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Premarital Blood Screening Test is a Must

KG Mostafa

Premarital Screening (PMS) is defined
as a panel of tests in which couples that
are going to get married are tested for
genetic, infectious and blood
transmitted diseases to prevent any risk
of transmitting any disease to their
children. Now a days premarital
screening is one of the most important
strategies for prevention of genetic
disorders, congenital anomalies and

several medical, psychological marital
problems[1]. Premarital Counseling
(PMC) is also the most appropriate
procedure as it is generally acceptable
from the religious and ethnical point of
view as well as its minimal health and

economical requirements[2]. The
majority of counseling concerns
haemoglobinopathies (Sickle cell
anaemia and thalassaemias). These

diseases are a major public health
problem in the Mediterranean area, the

Middle East, the Indian subcontinent
including Bangladesh, South East Asia,
tropical Africa and the Caribbean.
According to the WHO approximately
250 million people are heterozygous
for inherited haemoglobinopathies
including thalassaemias and sickle cell
disease[3]. In Kingdom of Saudi
Arabia (KSA) and other Muslim
countries, the pattern of marriage
encourages consanguineous and other

of relative marriages, leading to an

increase in the occurrence of recessive
genetic disorders[4]. Genetic disorders

especially thalassaemias and

haemoglobinopathies are highly
prevalent in general population of these

countries including Bangladesh[5].
Hereditary disease specifically
haemoglobin E disease, thalassaemia,

double heterozygous haemoglobin E
-Beta thalassemia and to a lesser extent
haemoglobin D disease or sickle cell
disease are present with a high
prevalence in South East Asia
including Bangladesh and cause greater

suffering of the population in these

areas[6]. Since 1972, Bangladesh has

made progress in some health reiated
aspects such as infant mortality, life
expectancy and access to health care

but lacking far behind in providing
genetic services from many of the

countries including our neighbouring
country, India. Data from industrialized
countries show that significant genetic

diseases or birth defects that may affect
approximately 37o ol all pregnancies.

account for up to 30Vo of paediatric
hospital admissions and cause about
50Vo of childhood deaths. In addition
recessively inherited disorders account

for less than 2OVo of single gene

disorders and less than 5Vo of

(4)
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congenital and genetic diseases. On the
other hand, genetic and congenital
disorders are responsible for a

considerable proportion of perinatal
and neonatal mortalities in the world[7]
. Effective prevention can maximize
the available resources if it is instituted
properly, preventing up to 95Vo of
affected births. Healthy carriers of
beta-thalassaemia can be identified
inexpensively and accurately by a
simple blood test. Couples who
undergo testing can be informed about
senetic risks and given option for
r-educing risk. including prenatal
:i:gr,:.is t3l Initial rhalassaemia
.,-:-:..:.- . -. :::'.t ;:rTit('l Out in 1975

i es rn

rhi:
sareenl::

People s'ho responded
ln about premarital

couaseling and

UK during th: i--.. .,.::. -.
success ll0l. LnL ' -- i : .-. ':
genetic Cau:es ol'hdenti..-.::- -:'. i.
were understood but liitl: :.:; r:::,
done to prevent them in neu h,'i-::. . _ - _

Consanguinity refers to relationshi: :..
blood or common ancestry . in u hi.-h
lhe chances of inheriting 6 1ssg..lr 3

disease are increased; the closer the
relationship the greater the risk,
Marriages between same tribes or
extended family groups are favoured in
some cultures, including those between
first cousins. Consanguineous
mamiages are uncommon in Westerr
countries. Marriage between first
cousins is forbidden by the orthodox

of consanguineous
:-.*nri;_13:. :,r..ib11- relatin_g to social
-.-.-:. -- ..,:-'-, i n j n q i l l i terac_r . i ncreasi ng
;,.,:, nr i, pressure\. increasing
nurnber: t i nuclear families and longer
u artrns rimes before starting a family.
People u ith a negative attitude towards
these tests were mostly unmarried
maies. Eshra and colleagues suggested
educational programmes about the
benefits ol premarital examination
should target unmarried males, so they

Journal of Satkhira Med ica I Colleqe

Church and Roman Catholic Church.
and may be seen as incestuous in the
United States[11]. Personal
characteristics including
socioeconomic status have implications
for the outcome of premarital screening
programmes. Education of the couples
who are to be screened is extremely
important and it is important to educate
all members of the screening team
(laboratory technologists, nurse
practitioners, physicians, counselors,
outreach workers and social workers).
According to Schmidt, 'sufficient
planning in the educational area before
the first blood sample is drawn can
avoid failures of the programme[12].
Thc rneanins of rhe telm 'callier'
.tarus' should be made kno$ n to
::-.:::ri:: ,:i th: tublic ILrns beirrre rhe\
j:i :i'-,:::1:: F ,l .U'-.-er.:UI f,Ufll;
:---i. :. _: .:l--:--:::;:al _ll'.:::::tent'-- .-.: - .:.-.. - :::i.:. -. .,.eI.

--- -- -..-' -:,:-3I'.
-- -: - .tr:

(s)
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can make informed choices about

unmaried females and consanguineous

marriages[13]. Religious beliefs restrict

the success of screening programmes in

some communities. In southern lran'

premarital screening has been made

mandatory for 10 years, yet high-risk

couples still get married and give birth

to children homozYgous for

beta-thalassaemia. Often this is because

of religious and traditional cultural

restraints; in the case of Islam,

consanguineous marriages ate

permitted, so thalassaemia persists in

some parts of the communitY, making

the programme redundant[l4] ' Some

p"opl" b"li"ve that their fate is

ieteimined bY God and therefore

accept the risk of having a sick child' A
recent report in The Jordan Times

showed that many Jordanians view the

results of their 'unions' as fate[l5]'
One interviewee stated: 'Al1 mY ten

children are disabled; they will get

their reward in heaven'' On the

contrary, there are many teachings in

the Islamic culture that Promote
healthy marriage and the role of

counseling[16]. Al Khaldi et al

evaluated the attitude of health-science

students in Saudi Arabia towards

premarital screening and counseling'

ivlost students had a positive attitude'

but around 25Vo refised testing and

counseling according to their

interpretation of Islamic principles'

Awaiif studied attitudes among female

students in King Saud UniversitY'

discovering thal 86Vo of them felt

positively about premarital testing[l7] '

islamic countries, and all three provided

Journal of Satkhira Medical College

evidence that.religious beliefs could be

obstacles to the success of premarital

screening programmes, regardless of

other faitors such as education level

tl4- l6l. The same conclusions were

reported long ago in other

(ntn-Muslim) communities' In 1981'

Angastiniotis and Hadjiminas stated

thai support from the Church was the

main reason for the success of

screening programmes in Cyprus and

Greece[17]. No data is available

regarding Premarital screening

p-gru.-", in Pakistan, NePal, Sri

Lanka, Bhutan and Bangladesh' In

India, a few selected private clinics are

offering premarital screening testing as

a package[l8]. In Bangladesh'

Pakistan, Nepal, Bhutan and Sri Lanka

as well as in India' the health related

problems including inherited diseases

are more prevalent, so the governments

of these countries should be committed

to solve these Problems' TheY are

engaged to prevent the communicable

and other chronic diseases'
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Prevalence at Allergic conjunctivitis in Eye O'P"D of
^ - - -'iso 

bedded General Hospital, Jessore'

MA Kabirl, HS Sarkar2, S Chatterjee3' M Saifullaha

ABSTRACT:
Objectives : The putpose of this study is to find out the prevalence of

utt-Jrgl" 
"or.lrnctivitis 

in outpatient dept' of 250 bedded General

hospitals, jessore. It is a secondary level ffeatment center' So this study

i, ufi"tO ievel study. Method: - Total patients were included from

trorpiof record book, who were suffering from allergic coniunctivitis /

;i; ;" and sex. Then detailswere analyzed in table' Results:-This

;;;;";, about 21.157o patients of Eve o P'D in this hospital are

,rffJ"rg from allergic conjunctivitis' Below l0 years' patients are less

;"* t; male percJntage (Male 37 '82Vo where female is 62'187o)' Brtt

u.-ir"r"ur"r, pievalence of allergic conjunctivitis. rises with higher

p"*nrug" in iemale. Conclusion:' Significant numbers of patients are

'sufferini from allergic conjunctivitis' Different international studies

rfr.* ,frl prevalence of this disease is rising throughoutthe world due to

toUrt rv*rnlng and climate changes' So multi centrestudy should be

Eone with invJlvement of large population including identification of

common allergens and the effect of climate changes'

Introduction
The population of jessore is about 3

mil1ions. 250 bedded Eye O'P'D gives

serlice not only Jessore district but also

s ir-es service neighbouring district

llunrr". Norail. Jhenaidoh, Chuadanga

rn.l Sathkira. Aliergic conjunctivitis is a

. LrnlmLrn ocular disease. Allergic

;,:niunctir itis is inflammation of the

: -- r- uncti. a ( the membrane covering the

white part of the eye) due to allergy'

Ocular allergies are characterized by type

1 (Ig E-mast cell mediated ) and type iv(

sell mediated) hypersensitivity'The ocular

allergic response is a cascade of events

that is coordinated by mast celi(1) Beta

chemokine's such as exotoxin and MIP-1

alpha have been implicated in the priming

and activation of mast ce1ls in the ocular

(8)
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surface. \\-hen a panicular rllergen is
present. sensitization takes place and
prepares the s] srem ro launch an antigen
specitic response. THI dilTerentiated T
cells release c1'tokrnes. s'hich promote the
producrion of antigen specific
immunoglobulin E (lg E). Ig E then binds
to Ig E receptors on the surface of mast
cells. Then mast cells release of
cy tokines. prostaglandins, and platelet
actirating factor. Pathophysiologic
consequences include increased vascular
permeability. smooth muscle confacl ion.
mucous secretion, and prurities. Type 1

reaction occurs in patients who have
already been sensitized to an antigen ,so
the immediate phase commences within
minutes of encounting the antigen. The
late phase -which involves recruitement of
this tissue-damaging cells may lasts for
several day [1]. Histamine is the main
mediators of type 1 allergic reactions.
When histamine is released from mast
cells, it binds to Hl receptor on nerve
endings and causes the ocular symptom of
itching. Histamine also bind to Hl and H2
receptors of the conjunctival vasculature
and causes vasodilation . Mast cell-derived
cytokines such as chemokine interleukin
IL-8 are involved in recruitiment of
neutrophils. TH2 cytokines such as IL-5
recruit eosinophils and IL-4, IL-6, and
IL-13, which promote increased sensivity.
TYPE IV hypersensivity is a cell-mediated
process involving T-cells, cytokines and
macrophage activation. The response
peaks at 48 to 72 hours (called delayed
hypersensitivity) and results in tissue
damage.
Allergic conjunctivitis is of two types-
acute and chronic form.
(a) Acute allergic conjunctivitis include-
T. Seasonalallergicconjunctivitis.
II. Peren nial allergic conjunctivitis.
r b I Chronic Allergic conjunctivitis include

I. \-ernal keratt-rcon- ,r:.; -: . : -:.
il. Atopic keratoconi:r-;::', :::.
lll. Jiantpapillan !L)n.u:r-: .:-
Specialll. ocular allergl fr:r::..: ::.

conjunction with other :).tem:. r: ::-
manifestations rn c 1u;::.;
rhinoconjunctivits. rh inos inu. it i...r. i:-r. -.
urticarial or eczema [2]. Aller-sic rhinitis.
considered by many the common aller_sic

disorder, is complicated by ocular
symptoms rn 50Vo to 75Vo of patients.
according to multiple studies, and this
may be increasins 12,3,4).
The most prominent symptom of allergic
conjunctivitis is itching , which can range
from mildly uncomfortable to severely
bothersome. Itching and other common
symptoms (which may include watery
eyes, redness, pain and soreness, sting and
swelling) may be detrimental to patients
and reduce their ability to perform daily
routines or activities at school or work.
The sine qua non of allergic conjunctivitis
is itching, and diagnosis of allergic
conjunctivitis should be called into
question of a patient does not complain of
ocular itch [5]. A history of allergic
rhinitis. hay fever. astma or alopic
dermatitis may commonly be noted in the
patients and/ or family member [6].
The two most common forms of ocular
allergy are seasonal and perennial allergic
conjunctivitis and of the two, seasonal is

the more common [5]. Seasonal and
perennial allergies differ according to the

nature oI lhe symptom triggerine
allergens, seasonal are triggered b1

aeroallergens that have a seasonal
periodicity, such as tree, grass. and rreed
pollens that abound in spring and tall. l1l
Patients sensitive to those allergen: tend rc,

present most frequentll durin-s those
seasons. Perennial allergies. b1 .-trntr:st.
are triggered b1, environmentai allergens
commonll'found in the hL-\me-such ls dust

(e)



JSMC :Vol.05; No.01; Jan 201 8

mites, mold spores, or animal dander-and
do not follow a seasonal distribution [3].
As a result, perennial allergies are
problematic for patients all year long.
Physical examination of patients suspected
of having ocular allergy involves
inspection of periocular and ocular
tissues.[5] Eyelids should be examined for
abnormalities, including evidence of
blepharitis,dermatitis, meibomian gland
dysfunction, swelling, discoloration, or
spasm. Periorbital edema (eyelid swelling)
that results from allergies may be more
marked in the lower lid due to the effects
of gravity. A dull blueish skin
discoloration below the eye (an "allergic
shiner") results from venous congestion
and is present in some patients with
allergies [5].
The conjunctiva (palpebral and bulbar)
should be inspected for abnormalities,
such as chemosis, hyperemia, papillae, and
the presence of secretion, although
patients with allergic conjunctivitis
frequently have unremarkable physical
examinations [5]. Conjunctival injections
(redness) may be mild to moderate.
Swelling or chemosis may seem out of
proportion to the amount of redness
present and may be most noticeable at the
plicasemilunar is, the relatively loose area
of bulbar conjunctiva at the nasal canthus.
The palpebral conjunctiva in patients with
allergic conjunctivitis tends to have a

milky or pale pink appearance, related to
allergy- associated edema; by contrast,
bacterial infections tend to produce a
velvety. beel-red palpebral conjunctiva.
Small, vascularized nodule (papillae) may
be seen on the palpebraI conjunctiva.
Vernal kerato conjunctivitis and atopic
keratoconjunctivitis are advanced forms of
allergic conjunctivitis with unique
characteristics and presentations. Vernal
keratoconjunctivitis is named for its

Journal of Satkhira Medical College

seasonal reculTence in spring and is
charucteized by chronic lymphocyte and
mast-cell infiltrhtion of the conjunctiva.
Symptoms, including itching, are
characteristically severe and can be
triggered by dust, bright light, hot weather,
and other nonspecific stimuli. t6l
Inflammation of the palpebral conjunctiva
can lead to the development of giant
papillae on the tarsal conjunctiva.
yellow-white points on the limbus
(Horner's points) or conjunctiva (Trantas

dots), lower eyelid creasing (Dennie's
lines), pseudomembrane formation on the
upper lid, and coppious fibrinous
discharge. l6l Atopic ket atoconj unct ivitis.
like vernal keratoconj unctivitis. is a

chronic mast-cell-mediated allergic
condition; a patient or family history of
atopy (eg, eczema, asthma, or allergic
rhinoconjunctivitis) is nearly always
present and is central to making the
diagnosis [6]. Symptoms of itching,
tearing. and swelling in atopic palients
tend to be much more severe than in
patients with allergic conjunctivitis [6]
Methods: This is a Hospital based
retrospective study. Here patients were
diagnosed on the basis of personal and
family history of allergy with other
allergic diseases (c.9. Br.asthma),
Symptoms, signs and slit lamp
examination. Patients, who were
diagnosed as allergic conjunctivitis. were
recorded in the register book of the
hospital. From this register book, patients
were recorded for this study with age and
sex. Later patients were tabulated on age

and sex groups.
Result: 4468 patients of allergic
conjunctivitis were included for study
from 250 bedded general hospital, Jessore
record book from I .1 i .16 to 31.6.17 .

