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Chikungunya fever

KG Mostafa

countdes in the southern Indian Ocean
such as the French Reunion Islands,
Mauritius and Seychelles have also been
reporting large scale outbreaks of CHIKV
infection in 20066 .In Sri Lanka, CHIKV
has appeared after an interval of 37 years.

The severity of the current outbreak can be
atffibuted to the absence of herd immunity
in the affected population. After an

incubation period of 2-72 days there is a

sudden onset of severe headache, high
fever (>40"C) with chills, fatigue, muscle
pain, joint pain, nausea, vomiting and
rashl . This acute phase lasts 2-3 days.
The temperature may remit for 1-2 days,
resulting in a "saddle-back" fever curveT .

The arthralgias are polyarticular,
migratory, and predominantly affect the
small joints of the hands, wrists, ankles
and feet, with lesser involvement of larger
joints. Pain on movement is worse in the
morning, improved by mild exercise and
exacerbated by strenuous exe rc ise.

Swelling may occur, but fluid
accumulation is uncommon7 In his
original report Robinson mentioned fever
(l00Vo), arthralgia (10070). myalgia
(97 9o), headache (847o) and diffuse
maculopapular rash (33%)2
Dermatological manifestations observed in
a recent outbreak of Chikungunya fever in
India include maculopapular rash, nasal
blotchy erythema. pigmentation on face
and extremities. lichenoid eruption and
hyperpigmentatlon in photodistributed
areas, multiple aphthous-like ulcers over

(4)

EDITORIAL

Chikungunya fever (CHIKF) is a viral
disease transmitted to humans by the bite
ol inlected mosquitoes. Chikungunl a r irus
(CHIKV) is a member of the genus
Alphavirus, in the family Togaviridael
The disease was first described by Marion
Robinson and W H R Lumsden in 1955.
following an outbreak on the Makonde
Plateau, along the border between
Tanganyika and Mozambique, in 19522,3.
Its name comes from the Makonde
language of southern Tanzania and
northern Mozambique on the east coast of
Africa. In Makonde, chikungunde is said
to mean "that which folds up" and refers to
the crippling of the joints2 The virus
circulates throughout Africa, with
transmission thought to occur mainly
between mosquitoes and monkeys 1

Genetic analysis of CHIK viruses have
revealed two distinct lineages, one
containing all isolates from western Africa
.rnd the second comprising all southern
rnd east Afiican strains. as well as isolates
fi.rm -\sia4 .In Asia, virus strains have
:e:n isolated in Thailand in 1960, India in
-;r-:. Sri Lanka in 1969, Vietnam in 1915,
\1...:r:r--,ir in 1975 and Indonesia in 19825
.CHlkt- Ji\pla)s interesting
epi Je r:: i...,-,_. :.- ;l protiles: major epidemics
appe.rr ;:'.- .1>r:Fear cvclically, usually
ri ith an inter-:::J::lic period ol 7-8 years
and son.ietimes ;: ri,ng :s l0 1ears5 . It has
been eslimated th:i ..rer 1E0.000 cases
have occurred in lndr" >ince December
20056 . Apart liom India. several small
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SCrOtLlmr Crural areas and -1\r I ,

lymphoedema (bilateral/uni_",e:..
multiple ecchymotic spots r.hi_.::- .

r esiculobullous lesions : - _:..
subungual haemorrhage and : l-. :

urlicaria8 Pedal oedema i: oh.-.... . - :

many patients, the cause of uhich :;:-._ .

obscure as it not related :: :

abnormaliliesS "Silenr" C:--:-.
infections do occur but their frec.-::-
nol known I . Acute CHIKF rr pi,-.
a few days to a couple of u eek. : -. . : :
patienrs ha\e prolonged trri--- ._.-.-=
5everal week: I Addirion,. ...
patienls have reported incf,prill--:- -
pain or arthritis lastin_s r'.,r ...
monthsl The prolonged . :- . _

associated with CHIKV is n..: :. : , _

denguel The s1 mprorrr. .rr :. I :

c lin ica lly indistinsui.hi'.1,. . -
obsen ed in densue irr ..:-
simullrneou. i:ollio.t .,. : ,: __- _ - -

chikungunva flonr rl-. ..-, .

patient ha\e h(en T-:. :1- : .-_ - .

presence oi tl:rl nr;-- '. I .-.
i\ \er\ intf,'r1r"- . -:--. _ -
dcn g tre rr, . C11..r'.
Jcn:rr.'. '--.- - .-
'. 1.. . :... '--:

,. .. ,, -.. . ..

..,:

inr.'.. -- :. --- - .- -- - .- .

thc.c ;i.e. .:. ..:- -t..-

petechial haentrrrrr._:: - l.l
chikun-sunrr i. i .-.. :-.
illness6 HL,\\.\:J. -:.: j--
complicltions .;-:
tneningoencephaliti. hr, r h:.: - :: -.-,.-
a small proportion ol patien:. :*:_.,_-- :i_.-
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trr:t Indian outbreak as well as the recent
F::rch Reunion islands outbreaks I 1.12.
\ L:ler to child transmission of CHIKV
, -:. :eJ!)rded during the recent French
--.:-.::. r i:1ands outbreakl2 . CHIKV is
- : ... :riective and disabling but is not
:-_ . ti>:ble between people, being
. -:- j -,. .:: bite of an infected mosquito.
'.1 -, : :i fe!'Lrme infected when they

- tr rt)n infected with CHIKV.':- :, :- .:_,::lOe-. Can then Spread the

:- -::, :-. ,$hether clinical or' .:;-.. :Lr confer life-long
- - -:. jrqlpti. a household

- -i : _: .-t j :g,rress jYe daytime
_r. :-:-rr Lrf CHIKV to

- - -:-: rriar also play
- : ..: ::- . The above

, : :,. ..-.: dengue
. --i ...:tjl

: :r:-,. bUI

- :-.::::-
- --:.:-.;-::

-i

, . .-, . .,: ', \L
' : - - _ _ .-j. :: i:ie.ted aS

- . . :--: pitlentsT
- --: - -_1.1 .:.::l..dies are readily

. -.':-'. tLIS.r in parients
- - - . r r-. CHIK int-ection and they

- . : .:- :\c-a.iS of 6 monthS.
- : :-:-:.-::niLiion inhibition (HI)
- : l.:. ;rppear with the cessation of

:,:::-.;". \11 patients will be positive by
:.. -i ro 7 ol illness. Neutralization
,:::rodies parallel HI antibodiesT No
.:ec illc antiviral treatment for
.-hikun,eunya fever is availablel
Treatment is symptomatic. Rest, fluids.
and paracetamol may relieve symptoms of

(s)
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-;'. :i ;nd iching. -\sPirrn should be

"r tridedl \loYement and mild exercise

tend to improve stiffness and morning

althralgia. but heavy exercise may

exacerbate rheumatic symptoms' In
unresolved arthritis refractory to

non-steroidal anti-inflammatory drugs,

chloroquine phosphate (250 mg/day) has

given promising resultsT . No vaccine is

available against this virus infection'

Prevention is entirely dependent upon

taking steps to avoid mosquito bites and

elimination of mosquito breeding sites3 '

To avoid mosquito bites: ' Use insect

repellent on exposed skin. ' Wear full
sleeve clothes and long dresses or pants to

cover the limbs. 'Have secure scrgens on

windows and doors to 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

such nets can be improved by treating

them with Permethrin (PYrethroid

insecticide). ' Curtains (cloth or bamboo)

can also be treated with insecticide and

hung at windows or doorways, to repel or

ki1l mosquitoes. ' Infected persons should

be protected from further mosquito

e\posure (staying indoors and/or undsr a

mosquito net during the first few days of

:llness) so that they can't contribute to the
'-.r::rrisrion cycle I . To prevent mosquito

:::edine Aedes mosquitoes that transmit

::.:i::riun\a breed in a wide varietY of

-:--:::-.i,i3 containers which are common

::r-:.1 :jllan d$ el1ings. These containers

--ir--' -:ra'.\,ter. and include discarded

tlre:. i----.;:::r\is. old oi1 drums, animal

$ater IIO-:::. i'rteI Storage veSSelS, and

plastic forrd :,:t:"iners. These breeding

sites can be ei:;rll::ted br': ' Draining

water from cLrLllers. I.1nks. barrels' drums

and buckets. etc. ' Empq lng coolers when

not in use. ' Removing liLrm the house all

Journal of Satkhira \ledicai College

objects, e.g. plant saucers. etc. $hich ha\e

water collected in them ' Cooperating s ith

the public health authorities in

anti-mosquito measures. CHIKF is

generally not fatal. However, in 2005-

2006, 2OO deaths have been associated

with chikungunya on Rdunion island and a

widespread outbreak in India8 It is

recommended that acute CHIKF be

monitored and managed 'in the same way

as DF/DHF.
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Ctinical Presentation in Gonococcal Urethritis and

f "tifGi. 
S ensitivity in Gonorrhea- ou r experience'^*:" i" SutXt i.u Medical College Hospital'

H. Chakrabartyl, qA Ahmed 2, T K Das3,

MS Rahmana, S. Zahans

ABSTRACT:
Obiective: To see various teatures of Gononcoccal 

-Urethritis 
and assess the

;3iili'dil;i"in'rna- *rt*" L'tt i' 
"ut"t 

of Gonorrhea and to see the

;,i;iil; .itirtrt""-p"tt - in it'"t, in our local population (Satkhira District

S#k'iHi'H;,fi, il;.p""t*;;i' seri's' Plaie- and-duration of studv:

6"r*,"itri"i Bematol;gy . luitr'i'u medical .College Hospital ' Satk}ira '

tlfili,aXii .i,riziiii" iiEJ.,u"i :o l6' Materjals and methods: rhe studv was

carried out in the outpafient i;;"t"ltlgy .depafiment' It 1T ^ 
prospective

i"iir. or" r,"rJ*a Jiiicativ toilt"t"a iititnit or Gonococcal urethritis were

il:iii;'i;fi;Jilv. ii"1"lrla tti'ttttv iricluding history of sexual contact was

ffi;;.6;";;i uJ"y*t"-i" pttvii"ui 
"t.u-lnuion 

was carried out in a1l the

Datients. Dermatological 
"*uln'inution 

including. examination of external

5ili;il ;;';; i"on". rn ali tt.'tse patients lollowing. investigations were

f;iil;iil. il,ffi;iliJ. .-" i,"ii'i' 'complete blood.counts' pus sample

#"r'l"ff"""iLJiiii- 
"*t"'.nut 

o..it.,tJ rn.utm ty iwo sterile inocrrlating.loops on

;;;;i;;;;;.. slide tor Gram itarning whiclr was seen under the microscope

io, *t. pi.#n"" of gram-negative diolococci'
Results: A total ot lU0 purl"nt' t'iuing urethral discharge-and dysuria we're

studied. All the patients ,u.r. *i"' th? ug"t varied from 20 ro 40 years' the
"^i"ri?; u'.rtu- rq) years+s.t years' History ol illicit se^xual exposure was

e)icited in 43 (43?o\ put.no 'fG"a"'tioti of period of. symptoms ranged

i.i*.." i ^.a 
30 dayswith u .tun oi t2 8 days and a median of 12 days The

oatients with gononhea pr.."nilJ *itt' pululeirt discharge in 66 (667o) cases'

ffi"';;J;; ii- is Adca caies No'case t'ad anal or oral svrnptoms'

il:il'#;; rt''o*.a u reddenid extemal urethral meatus in 53(53%) cases'

Eiihil ;;;; isi%j .u.". strowea inraceitular djplococci on direct microscopy

;iflf;-;r; s*ear. Sixty-r'ii i6f iol ,u".t shbwed- growth. of gonococci.on

h;#';"i;*d; pus. N'' ";'; ;;' ;; to be HI\i positive' retracvcline

;JiJ;;;;;"'i, :+tssiJsrai"s'-i*i"itti' re9lqtange was seen in 25

iliq,i.i*i"itf N"isseria Cononhea' Five stains-( t l 5%) showed resistance to

Eilh;;;;i;. N;i".itt-". was seen with Cephalosporins 
.

Conclusion: Gram sta mg ",i "Ji*" 
i"i N"lsseriiGonorrhea are both useful

diasnostic rests for cono"oiJJ"or"*raii.. o-g resistance of Neisseria

ffi#il Jhish;th ;*;oi iltiuloti"t 
"t"ept 

f;r cephalosDorins stressing

the need for culture based tir"ffi "iJi"irr".iu&i" 
p."r"irtion of Gonorrhea in

.:,-: >.1 , :::1 .

Ketuords : Gonorrheal Gram stain; Culture; Urethral

l, Dr. Ha t,h ( tnLrubanl. q\tfl. Profe\sor, Dermatolog' SllC

). o . ooi 1'?t -Ahn.d..\,'ociate Profersor Medicine S'll(
1i. ir.ir.," x*" oa .{stn Prolessor, Paediatics,' SIIC --.^l.-i r. .i a.' i tr r-' * n a h nt a a'\ \ \n P rolc * o r' Pa e dia tric.\' 5'r I C

5. Dr. Shoiio Zohou. I ccturet' eonmuttiry l'edi'i'r? \ lt(

disclurge

(8)



ot lhe inJi\iLittl,,l .rnJ th::.:"-- .. .-:
ol lhe inleclion. Thc L,'Irlri L\:l-'-: .-.::; -

pus from genitourinar\ Pas:irs..
If standard cr-rlture media are ar iri"'0.: .:
the collection site, the specimen i. dire;:--.
inoculated and is placed in an atmo:ph:r;
containing 5Vo CO 2 at 37"C. It is then

transported to laboratory. Gonocoiii :r;
lastidious in their grouth requiretrcnts.
Most of the times these are present alons

with normal flora [7]. The culture n-redia

used are, therefore, both enriched and

selective. For routine culture chocolate
agar base medium of good quality with 992

Saponin lysed horse/sheep blood and

inhibitors ( Vancomycin to suppress the

growth of Gram positive, Colistin to
suppress Cram negalive organ is m:.
Nystatin to suppress yeast multiplication
and Trimethoprim is added to inhibit
swarming by Proteus spp.) t8l. Antibiotic
treatment is an essential control measure

for Gonorrhea. Antibiotic lreatment i5

usually administered as a standard
heatment of a single dose of antibiotic.
The standard treatment regimen should
cure more than 957a of cases. Antibioti,-'
resistance in Neisseria gonorrhea. t.'
agents used for treatment has been :
continuing problem. So a sun'eillan;:
antibiotic resistance with a change in
treatment regimens when resistance occuG

in &gt5%o of isolates is recommended
Antimicrobial resistance in Gonorrhee
including both chromosomal resl<ra.n-e

and plasmid mediated :;.
increased wor'ldwide rec:::.
The aim ol the studr \:. -. . - -

Cram slain and ,- ---: .

Gonorrhoea ir, --:: a- - - -
the antibi,r l: a :-:::- -:

(e)

! Intr,.rduction

-: :-. ::ie: ,. a !-(jnlmLln SefUaill
.:.::',:r:riiied disease. $hich is caused b1

\ersseria sonorrhea. This is transmitted
Lreileen individuals by direct, usually
5e\ual contact. It is the second most

commonly reported communicable
disease, with more than 350,000 cases

reported annually [1]. In males the most

common manifestation of infection is
acute urethritis characterized by abrupt
onset of dysuria and a purulent urethral
discharge. The symptoms usually appear

within 2 to 10 days ol infection, but the

incubation period is someti.mes much
longer, and some men never develop
symptoms. The incidence of gonorrhea

declined significantly in most developed
countries 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

t2). Neisseria gonorrhea is highly
susceptible to adverse environmental
influences such as temperature extremes
and drying and it does not survive long
outside its natural host. which is man.
lnfection with Gonorrhea increases the

risk of becoming infected with HIV. This
is likely due to weakening of the mucosal
surface secondary to the Gonorrhea
infection [3]. The Gram stain and the

culture test are the two standard tests for
Gononhoea [4]. The Gram stain involves
placing a smear of the discharge on a slide
where it is stained with Gram stain and

examined for Gonococcal diplococci
under a microscope. It has high sensitivity
and specificity (over 90Vo in males) for the

diagnosis l5l. The cullure test is more

reliable but takes longer. It involves taking
:t 'rr.rb ol lhe dircharge. rolling it on to a

culture plate and incubating it under
speciirl leboratory conditions for 16 to 48 h

to let the Gonococci multiply [6]. For the



Gonococci isolated s ere te.ted ior
antibiotic sensitivitl using modit'ied Kerbl
buer technique [0]. The antibiotics
included Penicillin G. Tetracl cline.
Cefotaxime, Cefuroxime, Ceftriaxone and

Ciprofloxacin. Culture testing rvas done b1

growing bacteria on a nutrient plate and

then exposing them to known amounts of
an antibiotic to determine the bacterial
susceptibility to the antibiotic. The results

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 to 40
years, the average being 29.2 years+5.8
years. Majority of patients seen uere in
the age group of 2l-30 years (607o).

