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EDITORIAL A

Chikungunya fever

ki Mostata

Chikungunya fever (CHIKF} is a viral
disease transmitted to humans by the hite
of infected mosguitoes. Chikungunya virus
(CHIKV) 1s a member of the genus
Alphavirus, in the family Togavindas] .
The disease was first descnbed by Marnon
Robinson and W H R Lumsden in 1955,
following an outbreak on the Makonde
Plateau, along the border between
Tanganyika and Mozambigue, in 195223,
Its name comes from  the Makonde
language of southern Tanzania and
northern Mozambique on the east coast of
Africa. In Makonde, chikunpunde 15 said
to mean “that which folds up” and refers
the crippling of the joints2 . The virus
circulates  throoghoot  Africa,  with
transmission thought (o occur mainly
between mosguitoes and monkevs]

Genetic analysis of CHIK viruses have
revealed two  distinct  lincages, one
containing all isolates from western Africa
and the second comprising all southern
and east African strains, az well as isolates
from Asiad . In Asia, virus sicamns have
neen isolated in Thailand in 1960, India in
1964, 5 Lanka in 1960, Vietnam in 1975,
Muyanmar in 1975 and Indonesia in 19825
LCHIKF displays interesting
epideruological profiles: major epidemics
appear and disappear cyclically, usually
with an inter-epidemic period of 7-8 years
and sometimes as long as 20 vears5 . [t has
been estimated that over 180,000 cases
have occurred in India since December
200586 . Apart from India, several small

(4]

countries in the southern Indian Ocean
such as the French Reumon Islands,
Mauritius and Seychelles have also been
reporting large scale outbreaks of CHIKY
infection in 20066 . In 5n Lanka, CHIKV
has appeared after an interval of 37 vears.
The severity of the current outbreak can be
attributed 1o the absence of herd immunity
in the affected population. After an
incubation period of 2-12 days there is a
sudden onsct of severe headache, high
fever (=40°C) with chills, fatigue, muscle
pain, joinl pain, nausea, vomiting and
rashl . This acute phase lasts 2-3 days.
The femperature may remat for 1-2 days,
resulting in a "saddle-back” fever curveT .
The  arthralgias
migratory, and predominantly affect the
small jomnts of the hands, wrists, ankles
and Teet, with lesser involvement of larger
joints. Pain on movement is worse in the
morning, improved by mild exercise and

are  polyarticular,

gxacerbated by strenuous  exercise.
Swelling may occor, but  fluid
accumulation 15 uncommon? [n his

original report Robinson mentioned fever

(100%), arthralgia (100%). myalgia
(97%), headache (84%) and diffuse
maculopapular rash (33%5)2

Dermatological manifestations observed in
a recent outbreak of Chikungunva fever in
India include maculepapular rash, nasal
blotchy ervthema, pigmentation on face
and extremities, lichenoid eruption and
hyperpigmentation  in  photodistributed
areas. multiple aphthous-like ulcers over
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serotum, crural  areas and  axilla.
Iymphoedema (bilateral/unilateral ).
multiple ecchymotic spots  (children:.
vesiculobullous lesions (infants),
subungual haemomhage and photo
urticaria8 . Pedal cedema is observed
many patients, the cause of which remsns

obscure as it not related to  any
cardiovascular, remal or  hepanc
abnormalities® *Silent™ CHIKY

infections do occur bat their frequency is
not knownl . Acute CHIKF typically lasts
a few days 1o a couple of weeks but some
patients have prolonged fatigue lasting
several weeksl . Additionally, some
patients have reported incapacitating jodss
pain or arthritis lasting for weeks or
monthsl . The prolonged joint pam
associated with CHIKV 1is not typical of
denguel | The symptoms are most ofien
chnically indistinguishable form those
observed in dengue fevert . Indeed
simultaneous isolation of both dengue and
chikungunya from the sers of the same
patient have been reported indicating the
presence of dval infections9 . Therefor= &
15 very imporiant to clinically distingsish
dengue from CHIKV infection Uniie
dengue, haemrhagic manifestations s
relatively rare and a5 a rule shock & oo
observed in CHIKV infections . Howeser
a small reospective sedy = Bassalone
showed serum samples thar wese climically
referred 23 demrme hocmoerhossc fever
{DHF i, were negative for densee bas wihen
further 1esicd were positive for
chikungunyali. The Eadsowragonrs
investigations and clinical preseststions m
these cases showed thrombocytopenss and
petechial haemorrhagell. Most ofien
chikungunya is a sclf limiting febrile
illnesso However, npearclogical
complications sach
meningoencephalitis have been reponed in
a small proportion of paticnts during the

s

(5}
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first Indian outhreak as well as the recent
French Reunion islands outhreaks11,12,
Muother 1o child transmission of CHIKV
was recorded during the recent French
Reumon islands outbreak12 . CHIKV is
mghly infective and disabling but is not
mansmissible  between people, being
spread by the bite of an infected mosquito.
Mozquitoes become infected when they
fezd om a person infected with CHIKV.
Infecied mosquitoes can then spread the
vims o other humans when they bitel |
CHIKV mfection (whether clinical or
siemt) s thought o confer life-long
mmmmty | . Aedes acgvpti, a household
comtmmey brecder and aggressive daytime
by = the prumary vector of CHIKY to
s ] . Asdes afbopictus may also play
& role = beman wansmissionl . The above
mosgmsocs. 3 2b5o the vectors for dengue
fevey (DFL. The definitive diagnosis can
only be made by baboratory means, but
CHIK shosid be sespected when epidemic
e ooors wal e charactenistic mad
of fever b ad rheumanc
e Vees molsoon s readily
accommplshed by mocslanos of mosgquin
il celeer. mosgusic. marnmalizn cell
onllese or sackley maceT _ Virsemia will
e pecsess @ most patsents during the first
&8 owrs of dscase and may be detected as
Bss = dav 4 Im somec patients?

Virss-specific IgM antibodies are readily
desecied by capure ELISA in patients
recovening from CHIK infection and they
persasi  in excess of 6 months.
Hazemaggiutination  inhibition (HD
antthodies appear with the cessation of
virsemia. All patients will be positive by
day 3 1w 7 of illness. Neutralization
sntibodies parallel HI antibodies7? . No
specific  antiviral treatment  for
chikungunya fever 1is awvailablel

Treatment is symptomatic. Rest, fluids,
ind paracetamol may relieve symptoms of
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fever and aching., Aspirin should be
avoided]l ., Movement and mild exercise
end to improve stiffness and moming

arthralgia, but heavy exercise may
exacerbate rheumatic  symptoms. In
unresolved  arthritis  refractory o

non-steroidal  anti-inflammatory  drugs,
chloroquine phosphate (250 mg/day) has
given promising results7 . No vaccine is
available against this virus infection.
Prevention is entirely dependent upon
taking steps to avoid mosquito bites and
elimination of mosgquito breeding sites3 .
To avoid mosquito bites: « Use msect
repellent on exposed skin. » Wear full
sleeve clothes and long dressed or pants o
cover the limbs. » Have secuore scréens on
windows and doors o keep mosquitoes
out. » Use mosquito coils and electric
vapour mats during the daytime; = Use
mosquito nets to protect babies and others
who may rest during the day. Efficacy of
sach nets can be improved by treating
them  with  permethrin  (pyrethroid
insccticide). * Curtains (cloth or bamboo)
can also be teated with insccticide and
hung at windows or doorways, to repel or
kill mosguitoes. = Infected persons should
be protected from further mosquito
exposure (staying indoors and/or under 2
mosquito net during the first few days of
iliness) so that they can't contribute to the
wransmission cyclel . To prevent mosquito
hreeding Aedes mosquitoes that transmit
chikungunva breed in a wide variety of
manmade containers which are commaon
around human dwellings. These containers
collect rainwater, and include discarded
tyres, flowerpots, old oil drums, animal
water troughs, waler storage vessels, and
plastic food containers. These breeding
sites can be eliminated by: * Draining
water from coolers, tanks, barrels, drums
and buckets, etc. » Emptying coolers when
not in use. * Removing from the house all

{6)

Joumal of Satichira Medical College

abjects, e.g. plant sancers, elc. which have
water collected in them + Cooperating with
the public health authorities in
anti-mosquite  measures. CHIKF 15
generally not fatal. However, in 2005-
2006, 200 deaths have been associated
with chikungunya on Réunion island and a
widespread outbreak in India¥8 . 1t 15
recommended that acute CHIKF  be
monitored and managed in the same way
as DF/DHE.
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Clinical Presentation in Gonococcal Urethritis and
Antibiotic Sensitivity in Gonorrhea-our experience
in Satkhira Medical College Hospital.

H. Chakrabarty’, QA Ahmed %, T K Das’,
MS Rahman®, 8, Zahan®

ABSTRACT:
Objective: To see various features of Gononcoceal Urethritis and assess the
resulis of Gram stain and culture tesis n cases of Gonorrhea and o see the
antibiotic resistance pattern in them, in our local population {Satkhira District
Satkhira). Design: Prospective case series. Place and duration of study:
rtment of Dermatology , Satkhira medical College Hospital , Satkhirs ,
Bangladesh July 201 5to December 016, Materials and methods: The study was
carried out in the oulpatient dermatology department. [t was a prospectve
study, One hundred clinically suspected patients of Gonococcal wrethritis were
included in the study. Detailed history including history of sexual contact was
taken. Ceneral and systemic physical examinalion was carried out in all the
patients, Dermatological pxamination including examination of external
genitalia was ilso done. In all these patients following investigations were
carmied out. Urine complete examination complete blood counts, pus sample
was collected from external urethral mestus by two sterile inoculating loops on
10 o clean glass slide for Gram staining which was seen under the microscope
far the presence of gram-negative diplococci.
Results: A total of 100 patients having urethral discharge and dysuria were
studied, All the paticnts were males. The ages vared from 20 to 40 years, the
average being 29,2 years+3 8 yoars, History of illicit sexual exposure was
elicited in 43 {43%) patients. The duration of period of symptoms ranged
hetween 4 and 30 days with a mean of 12.8 days amd a median of 12 days. The
patients with gonorrhea presented with purulent discharge in 66 (66%) cases,
and dysuria in 49 (49%) cases, Mo caze had anal or oral sympioms.
Examination showed a reddened external arethral meatns in 53(539%) cases.
Eighty seven (B7%) cases showed intraceliular diplococei on direct microscopy
of Gram stained smear. Sixty-two (61%) cases showed growth of gonocecci on
culture of urethral pus. No case was scen Io he HIV positive, Tetracyeline
resistance was seen in 34(53%) sirains. Penicillin resistance was seen in 25
i 4172} strains of Meisseria Gonorrhea. Five strains {11.5%) showed resistance to
Ciprofloxacin, No resistince was seef with Cephalosporing.
Conclusion: Gram staining and culture for Neisscria Conorrhea are both useful
diazrostic tests for Gonococcal urethritis, Drug resistance of Neissena
Gonotrhea is high with various antibiotics except for Cephalosporing stressing
the need for culture based therapy and enthusiastic prevention of Gonorrhes in
our S0CiEty.

Keywords @ Gonorrhea; Gram stain: Culture; Urethral discharge
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Introduction
Gonorrhea is & common  sexually

trapsmitted  disease. which iz caused by
Meisseria gonorrhéa, This s transmitted
between ndividuals by direct, usually
sexual contact, Tt is the second most
commonly  reported  communicable
disease, with more than 350,000 cases
repotted annually [1]. In males the nwost
common manifestation of infection s
acule urethritis characterized by abrupt
onset of dysuna and a purulent urethral
discharge. The sympioms usually appear
within 2 to 10 days of infection, but the
incubation period 15 sometimes much
longer, and some men never develop
symptoms. The incidence of gonorrhea
declined significantly in mest developed
countrics during the 1980s, but remains
common in some urban centers in the
world. It is prevalent in many developing
countries. The male: female ratio is 2:1
[2]. Meisseria ponorrhea 15 highly
susceptible 1o adverse  environmental
influences such as temperature extremes
and drying and it does pot survive long
outside its matural host, which is man.
Infection with Gonorrhea incrcases the
risk of becoming infected with HIV. This
is Iikely due to weakening of the mucosal
surface secondary o the Gonorrhea
infection [3]. The Gram stain and the
culture test gre the two standard tests for
Gonorrhoea [4]. The Gram stain involves
placing a smear of the discharge on a slide
where it is stgined with Gram stain and
examined for Gonococcal diplococs
under a microscope. It has high sensitivity
and specificity {over 90% in males) for the
diagnosis [5]. The culture test 15 more
reliable but takes longer. It involves taking
a swab of the discharge, rolling it on to a
culture plate and incubating it under
special laboratory conditions for 16 to 48 h
to let the Gonococet multiply [6]. For the

(9]

o of Sty ekl Colegs

diagnisas of gonorrhea. approprnsic Sics
for specimen collection depend 0 some
extent on the age, sex and sexual practices
of the individual and the clinical festores
of the infecticn. The commonest sampie 15
pus from genitourinary passage.

If stapdard culture media are available at
the collection site, the specimen is directly
inoculated and is placed in an wtmosphers
containing 5% CO 2 at 37°C. It is then
transported to laboratory, Gonococel are
fastidious in their growth requirements.
Most of the times these are present along
with normal flora [7]. The culture media
used are, therefore, both enriched and
selective. For routine culture chocolate
agar base medium of good guality with 9%
Saponin lysed horse/sheep blood and
inhibitors { Vancomyein to suppress the
growth of Gram positive, Colistin to
suppress  Gram  ncgative  organisms,
Nystatin 1o suppress veast multiplication
and Trimethoprim is added to inhibit
swarming by Proteus spp.) [8]. Antibiotic
treatment 15 an essential control measure
for Gonorrhea. Antibiotic treatment 1%
wsually  administered as a  standard
treatment of 4 single dose of antibiotic.
The standard treatment regimen should
cure more than 95% of cases. Antibiotic
resistance  in Neisscria  gonorrhea, o
agents used for treatment has been 2
continuing problem. So a surveillance of
antibiotic resistance with a change in
treatment regimens when resisiance ocours
in &gt;5% of isolates is recommended.
Antimicrobial resistance in Gonomrhes
including both chromosomal resistamce
and plasmid mediated resistance
increased worldwide recently [9]
The aim of the study was to see the patiern
of presentation, 1© assess the resalis of
Cram stain and culture tests m cases of
Gonorthoea in our popalsion &
the antibiotic resistance HETn

o=

D S
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Tetracvelines. Penicillins, Quinolones and
Cephalosponns in them.

Materials and Methods

The study was carried out in the outpatient
in Department of Dermatology, Satkhira
medical College Hospital | Satkhira |
Bangladesh July 2015 to December 2016..
It was a prospective case study. One
hundred clinically suspected patients of
Gonococeal urethritis were included in the
study. Only male patients of all ages were
included in the study. Patients who had
received systemic treatment for their
complaints and those having other
inter-current illnesses were excluded from
the study. Detailed hiswory of symptoms
and history of sexual contact was taken.
CGreneral p]'l}':i:i.'ﬂl
examination was carried out in all the
patients. Local examination including
examination of external genitalia, testis.
oral cavity, eyes and anus was also done.
In all these patients investigabons carried
out were urine complete examination and
complete blood counts along with ESR
were done. Genitalia  were cleaned up
with normal saline and a slight pressure on
penis was exerted Lo exude a drop of pus at
external urethral meatus. The pus was
eollected by two sterile inoculating loops.
One loop was rolled up on a clean glass
slide to prepare a thin and homogenous
film which was allowed 1o air dry before it
wias Gram stained, This was seen under
microscope  for  the presence of
Gram-negative diplococer. The other loop
was inoculated onto a 1 em circular area of
the chocolate agar plate. The chocolate
agar contained Vancomycin and  was
meubated in an atmosphere of 3% CO 2 at
7°C for 24-48 h. The growths obtained
were 1dentfied with colony morphology,
Crram staining. HIV test was performed in
all the patfents uwsing Elisa method. The

and syslemuc
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Gonococci  isolated were (ested  for
antibiotic sensitivity uging modified Kerby
bucr techmique [10]. The antibiotics
included Penicillin G, Tetracycline.
Cefotaxime, Cefuroxime, Ceftriaxone and
Ciprofloxacin. Culture testing was done by
growing bacteria on a nutrient plate and
then exposing them o known amounts of
an antibiotic to determine the bacterial
susceptibility to the antibiotic, The resulis
of two types of tests and their merits and
demerits were assessed.

