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EDITORIAL

Zika virus and Pregnancy

A 5 M Moosa

Zika virus is a mosquitc-bome flavivirus
that was first identified in Uganda in a
monkey in 194736 It is transmitted by the
Aedes (Stegomyia) species of mosgquitocs,
Aedes aggypti, which also transmit yellow
fever, dengue, and chikungunya viruses.
These mosquitoes live in and around
households and lay eggs in domestic
water-holding conlainers. Aedes
(Stegomyia) species of mosquitocs are
daytime biters.4 Individual cases of Zika
virus disease in humans were first reportad
in Africa and southcast Asia. The first
outbreak of Zika virus disease occurred on
the Pacific 1sland of Yap in 2007.

The incubation period for Zika virus s
unknown, but preliminary data suggest an
incubation period similar to that of other
flaviviruses, likely a fow days o 2 weeks,
The most common manifestations are
acute onset of fever, maculopapular rash,
arthralgia, and conjunctivitis; myalgia,
headache, retro-orbital pain, pruntus, and
vomiting also have been reported.
Symptoms are generally mild and last for
several days to | week; severe illness 15
uncommon, and deaths associated with
Zika virus infection are rare.5

Symptoms of Zika virus disease are
similar to those of other discases spread by
Aedes aepypti species (ie, chikungumya
and dengue) and similar (o other infectious
dizeases including malaria, rubella,
measles,  parvovirus,  adenovirus,
enterovirus, leptospirosis, nicketisia, and
group A streptococcal infections,

i4)

Most common mode of transmission of
Zika virus to humans is from the bite of an
infected mosquito, other modes of
transmission have been documented,
including maternal-fetal transmission.
Also sexwval transmission of Zika virus
have been reported. 6.7

Zika virus testing can be performed to
detect the presence of viral RNA, antigen,
or antibodies, Reverse transcription-
polymerase chain reaction (RT-PCR) has
been validated, and its performance has
been evaluated in individuals with
sympioms consistent with Zika virus
disense 8 Viral clearance can occur within
7 days of symptom onset; thus, a negative
RT-PCR result on a test performed 5-7
days after symptom onsel may not exclude
Zika virus infection.9,10 Serologic testing
can deteet immunoglobulin M (IgM) by
enzyme-linked immunosorbent assay as
early as 4 days after illness onsel.8 A
negative result on serum collecied less
than 7 days afier illness onset does nol
exclude Zika virus disease. Ammotic fTud
can be tested for the presence of viral
RNA by RT-PCR: however, the sensitivity
and specificity of amniotic fluid testing is
unknown. As an arboviral disease, Zika
virus discase is a nationally notifiable
condition and laboratory-confirmed cases
should be reported to the national, regional
and international health authorities.

Zika Virus infection during pregnancy and
effects on fems:



Pregnant women can be infected with Zika
virus in any trimester. and symploms
reported during pregnancy are similsr o
those in non-pregnant individuals. No
evidence exisis 0 sugges thal prognant
women are more suscepible o ka v
infection or are more severcly affected
once miecied Maternal-fetal trapsmmaon
Fika s bocn demwmstraiec
throughout pregrancy.11.12
Microcephaly, byzin atrophy. cerchellar
agemesis. venincolar  enlargement.
destruction of cerebral structure and
mitracranial calcifications have been
reporied in neonates, pregnant mothers
who have tested positive for Zika vims
infection.1]

Children bom with severe microcephaly
can have seizures, vision or hearing
problems, and developmental disabilities
in¢luding cognitive impairment or cerebral
palsy. Manifestations can vary depending
on the severity of the microcephaly and
underlying insult to the brain. Other
infections during pregnancy have been
associated with microcephaly, including
rubella viras, cytomegalovirus,
Ivmphocytic choriomeningitis virus, and
Toxoplasma gondii (toxoplasmosis). 13
Microcephaly may be detected by
ultrasonography as early as 18-20 weeks
of gestanon.

Recommendations for Prevention of Zika
Virus Infection

Tl

VirES

of

All pregnant women consider posiponing
travel to areas of ongoing Zika virus
transmission if possible. Pregnant women
who travel to areas with Zika viros
transmission should strictly follow steps to
avoid mosquite bites, particularly during
the daytime. Mosquito bite-prevention
strategies include wearing long-sleeved
shirts and long pants, using registered

(5}
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insect repellents, wearing permethrin-
treated clothing, gear and staying &
slecping in screened-in or within mosquito
nel, air-conditioned rooms. When using
mosguio repellents products, containing
sctive ineredient should be considered to
be safe for pregnant and nursing women.
As becasse cexual ansmission 18
possible, chance of potential risks of
maternal 7ika vires mfcction, pregnant
women whose male partners reside in or
have traveled to an arca of ongoing Zika
virus transmission should abstain from
sexual activity or should use condoms
correctly and consistently durnng sexual
activity for the duration of the pregnancy.

The latest information on Zika virus and
pregnancy will be awvailable at:
http://www.cede.gov/izikalhe-
providers/index html
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Evaluation of the Result of
Treatment of Infected Nonunion of
the Tibia by Ilizarov Technique

PK Das!, AHSM Kamruzzaman®, F Alam3,
M Siddigui®, MR Quddus®, MZ Islam®, E Hafiz’, SF Uddin®

ABSTRACT

Background:Nonunion is always a problematic issue for both the
doctors and patients. Tibia is the most common site of nonunion in the
long bone fractures. Nonunions are estimated fo occur after 2% 1o 3% af
all tibial fractures. This tibial nouwnions especially defect or gap
nonunions can be successfully managed by distraction. Hizarov ring
external fixator gives an eption for distraction, compression, rofalion,
correction of angulation and bone transport and is effective in the
trectment of infected nonunion of tibia where other nipes of freatment
have failed, Methodoelogy: This {5 Quasi experimental study thar was
carried out at Department of Orthopaedics and Trawmetology of Dhaka
Medical College Hospital & NITOR. Eighteen patients with infected
nonunion of tibia admitted in hospitals where selected according to
inclusion and exclusion criteric. Among them 4 patients were not
available for final follow up after removal of fixator. So final outcome
analysis were done with 14 patients. Informed written consent was taken
from patient. Regular follow up was done for each patient for ar leasr 32
weeks after each operation fo assess the final ourcome as well ay union
time according to ASAMI score, Final ourcome was analysed by SP55-18
vervion data analysis program. Results: Mean age was 3164, mean
hospital stay was 4.70  [.298 weeks. Mean union time was 32.29 5.25
weeks, There ware 12 excellent (25.71%) and 2 good (14.29%) bone
results and 11 excellent (78.37%), 1 good (7.14%), 1 fair (7.14%) and |
poor (7.14%) functional results according to ASAMI score. 8 cases
(57.14%) had pin site infection which eradicated before and after
removal of fixator. Nizarov technigue is an effective method of treatment
of tibial shafi fracture with infected nonunion. Conclusion: it is a
method of choice in saving the limb with nehunion.
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INTRODUCTION

Since early last century afier start of
production of automobile and high ways
and many other modern ways of transport,
numbers of casualties of RTA are
increasing day by day Most of the victims
are suffering from open comminuted
fracture of tibia.Each year, approximately
2 million long bone fractures are treated in
the United States, OF these, it is estimated
that 5% result in nonunions, and even
more result in delayed wonions. More
aggressive treatment of acute fractures has
decreased the incidences of delayed union
and nonunion in some types of fractures,
especially tibial fractures (Cleveland,
20131In a review of 842 paticnts with
nonunion of long bone (Boyd, Lipinski
and Wiley. 1961} fractures and found that
nonunion was more common when
fractures where open, infected and
segmental  with  1mpaired  blood
supply Nonunion of the tibia associated
with infection have always been a
challenge to orthopaedic surgeons.

In 1951, Hizarov and his colleagues in the
Siberial city Kurgan of Russia developed
the method of distraction osteogenesis for
treating acute traumatic fractures, Over the
years, the method proved to be so widely
applicable and effective that the
Association for the Study and Application
of the Method of Ilizarov (ASAMI) was
established in Lacco, ltaly, in 1982,
Sometimes nonunion and infection is
difficalt 1o eradicate due poor
vascularization of the bone. Such patients
are the candidated for treatment by the
Nizarov method.

Materials and methods:

This study was a prospective Quasi
experimental study and was carried out in
the depariment of Orthopacdics &
Traumatology, DMCH, NITOR & Private

LEN]

hospitals, Dhaka from December 2012 to
May 2014 (18 months). All patients were
diagnosed as infected nonunion of the tibia
clinically & radiologically. During 18
months, 14 patients were selected
according to inclusion & exclusion criténa
were established infected nonumon of the
tibia, nonunion with etther shortening or
without shortening. If shortening, it is up
to 7 cm & patients age =18 years to < 50
years. Exclusion criteria were patient's age
=18 yrs and =50 yrs, patients with
pathological fracture, H/O wrradiation,
nonunion with >7 cm shortening &
patients with systemic illness like diabetes,
COPD etc.

Data were analysed using SPSS. Final
outcomes were analysed according
ASAMI score.

Bone results using the Association for the
study and Application of Methods of
NMizarov {ASAMI) scoring system:
(Shahid M. et al., 2013}
‘Bone
results
Excellent

Description

Union, no infection,
deformity <7, limb length
discrepancy <2.5 cm

Good Umon + any two of the
following: absence  of
' infection, deformity <7 and
limb  length  inequality
<2 5cm

Union+any one of the
following:  absence  of
infection, deformity <7° and
limb length inequality <2.5
¢m

Fair

Nonunion / refracture/ union
+ infection + deformity >7" +
Limb length inequality = 2.5
cm

' Functional results wsing the Association

(8)

for the study and Application of Methods
of lizarov (ASAMI) scoing system.



RESULTS

At first 18 case infected nonenion of
tibia were incloded m thas smdy. but due
to vanous reasons 4 of these patients were
not available for fimal follow up after
removal of fixator so analysis of result was
done with the results of rest of 14 patients.

Table [: Distribution of patients by
Complications (n=14)

i

W

Complications Mo, of Percentzpe
patients (%)

Pin mact infection B 47.14
Decreased range of 3 21.43
Mo ements

Breakage of wire | T.14
Significant pain 1 7.14
Esl2 3 21 .43
Foot equinas 1 714

—

Among 14 paticnts 8 of them (57.14%)
had pin tract infection, 3 patients (21 43%)
had decreased range of movements, 1
patient (7.14%) had breakage of wire, 1
patient (7.14%) had significant pain, 3
patient {21.43%) had RSD and 1 patient
(7.14%) had foot equinus at final follow
up. Owt of 14 patients 12 paticnis
(B5.71%) had excellent result, 2 patients
(14.29%) had good bone result, Among 14
patients 11 patients (78.57%) had
excellent, 1 patient (7.14%) had good, 1
patient (7.149) had poor functional result.

Table II: Distribution of patients by
Overall functional results after treatment
(n=14)

| Overall  functional No. of Percentage
gl patients (%)
Ratisfactory 12 25.71
(Excellent and Good)
Unsatisfactory  (Fair 02 14249

and Poor)

Among 14 patients 12 patients (85.71%)
had satisfactory result and 2 patients
(14.29% ) had unsatisfactory result.

Journal of Satkhira Medical College

DISCUSSION:

Most acceplable treatment goals for
nonunion tibial shaft include maintaining
normal length, alignment and rotation of
the extremity, minimizing additional
damage to the soft tissues and bonc and
preserving the remaining circulation and
providing a mechanical environment that
stimulates  periosteal and  endosteal
responses favorable to bone healing. No
single treatment regimen, open or closed,
operative or non operative. is suitable for
the treatment of all the tibial nonunion
cases. Comparing the various methods of
stabilization {Catagni, 1991) it was noted
that cast treatment respect the vascularity
of the fracture fragment but does not
achieve greatest stability and early weight
bearing can not be permitted. In gap
nonunicn there is no place of treatment by
cast (Gustillo, 1993).0Open fractures
treated by plate and screws achieves
stability but this is mnot possible in
extensively  infected  comminuted
fractures. It does not respect vascularity
nor does it allows weight bearing (Catagni,
1991 ). Traditional external fixation respect
the vascularity of fracture fragments and
allows early joint mobilization but early
weight bearing 18 not possible, problems
related to the larger pins are frequently
encountered and fixation may provide
insufficicnt mechanical stability (Catagni,
1991). In Nizarov frame weight bearing 15
possible in the Ist and 2nd post operative
day. Early weight bearing enhance healing
by axial loading (Catagni, 1991).In this
study most of the victims were in 20-30
age group (57.14%) mean age of the
paticnt was 31.64. In the smdy (Shahd,
Hussain, Bridgeman and Bose, 2013)
showed that average age of the patients
was 43.3 years. In our study mean time of
anion was 2322 weeks (mumimum 24
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weeks and maximum 40 weeks). In the
study (Shahid, Hussain Bridgeman and
Bose, 2013) showed that mean time to
union was 46 weeks range was 24.70
weeks.This can be corrected by
simultaneous compression and distraction.
In severe cause, il can be corrected by
osteotomy & distraction (Tucker, Kendra
and Kinnchrew, 1992), In my study all of
my 14 patients had leg length discrepancy
of different size (between 2-7) cm). In
other study (Cattanen, catagni, Johnson,
1992) leg length discrepancy was same as
my study 2-7 em and mean is 4 cm. Pin
tract infections are common in my fixator
treatment. But as the diameter of the pins/
wires are much smaller in Ilizarov system.
So the injury caused by them is also less,
Loss of wension of wires or loosening of
any connection of the frame resuolis undue
movement in wire skin interface in
llizarov system. This results umation of
the skin and soft tissue injury and
ultimately leads o pin tract infection.

In this study 57.14% of all the patients
suffered from pin tract infection at some
point of the study period. In he study (Khan,
et al., 2012} found that 87.5% of patients (14
patients out of 16 patients) suffered from pin
tract infection at some point of the study
period Meticulous care of the skin-pin
interface and proper follow up of the tension
of wire may significantly reduce this
complication. In this study, according to the
ASAMI score, out of 14 patients, 12 of them
had excellent bone results (B5.71%), 2 of
them had good bone result (14.29%) and
none of them had fair and poor resulis. In
the study (Shahid, Hussain, Bridgman and
Bose, 2013) showed that out of 12 patients.
10 of them had excellent bone results (839%)
and 2 of them had good one results (17%).
In this study according to the ASAMI score,
out of 14 patients. 11 of the had excellent
functional results (78.57%), 1 of them had
good (7.14%), | of them had fair {7.14%)

and 1 of them had poor (7.14%) functional
results, In the study (Shahid, Hussain,
Bridgman and Bose, 2013) showed that out
of 12 patients, 6 patients had excellent
{50, 4 patients had good (33%) results, 2
patients had poor { 14%) results.

CONCLUSION

[lizarov techmique is an effective method
of treatment of libial shaft fracture with
infected nonunion. It is a method of choice
in saving the limb with nonenion.
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ABSTRACT

Backgreund: Wound dehiscence is a pre mature opening of a wound
alone the surgical suture. It is a swrgical complication that results from
poor wound healing that can increase significanily the risk of morbedity
and mortalitv. Obfective: To find better method in abdominal closure to
prevent abdominal dehiscence. Material and Methods: One hundred
patients, undergoing emergency laparetomy through a vertical midline
incigion were selected after inform consent, to either a confinuous group
or an interrupted group. Resulis: There was one abdominal dehiscence
int interrupted suture group and six abdominal dehiscence’s @ on
cantinious group. The relative risk of abdominal dehiscence was 0.16
{continuous group as the reference category). (95% Confidence Interval,
2 =474 FP=.05) Conclusion: Interrupted suture is a befter opiion 1o
prevent abdominal wound dehiscence
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INTRODUCTION : dehiscence, there 15 a considerable in the

. { dehi T—— cost of care both in the form of mcreased
AI:_'d;mmﬂ.] ;' blg_ehlsmdme ¥ I'm ‘,"r:h hospital stay, nursing and manpower cost
U BLACGI. TOCIILY ONg (ORI managing wound dehiscence and its
rale of abdominal wound dehiscence is Gt .

A ; complication. Many patient 5 n our
[0%:; contemporary Seres estimates an ; _ R
i country refers to tertiary level hospital 1s
inelegmes: betwren 1% A SR often late and presents with peritonitis
Mortality associated with dehiscence has ¥ ; :

. ; This makes the problem of abdominal
been ““mﬂtf:d 2 15%_"3 The mean time of wolnd dehiscence more CoOmmMon 0 o0
wound dehiscence is B-10 days afler

hospital compared with that with in
surgery.3 4 p 3

it A L westem countries.3
In addition to morality and morbidity

4 ith T 1 Many wverities of suture matenals and
BEEnTIE s RHCOIGEL: “whnd lechniques has been med and advocated at
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different times, but no one suture material
and technigue has given a total satisfactory
result as far as verlical abdominal
incision is concerned. New suggestions
have been made from layered closure
mass closure, advocating different suture
materials such as nylon, vieryl, prolene,
steel wire, chromic catgut, polydiaxone,
et¢. This only shows that no single suture
material or method has satisfied all ideal
requiremeants.

Abdominal wound dehiscence 15 4
common complication of cmergency
laparotomy in our country. Wound
dehiscence is related 1o the techmque of
closure of abdomen. Number of studies
has been conducted to find better suture
material and technique in prevention of
abdominal wound dehiscence.6-8 The
current option is mass closure of abdomen
in both emergency and elective settngs.
Wo  differences have been reported
between the two in most studies9-17 A
new interrupted X -technique was
introduced to circumvent the problem of
cutting oul effect of continuows suture that
showed reduced incidence of wound
dehiscence. 18

In this study interrupted X -type suture
were used for the mass closure of mid line
laparotomy wounds in  patents of

emergency  laparotomy  and  its
effectiveness in  prevention of burst
ahdomen in our hospital,

MATERIALS AND METHODS:

A total number of 100 patients admitted in
the surgery ward for emergency
laparotomy was enrolled in this study .The
study period were from July 20090 June
2011. The study place was Surgical wards,
Sir Salimullah Medical College, Mitford
Hospital, The study was approved by the
Institutional Ethical Commattee of Sir
Salimullah Medical College. Dhaka.

