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Evaluation of Skeletal Metastasis by Bone Scientigraphy in Patients

with Known 
U:Hriffed 

Malisnancy.

Abstract

The aim of the study was to evaluate the skeletal

metastasis among the patients who were referred
to do whole body bone scan with known or
suspected malignancy. A total of. qn patients
were included in this retrospective study. All of
them were referred to Nuclear Medicine Center
(NMC), Sylhet with known or suspected

malignancy in the period from May 2009 to June
2}ll. Among them 266 patients (64.41o/o) were
female &. 747 paticnts (35.59"/,) were male. The

age ranges from tr5 yrs to 90 yrs with mean age

48.5 yrs + 8.2 yrs. Vhole body bone scan was

done with dual headed SPECT in both anterior
and posterior views in two hours post injection
time using. eemTc-MDP. Skeletal metastasis were

detected in 151 patients (36.56"/") e. 262 patients
(63.44'/r) showed no evidence of metastasis.

Among the positive finding. aa patients (21.19o/r)

showed single hot spot; catients (79.47"/0)

showed multiple hot spc,r; patients (9.270/")

showed superscan & four patii:.::€s {2.64'/") showed

photopenic lesions. Positive bone scan for
prostatic malignancy was noted in 30 patients
(19.87'/o), Carcinoma breast wa! 47 patients
(37.137Yo), Carcinoma lung was 27 patients
(13.90%), Carcinoma GIT was 11 patients (7.28"/"),

Carcinoma Thyroid was four patients,!/.gSot),
multiple myeloma was three patienqu'(1,999o),

others (carcinoma cervix, Ewings' sdfc6mi) rivas

14 patients {9.3'/o) 6r unknown primary wiis 21

patients (13.90%). Radionuclide ' . bone

scientigraphy is very sensitive diagnostic method

l. Senior Medical Officer
Center for Nuclear Medicine & Ultrasound, Sylhet.

to detect skeletal metastasis 6r thereby helps a lot
to manage the patients accordingly.

toMTAJ 2012;11(2)l

Introduction

A bone scan is a test to find damage to the bones,

find cancer that has spread to the bones, and watch

problems such as infection and trauma to the bones.

A bone sr an can often find a problem days to

months arlier than a regular X-ray test'

Scintigraphic findings of bone metastases include

multiple asymmetric, randomly distributed areas of

increased uptake, development of new lesions,

increased intensity or size of lesion over time, a

lesion of unusual shape, a photopenic area, and the

appearance of a superscan'. "' Tc-MDP used in
bone scan is absorbed into bony surfaces, and its

uptake depends on both local blood flow and

osteoblastic activity. Nearly ai1 metastases are

accompanied by osteoblastic reaction and hence are

easily detected on bone scans. However,

predominantly lytic lesions (eg, multiple myeloma)

demonstrate poor or absent uptake on bone scans2

Materials and Methods

The study included 413 patients referred by the

physicians o{ greater Sylhet division for whole body
bone scan to exclude skeietal metastasis with known
or suspected malignancy. Among them 266 patients

(64.41 o/o) were fernale * \47 patients (35.59olo) were

male. The age ranges from 15 yrs to 90 yrs with
mean age 48.5 yrs + 8.2 yrs. Scan was done with
dual headed SPECT in both anterior and posterior

views in 2 hours post injection time using "- Tc-

MDP . Image quality is influenced by the state of

The OMTAJ 75 Volume ll Number 2:July 2012
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Abstract

The aim of the study was to evaluate the skeletal
metastasis among the patients who were referred
to do whole body bone scan with known or
suspected malignancy. A total of +t: patients
were included in this retrospective study. All of
them were referred to Nuclear Medicine Center
(NMC), Sylhet with known or suspected

malignancy in the period from May 2009 to June
2)ll. Among them 266 patients (64.41oh) were
female &. 747 patients (35"59%) were male. The
age ranges from 15 yrs to 90 yrs with mean age

48.5 yrs + 8.2 yrs. Vhole body bone scan was

done with dual heacled SPECT in both anterior
and posterior views in two hours post injection
time using e'-Tc-MDP. Skeletal metastasis were
detected in 151 patients (36.560/") e. 262 patients
(63.44%) showed no evidence of metastasis.

Among the positive finding" 11 patients (21.19o/o)

showed single hot spot, oatients (79.47o/r)

showed multiple hot sp*',; i:atients (9.270/")

showed superscan & four paLii;::€s t2"64 '/") showed
photopenic lesions. Positive bone scan for
prostatic malignancy was noted in 30 patients
(19,87o/r), Carcinoma breast wap 47 patients
(31.137%), Carcinoma lung was 21 patients
(13.90%), Carcinorna GIT was 11 pat-ients (7.28o/,),

Carcinoma Thyroid was four patient-s ,12,.65%),
multiple myeloma was three patientq. (1.99%),

others (carcinoma cervix, Ewings' sdrcoma) was

14 patients (9.3./o) & unknown primary was 21

patients (13.90%). Radionuclide ,' - bone
scientigraphy is very sensitive diagnostie method

l. Senior Medical Officer
Center for Nuclear Medicine & Ultrasound, Sylhet.

to detect skeletal metastasis & thereby helps a lot
to manage the patients accordingly.

IoMTAJ 2012;11(2))

Introduction

A bone scan is a test to find damage to the bones,

find cancer that has spread to the bones, and watch

problems such as infection and trauma to the bones.

A bone sr an can often find a problem days to
months arlier than a regular X-ray test.

Scintigraphic findings of bone metastases include

multiple asymmetric, randomly distributed areas of
increased uptake, development of new lesions,

increased intensity or size of lesion over time, a

Iesion of unusual shape, a photopenic area, and the
appearance of a superscant. "' Tc-MDP used in
bone scan is absorbed into bony surfaces, and its
uptake depends on both local blood flow and

osteoblastic activity. Nearly ail metastases are

accompanied by osteoblastic reaction and hence are

easily detected on bone scans. However,
predominantly lytic lesions (eg, multiple myeloma)
demonstrate poor or absent uptake on bone scans'

Materials and Methods

The study included 473 patients referred by the
physicians of greater Sylhet division for whole body
bone scan to exciude skeletal metastasis with known
or suspected malignancy. Among them 266 patients
(64.41 o/") were fernale k" 147 patients (35.59o/o) were
male. The age ranges from 15 yrs to 90 yrs with
mean age 48.5 yrs + 8.2 yrs. Scan was done with
dual headed SPECT in both anterior and posterior
views in 2 hours post injection time using e'- Tc-

MDP . Image quality is influenced by the state of
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patient's hydration & renal function. The patients
were weil hydrated in order to enhance renal
excretion & decrease urinary bladder exposure.

Result

A total 413 patienrs were included in this
retrospective study of whom
266 patients (64.41 %) were female A. L47 parienrs
(35.59'/") were male. (Iable I) The age ranges from
15 yrs to 90 yrs with mean age 48.5 yrs + 8.2 yrs.
(Table II). 151 patients (36.567") showed skeletal
metastasis & 262 patients ($.aa'/) showed no
evidence of metastasis. (Iable III). Among the
positive findings 32 patients Ql.19o/.) showed single
hot spot, 102 patients V9.47oA showed multiple hot
spots, 14 patients (9.27'/") shovred superscan & four
patienrs Q.64'/") showed photopenic lesions (Table
IV). Positive bone scan for prostatic malignancy was
30 patients (79.87"/"), Ca-breast was 47 parienrs
(31.137o/o), Calung was 21 patients (13.90o/o), Ca-
GIT was 11 patients V.28o/o), Ca Thyroid was 04
patients Q.OSV"), multiple myeloma was 03 parients
(1.990/"), others (ca-cervix. Ewings' sarcoma) was 14

patients (93"4 8a unknown primary was 2L patienrs
(13.90o/o ) (Table V).

Table I : Sex distribution of the patients ( Total 413
Sex Number & nercentape

Female 266 (64.4t Vo\

Male 147 (35.59 Vo\

Table II distribu

Table III : Skeletal metastatic findings of bone scan

Table IV : Pattern of Skeletal Met Total

,, .s. {
&i

rs
'**b

Fig.1 Fig.2

Fig. 1 : Appearance of normal bone scan
Fig. 2 : Bone scan showing multiple metastatic lesions.

Discussion

In patients with proven non-skeletal tumors, imaging
is useful for screening the skeleton to assess

metastatic disease and, if it is present, to determine its
extent.l'4'5'

ii
.:

astasis 5

Types Number of patients
& percentage

Single hot spot )^L (21.19Vo)

Multiple hot spot 102 (19.41Ea)

Superscan 14 (9.21Vo)

Photopenic lesions 04 (2.64Vo)

able V : Positive Findinss of Bone Scan Total 151
Indications Patients

Percentage

Ca Prostate 30 19.81q(,

Ca Breast 4l 31.t3770

Ca Lung 21 13.907o

Ca GIT 11 1.28E(

Ca Thyroid 04 2.650/o

Multiple Myeloma 03 1.99%,

Unknown Primary 2t 13.90Vo

Others ( Ca cervix,
Ewings' Sarcoma etc)

t4 9.3Vo

; Age distribution of the patients Total 413
Age range Total Negative

findings
Positive

findings
l5--30 -vrs 52 47 (11.387o) 05 (1.27o)

3 I 
--50 

yrs l't I 97 (23.487o) 74 (17.917o)

5 1- 70yrs t34 79 (l9.t31c) 55 (13.3170)

7 I -90 
yrs 56 39 (9.44q(t 17 (4.ll7o)

Total 413 262 151

otal 4
After the lung and the liver, the skeleton is the most
common site of . spread of cancers that begin in
organs. Metastases to the lung and liver are often not
detected until late in the course of disease because

Findings Number &
nercentage

No sign of metastasis 262 63.447o\
Positive bone scan for malignancy l5l {36.56 7o\

The OMTAJ Volume ll Number 2:July 2012
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patients experience no symptoms. In contrast, bone
metastases are generally painful when they occur.
Bone metastases are often multiple at the time of
diagnosis. Common sites for metastases are the
vertebrae, pelvis, proximal parts of the femur, ribs,
proximai part of the humerus, and skull. More than
9Oo/o of metastases are found in this distribution.
Findings of a solitary scientigraphy abnormality or
just a few lesions may present special problems in the
interpretation of findings. Other patterns include
diffuse involvement (superscan), photopenic lesions
(cold lesions), normal scintiscans, flare phenomena
and soft-tissue lesions 6.

Bone involvement in metastases occurs by means of 3

main mechanisms: (i) direct extension, (ii) retrograde
venous flow, and (iii) seeding with tumor emboli via
the blood circulation. lVhen interpreting bone scan

images, areas of increased and decreased tracer uptake
(hot and cold spot$ are of clinical significance.
Lesions on the scan are usually presumed to be

metastases if the patient has a known primary cancer.

Metastases should be suspected in patients who have

multiple lesions on bone scan. Although metastxes
are suspected in patients with known cancer and a
single bone lesion, the lesion may not be a metastasisl

thus, a needle biopsy of the lesion is often done to
confirm the diagnosis of a metastasis.

A review from Hamaoka et al.7 has highlighted that
imaging modalities visualize different aspects of
osseous tissues (cortex or marrow) in terms of
density, water content, vascularity, or metabolism
In the present study skeletal metastasis from breast &
prostate carcinoma accounts f.or 3L.t37o/o k 19.87o/o

accordingiy. These findings were consistent with the
earlier observation by Rogers LF who showed that
carcinomas of the breast and prostate account for
most of the bone metastases, with cancers of the
kidney, thyroid, and lung following in descending
frequency.s
Bone scans are also limited by a lack of specificity,
with most false-positive results due to trauma,
whether recalled by the patient or not. The
probability that an abnormatr scan represents

metastatic tumor is directly related to the number of
abnormal foci.
As a result, the diagnosis of metastatic bone disease

usually requires radiographic confirmation,

especially if the number of lesions is small (fewer
than four) and/ or limited to the ribs.
Carcinomas of unknown primary site (CUPS) are

the seventh most common malignancy. It represents
a heterogeneous group of metastatic tumours for
which medical history, physical examination and
standardized diagnostic work-up fail to identify the
site of the cancer's origin at the time of diagnosis. It
accounts for 37o-57o of all malignancies, so is

relatively common.
More than 1.2 million new cancer cases are diagnosed
each year. Approximately 50o/o of these tumors can

spread (metastasize) to the skeleton. Accurate staging
of malignancies is essential to guide the clinician in
selecting the most appropriate therapy for that
patient. The presence of metastatic disease from solid
tumors in bone is considered as distant metastases

and classifies the tumor as advanced stage IV e.

