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EDITORIAL

Mometasone Nasal Spray in Children with
Snoring due to Adenoids

A S M Monsa

Adenoid hypertrophy 15 known o be
pssociated with several harmiful clinical
conditions{ 1,2) which range from mild
pasal obstruction, otitis media o severe
obstructive sleep apnea syndrome (OSAS).
Delayed diagnosis and treatment of these
diseases may result in consequences such
as behavior alterations, low growth and
welght gain, craniofacial alterations
secondary to mouth breathing, mastication
and swallowing disorders, in additon 1w
cot pulmonale and left heart failure.(3)
OSAS in children is usually managed with
adenotonsillectomy which needs general
ancsthesia and sometimes is associated
with complications. As adjunctive
treatments, medical methods for reduction
of adenoid size are hmuted. However,
recent studies showed that topical nasal
corticosteroid spray reduced adenoid size
and improved symptoms of nasal arway
obstruction and O5AS5.043) The clinical
data in Bangladeshi population 15 sull
limited. The palatine and pharyngeal
tonsils, along with the lingual and tubal
tonsils and the lateral pharyngeal bands
are  the important structures of
Waldeyer's ring. They are secondary
lymphoid organs, part of the mucosa-
associated  lymphoid  tissue (MALT),
which present immune activity mainly
between 4 and 10 years of age.6)
Adenoidal hypertrophy 15 most common
canse of obstructive sleep apnea and
the ecardiopulmonary syndrome, as

(4

SeVere complication. Adenoidal
hypertrophy is one of the most frequent
indications for surgery in childhood, and
adenoidectomy commonly 15 considered
definitive treatment for nasopharyngeal
obstruction.{ThAlthough adenotonsillectomy
is the most commonly performed
procedure in children, its true impact Bpon
the pediatric immune system s
controversial{B).Encouraging  results
concerning chromic  obstructive nasal
symploms due to adenoid in pediatric
population were reported by use of
intrunasal steroid for shon penod. In order
to see any alternative modality which can
prevent or delay the requirement of
adenoidectomy, evaluation of the utility
of mometasone furoate aqueous nasal
spray in  children with adenoidal
hypertrophyis needed. Reviewe of seven
studies including a total of 493 patients
and found six of these studies
demonstrated significant efficacy of
VArIOUS steroids  (mometasone,
beclomethasone, Munisolide) in improving
nasal obstruction symptoms. and
reducing adenoid size, as measured with
symptom  scores  and  fiber-optic
nasopharyngeal endoscopy,
respectively.(9) The response appearcd to
be a group effect and may be maintained
longer-term by continuing nasal steroids at
a lower maintenance dose. The treatment
is safe and well-tolerated with few
minor adverse events. Berlucchi and

nasal

ifi




Valetti (10) evalpated the wility of
mometasone furoate agueous nasal spray in
children with adenoidal hypertrophy in
long-term maintenance therapy. Their siuds
describes the long-term follow-up of
children undergoing mometasons furoae
aquesus nasal spray treatment for adencidal
hypertrophy. Voluntary suspension of
maintenance therapy favors surgery of this
disorder, whereas 1ts regular administration
may lead to successful results. In mans
study short term wuse of intranasal
mometasone has shown to decrease the
adenoid size and symplom improvement.
Rezende(Qiused the mometasone with
saline imigation and found the combination
useful, but in the present study the
intranasal mometasone alone was found 1o
be sufficient for improvement. Intranasal
mometasone has no effect on the tonsillar
hypertrophy 1n the same study, Several
mechanisms, such as direct lyvmphocytic
action, inhibition of inflammation, and
alteration of adenowd bactenal flora, have
been suggesied o explain how steroids
decrease adenoid pad volume and improve
symptoms  of  adenoidal  hypertrophy.
although none has vel achieved widespread
acceptance, Akkeret{ 10kt al analyvzed |33
adenotonsillectomy patients for 12 months
and reported significant decreased in lgA
levels, in 1996, Mira et ali7) followed 30
Brazilian patients aged between 3 amd 15
years for | to |2 months. Minor reductions
were reported on immunoglobulin levels,
There is no data available on the affect of
intranasal steroid on the immune system.
The available evidence suggests that shom
term use of nasal steroids may sigmficantly
improve nasal obstruction symptoms in
children with adenoid hypertrophy. This
improvement appears 1o be associated with
a reduction of adencid size. Evidence of
lomg-term  efficacy is awmted. Further
studies are required to support the use of
nasal steroids as a first-line approach in
these children

{3}
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Clinical Outeome of Buccal
Mucosal Graft Urethroplasty in Long
Segment Anterior Urethral Stricture

M R Quddus!, M Asaduzzaman®, MS Islam®, K Ahmed?

ABSTRACT

Anterior wrethral strictures are not WAcommon in roufine urological
practice, Various types of grafts can be wsed in substition
wrethroplasty. Buccal mucosal graft is being used as subsfifufion and the
results iv promising. This studyv ourcome of ventral with dorsal-combined
buceal mucosal graft for anterior urethral Striciures ws assessed by
prospective sty from March 2009 to December 2014 attending in
Department of Urelogy Narional Institute of Kidney Diseases and
Urology and private clinics af Satkhira district sadar, with the aim 1o
abserve the cutcome of ventral with dorsal (combined) briccal mucosal
graft  wrethroplasey. A totad 60 patients of anrerior urethral striciure
were selected for buccal mucosal graft wrethroplasty, In this sty
swccesy rate of  buceal mucosal graft urethroplasty was 93.5%. For
anierior wrethral stricture ventral with dorsal-combined buccal mucosal
graft wrethroplasty can be recommended a3 o choice for substifution
wrethroplasry,

| Dr MdRuhel Quddus Senior Consultani{Surgery), Sadar herspital,
Serekhira,

2 Dr. Md. Asaduzzaman _Assistant Registrar{ Transplant Surgery), NIKDU,

3. Dr, Md. Shariful Istam Assistanr Professorf Urology). NIKDL,

4. Dr. Kaiser Ahmed Assistans Registrarf Urology), SMAG M CH

Introduction

Urethral stricture is one of the oldest
problem. The overall incidence of stricture
discase might be as high as (L6% of certain
populations(L). This narrowing restncts
urine flow and causes dilatation of
proximal urethra and prostatic ducts;
prostatitis  developed, bladder  muscle
become hypertrophied and ultimately
bladder failure occurs, causing reflux of
urine, hydroureteronephrosis and renal

(6)

failure. Chronic wrinary stasis makes
infection likely; urethral fistulas and
periurethral abscess commonly develop in
association  with  chronic  severe
striciure(2), The gold standard treatment
of urethral stricture is urethroplasty. It may
be anastomodic of substitution type This
procedure carries the risk of urethral
chordee, impaired scnsation of glans and
stricturea recurrences( 3. Urethral
substitution has long been accomplished




by using genital skin flaps, grafts of
genital or extragenital tissue(d4). The
efficacy of both grafts and flap is identical
but with a much greater postoperative
morbidity with penile skin flapsis). Now a

SMCT Vol 02; Mo, 33; Jan 2015
(200007} patients the strictures involved
both (bulbar and penile) part.

Tahble 1. Evalzation of outcome 6 months
after operation

days buccal mucosa has been used for o L Number of
urethral reconstruction with promising Owcome vasiables ijf"
early results. The use of oral mucoss was - Good 515 mllacs) -IE‘:j?ﬁ.ﬁg}
first described i 1941161, Buccal mucosa ey — ] z
is mugh. recilent, easy o harvest. ey < T— :"fli‘f 13| 1005.66)
handle. reistant 10 skin diseases o g BXO Qe :_-.-:n.:l_..mﬂ, : W68
and also resistamt w mfecnon Boocad |
TTHACORCE sehitectendh sEminw w0 b omied W o I35 R435 5 |
rEificd wgmEmes cpuheims of pemic }i‘:l‘::::«:tmﬂ 20333
ind glamsiw et makmgy = _CIF H00.00)
CIoEpOaaty »pac o weSed Yobde- - Soaws of RGU & MCU
recomsiracioes 8. The ocosveemsomad Fmap
approach for e soscsement of bomg 0000
wgment amenor wrethral stictore 15 two Follow spf Namber of
stage Johaman ropami ) WEAMCE PE::L:
| i

Methodology: L No | (%)
This was a prospective study from March o Success | Good | 46 | TA66
2009w December 2014 attending in | month Average | 10 | 1666
Department of Urology in  National . Failure | pour 4__ | 0666
Instiwte of Kidney Diseases and Urology | ™ | Sticcess o e

. Dde : VETA X
and private clinics of Satkhira sadar, e F-nnrj S

Satkhira, Consecutive 60 patient were
selected after fulfill the inclusion &
exclusion criteria, Data were collected from
history, findings of clinical examination
and results of investigations before surgery
and at the time of follow up. Data
collection sheet containing the selected
points were filled up, After meticulons
checking and rechecking data compilation
and statistical analysis were done.

Results @

Age distribution of study group Mean
+50 42.13+7.65. Lengths of Stricture was
38 108.34 mm. Location of strictures was
defined radiologically by urethrogram.
Highest number of stnctures 28 (46.66%)
were located in the bulbar part. Penile
wrethral strictures were 20 (33.33% ). In 12

(7}

Status of urethrocystoscopy at follow up:

Table- IT1 : Status of urethrocystoscopy at
6 month follow wp:

Follow up Number of Patients
Urethrocystoscopy (n=fi)
No (%)
Success 56 93.33
Fuailure 4 .6
COMPLICATIONS
Table IV . complications:
Compilations Mumber of
. Patienis (n = 6
Fistula * 2(3.33)
Recumence of striciure® HNIAW
Recurrent urethritis® 1{1.66)
Woand infection# 500
Dribbling of urine® 1(1.66)
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CHANGES IN UROFLOWMETRY
FOLLOWING OPERATION
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DISCUSSION

The incidence of urethral stricture is
increasing due o more road traffic
accidents, wrethral instrumentation for
diagnostic and therapeutic purposes and
urethral inflammatory disease.(10) The
conventional  approach  for  the
management of long segment anterior
urethral stricture is two stage Johanson
repair.(9) Currently substitution
urethroplasty (BMG) has been suggested
for long segment antenor urethral stricture
with a promising result{11) It may be in
single stage or multiple stage. ventral or
dorsal or combined. Buccal mucosa is
architecturally  similar o stratified
squamous  epitheliom  of pemle and
glanular urethra making it exceptionally
adaptable for wrethral reconstruction.(]12)
The present study was designed to
evaluate the outcome of ventral with
dorsal-combined buccal mucosal graft for
long segment anterior urethral strictuee.
Sixty patients were included in this study.
Result of different international sludy
showed mean age were 46, 43, and 41
vears( 13,14,15) respectively nearly similar
with our study. Location of the urethral
stricture in this series was penile, bulbar
and hoth bulbar and penile. Majority of the
patients had bulbar urethral stricture - 28.
In @ study reported development of erectile

(&)

chordec as a complication of BMG n
penile urethral strictures(16). But another
study showed that dorsal placement of
graft in striciure of penile urethra 15 not
associgted with chordee.(14.13) In thas
present study 60 patients underwent BMG
urethroplasty, out of them 33.33% were
penile urethral stricture, but no patien
complained of erectile chordee during
follow up period. In the present series
higher incidence of stricture urethra, 26%
were tatrogenic followed by 23% were
inflammatory. In the present study the
overall success rale of buccal mucosal
graft urethroplasty was 93.5%. The
success rate of buccal mucosal graft patch
urethroplasty was similar to other studies;
success rate of dorsal BMG patch
srethroplasty  were  92% and 94%
respectively(11,15). In these conlext,
buccal mucosal graft urcthroplasty can be
considered as the treatment of choice for
long segment stricture of antenor urethra.

CONCLUSION

The results of this study showed that the
outcome of ventral with dorsal-combined
buccal mucosal graft urethroplasty is a
type of urethroplasty with excellent
outcome  due to its better intrinsic
property. Therefore, combined buccal
mucosal grafi urethroplasty should be
prefered to any other urethroplasty in the
treatment of long segment anterior urethral
stricure.
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Results of Conservative Treatment of Displaced
Supracondylar Fractures of Humerus in Children

AHSM Kamruzzaman', Siddiqui Alam?*, M Z Islam”,
MR Quddus?, KG Mostala®, P Das®, F Alam?, SA Islam®, MB Uddin’

ABSTRACT

Context: A supracondvlar humerus fracture 15 a fracture of the distal
humerus just above the epicondvlesdt i3 relatively rare in adulis bui
mare commeon fraciures to occur in children and @5 often associated with
the development of serious complicanions, (Mhfeciive; To assess Hhe
vesults of conservative treatment of displaced supracondylar fractires af
hurnertis in children. Material and Methods: This prospecrive study was
conducted at the Orthopaedics Department af Rangpur Medical College
Hospital Bangladesh | from Janwary 2000 to December2012. A total aof
45 children having displaced supracondylar fracture of fmerus were
incluced in this stuey. All patient were treated with closed reduction and
immobilization by plasier of Parix. Follow-up was done up to 12 months.
Results: All the 45 children included in this sty were in the age range
of 1 vear to 15 vears. Among these 30 were males and 15 were females.
There were 26 tvpe I and 19 type I fractures according to Gartland
classification. The outcome was graded according to Fiynn criteria in o
excellent, pood, fair and poor, Cut of 26 type-I fractures, 1I{42.30%)
cases showed excellent results, 6 (23.07%) had good, 5(19.23%) had fair
and 4 {15.38%) had poor results .Out of 19 type T fractuires, 73607 %)
cases had excellent outcome, 3 15.78%) had good, 37 15.78%) had fair
and 6{31.57%) had poor results, Conclusion: The resulis af this study
were satisfactory in Gartland oype -II fractures. However the resulis
were not good in rvpe-TIT fraciures

Keywaords: Supracondviar Fracture, Humerus, Closed reduction,
Conservative Treaiment.
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Introduction

supracondylar fracture of the humerus is 2
very common fructure in children age
group (1).  Displaced supraconylar
fracture may be associated with vanoes
complications  like  neurovasculas
compromise, compartment syndrome, skin
problems, Volkmann's ischaemia and
cubitus varus(2 ) .There are two types of
supracondylar fractures, extension type
which s more common and tlexion tvpe
which is rare. The displaced supracondylar
fractures (type-Il & HI) are simple and
casily treated with splintage for three
weeks. It has no inherent complications
and heals uneventfully, It s the
management of which is challenging and
controversial.  Various methods of
treatment that are used for these fractures
include side-arm traction, manipulation
under anasesthesia, operative fixation
using  percutanous  wire and open
reduction and internal fixation (3). All
of these methods have advantages and
disadvantages The choice of the trestment
should be depended on the morphological
characteristics of the fractures,

Materials & Methods

This prospective study was conducted in
the Orthopaedics Department of Rangpur
Medical College Hospital from January
2010 to December 2012, A total of 45
cases of displaced supracondylar fractures
were included in this study after fullfil the
Inclusion & Exclusion Criteria

A.Inclusion Criteria:-
1. Children with supracondylar fractures in
the age range of 01 year to 15 years.

