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The effect of the object varies with its nature and shape.

Perforation, abrasion, pressure necrosis and local

vaginitis result in ulceration of the vaginal walls. This

can involve neighboring structures to cause urinary and

fecal fistulae.5 Ascending infection may lead to

salpingitis and peritonitis. Rarely, neglected pessaries

can cause severe ulceration of posterior fornix and later

vaginal carcinoma.3 The predominant symptom is an

offensive blood stained discharge, as was observed in

our patient. The foreign body must be removed, which

may be easy, although in young children a narrow

illuminated endoscope may be needed. The vaginal wall

heals by itself after removal, as was observed in our

case.

The presence of vaginal foreign body may be an

indication of sexual abuse. Though this is not always

the case, the possibility should be kept in mind while

examining any child with vulvovaginal symptoms.6 In

the present case, whether this was abuse by an adult

or a childish prank by other children in the

neighborhood or curiosity on the part of the child

herself, is a question which still remains unanswered.
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Castellani’s paint

Sir,

It was interesting to read the article Castellani’s paint1

(CP) which is still a very useful, but rarely used

antifungal paint, especially for the intertriginous

areas.

I would like to point out one serious side effect of CP

which we have published in 19902 that has not been

mentioned in the above article. A 35-year-old man

developed severe methemoglobinemia within minutes

of application of outdated CP. CP decomposes on

storage and becomes a contact poison, which in turn

induces even fatal methemoglobinemia. Hence the

patient should be instructed to use only freshly

prepared CP which can be kept for a maximum period

of 2 weeks only.
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Klippel Trenaunay Parkes-Weber

Syndrome

Sir,

A 5-year-old girl was referred with the complaints of

enlargement of the right upper limb and multiple

bluish-red swellings since birth, and recurrent episodes

of fever, pain and bleeding in the affected limbs for the

last 4 years. There was no history of any systemic

complaints. The antenatal history was not significant,

and there was no family history of similar complaints.

Examination of the child revealed a conscious, slightly

distressed child with moderate pallor and fever.
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Cutaneous examination showed soft, well defined,

warm, mildly tender swellings over the right elbow,

having multiple discrete 0.3 cm x 0.5 cm to 0.5 cm x

0.7 cm sized erythematous to dark blue colored

angiokeratomatous lesions (Figure 1). No bruit was

heard on auscultation. This was associated with a

diffuse soft tissue swelling of the upper arm, chest and

upper back and increase of the girth of the limb on the

right side of the body with multiple lymphangiomas. A

port wine stain, 6 cm x  5 cm in size, was also observed,

extending from the  inner side of the right upper arm

into the axilla and posteriorly to the upper scapular

area. Systemic examination was normal.

Laboratory investigation revealed Hb 7.9 g% with a

normal platelet count. An X-ray of the right arm,

forearm and chest wall showed a soft tissue swelling

over the right arm extending distally up to the elbow

and proximally to the right chest wall, with the

underlying bone (the humerus) thinned out, suggestive

of atrophy. A Doppler study showed a multichanneled

slow-flowing arteriovenous malformation with

evidence of thrombosis with soft tissue thickening

(Figure 2). Ultrasonography of the abdomen was

normal.

The child was given analgesics and antibiotics for the

thrombophlebitis and was given aspirin. She was

referred to the pediatric surgery department for

the management of the limb enlargement and

arteriovenous malformation.