Boxer et al.'0 reported that solitary lesions

constituted 27o/o of. metastatic bone lesions from
breast cancer initial diagnosis and also stated that
their figure was higher than previously reported.
Our data shows that solitary lesion accounts for
2L.l9o/o of. the all metastatic lesions irrespective of
the primary lesion
Since metastatic breast cancer confined to the skeletal
system is a common complication that can be

diagnosed relatively easily, is highly responsive to
treatment and whose treatment is frequently
associated with extended patient survival tt't2

identification of these patients is very important to
clinicians.
In a retrospective study of 539 patients, Constable
found that l7o/o of patients had superscan at
presentation or follow-up ". In our study 9.27o/o

patients were diagnosed as having superscan. This
may be result from earliest diagnosis of metastasis
by improved technologies 8r increased awareness of
the patients .\When the bone scan results in the
headless appearance, diffuse metastatic disease should
be immediately suspected . Renal activity is usually
faint in such cases, since bone accretes the
radionuclide more avidly than the kidneys, leaving
less available for excretion lu In a comparative study,
Daldrup-Link et al found sensitivities o{ 71o/o for ee'

Tc bone scientiscanning in the diagnosis of skeletal
metastasisl5

The OMTAJ Volume 11 Number 2: luly 2012
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In conclusion, radionuclide bone scanning is widely
regarded as the most cost-effective and available
whole-body screening test for the assessment of bone
metastases. It is extremely sensitive for detecting
skeletal abnormalities, and numerous studies have

confirmed that it is considerably more sensitive than
conventional radiography for this purpose.
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Maternal Early Puerperal Complications Following Caesarean Section
Nasrin Aklheql, Nadira Begum2, Mahbuba Alam Khan3 , Abdus Sabura

Dipu Das5, Kamruzzaman'

Abstract

The rising trend in caesarean section rates is not
only limited to developed countries but also to
developing countries. The frequency is gradually
increasing because of extended indications. Still
the major abdominal surgery has risks including
rare cases of death, infection, excessive bleeding
and reaction to medicine. So it is necessary to
correlate and to bring the indications in a regular
profile which can play a role in reducing
unnecessary caesarean section.

I and group II respectively.
The incidence of caesarean section was 30.04%
.The mean aBe was found 26.87!.4.27 years in

t. Registrar, Deptt. of Obs.& Gynae, Jalalabad Ragib-
Rabeya Medical College Hospital, sylhet
Associate Professor, Dept. of Gynae & Obstetrics,
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Ragib-Rabeya Medical College Hospital, sylhet
IMO, Dept. of Obs.& Gynae Jalalabad Ragib-Rabeya
Medical College Hospital, sylhet
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Group I and 26.58+4.18 years in Group ll. 37
patients (64.50/0) in group I and 18 patients (83.3%)
in group II were primary level passed. \(ound
infection were more frequent in both groups but
the difference were not statistically significant
(P> 0.05) between two groups. Per-operative
complication was found in 7 patients (9.2o/o) in
Group I and 3 patients (12.0o/o) in Group II. Per
operative and postoperative complication was
high in emergency operation. Post-operative
complication was found in 12 (15.8%) patients in
Group I and I (4.2'/") patients in Group II.

IOMTAJ 2012; tt(2)l

Introduction

The term Caesarean section denotes the delivery of
the fetus, placenta & membranes through an incision
in the abdominal & uterine wall after the age of
viability. Caesarean section is the most frequently
performed major operation in obstetrics. The aim of
an obstetrician is to have a healthy mother and a

healthy baby. To achieve this goal, caesarean section
plays an important role as some of deliveries are not
possible through the vaginal roure without
jeopardizingthe life or health of the mother or baby.

The aim of the present study was to find out the Primary caesarian section was significantly
maternal early puerperal complications following (P < 0.05) higher in emergency caesarian section.
caesarean section, the risk factors and the ratio Regarding the post operative complications it was
between complications of elective and emergency observed that wound infection was more frequent
caesarean section. This was an observational cross in both groups. Caesarian section is a maior
sectional study carried out from October, 2O1l to abdominal operation and as such predisposed to
March, 2012 (2011 to 2072) among the admited some iniuries, which usually do not occur in
100 pregnant women who were delivered by vaginal deliveries. So caesarian section should be
caesarean section during the last 7 days of prefixed discouraged as it does major operation with
visit to Upazilla Health Complex. 76 patients documented risks.l Even it carries death of
(76.0%) of them underwent emergency caesarean mother. Therefore after assessment of risks and
section and. 24 of the patients underwent elective benefit, a judicious decision has to be taken for
caesarean section, which were.considered as group selection of the cases.

2.

4.

5.

6.
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Globally in the pasi 20 years, the rate of caesarean

section has steadily increased from about 5o/o to
20o/o2. The incidence of caesarean section increased
from 11olo to t5o/o during the period 1980 - 1987 in
SSMC & Mitford Hospital @egum and Bhuyan
L992). A study was conducted by Hasan A. in 1981

reported caesarean section rate9.8o/o in 1965 to 16.8%

in 1979.3 According to the world health organization

WHO), rates of caesarean deliveries have been rising
in many countries. \X/hile the \7HO recomends rates

below 15olo, caesarean section account for about 30o/o

of deliveries in US. It is estimated that about one
mother in three has a caesarean. section (Ih.
American College of obstetricians and Gynecologists
2007 and2009).
The rising trend in Caesarean section rates in not
only limited to developed countries but also to
developing countries. Still the major abdominal
surgery has risks, including rare cases of death,
infection, excessive bleeding, reactions to medicines
and injury to the baby (The American College of
obstetricians and Gynecologists 2OO7 and 2009). In
one series the risk of death of mother from
Caesarean section was fpund to be 26 times greater
than with vaginal dglivery2 .

Caesarean section should be discouraged as it does
represent major operation with documented risksl .

Even it carries death of the mother. Therefore after
assessment of risk and benefit, a judicious decision
has to be taken for selection of the cases.

Materials and Methods

This is an observational cross sectional study was
carried out in the department of Obstetrics and
Gynecology, Upazilla Health Complex Beanibazar,
Sylhet for a period of six month starting from
October, 20tl to March, 20L2. A. total of 100
pregnant women was included in this study, who
were delivered their child by caesarean section. All
the term pregnant women underwent caesarean
section due to elective and emergency indications
was included in the study. Caesarean sections done
due to failed forceps and failed ventouse, rupture
uterus and all medical disorders assocaited with
pregnancy,were excluded in this study on the day of
prefixed visit. Sampling method was non probability
convenience sampling . Data were collected in a pre-
designed form. All data were analyzed by using

computer based SPSS (version 16.0) programme.
Statistical analysis was pe.rformed, categorical
variables were presented in the form of frequency
and percentage and analysis of association was made
using chi-square test k) "{ 

significance. Quantitative
data were presented in the form of mean and
standard deviation. Comparison of means made by
using student's t-test, a p-vaiue less ( 0.05 were
considered statistically significant.

Results

Total number of pregnant patients admitted during
this period was 980. Among these cases, number of
cases delivered by LUCS was 294. So the ra.'r- oI
caesarean section in upazilla health complex,
Beanibazar during October, t1 to March,12 was

30.04Yo. Regarding the types of caesarean section it
was observed that more than three fourth (76.0'h) of
the patients underwent emergency caesarean section
and24 Q4.0'/r) patients underwent elective caesarean

section.
Majority of the patients was found in the age group
of ZO-IO years and <25 years in Group I and Group
II respectively, which was 34(44.7%) in Group I and

I2(50.0"/o) patients in Group II. The mearl age was

found 26.87!4.27 years in Group I and 26.5814.18

years in Group IL Majority of the education status
was found in primary level in two groups, which was

37(48.7oA in Group I and L8(75.0o/") in.Group II,
followed by secondary level was {ound 22Q8.91) and
3(12.5'/0) in Group I and Group II respectively.
Regular antenaral checkup received 27(35.5'/") in
Group I and 4(1.6.7olo) in Group II. Almosr two rhird
50(65.8"/") and 2t(87.5o,A . parienrs completed
immunization in Group I and Group II respectively.

Table I: Proportion of per-operative complications
(n= 100).
Per-operative
complications

Group I Group II P yalue
(n=76) {n=24)

nVo
Complication
No complication

7

69
9.2 3 t2.s
;or it ;;.; 0 446n'

The per-operative complication of the study patients,
it was found that,7(9.2/) in Group I and 3(12.0%) in
Group IL The difference was found not statistically
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significant (P > 0.05) between two groups in chi
square test. . Per-operative bleeding was found in 3

cases, Hypotension in 3 cases and Haematoma over
broad ligament in 1 case in group I. In group II
Hypotension was in 1 case, difficulty in operation
due to adhesion of bladder in 1 case and Cardiac
arrest in 1 case. It was found that, L2(L5.8%) in
Group I and 1(4.2/.) in Group II had the post-
operative complication. tWound infection more
frequent in both groups but the difference were not
statisticaliy significant (P> 0.05) between two groups
in chi square test.

Table II: Distribution of per-operative
complications associated with nature of operation.

Per-operative complications

Group Group
III

(n=76) (r=2a)

ixcessive per-operative bleeding (3)

Hypotensron (4)

Difficultv in operation due to adhesion
of biadder (1)

Cardiac arrest (1)

l-Iaemaloma over broad ligament (1)

0

1

1

0

Fig l: Bar diagram shows post operative
complications of the study patients.

Table Ill: Distribution of the study patients
according to Postoperative complication (n = 100).

Postoperative Group I Group II P value
complications (n=76) (n=24)

lVound infection

PPH

UTI
Sub involution of
utefus

Abdominal distension

Peurperal sepsis

Breast congestion

Lactational failure

Spinal headache

Peurperal p ,rexia

RTI

5.3 1 4.2 0.654"

5.3 0 0.c c.251"

1.3 0 0.0 3.572*
1.3 C 0.C C.572"'

4

4

1

t

1,.3

1.3

1.3

t..t

1.1

r.)
i.3

n (7?n'U U.U

I (7)n'
i.'/ U.\r

'r O.O C"572"'

r 4.2 C.38,1"

1 4.2 C.JB,+"

c 0.0 ,.572"
,a :7 tn\c 0.0 u.r/ :

30
3t
U1

ns: not significant
Pvalue reached from chi square test

Discussion

In modern obstetrics, caesarean section is a major
surgical procedure for delivery and there is low rate
of maternal morbidity and mortality due to
improved surgical technique and modern anaesthetic

skill, in this study, in Upazilla Health Complex
incide'nce of C/S is about 3O.O4o/o, malority of the
patients belonged to 3'd decade, received regular
antenatal checkup more rhan one third (35.5olo) in
emergency caesarean section and 16.7o/o in elective
caesarean section.
Universally, both emergency and elective Caesarean

delivery rate continues to increase. However, elective
Caesarean section (CS) is associated with less risk of
adverse outcome compared to emergency procedure.
Das et a1., (2010) determine the indications and
outcome of elective CS at their facilities
(Bangabandhu Sheikh Mujib Medical University) in
an atternpt to reduce maternal and {oetal morbidity
and mortality associated with emergency CS. Major
post CS:complication was haemorrhage Q+.Oot), and
other complications ranged from 0.5 to 3.7o/o.a

tr Complication

@ No complication

Post Operative Complications
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Regarding the types of caesarean section it was
observed in this presenr study that 76 (76.00/0) of the
patients underwent emergency caesarean section and
24 Q4.0"/") of the parients underwenr elective
caesarean section, which were considered as group I
and group II respectively. The decision to do a

caesarean section would be taken only when a safe

vaginal delivery is no longer possible. Elective
caesarean performed indiscriminately or as an easy
way out for an obstetric or ron obstetric indication
not only adds to the rising caesarean section rates but
also contributes to unnecessary morbidity besides

being a hazard to the future of the women's
reproductive capability.
In this current study it was observed that the
mean(tSD) age was 26.87!4.27 years in Group I and
26.58t4.18 years in Group II and Majority of the
patients was found in the age group of 26-30 years
and < 25 years in Group I and Group II respectively,
which was 34(44.7o/o) in Group I and l2(50.0o{
patients in Group II. Elvedi-Gasparovic et al. (2006)

showed the mean age was 29.2t+6.15 years and
31.89 t 5.05 years in group I and group II
respectively. s Similarly MCMahon (1996) and
Lydon-Rochelle (2000 showed 25 -29 years
predominant age group in their study, where the
authors obtained 32.4Yo and 41.7o/o respectively.6
Naidoo and Moodley (2009) have showed the mean
age was 31 years with range from 20-45 years in
elective CS, 30 years with range from 79-43 years in
emergency CS and 28 years with range from 24-36
years in urgent CS, which is comparable with the
current study.'

In this series it was observed that 9.2o/o and L2.00/o

emergency caesarean and elective operation
respectively developed per-operative complication. In
this study it was observed that excessive per-
operative bleeding was found in 3 cases,

Hypotension in 3 cases and Haematoma over broad
ligament in 1 case in group I. In group II
Hypotension was in 1 case, difficulty in opening the
abdomen due to adhesion in 1 case and Cardiac arrest
in 1 case.

