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Editorial

Medical education is strongly associated with the practice
of being a competent medical practitioner. Medical
education with the scope of necessary hands-on training is
essential to prepare a competent physician. Common
problems found with clinical teaching are a lack of clear
objectives and expectations, focus on factual recall rather
than on development of problem-solving skills and
attitudes, passive observation instead of active
participation of learners, less opportunity for reflection and
discussion. This Second Issue of the Centre for Medical
Education (CME) Journal focuses on evidence-based
practice of medical education with the opportunity of
sound practice of research in the field of medical education
and health care practices.

Nonalcoholic fatty liver disease (NAFLD) is the most
common liver disease worldwide. Farhan Joha conducted a
cross-sectional observational study carried out to
investigate the association of serum uric acid levels with
non-alcoholic fatty liver disease. The study revealed the
mean serum uric acid level was significantly (p=0.001)
higher in NAFLD (5.16 + 1.62 mg/dl) compared to healthy
controls (4.26 + 0.96 mg/dl). Hyperurecaemia was also
significantly (p=0.014) higher in NAFLD (20.0%)
compared to control subjects (4.0%). It may be concluded
that serum uric acid is strongly associated with non-
alcoholic fatty liver disease.

Prolonged use of antimicrobial prophylaxis is common in
our country. In ear surgeries it is still a matter of debate for
several aspects. Therefore, needs to reach a consensus
regarding the limited use of antimicrobial regimen during
ear surgery. A prospective observational study was done by
Prof. Dr. Md. Abu Hanif to compare the effectiveness
between Per-operative and extended post-operative period
antimicrobial usage in mastoid surgery. In this study most
of the patients having tympanic membrane retraction
(77.5%). Equal number of patients were in per-operative
antibiotic group and extended post-operative period
antibiotic use group. There was no significant association
between antibiotic use and involved ear, diseased tympanic
membrane, type of operation. Infection in 3rd &7th POD is
not statistically significant. So, Long-term antibiotic
prophylaxis does not have any advantage over only per-
operative antibiotic.

Breastfeeding provides optimal and complete nutrition for
newborn babies. A cross-sectional study was conducted by
Dr. Habiba Anjuman for the assessment of infant feeding
practices in a tertiary level private hospital of Bangladesh.
A strong association was found between maternal
education & occupation with EBF; father's education also
showed strong relationship with exclusive breast-feeding
pattern. House wife mothers were stick to EBF than those
of service holder or day labors. Study revealed that
exclusive breastfeeding was not maintained up to
recommended age of 6 months. Educated and high-income
group were more strictly following the right way of feeding
practices guided by WHO recommendation.

Effective teaching learning is one of the most important
component for better outcome in medical education. A
cross-sectional study was conducted to identify the views
of fifth year students and intern doctors about the barriers
and suggestions of present teaching learning status of
'Allied Subjects of Surgery' in undergraduate medical
education of Bangladesh by Dr. Mohammad Mohibur
Rahman. The study revealed that most of the respondent's
(>90%) opined that the main barriers of teaching learning
of 'Surgery and its Allied Subjects' were inadequate
learning material, theories are learned more than practical
skills and inadequate evening shift clinical teaching. The
main suggestions of the respondents (>90%) to improve
the teaching learning status were adequate provision of
hands on teaching with sufficient number of learning
material and clinical teaching should be held in ward,
outdoor and emergency department.

Clinical skills laboratory (CSL) is one of the modern
teaching tools of the medical education where different
difficult skills can be practiced on models or dummy before
practicing on living patient. Endotracheal intubation is one
of the important skills for the healthcare providers to be
practiced frequently. Clinical skills laboratories (CSL) was
used as teaching by Dr. Farhana Selina to evaluate its
efficacy for different levels of revised Bloom's taxonomy.
Total 78 first-year nursing students were enrolled in to 2
groups: multimedia (MM) and CSL group. Both the groups
were taught endotracheal intubation by the same instructor
and were tested by 10 multiple choice question (MCQ) test.
The mean score of 'remember' and 'evaluating' level were
significantly better in the CSL group, whereas the other
level scores were better in the MM group. Lower most
(remembering) and one of top (evaluating) domain to
learning was helpful when CSL was used as teaching tool.

Ocular trauma is an important cause of blindness and
ocular morbidity throughout the world. Professor Sabiha
Siraj Mohua conducted a descriptive study through
retrospective review to assess the pattern of ocular trauma
in Rohingya refugees in Bangladesh admitted to
Ophthalmology department in a tertiary hospital.
Penetrating corneal injury (43.9%) was the most common
clinical presentation among the ocular injuries. A total of
eleven eyes (15.1%) had no light perception at
presentation. Maximum patients of ocular trauma from
Rohingya Refugees were due to sharp object induced
injury, open globe type and injury taken place athome.

A meta-analysis titled "Diabetes and Tuberculosis:
Integrated strategy the best remedy to combat both" by Dr.
Afsana Habib Sheuly identified burden of tuberculosis
(TB) and co-morbid diabetes mellitus (DM) now a major
public health problem. Tuberculosis-Diabetes Mellitus
(TB-DM) patients have a higher risk of TB progression,
relapse, and death as compared to TB only. The rising
prevalence of diabetic cases globally is an alarming threat
for rising cases of TB. So, this meta-analysis is aimed to
understand the exact prevalence of TB-DM comorbidities
in the Asian country as well as globally. Assessing the
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Magnitude and risk/associated factors of TBDM
comorbidity at country/local level is crucial before making
decisions to undertake TBDM integrated services.

Thanadar Ajmiree Flora conducted a case study on
cemento-ossifying fibroma of mandible. Ossifying
fibroma is a rare benign neoplasm with female predilection
in the third and fourth decades of life. In this case a 43 years
old male patient reported to the department of Oral and
Maxillofacial surgery with complaints of a swelling on the
right side of his lower jaw for the past two years.
Radiographically represented as an unilocular radiopaque
lesion with a well defined thinly corticated margin. An
excisional biopsy was performed and Histopathologically
confirmed as benign bone lesion which is suggestive of
ossifying fibroma.

Editor, CME Journal
Professor Dr. Syeda Shahina Subhan

Director

Centre for Medical Education (CME)
Mohakhali, Dhaka-1213

Email: shahinasubhan69@gmail.com
Cell: 01711-600469
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Serum Uric Acid Level in Nonalcoholic Fatty Liver Diseases
Joha F', Nargi S’, Roy HI', Majumder M’', Rahmann MB’, Hossain S’

Abstract

Background: Nonalcoholic fatty liver disease (NAFLD) is the most common liver disease worldwide. The growing body
of evidence has demonstrated that uric acid is an independent risk factor for cardiovascular disease. Limited evidence is
available regarding the association between serum uric acid and NAFLD. The aim of this study was to investigate the
association of serum uric acid level with NAFLD.

Methods: This cross-sectional observational study carried out in the Department of Biochemistry, Sylhet MAG Osmani
Medical College, Sylhet in collaboration with the Department of Hepatology, Sylhet MAG Osmani Medical College
Hospital during the period between July 2017 to June 2018. Fifty cases of NAFLD and 50 age and sex matched healthy
subjects will be selected. Estimation of serum uric acid level were measured.

Results: The mean serum uric acid level mg/dl was significantly (p=0.001) higher in NAFLD (5.16 + 1.62) compared to
healthy controls (4.26 + 0.96). Hyperurecaemia was also significantly (p=0.014) higher in NAFLD (20.0%) compared to

control subjects (4.0%).

Conclusion: It may be concluded that serum uric acid is strongly associated with non-alcoholic fatty liver disease.

Keywords: Serum Uric acid level, Nonalcoholic fatty liver diseases

Introduction

Nonalcoholic fatty liver disease (NAFLD), characterized
by increased fat accumulation in the hepatocytes of the
liver parenchyma, is today one of the most common causes
of chronic liver disease worldwide.' Nonalcoholic fatty
liver disease (NAFLD), develops in the absence of alcohol
abuse. When nonalcoholic fatty liver disease is
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accompanied with liver cell injury and inflammation it is
called nonalcoholic steatohepatitis. About 30%
nonalcoholic fatty liver disease progress to nonalcoholic
steatohepatitis, if untreated it can be lead to fibrosis,
cirrhosis or even hepatocellular carcinoma (HCC).

The enzyme xanthine oxidase makes uric acid from
xanthine and hypoxanthine, which in turn are produced
from other purines. In humans, uric acid is the final
oxidation product of purine metabolism and is excreted in
the urine. The level of serum uric acid (SUA) is maintained
by the balance between SUA production and excretion.’

More than 50% of the anti-oxidant capacity of blood
plasma comes from uric acid as a potent anti-oxidant. On
the other hand, uric acid can also act as a pro-oxidant like
other reducing substances such as ascorbic acid. Therefore,
itis unclear whether elevated levels of serum uric acid are a
protective response or a primary cause in diseases
associated with oxidative stress."

Several studies indicated that hyperuricemia was
independently associated with the NAFLD development,
even after adjusting for potential confounders including
metabolic syndrome features and insulin resistance.™’
Regarding the potential role, hyperuricemia exerts in
promoting pro-inflammatory, pro-oxidant function, and
insulin resistance in adipose tissue.

Methods

This cross-sectional observational study was carried out in
the Department of Biochemistry, Sylhet MAG Osmani

CME J 2022; 1(2): 5-7
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Medical College, Sylhet in collaboration with the
Department of Hepatology, Sylhet MAG Osmani Medical
College & Hospital during the period from July 2017 to
June 2018 with a view to compare serum uric acid level
between non-alcoholic fatty liver disease and healthy
subjects. In this study 50 cases of NAFLD and another 50
age and sex matched healthy subjects were selected and
grouped as group-A and group-B respectively. Informed
written consent was taken before taking any interview.
Anthropometric measurements including height, weight,
waist circumference, and blood pressure were recorded.
BMI was calculated as weight in kg divided by the height in
meter square. Fatty liver was diagnosed based on the
findings of abdominal ultrasonography without alcohol
consumption, viral, or autoimmune liver disease. Serum
uric acid was collected for biochemical analysis. Relevant
information was recorded in a pre-formed data collection
sheet designed for the study.

Results

The mean age of the participants of non-alcoholic fatty
liver disease (Group-A) was 40.04 + 9.37 years and control
subjects (Group-B) was 40.90 £ 12.37 years. The mean age
of the participants did not differ significantly between two
groups (t=0.519; p=0.605).

There were 28 (56.0%) male and 22 (44.0%) female in non-
alcoholic fatty liver disease group; whereas 32 (64.0%) male
and female 18 (36.0%) in control subjects; difference
between two groups was not significant (x’=0.667; p=0.414).

The mean BMI of the non-alcoholic fatty liver disease was
26.08 + 1.41 (range 23.44-30.10) Kg/M’; whereas the
mean BMI of the control subjects was 23.89 +2.31 (range
17.82-30.10) Kg/M’. The mean BMI of non-alcoholic fatty
liver disease group was significantly higher than that of
control subjects (t=5.718; p<0.001).

Distribution of patients by serum uric acid level
The mean serum uric acid level (mg/dl) was 5.16 + 1.62
(range, 2.5-8.8) in non-alcoholic fatty liver disease group
and was 4.26 £ 0.96 (range, 2.4-6.4) in control subjects.
The mean serum uric acid level of the non-alcoholic fatty
liver disease was significantly higher compared to control
subjects (t=3.367; p=0.001) (Figl).

8-
7
6
5

Serum Uric acid level (mg/dl)
N
|

Group-A (50) Group-B (50)

Figure 1: Distribution of patients by serum uric acid level

Table 1:Comparison of frequency of hyperurecacmia
between study groups

Hyperurecaemia p-value
Group-A Group-B
(n=50) (n=50)
Yes 10 (20.0%) 2 (4.0%) *p=0.014
No 40 (80.0%) 48 (96.0%)
Total 50 (100.0) 50 (100.0)

*Chi-square (x’) Test was employed to analyse the data.
Figures in the parenthesis denote corresponding percentage.

Hyperurecaemia was observed in 10 (20.0%) patients in
non-alcoholic fatty liver disease group and 2 (4.0%)
participants in control subjects. Hyperurecaecmia was
found significantly more in non-alcoholic fatty liver
disease compared to control subjects (’=6.061; p=0.014)
(Table 1).

Discussion

NAFLD has been recognized as a major health burden and
the prevalence is increasing year by year. In western
countries, NAFLD has also become one of the most
common liver diseases, affecting 20% to 40% of the
general population. Recent studies showed that elevated
SUA was associated with the development or progression
of NAFLD."”" However, data on the association between
SUA and NAFLD in our population are limited.

This study stated that the mean serum uric acid level
(mg/dl) was 5.16 + 1.62 in non-alcoholic fatty liver disease
group and was 4.26 + 0.96 in control subjects. The mean
serum uric acid level of the non-alcoholic fatty liver
disease group was significantly higher compared to control
subjects (p=0.001). This result was in line of the study,"
that the mean uric acid concentration in mg/dl for cases was
5.73 £ 1.57, and for controls was 4.69 + 0.91. Increased
serum uric acid concentration was associated with an
increased incidence of NAFLD with a statistical
significance (p < 0.05). Several other studies supported
these findings.”"*'* This proves higher the uric acid level the
greater the chances of developing NAFLD.

