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Clinical profile of low birth weight babies in neonatalward of a tefiiary
care hospital in Bangladesh.

Archana Devl, Bidith Ranian Deb2, SusmitaRoy3,r?r".X,?llt Ahmed Muaz4, MD. Tarek Azads,Achira

The objective of the:il:' to evaluate clinical
profile of low birth weight babies in neonatal ward
of a tetiary care hospital in Bangladesh. This
cross sectional, descriptive study was conducted
at neonatal ward of Jalalabad Ragib Rabeya
Medical College Hospital, Sylhet from January
2008 to December 2008. One hundred and ten
neonates were selected according to inclusion and
exclusion cdteda in this study. Among them 59

(53.6%) were male and 51 (46.4%) were female.98
(89.1%) babies were delivered in hospital and 12

(10.1%\ babies were delivered at home wheteas 58

(52.7%) were deliveted by LUCS and 52 (47.2%)
were by notmal vaginal delivery. Among 110 low
birth weight babies, 84 (76.4%) were preterm and
26 (23.6%\'were term infants. Maximum LB\W
babies (54.6%) were from weight group 1500-1999

gm. Common presenting complains on admission
were LBW / Prematurely alone (77.3%), perinatal
asphyxia (n.7%) and RDS (5.5%). PROM
(36.40%), APH (30%), PIH (23.70%), Matetnal
Malnutrition (21.80%) were the main risk factor of
LBV baby. Co-ordination between obstetric and
neonatal services, improvement of nutsing care
and further improvement of the LBW care within
the available resources are essential to prevent
complication and death.

IoMTAJ 20M;13(2)l
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Introduction

\X/eight below 2500gm at birth irespective of age of
gestation is considered as low bitth weight, (LB\Q.'
Prematurity and IUGR ate the two main causes of
LBrV. The rrrajorjty of LB!7 in developing countries is
due to IUG& while most LBW irl industrialized
countries is due to pretem bfuth2. Bith weight in
particular is strongly associated with fetal, neonatai

and post neonatal mortality, infant and childhood
i motbidity long-term growth, development, and some
' chtonic diseases. According to the \)7odd Health

Orgarizaion CWHO) study of the global burden of

' disease, LB!7 and other perinatal causes arc aleadrng
r causes of death and disability.3

\World Health Orgatizaion (WHO) estimates rhat 4
million neonatal death occur around the wodd every

year.a In Bangladesh NMR is 32oh and LBW infants
have a much greater risk of df"g i" the newbom
period which is about 11o/o of total neonatal death in
our country.s The level of LB!7 in developing
countties (17'/o) is mote than double the level rn
industrialized countries (7'/). ln fact more thart 96oh

of LB\X/ babies are bom in the developing wotld.6

In general, the health and nutrition of mothet are key

factors of LB\7. Matemal factors such as age (undet
16 or over 35 years), weight and height, socio
economic and nutritional status, physical work,
smoking, alcohol consumption, drugs, acute or
chronic medical'illness and some foetal factors such as

foetal distress, multiple gestation has been related to
the birth weight outcome. Certain obstetric
complications such as prematue rupture of
membrane, placenta ptevia, aboruptio placenta.,

incompetent cervix are important cause of LBS7.7,8

The aim of 'this study to identify the clinical profile
such as gesl4lional age, birth weight, OFC, length,
diffetent presentation of LBW babies and also to find

2.

3.

4.

5.

6.
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out the impoftant risk factors that are associated with
these LBril7 babies. Having an idea of common
presentation of LB\il7 babies in neonatal word, will
help in future planning for the bettet management of
such patient.

Materials and Methods

This was a cross sectioflal study, conducted in the

neonate ward of JoJalabad Ragib Rabeya Medical
College Hospital, Sylhet, Bangladesh during the period
from January 2008 to December 2008. For this
pu{pose Total 110 admitted low bfuth weight neonates

irtespective of gestational age were selected

consecutively as study group. Informed coflsent was

taken from parents before enrolment in this study.

Ethical issues were maintained ptopetly. The enrolled
newboms were resuscitated on admission properly.
History was taken and physical examination was done

as per structured questionnaire. STeight was taken on
admission using a baby scale and gestational age was

determined on the babies of maternal dates (times

from the fust day of the last menstrual period) and

scoring systeme. After collecting data, editing was done

manually and was analyzed with the help of Statistical

Package for the , Social Science (SPSS) software

package version 12.

Result

Total 110 LB\W babies ate included in this study. Out
of 110 babies, 60 are male and 50 infants are fernale.

The ratio is 1.2t1.98 were delivered in hospital and 1.2

babies were delivered at home. 52 babies wete
delivered by spontaneous vaginal delivery and 58

babies were delivered by LUCS. Among 110low birth
weight babies, 84 arc preteffi arrd 26 are term infants.
Maximum LB\X/ babies (54.6"h) were from weight
group 1500-1999 gm. OFC of LBW babies ranged

from 28cm to 33cm and length ranged from 37cm to
45cm. Common presenting complains on admission

were LB!7 f Prcmarxely alone Q7.3'/r), perinatal
asphpia (12.7%) and RDS (5.5'A. In this study a few
clinical risk factors of LB$7 were found. In ordet of
frequency these were PROM (36.40/0), APH (30%),

PIH Q3.7'/o), malnutrition of mother Q7.8oh), GDM
08.20n and twin pregnancy (10.90o/o). Most of them
presented with mote than one cause. Among 110

babies total 83 babies remain in hospital fot about 1-

10 days. Oaly 1 baby stay in hospital >40 days and his

birth weight was <1000gm.

itid. i, oGtrib"ti;n 
"f 

i;* riitt *iighi
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i
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Figure II: Distribution of LBW babies by
gestational period.
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Figure IV: Presenting complains of LBW
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Table I: Number and percentage of low birth
Maternal Malnuhition

AP!I

PR( ) IVl: PIH
I

a

a

a

a

PRoM e'd;t"ia n"ptu; of M..6;*;,
APH (Antepartum Haemorrhage)
PIH (Pregnancy Induced hlpertension)
GDM (Gast attonal Diabetes Mellitus)

Discussion

This ctoss sectional study provides evidence frort a

teriary care hospital in Bangladesh, of differential
clinical ptofile and aetiology of LBW baby. There is
slight preponderance of male babies over female
babies in this study comprisng53.6oh male and 46.4%

female. This is conformity'uzith studies by Tabib et. al
10 Gurav et a1.11 and Wathet.12 In this study 84%
(76.3'/,) are pretetm LB\7 against 260 (23.6%) who
are term LBW. It is notworthy that 63.60/o of LBW
infants are Apptopriate for Gestational Age (AGA)
and 36.4oh are Small for Gestational Age (SGA). This
is in similarity 

"ritl, 
the study by Tabib et a1.10 vrho

fonnd in his seties 53.60/0 were AGA against 46.4"h

babies, of SGA. Bhalla et a1.13 in a study found 70%
preterm against 30% SGA babies. So, reduction of
preterm birth alone may he$ to alatge extent to bdng
down the incidence of LBW babies. It is obvious from

this study and other studies that among LB\7
percefltage of preterm babies are more and the
incidence of VLB!7 is more among pretem babies.

The percentage of SGA (36.470) is also significant in
this study. As matemal malnutrition and sickness is the
main etiology of SGA, so the incidence of LBW can

also be reduced by tegular antenatal check up and
proper treatment of maternal sickness. It is temarkable
that 1,4 (12.70/") babies presented with perinatal
asphvxia or without other problems in this study. This
is consistent with the study of Gurav et a1.11, Tabibl0
who found 34oh and 32oh respecttvely in their series of
LBW. Begum et al.1a forind a higher incidence (46.5%)
of perinatal asphlxia in their study. \[4rereas Bhakoo
et al.1s in a study found 9.8% incidence of bitth
asphyr<ia. High incidence of perinatal asphlxia rn this
study may possibly be related to high risk delivery
associated with preterm & LB!7 babies, poor antenatal
care, delay in seeking care.

t babies bv weight.
Veight in grain Frequency Percent

<1000 5 4.5o/o

1000-1499 26 23.60/o

1500-1999 60 54.6",L

2000<2500 19 17.3',k

Total 110 1009/o

Table II: Number and ntage o low birth weisht babies of different gestation by differrlnt centile.

Gestation (in weeks ) <10d Centile 10th _ 90th centile Total
28 and below 2 1,.80k 5 4.50h 7 6.3o/u

29-32 6 5.5% 26 23.60/o 32 29.1To

JJ-JO 1,2 10.90k 33 30o/o 45 40.9"

37 & above 20 18.2% 6 5.510

Total 40 36.40,h 70 63.6',k 110 100%

able III: LenEth of in low birth weight babies.
Hospital stay

(days)
Total Number

Weight in gram
<1000 1000-1499 1500-1999 2000-<2500

1-10 78 4 (4'/") 14 (14%) 43 (43%) 17 (1.7'/")

11-20 17 0 (00%) 9 (9"h\ t\t o) 1 (10/,)

21-30 4 o (oo%) 4 (4v,\ 0 (00%) 0 (00%)

31,-40 0 0 (00%) 0 (00%) 0 (00%) 0 (00%)

>40 1 1 (i%) 0 (00%) 0 (00%) 0 (00%)

I
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5.570 preterm LBW babies u/ith weight less than
1500gm presented with RDS in this study which is
similar with the study of Tabib et at10 who found in
theit study an incidence of 4 (1,2.5"/o). But Banu et a1.16

an incidence 13.43o/o RDS which is higher than this
study. RDS occurs in all parts of the wodd and its
incidence is of the order of 10-75o/o in infants less than
2.5 I* at birth with varying mortality rate. This
incidence being highest in lowest weight group which
was also observed in this study.
Though congenital anomalies are supposed to be more
prevalent in SGA babies, in this study only 2 Q%)
babies presented with congenital anomalies. This is
consistent with Godbole et a1.17 and other studies.
APH _(300/0), PIH Q3.70%), maternal malnutrition
Q1.80Vq and twin piegnancy (1,0.g0'A wete rhe main
aetilogy of LBST which is consistant with Nazmi RS et
a1.18 who fouod 25.6oh,76.5o/o and 1,7.60/o respectively.
In this study incidence of PROM was 36.4oh which is
higher than Najmi RS et a1.18 who found 1.8.4oh. So,
early diagnosis afld proper management of those
conditions can reduce the incidence of LB\V baby.
In conclusion, birth weight is the most important
parameter which reflects the status of both maternal
and neonatal health and nutrition. In this study, the
relative impact of some of the factors related to LBW
in reference to our population was high Iighted.
Futthet explorations preferably in population based
studies are required as LB\X/ related data is essential
for monitoring and evaluating the progress towards
achieving national goals for lowering neonatal and
infant morbidities and mortalities. The study has a

number of limitations such as small number of
patients, observational study without afly conftol
gtoup and samples were only collected ftom an urban
tertiary care hospital setting.
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Lated Gasttocnemius Muscle Flap For Cover Of Large Popliteal Fossa Defect
Following Release Of Burn Contracture

Hasib Rahmanl, Md. Abul Kalam Azad,2,Md. Shafiqur Rahman Bhuiyan3,
Md. Abdul Manriana, AshikAnwar B,alr'rap

Abstract

Post bum scar contracture of popliteal fossa is very
common. Many of these patients undergoing
sutgery for release of contraeture results in a latge
defect in popliteal fossa needing soft tissue cover.
Latetal Gastrocnemius flap is a very reliable flap
which can be used to covet this defect and also it
has the additional benefit over skin gtaft for
pteventing recurrence of contracture. Moreover if
tibial nerve and popliteal vessels are exposed after
scat excision and contracture release it is the work
horse for soft tissue cover. This cross-sectional
study was done in Sylhet MAG Osmani Medical
college Hospital, during the period of lanuary 20013
to December 2014 to find out the outcome of post
bum popliteal fossa contracture reconstruction with
latef:al gastfocnemius fl ap.

IoMTAJ 201a;BQ)l

fntroduction

A bum patient receiving the best treatment is expected
to heal vrithout any conttactute.l Although post bwn
contracture eBq rrray arise even with adequate
tfeatment of bum 

^j"ryZ 
advafices io bum management

has led to a decreased incidence of PBC. Yet many of
the burn patients present with PBCs. I(nee joint is
involved in about 22oh of all large joint contractures.3
These patients require surgical interventions. Excision
and release of the coritracture poses a challenge to the
reconstructive surgeon often u/ith the exposed
neutovascular bundles in the unevell surface of the

Assistant Professor, Butn and Plastic Surgery Sylhet MAG
Osmani Medical College
Assistant Professot, Surgery Sylhet MAG Osmani Medical
College
Officer on special duty, Directorate General of Health sewices,
Dhaka.
Medical Of6cer, Sylhet MAG Osmani Medical College Hospital

popliteal fossa.a Options for reconstruction of the soft
tissue defect irr the popliteal fossa includes
gastrocnefnius flap, free latissimus dorsi flap, free rectus
femoris flap, ftee or pedicled anterolated thigh flap,
semitendinosus flap and so on.5,6,7 Even only split
thickness skin graft could be a choice as well.8 Among
them pedicled gastrocnemius flap is a reliable option to
cover the popliteal fossa. It is easy to harvest and the
donor 

'site 
motbidity is considerably low.e,ro FIap

coverage is the best option following release of post
bum contracture as it prevents fecurrence and has a
better aesthetic outcome.l0 For achieving adequate
release of contracture, scar tissue should be excised
completely. IJnfortunately, in many of the cases after
complete scar excision and contracture release popliteat
vessels and tibial nerve is exposed.lo In such casei only
split thickness skin gtaft is not a suitable option. Here
lateral gastrocnemius flap is a simple but effective
solution for tllis problem. Even if the nerve aod vessels
are not exposed split thickness skin gtaft is difficult to be
taken in the depressed arca of popliteal fossa.8. Moreover
it cannot prevent the recurrence of contracture. As the
gastrocnemius muscle fills the ulleven exposed surface
of the popliteal fossa and it is highly vascular, split
thickness skin graft over that muscle is better taken than
a graft over scar tissue.3

1.

2.

J.

4.

Figl: A patient with politeal fossa contracture
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follow up history rf,/as taken and local examinztions were

performed regardiflg woulld and range of movement of
the affected ioint. Range of movement was measured

with degree of extension of the knee ioint, graft take in

petcentage and flap surwival u'ith healthy, patttal or total
'loss.

Operative Technique:
Surgery v/as doni under . spinal anesthesia' The

.o.rttrttot. was released. The large popliteal fossa defect

was coveted by lateral gastrocnemius muscle flap' The

gasttocnemius muscle was exposed by.an incision in the

Uaat. of the calf (stocking seam incision)' The lateral

head of gasttocnemius muscle was mobilized by

detaching iI from the common tendon. It was then

rotated 9-0 to 180o on its otigi.n baSed on the lateral surai

vessel and sutured to cover the defect. The muscle was

coveted by sptt skin graft.

Results

In this.study the total number of patient was 30, among

them 18 (60%o) were male and 1,2 (40'/o) were female'

Bojd et alll found in theit study the percentage of male

and female patient wete 55.4o/o atd 44.6o/o tespectively'

In another study Wai-sun ho et all2 found the male to

female ratto 1.76:1 whereas in out study it was 1'5:1

(Chatt I).The cause of mote male burn victim may be

the increased risk of bum exposure may be due to

occupational hazards.

In our study the minimum age of the patients was

1.2years and maximum 55years with a mean age was

33'.4i\ years and median age 34 years. Cutreri et all3

found the mearl age 33.3 years and median age 29'1' years

which are quite neatet to our findings.