Regarding the postoperative complications it was

observed that wound infection more frequent in

both groups but the difference were not statistically
significant (P > 0.05) between rwo groups. Other
complications such as PPH, UTI, breast congestion,
spinal headache, sub involution of uterus, RTi and
peurperal sepsis. Caesarean section is a major
abdominal operation and as such predisposed to
some injuries, which usually do not occur in vaginal
deliveries. Almost similar postoperative
complications after the caesarean secrion obtained by
Curran (2005), Figueroa, Garry and Mackenzie
(2003). 8s

In post-operative complications of the study patients,
it was found that, 15.8o/o in emergency caesarean

section and 4.2o/o in elective operation developed
post-operative complications, which was higher in
emergency caesarean section but not significant
(p > 0.0s).

In conclusion, in the present series it was observed
that 9.2o/o emergencies and L2.0o/o elective caesarearl

section developed per operative complication.
Regarding the postoperative complications although
wound infection is more frequent in both groups,
there were some other life threatening complications
such as PPH and puerperal sepsis.

In the last few decades the caesarean section rate are
increasing and caesarean birth now accounts for
more than 40olo birth in some obstetric unit. Now
both the professional and public are concerned as an
C/S is alarmingly high. Now it is time to take
measures to lower the rate providing the option for
vaginal child birth as the safest option for mothers
and babies.

.As this is a small study conducted over a period of
only 6 months it may not reflect the real picture of
the whole country. A large scale nation-wide study
needs to be conducted to reach to a definitive
conclusion.
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Abstract

This was a cross sectional and observational study,
conducted in the Department of Microbiology,
Sylhet MAG Osmani Medical College, Sylhet in
collaboration with Department of Obstetrics and
Gynaecology; and Paediatrics in- patients & out_
patient Department of this hospital during the
period from July 2010 to June 2Ol1 with a view to
explore the Varicella-Zoster virus (VZV) immune
status in pregnant mother and neonates up to six
months post birth. For this purpose, 60 pregnant
women, 60 new born babies and 50 infants aged
six months were selected. After selection 5ml of
venous blood from pregnant mothers, 3ml of cord
blood from newborn babies and 5 ml venous
blood from infant aged six months.
Immunoglobulin G antibodies to yZy in the sera
were measured with a commercially available
enzyme-linked immunosorbent assay (ELISA) test
(YZY IgG; Human, Germany).
The mean age of the pregnant woman was 2g.g
(SD t 4.7) years. The sex of new born babies and
children aged six monrhs was identical{29 (aS3,h)
male vs 31 (51.7%) male; p=9.7151. There werc 49
(81.7%) pregnant morhers, 47 (7g.3o/o) new born
babies and e (tO.O%) infants aged six monrhs were
seropositive to YZY IgG. The seropositivity of
pregnant mothers and new born babies were

g!3ost similar (p=O.e+S); but the seropositivity to
YZY in infant aged six months were iignificantly
lower than that of pregnant motherJ and new
born baby (p < O.OOI each).
In conclusion, a significant proportion of the
Bangladeshi pregnant mother is susceptible to
varicella and infant aged six months is highly
susceptible to varicella.

IoMTAJ 2012;11(2))

Introduction

Varicella is a very contagious and vaccine preventable
disease, occurring mostly during childhood, as a
consequence of primary infection of varicella zoster
virus (VZV). Although it usually presenrs a benign
course, it may cause complications, especially in high
risk individuals. Higher morbidit y and mortaliiy
occurs among adults. The risk of complications may
be increased in pregnant women and neonates.,,,
\fhen mothers have experienced varicella or received
YZY vaccinarion, infants are considered protected
during the 6rst months of life by passive tiansfer of
maternal anti-YZY antibodies.3 The antibody titer in
the newborn has been shown to be proportional to
the level in the mother.a However, passive immunity
declines rapidiy, and the exact duration and extent of
protection remain uncertain. In other countries,
some studies have shown that maternal antibodies
were no ionger detectable at 6 months,s or even as
eariy as 4 months.6
In 1995, the United States of America introduced the
YZY vaccine ro their National Immunizarion
Program which was followed by several other
countries in the western world. The epidemiology of
YZV infection in these counrries had changed
drastically with the introduction of the vaccine. The
incidence of varicella fell by 9Oo/o, mortality from5.

a

3.

Senior Lecturer, Dept.of Microbiology Sylhet
Women's Medical College,sylhet
Professor of Microbiology, Sylhet MAG Osmani
Medical College, Sylhet
Senior Lecturer, Dept.of Microbiology Sylhet Women's
Medical College,Sylhet
Resident Surgeon, Dept.of Otolaryngology, Sylhet
MAG Osmani Medical College Hospitial, Sylhet
HMO, Dept. of Paediarrics, Comilla Medical College.
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varicella declined by 66o/o, and rates of
hosritalization for varicella decreased by 8Oo/o after
in:rodr-rction and routine use of the vaccine. In most
oi :he countries in the South Asian region, the VZV
i'iccine is nor included in the National
In.rmunization Programs at present. At present, the
immunity to the disease is acquired by contracting
:re natural infection in a iarge proportion of the
:ooulation.T-e
Ser-o1ogica1 tests lor VZV-IgG antibody are the
rn..iinstay of detecting susceptible persons,l0 but
seropositivity of YZY-IgG antibody may vary from
one country to another.ll'14
To date published data in Bangladesh on
seroprevalence rare oi YZY antibody in pregnant
\1-omen, nerv born babies and children at six months
is not available. So this study v'as designed to explore
:re VZ\r immune starus in pregnant mother and
re onates up to six months posr birth.

Material and Methods

This cross sectionai and observarional study was
conducteci in the Departmeni of Microbiology,
Sr thet MAG Osmani Medicai College, Sylhet in
collaboration with Department of Obstetrics and
Gr-naecolog-y; and Department of Paediatrics of this
hospital during the period from July 2010 to June
ll1 1 in objective to explore the Varicelia-Zoster
vir,.rs (VZV) immune srarus in pregnant mothers.
neo::rtes and children of six months age. Pregnant
\1-omen of gestational age at least 37 weeks; newborn
babies of same mother born and at least 2500gm
birth rveight; Infants aged six months were included
in this study. Pregnant women born in abroad,
previous immunization against Y artcella-Zoster virus
(\'ZV), transfusion of blood products during 6

months preceding serum collection, suspected
varicella infection or presence of exanrhem of
r.rnknov'n etiology at time of serum collection were
erciuded from the study.
A pre-designed study protocol was approved by the
institutional ethical committee of Sylhet M.A.G
Osmani Medical College, Sylhet before
commencement of the study and informed written
consent was taken from each of the participant
belore taking any interview.

After selection 5ml of venous blood from pregnant
mothers, 3ml of cord blood from newborn babies
and 5 ml venous blood from infant aged six monrhs
was collected. After collection,blood sample was
processed immediately at room temperature by
centrifugation at 2000 rpm for 10 min and were
taken in aphendrop tube with proper labeling. Serum
was separated and was stored at -2Oc degree until
further analysis. Immunoglobulin G antibodies to
YZY in sera were measured with a commercially
available enzyme-linked immunosorbent assay

(ELISA) test $/ZV IgG; Human, Germany) in the
Department of Microbiology, Sylhet MAG Osmani
Medical College, Sylhet.
Data were anilyzed with the help of SPSS (Statistical
Package for Social Sciences) Version 16.0.

Quantitative data were presented as mean and
standard deviation; and comparison was done
between the groups by "2" test or ANOVA.
Qualitative data were analyzed by frequency and
percentage, and comparison was performed by chi
square (U) tesl and regression analysis. A proba-biiity
value- h) of < 0.05 was considered statistically
significant.

Results

Age distribution of the pregnant women:
The age of the pregnant women ranged from 20 to 36
years with the mean age of 28.8 (SDta.7) years.
Figure-l showed the distribution of the age group of
the pregnant women. Maximum pregnant women
[21(35.0%)] were in the age between 25 to 29 years,
foliowed by 19 (3t.7,/) pregnanr women were in the
age between 30 to 34 years; 1i (18.3ol") p..gr"ni
women were in the age between 20 to 24 years and 9
(15.070) were 35 years or above.

Figure-l Distribution of the pregnant women based
on age group (n=60)
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Distribution of VZV IgG level among different
groups:
The VZV IgG level in pregnant women ranged from
0.15 to 2.3 IU/ml with the mean of 1.0 (SDt 0.6)

IUlml. The YZY IgG level in new born babies
ranged from 0.16 to 2.7 IUlmi with the mean of 1.3

(SDt 0.7) IUlml. The VZV IgG level in infants at 6
months age ranged -from0.t2 to 1.63 IU/ml with the
mean of 0.4 (SDt 0.a) IUlml. The overall YZY IgG
level was differed statistically significant among the
groups (p < 0.001). The VZY IgG level was
significantly more in new born babies than that of
pregnant women (p:0.013). The VZV IgG level was
significantly lower in infants aged six months than
that of pregnant women (p<0.001).and that of new
born babies (p < 0.001). Table-II showed the
distribution of. YZY ISG level among different
groups.

Table-I Distribution of YZY IgG level among
different

'TANOVA test was done to analyse the data.

Distribution of seropositivity of YZY in pregnant
mother and new born babies
Distribution of seropositivity YZy in pregnant
mother and new born babies was shown in table-Ill.
Forty nine (81.7o/o) pregnant mothers and 47 V8.3'/.)
new born babies were seropositive for VZV. The
seropositivity of both groups were almost similar
(p:0.648).

Table-II Distribution
t mother and

of seropositivity YZY in
ew born babies

'tChi-Square test was done to analyse the data.
Figure in the parenthesis indicates corresponding

Percentage.
Distribution of seropositivity of. YZY IgG in
pregnant mother and infant aged six months:
Distribution of seropositivity YZY IgG in pregnant
mother and infant aged six months was shown in
table-IV. Forty nine (8L.7Yo) pregnant mothers and 6
(10.0"/r) infant aged si* ''.,.n.t-hs were seropositive for
VZV IgG. The serop,.",sitivity against YZY i infants
aged six months were significantly lower than that of
pregnant mother h < 0.001)

'r-Chi-Square test was done to analyse the data.
Figure in the parenthesis indicates corresponding
percentage.

Table-IV: Distribution of seropositivity against
YZY in new born babies and infants aged six
months

Forty seven (78.3olo) new born babies and six (10.07")

infants aged six months were seropositive against

YZY. The seropositivity against YZY in infants aged

ant mother and ne\v born
Seropositivity Pregnant

Vomen
(n = 60)

New
born

Babies
(n = 60)

,,.p

value

Seropositive 49 $1,.7\ 47 (78.3) 0.648

Seronegative 11 (18.3) 13 (21.7)

Total 60 (100.0) 60 (100.0)

llleren
Distribution VZV IeG (iulml) ,l-p

valuePregnant
women

(A)
(n = 50)

New
born
babies

(B)
(n = 60)

Infants
aged
Six

months
(c)

(n = 60)

Mean 1.0 1.3 0.4 AvsB
0.013

AvsC
< 0.001

BvsC
< 0.001

Over
all

< 0.001

Standard
deviation

r 0.6 i 0.7 r 0.4

Range 0.15 to
2.3

0.16 to
2.7

0.12 to
1.63

Table-III Distribution of seropositivity YZY lgG
rn pregnant m,other and in an slx nonths
Seropositivity Pregnant

women
(n = 50)

Infant aged
six months

(n = 50)

'l'p value

Seropositive 49 (81,.7\ 5 (10.0) < 0.001

Seronesative 11 (18.3) 54 (e0.0)

Total 60 (100.0) 50 (1oo.o)

Seropositivity New born
Babies
'n=60)

.nfants aged
;ix months
n=60)

rp value

ieropositive +7 (78.3\ (10.0) < 0.001

Seroneqetive r.1(18.3) i4(eo.o)

Iotal io (1oo.o) r0 (100.0)
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six months v/ere significantly lower than thar of new
born babies (p < 0.001).

Distribution of seropositivity of infants aged six
months against YZY according to sex:

Three (9.7"/") male and 3 (10.3'/") female infants aged

six months were seropositive against VZV. The
seropositivity against YZY of. both groups were
almost similar (p:1.000). Distribrition of
seropositivity of infants aged six months against
YZY according to sex was shown in table-4.10.

Table-V : Distribution of seropositivity of infants

': Fisher' Exact test was dolrr: ;c ;aalyse the data.
Figure in the parenthesis indicates corresponding
percentage

Validity of previous history of chickenpox and
seropositivity:
In rhrs study, sensitivity anC specificity of previous

historl, of chrckenpox and seropositivity $,as 87.8Vo

;rnd 81"8% respectively. Positive and negative
predictive values were 95.6o/t, and 60.0o/o respectively.
Thrs indicated that 95.60/o o{ cases had seropositive
u,ho had previous history of chickenpox and 60.0%
of cases had seronegative rvho had previous no
historv of chickenpox.

