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Death toll has been rising ever since the be-
ginning of the 4th wave (or the 3rd wave ac-
cording to authorities). Number of deaths 
reported is grouped according to age cate-

gories. Public health importance of that is to target the 
particular age group for priority in vaccination and 
other processes of prevention. 

However, non-technical groups seem to have per-
ceived this data in a different way. In the media, the 
presenters’ gestures and tone imply that the higher 
number of  deaths in the over 60 years age group is 
‘acceptable’. Possibly they seem to think that those 
deaths are inevitable. In fact most of those deaths 
could have been prevented, if the priority lists for vac-
cination prepared by the experts was adhered to. 

So…, don’t we need senior citizens? Can we just 
let them die? If we just leave aside their contribution 
to the country, in the past and at present, don’t they 
have the same rights as other people to live? How can 
someone underestimate the value of an over 60 per-
son’s life? (Unless of course, they are thinking of guys 
and gals occupying, or have occupied, seats at that in-
famous edifice by Diyawanna Oya.)

In Sri Lanka, over 60 years age category consists 
of 12% of the total population (www.statistics.gov.
lk) and nearly 30% of them directly contribute to the 
labour force, hence defined as an economically ac-
tive population. Furthermore, the number of hours 
worked for a week by an over 40 years person on av-
erage is 8 to 10 hours a day. Thus, they contribute to 
country’s economy in a big way directly. If someone 
is taking an economy-based approach in saving lives 
from COVID-19, then ladies, you are in trouble too! 
They may let you die, as the contribution to labour 
force by females is only 34% compared to 65.7% by 
males. Leaving aside the definitions and numbers, 
both these categories carry much of the burden on 
‘unpaid’ basis and counted under ‘not contributing to 
economy’ group. Basically, their contributions are not 
appreciated or acknowledged at home or in the soci-
ety or in government reports. 

The following, written by a doctor (Dr.Lahiru Ko-
dithuwakku), in the social media, explains this fur-
ther.

“In countries like ours there is no such thing as re-
tirement. Our parents only retire from office work, 
but they continue their duties to support their chil-
dren and grandchildren. Behind each death of an over 
60 age category, there is a grandparent who looked 
after the needs of a little one (filling up for the void 

of a parent at work or due to demise of a parent or in-
tentional desertion), or a parent; man or woman who 
shoulders the economic burden of a child’s family, or 
had mortgaged all property to teach their children. 
Even during this COVID-19 pandemic, the only school 
that kids have is their grandparents’ school. So, if one 
thinks these 60-year-olds aren’t contributing to the 
economy of the country, you are mistaken, because 
they’re the ones who allow other countrymen could go 
out of the house to work.” 

All in all, first the vaccines were not ordered on 
time. Then there was popularization of tonics, ‘peni-
yas’, steam pots and holy water pots and what not, un-
til those who promoted them succumbed to COVID-19 
and faced near death experiences themselves. There-
after, when the vaccines were brought to the country, 
the priority list was messed up (the Editorial in Febru-
ary 2020- Heads without ‘science or conscience’, the 
COVID-19 Vaccine and priority-list fiasco). Ultimate-
ly, the price for all of the above was mostly paid by 
the senior citizens who had devoted their lives  for the 
motherland. 

If those decision makers who do not have ade-
quate knowledge to make decisions or aren’t humble 
enough to listen to experts, continue to do what is best 
according to their judgment (or what is best for their 
own future), history will record this as an intention-
al massacre of the powerless, economically deprived 
people. The saddest part is that the decision makers 
do not seem to care while the receiving end is way too 
ignorant to understand the reality. Finally one day the 
medical fraternity will be blamed and perhaps even 
persecuted for all those lost lives.

It was Hubert Humphrey, the 38th Vice President of 
the United States (1965–69) who once said “The mor-
al test of a government is how that government treats 
those who are in the dawn of life, the children; those 
who are in the twilight of life, the elderly; those who 
are in the shadows of life, the sick, the needy and the 
handicapped”.

Need we say more?

So…, this Country does not 
need Senior Citizens?

Editorial

Editor-in-Chief
Professor	Hasini	Banneheke

MBBS, Pg Dip Med Micro, 
MD (Med Parasit)



President’s Message

SLMANEWS+ 03SEPTEMBER 2021   |

Dear	Colleagues,

Sri Lanka Medical 
Association is the 
premier professional 
organization for 
doctors in Sri Lanka. 

The primary objective of the Sri 
Lanka medical Association is 
the professional development 
of doctors. Along with the 
broadening of the scope of the 
Medical Professionals over the 
years, accommodating a range of 
specialities, the SLMA is actively 
involved in a range of themes that 
are important for human beings.  
There are 6 Standing Committees 
and 21 Expert Committees and 
Working Groups within the SLMA 
accommodating all or most of 
the theme areas in the medical 
profession. Thereby SLMA is in 
a position to decide the medical 
aspects of many topics that are 
of interest to many and even 
controversial subjects of interest 
to people.

The most recently established 
committee of the SLMA is the 
SLMA Expert Committee on 
COVID-19. This committee 
includes representation from the 
Professional Colleges, and the 
Council of the SLMA. In addition, 
experts in relevant fields  are 
invited for selected meetings.

Since January 2021 the SLMA 

Expert Committee on COVID-19 
has been meeting regularly at 
least twice per month and has 
issued reports on our concerns 
in relation to COVID-19 infection 
regularly. SLMA’s concern on 
COVID-19 is aptly illustrated by 
the number of letters written 
during this year. In all probability, 
2021 should be the year that 
released the highest number 
of letters to His Excellency and 
media releases out of the 134 years 
of existence of the SLMA. The 
contribution of the SLMA Expert 
Committee on COVID 19 towards 
mitigation of COVID-19 infection 
is substantial and our efforts 
influenced greatly to flatten the 
epidemic curve of COVID-19 on 
several occasions. I am ever so 
thankful to this Committee for 
safeguarding the credibility of the 
Medical Profession at this critical 
juncture.

Out of all SLMA activities the 
leading event is the Anniversary 
International Medical Congress 
which we are planning to have 
as a virtual conference from 21st 
– 24th September 2021. There 
will be 14 symposia, 3 plenary 
lectures and 3 orations, consisting 
of a wide range of topics, included 
in the academic programme 
of the conference. In keeping 
with the theme of the year, 
“Professional Excellence Towards 

Holistic Health care”, highlights 
would include an on-line quiz 
among teams of healthcare 
professionals. The quiz would 
strengthen the cooperation and 
interpersonal relationships of 
varying categories of healthcare 
professionals.

Let me invite all medical 
professionals to join the 134th 
Anniversary International 
Medical Congress from 21st – 
24th September 2021 and to make 
use of the academic content 
maximally for their day to day 
professional work. 

With the very best of wishes 
for a safe life.

Dr.	Padma	Gunaratne	
MBBS, MD(SL), FRCP 

(Edin, Glasg, Lond), FCCP, 
Hon FRACP, FAAN, FWSO 

President,
Sri Lanka Medical Association

IMPORTAnT nOTICe 

Any member of the SLMA who considers himself/herself suitable to guide the 
SLMA in the year 2023 as President is kindly requested to contact the SLMA Office 
to obtain the application for President Elect 2022. The applications should reach 
the honorary secretary on or before 20th October 2021.
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10th	&	29th	August
Two meetings of the SLMA Expert Committee on 

COVID-19 were held to discuss  issues related to the 
COVID-19 situation in the country and as to what 
recommendations should the SLMA give to the Gov-
ernment.

11th		August
A letter was sent to HE President requesting 

to declare a very extensive mobility restriction 
amounting to a lockdown for a minimum of two 
weeks while maintaining essential services, to con-
tinue the programme for vaccination uninterrupted 
and to allocate vaccines that produce some immuni-
ty even with a single dose to all elders and to people 
with comorbidities.

13th,	16th	&	23rd	August
Media briefings were held with the participa-

tion of Dr. Padma Gunartne – President SLMA with 
Dr. Malkanthi Galhena  – Consultant Family Phy-
sician to Educate Public on Home management of 
COVID_19, Drs Manilka Sumanathilaka – Vice Pres-
ident SLMA & Harsha Sathischandra to educate the 
Community on Public Health Measures, Drs Lak-
Kumar Fernando – President AMS, Harsha Sathis-
chandra – Representing the SLMA Inter-collegiate 
Committee & Nihal Abeysinghe – President College 
of Community Physicians on the need for travel 
restrictions and other preventive measures and fi-
nally with Dr. Ruvaiz Haniffa & Professor Indika 
Karunathilaka – Past Presidents SLMA & Drs Manil-
ka Sumanathilaka – Vice President SLMA on SLMA 
DoC Call 247 initiative.

Many media releases were published in print 
media and TV appearances by Dr. Padma Gunaratne 
– President SLMA and other council members were 
conducted during the month of July.

16th		August
SLMA DoC Call 247 with the collaboration of 

MoH, SLT Mobitel, Suwaseriya & other mobile part-
ners were launched to provide much needed advice  
to patients being managed at home with COVID and 
on other COVID related health issues.

A large number of SLMA members and non 
members from Sri Lanka responded to a letter sent 
by the President SLMA requesting their services at 

this crucial moment.
The services are provided voluntarily by these 

dedicated medical professionals consisting of both 
medical officers and Consultants. Many newspaper 
articles appeared on the initiative. Within the first 3 
weeks over 40000 calls have been attended to.

20th	August
A letter was sent to Dr. Asela Gunawadena, Di-

rector General of Health Services (DGHS), request-
ing to make use of the services of qualified private 
sector doctors formally in order to implement the 
COVID Patient Home Isolation and Management 
Programme.

20th	August

A media release in all three languages shared with 
the press requesting donations to SLMA COVID Sa-
hana from philanthropists and well-wishers to pur-
chase and distribute pulse oximeters to COVID-19 
patients for self-monitoring while being managed 
at home and necessary equipment to COVID Treat-
ment Centers.