The aims and objectives of the study along
with its procedure, methods, risks and
benefit of the study were explained 1o the
patient or their guardian in an easily
understandable language and then
informed written consent was taken from
each patient, or his or her guardian. The
sampling procedure  was purposive.
Among them, Fifty (50) patients were
included in Group-I, who underwent
vertical abdominal incision closed by
contentious mass closure and other ffty
patients in  Group-II, their vertical
abdominal wound closed by interrupted X
suture. First patient were selected for
group-1 and alternate patient for group-1L
Continuous closure was performed using
No 1 Prolene suture (Polypropylenc;
Ethicone). ¢ach place 1.5- 2 em from the
linea alba cdge and successive bites | em
from each other. The closure was
performed by the Assistant registerar and
residents.

Interrupted closure was performed using
MNo-1 Prolene suture. A large bite was
taken outside -in, 2ecm from the cut edge of
linea -alba. The needle emerged on the
other side from the inside out diagonally 2
cm from the edge and 4 ¢m above or
below the first bite. This strand was
crossed or looped around the free end of
the suture and continued outside-in,
diagonally 900 1o the first diagonal. The
two ends were tied just tight enough o
approximate the edge of linea -alba, taking
care not to include bowel or omentum
between the edges. Each of the patients
was followed for four weeks after surgery
to determine the risk of burst abdomen.
The data obtained in this prospective study
through the guestioners were scrutinized
for any error or omission. All the relevant
data were recorded in Microsoft Excel
(2007). Statistical was performed by using
SPSS version 16 for windows (5PSS Inc.

{12)



Chicago, IL) Categorical data were
expressed as  percentage and  were
compared between groups using "Chi-

Square test”. A p value less than 0.05
considered as the level significance. Co-
relation between variables was assessed by
multiple logistic regression tests.

RESULTS:

A total nuomber of 100 patients were
earolled in the stedy. Among them 50
patients were in group-l1. abdominal
closare by continposs mass closare and
other 50 m Group-Il shdomsmal womnd

closed by Imtermapied X satuic

The majority of the peticnts (43%) werc
bebow S0vems. The mean age of group-l
snd sroap-1l were 41.58(x15.614) and
£3.32(=13.123) respectively. There 1%
male predominance (66% male and 44%
female) in this stody.

Perforation of the gastero-intestinal
viscous was present 305 &36%, intestinal
obstruction 26% & 30%, burst appendix
26% & 109 and malignancy was present
6% in group-I and group-1I respectively.
The pre-operative predisposing  factor,
peritonitis #4% present in group-1 and
36% present  in  group-II.  Other
predisposing factors were cough (28% &
16%), anacmia (18% & 24%) and co-
morbid disease 22% & 18%) were present
in continues and Interrapted X group.

There were 6 burst abdomens out of 50
patients in continuous group and 1 burst
abdomen among 50 patients. The relative
risk of burst abkdomen in interrupted X
suture was (.16, 2=4.74 and p=.(4. Burst
abdomen was significantly lowered in
interrupted X suture group.

The multiple logistic regression tests show
no  significant role of predisposing
berween continuous and interrupted X-
suture group.

Journal of Satkhira Medical Coltege

Figure 1. Distribution of patients by
pramary disease (n=100)
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I8{36% ). intestinal obstruction was
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appendix was present 13(26%) and
50 10%). malignancy was presént 6(12%)
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Figure 2, Distribution of the Patients by
operation (n=100)
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DISCUSSION:

One hundred patients of acute abdomen.
admitted in the Department of Surgery, Sir
Salimullah Medical College, Mitford
hospatal (SSMC& MH) needs emergency
laparotomy were enrolled in this study.
There was no elective case of laparotomy.
As there is increase use of Computerized
Tomography (CT)., Positron Emission
Tomography and diagnostic laparoscopy
the number of eélective case of laparotomy
reduced i the hosptal.

The patients were divided into two groups.
depending on the type of abdominal
closure. Patients of two types of closure
were selected for grouping by alternative
choice, while admined in the hospital.
Laparotomy was done by upper mid-line,
lower midline and mid-midline. There was
no statistically significant difference was
observed in two groups regarding the tvpe
of incisions (p=0.05).

In current study, risk lactors e, pre-
pperative and post-operative risk factors
were also studied. Abdomunal distension
and vomiting were significantly related
with burst abdomen. Similar findings were
observed by Snvasta et al (2004118 and
Cavit et al (1998)19, Intra-abdominal
pressure increases due to  abdominal
distension and vomiting, causing necrosis
of linea-alba and it fails to hold sutre
during a bout of coughing and sneezing,
leading to burst abdomen.

In present study 7% (/1000 of the patients
were suffered from burst abdomen, In
similar kind of studies 2% and 9% burst
abdomen were observed by Kingsnorth
(2008) 20 and Srivasta et al (2004)1%
respectively.

In our set up many of the patients of acute
abdomen  who needs  emergency
laparotomy, had malnutrition and other co-
morbidities. The condition gets worse with
discase like tuberculosis, typhoid and

cancer. Which are detrimental to healing,
were present among the patients, There
was profound necrosis of the aponeurotic
lavers of abdomen.

Six patients of continuous group {(6/50)
and one patient of interrupled group (1/50)
had burst abdomen. It indicates that the
relative risk of burst abdomen was more in
continunous mass closure than the
intermupted X suture, The reason of such
difference may be, reducing cut-out force
of mterrupted X suture n companson 1o
continuous mass closure, On the other
hand, continuous mass closure produces a
'hack =saw' effects at the tissue suture
imterface causing 'Gigli-saw'effects due 1o
and fro movement of suture, Due to
varying tension of different parts of
abdominal wall on breathing and
movements, gradually causes the suture to
cut through linea-alba leading to
gugmentation of burst abdomen. Due to
this reason Imterrupted X sature technique
provides bener protection than conlinnous
mass closure {(Spvasta et al 2004718,
Therefore, all the findings of this stdy
indicate that out-come in laparotory
patients closed by interrupted X suture
technigues better than continuous mass
closure.

Conclusion:

Prevention is the best way of managing
burst abdomen. Burst abdomen can be
reduced using interrupted X suture.
Peritonitis is most common predisposing
factor, Abdominal distension and vomiting
are  significant factors for  burst.
Malignancy, wuraemia, jaundice and
hypoxia did not make substantial
contribution to the risk of burst abdomen.
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A study of Climate related specified diseases
in the plain area of Satkhira, Bangladesh

Khan Golam Mostafal, MS Rahman2, MZ Islam3, MR Kuddusd,
SA Islam5, MM Hogque6, M Asaduzzaman?

ABSTRACT

Background: Saikhira is an area of mived pattern that is it consists af
plain area and costal areas. Climate change affects human health by
altering the proliferation and distribution of pathogen, vectors and
allergen. Objective: To estimate the magnitude of spectriom of climate
related diseases in plain areas & also determine their relationship with
environmental factors. Methods: This cross sectional stucly was
conducted in southern part of Bangladesh from April 2002 1o March
2013, Kolaroa Upazilla was taken for this study under Satkhira District,
Bangladesh. Patients of all ages attending this Upazilla health Complex
(UHC) with the specified diseases were enrolled. Nine target diseases
were water borne (diarrhea, typhoid, viral hepatitis); vector borne
(Malaria kalazar, dengue) and systemic diseases (asthma, hyprertension,
arsenicosis). Resulis: Targer diseases were observed in I296 cases in
Kolarca, Diseases were lowest (209%) in monsoon and highest in winter
(42%). Large bulk of patients (31%-32%) in plain area was voung adilt
(16-30 years). Diarrhoea was highest (49-53%) in frequency and
Hypertension 19% and asthma ( 16%) in Kelaroa upazilla was more
frequent. Conclusion: Kevwords : Hvpertension | kala-azar .asthma. .
Plain land,
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Introduction :

WHO estimates that 23% of global disease
burden including more than one third of
children in related to environmental
factors (1), In an attempt o quality the
risk of premature morbidity and mortality
in 2000, WHO had shown that , climate

change have caused a loss of 1,60,000
lives annually (2). More than half of world
population lives within 60 km of the sea
and most vulnerable regions are Nile delta
in Egypt Ganga-Brahmaputra delta in
Bangladesh and small islands like
Maldives (3,4) Climate change directly

(16}



cause effect through increase in frequency
, intensity and doration of extreme weather
evenls, Indirect effect occurs through
changes in water, air. food. agncalture and
ecopomy {4} Chmate change can
influence the scasomal paniern of vector,
water and food bome diseases-malaria,
kala-arsr, denges and cholera (5). It also
disrupts the relanionship between predator
znd prey that prevents the proliferations of
pests and pathogen (65). Outbreaks of
diarrhoeal diseases are intimately
associated with heavy rainfall and
mereased temperature.

According to Global Climate Risk index
200 of German Watch., Bangladesh i1s the
wopmost vulnerable country  in the world
{%). High Population density (930 people
/square kilometer) , low per capital income
{US$H 14000 year), inadequate nutrition and
sanitary condition, as well as low lying
lopography increases  its vulnerability
(103, Those in the lowest socioeconomic
strata and children will suffer the most
(11}, More than 95% drinking water in
Bangladesh comes from ground water and
presence of toxic pesticide is potentially
dangerous to human health (12), The
primary solutions to the resurgence of
climate related diseases include improved
surveillance for climatic health hazards
and education of public for taking
appropriate preparation (13,14). So this
study was initiated to quantity the
magnitude of the target diseases in plain
area which will eventually help as a
baseline data 10 compare with the
changing scenanio in the coming years.

Patients and Methods:

A cross sectional descriptive study for a
period of one year extending from April
2012 1o march 2013 was done 1o estimate
the magnitude of the target diseases both
in children and adult, Total Population of

Journal of Satkhira Medicat College

Satkhira district are scattered in Upazila
with 5 in the plain areas and 2 in the
coastal area. Due o ume and resource
constrain, only onc upanlla Kolarua was
taken for this stody . Upazilla Health
Complex(UCH) is the only health care
centre and catches most of the patients in
the Upazilla. All the paticnts attending the
out-patient department (OPD) of UHC
were taken into account. Three doctors
(Ficld investigator) from each UCH were
recruited for data recording which would
be send to the research centre at the end of
each month. Data were collected by pre
designed data sheet Diagnosis was mosily
clinical except some minor investigations
like widal test, rapid antigen test and x-ray
chest. Data for patients was limited to few
target diseases on age, sex, resudence,
economy, environment and outcome, Al
data were analvsed by SPSS 16 and MS
Xcell .

Result:

Target diseases were observed in 1296
cases in Kolaroa. Diseases were lowest
(20%:) in monsoon and highest in winter
{42%). Large bulk of patients (31%-32%)
in plain area was young adult {16-30
vears). Diarrhoca was highest (49-53%) in
frequency and Hypertension 19% and
asthma { 16%) in Kolaroa wpazilla was
more frequent.

Table-1: Disease pattern of study

population
Disense Number Percentage
Diarrhea (] 52 8
Typhid [ 6] 124
Hepatitis 23 LB
Malaria 0 i
Kala-azar il T4
Dengue i 0.0
Asthma 213 164
Hypenznsion 172 13.3
Aresmicoras 12 0y
Total 1290 1000

(a7
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Table-2: Association of Water borne
discase with Drinking water consumption

DisepseWater  Plain Arca

sOuRce Number
{5

Tube well 136 (19.9)

Wall 446 (6H3.2)

Ponds 102 [14.9)

Typhoid

Tube Well 55, (34.2)

Well 13 0(45.3)

Ponds 33 (2.5

Hepatitis

Tube Well T304

Well 14 {na)

Ponds 2 (8.6) |
Table-3 | Association of vector borne
disease with Environmental condition

DhzcaseEnvironment Ploin Area

Number (%)

Malariz
| Clenn F]

CanleshedPoultry [

Bushes /Ditches 0

Kala-azar

Clean 5 (161}

CanleshedPouliry 17 (54.8)

Bushes /Diiches Q)

Dengue u

Clean i

Cattleshed/ Poultry f]

Bushes Mitches _ -

Table-4 : Association of Systemic disease
with economic status

Dhisease/Economy Plain Arca
Mumber (%)
Asthma
Rich 1145.1%
Middle 111 (52.1)
Poor 2 (42.7)
Hypertension
Eich 2d (139
Middie a0 4523
Poor 58 (33.7)
Rich 1(8.8)
Middle LR Y]
Poor 32500

(18)

Discussion:

Population of South East Asia regions is
disproportionately more vulnerable 1o the
impacts of climate change (16). We
observed that hospital attendance in
Kolaroa (40%) and the difference was
attributable to living standard and health
awareness of the people, Out door visit of
the patient in Kolaroa is (26%). Young
adult was the most affected people (31-
32%) in plain area . High population
density, inadequate nutrition and sanitary
condition has made Bangladesh very
vulnerable to climate change and children
would suffer the most (11).In category
based diagnosis, there was sharp
difference between two areas regarding
vector borne discases and systemic
diseases, but the water borne diseases were
bormne almost similar, Half of the target
diseases were water borne diseases
particularly diarrhea (49-53%), Climate
change is expected to increase the
diarrheal diseases in low income countries
by approximately 2-3% by 2020.4
Hypertension and asthma has reportedly
increased in  recemt years which
corroborates with present findings (17),

In a study Diwrrhea and typhoid was
significantly high (p<0.001) in coastal
area. In comparison to plain area, where
pond water is the major source of drinking
water. Outbreaks in coastal region of
Bangladesh has been linked to increased
sea surface temperature and abundance of
plankion which is believed to be the
reservoir of Cholera bacilli 18,19 An
merease of rota virus diarrhea in Dhaka
was also observed by 40% for each 10C
increase in temperature above 297C (200,
Among the vector borne diseases, dengue
and Kala-azar in Kolaroa was attributed 1o
environmental  condition.  Ecological
disturbances exert an influcnce on the



=mergence and proliferation of malaria
znd zoonotic parasitic diseases including
leishmaniasis, giardiasis, filariasis etc
(21.22). Water stagnation for fdal wave
and embankments for high sea level might
have favoursd dengue and leishmanlasis in
the coastal and plain area respectively, 10
Our observation on malaria was in
agreement with another hospital based
study in Bangladesh which showed
sufficiently uncommon malaria prevalence
outside hill tracts (23).

Hypertension and asthma was higher in
coastal and plain area respectively and the
difference in relation to economy was
significant(21.22). A  number of
arsenicosis were also observed in Kolaroa,
increase salinity in drinking water increase
the risk for skin diseases and renal disease
(24,25), Increase  frequency  of
hypertension in coastal area also supports
the view by other scientist {4). Large
number of population in Bangladesh is
suffering from arsenicosis and situation
will aggravate due to climate change (26).
Conclusion:

This small scale study had explored the
distribution of disease pattern in plain
areca of Satkhira -a land of mixed
characteristics like plain and costal .
Hypertension, Asthma . Kalazar were
were more prevalent in plain area. This is
due to the location water consumption and
economy.
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Death due to poisoning A - Medico legal study at
Sadar Hospital. Satkhira

» N Uddinl. SM Rahman2, MA Kabir3, MZ Islam4,
H Chakrabortis. MM Hoguet, M Asaduzzaman?

ABSTRACT

Background: Suicide by pesticide poising is a burning problem in
Bangladesh. Rapid developmenr in science and rapid growth in
agricultural activities has led 1o the increase in the incidence of
poisening. Methodology: This is  cross sectional study was conducted
among victims of peisoning at Sadar Hospital, Satkhira, during the
period of January 2014-December 2015, specific identification of
poizons was made from chemical exapiiners report. All the data were
later om analvzed. A total of 1034 medico legal post moptems were
performed during this study period. Among these 100 {9.67%) cases were
suspected poisoning. Results: Out of 100 victims 62 (62%) were male
and 38 (38%) were female. Highest incidences of poisoning was
observed in 21-30 vears age group 42 (42%) followed by age group of
31-40 vears 30 (30%). Most of the viciim were agriculinral
workers/Farmers 38 (38%) followed by house wives 22 (22%) among the
study subjects 58 (38%) were illiterate and 69695 ) were married. Chut
of these cases specific poisons were identified in 32 (32%%) cases. Among
the detected poisoning cases OFPC poisoning was the commonest agent
36 (36%) . Considering manner of death DI{91%) victims commitied
suicide by poisoning and rest %(9%) were due to accidental poisoning.
Conclusion: To reduce poisoning cases proper emphasis should be given
for safe use of pesticides and consciousness should be created among the
poprlation aboul poisonous compounds,

Kev words ; Death, poisoning , Autopsy
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Introduction :

Every unnatural death whether suicidal,
accidental or homicidal represents a tragic
waste of precious human life and
resourced (1) Death due to poisoning is no
exception. Bangladesh is a developing
country where rural population is country
dependant on agriculture . Pesticide act as
a common agent for suicidal purpose after
trivial family problems and in developing
countries kill around 3.00.000 people each
years. Suicidal death in industrialized
countries are also caused by pesticide
ingestion (5-6) poisoning cases can also
occur accidentally and rarely as homicidal
purposes. Accidental poisoning occurs in
Manufacturer, wsers, children of users,
- packers sprayers and due to contamination
of food graing mixed with insecticides
preserved for seeding purposes. Poisoning
also occurs from fruit and vegetables(7)
Homicidal poisoning by insecticides is
usually rare, because of the smell of aroma
used-as diluents in the poison and also due
o alarming signs and symptoms which
appear rather early. Unfortunately death
by poisoning is seldom included as a
priority for health research in our country.

Objectives : The objectives of this study
was to find out the incidences and pattern
of poisoning in an urbane area, different
aspects  of poisoning  along  with
demographic pattern, social factors related
and other related perimeter and modality
to prevent loss of precious life due to
poisoning.

Materials and methods:

This retrospective cross sectional study
was conducted among victims of
poisoning at the sadar Hospital Satkhira
morgee during the period of January 2014
December 2015, various identification

data of the study subjects were noted from
the inquest report accompanying the dead
bodies, information from the victims
attendants and 3rd copy of post mortem
reports préeserved in the sadar hospital |
satkhira specific medico legal report
profiles specific identification of poison
was made from chemical examinations
report.  From ethical points of view
necessary consent of doctors who
performed the autopsies and relation of
victims have been taken. All the data were
later an analyzed.