Table - 1

This table included total number of

(10)
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patients \\ ho amended the er e O.P.D. of
this hospital from I . 1 I . 16 ro -3 1.6.17.

Male
parienr

Female
parients

Total
patients

9368 117 57 2t125

Table-l
This table includes total number of allergic
conjunctivitis patients the eye O.P.D. from
1.1 1. 16 to 31.6.17 . Again parients were
dir,ided into male and female sex groups.

Male
patients

Female
patients

Total
patients
(Allergic

conjunctivit
is)

1690
(37.82Eo)

2718
(62.18Vo)

4468

Table-3
This table shows that near about one fifth
patients attending eye O.P.D. in this
hospital are suffering from allergic
conjunctivitis.

Total
patients
attendin

g eye
O.P.D

Total
allergic

conjunctivit
is patients
Attending
eye O.P.D.

Percentage of
patients
(Allergic

conjunctivitis
)

21125 4468 2l.15Vo

Here patients were divided in 5 groups
on age as 0-10 years, 17-20 years,2l-30
years, 31-40 years and 41- above years.
Each groups was again divided into male
(M) and female (F) sex groups.
Above table shows that allergic
conjunctivitis patients are less below l0
years of age with male predominance. But
as age increases, prevalence of this disease
increases. Here table shows that female
patients are more above 10 years.
Discussion: Total study shows that
2l .l5Vo patients are suffering from allergic

Journa cf5::.-':,,,=::: :: :;=

conjunctir iris among rhe p"r::-.:: -:..:-,: r
the e1e O.P.D. Male parienr. Ji .:.. :-._:.
female patients. From this stud.,. :: :. :,.--
that below 10 years of a,ge r1:._-':
chances oi allergic conjuncririri: r: .:rr
But male patients (8.9lVc) are more a: r:-i
increases. Chances of attack allerer;
conjunctivitis become more. Here female
are more sufferer in all age groups abor.e
10 years. My study show that peak level
is above 40 years (24.12E ). Bur between
10-20 years (16.37Ea), and 21-30 years
(22.62Eo) chances are nearly equal. In
internet search, we did not get any study
regarding prevalence of allergic
conjunctivitis in Bangladesh.
The study of M. Alamgir et ai [7] shows
that rhinitis is more common among
patients of 20-29 years of age groups and
female are more sufferer. As both are
allergic conditions, so they have some
common features like age and sex
distribution. In that context, results of my
study are similar to that. Kabila et al [8] in
his study shows that male children were
found to be more suffering from all types
of allergic conditions than Femaie. Mr.
study expresses same result below 10
years of age. But Keteiaris CH er al [9]
showed diversity in prevalence of allergic
conjunctivitis in different parts of rhe
world excepting Europe and North
America. In Turkey, 3.85 children surTer
from ailergic rhino conjunctivitis u here ,r.
in Nigeria this is 39.20Vc Paulo,J. st,rr,e:.
[10], in his paper, described rhar f -i-:r,'rl
of U.S population suffers from ;ller_::;
conjunctivitis. This preraienee i. rr:-- ._.
in Europe, Australia. Japan and incr:":_r:
worldwide.

Conclusion
Our study and other inrcm,r:.':r.. .:-::=.
shou that aller_eic ;,'njur.lt . L:i f j::::.t:.
are common not orlr in .'--r: -. --t-.. j.i.

(1 1)



JSMC:Vol.05; No.0'l; Jan 2018

are common not only in our country, also

developed world. As person becomes aged

from childhood, chances of attack increase

more. If a person. has personal or family
history of asthma, allergy eczema or other

allergic conditions, he should be aware as

age increases. He orshe should try to avoid

that. This would help him in prevention of
not only allergic conjunctivitis, also

Br.asthma, allergic rhinitis, eczema and

others allergic conditions. As prevalence

of allergic conjunctivitis is increasing

through out the world, there should have

multi cenffe study about this disease with
involvement of large population including
identification of common allergens due to

climate changes.
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Introduction:
Superficial fungal infections (SFIs) affect
millions of people worldwide: with an
estimated lifetime risk of l0-207c [1]. The
pathcgens responsible for SFIs inclucie

-3

original Article

ABSTRACT:
Background: Superficial fungal infections of skin are very common in
rural areas of Bangladesh. The prevalence and characteristics of
superficial fungal infections vary with age, sex, climatic conditions,
lifestyle, and population migration patterns. Objectives: This study was
undertaken to determine the characteristics of amongst rural patients
visiting in the Dermatology outpatient Department of Satkhira Medical
College Hospital, Satkhira Sadar Hospital and Sangram Private Clinic
Ltd. Methods: From January 2016 to June 2Ol7 , there were 3035
patients visited in Dermatology outpatient department. A total of 601
(17Vo) patients diagnosed with superficial fungal infection were included
in our study after inclusion criteria. Results: The patients comprised 310
(51.5880) males and 291 (48.42Vo) females aged from newbom to 90
years, 180 (30%) patients aged 0-14 years, 357 (597o) patients aged
15-64 years and 64 (11%) patients aged more than 64 years. Tineasis
were the most cornmon SFIs, followed by candidiasis. In this population,
tinea corporis (22.63Vo) was the most prevalent form of SFIs which
generally presented with oval itchy localized ring lesions with central
clearing and sometimes inflammatory red papules. Pityriasis versicolor
(12.817o) was the second most common superficial fungal infection.
Conclusion: This study clearly shows that SFIs are of concem in both
genders and in all age groups. The prevalence of superficial fungal
infections are increasing in day by day throughout Bangladesh. The
pattem and distribution of SFI in Bangladesh particularly in rural
population seems to very high beyond our prediction.
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site affected. The geographic location,
cultural background, and population
migration pattems significantly affect the
characteristics and prevalence of SFIs in
parlicular regions. A significanl varialion
in the pattern of mycotic infection in
different countries is clearly evident from
studies perforrned in different country like
Algeria, South Africa, Mexico, Italy,
Japan, USA, Canada, Brazil, India and
Australia [2-11]. This heterogeneity in the
prevalence of SFIs in different parts of the
world has been attributed to factors such
as climate (humidity, temperature),
lifestyle (unhygienic), involvement in
outdoor activities and the prevalence of
underlying diseases (diabetes,

malnutrition, liver and renal disease,
immunosuppression etc). Another factor is
the reluctance of the patients to seek
ffeatment because of the minor nature of
the disease or due to embarrassment,
unless the condition becomes sufficiently
serious to affect the quality of life [12].
Studies aimed at determining the intensity
and nature of SFIs in different regions of
the world are important for the prevention
and management of SFIs [1,13-16].
Although SFIs are quite common in rural
areas, very little attention has been paid to
their characteristics and prevalence in this
country. Methodlogy: This was a cross

sectional study conducted in OPD of
Satkhira Medical College Hospital,
Satkhira Sadar Hospital and Sangram
Private Clinic Ltd. A total of 3035 patients

of rural community were examined in our
hospital from January 2076 to June 2019.

The suspected patients for SFI were taken
ro our laboratory for confirmation by
microscopic examination and culture. The
derected bodl' parts were cleaned with
.,.-,-rhol: then. skin scraping. hair plucking
.,.:.1 :.-,r.,ts. and nail sha\ing. clipping were

:, -3 
"'. 
ith a scalpel and the

Journal of Satkhira Medical College

specimens were aseptically placed on a

glass slide with one drop of 20Vo KOH and

examined under the microscope for fungal
hyphae. Moreover, mycological
examinations were performed to confirm
the diagnosis of pityriasis versicolor.
Specimens were taken with the help of a
scotch tape. Oral and genital swabs were
also taken with swab sticks for suspected

candidal infeclion. and microscopic
examination and were done accordingly.
Patients receiving immunosuppressant
therapy, diabetes, and
immunocompromised individuals were
excluded from our study. All data were
tabulated for furlher analysis.
Results: A total of 6Ol (I7 Vo) patients

diagnosed with superficial fungal infection
were included in our study. The patients

comprised 310 (51.58Vo) males and 291

(48.42V") females aged from newborn to
90 years, 180 (30%o) patients aged 0-14
years, 357 (59%) patients aged 15-64
years and 64 (ll%o) patients aged more
than 64 years. Tineasis were the most
common SFIs, followed by candidiasis. In
this population, tinea corporis (22.63Vo)

was the most prevalent form of SFIs which
generally presented with oval itchy
localized ring lesions with central clearing
and sometimes inflammatory red papules.

Pityriasis versicolor (12.81Vo) was the
second most common superficial fungal
infection which presented with multiple
hypopigmented patches with powdery
scales involving the trunk and sometimes

other sites; this lesion is erythematous and

itching in the hot weather. Tinea capitis
generally presented with one or more of
the following scalp hair follicle
abnormalities; hair loss with round or oval
patches of alopecia, itchy scaly patches on
the scalp and/or occipital area, scaly
papules or plaques accompanying
inflammation, or non-inflammatory

(14)
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diffuse areas of scaling. Tinea pedis
presented with maceration, erythema,
desquamalion. hyperkeratosis. pusl u les,
and prudtus of the sole. Candidal
intertrigo presented with interdigital
Iesiors and a whire soggy skin involiing
lhe digilal clefrs. parients u ith tinea cnrrii
presented with mild plaque, multiple scaly
eruptions and erythematous patches witl
aclive margins. The ieast frequent SFI inthis population was dnea barbae.
Genera Ily. onychomycosis prese n ted
clinically with different patterns of nail
invasion, including distal and lateral
subungual, proximal subungual, endonyx
and total dystrophy of the nails. tn ctrila
ag.e group Tinea capitis (n=49,26.67Vo)
followed by oral thrush (n=39, 21.67Vo.)
and tinea corporis (n=24, l3.33Vo\.The
se_qre_eation of patients u,ith SFIs
accordin_q to age group and sender-lr --rl:J IT-l I,n;* '.,ntt,. la,.A-. \r-rr

Journal of Satkhira Medical Colieg:

Table 3: Maximum frequencl or
superficial fungal infection u.as tbr child
group

48 (26.67%
39 (21.67% )
24 (13.3380

Discussion:
In this study, tinea infection were the mosr
common SFIs, lbllowed by candidal
infection, tinea corporis, tinea capitis and
pityriasis versicolor and tinea barbae was
the least common. Children under l4 vears
of age appeared to be more susceptible to
tinea capitis, which is similar to the results
of other regions, including Italy, Croatia.
and Austria t1j -221. The high inciclence of
trnea capitis in the younger population
(underl4 years) ma1, be a result of the lou
Ievel of fungistatic fan1, acids in rounger
indir iduals [l-:]. \Ioreor.er. large i-amiie.
i.'-r . , ::::: -hilJr:n, .rre quire .,.,T.:. :

I:,1,. t, iit:'
-:u-. : -

a_sed 0- l -+ \ ears

3s7 (59%)

Table 2: Name of major Fungal
Infections in Male & Female population

corpons r n=l{- lj..3_t-c t- Here. malg and
female childr-etr s ere cquallr affected as
25 (27.78c-k) femats an6 2j (15.56%r male
children were affected by tinea capitis ard
22 male (24.44?a) and I 7 female (lg.ggqo)
children were affected by oral thrush.The
sharing of lowels. clothing and hair
accessories with infected individuals may
lead to the spread of SFIs. The spread oi
infections may also be attributed tothe use of unsterilized barbering
instruments 123,241. Tinea pedis is
common in adults due to bare foot and
excesslve use of water. Humiditv
and temperature are well-kno*n factorsaffecting fungal penetration
through the stratum corneum

64 (11%)

Tinea
cruris
Tinea

edis
Tinea
ca Itrs

Pityriasi-
versicolor

r8 (3)

77

Oral thrush
Tinea co ons

Name of
the Tinea
Infections

Male female Total

CO ons
Tinea 80

25.8 1

56
19.24

136(22.63

38
12.26

t2
4.12

s0 (8.32)

22
7 .10

37
12.71

s9 (e.82)

33
10.65

29
9.97

62
10.32

Tinea
fasciae

9
2.90

9
3.09

43
13.87

34
I 1.68 12.81

(1s)

Table I : -\,ee distriburion oi rhe

l!i -: r ,

Tinea capitis

).

l5-64 years
64 years



Conclusion: This study clearly shows that
SFIs are of concern in both genders and in
all age groups. The Prevalence of
superficial fungal infections are increasing
in day by day throughout Bangladesh. The
pattern and distribution of SFI in
Bangladesh particularly in rural population
seems to very high beyond our prediction.

JSMC:Vol.05; No.01; Jan 2018

of the skin [25]. Our data also suggest that

males were affected by different kinds of
SFIs more than females and the prevalence

was highest in adult males aged between

15 and 64 years. These results are in
agreement with those of earlier
investigators who also reported a higher
prevalence of SFIs in males than females

t1,14,161. Our data provided valuable
information on which future efforts can be

made to prevent superficial fungal
infections in rural areas of the country.
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ABSTRACT:
Introduction: Epistaxis is one of the most common emergencles. 1n

Ot&nlnotu.V"golbgy. It is usually managed with simple conservative

-Lur*". b,lt 5ccaii,onally it is a life threaiening condition' Identification
oiit . 