Table-VI Cross tabulation of previous history of
hickenpox and

Sensitivity: 87 .8Yo

Specificity:81.8o/o

Positive predictive value (PPV) .: 95.60/o

Negative predictive value (I\PV) : 60.0o/o

Figure-2 showed the distribution of pregnant
women by previous history of chickenpox. Previous
history of chickenpox was present tn 45 (75.0oh) and
absent in 15 Q5.0"/) pregnant women.

Discussion

In this study the age of the pregnant women ranged
from 20 to 36 years with the mean age of Zg.g (SD t
4.7) years. This result was almost similar to the study
of Talukder et al.'3 that mean age of the Bangladesh-
born pregnant women was 26 (SD + 5) years.
Maximum pregnant women 121,(35.0o/o)l were in the
age between 25 r.o 29 years, followed 6y 19 QI.7o/)
pregnant women were in the age between 30 to 34

years; 11 (18.3"/") pregnant women were in the age

between 20 to 24 years and 9 (15.0o/o) were 35 years
or above.

The current study showed that 29 (48.3o/o) were male
and 31 (51.7"/0) were femaie among rhe new born
babies whereas 3t (51.70/") were male and 29 (48.30/")

were female among the infants aged six months.
There was no significant difference between the
groups in relation to gender b:0J15); suggesting
the gender of new born babies and infants aged six
months were well matched.
TheYZY IgG level in pregnant women in this study
ranged from 0.15 to 2.3 with the mean of 1.0 (SD t
0.6). The YZY IgG level in new born babies ranged
from 0.16 to 2J with the mean of 1.3 (SD t 0.7).
The rlZV IgG level in infants at six months age was

Figure-2 Distribution o{ pregnant women by
previous history of chickenpox.

six months against VZV accordi to sex
Seropositivity Male

(n=31)
Female
(n=29\

':-p value

Seropositive 3 (e.7\ 3 (10.3) 1.000

Seronegative 28 (e0.3) .lr, iS9.7)

c x itivi
Previous
history of
chickenpox

Seropositivity Total

Positive Negative

Positive 43 2 45

Negative 6 9 15

Total 49 ll 60
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between 0.12 to 1.63 with the mean o{ 0.4 (SD t
0.a). The overall YZY IgG level among pregnanr
women) new born and infant .w.as statistically
significant (p<0.000. The VZV IgG level was
significantly higher in new born babies than that of
pregnant women (p:0.013). TheYZY IgG level was
significantly lower in infants aged six monrhs rhan
that of pregnanr women (p<O.OO1) and that of new
born babies (p < 0.001). In this regards Pinquier et al.6
found a rapid decline in the level of arfii-vzV
maternal antibodies during rhe first few months of
life, with a substantial decrease even between the
birth to one month and one to two month groups.
The percentage of infants with anti-VZY antibody
titers above the threshold considered to be protective
decreased drastically, from 83o/o between birth and 3
months to to/o between 6 and 9 months, and after 4
months, most infants seemed no longer to be
protected by maternal afii-VZY antibodies.
In this study 49 (8l.7o$ pregnant mothers and 47
(78.3'/") new born babies were seropositive for VZV.
The seropositivity of both groups were almost
similar (p:0.648). This result was consistent with the
study of Saha et a1.,13 QOO2) that 83.0olo (62/75) ot
neonates were seropositive among their series of
Bangladeshi neona:tes. Sharifi and Ghanjin,15 found in
an Iranian , study that the seropositivity rate of.
females of reproductive age was 80.9olo in 15-39 years
group; which was in agreemenr with the presenr
study. Bur,seroepidemiological studies carried out in
pregnant women in other developed countries
demonstrated higher seroposirivity as opposed to rhe
present study (Karunajeewa er al.1,16-1e Dayan et al.1
studied the prevalence of antibodies in 2807 women
aged t5-49 years attending public health-care semings
in four cities in Argentina (Buenos Aires, Salta,
Mendoza and Rosario) and in one rural area.

The overall seroprevalence of varicella-zoster
antibodies was 98.5% (95o/o CI 98.0-98.9) ranging
trom 97.2o/o in central Buenos Aires to 99.3o/o in
southern Buenos Aires and Salta. Alanen er al.,
(2005)18 studied the prevalence of antibodies in
Finland, obtaining a prevalence o{ 95o/o. Karunajeewa
et a1.6 studied the prevalence of antibodies in 308
'women attending an anrenatal clinic at a Melbourne
obstetric hospital and found.a prevalence o{ g4o/o.

Plans et al.1' found the prevalence of varicella-zoster
antibodies in pregnant women in Catalonia (Spain)
was 96.1o/o. Seroepidemiologicai studies carried out in
pregnant women of undeveloped tropical countries
have observed a lower prevalence of varicella-zoster
antibodies than those in developed countries. A
seroepidemiological study carried our in 7g8O
pregnant women from various regions of the world
found a prevaience of antibodies of 93.1% in women
born in \Testern European countries and 80.3olo in
women born in Asia and Africa (p < O.OO0 (Knowles
et a1..17 A polish study conducred on blood samples
collected over nine years period found overall
seroprevalence estimare, adjusted for sampling design
for the age group 1-19 was 76.6Yo (95olo CI: 74.60/0-

78.7o/o). Here seroprevalence correlated closely with
age (p<0.0000 and reached 95o/o and 98olo among 18
and L9 year 

^ge 
groups respectively.These results

could be explained by a lower varicella-zoster
transmission among children and adults in tropical
countries.2c2l Given the poor socioeconomic
condition contributing malnutrition, overcrowding,
poor personal hygiene, iow literacy rate and
rudementary or overburdened public health care
facilities-the reason behind lower VZV transmission
among children in developing counrries remained
unexplained.

In the presenr study 47 (78.3o/o) new born babies and
6 (10.07") infants aged six monrhs were seropositive
ta YZY. The seropositivity against YZY in infants
aged six monrhs were signifi cantly lower than that of
new born babies h<0.000. This resu.it was similar
to the study of Saha et a1.,13. that there was a sharp
decline in antibody positivity in infants beyond the
neonatal period, reaching as low as l9o/o in those aged
7-12 months (10/52).

In this study, sensitivity and specificity of previous
history of chickenpox and seropositiviry was 87.Byo
and 81.8o/o respecrively. Positive and negarive
predictive values were95.60/o and 60.00lo respectively.
This indicates thar 95.60/0 of cases have seropositive
who had previous history of chickenpo, 

"rJ 50.0o/o

of cases have seronegative who had previous no
history of chickenpox. This resuh was correlated
with the study of Dashraath er a1.,25 that the
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sensitivity, specificitlr, 
' 

positive and negative
predictive values of a seJf=reported history of varicella
for serologically confirmed immunity were 87.2o/o,

83 .2o/o, 94.3o/o and 67 .lo/o respectively.
In conclusion, a significant proportion of the
Bangladeshi pregnant mother is susqeprible ro
varicella and infant aged six months is highly
susceptible to varicella. Further baseline serosurvey
will be required encompassing different geographical
regions of the country for formulating a vaccination
strategy against VZV which is scientifically sound
and economically viable. Due to curious nature of
lower transmission rate of YZY during early
childhood in tropical countries our children remain
vulnerable to increased YZY related complications
when contracted the same in later life. Ary
vaccination strategy must have to take into account
this epidemiological variability of our country.
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positive cases with Dukes stages to see their
correlation. The tests were found significant. The
preoperative combined assessment of serum CEA
and CA19-9 levels can predict the Dukes stages of
the colorectal carcinoma before operation.

IoMTAJ 2012; tt(2))

Introduction

Cancer is a erm, which is closeiy related to disability
and death. Colorectal carcinoma is as common as

prostate cancer, breast cancer and lung cancer.

Colorectal cancer is the third common cancer (after

lung and breast) in the UK with > 35,000 new cases

diagnosed each yeart .In the United States, it is by far
the most common and most curable carcinoma of
the gastrointestinal ttact.2. There are afi estimated

148,300 new cases per ye^r and about 55,500 deaths,

accounting for 10o/o of all cancer related deaths in the
United Statesr. According to the annual report (2005)

of National Institute of Cancer Research and

Flospital, Dhaka that the totai prevalence of G.I.T.
cancers were 14.7o/o and colon carcinoma patients

were 66 (1.2"/o) and rectal carcinoma patients were 98

(1.8o/o). Total7L (L.3to/.) cancer patients were from
Sylhet divisiona. In general, cancer of the large bowel
is a disease of old age, more than 80o/o of cases arising

in those aged above 60 years2.

The staging systems, whether one uses the original
scheme proposed by Dukes or any of the
modifications that have been subsequently
advance#" Dukes staging system is based on the
examination of the resection specimen, and on the
depth of the tumour extension through the wail of
the bowel and the presence or absence of lymph
node involvement. This system is used to determine

Correlation of preoperative combined serum CEA and CA 1,9-9 levels

with Dukes stages in the colorectal carcinoma.
M.A.S. Ansaril , Amiad Hossain Khan2, Nazrul Islam Bhuiyanr, Sabbir hossaina

Shafiqul haque chowdhurys Shamim Akhter Mimi 6

Abstract

The present study was carried out with an aim to
evaluate the correlation of preoperative combined
serum CEA and CA19-9 level with Dukes stages

in colorectal carcinoma. Comparative Cross
Sectional Study was done during the period of
July, 2009 to June, 2010 in the Department of
Pathology, SOMCH.Total 4l patients were
selected from the indoor of surgery department
in SOMCH & JRRMC on the basis of fulfilling
inclusion and exclusion criteria. For staging
purpose post surgical specimens were collected
from the same study subiect. Among the total 41

cases of colorectal carcinoma, 9 cases were staged

as Dukes stage -A, 13 cases were stage-B, 18 cases

were stage-C, and 1 cases were stage-D. The
highest numbers were found as Dukes stage-C. In
the case of CEA (cut off value 5 nglml), the
lowest level was found 1.49 ng/ml and highest
level was found 230 ng/ml. The mean (tSD) was

i9.03 (t:1). In the case of serum CA 19-g

values(cut off value 37 u/ml), the lowest level was

found 72.45 u/ml and highest level was found 310

u/ml. The mean (tSOl was 64.45 (tZO1. phi
coefficient correlation test was done for the CEA,
CA 19-9 mean levels and for the CEA, CA 19-9
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Correlation of preoperative combined serum CEA and CA l9-9 levels with Dukes stages in [he. colorectal carcinoma.

prognosis and the necessity for postoperative
chemotherapy'u. Vith the bless of modern sciences,
we use tumour markers for the staging correlation.
Among them CEA and CA l9-9 are used for
cclorectal carcinoma. Important things that both
serum CEA and CA 19-9 levels study in colorectal
carcinoma gives more information than singie one.
Both pretreatment combined CEA and CA t9-9
levels ,lre closeiy related to different Duke's stages

which can heip in treatment plan'

Materials *nd Methods

This .r.as a Siinple {lross secrional Comparative
study carried out ir: tirt di1,.r,.rtr::.r:nt of surgery of

period from
as the study

population. F,rri".';:l

history, physir::ti ri;i i.i;;r.:*i.ror.

inciusion andinciusion and rx:iu:;,,.,,i cr-ii,-'rli. -ner
explanation oJ. ltic Fror,:'ii*res t{} the p(!a,^-!,

SOMCH andJffiTr{C-dpf&g the srydy

July,2009 qo, Jq qc, j _!.iQ'., Lri ere lnql,qded

p value , >0,05,w,4s considered as non-significant.
Prior to thq commencement to the study, the
research protocol was approved by the "Ethical
Clearance Committee" of Sylher M A G Osmani
Medical College.

Results

The age range of 4l patients was Ll to 70 years. Mean
(tSD) age of the patients was 53.09 (+ 11.39) years.
The maximum number, L3 (31.7'/") cases were
belonged to the age group of 61 to 70 years. In this
study both male and female patients were included. It
was found thar 27 (65.9'/.) were male and L4 (34.1"/0)
'were female. 'S7e found the maximum study
population were fall into lower class(51.2olo). CEA
positive (cut off value 5 nglml) cases ranking the
highest in well differentiated adenocarcinomas
followed by moderately differentiated and least in
case of poorly differentiated adenocarcinomas. CA
19-9 positive (cut off value 37 U/rrn) cases ranking
the highest in well differentiated adenocarcinomas
followed by moderately differentiated and least in
case of poorly differentiated adenocarcinomas.
Among the total 41 cases of colorectal carcinoma, 9

cases were staged as Dukes stage -A, 13 cases were
stage-B, L8 cases were stage-C, and 1 cases were stage-

D. The highest numbers were found as Dukes stage-

C.