Results :

Out of 100 victims 62 (62%) were male
and 38 (38) were female. Highest
incidence of poisoning was ohserved in
20-30) years age group 42 (429%) followed
by age group of 31-40 years 30-{30%)
most of the wvictim were agricultural
workers/farmers 38 (38%) followed by
house wife 22 (22%). Among the study
subjects 58 (58%) were illiterate and
6969% ) were married,. Among these 100
{9.67) were due to poisoning, out of these
cases specific poisons were identified in
52 (52%) cases. Among these 100(9.67)
were due to poisoning out of these cases
specific poisons were identified in 52
(97%) cases. Among the detected
poisoning cases OPC was the commonest
agent  36%(36%)  followed by
alcohol/rectified spirit & (8%) and
barbiturate 5 {5%) no poisons was
detected (negative result) in -(--%) cases
and no reports from chemical examiner
were received in 20 (209%) cases during
the study period. Considering manner of
death 91---(91%) victims committed
suicide by poisoning and that's 9---{9%)
were due to accidental poisoning |

Table: (1)Types of detected poisonous
compounds (n=78)
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Name of the poisonous compounds Mool victms Percentage
(Orgam phosphorus compound OPC 36 L
Meahyl alcohol (sprit) B 8%
Diareparm 5 5%

Zinc phosphide (Rat killer) . 2%
(ehers, savion Harpic, Nicotine

Permethrine (Mosguito coll}

Organo Cabamite

Figure: 1 Age distribution of poisoning
victims (n=100)

Dpe dirtribgtian of paliesing victims {n=1010)

1 0yrs

o 1-20yrs
B 21-30yrs
® 3140y

B a4 150y
o =50yrs

Discussion :

Death by poisoning is commonly suicidal
or accidental in nature. Among chemical,
organo-phosphorus  compounds are the
commonest one used for suicidal purpose.
In south cast Asia, chemicals such as
paraquat, parathen, acetic Acid used for
rubber preparation and opium, diazepam,
barbiturates are also used for self
destruction. A study in India has shown
that dichlorvos (J6%EC) is also used as
injectable  suicidal agent during post
mortem examination of poisoning cases
some typical points were noted time
cyanosis in hip, finger , nose of the study
subjects, blood stained froth in mouth and
nostrils, the peculiar smell of OPC in
stomach contents. All the internal organs
were congested, Sub mucosal petechial
haemorphage was found in stomach.
Exercise oedaema and sub-pleural

sournal of Satichira Meadical College

petechial were  also

present] ]

hasmorrhage

Qut of astopsies performed dunng this
study period of January 2014 December
2015. 100 (100%) were cases of
poisoning. Among these specific possons
were identified in 52 «32%) cases. OFC
was the commonest agent 36 (36%)
followed by alcohol/rectified spirit ¥ (55
and barbiturate 5 (5%) people of nearby
densely populated area line on agriculiursl
cultivation, hence OPC poisoning are
common, illiterate people of slums in and
around Satkhira distnict also take country
mode cheap alcohol (spirit, methyl
alcahol) for leisure and  addiction which 1s
responsible for poisoning.

Overdose of spirit, meth alcohol cause
accidental death of these people. In urhan
arca scedative like diazepam is the choice
of drugs for suicide house holds easily
available poisons live savion, harpic , rat
killer, mosquite coil are also responsible
for poisoning.

A study performed in Bangladesh from
January 1991 to December 1994 should
that among 405 cases of poisoning . OPC
poisoning was the commonest one
(38.8%) followed by poisoning with
sedatives (29.1%) out of these 403 cases
310 were suicidal (76.54%) and 95 wers
homicidal (23.457) In our study posomng
by OPC was also the commonest one 36
{36%) which coincides with findings of
this study. Considering manner of death
one found 91---( 91%) vicums conumatied
suicide by poisoning and 9--—{%%) were
accidental poisoning cases are dad ot fomd
any homicidal case winch dffer from
previous study performed aimost two
decades ago. May be # s because now a
day people become more orientated to
Insecticides and applying OPC w0 other
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people for Homicide is difficult for us
peculiars kerosene like smell.

Farmers of our country use pesticides
without knowing there harmful side
effects, Organo phosphate;, Organo-
carbonate and synthetic pyre thyroid are
used as most popular pesticides in
Bangladesh (13). Epidemiological works
from Spain supports link between chronic
OPC exposure and increased suicidal rate
{14). Chronic exposure to OPC also gives
rise to a condition called COPIND-
chromic Organo phosphate induced neurd-
psychiatric disorders. Genetic delerens as
also play important role in chronic OFC
poisoning case.

A study From India (1970-1979) showed
that out of 312 cases of poisoning 30.12%
were barbimrate 1923%  oregano
chemicals and 17.95% metallic umtants
and comosive. During 1980-1989; and
there 555 case of poisoning were reported
from the same Organo and 31.36%
fatalities were attributed to aluminum
phosphate; 27.03% 1o oregano phosphates
and carbonates; %.83% 1o barbiturates and
9.36% 1o metallic irritants and
COTTOSIVES.

A total of 1035 case of acute poisoning
were studied during 1983 w0 1996 al new
Delki and the wends showed increasing
use of agro-chemical In our study were did
not find barbiturate as common of agent
for poisoning because there dregs arc not
available as over the counter dregs in our
Country.

In our study no poison was deected
{negative results) in 28 (2%) case and no
reports from chemical examiners werc
received in 28 (2%) case. Faulty or
negative result can be found when poison
(irritant poison) is eliminates by vomiting
or diarrhea, excreted any lung though

evaporation or oxidation; detoxified;
rapidly metabolize drugs, vegetable
alkaloids and also due to faulty technical
of preservations long time preservation,
sample from deco pore body and earn
faults at chemical cxaminers laboratory
{11}, The only chemical examiner’s
laboratory in our country is already over
burdened with toxicological sample from
all around the country and some times can
not send the result in due times which
explains the non availability of some
reports during study period.

In our study out of 100 victims (62%)
were male and (38%) ere female. Among
them 69% were married. The best
incidence of poisoning was observed in
21-30 years age group (42%) followed by
age group of 31-40 years (30%) males
being predominantly the earning member
of the family have more acces [0
poisonous materials them females.

Another study in Bangladesh performed
from January 1993 to December 1997
Showed that male ( 61.30%) were
predominant them female (38.70%) in
poisoning case. The report coincides with
our study. Acute poisoning was observed
more is married group (68.64%) in
poisoning case, That the married group
{31.36%).

Male female ratio was 6:1 comments
poisons agent was insecticides OpC
{31).yet another study performed  from
Octaber 2010 to March 2011 also showed
the majority of poisoning viclms (43%)
were blow 25 vears of age and 83% were
male victim. Fiaz and Hasan (1998) also
showed male female ratic as 2.2:1 in
another study.

A recent study in Bangladesh performed
during January 2009 in our same study
institute showed that among all suicide
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death (59%) poisoming Wwas due io
hanging. Followed by 31% pomsoming and
10% due 1o other capses [ike barmn. fall
from height, gun shot Imunes i

Among the victims (62%) were male and
(38%) were female. It also comcades with
our sindy i whach
predominamt (625

madr = Al

Conclosson
Poisooing by aorochemsc TOmDOOnGs

Propey emphass shomid be Ivss for &

mporta probiess B omr COWEEry

zse of pesocdes. Coesooesarss sl be -

=wr the populsnon s
POTSOmS COmEp s Commaniiy
edmcation i roral area shoald be practiced.
Decrease literacy rate is a Common
problem which can be overcome in due
time with proper efforts. Detail study
regarding death same to Organo-phosphate
compounds poisoning is required w he
carried out in this country. The exiting law
in relation to pesticide should be in
corporate to erase the loop hook for their
production, distribution, sale, storage and

R—
ST

application public awareness about
seriousness of the poisoning expected to
reduce the incidences.
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Onginal Article

A prospective study from Satkhira among workers
working in different places in India to compare the
severity of Plasmodium vivax and P. falciparum

QA Ahmed', S Sarkar?, M Rashid®, H Chakrabarty?,
M assaduzaman®, F Hossain®, MA Kabir’, BN Saha®

ABSTRACT

Background : Malaria is not comman in non hilly area in owr CORTrY.
Tradivionally, Plasmodium falciparum has been attributed 1o cause
severe malaria, whereas P. vivax is considered to cause "benign” tertian
malaria..Recently, there has been an increasing body of evidence
challenging this convicrion. Methods: Adult patients presenting with
micrascopically confirmed malaria from October 2012 1o Seprember
2013 were included in the studv. Their clinical and laboratory
parameters were recorded and analvzed, Paired 1-test and chi-square
with 85% CI and posr-hoc analvses using the Scheffé posi-hoc criterion
were used to assess the staristical significance ar the level af <035,
Results: In total, 50 cases of malaria were ideniified during the study
period, comprising 35 cases of P. vivax and , 15 cases af P. falciparum
infections. The spectrum and degree of hematological, hepatic, renal,
metabolic, central nervous svstem complications of vivax malaria was
not different from that of falciparum group, Thrombocytopenia and
fiyperbilirubinemia were the most common laberatory abnormalities
identified in both ¢ the groups. Conclusion: Pvivax malaria or
Plasmodium Sfalciparum  could not be comsidered benign: and
appropriate preveniive strategies along with antimalarial therapies
showld be adopred for control and elimination af thiy disease,
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Introduction :

Malaria is nof a corumon mfecoous &ease
in a  plan Satkhora in
Bangladesh. but we foumd some cases
among the workers who m¢ working m
India and came back o0 Bangladesh with
fabrile illness znd we stadied the seventy
' has beca long held that P
s posponsable for severe
maderis and P. vivax infection is deemed
%0 rem 3 bemign course. Over the last
decade there have been growing evidence
st P vivax mono infection itself can
capse multiorgan  dysfunction and
increased mortality than otherwise held
earlier]-6. Gradual cmergence of
chloroguine resistant malaria in Southcast
Asia has made it one of the largest
parasitic diseases of public health concem,
Hence, a hospital-based prospective
observational study was conduected o
describe the clinical profile, laboratory
abnormalities, organ-wise complications
and outcome of vivax malaria.

ke

of discase B

fakcipesem

- b s

MATERIAL & METHODS

A prospective study was conducted
atSadar Hospital Satkhira. The hospital
receives patients from its own Upazillas
and neibouring upazillas in Jessore and
khulna. Adult patients (age > 16 yr) who
were working in India and presenting with
an acute febrile illness 1w the emergency
department or general medicine outpatient
department from 1 October 2012 through
30 September 2013 were included in the
study. An informed consent was obtained
from all patients willing to participate in
the study. In case of an unconsciousand
disoriented patient, the consenl was
obtained from the nearest relative. All
included patients were investigated to
establish an etiological diagnosis. The
demographic details, clinical features,
relevant hematological and biochemical

Journal of Satkhira Medical College

investiganons were recorded in a pre-
desigped data absiraction sheel. The
sequential orgam  failure assessment
(SOFA) score was calculated for all
patients at the time of presentabon based
on the involvemen: of the it sysiem
variables (respiratory, candiovascalar,
hepatic, coagulation., renal and
neurological systems)8. Parasitological
diagnosis of malaria was established by
microscopic cxamination of the (iemsa
stained peripheral blood thick and thin
smears, Other infectious etiologies for
acute febrile illness, like dengue, entenc
fever , scrub typhus and leptospirosis
were ruled out. Statistical analysis was
performed using SPSS software version
16.0. Descriptive data arc given as mean
(SD) or as median (range). Chi-square test
or Fisher's exact test was used to compare
dichotomous varigbles and t-test or Mann-
Whitney test was used for continuous
varighles as appropriate. The differences
between the groups were analyzed by
univariate analysis and their 93%
confidence intervals were calculated. For
all tests, including posi-hoc analyses using
the Scheffé post-hoe criterion  for
significance, p-value of 0L03 or less was
considered statistically significant.

Results:

During the one year study period, 50
patients were diagnosed to have malana
based on the microscopic examination of
the peripheral blood film. P. vivax and P.
falciparum infection cases with both the
species were 33 (70%) and 15 (30%)
respectively. A total of 37 (74%) cases
were detected during the rainy months of
July-November and the remaining cascs
occurred sporadically throughout the year.
Patients were working in the state of
Maharastra 48 %, West Bengal 22% Tamil
Nadul2%, Andhra Pradesh 8%, and 10 %
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patients from other states.
Table 1. Comparative clinical features and
comphications of malaria across the three

groups of plasmodium species.
Clinical feature and | P vivax | P,
organ involvement | Faleiparum
Age (mean vears+SD} | 324+12.7 ] 35.9413.2 |
Gender  Male 3000857 | 13 (BhB)
Female 5(14.2) | 2{13.3)

Duisarion of Tever (mean 1.6+ a.1+24
doyse8DY | 1
Severe 401143 30
thrombocytopenia

(Plaieless <20 O0mm '}
Severe anemia L 1 ()
{Hemoplohin=c5 ol N N
Jpundice (Todal TN 54{33.3]
biliruwlins= 3 malidl) o
Renal failure (Creatinine L 1 (6]
= mgtdl}
NS invidvement” 1RATN 5 {313
 ARDS™ = 2{3.7) L ()

| Circulatory collspae 112.8) | (65

| 1SBP< ImmHg}
Diezath 1{2.8) 1 (B

In the vivax group, 10(66.66% jpatients
were managed on an outpatient basis while
5 (33.33%) patients needed to be admitted,
Only 5 (33.33%) patients in the falciparom
group were managed as outpatients and 10
(67.67) patients required admission. The
mean duration of hospital stay was 3.96
days (range 1-10 days} in the vivax group
and 5.56 davs (range 1-20 days) in the
falciparum group, with one death in each
of these groups. Both the patienis who
died presented with shock and muliorgan

dysfunction {acute adult respiratory
distress  syndrome, acidosis. severe
thrombocytopenia, hepatic and  renal

dysfunction). These patients had SOFA
scores of 18 and 19; and both required

invasive ventilation and inotropic
SUppOrts.
DISCUSSION

In this prospective clinico-epidemiological
hospital based study of 50 cases of malaria
over one year period, P vivax remains the

mast common infecting malanal species
(T0%) followed by P. falciparum (30%) .
The mean age of the patients in the study
wias 33 yr [Interquartile range (IQR) 15-76
vr] and the distnbution of the age across
the two  groups was similar to other
studies reported from India9-12. There is a
significant male preponderance (85%
overall) across all the groups. Although,
WHO describes the people with comorbid
conditions are "at risk" to develop severe
vivax malaria, but our findings indicates
that severe vivax malaria remains the
commonest causative species and infects
vounger males without comorbidities,
Thrombocyiopenia, the most common
hematological abnormality, was observed
in all the three groups and is similar to
some of the earlier studies!3-16 . In the
present study, it was established that the
proportion of patients with severe
thrombocytopenia or overt bleeding
manifestation in vivaxgroup is comparable
to the severity observed in the falciparum
infection group. Although the mean
hemoglobin level was significantly lower
in the falciparum group as compared to
vivaxfinfection, yet the clinically relevant
severe anemia (Hb< 5 g/dl) was nol
statistically significant. The white blood
cell counts were not statistically different
between the two groups of malaria (Table
2. These results clearly indicate that vivax
malaria can cause similar degree of
hematological complications as compared
te falciparum malaria withowt any
significant increase in clinical bleeding17.
The proportion of patients with clinical
jaundice and the bilirubin level was not
significantly different between the vivax
and falciparum group. Compared to the
studies from Karnataka, Maharashira
(India) and Pakistan thereexists
considerable variations in the degree and
proportion of patients with
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hyperbilirubinemias, 11, 13, 18-19.
Variation in the tolal serum protein and
transaminases  achieved
significance berwsen two groups bui the

stafrsiical

terms of either pradmg of

mmdicator of momabiv comid =l e
asceTiaimsd RO e vl i
PArzsiiaS e s f wrvzy = Bl
romtmely dooe B owr bbormory. so the

rrclation - S of

vpoitclrshorsna wxh e pamssiK
mdey was not possible. These findimgs
resierate that wyvax malana can Cause
agnificant bepatic dysfunction. The
mcidence of acute renal failure in the
vivax group was similar to that in the
falciparum group . On review of the
literature, it was observed that, within
Indian studies, there 13 considerable
variation in the incidence of renal failure
in vivax malaria as reported in the studies
from Mumbai (32%), Manipal (5%) and
Aligarh (29%)10, 18-19. Serum urea level,
as a marker of acute decline in glomerular
filtration rate, was found (o be
significantly higher in the falciparum
group than vivax group. The occurrence
of CNS, cardiopulmonary complications
and mortality in patients infected with
different malarial parasites in the vivax
group was statistically similar in
proportions to that of falciparum . From
this comparative study, we highlight that
previously deemed "benign” vivax malaria
may not be essentially true and can be no
longer considered uncomplicated. The
early diagnosis and prompt initiation of
antimalarial therapy and resuscitative
measures can decrease the morbidity and
mortality due 1o P, vivax1918

CONCLUSION
In conclusion, P, vivax is emerging as an
important cause of malarial morbidity and
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mortality and all the complications of
falciparum malaria may be seen in vivax
malaria as well .It is common cause of
febrile illness among workers who are
working in different places in India .To
most  studies on  pathogenesis,
preventive strategies and treatment of
malaria have focused on falciparum
malariz doe 10 iis presumed exclhusivity in
camsing severe malana. However. with
mcressine evidence o the contrary, there
1% a pressing meod to smudy the 1ssues
related 1o scvere vivax malana mm onder to
advance the efforts for elimination of this
discase,
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Prospective Comparative Study of Operative and
Non-Operative Management of Peptic Ulcer Perforation

ARM S Alaml, M M Hossain2, MA Islam3,
MM Hageed S AFeez 5.5 U Ahmed6, MR Kuddus7, M Hossain8

ABSTRALT

Becipround : The presemt prospective clinical trial was carried out to

cieary The owlcree hetwern mo "'—-r"'-'ar' .!f.rdfﬂt"mﬂﬂﬂgl‘_’mfﬂfﬂf

perforased pepoac sicer. Methododogy al of I such cases were

mcinded m the sudy. out of thewm 49 recerved m 'r—'-_r:a. ranve rreaiment and
OpeTEne el The meam ape 363 = [2.] vears with male arid

_‘"{J";... ¢ ratic being 14:] n nom-operasive group and 6:1 in eperative group.

