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ORIGINAL ARTICLE

The Osmani Medical
Teachers Assocanion |Journal
Volume 4 Number 2

Conservative Injection Treatment of Tennis Elbow

*PARTHA SARATHI SHOME:? , MD. HELAL UDDIN®, MD. MUSTAQUE AHMED BARBHUIYAN®

Abstract

From June 1995 to June 2000, 50 patients having
Tennis elbow underwent treatment by 40 mg
methyl-prednisolone with 1.5 cc 2% lignocaine. The
patients were non-diabetic and having no other
rheumatic disorder. The mean follow up period was
15 month (6 months to 24 months). In final follow
up, 10 patients (20%) responded well with single
injection, 25 patients (50%) with double and 10
patients (20%) with triple injection. Only 5 patients
(10%) did not respond at all with injection
treatment. Intralesional injection treatment in
Tennis elbow causes perfect recovery in most of the
cases and the result is statistically significant.

[OMTA]J 2005; 4(2)]

“Introduction

The Tennis elbow or lateral cpicondylitis is the
commonest lesion of the insertion of muscle or tendon
onto bone. A tear occurs in or near the insertion of the
common extensor tendon on the lateral condyle and
humerus. The injury 1s caused by sharp flexion of the
wrist while the extensors are contracted, often by hitting
a tennis ball awkwardly during a backhand stroke. The
injury also occurs in everyday activities such as gardening

and lifting. !

On examination, the lateral epicondyle of humerus
is tender and stressing the extensor origin, by forcing the
wrist into flexion with the extensors contracted,

a. Professor, Department of Orthopaedic Surgery, Sylhet
MAG Osmani Medical College, Sylhet.

b. Assistant Professor, Department of Anesthesiology,
Sylhet MAG Osmam Medical College, Sylhet.

c. Assistant Professor, Department of Surgery, Sylhet MAG
Osmani Medical College, Sylhet.

* Corresponding author

reproduces the symptoms. The treatment basically is of
two types, ie., conservative and surgery. Conservative
treatment include intralesional injection of methyl-
prednisolone,  rest, ultrasound,  laser,
manipulation, etc.? This study has been designed to
evaluate the effectiveness of intralesional injection of 1
cc of methyl-prednisolone (Depomedrol 40 mg) with 1.5
cc of 2% Lignocaine.

massage,

Methods

Between June 1995 to June 2000, a total of 50
patients with Tennis elbow, underwent treatment with
local infiltration of methyl prednisolone 40 mg (Inj.
Depomedrol) mixed with 1.5 ml of 2% lignocaine
(Lignocaine). Clinical assessment was done with history
of pain, which aggravates on griping and resistive palmar
flexion in fully extended elbow and pronated forearm,
duration of pain, and localized tenderness over the origin
of common extensors. The patients belonging to
diabetic mellitus and othetr theumatic disorders were
excluded from the study. After confirmation of the
diagnosis clinically, under all aseptic precautions, 1 ml
(40 mg) injection methyl-prednisolone, mixed with 1.5
ml 2% lignocaine, was infiltrated under the common
extensors origin at the lateral epicondyle, especially
under the origin of extensor carpiradialis brevis. Care
taken so that drug was not infiltrated into the muscle.
Non-steroid acute inflammatory drugs (NSAIDs) and
ranitidine were given orally for 7 to 10 days with 12 hour
interval.

Results
The results was analyzed on the basis of patients
statements regarding the relief of pain and clinical
judgment by Resistive Tennis Elbow test (Cozen's Test)
and Passive Tennis Elbow Test.?

In this study 10 patients 20% responded very well
(Get rid of by single injection). In 25 patients (50%)
second injection was installed 6 weeks after first
injection due to in adequate response and another 10
patients 20% needed third injection infiltration for

The OMTA] 3
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perfect recovery after 6 weeks interval from second
injection. Only 5 (10%) patients in this study did not

Table I: Age distribution of the patients

Age Group No of patients Percent
30-40 years 35 70%
40-50 years 15 30%
Table II : Sex incidence
Patients No of patients Percent
Male 20 40%
Female 30 60%

Table III : Occupation distribution of the patients

Occupation No of patients  Percent

House wife 25 50%

Manual worker, Carpenters 10 20%

Service man 5 10%

Tennis player 5 10%
Business man 3 6%
others 2 4%

Total 50 100%

Table IV : Over all results in final follow up

No of injection No of patients  Percent
Single 25 50%
Double 10 20%
Triple 5 10%
No response 5 10%

Prevalence of the disease was more common among
house wives and manual workers. (Table III) The
highest recovery (50%) was found in 25 patients by
double injection. (Table IV)

The disease shows the highest incidence (70%)
among age group between 30-40 years. (Table I).

Prevalence of the disease was found high (60%) among
the female. (Table 1T} House wives and manual workers
were the highly (70%) vulnerable groups. (Table IIT)
Tennis player were not found highly prone (10%) to the
disease. The highest recovery rates (50%) were found
in patients receiving double injection and 5 patients
(10%) did not show any positive response. (Table -IV)

Discussion
In this study, a high incidence of the disease was
found among the age group between 30-40 years and
prevalence of the disease was higher among the female
sex (60%), which is similar with the study by Talukder in
RIHD. ¢

Coonrad and Hooper described that Tennis elbow is
a chronic disabling disorder of unknown cause, seen
commonly in patients who have occupation requiring
rotary motion at the elbow, such as pipe fitters, tennis
players, and carpenters.® This study is in consistent with
the previous one but here the prevalence of the disease
is very common among the housewives and manual
wortkers which slightly differ from Coonrad's study. In
this study, the vulnerability of the Tennis players was
low (10%) which slightly differs from Boyd's study
where it was in the moderate profile. 0

Corticosteroids injections are useful in the treatment
of Tennis elbow. Up to three injections is considered
appropriate. If three injections are unsuccessful in
relieving the symptoms, a release of the extensor origin
from humerus must be considered.* Andrew described
the untoward effect of repeated local injection of
hydrocortisone and advocated to repeated
injections.” In this study, this is quite consistent with the
previous studies. Here, 10 patients (20%) were cured by
single injection, 25 patients (50%) with double injections
and 10 patients (20%) responded well after triple
injections. Only in 5 patients (10%), who did not
respond well after repeated injections, no further
injection was instituted.

avoid

Tennis elbow or lateral epicondylitis is a common
problem which can be diagnosed easily from history of
pain on griping and resisted palmar flexion of the wrist
in fully extended elbow and pronated forecarm. There is
localized tenderness over lateral epicondyle. It can be
easily treated with intralesional injection of long acting,

The OMTA]
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one

to three corticosteroid injections (methyl

prednisolone) 40 mg with 1.5 cc of (2%) lignocaine.

]

6.
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Study of 50 Cases of Corneal Injury In Sylhet MAG Medical Collage Hospital

*SHAMSUL ALAM CHOUDHURY?, SHAKWAT HOSSAIN CHANDHURY", CHANDRA DUTTA¢

Abstract

Corneal injuries are important causes of visual
impairment and blindness in Bangladesh, affecting
both the children and the adults. In this study, 50
cases of corneal injuries were studied in Sylhet
MAG Osmani Medical Collage Hospital in the
indoor department from July, 2001 to July, 2002,
Most of the cases were full thickness corneal
injuries with iris prolapses (%) and others such as
corneal injury with anterior dislocations, blunt
corneal abrasion with hyphaema, etc. Age incidence
was from 11 to 30 years predominantly (64%), and
sex incidence was male predominant (84%). Full
thickness corneal injuries were more common than
partial thickness. To prevent these injuries,
eradication of poverty, illiteracy, prejudices are all
important.  Surgical management by skilled
surgeons with good microsurgical facilities on an
emergency ~basis, plays a vital role in preventing
blindness and early restoration of vision and
cosmetic benefits.

[OMTA] 2005; 4(2)]

Introduction

Occurrence of corneal injuries is very common in
children and adults in our country, causing unilateral
impairment of vision and blindness. Injuries occur by
sharp cutting weapons, blunt injuries predominately.
Chemical injuries are, however, not uncommon. Earliest
surgical management by skilled surgeon with meticulous
carc is the pre-requisite for the best visual prognosis and
cosmetic results. Latest microsurgical instruments with
good operating microscopes and appropriate surgical

a. Assistant Professor (cc),

b. Associate Professor (cc),
Department of Ophthalmology, Sylhet MAG Osmani
Medical College

c. Assistant Registrar, Department of Ophthalmology, Svlhet
MAG Osmani Medical College Hospital

Corresponding author

stitches and timely stitch-removal are also important
factors for getting the best surgical outcome. Both sharp
pointed and blunt objects, such as pencil, pen, needles,
bamboo sticks, glass, stones, and toys, etc. are liable.

Methods
A prospective study, made on 50 cases of corneal
injuries in MAG Osmani Medical College in indoor eye
patient department, were studied. Patients up to 60 years
of age with only conical injuries of were included.
Exclusion criteria were badly injured eyes, ruptured
globes.

Results

A total of 50 patients with cotneal injury was
included 1in this study. Age incidence of majority of
the patients (36%) was from 21 to 30 years (Table
). Results showed that males (86%) were affected
more than the females (16%) (Table II). Full
thickness corneal injuries with prolapses of the Iris
were greater in occurrence (20%), followed by
corneal 1njuries with dislocation of the lens (16%)
predominating nextly. Foreign body trauma and
acid and alkali burns were less common findings of
corneal injury (6%). (Table IV).

Table I: Age groups of the patients (n=50)

Age groups in Number of cases Percent
years

i}—lU 05 10
11-20 14 28
21-30 18 36
31-40 04 08
41-50 06 12
51-60 02 04
61-70 01 02

The OMTA]
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Table II: Distribution of sex of the patients (n=50)

Sex Number of cases Percent
Male 43 86
Female 07 14

Table III: Types of Corneal Injury (n=50)

Corrected Visual Activity Number of cases
NPL (Blind) 05
Hand movement 03
1/60 02
3/60 03
6/60 07
6/36 08
6/24 05
6/18 10
6/12 04
6/9 02
6/6 01

Percent

10
06
04
06
14
16
10
20
08
04
02

Table IV: Final Visual Outcome and Prognosis

(n=50)

Sl Natute of the Injury Number Percent

no of Cases

01  Simple Corneal Abrasions and 04 08
Foreign Body

02  Partial Thickness Corneal Injury 03 06
with Desmetocoele

03 Full Thickness Cotneal Injury 05 10
with Iris incarceration

04  Full Thickness Corneal Injury 10 20
with Iris Prolapses

05  Full Thickness Corneal Injury 02 04
with Iridodialysis

06  Full Thickness Corneal Injury 08 16
with anterior dislocation of Lens
and Capsule Rupture

07 Chemical Injury (Acid or Alkali 03 06
Burns)

08  Full Thickness Corneal Injury 05 10
with Vitreous Prolapse

09  Blunt Trauma with Hyphaema 06 12

10 Blunt Trauma with Vitreous 02 04
Haemorrhage

11 Blunt Trauma with Retinal 01 02
Derachment

11 Blunt Trauma with Optic 01 02
Atrophy
Total 50 100

Discussion

The nature of the injuries ranged from both sharp
cutting wounds to ragged lacerated wounds. Both full
thickness and partial thickness wounds were found. The
sites of the injuries were in central and peripheral areas
of the cornea. Peripheral cornea! injuries involved the
Sclera, Ciliary body as well as Lens capsule. Ruprture,
with or without lens dislocation, both anteriorly and
posteriotly were also, however, not uncommon. Various
prolapses, loss or haemorrhage, and retinal detachments
were less common.

Some cases were simple abrasions, rupture of
descemets membrane, corneal endothelial damages,
blood staining of the cornea due to hyphaema were also
reported. Since the central corneal injuries involved the
nodal point, there was gross impairment of vision.
Injuries involving the periphery of the cornea leads to
minimal impairment of vision. Even vision of up to 6/6
could be attained (2%) in these instances (Table I11).

Occurrence of corneal injuries were found very
common in our countty (57%) as shown in a study by
Manzur ef a/ and as 54% by Islam ez a/* Peak age group
of corneal injuries were found in interval of 11-30 years,
neatly similar to the study by Islam e/ ¢/ Male incidence
were more (84%) versus female which is also similar to
work of the previous authors. Age predominance from
11-30 years was due to major working groups in this
range. More male predominance is attributable to the
same reason.

For a successful outcome, a very skilled and
meticulous  surgery is needed by senior skilled
ophthalmic surgeons. Timely repair by senior skilled
ophthalmic surgeons, with thorough asepsis, and proper
post-operative cares, are all important preconditions in
attaining a good visual outcome and a better cosmetic
result. Lack of initiatives by the attendants of the
patients owing to poverty and ignorance and lack of
microsurgical facilities in the district hospital as well as
trained surgical personnel are the additional causes of
failure of successful surgical repairs. Shortage of
anaesthetic personnel is also another important cause,
because corneal repair needs GA facilities for better
surgical outcome.