33.30 of the patient of out study was house wife, 23'3o/o

were fatmer ,20o/o were day labouter ' 13.3o/o wete service

holder and 1,Ooh patient were doing others' Akhter et alla

found the 44.1,2o/o burn victims were house wives'

Matedal and Methods

This cross-sectional study was done in the department of
Plastic Suge{, S,vlhet MAG Osmani Medical College

Hospital, during the pedod of January 201,3 to

December 201.4\rirth the aims and obiective to find out

the range of movement of the affected knee joint before

and 
^it 

t popliteal fossa contracture release and

recons'truction with latetal gastrocnemius muscle flap, to

see the trrte of survival of pedicled latetal gasttocnemius

muscle flap and also to see the split thickness skin gtaft

take over gastrocnemius muscle flap. For this total 30

patients of both sex, tanging fuom t2-55 years were

included in this study' Sampling method was

Consecutive and convenient. All selected patients

undergoing post burn popliteal fossa contracture

tecons-tructiot, by grtttocnemius flap wete followeci'

Detailed history was taken regatding preoperative

conditions. Genetal and local examination rvas done

toutinely. Preopetative tange of movement tecotded'

Necessary fitness investigations were done. Per operative

findings wete tecotded. Check dtessing was done on 5ft

post-qlerative day and data was recorded' Contact

nr-bels of all patients were preserved. All patients were

followed up .to ofle month aftet the srrgery' Dudng

Chart I: Se:i drstribution of the patients

ii[ Z, l-^ter^lGasttocnemius flap harvested
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Chart II: cun-e showing perccntage of split thickness

skin gtaft take. X axis showing number of patient and Y
axis showing percentage of gtaft take (Mean gtaft take

xvas 91.'7o/o, p< 0.000)

park color) and post-operative range of motion (light
color) in degree. Mean pte-opetative maximum tange of
movement tsOI\rI) was 95.89o, afld mean post-operative
maximum range of movement tsOfvD was 172.33".

Discussion

The aims of operation on a patient with"post butn
cofltracture of the knee are multifold. A flexion
contracture of the knee is a considerable functional
ptoblem to the patient and is better prevented than

treated. Splinting of the knee joint in extension during
the immediate post burn period can prevent ihe
formation of these contractures. The aims of treatment
ate to minimize scat tissue over the flexor sutface of the

affected joint, testote the normal position of the joint
and ptevent fecuffent conttactutes.l5
pedicled lateral gastrocnemius flap has a reiiable blood
supply and relatively easy to har.ves1.t6 As the vascular

pedicle need not to be explored ftom lateral head chance

of injury to the' pedicle is very minimunl Carefui
rotati'on and maryjnal bleeding ellsures the pet-opetative
viability of the flap. In this study the flap survival rate

was 1007o. Only one flap had amarylnzl necrosis (Chart
II). In unpaired t-test flap survival rate was found

statistically significant (p<0.000). Flap survival rate plays

a pivotal role in the ultimate success of the procedure.

Aftet telease of the cootracture a large area of defect in
the popliteal fossa is exposed with neutovascular bundle
which is not possible to cover only by the skin gtaft.

Lateral gastiocnemius muscle flap covers both vital
structures and the uneven popliteal fossa. Graft-take
mosdy on the vascularity of the recipient bed and muscle

always Dossess a highet vascularity. In this study the

mean skin graft-take rate was 91.17Yo and it was found
highly significant by t-test (p< 0.000).

In this study mean pte-operative maximum Range of
Movement tsO1\0 was 95.89o, maximum pre-opetative
ROM was 130o and minimum pte-operative ROM
was7Oo and attainment of mean post-operative
maximum range of movement (RO1\4 was t72-33",
maximum ROM was L80" and minimum post-operative
ROM was 165o (Chat I$. Gait analysis revealed that
>15o popliteal fossa conftacture does not change the

trunk kinematics significandy. However 30o contracture
changes the kinematics significantly which may lead to
knee-spine syndrome.e The, effectiveness of this

procedute in relation to attainment of maximum ROM is

found highly signifrcant statistically by paired t-test (p
value <0.000).

:

100 'i" -

80

60

i W It' .--W 
IItitil

] l.nergiallsecrosis e healthy I
!

"*-l

200

160

1rl0

120

100

Chart III: Lateral Gastrocnemius flap surr.ival chart
shows only 3oh cases thete were matginal flap necrosis

and temaining9T% wete healthy.

,: Post 0pcrativc Mix. R0ll'l

e Pre oper;tive Max. ROM

, 1 3 5 7 9li111517192123252729

:

Chart fV: Comparison between pre and post-operative
maximum range of movement. X-axis shows the

number of patient and Y axis shows the pre-operative
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Post bum popliteal fossa reconstruction with lateral

gasttocnemius flap could be a simple, effective and

reliable remedy for these very unfortunate patients. So,

multicentre evaluation should be done fot its effective

implementation.
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Correlation Of Post Mortem Findings, Petoperative Findings Of Cranial

subdural hematomas, and epidural hematomas are

encountefed less. Diffuse btain swelling as has been
declared in other studies is more cornmon among
children. In conclusion, CT scanning remains the
first diagnostic imaging tool to detect the different
inttactanial post-traumatic lesions of acute head
trarurrra, many of which are life-threatening, on the
othet hand, magnetic resonaflce imaging (MRI) is

spared fot full assessment of head trawrfla, and for
follow up too.

IoMTAJ 20M;13(2)l

Introduction

Among all tegional injuries, injuries to the head and neck

ate the most common and important in fotensic

ptactice.l Head injuries are the most common cause of
death in ttaurrr patients throughout the wotld. As the

head accommodates the most vital otgan of out body

'brain', so such injuries cause death of victim in most of
cases due to bmin damage3 These injuries occurs due to

mafly cause most common of them being road trafhc

accidents, followed by fall, assault, child abuse etc.

Such injuries have remained the most challenging task

fot a neutosurgeon in ffauma cate. Though the non

invasive diagnostic procedures like X-tay, CT scan, MRI,
Cerebtal angiography have revolutionized the approach

towards the tteatment of head iniury cases, still the

incidence of deaths due to head iniuries are on the rise

throughout the wotld. Similar situation is ptevailing in
our tegion, numbets of medico-legal cases of head injury
adrnitted in 2008 wete 150, irr 2010 number incteased to
226 and in the year 2011, il'J"ly it is 123.So the figures

themselves explain the gravity of situation' The eady and

effective detection and timely sutgical interrention plays

a key role in outcome of the patient. The ability of CT
scan to rapidly demonstrate a surgically cotrectable

Leisons In Cases Of Fatal Head Iniury With Computed Tomography Scan

Findings Conducted At Sylhet Mag Osmani Medical College And
Hospital, Sylhet Bangladesh

Atique Mahmudl, Mohammed 
tffiY":5fi#fr,"ff;j#r"I1ilf'u 

Abdus shohida' Md' Artarur

Abstract

Head trauma now represents a rnaior cause of death
and disability among young otherwise healthy
people, and it is claimed that it is more cornmon
it u" ever. Radiogtaphs are now replaced by
computed tomography (CT) scanning as the
primary method of assessing head ttauma. The
purpose of the present study was to evaluate the tole
of CT scanning in cases of acute head ttauma of
diffetent sevedty. A retrospective study has been
caried out of 50 cases of acute head trauma with
positive CT scanning referred to Sylhet MAG
Osmani Medical College (SOMC), Sylhet
Bangladesh from March 20llto December 201i1.

All the inftacranial sequelae of acute head ttauma
are documented and atalyzed, where the males are

found to be involved, in 78oh of the cases, and in up
to 60oh of the cases the victims are in the first thtee
decades of life, toad traffic accident (RTA) -the
main cause shows a dtarnatic inctease compared
with other studies. Fractures are present in the
majotity of the cases indicating a significant
trauma; moreover, more than one sequelae can be
detected in many cases. A localized brain oedema,
contusions, and inttacerebtal hematomas ate the
most commonly found sequelae, while othet
sequelae such as subarachnoid hematomas,
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Ragib-Rabeya Medical College, Sylhet lesion, fracfrire,various lnttacranial hemorrhage makes it
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a modality of choice in evaluation of acute head injury
but still the post mortem examination being a naked eye

examination is one of the finest tool for injury
assessment.3

So the need is felt fot a co-relational study for

intelpretation of iniudes to the head by CT scan, which

is available with the clinician and invasive ptocedute like

post mottem examination, to ascettain the accutacy and

importance of CT scan in diagnosis of head tauma and

the causes of discrepancies between the two findings

with their possible explanations. Such study will help a

radiologist to reorjent his apptoach towatds CT

diagnosis of head injury cases and also dtavrs the

attention of forensic expert to the specifred areas of the

btain mentioned in CT repott.

Similat studies has been caried out by many workets in

various parts of wotld where they have dtawn their

conclusions regarding the efficacy and accuracy of post

mortem examination and CT scan in diagnosing various

lesions in head injury cases.

Aims and Objectives of the study:

To correlate post mottem examination findings with CT

scan findings in head iniury cases.

To identify lesions that may be misdiagnosed or remain

undiagnosed by CT and can be diagnosed by post

mottem examination and vice versa, to understand the

cause of discrepancies in the two and suggest possible

imptovisation of CT investigation.

To ascettain pattem of head injury due to varying

etiology.

Materials and Methods

Study was carried out in the department of neurosurgery

of Sylhet MAG Osmani Medical College'. Posffnortern

w'ere done in the depattrnent of fotensic medicine of the

same college dudng the pedod of March 201'1' to
Decembet 2013. Data'wete collected from the admitted
patient of neurosugery. Operations were done by

fleurosurgeons of SOMC. AU the investigations were

done ,in radiology department of SOMC. It is a

ptospective study.

All the data were analyzed using SPSS.

Results

fITr

Table II

able

Tr

'able - I:-Il1le ot In
Type No. %

Road traffic accident
OITA)

32 (6+ok)

Fall 04 (08%)

Assault 1,2 (24Yo)

Unknown 02 (04"/,\

Total 50

00-10 02 (04,k)

t0-20 1B (36%)

20-30 1,3 (260h\

30-40 08 (16%)

40-50 03 (06%)

50-60 02 (01oh)

60-70 02 (04,/"\

70-80 01(020/0\

80-90 01. (02T")

Total 50

TII: CT Scan Fi
Scalp Flematoma, oedema 02 (40,i\

Skull Fracture 20 (.+0%)

Nleninqes E,DH,SDH, SAH 1o (20%)

Btain Intracerebral haematoma,
Oederna

08 (16e..n)

Cetebtum I{aetrrator,rra. Oedema 02(4T,\

Cetebellum Haematoma, Oedema 02 @Yo\

Brainstem Haemorrhage 03 (6T,)

Total

able - IV: Per-Opetative Fi
Scalp Haematoma 02 (4"i,)

Skul1 Fractute I I (32" 
")

Meninges Exttadutal haematoma (EDH)
Subdual haematoma (SDH0
Subatachnoid haemorhage

(SAH)

04 (B%)

3(6"k)
2(40/")

Btain Contusion
Concus"ion
Laceration

2 (1%)

4 r8%)

Cetebrum Conrusicn
Concussion
Lacetation

2 (1v")
1(2%)
2 (4"/,)

Cetebellum Contusion
Concussion
Lacemtion

2 (4"/,)

1' (2'/")
,t (2"h)

Brainstem Haemorthaqic 6 (127,)

The OMTAJ \,'olume 13 Number 2: Julv 201'l

i

I

l



I 76

'able - V: Post mortem
Scalp (Haematoma) 7 04e/o\

Skull (Fractute) 22 (440/"\

Meninses (EDH/SDH/SAH) 08 (1.6Yo\

Brain
Oedema
Flaemorrhage
Lacetaiott
Contusion

4 (8%)
3 (6%)
2 (4%)
1Q"/,)
1. (2o/o\

Cerebrum-
Oedema
Haemorthage
Laceratfon
Contusion

2 (4'/")
s (10%)
2 (1ok)
1 (2"/o)

1(2To\

Cerebellum -
Oedema
Haemotrhage
Laceraion
Contusion -,

4$n
1 Q%)
1 Q%)
1Q"/r)
1, (2%\

Btainstem:
Midbrain -

Oedema
Haemorhage
Laceration
Contusion
Pons -
Oedema
Flaemorrhage
Laceration
Contusion
Medulla -
Oedema
Haemorhage
Lacetation
Contusion

2 (4'/")
1, (2'/o)
1 (2o/o)

1(2%)

1(2%)
3 (6'h)
1(2o/")

1,(2"/o)

1,(20/")

1(2o/o)

1,(2"/,)

1(2o/o\

Discussion

In our study, the most vukierable gtoup fall within 10-30

years, most of the victims wete due to RTA (64"C.
Fracture of the skull bone wete Q}Yo), Subdural
haematoma (SDH) (10W, Extradural haematoma
(EDH) (7oh),Bran Injury (4%). Male and female ratio
is 3:2. Most of the patients have undergone craniotomy
(62%), death Q2o/o). CT (987") followed by MRI (10%)
done. Such type of study done by a telative study on CT
scan and post mortem findings on 65 cases of acute
head trauma from Mysore tegion of South India was
done during the period 2000 to 2005. They found the
incidence of head injury to be common in males above

20 yrs of age and the concutrence between the findings
of post mortem examination and CT scan was highest
fot detecting btain lesions (88"/"; 57'/r) followed by
inffacratial haemotthages (72oh;47\ and least for skull
fractures (38%;25'43

Ftom 2001- 2002 another group did a co-telational study
of CT scan and PM examination findings with teference
to skull fractures in head injury on 140 cases in Noth
India and tevealed that CT scan examination gives better
information in detecting the ftactutes of tempotal bone

as well as tlpe of ftacture and helps in planning theit
treatment in a better way.s

In 2004 a retrospective comparative study was

performed on 56 cases ftom the population of Denmatk
and it was found that CT showed cortect skull fracture
diagnosis in 60.7o/o cases. Fractures were diagnosed
patially or missed totally on CT-images in 22 cases. The
agreement for fracture diagnoses of the arrterior, medial
and posteriot cranial fossae was 20o/o, 52o/o and 600/o,

respectively. The diagnostic agteement regarding brain
injuries varied from 0'/o to 790/o.6

A study done in Tabriz region of Iran on brain stem
Frndings on 200 cases of head injury during the pedod
2005-2007 revealed that post mortem examination can

detect brain stem lesions tn 19.5o/o cases over 1.1..50/" tn
CT scan. The most common lesions of the brain stem
tegion v/ete pontine contusions. They found that CT
scan is a specific method of evaluating patients with
probable brain stem injuries after head t!^vrr,^, but low
sensitivity limits its effrcacy.T

A comparative study on 50 head injury cases from
population of Delhi was done in 2006 and it was found
that among all cases in 23.7oh skull ftactures, 33.3o/o

EDH, 35.70/, SAH, 30% ICH,20oh contlsions, 1.6.70/o

lacetations and cerebral oedema were remained
undiagnosed by CT scan examination. Thetefore they
concluded that post mortem examination has a upper
hand in detecting various lesions in head injury ovet CT
scan even if CT is a usefirl tool in eaiy and effective
diagnosis.s

A group tn 2010 did a co-relational study on 1.40 cases

of acute head ftauma fiom population of Jaipur city in
North India and established that males in age group of
21.-40 yts wefe more vulnerable to road trafFrc accidents.

Evaluation of corelation of injury findings by various
modalities showed that CT scall caflnot accurately detect

The OMTAJ Volume 13 Numbet 2:Jdy 201.4
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the lacerations of the vadous lobes of the brain,
particulady located on the infqtior or medial aspects of
the temporal and fronto-parietal lobes. Bony injudes and

cerebellar injuries were detected tn 41,.4o/o and 6.4o/o

cases at post mortem examination in comparison to
1.5.7% and1..4o/o in CT scan.3

In conclusion, RTA is the most kilting event among the

able persons those who had very valuable lives. CT Scan

& MRI give very impottant clue fot the diagnosis of
specific lesions. Per operative findings usually corelate
with the CT and MRI reports. But sometimes (1070

cases) were missed by non-invasive procedures. Pet
operative findings and post opetative findings are the

single naked eye examination where actual scenado is
available.
Recommendations:

1,. CT can diagnose 90%o of the head injury
lesions..

2. Per operative findings are important clue to
identifi, the type of injury.

3. Post Mottem findings help in the diagnosis in
undiagnosed cases of head iti"ry.

4. All school children should be trained up by
Bangladesh Road Transport Authodty @RTA)
personnel for prevention of RTA.

5. Road signs (Zebra Crossing, Speedlimiter, etc.)

should be displayed by road side propedy'
6. Adequate numbel of neurosurgeon should be

trained fot propet management of bulk of the

patients.
7. Awareness among the general People about
' RTA should be built up.

8. Condition of the roads should be improved.
9. Violence by political activists should be

controlled by mutual dialogue.