"uo." 
is importint, as it reflects the management plan being

iofforr"a. ObjectiJes: To analyze the etiology- and treatment methods

ioioutientt wiih hvpertensive epista*is' Methods: A retrospeclive study

was done in a tertiary Sarkhira Medical College Hospital an^d^ some

nrivate hosoital in Saikhira. The study period was from May 2016 to
'Ao.ii ZOf Z.'n"tults: A total of 70 hypertensive patients had epistaxis; 60

*!ie -ule, and l0 were females.- Regarding treatment methods, our
puti"rtt required anterior nasal packing. Chemical cautery was sufficient
io iiop ur"LAiog in 5 patients ihile electrocautery and posterior nasal

;;"ki;" were o"erforme'd in 15 patients and in I patient respectively'

Erery'puti.nt was treated with ant ihy perten^sive drugs' Conclusion:
ftyp.irt,insio", the most cornmon etiological factors among. the elderly
plti,.rrtt in wLom etiology was found . Anterior nasal packing was the

inost common treatment method applied to these patients'
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Introduction
Epistaxis is defined as the bleeding from
inside the nose or nasai cavity. It is one of
the most common emergencies in
Otorhinolaryngology as well as in medical

practice, worldwide which often requires

admission to the hospital[1]. Its incidence

is clifficult to assess but it is expected that

approrimately 60% of the population will
hr rl li.ted b] epistaxis at some point in
iheir liietime. s-ith 6% requirin-e medical

attention [2]. Epistaris can be classified as

anterior and posterior epistaxis based on

the site ol origin l3l. Anterior epistaxis is

more common than posterior epistaxis [4].
It usually arises either from Kiesselbach's

plexus. a rich vascular anaslomolic area

formed by end arteries. or from vein
(retrocolumellar vein). As the bleeding site

is accessible. anterior epistaxis which

occurs more frequently in children and

1'oun-e adults is rarely serious. On the other

(18)
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hand posterior epistaxis arises from the
area supplied by sphenopalatine arter\,
(SPA) in the posterior part of nasal car.it1.
which is more frequent in elderll people.
Usually there is profuse bleeding with
difficulty in accessins the site of bleed so
it poses challenge in the management.
Anterior epistaxis is usually controlled by
local pressure or anterior nasal packing
while posterior epistaxis often requires
posterior nasal packing or afierial ligation.
Epistaris can be due to both systemic and
local factors. Local causes include
inflammatory, infective, traumatic,
anatomical (deviated nasal septum, septal
spur). chemical, or climatic changes,
neoplasm, and foreign body. Similarly, the
systemic causes of epistaxis are
hematologica I diseases causing
coagulopathy, cardiovascular diseases
such as hypertension and vascular heart
disease, liver disease, renal disease, and
anticoagulanl drugs. However in majority
(8O-90Eo) of patients no identifiable cause
is found and is labeled as "idiopathic" [5].
Nose blowing habit, excessive coughing in
chronic obstructive pulmonary disease
(COPD), straining in constipation and
benign prostatic hyperplasia (BPH), and
lifting heavy objects are aggravating
factors for the epistaxis.
Management of patient with epistaxis at
any age group begins with resuscitating
the patient, establishing the site of bleed,
stopping the bleeding, and treatment of the
underlying cause. There is no definite
protocol for the management of epistaxis,
although various treatment methods are
available for the management ranging
from local pressure, topical
vasoconstrictor, nasal packing,
cauterization (chemical/electric), to
embolisation or ligation of vessels [6]
)Iethodologl,:
.\ retrospective studl' *,as carried out

.lo-rna o'Sar.-.:'.':t:: :: ::=

amon_s the admitted parient: ,...:rh :::.:.r:.
u ho n-ere managed in the De:"r::-,: .: .:
Medicine and ENT Depanment :r S\ICH
These patients \ ere rceeir:c '. ,,:
emergency of different clini;. i:-::
outpatient department (OPD r. trr "s .referal from other departments. Parienr:
of all ages were included.
All the patients underwenl rourine
investigations such as complete blood
count, haemoglobin level, platelet count.
random blood sugar, serum electrolytes.
urea. crealinine, urine routine examination.
and blood grouping. Coagulation profile
such as prothrombin time, and bleeding
and clotting time was also performed.
Computed tomography (CT) was done in
selected cases to rule to neoplasms of nose
and paranasal sinuses and the
nasopharynx. Additional investigations
were ordered based on history and clinical
examination about the possible etiolog),
and comorbidity. Blood sample was also
sent for crossmatch when indicated.
Beside this, other investigations such as
chest X-ray, elecrocardiogram (ECG) also
done.
Intravenous iine was established in some
patients with wide bore cannula.
Management of the patient began u ir1:

investigations and treatment side bv side.
Initially the patients were evaluated .,',:::.

anterior rhinoscopy to identifl the si;; - _

bleeding. Patients who were brt-,ush: :

emergency room with complaint ('I r:- _--.-.'
episodes of ercessire bleedir:. .':. .- -
there was no active bleedin_c \ln -=. -
the hospital and anterior rhrn...- ..:. -._ -

reveal bleeder. underrrent nli:. -:.- .- ; -
examination to search the .:t= .: .-..=_ --
which mighr har e heen . - _', - -- -:
postenorl\. Trearmenr , i :.,: . -. ::.'. .-
epistaris included r _::.:. :. : l
nonsurgi.'Jl lrcitm..:: -- - .--_- - -.
interrentr.'nrl lri-::.:-. '-'. - -_::.

(1e)
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antihypertensive drugs started .Other

nonsurgical treatment methods included

application of topical vasoconstrictors
such as oxymetazoline nasal drop,

chemical and electric cauterization of the

bleeder, and anterior and posterior nasal

packing. Surgical treatment methods were

the endoscopic electrocauterization of the

bleeder. A11 the patients were initially
treated conservatively and surgical

treatment was considered only when

conservative method failed to control the

epistaxis. If the bleeder was accessible on

anterior rhinoscopy then the patients were

treated either with chemical cauterization

with silver nitrate with concentration of
'7 5Vo or with bipolar electrocautery
depending on the surgeon's preference.

When the bleeder was found to be located

more posteriorly on nasal endoscopic

examination bipolar electrocautery was

used to seal the vessel. If there was diffuse

bleeding or when the bleeder could not be

located then the patients used to receive

anterior nasal packing. Posterior nasal

packing was considered in the case of
rebleed in a patient who had anterior nasal

pack in situ. Surgical methods were the

last resort to control bleeding in patients

who had recurrent bleed or whose

bleeding could not be controlled with
those noninterventional methods.

Medical records of those patients were

collected and evaluated for the

demographics, cause of ePistaxis,

anatomical location of bleeding site, and

the treatment methods provided. Analysis

of data was done using SPSS computer

software version 16.

Results
Durrng the study period 70 hypertensive

patients with epistaxis were reported to
this hospitai with age ranging from 25 to
-5 lears. Out of these patients 60 were

males and 10 u'ere females. According to
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the type of epistaxis based on site of origin

55 (78.5'77o) patients had anterior epistaxis

and 15 (21.43Vo) patients had posterior

type of epistaxis.
Regarding treatment modalities, in all
patient were treated with different kind of
antihypertensive drugs. conservative

nonsurgical method was sufficient to
conffol epistaxis in most (66;' 94.28Vo) of
our patients. Among the conservative

methods, observation alone without active

intervention was carried out in 7 patients'

However, 49 patients were treated with

anterior nasal packing. Chemical cautery

was performed in 5 Patients and

electrocautery in 15 patients and 1

patients underwent posterior nasal

packing.
Anterior nasal pack was kept in situ for 48

hours while posterior nasal pack was

removed after 72 hours' Broad spectrum

antibiotic was used in patients with nasal

packing to Prevent infectious

complications. All patient were advised

for continuing antihypertensive agent and

periodic follow uP.

Discussion
Patient presenting with epistaxis is
frequently encountered in our daily
practices. It is common in people of all

ages. According to the site epistaxis may

be divided into anterior and posterior.

Anterior epistaxis occurc more frequently

in children and young adults. It is rarely

serious as the bleeding point is anteriorly

located and is easily identified. Its origin
is usually arterial (Kiesselbach's plexus)

or occasionally venous (retrocolumellar

vein). Posterior epistaxis occurs

predominantly in the elderly and the site

of bleeding is difficult to access as the

site of origin is located more posteriorly

so it poses a great challenge to affest

bleeding.
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Age related and cardiovascular diseases

related angiopathy changes are probably
responsible for the prolonged duration of
bleeding. In our study, the age range of the
patients varied from 25 to 75 years.
Elderly people above 60 years of age (24;
28.57 Vo\ which is similar to the results of
Pallin et al. [5]. Males were affected more
often than females with a ratio of 1.6.

Similar findings have been noted in other
studies [6-8]. Similarly the elderly people
commonly have comorbidities such as

hypertension and diabetes mellitus which
cause degenerative changes in blood
vessels making them more fragile which
bleed easily on abrupt pressure changes
such as straining during micturition and
defecation in BPH and conslipation
respectively; excessive coughing in
COPD; and lifting heavy objects.
Rhinosinusitis, nasal allergy, temperature
changes, and dry heat produce hyperemic
nasal mucosa which can bleed while
blowing nose or picking nose or with
trivial lrauma leading to anlerior epistaris
tel.
Most of the patients with epistaxis did
not have an identifiable [10]. Hypertension
was the second most common cause of the
epistaxis [11]. Nowadays it is said that
hypertension is not the cause of epistaxis
bu( it prolongs the bleeding once it starts

because in patients with hypertension there
is arterial muscle degeneration that leads
to defective muscle layer lacking the
power to contract resulting in persistence
rather than initiation of bieeding.
However, the causative factor that might
be responsible for the rupture of vessel is
still unknown ll2l. Hypertensive patients
with epistaxis were found to have
unconffolled hypertension due to cessation
of antihypertensive medications and
inadequate drug therapy because of
infrequent check-up; hence the need of
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regular blood pressure check-up and

compliance to the [ntih) Ferten:r\ .
n.redications should be emph:::z:i.
Patients with epistaris ale lnri.,u. .,.'-:
might lead to transient hypcnen.r,.n. .- :r..
blood pressure was found to be higher ::
most patients on arrival i,-

hospital.[12-i4]. A variety of treatmen:
methods have been used to contrt l

epista-ris which range from nose pinching
to ligation of vessels. Method of treatment
for epistaxis depends on site, severity. and
etiology of bleeding. Treatment modalities
can be broadly divided into nonsurgical
and surgical approaches. The
nonsurgical/conservative modalities
include digital nasal compression, topical
vasoconst riclor, local cau terization
(chemical or electric), and nasal packing
(anterior or posterior). If the bleeding
point is visible the bleeding site may be

sealed either with chemical cautery usin_e

silver nitrate. chromic acid. or
trichloroacetic acid or with electrocauterl
using bipolar diathermy. Anterior nasal
packing can be done with nasal tampons
such as Merocel and ribbon gauze.
bismuth iodoform paraffin pasti
impregnated pack (BIPP), or "(absorbable
nasal packing materials)." In a studl dor-:
by Corbridge et a1., Merocel nasal packi::
was found to be effective in 85% of "-:.:..
with no difference between the su.':::.
rates when compared with con r :r .: ' -
ribbon gauze I151. If the blee;::._: -

profuse and not controlled b', .:::
nasal packing, posterior nasal :":,.---= -

done.
Conclusion
Epistaxis is a con'rn'. - --'- --'-.
condilion in Ot,'::.::...- . -- =.
Hl perten.ir e cpi.rir'.:. -

Uncontrolled hr:;-:-. ---.:.
epista\i. requIn,r-: .:i- - . i'
Effe.'tire irrtlh\r::i=-. : . -:- -:---:.

(21)



the chance of bleeding. Conservative or
nonsurgical methods were effective to
arrest epistaxis in most of the patients.

Proper nasal packing is the effective
method of controlling ePistax is.
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Morphometric Analysis of Mandibular Angle in
Relation to Sex in Dry Adult Human Mandible

MM Hoque 1 SA Islam2 SE Tabirz3 AHMM Kamal4,

K Khafuns, MZ Islam6, S Chatterjee'l

ABSTRACT:
Introduction: With development and function, the mandibular angle has
shown changes in size and shape. A variation in mandibular aigle in
relation to gender has been observed which is supporte"d by
anthropomeffic studies. The aim of this study was to eviluate any
variation in mandibular angle with gender. The-study intends to assesi
lhe.reliability and accurary ol- gendlr determination using mandibular
angle as a parameter. Materials and Methods: A cross_sectional_
analytic.a] lype. oT study was. conducted in lhe department of Anatomy.
Dhaka Medical College Dhaka from July 2010 to^June 2011. The angie
of mandible, determined between a line t-hat followed the tangent passi'ng
by two points of 

-g_reater convexity of posterior margin of ramus anI
another line that followed the_tang-ent pissing by two"points of greater
convexity ofinferior margin of mandible, waimtiasured with the fre1p of
goniometer. Results: The mean difference in angle of mandible of lioth
side in between male and female were sratisricalii significant (p<0.001).
Conclusion: Anatomical knowledge of this study rn'ight be uied as an
adjuvant forensic parameter to inveitigation for sei detErmination.

Key words: Marulibalar angle, Goniometer,
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Introduction
Identification of human remails is an
important part of medicolegal practice_
where forensic odontology has talien a
significant role. Few studies hare focusd
on mandibular angle, its alternarions in
relation to sex. The inferior border of boS
meets with the posterior border of ramu-s
and forms angle of mandible x-hich hetps
in age and sex determinatioa. 1fuE angls is
everted in male but incun'ed in

(23)
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female[l]. The gonial angle can also be a
handy tool for sex determination in
extreme situations like mass disaster,
remains of human dead exhumed and

murderous mulilations. missing
individuals, etc. However, gonial angle as

a tool in forensic odontology has received
little attention. The study intends to
evaluate any variation in gonial angle with
gender. Thus, the study intends to assess

the reliability and accuracy of gender

determination using gonial angle as a

parameter.

Materials and Methods:
One hundred eighty five (ninety male and

ninety five female) dried adult human
mandibles with complete dentition and

intact alveolar margin collected from the

Department of Anatomy of Dhaka Medical
College, Sir Salimullah Medical College
and Shaheed Suhrawardy Medical
College, Dhaka were used for this study.

The angle of mandible, determined
between a line that followed the tangent
passing by two points of greater convexity
of posterior margin of ramus and another

line that followed the tangent passing by
two points of greater convexity of inferior
margin of mandible, was measured with
the help of goniometer [2].

Table 1 : Angle at the right and

left side of the mandible in male and

female
Angle (degee)

Sex Right Left P value

MeantSD MeantSD

Male

(n=90)

112.9Tt1.68

il00.00132.00)

113.7116.81 >0.05ns

(101.00 131.00)

Female

(n=95)

P value

Total

(n=185)

123.43!6.86 123j6t699 >0.10ns

(105,0013?.00) (105.00r34.00)

<0.001*x* <0.001***

118.34t7.68 118.56t8.35 >0.l0ns

(100,00 1v,00) (101.00 134,00)

Figures in parentheses indicate range.

Comparison between right and left side

done by paired Student's 't' test and

comparison between sex done by unpaired
Student's 't' test, ns = not significant, *'k* -
significant

Discussion
Angle of the mandible in female
(123.430+6.860) was higher than that of
male (112.910+7.680) in the present study.

Rai et al. (2007)t3l showed that the

mandibular angle was greater in female
(1210) than that of male (1180). Rosa et

al. (200OVl showed the mandibular angle

in male was 118.470+4.86 and in female
was 121.820+5.54. According to Sousa et

al. (2006)151, the mean value of the right
sided mandibular angle was 127.680 with
SD +6.09 and at the left side the mean

value was 128.250 with SD 16.56.
According to Ennes and Medeiros
(2009)t61, the angle of the mandible was

125.6(+1.3;g on right side and 125.7
(*9.2)0 on left side. Nicholson (1985)t7l

described the angle was 115.4" with a

standard deviation of + I 1.0". Mbajiorgu et

al. (1996)t8l described that the mean

mandibular angle was 1280 in female and

123.060 in male. The finding of Oguz &

Results:
The mean (=SD) angle of mandible of
right side was 712.970+7.680,
123.430+6.860 and the left side was

1 13.71016.810, 123.160+6.990 in male

and female respectively. The mean

difference in angle of mandible between

right and left side of male and female
found statistically not significant. The
mean difference in angle of mandible of
both side in between male and female
\\'ere statistically significant (p<0.001)
, Table 1 t.