Results

A total of 100 patients having urethral
discharge were studied. All the patients
were males. The age varied from 20 1o 40
years, the average being 292 years+5.8
vears. Majority of patients seen were in
the age group of 21-30 years (60%).
Histary of illicit sexual exposure could be
elicited n 36 (36%) putients whereas rest
of the patients denied it. There was history
of solitary sexual exposure in 26 {72,3%)
patients and multiple exposures in 10
(27.7%) patients. The duration of
sympioms ranged between 4 and 30 days
with a mean of 12.8 days and a median of
12 days, The patients with Gonococeal
Urethritis  presented with  purulent
discharge (both frank and scanty) in 66
(66%) cases, and dysuria in 49 (49%)
cases, 2 (2%) cases had unilateral swelling
of testis, 1 {1%) patient had fever and
lower abdominal pain, 23 (23%) patients
had erythema and swelling at external
urethral meatus. No case had anal, eve or
oral symptoms. Thiny four (34%) cases
had an elevated white blood cell (WBC)
count, in the range of 10,000-15 0007 pl.
Forty ome (41%) cases had elevated
erythrocyte sedimentation rate (ESR) in
the range of 20-30 mm fall at the end of st
hour, Eighty seven (87% ) cases showed
intracellular  diplococci  om direct

(V)
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microscopy of Oram  stained smear.
Sarv-rwe (62% ) cases showed growth of
gonococe on culture of urethral pus. No
cese was seen o be HIV positive.
Terracyeling registance was seen in 34
(55%) strains. Penicillin resistance was
seen o 25 (41%) strains of Newsseria
Gonorrhea, Five strains (11.5%) showed
resistance 0 Ciprofloxacin. No resistance
was seen with Cephalosporing,

Discussion

The duration of symptoms in our smudy
ranged between 4 and 30 days with a mean
of 12.8 days and a median of 12 days.
Some others studies in this regard have
shown duration of symptoms 1o be § days
e 2 weeks [E]. Men with Gonococcal
urethritis may present  with any
combination of symptoms [9). In our sudy
the patients with gonoethea presented with
purulent discharge (both frank and scanty)
in b6 (66%) cases, and dysuria in 49
(49%) cases, 2 (29%) cases had unilateral
swelling of testis, 1 {1%:) patient had fever
and lower abdominal pain, 23 (23%)
patients had erythema and swelling at
exiernal wrethral meatns (Table 1), The
discharge wis mostly present
spontaneously at the urethral meatus and
in u few cases was elicited by exerting a
slight pressure on penis. The discharge
was scanty and copious, purulent or
muco-purslent in consistency. In another
such stedy discharge was present in §2
percent of cases and dysunia in 53 percent
[10}. Unilateral testicular pain  and
swelling may be the sole presenting
complaints of men with epididymitis, with
concomitant wrethritis often discovered
during the history and physical
examination as it was seen in 2 (2%) cases
in our study, No extra genital symptoms
were seen in our study, History of sexual
exXpOsUre was scarce as it could be elicited
only in 3% cases which may be due to

Joormal of Satidhe: Mads=l (Siege

considering of illicit sexual conisct a5 &
taboo mn this part of world. In oor stedy the
highest incidence (60%) was found 1o be
in the age group of 21-30 years which s
almost similar to certain other studies m
this regard. All the cases in our study had
urethntis. No case had oral or anal
symploms.

Gender Males
H/O Mlicit Sexual Contact 36%

Duration of Symptoms
4-30 days

Mean-12.8 days
Median-12 days

Purulent Discharge 66%
Drysuria 49%

Epididymitis 2%

Fever &amp; Lower abdominal
pain 1%

Erythema at External
urgthral meatus 23%
Elevated WBC count, in
the range of [0.000-

15 000/l

4%

Elevated ESR in the range
of 20-50 mim fall at the end
of Ist h

41%

Gonococel seen on Gram
stain of Smear 877

Fositive Gonocoocal
Culmre 625

Table 1: Presentation pattern in gonorrhea
patients, n=100,

Specitic culture of a swab [rom the sie of
infection is & criterion standard for
diagnosis at all potential sites of
Gonococcal infection. In male patients
with urethntis, the diagnosis can be made
by direct microscopy of stained smears of
urethral

pariicularly

discharge Cultures ar=

useiul when the

o il
g BRI T |
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iagnosis 15 unclear as i asymptomatic
males and in females. when a failure of
treatment has occumred, when contact
tracing 15 problematic, and when legal
guestions  arise.  Followmmg culture of
specimens obtained from the genmal mract
using a highly selective medium. a
presumptive diagnosis can be made based
on colony morphology, Gram stain and the
detection of cyviochrome O oxidaze. A
number of swah

tvpes are suitable for collecting specimens
of N. gonococci. These include
serum/albumincoated swabs,
calcium-alginate swabs and some modern
rayon  fibretipped  swabs,  Stenle
inoculating loops can dlso be used. It is
always preferable to collect two swabs,
one for microscopic examination and the
other for calture. If standard culture media
are available ai the collection site, the
specimen can be inoculated at the site and
placed in an atmosphere comtaining 5%
CO 2 at 37°C. The inoculated plates can
then be transported at a convenenl fime.
In our smdy the positive Gram stained
SMears were seem in 57% cases of
suspected Gonococcal urethritis. [t was
casy to perform the test in OPD or on the
bedside of the admitted patient. Resulis
were received quickly. The cost of this west
was quite low. This test was found to be
guite accurate for men but 15 considered
not good in women. It is generally known
that only one in two women with
gonorrhea have o positive stain, In one
study. a Gram stain diagnosed 94 percent
of cases in sympiomance men however the
sensitivity dropped to #1 percent in
dsvmptomatic subjects. Some other reports
have shown that performance of Gram
staln in o man is similar to that of cultore,

with  sensitivibies: of 89 o 94
percent  and  specificities. of 94 to
37 Thu=, im sympomatic memn.

Journal of Satkhira Medical College

urcthral Gram stain is sensitive, specific,
and cost effective.

However, if the Gram siains s nggative in
an ssymptomatic man, additional tesing
should be performed if Gonorrhea is
suspected due to risk factors. Recently
developed tests using  cveling  probe
technology, such as examination of urine
by PCR, allow diagnosis 1o be made
without the need for culture, However,
these lests are costly and cuolture is
essential for surveillance of antimicrobial
susceptibility, The positivity of the culture
in our study was Tound 10 be 62%. Culture
test was more difficalt to perform than the
Cram stain smear and required the patient
to be referred to the laboratory as the
avanlability of transport media was sparse
and difficlt. The culture test was more
reliable but required 24-4% h for the
results. Over the last decade, sirains of
Meisseria gonorrhea have been reported to
develop high levels of resistance against
several antimicrobial agents which have
been used previously for the treatment of
gonorrhea. Dirug resislance Ly
Tetracyclings (33% ) and Pemicillins (41%)
was found to be high in our smdy. The
drug resistance to quinolones although low
but was szeen in 3 strains (12.5%). This
incidence is low as compared o certain
Western studies. No  resistance 10
cephalosporing was found which can be
considered as the dmg of first choice
against Gonococcal infection (Table 3)
Mo panent had positive HIV test. However
high level of HIYV positivity was found in
cases of gonorrhea in certan other studies.
Khopakar et al. reported 14% positivity
rate in all STD cases and Bhushanam et al
23%. CDC's 2015 5TD
suidelines now recommend only one
regumen of dual therapy for the reamment
of gonorrhea-the mjectable cephalospornin
cefiriaxone, plus oral arithromycin . Dual

Ireptment

.]2.
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therapy i1s recommended to address the

potential  emergence of gonococcal
cephalosporin resistance. A major
challenge to monitoring emerging

antimicrodual resistance of N. gonorthocae
15 the substantial decline in the use of
gonorrhea culmre by many clinicians, as
well as the reduced capability of many
laboratories to perform gonorrhea culture
techniques  required for  antibiotic
susceptibility testing., Culture testing is
when the bacteria is first grown on a
nutrient plate and is then exposed to
known amounts of an antibiotic to
determine the bactena’s susceptibility to
the antibiotic. The decline in culwre
testing results from an increased use of
newer  non-culture-based laboratory
technology, such as a diagnostic test called
the MNucleic Acid Amplilication Tesl
INAAT).  Currently, there is no
well-studied reliable technology  that
allows for antibiotic suscepuibility testing
from non-culture specimens. Increased
laboratory culture capacity s needed.
CDC recommends that all state and local
health  department labs maintain  or
develop the capacity to perform gonorrhea
culture,

Drug Sensitivity

Tetracyclines 34 (55%)

Penicillins 25 (41%:)

Qumnolones 5(11.5%)

Cephalosporins Nil

Ofloxacin

Table 2: Sensitivity pattern of Neisseria
gonormhoes,

Conclusion

Crram staining and culture for Neisseria

sonorrhea dre both wseful diagnostic tests

sor Gonoeocgal urethritts, Drag resistance
Meisserin Oonorrhea s high  with

Tetracyelines and Penicillins, where as i

« mild with Quinolones. No resistance

Journad of Satiters Meodesl Colies

was found with Cephalosponins znd

afloxacin.
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Original Article

Clinicopathologic study of ovarian mass.

M M Roshed', K H Khan®, § M Ahsan’,
A Akhter?, F Hossain™, M R Khatun®

ABSTRACT:

Background: Ovarian masses are common lesions in women across the plob.
This 15 also important for woman in Bangladesh. The incidence of ovarian
malignancy ranks only after the carcinoma of cervix and endometrium and it is
the 3rd lending cause of cancer death from gynecologic malignancies.
Objective: The aim of the study is to assess the correlation hetween
histopathological examination and clinical findings in making a specific
diagnosis and treatment.

Methodology: 110 women with different ages having ovarian mass suspected
by clinical findings or ultrasonography were included n this study. Chinical
information were obtained by taking history  with particular reference  to the
age, symptoms of ovarian mass and hormone markers, Specimens were
collected after surgical resection and processed by paraffin embedding method
microscopic cxammnation. The results of this study were calculated by standard
statistical formula

Results: In all of the 110 cases of ovanan masses. hestological diagnosis werne
made by observing morphological characters of the wmour and also by
considering relevant ¢linical information. Out of 53 cases of benign ovaran
mass 55 cases (64.71%) within the age renge of 2044 vears. Among the 23
cases of malignant ovarian mass 9 cases (36% ) were in the age range of 45-54
years and & cases (32%) were between the ages of 2030 vears, This study
shows that most of the women were marmied and parcus

Conclusion: It is evident from this study thet comect diagnosis of ovanan
masses can be made in majority of cases through careful examination of the
routinely stained shides with the aid of proper clmcal miormation. Adequate
clinical information, ulirasonogram of lower abdomen and some hormone
markers may be helpful in the early diagnosis of ovariin mass,

Inider terms: Ovarian mass, histopathology, ovarian mmer.
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Introduction: only carcinoma of the cervix and the
Owvarian MASKES are commen endometriuml, Owvarian MAasses
gynecological problem in women. Among — progressively getting more imporiance as
cancer of the female genital wact. the it is the most serous disease of the female
incidence of ovarian cancer ranks bellows  genital tract, Ovarian cancer is the second

{14)
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wading cause of death from gynecologic
malignancy worldwide and 4th leading
cause of cancer death m women. An
annual incidence rate is 14/100, 000 2, 3.
This high mortality reflects both the
frequency of the disease and late stage at
which most women with ovarian tumor
present There is a striking international
variation in the incidence of ovarian
masses; with the highest age adjusted rate
(13.3/1000,000 in Morway) being five
times that of the lowest (3.2/100.000 in
Miyagi, Japand. There are various types of
ovarian  masses  both  benign  and
malignant. The malignant masses are more
common in women belween the ages of 440
and 65 yearsf, Two -third of patients
present with extensive intra abdominal
metastases.  Patients  with  advanced
carcinomas usually presents with vague
sbdominal  swelling or  discomfort,
abdominal bloating, dyspepsia and early
satiety, lack of appetite, malaise, urinary
frequency and wit change., P/V exam
reveals firmness, fixation, nodularity, lack
of tenderness. ascitis or cul-de-sac nodoles
are indicative of malignancy7. From the
clinical behavior of the growth of ovarian
masses, it is  almost impossible o
distinguish a benign lesion from its
mialignant counterpart, Sa,
istepathological examination is the most
important and still the best means to
confiem the type of tumour and grade of
the tumour for further treatment and the
prognosis. Thousands of clinicopathologic
studies have been performed to find out
the  getiological  determinant,  the
relationship of the tumour with age, parity,
their imcidence and the histological
vping®-12, Within this background, it
would be relevamt to find out the
morphologic patterns of ovarian tumors
and their possible etiologic factors in the

Journal of Sasihirs Mechcs Uoliege

context of Bangladesh.

Materials and methods:

This study was carried out a1 the
department of Pathology, Khulna medical
College, Khulna, during the period of
Janwary, 2012 to December, 2015, A total
of 110 cases of ovarian mass were
collected for study., Clinical information
were obtained by taking hstory  with
particular reference to the age. symptoms
of ovaran mass {pain, mass in the lower
abdomen | excessivel irregular per vaginal
bleeding, anorexia, weight loss), hormone
markers and ultrasonogram  findings.
specimens were obtained after surgical
resection and were collected in a container
containing 10% formalin as a fixative.
The specimens were examined with a
particular emphasis on size, shape, colour,
consistency, presence of capsule or not,
cyst contents and appearance of cut
surface. All grossed specimens were
submitted for routine processing and
paraffin embedding., For microscopic
examination, routine paraffin  sections
were stained with hematoxylin and eosin
staining method.  Routinely  stained
sections were first examined under low
power and then high power magnification.
The following points were noted during
examination. growth patterns, cellularity
type- of lining epithelium, any
stratification, stromal invasion or any
other abnormalities. All the necessary and
relevant dats were recorded methodically
and meticulously as far as possible in
clinical proforma. Relevant data were
analyzed by standard statistical methods

COrbservation and result:
In all of the 110 cases of ovarian masses
histological diagnosis were made on
rmontine H & E stained

sections B

observing morphological characters of the
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umour and also by considering relevant
clinical information. The age distribution
of ovarian mass was studied. Outl of 83
cases of benign ovarian mass 55 cases
(64.717%) within the age range of 20-44
vears. Among the 25 cases of malignant
cvarian mass 9 cases (36%) were in the
age range of 45-54 years and 8 cases
(32%) were between the ages of 20-40
vears. This study shows that most of the
women were married and parous. Only &
cases were nulliparons women and all of
them had benign ovarian mass,

Table -1: Histogenetic distribution of 110
OVAran mass,

Histndiagnnsls No(%) | Benign | Maligeant |
5 No(%) [Mo(%) |
Common_epithelial | WAL T3} | 334818 | 161455
origin_ = TS REGERR
Se cord stromal onigin | B(72T) | 6(345) | 2183}
| Genm eell o SITIT) | 66 A
[Germ cell sex comd | 1(0.91) Li0:41)
| ghyrmal origin. ¥
| Metastac fumour 4L [ [N |
| Tatal TIH00) | 83477.27) | 252274} |
A total of B3 benign masses  were

encountered, the most common variant
was epithelial origin, and accounted for
62.73% of all benign masses and 48, 18%
of wtal ovarian masses. Out of 85 cases of
benign ovarian masses, ultrasonogram
reports  were available i 71 cases
(B3.53%). In 66 cascs site, size amd cystic
nuture of the wmounr was mentioned. Only
9 cases (10.59%) CA-125 level were
estimated. Tt was found to be elevated in 4
casas, Out of 25 (22.74%) malignant
masses 23 (20,905) were primary ovarian
cancers and 2(1.82%) were metastatic.
song the ovarian malignancies, serous
cvstadenocarcinoma  was  the
requently found. Tt comprised 13 cases
32, Ovanan masses usoally present
th lower ahdominal pain, abdominal

mast
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enlargement, and sign of increased
pressure on neighboring organs, Some of
the cases ascites was foend The
symptoms presented by the patient in these
series was shown in table IL

Table -II: Symptoms presented by the
patients of 11 ovarian mass.