10. Eldedy patients should temain undet regular
medical check-up.

Govetnment, NGOs, and Intetnational agencies should
fund fot this project.
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Abstract

Tuberculosis is a serious public health problem in
the developing countries. Eady diagnosis,
effective tfeatment and continuous assessment
outcome ate impoftant indicators of TB conttol.
The objective was to study the treatment
outcome of tuberculosis patients under Directly
Observed Therapy Short coutse (DOTS).
This terospective study was conducted in the
DOTS corner of Sylhet M.A.G. Osmani Medical
College Hospital, Sylhet from January 2008 to
Decembet 2012. Total l341TB patients who were
tegistered in patient record sheets were selected
in this study.
Tteatment outcome of patients were evaluated in
accordance with wotld health Organization
recommendation. Regarding treatment outcome
of the patients, treatment success rate (TSR)
among new cases and retreatment cases were 950%

and 84.9o/o tespectively. Among total registered
cases 674 (50.3'/r) patients were cured, 595 (44.4%)
had completed treatment, 32 (2.4%) were died
where as treatment failute cases were 9 (0.7%),
default cases were l7 (1.3%) and. 14 (1%o) cases
were tfansferred out. Continuous follow up,
supervision of ffeatment adherence and defaulters
ttacing should be strengthen to improve TSR and
reduce TB burden in the tegion.
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Introduction

Tuberculosi. (TB) is the leading cause of death from a
cwable infectious disease.l It causes a great deal of rll
health and enormous burden on population of most
low and middle income coufltries.2 Accotding to the
201.0 world Health otganizatton (WHO) Global
Health Report there were an estimated 9.4 million
cases of TB globally.3The target setv/ithifl the context
of Millennium Development Goal (l\{DG) is to halt
and reverse the incidence of TB by 201,5. a tror
effective TB control it is very important to detect the
disease as eady as possible and to ensure that those
diagnosed, complete theit treatment and get cured. s

Incomplete treatment m^y result 'in prolonged
exctetion of bacteria which may resist the drug, causes

disease and leads to inctease morbidity and mortality
and the spread of the disease6.

The highest incidence of TB and the hrghest number
of death due to TB occur in Asia and Sub-Sahatan
Afrtca.3 Baagladesh ranked sixth among the 22 high
burden countries of tuberculosis globally. Estimates
suggested that daily about 880 new cases were
diagnosed and 176 deaths occurred in Bangladeshz. -

The incidence and prevalence of all ftom of TB in
Bangladesh per 100000 was 225 and 41,1, respectively
lfl 201.1.. Government of Bangladesh lunched DOTS
strategy in 19938

DOTS during at least the first 2 months of treatment,
in which patients take drugs direcdy under the
obsewation of health care providers, has been
tecommended by international tuberculosis
authodties. e'10 arld has been shown to be effective in
achieving a high successful fteatmerit rate, fuor.r_ 86oh

to 96.5oh 11 The utiJity of DOTS was significantly
associated with a higher treatment success rate than
self-administered therapy (97.8"/o vs 88.670, P< 0.002)
and a lower tuberculosis related motality tate (070 vs
5.59h, P=0.0021t2. DOTS also leads to significant

Treatment Outcome of Tuberculosis Patients at DOTS Corner
.aTefiiary Carc Hospital

Bidith Ranjan Debl , Atchana Devz , Shantanu Das3, Md. AshikAnwarBaharn.
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reduction in the frequency of primary dtug tesistance,
acquired drug tesistance and relapsel3. Even though
the objectives of TB treatment are curing the pt,
preventing the sptead of tuberculosis infection, and
preventing the emetgence of new drug resistant
sftains, these plans are not achieved in many regions
of the wodd due to several factors lhat affect
treatrnent success. These include: the severity of
disease co infection v/ith HIV and or othet disease,

mutti drug resistance, poverty, and also the suppott
provided to the patientlo.

Tteatrnent outcome tesults serve as a proxy of the
quality of TB treatment ptovided by a health care
system. Recommendation on how to evaluate

treaffnent outcome using standardtzed categories have
been issued by the world health organtzaion (\XT{O)
in conjunction vrith the European Region of the
International Union Against tuberculosis and lung
Disease (IUATLD).1a Tlese Categories were defined
to assess the risk of future relapse and drug tesistance.

This study is aimed to assess treatment outcomes of
pulmonary tuberculosis and extra pulmonary
tuberculosis cases at DOTS corner of Sylhet M.A.G.
Osmani Medical College Sylhet.

Matetials and Methods

This was a retrospective study, conducted in the
DOTS Cotner of Sylhet M.A.G. Osmani Medical
College Hospital, Sylhet, Bangladesh during the period
ftom January 2008 to Decembet 201,2. DOTS
Programme uras started in the centre attached to the
Medical College Hospital tfl 2004 covering the entire
population of 1., 27, 524. The sources of information
wete the TB registrar and patient tecord sheets. The
tegistration documents reviewed containing basic

information such as patient's gendet, fotms of
tuberculosis (Pulmonary or extra pulmonary
tubetculosis), type of tubetculosis (smear positive or
smear negative), Category of tuberculosis (new case or
reffeatmellt case), and treatrnent outcome Treatment
outcome of patients was evaluated in accordance with
world health Organizaion recofiunendation and
classified as Cured (finished treatment with negative
bactedology result ^t the end of treaffnent),
Completed treaffnent (finished treatment but without
bacteriology result at the end of fteatment), failure
(remaining smear positive at five months despite
coffect intake of medication), defaulted treatment
(patients who interupted their tteatment for two

consecutive months or more after registration), died
(Patient who died ftom any cause during the course of
treatment) transferred out (patients whose treatment
results ate unknown due to transfet to anothet health
factltt'1) and successfully treated (A patient who wete
cured or completed fteatment). After collecting data,
editing was done manually and was analyzedwith help
of statistical Package for the Social science (SPSS)

softwate package version 17.

Results

For the 5 years (2008-2012) a total of 1311T8 patients
rvere tegistered out of rvhich 773 (51 .67") rvere male
and 568 (42.40/") rvere fenrale. Among them 1275

(95%) were new cases and the rest 66 (5%) rvcrc
retreatment cases. Out of the total nerr cases 688

(5,1%) wete smear positive pulmonarl TB (SPPTB),
1.72 (13.5o/o) were smear negative puLmonary TB
(SNPTB) and the rest +15(32.5ok) were Extra
pulmonary TB (EPTB) cases. Regarding treatment
outcome of the patient, treatment success rate (fSR)
among new cases and retteatment cases wefe 95o/o

and 8.1.99'o respeclir.elr-. Among total registered cases

614 (503",q patients n'ere cured, 595 (4a.a%) had
completed treatment, 32 (2.14'i1 tere died r,hete as

treatment failure cases \\-ere 9 (0.79b), deiault cases

were 17 (1,.3"i") and 1-1 (1%) cases -*-ere transferted
out. Female tubetculosis patients irad hig}rer treatment
success rate (97.4o/o vs 93%o) than males. The highest
tfeatmeflt success tate was obsen ed among smear

negative patient 96.0o/o compated to smear positrr-c
PTB 93.67o and EPTB 95.7T".

Table I: Numbet and percentage of the patients
(new cases) treated rvith category 1

Type of PT
lr'{ale

N(%)
Female

N%)
Total
N (9/,)

Smear positive
PTB

435(34.1 T") 253(19.9 o/i1 688(54 %)

Smeat negative
?TB

107(8..+ %) 65(5.19',")
17 2(13.5

%)
Extra

pulmonary
TB

188(11.7 %) 227 (11 .8 oh) 11,5(32.5

/o)

Totai 730(57.2"h) 545(12.8 %)
1275(100

/o)
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Table II: Number and percentage of the patients (Re-tteatment cases) treated with c
Re-treatment case Male Female T'otai

Smear(+) pulmonary
TR

Re lapse 1,9Q8.8 "/o) 4(6.0 "/o) 23(34.8 o/o)

Tfeatment
Failure

1(10.6 "/o) I.(t.s %) 8(12.1oh)

Default 1(1.5 ok) 0(0 %) 1(1.s v")

SmeatQ pulmonary
TB

14(21..2"/o) 1.5Q2.7 o/o) 29(43.9 "/")

Extra pulmonary
TB

2(3 "/") 3$.5 n 5(7.6 %")

Total 43(65.1. Y") 23(34.8 "/") 66(100 o/o)

Table III T f all tered TB

treated ith

SOMCH. DOT nter, from 2008 to 2012.

TB pt in SOMCFtr DOTS tuorn2008-2412.

: Tteatment outcome of all tegistered 'I ll patlent n sce

Variable Cuted
Tteatment
Completed

Died
Tteatment

Failure
Default

Transferted
Out

Total

TB pt Category

New 651(s1.0%) 562(44.}',/o\ 32Q.5%) 8(0.6"/") 1,2(O.gYo) 10(0.8%i") 't275050/o\

Re-tteatment case

,rh
YEeo trF
a -o.

Re lapse 19(82.6%) 0(0"/") 0(07") 2(8.7o/o\ 2(8.7%\ 230..7o/o\

Treatment
Failure

1(s07, o(o%) 1(125%) 1 (1,2.5"/,) 2Q5"/") B (0.6%)

Tieatment
after

default
o(o%) o(o%) 0(o%) 1(o.o7"a o(o%) 1 (0.01v")

Smearo
pulmonarr.

TB
28(e6.6%) o(o%) o(o%) 1(3.4%) o(o%) 29 (2.2Y,)

E,PTB s (100%) 0 r0%) 0 (0olo) 0 (0%) 0 (oy") s (0.4%\

Tlpe of TB
Smeat(+) PTB 674(93.60/0) 19(2.6"/") 8(1.1%) 11(1.5%) 8(1 19 

")
720 (53.701,)

SmeatC) PTB 1.93(o6.0o/"\ 6(2.9"/,) 0 1(1.05%) 1r0.5%) 201, (1,5o/o)

EPTB 402(95.7o/o\ 1(1.7oto\ 1(0.3"/") 5 (1.2%) 50.2"k) 420 (31.3oh)

Sex of the pt
Male 120(54.3Y") 296(38.3%) 24(3.1."k\ 1(0.9"/h) 16 Q.o%) 10(1.3%) tt3(51 .6 V"\

Female 254(44.7T0) 299(52.6"/,) 8(1.1%) 2(0.4Y0) 1 (0.29i) 4(0.7%l 568 (12.4"/"\

Table IV: Treatment outcome of total Subjects
t7= 7i4

Treatment outcome Number Percentage

Successfully Tteated 1269 94.6 o/o

Died 32 2.4 o/o

Treatment Failute o 0.7 "k

'Default 1,7 1,.3 "h

Transferted out 1,4 1.0 '/"

Grand total 1,341, 1.00 o/o

Table V: Tteatment success tate of all registered
1n cofnet

Patient
Categorv

Total
Patients

Cuted TSR

lriew Cases 1275 1213 95%

Retreatment
Cases

oo 56 84.9o/o

Total 1,341, 1269 9+.6
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Figute II: Yeat wise disttibution of TSR of new
EPTB case registeted duting 2008-2012.

Discussions

The great burden of ruberculosis incidence and
motality in developing coufltries is in adult aged 15 -
60 years which includes the most Socio-economically
productive members of the society such as pareflts,
workers, community leaders etc. Due to their age

factor and socio-economic dependence of family they
involve themselves in eaming and get exposed to
other cases in community.ls In preseflt study
tuberculosis was seeri mote in males 773(57.60/r)
compated to female 568(42.4"/").Similar results were
seen in study by Chennaveerappa et al of south India
16 and in Hamburg study by R Diel,tz. Mit Azam I{han
et all8 reported equal number of case in both sex. In
cofltrary to the study, a study from Addis Ababa,
Ethiopiale showed 53.2% of documented patients
wete female.

In present study, the incidence of smear positive
pulmonary TB (SPPTB) is more 720 (53.7o/o) in
compare to smeaf negative pulmonary TB (SNPTB)
201. (15'O and extra pulmonary TB (E,PTB)
420(31.30/0) which is alatming for this region as

SPPTB is more contagious and able to infect other
members of the society. So eady diagnosis and
management of these patients are mandatory for
propff control of tuberculosis. On the conffary a

study conducted in Gondar University Hospital,
Northwest Ethiopia2o showed the number of SNPTB
cases (54.970) remained highest compared to SPPTB
and EPTB might be due to high proportion of TB -
HIV co infection at the study area.

According to the WHO 2005 teport on global
tubetculosis contfol2l, the treatment successes rates

(ISR) under the DOTS programmes arnorrg 22 kl.r.gh-

burden countries (HBC, Varied from 600/o in Uganda
to 93o/o in China with an a'.er^ge of 83o/o. Likewise
study ftom south Indial6 has reported a tteatment
success rate at 83oh, and another study ftom Addis
Ababa Ethiopiale found TSR at 82.7o/o Futthetmore, a
study conducted in Gondar Univetsity Hospital,
Notthwest Ethiopia2o showed that the TSR of all
tuberculosis cases v/as orrly 29.5o/o

In our study, tteatment outcome among total 1341.

patient, 674 pt (50.3o/o) got cured, 595 (44/n
treatment completed, 32 (2.40/0) patient died, 9 (0.7o/o)

were treatment failure, 17 (L.3'/r) were tteatment
def'aulter and 1.4(10/") were transferted oul Treatment
success rate of ptesent study was 94.6o/o which is quiet
satisfactory might be due to low ttansferred out rate
(1%), default rate (1,.3oh) and death rate Q.4o/o).
The default rate (1,.3oh) was lower than the 

^verage6.2oh among the 22 HBC,21 study of south Indial6
(8%) and study of Northwest Ethiopia2o (1.8.3o/o) and
also study form Addis Ababa Ethiopia.le (5.1%) This
lower defaultet rate in this study might be due to
proper supewision and health education in the study
afea.

According to studies conducted in central Indta2z and
in malawi4 patients who completed treaffnent had a

better understanding of the duration of TB treatment
than patients who interrupted treatment. In other
settings, Counseling24, best supervision,2s home visits
and.motivatiort26 , ar.d health education.2T have been
used successfully as interventions to reduce default
rate of tuberculosis patients. The complernentry
results obtained from the quantitative and qualitative
components of the study conducted in Northwest
Ethiopia also indicate that the TB club approach has a
signihcant impact in improving patients' compJ-iance

to anti-TB treatrnent and in building positive attitudes
and practice in the community regarding TB.ze

The treatment failure rate varied fuom 0.1,0/o in
Zilrababwe to 9.1o/o in the Russian Federation with an

average of 1.5ok in HBCs.a the tteatment failure rate
in this study was 0.7% which is lower than the average
failure rz:te of HBCs. This might be due to lower
prevalence of multi drug resistant strains of M
tubetculosis at the study area.

In compare with the study conducted in Pakistan2e, the
curtent study demonstrated the higher TSR among
female TB patients (97.4"/r) compared to male TB pt
(93"/r). On other hand high default rate Qo/o) and
death rate Q.ln were obsewed among male TB
patieots compare to female TB patients which were
0.2oh and 1..4o/o respectively. Howevet, the proportion

2003 2009 2011 2012
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of female patients tegistered for anti TB treatment
were relatively low compared to male patients that
inay probably reflect gender difference in TB
epidemiology.
In present study the incidence of both pulmonary and
Extra pulmotary TB was gradually incteasing from
2008 onwards and side by side the TSR was also

improved in 201.2(96o/o) in compare to 2008 (94o/o).

This progtess m^y be pady explained by the
improvement in the diagnosis of the disease and patdy
by the ptactice of using triple and double FDC drugs
which might have provided advantages to supporting
adherence and ptogtamme deJivery3o' 31.

Our study tried to ptovide base line information about
ffeatment outcome of TB patients. The tesult of this
study also indicates that TB is still a major public
health ptoblem in this tegion.

In conclusiol, yeat of enrollment and treatment centet
were signihcandy associated with fteatment success.