2. Gantland type-11 & [11, extension type,
supracondylar fracture of humerus

3. Fresh cases of supracondylar fractures
of not more than 4 days duration.
4. Only closed fractures.
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B. Exclusion Criteria :-
L. Open fractures

= Fractures in which at the time of
presentation  there was neuro vascuolar
compromise compartment syndrome or
<kin blisters.

= Lafe cuses of more than 4 days duration

U= cmiry o the Onhopaedics Department,
the patent was assessed by a consultant to
eiciede mewrovascular injury or other
The fracture was
sccording to Gartland
classifxcanon. Under intravenous sedation
and amaigesny closed reduction was
performed B 3 comsalast and plaster of
Paris back shab appled = Post-reduction
anteropostersor mnd beeral radiographs
were taken. The poest was kept under
observaiom for few bows m  the
cmerEency wamd  for sy Dewrovascular
compromise afiey redectaon The patient
was then semt bosse For the fira 4 weeks
the patient was seem & weckly imtervals
and then = mosshly mservals op o total
petiod of 12 meeshs A cach wisit
radiographs wese wlen Plasier back slab
was removed o ees wocks after
reduction and thes cwrscses mstitmed o
restore

Results: All the 45 dabdren mciuded in
this study were @ the spc rampe of | year
to 13 years. Amomg shese 30 wers males
and 13 were femades. There wore 26 type
I and 19 tvpe M fraceeres acconding to
Cartland classaficanos The ogtomme was
graded according s Fivem criseriz in w
excellent, good. fasr and poor. Out of 26
type-1l  fractures. 1144230 ) cascs
showed cxcellest resmls. &(23.07%) had
good, 3(19.23% ) had far and 3 (15385
had poor results Ot of 19 type I
fractures, 7 (36.07%) cases had excellent
cutcome, J15.78%) had good, 315.78%)
had fair and 6(31.37% ) had poor results

ASSOCLERS]  ITETReS

=l ~
Classyipeg

(1
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Table - Age distribution of patient n=43

Age TrOup Na. of patienl
-5 vears ) 5 t‘
| 5-10 years 25
11-15 vears ' 2

y = — —_— —_—

h A

Giartiend Tope [l Gartland Typedll

&

10
5
|
0
|

Figure : Outcome of treatment according
to Flynn criteria n =45

Discussion

Supracondylar fracture of humerus i5 one
of the most common fractures in first
decade of lifeid) . Before embarking on
any treatment, it is useful 1w classify the
{fracture. The most commonly wsed
classification is Gartland classification(3 ).
Type-1 fractures are treated with plasier ol
Paris back slab. Partially displaced
fractures (Type IT) are treated by closed
reduction and plaster of Paris back slab.
Many surgeons advocate closed reduction
of type Il fractures under image
intensifier and percutaneous fixation with
wires(6) . But in many hospitals in
Bangladesh the facility of image
intensifier is not available. Other methods
emploved for such Fractures are side-arm
waction and open reduction and internal
fixation . Sidearm traction requires
prolonged stay in hospital as well as
keeping the child in lying down position in
bed, which is a difficult task for parents
and hospital personnel, Open reduction
and internal fixation involves a major

surgical procedure with attendant nisks of
anaesthesia, hospitalization, infection.
high cost and stiff elbow(7). Because of
non-availability of image intensifier in the
Accident and Emergency Department . We
have endeavored to achieve good results
with closed reduction and splintage in
plaster of Paris back slab in displaced
supracondylar fractures of humerus in
children, A swudy revealed the results of
this type of management were excellent i
4(16%), zood in 11 (445, fair i 3{12%)
and poor in 7 {28%) cases(8). It is simnilar
to our current study. Another study also
showed very closer results with our study.
They used either closed methads or open
veduction. In the overal] sertes the resulis
were excellent in 72 (32.70%), good in 31
(21.83%), fair in 13 (9,15%) and poor in
260 18.30% (%), redisplace in plaster back
<lab even after accurate closed reduction,

The rate of complications like cubitus
varus and stiff elbow are high when
pelll fractures are treated with closed
reduction and splintage alone. However il
is & universally accepted method of
wreamment for type-11 fractures, which are
stable after reduction. In our study, in
Gartland type-I1 fractures, the rate of poor
results was 13.04%, whereas in Gratland
tvpe-Il1 fracture, it was 41.17% showing a
significant difference, This  implies that
when managing supracondylar fracture of
humerus in children, type-1ll fracturcs
require more vigilant care and scoure
fisation techniques 1o decrease the number
of poor results( 1 (1)

Conclusion:

Type-11  supracondylar fractures of
humerué in children can be effectively
managed by closed reduction and plaster
of Paris back slab. For type-TIl fractures
this type of management is not effective.

12}




The frequency of excellent and good
results decreases in type-TIT fractures
because of inherent instability and
redisplacement in a simple splint. It s
better to uwse additional stabilization
techiigues hike percutaneous pin fixation
or internal fixation with wires
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Lipid Profile and Pre-eclampsia:
A Case Control Study
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ABSTRACT

Context; Pre-eclampsia/eclampsia is a pregnancy specific disorder,
which complicates 7-10% of all gestations. Approximately 10-15% of
maternal deaths in developing countries are associated with pre-
eclampsia and eclampsia. Objectives: Comparison af lipid parameters
between pre-eclampsia and normal prégnant waman

Materials & Method : Pre-cclamptic and normal pregnant weomen were the
case control study population taken from cutpatient and inpatient of Dhaka
Medical Colleze Hospital. Result: Serum lipid profile was compared in two
groups. Total cholesterol (P< (03) , LDL (P< 5) and TG (P=< 05) was
significantly more in Cases than controls, however the difference was not
seasistically significant in HDL (P>.035). Conclusion: Plasma Cholesteral,
Low density lipaprotein and trighvceride levels were found 1o be higher in
pre-eclampric women than the women with normal pregrancy.

Key words : Lipid Profile, Pre-eclampsia

I. Dr. Mst. Rakima Khanm, Juior Consaltant, Sadar Hespiial Satkhira

I Dr Seemaa Rani Dabee, Junter Consudtant, 20 Beded Hospital, Amin Beazar.

3. Dr. Ehsen Ara , Junior Consultans, Sadar Hospital Satkhira

4 Dr. Farhang Hossain, Assistant Professor, {(Gynae & Oibgr), Sarkfiirm
Medical College, Satkhira

5, Dr. Hasin Akhter Zahan, Assistani Professor, Bio-chemistry, SSMC, Dhaka.

6, Dr, Parul Aklirer, 200 Beded Hospital, Naravangorif

Introduction

Pre-eclampsiafeclampsia is a pregnancy
specific disorder, which complicates 7-
10% of all gestations.il) Pre-eclampsia
most commonly occurs dunng the last
trimester of pregnancy when it ariscs in
the early 2nd trimester 14-20 weeks (1)
and is associated with substantial risks for
the foetus, these include intrauterine
growth restriction, death and prematurity
with anendant complications where as the

(14

maother is at risk of seizures, renal Talure,
pulmonary oedema, stroke and death.(3)
Pre-eclampsia is a syndrome. which affects
virtually all maternal organ systems. Early
pregnancy dyslipidernia has been said to be
associated with an increased nsk of pre-
eclampsia  (4). Despite considerable
research, the cause or causes of pre-
eclampsia remain unclear and there are no
clinically useful screening tests o identify
women in whom it will develop. It




15 believed that pre-eclampsia is part of a
spectrum of hypertensive disorders that
complicate pregnancy. These include
chronic  hypertension, pre-eclampsia
supenimposed on chronic hyperiension.
gestational hypertension, pre-eclampsia.
and eclampsia. Disorders of lipoprotein
metabolism are reported 1w be a major
ciuse o [ hypernension and protenuria in
Pre-eclampsia.(4)

The association of alteration of serum lipid
profile in essenrial hypertension is well
gocumented.  Interestingly. variable serum
pads are found mn precclamptic mothers.(5)
Somme mmbows reporicd that high serum
chodeuvernd g wde.  low-density
bpeprotess (LD} asd low serum High-
denuty hpoproem (HDL ) was  sssociated
with pre-eciampaaiS. Bat some suthors
reporiad tht fow sermm chodesterad 67 or no
difference i scrum cholesierol i6)
trighyceride. LDL. HDL in pre-eclampsia
compared to normal pregnancy.(5) The role
and states of serum lipids in pregnant
women are still being discussed, Present
study altempis 1o measure serum levels of
cholesterol, triglyceride, HDL and LDL in
mild and severe pre-cclamptic pregnancy
and to compare with normal pregnancy

T -- -
MEwOsT

Importantly, the risk of pre-eclampsia is
positively correlated  between  close
relatives; Swudy showed that 20-40% of
daughters and 11-37% of sisters of
preeclamptic women also develop pre-
eclampsia.(7) Twin studies has also shown
a high correlation, approaching 40%. Over
a hundred maternal and paternal genes
have been studied for their association
with the syndrome, including those known
to play a role in vascular diseases, blood
pressurc  regulation, diabetes, and
immunological functions. Becausc pre-
eclampsia 15 genetically and
phenotypically a complex disease, it is
unlikely that any one gene will be shown
to play a dominant role in its development.

Casein=30}
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In Bangladesh, the incidence of cclampsia
is alarmingly high, about 16% of maternal
deaths are associated with i6i7)
Dryslipidemia might be an independeni
factor associated with eclampsia in
Bangladeshi women as well. 5o far, no
reported siudy has observed Lipid profile
in eclampsia.

Materials & Methods :

It was a case control study and pre-
eclamptic and normal pregnant women
were the study population in the study.
The Sample was taken from outpatient and
inpatient from the depariments of
Obsietrics and Gynaecology of Dhaka
Medical College Hospital during the
period of January 2000 1o December 2010,
Lipid  profile which include serum
riglvceride, total cholesterol,
HDL LDL willbe done under aseptic
precastion. Scc venous blood was taken
with dysposable plastic syringe from the
antecubetal wvein and then blood was
rransferred 1o a trest mbe for determination
of lipid profile. Biochemical examinations
were done at the dhe department of
Biochemistry Dhaka Medical College.
Multi system automatic analyzer was used
as analyzer instrument. Collected data
were sorted and screened for  any
discrepancy, The edited data were entered
on to the template of SPSS 16.

Result

Table 2: Comparison of Systolic and
diastolic BP
mr;:rﬁh!l‘lmnnﬂhl t df
Sysiolic  BP
mm Hg
Cimtrobim=50
_-.::h.ibr.:'_'illl

= =

Contnoli neS0)

P
Value

70| 1422 | 98 [ o0l
160.9 (185)]

BT (OE) |-1588 | 98 | 000
1095(11.2) ) '

(15)
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Table 3: Companison of Lipid profile
through independent t test

MeaniSDn 1 df I-"-"alut_
Total
L‘Tuﬂtﬁeru!
Conmolin=50)  199.0(41.30) 434 98 00
caseln=50} 251 .0672.73)
HDL .
Conrol(n=30) 326 (1381} -1.51 8 130
caseln=80]  M4.4(1429)
LDL f
Comrolin=50} 1273749) -223 98 020
cisel n=50) [ 40 RS, Ry
TG - R
Comrolin=30)_24(7133) -523 98 001
case(n=50)  34B(180.54 )
Discussion :

In current series the comparison of the
anthropometric  measure  through
inddependent t test. On average cases were
taller (P<.05) and heavier {P<.03) than the
controls.similar to many studies (10), The
Comparison of Height and weight through
independent t test. Both systolic and
diastolic BP was significantly higher in
cases than controls, (P< 001) Serum lipid
profile was compared in two groups. Total
cholesterol (P< .05) , LDL (P< .05} and
TG (P< (5) was significantly more in
Cases than controlssupports  many
literature (10,11). However the difference
was  not  statistically  significant in
preeclamsia & HDL (P=.03). and also no
statistically significant correlation was
found between the two preeclampsia and
TG. (P>03) . No statistically significant
correlation was found between the two
attribute. (P>.05)

Conclusion

Current study finding have demonstrated
that Bangladeshi women with pre-
eclampsia are more likely to encounter

dyslipidemia. Plasma Cholesterol, Low
density lipoprotein and mglycerude levels
were found to be higher in pre-eclamplic
women than the women with normal
pregnancy. High density lipoprotein level
was found to be similar among the women
with or withoul pre-eclampsia. Urinary
protein was seen higher in pre-eclamptic
women than women with normal
pregnancy.
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Prevalence of Bacterial Vaginosis Among
Pregnant Women Attending the Antenatal
Clinic in Dhaka Medical College Hospital

F Hossain', QA Ahmed?, MR Khatun®, E Ara®,
HA Zahan®, Sk Sarkar®, SA Islam™, MD Hossain®

ABSTRACT

Background: Bacierial vaginosis (BV) it a common couse of vaginal
discharge among women of child bearing age. Objective : To study the
prevalence of bacrerial vaginosis among pregnant women attencding
Dhaka Medical College owrpatient department. Methodology: This was a
Criss sectional type of observational study in Antenatal Clinic of Dheaka
Medical College Hospital from January 2008 to December 208 on
Pregnant women between 16-28 weeks of gestation, presenting with per
vaginal whitish discharge, Results: maximum age group of 20.24 VrE
(46.8%), BV was positive in 31.8% of women between 20-24 yedrs,
Relation of BY positive cases with socio-economic condition (n=94), ),
Bacterial vaginosis was found to be positive in 37.1% Conclusion: The
prevalence of BY among the low socioeconomic group of Bangladesh
Justifies the broad based dissemination of informarion o women who are
vielnerable & also implementation of a programme for screening and
freamment of bacterial vaginosis during antenatal check-up.
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Introduction :

Bacterial vaginosis (BV) is a common
cause of vaginal discharge among women
of child bearing age. Recent studies have
confirmed its association with pelvic
inflammatory  discase &  adverse
Pregnancy oulcomes.