The OMTA]
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Report on Investigation of Antibiotic Resistant Klebsiella pneumoniae at
Elsewhere Hospital in the United Kingdom

MD. MOYNUL HAQUE:*

Abstract

Eight isolates (A-H) of multi-drug-resistant
Kiebsiella pneumoniae causing cluster of infections
at Elsewhere Hospital Intensive Care Unit were
investigated. Control organisms P4291, 50192, RP4+
and JM83 were also used for the experiments. Four
experiments were carried out to investigate these
isolates, which included strain typing, plasmid
analysis, PCR, and colony blot. In the experiment of
strain typing, two types of Klebsiella pneumoniae
causing cluster of infections in the Hospital
Intensive Care unit were found. Six among the
isolates (A, B, C, F, G, and H) of the organism were
similar and they were found to be of one type of
strains, but two others (D and E) were not similar
and they were found to be another type of strains. In
plasmid analysis, clearly visible bands were found in
four of the isolates (C, F, G and H), and they were
found carrying different types of plasmids. In two of
the isolates (C and F), the size of plasmid was 150
110 kb and, in other two (G and H), size of the
plasmids was 150 *15 kb. But no clear bands could
be found in five among the isolates (A, B, E, D and
E). In PCR, all of the isolates showed TEM gene in
gel photographs. Sequencing of DNA of one of the
isolates (A) had been done and compared with
known TEM sequence found in the Web site. It was
found to be TEM-10 family-beta-lactamase. No
result could be found from colony blot experiment,
and it was probably due to experimental error as
positive control did not give any result.

[OMTA]J 4 (2): July 2005:]

a Assistant Professor,
Department of Microbiology, Sylhet MAG Osmani
Medical College, Sylhet-3100

Introduction

The significance of antibiotic resistant organism is
very diverse. It is one of the most important causes of
hospital-acquired infections. It brings a major limitation
on clinical use of antibiotics. It is also involved in many
community-acquired infections. Now-a-days, the clinical
problem in the hospitals caused by antibiotic-resistant-
organisms have been recognized in an increasing
frequency. Hospital infections caused by nosocomially
acquited Gram-negative bacteria, especially Khkbsiella
prenmoniae, produce extended spectrum beta-lactamase
(ESBL) as an antibiotic resistance mechanism. The
production of ESBL by Kébsiella puenmoniae causes a
widespread nosocomial problem. These types of multi-
drug-resistant organisms are now spreading in the
hospital settings and have become important nosocomial
pathogens. They produce difficult problem, particularly
for intensive care units, cystic fibrosis centres, burn
units, oncology and neonatal wards where clusters of
patients are highly susceptible to infections. In Intensive
Care Units, antibiotic use is the heaviest and have the
greatest potential for patient-to-patient transmission of
diseases. On the other hand, hospital strains are often
resistant to multiple antibiotics, mainly due to acquisition
of plasmids carrying several genes that encode the
to mediate resistance. So, infections with
avoidable failure of

enzyme
resistant  organisms
treatment and increased cost in patients receiving
inappropriate antibiotic treatment. As a result, it causes
prolonged hospital stay as well as devastating or even
fatal consequences.

result in

Methods
Four procedures were carried out to investigate the
isolates A, B, C, D, E, F, G and H of Kiebsiella presmoniae
found to cause clusters of infections in the Elsewhere
Hospital in the UK. The investigations were as follows:

A. Strain typing by: a) DNA extraction: From an
over night broth culture of each isolate, extraction of
DNA done. b) Restriction digest DNA: Restriction

The OMTA] 9
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digestion of DNA was done by restriction enzymes. For
the restriction digestion, Smal enzyme plus buffer mix
were added. c) Set up gel (electrophoresis of restriction
digest): Each digest mixed with loaded buffer and loaded
each sample on the maxi-gel. The gel ran, stained and
photographed. d) The gel were viewed and analyzed by
looking at photographs from different isolates and
comparing the bands patterns of the isolates with the
control ones. 12

B. Plasmid analysis: done by: a) Extraction of
plasmid DNA: The rapid method of plasmid extraction
by Kado and Liu was used and extraction of plasmid
DNA was done. b) Plasmid electrophoresis: done by
loading of plasmid preparation in mini-gel system. The
gel comprises 0.7% w/v agarose in TBE (0.089 M
Tris.0.089 boric acid and 2 mM EDTA). b) Analysis of
results: Looking at the pictures and comparing with the
positive and negative controls bands corresponding to
the plasmids were worked out.?

C. PCR: was done by the following steps: a) Set up
PCR reaction: Part of DNA extracted from the isolates
for strain typing was used for PCR, and water used for
negative control. We used A pair of primers were used
and a Reddy mix (PCR master mix, AB gene, including
nucleotides, buffer, polymerase, and a dye for easy
visualization) was used. b) Electrophoresis of the PCR
products: loading of each sample on mini-gel done. The
gel ran, stained and photographed. c) Analysis of results:
Looked at gel photographs, compared with the positive
and negative controls. d) DNA sequence: PCR product
of the isolate A was sequenced by one of the teachers
and supplied to find out which TEM gene it was.*

D. Colony blot: In this experiment, hybridization
instead of PCR was used to detect the presence or
absence of TEM gene. a) Inoculate filters: A nutrient
agar plate was used and a piece of "Hybond-N" filtet'
was placed on the nutrient agar plate and transferred a
small quantity (one colony) of each isolate on to the
filter in the marked position. b) Colony lysis and
hybridization: lysis of the cells grown on filter was done
and setting up hybridization with the TEM probe. c)
Probe detection: The labeled probe was detected that
has hybridized to the filter, i.e., how many isolates can
hybridize with the TEM probe?

Results

Strain typing:

The photographs of gel analysis of all the isolates
showed cleatly visible bands in different strains in
comparison with the photographs of the control strains.
There was a marker in the photographs, the sizes of
which was shown in kilobases (kbs) to compare the sizes
also. From the photographs, it was clearly visible that the
strains A, B, C, F, G and H have got similar type of
bands, so, they were of same type of strains. The isolates
D and E showed similar bands, so, they were another
type of strains. Now, we conclude that there were two
types of multi-drug-resistant Kiebsiella pnewmoniae causing
cluster of infections in Hospital Intensive Care Units
showing resistance to third generation cephalosporins.

Plasmid analysis:

Photogtraphs of gel electrophoresis of the isolates C,
F, G, and H showed clear bands in comparison with the
control organism 50192. But the isolates A, B, D, and E
did not show clearly visible bands. But the sizes of the
plasmids were different in different isolates, which was
compared with the marker. The sizes of the plasmids in
the isolates C, and F were 150 10 kbs each, but the
sizes of the plasmids in G and H were 150 £15 kbs. So,
different sizes of plasmids were present in C, F, G and
H, i.e., the isolates C, F, G and H contained different
types of plasmids.

PCR analysis:

Photographs of the gel analysis of the PCR showed
all the isolates A, B, C, D, E, F, G, and H have got TEM
gene. It was compared with the control organism RP4+
and also compared with the marker. Sequencing of the
DNA from isolate A was done and compared with the
published TEM sequences from website kept by Bush
and Jacoby at “http//www.lahey.org/studies/webt.stm
and found that it was TEM 10 family-beta-lactamase.

Table I: Results of Plasmid analysis, Strain typing,
PCR, and Colony blot

Isolate Plasmid Plasmid Strain typing
detection size (kb)
A - - 1
B - = t
C + 150 £ 10 t
D - - 2
E - - 2
F + 150 + 10 1
G + 150 £+ 15 1
H + 150 + 15 1

The OMTA]J
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Colony blot:

From this experiment, we could not get any results
and it was probably due to experimental errot, because
positive control also did not give any result.

Discussion

Four experiments were done on the multi-drug-
resistant Kiebsiella preumoniae isolates AB CDEFG
and H. These were strain typing, plasmid analysis, PCR,
and Colony blot. From the strain typing, we found that
two different strains of Klebsiella pnenmoniae caused cluster
of infections at Elsewhere Hospital Intensive Care Unit.
From the plasmid analysis, we found that different type
of plasmids wete present in different strains of Klebsiella
prenmonige. From the PCR results, we found that all the
isolates contained TEM gene. Sequencing of DNA from
isolate A was done and compared with the published
TEM sequences from website and found that it was
TEM-10 family-beta-lactamase. So, from the above
mentioned tesults of the different experiments, it can be
concluded that two types of Klebsiella pneumoniae carrying
different types of plasmids, and cach of them confaining
TEM-10 family-beta-lactamase gene caused the cluster
of infections in Intensive Care Units.

But the experiments, which were carried out, got
some limitations also. In case of PCR, as it id known to
be about 10-fold more sensitive, and extreme sensitivity
may cause problem, can potentially detect dead
organisms also. One major problem with PCR is that it
may false negative reactions due to the
introduction of contaminating nucleic acid into the
reaction mixture.

cause

In plasmid analysis, the agarose gel method (mini-
gel), the larger molecules greater than 40,000 bps were
not separated from one another. So, all the plasmids in
all of the isolates may not be visualized properly. In
colony blot, no result was obtained, so, if it would be
done again, it might give a better result.

Now, it can be thought that if other experiments
could be performed, which could help to clarify, or
extend the results. These experiments include: (i) Pulsed
field gel electrophoresis (PFGE): by which the larger
molecules, more than 40,000 bps could be identified. 1t
separates the large fragments, involves sending short
pulses of electricity to an array of electrodes sutrounding
the agarose gel. The DNA fragments are clearly

separated into resolved bands on electrophoresis. (i1)
Restriction  fragment length  polymorphism:
digestion of bacteria done by restriction endonucleases
and cut DNA at specific recognition sequence
composed of 4 to 6 basepairs are identified. After gel
clectrophoresis in agarose gel, visualization is done by
staining the gel with ethidium bromide. By using this
method, isolates from nosocomial outbreaks or clusters
can be analyzed to see if they have same or different
restricion  fragment  length polyﬁlorphistn. (1)
Ribotyping: ribosomal RNA (rRNA ) gene restriction
pattern are studied by this method. It is both rapid and
specific method for bacterial identification. It is used for
identification of the species of the organisms and for
differentiation between and among strains within a

here

species.

So, if the above mentioned experiments could be
carried out, results of the present study could be further
extended and clarified. In order to make the result more
acceptable, a recent multi-drug-resistant
Kiebsiella pneumoniae in different hospitals is mentioned
here, which correlates with this study. * They studied 440
patients with 455 consecutive episodes of Klebsiella
prenmoniae bacteremia  between  January, 1996 and
December, 1997, of which 253 episodes
nosocomially acquired. They found that overall 30.8%
episodes of nosocomial bacteremia, and 43.5% episodes
acquired in ICU were due to ESBL-producing organism
where antibiotic use is the heaviest and potential for
patient-to-patient transmission of the organism is the

work on

were

greatest.

Klebsiella pneumoniae examined for presence of ESBLs
by PFGE was used by a group of investigators to
analyze the molecular epidemiology of nosocomial
bacteremia with the organism.> They found more than
one ESBIL-producing isolate in 7 out of 10 hospitals
with multiple strains with same genotypic pattern, which
indicate patient-to-patient spread of organism. ¢

Now, from the above-mentioned recent studies and
from the experiments done in this study, it can be
concluded that two types of multi-drug-resistant ESBL~
producing Kiebsiella preumoniae, carrying different types of
plasmids, along with TEM-10 family-beta-lactamase
showing resistance to third generation cephalosporins
caused cluster of infections at Elsewhere Hospital
Intensive  Care  Unit,  where parjent-to—patient
transmission of organism occuts.

The OMTA]
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Abstract:

Background: Hemorrhoids are a common
surgical problem seen in the outpatient department.
Rubber band ligation using suction is an effective
treatment for symptomatic hemorrthoids but
associated with significant morbidity. This
prospective observational study was earned out to
assess the efficacy, effectiveness and complications
of rubber band ligation performed in outpatient for
symptomatic hemorrhoids using suction ligator.

Methods: 50 consecutive patients with
symptomatic hemorrhoids underwent rubber band
ligation in the outpatient clinic. Outcome measures
were symptomatic cure i.e. stoppage of bleeding
and reduced mucosal prolapse. Complications were
categorized as immediate, early (within one week)
and late (within 3 months). Results: Symptomatic
cure was achieved in 45(89.20%) patients (stoppage
of bleeding and reduced mucosal prolapse). 5
(10.72°%) patients required further banding. Pain
(mild to severe) was most common immediate and
intermediate complication (14 and 20 patient's
respectively). Conclusion: Rubber band ligation is
an effective, outdoor procedure for symptomatic
hemorrhoids, but associated with certain degree of
morbidity.

[OMTA]J 2005;4 (2)]

Introduction

Hemorrhoids are among the commonest surgical
ailments of anorectal region seen in the outpatient
department]l. These are associated  with
distressing symptoms. The incidence of hemotrhoids
increases with age. At least 50% of patients over the age
of 50 years have some degree of discomfort from them.

usually
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Shyness and fear are the main reasons of avoiding
medical treatment2. Treatment of hemorrhoids has
remained controversial among surgeons all over the
wotld. For the last have
treatment, which would give good results with minimum
complications3.

many decades' surgeons

Most patients in initial stages are treated with
conservative or minimally invasive approaches. Injection
sclerotherapy and rubber band ligaton(RBL) are two
common non-surgical interventional procedures to treat
first (Tf) and second (2nd) degree hemorrhoids. These
procedures can be performed in the outpatient clinics,
with minimum resources and are cost effective. Rubber
band ligation has been shown to be superior to the
injection sclerotherapy; however it is also associated with
certain complications. Introduction of suction ligator has
almost completely replaced the conventional Barren's
apparatus. In this article I will present the outcome of
rubber band ligation using suction ligator in patient who
presented or were referred for the treatment of
hemorrhoids

Material and Methods

This study was conducted at Private Chamber
colorectal centre Karim Monjil manik pir road
Noyasarak road, Sylhet From February 2005 to
December 2005 Fifty consecutive patients with different
degree of hemorrhoids were included as shown in Table
1

After complete history and examination (both digital
rectal examination and proctoscopy) diagnosis and
degree  of hemorrhoids confirmed.  Rigid
sigmoidoscopy was performed in selected cases. The
indications for sigmoidoscopy were other symptoms like
change in bowel habit, diarrhea and to rule out any
malignant pathology in the distal colon. All patients were
explained about the procedure and its complications and
other treatment options available. A4# informed consent
was obtained.

wWas
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Patient was placed in left lateral position. Routine
rectal examination and proctoscopy was performed to
ascertain the degree of hemorrhoids. The base of
hemorrhoids was clearly identified and bands were
applied above the dentate line using suction band ligator
(Karlstorz Germany) (Figure-1). Two hemorrhoids were
banded at single sitting. Repeat banding was done after 4

weeks when needed.