History of illicii sexual exposure could be

elicited in 36 (367o) patients whereas rest

of the patients denied it. There was history
of solitary sexual exposure in 26 (12.3Vo)

patients and multiple exposures in 10

(21 .1Vo) patients. The duration of
symptoms ranged between 4 and 30 days

with a mean of 12.8 days and a median of
12 days. The patients with Gonococcal
Urethritis presented with purulent
discharge (both frank and scanty) in 66
(667o) cases, and dysuria in 49 (49%)

cases,2 (2Vo) cases had unilateral swelling
of testis, 1 (170) patient had fever and

lower abdominal pain,23 (237o) patients

had erythema and swelling at extemal
urethral meatus. No case had anal, eye or

oral symptoms. Thirty four (34Vo) cases

had an elevated white blood cell (WBC t

count, in the range of 10,000-15,000/ pL.

Forty one (417o) cases had elevated
erythrocyte sedimentation rate (ESR) in
the range of 20-50 mm fall at the end of Ist

hour. Eighty seven (87%t cases shosed
intracellular diplococci on direct

i -::".-r iiines. Penicillins. Quinolones and

C:phaio.ponns in them.

\Iaterials and Methods
The study was carried out in the outpatient
in Department of Dermatology, Satkhira
iredical College Hospital , Satkhira ,

Bangladesh July 2015 to December 2016..

It was a prospective case study. One
hundred clinically suspected patients of
Gonococcal ureth-ritis 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-cu[ent illnesses were excluded from
the study. Detailed history of symptoms
and history of sexual contact was taken.

General and systemic physical
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 investigations caried
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 exefted to exude a drop of pus at

external urethral meatus. The pus was
collected 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 to air dry before it
u,as Gram stained. This was seen under
microscope for the presence of
Gram-negative diplococci. The other loop
s as inoculated onto a 1 cm circular area of
the cl.rocolate agar plate. The chocolate
esar contained Vancomycin and was
incubated in an atmosphere of 57o CO 2 at

-1-'C tbr 2l-,18 h. The growths obtained
, ::e identified rrith colony morphology,
l:.::'. .:rinins. HI\r test u'as performed in
, :-; :-,:i:lr: using Elisa rnethod. The

(10)



: a ]: :-. ,-.i Grin Stlined :nlear.
S:-..:.. -i.,.., (il'7 r cases shori ed ,srou th of
: r:-a,a\raJi L)r !-Lrlture of uretlll-al pus. No
:.ri3 \ .rs seen to be HIV positive.
T:tr:icrcline resistance was seen in 34

-< -i , :rririr:. Penicillin resi.stance was
.een in 25 (417c) strains of Neisseria
Grrnorhea. Five strains (11.57o) showed
re.i:tance to Ciprofloxacin. No resistance
.\ J. scen u ith Cephalo>porins.

Discussion
The duration of symptoms in our study
runged between 4 and 30 days with a mean
rrf 12.8 days and a median of 12 days.
Sor.ne others studies in this regard have
shoun duration of symptoms to be 8 days
to 2 weeks [8]. Men with Gonococcal
urethritis may present with any
;ornbination of symptoms [9]. In our study
rhe patients with gonorrhea presented with
purulent discharge (both frank and scanty)
h 66 (669o) cases, and dysuria in 49
-197c) cases, 2 (2Vo) cases had unilateral

su elling of testis, 1 ( 17o) patient had fever
rnd lower abdominal pain, 23 (237o)

pxtients had erythema and swelling at

erternal urethral meatus (Table 1). The
discharge was mostly present
spontaneously at the urethral meatus and
.r a leu case5 was elicited by exerling a

.liuht pressure on penis. The discharge
'''. iis scanty and copious, purulent or
rruco-purulent in consistency. In another
.L:.-h study discharge was present in 82
::r;ent of cases and dysuria in 53 percent
i rl. Unilateral testicular pain and

.. -11ing nrrl be the sole presenting
, ::rplaints of men with epididymitis, with
. 1-..-Lrmitant urethritis often discovered
:,:rng the history and physical
:-..::r-..:.r iiiLrn as it $as seen in 2 (27c) cases

.:. -: .:udr. \o ertra genital symptoms
,-:. :a.r in l.ur -.tudr'. History of sexual
:,: :-:a .:.:: !r-i1rr-e as it could be elicited
- .-: r. :..:. 'r.:.ti,'h mij\ be due tO

considering of illicit sexual cmmt r e
taboo in this part of n'orld. In our sm{' fu
highest incidence (6OVc) was found to be
in the age group of 21-30 years s'hich is
almost similar to certain other studies in
this regard. All the cases in our study had

urethdtis. No case had oral or anal
symptoms.

Gender Males
IVO llicit Sexual Contact 367o

Duration of Symptoms
4-30 days
Mean-12.8 days

Median-l2 days

Purulent Discharge 66%
Dystia 49Vo

Epididymitis 2Vo

Fever &amp; Lower abdominal
pun l%o

Erythema at External
urethral meatus 23%
Elevated WBC count, in
the range of 10,000-
15,000/FL.
344o

Elevated ESR in the range
of 20-50 mm fall at the end
of Ist h
411o

Gonococci seen on Gram
stain of Smear 87%
Positive Gonococcal
Clltlure 62Vo

Table 1: Presentation pattem in gonorrhea
patients, n=100.

Specific culture of a swab from the site of
infection is a criterion standard for
diagnosis at all potential sites of
Gonococcal infection. In male patients
with urethritis, the diagnosis can bE rnnlr
by direct microscopy ef 5rainsd smeas of,
urethral discharge. Cultures are
particularly useful s'hen the clinical



-:-:::-. ::: 1: Lln!'leAI aS in as)'mptomatiC
::-.-.:. ,.r,d in lemales. u'hen a failure of
,::r.r]1ent has occurred. when contact
-:;.-in,s is problematic, and when legal
queitions arise. Following culture of
.pecimens obtained from the genital tract
using a highly selective medium, a

presumptive diagnosis can be made based

on colony morphology, Gram stain and the
detection of cytochrome C oxidase. A
number of swab
l) pes are suitable for collecting specimens
of N. gonococci. These include
serum/albumincoated swabs.
calcium alginate swabs and some modern
rayon fibretipped swabs. Sterile
inoculating loops can also be used. It is
always preferable to collect two swabs,
one lor microscopic examination and the
other fbr culture. Il standard culture media
are available at the collection site. the
specimen can be inoculated at the site and
placed in an atmosphere containing 5%
CO 2 at 37"C. The inoculated plates can
then be transported at a convenient tirne.
In our study the positive Gram stained
smears were seen in 87% cases of
suspected Gonococcal urethritis. It was
easy to perform the test in OPD or on the
bedside of the admitted patient. Results
were received quickly. The cost of this test
was quite low. This test was found to be
quite accurate for men but is considered
not good in women. It is generally known
that only one in two women with

-uonorrhea have a positive stain. ln one
study. a Gram stain diagnosed 94 percent
of cases in symptomatic men however the
.c'r'itivitv dropped to 8l percent in
lsr r.nptor.natic subjects. Some other reports
ir::r e sl.ios n that pelformance of Gram
:.,,r11 r11 r man is similar to that of culture"
, .::: .:u.itir ities of 89 to 91
r . ,::-.. *r]d speciticities of 9-l to
- . .... .:t .r r pt, rtt.ttie rttcr'.
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urethral Gran.I stain is sensitiYe. specific.
and cost effective.
However- il'the Cranr .t;rirr. i. :regatire in

an asymptomatic man. additional testin-s

should be performed if Gonorrhea is
suspected due to risk factors. Recentll
developed tests using cyclin-e probe
technology, such as examination of urine
by PCR, allow diagnosis to be made

without the need for culture. However.
these tests are costly and culture is

essential for surveillance of antimicrobial
susceptibility. The positivity of the culture
in our study was found to be 627o. Culture
test was more difficult to perform than the
Grarn stain smear and required the patienl
to be referred to the laboratory as the
availability of transport media was sparse

and difficult. The culture test was more
reliable but required 24-48 h fbr the
results. Over the last decade, strains of
Neisseria gonorrhea have been reported to
develop high lerels of resislance again.t
several antimicrobial agents which har,e

been used previously for the treatment of
gonorrhea. Drug resistance to
Tetracyclines (55%) and Penicillins (41% t

was found to be high in our study. The

drug resistance to quinolones although lou
but was seen in 5 strains (12.5%). This
incidence is low as compared to cefiain
Western studies. No resistance to
cephalosporins was found which can be

considered as the drug of first choice
against Gonococcal inf'ection (Table -l .

No patient had positive HIV test. Hou er er
high level of HIV positivity was found in
cases of gonorrhea in certain other studies.
Khopakar et al. reported 14% positiritl
rate in all STD cases and Bl.rushanrrl et i-.
2.37o. CDC's 2015 STD treatrren:
guidelines no\\' rec(lr.nmend onlr .rn:
regirnen of dual therlpr lLrr tlle trertma:--:
of gononhea-the i:i::t.ibl: J iph;i lLi s pr-,.:l
ceftriart,ne. p1u.,'r.,- -,zr-Lr,rt:rriiir . D-,-



C;::... .:-:.::::,. t\ reaomnlended to address the
r,r,i3ir:itri eIner_gence of gonococcal
JephrlLrsporin resistance. A major
-h.rJJenge ro rnonitoring emerging
rntimicrobial resistance of N. gonorrhoeae
is the substantial decline in the use of
gononhea culture by many clinicians, as

uell as the reduced capability of many
laboratories to perform gonorrhea culture
techniques required for antibiotic
susceptibility testing. Culture testing is
vu'hen the bacteria is first grown on a
nutrient plate and is then exposed to
known amounts of an antibiotic to
determine the bacteria's susceptibility to
the antibiotic. The decline in culture
testing results from an increased use of
newer non-culture-based laboratory
technology, such as a diagnostic test called
the Nucleic Acid Amplification Test
(NAAT). Currently. there is no
well-studied reliable technology that
allows for antibiotic susceptibility testing
from non-culture specimens. Increased
laboratory culture capacity is needed.
CDC recommends that all state and local
health department labs mainrain or
develop the capacity to pedorm gonorrhea
culture.

Drug Sensitivity
Tetracyclines 31 (557o)

Penicillins 25 (41Vo)

Quinolones 5 (l1.57o)
Cephalosporins Nil
Ofloxacin
Table 2: Sensitivitl, pattern of Neisseria
gonomhoea.

Conclusion
!r.am staining and culture fol Neisseria
- rrolrhea are both Lr.r.irl tlirsrro.tie test:

Conococcal ureihriti.. Dlu-l rc. i.tirnce
\leisseria Gonorrhea i: hi-sh \\ ith

-::.;rcyclines and Penicillins. ,.r here a: it
i l,l with Quinolonc.. \,, ;;.1.1r11;.,
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ABSTRACT:
Background: Ovarian masses are commlrr -:.:. --.. :n \\ omen across the glob.
This Is also important for woman in Bf,n-'l:::': The incidence of ovarian
malignancv ranlis only after the carcinomr r': ':: -\ "rJ endometrium and it is
the litl leedins cause of cancer death lront i\:.. - : i 1:rl.gnancies.
iji;""ti""i flrl, ulm ot tt't" studf is iJ .:r3.J;L3 cirrelation between
histopathological examination and clinic:l --:.:::.-.. in making a specific
diagnosis and treatment.
Meihodology: 110 women with different ar:: :: ..-: -" lriln mass suspected
by clinical Tindings or ultrasonographv sere ::.:,-::- :n rhis study. Clinical
information were obtained by taking histotl .'.::: ::a:.':lrr leference to the
age, symptoms of ovarian mass and hon:,::: :::::r: Specilnens \4ere
c6llecteil ailer surgical resection and proce:se: :. :-,..': :nlbedding method
microscopic examination. The results of this .l::-. '. .. : - "l:ulated by standard

statistical formula.
Results: In all of the 1 l0 cases of ovarian nl:..:.. :.-.:: . : ::::1 diagnosis were
made by observing morphological chera.-i::' .- --: :-1-.rLlr and also.by
considering relevant-clinical information. OL-: :: :: --,:, .: l'!-nisn o\ arian
mass 55 cases (64.71%) within the age rarlq. ,-' - -: ':..: -\nl,-'ng the 25
cases of malignant ovarian mass 9 cases t -16i: .. : : : ::. ::: r:nq! of '15-54
years and 8 iases (32%) were between the "-::. : l :. j:.r.. This study
shows that most of the women were married l:: :-: -.
Conclusion: lt is evident from this studl ::":. - ::=:: ::::n.rsis of ovarian
masses can be made in majority of ca-ses tt:--: --:--- :r:nrination of the

routinely stained slides with the aid of pr,--,p:: :..:..-". : i.'r'nation. Adequate
clinical' information, ultrasonogram of l.'.':: :riIf-ir- lnd some hormone
markers may be helpful in the early dia,en..s:. ,: .:: .: ::r:rr.

Introduction:
Ovarian masses are common
g] necological problem in women. Among
cancer of the female genital tract. the

in.-idence of ovarian cancer ranks bello\\ s

!\n1\ "-rrcinoma of the cervix and the

eldLrmetrium 1. Ovarian masses

prosressi\ely getting more importance as

it i. the most serious disease of the female
genital tract. Ovarian cancer is the second

(14)
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conte\t oi B rn_si.1d.!:..

Nlaterials and methods:
This study $ as carried riljr :: :..:
department of Pathologl . Khulna lneir;.
College, Khulna, during the period .r:
January,2012 to December. 2015. .\ tor:l
of 110 cases of ovarian mass \\ ere
collected for study. Clinical information
were obtained by taking history uith
particular reference to the age, symptoms
of ovarian mass (pain, mass in the lou-er
abdomen , excessive/ 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 107o 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
surlace. AII grossed specimens were
submitted for routine processing and
paralfin embedding. For microscopic
examination, routine paraffin sections
were stained with hernatoxylin 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, cellularitl'
type of lining epithelium, an].
stratil'icrlion. stromal invasion or en\
other atrnormalities. A1l the necessary and
relevant data were recorded methodicalh
and meticulously as far as possible in
clinical proforma. Relevant data rrere
analyzed by standaLrd statistical methods.

Observation and result:
In all of the 110 cases of ovarian masses.
histological diagnosis were made on
routine H & E stained sections br
observing morphological characters of dle

-:-,;::t. :"ute trf death liom grnecologic
::-,.,li,Enuncr s orldu ide and -lth Ieading
J.:Ii:e of cancer death in women. An
rnnual incidence rate is 14/100, 000 2, 3.
This high rnortality reflects both the
flequencl, of the disease and late stage at
rr hi. h mo.,t uomen u ith ovarian lumor
present There is a striking international
variation in the incidence of ovarian
masses: with the highest age adjusted rate
t15.3/1000,000 in Norway) being five
tirnes that of the lowesr (3.2/100,000 in
\'{iyagi, Japan,{. There are various types of
ovarian masses both benign and
n.ralignant. The malignant rnasses arg more
common in women betwegn the ages of 40
and 65 years6. Two -third of patienrs
present with extensive intra abdominal
metastases. Patients with advanced
carcinomas usually presents with vague
abdominal swelling or discornfort,
abdominal bloating, dyspepsia and early
satiety, lack of appetite, malaise, urinary
tiequency and wt change. P/V exam
reveals firmness, fixation, nodularity, lack
of tendemess, ascitis or cul-de-sac nodules
.rre indicative of malignancyT. From the
clinical behavior of the growth of ovarian
masses, it is almost impossible to
distinguish a benign lesion from its
malignant counterpart. So,
histopathological examination is the most
inportant and still the best means to
Jonfirm the type of tumour and grade of
:he tumour for further treatment and the
:rognosis. Thousands of clinicopathologic
.:udies har,e been performed to find out
:h: aetiological determinant, the
r'.1;iiiLrnship of the tumour with age, parity,
.:-::r incidence and the histological
:.:rr:gS-11. \\rithin this background, it
., ,..1 be releYant ro find out the
'' -:'- ,- i f Jllcl-1. ol or iri;rn tumoTs

-::, ::-:r: l.-r:siL,le etir-ilo,gic tactors in the



:-:r- -. :::i ilscr b) considering relevant

- r:-.r-'r; iniorntation. The age distribution

: !r\ i-1rixn mass was studied. Out of 85

.'.ii"-r of benign ovarian mass 55 cases

6-t.71%) rvithin the age range of 20-44

r ears. Among the 25 cases of malignant

rrr arian mass 9 cases (36%) were in the

age range of 45-54 Years and 8 cases

(326lo) were between the ages of 20-40

years. This study shows that most of the

women were married and parous. Only 8

cases were nulliparous women and all of
them had benign ovarian mass.

