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Non-descent vaginal hysterectomy
-the least invasive and better cosmetic approach

S amar Kumar G h o sh 
1 

#::f iffiI::f"#ilxr*;?,ip 
Kumar B h owmi c1

Abstract

In this prospective study we performed 200 Non-
descent vaginal hysterectomy (NDVH) on benign
conditions ( Fibroid, DUB, Adenomyosis, PID,
Ovarian cysts ) during the last 1.1' months
period.(May/09 to March/lO) in Sylhet MAG
Osmani Medical College Hospital and different
private Hospitals in Sylhet City. For the larger
sized uterus we practiced volume reducing
procedures such as Bi-section, Myomectomy,
Debulking, Morcellation & combination of these

procedures. Regional block anaesthesia ( SAB )
was used in all the cases. Specially designed

volsellum, vaginal specullum Ec uterine clamps

were used which could make a difference in
performing NDVH opn.The mean time of opn.

was 30.92 min (range15-60 mins), average

operative blood loss was 40-100 ml in all, but five
cases were given blood transfusion who lost 500 to
700 ml each. All patients were discharged by 72

hours, O1 %,( 2) patients developed maior
complication (Bladder injury). In our opinion,
this procedure, amongst tb. routes of
hysterectomy, is the least invasive with the least

morbidity & obviously cosmetic one and is

feasible, effective, safe procedure when done by
expert vaginal surgeons.

[OMTAJ 2010;e(2)]

Introduction
llysterectomy is one of the most commonly
performed major Operation. Approximately 500,000

hysterectomies are performed in the United States

eiach year L and 2Oo/o of women in the UK undergo
hysterectomy before the age of sixty.? Historically

the uterus has been removed by either the trbclominal
or vaginal route. The vaginal operation is prefcrable
rvhen there are no contr:rindic:rtions because of lorr''er

morbrditl. and quicker recouery.l \':,rgirrrrl

hystcrectoni), irirs bcen consiciered lalidail,'ttl.,1 tt.- i,'
the ,rbcloruin,.rl appro.,rch .rrtd Sr.ildics havc sho.r'n i'. trr
be ass,rciatcd with ieu.cr complicririiins, I ,ttlri :i

shortcr rr'cover'\r period ,rnd hospital st,r.,- til,rrl lilI
,rl.J,,nri:r.rl pr-r,r'i'qi11,'. . 

;

In addirron, rhc opcral.ion c:;]n be pcri',rrnlel
sr"rccessfr-rl1y t'vcn in vr''ootcn u.ith an cnlargccl !1lcl trs.

n,,r1liparir.1; or ir histon. rtltpclvic SUrscrv.6'e Th,-' uclil
for Loph,rrectotfly shourlil not b,-' c<tnsi.lcrtl.l ii

contraindicalion.rc Ttttal livsterectoitties, prc1'craLr1.i'

b1, 11r.' vaginal rotttc) ltas l-,ccn bctter rcse archi..il. 'r'iLlt
ionser follorv-up perioc'ls, and it is less costlr in th.'
1on[ Lenl. Ir thcre{ore remaius the pr<>cetlLrrc' o]

c]roic., for most \\iolrcn. 'l'hc main sllpp()rrs ,,l rlr.'
lll.erlrs are the cr,rrdinal auci uterosacr.r] lig.trnt'rrt r.
'I'hcsc :u.r thc nlost cirutlal oi thc pt'.liclcs .trt,"l .trc

relarivch. easlr to clividc to a11ov, fttrrher ilcscr:t'tL. 1L h
[]ali also bc contcn]pl.ttttd for tl:ofit.lt ri'it1r

e'r.iotrrel..i.1"'" <>r ccrt'ica1'* nralignrrrtcr'. l\"tan',', ri t li.'
traditionai contrainclications to vaginal hvslcrttfl()I[1:
are no longer v.r1id ;rnd the irLcidcncc t;f optr';ttir.'c
injurl. is lorv- " It is always difficult to handle 1arge.

slze uterus rrrespective of method and route of
surgery. Non-descent vaginal hysterectomy (NDVH)
has become so well established that even a 18-20

week size uterus, if there is no adhesions, can be

easily delivered vaginally'u and it is not impossible to
do a heroic vaginal hysterectomy on uterus of 30

week size. The only prerequisite will be Proper
training, right instrumentation & good lightrng.
NDVH technique has recently enjoyed an i.ncreased

in popularity following realization that an

experienced vaginal surgeon can achieve a simrlar low
1eve1 of morbidity as that of laparoscopic
hysterectomy but in reduced operation time and

wrth better cosmetic effect. Usual limitation of
NDVH is its size but no.w with larger sizes

hysterectomy can be facilitated by bisection,
morcellation, wedge debuiking, myomectomy ori. Assistant Professor, Department of Obstetrics and

Gynaecology, Sylhet MAG Osmani Medical College
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combinations of these.lTNDVH is least invasive than
iaparoscopic and abdominal hysterectomy. it is well
accepted by both patients and gynaecologists.
NDVH technique is superior in certain specific
instances where pelvic floor repair is necessary.
Ovaries and tubes can be removed if the need arise;
even cystectomy can be done as well. Outpatient VH
has been shown to be possible in the USA (Stovall et
al, 1992). An absolute contraindication is suspected
ovarian malignancy. Relative contraindications
include moderate to severe endometriosis and
adhesions. The aim of this paper is to study the
safety, eflrcacy 6r feasibility of performing vaginal
hysterectomy on non-descent uterus.

bisection, debulking, myomectomy, morcellation or
combination of these, which were performed as and

when required. After delivery of the uterus in the
vagina hysterectomy was completed as usual fashion.
Data regarding aBe, parity, uterine size, uterine
weight, operation time, estimated blood loss,

complications, hospital stay were recorded. Vaginal
hysterectomy was considered successful if it was not
abandoned or converted to abdominal route. Al1

cases were performed under regional anesthesia

either Spinal or Epidural block. The procedures are

shown with Figs. I to 7.

Methods

In this prospective study we recruited 200 cases who
underwent Non descent vaginal hysterectomy for
benign gynaecological conditions like Fibroid, DUB,
Endometriosis, PID, Ovarian cysts, during the last 11

month period ( May/09 to March/lO ) in Sylhet
MAG Osmani Medical College Hospital and

different private Hospitals in Sylhet City. Informed
written consent rilras taken from each patient and told
them that the operatiofl may be converted to
laparotomy ii the need arises. The patients were

placed in extended lithotomy position. Then
cleaning and draping the operative fieid. Two
volsellum were used to hold the two lips of the
cervix. \7ith mild traction to downwards and

forwards the anterior vaginal wall was cut
transversely below the lower traflsverse vaginal ridge.

Then cut the pubo-vesico-cervical ligaments. Bladder

was pushed upwards that opens the utero-vesical fold
of peritoneum which then cut transversely and

extended digitally to open the anterior pouch, Then
the cervix was pulled upwards by giving traction on
volsellum and open the posterior pouch in the
similar way Two specially design vaginal speculum

were placed through each opening which guard the
rectum belovz and bladder above, also it exposed the
operative field. Uterosacral and cardinal ligaments

were situated in close proximity to vaginal vault
which were clamped cut and ligated. Clamping of the
uterine vessels was easy vaginaily as their relationship
to isthmus remained unchanged. The next step

depended upon the size of the uterus. lJterine

Fig.2, showing post. colpotomy

Opening Uterove$ical pouch

Fig.1, showing ant. Colpotomy.

Opening POD

The OMTAJ Volume 9 Number 2:lu|y 2010
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Body of uterus

ligatingol uterine pedicles.

Fundus

Fig.6, Showing myomectomy

Results

Total number of non-descent vaginal hysterecromy
carried out during this period was 200.. Most of these
women were in the age group of 41 to 50 years.74o/o

Fig. 4. Showing partial bisection of uterus

The OMTAJ Volume 9 Number 2:July 2010



Non-descent vaginal hysterectomy-the least invasivc and better cosmetic approach 6E

with a median age of 44 years. More than 50% oi
them had partty of four or more, a favourable
condition for flon-descent vaginal hysterectomy
(table 1). The commonest indications for surgery v/as

dysfunctional uterine bleeding, {ollowed by Fibroid,
Pelvic inflammatory diseases, Adenomyosis,

Endometriosis, Ovarian cysts(table-II). Different
uterine sizes were removed among them 60 7o were

in the 6 to 8 weeks size while 10 % were in 20 to 30

weeks size(Diag. L). Removed uteri were weighted of
which, 30 % had weight between 50 to 100 grams,

whereasL0 1o had weight between 500 to
B0Ograms(Diag. a).Additional surgery was done in 50
o/o czseS, such as unilateral and or bilateral salpingo-

oophorectomy, anterior and or posterior

colpoperineorrhaphy, ovarian cystectomy(Diag.
2).Trme needed for completion of oPeration v/as

widely varied 1.5 to 20 mins were required for uteri
below lOweeks size and without any additional

surgeries. Larger sized uteri ( 20 to 30 wks. ) and

those who required additional surgeries were needed

50 to 60 mins for completion of operation. Two (17d

cases developed major complication (Bladder injury )
and ten (5olo) cases developed minor complications.
Hospital stay was significantly lower. 40 o/o were

discharged 35 hrs after operation and 10 % were

discharged from hospit aJ after 72 hours of operation.

In this type of operation peroperative blood loss was

significantly low. Only five(2.5olo) patients were

given blood transfusion.. Intact uteri were removed

in 40 o/o cases where as 60 o/o cases required one or
combination of morcellation process (Diag. 3). Vault
granuloma was reported in two cases and treated

conservatively. Vault prolapsed was not reported yet

by any cases. Neither of them developed secondary

hemorrhage nor any one of them was readmitted

with complications. The results were as good as or

even better, than the surgery (TAH) it has replaced.

Table I: Sho itv distribution

Table II: Sh distnbut ofi dicatiom

Table III: Showi lication

. Mean time required for operation was 30.92 mins

(15-60 mins ).
. Patients were discharged from the hospital usually

36-48 hours alter operation.
. Only five patients needed blood transfusion who

lost blood 500- 700 ml
r The operative blood loss were 40-l00ml by rest of

the patients who did not required blood transfusion

' No patients required Laparotomy conversion

: Showlng cllstrlDutlon OI ln
Indicationm No.of

patient(n=200)
Percentage( 7o

)

DUB 106 53

Fibroid 50 25

PID 20 10

Adenomvosis 12 06

Ovarian cysts t2 06

Bladder iniuries were the major complications
Con-rplications No of

patients
(n:200)

Percentage(ul)

Bladder inlury 03 01.5

Urinary tract
infection

06 0l

Haemorrhage 05 02.5

Retention of
urine

0l 0i.5

Table IV: Showing Surgical results

Diag. 1. Showing size of the uterus in weeks

Size of Uterus in Weeks.

1n ar

Age(years) No of
oatients

Parity No of
patients.

35- 40

4t- 45

46- 50

Above 50

24(t2'/,)
1os(s47")

40Q0"/.)

28(1,4o/")

1.

2

3

4 and above

1o(05"/")

24$2'a
64(32'd
102(51"/o\

The OMTAJ Volume 9 Number 2:JuJy 201.0
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Diag.2. Showing methods of removal of resected uterus

Diag 3: Additional Surgeries performed

Methods of removal of uterus

Diag 4: Showing weight of resected uterus

Since most hysterectomies are performed for benign

diseases the choice of surgical route depends almost
entirely upon the surgeon's skill and experience. 18

Traditional contraindications to NDVH are

numerous and varied, most determined more by
surgeon's experience than true technical conditions. 1'

Peivic adhesive diseases are often not as severe as

anticipated by surgeons and is not normaliy an

impediment to NDVH. 'o \fith a skilled operator
this procedure not only reduces medical morbidity

but also financial requirements. These results can be

compared with arly existing or retrospective
view.NDVH requires some retraining and practice to
develop the skills necessary to produce a quality
product in the operating theatre. The unfavourable
factors for vaginal hysterectomy identified by many
are absence of significant uterovaginal prolapse,

presence of uterine enlargement, Previous abdomino-
pelvic surgery(s) and the need for oophorectomy. "
The indications for hysterectomy in this study were

DUB, Fibioid and PID. Similar indications for PID
has been reported by others.17 Vaginal hysterectoml,
should be considered the operation of choice ior rhe

majority of .'n'omen .'n ith dysfunctional Lrterine

bleeding; 22'23 the 2005 Cochrane revie.x, supports this
vierv. 2a Different sizes of uteri have been removed
vaginally using morcelation techniques. lJnger 17

reported similar findings who operated upon uteri
weighing 200 to 700 gm. Complications in our study
were few and minor, comparable to the study by
Kumar and Antony.25 The shorter hospital stay, less

requirement of post operative analgesics, less blood

loss, early recovery and improved cost effectiveness

made this operation acceptable to both patients and

gynecologists.
In conclusion, NDVH operation presents the
patients vrith the appropriate, most efficient and least

invasive procedure with the least morbidity. As we

run in the 21st century our goal should be to
perform the vast majority of hysterectomy for
benign diseases via the vaginal route, using

laparoscopic assistance when necessary.

1,.
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At baseline BPRS scores among different groups
were alike but after three weeks treatment mean
of BPRS score reduction was observed in Group I,
Group II and Group III. Olanzapine and

, risperidone group achieved more reduction of
BPRS score than the haloperidol group (p:0.001).
Effective outcome was achieved in 82.9Yo of
haloperidol, 100.0% of Olanzapine and 91,.4oh of
risperidone treated patients. Statistical significant
better treatment outcome was observed in
olanzapine and risperidone group than that of
haloperidol group (p < 0.05) and olanzapine
appeared more effective. More adverse events
were recorded in Haloperidol group, although
extrapyramidal syndrome and drug induced
akathisia were almost similar among three groups

. (p > 0.0s).
, Olanzapine and risperidone shows more effective
, dnd safe than haloperidol in the treatment of
acute schizophrenia and olanzapine appears better
and safer among the three studied drugs.

IoMTAJ 2010; e(2)l

Introduction

Schizophrenia is a severe and destabilizing
psychiatric disorder with devastating effects on both
its victims and their families. Furthermore, it extracts
enormous economic cost from societyl.
Schizophrenia is the most difficult to define and
describe among all the major psychiatric Syndromes.
Schizophrenia is a disorder with a low incrdence but
a relatively high prevalence and cost2 reflecting its
chronicity in many patients. Although incidence rate
is about two to three times lower than actual rate for
more restricted diagnosiss but the prevalence of
schizophrenia is same in the different counrries.
Prevalence of'Schizophrenia in Bangladesh is 0.6
percenta.\7ith a typical onset in late adolescence or
early adulthood schizophrenia generally follows a

Antipsychotic Effect of olan zapine and Risperidone in Acute
Schizophrenia Compared to Haloperidol

Khan Md. Muzammel Hossainl, AKM Mosharrof Hossain2, Gopal Shankar Dey3 Gulshan Ara Beguma,
Sayed Khaledduzamans, Begum Luthfun naher6Sr Md. Fakhruzzaaman Shaheed 7

Abstract

Documented effect and tolerability of typical
antipsychotic like haloperidol warrant to explore
the effect and tolerability of atypical antipsychotic
in the treatment of acute schizophrenia. To
compare the effect and tolerability of olanzapine
and risperidone with haloperidol in the treatment
of acute schizophrenia a study was carried out in
the Department of Pharmacology & Therapeutics
in collaboration with the Department . .of
Psychiatry, Sylhet MAG Osmani Medical College
Hospital. An open label, randomized controlled
clinical trial was conducted on 105 patients with
acute schizophrenia diagnosed by DSM-IV criteria
and Brief Psychiatric Rating Scale score. Patients
were randomized into three treatment groups,
Group I (n=35) received Haloperidol, Group II
(n=35) received Olanzapine and Group III (n=35)
received Risperidone for 3 weeks. Evaluation of
the patient's response was measured at 10 days
interval for 2 times by brief psychotic rating scale
scoring (BPRS). Adverse effects are scored with
Simpson-Angus Scale for EPS and Barnes
Akathisia rating scale.
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recurrent and chronic course. \7hile the majority of
the patients recover from their psychotic symptoms
iollowing their first episode oI illnesss.
They are subsequently at a high risk for a relapse
and, ultimately, for persistent morbidity in the form
of residual positive or a negative symptoms or
both6.Conventionai neuroleptic may adversely affect
patient's abilities to function and develop normaliy.
To avoid the adverse effects of conventional typical
antipsychotic, alternative atypical antipsychotic are
introduced. Atypical antipsychotic have been
heralded as a significant advance in the treatment of
patients with schizophrenia. Head to head studies are
lacking. There is little rational basis for selecting one
over another other than a patient's history of
response, lack of response or side effects.
The traditional antipsychotic binds Dz receptor fifty
times more avidly than Dr or D+ receptors. Several of
the atypical antipsychotic drugs have much less effect
on Dz receptors and yet are effective in schizophrenia
has redirected attention to the role of other
dopamine receptors and to non dopamine receptors
especially serotonin receptor subtypes that may
mediate synergistic effects or protect against the extra
pyramidal consequences of Dz antagonism.
Several studies conducted by others and established
that atypical antipsychotic has a greater ef{,icacy and
tolerabiiity profile-that demonstrates several benefit
over typical antipsychotic in psychotic over activity,
quieting the patient, extrapyramidal symptoms and
other side effect. To the best of knowledge no
comparative study had been done in our country. So

to compare the effect and tolerability of atypicil.
antipsychotic agents with a typical one in the
treatment of acute schizophrenia was the objective of
this study.

Materials and Methods

A randomized clinical triaT was carried out to
conduct a comparative study between haloperidol,
olanzapine and risperidone in the treatment of acute
schizophrenia. Patients having acute schizophrenia
diagnosed by DSM-4 criteria attending the
Psychiatry outdoor of Sylhet MAG Osmani Medical
College Hospital were enrolled as study population.
Sample was enrolled purposely in the study that
fulfills the inclusion and exclusion criteria. A total of
105 subjects who met the enrollment criteria were
purposively included in the study. For treatment
allocation randomization was done by lottery and

the sample was divided into three groups. To avoid
selection bias, there were three cards. One marked
with 'H' (for haloperidol), another marked with'O'
(f.or olanzapine) and other marked with 'R' (for
risperidone). The investigator himself shuffled the
cards and participating patients were asked to draw a
card blindly. If the patient got the card marked with
'H', helshe was assigned with haloperidol as Group-
I. . If the next patient got the card marketed with
'O', he/she was assigned with olanzapine as Group-
II. The consecutive patient mu$ be assigned with
risperidone as Group-III. All the patients were given
the study drugs for at least three weeks. Evaluation
of the patient's response was assessed on 10th day
and 27st day by brief psychiatric rating scale scoring.
Effectiveness was evaluated by scoring the severity of
schizophrenia by scoring of brief psychiatric rating
scale (BPRS). During drug therapy patients were
instructed to report to psychiatric department or to
investigator i{ any problem'aroused. The safety of
the drug in terms of adverse events encountered
during the course of treatment was assessed by
scoring Simpson-Angus Scale for Extrapyramidal
symptoms and by scoring of Barnes Akathisia rating
scale for drug induced akathisia . Data were collected
by researcher himself with designed questionnaire.
A11 statistical analysis was done by SPSS 15.0 version
for windows software package. The result was

expressed as mean + SD, 95% confidence limit was
taken as level of significance. BPRS score was
analyzed using analysis of variance (ANOVA).
Categorical variables were analyzed using a U2 test.
Ethical permission was obtained from the
Institutional Ethical Review Committee of Sylhet
MAG Osmani Medica-l Coliege Hospital to
undertake the present study. \X/ritten consent was
obtained from each subject who voluntarily
consented to participate in the study

Results

In the incidence of age of the patients of different
treatment groups shows majority of patients
belonged to 27 to 40 years age group. No statistical
significant difference was observed among these
groups in term of age distribution (F:0.337,
p:O.715). Mean duration of suffering was
4.97+5.83, 4.55t5.11 and 6.1.x5.3t years for the
patients of Group I, Group II and Group IIi
respectively. No statistical significant difference was
observed in term of duration of suffering among all
groups (F : 0.452, p : 0.a52).
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Age (in
year)

a20

2t-40

>40

Total

Mean + SD

Table I: Incidence of patients of different groufs by
age and duration of disease

Group

Group I Group II
Haloperidol olanzaPin

10 (28.6)# 1 QO.O)

21 (60.0) 2s (11.4)

4 (tt.4) 3 (8.6)

3s (100.0) 3s (100.0)

29.06 + 9.98 "r.1'rt
Duration(Y

iili], 
= 
r, 4.ei-+5.83

In all groups male were predominant. In Group I
77.1o/o, in Group II 57.1o/o and in Group III7L.40/o
were male. No statistically significant difference was

observed among group in term of sex distribution
(x':4.35, p:0.178). In Groupl 88.6% patients had

schizophrenia and 1,L.4o/o had schizophreniform
disorder. In Groupli 82.9o/o had schizophrenta,5.To/o

had schizoaffective disorder and ll.4o/o had

schizophreni{orm disorder. In grouplll 80.0olo had

schizophrenia, 5.7o/o had schizoaffective disorder and

14.3o/o had schizophreni{orm disorder. No statistical

significant difference was observed in term of clinical
diagnosis among groups (x2:2.31,, p > 0.578).