Although the ovetall treatment success obtained in
this study is in line with the world Health
Organizaion target, to improve treatment outcome of
tuberculosis patients we recommend enhanced
supervision and monitoring, improved counseling
during the intensive and continuation phases of
treatment, home visits and motivation of patients
(defaulter ttacing) and health education to reduce
treatment interuption.
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Abstract

The obiective of the study was to find out the
cofilmon bacterial pathogens responsible for
wound infection in Obstetrical and
Gynaecological post operative patients and their
antibiotic sensitiviry pattern. ft was a prospective
cross sectional study done in Obstetrics and
Gynaecology Ward Unit-IV of Sylhet MAG
Osmani Medical College (SOMC), Sylhet-3100,
Bangladesh from a period, July to December-2O12.
Approval was taken from the Ethical Comrnittee
of (SOMC). All information of each patient was
recorded in pre designed data collection sheet
with written consent of the subiect. Wound swab
was taken adapting standard procedure with a
sterile swab stick from all infected Obstetrical and
Gynaecological post operative wound infection
cases and was cultured, identified and
antimicrobi4l sensitivity was performed by disk
diffusion method.

A total of 98 wound swabs from post operative
wound infection cases were studied, 84 were from
Obstetrical patients and 14 were from
gynaecological patients. There was growth in 32
samples and yielded.no gro\nrth is 66 samples. Out
of 32bacteial growth 24 werc Stapb.awreu.s and 8

isolates were E.coli. No offending organisms were
totally resistant to all antimicrobial agents tested.
All isolates were sensitive to Imepenam.
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Introduction

Surgical wound infection is clinically defined as

purulent discharge from surgical wound or insertion
wound of the dtain, or spreading cellulites from the
wound.l Surgical site infection can also be defined as

the presence of pus along with sign of infiltration in
the surgical wound rnargjn2. In spite of new antibiotic
available today, surgical wound infection remains a

threat due to secondary bacteial contamination. Wide
spread use of prophylactic antibiotic leads to
emergence of multi drug resistant bacteria.3 Post-
operative wound infection (P\X{) are important cause

of morbidity in patients undergoing surgery and add
substantial financial burden to government exchequer
as well as undue di56e11f66.a'5,6'7

One of the major problems faced by Surgeons is to
deal with post operative surgical wound infection, as

most of these cases are due to multiple drug resistant
bactetia. Gram positive cocci and Gram negative
bacilli ate being implicated in most of such cases8,e

Risk factots other than the microbiological agents are
the systemic factors affecting the patients healing
response, local wound chancteistics or operative
characteristics. It's risk depends on bleeding, rhe
amount of devitalized tissue created, need for drains
within the wound, obesity and Diabetes mellitus.lo
They ate the third most frequent nosocomial infection
associated with increased hospital stay, cost and use of
antimictobial agents.11 Antibiotic resistance can be
conttolled by appropdate anti microbial ptescribing,
prudent infection control, new treatment alternatives
and continued. surveillance.l2 Preventjon of surgical
infection rate by adapting basic principles of asepsis is
the key to the solution of this problem.
Due to significant changes in the microbial genetic
ecology, resulting from indisctiminate use of
antimicrobials the spread of antimicrobial resistance is
now a global problem. This study was undertaken to
identify the prevailing bacterial pathogens and their
sensitivity patterns in a sutgical unit of Obstetrics &
Gynecology department. It viill assist the clinicians in
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appropriate selection of antibiotics, especially against

hospital acquired infections.

Materials and methods

This ptospective cross sectional study was carried out
after ptiot approval by the institutional Ethical
Committee. Total 98 wound swabs collected randomly

from patients developing surgical site infection during
a pedod of, July to December2}12 wete included in
this study. Infected cases were identified using Centre

for Disease Conttol (CDC) definition for sutgical site

infection. This study was carded out in Obstetrics &
Gynecology Watd, Unit-IV and Department of
Microbiology of Sylhet M A G Osmani Medical
College and Hospital, Sylhet-3100, Bangladesh' It is a

teriary care hospital serves as a referral hospital fot
nrral and utban centers. All patients who underwent
surgery during the study period were included in this

study.

In all cases preopetative, Intra-opetative and

postopetative details were studied' Patient's

information was recorded in a pte-designed case

record form which included the Name, Age, Patity,
indication for opemtion, type of surgery (emergency or
elective), duration of pre-opetative and post-operative
stay in the hospital and associated socioeconomic
condition of each patient. All patients were followed
up in watds till dischatge from the hospital.

Samples from infected surgical wounds collected with
a sterile swab-stick by standard procedure, labeled and

wete ffansferred to the Depattment of Microbiology,
Sylhet MAG Osmani . Medical College, Sylhet,

immediately and inoculated in Blood agar and Mc
Conkey's agar plates and were incubated at 37"C f.ot

24 hours. Gtowth was observed and bacterial isolates

were identified by standard labotatory procedute'

. Antimictobial sensitivity study was performed by disk

diffusion method.

Table I: shows distribution of surgical wound
infection (SWO amongst obstetrical ', and

gynaecological patients.

Watd SWI Numbet swr (%)

Obsttattical B4 86.73

Gvnecolosical 14 14.29

Growth was observed tn 32 (32.65T" ) cases and no

grorvth rvas obsen'ed in 66 ( 61 .35"h ) cases' Staph.

durelfi, t1 --24 (75"k )u,as the most commonly isolated

pathogen, followed by E. nli, n =8 ( 25o/o), shorvn in
Table - 1I.

Table-Il: Pathogens isolated irom sutgical site

infccrion.
Iotal
;rvab
;amoler

tJo

5tos.th

lrorvth
rbsen,ed

Pathogens \umbet
,n- )z)

Petcent

,9.',")

)8 t6
'.61 .35',h )

\2 (32.65"/,) . dilt-eu.t z4 J

coli 25

Reiistance and sensitivity patterns of the organism to

commonly ptescribed antibiotics is shown in Table -
III.

Table- ffl: Resistance patterfl of pathogens isolated

f: ical site infection.

Discussion

Sugical wound infection has been a maior concetn

among health cate practitioners, not only in tetms of
increased trauma to the patient but also in view of its
burden on financiai tesources & the incteasing

' Results

During 6 Gi") months study pedod post opetative
v/ound swab was collected randomly from 98 patients

who underwent surgical procedute in the Obstetrics &
Gynaecology ward of Sylhet AMG Osmani Medical

College Hospital (SOMCID. There were 14 (14.2904

Gynaecological & 84 (86.73n Obsterical post-

operative wound infections, shown in Table-l'

fom slte 1n

Sl. No Antibiotics

Total
Resistance

Total
Sensitir.e

1 Amikacin 81 17

2 Amoxiclav 83 15

Ceftriaxone 88 i0
4 Ciprofloxacin 93 05

5 Celxime 95 03

6 Cefuroxime 96 02

7 Gentamicin 79 20

8 Imepenam 00 98

9 Vencomycin 78 10

10 Natalmvcin t9 09
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requfuemeot for cost effective management within the
health care systeml. The risk of infection after surgery
depends upon the factors including the type & length
of surgical procedure, age, undedying conditions &
previous history of the patient. Skill of the surgeon;
diligence with which infection control ptocedures ate
applied & the type & timing of preoperative antibiotic
prophylaxis.la The risk of developing S!7I also
depends on the number of bacteria that colonies the
surgical wound16. V/hile the operating v/ound
following surgery is considered to be "clean" the
surgical v/ound may be contaminated by air bom
bacteria in the operating room & intensive care units,
by bacteria from endogenous sources, the hands of
theatet personal or by direct contamination by the
patients normal skin micro flora.ll The organisms
most frequently involved in surgical infections change
from time to time & also vary with hospital settings.ls
In this study 98 patient with S!7T were invesrigated.
That is not similar to the study conducted in India by
Nutanbala N. et al 15, where 31.15% pathogens were
gram-positive. & 68.85% were gram-flegative. In our
study gram positive orgaoisms werc 75oh and gram
negative otganisms were 25oh.
Bactedal culture of infected v/ound swab depicted
S.aureus & E.co/i, as the common pathogens. These
results are similar to other studies canied out in Iran &
Nepal,tr,zo In a study by Comfort et a/,18 il is shown
that rnajority of surgical wound infections are caused
by S.aareas. In addition to this E.coli,I{Tebsiella spp.,
Streptococcus, Enterococcus & other less common
patlrogens have been isolated from infected wound. In
our study only J. aureu & E.coliwerc identified.
Ptedominance of gram-negative organism in PWI is
teported in Pakistan by Safia Bibi et al.n The
ptedominance of gram-negative organism may be the
fact that, all of the surgery was abdominal sugery &
gram negative orgaflisms are predominantly reported
in all intra-abdominal surgery,2l which is different to
our findings.
Post operative sepsis rate in any hospital depends
much on the case material, hospital environmenq
krz;ttonal use & availability of antibiotics, antibiogram
might vary depending on rhe study group & hospital
setup. So the tend now-a-days is comparative studies
in the same hospital over years.ls

Large number of P\X{ in our hospital may be due to
lack of petsonal hygiene, overcrowding of the patients
and visitors, less cleanliness of hospital floor and
linens, due to shortage of bed and space patient has to

lie on floor. Many of the'obstetrical operations are
done by the trainee doctors ofl an emergency basis.
Avoidance of antibiotic dose mainly the injectables
due to shortage of supply and lack of affodabitry o{
the patient also contribute. Local factors, surure
materials of surg'ical technique and handling of
Obstetrical patients prior to hospitalization may also
be responsible.

The reasons for large number of PW{ with no growth
in culture could be due to empirical use of systemic
antimicrobial agents in the subjects from the
beginning. It would be un-ethical to stop antibiodcs
prior to collection of wounci swab.
Limitation of this st';dy is that huge number of patient
gets admitted in this hospital & so the number of pV{
cases are also large. We could not collect wound swab
from all PSTI cases. We only took purposive sample of
98 cases fot short assessment.
fn conclusion, there is alarming increased infection
caused by antibiotic resistant bacteia. Non-exisrence
of or non-compliance to hospital antibrotic policy &
indiscdminant use of antibiotics may have lead to
emetgence of resistant bacterial stains. So the only
hope lies in the ptevention of such PVIIs. To achieve
this goal fundamental principles of asepsis should be
adopted and practiced. Individual patient risk factors
must be identified & modified whenever possible.
Resource mobilization to address the problem is a

prime necessity. Restricting patient admission ro
available beds in the hospital may not be a feasible
option as it may seriously jeopardtze the access to free
/ low-cost medicare by the margqnaliz,ed sections of
the society. In addition to skin asepsis & preoperative
ptophylactic antibiotics, care, attention to the theater
environment is also very impotant. Last but not the
least, surgical expertise, monitoring & theater
discipline is also the essential component.
For this, proper infection control system shouid be
established & continually monitored and the source,
pattern of different pathogens & their antimicrobiai
sensitivity pattem should be followed up regulady.
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Abstract

Diagnostic cdteda for diabetes rnellitus- identifies
those persons with hypetglycemia that if
untteated, is associated with a significant risk of
microvascular diseases. There is a window
between normoglycemia and diabetic level
hyperglycemia. This mild hyperglycemia is a

prediabetic condition, associated with incteased
risk of macrovascular diasese, including coronary
atheroma and tisk of developing Diabetes
mellitus (DM) in future compared with
normoglycemic population. Traditionally it is
estimation of blood glucose level to diagnose
notmal or impaired glycemic status. As hormones
and physical activity regulate blood glucose level
at diffetent feed/fast states, mete blood glucose
value at a point of time fails to diagnose impaired
glycemia. HbAlc- a glycated Hb so far used to
monitot diabetic control, reflects an average blood
glucose level of previous 8-10 weeks, is now
recommended fot diagnosis of DM as well as

impaired glycemia but clinical practice still telies
on blood glucose level. In this perspective this
study was perfotmed to evaluate impaited
glycemia by HbAlc due to its simplicity of
performance without preparation, and teflecting
long term glycemic status. It was a cross sectional
study, done in the department of Biochemistry,
Sylhet MAG Osmani Medical College, from

January 2012 to December 2012. Healthy 110

adults of both sexes, 25-35 years of age, with no
history of DM were included. Venous blood
sample from each subiect was used for estimation
of HbAlc and two sample Oral Glucose Tolerance
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Test (OGTT)- fasting & 2 h post glucose load. f
test and Peatson's Correlation Coefficient test
were done. SPSS, vetsion 16.0 was 'used for
statistical analysis. Among 110 subiects, all were
norrnoglycemic diagnosed by FBS, only 4

prediabetics (3.6%)by 2 h post glucose load in
contrast to 46 subiects wete prediabetics by
HbAlc(4l .8%).lt may be concluded that HbAlc
better identified prediabetic people in comparison
with blood glucose parameters.

IoMTAJ zDta;BQ)l

Introduction

Diagnostic criteria for DM (& normahry) by
WHO(2000)': Blood glucose(mmol/L)-
fasting<6.1(notmal), 27.0(DN!; 2h post glucose

load<7.8(normal), >11.1(D1\0. Thete is a window
between normoglycemia and diabeuc level
hyperglycemia, exptessed by two new terms, IFG
(Impaired fasting glycemia: fasting 6.1-6.9,but after 2
h normal<7.S)& IcT(Impaired glucose tolerance:
fasting 6.7-6.9,after 2 h 7.8-11.0), are combinedly
termed as Prediabetes. Though less severe than
DM,ptediabetic patients have a substantially increased
dsk of cardiovasculat disease & death compated to
normoglycemi. p.rrorrr.',' Traditionally, we ielied o4
blood glucose cut off values for diagnosis of diabetes
& prediabetes on the basis of increased risk of
diabetes related compJications. Although signihcant
relation exists between blood glucose levels &
cardiovasculat disease, there is no threshoid level for
cardiovascular disease.4 HbAlc- a glycated Hb so far
used to monitor diabetic control, reflects an integrated
blood glucose level over previous 8-10 weeks, is now
recommended fot diagnosis of DM as well as impaired
glycemia. According to American Diabetic Association
(ADA) as of 2012, HbAlc <5.704 is normal, >6.5%io

is DM & 5.7-6.4% is prediabetes.s This srudy was

performed to evaluate relative performance of 'blood
glucose' and 'Alc' to explore impaired glycemic
status.

Efficiency of HbAlc over blood glucose parameters to explore

Bidhan ch. Debnathr, culshan *. r.y#lrf*:::: Rokshana Akhter3, Manojit Majumdera
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Efficiency of HbAlc over blood glucose parameters to explore prediabetes B9

Materials and methods

It was a cross sectional study carried out in the
department of Sylhet MAG Osmani Medical
College Hospital from January to December,
2012. Applyrng convenient consecudve sampling
method 110 healthy non diabetic adults of both
sexes 25-35 yearc age, among doctors, nurses &
staffs with informed written consent were
included as study subjects. Ethical approval was
taken from ethrcal committee of Sylhet MAG
Osmani Medical College. Individuals with known
DM, hemoglobinopathies, pregnancy & obesity
were excluded. Study subjects were prepared for
OGTT. On the day of test, 3 mL of venous blooci
was taken from each in fasting state from which 1

mL was taken tn a test tube containing EDTA for
HbAlc and 2 ffi- in test tube without
anticoagulant. Then glucose drink (75 gm glucose
in 300 mL water) was given and 2 mL of venous
blood was drawn'after 2 h and taken in test tubes
without anticoagulant for blood glucose
estimation. Data wete exptessed as mean (+SD),
ftequency and percentage as 

^applicable.
Pearson's correlation coefficient & 1' test were
done.SPSS \rersion 16.0 was used for staustrcal

analysis. P<0.05 wa; considered as significant.
I..

"' Resrrlts
' -!.. t;: ): ,...

'; ,: r :,:-; -:i
Total 117 particip4g,rls.were,"eptolled. Among them 7
were diagnosed as::PM and wpre excluded for further
study. Remainjag l[0 were ingluded and their OGTT
and HbA 1 c .urere, dstimated. Ea5eline characteristics of
participants'werejpresented in table I. Correlation of
A1c wifh,blood'glucose pArarneters was shown in
table-11.

Table Baseline characteristics
, r rf

1C nts (n=110
Variables Mean + SD
Age(years)
Male
Female
Height(cm)
Weigh(kg)
Basal metabolic index BMl(kg/m2)

29.61 t,3.8
59
6l
163.55
t8.27
65.15 19.94

Table II: Correlation of HbAlc with OGTT blood
ucose Dafameters

Parameters r value p value
HbAlc vs FBG 0.210 0.028
HbAlc vs blood glucose 2h aftet
oral glucose load

0.360 0.001

Pearson's correlation coefficient done, p<0.05 was
taken as significant.
HbAlc had significant positive cotrelation with
OGTT blood sugar values (both fasting and 2 h after
otal glucose &ink).