The patients were asked to report any pain on
applying suction. If they had any pain, suction was
released and a higher spot was chosen and bands were
applied only when patient had no complaints of pain.
Following the procedure, patients were asked to rate the
discomfort / pain on a scale of 1-10. The pain was
graded as mild (1-3), moderate (4-6) and severe (7-10).
The patients were observed for immediate complications
for 30 minutes and were followed up for intermediate
complications (within 1 weeks) and late (within 2
months) intheOPD.

Data was analyzed by using SPSS version 10 and p-
value was calculated using ¢/ square test.

Results

In this study there were 50 patients out of which 36
(85.6%) were male and 14 (14.3%) were female. All the
patients had the symptoms of bleeding per rectum while
29 (51.7%) patients had complaints of prolapse and 23
(41%) had complaints of itching / pruritus ani and 16
(28.2%) had complaints of discharge per rectal. Total
100 bands were applied (two per single sitting) and
repeat banding was done in 6 (10.7%) cases.. The
comparative outcome and complications are given in the
tables 2 and 3.

Twenty-four (42.8%) patients had immediate
complications (Table 2) while 27 (48.21%) patients
experienced intermediate complications (Table 3). There
were no late and serious complications like sepsis,
massive bleeding necrosis, ulceration and stenosis. There
was no mortality. After two months follow up 50
(89.3%) patients had symptomatic cure and six patients
had complaints of bleeding. On proctoscopy there were
complete recovery in 41 (73.21%) cases, 9 (16.07%) had
restdual bulge, 3 (5.3%) had complete one pile left and
(5.3%) had two complete piles left. (Table 4).

Table-1: Degree of Hemorrhoids

Degree Number of Cases Percentage
181 (19) 05 19.04 %
20d (Ho) 1 73.22 %
eird (11 lo) 04 07.14%

Table-2: Immediate Complications of Suction Band

Ligatkm
Problem Total
Mild Pain 3(5.3%)
Moderate Pain 3(5.3%) .
Severe Pain 2(3.5%)
Vasovagal episode 1(1.7%)
Bleeding 2(3.5%)
Total 11(19.64%%)

Table-3: Intermediate Complications of Suction
Band Ligation

Complication

Discomfort/mild Pain 6(10.71 %)

Moderate Pain 4(7.14%)
Severe Pain 2(3.5%)
Discussion

Various techniques have been instituted for the
treatment of hemotrrhoids. Ligation and excision is the
conventional treatment for prolapsing hemorrhoids.
This procedure can be an unpleasant experience for
some patients. Complications such as per-operative and
post-operative hemorrhage, urinary retention, post-
operative pain and anal stenosis are well documented.
To avoid these complications various alternatives such
as selerotherapy, rubber band ligation (RBL) and variety
of other techniques requiring costly equipment include
cryosurgery, photocoagulation. laser surgery,
frequency coagulation and direct current coagulation,
infra red coagulations and bipolar diathermy have been
devised. However, these procedures are also not devoid
of complications 174-6'7,

radio
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Surgical procedutes include manual dilation of anus,
internal sphincterotomy and various modifications in
techniques of hemorrhoidectomy.®"14

In the recent past there has been a strong trend in
favour of day care surgery for the treatment of internal
Lotd's
dilatation, introduced in 1968, is the most controversial
of the newer methods of treating hemorrhoids 15216,

hemorrhoids. procedure of maximum anal

Sclerotherapy is simpler than other outpatient
procedures, which require costly instruments. Patients
treated by sclerotherapy and RBL experience dull aching
anal pain lasting from 2 hours ro a couple of days®.

Fever with Rigors 1(1.78%)

Burning Micturation 0

Slippage of Band 0
Total 13(23.21 %)

Table-4: Result after two months of banding

Parameter No of Cases
Symptoms
Parameter No or Cases
Symptoms
No bleeding 50(89.28%)

Some hleeding

Signs (Pro cWs copy)

Complete Recovery

Residual Bulge

Complete one oile left

Complete two pile left
No bleeding

6 (10 112%)

41(7321%)
09(115.07%)
03 (03 35 %)
03(0335%)
50(89.28 %)

Some bleeding 6(10.62%)
Signs (Proctoscopy)

Complete Recovery 41 (73.21 %)
Residual Bulge 09 (16.07 %)
Complete one pile left 03  (03.35 %)
Complete two pile left 03 (03.35 %)

Fig-1: Suction band ligator (Karl Storz Germany )

Rubber Band Ligation was introduced by
Blaisdell in 1958 and refined by Barren in 1963. The cost
effectiveness, safety, ease of treatment for both patients
and doctor combined with good clinical results has
increased the popularity of RBL 17,

RBL using suction is a recent modification. It is
performed by a simple disposable plastic apparatus
which has both band applicator and suction device in
one instrument, the haemmorhoidal mass is sucked and
band is applied.

It is best suited to the most of second -degree
hemortrhoids and patient friend]}' procedure even for
pregnant, elderly and those unfit for surgery. RBL
should be attempted only on second degree or early
third degree hemorrhoids. Since with first degree,
especially in early cases, there is insufficient tissue
available to pull in to the ligature drum to make the
method worthwhile, and in any event such small piles
can be as effectively managed by injection sclerotherapy.
Two or three hemorrhoids dealt with at the same
session. Over 90% of symptomatic hemorrhoids can be
treated conservatively or with RBL. The main criticism
of RBL is that it does nothing to remove the skin-
covered component of the pile or an associated skin
covered component of the pile or an associated skin tag.
The bothering skin tags may be removed under local
anesthesia as an out door procedure later on'®.

Secondary hemorthage which may be life
threatening is another problem which may occur at
home as the patient is treated on out patients' basis. For
the third degree hemorrhoids with large skin covered
component, RBL has very limited and temporary value
and is no substitute for surgical treatment. As far as
complications of this method are concerned, delayed
massive rectal bleeding, urinary retention, pain and fever,
perianal abscess& perianal fistula, band related muscosal
ulcer and priapism  lias  been reported in  the
literature!?. 120

Studies of Murie et al and Poen at al?! have shown
RBL as effective as haemorrhoidectomy. The study also
confirms that RBL is an effective treatment
symptomatic hemorrhoids. Kurnar et al?? described cure
rate up to 71%, whereas in our study cure has been 89%
and the incidence of immediate and intermediate
complications was 67.3% and 74.4 respectively in their
study whereas in our series it was 42.85% and 48.21 %
respectively which as quite less as compared to Kumar et
al series. All these patients required observation for 1
hour and later discharged, no patient was admitted to in-
patient. This is comparable to other international studies
54 There were no late complications. Though very rare,
but serious complications, like bleeding, sepsis and
mortality have been reported. Though the incidence of
complications in our series is less but it is significant. In

for
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a series of 100 patient's ninety one percent (91%)
patients Wwere symptoms free after six weeks of
treatment!”.

In a study carried out by Murie in 1980 "in which he
compared rubber band ligation and hemorrhoidectomy
for second degree hemorrhoids concluded that rubber
band ligation should be considered as the first line of
treatment for second-degree hemorthoids?.

Some surgeons have performed rubber band ligation
at only one site at each outpatient visit while others have
applied two bands, and some have band ligation of all
three hemotrhoids at single visit.

In a series of 200 patients out-come in 89% of
patients with prolapse; banding was effective in relieving
anal pain, pruritus ani and soiling, which are regarded as
secondary symptoms of the disease!”.

Conclusion

There is remarkable individual variation in the
management of hemorrhoids. Day care and less invasive

procedutes are more acceptable to the patients.

RBL is an efficient, safe and acceptable modality.
Addition of suction gun to banding apparatus adds to
the convenience of surgeon and the procedure becomes
quick and effective. Selection criteria of patients of RBL
have important impact in the outcome of management
of hemorrhoids.
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Abstract

This study includes 60 cases of blunt abdominal
trauma (BAT) admitted in different Surgical and
Paediatric Surgical wards of Sylhet MAG Osmani
Medical College Hospital between the period of
July, 1999 to June, 2001, showing prevalence of BAT
9.3 cases/1000 admissions. The majority of the
patients (50%) were injured in RTA followed by
blows, kicks, falls, machinery injuries. The mean
age of the patients was 32.50 yr. with male
preponderance (87%). Major presenting features
were pain abdomen (51), vomiting (19), shock (7),
abdominal distensions (33), tenderness (47), rigidity
(42), hypotension (20) and absent bowel sound (25).
The injury was limited only to abdomen in 40 cases
(66.67%). The associated injuries wete pelvic
fracture (10), rib fracture (8), head injury (5) and
long bone fracture (7), Multiple organ injury was
found in 17 cases. The common viscera injured in
BAT in this study were liver (14), spleen (9), small
gut (17), kidney (5), stomach (4), large gut (4),
mesentery (4), etc. Plain x-ray abdomen, USG,
paracentesis can diagnose evidence of visceral
injury of 43.6%, 50%, and 63.5%, respectively., The
initial assessment and resuscitation are continued
simultaneously. The treatment of fracture was
deferred until abdominal operation in most cases.
44 patients were operated upon and others were
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Sylhet MLA.G. Osmani Medical College

* Corresponding author

managed conservatively. The common post-
operative complications were: wound infections
(17), respiratory tract infections (16), and utinary
tract infections (70). Total 09 patients died in this
series during resucitation period (04), 1 after
delayed laparotomy, and another 04 after immediate
laparotomy. The cases of deaths included
haemodynamic  instability, septicaemia  and
electrolyte imbalance. Though mortality rate in this
study is low (15%), but the real picture would be
expected to be different because a number of
victims of BAT with solid organ injury or multiple
organ injury died on the way to hospital. Most of
the patients (50%), left hospital within 8-14 days and
only 10 (6%) patients stayed for more than 21 days.
This study showed commonest causes of blunt
trauma abdomen causing solid visceral injury
particularly liver is RTA, and fall from height cases
hollow viscus injury, particularly small gut and
stomach.

[OMTA]J 2005; 4(2)

Introduction

Injury is the leading cause of death and disability in
the first four decades of life and is the 3 most common
cause of death overalll. The abdomen is the third most
commonly injured region, with requiring
operation in about 20 percent of caviling trauma
victims?. The common cause of blunt abdominal trauma
include (a) motor vehicle accidents, (b) falls from height,
(c) assaults, (d) industrial accidents,(e) climbing high
trees, (f) trawler injury, etc. There is frequently a poor
correlation between the physical examination
presence or absence of significant intra-abdominal
injuries in patients who have suffered from blunt
abdominal trauma® Open wounds are sometimes easier
than non-penetrating blunt trauma this 1s
particularly true regarding abdomen and so is the

injuries

and

and
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doctrine-"0bscure abdominal injury is better treated with
exploration.”

It is often difficult to evaluate patients with blunt
trauma to the abdomen as so many have other multiple
injuries to the head, other areas of the trunk and
extremities. Many have confounding problems such as
acute alcohol intoxication or symptoms from drug
abuse. The other majot problem in dealing with patients
with blunt trauma is that the most commonly injured
organs are solid organs that may bleed slowly thus
peritoneal signs may be lacking in the first several hours
after admission to the hospital.

Blunt abdominal trauma constitutes one percent of
all trauma admission in the United States of America,
but it is associated with significant mortality (20-30%),
much of which are attributable to the associated injuring
of head, chest and/or pelvis. A significant percent of
victims die before any treatment could be instituted. A
staggering 12,00,000 people die from trauma each year in
the USA, and more than 18.000 in the UKL

The human body is Subjected to an ever-increasing
number and variety of external forces including falls,
blows, knives and bullets as well as those imposed by the
modern automobile and other transport vehicles. These
wounding agents seldom are limited to anatomical
boundaries and so injuries to several body areas are
common. Blunt Abdominal Trauma (BAT) presents a
challenge to the clinician, because of diagnostic
difficulties 1n Many cases of blunt
abdominal injuries get admitted in all hospitals of our
country. Some cases present only with blunt abdominal
injury and others are associated with other injures like
chest injury, head injury, limb injury, etc.

some  Cases.