In this study hyperurecaemia was observed in 20.0% of
patients in non-alcoholic fatty liver disease group and 4.0%
of participants in control subjects. Hyperurecacmia was
found significantly more in non-alcoholic fatty liver disease
compared to control subjects (p=0.014). This result was in
agreement with the study,” where they found that
hyperuricemia was more in non-alcoholic fatty liver disease
(23.5%) compared to control subjects (13.9%) (p=0.014);
difference was significant (p<0.001).” It also supported
these findings that hyperurecaemia was observed in 47.3%
of patients in non-alcoholic fatty liver disease group and
25.7% of participants in control subjects.

CME J 2022; 1(2): 5-7
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In another study where they found hyperurecaemia was in
52% of patients in non-alcoholic group and 28% of
participants in control group. Hyperurecaemia was found
significantly more in non-alcoholic fatty liver disease
compared to control subjects (p<0.05).

Conclusion

This study revealed that the serum uric acid level and as
well as hyperurecaemia were significantly higher in non-
alcoholic fatty liver disease compared to control subjects.
From the findings of this study, it may be concluded that
serum uric acid has strong association in non-alcoholic
fatty liver disease and thus elevated serum uric acid may
play an importantrole in NAFLD pathogenesis.
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Study on Comparison of EffectivenessBetween Per-operative Only and Extended

Post-operative Period Antimicrobial usage in Mastoid Surgery: NIENT Experience

Hanif MA', Rahman SMA®, Sarkar PC’, Alam KMN’, Khan SR’

Abstract

Background: Control of pos-toperative infection is a multifaceted problem. High tissue concentration of antibiotic at the time
of operation is appeared to be effective in preventing postoperative wound infection. Prolonged use of antimicrobial
prophylaxis is common in our country. Standard policies of antimicrobial prophylaxis (per-operative only) are well established
in different surgical interventions throughout the world. However, in ear surgeries it is still a matter of debate for several
aspects. Therefore, a consensus needs to be reached regarding the limited use of antimicrobial regimen during ear surgery. The
objective of the study was to compare the effectiveness between Per-operative only and extended post-operative period
Antimicrobial Usage in Mastoid Surgery.

Methods: Chronic Otitis Media (COM) who fulfilled the inclusion and exclusion criteria were recruited as subject in the
study and were underwent mastoid surgery in national institute of ENT. In post-operative period patients were followed up
onday 3, day 7 for any evidence of infection.

Results: Age ranges of participated patients are within 15-60 years. Mean age is 26.53 years. Median age is 23.50 years with
standard deviation 11.092. In this study most of the patients having Tympanic Membrane retraction (77.5%). Most of the
patients were underwent modified radical mastoidectomy (70%). Equal numbers of patients were in per-operative only
antibiotic group and extended post-operative period antibiotic use group. There was no significant association between
Antibiotic use and sex, residence, involved ear, diseased tympanic membrane, type of operation. Infection in 3" &7" Post-
operative day (POD) is not statistically significant.

Conclusion: There is no significant association between per-operative only/extended post-operative antibiotic use and
post-operative wound infection. In addition there is no correlation of wound infection in comparison of age, sex, residence,
laterality of ear, type of operation and duration of operation. So, Long-term antibiotic prophylaxis does not have any
advantage over only per-operative antibiotic.

Keywards: Chronic Otitis Media (COM), Mastoid surgery, Antibiotic prophylaxis, Attico antral, NIENT.

Introduction

Post-operative wound infection is one of the causes of post-
operative morbidity and resource utilization.' Infection
rate in clean surgery is 1-2%, in clean contaminated
surgery is <10%, contaminated surgery is 15-20% and dirty
surgery is up to 40%.> A surgical infection occurs when
micro-organisms from the skin or the environment enter

1. Prof. Dr. Md. Abu Hanif
Registrar, National institute of ENT, Tejgaon, Dhaka.

2. Dr. SM. Azizur Rahman
Registrar, National institute of ENT, Tejgaon, Dhaka.

3. Dr. Palash Chandra Sarkar
Junior Consultant, National institute of ENT, Tejgaon, Dhaka.

4. Dr K M Nurul Alam
Assistant Professor, National institute of ENT, Tejgaon, Dhaka.

5. Dr Saif Rahman Khan
Assistant Registrar, National institute of ENT, Tejgaon, Dhaka.

Correspondence to:

Dr. SM. Azizur Rahman

Registrar, National institute of ENT, Tejgaon, Dhaka.
E-mail: dr.aziz_dmc@yahoo.com

the incision. These infections can develop at any time from
two to three days after surgery until the wound has healed.’

Infection is related to advanced age, anaemia, jaundice,
malnutrition, diabetes, uraemia, malignant neoplasm, use
of steroid, type of operation, type of incision, and presence
of foreign material.” Antibiotics are an important
component of prophylaxis against surgical wound
infection. They should be used together with preoperative
patient preparation, good surgical technique and
appropriate postoperative wound care. Antibiotics are not a
substitute for the other three components. Control of
postoperative infection is a multifaceted problem. High
tissue concentration of antibiotic at the time of operation is
appeared to be effective in preventing postoperative wound
infection. Effective prophylaxis depends on effective
concentrations throughout the period of potential tissue
contamination.” In all operations the administration of
additional doses after the end of surgery does not provide
any additional prophylactic benefits.” Prolonged use of
antimicrobial prophylaxis is common in our country.
Majority of the literature from developed countries are
suggesting short duration of antimicrobial therapy.

CME J 2022; 1(2): 8-15
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Standard policies of antimicrobial prophylaxis are well
established in different surgical interventions. However, in
ear surgeries it is still a matter of debate in several aspects.
Many previous studies™ are mainly focused on prophylaxis
in middle ear surgery alone without inclusion of
mastoidectomy. Mastoidectomy is a routinely performed
surgery for chronic otitis media (COM) of attico antral
variety and some cases of tubo-tympanic variety having
matoid reserver. The middle ear cleft in these patients is
exposed to contamination through its natural
communications of eustachian tube and external auditory
canal.’ In addition, infected mastoid air cells may act as a
source of infection in the postoperative period. Thus, many
otologists believe that prolonged antibiotic usage is
justifiable to counterbalance few of the above-mentioned
factors. Therefore, a consensus needs to be reached regarding
the limited use of antimicrobial regimen during ear surgery.

This study has been designed to compare the effectiveness
of antibiotic between Per-operative only and extended
post-operative period use of antibiotic.

Rationale for the study:

Use of antibiotics in extended post-operative period is our
conventional practice that can cause drug resistance and
financial burden. In proper OT settings it is enough to use per
operative antibiotic only that is being practiced in different
renowned centre throughout the world in different speciality.
In our setting, no study was still present in case of ear surgery.
So, now it is time demanded question that should we use
antibiotic as per conventional way or rationally. To answer it,
this study was conducted in NIENT and this will help to
make a guideline for proper use of antibiotic in ear surgery.

Hypothesis:

Only per-operative antibiotic is not inferior to extended
post-operative period antibiotic to control infection in
mastoid surgery.

Objectives:
General objective

To compare the effectiveness between Per-operative only
and extended post-operative period Antimicrobial Usage
in Mastoid Surgery

Specific objective
e To determine the factors related to post-operative
infection in mastoid surgery.

e Socio demographic factors analysis of patients of
mastoid surgery

Method

Place of study: Department of Otolaryngology-Head &
Neck Surgery, National Institute of ENT, Tejgaon, Dhaka.

Period of study: 6 months (January 2021-June 2021)

Study population: Cases of COM undergoing mastoid
surgery fulfilling the inclusion and exclusion criteria at
National Institute of ENT, Tejgaon, Dhaka.

Study design: Prospective observational study.

Sample size: The following power calculation formula
will be applied to calculate the sample size:
pq
d
n=required sample size, z= confidence limit=1.96
p=prevalence=3.9%=0.039; q=1-0.036=0.961
d=acceptable standard error=0.05
(1.96)°’x0.039x0.961
(0.05)°

= 57.59
Due to time constrain we took 40 cases.

Sampling technique: Purposive sampling.

Selection criteria:
Inclusion Criteria

e Patients diagnosed with COM need mastoid surgery
o Age(15-60years)

Exclusion Criteria

e Co-morbidities (uncontrolled DM, HTN, Malnutrition
etc)

e Mastoid abscess

e COM with Intracranial complications

e Who himselfwants to withdraw his/her name

Study variable:
Age, Sex, Residence, Types of mastoid operation, Duration
of surgery, Rate of infection at 3 and 7" POD.

Operational definition:

Infection: In post-operative follow up, patient having
fever with pain, swelling, discharge from the wound with
laboratory findings in favor of infection (leukocytosis/
positive culture report) will be regarded as infective case.

Cortical mastoidectomy: It is an operation in which
exenteration of all accessible mastoid air cells is done
preserving the posterior meatal wall.

Modified radical mastoidectomy: It is an operation to
eradicate disease of the attic and mastoid, both of which are
exteriorized into the external auditory canal by removal of
the posterior meatal and lateral attic walls. Tympanic
membrane remnant, functioning ossicles and the reversible
mucosa and function of the eustachian tube are preserved.

Radical mastoidectomy: It is an operation to eradicate
disease of the middle ear and mastoid in which mastoid,
middle ear, attic and the antrum are exteriorized into the
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external ear by removal of posterior meatal wall. All
remnants of tympanic membrane, ossicles, chorda tympani
and the mucoperiosteal lining are removed and the opening
of eustachian tube closed by packing a piece of muscle or
cartilage.

OT- OperationTheatre

COM- Chronic Otitis Media

NIENT- National Institute of Ear, Nose and Throat
POD-Post Operative Day

Study Procedure: This prospective study was conducted
in the Department Otolaryngology- Head & Neck surgery,
National institute of ENT, Tejgaon, Dhaka. After obtaining
clearance and approval from ethical review committee of
National institute of ENT, Cases who were undergone
mastoid surgery for COM in the department of
Otolaryngology-Head & neck surgery, were thoroughly
evaluated. Those patients who fulfilled the inclusion and
exclusion criteria were recruited as subject in the study
after getting a written informed consent.

Pre-operative Measures:
e Correct preparation of the patient

e Correct preparation of the surgical team
e Avoidance of infected health care personnel to reduce

the risk of infection.

Per-operative Measures:
e Correctventilation systems in the operating theatre

e Correct room cleaning and disinfection
e Correct sterilization of surgical instruments

e Use of surgical clothing and sterilized microscope cover
able to reduce the infection transmission risk at a
minimum level

e Strict aseptic surgical techniques
e Patient was operated as first case
e Standard Antibiotic was given before giving incision

e Additional antibiotic was given after 3 hour of starting
operation

¢ In one group antibiotic was given per-operatively
only. No antibiotics was given in post-operative
period

e Insecond group antibiotic was given both in per-operative
and in post-operative period as conventional manner

e Povisep soaked gauze was given in post-auricular
wound

Post-operative Measures:

Patients were kept admitted for 7 days after operation and
discharged after stitch off and removal of pack from
mastoid cavity.

Ethical Issue:

The study subjects or patients were informed verbally
about the study design, the purpose of the study and their
right to withdraw themselves from the projects at any time,
for any reason. Then written informed consent was taken
from the patients or local guardian. It was assured that all
information and records were kept confident. It does not
conflict with any religious, social or sensational issues.
This procedure did not involve asking participant to
commit any acts that might diminish their self- esteem or
cause them to experience embarrassment or regret.

Statistical Analysis:

Windows (SPSS Inc, IL, USA) was used for statistical
analysis. The mean values were calculated for continuous
variables. The quantitative observations were indicated by
frequencies and percentages.

Adjusted odds ratio was used to evaluate the independent
influence of factors including age, sex, residence, types of
operation, duration of operation, per-operative only
antibiotic use, extended post-operative antibiotic use on
post-operative infection. A P value less than 0.05 was
considered to be statistically significant.

Results

This prospective study was conducted at the Department of
Otolaryngology- Head & Neck Surgery, National institute
of ENT, Tejgaon, Dhaka, from january 2021 to June 2021.
The major objectives of the study included observing post-
operative wound infection after giving per-operative only
and extended post-operative period antibiotics in case
mastoid surgery. All cases of COM admitted for mastoid
surgery were included as study subjects.

Age distribution
30
25
20
15
10

15-30 31-45 46-60
M Series 1

Figure 1: Bar diagram revealed age(years) distribution of
participated patients
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Age range of participated patients is within 15-60 years.
Most of the patients are in age group 15-30 years. Mean age
is 26.53 years. Median age is 23.50 years with standard
deviation 11.092.

Table 1: Distribution of study subjects according to their

Table 6: Distribution of study subject by duration of
operation

Frequency Percent MeanSD
<1 inut 1 40.
<150 minute 6 0.0 168.13436.13
>150 minute 24 60.0

SEX.

Frequency Percent
Male 24 60.0
Female 16 40.0
Total 40 100.0

Table shows time range of duration of operation 105-300
minutes, mean time was 168.13 minutes and standard
deviation 36.139 minutes.