23 5% of the panients in the non-operative gromp ot admstied o less than 6
hours and 52.9% between 6 - 12 hours of onzet of pain, while i operative
group nearly 04'% admined in the hoxpital 12 hours afier onset of pain The
difference between the groups with respect to lime lapsed berween onset of
pain and admission was statistically significans (p < 0.00] ). Resalt : Abows
0% the former group did not take anvthing orally after perforation. In the
operaiive group maforiry (81,.6%) received some amount of food and drinks
and gral medications, The pulse, sysiolic and diasiolic blood pressures and
respiratory rate were significantly stable in the non-operative group than
those in the operative group (p<0.00], p<0.00] p = 0.002 and p < 0.00]
respectively). Nearly half (49%) of the non-operative group exhibired mild
dehydration, 41,3% moderate dehydration and 7.8% severe delvdration. In
contrast, 42.9% of the operative group had moderate debvdration and
37.1% severe dehydration. The difference berween the groups in terms of
urtme outpui in st & hours of observation was statistically significanr (p <
0.001). Hospital stay was significandy less in non-operative group than
that in operative group (6.7 vs. 10.3 days, p < 0.001). Recovery does not
depend on age of the patienis (p = 0.950) and the sex alse did not influence
outcome (86.8% vs. 77.8%, p = 0.809). Uneveniful recovery was
significanily less in patients who delayed in gerting admirned 1o the hospital
comipared fo those whoe presented earlier (p < (0.000 ). Conclusion ; Intake
of anything orally after perforation was also observed as a barrier to
uneveniful recovery,

Key words: Peptic nicer Perforation,nonsurgical treatment
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Introduction :

Peptic ulcer disease (PUD) 15 a very
common abdominal condition especially
in middle aged male. People are usually
affected by this disease during the active
period of life. Because of changing pattern
of life styles and dietary habits {where
highly spiced, hot and irritant food is a
norm) the incidence s increasing in this
subcontinent. More over smoking and use
of certain drugs soch as NSAIDs, steroids
also play role as aggravating factor.2
Peptic ulcer perforation is one of the
gravest acute abdominal condition among
s complications Dhke  peritonitis,
septicaemia, gross water and electrolyte
imbalance which increases the mortality
and morbidity of the patient unless treated
energetically.3 Early diagnosis of
doodenal perforation is important, as
delayed diagnosis wsually results in
intraperitoneal  sepsis. With a delayed
diggnosis of more than 24 hours, medical
illness and shock have been shown to be
important predictive factors of mortalityd
Despite dramatic improvements in peptic
ulcer management in the last two decades
(mew potent anti-secretory drugs as well as
Helicobacter pylori  eradication), the
frequency of emergency sorgery for
perforated gastro-duodenal ulcer remains
stable or little changed.5 A number of
opinions have been put forward in the
management of duodenal perforation. The
first and only mandatory obligation of the
surgeon 15 to eliminate pentoneal soilage
through the perforation. This can be
achieved either by surgical closare or by
sclf-sealing of the perforation. Most
authorities recommend surgical closure of
the perforation. The most accepted method
of surgical closure of the perforation 18 the
so-called Giraham  patch. In 1937,
CGrahamé described the placement of
through-and-through sutures at the site of

perforation that were ted over a free graft
of omentum,

It has been well established that non-
operative management often named as
conservative management with nasogastric
suction, circulatory suppor, antisecretory
drugs and antibiotics can be an effective
treatment of perforated uvlcer?; Non-
surgical treatment of the patient with selt-
sealing can be underizaken with the
assurance that the seal will be secure and
that the incidence of septic intra-
abdominal complications will be very low,
This option is particularly attractive in a
case considered 1o be at igh surgical nsk
because of age and/or associated disease.
A surgical procedure performed to close
an  already-sealed  perforation is
ONNecessary. Repeated clinical
examinations o assure early progréssive
resolution of evidence of pentonitis are
mandatory. If the physician is unable to
conduct such examinations, non-surgical
treatment is contraindicateds.

Although each case must be individualized
and not withstanding the foregoing, if a
Gastrografin upper gastrointestinal series
shows continuing free perforation despite
the best conservative management, Surgery
may well become indicated .9

OBIECTIVES
General Objective:
To determine the selection criteria suitable

for non-operative treatment of perforated
duodenal ulcer.

Specific objectives:

1. To observe the morbidity and mertality
in duodenal ulcer perforation cases treated
non-operatively and undergoing surgical
treatment,

2. To find out the factors that determines
and influences the non-operative
management of peptic ulcer perforation.
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MATERIALS AND METHODS

Place of study: Department of Surgery,
Sylhet MAG Osmani Medical College
Hospital.

Period of study: The study was carmed out
over 3 period of 2 years and 6 months
from Augnst 2006 to December 2003
Study design: The study was a prospective
comparative clinical tnal.

Study population: More than 500 patients
admitted in the aforesaid hospital were
diagnosed as a case of peptic ulcer
perforation during asbove mentioned
period; of them 100 patients were selected
purposively and exhapsuvely for the
study,

Enrollment criteria:

Inclusion criteria:

* Age more than 18 years imespective of
seXes.

*Early or late presentation but
comparatively soft abdomen with
minimum tenderness and disiension.
*Haemodynamically stable patients who
responds to initial six hours reatment

Exclusion erteria:

*Similar illness following fever,

¥ Suspected peptic ulcer perforation with
extreme shock, ngid abdomen and
significant tendemess who did not respond
to initial management needing guick
tnerve ntion.

* Concurrent any other illness specially
diabetic patient.

¥  Any confusion
pheumoperitoneum.
¥ Parforations due 1o trawma,

* Those who were not interested o include
himself or herself in this study.

in  diagnosis of

Data Collection: Data were collected using
a predesigned structured questionnaire by
abservation, interview and by physical and
laboratory examinations of the patients.
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Clinical approach:

Immediately after admission a proper
diagnostic work up was done and bascline
assessments about the conditions of the
patents were made. Then similar primary
treatment were provided to all patients
which include nothing per oral,
nasogasiric suction, imtravenous fluid,
injectable antibiotics (Ceftnaxone and
Metronidazole), H2-recptor blocker and
central acting analgesics. Those fulfilling
the selection criteria were followed up for
about & hours before final decision were
made aboul their treatment modalities. The
patients were then grouped for nom-
operative and operative treatimenat, 50
patients were selected according to initial
responds for non-operative group and 50
for operative group. However, 1 patient in
operative group refused operation and than
we swiltched him from operative 1o non-
operative group. Also those patient under
non-operative  treatment showed poor
progression  or  deteriorate  were
deliberately switched to operative group
(on ethical ground, of course).Thus finally
51 patients received non-operative and 49
received operative treatment, After iitial
resuscitation and follow up for abour six
hours patients with relatively good general
condition. improving pulse, blood
pressure. hydration status, adequate unne
outpul, nlerable pain, limited extent of
peritonitis and no or mindmom floid level
with free gzas on x-ray abdomen were
selected for mon-operative management
and others were for operative management
and thev were treated by open sargical
repair and pertoneal toileting. The non-
opérative group were lreated by same
protocol until satisfactory progress and
they were allowed oral intake started with
sips of water when the abdomen become
soft and satisfactory bowel sound present.
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Gradually they were allowed to semi solid
and solid food. Any of these patients who
developed fever and persistent muscle
guard/rigidity Were scanned
sonographycally  for  any  residoal
collection in the peritoneal cavity. Similar
protocol of treatment was offered to all
those patient of operative group after
surgical intervention. Following
intervention the outcome of the two
groups were evaluated and compared.

Statistical analysis:

Data were processed and analyzed using
soft-ware SPSS for windows, version 11.5.
Data presented on categorical scale were
compared between groups with the help of
Chi-square ( 2) or Fisher's Exact
Probability Test, Quantitative data were
compared between groups using Student's
t-Test. The level of significance was set at
005 and p =< 0.05 was considered
significant with 95% confidence limat,

RESULT

The present study included a total of 100
cascs of perforated pepiic ulcers patients.
Of them 51 received non-operative
treatment and 49 operative treatment.
There is no significant difference was
abserved between the groups in terms of
age (p = 0.698), Majority of the patients in
both groups (98%) informed that pain
commenced in empty stomach (p = .742),
In non-operative group over one-quarter
(25.5%) of the patients admitted in less
than 6 hours and 52.9% between 6 - 12
hours of onset of pain. while in operative
group nearly 64% admitted in the hospital
12 hours after onset of pain and
statistically significant (p < 0,001},

Table I Comparison
characteristics between groups

clinical

Clinical presemtation Group pevalue
Nor- Operative
DRI in=49
|_|]:_"-i]|
Vomiting' I35 I 02w
B0 taking NSAIDs* X9 o 0.0
Ml panlingidee * N3G Hi0.2 .20
HO  pepic  oloer SOBRA)  4UERT) O3
thsease’

Data were analysed using Chi-square ( 2);
data were analysed using Fisher's Exact
Test Figures in the parentheses denotc
corfesponding percentage.

Table 1I. Comparison clinmical
characteristics between groups (n = 100)
Climbcal _Group pe vl
characteristics  Mom- Diperative
operative  [n= 49}
n=51)
Digtensinn
Bl 200569 LR
Misderate 21{41.2) K < (001
Severs 1620 17(34. 7
Fluiad thrill 2.0 G12.2) 0L0%0
Liver dullmess
g 304 00
6 INGLT) 36735 <00l
T Y59 13026,5)
Shifting NI IN44D) 0565
dullmess
Bowelsound  A0073.4)  JRST0) 0023

Data were analysed using Chi-square { 2).
Figures in the parentheses denote
commesponding percentage.

In the non-operative group about 60% of
the patients did not take anything orally
after perforation of peptic oleer, 37.2%
ok limited amount of food and drinks
and 3.9% ook everything liberally, In the
operative group majority (81.6%) received
limited amount of food and drinks. 16.7%
received food and drinks  without
restriction and only 2% did take nothing.
Az muscle guard/rigidity was compared
between groups, it was observed that in
80.6% of the cases of non-operative group
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it was restricted to upper ahdomen and
subsided with time, while m operative
group majority (77.6%) of the
exinbited generalized ngxdty & manal
presentation. [n 194% of cases of oo
operative group cihebwied semeraiored
ne=bn bar o sadealv seboded ERd
reancisd o ey abdomes WEEE WO
nomr of monal semppeweest O e other
bamd 22 4% of e cses of operanive
orep mascs Dl TndTy e

sancied 0 spper ahdomen bat they were
hemodvasmacaily umstable so that thev
were allocated to operative
group. Companson of haemodynamic state
shows that pulse. svsiolic and diasiolic
blood pressures and respiratory rate were
significantly stable in the non-operative
group than those in the operative group (p
< 0,001, p< 0.001 p=0.002 and p < 0.001
respectively).  Nearly half (49%) of the
non-operative  group exhibited mild
dehydration, 41.3% moderate dehydration
and 7.8% severe dehydration. In contrast,
42.9% of operative group had moderate
dehydration and 57.1%  severe
dehydration.

CESTS

Table 11T . Companson uring output ©
hours between groups (n = 1K)

Urine Group p-value
output in & Non- Operative
haours operative  (n=4%
(n=351}
300 ml 1240 IB{32.7)
30 - a0 4i(E04)  33067.3) < (.01
il
=600ml 176 N0

Data were analysed using Chi-square ( 2).
Figures in the parentheses denote
comesponding percentage,

Plane X-ray of ahdomen in eract posture
shows that over half (31%) of the non-
operative group had small amount of free
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gas under diaphragm, while majority
(73.5%) of the operative group exhibited
moderate and 26.5% huge amount of gnn
ander daaphragm (p < 0.001)

Table IV. Companson of outcome

heTeess Sroupe

Uhptonene b =Tmap pe
oo C e value
opersive  (m=49)
{a=51)

Cured  45(882) 4KEa7n 0511

Complications 6(11.8)  8(16.3)

developed

Data were analysed using Chi-square ( 2.

Figures in the parentheses denote
corresponding percentage.
Tahle V. Comparison of type of

complications between gronps

Type of Group P
complicatio ;. Operative value
= operative  (n = §)

(n =6}
Residual B100.0)  2{25.0) (009
abscess
Wound (Y00 B 7500
infection

Data were analysed vsing Fisher's Exact
Test.

Figures in the parentheses
corresponding percentage.
Hospital stay was significantly less in non-
operative group than that in operative
group (6.7 vs. 10.3 days, p < 0.001)

DISCUSSION

Perforation is the second most important
and dramatic complication that deserves
immediate treatment. |0nce the diagnosis
of perforation has been made, it is
generally agreed that emergency surgery
should be performed.l1Consgrvative
treatment, originally proposed by

denote
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Wangensteen, 1$ reserved for patients
considered o be too ill to stand the stress
of sargery.12

However, controversies surround the issoe
and surgeons sometimes confuse to take
decision which treatment options would be
correct in an individual paticnt, The main
reason that confuses a surgeon is that in
many cascs when abdomen is opened for
surgical repair and peritoneal toileting, the
perforation has already been sealed. This
phenomenon convinced us to undertake
the present study to see whether there is
any difference in outcome between
conservative and operative management
and, if so, what factors influence the
CUCOImeE.

The present study did not find any
difference in ouwicome of treatment
between the fwo groups because non-
operative lreatment was continued if
patient is adult=18 years, symptoms are
mild and when patients were responds
favorably. Majority of the subjects in
either group experienced uneventful
recovery and most of them were followed
up to three month. Only 14 cases
developed comphications, and factors like
delayed presentation (> 12 hours of time
lapsed between onset of pain and
admission) and liberal imake of foods and
drinks after perforation were found to
influence the outcome irrespective of
mode of treatment. The age and sex of the
patients were not observed o be the
determinants of outcome,

However, a retrospective study conducted
in the Department of Surgery of Khulna
Medical College Hospital, Bangladesh on
491 patients of perforated peptic ulcer
from July 1992 to Movember 2002 put
different experience. In that study two
options of treatment were carried out:
simple closure and peritoneal lavage in
364 cases. and 127 patients managed by

non-surgical methods, The oulcome
evaloation showed that mortality in the
surgical group was significantly higher
(6.8%) than that in the non-surgical group
{(0.02%) (p< 0.001). These results go in
favour of non-operative management of
perforated peptic uleer and in case il the
patient does not respond to conservative
treatment and deteriorates, surgical
treatment can be tried. |3

Although it was documented as early as
1843 that gastroduodenal ulcers tend to
seal spontaneously, 14 it was not until 1935
that Wangensteen15 reported the success
of non-operative management of patients
of perforated peptic ulcer. A review of
cases in 1963 demonstrated that up to 805%
of patients could be managed
nonoperatively. 16  Despitc  numerous
reports of success with non-operative
management, surgical intervention became
the treatment of choice for perforated
peplic ulcer disease because prognosis is
relatively certain. 17

Since that time, there have been 2
prospective randomized controfled trials
and 3 prospective validation studies on the
utility of non-operative management of
perforated peptic ulcer diseasc. A
prospective randomized controlled trial by
Cocks et all in 1989 demonstrated
successful nom-operative management
{nasogastric  tube  decompression,
intravenous fluids, antibiotics, and antacid
medication) in 79 (68%) of 116 patients
with perforated peptic ulcer disease. This
was further substantiated by a prospective
randomized controlled trial by Croft et
all9 of %3 patients in which 72% in the
non-operalive group were successtully
managed without surgery and had
equivalent morbidity and mortality rates
compared with the operanve group. These
studies have been validated in 3 further
prospective uncontrolled trials by Marshall

(36



et 2l 200l et al,2] and Songne et al.22

In our study all the patients of non-
group successfully
managed. No one required sorgical
intervention. The reason of soch a
successful outcome may be that the
patients of this group had more stable
haemodynamic state than that of operative
group. Hydration statos  was  also
comparatively good and urine output in
first & hours of observation was adequate.
Moreover, majority of the patients in the
non-operative group were admitted in
hospital within 12 hours and withouot
generalized peritonitis, they ook nothing
or limited amount of food or drinks afier
onset of perforation.

operative WEere

Thus the success of non-operative
management of perforated peptic ulcer lies
in careful selection of patients. As pulse,
blood pressure, hydration, urine output,
extent of pertonitis and early presentation
(<12 hours) are very much influenced by
the severity of illness, they act as
prognostic  signs in  decision making.
Besides these, there are several other risk
faciors for failure of non-operative
management like intake of food and fluid
following incidence of perforation
increase the extent of peritonitis. Here the
rele of primary health care personnel is
important in the sense that they can give
them proper advice not 1o take anything by
mouth and refer immediately to necarby
hospital where Tlacilities for proper
management exists. Thus we can avoid the
operative assault of the patient, minimize
the workload of the hospital, hospital stay
and cost of the patient for treatment.
Owverall the risk factors that are impeditive
to  uwneventful recovery should be
considerad cautiously to decided treatment
options for individual patients,

Journal of Satkhira Mediczl Colleges

CONCLUSION

From the findings of the study and
discussion it could be concluded that there
is no significant difference in the ouicome
of treatment between non-operative and
operative managerent of perforated peptic
ulcers in selected cases. The findings of the
study suggest thal non-opérative treatment
should be started in almost all adult
patients who are haemodynamically stable
and present early in hospital with minimal
signs and symptoms. If the condition
deteriorates or not responds to non-
operative management in few hours of
abservation, immediate surgical
intervention should be considered.
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Clinicopathological Analysis of Patients with
Breast Cancer In Female: A Bangladeshi perspective
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ABSTRACT

Background: Breast Cancer is the most commaon cancer in Bangladeshi
women. Breast cancer closely compares with cervical cancer as the most
commean malignancy affecting women in this cownrry and the incidence
rates appear 1o be rising. Early detection of breast cancer is a kev
strategy for @ good treatment ourcome. Methods: A Descripiive cross-
sectional smdv was conceded our in NICRH. By convenience sampling,
250 female patients were selected from July 2013 1o July 2015. For each
parient, sex, agebreast pathology, pathological staging of malignani
lestons, side and location of the twmor and the type of surgery were
reviewed, Resnlts: The mean age of women with breast cancer was 46.85.
Twenry-two percent -:.-J'.Elrf.::r.ﬂ cancers were obyerved in women Yormger
than 40 vears. About 82percent of malignant lesions in women were in
T2, T3 or T4 ar diagnosis. Only about 6 percent of women with breast
cancers had tumors in stage 1 or in-site carcinomas, Nearly 72 percent aof
the eancers were detected only after lymphnode involvement. Chnly 5.4
percent of our female cases had the chance of conservative mastectomy. .
Distant metastasis was found in 32 (12.8%) patients af diagnosis. The
most common pathological feature of breast tumor was mvasive ducial
carcinoma (68.2%) and the rarest were sarcoma (0.4%) and papillary
carcinoma (04%). Tripple negative molecular phenotype breast cancer
was reported in 25 (10%) patients. Estrogen receplor (ER), progesterone
receptor (PR) and human epidermal growth factor receptor 2 (HER2)
were negative in 32.2%, 27.1%, and 44.2% of the patients’ tumors,
respectively. Conclusion: These resulis show advanced cases al
presentation in Bangladesh which further mandate a national cancer
detection program involving more effective public education and
encowragement of women for breast self-examination and participation
in Fereening campaigns.