Though fatalities of only the blunt abdominal
injuries are largely correctable, but their recognition
greatly impair the smooth recovery including death'. But
2l cases of blunt abdominal trauma do not require
operative treatment. Some cases well responds to
conservative trearment. Many of BAT patient initially do
not show any sign-symptom of visceral injury both
clinically and after routine investigation. But latter they
develop sign-symptom of peritonitis. If this patient is
not observed continuously there is chance of missing of
diagnosis resulting fatality. Pattern of visceral injury is
related with the type or cause of blunt trauma. But there
is no such study in our country to show the pattern of
visceral injury in relation to the type of blunt trauma.

The purpose of the smdy is to find out the
prevalence of blunt abdominal trauma, the correlation of
cause of blunt trauma and types of visceral injury.

This study was designed to realize the importance of
early diagnosis, continuous follow up, and nature of the
injuries to reduce the morbidity and mortality of the
blunt abdominal trauma.

Methods

This prospective study was carried out with all
patients admitted in Surgical, and Paediatric Surgical
units of Sylhet MAG Osmani Medical Collage Hospital
(SOMCH} following blunt trauma of abdomen, during
the period of July, 1999 to June, 2001. Patients of all
ages having blunt abdominal trauma, were included in
the study, and patients with the history of penetrating
abdominal injury were excluded from the study.

The diagnosis of visceral injury in the patients of
blunt abdominal trauma was done by clinical history,
physical ~examination, relevant investigations, and
recorded in the protocol devised for the study. (Table I).
The mode of injury and its relation to different types of
visceral injuries, types of treatment, mortality and
morbidity patterns were also recorded. (Table II).

After initial resuscitation, the patients were divided
into four groups for the purpose of management: 1.
Group-A: Clinically and investigation suggests visceral
injury (Immediately laparotomy), i Group B: No
suspicion of visceral injury clinically and by investigation
within 24 hours, but sign-symptoms of peritonitis
develops within 48-72 hours (delayed laparotomy), iii.
Group C: No sign-symptom of visceral injury and/or
peritonitis develops during hospital stay (conservation),
and iv. Group D: Not recovered from initial shock and
succumbed (failed to resuscitate).

Table I: Protocol 1 to diagnose visceral injury of
the patients

Particulars of Patient:

L.

2. Regn N0 Wap i L LT

3. Date of Admission
Date of Discharge/ Death..ciins

TLose of Consclousness ... i Present/ Absent
5 Time of TIAUMA. it s

b
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6. Time lapse berween trauma and presentation: 0-12 hr/12-

24 hr /1-2day />2day
Mode of injury- RTA (Passenger/ pedestrian/Motor cycle
accident)

IT: diagnosis:

Assault (Brow/Kicks) Fall (fall from height /fall on
ubject)

Trawler injury

Machinery mnjury

Other

": Presentation:

Pain in abdomen- Yes/No
Shock- Yes/No

Dyspnoca- Yes/No
Vomiting- Yes /No

Urinary Retention- Yes/No
Haematuria- Yes/No Other

Physical Signs:

General:

Pulsennnn/ min Pallor. e
BP....... . .mn Hg Cyanosis.......

Temp.. GG Dehydration..............
Heart..i.o. Lungs ....

Associated Infury s aanssinREsiERReTE e

Abdomen:
(1) Inspection:
Abdominal distension Yes/No
Alteration of abdominothoracte Rhyﬂlm-Yes/No
Fullness of flant Yes/No
Abrasion, Bruise laceration Yes/No
(11} Palpation:
Muscle guard and rigidly: Yes/No
Localized dccp tenderness Yes/No
Rebound tenderness Yes/No
(iif) Percussion:
Percussion note: Dull/ Resonant
Obliteration of liver dullness: Yes/No
(iv) Auscultation-Bowel sound: Present / Absent
(v) Digital Rectal Examination: Tenderness: Yes/No
Rectovesical /Rectouterine Pouch: Empty / cystic

VI: Investigations:
a. Routine: Blood: T oo

M-

HBY,
Random Blood Sugar
Blood Urea
Blood Grouping

Serum Electrolvtes

b.  Special:
i Plain X-ray Abdomen (in erect posture):
Free gas shadow/ Ground glass appearance /
Distended small bowel
ii.  Chest Xoray PA view: Rib fracture/ Haemothorax
it Xe-ray Pelvis and limbs
. USG of Whole Abdomen:
Visceral injury (Liver/ Spleen/Kidney)
Free fluid /Pelvic Collection
v. Four-quadrant aspiration test-
Haemorrhagic /Bile-stained/ others
vi. Others:

Table I1: Protocol 2 to record the mode of injuries
and their relation with visceral injuries

1. Clinical Diagnosts:
Visceral injury - Certain /Suspected / not suspected

2. Final Diagnosis (after laparotomy):
a)  Visceral injury - present/ Absent.
b) If Present: (i) Gut, (i) Other organ (Stomach/
Duodenum/ Small gut/ Large gut)

Liver Spleen Pancreas
Kidney Diaphragm Mesentery
Urinary bladder Others
3. Treatment:
Repair
Excision
Resection and anastomosis
Others

4. Postoperative period:
a) Uneventful
b) Complication-

Wound infection- Yes/No

Chest infection- Yes/No

Utinary infection- Yes/No
Prolonged Paralytic ileus- Yes/No
Wound dehiscence- Yes/No
Fistula- Yes/No

Septicaemia- Yes/No

Others-

5. Mortality- Yes/No

Diagnosis  of visceral injury was confirmed in all
cases by laparotomy (except group-C and D). Statistical
analysis was done by mean £ SD and the data are
presented in tabular from.
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Results

Table I: Age distribution of the patients (n-60)

——————————————————————————
e

Age (in years) Number of patents  Percentage
0-10 5 8.33 %
11-20 6 10%

21-30 22 36.67 %
31-40 10 16.67%
41-50 7 11.67%
51-60 4 6.67 Yo
61-70 5 8.33 %
>T0 1 1.67%

Table II: Sex distribution of the patients (n-60)

Sex Number of patients Percentage
Male 52 86.67 %o
Female 8 13.33%

The age of the patients in this study seties ranged
from 5-years to 71 years with the highest incidence
(36.67 %) in persons between the ages of 21-30 years.
The mean age was 32.50 years. Five Patients were at or
below ten years of age and one patent was over seventy
years of age. There were 52 male Patents (86.67%) and 8
female Patents (13.33%) in the series. So the Male:
Female ratio is 6. 5:1.

Table III: Mode of injury and its distribution (n=60)

Number of
patients

Injury type Percentage

RTA (passenger, pedestrian, 30 (1 2+15+3) 50%
motor cycle accident)

Assaults (blow, kicks) 13(7+06) 21.67%
Fall from height 8 13.33 %
Fall on object 2 333 %
Trawler/machinery injury 3 5%
Miscellaneous -+ 6.67 %

In this study series of 60 cases with BAT, majority
of the cases were due Road Traffic (RTA) which include

motor vehicle accident (Passenger-12), Pedestrian struck
-15 and motor cycle accident- 3 and resulted in a total of
30 casualty occupying 50 % of entire series. Assaults like
blows or kicks over the abdomen resulted BAT in 13
cases, which is 21.67%. Injury resulting from falls
include both fall upon blunt object-2 < and fall from
height-8 comprised 16.67%.

Table IV: Presentation of the patients (n=60)

Presentation Number of patients Percentage
Pain abdomen 51 85%
Shock 7 11.67%
Dyspnoea 6 10%
Vomiting 19 31.67%
Urinary retention 5 8.33 %
Haematuria 4 6.67 %
Unconsciousness 3 5%

Table V: Clinical findings and its distribution in the
patients (n=60)

Clinical findings Number of patients Percentage

General

Pallor 24 40%0
Hypotension 20 33.33 %
Tachypnoea 15 25%
Tachycardia 19 31.67%
Abdominal

Abdominal distention 33 55%
Abrasion, Bruise, 19 31.67%
Lacaration

Alteration of 15 25%
abdominothoracic thyth

Fullness of flanks 21 35%
Localized deep 47 78.33 %
tenderness

Muscle guard and 42 T0%
rigidity

Obliteration of liver 24 40%
dullness

Absent bowel sound 25 41.67%
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Table VI: Clinical findings and its distribution in
the patients (n=60)

Associated injury Number of Percentage

patients
None 40 66.67 %
Pelvic fracture 10 16.67%
Rib fracture 8 13.33%
Head injury 5 8.33 %
Long bone fracture 7 11.67%
Soft tissue injury 5 8.33 %

The commonest mode of presentation were pain
abdomen 51 (85 %), vomiting 19 (31.67 %) and
retention of urine 5 (8.33 %) (Table-4). Major clinical
sings included sings of peritonitis- abdominal tenderness
47(78.33 %), ngidity 42 (70 %), pallor 24(40 %)
hypotension 20 33 (3 %)and absent bowel sound 25

Table IX: Results of USG of abdomen (n=16)

Findings Number of Patents

Group-A Group-B Group-C

Liver injury Not 2 2
Spleen injury done 1 0
Kidney injury 0 1
Free fluid/pelvic 1 1
collection

NAD 0 8

Table X: Results of Peritoneal tap or Paracentesis

s n-30
(41.67 %0)(Table-5). Among the 60 cases of BAT,20 was ( )
associated with extra-abdominal injuries, pelvic fracture —
(16.67 %) followed by rib fracture (1333%)and long  Findings Nuinbee of Paceaty
bone fracture (11.67 %) were the associated injuries. Group-A Group-B  Group-C
Hae it 13 2 1
Table VII: Management group e
Bile- Stained 5 0 0
Group Type of management No. of patients Negative aspiration 0 2 5
Group A Immediate laparotomy 40 (66.67 %) Cithists 4 0 0
Group B Delayed laparotomy 4(6.67 %
Group C Consetvative 12(20%)
Group D Failed to resuscitate 4 (6.67 %) Table XI: Change of decision from conservative to
operative management (n=4)
Table VIII: Results of plain X- Ray abdomen Time Factor No. of patents ~ Percentage
(n=55) 12-24 hr . :
;o 24-48 h 3 18.75%
Findings Number of Patents ! ’ ’
>48 hr 1 6.25 %
Group-A  Group-B - Group-C  Group-D
Free gas 20 1 u 3
shadow 3
e This shows that RTA & Blow abdomen cause more
Ground glass 30 2 1 3 injury to solid organs (35 %) and Fall from height &
appearance Machinery injury cause more injury to hollow viscera
Distended 4 1 1 3 (30%). Besides this, RTA 1s associated with multiple
small bowel injuries (50%).
Non- specific 4 0 0 0
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Table XII: Mode of injury and types of visceral injury (n=44)

Mode of mjury No. of Isolated visceral injury Multiple

patient Solid Hollow injury
Liver  Spleen Kidney Pancreas Mesentery 5. gut Stomach

RTA 30 8 2 1 1 0 2 1 15

Blow and Kicks 13 2 1 1 2 0 5 1 3

Fall 10 1 1 1 0 1 4 1 1

Machinery injury 7 0 0 0 0 1 2 0 4

Total 60 1 4 3 3 2 13 3 23

Table XIII: Operative finding of visceral injury in different management Group (n=44)

Group Liver ~ Spleen Kidney  Small gut mesentery Diaphragm Large gut pancreas Stomach UB

Group A (40) 10 8 4 16 4 1 4 3 4 2

Group B (4) 2 1 0 1 1 0 0 0 0

Itslsh()ws that in group A‘, liver is the most common Latge gut 44+0+0-4 6.67 %

solid organ to be injured in BAT followed by spleen.

On the other hand small gut is the commonest hollow Diphragm 1+0+0=1 1.67%

organ to be injured. Bat in group B, liver injury is

more cOMMon. Mesentery 44+0+0=4 6.67 %

, S ; Urinary bladd 2+0+0=2 3.33 %
Table XIV: Overall Pattern of visceral injury in rary Dladcer ’
BAT victims (n=60) Urethra 14+0-+0-1 1.67%
11 Visceral injury ~ 10+0+41+4-15  25%

Slno.  Organs involved No. of patents Percentage

group-
A+B+C=Toral

Liver 10+2+2+=14  23.33%
Spleen 8+1+0=9 15%
Pancreas 3+0-+0-3 5%
Kidney 4+0+1=5 8.33 %
Stomach 4-+04+0-4 6.67 %
Duodenum 2+0+0-2 3.33%
Small gut 16+1+0=17 28.33 %

not confirmed

In this series, the most common solid organ injury
was liver in 14 cases (23.33%) followed by spleen n 9
cases (15 %) and kidney is 5 cases (8.33%). Among the
hollow viscera, small gut was mostly involved m BAT
in 17 cases (28.33 %) followed by Stomach and Colon
each in 4 cases (6.67 %). Bat the urinary bladder was
injured only in 2 cases (3.33 %)
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Table XV: Types of Operative procedures for
different types of visceral injuries
S1 Visceral Injury
no

Type (number)

01  Liver (12)

02  Spleen

03  Pancreas (03)

04 Small gut (17)

05  Stomach (04)

06 Duodenum (02)

07  Latge gut (04)

08  Diaphargm (01)
09 Mesentery (04)

10 Kidney (4)

11 Urnnary bladder
and urethra (2)

12 No visceral
injury seen (1)

Procedures adopted

Smmple repairs
Buttress suture

Splenectomy
Splenorthaphy

Peritoneal toileting
and drain

Simple repair

Resection &
anastomosis

Repair with omental
patch

Simple repair
Repair with bypass

Resection and
anastomosis

Repair & proximal
colostomy

Repair and water seal
chest drains

Mesenteric repatr
Nephrectomy
Repair

Repair and
suprapubic

cys tos me}'

Peritoneal toileting

Number

04

o7
02

03

11

01
03
01

02
01
03

02

01

Table XVI: Pattern of complication related to
management group

Complication Number of Patents into Total (Vo)
each group

A B C
Wound infection 13 2 0 1-5 (25%)
Chest mnfection 14 1 0 15 (25%)
Paralytic leus 7 2 1 10 (16.67%)
Wound 2 1 0 03 (5%)
dehiscence
Fistula 2 1 1 04 (6.67%)
Septicaemia 3 1 0 04 (6.67%)
Total 46 8 3

The common complications were wound infections
(17), respiratory infections (16), urinary tract infections
(7) and paralytic ileus (10). (Table XVT)

Table XVII: Mortality chart in relation to group

Period No. of patients died Percent
A B C D
Preoperative period 00 00 00 04 6.67 %

Peroperative period 00 00 00 00 00
Post-operative period 04 01 00 00 8.33 %

Total 04 01 00 04 15.0%

A total 09 patients died of whcth 04 (6.67%) died
during resuscitation period, which was categorized as
group D. Some 05 patients died due to failed
resuscitation in the post-operative period, one of them
grouped into B died due to electrolyte imbalance,
following ileal fistula on 25 day. The other O4cases of
deaths were among group A. (Table XVII)
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Table XVIII: Cases and mode of deaths of group A

Number POD Injuries Mode of
of deaths Deaths
01 S Spleen + Hypovolaemic
Stomach + shock
Diaphragm
01 3l Colon + Spleen  Shock +
Electrolyte
imbalance
01 g Colon + Spleen  Septicaemia +
¢ ARDS
01 S Small gut Electrolyte
(multiple) imbalance

Table XIX: Duration of hospital stay.