Table 7: Distribution of study subject by different
antibiotic using group

It revealed most of the patients are male (60%) Frequency Percent
e . . . . Per- ti 20 50.0
Table 2: Distribution of study subjects according to their crroperative
residence Extended post-operative 20 50.0
Total 40 100.0
Frequency Percent
Urban 21 52.5 Table shows equal number of patients got antibiotic in per
Rural 19 475 operative group and extended post-operative group
Total 40 100.0 Table 8: Distribution of infected study subject at 3 POD
Itrevealed more than 50% patients were from urban area Frequency Percent
Table 3: Distribution of study subjects as per involved ear Infeoted ! 2.5
Not infected 39 97.5
Frequency Percent
- Total 40 100.0
Right 10 25.0
Left 26 65.0
Both 4 10.0 Table 9: Distribution of infected study subject at 7" POD
Total 40 100.0 Frequency Percent
Table shows involvement of left ear is very high Infected ! 25
Not infected 39 97.5
Table 4: Distribution of study subjects by disease condition Total 40 100.0
of tympanic membrane
Frequency Percent .. o
Table 10: Association of Antibiotic use and sex
Perforation 9 22.5
- Sex Per- |Extended| Total OR p-value
Retraction 31 71.5 operative| post-
Total 40 100.0 only |operative
No (%) | No (%)
Tableb shows the .mo(s7t705f0 /t})le patients having tympanic Male | 13(65%) | 11(55%) | 24(60%)
membrane retraction (77.5%). 1.519
Female| 7(35%) | 9(45%) | 1640%) | 4575 42¢)| 0-519
Table S: Distribution of study subjects by type of operation Total |20(100%)|20(100%)|40(100%)

Frequency | Percent
Cortical mastoidectomy 12 30.0
Modified radical mastoidectomy 28 70.0
Total 40 100.0

Table shows most of the patients were underwent modified
radical mastoidectomy (70%).

It was observed that there was no significant association
between Antibiotic use and sex
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Table 11: Association of antibiotic use and residence

Table 14: Association between type of operation and
Antibiotic use

Antibiotic use
Resi- Per- |Extended| Total OR p-value Antibiotic use
dence |operative| post- Per- |Extended| Total OR p-
only [operative operative| post- value
No (%) | No (%) only |operative
0, 0,
Rural | 12(40%) | 8(45%) |21(52.5%) No (%) | No (%)
1.833 Cortical 5 7 12
0, 0, 0,
Urban | 8(60%) | 11(55%) | 1947:5%)|( 525.6.434)| 0-342 mastoidec-| (25%) | 20%) |(30.5%)
Total |20(100%)|20(100%)|40(100%) tomy
It was observed that there was no significant association radical (75%) | (80%) |(70.5%) : 1.490
between antibiotic use and residence mastoidec- (.158-5.926)
tomy
Table 12: Association between involved ear and Antibiotic Total 20 65 40
use (100%) | (100%) | (100%
Antibioti .. ..
[HbIOte use It was observed that there was no significant association
Involv-| Per- | Extended| Total OR p-value between type of operation and Antibiotic use.
ed ear |operative| post-
N(;n(lo);)) ngr?o%e Table 15: Association of infection in 3 POD with
antibiotic use is not statistically significant
Left 5(25%) | 5(25%) | 10(25%)
Right | 14(70%) | 12(60%) | 26(65%) |  0.857 0700 Antibiotic use
Both | 1(5%) | 3(15%) | 4(10%) |(199-3.690) ™ Per- | Extended) Total — OR | p-
operative post- value
Total {20(100%)20(100%)(40(100%) only operative
No (%) | No (%)
Table shows there was no significant association between Infected 1 0 )
involved ear and Antibiotic use (5%) (00) 2.5%)
2.053
Table 13: Association between status of diseased tympanic Not 19 20 39 (1.488-2.832) 1.000
e infected | (95%) (100%) | (97.5%)
membrane and Antibiotic use
Total 20 20 40
Antibiotic use (100%) | (100%) | (100%)
Tympa4{ Per- |Extended| Total OR p-value
nic |operative| post- It was observed that only one infected case was found in
mem- | only |operative only per-operative antibiotic use group in 3 POD that was
brane | No (%) | No (%) not statistically significant (P>0.5).
Perfora-| 5(25%) | 4(20%) | 9(22.5%) X
tion Table 16: Infectionin 7" POD is not statistically significant
Retract-| 15(75%) | 16(80%) [31(77.5%)| 1333 Antibiotic use
ion (300-5.926)| 1:000
Per- | Extended | Total OR p-
Total  |20(100%)[20(100%)| 40(100% operative | post- value
100.0% | 100.0% | 100.0% only | operative
No (%) | No (%)
It was observed that there was no significant association Infected 1 0 1
between status of diseased tympanic membrane and (5%) (00) (2.5%)
Antibiotic use. Not 19 20| 39 | 1a8e0 31000
infocted | (95%) | (100%) |(97.5%) |1 :438-2832)
Total 20 20 40
(100%) | (100%) | (100%)

It was observed that only one infected case was found in
only per-operative antibiotic use group in 7" POD that was
not statistically significant (P>0.5).
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7" POD OR p-value
Infected Not infected
N % N %

Antibiotic use Per-operative only 1 100.0% 19 48.7% 0.950 (0.859-1.050) 1.000
Long term 0 0.0% 20 51.3%

Sex Male 1 100.0% 23 59.0% 0.958 (0.882-1.042 1.000
Female 0 0.0% 16 41.0%

Residence Urban 1 100.0% 20 51.3% 0.952 (0.866-1.048 1.000
Rural 0 0.0% 19 48.7%
Slum 0 0.0% 0 0.0%

Involved ear Right 0 0.0% 10 25.6% - 1.000
Left 1 100.0% 25 64.1%
Both 0 0.0% 10.3%

Tympanic membrane Perforation 0 0.0% 23.1% 1.033 (0.969-1.102) 1.000
Retraction 1 100.0% 30 76.9%

Name of operation Cortical mastoidectomy 0 0.0% 12 30.8% 1.037 (0.966-1.114) 1.000
Modified radical mastoidectomy 1 100.0% 27 69.2%
Radical mastoidectomy 0 0.0% 0 0.0%

It was observed that infection in 7" POD in different parameter were not statistically significant (P>0.05).

Discussion

The result of the study showed that the mean age of the
study subjects was 26.53+11.1 years with the range of 15 to
60 years. This finding was consistent with other studies
carried out in India with 25.8+10.6 years mean age."”

In this study shows the chronic otitis media (COM) present
in the left ear 26 (65%), in right ear 10(25%) and in both ear
4 (10%). Out of the 40 people, 31 (77.5%) had tympanic
membrane retraction and 9 (22.5%) had tympanic
membrane perforation. Therefore, the findings of the study
are in well agreement with the findings of the other
research works. "’

In this study shows participated patients revealed male
predominance (60%). Participated patients revealed urban
predominance. This finding consistent with other studies.™"

This study shows majority operation was modified radical
mastoidectomy (70%). Many previous studies *are mainly
focused on prophylaxis in middle ear surgery alone,
without inclusion of mastoidectomy. Mastoidectomy is a
routinely performed surgery for chronic otitis media
(COM) of attico antral variety and some cases of tubo
tympanic variety.’

In this study it showed the time range of operation was 105-
300 minutes, mean time was 168.13 minutes with standard
deviation 36.139 minutes. In maximum operations, it
needed >150 minutes. Therefore, the findings of the study

are in well agreement with the findings of the other
research works."” They reported the duration of surgery was
ranged between 60 and 180 minutes.

This study found only 2.5% were infection in per-operative
only antibiotic use group and had found no infection in
extended post-operative period antibiotic use group in
Mastoid Surgery. Therefore, the findings of the study are in
well agreement with the findings of the other research
works."

The incidence of post-operative infection in a large series
study by Govaerts et al.” ranged from less than 5%. In some
of the infected surgeries it was more than 10% .

Carlin et al." concluded that the use of prophylactic
systemic antibiotics in myringoplasty surgery. Seventy-
one individuals were clinically and bacteriologically
assessed both preoperatively and after a period of 8 weeks
postoperatively. The results showed that antibiotic
prophylaxis did not eradicate bacterial pathogens already
present in pre-operative ears. However Martinusc et al."”
concluded that no difference was found in the occurrence
of post-operative infections between short-course and
extended-course antibiotic prophylaxis in ear surgery.

The use of prophylactic antimicrobials is well established
in most surgical specialties. A single dose of pre-operative
antimicrobial can be as effective as 5 days of postoperative
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antibiotics in reducing incidence of postoperative
infections." But in order to administer appropriate
antimicrobial, a sound knowledge of the procedure and
likely pathogen affecting particular surgical wound is very
important. Traditionally, surgical wounds have been
categorized as clean, clean contaminated, contaminated,
and dirty. This division has allowed appropriate and
judicious use of prophylactic antimicrobials in prevention
of postoperative infection.”

The pathogenesis of surgical wound infection following ear
surgeries is similar to any other surgical wound. But direct
communication of middle ear cleft with external ear and
that of nasopharynx through the Eustachian tube increases
the risk of postoperative infection.’ Categorical division of
ear surgeries is therefore helpful in standardization and
subgroup analysis. For practical purposes, ear surgeries are
categorized based on the presence or absence of infection.
Those that are performed in the absence of pre-operative
ear discharge are classified as clean; this includes
stapedotomy, stapedectomies, myringoplasty, facial nerve
decompression and myringotomy with or without grommet
insertion procedures. Procedures done in the presence of
discharge due to active status of the disease are categorized
as clean-contaminated and contaminated wounds, that is,
tympanomastoid surgeries done for active mucosal and
squamosal COM.”

Therefore, Using per-operative only antibiotics could
avoid additional adverse events: antibiotic resistance
development and higher hospital costs. Future research
should focus on identifying risk groups that might benefit
from prolonged prophylaxis. Also a consensus may be
warranted for developing on the administration of only per-
operative prophylactic antimicrobial regime for mastoid
surgery for COM.

Conclusion

There is no significant association between per-operative
only/extended post-operative antibiotic use with post-
operative wound infection. So, Long-term antibiotic
prophylaxis does not have any advantage over only per-
operative antibiotic.

Limitations:

There were some limitations in this study-
1. Thisisastudy of smaller group.

2. Multiple surgeons were involved.

3. Different types of mastoid surgery were included in this
study.

4. All COM cases were not included

5. Confounding factors were not addressed.

Recommendations

Further studies on large sample size will be required to
strengthen our knowledge on single dose antibiotics use in
per-operative only.

No use of antibiotic if a surgery fulfills the following criteria-
1. Taking strict aseptic precaution.

2. Havingno comorbidities.
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Abstract

Background: Effective teaching learning is one of the most important component of better outcome in medical education.

Methods: This cross-sectional study was conducted to identify the views of fifth year students and intern doctors about the
barriers and suggestions of present teaching learning status of 'Allied Subjects of Surgery' in undergraduate medical education
of Bangladesh. The study was conducted from January 2021 to December 2021. A self-administered semi-structured
questionnaire was administered to collect data from138 fifth-year students and 151 intern doctors. Convenience sampling
technique was adopted for selection of eight medical colleges and the respondents were selected from the colleges purposively.

Results: Most of the respondent's (>90%) opined that the main barriers of teaching learning of 'Surgery and its Allied
Subjects' were inadequate learning instruments, theories learned more than practical skills and inadequate evening shift
clinical teaching. The main suggestions of the respondents (>90%) to improve the teaching learning status were there should
be adequate provision of hands on learning with sufficient number of learning instruments and clinical teaching should be
taken in ward, outdoor and emergency.

Conclusion: We should give adequate emphasis for proper clinical teaching in clinical places and adequate hands on
learning with sufficient number of learning instruments to improve the teaching learning of Allied Subjects of Surgery in
undergraduate medical education of Bangladesh.

Keywords: Allied Subjects of Surgery, Barriers and suggestions of teaching learning of Allied Subjects of Surgery,

Undergraduate Medical Education of Bangladesh

1. Dr. Mohammad Mohibur Rahman
Assistant Professor (Orthopedics), Posted against as Assistant
Professor (Media Development), Center for Medical Education
(CME), Mohakhali, Dhaka.

2. Professor Dr. Kazi Khairul Alam
Professor, Teaching Methodology, Centre for Medical Education
(CME), Mohakhali, Dhaka.

3. Professor Dr Sayeda Shahina Subhan
Director, Center for Medical Education (CME), Mohakhali,
Dhaka.

4. Professor Dr. Md. Humayun Kabir Talukder
Director, RPCD, DGME, Mohakhali, Dhaka.

5. Dr. Mohammad Abu Sayeed Talukder
Assistant Professor, Medical Education, Centre for Medical
Education (CME), Mohakhali, Dhaka

6. Dr. Kazi Fardana Mostary
Lecturer, Academic wing, Institute of Public Health (IPH),
Mohakhali, Dhaka.

Correspondence to:

Dr. Mohammad Mohibur Rahman

Assistant Professor (Orthopedics), Posted against as Assistant
Professor (Media Development), Center for Medical Education
(CME), Mohakhali, Dhaka.