Fasting blood sample in OGfi sett-ing failed to
identift impaired glucose level and 2 h blood sample

identified only 3.6Yo impaired blood glucose level. In
contrast, 4l .8% asymptomatic healthy young adults
were identified as prediabetes by HbAlc.(Table-III)

Table [II: Glycemic status of study subiects by
OGTT

Table-IV: Comparison of OGTT and Alc for

There was significant difference of frequency of
prediabetes by Alc in comparison with 2 h OGTT
sample. Alc identified prediabetes better than OGTT,
analysed by 12test, and presented in table-IV

ofI:

Systolic Blood Pressure(mmHg) | Z+.2 xZ.A
Diastolic Blood Pressure (mmHg) | 116.0 t9.6
Fasting blood glucose FBG (mmol/L) I 76.3 x5.l
Blood glucose 2h after oral glucose load | 4.35 t0.59
(mmol/L) | 5.16 t0.92
HbAlc(7o) ls.stto.+z

and HbAlc(n=l l0
Variables Category Frequen

CY

Percenta

IIB(]
(mmol/J.)

<6.1 (normal)

6.1-6.9 (prediabctic)
il0
0

100

0

2h oC'l"t'
samplc

(mrnol/1,)

<7.8 (norrnal)

7.8-ll 0 (prcdiabctic)
r06
4

96.4

3.6

IIb,\lc (9".) <5,7 (normrl)
5.7-6.5 (nre di:rbctic

o+

46

58.2

41 .8

di of ptediabetes (n=ll0)
Test for diagnosis Norma

I
Prediabete

s

U.
value

P-value

Blood glucosc (2h

oGl"r)
106 4 2t.75 <0.001

Alc 64 46

'I'he C)NI'l'r! Volumc 13 Numbcr 2:July 201,4
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Discussion

Diagnostic ctiteria of DM is based on blood glucose
values in diffetent settings of measurements-above a

degree which is a dsk level fot vascular complications.
There is a level which in general population have no
risk of vascular complications and thus is consideted
as normal. There is a window in between normal and
drabeuc levels, considered as ptediabetes. It is

asymptomatic, most people are unaware of existence
of a blood glucose level that is not notmal and not
diabetic, but may develop diabetes at a tate of 2Yo per
y"u..u So, these petsons need careful follow up.

Traditionai blood glucose parameters-FBG or 2h post
glucose load in OGTT setting, may not explore
prediabetes as it measures blood glucose 

^t 
a certzlr

pornt of time. Instead, HbAlc which reflects avetage

blood glucose over ptevious few weeks-may be more
useful. In this perspective, this cross sectional study
was carried out to evaluate the individual ability of
blood glucose pararnetets by OGTT and HbAlc to
diagnose prediabetes.

Study subjects were 1 10 nondiabetic healthy young
adults 25-35 years of age of both sexes. NearJy 620/o

of participants had family history of DM. Seventy (70)
participants had normal BMI 1<24.9kg/m2), 40

purticipants were overweight (BMI > 25-29.9 Ug/r2).
Though there were positive significant cortelation of
HbAlc with FBG (P=0.02) and 2h after oral glucose

load(P=Q.66 I ), blood glucose parameters significandy
drffeted to expolore prediabetes. Fasting blood sugar

was normal in all parucipants;2 h after otal glucose

load was prediabeuc level in 4 partrcipants (3.6%). In
contrast, 46 parttcipants (41.80%) were prediabetic by

HbA lc.
I(im et al Q01l)7 found significant positive correlation
of HbAlc with FBS & 2h post glucose load
vaiue(P<0.01)which is similar to out study and is a

consistent finding as a definite fraction of blood
glucose is permanendy bound with HbAlc. In a

Bulletin of WHO Q014), the prevalence of Diabetes

and Prediabetes in Bangladesh was 9.7o/o and 22.4%o

as observed in a recent study in which criteria for
diagnosis of prediabetes was based on blood glucose

levels (Fasting and 2h post glucose load)8 Consistent
to WHO & IDF recommendation of use of HbAlc
for diagnosis of Diabetes and Prediabetes, ADA

Q0l2) recommended use of HbAlc value 5.7Yo-6.4

Yo to dtagnose prediabetes.s In this study we made an

attempt to see the frequency of prediabetes in healthy
young population, who ^re mosdy enjoying a

sedentary lifestyle. We used both traditional and well
accepted blooi glucose parameters as well as newly

introduced diagnostic use of HbAlc. In the WHO
bulletin Q0l4) it was shown that ptevalence of
prediabetes in Bangladesh was 22.40 , diagnosed by
blood glucose parameters, but we found 41 .8o/o had
ptediabetes diagnosed by HbAlc.a We had limitation
of smaller sample size. Howevet, it may be concluded
that glycated Hb pedotmed better to diagnose

prediabetes, than conventional blood glucose

parameters. Further study is needed with larger sample

size and longitudinal follow up for occutance of
diabetes among ptediabetics using Alc alongwith
blood glucose parameters. Message from the study
was to consider HbAlc to diagnose prediabetes.

5.
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The efficac, ,, ur,l3rltri".t in the treatment of
gross hematuda associated with benign ptostatic
hyperplasia is well established. The aim of this
study was to evaluate whether pretreatment with
dutastetide for six weeks before surgery can
reduce surgical blood loss.
A total of 70 patients with benign prostatic
hyperplasia who underwent transurethral
tesection of pfostate were enrolled and
tandomized into two groups. The dutasteride
group comprising of 35 patients, was treated with
dutastetide (0.5 mg/dafl fot 6 weeks before
surgery and the control group, comprising of
other 35 patients, did not receive dutasteride.
Blood loss was evaluated in terms of the reduction
of hemoglobin and hematocrit levels before and
24 hours after sutgery.

None of the patients treated with dutasteride
repotted any side effects. A signifieantly lower
mean blood loss was observed in the dutasteride
group compared to the control group
(Hemoglobin level 1.88 + 0.92 versus 3.19 + 1.17,
respectively, p <0.0001; and Hematocrit level6.48
+ 2.84 versus 11.22 + 3.52 respectivelyr p<0.0001)

In conclusion, this study showed that
pretreatment with dutastedde for 6 weeks before
ttansurethtal resection of prostate reduces the
sutgical bleeding considerably without any maior
side effects.

IoMTAJ 20u;1s(2)l
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Inttoduction

Transurethral -resection of .prostate GURP) still
represents the gold standard in the surgical treatrnent
of benign prostatic hypelplasia @PFD. The most
ptevalent petoperative and postoperative
complications of TURP Me urinary retention,
signiFrcant bleeding which require ffansfusion and clot
retention. Blood loss is one of the most important
causes of morbidity during TURP. Dutasteride, which
acts as an inhibitor of type 1 and type 2 isoenzymes of
5-alpha-reductase inhibitors (S-ARI), was found to
reduce prostate tissue vasculadty within 6 weeks of
therapy.l In this study, we tried to evaluate whether
pretreatment with dutasteride can reduce the swgical
blood loss.

Material and Methods

The study was conducted in the department of
Urology, MAG Osmani Medical College, Sylhet
between January 201.2 and Decemb er 201,3. 70 patients
with lower udnary ftact symptoms with BPH who
were candidates for surgery were included in this
prospective study. The patients were randomized into
two groups. In the. first group 35 patients received
dutastedde 0.5 mg/day for 6 weeks prior to surgery
and 35 patients in the second group remained as the
control. Patients who underwent prior prostate or
urethral sufgery and had a diagnosis ofprostate carrcer
or chronic rcnal failure, patients who received
finastedde or dutastedde, aspirin or similar
anticoagulant drugs prior to surgelT and patients who
had capsule perfotations or open sinuses dudng the
sutgery were excluded from the study. All the patients
signed an informed written consent form before their
enrolment in the study.
To evaluate the prosiate volume, transrectal
ultrasonography v/as performed 03 days before
surgery. A toutine hematologic analysis and prostate
specific antigen (?SA) was perfotmed. Intake of non
steroidal anti-inflammatory drugs and aspirin was
discontinued two weeks before surgery. All the

Pretreatment With Dutasteride Decreases Perioperative Bleeding
Associated With Transurethral Resection Of The Prostate

Md. Abdul Aliml, Md. Shafiqul Islaml, Kaiser Ahmed 2, Ptomode Ranjan Singhr, Md. Abdur Rahima
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operations (IURP) were performed by same srugeon
under spinal anesthesia using a 24Fr resectoscope
({arl Storz, Germany). Furthermore, the surgeon was
blind to each patient's profile (*ith or without
dutastedde pretreatment) to prevent a possible bias.
Blood loss, indicated by the reduction of hemoglobin
(FIb) and hematocrit (FICD levels, was estimated
before sufges/ and 24 hogrs after s111gery.

Operation time was recorded at the end of the
ptocedure and the prostatic tissue resected was
weighed and sent for histopathological examination.
The catheter was removed 72 hours after sugery for
all patients. All the data were analyzed wirh SPSS
software for vrindows. Student's t-test .was used to
compare the patient's variables of the two gtoups. p-
values less than 0.05 were considered as statistically
significant.

Results

The mean ages in the dutasteride group and control
group were 65.80 + 8.34 and 65.20 * 4.81 years
tespectively (Iable 1). The meafl 

^ge, 
PSA, prostate

volumes, preoperative Hb and HCT, in the dutasteride
and control group were similar (Tables 1 and 2). There
wasn't any statistically significant difference between
the dutasteride group and the control group regarding
age, PSA, prostate volumes, resected prostate weight,
operation time, preoperative serum Hb and HCT
values. The mean operating time was 56.45 + 1,8.54
min in the dutasteride group and 58.34 + 22.37 mirr irr
the control Soup. The weights of the resected
prostate tissue in the dutasteride and the conftol
gtoups were 30.85 + 14.96 and 31.41 + 18.87 gm
respectively (Iable 1).

The postopemtive Hb and HCT values were
determined and the preoperative and postoperative
changes were evaluated. There was a significant
dectease in Hb and HCT values in both gtoups in the
eady postoperative period, but the decrease in the
dutastedde group was significantly lower when
compared to the control gtoup
(p<0.0001, Table 2).

Table II: The mean Hb, HCT, pre and post operarive
HB and HCT decrease

Values are represented as mean . t SD (Standard
Deviation)

In the eady postoperative pedod none of the patients
required blood transfusion.or reported any side effects
with dutasteride treatment. Only two patients of the
control group needed ftansfusion of one uuit of blood
and only one patient requted new catheteitzaion for
clot retention. There was a signif,rcantly lower blood
loss in the dutasteride group compared to control
soup'

Discussion

1: The mean Age, PSA, Prostate volume,Table
Resec

Values are

Deviation)

Transurethral resection of prostate GURP) results in
inta and pedoperative bleeding, which sometimes
leads to urine retention because of blood clots. BpH
is characterized by increased proliferation of stromal
and.'.acinx cells around the urethra sustained by
increased gland vasculatity. Some studies
demonstrated the effect of finasteride in reducing
BPH related hemat:ria.24 Finasteride, which blocks
the conversion of testosterorie to dihydrotestosterone,
decreases the activity of androgen- controlled growth
factors responsible for angiogenesis. This feature was
used to prevent intraoperative bleeding in patients
undergoing TURP. Some studies supported the

Dutasteride
group

Control
ETOUD

p- value

Preoperative Hb
(smldl)

1.4.57+ 1,.38 1.4.54+ 1.82 >0.05

Preopetative
IlCr (n

43.19+ 4.28 43.65+ 6.09 >0.05

Prepostoperative
HB decrease
(smldl)

1.88 + 0.92 3.19 + 1.17 p<0.0001

Prepostoperative
HCT decrease
(Y")

6.48 + 2.84 17.22+ 3.52 p<0.0001

sected tissue and time
Dutasteride
gfouD

Control
qfoup

p-
value

Age (yeats) 65.80 + 8.34 65.20 + 4.87 >0.05
PSA (nElml) 3.12 + 3.08 3.02 + 2.82 >0.05
Prostate
volume (Em)

53.91 + 18.94 54.67 + 22.86 >0.05

Resected
tissue (Em)

30.85 + 14.96 31.41 + 18.87 >0.05

Operation
time
(minutes)

56.45 + 18.54 58.34 + 22.37 >0.05

The OMTAJ
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pharmacological use of finasteride to reduce surgical
blood loss.s-6 Dutasteride is an inhibitor of type 1 and
2 isoenzyme of 5-alpha reductase commonly used, as

like finasteride, for the fteatment of symptomatic
BPH.

Some studies attempted to resolve whethet dutastedde
could be used to reduce bleeding after TURP in the
same way that finasteride does.7-e Hahn et al used
dutastetide for 2-4 weeks before TURP vrithout
significant reduction in blood loss compated to the
placebo group.T

Previous reports have demonsftated that preoperative
administration of dutasteride fot 3 months prior to
TURP decreases petopetative bleeding in prostates
latger than 30 g and there was not much signifrcant
difference with the conttol group in smaller ptostates.4
ifo*.-r.r in the present ,tidy *. demonsirated that
short-term administration of dutasteride is effective in
reducing blood loss regardless of ptostatic volume in
as shoit a time as 6 weeks. Additionally, thete wasri't
any statistically significant diffetence between the
dutasteride and the control groups regarding prostate
volume and the amount of resected tissue.

In out study mean tesected pfostate tissue was 30.85 +
1.4.96 gm in dutasteride group and 31..41. + 18.87 grn
in control Soup.The postoperative Hb decreases 1.88
+ 0.92 g-/dl in the dutasteride but 3.1,9 + 1.17 gm/dl
in the control Soup. Also the postopetative HCT
decreases 6.48 t 2.84 oh and 1.1..22 + 3.52 oh tn
dutastedde gtoup and in conttol group respectively.

In the study conducted by Sandfeldt et allo a positive
correlation between'blood loss and resection weights
was reported. Additionally, they proposed that for
prostates with resection weights greater than or equal
to 18.6 g, dutasteride was associated with less blood
loss than in controls. In their study, dutasteride was

administeted fot 3 months and thete was a decrease in
the mean prostatic volume. On the contra{: in our
study the effect of dutasteride was tegatdless of
prostate volume and six weeks of prefteatrnent with
dutasteride was effective in declilasing peroperative
bleeding.

In the present study, thete was a significant decrease in
the postoperative Hb and HCT levels in the confrol
group when compared to the dutasteride groip
E<0.0001), which indicates that, dutasteride may

potentially result to decrease complications related to
blood loss. Similady, Donohue et al6 reported an
increased Hb loss in the placebo group rx.,hereas the
dutastedde gtoup had a lesser amouflt of Hb loss.

Mattov found a signifrcant reduction in blood loss in
patients by using dutasteride for at least 1 month
before TURP compared to the control group.11

I(ravchick demonstrated that 6 weeks of treatment
with dutasteride reduced prostatic vasculadty, specially
in the periurethral area.l Based on these evidences, we
attempted to evaluate if ptetteatment with dutasteride
(0.5 mg/da, fot 6 weeks before TURP could reduce
surglqal bleeding. The results of the present study
showed that tteatment \r/ith dutasteride fot 6 weeks

before TIJRP reduces surgical bleeding.

After TURP, two of the most common complications
are bleeding requiring transfusion (3.9'/") and clot
retention Q3"A, as tepotted by Mebust.12 In our
study no blood transfusion was needed in the
dutasteride group wheteas in control group, 5.71o/o

requited ftansfusion and2.B6oh retumed to emergericy
room for gtoss haematuria. No differences were found
with regard to prostate volume, resected prostate
weight and operation time between dutasteride and
control Soup. Aim of our study was to verifii that
pretreatment with dutasteride helps in reducing
surgical blood loss.

In conclusion, in th" present study 6 weeks
pretreatment with dutasteride provided a significant
decrease in bleeding tegatdless of ptostate volume
without major side effects. Pretreatment with
dutasteride has a potential effect on decreasing the
need for blood transfusion by decreasing the
pedopeative blood loss. So, 6 weeks of
pharmacological treatment with dutasteride c fi
significantly reduce prostate tissue vascularity and
hence perioperative blood loss.
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Absttact
Six years (2009 to 2014) ptospective study was
conducted in 8 cases of old tendo Achilles (TA)
iniury. All male, 19 to 4l (mean 26.1i) yeats old
patients underwent less invasive tendo Achilles
reconstruction by peroneus btevis and assess

functional outcomes and complications. Fallow-up
time was 6 to 12 months. All the patients were
evaluated accotding to Nada cdteria to grade the
patient's out comes and get satisfactory tesult in all
cases. This technique is preserving skin integtity
over the site of TA; most ptone to wound
breakdown, negligible scar formation. This
technique can be uied especially to reconstruct the
old TA in the presence of previous surgery.