In 1900, Klippel and Trenaunay described a rare

congenital disorder having abnormalities in the

mesodermal components, clinically characterized by

(a) a capillary malformation, usually a port wine stain,

over the affected extremity or at a site other than the

hypertrophied limb (crossed dissociated form), (b) soft

tissue or bony hypertrophy or both, (c) varicose veins

or venous malformation, sometimes with persistent

lateral embryonic veins.1 Any two features are required

for the diagnosis of Klippel Trenaunay syndrome (KTS).2

Parkes-Weber described arteriovenous malformation,

an infrequent finding in a “hemangiectactic

hypertrophied lower limb”.3 Intrauterine injury to the

sympathetic ganglia causing dilatation of the

arteriovenous anastomosis,4 abnormalities in the deep

veins obstructing the venous flow,5 and mixed

ectodermal and mesodermal dysplasias6 have been

suggested as some of the possible underlying

mechanisms. There have also been case reports with a

positive family history.7

Arteriovenous malformations are usually high

flow malformations. They may be silent in the neonate

or clinically may have a raised temperature, soft tissue

enlargement or bruit on auscultation. Various reports

Figure 2: Doppler ultrasound shows multiple serpiginous
channels with evidence of pulsatile (biphasic flow) with
a peak systolic velocity of –36m/sec
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Figure 1: Swelling over the right elbow with multiple
angiokeratomatous lesions on it with an
underlying port-wine stain with increased limb girth
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on KTS have observed a vascular malformation of the

slow flow type only and none has reported an

arteriovenous malformation.8,9 Severe arteriovenous

malformations may give rise to congestive heart failure.

Disseminated intravascular coagulation has been

reported in a patient with Parkes-Weber syndrome after

a lower leg fracture.10 Arteriovenous malformations are

progressive lesions and their evolution is helped by

puberty, pregnancy, infections and trauma.

Vascular anomalies may be divided into two major

categories: tumors (hemangiomas) and vascular

malformations.4,6 Vascular malformations are

developmental anomalies that are further classified

on the basis of the channel abnormality as

arterial, venous, lymphatic, capillary, combined,

arteriovenous and arteriovenous fistulas.

The vascular malformation in the Parkes-Weber

syndrome is an arteriovenous malformation, which

grows in proportion to the growth of the child and

also in relation to the hemodynamic changes such as

increased blood flow, causing vessel dilatation,

obstruction and thrombosis.

Our patient had a large port wine stain over the upper

limb with raised temperature but without any bruit on

auscultation and clinically a diagnosis of KTS was

considered. Subsequently, on Doppler evaluation a

slow-flowing arteriovenous malformation was

discovered.

The majority of patients with KTS require non-operative

management. Epiphysiodesis is recommended only if

the leg length discrepancy exceeds 2 cm in the growing

child. Symptomatic varicose veins or localized

arteriovenous malformation can be removed.9 On the

other hand, presence of arteriovenous malformation

would require surgical intervention and correction with

the help of endovascular surgery11 as the hemodynamic

alterations would give rise to high output cardiac

failure, and the treatment is recommended at the time

of diagnosis.

The lesions are detectable with the use of the

continuous wave Doppler even before they are audible

with a stethoscope. Good judgment before surgery and

precise diagnosis with the help of venography/MRI is

required.11 Our patient represents an interesting case

of Klippel Trenaunay-Weber syndrome (Table 1). A

distinction between the two may sometimes be

difficult,12 as highlighted in our case.
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Table 1: A summary of features culminating in a diagnosis
of Klippel-Trenaunay-Weber syndrome

Features in favor of Parkes-Weber syndrome
1. Warmth and tenderness overlying the affected area.
2. Soft tissue swelling and increase in girth of the affected limb.
3. Arteriovenous malformation (AVM) detected in Doppler study.

Features against Parkes-Weber syndrome
1. Absence of any of AVM according to thrills or bruit (although they

may be absent in stage Schobinger staging).
2. ‘Slow’ flow type has been detected in Doppler study while Parkes

Weber Syndrome is categorized as a ‘Fast’ flow type Vascular
Syndrome having capillary-arteriovenous malformation (CAVM)
or capillary-arteriovenous fistula (CAVF).

3. Thinning of underlying bone (humerus) as a radiological finding.

Features in favor of Klippel Trenaunay syndrome
1. Presence of a port wine stain at the inner aspect of upper right

arm extending to the axilla and posteriorly to upper scapular area.
2. Soft tissue swelling and increase in girth of the affected limb

(common to PWS).
3. Thinning or hypertrophy of the humerus. Though bony hypertrophy

is commonly associated feature of KTS, hypotrophy can rarely
be seen also.

4. ‘Slow’ flow type of abnormality detected in Doppler study.

Features against Klippel Trenaunay Syndrome
1. KTS is Vascular Syndrome having either capillary-venous

malformation (CVM) or capillary-lymphaticovenous malformation
(CLVM). This is in contradistinction to what has been be detected
by Doppler (AVM).
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