Email: drmohibur@gmail.com

Introduction

Clinical teaching is the teaching and learning focused on and
usually directly involving patients and their problems.'
Clinical teaching lies at the heart of medical education.” At
undergraduate level, medical and dental schools strive to
give students as much clinical exposure as possible.’
Common problems found with clinical teaching are as
follows: lack of clear objectives and expectation; focus on
factual recall rather than on development of problem solving
skills and attitudes; teaching pitched at the incorrect level,
usually too high; passive observation instead of active
participation of learners; inadequate supervision and
provision of feedback; little opportunity for reflection and
discussion; informed consent not sought from patients; lack
of respect or privacy and dignity of patients and lack of
continuity with the rest of the curriculum.”

A survey of students’ perceptions of ‘good’ and ‘bad’
teaching concluded that teachers' interpersonal behavior,
how carefully they prepare and plan their teaching and
ability to run their session well, determine their worth as
clinical teachers.’

Challenges of Undergraduate Surgical Education are lack
of standardized undergraduate surgical curricula and
learning objectives, overreliance on student and educator
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motivation, discrepancy between theoretical and practical
learning, lack of human resources for undergraduate
surgical education. The main barriers to surgical education
at medical school identified were the lack of standardized
surgical curricula with mandatory learning objectives and
the inadequacy of human resources for surgical education.
COVID-19 has exacerbated these challenges by depleting
the pool of surgical educators and reducing access to
learning opportunities in clinical environments. To address
the worldwide need for a bigger surgical workforce,
specific attention must be paid to improving undergraduate
surgical education. Solutions proposed include the event of
a typical surgical curriculum with learning outcomes
appropriate for local needs, the incentivisation of surgical
educators, the incorporation of targeted online and
simulation teaching, and the use of technology.’

Methods

This cross-sectional descriptive study was conducted from
01 January 2021 to 31 December 2021 (01 year) after
approval from Intuitional Review Board (IRB) of Centre
for Medical Education of Bangladesh (CME) as a part of
thesis of Masters in Medical Education (MMEd) under
Bangabandhu Sheikh Mujib Medical University
(BSMMU). Data were collected from purposively selected
138 fifth year students and 151 intern doctors from
conveniently selected eight medical colleges of Bangladesh
after getting permission from the concerned authorities and
respondents. Their comments regarding barriers and
suggestions were collected in a self-administered semi
structured questionnaire that contained four questions on
this issue in Surgery and its Allied Subjects in
undergraduate medical education of Bangladesh. The
questionnaires were distributed to the fifth-year students
and intern doctors and were collected with the responses
face to face; in some cases these were collected by online
(WhatsApp) procedure due to restrictions in COVID 19
pandemic situation. Data were entered, processed and
analyzed by using SPSS software program version 26.

Results

Table 1: Opinion of the fifth-year students and intern
doctors about the barriers of teaching and learning of
'Surgery and its Allied Subjects' in MBBS course (n=289)

Barrier Frequency* Percentage*
Inadequate practice of 260 90.3%
evening clinical teaching

Inadequate learning 229 79.5%
instruments

Theories are learned more 197 68.4%
than practical

Less cooperation of staff 143 49.7%
Learning is hampered due to 106 36.8%
excess number of student

Inadequate number of teacher 106 36.8%
Some teachers cannot instruct 99 34.4%
properly

Inadequate number of patient 93 32.3%
Sometimes classes do not held 36 12.5%
Inadequate practice of 33 11.5%

morning clinical teaching

*Multiple response

Table 1 shows that opinion of the fifth-year students and
intern doctors about the barriers of teaching and learning of
‘Surgery and its Allied subjects’ in MBBS course. From the
opinion it was found that maximum (90.3%) expressed,
‘inadequate practice of evening clinical teaching’. Of the
respondents 79.5% opined °‘inadequate learning
instruments’ and 68.4% opined about ‘theories are learned
more than practical’. Only11.5% fifth-year students and
intern doctors opined about ‘inadequate practice of
morning clinical teaching’.

Table 2: Suggestions of fifth-year students and intern doctors to improve the teaching and learning status of different subjects

of Surgery and its Allied Subjects (n = 289)

Suggestion Frequency* Percentage*
Provision of hands on learning 260 90.3%
Sufficient instruments should be available for clinical teaching 229 79.5%
Clinical teaching should be taken in ward, outdoor and emergency 197 68.4%
Sufficient number of patient should be available 143 49.7%
Clinical teaching can be taken in outreach centers 106 36.8%
Sufficient free beds should be available for the patient specially in non-government medical college 106 36.8%
More classes should be taken by the senior teachers 99 34.4%
Number of teacher should be increased 93 32.3%
Follow the curriculum as much as possible 36 12.5%
Give importance of the subjects according to basic health needs of the country 33 11.5%

*Multiple response
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Table 2 shows about the suggestions of fifth-year students
and intern doctors to improve the teaching and learning
status of different subjects of Surgery and its Allied
Subjects in MBBS course. Of the list of suggestions
maximum respondents (93.7%) proposed for 'provision of
hands on learning'. Of the respondents 93% suggested
about ‘sufficient instruments should be available for
clinical teaching’ and 63.8% suggested that ‘clinical
teaching should be taken in ward, outdoor and emergency'.
Only 33.8% suggested to ‘give importance of the subjects
according to basic health needs of the country’.

Discussion

Maximum fifth-year students and intern doctors (Table 1)
opined the main barriers of teaching and learning of
Surgery and its Allied Subjects in MBBS course were
inadequate practice of evening clinical teaching (90.3%),
inadequate learning instruments and theories are learned
more than practical. On the other hand maximum (Table 2)
fifth-year students and intern doctors suggested about
provision of hands on learning (93.7%), sufficient
instruments should be available for clinical teaching (93%)
and clinical teaching should be taken in ward, outdoor and
emergency. Minimum fifth-year students and intern
doctors opined about sometimes classes were not held and
inadequate practice of morning clinical teaching whereas
minimum respondents suggested to follow the curriculum
as much as possible and give importance of the subjects
according to basic health needs of the country.

So the important things that were found for better teaching
learning of Surgery and its Allied Subjects were
improvement of evening clinical teaching and learning
instruments, provision of hands on learning and clinical
teaching should be taken in clinical places that are in ward,
outdoor and emergency. In a study it had been found that
Ophthalmology remains one among the foremost
technologically up-to-date specialties in healthcare, yet
this is often not reflected in the academic methods.
Undergraduate ophthalmology education is in urgent need
of reform as junior doctors are losing confidence in
assessing ophthalmic complaints and undergraduate
students are dissatisfied with traditional teaching methods.
Technology Enhanced Learning (TEL) which required
sufficient modern instruments and skills (hands on
learning) has been shown to reduce learning time, improve
knowledge retention and enhance student engagement,
especially amongst digital learners.” In another study the
increasing clinical and academic commitments for
surgeons leave little time for teaching. This is very true for
surgeons working in low and middle-income countries.
These commitments cause less protected teaching time,
with adverse consequences for surgical education.’ To form
an efficient partnership between surgeons and students to
deliver the simplest surgical teaching for the advancement
of the students may be a challenge for medical schools and
surgeons.’

Conclusion

The main barriers of teaching learning of Surgery and its
Allied Subjects were inadequate evening clinical teaching,
inadequate learning instruments and less practical learning
than theories.

The most important suggestion were to improve the
teaching learning of Surgery and its Allied Subjects are
clinical teaching should be taken in ward, outdoor and
emergency, provision of hands on learning and sufficient
instruments should be available for clinical teaching. Now
adequate emphasis should be given for proper clinical
teaching in clinical places and adequate hands on learning
with sufficient instrument to improve the teaching learning
of Allied Subjects of Surgery in undergraduate medical
education of Bangladesh.
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Different Domains of Revised Bloom’s Taxonomy in Learning of
Endotracheal Intubation and Comparison between Clinical
Skills Laboratory (CSL) and Multimedia Presentation

Talha KA', Chowdhury NA’, Debnath J', Bhattacharjee R’, Khan MH’, Kaiser FR’

Abstract

Background: Clinical skills laboratory (CSL) is one of the modern teaching tools of the medical education. Endotracheal
intubation is one of the important skills for the healthcare worker to be practiced frequently.

Methods: Bloom's taxonomy was revised on 2001 to make the structure bi-directional from unidirectional. Knowledge and
cognitive processes were assessed in this structure. The component of knowledge domain had six levels: remember,
understand, apply, analyze, evaluate, and create. In this study the teaching tool clinical skills laboratories (CSL) was used to
evaluate its efficacy for different levels of revised Bloom's taxonomy. Total 78 first-year nursing students were enrolled in to
2 groups. The groups were multimedia (MM) and CSL group. Both the groups were taught endotracheal intubation by the
same instructor and were tested by 10 multiple choice question (MCQ) test. These 10 questions were set according to lower
Srevised Bloom's taxonomy levels.

Results: The mean score of both the groups did not show any difference but the mean score of the male participants was
significantly better than the score of females of this group. The mean score of 'remember' and 'evaluating' level were
significantly better in the CSL group, whereas the other level scores were better in the MM group.

Conclusion: Lower most (remembering) and one of top (evaluating) domain to learning was helpful when CSL was used as

teaching tool. Other domains were better taught by multimedia type traditional teaching tool.

Keywords: Bloom's taxonomy, revised Bloom's taxonomy, clinical skills laboratory (CSL).

Introduction

Benjamin Bloom and his associates built up the Taxonomy
of instructive targets: the psychological space in 1956,
which fills in as the establishment for instructive outcomes
and learning objectives.' Bloom's taxonomy made a typical
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language to such an extent that learning materials might
measure up among educational institutions and gave an
approach to evaluate what an educational plan offered inside
the learning domain. The three learning domains are
affective, cognitive and psychomotor. The classification of
Bloom's taxonomy was first reported on 1956 which
elaborated the intellectual area and overviewed the
progressive construction with six degrees of learning:
knowledge (lowest level), comprehension, application,
analysis, synthesis, and evaluation (highest level).

Blossom's Taxonomy was revised in 2001 by Lorin
Anderson and David Krathwohl (one of the co-authors on
the first taxonomy). Concerning update, Krathwohl
remarked on how Bloom's Taxonomy went from a
unidimensional cognitive process of intellectual cycles to a
two-dimensional structure of cognitive processes and types
of knowledge. The knowledge measurement comprised of
factual knowledge, conceptual knowledge, procedural
knowledge, and metacognitive knowledge subtypes. The
knowledge cycle subheadings of the revised one had
similarity with the original one. It had six levels like
remember, understand, apply, analyze, evaluate, and create.

The names of the levels were changed from noun to verb,
and the top most level was named “create.” According to
the revised one, the knowledge has four sub classifications.”
These subtypes are factual, conceptual, procedural and
metacognitive. Terminology and specific details are the
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examples of factual knowledge. Theories, principles,
categories and classifications are the example of conceptual
knowledge. Knowledge regarding specific procedure and
skills are considered as procedural knowledge. The
metacognitive knowledge is mostly about the knowledge of
cognition and about the knowledge about one's self. These
different categories are helpful is setting learning objectives
of course curriculum and can highlight beyond factual
knowledge.

In the modern days of medical education, there are lots of
nursing and medical institutions that started Clinical skills
laboratories (CSL) in their teaching curriculum.’ Not only
in case of under graduation or post-graduation teaching
purposes, CSL is also successfully used in continuing
professional development (CPD) and continuing medical
education (CME) programs of numerous educational
institutions. In order to teach procedures and skill in safe,
systematic and protected way the CSL has been
standardized in different ways for different types of clinical
approaches. Among the different regions of the world, now
a days CSL has been included in the medical curriculum
successfully for last few decades.

A standard laboratory should have procedural room,
networked computers, ward area with bed and interviewing/
consultation room." The aim is to create the environment of a
clinic or healthcare premise to feel the trainee a real
environment. The notice board usually displays teaching/
learning opportunities along with electrocardiography
interpretations, physical examination with basic life support
information. The laboratory should enhance a self-directory
training to the students. The structure of the clinical skills
laboratory should preferably include facilities for Objective
Structured Clinical Examinations (OSCE) and other types
of clinical examinations.

Procedural skills are learnt and practiced on models and
manikins those could be screen-based or realistic high-tech
interactive simulators. The common examples of
simulations are venous/arterial puncture, blood pressure
measuring, central venous catheterization, cardio
pulmonary resuscitation (CPR), endotracheal intubation,
urinary catheterization, spinal injection and different types
of clinical examinations.

The primary objective of this study was to assess the
relationship between clinical skills laboratory (CSL) and
different levels of revised Bloom's taxonomy in case of
endotracheal intubation. The secondary objective of this
study was to compare the efficacy of clinical skills
laboratories (CSL) and multimedia (MM) as teaching tools
in case of endotracheal intubation for different levels of
Revised Bloom's Taxonomy.

Methods

This was a randomized control trial (RCT) on medical
education to assess the teaching tools CSL and multimedia
(MM) presentation for teaching endotracheal intubation.