Symploms " Number of patient ()
Lawer LL|.'t:|l:t'|1.nﬂ| nain 418}
Pehigmass | MwEn

Abdorning] distention IE)

lrn:EJla.T pery u_.malhlwdm ) |

(Ansemiaweightlfoss [ W00

| Ascitis 3200

In the present series 20 cases (B0%) were
presented with pelvic mass and 4 cases
{16%) had experienced pain in the lower
abdomen, Ascites was found in three
cases. Metastatic carcinoma accounted for
1.82% of all ovarian masses and 8% of all
ovarian cancers. The age range is 33 to 30
years with the mean age of 42.5 years.
Out of two cases of metastalic carcinoma,
one s found features of metasiatic
adenocarcinoma after histopathological
examination. Another case 50 years old
lady, microscopic examinations reveal il
was a case of malignant mixed mullanan
wmour of endometrial origin.. OF the total
25 cases of malignant Ovarian masses
ultrasoaogram reports were available in 23
cases (929, of which18 cases were pelvic
mass of suggested ovarian  origin.
Hormone markers were done m only 8
cases (32903, Elevated CA-125 level was
found in 6 cases (24%). The histological
lypes were serous cystadenocarcinoma (4
cases), mucinous cystadenocarcinoma (|
case) and granulosa cell wmowr (1 casel.
In the present study menstrual history
were available in 95 cases (86.36%) of
which 76 cases (80%) had experienced
menarche at the age of 10-12 vears. Out of
25 cases of malignant ovarian tumour 23

(16
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cases had the history of early menarche.
Late menopause and delayed child bearing
are two nsk factors are uncommonly
observed in the present series. Out of 110
cases only 8 cases (7.279%) had the history
of menopause at the age of 52 years or
more. Nulliparity is another risk factor but
in this study only 8 cases of nulliparous
women were found and all of them had
benion ovarian umour. OF the wial 110
cases, 88 (B0%) women were parous and
of them 73% had bemign and 25% had
malignant ovarian mass respectively,

Discussion:
The pathology of ovarian mass is one of
the most complex areas of gynaccology
because the ovary gives rise to a greater
range and variety of masses than doeg any
ather organs,
This study was based on the clinical
presentation and histological patterns of
ovanan mass including the important
parameter of age, parity, menstrosl
patterns, family history. and symptoms.
All the features have been compared with
reported studies of many worker13-17,
There are numerous types of ovarian mass,
hoth benign and malignant. We are studied
11th ¢ases and their findings are mostly
agreed with findings of other workers |
The benign masses are mostly in young
women between the ages of 20 and 45
vears, The malignant masses are more
commaon in older women between the ages
of 40 and 65 vears. In the present series
17.27% of masses were benign and
22.73% of were malipnant. The relative
mcidence of all ovarian masses as follows
Surface epithelial ongin 65%-70%, zerm
cell origin 15% - 20%, sex cond stromal
rigm 3% - 10% and metastatic to ovaries
5% . Another study of Bennington et al
revealéd thot 363 cases (66.12%)
f & total 549 cases of ovarian masses

Lo
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were of epithelial ongin. 1348 (24.40%
were germ ocll ongm . 26 (3.74% ) were
metastatic carcinomas. The findimes of the

present study also agree more or kess with
finding of the above mentioned workers

Serous cystadenoma was found as ome of
the common benign tumors of the ovary. In
accounted for 41.17% of benign masses
and 31.8% of all ovarian mess=s  Seroes
cysladenoma may GoCur in sny =ge b
most common between 20-50 vears of ase
and the average size varies from 10 1w 20
em in diameter (Crum C P, 2004, In
these study that B0 of this tumonrs were
between the age of 20-50 vears and the
mean size was 8.33cm which agreed with
the finding of Crum C P.2004., Mucinous
cystadenoma is the second most common
tumors of epithelial origin. The incidence
Of this mmour was also studied by varous
workers and found different in different
studies such  as 0% (55 in 540) by
Bennington et al (1968) and 11.88% (34 in
286} by Tintara H. et al, 2003. The present
study also shows the incidence of this
tumour which agreed most of the workers.
It comprised 17.65% of all benign tumour
and 13.64% of all ovarian tumour
Mucinous cvstadenoma most {requently
develop during third to fifth decades
{(Young R H. et al, 1999}, In the present
series  the mean age of mucinous
cystadenomas was 45vears, Most of the
mucinous cystadenomas were 15 to 3cm
in diameter, multilocular and are filled
with thick to watery mucinous fluid
(Young R H. et al, 1999). The mean size
of mucinous cystadenoma was 12.1 ¢m
and the majority of the tumour (B6.67%)
was between 10 to 35 cm. Benign cvstic
teratoma comprised 95% of all masses
arising from cerm cell and 30% of all
ovarian masses, {Young R H. et al, 19949

The present study shown the incidence of
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benign cystic leratoma. [1 represented
1397 of benign ovarian masses, 23.63%
of all ovarian masses which agreed with
the finding of Bennington g4 al (1968) and
other workers. Benign oystic terabomas ang
usually found in young women during the
active reproductive years (Cram C P,
20014}, The disease was most prevalent in
the second and third decades with the peak
incidence in the third decades, In the
present study the age distmibution show
that 80% of patients were between the age
of 20-40 years and the peak incidence in
third decades.

Thecoma fibroma are relabively common
and account 4% of all ovarian masses
(Cram C P, 20041, In the present series the
incidence of thecoma fibroma was 4.53%
of all ovarian masses. The mean size the
tumour was 10.44 cm and the age range of
the patients were 19-45 years. In the
present series one case of 1Y% years
nulliparous lady presenting the complain
of heaviness in the lower abdomen and
ascitis. After investigations 1t was found
that CA 125 level iz > 600 Ufml,
ultrasongram finding was right adnexal
solid lesion with pleural effusion and
ascitis and the clinical diagnosis was
ovarian tumour. After histopathological
examination it was found as cases of
fibroma.

Carcinoma of the ovary is the third most
common of the malignancy of the temale
genital tract (Crum C P, 20d4). A
retrospective study of 990 cases of ovarian
carcinoma done by Aure I et al. 197]

They found 36%  were  serous
cystadenocarcinoma, 201.5% of mucinous
cvstadenocarcinoma. The findings of the
présent stndy alse disagreed to some
gxtent with some studies bug at the same
nme correlated with the findings of other
studies.  There were 23 cases of primary
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ovarian cancer (92%) and 2 cases of
metastatic carcinoma (8% ). Frequency of
serous cystadenocarcinoma was found to
be52%, mucinous cystadenocarcinomai
12%, pgranulosa cell wmour 2% and
dysgermingma  immatare  teratoma,
teratoma with malignant transformation,
mized germ  cell  tumour  and
gonadoblastoma were 4% each. Tintara H.
et al, 2003 studied thot 38-68% of women
with ovarian cancer was older than 50
yvears of age and 5-15% of women were
30-49 years. In the present study the age
range between 10-T5 years and
OvVarian carcinoma was most frequent 14
cases (A0%:) between the ages of 45-60
years, which is similar with the previous
workers. Serous cystadenocarcinoma was
the most frequent tumour, It was found 13
cazes (52%) and most of the patients
presented with pelvic mass, few of them
have lower abdominal pain and ascitis. 4
cases | M.76%) were bilateral and 6 cases
(46, 15%) were omental metastasis at the
time aof diagnosis, Mucinous
cystadenocarcioma  was  the  second
common tumour, found 12% in malignant
and 2.73% in all ovarian masses. The age
range was 30-35 years of age. Two cases
(66.67%) were bilateral and the mean
tumour size was 20cm. Granulosa cell
tumours were found in 2 cases (8%
Patient’s age was 55 years and the patients
were menopausal and  presented  with
irregular post menopassal  pervaginal
bleeding and lower abdominal pain. These
findings were similar by Crum C P, 2004
The dysgerminoma in an account for 2%
of all ovarian cancers and 75% occur in
the second and third decades (Crum C F.
2004, In the present series | case (0L91%)
of dysEermunoim studied
Gonadoblastoma 15 a rare tumour found
almost exclusively in patients with an

W ES
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underiving gonadal disorder. Affected
patients were tvpically children or young
adults. The clinical picture includes a mass
and vinlization, (Young R H, et al, 1999).
In this present study one cases of
gonadoblastoma  was  identified. The
patient was 17 wears old and her
chromosome analysis found 46 xy pure
gonadal  dysgenesis. Two cases of
metastatic  carcinoma  (1.82%)  were
studied in the present sires. Malignant
mesodermal mixed furmour
{Carcinosarcoma) is a rare tumour and
found in postmenopausal women. Most
commonly the tumour arises in the
endometrium and metastasizes to  the
avary. In the present series one case in was
studied. The patient was 50 years and
postmenopausal and presented with a huge
pelvic mass. Her clinical diagnosis was
malignant ovarian tumour. But after gross
and histopathological examination it was
found that it is the metastatic malignant
mixed mullarian tumour, Another case of
metastatic adenocarcinoma was studied.
Abdominal pain (70.59%) and lump in the
lower abdomen (47.06%) were the
symptoms most frequently expenenced in
parients with benign ovarian tumours.
Fatients with malignant ovarian tumouar
presented with pelvic mass and some with
irregular.  Pervaginal bleeding. This
findings was overall similar to the
nbservations of develop country.

Conclusion:
[t 12 evident from this study that, the
pattern of ovarian masses in Bangladeshi
population 15 roughly similar to that
described in Western countries with a few
euceptions. Correct histological diagnosis
Of ovanan masses can be made in majority
{ cases through caretul examination of
the routinely stained slides with the aid of
PrOper mformation. Adequate

er  climeal
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chmical mformation. eltrasoscgram  of
lower abdomen aad some bormonc

markers may be helpful = the =arly
disggnosis of ovarian msasc In doabeful
Cases, intraoperative mmpnmt cyiokogy
frozen section may provide informenon
regarding malignancy and thes = = plas
of surgery and further management

Mustratinns:
,_. 3 ¥ :

Figure-1{H&Ex40)1:A. A 6B-year-old
woman: Photomicrograph showing & case
of ovarian  mucinous cystadenoma. B: A

35-years woman:  Photomicrograph
showing a case of ovarian papillary serous
cystadenocarcinoma.

A B.
Figure-2{H&Ex40:A. A 33-year-old
woman: Photomicrograph showing a case
of ovarian mature cystic teratoma. B: A
45-years old woman: Photomicrograph
showing a case of ovarian cellular
fibroma.
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Dorsal Buccal Mucosa Graft Urethroplasty for
Female Urethral Strictures.

MR Quddus', AHMR Bari’, M M Haque®, .
TS Chowdhury®, M Rasiduzzaman® . MS Rahman®, M Hossain’

ABSTRACT:

Introduction: Female wurethral stricture is an wnderdiagnosed and
overlooked cause of female bladder outlet obstruction. The possible
etiologies may be infection, prior dilation, difficult catheterization with
subsequent fibrosis, urcthral surgery, trauma, or idiopathic, We present
our technique and results of dorsal onlay full thickness buccal mucosal
graft urethroplasty for female urethral siricture. Materials and Methods:
A prospective study was performed on 15 female patients with
mid-urethral stricture who underwent dorsal onlay buwecal mucosal graft
urethroplasty from January 2013 to June 2018, Of these, 10 patients had
previously undergone multiple Hegar dilatations, 5 had previous internal
urcthrotomics. The preoperative work up included detailed voiding
history, local examination, wroflowmetry, calibration, and micturiting
cystourcthrogram. Results: All patients had mid-urethral stricture, Mean
age was 43 vears. Mean Qmax improved from 6 to 20 mlfs. Mean
residual volume decreased from 150 to 30 ml. Mean duration of
follow-up was 8 months (6 months to 1 years), Only one patient required
self-calibration for 6 months after which her stricture stabilized. None of
the patient was incontinent. Conclusion: Dorsal buccal mucosal onlay
graft wrethroplasty could be considered as an effective way to freal
female vrethral stricture.

Kevwards: Darsal anlay, fermale wrethral siriciore, buccal mucosal graft,
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INTRODUCTION urinary tract symptoms and surgecal
Female urethral stricture is an usually  treatment 15 still debatable.[1] Amv sy
anderdiagnosed condition. It occurs in 2% diagnostic  criteria  has not bees

7% of females presenting with lower documented for female orcthral sractess
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because of its rare incidence. However,
Defrettas et al. stated that a detrusor
pressure (Pdet) of 25 em of H2O and
maximum urnary flow rate (Qmax) of less
than 12 ml/s is consistent with
obstruction.[2]  The most  common
actiology for female urethral stricture may
be infection, repeated instrimentation,
trauma, previous surgeries for
incontinence or diverticula, radianon for
pelvic. malignancy, and idiopathic. As
similar 10 the male wrethral stricture
disease, results of repeated wrethral
dilatation and mternal urethrotomy are not
good in females also as  subsequent
fibrogsic occurs due o bleeding  and
extravasationf3]. Surgery iz often the
answer in such cases in the form of
meatoplasty for distal urethral strctures
and pgrafts or flaps for  mid-and
proximal-urethral  striciure.  Several
methods of female urethroplasty have been
reported in various small serics.

We hereby present our experience of
treating female wrethral stricture with
dorsal onlay buccal mucosal graft in 135
patients.

MATERIALS AND METHODS

A prospective stody was performed on 13
female patients with mid-urethral stricture
who underwent dorsal onlay  buccal
mucosal graft urethroplasty from January
2013 to June 2018, Full informed consent
was taken from all the patients. The
diagnostic  crteria  taken were: A
maximum urinary flow rate of less than 10
ml/s. inability to calibrate urethra with 10
Fr catheter. and namowing of urethra with
proximal  dilatation  on  micturiting
cvatourethrogram.  All patients  had
precperative evaluation including detailed

history, physical examination,
uwroflowmetry, residual volume, and
miturating cvstourethrogram, Almost all
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|5 patients presented with poor flow and
feeling of incomplete voiding, two of them
had recurrent urinary tract infections and
two had frequency and urgency as their
main presenting complaints. 10 out of 13
patients had previously undergone
multiple Hegar dilatation, 5 had previous
internal urethrotomies for bladder owrler
obstruction. The stricture etiology was
idiopathic in 10 cases, 1 had undergone
multiple transurethral resections for a
bladder tumor, 4 had history of difficult
cathetarisation during other surgery. None
of the patients had preoperative
incontinence or any grade of prolapse. All
patients had normal preoperative serum
creatinine.

PROCEIMRE

Urethra 15 dissected dorsally and laterally
from 3 to 9 0 clock position by an
inverted U-shaped incision. Stay sutures
are taken at vrethral angles to help in
dissection. Sharp dissection is done with
scissors. Urethra is dissected proximally
above the stricture in retropubic space. A
full-thickness urethrotomy is then made
over the stricture site at 12° 0 clock
position with a surgical blade and then
extended with scissors upto proximal and
distal healthy area which may extend even
upte urethral meatus. Urethra is now again
calibrated with an 18 Fr Foley catheter to
ascertain that there is no proximal stenosis
beyond the incised strictured site. Saline is
injected in submucosal plape in lateral
buccal mucosal wall and full-thickness
buccal mucosal graft 15 harvested and
defattened. The dimensions of the
harvested graft are in accordance with the
length of the stricture plus additnenal
healthy margin. Then an 18 Fr silasiic
catheter is placed in urethra over which
buccal mucosal graft has o be sured 1o
urethrotomy site. The buccal mucosal graft
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15 then sutured on the dorsal surface of
urethra as onlay graft with 4-0 vicryl
sutures in continuous fashion, First suture
is faken al the apex of urethra and then
onto the graft and tied. Then suturing of
right and left margin of wrethra is done
with buccal mucosal graft and urethra is
sutured back to its normal position with
4-0 vieryl.