Table II: Incidence of sex and clinical diagnosis in
different groups

Group

Group I Group II GtSlp I11
Risperido

ne

2s (7t.4)

10 (28.6)

35
(100.0)

28 (80.0)

2 (s.1)

s (14.3)

35
(100.0)

Table III: Incidence of BPRS score in different groups

Group
BPRS
score Group I Group II Group III

Haloperidol Olanzapine Risperidone

11 .91 x 6.79 45 .97 t 7 .52

28.69 t 6.89 31.29 t 5.91

11.00 t 1.45 18.69 t 5.73

Group III
Risperidone Baseline 47.54 + 8.69

At 1o'h 
34.17 + 6.21

davs

xi zt- 
22.31. + 6.6e

days

4.-55t5. I I

13 (37.1)

19 (s4.3)

3 (8.6)

3s (100.0)

28.40 x.

10.66

6.1+5.31

No significant dif{erence of BPRS score (F:1.031,
p:0.350) among different groups was. observed on

baseline. At 10'h day significantly lower BPRS score

(F:6.532, p:0.002) was observed in Group II
(olanzapine treated group) than Group III
(risperidone treated group) and Group I (haloperidol

treated group). At 21" day significantly lower BPRS

score (F:35 .469, p < 0.001) was observed in Group II
(olanzapine treated group) than from Group III
(risperidone treated group)
(haloperidoi treated group).

and Group I

In detail the percentage changes (reduction) of BPRS

score among the three groups are as follows:
Group 0-10th day l0th-2Lst day 0-21st

d^y
Group 0-10th day 10th-21st day

Group-I 28.1.o/o 34.7ok

Group-II 36.to/o 61..67o

Group-III 31.9o/o 40.2"/o

Percentage changes of haloperidol were 28.1o/o,

34.7o/o and 53.0% on 10th day, 2lst day and (0-21sd

day respectively. The most Percentage reduction
(53.0%) was observed on (0-21st) day. Percentage

changes o{ olanzaptne were 36.10/o,6t.6o/o and75.5o/o

on 10th day, 2lst day and (0-21st) day respectively.

The most Percentage reduction (75.5'/.) was

observebed on (0-21st) day. Percentage changes of
risperidone were 31.9o/o, 40.2o/o and 59.3o/o on 10th

day,21.st day and (0-21st) day respectively. The most

Percentage reduction (59.3"/") was observebed on (0-

27st) day, So among three drugs the most percentage

change (75.5o/o) was observed in olanzapine treated

group on (0-2lst) day.

0-21st day

51.0%

7 5 .50/o

59.3'lo

Sex

Male

Female

Total

Clin diag

Schizophre
nia
Scz affec
disorder
Scz phrn
disorder
Total

Haloperidol
21 (11.Dtl

8 (22.9)

3s (r00.0)

31 (88.6)#

0 (0.0)

4(11.4)

35 (100.0)

Olanzapine

20 (s7.r)

ts (42.9)

3s (100.0)

29 (82.9)

2 (5.1)

4 (r1.4)

3s (100.0)
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Adve
rse

effect

Prese

nt
Abse

nt
Total

12 (r1.3)'

'1 th1 / I

3s (1oo.o)

3(86)

lr 191 4)

3s (1oo.o)

10 (28.6)

25 (71.1)

35 (ioo.o)

Table IV: Incidence of adverse effect in different
groups

Group

i,.
signi{icant F:L.475, p:O.na). Rating scores for

,drug induced akathesia were 0.09 + 0.28, 0.09 +
0.37,0.23 t 0.43 in Group I, Group II and Group
III respectively on 10'h day and 0.03 t 0.17,0.03 +

0.77 and" 0.09-,.+ ,.0.28 on 21" day. No significant
differences (F:1.778, p :a.ff 4; F:0.829, p :0.a390)

were observed among groups in term of Barnes

akathesia r ating scale statisticaliy.
Table VI: Incidence of the patient's outcome in
different srouDs

GrouP

Group I Group Il Group III

HaloPeridol 
olanzapine Risperidone

29 (82.e) 3s (100.0) 32 (9r.4)

6 (11.2) 0 (.0) 3 (7.6)

3s (100.0) 3s (100.0) 3s (100.0)

Table VI shows the treatment outcome at the end of
the trail. From Group I effective outcome were seen

in 82.9oh patients and lack of clinical response were

seen in 17.27o patients. From group II effective

outcome were seen in 100.0% patients. From group
IiI effective.outcome were seer in9l.4o/o patients and

lack of clinical response were seen in 7.60/o patients.

Statistical significant difference was observed in term
of treatment outcome among groups (x2:6.56,
p:0.038).

Discussion

Schizophrenia is a mental illness that is among the
world's top ten causes of long'-term disability.
Amon! psychiatric disorders, schizophrenia is the
most disabling and requires a disproportionate share
of mental health servicesT.Most studies evaluating the
comparative efficacy of atypical antipsychotic during
its clinical developmental trials have used haloperidol
as a comparative agent because o{ its prove n efficacy
in treating schizophrenias. In the field of
antipsychotic, olarzapine and risperidone are newer
member. Haloperidol works well but gives to a

number of side-effects which may lead to drug
discontinuation. On the other hand, olanzapine and
risperidone has so far been tested as an equally
effective to haloperidol with high safety pro{i1e.
Most of the patients of the study belonged to 21. to
40 years age group. There was ro statistical

Group I
Haloperidol

Group II Group III
Olanzapine Risperidone

Table VI shows the adverse event observed in
different treatment groups during trial. More adverse

events 34.3o/o were observed in group I, than 8.6o/o

and 28.60/o in group II and group III respectively.

Statistically significant difference was observed

among these groups in term of adverse effect
(x2:7.04, p:o.o3o).

Table V: Incidence of Simpson Angus and Barnes
Akathisia rating scores in different groups

Group

Treatment
outcome

Effective

Lack of
clinical
response

Total

Simpson
Angus
Score

Base line

At 10'h days

At 21" days

Rating
scale for
drug
induced
akathesia
Base line

At lO'h days

At 21" days

Group I

Halop6rido
I

Group II tlff'
olanzanine RisPerid

' one

0

0.63 t 1.09

0.14 t 0.36

0

0.09 t 0.28

0.03 t 0.17

0

0.1 I t 0.40

0

0

0.09 t 0.37

0.03 t 0. 17

0
0.80 t
2.59

0.11 +

0.,53

0
0.23 t
0.43

0.09 t
0.28

At baseline Simpson Angus score was 0 in all group.

At 10'h day o{ foilow up mean score was 0.63 t 1.09,

0.11 t 0.40, and 0.80 t 2.59 tn Group I, Group II
and Group iItr respectively, differince were not
significant (F:1.633, p:0.195). At day 27" day mean

score for Group I was 0.14 + 0.36, Group II was 0

and Group III was 0.11 + 0.53 were aiso not
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significant difference among three treatment groups
in term of age distribution and duration of disease

b>0.05). Different clinical types of schizophrenia
(Schizophrenia, Schizoaffective disorder and
Schizophreniform disorder) among the study groups
were also not significant (p>0.05). Baseline BPRS
score among different groups was alike but after
three weeks treatment olanzapine and risperidone
group achieved more reduction of BPRS score than
the haloperidol group (p<0.001) and Olanzepine
was the most effective drug.
Tran' compared olanzapine and risperidone in a

double blind 28-weelcs prospective trial with 339
patients who met DSM-IV Criteria for
schizophrenia, schizoaffective disorder or
schizophreniform disorder. Both olanzapine and
risperidone were safe and effective. Olanzapine
demonstrated significantly greater efficacy in
negative symptoms> as well as overall response rate
(40olo decrease in the positive and negative syndrome
Scale totai score). A statistically greater proportion of
the olanzapine-treated than risperidone-treated
patients maintained their response at 28 weeks based
on Kaplan-Meier surviva-l curves. The incidence of
extrapyramidal side effects, hyperprolactinemia, and
sextual dysfunction was significantly lower in
olanzapine-treat ed than risp erido ne-treated p atients.
In addition, statistically significantly fewer adverse
events ril/ere reported in olanzapine-treated patients
than their risperidone-treated counterparts. In the
current study the response rate as effective outcome
was best seen in the olanzapine treated group (100"/")
compared to that of risperidone (9lo/o) and
haloperidol (82.9'/r) treated group. The results were
statistically significant (p : 0.038).
Conley'ocompared subjects (n:377) who met DSM-
IV criteria for schizophrenia or schizoaffective
disorder were randomly assigned to risperidone or
olanzapine for 8 weeks. The two study groups were
similar at baseline except that the olanzapine group
was slightly younger than the risperidone group.
Similar proportions of the risperidone and
olanzapine groups reported extrapyramidal
symptoms Q4o/o and 20olo, respectively). Severity of
extrapyramidal symptoms was low in both groups,
with no inter-group differences. E{ficacy was
determined by Total Positive and Negative
Syndrome Scale scores and scores on the five Positive
and Negative Syndrome Scale factors which were
improved in either group at week 8. There were
overall inter-treatment differences in efficacy. They
concluded that both treatments were well tolerated

and efficacious. Analysis of age group in the current
study found that age between 21. to 40 years were
ntost among other groups although that result was
not significant (F:0.337, p:0.71"5). Efficacy was
determined by BPRS score where positive and
negative symptoms were included in which lowest
BPRS score was observed in olanzapine group at the
endpoint. More patients of haioperidol treated group

Q4.3"/.) were suffered from adverse effect than
risperidone Q8.6"/.) treated group and the least (8.6%)
were observed in olanzapine treated group. This
result was statistically significant (p > 0,001)
Haloperidol is a comparator because of its excellent
efficacy in schizophrenia. Although there were more
withdrawn because of side-effects with this drug, but
those who were able to tolerate it had a response rate
of 98o/o8.In the current study the most adverse effects
were aiso observed in patients of haloperidol treated
group Q4.3'/.) than olanzapine (8.67") and
risperidone Q8.6"A treated group and effective
outcome found 100.0% in olanzapine group than
91.4o/o in risperidone and 82.90/" in haloperidol
grouP.

A retrospective mulicentre observational study was
done by Pelagottill. From the meta-analysis of this
study confirms the results were shown that
olanzapire might imply a lower risk of dropout than
risperidone and olanzapine had more effective
outcome as well. In the curreflt study the most
effective outcome were shown in olanzaptne treated
group.

An international, multicenter double-blind trial by
Tollefson12 compared olanzapine and haloperidol
over 6 weeks. Olanzapine demonstrated superior to
haloperidol in reducing BPRS score and other
secondary measure. 66.5o/o patients of olanzapine
completed than 46.80/o haloperidol treated patients
for 6 weeks. In the current study more reduction of
percenrage change (75.5"/.) of BPRS score were
observed in olanzapine treated group than
risperidone treated group $9.3'/") and haloperidol
treated group (53.07"). In Simpson-angus rating scale
score were 0; (0.11 10.53) and (0.1a t 0.36) in
olanzapine, risperidone and haloperidol treated
groups respectively at the end point reflected less

EPS in olanzapine than risperidone and haloperidoi
treated groups.sikichl3compared the efficacy of
olanzapine and risperidone with l-" generation
molindone. No significant different in response rate
of molindone: 507o, olanzapine: 34o/o; rrsperidone:
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46o/o. In the current study most effective out come
'were seen in olanzapine:100.0%, risperidone: 91..4o/o,

haloperidol :82.9o/o.

The antipsychotic was classified as effective if the
patient's mental status improved sufficiently to no
longer necessitate acute in-patient care. Such patient
was moved to alternate form care. The antipsychotic
was classified as ineffective if in the treating
psychiatrist's assessment, the patient had made no
significant improvement after 3 weeks of
treatment8.In the current study, in haloperidol group
82.9o/o of patients had effective outcome and 17.2o/o

had iack of clinical response) in olanzepine group
100.0% had effective outcome and in risperidone
group 91,.4o/o patient's treatment outcome was found
effective and 7.60/o had lack of clinical response.
Statistically significant better treatment outcome was
observed in olanzapine and risperidone group than
that of haloperidol group ftr:0.038) and olanzepine
was the most effective drug among three drugs.
Volavkala compared the efficacy and safety of three
atypical antipsychotic (clozapine, olanzapine, and
risperidone) with one another and with haloperidol
in the treatment of patients urjth chronic
schizophrenia or schizoaffectiv.e-djsadec.Coosbrcnr
with current study they found that atypical
antipsychotic druf were more effective than
haloperidol.

Purdonrs found that olanzapine has some superior
cognitive benefits relative to haloperidol and
risperidone. The three treatment groups showed no
difference related to either in dystonia or dyskinesia
at end point. Parkinsonian symptoms showed
marked changes in between groups, in contrast
comparisons showing more improvement in the
olanzapine Broup compared to the haloperidol group'
So, in the current study -atypical antipsychotic,
olanzapine and risperidone ale more effective than
haloperidol in the treatment of acute schizophrenia.
Olanzepine is the most effective and safe among
these three drugs. Because the percentage changes
(reduction) of BPRS score of three study drugs,
olanzaprne group shows maximum reduction (75.5"/")

than that of risperidone group $9.3'/") and
haloperidol groups (53.0%). Olanzapine shovrs
maximum tolerability in term of adverse effect than
that of risperidone and haloperidol groups. Because

more adverse events were observed in haloperidol
group than in olanzapine and risperidone group
(p < 0.05). Extrapyramidal syndrome and drug

induced akathisia was almost similar among groups
(P > o'05)' 
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procedure provides a safe, rapid and accurate

fiugrrosi, in patients having lung mass lesion as well1'

CT:guided FNAC also provides an accurate diagnosis

lungl mass lesion even if it is small lesion. In one

strriy it is concluded that CT-guided-FNAC of small

thoracic mass lesions (one cm or smaller) can provide
a high diagnostic accuracy rates-approaching those of
l*.gEr lesilns'. In cases of maiignancy- of the lung

cytlop ath olo gical dia gno-s-is f rom material obt ained .by
CT-guided 

"FNAC- offers ? quick ard .specific
diagiosis which helps clinician's - implements

approprlate measures 
- Iike chemotheraPay. .uld

rriiorh"trpay as wel16. It has been concluded in
different liieratures that CT-guided FNAC has very
high sensitivity rates in regarding malignant lung
l.Jiorrr. On 'the other hand post procedurai

complication like pneumothorax, pulmonary
haemorrhages and haemoptysis is very minimal'
Severe chionic obstructive pulmonary diseases,

bleeding. diathesis and pulmonary arterial

hyp ertelnsion are relative c o ntradicat ions7.

Material and Methods
A total of 27 patients were included in this study that
had lung lesions that were suspected to 

-be 
neoplastic

lesions i, *ort of the cases in chest radiographs and

CT scan. Consecutive CT- guided FNAC of lung

lesions of these patients were performed in private

clinics and diagnostic laboratories in Sylhet town,
from July 2008 to June 2O1O with immediate

cytological assessment.

E*.l.rtltt crltertawere patients who were not able to

hold their breath, or patients having severe COPD,
bleeding disorder and contralateral pneumonectomy'
Proper 

"aseptic care was taken by- cleaning t!-. *'^"
s.rrfa.. with povidone iodine be{ore every FNAC'
Aspiration *u, dot 

" 
by using 219, 88 mm long spinal

,..d1. through percutaneaous transthoracic

approaches, identifying the lesions in the exact

s".tioo by CT scan afte? the measurement of the site

of entry of the needle, route of the needle, and the

distance between the skin and the lesion of the CT
scan monitor. The Patient's position was supine,

Computed tomography-guided fine needle aspiration cytology of lung
lesions: A study of 27 cases.

Md. Abdul Mazid Khan1, N.K. Saha2, N.K.Paul3, Md. Forhad Hossaina

Abstract
A total of 27 Patients of comPuted

tomography (CT) guided fine needle aspiration

cytology of lung lesions were studied over a

period of July 2008 to June 2010. Out of 27 cases,

SS.ty" (n = 23) were male and t+.9% (n = 04)

were female. Most of the cases were above the age

of 50 years. Cytologically 13(48.14o/o) cases were

neoplastic lung lesion and remaining 1a(51.85%)

cases were non-neoplastic lung lesion. Among the

neoplastic lung lesion most common tumour was

,q.rr*o.tt cell carcinoma 8(61.5%) followed by

adenocarcinoma 04(30.7o/o) and ol(7.6'/,) small cell

carcinoma. In 14 cases of non-neoplastic lung

lesions 7(50%) cases were lung abscess followed by

granulomatious inflammation 4(2S.57%).No post

procedural complication were noticed. In
conclusion CT guided FNAC of lung lesions is

safe and reliable procedure for early diagnosis of
lung lesions.

IoMTAJ 2010;e(2)l

Introduction

Percutaneous trans-thoracic finel needle

aspiration cytology is well established diagnostic

tools for cytologiial evaluation of lung lesion. At-

present .o*prrt"i tonography (CT) guided FNAC of
i"riorm of t^he lung is- *1d"1y practiced at several

institutions where- facilities for standard imaging

technique and cytopathology are available. The

The OMTAJ
Volume 9 Number 2: JulY 2010
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f Lrnrpured rontography-guidcd llnc needle aspiration cytology of'lung lesions: A study of 27 cases

'--:!ne, or lateral decubrtus depending on the site of
. iition of the lesions. Fo11o.r'ing placement of the
-:.=Jie, a CT-scan slice was taken to ascertain
-. ^:..rh.er the trp of the needle .r'as -r,ith rn the lesion.

- -:: :rspirate rvas obtained by to and fro and rotating
,:r -.-:ments of the needle wrth in the lesions and five
. -.-1r sme;1rs were prepared from the sample rn the

-T scan rooln. The sme:rrs .r.ere immediately fixed
-.- :l:r: 95% alcohol and strrincd with papanicolou
'.-:liqr-re. The preparecl slides were than examined
.. :: -i:.r' light microscope.
-- --.-los'r,rp CT sc?1n u'r-IS done in ever\r paticnr to
..,: out rvhether pncumothorax deveioped or not.
-,,-rough all patients were observed carefully
::=iirer there is any post procedural complications

-..- -loped or not. No active trcatment rvas required
:- in\- of these p;1tients.

Results

l',ri of 27 cases 21(77.77o/o)were male ancla6(22.22'k)
- .i-r iem,rle the ysungsst patient was female of 41
-.:rrs \rrhereas oldest patient u,as male of B0 years,

-:-.rn rrges of p:rtients 56.9 years. A genderwise

-r:sir-ibution shorvs th;rt mean ?tge was 57.2 years for
.:-= m:.rle patients itnd 47.3 r.ears for the female

:.rrients. The srgnificant findings of the present study
:s r-naxininnl rni11e patients rvert' in the age group 51-

'rl r-i;rrs rlnd no femal.' p:rtients were found in the age

.r'or-rp 71-8Cve;rrs.

C,-rr of 27 cases definitive cytological diagnosis rvas

r'rt;rine d in 24 cases and rest three cases were

:lconclusive and descriptive reports were given to
:ire patients. Among 24 cytological diagnosed cases

^l(+8.1%) were malignant and 7(25.9"/,) were

-rragnosed as lung abscess and remaining 4(14.8) cases

-r.-:re diagnosed as granulomatous inflammation
:' :o1ogical1y consistent with tuberculosis. Out of 13

::r;Lign,rnt cases B(51.53%) were squamous cel1

c.ircinomas, 4(13.76"/") were adenocarcinoma and

-tl .69"/r) rvas sma1l cell carcinoma. No metastatic

lung tumour was diagnosed in the
Microscopically both the
inflammatory lung lesions'and lung
classical cytomorphological feature.

Present serles.

granuiomatous
abscess shor.ved

able-Il: FN diasnosis of patients (n=

Lung
lesions

C1.to1ogical
di,rqnosis

Number
of cases

Pcrcentage
(%)

Prinary
lung
tumoLrr

Sqr-ramous cell

carcinoma
8 29.62

Adcnocirrcinoma 1 14.8 1

Smal1ce11

c'.rrcinonta
1 3.74

Benign (

non-
Neoplastic

Granulomatous
inflammation
cytologically
consistent with
tuberculosis.

4 14.8 1

Lunq abscess 7 25.92

Inconclusive 3 l1 11

No post procedurai complication was observed.

Discussion

The accuracy of CT- guided FNAC in the diagnosis

of thoracic masses has been widely reported8. In our
study we try to see the findings of CT- guided

FNAC of lung lesion.
In this study all the 27 patients were adults the peak

incidence were in the age group (51 -60 years) which
was same as that was reported in a recent study 5.