Key Wards: Breasi cancer - Bangladesh - Epidemiology - stage - screening,
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Introduction :

Cancer is the third cause of death afier
ischemic heart disease and accidents all
over the world(1). Breast cancer iz the
most  CoOmmon  cancer in women
throughout the world(2-4). Breast cancer
is also the leading cause of cancer-related
death in the women population of
Bangladesh particularly the poor and
underprivileged(5).

The number of women affected by breast
cancer has been reported to be 1.7 million
in 2012, with 6.3 million affected women
within the previous five years(f).
Moreover, BC has been reported as the
MOSL COMMON Cancer Among wormen in
countries in the Eastern Mediterranean
Begion(7). More than one million cases of
BC occur worldwide every year, of which
about 380,000 cases occur in developed
countries (=300/100 000 population per
year) and the remainder in developing
countries  (usually  <1500/100,000
population per vear), despite their much
higher overall population and younger age.
In 20600, the year for which global dats
exists, some 400,000 women died from
BC, representing 1.6% of all female
deaths. The proportion of deaths due o
BC was far higher in developed countries
(2% of all female deaths) than in
developing countries (0.5%) (8). BC is a
disease with high cost and expensive
treatments which imposes a significant
burden on health system of the world-wide
countries(9).

The study of nature, stage and age
distribution of breast cancer in Jess-
indusirialized nations, especially those
lacking well established cancer
registration systems can help both policy-
makers and physicians implement
preventive and therapeutic modalities that
best suit the clinical and epideiological
picture of this malignancy in the

community. The present cross-sectional
study  aimed to  determine the
characteristics of breast diseases- and
especially breast cancer- according to
pathologic records from NICRH. Dhaka.
Materials and Methods:

We conducted a observational cross-
sectional study using the data base of 250
patients of breast cancer which was taken
place in the Department of Surgical
Oncology of Mational Institute of Cancer,
Research and Hospital, Mohakhali, Dhaka.
The study period was from July, 2014 to
July, 2015.In this cross-sectional study,
We reviewed 258 medical records over the
2-year periodl, of which we excluded 8
samples where data (age. sex, duration of
symptoms, radiological, pathology, and
operative reports and trealment received)
were ncomplete. Demographic details,
clinical presentation and duration of
symptoms at initial diagnosis, radiological
data, cytological and histological findings,
treatment and posioperative data of all
patients were cntered into our study
protocol. Descriptive statistics were used
for analysing the data using SPSS version
20 and results were presented in
percentage and simple frequency,

Results © The records of 250 paticnts with
breast cancer and their families were
studied. The mean age of the patients at
diagnosis was 46.8 years (range: 25-7]
vears). The highest frequency of
malignancies was observed in the 40-49
agegroup (32.4%). Twenty three percent
cases were 740 years of age and 26% cases
were >4 years of age at diagnosis, 57.2%
postmenopausal, Q0% housewives, 34 4%
illiterate, majority (64%) attended for
medical service after 6 months of their
initiation of symptoms, 72% of the
patiznt's monthly family income is less
than 15000 taka. A large bulk (65.5%)
patients came from distant areas outside
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the capital Dhaka. 35.2% patients had 740
yvears of age at diagnosis. 50.4% of breast
mmors were located on the left side,
46.1% of the nght, and 3.5% on both
sides. The most common pathological
teature of BC was invasive ductal
carcinoma (74.4%) and the rarest were
sarcoma (0.4%) and papillary carcinoma
(0.4%) (table 3). Maority (84.6%)
presents with lump, 96.5% of tumors were
unifocal and 3.5% were multifocal. About
82 percent of malignant lesions were in
T2, T3 or T4 at diagnosis. Maodified
radical mastectomy, toilet mastectomy and
breast conserving surgery  were performed
for 76.0%, 185.6%, and 54% of the
patients, respectively. Averagely, 39
lymph nodes per case had been resected
during surgery of which 2.7 were
involved. Metastasis was seen in 35 (14%)
patients at diagnosis. Bone, liver, lung and
brain were the most frequent metastatic
sites with an incidence of 57.35%, 35.0%,
32.5%, and 17.5%, respectively. Triple-
negative molecular phenotype was
detected 25 (9.7%) of the 250 patients.
ER, PR and HER2 were positive in 67.8%,

48.8%, and 31.8 % of the mmors,
respective ly.

Table 1. Table 1@ Distribution of study
population by age group (n-250)

Number Percentage  Ape growupsin vears)
<20 0 1]

20-29 12 4.8

30-39 (&L 24

40-49 81 3z4

50-59 62 24.8

= ) 35 14

Table 2. Table I: Distribution of study
population by stage of the diseae
{n-250]

Journal of Satkhira Medical College

Stage Number Percéntage
Stage | 10 4
Stagella 74 20.6
Stagellb 106 42.2

Stage [lla 36 13.6
StagellIb 24 8.6

Table-3: Frequency of Pathologic features
of breast tumors according o ther
diagnostic reports:

Pathology Frequency Percent
Carcinroma in situ 16 .4
[nfiltrative Ductal Carcmoma. 186 T4.4
Infiliratve Lobuler Corcmoma. 26 10.1
Mucinous 3 [.2
Medulary 2 0s
Sarcoma 1 0.4
Papillary 1 0.4
Other ) 3.1
Mixed 7 2.8
Total 250 104}

Table 4: Frequency of hormone receptors
and biomarkers in breast tumors according
ter their immunohistochemical staining

Biomarker Positive

Frequency Percent
ER 170 678
PR 122 48.8
HER2 a2 31.8
Dhscussion

Recent studies highlighted the increased
incidence of breast cancer in developing
countries(10). As there is no cancer
reglsiry programime in our country, there is
limited data available for discussion.
Althongh East Asian women still have
the lowest rate (about 21 per 100,000, as
compared with 101 per 100.008) in the
United States and 85 per 100,000 Western
Europe), countrics with the most
developed regisiries have documented
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increases: rates in Japan, Singapore And
Korea have douled or tripled in the past 40
vears. The most widely cited reason for
the global increase in breast cancer is the
"Westernization” of the developing world
(11). In our series, mean age was 46,8
vears which 15 much lower compared to
Western data with a 10-15 the average age
of diagnosis of female breast cancer is
approximately one decade lower than
those reported in Western populations (12}
given the increased trends in breast cancer
incidence and the large number of voung
age cases n Bangladesh. A paper from
Pakistan reports the mean age to be 47.7
(13), which is very similar to mean of our
cases.The older 2 woman 15 when when
she begins menstruating, the lower her risk
of breast cancer (14). In this series 22.9%
have history of menstruation below 12
vears and 94.9% women mensiruated
below 14 years which might have a
relation to cancer at early age. Many
studies have observed that low parity and
late age at first birth are significantly
associated with high risk of breast cancer
{15). In this study 50% patients gave birth
to their first child below 1% vears which
contradicts other reports. Breastfeeding
has reported to have protective effects on
carcinoma breast (16). In owr series 92%
paticnts have the history of breastfeeding,
s0 information about breastfeeding 15 not
matching for incidence of breast cancer in
Bangladesh. We found that 50.4%, 46.1%
and 3.5% of the breast tumors to be on the
left, rnght and both sides, respectively.
This finding is consistent with previous
epidemiological hindings reported in the
Iranian population (17-18). We found
invasive ductal carcinoma was the most
common pathology among our patients
with an incidence of 68.2%, According o
an epidemiological review among Iranian
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studies throughout the country, 77% of BC
tumor types were reported to be invasive
ductal carcinoma (19). Our data indicates
that like studies from other developing
countries, women with breast cancer in
Bangladesh visit the physician rather late
in the course of the disease (20

Conclusions

Our study, using hospital-based data,
shows that breast cancer patients presented
at a younger age, with advanced disease.
All these result show an urgent need for a
national cancer detection program
mvolving more etfective public education
and encouragement of women for breast
self- examination and also education of
primary care physicians for strengthening
this strategy. Experience from other
countries show that after introduction of
breast cancer screening programmes.  the
stage at diagnosis has decreased
significantly.

References:

. Ferlay ], Soerjomataram 1, Ervik M,
Dikshit R, Eser 5, Mathers C, et al.
GLOBOCAN
2012 v1.0, Cancer Incidence and Mortality
Worldwide: IARC Cancer-Base No. 11.
Lyon, France: International Agency for
Research on Cancer, 2014, Available from
http:/fglobocaniarcfr accessed on 07.07,14.
2. Bray F, Ren JS, Masuyer E, Ferlay I
Global estimates of cancer prevalence for
27 sites in the adult population m 2008,
International Jowrnal of Cancer.
2013:132(5):1133-45.

3, DeSantis C. Ma J, Bryvan L, Jemal A.
Breast cancer statistics, 2003, CA: a
cancer  journal  for  clinicians.
2014:64(1):52- 62.

4. Siegel R, Ma I, Zou Z, Jemal A, Cancer
statistics, 2014, CA: a cancer journal for
clinicians. 2014;64( ] x9-29,




SINIRCH. Cancer Registry Report
Mational Institute of Cancer Research and
Hospital 2008-2010; 2013

. Naderimagham 5, Alipour §, Djalalinia
8, Kasaeian A, Noori A, Ralimzadeh S, et
al. MNational and Subnational Burden of
Breast Cancer in [Iran: 1990-2013.
Archives of Iraman  Meadicine.
2014;17(12):794-9,

7. Organization WH. Strategy for cancer
prevention and control in the Eastern
Mediterranean Region 2009-2013. 2010,
8.Farooq S, Coleman MP. Breast cancer
survival in South Asian women in England
and Wales. ] Epidemiol Community
Health 200559402 -6,

9. Davari M, Yarzdanpanah F. Aslani A,
Hosseini M, Nazari AR, Mokarian F. The
Direct Medical Costs of Breast Cancer in
Iran: Analyzing the Patient's Level Data
from a Cancer Specific Hospital in
Istahan. Intemational journal of prevenove
medicine. 2001 3:4(7): 748,

10.Mathers C, Fat DM, Boema JT, <t al
(2008), The global burden of diseass: 2K
update, World Health Organization.
11.Peggy P.(2008) “westernizing”
women's risk? Breast cancer in lower-
income countries.” The New Eng J Med
358: 213-216.

12.Arora N, Hill C., Hoda SA, Rosenblatt
R, Pigalarga B, Tousimis EA.
Clinicopathologic features of papillary
lesions on core needle biopsy of the breast
predictive of malignancy. American

Journal of Satkhira Medical Coliege

journal of surgery. 2007;194(4):444-9.
Epub 2007/09/11.

13.Malik 1A (2002). Clinico-pathological
features of breast cancer in Pakistan. ]
Pakistan MedAssoc, 52, 100-4.

14.Ewertz M, Duffy 5, Adami H-O, et
al.(1990) "Age at first birth, parity and risk
of breasr cancer; a mecta-analysis of 8
studies from Nordic countries. Int J Cancer
46:597-603,

15.Layde PM, Webster LA, et al.(1989)
The independent association of parity, age
at first full term pregnancy, and duration
of breast feeding with the risk breast
cancer, J Clin Epidemiol 42:963-73.
16.Timothy I K, Verkasalo P K, Banks E,
et al (2001) Epidemiology of breast
cancer. Lancet Oncol 2: 133-40.

17, Tulinius H, Sigvaldason H, Olafsdottir
G, Left and right sided breast cancer.
Pathology-Research  and  Practice.
1990:186(1):92-4.

I8, Garfinkel L, Craig L, Seidman H. An
appraisal of left and right breast cancer, ]
Natl Cancer Inst. 1959:23:617-31.

19, Mouszavnn SM. Montazeri A,
Mohagheghi MA, Jarrahi AM, Harirchi 1,
Najafi M, et al. Breast cancer in Iran: an
epidemiological review. The breast
journal. 2007:13{4):383-91.

20.Abdul Hamid G, Tayeb MS, Bawazir
AA (2001). Breast cancer in south-east
republic of Yemen. Eastern Med Health J,
7. 1012-6.

(43)



JEMC Vel 02 Mo 0Z; Jul 2015

Original Article

Effect of Fluticasone nasal spray and
Oral Fexofenadin in Adenoid
Hypertrophy - our experience

MZ Islaml, KG Mostafa2, NP Shannal3, MK Patuarid,
MK Arefing, SU Ahmed6, GM Farukuzzaman7, ARN M Hoque8

ABSTRACT

Background: Adencid hypertrophy treamment for children is genervally
planned in accordance with the degree of airway obstruction and relared
maorbidity, If surgical reament s indicated, the individual risk/benefit
analysis of patienis showld be assessed in terms of anesthetic and
postoperative  complications.  Although there are few allernative
treatment apions, these may be considered as a nonswrgical approach in
less serious cases. Methodelogy: 69 patient were  selected purposively
in this study from January 2014 10 July 2015 with grade Il and grade H1
adenaid hyvpertrophy ([ The study group was treated by fluticasone
propionare nasal sprav twice daily  and Fexofenadine for 8 weeks.. All
the patients were called for follow-up every 4 weeks, Results :ihe effect
af fluticasone propionate nasal spray and fexofenadin on adenoid
fvpertraphy shows satisfactory outcome 75.36% partient shows decrease
nasal aural symptoms . and they need not any surgical intervenrion for
adenoid hvpertropiy 24.63% pattent adviced for surgical intervention
for not response to intranasal futicasone and oral fexofenadin treatment
JThiz method provides an effective alternarive to surgical freatment in
children with adenoid hypertrophy. Conelusion: Fluticasone nasal spray
and fexofenadin  trial for adencid hypertrophy  shows an  effective
freatment option other than adenoidectomy in grade Il and Grade HI
Large scale study is needed for further evaluation .

Koy words! Adenoid kyperivophy, Flaficasone
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Introduction : nasopharynx. Adenoid hypertrophy is a
Adenoid is a lymphoid tissue located in - common childhood  disease, Santorini
the roof and posterior wall of the described the nasopharyvngeal lymphoid
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aggregate or Lushka'sTonsil-1724
Wilhelm Meyer coined the term adenoid-
1870 .Adenoid  forms the part of
Weldeyer's ring of lymphoid tissue at the
portal of upper respiratory tract. In early
childhood this the first site of
immunological contact for inhaled antigen
Adenoid produces B cells  Give rise to
IgG and IgA plasma cells.The adenod
appears to have an important role in the
development  of an  immunological
memory in younger children Although
adeno-tonsillectomy does nol appear to
cause significant immune deficiency the
removal of the tissue at 4 young age may
be immunologically undesirable, An
Enlarged adenoid can occlude the
choana.especially when sleeping in a
suping position. Symptoms due to airway
obstruction  likemouth  breathing,
hyponasal speech and snoring in children
are observed,[11It may also cause ofitis
media with effusion and accompanying
conductive hearing loss and inthe most
serious cases. obstructive sleeping apnea
and accompanying growth retardation and
corpulmonale.[2][3]Adenoid hypertrophy
treatment for children is determined
according to the degree of airway
obstruction and  relatedmorbadaty.  If
surgical treatment is indicated, the
individual rsk/benefit analysis of patients
should beassessed in terms of anesthenc
and postoperative complications, Although
there are few alternative treatment options,
these may be considered as a nonsurgical

approach in less SCrious
cases.[3]Accordingly, studies aboul
intranasal steroid apphcatons  under

various protocols have been presented in
the literature .

Methodology:
o This was a cross sectional observational
study conducted in Satkhira Medical

Journal of Satkhira Medical College

College Hospital from Januwary 2015 to
June 2016, Consecutive Sixty nine patient
two to thirteen vears old 69 children with
sympromatic adenoidal hypertrophy was
taken after fulfilling the inclusion and
exclusion criteria. The symplom scoring
system was a modification of the scores
used in some previous sindies and
included the following symptoms:
snoring;mouth breathing awake; mouth

breathing asleep: nasal congestion;
hyponasal voice: chromic nasal discharge;
daytime drowsiness. or

hvperactivitiy;restless sleep; sleep apnca
<15 sec; night cough; and poor oral
intakefweight loss. They were treated with
Fluticasone intra nasal spray and oral
fexofenadine for 8 weeks . Treatment was
given as our said rule of 2; 2 drugs |
Fluticasone intranasal spray + oral
Fexofenadin) 2 puff intranasal spray 2
times daily .2 months Duration Patient
ages at least 2 years . Follow up criteria
was SOAP style as all patient were
pasdiatric age group. Data were collected
and analysed by M5 excel.

Resulis :

The effect of fluticasone propionate nasal
spray  and fexofenadin on  adenoid
hypertrophy  shows satisfactory outcome
75.36% patient shows decrease nasal aural
symptoms . and they need not any surgical
intervention for adenoid hypertrophy
24.63% patient adviced for surgical
intervention for not response to  intranasal
fluticasone and oral fexofenadin treatment
.This method provides an effecuve
alternative to surgical treatment in children
with adenoid hypertrophy.

