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in the area of  great prevalence of  this parasitic disease; 
although the fact that the breast is the unusual site for 
cysticercosis.
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The extensile exposures especially anterior are associated 
with increased morbidity with respect to operative time, 
blood loss, infection, nerve injury, muscle weakness, and 
heterotopic ossification.

To minimize these complications a minimally invasive 
percutaneous plate osteosynthesis (MIPPO) surgical 
exposure utilizing indirect reduction techniques are 
utilized for the treatment of  certain anterior acetabular 
fractures.3

Procedure
The position and preparation are carried out in a standard 
procedure. The supine position and a bump under the same 
side buttock are kept. The bony landmarks are marked 
and the two small 1.5-2 inch incisions are planned along 
the standard incision line. First, one starting from the 
symphysis to pubis is given and it is carefully deepened. 
Identifying the lateral boarder of  rectus, palpating the pubis 
in deeper plane gradually reach the pubis is not damaging 
any vital structures. Once over the pubis a subperiosteal 
dissection is carried out with a long curved 1 cm osteotome, 
abutting to the bone, gradually precede toward laterally 
and slight posteriorly. Once reach the midway or up to 
fracture site, the other side exposure is started with a one 

INTRODUCTION

The anatomic reduction and stable fixation remains 
the rationale for the surgical exposure and fixation of  
associated acetabular fractures,1 and is not different for non-
commuted displaced acetabular fracture patterns. However, 
the surgical approaches, the ability to achieve an anatomic 
reduction and the application of  rigid internal fixation, the 
techniques are more complex. Various approaches have 
been advocated for different fracture patterns to achieve 
this goal. Commonly used are ilioinguinal approach for 
anterior and Kocher–Langenbeck approach for posterior 
exposures.2

Background
The use of  an extensive surgical exposure to visualize and 
reduce these fractures has been routinely recommended. 

Case Report

Abstract
High energy trauma has become so common, so are pelvi-acetabular fractures. Acetabular fractures are at time difficult fractures 
to treat because of their complex surgical approaches and the technically demanding fixation techniques to achieve the good 
anatomical reduction. To treat such challenging injuries they have long learning curve. However, all acetabular fractures are not 
that much complex, a few can be managed with a reasonably simple procedure without contemplating complex surgical exposures 
and fixation methods. This article we present “minimally invasive percutaneous plate osteosynthesis surgical technique,” which 
is simple yet safe and require to be of use in simple fractures in a simple way, acts as an addition to the standard surgical care. 
It reduces the surgical time and also with reduction of intraoperative complications, for the safe management of a specific group 
of anterior column fractures.
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more 1.5-2 inch incision over the standard incision line at 
the iliac crest. After reaching to the iliac fossa, dissection 
continues subperiosteally make a tunnel with one more 
long curved osteotome along with pelvic brim to reach 
the opposite osteotome in the other side tunnel. Reduction 
of  fracture is carried out by indirect reduction techniques 
using procedures, such as traction, rotations of  hip, 
compression/distraction of  pelvis according to fracture 
pattern. Once reduction is achieved, checked under image 
intensifier, a precontoured recon plate is inserted into the 
subperiosteal tunnel. Fracture is fixed on either side with 2 
or 3 screws either side taking standard precautions. Wounds 
closed as usual (Figures 1-4).

DISCUSSION

Among the commonly used surgical exposures, a 
posterior approach is a little simple and having less 
complications whereas anterior approach is more 
difficult, elaborative, and also time consuming, needs 

long learning curve.4 The anterior approach’s incision 
and exposure transversely crosses the important vital 
structures, making it technically more challenging.5 
Moreover, its voyage in three different windows makes 
the exposure somewhat limited, leaving behind some 
area devoid of  direct vision. Like exposure the fixation 
for acetabulum is cumbersome and risky at times.3 The 
MIPPO technique described here is suitable for a specific 
set of  fractures where we can get away with proper 
reduction and fixation without extensive exposure of  
tissue. The advantage is decreased morbidity with respect 
to operative exposure and time, decreased blood loss, 
easy to perform and more importantly it is extensile, and 
can be converted to standard exposure6 any time, if  it is 
not contented with reduction or fixation.