Mean hospital stay was 7 days. After |4
days patient s again called for voiding
cystourethrography and catheter removal
Our follow-up protocol includes every 3
monthly assessment of voiding and storace
lower  wrinary | wract  symptoms,
uroflowmetry. and  one  weekly
self-calibration. Patient is followed-up for
a minimum of 1 vear,

RESULTS

Site of strcture was mid urethra in all 15
patients. Mean age of patients was 45
vears.  Mean  preoperative  versus
postoperative Qmax was 6 ml/s versus 20
ml's, mean residual uring was 160 ml
versus 30 ml. Mean stricture length was |
cm. Mean operative time was 120 minutes.
Mean duration of follow-up was 1 vear.
None of the patients had evidence of any
buccal mucosal bleeding or graft necrosis
i form  of either discolouration or
sloughing of buccal mucosal graft.
Patients did not report any significant
postoperative pain or discharge suggestive
of wound infection and were advised to
retumn 1o their normal daily activities after
S oo 4 odays. At first follow-up 3 weeks
after SUFQETY, MICTUTating
<vstourethrogram showed a normal urethra
without any  proximal dilatation. The
cotera of successful recomstruction was a
postoperatve Qmax greater than 15 ml/sec

aith minimal post void residue(=30 mi)
and RO ippearing volding
c irethrogram One weekly
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self-calibration i1s advised for initial 3
muortths.

At | vear of follow-up, all patients had
Qmax =15 mifsec without any significant
residual unne or voiding and storage lower
urinary symptoms. Al mean
follow-up of 12 months. all patients
viorded well with sood flow, MNone of the
mcontinence  during
follow-up based on patieni physician
ITHETVIEW

DISCUSSION

Female urethral sirichure is uswpally an
underdiagnosed condition. It was treated
in past with repeated urethral dilatations
and intermal wrethrotomies, As i males,
urethral stricture discase in females can
cause voiding and storage lower urinary
tract symptoms, recurrént urinary tract
infections, and even renal impairment.
These symptoms are usually of long
duration amd  severe which cause
significant impairment in quality of life.
Stricture i usually distal to external
urcthral sphincter and can oceur in any
part of uwrethra, although it seems to occur
most commonly in mid and distal urethea
and less in proximal urethra,

Often these females are referred by
physicians and surgeons as there 15 no
means by which they can be relieved
medically. These patients may be
evaluated by detailed voiding history
including symptoms of stress and urge
meontinence and recurrent urinary tract
infections. Local examination should be
done along with uroflometry and
measurement  of  residual  velume.
Calibration may be done gently with 10 Fr
catheter for diagnosis as a wider bore
catheter could dilate some soft stricture
and then micturating cystourethrogram
would not show narrowing of stricture site
and proximal urethral dilatation

race

patients reported
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Surgical treatment of female wurethral
sricture disease has not been adequately
addressed in literature and few small series
describing various techniques of female
urethroplasty are available.

Smuith. et al.[3] reported their experience
with  dilatation  and  intermittent
catheterization in seven female urethra
stricture patients with seemingly good
results, as amongst patients declared cure,
none required more than four dilatations.
However, he stated that for patients who
are  mot  comphant or  cannol
self-catheterize,  this  procedure s
inadequate and urethroplasty could be a
better option. [4]

The dorsal approach for vaginal graft has
the same advantages as described in that of
mzle stricture urethra of strong mechanical
support and vascular bed provided by
clitoral: cavernosal tissue, decreasing the
risk of diverticula formatiens, It 15 & more
physiological reconstruction that directs
the urinary stream away from vagina and
spares the ventral aspect of wrethra [or
further anti-incontinence surgery.

Montorsi et al.[5] described vestibular flap
urethroplasty in 17 patients, Under optical
magnification, an inverted Y-shaped
incision was made around the meatus and
the distal part of the urethra was dissected
from its perimeatal tissue from the 9
o'clock to the 3 o'clock position. The
urethra was then incised “dorsally™ (close
1o the vagina) and a vestibular flap was
developed superior 1o the urethra,
However this procedure could not be used
in cases of buccal mucosal fibrosis.
Tanelle et al.[6] reported the use of a
pedicle flap from the labia minora for the
repair of female urethral strictures in two
natients. Berglund et al[7] presented the
echnigue of veniral onlay buccal mucosal
sraft urethroplasty for recurrent urethral
aricture disease 30 months of follow-up.
After surgery one of the two patients
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developed a recurrence of LUTS because
of meatal stenosis, Swender et al.[3] wsad
the technique of anterior buccal mucosal
mucosal flap in eight patients with
complete cure in scven patients after a
procedure  who
underwent multiple dilatations. Simonato
et al. presented a series of six patents who
underwent buccal mucosal inlay flap
urethroplasty inspired by Orandi techmique
with good results.

To summarize the advantages, the
procedure that we have described is
inherently simpler to perform since it does
not require tissue tunneling or flap
rotation. It provides a more physiological
voiding with urinary stream directed away
from vagina and spares ventral urethra for
further anti-incomtinence procedures. We
did not ohserve any de novo incontinence
in any patient during follow-up, Whole of
the procedure can be completed in spinal
anaesthesia  and  does nol  require
nasotracheal  intubation and  pencral
anaesthesia which are required in patients
in whom buccal and lingual mucosa are
used az a graft, It would be worthwhile
mentioning that we were not very stringent
in  documenting  radiographs  and
endoscopic pictures of this rare entity
which would certainly be of much interest
for readers.

This procedure of dorsal onlay buccal
mucosal graft seems to be an effective way
to treat female urethral stricture. It may be
done ifl cases of mid-and
proximal-urethral stricture. It seems that
the operative concept of the dorsal buccal
mucosal onlay grafi could be tested in a
larger series with a long-term follow-up,
and compared with other urethroplasty
techniques to further evaluate benefits and

single previously

pitfalls,
CONCLUSION
Dorsal onlay  buccal mucosal  graft

[24]
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arethroplasty for mid- and
provimal-urethral stricture is a simple and
effective technigue which e¢an  avoid
repealed painful dilatations and multiple
srethrotomies in females. Further studics
with more patients and long follow-up are
required to endorse the success of this
procedure.
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A Comparative Study on Attenuation of Propofol
Induced Pain by Fentanyl and Palonosetron

MS Hossain', M Asaduzzaman®, M A Rahman’,
M Walinllah?, J Sarkar®, M Saifullah®

ABSTRACT:
Background and aim of study: Propofol is widely vsed for induction of
ancsthesia, although the pain during its injection remains a concem for all
anesthesiclogists, A number of techniques have besn adopied to minimize
propofol-induced pain, Various S-hydroxyiryptamine (3-HT3) gneagonists have
shown o reduce propofol-induced pain. Hence, this placebo-controlled study
was conducted to compare the efficacy of palonosetron and fentanyl in terms of
attenuation of propofol-induced pain during induction of anesthesia. Materials
and methods: Seveniy five American Society of Anesthesiologists [ASA)
physical stams [ and 11 patients undergoing general anesthesia were ranlomly
allocated oo three groups. A 20-gauge cannola was insened into a superhicial
vein of dorsum of the left hand. and after the occlusion of venous druinage,
Group F (fentanyl), group P (palonosetron) and growp C (control) were
pretreated with 100 meg of fentunyl m 10 m] saline, 0,075 mg of palonosetron
in 10 ml saline and 10 ml of saline without any drug, respectively. The
occlasion was released after 90 seconds and one-fourth of the total propofol
dase was injected inta the vein over a period of 5 seconds, During the injection
of propofol, patients’ pain was assessed amd recorded as (-3, comesponding Lo
no, mild. moderate or severe pain, respectively, Chi squire test was used for the
statistical analysis of propofol injection induced pain, For all analysis,
differences were considered to be sigmificant at p<L05. Results: The overall
incidence of pain on propofol injection was lower in fentany] group (16%:) and
palonosetron group (12%) than in control group (44%) (P<0.035). There was no
significant  difference in the incidence of pain between fentonyl and
palonosetron group {P=0.03). Three patients (12%) in control group had
moderate pain. Four patieats {16%) in fentanyl group and three patients { | 2%}
in palonosetron group and eight paticnts (32%) in control group had mild pain
Conclusion: Pre-treatment with intravenous 100 meg fentanyl 15 equally
effective as intravenouspalonosetron 0.075 mg in preventing propofol mjection
induced pain and both were better than pretreatment of normal saline.

Keywords : Palonosetron, fewtanyl, pain on propafal injection (POPT
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Introduction

Pain  on  amjection of  propofol
{2,6-diisopropyl phenol) is considered to
be & problem for the anesthesiologisis. The
incidence of pain on propofol injection
{POPL) is 28% to 90% in adults and 28%
1oB3% m children[l]. Propofol has been
commonly used for induction
andmaintenance of anesthesia, but pain of
propofol  injectioncan be  extremely
distressing o the patients[2]. The
mechanism of pain doe 0 propofol
injectionhas  been  wnclear.  Propofol
belongs to the group ofphenol and can
directly irritate the skin, mucousmembrang
and venous intima and could immediately
stimulate nociceptors  and  free nerve
endings[3]. The concentration of propofol
in solution is associatedwith the pain. By
its andirect action on theendothelum, it
was considered that propofol activates the
kallikrein-kinin  system and releases
bradvkin in, through producing venous
dilation and hyvper permeability, which
mcreasés the contact betweenaguecous
ph +f propofol and free nerve endings.

oy

rise delaved pam within half a
minute{-£ 5] Pain on injection of propofol
may be relaed release. of local
fmaosensand that the non-sterodal
sat-milammeson  drugs z ketorolac)
may have 2ok m redecons tha pain|b]

eieLa 1 PR

—

Akhough # & i Benoes compi
eifon=s are x=amwd 0 redace e severah,
of the pain or drsoomifion.

L

Vanous phamaacotogical
nof-pharmacological iniervenbons have
been End
elimination of propofol-indoced pain

[7.8.9].50ch as. lignocaine, cooling or

done for imvestigation

diluting the propofol solubon. and
pretreatment with lignocame. ephednne,
ondansetron, metoclopramide,

nafamostatmesilate, opioids, thiopental, or
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ketamine [3.7,10-14].
S-hydroxytryptamine3(5-HT3) antagonists
such a5 ondansctron, granisctron.
ramosetron and palonosetron have been
shown to effectively alleviate propofol
induced pain individually[3,15-17]. 5-HT3
antagonists are commonly used as
antiemeticdrugs] 18], They have the ability
to block sodivmchannels. Peripheral
5-HT3 receptors involve nociceptive
pathwavs [19], They bind to the opiod p
receptors in humans and exhibits agonist
activity[20].

As a result of its action as a Na channel
blocker, a 3-HT3 receptor antagonist, and
p-opioid  agonist, palonosetron  may
potentially be used to alleviate pain
produced by a drug similar to propofol.
Fentanyl is a short-acting pure opioid
agonist commonly wsed for intraoperative
and postoperative analgesia. Also, 1t
has some  peripherally mediaed
analgesic action within the clinical dose
range[21].

Materials and methods
The =tudy was condocted at National
Insntute of ENT. Dhaka during the period
of February to April, 2018, Having
obtained the informed consent. 75 patients
aped 18-53 vears, American Sociery of
Anesthesiologists (ASA) phyvsical status |
ad 0 and scheduled for seneral
anesthesia were included i this study. All
vestigaiions for LrA fiiness were
nis were randomly allocamed
onc of the three growps of 25 cach.
Paisemis with habiiuation o analgesics,
sedatives  or anf-anxiety dmgs: allergic
diseases or semsifivity 0 opioids,
S-hvdroxyiryptamine (3-HT3) antagonists,
propofoland infection on the dorsum of
their left hands were excluded from the
study.
None of the patients were pre-medicated
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hefors entering the operation room. After
routing monitoring (ECG, noninvasive
arterial pressure and pulse oximeter} a
M-gauge cannula was inseried o a
superficial vein of the dorsum of left hand
and lactated Ringer's solution was infused
at 100 ml per hour. After 5 minutes,
luctated Ringer's infusion was stopped and
the arm with the intravenous{i.v.) line was
elevated for 15 seconds for gravity
drainage of venous blood, After occluding
the venous drainage using a manual blood
pressure cuff as tourniquet (pressure
inflated to 50 mm Hg) on the upper amm,
the patients were pretreated over a period
of 10 seconds with one of the pretreatment
solutions; 100 meg of fentanyl diluted to
10 ml (Group F), 04075 mg of
palonosetron (Group P or 10 ml of normal
saline without any drug as control (Grouwp
CiAn  independent  anesthesiologist
preparad the solutions and the investigator
was blind to the contents of the solutions.
After 90 seconds, the occlusion was
released and one-fourth of the total
calculated dose of propofol was delivered
through the iv. line over a period of 3
seconds, No other analgesics or sedatives
were  administered before  propotol
injection. During the injection, the patients
were asked standard questions regarding
comfort of the injection. A clinician
blinded to the group assignment evaluated
propofol-induced pain as described in
Table-1.  Thereafter, induction of
gnesthesia was continued by the remainder
of the calculated dose of propofol (2
mz'kg) and vecuromiumi.]l mg per kg to
facilitate endotracheal intubation, General
angsthesia was maintained with oxygen,
mirous oxide and halothane, After the end

curgery patients were reversed by

ngmine and atropine as usoal. Heart
ratz and mean arferial pressure were
recorded 2= bagal, pre-intubation and 1
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minute after intubation (post intubation).
Within 24 h after the operation, the
injection site was checked for pain, edema
or allergic reaction by an anesthesiologist
who wasblinded to group assignment.

Table I: Grading of pain:

= No pain

1=Mild pain (pain reported only in
response 1o guestioning without any
behavioral signs)

2= Moderate pain (pain reported i
response to guestioning and accompanied
by a behavioral sign or pain reported
spontancously without questoning),

3= Severe pain (strong vocal response or
response  accompamied by facial
grimacing, arm withdrawal or tears).
Statistical analysis: For comparison of
guantitative variables between the three
groups, the ANOVA test and for
qualitative variables the Chi-sguared test
was used. The statistically significant level
s Petb (b5,

Results

Table 1I- shows there were no significant
differences in demographic data including
age. weight and sex between the study

arOLpS.
Tabkle II1-  shows the base  line,
preintubation and postintubation

hemodynamic changes. Basal MAP and
HR arc comparable in all three groups.
There is significant difference of MAFP and
HR between control and other two groups
during postintubation period (p<0.03).