(24)
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Bozkir (2002)[9] sas an a\erase of
120.2', with a standard de\ iariLrn oi = -1.-.

Marzola et al. (10(-)-: ,[1t tr eramined the
mandibular angle in I lt mandibles. the
average ralue tri ihe ;nqle uas 1160 on
both sides. u irh rhe ntinimum t.alue was
1080 and thr rt;\imum u as 1.100. Xie and
Ainan]t- , 'i rt - il I I Srared that an average
r alue li .,.ihi side n as 122.40 but at the
leit .rce .'.;s 111.80. There was wide
r en.,i:,::r among studies regarding
:r":-.i:'f,r,rlar angle which might be due to
:-,.-i"- and geographical variations. But this
::-.1!i\ supports that the mandibular angle
',,. as sreater in female than that of male.

Conclusion
Mandibular angle has been used as an
adjuvant forensic parameter but its
reliability is questionable as the mandible
does nol follow one chxracterislic pattern.
Mandibular angle changes with gender
which may be attributed to physiologic
function of the mandible. However when
evidence is scanty, it can be used for
investigation.
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Estimation of Serum C-reactive Protein as a Predictive
-" F;"traior Spontaneous Stonepassage in Patients

with 4 to 8 mm Distal Ureteric Stones'

Haque MMl, Quddus MR2, H Zahan3 '
Chowdhury isa, M Rasidu,,a-a"5

ABSTRACT:
i;;;,il;;;, Ureteric colic due to stones is a common problems.in

auii, "*.tn.n.y 
urology practices' Ureleric stone is responsible lor

ffiJ, ;;'i;"r;"'.1. tu"'"1.,1o, and triggers inflammatory changes in the

nroximal ureter and prauant, pattugt"-of the stone' Serum C- reactive

il.i.irlcipi was found to be an indicator of ureteral stone outcome'

til,;t;;ri;;.iirrit tirav *u. to -"ut"" serum cRP for patients with

4-8 mm distal ureterrc ,ton" urd use its level as predictive factor for

rril;;;il"ssage of stone. MethodoloS{: A-.prospective study was

;ilt;;;;-; 'a totai of 75 patients @=a0; F=35) who were in the age

il;ilt ";0 y.*t, *t o pi"t",ted with ureteral colic due to a solitary

ffii;ie;;, ;;8-m; aistit uieteral stone' The,patients were selected at

;;'-,;;;il'r'bpo .r Satkhira Medical co116ge Hospital'. Satkhira'

;;"1;;t"1it-. lunuu.v 2077 to December 2018' The.patients were

ffiiiild;;;;a-i"g 6 'rpontut"ot,' stone passage' The follow up

:;ili"r*d-;;iii ih? ;i""; ipontaneoustv passed' as. reported bv the

;;it;;i:; ior a maximum feriod of 4 weeks Results: Patients age'

ffii,ii!ilt.iil tr',i* iigniii.unt difference berween the lwo groups: 3l

have spontaneous stone -passage 
(SP)' and 44 no sp-ontaneous stone

nassase (NP). Stone stze 't tignifi.*tty higher in the NP their median is

fi#f:ilil;i;4 ;};;'sp g'oud' cFe is significantlv elevated in

X,,P";.;;':;;;"i.a io sp- Ston"e siie and prevlous hisrorv of stone

;X.#:"Jilt'R"f *i'',t . ""rv ']g"iii'-i"a'i'J'p'na'nt 
prtdictors o[

Kfi ii,i* tilp. i"t"'.i"". iir.,'urd"positive stone paisage history and low

Fpil *".f,"i ipl. Conclusions: pievious history of stone passage. stone

;;; i;J-aRF are independent predictors lor SP' Measuring ot -serum
6iP G;.i;it useful for piedlciing spontaneous. stone passage' Where

CRP level is high more ag;.i".'t'dtment methods subh as URS with

ICPL or open uieterolithotomy should be consldered
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Introduction
In our dail1 urolo,e1 pre.-ti!-e ureteric
stones are common prcrL,lem. .\cute
ureteric coiic is about -i-5 cases per 1.000
people. Ureteral .tone is responsible for
about l5t of;11 unnary tract stones, and
751 oi these stones are located in the
distal ptrriitrn Lrf the ureter.[1] Male-
female rrrtiur is l: I and incidence peaking
bets een a_ee -10 - 60 years in males
end ll )--il-r y ears in females. The majority
,--ri ureteral stone can pass

-. p.intaneously. [3]
Ii the stone diameter is less than 4 mm,
spontaneous passage is generally possible
and tbr stones { 5 mm independent
passage rale 50-68Vo. [4,5] A stone's
composition is one of the factors together
with location, size, degree of impaction,
shape, surface contour and other
considerations that may influence choice
of treatment.[6] CRP increase as a result
of inflammatory responses and are
clinically used as indexes of the degree of
inflammation. Ureteric obstruction due to
stone triggers inflammatory change in the
proximal ureter and prevents passage of
the stone,[8] The objective of this study
was to measure CRP for patients with 4-8
mm distal ureteric stone and use its level
as predictive factor for spontaneous stone
passage.

Methodology
A prospective study was designed on a

total of 75 patients (M=40, F=35) who
were in the age group (20- 50) years, who
presented with ureteral colic 4 to 8 mm
solitary distal ureteral stone. Patients were

-erouped according to spontaneous stone
passage. The patients were selected in the
urology OPD of Satkhira Medical College
Hospital. Satkhira, starting from January
1017 to December 2018.
Erclusion criteria
L'TI. Patients u ho required earil'

Journa cf 5::. - '. '.'=: :. l: .::

intervention, multiple ureteral stones-
CKD, congenital urinary anomalier
previous ureteral surgery, malignancv ud
pregnancy.

A total of 75 patients u,ith distal -:e:;--
stone 4-8 mm involved in the srud.. ..--.;
grouped according to spontaneou: siL,r.:
passage, (SP) (31 patient) and n.
spontaneous stone passage (NPl rl-
patient ). Serum. C-reactive protein \\ a:
measured for all patients for its potential
predictive value for spontaneous stone
passage at a follow up of 4 weeks. CRP
values measured upon initial presentation
(before use of NSAIDs as these drugs
reduce CRP). The reference range of CRP:
0- 10 mg/L, level above 10 mg/L were
considered as high. All patients were
subjected to history taking, XRay KUB.
USG of KUB to diagnose stone size and
site and serum CRP estimation, and
re-evaluated weekly with plain KUB X ra1'

and USG of KUB. Low dose NCCT is
better, but avoided due to cost. The Follou
up continued until the stone spontaneousl\
passed as reported by the patient or up r,

maximum period of 4 weeks. Consen-atir e

treatment was given in all patient.
(Ketorolac 10 mg BD, Tamsulosin 0.-1 r,;
daily and Tiemonium 50 mg TDS t anc "-.
patients were instructed to take -1--i I
waterld^y. Patients who failed to e:.::,
stone spontaneously within -l r,, ee.
follow up underwent URS rvith ICPL.

Results
Demographic data
Age, BMI, and ser did :. : . - -
s ign ilican t dillerence hetri:::. ::.:
group5 (J I SP and JJ \? .i -: - 

- - : ..

demographic data are n. . - :.: -- ::. -

this study( Table 1 r.

Table 1: Demographic data by tu
passage.
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variable SP NP P

Value
Numbe

r
31 44

Age 36.618.8 35.719.3 0.686
a [ns]

BMI 28.7!4.4 30.2!4.4 0.051"

lnsl

Sex
Male 18
(s8.06%

)

23
(s2.27%

)

0.643b

Fema Ie

13

{4t.94%
)

21.

(47.7

2%\

Ins]

.J5MC:Vol.05; No.01; Jan 2018

aindepended T tes t, b Chi square test

Stone size
Stone size is higher in NP group , their
median is 6 mm compared to 4 mm in
SP group ( Table 2.)

Table 2: Stone size from each group

variable NP P
Value

Number 3t 41
CRP

(meantsd

)

16.8-r4.
8

21 .5+8.
9

<0.00
1

lsig.l

Predictors of SP
Stone size, CRP and previous history of
stone passage was the only significant and
independent predictors of SP (Table 4).

Discussion
Urolithiasis is the third most common
problem of urinary tract, exceeded only
by UTI and BPH and Ca Prostate. [7] The
majority of ureteral stones cause colic that
is severe and rapid in onset.
Table 4: Predictors of NP

Un ivariate
analysis

Multivariate analvsis

Pred
ictor

S

o
R

95
Vo

CI

P
valu

e

Adj
uste

d
OR

95
E"
CI

P

1u
e

Age o.
99
I

o.9
46
1.O
39

o71

Sex 1.
o4
8

o-4
t2-
2.6
62

o.92
2

BMI l.
11
4

0.9
98
t.2
43

o.05
1

Ston
e

size

5.
2t
8

2.5
16-
lo.
a2
3

<o.o
o1

7 .46
4

2.4
54
22.
7

o.
oo
I

CRP 2.
57
9

1.5
14-
4.3
93

2.41
8

1.3
34
4.3
81

o.
oo
4

No
H/O
ston

e
pass
age

2.
88
7

1.O
54

o8

o
o
3

2.21
6

1.6
45-
6.3
42

o.
o1
3

varl
able

SP NP P
Value

Nu
mbe

r

31 44

Ston
e

size

(Me
dian,
rQR)

4(4-sl 6(s-7)

Ston
e
grou
ps

4mm 20(64.
s%)

3(6.8
%l

<0.001

Isie]
7(2
2.5
%l

6mm 3(e.
6%l

t3(29
.s%)

7mm 1(3.
2%\

10(22
7%l

8mm o(o
%l

e(2o
4%l

Mann Whitney U test, IQR: interquartile range \25"A 75"/.)

CRP
CRP is significantly elevated in NP group
compared Wirh SP (Tab1e 3).

(28)

Logistic regression OR: odd ratio, CI: confide.ce inte(al
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Table 3: CRP from each group

SP

o.
o
o
I

<0.o01

tsiel

5mm 9(20.
4%)
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patients to seek urgent urologic care [9].
In this study. serum CRP level s as

measured in patients rr ith urererii \lone as

a new parameter to a.:sist in making a

decision concelni:tq inlerr ention rer.u.
observation. B\II. e,ee. sex did not show
significant dilterence bets-een two groups
(SP and \P,. Distrihurion of srone passage
in the studl rereals SP in 31 patients
(41.3-r r and \P in -1,1 patients (48.ffiqd.
In the studr the likelihood of a distal
ul'eteral stone passage is dependent on
CRP. .lo e ,ize and H/O previous stone
pas>a_ge. Ser,eral studies showed high rates
of spontaneous passage for distal ureteral
stones smaller than 5 mm. [11,12] In our
series all patients had distal ureteral
stones, stone size was a significant
predictor of SP on univariate analysis,
which was confirmed by multivariate
analysis, median stone size for SP 4mm
and for NP 6mm. Serum CRP is another
marker that has been investigated in some
recent series as a potential predictive
factor for SP in patients with ureteral
stones.[13] In a recent retrospective study
Park et al examined the relationship of
spontaneous passage rate of ureteral stones
smaller than 8 mm with the CRP level and
the neutrophil count.[lO] A total of 187
patients who were diagnosed with ureteral
stones less than 8 mm in size and were
managed consecutively. The ureteral stone
passage rates of the low serum CRP level
group, the medium serum CRP level
group, and the high serum CRP level
group were 94.7Vo, 707o and 50.0Vo
respectively, Aldaqadossi studied 235
patients receiving Medical expulsion
therapy. Stone expulsion within 4 weeks
nas recorded in 129 patients (54.97o),
nhile 106 patients (45.l%o) underwent
ureteroscopy for stone extraction. CRP
\\i: iisnificantlv different in the two
gioups: stone erpulsion u,as si_enificant

JournalofSatkh.: '.'.: :. :: =::

uhen lou,serum CRP lerels ib.-:j-l -<:
compared to those rr ht, - _:.: :
(39.67+6.30). Another srud\ sitr'.,.:r i
cut-off point for CRP of 28 msiI- ;.i1-: . .:
optimum sensitivity (75.8.7, ;r.:
speciiicit) t88.9%r for deterrninjn: :.:
decision for intervention .I l4]

Conclusion
CRP, stone size, previous H/O stone
passage are independent predictors for SP.
Measuring serum CRP levels is useful for
predicting whether spontaneous ureteral
stone passage will be successful. More
aggressive featment methods such as URS
or open uneterolithotomy should be
considered when CRP level in high.
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ABSTRACT:
Globally the -major causes of neonatal deaths are birth asphyxia, premaruriry
and severe infections. Little is known about the burden of neonatal surgicil
conditions on the overall neonatal mortality. With better understandinE of
neonatal physiology and improvements in diagnostic facilities and neonatal
intensive care units (NICU), the outcome of neonatal surgery has improved in
developed countries. In developing countries. however,- neonatal sirrgery is
problematic, pafiicularly in the emergency setting. This study was undertiken to
detemine the burden and types of surgical problems encountered in the
neonatal period, their outcome and challenges encountered in a remote area of a
developing country where there is no availability of NICU. A retrospective
an3]ysis of 159 neonates who had emelgency surgery over a 4-year period in
different hospital and clinics in Satkhira, a district town at the south west corner
of Rangladesh was undertaken. Emergency surgery represented 69J3%o of
surgical procedures in neonates in the hospital. 5f.2% w€re delivered at home.
The median weight was 2.1 kg (range 1.5-4 kg). The major indications for
surgery was intestinal obshxction 101(63.52Eo), Among the iauses of intestinal
obstructions rate of anorectal malformations in highest 43(13.86Vo) and in
1.4(8.8Vo) complicated omphalocele or gastroschisis. Twenry four(15.09%)
cases ar€ of superficial abscesses. Five patients (3.l4%a) required, surgery for
!rylqrgd neural-tube defects. A colostomy was the commonest procedirre (44,
27.67Ea). Fouteen abdominal-wa1l defects were closed by va?ious methods
(fascial closure 9, skin closure 5). Thirty-one (19.49Eoi procedures were
performed. using local anesthesia. Fifty one patients (60.787o) developed
postoperative complications (infections 31, colostomy complications- 9,
intestinal obshuction 3, anastomotic leakage 3, anal stenosis 2, par:alytic ileus 2,
recto-urethral fistula 1). Thirty one (19.49Vo) neonates were eipired, 66Vo dte
to-overwhelming infection with septisemia, 28Vo respiratory insufficiency, and
4.3% to multiple anomalies. Other factors considered to have contribuied to
morbidity and mortality were late referral and presentation and a lack of
NICU-s. Thus, emergency neonatal surgery is attended by high morbidity and
mortality. in our-environment at the present time. Early referral and preseniation
and provision of NICUs should improve the outcome.