Duration No. of Patients Total (%)
{in days)

’ A B C D
00-07 00 00 03 04 7(11.67%)
08- 14 23 02 05 00 30 (50.0 %)
15- 21 08 01 04 00 13 (7.8%)
>21 09 01 0o 00 10 (06.0%)

In this study, most of the patients (30, 50.0 %) left
hospital within 8-14 days, followed by 13 (7.8 %)
patients leaving within 15-21 days. Only 10 (6.0%)
patients developed burst abdomen, requiring secondary
suture, and was discharged on the 50th day. (Table XIX)

Discussion

Abdominal trauma is a very common day to day
incidence in our society occurring both accidentally
(RTA) and incidentally (assault). Today trauma is the
leading cause of death and disability in the first 4t
decades of life and is the third most common cause of
death overall'. In our country, inspite of the recorded
high incidence of deaths due to this cause, there is no
definite statistics.

In broad term abdominal trauma can be classified
into penetrating and non-penetrating trauma. A more
apptropriate term for non-penetrating trauma would be
BLUNT or CLOSED trauma because some surgeons
limit the use of the term non-penetrating injuring to

penetrating wounds restricted to the abdominal wall in
which the peritoneum has not been involved.

In this study period (July 1999 to June 2001), 14,
200 patients were admitted in all surgical units of
SOMCH of which 6450 had traumatic injury. Among
the 60 patients having Blunt Abdominal Trauma giving
the prevalence of 9.3/1000 admission of traumatic
patient were included in the study.

Injury is produced by forces that deform tissues
beyond their failure limit. Blunt trauma distributed
energy over a larger area. Such an injury may be
associated with rapid acceleration (pedestrian struck) or
rapid deceleration (high speed motor vehicle accident
and fall). Due to differential inertia such an injury
produces extreme degree of strain at point of anatomical
fixation. Severe direct deformation of tissues also occur
at point of direct contact,

The ages of the patients in this study ranged from 5
years to 71 years with the highest incidence (36.67 %0) in
persons between 21-30 yrs followed by the age group
31-40 yrs (16.67 %). the mean age was 32.50 year. Five
patients wete at or below ten years of age one patient
was over seventy. The above figure indicates that
affected people are those who are most mobile and
active in their daily life. They are the earning members of
the family and as such subjected more to the various
traumatic agents, these results were almost similar to that
of S. Gupta et al. in a study of 63 cases of BAT. Butin a
study of 100 cases of Bat the highest age group was 31-
40 years which was conducted by Quammzzaman .

Only 8 (13.33%) cases were female in this study,
reflecting the less out going people of the community in
the context of RTA, but not applicable to falls and
assault as the causative agents in producing BAT. The
sex ration in this study compares favourably with that of
Quamruzzaman study
TQ
which documented only 10% female in this study .

Mode of injury

Majority of the documented cases of BAT were due to
RTA (50%) which included 12 passenger, 15 pedestrian,
struck down by vehicles and 3 were victims of motor
cycle accidents. It seems that pedestrians are more
affected in RTA than passengers. Injuries in 13 cases
were produced by direct force or blunt weapons
including kicks or blows with fists, clubs and other
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instrument (like hockey sticks) Injuries resulting from
falls included 8 persons with the history of the remaining
17 cases, trawler and machinery injury was the cases in 3
cases and miscellaneous cases (struck by domestic cows)
in rest 4 cases.

In a study by Robbs ¢7 a/ of South Africa, the causes
of BAT was as follows: RTA 23.2%, industrial accidents
8.9%, and physical assaults 67.9%.%" In another study of
200cases of BAT by Fitzerald ef al of Texas showed the
cases of BAT as follows: RTA 83.5 %, assault 6.5 %, and
fall 5%.% In comparing the findings of this study to that
of Robb's study, the main difference lies in the large
percentage of cases of BAT due to physical assaults.
Probable explanation can be the effective utlization of
health care facilities available in the country by the health
conscious, people for even the minor injury. In the latter
study by Fitzerald ef o/ RTA was the major cases and in
this era of high speed transportation it is the usual
finding in almost all countries of the world. It not only
matches with our study but also with the study Gupta ¢f
al, There are many cases of higher incidence of RTA in
our country, such as, poor traffic control by the
inexperienced drivers. Defective motor vehicles, defying
the traffic rules and regulations both by pedestrians and
drivers, not implementing the laws against the defaulters,
bad and narrow highways admixtures of high speed (car,
bus, truck, etc) and slow speed vehicles (Rickshaw, baby
taxi)in the same congested roads, etc. But in the Western
countries, alcoholism and super high speed vehicles are
the common causes.

The commonest mode of presentation were pain
abdomen (51), vomiting (19), shock (7) and retention of
urine  (5). Major clinical sings include abdominal
distention (33), tenderness (47), alteration of abdomino-
thoracic  respiratory  thythm  (15), rigidity (42)
hypotension (20) and absent bowel sound (25).
Obliteration of liver dullness was found in 24 cases and
all of them had gut injury as substantiated on
laparotomy. So, it is a good parameter for diagnosis of
hollow viscus injury. Abdominal injury was evident by
local signs (abrasion, bruise, etc) on abdominal wall also.
The high incidence of vomiting might be related to
coeliac plexus itritation in upper abdominal trauma.

n a study series by Mackersie ¢ 4/ 1t was shown that
hypotension on hospital arrival, presence of major chest
injury and arterial base deficit were <3 mEq/L on arrival
are the most powerful indicators of intra abdominal
injury .But in our setup, we mainly depend on history of
trauma, clinical presentation and findings, and simple

investigation like X-rays, USG, etc. The clinical features
of the cases in this study are almost similar to that of F.
Ahmed®and Quamruzzaman?,

In the unconscious patients (3), intraabdominal
injury was suspected from signs of
haemorrahge not evident externally, signs of injury on
the abdominal wall, ribs fracture and peritoneal tap.

continued

This study of small series of 60 cases of Blunt
Abdominal trauma was an approach
towards realization of the importance of early detection
of abdominal organ injury and immediate management.
In this dissertation, an attempt has been made to
evaluate the clinical pattern of visceral injury following
blunt abdominal trauma .BAT is no longer an academic
curiosity.

enthusiastic

In this study patients often present deceptively with
normal appearance leading the physicians to a false sense
of security. So it s vital to harbour a high index of
suspicion for BAT patients with multiple injuries rather
than investigation. Continued follow-up is mandatory to
reduce mortality and morbidity of patients. The pattern
of visceral injury, in general, is related to the mode of
injury. Direct blunt trauma 1s related to more visceral
injury than indirect trauma, specially for solid organ
injury.

This study shows the commonest cause of blunt
abdominal trauma is RTA &blow abdomen causing
injury to solid organ particularly liver. But fall from
height & machinery injury cases hollow viscus injury.
Presence of blood and bile following abdominal
paracentesis is valuable diagnostic investigation for
visceral injury. Continued follow up is needed to
diagnose  visceral injury for late presentation.
Complication is more common in those who have
shown definite sign-symptom of visceral injury following
blunt trauma. A high index of suspicion, immediate and
repeated clinical examination for any case of BAT leads
to early diagnosis of visceral injury. Prompt management
and early laparotomy should be the rule rather than
exception.

In conclusion, it can be highlighted that we cannot
prevent all deaths of the patients of blunts abdominal
trauma, but at least we can try with our limited resources
and facilities to reduce the morbidity and mortality of
patients bases on our knowledge, keen observations
honest intentions and since efforts.
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Maternal Anaphylactic Reaction During Termination of Pregnancy by
Induction of Labor

*MRS. FORHAT MAHAL:, MD. HELAL UDDIN?®

The Case Report

A 32 years, fourth gravid lady, unsure of her date
(estimated at 38 weeks by ultrasonography), suffering
from severe pregnancy induced hypertension (PTH) was
admitted in a maternity clinic for termination of
pregnancy.

She had three previous notrmal deliveries at home.
Age of last child was six years. During this pregnancy,
she has had irregular antenatal checkup during 1st and
2nd trimesters. During last trimester, she developed leg
oedema, which was increasing day by day and sought
specialist’s supervision as she had also raised blood
pressure. Her urine was free from albumin and reducing
substances. Her kidney- and liver-function tests as well
as coagulation profiles were normal.

At first, oral anti-hypertensive was given but she was
a defaulter and did not take the medicine regularly. She
also came for antenatal checkup irregularly. When lastly
she attended the specialist’s chamber, her blood pressure
(BP) was found 180/110 mm. of Hg with marked leg
oedema (+++), and no others symptoms. She was
advised to get admission because of uncontrolled
hypertension. After admission, bed-side urine test was
found albumin- and sugar-free. Her BP, and foetal heart
rate (FHR) were monitored carefully.

a. Associate Professor
Department of Obstetrics and Gynaecology, Notth East
Medical College, Sylhet.

b. Assistant Professor, Department of Anesthesiology,
Sylhet MAG Osmani Medical College, Sylhet.

# Corresponding author
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Tab. Dopezyt (Methyldopa) 250 mg, 2 tablets 8-
hourly had been given. Next day, the dose of
Methyldopa was increased to 3 tablets 8 houtly, and 1
tabler thrice daily of Nefidipine 10 mg was also added.
Her BP came down ranging from 135/85 to 145/100
mm of Hg. The FHS was also monitored and was found
within normal range.

In view of her previous good obstetrical records,
satisfactory present foetal condition, and controlled BP
with Methyldopa and Nefidipine, it was decided to
terminate the pregnancy by induction of labour. The
situation was explained to the patient and her husband.
They wete also willing to have a vaginal delivery.

Induction of labour was done by application of a
commercial  preparation of prostaglandin - PGE:
(Serviprime gel) to the intra-cervix by an applicator as
instructed. It was applied i the morning at 10.30 am.
The patient was closely monitored of her BP, FHS and
progress of labour. At 1.30 pm, the patient expertenced
mild abdominal pain with backache. The patient was
examined vaginally at 6.40 pm as the pain was increasing
and cervix was dilated up to 5-6 cm with the membrane
bulging. Artificial membrane rupture was done and
liquor was found mildly meconium-stained. The BP of
the patient was raised to 180/110 mm Hg, FHR was
around 145 /minute.

As the labour progressed, an infusion of 5%
Dextrose in Aqua 1000 cc was started and a prophylactic
antibiotic (Inj. Cefradin, 500 mg I1/V) given side by side.
To control her raised BP, 2 drops of sublingual
Nefidipine (Neficap) was also given.

All on a sudden, just after 3 to 5 minutes of starting
of all of these measures, the patient went into shock.
Her face had undergone oedematous, lips and eyelids
were swollen and the sclera was congested. She had
severe respiratory distress, BP shut down to 80/40 and
the pulse was very feeble and rate was slow. Per vaginal
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examination was carried out and cervix was found
almost fully dilated but the station was high up. The
foetal bradycardia was started. The infusion was stopped
and changed. The woman was transferred to the
operation theatre and an Anesthesiologist and a
Neonatologist were called as she might need intubations
and operative delivery.

In the operation theatre, the patient was put under
oxygen mask with 4 litre/minute flow to ensure 100%
oxygen. The patient was conscious and auscultation of
the chest revealed inspiratory and expiratory rhoncht
There had been development of angioedema in the face
that was congested along with swelling of the lips and
eyelids and congestion of the sclera. These features gave
the impression of development of anaphylactic reaction
either with the fluid (dextrose in aqua), or the antibiotics,
Cephradine or Nefidipine.