IoMTAJ 20M;B(2)l

Introduction

Tendo Achilles (IA) injures may occur due to sports

injuries, accidental cuts by sharp household tools,

penetrating injudes, road tnffrc accidents, slipping of the

foot in pans and spofltaneous rupture; local

corticosteroid for retrocalcaneal butsitis or pedtendinitis
causes rupture after minimal ttauma.l,z Acute TA injury
may be managed either opetatively ot non-operatively.
However, generally six weeks following an injury of TA
(old/neglected) a direct repair opposing the tendon ends

becomes increasingly diffrcult. Through this time scar

tissue forms, disuse muscles attophy and the tendon

ends weaken.3 The old TA injury is debilitating their

optimal mallagement is surgical.a Operative ptocedures

for reconstruction of the TA include flap tissue tum
down using one5 ot two flaps6, local tendon 11v16fsv2',7-10
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and autologous hamsfting tendon hawesting.ll All of
these techniques use a single longitudinal incision for
exposure of TA. Following these ptocedutes wound
breakdown and infection (9"O is not uflcommon;
probably telated to the lack of the soft tissue vascularity

and require surgical reconstruction to cover significant
soft tissue defects.12,13 All previously procedutes wete
open technique to allow full exposure for reconstruction
of old TA tears using petoneus brevis.2,10,14'15 The aim of
treatment is the testoration of continuity of the TA at a

tension which gives notmal power of plantat flexion,
avoid difficulty of skin closure and thereby minimize the

skin nectosis over TA injury site which is a maiot
problem.l6 We describe our cuffeflt method ([4AGA's
procedure), using less invasive surgery than an open

teconstruction. Our technique uses multiple small

incisions (1-2cm) presewing skin integrity over the site

most prone to wound breakdown.

Matedal and Methods

This prospective study was conducted in the department
of Orthopaedic Sutgery in Sylhet Women's Medical
College Hospital and other private hospital in Sylhet,

betweenJune 2009 to May 2074.We have performed 08

cases of old TA i"j".y. A11 age and sex, patient wrth
old/neglected of TA injury, re-ruptffe after prinary
repait of TA, length of the distal stump of the injured
TA=2 or ) 2 cm were included in this study. Fallow-up
time was 6 to'1.2 months.
In MAGA's ptocedure the patient is positioned prone
with a mid-thigh toumiquet. Skin preparation is

perfotmed in the usual fashion and sterile &apes are

applied. Pte-operative anatomical markings include the

palpable tendon defect, lateral malleolus and the base of
the frfth metatarsal €ig*. 1a, 2a) First skin incision
(2.5-3 cm) is made just posterior to the shaft of fibula,
5cm above the lateral malleolus, identihed the peroneus

btevis (Figure 1b, 2b). The second incision is a 2cm

longitudinal incision at the base of the fifth metatarsal

€€"t. lb, 2b). The tendon of peroneus btevis is
identified at the base of the fifth metatarsal & release
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from the metatarsal base (Figure 1b,2b). The tendon of
peroneus brevis delivered through the first incision
(Frgot. 1c). A No.1/0 Vicryl locking suture is applied to
the tendon end; passes i4,subcutaneously and delivered at
lateral side to distal stump of TA (Figure 2c). In the
distal stump of the tendo Achilles the peroneus brevis
gtaft is passed through the tenotomy from lateral to
medial (Figute 1d,2d). The tendon of peroneus brevis is
then passed subcutaneously beneath the intact skin to
bridge the gap of TA and deliveted through a small
incision at medial side to ptoximal stump of TA; again

passed from medial to lateral through a tenotomy in the
ptoximal stump and withdrawn thtough a small incision
over lateral site of TA (Figure 1.e, 2e) then secuted with
no 1,/0 Vicryl at both tenotomy site. Care is taken to

prevent damage to the sural nerve. The wounds are

closed subcuticular suture with 3/0 Vicryl (Figure 2t). A
well padded cotton bandage with a short anterior plaster
slab was applied with the ankle in maximum plantar
flexion for 6 weeks. Post operatively, patients are
allowed to toe touch walking with the help of axillary
crutches. After 6 weeks, the plaster slab is removed and
physiotherapy is commenced focusing on
ptoprioception, plantar and dorsi flexion of the ankle,
inversion and evetsion for reduce futhet muscle
atrophy. During this period of rehabilitation the patient
is permitted to weight bear as comfort allows. 'W'e are
advised to use a heel taise shoe after 10 weeks for
futther 6 weeks (Figure 1f).

Case report-1

FiErrre la Sisure 1b Fiaure 1c }iigurr: tr*l

F'ieiure 1e Fisure If Figure 19
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Case repoft-2

Results

Age distdbution in out study from 19 to 41 years with
mean the age of 26.13 years and all were male. Broken
toilet pan 4 (50%) $/ete main cause of TA iriiury; other

causes v/efe spontaneous ruPturc 2 Q|o/o), motor vehicle

accident 2 Qso/o). Left sided TA injury is ptedominant
(62.50/,) in our study, because the left side is less

dominant in maximum person. Follow-up time was

minimum 6 months. All the patients were evaluated

according to Nada criteria 17 to gmde the patient's out
comes in 4 categories- Excellent, Good, Fair and Poor.

Excellent No symptoms, Retumed to normal activities

including sport, No more than 5 degtee loss or increase

in the tange of movement. Good: No symptoms;

Retumed to normal activities excluding sport; No more
than 10 degree loss in the range of movement.Fait:
Minot complaints; Returned to normal activities

excluding sport; More than 10 degree loss of the range

of movement. Poor: The patient had a signihcant
complaint, or infection, or marked loss of movement
and po$/er, ot a limp, ot te-ruptured. The results are

summarized in Table I.

Iiigurt 2* Fisure 2b Fisur* ?c

rc.,Kre- aiare&'.

ffi"s
$igur* 2ctr

ill
ffitl

Figure 2e Figure 2f

re
M:4
s*i*#x**sslBqggil

Figrrre 2g

I

..a :, :' 
'a

.,i

Table I: Clinical chatactetistics of thepatients

Patient no. Age/Sex/
Side

involved

Cause ofTA
iniury

TAIniury to
operation dutation

(Weeks)

Complication Outcome

1 2s/M/L TP 10 None Excellent

2 28/M/L TP 8 None Excellent

J 4L/M/L SR \4 Anaesthesia LBF fL) Good

4 le/M/L TP 6 None Excellent

5 24/M/k LSI 72 Limit AD Good

6 26/M/L MVA 7 None Excellent

7 21/M/R TP 6 None Excellent

8 2s/M/R MVA 8 None Excellent
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Abbrcviations: M-Male; L- Left; R-Right; TP-Toilet
pan; MVA- Motot vehicle accident; I-SI- Local steroid
injection; SR- Spontaneous rupture; AD- Ankle
dotsiflexion; LBF--lateral botder of foot.
The present study shows after opetation one patient
(1,2.5o/r) developed anaesthesia along the lateral botdet
of foot due to injury to cutaneous branch of sural

nerve at the site of detachment of petoneus btevis

tendon at base of fifth metatatsal but spontaneous

recovered after 3 weeks. The final result was

categorized as satisfactory in all cases in which
included excellent 6Q5%) and good 2Q5o/,) functional
outcome patients. All patients went back to their oum

professional activity as befote as opetation (Figure 19,

2d.

Discussion

In 1.974 Teufferla first described the use peroneus

brevis as a graft and modified by Turco and Spinella.l5

Our technique was like Tutco and Spinella procedute
but minimal invasive without opening the TA injured

site. Tendo Achilles teconstruction with peroneus

brevis is advantageous in patients involved in sports,

leaving minimal or flo obiective plantat flexion

weakness following the procedutels and minimal re-

rupture rates.le Petoneus brevis fuIfils many of the

essendal cdteria for tendon transfer.2o The tendon has

an acceptable strength, similat line of pull, adequate

excursion, easily identified and "expendable.2l
Reconstruction techniques include passing the tendon
(peroneui btevis) through a tunnel ddled though the

calcaneus and a tenotomy in the proximal Achilles
tendon stumpila through tenotomy in the distal and

the proximal tendon stumps as afl open

procedure.2,3,1o,1s f'hese techniques use relatively long
longitudinal incisions with wound bteakdovzn and

infection may occur (9'/o1p In many instances, after
tendo Achilles tecoflstruction plastic flap coverage

may be required to facilitate skin closure'12 Following
sugery, the ankle is kept in equinus to Preverit
disruption of the reconstruction. Vascularity of the

soft tissues is maximal at 20o of plantar flexion and at

40o of plantar flexion the blood supply of the skin is

reduced by 49o/o.22 Therefote, the tightness of the

repait may influence wound healing. In patients with
old TA iri""y, the skin over the gap reftacts over
several weeks and remains so until the operation €ig-
1A). In open surgery, this skin is incised and sttetched

out to accomrnodate the reconstructed tendon.

Therefore, following the reconstruction of TA the skin

over the gap rrray be sttetched more that vascular

supply is impaited.l0 Pteservation of skin cover during
reconstruction procedutes is cleady an advantage, as

the skin is not injured by the opetation and protects
the teconstruction beneath.3 On the othet hand we

were riot excised the interposed connective tissue

which gives extra strength to the reconstructed part of
TA. As vdth all surgery perfotmed thtough less

invasive incisions, this procedute is technically
demanding. The technique is designed to preserve skin

covet of the reconstruction site and reduce the

complications vdth excellent cosmetic and functional
outcome.
Although teconstruction is always dsky, this less

invasive new method of tendo Achilles teconstruction

$dAGA's ptocedure) by petoneus may extend the

indications fot surgery in gtoups prone to wound
complications such as vasculopaths, diabetic's and

preseflce of previous surgery.
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technique is sufficient examination considering
the poor economic status of people of developing
countfies.
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Introduction

Diagnosis of intrathoracic mass is a common problem.
Many techniques have been used in the diagnosis of
intrathotacic pathology. Image guided fine needle
aspiration cytology (FNAC) superseding them as the
diagnosdc modality of choice in most patients. FNAC
is a diagnostic technique which involves study of the
cell smeats prepared from aspirated matedals. It is
much easiet and less traumatic technique than excision
biopsy and widely employed in cytological diagnosis
with good diagnostic acauacy.1,2

Most of the larger lesions abutting the chest wall can
be well visualized by ultrasound, whereas deeply seated
smallet lesions and juxtrahilar lesions may not be
visualize sonographically. In those cases computed
tomogtaphy (CT) guidance can become benef,rcial.
Imaging techniques do not always distinguish between
malignant and benign lesion molphologically. A
confumed tissue diagnosis is essential for both the
tieatment and staging of cancer.3 Fine needle
aspintion cytology is a well established diagnostic
technique and is increasing in popularity as a means of
diagnosis peripheral pulmonary masses. !7ith use of
radiological guidance for needle placement, this
technique is an effective 'n/ay to obtain diagnostic
material for rapid and acs)tate diagnosis.a,5 Although
comDuterized tomography/real time ultrasound
guided fine needle asplation is practiced extensively
throughoirt the world, not routinely practiced in our
coufltry. Ultrasound gurded fine needle aspiration
cytology is rapid, economical and safe diagnostic
procedure without any rudiaion hazard.6
The ptocedures low complication rate is an additional
advantage which allows f,rne needle aspiration cytology
to be performed as an outpatient procedure. It is also

Ultrasonically guided fine needle aspiration cytology in diagnosing
mediastinal and peripheral pulmo fr^ry masses

Mostaque Ahmed Bhuiyanl, ShamimAkhter Mimi2, NK Paul3,
MM Ashiqur Rahman3, MM Jahangir Alama

Absttact
This cross sectional study was conducted in the
Depatment of Radiology and Imaging, Sylhet
MAG Osmani Medical College Hospital, Sylhet,
Bangladesh duting the period of June 2012 to
November 2073, to determine the usefulness of
ultrasound guided fine needle aspiration cytology
in the diagnosis of mediastinal and peripheral
pulmonary masses. A total 100 patients (74 male
and 26 female) wi*r intrathoracic masses in which
9l petipheral pulmonary and 9 mediastinal masses
wete included in this study. Ulffasound guided
fine needle aspiration was done.

Out of 100 aspiration 67 (67%) were categorized as

malignant, 25 (25%) were benign and 8 (8%) were
non-feptesentative, as it contained only blood.
Most of the malignant lesions were
adenocatcinoma 31 (3lo/o) and. among the benign
lesions most were tuberculosis, 16 (160/o). The age
range was 26-89 years with highest number of
patients in the age group 50-59 years (36%).The
results showed a sensitivity of 92%. Post
aspiration pneumothorax and hemoptysis
developed in 8 (8%) and 10 (10%) respectively
which were mild and imptoved by conservative
treatment.

. Ultrasonically guided fine needle aspiration
cytology is a safe, simple .effective and non-
radiation exposufe procedure to reach the door-
step of accurate diagnosis in mediastinal and
petiphetal pulmonary masses. In most cases this
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suitable procedufe when patients are debilated or have

multiple lesions.T

Pneumothorax is a comrnoll complication. The tate of
pneumothoraces reported in the'litetature varied ftom
6 to 57 oQr,n, and ,;!rose requiring intercostals

cathetlzadrotr range frorff' 1..5 - 2To/o.10,11 Jmmediate

cytological assessment of itraterials allows the number
of needle passes to be reduce, an also reduces the tate

of pneumothorax.l2 Other complications like
pneumomediasdnum, air embolism and haemothorax
are extremely raLe after FNA of lung. Less than Soh of
patients complain of minot hemoptysis. A small

hemotthage into the suttounding lung occurs in up to
1Oo/o of. cases withouout being detrimental to the

patient.l3 Contraindications to FNAC ate unconscious

or ullcooperative patients ot in those with respiratory
failure, hemorrhagic diathesis, inttactable coughing or
pulmonary hypertension. 1 a

This study was designed to evaluate the accutacy

of ultrasound gutded Frne needle aspiration cytology is

the diagnosis of mediastinal and peripheral pulmonary
rnasses.

Matetial and Methods

This cross sectional study was conducted in
Depa.rtment of Radiology & Imaging Sylhet MAG
Osmani,Mgdical College Hospital, Sylhet, Bangladesh

from June 201.2 to November 2073. A total of 100

pa.tients with itiuathofacic masses adjacent to chest

wall -rsere examined and underwent ultrasound guided

tr.NA.C

Patients were to be referred when the masses

according to chest x-ray film were abutting the

thotacic wall ot diaphragm. Mediastinal masses vhich
did not abut the chest wall ot diaphtagm vrete also to
be included as they might be visualized from iugulum
throug\ the uPper thoracic inlet or from the

episgastium through the liver.
A shot clinical history was taken; televant
investigations including BT, CT, prothombin time,

Hb%, ESR platelet coultt were done. Recent x-tay

posterior and lateral views wete made available before

aspiration. Ultrasonogam of chest was. done to
conftm that it v/as approachable by ultrasound.
Written information was given to all patients befote

the procedue and infotmed consent was obtained in a

written form all patients andf or the attending Person.
The Ultrasonogram was petformed with ulftasounc

unit (GE logrc 5) with 3.5 Mhz and 7-5 MHZ

ttansducer. Patient was positioned prone, supine or
sitting depending on the skin entry site chosen.

Ultrasound guided, flne needle aspiration was done

using 23 gauge f,rne needle attached to a 10 ml
disposable syringe for superficial lesion and 9 cm 23 to
25 gauge spinal needle (9 cm) with a central stylet fot
deeper lesions. The skin entry site was sterilized with
standatdized antiseptic solution and the cutaneous and

subcutaneous tissues \r/ere inf,ltrated with zoh

Jasocaine up to a maximum dose df 5 ml The

aspiration needle was then intoduced ditecting
towards the lesion during suspended respiration.