Bacterial vaginosis is a polymicrobial
syndrome, characterized by a shift in the

(7

vaginal flora from the dominant flora of
Lactobacillus spp. to a mixed vaginal flora
that inclodes Gardnerells
Mycoplasma hominis, Bacteroides spp.
Peptostreptococcus spp.  Fusobacterium
spp, Prevotella spp, Mobiluncus spp &
other anaerobes(l). Symptoms include
vaginal discharge. pruntus. or malodour;
however, approximately half of the

vaginalis,
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women with Bacterial vaginosis are
asymptomatic {(2_4). The prevalence of
bacterial vaginosis in USA was found to
be |6 %(3). Results of a study among
pregnant women in Indonesia showed that
the prevalence of bacterial vaginosis was
[2%6, In Bangladesh, the prevalence of
bacterial vaginosis among urban & rural
nonpregnant female atending primary
health-care delivery units was found to be
30% & 20% respectively (7- B

Material & methods

This was Cross  sectional  1ype
observational study in  Antenatal Clinic of
DMCH from January 2008 to December
2008 Consecutive 24 Pregnant women
between 16-28wks  presenting  with
whitish discharge per vagina fulfilling the
inclusion criteria was taken as sample A
detailed history is taken of each patient
followed by  thorough  clinical
examination, After completing general &
per abdominal examination, maintaining
all aseptic precautions, 4  speculum
examination is done to obtain swabs of
vaginal secretions from the posterior wall
of the vaginal formix. [mmediately it is
touched with litmus paper to see the
change in colour for detection of pH of the
discharge. The swab stick 1s then taken to
the pathology secrion for wet film (est.

In the wet film, the discharge is mixed

income of Tk 3000-5000, BY was positive
in 55.6% cases. Relationship of BV
positivity with occupation of the
respondentsin=94), BY was positive in
26.2% of house wives. Relationship of BV
positivity with level of education in the
respondents (n=94), Bactenal vaginosis
was found to be positive in 57.1% of cases
who had up to secondary level of
education,Most  of the cases were
multigravida; 68.1%.Relationship of
gravidity with BY positivity (n=94),
Among the 64 multigravid women, BV
was positive in 25% cases, Most of the
respondents belonged to the gestational
age of 16-24  wks Relattonship  of
pestational ape with BY positivity (n=%4),
Among the 38 cases belonging to the
gestational age of 16-24 wks, 26.3% were
BV positive Most of the respondents
belonged w the gestational age of 16-24
wks.Relationship of gestational age with
BV positivity (n=%), Among the 38 cases
belonging to the gestational age of 16-24
whks, 263% were BV positive,
Leucorthoea was complained by all the
respondents, followed by lower abdominal
pain, backache, itching vulva, fever etc,

Table 1 : Presenting complaints of
Bactenal vaginosis

Fresenting  No. of No. of Pim:!llage
complains  cases  positive cases 3

with normal saline & a cover slip is put on Lepcorthoes 94 el 55
it. It is then be studied onder the 47 20 47 6
microscope to identify the clue cells.  Lowerabd 58 10 17.2
Whiff test is done by immersing the swab Pain
stick into 10% KOH solution.Data was D”éﬂﬂ;” ;g ; =
collected and processed manually g 14 g 2.4
Resulis: Backache i1 10 27
Most of the respondents belonged to the Rash in 3 4 656
age group of 2024 yrs (46.8%).BV was el
found positive in 16.7% of cases whereas Uﬁﬁ? -
among 19.1 % cases having monthly ﬂgjn; 6 4 #.h
(18)




Among the 94 cases compliining of
lcucorrhoea, BY was positive in 23.5%
cases & among 42 cases who complained
of itching wvulva, BV was positive in
$7.6% cases.

Relationship of BV positivity to past
complaint of lencorrhoesa (n=52)

13.1% of cases giving past history of
leucorthoen were found (o be BV positive
in this pregnancy.

History of previous treatment  of
respondents with BY positive detected
(n=22)

Among the 22 patients treated with drugs
for previous disease, BY was positive in
27.3% cases.

Investigation findings in the respondents
& relationship with BV positivity

DISCUSSION

Bacterial vaginosiz 18 a major public
health problem among pregnant women
due to its sequele & adverse effects on
pregnancy & pregnancy outcomes. The
impact of bacterial vaginosis in pregnancy
for the cauzation of premature rupiure of
membranes, pre-term birth & low birth
weight is well established (9-10).0In some
developing countries including
Bangladesh, data om RTI including
bacterial vaginosis 1= limited, resulting in
underestimation of the burden of the
disease. Bacterial wvaginosis is often
asymptomatic & Its  diagnosis 18
inexpensive but needs echnical skill. In a
similar study it obzerved that
asymptomatic infection ranged from 43-
T5% (11,12),whereas full blown
uncomplicated  bacterial  vaginosis
typically presents as an absence of
lencocyles on microscopy & no prominent
symptoms of burning pain or dyspareunia
(13}

The lack of symptoms among women of
bacterial vaginosis is @ major consirainl in

Was
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its diagnosis £ Teameni
The age ramge of BV positivity m the
present siody was k4 seare Another
smudy revealsd lowes age level of 24 vears
25,

Bacterial vaginosis = sssocyated with race,
PIEvIOus pPICERancy 1
socioeconomic condition & comlracepiive
usé (5)In the presemt swdv.27% of
pregnant women with bacteral vaginoss
were poor with monthly income ranging
from Tk 3000-5000 per month. A study
revealed that approximately two-third of
BY positive sobjects had a monthly
income of less than Tk-3000 per month.
compaired fo half of BV nepanve
womeni 13).

In the present study level of education
revealed that most of the women were
below primary level of education
(65.9%);68. 1% women were multigravida,
among which BV was detected in 25%
cases. The incidence of BY varied from
12.3% (13) to 17.7% 26 to 34.4% (13) in
different studies. Some authors have stated
that the earlier in gestation at which BV is
detected, the greater is the risk of an
adverse ouwtcome (12). A meta-analysis
concluded that, BV that was diagnosed at
<16 &<20 weeks of gestation was
associated with odds ratio for pre-term
birth of 7.55 & 4.20 respectively; the odds
ratio for diagnosis at =20 weeks of
gestation was 1.33 (12).But another study
revealed that the odds ratio of preterm
birth among Bacterial vaginosis positive
versus Bacterial wvaginosis negative
women ranged from .1 o 1.6 & &d mot
vary significantly accordmg to the

EALE] SCTIWITY.

gestational age at which Bactenal
Vaginosis wis screenad
CONCLUSION

The prevalence of bactcrial vaginosis
among pregnant women differ in different

(19)
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countries. Sufficient data on the
prevalence of bacterial vaginosis among
pregnant women in developing countnes
are not available. The present study
revealed that 25.5% women complaining
of leucorrhoea were BV positive & 47.6%
of women complaining of itching vulva
were BY positive, Approximately 56% of
women with bactenal vaginosis are very
poor (monthly income below 3000 taka).
Among the women belonging to the
gestational age of 16724 whks, 26.3% were
BY positive. 23,1% of women giving past
history of leucorrhoea were found to be
BY positive in this pregnancy.
Homogenous white discharge was found
in 31.6% of BV positive cases .

The prevalence of BV among the low
socioeconomic  group of Bangladesh
justifies the broad based dissemination of
information to women who are vulnerable
& also implementation of a programme for
screening and treatment of bacterial
vagimosis duning antenatal check-up.
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Clinicopathological Study on Well
differentiated Thyroid carcinoma and its
metastasis at presentation

VIZ lsbem', MR Quddus®. M Aktersrramsan’, A Hanif,
SL Abmed®. SU Ahmed®, NP Sammal”. ARNM Haque®,
M Ramai®, MDD Besin™

ABSTRALT
Barigreped Fariler ooowsdl corromesss ke @ promenn for
P SRS NS UM WG ErRoimenTT WD .'.-.'-:- ular
ST I ST £ PO R SRR B el S T IR
pectimes: To i owx S pumcerws o ecsssas of pepdlan ond
HF;WMIWT&;'MMFM
Methody N war ¢ oo scmoma cwcy condacted i the Deparmment
& ENT smcuiogs "-.-..'I."n.'l. besiswse of Camcer Resewrch & Hospital
Monsmtes Elsbe Juity 3013 to December 201 3. Consecutive 60 patients
Epapillars corcmesms patients, 358 (SD = 13.7) vears; and 30
inlacaler CEFrERcwns  wiDh a.r;-c._.ﬁrﬁ-::-g."r.:u'{_-.- proved papillary or
falartor Sewend corvimoma with or withour melasiasis were selected.
Resplts-Pasicss  ore 5-515?-&'.5 with  Thyroid swelling (91.6%)
Tt umpiadenopaniy | 36 65 ), rmf_'t cervical node (8.3%),Cervical
ek mede metastosis war found in 22{36.7%) patients and distani
menpmess = 8 (/3 %) panenty had distant metastasis. Cervical !ym;ﬂ':
nod melesmecs wat ugnificantly more common in papillary carcinoma
(20 i 8E£%) wvx 2 (3% ); OR=5.2: 05% af Cl= Jﬁ??—.i'ﬁ..f?-l‘.i p<0if]:
witly domees metastans was significantdly more common in follicular
corcmoms [6 (S0.0%) vy 2 (4.4%) OR=14.333; 95% of Cl=4.146-
49 550 pcil ]
Concimsion: Weil differentiated thyroid carcinoma predominantly
presess watk Thvrosd owelling and there is significant difference in nodal
and dicions metastaxis i papillary and follicelar carcinoma,

Key words: Papullary Carcinoma , well differentiated, metastasis
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Introduction :

Thyroid cancer 15 a rare entity, which
comprises approximately 1% of all
malignancies(1)., Papillary and follicular
cancers, both of which are referred to as
differentiated thyroid cancer (DTC), make
up the majority of all thyroid cancers{2).
Differentiated thyroid carcinoma 15 the
most common variety and accounts for

approximately 90% of all thyroid
malignancies (3,4). Papillary thyroid
carcinoma  (PTC), the most common

malignant thyroid neoplasm accounts for
80% of total thyroid malignancy
characterized by a fine chromatin pattern
associated  with  nuclear  grooves,
pseudonuclear inclusions or optically clear
nuclei, and a propensity for Iymphatic
invasion and lymph node metastasis (3-
9); follicular carcinoma (FC) less
common than papillary  carcinoma
accounts for 10-20% of total thyroid
malignancy  characterized by a coarse
chromatin pattern and a propensity for
capsular and vascular invasion (VI) and
distant  metastasis. (10,1 1. Metastasis of
differentiated thyroid carcinoma occurs in
two different ways Ilymphatic and
haematogenous. Nodal metastasis occurs
in 40% of papillary carcinoma and 2% of
follicular carcinomai(12). On the other
hand blood borme metastases are twice as
common in follicular carcinoma then
papillary group.(I3) Young patients with
differentiated thyroid carcinoma typically
present with regional lymph node
involvement. Distant metastasis  and
extremes of age has poor prognosis.
Distant metastasis is an aggressive with
lethal consequence.Longs and bone are the
commonest sites of distant metastasis in
follicular carcinoma.(14) At time of
diagnosis of distant metastasis only lung
235, bone 20% and multiple organ 16%
were involved.(15)

Materials and Methods

This was a cross-sectional study. Place of
studywas Depanment of Oiolaryngology,
Mational Instinte of Cancer Research and
Hospital Dhaka, Dhaka Medical College
Hospital, Bangabandhu Sheikh Mujib
Medical University Hospital, Mitford
Hospital, Sahid Shurawardee Hospital
From July 2013 to December 2013
Consecutive admitted patients in different
Otwolaryngology and Head Neck Surgery
units of National Institute of Cancer
Research and Hospital.Mohakhali,
Dhaka,Dhaka Medical College Hospital,
Bangabandhu Sheikh Mujib Medical
University Hospital, Mitford Hospital,
Sahid Shurawardee Hospital , who were
diagnosed as a case of differentiated
thyroid carcinoma during the study period
and those fulfilling the inclusion criteria
and exclusion criteria were the sample
population in this study. Hispathologically
proved differentiated thyroid carcinoma
{papillary and follicular) with or without
cervical lymph nodes or distant metastasis.
Sixty patients with well differentiated
thyroid carcinoma fulfilling the inclusion
and exclusion critenia. Data were collected
in a pre-designed case record form

Resulis.

Im this study papillary carcinoma was
diagnosed in 45 (75.00%) cases and
follicular carcinoma was diagnosed in 15
(25.0%) cases. The ape of the patents
ranged from 12 fo 69 years with the mean
age of 38.4 (8D = 13.5) years. 2] (35.0%)
patients were male and 39 (65.0%)
patients were female with female o male
ratio of 1.9:1. Out of 45 patients with
papillary carcinoma, 16 (35.6%) were
male and 29 (64.4%) were female; while
out of 15 patients with follicular
carcinoma, 5 (33.3%) were male and 10
(66.7%) were femaledd (73.6%) were
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younger age group(? 45 years) and 11
(24.4%) were older age group (>45 vears);
while out of 15 patients with follicular
carcinoma, & (40.0%) were younger age
group (7 45 years) and 9 (60.0%) were
older ape group (=45 years) Thyroid
swelling (91.6%) was the most common
presentation, then cervical
lymphadenopathy (36.6%), pain in the
neck (B.3%), dvsphagia (6.6%), only
cervical node (8.3%) and bony swelling
(3.3%). distribution of the paticnts by
histopathological type of thyroid
carcinoma, There were 39 (65%) purc
papillary. 6 (10%), follicolar variant of
papillary carcinoma and 15 (25%)
follicular carcinoma on histopathological
examination of the resected specimen.
cervical lvmph node metastasis at the time
of presentation was found in 22 (36.7%)
patients. Cervical lymph node metastasis
was found in 20 (44.4%) cases of papillary
carcinoma; while cervical lymph node
metastasis was found in 2 (13.3%) cases of
follicular carcinoma. Distant metastasis
wis found in 6 (40.0%) cases of follicular
comoma: while distant metastasis was
fomnd m I {44%) cases of papillary
ccmome. distanl metastasis af the time of
presestanon was found in 8 (13.3%)
patiemts of whach 2 (3.3%) were fiom
papillsry cacmoma and 6 (9.9%) from
follcular corcmsomsa. Destant metaciacis of
papillary cwomosss was long m all 2
(33%) cases. wheress distann  metasiasis
of folliculsr carcomcems was bung, bone and
both lungs and bome cach constinued 2
(3.3%) cazas.