Adenoid Grading
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DISCUSSION

Fluticasone is a synthetic tri-fluorinated
metered dose spray. It is a corticosteroid
with potent anti-inflammatory activity .
Like other corticosteroids it is found to
have wide range of actions on multiple cell
Types Mast cell eosinophil
neutrophils, macrophage
lymphocytes.Children below 2 years intra
nasal spray . the safety & effectiveness is
not  well established. Adenoidal
hypertrophy is a common disorder of
pediatric population frequently resulting in
complications such as chronic sinusitis,
otitis media and OS5AS leading 1o
morbidit. Although adenoidectomy is the
mast effective treatment modality for
reliel of obstructive symptoms and related
disorders it may not be desirable in many
patients because of potential complications
and parcntal reluctance about
surgery.Some  authors recommend a
conservative treatment strategy until the
child is 12 to 13 years old for waiting
natural regression  except them who
required urgent surgical intervention .One
of the limitations of this study was that
about 13% of the patients enrolled were
lost o follow-up at 8 & 12th week. Either
treatment failure, or more commaonly for
this population, a better health status may
be the wunderlying reasons. Adenoid
hypertrophy 15 probably the most frequent
pathologic condition occurring in the
pediatric age group. It leads to different
clinical manifestations according (o

adenoid size. Bilateral nasal obstruction 13
a primary complaint that can be associated
with different sleep disorders, ranging
from snoring o OSAS[6].In such a
sitation, patients typically complam of
both nighttime and daytime behavioral

illnesses  (i.e., intermittent sleep,
sleepwalking, morning  headaches,
difficulty  concentrating, Daytime

sleepiness, enuresis, slow feeding,and poor
growth), which may lead 1o
cardiorespiratory syndromes such as cor
pulmonale in extreme cases.[7]
Rhinorrhea, mouth-breathing, hyponasal
specch,and cough can also be observed in
patients with adenoid hypertrophy.
Atpresent,adenoid hypertrophy is one of
the most frequent indications for surgery

in childhood, and adenoidectomy
commonly is considered definitive
treatment for nasopharyngeal

obstruction.[8]Nevertheless, this surgical
technigue has been the subject of some
eriticism, Panlussen et al[9] hypothesized
that the removal of adenoid Iymphatic
tissue could have a negative impact on the
systemic immunologic system. Moreover,
immediate postoperative or late bleeding is
observed in 1% of children who undergo
adenoidectomy. Furthermore, it is well
demonstrated that adenoids may recur
after surgery in 104 to 20% of cases.[10]

CONCLUSION

Conclusion: This swdy provides an
effective alternative to surgical treatment
in children with adenoid hypertrophy.
Combination of Fluticasone intra nasal
spray and oral fexofenadine for ¥ weeks
duration may delay, or substiute, surgical
intervention in some pediatric outpatients

with mild 1o moderate adenoidal
hypertrophy.
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Skin Lesions in Systemic Lupus
Eryvthematosus Patients

M S Ahmedl, M T Islam2, A Masood Choudhury3,
H.Chakrabartyd, A.Alim5, BN Sahat, S SarkarT

ABSTRACT

Background: Cutaneous lesions such as maolar rash, diseoid lupus
ervthematosus (DLE), photosensitivity, oral wleers are important as a
dicgnostic aid as these account for 4 our of 1] revised American
Rheumatism Association criteria for diagnosis of Systemic lupus
ervihematosus (SLE). Aims and Ohjectives: To find owr curaneous
manifestations in SLE patients. Materials and Methods: A deseriprive rype
of cross sectional siedy was carvied out in the Department of Dermatology
and Department of Medicine, Bangabandhu Sheikh Mujib Medical
Uneversity (BSMMU) during the period of October 2005 to Qctober 2006.
A total af 30 cases of SLE fulfilled ARA criteria for diagnosis of SLFE were
sticied for the cutaneous manifestations. Results: The mean age of the
patienis was 27,23 (SEx1.32) vears; 96.7% patients were female and
3.3% were male. LE-specific cuteneous were malar rash {50.0% ), divcoid
rash (20.0%), macrdopapelar rash (204%) and lupus profundus (6.7%).
LE-non specific lesions were photosensitivity (70.0%), alopecia (43.3%),
aral wlcer (33.3%), hyperpigmentation {23.3%), Raynauds phenomenon
(16.7%), cutaneous vascuritls (6.7%), leg wleers (6.7%) and livedo
reticidaris (3.3%). Conclusion: Photosensitivity s most common
cutaneous macfistations, followed by malar rash, alepecia, oral wicer,
hyperpigmentation, discoid LE, maculopapular rash, Raynawds
phenomenon, cutaneous vascuritis, leg wlcers and livedo reticularis.
Recognition af both types of lesions is important in diagnosing SLE.

Keey words; Syitemic Iupus ervthematorus, skin manifenaion
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Introduction : there are a myriad of visible lesions and,
The visibility and accessibility of the skin  .consequently, a large number of
are at the root of the challenge and  recognizable syndromes and diseases. The
satisfaction of dermatologic diagnosis:  physician who fails o perceive cutaneous
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markers of systemic diseases, or who tails
to recognize inconsequential or normal
skin lesions for what they are, may fail to
make an important diagnosis or subject
patients to unwarranted, expensive and
polentially harmful diagnostic
procedures. |

SLE is perhaps the best example of a
multi-system disorder in which cutaneous
components of the disease can yield
valuable diagnostic and prognostic
information. Variations however exist in
the mcidence, clinical heterogeneity and
severity of disease between different
ethnic and racial groups. Environmental,
cultural or genetic backgrounds may
explain these variations. The skin and
mucous membrane are symptomatically
involved at some points in over B0% of
patients with SLE. There is a tremendous
variability and diversity in the type of
invelvement ranging from classical
butterfly rash and atrophic hyperkeratotic
lesions of discoid lupus to bullae, alopecia
and vasculitis of dermal vessels.2

Many physicians find it convenient 1o
conceptualize LE as a climcal spectrum
ranging from mildly affected patients with
only localized DLE skin lesions to those at
risk of dying from the systemic
manifestation of LE such as nephritis,
central nervous System disease, or
vasculitis. The pattern of skin involvement
expressed by an individual patient with LE
can provide insight aboul the position on
the spectrum where the patient’s illness
might best be placed.3

The nomenclature and classification
system originally devised by James N.
Gilliam  divides the  culaneous
manifestations of LE into those lesions
that show characteristic histologic changes
of LE (LE specific skin disease) and thosc
that are not histopathologically distinet for

Journal of Satkhira Medical College

LE andfor may be seen as a feature of
other disease process {LE nonspecific skin
disease).3 The identification of
nonspecific but disease related skin lesions
18 very important in LE since their
presence implies systemic involvement.4
For purpose of identifying patients in
clinical studies American Rheumatology
Association (ARA) revised criteria for
classification of lupus is used. A person is
said to have SLE if any 4 or more of the
11 criteria are presenl, serially or
simultaneously during any interval of
observation. Cutaneous lesions are
important as a diagnostic aid as reflected
by the fact that they account for four of 11
revised ARA criteria of SLE.2

There is no published data in Bangladesh
regarding cutaneous manifestations In
SLE, guide clinicians to perform
histopathology and specific serology for
diagnosis of SLE. The main purpose of
this study was to see the cutaneous lesions
in SLE.

Materials and Methods

This was a descriptive type of cross-
sectional study conducted im the
Department  of Dermatology and
Venereology and Department of Medicine,
Bangabandhu Sheikh Mujib Medical
University, Dhaka during the period from
October 2005 to October 2006. Thirty
adult patients with SLE fulfilled the
American  Rheumatology  Association
(ACR) revised criteria for were enrolled.
Patients with diabetes mellitus, thyroid
disorders and pregnant women were
excluded. A detailed history was taken and
clinical examination was done
subsequently by the investigator. Relevan
investigations were done. Patients were
sclected on the basis of ACR cntena for
SLE and relevant data were recorded in
data sheet for each patient.
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Statistical analysis: Data were screened
and checked meticulously to find any
pitfall. Then data were enlered into
computer and were analyzed with the
computer aided statistical soft ware SPSS-
11 (Statistical package for social sciences),
Ethical consideration: An informed
consent was taken from the subjects before
ingcluding in  the study, Prior to
commencement of the study an approval
of protocol was obwined from the

Department of Dermatology and
Venercology, BSMMLU.
Result

The age of the SLE patients ranged from
17-46 vears with the mean age of 27.23
(SE+1.32) years. Figure-1 demonstrated
that 43.3% of patients were in the age
group of 15-24 years, 40.0% of paticnts
were in the age group of 25-34 years,
13.3% of patients were in the age group of
35-44 vears, and 3.3% of patients were in
the age group of 45-34 vears.

Figure-2 demonstrated that 96.7% of
patients were female and 3.3% patients
were male with a ratio of male to female
of 29:1.

LE-specific lesions noted were malar rash
(50.0%), discoid lupus erythematosus
(DLE) (20.0%), maculopapular rash {20%)
and lupus profundus (6.7%). Bullae were
not seen {Table-1). LE-non specific lesions
were photosensitivity (70.0%), alopecia
(43 3%), oral ulcer (33.3%),
hyperpigmentation (23.3%), Cutaneous
vascuritis (6.7%), Ravnauds phenomenon
(16.7%), Leg ulcers (6.7%) and Livedo
reticularis (3.3%) (Table-1).

Different combinations of culaneous
manifestations were photosensitivity and
malar rash (46.7%); malar rash and
alopecia (30.0%); Photosensitivity and
alopecia (30.0%); Photosensitivity and
oral wlcer (30.0%):; Malar rash and oral

uleer (26.7%): Oral ulcer and alopecia
(26.7%); and Photosensitivity, malar rash
and oral ulcer (26,7%) (Table-1T).
Discussion

This descriptive type of cross sectional
sfucy was undertaken to see the cutaneous
manifestations of systemic  lupus
erythematosus and 30 patients were
included according to the American
Rheumatology Association (ARA) revised
criteria for SLE.

In this study the age of the SLE patients
ranged from 17 to 46 years with mean age
of 27.23 (SEx1.32) years. This result is
consistent with the study of Rabbani et
al.2 who showed that the mean age at
presentation SLE is 310123 years.
James, et al.5 reported that young Lo
middle aged women are predominantly
affected with SLE.

The present study demonstrated that
96.7% of patients were female and 3.3%
patients were male with a ratio of male 1o
female of 29:1. The female preponderance
of SLE was reported in other populations
{e.g., 28 out of 32 in an Indian.b and 73
out of 78 in an Australian,7 88 out of 100
in Pakistam study,2

Mearly three-guarter (7T0%) of the cases
had photosensitivity. This finding 15
comparable with that of the study
conducted by Yell et al.8 who reported
photosensitivity 1 63% cases. However,
Rabbani et al.2 differed by reporting
photosensitivity in 33% cases.

In our study 50% of cases demonstrated
malar rash which is consistent with the
findings reported by cardinali et al.4 and
Yell et al.8 who found malar rash in
46.5% and 51% respectively.

The present siedy reveals that oral ulcer is
present in 33.3% of cases. This finding 13
comparable with the finding of Yell et al.®
who found oral ulcer in 31.3% of cases.
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But slightly higher than that of Rabbani et
2l.2 who reported oral ulcer in 20% of
cases,

The present study shows that noncicatritial
alopecia is present in 40% of cases. Yell e1
al.8 reported nonscarming alopecia in 40%
cases. Both the findings are identical.
Hyperpigmentation was seen in 23.3% of
cases in the present study which was
almost similar to the result obtained by
Rabbani et al2 who reported
hvperpigmentation in 20% of cases.
Whereas Cardinali et al.4 reported
hyperpigmentation in one patient out of a
series of 58 patients. The difference could
be due to excessive exposure to sun light
in our part of the world and a general
lendency to post inflammatory melanosis,
DLE lesion was found in 20% of cases.
Rabbani et al 2 who reported this lesion in
15% of their patients and Yell et al.B
reported it in 25% of cases. Whereas
Cardinali et al4 reported in 32.6%
(localized 12% and generalized 20.6%) of
their SLE patients, Our finding regarding
discoid lesions is consistent with the
reports mentioned by other different
authors,

Raynaud’s phenomenon was seen in 16. 7%
of patients. Rabbani et al.2 reported this
phenomenon in 2.5% of Pakistani patients.
But Yell et al.8 reported this change in
B0% SLE patients in an English hospital
while Cardinali et al.4 reported in 39.6%
patients in Florence, Italy. Again Paul et
al.? noted a very low incidence (2.7%) of
Raynaud's phenomenon. According to
Paul et al9 this low incidence is
attributable to the warm climate in
Northern Kerala, India. We believe in the
same explanation for low incidence of
Raynaud's phenomenon in our study.

[n the present study maculopapurar rash
was present in 20% of patients which was

Journal of Satkhira Medical College

consistent with the findings of Rabbani et
al. who also reported this feamres in 20%
of patients, but contradicts with the
findings of Cardinali et al 4 who reported
this finding in only ome of their 50
patients.

Cutaneous vasculiiis was noted m 1675
of cases in our study, Yell et al 8 reponed
this change in 11% and Cardinali et al 4 in
13.7% of theirr SLE patients, whercas
Rabbani et al.2 reported this in 205 of
their cases. All the above findings are
almost similar to the present study.

In our study lupus profundus was found in
6.7% of patents. Yell et al.8 reported 1
patient with lupus profundus out of 73
patients with SLE while Cardinali et al.4
found no patient with lupus profundus in
their series of 58 patients.

Some of the rare findings of SLE were
also noted n the present study. Livedo
reticulans and leg ulcer were found in 3
A% and 6.7% of cases respectively.
Lesions of subacute cutaneous LE (like
papulosquamous lesions and annular
polycyclic lesion), hypertyrophic DLE,
lupus tumidus, bullous lesions, eryvthema
multiforme, Urticaria, subcutaneous
nodules, gangrene extremities, periungual
telangiectasia, sclerodactyly  and
thrombophlebitis were not found in SLE
patients.

This study was not without limitations (1)
Sample size was not large enough due o
time constrained and (2) The study was
carried out in a fertiary care and may not
reflect the true nationat scenario of
Bangladesh.

Conclusion

Theré are many cutaneous manifestations
in svstermic lopus ervthematosus, Malar
rash, Maculo-papular rash, DLE and lupus
profundus are specific for SLE, and
photosensitivity, Alopecia, oral ulcer,

(51)



JSMC Vel 02; No.02; Jul 2015

Hyperpigmentation, Cutaneous vasculinis,
Raynauds Phenomenon, Livedo reticularis,
Leg ulcers are nonspecific for SLE.
Recognition of both types of lesions is
important in diagnosing SLE. However,
there is a need for large, multicentre,
randomized trials to know the more
precise figures in our population,
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Eletrolyte Imbalance in the patient of perforatedpeptic
ulcer Diseases presented in various interval

H Zamanl1, M Hossain2 MR Quddus3, MZ Islamd,
M Rahman5, M.Haque6, MM Hogque?

ABSTRACT

Background: The study was aimed to find our the paflern of
dyselectrolvtaemia in the patients with perforated peplic wicer presenting
at various time intervals. Methodology: There were total 50 cases. Male:
female ratio 156 : 1. Age range from 18-63yrs and mean age of the
patient was 39.93 yrs. The duration af symprams varied from ome Nour
to four days and mean duration was 28.2 hours. All the parients more or
less presented with the classical features of peptic wlcer perforation.
Almost all the patients were dehvdrated, among them 6{six) were
severely dehvdrated. After proper resuscitation all the patients were
reated surgically, among them 2 (twa) were found pastiric ulcer
perforation peroperatively, with a ratio of duodenal wicer; gastric ulcer
of 25:1, The electrolvte levels were grossly abnormal in a good number
of cases those who presented late and dehydrated. The Na+ level wax
below the physiological limit in 54% of cases, that of K+ in 42% of
cases, Cl- in 52% of cases and Heod  in 38% of cases as a whole. There
was a prafound imbalance of electrolyie levels between pafienty
presenting after [2 hours and after 46 hours. Imbalance was more
prafound in those who were severely dehydrated in comparison with no
or some sign of dehvdration, The patients who presented early such as
before 24 hour's and with mild or no dehydration, electrolyte and acid
base imbalance was less marked. So, electrolyie estimation ix not
mandatory before 24 hours But individual case should be evaluated by
its ovwn merit. Conclusion: An 1LV, fluid containing all the electrolytes
and able to corvect acidosis should be started before the report of serum
electrolytes become available. Hartman's solution fulfils all the above
criteria. Electrolyte estimation is not mandatory before 24 hours. But
individual case shouwld be evaluaied by its own merit. Elecirolyre
imbalance should be corrected before aperation,
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Introduction :

Despite the widespread use of gasiric
antisecretory agent and helicobacter pylor
eradication therapy, the incidence of
peptic ulcer has decreased to a greal extent
but the incidence of perforated peptic ulcer
has changed a little.l  Pylroduodenal
perforation occurs 6 - & limes more than
gastric perforation. Gastric perforation was
more frequent in elderly women
andprepyloric perforation occurred more
often in young men.2Risk factor includes
increasing patient age, COFD, major
bumns.immunosuppressant  treated  with
steroid and multiple organ failure. 1, 3

In our country, as the gemeral people are
not 5o health conscious or sometimes lack
of early diagnosis the patients of
perforated peptic ulcer diseases present
late, During this period they remain
untreated or not properly treated. Besides
these, peritonitis, shock, electrolyte
imbalance and other coexisting medical
condition worsen the prognosis. It 1s
mandatory that a2 short fime is spent on
resuscitation of the patient prior o
operation. The purpose of this study is 1o
diagnose peptic ulcer perforation early. To
know the pattern of electrolyte imbalance
in the patients of perforated peplic ulcer
disease and the management at the time of
hospital admission with different duration
of symploms. A good oulcome of the
treatment depends on early diagnosis,
vigorous resuscitation and imely surgery

Materials & Methods

The study was carried out in different
surgical units of Dhaka Medical college
Hospital, Bangladesh from June 2005 1o
Jupe 2006 The all 30 patients were
perforated peptic ulcer of adult age group
and randomly selected. After admission
each cases were evaluated clinically by
detailed history and complete physical

examination. In the history taking.
atention was paid to the radiation of
epigasiric  pain and sequence of
appearance of physical symploms. For
diagnostic purpose in all cases, plain X-
ray of abdomen in eract posture and supine
(some cases) were done. After hospital
admission and diagnosis. the blood
samples were collected  for  serum
electrolyte estimation before Starting
resuscitation. Electrolyles were measured
in all 50 patients. But the serum
clectrolytes of patients who presented late
were influenced to some extent by prior
admiinistration of intravenous fluid and
electrolytes before presenting at hospital.
Estimation of four major serum
clectrolytes ie. Na+, K+, Cl- and HCo3-
were done, All samples were analyzed in a
single laboratory and were repeated if
necessary. The blood was poured into (st
whe filled with liguid paraffin and
immediately sent to the laboratory. The
factors which could cause hasmolysis and
increased potassiom level like shaking
were avoided,

Exclusion criteria: The patients of illeal,
jejunal, colonic perforation, and the patient
who refused operation or unfit [or
operation were treated by conservative
method and excluded from the stody,