CONCLUSION

The MIPPO technique is a useful procedure in a specific set 
of  patients with anterior acetabular fracture. Though it has 

Figure 1: Clinical photo of incisions

Figure 2: C-arm image of making subperiosteal tunnel

Figure 3: Clinical photo of making subperiosteal tunnel

Figure 4: C-arm image of insertion of prebent plate
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the disadvantage that it cannot be used in all cases, but has 
a definite advantage of  less complications and extensibility. 
Careful planning and execution, readiness to convert to a 
standard approach are the key issues to success.
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catheter into the subarachnoid space is a potentially lethal 
complication. Although almost all migrations of  epidural 
catheters have been reported to occur at the insertion of  
the catheter, we experienced a case of  catheter migration 
into the subarachnoid space. The large doses of  a local 
anesthetic agent that is given for epidural injection can 
block large area of  the spinal cord leading to cardio-
respiratory arrest. Much needs to be done to support both 
the systems for a better outcome.

CASE REPORT

A 42-year-old, 35 kg female diagnosed with abnormal uterine 
bleeding was posted for total abdominal hysterectomy. On 
general examination, she was moderately built. She had no 
history of  any chronic illness, seizures, syncopal attacks. 
She was graded as American Society of  Anaesthetists 
Grade I laboratory results and electrocardiogram were 
unremarkable except for hemoglobin value of  10 g/dl.

After thoroughly educating the patient regarding the 
anesthesia associated risks epidural analgesia was planned. 
Initially patient was loaded with ringer lactate of  5 ml/kg 
body weight. Under strict aseptic precautions right lateral 
L2-L3, 18 G tuohy, the epidural space was identifi ed by loss-

INTRODUCTION

Subdural space, a potential space between the arachnoid 
mater and dura mater, usually remains closed.1 The incidence 
of  the subdural blockade during neuroaxial block is reported 
to be approximately of  0.82%. Several recent studies of  
clinical findings analyzed with radiographic evaluation 
indicate that the incidence may be much higher than reported, 
ranging from 1% to 13%.2,3 The diagnosis of  subdural blocks 
is diffi cult to make based on the clinical picture because 
of  its varied presentation. Recently, algorithms have been 
developed which (Lubenow et al.’s diagnostic paradigm, 
Hoffman and Ferrante’s four-step algorithm, and an electrical 
stimulation of  the epidural catheter application) provide 
strong strategies to facilitate diagnosis.2,4-6

We often experience the migration of  an epidural catheter 
into an undesirable space. Migration of  an epidural 

Case Report

Abstract

Epidural analgesia forms the mainstay of pain relief in abdominal surgeries. Epidural administration of appropriate local anesthetic 
is helpful in attaining rapid onset of intraoperative surgical anesthesia and post-operative pain relief. We report a case of accidental 
migration of the epidural catheter into the subarachnoid space. A female aged 42 years with American Society of Anaesthetists 
Class I was scheduled for total abdominal hysterectomy. The patient was explained about the anesthetic technique and informed 
high-risk consent was obtained. The patient was taken up in the OT, and baseline pulse and blood pressure were noted as 
78/min and 110/80 mmHg respectively. A loading dose of epidural bupivacaine 0.5% + clonidine 50 mcg in 8 ml was given 
after negative aspiration. After 15 min, bupivacaine 0.5% + clonidine 25 mcg in 4 ml was given after negative aspiration. Five 
minutes later patient developed convulsions. The patient was aphonic. She went suddenly into respiratory arrest; immediately 
rapid sequence intubation was done and kept on a mechanical ventilator. She recovered after 1 h.
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of-resistance technique and confi rmed with hanging drop 
method, the epidural catheter was placed up to mark 10. 
Before giving epidural loading dose her parameters were 
blood pressure (BP) - 110/80 mmHg and pulse rate (PR) 
was - 78/min; it was decided to give a total dose of  16 ml 
bupivacaine along with 75 mcg clonidine. After negative 
aspiration, 8 ml of  the drug was given. After 10 min the 
fi ndings were BP - 100/70 mmHg; PR - 76/min; the 
level of  sensory loss was - T8. A further dose of  4 ml of  
the solution was given; following which patient became 
aphonic and developed an episode of  convulsion. BP felt 
to 53/21 mmHg and PR - 56/min; SPO2 - 100%. Injection 
phenylepherine 40 mcg/IV; injection atropine 0.6 mg/IV 
was given. She developed apnea and immediately rapid 
sequence intubation was done and ventilated with 
100% oxygen. Epidural catheter aspiration was done 
and proved positive for cerebrospinal fl uid. The patient 
regained consciousness after 1 h and the parameters 
were BP - 160/100 mmHg; PR - 80/min; SPO2 - 100%. 
The patient regained full consciousness and obeying 
commands. The patient was extubated and the parameters 
were BP - 150/100 mmHg, PR - 90/min, SpO2 - 100% 
with room air, level - T4. The patient was shifted to the 
post-operative ward after removing the epidural catheter.

