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Let us enjoy our work 

During my 60 years of association with patients in the 
districts of West Bengal and teaching institutions of 
Kolkata, I have found our profession most enjoyable. 
Although monotonous at times, there are interludes of 
surprises and satisfaction. Together, they make the 
subject greatly thrilling and romantic. 

I wish to share some such joy and thrill with my 
colleagues through some cases that taught me great 
lessons. 

CASE NO. 1 

On a cold winter morning a middle aged female in coma 
was transferred from a sub divisional hospital to a 
district hospital in a stretcher, unaccompanied by 
relatives or friends. A provisional diagnosis of 
tubercular meningitis was made in the sub divisional 
hospital (an accompanying report of presence of few 
mononuclear cells in cerebrospinal fluid without any 
other information was available). The doctor attending 
the patient initially was in a hurry to start his outdoor 
and had completely missed the diagnosis and ordered 
for certain laboratory tests. When he returned to the 
patient after 2 to 3 hours, he was surprised to see how he 
had missed a florid case of myxoedema coma. The 
patient had an extremely cold body, deep coma, partly 
protruded big and thick tongue, coarse skin, sinus 
bradycardia without any localizing signs in the central 
nervous system examination. Warming of the body, 
substitution with levothyroxine (T4) given through the 
nasogastric tube (200 mcg), and injection of 
hydrocortisone (50 mg) intravenously were done. The 
patient did not recover from coma. Doing those days a 
thyroid function test was not possible in a district. The 
physician still regrets his mistake. 

For the majority of adult patients, at least 15 to 20 
minutes are needed to complete a workup that includes 
examination, making a tentative diagnosis, and planning 
and writing a treatment and investigation order. 
However, deviation from this protocol may sometimes 
be necessary in various emergencies where a quick 
examination leads to the initial management pending 
detailed clinical evaluations and a planned prescription 
with advice for evaluations. Some such situations can be 
enumerated as a) cardiovascular emergencies- viz. 
myocardial infarction, cardiovascular accidents, 
embolism, hemorrhage and thrombosis in any part of 

the body, b) acute upper airway obstruction, tension 
pneumothorax, c) hypovolemic and septic shock, d) 
coma, e) anaphylaxis and angio-oedema, f) poisoning 
including snake bite, g) severe injury anywhere in the 
body, h) burns, electrocution, lighting strike, i) acute 
abdomen, j) acute organ failure (lungs, kidneys, and 
heart), and k)  sometimes in acute blindness or other 
conditions.

All doctors should learn to practice external cardiac 
massage, and mouth to mouth breathing correctly. 
Using a laryngoscope to intubate and maintain airways 
and ambo-bag to help respiration may be lifesaving and 
every medical student must learn them before they are 
granted a registration number by the council.

The lesson: A hurried clinical examination done 
unmindfully can cause disaster.

CASE NO. 2

A middle-aged male after attending the eye infirmary of 
a teaching hospital developed sudden weakness of the 
lower limbs and dropped near the emergency ward of 
the same hospital. He was admitted to the medical ward. 
This was a case of neuromyelitis optica or “Devic's 
disease”. This is a rare situation when an auto-immune 
disease like multiple sclerosis can cause demyelination 
of the optic nerves and the spinal cord. 

The lesson- 2: A physician must be able to do 
ophthalmoscopy as and when required.

A physician needs to be aware of the causes of blindness 
and should practice ophthalmoscopy and confrontation 
perimerty whenever indicated; they may help diagnosis 
in many occasions. The later can help to localize the site 
of the lesion in brain at times.  Learning fundoscopic 
examination to correctly detect the common retinal 
changes from hypertension, diabetes mellitus, raised 
intracranial pressure, optic atrophy, choroiditis, 
hemorrhages etc. completes the clinical examination. 