1st	September
A second letter was forwarded to HE President 

on mitigation of COVID-19 Pandemic with the fol-
lowing; 

a. Report of the SLMA Expert Committee on 
COVID-19 giving recommendations on priorities for 
vaccination, the duration of the lockdown & exiting 
from the current lockdown
= The detail document on the 3rd dose in pri-

mary series for Vaccination against COVID 19

By Dr. Sumithra Tissera, Hony. Secretary of the SLMA
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Activities in August 2021 at a Glance
7th	August

The SLMA Saturday Talk on 
‘Bilateral Lower Limb Weakness’ 
was conducted by Dr. Arosha Dis-
sananyake, Consultant Physician 
& Senior Lecturer in Medicine, 
University of Ruhuna.

9th,	10th,	11th	&	12th	August
Poster presentation of the 134th Anniversary In-

ternational Medical Congress was conducted with 
some participants coming to SLMA and others join-
ing online. There were a total of 234 posters presented 
during the 4 days.

11th	to	13th	&	16th		to	18th	August
Fifth Pre-congress session on ‘Stroke Unit Care for 

Physicians’ was held as a series of lectures online with 
a half day workshop on skill development on the final 
day. 

The resource persons for the sessions and the top-
ics discussed were; 

Burden of Stroke in Sri Lanka & the essentials for 
setting for stroke care – Dr. Senaka Bandusena, Con-
sultant Neurologist, Principles of Stroke Recovery & 
Rehabilitation – Dr. Gamini Pathirana, Consultant 
Neurologist , Disabilities in Stroke & Rehabilitation 
Assessment -  Dr. Gunendrika Kasthuriratne, Consul-
tant Rheumatologist, Stroke Rehabilitation, How to 

Do it?: Practical Approach – Dr. Harsha Gunasekara, 
Consultant Neurologist, Post Stroke Complications & 
Prognostication – Dr. Champika Gunawardena , Con-
sultant Neurologist.

Nursing for Stroke – Ms. Sujatha Seneviratne, Se-
nior Lecturer in Nursing & Midwifery & Ms. D Thusha-
ra Anuruddhika – Nursing Officer, Physiotherapy for 
Stroke – Dr. Nadeehsa Kalyani – Lecturer in Physio-
therapy & Mr. BAP Lakmal – Senior Physiotherapist, 
Occupation Therapy for 

Stroke – Mr. Nandana Welage, Senior Tutor, Oc-
cupational Therapy & Mr. HG Tharindu Dilshan, Oc-
cupational Therapist, Speech Therapy & Swallowing 
Assessment for Stroke – Dr. Shyamanine Hettiarach-
chi, Senior Lecturer in Speech Therapy & Ms. Praba-
ni Dineshika – Senior Speech Therapist, Nutrition in 
Stroke – Dr. Renuka Jayatissa – Consultant Medical 
Nutritionist, Social Services for Stroke – Mr. Chan-
dana Ranaweera, Director, Department of Social Ser-
vices, Multi-disciplinary Stroke Care - Dr. Champika 
Gunawardena , Consultant Neurologist.

1st	September

Donation of 250 Pulse oxymeters obtained through the SLMA COVID Sahana Fund was handed over to General 
Shavendra Silva, Head National Operation Centre for Prevention of COVID-19 Outbreak, Commander of the Sri 
Lanka Army & Acting Chief of Defence Staff in the presence of Dr. Asela Gunawardena, DGHS, Dr. Padma Gu-
naratne – President SLMA, Dr. Manilka Sumanathilaka – Vice President SLMA, Dr Ruvaiz Haniffa – Past Presi-
dent, SLMA, Professor Indika Karunathilaka – Past President SLMA, Professor MC Weerasinghe – Council Mem-
ber, SLMA & Dr. Sajith Edirisinghe, Assistant Treasurer, SLMA.
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14th	August
The SLMA Sat-

urday Talk on ‘Ob-
structive Jaundice’ 
was conducted by 
Professor S Sivaga-
nesh, Consultant 
Surgeon & Profes-
sor in Surgery, Uni-
versity of Colombo.

15th	August

A joint webinar was organized by Doctors Cricket 
in Sri Lanka & SLMA on ‘Should Athletes be Tested on 
their Fitness?’. The resource person was Dr. Chathu-
ranga Ranasinghe – Senior Lecturer and Specialist in 
Sports & Exercise Medicine, University of Colombo.

19th	August
The SLMA Expert Com-

mittee on Rehabilitation 
organized a webinar on 
‘Considerations in the Man-
agement of the Neurogen-
ic Bladder’ by Dr. Ashani 
Couchman, Urological Sur-
geon, Australia. 

21st	August
The SLMA Saturday Talk on ‘Bronchial Asthma in 

Children’ was done by Professor Guwani Liyanage, 
Consultant Paedeatrician & Professor in Paediatrics, 
University of Sri Jayawardenapura.

25th	August	(Morning)

Seventh Pre Congress on 
‘Enriching Clinical Acumen 
with Communication Skills’ 
was done with the following 
resource persons.

Professor Rasanayake 
Mudiyanse, Professor Guwani 
Liyanage, Dr Amali Dalpatadu, 
Dr. Sajith Edirisinghe, Dr Kapila Sooriyarachchi, Dr 
Kanthi Hettigoda, Dr S Krishnapradeep, Ms. Anurad-
ha Rathanayaka, Dr. Nihal Weerasooriya, Dr. Anjali 
Wimalasiri, Dr. Athulya Amaratunga & Ms. Ramya K 
Ekanayake.

The Topics covered were on; Effective, efficient 
& supportive conversations, sharing information to 
serve the needs of the client, attuned with emotions 
when the news is bad, professional management of 
private & sensitive stories, empathy to resolve aggres-
sion & sooth the pain online.

25th	August	(Evening)
SLMA in partnership with Institute of Policy Stud-

ies Sri Lanka and Centre for Policy Impact in Global 
Health of the Duke University, US conducted a virtu-
al Policy Dialogue on ‘Planning for Universal Health 
Coverage Amidst the 4Ds of Health Transition’.

Drs Padma Gunaratne – President SLMA, Ruvaiz 
Haniffa – Past President, SLMA and Professor Samath 
Dharmaratne – President Elect SLMA were resource 
persons at this discussion.

Many experts (Sri Lankan and International) on 
the field of Health & Economics attended as resource 
and participants for the dialogue. 

27th	August	(Evening)
Sixth Pre Congress ‘Evidence Based Practice for 

Busy Clinicians: An Evidence Based Approach’ was 
conducted successfully.

The topics and resource persons were;
Evidence Based Medicine in the era of COVID – Can 

we? – Professor Kumar Mendis, Appraising Evidence 
– Critical Appraisal & Points of Care Resource (POCR) 
– Professor Sharmila de Silva, Communicating with 
Patients: Shared Care – Dr. Shehan Silva, Acquiring 
Evidence – Google, PubMed, TRIP – Dr. Supun Vitha-
na, Asking Structured Answerable Questions: PICO & 
5S Pyramid – Dr. Marylou Dharmakaran.

28th	August
The SLMA Saturday Talk on ‘Multiple Pregnancy’ 

was done by Professor Athula Kaluarachchi, Consul-
tant Obstetrician & Gynecologist and Professor in Ob-
sterics & Gynaecology.
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Dr.I.	K.	Goonerate,	
Senior Lecture / Hony. Consultant 
Neurologist 
Department of Clinical Medicine 
and Mental Health
Faculty of Medicine
University of Moratuwa
&
Dr.H.	E.	Jayaratne
Postgraduate Trainee in Family 
Medicine
Postgraduate Institute of Medicine 
University of Colombo

SARS-CoV-2 presents pri-
marily as a respiratory 
disease and has a wide 
spectrum of respirato-

ry symptoms ranging from mild 
to severe. It affects several other 
organs, including injuries to the 
nervous system. The spectrum 
of reported neurologic effects of 
COVID-19 infection can be due to: 
systemic disease, immune-mediat-
ed symptoms, inflammatory-medi-
ator related effects and symptoms 
due to direct viral damage. These 
effects can be broadly divided into 
two groups: non-specific neurolog-
ical symptoms and specific neuro-
logical disorders/ syndromes. 

Nonspecific	neurological	
symptoms

A significant proportion of 
patients with SARS-CoV-2 infec-
tion are reported to manifest loss 
of smell (anosmia) and/or loss 
of taste (ageusia) as a presenting 
symptom. Isolated sudden onset 
anosmia without any other symp-
toms has also been reported. The 
mechanism of cellular entry by 
SARS-CoV-2 is through binding 
to the angiotensin-converting en-

zyme 2 (ACE-2) receptor. The loss 
of sense of smell suggests the pos-
sibility of direct targeting of the 
olfactory system by SARS-CoV-2. 
However, studies have demon-
strated a high expression of ACE-
2 in the olfactory epithelium and 
conversely an absence of ACE-2 
expression in olfactory neurons. 

Thus, this more likely indicates 
an indirect effect of SARS-CoV-2 
infection, rather than the virus di-
rectly causing olfactory neuronal 
dysfunction.

Other non-specific neurolog-
ical symptoms include dizziness 
and headache. These are consid-
ered to be manifestations of mild 
to moderate symptomatic infec-
tion, and are often observed early 
in the disease. In contrast, most 
specific neurological disorders/ 
syndromes are reported mainly in 
later stages and in severe disease. 

Specific	neurological	
disorders/	syndromes	Stroke

A multicentre, multinational 
observational study that included 
hospitalized patients with SARS-
CoV-2 infection from North and 
South America, Europe, Asia, 
and Oceania estimated an overall 
stroke risk of 0.5% (pooled risk: 
0.9%).

This included ischaemic stroke, 
intracerebral hemorrhage, sub-
arachnoid hemorrhage, and cere-
bral venous thrombosis of which 
the majority were ischaemic in na-
ture (nearly 80%). The risk is quite 
similar to the risk of stroke follow-
ing any other influenza infection. 

Vascular complications of 
SARS-CoV-2 infection, are due to 
different pathophysiologic mech-

anisms which include: vasocon-
striction and increased blood 
pressure through an imbalance 
of Angiotensin-Converting En-
zyme (ACE) and ACE-2 activation, 
immune-mediated mechanisms 
including overexpression of cyto-
kines; vasculitis and finally isch-
aemia secondary to hypoxaemia 
or hypotension.