Table -1: Histogenetic distribution of 1 l0
ovarian mass.

I{istodiagnosis No (%) Benign Malignant

No(%) No(%)

Common epithelial 69(62.73) 53(48,18) 1(14.55)

Sex cord stromal 8(1.21) 66 45) 2(1.82)

Germ cell ongin 30(21.21\ ) 2i.61 64

Genn cell sex cord

$ormal ori

1(0 91)

Meta$atic tumoul 2(1.82) 2(r.82)

Toul 11(100) 85(11.21\ 25(22.74)

A total of 85 benign masses were

encountered, the most common vadant

was epithelial origin, and accounted for

62.13% of all benign masses and 48.18%

of total ovarian masses. Out of 85 cases of
benign ovarian masses, ultrasonogram

reports were available in 7l cases

(83.53Ec).In 66 cases site, size and cystic

nature of the tumour was mentioned. Only

9 cases (10.59Vo) CA-125 level were

estimated. It was found to be elevated in 4

!-ases. Out of 25 (22.14Vo) malignant

lniLsses 23 (20907o) were primary ovarian

. -n,crr :lnd 2( 1.82q J u ere melaslrlic.
l.: , n: thr oreriln malignancies. serous

,..::.len..rcarcinoma was the most

: :,--a:r:h found. It comprised 13 cases

: - O'. rriln masses usually present
- .'.; ;r;,rnlinal Pain. abdon.rinal

l{umber ofpatient (%)

Lorver abdominal

Pelvic mass 20 80

Abdominal distention

Anaemia rvei t loss t0 40

3(20)

In the present series 20 cases (8070) were

presented with pelvic mass and 4 cases

(167o) had, experienced pain in the lower

abdomen. Ascites was found in three

cases. Metastatic carcinoma accounted for
1.827o of all ovarian masses and 87o of all

ovarian cancers. The age range is 35 to 50

years with the mean age of 42.5 years.

Out ol two cases of metaslatic carcinoma.

one is found features of metastatic

adenocarcinoma after histopathological

examination. Another case 50 years o1d

1ady, microscopic examinations reveal it
was a case of malignant mixed mullarian

tumour of endometrial origin.. Of the total

25 cases ol malignant ovarian masses

ultrasonogram repofts were available in 23

cases (927o), of which18 cases were pelvic

mass of suggested ovarian origin'
Hormone markers were done in onlY 8

cases (32Vo). Elevated CA-125 level was

found in 6 cases (24Vo). The histological

types were serous cystadenocarcinoma (4

cases), mucinous cystadenocarcinoma (1

case) and granuiosa cell tumour (1 case).

In the present study menstrual history

were available in 95 cases (86.3670) of
which 76 cases (807c) had experienced

menarche at the age of 10-12 years. Out of
25 cases of malignant ovarian tumour l3

8

(16)

I(0.9i )

lournal of Satkhira ir'ledicar College

enlargement, and si-gn of increased

pressure on neighboring organs. Some of
the cases ascites was found .The

symptoms presented by the patient in these

series was shown in table II.
Table -II: Symptoms presented by the

patients of 110 ovarian mass.

SlmDtoms
4(16)

2

Irc srfi lTeI Vasiilmaadins 2 8)

Ascitis



-:i:: hiLd the historl, of earll menarche.
L-,ie nrenopause and delayed child bearing
-:t-i i\\ o risk factors are uncommonly
,.rhserr-ed in the present series. Out of 110

rases only 8 cases (7 .27 7o) had the history
lrf menopause at the age of 52 years or
more. Nulliparity is another risk factor but
in this study only 8 cases of nulliparous
\\'omen were found and all of them had
benign ovarian tumour. Of the total 110

cases, 88 (807o) women were parous and
of them 757o had benign and 257o had
rralignant ovarian mass respecti vely.

Discussion:
The pathology of ovaLrian mass is one of
the most complex areas of gynaecology
because the ovary gives rise to a greater
range and variety of masses than does any
other organs.
This study was based on the clinical
presentation and histological patterns of
or rrian mass including the important
parameter of age, parity, menstrual
patterns, family history, and symptoms.
All the features have been compared with
reported studies of many workerl3-17.
There ure numeruus types ol ovlrian mass.

both benign and malignant. We are studied
110 cases and their findings are mostly
agreed with findings of other workers
The benign masses are mostly in young
somen between the ages of 20 and 45

1ears. The malignant masses are more
.Lrmmon in older women between the ages
.'r -+0 and 65 years. ln lhe present series
- - .)l ct of masses were benign and
ll.-3'r of were malignant. The relative
::';iLlence of all ovmian masses as follows

S,.:riace epithelial origin 65Io-10Vo, lercn
:.-. i'ricin l57c - 207o. sex cord stromal
' ; -' - IOa rnd metaslxlic lo ovaries

:Ir Lrr,iher studr of Bennington et al
:-: ::,.::1ed that 36-l cases (66.11%)

.. .-.. 519 .:>e: of ot Sritn nta..c.

finding olth< ": - -

Serous cystadenoflra s':l:
lhe common beurgrr t-:: : ,

accounted for J1.il-r ::

The present study shov/n th

and 3l.8vo of all ovarian masses- 5
cystadenoma may occur io ur) rs
most common between 20-50 years t
and the average size varies from l0
cm in diameter (Crum C P,20{]!4.).
these study that 807o of this tumour: .,, : :
between the age of 20-50 years and rr-.
meaur size was 8.33cm which agreed s ith
the finding of Crum C P,2004. Mucinous
cystadenoma is the second most common
tumors of epithelial origin. The incidence
of this tumour was also studied by various
workers and found different in dilferent
studies such as lUVo (55 in 540) by
Bennington et al (1968) and 11.887o (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 eomprised 17.65@o ol all benign tumour
ar,d 13.641o of all ovarian tumour.
Mucinous cystadenoma most frequently
develop during third to fifth decades
(Young R H. et al, 1999). In the present

series the mean age of mucinous
cystadenomas was 45years. Most of the
mucinous cystadenomas were 15 to 30cm
in diameter. multilocular and are filled
with thick to watery muclnous fluid
(Young R H. et al, 1999). The mean size

of mucinous cystadenoma was 11.1 cnr
and the majodty of the tumour (66.6=-r,
was between 10 to 35 cm. Benign c1 .ri;
teratoma comprised 957r of all n.i:..:.
arising from germ cell and -:(t'r :: ...
or crian ma,.,.e.. r \ oun-s R H. :t ,.. . - - -

t---

:' : ,: :r \c.0i ran 201i



::--,:-=r "'1 stic teratoma. It represented

-:r .59'r ol benign ovarian masses, 23.637o

oi all or,arian masses which agreed with
the tinding of Bennington et al (1968) and

other u,orkers. Benign cystic teratomas are

usually found in young women during the

active reproductive years (Crum C P,

2004). 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 distribution show
that 807o of patients were between the age

of 20-40 years and the peak incidence in
third decades.
Thecoma fibroma are relatively common
and rccounl 4qo ol tll ovarian masses

(Crum C P, 2004). In the present series the

incidence of thecoma fibroma was 4.537o

of all ovarian masses. The mean size the
tumour was 10.44 cm and the age range of
the patients were l9-45 years. In the
present series one case of l9 years

nulliparous lady presenting the complain
of heaviness in the lower abdomen and

ascitis. After investigations it was found
that CA i25 level is > 600 U/ml,
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 female
genital tract (Crum C P, 2004). A
retrospective study of 990 cases of ovarian
carcinoma done by Aure J. et al, 19'71.

The1, lbund 36oh were serous
cr stadenocarcin oma, 20.57o of mucinous
cr stadenocarcinoma. The findings of the

nresent study also disagreed to some

:r..:rr t ith some studies but at the same

:.::. J.r'e1;1te.1 uith the findings of other
.:,--i:. Tl:re rr ere l-l cases of primary

.OL dO -_:-'-' 
"-- 

:: : -.-

ovarian cancer (92% ) and I cases eri

metastatic carcinoma t8l r. Frequetter ,'l-

serous cystadenocarcinoma u'as found tt-,

be527o. mucinous cystade nocarc ino tttlt

127o, granulosa cell tumour 8% and

dysgerminoma immature teratoma.

teratoma with malignant transformatiolt.
mixed germ cel1 tumour and
gonadoblastoma were 47o each. Tintara H.

et al. 2003 studied that 38-687o of women
with ovarian cancer was older than 50

years of age and 5-l5%o of women were

30-49 years. In the present study the a-ee

range was between 10-75 years and

ovarian carcinoma was most frequent 1.1

cases (60%) between the ages of 45-60
years, which is similar with the previous

u orkers. Serous cystadenocareinoma was

the most frequent tumour. It was found 13

cases (52%) and most of the patients
presented with pelvic mass, few of them
have lower abdominal pain and ascitis. z1

cases (30.760lo) were bilateral and 6 cases

(46.L57o) were omental metastasis at the

time of diagnosis. Mucinous
cystadenocarcioma was the second

common tumour, found l2Vo in maltgnant
and 2.'7 3o/o in all ovarian masses. The age

range was 30-55 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 menopausal pervaginal
bleeding and lower abdominal pain. These

findings were similar by Crum C P, 200J.
The dysgerminoma in an account fbr 2cr

of all ovarian cancels and 75% occur in
the second and third decades (Crum C P.

2004). In the present series 1 case (0.91'r
of dysgerminoma was studied.

Gonadoblastoma is a rare tumour found
almost exclusivel.v in patients s ith ln

(18)



lnd3rj] rn,s -sLrnadal disorder. -{ftected
r;rtienis \\ere t1'picalll children or young
rtlults. The clinical picture includes a mass
and virilization. (Young R H, et al, 1999).
In this present study one cases of
gonadoblastoma was identified. The
patient was 17 years old and her
chromosome analysis found 46 xy pure
sonadal dysgenesis. Two cases of
rretastatic carcinoma (l.82Ea) were
studied in the present sires. Malignant
mesodermal mixed tumour
t Carcinosarcoma) is a rare tumour and
found in postmenopausal women. Most
commonly the tumour arises in the
endometrium and metastasizes to the
ur rrrl . In lhe pre\ent series one case in n as

studied. The patient was 50 years and
postmenopausal and presented with a huge
pelr ic rnas:. Her clinieal diagnosis was
malignant ovarian tumour. But after gross
rnd h istopa thological examinarion iI ua\
tbund that it is the metastatic malignant
rnixed mullarian tumour. Another case of
lnetastatic adenocarcinoma was studied.
.\bdominal pain (7O.59Vo) and lump in the
lon er abdomen (47.067o) were the
s\ mptoms most frequentiy experienced in
patients with benign ovarian tumours.
P;rtient: with malignant ovcrian tumour
presented with pelvic mass and some with
in e-sular. Pervaginal bleeding. This
iindinss was overall similar to the
rbsen ations of develop country.

Conclusion:
-. i. erident fiom this study that, the
:::t:rn of ovarian masses in Bangladeshi
: :L:lrtion is roughly similar to that

-=.:rhed in \Yestern countries with a few
:,.:::ir.,ns. Correct histological diagnosis
' .,: *r' nr-.\c\ ctn be made in majoritl
: -:::: :hrrlush careful eramination of

- : . ,...:-.:-,. :tlined slides urth the aid of
:: :- :'::..1 infLrrmation. Adequate

t,,r.;
rli.tkrr. : .

dirgn,'... .

ct\c:. i lI-.,1J:-'
lto,/en sc(ti, Il J:--. -

t e_eatd ing rnllilnin-. -
ol':urper) cnJ lirrrhsr - :. - .

Illustrations:

Figure- 1(H&Ex40):A. A 68-year-old
u oman: Pholomicrograph showing a case
of ovarian mucinous cystadenoma. B: A
35-years woman: Photomicrograph
showing a case of ovarian papillary serous
cystadenocarcinoma.

BIBLIOGRAPHY
l.Rubin SC, Fowler WJ Cass I, Podratz Ii
Berek JS, 2007. Adnexal Mass FAQs.
Gynecologic Cancer Foundation. [Online],
Available: http://wws'.rvcn.or-e
/interior.cfm?.htm fNovember 30. 2fi)7],
2.Crum. C.P.20M. 'The female senital
tract' in Robin a-nd Cotran Parhologi;

clinr;" :

JSNC:Vol.04; No.0l; Jan 2017

49

B,

.'. i

A. B.
Figure-2(H&8x40):A. A 33-year-old
woman: Photomicrograph showing a case

of ovarian matue cystic teratoma. B: A
45-years old woman: Photomicrograph
showing a case of ovarian cellular
fibroma.
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ABSTRACT:
Introduction: Female urethral stricture is an underdiagnosed and
overlooked cause of female bladder outlet obstruction. The possible
etiologies may be infection, prior dilation, difficult catheterization with
subsequent fibrosis, urethral surgery, trauma, or idiopathic. We present
our technique and results of dorsal onlay full thickness buccal mucosal
graft urethroplasty for female urethral stricture. Materials and Methods:
A prospective study was performed on 15 female patients with
mid-urethral stricture who underwent dorsal onlay buccal mucosal graft
urethroplasty from January 2013 to June 2018. Of these, l0 patients had
previously undergone multiple Hegar dilatations, 5 had previous intemal
urethrotomies. The preoperative work up included detailed voiding
history, local examination, uroflowmetry, calibration, and micturiting
cystourethrogram. Results: Al1 patients had mid-urethral stricture. Mean
age was 45 years. Mean Qmax improved from 6 to 20 ml/s. Mean
residual volume decreased from 150 to 30 mI. 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 urethroplasty could be considered as an effective way to treat
female urethral stricture.

Keywords: Dorsal onlny, female urethral stricture, buccal mucosal grafi.
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INTRODUCTION
Fenrale urethral stricture is an usually
:Lnderdia_snosed condition. It occurs in 2%
. -': ,.ri temilles presenting rvith lou'er

urinary tract symptorlls rnJ ,- = --
llealmenl i: still dehrtrhl-'.-. :.

dirsnostic critcri.r l-.
docrrmente.i t.,L icm,l= -:. -

Dorsal Buccal Mucosa Graft Urethroplasty for
Female Urethral Strictures.



::::-:: , - iis rare incidence. Ho\\'eYer.
l'=--::::. er al. stated that a detrusor
:r:irurr Pdet) of 25 cm of HzO and

::'i"rir.r.rur.r.r uinary flow rate (Qmax) of less

ih.rn 1l ml/s is consistent with
trbstruction.[2] The most common
.rcrioloey lor lemale urelhral slricture may

be inlection. repeated in s lru rnentation.
trauma, previous surgeries for
incontinence or diverticula. radiation for
pelvic malignancy, and idiopathic. As
similar to the male urethral stricture
disease, results of repeated urethral
dilatation and internal urethrotomy are not
good in females also as subsequent
fibrosis occurs due to bleeding and
extravasation[3]. Surgery is often the
answer in such cases in the form of
meatoplasty for distal urethral strictures
and grafts or flaps for mid-and
proximal-urethral stricture. Several
methods of female urethroplasty have been

reported in various small series.

We hereby present our experience of
treating female urethral stricture with
dorsal onlay buccal mucosal graft in 15

patients.

MATERIALS AND METHODS
A prospective study was performed on 15

female patients with mid-urethral stricture
who underwent dorsal onlay buccal
mucosal graft urethroplasty from January
2013 to .Iune 2018. Fu1l informed consent

r.vas taken from all the patients. The
diagnostic criteria taken were: A
maximum urinary flow rate of less than 10

n'rl/s. inability to calibrate urethra with 10

Fr catheter, and narrowing of urethra with
nr'.r r, inr al tlilatation on micturiting
.'\ irourethrogram. All patients had
1136psrative eYaluation including detailed
- .. r). phr.ical eramination.

-: :-. .'.:r.ietrr. residual volume, and
I -,.-:*.::.: a\ slLrurethr o-gfam. Almost a1l

l5 patients presented t ith ptrtrr 1'lgr,r anc

feeling of incomplete voiding. t\\ Lr of thenr

had recurent urinary tract intections and

two had frequency and ur-sencr as their
main presenting complaints. 10 out of 15

patients had previously undersone
multiple Hegar dilatation, 5 had previous

internal urethrotomies for bladder outlet
obstruction. The stricture etiology $as
idiopathic in 10 cases, t had under-eone

multiple transurethral resections for a

bladder tumor,4 had history of difficult
cathetarisation during other surgery. None
of the palients had preoperatiie
incontinence or any grade of prolapse. AII
patients had normal preoperative serum
creatinine.