DISCUSSION

Migration of  epidural catheter into subarachnoid space 
invites serious complications along with the failure of  the 
purpose. Reynolds and Speedy; Abouleish and Goldstein 
have reported catheter migration into the subarachnoid 
space.7,8 Migration to intravascular space was reported by 
Ravindran et al. Subarachnoid injection of  large amount 
of  the local anesthetic leads to extensive block, including 
the cranial nerves and the respiratory muscle. Injection 
to subarachnoid space should be suspected when there 
is a negative aspiration but an extensive block occurs in 
15-20 min. A cardio-respiratory support is necessary till 
the effect of  local anesthetic wears off.9

Migration of  catheters was studied in 153 women 
undergoing analgesia in labor. Inward or outward migration 
occurred in 36% of  patients.10

Prevention of  migration was done by subcutaneous tunneling 
of  the epidural catheter which showed a success rate of  97% 
as compared to 79% in the control group;11 Clark et al. studied 
the effi cacy of  Lockit Clamp and found that there was no 
migration in 88% as compared to 28% in standard group.12

Song et al., reported migration in two cases and concluded 
that although subdural catheter placement is a relatively 
rare occurrence, it is imperative for anesthesiologists to 
recognize the presentation and treat accordingly.13

In our case, epidural catheter migration occurred while 
administering the fi rst dose of  the local anesthetic agent.

CONCLUSION

Epidural injection resulted in high subarachnoid block 
probably because of  migration of  the epidural catheter into 
the subarachnoid space, which was confi rmed by aspiration 
of  cerebrospinal fl uid.
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retinopathy - The retinal capillaries are affected. In both 
diabetic retinopathy and CRVO - elevated vitreous levels 
of  vascular endothelial growth factor (VEGF) increases 
vascular permeability causing macula edema, capillary 
damage and retinal ischemia. VEGF promotes angiogenesis 
causing break down in the blood-retinal barrier, which 
stimulates vascular permeability in the ischemic retina. 
Several other factors such as insulin-like growth factor, 
hemodynamic changes, oxidative stress, and activation of  
the renin-angiotensin-aldosterone system have also been 
postulated in the pathogenesis of  diabetic retinopathy.

Retinal vein occlusion (RVO) and diabetic retinopathy 
are both major causes of  vision loss. Risk factors for 
retinopathy include systemic conditions like hypertension, 
arteriosclerosis, diabetes mellitus, hyperlipidemia, vascular 
cerebral stroke, blood hyperviscosity, and thrombophilia. 
A strong risk factor for RVO is the metabolic syndrome 
(hypertension, diabetes mellitus, and hyperlipidemia).5

CASE REPORT

FD, a 76-year-old Malay woman, first presented to the 
Eye Clinic of  Hospital Melaka on 23rd March 2012 with a 
complain of  bilateral progressive blurring of  vision since 

INTRODUCTION

Retinopathy is a presentation seen in a number of  
conditions and is more often than not, seen in diabetics. 
However, retinopathy is fairly common in adults without 
diabetes.1-4 The fundus shows dot haemorrhages (DH), 
blot haemorrhages (BH) and flame hemorrhages, hard 
exudates (HE), cotton wool spots, neovascularization at 
the disc or elsewhere, venous tortuosity and dilatation. 
Fundus examination alone will not be able to diagnose the 
condition that the patient has, and the treating physician 
will have to be armed with adequate knowledge and a high 
index of  suspicion in order to arrive at the correct diagnosis 
and management.