The mean age was 56.9 years which was almost likely
similar to another recent study 3. The age ranged

varies in most of the study from third to eighth

decades whereas a study of 190 cases of thoracic mass

lesions, the age ranged varied from sixty to 83 years2.

In the present study male patients are 77.7o/o and

female patients are 22.3o/o which were also more were

comparable to observation made by others'.
In this study- lung tumours were located more in the

right side than in the left. In order to zone wise

distribution of lung tumour on the basis of CT- scan

and sex distribution of

03(11.11

la 07.a3y"
a7 ()\ 9)o/^

03 (11.11ol.
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Coprputed tomography--uuidcd tlne needle aspiration cytology oflung lesions: A study of27 cases.

finding it was observed that upper zone is the most

common site of lung tumour.
Most of the lung lesions were quite large in the

present study ( 15 out of 27 lung lesions ) were more

or less 4-B cm in diameter. The lesions were more

variable in size (t.Z-tl.6cm) than those reported in
other series6.

Considering cytological diagnosis it was observed

that maximum lung lesions were non-fleoplastic 14

cases out of 27 cases. Among the neoplastic caases all

were malignant lung tumour. Among the malignant

lung lesions majority were squamous cell carcinoma

(B cases out of 13 cases) which were comparable to
other observation5'7.

No metastatic lung tumour was found in the present

study. Among the benign and non neoplastic lung

lesaions granulomatous inflammation consistent with
tr.rberculosis were 4 cases and lung abscess were 7
cases. The incidence of inconclusive (unsatisfactory

for diagnosis) 3 cases is in our studies was less than in
other series6'8. The inconclusive results were due to
scanty aspirate and inadequate ceilularity.
In conclusion CT-guided FNAC of lung lesions is a

safe, rapid and reliable procedure for the early

diagnosis of f.itg lesions. On the basis of
cytomorphological features it also can provide

subclassification of lung tumour.
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Abstract

The purpose of this study was to evaluate the
ability of serum CA125 level, to discriminate a
benign from a malignant ovarian lesion. A total of
75 cases from July 2008 to June 2009 who had
ovarian tumor and tumor like lesions on the basis
of clinical findings were included. Serum CA 125
assays and histopathological examination of ovary
were performed in all cases. Serum CA125 level
was more reliable in discriminating benign and
malignant ovarian lesions. The sensitivity,
specificity, positive predictive value, negative
predictive value were 80.95%, 81.48oh, 62.96Yo
91.66% respectively. This study was mostly
consistent with others published in the literature.
An elevated pre-operative level of CA 125 is
invariably associated with post surgical diagnosis
of ovarian cancer.

IoMTAJ 2010; e(2))

Introduction

Ovarian cancer is charactertzed by few early
symptoms, presentation at an advanced stage and
poor survival. As a result it is the most frequent
cause of death from gynecological cancer. A
premalignant precursor f.or ovarian cancer has not
been identified, limiting the focus of screening at
pres€nt to detection of asymptomatic and early stage
of disease. The relationship between stage at
presentation and survival in ovarian cancer has long
beea provided a rationale for efforts to improve
outcome by detection of early stage disease. During
the last decade, a research effort has been directed
toward improving outcomes for ovarran cancer by
screening for preclinical, early stage disease using
both imaging techniques and serum markers-.
Numerous biomarkers have shown potential in
samples of clinically diagnosed ovarian cancer
patients but few have been thoroughly assessed in
preclinical disease and screening. The most
thoroughly investigated biomarker in ovarian cancer
5glggning is.CA125.

CA125 antigen is a high molecular weight
glycoprotein expressed by fetal amniotic and
coelomic epithelium. The surface epithelium of
normal fetal and adult ovaries do not express CA125,
except expressed by a large proportion of epithelial
ovarian cancers. CA125 was initially detected using a

murine monoclonal antibody OC 1,25 raised in
response to immunologic challenge with an ovarian
cancert. CAI25 as a screening test was initiated by
the fact that approximately 83o/o of patients with
epithelial ovarian cancer had CA125 leveis
) vu/ml'.
However, it has some limitation in eady detection of
ovarian carLcer due to nonspecificity. Serum CA 125
may be increased in endometriosis, PID,
adenomyosis, pregnancy and other malignancies iike
lung, breast and prostate cancer. And it may not be
increased in mucinous carcinoma of ovary'. In spite
of these situations, studies were carried out by
different authors to see the serum CA 1.25levels in
clinically diagnosed cases of ovarian cancer with
taking different cut off values for differentiating
benign from malignant tumor. The sensitivity and
specificiry of those study were ranged from760/o - 83
o/o and 78o/o - 95o/o.a' 

t'o'' Serrm CA L25 is the current
gold standard tumor marker in evaluation of pelvic
masses to distinguish benign condition from
malignant. Upper limit for a normal serum level of
CA t25 is commonly 35U/rrl and above this level is
suspicious of ovarian malignancys .The purpose of
this study was to evaluate the ability of serum
CAL25 level, to discriminate a benign from a

malignant ovarian lesion.

Materials and Methods

A total 75 cases presenting with ovarian lesions

reported in the inpatient and outpatient department
of Obstetrics and Gynecology of Sylhet M A G
Osmani Medical College Hospital and JRRMCH
from July 2008 to June 2009 were consecutively
selected in this present study. Serum CA1,25 assays

and histopathological examinations of ovarian lesions

,. . O\IT-{J 81 Volume 9 Number 2: Jr.riy 2010
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were performed in all cases. The serum CA125 was

determined by MEIA technique for quantitative
measurement (IMX, Abbott Laboratories, USA) e.

The optimal cutoff value of serum CA125 was

35U/m1.2 'o''r''2
Postmenopausal status is defined as more than one

year of amenorrhea or age older than 50 years in
women who had a hysterectomy. \7omen who did
not meet these criteria were classified as

PremenoPausal"' 
Results

The age of patients ranged from 15 to 75 years.

Considering the decade as a group, patients were divided
into seven groups. The maximum number 21 cases (28.0%)

belonged to the age group 21 to 30 years.

Among the histopathpiogically confirmed diagnosed cases

o{ 75 ovarian lesions, 54(72.0o/o) cases were benign rumors

and 21.Q8.0ok) were malignant tumors. Of the 75 cases of
ovarian lesions, 51 (68.0%) were premenopausal and 24

(32.0'/r) were posr menopausal. Of these 51 premenopausal

cases, 41 were benign, 1.0 were malignant tumor. Of the

total 24 postmenopausal cases 13 were benign, 11 were

maiignant tumor. The result is shown in tabie I
Serum CA 125 assays and histopathological examination of
ovary were performed in all cases. Serum CA125 was

<35U / mI in 48 cases and > 35Ulml in 27 cases, Of these

48 cases 44 were benign, 4 were malignant. Of the rest 27

cases L0 were benign ard 17 were malignant. The result is

shown in table II.
Among the premenopausal group, in 34 cases serum

CA125 were (35Ulml and 17 cases serum CA125 were

> 35u/rni, Among the post menopausal group, in 13 cases

serum CA125 were <35ulml and 11 cases serum CA125
were ) 35U/mL The result is shown in table III
Sensitivity, specificity, positive predictive value and

negative predictive value of serum CA125 were determined

b/ .o-pr.ing with final histopathological dirgnosid.

Serum CA125 in evaluation of ovarian lesions had

sensitivity 80.95o/o, specificity 8 1.48olo, positive predictive
value 62.960/o and negative predictive value 91.66%. The

result is shown in table IV.
Table I: M I status distributisa n

Menopausal
status

Histopathologic nature of the mass

Benign Malisnant
No (%,) No (7o)

Premenopausal 4l(7 5.97o) l0 (41.6Vo)

Table II: Comparison between serum CA1,25 and
ist athological nature of ovarian lesions

Serum C41.25
(Cut off value

3s U/ml)

Benign Malisnant

No (%) No (%)

<35IJ/ml 44 (8r.5./o) 4 09.Ay,)
>35U/nt 10 (18.s%) 1z (81.0%)

Total 54 ,100"/"\ 21 (100%)

Table III: Comparison of
status

serum CA125 and
I

Table IV: Sensitivity, specificity, positive predictive
value and negative predictive value of serum CA1,25 (at
cut off level 35Ulml)
Efficacy of serum CA125 Percentase (70)

Sensitivitv 80.95
Specificity 81.48
Positive predictive value 62.96
Negative predictive value 91.66

TP:T7 FP:10 TN:44 FN:4;
(TP:True positive, TN: True negative, FP:False
positive, FN : False negative)

Discussion

In the evaluation of ovarian lesions there are several
methods in obtaining a preoperative diagnosis. Any
method used to obtain a preoperative diagnosis must
be entirely reliable and also provide a diagnosis in a

large enough proportion of patients to achieve its
objective.
CL125 is a useful preoperative test for prediction oI
the benign or malignant nature of a pelvic mass.
Predperative serum CA1.25 appears to be of
prognostic significance in . ovarian malignancy.
Several studies have .reported preoperative serum
CAi25. levels in relatibn to stage and histological
type of ovarian malignancy. There is general
agreement between these reports that serum CAl25
levels are elevated preoperatively in B0o/o-85o/o of
women with epithelial- ovarian cancer. Disease

Postmenopausa
I

t3(24.15o) I l(52./1(7 )

Total 54(1007o) 2t (t}u,1)

u

Menopausal
status

Serum CA125 (Cut off valuc J5

U/m1)
<35 U/rnl

No (o/o) No (%)

PremenoDausal 34 02.3Yo\ 1.7 (6A.7v,)

Postmenopausal 13 Q7.7./,) 11(39.3o/,,)

Total 47(1.00'/o\ t8 (1007,)

The OMTAJ Volume 9 Number 2: Juli, 2010
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disseminated outside the ovary is associated with
elevation of serum CA,1.25 rn )90o/o of cases. Patients
with eariy stage disease are less likely to have an
elevated serum CA125 preoperatively and are
known to have a better prognosis. The majorities of
epithelial, ovarian malignancies are disseminated at
presentation, associated with an elevated serum
CAl25 and have a poor outcome.
In present study, optimal cut off value of serum
CAl25 was 35Ulm1 in contrast to other studies,
vzhere the cutoff value ranged from 1.0 -200 U/ml but
most of the authors used cutoff level of serum
CAL25 at 35ll / rnl e'ta'11' 12' 

'o . Large screening trials
for ovarian cancer indicated the use of serum CAl25
cutoff value at >35U/ml as suggesting malignancy.
Therefore, the level of o-:s Uf;l of l"r.rm'CAtis
has been used as normal value in most laboratories.
Serum CA,l25 at cutoff level of 35U / ml was found to
be better in distinguishing ovarian cancer from
benign tumor and tumor like lesions with increased
specilicity, positive predictive value ''.
On the histologic basis, among the 17 malignant
cases were correctly predicted by serum CAt25
as malignant and 44 cases were correctly predicted as

benign lesions. In the present study the sensitivity,
specificity, positive predictive value (PPV), negatiye
predicrive value (I.IPV) for serum CAl25 were
B0 .9 5o/o, B L. 48o/o, 62.9 60/o and9 1,. 6 60/o resp ectively.
The value oJ CA 125 as a potential screening tool has
been assessed in separate snrdies.
Einhorn and co-authors (1986) found that sensitivity
78o/oand specificity 95o/o by estimation of serum CA
125 rn ovarian lesions'. Vasilev and co-authors (1988)
found that sensitivity 78%, specificity 78olo and
positive predictive value 28o/o- by serum CA 1.25

estimation of ovarian lesions'. Gadducci and co-
authors (1994) found that sensitivity 76.8o/o,
specificity 93.8o/o, positive predictive value 91.5% and
negative predictive value 82.4o/oo. Asif N and co-
authors (2003) found that sensitivity 83Yo and
specificity 82oh by serum CL 1,25 of ovarian lesion.'.
The result o[ the present study is near similar with
observation by those authors a's'6'7.

In conclusion despite adyances in the medical and
surgical treatment of patients with ovarian cancer,
eariy diagnosis is relatively uncommon event, and
death from disease occurs in most women diagnosed
with this malignancy. To reduce disease related
mortality are now focusing on early detection of
disease during its preclinical phase.
In this perspective serum CL125 and its corr-elation
with hiitopithology, it may be concluded that, this
easy, highly beneficial method would be used as

guide to a surgeon about surgical procedure to be
undertaken.
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Abstract

This study was designed to see the correlation
between endoscopic and histopathological
findings and to provide histological types of
malignant tumors. The study was done on 105
patients from January 2006 to December 2009 at
Popular Diagnostic Complex, Sylhet. Age of the
patients ranged from 19 to 100 years with a mean
of 59.88 years. Endoscopic specimens were taken
from all 105 patients. Three biopsy samples were
taken from each patient. Out of 105 cases,
endoscopically 70 were malignant and 35 were
benign or uncertain lesions.Tissue diagnosis
showed 43 benign, 56 malignant and 5 dysplastic
lesions. Among 70 endoscopically diagnosed
malignant lesions, 51(72.86'/r) were proved as
malignant, 6(8.570/0) as dysplastic and 13(18.57%)
cases were provgd as benign lesions by tissue
diagnosis. Out of 35 benign or uncertain lesions
diagnosed by endoscopy, 30(85.71%) cases were
proved as benign and 5(7+,25%) cases as malignant
by tissue diagnosis. Among the 55 malignant
lesions, 34 were esophageal carcinomas and 22
were gastric carcinomas. All the dysplastic lesions
were seen in the esophagus. Number of biopsy
specimens, size of the biopsy specimens, biopsy
sites of the lesions, type of tumors and serial
sectioning of biopsy specimens are important to
provide accurate tissue diagnosis.

IOMTAJ 2010; e(2)l
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Introduction

Cancer is a growing probleml. Gastrointestinal
cancers are a world wide problem and Bangladesh is
not afl exception. Incidence of gastrointestinal
carcinomas varies widely and mortality from these
carcinomas are quite. significant in our country
though there are no such statistics about it. Upper
gastrointestinal tract is a common site for neoplasms,

especially malignant tumors. \Torldvzide, gastric
adenocarcinoma is the second most common cancer
and carcinoma esophagus is the sixth leading cause of
death2'3. Early detection of malignancy greatly
improves the survival rate of the patients. The 5-year

survival ralr- of. early esophageal cancer is 83.5olo and

early gastric cancer is more than 90o/oa.

Over the past 30 years, there has been a remarkable
progreis in the various techniques used in the
diagnosis of gastrointestinal cancer. The advent of
endoscopy and endoscopic biopsy has greatly
facilitated the detection and diagnosis of
gastrointestinal lesionss. The modern video
endoscope offers great opportunities for the diagnosis

and management of gastrointestinal lesions.

Endoscopy not only allovrs inspection of the lesion
but also permits to take biopsy specimens from
lesional sites. The advantage of taking biopsy
specimens is to give precise histopathological
diagnosis of all gastroesophageal surface lesions.

Tissue diagnosis is the confirmatory test o{ arry

gastroesophageal surface lesions as the endoscopist
rr.'ay give wrong interpretation because of the
variable external appearances. Biopsy has been

proved to be the most accurate technique in the
diagnosis of ulcerating lesions6. In most cases, the
endoscopist is asked to identify the benign or
malignant nature of a mass, ulcer, stricture or other
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mucosal abnormalities. But the endoscopist may not
be able to giye a conclusive opinion in all cases. The
prrmary role of biopsy is to verify malignancy and ro
give histologic types of tumors.

\X/ith this background the present study has been
designed to see the correlation between endoscopic
and histopathological findings and to provide
histological types of malignant tumors.

Materials and Methods

The study was done on 105 patients at Popular
Diagnostic Complqx, Sylhet from January 2006 to
December 2009. Of the 105 patients, 73 were male
and 32 were female. These parients were studied by
endoscopy and biopsy. Biopsy specimens were taken
from all mucosal lesions seen in the esophagus,
stomach and duodenum. The biopsy specimens were
obtained from margin of the lesions of each parienr
using Olympus video endoscope. After each

procedure, the endoscopist recorded an opinion of
lesions-benign,malignant or uncertain. The tissub was
fixed in 10o/o formalin and processed routinely. The
sections were stained with hematoxylin and
eosin(HErE) stain.

Results

This study was done on 105 cases. Of rhese, 73 were
male and 32 were female with a ntio of.2.28:1.. The
age of the patients ranged from L9 to 100 years with a

mean of 59.88 years. The age of the patienrs
diagnosed as having malignancy by histopathology
ranged from 30 to 100 years with a mean age ol 60.95
years.

Endoscopic findings of t05 cases are shown in table-
1. Among 47 esophageal lesions, 42 were malignant
and 5 were benign or uncertain lesions. The
uncertain lesions are those in which no definite
diagnosis could be given. Out of 51 gastric lesions, 24
were benign or uncertain lesions and 27 were
malignant lesions. In the duodenal lesions,
endoscopically 6 were benign or uncertain lesions
and 1 was malignant lesion. Table-11 shows the
histopathological diagnoses of 105 cases. Among 47

esophageal lesions, 7 were benign, 34 were malignant
and 6 were dysplastic lesions(dysplasia grade-1).
Among 51 gastric lesions, 29 were benign and 22
were malignant. Histologically, all 7 duodenal lesions
were proved as benign lesion. Among 34 malignant
esophageal lesions, 29 were squamous cell carcinoma
grade-l and 5 were squamous cell carcinoma grade-
t1,. Out of 22 malignant gastric lesions, all were
adenocarcinomas in which 27 were intestinal type
and L was diffuse type. Histologically, 7 esophageal
lesions were diagnosed as benign which inclnded
slluamous papilloma(1) and chronic esophagitis(6).
Among 29 benign gastric lesions, 28 were gastritis
and gastric ulcers of different types and l- was
hyperplastic polyp.

Table-l11 shows histopathological opinions in
malignant lesions diagnosed by endoscopy. Among
42 endoscopically diagnosed esophageal cancers,
histopathologically 33(78.57o/o) were malignant,
6(14.290/0) were dysplastic and 3(7.14'/.) were benign
lesions. Out of 27 gastric cancers diagnosed by
endoscopy, histopathologically 18(66.67'/.) cases
'were diagnosed as malignant and 9(33.330/") as

benign. One duodenal cancer diagnosed by
endoscopy was confirmed as benign lesion by
histopathology. In total 70 cases diagnosed as

rrralignant lesions by endoscopy, 5t(72.86olo) cases

showed positive results by tissue diagnosis, 6(8.57o/r)

cases showed dysplasia and 13 (1,8.57'A cases were
proved as benign lesions. TableJV shows
histopathological opinions in endoscopically
diagnosed benign or uncertain lesions. Among 5

benign or uncertain esophageal lesions, 4(807o) were
diagnosed as benign and lQl'/.) was ffi malignant by
histopathological examination. Among 24 bentgn or
uncertain gastric lesions, 20(83.33Vo) cases were
diagnosed as benign and 4(L6.67olo) cases showed
positive results for malignancy by tissue diagnosis. In
6 benign or uncertain duodenal lesions, all were
diagnosed as benign by tissue diagnosis. In total 35

benign or uncertain lesions, 30(85.71"/0) cases were
proved as benign and 5(1,4.29olo) cases as malignant by
tissue diagnosis. Esophageal carcinomas were present
in middle and lower third. Majority of the gastric
carcinomas were present in the antrum.
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NLrm6er'

Of
prti ents

Sites of
lesions

B en ign/r-rncertain
lesions

Malignant
lesions

4l Esophaous 05 12
51 Stornach 1+ 21

01 Duodenum 06 01

10-5 35 70

Table-l: Endoscopic {indings in upper gastrointestinal
tract lesions.

Table-11:

Discussion

Neoplasms of upper gastrointestinal tract, especially
malignancy, are one of the ieading causes of death
worldwide. The primary role of upper
gastrointestinal tract endoscopy is cancer detection.
The advent of endoscopy and endoscopic biopsy has

gready facilitated the detection and diagnosis of
gastrointestinal lesions5. The endoscopist should
provide adequate biopsy material to verify and

confirm the diagnosis, so that appropriate therapy
can be instituted. Many studies indicate that biopsy
of the mucosal lesions provides an extremely high
accuracy of tissue diagnosis. Many patients have had
an early diagnosis of gastric carcinoma from a biopsy
specimen of benign appearing gastric ulcer. The
accuracy of tissue diagnosis in gastric malignancies
varies widely. Graham et a17 found that first biopsy
specimen yielded a correct diagnosis in 93o/o of
esophageal carcinomas and 70% of gastric
carcinomas. Three additional biopsy specimens

increased the diagnostic accuracy to more than95o/o.
-With seven biopsy specimens more than 987o cases

showed positive diagnosis. In the present study, the
nqmber of biopsy spercimens taken were three and
the biopsy specimens yielded positive diagnosis in
7B.57Yo cases of endoscopically diagnosed esophageal

cancers and 66.67o/o of endoscopiclly diagnosed

gastric cancers.