PROCEDURE
Urethra is dissected dorsally and latera1ly

from 3 to 9' 0 clock position by an

inverted U-shaped incision. Stay sutures

are taken at urethrai 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

uplo urethral meatus. Urelhra is now again

ca'librated with an 18 Fr Foley catheter to
ascertain that there is no proximal stenosis

beyond the incised strictured site. Saline is
injected in submucosal plane in lateral
buccal mucosal wall and full-thickness
buccal mucosal graft is harvested and

defattened. The dimensions of the
harvested graft are in accordance with the

length of the stricture plus additional
healthy margin. Then an 18 Fr silastic
catheter is placed in urethra over rvhich
buccal mucosal graft has to be sutured to

urethrotomy site. The buccal mucosal grati

(22)
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self-calibration is advised for initial 3

tronths.
Ai 1 1'ear of follow-up, all patients had

Qmax >15 mUsec without any significant
residual urine or roiding and storage lower
urina4- iract s] mptoms. At mean
follos -up of I I months- all patients
voided sell rrirh good flos-. None of the
patients repomed incontinence during

: - . i: J I i1ll

DISCL SSIO\
=:--
'.:r-. -: r -:,.: t-. - a - a :t -::: :-.

in past sith repeated urerhrai dil;::.:r.r:
and internal urethrotomies. -\s in nt;le:.
urethral stricture disease in tentales ctn
cause voiding and \torto-e lorrer urirrlrr
tracl symptoms. recurrent urinar) trcct
inlections. and even renal impairment.
These symptoms are usually of long
duration and severe which cause
significant impairment in quality of life.
Stricture is usually distal to external
urelhral sphincler lnd can occur in any
part of urethra, although it seems to occur
most commonly in mid and distal urethra
and less in proximal urethra.
Otten these females are referred by
physicians and surgeons as there is no
means by which they can be relieved
medically. These patients may be
evaluated by detailed voiding history
including symptoms of stress and urge
incontinence and recurrent urinary lract
infections. Local examination should be
done along with uroflometry and
measurement of residual volume.
Calibration may be done gently with 10 Fr
catheter for diagnosis as a uider bore
cathetef could dilate some soft strictu|e
and then micturatin_S c\ stoulethrLr_gr:r:-
rroultl not .Ltori lt:irrorritts ,'i.t --.t:: ...-
lnd prorin.iai urethri.tl Jiltt;rr:.,r..

is then sutured on the dorsal surface oi
urethra as onlay gralt with 4-0 r'icr\ i
sutures in continuous fashion. First suture
is taken at the apex of urethra and rhen
unlo lhe gralt und tied. Then \uturiltt ,,i
right and left margin of urethra is don.
with buccal mucosal graft and urethra ji
sutured back lo il: nolmal po.itr,'r r,.::
4-0 vicryl.
Mean hospital \t y ua' 7 Jri.. .{ri:: .-
dals patient is rgain callcJ r ,- :,.--
c) slouret hrograph r rnd ;.rrh.rrr :- ' . -.
Our iollow-up proroec 'rr,l---.. .. -.-.. .l

monlhly a5se\\rner)t ,,i r,.,ilr:.i ,:r:- .: -.. -:
lower urinalr trirat s\ iuplatll:.
uroflowmetrr'. rnd ine u eeklr
self-calibration. Patient is folloned up tbr
a minimum of I r ear.

RESULTS
Site of stricture was mid urethra in all 15

patients. Mean age of patients was 45
years. Mean preoperative versus
postoperative Qmax was 6 ml/s versus 20
ml/s, mean residual urine was 160 ml
versus 30 ml. Mean stricture length was 1

cm. Mean operative time was 120 minutes.
Mean duration of follow-up was I year.
\one of the patients had evidence of any
buccal mucosal bleeding or graft necrosis
irt lbrrn ol either discolouration or
.loughing of buccal mucosal graft.
Pltients did not report any significant
l .ropelati\e pain or discharge 5uggestive

'i uound infection and were advised to
: J.unr to their normal daily activities trfter
-: i,r J da1,s. At first follow-up 3 weeks

- i: -, -lrethrogram showed a normal urethra
, .rr'.Lt tn\ prorimal dilatation. The

- .. :::.,:i'. e Qntirr -rreater than 15 ml/sec
' :-:-::t'-,1 Do5t \oid residue(<30 ml)

r- r rr--: ;lnpe.rlin,s r oiding
: - -.r :rl. On: I eekl,,
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!-._-::-, :rertrnent oi iemale urethral
..:.-,rie di.ease has not been adequately

-,ii:essed in Iiteratule and few small series

,ie.cribin-s r,arious techniques of female
urethroplasty are available.
Srrrirh. er al.l-ll reporled their experience
u ith dilatation and intermittent
cathetelization 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 not compliant or cannot
self-catheterize, this procedure is

inadequate and urethroplasty could be a

better option.[4]
The dorsal approach for vaginal graft has

the same advantages as described in that of
male stricture urethra of st.rong mechanical

support and vascular bed provided by
clitoral: cavemosal tissue. decreasing the

risk of diverticula fbrmations. It is a more
physiological reconstruction that directs

the urinary stream away from vagina and

spares the ventral aspect of urethra for
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

to the vagina) and a vestibular flap was

developed superior to the urethra.
However this procedure couid not be used

in cases of buccal mucosal fibrosis.
Tanello et a1.[6] reported the use of a

pedrcle flap from the labia minora for the

iepair of female urethrai strictures in two
:.,:ients. Ber-slund et al.[7] presented the

.iJ.nque of lentral onlay buccal mucosal
::,-..,rrethroplastl, for recurrent urethral
.. :..-:: Jisease j0 months of follou-up.
'.". . -=i-) ,,r'e ol the t\o putiettt'

lournal of Satkhira Nied car Co eq:

developed a recunence of LUTS becau.e

of meatal stenosis. Swender et al.[-3] used

the technique of anterior buccal mucosal
mucosal flap in eight patients \\ith
complete cure in seven patients after a

single procedure who previousll
underwent multiple dilatations. Simonato

et al. presented a series of six patients who

underwent buccal mucosal inlay flap
urethroplasty inspired by Orandi technique

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-incontinence procedures. We
did not observe any de novo incontinence

in any patient during follow-up. Whole of
the procedure can be completed in spinal

anaeslhe\ia and does nol require

nasotracheal intubation and general

anaesthesia which are required in patients

in whom buccal and lingual mucosa are

used as a graft. It would be worlhwhile
mentioning that we were not very stringent

in documenting radiograPhs and

endoscopic pictures of this rare entity
which would ceftainly 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 in cases of mid-and
proximal-urethral stricture. It seems that

the operative concept of the dorsal buccal

mucosal onlay ,eraft could be tested in a

larger series u'ith a long-tem follow-up,
and compared sith other urethroplasty
techniques to turther evaluate benefits and

pitfalls.
CO\CLfSIO\
Dorsal onlal buccal mucosal graft



-::.:: :r-1it\ fOr mid- and
: ,. ::':i-urethral stricture is a simple and
. .:::,.e technique which can avoid
.=::"red painful dilatations and multiple
-:::]rr otomies in females. Fufther studies
,. 1th more patients and long follow-up are
::quired to endorse the success of this
procedure.
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A Comparative Study on Attenuation of Propofol
Induced Pain by Fentanyl and Palonosetron

ABSTRACT:
Backgrounil and aim of study: Propofol is widely used for induction of
anesthesia, although the pain during its injection remains a concem for all
anesthesiologists. A number of techniques have been adopted to minimize
propofol-induced pain. Various 5-hydroxytryptamine (5-HT3) antagonists have

shown to reduce propofol-induced pain. Hence, this placebo-controlled study

was conducted to compare the efficacy of palonosetron and fentanyl in tems of
attenuation of propofol-induced pain during induction of anesthesia. Materinls
and methods: Seventy five American Society of Anesthesiologists (ASA)
physical status I and II patients undergoing general anesthesia were randomly
allocated into three groups. A 20-gauge cannula was insefted into a superficial
vein of dorsum of the left hand, and after the occlusion of venous drainage,

Group F (f'entanyl), group P (palonosetron) and group C (control) were
pretreated with 100 rncg of fentanyl in 10 ml saline, 0.075 mg of palonosetron

in 10 ml saline and 10 ml of saline without any drug, respectively. The

occlusion was released after 90 seconds and one-foufih of the total propofol

dose was injected into the vein over a period of 5 seconds. During the injection
of propofol, patients' pain was assessed and recorded as 0 3, corresponding to
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 significant at p<0.05. Resufs.'The overall
incidence of pain on propofol injection was lower in fentanyl group (167o) and

palonosetron group (127o) than in control grottp (447o) (P<0.05). There was no

iignificant difference in the incidence of pain between fentanyl and

palonosetron group (P>0.05). Three patients (127o) in control group had

moderate pain. Four patients (16%) in fentanyl group and thee patients (12%)

in palonositron group and eight patients (32Vc) in control group had mild pain

Conclusion: Pre-treatment with intravenous 100 mcg fentanyl is equally
effective as intravenouspalonosetron 0.075 mg in preventing propofol injectlon
induced pain and both were better than pretreatment ofnormal saline.

Uigilal Artcle
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Introduction
Pain on injection of propofol
t 1.6-diisopropyl phenol) is considered to
be a problem for the anesthesiologists. The
incidence of pain on propofol injection
(POPI) is 289o to 907o in adults and 287o

to8-57o in children[l]. Propofol has been
commonly used for induction
andmaintenance of anesthesia, but pain of
propofol injectioncan be extremely
distressing to the patients[2]. The
mechanism of pain due to propofol
injectionhas been unclear. Propofbl
belongs to the group ofphenol and can
directly irritate the skin, mucousmembrane
and venous intima and could in'rmediately
stimulate nociceptors and fiee nerve
endings[3].The concentration of propofol
in solution is associatedwith the pain. By
its indirect action on theendothelium. it
s as considered that propofol activates the
kallikrein-kinin system and releases
qr-.Jrkin in. throu-sh producing venous
:: .,:i.rn rnd hl per permeability, which
r-,:: -:i:: tha cot.itact betweenaqueous
'-.. :: : .i I rnd tiee nen'e endings,

-, .. :: :-,:r-, u ithin half a

. . - .. :: ,i pr...,ltt-,ftt1

Various pharmacolq:ical i.DJ
non-pharmacological inten entim< hare
been done for inresti-sadon and
elimination of propofol-induced pain

[7,8,9].Such as, lignocaine, cooling or
diluting the propofol solution. and
preheatment with lignocaine, ephedrine.
ondansetron, metoclopramids.
nafamostatmesilate, opioids, thiopental, or

.lournal of Satkhira Medical College

ketamine [3.7.10- 1]1.

5-hydroxytryptamine-1r 5-HT-:, inii_gr-,nists

such as ondan\etron. :--rrn:.Jr-f -.
ramosetron and palonosetron hare teen
shown to effectively aller-iate proptill
induced pain individually[3.15- 17]. -5-HT-:
antagonists are commonly used is
antiemeticdrugs[ 18]. They have the ability
to block sodiumchannels. Peripheral
5-HT3 receptors involve nociceptir e

pathways [19]. They bind to the opioid p
receptors in humans and exhibits agonist
activity[201.
As a result of its action as a Na channel
blocker, a 5-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
agonisl commonly used for intraoperative
and postoperative analgesia. Also, it
has some peripherally mediated
analgesic action within the clinicai dose

range[21].

Materials and methods
The study was conducted at National
Institute of ENT, Dhaka during the period
of February to April, 2018. Having
obtained the informed consent, 75 patients
aged 18-55 1'ears. American Society of
-\nesthesiologists (-{SA) ph-r-sical status I
.:ad II a-nd '.-heduled ior general

"-ne.*esia 
t"ere included in dris studl-. .{ll

re]: i =nt ml Sdsiuir-t[< i-,x G-\ mess \\ ere

i.e- P.arieors * ere randomll- allocated
rxro eroi t-'i fre frree -erurps of 5 each.
Parient-i sifr habituation to analgesics,

=d.lrires or anti-alriety._ drugs; allergic
dlrea-;e-< or =nsitiviry to opioids,
5-h;-,Jror-rtryptamine (5 -HT3 ) antagonists,
propoioland infection on the dorsum of
their left hands were excluded from the

sEr4-.
None of the patients were pre-medicated

(27)



. -:: enlerins the operation room. After
: -: n.' rnurtitoring tECC. noninrasive
::i:rial pressure and pulse oximeter) a

lil-eauge cannula was inserted into a

.uperficial vein of the dorsum of left hand

iind Iactated Ringer's solution was infused

at 100 ml per hour. After 5 minutes,

lactated Ringer's infusion was stopped and

the arm with the intravenous(i.v.) line was

elevated for i5 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 arm,

the patients were pretreated over a period

of I0 seconds with one of the pretreatment

solutions; 100 mcg of fentanyl diluted to
10 ml (Group F), 0.075 mg of
palonosetron (Group P) or 10 ml of normal

saline without any drug as control (Group

C).An independent anesthesiologist
prepared 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 i.v. line over a period of 5

seconds. No other analgeslcs or sedatives

were administered before propofol
injection. During the injection. the patients

u,ere asked standard questions regarding

comfort of the injection. A clinician
blinded to the group assignment evaluated
propofol-induced pain as described in
Table-I. Thereafter, induction of
;rnesthesia was continued by the remainder
,..i rhe calculated dose of propofol (2

::rg k,e ) and vecuroniumO.l mg per kg to

..:. llitilte endotracheal intubation. General

--:::..heiia $ as maintained with oxygen,

:: .: ,.: lr\ide and halothane. After the end
- - -:_::r'' pJtients were reversed by
: .r:::- :--: J:rd ltropine as usual. Heart

. . ..: :r-.-::r .lrterial pressure were
. --,..,. : re- intubatior.r and 1

(28)
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minute after intubation (post intubation).
Within 24 h after the operation, the

injection s:ite was checked for pain, edema

or allergic reaction by an anesthesiologist

who wasblinded to -sroup assignment.

Table I: Grading of pain:

0= No pain
1=Mild pain (pain reported onlY in
response to questioning $'ithout any

behavioral signs)

2= Moderate pain (pain reported in
response to questioning and accompanied

by a behavioral sign or pain reported
spontaneously u'ithout questioning).

3= Severe pain (strong tocal response or
response accon.rpanied b1' facial
grimacing. arm u ithdrau al or tears).

Statistical analrsis: For comparison of
quantitati\ e Variables between the three

groups. the ANOVA test and for
qualitatir e lariables the Chi-squared test

u'as used. The statistically significant level
s as P<0.05.

Results
Table II- shows there were no significant
differences in demographic data including
age, weight and sex between the study

groups.

Table III- shows the base line,
preintubation and postintubation
hemodynamic changes. Basal MAP and

HR are comparable in a1l three groups.

There is significant difference of MAP and

HR between control and other two groups

during postintubation pedod (p<0.05).

Table IV- shows the overall incidence of
pain on propofol injection was lower in
group F (fentanyl group) (167c). group P

(palonosetron group) (12%) than in group

C (control group) (4.1%) (P<0.05). There

was no significant difference in the

incidence of pain betu'een fentanyl and

palonosetron group (P>0.05). Three
patients (117c) in control group had
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moderate pain. Four parients (167c) in
fentanyl group and three paiienrs (12%) in
palonosetron group and eight patients
(32Vc) rn control eroup had mild pain.
There rvere r.ro iL-rrrplicarions related to
study drugs ir1 the,srLrups.

Table II: Compari>on of demo_eraphic data
between the grorips

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

Mean artedal

pressure (mm

H

Heat rate/

rnin

l,rle IV: lncidence and severity of pain
: . .,. ing propofol injection between the

-- ,.,: '

---''a a':a-- _ '. '.'=: :: Icl ege

be ne_glectec --r-:: --:-:: -::: :: ::r:,t,us
complicati.,n. -. -. ..: . - " --- :

reduce the i: . -.: :. - i :
discomlorr. PrL',p,.i -: -: . ;-
ol phenols thrt .,:
mucou: membranes. ;n- .: -
The main mechanism i.,r :: : :: -, - : :

pain with propoiol injectit,r: -:
established; howerer, sludie. r., . .-
lhal high concentration\ oI lree pr. . .

the aqueous phase of an emulsioniii .. -
the lipid carrier are associated sith p"::. -
injection.
The elfectivene\s oI lignocaine ur.:
fentanyl are consistent with the reporrs rri
other researchers who also reported thar
lignocaine and fentanyl were effective in
reducing the intensity of propofol injection
pailn 11 ,23,21,25).
In our study the overall incidence of pain
on propofol injection was lower in
fentanyl group (l6Vo) and palonosetron
grorp (127o) than in control grotp (44o/o).

