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EDITORIAL
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Contamination of formula milk

KG Mostala

It has been a well established
contention that human breast milk is
the perfect nutrition for all babies up o
the age of six months of life, It
provides all the necessary nutrients for
mitial growth, progressive mental
development and maintenance of good
health. In addition. the unigue gualities
of this golden elixir of hife. especially
the protective effects against several
infections. are well documented.

Under Certain Very special
circumstances within the first six
months of life and as a complementary
food  after that time, it may be
necessary to provide formula milk
derived from cow milk to children.
These are provided esther i a hguad
whole milk type or as dried powdered
milk which needs to be reconstituted in
water prior to feeding. When prepared
according to the manufacturer’s
instructions provided on the pack, these
have been gencrally considered to be
safe. Many parents and care-providers
have regularly placed infinite faith m
the goodness and safety of these
products. There 1s of course the
possibility of the formula milk feeds
being contaminated during the process
of domestic preparation due (o
unhygicnic methods but these are
largely preventable in most cases by

{4)

adhering strictly to the instructions
provided. Nonetheless, 11 not
generally appreciated that formula milk
powders are not completely sterile[ 1],

In fact, a certain numbcr of specified
microorganisms are permilted in the

13

final formulation of the fnished
product. Mone of these allowed
microbes are of the potentially

pathogenic variety and some, such as
the probiotics, are considered to be
beneficial. The stipulated standards are
given in  Codex  Alimentarius
Srandards[2]. European Union
Regulations[3] and the 5n Lanka
Standards Institute documents[4]. All
these have one thing in common i.e. the
provision of stmct guidelines to ensure
that potentially pathogenic
microorganisms do nol contaminale
these milk formulae. In addition,
non-microbe types of additives are also
very strictly controlled by statutory
regulations m all countries, However,
in stark contrast to all these well
regulated considerations, the possibility
of these milk powders being tainted at
the original manufacturing level to be
the cause of noninfective types of
diseases due to other undesirable
contaminants and even a source of
certain serious infections has come to
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light over the last few decades. These
are undoubtedly rare but are of
considerable concemn in the perspective
of the severity of the problems caused
by them.

The best publicised episode of
chemical contamination is the well
documented episode of the addition of
the illegal substance melamine to
formula milk[5]. In 2008, increasing
numbers of infants and yvoung children
in China started (o develop unexplained
urinary tract stones. The reason for this
most unusual epidemic was identified
as the addinion of the so called “protein
essence” melamine to raw milk to
falsely increase the protein content
after dilution. The raw milk was then
processed to produce the milk powder.
High enough concentrations of
melamine in the milk feeds, after
absorption. led to the formation of
crysials and stones mn the urinary tract.
Over 20 dairy companies were
iknmmnated m this saga of a most
unpleasant inCident. In the same »
traces of melamine were found in the
formula milks in Canada and the
United States of Amenca. These levels
were much less than those reported in
China, where levels of melamine
contamination had reached as much as
2,500 parts per million, about 10,000
times higher than the recorded US
levels.

Serious  infections  caused by
pathogenic microorganisms that have
contaminated the formula milk
powders have been quite well
documented. Quite a while ago, an
outbreak of diseases caused by

WAl

(3}
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lactose-non-fermenting  Salmonella
virchow  strains  attributed  to
contaminated infant formula milk was
reported from Spain[6]. In recent years,
at least 6 outbreaks of Salmonella
infection in infants that have been
linked to the consumption of powdered
infant formula have been reported.
Many of these outbreaks were
identified because the Salmonella
skrains were unigue in some way (e.g, a
rare serotypel, and a well-established
Salmonella  surveillance network,
supported by laboratories

capable of serotyping isolates, was in

place.
Another common feature of the
outbreaks was the low level of

salmonellae detected in the implicated
formula. In fact salmonellae may be
missed in routine testing. These
outhreaks are likely represent only a
small proportion of the actual number
of Salmonella infections in infants that
have been linked to powdered infant
formulaf7]

There have been many recent reports of
mwe  senous infections  with
Enterobacter (Cronobacter) sakazakii
associated with contaminated formula
milk. Multiplication of Enterobacter
sakazakii in prepared formula feeds can
cause devastating sepsis, particularly in
the first 2 months of life. In
approximately 50 published case
reporis of severe infection, there are
high rates of meningitis, brain
abscesses and necrotizing enterocolitis,
with an overall mortality varying from
33 o 80 percentl.

Enterobacter sakazakil represents a
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ugnilicant nsk to the health of
neonates, This  bacterium is an

emergHg opportunistic pathogen that is
associated with rare but life-threatening
cases of these infections in premature
as well as full-term infants and infants
aged less than 28 days are considered
td be most al nsk[B]. The average
annial number of invasive Cronobacter
infections worldwide increased from
1.5 in 1958-2003 to 4.3 in 2004-2010.
A review of 68 cases from around the
world during 1958-2003 and another
30 from 2004-2010, all in children
without underlying disorders, revealed
that %) percent of infected infants had
received powdered infant formula or
human milk fortifier, and this
proportion did not differ significantly
between time periods|9].

In view of these recent developments,
more and more emphasis 1s now placed
on different methods of sterilising milk
that is used to prepare powdered
formulae. Milk could be heat treated to
maintain  optimal  bacteriological
quality of the product. Pasteurization

typically uses temperatures below
boiling, since at  very  high
temperaturas, casein  micelles  will

irreversibly agpregate, or "curdle"[10].
However, heat treatment could also be
undertaken through either retort
sterilization or  hightemperature
short-time (HTST) treatment.

Recently, ultrahigh-temperature treated
formula has become more commonly
used. If powderedformula is made
from such treated milk, then
spray dryving would be

&)
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required  in  addition. Retort
sterilization 15 a traditional retort
sterilization method that uses 10-13
minutes  treatment at 1180C.
Ultrahigh-temperature {(UHT) is a
method that uses a bnef (2-3 seconds)
treatment at 1420C. Because of the
short time used, there is little protein
denaturation but the process stll
ensures sterility of the final product.

In addition, the current
recommendation of domesiic
preparation of formula milk powders
mclude washing hands with soap and
water prior o preparing the feed,
boiling water and allowing the boiled
water to cool down o no less than
700C and adding the recommended
amounts of the milk powder. In
practice, this means water that has been
left, covered for less than 30 minutes
after boiling[11]. The assumption is
that in the very rare event of the
powder being contaminated with
potentially pathogenic organisms, the
temperature of the water would help to
kill them prior to the feed being given
to the child.

All these measures are instituted for the
safety of children. All nations have an
unequivocal responsibility to ensure
that such considerations get priority in
their agenda. It must be emphasised
that serious events and fatalites
attributed to contaminated milk
formulae are totally unacceptable in the
context of safety of children. Milk food

industry has a tremendous
responsibility 1o ensure  that
safety concerns regarding milk

formulae are properly addressed at all
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times. Even if ome child dies of a
calastrophe resulting from contaminated
milk formula, it is just one death too
many.
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Original Article

Management of Colorectal Cancer in a Tertiary
Care Centre, Khulna, Bangladesh.

E

MM Hossain', MR Quddm:, M Rashiduzzaman®,

MM Rahman®, MS Rahman®, MA Islam®

ABSTRACT:

Background: Colorectal cancer is a major cause of morbidity and maortality
throughout the world, A raising incidence is seen in Asian population. It
gecounts for over % of all cancer incidence. A study of the disease profile
helps in screening, early diagnosis and management of the disease in
developing countries, Ohjective: To study the cancer presentation in our
population which can help in developing strategies for better control of disease.
Methodology: We conducted a cross-sectional study using the data base of 134
patients of colorectal cancer diagnosed in the Department of Surgery of Khulna
Medical College & Hospital, Khulna. The study period was from May, 2015 o
Jun., 2018, Resunlts: The male to female ratio was 1.26:1 in rectal cancer, In
colon cancer the ratio was 1:1.3, The mean age at presentation was 47 vears in
male: and §1 vears in females in colorectal cancers topether, Thirty eight
percent of the patients were less than 43 years old. Eighty percent of the cases
were rectal cancers. In 71% of rectal cancers the growth was located within Jcm
from anal verge (AVY). Stage Il was the commonest stage of presentation,
Abdominoperineal resection (APR) was the commonest surgical procedure
done. Inoperability was highest with lower rectal cancer. Conclosioms : Our
atialysis suggests that younger age at presentation, low lying rectal cancers and
advanced stage at presentation were observed in predominantly rural
population. Rectal cancers are the most common cancers referred among
colorectal cancers. Screening for colorectal cancers and early evaluation of
symptomatic cases need 1o be encouraged.

Keyworils: Colareceal cameer, adenocarcinoma, clinfcopathplogionl, rectnl cameer,

L. De M. Monear Hessain, Avctt, Profeosoer, Sergicol Orcology, Kaolaa Medical College
I Dr. Md. Ruhul Quildus, Associate Professor, Surgery, Satkhira Medical College

5. br. Md. Raskeiduzzmnan, KBS, Sergery, Smibhira Medical Colloge Hozpital

4. . M. Mahabuhyr Bohmar, Aoar, Profeoor, Swrgery, Mugda Medical College, Diemke
5 Dr. Md. Shafine Bolimar, Seaioe Consultad, Surgery, Magwee Sedor Hospital

b Dr. Md. Atigul Eslam, Asst, Prafessor, Surgery, Sarkhiira Medival Collge

Introduction

Colorectal cancers are the third most
common cancers and the third leading
cause of cancer related death in hoth males
and females.(1,2) They constitute 10% of
all cancers.(1,2) Globally the highest
incidence rates are seen Western countries,

(8)

and the lowest rates in Africa and
Asial3 4} Overall, 60% of the cancers arc
from developed countries. . Although the
incidence of colorectal cancer in this
country is no less than the Western World,
there is no broad based study about it. The
seographical vanation is attributed to
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differences  in diet,  particularly
consumption of red and processed meat,
fiber, alcohol, body weight and physical
activity (8,9). Age standardized incidence
gate is less for women than for men in
almost all the countries. (10} A decreasing
trend is seen in the developed countnes
because of the regular scresming and
detection of the cases at an earlier
srage(11-13), while an increasing rendency
15 seen in Asian coulntnes doe o
westernization of the diet.(14.13) It 15 not
clear whether there are any differences m
anatomical distnbution and stage of
presentation in berween developed and
developing countries. The sim of our study
was to  analvze colorectal cancers
according 10 age, sex. site. and siage. It
may help in understanding the disease and
helps in adopting strategies o reduce the
burden, morhidity and morality of the
disease in developing countries

Methoels:
Stndy design and population
We conducted a obzervational

cross-sectional study using the data base
of 134 patients of Colorectal cancer which
was taken place in the Department of
Surgery of Khulna Medical College &
Hospital, Khulna. The study period was
from May, 2015 10 Jan, 2018, Information
regarding age, sex, clinical presentation,
anatomical site, histopathological type,
stage of the disease and including
metastasis, treatment modalities were
recorded. Descnptive data on the type of
treatment, patterns of recurrence and
metastasis, survival, and the coexisience of
disease were not the focus of owur
study.The age of the patients were
categorized into three different age groups,
less than 45 years, between 45 and 64
years and greater than 65 years. The
stratification was arbitrary o simplify the
analyzis, The anatomical location of the

(9)
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malignancy was classified as lower rectum
i(l-5cm from anal verge [AV]), middle
rectum (6-10cm from AV, upper rectum
i11-14cm from AV, right colon {(cecum fo
hepatic flexure), and left colon {splenic
flexure w sigmoidealon). The carcinoma
was staged according to  the
Tumor-Node-Metastases (TNM) staging
system of the Intemational Umion against
cancer. The diagnosis of colorecial cancer
was performed by CT
abdomen and pelvis, and confirmed by
biopsy of the umor Basaline
mvestigations were dobe to assess the
patient's [nness for surgery. Treaiment
modabties mcluded sorpery. peoadiovant
or adjuvant hemotherapy
radiotherapy. Descmipuve stafistics were
used for analysing the daia wsing SPSS
version 20 and results were presented in
percentage and simple frequency.

Resulis: Study population age and sex
distribution:

Total of 134 patients  with
histopathologically confirmed a5
colorectal cancers formed the study
population. Rectal cancers constituted 107
patients and colon cancers constituted 27
patients. The male to female ratio in rectal
cancers was 1.26:1. In colon cancers male
to female ratio was 1:1.3. The age group
varied from 16 to B2 vears with a mean
age of 47 vears for males and 51 years for
females in both groups. The commonest
age group is 45-64 yvears, followed by less
than 45 yecars in our study. Less than 43
vears age group constituted 38% of the
cases (65 patients) (Table-1).

colonoscopy,
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Clinical presentation, anatomical sites,
histological patterns and turmor stage:

The duration of symptoms at presentation
ranged from 2 weeks to | year with mean
duration of & months, In rectal cancers
bleeding per rectum was the chief
complaints in 52% of the patients,
followed by altered bowel habits in 40%
of the patients and difficulty in passing the
stools in 27% of the patients. Pain and
mass per abdomen was the presenting
symptom in colon cancer group, There
were 107 cases of carcinoma rectum, of
these 75 {71%) cases are within S5cm. The
distance mensured is arbitrary measured
by clinical digital examination and
colonoscopy. In colon cancers right colon
constituted 14 cases and left colon 13
cases and one case is multiple polyposis
with right colon growth.

Pathologically  adenocarcinoma  was
observed in 97% of the cases. lvmphoma
in 3 cases. melanoma in two cases and
gasirointestinal stromal tumor 1 one Case.
According to TNM staging in rectal
cancers 35 cases (51%) are in stage II1. 30
cases (285 ) are in stage I1. 12 cases (11%)
are in stage IV and 13 cases(10%) are
stage 1 (Table-2). In colon cancers
|4{351%) cases are in stage IIL T(26%)
cases in stage 11, 5(20%) cases n siage v
and 1{39%) cases in stage 1 (Table-3).

Table 2: Distribution of stage according (o
subsite in rectal cancer
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Table 3: Distibution of stage according to
suhsite in colon cancer
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Treatment modalities

Treatment plan was made according to the
stage of presentation assessed by clinical
examination, radiological  findings.
Operability and type of surgery was
assessed by the operaling surgeon by
clinical examination and examination
under anaesthesis. Necadjuvant, adjuvamt
chemotherapy and

radiotherapy was given according to
protocols. Total of 90 patents underwent
surgery, 14 patients were found locally
advanced and inoperable (Table-4); 12
patients refused sargery and 18 patients
were in stage IV.

Discussion

Incidence of colorectal cancer varies
throughout the world. Colorectal cancer
(CRC) is the third most cancer in men
{6E63,000 case, 10% of total cancers) and
the second in women (370,000 cases, %.4%
of the 1otal case) worldwide, and lowest in
Africa and South-central Asia.(1.2) The
trend is increasing in developed Asian
countries like Japan, South Korca and
Singapore, But still the age adjusted rates
of CRC in Bangladesh are very close 1o
the lowest rates in the world (1,2).

The mean age of presentation was 69 years
in the western population, whereas i our
study population the mean age is around
48 years (16). About 38% of colorectal

(10}
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cuncers are younger than 45 vears. Similar
vounger age of presentation was foundin
African and Chinese populations.(17,18)
The aetiopathogenesis and genetic causes
tor this presentation need 1o be studied
The male predominance is seen in
accordance with the previous studies (10

Table 4: Type of surgery performed in
carcinoma rectum and colon
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High incidence of colorectal cancer under
45 wyears of age group resulted in a
diagnostic problem, being treated as
benign disease and are referred with a
delay of around 3-6 months. Hence these
patients presented at an advanced stage,
and also  disease was found to be
aggressive in this population.

Regarding anatomical location of the
tumor, rectal cancers predominate in our
study group due to referral bias but some
studies have shown predominance of rectal
cancer in Bangladeshi population (21} in
contrast to the West, where right sided
colonic tumors predominate, Exact capse
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is not known for the predominance of
rectal cancers further studies need to be
done.