The FHR was markedly bradycardic and dropped
below 100 bpm persistently. Inj. Hydrocortisone 300 mg
was given intravenously; Inj. Phenergan (Chlorphenira-
mine) was already given before in the cabin. An
indwelling Foley’s catheter was inserted and urine output
was measured. At first, the urine was high coloured and
scanty in amount. With the increase of infusion (with
Hartsmann's solution) the BP was started to rise. Utine
became clear and output was good. During this time of
20-30 minutes of resuscitation, the cetvix was found
fully dilated and foetal head was found low down.
Forceps delivery was performed and a severely
asphyxiated male baby of 3 kg weight was delivered.
APGAR score was 3 in lst minute, and 6 in 10th
minute, and the baby was transferred to the Neonato-
logist’s care.

After delivery of the baby, the placenta was
examined and found intact. There was no retro-placental
clot and lower segment was found intact. The BP started
to improve gradually and rose again, which was
controlled by Tab. Meltyldopa, 1 tablet thrice daily.

The patient was discharged on 3rd post natal day.
But the baby died due to severe birth asphyxia even after
prompt resuscitation as the interval between the
developments of severe bradycardia and delivery, was
about 20-30 minutes.

Discussion
Anaphylaxis is an allergic condition due to antigen
and antibody reaction in which cardiac output and BP

often decrease drastically. The full-blown syndrome
includes urticaria and angioedema with profound
hypotension and brochospasm.'

The anaphylactic shock is becoming more common
and is frightening to treat because of its severity. The
classic form was described in 1902 as involvement of
prior sensitization to an allergen with later re-exposure,
producing symptoms via an immunologic mechanism.”
After exposure to inciting substances, there occurs rapid
onset of increased secretion from mucous membranes,
bronchial spasm, and vasodilatation with increased
capillary permeability. These effects are produced by the
release of mediators which include
leukotriene, complements, prostagladin D2 and tryptase.
In classic form, mediator release occurs when the
antigen, usually protein, binds to antigen-specific
immunoglobulin  E  (Igk) attached to previously
sensitized basophils and mast cells.’ The mediators are
released almost immediately when the antigen binds. An
anaphylactoid reaction, exposute to an inciting substance
cause direct release of mediators, a process that is not
mediated by IgE. Clinically it is not possible to
distinguish between the two forms, and fortunately,
treatment for both the mechanisms are same.

histamine,

There are many records of severe allergic reaction to
the following classes of substances like food, drugs and
insect bites in liberating allergic mediators. Drugs which
are notorious to produce setious reactions are antibiotics
like penicillin, cephalosporin, immunizing agents, horse
sera, dextran, haemacil, morphine, pethidine, thiopental,
latex, and the list is expanding. Atopic patients are mote
liable to allergic reaction those who have history of
bronchial asthma, eczema, hay fever and food allergy.

The only available diagnostic test of anaphylaxis is
serum tryptase, which is an indicator of activation of
mast cells.*

Administration of injection adrenaline is the most
important treatment of anaphylaxis, though we had
given the women Inj. Ephedrine intravenously. Oxygen
should be administered at to ensure 100%
saturation even by positive ventilation.
Intramuscular of slow intravenous Chlorpheniramine
10-20 mg, and Hydrocortisone 200-400 mg should be
given.

once
pressure

Successful and sophisticated management of a
patient in shock requires an integrated team approach. In
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our case, the diagnosis of anaphylactic shock was done
clinically by appearance of angioedema in face, evelids
and sclera congestion, and appearance of bronchospasm
and hypotension. After delivery of the baby, uterus was
examined and no retroperitoneal clot was found. The
lower segment of uterus was found intact. These
findings excluded the possibilities of abruption placenta,
and rupture uterus, respectively.5$

Fluid 5% D/A sometimes cause pyrogenic reaction
due to presence of pyrogen in the fluid, but the
anaphylactic like reaction is difficult to establish, as not
been yet reported. The patient got Nefidipine tablet
from last two days of this reaction. The antibiotic which
was given along with fluid was Cephradine, but the
patient received injectable Cephradine after the
catastrophe without any reaction. So, we suspected the
intravenous fluid that might contain some impurities
that acted as antigen and caused such adverse effects.
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Leech in the peritoneal Cavity- An unusual cause of intestinal
obstruction-A case report.

MD. SHAMSUR RAHMAN

Abstract:

A 3 years old girl admitted in the Paediatric Sutgery
department of Sylhet Medical College Hospital with
the complaints of persistent pain in whole abdomen
associated with fever, vomiting and constipation for
3 days. Patient’s mother gave a history of bleeding
per vagina and suspected leech bite 5 days back,
but she was confused whether leech entered inside
the vagina ot not. Clinically it was a case of Acute

Plain

Ultrasonography of whole

Intestinal Obstruction. radiography and

abdomen revealed
intestinal obstruction. Emergency laparotomy was
done and a dead leech measuring 3 inches in length
in stretched condition was found in the left iliac
fossa which was attached from the mid ileum to the
effect. No

perforation or gangrene found in the intestine or

descending colon causing band
any collection in the peritoneal cavity. No other port
of entry could be detected on external or internal
surface. Post operative recovery was uneventful.
The patient was discharged from the hospital on the
10 post operative day. Route of entry of a leech in
the peritoneal cavity through genital tract is a rarity
and presentation as acute intestinal obstruction yet

not reported.

Asstt. Professor (CC)
Dept. of Paediatric surgery
SOMC

Introduction

The common causes of acute intestinal obstruction in

children are:

-Congenital (Atresia, HPD, ARM etc.)
—  Helminthiasis
— Postoperatdve  bands

and adhesions

—  Burst appendix

— Intussusception

—  Tuberculosis

—  Trauma

—  Tumour

The Specific symptoms always may not be expressed by
children properly. Leech bite 13 common in the rural
areas of Bangladesh in rainy season (Ashar & Srabon).
Leech bite is commonly found in the external body
Leech bite in
oesophagus, genitalia, urethra and rectum are also

surfaces. nose, pharynx, larynx,
reported!. Vaginal bleeding in children as the result of a
leech bite is very rare and there are only three case
reports available in the Medline indexed literature®. The
entry of a leech into the peritoneal cavity through the
genital tract is a rare incident and acute intestinal

obstruction caused by leech is still not reported.
Case Report

A 3 years-old girl hailing from Nobigonj, Hobigonj, was
admitted in our word with a history of persistent
abdominal pain, vomiting & constipation for 3 days.
She first went to the nearest primary health care centre
from where she was referred to the Paediatric Surgery
department of SOMCH after 72 hours.
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The patient’s mother gave the history of vaginal bleeding
following a bath in a pond and a suspected leech bite 5
days back as it was common in their area. There was no
history of trauma, nor was there any evidence of abuse.

T

L

Figure -1 . The patient on operation table

At the time of admission in our ward, there was no
active bleeding from vagina or any foreign body
within it. Her physical examination was carried out &
our clinical diagnosis was Acute Intestinal Obstruction.
Routine blood examination (Hb%- 10.5 gm/dl), serum
electrolytes, urine R/M/E & CXR were normal.
Diagnosis of Acute Intestinal Obstruction was made by
plain radiography of abdomen in erect posture and
ultrasonography of whole abdomen.

Figure — 2: Plain X-ray Showing features of
inestinal obstruction
Laparotomy was done under general endotracheal
anaesthesia through a supraumbilical transverse incision
on the 6th day of incident.

patient was discharged on 10

There was no haemorthagic fluid or exudate found in
the peritoneal cavity but the small gut was distended and
a band like structure was found between a loop of ileum
& the descending colon.

[

Figure -3: Per operative appearance of the gut
where leech was attached

Later the band was identified as a dead leech about 3
inches in length, which was attached by its two ends.
The sites of the gut where leech was attached were red in
appearance and oedematous but there was no ulceration
or perforation.
No other port of entry of the leech was found on
external or internal surfaces of the abdomen. Abdomen
was closed in layers without keeping any drain.
Naked eye examination confirmed the band like
structure as a leech which was about 3 inches in length
and was preserved in a formalin containing bottle.

R ZatE
i T

Figure -4: Dead leech 3 inches in length

The postoperative recovery was uneventful and the

POD. There was no

complaint when she came back for follow up after 2
weeks of discharge.

The OMTA]

Volume 4 Number 2: July 2005



Maternal Anaphylactic Reaction During Termination of Pregnancy

32

Discussion

Leeches ate invertebrates of phylum Annelida and class
Hirudinea. A leech is usually about 12.5-15.25 cm long,
Leeches are classified according to the different ways
them feed? such as:

a) Jawed leeches or Gnatbobdellida

b) Jawless leeches or Rhyncobdellida

¢) Worm leeches or Pharyngobdellida

Leeches can be classified according to their habitat

a) Freshwater leeches

b) Terrestrial leeches

¢) Marine leeches
The bodies of all leeches are divided into the same
number of segments (34), with a powerful clinging
sucker at each end- front sucker & rear sucker®. Leeches
usually have three jaws and make a Y-shaped incision.
The Australian land leeches have only two jaws and
makes 2 V-shaped inciston.
The prolonged bleeding after a leech bite is due to the
action of factors in the leech saliva left in the bite’,
which include

Histamine-like vasodilator.

Hirudin (a potent antithrombin)

Hyaluronidase

Calin (a platelet aggregation inhibitor)
Bleeding from a leech bite wound can persist for a mean
of 10 hours and as long as 7 days.

All leech species are catnivorous. Some are predatory,
feeding on a variety of invertebrates such as worms,
snails, insect larvae, crustaceans, while a very few are
haemophagic parasitic blood-sucking leeches, feeding on
blood of vertebrates such as amphibians, water fowl, fish
& mammals.

Given the opportunity they will also feed on human
blood. The most important predators on leeches are fish,
aquatic insects, cray fish and other leeches specialized for
predation on leeches.

Haemophagic leeches attach to their hosts and remain
there until they become full at which point they fall off
to digest.

When a jawed leech bites it holds the sucker in place by
making its body rigid. Using its semicircular and many

toothed jaws like minute saws, it then makes an incision
in the skin and excretes a mucous. This helps the sucker
to adhere and anaesthetize the host. A salivary secretion
containing the anti coagulant and histamine floods the
wound and the leech relaxes its body to allow the blood
to be ingested. This mixture allows the blood to flow
and prevents clotting once inside the leech.

Conclusion

Entrance of a leech into the peritoneal cavity through a
ferale genital tract of a young girl is possible specially
when bathing in a pond or a tiver. A leech m the
peritoneal cavity can be attached to the adjacent loops of
intestine and may cause Acute Intestinal Obstruction.

Leech
Bangladesh specially in the rainy season and the children

infestation is common in rural areas of
getting substandard sanitary facilities are at high risk for
leech bites in the genital regions; 2 high index of
suspicion is of great help to make an early diagnosis and

ensure prornpt treatment.
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Conservative Management of Tennis Elbow- An Overview

MD. HILALUL ISLAM,

Summary

By tennis elbow is meant a painful lesion of the
extensor muscles controlling wrist, situated near elbow.
The classic tennis elbow, which bears the name after a
description by Morris (1882), who referred to some
patients with the Lawn tennis arm’ is lateral epicondylitis
or backhand tennis elbow. It is one of the commonest
lesions  of the arm and was first described by Runge in
1773. Roughly 40% of tennis enthusiasts will suffer from
it at least once in their life but tennis players are not only
sufferers. It 1s common in golfers, carpenters, brick-
layers, violinists and housewives. The precise aetiology is
unknown but the syndrome in often ascribed to a
combination of degenerative changes and chronic
overuse. Cyriax (19306) listed no less than 26 aetiologies
from the literature but subscribed to what is probably
the most widely held theory that there is an
inflaimmatory reaction in the common extensor. More
than 40 treatments have been suggested indicating that
the ideal remedy has not yet been found. Finally, the
course, management and aftercare of tennis elbow have
been reviewed.

Introduction

The tennis elbow or lateral epicondylitis designates a
pattern of pain at the origin of the extensor tendons of
the wrist and fingers on the lateral epicondyle of the
humerus. The name of this condition is a misnomer
because it does occur mote commonly in the non-
athletes than in tennis players.! It is one of the
commonest lesion of the arm? and is common in the
dominant arm.? It is an overuse syndrome?* and is more
common in females with a male-female ratio of 1:2.5

a. Associate Professor, Department of Physical Medicine,
Sylhet MAG Osmani Medical College, Sylhet

* Corresponding author

Its incidence is 1-3% in general population and about
three times that in manual workers.6 The patient who
present with this common and refractory problem is
usually middle aged (between 40 and 60 years), and
about only one in 20 plays tennis.” In general practice,
not more than 5 of all cases are related to the game. The
syndrome is rarely seen in individuals under the age of
30 and coloured peoples are apparently affected less
frequently than whites.3 Tennis players are not only
sufferers. It is common in golfers, carpenters,
bricklayers, violinists and housewives especially those
between 35 and 55 years of age.?

Aetiology

The precise aetiology is unknown but the syndrome
is often ascribed to a combination of degenerative
changes and chronic overuse ischaemia could be a
contributing factor. Muscular work steals blood from the
relatively avascular (and thus vulnerable) enthesis.
Vibration may play an additional role possibly by their
more mechanical irritation or also be impeding blood
perfusion.