Table 1V- shows the overall incidence of
pain on propofol injection was lower in
aroup F (fentanyl group) (16% ). group P
{palonosetron group) (12%) than in group
C {contral group) (4% ) (P<0.05). There
was no  significant difference in the
incidence of pain between fentanyl and
palonosetron  group  (P=0.05). Three
patients (12%) in control group had

{28)
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moderate pain. Four patients (16%) in
fentanyl group and three patients (12%) in
palonosetron group and eight patients
(32%) in control group had mild pain.
There were no complications related to
study drugs in the groups,

Table IT: Comparison of demographic data
between the groups

{ Papmeter.  GrogpF Ceop P oopl  |p

' (Femam| | Palomosetron) | (Conmll | vihe |
Amvinyer -4LTEeTA BU5RL]l | 429TH 0 »005
Imesn <510 |
Weight in ke 185007 ARARA | 6124888 | 005

[ ImesnsdD Il

L Gex MUF] 14 1312 WK =015

Table III: Changes of mean arterial
pressure and heart rate between the groups

Hemodvnamic | Basal Pre Post
pArATNELER Girisp miuhation | infuhation
FRC Group Ciroup
FRIC ERC
Mean arterinl | MVET/88 | BIMYE0 | 8700116
pressuge (mm
| Hg) |
Heartrate/ | BIB3/S0 | 647072 | S5/ |
i |
Table TV: Incidence and severity of pain

owing propofol injection between the
SrCAIps

oo GopF | GoopP Gowp C | p
- Fermanly | (Pefonnsetron) | [Contral) | value
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Discussion

Considering the extensive use of propofal
mm clinical practice, the pain frequently
reported on inducton of spesthesia cannol
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be neglected. Although it 15 pot 3 serious
complication, efforts are assumed 10
reduce the severity of the pain or
discomfort. Propofol belongs 1o the sroup
of phenols that can imitsre the skin
mucous membranes, and venous mtimal 3]
The main mechanism for the indecton of
pain with propofol injection has vet o be
established; however, studies have shown
that high concentrations of free propofiol in
the aqueous phase of an emulsion[22] and
the lipid carrier are associated with pain on
injection.

The effectiveness of lignocaine and
fentanyl are consistent with the repons of
other researchers whe also reported that
lignocaine and fentanyl were effective in
reducing the intensity of propofol injection
pain [7.23.24.25].

In our study the overall incidence of pain
on  propofol injection was lower in
fentanyl group (16%) and palonosetron
group (12%) than in control group (44%),
There was no significant difference in the
mcidence of pain between fentanyl and
palonosetron group. Three patients (12%)
m control group had moderate pain. Four
patients (167} in fentanyl group and three
patients (12%) in palonosetron group and
eight patients (32%) in control group had
mild pain. These findings are more or less
similar to those in the studies by
researchers in the same feld [23,24,26].
There are currently many 5-HT3 receptor
antagomisis[27] {ondansetron, granisetron,
dolasetron,  palonosetron,  alosetron,
tropisetron and ramosetron) are available
and the effect of many of these drugs has
been studied in reducing propofol-induced
pain. 3-HT3 receptor antagonists bind to
opioid p-receptor thus acting as agonists.
In addition, 3-HT3 rcceptors are invalved
in the nociceptive pathway, and this may
be the mechanism of these dmugs’
analgesic effect.
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study by Ahmed e1 al[2B], the
mcidence of propofol imjection pain was
reduced from 60% to 15% after
eranisetron  pre-treatment, In  another
study, severity but not the incidence of
pain on injection was significantly reduced
by dolasetron (50%) compared with
placebo, and there was no significant
difference  berween  dolasetron  and
lignocaine[29]. The incidence of pain was
reported to be 60% and 38% respectively
with pre-treatment by ramosetron 1.3 mg
or combination with ramosetron and
lignocaine 20 mg in another study3,
These results show effective reduction in
propofol mjection pain.

Rve HB et al[17] performeda study of the

effect of pretreatment by palonosctron
{0.075 mg) on propofol-induced pain and
found 72.5% of patients experienced a
decrease in  the occurrence  of
propofol-induced pain. In our study we
found EB% of patients experienced a
decrease in  the occurrence  of
propofol-induced pain by  pretreatment
with (L0T5mg palonosetron,

1
Lo

There were no complications related 1o
study drugs in the groups in this study.

Conclusion

It can be concluded after this study that,
pre-treatment with intravenous 100 meg
fentany] is equally effective as intravenous
palonosetron 0L075 mg in preventing
propofol injection induced pain and both
were better than pretreatment of normal
saling, also with an added advantage of
pelonosetron in preventing postoperative
nagsca and vomiting.
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Original Article

Domestic Violence Against Women in Bangladesh
& Steps to Reduce the Incidences.

MNU Gazi', SZ Atique?, AHSM Kamruzzaman®
MZ Islam?, § Zahan®, MR Khatun®, TK Das’

ABSTRACT:
Background: This study is aimed o investigate the causes of Domestic
violence against the women in Bangladesh at different levels.
Objectives: To study the cause of violence and suggest corrective
measures at family & society. To suggest some sieps for increasing the
awareness between the family and the members. Results: Results of the
study showed high prevalence of lifetime sexual violence: 37% in urban
and 50% in rural areas. An overwhelming majority of the women
reported being sexually abused by husbands more than once. The study
further revealed that about 75% of the sexwally abused women
pxpericnced other forms of violence by husbands as well. For example:
51% urban women and 38% rural women experienced three forms of
violence: physical, sexual and emotional. The common factors
positively  associated with  physically forced  sex by husbands
were: dowry demand, history of physical abuse of husband’s mather by
his father and controlling hehavior of the husband. Conclusion: The
study suggests that domestic  violence is & subtle  multifaceted
problem in contemporary Bangladesh and it inflicts  trauma on
women from a number of perspectives.
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Introduction: violence is a complicated and difficult
\lthough domestic violence against  1ssue o study and the research findings are

men is pervasive worldwide, there is no inconsistentf1]. The general concept of
niversally  accepted  definition or  “domestic violence”  includes many
rerminology Unfortunately, domestic  different categonies and  meamngs, such

32)
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xs “intimate  partner  violence™,
“domestic abuse”. "domestic  assault”,
banering”, “partner abuse”, “‘marital
strife . “marital dispute”, “wife
beating”.  “marital discord”, “women
abuse’, “dysfunctional relationship™,
“intimate  fighting”, “mate beating” |
“spouse abuse™, “wife abuse™ and “wife
assault” , "comjugal  wviolence™, “marital
violence™, “famaly  wviolence”, ‘gender
violence', “partper aggression”, and
“intimate  terrorism”.[2-7]  Domestic
violence is defined as a subset of
violence  perpetrated by  intimate

partners, Specifically, it refers o the acts
thal are perpetrated by intimate pariners or
other family members, resulting in,
great cost on  the physical, sexual,
pavchological and economic wellbeing of
women and girls [§-9] UNIFEM defines
domestic violence as a form of violence
against women that is perpetrated by
intimate parters and family members,[10]
Domestic violence often occurs in private
spaces and is often tacitly condoned by
society as a private or family matter.[11]
The term “domestic” refers to the
family home where such wiolence is
perpetrated against women. [12] Violence
against women in the home is especially
dangerous because while the home is said
10 be the safest palace for men, the home
can be the least safe place for women([13].

Domestic violence against women is &
eripus problem in Bangladesh. Although
the term “domestic violence” is now
being teplaced by the term “intimate
partner violence™ in the global literatures.
s armicle shall use the erm  “domestic
since some features of the
comcept  of  intimate partnerships or
such as the idea of civil

living together without
mamage. are nol culwrally accepted,

il

relafionechin.,
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socially practiced or rchzoosly
permitted in the contex: of Bamgladesh
[14-15].

Objectives of the Paper

1. To identify the major camses of
domestic violence against women
Bangladesh;
2. To Prevent the major capses of
domestic violence against women i
Bangladesh,

Materials and Methods:

This stody was carried out among 100
women of different districts of Bangladesh
between 1st July 2015 and 30th June 2016.
Daily coverage's over domestic violence
against women in Bangladesh. Owver the
vears, some agencies and scholars, based
On  NEWSpAper Teporis, court  cases,
reported  incidents o the police, have
produced  and  analysed data  and
information on their own wavs aboul
various  incidentsfevents  of  violence
against women in Bangladesh. But due
to the lack of standard reporting
practices. the majority of the studies are
contradictory, uneven, selective and, in

some cases, overlapping. For
example: the BNWLA (2002), as
well  as, Naripokkho & Bangladesh
Mahila Parishad (n.d.) found

discrepancies among figures on domeshic
violence from by different newspapers.
Farouk (2003) identified that newspapers
have a tendency 10 cover sexual crimes
rather than domestic violence. Of late,
Bangladesh Police and Multi-secioral
Programme on Violence against Women
(MSPVAW) of Ministry of Women

and Children Affairs have started 10
collect and maintain statistical
information  about incidents of violence

against women, For example: in 2013,
Bangladesh Police recorded 1961
varios  incidents of violence against

(33}
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(Bangladesh Police, n.d.).
hased 0 newspaper
reports, MSPVAW  collects information
only on three categones of violence
such as; physical assault, sexual assault
and burning, In 2013, MSPVAW reported
4476 various incidents of  physical
violence (MSPVAW, n.d.). Then again,
the main problem with police statistiics 15
that it does not  give segregated
information on variows types of violence
no  specific or concrete  statistical
information can  be obtained about the
problem of domestic violence. The
articles are categorized into three broad
domains: 1) forms, practices and factors
of domestic violence, ii) consequences
of domestic violence and iil) coping
strategics'help-seeking practices.

% OMmen

However,

Resulis:

Results of the study showed high
prevalence of lifetime sexual violence:
37% in urban and 30% in rural areas, An
overwhelming majority of the women
reported  being  sexually abused by
hushands more than once. The study
further revealed that about 75% of the
sexumally  abused women experienced
other forms of violence by hushands as
well. For example: 51% urban women and
38% rural women experienced three
forms of violence: physical, sexual and
emotional. The COMITION factors
posifively associated with  physically
forced  sex by husbands were: dowry
demand, history of physical abuse of
bushand’s mother by his father and
controlling behaviour of the husband, One
of the early empirical attempts 10
imvestigate violence against women was
made by Jahan (1994). She mterviewed
) self identified female wictims of
muantal vielence around Dhaka city. The
resgarcher combined both qualitative and

Journal of Satkhira Medical College

quantitative approaches n the study. The
study identified physical violence as the
most prevalent form of violence. The
miost  common forms of physical viclence
were found as pushing and shoving,
Around 36% women reported to have been
beaten once within the past year while
20% reported 1o have been beaten three
to  five times. The researcher’s
conclusions noted @ sense of
desperation, fear and helplessness were
more pronounced among the survivors

whio suffered severe  beatings.
Disagreements OVET housabiold
matlers, provocation of in-laws,
different simational factors,  husband's
sense  of superiority, and demand for

dowry were identified as some of the
major factors of mantal violence. In the
study, verballfemotional abuse was also
found as a frequent festure of domestic
violence. Some of the common forms of
violence were identified as scolding 40%.
mental torture 24% ., slapping 4%, severe
beating 19% and forced sex 153%. The
study further found five impontant
foctors that contribute significantly in
trigeering violence: not meeting the
husband’s expectations in  managing
howsehold works, sexual relationship,
poverty, dowry demand and economic
dependence of women.

Discussion:

Although the issue of violence against
women can be traced back to the 1980s in
Bangladesh , the issue is acmally a
re-emergence and an outcome  of the
worfdwide women's MOVEMEN
throughout the 1970s. The re-emergence
iy in the form of organised protests
from women's groups that pressure the
government to punish the perpetrators of
violence [16] The organized protests
involve both female and male concerned

(34
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citizens and hsve conributed w0 the
recoanition of the need for action by the
government and the public against

dence azminst women. 17T The pressure
m women's groups also resulted in the
local newspapers.  reportage of
against women  starting  the
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The most common forms of physical
colence were found as pushing and
shoving. Around 36% women reported 10
have been beaten once  within the past
vear while 20F% rcported o have been
beuten theee to  five times. The
researcher’'s conclusions noted a sense
of desperation, Tear and helplessness wene
more pronounced among the survivors

who suffered scvere  bealings.
Disagresments over household
marters, provocation of in-laws,
different situational factors, husband’s
sense of superority, and demand for

dowry were identified as some of the
major factors of marital violence. In the
study, verbalfemotional abuse was also
found os o frequent feature of domestic

WHO s Multi-country  study of 10
comntmes ncluding Bangladesh, confirms
i deshi women expenience the
of physical and sexual
feir imtimate parmers.[ 18]
The hfe ome prevalence of physical and
« reported as 62% in
n the capital city.
lence was reported
sical wiolence n
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rural  sites. ! ver. mall ten
countnes, inclading Bansiadesh, between
0% and T5% men  cxperienced
various iypes of emotional acts  such
as; -nsuli, humibation and threat 19
The study further confrmed that the
expenence of physcal andor sexual
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viglence tends o be :nicc-mpnn'i:d by
more contrelling behaviour by an intimate
partner, In Bangladesh, domestic violence
not only threatens the health
well-being of women but also has a
negative impact on the health and
well-heing of their young children,[20]

Conclusion:

The swdy suggests  that  domestic
violence s a subtle  multifaceted
problem in contemporary Bangladesh
and 1t inflicts trauma on women from a
number of perspectives. However, many
issues of domestic violence against women
are yet to be explored, Tt is true that all
forms of violence might not be
experienced by all women within the
same scale or imtensity but it is only the
prolonged in-depth imterview of the
research participants which can explore
the women's experiences of the different
forms of domestic violence. Morcover,
#ll the forms of domestic violence are
inextricably interlinked and interwover.
For example: if a woman refuses sex with
her hushand, she might be physically
battered, emotionally or psychologically
tortured, not  given  money  for
household expenses or her income might

and

he taken away by her huosband,
Unfortunately, the existing studies have
failed to  exhume the important
dynamics  underlying the  problem.
Furthermore, it is noteworthy that no
attempt as yet has  been  made to
specifically explore women's
expericnces of economic  violence.
Domestic  Violence  (Preventiom &
Protection) Act 2010, 15  being

implemented at the local level. and in
particular. the expericnces of frontline

implementers in umplementing the
policy. Im the this secnon, a critical
lnok  into the implementation of the
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Domestic Violence (Prevention &
Prosection Act 2000 from the local level
1= imperative. Over the vears, the
problem  of domestic violence has not
paly  increased but taken newer amd
more morbid forms and shapes in
Bangladesh, It has, thus become urgent
to  investigate the policy protection
available to women experiencing
domestic violence and the
effectiveness of the policy so  that
policy makers are able to make
systematic judgements about the existing
policy intervention.
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SERUM VITAMIN D LEVEL IN ACUTE
MYOCARDIAL INFARCTION PATIENTS

K Akter!, MI Khalilullah?, N Paul’, SN Saqueeb®,
MS Zaman®, N Nasrin®, KA Nahid’

ABSTRACT:

Introduction: Incidence of Myocardizl Infarction is increasing day by
day in developing countries. Most of the patients who sustain myocardial
infarction have coronary atherosclerosis. There are several nsk factors
for the development of atherosclerosis. Among all the risk factors,
vitamin D deficiency has been proposed 1 play an important role in the
development of atherosclerosis,

Materials and methods: With this aim. a case-control study was carried
out to explore the association of serum vitamin D with acute myocardial
infarction. The enrolled study subjects were categorized into group A
which comprised of STEML group B. comprised of NSTEMI and group
C comprised of age and sex maiched individuals free fromacute
myocardial infarction.

Results: The mean values of scrum vitamin I {in ng/ml) were 2017,
20.8 and 24.77 respectively in STEMI, NSTEMI and control groups, It
differed significantly among groups (p<0.001) and it was significantly
low in STEMI and NSTEMI groups compared to control group (p<tLOG]
andp=0.004 ),

Conclusion: From this study it can be concluded that low serum vitamin
D is an independemt risk factor for developing acute myocardial
infarction. Individuals with serum vitamin D <20 ng/ml have higher
chance of developing acute myocardial infarction compared 1o those with
serum vitamin [ =20 ng/mil.