In accordance with other studies (22, 23},
im our study 98% of the colorectal
malignancies are adenocarcinomas. Other
colorectal malignant pathologies observed
in our study group are two -cases of
lymphoma, two malignant melanoma of
the anorccum. and one case of
gasrroiniestinal stromal umor. 70% of the
patienis presented at an advanced stage.
Advanced stage of preseniation resulis in
mcreased morbedity and mortality. Studics
have shown decreased incidence and
survival of colorectal cancers 1n
Bangladesh.{24) Early diagnosis is oaly
possible by routine screening and early
evaluation of bleeding per rectum. In our
study the commonest surgery done for
rectal cancer was APR, as majority of
patients presented in a locally advanced
stage and low location of the tumor
m the rectum. About 10% of the
patients did not undergo complete
resection because of locally advanced
disease.

The limitations of oor study are, more
often the patients in advanced stages are
referred 1o our center. and patients with
rectal cancer are referred more frequently
than colon cancer. Hence, our study group
may not exactly reflect the prevalence of
colorectal cancer in the whole population
in this region. Despite these limitations,
our institution being a major tertiary centre
in this region, it may reflect the nature of
the disease in this population and
emphasizes the significance of early
diagnosts by proper and timely avaluation,
and management of the disease. It also
indicates the differences in  the
presentation of the malignancy in our
population, which needs to be evaluated
for the possible etiological factors which
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may differ from the western population.
Proper accumulation of data through
cancer registrics necd to be encouraged in
developing countries to know the actual
burden of the disease.

Conclusion

In conclusion, the current study has
documented a high proportion of young
age rectal cancer in a hospital based study.
A significant number of patients present
with advanced stage of disease. Among
rectal cancers most of them are palpable
by per digital examination indicating the
mmportance  of  DRE(digital  recral
examination), People should be educated
for an early consultation for symptoms and
high risk mdividuals should be encouraged
for screening.
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OPERATIVE PROCEDURE OF DISPLACED
SUPRA CONDYLAR FRACTURE OF HUMERUS
IN CHILDREN (BY CROSS K WIRE)

MMA Siddique!, AHSM Kamruzzaman?, PK Das3,
E Hafeez!, F Alam®, MM Hossain®

ABSTRACT:
Objective ; Treatment out come of open reduction & intemal fixation by cross
Kwire through triceps nondisturbing posterior approach used In type 111
sapracondylar fracture of humerus in children, Methodology : This study was
done at district hospital, Satkhira from January 2012 o December 2004, 25
children with type Il supracondylar fracture came @t this hospital with in a
week of oceurence and close trial was failed. These cases were evaluated by
clinicaly & rachologically before surgery. All of the cases were operated & the
fractures were fixed by cross K wire through a triceps non disturbing posterior
spproach. All the paticnts were advised to attend at O.P.D. regulady for
tollowup & the results were measured according to Flynn criteria. Results : The
mcan age was 08 years. out of 25 cases 23 (92%) were extension variety & 02
were flexion variety. 60% of these cases were initially treated by
Soncsetiers The dverage delay for appearing in this centre was 35 hours.04
* ¢ patents devioped Pin track infection post operatively & only 01 (45
et Uinar neuroprexiy, Conclusion : Type 1T sepra condylar fracture
MR werE Taled mochose reduction could be satis facioricaly reduced by apen
oimrmom & fiaoon by oross & wire through o posterior triceps nondisturbing
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Introduction deformuty may occur [1-3].  Proper
Supra condylar fracture of humerus is most  mansgement should be taken in proper

common fracture in children [1.2] Ths
fracture some times is a challenging evemt
for orthopaedic surgeon because multiple
complications such as arnerial occlusion or
damage, compartment syndrome,
Volkman's ishchaemic contractures, nerve
Injuries, myositds ossificans & physical

ome. The reatment plan should be taken o
achscve both funciional & cosmetically
scorplable limb. There are various types of
reatment protocol for this fracture c.g.
close reduction & immobilization by
plaster. percutancous fixation by K-wire,
skin or skeletal traction & ORIF by K-wire.
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Each method has it's advantages &
disadvantages. Close reduction &
percutancous pinning is most popular
procedure but radiological facility in the
operation room should be available which
is not present in all district hospitals. Due
to lack of proper reduction or loss of
anatomical position during casting, cubitus
varus has higher rate in close reducation
method [3-5-9). Traction treatment is not
popular due to prolonged stay at hospital
& the consequence is uncertain [6-9]. In
type Il supracondylar fractures, above
methods are not eftective & failure rate is
higher in these centres. Operative
procedure like ORIF by cross kwire in the
case of type I supracondylar fracture is
popular method, in these centres where
image intensifiers are not available, In this
procedure soft tissue trauma 15 minimal. in
comparison with repeated 1n
reduction atempis & obtammng &
mainiaining proper reduction with out
disturbing extensor mechinism of elbow
This smudy was how due to descnibe the
treatment out come of ORIF by cross
K-wire through a triceps non disturbing
posterior  approach  used in  the
management of type I supracondylar
fracture of humerus in children.
Methodology

This study was done in district hospital
Satkhira from January 2012 to December
114, In this study 25 cases were included
with type T supracondylar fracture of
humeres. These patients came at this
centre with in one week of injury &
operative manoevure was Indicated due to
failure of satisfactory close reduction
Patients with open fractures, Gartland's
type 1 & 11 fracture with buge swelling
with blisters were excluded from this
study. After coming to this centre, these
patients were examined for newrovascular
injurics, other associated injuries.

close
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Radiograph of anterior, posterior & lateral
veiw was done & evaluated, Firstly close
reduction was attempted under general
anaesthesia & long arm back slab given
with flexion & pronation of hmb. Post
reduction radiograph {(Lateral & Jones
view) was taken. Bauman's angle 5 - 8
degrees & humero capitellar angle with in
10 degree of the contralateral side was
acceptable.  Those  patients  with
eatisfactory radiological criteria  were
continued conservative treatment & they
were not  included in  this  study,
Preanacsthetically the patients attendances
were counselled that operative measure
would be taken on same anaesthesia after
failure of close reduction. In operative
measure, posterior midline incision wis
piven, starting 2 cm distal to the up of
olecranon extending preximally for about
% ¢m. Elevation of deep skin flap, ulnar
nerve was identified, isolated & securcd
with 2 sling. Trncep aponeurosis & muscle
was not disturbed. small incision were
given on exposed medial & lateral
epicondyle both & extended preximaly 2 -
3 cm along the supra condylar ridges.
Appropriate teducation of the fractured
fragment was done & fixed with cross
Kwires passing from medial & lateral
epicondyles in to the opposite cortices in
the metaphyseal diaphyseal regions, Afler
cleaning with normal saline the skin was
sutured by proling & limb immobilized by
long arm backslab. After checking the
wound & the patients were discharged on
2nd post operative day, radiograph was
also done on operated elbow before
discharge, Paticnts were advised to attend
out patient door after (3 weeks.

The stitches were removed on 3rd week &
back slab was also discarded. Racdwograph
was taken, intermitent range of movement
pxcercises was started & the limb was
retained in elbow bag.

(14)
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On six week, radiograph was taken for
evaluating healing process of fractured
fragments, K-wires were removed bhut
clbow bag was continuing for another
three weeks, Patients were advised 10 do
excercise regularly. These patients were
advised to attend everymaonth at O.P.D. for
another 6 month. On there followup
important regained R.OM & fracture
healing were assesed. These patients were
advised to attend on 09 month, | vear
Status of elbow was assessed according 1o
Flynn eniteria which is given below [1] .
Resulis

In this study toi] 25 cases with displaced
fracture supra condylar type III were
included. Out of 25 cases 23 (92%) were
extension type & 02 (8%) were flexion
type. 19 (76%) of them were male while
(% (24%) were female. The age range of
them was 03 years to 15 vears with mean
age of O8 years. 18 (72%) patients came
with in 24 hours of injury while 05 (20%)
came with in 72 hours & 02 (8%) came
with in one week. All of the cases came
with history of fall,

Eleven patients {(44%) had come in this
centre after taking initial treatment from
traditional bone setters in the form of
wooden  splint, bandage etc which
indicates that traditional bone setters are
primary treatment provider in this region.
The patients who devioped complications
like blisters, compartment syndrome, huge
swelling e.t.c. due to primary intervention
by bone setters were excluded from this
study. Those patients whose were initially
treated by bone seiters & didn't devlop
complications included in this study.

All 25 cases. the posterior midline
extensor mechanism sparing approach was
used. After proper anatomical reducation
which was assessed through medial &
lateral  windows created along  the
supracondylar ridge & the fractured
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fragments fixed by medial & lateral cross
Kwires. Five (204) patients devioped Pin
site infection which was controlled by oral
antibiotics. Removal of Kwire prior to 06
weeks for controlling infection was not
required for any patient. Deep wound
infection was not found for any case,

Ulnar nerve neuroprexia was noted in 02
(B%) patients which resolved in three
months tme & cxplortion didn't required
for any case (table-2)

Fractures of all cases were united with in
U6 weeks with formation of reasonable
callus.

Chit come of treatment was reasored at
one yr. according to the Flvon criteria, 19
(T6%) patients out come of treatment was
excellent in (4 (16%) patients were pood
with only 5 - 10 degres flexion deformity
de 5 - 10 degrees decrease in carrving
angle.

Three {12%) of the patients with good
results have an extension lag of 5 - 10
degrees but the carrving angle was normal
m  them. The patients who had
communition at the medial supra condylar
pillars suffering from decrease carrying
angle. Most of the patients 76% had
almost normal range of movement &
normal carrying cengle, In three cases
(12%) extension lag was 3 - 10 degrees
but carrying angle was normal & function
wis pood.

Discussion

Among  the  paediatric  fracture
supracondylar fracture humerus is the
mast common, especially more common
after Infancy of children [1-3]. This
fracture usually occurs between olecranon
& coronoid fossa just proximallv to
articular surface, This anastomic factor
makes difficult this fracture to redoce & it
15 difficult to maintain it's reduction

The mean age of patients with type I
supracondylar fracturs in this study s
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comparable with other studies on the same
topic [9,11,12],

Most of the cases range from 5-12 years, it
15 the penod when bones are relatively
weak in comparison with adloscents, In
this age group the activity is much more
than the pre-School children, so the
average age remained around  5-8 years in
most studies,

The ratio between male & female in this
stdy was 3 : 1 & male predominence was
alzo noted in other studies [8,11.13]. The
main ¢xplanation of the occurence because
boys are more extroverted & involved in
mate physical phenomenon than female,
In this study 44% of patients were
attended by traditional bone setters.
Primarily which indicates that in the local
town or rural area, these bone <etiers
activities are pre dominant. for this reason
patients came late to hospitals. On the
other hand. smallér proportion of these
group come carlier at metropolitan cities
[14]. This indicates the difference of
health care between these two regions.
Average delay of patients in our study was
30 hours, this delay was 34 hours in series
of Kumar [12]. This delay was due to
primary intervention of primary bone
setlers.

This tradtional bone setters have some
peculiar name e.g. Jahar puri, Boga, bagat
g..c. & they estblished these centres many
years before. Some of them are inherrited.
But they don't have authentic medical
education, The illeteracy rate in this regicn
15 higher which is favourable to them to
divert the affected people easily. They use
wooden splint on aftected limb which is
wrapped by multi layver bandage after im
proper reduction. They perform  their
events with out anesthesia even in
supracondylar fracture they immobilize
the elbow in full extension. Two patients
(8%) the fracture were flexion type. Rest
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23 (92%) petients were exiension type.
The incidence of flexion type fraciure
noted in other stedies were 2%, 13%, 4%
& 3% respectively [1,3, 6,15].

Ulnar nerve neuroprexia was noted in 02
(8%) cases & all of them recovered after
03 month, no surgical Intervention was
required, ulnar herve newroprexia found
Bopara R et al [3]. laotrogenic ulnar herve
injury ranged from 2-8% to 16.5% in other
studies [16,12].

Pin site infection occured in 05 (20%) &
all of them resolved after oral antibiotics
administrtion,

Infection was noted in 40%, 18%, 8.6% &
1-21% by other authors respectively [3.5,
I8, 9]. In this study, K-wires left out of the
skin for easy removal which were more
vurnable for pinsite Infection in these
patients. No  deep wound infection
devioped In this study where as it was
found In 4%, 2.5%, 0% in their smdy

(13121 A minor degrees of cubils
varus was found in only 02 (8%)
patients. Similar lower rate of

complication were observed by Bopara R
etal who used open reduction for reatment
of these fractures.

The deformity rate is lower in this study
due to the following factors ;

First : only one attempt was made for
close reduction, repeated attempt avoided
which prevent comminution or further
damage to the fracturs site Second : Wider
exposure e.2 medial, lateral windows
made the reduction properly, further sofi
tissue damage thus prevented. Thind : The
qualitiful reduction of supra condylar
pillars were easy to monitor under vision,
thus horizontal rotation, coronal tilting,
and displace ment of the distal fragments
which are the main cause of cubitus varas
were prevented. Fourth ; medial & lateral
Kwires were passed instead of two lateral
Kwires, so a stable fixation done which
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reduces the chance of displacement.

An extension lag of 5 - [0 was noted in
03 cases while decrease R.OM was noted
in 4% patients in another study [20].

In fracture supracondylar stiffness is one
of the hazardous comsequence which is
due to soft tissue damage in intial trauma,
repeated manipulation or surgical Inter
vention. Earlier the posterior approach was
associated with elbow stiffness but past
decade the use of posterior approach dida't
show any increase rate of stiffemss m
glbow [1]. This type of improve ment
resulis regarding range of movemsnt of
elbow is due 0 avoiding multiple stempts
st close mduchon. using  exiEmsor
MCCEINIST  SPMNNE POSeTEN  EPpTOach
winch provades wade cxposser of foacesrs
b troerh el & Dl wandows tha
e aocwrie sedectas casy. s rowrh
andier cam bc avesded, Wiceps or
trackusls o dEwes wpuesrd

The s obtaiacd @ the study 20%
exceliest o good, 3-10% with flexion
dcformmy. @3 (12%) poor. while another
sSmdy these were 85% excelent or good,
57% far & 3.5% poor, study conducted
by Komar R et all? showed exeellent,
good results in 84%, fair & poor in 16% of
the patients, Our study are compatible with
all these studies.

In this study it reveals that operative
measure iLe. ORIF by cross K-wire
through posterior Triceps non disturbing
approach can be vsed safely for treatment
of type Il supra condylar fracture which
could not be reduced by close method. In
this approach soft tissue trauma is less.
This approach ensures ulnar nerve safety,
chance of injury to anterior stouchares is
less becanse medial & lateral subcutaneos
windows along the supra condylar ridges
are uged o make under vision to reduce
the fracture anatomicaly, In this procedure
elbow stiftness is minimum due to less soft
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tranma & elbow deformity 15 also less due
to proper anatomical reducation. Ulnar
nerve is also secured in this procedure.

Rehabilation 15 also easier inm  this
approach,
Table : 1 Reduction assesment by Flynn

criteria.

Ulmar
| peuroprexia
Elbow stiffness = |5
EXIENSION

Nerve

cubitus varus > 10
degree change in
carrying angle
Table - 3 : Results at one vear follow up
using flynn criteria

(225 8%

Posterior approach with out disturbing
tricps is a safe & ettective method for open
reduction & cross K-wire fixation of type
I supra condylar fracture which is not
reduced by close method and it is also
suitable for those centres like district
hospitals of this country where Image
intensifier 15 not available.
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Clinico Pathological Study of Hypopharyngeal
Carcinoma in Bangladesh

NP Sanval', MZ Islam?, ARM MHaque!, MSBS Khan*

ABSTRACT:
Introduction: Hypopharyngeal carcinoma is an uncommon tumour, The world
wide incidence should be below 1 per OO, Clinically, concers of the
hypopharyns tend © be aporessive and demonstrae g nawral history that is
characterized by diffuse local spread. carly metastasis, and a relatively high rate
of distant spread, More than 50% of patients with hypopharyngeal cancer have
clinically positive. Objectives: To see the pattern of presentation of
hypopharyngesl carcinom. Methodology: This was a cross sectional study
conducted in department of Otolaryngology and Head MNeck Surgery of
BHangahandhu Sheikh Mujib Medical University, Dhaka, Dhaka Medical
College Hospital, Dhaka, Mitford Hospital, Dhaka. from July 2005 o June
=007, Congecmtive 60 patients were selected porposively upon inclusion and
exclusion criteria. Resulis: Majority of the patients ie. 49 (X1.66%) patients,
presepted wirth symptom of progressive dysphagia, ranging from 2 weeks 1o 6
s hpd this complaint. 38 patients had oleerative growths in contrary to the
—2Enophnmie growths invalved lymph node was found mostly in piriform fossa

growth Tt was 37 out of 45 cases, in postpharyngeal growth 2 cases was found
0 e hompeh node metastasis, All of 12 cases of postericoid region shows no
sodal mvolvement. Conclusion: Hypophayngeal carcinoma is one of the
sepmtca cauwsss of cancer morbidity and mortality in the industrialized and
aiso B developms countnies. 1 noeds further claborate study on & larger number
of penens: vy 1 oessr period of tme.