CASE NO. 3

Three cases of ruptured ectopic pregnancies were once 
admitted to the gastroenteritis / infections disease ward 
of a district hospital within a span of one month. All of 
them had acute abdominal pain, severe shock, and 
vomiting without diarrhea. A strong index of suspicion 
of the possibility of ruptured ectopic pregnancy actually 
made their diagnosis possible. It was because of the 
concerned physician faced such problem once before. 
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The patients could be saved with immediate emergency 
surgery and blood transfusion. Such presentation of 
ectopic pregnancy can happen at any emergency 
departments. 

The lesson- 3:  Draw help from your experience. 

The practice of per-rectal examination (may be per-
vaginal too) particularly in acute abdominal or pelvic 
inflammatory conditions is often rewarding. 

CASE NO. 4

A 58 year old male was referred by the anesthetist to a 
chest physician in a hospital to know if he could be 
operated upon for multiple jejunocolic fistulae. Six 
years ago, the patient had undergone an emergency left 
pneumonectomy for massive haemoptysis possibly 
from bronchiectasis. No histopathological or 
bacteriological evidence of tuberculosis was present in 
the resected lung. Four years later, he underwent 
cholecystectomy for gall stones. The operation theatre 
sister reported that one cotton swab was missing and 
was left in the abdomen. Since then, the patient had been 
complaining of mild to severe abdominal pain, vomiting, 
loss of appetite, progressive weight loss, diarrheal 
attacks and malnutrition. All these culminated in 
development of multiple jejuno-colic fistulae and 
spontaneous expulsion of the old swab per rectum that, 
by then, had turned into a hard solid structure. 
Sigmoidoscopy and small bowel emema demonstrated 
the fistulae very well. Resections and anastomosis was 
planned. Incidentally, on pre-operative check up, there 
was detection of AFB (acid fast bacilli) in one sputum 
smear. However, subsequent evaluations with chest x-
rays, high resolution CT chest, repeated sputum 
examinations for AFB in smear, and the AFB culture of 
the bronchoalveolar lavage fluid could not establish the 
diagnosis of tuberculosis. 

Declared fit for general anaesthesia, the patient 
underwent the necessary resection of the gut and 
anastomosis. He had an uneventful recovery.

The lesson- 4:  Never take anything for granted and 
look for more evidence to act.

CASE NO. 5

In one of the text books of clinical surgery, at the very 
end of the chapter on abdominal surgery there is a 
picture of a stethoscope to remind the usefulness of 
auscultation in acute abdomen. Besides the well known 
signs of intestinal obstruction and paralytic ileus, a 
pleural rub or signs of consolidation in lung base may go 
a long way to discover basal consolidation as the cause 
of pain abdomen; it may even prevent an unnecessary 
operation and anesthesia. 

The lesson- 5: A stethoscope is a must for the surgeon

CASE NO. 6

Once a case of spontaneous gas gangrene was read out in 
a tutorial class and discussed. Years later, one of the 
students of the tutorial (now a professor), excitedly 
reported his teacher how he had successfully diagnosed 
and treated another case of spontaneous gas gangrene 
referred to him by one of his colleagues of the same 
teaching hospital. He could not miss the patient's 

excruciating abdominal pain, fever, rapid collection of 
gas in the soft tissue with crepitus, appearance of blebs 
with slightly hemorrhagic fluid having a characteristic 
smell and shock. Surgical exploration followed by 
Gram's staining with anaerobic and aerobic culture for 
organisms confirmed the diagnosis. The patient was 
treated with wide resection and debridement of the 
necrosed tissue, oxygen therapy, large doses of 
intravenous penicillin with intravenous clindamycin and 
all possible supportive treatment. It happened to be a 
good luck for both patient and the physician, the patient 
was saved. 

The lesson-6: Study of case illustration may leave 
behind permanent impressions in the mind of the 
readers. One can often learn more from a case 
illustration than reading a text.