Emergency Neonatal Surgery in
South-West Corner of Bangladesh

SA Sayeedl, KH Rahman 2, SR Pervin 3,

A Sattar4, H Pervins, S Chatterjee6

Keyttords: Newbotn. En ergency surger!. Outcome c Itue referral
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Introduction
In develoPed countries,

neonatal surgical cases

because of availabilitY

Results
Emergency surgery represented 69 

"73Vo(159169) of the surgical procedures in

neonates in our studY.

The median weight was 2' 1 kg (range

1.5-4 kg). Among 159 neonatal surgical

conditions congenital anomalies represents

l3l(82.387o) cases. In 101 (63327o)

infants operations were performed for

intestinal obstruction (Table l)' Of these'

anorectal malformations (ARM) were the

cause in 43(42.51Vo), 13 of whom had a

transverse colostomy as the initial

management for high ARM' There were

22 anoplasties for low ARM' Ten neonates

presenting with obstructed inguinal [2] and

umbilicai hernias [1] had hernia repair'

and 1 of these required orchidectomy for

gangrene of testes.

Fir" Uubi", required intestinal resection

for varying types ofjejunoileal atresia and

8 underwent a duodenoduodenostomy for

duodenal atresia. Two type-l duodenal

atresia was treated with duodenotomy with

Journal of Satkhira Medical College

excision of membrane' In

duodenal obstruction was

outcome of
is favourable
of antenatal

diagnosis, improved surgical skills and

tectnologies, sophisticated neonatal

intensive care unit, availability of total

parenteral nuffition and adequate staff'

t1-51,t61. In developing countrles'

irorlr"r, neonatal surgery is still fraught

with a lot of problems including late

Dresentation and lack of medical facilities

and human resources. l7l'[8] thereby'

making newborn surgery to be associated

with inacceptably high morbidity and

mortality. Due to the burden of other

neonatai and childhood diseases in

developing countries, neonatal surgery is

often ;nsidered low priority in healthcare

budget planning and allocation' The aim of

tfris stuay was to provide an insight on the

burden and types of surgical problems

encountered in our setting'

Patients and methods
In a retrospective study from 2014 to

2018, 159 neonates aged 28 days or less

who had varYing tYPes of emergency

swgery were identified from the operation

,.O"ir,.t. During the same period' 69

ne"onates had elective surgical procedures'

Here most newborns with surgical

problems are managed in the general

pediatric surgical ward' which has no

iacilities of neonatal intensive care unit

(NICU). Anesthetists with particular

experience in neonatal anesthesia were

ofGn unavailable. Evaluation of neonates

with surgical problems was largely

clinical, supported by biochemical

(electroytes, uiea, glucose, and bilirubin

estimati,ons) and simple hematologic and

radiologic (plain and contrast X-rays)

investigations.

malrotation with Ladd's Band which were

ffeated by Ladd's procedure' One was due

to pre-duodenal portal vein, a very very

rare anomalY and a duodenoduo-

denostomy was done' Twenty seven

neonates with Hirschsprung's disease (HD)

had a transverse colostomy and multiple

biopsy for confirmation of HD as initial

ma.u!"-"rt. One with total colonic HD

had ai ileostomy. Two neonates with HD

had got Perforation of ileum and

exteriorization of perforation site was

done. Another neonate with HD had got

caecal perforation for which a caecostomy

was done as initial management after

proper Peritoneal toileting' The

o..iorution, were possibly due to huge

distension of gut with backflow'

Fouteen n"orut". (8'87o) had closure of

2 babies
due to

(32)
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anterior abdominal \\ ell deiecrs .\\\-D r: 5
ruptured omphalrrc.le. 6 qistroschi si s

(GS). and -l sntall int;r,:i Lrntphalocele. T\\'o
patients \\ ith ru:rurel ert-rniphalos and 2
nith GS requ:reJ :ntesrinal resection for
qangrena :r l. :erflrration in 1, and 1

stenoi:s ut :dcrlron to closure. In 5 babies.
erci.t,-,r. "i]c alosure of ruptured
n.re:rlr_a - ::i,. ei!.aele rr as performed
l-1 :-::-1.-ii1 abscesses required incision

Cr'.:::11 ll3 (80.57o) of rhe procedures
'...3:: ler- formed with the patient under
:;:errl anesthesia (GA), 31 (19.49Eo)
.:r,ier iocal anesthesia (LA).
The overall mortality was 28.937o (Table
1,. Of the .{6 babies who died, 28(6O.B6Ea)
died from overwhelming infection. Five

' l0.R6oot died lollor.r ing aspiration
pneumonia, 2(1.348a) from cardiac arrest,
2(434Ed from hypothermia and
9(19.56Ea) from respiratory insufficiency.
Most patients died of repair of
gastroschisis (83.33Va). This high rate of
mortality was possibly due to non
availability of NICU, lack of ventilator.
The patients did well upro 8-10 th POD
but became worse thereafter due to
respiratory nsufficiency or septisemia.
The 2nd most common disease which
crused post operative death was intestinal
.itresia(807o). The high rate of mortality
.,. -1! due to dissimilar anastomosis causing
' ,',r passage of contents through very
' ir:.,t1.\ lumen of most of ileum and wl.role
: - . Lrn and thereby causing stasis ,

,,: , ::- :r,tl distension and ultimatelv
-_-,::t_: i j.ri\emia.
Di.cussi0n

- : -: - :: . *rnlrrmalities accounted for
:l -:- .- :ti!,natal surgical conditions.
T:.:. ,-. . ::-.:_:r t!) the findings in other

Th; ::-..: - ::-.:-. t- :ur_sical conditions in
thi ni'.,.: ::-. :-.. -'. I the sastrointestinal

Journal of Satkhira Medical College

tract. This u,as the t'indrne t:l:::. .i-1,.
and in other studies. The .\ j:'tr.t- -,:.:>:
congenital abnormalirier req u i ri n s . _ - _ ::-.
was intestinal obstructioni 6-:.5I l

amongst intestinal obstruction iur-jrl. :'

anorectal malformation was the hishe.r.
tel,t10l.
The overall mortality in neonates ri ith
surgical condition in this study \\'as
28.93Vo. This rate is similar to other
authors (30.5% to 42.3Vo). Infection was
the commonest postoperalive
complications and the commonest cause of
death as well just like in other studies.
17-el.
Significantly, more deaths occurred in
preterm babies and those babies delivered
outside the hospital. Mortality generally is
known to be higher in preterm babies
beoause of the immaturity of all
physiologic functions. Babies delivered
outside the hospital need to travel several
hours to get to a specialist hospital that
offers neonatal surgical services during
which time the baby's condition may
deteriorate, leading to increased operative
risk and mortality. Closure of Gastroschisis
and ruptured omphalocoele, Laparotomy
for intestinal resection and anastomosis
especially in disparity in anastomotic
segments in intestinal atresia , colostom)
and multiple congenital anomalies u ere
associated with high mortaliry, a finding
similar to that in another study. [9]
Over 75Vo of the babies were delirered
outside the hospital and had to L,e

transported to the unit ri ith,-,ur
resuscitation. The result is thar th:>;
children presented late uhen ntiri- ,
and medical conditions u ould ha', e s:: tr_

to compound the surgical prLrbbrr. L:J{
ol adequate stefl and tppr{\fn;ri .-- rt.-..
like ventilators and ttrt;11 p;rJui3:rl
nutrition also plaved a role. D:1"', in
presentation. shortaSe trf per.,-.nle_ .ind

(33)
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inadequate facilities as being the major
problems associated with management of
neonatal surgical patients were also

identified in other studies. [3],[9]. Early
recognition and immediate treatment of
surgical conditions in the newborn infant
is, therefore, very important.

Table I
Post operative complication in 5lneonates

P o st op erative corrrplicalion No of
case

Percentage

lnfection 31 60.78

Colostomy complication 9 1',7 .64

IntestinaI obstruction 5.88

Amstomotic leakage 5.8 E

Anal stenosis 2 3.92

Parah.tic ileus 2 3.92

Rectourethral fistula I 1.96

Table2
Mortality in 46 neonates
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Type ofDisease No of

case

Percenlage

Gastroschisis 06 05 83.11

Omphalocele 08 02 25

Hirschsprung Disease 21 10 v,03

Inlestinal Atresia 05 04 80

Anorectal malformatiol (High viuietJ) 13 04 30.76

Anorectal malformation (Low valiety) 05 22,72

50

Ruptured Myelomeningocele 03 60

Meconeum Ileus 08 03 v.5

Ladds band 02 0t 50

Duodenal alresia 09 0l 33.1

Trauma 04 02 50

Abscess 13 02

0bstructed rnguinal hemia 02 0l 50

Table 3

Cause of death

Cause ofdeath No of
death

Percentage

9 19.5 6

10.86
) 4.34

4.34

Rc lrat Insuffici
.\spiation pneumonia

Cardiac arrest

1,. r.thiflria

(34)

No of

death

22

Bands and adhesion 02 01

05

15.38
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Overwhelming lnfection or
septisemia

60.86
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Non Communicable Medical Disease and Death
Pattern Among Patient Admitted in the Department of

Nledicine in a Medical College Hospital in
Southern Part of Bangladesh

ABSTRACT:
Background: The epidemic of non-communicable diseases in low and middle
income countries is widely recognized as the next major challenge to global
health. An understanding of epidemiological trend in hospital- admiision,
disease profile and death pattern is very important for provi-cling health care
servlces. rmproving existing services, promoting primary and secondary
preventron oI the dlseases and mortality. Objectives: To evaluate the disease
3!d .d"?q pattem of patient admitted in the department of medicine, Gazi
Medical College Hospital, Khulna from January 2016 to December 2017 in two
calendar year time duration. Study dgsign: Retiospective observational study.
Methods: Primary diagnosis on discharge or death, mortality rates, were
le^c.ojded and analyzed retrospectively ovei the period from June 2016 to July
2Ol7 -for patients admitred in the department of medicine and analyzeb
according to theage, gender and syslemslnvolved. Results: Total 2030 patients
were admitted_ dl4rg t!,q study period of which among rhem 1224(6O.3OEa)
we1e, Aale and 8O6(39.7OVo) were female ail 1431(70.49Eo) from urban arei
and 599(29.51Vo) from rural area. Cardiovascular disease included 58j (2B.g2Eo)
patients, endocdne diseases included 386(l9.OOEo), kidney diseases included
329tl6.2Oqot.parienrs. respiratory diseases included Z9AO4.72E|) patients,
neurological diseases included 268\13.2OVo) parients, heDaric disease included
21\1.6^3^E:) patients, cancer included 4912.42Eat and poisoning included
18(O.90Eo) patients. Among them total 749(3.66qo) patient died] of which
cardiovascular diseases 45(30.20%), endocrine diseases 7 (4.70Vo), kidney
{!s9^a_se_s_ _]6(10.74Vo), respiratory diseases 9(6.047o), neoroiogical. diseasel
47(31.54Vo), hepatic diseases 8(5.37Vo), neoplastic dlseases l6(2.42qd and
poisoning 1(O.61Vo). Conclusion: This retrospective observational study will
help us to get an understanding of disease patiern and causes of death in large
part of southern Bangladesh and will enable us to promote health educatioi,
improve prevention and apply appropriate health care.

MA Kabirl, QA Ahmed2, SS Hossain3,
BR Dutta4, A Bakars, AKAM Haque6

Ket word: Non-communicable diseases (NCDs).
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Introduction
Non-communicable diseases (NCDs) in
low and middle income countries can no
longer be ignored due to prevention and
control of infectious diseases [,2].
Worldwide there is a growing burden of
non-communicable diseases (NCDs)
including cardiovascular diseases, chronic
lung diseases, diabetes and cancer along
with a projected rapid shift from
communicable diseases to NCDs as the
dominant causes of morbidity and
mortality in lower and lower middle
income countries[3,4]. The disease burden
of older adults in lower middle income
countries has not been sufficiently studied

tsl.
Morbidity and mortality among hospital
inpatient are merely estimated in the
developing countries due to difficulties in
obtaining data. Never the less useful
information can easily be obtained from
period review of morbidity and mortality
in medical institutions as it reflects what is
occurring in a community[6]. Such
understanding of epidemiological trend in
hospital admission is critical for health
care planning and appropriate resource
allocation[7,8]. Hospital death records
statistics are considered reliable and used
all over the world t9l. Moreover
evaluation of record of hospital admission
and death pattern gives an insight to the
illness and fatality in the community.
Populations around the world are ageing,
with the most dramatic increases in the
number of older adults occurring in low
and middle income countries[10].
Khulna, one of the major division of
Bangladesh situated in the southem part of
Bangladesh surrounded by other major
cities of the division and Gazi Medical
College Hospital being located at the
centre receives patients from wide area, so

such study from the hospital record book
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gives us a clear understanding about the
disease burden and death pattem in a large
part of Bangladesh and help making
decision about promoting health service
and preventing disease of the region.
The aim of this study was to clarify the
spectrum and characteristics of NCDs in
southern part of Bangladesh by analysing
Gazi Medical College Hospital's data. The
results could provide insight into the
aetiology of NCDs and aid in the
development of evidence-based clinical
guidelines for preventing and cudng
NCDs.
Patients and Methods
This was a retrospective observational
study among 4060 patients in Department
of Medicine, Gazi Medical College
Hospital, from January 2016 to December
2017 in two calendar year time duration.
Data were collected from hospital register,
patient case file record, death certificates.
Data included total number of admission,
age, gender, provisional diagnosis and
cause of death. Final diagnosis was based
on final assessment by the department on
the basis of the available clinical,
radiological and laboratory data. The
causes of death were determined by
clinical judgment. In this study, the unit of
analysis was hospital episode and
descriptive statistics were used for
analysis. Results were reported using
descriptive statistics (Microsoft Excel;
Microsoft Corporation) and expressed as

mean t standard deviation (SD) or
percentage (Vo) where appropriate.
Results
Total 2030 patients were included during
the study period. Among them
1224(60.30Eo) were male and
806(39.7 0%) were female.
Admitted patients were 7431(70.497o)
from urban area and 599(29.51Vo) from
rural area. Age group of 21-30 years

(36)
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included -19(1.-11-r r. -1 l--11 \ ear-i
91(1.18% ). +1-5r) reer. l-i!, 11.-1-r r.

51-60 r'ears _:66 l!.i )-:.j. 61_-i,) Jears
585(28.E1'r r -1-S ..e;r: -{lSr16.0l-!:r.t
and more thrn ir ) ,. ar:: 1i-1r-.-5]cc ).