Jhere is a tendency among endoscopists to take
more biopsy specimens in obvious cancers and less in
endoscopically considered benign lesions. Dekker
and Tytgats advocated to take at least 10 biopsy
specimens in suspicious gastric lesions. Graham et al7

found 45Yo positive tissue diagnosis with one

specimen, 69ok wrth two, B3o/o with three, 91olo with
four and 98olo with seven. This indicates that the
acarracy of tissue diagnosis is directly related to the
number of biopsy specimens. In the present study,
the findings of 72.860/0 positive diagnosis of
malignancy from three biopsy specimens in both
esophageal and gastric lesions nearly corroborates the
findings of previous study'. fn contrast to the tissue

diagnosis in mucosal lesions of stomach, submucosal
or intramucosal tumors of stomach provide
difficulties in tissue diagnosis. Such iesions include

int
Histopathological
nal tract lesions.

findings in upper

Table-111: Histopathological opinions in endoscopically
diagnosed malignant lesi

di d benign,/uncertain lesi

rolntestlnal tract leslons.
Number

of
patients

Sites of
lesions

Benign
lesions

Malignant
lesions

Dysplnstic
lasions

41 Esophagus 01 06

-51 Stomach 29 22
01 Duodenum 01

10-5 43 56 06

eslons.
\ Lrn'rber

rf
latients

Histopathological plnlons
illull)L(rP

fiagnosis Benign Malignant Dysplastic

11

isophageal
lancef

)3(1.14|z) )3(18.51Vo) )6(t4.294t,)

)_1

iastric
lancer

)9(33.33% lE(66.61Vo)

I

)uodenal
lancer

r(100% )

70
13(18.517r: 1(12.86Vo) )6(8.51%,)

Table-1Vr Histopathological opinions in endoscopically
10ns,

Number
rf
rxtients

lndoscopic
liagnosis

Histopathological
rpinions

Benisn Malisnant
l5 Benign,/uncertain

:sophaseal lesions
o1(80%) l(2A"/,)

)_4 Benign,/uncertain

Iastric lesions
20 (8 3.3 3 "/") )4(16.67%)

l5 Benign,/uncertain
Juodenal lesions

06(i0070)

l5 30$5.7t /o\ )5/14.29Yo\
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lymphomas, infiltrating gastric adenocarcinomas,

carcinoid tumor, leiomyoma and leiomyosarcoma. It
has been found that an increase in the number of
biopsy specimens would be helpful to increase the
diagnostic yield of the submucosal, intramucosai and

infiltrating lesionse. In the present study, 1'4.291o

cases of endoscopically diagnosed benign or
uncertain lesions of esophagus and stomach were

proved as malignant by tissue diagnosis. In study of
Graham et al7, 17o/" of. all lesions thought to be

benign endoscopically, were subsequently proved as

malignant by tissue diagnosis. Graham et a17 also

found that 7o/o cases diagnosed as malignant by
endoscopy were found to be benign by
histopathology. In the present study, t}.57o/o cases

diagnosed as malignant by endoscopy were also

found to be benign by histopathology.
Besides the number of biopsy specimens, a number

of other factors may influence whether the result of a

biopsy of a malignant lesion is positive or negative. It
has been suggested that biopsy specimens should be

obtained from the edge and base of the gastric ulcer.

Hatfield et a1t0 obtained greater than 95o/" accutacy

by taking biopsy specimens from both the base and

rim of the ulcer. In the present study, biopsies were

taken from the margin of the lesions and may be a

reason of low positive tissue diagnosis. Serial

sectioning of the biopsy specimens has been

suggested as an important factor to increase the
diagnostic accvracy'. During the endoscopic

procedure, significantly larger, deeper and

histologically more acceptable biopsy specimens

should be takenl1. Because smaller specimens tend to
fragment more easily and are technically more
difficult to process correctly even multiple sections

are taken. The type of tumors whether early,

infiltrating or exophytic has been reported to
influence the results. \Tinawer et al' showed 1ow

positive result(33olo) in infiltrating lesions. Advanced
gastric carcinomas of the exophytic type and mass

type ulcerating carcinomas usually provide no
difficulties in tissue diagnosis.

In conclusion it has been found that number of
biopsy specimens, size of the biopsy specimens,

biopsy sites of the lesions, type of tumors and serial

sectioning of the biopsy specimens are important to
provide accurate tissue diagnosis. It can be concluded

that a prospective study can be carried out with
endoscopic biopsy and endoscopic cytology to see

whether these two methods combined can increase

the diagnostic Yield' 
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Abstract

This cross sectional descriptive study was carried
out in two district hospitals to see the components
of working environment the nurses are satisfied
with and the factors for which they are dissatisfied
as well. Study was conducted in Narayangonj
Sadar Hospital(NSH) and Adhunic Sadar

Hospital, Kishoregoni during the period of April
2005 to June 2005 for partial fulfillment of MPH
(HM) course in the National Institute of
Preventive and Social Medicine (NIPSOM),
Mohakhali, Dhaka. Both the hospitals were.
selected by purposive sampling and the nurses{

totaling 60 were by convenience sampling. Data
were collected by the researcher himself f.rom 57

nurses as 3 of them were not available at the time
of data collection. Findings were mostly positive
as nurses expressed their satisfaction regarding
freedom in daily work(lt%), getting cooperation
from colleagues (oz'/o), doctor-nurse relationship
(97"/,) and getting respect from society (87.50oh)

but majority of them (94"/r) expressed their
dissatisfaction regarding the number of
subordinate staffs and more than half (53%)

regarding workload.

IOMTAJ 20L0;e(2)l

Introduction

Among the health service provider's nurses are

personnel vrho remain in closest contact with
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patients and interacts in many ways. They fill in the
gaps between doctors- patients, hospital- patients,
services- patients and so on by virtue of their
position in the organization and the assignment

given. They can minimize the anguish of diseases

with their sympathized professional help & have

ample of time to cover social aspects of medical

servlce.
More over nurses work for patients who are in
obvious physical discomfort of various intensity and

mentally stressed and so are their relatives and

aftendants. So, in one hand we never know how such

a group will react in a critical situation and on the
other hand how the nurses will response to the
situation. A healthy person has many problems,
demands 8a desires and unending thirst for
achievements 8a success and ready to try for years

together. Now, in contrast to healthy one a sick

persor has only one problem that is his disease and

.Lis only thirst is for cure but not ready to tolerate
any delay or discrepancy. Memortzing all these and

many other factors and situations nurses are to
deliver their services in the best possibl e way .

To perform this artistic task of nursing the diseased,

nurses must have good physical and best mental
capability. In order to keep the nurses in a sound

mental condition 8a motivated towards the
fulfillment of patient needs, a good working
environment is essential, and could be considered as

primary requirement. So, the present study was

designed to identify the factors with vihich they are

satisfied and dissatisfied as well and to find out the
ways to provide a good positive working
environment.

Meterials and methods

This was a cross sectional descriptive type of study
conducted in Narayangong Sadar Hospital (NSH)
and Adhunic Sadar Hospital, Kishoregong (ASHK)
among the nurses (excepting supervisors) with the
aim to see their working environment. Both the

\florking Environment of Nurses in Two District Hospitals
Ferdous (Iasan', Rubina Sultana ',Md. Al-Mohaimin3, Suprava Dasa

the
the

J.
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' : ,,-,r-' -.-,'.r.- selected by purposive
. - - :-i :-- r,r.:har is \SH is situated near to

' -..-:.:-.' :,:nti- of he:rlth service facilities
--.- --SF^K is the onlr- hospital in that area

-. r-,..:.: r 'big dilference in patient loads. A
- )-:r:',- nurses \lrere selected by systematic

. . ,-r-:-:lq method, 30 (thirty) from each of
- .-. :iil I (ts.o) in ASHK and 01 (one) in

" . - ::-: :rot ar-ar1ab1e at the time of data
. -- S:,. rhe ,rctual sample size was 57(fitty

- --. ii:ration of study period was from April,
" -,-:::. 1C05. Data .n ere anal1r5si in the

' ,, -::.iit,,ite of Preventive and Social Medicine
- - - l.: . \Iohakhali, Dhaka. The information and

. :.: -r-.rin the respondents were collected by the
-.,:: irimself b1. fxgs- to-face interview using a

. :--:r.11re consisting of both close ended and
. -:--i-C qr.lestions.

Results

: :: itrength, Patient load and staffing:
''i:::r angong Sadar Hospital : This hospital was

,- -,sned rvitli 31(thirty one) beds as Thana Health
- ---:--s. Thereafter, this hospital was moderntzed
.--. -,:creased its bed strengthio 1OO(one hundred).
-,. ::-se nt, the number of nurses is 56(fifty six);

- -:-;i .rs adequate, so the number of beds in relation
:-r: patients load ranging from 7O(seventy)

- :::netr') , although r.vards and cabins of some
r:r.ritrlertS are srtLlated in different floors making
. --rc,.rlt to cover with the same group of n.rrsei
..::qn.'d for both. There is no dormitory for nurses.
l', -, gr,rard at all is appointed and is rather surprising
r:..1use the area is known as 'crime zone' .

,lccasional threats to the nurses and other workers at
::rghts are common, and even at dry times.
=,ectrician and Plumber are not appointed. Number
-rl \{LSS and cleaners found insufficient
\dhuni Sadar Hospital, Kishoregong :

Thrs hospital was established with 50(fifty) beds.
Thereafter it was modernized and named Adhunik
Sadar Hospital, Kishoregong and the number of beds
.,r'as increased to 100(one hundred) The average
number of admitted patients always exceeds 200(Two
hundred) with a highest number o{ 269(two hundred
sixty nine) patients as recorded in the month of
August, 2004. The number of nurses is inadequate;
oniy 44(forty four) . Number of MLSS and cleaners
is negligible & some outsider found to control
visitors at the gate. It has a doctor's quarter and a

dormitory for the nurses with in the hospital
compound.
Table - I : Distributiorr of the respondents by their
opinion regarding working environment
N= 52

Opinion
Key Hiehlv ^ Poorly Total:-. '. 5atrslled Uncertarn.lJrssatrstred^ .Varlables satrstred lJlssatrstred

Fr.cclom in u)6d"'JY (oq,) (q8%)
act lY l t1/

Getting
respect 6 14

from (10 5olo) (77'Y.)

societ,v
Doctor - D 3d
nurses ,. (ll.5Y") (b.l'/")
relatronshlp

) )t
Vt,rklo.td ,. .,,,, ,,,; ,

\-'.J u! \-" 'y

0057
(c% ) (o e") (1cc%)

4

(7"0

0

(0%)

16

(2870)

c057
(0?") (o%) (10c7,,

1. ?7 )7 57

(20,6) (47./") (17%) (100"1)

1

(2"/")

J

(5 5"/")

2

(3.57")

057
(0_"/") (1c0o/o)

457
(0e" ) (100,x,)

1.4 57

(24.5"1, (100%)

Co-
operation
from
colleagues

Number of
subordinate
sta{f

38 17

(670/0) (29.5o/o)

4

(7"/,)

2

(3 5)

11
(2"/") (2'Y")

In table-1 opinion of the respondents regarding six
key variables reflects that among the respondents
highest 98.25'/.(56) are satisfied in relation to
freedom in daily activities and lowest 1.15o/o(l) are
satisfied in relation to number of subordinate staff.
Unlike other aspects of job considered in this study
the percentage of highly satisfied respondents in
relation to getting cooperation from colleagues
66.66'/"(38) and doctor-Nurse relation, to number of
subordinate staf{ +l.lz"t"Ql) and in relation to
workload 66.66"/0(38) are the two aspects the
respondents expressed their dissatisfaction in the
highest percentage.
Figure - 1: Aspects of job the nurses are mostly
dissatisfied with.

Cl Satisf ied Dissatis{ied I Uncertain

6
E

o
o-q
o
0c

o
oo
6

oo
o

EL

100'/"
90"/.
ao'/o
70"/"
60"/.
50"/"
40'/.
30"/"
20'/"
10"/"

o"/"
Number of subordinate workload

stalfs

Aspects of Working Enviroirment

Figure 1 shows that the nurses are mostly dissatisfied

with the number of subordinate staffs & workload.
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Figure - 2: Aspects of fob the nurses are satisfied with
in good percentage.
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Aspects of Working Environment

burnout among nurses.6 Increasingly, professional

orgafrrzJ:tiorrs and state and national commissions are

challenging nurses) hospital administrators, and

health-care orgarrizatrons to improve the practice

environment for staff nurses in order to reap the

benefits, particularly patients' safety and nurses' job

satisfaction and retention.6'7'8 Achieving such

improvement requires a baseline reading of staff

.rl-rrrer' Perceptions of the health of the work
environment, implementation of improvement

strategies, and confirmation of the success or failure

of the strategies by clinical nurses at the front line'6

In the present study six key variables were seiected

related to working environment' These are ranked in

relation to the percentage of highly satisfied and

satisfied respondents. From highest to lowest are-

freedom in daily activity 98.25"/0(56), getting respect

from society 87.71'/"(50) , getting cooperation from

colleagues 96.5"/0(55), Doctor-nurse

relationship96.50/0(55), workload 40.35'/"Q3) and

number of subordinate staff 3.5"/"Q). The results

were satisfactory in all aspects excePting in regard to

the number of subordinate staffs and workload'

Though patients load is more than double in ASHK

than in NSH and the number of nurse in the former

hospital is only three fourth of the later one.. So,

theie is some discrepancy in staffing norm that needs

to be minimized. Linda identified ten variables for

working environment of nurses' She mentioned

,"uror,"Ll" work load is the one of the variable of

good working environment.e
-orley mentioned that a larger percent (25%) of
nurses had left a position in the past due to moral

distress compared to 1.3o/o in 1995. Their highest

level of moral distress was due to inadequate

staffing.loRoseline mentioned that in general;

nurses had better opinion of doctors' work than

doctors had about nurses' work. Nurse-doctor

working relationships were statistically

significantly affected by staff shortages, disregard

for one's profession, and hospital management

and government policies.l' In this study nurses

comment was positive about the relationship

between doctors and nurses .

Leonard mentioned that doctors can do much to

improve the nature of their relationship with nursing

Figure 2 shovzs that almost all the nurses are satisfied

regarding freedom in daily work, cooperation from

colleagues, doctor-nurse relationship and getting

resPect from societY 

Discussion

The present study was designed to see the working
environment of nurses in two district hospitals of

Bangladesh. Becaus-e the nursing work environment

,rot or,ly impacts ,,..rrr", and also impact patientsl'2'r'

Unhealthy nursing work environments have been

demonstrated to contribute to nursing turnover'

Nursing turnover destabilizes the nursing workforce

and coupled with the nursing shortage, leads to

,hort-rt"ifirrg and use of contract labor, both which

have been associated with threats to patient's safety

and patient's satisfaction with their health care .'

Martha also stated that the nursing shortage is

negatively affecting the quality, effectiveness, and

timeiiness of patient care, which warrants a

transformation of the nursing work environment'a

Agency for Healthcare Research and Quality of the

US Department of Health and Human Services also

stated that the work environment for nurses that

likely have an impact on patient safety.tMarlene

mentioned that Safe patient care is directly and

positively linked to the quality of staff nurses' work

environments. Healthy work environments are

empirically linked to Patients' satisfaction and to

retention, reduced turnover, increased attraction, job

satisfaction, and lower degree of job stress and
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colleagues by professionai respect, common sense,

involving awareness, act and sensitivity.12
Another important finding came out from this study
regarding work place safety. It was revealed that
there was no guard in NSH and nurses face some
security problems especially at nights. Linda stated
that work place safety also affects the nursing
environment.e So, improving work place safety need
to be ensured.

Highest degree of dissatisfaction revealed by the
nurses in respect of number of supporting staff that is

cleaners and MLSS. They are not only needed for the
nurses' activity but also for the maintenance of
cleanliness and for essentially needed hospital
hygiene; a prerequisite to prevent cross infection. It
should be worked out to recruit adequate supportiqg
staffs. A11 district hospitals are not to bear same

patients load. So, information regarding the patients
load in different hospitals should be recorded and

staffed accordingly.
Recomrnendation:
1. Hospitals should be staffed according to the

number of patients.
2. Safety of the workers should be ensured.

6.

5.
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Abstract

This study was carried out to know about the
common prevailing diseases among under 5

children's in a rural population of Sylhet and
Shunamganj Districts. This cross-sectional study
was conducted among 350 children below 5 years
of age from the period of August 2009 to October
2009. The data was collected by using pre-tested
questionnaires with the help of a check-list. The
study revealed that the majofity (46.66%) of the
respondents (mother) were within the age group
oI 26- 35 years and majority (a0.56%)of them were
illiterate. The study reveals that (26.92%) children
suffered from diarrhoeal diseases (23.90%) acute
respiratory tract infection,(12.83%) skin diseases ,

(8.93%) worm infestations. It was found that
highest prevalenci of diseases occured where the
mothers were illiterate, diarrhoeal diseases

(52.34"/"), acute respiratory tract infection
(36.32"/,), skin diseases (41,.1.9,/,), and warm
infestation (8.93 Yr). Lowest numbers of
diarrhoeal diseases (t,+0"/"), acute respiratory tract
infection (1.58%), and skin diseases (1.960/") found
in under 5 children where mothers level of
education was HSC and above

toMTAJ 2010 e(2)l

Introduction

Every year about 10.5 million children die before

their fifth birthday in developing countries of the

\X/orld. A large number of these deaths occur during
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the first year of life. Nearly 70o/o ol these deaths are

due to Acute Respiratory tract infections. Diarrhoeal
diseasei Measles, Malaria and Malnutrition

'.Bangladesh is a developing country and its total
population approximately 134.8 million. Since a

large portion of population, about 16 million is 0-5

years aged children and there is high incidence of
infant and child morbidity 2. \7orld health Assembly

adopted Integrated Management of Childhood Illness

(nvICD as a cost effective strategy for reducing under

Five Childhood Morbidity and Mortality and

promoting child growth and development and

survival 3. Regarding common prevailing diseases

acute respiratory tract infection (ARI), acute

diarrhoeal disease (ADD), malnutrition, warm
infestation and skin diseases are commonest diseases

found in rural area of. Bangladesh. Children with
ARI make up a large proportion of patients seen by
health workers in health centers, and 25-40o/o ovt
patients visit by young patients in developing

countries are sufferers of ARI 4.ARI alone

contributes about 40-50oloof paediatric out patient

visits and 30-40o/o of paediatric admissions in
hospitals in Bangladesh 5.In rural areas of Bangladesh

a child under 5 years old experience two to three

episodes of acute respiratory infections6. Problem of
malnutrition is a national issue in Bangladesh where

93.8Yo of the children are suffering from different

grades of malnutrition 7. Severe protein erlergy

malnutrition was often associated vzith infections,

commonly diarrhea B0% and pneumonia 56% among

children requiring nutrition rehabilitation in an

urban nutrition centre in Bangladesh 8. ARI alone or
in combination with actte daarrhoeal diseases and

protein energy malnutrition is the second most

Prevailing Common Diseases among Under 5 Children in a Rural
Population of Sylhet and Shunamganj District

Md. Sadullahl, Shibbir Ahmed2, AZM Monzurul Hoque Chowdhuryl, Yasmin Shammi Ahme3
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common cause of prevenrable death in children
under 5 in Bangladesh e. Skin diseases is considered a

serious health problem in developing countries .In
Bangladesh 30-40 o/o of our people are suffering from
skin diseases of which about 80% are suffering from
scabies and pyogenic infections 10.

More than BOo/o of our total population is residing in
rvral area, which is very poor and mostly deprived
from modern health facilities than urban population

".One of the study shows that rural people are

getting 50% less modern health facilities than urban
population " The aim and objective of present study
was to collect information about the prevailing
common diseases among under 5 children, socio-
economic status and the level of mothers education
in rural community.

Methods

This descriptive type of cross-sectional study was

conducted in a rural community from the period of
08'h August , 2OO9 to 22"d October, 2OO9 among 360

children below the age of 5 years. The study was

conducted " in the villages of Sylhetiapara,
Banjamahal, Pakri, Nipara, Shikarkha, Debgram,
Datagram, Suterkandi of Jaintapur, Biantbazar and

Chhatak :upazrlla of Sylhet and Sunamganj district.
Sampling method was non-random (convenience)

type and data were collected by face to face interview
with parents (mother) by 4'n year MBBS students of
MAG Osmani Medical College, Sylhet with the help
of pre-tested semi-structured questionnaire and a

check list. Simple statistical methods is applied for
data analysis.