There was no significant difference in the
incidence of pain between fentanyl and
palonosetron group. Three patients (12%)
in control group had moderate pain. Four
patients (1670) in fentanyl group and three
patients (127o) in palonosetron group and
eight patients (32Vo) in control group had
mild pain.These findings are more or less
similar to those in the studies by
researchers in the same field 123,24,261.
There are cumently many 5-HT3 receptor
antagonistsl2T | (ondanselron. gra n isetron.
dolasetron, palonosetron, alosetron,
tropisetron and ramosetron) are available
and the effect of many of these drugs has
been studied in reducing propofol-induced
pain. 5-HT3 receptor antagonists bind to
opioid U-recepror rhus ering a\ rsoni.r..
In addition, 5-HT3 receptors are inrolred
in the nociceptive pathway. and this m:..
be the mechanism of these dru::'
analgesic effect.

Group P

(Palonosetron)

rn=15) %

:: .!',lr

l : \\r/l

II
(1.1%

Serere

Discussion
Considering the erten:ive u-= oi propofol
in clinical practice- rhe pain trequentll-
reported on induction oi ane>-Sesia e-annot

Puameter Croup P

(?alonosetron)

group C

(Control)

p

value

Ageinyear 11.7tu7.81 4i.0318.21

(meanisD)

42.92!1.94 >0.05

Weight ir kg 70.85t9.62

(neantSD)

68.8319.41 68.1218,48 >0.05

Sex (M/I) llnl 1i/12 t2t13 >0.05

Hemodlnamic
parameter

Basal

Group

FIPIC

Pre

intubation

Group

FIPIC

Post

intubation

Group

FIPIC

90/87/88 81/83/80 81t901116

64t10t12 80/83/102

p

value

14

569r

<0.05

<0.05

: l]rit1.: <0,05

<0.05\1i:.:..,

8l/83/80

Group C

(Control)

hr5)
9a
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: - : -- ": -' -=-- -:'-
-- :.:-.r-. r'. -\hmed et al.[]81. the
- - --...-: . nr.rlJr!,I injection pain wa'
:..'..:;; frtr r.t.t 60+ to L57c after

.:::i:etrlrn pre-treatment. In another

.:uJr. se\.eritr, but not the incidence of
:rin ..n injection was significantly reduced

hr dolasetron (50olo) compared with
placebo. and there was no significant
ditTerence between dolasetron and

lignocainef29]. The incidence of pain was

reported to be 607o and 387o respectively

\\,ith pre-treatment by ramosetron 0.3 mg

or combination with ramosetron and

lignocaine 20 mg in another study30.

These results show effective reduction in
propofol injection pain.

Rye HB et al[17] performeda study of the

effect of pretreatment by palonosetron

(0.075 mg) on propofol-induced pain and

fornd 72.57o of patients experienced a

decrease in the occurrence of
propofol-induced pain. In our study we

found 88% of patients experienced a

decrease in the occurrence of
propofol-induced pain by pretreatment

with 0.075mg palonosetron.

There were no complications related to

study drugs in the groups in this study.

Conclusion
It can be concluded after this study that,

pre-treatment with intravenous 100 mcg

tentanyl is equally effective as intravenous

f.{Lonosetron 0.075 mg in preventing

propofol injection induced pain and both

\,. ere better than pretreatment of normal

..',line. also with an added advantage of
i- . n''-ctron in preventing postoperative

:':-:ei and lomiting.

: r:--r,'t lrf interest: All the authors hereby

,:.-::: ih,lt the\ haYe no conflicts of
.=:.-:. il:r.:n.-iai or otherwise. lr ith

':..:-:: :-:bli;atron of the submitted

-' -.- ::
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Domestic Violence Against Women in Bangladesh
& StePs to Reduce the Incidences'

ABSTRACT:
tiu"f.-"-.o""at This study is aimed to investigate the causes of Domestic

,i.rr"r""" 
- 
"-"itii ih" "*o.", in Bangladesh at different levels'

ti;iUtr;ii; ttoay trt" cause of violence and suggest corrective

#;;;;;; lamity a'soci"ry. To suggest some steps ror increasing the

;;;";;;, ;"1;;ir the famiiy and thE-members' Resutts: Results of the

.rra, tfto*"a hieh prevalence of liietjme sexual violence: 37 4o in wban

iii'son i" ruirt'areas. An overwhelming majority of the women

.""..r.4 beinp. sexually abused by husbands hore than once' The srudy

n ftrr., i.*"t?a that about '75% ol lhe sexually abused women

;;;;;;;;J-;th.i fo'*t of violence bv husbands as well For example:

;iA';;;*;;in iilsE" rural women experienced three forms of
,-f"r""' 

..rttrti"al, 
sexual and emotional' The common factors

;;"';;; "uiro.lui"a with phvsically forced sex by husbands

[il; i;;*-;;;und, hitto.v of phvsica[ abuse of husband's mother by

h;;' rr;;; ;J-;ont orling tjetrariioi of the husband' Conclusion: The

;ildy ;;;g;rt, tt J oo-"iti" violence is a subtle multifaceted
probiem"" in contemporary Bangladesh and it inflicts trauma on

women lrom a number ol perspectives'
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violence is a complicated and difficult
issue to study and the research findings are

inconsistent[1]. The general concept of
"domestic violence" includes many

different categories and meanings, such

.r - .: ,- '.::- -an2017

Mgirol Article

Introduction:
\-:htrugh domestic violence against

., :r'.:r.r is pen'asive worldwide, there is no

-::: =:.,.1h accepted definition or

,- :: .-.r. UnfortunatelY, domestic

(32)



.: .. : -.... : , --.'-) ,

: :::.-,::i partner violence".
r :-::r:- .1ituse". "domestic assaulC'-

::r: :-: "partner abuse", "marital
:. :: . 'marital dispute", "wife
:::::.: "n.rarital discord", "women

:: -:r' . 'dysfunctional relationship",
'';:.:imate fighting", "mate beating" ,
''.pouse abuse", "wife abuse" and "wife
:ssault" , "conjugal violence", "marital
r iolence", "family violence", 'gender
liolence', "partner aggression", and
"intimate terrorism". [2-7] Domestic
violence is defined as a subset of
violence perpetrated by intimate
pafiners. Specifically, it refers to the acts
that are perpetrated by intimate partners or
other family members, resulting in,
great cost on the physical, sexual,
psychological and economic wellbeing of
women and gir1s.[8-9] UNIFEM defines
domestic violence as a form of violence
against women that is perpetrated by
intimate partners and family members.[l0]
Domestic violence often occurs in prir ate

spaces and is often tacitly condoned by
society as a private or family matter.[ll]
The term "domestic" refers to the
family home where such violence is
perpetrated against women. [12] Violence
against women in the home is especially
dangerous because while the home is said
to be the safost palace for men, the home
can be the least safe place for women[l3].

Domestic violence against women is a

':rious problem in Bangladesh. Although
:r: :.rrn "domestic violence" is now
:=::: replaced by the term "intimate
::- : ,.io1ence" in the global literatures.
- . --.::: shall use the term "domestic
- - -: .:nce some features of the

. :.-::: intimate partnerships or
:..,.. :.-::.. ::-.h aS the idea Of Civil
::::.-.:.:: r: lirin,e together without
:r::-..:-: :: :.: "'ulturally accepted.

permrtted in ::.: -.-.: i. -.--'
r1l_1(l

Objectives of the Paper
1. To identify the major canses of
domestic violence against *-omen in
Bangladesh;
2. To Prevent the major causes of
domestic violence against women in
Bangladesh.

Materials and Methods:
This study was carried out among l[tt-l
women of different districts of Bangladesh
between 1st July 2015 and 30th June 2016.
Daily coverage's over domestic violence
against women in Bangladesh. Over the
years, some agencies and scholars, based
on newspaper reports, court cases,
reported incidents to the police, have
produced and analysed data and
information on their own ways about
various incidents/events 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 domestic
violence from by different newspapers.
Farouk (2005) identified that newspapers
have a tendency to cover sexual crimes
rather than domestic violence. Of late.
Bangladesh Police and Multi-sectoral
Programme on Violence against Women
(MSPVAW) of Ministry of Women
and Children Affairs have stafied to
collect and maintain statisti.il
information about incidents of r-iolen.-;
against women. For example: in li.t1-:.
Bangladesh Police recorded 19.t , -
various incidents of r-iolen.-: ":-:.:

(3 3)



, r':r-. ,Bangladesh Police, n.d.).
I .'.:r er. based on newspaper
irLirI-s. \ISPVAW collects information

,,,n1) on three categories of violence

)uch as; physical assault, sexual assault

and burning. In 2013, MSPVAW repofied
-1-176 various incidents of physical
liolence (MSPVAW, n.d.). Then again,

the main problem with police statistics is
that it does not give segregated
infbrmation on various 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: i) forms, practices and factors
of domestic violence, ii) consequences
ol dornestic violence and iii) coping
strategies/help-seeking practices.

Results:
Results of the study showed high
prevalence of lifetime sexual violence:
37 7o in urban and 50Vo in rural areas. An
overwhelming majority of the wonien
reported being sexually abused by
husbands more than once. The study
further revealed that about 75Vo of the
sexually abused women experienced
other forms of violence by husbands as

well. For example: 5l9o urban women and

387c rural women experienced three
lorms of violence: physical, sexual and

emotional. The common factors
positively associated with phl sicalll
fbrced sex by husbands u'ere: dosn
demand, history of physical abuse of
husband's mother by his father and

controlling behaviour of the husband. One

tri the early empirical attempts to
:n|estigate violence against women was

::-.:id3 bv Jahan (1994). She interviewed
: .elt identified female victims of
r:r::.,r1 \iLrlence around Dhaka city. The
: .: -:-:-.:': .lrmbined both qualitative and
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quantitative apploaches in the study. The

study identilied physical violence as the

most pre\,alent form ol violence. The
most common forms of physical violence

were found as pushing and shoving.
Around 56ci u omen reported to have been

beaten once sithin the past year while
20olc repor-ted to have been beaten three

to fir-e tilnes. The researcher's
conclusiolrs noted a sense of
desperation. tear and helplessness were

more pronounced among lhe sutvivors
who suflered severe beatings.
Disagreement-s over household
matters. pro\ o.ation ol in-1aws,

different situaiional factors. husband's
sense of superioritl . and demand fbr
dowry u,ere idenritled as some of the
major factors of n.raritll r iolence. ln the
study, verbal/en.rLrtirrnal abuse was also
found as a tiequent feature of domestic
violence. Some.rf the e'ommon fbrms of
violence uere identitled as scoldin-e 407o,

mental torture l+';. .lapping JJ%. severe

beating 19-r and tbrced ser 15%. The
studl further fourld file important
factors that conrribute signilicantly in
tri-s,gering \ iLrlence: not meeting the
hu:hrrrJ - (\p(cl.rtions in mrnaging
household u orks. sexual relationship,
po\en\. doury 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 actually a

re-emergence and an outcome of the

worldwide women's movement
throughout the 1970s. The re-emergence

is in the form of organised protests

from women's groups that pressure the

govemment to punish the perpetrators of
violence.[16] The organized protests

involve both female and male concerned

)an 2417

(34)
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violence tends to be aicompanied tt1-

more controlling behaviour by an inrimale
partner. In Bangladesh, domestic Yiolence

not only threatens the health and

well-being of women but also has a

negative impact on the health and

well-being of their young children.[20]

Conclusion:
The study suggests that domestic
violence is a subtle multifaceted
problem incontemporary Bangladesh

and it inflicts tlauma on women lrom a

number of perspectives. However, many

issues ol domestir' violence against uomen
are yet to be explo[ed. It is true that all
forms of violence might not be

experienced by all women within the

same scale or intensity but it is only the

prolonged in-depth interview of the

research participants which can explore
the women's experiences of the different
forms of domestic violence. Moreover,
all the fonns of domestic violence are

inextricably interlinked and interwoven.
For example: if a woman refuses sex with
her husband, she might be physically
battered, ernotionally or psychologically
tortured, not given money for
household expenses or her income might
be taken away by her husband.

Unfbrtunately, the existing studies have

failed to exhume the important
dynan'rics underlying the problem.

Furthermore, it is noteworthy that no

attempt as yet has been made to
specifically explore women's

experiences of economic violence.
l)omestic Violence (Prevention &
Protection) Act 2010, is being
implemented at the local level. and in
particular. the experiences of frontline
implementers in implementing the

l,,licr. In lhe tht'. reclion. ir .r.1.- -.
.','k into the impletttettt.rti, - L..

the
the

::-i pub Iic against

nd lmal newspapers reportage of
asainst women starting the

. - -..': i u omen experience the

- -: ' ::ren.l7 The pressure

:' - :r '-iP: .tlso resulted in the

- .= :r,a\t common forms of PhYsical
. .;:r.'e riere found as pushing and

-: .,r ing. Around 567o women l'eported to
:r.,re been beaten once within the past

',eal. \hile 207c reported to have been

beaten three to five times. The

re\earcher's conclttsions noted a sense

ol ciesperation, fear and helplessness were

Ir,,r'c ptonou nced among lhe .utvirori
l ho suft'ered sevefe beatin-gs.

Disa.sreements over household
nlatters. pfovocation of in-lau's-
.Lil'lerent situational factors, husband's
..nie of superiority, and demand fbr
,: '..,. rr s eLe identified as some of the

. ,r irLctors of marital violence. In the
.: . . r elbal/emotional abuse was also

. .,r ir tl'equent feature of domestic

- -=

l: \TIO's Multi-country study of 10

-'!-r::::ri3! including Bangladesh, confirms

; phvsical ancl sexual

.. :iinrrte partners.[ l8l
. -:r-'e ol physical and

: : :: .lt.' capital citY.

,: , , _j ..i,r\ fellolted
r:. : :,'lence in
:.,.:'... ., il tcll

'- \-.ll

lr r . , -' ,t :t:.'ad
\i'i. .. . -

i1S: LI1:..-..

The \Iu!i: ,. - :

experience ',- . .



I .:-:.::: \ ;r'ien;e tPrer-ention &
i:.::::: -,r-. rct 1010 tiom the local level
:: ::rp:rrrrir e. over the years, the

::::rem of domestic violence has not
-,i.ly increased but taken newer and

rntrre morbid forms and shapes in
Bangladesh. It has, thus become urgent
ro inr estigate the policy protection
lvailable to women e xperiencing
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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ABSTRACT:
Introduction: Incidence of Myocardial Infarction is increasing day-by
dav in developing countries. M6st of the patients \\ ho sustain myocardial
ini:rrction have ioronarv atherosclerosis. There ate several risk factors
for the development o? atherosclerosis. -\mong all the risk factors,
vitamin D deficiency has been proposed to plal an important role in the

development of alherosc lerosis.
Materials and methods: With this aim. a case-control studl rvas canied
out to explore the association of serun r italuin D rr ith acute m1'ocardial

infarction. The enrolled study' subjects sere cate-gorized into group A
which cornprised of STEMI. group B. colnprised of NSTENII and group

C comprised of age and ser nlatched indiriduals free lromacute
myocardial infarction.
Results: The mean values ol serum r itamin D (in ng/ml) were 20 17,

20.8 and 24.77 respectivell in STEN{I. NSTEMI and control gro^ups' It
differed significantil among ,eroups 1p<0.0011 and it was signific^antly
low in STEMI ana XSffMi g;oups compared to contlol group (p<0 001

andp=0.004 ).

Coriclusion: From this study it can be concluded that low serum vitamrn
D is an independent risli factor for developin-g acute 

- 
myocardial

infarction. Individuals with serum vitamin D <20 nglml have higher
chance of developing acute myocardial infarction compared to those with
serum vitamin D >20 ng/ml.



In t r, ,d u.:: :
e-..-ular di-rses (CVD) are the
.-arr.e r-ri morbidity & mortality
r-sTEnsible tbr one third of death
le . \\ HO 2006).The South Asian
i like India. Pakistan, Bangladesh,
a and Nepal contribute the highest
on of the burden of CVD

to any other region g1oba1ly
1.1 :,,nrmad et al. 2014). A study frorn

: -,:r:lldesh demonstrated a dramatic
r',.'reiise in cardiovascular diseases from
19S6-2006. The age standardized CVD
mortality rates increased by 30 folds (from
16 deaths per 100,000 to 483 dearhs per
100,000) among males and 47 folds (from
7 deaths per 100,000 to 330 deaths per
100,000) in females (Islam et a1. 2009).
The onsets of cardiovascular diseases are
rising in prevalence and will be predicted
to the main cause of mortality by 2020
(Anwaruddin et al. 2007). According to
the health bulletin 2014, published by
Ministry of Health and Family welfare,
Bangladesh, death caused by diseases of
circulatory system (33.27o) was highest
among al1 causes of death followed by
diseases of respiratory system (13.9olc) and
diseases of cerebrovascular system (10%).
Coronary artery disease is the most
common fbrm of cardiovascular disease in
arlults und is the single most importxnt
cause of plemature death in Europe,
Ru..ia. \orth and South America.
.\L:rirrli;1 and Neu, Zealand.ln UK. 1 in 3
:r-.:l: -rrr j I i:t -l $ omen die from coron .y

.:r':::.-. -:.:.,.:. The deatlt rates from
arri,::::. ,:.a,:i. t:t T-'K hrre tallen but. in
Ea.le::: E--: :: -:t - :t--:a:'. ,,: \Sia. the
lJlC. .: -. - .-....-. ..a
rapidlr r.:.-- ..,=r.
Ralton& Penn-.";: I -
The tcnll :::.. - -. -
pathologiealh del:, r;. :: -: .'.. --:- . -
myocytes due to e\ic'tJai .--.:.:.._. - .