Fig. 1: Bar chart showing correlation of CEA
means with Dukes stages

''-'i or the basis of
,r;tling the

^ner

information #"1. .gblAll*d by' br,ref, history with
particular referpncq, ?rxt' surgical ' specimen was
collected from the sarr-Ie sludy p atieg-r.,iXhe specimens
were examined in the departme;:r of pathology M.
A. G Osmani Medical College,.Sylhet.with particular
emphasis on diameter, size, colour, consistency and
depth of the tumour in the bowel,yla!.1. Tumor mass

was examined with particular emphasis on size,
shape, number, consistency, presence or absence of
hemorrhage & necrosis. All the specimens are
carefully search for lymph nodes, if present then
number, consistency and morphological features
were noted. The estimation of serum CA19-9 and
CEA test was done by ELISA method in the
immunological Laboratory of the department of
Microbiology, Sylhet M A G Osmani Medical
College, Sylhet. The serum was preserved in micro-
centrifuged tube at -200 C for analysis. Data's were
analyzed by *y personal computer with the help of
SPSS software version 17.0. Quantitative data was
analyzed by mean and standard deviation
(SD).Qualitative data was summarized by ratio and

percentage. Correlation between Dukes stages of
colorectal carcinoma and levels of serum CEA and
CA l9-9 were done by phi coefficient correlation
test. P value ( 0.05 was considered as significant and

@

1
IJJ-
L!
o

DUKES STAGE

The OMTAJ Volume 11 Number 2: luly 2Ol2



Corelation o1'preopcratrvc combined serum CEA and CA l9-9 levels with Dukes stages in the colorectal carcinoma. 93

o
z,
U.
?o

o

Fig 2 : Bar chart showing correlation of CA 19-9

Table I: Combined Mean of CEA (nglml) and
CA l9-9 (U/ml) according to Dukes stages

Table II: Correlation of CEA positive cases with
Dukes

Table III: Correlation of CA 19-9 positive cases
with Dukes sta

phi coefficient
CEA, CA 19-9

correlation rest was done for the

9 positive cases with Dukes stages ro see their
correlation. The 'p' values were 0.001 and 0.002
respectively for CEA. For CA 19-9 'p'values were
0.000 and 0.005 respectively in which both were
< 0.05. The tesrs were found significant.

Discussion

The present study was carried out with an aim to
evaluate the correlation of preoperative combined
serum CEA and C{lg-g leveL n.ilh Dukes stages in
colorectal carcinoma
In this study, the at'e ','1.,* ;;[ 1i patients is 11 to Z0
years. Mean (t Si"t\ ;.,,:,r r.: iXr* patients is 53.09
(t 11.39) years T'i.:.r ',i;rriiiiir.:r-.: 11,rrnber, l-1 (3L.7o/o)

cases in this str.rc",.:1.i'e i:,;,'ir.:':::r",1 1,, rhe age gr<iup of
6l to 70 ye:rr:, .:'l'iri: iq .i'-, I 1. "-'.' :iir: ..;uCies .ir-,ne by
otherss'11.

On hist.'' .:.rin.,.r rr:r:, ii e1.7oro1 cases are
dj^, .-;lrr-,c*rril:ir:rlla ;iiiii ,.,riy 3 {2.3o,.,o) cases

artr rrluclnous li,l.-..rtte,'cir:r:ina. tlf ihe grading, 2l
(5L.2%) are vrell :iiiicrer:r iareil; 1 1 (26.8o/o) are
moderately differentiatecl and , t12.C,,,t") cases are
poorly differenLi:rie,l carcin+:ra r,"hich is similar to
other authors8'i1'11.

In this study, CEA posirive (cut off value 5 nglml)
cases rankinq rhe highest (29.3"/") in weli
differentiatecl carcinornas followed by moderately
differentiated and least in case of poorly
differentiated carcinomas. CA 19-9 positive (cut off
value 37 u/ml) cases ranking the highest (36.6oh) in
well differentiated carcinomas followed by
moderately differentiated and least in case of poorly
differentiated carcinomas. These findingi are
correlated vrell with other studies 12'1.'

Among the total 41. cases of colorectal carcinoma, 9
cases are stage A, 1.3 cases are stage B, 18 cases are
stage C, and 1 case is stage D which are 22.0o/o,
3L7o/o, 43,9o/o and 2.4o/o respecrively of the toral cases.
The highest numbers are found as Dukes stage C
(43.9"/r) lesion which is same to rhe studies done by
others 3'11-12,

The mean CEA levels are found according to rhe
Dukes staging as follows: 3.72 ng/mlin stage A, g.30

ng/ml in stage B, 30.45 ng/ml in stage C and 2g.90
ng/ml in stage D. The mean CA 19-g levels are found
accorcting to the Dukes staging as follows: 44.04

DUKES STAGE

Dukes stages No

Mean and Std.Deviation of
(CEA +CA le-e)
CEA cA19-9

Stase-A 09 3.72(t2.aa) 44.04(1s2,24\
Stage-B 13 830(ta9.75) 61.11.(ts6.a3\
Stage-C 18 30.a5(t a3.81) 66.aa(t75.07)
Stage-D 01 78.ea(t57.9a) 25s.56(t 118.s8)
Total 41 23.76(t41,.70\ 64.4s(t70.06\

Serum CEA
Dukes stage

itage A itase B itage C itage D
No. Yo \o. v \o. /a Vo.

< 5ng/ml 77.8 )J.6 4 't2.2 0

> 5nglm1 't2.2 t6.2 4 7.8 1 100

Iotal 1 00.00 13 00.00 18 100.0c 00.00

u
lerum CA 19,

)
Dukes stage

itaee A itage B Staee C itage D
{o. '/, \o. th No. t/to !,1o. to

<37 r/ml ,7.8 i3.8 5 27.8 0

>J/u/ml 2.2 +o./ 13 72.2

Iotal 00.00 13 100.00 18 100.00 00.00

The OMTAJ
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u/ml in stage A, 6L.ll u/ml in stage 8,66.44 u/ml in
stage C and 255.56 u/ml in stage D These findings
are correlated well with other authorsl2-14.

The present study, the CEA positive (cut off value 5

ng/ml) cases are found as follows: 22.27o in stage A,
46.20/o in stage 8,77.8o/o in stage C and 100o/o in stage

D and the CA 19-9 positive (cut off value 37 u/ml)
cases are found as follows: 22.2o/o in stage A; 46.20/o

in stage B, 72.2o/o in stage C and 100o/o in stage D.
These observations are consistent with the studies

done by othersl2-1a.

In conclusion, in the present study, our observations

are that the both preoperative serum CEA and

CA19-9 levels combined correlates with Dukes
stages and increases with progressive Dukes stages in
colorectal carcinoma. The preoperative combined
assessment of serum CEA and CA19-9 leveis can

predict the Dukes stages of the colorectal carcinoma

before operation. As a result, the clinician can make

a plan of treatment of the patient PreoPeratively and

could be helpful for better mallagement.
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Abstract

Oesophageal cancer - a common malignancy - has
a peculiar geographical distribution and shows
marked differences in incidence within a

particular geographical region. It has an insidious
onset and poor prognosis, affecting
predominantly elder males. In Bangladesh, no
reliable national data regarding socio-economic
profile of patients of this disease are available.
Presently, as there seems little prospect of early
detection of this cancer, an understanding of the
aetiological factors may suggest opportunities for
its primary prevention. In this paper, we have
tried to determine the role of diet and other life-
style related factors in the aetiology of cancer of
oesophagus.A total of tt: confirmed carcinoma of
oesophagus patients were enrolled for the study.
Data were obtained based on a predesigned
questionnaire dealing with the basic patient data,
dietary and smoking habits etc. among the cases.

The data were thoroughly analyzed to define an
association with the development of cancer of
oesophagus.

Patients included 69 males and 44 females in the
age range of 30-95 years. Only 8.85 o/o of the cases

came from rich economic background whereas the
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rest came from middle and low-income groups.
Majority 50.44 o/o were manual labourers,27,43 o/o

were house wives. 94 patients took betel leaves or
nuts, 88 individuals took tobacco and 67 had,
positive smoking history. 82.30 o/o of the case had
different combinations of personal habits.
Majority 72.73 o/o of the cases developed
oesophageal carcinoma 30 years after exposure to
different personal habits.

Poor socio-economic status in addition to heavy
consumption of betel leaves or nuts, tobacco and
smoking are suspected to be the maior risk factors
for the development of oesophageal cancer. There
is a good prospect of primary prevention as early
withdrawal of personal habits reduces risk of
developing the disease.

IOMTAJ 2072;11(2)l

Introduction

Oesophageal carcinoma is the most common
primary catrcer in developing countries rhar occurs
relatively more in males than in femalesl. It affects
predominantly old individuals with highest incidence
between 60 to 70 years 2. More than 85o/o of patients
die within two years of diagnosis making it the sixth
most common cause of cancer-related deaths in the
u,,orldt3l't41. Male female rario in the United States is

3:4.1 while in the highest risk countries
(Belgium, China, Iran, Iceland, India, Japan,
the United Kingdom as well as the region around
the Caspian Sea) it is L:1t51. The most common risk
factors contributing to oesophageal carcinomas are

smoking, alcohol excess) chewing betel nurs or
tobacco, achalasia of the oesophagus, post-cricoid
web plummer Vinson Syndrome), post-caustic
stricture, coeliac disease and tylosis (familial
hyperkeratosis of palms and soles) 6. The disease
presents with progressive dysphagia (initially to

Profile of Patients with Oesoph ageal Carcinoma
Madhusudan Sahal, Siddhartha Paul2, Manoiit Maiumders, Syed Ahmad Moosaa

Shahriar Ahmeds, Abdul Mumith Ruhan6

The OMTAJ 95 Volume ll Number 2:Jrly 2Ol2

OnrcrNAL ARTTcLE
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solid, then..to both solid and liquid) 7. Diagnostic
,x,o1kup incfudeg barium swallow, radiology and
endoscopy with biopsies for histopathologys.
Sulgery, radiotliirapy, chemotherapy, .he*o-
radiotherapy and laser-ablation are the modalities of
treatmente. Despite recent advances in cancer
therapy, oesophageal cancer remains one of the least
treatment-responsive malignancies 10.

In Bangladesh, no reliable national data regarding
socio.economic profile of patients of this disease are
availible. Few published studies found are mainly on
hospital records and with small number of patients
mostly from the central part of rhe counrry. Since,
the prognosis in oesophageal carcinoma is extremely
poor and as there seems to be little prospec for early
detection or treatmert, a better understanding of the.
aetiology/rtsk factors may suggest opportunity for
its primary prevention. \X/ith this idea, we have
conducted a cross-sectional study to identify the risk
factors that may have a role in the development of
this cancer. This study was carried our in the north-
eastern region of Bangladesh, with a larger number
of patients, to assess the socio-economic aspects

contributing to the pathogenesis of the disease.

Aims and objectives:
The study was formulated to identify relationships of
several socio-economic factors including " sex,

profession, economic class, personal habits, etc to the
development of oesophageal carcinoma.

Materials and Methods

It is a cross-sectional study carried out in a private
diagnostic centre in':sylhet from January, 2O!! to
December, 2011. All consecutive patients irrespective
of agp, sex, socio-economic status and religion
diagnosed as oesophageal carcinoma were included in
this study.

The patients pfesenting with dysghagia, upper-
abdominal oi chest.pain, vomiting, anorexia, weight
loss, etc underli,.ent lrpper-GlT endoscopy and histo-
pathological exainination of tissues from suspicious
iesiohs confirmed- the cases to be of oesophageal

carcinoma.

Statistical analvsis:
Table-I: Socio-economic statws of patients witb

Result
hble-Il: Distribution of occupation of the patients

Occupation Number Percentage
Technical \Workers 06.t9 0/o

Manual Vorkers 57 50.44 Yo

Housewives 3l 27.43 7o

Unemployed /
Retired

18 15.94 o/"

Total rt3 100 %

Over the 12 months, upper-GlT endoscopy was
performed or a total of +2g+ parienrs in the
diagnostic centre. Out of them, 113 were diagnosed
as cases of oesophageal carcinoma by histo-
pathological studies following tissue-biopsy. Among
these patients, 69 were males while 44 were females.
Male-female ratio was 1.5:1.

There were no patients below the age of 30 and the
maximum age of the patients was 95 years. However,
majority of the patients were within 50-69 years of
age (+e .SO %). Only 23 patients belonged to the 30-49
years range while the rest of the patients (37,32.75 ah

of total patients) were more than 69 years old. Mean
age was 62.5 yeas.

89.38 % of the sufferers came from the Muslim
community and the remaining 10.62o/o were FIindus.