Results

Table

of the

prevailing diseases among under --5

Table 11. Ed

Table III. Common
children in both sexes

'r Multiple responses
Table IV. Common diseases among under 5 children's
and level of mothers education

able 11. .Educatlonal status of the respondents.
Level of education Yumbers ?ercentaze Vo

Illiterate 146 40..56

Read & write 4l r 3.06
Up to primary 90 25 00
Up to secondary 56 15.56
SSC t7 i 11+.t-

HSC 04 1.10
Total 360 100

Position

.Rank)
Common diseases PprnpnfILaBt

I Diarrhoeal diseases zl4 )-6.92

2
A.cute respiratory tl'ac
nfection

190 13.90

3 Skin diseases 102 I I .5.)

4 Worm infestation 1 3.93

5 Fever 1 7.61

6 Measles +7 ).9 I
1 Chicken pox +3 t.41
8 Ear infection ld +.78

istribution of the respondents
Age (years) Numbers Percentage 7o

<15 0 0
16-25 r46 40.55
26-35 168 46.66
36-45 43 tt.94
>45 03 0.85
Total 360 100

il
to

lomrnon
li scases

rnder 5

Mothers
:ducation.
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rhe study revealed that. among 360 resno,n"ilnt; ::::: u';i$Jo;?:'?J'r'J-"rtld';(t'fiiltil
11t,":;% ffi:i1"'l?:''ffi:-,':"X.:?"?;:::i 'l*,.i:iiffi ,,lf ,".io!:H,;1"#?: 

1s

vears followed by (40.55olo) were in the 
^g'" 

grorrp oi conventional idea that low socio-economlc groups

'16-25 years. Majority o{ them *"'" l[it"tu'" ate ""i""t'Uft 
to malnutrition and infection'

(40.56./.) forowed ;;rlo"i. 1*rrr. education tn"*"""r, irrir-r."ay revealed that not only under 5

(1.5.56'/") Regarding 
'occupation4 

:""' ;;;;;; 'h'1d';;^;i-io- 't,,' 
families but also middle class

(e3.88%) were house;f. ;;i (3.33%) -.;. il;;;. fr*ili" ;" ;;;;; su{fer from different tvpes of

(40.28"/") hrd irr.om"^"f irfi 1.rr'tht,, 5CO ut'd di'"u'"'';hii;t"" from low socio-economic families

136.940/0) had in.ori" 
-t"i*."r, 

taka SOOOiOOOO' suffer more from acute respiratory tract infection'

Regarding age ot ";; s-thild"" *"'"i;;?;'"8%i Ji*'r"t'i diseases' skin infection and warm

within the age group of 2-3 y"r^ toito*ed by irrr"*rlJrr.rrr" .n*a.en of middle and affluent class'

Qg.44./o)v/ere up ,o'orr. year of ,*. .;;;;; ,-h'" Lack of education, poor housing' over crowding '

,rnder 5 children 145.56o/")was male r"d (;;;fi;;t 1"* b;;h ;;ight-baby' age' sex' passive smoking' are

female. In this study (st.67o/,) *";;;;; 
"fi;; 

,rr" 'i'[]"to?' 
fo' the 'a'"tion 

of these diseases

colosrrum to the .t itJ,rrj (g 33%) did not do this. ^-.;;'ri;""i* 
s children. Bangladesh like other

Alr the under 5 child were breast ?*a.J ,"i d"-r"lJpirrg .ountries, more than l,utt of total death of

exclusive breast feeding g.en (42.g4qr"1 
'Mrjiii 

i ,rrrd., ! .f,ildr..r are related to directly or indirectly

40.1go/o) morhers *;;;e ih" .o*p1"me"t"'y'feeding " 
*i""ttt'tion'5'" Studv revealed that 9l'670/o

within 5_6 months. The study reveals ,;:i d;:r",") brbi", ;;;; given colostrum after birth which is verv

children suffered from diarrho"ul dir.rr'J, [ii;;; *r.h ;;;tL"t for the new born as it contains a

by Q3.g,o/r) acute respiratory ,ru.r-'i"i..1i"r, high ;;entration of minerals' protein and low

(L2.83"/.)skin diseaser, 1s.l:v"; *::*. infestations, sugar content andmany antiinfeciive factors which

V .67"/.) fever, (5.91Yo)'measles, and (5.a17") chicken ptottti' buby against 
- 

respiratory infections and

pox. com*o., p,.,",ing disease, T:;"J fiffi 5,.',;;'i;li:":i{,tt ,1" 
it'i' studv the intake of

children in relatron to le-rrel of *othtl'o"dt"'tio" colostrums 9l'67o/o is much higher than the

revears that, highest number of diarrhoear diseases ,rr*.iirr*. findings 77 '-7o/ool hannan et al ' Here the

(52.34"/"), acute respiratory trr.tirrf..tio' pe.lrV"1, q,":;i;"t" ti""a'itive breast feeding up to 6 months

skin diseases (41.1gyd, warm i,t"r.",ro], ,iig.fS"/"i, lryi;ir. 
*ntf' ft *"tf' lovrer than national level

fever (39.34"/"), measles (36.17%), ;;.[; n.; (59%) 
]o' Btt^" milk contains antibody to influenza'

(53.49./o), and earirrf..tior, 1l+.zzv.1tound , u'd tleir ,rrrt'"n""';;, #;;Lil"' pt""sis' c'diphth erra'" '

mother was an *literate . The study r.r.ril that the A*o;;;;*r'5 .nitatt" (45'560/') was male and

lowest numbers of diarrhoeal diseases (;;0"/"),;.;;. 1ss.++"21 *"s female',It appears that female children

respiratory tract. i;il;;" (1.58"/0), skin diseases '""'"Jo'" 
vulnerable to i"f"t'iott' In a famiiy the

(t.96./o),warm rnresration (1.40%), r*.rii;st;i,:"., u"r,lttJ*as allotted to male head of household and

measles (4.25"/,) found in under 5.hili':;;"dthti' t"*'fl tt'ita was offered only in 4'47o cas(s ''' This

*orh"r,l.,,"1 of 
"J"'u'ion 

was SSc and above ffii"5#:'*r*:',:,'-' -,.!o"i"'1"I;]', 
child's

Discussion D;;;;; is a major public health probiem in

Globally about 11 miliion children under 5 years of d;1;;;;;. tot""tit'' For children aged under 5

age die annually by common pr"r"n,,t"1"ii""""' ;"';' 
'i" "d"'eloping countries' a median o{ 3'2

A large ,r..r*b.lr' .i".iiiJrit.a "r.,iiJi'y 
and tpi"a"' tr di"rhea ottt""i per child-vear

mortarity is caused by acute 
.resp 

iratory tract Brri*rr.r .t mortality, 4'9 children per 100 per year '

infection mostry pneumonia, di^r:rh", *.rrr.r, d#l; ;. developing regions "-..i result of

malaria and malnrtrition in "".tr"y"r, 
ii ltre airlrrr".a iliness in rh. fL" 5"yr"' oi life' '' one of

developing S.rrr.i"l;;.-i" rf.. rt,rdy,'"" maiority 'h;^;;;iJ 
done by Khan at' al' in the rural

(93.gg"/o) of the respondents -y:i:, 
horr.*if. ,r,d ;;;il of P-e*;ar' Pakistan 2005' found that

i11i,.,,,.(4o,567").ili";,ty(+oz8%);;amonth1y,h;;;.;J;"..o,o','ffi
The OMTAJ
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14.00 Yo and the rank was second. In our study
26.920/o under 5 children suffered from diarrhoeal
diseases and the ranking is first which is much higher
then the study done by Khan et, al24'Diarrhoeal
diseases are commonly associated with unsafe water
and poor sanitation, poor food-handling practices.
Study done by Khan et. al, found that ARI was the
highest rank 27o/o among the diseases under 5

children " In our study 23.90olo children under 5

suffered from acute respiratory tract infection and
the rank is second, which is better than Pakistan. A
prospective community based study at Matlab has

shown ARI related mortality was 29o/o among under
five children 18.Breast feeding of infant in early life is
associated with reduced risk of respiratory infection.
A chiid who is exclusively breastfed has 25 times and
4 times less chance of death from diarrhoea and acute
respiratory infections respectively than a child who
is bottle fed 21.

Study revealed that 2.83o/o children suffered from
skin diseases have some simililaritie with the study
done by Khan et. al. 11.00 % Scabies is the most
common health hazard whose prevalence is common
in rural areas. Overcrowding, poyerty, poor hygiene
causes the spread of scabies. Fever is a common
health problem among the under 5 children. In our
study the rank is {ive 7.670/o which is much lower
then the study done by khan et,al 19.00o/o and the
rank was third.2a.

The study done by Khan et, al. found that the warm
infestation was 04.00% which is higher 8.93o/o in our
study. The most important way to control parasitic
diseases among under 5 children include simple
r .t
hygiehic measures. In spite of good coverage of EPI
vaccination, still the prevalence of measles is higher
5.9tYo in the study area.

In this study the children under 5 years of age

suffered from chicken pox (5.4to/") This is either due
to failure of the health care services to reach their
door steps or due to lack of knowledge of the
respondents about healthful life style.
In this study most of the common prevailing diseases

were found in under5 children's whose mothers have

no education (illiterate) as the diarrhoeal diseases

(52.34"/0), acute respir atory tr act infection (l O.lZVo),

skin diseases (41.18%), warm infestation (59.15o/"),

fever (39.34%), measles (36,170/0) and chicken pox

(53.49"/"). On the other hand the prevalence of these
diseases, diarrhoeal diseases (t. +OVo), acute respirarory
tract infection (1.58%), skin diseases (t.9eVo), warm
infestation (1..40'/0), fever (3.28o/r) and measle s (+.zs't")
found in lowest percentage among the children
whose mothers were literate up to HSC level and

above. Mother's education determine the knowledge
and practices regarding child nutrition, child
immunization, breastfeeding, childhood illness up to
5 years, child caring practices and management of
childhood illness at household level. Study done by
Mankar M et,al. found that prevalence of diarrhoea
among under 5 children was 21..42o/o in the baseline

survey, whereas in the end line survey (after health
education to the mothers of children) only 9.43o/o

children were found suffering from diarrhoea.t
This study reveals that the prevalence of acute

diarrhoeal diseases, acute respiratory tract infection,
skin infection, worm infestation and measles is high
in rural areas. It may be due to weak socioeconomic
conditions, lack of health consciousness of the
people, lack of knowledge about personal hygiene,
lack of proper sanitation, lack of modern health
facilities and inadequate coyerage of vaccination in
this area. Study done by Rahman et,al. mention that
rural people are getting 50o/o less modern health
facilities than urban population "'". More than 80%

of our total population is residing in rtral area,

which is very poor and mostly deprived from
modern health facilities than urban population 11

People particularly in the rural area, are still found to
believe in various kinds of superstitions 23. This study
reflects that, in rural areas of our country children
under 5 years were suffering invariably from
preventable common health problems
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and somatoform disorder and dissociative disorder
constituted l.3o/o ea.ch; and obsessive compulsive
disorder (0.7'/r). Prolong stay in orphanage more
than 5 years was associated with more psychiatric
illness (p=O.OZ:).psychiatric morbidity, especially
PTSD and MDD are comrnon in adolescent
orphan. However in order to generalize our
findings further studies are needed in this rcgatd.

IoMTAJ 201,0; e(2)]

Introduction

An orphan is a child who has lost both parents is
called an orphan. Flowever, the United Nations
Children's Fund (UNICEF), Joint United Nations
Programmed on HIV and AIDS (UNAIDS), and
other groups label any child that has lost one parent
as an orphan. Orphanage is the name to describe a

residential institution devoted to the care of
orphans 1

An Orphanage is often examined through
problematic psycho-social functioning of children.
The direct consequence of orphan hood is the
reduced availability of parental support.2 Orphan
children seems socially deprived. They tend to
encounter higher emotional distress, hopelessness,
and frustration than non-orphans.3
There is general agreement among researchers that
children placed in orphanage settings at a yolng age

and for long periods of time are at greatly increased
risks for development of serious psychopathology
later in life.a From this agreement, has emerged a

general notion that orphanages are breeding grounds
for many psychiatric problems.5
The absence of natural parents is the chief
characteristic of the inmates of an orphanage and
various kinds of psychological disturbances are
frequent in such a setting but no comprehensive
study has so far been reported from this country,
although thousands of children spend their child
hood in these institutions.
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Abstract

Orphanages are breeding grounds for many
psychiatric problems. Present study was designed
to find out the psychiatric morbidity among the
adolescent orphan. This was a cross-sectional
study conducted in the Department of Psychiatry,
Sylhet MAG Osmani Medical College Hospital,
Sylhet, Bangladesh during the period from July
2009 to June 2010. Hundred and fifty adolescents
orphan aged 11, to 16 years without severe mental
retardation irrespective of sex from nearby
orphanages in Sylhet were included in this study.
The age of the respondents was ranging from 11

to 16 years with the mean 13.0 t 7,6 years. Sixty-
two percent respondents were male and 38.0%
were female with a ratio of male to female
was1.6:1. Most of the respondents (87.3%) were
paternal orihan, l}.7o/o were double orphan and
only 2.0o/o were maternal orphan. The duration of
stay in orphanage was ranging from 4 to 10 years
with the 6.573 t 1.307 years; and the duration of
stay was up to 5 years in 25,3o/o and more than 5
years in 74.7% of respondents. Psychiatric illness
was present in 44.0o/o respondents. Post traumatic
stress disorder was the most common (15.3'/")
psychiatric illness followed by depressive illness
(14.7'/"), generalized anxiety disorder (8.7o/o),

phobic disorder (6.0"/,), conduct disorder (a.0'/,);
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Methods

This was a descriptive and cross sectional study

conducted in Department of Psychiatry, Sylhet M A
G Osmani Medical College Hospital, Sylhet during

period from L" July 2Oa9 to 3O'h June 2010. Study

popuiation collected from the nearby orphanages

from this institute. Adolescents orphan aged tt-1,6

years irrespective of gender were included but with
,"r.r" mental retardation were excluded from the

study. After fulfillment of the inclusion and

exclusion criteria purposive sampling was done to

select 150 adolescent orphans. The study Protocol
was approved by the institutional ethical committee

of Sylhet M.A.G. Osmani Medical College, Sylhet.

Firstly, informed consent was taken from the all

orphans and then interviewed using D\7ABA and

semi-structure questionnaire containing socio-

demographic and other relevant information about

psychiatric disorders. For diagnosis of psychiatric

Jirord.t, all attended were assessed subsequently

using ICD-10: criteria and confirmed by supervised

psychiatrist. The family history of psychiatric illness

of the subjects was assessed from the history given by

tl-re patients and tbeir care takers.

Statistical Analysis:
After collecting data, analysis was done with the help

SPSS (Statistical Package for Social Science) version

16.0. Quantitative data were analyzed by mean and

standard deviation. Qualitative data were analyzed

by frequency and percentage, and comparison carried

by Chi-square ([1 and Fisher's Exact Test. A

probability value (p) of < 0.05 (P < 0.05) was

considered statistically significant.

Results

The mean age of the adolescents 'was 13'0 t t.6 years

(range 1t to 16 years). Most of the orphans (42.70/,)

were in the age grouP of 11 to 1.2 yeats,38.6o/o in the

age group of t3 to 14 years and 18.7o/, in the age

group of 15 to 16 years. Out of L50"respondents

62.0o/o respondents were male and 38.0olo were female

with a ratio of male to female was1.6:1.

Among the respondents primary level of education

was in 45.3o/o, secondary level in 5L.4o/o and iliiterate

in 3.3o/o respondents.

Body mass index was less than 18.5 kg/m2

(underweight) tn 65.3o/o and between 18.5 to 24.9

kg/m2 (normal weight) in 34.7o/o respondents. There

was no significant association between psychiatric

illness and body mass index (P:0.516).

Most of the respondents (83.3olo) were from nuclear

family and only 16.7Y" were from ioint family.

Table:1: Distribution of demographic characteristics of

the orphan adolescent (n= 150)

Variables Frequency Percentage

Age group
1 1-12 years

13-14 years

15-16 years

Sex
Male
Female

Level of education
Illiterate
Primary
Secondary

Body mass index
<18.4
t8.5-24.9

Type of family
Nuclear
Joint

Duration of stay
<5 years

>5 years

Type of orphan
Paternal
Maternal
Double

64
5E

28

93
51

-5

68
17

98

52

t25
25

-1 45

tt2

131

3

lo

11?

3 8.6

1 8.7

62.0
3 8.0

-1.-)

4-5.3

5 1.4

65.3
34.1

83.3
r6.1

25.3
14.1

87.3
2.0
r0.7

The duration of stay in orphanage, up to 5 years was

tn25.3o/o respondents and more than 5 years in 74'7o/o

respondents. There was a significant association

between psychiatric illness and prolong duration

more than 5 years (P:0.023).
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Table: 1 1: Distribution of psychiatric illness according
to age, sex, BMI and duration of stay in orphanage

Variables Psvchiatric illness p value
Present Absent

6 ( r00.0) 0 (0.0) 0.082 \s

I1 (13.9) 6 (26.1) 0 20lr'
Conduct disordet'
Post traurnatic stress

disorder'
Somatofblm disorder'

Phobrc disorder
Dissociative disorder

Obsessive
compulsive disorder

o (o o) 
i,oo o,

4 (44.1) .5 (5r.6)

o (o o) 
i,oo o,

1(100.0) 0(0.0)

Age group

11-12 25 (i6.7)
years
13- 14 26 ( 17.3)
yeal's

15-16 t-5 (10.0)
years

Sex
Male 41 (21.3)
Fcnrale 25 (16.1)

Body mass
index

<1E.,1 .1-5 (30.0)
18.5-24.9 21 ( 14.0)

Duration of
stay

<51,ears ll(7.3)

U. I +..)

0.-t0l'NS
0. 1,13 \s

L-OOO, 
NS

0.429

0.978 -

0.5 16

0.023
>5 1,ears 55 (36.7) 57 (38.0)

Among the respondents (87.3'/") were paternal
orphan and 70.7o/o were double orphan and only
2.0o/o were maternal orphan. Family history of
psychiatric - illness was presenr in O.7o/o of
respondents.
Most of the respondents were student (96.7yo),
followed by unemployed (3.3.h). A11 the respondents
in this series were from lower class of socio-
economic status. Regarding religion 97.3o/o of the
respondents were Islarn by religion, followed by
Hindu Q.0"/.) and Christian (A.7,/"). Eighty-eight
percent respondents were from rural areas, !2.0o/o

from urban areas. Psychiatric illness was present in
44.0o/o of respondents and absent in 56.07o of
respondents. Psychiatric illness v/as presenr in 27.3o/o

of male and 16.7o/o female respondenrs.

Table 111: Common psychiatric illness in relation
to sex of the respondents (n= 150)

Common psychiatric Male Female p value
illness (n=93) (n=57)
Major depressive
disorder
Generalized anxiety
disorder

n oQ)'il3(61.91 8r38.1) ii"-
0.767' \s

9 \69.2) 4 t30.0t

Among the psychiatric illness, post traumaric stress

disorder was the most common (15.3%) followed by
depressive illness (14.0o/o), generalized anxiety
disorder (8.7o/o), phobic disorder (6.0olo), conduct
disorder (a.0'/"); and somatoform disorder and
dissociative disorder constituted t.3o/o each; and
obsessive compulsive disorder (0.7"/").

Table lV: Distribution of rispondents according
to type psychiatric illness (n= 150)

Type of psychiatric illness Frequenc Percentage

v
Depressive disorder

Generalized anxiety disorder
Conduct disorder
Post traumatic stress disorder
Somatoform disorder
Phobic disorder
Dissociative disorder
Obsessive compulsive
disorder

39 (26.0)

11 r r I lt

13 (E.7)

s2 (34.1)

32 (2t.3)

s2 (31.7 )
32 (21.3)

27 (18.0)

21

1-l

6

1-)

2

9

2

I

14 t)

8.1
4.0
r 5.3
1.3

6.0
1.1

0.1

There was no association between male and female
regarding common psychiatric illness such as post
traumatic stress disorder (p:0.201), depressive illness

b:0.992), generalized anxiety disorder G,:0.767),
phobic disorder (Ir:0.301), conduct disorder

b:0.082), somatoform disorder (lr:0.143),
dissociative disorder (p:0.143) and obsessive
compulsive disorder (lr: 1.000).

Discussion

In this study the age of the respondents was ranging
from 11 to L-6 years with the mean age of t3.Ol: t
1.599 years. The mean of the male and female did not
vary statistically significant (p:0.396). In this regard
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Margoob et al,6 studied the orphans of the age group

of 5 to 12 years with the mean age of 8'59 years.

Chaturvedi et al,7 found that the mean age of the

orphan children was 11.4 years'

In this study 62.00/o respondents" were male and

38.0olo were female, with a tatio of male to female

was1.6:1. In this regard Chaturvedi et al,7 found a

male to female ratio of.2.2t1'.

Among the respondents primary level of education

was in 45.3o/o, secondary level in 57.4o/o and illiterate

tn 3.3o/o. This study result was not suPPorted by

Chaturvedi et al,7 tbat 67.30/o of the children were

educated up to V class, 21.8o/o up to VIII class, and

one subject above VIII class'

In the present study most of the respondents (87.3o/.)

were paternal orphan, tO.7o/o were double orphan

and only 2.Oo/o were maternal orphan. This result was

supported by Sirinivasan and Raman.s They found

thit 55.5o/o were Paternal orphan, 78.5o/o were double

orphan and7.4o/o were maternal orphan.