Increased pro-inflammatory 
biomarkers, plus COVID-19-asso-
ciated coagulopathy which is char-
acterized by increased fibrinogen 
to fibrin ratio, degradation prod-
ucts and d-dimer levels, increases 
the risk of stroke- especially in pa-
tients with severe disease needing 
ventilatory support and in patients 
with comorbidities such as isch-
aemic heart disease, diabetes and 
hypertension.

The aforesaid study on hospi-
talized patients with COVID-19, 
further reinforced this fact and 
concluded that the need for me-
chanical ventilation and the pres-
ence of ischaemic heart disease 
were predictive of stroke.

Encephalopathy
Clinical and EEG features sug-

gestive of encephalopathy in the 
absence of inflammatory chang-
es in cerebro-spinal fluid (CSF) 
are observed in patients with 
COVID-19. Acute encephalopathy 
can manifest as headache, delir-
ium, altered consciousness, sei-
zures and coma.

Septic shock, hypoxia, meta-
bolic acidosis, acute kidney injury 
and liver dysfunction are systemic 
complications of severe disease, 
which contribute to toxic/meta-
bolic encephalopathy. Systemic 

The Spectrum of 
neurological Complications 
of COVID-19
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inflammatory response syndrome 
causing immune mediated brain 
damage can also cause encepha-
lopathy.

COVID-19 induces a dramat-
ic increase in the release of cyto-
kines, chemokines and comple-
ment leading to a cytokine storm 
and multi-organ dysfunction, 
which can cause inflammation 
in the brain and increased blood-
brain barrier permeability.

Patients with severe COVID-19 
have high levels of interleukin 
1b, interferon gamma, granulo-
cyte-colony stimulating factor, 
IFN-gamma-inducible protein-10, 
monocyte chemo attractant pro-
tein 1, macrophage inflammatory 
proteins 1 alpha, and tumor ne-
crosis factor alpha. Thus, such pa-
tients with severe disease have a 
higher incidence of encephalopa-
thy than patients with non-severe 
disease.

Encephalitis
The pathogenesis of COVID-19 

encephalitis is thought to be due to 
direct viral invasion of the nervous 
system by either haematogenous 
spread or via the retrograde neu-
ronal route. The virus can cross 
the blood–brain barrier, and in-
creased blood-brain barrier per-
meability caused by cytokines can 
facilitate this process.

The sluggish movement of 
blood in the brain microcircula-
tion helps the virus spike protein 
to bind with ACE-2 receptors in the 
capillary endothelium.

Infected leukocytes can be both 
a reservoir and a vector, augment-
ing haematogenous spread into 
the central nervous system. Apart 
from the aforesaid mechanisms 
SARS-CoV-2 can enter the brain 
via the olfactory nerve resulting in 
rapid trans-neuronal spread.

Common symptoms of enceph-
alitis include headache, fever, 
vomiting, convulsions, focal neu-
rological deficits, and deficits in 
consciousness.  Inflammation can 
involve any part of the brain, es-

pecially the temporal lobe, white 
matter, frontal lobe and corpus 
callosum.

Although COVID-19 encepha-
litis is reported, it remains a rare 
complication limited to case re-
ports and case series. Variability 
in clinical presentation of enceph-
alitis and the spectrum of severity 
ranging from mild to severe could 
lead to under recognition of this 
neurological disorder.

Definitive evidence regarding 
direct neuroinvasiveness of SARS-
CoV-2 includes SARS-CoV-2 RNA 
PCR positive tests in CSF, SARS-
CoV-2-specific antibodies detect-
ed in CSF and SARS-CoV-2 RNA 
or antigen positive tests in brain 
tissue obtained at autopsy or biop-
sy. However only a minority (less 
than 25% of reported cases) have 
demonstrated neuro-invasion in 
COVID-19.

Isolation of  SARS-CoV-2 in CSF 
can be challenging and thus  low 
rates of positivity may be attribut-
ed to rapid CSF clearance of the vi-
rus, low titers or delayed sampling 
of CSF.  

Guillain	Barre	Syndrome
There is evidence to suggest an 

association between SARS-CoV-2 
infection and the development of 
Guillain–Barré Syndrome (GBS), 
which could be a post infectious 
neurological complication affect-
ing the peripheral nervous system. 
It is not a common complication 
and restricted to case reports and 
case series.

The most common clinical 
manifestation is the classic GBS 
with predominance of the senso-
rimotor syndrome and the ma-
jority of patients having the acute 
inflammatory demyelinating poly-
neuropathy (AIDP) variant.

However, rare variants like 
Miller Fisher syndrome have also 
been reported. CSF albumino-cy-
tological dissociation is present in 
the majority (approximately 70%), 
and CSF SARS-CoV-2 RNA is ab-
sent suggesting a post-infectious 

sequelae rather than a para-infec-
tious one. More than 70% of pa-
tients have a good prognosis, fol-
lowing treatment with intravenous 
immunoglobulin.

	Other	rare	neurological	
disorders/	syndromes

There is a spectrum of ex-
tremely rare neurological disor-
ders that have been reported in 
association with COVID-19 which 
are confined to case reports. Since 
these are case reports, a cause 
and effect relationship is difficult 
to establish.

The neurological conditions 
reported thus far include: acute 
necrotizing hemorrhagic enceph-
alopathy, acute disseminated en-
cephalomyelitis (ADEM), acute 
myelitis, optic neuritis, trigeminal 
neuropathy and other isolated cra-
nial nerve palsies, myopathy/ my-
ositis and CNS vasculitis. 

Conclusion	
Awareness of neurological 

complications associated with se-
vere infection in COVID-19, such 
as stroke, encephalopathy and en-
cephalitis is paramount, as such 
involvement of the nervous sys-
tem indicates a poor prognosis, re-
quiring closer attention.

Neurological manifestations 
will remain uncommon in spite of 
the large number of people devel-
oping SARS-CoV-2 infection. The 
impact of the pandemic on the de-
livery of optimal care to patients 
with other neurological disorders 
poses the greater challenge, espe-
cially in an already resource-con-
strained setting such as in Sri Lan-
ka.  
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COVID-19 (coronavirus dis-
ease 2019) is a respiratory 
tract infection with a new-

ly recognized coronavirus, SARS-
CoV-2. It is thought to have origi-
nated as a zoonotic virus that has 
mutated or otherwise adapted in 
ways that allow it to cause human 
pathogenicity.

The illness of COVID-19 ranges 
in severity from asymptomatic or 
mild to severe. A significant pro-
portion of patients with clinically 
evident infection develop severe 
disease, which may be complicat-
ed by acute respiratory distress 
syndrome (ARDS) and shock.

Mortality rate among diag-
nosed cases (case fatality rate) is 

generally about 3% globally but 
varies from country to country. 
The true overall mortality rate is 
uncertain, as the total number 
of cases (including undiagnosed 
persons with milder illness) is not 
known as a certainty.

Knowledge of this disease is in-
complete and id constantly evolv-
ing. Moreover, coronaviruses are 
known to mutate and recombine 
often, presenting an ongoing chal-
lenge to our understanding and to 
clinical management.

In late 2020 and early 2021, sev-
eral variants with potential impact 
on transmission, clinical disease, 
and immune protection were rec-
ognized. Several are characterized 
as “variants of concern” or “vari-
ants of interest” based on their 
capabilities to cause increased 
transmissibility, greater severity 
of disease, reduction in protective 
effect of antibodies generated by 

previous disease or vaccination, 
reduced efficacy of available treat-
ments, or reduced sensitivity of 
testing modalities. 
Severe	illness

Adult patients meeting any of 
the following criteria:
= Respiratory rate ≥ 30 breaths/

min
= Oxygen saturation ≤ 92% at a 

rest state
= Arterial paartial pressure of 

oxygen (PaO2) divided by 
inspired oxygen fraction (FiO2)  
≤ 300

Critical	illness
Adult patient meeting any of 

the following criteria:
= Respiratory failure

Occurrence of severe respirato-
ry failure (PaO2/FiO2 < 200), respi-
ratory distress or acute respirato-
ry distress syndrome (ARDS). This 

Feature ArticleFeature Article

COVID-19: Approach to 
Patients with Severe and 
Critical COVID Disease
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includes patients deteriorating 
despite advanced forms of respi-
ratory support (non-invasive ven-
tilation (NIV), high-flow nasal oxy-
gen (HFNO)) OR patients requiring 
mechanical ventilation.

OR	other	signs	of	significant	
deterioration
= Hypotension or shock
= Impairment of consciousness 

&/or vital organ failure

Patients with severe respira-
tory distress, obstructed or ab-
sent breathing, central cyanosis, 
shock, seizures, or coma, require 
aggressive airway management 
(which may include intubation) 
and oxygen.

Oxygenation	and	ventilation
Begin supplemental oxygen 

therapy when oxygen saturation 
falls below 92%. Oxygen can be 
administered through nasal can-
nulae at 5 L/minute or face mask 
with reservoir bag at 10 to 15 L/
minute. Titrate to reach SpO₂ of 
94% or more initially. Once sta-
ble, target SpO₂ of 90% or higher 
in nonpregnant adults.  It should 
ve maintained at 92% or higher in 
pregnant patients.

In most children the target 
SpO₂ is 92% or greater; for those 
who require urgent resuscitation 
(eg, those with apnoea or obstruct-
ed breathing, severe respiratory 
distress, central cyanosis, shock, 
seizures, or coma), a target SpO₂ 

of 94% or higher is recommended.
High-flow nasal oxygen or 

non-invasive ventilation has been 
used to achieve adequate oxygen-
ation in some patients. 

High-flow nasal oxygen is rec-
ommended by Surviving Sep-
sis Campaign and NIH (National 
Institute of Health) for patients 
with COVID-19 who develop hy-
poxaemic respiratory failure de-
spite conventional oxygen thera-
py. There is some evidence that it 
averts the need for intubation and 
mechanical ventilation. Non-inva-
sive positive pressure ventilation 
may be used if high-flow nasal ox-
ygen is not available

However, there is concern 
that these techniques may result 
in higher risk of aerosolization of 
the virus. Additionally, sudden de-
terioration may require emergent 
intubation, which is associated 
with more risk to both patient and 
healthcare providers. Therefore, 
some authorities reserve these 
options for settings in which air-
borne-spread precautions can be 
taken and close monitoring pro-
vided.