L B SNaewspe Feesnd fesresl s Prof ENT. Satkhira Medical Coliege.

2 B N Bl bl Sist Professer FNT . Sosbhire Medico! College,

2 Dr ARW Mershalsl S . Somor Coulies: | FYT, Smibhira Medical Cailege.
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Introduction Deevesa 2002: This cancer is extremely
Hypopharyngeal carcinoma s s  resc @ childen (Seddiqui. Sarn, Agarwal
uncommon tumour. The world wide 2003) (Wynder. Huliberg. Jacobsoon

incidence should be below I per 1LO00M0. 1957, Chnically. cancers of the
High incidence of hypopharyngeal hypopharnax tend 1o be aggressive and
carcinoma in Europe and Asia is in  demonsirate a3 namral history that is
countries like France, Switzerland, Spain, charactenzed by diffuse local spread, carly
Slovakia, Slovenia and in India in the metastzsis. and 2 relatively high rate of
cities of Bombay and Madras, (Franceschi.  distant spread More than 30% of patients
Bidoli, Herrero 2000). In the United with hypopharyngeal cancer have
States, hypopharyngeal cancers are more  clinically positive cervical nodes at the
common in men than in women (Canto, time of presentation, In 50% of these
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individuals, & neck mass 14 the presenting
symptom (Horwitz, Caldarell,
Hendrickson 1979) (Keane 1982). The
word pattern means design or model, in
hypopharyngeal carcinoma it denotes the
characteristic mode of occurrence,
presentation, biology and
subsequent response to treatment. In
clinical presentation two principal subsites
the pyriform fossa and postericoid area
differ greatly in pattern of occurrence and
clinical behavior (John C, Mark N, Janetl A
2000). Regarding occurrence postericoid
carcinoma is the only cancer in
buccopheryngeal region more common in
women than men with wide geographical
distnbution, Hypophayngeal carcinoma is
one of the significant cauwscs of cancer
morbidity and morality In the
industrialized and also 1 developing
countries. There is little study on this
topics in our country. Communirty based
studv is not available. Here hospital based
study was dope. Thiz stody will disclose
the pattern and relations of the discase with
study variables and will help in future
diagnosis and subsequent management of
such patients and will improve the guality
of services with limited time and resources.

Methodology

This was @ cross sectional study conducted
in Department of Otolaryngology and
Head Meck Swrgery of Bangabandhu
Sheikh Mujib Medical University, Dhaka,
Dhaka Medical College Hospital, Dhaka,
Mitford Hospital, Dhaka from July 2005 to
June 2007. Consecuitive 60 patient were
selected purposively LR
inclusion exclusion criteria. Data were
collected by a pre designed proforma.
Statistical analysis done by SPS5
programme.

Reults:

Majority of the patients ie. 49 (B1.66%)

[uarrecir
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patients, presented with symptom of
progressive - dysphagia, ranging from 2
weeks to 6 months had this complaint, The
duration of pain ranges from 2 weeks to 4
months with an average duration of 3
months. In all 27 patients who had referred
pain to the ear, it was the referral of pain
which drove them to the doctor duning the
last 2-4 weeks of the duration of pain.
Hoarseness ranges from 2 weeks to four
months with an average duration of 2-3
months. Hoarseness comes third in the list
with a total nomber of 36 patients Next
comes the appearance of neck mass
complained by 32 of the patients. As a
symptom it ranges from 2 months to
months with an average duration of 5§
months. 5 patients shows significant
weight loss within 3 months. Statistical
analyziz with chi squire test shows that
result 15 sigmificant. 38 patients had
elcerative growths in contrary to the 22
exophviic growths. The ulcerative growths
were covered by slough while the
exophyuc growths showed fungations,
necrosis, sloughing and in 2 cases bleeding
surface. 14 patients had normal laryngeal
movement while 24 patients had fixation
of the hemilaiynx and 22 patients had
impaired laryngeal movement.
Enlargement of the cervical lymph nodes
was obscrved in 39 patients. Location of
the primary lesion was scen by endoscopy
examination 45 patients had lesion in the
pyriform fossa, 28 arising from the right
and 17 arsing from the left. Only 12
paticnts each belonged o the groups of
posicricoid region and 3 in  posterior
pharyngeal wall. Size of the primary lesion
categorized as ULCC classification. Out of
60 patients T} lesion was found in 6
patients, T2 lesion in Ipatients, T3 lesion
found in 28 patients and T lesion in 7
patients. Statistical analysis with chi squire
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test shows non significant result. Level of
Ivmph node involvement was determinad
by clinical examination and Imaging
study. Out of 39 cases having lvmph node
metastasis, 13 cases were seen o mvolved
L I lymph node which is 33.33%, L IV
Ivmph node was found in 19 cases. 2 cases
was found to involved L V1 lyvmph node
which have ipsilateral metastasis mn 2
cascs. Bilateral lymph node metastasis was
seen in 1 case in L VIL 5o in presentation
most of the patiemts shows mostly
involved L Il and L IV lymph node
metastasis which is overall 32.04%,
Involved lymph node was found mostly in
piriform fossa growth, It was 37 out of 45
cases, in postpharyngeal growth I cases
was found 1o have lymph node metastasis.
All of 12 cases of postericoid region
shows no nodal involvement.

Table 1 Symptoms al presentation

Sompaon | Dursien | Aversge | Noof | Mik iFerEFtrmliﬁ'i

m
Dyphapa | 5dp | oY 48 | 45 i Al b
Wi | o | |
Painin ||5d.]= Inath | 45| 4] L | e
fireal Bdm
| andd oo |
e
Horenes | 15dips JMh oo 360 B I o
# edm
| | ! b=
heck B Seeak | 32| 3| 1 3
meling beoeclling b ]
Boemoprrsts: 44w | Smemh 17 | 1F | 0
Sigrifican - Yoot | § 4
_weight los

(X2=405,P=<0.001)

Table- 11: Incidence of lvmph node
involvement acconding to primary site.
Site Noof | Percentage

Lymph (%)

| node

' Piriform fossa 37 61.66

Post pharynpeal wall | 2 3333

Post cricoids i I}
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Discussion

It was observed that patients belongs o
different age groups ranging from 32 to 75
years with average age of 54.15 vears with
a sex ratios of 7.57:1 (Male : Female).
Most patients were in between to 51 to 60
years of age in both male and female. It is
quite consistent with the statements of
Ackerman & delRegate (1970) who
quoted the incidence as predominantly
found in men between 40 o 60 years of
age. However, no definite commitment is
possible regarding postericoid carcinomas,
as. stated by Tumer (1920} who showed
B3 female cases out of 98, No definiie role
can be incriminated o occupational
distributions or income of the patients if
these are considered on a national basis.
But still personal habits may have role to
play in this disease as evidenced from the
study, 55 patients were smokers inclusive
of 2 females, 51 patients had chewing
habits, 5 had the habit of drinking alcohol.
Betel leaf chewing with its other gradients
like lime, betel nut, catechu, raw tobacco
zarda which are all either physical or
chemical irritants to the muocosa. These
were also incriminated in the production
of carcinoma of oral cavity & pharynx by
Vincent &Marchetta (1963).  Dietary
habits of the panents may also play some
role. 68% of the patients used to have poor
to average diet. 19 were habiared with
highly spicy food preparations particularly
chilies. The fact cannot be demed that
maore or less all our people are habituated
with spicy foods which are again irmitants.
As regards nutntional statws should have
some mole in development of carcinoma
hypopharynx. Only I35 patients was found
with normal nutritional status, 45 patients
was ranged mild (40% ), moderately (25%)
and  severe (10%) malnutrition. Here
dietary habit does not correlate closely
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with nutritional stams. The disease process
itself and other pathological factors may
contribute to this picture. In our study
delaved presentation was seen in 36
patients as revealed by examination
findings and endoscopic examination.
Mostly was due to maltreatment by quacks
and next due to personal neghigence. In the
context of general population both factors
are the result of poor educational status
and poor sociceconomic condition. In
loval examination which include both
clinical examination and endoscopic
finding, 38 patients has ulcerative groups
in contrary to 22 exophytic growth. 14
patients had nonmal laryngeal movement
22 impaoired laryngeal movement. In 45
patients lesions was i pyriform fossa: 28
from right side and 17 arising in lefi side.
Post cncod growth seen in 12 paticnts and
3 patients had growih in post pharyneseal
wall. The prnimarv |2sion was T
paticnts, T2 lesions scen in 19 patients, T3
lesions in 28 patients and T4 in 7 patients.
>0 most of the patients presented with T3
and T4 lesion of pnmary sie. Enlargement
of cervical lvmph node was seen in 39
patients. In 13 cases lymph node
involvement was seen (o involve
Lympnodes, LiV lymph nodes in 19 cases.
Bilateral Iymph node was seen in 2 cases,
So in hypopharyngeal carcinoma level IV
newdes is the commonest site of lymph
node metastasis. As a symptom, difficalty
in deglutition was the commonest at
presentation, 81.66% (49 patients), with an
average duration of the symptom of 2 and
half months. Pain in the throat ranked
secomd with 76.66% (46 patients) with
average duration of 3 months. Hoarseness
of voice came third with 60% (36
patients). 53.3%, (32 patients) with neck
swelling. In 7 cases direct extension of the
primary growth was later detected as with

m 6
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lymphnodes, 25% (patents) presented with
foreign body sensation in the throat. Other
complaints were made by smaller number
of patients. As  regards  subsite
classification, (Bryce 1967) showed
pyriform fosga lesions in 61% in a group
of 230 patients and (Mac Comb and
Fletcher 1967) showed 73% out of 245
patients, Here pyriform fossa lesion was
75% post pharyngeal wall growth 10%
and post cricoid group 200, Me Comb -
Fletcher puts the figure for postericoid
lesion at 2% as against

245 by Brvee. All these cases were
confirmed by histopathological
examinanon which showed squamous cell
carcinoma in all cases. This result is
sapported by the smdy of almost all
hvpopharyngeal cancers are mucosal
squamous cell  carcinomas  (5CCs)
(Mendenhall. Riggs, Cassisi 2005) with
majonity 71.66% (43 patients) having
Cirade 11 lesions. Grade 111 and T 1o follow
with 15% (9 patients) and 13.33% (8
paticnis) respectivelyv. None had grade IV
lesions. On the contrary (StellMaran 2000)
shows that 65% of pyriform fossa lesion
had lymph node involvement and bilateral
m 3% cases. Postcricoid 20% and post
pharyngeal wall 85%, does not comelate
with the result of observation. So it seems
that pyvriform fossa lesion stay closer to the
figure of the above worker, but other
figure  shows marked  difference.
Koilonythiaglosiis  pallor  stomatitis
including all other signs of severe anaemia
seen in both the female patients with post
cricoid carcinoma. Side by side, 65% (39
patients) had cervical lymph node
imvolvement. OF these 61.66% (37
patients} had their primary lesions in the
pyriform fossa. Where as Dailey (1968)
showed that 66% of his paticnts had lymph
node mvolvement, with the primary in the

22
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pyriform fossa and posterolateral wall and
posteridoid region with 55% and 42% 1o
follow the suit.

Conclusion

It needs further elaborate study on a larger
number of patients over a longer period of
ume. However A thorough climical
examination of a patient, without any
preoccupied idea of a particular condition.
15 the key to the management of a patient
as & whole.
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Metastatic Squamous Cell Carcinoma of Necknodes of
Unknown Primary — Management Experience in NICRH.
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ABSTRACT:

Introduction: Metastases of squamous cell carcinoma to cervical lymph nodes
fromy carcinoma of unknown origin (CUP) represent 2% to 3% of head and neck
cancers, Ohbjective: To present experience of management of these patients
treated with curative intent at Mational Institute of Cancer research and Hospital
Mohakhli , Dhaka Methodology: This was a cross sectional study opon 53
paticnts presenting with metastases o cervical Ivmph nodes the primary cancer
remains occult despite thorough evaluation and under went surgery (MRND)
were sclected  in the period of July 2011 o December 2012, Results : 46
{86.%) patients received more than 40 Gy postoperstive radiotherapy and 10
{14%) patient received Chemo radiation by the decision of Tomoor Board of
NICRH. Regulor follow up was done. Post operative relapse case were found in
18 (33%) patients. They were temted with pallistive chemotherapy.
Conclesion: Ot come of this mensgemeni 15 satisiaciony
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Introduction histological wmour type and posses the

Metastases of sguamous cell carcinoma
(SCCY) to cervical lymph nodes from
primary of unknown origin represent 2%
o 3% of head and neck cancers[1].The
term carcinoma of unknown primary
(CUP) should be wsed if no evidence of
primary tumour 15 found after adequate
clinical examination, fibreoptic endoscopy
and conventional radiological
investigations. The presentation  of
metastatic carcinoma  involving neck
nodes  without evidence
unusuil but not a rare situation. Squamous
cell carcinoma 18 the most common

clinical 15 dan

ereatest diagnostic dilemma because of the
large mumber of primary upper aero
digestive  sites from  which  nodal
metastases may arise|2). The unusual form
aof presentation aré may be doe to
spontaneons regression of the primary
small submucosal primary autoimmunc
destruction of the twmor accelerated
TUITLOUT,

The five-year overall survival rates range
between  40% to 60% in recent
intermational series. However, the optimal
management of these patients remains
controversial. The lack of randomized

(24)
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studies  comparing  treatment  oplions.
Ditferent  facilities in diagnostic and
theripeutic  procedures in  different
institute. Poor patient compliance [3],
Treatment of metasiatic neck gland is an
integral part of management of head and
neck cancers, Although surgery and radio
therapy with or without chemotherapy are
the modalities available for treating neck
gland. wide surgical excision of the whole
regional lymphatic chain enblock is mostly
favored. Radical Neck dissection is the
operation for such disease. designed
previonsly but now modified radical neck
dissection is becoming popular for last few
decades 1o reduce morbidity [1.3]
Materials and Methods

The study included 33 patients with
metasiases of SCC o cervical lymph nodes
from CUP ireated with curative intent
between July 2011 tw December 2012, The
study excluded patients who received
palliative therapy because of advanced or
eo-morbid disease, with histology other
than SCC amd distant metastases at the time
of diagnosis. The provisional diagnosis of
neck node metastases with unknown
primary was made after a comprehensive
clinical examination of the upper
aerodigestive tract failed to detect a primary
lesion. All patients underwent FNAC, chest
X-ray, banum swallow, X-ray of the
nasopharynx  and  paranasal  sinuses,
ultrasonography of whole abdomen &
compuberized Tomography (CT).
Subsequently patients underwent a
meticulons examination under anesthesia
with panendoscopy (direct laryngoscopy,
pesophagoscopy, nasopharyngoscopy and
bronchoscopy)  and  palpation  of
nasopharynx and base of the tongue. Some
time directional biopsies from tonsil, base
of the tongue andfor nasopharynx
was  performed. If these investigations
failed to reveal the primary tumor,
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diagnosis of cervical node metastases from
CUP was established.  Patients were
followed-up at regular interval; endoscopy
andfor imaging were performed if patient
was symptomatic or clinical examination
raised suspicion of primary. Follow-up
were completed by OPD visit, telephone
calls etc. Ethical clearance was taken from
Ethical Review Board of NICRH. The data
was analyred wsing SPSS for windows
version 16 statistical software,

Result

The median age of patients was 53 years
{range 31 to B0 years). Most of the paticni
are between 40-T0 vears, There were 50
men and 03 women male fermale ranoe is
16.6: 1. 37 patients had involvement of
right sided cervical nodes and 16 had left
sided nodes.