In the current smdy most of the respondents (83.3"/")

were from nuclear family and only 1'6.7Yo were from
joint family. This result was correlated with the

study of Margoob et al,6 that 81.3% were from
nuclear family, !2.4o/o were from joint family and

6.3o/o were from extended familY'

The duration of stay.was uP to 5 years in 25.3o/o

respondents and more than 5 years in 74.7o/o

respondents; and there was a significant association

between psychiatric illness and duration of stay in

orphanage (p:0.023). This result was supPorted by

Shaheed, e that there was a significant relationship

between the duration of stay in the orphanage and

development of psychiatric disorder. Children and

adolescents who were stayed more than four years in

the institution had suffered more psychiatric

disorder. This may be due to adverse effects of

institutionalization on the children and adolescents'

Other study found no significant association between

psychiatric illness and duration of stay in orphanage'7

Psychiatric illness was Present in 44.0o/o of

respondents and absent in 56.0% of respondents'

This result was similar to the study of Margoob, et

a1.6 (zOOe), where they found that 42.!o/o of their

series of orphanage children had psychiatric disorder'

Stein et al, t0 reported the prevalence of psychiatric

disorder among children placed in care was 41.0 to

63.0Y,.

Post traumatic stress disorder was the most common

(15.3"/.) psychiatric illness followed by depressive

illness 04.A%), generalized anxiety disorder (8-7Yo),

phobic disorder (6.00lo), conduct disorder (4.0%); and

iomrtoform disorder and dissociative disorder

constituted L.37o each; and obsessive compulsive

disorder (0.7'/.).In this regard,Margoob et al,6found

that post traumatic stress disorder was the

commonest psychiatric disorders (40.62a/o), next

commonest diagnoses were major depressive disorder

(25"/.) and conversion disorder (1,2.5"/"). The

increased number of PTSD cases in the present study

may be due to the fact .that all the children in the

study had experienced the traumatic event in the

form of death of father, which was sudden,

unexpected, natural or man-made.

This study was not without limitation; firstly, this

study was conducted in an orphanage in Sylhet city

and may not represent the actual scenario of the

country. Secondly, DA\7BA (self version) was only

used to detect the psychiatric morbidity and other

versions of DA\7BA (teacher's and parent's version)

were not used in this study.

References

1. UNAIDS Global Report 2008". Available at;

http, / / en.*ikipedia.orglwiki/Orphan [Accessed

2.

3.

on 15 January 201.0).

UNICEF: The framework for the protection,

care and supPort of orphans and l"ulnerable

children: living in a world with HIV and AIDS

2004. Available from: http:/ / one.u'fp'

or g/ f o o d 
-aid 

/ do c / F r arrrew ork-En glish. p df '

Accessed on ll JanuarY 2010.

Mbozi PS, Debit MB, Munyati S. Psychosocial

conditions.of orphans and vulnerable children in

two Zimbabwean Districts. 2006.Cape Town,

South Africa: HSRC Press.

Ilersor L. The Seventh lack Tizard Memorial

Lecture: Aspects of Adoption, J Child

Psychology and Psych.1980; 31: 493-510.

Bowlby J. Materna! care and Mental Health'

Geneva, \fHO, 1961.

4.

5.

The OMTAJ
Volume 9 Number 2: Jr"rl,v 2C10



I

I

Psycl'riatric Drsorders among adolescents tn Orphanages 101

6. Margoob MA, Rather YH, Khan AY, Singh GP,
Malik YA, Firdosi MM, Ahmad SA. Psychiatric
disorders among children living in orphanages -
experience from Kashmir. JK-Practitioner 2006;
l3(Suppl 1): S53-S55.

Chaturvedi PK, Agarwal AK, Gupta SC.
Psychiatric morbidity in a children's home.
Indian J Psych 1980;22: 265-70.
Srinivasan TN, Raman KJ. Early child parent
separation and risk for childhood

psychopathology. Indian J Psych. 1987; 3l: 283-

9.

Shaheed MF. Psychiatric morbidity among
o.rphan children and adolescents in residential
care in Bangladesh. Thesis (MD) BSMMU.
Dhaka. 2004

Stein E, Rae-Grant N, Ackland S, Avison 'W.
Psychiatric disorders of children In care:

Methodology and Demographic correlates.
Canadian J Psych. 1994;39 :341,-7.

9.

10.

7"

8.

The OMTAJ Volume 9 Number 2:July 20L0



The Osrnani N{edicrl
Tc;rcirers Associ:rtiori f olrn'rai

Volurne 9 Nr.rmber l

Abstract,

The purpose of the study was to establish the

validity and reliability of imprint cytology in the

intraoperative diagnosis of ovarian lesions and

compare it with histopathology. A total of eighty
cases from JuJy 2OO7 to June 2008 who had

ovarian tumor and tumor like lesions on the basis

of clinical findings were included. After imprint
cytology, the findings were noted and compared

with subsequent histopathology report. Imprint
cytology showed effective role in the

intraoperative diagnosis of ovarian tumor. The

sensitivity, specificity, positive predictive value

(PPV), negative predictive value (NPV) and

accuracy {or imprint cytology were 87.5o/o,

98.44o/r, 93.33o/o, 96.92o/o and 96.25o/o respectively.

This study was mostly consistent with other
published literature. Imprint cyology provides a

simple, fast and reliable method for diagnosis of
ovarian tumors during surgery.

toMTAJ 2010;e(2)l

Introduction

Ovarian neoplasm is one of the complex areas of

gynecology because of its greater ranges and varieties
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than any other organ in the body'. Ovarian cancer is

the fifth leading cause of cancer death among US

women and has the highest mortaiity rate of all

gynecologic cancers2. In India, incidence of ovarian

tumor amongst the gynecological admission varies

from !-3o/o3 and in Bangladesh ovarian tumor
constitutes 6.lto/o of total gynecological admission a

Histologic interpretation of ovarian neoplasm is

important in distinguishing different types of ovarian

tumors. Fine needle aspiration cytology (FNAC), a

popular preoperative investigation has been

discouraged since the Puncture of a cystic carcinoma

of ovary might cause intraperitoneal seeding. But

intraoperative imprint cytology will provide a taptd

diagnosis (within 20 minutes) without the fear of

dissemination in case of ovarian cancer.

Intraoperative imprint cyt;logy is being used

increasingly and regularly in the diagnosis of diseases

of certain organs like thyroid and breast neoplasm
'where it is found to improve the accuracy and

rapidity of diagnosis t. One study stated that, rapid

intraoperative diagnosis of the nature of ovarian

tumor in young women avoids unnecessary removal

of contra lateral oyary and helps to Preserve fertility.
It can allow individualization of treatment like

complete surgery in a case of malignancy 6'

Rapid microscopic evaluation of fresh surgicaily

"*.ir.d 
tissue has traditionally involved the use of

{.rozen section found in a study of Owings, 1984,

cited by Hossian, 1997 7 A11 hospitals of Bangladesh

cannot provide {rozet section facilities. But imprint
cytology can be done in any hospital with minimum

facilities. Some authors had shown more or less

similar results by imprint cytology with that of

frozen sections 8. In a study of Chang, the sensitivity

and specificity of imprint cytology was 94.9o/o and

95.6% and that of frozen section was 94.9o/o and

The OMTAJ 102 Volume 9 Number 2: July 2010
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96.30/o (Chang et al, t993) 8. So, interest has grown up
to see the accuracy of imprint cytology in diagnosis
of ovarian lesions.

In this perspective it was designed to study the role
of intraoperative imprint cytology and its correlation
with histopathology to focus this easy, highly
beneficial but less utilized approach of diagnosis that
instantly guide a surgeon about surgical procedure to
be undertaken.

Materials and Methods

This comparative cross sectional study was carrred
out in the department of pathology, Sylhet
M.A.G.Osmani Medical College and hospital. A
total B0 patients of ovarian tumor and tumorlike
lesions who were treated in inpatient department of
Gynae & Obstetrics, SO}vI.CH, during the period of
July 2007 to June 2008 were consecurively selected
in this present study. Detailed clinical history was
collected, physical examinarion and investigations
were done. Multiple imprint smears were taken from
resected tumor masses after removal of massess

during surgery.
Technique " of imprint smears preparation and
fixation:
After collection of the fresh specimen, an important
smear of excised tissue was made immediately.
Suspicious areas of the excised tissue were trimmed
to approximately half an inch in diameter and were
held between first finger and thumb so that ir
protruded slightly beyond the finger tips. The tissue
was pressed firmly on a clean glass slide held in other
hand.
It was then withdrawn without a sliding movemenr
and pressed once or twice further down the slides, to
obtain a series of imprints. The smear were
immediately fixed in 95o/o alcohol and then stained
with rapid Papaniculoau stain. Intra-operative
imprint cytology is a simple, cost effective and less

time consuming method. Institutions where the
frozen section is not available imprint cytology can
be employed as arl alternative technique.
Intraoperative imprint cytology will provide a rapid
diagnosis (within 20 minutes) without the fear of
dissemination in case of ovarian calcer. Rapid

intraoperative diagnosis of the narure of ovarian
tumor in young women avoids unnecessary removal
of contra lateral ovary and helps preserve fertility. It
can allow individualization of treatment like
complete surgery in a case of malignancy.'

Intra-operative imprint cytology smears of ovarian
lesions in the present study were divided into
following three groups.
Positive for malignancy: Cytological criteria for
malignancy were fuifilled.
Negative for malignancy: No malignant cells were
observed in the smears.

Suspicious for malignancy: cells were not
adequately fulfilling the criteria for malignancy, yet
enough deviation from the normal observed.
Each case under these c1-todiagnosis groups was also

examined by histopathological method and

compared with histopathological diagnosis.

Results

A total of 80 cases were artended in this study. Their
age ranged from 13 to75 years.
Considering the decade as a group, parients were
divided into seven groups. The peak incidence 25
(32.50"/.) was seen in 3rd decade. Among the
histopathologically confirmed diagnosed cases of 80

ovarian lesions, 7 cases were non-neoplastic lesions,
52 cases were benign tumors) 2 cases were borderline
tumors and 14 cases were malignant tumors.
Most of the benign lesions were unilateral and
malignant tumors were bilateral. Among the benign
lesions, 49(76.560/0) cases were unilateral and
1,5 Q3.4 4"h) cases were bilateral.
Among 80 cases of ovarian lesions, 65 cases were
mobile and 15 cases were fixed with underlying
structures. The consistency of ovarian lesions was
cystic, solid and mixed. Among the 80 cases, 54 cases

were cystic, 15 cases were solid and 11 cases were
mixed.
In Imprint cytological diagnosis of ovarian lesions,
touch imprint gave satisfactory smears in all cases of
o'vartarL lesions. Cytological diagnosis was made in all
of them. Among the 80 cases, 13 cases were
diagnosed as positive for malignancy , 2 cases were

The OMTAJ Volr.rme 9 Number 2:July 2010
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diagnosed as suspicious for maligfiancy and 65cases

wele negative for malignancy in cytology' The data

are presented in table-I.
Among the ali biopsy specimens of 80 cases,

histopathological examination was done. The results

of histopathological examination shows 7 (8'75"/0)

.rr", ,rorr-.reoplastic lesions, 57 (71.25"/") cases benign

tumors) 2 Q.5'/.) cases borderline tumor and L4 cases

malignant ,.r*orr. These findings are depicted in the

tablell .

EFFICACY OF IMPRINT CYTOLOGY IN THE

DI AGNO SI S OF OV ARI AN IESIONS:
The efficacy of imprint cytology was evaluated by

the test of Sensitivity, Specificity, PPV, NPV and

Accuracy. It was based on confirmed

histopathological diagnosis of 80 cases of ovarian

lesions.

On evaluation of Imprint cytological diagnosis, there

were 14 cases true positive diagnosis, 63 cases true

negative diagnosis and 2 cases were suspicious for

,rrrligrrurr.y. There was only 1 case false positive

diagnosis and 2 cases false negative. The sensitivity,

,p".ifi.iry, posifive predictive value (PPV), negative

predictive value $trPV) and accuracy fot imprint

.ytology were 87.5o/o, 98.44o/o, 93.33o/o, 96'920/o and

SO.ZS% r"spectively. The data are presented in the

table- III' 
arian lesionsTable I- Imprint cytological findings of ov

Table-III: Efficacy of imprint cytological diagnosis of

ovarian lesions

n study sub

tmprint cvtological diagnosis Frequenc\ Percentase (%)
)ositive for mali gnancY

13 16.25

\egative tirr rnali gnancY
65 81.25

Suspicious i) 2.50

lotal 80 i00.00

of lesion

Discussion

One of the methods of per-operative diagnosis is

imprint cytology. This study revealed that imprint

.yiology 
'showed 

good result of sensitivity and

spe.ificity in the diagnosis of ovarian lesions' The

statisticai evaluation of this study was based on

histologically confirmed diagnosis. In this study,

imprini cytology was showed sensitivity, specificity,

poririrr. predictive value (PPV), negatiYe predictive

value (NPV) and accuracy were 87'5o/o, 98'44o/o,

93.33o/o,96.92Yo and 96.250/o resPectively '

Upreti et a1.(2000) showed sensitivity, specificity,

accuracy of imprint cytology of ovarian tumor were

1OO%, 98.80% and 98.98o/o'. In comparison to the

results of Upreti, the sensitivity of was lower, but

specificity ".rd "..,rrr.y 
were almost similar to this

,i.rdy. Nagai et al. (2001) observed the accuracy, false

poriiirr. rite, 
^nd 

false negative rarc of intraoperative

imprint cytology of ovarian tumor were 83'6%,7 '1o/o

und g.lot respectively '0. The Present study has

higher 
^rrur^ry 

and lower false positive rate and false

,r.!rti r" rate in comparison with the study of Nagai'

Th; result of present study indicates that

intraoperative imprint cytology of ovarian lesions

hm qrit. high sensitivity, specificity, accuracy atd
.orrriit"ot with above mentioned relevant studies'

The imprint cytqlogy technique is an easy, cost

effective and rapid intraoperative diagnostic method' It

can help in the diagnosis of malignancy confined to

Efficacy
of Imprint
cytology
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TableII- Hist ovarlan

Histopathology Frequency Percentage (%)

Non-neoplastic lesions 7 8.7570

Benign tumor 57 71..257o

Borderline tumor 2
-) (no/^

Malienant tumor 1,4 17.504/o

Total 80 100.00%
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one small area of a latge specimen, thus can reduce
elror due to inadequate sampling.
In places where {rozen section facilities are not
available the imprint cytology could be used as an

alternative to frozen section as it is simple and less

expensive method and not require any specialized

instrument. As imprint cytology is a rapid diagnostic

procedure in intraoperative setting, it may provide
opportunities for interaction between surgeon and
pathologist that would guide for better management

of malignant disease like ovarian carcinoma.
Even in large ref.erral hospitals, where f.rozen section

facility is available, intraoperative imprint cytology
can be used in combination with frozen sections

examination that helps to understand the presence or
absence of atyptcal cells in the tumor in question. It
maximizes the percentage of correct f.rozen sections

diagnosis. It could be a very helpful adjunct to frozen
sections.

The present study indicates the result of imprint
cytology is almost nearer to that of histopathology.
So, this method of cytological examination may be

suitable for hospitals not equipped with {rozen
section facilities or lacking both frozen section

facilities and histopathological examinations.
In conclusion in the perspective of higher diagnostic
accuracy -of intraoperative imprint cytology and its
correlation with histopathology, it may be concluded
that, this easy, highly beneficial but less utilized
diagnostic method would be used as instant guide to a
surgeon about surgical procedure to be undertaken.
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Abstract

This study was designed to see the association of
adolescent term pregnancy with low birth weight
babies. This was a cross sectional comparative
study to compare the birth weight of term babies

between adolescent (ts-tl years) and adult
mothers (20-35 years). The samples were taken

consecutively and exhaustively from 7"' Jan'2007
to 31" Dec'2007 in the Department of Obstetrics

and Gynaecology, Sylhet M.A.G.Osmani Medical

College Hospital, Sylhet. Of the total 110 samples

55 were adolescent mothers and 55 were adult
mothers. Socioeconomic status, ANC, education

level was more or less same. Normal birth weight
was 43(78.18%) and 51.(92.73"/") and low birth
weight was 12(21.82o/,) and 4(7.27"/,) in adolescent

and adult mothers respectively. Adolescent

iregnancy was significantly associated with
delivery of low birth weight babies. Adolescent

mothers should be discouraged to conceive and

they should be provided with proper reproductive
education and contraceptive materials.

IoMTAJ 2010;e(2)l

Introduction

Adolescence is the period of life during which the

carefree child becomes the responsible adultl.

\fHO defined adolescence as the period between 10-

\9 years of age. The term is used synonymously with
"teenager"2. According to Smith pregnancy in a girl

2.
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Solimullah Medical College, Dhaka.
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Junior consultant. Department of Obs & Gynaecology,

Chouddogram UHC, Comilla.

of 19 years or less is called adolescent pregnancyt.

Actually L5-19 years age group is termed adolescents

according to data on reproductive healtha.

Although it is a transition phase from childhood to

adult, it is the time that the adolescents experience

critical and defining life events as sexual relations,

marriage, child bearing and parenthood. Therefore,

adolescent reproductive and sexual health involve

specific sets of need, distinct from mature adult (20-

35 years) needs.

Of the world's 6.1 billion population, 772 mrlhon

people in the age group 10-19 years iive in Asiao. In

Bangladesh 23"/" (30 million) of total popuiation

belongs to adolescent groupi 48o/o of them are

females. For every adolescent girl living in urban

areas, there are more than 5 in rural areas 6. In
Bangladesh 73o/o of the girls are married before the

age of 18 years. In Philippines and Srilanka t4o/o and

in Chit 
^ 

5o/o are married before 18 yearsi. Marriage

during adolescence normally marks the end of a

girl's education and the assumption of time

consuming household responsibilities6. BDHS found

that 3!o/o of the girls in the 15-19 years of age group

were mothers and 5olo vrere pregnant with their first

child. By the age 19 as many as 58 percent of giris

had begun child bearing6.

In many developing countries female status is

equated with marri age and child bearing. Even the

younger brides face immediate pressure to prove

their fertility. Age ar marriage is influenced by

education, urbanization, employment opportunities

and communication outreachs' In Bangladesh, legal

age of marriage is L8 years for females. However, a

lrrg. p.oportion of rnarrtage still take place before

the age of 18e. In developed countries a close

correlation exists between unmarried adolescent

mother and soc.ial deprivation, sexual intercourse,

pubertal development, sexual abuse, poor school

performance, unstable {amily3. The age at marriage is

increasing in most countries of the Asia-Pacific
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region. Overall marriage during adolescence is less

common than it was a generation ago8. Incidence of
adolescent pregnancy is highest in Sub-Saharan
AfricaL4.3o/o, in North America 1"4o/o, in India 1,0.7 "/o,
in Banglade sh IL.5o/o2.

Pregnancy imposes a double set of risk on
adolescents, one is the pregnancy itself, and another
is the age. So, adolescent pregnancy is considered as a

high risk pregrLancy 6'10. Pregnancy related
complications are pre-eclampsia, eclampsia, anemia,
obstructed labor, puerperal sepsis and psychological
trauma'l'2. Emotional maturity deveiops 4-5 years
after the sexual maturity. Skeletal growth is not
complete until the age of L8 years and the birth canal
is not matured until 20-21 years. Physical immaturity
including the peivic bones increases the risk of
prolonged and obstructed labor due to cephalopelvic
disproportion, which leads to obstetric fistula2,3,11.

According to United Nations, 132 million babies are

born worldwide each year, of which 14 miliion
babies are born to adolescent morhers and of the 1,4

million 6 million in Asian adolescentsa. Adolescent
birth involves a higher risk of low birth weight
babies (LB\f), stillbirths and neonaral death.
Prematurity-plays the greatest role but inrrauterine
growth retardation (IUGR) is also a {actor3'12'13,.

The magnitude of low birth weight babies (LB\f) in
developing world is enormous. Out of a total 2l
million of such infants in the world, 18.9 million
belongs to developing countries to. In our country
about 360lo babies are of low birth weight. Of this,
one-third babies are prererm and two-thirds babies
are small for gestational age (SGA), which is also
called IUGR15'16'1i. The reverse is true for the
developed countries where out of the LB\7 two third
is premature and one third is small for gesrarional
age".
The incidence of having LB\X/ babies among younger
adolescents is higher than adults and the infant
mortality is at least 1.3 tirnes higher as compared
with woman aged 22-29 years2'{. In developing
country malnutrition leads to stunted growth, which
in turn gives birth to LB\7 babies due to increased
nutritional demand of the growing morher as well as

fetus6. Besides adolescents orher causes of SGA babies
are conditions that interfere with the function of the
placenta or with the delivery of the nutrients or

oxygen to the infants, maternal smoking, low calorie
intake and poor weight gain. The reasons are rather
than being preterm". Low birth weight babies carry
the risk of increased perinatai mortality and
morbidityl2.