High-flow	nasal	oxygen	
therapy

High-flow nasal oxygen (HFNO) 
therapy is a form of respiratory 
support where oxygen is delivered, 
often in conjunction with com-
pressed air and humidification. It 
delivers high flow heated and hu-
midified oxygen via large diameter 

nasal cannulae. Flow rates can be 
given up to 60 L/min with an oxy-
gen/air blender supplying oxygen 
at 21–100%. 

High-flow humidified oxygen 
should be considered when unable 
to maintain SaO2 ≥ 92% despite 
conventional oxygen delivery at > 
6 L/min or an FiO2 of 0.4.

Non-invasive	ventilation
Non-invasive ventilation (NIV), 

also known as non-invasive posi-
tive pressure ventilation (NIPPV) 
or bilevel positive airway pressure 
support (BiPAP), is a form of re-
spiratory support. Bilevel positive 
pressure is delivered throughout 
the respiratory cycle by a firm-fit-
ting nasal-face mask. The patient 
breathes spontaneously and trig-
gers the device to each cycle.

A higher level of pressure is 
provided during the inspirato-
ry phase to enhance ventilation, 
while a lower level of continu-
ous positive pressure is delivered 
during the expiratory phase (also 
known as positive end-expiratory 
pressure or PEEP). Supplemen-
tal oxygen can also be delivered 
through the device.

Invasive	mechanical	
ventilation	&	ECMO

Mechanical ventilation may 
become necessary for patients in 
whom oxygenation targets cannot 
be met with less invasive measures 
or who cannot maintain the work 
of breathing (eg, PaO₂/FIO₂ ratio 
of less than 300 mm Hg)

Although an optimal tech-
nique has not been fully defined, 
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COVID-19–specific recommenda-
tions are emerging

Extracorporeal membrane oxy-
genation has been used in severely 
ill patients, and it can be consid-
ered if resources and expertise are 
available.

Medications	in	clinical	
practice

A strategy has emerged by 
which drugs are selected accord-
ing to the mechanism of action 
most likely to be effective against 
the dominant pathophysiology at 
various stages in the disease pro-
cess. Thus, antivirals and mono-
clonal antibodies directed at viral 
components are most effective 
when used early in the course of 
infection to prevent cell entry and 
viral replication; anti-inflamma-
tory drugs (e.g., dexamethasone) 
and immunomodulators are of 
most benefit during the hyper-
inflammatory response in later 
phases of severe disease. 

Anti-viral:	remdesivir
Remdesivir is an antiviral agent 

with significant in vitro activity 
against coronaviruses. Some ev-
idence of efficacy in an animal 
model of MERS, and some evi-
dence of efficacy in COVID 19 is 
currently available.

Preliminary and follow up re-
sults of the Adaptive COVID-19 
Treatment Trial, a placebo-con-
trolled randomized trial in 1062 
patients, showed a statistically 
significant improvement in time 
to recovery and a non-significant 
trend in lower mortality. Several 
other trials remain active, as well.

On the basis of these and oth-
er data from clinical trials, the 
NIH (National Institute of Health) 
guideline recommends, and the In-
fectious Diseases Society of Amer-
ica and Surviving Sepsis Campaign 
guidelines suggest, remdesivir for 
use in hospitalized patients with 
COVID-19 who require supple-
mental oxygen.

In patients who require oxygen 
via high-flow device or non-inva-
sive ventilation, NIH offers the op-
tion of remdesivir with dexameth-
asone or dexamethasone alone, 
because remdesivir appears to 
confer maximum benefit before 
the onset of more severe disease, 
in which dexamethasone alone is 
associated with markedly reduced 
mortality. NIH does not recom-
mend routine use of remdesivir 
in patients who require mechan-
ical ventilation or extracorporeal 
membrane oxygenation

Monoclonal	antibodies	against	
SARS-CoV-2	spike	protein:	
casirivimab-imdevimab	&	
sotrovimab

NIH guidelines recommend 
using these agents in outpatients 
with mild to moderate COVID-19 
who are at high risk for clinical 
progression. They note that these 
should not be given to patients 
hospitalized for COVID-19 outside 
of a clinical trial.

Sotrovimab targets a highly 
conserved region in the recep-
tor-binding domain of the SARS-
CoV-2 spike protein.

Interim data from the ongoing 
COMET-ICE clinical trial show that 
in 583 patients with symptomatic 

COVID-19 and at least one comor-
bidity or age-related risk factor for 
progressing to severe disease who 
were randomized to receive sotro-
vimab or placebo, the risk of pro-
gression to severe disease was 85% 
lower in the sotrovimab arm.

Immunomodulators:	
tocilizumab,	sarilumab	&	
baricitinib

Immunomodulators are also 
being investigated for mitigation 
of cytokine release syndrome 
believed to be a factor in severe 
acute respiratory distress syn-
drome and shock in COVID-19 (eg, 
tocilizumab and sarilumab, both 
monoclonal antibodies against in-
terleukin-6 receptor; Baricitinib 
and other Janus kinase inhibitors) 
Ocilizumab

Corticosteroids	-	
dexamethasone

NIH COVID-19 treatment 
guideline recommends tocilizum-
ab with dexamethasone alone or 
with remdesivir and dexametha-
sone in hospitalized patients on 
high-flow oxygen or non-invasive 
ventilation who have clinical or 
laboratory evidence of progressive 
disease 

Surviving Sepsis Campaign 
guideline on managing critically 
ill adults with COVID-19 strongly 
recommends using corticosteroids 
(preferably dexamethasone) for 
up to 10 days in patients with se-
vere or critical COVID-19

Venous	thrombo	embolism	
prophylaxis

Use of prophylactic doses of an-
ticoagulants, preferably low mo-
lecular weight heparin (LMWH), 
(e.g. enoxaparin 40 mg once daily 
or dalteparin 5000 IU once daily), 
in adults with moderate, severe or 
critical COVID-19 or other indica-
tions, unless there is a contrain-
dication such as a risk for major 
bleeding. Where the estimated 
glomerular filtration rate (eGFR) 
is less than 30 mL/min/1.73m2, 
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unfractionated heparin or clear-
ance-adjusted doses of LMWH 
may be used (e.g. enoxaparin 20 
mg once daily).

Complications	of	severe	&	
critical	COVID-19

Most common complication 
is acute respiratory distress syn-
drome.

Other	significant	problems	
include: 
= Septic shock
= Acute kidney injury
= Myocardial injury
= Secondary bacterial and fungal 

infections
= Multi-organ failure
= Thrombotic events
= Guillain-Barré syndrome 

Patients who require hospital 
admission often require prolonged 
inpatient stay (more than 20 days) 
and experience significant physical 
deconditioning  Otherwise, short-
term and long-term prognosis (eg, 
recovery of pulmonary function) 
remains to be seen with time.

Long	COVID	disease:
It is increasingly recognized 

that a substantial proportion of pa-
tients, including some who did not 
have severe manifestations of the 
acute infection, experience per-
sistent symptoms and prolonged 
recovery.

“Long COVID” or “post-acute 
COVID-19” is most commonly 
characterized by the following 
symptoms persisting more than 3 
weeks from onset of COVID-19.

= Low-grade fever, which may 
come and go

= Fatigue, which may be 
profound and may be sharply 
exacerbated by even mild 
exertion

= Joint and/or muscle pain
= Chest pain
= Cough
= Headache
= Cognitive dysfunction

It is not yet known whether re-
covery from infection is associat-
ed with protective immunity. Re-
infection has been documented, 
and the risk of reinfection may be 
increased by exposure to variant 
strains that have emerged in the 
United Kingdom, South Africa, and 
Brazil, although data are limited.

Dr		Chamarika	Jayanetti	
Weerasekera
Registrar in Medical Parasitology 
Department of Parasitology 
Faculty of Medical Sciences 
University of Sri Jayewardenepura

It was recently reported in 
the news that the incidence 
of toxocariasis is increasing  
among children in Sri Lanka. 

Children being confined to their 
homes amidst the pandemic , and 
thereby spending more time with 
their four-legged pets may have 
contributed to this. This article 
aims to provide a brief outline of 
toxocariasis, which is also known 
as visceral larva migrans.

What	is	toxocariasis?
Toxocariasis is a parasitic dis-

ease  predominantly caused by the 
zoonotic  round worms , Toxocara 
canis and Toxocara cati. The de-

finitive hosts of T.canis and T.cati 
are dogs and cats respectively; the 
adult worm dwells in the lumen of 
the small intestine of these defini-
tive hosts.

The parasite eggs are excreted 
in the faeces of the host and are 
infective upon 2-4 weeks of mat-
uration in the soil. Ingestion of 
eggs containing infective larvae 
commences a new life cycle. The 
humans are accidental dead-end 
hosts meaning that the larvae can-
not develop into adult worms with-
in the human body.

Humans acquire the disease 
via the ingestion  of infective 
eggs present in contaminated soil 
or food. Ingestion of improper-
ly cooked meat products of other 
dead-end hosts that might contain 
encapsulated larvae (eg  beef) also 
aid in the transmission . 1 Upon 
reaching the small intestine, the 
outer wall of the egg breaks down, 

and the larvae penetrate the small 
intestinal mucosa and enter the 
circulation. The larvae migrate 
throughout the body and enter 
various organs and cause a wide-
spread inflammatory reaction, 
hence the name visceral larva mi-
grans.

Cutaneous larva migrans 
(CLM), on the other hand, is a 
completely different clinical enti-
ty  caused by  animal hook worms 
such as Ancylostoma caninum 
and Ancylostoma braziliense. The 
mode of transmission of CLM is 
via skin penetration by infective fi-
lariform larvae.