Joumal of Satkhira irtedrcal CoIegE

may be caused by an increase in perftrsion
demand or a decrbase in blood floq' (ACC
& AHA 2012). Acute myocardial
inlarction tAMl) I-alls in the ipectrum of
acute coronary syndromes (ACS), which
includes unstable angina (UA),
Non-STelevated myocardial infarction
(NSTEMI), and ST-elevated myocardial
infarction (STEMI) (eds Walker,
Colledge, Ralton & Penman 2014).
Myocardial infarction may be the first
manifestation of coronary artery disease. It
is 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 go
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-segment on 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 severe than UA. In this
condition, the ischemia in the cardiac
tissue is extensive enough to release
cardiac biomarkers (troponin I or T) into
the blood, but the occlusion is nol as
complete enough to cause elevation of the
ST-segment (ACC & AHA2012).
It is now increasingly recognized that
adequate vitamin D status is not onll-
important for bone health and the
prevention of osteoporosis but also tbr
optimal function of man]' other orsans and
tissues throughout the bod\'. including re

cardiovascular s1'stem r Zinermann et aI-
2005). Cardiac m]-c\res have ,--rtosolic
Yiiamin D receprors r\DRs r rBischoff et
al. 11106 r ttrai bind ar-rive \-irrmin D ( l. 25
dihl drtlr1 \-ir'rmin D. but unlike
r a-\,.-ular smooth muscle cells. cardiac



subjecs E ere enmlled by non-probability
sampling. 30 from each grouP. We
ircluded bo(h seres i-n the age group of
3G60 t'ears *ith characteristic chest pain

ECG ;hanees & rise of

acute

rvith

terrm:.:
failure- advanced chronic liver or renal
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proposed mechanisms by which vitamin D
causes myocardial infarction (MI). But yet

there may be some factors that intervene

betueen vitamin D and mYocardial
inlarction which should be looked for. Tili
1q-r\1. in our country, there is lack of
.tudies to establish the foresaid

a.s.-,cirtion. So, this study was done to test

rhe h1 pothesis that low serum vitamin D is
r.s : 11.'r.1i.d rvith myocardial infarction.
\Iaterials and methods
It \'. "s " arse-control study was carried out

tLr er{F-i':3 the association of serum
r iran-.r:. D u ith acute mYocardial
inia:;:r::-. The enrolled study subjects

$ere :":::,-'rized into group A which
comcr:s:l :: STE\4I. grouP B comPrised

of \STE\ Il r:.rd group C comprised of age

and s;:,. :-.:i-aerl individuals free from
al infarction. 90 study

semm cardiac markers suggestlng

mvocardial infarction. But we excluded,
rs. parients with heart

pregnancy and

subjecrs sho n'ere taking vitamin D

supplemenl Then data of random blood

di.e"':. - - : - ,::.1. \

H: i - C. serum creatinine, liPid
profile. troponin I and CKMB were

collected from the patient's recent hospital
records. -\ad then association of serum

ljtamin D in acute myocardial infarction
patients and control individuals were

explored
Results
It was a case control study carried out in
the Departrnent of Biochemistry, BSMMU
from March 2015 to February 2016 with
an aim to evaluate the association of serum

vitamin D with acute mYocardial

(40)

m] oc) tes lack 1o-hydoxylase activitl'
rHen,ison et al. 2004), an enzyme that

converts inactive Vitamin D to actite
Vitamin D. Hence cardiac muscle is
strongly dependent upon circulating active

Vitamin D or calcitriol levels. In the past

several in vitro studies have shown that

calcitriol regulates intracellular calcium
metabolism and thus mYocardial
contractility. Consequently, 25(OH)D
deficiency has been associated with
aberrant cardiac conffactility.
cardiomegaly and increased ventricular
mass due to myocardial collagen
deposition (Mozos et al. 2015). Apart from
its effects on the myocardium, 25(OH)D
deficiency also leads to enhanced

atherosclerosis secondary to vascular

smooth muscle cell proliferation and

increased production of proinflammatory
cytokines (IL-6 & TNF-o) (Muller et 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 II Production and

developed also hypeftension and cardiac

hyperuophy. Calcitriol exerts a protective

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 II in human renal arteries and

endothelial cells and impairs vascular
function enabiing the development of
hypertension. Hypertensive patients $ ith
r,itamin D deficiency were associated s'ith
a twofold risk of cardiovascular e\-ents.

including myocardial inlarction. angina

and prolonged chest pain with documented

ECG changes (Marginean et al. 2013).

In different studies, there are multiple



int-arcdrrn- The !-ases \r ere Acute
\I1rr-ardiel [nt-ar.-tion patients who were
&lmilied in drc depanment of cardiology,
BS\f-\lL_- and sere categorized into
STE\fl r n=-jO t and NSTEMI (n=25)

-s!1ups according to the ECG findings.
.{nother -10 (thifiy) age and sex matched
subjecrs. free from Acute myocardial
int-arction were enrolled as control. Blood
samples \ ere laken with proper written
consents and with appropriate measures
serum vitamin D were measured to find
out the aforesaid association among
groups.

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

Groups
p value

Figure I showed that, there is a negative
correlation between acute myocardial
infarction and serum vitamin D level
(Spearman's correlation co-efficient, r= -
0.356 and p=0.001).

l:i. -l:
lcute ]ll

STT\fl \STE\I]
(meantSD) tmeanrSDr

L. ::

mi,i:i\
D

Serum vitamin

D (ng/ml)

Serum calcium

(mg/dl)

24.114.6

I

8,97i0,67

20.1714.11 20.8t5.63

8 4it1 0l 8 2t0.96

<t,l[ 1

0,176

Age

(years)
Acute MI

STEMI NSTEI,II

n(E ) n(:E )

Control

n (Eo)

<40

41-50

51-60

Total

MeantSD

2 (6.67)

9 (30)

l9 (63.33)

30 (100)

52.47!1.46

6 (20

I (4)

l8 02)
2s (100)

52.12!9.19

12 (40)

11 (36.67)

7€3.x)
30 000)

49.23!9.13 0.378

Baseline clinical & anthropometric
characteristics of study subjects were
shown in table 2.

Groups

Parameters Acute }ll

STEMI NSTIMI
Conhol value

In table 4, using a logistic regression
analysis of serum vitamin D, age, BMI,
smoking, DM and HTN, in relation to
myocardial infraction, the model showed
vitamin D and age were independently
associated with acute myocardial
infarction (p=O.OZS and p=0.003).

p

\

119.6r17.91*

73.8110.13

161.11t6.60

66.0017.15

110r10.5

13.33!9.22

160.90t8.10

63.1318.54

24.23!l.19

0,011

t.422

0.086

0.0i1

0.768

p
OR

95% CI for OR

tr"er Utperlalue

S. Vitamin (120 ng/ml)

D (>20 ng/m1)

. lr50 vears)Age 
i:SO Vearsi
(:25 kg,m21

(.25 kg m2)

Yessmo(rng 
No

Yesulvt \o

HT\ l'CS

\0

0.028

0.003

0.13

0.32

0.20

0.60

6.51

5.88

1.22

r.80

0.47

r.i6

t.22

1.80

0.39

0.56

0.14

0.41

35.35

t9.22

3.79

5.m

lJ0

4.8

Paraneters

Parametersll1l.llt14.02*

--:l:S.9

-:::ll-:--'-
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Discussion
Incidence of Myocardial Infarction is
increasing day by day in developing

countries. Most of the patiens $-ho str-imin

Myocardial Infarction have coronarl'
atherosclerosis. There are several risk
lactors for the develoPment tri
atherosclerosis. Among all the risk facttr-
vitamin D deficiency has been proposed to
play an important role in the developmnt
of athero sclero si s.

With this aim, a case-control stu$' s'a:s

carried out to explore the associatioo oi
semm vitamin D with acute myocardial

infarction. The enrolled study subjecrs

were categorized into group A t-hich
comprised of STEMI, group B, compris.d
of NSTEMI and group C comprised of age

and sex matched individuals free from
acute myocardial infarction.
We compared some baseline demographic-

clinical and anthropometric characteristics

of study subjects among -sroups-
Demographic profiles such n5 566king
status, diabetes mellitus and hypertension

did not differ statistically significandl
among grouPs. The findings $'ere

supported by that of Comeia et al- (201-: r-

The authors also found no differen'-e

among groups in terms 6f 56sking-
diabetes mellitus and hypertension
(p=O.gO, P=0'28 and p=0.77 respectir ell t'

However, there were some studie.
which were contrary to our study and Se
study by Correia et al. (2013) in this

regards.
We also comPared some clini.-sl
characteristics like systolic 61fl fi1stt-rlii
blood pressure in our study. rer-ealins &tan

systolic blood pressure were signiit=nd1
diiler (p=0.01 l) but Do signifi;unt
difference of diastolic blood pressure

among the groups. These hndings rr ere

also consistent with that of Si^der et al.

(2012) (p<0.05 (Significant) and p >0.05
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(Not Significant), for systolic and diastolic

blood pressure respectively. Among the

altlropometric characteristics there were

no significant diflerences among groups in

terms of height, weight and BMI.
Comparing these results with the results of
liaralias et al. (2013), we observed BMI
$ere not significantly different among

cl.-rronan' heafi disease cases and non-cases

m:Ie rp-0. 128) but it differed significantly
Jm!1n-q coronary heaft disease cases and

rr..n--lies female (p<0.00 1 ).
Itr !-)ur study. we wanted to compare serum

rir':miri D and serum calcium levels

emr-rn,g the groups and the mean value of
:erum vitamin D differed significantly

ronq -sroups 
with a p value of <0.001'

Tbe mean value of serum calcium level

arrk-tng the groups did not differ
.ig=:rr-'aniJ1. These lindings were in
as"=rrEnt sith that of Lee et al. (2011)'

Ttre ;anhrrn tbund significant difference in
rit,:nlin D level but no significant
difi--*-e t'lf serum calcium 1evel among

r--ur; mrrr-ardial infarction and control

5rttrp. There rtas another study which
sgs in'orsl<tent $-iih our findings. Karur

et ;-1. rl01{ I found both vitamin D
dei-ien1' along rvith calcium deficiency
r =-: .rrso-ialed rvith risk of cardiovascular

di-=r.e, There was no other study to
cono+rare our results where serum calcium

rs-i measured along with vitamin D. Roy

et iI. in 2015, conducted a case-control

sn.! to explore the association of vitamin

D r.nd acute myocardial infarction. When

rhe authors compared the biochemical

characteristics of patients with acute

m1,r,,-ardial infarction with age and sex

matched individuals, they found that

vitamin D t25(OH)Dl level was

sigaificantly lower in acute myocardial

infarction group than in control group with
a p value of<0.001. Our findings also

correlated with the findings of a

&



cross-sectional srud]- b!' Siadat et al.
(20lll *-here auihors observed similar
hndings in this regard. They found that
f itamin D level t ng/ml) were 58.7+39.6 in
.d\fl _sroup and 39.6+18.9 in control group
and it sas significantly different with a p
value 0.001.
\f-e did the Spearman's correlation
benveen acute myocardial infarction and
semm vitamin D level and it was observed
that there was a significant negative
correlation betwesn acute myocardial
infarction and vitamin D level (r=-0.365,
p=0.001).These findings were also
consistent with the findings of Lee et al.
(2008). They concluded in their study that
vitamin D deficiency is inversely
associated with risk of cardiovascular
disease.

Finally, we did multinomial logistic
regression analysis of serum vitamin D,
age, BMI, smoking, diabetes mellitus and
hypertension to evaluate the independent
factor of acute myocardial infarction. The
analysis showed that low level of serum
vitamin D (<20 nglml) was independently
associaied with the development of acute
mlocardial infarction (Wald=4.S1,
rd-r.018) (OR 6.57, 957o Cl 1.22-35.35).
This result suggested that low serum
-. ---:::ril D is the sole contributing factor in
j--.3-,rping aeute myocardial infarction
::e-<,=--:i e of the BMI, smoking, diabetes

=e-:=-< ;-nd h1'pertension. Our study
::-: :'>rr reYealed that age was
iDoeleart::-] associated with the
der-atr.rpce:: lf acute myocardial
id.-uLu Fr_,.i-r,r-r ,OR. 5.88, 95Vo C\
l-8f.|-fg "' :itc; rith r itamin D. Roy et
al, rl0l5'- dil e;rs -..rnrrol study with
120 anrre m] L\:irii.:- :nl.rition patients
and ll0 age an1 sr :r:rihed controls at
All India Itrsiime or \Ia',Iical Sciences.
New Delhi. \Iuluple L.ii.d; regression
analysis of their stuch ;on.-luded that

along sith Io\\ :er,r:lr '.:::::------ I . . :
<0.001 r. c(ntrrl ,,he. t t.\

diabete. mellitus rp=g.rtl '..,-, -
independent risl, factor: r', r -- -::
myocardial infarction.
Conclusion
From this study it can be concluded that
low serum vitamin D is an independent
ri:k lactor for developing rcur.c
myocardial infarction. Individuals with
serum vitamin D <20 ng/ml have higher
chance of developing acute myocardial
infarction compared to those with serum
vitamin D >20 ng/ml.
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Effect of Rising Rate of Caesarean Section:
Should we & Can we reduce it?

SP Biswasl, R Islam2, TK Roy3, A Akhtera, D Halders

ABSTRACT:
Background: Caesarean section is the most commonly performed surgery
in obstetrics. Newer indications for doing caesarean surgery have resulted
in dramatic rise in caesarean section rate in last several years. Objectives:
The aim of this study was to evaluate the rate and indications of caesarean
section and to identify the measures to decrease its incidence of
possibilities. Method: This prospective study was done in Obstetrics and
Gynaecology depaftment of Khulna Medical College, Khulna. Over a
period of 12 months from January 2076 b December 2016, 1454
caesarean sections were done among total 3391 deliveries. An attempt was
made to find out the caesarean section rate but conception after ART and
estimated foetal weight over than 4kg were excluded from the study.
Result: During one ye.u study period, there were total 3391 deliveries, out
of which 1454 were caesarean section and rate was 42.887o. Repeat
caesarean section after prior caesarean delivery was the leading contributor
of caesarean section rate (34.117o). Other leading indications were foetal
distress 8.127o, pregnancy induced hypertension 8.047o, premature
ruptured membrane 6.67 90, cephalopelvic disproportion 6.05V0, post-dated
pregnancy 5.927a, and breech presentation-5.647o. Conclusion: Some
measures that can reduce caesarean section rate are reduction in primary
caesarean section, trail of VBAC to women with one prior caesarean
section, use of foetal blood scalp sampling for foetal monitoring, use of
oxytocin and plotting of the partogram for every labour.

Key v'ords: Caesarean section rate, Rqising rqte, Indications, Pior one section.
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above l5Vo implies an unnecessary and

unjustified use of surgical deliverl .

whereas a rate below 57o may be related
to the population's lack of access to rhe

medical technologl [.21. The ri'irrg rre -
of caesarean section in moderr ob.te::::.
is a major concem in health care ... ..::::
all or-er the uorldf3].\\'ith ell th: -::-. ..-

s

otitM lltirin.

Intr, ,du. ii .

The L .,....:. :-:. l-,een increasing
\\ rrlllt.,. t: , ::- i.t common

aloun.i .:-= t- ::. hisl.l
prevalen;: . :, :-: :t:.Llth
Ol'ganizatirr:r ii,-- . --- ,.:.-i::-:I
\cctiu tJI.. --: - .
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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 caesarean

section in many countries have increased

beyond the recommended value of 157c'

almost tloubling in last decade especially

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 techniques, reduction of
post-operative complications and

perception of greater safety during the

procedure [8].
CS 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 CS. There

are several adverse effects that it may

affect the mother. which include maternal

death, the greater number of hospital

admission and lncrease the risk in future

pregnancies for placenta praer ia'

Respiratory distress syndrome is the onl,v

adverse outcome that is well documented

in the babies born bY CS t9, 10, 1 11.