Cardior as;u1:: itsease included
587r lS.9l-: r:r:i.nrs ol hypertension,
ischaen-.:. heart diseases,
cardi.::'r,. -,r, r::'li e \. r alvular heart diseases
irnJ Lr:l-.:r:. Endocrine diseases included
-:S6 ^r., ,tl, patients of diabetes, thyroid
Jr:-,:.3:: rnd others. Kidney diseases
i:r;.uoeJ 319(16.20Eo) patients of acute
:e:r"i i.rilure. chronic renal diseases and
.-,the r-s. Respiratory diseases included
)v9t l1.72Vo; patients of bronchial asthma,
.hronic obstructive pulmonary disease
r COPD) and others. Neurological diseases
included 268(13.20Ea) parienrs of
cerebrovascular diseases (CVD),
Parkinson diseases and others. Hepatic
disease included, 94(4.63Ea) patients of
cirrhosis of liver and others. Different
cancers included 49(2.42Eo). Poisoning of
different substances included 18(0.93 70)
patients.

Diseases Number Percentage

JournalofSa:..- -: ,.,:: :: :- =::

-17r IL5Ji ). heprtic tlt:;:.:. . : :-
diilerent cancers lb(:.+l', -:.:: . . -.: _

l\0.67%).
Discussion
Non-communicable diseases r\CD. 

":=
chronic conditions that cause dearh o:_:
impaired quality of life. These dise,s:.
result from prolonged exposure [r.r

causative agents, which are associated
with personal behaviors, environmental
factors and genetic influence.
Non-communicable diseases (NCDs) are
the leading cause of functionary
impairment and death worldwide. The
results of this study lbund gender
differences; 1224(60.30Ea) were male and
806 (39.70Eo) were female. Males are
more likely to die from NCDs than
women. Males are more likely to be
hospitalized lbr NCDs than females. These
results bring forlh the concept of gender
inequalities in health which has attracted
attentions from diverse disciplines[1 1, 12].
The experience of the developed
countries demonstrates that prevention
and control of NCDs risk factors toda]'
will have significant health and economic
returns in the reduction of future burden
of diseases. However, awareness. case
detection, and management on NCDs or
their risk factors are low in developin_r
countriesI I 3].
In this study 2030 consecutive adulr
admissions from a large private medic:l
college hospital in soulhern prrr
Bangladesh, cardiovascular disease t;k:. .
major share 581(28.92Ec) as a \CD.
Goryakin et al[1,{]. studiec ,::
contribution of urbanisation ttr \CD: :

173 countries and found thar u h::-. ,:.:..:.._.
from rural to urban arees. :1.: ..:.-_::
body mass index. toral ;h,.:..=- .: :

and :1 stolic blood prc..u:-
dernon:tralint lhrt hr--- -.- -' _. :.

increares thc o!,'urTc .= .. j ,,:-. -.-- -

Cardiovascular
diseases
Endoc ne diseases
Kidney diseases
Respiratory
diseases
\eorolo_eical
diseases
Hepatic disease
\eerplastic diseases
P.i:0nins

2030 loosr

Total 1+9(3.667c) patienrs died during
studv period from different diseases.
Deaths from different diseases were
cardior,ascular diseases 45(30.20Eo),
endocrine diseases 7 (4.7 )Vo), kidney
diseases 16(70.7 4c/c )- respiratory diseases
9(6.04%), neurological diseases

587 28.92Vo

19.01%
16.20Vo

l4.72Vo

268 t3.20vo

386
329
299

91
49
l8

4.63%

0.93Vo

(3t1
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and circulatory diseases, which is in
consistent with this studY.

In the cument study, endocrine diseases;

diabetes mellitus was found to be around

386(19.017o) which is the second most

common NCDs in the study. Cooper RS et

al. showed that both Type 1 and Type 2
diabetes are increasing and cardiovascular

disease is the leading cause of death in
hospitalized diabetic patients[15]. In
addition, the frequency of kidney diseases

was 329(16.20Vo). Because of more rapid

pace of modern life, more sedentarY

lifestyle, exposure to nephrotoxic
substances, diabetes and undiagnosed

hypertension may be the causes of kidney

diseases. According to the 2010 Global

Burden of Disease study that ranked the

causes of death worldwide in 1990 and

2010, chronic kidney diseases climbed the

list from 27th to 18th position over two

decades.

With regard to respiratory diseases;

chronic obstructive pulmonary diseases

(COPD) and asthma, the record showed

299(14.727o) cases. Previous studies have

concluded that the incidence of respiratory

diseases is increasing, likely due ro

ambient air pollution and tobacco use,

resulting in tremendous threats to

respiratory health.

In present studl'. neurological diseases

included i6811-i.10-r ) Patient \ '

Developing countries. including
Bangladesh are passing through a phase of
epidemiological transition rvith increasing

burden of NCDs consequent to
transformation of scenario with
improvement of health care services in
preventive and promotive domains.

Among the NCDs, neurological disorders

form a significant proportion of global

burden of disease. Two imPortant

documents published by World Health

Organization (WHO) and World

Journal of Satkhira Medica! Colleqe

Federation of Neurology bring to forefront

the public health challenges posed in
dealing with neurological disorders

particularly in the developing countries

with limited resources. It is crucial to
determine through neuroepidemiological
approach the magnitude and pattern of
neurological disorders in Bangladesh to

facilitate planning and prioritizing health

needs at the local, regional and national

levels of health care delivery system with
necessary human resources, development

of infrastructure, to provide accessible and

affordable medical care with allocation of
requisite funds to fulfill these objectives.

Chronic liver disease occurs throughout
the world irrespective oI age. sex. region

or race. Cirrhosis is an end result of a

variety of liver diseases. Global
prevalence of cirrhosis from autopsy

studies ranges from 4.5Vo to 9.5% of the

general population. In present study,

hepatic disease included 94(4.63Vo)

patients which is similar with above

findings. Regarding cancer there are 13 to

15 lakh cancers patients in Bangladesh,25

with about two lakh Patients newly

diagnosed with cancer each year and this

study found 49(2.42Vo) patients of
different cancer diseases.

Inpatient mortality was 149(3.667o) in
present study and major contributors were

and cardiovascular and neurological.

According to WHO, abo:ut- 46Vo of global

diseases and 597o of the mortality is

because of chronic diseases and almost 35

million people in the world die of
NCDs.26 Non-communicable diseases

responsible for around 51% annual

mortality in Bangladesh as a large number

of people are suffering from hypertension,

lung diseases, cancer and diabetes.

Our study has several limitations.
Diagnostic resources were limited so many

diagnoses were based on clinician's

II
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judgment usin_s a\ ailable .\ iJen.- j.
Primary diagnoses u ere cc,l.t.:::el :-.
older patients mi1\ h",.: ::-.---,:,:
co-morbidirie. rr lti;h .. -,:. : . _-:.-r:: b..
thr. appr.rr;h. \r ..1 .... .. -. ,=.ir,.,.o ,,,
first admiisi(rn]:1]i _:;. nt:rr har.e under
estimated nt!-.,r;,:i.. ,.,, hi;h ntar be more
colrnton jr::,.;:I:ired patients. We were
unable r,r :ri1 .:i.n,-e ol \CD risk factors.

Conclusion
The n"r:em oi \CDs inpatients from this
nr:Jr;:,.1 college hospital exhibited the
..nJirion and spectrum of NCDs in
irruthern part of Bangladesh to a certain
e\tent. The present assessment revealed
that an increasing trend of NCDs over the
study period and its emergence as a public
health problems. Therefore, there is a
population-based need for nation-wide
increasing awareness among the
population and also developing the
medical facilities to address the increasins
burden of these diseases.
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Elbow Carrying Angle in Adults:
A Radiographic Study

S A Islaml, A Afroze2, S Farjan3, S Sharmina, M A Kabirs,
M Ferdous6, M Hasanuzzama.rT, S Akt".8

Introduction: The long axis of the fully extended ulna makes the carrying
angle with the long axis of the humerus. This carrying angle helps keeping the
forearm away from the body when something is carried. Objective: To evaluate
the normal elbow carrying angle by radiographic examination in both sexes.
Materials and Methods: This cross-sectional type of descriptive study was
conducted in the department of Anatomy; Rajshahi Medical College from July
2012 to June 2013 which includes 50 respondents as sample purposively.
Carrying angle was measured on the radio$aph of both side of same individual
with manual goniometer. Results: The carrying angle ranged from l5l" to 173"
with a mean of 163.93' + 3.186": 164.48' + 3.469" in males and 163.38'+
2.840'in the females; 163.7 6" + 3.298' on right side and 164.10" + 3.394" on
left side; by radiological method. Conclusion: This study demonstrated that the
mean carrying angle difference between the sexes and sides was not statistically
significant (p>0.05). The study helps the orthopedic surgeons to manage elbow
disorders. to evaluate elbow reconstruction and to correct cubitus varus &
valgus deformity of the elbow.

Key Words: Carrying angle, elbow joint, rudiographs and goniometer.
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Introduction
The long axis of the fulll- ertended ulna
makes the carrying angle $ith the long
axis of the humerus [1]. This carrl in-e

angle helps keeping the forearm aual
from the body when something is canied,
such as a pail of water. The carrying angle
opens laterally and ranged from 155' to

1!r r' il.,:-. Car4 ing angle is present only
in the pnniate species of apes and humans.

The er olution of carrying angle in human

increases the manual precision of upper
Iimb l4l. The Canying angle rnay change
n ith skeletal growth [5,6].
This val-sus angulation is caused by the

trochlea which extends farther distally

original Article
I
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than the capitulum and rhe n-,3.i;l idEe
of the lrochlea proie.:. r..-::... ^ nrlrr
beyond its lateral ed-re :ird,r1s,-.,.aused
by the superior .lnj.uirr :urra"-e of the
coronoid pro.-e>! -,\ h:,'h t. set e-,bliqueh-
to the lons uri. ..i the :hati of ulna [.1].
Increasin,g thi> ,, i1_sus anguiation may be
the r'eu>e tri non-traumatic ulnar
neuroP;th\ due to decreased conduction
of the nerr e [-].
]Iaterials & \Iethods:
Thir cross-sectional type of descriptive
studr sas conducted in the department of
-{natomy; Rajshahi Medical College from
Jul1 2012 to June 2013 which includes 50
respondents as sample purposively. Adults
of both sexes, age )18 years were
considered for the study. Individuals with
history of fractures, tumours or surgeryJ
sequela of faumatic injuries and presence
of congenital deformity of the upper limb
and unu illing to parricipate were
excluded.
Antero-posterior radiographs of elbow
joint of both sides were taken in a
comfortable lying position where the
elbow would be fully extended and the
forearm and hand would be in
supination. Radiograph with
overlapping forearm bones, and
overlapping of the radial head on the
capitulum were also excluded.
Carrying angle was measured on
radiographs of both sides using the method
described by Beals [8.]. On the radiograph,
tu o mid points were marked on the distal
humerus, one at distal metaphysis and the
r)rher in the distal third of the diaphysis.
Line $ as drawn through the points passing
rLlong 1ft3 mid-axis of the lower thircl of
hunrerus. Tu o mid points were marked on
ulna. one ar the level of radial tuberosity
and other ar rhe most proximal ossification
of the u1na. Line uas drawn throush the
points ol ulna.

iiiftll) llunti0
hifld

T.ftll

lrrr il [rCtndtr

)lurtSl) T.ltrl lr,e,,,l Im{t lltlrr.lD

jhh tlit
fl{ir1l5l ltllt'r I &t[, ll0ll

r-0ill

l{ilt'.

it69'
li8'loli'

t'[l]i) 61ffi'..IiN'

Riqlrllil Nlt"l[19, 1.lr{t9

Hil
rjit'.

:81i]'ldr(ril Ldjii.ili

Sril\l

On radiograph the mean carrying angle in
males on right side was 164.28. r 3.846
and on left side was 164.68' + 3.338.
(Table:1); the difference between the sides
was statistically not significant, (p>0.05).
And the mean carying angle in females on
right side was 163.24 + 2.619. and on
left side was 163.52. + 3.47i. (Table:1);
likewise the difference was statistically not
significant between the sides by the
radiographic method in the females.
(p>0.05).

Tilkl RditElphic melsururmt olnrryinglngle,sidediflerenre

lrtr,ilh!i4

1.1 ': ir'..

16lr{'.lt!N'

lltr t{

til.91'.1[i'

Iuuh 1)l)

:II

The mean carrying angle on radio,rr.ph c:
right side in both sexes rias l6-1.-6, -
3.298", tn the males sas 16-{,1S, - -:.516,
and in females u,as 16-1.1-{, - :.6 19 ,

(Table:2t. The diflercnre herrr:cn ."m in.
angles of l\\ o Se\e\ , 'n ri..hr .iJe ,.. ". n,.,r

Sid' 1l) i('l\) lkin st lqrind TJr(
)lm.l0

rlhlli)
Ril]]l1i01 H ll& rHrfl

t{,r 6t', j ilt,

r{1}'.It1[,

dir{'.t{9'

l,rl1i0)
'ihh

Itmtkl]i)

ftr lli)
Ii.]l P{tiL

Itjjj'.j.|t'.
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The pivot of the goniometer u'as pld m
the intersecting point of tbe tro lin* and
the arms of the goniomefer along 6e lim
hence the device give the angle hets'een
the two lines (Fig. 1).
Observation and Results:
Among the 50 respondents male female
ratio was l: 1. Mean age of the participants
were 33.78 + 8.96 years, ranged from
2O-56 years.

Tfihrl ldiogmphirlrrrmunnenlof rlrryingm$,SrrdilhnNr

I.T
r=l::{

lil'rol[9'
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significant statistically (p>0.05).

The mean carrying angle on radiograph on

left side in both sexes was 164.10' a
3.394". in the males was 164.68't 3.338'

and in females was 163.52" ! 3.411'

lTable:21. The diflerence between carrying

angles of two sexes on left side was not

significant statistically, (p>0.05).

In both sexes the mean carrying angle on

radiograph on right side was 163.7 6" t
3.298" and on left side was 164.10' +

3.394" (p>0.05). So side difference of
carrying angle on radiograph was not

statistically significant. On the radiograph

the carrying angle was ranged from 157'

to 173', on right side and 158' to 171', on

left side.

The mean carrying angle on radiograph in
both sexes was 163.93" t 3.186'. The

sample data were distributed normally;
most values were between 160" and 165',

with only a ieu > 170". The mean carrying
angle in male was 164.48" I 3.469' and in
female was 163.38" t 2.840' (Table: l).
The difference between males and females

carrying angle was statistically not

significant, (p>0.05). On the radiograph

the carrying angle was ranged from 157"

to 173'. in male from 158' to 173', in
fernale from 157'to 169".

Discussion:
.\ number of inlestigators have tried to
provide inft,rm,.rtion about the standard

r alues t-ri the canl ins angle. Thel tried to

distinguish it lc;,-rrdin-g to rse. :er. sides

of the brrd). ;11i11g,p q\meiriC

characleristie.. ullJ dtti.'r:tli I''l-'J'ur:-S
methods. Those inr estieatiLrns deli\ ered

considerably variable results nlo.t 1tkel1

due to differences in the dellnition oi the

angle and the variations in the measunng

methods t9l. In the Present studl'

complementary obtuse angle u as used as

carrying angle.
ln lhe present rtudy. the mean carrying

Journal of Satkhira Medical College

angle was 163.93' + 3.186' bY

radiological method; 764.48" + 3.469' in
males and 163.38" + 2.840' in the

females; 163.76 + 3.298" on right side

and 164.10' x. 3.394" on left side: there

were no statistically significant difference

between the mean carrying angle by sexes

and sides (p>0.05).