The frequency of metastatic Ivmph nodes
at various neck levels were as follows:
level I, 5 paticnts (7.43%); level IL 35
paticnis (66%); level I, 25 patients
(47.5%); level TV, 3 patients (5.6%); level
V., | patiemt (1.8%) Histologically well
differentiated 62% . moderately
differentiated 28.6% |, poorly differentiated
carcinoma 9.4% AJCC siaging reveals in
this current series N1 13.4% , N2a 30.6% ,
N2b 22,6%, N3 334% All patients
underwent neck dissection and were
advised postoperative RT. Among 53
cases MEND done in 42 csaes and RND
done in 11 cases, among MREND 166 %
cases type L and in 59.52% cases type 11,
23.80% cases type 11 was done. 86%
patient  under went post operative
radiotherapy alone and 14 % patient under
went Chemo-radiation, Dose of the BT
GOO0CGY in 30# . Relapse case was 18
(33 %) which were treated with palliative
CT in 12 cases and local excision in &
cases,

Discussion

In our current series the median age of
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patients was 55 vyears (range 31 to 80
years), Most of the patient are between
4070 vears. There were 50 men and 03
women male female ratio is 166: 1. 370
6O.8%) patients had involvement of right
sided cervical nodes and 16(30.2%) had
left sided nodes. Lymphnodes  involved
more in level 1T & I respectively 33
patients (66%) and 235 patients (47.5%:); 1t
is similar with many international sereies.
Histologically well differentiated 62%,
moderately differentiated 28.6% , poorly
differentiated 9 4%carcinoma. It 15 also
similar to differem study[2.3.6]. AJCC
staging reveals in this current series N2a
30.6% . N2b 22.6% N3 33.4% which is
similar with a study in Tata memorial
Hospital India in 2008. The diagnosis of
cervical node metastases from CUP s
made afrer thorough assessment fails W
reveal the presence of wmor in the upper
aero-digestive tract. [n addition 1o the
array of investigations. many reports have
advocated tonsillectomy, blind biopsics
and/or for cytology from
nasopharynx, and base tongue. However,
six  of the patients reported in this study
underwent routing blind biopsies and no
primary detected on  subsequent
follow-up, also it is reported in different
literstures, thus questioning the role of
these investigations in the work up for
CUP.

Hence we believe that imaging of the
neck, if performed. should be define the
extent of nodal disease and its resectability
rather than search for a primary. However
some authors recommend routine imaging
50 as [0 avoid missing an occult primary
and unnecessary radiation o mucosal
areas. On the other hand the following
investigation may help to identify the
primary in little extent, Positron emission
tomography (PET)
Single-photon-emission computed

washings
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tomography (SPECT) have been utilized
useful in limited subject, Laser-induced
fleorescence imaging. Epstein-Barr virus
(EBY) evaluation in metastatic lymph
nodes by in situ hybridization, Human
papilloma virus (HPV) detection by
polymerase chain reaction[1,3.4].

Pre operative RT was once advocated on
the grounds that the tumours will shrink
priar to surgery, making operation easier
however in  morc circumstances pre
operative  irradiation  is  considered
preferable for several region. Proper
pathological staging, Use of free and
pedicle flap in reconstruction neck
surgery, microscopic tumour relatively
easier to eradicate with radiation therapy.
The application of postoperative RT
resulting satisfactory owt come although
mile of post RT still debatable [5]. Inspite
of Surgery and post operative  RT relapse
caces are noted 3333%  which is similar
to many International studies [6]. There 18
evidemce that  patients  receiving
postoperative RT to bilateral neck nodes
and potential primary sites have higher
reported contral rate. The role of
chemotherapy in the management of CUP
with cervical metastases is also indistinct
and deficient.

Conclusion

The optimal diagnostic and therapcubic
approach  still eludes us. The first
randomized trial proposed by the
European Organization for Research on
Treatment of Cancer (EORTC), Radiation
Therapy Oncology Group (RTOG), and
ather cooperalive groups from Australia,
Canada. Denmark and Germamy I8
ongoing. The results of this tral will help
in expounding several questions regarding
passable managemem of cervical
metastases from CUP. Here we share our
experience in management of CUP in
NICRH in our local context.Spectrum of
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management will increase day by day.
Diagnostic facilities may help o reduce
the incidence rate of this CUP and
Evidence based practice will give best
results,
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Clinical and Financial Aspect of Cholecystectomy:

Laparoscopic Cholecystectomy versus
Open Cholecystectomy
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ABSTRACT:

This cross-sectional study was carried out among 100 gallstone disease patients
from the Department of Surgery al Rangpur Medical College Hospital, Rangpur
in Bangladesh, There were taken 50% laparoscopic cholesvstectomy and 50%
open cholesyvstectomy cases during the period of May 2006 10 April 2007 10

carry on the smdy, Results divulged to contnbiute 6% of laparoscopic
cholesvatectomy nesded copversion to open cholesystectomy. The mean
aperagive time was 5035 min for laparoscopic cholecvaectomy which wis 41.5
min for open cholecysiectomy. There was shorter bospital stay time (243 days)
i lapansscopis cholecvastdomy and faster metumine o pormal actvibies and
the medn Operation oos 2 BDT 12000 on open cholecystectomy and BDT
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Introduction

Gallbladder disease is one of the major
public health perils in the world, especially
in  the developing countries. Open
cholecysiectomy 15 on action more than
century yvears throughout the world as the
standard  treatment modality for
cholelithiasis and symptomatic gallbladder
diseases. It has been demonstrated to have
acceplably low morbidity, high efficacy
and minimal mortality rates [1-4]. The
usual course of recovery from this
procedure was a 5 days hospital stay and
3-6 weeks of covalescence. but the

procedure is sull painful and patients
suffer from much postoperative discomfort
and disabality. There 15 increasing patients’
demand of non-operative treatment for
their gallstones due to fear of an operation
with its legacy of a “large” scar and the
long duration of recovery [5-7]. The
laparoscopic cholecystectomy has been
introduced o the new era of minimal
dccess surgery as the newest treatment

modality  for  the management of
symptomatic gallbladder disease and it has
largely replaced the open

cholecystectomy. The advantages of this

(28)



J5MAC s val.0d; Mo 02: Jul 2017

approach related primarily to patients
satisfaction, shorter hospital stay, ease of
recovery. earlier return to work and
cosmetic consideration |8-10].
Laparoscopic cholecystectomy was first
accomplished in June 1987 by a French
gynaecologist named Philippe Mouret in
Lyons. In Bangladesh, it was first
demonsirated on two patients in BIRDEM
and IPGM & R (BSMMU), Dhaka in
December 1991 by a Japanese surgical
team. Now it 18 practiced all over the
country in both public and  private
hospitals. The existence of caleulus biliary
tract disease can be traced back to the
prehistoric era. Surgery, the sccepted
treatment of calculus biliary tract disease,
is the development of the fast 100 plus
vears only. Gallstones were first described
by o Greek physician, Alexnder Trillions,
m the 5th century [3]. Early treatment of
the disorders arising from them (i. e
gallstones) considered of attempts to
stongs 0 stumulate  the
Sxpulamn of stones from the eallMadder

from i Spas

- MO the
wibow ssdersomdine the <smptoms due

dissolve [he
TTEAT

for soourss
The sarsscal westment of ¢
bt ity crngm m the 170 comaary . Josmeres
have recenved oedet for the e smocessfol
cholecysieciomy im 1676 althowrh he
apparcntly extractsd mllsiones from 2
billary fisiula of the abdovmnsl wall
following spontaneous drainage of an
abscess [11]. On June 135, 1876, Jahn
Bobbs of Indiana performed the first
cholecystectomy for mucocle of the
gallbladder and the patient survived. In
1878, Kosher performed a successful
cholecystectomy for empyema and in the
same year, Sins operated for an enlarged
gallbladder with long standing jaundice.
He removed 60 stones but the patient died
on the Bih posioperative day from
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bemorrhage, a complication of surgery in
jaundice which discouraged the surgeon
for the next 65 years [12]. Credit zoes to
Carl Langenbunch who for the first time
thought that simple removal of stone is not
ideal, as the retained gallbladder may
produce stone again, Acting on this belief,
he performed the first cholecystectomy on
July 5, 1882, and therchy staried the
procedure of choice for cholelithiasis was
started  [11].0n Januwary 21, 1890,
Courvoisier performed the first successful
choledochotomy.  The  transduodental
sphincteroplasty  was  also  another
important additional operative procedure
for biliary tract disease. The term
“sphincteroplasty” was coined by Dr.
Louis L Smith and 8. Austin Jones of the
USA in 1952 [13]. Extracorporial shock
wave lithotrispy  along  with  oral
dissolution therapy was introduced for
treatment of gallstone in 1986 [14]. But as
the procedure has many limitations and
result was not satisfactory and so it failed
10 obtain acceptance among the surgeoens,
Therelore, the current stdy was
conducted to evaluate the comparative
zssay of laparoscopic cholecystectamy and
open cholecysiectomy for the patients of
Bangladesh

Methododoz

Thes comparative siady was conductad in
the Depariment of Swrgerv. Rangpur

Medacal College Hospital, Rangpur,
Bangindesh from May 2006 1o April 2007
psing multustage random sampling

method. Al the patients were admitted
and a dewsiled history and clinical
examination was carried out as per the
well-structured  proforma. Patients were
classified inlo two groups namely
laparoscopic and open cholecystectomy
cases consisting 50 cases in both groups.
Variows  postoperative  complications,
operation  durations. hospital staying
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durations, operation charges, rent of secats
and medicine buying c¢ost were in
consideration to run the respective smdy.
The tabular, chart and graphical icon at
M5 Excel and mean, range and percentage
at statistical section were in application in
representing the study findings,

Results

There were no major complications
developed in case of laparoscopic
cholecystectomy. 6% of laparoscopic
cholecystectomy  found  perforation of
gallbladder and spillage of stone in the
peritoneal cavity. In 2% of patients
developed superficial wound infection in
casc of open cholecystectomy and 1% of
patient developed superficial  wound
infection  in case of laparoscopic
cholecystectomy (Tab. I,

Tab. L Morbidity and morality in
laparoscopic and open cholecystectomy.
( smpbcations e ofLC NaofOC
I‘qi !'l'l'r
By 0 (BD hopex '
dact hepate antery
by 0 doodopmm {0y iy
e

Perforation of gallbladder 16 iy
and spallage of stome
Cysticartery bleedimg. | O40) B0
{ligution)
Pastoperatve bile leak 00y 10
Postoperative womilmg I 36}

Superficial wousd infection | 1{2) 1id)
Decreased pulmanary 12 112}
fuction and chest infection
Morbadity S(10p el
Morsality 00 0]

*LC= Laparoscopic choecystectomy and
*F*0C= Open cholecystectomy

The tab. 11 showed that the mean time
required to  perform  laparoscopic
cholecystectomy was 80.5 min which was
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41.5 min in case of open cholecystectomy
in the sdy culture.
Tah. II. Operation time in surgical cases.

rﬂprmi‘-'e procedures Operative time

Range (min)  Meas {min)
LC 18150 A0
0c 25460 415

There were shorter hospital stay for
conducting laparoscopic cholecystectomy
{2.43 days), faster retuming to normal
activities and much reduced postoperative
pain  requiring analgesia  than open
cholecystectomy (Tab. IH).

Tab. III. Recovery of patients from
operation,

Coaditons =~ IO K
Range idavs) Mean (disi Ramge idns)  Mean
{iary |
Hoptd o S i TR 4
Mgt
i e I A 4 5
Feomenine x| ! = h
TRIE BEEE
I b s - | [B-38 Bt
KT

According to the fig. 1 findings, 6% of
surgical cases were converted into open
cholecystectomy due to gross adhesions.
The findings proved that the mean cost of
surgery  was  higher for laparoscopic
cholecystectomy (BDT 18400-28000) than
the open cholecystectomy  (BDT
TOS00-22000).

Discussion

Chaolelithiasis is a common diseases entity,
Frequemt  occurrence and  serious
complications have made this one of the
most  important  surgically  correctable
diseases [15]. There were problems even
with century old mastered open
cholecystectomy but it does noi require
maodern sophisticated technology [16]. The
main sufferers of gallstone discases in our
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study were female as compared 10 males.
Ot of total 100 cases, 7 cases were males,
which were very much similar to those
observed by Fraze et al and Ubrggren et al
[15. 17 and 18]. In Carbajo Caballero et
al’s study the rate of complications was
maore in the open procedure than
laparoscopic cholecystectomy [19-21]. In
present  study, postoperative  wound
infection was found 1% cases of LC and
2% i OC. Siddiqui et al [22] observed
wound infection 2% and 6% respectively
m LT and OC., These findings are in
contrast with our study, The period of
hospital stay was taken from day of
surgery 1o day of discharge, The total
period of hospital stay in our study was
2.43 davs for LC and 4.8 days in OC.
Early discharge from hospital has a
positive influence on the patients as it
promotes early retum o work and also
prevents nosccomial infections. Early
= 220 decrease hospital costs.
samcers By Jefiten 3B [23]. Ahmed A [24],
Mugesd AW ox 20 [25] and Tuula K et al
[ siso showed 2 much shorter stay in

— e & | (B

ol Feomps. wimch = amlar 1o o sfudy
Cox MR sosed = b senes of 418
DposCopE.  ChlCCVSECEOEE e hal (e
COEnETanE D W AT B oxoole
chobccysiinin, 217% fr cleves
choleoyuios aad 415 = o BT
group [27]. In our stedy, the comversiom

raic was oaly 6%. According 1 Swevens
HF et al, the cost involves in open surgeny
15 found to be more than in laparoscopic
surgery. In a study by Carbajo CM et al
[19]. there was not much cost difference
between both procedures. According 1o
author’s  study, laparoscopic  surgery
worked out to cost BDT 18400-28000
{mean BDT 21300) and open surgery BDT
10500-22000 (mean BDT  14000) The
results support the view that laparoscopic
cholecystectomy iz safe and justified

lournal of Satkhira Medical College

replacement for open cholecystectomy.
There is a definitely leaming curve for
surgeons who are newly exposed. The
complications rate reduced as the surgeon
become more experienced in  these
procedures to a level comparable with
open cholecystectomy. The study supports
that laparoscopic cholecystectomy safer,
officious and offers definitive advantages
over open cholecystectomy, Laparoscopic
cholecystectomy can be considered the
eold  standard  against which other
procedures have to be compared. The
spatial microsimulation modeling can be
constructed in designing effective policies
and see the governments and NGOs,
environmental and spatial effects across
different countries 1o overcome these
health horrors becanse these tools are in
vast application in most of the developing
countries. The 1/1 putrition counseling
with the help of modified mass energy
equivalence in nutritional epidemiology
can be an effective measure to solve the
operative complications in postoperative
condition.