Ethical approval was achieved from the institutional
review board (IRB). Participants were first year nursing
students, who never came across of any knowledge of
endotracheal intubation. Study place was Sylhet Women's
Medical College. Total number of participants were 78. By
random lottery method the participants were divided into 2
groups (MM and CSL) keeping equal number of gender
distribution in each group. All the first-year nursing
students who never had any knowledge of endotracheal
intubation were included. Students of any other academic
year or students not interested to be enrolled were excluded
from the study. Informed consents were taken from all the
participants. MM group participants attended a 20-minute
multimedia presentation on endotracheal intubation by a
senior anesthesiologist. CSL group was demonstrated
endotracheal intubation for 20 minutes by the same teacher.
Both the groups then sat for a best response multiple choice
question (MCQ) examination. Both the groups were
allotted 10 minutes for examination. This was a pre-tested
question paper of 10 questions set on 5 levels of revised
bloom's taxonomy. The domains were remembering,
understanding, applying, analyzing, evaluating and
creating. These 5 domains were equally distributed among
the 10 questions. The answer papers were marked by the
same teacher. Total score of the paper as well as domain
wise scores were documented. All data were transferred to
an Excel data sheet. Mean, median and mode were
calculated. The mean differences of both the groups of all
variable were calculated by independent t-test.

Results

This study was carried out on total 78 participants.
Participants were equally divided into two groups,
multimedia (MM) and clinical skill laboratory (CSL).

Table 1: Distribution according to gender and mean age

MM CSL %

Number of participants 39 39

Male 05 05 13%
Female 34 34 87%
Mean age (year) 20.10 20.15

(0.640) (0.744)
Male mean age (year) 20.66 20.16
Female mean age (year) 20.0 20.15

Table 1 was distributed according to gender and mean age.
Equal number (39) of participants were enrolled in both
MM and CSL group. Number of male (05) and female (34)
were also equal in both the groups. Mean age of the
participants of the MM group was 20.10 and it was 20.15 in
the CSL group. Mean age of male participants were 20.66
and 20.16 years in MM and CSL groups respectively. The
mean age of female participants was 20 in MM and 20.15 in
the CSL.
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Table 2: Distribution according to mean, median and mode
of'the scores of both groups

MM CSL Overall mean
Mean 4.69 4.64
Median 5 5
Mode 6 4,5 4.66
Range 9 5
SD +2.052 +1.270
Minimum 0 2
Maximum 9 7

Table 2 shows mean, median and mode of the scores of both
the groups. Mean of MM was 4.69 and it was 4.64 in CSL.
Median was same (5) for both the groups. MM had a wide
range (9) in comparison to the range (5) of CSL. Overall
mean score was 4.66.

Table 3: Distribution according to mean score of both the
groups

MM | CSL | t-value | p-value
Mean | 4.69 | 4.64 -0.1 0.45

Significance

Not significant

Table 3 describes the mean scores of male and female of
both the groups. Mean scores of MM and CSL were 4.69
and 4.64 respectively and the difference was statistically
not significant (p=0.45).

Table 4: Distribution of mean scores according to gender

Male | Female | t-value | p-value
MM | 4.88 4.66 0.18 0.43
CSL | 5.66 4.5 2.07 0.02

Significance

Not significant

Significant

Table 4 shows the difference between the mean scores of
the male (4.88) and female (4.66) of MM was statistically
not significant (p=0.43). On the other hand, the difference
between the mean scores of male (5.66) and female (4.5)on
CSL was statistically significant (p=0.02).

Table 5: Distribution of mean scores of MM and CSL
according to different Bloom's taxonomy domain

Revised No. of |MM |CSL|t-value| p-value | Significance
Bloom's | questions
taxonomy
domain

Remem- 2 1.02(1.06| -6.51 |.000092| Significant
bering

Understan- 2 1.03]0.95| 13.37 |<.00001 | Significant
ding

Applying 2 0.95[{0.91| 8.94 |<.00001| Significant
Analyzing 2 0.87]10.85| 4.47 |.001039| Significant
Evaluating 2 0.82(0.87| 11.18 |<.00001| Significant
Creating 0 - - - - -

Table 5 illustrates the distribution of mean scores of MM
and CSL according to different Bloom's taxonomy domain.
The domains remembering, understanding, applying,
analyzing and evaluating had 2 questions of each type.
There was no question of creating domain. The scores of
remembering and evaluating were significantly higher in
CSL group. The mean scores of understanding, applying
and analyzing were significantly higher in the MM group.

Discussion

Zainab et al published their original research work on
assessing performance of CSL along with the level of
satisfaction of CSL as a teaching tool. This study was
conducted on 184 third year students.” All the students
underwent CSL training. The result was assessed by OSCE
method. Among all 96% students passed in generic stations
and 72% passed in the discipline-based stations. The mean
score of Gynecology was 73% but the mean scores of other
surgical disciplines like Surgery and ENT were 98.7%.
Feedback from students on CSL was achieved by 6
questions using a 5-point Likert scale. It was found that
96.2% students thought CSL course was well organized,
95% students found the CSL objective of teaching was
appropriate, 93.7% students were confident to practice on
real patients and two-third students recommended the
course to establish the course in medical college.

The psychomotor skill of pediatric interns was assessed
after finishing the rotation at a medical college of Tehran.’
Twenty-five interns were taught by traditional method,
when 19 interns were trained by CSL. Non-randomized,
simple sampling technique was applied to enroll in
experimental and control groups. In the experimental
group the mean score before rotation was 29.6 and after
training was 120.69. The mean score before and after
training were 16.45 and 102.87 respectively in the control
group. The improvement mean was significantly (p<0.05)
better in the experimental group. The authors concluded
mentioning that the CSL could be included as a teaching
tool in the medical college.

In the medical education practicing and teaching motor
skill for students is extremely important in order to prepare
themselves for performing any procedure. It has been
proved that conjoining cognitive domain along with
psychomotor and affective domains significantly help to
develop procedure-based curriculums.” Some people think
that Dave's psychomotor taxonomy which comprises of
imitation, manipulation, practical precision, articulation,
and naturalization, may help in the objectives of surgical
based procedural teaching by introducing simulation based
clinical skill labs.’ There is another psychomotor domain
named Simpson's taxonomy is also popular among
academicians in developing procedure-based learning.’
There are seven components of this domain, they are
perception, set, guided response, mechanism, complex
overtresponse, adaptation, and origination.
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Trung Q Tran et al performed their study to assess the
efficacy of teacher-made (TM) simulating model with
commercial models (CM)." A total 144 nursing students
were enrolled it the study. Both the groups, CM and TM
had pre and post-tests. Both the groups were asked to
perform procedures on real patients after finishing the post-
test assessment. Mean scores of pre and post-tests of both
the groups showed marked improvement but the difference
of improvement between two groups were not significant.
When performing procedure on the real patient, it was
found that, the TM group had a better communication skill.
It was concluded that clinical skill on basic intravenous
(IV) training on TM has been proved as a cost benefit
model.

The advantage of CSL is that it can be demonstrated by
preparing for clinical practice without disturbing the
patient. Enabling students to study at their own comfort
zone in a safe environment." CSL allows early practice of
complex, painful and embarrassing procedures in a
supervised environment. It also provides frequent
rehearsals of certain skills. The relevance of CSL is related
to its ability to mimic actual clinical practice and the
application of new educational theories and strategies.
Students can have good clinical skills to address common
health issues, core and outcome capabilities.” Students
practicing CSL will be more confident in approaching
patients, expressing their opinions and getting immediate
feedback. It can meet students' educational needs and
reduce their fear and anxiety about clinical competitions.
Apart from students, institutions are also benefitted from
CSL. These include: more time for research, professional
development, educational management and other
educational activities. There are some disadvantages of
CSL also." Firstly, rapidly increasing number of medical
students. Accommodating huge number of trainees in
certain limited schedule could hamper the quality of
learning process. Secondly, difficulty in getting well
trained, enthusiastic teachers who would be ready to adopt
a newer teaching tool. Thirdly, the cost effectiveness.
Preparing lab with procedure- based simulating models
could be expensive for some institutions.

Conclusion

CSL is one of the modern teaching tools, currently popular
in lots of medical institutions. Revised Bloom's taxonomy
classifies the psychomotor domain of the learning process
in to 6 groups. Lower most (remembering) and one of top
(evaluating) domain to learning was helpful when CSL was
used as teaching tool. Other domains were better taught by
multimedia type traditional teaching tool.
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Private Hospital of Bangladesh

Anjuman H', Ara F°, Jahan I, Karim ME', Mariam M

Abstract

Background: Breastfeeding provides optimal and complete nutrition for newborn babies. World Health Organization (WHO)
recommends exclusive breastfeeding for the first 6 months of life, with continued breastfeeding through the second year of life.
Purpose: To determine breastfeeding and infant feeding patterns by enquiring the mothers of whom regarding the factors
influencing the complementary and breastfeeding practices.

Methods: This cross-sectional study was conducted on 460 mothers of children less than 24 months of age from July 2012
through December 2012 in inpatient & outpatient department of Pediatrics of Uttara Adhunic Medical College & Hospital.
Study subjects were interviewed using structured questionnaires that included socio-demographic, economic, and
complementary and breast-feeding practicing trait profiles. All the relevant data were recorded in a pre-designed data
collection sheet. Results were presented by appropriate tables and figures.

Results: Breast feeding was practiced more frequently by mothers aged 21-30yrs (208). Strong association was found between
maternal education & occupation with Exclusive Breast Feeding (EBF); father's education also shows strong relationship with
exclusive breast-feeding pattern. House wife mothers stick to EBF than those of service holder or day labors. Higher education
of the father and mother also had significant relationship with the initiation of breast feeding within one hour in our study.
Based on the multiple response it was revealed that majority given banana (59.3%), more than half chose khichuri (50.4%) and
sujii (50.2%). Fish, meat, cereal, and pulse were consumed by 170, 130,26 and 12 children respectively.

Conclusion: Study shows that exclusive breastfeeding was not maintained up to recommended age of 6 months. Knowledge
about Complementary Feeding (CF) was lacking in the mothers. Regarding, mothers' education and socioeconomic
conditions, a positive correlation was noted with feeding practice. Educated and high-income group are more strictly follow
the right way of feeding practices guided by WHO recommendation.

Keywards: Infant feeding practices, Tertiary level hospital, Breastfeeding, weaning

Introduction

Adequate nutrition during infancy and early childhood is
fundamental to the development of each child's full human
potential. It is well recognized that the period from birth to
two years of age is a “critical window” for the promotion of
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optimal growth, health and behavioral development.
Longitudinal studies have consistently shown that this is the
peak age for growth faltering, deficiencies of certain
micronutrients, and common childhood illnesses such as
diarrhea. After a child reaches 2 years of age, it is very
difficult to reverse stunting that has occurred earlier.' Poor
breastfeeding and complementary feeding practices,
coupled with high rates of infectious diseases, are the
principal proximate causes of malnutrition during the first
two years of life. For this reason, it is essential to ensure that
caregivers are provided with appropriate guidance regarding
optimal feeding of infants and young children. From about 6
months of age, breast milk alone is no longer sufficient to
cover a baby's nutritional requirements. He or she can also
start to swallow non-liquid complementary foods at this
stage, helping to support growth, brain development and the
building of natural defenses. The period of weaning is
critical for the future development and growth of infants.”

During breastfeeding, approximately 0.25-0.5 grams per
day of secretory IgA antibodies pass to the baby via the
milk. This is one of the most important features of
colostrum, the breast milk created for newborns. The main
target for these antibodies is probably microorganisms in
the baby's intestine. There is some uptake of IgA to the rest
of the body, but this amount is relatively small.’ Also, breast
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milk contains several anti-infective factors such as bile salt
stimulated lipase and lactoferrin." The World Health
Organization (WHO) recommends exclusive
breastfeeding for the first 6 months of life, with continued
breastfeeding through the second year of life. However,
these recommendations are not followed everywhere: in
2007, a national survey in USA reported that 26% of all
women, with children aged from 0 to 5 years, did not give
any breastfeeding at all. In a study of five Asian countries
(2002 to 2005), the percentages of exclusive breastfeeding
of infants younger than 6 months were reported as 30.7% in
Timor-Leste, 33.7% in Philippine, 38.9% in Indonesia and
60.1% in Cambodia. The fifth country, Vietnam, reported
only 15.5%.°

Breastfeeding provides optimal and complete nutrition for
newborn babies. Although new mothers in Bangladesh are
increasingly choosing to breastfeed their babies, rates of
exclusive breastfeeding are low and duration remains
short. The purpose of this study was to describe the
breastfeeding and weaning practices of Bangladeshi
mothers over the infant's two year of life to determine the
factors associated with early cessation.