In central retinal vein occlusion (CRVO), thrombosis of  
the central retinal vein sets a cascade of  events which will 
impede capillary perfusion and cause ischemia. In diabetic 

Case Report

Abstract
Central retinal vein occlusion (CRVO) and diabetic retinopathy are the commonest causes of retinopathies, among several 
others. The fundus findings alone will sometimes lead to a misdiagnosis. The attending doctor who sees hemorrhages, exudates, 
venous changes, neovascularization, and edema should not be in a hurry to jump to the diagnosis. All that glitters is not gold. 
As a clinician - It is very important to take a good history, examine the patient systemically and investigate as necessary, before 
arriving at a diagnosis, and then managing the patient appropriately. Here, a case is described, where a female in the seventh 
decade of life, who was visually handicapped at presentation, had undergone cataract extraction with intraocular lenses implanted. 
She denied having any medical problems in the past. Post-operative fundus evaluation showed features that were diagnosed to 
be diabetic retinopathy bilaterally. She underwent complete pan retinal photocoagulation in the right eye for neovascularization 
and macula edema. It was only a few visits later that the attending doctor repeated asking a detailed history and examination 
and ordered a few investigations and reversed the diagnosis to CRVO secondary to hypercholesterolemia and hypertension.
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the past 2 years. She had been relatively well in the past 
with no ocular or systemic disorders. Her visual acuities 
were hand movement bilaterally. There was a brunescent 
cataract in the right eye and a white mature cataract in 
the left eye. The intraocular pressures and the rest of  the 
anterior segments were unremarkable. The fundi could 
not be assessed due to the density of  cataracts. B-scan 
ultrasonography showed flat retinas and clear vitreous 
cavities bilaterally.

Left phacoemulsification converted to extracapsular 
cataract extraction (ECCE) with sponge vitrectomy and 
sulcus posterior chamber intraocular lens (PCIOL) was 
done on April 9th, 2012. Intraoperatively, the surgery was 
complicated by zonular dehiscence and vitreous loss. 
Therefore, the phaco was converted to ECCE. Right 
ECCE with anterior vitrectomy and implantation of  
anterior chamber intraocular lens (ACIOL) was done on 
May 31st, 2012. Intraoperatively, there was a complication 
of  posterior capsule rupture and vitreous loss.

The pupils were dilated, and the fundi were assessed on 
July 19th, 2012. The pupils were not dilated earlier as one 
eye had an ACIOL and the other had a PCIOL placed in 
the sulcus. Both eyes showed extensive DH and BH and 
HE. The right eye showed neovascularization between the 
superior and inferior temporal arcades as well as edema of  
the macula (Figure 1). No neovascularization was seen in 
the left eye (Figure 2). A diagnosis of  right proliferative 
diabetic retinopathy (PDR) and left moderate non-PDR 
(NPDR) was made. The patient refused fundus fluorescein 
angiogram. Complete panretinal photocoagulation (PRP) 
was given for the right eye.

Almost 6  months later (on December 5th, 2012), the 
attending ophthalmologist decided to do a systemic 
review. There was no pallor, skin changes or peripheral 
neuropathy seen in poorly controlled diabetics. On 
further questioning, the patient denied ever having had 
diabetes mellitus. However, the patient admitted to 
having had high blood pressure 7 years earlier but had 
defaulted treatment. The blood pressure on that visit was 
controlled at 120/80 mmHg, but it was 170/110 mmHg 
on the next visit. The serum cholesterol was elevated 
(6.59) with an increase in low-density lipoprotein (4.26). 
The blood sugars were within normal limits each time; 
it was tested. Carotid Doppler ultrasound was normal 
bilaterally.

The diagnosis of  the patient was reversed to bilateral 
CRVO secondary to uncontrolled hypertension 
and hyperlipidemia. The patient was referred to the 
physician for appropriate management of  the medical 
conditions.