Distant melastzsis = sSrmtcasch
common in folbouls coomeme, corvicsl
lymthoodes mctastasis s commmos =
papillary cancinoma.

Table-1: Association of thyroid carcinoens
and cervical lymph node metastasis
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Thyroid Cervical  Odd
carcinoma___ metastasis ratic  value
Prese  Absen (95%

n 1 CI)
Papallary i 25 52 p<00
{n=45) (44 {5581 (lL&u9) 5
Follicals 2 13 =
rie=l% {133} (38T 25.772
Table-2 : Association of thyroid
carcinoma and distant metastasis
Thyroed Dstant Odd P
CRECIRMNTLE MeELEsiEs reie valee
7 T {955%
: : i §]
Follicular 6 9 14333 pad
(n=13) (40000 (B0 (24800 1
Papillary 2(44) 43 :
(0=15) s $2828
5. Discussion

Papillary and follicular thyroid cancers are
considered to be differentiated thyroid
cancers; together they make up 95% of
thyroid cancer cases. Despite its well-
differentiated characteristics, papillary
carcinoma may be overtly or minimally
invasive.(12).In  this study clinico
pathological condition and the patterns of
metastasis of papillary and follicular type
of differentiated thyroid carcinoma at
presentation was evaluated, This study
showed that the age of the patients ranged
from 12 to 69 vears with the mean age of
382 (SD =134} vears. The age of the
patients with pepillery cacinoma ranged
from 12 o &7 vesrs with the mean age of
358 (3D = 137 wears: whilke the age of
e pabenis with folbowlar carcinoms
raseed from 35 w0 69 years with the mean
ape of 460 (SD = 8.8) years. In the current
cady corvacal lveeph node metastasmis at
the tme of presentation was founsd in 27
(36.7%) patiests nearer 10 the study
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revealed nodal metastasis in 47.5% of
cases of their series(15)In this study
distant metastasis at the time of
presentation was found m 16 (13.3%)
patients. It was in agreement with this
result that distant metastasis in patients
with differentiated thyroid cancer was
13%, In this regards & smudy found distant
metastasis in 9.0% of cases of their
series(.2,15) It was also Tound that 40.9%
of patients with papillary carcinoma
involved cervical lymph node among their
series of papillary carcinoma. Cervical
lymph node was involved in 54.9% of
patients with papillary carcinomai®).
Distant metastasis was sigmficantly more
common in follicular carcinoma than that
of papillary carcinoma (OR=14.333; 95%
of Cl=4.146-49.550; p<0.01). In this
regard the incidence of distant metastasis
in follicular and papillary carcinoma
and 10%, respectively.(15) In
the current study distant metastasis at the
time of presentation was found in 08
(13.3%) patients of which 2 (4.4%) were
from papillary carcinoma and 06 (40%:)
from follicular carcinoma.

was 22%

Conclusion

To find out the pattern of metastasis within
a short period of time 60 well
differentiated thyroid carcinoma were
enrolied in the study it reveals there is a
different patterns of metasiasis  where
nodal metastasis domunate in papllary
thyroid carcinoma 22 (44.4%) and distant
metastasis dominate i follicular thyvrodd
two malignant fumours. carcinoma 6
(40.0%). The cause of this different
pattern may be the different patho-
physiology of those. For appropriage
treatment it is very important to know the
pattern of metastasis. To achieve a more
accarate result large scale study is
required,
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Port Site Infections in Laparoscopic
Surgery caused by Rapidly Growing
Atypical Mycobacteria.
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ABSTRACT

Background: Laparoscopic surgery has brought about a paradigm shift
in the approach to various surgical diseases. Port site infection, although
infrequent, is a complication which can undermine the benefits of the
surgery. Rapidly growing atvpical Mycobacterialf RGM) are increasingly
recognized, nowadavs ds an important pathogen that can caiise wide
range of clinical svndromes in fhumans Methodology: The study was
carried cut in few private hospitals in Satkhira, Bangladesh. The
duration of smdy was from March 2013 10 March 2014. This was an
observational study carried our in consecutively I patienis who
underweni laparoscopic surgery preseating with port hole infections
after laparoscopic surgery Results: Most of the parients rreated with
standard oral therapy for 28 days showed recovery, The patients with
persistent nodules 4 weeks after completion of therapy were treated with
injections of amikacin divectly into the nodule which lead to resolution af
symptoms. Conclusion: Cur study highlights that a high level of clinical
suspicion should be maintained for patients presenting with delayed port
site lesions with a history of laparescopic surgery as these infections not
only cause physical but also emotional distress thar affects both the
patients and the surgeon. Prompt diagnosis and treatment may wllimately
provide berter care 1o paients.

Keywords: Laparoscopy, Atypical mycobacteria, port site infection.
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INTRODUCTION:
Laparoscopic techaiques have
revolutionized the field of surpery.

Bencfits include decressed powtoperstive
pain, quicker return 1o sormsd acsivity. and
less  postoperative  complications.
However, unique complcatoss are
associated with lsparoscopsc sarpery
Alypical mycobacterial mfectons = Se
laparoscopic port site are @ foguess
problem encountzred im panenss
undergoing laparoscopic sersery. Sswpmcal
mycobacteria have boecs nows =
colonize tap water, natural watsrs s sl
and thus can easily contemsate selstions
and disinfectants used in hospinsl semmes.
These infections have thes bees 3 sowsce
of significant morbidity for pese—
recovering from laparoscopic serpeses
(1). proper swerilizatios of lspesoceops:
instruments is essentisl w0 prevess e
occurmmence of post laparoscops: womnd
infections with atypical mycobacera (T3

Although they are not fousd = sioe
commensals, loss of sion meessny &
historically linked 1o infection (31 Climicsl
maniféstations inclede locsired shecess
formation and chromic skers. Disynoss &
often delaved, as Fichl Neeckes mnd
mycobacterial cultures are sot rousimedy
performed on skin biopsy specimess or
surgical wound (4.5,6).

MATERIALS AND METHODS :

The present study inciuded 19 pasiesss
who had wundergone surgeries like
laproscopic cholecystectomy. laparoscopic
appendicectomy, hernioplasty, diagnostic
laproscopy. . Our inclusion criteria was
postoperative wound infections with signs
of inflammation of the skin and ahscesses
or drainage at the wound site in addition o
not responding to incision and drainage
and antibiotics used for pyogenic
infections. Our exclusion criterion was all

SMC) vl 02; Nou03: Jan 2015

acule postoperative wmmu:l infections of
less than seven days from the time of
SUrgery.

RESULTS:

Nintcen patients with soft tissue infections
with RGM were identified. The majority
of pahients were females (13 females and 6
males) with a median age of 34.7 y (range
[5-50 wi. All patients had undergone
sergery n different surgical settings. The
patscst  had  undergone  laproscopic
cholecyiiactomy i0,  laparoscopic
wppcaicoctomyd.  hernioplasty 3,
dagsoane bproscopy . No major disease
ST TaiITIey of causes of
mmmnesspeescs 22 HIV infaction)
s sbemoded smwy te patients. The
mein wee Do sarmwcsl pocedure o
amse of miersoe was 44 d imnge- X065
£ mnd B mesm mmerval betwoen clinical
Pescsmasew amd dEagmosis was |49
omee M-S0 4L Sios fdings varied
wadchy. mciadog Smes wacts non healing
mlcers. (= LaT MUY abscesses,
ssfwaeameos facmaes or fum noduies of
g sor. Ed enviess @ Essociahion
wik sicers or chrom drasesc In our
sy 17 pusent showed good respones 10
with
chanshroervom and up‘n:ih:u {500 mg
=ach, twace daily) for 3 peniod of 28 days.
l paticats 1-11.‘.: stubborn infection were
coatinped o this dherapy for 3 months
wher whach symproms resolved. A total of
7 patients with persistent local nodules
were simimstered 300 mg amikacin
mpechons directly indo the modules daily
for a period of five days. This resulted in
the barsting of the nodules with resclution
of symptoms within 7 days, without sinus
formation.

DISCUSSION:
Rapidly-growing atypical mycobacteria
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have emerged as significant human
pathogens, causing various infections in
healthy and immunocompromised hosts.
Majority of times, these infections arise
following  intramuscular  injections,
surgery. superficial abrasions, penetrating
trauma in conditions exposed 1o
contamination of the wound with
disinfectants, soil and water solution.
These organisms have been increasingly
reported in the past three decades in post
surgical and post traumatic wound
infections and lately increased incidence in
localized and disseminated infections
including outbreaks due to contaminated
instruments  have been  observed
{71 Postoperative wound infections caused
by RGM penerally appear some weeks 1o
some months following the procedure (8}
Similarly in our case series the incubation
period ranged from 20 w 63 days with a
median incubation period of 44 days. The
median time between the onset of
symptoms and the microbiological
diagnosis was 105 days, Theretore, a high
index of suspicion is imperative for the
diagnosis to be made. A study by Joon
Young Song et al., (9-12) stated that since
the symptoms are relatively mild and
indolent, the clinical diagnosis of
mycobacteriosis is often delayed and took
more than two months from initial
manifestation to diagnosis, Also. in the

revised literature, most publications
conclude that clinical diagnosis  of
mycobacterial skin and soft lissue

infections is not easy to perform and that
the diagnosis is often delayed In light of
the current evidence and guidelines on
hospital  infection control, it is
recommended that several steps be utilized
to ensure proper sterilization  of
laparoscopic  instruments  and  other
invasive surgical devices. Firstly, the

instruments should be thoroughly
mechanically cleansed after each use, with
complete dismantling of pans 1o ensure
removal of all organic soil (130 This is
best achieved by using an ultrasonc
technology which is available in some
hospitals. . Secondly, it 15 necessary o
limit glutaraldehyde disinfectants and
replace it with ethylene oxide gas
sterilization, as this has been shown o be
highly effective in reducing atypical
mycobacterial  infections  following
laparoscopy (14). When liquid chemical
sterilants are used. higher concentrations
{3.4%) must be used and the cxposure
time should be increased to 8-121 hours to
activate sporicidal activity. Furthermore,
the water used to rinse the instruments
should be autoclaved to preventl
recontamination  with  spores  post
sterilization. Conventional autoclave can
be used for sterilization of the metallic
cannula of the ports. It is very imporiant o
make clinical diagnosis based on the signs,
since culture of the pus collected from the
port sites is negative for mycobacterial
culture and AFB staining. The only
method to obtain microbiological evidence
is through tissue culture from the wall of
the cavity, which is very difficult 1o obtain
and takes 3 weeks to isolate from culture
leading to delayed treatment, which makes
clinical diagnosis the best option. Once
clinical  diagnosis  of  atypical
mycobacterial infection of laparoscopic
port sites is made, treatment with a
combination of second line anti-
tuberculosis drugs is started. It has been
reported that conventional antituberculous
drugs are ineffective. As per latest studies
clarithromycin, cefoxitinand imipenem
were useful for reatment against RGM
{141 .Almost all the patients in our study
were cured with a combined approach of
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drainage and chndwomvein  based
I"ﬂl'l':ltm- 'm__

Conclusion-

Climicians shogld be rwasr and mchude
RGM in thesw Sffesessnd Sapesss of
surgical site mfachoms for cardy S
and prompe resmew Pos el afecoes
is 2 problem faced bw mrTeCa
Surgeons in dovciopme coummes whach =
preventable throesh proper srsiicwmes of
instruments and carts chnmcal Sermoss
and treatment.
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Diagnostic Yield of Induced Sputum in
Suspected Pulmonary Tuberculosis.
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Abstract

The most cost effective tool for screening pulmonary tuberculosis
suspects is microscopic examination of the sputum by Ziehl-Neelsen's
method, Failure to confirm bacteriologicaily, diagnosis of pulmonary
tuberculosis is often difficult & delaved. Dry cough & low quality of self
expectorated sputum are twe of the causes af smear negarviry in
suspected pulmonary tuberculesis. There are various methods to collect
adequate samples like bronchoscopy, bronchoscopy with washing,
sputunt induction, gasiric lavage ete. This cross-sectional study was
undertaken ar Bangabandhu Sheikh Mujib Medical Universiry
(BSMMU'\. Shahbagh, Dhaka & National Institute of Diseases of Chest
and Haspital (NIDCH), Mohakhali, Dhaka. Smear-negative pulmonary
tuberculosis patients who were planned to treat & registered for anti-
rubercular treatment were assigned to take part in the study. Spuinm
induction was dene by using 3% saline nebulisation delivered through an
ultrasonic nebuliser. Induced sputum samples were stained by both
Feihl- Neelsen & Auramine ( LEDY) methods. Among one hundred and ten
smear negative pulmonary tuberculosis patients, abowt 97% comild
produce adequate amount {2ml} af sputum. Abour 0% af induced
sputum samples revealed smear positiviry by ZN staining & about 35% af
the same sputum samples revealed smear positiviey when examined by
auramine methods. Sputum induction improved the diagnostic yield in
suspected pulmonary tuberculosis patient.

Key words: Sputwm Induction, Smear Negative, Pulmonary Tuberculosis.
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Introduction

Idenufication of AFB in sputum smear is
the maost reliable and cost effective method
for diagnosis, follow up and evaluation of
trealment  outcome of a  pulmonary
twherculosis (PTB) patient, But fairly a
good number of highly suspected PTB
patlents remain smear negative because of
low guality and guantity of self
expectorated sputum or due to having dry
cough or no cough. Radiological features
are varighle and may mimic many
conditions.  Failure to  confirm
bacteriologically the diagnosis of smear
negative FTB is ofien delaved. which
make the disease complicaied and other
parsons who are in close conlact get
mfecwed [-6) Cuinere of spotum samole is
Bor e Sl EEEE SROTROEY B
acecams FIE Hoscser @ Gles ahowst o
e o DEe BN B e
ey earrd bbocsa  Thersoer
Silmer = an sambie i Suooe
et omwsops s et s
=l Smsnew oM W SNewr aepae

s B @ = =N suirs paabie m
ol deepash anf 5 cowin. = ad

rEsonscr powr coumery bBhe Bangladesh
wihere prevaliesce of FTB is very high.