Methods

This cross-sectional study was conducted in the
department of pediatrics of Uttara Adhunic Medical
College & Hospital on 460 mothers of children of 0-24
months of age attended at inpatient & outpatient
department from July 2012 through December 2012. Study
subjects were selected purposively based on specific
selection criteria. Number of samples were determined on
the basis of WHO’s “Sample size determination in health
studies” at 5% level of significance, 95% confidence level
and 50% anticipated population proportion- the minimum
sample size has been calculated was 384; although 460
samples were investigated with 20% added for correction
of the sampling error. Those children who had congenital
anomaly of any kind, mental retardation was excluded
from the study. Data were collected by face to face
interview by a structured questionnaire. Each of the
questionnaires was sorted for consistency and
completeness. Then the cleaned data were coded and

54%
54%
54% 47%
54%
54%

54% Male

Gender distribution

53%

Female

Figure 1: Bar diagram showing gender distribution of the

children

Table 2: Age distribution of the mother

Age group Frequency Percentage
<20 years 92 20
20-30years 333 72.4
>30 years 35 7.6
Total 460 100
Mean+SD 24.34 £3.97(SD) years
298
300
250
193
200 -
150 - 111
85 96
50 7 18
0 r
Illiterate Primary Secondary Higher
M Father (%) ® Mother (%) secondary

Figure 2: Bar diagram showing educational status of the

parents

Table 3: Distribution of first / pre-lacteal feeding of the

entered by the researcher herself into the computer with the childafterbirth
assistance of SPSS version 11.5. First fed Frequency Percentage
Breast milk 280 60.9
Results Sugar water/Honey 97 21.1
Table 1: Age distribution of the children Formula milk/Cow's milk 3 18.0
Age group (months) Frequency Percentage Total 460 100
0-6 15 33
6-12 225 48.9 Table 4: Distribution of breast-feeding patterns of children
12-18 70 15.2 Breast-feeding pattern Frequency Percentage
18-24 150 32.6 Exclusive 180 39
Total 460 100 Non-exclusive 280 61
Mean£SD 10.43+4.42 (SD) Total 460 100
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Table 7: Distribution of knowledge on complementary

24
5.22%)

Within 1 hr

>1hr Unavailable

Figure 3: Bar diagram showing distribution of starting time
of breast feeding

Table 5: Distribution of types of complementary foods*

Khichuri Frequency | Percentage
Rice 232 50.4
Sujii 231 50.2
Cereal (commercially available) 34 7.4
Pulse 12 2.6
Fish 170 37.0
Meat 130 28.3
Banana 273 59.3
Others 63 13.7
*Multiple answers
Influence of television & radio
advertisement on feeding
309
350
300
250
200
150
100
50
0 Yes No

Figure 4: Bar diagram showing distribution of influenced
of'television and radio advertisement on child feeding

Table 6: Distribution of knowledge on breast feeding

feeding practice
Knowledge Frequency Percentage
No 175 38.0
Yes 285 62.0
Total 460 100

Table VIII: Comparison of exclusive & non-exclusive breast-
feeding on socio-demographic characteristics

Variables Exclusive Non-exclusive |y’ value/

breast-feeding | breast feeding | p value
(280) (180)

Maternal age

<20 37 55 39.33/

21-30 208 125 <0.001°

>30 35 0

Mother's

occupation

House wife 239 160 18.65/

Service 41 12 <0.001°

Day labour 0 8

Father's

occupation

Service 200 84 114.51/

Business 64 12 <0.001°

Day labor 12 76

Others 4 8

Family Income

<10000 155 160 61.80/

10000-25000 83 20 <0.001°

>25000 42 0

Mother's

education

[literate 16 80 212.47/

Primary 35 76 <0.001°

Secondary 173 20

Higher secondary 56 4

Father's

education

[literate 12 73 128.86/

Primary 11 7 <0.001°

Secondary 23 36

Higher secondary 234 64

Residence

Urban 256 87 107.98/

Rural 12 36 <0.001°

Urban slum 12 57

Housing

Katcha 4 73 152.51/

Semipacca 40 47 <0.001°

Pacca 236 60

Knowledge Frequency Percentage
No 219 47.6
Yes 198 434
Total 460 100
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Discussion

The purpose of this study was to describe the breastfeeding
and weaning practices of Bangladeshi mothers over the
infant's two year of life to determine the factors associated
with early cessation. The study included a total of 460
children of whom 242 (52.6%) were male and 218 (47.4%)
were female. Minimum age was 2 months, maximum 24
months, mean was 10.43 with a SD of +4.42. Most of the
children were from 7-12 months age group (225, 48.9%)
and minimum 3.3% from 0-6 months. Around 53.3% were
fed with breast milk, 73.3% had breast milk as their first
feeding (rest 26.7% sugar water). More than half (53.3%)
of them continued breast feeding for 6 months, one fourth
(26.7%) could not stick to the same. Only breast feeding
was practiced up to as lowest age of 2 months and as
prolonged as age of 10 months. Nearly 61% (n=460)
mothers breastfed exclusively in the study conducted by
Ukegbu et al. They revealed only 37.3% (85) breastfed
exclusively for 6 months. The ability of mothers to practice
EBF was linked to adequate feeding and fluid intake’.
Whereas about 280 (61%) practiced breastfed against 180
(39%) mothers who did not in this study.

Strong association was revealed between maternal age and
breast-feeding practice. Breast feeding was practiced more
frequently by mothers aged 21 —30 (208) and more than 30
years of age (35) compared with those less than 20 years
(37)0ld, x2,,,=39.33,p<0.001.

Almost ¥4th (74.6%) of the respondents were dwellers of
urban and only 48 (10.4%) were from rural areas. Most of
the respondents (296, 64.3%) lived in pacca houses and
16.7% (77) in katcha houses. Urban area dwellers were
found to be more in favour of breast feeding than their
counter parts (rural & urban slum) who preferred cow's
milk or sugar water as initiating food for the infants (32,
=107.98, p<0.001). The respondents leaving in pacca
houses constitute the majority (64.3%), the katcha (16.7%)
and semi-pacca (18.9%) dwellers were the rest. Strong
association was also revealed between breast feeding and
the residential status (x2,,=152.51, p<0.001); those leaving
in the pacca housing were practicing breast feeding than
the others.

One study in Kenya Found almost all the children (99%)
were breastfed; however, more than a third (37%) were not
breastfed in the first hour following delivery. The main
reasons given for not initiating breastfeeding immediately
were: little or no breast milk (35%); baby being asleep/tired
(23%); baby being sick (13%); and mother being sick
(9%)’. About 60.9% (280) baby received breast milk as first
feeding in our study; rest had sugar water (21.1%) or cow's
milk (18%). Among total 460 children 237 received it
within first hour of birth. Higher education of the father
(X2 =98.67, p = 0.000) and mother (¥2,=154.22, p=
0.000) was strongly related with the initiation of breast
feeding within one hour in our study.

Women in Hong Kong, like women in many other
industrialized countries, are increasingly choosing to

breastfeed their infants. Although more than 70% of all
new mothers now initiate breastfeeding, up from 19% in
1981 and 37% in 1997, Hong Kong still has low
breastfeeding rates when compared with other developed
countries™’. In excess of half (280; 60.9%) of the children
were exclusively breast fed infants in the present study;
among them 63.9% continued for 5-6 months, prematurely
terminated children were 78 (27.9%) and 23 (8.2%)
mothers lingered for more than 6 months (p<.001).

The survey showed the major constraints to exclusive
breastfeeding to be: the perception that babies continued to
be hungry after breastfeeding (29%); maternal health
problems (26%); fear of babies becoming addicted to
breast milk (26%); pressure from mother-in-law (25%);
pains in the breast (25%); and the need to return to work
(24%)". In our study among the non-exclusive breast
feeder's more than half (57.8%) committed it for social
belief, 72 mothers (40%) mentioned unavailability of their
breast milk and only 4 had other reasons. Putting first feed
in the baby (breast milk, cow's milk, Sugar water) showed
strong association with reasons for not breast feeding in my
study; x2,,=125.21,p <0.001. Major constraint revealed in
my study was social belief pertaining to norms and culture
ofthe society.

Complementary foods should be varied and include
adequate quantities of meat, poultry, fish or eggs, as well as
vitamin A-rich fruits and vegetables every day. Where this
is not possible, the use of fortified complementary foods
and vitamin mineral supplements may be necessary to
ensure adequacy of particular nutrient intakes'. The
selection of type of foods is an important facet and more or
less depends largely on the cultural aspect of the
geographical region. Our study based on the multiple
response revealed that, banana, ‘khichuri’, sujii, fish, meat,
cereal, pulse and rice gruel were consumed by 273, 232,
231,170,130, 26, 12, 8 children respectively.

Factors associated with early introduction of
complementary foods (before the age of six months) at
multivariate level include child's sex; mother's marital
status, ethnicity, and education level; pregnancy
desirability; place of delivery; and slum of residence (p <
0.05, respectively)”’. Mothers now a days have substantial
knowledge about child feeding practice. While the parents
(especially mother) were enquired regarding knowledge
on complementary feeding practice, 285 (62%) provided
their view as having the knowledge and 175 (38%) was
found not having the appropriate knowledge.

Conclusion

Study findings showed that exclusive breastfeeding was not
maintained up to recommended age of 6 months and
knowledge about complementary feeding was lacking in the
mothers. Infant and young child feeding practices observed
in this study were far from the recommended norms given in
the methodology used to collect the data (IYCF feeding
assessment protocol). Mothers had insufficient knowledge
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of complementary feeding. Educated and high-income
groups follow the right way of feeding practices as
recommended by WHO guidelines.
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Pattern of Ocular Trauma in Rohingya Refugees in Bangladesh
Admitted to Ophthalmology Department in a Tertiary Hospital
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Abstract

Background: Ocular trauma is an important cause of blindness and ocular morbidity throughout the world. Despite prompt
treatment, the severity of the injuries might result in catastrophic and irreparable vision loss as well as diminished quality of
life. The objective of the present study was to determine the pattern of ocular trauma in Rohingya Refugees admitted into
Ophthalmology department of Chittagong Medical College Hospital (CMCH).

Methods: This descriptive study was conducted by retrospective review of records of 73 Rohingya Refugees patients of ocular
trauma admitted into the department of Ophthalmology of CMCH over a period of 4 year from 1" September, 2017 to 31"
August, 2021. All the relevant information were recorded in a pre-designed data collection sheet. Results were presented by
appropriate tables and figures.

Results: Out of 73 Rohingya Refugees, 61.6% were males and 38.4% were females. Maximum patients (53.4%) were less
than 20 years age. The most common place of injury occurred at home 32 (43.9%) followed by sports 19 (26.0%) and causative
agents of injury was sharp object 23 (31.5%) followed by blunt object 22 (30.1%). Most of the participants had open globe
injury (52.0%) followed by closed globe injury (32.9%). Penetrating corneal injury (43.9%) was the most common clinical
presentation among the ocular injuries. Visual acuity at presentation was PL, HM in 45.2% of the cases and 6/12-6/6 only in
13.7% of the cases. A total of eleven eyes (15.1%) had no light perception at presentation. During discharge, only a small
degree of vision improvement was achieved.

Conclusion: Maximum patients of ocular trauma from Rohingya Refugees were due to sharp object induced injury, open
globe type and injury taken place at home. The feasibility and efficiency of various preventive approaches in minimizing

ocular trauma should be investigated further in the Refugees camp.
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Introduction:

The Rohingya are a minority ethnic group residing in the
Rakhine state of Myanmar. According to UN estimates, in
late September 2017, approximately 10,000 Rohingya were
killed and over 730,000 fled into Bangladesh.' The United
Nations High Commissioner for Refugees (UNHCR) now
reports over 919,000 Rohingya refugees are residing in
several camps in the two southernmost sub-districts of Cox's
Bazar district. These enormous numbers of displaced people
have limited access to healthcare with higher health risks.’
Evidence suggests that the prevalence of vision impairments
and blindness among refugees are common and often higher
than the general population. A recent systematic review
found that the prevalence of blindness in the refugee camps
can range from 1.3% t0 26.2%."

Ocular trauma is a major cause of ocular morbidity and has
been reported to be one of the most important cause of
unilateral vision loss in developing countries.’ According to
the World Health Organization (WHO) global estimates, the
annual incidence of ocular trauma is approximately 55
million and ocular injuries account for 5% to 16% of
ophthalmology consultations.’

The eye represents only 0.27% of the total body surface area
and 4% of the facial area, but it is the third most common
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organ affected by trauma after hands and feet.” The impact
of trauma on a human eye may range from occurrence of
minute corneal abrasions/innocuous sub-conjunctival
hemorrhage to a badly lacerated globe.* Despite advances
in treatment, the prognosis for these injuries is still
uncertain”"” Most of these injuries are produced in
foreseeable circumstances, and therefore could be
prevented by means of appropriate eye protection. Among
the most established risk factors are age, gender, socio-
economic status and life style.’

Chittagong Medical College Hospital is situated in the port
city of Chittagong in the south-eastern part of the country,
Bangladesh, and is one of the largest hospitals in the
country and a tertiary level hospital.

In a recent study was conducted on 3,629 persons of
Rohingya refugees, Cataract was responsible for 75.0% of
blindness and 75.8% severe visual impairment." However,
no studies had been carried out on pattern, presentation and
risk factors of ocular trauma of Rohingya refugees in the
study area. Most of the ocular trauma of Rohingya refugees
was managed by health facilities of local government or
private institutes. Ocular trauma, which necessitates
immediate treatment, is transported to a tertiary hospital for
better care.

In view of public health importance, this study will provide
information on pattern, presentation and risk factors of
ocular trauma of Rohingya refugees admitted at
Ophthalmology Department, Chittagong Medical College
Hospital. This will serve as the foundation for appropriate
stack holders to plan and implement preventive and
curative actions so that timely intervention can prevent
vision loss and protect the eyes.