Conelusion

Gallstone disease is one of the common
surgical problems around the globe, The
open cholesystectomy  have  been
performed worldwide as a  standard
reament mode] of cholelithiasis although
e procedere s stll panful snd having
more postoperative  morbidity | and
moriaiiy. There 5 increasing demand for
minimal access surgery on laparoscopic
cholesystectomy due to its short hospital
stay, easy recovery and less morbidity and
mortality, Health microsimulation
modeling technique should be explored in
further study,
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Original Article i N

Different Presentation of Ectopic Pregnancy

Afroza Akhter |, SP Biswas’, N Akhter', MR Khatun®', F Hossain’,
E ﬁ|.ra'|":+ K Fatema’

ABSTRACT:

Introduction: An eciopic pregnancy is one in which the fertilized ovum
becomes implanted in a side othér than the nommal wtenine cavity. The possible
sites from above downwards are abdorninal cavity, ovary, fallopian tube, broad
lizament, rudimentary hom of a bicornuate uwterus and cervix. Aims &
Objectives:The aim of this @udy is thorough clinical evaluation of cases of
sclopic pregRancy for early amd acéurate dingmosis, prompt and effective

meanasemett OF SCiDMo Pregnancy Cakes '-'-|'J'| identification of risk factors in our
3iaes ada *-iilt"h_l-u and rh-.-lh:u:l- : This was & cross sectional tvpe of
cnpee sy condactad  in the :"."_"J__':_:T:: of Obs & Gynae, Ehulna
Mol Uotlesr besparsl. Khaing from Jely 2006 w0 June 2007. Among the
ofiomec sy patiesr. Sampls aie 56 cates selecied oo the basis of
ncieooe aad cxcivoon crsena. Resulte: Ot of 1855, 56 cases were ectopic
EESEERCY i I i ey moadence wak 301, most of our patients {75%) age
s etwern N 30 vears. In oor stody age range was 19 10 45 years, the peak
scademce (7143%) of actopic pregnancy was among the para 1 to 3 and
moence 5 bow (16075 ) smong those who dre para more than 3. The majority
f e patsent (50 %) present with pain and vaginal bleeding and 21 % patient

present wilh massive intraperitoneal haemworrhage with collapse. 39.28% cases
present with lower abdominal pain and R3.71% cases had history of
amenorthoea. also 14.29% had no history of amenorthoea and this cases were
difficult 1o dignosis. 71.43% cases present with abnormal pervaginal bleeding
and many patients 42.86% having syncopal attack, 39.29% having early
pregnancy signs and symptoms. Conclusion: Thal much of the morbidity of the
patient dug w ectopic pregnancy can be prevented by better obstetrical and
family planning care. Introduction and re-enforcement of family planning
progrim al grass root level should be provided

I D Afrowa Akbrer , Asst, Prof Obs & Gyrae , Stkhira Medical College

2, D, Senkar Prosad Bivwas, Assecinle Professor, (s & Gynne, Saokhira Medical College.
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Introduction: are abdominal cavity, ovary, fallopian
An ectopic pregnancy is one in which the  tube, broad ligament, rudimentary horn of
fertilized ovum becomes implanted in a  a bicornuate uterus and cervix. By far the
side other than the normal uterine cavity. commeonest is the fallopian tbe (95%),
The possible sites from above downwards  Tubal pregnancy present as a cronic or an

(33)




JSMAC Vol 04 Mo 02 Jul 2017

acute illness or as an acute on Cromic.
Agute picture 15 so dramatic that in tends
te  receive more  attention.  Ectopic
pregnancy, probably first descnbed in AD
963 by Albucasis, an Arab writer and the
first successful operation for ectopic
pregnancy was performed in 1883 by
Lawson Tait of Birmingham |2]. The
Incidence of ectopic pregnancy vares
from place o place even in the same
country [3]. The mcidence varies greatly
throwghout the world ranging from 1 in 28
te | in 300 [4]. This may be at least in part
to a higher incidence of salphingitis, an
increase ovulation induction. After one
Previous eclopic prégnancy approxinately
two thirds will never subseguently bear a
living child and at least one out of ten will
have a second ectopic pregnancy [3]
Fertility control measure seems to have
some influence in increasing mcwdence of
ectopc pregnancy. Ectopic pregnancy has
been reported I occur in approximasely
2-3% of all chinical pregnancies after
IVE-ET. Blasiocvst wansier should be
gssociated with g lower incidence of
eCciopic pregnancy compared to cleavage
stage transfer.6More eclopic pregnanciecs
oecur  in infertile women, in lower
socioeconomic group and in women who
have had a previous ectopic pregnancy. A
factor with potential etiologic importance
is induced abortion. Women who have had
previous tubal surgery are more prong (o
tubal ectopic pregnancy.

Materials and Methods

Type of Study: Cross sectional type of
descriptive  study conducted  in the
Department of Obs & Gynae, Khulna
Medical College Hospital, Khulna from
July 2006 to June 2007 among the ectopic
pregnancy patient. Sample size 56 cases
selected on the basis of inclusion and
exclusion critena.

Data collection procedure:After taking

Journal of Satkhira Medical College

informed consent from each patient, a very
careful history with particular aention
socio-demographic, menstrual, obstetnic
and contraceptive history, a thorough
physical examination was done and
diagnosis was established climcally in
majority of eases. Pregnancy test and
ultrasonography were done In most cases
to  support  the climcal diagnosis.
Haemoglobin  estimation  and  blood
grouping were done in all cases. Finally,
laparotomy was done 1o confirm the
diagnosis and manage the case. All the
data were collected in a pre- designed data
collection sheet.

Results

During the peried of July 2006 to June
2007 total pumber of patient admitted in
the department of Obs & Gynae ward in
Khulna Medical College Hospital was
LESS. Out of 1855, 56 cases were ectopic
prezaancy. So. in this study incidence was
301, most of our patients (75%) age was
between 20 to 30 Years. In our study age
range was 19 o 25 vears. the peak
incidence (71.43%) of eclopic pregnancy
was among the para 1 to 3 and incidence 15
low (16.07%) among those who are para
maore than 3. The majority of the patient
(50%) present with pain and wvagmal
bleeding and 21 % patient present with
massive intraperitoneal haemorrhage with
collapse. B%.28% cases present with lower
abdominal pain and B35.71% cases had
history of amenorrhoea, also 14.29% had
no history of amenorthoea and this cases
were difficult to dignosis. 71.43% cases
present with abnormal pervaginal bleeding
and many patients £2.86% having
syncopal attack, 39.29% having early
pregnancy signs and symptoms., Only
35.71% present urinary symptoms. In this
series 60.T1%  patient  were  without
contraception and 32.15% were onder
contraceptive coverage but somehow it
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fails. Most the patients 53.75% present
within B weeks of amenorrhoea, history of
MR (42.85%), pelvic infection (28.379%)
and sub fertility (12.50%) constitule the
main bulk of risk factors for ectopic
pregnancy. Only 10.71 % had previous
H/O Ectopic pregnancy, cacsarean section
and appendectomy, On  examination
positive clinical signs were anaemia in
9286 % cases, abdominal and pelvic
tenderness i 89.29 % cases. pervaginal
bleeding 71.43% | pain on movement of
the cervix was present in 67.86% cases |
only 35.71% had a palpable lump in
adnexs 21 43% patient present with
shock. Most of the cases (80.20% ) needed
blood trensfusion as Lifesaving, only
10.7 1% dada’t need blood ransfusion
Table Age modence of Ectopic
Preesamcy (=56

ienlas Nembed

I

Dedes 2 iy
Je¥ems £ ne
e D ne
Table - Mode of prescstason i2=561
e
Made of presezaces o Forcemtas:
Badeat =
Ao
Massive s i I
miraperTione b moer
__hage with collapse
Sobacute:
Irregular vaginal 10 |7 %5
bleeding with symcopal
attack .
Pain with vaginal 23 30,00
hleeding
Chromic f 107

Table : Presenting Symptoms of Ectopic
Prégnancy (n=36)

Journal of Satkhira Medical College

Symphoms Nomber of | Percentape
CASRES %

Abdominal pain 50 B0

HAD amenorrhoes 48 £5.21

PV hleeding &0 7141

Syncopal attack 2 4186
_Early pregnancy $/8 22 1

Lirinary problem i 1571

HIO no amenorrhoes 3 1429
D¥iscussion

This cross sectional type of descriptive
study on ectopic pregnancy was conducted
in Obstetrics and Gynecology department
of Khulna Medical College Hospital,
Ehulna. This study was conducted from
July 2006 to JTune 2007, In this swudy
diagnosis of éclopic pregnancy was made
by history and clinical festures. An ectopic
peEnancy is an Smefgency  situation.
Early daznosis 18 very importamt for
povemims compheations and thereby 1o
decresse the muwwindity and mortality. For
preservainom of pormal anatomy and
foscoom of the fomale reproductive
orzams. caily dizrnosis snd treatment of
CCROPNC Pregmamcy Is Very imporant
Recemtly mostality from ectopic pregnancy
bas been reduced doe to prompt diagnosis
wimch 15 I twm doe to good diagnostic
facilities  such as  transvaginal
uirasonography and serum  beta-hCG.
Other causes of decreased mortality are
sUrgery in appropriate time, improvement
im  anesthesia, availability of blood
transfusion  faciliies and use of
appropriate antibiotics. In Bangladesh the
mast important cause of ectopic pregnancy
5 pelvic  infection. When there s
inflammation in the mbes, then they are
damaged and there is intratubal adhesion
and ciliary function of the lining
epithelium is lost. As a result, transport of
fertilized ovum through the tubes is
hampered and it is implanted in the twhes.
The incidence of ectopic pregnancy varies
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greatly throughour the world, even in the
sime country ranging from | in 28 to | in
300, In my study ectopic pregnancy
occurred in 001%  of the total
aynaccological admitted cases 1855, Khan
et. al.27 showed that ectopic pregnancy
occurred in T % of the total gynecological
admitted cases (4284) ., and Shahina A
[21] showed 681 % of the total
pynecological admitted cases (3215),
Ectopic pregnancy causes major maternal
morbidity and mortality with pregnancy
loss and its incidence is increasing
worldwide. In the United 3States of
America, the number of ectopic
pregnancies has increased dramatically
the past few decades. Based on hospital
discharge data, the incidence of ectopic
pregnancy has risen from 4.5 cases per
L0 pregnancies in 1970 o 19.7 cases per
LK) pregnancies in 1992, The rise can be
atiributed part to increases in certain risk
factors but mostly 1o improved
diagnostics. The cases- fatality rate has
declined from 355 maternal deaths per
10,000} ectopic pregnancies m 1970 1o only
3.8 maternal deaths per 10,000 ectopic
pregnancies in 1989, Even though overall
survival has increased, the nsk of death
associated with ectopic pregnancy remains
higher among black and other non-while
minority women. No death occurred from
eclopic pregnancy In my observation
period, Age of the patients were analyzed.
It was found that out of fifty six patients
forty two patients (75%) age was between
2030 vears , 12 patients were between the
age of 31 to 45 years. and 2 patients were
below |9 years. If we compare this study
vith that of Shamima's. In her study she
showed majority of the patient's age was
m between 20- 30 years. Sahela Jesmin
shows 1 her smudy that 53.31 % patients
were between the ages of 31-40 years.
Khan et al [27]. in 2 local study of 300
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cases , showed 79.99 % patients in 15-34
years age group . In another study by
Parveen R, 653% of cases were belween the
ages of 26-35 years. All of the above
studies indicate that highest incidence of
ectopic pregnancy in  highly fertile
period.In this study, the peak incidence
{71.43%) of ectopic pregnancy was para -
1-3 and Para =3 is low incidence 16.07 %
Khan et al [27] have shown almost similar
observation such as highest incidence
among Para 1-3 ( 38 % ), para - 0 { 30 % )
para 3-5 (20 % ) and para - 5{ 12 % )
Kulsum ST7 [32] showed peak incidence
among para =1 (37 % ), para-2(25% ),
then the incidence gradually declines with
the increasing Para. Zabin F [29] and
Parveen R [30] have also showed that
higher incidence of ectopic pregnancy was
present among women of low pariety
{para-2), The presenting symptoms of
ectopic pregnancy were analyzed. 8928
cases had lower abdominal pain, 85.71 %
had history of amenorrhoea , 71.43 % had
P/ V bleeding , 42.86 % gave history of
syncopal attack. Zabin F [29] and Parveen
R have reported more or less similar
findings. rchibong et al. [15] has found
that the presenting sympioms in order of
frequency were : abdominal pain 93%,
vaginal bleeding 61% amenorrhoca 46%,
fainting attack 500 and shock 2%. Khan et
al.[27] in a local study showed pain
abdomen 97%, history of amenorrhoea
65.33 % , P/ V bleeding 7%, H / O
syncopal attack 1 5.33 % . hypovoluemic
shock 22 % . In local study conducted by
Zahin F[29] 94% patients presenied with
shock. This may reflect the fact that our
poor patients reach to a tertiary level
hospital like KMCH late when the
patient’s condition is in a very critical
stage. Inadequate investigation facilities in
the community level may be an importani
factor which causes delay in diagnosis and
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medical management. In this series 60.71
% patients were without contraception and
32.15 % were under contraceptive
coverage but somehow it fails. This
indicate low coverage of contraceptive in
our setting. In 14.29 % of cases. no H/ O
amenorrhoga could be detected. Among
the patients who presemted with
amencrthoea, majorifies 3337 % had short
period (6-8 weeks) of amenomhoca. In a
study by Khatoon MRE[31] 6.5
amenorrhoea was observed m 6235 % of
patients. Zabin F[29] has mentioned that
56 % gave history of amencerhoes of 6-8
weeks doration and 11
amenowthoea Kolass SUT32] hve shows
93 G with history of amesormhors _ smong
them 62 % had 6-8 wotls amenomhoea
and 7 % had no history of amenorrhoea
Khan ot al [17] showed that 35 % had po
mszory of amenormhoea and 65 % had
history of ameénorrhoea and among them
61.67 % had 6-8 weeks amenorrhoea . So
all the study including me have shown that
commonest duration of amenorrhoes is 6-8
weeks, Among the risk factors identified
in this series history of previous MR (
42.85 % ), history of pelvic infection |
28.57 % ) and history of infertility { 12.50
G ) constitute the main bulk of risk factors
or ectopic pregnancy. Next comes o the
history of C/S, appendectomy & previous
ectopic pregnancy 7.14 %, Zabin F[29]
and Parveen R[30] have also identified
pelvic infection and past history of MR as
the main risk factor for ectopic pregnancy
in our serup, In this serics the number of
patients with ILO [UCD { 7.14 % } 15 low
whereas in a siudy by Archibong et al.
[15]. the number has been stated to be
17%. This mav reflect the stats of low
contraceptive practices in our country. In
this series | have found (6071 %)
patienis were without any contraceptive
method during the disease, only 32,153 %

WEEKS

O D PRy
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on a contraceptive method - In contrast the
incidence of unsafé abortions by untrained
and indigenous abortion practitioners is
guite high which increases the risk of
eClOpic pregnancy in our country  Physical
findings seem to run along with important
symptoms. Abdominal tendemess was
present in Y2.8b6% cases of ectopic
pregnancy in this series. Shahina A [11)
Rave shown 1) % having abdominal
tenderness, Zabin F[29] has reported 100
v cases had abdominal tenderness while
Parveen R[30] has mentioned that in 96.6
= of her cases abdominal tenderness could
be ebcited. J] Walker et al.[33] have
cases had abdominal
tendemmess. Khan et al.[27] have also
shown 80% patients have abdominal
tenderness. S0 abdominal enderness is
more or less a constant sign in most
observations. Adnexal lump was present in
33,71 % of cases, while cervical excitation
test could be elicited in 67.86% cases in
this study . Khan et al.[27] have shown
palpable adnexal mass in the fomix in 80
% of cases and posilive excitation test in
68% cases, Zabin F[29) has observed 10%
cases with adnexal lump and 60% had
positive cervical excitation test Archibong
[#] Found that palpable adnexal mass was
present in only 2 % of cases while positive
cervical excitation test was present in 56
% . This may be due to the fact that, cases
may have been diagnosed earlier due to
the presence of better investigation
facilities. In this study 89.29 % cases
needed blood transfusion as a life saving
measure and 10.71 % did n't need blood
transfusion. The commonly  used
investigations are blood Hb%, grouping
and Rh factor, cross matching, unine for
pregnancy test, Ultrasonography serum
B-hCG level, posterior colpopuncture, In
this study only in doubtful cases
mvestigations were performed. Urine for
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pregnancy test 24 cases positive and
abdominal  oltrasonography  positive
findings in 30 cases. Which is similar to
study of Umme P. Laparotomy was
performed in  all cases along  with
resuscitative measures {if needed) and
peroperative  findings were  evaluated.
After opening the abdomen tubal ectopic
premancy were detected in B7.50 % cases
. Most of our patients { 69.64 % ) had
ruptured tubal pregnancy which reflects
lack of health facilities in the community
level and delay in the diagnosis takes our
patients 1o tertiary level hospiial in the
moribund state.  17.85% cases  were
diagnosed to be tubal abortion and
ampullary part was involved in 61.22 %
cases of tubal ectopic pregnancy. Almost
similar observation has been made by
Parveen R[30] and Zaban F[29] in two
local studies. J. Bouyer et al[34] = 10
vear population based smdy of 1800 cases
have shown that mast (705 ) of the mbal
pregnancy oocur in ampullary part. this
siudy also shows that comremt IICD nse
protects against interstitial pregmancies,
which are the most difficult to manage.

The other sided ube was examined and in
5357 % of cases, it was found noermal
looking and in 8.93% cases it was
pathological (that is inflamed, peritubal
adhesions). Almost similar observation has
been made by Parveen R[30] and Kulsum
SU[32].  After laparotomy surgery
appropriate for each case was performed
and unilateral salpingectomy was done in
53.57 % of cases with contralateral
ubectomy in 30.36 % of cases as they
were parous and completed famaly, Four
cases having unilateral
salpingoophorectomy  as  there  were
organized tubo-ovarian masses. In this
study we have seen one préegnancy in
mdimentary horn of bicomuate oterus of
20 weeks durati on presented with massive

toumal of Satkhira Medical College

intraperitoneal haemorrhage and shock
and resection of rmadimentary hom was
done. Only in two cases salpingostomy
was done, Milking of the twbe was done in
another twWo cases.