Materials and Methods

This vras a Cross Sectional Comparative Study to
compare the birth weight of term babies between
adolescent and adult mothers. The study was done in
Obstetric and Gynecological department of Sylhet
M. A. G. Osmani Medical College Hospital, Sylhet
from 1st Janwary 2007 to 31" December 2007. Total
110 samples were taken of which 55 were adolescent
mothers with their term babies and 55 were adult
mothers with their term babies.
Inclusion criteria were: (a) A11 adolescent mothers
(15-19 years) and their term babies, (b) all adult
mothers Q0-35 years) and their term babies and (c) ail
babies weighed within 24 hours of delivery.
Exclwsion criteria uere: (a) Gestational age.before 37
conTpleted raeeks and after 42 weeks, (b) pre-eclampsia

and eclampsia, k) maternal diabetes mellitus, (,1.)

maternal lrypertension, (e) cbronic beart disease of
rnother,(fl cltronic renal disease of motlter, (g) maternal
anemia (Hb < 7gm%o), ft) tobacco user mothers, (,
multiple pregnancies, (j) mothers not sure abowt LMP,
(k) antEertwm bemorrhage, (l) maternal age more than
35 year, (m) strenuows taorking motber, (n) baby raith
congenital anomalies, (o) still born babies and (p) age of
tbe baby beyond 24 bowrs.

The sampling was Convenient, consecutiye and
exhaustive.

Methods of Data Collection:
At entry into the labor room or ward adolescent and
adult mothers were identified from history and
clinical examination within 24 hours of delivery.
After explaining the purpose of data collection ro the
subjects, informed written consent was raken.
History about occupation, socio-economic
condition, education status, antenatal checkup, use of
contraception were taken. To identify socio-
economic status patients were divided into three
groups according to monthly income: upper, middle
and lower income groups.
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History was taken about time of delivery of the patients were grouped into group-I (adolescent

baby. Obstetric history about duration of'marriage mothe.rs) 8r group-Il (adult mothers)'

and number of children were taken. ftf"""t""f Key findingl re['rding demographic pro{ile. of the

history about onset of *.rrr.he and last- menstrual p'ii""", 'o"tio"to"o*ic 
status' antenatal checkup'

period (LMp) were taken. From LMP and other tirth weight of babies and comparison of birth

events and ,lrruro*ffi ."por, (if available), weight of babies between the two grouPs were

expected date of dJ;:ry -rr'.rlcrlated. Patients summarized in the forms of tables and figures'

were also asked abou t afiy .o*pli.rti,orr- J"tl"g lable-l Demographic Characteristics of the Two

nr**., and during labor where ptssible'" , ,. P
qrrlrrio"t also were asked about mode of delivery

,ird {"trl condition after delivery' Then subiects were

examined about anemia, edema, weight, height, body

*us inde* (BMD S. blood Pressure (BP)' To identify

anemia, hemoglobin estimation was done, to

crl.rrlri" BMI weight was measured by bathroom

scale and height was measured by measuring tape'

Body mass iidex (BMI) was calculated as weight

on a thin cotton cloth on a same baby weighing t ; ffi
machine (Camry, made in China, T no -23740Ia)' , u . : ffi
To diagnose gestational age New -Ballard 

Score was ; iulrpu.

.rr.d 
"rr"d 

d,rri"rrg taking birth weight of the baby the *****-'

University Of Colorado Medical . .Ctttt"1 Tahte-Tr Sratus of Antenatal Checku
H::il:TI", 3/ *.Y"flil'', X',ili"i,"t*;"ffi :*y, Status or Antenarar checkup or the rwo

gestationa1agewaSfol19},e1The.weig.lr,'J?f,,l"

Variables
Group-I

n-55
Group-II

n-5-5
p

Age in years

Mean (+$P;
18.38 (t.56)

25.13
(t4.07)

:<0.00 I

BMI in kg/m'
Mean (tSD)

21.35
(t2.58)

2t.31
(r2.38)

p>0.05

Gestational age in
wks

Mean (tSD)

39.10
(t1.36)

39.83
(tI.2l) p>0.05

Antenatal checkuP
Group-I

n-55

Group-I
n-55

p

No checkup t2 11

p > 0.05Irregular checkuP t9 19

Regular checkuP 24 25

Table-III Comparison of Birth Veight Status of Babies

between Two G

(kilogram$ divided by height squared (*tt:i: 
Fisure 1: Graphical presenrarion of Socioeconornic

,q,rut"d;, nn was measured by anerord : ""--
sphygmomanometer. To exclude diabetes ;;;; Status of Study Groups'

biolj sugar (RBS) tr to exclude preeclamsia' renal , o 
,i:Hurvvu Jsbqr r^*"/ -- - 

:

disease iorrtit e examination. of urine, serum , '- 
','t:,,;.;------*creatinine were done. Matching was done between , *.Lt*;*f::

Then thl brby *", examined thoroughly within 24 I ':\,,ffi-*1,',,.,ffi*-*1 . 'ffi, atr! i

hours of delivery. Birth weight of the baby was taken , - -- :{'l 'ffi**J'' I W*'*-

babies v/ere compared with the weights of the babies

of control grouP.

All the data were collected by researcher herself

using pre-designed structured questionnaire for the

study. Data were analyzed by SPSS 13'0 program'

Results

A total of tOO Patients were admitted in labor and

general ward durin g data collection period' Among

ihose 1t0 patients were recruited for the study as P9r

inclusion 
'/ 

exclusion 'criteria' Selected eligible

wo
Name of the

variables

Group-I
n-55

Group'II
n-55

P

Normal birth
weight

(z.s - +us)

+J 51

p < O.OO1'

Low birth weight
(<z.sks)

t2 4

g&
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Discussion

Early marriage is widely prevalent on our country,
more so in the lower socio economic group. Poor
antenatal and intra natal care may account for poor
pregnancy outcome in these women. But the
question is whether age also plays a role in the
obstetric outcome of these young women. It is

estimated that at least 1.3.7 million infants are born
every year at term with LB\7, representing tLo/o of.

all new born in developing countries. This rate is
approximately 6 times higher than in developed
countries". This comparative cross sectional study
was carried on birth weight of the babies of both
adolescent and adult Bangladeshi mothers.
A11 the study groups were married. In this study
maternal age (years) range was (17-19) years in group-
I and Q0-35) years in group-Il. Mean body mass
index (BMI) was 2r.35 (SD 2.s8), 21.31 (SD 2.38) in
group-I and group-Il respectively. Normal BMI is 19-

24. One of the risk factor for small for gestational age

(SGA) baby is due to constitutionally small
mothers2o. In this study mean BMI of both the
groups was within normal limits and there was no
significant difference between the study groups.
There was -no significant difference (P > 0.05) of
gestational age between the study groups. Both the
study groups were matched regarding gestational age

so that chance of variation of study parameters due
to gestational age variation could be eliminated.
During the study period minimum age of adolescent
mother was found 17 years, which involved 2
adolescent mothers. The iest were L8-19 years and
most were the first time mothers.
Regarding education level (not shown in table),
percentage of literacy was almost same between the
two groups. Numbers of group-Il were more in
prlmary levei and group-I were more in secondary
and above level, but nobody was service holder.
Better education empowers the girl to decide on their
own iives, it enables them to develop planning
behavior, for instance to find ways and methods of
contraception2. Regarding socio economic status
most of the study subjects came from the middle and
low socioeconomic status and most of them were
housewives. Constitutional maternal characteristics
such as maternal weight at booking (<45kg) and
weight gain (<Zkg) during pregnarLcy have been
found to be consistently associated with LB\7 in

various studies and settings, even after controlling
other factors. There is high degree of sensitivity and
specificity of maternal weight and weight gain in
pregnancy as indicators for LB\7 in Bangladesh even
after controlling other factorsls. In this study weight
at booking and weight gain during pregnancy couid
not be recorded as the samples were taken with in 24
hours after delivery. Status o[. antenatal checkup was
studied in group-I and group-Il Inadequate/ tregular
checkup means <4 checkup during the whole
pregflar.cy period. Adequate/ Regular checkup
means > 4 checkup during the whole pregnancy
period ". LB\f de[veries were less common among
mothers who had made over four prenatal visits 22. In
this study antenatal checkup .was more or less same

in both the study groups. This finding is consistent
with the results of Hosainl8 which showed no
association of LB\X/ baby with maternal body mass

index (BMI), economic status, education level and
ANC visits. This study suggests that adequate
prenatal care does not completely eliminate the risk
inherent in teenage pregnancy presumably because

biologic immaturity increases the risk of a poor
pregnancy outcome.
Regarding contraceptive use (Not shown in table)
prior to current pregnancy, No body in group-I used
contraceptive regularly, if some, used irregularly. In
group-Il, some used contraceptive regularly most did
not use and a few irregularly. Consistent use of
contraception delays first childbirth. In this study,
the comparisons of birth weight of babies were done
between group-I and group-Il. The rates of birth
weight status of babies were normal birth weight 43
(78.1.8o/o), 5t (92.73'/0) in group-I and group-Il
respectively. Low birth weight (LB\f) D Ql.B2o/o),4
(7.27'/r) in group-I and group-Il respectively. Incase
of group-I the LB\7 rate is 21,.82o/o and normal birth
weight is 78.18% and the LB\7 babies were term
delivery. This is consistent with the study done by
Hosain et al. (2005) ". k their study the LB\7 was
20.7o/o and normal birth weight was 79.3o/o and 73o/o

of all the low birth weight babies were term
deliveries. This is also consistent with a study done at
Sweden, 1996, which showed rates of LB\{/ and
preterm delivery were highest 4mong the infants of
the mothers aged 17 years or less and small for
gestational age (SGA) babies among the mothers aged
18-19 years23. Most of the adolescent mothers in this
study were aged 18-19 years; only 2 werc 17 years
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7.

old. Bukulm ez &Deren (2OOO) showed in their study

LBM L2.2o/o in teenage group atd 9'!o/o in control

group23.

in .orr.lrrrion, this study showed increased number

oi 1o* birth weight babies in adolescent mothers

with term pregnancy than adult mothers which was

st"tistrcall1 si[nificant' So we can conclude that

,dolesceni pr.grrrr.y is associated with low birth

weight babies.
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2. Layout of Your Slide is Important 5

. Put the title at the top where your audience
expecrs to find it.

. O:"0 important information near the top
of the slide.

(Often the bottom portions of slides cannot be seen

from tbe back, ror.ox becawse heads are in tbe wtay.)
3. Carefully use the design templates / themes
again 5

Use simple design templates. Many of the templates
are simply too busy or glitzy, and some are
downright ugly. You can creare your own design
templates, it is better because audience may alriady
bore to see the common design templates. you can
make design template by placing a graphic on a slide
(always insert graphic in a particular location of the
slides) 6

4. The Color Scheme: IJse Conrrasting Colors for
Text and Background. ' Sharp conrrast is important
between the colour of the fonrs on the slide and the
colour of the slide background. The rule is: Little
contrast : little readability.s

i. If you will be presenting in a dark room (such
as a large hall), then a dark background (dark
blue, grey, etc.) with white or light text will
work fine.e
ii. But if you plan to keep most of the lights on
(which is highly advisable) then a white
background with black or dark texr works much
better.e

iii. Avoid patterned or texrured backgrounds
because it often imposes difficulty in reading. i,,o

iv. Keep your color schenle, font size Ba font
type consistent throughout your
presentation.10,8,7 For a long presentation) you
may change when shifting to a new ropic. 11,12l

v. Carefirlly use color to highlight your message!
vi. Use color well: Colour evokes feelings.
Colour is emorional. The right colou, .r, h"1p

Some tips for more effective power-point presentation
Ferdous Hasanl and Rubina Sultana2

Introduction

Microsoft PowerPoint, usually called just
PowerPoint, is a presenration program or software
by Microsoft. It is part of the Microsoft Office suite,
and runs on Microsoft Y/indows operating system.,
Powerpoint presentation no.w a days is an integral
part of class room teaching, seminars ,nd
symposiums. It is the most effective and easiest way
to express matters to the audience. A well
construcred presentation could not only ease things
but also suits ro the audience. presentarions whether
they are made with powerpoinr or orher
applications, are a great way to support a speech,
visualize complicated concepts or focus attention on
a subject. llowever, a bad presentation can achieve
the opposite. Badly designed slides with too much
text or bad graphics can distract or worse, irritate the
audience. This topic is designed ro cover most of the
steps in preparing a suitable powerpoint presentarion
in general and in different situations. Here,s is some
tips for making a good Powerpoint presentation, so
that your presentarion will be preferred and given
applause by the audience.

Suggestions to prepare a power-point presenration:

1_. Start with a good planning: planning is probably
the most important step in creating 1 successful
presentarion of any kind. planning helps you to
decide on the conrent 2. A good presenrarlon should
follows good storytelling conventions; it has a
beginning, middle, and end.3 Determining the order
of your slides; whether text or picture is another part
of planning

1. Assistant Professor, Dept of Community Medicine,
Sylhet Women's Medical College, Sylhet.
Associate Professor, Dept of Anatomy, Sylhet
Women's Medical College, Sylhet
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persuade and motivate. Studies show that colour

,rrrg. .un increase interest and improve learning

.oripr.h.trion and retention. Audiences don't

like unusual colour combinations' (Red and

green combos can't be differentiated by those

*ith .olo,rr blinds.) e Don't weaken the colour

effect by using too many colours at an instance'

It is better to use two colour in a slide and use a

third colour sParinglY. 13

5. Coriect use of font in power point

presentation:'. 
Choose a font that is simple and easy to read

such as Arial, Times New Roman or Verdana'

On screen Presentations the Serifs (Times New

Roman) t.rrd ro get lost due to the relatively low

resolution of proiectors. 7 San-serif fonts (Arial)

are generallY best for PowerPoint

Presentations.
. Avoid script type font: This font is hard to

read iq drri ,oorn and especially at the back of

the room. 13' 8 IJse Italic sparingly: It has the

same problems like the script type of font' 13'8

. Avoid All Capital Letters: '$/ords with all

capital letters aie difficult to read' Try to avoid

even for heading. 8

. Don't use more than two different fonts in a
slide - IJse one for heading and another for

contents.
o Choose a font that is suitable for your

audience: For adult people use simple font but

for younger people use fancy font'8

. Keep all fonts large enough (at least 24 pt and

preferably 30 pt according to the size 6r shape

of tn. Gallery), so that people at the back of the

room will be able to easily read what is on the

screen.

6. Structuring a Slide: Each slide should easy to

read. (before making the presentation it is better to

sketchout the slides on PaPer)

i) Each ilide must contain a cleat title at the top of

the slide. Sans Serif font (Arial , Tahoma,

Verdana ) and 44 size font is better for title'e

ii) For subtitle or text it is better to'use Serif font

(Time New Roman) and font size between 24-

34 are better.e

iii) Keep your sentences short, about 10-20 words' 
"r.h 

is ideal (This is the way people usually

talk).
iv) Use simple language and limit the number of

bullets (line) to three or four per slide''

v) Your topic may be vast, but choose only the

top three or four points 'The surrounding

space will make it easier to read'

vi) Try ro avoid paragraph/text: The general-rule' 
f"i PowerPoint text is no more than three lines

of text on a slide and no more than 6 words per

line. Too many texts make the slide unreadable

so; include onlY the most imPortant

information.3'12'10

vii) lJse text occasionally as a reference point for

big ideas; e.g. the three main objectives of a

lesson.

7. Numbers:
. Numbers are usually confusing to the
' audience. lJse as few as possible'

. Numbers should never be ultra precise:

"Anticipated Revenues of $660,101'83" looks

siliy. Just say "approximately $660 thousand

if applicable." '1

. If you have more rhan t2-1'5 numbers on a

slide, that is ProbablY too many'

. lJsing only one number per sentence helps

the audience absorb the data' 11

8. Statistics:
. IJse the same scale for numbers on a slide'

Don't comPare thousands to millions'11

9. Charts:
. Charts need to be clearly labeled' You can

make more interesting charts by adding

elements from the drawing toolbar' 1'

10. Animation Er Transition: Animation or

animated information can be rather powerful tools

to visualize and explain complicated matters' A good

animation can not only improve understanding, but

can also make the *"rirg" tti.k *ith your audience''

But, limit transition and animation of slides' This

vrili certainly be entertaining, but rarely will the

audience be paying attention to the message of the

presentation.- So -use animation and slide transitions

iudiciously. A simple "'Wipe l.eft-to-Right" (ft'.q *:
"Animations" menu) is gotd for a bullet point'6'e'2'1r'
5
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Dim text feature for bullet points is better because it
emphasis on the current issue while you are making
your points
11. Add Images: A picture' says everything. Images

are key elements of every presentat.ion. So have more
irnages in your slicles than text. Your audience has

ears anrl eyes - they ie'il] $,?1nt to see what )rou arc

taiking about, and a good visual crie v'i1l hetrp.tliern
tr': nnderstand your ffressage much be*er. Use images

to visualize ancl exp1ain.5'"'ti
12. Use video and audio to convey your message

more effectivelyT
13. Sound Effects: Don't use Inappropriate or too
many sounds. Although the sound effects are

included with the program and you can easily add

your own sound effect to make a crucial point or as

subtle ambient background music. tj

End Notes:
i. K.I.S.S(Keep it Silly Simple) Principle: Use the
K.I.S.S. principle while creating your visual
presentation. Keep your slide simple. Use simple
language, font & design templates, and animation
scheme. A simple slide should have plenty of "white
space" or "negative space" that contributes better
understandi rg."'''o
ii. One thing at a time, please
Plan your presentation, so just one new point is

displayed at any given moment. Bullet points can be
revealed one at a time as you reach them. ' For
discussing one thing at a time you can temporarily
clear the screer pressing \f or B during the
presentation. Press Enter to resume the
presentation.ll
iii. Limit the Number of Slides: Too many slides in a

presentation will cause you to b" ,rrrhirrg to get
through them, and your.audience. -iqll end up
paying more attention to the changing slide than to
what you are saying. On average, one slide per
minute is about right in a classroom presentation.
Keep the number of slides to a minimum 10-12 is
plenty.2
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Multiple Stones In Ectopic Gall Bladder
Nuiul Alaml, Mrigen Kumar Das Chowdhurf

Introduction

It means calculi in abnormaly Positioned gall

bladder. Aberrant location of the gall bladder occurs

in 5-10 o/o. o{ population. It may be intrahepatic

(partial or complete) surrounded by normal liver

tlrsrr"''' or may be found on the left side of 1iver2'3'0.

This abnormal position of gall bladder is called

Ectopic gall bladder. The risk of developing gall

stones between ages 30-70 years is 18o/o in men 8r

24o/o tnwomen2.

Case RePort

A fifty years Old house wife came from
Gobindogonj, Sylhet, was admitted in Sylhet

\7omen's Medical College Hospital on 0l'72-20L0
'with ultrasonographic diagnosis of
cholelcystolithiasis, having pain in the Right uPPer

abdomen for 2 years. On clinical examination

nothing abnormality was detected except slightly
tender Rt. Upper abdomen. Her CBC, LFT, Urine,

X-Ray Chest S. ECG showed normal. USG of HBS

revealed cholecytolithiasis otherwise the size and

wall thickness of gall bladder was within normal
limit. Hepatic echotecture was also showed uniform.
Open cholecystectomy was done on 4-72-2070 with
right subcostal incision. To the surprise the gall

bladder was missing in its usual position (Fig-l).

Multiple stones containing gall bladder was detected

near the falciform ligament & ligamentum Teres

through the extended incision medial wards (Fig-Z).

Formal cholecystectomy (Fig3 & Fig-a) was done

and the abdomen was closed as usual. The patient

was discharged on 9-t2-2010. The PostoPerative

1. Associate professor of surgery, Syttret Women's
Medical College, Mirboxtula, Sylhet

2. Professor of Surgery, Sylhet Women's Medical

College, Mirboxtula, Sylhet

period was uneventful.

Fig-2 Ectopic gall bladder in midline '

Fig-3 Ectopic gall bladder during
cholecystectomy.

Fig-4 after removing gall bladder.
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Discussion

The left sided gall balder is an integral component of
situs invertus. In the absence of this condition,
malposition (Ectopic gall bladder) is generally
regarded as a very rare anomaly. Two type of
Ectopic (malposition) gall bladder have been
described3.
i) Medioposition of gall bladder - The gall bladder is
displaced medially to lie on the under surface of the
quadrate lobe (segment-Iv) but still on the right side
of falciform ligament and ligamentum Teres.
ii) Sinistroposition of gall bladder3'o'5 the gall bladder
lies under the left lobe (segment-Ifl) to the left of the
falciform ligament and ligamentum Teres. The cystic
artery in this always crbsses in front of the common
bile duct from right to left. The cystic duct may open
on the left or right side of the common hepatic duct.
Despite the malposition of the Gall bladder, the
biliary pain experienced by these patients is always
on the right side. The preoperative diagnosis of this
anomaly is made rarely by routine USG or ERCPs'4'5.