Materizd & methods:

We &ad 2 crosssectional study between
January, 2000 mo September, 2011 at
BSMMU & NIDCH. Dhaka. PTB patients
who were planned to Geat with anti-
tubercular drugs (according to the National
Guidelines and Operational Manual for
Tubercalosis Control- 4th edition) & were
sent to be registered to initiate treatment
were asked to take part in the study.
Among them who were smear-negative &

(31)
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712 years of age were enrolled in the study.
Those with unstable cardiopulmonary
status & those who were on anti-tubercular
reatment were excluded from the study.
One hundred and ten smear negative PTB
patients were finally selected to take part in
the study. After taking informed written
consent the data were collected with a
prepared data collection sheet. After
description of the procedure sputum
induction was performed in a well
ventilated room outside the wards. All
patients were asked to inhale a mist of
hypenonic saline solution delivered by an
ultrasonic nebulizer, Disposable face
masks and nebulizer wbes were used for
every subject. The nostrils of the subjects
were closed and were asked o inhale
roegn open moith  [nhalation was
merrapesd overy 5 mmmemes or when the
ssbecces stamed coeghing so thai the
pememes  comld expectorate  sputum.
Nebelranon was continued until adequaie
spommm sample (minimum 2 ml) was
obt=ned or for a maximum period of 30
minuies. The sputum samples were
collected in a previously labeled sterile
plastic container, A disposable surgical
mask was given to each subject to wear it
until cough stopped. All patients were
observed for at least 30 minutes to note &
manage immediate adverse effects
following induction. Obtained sputum
samples were sent immediately 1o National
Tuberculosis  Reference Laboratory
(NTRL). Mohakhali, Dhaka, for staining
by both Ziehl-Neelson and Auramine
{(LED) methods. Stained slides were
examined by  conventional  light
microscope and fluorescence microscope
respectively at NTRL,

Results:
Nearly half (48.2%) of the patients was of
below 30 years & the mean age was 33.6 =
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13.3 years. About two-third of the patients
had dry cough (Table-7).

Tahle L. Clinical features {n= 110}

Clinieal Frequency | Percentage |
features ) )
= |
Productive 35 1R
Oy 73 6.4
| No 02 18 |
Following induction, 107(97.3%) patients
could produce adequate sputum
sample(Table 77).

Table I1. Effects of sputum induction (n =
110)

Sputum [ Frequency | Percentage
Production

Adequate (2ml) 107 97.3
No ar 03 27

| Inadequale |

Out of 110 patients 6 (5.5%) expericnced
several discomfort while induction. But
sputum induction was terminated in one
due to moderate breathlessness,

Auramine staining yielded a higher smear-
positive result (Table T1I).

Tahle II1. Smear results (n= 107)

_&_lsthm‘h

Feihl-Meelsen

staining (107)

Positive 44 455

| Negative 58 s42 |
Auraminge [
staining n =

107) 63 589
Positive d4 411
| Negative ! |

Among the positive results 48 were
positive by both staining methods. There is
a pood agreement between Ziehl- Neelsen
and Auramine methods (Table- I'V]).

Table- IV: Distribution of smear test
results of induced sputum.

Zien | "GTE | otar | Staistical
Neelsen “Neg | Posi significan
SaMng ative | tive | o
| Negative | 43 15 |38

Positive | | a8 |49 | K=0.705
Toal  [44 (63 [ 107

# Kappa test was done to see the
agreement between Zichl- Neelsen and
Auramine methods

Discussion:

The study results demonstrates that
sputum induction is simple and effective
as most (97%,107/110) of the patients
could produce adequate sputum sample by
induction and about half (d4.5% 49/110)
of clinically and radiologically suspected
pulmonary wherculosis patients became
smear-positive with induced sputum who
were previously laheled as smear-negative.
The present smudy results show a higher
frequency of smear positivity (45.8%) of
induced sputum samples than some other
studies done in abroad.(6.8,10-15) But it
wae lower than in a comparative study
dome in our country by Ganguly et al.(16)
The variations of the results are probably
due to differences in demographic, clinical
and radiological characteristics of the
patients; methods of sputum collection;
sputum staining procedures and use of
MTE culture before sputum induction ete.
Some studies were done in countries with
low TB burden and having every facilities
to confirm the diagnosis  where sputum
culture for MTB was used to confirm the
diagnosis before any avgmented sputum
collection.{ 10,13,17,18) The present study
was done in a high TB burden country of
the world with huge load in out-patient
departments and laboratory services of
government hospitals, where higher false-
negative results can be expected as the
effort to diagnose smear positive Cases
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may be unsatisfactory. Probably highly
suspected PTB patients were not properly
instructed how to collect adequate guality
and guantity of sputum samples or there
may be errors in liming, staining and
microscopic procedures. The results of the
study support the above assumption by
demonstrating that aboot 31% (11/35) of
suspected PTB  patients who had
expectoration became smear positive afier
induction. Two  separate  studies
demonstrated  that  supervised sell
expectorsted sputum increased the smear
positivity which also  support  our
statement(17,18)

Conclusion:

We concluded that sputum induction is an
effective and simple method to approach
patients with suspected pulmonary TB
who are not able to produce sputum or
have tested negative on a self expectorated
sputum samples. Auramine staining also
improves  the frequency of smear
POSILIVIEY.
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Abstract

Group A Streptococcus or Streptococeus pyogenes is estimated 1o be
present in 5.0-150% of normal individual in the respiratory tract,
vaging, skin and anus without any sign of disease. This cross seciional
sty was carvied ouwt to find owt the rate of asvmpromatic throat
carriage of 5. pyogenes and antibiotic susceplibility of these solaies iw
school poing children of Rajshahi, Bangladesh. A total of 300 children
selected from six different schools vounger than 12 vears were included
in this studv, Collected throat swabs were subjected 1o 5.0% Sheep blood
agar. Group A Streptococcus was identified by P-haemolytic colenies,
catalase nepariviny and bacitracin sensitivity, Anribiotic suscepribility test
was performed on Muller Hinton agar containing 3% sheep blood by
:.u:-m-m.r F. “'--‘f.-m dizc diffusion method.  Our of roral 300 throat

swabs, Group A Streprococcus was isolared tm 9.33% ¢ n=2 281 Among

the isplafes, #5.06% in=13) were from male children where oy 334%

(n=15) from female children. There was R '_. _.".'_‘: rénce in

colonizanion of Group & Areps ar ip>0.05, Owr of 28 isolare

100.0% isolatex were ion ¢ garibiodic arithromwein and R

resistance was found agams pemsciiim ond smpaclim where a3 64 29%

isolales resistonce 1o cotrsonrnds and 10 7% olaies were resismancy

1o both erythromycin and ciproflonscm
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INTRODUCTION :

Streptococcus  pyogenes are the most
frequent cause of  pharvaginis
Streptococcal camage bas been defined as
the recovery of Group A Strepiococcus
(GAS) from the nasopharynx or
oropharynx in the absence of any evidence
of acute infection.(1) Disease spectrum of
Group A Streptococcus ranges rom mild
infection as pharyngitis, tonsilitis and
impetigo to life threatening infections like
necrotizing fascititis and toxic-shock like
syndrome. These are often followed by
post infective sequelae of theumatic fever,
rheumatic  heart disease and post
strepiococcal acute glomerulonephritis.(2)
GAS infection is ordinarily spread by
direct person-to-person  contact, most
likely via drops of saliva, nasal secretions,
contaminated fingers., dust or fomites.(3)
All Group A 7-hemolyuc Streptococct
{GABHS) are sensitive to penicillin G.
Most are sensitive to azithromycin,
erythromycin and ciprofloxacin, A high
frequency of resistance to erythromycin in
GAS has been reported, particularly in
countries where antibiotics are overused.
Liitle information is known about the
prevalence of 8. pyvogenes from the throat
swab of school children in Bangladesh.
50, this study was performed. This study
provides information on prevalence,
distribution and antibiotic susceptibility
pattern of 5. pyogenes isolates,

MATERIALS AND METHODS:

Six different schools situated at different
locations (urban, rural and slum) in and
around Rajshahi city of Bangladesh,
Throat swabs from 300 students of age
group 6-12 years were collected, and
cultured to yield 5. pyogenes following
standard microbiological procedures,
Antimicrobial susceptibility testing of the
isolates were performed by Kirby Bauver

disc diffusion method following NCLLS
guidelines.

RESULTS:

Amoneg 300 school children, 142 (47.33%)
were male and 158 (52.67%) were female.
Out of 300 throat swabs stodied, 5.
pyogenes was isolated from 28 samples
{9.33% ). Among the isolates, 13 (46.42%)
were from male whereas 15 (53.58%)
were from female. There was no
significant sex and age sub-groups
difference in colonization of S. pvogenes
{p=0.05), although the rate was slightly
higher among girls and age sub-group 6-8
years (12.22%) (Table-1). 5. pvogenes
isolates indicated a high rate of resistance
towards cotrimoxazole (64,29%) followed
by ciprofloxacin and erythromycin, both
were (10.719%). Penicillin, ampicillin and
azithromycin showed [00% sensitivity
towards the isolates (Table-2).

Table No. 1: Antibiotic susceptibility
pattemn of 5, pyogenes isolates from throat

swahs

Amntibiodic ‘ Sensitive ‘ Hesistant \
Ampicillin i [E1] (0 Ll
Colrimoxazabe | 10 | 3571 18 | 6429
Ciprofloxacin | 25 | #5920 10.71
Penicillin 8 100k o2 Ll

Azithromyein I 100 (il N

&

Erythromyein | 25 | 8920 10,71
DISCUSION:
Group A T-hemolytic  Streptococc

(GABHS) is among the most prevalent
bacterial childhood infection and
constitutes 20.0%-40.0% of all cases of
exudative pharyngitis. The condition s
most prevalent in the age group of 5-15
years, the highest prevalence occurring in
7 years old children and rarely occurring
in those under 3 vears of age. Males are
equally affected by GABHS as females.
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GABHS frequently colonizes the pharynx
of asymptomatic individuals, as 15.0%-
20.0% of school-age children are
asymptomatic carriers. In our study,
§.33% of school children were colonized
by GAS in their throat. Similar study done
by Tavakkoli et al found the prevalence of
carriers among primary school children
wis 4.9%(5). Bogovac et al reported 6.0%
prevalence in all age groups and 11.7%
prevalence in 6-13 years old children from
Croatia (6). Durmaz et al showed the
prevalence of 5. PYOZEnes
nasopharyngeal carriage in 14.3% healthy
school children and children in an
orphanage in Turkey (7).

In our study, the frequency of GAS was
similar in all age groups of school
children, but it was slightly higher
children aged 6-8 years. The study done
by Durmaz et al (7) in Torkey, showed
that the rates of carriers for boys and giris
were similar and the frequency was similar
in all age groups of school children, but it
was significantly higher in children aged
4-6 years living in the orphanage(7).

Dumre 5P et al observed highest
resistance to cotrimoxazole (71.0%9%)
followed by ciprofloxacin (5.2%) and
erythromycin (5.2%) (8). Kim et al
recently reported & high frequency of
resistance to eryvthromycin in GAS,
particularly in countries where antibiotics
are overused {4). Tamayo et al (%) reported
the erythromycin resistance rate to be
21.7% in the study done in Spain in 2004
(9}, Ciftci et al reported resistance to
erythromycin and azithromyein as 3.8%
and 4.2% respectively (10). Alberti et al
reported increased resistance of 5.
pyogenes o ciprofloxacin in Spain at the
highest rate ever published and it is 63.3%
(11). Of all the isolaies analyzed i our
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study. 64.29% were resistant Lo
cotrimoxazole  followed by both
ciprofloxacin and erythromycin  werc
10.71% and =1l the isolates were sensilive
to azithromyein, pemcillin and ampicillin,
In a larpe survey done in Iran by Jasir et al
found no penmicillin resistance steains of S,
pvogenes and only a few erythromycin
resjstance «rams (123 Another study done
in France by Bimen et al found all 1solates
of §. pvogemes were susceptible to
amoxicillim {13} Our findings
demonstrate thar amtbectic resistance of S,
pvogenes is mot chmically significant
problem in our coustrs

However, the resalis of our preliminary
study highlights the mmportance of regular
surveillance programs @ monitor the rate
of GAS carriage and the antibiotic
susceptibility of GAS isolaics in the
commmemity. We, thercfore, emphasize the
need to carry out this tvpe of study in large
sample size with a wide range of
geographical and seasonal variations
throughout the country.

CONCLUSION:

Antibiotic resistant GAS isolated from
healthy school going Bangladeshi children
is a public health concern, When screened
and appropriately treated with antibiotics,
carrier can be prevented from spreading of
streptococcal infections in the school
environment and the community and
ultimately reduce the incidence of life
threatening sequelae. It is recommended 1o
conduct regular screening and GAS
surveillance in schools and maintain
rational use of antibiotics to minimize
GAS carrer and drug resistance.
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Dehvdroganase As Biochemical Markers For Diagnosis Of
Pulmonary And Extra-Pulmonary Tuberculosis.
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Introduction and rationale:

Tuberculosis is a common disease
throughout the world, especially
developing countries. Millions of people
have died from tuberculosis (TB) a
leading chronic infectious killer of all age
groups and the second most commaon
nfectious disease worldwide. It is an
infection with human strains  of
Mycobacterium  tuberculosis(1-2), The
most common form of the disease, which
is esscntial for the spread of TB, is
pulmonary (PTB). But tuberculosis can
affect any organ in the body.
Extrapulmonary tuberculosis (EPTB) 15
referred to isolated TB at any site in the
body outside the lungs. Although TB can
be fully cured with the use of appropriate
drugs, the major hurdle 1w treatment for
TB lies in the late diagnosis of the disease
due to the lack of simple and cost-effective
diagnostic  procedures. Although the
isolation of whberculous bacilli from
clinical specimens is the gold standard for
diagnosis, Chest X ray, identification of
bacilli, and the histopathological detection
of granulomatous lesions in addition to
clinical findings generally lead to true
diagnosis. The diagnosis of PTB and
EPTB is even harder when smears and
cultures are negative. Exira pulmonary
tuberculosiz {EPTB) is a growing problem
worldwide( 1-3). Due to the nature of the
disease, the diversity of clinical pictures as
well as its minor epidemiological
importance, the diagnosis is difficult and
often late. Definitive diagnosis of
tuberculosis includes a demonstration of
the presence of M. tuberculosis by
microbiological culture and
histopathological methods, Classical
methods of TB  diagnostics have
significant limitations for diagnosis of
EPTB, Culture is a lengthy process, while

in these patients often requires rapid
dhagnosis. Material for PCR diagnosis is
often not possible to obiain {except
cerebrospinal  fluid and  urine), and
histopathological  diagnosis requires
surgical procedure, which is an invasive
techmigue. The most reliable diagnostic
criteria, is still to confirm the presence of
bacilli in the patient’s materal by culture,
In some forms of EPTE, material can be
waken for cultwre from renal. meningeal,
pleural, and pericardial flud. Pleural
sffusion is a common reason  for
admission in hospitals and tuberculosis
is found most common  infectious cause.
Plenral tissue histopathology and culture
for Mycobacterium  tuberculosis s
considered the pold standard but the
procedure is invasive, requires skilled
clinicians and does not provide immediate
results(2,4-9). Advances in rapid
diagnostic  techniques are urgently
required both for the early management of
the new cases of TB and for the
individuals  already infected with
Mycobacterium tuberculosis who are al
risk of developing disease, In addition 1o
standard TB diagnostic techniques, use of
new hiochemical (surrogate markers like
ADA and LDH etc.) are increased. Since
there is no single test to diagnose M.
wherculosis infection, invasive procedures
are needed in such cases, and diagnosis is
usually delayed®,10-23. Therefore,
address these limitations, we evaluated
adenosine deaminase (ADA) in serum and
in other body fluids (plewral, pencardial,
peritoneal, cerebrospinal & synovial fluid)
and lactate dehydroganase (LDH) in serum
and to find out the combined efficacy of
these two biochemical markers for rapid
diagnosis of PTB and EPTB.