Enquiries on socio-economic starus revealed that
maximum of the patients came from middle or low-
income groups (57 patients from middle and 46 from
lower socio-economic class). Only 8"85 o/o of the
patients (10 patients) fell into the category of higher
socio-economic group (Iable-I).

oesop h dge dl carcinoma.
Class Number Percentage

Rich sro 10 08.85 o/o

Middle-income
group

57 50.44 o/o

Poor & very poor
group

16 40.71o/o

Total 113 100.00 0/o

The OMTAJ Volume ll Number 2:lttly 2Ol2

-*



Prolilc oi' Patients rvith Oesophageal Carcinoma 91

Out of the 113 patients, only 7 were technical
rvorkers (e.g. Service holders, businessman, teachers,

etc). 50.44 o/o sufferers (57 patients) were manual
labourers (e.g. Farmers, day-labourers, truck and

auto-rickshaw drivers, etc). F{ousewives comprised
27.43 o/o of the patients while 15.94 -Yo were either

unemployed or retired Iable-Il).

Table-lll: PersonaL U Dietatn Histot'v of patients

uitb oes

Habit Number Percentage

Betel leaves or
nuts

94 83.18 %

Tobacco 8B 77.87 Yo

Smokinq 67 59.29 a/o

Alcohol 3 2.65 7o

Smoked food 1 O.BB %

Salted food U
ao/v10

Combined 93 8230 ah

Smoking alone 11rI 9.76 o/o

Tobacco leaves
alone

) 1.12 o/o

Betel leaves and
nuts alone

1 0.88 o/o

Alcohol alone 1 0.88 %

Smoked food
alone

0 0 o/o

Salted food alone 0 C o/o

None I 1.76 7o

Total r13 100 o/o

Personal history shows that 83.18 7o cases took betel

leaves or nuts. 77.87 o/o took tobacco while 59'29 o/o

had smoking habits. Only 2.65 o/o of the patients had

history of alcohol consumption. 93 out of Ltl
patients had multiple habits fiable-trI). This

constitutes 82.30 o/o of the data population. Smohing,

tobacco leaves, betel leaves and nuts or alcohol alone

v/ere responsible in 9.76 o/o, 4.42 o/o,0.88o/o and 0.88o/o

of the patients respectively . 2 o{ the Patients had no

history of taking any substance. No significant

information could be gathered from dietary history.
Only one patient gave history of taking smoked food
whereas the rest of the patients had history of
normal diet.

Malority of the patients (80 pr.tie iits) jeltioped

oesophageal carcinoma afte r cc-rn:inuiiig rheir

personal habits for 30 years or more" 21 patients

deveioped the disease 20-29 years alrer rlie cnset of
the habi.t. Only 9 patients (8.18 o/o of tctal patients)

suffered from the malignancy within 20 ye:rrs of
developing the habit fIable-iV).

TabLe IV: Duration of personai babits trryrt!

deael o es oD h aPea L c drc Ln o?r7d

Duration of
Personal Habits

Number of
patients

Percentagc

Vithin 20 years 9 08.18 o/o

20-29 years 21 D.a9 a/o

30 years or more BO 72.73 0,b

Total 110 100.00 %

Discttssion

Carcinoma cf the oesophagus is rhe rhird leading

cancer in men and fourth ieading cancer in l'omen in
india E'u. Oesophageal cancer is emerging rs a

common cancer in Bangladesh. But there is dearth of
data regarding the proportion of oesophageal

carcinoma among ail maiignancies in general.

incidence of oesophageai cancer is higher in rnales

and risr:; r:.eadily with an advancing agel'2 
r'+ i. 1n rhe

present s'Jrvey, we bbsen,eci a rnale preponderance
-with a male to female ratio of 1.6:1 with'16.900,/o cases

in the age group of S0-Og ;rears fTabie - i, ii]. Severai

risk factors have been studied as possible aetiological
Iactors for the de.reiopment of oesophageal

carcinoma. Only 8.85 % of the cas-s carl1e frorn rich
,'conomic backgrounci 'whereas i.l-it rest c.rrne trctn
middle and low-incorne gr()irp j.

nfle observed fTabie - I, IIj 50.44a/o oi our cases v.rere

manuai workers (farrners, day-iabourers, lruck anil

auto-rickshaw drivers, etc) in coiltrast tc b.l9'li, rvitri

were technicai workers (".g Servi.ce hoiders,

businessman, teachers, etc). The prevalcrce <;f the

.iisease among housevzives is alsc quite cominon
(27.43 "/" of all cases). It seerns rhat ;he rnanual

labourers and housewives may be exposed to a

variety of hazardous chemicals and biological agents

that are known or suspected carcinogens such as

The OMTAJ Volurne 11 Number 2: Jr.rl,v 2C12
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pesticides, solvents and fuels. In addition, taking
betel nuts or leaves is quite popular in our region
particularly among manual labourers. Theie we:re 94

cases with history of taking these,-substances.
Ffowever, betel leaves or nuts alone do not seem to
be a potent risk factor alone [Table - IIi]. Similarly,
other risk factors such as smoking, tobacio or
alcohol alone caused relatively less oesophageal
carcinoma. In fact, 82.30 o/o of the patients had
multiple personal habits. Smoking is an established
risk factor for oesophageal cancer3'13-16 In the present
study, cancer of 'oesophagus was found common in
females as well alihough smoking is not so prevalent
among female population in this region but they are

exposed to passive smoking. They are also exposed to
kitchen smoke and fumes as they use cow-dung,
wood, coal' etc. as fuels for cooking 18. Several

studies ,have shown association of alcohol with
oesophagsal cancer 13'14'16'1e. Our results in this regard
are totally eontradicting as only 3 of our cases had
consumed,alcohol at any time in past [Table - Itr].
Sirriilarly; history of taking smoked food was rare
and we found no case with a history of taking salte-C

food in excess. This is assumedly due'rto thb
traditional, cultural and religious background'ir, ".-"
region.

However, betel leaves or nuts and tobacco appear to
be more important than smoking in producing
oesophageal carcinoma in this part of the country.
Little pre-existing data is available regarding
relationship of oesophageal carcinoma. 'We observed
that 72.73 o/o of the patients had history of
maintaining a personal habit at least for 30 years

[Table - IV]. On the other hand, only 8.18 %

developed the disease within 20 years of onset of the
habit. This suggests in perspective of primary
prevention that, quitting a personal habit within 20

years greatly reduces the chances of carcinoma
oesophagus. The findings are consistent with other
studies 13,L9-21.

In conclusion, it is to be mentioned that this study
was done in a private centre. In addition, people of
all classes may not have access to this centre. Despite
that, our observations in this geographical region of
high incidence suggest and strongly suspect poor
socio-economic status (peak incidence among middle

and low-income groups and manual labourers) to be

a milor risk factor for the development of
oesophageal cancer as this population is susceptible
to occupational exposure and various personal habits
including betel leaves/nuts and tobacco which are

the commonest risk factors (83.18 o1o and 77.87 o/o

respectively). Majority of the cases developed 30

years a{ter exposure to different personal habits with
considerably less incidence within 20 yearc of onset
of the habits. It is more eommon in males (male

female ratio 1.6:1). Mean age'of the'disease is 55

years. Thus, the most feasible method to reduce this
cancer burden is to identify and target etiological
factors, improve socio-economic status and finally to
develop strategies for prevention. There is still scope

of further evaluation 'and studies to identify
association of nutritional deficiencies (..g. Iron
deficiency leading to Plummer Vinson Syndrome),
low intake of fresh fruits and vegetables, positive
family history, achalasia and coeliac ''disease.

Synergism between smoking, tobacco leaves and

betel leaves or nuts to cause oesophageal carcinoma
may be analyzed further.
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Abstract i0u.. :,j

This cross sectional study was conducted in iiurat
community of Jaintapur upazila during the
month of January to iune 2012. The obiective of
this study was to estimate the knowledge and
practice of people about tobacco consumption and
attitude towards Govt. legislation against tobacco
consumption amongst the respondents anil
observe some otLer associated i;".iitt'6f.
Respondents were considered of both seies aged

15 years and above. The data was' 
.obtained

through face-to-face interview of the tuslliOhdettis

through a semi structured questionnaire. The
sample size was 319 out of which )/7 ws:" found
to be consumers of tobacco. Majority- of ti:e study
population were male (87.5"/r). Illiteracy was

found in 44.2o/o of the respondents. Most of them
are farmer (25.4'/r) and had some type of small
business (17.9'/") and a monthly expenditure
between Taka 5001-10000 in 4OYo of the
respondent. Prevalence of tobacco users \Mas

estimated to be 86.8%. Of them, 32% were only
smokers, 18% were only chewers and rest 37o/o

were both smoker and chewer. The rnost cornmon
form of smoking and chewing was founcl to be

cigarette (46"/") and tobacco !ea{ (31%)

respectively. A large percentage ,:f the
respondents (95%) knew about the adverse healtir
effects caused by consumption of toba*c,:. T!'.:,s

was a limited attempt to estimate the Knowledge
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"rking. ,.

-iee of ,Rural people about Tobacco
itude towards the Govt.

' 2, Ahdul tr.f o:i'{ Miahj

^'tt_ 
: 

' 
_'

tn: ;alculated percenta;e of usei' 'v*". .

aiarming compared t.-, rr-r::rr Dl'tvitiur, Lre.".

indicates that disease t*r d.:i:r .,''iii r,
future.

IOMTAJ 2012;11(2)l

Introduction

Consumption of tobacco is a majcr nsk factor i.,t
mortaiity. Data show that one in tri'o smoker: will
die from a tobacco-related diseaser. Tobacco kills
over [ir.e million people every )rear and by 2030, it is

estirnaied to kill 8.3 million people. Ci,'er 70ol" of
these deaths will occur in developing co.r-,rrrie!.2.

Tobacco consumption is amongst the largest

nreventable causes of death today. The VIIO has

deciared bringing down this consumption rate tr:
save lives, a public heaith priority.
Smoking is not only associated with lung cancer but
is also iinked to card.iovascular diseases, tuberculosis.

and chronic respiratory diseasesr. ln Bangiadesh,

however, the arrr;rreness level about tl:.e harn:ful
effects of tobrcir is lov'. About half ct Ba.,ii. ,, .hi
men and one-iifuh r:,{ w,rmen use tobacco in ,:irher

smoking or sinci<ri,:ss ii-:rrn4. Regardless oi lror,,'

tobacco is corrsiitnei:l, iis irclverse influence on disease

and mortality among indi,,,iCuals and populations is
,:iiear. However, rhe i{istribirlion of tobacco

consumption is n,:t unifc,rrri.'l'olr;rccc consumption
rs often founci ';u be clisprrportionately higher among

lower SOCiCrj.':-'. -' :l ni)Ii{-' -.\ ). !p5

Tobacco i<iiis ,.r-,'rr iive miilicl people globally each

year due lo toi,.acco iclrrcri riiness urd by 2030, it is

estimated tc kiii tl.:1 m:ll,r.,ii :':cupie. The V/HO has

declared bringi:rg cli:.r'.r, 'l,i' constilnption rate to
save lives, a pu'blic i:,:;i:;ii 

'- 
, iori:; . in Bangladesh,

A
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A StLrdi'oi Knorvlcd-{c and Practicc ol'Rural people aboui 
-['obacco 

c0i]sLimpti0ir & A,li:1,-rde against mokin-e

27 .2o/o (25.9 million) of the aduit population
currently use smokeless tobaco. Prevalence is sirnila,:
in males (26.40/0) and females {27 ,9'/.). Current
smokeless tobacco use is niore prevalent in r'-rral

areas (28,8'%) compared to urban areas (22.5o/o)'

in a separate stud]., in Bangladesh, the prevalelr'" ^{
i:r1l:,1i.:ci) cons' -,n :r':ls foturd to be '

i' ,r-'i,;r
:l ir s: les.

-reldr;i

lor',:h!r, E.-{!reiiditu rera_ -r-_ ) r't --., :-fE'0::.rotand. ci-

:rp r al.i:,-

prevalence., ::*'ri?

i i,ri,-i"i":i" arrd methods

l-his cr<;ss sectio.rrai study was done in purposively
'- ,r,i adui"i peonle of Jaintapur Upazrla sadar and

.*rr:oun,,ling aris,t tor a period of six month starting
ircrn Januari' l,: {une 2012. Sample siz.e v,as 319

inciuding both rr,er and women. Sampling technique
"Jras purposive. Data collected by semi structured
questi.onnaire throiigh a face-to-face interview.
Procedure oj data anali'sis was SPSS version 17.