Now the woman's motivation for the

choice of CS include: fear of vaginal

delivery, preservation of coital function,

relief from the Pain of labour and

opportunity to obtain tubal ligation [12]'
Current available data from developed

.ountries related morbidity and mortality

riom CS is more than in vaginal delivery

:..: both the mother and foetus. The aim of
::: .iudr \\ as to evaluate the rate and

Journal of Satkhira Medical College

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 to

December. 2016. During that period total

-3-191 patients were delivered in this

institution and those were selected in this

studl .Patients with history of conceptions

afier artificial reproductive technology
(ART r and estimated foetal weight over

than -i k-s sere excluded from the study.

Preiimrnarl investigations done were

haemoglobin estimation, blood grouping

& Rh qping. random blood sugar, urine

RALiE. obstetrics ultrasonography and in

some selected cases blood urea' serum

creatinine. serum uric acid level, SGPT, &
serum electrolrtes. After taking consent,

detarled present & past history were taken

from ali the cases, general and local

eramination rvere 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 labour. 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. In anY

complication management was done

accordingly. Detailed ana'lysis of cases

was done in terms of emergency/ electil'e'

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

SPSS-i7.
i.l Caesarean section and to

Jenii! the measures to decrease tts

r-rden"-e of possibilities.
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Result:
Between Januart December 2016.

Table-II: Base line rariables of !rud\
populations

total -:-:-- : . :::. ,::: ielirered in
ob.le:: -- ji :. --- ::.']. department Of
Khu:'. 1.1:- -- - ::; Hospital. Out of
r'.'"- . i: '- : putients were
i::..:- r::-: ileinally. BreeCh'.-:-:- -: -._ ,,. 13 (.687o) patients
::-- l -:,j,., patients needed
r:-. :- : -:- . ,,:inal delivery. But main
:: - -. : : :rrt 1J5,1 (42.8870) patients
::,:- -::i-.iean Section for different
, --.: rr. ,Table-1). obtained the base.: - :-:r1.: age, parity, occupation, and

-: - ..-. ::rl a_qe at the time of caesarean
' . - .. t-.. The patients were selected in
: .::: rqe groups: below 20 years, between
: - -:r) ) ears, and above 30 years. Among
,:-.:.e three groups, maximum 1283
r:.217c) patients were in age group

betueen 20- 30 years. Most of the
caesarean patients were miltiparity &
grand multiparity (52.06V1 and also home
maker was 53.99Vo. Only 15.067o was
service holder. Maximum caesarean
section (.6'7 .519o) was done at term. But
special scenario was that 146 (10.047o)
patient: needed caesarean section in
preterm conditions in some dam special
situations. (Table-2)
Clinical indications of caesarean section of
the study population were observed very
carefully. Maximum caesarean section
(37.417o) was done due to previous history
of caesarean operation. Breech presentation
and transverse lie were 6.057c. Other
lerdine indicators were foetal distress
: ll'i). CPD (6.0570), PROM (6.6770),
:.:-:r'.insi\e disorder (8.O4Eo) and- . --.,::J nleqnancy (5.927o) (Table-3)

T.rhlr .I: \Iode of delivery

Multi 51.58

0.48

Oc atlon

53.99

30.95

Gestational age at the time of C-Section

Table-III: Indication for all Caesarean
section

Indication

\L-::r::: -.

> 30 Yrs

l8

Pa

Breech 0n

Tranverse lie

Floatin foetal head

ruGR

Confiacted

697

r 28i I 88.11

121 | 8.16

11.91

8.12

2.t2

33

Prolon labour

Bad obstedc hi$

Deflexed head

Face

0,89

2.0

1.93

elvis

talion

l3

1,5i

3.03

0.41

0.-r5

0.1.+

0l.j

0.89

Number
of cases

Pelcentage

l

6

)

l
51.05

Hand

Cord prolapse

Frlled induction

Primi

1

Home makel 785

Manual labourer 450

Office worker 219

Pleteln 146 10.04

Tem 982 61 .54

Post dated 320 22.01

No lnformation 6 0.41

Number Percentage

496 34.1I

PreYious tow or more C- section 48 3.30

llrsFoetal distress

Cephalo pelvic disproportion 88 I 6.os

Post dated pregnancy lJ6 5.92

Hypertensive disorder of pregnancy ltT
82

6 0.41

Failed induction 2

Prom

31

91

0ligohydramnios 22

22 1.51

Precious pregnancy 18 |.24
Twin pregnancy 13

28

APH 44

Matemal distress

Ase

< 20 yrs

20- 30 Yrs

750

Grand Multipara

r5.6

15 l.0i

l8-r 3

8l 2.39
-i

L -:...:: -

hevious one Caesarean section

8.04

5.64

,0

2.21

6.67

29

Obstmcted labour

Elderly pdmi

1,:-, -. ,'
Rhesus
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In our study another common indication
r,. ;L: foetal distress (8.12olo) which was

.'Lrmpatible with Indian study[21 ]. The

_:,11J :t.rndard method of estimafion of
. ::.,1 distress was not done in our set up.

',\': r;id for foetal monitoring been

-.,, -, 11,.r;qrgraphy. cTG is known to

.:-:-:int:1te the foetal distless. The

---. --:: r:lethod ol estimation of foetal

r -: :.: :. foetal scalP blood PH

Discussion:
hcreased caesarean rate is a nlil-lLrr la:l::l
concern raorld-uide, uhich hr' i:1.::..'.-
from 5-17c in 1970 to 25-30ir in lt rt r-1 ' -;

The caesarean section rate in our studi ''.'
42.887o. Diff'erent studies in dii,::-:::
countries revealed clesarean :culi, ll '-l-'
32.6Vo in India.2l .4Vo in China. :1 1':' r-

Brazil and 5'7.3o/o in Mexico [11.1-5.1t.--
which were compatible with this studr . T:..
reason for rhis high rale ua\ prob--...

because ours is a referral hospital uhl'r
recei\ ed complicrted prePnanc-\' ir"-
periphery. The most common indication i,- :

caesarean section in our study was rep.;:
caesrrean section (.14. I lco t in woman ri t:.

one prior caesarean section. A trial fc':

vaginal birth after a previous caesare;:'.

section (VBAC) is considered safer th.r
routine repeat caesarean section. But it i:
unfortunate that there is currenth le..
enthusiasm fbr VBAC by trial of labour' i:
is evident that caesarean section is doct'':
friendly, VBAC is not[18]. RCOG

recorrmended thal itll wolnen pler i,''u:.

delivered by one lower segment caes!13:--.

section should be ollered an opporlulljr" 1

labour during their ne\l pregnani\ -.'
promoting a trial of labour [19]. But L::.
the decision for primary caesarean sea:: ::

is important and every effort for i;:::-,
delivery should be made in primler.,r ::- -.'

a carefully supervised trial of labour.

The reasons for caesarean 'eet: :
women with one prior c- 5e-l i''t 

"' -' 
':

mainly short inter pregnancl inte:-. -, :
6-12 months, post-dated preSn"n;- :'-
poor monitor facilities dudng 1aL't'::: I: -
of labour uas given onl\ to \\ ' :r:--
came in active phase of laL'.':: '' :: .
cervical dilatation of > I - .\.. -.'-
factors lead to a rise in rePe:: .:;: :..

Manl studies har e recontttt;re .
option of VBAC should give to s'omen

with prior one scar [20].

r-:'r,rn indication for caesarean

- -:--:ries caesarean section rate

s no$' the order of 807o. This
mplication not only for the

but increases the chance

:::- --:.-::-::' :i-Iltrll in subsequent

rident from our study also

accounied for 8.04Vo of
casareen section. other important

i-n(li--arir-rri tbr caesarean seclion in our

smd) q ere PORM (6.67 Vo) Post-dated

priydrL-I ti.97%) CPD (6.057o), which
\. ere !-Lrmparible with Shamshad study[24].

There rere various studies that have

sho\rn frai risilg caesarean section rated

drres nqrt indicate better healthcare either to

Se mother or to her new bom. Now with
dese i-n-depth analysis of underlying
lEu-iadre factors, indications, adopting

appropriate technical and remedial

mea-sures can reduce the high caesarean

rare in tertiary teaching level hospital.

Conclusion:
Patient pressure and competing private

inrerest play an important role in the

decision making process of caesarean

section. So awareness should be raised

among the providers as well as among the

pregnant women and their families
re-sarding the potential dangers associated

uith delivery by caesarean section.

Women with prior one scar should be

48
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given trial of VBAC afier careful
assessment; care provider should need to
relearn the art of instrumental vaginal
deliveries and extemal cephalic version
(ECV) as an imponant step towards
reducing caesarean section rate.
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Introduction
Septoplasty is a common surgical
procedure performed by
otorhinolaryngologist U-41.
The nasal septum is a rare rectilinear area;
it is often the seat of morphological
abnormalities that cause functional
disorders [5 -7].
Major anatomic variants leading to
osteo-mearal obstruction are deviated
nasal septuin. conchtr bullosa, paradoxical
mlddle turbinate and infra orbital (Haller
cell) [6].

Septal deviation can be cartilage and/or
bone; causes a namowing of the nasal area
in the convex part with a decrease in
respiratory field (linear thickenin_r): the
overall impact on dre human organism can
then occur secondary to this condition
t3,7,81.
Some people are born with a bent septum-
overs acquire a bend as a result of u-aum;
t6,et.
Osteal obstruction may lead to i'luiti
accumulation and staqnation. --rearin-r ;r
moist. hypoxemic environment ideai tor

.lSi\.'C ,: - . : -. -

OriginelArfu

ABSTRACT:
Introduction: In Bangladesh the septoplasty is a common ENT surgical
procedu_re. Aim: To report our experience in the appropriate management
of nasal septal deviation Satkhira District. Patiints- and methods: A
rehospective 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
2017. Al1 patients were operated under local anesthesia; a Killian,s
incision was used in all patients. Results: A total of 90 patients, aged
16-40 years, '15 male and 15 female, underwenr septoplasry for deviited
nasal septum. The observed probable causes were: nol 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 907o of 

-iases 
and

increased moderate in 1070 of cases. Conclusion: Despite its rarity in our
unit, the septoplasty is,a procedure that must occupy a significant place
in rhinologic surgery of our country considering the r'esults of this study.

(s1)
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€eoure:
ere oDerated under local

lasal mucosa

i.. nrnlours are evaluated

)nducted one hour
lnj Diazepam IAvI ,

ri rs used in all

sutured using 3/0

packing impregnated with
mlent was removed after 48

srrr\\ rh of the pathogen: [5.f 
'.

-\ disorder of the nasal ;rrar-.i::-:.-.: -..1

j,,in: there is e lip ol'llre '-
suppoft.
Dirgnosis i,. olten delrrr ed. irt I: i .: ..

J[er mo\t putienl\ irre \ecll hcl,':r :- -

health professionals not specializ:- .: ::,
lield ol'ENT diser:es. Thi: .laL. . -
favors a non-adequate care b;.:-
poorly dJpled Ireatmenl: l,,r :.
patients with deforrnity of the :'.. '
septum: iterative treatments to the tl:-*
rnucosa (na\al drops vasocor-tr.-. -

inhalation of often toxic substan;;-
trrditional); \uch a .itualion c:lt' .:'
complic;.rte an eventu l sulSel\ ,,1 -:
nasal septum.
Aim of study
To report our erperiente in lhe approprt:.t;
management of nasal septal deviation i::

Satkhira Medical College Hospital unde:'

Local Anaesthesia
Patients and Methods
A retrospective study was carried out ill
patients with symptomatic deviated nas;J

septum who underwent septoplasty in the

ENT Unit of Satkhira Medical Colle-ge

Satkhira Bangladesh . from June 1016 ti
June 2ol7 All prtienti uere opetJt. -
under locll rne.lhesil; a Killian"' in.i.i.::
was used in all patients. Our exclu.ir'::
criteria were patients suffering ir.i'::.
medical problem (e.g. uncontrol.3.
diabetes and hypertension, heart ptobleI:'...

coagulopathies and those case done utrc.:
General Anaesthesia
Infbrrr.red written consent was takert i: :r

ever) patienl. A derailed exlttlitlit., '

lhe nose. throal and eJ[\ ul\ Pc 
',:::r

Laboratory tests were cartied .,:.
patients before surgery. and ."..,:-- -

diserses wele not present it . '. -..:
X-ray examination of associated p:r*:-.-.:
sinuses and nasopharynx \\ar :1. : :':
(Figure 1).

1i
\ r-1

r

hours-

- -\fter surgery! antibiotics were

rer-rrmmended to all patients for 10 days,

and oral anal-eesic. nasal saline lavage and

anti-inflammatory treatment was used as

Ddede'l-

Reslts
Bets.een 2015 and 2017. a total of 90

parient5. aged 16-40 years, 75 male and 15

t'emale. underwent septoplasty for deviated

nasal septum. The observed probable
causes \\,ere: not established 50 cases

and traumatic 15 cases. The essential

slmpioms were: nasal obstruction, facial

fz
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pain, vasomotor rhinorrhea. The total
disappearunces of lhe preopelirti\ e

symptoms wele observed in 907o of case:

and increased moderate in 10% of cases.

Sholt and long-telm postoperatire rre--
simple. Minor hemorrhage was obsen ei
in f'ew cases l0 patients (11.11%t h;,t;
only benefited a nasal packing and -:

palienl: (g.lUo;)had a septal \utllir]-: i:.-
a nasal packing. All patients \\ere ;L'li l
jt-rin home 24 hour''' tirttc :.it-'- - -

operrlion. The totul di':rl.ne.rr. r'-:
preoperative s)'mptonrs $ere,,b.::'.:-
907 ol' cl:e: lLttLl Ltt-t'-.- r-'- :- --- -'

l0% of case:.

{ge distributi,,n

1', -i -

lb--: .:.
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life of patients.

Th: i :tud) confirmed the role of the
iJ::,-,'Ji;1it) in rhinologic surgery within
,.,:: ,::ri: despite the inadequacy ol the

::'--:.,,, :.1uiprllent; this is a surgery that
. : :cncllrlly requi|e erPensire
: :- . :---: -,Ln lepresent an obstacle to its
:. : : :t'r \Lrch a unit like ours.The
. - -ll prrtients is male with an

- : - i .:: ,:,i 16 years, confirmed
. r'k. dealing with the

- - - -l.The nrain indications
' . n,r:ll septum surgery

.. . -r.I:. \ hr lllurnllic.
_ : .,. .: :trt,lttgies I.3,81.

. .r ---irl;l in our sludy
-, ..-:-.,:ll.-d br the
. -, - r: . b:en ahle

-, -: .. : n.riltl

,

.:. ..,-. .. ,,..: t

. ::- ::::.:.e ,r:d it
. _ _--. :_. :,:ta di\ixtion

: ' . .:-.a n;i\.11 \eptutn
: :ilr)n \ rrithe septum

:t a r'rr r-rr1e ol the two
- ' : .,i rhe Ievel of the

. , . , .'.r.,i. \\.1s especially found

-
: ::. :r'.. ailused by septal deviations

- : : :. ::te result of their effects on

:.-..- -r.,:ia,n. The dominent symptom
r: :._- .-.-..-:1 Lrbstruction, but this is rarely
.. :., -:-,,-rgh to cause anosmia [6]
. :- .--.'-r. ol' septal deviation ale not

:-.--..;::1:: nasal obstruction, mucosal
,;: *:-._:1.. neurological changes [2,3,6].
T::e nain symptoms observed in our
l,:riinri (nasal obstruction, facial pain,
c;it.lrrh) al'e usually those found in the

literatule [1,2,6].

Complications

Haemorha e

6

1

Discussion
Septoplasty is one of the most u-idelr u:e-
surgical methods fbr correction ol sepi-.
deviation l8.l0l. Many obstrxcli\e n.,.-
disorders are caused by the sepr.l
deviation. Manalement lor the ttaumr- , :

the nose in distant areas far from the

hospital structures specialized plomotes
huge ploblerns and most prtients remrin
with their deviation liom the nose without
early correction after a trauma.Our studl
will no doubt allow emphasis on this
neglected rhinological pathology and

which negatively influence the quality of

Septal haematoma

Vasovagai attack

Cardiac anest

(s3)
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Our patients Presented Primarily
symptoms of deviation of nasal septum of
type 2 and 3 accordin-e to the classification

of Cottle [2,10]. Conle classified septal

deviation in to 3 tYPes i.e

1) Simple deviation: onll mild deviation

with no obstruction and it is the most

common I pe seen-

2) Obsmrcdon: here th; de\iated -Ptum
touches the laieral lr all. but on

decongesdon sith l';rstrconstrictor: the

rurbinate shrinLs and the obsm-rction is

relier ed-

-l t lmpaction: massive angulation of the

seprum rvith a sPur.