Objectives: To evaluate the diagnosic
accuracy of serum ADA and serum LDH
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for the diagnozis of PTB and EFTB.

Methods: This hospital based cross
sectional study was conducted in National
Institute of Diseases of the Chest and
Hospital (NIDCH), Mohakhali, Dhaka-
1212 at Pathology & Microbiology
Department during the period of January
2013 to June 2013 Afier petting the
approval of the research proposal from the
gthical committee of DGHS/BMRC,
consenl was received from cach individual
prior to inclusion. They were informed of
their right to withdraw from the study al
any stage. Assurance was given that the
data would be collected anonymously and
the confidentiality concerning  their
information was maintained strictly. The
rescarch was conducted in full accord with
ethical principles. From selected patients,
after aseptic preparation 5 ml of whole
venous blood from antecubital vein was
collected in clean and dry test mbe and
was kept standing for clotting. Then it was
centrifuged at 3000 rpm (o separate serum.
5 ml of pleural, pericardial, peritoneal and
synovial fluid of ecach was collected
aseptically from the patients who had it
and was kept in a clean dry test tube. 3
samples of adequate amount of sputum
were collected in a dry clean plastic cup
from all the patients. The subjects were
patients from OPD and indoor of Instite
of Diseases of the Chest and Hospital
(NIDCH}), who were clinically suspecied
TB patients. hospitalized for investigation
for fever of wunknown origin. Serum
adenosine deaminase and serum lactate
dehydroganase levels were measored
during diagnosis of fever of unknown
origin. In  addition to standard
examinations, X- ray of the lungs, USG of
abdomen, hacmatological and biochemcal
tests, abdomen, chest or pelvic CT scanm,
echocardiography was done depending on
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the presentation of illness. The histological
processmg of ussues of clinical interest
{biopsy of the liver, LGL, peritoneum,
small bowel and adnexa) were also
conducted. Histological processing of
tissue samples were performed at the
Pathology depanment of this institute. The
level of adenosine deaminase was
determined by enzvmatic method from
blood samples collectsd LDH in semm of
all patients was done by using standand
procedure and method. After collection, atl
the data was checksd and edited. Then
data was coscred meo computer with the
help of soffware SPSS for windows
programmed versson 12 After frequency
run, dats was cheaned and Treguenoics
were checked. An analvas plan was
developed keepamg i view with the
objectives of the study (C1 95%, p<l03)
Due 1o the heterogensity of data, although
the observed parametors were Conlinuons,
we used sonparameiric tests (72 test)
Sensitivity and specificity of 1est resulis
were calruiated

RESULTS: For this study 208 chmically
suspected tuberculosis (pulmonary and
extra-pelmonsy) patents were enrolled.
Among them 131 patients (male 98,
female 33) wese proved positive by any
one Of In combuaahon Of Spuim sMear (Z-
N of Anramine sizin). spulum or tissue
culture =nd hesopathological examination,
Age of the sady subjects was ranging
minimazn 20vesrs o maximum 90 years
im=SD, £4585+17.84), mz5D of male and
female was 4466+17.94 & 44.61+17.77
respecuvely and was statistically
msigficant.

Male and female distribution is shown in
Figure-1 and sex found statistically
insienificant.

Demographic Profile of the study subjects
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are shown in Table-1. High frequency was
found in low imcome, low education,
smokers and dwellers of kacha residence
among both male and female.

Eighty nine (679%) of total and
H6i67.3%) & 23(69.7%) of male & female
patients respectively have pulmonary TB.
Rests have extra-pulmonary TB. No
significant difference about both types of
diseases found between male and female
(Figure-2).

The most available sample is plewral
effusion (54.2%) followed by synowial,
asceilic, cerebrospinal and pericardial
fluid. 36.6% patients did not have any type
of effusion,

Fig: 3 Frequencies of SAMPLES

Table:2 Resulis of Biochemical markers
in Pulmonary TB & Extra-Pulmonary TB

FPubmomsry | Exira- | Tolake=131)
Thm=2% | Pulmonary | mumber
namber Thin=4Z} (%)
(%) mmber| % )
S.ADA
Positive | 70( 787 | 31(73.8) | 101(T1.1]
| Negative | 190213 ) [11{363) [ W(229)
| 5. LDH
Posiive | 66742 ' 30(714) [ %(713)
| Negative | 23 (254 ) | 12(286) | 351267 |
Baoth .
Positive | §8(98.9) | 0(95.2) | 128(97.7) |
Negative | 11(01.1) | 0X048) | OHOZ3) |

Table-2 shows the results of individual
serum adenosine deaminase (ADA), serum
lactate dehydrogenase (LDH) and
combined result of all the two biomarkers.
When combined, the biomarkers show a
high number of positive results,
128(97.7% ) out of 131!

Sensitivity, specificity, positive predictive
value, negative predictive wvalue and
accuracy of serum QuantiFeronTB-Gold
{(QFT-G), serum adenosine deaminase

(ADA), serum  lactate dehydrogenase
(LDH} and those of combined of all the
three biomarkers have been shown in
Table-3. Each biomarker individually and
all in combination showed good sensitivity
and specificity.

DISCUSSION: In our study. like other
several previous studies. demographic
profile of the discased persons and the
prevalence of the disease in male and
female were comsistent with those studies.
The most reliable diagnostic criteria, is
still confirm the presence of bacilli in the
patient material by cultivation9, 10,11, In
some forms of EPTB material can be 1aken
for culture but, unfortunately, successful
culture is very varnable, Because of these
problems in exact diagnosis of
mberculosis numerous additional tasts are
in use with the imention to facilitate the
diagnosis. In the recent use, biochemical
markers for tuberculosis infection, such as
levels  of  adenosine  deaminase
concentration (ADA) or leve]l of serum
LDH was proved as of great importance.
Firas et al were first to report high ADA in
tubercular plewral effusionl2. Meta-
analysis of studies conducted between
1966 and 999 concluded that the test
performance was reasonably poodl3
(sensitivity range 47.1 - 100%, and
specificity 0 - 100%) in diagnosing
tuberculosis etiology in pleural effusion.
Other researchers have also observed the
usefulness of ADA  actvity in  the
diagnosis of mwberculosis diseaseld,15.
The article reviews of Gupta BK et al.
ADA estimation as an effective diagnostic
criterion for tuberculous and npon-
tuberculous disease in pleural, ascitic,
synovial fluids and CSF.E In extra-
pulmonary disease, overall sensitivity and
specificity in the study was found o be
high. It is evident that determination of
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this enzyme was relisble and wseful e

in serous spaces (plewral. peritomeal
synovial space, cerebrospinal
floid)8,16.17. Snnivasa et al found
elevated serum adenosine deaminsse
levels in patients with pulmonary
tuberculosis. 18 In our sample the averagr
value of its concentration was elevated. It
was also supported by Stevanovic et al 19
Similar data were presented by Mishra and
colleagues in children, where in additon
to lung tuberculosis they had paticnis with
miliary and extrapulmonary
localization.20 Serum LDH still remains
@8 one of the imponam paramesars 1o
assess the cellftissue specific siress or
pathology, caused by Mycobacierium
tuberculosis. In our study, we alo found
higher concentration of LDH in the serum
of both PTB and EPTB patiemts. Our
finding is consistent with that of Sharma et
al.2],

Performance test of each biomarker was
done 1o see the SEN. SPE, PPV and NPV
to evaluate the efficacy of the biomarkers.
Conclusions: The diagnostic accuracy of
ADA and LDH may be low when single
test is done. But, when they are used in
combination, it is significantly high.

Recommendations: Biochemical tests
mentioned above may be useful adjunct
tests for diagnosing TB and EPTB for
early and appropriate management to
reduce morbidity and mortality. Larger
studies are needed in our couniry o
determine accurately the diagnostic value.
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INTRODUCTION

In the carly stages of cardiac surgery, there
was no  uwse of any Cardioplegia. The
aorta was simply cross-clamped and the
surgery was performed often  resulted in
extensive myocardial damage (Brodie and
Johnson,1994), Two techmiques can be
used separately or in combination on the

basis of surgeom experience and
preference. Routes of cardioplegia
administration are the aortic root

(Antegrade)
(retrograde).

Material and Methods;This Prospective
Observational Study was carried oot in the
Dept of Cardio-Vascular Surgery.
NICVD , Dhaka, Bangladesh dunng the
period of July, 2010 to June, 2012 The
study was carmied out on all the patients
who underwent aortic valve replacement
surgery and fulfilled the inclusion and
exclusion cntena by purposive convenient
sampling. The patients were divided into
tWo Zroups.

and the coronary sinus

Group - A (n=30): Patients receiving both
antegrade & retrograde cardioplegia.

Group - B (n=30): Patients receiving only
antegrade cardioplegia.

Associated other valve having significant
lesion, Redo AVR, Patiemt with CAD,
Combined valve and other congenital heart
discase, Patient with impaired renal
function, Patient with impaired hepatic
function, Perioperative unstable
hemodynamic state, Prolong CPB  time
(=120 min}, Patient with LVIDd =70mm,
Patient with LVIDs =50mm, Patient with
reduced Ejection Fraction
(EFS<d0% )were excluded.

Surgical Technigue: The decision for a
patient to give both antegrade and
retrograde or only antegrade cardioplegia
was decided by the operating surgeon.

-Standard CPB technigue was used.

-For cardioplegia we used cold blood
mixed cardioplegia solution which was
infused a1 standard NICVD protocol for
every patient. In all patients of group A
first dose of coardioplegia was given
selectively into the coronary ostia and the
subsequent doses were piven every 20
minutes interval through retrograde route,
For all patients in each group total amount
of cardioplegic solution (20 ml/kg) and
mfusion rate was calculated at a rate of
standard NICVD protocol.

-In group A, half of the imtial dose wis given
antegrade way and the other half retrograde
wayv: all subsequent doses were given
retrogradely through the coronary sinus.

-In group B for antegrade cardioplegia we
psed two selective cardioplegia cannula
for two coromary artery  into left and right
coronary ostia just after cross clamping
and acrtotomy .In all patients of group B
the subsequent doses were given every 20
minutes interval,

-In all cases hemodynamic optimization
was attempted by volume adjustment,
notropes administration and pacing etc as
required.

Results
Table-I : Per operative outcome vanables
Purameters | group grougp | P value

AiMean: | B{Meanz

SDim=30) | 8D

iy

CPBE timee | A6.50 208 | BEAR]TAL 016
_{minutes)
Croms-clamp | 392669060 l&’.’.ﬁﬂt]l‘iﬂ'.l_ﬂ.f?ﬂ-r
tims
Post X-clamp | I763£9.53 | 19E=1590 | (484
bypuss  tme
(minutes) e o
Asystole time | 496751238 | S1ERE] 166 01455
(sbennada)
Spontanecus | 26 (RO6E | I3 (4334% P001"
_rhypthm (%)) % )
Required DC | 4(1333%) | 17 (56.66%) | P<000"
shock (%5 )
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Table I1

Companison of CK-MB levels in
preoperative. 24 hours postoperative and
T2 hours posIODETELIvVe B FTOOD 4 verses
group B cases

Frames= Gomg LT F o
RN [ TR

- -

L= E=E
Pememme DE-W DI85 T
= e ST TT ST ETSEOE o
e oS
= s M5 X773 A
e o
Tahde TV
Comparison of Troponin-1 levels in

preoperative, 24 hours postoperative and
7= hours postoperative in group A versus

group B cases.

Parameters GapA  Gupd P vaber
Trop-Ti ey M)
= =

Preoperstine. 035008 Q31=017 05130
M bows 390=] 3 &TRON) N0

[ty
T2 bowrs 2 [Te059 100075 | <005

PO
Tahle ¥

Companson of postoperative variables
between the two stady groups

Parsmeters Gresp Groap P value
AM=sm BiMean
=l =50
= (m=|
Awakening ume 230485  378z063 | <0001
(hours)
Postoperative | 15332100 | 17.100.82 | <000
vealilaGon bme
TCU ssay (hours) | 67712137 | 78.33=1.88 | <D00®
posloperative | 7734073 | 10202167 | <D0OLF
bospital sy
i days) |
Discussion

There was no significant difference of the
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baseline  wvariables  between  the

stndygroups.

Considening operative variables 26 cases
reguned sponlanecus sinus rhythm in
moep A while it happened in only 13
cases m group B. The result on Chi-square
B was secm ip<L00]). The result was
gy ssmficant We studied candiac
earymesi CE-MB & Troponin-l. There
sosules wesr wvery  significant. When the
(K-ME & Tropoms-1 values were
compared befwees zroep A and sroup B,
i was = smmsncally significant
(p=0.295). Ar 24 bows sad af 72 hours
postoperative penod. the valoes were
statistically significant
i p<i00] . Brochemical markers showed
sigmficant diffesence 1  favour of
comiwned amtzprade and retrograde cold
blood cardioplegia. Kit.et al(1997)
reponted 3 study of evaluation of 7000+
patients with two different routes of
cardioplegia showed peak CK-MB level
(U/L) was 34.28 in group A where as
7749 in group B (P=0.038) which was
similar to our study.

Assessment of postoperative outcomes
showed that awakening time, mechanical
ventilation time, duration of ICU stay and
duration of hospital stay were significantly
less in group A compared o those in
group B .