DISCUSSION

Fundus examination alone will not be able to diagnose the 
condition that the patient has, and the treating physician 
will have to be armed with adequate knowledge and a high 
index of  suspicion in order to arrive at the correct diagnosis 
and management.

Ophthalmologically, both types of  retinopathies are treated 
in the same manner.

Laser remains the therapy of  choice when neovascularization 
secondary to CRVO is detected. Adjunctive anti-VEGF 
could be considered in managing neovascularization 
secondary to RVO in cases of  vitreous hemorrhage.6 PDR 
is also treated with laser and anti-VEGF. According to the 
CRVO study Macular grid photocoagulation was effective 
in reducing angiographic evidence of  macular edema, but 
it did not improve visual acuity in eyes with reduced vision 
due to macular edema from CRVO. At present, the results 
of  this study do not support a recommendation for macular 

Figure 1: Right fundus

Figure 2: Left fundus photo
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grid photocoagulation for macular edema.7 Some anti-
VEGF therapies, including bevacizumab, ranibizumab, and 
aflibercept have been shown to be effective in short-term 
studies for the treatment of  patients with macular edema 
and CRVO.8 CRVO study found that prophylactic PRP 
did not prevent the development of  iris neovascularization 
and recommended to wait for the development of  early 
iris neovascularization and then apply PRP.9

Royle et al.10 recommend a trial of  PRP for severe NPDR 
and early PDR compared with deferring PRP till the high 
risk-PDR stage. ETDRS Report No. 9 recommends that 
when retinopathy is more severe, scatter photocoagulation 
should be considered and usually should not be delayed 
if  the eye has reached the high-risk proliferative stage.11

Using these guidelines, had we diagnosed the right eye 
of  the patient to have CRVO and not low risk PDR with 
macula edema, we would have observed and not done the 
laser.

However, medically, the systemic disorders are treated 
based on the etiology of  the disease. Hence, the disease 
must be diagnosed correctly in order to treat the underlying 
cause and to prevent further complications from occurring.

A diabetic may have symptoms of  polyuria and polydypsia 
which are not seen in other conditions causing retinopathy. 
A  simple dextrostix test done will show whether the 
patient has diabetes. A  more sophisticated test would 
be to do hemoglobin A1c. Diabetics are treated with 
either oral hypoglycemic agents or insulin. The aim of  
treatment apart from arresting the disease would be to 
prevent complications such as nephropathy, dermatopathy 
and neuropathy apart from ocular complications such 
as neovascular glaucoma. Adequate blood sugar control 
and lifestyle modification including a low sugar diet will 
achieve this.

A patient who has high cholesterol will usually be 
asymptomatic. The treating doctor whether a family 
physician or general practitioner or ophthalmologist - Should 
do a blood lipid profile when a patient presents with 
retinopathy. Hypercholesterolemia will need life style 
modification of  low fat diet in addition to statins specific 
in lowering cholesterol. The aim of  treatment is to prevent 
complications such as cerebrovascular accidents and 
myocardial infarction apart from neovascular glaucoma.

Hypertension patients can be asymptomatic – As seen in 
our patient or can present with headaches and dizziness. 
Again, the treating doctor must be inquisitive enough to 

find out the cause of  hemorrhages in the fundus and use the 
sphygmomanometer which can be done by the nurse. Again 
apart from lifestyle modification - The specific treatment to 
prevent complications is by using anti-hypertensive drugs.

CONCLUSION

All that glitters is not gold. The presence of  hemorrhages 
in the fundus can be due to a wide variety of  diseases, apart 
from diabetic retinopathy. The attending doctor should take 
a history, do a systemic examination and order relevant 
blood/radiological investigations to diagnose the condition 
correctly and treat it to prevent further complications from 
occurring. Prevention is better than cure.
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jejunum (75%), followed by the distal jejunum (20%). 
Jejunal diverticula may be composted of  mucosa and 
submucosa only, or of  all layers of  jejuna wall. They are 
frequently associated with disorders of  intestinal mobility, 
such as progressive systemic sclerosis and neuropathies, 
and myopathies. Familial aggravation have been described 
in literature and some cases may be heritable.9,10 Jejunal 
diverticula may present as chronic abdominal pain, 
malabsorption, hemorrhage, diverticulitis, obstruction, 
diverticular perforation, and rarely abscess formation.11 