Pathophysiology

Virtually every anatomical structure of the lateral
aspect of the elbow has been suggested to be a
morphological substrate of the disease.’ Nirschle and
Pettrone (1979), and Garden (1961) located the lesion
more specifically in the extensor carpi radialis brevis.>
The lesion is characterised by macroscopic and
microscopic tears, which may be superficial or deep and
situated at the tendonous origin of extensor carpi radialis
brevis into the periosteum of the lateral humeral
epicondyle. Microavulsion fractures may be seen as well
as round cell infiltration, scattered of fine
calcification, and scar tissue with marginal areas of cystic
degeneration and fibrinoid degeneration may be evident
in some cases; repair is by immature reparative tissue.
These findings indicate rupture of the tendon. Typically,

foct
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repeatitive and  cumulative injury produces the
pathological changes; forced overload may be intrinsic
by muscle contraction ofr extrinsic by traumatic

overstretching, oceasionally the case is direct trauma.?
Dynamics of Injury

Tennis elbow has 2 distinct modes of onset. The
first type of onset is gradual, reacting a peak of pain by
24 to 72 hours after activity. The patient may give a
history of recent unaccustomed repetitive rotatory
movements of the hand and wrist such as laying bricks
using a screwdriver or indulging 2 long periods of craft
hobbles. The second type of onset is acute. The player
or patient can usually pinpoint the exact time and
circumstance at which the pain occured.f

Symptoms

The outer bony projection of the elbow (the lateral
epicondyl) is painful. For some people the pain is
constant and can interfere with sleep. The forearm aches
with grasping and lifting movements like pouring tea,
turning stiff door-handles, ironing clothes and typing.
Even simple things like picking up a glass, shaking hands

or brushing teeth can cause pain.*
Signs

On examination, the elbow looks normal and
flexion and extension is painless. There are three
important positive physical signs:

i) Localized tenderness to palpation over the anterior
aspect of lateral epicondyle.

i) Pain on passive stretching at the wrist with elbow
held in extension and the forearm prone (Mills
maneuver).

iii) Pain on resisted extension of the wrist also with the
clbow held in extension and the forearm prone
(Cosen's test).! Elbow X-rays usually are normal for
the patient’s age but small areas of calcification may
at times be seen in the extensor origin.”

Course
Fortunately, most cases undergo natural remission
although tennis elbow tends to run a prolonged coutse
with exacerbations and remission, depending usually on
the activity for about six months but often as long as
two years.! There is a spontaneous resolution of

symptoms over long time- as many as 40% have

persistent (although minor) symptoms five years later.
Tennis elbow does have a high recurrence rate (18%0-
50% recur within one year) particularly in those people
who persist in any precipitating activity.'®

Management

More than 40 treatment modalities have been
suggested indicating that the ideal remedy has not yet
been found. General practitioners, rheumatologists,
orthopedic surgeons and psylatrists (Physical Medicine
specialist) may opt for different, sometimes opposing
strategies. Without doubt, however, initial treatment
must be conservative. Furthermnre, it seems wise to try
rarely harm and often
n  plus oral NSAID,
ultrasound, phonophoresis, laser, electromagnetism,
massage, clectrotherapy, manipulation, topical treatment
etc.t

physical methods first 315

help. They are im+ bihiza

Immobilization of the forearm and wrist in a cock-
up plaster has previously been advocated but is not
recommended now. The patient needs to rest from
those activities that are associated with this condition.”
Oral NSAID are useful as first-line anti-inflammatory
agents in patients with lateral epieondylifts.® Oral
naproxen (250 mg twice daily for two weeks) is as
effective as a single injection of a corticosleroid into the
site of tendetness in the treatment of lateral
epicondylitis.” Tenoxicam would seem to be beneficial in
soft-tissue  injuries,  tendinitis, fibrosits,  and
epicondylitis."’

Therapeutic ultrasound enhances recovery in most
patients with lateral epicondylitis.!! Tt is felt to influence
the inflammatory process through its effect on
intracellalar calcium transport. Ultrasound (US) applied
during the proliferative phase of tissue healing can
increase the rate of tissue healing. This is presumably
accomplished  through non-thermal
Acoustic streaming  reportedly results in increased
cellular activity by increasing the rate of ion flux across
cellular membranes. This in turn has been postulated to
increase cellular metabolism and reduce interstitial
oedema. It may also increase the elasticity of tendons.
The depth of penetration may be up to 4 ¢cm. Wattage
required depends on the size of the transducer head but
ranges from 05 to 2.0 W/cm. While there are few
controlled studies comparing different US regimens for
epicondylitis 2 to 4 minutes of US two to three times a
week is effective before therapeutic exercise.® Steriod

mechanisms.

The OMTA]

Volume 4 Number 2: July 2005




Conservative Management of Tennis Elbow- An Overview

s
L

phonophoresis may be helpful in patients with
epicondylitis and provides an alternative to injection in
some patients. The mechanism of action of
phonophoresis is that ultrasound drives intact large
macromolecular steroid into the soft tissues. The depth
of penetration can be considerable, perhaps up to 10 cm.
US causes heat-induced vasodilation. For epicondylitis, a
10% hydrocortisone cream and 2% lidocaine jelly over 3
weeks, two to three times per week for 2-3 minutes has
been recommended.8

About topical treatment, naproxen gel is effective
for lateral epicondylitis and other soft tissue injuries
which could prove useful in those patients where the
side effects of oral NSAID are to be avoided.!2

Transcutaneous electrical nerve stimulation (TENS)
is used to reduce pain. The electrodes are usually placed
over the radial turnel and at the dorsal thenar-index web
space. Rebox 1s another apparatus for electrical therapy
that operate on much lower currents than SNS (0 to 300
MicroAmpere).!¢ Ice massage can be used to decrease
pain and oedema. Point friction massage is performed at
the lateral epicondyle to decrease pain and reduce
venous congestion of the extensor carpi radialis muscle.
Massage is performed for 5 to 10 minutes.'

In terms of preventing long term consequences of
tennis elbow, it is important for the patient to try to
increase the power, flexibility and endurance of the
forearm. This is best accomplished through physical
therapy combined with a variety of activities designed to
improve stroke mechanics.!315

Roughly 10-20 % of all patients do not respond to
any of the above conservative therapies. In such cases,
steroid injections should be tried. They are successful in
about 9% but have relapse rates of around 30%. If
injections fail to cure the pain after the second dose,
further attempts are useless or even harmful. Patients
who are unresponsive to steroid should be considered
for operation.’

Surgery, in those patients who are resistant to
conservative therapy or have recurrent problems is only
rarely indicated. Several operations have been described.
The most common 1s"a tenotomy and stripping of the
common extensor otigion and is usually combined with
debridgement of an chronic granulation tissue that is
present. Active rehabilitation and an early return to sport
postoperatively are essential.!?

Aftercare
1. The extensor muscles in the forearm should be
passively stretched and exercises given to strengthen
then before allowing the patients to return to full
activity.
Any provoking cause, such as poor sporting
technique should be corrected if possible.
3. A support of the forearm is useful to alter the
leverage on forearm muscles and relieve strain on
the elbow.!¥

[

Initially manual resistance should be tried with the
patient suing the contralateral hand to oppose the
movements, The first exercise is flexion of the wrist
against the other hand. The resistance is minimal initially
and then gradually increased over the following few days
as long as the symptoms do not increase in severity.'%2!
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Introduction:

Normal hearing is essential for the development of
speech and personality in children. It is also important
for an individual to perform his/her activities at an
optimum level. Any alteration in this norm leads to
disability i.e. varying degree of hearing impairment.
Hearing loss is an invisible ill recognized physical
disability leading to health and social problem. They live
in a silent very uncertain world and unfortunately fail to
draw attention or sympathy from their surrounding!.

Noise is defined as any unwanted sound and it inflicts
trauma to the hearing apparatus. Sudden exposure to
high intensity noise may cause a temporary hearing loss
i.e. temporary threshold shift (TTS), where as repeated
exposure to l'10iSC trauma may Chﬂﬂge the temporar}'
hearing loss to a permanent hearing loss ie. permanent
threshold shift (PTS) and is called Noise Induced
Hearing Loss (NIHL)2 Besides this noise has been
found to be a cause of high blood pressure, insomnia,
GI problems, restlessness, mental irritability, harmful
effects on fetus,faulty physical and mental development
of child & even can cause damage to eyesight 4.

In Bangladesh about 13 million people are suffeting
from variable degree of hearing loss of which 3 million
are having severe to profound hearing loss. According to
WHO noise induced hearing loss is the third common
cause of hearing loss in Bangladesh'.

a DPrincipal, SSMC and Professor,
Otolaryngology and Head-Neck Surgery,

SSMC, Dhaka.

Department  of

b Assistant Registrar, Department of Otolaryngology and
Head-Neck Surgery,
SSMC & Mitford Hospital, Dhaka.

¢ Associate Professor, ENTD,
Sylhet MAG Osmani Medical College

NIHL is a universal phenomenon currently receiving
long overdue attention at the global level. Tt s
considered one of the main cause of hearing loss in both
the developed and developing countries of the world.
Initially recognized as a * boiler maker’s deafness™ at the
end of the 19% century, as it was mainly afflicted the
industrial workers. The condition has now grown to
cover a much wider canvass in today’s world®7 .

Definition:

According to report of WHO-PDH Informal
Consultation, Geneva, on 28-30 October’ 97 definition
of Noise Induced Hearing Loss (NIHL) 1s 100 dB or 83
dB for 50 years exposure. Audiometric criteria for NIHL
is bilateral sensori-neural hearing loss in o0.5kHz
threshold less then 50 dB hearing loss, and at least a 15
dB difference between high and low frequencies
averages in under 50 year-olds. NIHL is typically greatest
in the 4000 to 6000 —Hz region of an audiogram %7,

When sound becomes hazardous?

Duting conversation sound production level is 60 dB. It
is apparent that sound level of 78 to 86 dB cause health
hazards. Feeling of discomfort at 120 dB and sensation
of pain arises at 140dB sound level 111 .
Parameters of hazardous noise depends on-

1. Frequency: Perceived as pitch.

2. Intensity: Perceived as loudness.

3. Nature of noise: steady state vs. impulse/
lmpact.

4, Duration of noise: length of time a person is
exposed.

5. Individual susceptibility: age, sex, and physical
condition.

The frequency of exposure determines the apex-to-base
location of the damage in the organ of Corti.

The intensity in decibels (dB) sound pressure level
(SPL) of the noise determines the rapidity with which
the ear is damaged and the extent of the initial
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anatomical lesion. It also determines whether the
associated hearing loss will be temporary ie. temporary
threshold shift (TTS) or permanent ie. permanent

threshold shift (PTS) =

The nature of noise ic., short duration or repeated
moderate exposure cause different type of hearing loss,
Intense short-duration exposures such as explosions
result in an immediate noticeable hearing loss, this injury
is termed acoustic trauma. Shortly after the exposure,
the individual has compound threshold shift (CTS),
which suggests that the hearing loss has both temporary
and permanent components. Thresholds  partially
recover over 1-2 weeks post- exposure. This recovery
represents the disappearance of the TTS. The individual
so exposed is often left with a 60 dB PTS at one or more
high frequencies.

Exposure to moderate-intensity noise for several
minutes ot hours initially results in a TTS only. If the
thresholds ate measured after the individual has been
away from the noise for 18-24 hours, his/her thresholds
will have return to pre-exposure level. However repeated
exposure to moderate-intensity noise gradually results in
a permanent deterioration of auditory thresholds. This
type of injury is termed Noise Induced Hearing Loss.
This has been reported by the classical study by Taylor et
al (1965) of progressive hearing loss in a jute weaving
industry. On the contrary interrupted exposure to noise
(e.g. 6 hours a day for 36 days) initially produces the
same magnitude of TTS as a continuous exposure.
However as the paradigm continues the thresholds begin
to improve and may eventually return within 10-15 dB
of the pre-exposure baseline'.

The duration of the exposure has a reciprocal
relationship to intensity. The higher the intensity, the
shorter the exposure and still cause permanent damage.
Conversely, lower intensity noise may be safe even when
the ear is exposed for long durations'2.

Source of hazardous noise:

a) Main causes are occupational noise and
environmental noise from road traffic and the
horn of vehicles.

b) Others are-

1. Concert of rock and band music.

I1. Electronic musical devices e.g.
headphone of Walkman.

T1I. Noise from constructing works.

IV. Bomb blast.

V. Aviation noise at nears the airport.

V1. Indisctiminate use of loud-speaker.
Individual susceptibility: Onset of noise-induced
hearing loss may be at any age, and inter-subject
variability is high even for the same exposure”.

Pathogenesis of NTHL'™:
Several hypotheses exist. The current hypothesis are-
Reduced blood flow during the exposure (Hawkings.
1971) leading to hypoxia and release of reactive oxygen
species in the cochlea.
Metabolic exhaustion of the stimulated sensory cells.
Excessive release of neurotransmitter during the
exposure leading excitotoxic damage of the afferent
nerve fibers and terminals.
Intermixing of the cochlear fluids through the damage
reticular lamina.