In a local study by ZabinF[29]. 98 %
patients underwent salpingectomy whereas
Archibong et al[15] has noted that in 90
% cases salpingectomy was performed.
Most of patients presented with ruptured
or grossly damaged tohe when
conservative treatment where not possible.
But Parveen R[30] has shown that
salpingectomy was performed in 90 % of
cases. This may be due to the fact that
conservation of ovary i85 Zfetling more
artention than removal. Khan et al.[2] have
shown unilateral alpinesctomy in 7100
cases, unilateral salpmgoophorectomy in 2
% cases. unilateral salpinzectomy with
other sided mbectomy mn 24.66 % cases,
salpingostomy done in 4 cases, removal of
abdominal pregnancy in 4 cases and
resection of medimentary horn in 3 cases.
Most of the patients had uneventful post
operative recovery, only two patients had
wound infections.

Conclusion

As the number of cases in the sudy is
comparatively small and duration of study
only one year. so more detailed work with
large number of cases over several years is
desirable to draw any meaningful num
inference. It can be concluded that much
of the morbidity of the patient due to
ectopic pregnancy can be prevented by
better obstetrical and family planning care.,
Delivery should be in total aseptic
condition by a skilled birth attendant to
prevent incidence of pelvic infection.
Medical termination of pregnancy should
be by an anthorized and trained person and
in aseptic condition., Introduction and
re-enforcement  of family  planning
program at grass toot level should be

(38}




JSMC ; Vol 04; Mo, 0 Jul 207

diagnostic accuracy as serial human
chorionic gonadotropin measurements Am
J ObstetGynecol 1994, 170 1822-5.

), Vally VT, Mateer JR, Aiman El.
ThomaMI Phelan MB,. Serum
progesterone and endovaginalsonography
by emergency physician in the evaluation
of ectopic pregnancy. AcsdEmerg Med
1998:5:309-13.

21, Shahina A. study of Ectopic Pregnancy
a prospective study of 100 cases.
Dissertation.

22, Sadek AL, Schiotz HA.
Transaginalsonography in the management
ol ectapic pregnancy.
ActaOlsietGynaccolScand |995:74:293-6.
23, Ankum WM. Van der Veen F.
Hamerlynck V. Lammes FB Suspecied
ectopic pregnancy. What o do when
human chronic gonadotropin levels are
below rthe diseriminatory rone. J Keprod
Med 19935:40:525-5

24. McCord ML. Muram D. Buster JE,
Arheart KL, Stovall TG Carson SA. Single
serum progesterone as a screen for ectopic
pregnancy: exchanging specificity and
sensitivity to obtain  optimal  test
performance, FertilSteril 1996, 66:513-6
75, Heather Murray, HanadiBaskdah,
Trevor Bardell. Togas Tulandi, Diagnosis
and treatment of cclopic pregnancy,
CMAL October 11, 2005; 173 (2): 911,
26, Clausen 1. Conservative versus radical

(40)

Jawrnal of Satkhira Medical Coflege

surgery for tubal pregmancy A TEViEW
ActaObsterGynecolScand 1996; 75:12

27. ShamimaSiddiqua, MM Alam, MA
laher Khan, Ectopic pregnancy-A
diagnostic  dilemma, Bangladesh 1
ObsterGynaccol 2004:19 (1):7-10. 81

7%, Salehalesmin, An. analysis of sixty
cases of Tubal pregnancy 2003 January.
P-fd; Dissertanon.

79, Zabin F. Study on clinical
presentations, management and operative
findings of eclopic gestation, IPGMR.
Dhaka 1987 Dissertation

3. Parveen R. Clinicopathological study
of ectopic tubal pregnancy- A study of 60
cases. IPGMR, Dhaka, 1992; Disseriation.
1], Khatoon MR, Clinical presentation and
management of ectopic gestation. TPGRM,
Dhaka 1987; Dissertation

32 Kulsum SW, Smdy on ectopic
pregnancy, A prospective study of 1O
cases. Department of Obstet and
Gynacoloty. BSMMU. Dhaka 2001
i Dissertation)

33, JI Tay, Lecturer, ] Moore, Research
Fellow, 1] Walker, Professor, Clinical
review of ectopic pregnancy. BMI
2003:320:916-919.

34. 1 Bouver, Coste H, Fernandez, Pouly
JL. and N Job-Spira. Sites of ecclopic
pregnancy: A 10 years population based
study of 1800 cases-Human Reproduction
2002;17(12):3224-3230.



J5MC Vol 04; Mo, 02: il 2017 fournal of Satkhira Medical College

Original Article

Safety, Efficacy & Treatment Outcome of MDR-TE in
Chest Diseases Hospital, Khulna, Bangladesh

PK C hanhurg.r', SP Biswas’, SRM Saiful’, SMM I-iaiul:jl.l':'."l

ABSTRACT:

Backprommd: Mulndrog resistant tuberculosis is @ significant public health
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patsents died, 6&05.08% ) patienis defaulted in treatment and 18(15.265) pitiens
had wrearment failure. Treatment failure was sipnificantly higher in male
panents (36.14%), patents with concomitant disease (O5.65%) amd alzo bad
personul habit (80.77% ), Conclusion: The wreatment success rate of MDR-TB
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Introduction:

Muludrug resistant tuberculosis is defined
a5 tuberculosis (TB) resistant to at least
isoniazid and rifampicin, the most potent
anti-TB drug [1]. Drug resistant TR
(DR-TB) possesses a significant threat to
control of TB worldwide. The emergence
of drug resistance in tuberculosis (TB).
particularly multidrug  resistant TB
(MDR-TB) is a significant public health

problem  worldwide.  Globally, an
estimated 3.5% of the new cases and
20.5% of previously trcated cases have
MDR-TB and there was an estimated
480000 new cases of multidrug resistant
TB (MDR-TB) and additional 100000
people with nfampicin  resistant TR
{RR-TB) i 2013, which were also eligible
for MDR-TB treatment [2].

NTFP (National Tuberculosis Control

41}
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Programme) Bangladesh has conducted
countries first natonwide drug resistance
survey in 2000-2011. According to this
survey repori, the proportion of new TB
cases with MDR-TB is 1.4% and that of
retreated cases with MDT-TB is 28.25%.
On this assumption the estimated total
number of MDR-TB cases in 2011 1o 20135
in the country were 21,905, But only in
2015, the notified new pulmonary cases
were 157026 and retreatment pulmonary
TR cases were B645.[2]

The treatment of MDR tuberculosis is
difficult because it is expensive, prolonged
and complicated which in twrn result in
poorer outcome [3]. Treatment and control
of MDR-TB requires a sound
infra-structure  with  well-equipped
laboratory Facilities to provide quality and
prompt diagnosis [4]. Since the drug
weatmeni of MDR-TB is extended up
4 months and associated with major
adverse drug reactions (ADRs), well
tramed vigilant healthcare workers are
eszential 10 provide the treatmeni services
and ensure compliance [3]

Tuberculosis is a major public health
problem in Bangladesh since long. Under
the Mycobacterial Disease Control
(MBDC) unit of Directorate- General of
Health Service (DGHS), the National
Tuberculosis Control program is working
with a mission of eliminating TB from
Banglacdesh. The NTP adopted the DOTS
strategy  and  started  its ficld
implementation in November 1993, Now
the DOTS services are available
throughout the countries including the
metropolitan cities. DOTS — Plus program
follows a standardized regimen of
treatrent (labeled as Cat TV) which has
shown feasibility and effectiveness with
1% successful outcome in MDR-TB in
resource limited countries|2].

It is evident that there is a great scope of

(42)
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improvement in the program. Regular
surveillance of the program highlighting
both its success and failure 15 important
find weak arcas which need intervention
for better program outcome [6]. This study
was done under controlled and
standardized conditions. The aims of the
present study were to assess the treatment
outcome in real life sitwation and find out
the factors that may determine the
treatmen! Guleoamee.

Materials and Methods:

This prospective observational study was
done in MDR-TB ward of chest discase
Hospital, Khulna, Bangladesh from 19th
Jupe 2013 w 19th July 2017, It was
conducted with prior permission from
medical superintendent of chest disease
hospital, Khulna. This hospital is 50
bedded clinical institution.118 patients
were registered in our study and provided
them treatment using DOTS (Directly
observed reatment short course) strategy.
This institution is the pioneer in providing
reatment for MDR-TB patients in south
west part of Bangladesh since 2007.
Patients enrolled in this study were treated
with daily supervised regimen in the
MDE- TB ward in this institution during
intensive phase of treatment.

Culture proven admitted cases of MDR-
Pulmonary TB patients were included in
this study. We administered six drugs
during intensive phase including one
injectable aminoglycoside (Kanamycin),
quinolone,  {Levofloxacin/  ofloxacin),
FEthonamide (Eto) & Cyeloserine (Cs)
from second line and also included
Ethambutol (E), Pyrizinamide (Z) from
first line of drug theraphy. Duration of
intensive phase was extended from 8-12
months.

After completion of intensive phase,
patients were discharge with one month of
oral medication of continuation phase and

-y
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advised to report W0 the nearest MDR-TB
clinic within one month. They were
followed in outpatient clinic monthly.
During continuation phase, five drugs such
as Offoxacin (Ofx) / Levofloxacin (Lux).
Ethambutol (E), Pyrazinamude (2),
Ethonamide (Eto) and Cyclosermme (C5)
were given daily for at least one vear
Pyridoxine was administéned to sl pasients
a5 2 supplement.

Each of the patients was followed ap every
month for
weighl, spuinm smesr SXamEmancn., Chest
x-rav and ADRs (Adverse Drap
Reactions) nfl complenos of 24 monts
therapy. Miomabiy eNiy  EOrEEy
sampdes of spetem  specTmen
Slasansd for o EecToscoPy . AT s
cvery 3 monthiv smes was dome 0l the
end of therapy. For the first 6 months,
bematodoryal and bsochemical tests (liver
and remal function tests) were done every
monthiv & thereafter as when required
Treatment outcome was categorized as
cured, default (lost of follow up), failure
and death as per the NTP puide line of
PMDT (programmatic management of
drug resistance Tuberculosis). A patienl
was declared cured after complete
rextment for at least 24 months with last
five smear microscopy became negative.
However, patients having two or more last
smear positive result were considered as
failure, where completed treatment
patients did not meet the criteria for cure
or failure due to lack of bacteriological
results. Patient who interrupted reatment
for two or more consecutive months was
labeled as default (lost to follow up).

The data was recorded in Microsoft work
sheet and analyzed by fisher's exact test
and paired students’T" test with the help of
Graph pad prism 5.0 soft, P value <1005
was considered statistically significant.

sssessmment. bodh

o e
climacsl
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Result:

Berween 19th June 2013 to 19th July2017,
total 118 MDR <TB patients were
admitted in MDR -TB ward of chest
discase hospital, Khulna, Out of which 93
(20 5% ) patients became MDR ~TH after
taking category -1 drug and also
23119.5%) patients  after  taking
category-11 drug. The most of the patients
were relapsed case after completion of
both category of drug. All the patients
wmere treated for more than two years
mchsding inlensive phase and continuation
phate  After completion of srandardized
pcament regimen. 76 (64.4%) pahents
kel 2 secccssful ouwtcome. Remaming
4X356%) patiemizs had unsoccessful
ogicome  (death, defanhr & failure)
(Tablz-1). The patiemts with successiul
outcome had a weight gain of 83+4.6 kg
which was significantly higher than those
with unsuccessful outcome (P- value <
0.01),

Ninety two (77.97%) patents showed
sputum smear negative within 9 months.
But maximum patients (72, 61.01%)
became negative within 3 months and also
11 patients became smear negative within
6 months. However, out of remaining 26
patients who remained smear positive, 18
patients died, & defaults and 1 had
treatment failure. Twenty nine (24.58%)
patients had sufféred from asdverse drug
reactions.  Gastrointestinal  intelerance
{(vomiting& jaundice) 7. neurological
&psychiatric  disturbance 7, vertigo&
impaired hearing 4. joint pain 9 and also
allergic reaction 2 which were the
common side effects (Table-2).

In this stady (resistance 1o any drug and
multidruog) falure were analyzed against
age, sex, concomitant disease, personal
bad habit, radiological improvement
during treatment, effect of Gene expent
MTE & rifampicin resistance. Any drug
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resistance as well as treatment failure was
significantly higher in association with
male patients (36.14%), patients with
concomitant disease (B6.96%) and also
bad personal habit (95.65% ) Toble-11T)
Further MDE. -TB was also sigmificantly
higher in radiological no improvement
group during treatment phase and Gene
expert MDR-TB & Rifampicin registrant
paticnts,

Table: I: Treatment outcome among
MDE-TBE Patients.

Journal of Satkhira Medical College

Treatment Number of | Percentage
outeome Patients

{n=118)
Cure Th 64.4%
Death I8 15.26%
Default il 5.08%
Treatment Failure | 18 15.26%

Table-1I: Discontinaation of ATT due
adverse drug effects:

Name of | Number Reason  for
cansal drug | (percentage) | discontinuation
20 {24.58%)
Pyrazinamide | 9(7.63%) | Joint pam
Cyclosenne | 7(5.93%) | Newrological
&  psychical
| disturbance
Kanamyem | 3(2.54%) | Decrease
hearing
Ethionamide |2 (1.70%) | Yomiting
Kangmyem | 3(2.54%) | Vomuting
 Ethionamide' | 2(1.70%) | Jaundice
pyrazinamide
Ethionamude | 201.70%) | Allergic
reaction
hanamyein | 1 {0.84%) | Vertigo

Table: 1Tl Demographic & clinical factors
associated with treatment outcome in
MDR-TB patients (n=118)

Characienistics Memmber | Spccessfd | Failare Rase

faloes of e | nulcome 42 (35.6%)
pasicet | 76 {64.4%)

. (r=118)

Giemder -

Male #3 F3(63.80%) | 30(30.14%)

Female 35 1230881 | 1242

Age W vears;

i F: MELITY) | 29307

45 43 ITE01%) | 13 (28.RE

Comcomitant distase

Yes ) [435%) | ZNO565%)

[ Nn 2 TETR N | N0

| Persunal Babit 5 [h{15.23%) | 42(30.77%)

Smoking |32 07 (21.58%) | 25(TR.12%)

Aleahal ikl 111} G0 M)

Consumpio ] 2381 16760

Tobacea chewing

Raidaolorgacal

Imprevemens

Yes 7h B4 {B2I%) | 1241570

Nip il 123 1%) | 3376,1 9%

Gene expert MTB & | |18 ThALAIS) | 4335505

Rifampicin

TEslslimee |

Discussion:

Tuberculosis 15 a major public health
problem in Bangladesh since long. The
history of tuberculosis in Bangladesh has
different stages. This present study was
done 1o evaluate a four years prospective
data on the treatment outcome of
MDR-TB under programmatic condition.
Owr study showed convincing results with
64.4% success rate in treating MDR-TB.
This owtcome is consistent with Indian
gtudy & also  recently  published
meta-analysis report [6-9]. Similar study
from other Asian countries had also shown
different success rates ranging  from
AT%-70%[10,11].Though the treatment
outcome had improved over a penod of
time but is still far away from the WHO
targets of 75%-90% success rate [2]. So
this calls for the need to turther review &
improve DOTS plus program and also
climinate the factors that are the predictors

(44)
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of poor outcome,

[n spite of treatment, 15.26% of patients
(n=18) died in the course of treatment.
This result is beter than in Indian study
but higher than the results of recent two
meta-analyses [6,7.8], Maximum death
{66.66%) in our study occurred within six
months of initiation of reastment, Possible
causes included bilateral extension of
pulmonary disease leading o respiratory
failure, supper added infection and adverse
drug reaction, Early detection of
complications by the DOTS provider and
early referral might help in reducing
mortality. Our study also showed the
treztment default rate of 5.08 %( n=06)
which 15 signsficantly better than 21% ag
schigved in Indian seudy [6,12). Treatment
defzult 1s an important parameter to judge
the performance of the program. Paticnts
counsehing and treatment  supervision
mur heip the treatment outcome of the

Speiem smew & culure cxamination
macates e bacwrnolozical Joad,
mieciwes staes of he panemt &
bacteniological mEprovemem
sputumn culire @ first 3 and
negalive conversion = cascatal o bxbel
the patients non-infections. The spotems
culture conversion rate vanes from 74% o
92%in different stodies across the siobe
[5,13.14]. But in Chest Dizease Hospital
Khulna has no culture facility. So we had
te depend on smear cxamination resah
only. Surprisingly our stody showed
T2{61.02%) patients became sputum smear
negative within  first 3 months of
treatment.