Results

'Iabie-!- Scci;, d':rrrographic information of tlre study
ion {n:319

VariaL,ies Frequenc"; 1'f,) Percentage((!ii

Age iri years

<20
2t_30 '

3t4A
41-50

;_: . .,
5 1-50

"'' 't' 6iio
,"i,:rl;11:;, 16 .''

a.; ;,.r 
'

1l
7i
69

64

60

30

10

4.1

22.9

2t.6
20.1

18.8

9.rl

1.1

Male
Fernale

2-79

4o L'

R7.5

12.5

Religion
Muslim
Hindu

l;u,
lzo

)3.7

t.J
,i

Education
Illiter ate

Infornral education
Primary
Secondar),

SSC

HSC
Graduate &Above

141
ah

fili,'.,r;f i',
68,,:,..
J}
-U./ ;i 'i ' '
i/

tr9.i.rlt:-,:::
. 
..t;-- ..-

1.7 5

i9.1

-L.J
q2.8

c2.2

02.8

Tk 3,CC1 5,000
i Tk 5"i,il-10,000

i '1"k.; in'-li-20000
i '1 r,. > 2oooo

llare than half of the respondents were aged

between 21-513 years with the majority being males

(87.5"/a). Majority vrere Muslims (93.7"/o) Nearly 45olo

respondents were illiterate. Among the respondents

B77o corsumed tobacco, of rvhich 32o/o were

::nokers, 1So/owere only chewers and 37% were both
::-,roL,,:r & chewer (Fig.1) The most popular form of
smoking v'as cigarette (69.1olo) and Bidi was not
uncomri.r(-rlr. Regarding chewing tobacco 31olo chew

as to'r-,a,--t,-. \tal,23o/o as jorda and 1olo as gul. Friends

(46.1o/,,) arc nostly responsible for taking up this
11161,. 'lrher infiuencing factors of increase smoking
are, i .;rsii, ,lepression, monetary problems and

other': ,.tc. i,tost of the respondents (95%) had the
kno.vir:r1g,: ;i:r.,ut ill effects of passive smoking. It
r;l:.i-,.,.,s that 85.5oio respondents knew about the

acverse effects of passive smoking while 14.5olo had

no idea.

-:r l

fl-
airi i

Smoker

.fig+.Pie diagiam showing pattern of tobacco
consumPtion.

.,.; ii: -. 
-. 

_ ,

This cross sectional study done in a rural community
of Jointapur Upazila was an attempt to determine
the percentage of adult population indulged in
tobacco consumption, explore its pattern and know
whether the respondents had any knowledge
regarding the bad health effects of this habit. A total
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of 319 respondents were irterviewed and out of them
277 were found consumers of tobacco. A limitation
of this study was that it could not explore the health
hazards of the consumer population.

Many of the respondents in the study were found
illiterate (++ot") with only 40% having primary or
secondary l,evel :educatiori.t,l{i"i 

i"r g .iducation more
than thai isivery'mu'cir' tas+ 4':;l;:q",i :,* p"r..r,t of the
respondents had a monthly r, 'Jiir,, rf Tk. SO0t-

10000. Only less than 4ul, ir't.;i r:,. :ome of
more than twenty thousano. (1'able ll Prevalence of
tobacco consumption found among th- -'lents
were 87o/o. Only smokers constituted 32yr, rly
chewers 18% and both smoker & chewer 37o/n " The
Bangladesh Demographic. and Health Survey @DIIS)
2004 found the overall prevalence of tobacco
consumption to be 59o/o 

t . This indicates a rise in the
prevalence. In another study conducted in 1995 to
estimate the globai prevalence, it was seen that
smoking habit was highest for persons aged 30 to 49

years. Low- and middle-income countries accounted
{or 82o/o of the world's smokers. In East Asia and the
Pacific, 32o/o of. the population aged 15 years and

older were tobacco consumers '.

This study found that 46a/o of the smokers preferred
cigarettes and the rest bidi. In case of chewing
tobacco 4lo/o were chew regularly. Among them 31%
chew as tobacco leaf and 23o/o as jorda and only 1olo as

gul. BDHS 2004 concluded bidi smoking to be
29.60/o, cigarette smoking 27 .8o/o and chewing tobacco
leaf with jxda L7.5o/o respectively. A study
conducted in India found 50o/o to 80o/o of the smokers
smoking bidis, and the remainder smoking cigarettes
8. Regarding duration of smoking 50% smokes ) 10

years. Only 10o/o, 5-10 years and rest 1 to 5 years.

Around 40o/o of respondents took 5 to 20 sticks per
day . Only l7o/o rcok more than 20 sticks. In case of
chewing tobacco 4l7o were chew regularly.
Regarding influence of smoking 46o/o said they
influenced by friends. About 680/o of respondents
told they smoke for relief stress.

Eighty percent of respondents knew about ill effects

of passive smoking. This figure was found to be 80o/o

in another study conducted among the population of
some developing counties '. Most of the respondents

(65old knew that smoking in public places and
transport is an offence. 47o/o of the respondents knew
the actual amount of fine and 33o/o did not know
about it. Maximum respondent (97'A supported
with govt. decision of punishment.

In Conclusion, the calculated tobacco consumption
was 87o/o, which is quite alarming compared to some
previous data. It indicates that non-communicable
disease burden will rise in the future. Although
majority of the consumers know about the adverse

health effects, they cannot give up the habit probably
due to some sorts of addiction.
This study can help in planning anti smoking
campaigns and heaith education programs for the
public. Further, in depth studies to find out the
causes related to tobacco consumption and the health
hazards present among the consumers will be of
great value. A government health warning should be
introduced for all tobacco products sold in the
market.

References

Jh, P, Ranson MK, Nguyen N, Yach D,
Estimates of Global and Regional Smoking
Prevalence in 1995, by Age and Sex. A* J
Public Health. 2002; 92: 1002-1006.

Mathers CD, Loncar D. Projection of global
mortality and burden of disease from 2002 -30.

Plos medici ne20Q6;39 I lA : e442

Peto R, Lopez AD. The Future \X/orldwide

Health Effects of Current Smoking Patterns.
Global Health in the 2Lst Century. New York,
NY: Jossey-Bass; 2000: 154-161.

Murray CJ, Lopez AD. Mortality by Cause for
Eight Regions of the \7orld: Global Burden of
Disease Study. Lancet t997;349: t269-1276.

5. Ahmed S, Rahman A, Hull S. Use of Betel Quid
and Cigarettes Among Bangladeshi patients in an
Inner-City Practice: Prevalence and Knowledge
of Health Effects. Br J Gen Pracr 1997; 47: 431-
434.

1.

aL,

3.

4.

The OMTAJ Voiume ll Number ZtJuly 2012



A Stud\ 0i Knou ledge and Practice of Rural people about Tobacco consumption & Attitude towards the Govt. Legislation against moking. r03

6.

7.

GATS Bangladesh report

Summers RM, \Tilliams
l]se of Tobacco and
Bangladeshi Population
Community Dent Health.

2009

SA, Curzon ME. The
Betel Quid among
in lVest Yorkshire.
1994;1112-16.

8. Bangladesh Demographic and Health Survey
200a. (Dhaka, National Institute of Population
and Training, Mitra and Associates, ORC
Macro)

9. Narayan KM, Chaciha .QL,, l{anscn R.L, Tandon
R. Prevalenc* ;.:,i 

..rj:ii 
r jiii 

'-,f Smoking in Delhi:
cross sectioi-";l .- iri r j i9?6; 312:1576-9.

The OMTAJ Volume ll Number 2:Jttly 2012



Abstract

Transsexualism is a serious medical, social and
legal problem which cannot be ignored.
Transsexualism is something which disturbs life
from the outset and from every point of view.
The basic problem arises due to lack of stable
working definition of sex, coupled with official
unwillingness or reluctance to go beyond the
morphological criterion, which by itself is
nowadays generally held to be insufficient and
which is linked to ^tt inflexible legal
classification, which in the scientific world of
today calls for serious reexamination.

IOMTAJ 201,2;11(2)]

Introduction

Persons who react to sexual frustrations with a .

regression to infantile sexuality are called perverts.l,
Sexual deviations are cofirmonly seen in all types of
races and communitiesl. A sexually deviant person
gets pleasure from sexual acts other than
heterosexual intercourse. Sexual deviations are

modes of sexual release and mostly men use them,
where normal modes of release are not available2.

A deviant is unable to maintain normal sexual
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relationship ancl thus chooses alternative, non
intimate arrd impersonal channels of expression. It
may either: be abnorrnai choice of sexuai objects or
abnormai i:hoice of techniques ol sexual
gratification. "I'ra.nssexualism is a sexual deviation
in .n'hrch the rieviant ,iresses, acts, behaves, rhinks,
feels anci irelie..es to i.: of the opposite sex, but
cioes not gct exciterrrent by tiiese. They do this
berng una'5ir lo accept rheir r-r..rr'i.t sex. It is more
cofllrron in lnale,i as (oin]lare.l i.-r iremalesr.

h Indirr. a c.)n1:11or v;riali r:,i T'ranssexualism ls

Hijra"s, It i:i a L:{::1i::rur:ii.,- in rvhich members are

impo'rent lneil ci".ll iire:;s anci live as ..l,ornen and

undergo emasciriaticn. Iheir traciitional .ray of
earning is b:, cciiec,ting ilms and receiving
palrments t:or blessing ne.,,rborn babies and nelvlv
married coupies. Hijras icleniifl themselr'es -rs in
i,'et';u'eerrs, using words indicating feininrseri maies
'Jr as rvornen. Their coiiective pubiic siancrs that
;irei' -wish to be regarded legail;,, and sociallv as

lvorrien, though the degree to n hich the indivrdual
hijra activeiy experiences himself as woman varies'.
Some persons are born as maies; join the
community for a variet,v of economic, sociai anci

psychological reasons, -whiie orhers who rirav sirare
the physical and/or psi,choiogicai characteristics of
hijars, do nct join the cominuniry for ','rrious
resons'.

The transsexuaiists have the tendency io rernove
the genital organs of one sex or the orher ro
become the member opposite gender. There are

many reports of sex chalging operation from male
ro female anci vice versat'. In our country, the
majoritv of Hijras have rhe central ritual of
operation where a part or ali of the male genitals
are removed, which becomes the most authentic
,x,'ay of identifying oneseif as a Hijra. During this
process of operation, many persons die as it is
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performed,,U, * unqualified doctor (quack),
without any anaesthesia or aseptic operation
theatre, by using any sharp knife, No stitches are

made and the wound is left as such to heal by
itselft6. 

r.

Medico Legal issues

Transsexualism pers_ons not pose much of- the legal

issues, but the real problem arises when a

transsexualist gets his/her sex changed to opposite
sex and desires his/her rights or dies/hurts
himself,/herself during sex-change. operation. In
September 1976, D. Can Oosterwijck,..a, Belgian

female to male transsexual; ,brought 'a successful

case from Belgium before the 'European

Commission of Hurnan-Rights in Strasbourg" He '

claimed that Belgiune had,violated his b:asie human
rights by refusing to change, his legal. sexual.,status '

following sex change surgery.
Legality of sex change operation ' ' ',

Sex change operatior has multifaceted effeet on the
Iife of a person and gives risi: to medico lega1, social

and moral controversies. Very feqr countries such

as Sweden and Germanys have'so far legislated,

speci.fically: on' the subject of transsexualii' that',:
entered in 'parish register and who feir, a ,

considerable time have behaved accordingly. and: t

may be expected to continue living'in such ,a.:sex'.,'

role may, on applicatiori; obtain an official
recognition that they belong to the other .sex

Applicant rnust be an unrnarried Swedish citizen of
at least t8: years of age and must have undergone
sterilization or {or other reasons be incapable of
procreation, Responsibility for decisions to grant
sex reassignment tests with the National social

Velfare Board, which is also tile authority to grant
permissibn for sex change operation. Being clearly
a pioneer legislation, not many countries have so

fir followed/ adopted the. provisions. In the
absence of specific legislatiiun on the subject, the
legality of sex change operlrtions"is still a matter of
speculation and debate in majority of countries

9ffiilu sex change operations a considered legal
'if they are-roqlically indicated, that is to say, i{'
they have a genu)irc therapeutic purpose. On the
whole, it seems that in many European countries

so called sex change operations are not considered
to be illegal. The legality of the operation in
general does seem, however, to call for a

standardisation of its conditions, which would take
into account not only the quality of the patient's
consent and course the doctor's "g8bd faith, but
also, where the tramssexual already has a family,
the social implications of the interested third
parties This will help reduce the high mortality
attached to these types of operations in our
country.\
Civic rights issues

Various issues of civil rights arise after sex change

operation such as : (i) change of name (ii) change of
sex (iii) Marriage.
Change of name: Various countries allow a

person's name to be changed to another not
correspon( ing to his legal sex, and this, often
irrespectiv : of surgery. ln some countries, this
change can be formalised by a legal document
known as deed poll, while in others including
India, no such formality is required ; just an

announcement in newspaper and an affidavit in the
court is suf{icient. IrI Norway, trarssexuals under
treatmert with a view to sex redetermination may
obtain an asexual or neutral name by a licence

gianted by the Ministry of Justice, but a name of
thb'opposite sex cin only be ailowed, following a

sex change operation and consequent change of
sekriil status on'the birth certificate. Countries like
Austria, Portugal and Spain do not allow
forerranies "which do not correspond to the
peisoh'srlegal sex.