How	common	is	toxocariasis?
 Human infection with Toxo-

cara species was initially reported 
in early 1950s by identification of 
the larval worms in biopsy spec-
imens in various organs of chil-
dren who exhibited multi system 

Toxocariasis: 
A neglected Disease
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disease, hence the name visceral 
larva migrans .2 Since then,  par-
asites of these species have been 
reported in patients all over the 
world.

It is now estimated that the 
prevalence of toxocariasis is 40% 
or higher in different parts of the 
world .3 A seroprevalence of 62% 
was noted among patients with 
ophthalmic disease in Kandy in 
2017 (Iddawela et al 2017). 4  A 
29% sero-prevalence was noted 
in 2009 among children with asth-
ma. 5

What	are	the	risk	factors?
There are several factors that 

are associated with higher rates of 
toxocariasis. Ownership of a dog, 
especially a puppy (as the pup-
pies tend to excrete more eggs) is 
a major factor.1,3,6 Children and 
adolescents are more likely to get 
infected as they play outdoors as 
well as with their pets.

Younger children are also less 
likely to practice proper hand hy-
giene. The prevalence is more in 
impoverished communities due 
to the poor hygienic practices. 
Also, toxocariasis is more preva-
lent in the tropics as the eggs tend 
to survive better in hot , humid 
climates. 3

What	are	the	clinical	
manifestations?

In most infections larvae are 
destroyed causing little damage 
to the host, but in some larvae can 
survive for many years and even-
tually cause lesions during their 
wanderings. The clinical manifes-
tations are according to which or-
gan is involved.

Generally, four main clini-
cal forms of the disease are rec-
ognised – visceral larva migrans 
and  ocular toxocariasis, covert /
common toxocariasis and neural 
toxocariasis .1

Visceral larval migrans (VLM)
This is mostly seen in children 

2 – 7 years as a result of larval mi-

gration through the viscera. 4The 
liver is the most affected with for-
mation of granulomatous lesions 
and hepatitis.

Symptoms  include fever, an-
orexia, abdominal pain, vomiting 
diarrhoea,  and weight loss. Hep-
atomegaly is usually observed 
in the examination. Pulmonary 
symptoms such as wheezing, dys-
pnoea and cough are also com-
mon.  Less commonly heart, kid-
neys and muscles may be involved 
leading to myocarditis, nephritis, 
and arthritis.  Most recover spon-
taneously within two years but 
some succumb to the disease.6

Ocular toxocariasis
Usually affects children aged 

5 – 10 years.4 The manifestations 
are often unilateral blurred/cloudy 
vision, sensitivity to light and 
painful eye. Retinal lesions can 
be caused by the migrating larva 
subsequently resulting in degen-
eration of the retina. Visual acu-
ity may be reduced, and central 
vision may be lost. Strabismus is 
often the presenting symptom. Oc-
ular lesions may cause severe loss 
of vision or even complete loss of 
sight in the affected eye. 

Covert toxocariasis
Non-specific signs and symp-

toms are seen in children and 
adults with this clinical entity. 4,6 
These include abdominal pain, 
headache, fever , cough, and cer-
vical lymph node enlargement. 
Eosinophilia and positive Toxo-
cara serology are common associ-
ations.

Neural toxocariasis
Invasion of the brain and spinal 

cord by the Toxocara larvae lead to 
this severe form of disease. Head-
ache, fever, epileptic  seizures, 
paresis, and incontinence are ob-
served. 4

How	is	the	disease		diagnosed?
The non-specific nature of the 

signa and symptoms may con-

found the diagnosis, and if missed 
may lead to severe morbidity.4 
The diagnosis is based on the his-
tory (age, presence of a pet, play-
ing outdoors etc), examination 
(cervical lymphadenopathy, hep-
atomegaly etc) and investigations 
(leucocytosis and eosinophilia). 
The parasitic aetiology should be 
confirmed by investigations when-
ever possible.

What	are	the	differential	
diagnoses?

Other parasitic differential di-
agnoses to VLM include larval as-
cariasis (shorter duration), stron-
gyloidiasis (longer duration) and 
tropical pulmonary eosinophilia 
(pronounced pulmonary symp-
toms mostly in adults). 6 Ocular 
toxocariasis should be excluded 
from retinal tumour (retinoblas-
toma) and other infective causes 
such as  toxoplasmosis, angios-
trongyliasis, cysticercosis, dirofil-
ariasis, Lyme borreliosis and cyto-
megaly virus infections. 4

What	are	the	investigations	to	
confirm	the	diagnosis?

As mentioned above, leucocyto-
sis and eosinophilia are consistent 
in VLM.6 Ultrasound scan of the 
abdomen may reveal hypoechoic 
lesions of the liver and is indeed 
more preferable to liver biopsy. 6

Magnetic resonance imaging 
(MRI) and computed tomography 
(CT) are also useful imaging mo-
dalities.4 Fundus photography, 
fluorescein angiography, ophthal-
mic ultrasound and optical coher-
ence tomography are useful in the 
diagnosis and evaluation of ocular 
toxocariasis.4

Serology is the widely used 
investigation to detect anti Toxo-
cara IgG antibodies by means of 
ELISA. 5 The sensitivity for oc-
ular toxocariasis is lower than 
for VLM.6However, it is diffi-
cult to distinguish between past 
and present infections and is not 
useful to evaluate the success of 
treatment.
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Demonstration of larvae in tis-
sue biopsy or ocular fluids is the 
gold standard for the confirma-
tion but is very difficult and hard-
ly achieved.4 Biopsy samples tak-
en for histopathology (usually for 
some other purpose) may reveal 
the presence of larvae/ portions of 
larvae within a granuloma.

Molecular diagnostics are also 
emerging as promising diagnostic 
tools. 6 : While being highly sensi-
tive with a lesser turnaround time, 
identification up to the species lev-
el can also be achieved.”

 It is important to note that toxo-
cariasis cannot be diagnosed by 
examining a faecal sample of a pa-
tient. Toxocara species do not de-
velop into adults within the human!

What	is	the	treatment?
Anti-helminthics and anti-in-

flammatory medication are the 
mainstay of treatment.4 Toxocaria-
sis can be treated with albendazole 
and mebendazole given twice daily 
for 5 days. Albendazole is preferred 
due to the better absorption.

Diethylcarbamazine and thia-
bendazole were used in the past but 
are no longer recommended. Sys-
temic corticosteroids have a place 
in ocular toxocariasis .

What	are	the	preventive	
measures?

The One Health concept , where 
the well being of other animals and 
environment is important for our 
own well being is aptly demonstrat-
ed in the prevention of toxocaria-
sis.

The initial contamination of the 
environment should be prevent-
ed to interrupt the transmission of 
Toxocara eggs to the humans. This 
includes regular and frequent de-
worming of household pets from a 
younger age and safely collect and 
hygienically dispose of pet faeces 
before the eggs become infective.

Promotion of handwashing af-
ter playing with pets or playing 
outdoors,  regularly cleaning chil-
dren’s play areas and keeping pets 

out of outdoor play areas also help 
in the reduction of transmission. 
3,4,6

What	is	the	way	forward?
Despite the many advances 

made in the past few decades, toxo-
cariasis remains a significant chal-
lenge to the public health as it is 

still under-diagnosed and largely 
neglected.

Increased surveillance, in-
creased awareness and increase in 
diagnostic facilities , especially mo-
lecular diagnostics  and develop-
ment of effective vaccines for the 
animals are much needed to keep 
this disease at bay.
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Voice of Youth/ Miscellany

The Sri Lanka Medical Association recently 
established a forum for its young members as a 
new committee and a working group. It functions 
under the guidance of the President and the 
Council. 

The main purpose of initiating this forum is 
to promote the engagement of young doctors and 
medical students in the activities of the SLMA. 
Other objectives include improving soft life-skills 
among young doctors and medical students, 
promoting healthy living among doctors and 
public and further promoting environmental 
health and Conservation in Sri Lanka. 

The membership of the Young Members’ 
Forum is open to all the SLMA members who 
are less than 40 years of age. The committee 
comprises a chair, two convenors and twenty 
committee members, appointed for a period 
of one year. There will be regular meetings 
and various academic and social events for 
professionals and the general public.

We are happy to invite all the eligible SLMA 
members to join us!

Drop an email to office@slma.lk stating your 
desire to join.

Sankha	Randenikumara
Chair
The SLMA Young Members’ Forum

Nearly two years have so far gone
Yet end of the pandemic not in sight
To catch the virus many are still prone
Keeping it in check, an ongoing fight

How sad millions of lives already lost
And millions more suffering with fright
To people and nations, a terrible cost
End of the tunnel, hoping to see light

For children two years lost at school
Just idling at home, parents in distress
Only for a few, online learning a tool
To all concerned causing much stress

Working from home not an easy task
Sitting at the screen, straining the eye
With household chores, a hefty ask
Lost in darkness, awaiting a brighter sky

Mostly affected, the daily wage earner
With many hungry kids crying at home
Eagerly wishing for some relief sooner
Looking for charity in whatever form

Healthcare workers stretched to the limit
Hospital facilities getting over-burdened
Armed forces keenly fulfilling their remit
Let’s hope their attitude is not hardened.

Vaccination is for longer term prevention
Public health precautions, immediate need
Deserving everyone’s undivided attention
Well intended advice all should heed

It appears the response is bungled
No coordination, no firm strategy
Leaders confused, words fumbled
Some profiteering, it’s a tragedy!

Dr.	Sarath	Gamini	De	Silva
Consultant Physician

Pandemic 
woes

The SLMA 
Young Members’ 
Forum

“	Few	members	of	the	SLMA	Young	Members’	
Forum	with	the	Editor-in-Chief	of	the	
newsletter”
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SLMA DOC CALL 247 – Professional Service Within Reach 

 

A Personalized Care System “Twenty-four – Seven” 

At a time when the exponential escalation of the COVID-19 pandemic and 
its variants were creating havoc in all parts of the country and thereby 
affecting families and communities while overwhelming the health 
system, it was very appropriate that groups of doctors met up 
professionally at the SLMA in their volunteer capacity to create this “247” 
service, which implies that a doctor is available “twenty-four hours a day, 
seven days a week”.  