This study revealed that there was no

statistically significant difference in
carrying angie between male and female

sexes. This finding was in a general

agreement with that of other studies that

considered the same concepts

12,6,9,10,11,121. A contrasting finding
showing statistically significant difference

in carrying angle between males and

females was observed by different other

researchers [3,7,13,14,151. The sex

difference was ProbablY due to

methodology used and samPie size.

Atkinson & Elftman [13] and Paraskevas

et al. t3l used handmade wooden
goniometer and Erdogan et al. [14] used

improvised universal plastic goniometer,

but they placed the goniometer along the

medial border of the arm and forearm

where soft tissue affects the reading of
carrying angle. Since the soft tissues,

especially fat, are more developed in the

female; thus, those investigators found

more acute carrying angles in the female.

If they would have placed the goniometer

on the volar aspect of the arm and forearm

according to the bon)' land marks, the

ditTerences in carying angle between the

ieres s ould not be evident.
Thrs studl also revealed that there was no

statislicall)- significant side difference in
canl in-u angle in both sexes together and

separatell'. This finding was similar with
some of other studies that considered the

same assessment 12,5,9,11,141. A
dissimilar findings showing there were

statistically significant differences in

(42)
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carrying an_sle bet\\ een the side:. n_rhi "rJlelt l3.o.l6l. The .iJ: ..:r,:. :
probabll due ro Jitr:--' -': - :..:.: -. -:-j
number ol ca:e:. P::".-.,;,.:: :i ;-. -l- u>eJ
handmade ,,,,,ti,j;: : ,-' ::: ,-,n', e t e r end
Tiikenmez e: ... I u.ed impror ised
uni!er:al :-r::t: r=!rrlLrineter. but thel'
placed :t: : ,::-L- tlterer along the medial
border ,:::.::mt and tbrearm where soft
ti::r:: .--::i:i the reading of carrying
a:.r:.; S:lc: the muscles are more
d3,.: ,p3d in ihe right arm due to over-use
.'\ ::rt:,-rph\ : thus, those investigators
:,.,:r:rd rnore acute oarrying angles in right
.rJe. If they would have placed the
_glrniometer on the volar aspect of the arm
ind tbrearm according to the bony land
marks, the differences in carrying angle
between the sides would not be obvious.
Moreover, it was clear that the numerical
value of the carrying angle of this study
was similar to the most of the study
conducted in the Asian region but
dissimilar to the most of the study
conducted in the Europe and American
region. Perhaps, this difference is due to
different height and races. According to
Khare et a1., [12] elbow angulation was
inversely related to the height of a person.
As the average height of the people of the
Asian region is less than the average
height of the people of the Europe and
American region, the obliquity of the
forearrn is more marked in the eastern than
the western region. The carrying angle
values also differ quantitatively in
different races that were also reported by
other investigators [5,9].
Conclusion:
The airn of this study was to determine the
carrring angle in adult population in
Bangladesh by radiographic method. It
aided to establish data on carrying angle,
its ser and side difference in Bangladeshi
population. The studv revealed that there

r:L..al cf Satk.ira I.i€d,ca Colleqe

'.:.;> l'1,- :i-l::itg-:,1,, ..1g11;;..",,, Jt:ieren;e
' 1.:-- ,:1..-: ':--.: -::.:.-.:: .-- .i\:.

"nd.rJ:.. Tl--e ilniir-.-:. ,:::.: .:*.t.. -.,..,:lc
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replacement implant. The e .rrn in_: ":r-.:
values differ in different races. ft ri:.
varies due to the variations in the
measuring methods and anthropometrie-
characteristics.
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Infantile Hypertrophic Pyloric Stenosis: Demographl-.
Pattern and Outcome of Surgical Management in a

Peripheral District Town of Bangladesh

SA Sayeedl, KH Rahman 2, SR Pervin 3,

A Sattar4, H Pervins, S Chatterjee6

ABSTRACT
This study aimed to describe the clinical characteristics of patients with
infantile hypertrophic pyloric stenosis, management and its outcome in
government and non-government hospitals in Satkhira, a peripheral
district town of Bangladesh.A total of 25 patients were included from
government and non government hospitals in Satkhira who were
diagnosed as cases of IHPS by typical history, a palpable mass and
confirmed by ultrasonogram.. The mean age at presentation was 4.9 + 1.3
weeks, predominantly male with a male-to-female ratio of 4.03:1. The
triad of vomiting, palpable mass and visible gastric peristalsis was
present in only 8 (32Vo) of the participants. The diagnosis was confirmed
with ultrasounds in all participants. Ramstedtpyloromyotomy was done
in all patients and in the postoperative period the most common
complications were vomiting (4, 16%o) and sepsis (1, 4Eo). The mortality
rate from the series is 47o.

1. Dr. Shaik Abu Sayeed, Asst- Prof, Paediatric$ Sulgery, Satkhiru Medical Coltege
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Introduction
Inlantile hypertrophic pyloric
stenosisrIHPS) is a common infantile
disorder characterized by enlarged pyloric
musculature due to hyperplasia of smooth
muscle fibres of the pylorus leading to
narrowins of the pl,loric canal causing
gastric outlet obstruction[1]. The incidence
of IHPS vades amongst different ethnic
groups and races around the world [2].

IHPS typically presents with pro,eres.ir e

projectile non-bilious vomiting. Thi.
usually commences between second JIli
eighth week of age.

IHPS occurs in about 1-4 per 10[)t-t ]rr I brnl:.
and it is mole common xntort i'iJ:,. :r.ti:1.
with a male to female se\ rati!) e:t:m,riei it
4 6: I l.l. 4. 51. and morc trequin ir pr;rerlr
than tenn neonates l-1. 61.

(4sl
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),l-.: ;;-::: :::j,,,::-,inin.'e rnd a farnill-

-:.:.:. .: IHPS ire .'L-)nsistentl) reported
::.,. -.:- . T. .rnJ .u-qge\t a SenetiC
: - -'t:D.,nenr t.-, the aetiol0g), [7].
The studr aimed to describe the
esperience on the management of IHPS in
rhe hospitals of Satkhira.
\Iaterials and methods
This was a retrospective cross sectional
descriptive study carried out in
government and non government hospitals
in Satkhira. over a period of 4 years from
January 2014 to December 2018 to
describe the experience in the management
of patients admitted to these hospitals.
The study population included all infants
who were admitted to the hospitals with
the diagnosis of IHPS and underwent
surgery during the study period. We
excluded all patients that had an altemative
intraoperative diagnosis. The diagnosis of
IHPS was made clinically by the typical
clinical presentation of non-bilious
vomiting and palpable pyloric mass and by
abdominal ultrasonogram. Data was
collected using pre-established medical
case report forms fiom the patient's
medical record in the paediatric surgical
units and theatre of all the hospitals. Over
the zl years period, 28 cases of IHPS were

confirmed using abdominal ultrasound. We
excluded three cases that had an alternative
intraoperative diagnosis.
The data was collected using epi data

version 3.1 then transferred to and

analysed using SPSS version 20.0. Mean
and standard deviations were determined
for continuous variables whereas
proportions and frequency tables were
used to summarize categorical variables.
The level of significance was considered
as p < 0.05.
Ethical and administrative approval was

obtained from the respective hospitals
before commencement of the study. After
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assessing the medical files, patient's
guardians were called for signed informed
consent and this was done before
information was collected from the
medical files of all the participants.
Results
Baseline patient characteristics
Over the 4 years period, 28 cases of IHPS

were confirmed using abdominal ultrasound.

We excluded three cases that had an

alternative intraoperative diagnosis. They
were predominantly males with a male

female ratio of 4.03: 1 . The mean age at

presentation was 4.9 + 1.3 weeks, with a

range of 9 days to 10 weeks and most were

neonates within 2-6 weeks ( 19, 7 6Vo) of life
as shown on Table 1. About half (48 Vo) were
first born children and breast feeding was the

dominant mode of feeding rn 64Vo (Table l).
Clinical presentation and diagnosis
The diagnosis was made clinically in
patients who presented with a triad of
non-bilious projectile vomiting (100E ),
visible gastric peristalsis (4O7o) and a

palpable olive shaped epigastricmass
(24Vo) as presented on Table 2. This triad
was presenl in 8 t32?ol of the participants.
In all other patients, a suspicion was made

after presenting with one or more of the

above symptoms inclusive of weight loss
(52.4Vo), dehydration (44Vo), and
constipation (60Vo) (Table 2).This
diagnosis was confirmed in all the patients

using abdominal ultrasound.
Table I
Clinical features of the study population at
presentation:

Characteristic Number Percentage
100Vomiting

Weight loss 52.4l5
Constlpatron 6

Dehydration l1
Visible gastric pcristalsis 10 40

Palpable mass 624
16

(46)
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Of the serum electrolytes report. 17
patients (68Vo) had hypokalaemia. s-hereas
5 (20Vo) of the patients had normal serum
electrolytes(Table 3).
Table 2
Serum electrolltes report of the study
population at presentation:

Type of electroh te
imbalance

\umber Percentage

Hlpokalaemia 11 68

Hlponatremia 12. 48

Hr':.:1..:-,:lie t2 48

5Normal electrol e

\Ianagement and outcome
-\tter resuscitation all the patients were
surgically managed by Ramstedt
py loromyotomy. During this preoperative
period, fluid and electrolyte abnormalities
and dehydration were corrected prior to
surgery. Fluid and electrolytes were
corrected using % th strength and 7z

strength saline and DNS. The median
preoperative hospital stay was 4.3 + 1.2
days with a range of 3-1 1 days.
All patients were operated under general
anaesthesia. The operation were done
through supra-umbilical transverse
incision. Post-operatively, test feeds were
started within 12 h of surgery tn ll (687o)

of the infants and within 12-24 h in 6
(24Vo) participants. Two (87o) participants
were kept nil per os for more than 24
because after test feeding patient
developed excessive vomiting. 5 patients
developed complications which included
post-operative vomiting in 6 (20Eo)
patients,2 (8%) sepsis, paralytic ileus (2,
3-r t. One case of death were registered in
the series given a case fatality rate of 4Vo.

Thi ;ru.e of dearh was severe sepsis in
the postoperative period. The median
preoperarir e hospital stay was 4.3 + I.2
dar s s ith a range of 3 1l days.
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Discussion
I:'.,- i..' :..:-':.:'r':i- :. . ,n, .r.n. .t.
IHPS, ,.,. i. iir.i d3:.r1tteJ l'. H":"1J

Hir.ch.prung in 1SS! ! . It r. :j:; r:,,.i
coi]lr]]Lrn Cau.ie lri _gastric L)utlai Lr:ai:aa:j -,:.

in iniancl und the nro.t J,,nlr),iir iL:-:--.
emer-sency in a ne$ bom [9]. In thi. crr,..
sectional descriptive stud\'. the auth!rr:
described their experience of the
presentation and management of infantiie
hypertrophic pylorie stenosis in various
government and non government hospital
in Satkhira. a southern district town of
Bangladesh. Males were predominantly
affected with a male female sex ratio of
4.03: i which is compatible to the global
male female sex ratio of 4-6:1 [3j. This
male predominance is equally similal to
results gotten liom other recent studies [7,
101. There disorder was more common
among first born infants at a rate of 48o/o

compared to higher orders children. This is
similar to a study done in Ethiopia in 2014
by Tadesse and Gadisa where 56.4Vo

occurred in first born infants [7]. The
mean age of presentation of 4.9 weeks is
consistent with findings in global literature

[2, 11], and in findings from recent studies
in Ethiopia and Tanzania [7, 10].
Most common cause of gastric outlet
obstruction in infants is hypertrophic
pyloric stenosis which usually presents
with non-bilious vomiting [2]. This u as

the most predominant symptom here in all
the participants. This is equally simrlar ro
recent series described elsewhere in Aliicn
where a1l the participants presented riirh
vomiting 17. l0l. The classic pre:enrrti,,n
ul an olive mas\ in lhe epigastric rc:i..1 ,'n
palpation was established onl1 in 11.? tri
the cases. This means that in .tbrrut
two-third of the cases of IHPS the trlir e is
not palpable. This reduces the clinical
diagnostic probabilitv ol IHPS. Thi' lou
rate of palpable olire shape ntess in the

(47)
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rate of palpable olive shape mass in the
epigastrium was probabl)' due to non
co-operation of the babl patients to be
examined, thou,sh it is similar to )3 267c

obtained in studies in Ethiopia and
Tanzania [7. l0]. Pre-operiiti\ el] . IHPS is

usually contplicate..l br dehl dration.
weight loss :ni " ;h:r;.'teristic
hypochloraemii l'.p,-,r"-.e::--1; ::retlbolic
alk.rlo.i- -ll-lj . .\.. .i.... . :r.r.:.;r: :r-

t\: t:t .. - :' -:.-.' .: --- ---- 
-

S ..- ,..--.. ..: --- - .:. :-:
:., ..- .:. - .'.--.. '.'.. I .: . . r- -- ,

.--,
T.-.- -- -- ..-::..--:Iu ::l .:.i ill-nJielllent,ri
IHPS rem,rrn. surEerr described in 191l'ar Ramstedt no\\' knor.r,n as

Fredet-Ramstedt extra-mucosal
pr'loronryotomy [, l5]. This can be done
both by traditional laparotomy or
laparorcopy ll6l All our palienls
benefited from pyloromyotomy by
laparotomy. Mucosal perforation is a rare

intaoperative oomplication of Ramstedt's
pyloromyotomy. ln our series. no
inlrloperative duodenal perloralions r,r ere

reported whereas | 29o reported in
literature [17, 18]. We think the 07o rate of
perforation was due to meticulous care in
perfoming Ramstedt's pyloromyotomy to
prevent mlrcosal perforation, especially at

the lower end of the incision
(pyloric duodenal junction).
Mortality after pylorornyotomy is less than
l% in most centres and uhen il oecurs. it

is usually from fluid and electrolyte
depletion in infants presenting late, and
inadequately corrected electrolyte
problems before surgery ll2). We
observed very high mortality rate of 47o rn
our series. This mortality rate is lower than
that of studies described elsewhere in
Africa [7, 10]. The low morlality rate can
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be attributed to the low rate of
intraoperative complication and
postoperative infections with proper
cofiection of fluid and electrolyte deficit
before surgery.
Conclusion
The series has demonstrated that infantile
pl loric stenosis is 4 times more common
in males compared to females and is more
.'ommon among first born neonates
,-rrmpirad to higher order neonates. The
:r-- r,:t irequent clinical presentation is
:. r:. -:: -1rr us projectile vomiting. The
:r-.;r*i3 r'.3r.t oi choice still practiced in
*i :3..1:r: is Rem-stedtp]loromyotomy.

fhe mon;li:r r:rte r: hrgher in this region
at J-r.
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Use of Prophylactic Dexamethasone to Prevent Perianesthetic
Shivering During Transurethral Resection of

Prostate Under Spinal Anesthesia

MS Hossainl, MAW Khan 2, M Suifollah 3,

J Sarkar 4, I Alams

ABSTRACT
Background: This study was conducted to investigate the eflicacy of
prophylactic dexamethasone 0.1mg/kg intravenously to prevent perioperative
shivering in patients undergoing transurethral resection of prostate (TURP)
under spinal anesthesia. Geriatric patients who undergo transurethral resection
of prostate are prone to perioperative shiverrng during spinal anesthesia. Use of
prophylactic intravenous dexamethasone, which is known to reduce shivering,
could lead to decrease in the rnorbidity and mortality of such patients.
Materials and methods: In this prospective double blinded placebo-controlled
studl . 80 patients scheduled for transurethral resection of prostate surgery under
:pinrl anesthesia lere randomized into tu,o -rroups. Group I (Derarrethasone
GrLrupr rn=-i{) received intr-erenous derlmethasone 0.1 mg/kg bodr' \eieht
drluted in ll r:rr :rline. \rhile Group II ,Pl;rcebo Grtrup r r n=-lt-tr receii ed 10 ml
saline inirlr ent-,ur1.. Ji tlr-':li. r.r.: ::tt,re ::inr .lneiihisiil. .{ite: achierin-e
subarachnoid L,lrr.l.i. lh; i:1"':;:::r;. .:.::::,. -: - -,:J-:ar. .ri .hirerin_s uas
recorded and comp:red :l :,::l-- ::: ::: -:: T:: :,:.i1. :en'rper.rture and
hemod1nrmicpi}rlfi]eIJr....'r.r..1r-.'j-::.=-..
Results: Incidence of shirerins r'.-. .i,grriL.'::.;.. .:.. ::r:.rri:nrs rrho u'ere
given prophylactic intrar enous derrmethrst-,ne u liel :.-,;r-,pired \ ith that of the
placebo group (157c vs. 55-it respectiieh rP ralue .ri <i ,.rr-< . D.\amethasone
did not lead to any clinically signilicant side ertects.
Conclusion: It can be concluded that as r pr.rphl1e;tic intra\enous
dexamethasone 0.1 mg/kg is effective in reducing the :ncidence. severity and
duration of perioperative shivering in patienrs undersoins transurethral
resection of prostatesurgery under spinal alnesthesiir.