Jejunal perforation with intra-abdominal abscess formation 
of  jejunal diverticula is a rare complication. Peritonitis 
caused by perforated jejunal diverticula can be localized 
and self-limiting, because most of  the diverticula are at 
the mesenteric border of  the bowel and readily allow the 
small bowel mesentery to seal them off. The treatment of  
choice for perforated jejunal diverticulum with peritonitis 
is segmental intestinal resection with primary anastomosis 
including non-inflamed diverticula.12

CASE REPORT

A 40 years male patient presented with a history of  pain 
abdomen since 2  days admitted in our hospital. The 
clinically patient looks ill and on examination guarding 
and rigidity of  abdomen is present. The patient is afebrile, 
pulse rate: 96/min, blood pressure: 100/60 mm of  Hg and 
respiratory rate: 32/min. X-ray erect abdomen showed 

INTRODUCTION

Jejunal diverticular perforation is a rare entity; Jejunal 
diverticula have a prevalence of  approximately 1% in the 
general population. Incidence reported of  0.2-1.3% in 
from autopsy studies and 0.5-2.3% from contrast studies.1-3 
Jejunal diverticula are pseudo diverticula which were first 
described by Somerling in 1794 and by Sir Astley Cooper 
in 1807. Most of  the cases of  jejunal diverticulosis remain 
asymptomatic, only 10-30% of  patients complications are 
reported.4 Small bowel diverticula occur most frequent in 
the duodenum, duodenal diverticulum (45%), followed 
by Meckel’s diverticulum (23%).5 In one retrospective 
review of  208  patients with symptomatic small bowel 
diverticulosis, diverticula were located in the duodenum 
in 79%, in the jejunum or ileum in 18%, and in all three 
segments in 3%.6 Jejunal diverticula are the least common 
type of  small bowel diverticula.7 Jejunal diverticula is 
slightly more common in men than women, 58% compared 
to 42% in a reported series.8 Jejunal diverticula are usually 
multiple and predominantly localized to the proximal 

Abstract
Jejunal diverticular perforation is rare and few cases have been reported in the literature. Jejunal diverticula have a prevalence 
of approximately 1% in the general population. The incidence reported of 0.2-1.3% in from autopsy studies and 0.5-2.3% from 
contrast studies. Perforation of jejunal diverticulum and abscess formation is very rare. Clinically, this diagnosis is challenging 
task and confused with other causes of an acute abdomen. It is usually asymptomatic, but may present as diffuse vague pain 
in the abdomen or acute abdominal pain. However, they may present with non-specific symptoms leading to delay in diagnosis 
causing catastrophic consequences. Here, we present a rare case of jejunal diverticular perforation with intra-abdominal abscess.
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multiple air fluid levels. X-ray chest showing air under 
diaphragm. Ultrasound abdomen shows intra-abdominal 
abscess in-between jejunum and transverse colon. CT 
abdomen shows jejunal diverticulitis in association with 
abdominal abscess (Figure 1).

Initial management consisted of  intravenous fluid 
administration, broad spectrum antibiotics, blood 
transfusion was done.

Laparotomy revealed that purulent fluid in-between 
jejunum and transverse colon with jejunal diveriticula 
in mesenteric boarder, each diveriticula measuring 
about 90-140  mm, about 30  cm away from duodenal-
jejunal flexure and length of  involved jejunal bowel 
segment measuring about 10  cm was excised and end 
to end anastomosis performed. Peritoneal lavage was 
done. Histopathology of  resected specimen confirmed 
jejunal divericulitis with perforation mucosa. The patient 
recovered well and discharged on the tenth post-operative 
day. The patient is followed for 3 months and patient doing 
well (Figures 2 and 3).