Presence of the needle tip withrn the lesion was

ensured by the monitor display. The plunger of the

syringe is then pulled back. Continuous suction was

then applied while rotating and moving the needle to
anci fro during suspended respitation.
Aftet aspiration smeats were prepared and were sent

to the cytopathologist in a I(oplin's iat containing9l%
alcohol.

Figure-1: USG guided FNAC of lung mass showing
plac;ment of need-le inside the lesion

Immediately after aspfuation smears wete made as

quickly as possible to avoid coagulation of blood.

Smeats slides wete fixed in 957o alcohol in a I(oplin's
jar for cytological evaluation, whereas large fragments

were placed in a formalin solution f.ot

his topathological examination. The pneumothorax was

chanctenzedby the disappearance of lung tumour and

disappearance of respiratory excursions of visceral

pleura. 
n

Results

100 patients \r/iCl mediastinal and peripheral
puimonary masses were included in this study of
which 74 men (74%) and 26 female Q6'A.The age

range 26-89 yrs with highest numbet of patients in the

age group 50-59 (5th decade).distribution of age of the

patients were shown in Figute-2.
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Figure 2: Distribution of age of the patients (n=100).

Pulmondry masses were 91 and mediastinal masses

were 9. Eighty patients had a single lesion 
^fld 

20
patients had multiple thoracic lesions. The distance of
the lesion fiom pleura ranged from 1.6 cm to 5.0 cm.

Of the 100 patients underwent ulttasound guided
FNAC, definitive diagnosis for 8 patients could not
made by rytolopathologist due to insufficient dssue
materials. Of this 100 patients 67 (67.0o/o) had
malignant lesion and 25 Q5.0o/") had benign diseases.

The highest number of malignant cases v/as
adenocarcinoma 31.Q1..0'/o) and highest number of
benign cases v/as tubetculosis 1,6 (1,6.0'/0) (table-I).
The result showed a sensitivity of 92oh.

Figure 3: Distribution of patients with cytological
diagnosis (n=100)

Table of benign and malignant

Mild to moderate pneumothorax developed only in 8
(8.0%) cases and subsided with conservative
treatment. Most of the pneumothorax occurred in
deeper lesions. Post biopsy haemoptysis developed in
1,0 (1,0.0o/o) patients and were subsided spontaneously
without specific treatment.

Discussion

In the present era ultrasound guided FNAC is

considered as a proved technique for the diagnostic
evaluation of mediastinal and peripheral pulmonary
masses. There is wide range of variatton in reported
diagnostic accuracy of trNAC between different
institutions anging fuorn 640/o to 97oh.5 In the ptesent
series of 100 patients of intrathoracic masses were
subjected to USG guided FNAC conclusive
cytodiagnosis were made in 92 cases resulting in
diagnostic accuracy of 92oh

Out of 100 patients of intrathoracic mass 36oh paients
were in age group 50-59 years; male predominate with
a raio of male to female of 3:1 This correlate with the
well known fact that intrathomcic mass occur most
commonly in oldet age group and in males than in
female..
Most of cases wete adenocarcinoma among malignant
lesions and granulomatous lesion (tuberculosis) among
benign lesions.
Complications such as pneumothorax or hemoptysis
were noted in larger lesions and in deeply located
lesions. Hence in its serded depth of the lesion and the
lesion size was direcdy telated to the prevalence of
pnumothorax and haemoptysis; whereas hemorhage
inside the lesion was noted mostly in smaller and
deep,er lesions. These findings are closely observed by
6drs1 2u1h61s.16,13

Regatding i*rgtg diagnosis, on an average the benign
lesion were smaller in size than malignant one.
Necrosis within the lesion was seefl in metasiatic
lesion, tuberculosis arrd in cases of larger malignant
lesions. Irregular margin was seen in malignant lesion
and also seen in TB. Rib erosion and mediastinal
invasion was seen in malignant lesions.
Several authors have demonstrated that, US can be as

effective as CT fot guidance of thoracic biopsy of
pedpheml thoracic lesions.1416 CT guidance was
necessary only in cases of deeper or smaller nodules ot
where the nodules were located near the heart and
gteat vessels.

US has a numbet of. advatttges over CT including
bedside apptoach. Lower cost and flo radiation

specff.tm

Malignant
Adenocatcinoma 31

Undifferentiated 6

Large cell carcinoma 10

Lymphoma 5

cell tumour 2

Metastases 9
Benign
uberculosis 16

Pneumonia I
Hamartoma 8

Non reDresentative 8

31

6

4

10

5

2

9

16.0

1.0

8.0

8.0

The OMTAJ Volume 13 Number 2:Jtiy 201,4



Uluasonically guided fine needle aspitation cytology in diagnosing mediastioal and petipheral pulmonary masses 103

exposure which lead to our preference to perform US
guided FNAC of peripheral lesions with real time
monitoring. Real time monitoring itself helped avoid
puncturing the aerated lung and the fact that many of
the lesions were located pedpherally also may have
contdbuted to the lower rate of pneumothorax amoflg
our patients.
We thetefore conclude that, ultrasound guided FNAC
of mediastinal and peripheml pulmonary masses allow
al e dy diagnosis which provides improved
opporturrity for the cure or expeditious treaffneflt.
Transthoracic ENAC usng 23-25 gauge needleis is a

highly specihc and sensitive technique with a good
diagnostic accuracy aod can be used safely as an

outdoor ptocedure. Ultrasound-guided FNAC is a

quick cheap ionizing radiation-free procedute and may
be a valid option in the diagnosis of periphetal lesions.
.Real time US visualization allows accurate needle
placement, shotter procedwe time and perfotmance in
debilitated and less co*opetative patients.
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Abstract
The obiective of out study was to compare different
study and find a unified and conclusive decision
regarding the corelation of diffetent tumor markets
with its various stages. According to the annual
report (2005) of National institute of Cancer
Reseatch and Hospital, Dhaka that the total
ptevalence of GIT cancers wete l4.7oh and colon
cancers wete L.2oh and rectal catcinoma patients
were 1.8o%. Total l.3loh patients were from Sylhet
division. The single most progtrostic indicatot of
colorectal carcinoma is the extent of the tumor at
the time of the diagnosis, the stages Ptognostic
factors derived ftom clinical, laboratory and
pathologic data arc important fot determining the
high risk of recutrence of disease. Bettet knowledge
of these factors allows us mote cateful follow up of
high risk patients and to decide possible adiuvant
treatments. Many studies have been perfotmed on
the ptognostic value of parameters such as

lymphatic involvement, preoperative CEA levels,
histologic rype and grade of the tumor, radial
surgical matgin, and pattern of tumor spread. Most
of those parameters have been shown to have a
ptognostic value, while studies on some are yet to
be completed. Nonetheless, pathologic stage is the
most important prognostic indicatot of colotectal
cancef

IOMTAJ 20M;13(2)l

trntroduction

Colotectal cancer cells make substances, like
Carcinoembryonic antigen (CEA) and CA l9-9, that are

released into the bloodsfteam. Blood tests for these
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tumor markets ate used most often along with other
tests to monitor patients who already have been

diagnosed with or treated fot colorectal cancer. They
may help show how well treatment is working ot ptovide
an earl,y warning of a cancer that has tetutned.
These tumor markers ate not used to screen for ot
diagnose colorectal carrcer because the tests canrt tell for
sure whether or not someone has cancer. Tumot mafker
levels can sometimes be normal in a person who has

caflcer and can be abnormal fot teasons other than
cancer. For example, highet levels may be found in the
blood of some people with ulcerative colitis, non-
cancerous tumors of the intestines, or some types of
liver disease or chronic lung disease. Smoking can also

taise CEA levels.

Carcinoembryoflic antigen antibody reacts with CEA
and CEA-like ptoteins such as NCA (non-specific cross-

reacting antigen), NCA2 and biliary glycoprotein
(BGP1). In all tissues, the NCA of neuttophil
granulocytes ^re stained positive. In colon
adenocarcinoma, the antibody labels the rytoplasm of
the tumor cells strongly. In the normal colon, the
luminal enterocytes is sttongly labeled. In breast
catcinoma, a low percentage of glandular epitheliai cells

are stained. Gland lumina and some epithelial cell
membranes in the notmal bteast tissue show positive
staining. In the Iivet, the bi1iary canaliculi are positive. In
general, CEA \r/ill mark adenocatcinoma of the stomach,
colon, lung and paflcreas; CEA is weakiy or occasionally
positive (ess than 1.0"h) for prostate cancer, bladder
cancer and hepatoma. CEA is negative for squamous cell
carcinoma of the skin and esophagus, mesothelioma,
lymphoma, melanoma and satcoma.l On the other
hand, Cancer antigen 19-9 (CA 19-9) is a tumor-
associated mucin glycoprotein antigen that is related to
the Lewis blood group protein. This antigen is present in
epithelial tissues of the pancreas, biliary ductular cells,

stomach, gall bladder, colon, efldomeftium, salivary
glands, and prostate.2 Normal pancreatic juice, bile (in
benign conditions), and even seminal fluid contain CA
19-9.- Blood levels may be elevated in healthy patients as

well as in patients with benign and malignant conditions.

The Cryptic tumor marker for colorectal cancer- A Meta-analysis
Abdul Muktadit Shafi.l, Halima Akthet Suchi2, Nazia Chowdhury3, MAS Ansaria, Rubina Sultanas
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Matetial and Methods

The study was conducted in the depattment of
Anatomy, Sylhet Women's Medical College. We

seatched fot similar telated studies and guidelines in the

web and correlated their findings in our conclusion.

Pretreatment sefl.rm levels of catbohydtate antigen 19.9

(CA 19.9) and Catcinoembryonic antigen were measured

1r1 293 patients by trilella X and et al Catbohy&ate

antigen (CA) 19-9 was above the cut off limit of 37

U/m1 in 35o/o paients. CA 19-9 was related to tumor
stage. CEA was above the cut off limit 3,5 ng/rrilfl 61oh

patients and the simultaneous use of these two markers

increased the sensitivity to 66oh. The main use of CA 19-

9 was loco regional in prognosis. In pat-ients with Dukes

C tumor. Additional information was obtained for
allocating these patients into low and high risk of
recurrence. Prognostic information of CEA $/as riot
independent of Dukes staging. They opined that CA19-9

should be considered as a useful ptognostic factor fot
colorectal cancer.3

Abdullah sisik and et al performed a similar study with a

population size of 116. In their study CEA and CA 19-9

levels with TNM stages in colorectal and gastric cancer

patients revealed that increased CA
19-9 level was afl indicator of advanced stage (3-4) in
both patient groups. Also, positivity fot both tumor
markers was found to be an important indicatot of
advanced stage. There was no significant cotrelation of
CEA and CA 19-9 values with the histologic grade,

tumor location, pathological diagnosis, presence of
synchtonous tumor and mean age. Zheng et al. (2001)

investigated the prognostic value

of CEA, CA 19-9, and CA 72-4 ln colorectal cancer

patients by evaluating Dukes stages and tumor market

values, and found that patients with advanced stage had

signiFrcantly incteased levels of CEA, CA 19-9, and CA
1a At2

The study of Basbung et al Q011) evaluated the

prognostic value of the preoperative CEA and CA 19-9

levels on the survival time and TNM staging in patients

with colotectal cancet. In conclusion they said colorectal

c flcerpatients with elevated levels of both CEA and CA
19-9 have a significantly poorer ptognosis than those

vrith normal levels of these tumor markers.

Most of the studies found a significant cotrelation

between CEA and advanced stage, while only some of
them show a relationship between CA t9-9 and

advanced stage. Park YJ et al evaluated data fuorr:, 2230

consecutive patients who uoderwent tesection for
colorectal cattcer at the Seoul National Univetsity
Hospital. The ptognostic variables used for the analysis

included patient's d3e, gender, bowel obstruction,
bteeding, symptom dutation, preoperative leukocyte

count, pteoperative serum Carcinoembryonic antigeo

(CEA) level, Dukes' stage, tumor location, rumor size,

depth of bowel wall invasion, number of iyrnph node

metastases, histologic diffetentiation, and gross

morphology of tumor. The ovetall 5-yeat survival tate

was 62o/o.In the univariate analysis, all the factors except

sex, symptom duration, and tumor size'wete associated

with ptognosis. Among the factots significant in the

univariate analysis, Dukes' stage (p < 0.001), number of
lymph node metastasis (p < 0.001), CEA level (p <
0.001), tumor location (p = 0.003), gtoss molphology of
tumot (p = 0.017), and depth of bowel wall invasion (p

= 0.031) were significant in the multivatiate analysis.

Sevetal differences in prognostic factots between colon

cancet and tectal c flcet were obserwed. In the

multivariate analysis, gtoss tumor morphology was

signilrcant only for colon caflcet, and histologic

diffetentiation was significant only fot tectal cancet.

Lymph node metastasis was an independent progflostic
variable fot both colon and rectal cancer, but its

significance \il/as more prominent for rectal cancer.

Although Dukes' stage is the most reliable ptognostic
ptedictor, this study shows that other factors

(preoperative CEA level, gtoss morphology of tumot,
location of tumot, nodal status) also provide important
information for the outcome of the patient.la

E, Polat and et al conducted a study and study

ptospectively entolled 131 consecutive patients with a

confirmed diagnosis of colotectal carcinoma and 1'31

age- and sex-matched control subjects with no

malignancy. The telationships of the tumot markers

carcinoembryonic antigen (CEA) and carbohydrate

antigen (CA) 1,9-9 v/ith disease stage, tumor
differentiation (grade), mucus production, liver function
tests, T stage, N stage, M stage were investigated. Serrrm

concenftations of CEA wete significantly highet in the

patient group than in the conffol group (a = 0'001); they

wete also significantly higher in stage * (p = 0.018) and

IV disease (p = 0.001) than in stage i. Serum

concentrations of CEA wete significandy elevated in the

presence of spread to lymph nodes (p = 0.005) in the

patient gIoup. Levels of both tumor matkets were

significantly elevated in the p.resence of distant

metastasis in the patient group (p = 0.005 fot CEA; p =
0.004 for CA 19-9). Preoperative levels of CEA and CA
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19-9 might provide an estimate of lymph node invasion
and distant metastasis in colorectal cancet patients.T

Pancreatic cancet is just one of several conditions that
may cause elevated levels of CA 19-9. Increased levels

can be seen in healthy individuals, in benign conditions,
and in othet malignant conditions.s,e In patticulat,
cholestasis and jaundice, such as from bile duct disease,

cirrhosis, or pancreatitis, can falsely elevate CA 19-9

levels and cause diagnostic uncettainty. CA 19-9 levels

correlate with alkaline phosphatase levels, which futther
associates the 2 mechaflisms of CA 19-9 elevation by
secretion ftom pancreaic cancer cells and cholestasis'

Sedal determination of levels after relief of iaundice
aodf ot the use of highet cut-off levels in patients with
jaundice could be necessary to exclude pancteatic cancer

in patients with notmal imagiflg and clinical studies.l0

Since this marker cannot be synthesized in
approximately 5ok of the popuiation (i.e., those who lack

the Lewis antigen ot ate Lewis A-B), CA 19-9 levels

may be falsely low even in the presence of pancreatic
caflcer.