Damaging effects of noise on inner-ear structute:
Shortly after a2 damaging exposure, the cells and tissue of
the inner ear are in a dynamic state of injury.
degeneration and/or repair. This has been termed as
acute phase of niose damage. With intensc exposure
(ie.>/= 140 dB), a portion of the organ of the Cortl is
displaced from its position on the basilar membrane and
is often found floating within scala media'®. Swollen hair
cells are found at the edges of the lesion and signs of
damage are apparent in the non-myelinated nerve fibers
of the organ of Corti'.With moderate-level exposures
for long durations such as those found in noisy
industries (ie.</= 90dB), a few scattered hair cells
probably degenerate within the organ of Cort during
each day of work. In general, the noise-induced loos of
hair cells is very gradual. The longer the exposure of
noise, the greater the number of missing sensory
cells’316. Permanent noise damage initially consists of
degeneration of hair cells. Although both types of hair
cells may degenerate, outer hair cells (OHCs) are more
sensitive to noise than inner hair cells (THCs). With
longer exposure or a more intense noise, there is further
loss of OHCs. THCs, and supporting cells. If the cell loss
is confined to a narrow tegion of the organ of Corti, a
‘focal’ hair cell lesion develops. It is also known as
‘cookie-bite’ defects'’. Gradually there is a loss of
myelinated nerve fibers (which are the peripheral process
of the spiral ganglion cells) within the osseous spiral
lamina'®. Hair cell and supporting cell losses can
gradually progress to involve 100% of the cells over a
variable length of the organ of Corti. Eventually, the
spiral ganglion cells, which originally innervated the
degenerated portion of the organ of Corti, are
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progressively lost, including their central process, which
form the auditory portion of the eighth nerve. Once
degeneration of the spiral ganglion cells has begun, there
is a corresponding degeneration within the central
nervous system including the cochlear nuclei, supetior
olive and inferior colliculus'*.

With interrupted exposures, the pattern of sensory-cell
loss 1s the same as that with continuous noise while the
magnitude of damage 1s generally less!®2l. The amount
of protection afforded by intermittency depends on the
amount of rest between successive exposures. Too short
a rest (quite) period results in no protection. With longer
quite periods, some injured sensory cells may recover
and the amount of damage will be proportionally less.
The recovery period of a few days to one month allows
irreversibly damaged cells to complete the process of
degeneration. Remaining supporting cells participate in
the formation of scars on the endolymphatic surface of
the organ of Corti (Le. reticular lamina) and on the
basilar membrane. This period is termed the chronic
phase of noise damage .

Hearing status of NIHL:

Permanent effects of noise-induced hearing loss is
difficulty in understanding conversation, particularly in
background noise and high frequency hearing loss
affects ability to hear Quality  of
environmental sound is diminished. Tinitus develops in
21% of noise-exposed workers. Initally, exposure to
noise causes loss of sensitivity to high frequency(high
pitch)sound, continued exposure results in damage to
mid frequency region as well One can experience
progressive high frequency hearing loss and not be
aware of it untl it becomes severe (doesn’t affect
loudness perception).

consonants.

Prevention of NTHL:
“Hearing health” is part of a healthy lifestyle. Noise-
induced heating loss is permanent and only partially
treatable, yet virtually one hundred percent preventable.
There are several ways of prevention of noise-induced

hearing loss. e.g.
1. Development of public awareness
2. Avoidance of noise
3. Ear protection from noise and counseling
4. Job rearrangement/ rehabilitation

5. Improved legislation and its implementation

Public awareness developed by taking steps to involve
radio. Television, newspaper to raise public awareness
about NIHL. Government publication Bureau should be
encouraged to publish messages prepared by National
Committee on Ear and Hearing Care. Community
involvement by involving community  leaders
(political/trade union, religious), teachers of different
educational institutes, Social workers and club members
(Lions/Rotary Club etc.)

Usually the best way to prevent future injury from noise
is to avoid exposure to noise. It is also generally
prudent to avoid things that might contribute to ear
damage-avoid ototoxic drugs like aspirin, and avoid
situations, which damage the ear like scuba diving!®.
Hearing protection devices decreases the intensity of
sound that reaches the eardrum. Protection from noise is
required when steady noise measured at 85 dB or greater
and impulse noise measured at 140 dB or greater. They
come in three forms: earplugs (pre-formed and hand-
formed), earmuffs and helmet. Properly fitted earplugs
or muffs reduce noise 15 to 30 dB. The better earplugs
and muffs are approximately equal in sound reduction,
although ear plugs are better for low frequency noise and
earmuffs for high frequency noise. Simultaneous use of
earplugs and muffs usually adds 10 to 15 dB more
protection than either used alone. Combined use should
be considered when noise exceeds 105 dB. Susceptible
persons should be made aware of the availability of
hearing protection devices and ways to use these
correctly'!.

Persons placed in occupations, which is of high risk for
the development of NIHL should undergo job
rearrangement or rehabilitation. The
procedures should be adopted for early detection and
prevention or NIHL.

following

1. Baseline screening of all the persons by pure tone
audiometry at the entry of the job should be
mandatory

2. Annual screening of hearing by pure tone
audiometry and those who are found to be
vulnerable to NIHL should not be placed in high
noise producing working environment.

3. Limit exposure time to noise by implementing shift
work schedules. The exposure time should be

reduced to half for each 5dB increase in overall noise
exposure above 85dB/8working hours.

4. Susceptible person should change the job.
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Improved legislation and implementation “:

The concern authority for the reduction of NIHL in
Bangladesh should immediately take the following
measures.

1. Identfication of noise producing machineries and
raking measures to control those equipments and
machineries are very important steps to be taken
immediately.
9 TIncrease of forestation and ban on indiscriminate
destruction of forest.
3. Measurement of noise level at the places where it is
occurring mostly and taking necessary measures

to keep the noise at the acceptable limits.
4. Education regarding noise pollution at the working
place
5. Control on loud sound producing vehicles
6. Ban on hydraulic horn of vehicles
7. There should be regulations for controlling concert of
rock & band music

Moreover person-having NIHL from occupational noise
should get compensation from the concern authority.
Punitive measures should be taken against the
responsible farm if it fails to ensure preventive measures
to its employees.

Present government has taken a revolutionary step in
withdrawing noise-producing two-stroke vehicles from
the roads of Dhaka and also proposing modification and
improvement of existing legislations regarding vatious
environmental pollutions. The new regulations lie with
the Ministry of Law for final approval.

Conclusion:

NIHL is a universal phenomenon currently receiving
long overdue attention at the global level. In Bangladesh
it is now high time to take measures against noise
induced hearing loss, which is 100% preventable.
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EDITORIAL

Bird Flu-An Emerging Threat to Mankind

Bird flu is a contagious disease of animals caused by
type A influenza viruses that commonly infects birds and
less commonly pigs and other animals. The disease in birds
has two forms, the second form of which is known as
highly pathogenic avian influenza. The disease is first
recognized in Italy in 1878, and was extremely contagious
in birds, rapidly fatal and mortality was 100%. Influenza A
viruses can be divided into subtypes on the-basis of their
surface proteins- haemagglutinin (HA) and neuraminidase
(NA). A total of 15 HA and 9 NA subtypes have been
known. All subtypes were found in birds. Only 3 subtypes
of HA (H1, H2, H3) and 2 subtypes of NA (N1, N2) are
circulated in humans.! The virus is killed by heat (at 60
degrees Celstus for 30 minutes) and by common
disinfectants, such as formalin and iodine compounds. The
virus can survive, at cool temperature In contaminated
manure for three months. The virus can survive for 4 days
at 22 degrees Celsius and more than 30 days at 0 degree
Celsius. One gram of contaminated manure can contain
enough viruses to infect 1 million birds.

How it spreads?

Certain water birds act as hosts carrying the virus in
their intestine. Infected birds shed virus in saliva, nasal
secretions  and faeces, contaminate dust and soil
Susceptible birds are infected when they have contact with
contaminated material.

Routes of transmission:

Transmitted through respiratory and faecal-to-ora
routes.! Mode of spread is from one country to another,
through international trade in live poultry. Migratory birds
have in the past implicated in the international spread of
highly pathogenic avian influenza. Migratory waterfowl
(wild ducks) serve as natural reservoir but these birds are
also most resistant to infection. They carry the virus over
greater distances and excrete it in their droppings, yet
develop only mild and short-lived illness.

What is the present situation?

Outbreaks of highly pathogenic avian influenza have
been reported in chickens and ducks in a number of Asian
countries from mid- December 2003, Infection in several
species of wild birds and in pigs have been reported. Rapid
spread in several countries at the same time is historically
unprecedented and of great concern for human health and
agriculture.

Confirmed human cases of Avian Influenza A
(H5NT1)? reported to WHO on 10% August 05 are as
follows. (Table I

Table I: Confirmed Human Cases of Avian

Influenza

Country Total number (%) of cases
Total Death

Indonesia 05 03

Thailand 17 12

Vietnam 91 41

Cambodia 04 04 (100)

Total: 117 60

Why so much concern about the current outbreak?
Firstly most of the major outbreaks reported in Asia was
caused by highly pathogenic "H5N1" strain. This strain has
a unique capacity to jump over the species barrier and
causes severe disease and high mortality in humans.
Greater concern is the possibility that the present situation
could give rise to another influenza pandemic and WHO
warned that this could kill millions of people globally.

Because the avian and human influenza viruses can
exchange genes when infected with viruses of both species.
The process of gene swapping can give rise to completely
new subtype of virus to which few, if any, human have
natural immunity. If the new virus contains sufficient
human gene, transmission directly from one person to
another can occur and in successive generation, the disease
will be more fatal with high mortality.

Background pandemic:

An influenza pandemic is a global outbreak when a
new influenza virus emerges, spreads and causes disease
worldwide? pandemic in 20% century. During 1918-19,
"Spanish flu" [A (HINI)] caused the highest number of flu
death. The completely new virus emerged and spread
globally in around 4-6 months. Severe wave of infection
occurred over 2 years killing an estimated 40-50 million
peoples. During 1957-58, "Asian flu" [A(H2N2)] caused
about 70000 deaths in the United States. During 1968-
69, "Hong Kong flu"[A (H3N2)], caused approximately
34000 deaths in the US. Once a new pandemic influenza
emerges and spreads, it typically becomes established
among people and circulates for many years. Beginning
in late July, 2005, official reports to the OIE from
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government authorities indicate that the H5N1 virus has
expanded its geographical range. Both Russia and
Kazakhstan reported outbreaks of avian influenza in
poultry in late July, and confirmed H5N1 as the
causative agent in early August.?

Deaths in migratory birds, infected with the virus,
have also been reported. Outbreaks in both countries
have been attributed to contact between domestic birds
and wild waterfowl via shared water sources. Tests
conducted by the World Organization for Animal Health
(OIE) have today confirmed the presence of highly
pathogenic H5N1 avian influenza in samples taken from
domestic birds in Turkey.* The outbreaks in Russia,
Kazakhstan and Turkey provide evidences that H5N1
viruses have spread beyond their initial focus in the
south-east Asian countries, where outbreaks are now
known to have begun in mid-2003.

Despite aggressive control efforts, FAO has warned
that the H5N1 virus continues to be detected in many
parts of Viet Nam and Indonesia and in some parts of
Cambodia, China, Thailand, and possibly in Laos. The
south-east Asian outbreaks, which have resulted in the
death or destruction of more than 150 million birds,
have had severe consequences for agriculture, and most
especially for many rural farmers who depend on small
backyard flocks for their income and food. Human
cases, most of which have been linked to direct contact
with diseased or dead poultry in rural areas, have been
confirmed in four countries, namely Viet Nam,
Thailand, Cambodia, and Indonesia. Only a few
instances of limited human-to-human transmission have
been recorded. Virologists have failed to find any human
genes in the virus samples taken from the patients.
However, urgent control of all outbreaks even by low
pathogenic strain, is important because certain viral
strains, initially of low pathogenicity, can rapidly mutate
(6-9 months) into highly virulent strain if allowed to
circulate in poultry.

Can a Pandemic be averted?

WHO is optimistic if right action is taken quickly, an
influenza pandemic can be averted. Major line of defense
is to reduce human exposure to virus infected poultry.
This can be achieved by rapid detection of outbreak,
introduction of control measures, destruction of infected
poultry and proper disposal of carcasses. As the number
of human infection increases, the risk that a new virus
subtype emerges, triggering an influenza pandemic, will
also increase.

Is there a vaccine effective against H5NT in humans?

Currently available vaccines will not protect against
disease caused by H5N1 strain in human. Vaccine
composition changes each year to match changes in
circulating virus due to antigenic drift.

Are presently available vaccines useful in averting an
influenza pandemic?

Yes, but in a precisely targeted way. Current
vaccines, when administered to high risk groups protect
against circulating human strain and thus reduce the risk
of those people who might be infected with human and
avian virus at the same time. Such dual infection gives an
opportunity to exchange genes, possibly resulting in a
new influenza virus subtype with pandemic potential.

Ate there drugs available for prevention and treatment?

Yes, two classes of drugs are available, like M2
inhibitors ~ (amantadine and  rimantadine), and
neuraminidase inhibitors (oseltamivir and zanimivir).
These drugs are used for the prevention and treatment
of human influenza. But initial analysis of virus isolated
from the fatal cases in Vietnam indicates that the viruses
are resistant to M2 inhibitors.

Bangladesh perspective:

No bird-flu case yet has been detected in our
country. Recently many people died from unknown
disease (24 out of 66) in Joypurhat, Rajbari, Goalonda,
Tangail and other districts in the country was due to
Nipah encephalits.

Prevention is better than cure. Prudence, not panic
is required to face the challenge of birds-flu and
unnecessary panic will serve no purpose but disrupt
social and public life.

DR. MD. ISMAIL PATWARY
Associate Professor of Medicine
Sylhet MAG Osmani Medical College

Sylhet
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