This digital service, which connects up doctors to join hands and work as 
one team – as one family, can help identify red flag symptoms, identify and 
reassure those who can be managed at home and help those who should 
be admitted for hospital care. Furthermore, this service enables us to 
arrange and track ambulances as well as inform the visiting physician and 
other consultants receiving the patients upon necessity. This enables the 
medical community to provide a service with the best possible holistic 
care approach within the constraints of the prevailing national crisis. 

 

A Rewarding Experience to Both Doctors and Patients 

SLMA DOC CALL 247 is a free service dedicated to provide guidance 
and support to patients who are diagnosed or suspected of having 
COVID 19 infection.  

By volunteering to this service, the doctors get the opportunity of 
relieving the distress of many helpless patients by just listening to 
their story or by providing correct information necessary for them to 
successfully get through the illness. In addition, during these calls, 
many lives are saved by identifying critical patients and guiding them 
to hospitals without delay.  

I am happy to be a volunteer of this program. Trust me! Every call is a 
very unique experience. 

 

 A Fulfilling Service  

By answering many 247 calls over the past few days, I realized that many 
people are aware of the recommended drugs and doses, but they actually 
needed medical guidance for clearing up the COVID related doubts and 
uncertainties causing much anxiety. This platform provides that 
opportunity of getting professional advice. Whole families falling ill with 
a pandemic illness that had caused many deaths worldwide has been a 
frightening experience bravely faced by our countrymen. 
 
Through 247, I was able to help many people to find solutions for their 
genuine concerns as well as answer mundane questions related to daily 
living. I find this to be an extremely fulfilling experience for a doctor. This 
kind of service may be continued in a more organised manner even after 
the pandemic is over. 

 

 

Prof. Chandrika Wijeyaratne 
MBBS, M.D. Internal Medicine, Doctor of 

Medicine (Colombo), FRCP 
Vice Chancellor, University of Colombo 

Senior Professor - Reproductive Medicine, 
Faculty of Medicine, Colombo. 

 

Dr. Sarath Gamini De Silva 
MBBS (Col), LRCP(Lon), MRCS(Eng), 

MD(Col), FRCP(Lon), FRACP(Hony.), FCCP 
Consultant Physician, Colombo 

 

Prof. Sudharshani Wasalathanthri 
MBBS, PhD 

Professor, Department of Physiology,  
Faculty of Medicine, University of Colombo 
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Dr.	Sarath	Gamini	De	Silva
Consultant Physician 

I have been a participant in the 
SLMA 247 COVID relief service 
for several weeks. The enormous 
relief provided to anxious indi-
viduals suffering from this dread-
ed disease, often several affected 
in the same household, managed 
at home often with no one else to 
seek help from, is admirable. The 
anguish of their families was pal-
pable. The WhatsApp communi-
cations between the participant 
doctors has been an educational 
experience for me. Many, special-
ly the younger doctors, appear to 
be surprised and annoyed that pa-
tients keep asking about bathing, 
drinking king coconut water, al-
lergies to sour plantains etc, even 
in the 21st century! In fact I was 
surprised that a doctor said, I hope 
in jest, he has a notice displayed 
at his clinic asking patients not 
to ask about bathing. Yet anoth-
er senior doctor admits to getting 
irritated and refusing to answer 
questions about such mundane 
matters. These instances expose 
a significant lack of knowledge 
about the cultural landscape of 
the society we are practising in. 
In this article the terms native, 
traditional and Ayurveda have 
been used with similar meaning 
as much as Western and allopath-
ic mean the same.

Before allopathic medicine 
was introduced during colonial 
times, Sri Lankans over many gen-
erations have been well served by 
native physicians of all kinds for 
thousands of years. These prac-
titioners did not have any formal 
training, inheriting the art from 
their ancestors by word of mouth 
or through Ola leaf manuscripts. 
The latter were considered fam-

ily treasures passed on from fa-
ther to son. All diseases were at-
tributed to disturbances in gases 
(vathaya), bile (pitha) and phlegm 
(sema). Various items of food, 
habits of daily living like bathing 
and changes in the weather were 
blamed for such disturbances. 
Obviously bacteria, viruses and 
other pathogens were unknown 
entities then.

No wonder there was no re-
search or new ways of treatment 
introduced from time to time as 
we are used to seeing in allopath-
ic medicine nowadays. On the 
other hand probably the disease 
pattern too was fairly uniform 
and static as there were no dras-
tic changes in the lifestyle or en-
vironment over the years. With 
a down to earth lifestyle, con-
suming unprocessed fresh food, 
mostly vegetarian, and physical 
work from dawn to dusk, “mod-
ern diseases” like vascular dis-
orders must have been quite 
uncommon. There was the practi-
cally convenient acceptance that 
the remedy is generally found in 
the same locality as the malady, 
leading to the use of material of 
plant origin as the basis of med-
ication. In history we hear of 
people dying of snake bites, con-
suming poisonous foods, at child 
birth or with wounds in battle 
and the like. There are hardly any 
historical accounts of people col-
lapsing with chest pain, paralysis 
or sudden loss of consciousness. 
For whatever reason, the average 
lifespan was relatively low. 

Even	 with	 the	 increasing	
popularity	 and	 positive	 out-
comes	 of	 allopathic	 medicine,	
with	 new	 diseases	 being	 iden-
tified	 and	 new	medications	 and	
other	methods	 of	 treatment	 be-
ing	 introduced	 after	 extensive	

research,	 native	 or	 traditional	
medicine	thrives	to	this	day.	The	
older	generation	still	believes	in	
their	positive	effects	much	more	
than	 Western	 medicine	 which	
many	 consider	 as	 foreign. Var-
ious decoctions (kasayas), local 
applications (oils and paththus), 
and rituals like thovils are still in 
vogue, wide spread in the society. 
When considering the laborious 
efforts needed in their prepara-
tion and application, compared 
to the ease of swallowing a ready-
made allopathic pill or syrup, 
the faith people have in them be-
comes evident. 

In our own childhood most of 
us would have swallowed gallons 
of coriander and various kalkas 
and gulis for respiratory and oth-
er illnesses. During school hol-
idays we had a dose of aralu to 
induce a profuse diarrhea, which 
was supposed to cleanse the bow-
els. Every time the body tempera-
ture went up the first step was to 
stop taking solid food, even in the 
absence of bowel disturbances. 
Such starvation meant that on re-
covery it took a further few days 
to get the energy back and return 
to school or work. All medicinal 
products and other rituals are 
given credit for recovery from 
an illness which was self limit-
ing anyway. In general bathing 
was discouraged after dusk or for 
several days after recovery from 
an illness, and we did not drink 
king coconut water or cooled flu-
ids after bathing. So many food 
items like tomatoes, pumpkin, 
sour (ambul) plantains, eggs and 
milk were taboo for fear of caus-
ing certain disorders. 

Having studied the sciences 
and being trained in allopathic 
medicine, we may be inclined to 
ridicule and discard all these be-

Keeping Afloat in a Sea of 
Traditional Medicine
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liefs and practices as irrational. 
Many of these treatment modali-
ties may not stand up to scientific 
assessment we rely on now. But 
it is well established that many 
illnesses have a psycho-somatic 
basis and the trust one has on a 
treatment procedure will help in 
achieving a cure to a great extent. 
Native medicine has the advan-
tage of the faith patriotic people 
have as one of their own which 
has come down many genera-
tions. They make the somewhat 
sensible argument that we have 
survived many illnesses long be-
fore Western medicine was in-
troduced, notwithstanding the 
fact that many of the modern day 
diseases were probably nonexis-
tent or not recognised then. Many 
still believe that allopathic med-
icine will temporarily suppress 
chronic illnesses like polyarthri-
tis while traditional medicine 
may achieve a permanent cure. 
It remains popular in the treat-
ment of strokes and fractures 
despite the resulting deformities 
and disabilities seen often. Many 
Western countries, birth place of 
allopathy, themselves have their 
own flourishing systems of tradi-
tional medicine. It is well   known 
that among others, many Ger-
mans visit Sri Lanka in consider-
able numbers seeking Ayurvedic 
treatment, and Sri Lankan owned 
businesses dealing with Ayurve-
da and other forms of traditional 
medicine are flourishing in West-
ern countries.

It is an interesting phenome-
non that people tend to turn more 
towards traditional medicine as 
they are getting increasingly dis-
illusioned with all that is modern. 
This is despite allopathic med-
icine   advancing in leaps and 
bounds with inventions and in-
novations. This was amply illus-
trated recently when thousands 
of people queued up to obtain a 
decoction of dubious origins for 
COVID, an infection hitherto un-
known to Western medicine let 

alone to native practitioners. The 
fact that a group of doctors and 
other healthcare workers from a 
leading Teaching Hospital in the 
forefront of treating COVID pa-
tients sent an emissary to buy a 
large quantity of the decoction for 
their personal use exemplifies the 
depth of this reality. State spon-
sorship of such products compli-
cates the matter further. 

Yet another issue is the heav-
ily promoted herbal medicines 
and nutraceuticals. These are 
not subjected to stringent regu-
latory procedures that apply to 
authentic Western drugs. Being 
combinations of multiple herbs, 
it is doubtful whether there is any 
standardization done about their 
composition. Unfortunately doc-
tors get information about these 
formulations only from the sales 
representatives promoting them. 
They are highly priced as well. It 
should be kept in mind that it is 
a punishable offence for doctors 
registered with the Sri Lanka Med-
ical Council to prescribe drugs of 
other systems of medicine which 
they are not trained in. 

Very often the patients request 
clarification whether they can use 
traditional medicine along with 
drugs the doctor has prescribed. 
My practice is to allow any exter-
nal applications like oils, path-
thus, massages etc that may give 
symptomatic relief.  I stress that 
it is the physiotherapy that goes 
with such therapies that is more 
important. I discourage swallow-
ing of any other medicines, apart 
from well established substanc-
es like coriander, explaining the 
possibility of drug interaction. To 
dismiss the traditional medicine 
altogether will not be to the satis-
faction of the patient. One should 
note the value of complementary 
medicine when several systems 
of medicine are prevalent in the 
society simultaneously.