CASE NO. 7

The diagnostic acumen of the clinician is put to test 
when confronted with a case of PUO (pyrexia of 
unknown origin). A 40 year old male with intermittent 
but high grade fever for 8 weeks presented in the 
polyclinic with painful and tender nodules in the pulp of 
his fingers and palms and toxaemia. After admission, 
penicillin sensitive Staphylococcus aureus was grown 
from one such tender pulp nodules. Besides the nodules, 
no other signs were found on repeated examination. 
Postgraduate students were given this case for 
examination. One of them diagnosed “Infective 
endocarditis and congenital tricuspid aortic valve 
regurgitations.” 

At those days, echocardiography was not available. The 
student could demonstrate the early diastolic murmur 
of aortic incompetence in the patient on sitting up and 
leaning forward especially on asking the patient to hold 
his breath after exhalation.

The lesson-7: The value of good clinical examination, 
often repeated, cannot be exaggerated.

CASE NO. 8

Many years later after the above case (no 7), a patient 
with PUO again could be diagnosed suffering from 
fungal (aspergillus) infective endocarditis of implanted 
cardiac pacemaker leads on trans-esophageal 
echocardiography (TEE). Removal of implanted leads 
and treatment with antifungal (voriconazole) cured the 
50 year old male. 

The lesson- 8:  TEE is a valuable diagnostic tool and 
should be considered in suspicion of infective 
endocarditis.

CASE NO 9 

A case of PUO continued to baffle a medicine unit in a 
medical college. Series of investigations and some 
empirical treatment mainly with antibiotics did not yield 
any result. Finally, bone marrow biopsy was done and 
before the result came the senior professor of the unit 
returned from the holidays. He examined the patient; 
there was nothing but anemia and small  
hepatosplenomegaly clinically. The professor ordered 
an immediate chest x-ay (the last been done over two 
weeks ago and was reported normal). It came out as a 
case of miliary tuberculosis. The subsequent bone 
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marrow report confirmed the diagnosis and the patient 
responded to anti-tubercular treatment. 

Disseminated tuberculosis and meningeal tuberculosis 
are often diagnosed late in their course of their illnesses. 
A high index of suspicion is essential to consider the 
diagnosis early. The condition remains a common cause 
of PUO in our country. There are often very little 
localizing signs in the lungs but general signs like fever, 
wasting, tachycardia, dyspnea, and anaemia can be of 
paramount importance. A few rhonchi and crepitations 
scattered over the lungs, or occasionally enlarged lymph 
nodes (some with tenderness but rarely fluctuant), 
doubtful neck rigidity or Kernig's sign, small 
splenomegaly and/or hepatomegaly, profound anemia, 
unexplained diarrhea, may all be there in the early stage. 
A properly taken PA view chest x-ray usually reveals the 
typical 'miliary' opacities although these may not be 
dense enough to be seen initially. Subsequent X-rays 
may be almost diagnostic. Pancytopenia, neutropenia, or 
thrombocytopenia may be present with anaemia. Iliac 
crest biopsy may show tubercular granulomas. Simple 
examination like ophthalmoscopy may be rewarding as 
the typical tubercles may be seen rarely on retina. It is 

expected that a good clinician would perform 
ophthalmoscopy with ease whenever necessary.

Tuberculosis disseminates to all organs including the 
brain, meninges, lungs, bones, kidney, liver, spleen, 
endometrium etc. but individual organ specific 
symptoms and signs may appear late and may take even 
months to years. 

Hence, a physician should take into account the above 
facts and look for the history of close contact with 
sputum positive tuberculosis (particularly in infancy 
and adolescence) in all cases of PUO. One should also 
take into consideration malnourishment and an 
immune-suppressed status (HIV infection, diabetes 
mellitus, chronic renal failure, malignancy and history 
of treatment with immunosuppressant drugs and 
steroids) of a patient. 

The patients of neutropenia are particularly vulnerable 
for fungal infection and it is a common situation after 
chemotherapy for cancer. Unless suspected and treated 
appropriately the mortality is very high. 

The lesson- 9: consider and reconsider tuberculosis in 
PUO: miliary lesions may appear late in chest-x-ray.