Key words: Acute myocardial infarction, serum vitamin D,
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armovascular dissases (CVD) are the
calding cawte of morbidity & mortality
and are responsible for one third of death
sorkdwide (WHO 2006), The South Asian
coumines [ike India, Pakistan, Bangladesh,
51 Lanka and Nepal contribute the highest
proporiion of the burden of CVD
compared 10 any other region globally
Mohammad et al. 2014). A swdy from
Bangladesh demonstrated a dramatic
increase in cardiovascular diseases from
[986-2006, The age standardized CVD
mortality rates increased by 30 folds (from
16 deaths per T to 483 deaths per
100,000} among males and 47 folds (from
7 deaths per 100,000 w 330 deaths per
100,(06}) in females {Islam et al. 2009).
The omsets of cardiovascular diseases are
rising in prevalence and will be predicted
t the main cause of mortality by 2020
LAnwaruddin et al, 2007). According to
the health bulletin 2014, published by
Ministry of Health and Family welfare,
Bangladesh, death caused by discases of
circulatory system (33.2%) was highest
among all cavses of death followed by
diseases of respiratory system (13.9%) and
diseases of cerebrovascular system (105,
Coronary artery disease is the most
common form of cardiovascular disease in
adults and is the single most important
cause of premature death in Europe,
Russia, MNorth and South America,
Australia and New Zealand. In UK, 1 in 3
men and 1 in 4 women die from coronary
aren The death rates from
coronary discase in UK have fallen but, in
Eastern Europe and much of Asia, the
rates of coronary arery  diseéases are
rapidly rising ieds Walker, Colledge,
Ralton& Penman 20]4)
The term  myocardial infarction
pathologically denotes the death of cardiac
myocytes due 1o extended ischemis, which

disagge
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may be caused by an increase m perfusion
demand or a decrease in blood flow (ACC
& AHA 2012). Acute myocardial
infarction {AMI) falls in the spectrum of
acute coronaty syndromes (ACS). which
icludes  unstable  angina  (UA),
Non-STelevated myocardial infarction
(NSTEMI), and ST-elevated myocardial
infarction  (STEMI)  (eds  Walker.
Colledge, Ralion & Penman 2014,
Myocardial infarction may be the first
manifestation of coronary artery disease. It
15 one of the major causes of death and
disability worldwide, Myocardial
infarction may be a minor event in a
lifelong chronic disease, it may even zo
undetected. But it may also be a major
catastrophic event leading to sudden death
or severe  hemodynamic  deterioration
(Thygeson et al. 2007). Persistent
elevation of the ST-sexment om ECG
signifies total occlusion of a coronary
artery that causes necrosis of the
myocardial tissue. This condition is known
as STEMI. ACS without ST-segment
elevation may either be NSTEMI or UA.
NSTEMI is more scvere than UA, In this
condition, the ischemia in the cardiac
tissue is extensive enough 1o release
cardiac biomarkers (troponin T or T) into
the blood, but the occlusion is not as
complete enough to cause elevation of the
aT-segment (ACC & AHA 2012,

It is now increasingly recognized that
adequate vitamin D status is not only
important for bone health and the
prevention of osteoporosis but also for
opimal function of many other organs and
lissues throughout the body. including the
cardiovascular sysiem (Zittermann ot al,
2003), Cardiac myocvies have cyiosolic
Vitamin D receprors (VDRs) (Bischoff et
al. 2006) that bind active Vitamin D (], 25
vVitamin D. but unlike
vascolar smooth muscle cells, cardiac

dihvdroxy

(39




JRRAC Wi, 04 Mo.01; Jan 2017

myvocytes lack lo-hydoxylase activity
iHewison et al. 2004), an enzyme that
converts inactive Vitamin [ to actve
Vitamin [, Hence cardiac muscle is
strongly dependent upon circulating active
Vitamin D or calcitriol levels. In the past
several in vitro studies have shown tha
caleitriol regulates intracellular calcium

metabolism  and  thus  myocardial
contractility. Conseguently, 25(0H)D
deficiency has been associated with
aberrant cardiac contractility,

cardiomegaly and increased wventricular
mass due to myocardial collagen
deposition (Mozos et al. 2015). Apart from
its effects on the myocardium, 25(0H)D
deficiency also leads 10 enhanced
atherosclerosis  secondary to  vascular
smooth muscle cell proliferation and
increased production of proinflammatory
cytokines (IL-6 & TNF-o) (Muller ot al.
2010,

Low vitamin D levels have been
associated with increased prevalence of
hypertension and thereby myocardial
infarction. Mice having lack of vitamin D
receptor had an increased renin expression
and angiotensin Il production and
developed also hypertension and cardiac
hypertrophy. Calcitriol exerts a protecive
effect on human Reno vascular function,
restoring the impaired
endothelium-dependent relaxation in renal
arteries. The augmented production of
reactive oxygen species is induced by
angiotensin 11 in human renal aneries and
endothelial cells and impairs vascular
function enabling the development of
hypertension. Hypertensive patients with
vitamin D deficiency were associated with
a twofold risk of cardiovascular events,
including myocardial infarction, angina
and prolonged chest pain with documented
ECG changes (Marginean et al. 2013)

In different studies. there sre multiple
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proposed mechanisms by which vitamin D
causes myocardial infarction (MI). But yet
there may be some factors that intervene
berween vilamin D and myocardial
infarction which should be looked for. Till
now, in oor country, there is lack of
studies  to establish  the  Toresaid
association. So, this study was done to test
the hvpothesis that low serum vitamin L i3
associated with myocardial infarction.
Materials and methods

It was a case-control study was carmied oot
to explore the association of serum
vitamin D with acutc myocardial
infarction. The enrofled study subjects
were categorized into group A which
comprised of STEMI, group B comprised
of NSTEMI and group C comprised of age
and sex matched individoals Free from
acute myvocardial infarction. 90 study
subjects were enrolled by non-probability
sampling. 30 from each group. We
included both sexes in the age group of
30-60 years with characteristic chest pain
with characteristic ECG changes & rise of
serum cardiac markers  suggesting
myocardial infarction. But we excluded,
terminally ill patients, patients with hean
failure, advanced chronic liver or renal
discase, malignancy, pregnancy —and
subjects who were taking vitamin D
supplement. Then data of random blood
sugar, HBAIC, serum creatining, lipid
profile, troponin [ and CEMB were
collected from the patient’s recent hospital
records. And then association of serum
vitamin [ 1n acute myocardial infarction
patients and control individuals were
explored.

Results

[t was a case control study carned out in
the Department of Biochemisuy, BSMMU
from March 2015 to February 2016 with
an aim to evaluate the association of serum

vitammin [0 with acute myocardial

(40}




mfarction.  The caee were  Acute
Myocandial Infarction patients who were
sdmuned in the depamment of cardiology.
BSAIM and were cotegorized inio
STEMI in=30) and NSTEMI] (n=23)

sroups according to the BCG findings.
Unother 30 (thirtv] age and sex matched
subjects. free from Acute myocardial
mmfarction were enrolled as control. Blood
samples were taken with proper wntten
consents and with appropriate measures
serum vitamin D were measured w Dnd
out the aforesaid association among
STOLPS,

Age and sex distnbution of study subjects
were shown in table 1 and ANOVA test
was done o see the level of significance.

Giroups
il

Age Acnie M1 .
| years) STEMI  NSTEMI  Cowtrsd

0% [ 1kid] ni%
=40 J6ET 6 1
4]-H LR 104} Il (467}
51l (Y[E33% I8 TR
Total I ZSEE) 3100
MeamshD 5247746 53112407 £01e8(3 [L3TH

Baseline clinical &  anthropometric

characteristics of study subjects were
shown in table 2.
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Figure 1 showed that, there is a negative
correlation  between  acute  myocardial
infarction and serum wvitamin D level
i Spearman’s correfation co-eflicient, r= -
0.356 and p=0.001}.

P e il

=
3
57 ;
= 1
T L T T T = a
inm UE nm ux -] HE
Fiwmir: [ | i)

[n table 4, using o logistic regression
analysis of serum vitamin D, age, BMI,
smoking, DM and HTN, in relation to
myocardial infraction, the model showed

" : Girumps vitamin D and age were independently
aramelers Aiate Ml Caitr T:IIE associaled with acule I'I‘l}'{ﬂ:ill‘diﬂ]
STEMI SETEMI i infarction I:|:I=D.U25 and p=ﬂ.m3fl.
Il 5% C1 for OR
A Y0 Nlelns 0 Parameters e % T g
iR TS0 MGSen et 5. Viamin (<20ngml] 0028 657 121 355
B . . ) (186 o >20 ng'ml)
o U 0 1R (T " (=i0vears) OMDF SES A (422
Sasmls oF USSR BEDRTIS LIRS 08T £ (<31} years)
BN A= R MR HNJE 076 Bl [_:;; kgmd) 073 12 03 A
ovel of scrum vitamin D and serum Sk : ‘rﬁm;J 13 180 036 5
calcium was shown in table 3. After doing T No
AMNOVA es1 the level of serum vitamin D o e 12 047 i L5l
was low in STEMI and NSTEMI patients _ -;":; R 13 64 48
which was statistically significant. HI g
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Discussion

Incidence of Myocardial Infarcnion s
increagzing day by day in developing
countries. Most of the patients who sustnn
Myocardial [Infarction have coromary
atherosclerosis. There are scveral nsk
factors for the development of
atherosclerosis. Among all the risk facrors,
vitamin D deficiency has been propossd o
play an important role in the development
of atherosclerosis.

With this aim. a case-conirol study was
carried owt o explore the association of
serum vitamin I3 with acute myocandial
infarction. The corolled swdy subjects
were categorized into growp A which
comprised of STEML group B. comprised
of NSTEMI and group C comprised of age
and sex matched individuals free from
acute myocardial infarciion.

We compared some baseline demographie
clinical and anthropomerric charsctensiics
of study subjects among groups
Demographic profiles such as smoking
status, diabetes mellitus and hyperension
did not differ statistically sigmificantiy
among  groups. The findings were
supported by that of Correia et al. (2013)
The authors also found no difference
among groups in terms of smoking
digbetes mellitus and hypensasion
(p=0.86, p=0_28 and p=0.77 respectively)
However, there were some sindies
which were contrary 1o our study and the
study by Correia el al. (2013) in tms
regards.

We also compared some
characteristics like systolic and diastobc
blood pressure in our study, revealing that
systolic blood pressure were significantly
differ (p=0.11) but no sigmificam
difference of diastolic blood pressore
among the groups, These hndings were
also comsistent with that of Siadat et al
{2012} (p<0.05 (Significant) and p =05

climmcal
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(Mot Significant), for systolic and diastolic
blood pressure respectively. Among the
anthropometric charactenistics there were
o significant differences among groups in
terms  of height, weight and BML
Comparing these results with the results of
Karekas et al. (2013), we observed BMI
were not significantly different among
coronary heart disease cases and non-cases
male (p=.128) but it differed significantly
amongz coronary heart disease cases and
non-cases female {p<0.001).

In our study, we wanted 10 compare Serum
citamin D and serum calcium levels
smong the groups and the mean value of
werpm vitarmin D differed significantly
amomg groups with @ p value of <0.001,
The mean value of serum calciom level
groups  did not  differ
These findings were in
ssreement with that of Lee et al, (2011}
The shors found significant difference in
vitamin D level but no  significant
difference of serum calcium level among
acwie mvocardial infarction and control
Ther= was another study which
was mconsistent with our findings. Karur
(2014} found both vitamin D
deficiency along with calcium deficicncy
weore associated with risk of candiovascular
disesse. There was no other study to
compare our results where serum calcium
was measured along with vitamin D. Roy
et al in 2015, conducted a case-control
srwdy 10 explore the association of vitamin
D and acute myvocardial infarction, When
the authors compared the biochemical
charecteristics of patients with acute
mvocardial infarction with age and sex
matched individuwals, they found that
vitamin D [25(0HD]  level was
sigrificantly lower in acute myocardial
mfarction group than in control group with
a p value of<0.001. Our findings also
correlated  with the findings of a

amang  the
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cross-sectiomal studv by Siadat e1 al
{2012) where authors observed similar
tindines 0 thes régard. They found that
vitamnin D level (ng/ml) were 58.7£39.6 in
AMI group and 39.6=18.9 in control group
and it was sigmificantly different with a p
viloe (.00
We did the Spearman’s correlation
between acute myocardial infarction and
sgrum vitamin I level and it was observed
that there was a significant negative
correlation  between acute myocardial
miarction and vitamin D level (r=-0.365,
p=h.001).These findings were also
consistent with the findings of Lee et al,
{2008), They concluded in their study that
D deficiency 15 inversely
associated with nsk of cardiovascular
disease.
Finally, we did multinomial logistic
regression analysis of serum vitamin D,
age, BMI, smoking. diabetes mellitus and
hypericnsion 0 evaluate the independent
factor of acute myocardial infarction, The
analysis showed that low level of serum
vitamin I (<20 ng/ml} was independently
associated with the development of acute
myocardial  infarction  (Wald=4.81,
p=LO02K) (OR 6.57, 95% C1 1.22-35.35).
Thi= result suggested that low serum
mamin D s the sole contributing factor in
developing mcute myocardial infarction

yitamin

mespectin 2 of the BML smoking, diabetes
melime: and hvpertension. Our study
oS pis0 revegled that age was
el miie ] agsaocigted with  the
developmen: srute  miyncardial
mimcoos (p=0.003 (DR, 3.BE. 35% CI
1.830-1927) aloms with vitamin D, Koy et

al. (M¥15k &d a2 case - conirol smdy  with
120 acete myocsnial nforction patents
and 120 age amd sen mutched controls at
All Indiz Institeie of Madical Sclences.
New Delhi. Multiple logisic regression
analysis of thewr stody concloded that

Fowrmal of Satlhira Madica! College

along with low serum vitamin D level (p
<0.001), central obesity (p=0.006) and
diabetes mellitus  (p=0.02) were also

independent rtisk factors for acute
myocardial infarction.
Conclusion

From this stady it can be concluded that
low serum vitumin [ is an independent
risk  factor for developing acute
myocardial infarction. Individuals with
serum vitarmnin [ <20 ng/ml have higher
chance of developing acute myocardial
infarction compared 1o those with serum
vitamin [Y =20 ng/ml.
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Effect of Rising Rate of Caesarean Section:
Should we & Can we reduce it?

SP Biswas', R Islam®, TK Royv®, A Akhter?, D Halder®

ABSTRACT:

Background: Caesarean section is the most commonly performed surgery
in ohstetrics. Newer indications for doing caesarean surgery have resulted
in dramatic rise in cacsarean section rate in last several years. Objectives:
The aam of this study was to evaluate the rate and indications of cagsarean
section and to iwdentify the measures to decrease ils incidence of
possibilities, Method: This prospective study was done in Obstetrics and
Gynaccology department of Khulna Medical College. Khulna. Qver a
period of 12 months from Januwary 2016 to December 2016, 454
caessaresn sechions were done among total 3391 deliveries. An attempl was
made to find out the caesarean section rate but conception afier ART and
estimated foetal weight over than 4kg were excluded from the swudy,
Result: During one vear study period, there were total 3391 deliveries, oul
of which 1454 were caesarean section and rate was 42.88%. Repeat
cassarean section after prior caesarean delivery was the leading contributor
of caesarcan section rate (34.11%). Other leading indications were foetal
distress 8, 12%, pregnancy induced hypertension 3.04%, premature
ruptured membrane 6.67%, cephalopelvic disproportion 6.05%, post-dated
pregnancy 3.92%, and breech presentation-3.64%. Coneclusion: Some
measures that can reduce caesarean section rate are reduction in primary
cacsarean section, trail of VBAC to women with one prior cassarean
section, nse of foetal blood scalp sampling for foetal monitoring, wse of
oxytocin and plotting of the partogram IE:}J' every labour,

Key words; Caesarean section rate, Raising rate, Indications, Prior oue section,
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Introduction above 15% implies an unnecessary and
The Caesarean section has been increasing  unjustified use of surgical delivery,
worldwide. C5 15 the most common  whereas a rate below 3% may be related
abdominal surgery procedurs. performed  to the population’s lack of access 1o the
around the world, explaming s high  medical wehnology(1,2). The risinz trend

prevalence worldwide. The world health  of caesarean section in modem obstetrics
organization {WHO) suggesis a cassarean 5 a2 major concern in health care system
sechon raté berwesn 3% and |5 i rate. all over the world[3].With all the limiwed
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health care resources in a developing
country like Bangladesh, this rising trend
definitely has a major implication.
According to WHO, rate of caesarcan
section in many countries have increased
beyond the recommended value of 15%,
almost doubling in last decade cspecially
in high income areas like Australia,
France, Germany, Italy, North America.
and United Kingdom [4.5.6.7]. Similar
trend is also seen in low resource countries
like China, Brazil and India, especially
due to birth in private hospital[3]. Some
factors that contribute to the increased use
of CS are: the improvement of surgical
and anaesthetics technigues, reduction of
post-operative  complications  and
perception of greater safety during the
procedure [K],
(5 rate has become more prevalent over
the years. without medical justification
and regardless of the risk that it may bring
to mother and children born by CS5. There
are several adverse effects that it may
affect the mother, which include maternal
death, the greater number of hospital
admission and increase the risk in futnre
pregnancies for  placenta  pracvia.
Respiratory distress syndrome is the only
adverse outcome that is well documented
in the babies bom by CS [4, 10, 11].
Now the woman's motivation For the
choice of C§ include: fear of vaginal
delivery, preservation of coital function,
relief from the pain of labour and
opportunity to obtain whal ligaton (12}
Current available data from developed
countries related morbidity and mortality
from C8 is more than in vaginal delivery
for hath the mother and foetus. The sim of
ur stady was to evalvate the rate and
indication for Caesarean section and to
denrify  the measures 1o decrease ifs

ace of possihilities.