Developing country like Bangladesh
should cautiously use its ICU. Lesser stay
in ICU makes open heart surgery less
costly. Group A patients had a short
awakening time &  postoperative
mechanical ventilation time and
statistically both were significant.
Similarly Growp A patients had a short
ICU stay & postoperative hospital stay and
statistically both  were significant
(p=0.001).
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Conclusions

The results of these prospective clinical
trial indicate that combined antegrade and
retrograde cold blood cardioplegia 1=
clinically safe and appropriate method that
provides better myocardial protection
during aortic valve replacement surgerv
than only antegrade cold blood
cardioplegia alone.

The more sensitive index of myvocardial
enzyme releagse suggesis that a maore
optimal myocardial protection with less
cellular damage is obiained with combined
antegrade and retrograde cold blood
cardioplegia. However. il appears
advantageous and at this moment. it may
be concluded that according to findings of
this study, it may be 3 recommended
method of choce for myocardial
protection for aoric valve surgen
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Abstract

Cibjective-To study the various modes of presemsorion. different mvesmigarion
and differert surgical procedures of int. TB. Methodology: This was g
praspective study in  Hobizany Sodor Hospital, Shaid Shamswddin Akmad
Hogpital Sylhet and different climics of Habiganj and Sviher, from Fanugry 2013
to. Februgry 2014, All patients of int. TB who had different modes of
presemtation were ncluded  [DNagnosis war based on history, phvsical
eramingtion and [oboroiory imvestigation. Patients who underwent surgeéry
their preoperative findings and procedure performed was also recorded.
Rexuits- Mean ape of 6 male and [4 females was 35 vears, range (13-60) vears.
Different presemtation of ne. TH included pain abdomen (90%), fever (73%),
weight loss (85% L mass in right liac fossa (50%) , sub-acute int.TH
ahyrruction $05. Surgical incervention was done in 16 (80%) cases. Righu
hemicolectomy (62.30% ), resection anstomosis (12.30%), sidctiroplasiy
6.25% ) Closure of perforation with ileostomy (6.25%), appendicectomy
(6.25%) Lap biopsy (6.23%) were the procedures carried oul. | patient
Expired n post operarive period with a martality rate of (5% L Conclusion: The
diagnosis of inr. TH i+ difficulr due fo lack of specific symptoms and signs.
durgical ezplorasion was reserved for equivocal cases and for those who
presented as emergency.
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INTRODUCTION

About One third of global population e
over 2 billion people = infected with
Mycobacterium tuberculosis and thus at
risk of developing the discase.
Tuberculosis is a magor public problem in
Bangladesh since long. Bangladesh ranks

sixth among the 22 high TB burden
countries (1), According 0 WHO the
annual estimated incidence for all cases is
225 per | lac per year. The prevalence is
estimated 434 per 1 lac population. The
estimated TB mortality is 45 per 1 lac per
year (2). Pulmonary TB is the most
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commen form of TB and occurs abow
B0% of cases, Extra -Pulmonary TB is
2% Intestinal TB is responsible for 1%
of all cases of TB (1). The ileo-caccal
region is the most common site involved
followed by Jejunum and colon. The
diagnosis of int. TB is challenging and
often delayed resulting in morbidity, Due
W less specific clinical presentation and
less  semsitive and non  specific
investigation of int. TB may have
diagnostic dilemma. In some cases int, TR
may be associated with pulmonary TB.In
this study we have evaluated 20 cases of
int. TB to find om various modes of
presentation and different modalities of
Ireatment.

METHODOLOGY

This prospective case series study was
carried out at Habiganj district hospital,
Shahid  Shamsuddin Ahmad Hospital
Sylhet and different clinic in Habiganj and
Sylhet from January 2015 to February
2016, Diagnosis of int, TH was based on
history, physical Examination and
investigation. Investigation included hlood
CBC, Mantoux  test, x-ray chest and
shdomen, Barium follow through, Double
contrast Ba-enema and Colonoscopy and
Biopsy in  selected cases  with
histopathological examination. Patient
who presemted with intestinal obstroction
or peritonitis were explored and at
exploration we ovserved site of lesion
extent of the disease presence or ahsence
of ascites, lymph node  involvement
number of strictures and perforations .

Surgical  procedures  included right
hemicolectomy, resection amstomosis,
siricturoplasty primary repair of

perforation with proximal ileostomy . In
all cases histopathological examination of
resected  specimen  or  meseateric
lymphnodes was performed in patients

who underwent surgery,

RESULTS

[n this study our of 20 patients 6 were
male and 14 were female. Male female
ratio was 3:7. The age ranges from (13-60)
years. Mean age was 35 years. Commaon
presenung features are reflected in table-1.

Table -1  Clinical presentation of

intestinal TB

_Presentation Frequency | Percentage |
Abdominal paun 18 0%
Fever 15 T5% .
Weight loss 19 5%
Chronic Diarthoea | 2 25%
Mass in right illiac | 10 | S0
firssi N
Sub-Acute int i ¥R
obstrsction
Rec. Appendicitis | 2 5

| Peritonitis |1 5%

In this study investigation revealed anemia
in 18 cases (90%) raised ESR in 19 cases
(93%), Mantoux fest was positive in 11
cases oul of 17 (65%), Barium follow
through was done in & cases 3 cases
among them (62.5%) shows strictures,
deformed caecum,  Colonscopy  and
biopsy is currently the most valuable
diagnostic tool to identify the lesion in
terminal ileam and colon. Colonscopy
was done in 14 cases among them 9 (64%)
wias histologically proved granulomatous
lesion. Lap. Biopsy proved int. TB in |
case. Two paticnts were associated with
PT. 4 patients were managed
conservatively with anti-TB chemotherapy

while 16 patients needed surgical
procedure followed by anti - TB
chemaotherapy. Histopathological

examination of resected specimen and
mesenteric lymphnodes was done in all 16
cases for confirmation of mberculosis. 1
patient (5%) died owt of 20 patients. 3
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patients presented in emergency 1 with
peritonitis  and 2 with features of
appendicitis.
Tabhle-2 Shows the various surgical
procedures

Operative trestment | Frequency percentage

Rizhe I 62505

hemicolectomy

Resection 2 12.50%

Anasiomosis

Stricturopiasty | 0.25%

Closure of | 0250

perforation with

ilensiomy

Appendicectomy | 6.25%

Lap. Biopsy I 6.25%
DISCUSSION:

High index of saspicioa is nesded for
diggnosis of . TB. Abdomen ic the
common site for extra pulmonary TB.
Fresent study shows imcstimal TB is
common in female:s = evident from
present study and other studies (31 This
can be explained by the fact that fermales
are neglected and malnounshed in owr
population. The incidence of associased
PT. 15 variable. It 5 0% m our smdy as
compared to 21% in a 230 patient study by
Tarig {4). In this study mt.TB presented
with abdominal pmna (9% L weight loss
95%, Fever 75%. mass in nght ilhiacfossa
505, chr, Diarrhoez 23%. 4 (2049
patients was managed conservatively
while surgical intervention was done in 16
(80%) cases Sircar (5) described that 79%
patients managed conservatively and 215

SMCI:Vol.02; No.03; Jan 2015

patients needed surgical intervention .
lleocacele region was the most commonly
involved site. Common surgical procedure
was right hemicolectmy. Mortality was
5% in this study while Baluck had zero
mortality (6). Lap. Biopsy was done in 1
case in this study,

CONCLUSION

There is resurgence of int. TB due to MDR
cases, Due to its variable presentation
diagnosis ~ remains a problem and
invariably delayed because of its close
similarities with other conditions like 1BS,
crohn's  discase and int. neoplastic
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Evaluation of result in early management of open fracture
of forearm bones Gustilo type IT and III by local external
fixator with compression-distraction device
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Abstract

Trawma is the leading cawse of mortalire and disability during the first four
decades of life and is the third most common cause of death averall Among
tramie victims, forearm bone fractures are common. Open fracture radius-ulna
comiprises o substantial group which requires careful attention to prrevent
disability. External fivation to stabilize the fractire is the treament of choice
duee for some inaveidable circemstances instead af internal fixation . Between
Julv 2001 1o June 2003, 21 pattents of open fracture of radius-uing ( Gustila
mipe-d 1A and 111B) were treated by primary local external Fixeror with
compression-disiraction device at NITOR. The main goal of this study was o
find aut effective solution of soft tisswe management, joint stiffness, fracture
snion and reduced hospital stay of a large number of patients.

Key word : External fivater, apen frachire
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Introduction: of lracture and restoration of function of
With the advent of civilization , trauma is extremity. Operative management includes
the leading cause of mortality and meticulous wound excision, stabilisation
disability during the first four decades of  and early wound coverage.(3,4) In our
life and is the third most common cause of  country as most of the patients come o
death overall.(1) Among trauma victims, tertiary hospital at least 8 wo 12 hrs after
forearm bone fractures are common, Of  due to ignorance, povernty, or lack of
forearm bone fractures open fraclure  transportation facilities. Internal fixation
radius-ulna comprises a substantial group  during  that time carries  disastrous
which requires careful attention to prevent  consequences. 5o external fixaton to
disability.{2) Aim of open fracture subilize the fracture is the treatment of
treatment is prevent of infection, healing  choice. In this study it was tried to find out

{52)




the result of local external fixator with
compression-distraction  device  in
management of open fracture radius-ulna
(G-11/HIA/MIB)

Methodology:

This stody was camed omt a NTUR
during the penod of Juiv. 301 w Judy.
2003, 21 cases of Dvpe H and W opem
fracteres of aiacainn of sisls wor

fixator, then the focanm was et =
elbow bag for asother foer weslis

RESULTS:

In this stdy there 2] potesss wsh asr
range 20-50 yis. Mess =g wan 2521 6
yri. 19 cases (9045% ) were made and 02
cases (9.52%) were female. Malcs wore
more a8 because they are man workng
force in this country. Cause of mpery
this series 17 cases (BD95% ) were doe o
road traffic accident and 4 cases were doe
to machinery injury. Road raffic accident
was the major canse of mjury as poor
traffic system. 11 cases (52.28%) were

AMCI Vol 0Z; No,0F; Jan 2015

busimessman,)7 cases (33.33%) wers
lahor 02 cases((9.53%) were student and
01 casei(M.76%) was housewife. 15 cases
TLA3% ) were in lower incoming group,
05 (23%1%) cases were in middle
mcomeng sroap and 01(04.76%) case was
m epher mcoming group. involvement of
ol radivs -ulma includes 13 cases
61 90% ) =nd lcfi includes in 08 cases
(8 1% ) fracture type Gustilo HI A 13
#8390, Gesulo II 06 (28.57%), Gustilo
BN OC 0% 33% ). Delayed closure method
T8 575 Spht thickness skin grafting
2 &l %% . Flap coverage 02 (09.33%)
Diefipwed chesarr method 06(23.57%) Split
dcioews sk grafting 13 (61.90%),Flap
cssmege 2 W8 53%) Union by primary
peeslee &R 10% )by secondary
px=iame @ (42255 ) Non union by
secamdiery peocesdore 04 (19.055 ).
T

Ths pesperame sindy Wt camed o 10
nd 2n = apgeoprase =d well scoepted
Pxcder for sobvens proices seffening of
e semews wais Gasadiio type-1LITIA and
R opn faswre rmfesalma In this
prcsdere wossd mescFement.  joint
movrmew @l comgpwesaon-distraction
acconiies B ¥-GIY ac casier. 1his was a
raniees samdy with agpe range 20-30yrs
ey e mean age 294 1.6 yrs, male
I 455, Buosincssmen (32.28%),
Lower mcoming group 15(71.43%),
maumem in RTA 17(80.93%), Right
1361 90%). Gustilo Type-11
06(28 57%),111A-13(61.90%),111B-
0209 53%nMaximum  duration  of
hospital stay-35 days and minimum 12
days. with a mean 21.2 days; Delayed
primary  closure-06(28.57%), STSG
13(61.90%), Flap coverage
(2(9.53% ). Fracture healing took place in
|7 cases from 13 o34 wks with an
average 23.2-+1.9 wks.B cases were united

(33)
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by primary external fixator; Rest 13 cases
were needed ORIF with BG: among them
(W cases were united and 04 cases
developed non union. The result was taken
as excellent when fractures were united by
local external fixator with compression-
distraction device, Good when fracture
were united by secondary procedure
{ORIF by small DCP with Bone grafting};
Poor when the fractures were not united by
secondary  procedure. In  this study
excellent results were observed 8 cases
{38.10%), good in 9 cases (42.85%), and
poor in 4 cases (19.05%). This is similar o
many study(5.6,7)

CONCLUSION:

Forearm bone fractures are notoriously
prone  to  displacement, rotational
deformity which affects the range of
motion, functional mobility of hands. So,
special attention should be given from the
very beginning. In open fractures, soft
tissue management, prevention of
infection and fracture union are the aim of
treatment and for this reason, external
fixation should be such type, which not
only give access to soft tissue management
but also provides fracture healing and
functional mobility. So, local external
fixator with compression and distraction
device is an effective mean for the
management of Gustilo U&II open
fracture of radius-ulna.
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Hvdatid Cyst in an Uncommon Location -
A Case Report
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Abstract
Hydarid Fecring muscle 5 very rare and wseally presemts a3 an
PR e e wiv growing mass mimicking a soft tissue twmour. Adegute
preonermTe plowuany ad .{-'r 'n'm; excision i recommended, as incomplete
SYCITION WaTV Lo 13 i reactions and local recurrence. It showld be
considered o= Fi re |...' .,*'ueu.-m-. af saft tissue tumenrs espectally in
reviony e the parasite. We are repoviing a case of hydarid cysi
affecting She - ¢ witich wis uuar::ﬁﬁ:f by excizsion. Very few reports of
primars coll el emenr iy vdatid ovat were found in literature.
Key wordi: Hwdo of. muscie, resécrion.
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Intreduction end in patents from arcas where the
Hydatid cvst is the larval smxge of discase s endemic(10-12), Usually the
Echinococcosis, is 3 roomosss snd s 3 Hwdand cvst in muscle present as a benign
significant public hezlh problem Ik 5 soft ossue tumor. The commonest clinical
prevalent in different aess of the workds oresemialion is an asymptomatic slow
Domestic dogs, foxes and wolves serve 38 growing mass. Though hydatid diseases s
definitive hosts. whercas sheop =t 22 endemic in South-cast Asia, we present
intermediate hostsi23) Hydend cves are this case due to the rarity of its siten.
usually found in the liver and lsagsd, bl e Report
can affect any pan of the boadwi3-7). Bone 4 50 years old Man presented with a large
involvement is usually seen m less than  painless mass in the back of his left leg for
1% of casess. Primary bydatid cyst I eighteen months and difficalty in squatting
musculoskeletal system s rare and  for three months. There was no history of
constitutes 1% to 43% of all cases{8). U prayma, fever or weight loss. On
should be included in the differential

diagnosis for any cystic soft hssue mass

examination, there was a fusiform shaped
swelling measuring about 12 X & cm over

{55)
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wpper part of the back of left leg (Fig. 1).
The swelling was non-tender, smooth
surface, diffuse. soft m consistency. It was
fluctuating, but non trans-illuminating. It
was free from overlying skin. It was more
mobile from side to side than above-
downwards. The swelling was almost
fixed when the calf muscle is taught. It
was non pulsatile. There was no inguinal
lymphadenopathy. Distal newrovascular
status was aormal, Left knee joimt
movement was normal. Squatting was near
complete but with difficulty due to the
swelling, Gait was normal. Lungs and
Liver were normal on clinical and imaging
study. There was no cvstic mass anvwhers
else in the body.