Data analysis: Data were recorded and
analvzed accordingly

Results

This study included the patients of
perforated peptic ulcer of adult age group.
A total number of 50 cases were studied
Of them 47 werc male and {15 were
female. with a ratio of 15.66 : 1. Age of
the paticnts ranged from I8 1o Ad years.
The mean age of the patient was 39.93
years. The highest number of patients was
found in 36 to 45 year group (34%).
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Tabie 1
Duration of symptoms at presentation (n=
300

Geoop | Duranon of | Number |Percestaze | Mean
Symptonis | of pitients | (%) | clurabanin

{ hcear each moup

' (hour

A 012 12 A .75
g 12-4 17 W 1511
C | M4 k] 1 J1.H4
0| 3% | ® 6 B

The various duration of symptoms of
patients were grouwped intp four. The
duration of svmptoms varied from 01
fone) howr to 3 (foary davs and mean
duration was of 2822 hours. The patients
presenied within A {0-12) hours (24% of
study popuolation) with mesan duration of
T.75 hours, within B {12-24) hours (24%
of study population) with a mean duration
of 18.11 hours, within C (24-48) hours
(26% of siudy population) with a mean
duration of 37.84 hours and within D (>48
hours) (16% of study population) with a
mean duration of 64.75 hours,

Table-11, shows almost all cases have
decreased electrolyies level. The able also
shows the relationship between duration
and symptoms to the severity of metzbolic
derangement as reflected by alteration
serum electrolyte and acid base status,

Table- 11
Influence of degree of dehvdration in
electrolyte and acid base balance,

Teareenf | No. | Sofi | Potassism | Celoeide | Sicarbonae
(deipdrwiion | of | (N6 | (R | €T} | (heowd
i | |
im |
| Absest | 09 | L3253 414 [ L0106 ) 26X |
Somesign | 41 1M1 348 | W | MW
Severe | OB | I333%| 245 | 90 | BE |

The relationship berween clinical degree
of dehydration with change in electrolyte
and acid base status.
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Discussion

in our country due to lack of awareness,
poverty, poor rural communication system
etc. the patients of perforated peptic ulcer
present in hospital late. During this period
they remain untreated or not properly
treated. So they are in increased nsk of
flaid and electrolyie imbalance. Adequate
management of the patients demands a
sound knowledge of the change in fluid
and electrolyte balance. The study was
done on a limited group of 50 patients to
determine the pattern of electrolyte
derangements in the patients of perforated
papiic ulcer with ncreasing duration of
svmptosms. 24

In this study the incidence of perforated
PUD is more (34% of swdy population)
between the age group 36 o 45 vears and
a low incidence (6% of smudv population)
i noticed below 25 years. It is consistent
with the siudies of developed countries.3
The ratio of pyloroduodenal and gasinc
uleer was increased more (15.6:1). The
duration of symptoms vared from 1 (one)
hour ot 4 (four) days. The mean duration
was 28,22 hours. The late appearance was
die to lack of consciousness, poverty and

maltreatment by gquacks and poor
communication in the rursl arcas.
There were found some signs  of

dehydration in 4] cases. Among them 6
{six) were severely dehydrated and
managed properly. Dehvdration was
absent in 9 (nine) cases. Because they
came earlier and most of them were
younger age group Estimation of serum
electrulyte of semim electiolyle were done
in all 50 case. Na+, K+, Cl- and Heo3- 3l
were low in 4 number of cases. Sodium
{Ma+) was within the physiological limt
in 46% of cases (o=23) and below the
physiological imit in 3% of case (n=27).
Patassium (K+) level was normal in 58 %
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of cases (n=29) and below normal in 42%
of cases (n=21).

Chloride (C1-) level was normal in 48% if
cases (=24} and it was below normal in
32% of cases (n=26). Bicarbonate (Heo3-)
level was normal in 62% if cases (n=31)
and below normal in 38% of cases (n=19).
No value was found above the normal,
The change of potassiom {K+) and
bicarbonate (Heo3-) was less marked than
others. It is due to shift of intracellular
potassium 1o the extra  cellular
compartment in cases of Heo3- it is due to
renal compensation,

The result showing the electrolyte status of
different groups of patients with different
duration of symptoms. The patient who
presented early such as before 24 hours,
the Tevel of serum electrolytes decreased
but minimum. On the other hand, the
patients who presented late such as afier
24 hours, gradual decreasing pattern of
serum electrolytes were ohserved., This
result consistent with the other sdy e.g.
"pattern of serum elecirolytes in the
patients of perforated duodenal ulcer
presenting at various duration, 33"

Other result showing dehydration was
absent in 9 (nine) cases and all the
electrolytes were within normal limit.
Some sign of dehydration was present in
41 cases and electrolyte was markedly
changed there. 6 (six) paticnts were
severely dehydrated and change of
electrolytes were more marked. So the
clinical assessment of degree  of
dehydration was found to be reflected in
significant deviation of all biochemical
parameters  studied. With increasing
dehydration Na+, K+, Cl- and Heo3- all
tended to decrease, In 6 (six) patients with
minimum duration of symptoms and with
no dehydration, all the electrolvies were
within normal limit. This consistent with

the study of Emdad.27 The study also
shows that there is definite biochemical
change in some degree of dehydration.

This result consistent with the study of
electrolyte status  in  patients  with
gastroenteritis. 21 In perforated peptic
ulcer patients the level of serum
electrolytes e.g. Na+, K+, C- and Heol-
were decreased due to loss of various
digestive juices into peritoneal cavity,
nothing per oral and nasogastric aspiration
etc. So, knowledge about the duration of
symptoms and degree of dehydration is of
predictive value in identifying those who
are likely to have major metabolic
disturbances and planning for fluid and
electrolyte therapy and choice of paticnts
in whom serum electrolyte must be
assessed as it is costly in owr country.

Conclusion

Peptic ulcer perforation is one of the
commonest surgical emergencies found in
our country. The mortality and morbidity
increases markedly due to  late
presentation, So. it is important to know 1o
all about the hazards of undue delay in
cases of peptic ulcer perforation. There are
many options in the management of pepiic
ulcer perforation. But Early diagnosis and
Proper  resuscitation  can essentially
prevent death. Electrolvte and acid hase
imbalance is evident in cases of
dehydration and in patients with more than
24 hours of deration. So, in this group of
patients, serum electrolyte level must be
monitored for proper planning of fluid and
electrolyte  therapy. Correction of
dehydration and electrolyte imbalance
before operation decreases postoperative
maorbidity and morality with better
outcome, An LV, fluid containing all the
electrolytes and able to correct acidosis
should be started before the report of
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serum electrolytes become available.
Hartman's solution fulfils all the above
criteria. The patients who presented early
such as before 24 hours and mild or no
dehydration, electrolyte and acid base
imbalance is less marked. So electrolyte
estimation is not mandatory before 24
hours. Buot individual case should be
cvaluated by its own merit. Electrolyte
imbalance should be corrected before
operation.
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Management of congenital talipes equinovarus by
Ponseti technique in infants: our experience

SA Saveedl, KH Rahman2, KMN Ferdous3, AHSM Kamruzzamand,
MZ IslamS, MR Kuddust, MM Hogque?

ABSTRACT

Objective: The purpase of this siudy is to evaludte the resulis of Ponsen
rechnigue in the managemen! of congentlal Talipes Equine Varus
(CTEV) in infants. Methods: This prospective observational stuedy
conducted during the period of sixieen months (from December 2040 10
March 2012} in the Department of Pediarric Surgery in a tertiary
hospital. All the infamis with CTEV coming fo owipatienl department
were tregred with Ponseri casting technigue. Infants associated with
ather congenttal deformities, arthrogryposis and myvelomeningocele were
excluded, Results: Towal 93 CTEV feer of 60 were rreated. Forty
(66.675% ) were males and 20 (313.33%) were females. 33 parients {35%)
had bilateral and 27{45%) had unilateral involvement, Mean pre-
ireatment Pirani score of study group was 5.58 = .58, Mean number af
plaster casts required per CTEV was 3.75 + 0.81. {range: 2-7). A total of
80 feet required perculanecus renotomy. Owr of 93 feer 87(93.6%) were
managed successfully, Five (5,4%) patients developed complications like
skin excoriation and blister formarion. Mean post-treatment Pirani score
of the study group was: .36 = .43, Conclusion: The FPonseti technique
is an excellens, simple, effeciive, minimally nvasive, and mexpensive
procedure jor the treatment CTEV deformity. Ideally it can be performed
as a diy caye procedure withouwt general anesthesia,

Ky words: Tufant, Tallpes equino-vane, Ponseli tecinigue
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Introduoction :

The Congenital Talipes Eguinovarus
{(CTEV) or clubfoot is one of the most
common congenital deformities] . It 15 a
complex three dimentional deformity
having 4 componénts: equinus, varus,

adductus and cavus, The goal of treatment
is to reduce or eliminate these 4
deformities so that the patient has a
functional, pain free, plantigrade foot wik
good mobility and calluses2.

The incidence of wiopathic clubfootl 15
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estimated to be | to 2 per 1,000 live births.
It has a male predominance of 2:1 and an
incidence of bilateralness estimated to be
about 50%. All clubfoot are not of the
same severity. The soft tissuc changes
vary from mild to severel

Many cases ar¢ associated with
neuromuscular  diseases, chromosomal
abnormalities, Mendelian and non
Mendelian syndromes and in rare cases
with extrinsic causes|

Clubfoot in otherwise healthy child can be
corrected in 2 months or less with the
method of manmpulation and plaster cast
application, with minimal or no surgery,
This method is particularly suited for
developing countrics where there 15 few
orthopedic surgeons. The techmyue 15 gasy
to learn by allied health professionals such
as therapist and assistantss.

Materials & Methods :

This was a prospective observational
study. conducted 1n a tertiary hospital.
from December 2010 to March 2012,
Patients with CTEV under one vear of age
attended at the outpatient Department of
Pediatric Surgery were treated according
to the Ponseti casting technigue. Infants
with clubfeet associated with meningocele,
myelomenincele, arthrogryposis, and other
neuromuscular cavses were excluded. A
prior approval was taken from the
Institetional Review Board. An informed
written consent was taken from all parents.
All relevant data were collected from each
participants using pre-designed data sheet
that included patient's demography,
physical examination, management, which
included Pirani severity scoring score5 for
initial assessment of the severitv. and for
evaluation of the feet after each
component of the treatment and ultimate
final outcome), total number of the casts
applied before tenotomy, pre and post
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procedure complications,

Treatment protocol and follow up:

The treatment protocol included gentle
manipulation of the foot and the serial
application of plaster casts with adequate
padding and moulding at weekly interval
as described by Ponseti 6{Ponseti 2000)

If a residual equinus persisted even afier
complete correction of varus deformity, a
percutaneons  Achilles temotomy was
performed under local anesthesia and an
additional above knee cast with knee
flexed in 90 degrees was applied and left
in place for three weeks. After removal of
the cast, a Denis-Browne bar and shoes
(D-B splint) was used 1w prevent relapse of
the deformity. It was worn full time or at
least 23 hours per day for the first 3
months and then for 12 hours at night and
2 to 4 hours at day for a total of 14 w 16
hours per day. The patients were followed
up weekly during the ininal stages and
after applying D-B splint, on a monthly for
three months.

Final outcome measurement:

The outcome was measured by Pirani
scored which can detect the degree of
correction. It scores 6 clinical signs: 3 for
midfoot, 3 for hindfoot grading the amaount
of deformity between 0 and 3. Normal foo
has a pirame score O and Piram score ©
means severely abnormal foot,

In our smdy the final outcome was
categorized as excellent, good and poor
When Pirani score became 0, i was
graded as excellent, when 1t became (0.5 w
I, it was graded as good and poor outcome
occurs when the score became more than
1. Excellent and =ood outcomes obviously
reflected to successful management, Poor
outcome reflected treatment failure; these
patients were advised further surgical
Mmanagement.
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Results

During the study period a total of 60
patients with 93 clubfeet were treated and
followed up thoroughly, There were 40
boys and 20 girls with a male female ratio
of approximately 2:1,

Amang 60 patients 33 patients (35%) had
bilateral and 27(45%) patients had
unilateral involvement. Among the
unilateral cases, 14 (23.33%) were left
sided and 13 (21.67%) were right sided.
Mean pre-treatment Pirani score in the
study group was 5.58 £ (.58,

Tahle 1: Tnitial Pirani score

Total no. of feet
{Percentage) (n=93)

Pirani score

5 or more | B5091.4)
=5 OB(B.6)
Toal Q3 10H

Mean number of plaster casts required per
CTEV was 3.75 £ 0.81,

A total of B0 (86.0%) feet required
percutaneous tenotomy. Only 13 {14%)
feet were improved by plaster cast alone.
Ot of 58 feet 56 (96.55% ) were managed
successiully.

Only 5 (54%) patients developed
complication. One (1.1%) developed skin
exconation, 3(3.2%) developed blister
formation and 1 (1.1%) developed
excessive bleeding from tenotomy site.

Table 2: Pirani score at last follow up

Pirani spore | Totl Mo, {n=93)
lorkss | B 93.5

> Uil 6.5

Toal Wi 111

The Pirani score after completion of
treatment was recorded. Mean post-
treatment Pirani score of the study group
was 0,36 = 043, Mean follow up period
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was lyear 11 months (range: 2vears
dmonths o 10 months).

Discussion

CTEV is one of the commonest congenital
deformities. It requires meticulous and
dedicated effort on the part of treating
physician and parents for the correction of
the deformity?. The Ponseti casting
technigque yielded satisfactory anatomical
and functional result with simple,
effective, minimally invasive, inexpensive
and ideally suited for all countries and
cultresf.

More than half of the CTEV patients in
our serics presented in the neonatal age.
This has been the experience of other
authors also [13] and probably relates w
the growing awareness of the entity in the
parents nowadays. In this series, Male
female ratio was 2:1. This ratio is almost
the same as stated by Turek (2001) and
very near o the result of Morcuende et
al®. (2004).

In our study (55%) have bilateral, (21.7%)
have right sided and 14 {23.3%) have lefl
sided involvement. These figures nearly
corresponds  to Honein, Paulozzi and
Moore9 (2000), Cooper and Dietzl0
(1995) & Rijal et all11{2010}, Mean pre-
treatment Pirani score grouping this series
were  similar 1o those  reported
previously12,13, 14 The mean number of
plaster casts required per feet in our series
was 3.75, much less as compared to the
other series8,9,15 This is possibly due to
presentation of more patients earlier after
birth

86% feet required percutaneous tenotomy,
Tenotomy was needed in 95% of Gupla's
patients? and 91% of Dabbs’s patients15
All the smdies show that tenotomy was
required in those patients who initially
have severe de-formity. Many pediatric
orthopedic surgeons think that success of




Ponseti casting technigue depends on
whether casting begins within hours of
birth12. Probably the figure is less due to
early presentation and manipulation of the
defects.

03.6% CTEV feet were managed
successfully. The complication rale was
low (5.4%). All the parents of the patients
with successful repair were satisfied with
the corrected feet of their children. The
success rates for this technique in children
have been quoted to range from 78% to
06.7%.12,16,17

We agree with most of the authors that
correction of the foot also depends on the
brace protocolT 812,18 Parental
compliance can be improved by educating
the parents as to the proper use of bracing
and the hazards of improper or insufficient
bracing,

Conclusion

Ponseti Method can be effectively applied
in the weatment of Congenital Tallipes
Equinovarus (CTEV) deformity with
excellent result without significant
morbidity. This methoed is simple,
effective, minimally invasive, inexpensive
and ideally can be performed at outpatient
department without general anaesthesia.
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Treatment of Femoral Neck Fractures With Bipolar
Hemiarthroplasty-our experience in
Rangpur medical College Hospital
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PK Das5, F Alamé. SK F Uddin?

ABSTRACT

Background: Femoral neck fractures are common in the elderly
population. To avoid the poor outcome of internal flxation and for early
mobilization, hemiarthroplasty is performed. However, there is
inadequate evidence to suppori the choice between unipolar or bipolar
Hip prosthesis.. Methods: Foriv-one patients above 80 years of age and
an acute displaced fracture of the femoral neck were Purposively
allecated 1o treatment by bipolar hip prosthesis | in the Department of
Orthopaedics. Rangpur Medical College Hospital  berween Seprember
202 and October 2003, Functional outcome was assessed by
radiclogical parameters with a follow-up of one vear., Results: The mean
age af the 67.3. in bipolar greup, The mean Harris kip score in bipolar
SO I8+ T2 I8, range of motion way 210.63+£28.39 with bipolar,
Functional activities were better in the bipolar hip prosthesis..
Complicarions {ike painful hip, posterior dislocation, periprosthetic
fracture and acetabular erosion were not significant in Bipolar
prosthesis. Conclusion: The wse of hipolar endoprosthesis in the
management of displaced femoral neck fractures in the elderly was
associated with better mean Harris hip score and incidence of
complications was {imited. Hence, bipolar would be a better option in
elderly patients with fracture neck of femur.

Key Wards » Unipolar; Bipodar; Hip prostheris,
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Introduction :

Fracture of the hip is a common injury.
With increasing life expectancy
worldwide, the number of elderly
individuals 15 ancreasing, and it is
estimated that the incidence of hip fraciure
will nse from 1.66 million in 1990 w 6.26
million by 2050. According to the Swedish
Mational Hip Fracture Register,
intracapsular fractures of the femoral neck
constitute 53% of all hip fractures with
3% undisplaced and 67% displaced] . The
rationale for operative treatment by means
of internal fixation is to reduce the risk of
secondary displacement from undisplaced
and displaced fractures, and 1o maintain
fracture reduction for displaced fractures.
The main reasons for the failing of intemnal
fixation are avascular necrosis and
nonunion. Failure of internal fixation leads
to a re-intervention rate of 35% with
decreased  function and  increased
morbidity as demonstrated by a meta-
analysis by Lu Yao 2. Replacement of the
femoral head and neck with a prosthesis
offers a way to prevent complications of
internal fixation and is therefore an
attractive  alternative in the elderly
patientd, There is however no consensus
on how 1o treat patients with a displaced
intracapsular fracture between sixty and
eighty years of age. It is because of the
poor clinical results that the displaced
intracapsular fracture is referred to as "the
unsolved  fracture"d, Moore and
Bohlman3d,6 after removal of a giant cell
tumor of the femoral head, introduced
hemiarthroplasty in 1940. Since then it has
also been used for the treatment of
displaced femoral neck fractures. It had
the following features: solid polished
unipolar head with 4 collared, straight,
fenestrated stem designed for non-
cemented use. The development of bipolar
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hemiarthroplasty was based on the clinical
experience with limited soccess of
umpolar prosthesis due to progressive
acciabular erosion and protrusion.Based
on Charmley's pioneering arthroplasty
principles, two bipolar designs emerged in
the early 19705 the Bateman and the
Gilberty prostheses This is cross sectional
descriptive type study of the short-term
results of hemiarthoplasty wsing Austin
Muowore bipolar prosthesis. Outcomes at six
weeks, three months, six months and 12
months were analyzed and compared using
Modified Harris hip  score  and
radiographs.