Surgical techniques for deviated nasal

septum are 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 is

idealiy performed under local anaesthesia

t3,81.
Al1 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

operators have recourse.

There are several types of incision of the

nasal mucosa for the septoplasty: Killian,
Passow. Halle and Freer Incisions [7,10,]'
\\'e opted for the Killian's incision '

Killian's incision is preferred for sub

mucosal resection operations, it's the

commonlv used incision [2,3,8]' It is an

oblique incision given about 5 mm above

the caudal border of the septal cartilage

t2).
The peculiarities of the septoplasty are

variously cited according to the authors:

difficult detachment caused by a cartilage

clet'lectecl in various dilections'

-,'trtpli;rrtcd cleiLs. ple-e x i''t ing

r- 'l,,li,,ll:. jlnleliur

r-,1\ ,:nLrc.llltel ization. irdhesions of septal

:,,:-:i1.,3: L lisk ol pertbration) [l-3].
r:::::..r..rre diYided on a nasal packing

.-,,-: ,:,,J: Lrr a :uture of the nasal septum

-,-: l:: -:';l.trDl;1\t\ '

:. .:..: : -,.-.1 :;i;king is clone routinely in

:---:- l:--',r. :':l'{::-i3\. pirticularly in
::: . l,-':- -:. i

H... :'. . :'.,,'-,- lr:,.'king utie| nasal

:ur::n f..lr. L';.;k i'-t ,:-- in ihe tiltle of

Gustal Killian rrf Gerlnen\ 'l 1l and Otto

Tigel Freer of USA \ eI s\ st.lretic stlb

mucosa[ resection (SMR) and nasal

packing was started in I 882 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. Numerous

other agents like polyvinyl acetate sponge

(merocel), Nasopore (bioresorbable

dressing), various balloon tamponade

devices are also available

Nasal packing after septoplasty has been

used to aPProximate sePtal

mucopericondrial flaps mechanically, to

prevent bleeding and septal haematoma' to

support the septum, to stabilize the

repositioned cartilage and bone fragments,

and to prevent synechiae between the

septum and lateral nasal wall [3,8,]'
But few studies suggested that nasal

packing is not necessary atter nasal

ieptoplasty as it causes discomfort when it
is being removed
Thus some authors opt for the suturing the

septum after septoplasty has the advantage

of eliminating discomfort for the patients,

has minimal complications and tlle

hospital stay is less than with the ntrsal

packing [1,1.
Whereas the conditions of the tropical

(s4)



: : - ... ,: J:Fe.ialh prelerred
r--:Jl'']lt,g. Thus all ol our

-. : :. . ,-.: benefited of a the nasal
-..-,:: : ..,.irhout suture and three patients
:.--: :r .rddition to packing a suture of the
r:.tfxl septum to better approach the flaps
atter a clifficult septoplasty.
This approach allowed a perfect mastery
of bleeding associated with the chirurgical
procedure and all of our patients have
joined the home afier 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 nrajority of studies that have
mentioned a nasal packing rnaintained for
48 houls.
The septoplasty cornplications may occur:
synechiae, perforation. and deviation f'rom
lhe Mtreosa. ofterr r er'1 \criolls epislr\is.
rarely an intracranial complication,
thrornhuphlebit i., of lowel errlerrities
causing a pulmonary complication s...

t 1,3,6,8,1.

A well suitable surgical technique allows
to make it bearable and beneficial tbr 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
nrajor complications. In 3 cases we
observed Vaso va-eal shock and in 1

patient u.e observed cardiac arrest befbre
incision and post ponned the procedure
a ntl err.rrrc el'lectire resurcitation.
Conclu.ion

References
1. Avakoudjo
Lawson Afouda S.

Vodouhe J and
(2012)Place de la

F. Adjibabi W,
Hounkpatin SHR,
Hounkpe YYC

septoplastie dans

- --,.;:.4 ill',p.rJI L] t'i

(ss)

,- -: :'::'- -'. :, . _: .::

i ,'h.trt:-tr..: ..-i., - .-. :
atricarn. \ledecined -{;riqL.: \ . ::, -

359-363.
2. Brsith Y. Brrl;r:uhr.r'1.l;.r: -
(20I2) Role of anatomical obsn'ucriLrn i:l
the pathogenesis of chronic sinusiris. .{
case series study based on radiologicai
assessment.

3. Antoniv VF and Titova (2001) LA
Correction of intranasal structures in nasal
septum deformity.VestnOtorinolaringol
(t:45-41 .

J. Pannu KK, Chadha S and Kaur IP
(2009) Evaluation of beneflts of nasal
septal surgerl, on nasal symptoms and
general health. Indian J Otolaryngol Head
Neck Sur-e6l :59-65.
5. Mohan'red AAG. Sacko HB
(1995)Profil bact6riologique des sinusites
rraxillaires purulentes observ6es dans le
service ORL de l'H6pital Gabriel Tour6 de
Bamako(Mali). Mali M6dical10: 9-1 l.
6. Balasubramanian T. Devizrted
nasal septum, drtbalu's otolaryngology
online
'7. Zimont DI (1933)Diseaeses of the
upper aero-digestive tract (in Russian).
8. Protasevich GS, Gavura IA and
Kovalik AP (2001)Ultracaine anesthesia in
submucous resection of the nasal septum.
VertnOttrrinolaringol 4:4 I -4.1.

9. Basavaraj NW, Rashinkar SM,
Watwe MV. Anees F and Kakkeri A
(201 1)A Comparative Study of
Septoplasty with or Without Nasal
Packing. Indian J Otolaryngol Head Neck
Surg (July-September 63:247 -248.
10. Cottle MH and Loring RM ( 19-18 r

Surgery of the nasal septum. \e\..
operative procedure and indications. .\n:t.
Otol. Rhinol. Laryngol 5'7: 703-713.



:.:Llll Journal of Satkhira Medical College

Key warils: Anthropometry. Heail length' Heait breadth' Cephalic index.

Cranial Anthropometry of !he- Santhal's and
Bengalis in Bangladesh
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ABSTRACT:
ti#ff; Til" cranial anthropometry als.o called cephalometry' is the

iiii"iti"". i, *i'i"r, in" r"rgir' una 6readth of m: !:;4 are measured to

ffi;;;;-id."cial and sex'ual difference Cephalic index also gives

i.ii.ir^ii", 
"u"ri 

so*" ait"^" 
"ondition' 

The Santhal's' our. study

,rti..i f,"irg , north-west 
'one 

of sangtaaesh are usually recognized as

;;H;i; ffi;i;.'because tntl t-,uu" t"pltate identitv-and their phvsical

ilr';;;d';"eisiincti'e to Jorn" extent' The aim o.f this studv was lo

comnare the measuremen, J;;;;i;su"tttur;' u'a Bengalis ind with

it 
" 

.ittl.t races from previous available data'

S;J; ;;ti*"t ihe' study *ut-u' ob'"t'utional' cross sectional and

a"*"tintir" fi nrtut. with iome analytical component.

ilil;';;i;; ;;J ;,rdt period: rhe studv was carried out in Rangpur

N,ffii";ie;i";; ona". Rll,ttut'l Universitv during the period of January

to December 2012.
3""i""ii""""-f 

-t"n:"cts: 
100 adult male Santhal's and 100 adult male

il;;i; rio* aLr"."rt u."u, ? oina.lpor and Rangpur districts in

Bansladesh.
ilfliirfi;i"ar."iat dimensions. such as head length and head breadth

;;;;;;."*i'r"G srioi"elJ streaoing catpEr and cephalic index

was calculated.
iG;iil i{; ir"ad length and head breadth were significantly lSherin
the Santhal's than the U.nlufi'-Uut rhe cephalic intex of the Bengalis

;;r.;;;'ficanitl't,igll., tttii'ir" iuntr'ut's According to cephalic inde.x

;r;;;;?;l;;;;a *8"o""pr'urrc i" brachvcephalic tvpe and the Santhal's

*ere dolichocephalic to mecocephalic type'
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Introduction:
The anthropometry is the science of
measurin_s the human body and its parts.
The craniofacial anthropometry involves
measurement of the skull and face[l1. By
studying various methods such as cranial
capacity, cephalic index and observation
like craniometry have beenused to
determine the racial trait in past[2].
Craniolacial anlhropometry is an importanr
technique used in both physical and
clinical anthropology. It is \ery importanl
for the study of human growth and
variation in difference raceses and also for
clinical diagnosis and treatment[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 one of the oldesr
and largest indigenous communities in the
northwestem belt of Bangladesh. Thel are
largely seen in the northern districts ol
Dinajpur, Rangpur, Naogon. Thakurgaon
and Panchagar[5].The Santhal's are
dolichocephalic means long narrow
headed. lheir speaking language is

Santhal's that belongs to Austro-Asiatic
sub family of the Austric family[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 to 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 to the Bengalis
and to determine their status in relation to
other population studied elsewhere.

- _ _-' . :t : -.'.. - -= , 
:: :: :: :::

]Iethods and materials:
The studr \\ts de:.'rifri\-' .:.::.,::. -
cross-sectional in neturc rr rrr. : -t-- --

analytical component carried lrut 1r.

Anatomy department of Rangpur \IedicEl
College in the season of Januarr ro
December 2012. The study subjecr
consisted of a random sample of 100 adult
male Santhal's and 100 adult male
Bengalis age between 25-45 years residing
at different locations of mithapukur and
badargang of Rangpur district and
parbotipur and nowabgang ol Dinajpur
distdct. Most of them were illiterate so
their date of birth was recorded from
national ID card. Age was calculated by
subtracting the date of birth from the date
of data collection. The Santhal's and
Ben_ealis mixed in origin, history of
congenital cranial anomaly, major
craniofacial trauma, cranial re-constructive
sur-sen that might affect the measurement
uere excluded from the study. The
r ariables were head length (maximum
cranial length) from glabella to
opisthocranion (g-o) and head breadth
,nrarirnum cranial breadth; from enion to
enion (e-e). Measurement of the two
r ariables were taken by physical
procedure and the cephalic index were
calculated as a percentage of head breadth
to the head length.
The head was than classified according to
the cephalic index and compared to each
other and with the other ethnic groups
describe elsewhere.
Procedure of measuring the variable: Br,
using spreading caliper physical
measurement were taken at a fixed time
between 9am to 5 pm to eliminate the
discrepancies due to diurnal variarion.
The following measurement were taken
1. Head length: it was measured :: :'.
glabella to opisthocranion (g-o r

2. Head breadth: ir rrl. nre".--,.: :: ::
(s7)



3- Cephalic index lr'as calculated from the
percetrrage of head breadth multiplied by

Variables
Subjeos p value

(ps o,o5)*Santhal\ Bengalis

: :r: measurement was taken twice, the
:-: .. r alue that was used in the study was
. , erage ol the two-obtained value.
1..: Data processing and analysis:

-\tter data collection, their frequency
distributions, central tendency and
dispersions was determined and result
were prepared in terms of frequency,
ranges, mean and slandered deviations
using SPSS version13.0. 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 (18.49cm) (p=0.00) table
1.1. Both groups were classified according
to maximum head length. It was found that
70Vo of the Santhal's and 607c of the
Bengalis belongs to very long head length
t\,pe, this was followed by long type in
uhich the Santhal's werc 2J 7o and the
Bengalis were3l%o (fig-l a and b)
\,sain. the head breadth was significantly
ri,sher in the Bengalis (14.82cm) than the
S -,rthals' ( 14.57cm) (p=0.00) table 1. 1.

5 :h ,sroups were classified according to

-::r breadth, and were belongs to the
::.:-:.: t1pe. The Santhal's 62Vo and the
::-_:*.:. 6ilci more middle type. Where as

-- . .:e Santhal's were narrow type
.- - : i- . , them were wide type. TVo of
::.. 3=:.. :. h:d narrow type and27 7o had
'.,. : :: :.:: r:ed. Fig-2 a and b.

In :..: : :::h:ilic index there was
si,En-:,:.-: :: :::nce between the
Santh"- . . .: ::: B:::-:1is tp=0.00).
The mean l:r of the Santhal's
(77 .78+3-0) u'as sipificantly lower than

Malimum crantal

length (cm)

Maximum cranal

breadth (cm)

Cephalic index 0.000r

*p values reached from unpaired t test
were found to be significant at 59a level
Result are shown as ranges and mean
SDs.
n=100 in each groups

o3 1] !

18,75t 0.59

(17,1.20,)

17.yt 0.46

(r3.6.r6.1)

77.781 1.0

(71,28-85,64)

18,49t 0,58

(1i-19,9)

14.82t 0.51

(13.4-16.2)

80.r9i 3.4

(73.62-90,50)

0,002*

ll

r)0

(a) (b)

Fig. 1. Pie diagram showing percentage
frequencies of different types of cranial
length. The values within parentheses

represent cranial length in the a) Santhals
and b) Bengalies.

.loLr:n: oiSaii-'a',':d ca Col ege

the Bengalis ,36.1Q -1.1r rtable 1.1 t. Both
groups were classified accordin-s to
cephalic index. The Santhal's and the
Bengalis respectively were mecocephalic
567o and 55%, though 297o of the
Bengalis were brachycephalic and only
l2%o of the Santhal's were in these types.

Whereas 3l7o of the Santhal's were in
dolichocephalic group and only l07o of
the Bengalis were in these group. So
according to cephalic index the Bengalis
were mecocephalic to brachycephalic type
and the Santhal's were dolichocephalic to
mecocephalic type. Fig-3.

Table 1:1 Distribution of the subjects by
cranial measurements

0,000*
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length group (10 Vo), rhe similar veIJ' long
head length type were found in
Malaysian[8], Syrian[9], MalaylndianI I 0].
karkar[ 1 I ], 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 0.46) than

the Bengalis (i4.8 0.51) table 1.1.

According to head breadth the Santhal's
were belongs to middle type (60%)..Similar
middle type of head breadth were found in
onges[14], gurung[15], karkar[11],
lufa[12], and Bengalis in Bangladesh.

Discussion on cephalic index
In the present study, majority of the
Santhal's u,ere mecocephalic or medium
(56%) follorved by dolichocephalic or long
narrow head (31%) fig-3. Similar
mecocephalic head rvere found in the
Bengalis in present study (55%) these

were followed by brachycephalic or short
head type (29Vo) fi,g-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 to
mecocephalic. The Santhal's and the
Bengalis ln Bangladesh and the Indian
were proto-australoid nearest to the

Caucasoid group. So these support to
Bhasin(2006) [4], who described as

mecocephalic to brachycephalic.

Conclusion
The study showed that the adult male
Santhal's of Bangladesh are mostly r,erv

long head length, middle head breadth and

dolichocephalic to mecocephalic. s hereas

the Bengalis are very long head len-sth.

middle head breadth and mecocephali"- t.-r

brachycephalic. The trr o communitte.
studied, though belongs to nearest race

Th.:.=: .....',1
_- ::. ,:. .rng and narrow)
l: -_..1 :- -::.rrro\\')

tr:::.::]. : '.-:::rJd)

1.::::.: ..- ::. !hor! and broad)

= 699
'70 to 15.9
76 to 80.9
81to 85.5

t ss.o

Fig. 3: Distribution of subjects by cephalic
Index

Discussion
Discu..:,-:-. . nead length and head
breadth
The fin..--.' ,ri the present study
regarding ::":-:"1 head) variable were
compareci 'o::'.,. :el the Santhal's and the

Bengalis ir, B..rgladesh and with the
findings of ,.-.::,ru. other ethnic groups.
The Santhal . ,.i:rr proto-australoid on the
basis of 31111'rp,ll.rgical origin[7] but the

Bengalis \\'ere rL.ir"lrrid t1'pe 4. The mean

head length oi the Santhal's (18.75 0.59)
were significanth gher than the Bengalis
(18.49 0.58) table LL.
According to the head length type the
Santhal's were mostl\ in r err long head

JSMC:Vol.04; No.01; Jan 20'17

il, ,",

Fig. 2. Pie diagram shorving percentage

frequencies of different types of cranial
breadth. The values rr ithin parentheses

represent cranial breadth in the a) Santhals

and b) Bengalies.

.t .. *4 "d otr.,af\i'J

f ! !' "r{ -do
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(australoid) showed significant variation
possibly due to multifactorial etiolo-eical

cause, which play significant role. The

study may be useful and essential to the

researcher, clinician. anatomist.
anthropologist, nutritionist and forensic
expert in respect to their field of studl'.

The data may also provide as the basic

framework for estimating the standard of
the cranial dimensions.
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