. BLSELE
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Material & Methods:

This prospective study was done in
Obstetrics & Gynaecoloy department of
Khulna Medical College Hospital over a
period of one year from January, 2016 1o
December, 2016, During that period total
3391 patients were delivered in this
institution and those were selected in this
study Patients with history of conceptions
after artificial reproductive technology
(ART) and estimated foetal weight over
than 4 kg were excloded from the study,
Preliminary investigations done were
haemoglobin estimation, blood grouping
& Rh tvping, random blood sugar, urine
R/MVE. ohstetrics ulirasonography and in
some selected cases blood urea, serum
creatinine. serum uri¢ acid level, SGPT, &
serum electrolyvies. After taking consent,
detailed presemt & past history were taken
from all the cases, general and local
examination were done on the day of
LSCS. Cephalopelvic disproportion was
assessed mainly by clinical pelvimetry.
Labour patients were monitored by
partograph and foetus was monitored
clinically as well as CTG.

Blood donor was kept ready in some
selected case such as placenta praevia,
obstructed labowr. Antibiotic & pain Killer
were given in all cases for 5 days.
Oxytocic drug was given in 24 hours.
Most of the cases were discharged within
7 days in good conditions. [n any
complication management was done
accordingly. Detailed analysis of cases
was done in terms of emergency/ elective,
types of CS, indications of CS,
complications, risk factors and  other
contributory  factors those  were
documented in pre structured proforma.
Statistical analysis was done by using
SPS55-17.
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Result:

Between January 2016 to December 2016.
total 3391 patieats were delivered in
obstetncs & gyvnaecological department of
Khulna Medical College Hospital. Out of
which 1833 (53103%) patienis were
delivered normal vaginally. Breech
vaginal delivery was 23 (L68%) patients
and 81 (239%) patients necded
instrumental vaginal dehivery. But main
findmgs were that 1454 (42.B8%) paticnts
necded caesarean section for different
indications (| Table-1). obtained the base
line vamable: age, parity, occupation, and
sestatiomal age at the time of caesarean
section. The patients were selected  in
three age groups: below 20 vears, between
20- 30 vears, and above 30 years. Amaong
these three groups, maximum 1283
58.24% ) patients were in age group
between 20- 30 wears. Most of the
caesarcan patients were miltiparity &
grand multiparity (52.06%) and also home
maker was 53.99%, Only 15.06% was
service holder. Maximum caesarean
section (67.54%) was dope at term. But
special scenario was that 146 (10.04%)
patients needed caesarean section in
preterin condifions in some dam special
sifuations. { Table-2)

Chimical indications of caesarean section of
the study population were observed very
carefully. Maximum caesarean section
(37.41%) was done due 1o previous history
of caesarean operation, Breech presentation
and transverse lie were 6.05%. Other
leading indicators were foetal distress
5.A2%), CPD {6.05%). PROM (6.67%),
fvpertensive  disorder  (8.04%)  and
post=dated pregnancy (5.92%) (Table-3)

Table -1: Mode of delivery

Mg ol delne Number | Percentage
. of cnses

Normal vageal debeny 163 | S0
Incrumentsl vermad delvens 8] 00 18 |
Breech '-J-l-:_. Qe _:_. _|'._'.'-"-
| Caesarean defven L 1288

Total defivery L 100
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Table-11: Base line variables of study
populations

Ape Number | Percentase
£ Al yrs = ] 350
20- 30 Yrs |53 §8.24
= 30 ¥rs 123 [ Rd6
Paniy
Primsipasa 47 474
Multipary 730 3138
Girand Multipara 1 {h.54
Clccupation
Haomne maker | THS 51499
Munual lebourer 430 ings
Office worker 215 1546
Gestaticonal age w the time of C-Section

| Preterm 18n [ 100
Tenn sl i 54

| Post dated 12 nm

| Mo Information L] 041

Table-111: Indication for all Caesarean
section

[ Indicztion ' bumber | Puu:enmﬂg&_
Previvss ane Caesareen wetinn Ll 340
Previos ww ar more C- section | 48 130 |

| Fostal detress [ IR .12

| Cephale pelvic disproparicn 8 fi.15

| Pt e prenimncy L a9

| Hypertensive disonder of pregnancy | 117 B0

| Rreech presendation Al 5.4

Trunvers le 6 [0d
Failed inductioa _ |49 {2

' Flogting foetal head i L2

| IUGR k] 127

| Prom 9 A7

| CHigobydramepos 1 LSt

| Comtracied pelvis 'y 1.5l

| Preciciss pregnancy | 18 I

| Twin preenancy |13 {150 |

| Proloag lshour 1 20 |

| Dlsingcred labsur S )

U APH 4 I

| Bad ofwletric hissary 13 {035

| Elderly peimi [ X
Dieflexed head 5 {133

I_F_aﬁg_pqﬂnlaljm 2 il 14

| Hand penlapse 1 i.l4

{ Ciod ﬂr'IIlE - | AT 2
Fuiledd induction | 13 JtE

Materza] digirets 7] i

Bhéss dncoenpatibiliey
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Discussion:

Increased caesarcan rate is a major health
concern warld-wide, which has increased
from 5-7% in 1970 10 25-30% in 2003 [13].
The caesarean section rate in our study was
42 88%, Different studies in different
countries revealed cacsarean section raes
32.6% in India. 274% in China, 51.6% m
Brazil and 57.3% in Mexico [14.15,16.17]
which were compatible with this study. The
reason for this high rate was probably,
because ours is a referral hospital which
received complicated pregnancy from
periphery, The most common indication for
caesarean section in our study was repeat
caesarean section (34.11%) in woman with
pne prior caesarcan section. A mal  for
vaginal birth after a previous cagsarcan
section (VBAC) is considered safer than
routine repeat caesarcan section, But it 1s
unfortunate that there is currently less
enthusiasm for VBAC by trial of labour. It
is evident that caesarean sectiom 15 doctor
friendly, VBAC is not[18]. RCOG
recommended that all women previousiy
delivered by one lower segment cacsarean
section should be offered an oppoertunity to
labour during their next pregnancy by
promoting a trial of labour [19]. But here
the decision for primary caesarean section
is important and every effort for vaginal
delivery should be made in primigravida by
a carefully supervised trial of labour.

The reasons for caesarean section in
women with one prior ¢- section were
mainly short inter pregnancy interval of
6-12 months, post-dated pregnancy and
poor monitor facilities during labour. Tral
of Iabour was given only to woman Wik
came in active phase of labour with a
cervical dilatation of > 3 cm All these
factors lead to a mise in repeat sections.
Many studies have recommended that the
option of YBAC should give o women
with prior one scar [201].

Joumal of Satkhira Medical College

In owr study another common indication
was foetal distress (8.12%) which was
compatible with Indian study[21]. The
zold standard method of estimation of
foctal distress was not done in our set up.
We had for foetal monitoring been
cardiotocography. CTG 13 known 10
overestimate the foetal distress. The
accurate method of estimation of foetal
distress 15 foetal scalp blood pH
sstimationf22].
Next common indication for cacsarcan
section was Breech presentation (5.64%).
In some countri¢s caesarean seclion rate
for breech is now the order of BO%. This
wend has implication not only for the
index presnancy but increases the chance
of repeat cacsarean section in subsequent
YT TR Y §23)
This was also evident from our sudy also
wherein PIH zccounted for 8.04% of
wection,  Other  important
indications for caesarean sectiofn in our
were PORM (6.67%) Post-dated
preenancy (5.92%) CPD (6.05%), which
were compatible with Shamshad study[24].
here were various studies that have
shevwn that mising caesarean section rated
does not indicate better healthcare either to
the mother or to her new born. Now with
these in-depth analysis of underlying
causative factors, mdications, adopting
sppropriate technical  and  remedial
mezsures can reduce the high caesarean
rate in tertiary teaching level hospital.
Conclusion:
Patient pressure and competing private
interest play an important role in the
decision making process of caesarean
wection.  So awarencss should be raised
among the providers as well as among the
pregnant  women and their families
regarding the potential dangers associated
with delivery by caesarean section.
Women with prior one scar should be

CACSATCan

sipaly

(48]
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given trial of VBAC after careful
assessment; care provider should need to
relearn the art of instrumental vaginal
delivertes and external
(ECV) as an wmportant step
reducing caszarean section rate.

cephahic version
towards
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Septoplasty Under Local Anaesthesia in
Satkhira Medical College Hospital

MZ Islam', ARM M Haque'!, NP Shannyal?,
MK Arefin Y, MK Patuari', HK paul ¥

ABSTRACT:

Introduction: In Bangladesh the septoplasty is a common ENT surgical
procedure. Aim: To report our experience in the appropriite management
of nasal septal deviation Satkhira District. Patients and methods: A
retraspective study was carried out in 90 patients with symptomatic
deviated nasal septum who underwent septoplasty in the ENT Unit of
satkhira Medical College Satkhira Bangladesh , from June 2015 to Jan
2007, All patients were operated under local anesthesia; a Killian's
meision was used in all patients. Results: A total of 90 patients, aged
16-40) years, 75 male and 15 female, underwent septoplasty for deviated
nasal septum, The observed probable causes were: not established in 50
cases and traumatic in 15 cases. The essential symptoms were: nasal
obstruction, facial pain. vasomotor rhinorrhea, The total disappearances
of the preoperative symptoms were observed in 90% of cases and
increased moderate in 105 of cases, Conclusion: Despite its rarity in our
umit, the septoplasty is a procedure that must occupy a significant place
in rhinologic surgery of our country considering the results of this study,

i’e_um::-rds : Seproplasty, Deviated nasal sepium

I By, M, Zahidwl Isdam, Asstt. Professor, ENT, SMC,

1. . ARM Morshedn! Hague, Semior Consultant, ENT, SMCH.

2 I, Narayan Prosad Shantiyal, Aistt. Professor, ENT, SMC.

3. I, Mostafo Kamal Areffn, IO, DMOH.

4, Dr. Md, Khabir Uddin Patuari, Asstt, Professor, ENT, ShMC, Dhaka,
5 Dr. Horidas Kunwar Pael, Regisirar, ENT, SMCH.

Introduction Septal deviation can be carilage andor
Septoplasty  is &  common  surgical bonc; causes a narrowing of the nasal area
procedure performed by in the convex part with a decrease in

otorhinolaryngologist [1-4].
The nusal septum is a rare rectilinear arca;
it s often the seat of morphological

respiratory tield (linear thickeningl; the
overall impact on the human organism can
then occur secondary to this condition

abnormalities  that  cause  functional  [3,7.8)

disorders [5-7], Some people are born with o bent septum
Major anatomic variants leading 1o overs acquire a bend as 4 result of ranma
pslec-meatal  obstruction are  devigted [6,9].

nasal septum. concha bullosa, paradoxical  Osteal obstruction may lead | wid

meddle twurbinate and infra orbital {Haller
cell) [6].

(51)
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growth of the pathogens [5,6]

join; there 15 4 tip of the nose without
S Ll

Diagnosis-is often delaved. in the ropic
aren most patients are seen before by othe
health professionals not specialized in the
field of ENT discases, This state of doin
favors a non-adequate care based
poorly adapled treatments for these
patients with deformity of the nasa
seplum: iterative treatments 1o the nasal
mucosa  (nasal drops  vasoconstrictor
inhalation of often
traditional); such a sitwation can only
complicate an eveniual surgery of the
nasal septum.

Aim of study

To report our experience in the appropriate
management of nasal scptal deviation in
Satkhira Medical College Hospital under
Local Anaesthesia

Patients and Methods

A retrospective study was carmed out in
patients with symptomatic deviated nasal
septum who underwent septoplasty in the
ENT Unit of Satkhira Medical College
Satkhira Bangladesh | from June 2016 to
Tune 2017 , All patients were operated
under local anesthesia; a Killian's incision
was used in all patents. Our exclusion
crileria were patients suffering from
medical problem ({e.g. uncontrotled
digbetes and hypertension, heart problems.
coagulopathies and those case done under
General Anacsthesia

Informed written consent was taken from
cvery patient. A detailed examination of
the nose, throat amd ears was performed
Laboratory tests wers carried oul on
patients before surgery, and systemuc
diseases were not prescnt in any case
X-ray examination of associated paranass
sinuses and nasopharynx was also done
i Figure 1.

loxic  substances

Journal of Satkhira Medical College

o el gty =-d simusEs

Freure |: X-ray of sinuses

axdl symptoms are evaluated.

T STTgecal v Cedure
All patienis were operated under local
i pesthesta of the nasal mucoss
Infiltration anesathesia with 2% xylocaine
- Premedhcat vas conducted one hour
before the operation by Inj Diazepam /M ,
Tas K " Tl
i . — A TR
E WIS wis used i all
- A cisions were sutured using 30
- The nasal packing impregnated with
antisotic ointment was removed afier 48
- Afi= surgary, antibiotics  were
res ended 1o all patients for 1O days.
and oral analzesic, nasal saline lavage and
anti-inflammal iy Ereaiment s used as
Results

Between 2015 and 2017, a total of 20
patients. aged 16-40 years, 75 male and I3
female. underwent septoplasty for devialed
nasal septum. The observed probable
not established 50 cases
15 cases. The essential
SYMPIOMSs  were: nasal obsiruction, facial

L =1 =

- LIS

amd  traumatic
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pain, wvasomotor thinoerhea. The total
disappearances of the preoperative
symploms were observed in 90% of cases
and increased moderate i 10% of cases.
Short and long-term postoperative were
simple. Minor hemorhage was observed
in few cases 10 patients (11.11%) have
only benefited a nasal packing and 3
patients {9.10%) had a septal suturing and
a nasal packing. All patients were able 10
join home 24 howrs' time afier the
operation. The total disappearance of the
preoperative sympioms were observed m
OG0 of cases and noreased moderats @
10% of cases.

Age distribution
13 - 200 yr= ! _]:ff

21-25 vrs 35
26-30 y1= % )
31-35 yr5 15
36-40yrs 2

Complications

| Haemorhage 10
Septal haematoma 7
Vasovagal attack b
Cardiac arrest |

Discussion

Scptoplasty 15 onc of the most widely used
sergical methods for comection of septal
deviation [8,10]. Many obstructive nasal
disorders are caused by the sepral
deviation. Management for the traumas of
the nose n distant areas far from the
hospital structures specialized promotes
huge problems and most patients remain
with their deviation from the nose without
early comection after a trawma.Our study
will no doubt allow emphasis on this
neglected rhinological pathology  and
which negatively influence the guality of

Journal of Satkhira Medical College

life of panents.