Houtine  haematological examinations
were normal. X ray left leg showed a soft
ussue swelling over the calf musele ares.
No  bony  lesion  were  seen.
Ultrasonography  showed multiloculated
cystic lesion on the calf region. On fine
needle aspiration, clear cystic fluid came
oul and cytology revealed benign cystic
lesion. MRI revealed large well outlined
multiloculated cystic mass lesion in calf
muscle of left leg .

The patient was selected for exploration
and excision biopsy of the cystic mass,
After spinal anesthesia, on prone position,
a serpenting incision was made over the
protrusion on the back of left leg, After
retracting the skin and superficial fascia,
two heads of gastrocnemins muscle was
identified and splitted keeping special
attention to the sural nerve which was
unharmed. Then the soleus muscle was
identified and splived in the middle. A
well capsulated spindle shaped cystic mass
was seen. After proper dissection and care
for preventing spillage, it was excised o
along with its capsule (Fig. 2). A drain

was inserted and wound closed in layers.
Post operative period was uneventful,

Gross examination of specimen showed
scm X 1em gray while oval cystic mass.
On opening the cyst, multiple daughter
cysis are noted. Cut section revealed cystic
spaces  contaiming  whitish  material
resembling white of egg. Histopathology
confirms the diagnosis of hydatid cyst by
presence of lamellated hyaline membrane
of hydatid cyst wall with identification of
scolex of Echinococcus granulosus. Tab,
Albendazol 400 mg 12 hourly was given
for 3 months. Follow up upto & months
postoperatively did not show evidence of
hydatid cyst in any part of the body.

Discussion

Hydatid discase is caused by the larval
lapeworm of the genus Echinococcus
granulosus and E. multiloculares. E.
granulosus is the most common cause of
hydatid disease(14). It is endemic in
different parts of the world, including
South Asia, Middle East, Africa, South
America, New Zealand, Australia, Turkey
and Southern Europe(15,16,17).
Infestation by hydatid disease in human is
most  commonly occurs in the liver
(3570%%) followed by the lung (18.35% of
cases) 1B.19. Muscular hydatid cvst is
usually associated with a primary in these
sites but several cases of isolated muscular
hydatid cysts have been reported(3). These
sites  includes  adductor  magnus,
quadriceps femoris, paravertebral muscle,
gracillis, psoas major, biceps and gluteus
maximus {13). Isolated primary hvdatid
disease of the skeletal muscle is rare, as
the parasite has to cross pulmonary and
hepatic barriers to reach the muscles. The
high lactic acid level in muscle tissue is
considered  unfavorable for parasite
survivals. Moreover, muscular
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contractions prevent fixation of larvae 1o
the tissue {6'12).

Classically the patient preseni= with a long
history of cystic lomp with muscle
fixation. Although eosinophilsa is expecied
in patients with parasite mfestabons. thes
may not always be wzen?6
Ultrasonography should be the fra
imaging tool used for detection of hydand
disease of soft tisspell When the Ssesse
progresses, MRI s bewt for cesr
identification of imvolved srecteres ==l
for surgical planming{11). It i1 also ==
effective means of making 3 differestnd
diagnosis. The charactenistic appearance =
ulirasonography is umilocular or
multilocular cysts and m MEl =
multilocolar cyst with multiple desghes
cystsl3, as was seen in our case.

Serologic tests are valuable when they s
positive, but half of the prmery
intramuscular hydatidosis cases Dve a
false negative(7). The  imdfirecs
hemagglotination (IHA) seasitivity rase
has been reporied as 67%7. IgG ELISA
was the most sensitive (up o %4% ) w= for
the majority of cwvst locatons m she
patient.36 Although serology === e
[HA can help make the doernosas
complete reliance on them = N
recommended! 161,

FMNAC for hydatid cyvs darnosss bas sall
some controversy. One goep sovs. @ =
safe, simple and an effecove messs =
redch a working deagnosasi 1531 Ouler
group avoid it becanse nsk of spellase =d
anaphylaxis{6.12). En bloc resecthon alone
iz curative for isolaisd mrEssceis
hydatid discasc(8.12). In owd patiess
adjunctive chemotherapy with albendarole
was preseribed o chmmate oy possrble
larvae disseminated dunng sargers. The
patient remained free of symptoms o the
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T-month follow-up and had no evidence of
TECLITENCE,

Primary hydatid disease involving the calf
muscle has rarely been reported in
leramure. In endemic areas, any cystic
enlarzement of soft tissue should raise the
ssepacion of hydartid disease. Imaging with
sevodosne st should be performed before
amy Evacve procadure.
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An Approach to the Child with
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Abstract

Arnte glomerulomepirion (AGN) = 2 cees comdision in childhood, Many
children with AGN com be moncped = She promary cawve seming, The diagnosis
iy uswally made om the baszs of wresers Sndnps, cxpecaaily the presence of red
blood cell casrs (me o the s sepowsos ssmal wremgarions s determining
the complessens (3 kvl npocreplesssass & mow characteristic of post
strepeococcal AGN, shsle sormorpeplrsssesn o mew offen seen with fgd
nephropati. (eldrrm whose AGN o acorepased v migeiicans kvperiension
or rengl imsiFciency thould be oxwred by o2 gz:‘:t'z menediatelv. The
présence of W edfronemal Sees or roepuees sl wmevies aryent referral,
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Introduction

Many children with amie
glomerulonephritis { AGN) = fire seen @
their primary physicians’ offices Thes
initial contact may be cecal W
determining the chilfs mos spproprse
disposition as well = denuifvinz amy
immediate threats to hfe. Thes paper will
review the office approach w AGN =
children on the basis of spom 2 firm
grounding in pathophysiclogy. It wall
begin with an overview of the pathology
and pathophysiology of
glomerulonephritis and then present a
practical outline of the mmponant aspects

of the bsory and physical cxamination
porumest & 2 chaid with suspectad AGN. It
will ten prowade guidance in choosing
=i mecrpreting appropriate laboratory
salies for the initial evaluation, Finally,
some gmdance will be provided on referral
of children with AGN, including a
descussion of some situations in which
management by the primary carctaker may
be appropriate.

Overview of AGN

AGN is a complex of findings which is
marked histologically by a generalized
glomerular inflammation. Frequently,
renal biopsy is not available, but AGN can
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usually be recognized by the clinical
picture of hematuria, fluid overioad
{edema and hypertension), and some
evidence of renal insutficiency (elevation
of BUN and creatinine). In  most
circumstances, glomerular inflammation
begins with an antigen-antibody reaction,
either direct antibody binding 1o an
antigen expressed or trapped in the
glomerulus, or the localization of a
circulating complex in the kidney. This
inciles imjury by activating one or more
systems of inflammaiory mediators: the
complement cascade, coagulation factors.
cytokines, growth factors, and others, The
inflammation is marked by proliferation of
resident glomerular cells and infiltration
by Iymphocytes or nentrophils.

In severe situations, it can be manifest by
life-threatening  hypertension  and
pulmonary edema. Indeed, hypertensive
encephalopathy may be the presenting
complaint in some children with AGN (1)
In some situations, AGN is a primary
process, amd virtually, all of the clinical
findings are a consequence of the renal
lesion. Postsireptococcal AGN is the best
example of this (2). In other cases, the
AGN is but one manifestation of a
systemic illness which has targeted
multiple organs, each of which may be
independently injured. In children, the
AGN associated with Henoch Schoenlein
purpura is the prototype for this (3)

History and Physical Examination

Muost typically, the child with AGN will be
seen becawse of the sudden development
of change in urine color., On occasion,
however, the presenting complaint may
relate to a complication of the disease:
hypertensive seizures, edema. and so
forth.The history begins with obtaining
more detals about the change in urine.

Hematuria in children with AGN is
tvpically described as "coke,” "tea.,” or
“smoky” colored. True bright red blood in
the unne 1s more likely a consequence of
anatomuc problems such as urolithiasis [4]
than glomerulonephritis. Urine color in
AGN 15 uniform throughout the stream.
The gross hematunia of AGN is virmally
alwavs paniess; dysuria accompanying
hematuna points o acute
hemorthagie cvalitis (5) rather than renal
disczse. A hisory of previous such
episode< woulkd point t0 an exacerbation of
a chrome process such as IgA nephropathy
[6]. Abhowsh a history of a recent
documented streptococcal infection would
be conssent with poststreptococcal AGN,
such a hessory s frequently unavailable.

STOMS

It 1= sexs mmportant to ascertain any
symptoms sezgestive of complications of
the AGN. These might include shortness
of breath or exercise imtolerance from fluid
overlosd or  headaches, wvisual
disturbances. or alteration in mental status
from hypericnsion. Since AGN may be the
presemung complant of a multisystem
illness. 2 complete review of systems is
vital Pamiculsr antention should be paid to
rash. joamt  discomfort, recent weight
change. fatigue, appetite changes,
respiratory  complaints, and recent
medication exposure. The family history
should address the presence of any family
members with avloimmune disorders, as
children with both SLE  and
membranoproliferative glomerulonephritis
(MPGN) may have such relatives. A
famaly history of renal failure (specifically
asking about dialysis and kidney
transplantation) may be the first clue w a
process such as Alport syndrome, which
mizy imitially present with an AGN picture.

The phvsical examination begins with a
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careful assessment of wvital signs,
particularly blood pressure. Blood
pressures 3 mm above the 99th percentile
for the child's age, sex, and height,
especially if accompanied by any
alteration in mental status, demand prompt
attention. Tachycardia and tachypnea point
loward symptomatic  fluid  overload.
Careful examination of the nose and throat
may provide evidence of bleeding,
suggesting the possibility of one of the
ANCA-positive vasculitides such  as
Wegner's granulomatosis (7). Cervical
lymphadenopathy may be the residua of a
recent  streplococcal  pharyngitis.  The
cardiopulmonary examination will provide
evidence of fluid overload or the
pulmonary involvement characterizing the
rare  kidnev-lung  syndromes. The
abdominal examination is particularly
important. Asciles may be present if there
is a nephrotic component to the AGN.

Laboratory Assessment

Obwionsly, a good wrinalysis is the first
order of business in assessing a child with
suspected AGN, The presence of red blood
cell casts, while not invariably seen, is
dizagnostic of glomerlonephritis if present
{8). AGN 15 an inflammatory process, so it
is not at all unuswal o see while blood
cells in nephntic urine. Unfortunately, this
occasionally leads o an inappropriate
diagnosis  of wrinary  ract  infecrion.
Proteinuna is also nearly invariant in AGN
although any cavse of gross hematuna can
lead to some urinary protein. [f the unne is
not grossly  bloody., however, the
combined presence of hematuria and
proteinuria  virtually  always  means
glomerulonephntis. The initial blood work
required in suspectad AGN is actually
limited; more sophisticated immunologic
investigations, for example, are reall)
“second tier” siudies after the initial results

SMIC - Wol OZ; Mo D3; fan 2015

gré known. Obvioosly, - assessing renal
function and electrolytes is an important
first step, as is obtaining a hemogram. A
mild degree of anemia is frequently seen
with AGN and likely is dilutional; more
significant ancmia would be evidence that
the process may be more chromic. There
are typically no important changes in the
white blood cell count or platelet count in
most causes of AGN, A normal plateler
count in the presence of petechiae and
purpura is the usual finding in HSP.
Beyond these basic tests, only a few others
are helpful in the initial evaluation. A
serum albumin is usually included; a slight
degree of hypoalbuminemia is typical of
many inflammatory processes such as
HSP, but values <2.0 gm/dL are guite
unusugl in straightforward AGN and point
e a process with a nephrotic syndrome
component. By far, the most important
{and frequently forgotten) test to obtain
initially s an  assessment of the
complement system. This generally means
obtaining a serom C3 and C4; the toral
hemalytic complement ("CHS50") s
generally of only historical interest
Paststreptococcal AGN is characterized by
a very low C3, sometimes with minimal
decreases in C4 (9.

Office Management

Some children with AGN will require
immediate referral 0 2
nephrologist. The child with
hypertension {more than 3™mm shove the
90th percentile), especially if accompansed
by any neurclogic complsinis. most be
referred immedistelv. Smmilardy. children
with significant remal msufficiency should
be nssessed by a speciahist. When AGN 15
gocompanied by a nephrotic syndrome, the
additional diagnostic and therapeutic
interventions &re also beyond the typical
prmary care practice. Beyond these

pediatne
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situations, however, many such children
can be reasonably managed in the primary
care setting. The child with AGN in the
setting of HSP. for example, who 1s
normotensive, has normal renal function.
and who Is not mephrotic requires litile
more than careful serial observation.
Although the urinary abnormalitics may
persist for some lime after the rest of the
disease has resolved, these children have
litle if any risk of permanent kidney
injury. Many children with
poststreptococcal AGN may  also  be
followed in the primary care setting, but
this will entail a commitment to serial
examination, The major threat o such
children is hypertension and i<
complications, and this may evolve over a
tew days. In otherwise typical
postsireptococcal AGN  with minimal
hypertension (e.g., blood pressure between
the 95th and 99th percentiles) and no renal
failure. therapy with a loop diuretic is
reasonable, with daily blood pressure
rechecks. The urinary abnormalities in
postsireptococcal AGN may persist for a
long time, even a vear. The best indicator
of resolution of the disease 15 the return of
the C3 level to normal. This generally
occurs within 6 to 8 weeks. Persistent
decrease in C3 by this time merits referral,
as this could be an indicator that the
"AGN"  was actuwally the initial
presentation of a more chronic process
such as MPGN (10)
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