DISCUSSION

Jejunal diverticular disease is such a rare pathology, 
diagnosis would be challenging task. Diverticula are multiple 
outpouchings of  mucosa and submucosa. All though the 
exact etiology of  jejunal diverticulosis is unknown, believed 
to develop from a combination of  abnormal peristalsis 
intestinal dyskinesis, and high segmental pressures.9,10 The 
majority cases are asymptomatic, few cases associated 
with non-specific gastrointestinal symptoms. They may 
be solitary, few cases are multiple. They are always situated 
on the mesenteric border where mesenteric vessels 
penetrate and weak. Usually, this condition is clinically 
silent. Diagnosis of  this condition is delayed till it becomes 
complicated. Acute complications are diverticulitis, 
hemorrhage, obstruction and rarely perforation of  the 
diverticula leads to abdominal abscess formation. X-ray 
erect abdomen, ultrasound abdomen and computed 
tomography abdomen can identify the diverticula and 
reveals intra-abdominal complications, but no truly reliable 
diagnostic tests are there to diagnose jejunal diverticulosis 
prospectively.13,14 Cessation of  symptoms after surgical 
resection is the only definitive way to say that jejunal 
diverticulosis is the primary cause of  abdominal pain.

Management depends on the severity of  symptoms. 
Decision of  surgical procedure depends upon the 
presentation of  the case. Diagnostic laparoscopy very useful 
in investigating patients presenting with complications, 
this aids in accurate diagnosis and avoids unnecessary 

laparotomy. Laparotomy with segmental bowel resection 
of  an end to end anastomosis of  entire involved bowel 
is warranted only in patients presenting with generalized 
peritonitis. The extent of  bowel resection depends upon the 
length of  involved segment and perioperative conditions 
to avoid complications like short bowel syndrome.15,16 

Figure 1: Computed tomography abdomen suggestive of jejunal 
diverticulosis

Figure 2: Intra-operative photograph suggestive of jejunal 
diverticula

Figure 3: Intra-operative resection and anastomosis photograph
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If  patient present with only local peritonitis and stable, 
nonoperative measures like guided aspiration with 
appropriate intravenous antibiotics can be tried.7

In our case, we did laparotomy with resection of  an entire 
involved segment of  bowel with through peritoneal lavage 
is done.

CONCLUSION

Jejunal diverticulosis is rare disease and usually 
asymptomatic. However, these patients may present with 
acute complications like bleeding per rectum, perforation 
and abscess formation. Jejunal diverticulosis in an elderly 
patient may lead to high morbidity and mortality. This 
condition requires high index of  suspicion to diagnose 
and to take appropriate decision to treat the patient. 
Rarely, jejunal diverticulosis may present as a perforation 
and abscess formation, for which surgical resection is the 
treatment of  choice.
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present pregnancy was elicited, she revealed that in the 
present pregnancy she had on and off  pain abdomen for 
which she had taken analgesics and the pain was relieved. 
The ultrasound report in 1st and 2nd trimesters showed a left 
sided ovarian cyst of  4 cm2 × 4 cm2, which was managed 
conservatively. The cyst reduced in size subsequently in 
the third trimester.

On Examination
The patient was well built and nourished. The cardiovascular, 
respiratory examination was normal and vitals were stable. 
On per abdomen examination uterus was term size 
with mild contractions, cephalic presentation, spine to 
left, head mobile, FHS 144/min, regular, LOP position. 
On per speculum examination, thin meconium stained 
liquor was seen. On per vaginal examination the cervix 
admitted 1 finger, 30-40% effaced, mid position, vertex 
high, membrane absent, pelvis average. The diagnosis 
of  primigravida with full term pregnancy with cephalic 
presentation with unengaged head in early labor with acute 
fetal distress was made.

Management
Emergency ultrasound was done which showed single 
live intrauterine gestation, cephalic presentation with 
38-39 weeks gestation, placenta Grade 3, AFI-6, BPP, 
no adnexal/pelvic mass was revealed. The patient was 
put on left lateral position, oxygen and intravenous fluids 
were given. The cardiotocogram (CTG) was reactive. 