Methodology:

The present study is of intracapsular
fracture neck of femur in elderly patients
above the age of 00 years, imespective of
gender, treated with hemiarthroplasty
using hipolar endoprosthesis in 4]
patients, 1in the Depariment of
Orthopaedics at Rangpur medical college
Hospital selected on the basis of purposive
sampling (judgment sampling) method All
the patients were walking normally before
injury.

All patients were operated through a
southern  approach, and received
antibiotics and venous thromboembolism
prophylaxis. Postoperatively, full weight
bearing was allowed with the help of
physiotherapists as per their compliance.
The patients were assessed preoperatively
and post operatively based on Hammis hip
score at ntervals of six weeks, three
months, =1x months and one vear.
Sequential radiographs were compared to
assess diminishing joint space, acetabular
erosion, proximal migration and protrusion
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of the acetabulum. Loosening, subsidence
and angular shift of the femoral stem were
also  assessed on these radiographs.
Descriptive and infereniial statistical
analyses were carried out by SPSS and
windows excel.

Resulis:

Patients who had Bipolar prostheses were
comparatively older. Females constituted
65.8%. Mean length hospital stay was not
s0 high. All cases were analyzed basad on
the Harris hip score .The total score was
tabulated and graded as excellent, good,
fair, poor and failure .

Tahle 1

Harris Hip score

Poar 02
Fair (o
Good 10
Excellent 43
Table 11

Complications :

Dislocation 0z
Reoperation (1
Acetabular erotion 01
Painful Hip 03
Gaping (e

Periprosthetic fracture 02
Cieneral complications 05

Discussion:

Bipolar hemiarthroplasty in 41 cases of
Austin-Moore prosthetic replacement tor
femoral neck fraciures in elderly patients
over a one year period has shown that
patients with bipolar prostheses had better
functional outcomes in terms of range of
motion, ability to use public transport and
ability to cut toe nails. Mean Hamis hip
score was better with the bipolar
group.Lunceford Jr7 felt that the pain
following hemiarthroplasty should not be

F—

the reason for condemning the procedure.
He listed the following causes for pain:
infection. improper prosthetic seating,
metallic corrosion and tissue reaction,
improper sized femoral head, contractures,
periarticular  ossification, toggle or
acctabular wandering and redundant
ligamentum teres. Limping is a common
consequence of bemiarthroplasty in adulrs.
Alteration in the abductor mechanism due
1o a marginally greater excision of neck is
the most probable canse®.Comell et al9
reported  that  patients  with  bipolar
prosthesis did better on walk tests and had
better range of motion at six months.
Sabnis and Brenkell(Q reporied 14 %
unipolar patients  walking  unaided
compared to 54% of bipolar patients
walking unaided. Yamagata et all1, in their
classical study, reviewed 1001 cases of hip
hemiarthroplasty, There were 682 unipolar
and 319 bipolar cases. Patients undergoing
bipolar arthroplasty exhibited higher hip
scores and lower acetabular erosion rates
compared to the umpolar replacement.

Lestrangel2 reviewed 496 patients with
bipolar replacement for displaced femoral
neck fractures and compared them with
patienits having fixed-head prosthesis. He
found that the bipolar prosthesis offered
advantages over one-plece designs in
terms of stability, decreased acetabular
erosion and improved function. I Arcy and
Devasl3 reported incidence of dislocation
following prosthetic replacement ranging
from 0.3% and 10% Dislocation following
hemiarthroplasty was due to the disruplion
of the posterior stabilizers while
performing the posterior approach,
wltimately leading to failure and
dislocationl4. The dislocated
hemiarthroplasties have a lower center-
edge angle of Wiberg and the patients with
low offset hips were more inherently
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unstable and hence prone to dislocation.
The postenior approach is associated with
higher dislocation ratel5. Sikorski and
Barringtonl6 repented dislocation rates of
10% in the unipolar prosthesis. Blewitt
and Mortimorel 7,20 reviewed cases of
dislocation in a series of 1000 consecutive
hemiarthroplasties. Recurrent dislocation
can be related to component malalignment
or improper soft tissue tensioning. Bochner
et all® observed that dislocation occurs
less frequently with bipolar prostheses.
The theorctical advantage of the bipolar
prosthesis is that the combined arc of
metion of the dual joint should reduce the
incidence of dislocation, because most of
the motion during activities of daily living
should take place at the inner articulation,
Attariani® reported that bipolar prosthesis
has a self-aligning acetabular component,
which finds. a correct onentation on its
own (self-centering mechanism), and the
incidence of subluxation and dislocation 1s
low. Whittaker ct al20 reporting in a series
of 160 hemiarthroplasty cases noted the
ratc of joinl spacing in a S-year study was
64% with the unipolar prosthesis.
Acetabular erosion occurs as a result of
impact causing mjury 1o the acetabular
cartilage at the time of the trauma,
especially as the elderly often sustain
injury by a fall directly on the
hip.Excessive pressure on the acetabular
cartilage after arthroplasty also produces
ercsion when insufficient femoral neck is
resected. The exact matching of the size of
the prosthetic head is  particularly
important as too large a head produces
ring wear of the acetabulum and too small
a head increases point bcaring with
subsequent wear, Finally, the cemented
metal implant within the upper part of the
femoral shaft will be more likely to
transmit the impact of each step with
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greaier stress across the prosthesis o bone
interface than would normal bone i which
there is considerable resiliencell Skala-
Rosenbaum et al22 observed thai
prosthesis migration depended on the
position of the head, CE angle and
position of the prosthetic stem in the
medullary canal. The resection level of the
femoral neck and the subsequent position
of the prosthetic head is a significant
factor influencing the progress of
acetabular erosion.

Conclusion:

Bipolar Hemiarthroplasty s the treatment of
choice for the elderly patients with displaced
fractures of the femoral neck. The results of
our study showed that the incidence of
complications were lower afier bipolar
hemiarihroplasty. Some literature report about
the disadvantages of Bipolar hemiarthoplasty
bast our institution we are practicing Bipolar
hip prosthesis with great satisfaction.
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The effect of Inhaled Levosalbutamol on heart rate
and respiratory rate in patients with Acute Asthma.
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MA Kabirs, S. Sarkar6, BN Shaha?

ABSTRACT

Background: This study was conducted 1o show the effects of
levasalburamol on heart rare and respiratory rate in adult patienis with
acute axtfma

Materials & Methods: The study was a randomized, single-blind,
prospective study and was carried our in the emergency depariment of
National Institute of Diseases of the Chest and Hospital (NIDCH),
Mohakhali, Dhaka over a period of twelve months and total 10 patienis
fulfilling the criteria of inclusions were included in this siudyv and wo
groups are done in randomized manner. Study group received a multi-
dose regimen of levosalbutamol by a metered dose inhaler through a
spacer device and conirol group received salbutamel by metered dose
inhaler through an identical spacer device. Clinical parameters,
pulmonary functions heart rate,respiratory rate and side effects profile
were recorded and resulty were analyzed by ":.rnpur'rﬂ! rest” Results In
this studv.in respect of age and sex there was significant tmprovement in
heart rate and respivatory rate in study group and there s also
significant improvement in expiratory flow chart rate and berer
axygenation and fewer side effects in levsalbutamol group in maliidose
inhalation form. Conclusion : Our results indicate that repetitive dogses
af Levosalbutamol delivered by MDI through spacer device shows
significand  Improvement in heart rate and respivatory rate in
manapgement of patient with actte asthn.
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Introduction :

Bronchial asthma is a chronic
inflammatory disorder of airways, It is a
major public health problem and important
cause of morbidity and mortality. It is
widely distributed but variable in the
prevalence. Around 300 million people in
the world currently have asthma. It is
estimated that there may be an additional
100 million people with asthma by 20251
In Bangladesh, according to First National
Asthma Prevalence Study2 about 7
million- people (5.2% of population) are
suffering from current asthma

(at least three episodes of asthma attack in
last 12 months), Unfortunately, majority of
these patients are in 1-15 vears of age
group that s 7.4% of total pediatric
population of our country is suffering from
asthma3.

The disease causes physical, emotional
and financial sufferings for patients
leading to deleterious effect on the overall
socip-economic structure of the country4.
The aims of treatments are, to abolish
symptoms, o réstoreé normal or best
passible long-term airway function, to
reduce the nsk of severe attacks, 1o enable
normal growth to occur in children, to

minimize absence from school or,
employment, patient and family
participation. avoidance of identified

causes. where possible, use of lowest
effective doses of convenient medications
minimizing shori-term and long-term side
effectss.n.

Currently the comerstone of the therapy
for acute asthma is the rapid reversal of
the patients alrways obstruction. The main
stay therapy for severe acute asthma is
nebulized B2 agonist therapy. Salbutamol
is a B2 agonist and manufactured as a
mixture containing 'R’ Salbutamol and 'S'
and  Salbutamol 'R’ salbutamol s
responsible for its biological activity.7.8

Early in the course of treatment syslemic
corticosteroid should be administered to
patient with moderate to severe acute
asthma or o patient who fail to respond
promptly and completely 1o inhaled b
agonistd. In the emergency department
theophylling 1= not recommended because
il appedr to provide no additional benefit
to optimum inhaled B2 agonist therapy
and steroid and increase the adverse effect.
It has narrow therapeutic index and
frequently associated with adverse effect
even in therapeutic. 10

Despite the refinement in therapeutic
strategy for acute asthma emergency
department  wisit and hospitalization
continue o account for predominant
proportion of health care cosis for asthma.
These facts stress the need for the
innovative emergency department based
mntervention.

Materials and Methods

Study population

Adult patient with acute asthma attending
the emergency department of NIDCH
during the above mentioned period were
the study population,

Seclection of patients

In this study of one hundred adult (18 to
50 years) patients with acute asthma
attending the emergency department of
MNIDCH were selected. The diagnosis of
acute asthma was done from history,
examination and previous records of
investigations (according to National
Guideline for Asthma, Bronchiolitis and
COPD).

Study design
1. In this single-blind, randomized
controlled, prospective study, adult

patienis with acute asthma wasselected
comsecutively from emergency
department.

(671



JSMC Vol 02; No.02; Jul 2015

2. After selection of patients, a written
consent was taken from the participants.

3. Patient's demographic data, total
duration of acute exacerbation, total
asthma suffering period and pre-

medication taken to control asthma were
noted in a proiest questionnaire.

4. These patients were divided into two
groups ‘A’ and 'B' with the use of a
computerized random number table.
Randomly selected group ‘A" was enrolled
in study and group 'B' was enrolled as
control.

5. Study group received levosalbutamol
delivered by a metered dose inhaler (MDI)
into a volumetric uptech spacer device in a
dose of five puffs at 10 minutes interval.
The randomly selecied another group
received five puffs of salbutamol (100
mem/puff) at 10 minutes interval by the
same measure and same device.

6. High flow oxygen was given when 502
had fallen below 92%

7. Vanables were measured immediately
before starting treatment and at 20 minutes
interval thereafter for one hour in each
patient.

8. Peak expiratory flow (PEF, saturation of
oxygen (502), respiratory rate (R/R), heart
rate (HR}, accessory muscles used,
dyspnoea, wheeze were the vanables that
were fecorded in a  preformed
guestionnaire form {appendix-1)

9. At the end, each patient was asked for
nausca, palpitation, tremor, anxiety,
headache, dry mouth and if present was
noted,

1. At the end every patient was assessed
and those improved and PEFR > 60% of
predictive value were discharged with oral
prednisolone and bronchodilators.

Results

Out of 100 patients 30 patients were
enrolled in levosalbutamol group and 50
patienis were in control group,

Age of Levsalbutamol (study) group was
31.9£11.3 {mecantSD) and control group
was 32.527 (mean+5D). The difference
was not statistically significant (P=0.82).
Among the study group the highest
percentage of patients (50%) was i the
age group 21-30 years followed by 32% in
the age group 31-40 years, 18% in the age
group 41-50 vears and below 20 age
group, Similar age pattern was found in
the control group patients with highest
percentage (52%) i the age group 31-40
years followed by 28% in the age group
21-30 years and also below 20 age group,
the lowest in the age group 41-50 years
(16%).

At the end of protocol, every patient was
assessed chnically & PFT and those
improved and PEF >60% of predictive
value was discharged with oral
prednisolone and bronchodilators. 6%
patients in levosalbutamol group and 20%
patients in control group don't fulfilling
the critenia for discharge were admutted
into  the hospital. This difference is
statistically significant {P<0.05).

At the end of stody, each patient was
asked for any adverse effect and 24%
patients in control group 16% patients in
study group had tremor, Palpitation nausea
and headache occur in almost equal
number of patients in both groups. This
side- effect profile had no significant
statistical difference between these two
ETOIDS.

Table-1

Changes of Respiratory rate before and
after intervention in two groups of patients
in studied population.

Group A Mean  Group B Mean

Res=50) RessSD
Pre-treatment 31.200+1.56 31,2021 49
After 20 minutes 28.80+1.32 28.03+] 05"
After 40 minates 26.83:1.49 27.40£2.11%
After 60 minutes 25.73:1.23 26, 13+1 45%
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Table-11

Changes of Heart rate before and after
intervention in two groups of patients in
studied population.

Group A Mean  Group B Mean

HR=5D HE 5T}
Pre-treatment 123132576 125.12:5%™
After 20 minutes 124574532 126.27=5.117128
After 40 minutes 125934527 13+4.827129.93+
After 60 minutes  127.60+5.21 464"
Dviscussion:

Bronchial asthma is a major public health
problem. Around 300 million people in the
world have current asthma. An effective
management is essential to control the
disease and as well as discase prevention.
The aim of the present study was to
findout an effective therapy for adult
paticnts  with acute asthma. This
prospective  stody was conducted in
Mational Institute of Diseases of the Chest
and Hospital, Mohakhali, Dhaka, for a
period of one year starting from December
2006 to November 2007, Total 100
patients were treated during this period,
and two groups were made from a
computerized random table. Socio-
demographic and clinical variables were
measured in each patient. The present
study demonstrated that levosalbutamol
produced significantdifferences in heart
rate and respiratory rate.dt also shows
significant bronchodilation in asthmatic
patients,

Sociodemographic data of the study
subjects were evaluated, Mean age of the
study subject was 319 +_11.3 years and
that of the control group was 32.5 £13.7
vears and the highest proportion of the
study

subjects (50%) were below 30 years.
Analysis revealed that no statistically
significant mean age difference was found

Journal of Satkhira Medical College

between patients of study and control
group (P > 0.05). This meen age of
panients was consistent with the finding of
Nowalk et al (2004)11 who conducted a
pilot smdy comparing the effect of
levsalbutamol and racemic salbutamol.

Conclosion:

Repetitive doses of Levosalbutamol
delivered by MDI through spacer device is
an effective modality for management of
patient with acute asthma. It is well
tolerated by most of the patients.
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Submission of manuscripts

Papers are accepted for publication with
an understanding that they are submitted
solely to the Tournal of Shatkhira Medical
College (JSMC) and are subject to peer
review and editonal revision. Statement
and opinions expressed in the papers,
communications and letiers here in are
those of author(s) and not necessarily
those of the editor(s) or published.

Preparation of Manonscripts

Three copies of the article and  the
manuscripts on a CD should be submitted
to the editor. Manuscripts should be typed
in English on one side of white good
quality paper with margins of at least 25
mm and using double space through out.
Each component of the manuscrpt should
begin on & new page in the sequence of:

1) Title page: The title page should
include the title of the article, name of the
department(s) and institution(s} o which
the work should be attributed, name and
address of the author with post code
responsible for correspondence and source
of support for work in the form of granis,
equipment, drugs ete,

2) Abstract: A structured abstract must be
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objective and purpose of the study, a
briefly worded description of the study

with summary of the results and a
staterment of the study's conclusgion,
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4) Aims and Objective.

31 Materials and methods.
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%) Acknowledgment

10) Reference: Tt should be numbered in
the sequences in which they appear in the
text and then listed in this order in the
reference section.

11} Table and legends for illustrations:
Pages should be numbered consecutively
in the middle bottom, beginning with the
title page.

Measurements should be in 51 unit, but
blood pressure should be expressed in mm
of Hg. Stwtistical methods should be
defined in the method section of the paper,
Standard abbreviations should be used. The
full terms For which an abbreviation stands
should precede its first use in the text.

Original articles are usually upto 1500 to
2000 words and review articles 2000
words long with minimum number of
tables or illustrations. Reports on rare or
uncommon cases are welcome. Most
editorials are solicited, but rsolic ied
cditorials of usually upto 1000 words ane
considered delightedly.

Manuscript submission in computer disc
Satkhira Medical College Journal
encourages manuscript submission on CD,
along with the standard three hard copes.
Each disc must be labeled with the
following: Date, Name of principle author,
word processing software and version
number, format type, file names.

Manuscript  submission in E-mail
manuscript submission on e-mail instead
of CD is available. The e-mail address is:
skmgepharma @ gmail.com
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Three copies of manuscript submission on
paper also necessary,
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tables, and legends by Arabic numerals (in
parenthesis). At the end of the article the
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i72)

molecular and cellular principles of the
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3) Editor, complier as number in a
book: Robbins SL, Cortan RS, Kumar V,
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Tables

Each table should be typed on separate
sheet. Table should have brief ttle for
gach, should be numbered consecutively
using roman aumerals (1, I, V. X) and be
cited inm the text m comsecutive onder.
Internal honzomtal and wvertical rules
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Mustrations

All drawings should be made with black
Indian ink on white paper. Letters,
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thick enough to be visible if and when the
figure is reduced for publication.
Photographs and photomicrographs should
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prints un-mounted. Figure number, an
indication of the top edge and name of
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the back of each figure with soft pencil.
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referred o as  figures nombered
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numerals (1, 2, 6. 9.
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