The study also showed that maximum
female patients became sputum smear
negative amd radiological improvement
within three month which was associated
with successful outcome. So success rate
(65.71%) was more in female. As females

Imitial

Iowwid b4,
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were more vigilant and comply with drug
treatment as compared with female. They
are also less liable to (default) loss of
follow up during the treatment
Radiological improvement o MDR-TB
treatment was a good predictor of a
successful  outcome  with a  strong
correlation [15,16). The successful patients
achieved radiological improvement
Different factors affect the resulis of our
study, Smoking & Tobacco chewing and
alcohol had been associated with poor
outcome  including  death, default &
treatment failure. This result is consistent
with other study throughout the Globe
I7,18. However tobacco related factor
grossly affect the outcome of our study.
Most of the failure cases (80.77%) have
had a history of having bad habit,
Conclusion:

The category IV regimen of DOT-plus
under PMDT program in MDR-TB
patients produced significant improvement
mn  body weight, bacteriological and
radiological examinations result,
Treatment success rate in MDR-TB had
shown improvement over the vear. But it
1= sull far away from WHO target, So the
oSt suggEest thal any  interventions
shoukd be wkeén o mmprove nuiritional

=

s of the patiemis 25 well a5 measures
0 emsure wraming of the DOT care

provader & rmse public awareaess about
the progamme of MDR-TB patients
L= a1
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Evaluation of the Incidence of Hypovitaminosis-D
in Patients With Suggestive Clinical Features.
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ABSTRACT:

Hypovitaminosis-D is an under diagnosed neglected epidemic in our country
Most of the females and many males are suffering from the problem. As the
symptoms wvary according o the severity of e deficiency, most patients are
reluctant to treat the condition, Duee 10 a wide vardety of musculoskeletal
symptiyms it has a negative impact on a person’s daily activities. All patients
having suggestive clinical features should be investigated for the deficiency and
treated accordingly.
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Introduction:

Omne  billion people worldwide have
hypovitamenosis-D.[ 1] German rescarcher
Adelf Windaus first discovered three
forms of vitamin I which he called 11,
D2 and D3. It was later leamed that the
vitamin —[}1 was a mixture of compounds
rather than a pure vitamin-I product, So,
the term D1 is no longer used. Vitamin-D2
or ergocalciferol  comes from plamt
sources and vitamin-D3 or cholecalciferol
i5 the internal form that we make in our
body when the TV light (UIV-B) of sunray
fall on the bare skin. %)% vitamin-D thus
produced in our body with the help of
sunray and only 10% comes from the food

[47)

sources. Dietary sources are fatty fish like
tuna, mackerel etc, beef liver.
cheese, cge yolk and some mushrooms.
Daily need of vitamins-D is around GO0
LU [ day|2-T). In a far skinned person
20-30 min of sunlight exposure on the face
and forearms of midday is estimated 1o
generate the cquivalent of around 2000
[.U.of vitamin-D[&]. Two to three such
exposures [0 sunlight each week 1=
sufficient to achieve healthy vitamuin-D
lesvel[6]. There may be no climical feature
in mild to moderate vitamin-D deficiency
for years. Bur in severe deficiency. patienis
may come with bone and muscle pain,
gencral malaise, muscle weakness esp of
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proximal limbh  muscles, backache,
difficulty in walking or walking upstairs
and getting out of a chair, repeated falls,
stress fractures etc|6], Very low levels of
vitamin-D {<10 ng/ml) for prolonged
period is required to produce osteomalacia
{bone softening) or rickets. MNormal
vitamin-D3 level of healthy people is
30- 100 ng/ml,

Materials and methods:

We reviewed the results of vitamin-D3 level
of patients presented to us with feares of
hypovitaminosis-D. ~ The  swdy  was
conducted between June-2014 to September
— 2018 in some Government and privale
hospitals of Kholna, Dhaka and Satkhara and
the results of vitamin- D3 level was recorded
and finatly analysed in several ways.
Results:

We reviewed the results of vitamin-D Jevel
in total 173 patiens, Deficiency staius was
categorized an mild (vitamin-D level - > 20
-« 30 n= |/ ml) moderate (vitamin-D
-10-20 ng/ml} and severe ( < 10 ng / ml}.
Patient sslection critena-

a. chronic back pain

b. chronic bony pain.

¢. chromc muscle aches.

d. Unexplained weakness, fatigue.

. chronic muscle cramps.

There was mild deficiency in 25 paticnts,
moderate deficiency in 72 patients, severe
deficiency in 70 patients and normal
vitamin- D level was found in only 06
patients. Deficiency category among 173
patients. n=173

Pl reiadrs e Raumrm Flpyeresinl

Joumal of Satkhita Medical College

Aming the vitamin-D deficient patients
there was 4 % males and 96% famales. n=
167,

64% patients came from rural areas and
36% patients from urban arcas. n= 167
Among the severely deficient patients of
vitamin-D, 32% was in the age grump of
12-30 vears, 31 % in 31-30 years and 32
% in > 50 years age group. (n=T0)

Among the mild and moderately deficient
patients of vitamin -D, 32% was in 12-30
vears age group. 27% was in 31-30 years
age group and 41% was =30 years old.
Among the vitamin-D» deficient paticnts
{n=167) 93% was muslim and 7% was
Hindu.

The dress code among the vitamin-D
deficient patiemts (n=16T7) was as
follows-Borka-55%., Kamij-25%,
Shan-16% and others-4%.

B
¥
= s
=
= ass
B 3o
E
=z
IE 1T
o
Barks Kami Lhari Ortheers:
Discussion:

Vitamin-D deficiency is a global problem.
One billion people worldwide have
hypovitaminosis-D1. In UK. > 50% adult
population have hypovitaminosis-D and
16 % develop severe deficiency in winter
and springl. In countries with prolonged
winter season people have the risk to
develop more hypovitaminosis-ID. In our
country, though there is no shortage of sun
shine but people esp the females have
areater risk to develop hypovitaminosis-D
due to their dress habits, Due to their
religious and social bindings they wear
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clothing’s covenng the whaole body (like
horka, kamij etc) with small chance to pet
sun shine directly on to their skin. 90%
vitamin-D) is produced when sun shine (B-
ultraviolet rav), fall directly onto the skin.
A series of chemical reaction occurs in
skin, liver and kidneys 1o produce the
ultimate active form of vitamin-D. Only

10 % vitamin-D comes from dietary
spurees[ 1], Most of the tissues in our body
have receptors of vitamin-D and many
functions of vitamin-D is vet o be
discovered hesides their action on bones,
1eeth und intestine,

[n our study 96% ware female patients that
correctly reflects the need for adequate
sxposure o sun shine, Among our patients
~2% were suffering from moderates to
senere deficiency of vitamin -D denoting it
5 =0 overtooked major health hazard, Our
sady meniioncd. cxposure 10 sun shine is
moee mmporian than the habitat - either
sl or wrbem Elderdy people (> 50 years
of age) were the muor group suffering
from severe ypovitmmimosis-D (525
probably dec ® deew prodomesd stav ag
b & less smm exposse.

The sk facsor of bypoviasaos: D =
dork dissmod people. cheldecs aad clderis
{(>65 wyears). pregmamcy, obesmy. heavs
clotung exclosive breaw fod e (of
months of age). profoesed bosse boemd or
hospitalized persons, poverty, vepctanass.
alcoholism, living comntnes = hish
altitudes and family history of vicsmss T
deficiency.

Metissa K. et al[?] found that
hyporitaminosis-D is common in general
medical inpatients, including those with
vitamin-D  intakes exceeding the
recommended daily amount and those
without- apparent risk factors for
vitamin-D deficiency.

Md Zahirul Islam at al[3] found that
vitamin-I}  deficiency and borderline

Journal of Satkhira Medical College

vitamin D status was very commen in
different groups of adult Bangladeshi
women - velled & non - veiled,

Shakil Mahmood et al[4] found a high
prevalence of vitamin [} deficiency in the
Bangladeshi female garment workers
(100%), GR et al[5] found that vitamin-D
deficiency is prevalent in epidemic form in
all over the Indian subcontinent (70-100 %)
& subclinical vitamin -D deficiency is
highly prevalent in both urban & rural
sellings.

Conclusion :

Hypovitaminosis-D is an under diapgnosed
neglected epidemic in our country. We should
care for hypovitaminosis-D in every aspect of
our daily practice.
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Immediate Post Partum Complication - A Cross
Sectional Study in Shaheed Suhrawardy
Medical College and Hospital
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ABSTRACT:

Introdoction: Sociol and medical progress in the twentieth century has
eliminated many of dongers of child beanng female. In South Asia 8 woman
dies as a result of complications arising from pregnancy and childbirth, 40
women suffer from painful and permanemnt disability. Objectives: The main aim
of the study was to evaluaie the common problems encountered in immediate
puerperium in cur country with special anention to identify the preventable risk
factors so that appropriate measures can be taken to reduce the morbadity and
mortality during this penod. Methodology: This 1= a cross sechonal study
conducted in = tertiary hospital of Bangladesh- Shaheed Submawardy Medical
College And Hospital. over a period of one year January 2007 to December
2007, Ome hundred randomiy sclected patients who were admined for delivery
Results: Majority of patients (T8% ) admined were between the age range of 18
w M) years. Only 4 peroomt of the patieats were less than 18 years and 18
percent were mors than 30 years. Conclusion: Haemorrhage is the most
common cause of postpartum death, Prevention and treatment of anaemia,
hospital delivery for high risk pregnancy, supervision of each labour by
skilled personnel. appropriate and active management of third stage and
judicious use of oxylocin, ergometrin, prostaglandin or ather wierine stimulant
can prevent a considerable proportion of postpartum haemorrhage.
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Introduction:

Social and medical progress in the
twentieth century has eliminated many of
dangers of child bearing. South Asia is the
region of 22% of world population, but
accounts for 50% of world's maternal
deathThe technology 1o save women's
lives and prevent their disability is

available today, vet in every two minules,
somewhere in South Asia a woman dies as
a reselt of complications arising [from

pregnancy and childbirth, 40 women
suffer from painful and permanent
disability.

Expert  from around the world

acknowledge, however that almost all
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maternal deaths could be prevenied if all
women were cared for by a professional
health worker (midwife, nurse, doctor)
with the midwifery skills in the most
critical period during and immediately
after childbirth. Having a health worker
with midwifery skills prezemt ar child
birth, back edup by transportin case of
emergency referral if required. is perhaps
the most entical intervention for making
motherhood safer [1]. Much snention has
been focwse don antenatal care for
preventing maternal monality. Bot ven
few studies have examined postpartum
care. even though over half of all maternal
death occurs in the post partum period[2].

In developing countries maternal mortality
was referred to as a neglected tragedy in
1985[3). The lack of atention to
postpartum  care in developing countries
is another neglected tragedy, and requires
immediate attention.

This study examines the incidences of
pastpartum  complications by reviewing
puerperal cases in immediate postpartum
period (first twenty four hours following
delivery). The study also focuses on
distribution and type of postpartum
complications, pericd of highest risk,
important risk factor and recommended
postpartum activities to prevent death from
postpartum complication.

Methodology

*This is a cross sectional study conducted
in a tertiary hospital of Bangladesh-
Shaheed Suhrawardy Medical College and
Hospital, over a period of one year
January 2007 o December 2007. One
hundred randomly selected patients who
were admitted for delivery.

Detmled history with special attention to
previous antenatal records were taken,
from each patients. Then to identify the
risk factors (many patients had no
antenatal checkup) a through clinical
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examination was performed. Urine was
examined for protein, Hb percentage by
hacmoglobin paper and blood grouping
and Rh typing was done in all cases and
ultrasonography was done in some cases
when It was available.

The patients were categorized as risk when
they were diagnosed as cases of teenage

pregnancy. grand multiparity, severe
anzemua, pre-eclampsia,  eclampeia,
ANtePartm haemorrhage (APH),

prolonged labour, obstructed labour and
profonged rupmred membrane. Labour
was momtored 1 all the cases. Partograph
was mamizmed 1 those case sthat-were
selecied for vagimal delivery. Whenever
there was any deviation from normal
appropriate  measures were taken
immediately. Active management policy
was adopted in managing third stage of
labour. The patients were closely observed
for 24 hours following birth of the baby o
detect any abnormalities and they were
managed with due attention.

The complications encountered thoroughly
and were evaluated in tabulated form
{some in graphs) and analyzed by
statistical method. Sample was taken upon
18nclusion and exclusion criteria.

Results

Majority of patients (78%) admitted were
between the age range of 18 o 30 years.
Only 4 percent of the patients were less
than I8 years and 18 percent were more
than 30 vears. Among 100 paticnts 43
percent were primi and 25 percemt were
mulilgravida. About 30 percent of the
admitted patients were in between the
above two groups. Out of 100 patients, 99
percent of the patients were clinically
anaemic. Only | percent of patients was
found to be severely anacmic. At the time
of admission. most of the patients
(91%) had normal temperature. Some
paticnts presented with mild rise of
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iemperature (due to premature rupiure of
membrane, obstructed/ prolonged labour,
tridl at home). Only 4% patents presented
with  features  of  chorioamnionitis
itemperature more than 101°F). Among
the admimed panents 12 percent were
pre-eclamptic and 6 percent patients were
admitted with ante partum hasmorrhage.
Out of 100 paticnts |3 percent were
admitted with prolonged labour and 2
percent were admitted with obstructed
labour, Out of 100 patient 8 percent, were
admitted with prolonged roptored
membrane, Out of 100 patient only 34
patient needed LSCS. Among them 29
werg high-risk group and 3 were of non
riskgroup. Only 1 patient under went
subtotal hysterectomy and 1 needed
cacsarean hysterectomy who had placenta
accrete and other patient who had
Tangrenous BIerus following
choncamnionitis. Spinal headache was
expenenced m 2% of patient with PE. in
3% of patient of prolonged labour, 2%
percent of with obstrocted labour, in 1% of
pateént of patients with prolonged rupiured
membrane. Post operative pain was
experienced n 1% of teenaged .pregnant
paticnt, in 1% of grand multipara patient,
patient with severe anaemia and in patient
with prolonged ruptured membrane, in 3%
patient of PE, in 2% patient of APH and in
| % of patient of prolonged labour,
Temperature was raised in 1% of patient
with prolonged labour and obstructed
labour and in 3% of patient with prolonged
ruptured membrane, Tachycardia was
found in % of patient with severe
anaemia and in patient with prolonged
labour, 1% of patient with APH, 1% of
paticnt with obstructed labour and n 3%
of patient with prolonged mptured
membrane. 1% of patient with prolonged
labour and 1% of patient with obstructed
labouar experienced paralytic ileus. Urinary
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retention was found in 1% of non-risk
group patient and in 2% of panent with
prolonged labour.Out of 100 patients, 9
patients  suffered from  postpartum
hacmorrhage duc to atonic wlerus, 3 were
reated conservatively, manual removal of
placenta was done in | patients, whileno
patients needed dilatation and curettage
Lnly 1 patient needed infranterine
inflation of balloon catheter  and
B-Lynchbrace suture of uterus was given
in | patient. Repair of périneal tear was
not done any patient; cervical tear was
repaired in | patient. Exploration of broad
ligament hematoma by laparotomy was
not needed in anypatient. Among 100
patients who were under observation death
rate is 1%. One patient died due to
ohstetric shock.,

TABLE I DISTRIBUTION QOF
PRESENT MODE OF DELIVERY BY
RISK GROUFP OF PATIENTS {N=1{1)}

Peemmodzof | NomBiskCoup | RiskGrop |
delivery No.of | Pencent | No. of | Peroeat
| ke piens| %
omal vgnd 5 | B [ 9| 9
lrvery without
pisioomy
omd  vgnd 5| 15| 8 | 8
]Em]r will
Episiotomy
Neseeslncin. | 3 3h 1x
Focceps devery 1 | F el D
Lower  Semet 5| 5 | 1| W
aesarean
section
Subtoal nterectomy | i I | ]
poliowing noptured sens
Cagsarean vskrechomy. | ] | I

(52}




JSMAC Vol Od: Mo, D2- Jul 2017

Discussion

This swdy was condocted in Shaheed
Suhrawardy  Medical College And
Hospital where a large number of patients
|particularly from lower socio-economic
condition) seek admission for
management. A total of 100 patients were
randomly selected who attended, the
obstetric ward for confinement. At first
patient were categorized taking some
known risk factors as variables. Age
distribution of patients about 78% were of
[8-30 years of age. Only 4% were aged
belowl8 wears and T8% were above 30
¥ears, The study by Afsana  Rin
Mymensingh Medical College Hospital
IMMCH} showed the number of patient
betweenl8 30 vears of age group were
B0% and only 20% were above 30
years|4-6). In this study shows only 0.33%
of teenage pregnant woman had PPH due
1o perineal tear.-'According to 45% of the
admitied patients were primi and 25%
patients were grand multipara. In Afsana's
study the percentage were 31% and 20.5%
respectively [7-8], In my study shows 1%
of grand multipara had PPH due to atonic
UEETLS,

Out of 100 patient only 1 patient was
detected as severely anaemic. These cases
were managed timely and adeguately,
Only one patient with severe anacmia
suffered from PPH due to atonic uterus.