This study confirmed the role of the
septoplasty in rhinologic surgery within
our unit despite the inadequacy of the
miedical equipment; this is a surgery that
does not generally reguire expensive
mcans that can represent an obstacle 1w s
realization in such a unit like ours.The
majority of our patients is male with an
average age of 26 years, confirmed
DU TR $ dealing  with  the
septoplassy [29.111.The main indications
of the devianon of nasal seplum surgery
mainly by traumatic,
compesstal malformative etiologies [1,3,8].
The bow rate reisted 1o trauma in our study
be explained by the
nder the mod paticnls have nol been able
o peeent of set sde a history of nasal
pre cas=sl

WOrks

3 e AR |
ST LEEEUTI PR [

maly - e coulkd

Comresdicanons o the septoplasty apart
from e mberesd inoany iNEErYeniion.
comcorn mnEnly  undcy
s ssthors @ this age, the development
ol the facal skeleton s incomplete and it
ks a nsk for reproduction of the deviation
(136 ] Dewiahions of the nasal septum
may 0 comcem two portions of the septum
{camilage and bonc) or onc of the two
[36] Deviation at the level of the
canmilagimous portion was especially found
our patients as is the case in some reporied
works [ 1.2]

The svmptoms caused by septal deviations
are entrely the result of their effects on
nasal function. The dominent symptom
heing nasal obstruction, but this is ranzly
severe enough 1o cause anosmia [6)

The cffects of septal deviation are not
negligible: nasal obstroction, mucosal
changes, neurological changes [2,3.6].

The main symptoms observed in our
patients (nasal obstruction, facial pain,
catarrh) are uwsually those found in the
literamre [1.2.6].

age |8 vears, for

(53)
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Our  paticnts  presented  primarily
symptoms of deviation of nasal septum of
type 2 and 3 according to the classification
of Cottle [2,10]). Conle classified sepial
deviation in 10 3 [ypes L2

13 Simple deviation: only mild deviation
with no obstruction and it is the mos
common type seen

2} Obstrucdon: here the deviaied scpium
wouches the wall, but on
vasoconstnctors e
turhinate shrinks and the obstruction is
relieved

1) Impaction: massive angulation of the
septum with & Spur.

Surgical ftechniques for deviated nasal
seplum’ arc diverse they relate mainly to
used anesthesia, the incision of the nasal
septum, the packing of the nose, the suture
of the cartilage, the postoperative
follow-up [1-3.9].

Submucosal resection of nasal septum 15
ideally performed under local anaesthesia
[3.8].

All our patients were operated under local
anaesthesia, mode of anesthesia that we
considered  suitable to our technical
conditions bearable on the cost plan and
reassuring for our patients whose most
don't have too much confidence in general
anesthesia. A non-negligible number of
operalors have recolrse.

There are several types of incision of the
masal mucosa for the sepioplasty: Killian,
Passow, Halle and Freer Incisions |7.10.].
Wa opted for the Killian™s incision
Killian's incision is preferred for sub
mucosal resection operations, it's the
commonly used incision [2,3,8]. It is an
obligue incision given about 5 mm above
the caudal border of the septal cartilage
2]

The peculiarties of the septoplasty are
variously cited according to the authors:
difficult detachment caused by a carilage

lateral

deconzeshon  with
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deflected  in  various  directions,
complicated crests, pre-existing
perforations, anterior

eulvanocauterization, adhesions ol seplal
cartilage (nsk of perforation) [1-3].
Opinions are divided on a nasal packing
rmponade or 2 suture of the nasal septum
during @ sepioplasty .

snterior nasal packing is done routinely in
nasal surgeries, particularly i
seproplasty [3.8],

History of nasal packing after rasal
surgery falls back to 1847 in the time of

AN

Gustay Killian of Germany [11] and Otto
Tiger Freer of USA yet systematic sub
mucosal  resection (SMR) and nusal

packing was started in 18582 by Ephraim in
Chicago and Peterson in  Germany.
Different types of nasal packing have been
used like ribbon gauge soaked in bismuth
iodoform paraffin paste, liquid paraffin,
antibiotic ointments and others. Mumerous
other agents like polyvinyl acetate sponge
(merocel), Nasopore  (hioresorbable
dressing), various balloon  tamponade
devices are also available

Masal packing afier septoplasty has been
used o approximate septal
mucopericondrial flaps mechanically, to
prevent bleeding and septal haematoma, 1o
support  the septum. to  stabilize the
repositioned cartilage and bone fragments,
and to prevent synechiae between the
septum and lateral nasal wall [3.5.5.

But few studies suggested that nasal
packing is nol necessary after nasal
septoplasty as it causes discomfort when 1
is being remaoved

Thus seme authors opt for the suturing the
septum after septoplasty has the advantage
of eliminating discomfort for the patients.
has minimal complications and the
hospital stay is less than with the nasal
packing [1.].

Whereas the conditions of the tropical

(54
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environment with its adverse impact on
the nasal mocosa, we especially preferred
mmtenor nasal packing. Thuos all of our
benafited of 4 the nasal
packing withou! suture and three patients
fad in addition to packing a suture of the
usil septum to bewter approach the flaps
atter a difficult seproplasty.

This approach allowed a perfect mastery
of bleeding associated with the chirurgical
procedure and all of our patients have
joined the home after 8 hours of
observation. We have removed the
packing in our patients on the 3rd day of
the intervention with virtually no observed
bleeding contrary to the approach taken in
the majority of studies that have
mentioned a nasal packing maintained for
48 hours.

The septoplasty complications may oceor:
synechiae. perforation, and deviation from
the Mucosa, often very serious epistaxis,
rarely an  intracramial  complication,
thrombophlebitis of lower extremitics
causing a pulmonary complications...
[1.3.6.8]

A well suitable surgical technique allows
o make it bearable and beneficial for the
patient  and reduce the risk of
complications [2.3_].

We have observed minor intraoperative
bleeding in the majority of cases and our
postoperative suites were simple without
major complications. In 3 cases we
observed Vaso vagal shock  and in I
patient we observed cardiac amest before
incizien and post ponned the procedure
and ensure effective resuscitation .
Conclusion

patients have
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Cranial Anthropometry of the Santhal’s and
Bengalis in Bangladesh

MRI Shah!. MHH Chowdhury’, SP Biswas™
SHMS Aziz', MM Rahman®

ABSTRACT:

Context: The cranial anthropometry alse called cephalometry, is the
dimensions in which the length and breadth of the head are measured 10
find out the racial and sexual difference. Cephalic index also gives
snformation about some disease condition. The Santhal s, our study
subject living in north-west zone of Bangladesh are usually recognized as
an ethni¢c group, because they have separate identity and their physical
appearance is distinctive 1o some extent, The aim of this study was Lo
compare the measurement between the Santhal’s and Bengalis and with
the other races from previous available data.

Study design: The study was an observational, cross sectional and
descriptive in nature with some analytical component.

Smdy seiting and study period: The study was carmied out m Rangpur
Medical College under Rajshahi University during the period of January
to December 201 2.

Selection of subjects: 100 adult male Santhal's and 100 adult male
Bengalis from deferent areas of Dinajpur and Rangpur districts in
Bangladesh.

Aethods: Cranial dimensions, such as head length and head breadth
were measured using Sliding and Spreading caliper and cephalic mdex
was calculoted.

Results: The head length and head breadth were significantly higher in
the Santhal's than the Bengalis but the cephalic index of the Bengalis
were significantly higher than the Santhal's. According to cephalic index
the Bengalis were mecocephalic to hrachyeephalic type and the Santhal’s
were dolichocephalic to mecocephalic type.

Key wards: Anthropomelry. Head length. Head breadih. ephalic index.
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Introduction:
The anthropometry is the science of

measuring the human body and its parts.
The cramofacial anthropometry involves
measurement of the skull and face[1]. By
studying various methods such as cranial
capacity, cephalic index and observation
like craniometry have beenused to
determine the racial trait in  pasi[2]
Craniofacial anthropometry is an important
technigue wsed in both physical and
clinical anthropology. It is very important
for the study of human growth and
variation m difference raceses and also for
clincal diagnosis and trearment[3]. Several
study have investigated the anthropometric
characteristics of the different ethnic
groups[4]. Information is scares on the
anthropometric status of various tribal
population and there is no any craniofacial
measurement or research data among the
Santhal’s population in Bangladesh, The
Santhal’s are known as onc of the oldest
and largest indigenous communities in the
northwestern belt of Bangladesh. They are
largely seen in the northern districts of
Dingjpur, Rangpur, Naogon, Thakurgaon
and Panchagar|5]. The Santhal's are
dolichocephalic  means  long  marrow
headed, their speaking language is
Santhal's that belongs to Austro-Asiatic
sub family of the Awstric famaly[6],
Records on cephalometry of the Santhal’s
tribal population is very scanty specially
the measurement like craniofacial profile.
Also, there is no comparative study
between the Santhal’'s and Bengalis in
Bangladesh. So, the present study thus
attempted (o document the cranial
anthropometric measurement and cephalic
indices of the Santhal's population and to
assess the type of head and their cranial
measurement in relation o the Bengalis
and to determine their status in relation to
other population studied elsewhere,
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Methods and materials:

The study was descriptive observational
cross-sectional in  nature with some
analytical component carried omt in
Anatomy department of Rangpur Medical
College in the season of Januarv to
December 2012, The study subject
consisted of a random sample of 100 adul
male Santhal's and 100 adult male
Bengalis age between 25-45 years residing
at different locations of mithapukuer and
badargang of Rangpur district and
parbotipur and nowabgang of Dinajpur
district. Most of them were illiterate so
their date of hirth was recorded from
national D card. Age was calculated by
subtracting the date of birth from the date
of data collection. The Santhal's and
Bengalis mixed in orgin, history of
congenital cranial  anomaly, major
cramofacial trauma, cranial re-constructive
surgery that might affect the measurement
were excluded from the stndy. The
variables were head length (maximum
cranial  length) from glabella to
opisthocranion (g-o) and head breadth
imaximum cranial breadth) from enion o
enion {e-¢). Measurement of the two
variables were taken by physical
procedure &nd the cephalic index were
calculated as a percentage of head breadth
to the head length.

The head was than classified according 1o
the cephalic index and compared to cach
other and with the other ethnic groups
describe clsewhere.

Procedure of measuring the vanable: By
using  spreading  caliper physical
measurement were taken at a fixed time
between Sam 1o 5 pm to eliminate the
discrepancies due to diurnal variation.

The following measurement were taken

1. Héad length: it was measured from
glabella to opisthocranion {(g-o)

2. Head breadth: it was measured from

(57)
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3. Cephalic index was calculated from the
percentase of head breadth multiplied by
head length

All the measurement was taken twice, the
final value that was used in the smdy was
averagze of the two-obtained value.

2.3 Dara processing and analysis:

After data collection, their frequency
distributions, central tendency and
dispersions was deternuned and result
were prepared in terms of frequency,
ranges, mean and slandered deviations
using SPSS versionl3.0. Un paired T-test
was done to compare the mean value with
each other and with the other ethnic

groups.

Results:

In case of head length, the mean value was
significantly higher in Santhal’s (18.75cm)
than Bengalis (18.4%cm) (p=0.00) table
1.1. Both groups were classified according
to maximum head length. It was found that
7% of the Santhal™s and 60% of the
Bengalis belongs to very long head length
ovpe, this was followed by long tvpe in
which the Santhal's were 27% and the
Bengalis were31% (fig-1 a and h)

Agan, the hesd breadth was sigmificantly
higher in the Bengalis (14.82cm) than the
Santhale’ (14.5Tcm) (p=0.00) table 1.1.
Both groups were classified according to
head breadth, and were belongs o the
middle type. The Santhal's 62% and the
Bengalis 605 more middle type. Where as
19% of the Santhal’s were narrow vpe
gnd |8% of them were wide type. 7% of
the Bengalis had narrow type and27% had
very wide tvpe head. Fig-2 a and b.

In case of cephalic index there was
significamt  difference between the
Santhal’s and the Bengalis (p=0.00).

The mean cephalic index of the Santhal’s
(77.78+3.0) was significantly lower than
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the Bengalis (B(L19 3.4) (1able 1.1). Both
groups were classified according to
cephalic index. The Santhal’s and the
Bengalis respectively were mecocephalic
56% and 55%. though 29% of the
Bengalis were brachycephalic and only
12% of the Santhal’s were in these ypes.
Whereas 31% of the Santhal's were in
dolichocephalic group and only 10% of
the Bengalis were in these group. So
according to cephalic index the Bengalis
were mecocephalic o brachycephalic type
and the Santhal’s were dolichocephalic to
mecocephalic type. Fig-3.

Table 1:1 Diswibution of the subjects by
cranial measurements

i Slibnects Vel
Vanaks  oomaly  Bengls (= 0ASP
Momcad BEL0N BSEON o
fength (cm) TN (710
Mimcid L0 WREOSL o
beadbfem)  (B661) (34163
Cephalic mdex L0 0152 34 {0

(TI23-45.04)  (T3.62-050)

*p values reached from unpaired r test
were found to be significant at 5% level
Result are shown as ranges and mean
SDs,

n=100 in each groups

< iy "o 1 Ll
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Fig. 1. Pie diagram showing percentage
frequencies of different types of cranial
length. The wvalues within parentheses
represent cranial length in the a) Santhals
and b} Bengalies.
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Fip. 2. Pie diagram showing percentage
frequencies of different types of cranial
breadth. The valuss within parentheses

represent cranial breadth in the a) Santhals
and b) Bengalies.
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Fig. 3: Dismribution of subjects by cephalic
Index

Discussion

Discussion on head length and head
breadth

The findings of the present study

regarding cranial (head) variable were
compared between the Santhal's and the
Bengalis in Bangladesh and with the
findings of various other ethnic groups.
The Santhal’s were proto-australoid on the
basis of anthropological origin[7] but the
Bengahis were australoid tvpe 4. The mean
head length of the Santhal’s (18.75 0.59)
were significantly hizher than the Bengalis
{18.49 (1.58) table 1.1.

According to the head length type the
Santhal's were mostly in verv long head

Jeurnal of Satkhira Medical Collegs

length group (70 %), the similar very long
head length  type  were found o
Malaysian[®], Syrian|9], MalayIndian[10],
karkar]11], lufa[12], croasian|9], Santhal’s
of west Bengal[6], Latvian[13] and
Bengalis in Bangladesh.

In case of head breadth the mean value
were lower in the Santhal’s (14.5 (1.46) than
the Bengalis (148 051) table 1.1.
According to head breadth the Santhal’s
were belongs to middle type (60%). Similar
miiddle type of head breadth were found in
onges| 14], gurung[15],  karkar[11],
lufaf12]. and Bengalis in Bangladesh.
Discussion on cephalic mdex

In the present study, majority of the
Santhal’s were mecocephalic or medium
(56%) followed by dolichocephalic or long
narrow  head (31%) fig-3.  Similar
mecocephalic head were found n the
Bengalis in present study (55%) these
were [ollowed by brachycephalic or short
head type (29%) fig-3. So according to
cephalic index the Santhal’'s were
dolichocephalic to mecocephalic  type,
whereas the Bengalis were mecocephalic
to brachycephalic type. Bhatia et all-2006
reported that the Santhals” of india were
dolichocephalic  but  tendency 1o
mecocephalic. The Santhal’s and the
Bengalis In Bangladesh and the Indian
were proto-ausiraloid nearest o the
Caucasoid pgroup. So thes¢ support 10
Bhasin{2006) [4], who described - as
mecocephalic to brachycephalic.

Conclusion

The study showed that the adult male
Santhal’s of Bangladesh are mostly very
long head length, middle head breadth and
dolichocephalic to mecocephalic, whereas
the Bengalis are very long head length.
middle head breadth and mecocephalic to
brachycephalic. The two communities
studied, though belongs w nearest race

(29}
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(australoid) showed sionificant variation
possibly due to mulifactonial etiological
cause, which play significant role. The
study may be useful and essential o the
researcher, elimcian, anatomist,
anthropologist, nutritionist and forensic
expert in respect (o their field of swdy.
The data may also provide as the basi
framework for estimating the standard of
the cranial dimensions.
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