Methods

This hospital based retrospective study was carried out on
ocular trauma patients of Rohingya refugees admitted in
Department of Ophthalmology, CMCH. It included cases
that were admitted from 1" September, 2017 to 31" August,
2021.

Total 73 patients were included in this study using register
records of admitted patients in Ophthalmology
department, CMCH.

Patients who were referred from other government or
private health institutions and admitted to the
Ophthalmology department through the emergency
department were included. Those with non-traumatic
spontaneous ruptures or patients referred by other
department of our hospital for ocular trauma were
excluded. The variables were socio-demographic data
(gender, age), the place where trauma occurred, causative
agents, type of ocular injury, clinical presentation and
visual acuity (VA) (at presentation and after treatment).
Variables were identified based on the literature and data
collection form was developed accordingly. Type of ocular

injury was classified based on internationally accepted
Birmingham Eye Trauma Terminology System (BETTS)."

Data collected from register records were exported as
Microsoft Excel sheets from the data collection form, and
statistical analysis was performed using the IBM SPSS-
23.0 Statistics software. Variables were presented as
numbers and percentages.

Results

Age distribution

23
16 " 14
15
8
10
5 '
0

0-10 years 10-20years 20-30 years 30-40years 40 years or
more

Figure 1: Bar diagram showing age distribution of the
study subjects

Gender distribution
61.60%
70.00%
60.00% 38.40%
50.00%
40.00%
30.00%
20.00%
10.00%
0.00%
Male Female

Figure 2: Bar diagram showing gender distribution of the
study subjects

Distribution of place of occurrence

9.60%
20.50%

M Home M Sports ground ™ Street M Working premises

Figure 3: Pic chart showing distribution of place of
occurrence of injury
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Table 1: Distribution of causative agents (n=73)

Source Number of patients | Percentage (%)
Sharp Object 23 31.5
Blunt Object 22 30.1
Metallic Object 13 17.8
Vegetable matter 8 11.0
(thorn/branch)

Alkali (Lime) 4 5.5

Fall 1 14
Motor Vehicle Crash 1 1.4
Fireworks 1 1.4

Table 2: Distribution of types of ocular injury

Mechanical Injury Frequency (%)
Non-mechanical Open globe injury 38 (52.0)
Injury ° Rupture 03 (4.1)
e Laceration 35 (47.9)
-Penetrating -33(45.2)
-IOFB -02(2.7)
Closed globe injury 24 (32.9)
e Contusion 15 (20.6)
e Lamellar laceration 9 (12.3)
Adnexal 07 (9.6)
Chemical Injury 04 (5.5)
Total 73 (100)

**]OFB: Intraocular foreign body

Table 3: Distribution of clinical presentations of ocular injury

Diagnosis Number of | Percentage
patients (%)
Penetrating Corneal Injury 32 43.9
Eyelid Laceration 7 9.6
Corneal FB 5 6.8
Subconjunctival Haemorrhage 4 5.5
Chemical Injury 4 5.5
Corneal Abrasion 3 4.1
Uveal prolapse 03 4.1
Traumatic Aphakia 2 2.7
Traumatic Cataract 2 2.7
Staphyloma 2 2.7
Intraocular FB 2 2.7
Painful blind eye 2 2.7
Conjunctival Laceration 1 1.4
Penetrating Scleral Injury 1 1.4
Hyphema 1 1.4
Traumatic Uveitis 1 1.4
Traumatic Optic neuropathy 1 1.4

Table 4: Distribution of percentage of patients according
to different categories of visual acuity in different
assessment periods

Visual acuity | At presentation | After treatment | p value
NPL 15.1 15.1 >0.05"
PL to HM 452 36.9 <0.05°
3/60 to 6/60 15.1 16.4 >0.05"™
6/36to 6/18 10.9 12.3 <0.05
6/12 to 6/6 13.7 19.2 <0.05°

s= significant, ns=non-significant, p value obtained by y test
NPL: No perception of light; PL: Perception of light; HM:
Hand movement.

Discussion

Ocular trauma is one of the common cause of ocular
morbidity and blindness. It can be minimized by timely
intervention and optimum management.

The result showed that the occurrence of ocular trauma was
high in males (61.6%) and this is supported by other studies
conducted around the globe; in Lahore, Pakistan males
accounted 75% and 72.3% in Nepal, respectively.”"* This
could be attributable to the fact that males are more likely to
engage in outdoor activities where trauma is frequent.

Among patients presented for ocular trauma, most of them
(53.4%) were less than 20 years of age; Mukherjee AK,
Saini JS, Dabral SM (1984) carried out a study of 82
patients varying in age group from Syrs to 62years which
were hospitalized with penetrating ocular injuries.
Majority of these were males (60 cases, 73.17%). 37
patients (44.91%) were less than 30 years of age.” This
finding stands to reason because those who are at risk of
ocular injuries are more likely to engage in risky behaviors
and activities.

Several studies have described events that surround ocular
trauma. In our study, the most common place of injury
occurred at home (43.9%) followed by sports (26.0%); a
finding that is consistent both in low and high-income
countries.™* A study conducted in the United Kingdom
found that play is a common event surrounding ocular
trauma in children."” As a result, close guardian supervision
is required during sports to minimize unnecessary ocular
morbidity as aresult of injuries.

Mechanical ocular injuries can either be caused by sharp or
blunt objects. In our study, the most common causative
agents of injuries were sharp objects in 31.5% of the cases
followed by trauma with blunt objects (30.1%). These
findings are consistent with Tehmina and associates." Thus
penetrating and blunt injuries were more common as
compared to chemical, electrical and thermal injuries.

In this study, open globe injuries ware most common (52.0%)
than closed globe injuries (32.9%) followed by adnexal
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injuries (9.6%) and chemical injuries (5.5%). These results
are similar with Tehmina and associates who reported open
globe injuries in 57 % ." This finding differs from the result
reported by Thokozani in Malawi' and Gebril in Libya"”,
who reported that closed-globe injuries were more
common than open-globe injuries. Such differences may
arise due to most of the closed globe injuries were managed
locally.

Our studies also showed that the most common clinical
presentation of ocular trauma was penetrating corneal
injuries (43.9%) followed by eyelid laceration (9.6%) and
corneal foreign bodies (6.8%). These were owing to the
wide range of objects that might cause ocular injuries.

Visual acuities (VA) at presentation ware PL, HM in 45.2%
of the cases and 6/12-6/6 only in 13.7% of the cases in our
study. A total of eleven eyes (15.1%) had no light
perception at presentation. In a study conducted in
Dhulikhel hospital, Nepal, 83.92% patients presented with
VA of better than 6/12 and only 2.67% patients were under
blindness category." This might be due to discrepancies on
the severity of ocular trauma.

During discharge, only a small degree of vision
improvement were achieved. These were related to a delay
in referring the patient to our department, as well as the
patients’ignorance.

Limitation:

There are a few flaws in the study. The research was carried
out in a tertiary referral hospital. Patients with minor eye
injuries, from the Refugee camp, may have been treated at
their local health facilities rather than being referred to a
tertiary hospital. Secondly, due to COVID-19 pandemic
situation, our department received the fewest cases from
the Rohingya Refugees camp.

Recommendation

A long-term database of all ocular injuries in the country is
suggested to facilitate larger-scale research and the
development of ocular injury prevention measures.

Conclusion

Study shows that that most of the Rohinga refugees
admitted with ocular trauma in the department of
Ophthalmology of Chittagong Medical college were less
than 20 years of age, male had trauma in their working
place by sharp objects. The ultimate diagnosis of most of
the patients were open globe injury and the pattern was
lacerated corneal injury, the presenting visual acuity was
very poor in most of the patients with no significant
improvement after treatment.
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Abstract

Burden of tuberculosis (TB) and co-morbid diabetes mellitus (DM) now a major public health problem. Tuberculosis-Diabetes
Mellitus (TB-DM) patients have a higher risk of TB progression, relapse, and death as compared to TB only. The rising
prevalence of diabetic cases globally is an alarming threat for rising cases of TB. So, this review article is aimed to understand
the exact prevalence of TB-DM comorbidities in the Asian country as well as global. Assessing the magnitude and
risk/associated factors of TBDM comorbidity at country/local level is crucial before making decisions to undertake TBDM

Introduction:

Burden of tuberculosis (TB) and co-morbid diabetes
mellitus (DM) now a major public health problem.
Tuberculosis-Diabetes Mellitus (TB-DM) patients have a
higher risk of TB progression, relapse, and death as
compared to TB only. The rising prevalence of diabetic cases
globally is an alarming threat for rising cases of TB.

Tuberculosis remains a major contributor to global burden
of disease. In 2016, 10.4 million people were estimated to
develop active tuberculosis (new and relapsed cases), and
1.3 million people who were HIV negative and 374 000
who were HIV positive died from the disease, mostly in
low-income and middle-income countries.'

Diabetes doubles the risk of developing tuberculosis, and
poor glycemic control adversely affects tuberculosis
treatment outcomes with effects such as prolongation of
culture conversion, treatment failure, relapse, and death.”™
Furthermore, diabetes accounted for 10.6% of global
tuberculosis deaths among HIV-negative individuals in
2015. With 425 million people affected by diabetes
globally in 2017, and a predicted 48% increase up to 629
million people who would have diabetes in 2045.
Unfortunately, the regions with the current highest burden
of tuberculosis would also experience the biggest increase
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in diabetes prevalence, with a 163% increase for Africa and
an 84% increase for southeast Asia.’ In this context, data on
the prevalence of diabetes in patients with active
tuberculosis are important for health-care planning and
resource allocations.

Diabetes and Tuberculosis; a two-way

sword

Available reports suggest that 95% of patients with TB live
in the low- and middle-income countries and more than
70% of patients with DM also live in the same countries,
especially in South East Asia.’

Currently, both TB and diabetes are of global public health
importance due to converging epidemic of both
communicable and non-communicable diseases.

Diabetes and TB may affect each other at many levels,
among active TB patients; diabetes may adversely affect
TB treatment outcomes and increasing the risk of relapse,
death rate and multidrug resistance. Screening for diabetes
in patients with TB can help in early case detection and
management of diabetes and will lead to better TB
treatment outcome. ™

The World Health Organization and International Union
against TB and lungs disease in collaboration with National
TB Control Program developed a collaborative framework
for care and control of diabetes and TB which emphasizes
the routine implementation of bi-directional screening of
two diseases and recommends the surveillance of diabetes
among TB in all countries in primary health-care settings.’
However, screening methods, recording and reporting for
the two diseases in routine health-care settings have not
been well determined, and operational research is needed
for better information in this field.
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Table 1: List of literatures about diabetes and tuberculosis

Title

Author

Journal name

Place of study

Year

I.

Burden of diabetes mellitus among
tuberculosis patients in Asia-Pacific
region: Evidence from meta-analysis
using real-world data

M.S. Hussain

International journal of
infectious diseases

Meta-analysis,
Asia pacific

2018

Prevalence of diabetes mellitus amongst
hospitalized tuberculosis patients at an
Indian tertiary care center: A descriptive
analysis

Tripti Pandel,

PLoS One

India

2015-2016

. Prevalence of Diabetes Mellitus and its

Predictors among Tuberculosis Patients
Currently on Treatment

Deepak Sharma

Indian J Community Med

2018

Prevalence and associated factors of
diabetes mellitus among tuberculosis
patients in Hanoi, Vietnam

N. B. Hoal

BMC infectious disease

Vietnam

2018

Global prevalence of diabetes in active
tuberculosis: a systematic review and
meta-analysis of data from 2-3 million
patients with tuberculosis

Jean Jacques Noubiap

Lancet

Meta-analysis,
global

2019

Diabetes and tuberculosis-awake-up call

Editorial, lancet

Prevalence of diabetes mellitus among
tuberculosis patients in Sub-Saharan
Africa: a systematic review and meta-
analysis of observational studies

Animut Alebell

BMC infectious disease

Meta-analysis, sub-
sahara

2019

Diabetes Mellitus among Adult
Tuberculosis Patients Attending
Tuberculosis Clinics in Eastern Ethiopia

Lucy Tenaye

Biomed research
International

Ethiopia

2019

Prevalence of diabetes among
tuberculosis patients and associated risk
factors in Kathmandu valley

Thapa B1

SAARC Journal of
Tuberculosis, Lung
Diseases & HIV/AIDS

Nepal

2015

10.

A study on prevalence of diabetes and
associated risk factors among diagnosed
tuberculosis patients registered under
Revised National Tuberculosis Control
Program in Bhopal District

Vivek Nagar

J Family Med Prim Care

India

2018

I1.

Prevalence and associated factors of
tuberculosis and diabetes mellitus
comorbidity: A systematic review

Mahteme Haile
Workneh

PLoS One

Systematic review

2017

12.

Prevalence of Diabetes and Pre-
Diabetes and Associated Risk Factors
among Tuberculosis Patients in India

Vijay Viswanathanl

PloS One

India

2012

13.