Key words : Dexamethasone, perioperati\ e shiierin-s. spinal anesthesia,
transurethral resection of prostate (TURP) sur_ee11 .
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Introduction
Shivering is a frequent comFli.itri(,n rri
anesthesia: it has been reponed:!r ritnse
from 20 to 70'r tn eer:er:1 :nesrhe:iaf1].
Shiverin-s is belier el rL-, r:.1jre lSe o\\ err')
consumption :ni. tt.-r:".e the risk of
hyporemia: :: ::ti_shr aiso increase
postoperiii', e :,-,r:'.p ii; ation s. Shit,eringis
usuallr tr:::::ed b} hypothermia.
Hon e..:r. r: ,--!'iuri even in normothermic
paiiini> .r-r:Ir,a the perioperative period.
The ::i--,ir,_i.. rrf perioperative shivering is
n!r: u:].3r.tLr(.rd sufficiently[2]. In addition
t,r ,:.i ir.r that shivering is poorly
u:r.l:>ioLrd. the gold standard for the
tr3:t:rent and prevention has not been
c:iir:eJ ] et. Shivering, a syndrome
il-r r ,-r i,, itto involuntary oscillatory
!-r\nrrections of skeletal muscles, is a

.onlmon and challenging side effect of
inesthesia and targeted temperature
modulation[3]. Shivering is a physiologic
response to cold exposure and the body's
next step in heat preservation after
peripheral vasoconstriction [4].
Perioperative shivering is an involuntary,
oscillatory muscular activity during
operation and early recovery after
anesthesia. Shivering is defined as the
fasciculation of the face, jaw, or head or
muscle hyperactivity lasting longer than 15

secondsl5l. This phenomenon is a common
occurrence observed in the post-anesthesia
care unit.
Both neuraxial (epidural and spinal
anesthesia) and general anesthesia are
associated with a significant incidence of
shivering and the incidence is 40Vo-607o in
regional anesthetic patients and up to 60Vo
in _eeneral anesthetic ones[6]. Shivering
differs from general anesthesia to neuraxial
anesthesia. General anesthesia could
ir.npair the central thermoregulation, but
spinal anesthesia affects central and
peripheral thermoregulation, by enlarging
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the inter-threshtrid ranse lta rai:ing the
s\\eiltinS threshold :nd de;rea.ing the
\ ilsoaonstri!'tion and .hrr e:ins ihresi1L1ld..
The core lemperarure de.-rei.e r iil be in ;
plateau after 3--{ h in senerll ane.:hesi:
but in the neuraxial anesthesia there i: ntr
plateau, because in neuroarial aneslheslr
the vasoconstriction will not be e\oked
when the core temperaturetriggers the reset
vasoconstriction threshold, in contrast rrith
general anesthesia. Thus, more heat will be
lost, and more incidences will occur in
neuraxial anesthesia. For instance, the
primary mechanism of perioperative
hypothermia during TURP operation under
spinal anesthesia is because of
redistribution of the intravascular volume
from the core to peripheral compartment
below the level of sympathectomy,
predisposing the body to radiant heat
loss[7]. Beside this, spinal anesthesia itself
slightly decreases the threshold-for
triggering vasoconstriction and shivering
above the level of the block[S].
Shivering is elicited when the pre-optic
region of the hypothalamus is cooled.
Efferent signals mediating shivering
descend in the medial forebrain bundle.
Spinalalpha motor neurons and their axons
are the final common path-way for both
coordinated movement and shivering[9].
Highly effective anti-shivering medication
classes are centrally acting analgesics
(tramadol), opioid receptor agonists
(pethidine, fentanyl), cholinesrerase
inhibitors (physostigmine). and
N-methyl-D-asparlate receptor anra-g, rni.r.
(ketamine, magnesium s ulfar. ).

Meanwhile, ?2-central agonists r clonidine.
dex medetomidina ) and anti-.cr('t('r)er,lii
(ondansetron) and anti-inflammatory drugs
(dexamethasone) are increasinSl]' used.
This data support that medications uhich
interfere at different levels of the
thermore_eulatory loop have more etficacv

(s 1)
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(opioid agonist, NMDA antagonist) than

those with only one function (?2-receptor

agonist, antiserotonergic agents) or only at

the peripheral level (nonsteroidal

antiin[lammatory aBents )l l0].
The mechanism of action of
dexamethasone may be attributed to its
central inhibitory effect on the

thermoregulatory center and inhibition of
release of cytokines and inflammatory
mediators, which affect the

thermoregulatory center[ I 1].

The present trial was conducted to study

the effect of a prophylactic dose of
dexamethasone on shivering compared

with placebo in patients undergoing TURP
under spinal anesthesia.

Materials and methods
This was a randomized double blind study

conducted at Dr. Sirajul Islam Medical
College and Hospital and other different
private hospitals in Dhaka city, during the

period of January 2017 to July 2017. After
having obtained written informed consent

from all 80 patients, aged between 50 and

70 years, belonging to American Society of
Anesthesiologists (ASA) physical status

class I and II, undergoing elective
transurethral tesection of prostate (TURP)

surgery likely to last between 40 and 70

minutes under spinal anesthesia (SA), were

included in this study. Pre-anesthetic

investigations and evaluation were done in
all patients. The patients enrolled were

randomly assigned into two equal groups

of 40 patients each. The anesthesiologist

conducting the case and recording the data

was unaware of the Preparalion
administered. Patients were randomly
assigned into two groups, each receiving

intravenous formulation just before spinal

anesthesia was induced. GrouP I
(Dexamethasone Group) (n=40) received

Dexamethasone 0.1 mg/kg intravenously

diluted in 10 ml saline, while the Group II

Journal of Satkhira Medical College

((Placebo Group) (n=40) received 10 ml

saline intravenously as placebo.

Subarachnoid blockade uP to T9-10

dermatome level was achieved with heavy

Bupivacaine (O.57o) 12.5 mg at L3-4 or

L4-5 interspace using 25 G Quincke spinal

needle under aseptic condition. The

operation theater was maintained at a

constant humidity and an ambient

temperature of around 24'C. Pre warmed

up to the body temPerature of 37'C,
intravenous and irrigating fluids were used

perioperatively.
Heart rate, noninvasive blood pressure,

respiratory rate, SpO2, body temperature

were recorded every 5 minutes from the

baseline (when SA was given) for t hour

and thereafter every 15 minutes for the rest

of the observation period. In all the cases,

shivering was recorded bY the same

attending anesthesiologist at a period of 0,

1, 5, 10, 15, 30, 45, 60 and 90 minute from
the baseline as per grades given bY

Wrench et a112.

Perioperatively if shivering occurred, it
was treated in the same manner in both

groups -with reassurance, warming blanket

or pethidine. In qases with grade 3-4

shivering for more than 4 minutes duration,

the prophylaxis was considered ineffective
and intravenous pethidine 25 mg was

administered. Associated conditions like
bradl cardia and hyPotension were

recorded. Bradycardia and hypotension

were appropriately treated.

Statistical analysis:According to the type

of data it was rePresented as meant
standard deviation or
percentages.Comparisons of the two
studied groups were performed using either

unpaired t-test or Chi-Square test as

appropriate. In all tests results were

considered statistically significant if p

value was less than 0.05.

Grading status of shivering as per Wrench

(s2)
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et al12:
Grade 0 No shiverine Lrb:er\ ed.

Grade I Onc , 'r 'r- -r I J-. - l: r::

periphetul -r:no.i. .r 1- ' . '-'- ;-11.,'.
but rr ithout i i.i\l: :: -.- -.,: --.i . irr.
Grade I Yi:il:,r: ::---:: : :;:i" iir crrnllned
tO One nlU:a1a _:: --l
GlrJc .: \'.:-. ..--.; J-li\il\ in more
than tne:r1-:,-: i:, ,Lrp.

Gr';:d; - Gr'.r.s nruscular activity
inr,-'-'. -:r: ::: ::riire bod1,.

Results
Ir: .:-.:. ..rdr. 80 patients (ASA I and II)
'.'::: :.LnJomized in two groups, 40 in
G:. i.p I t Dexamethasone group) and 40 in
Gi,,up II (Placebo Group). Dernographic
. h;rrlc teri stics and operative details of the
.tudied population in the two study groups
are presented in Table I.

Table-I: Demographic Group I ( Gloup II
and operative details Dexamethaso (Placebo
of patients between ne group) gfoup)
Dexamethasone and n=40 n=40
Placebo
group.Derrographic
details
Age (Years) 61.14!'1.32 65.2117.84
Weighr (Kg) 71.87a6.83 '72.161:1.91

ASA physical status 32/2 30/10
1t

Me?rn basal hcalt rate 82.817.6 81.918.3
(bpnr)
Meat basal systolic BP 138.73t9.12 136.7619.73
(tttm Hg)
Mean basal cliastolic BP 78.8.1r7.83 79.8618.63
(mm Hg)
Mean duration of 54.615.8 56.7t1.2
surgery (min)
Mean body 36.2310.48 36.3210.38
temperatures
cluring surgery (oC)

Mean body temperature 36.5310.38 36.62!0.32
in recovery room (oC)

Perioperative shivering was seen in 6
patients (15%) in the Dexamethasone
group and 22 patients (557o) in the Placebo
group (P<0.05). Incidence and severity of
different grades of shivering in the two
study groups is presented in Table -II. The
prevalence of grade 3 and 4 shivering

lourna of Satkhira Medica College

which needed fteatment with pethidine
(ineffective prophylaxis) was 2.5% (l/40)
arfi 22-5% (914O) in Dexamethasone and
placebo groups respectively (p<0.05). No
complication was seer in any of the
patients.

Table II:
Incidence

and severity

of shivering

Shivering

Incidences

No

Severity

Grade I
Grade 2

Grade 3

Grade 4

Pammeters Croup I
(Dexamet

hasone) %

n'40

GmupII P value

@lacebo)

Io

n=40

6 (lsEa) . 22 (55Ei)

18 (4570)

34 (85Ea) t8 (45Ei)

1(l7.5Ei)
6 (tsEa)

5 (r2.5Ei)

4 (r\Eo)

P<0.05

P<0.05

P<0.05

P<0.05

P<0.05

P<0.05

P<0.05

Discussion
In this study, the effect of prophylactic
Dexamelhasone in pre ve n lin g
perianesthetic shivering during
(TURP)operation under spinal anesthesia
was compared with that of placebo and
perioperative shivering was found in 6
patients (l5Vo) in the Dexamethasone
group and 22 palients (557o') tn the Placebo
group (P<0.05).The mechanism of action
of dexamethasone may be attdbuted to its
central inhibitory effect on the
thermoregulatory center and inhibition of
release of cytokines and inflammatorl
mediators, which affect the
thermoregulatory centerl 1.

In a study by Yared etal13, it sas
concluded that administering 0.6 mgAg
dexamethasone before induction of
anesthesia can significantly reduce the
incidence of shivering (13.1% compared
with 33.3Vo of control group). In a :tud\
by Essam E et all4, performed on patients
undergoing heart r,alr e replacement
surgery, it became clear that pretreetment
with 100 mg of dexamethasone s ould lead
to the reduction of postoperattr e shir ering

(s3)

Yes

34 (85%)

Grade 0

3 05fa)
2 (5Ec\

I (2.5Ea)

0
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incidence.
In a double-blind clinical trial study

conducted by Farzil5on 250 patients aged

20 to 60years old both men and women in

ASA class I and II, before elective surgery,

the patients were randomly assigned to two
groups: the dexamethasone group received

0.25 mg/kg dexamethasone before

induction of anesthesia and placebo group.

Compared with placebo, dexamethasone

reduced the incidence of postoperative

shivering (40 Vo compared with 16.7 Vo) (P

< 0.05). In our study it was founded that

compared with placebo, dexamethasone

reduced lhe incidence of postoperative

shivering (55 Vo compared with 15 7o) (P

<0.05) which is nearlY similar.

Norouznia et al16study, a double-blind
clinical trial, 100 patients with physical

status of I and II in the age range of 20-50

years old, who were candidates for
cholecystectomy surgery under general

anesthesia, before induction of anesthesia

were randomly divided into two study

groups, intravenous dexamethasone 0.15

mg/kg and control group . The incidence of
shivering was significantly lower in the

dexamethasone group than the placebo

grorp. (18.lVo vs.36Vo and p< 0.05).

There are a few limitations to this

investigation, the oPtimal dose of
dexamethasone required to prevention of
postoperative shivering has not been

established. A dose of 0.1 mg/kg was

selected for the current investigation based

on data that this is the optimal effective

dose in the prevention of postoperative

shiveringlT. Future dose-response studies

will be required to establish the most

appropriate dosing regimen of
dexamethasone for optimal prevention of
postoperative shivering.
Conclusion
From the results of the present study, it can

be concluded that ProPhYiactic epidural-induced reduction in the shivering

(s4)
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dexamethasone is effective in reducing the

incidence dnd severity of shivering in
TURP patients under spinal anesthesia.
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