It is well known that large 
numbers of practitioners of tra-
ditional medicine prescribe al-

lopathic drugs, especially anti-
biotics. Sri Lankans celebrated 
for their high literacy swallow 
such medicine without any hesi-
tation. This is beyond our control 
in the apparent absence of any 
legal provisions to undertake pu-
nitive action. It appears that the 
Ayurvedic Medical Council is not 
interested or is powerless to recti-
fy the situation. I subtly indicate 
to the patient that this practice is 
not acceptable. There were a few 
instances where patients believed 
that probably such offenders are 
trained in both systems! Such is 
the level of ignorance we have to 
contend with.

It is important for the present 
generation of doctors trained in 
allopathic medicine to realise that 
they have to keep	afloat	 in	a	sea	
of	 traditional	medicine. The sit-
uation may be experienced more 
by those practising in semi-urban 
or rural areas where there is more 
faith prevalent among the people 
in other systems of medicine and 
rituals, and where practitioners 
of such abound. When patients 
seek clarification based on tra-
ditional beliefs, they deserve a 
patient hearing. Obviously one 
should try and explain the true 
facts without any sense of sar-
casm or ridicule, gently address-
ing the various misconceptions. 
Some knowledge in humanities 
as imparted to the students in 
the Colombo Medical School will 
help in this respect.

For further information please 
see my article; “Native	Medicine	
and	its	Relevance	Today”, in the 
SLMA Newsletter of February 
2021 or Pg 86-90 in my book “Es-
says on Random Topics; the Com-
mon Sense of a Physician”.
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Preserving repatriated 
wanniya-Laeto Remains from 
the University of edinburgh at 
Dambana- Mahiyanganaya
Dr.	Sajith	Edirisinghe
Department of Anatomy
Faculty of Medical Sciences
University of Sri 
Jayewardenepura.

Senior	Prof	Surangi	
Yasewardene,
Department of Anatomy
Faculty of Medical Sciences
University of Sri 
Jayewardenepura.

Dr.	Oshan	Wedage,
Department of History & 
Archaeology
University of Sri 
Jayewardenepura.

Dr.	Patrick	Roberts
Stable Isotope Laboratory
Department of Archaeology 
Max Planck Institute for the 
Science of Human History 
Germany

Thomas	H.	Gillingwater
Anatomical Museum 
College of Medicine and 
Veterinary Medicine,
University of Edinburgh, 
Edinburgh, UK

Malcolm	MacCallum
Anatomical Museum 
College of Medicine and 
Veterinary Medicine
University of Edinburgh 
Edinburgh, UK

Uruwaruge	Wainnya-laeto
Wariga Maha Gedara, Kotabakina 
Dambana

Uruwaruge	Heenbanda
Wariga Maha Gedara, Kotabakina 
Dambana 

The ‘Veddas’ or Wanni-
ya-Laeto are Sri Lanka’s 
Indigenous inhabitants, 
whose language is com-

monly referred to as ‘Vedda’ (Se-
ligmann and Seligmann, 1911). 
The Wainnya-Laeto inhabited Sri 
Lanka prior to the arrival of Sin-

hala and Tamil-speaking pop-
ulations (Seligmann and Selig-
mann, 1911) and have even been 
proposed as having an affinity to 
the earliest ‘Microlithic’ human 
settlers of the island who arrived 
during the Late Pleistocene (Der-
aniyagala, 1998). 

The term ‘Vedda’ comes from 
the Tamil word for hunting and 
the Wanniya-Laeto  take pride in 

1. Preserving the remains of Wanniya-Laeto repatriated from 
the University of Edinburgh-UK: Now kept in Dambana- 
Mahiyanganaya-Sri Lanka

2. Repatriation of  Wanniya-Laeto from The University of 
Edinburgh-UK to Dambana- Mahiyanganaya-Sri Lanka

3. From Edinburgh-UK to Dambana- Mahiyanganaya-Sri Lanka:  
preservation of repatriated  Wanniya-Laeto

4. Wanniya-Laeto repatriated from Edinburgh-UK to Dambana- 
Mahiyanganaya-Sri Lanka:  Assembled and Preserved

Assembling	the	skeletal	
remains	(Figure 01)
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their traditional forest foraging 
lifestyle (M.W. De Silva Sugath-
apala, 1972, C.R. De Silva, 1990; 
Bandaranayake, 1985). In the 19th 
and 20th centuries, Wanniya-Lae-
to communities were recorded as 
being widespread across the Wet 
and Intermediate rainforests of 
the islands, as well as in the Dry 
Zone (Seligmann and Seligmann, 
1911; Knox, 1981), and several 
Wanniya-Laeto  communities still 
retain their traditional knowledge 
and culture in Sri Lanka today.

A series of skeletons of Wan-
niya-Laeto  (labelled ‘Veddah’) 
remains, which were taken from 
Sri Lanka during the British co-
lonial period, had been stored in 

the University of Edinburgh’s an-
atomical collection for more than 
100 years. According to the re-
quest made by Uruwaruge Wan-
niya-Laeto, the skeletal remains 
have now been repatriated fol-
lowing a unique research collab-
oration between the Wanniya-La-
eto , the Max Planck Institute for 
the Science of Human History, 
and the Anatomy Department at 
the University of Edinburgh.

On 22nd November 2019, the 
University of Edinburgh safely 
returned the skeletal remains, 
which are more than 200 years 
old, to the rightful custody of the 
Wanniya-Laeto community of 
Dambana at the Playfair Library, 

University of Edinburgh.
This was initiated by Dr. Oshan 

Wedage, Senior Lecturer, Depart-
ment of Archaeology, Faculty of 
Humanities and Social Sciences, 
University of Sri Jayewardenepu-
ra (USJ) and Dr. Patrick Roberts 
of the Max Planck Institute of the 
Science of Human History (MPI-
SHH). There were nine skulls, two 
of which were also part of near 
complete skeletons. These human 
remains were safely brought to 
Sri Lanka in November 2019. 

The Department of Archaeolo-
gy, Ministry of Cultural Affairs of 
Sri Lanka made a request to the 
Department of Anatomy, Facul-
ty of Medical Sciences, USJ to as-

Uruwaruge	Wainnya-Laeto	observes	the	assembled	full	skeletons	(Figure 02)
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semble and preserve these skele-
tons.

As a response to the national 
request, Senior Prof S.G Yasewar-
dene, Chair and Professor of 
Anatomy, Department of Anat-
omy, and Dr. Sajith Edirisinghe, 
Lecturer and Clinical Geneticist, 
Department of Anatomy repre-
senting Faculty of Medical Sci-
ence, USJ visited the cultural 
heritage museum in Dambana vil-
lage- Wariga Maha Gedara (වරිග 
මහගෙදර), Mahiyanganaya on 4th 
and 5th August 2021 to help pre-
serve the skeletons for future gen-
erations. 

The skeletons were preserved 
in glass cabinets without causing 
any damage to the bones using 
special techniques of bone artic-
ulation. The bones were kept in 
a separate room especially de-
signed with air conditioning fa-
cilities at Wariga Maha Gedara 
museum to minimise the atmo-
spheric humidity surrounding 
them.

The main objective of preserv-
ing these ancient skulls and skel-
etons is to protect them for future 
generations as part of an exhibi-
tion highlighting the culture of 

the Wanniya-Laeto  and the im-
pacts of colonialism on these so-
cieties.

Their preservation also offers 
the possibility for potential future 
molecular biology research, in-
cluding DNA studies and sequenc-
ing to understand the lineage of 
modern humans and reveal the 
deep history of inequality among 
different populations and among 
individuals within a population. 
However, it is important to note 
that the future of the human re-
mains, and their display or buri-
al, is completely in the hands of 
the Wanniya-Laeto  Traditional 

Elders and their decision-making 
bodies. The museum section of 
the preserved skeletons was cer-
emonially opened for public dis-
play at Wariga Maha Gedara, Ma-
hiyanganaya on 9th August 2021, 
with the International Day of the 
World’s Indigenous Peoples cele-
bration.  These skeletal remains 
could help to develop and provide 
new lines of evidence for investi-
gating Sri Lanka’s indigenous in-
habitants in the future, while also 
providing a permanent memorial 
to their cultural heritage.
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Senior	Prof	S.G	Yasewardene,	Dr.	Sajith	Edirisinghe,	and	Dr.	Oshan	Wedage	with	Uruwaruge	Wainnya-Laeto	
after	assembling	the	skeletons	(Figure 03)
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Dr	Suriyakanthie	Amarasekera
DA.RCP.RCS , FRCA , FSLCA
Rtd. Senior Consultant 
Anaesthetist SJGH
Past President College of 
Anaesthesiologists of Sri Lanka
Past President Sri Lanka Medical 
Association

Eighteenth of August 1987 
began like any other 
Tuesday, when I provid-
ed  Anaesthesia for a busy 

surgical list for Dr Yoheswaran in 
theatre five at the Sri Jayaward-
anepura General Hospital. We 
had come to the end of the second 
case - a vesicolithotomy (removal 
of a bladder stone) - and just as we 
walked into the corridor within the 
theatre complex, an announce-
ment was made over the PA sys-
tem “Dr Yoheswaran  please come 
to the ETU immediately”. Yoga re-
marked “That’s a strange request 
– I wonder what it’s all about?” I 
opined perhaps a VIP patient must 
have come to the ETU to see him. 
We continued to walk toward the 
theatre door when the announce-

ment was repeated. Yoga asked 
“Should I change out of my theatre 
clothes?” and Dr Kenneth Perera 
who was there said “Just go as you 
are and see what they want.” Yoga 
walked out of the theatre sliding 
doors and entered the lift just out-
side to go to the ground floor.

Barely minutes after Yoga left, 
I got an irresistible urge to run 
down to the ETU. I felt that some-
one needed me desperately – call 
this compulsive feeling: Extra Sen-
sory Perception, Thought Trans-
ference, or what you like. Being 
a Christian I believe that it was 
Divine Direction. I ran out in my 
theatre scrubs and shoes, without 
even putting on my white coat or 
changing my theatre shoes, a thing 
I would do only when summoned 
for a Cardiac Arrest. I remember 
running down the single flight of 
stairs without waiting to summon 
the lift, running as fast as I could 
pushing at least three people bodi-
ly out of my way. I had a hazy im-
pression of surprised faces as I 
rushed past them down the stairs, 
past the Physiotherapy Depart-
ment, Corridor, Out Patient De-
partment, and through the swing 
doors of the Emergency Treatment 
Unit.

