REMOVED Okg. TUMOUR

Mrs shanti bai barman 40 yr/f post hysterectomised came with complain of abdominal lump first noticed 1
year back, now gradually increasing in size and have covered the whole abdomen. It was associated with stretching
and dull aching type of pain with no other systematic manifestation she came to SSMCH on may 2024 and was
admitted for exploratory laparotomy. All specific tumor markers were sent and after arranging blood products
patient was taken to OT. Intra operatively large left sided solid ovarian mass was seen extending upto xiphisternum,
salpingo oophorectomy was done, mass upto 6kgs was removed. Right sided ovary was not seen. Surgery was
performed by Dr. Nimisha Sharma ( Ass. Professor obs &gyn) + Dr. Sandeep Khandare (Ass. Professor obs & gyn)
+Dr. Prakriti Samadhiya (S.R. Obs & gyn) + anaesthesia team of SSMCH.Procedure was uneventful, patient had a

smooth post op period and was discharged in a healthy condition without any complications.
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