Prevalence of type 2 diabetes and pre-
diabetes among pulmonary and
extrapulmonary tuberculosis patients of
Bangladesh: A cross-sectional study

Afsana Sheuly

Endocrinol Diabetes Metab

Bangladesh

2022

Diabetes among tuberculosis patients
globally

A meta-analysis and systematic review'’ was done and the
team found that in total, 2,291,571 people with active
tuberculosis from 50 countries were included. The diabetes
prevalence in this population varied widely across
countries. The prevalence varied from 1.9% (Benin) to
32.4% (Ethiopia) in Africa, from 0.1% (Latvia) to 22.9%

(Portugal) in Europe, from 6.1% (Libya) to 22.8% (Egypt)
in the Middle East and North Africa, from 14.0% (Guyana)
to 29.5% (Mexico) in North America and the Caribbean,
from 4.8% (Peru) to 32.4% (Chile) in South and Central
America, from 10.6% (Bangladesh) to 24.1% (Sri Lanka) in
southeast Asia, and from 7.5% (Thailand) to 45.2%
(Marshall Islands) in the western Pacific. The global
prevalence of diabetes in tuberculosis was 15.3% (95%
prediction interval 2.5-36.1), with substantial heterogeneity.
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The prevalence of diabetes in people with tuberculosis was
higher in the western Pacific, North America and the
Caribbean, southeast Asia, Middle East and North Africa
than in Africa, Europe, or South and Central America
(p<0.0001). This prevalence was slightly higher in
countries with low tuberculosis burden than in countries
with high burden (p=0.036; table, appendix). The
prevalence was higher in studies including only adults than
studies including both adults and children (p=0.0008). The
prevalence was lower in countries with low levels of
income (p=0.0003) and low Human Development Index
(HDI) compared with others (p<<0.0001). The prevalence
did not differ between periods of recruitment of
participants (table, appendix) and between hospital-based
and population-based studies. This global prevalence of
diabetes among patients with tuberculosis is almost twice
higher than what has recently been reported by the
International Diabetes Federation (IDF) for the global
adult general population in 2017, at 8.8%.6 This finding
reinforces the fact that diabetes represents a major risk
factor for tuberculosis occurrence."

Diabetes among Tuberculosis in Asia

Deepak Sharma, et al found in their study the prevalence of
DM in TB was 13.1% in India. This finding is comparable
with the result of studies carried out in India (15.3%) and
abroad (USA (11.4%); Indonesia (14.8%)."”"*"* However,
some studies conducted in India have reported
comparatively higher prevalence ranging from 29% to
50%."'"° A low prevalence of diabetes in TB was observed
in studies from China (6.3%) and Spain (5.9%)."" A
probable explanation for this variation in prevalence is the
different study area and its population characteristics.

Another study from India, Vivek Nagar" stated that high
prevalence of DM among the TB patients (12.39%) treated
in Bhopal; and it was significantly higher among those with
age > 50 years, male gender, smokers, patients having high
BMI range (>25), Type II treatment category and those
with pulmonary TB as compared to age <50, female
gender, nonsmokers, BMI range <25, Type I treatment
category, and extra pulmonary TB.

A Nepal study * stated that total of 37 out of 407 (9.1%) TB
patients in the study were found to have diabetes. This
proportion was found lower than those of screening studies
in Indial7 and China,14 however, it was found consistent
with North India.”

A meta-analysis” done with total of 54 articles
incorporating 57,771 TB patients were qualified for
inclusion in this meta-analysis. The pooled prevalence of
DM among tuberculosis patients was found to be 18.4%
(95% CI: 15.6%-21.6%, p = 0.000). Subgroup analysis
revealed that pooled prevalence of TB-DM across Asia
ranging from 8.9% (95% CI: 4.9%-15.8%) in Sri Lanka to
33% (95% CI: 25.5%-41.6%) in Iran. Almost similar
burden were reported from India 19.8% (95% CI: 14.3% -
26.7%) and Pakistan 20.5% (95% CI: 11.6%-33.6%).

Diabetes among Tuberculosis in
Bangladesh

A cross-sectional analytical study * done in Bangladesh
recruited 350 TB patients (175 PTB and 175 EPTB) from
two tertiary care hospitals specialized for TB treatment.
Oral glucose tolerance tests and fasting plasma glucose
measurements were carried out for unknown glycemic
status and those with previously known diabetes,
respectively. Overall, the prevalence of T,DM (Type- 2
DM) and pre-DM was 19.1% (new 85.1%, old 14.9%) and
34.3%, respectively. Although the risk factors were highly
prevalent among the patients with EPTB, a higher
proportion of T,DM (26.3%) and pre-DM (34.3%) was
detected among the patients with PTB. The proportion of
impaired fasting glucose was low in both groups, but a high
trend of impaired glucose tolerance was observed across
the groups, with a higher proportion (35.4%) in the PTB
group. Both pre-DM and T,DM showed significantly
higher odds (pre-DM, Adjusted Odds Ratio (AOR): 4.488;
CI: 2.531-7.958; p < .001 and T,DM, AOR: 4.280; CI:
2.305-7.946; p <.001) for having PTB. To our knowledge,
this was the first study in Bangladesh that aimed to identify
the burden of diabetes or hyperglycemia in subgroups of
TB patients. The study showed that people with PTB were
more affected by T,DM or hyperglycemia. The result was
consistent with other epidemiological studies conducted in
India,” Mexico” and Vietnam.” In these studies, the
prevalence of diabetic patients with PTB and EPTB ranges
from 15% to 35% and 8% to 26%, respectively.”

Another cross-sectional study conducted in Bangladesh
also identified that PTB patients made eighty-five per cent
of the burden of diabetes in the TB population.” However,
it was uncertain why people with PTB faced a high
prevalence of T,DM. One possibility was a higher
prevalence of tobacco consumption in the PTB group could
influence the burden of T,DM. Studies demonstrated
diabetic smokers had a fivefold increased risk of a
pretreatment positive smear than did non-diabetic non-
smokers.™ Although studies reported production of high
free radicals in smokers contributed to the development of
T,DM,”" no studies had found that investigated the
influence of tobacco consumption on T,DM in association
with PTB patients. In the current study, the overall
prevalence of diabetes in patients with TB was higher than
the global pooled prevalence (15.3% 95% CI 14.1-16.6) of
diabetes in patients with TB but similar to the Southeast
Asia (19.0% 95% CI 16.2-32.5)."" Southeast Asia
experiences the highest prevalence of diabetes in TB
patients. Within Southeast Asia, the highest prevalence was
reported in Sri Lanka (24.1 95% CI 16.6-32.5), and then in
India (19.9;95% CI 16.8-23.2). " In Bangladesh, the pooled
prevalence was reported as 10.6% (95% CI 7.2-14.5),
which is close to the reported prevalence for the IDF
regions that experienced the least prevalence of diabetes in
TB patients that includes Africa (8:0% 95% CI 5:9-10-4),
south and central America (7-7% 95% CI 6-9-8-6), and
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Europe (7-5% 95% CI 5-2-10-2)."" Contradictory to the
previous literature, the current study showed a higher
proportion of diabetes, which is consistent with the
prevalence of diabetes in TB patients in Southeast Asia.”

Diabetes and tuberculosis: a wake-up

call

Diabetes has long been known to be a risk factor for active
tuberculosis and reactivation of latent tuberculosis. It is
also associated with worse tuberculosis treatment
outcomes. Additionally, tuberculosis infection in itself can
worsen glycemic control. Drug-drug interactions can
further complicate the picture, leading to a reduction in the
effectiveness of both tuberculosis and diabetes treatments,
and potential worsening of drug side-effects etc. For many
health systems, coping with communicable diseases alone
can be difficult. On the one hand, adding the increasing
burden of diabetes and other non-communicable diseases
(NCDs) into the mix will be an extra strain with which
many countries will struggle to cope. The fact that the
NCDs will worsen the burden of communicable diseases
could be the straw that breaks the camel's back for some
health systems. On the other hand, this interaction between
communicable diseases and NCDs could provide the
wake-up call that health providers need to kick NCD
prevention programs into action.

Conclusion

Importantly, the intersection between communicable
diseases and NCDs should be used as a driver to strengthen
health systems, to ensure that they can provide access to
care with financial risk protection for all disorders, not just
a select few. Illness, death, and disability do not recognize
the divide between communicable diseases and NCDs, and
nor should our delivery of health care.
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Abstract

Ossifying fibroma is a rare benign neoplasm with growth potential. Here the mandible is more involved than maxilla There
is female predilection in the third and fourth decades of life. The common site is the premolar and molar area of the
mandible. These lesions are characterized by replacement of endogenous bone with a highly cellular fibrous neoplasm
containing varied amounts of bony trabeculae and/or cementum-like spherules. A 43 years old male patient reported to the
department of Oral and Maxillofacial surgery with complaints of a swelling on the right side of his lower jaw for the past two
years. Radiographically, it is represented as an unilocular radiopaque lesion with a well-defined thinly corticated margin. An
excisional biopsy was performed. Histopathological examination showed the presence of a benign bone lesion suggestive of

Introduction

Ossifying fibroma is benign asymptomatic neoplasm of
bone that generally have slow growth and present
proliferation of fibrous cell tissue with a varying quantity
of bone products that include bone, cement or a
combination of both."” It occurs most often in the posterior
region of the mandible™**’, maxilla and zygomatic arch.
They are more common in females™*’, and present greatest
incidence in the third and fourth decades of life.”* Here
facial asymmetry and tooth displacement are also noted.

The differential diagnosis is generally made with other
lesions that mixed radiolucent- radiopaque internal
structures seep especially with fibrous dysplasia.”™"” The
other lesions should also be taken into consideration as
differential diagnoses were calcifying odontogenic cysts,
calcifying odontogenic tumors (Pindborg tumor) and
adenomatoid odontogenic tumors.

The lesion is well-circumscribed and well delimited in
nature which allows enucleation of the tumor.’

This was a case in which the patient reported to the dental
and maxillofacial surgery department with complaints of a
swelling on the right side ofhis lower jaw.
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Case Report

We represent a case of a 43 years old male patient who
reported to the Dental and Maxillofacial surgery
department with complaints of swelling on the right side of
his lower jaw which was initially pea size and grew rapidly
to the present size with difficulty in speech and
mastication. The patient revealed a medical history of
hypertension and consuming antihypertensive
medications.

Radiographically it represented an unilocular radiopaque
lesion with a thinly corticated margin. The interior of the
lesion showed minute deep radiopaque calcification. On
clinical examination the swelling was non tender and hard
in consistency. After excision of the swelling from the jaw
the specimen was sent for histopathological examination.
Grossly the lesion is encapsulated, rubbery, tan color and
ovoid mass measuring 2.5 x 2.2 cm. Microscopy revealed
para keratinized stratified squamous epithelium exhibiting
pseudoepitheliomatous hyperplasia with few epithelial cell
rests with few eosinophilic mineralized areas of variable
sizes showing trabeculae and osteocytes resembling bone.
The bone showed chronic inflammatory cells infiltrate.
The sections also showed mature connective tissue stroma
areas of fibrosis and some blood vessels.

Figure 1: Gross Findings of Cemento-ossifying Fibroma
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Figure 2: Histopathological Findings of Cemento-ossifying
Fibroma

Discussion

Ossifying fibromas are formed from  pluripotent
mesenchymal cells that originate from the periodontal
ligament.

These cells are capable of forming bone tissue and cement.""

There is a supposition that previous tooth extraction or
periodontitis might provide a stimulus .*” To some extent the
formation of ossifying fibromas might be simply linked to a
disturbance of bone maturation due to congenital cause.’

Ossifying fibromas are predominant in females.”**"* They
occur commonly between the third and fourth decades of
life.>**"*"™"* The premolar and molar regions of the
mandible are the commonest sites.””"""*"” Small lesions are
asymptomatic.” These lesions grow and expand. Their
tumefaction is pain free, despite significant facial
asymmetry.”***"** Their growth is relatively slow.”'* *
Pain and paresthesia are only rarely associated with
ossifying fibromas.” Mobility and root divergence can be
found in 17% of the cases.5""*"" In this reported case, there
was no root resorption, divergence and facial asymmetry.
Thelesion is painless and there is no paresthesia.

The lesions are usually unilocular or multilocular forms. **'

In most of the cases the lesions are radiolucent with
radiopaque foci, depending on the calcification of tissue. **
Aggressive lesions may show loss of the limits at the edges,
similar to perforations in cortical bone.” In this reported
case, the lesion was unilocular, radiopaque with dense
bright radiopaque minute calcification.

The margin is thinly corticated. The differential diagnosis
is usually made in relation to monostotic fibrous dysplasia.
But the final diagnosis is made through histopathological
examination. Grossly the tumor may be well capsulated or
not encapsulated. The cortical lining of the bone may
intake or ruptured. The case report showed encapsulated
thinly corticated lesions.

Histopathologically the lesion shows hyperplasia of
spindle cells specially fibrocyte with mineralized
eosinophilic areas of variable sizes. showing trabeculae
and osteocytes. In this case report, there was spindle cell
hyperplasia arranged in trabeculac form with some
osteocytes and calcification.

The importance of such an overall assessment of such
patients need to be emphasized. In this manner patients'
conditions can be correctly diagnosed and appropriate
treatment plans can be drawn up.

Conclusion

Microscopic findings in our case can resemble a variety of
benign fibro-osseous neoplasms. Radiographic and
clinical findings also correlate the diagnosis which help to
support the accurate diagnosis.
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