* Incidence of postpartum haemorrhage
following prolonged labour was 4.7
percent by Jeff cote, in Arun's stady it was
6%, in Dr. Maliha's study it was 4% 26and
in muy study it was only 2% [7-9].

* Out of 16 patients with pre-eclampsia,
only 2 had PPH due to atonic oterus, One
patient had perinea! tear and one patient
had cervical tear, Patients with APH were
3 in number and only 1 had atonic uterus.
Thiz low percentage of PPH in risk
group of patiemt was due (o active

e oF Setiiee W T oliege

management of thind stage of bbosr wish
IRjeCHion oXylocin two amposi- M
following binth of baby. Asslogpwe of
prostaglandin El are effective wieromesc
preparations of a new generation]®-11L
Any oxytocic drug administered in the
third stage of labour reduces the blood loss
with approximately 40¢% and the incidence
of postparium haemorrhage from 10% to
6%. Therefore, routine active management
of third stage with an oxytocic drug is
strongly advocated. Because of the fewest
side effects oxytocin of is regarded as the
best drug available at this momem [12].
Injectionoxytocin  intoe  umbilical vein
seems to be effective, quick and safe in the
management of retained placenta and
decreases the risks associated with the use
of anaesthesia and puerperal complication
such as infection and rauma to the uterise
Intraplacental injections of collagenase via
umbilical cord arteries may help to detach
retained placenta in women. Injection of
oxytocin into umbilical vein or intra
placental injection of collagenase are not
practiced here.

One patient with atonic uterus was treated
with balloon catheter and B-Lynch brace
suture was given in.uterus in one case,

The B-Lynch Suturing technique {Brace
suture) may be particularly useful because
of its simplicity of application, life savins
potential, relative safety and its capacity
for preserving the uterus and thus ferility
One patient had broad ligament
hacmatoma which could not be managed
conservatively and needed laparotomy
followed by hysterectomy. Prevention of
complication  that gives rise
hysterectomy andoptima lly tmed sargen
should decrease maternal morbidity snd
mortality [13]. Puerperal heemastoma is 2
grave but fortunately rare postpartum
complication. The different risk factors
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include primiparity. instrumental
extraction of the foetus, pre-eclampsii.
twin prégnancy and the presence of
vulva-vaginal varicose-veins [13]. Placenta
increta, placenta acreta, placenls percieta,
placenta praevia, uteroplacentalapoplexy,
scar disruption uterus ruplure, atony. sepsis
puerperalis, abruptio placentae,
haematomaparavaginale as urgent
indication.

A total of 15 patients were admitted with
prolonged labourand obstructed labour and
only 2% had postpartum abdominal
distention due to paralytic ileus. This low
percentage of complication was due to
adequatc management with nasogastric
suction, withholding oral food, IV
infusion, IV administration of H2 blocker
andantibiotics.

This study shows temperature was raised
in 6 patients out of § patients with
prolonged Tuptured menbrance. in 1
patient with obstructed labour and in 1
patient with prolonged labour. Whereas
shows a total pumber of U patients had

ranging from 99°F tw  101°F. The
number of patients with postpartum
raised temperature was significantly

reduced due o use of broad spectrum
antibiotics and restricted  pervaginal
examinations. Group A and group B
streptococei are wide spread and may
canse sepsis and important lifelong
morbidity or mortality of the newbom.
Obstetricians  today  try to  establish
cost-effective  prophylactic  measures
during labour to prevent these neonatal
infections [9]. Restriction of muluple
pelvic examinations duning the antepartum
period and of prophylactic use of broad
spectrum antibiotic reduced the severity
ofinfection,

This study showed occurrence of complete
perineal tear, in that case an episiotomy
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results in complete perineal tear(though it
is wvery unlikely). The baby was big
enough weighing 3.9 kg, Special attention
should be directed toward risk factors for
this complications, Symptoms of anal
inconfinence should be ehcited at
follow-up after delivery. Sphincter tears
were  associated  with  nulliparity,
postmaturity, fundal pressure, midline
episiotomy and fetal weight [2].

Headache due to spinal anesthesia was
present in 7 patients . All these cases were
treated conservatively with IV flwd (1.5 L
to 2.5 L), tablet paracetamol and tablet
stematil.

Omne study described a patient with TP
who  presented with  postpartum
haemorrhage. In our study we did not find
any patients with ITP,

In our study maternal mortality 15 1%.
There is paucity of research data on
maternity refated deaths in Bangladesh.
During the 1950s a hospital based study in
salected urban areas of Bangladesh
estimated a maternal mortality rate of
2001000 live birth (Islam, 1971) and a
study at Dhaka Medical College Hospital
reported a maternal mortality of 3471000
hirths (Robinson, 1967 [3-6).

In two studies in Bangladesh 1st in
1967-1968. Matlab and 2nd in 1968-1970
in Matlab, the maternal mortality rates for
a rural community of Bangladesh without
access to modern health sérvices were
found to be 7.7 and 3.7 deaths per
thousand live birth. At present MMR is 4.2
per thousand live binth {according 1o
Bangladesh Burean of statistics, 1999)
though a reduced number has been
reported by many NGOs.  Matemal
mortality declined from 3.2 per thousand
live birth in 2001 1o 1.94 per thousand live
birth in 2010, a 40% decline in 9 years.
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Survey -conducted in western countries
show that most of the maternal
emergencies  requiring admission 1o an
intensive care unit. Actually those of the
prenatal period; some are specific to
hyperiensive disorder of pregnancy . post
delivery haemorrhage, acute fatty liver of
pregnancy: other such as septic or embaolic
shock, cardio-myopathy. In BKZM .C.
&5.5.H. during the study period no cases
were diagnosed as obstetric emergency
due to acute fatty liver of pregnancy
embolic shock or cardio-myopathy,

Conclusion

Primary prevention for the most part
should occur during labour and delivery, or
even earlier (prepregnancy and antenatal
care), Many of the complications cannot be
predicted accurately or prevented,
Haemorrhage is the most common cause
of postpartum  death. Prevention and
treatment of anaemia, hospital delivery for
high risk pregnancy, supervision of each
labour by skilled personnel, appropriate
and active management of third stage and
judicious use of oxytocin, ergometrin,
prostaglandin or other uterine stimulant
can prevent a considerable proportion of

postparmum haemorrhage.
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in Adults : Its Sex and Side Difference
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ABSTRACT:
Background: The laterally opened angle between the long axis of the extendad
forearm with the long axis of the arm is called carrying angle. Due to the
presence of carrying angle forearm becomes straightened out during the usoal
working position of almaost full pronation. Objective: To evaluate the normal
elbow carrying angle by clinical method in both sexes and to find out sex and
side difference of carrving angle evaluated by clinical methods. Materials and
Methads: A watal 50 respondents were selected as sample purposively for this
cross-sectional type of descriptive smdy. Carrying angle was measured in the
living with manual goniometer. Results: The carrving angle ranged from 156°
1o 172° with a mean of 163,007 = 3.095 by climcal method: 163,707 = 3.182% in
in the females: 162.78° + 3.234° op right side and
16312 a lefl side. Conclasion: The study concluded that the mean
carving angle differsnce between the sexes and sides was pot statistically
significant (p0.05). The sdy helps establismng a reference data-base on
carrving angle. 15 =X and side difference in Bangladeshi population. [t also
helps the onthopedic surgeons 10 manage clbow disorders and evaluate elbow
reconstruction occlirting after supracondylar fracure of humerus.
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Introduction:

The laterally open angle between the long
axis of the extended forearm with the long
axis of the arm is called carrying angle [1].
Apes and humans are different from other
primate species due to presence of
carrving angle at the elbow. The carrying
angle ranged from 155° to 180F or, if one

uses the supplementary angle, usually 0°
-25°[2,3].

A curved ridge which joins the
prominences of the coronoid and
olecranon processes of the ulna fits the
groove in the trochlea of the humerus. The
obliguity of the shaft of the ulna to this
ridge accounts for most of the carrying
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angle at the elbow,

Due o the presence of carrying angle
forearm becomes straightened out during
the usual working position of almost full
pronation, The eveolution of carrying angle
in human increases the manual precision
of upper limb [4]. This elbow angulation is
inversely related to the height of a person
[5]. The carrying angle permits the
forearms to clear the hips in swinging
movements dumng walking and s
impartant when carrying objects [6],
Materials & Methods:

In this Descriptive Cross
Sectional Study 50 adult
(age =18 years)
respondent are  selected
purposively, of them 25
were male and 25 were
fernale. Clinical
measurement of carrying
angle of both elbow joints
was done in  each
individual,

An improvised instrument goniometer was
used for measurement of carrying angle in
the livings. The fixed arm of which was
placed on the median axis of the upper
arm, the movable arm adjusted as to lie on
the median axis of forearm and the angle
was read on the goniometer in degree. The
lateral border of the cranial surface of the
acromion. midpoint of the lateral and
medial epicondyles of the humerus on the
biceps brachii tendon at the crease of the
elbow, midpoint of the distal radial and
ulnar styloid processes on palmaris longus
tendon at the wrist were palpated and
marked as anatomical landmarks to
demarcate the median axes of the arm and
the forearm respectively [7]. Measurement
of carrying angle was taken on both side
of the respondent.

Results:

Among the 50 respondents 25 were male

y
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and 15 were female. Male female ratio
was |:1. Mcan age of the participants were
33.78 = 896 vears, ranged from 20-56
vears. The cammying angle was measured
on both sides of all the 50 participants by
clinical method
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In the living the mean carrying angle in
males on right side was 163.48° + 3.417°
and on left side was 163.92% + 3.121°, and
the difference was siatistically not
significant between the sides of the male
respondents where paired t value was
1438, df 24 & sig. (2-tailed) 0.163
{p=0.05). The mean camrying angle in
females on right side was 16208° =
2.943" and on left side was 162.52° =
3.016" (Table: 4.1}, and the side difference
was also statistically not significant in the
living female participanis where paired 1
value was -1.622, df 24 & sig. (2-tailed)
(L1118 {p=0.05).

In both sexes the mean carrving angle by
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clinical method was 163.00° + 3.095°. The
sample data were distributed normally:
maost values were between 1607 and 1637,
with only a few =170°. The mecan
carrying angle was 16370° = 3.182° in
males and was 162.30° + 2.901° in
females (Tuble:1), The difference between
males and females carrying angle was
statistically not significant, where t valuc
was 1.626, df 48 & sig, (2-taled) 0111
(p=0.03). By the clinical method the
carrving angle, irrespective of sex and
side, was tanged from 156% to 1727, m
male from 158% w 172°, and in female
from 567 1o 168%.

The mean carrying angle in the living on
right side in both sexes was |61.78° +
3.234°, in males was 16348 + 3.417° and
in females was 162.08° + 2.943° The
difference between carrving angles of two
sexes on right side was not sigmficant
statisticallv. where © value was 1.552, df
48 & sig. (2-tailed) 0.127 {p=0.05). And
on left side in both sexes the mean
carrying angle was 163.22° = 3.119% in
males 163.92° £ 3.121° and in
females was 162.52° = 3.0167 (Table: 4.2).
The difference berween carrying angles of
two sexes on left side was also not
stenificant statistically, where t value
|.613, df 48 & sig. (2-tailed) 0.113
{p=0.05).

In both sexes the mean carrving angle on
right side was 162,787 £ 3.234° and on left
side was 163.227 = 3.119°, where z value
was 0.6925 thes p=005. So side
difference was not statistically significant
in the living. The carrying angle was
ranged from 156.00° to 172.00°, on the
right side and 157.00° o 171.00°, on the
left side by the clinical method (Table: 2).
The majority of the carrying angle values
of right and left side were laid between
160 1o 165 degrees.

Wils
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Discussion:
Several investigators have tried o provide
information about the standard values of

the carrying angle. They tried 10
distinguish it according to age. sex, sides
of the body, anthropometric

characteristics, and different measuring
methods, Those investigations delivered
considerably variable results most likely
due to differences in the definition of the
angle and the variations in the measunng
methods  [8]. Some  researcher used
supplementary angle whereas others used
complementary angle as the carrying
angle. In the present study complementary
obtuse angle was used because of all
famous anatomy books adopted this form
of angle.

In the present study. the mean carrying
angle was 163.00° = 3.095% 163.70° =
3.182° in males and 162.30° &£ 2.901" in
the females; 162,787 £ 3.234° on right side
and 163.22° = 3.119° on left side. The
difference between the carrving angle of
matching groups was  statistically
insignificant (p>0.03). In the present study
it was also found that there were no
statistically sigmificant difference berween
the mean carrying angle by sexes and sides
(p=0.035).

The present study revealed that there was
no statistically significant difference in
carrying angle between male and female
sexes, This finding was in a general
agreement with that of other studies that
considered the same concepts [2.5,8-111.
A contrasting finding showing statistically
significant difference in carrying angle
between males and females was observed
by different other researchers {3.7,12-14].

The sex difference was probably
due o methodology used  and
sample  size. Atkmmson &  Elftman

and Paraskevas et al. used handmade
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wooden goniometer and Erdogan et 2
used improvised universal plasic
gomiometer, but  they placed the
goniometer along the medial border of the
army and forearm where soft tissue affects
the reading of carrving angle. Since the
soft tissues, especially fat, are more
developed in the Temale; thus, those
investigators found more acute carrying
angles in the female. If they would have
placed the goniometer on the volar aspect
of the arm and forearm according to the
bony land marks, the differences in
camying angle between the sexes would
noi be evident.

The present study also revealed that there
wias no  statistically  significant  side
difference in carrying angle in both sexes
together and separately. This finding was
similar with some of other studies that
considered  the same  assessment
[2.8.11,13,15]. A dissimilar findings
showing there were statistically significant
differences in camying angle between the
sides, right and left [3,10,16]. The side
variation was probably due to difference in
methads and number of cases. Paraskevas
et al. used handmade wooden goniometer
and Tiikenmez et al. wsed improvised
universal plastic goniometer, but they
placed the goniometer along the medial
border of the arm and forearm where soft
tissue affected the reading of carrving
angle. Since the muscles are more
developed in the right arm due 1o over-use
hypertrophy; thus, those investigators
found more acute carrying angles in right
side. If they would have placed the
gomiometer on the volar aspect of the arm
and forearm according to the bony land
marks, the differences in canying angle
between the sides would not be obvious.
The numerical value of the carrying angle
of this study was similar to the most of the

iourmal of Satdhira Medical College

sody condected m the Asian region bt
disamilesy w0 the most of the simdy
conducied | the Forope and American
region. Perhops, this difference & duc w
different m hexghi and races. According w
Khare et al clbow anpulation was
inversely related 1o the height of 2 person
As the average height of the peopls of the
Asian region s less tham the avomase
height of the people of the Earope and
American region, the obliguity of the
forearm is more marked in the eastern than
the western region. The camrying angle
values also  differ gquantitatively in
differcnt races that were also reportad by
other investigators [8,15].

Conclusion:

The goal of this study was to determine
the carrying angle in adult population in
Bangladesh by clinical method. Tt aid w
cstablish data on carrying angle, its sex
and side difference in  Bangladeshi
population. The study demonstrated that
there was no statistically significant
difference of mean carrying angle between
the sexes and sides. The findings of the
study would be helpful for the orthopedic
surgeons to manage pathologies around
the elhiws,
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