INTRODUCTION

An autoamputation of  the ovary is a very rare case of  
intra-abdominal mass. The primary pathological event of  
an autoamputation of  ovary is torsion of  a normal ovary 
or an ovarian cyst and the adnexa, followed by infarction 
and necrosis.1-5 While most of  the cases of  ovarian torsion 
may present as acute abdomen, very rarely it may be 
asymptomatic and may be diagnosed incidentally during 
a surgery or during an ultrasound or while investigating 
a unrelated disease. This clinical entity is termed as 
the autoamputation of  ovary and is the extremely rare 
phenomena.6-8

CASE REPORT

A 22-year-old, booked primigravida with full term 
pregnancy presented to outpatient department with labor 
pains since 12 h and leaking per vagina since 4 h and 
decreased fetal movements since 1 day. When history of  

Case Report

Abstract
A free floating intraperitoneal mass is extremely rare condition and mostly originates from the ovary. Usually, the torsion of 
ovary or adnexa presents as a surgical emergency with acute pain abdomen. The asymptomatic autoamputation of ovarian 
is an extremely rare phenomena that may be due to etiology of torsion/inflammation. This atypical presentation may result in 
clinical dilemma. We report an interesting case where the intraperitoneal free floating autoamputated ovary was an incidental 
finding at the time of cesarean section. The calcified, necrotic mass was found free in the abdomen and histopathology showed 
necrotic tissue debris with calcifications.
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The patient was advised augmentation of  labor with 
oxytocin infusion. After 4 h of  trial of  labor the CTG 
showed persistent late deceleration, hence emergency 
lower segment caesarean section was done for fetal 
distress.

Intraoperative Findings
The abdomen was opened by pfannensteil incision. When 
the parietal peritoneum was opened, greenish flakes similar 
to meconium were seen in the left lower abdomen. A soft 
globular, pearly white structure with greenish yellow flakes 
adherent to its surface, was seen lying freely in the left lower 
abdomen adjacent to uterus with no ligamentous or direct 
connection to pelvic organs. The medial 2/3 of  the left 
fallopian tube was seen, while the lateral 1/3 of  the fallopian 
tube including the fimbria was absent. The left sided ovary 
was not visualized. The right sided fallopian tube and the 
ovary were in situ and normal. The free lying mass was sent 
for histopathology. The histopathology reported ovarian 
tissue with inflammatory and hemorrhagic changes with 
areas of  necrosis. The diagnosis of  the autoamputation 
of  left ovary due to torsion or inflammation was made 
(Figure 1).

DISCUSSION

An auto amputated ovary is a very rare cause of  an intra-
abdominal mass.1,2

The primary pathological event of  an auto amputated ovary 
is torsion of  a normal ovary or an ovarian cyst and adnexa 
followed by infarction and necrosis. An auto amputate 
ovary is usually found incidentally during an antenatal 
ultrasound or at surgery.1-3

A free floating intra-peritoneal mass is extremely rare, and 
almost all originate from an ovary. To date, only two cases 
in the literature originate from other organs.9,10 One such 
mass in a geriatric woman was from gallbladder, due to 
torsion, and caused acute abdomen, while the other was 
from appendix, due to torsion. There have been 36 cases 
of  intraperitoneal free floating auto amputated ovary in 
children ranging from 1 day to 12 years of  age.1 Computed 
tomography and magnetic resonance imaging may be 
performed if  the mass is complex.4,5 While ultrasound is 
a safe and sufficient for diagnosing most ovarian cyst and 
autoamputation.1,5,9

Pathologically necrosis was seen in all cases and calcification 
was seen in many cases. Small amount of  ovarian tissue 
were seen in several specimens.1,6

The review of  l iterature suggests that an auto 
amputated ovary may re-implant, develop into omentum 
or peritoneum, and possibly undergo malignant 
transformation.1,3,6 Therefore, we suggest that all auto 
amputated ovary should be excised instead of  wait and 
watch approach.1,5 The clinicians should make sure about 
the presence of  two ovaries on ultrasound in patients with 
acute abdomen.10

CONCLUSION

An auto amputated ovary is a very rare condition that can 
result due to torsion. Most of  the cases are diagnosed 
incidentally and can be a challenge to the clinicians. 
All autoamputation of  ovary should be excised instead 
of  wait and watch approach. The ultrasound is a safe 
and sufficient for diagnosing most ovarian cyst and 
autoamputation.
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Figure 1: Specimen of Left Ovary
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