Conclusion

It is a development anomaly. This anomaly does not
preclude safe laparoscopic cholecystectomy3 or open
cholecystectomy; but modification of port site for
laparoscopic cholecystectomy or change the incision
site for open cholecystectomy, the use of faiciform
and Teres ligament lift facilitate the procedures. Pre-
operative detection of actual site of gall bladder by
USG or ERCP is essential for a safe operative
procedure.

t.

2.

3.
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Introduction

Scarlet fever is a bacterial illness accompanied by

pharyngitis and characteristic body rash' The

organism responsible for scarlet fever is Streptococcus

Wogens (Group A Streptococci).The rash of scarlet

fever arises from the effects of one of three toxins,

currently known as streptococcal pyrogenic

exotoxins A, B and C2.Although anybody can catch

scarlet fever it usually affects children between four
and eight. Most children over 10 will have developed

immunity against the toxins and children under two
will have congenital immunity from their mother.

Scarlet fever is a notifiable disease as worldwide

Group A streptococcus infection and their post

infectious sequelae (primarily ARF and Rheumatic

heart disease) account for an estimated 500,000 deaths

per year'.For reasons that ate not clear yet, scarlet

fever has become less common in fecent years,

although strains of Group A Streptococcus that
produce pyrogenic exotoxins continue to be

prevalent in the populationl.\7e are rePorting a case

of young boy presenting with typical features of
Scarlet fever.

Case RePort

A young boy of 18 years got admitted in the

medicine department of M.A.G.Osmani Medical

College Hospital with the complaints of fever for 5

days, difficulty in swallowing for 5 days and rash in
the body for 3 days. The fever was continued in
nature and for this he took some common antibiotic
such as amoxycilln and ciprofloxacin' From the third
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day of illness he developed rashes over the upper

trunk, spreading to involve the extremities but

sparing the palms and soles. The rash blanched on

pressure and made up of minute papules giving a

'sandpaper' feel to the skin' Examination of the

mouth cavity reveals intense erythema and swelling

of the pharyngeal mucosa and presence of puiulent
exudates over posterior pharyngeal wall and tonsiller

pillers. The throat swab sample was sent and it
revealed a good number of cocci on gram staining.

\fBC count, Chest x-ray ,febrile antigen, ASO titer
were normal. Antibiotic was given on clinical

ground (Azithromycin) and the fever and rash was

subsiding from the 9'h day of illness. Desquamation

of skin of palms and soles were seen at the day of
discharge.

A young boy with scarlet fever
Goutam kumar roy', Shishir ranjan ihakrobortf, KMJ Zaki2,Jonmeioy datta3, Shubharthi kar3.

2.
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A 1,oung boy with scarlel t'evcr': a casc report t11

, Discussion

Development of scarlet fever rash may re{1.ect a

hypersensitivity reaction requiring prior exposure to
toxin. Susceptibility to scarler fever was correlated
with the result of Dick test in which a small amount
of erythrogenic roxins injected intradermally
produced local erythema in susceptible persons3. The
symptoms of the scarlet fever may be mimic
commonly with measles, drug allergy or other causes
of fever and generalized rash, such as Dengue.
As our patient has a history of known
hypersensitivity to sulfar containing drugs it was
initially diagnosed as a case of drug allergy. But after
repeated inquiry it was confirmed that the patient
didn't take any sulfar containing drugs for his
present illness. Moreover, after admission, on the 7,h

day of his illness he developed epistaxis with a

declining platelet counr from 2,05,000 ro
1,50,000.But after consultation from ENT
department it is ensured that this bleeding is due to
local cause(DNS).Moreover rhe subsequent platelet
count become normal with negative anti dengue
antibody (both IgG and IgM).
Mild cases of scarlet fever go away in about a week
without treitment. The most common treatment for
scarlet fever is a 10 days course of antibiotics. This
will usually be penicillin taken by mouth. Those
who is allergic ro penicillin the antibiotic
erythromycin can be used instead2. Scarlet fever may

be complicated by ear infection, rhroar abscess,
pneumonia, ARF, rheumatic fever etc if it has not
been treated. So proper treatment along with some
preventive measures, such as isolation of patients and
mainrenanc" .'n"'::":;::"-av herp a 10t'

Though the age and the ASO titer of our patient is
not typical for scarlet fever ,characteristics clinical
findings along with a throat swab positive for Group
A Streptococcus make it convenient to diagnose him
as a case of scarlet fever.
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Introduction

Hepatitis E.virus (HEV) is a single stranded RNA
virus that causes large scale epidemics of acute viral
hepatitis, particularly in developing counrries'..the
route of transmission of Hepatitis E virus is fecal-oral
route. The disease was first recognized in the Indian
subcontinent in 1950s2.Studies from various
developing countries shows that the incidence of
HEV infection in pregnancy is high (8o/o, I9o/o and
1Bo/o in first, second and third trimester respectively)
and a significant proportion of these pregnant
women can progress to preterm labour and
fulminant hepatic failure with high mortality
(Varying from 30- 100o/o)r.But the patienr who
survive may have a complete biochemical and
histologic recoyery. Our case, a 2l years old young
pregnant lady, represents a typical fulminant hepatic
failure by Hepatitis E virus.

Case Report

A 2l year old young lady was admitted in a private
medical centre of Sylhet with the complaints of yellow
discoloration of skin and sclera for 2 days with
disorientation and confusion. The patient was
primigravida with 24 weeks of pregnancy. On
examination patient was moderately icteric ,liver is not
palpable, upper border of liver dullness was obliterated
with a resonant percussion note over liver area except
6'h intercostal space and planter reflexes were
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bilaterally extensor Flapping tremor cannot be
demonstrated as the patient was on acute confusional
state. The patient didn't develop any ascites or edema.
Investigation shows Serum bilirubin 16.7 mg/dl, serum
amino transferases SGPT 427,SGOT 78 IU,
prothrombin time 20 sec, alkaline phosphate 190 u/1,

HbsAg negative, serum electrolyte Na 118,K 3,CI
88,Co2 15,USG 24 week live pregnancy with small
liver size.. The patient was diagnosed as a case of
fulminant hepatic failure and was treated
conservatively. But as the patient's condition was

- gradually deteriorating she was referred to Dhaka
BIRDEM hospital for better management. A11 the liver
function markers were continue to deteriorate
.Moreover IgM Anti-FIEV and IgM anti-HBc was
done. IgM anti-IIEV was positive but IgM anti-FlBc
was negative. The patient was transferred to ICU with
the aim to maintain life in the hope that the hepatic
regeneration will occur. From the Sft day of her illness
the improvement began to occur and after 15 days she
was discharged{rom the hospital.Later after 4 months
she delivered a healthy male baby per vaginally.
Hepatitis E marker of the baby was negative.

Discussion

Enterically transmitted hepatigi( E virus infection is

most common cause of acute viral hepatitis in
developing worlda. In men and non-pregnant

women, the disease is usually self limiting and. has a

case fatality ,rt. offfl.rs than<O.lolol.However in

Pregnant woman, particulady from certain

geographical areas such as in indian subcontinent

HEV infection is more severe and may lead to
fulminant hepatic failure and death in a significant

proportion of patients. Certain studies shows that

HEV infection can be complicated by fulminant

A Young Pregnant \ilfloman \xlith Fulminant Hepatic Failure
Due To Hepatitis E Virus

Goutam kumar roy1, Kallol bijoy kar'?, K M J Jaki,3Jonmejoy dattaa.
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A Young Pregnant Woman With Fulminant Hepatic Failure ue To Hepatitis E Virus lt9

hepatitis in only l-2oh o{ all cases but 2Oo/o of cases

occurring in pregnant womens.Case fatality of the

HEV infected patients with fulminant hepatic failure

vary from 30-100o/o3.The high mortality rate in
pregnancy has been thought to be secondary to the

associated hormonal (oestrogen and progesterone)

changes during pregnancy and consequent

immunological changesl.Though vertical

transmission from pregnant mother to newborn

babies is well documented6,further data is needed to
determine the frequency of transmission by this

mode. Patients with fulminant hepatic failure need

measures to control cerebral edema and

consideration of liver transplantarion. In pregnanr
'women, no proyen benefit to terminating the

pregnancy has been documented. Postpartum

hemorrhage resulting from deranged coagulation

requires treatment with fresh frozen plasma.

Prevention of hepatitis E in endemic areas depends

primarily on the supply of clean drinking water and

strict attenrion to sewage disposal. Measures to
improve the quality of drinking warer -as simple as

boiling water - have been shown to lead to rapid

decrease in the number of new cases.

Conclusion

Although the mortality rate in the pregnant woman
with fulminant hepatic failure infected by HEV is
very high, management in the high dependency unit
or ICU until hepatic regeneration may save many
lives. Moreover the patient who survive may have a
complete biochemical and histologic recovery like
our Patient' 
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and functioning of elderly people. Affected by
inadequate nutrition or an insufficient diet, the death

rate is tv/o to three time higher in older Persons.
Malnutrition paves the way to worsening of previous

diseases or to additional diseases, mainly infectious

diseases. Malnutrition is highly prevalent problem,

particularly in older persons. Estimates of the

prevalence of malnutrition vary different parts of the

world due to socio-economic condition as well as

plan, as methods for detection are not standardized

and much of malnutrition goes undetected. Both the

number and the proportion of older Person - defined

as aged 60 and above are growing virtually all

countries.
Research conducted in rural Bangladesh showed that

education level and food cost i.e., socio-economic

condition are directly involved with nutritional
statuss. According to the recent human development
report, approximately one third of the population of
Bangladesh is undernourished. In another study,

conducted by Mahjabeen(2))7) in a nursing home at

Dhaka showed that 41.1o/o older people had no

knowledge about their health care. As the world's
older population is increasing dramatically in most of
the developing countries it is expected that
Bangladesh, with a projected 14 million older people,

will be one of the ten nations with largest older

population by 20203. The United Nations aims to
reduce malnutrition as well as morbidity and

mortality into half all over the world by 2015, it is

necessary to pay special attention with adequate

support for the elderly people of the developing

countries.

Diagnosis of Nutritional status

Undoubtedly, .e.arly diagnosis of malnutrition wili
help to reduce the various adverse effects of it and

mortality of older people as well. Profound

Nutritional Status, Morbidity and Mortality in Elderly People -A
Serious Community Problem

AZ[Monzurul Hoque Choudhury" Ashoke Biioy Das Gupta2, Md.Sadullahl

Introduction

Nutritional status of elderly people is commonly
underestimated and often ignored in a developing

country like Bangladesh. The dangerous

consequences of mainutrition especially in
underprivileged family in a developing country cause

immense pain & suffering of the victims. Early
diagnosis and proper education with nutritional
support will certainly reduce the morbidity and

mortality of older persons. The aim of this review is
to focus on the nutrition related sufferings which
lead to ultimate death of the elderly and special

emphasis is given on the triggering {actors like
anorexia, weight loss and infectious diseases, and the

recoyery from illness including drug treatment.
A very few researches have been conducted regarding

the nutritional-status of older people (Age above 60

years) and its impact on the morbidity and mortality
in Bangladesh. Therefore, scanty information is

available on this grievous issue. Most of the research

and public health activities are done on women in
reproductive age and children particularly, but less

attention is given to the aged people. Many studies

conducted in the different countries of the world
revealed that more than 60% older people living in
the communLty are at risk of being malnourishedl-s.

In a study conducted by Ferdous et.al. in a rural area

(Matlob Thana in Comilla district) of Bangladesh

showed that more than one fourth of the population
has prevalence of protein energy malnutrition (PEM)

and Body mass index (BMI) indicates chronic energy

deficiency in more than half of the populationt.
Nutrition is very vital and important to the health

The OMTAJ t20 Volume 9 Number 2: July 2010

REvmv AnttcrB



Nutritional StatLrs. Morbidity and Mortllity in Elder.ly People -A Serious Comrnunity problem 121

malnutrition and serious illness often exist
concurrently, afld each may enhance the progression
of the other. The importance of early detection and
quick measures are necessary to stop the advance of
the diseases. Measurement of nutritional status is
based on individual history taking, physical
examination, anrhropometric and biochemical
investigations, and may be aided by nutritional
screening tolls like: questionnaire and follow-up
sheet. It has been disappointing that a number of
different anthropometric, biochemical and clinical
indices have been used ro define nutritional status in
the literature each with a variety of cut-off points.
Particularly the interaction between nutritional
status and subsequent mortality (mostly from
infection) shows different resuks in different
communities which means that there is no single-cut
off point,
IJnintentional weight loss of 10 pounds or more over
a period of 6 months is a strong indicator of
nutritional risk or morbidity6' The history should
also include the presence of risk facrors for deficient
nutrition intake such as poverty, social isolation and
inability to shop, prepare food or feedZ. In addition,
any chronii medical condition that may porentially
af{ect nutritional status musr be pointed out.
Diabetes, cardiopulmonary diseases, GIT disorder,
depression and rheumatological diseases are in the list
of morbidity of elderly due to nutritional deficiency.
Anorexia and weight loss are the most important
indicators of morbidity. Many commonly used drugs
are also anorexigenic, notably NSAIDs and strong
antimicrobials including OTC drugs, will be
discussed later.
The Physical examinations should determine body
weight and height, and presence of any sign of
nutritional deficiency in the skin, hair,, nail, eyes,
mouth and muscles. The body mass index @MI)is a

useful measurement for assessing nutritional status
and can be calculated using the formula
[BMl:weight(kg) / height(m)2]3. The desired BMI
for older people rs 24 to 29, compared with 20 to 24
ln younger persons and a measure below 24 is an
indicator of malnutrition in older persons&. Knee
height has been measured in the 3'd National'Health
and Nutrition Examination Survey for persons 60
years or abovee.

Other anthropometric methods include
measurement of arm circumference, mid-arm muscle
area, calf circumference, triceps skin folds, and
subscapular skin fold thickness (10).. Skin fold
thickness is used to assess body fat srores.

Laboratory Evaluations

Serum albumin level, serum cholesteroi level and
total lymphocyte count are rhe mosr frequently used
biochemical markers for malnutrition. Albumin level
Iess than 3.5mg/dl are strongly suggesrive of PEM 11,

and levels less than 3.2 mg/dL are excellent
predictors of mortality and morbidity in the elderly.
Cholesterol level below 160 mg/dL to be highly
predictive of subsequent mortality in nursing home
residents and even lower levels were correlated with
a ten fold increase in mortality". Selzer et al reprted
a four fold increase in mortality with a TLC of less

than 1500 cells,/mm13. Levels less than 800 cells/mm
indicate sever malnutrition, and the CD4:CDB ratio
declines, as occurs with HIV patientsl3. The relative
immune comprise is reversed with nutritional
support, but left untreated may progress to sepsis and
death.

Screening Tools: Since no single physical finding,
historical {act, or biochemical test in itself is a

sufficient predictor or determinant of malnutrition,
several screening tools have been developed to better
assessment and monitor PEM. For example: The
Instant Nutritional Assessment (INA), is one of the
simplest and most practical nutrition screening tools
was developed by Seltzer and coworkers. The Mini-
Nutritional Assessmenr (MNA) is another simpie,
rapid and reliable tool for assessing nutrition in the
elderly and has rapidly become rhe screening tool of
choice for many geriatric clinicians. The MNA vras
shown to be 98olo accurate when compared with a

comprehensive nutritional assessment which includes
food records and laboratory testsla.

Adverse effects of malnutrition in the elderly: The
extent of the clinical manifestation of malnutrition is'

related to the duration and the degree of nutritional
compromise. Tlie most striking clinicnl
manifestations include delayed wound healing, rise
or fall of blood pressure, gastric ulcer, susceptibility
ro focal and systemic infections, funcrional and
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cognitive decline, also delayed recovery from acute

illness. In the nursing homes or hospitalized eldetly,

the risk of developing delirium is about four times

higher. Most manifestations are reversible with

"ppropriate 
nutritional support, but with prolonged

and profound malnutrition, clinical deterioration

supervenes, culminating in irreversible organ damage

and ultimately death.

Survey and Prevalence of malnutrition: A report

from the 3'd National Health and Nutrition
Examination Survey (NHANES IID clearly

demonstrated that that a linear decline in food intake

from the age 20 to 80 years in both man and women'

In another study showed that older persons ate 55olo

less fat and 4Oo/o less carbohydrate than younger

individualse. Blaum et al reported that about 10% of

nursing home residents lost 5o/o of their weight

within one month of admission and 10% of their

weight within 6 monthsls. It is approximately

estimated that upto 15% or more of community

dwelling and ambulatory elderly Persons, 5o/o to 44o/o

of home bound patient are malnourishedls. The

prevalence of PEM varies greatly with the

population of different communities and countries'

Nutritional sripplementation has been shown to
improve the prevalence and outcome of PEM, with
50% of malnourished residents gaining weight and

630/o showing improvement in PEM diagnostic

criterial6.
Anorexia, \Teight loss and infections in elderly:

There is a marked decline in test and smell with
aging which is further associated with several changes

i" Uott the central feeding system and the peripheral

satiety system. \fith aging, a decline in gastric

emptying of large meals has been associated with
satiation. Factors involved in the development of

anorexia and subsequent weight loss in the elderly

are numerous. Poverty, Social isolation, elder abuse

and expensive medication play very vital role in the

development anorexia and weight loss. Depression

and dementia are the most important causes of

anorexia and weight loss. Various psychological

conditions that rnay contribute tQ anorexia and

weight loss that produce long lasting malnutrition'
Physical causes, especially diseases that interfere with
the ability of the Person to eat or to PrePare food,

such as stroke, tremors or arthritis can all lead to

decreased food intake
Older persons suffering from various infections

diseases like chronic obstructive pulmonary disease,

Acquired immunodeficiency syndrome (AIDS) and

rheumatoid arthritis result in increased levels of

circulating cytokines which in turn lead to decreased

serum albumin levels". Chronic infectious diseases

causes sever anorexia that leads to weight loss in

elderly and to death.

Numerous medications are associated with anorexia

and weight loss. Those most frequently implicated

include digoxin, theophylline, NSAIDs,

Chemotherapeutics, psychotropic drugs like

fluoxetine, lithium and phenothiazines, and also

strong antimicrobials.
Prevention and Treatment of Anorexia, lWeight loss

and Infections: Therapeutic diets, including low salt,

low fat and sugar restricted diets should be avoided

in the elderly. Proper nutritional support with strict

follow-up will reverse anorexia and weight loss, and

will provide Protection against various infections'

Nutrition therapy one of three forms: oral caloric

supplementation, tube feeding or parenteral feeding'

Diff.r.trt oral and enteral feeding formulas are

available with variable compositions like percent

proteins, fat, lactose content, vitamins and calorie per

.rrrit volume. There is good evidence that oral

supplementation improves outcome in elderly

p"itot t with hip fracture, pneumonia and other

iever diseases. In a study on nursing home residents

on about 1400 elderly, found no evidence that tube

feeding prolong survival. There was no improvement

in tho quality of life or morbidity in tube-feeding

patients. Metabolic parameters and electrolytes must

t. *onitored closely. Parenteral nutrition has no

place in the management of chronic age-related

malnutrition.
Several medication have been suggested for the

treatment of anorexia and weight loss in older

persons. Megestrol acetate has been used successfully

io stimulate apPetite and promote weight gain in

patients with aids and cancer18. Growth hormone, is

expensi re and also has some severe side effects,

sht"rn to stimulate aPPetite and weight gain in

severely malnourished older Patients. Oxanddrolone,

an oral anabolic steroid is shown to have a positive
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impact on v/eight gain in parienrs with AIDS and
alcoholic hepatitis. Nandrolone and testosterone
improve nutritional status and muscle strengthle.
Metoclopramide, a prokinetic agent and
Cyproheptadine, an antiserotonergic agent has been
shown to have mild positive effect on appetite.
Duranabinol (tetrahydrocannabinol) is an anriemric
that increased weight in patients with cancer and
AIDS, and also in Alzheimer's disease2o. To choose
an antimicrobial for infectious diseases that usually
has many adverse effects, physicians must be careful
not to deteriorate one's nutritional status further.
Although several,potential drugs have been suggested
for the management of anorexia, weight loss and
infections, none of these are cost effective and devoid
of adverse effects.

Conclusion: Nutritional status of the elderly people
should carefully be diagnosed and 'properly

supplemented. Older people are dramatically
increasing all over the world; unforrunately, older
people of developing countries are the most sufferers.
Malnutrition is a highly prevalent problem and a

silent killer particularly in older persons of the
developing countries like Bangladesh. Early detection
is the key to management of malnutrition and to
reduce the sufferings of older persons. The majority
of diseases of older persons related to nutritional
cause are treatable if can be detected early. The
goyernment of every country should take proper
initiative to encounter malnutrition of the older
people who served the country in their yourh.
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