Clrange' in sex: Legal change in sexual status

requires alteration in the sex entry in birth register

and cenificates, Most of the countries do not have

specific' rules,r''regulations following sex change

operations prgve to be much more complex and

controversial than qrere.change in names. Very few
countriesi' str,ch',as '-S.v'eden ' and Germany have

specific 1^-.,,!o rggulate transscxuals and have

provisions fr:i chaage !r sex, while majority of the
countries are silent on this:
M.arriaqe:.The principle of law on marriage is that
it is a relationship between two persors of opposite
sex and is therefore dependent on the legal sex of
the parties. Hindu marriage Act debars an

t,
.t

l

The OMTAJ Volume ll Number 2:July 2012



Study Of Transsexualism 106

individual having ambiguous sex from marriage.
Thus, post operative transsexuals may many
members of their original sex only if their own
changed sexual status has been legally recognised.
This is the position in Sweden, Germany, Norway
and also in our courtry. In many other countries,
on the other hand, the rather incongruous position
is that an operated male to female transsexual
cannot, a{ter the operation, validly marry a male or
an operated female to male transsexual.

Conclusion

Transsexualism is a serious problem involving
medical, legal, social and psychological issues. If the
transsexual is not to he left to cortinue to live in a

bewildering limbo of legal and social ambiguity, a

satisfactory solution to the problem is to be sought
through full and frank co-operation between
experts of both medical and legal fields, taking care

of the interests of both the ffanssexuals as well as

the society. So far very few countries have come up
with specific legislations on this subject and there is
an urgent need for others to frame comprehensive
laws to take c.are of all the aspects of
transsexualism; this is more so in countries like
ours where high mortality is associated with sex

change operations performed mostly by
unqualified persons.
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Asthma is chronic allergic inflammatory disorder of
the medium sized airways causing paroxysmal
reversible airway obstruction producing respiratory
difficulty with wheeze and is a expiratory problem.t
The disorder may be inherent (atopic) due to genetic
susceptibility of theairway againsr some stimuii or
irritants .These people having asrhma are with early
onset, male preponderance and have other allergic
disease like eczema,sometimes have episodic attack2.
The environmental factors are the trigger or
developer for asrhma attack.The stimulants are
usually extrinsic /et<ternd. ( coming from outside).
These triggers are indoor or outdoor irritants like
house dust containing mite and excreta of cockroach
,furred animal (dog, cat, rat), pollen from rrees, grass,
paddy and flowers, fungi, molds and yeastsl.Tobacco
smoke active or passive,other smoke,air pollutants,
pungent odour, cosmetics, paints, insecticides spray
are also responsible factors. Food rarely causes

asthma. Common food implicated in allergy are beef,
prawn and hilsha fishl. Drugs like aspirin may also
produce asthmatic symptoms.
Allergic inflammation causing production of specific
IgE, generates inflammatory chemical mediators
(cytokine,chemokine,prostaglandin,histamine) with
narrowing of medium sized airway due ro muscle
spasm,mucosal swelling,viscid secrerion.Airway
remodeling also lehds ro respiratory difficulty with
wheeze mostly expiratoryT.
Aetiology: Bronchial asrhma is complex chronic
inflammatory disorder of the airway in susceptible
individual due to certain stimuli resulting variable
airflow limitation afrd presenring as wheezing,
breathlessness, chesr tightness and cough (national
guideline)
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Asthma has a significanr genetic and environmental
componeflt and as its pathogenesis is not clear, much
of its definition is descriptive. The main
physiological feature of asthma is episodic airway
obstruction characterized by expiratory airway
limitation.The dominant pathological feature is

airway inflammation sometimes associated with
airway structural changes. \Wheezir:',3 appreciated on
auscultation on the chest is the most common
physical finding.
Asthma is a chronic urway inflammatory disorder in
which man' cells and cellular components play a

role special / mast cell, eosinophil, T-lymphocyte,
macrophage and neutrophil. The chronic
inflammation is associated with airway hyper-
responsiveness ro a variety of stimuli that leads ro
episodes of wheezing, cough, breathlessness and chest
tightness mostly at night or early morning. Episodes
are usually associated with widespread variable
airflow obstruction within the lung which is often
reversible spontaneously or with treatment.
Recent evidence suggesrs that sub basement fibrosis
may occur in some parienrs with asthma called
airway remodeling it is present in all forms, mild
moderate and severe and has no relation with
control, no reproducible response to treatment with
iCS.

There are five componerts of asthma:
a) Natural course of the disease

b) Reversible airway obstruction
c) Hyper-responsiveness to multiple stimuli
d) Airway rem.odeling
e) Cardinal features - breathiessness, wheeze, chesr

tightness and cough

Factors that influences the development and
expression of asthma (influencing the risk of asthma)
are i

I
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Aetiology of bronchial asthma r08

o host factor (Causing development of asthma)
. environmental (Trigger the syrnprom of

asthma)
o Both

A)Host factor :

a) Genetic: Inheritance of asthma is found in one in
six if one of the parents have asthma and one in three
if both parents are affected.Some genes predisposes
and some are associated with response to
treatment.The identification of genetic markers are

important not only as risk factor in the pathogenesis
of asthma but also as determinants of responsiveness

to treatment
Factors inherited and responsible for asthma are -

- Airwayhyper-responsiveness
- Generation of inflammatory mediators like

cytokines,chemokinesetc
-Production of allergen specific IgEantibody with

increased level of IgE.

b) Maternal smoking during pregnarlcy and early
childhood increases the respiratory illness of the
baby including asthma is well documented in
epidemiological studies.

c) breast feeding: Study has shows that breast feeding
confers some protection to the baby against asthma
attack in family history of atopic individual .Cows
milk,soya milk have a higher incidence of wheezing
illness in early childhood compared to breast feed.

d) Obesity: Asthma is more frequently seen in obese

subject (BMI more than 30kg/sq m) and is very
difficult to control. Obese people with asthma has

lower lung function and more comorbidities.Use of
systemic glucocorticoids andsedentary life style may
contribute to obesity in severe asthma patient.But in
most cases obesity precedes the development of
asthma.
c) Sex: Male sex is a risk factor for asthma in children
before 14 year of age and is about double the female
sex but in adult asthma is more in women than in
man. This may be due to smaller lung size at birth
for male,but later lung size becomes larger in adult.

B.Environmental factor (trigger, developer)
Some causing risk.eJ asthma development and some
causes development of asthma symptom.

,) Allergen: - ,

Indoor allergen-dornestic mites, house .dusts, furred
animal (dog, cat, mice), cockroach . allergen, fungi,
molds, yeasts, animal dander (dog, cat, rat)
Outdoor allergen-pollen from grass, paddy, flowers,
trees, fungi, molds, yeasts.

Food and additives-rarely causes asthma attack.Some
causing allergy to some individual and some do not.
Common allergy producing foods arebeef, prawn,
hilshafish, seafood, duckegg, cow's milk, nuts, some

vegetables.

Drugs - Aspirin and some other NSAID.
b) Irritants
Tobacco smoke active or passive,other smoke,
occupational, outdoor and indoor air pollution,
spray, strong pungent odour, perfume, cosmetics,
paints, toxic gases from factories and automobiles,
cooking spicy food,insecticide spray etc.Tobacco
smoking is associated with accelerated decline in lung
function in asthma patient,increases In asrhma

severity, less response to oral or inhaled
corticosteroid and less control. Exposure to smoke
prenatally and after birth is at risk of developing
asthma like symptom in early childhood.
c) Infection -RTI, predominantly viral respiratory
syrcytial virus (B.SV) and parainfl:uetza virus causes

bronchiolitis and wheeze.Rhinosinusitis predispose
asthmatic patient to severe bronchial asthma.
d) Occupational sensitization-Asthma is most
common occupational respiratory disorder in
industrialized country. Occupational asthma include
one tenth of total asthma cases in adult. Most
occupational asthma is immunologically mediated.
High risk occupation include farming agricultural
work, spray painting, cleaning work, plastic
manufacturer.
e) Others - Exercise, change in season, stressful life.
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Eotrorul,r
Laser 1n medical Science

LASER, the world wide famous and familiar term
originated as an acronym for -"Light
Amplification by Stimulated Emission of
Radiation"(Scalpel of light)1'2, A laser is a device
that emits light (electromagnetic radiation) through
a process of optical amplification based on the
stimulated emission of photons.

In modern usage Light broadly denotes not only
the visible one but also the electromagnetic
radiation of a-rry frequency. A Laser which
produces light by itself is technically an optical
oscillator rather than an optical amplifier as

suggested by the acronym. It has been humorously
noted that the acronym LOSER, for "Light
oscillation by Stimulated Emission of Radiation"
would have been more correct.3

Laser was first introduced to the world in the 1950s

and described as "a solution looking for 
^problem".a It was concurrently invented in the

USA by Charles.. Townes, Arthur Schawlow,
Gordon Gould and Theodore Maiman and in the
USSR by Alexander Prokhorov and Nikolay
Basov.

In 1957, at Columbia University, graduate student
Gordon Gould was working on a doctoral thesis

about the energy levels of excited thallium. \flhen
Gould and Townes met, they spoke of radiation
emission, as a general subject; afterwards, in
November 1957, Gould noted his ideas f.or a

"laser", including using an open resonator (later an

essential laser-device component).

During its primitive beginnings, the laser was used

in a number of odd and amusing projects, one, in
1969, saw the laser being shone at the moon! The
light beam was shone at the moon and reflected
back from a reflector placed on the moon's surface

by United States astronauts in the U.S. Apollo
program. Scientists were able to calculate the
round-trip journey time of the laser's puise as a

means of measuring the distance between the earth
and the moon.

Now a days, lVe use lasers in CD players, in
cutting and welding, in the construction of metal
parts, for marking targets militarily, for missile
defense .and the guidance of ammunition. Law
enforcement uses lasers for fingerprint detection
and for forensics; lasers have .been used in scanners,

thermometers in the production of holograms and
for entertainment purposes in laser light shows and
what not.

'When it concerns Medical science, various types of
lasers are being used in medical diagnosis,

treatment and therapy known as Laser Medicine.
The world of laser surgery has also grown and
grown, with procedures like snoring treatment
more popular than ever. Cosrnetic laser surgery did
not begin to exist the way we know it today until
some 30 years later in the 1990s, but even in that
short space of time, things have been dramatically
changed.

Types of lasers used in medicine include in
principle any laser design, but especially COz lasers

, diode lasers , Nd: YAG Lasers, KTP-532 Lasers,

dye lasers ,excimer lasers ,fiber lasers, gas lasers,

free electron lasers, optical parametric oscillators.

Tn 1964, the carbon dioxide laser (the COz laser)

was invented in the USA by Kumar Patel, The
COz laser is one of the highest-powered and most
efficient lasers that are curreirtly available, and is

one of the most useful tools in a variety of medical,
surgical, industrial and military applications It has

its applications in ENT, gynecology, dermatology,
oral surgery, and pediatrics .C\X/ rhodamine dye
laser near 590 nm ,one typically used laser in early
medical laser systems, delivered via a fiber
photodynamic therapy to treat carcer.
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It is evident thar lasers are used in a variety of
arenas and professions but the most fascinating and
innovative is in the medical world. Doctors and
surgeons are able to'utilize the laser to achieve
p16cised surgical procedures during bloodless
surgeries, to remove kidney stones and to eliminate
problems troubling a majority of people from
snoring, to varicose veins treatment, acne, skin
blemishes angioplasty.5 cancer diagnosis6 and
treatment,T lithotripsy, mammography,s medical
imaging,e microscopy, phono-surgery,
ophthalmology (includes Lasik and laser
photocoagulation), optical coherence tomography,
prostatectomy surgery and unwanted body hair
and tattoo removallo

The surgical laser can augmenr and, in many
instances, even replace traditional instruments and
methods. The primary determinants of laser effect
on tissue are; tVavelength, Tissue type, Power
density, Exposure time. As is the case with any
other surgical instrument, no one should use the
surgical laser or any other medical laser without
specific training in both medical laser use and
laser safety ,.Laser can do damage in biological
tissue both to the eye and to rhe skin ,due to
several mechanism.ll
There are some benefits of the Laser Surgery tor
Clinician 8c also for patients. Improved visibility
of the surgical field and reduction of procedure
time by sealing capillaries and small blood vessels

as it cuts, vaporize, of the tissue and coagulate at

the same time. This dramatically reduces bleeding,
resulting in a much drier and clearer surgical site.
There is also Pinpoint accuracy, control and
increased surgical capabilities as this opens up rhe
possibility of expanding the clinician's surgical
repertoire to include procedures that are rot
practical with conventional scalpel-based
techniques.

The laser seals lymphatic's and nerve endings as it
cuts, resulting in less edema and pain that leads to a

more comfortable post-operative recovery. COz
Iaser surgery is a "no touch" technology so it
reduced risk of infection .The laser beam kills
bacteria in its path, producing a sanitizing effect.

Laser surgery, often allow the patient a more rapid
return to normal activities.
Now we know, the laser has been used in opening
up a variety of avenues in the science world that
were previously unimaginable. Today, the laser has
risen from its humble beginnings as a solution
seeking problem and has become an integral part of
our society.
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