 I came to a halt near a trolley 
around which several people were 
standing apparently frozen into 
immobility with shock.  I saw a 
well-built figure in blood-spattered 
white clothes, lying semi-prone on 
the left lateral side with his right 
arm hanging over the side of the 
trolley. I instinctively reached for 
the hand and groped for the ra-
dial pulse – it was imperceptible. 
When I looked down at the figure 

lying so still, taking an occasion-
al gasping breath, and a glazed 
look in his eyes, to my shock I rec-
ognised it was Lalith Athulathmu-
dali. I felt as if I had been hit in my 
solar plexus. My first thought was 
that it was my husband Mahendra 
Amarasekera’s beloved “Sir” (La-
lith had been his Lecturer in Juris-
prudence in Law College, and he 
had moved closely with him ever 
since)

 I said “quick get me a cannu-
la”, and grabbed a green Venflon 
cannula that was being held by an 
E.T.U. doctor, and inserted into a 
vein at the back of the right hand. 
The circulation was so poor that 
there was no “flush back” to indi-
cate that I was actually in the vein, 
but I knew I was in – I couldn’t 
afford to miss! I connected a nor-
mal saline drip to the cannula and 
opened it fully.

I realized that it was not good 
enough and asked for a “Haema-
cel” – a blood substitute and start-
ed squeezing the plastic bottle 
with both hands so that the fluid 
was literally pouring into the vein. 
When about half the bottle was 
transfused, I could feel the pulse 
coming back – thready at first, 
and then stronger - what a relief! I 
looked up at Dr Rangith Attapattu 
who was standing there and said 
“It’s alright now Sir”. I started an-
other drip on the left arm and sent 
blood for cross-matching. The 
blood pressure was only 80mm Hg 
at first, but soon came up to 90mm 
Hg.

Yoga did a quick assessment of 
the injuries. There were shrapnel 
wounds on both legs, back of chest 
and buttocks, and an alarming en-
try wound just below the left nip-
ple. We were relieved to confirm 
that it was not a penetrating chest 
injury on examination. It was also 
a relief to see clear urine on cath-
eterization, indicating that the 

The article “Recalling that narrow escape” of the 
Parliament terrorist grenade attack of ’87, 
published in the Sunday Times of 15th August 2021 
prompted me to write my own personal recollection 
of details of that fateful day…

That Fateful Day
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kidneys were functioning and not 
damaged.

Suddenly Lalith opened his 
eyes and asked me “What is my 
pressure? Is it low?” and I replied 
“It’s a little low Sir but not bad” 
Then he said “I normally have low 
pressure ask my GP she will tell 
you” When I asked him if he could 
remember the actual value he said 
“about 60”. I told him that he must 
be thinking of his pulse rate and 
not blood pressure. I asked him 
if he knows his blood group and 
he replied “The common one”. 
A Blood Bank doctor rushed up 
with a bag of blood. I asked if it 
had been cross-matched and when 
she said “no” I said, “please do an 
emergency cross-match and bring 
it, I don’t want to take the risk of 
giving uncross-matched blood, I 
can hold his pressure till then”.

 Yoga was puzzled by the ini-
tial state of collapse. He concluded 
that it was “neurogenic shock” as 
there was no evidence of any in-
ternal bleeding at this stage… Ken-
neth came down from the theatre 
and he gave some Morphine Intra-
venously. We then started wheel-
ing the trolley out of the ETU Lalith 
asked “Where are you taking me 
taking me?”  and I replied, “First 
to the X-Ray department and then 
to the Intensive Care Unit for ob-
servation”. Once the Minster was 
lifted onto the X-Ray table every-
body hastily left the room before 
the films were taken. I stayed back 
as I did not want to leave him alone 
when his condition was far from 
being stable. I said “I don’t think 
you can remember me, Sir, I’m…” 
before I could complete the sen-
tence he smiled and said “I know, 
you are Mahendra’s wife” I was 
rather surprised as I had only met 
him twice before the last occasion 
being two years ago, at Mahen-
dra’s induction as the President 
of the Rotary Club of Mt Lavinia- 
at the Mt Lavinia Hotel, when the 
Minister was the Chief Guest.

 He was rather concerned 
about an injury to his left thumb, 

so I got them to take an X-Ray of 
his left hand as well. It was only 
later that I learned that Lalith was 
left-handed. One pint of blood had 
been cross-matched by now and 
brought to the X-ray room, and I 
started the transfusion.

 We took him to the I.C.U. and 
Yoga assisted by nurses from the 
theatre started cleaning and dress-
ing the wounds. Lalith said that his 
chest was hurting and I assured 
him that there was no injury to 
his heart and that any pain he was 
feeling was due to a superficial 
shrapnel wound. He then said, 
“I feel rather sleepy – can I close 
my eyes?” I told him that had been 
given some Morphine and that’s 
why he is feeling sleepy. I said “Go 
ahead and sleep – we will look af-
ter you” No grumble or moan es-
caped his lips though he must have 

been in pain – particularly when 
the wounds were being cleaned 
and dressed.

We got the X-Ray films and to our 
horror, we noticed several shrap-
nel that had obviously penetrated 
the abdomen. There was one that 
was near the 1st Lumbar vertebra, 
dangerously close to the Aorta. The 
blood pressure, which had been 
steady between 90–100mmHg, 
started dropping. Yoga examined 
Lalith’s abdomen repeatedly. At 
first, the Minister said had no pain 
only discomfort, a little later he ad-
mitted that he felt pain. Yoga was 
able to elicit “rebound tenderness” 
which is evidence of peritoneal irri-
tation. The blood pressure had fall-
en to 80mm Hg by now. Yoga asked 
Dr Premarartne another surgeon at 
SJGH to examine the Minister and 
give his opinion. He agreed with 

Surgery	in	progress	(Dr	Yoheswaran	in	the	foreground)
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Miscellany

Yoga’s findings. Despite differing 
opinions expressed by others pres-
ent (wait and see) Yoga made the 
correct decision to proceed to do a 
laparotomy. He explained it to La-
lith who showed no fear at all. He 
asked “You have to open me? go 
ahead” Then he asked, “Will you 
do it under Local or General Anaes-
thesia?” I explained to him that we 
have to give him a General Anaes-
thetic. I said “It’s better for you to 
be asleep during the operation Sir”   

 Suddenly his wife Srimani was 
there. She stayed quietly by La-
lith’s side, not getting in the way, 
outwardly calm, though she must 
have been so distraught, as indeed 
we all were. We took Lalith to the 
Operating Theatre and having lift-
ed him onto the table connected 
him to the monitors and started 
inducing anaesthesia. Kenneth 
injected “Pentothal” through one 
of the cannulae while I held an 
oxygen mask over Lalith’s face. 
As the anaesthetic began to take 
effect, Lalith slowly drifted off to 
sleep. I secured his airway and 
connected him to the anaesthetic 
ventilator. 

Yoga began the surgery and 
when he opened the abdomen 
there was a total of 4000 ml of blood 
in the peritoneal cavity. Yoga and 
Premaratne first removed the rup-
tured spleen that was bleeding 
briskly.

Then they proceeded to look 
carefully for less obvious but 
equally life-threatening injuries. 
There were several perforations of 
the bowel which were meticulous-
ly sutured by Yoga. He found a hae-
matoma near the pancreas, which 
after much deliberation,  decided 
to leave alone. Finally the difficult 
but correct decision to perform a 
“temporary de-functioning colos-
tomy”. The whole procedure took 
4 ½  hours and we had to transfuse 
11 pints of blood in all. Though we 
did have a few anxious moments, 
Lalith’s condition remained re-
markably steady throughout the 
procedure. Once the surgery was 

over we took him back to the I.C.U.
 The time was about 4.00 p.m. 

One by one the others left – but I 
did not want to leave. I know only 
too well the problems that could 
follow major surgery and massive 
transfusion. I took a blood sam-
ple and sent it to the lab to check 
the clotting profile. My fears were 
justified when I saw the reports. 
The Haematologist and I got down 
“Fresh Frozen Plasma” and “Plate-
let Concentrate” urgently from the 
Central Blood Bank in Colombo to 
counteract the effects of the mas-
sive transfusion.

I was still standing by the bed 
with Srimani when Lalith opened 
his eyes and asked  “Was it worth 
it?” and I replied with a heartfelt 
“Yes Sir”– had we not opened him 
up, or even delayed the operation, 
the result would have been disas-
trous. Then he asked “How are the 
other injured? Am I the worst in-
jured?” I saw Lalith’s Chief of Se-
curity Muthubanda making frantic 
negative signals,  conveying to us 
not to say anything about Keerthi 
Abeywickrama who was killed in 
the blast. Srimani said, “The oth-
ers are alright, Percy Samaraweera 

is also here, he also had an oper-
ation.” I was touched by Lalith’s 
concern for others in spite of be-
ing mortally wounded himself. He 
slowly drifted back to sleep again.

I arranged for a hospital vehi-
cle to bring Yoga back for a night 
round, and left specific instruc-
tions with the SHO Anaesthesia 
on duty to call me at the slightest 
change in Laliths’s condition and 
then drove home. It was pitch dark 
and pouring with rain. I was rath-
er nervous driving alone and was 
relieved when Srimani instructed 
Lalith’s Security to escort me.

I got home at about 8.00 p.m. 
mentally, physically, and emo-
tionally exhausted. I tried to eat 
but had no appetite, though I had 
not eaten anything the whole day. 
I tried to sleep, but sleep evaded 
me. I stayed awake for hours – my 
whole being lifted up in earnest 
prayer for Lalith, asking God to 
heal him. We had done our ut-
most, - all that was humanly possi-
ble. But healing comes from God. 
And thank God that my prayers 
and that of many thousands of 
others were answered, that fate-
ful day.
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