Results

CEA may be ordered preoperatively in patients with
colorectal carcinoma if it would assist in staging and

surgical treatment planning. Although elevated

pteoperative CEA (> 5 mg/ml-) r.rray corelate with
poorer prognosis, data are insufficient to support the use

of CEA to detertnine whether to taeat a patient with
adjuvant thetapy. Catcinoembryonic antigen (CEA) be

ordered preoperatively, if it would assist in staging and

sutgical planning. Postopetative CEA levels should be

petformed every 3 months for stage II and III disease

for at least 3 years if the patient is a potential candidate
fot surgery or chemotherapy of metastatic disease. CEA
is the market of choice fot monitoting the response of
metastatic disease to systemic therapy. Data ate

insufficient to recommend the routine use of p53, tas,

thymidine synthase, dihydropyrimidine dehydrogenase,

thymidine phosphorylase, microsatellite instability, 18q

loss of hetetozygosity, ot deleted in colon cancer pCC)
protein in the management of patients with colotectal
caflcer. Fot pancreatic cancer, CA 19-9 can be measured

every 1 to 3 months fot patients with locally advanced or
metastatic disease teceiving active therapy. Elevations in
serial CA 79-9 determinations suggest progtessive

disease but confirmation with othet studies should be

sought. New markers and new evidence to support the

use of the curently teviewed matkers will be evaluated

in future updates of this guidelines.a

Present data are insufficient to recommend CA 1.9-9 for
s cteening, diagnosis, staging surveillance, ot monitoring
treatment of patients with colotectal cancet. No suppott
was identihed in a teview of the litetatute publ-ished

since 1999 for CA 19-9 having a role in the management

of colorectal cartcet.4

Lack of sensitivity and specificity pteclude the use of any

available serum markets such as Catcinoembryonic
antigen (CEA), CA 19-9, CA 242, CA 72-4, tissue

potypeptide antigen (TPA) ot tissue pollpeptide-specific
antigen (TPS) for the early detection of CRC. CEA
should be measuted every 2-3 months for at least 3 yeats

after diagnosis. Insufficient evidence exists to
tecommend routine use of tissue factots such as

thymidylate synthase, microsatellite instabiiity (MSI),
p53, I{-ras and deleted in colon cancer (DCC) for either

determining ptognosis ot predicting response to thetapy
in patients with CRC. Microsaiellite instability, however,

may be used as a pre-screen fot patients with suspected

hereditary non-polyposis colorectal cancer. Fecal occult
blood testing but not fecal DNA matkers may be used

to screen asymptomatic subjects 50 years ot oldet for
eady CRC.6 This is cutrently known as the Eutopean
Gtoup on Tumor Markets (EGTAO gurdelines.

Discussion

Ninety-eight perceflt of colorectal cancets above the anal

verge are adenocatcinomas. Cancets of the anal vetge ate

most often squamous cell ot basaloid catcinomas.

Catcinoid tumofs cluster around the rectum and cecum

and spate the rest of the colon. Two-thids of colorectal
callcers occur in the left colon and one-third in the right
colon. About 20o/o of colorectal cancets develop in the
rectum. Rectal tumors are detected by drgital rectal

examination n 75%o of cases. Neady 3o/o of colorectal
adenocatcinomas ate multicentric, and 2o/o of patients

develop a second prknary tumor in the colon. The
colilnon clinical complaints of patients with colotectal
cance.r relate to the size and location of the tumor.
Right-sided colonic lesions most often result in dull and

ill-defined abdominal pain, bleeding, and symptomatic
artemia (causing weakness, fatigue, and weight loss),

rathet'. than in colonic obstruction. Left-sided lesions

lead commonly to changes in bowel habits, bleeding, gas

pain, decrease in stool calibet, constipation, increased

use of laxatives, and colonic obstruction. Metastases to
the regiooal lymph nodes are found in 40oh to 70oh of
cases at the time of resection. Venous invasion is found
in up to 60oh ctf cases. Metastases occur most frequently
in the liver, peritoneal cavity, and lung, followed by the
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adrenals, ovaries, and bone. Metastases to the brain ate

rare. Rectal cancers are three times more likely to tecur
Iocally than are proximal colonic tumors, in part because

the anatomic conf,lnes of the rectum preclude wide
resection matgins and in part because the tectum lacks

afl outer serosal layer through most of its course.

Because of the venous and lymphatic drainage of the
recfirm into the inferior verra cav^ (as opposed to the

venous drainage of the colon into the portal vein and

variable lymphatic &ainage), rectal cancet often recuts

hrst in the lungs. Colon cancer mote ftequently tecuts

frst in the liaer.

. After the clinical diagnosis of colotectal cancet is

made, several diagnostic and evaluative steps should
be taken. Biopsy confirmation of malignancy is
important. If an obstructing lesion caflflot undergo

biopsy, brush cytology rn y be feasible.

Carcinoembryonic antigen (CEA) screening is

favored by some physicians as a means of
identifting eady recurence despite the limited
speciflcity and sensitivity of this test. A preoperat-ive

CEA can be usefi:l as a prognostic factot and in
determining if the primary tumor is associated with
CEA elevation. Preoperative CEA elevation implies
that CEA n y aid in ea[y identification of
metastases because metastatic tumor cells are mote
likely to result in CEA elevation in this

circumstance. CT or magnetic resonance imaging
(I\4RI) with conffast of the abdomen and pelvis may

identi$, liver or intrapetitoneal metastases.

Endoscopy or barium enema is indicated to assess

the entire colonic mucosa because about 3o/o of.

patients have synchronous colorectal cancers and a

larger percentile have additional premalignant
polyps. EUS signifrcantly improves the pteoperative
assessment of the depth of invasion of latge bowel
tumors, especially rectal tumors. The accuracy rate is

95oh for EUS, 70% fot CT, and 60o/o for digital
tectal examination. In rectal cancet, the combination
of EUS to assess tumor extent and digital rectal

examination to detetmine mobility should enable

both precise planning of sutgical treatment and
definition of those patients who may benefit from
preoperative chemo mdiation. Trans tectal biopsy of
perirectal ly-ph nodes can often be accomplished

undet EUS ditection.
. CEA is a cell-surface glycoprotein that is shed into

the blood and is the best-known setological marker
for monitoring colorectal cancet disease status and

for detecting eady recurrence and liver metastases.

CEA is too insensitive and nonspecific to be

valuable for scteening of colorectal cancer..

Elevation of setum CEA levels, however, does

corelate with a numbet of parameters. Higher CEA
levels ate associated with histological grade L ot 2
tumors, mote advaoced stages of the disease, and
the presence of viscetal metastases. Although selum
CEA concenffation is an independent ptognostic
factor, its putative value lies in serial monitodng
aftet surgical tesection. New markers, such as CA
1.9-9, rrray be of value in monitoring recutrences and
complement CEA. Monoclonal antibodies (anti-

CEA, ani6,€"TAG-72) may also be useful in
immunohistological chemical staining of tissues. The
presence of an abnormal number of chromosomes
in the tumor cells (aneuploidy) confers a wotse
prognosis than is observed in patients with diploid
hlmors. Lght microscopic features and stage,

however, remain the most reliable prognostic
measures. Eady reports suggest that tumor DNA
and ctculating flrmor cells may also have utility both
as initial diagnostic tools and for eady diagnosis of
recuffent disease. Staging using the TNM system
has been recommended over the Astler-Collet
modification of the Dukes system.

Stage is the most impottant prognostic factor:
Histological gade significantly influences suwival
tegardless of stage. Patients with weil-differentiated
carcinomas (gades 1. and 2) have a bettet 5-year

survival than those with pootly diffetentiated
carcinomas (grades 3 and4).
The anatomic location of the tumor appears to be

an independent prognostic factor. Fot equal stages,

patients with rectal lesions have a worse ptognosis
than those with colon lesions, and ttansverse and
descending colon lesions result in poorer outcomes
than ascending or recto sigmoid lesions.

Clinical ptesentation. Patients who ptesent u,ith
bowel obstruction or perfotation have a worse
prognosis than patients who preserrt with neithet of
these problems.
Chtomosome 18. The prognosis of patients with an

allelic loss of chtor"nosome 18q is significantly worse
than that of.patients with no allelic loss. The survival
of patients with stage II (B) disease is the same as

that for stage I (A) when there is no allelic loss and
the same as for stage III (C) when there is allelic
loss. Other abnormalities that have been identified
and that arc of potential value for determining
prognosis are located on chromosomes 1, 5,8,'1.7,
and 22. Identifrcation of these genes or theit
products is possible using gel electrophoresis or
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immunohistochemical probes. These observations
may ultimately prove to be helpful in selecting
patients with stage II (B) disease for adjuvant
therapy or stage III (C) patients with better than
average progfloses who can avoid the potential
toxicity and expense of adjuvant therapy.

. Other tumor characteristics. Investigators have
examined a number of tumor characteristics as
judged by immunohistochemical or PCR-based
assays for use either as factors for predicting
prognosis or as characteristics that could potentially
predict the Iikelihood of an individual patient's
response to a specific regimen. These evaluations
include levels in the tumor of
thymidylate synthase GS), dihydropyrimidine
dehydrogenase pPD), proliferation markers (K-67
or MIB-1), and tumor suppressor deletions (such as

18q deleuons), among others. None have yet been
determined to be standatd panmeters that should
be ordered outside the context ofa research study.

Conclusion: Different results available in the literature
suggest that further studies including larger populations
are requited. So the ultimate seatch for the marker for
colorectal cancer goes on.
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of exercise, manipulation and splinting to tteat
deformities in childten.

Jean-Andr6 Venel Established the first otthopedic

institute in 1780, which was the first hospital dedicated

to the treatmeflt of ch-ildren's skeletal deformities'

Deveioped the club-foot shoe for chiidren botn wrth

foot deformities, various methods to treat curvarure of
the spine.

Advances made in surgical technique during the 18th

century, such as

John Hunter's teseatch on tendon healing and Percival

Pott's wotk on spinal defotmity, Antonius Mathijsen

invented the plastet of Paris cast in 1851.

However, up until the 1890s, otthopedics was s ill a

study Jimited to the cortection of deformity in children.

B) Modern orthopedics
Exarnples of people who. aided the development of
modetn orthopedic surgery:

Hugh Owen Thomas: a surgeon from Wales, 'Thomas

Splint'- stabilize a fractured femur and prevent infection.

'Thomas's collar'- treat tuberculosis of the cerwical spine;

'Thomas's mafloeuvre'- orthopaedic investigation for
fractute of the hip joint, 'Thomas test'- a method of
detecting hip deformity by having the patient lying flat in
bed, 'Thomas's wreflch' - reducing fractures, as well as

an osteoclast to break and reset bones

Sir Robert Jones: Orgaruzed the fitst comptehensive

accident service in the wodd. Physicians from atound

the wotld came to Jones' clinic to learn his techniques.

Along viith Alfted Tubby founded the British
Orthopaedic Society in 1894. The hospital in Ducane

Roaci, Flammetsmith became the model for both British
and American military orthopaedic hospitals. His

advocacy of the use of Thomas splint for the initial
treatmeflt of femoral fractures reduced mortality of
compound fractures of the femut ftom 87o/o to less Jhan
8% in the pedod frorr,191.6 to 1918.

The use of intramedullary rods to treat fractutes of the

femur and tibia was pioneeted by Gerhard I(rintschet of
Germany. This made a noticeable difference to the

speed of f,ecovery of injured German soldiers during

Departmental Activities Of Orthopaedic Surgery In Sylhet MAG Osmani
Medical College HosPital

Dipankar Nath Talukderl, Ishtiaque Ul Fattahr, Md. Faruqul Islam3,
S.M. Mahfuz AnuratarMirza Omar Bega

Introduction

Orthopedic sutgery or orthopedics is specialized btanch

of science concetned with conditions involving the

musculoskeletal system. Orhopedic surgeons use both

surgical and nonsurgical means to treat musculoskeletal

trauma, sports injuries, degenerative diseases, infections,

tumors, and congenital disordets. Nicholas A"dry
coined the word " orthopaedics" in French as orthopridie,

derived from the Greek words orthu ("coffect",
"straight") and paidion ("child") t Rf Oxhopedie

(translated as Oxhopaedia: or the Art of Correcting and

PreuentingDefornitiu in Children) in 1741) Though as the

name implies it was initially developed with attention to
childten, tlle correction of spinal and bony deformities

in all stages of life eventually became the cornerstone of
orthop edic pracice.l -2

In the US the majoriq of college, university and

residency programs, and even the American Academy of
Orthopaedic Sutgeons, still use the spelling with the

Latinate digraph ae. Elsewhete, usage is not uniform; in
Canada, both spellings are accePtable; orthopaedics usually

prevails in the test of the British Commonwealth,

especially in the UI( I

EVOLUTION OF ORTHOPAEDIC SURGERY:
A) Childrenrs orthopedics
Many developments in orthopedic surgery tesulted from
expedences during 's/artime. On the battlehelds of the

Middle Ages the injured were treated with bandages

soaked in horses' blood which dried to forrr, a stiff, but

unsanitary, splint. Originally, orthopedic sutgery was

restricted to the correcting of musculoskeletal

deformities in childten. Nicolas A.dry advocated the use

Associate ptofessot, dept. of orthopaedics, Sylhet MAG Osmani

Medical College
Associate Ptofessot, Dept Of Othopaedics, Sylhet MAG
Osmani Medical Colldge
Consultant, dept. of orthopaedics, Sylhet MAG Osmani Medical

College Hospital
MS Ottho (B.esident), dept. of orthopaedics, Sylhet MAG
Osmani Medical College HosPital
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World $7ar II. IIowever, traction $/as the standard
method of treating thigh bone fractures unt_il the late
1970s when the Harborrriew Medical Center in Seattle

#oup populadzed intramedullary fixation without
opening up the fracture. The modern total hip
replacement was pioneered by Sir John Charnley, a1

Wrightington Hospital, England (1960). Continuous
improvements in the design and technique of joint
replacement (athroplasty) were made by W. H. Harris.
He pioneered uncemented arthroplasty techniques with
the bone bonding directly to the implant. Knee
replacements using similar technology were started by
Mclntosh in rheumatoid arthritis patients and later by
Gunston and Marmor for osteoarthdtis in the 1970s
developed by Dr. John Insall in New York utilizing a
fixed bearing system, and by Dr. Frederick Buechel and
Dt. Michael Pappas stilizillg a mobile beadng system.3
External fxation of fractures was refined by American
surgeofls during the Vietnam lfar and Gavril
Abramovich lTizarov in the USSR, while lookin g after
injured Russian soldiers in Siberia in the 1950s. !7ith no
equipment at hand, Ilizarov was confronted with
crippling conditions of unhealed, infected, and
malaligned fractures. With the help of the local bicycle
shop he devised ring external fixators tensioned like the
spokes of a bicycle. !7ith this equipment he achieved
healing, realignment and lengthening to a. degtee
unheard of elsewhere. His Ilizarov apparatus is still used
today as one of the distraction osteogenesis methods. 1-2

Modern orthopedic surgery and musculoskeletal
tesearch has sought to make sugery less invasive and to
make implanted components better and more durable.
C) THE HISTORY OF ORTHOPAEDIC

SERYICE PROGRAMME IN BANGI.ADESH
The history of Othopaedic Seryice program in
Bangladesh runs somewhat concurrently u/ith the
development of the Rehabilitation Institute and Hospital
for the Disabled. With the NTar of Liberarion, the new
nation of Bangladesh was left with a grcat number of
wars injured. Although a few of the Freedom Fighters
ftom among the wounded were taken by foreign
counffies for treatment, the great bulk of the wounded
including the civilians had to be taken care of by the new
nation itself. The vast majority of these patients had
otthopaedic problems, and at that time there was only
one qualified Bangladesh Othopaedist in the count4/
and he left within ^ m^ttet of months. In eady JunL
1972, they admitted into rhe Orthopaedic Unit of the
Sher-E-Bangla Nagar Hospital. The name Sher-e-Bangla
was soon to give way to Shaheed Suhrwatdy Hospital of
which the Orthopaedic Department remained ^ pa.rt

being the in-patient Hospital in this Out-patient Building
upto 1978. On January 5th, 1973 the Faculty of
Medicine of Dhaka University acted on suggestion and
appointed a committee to inspect the Shahid Suhrawardy
Hospital as an acceptable place for establishing the
course. On 15-3-73 the Master of Sutgery
(Orthopaedics) v/as started at Shahid Suhrawardy
Hospital. The M.S. (Orhopaedics) course was the very
first Medical Post Graduate Degree Course of its kind in
Bangladesh.

Dudng the time, plans wete being implemented to
begin the building of the new 400 bedded Rehabilitation
institute and Hospital for the Disabled BIHD).
Construction of the Building went ahead rapidly and the
new RIHD was ready for occupancy in Apd1, 1978. On
August 24, 1,979, the men who had qualified as
Othopaedic Surgeons met and formed the Bangladesh
Orthopaedic Society, and invited all qualiFred
Orthopaedic Surgeons of Bangladesh to join. One of the
pioneer batch, Professor Salek Talukder, was elected the
fitst President. By eady 1980 it became possible to send
locally ttained Othopaedic Surgeons to every medical
college of Bangladesh. Auxiliary sewices ate being
orgatized and necessary personnel being trained and
four of the medical colleges have started providing this
service. In coming years other important district
hospitals will be provided wrth the sewice. Orthopaedics
in Bansladesh is on its way.
D) DEPARTMENT OF ORTHOPEDIC

SURGERY, SYLHET M. A.G. OSMANI
MEDICAL COLLEGE & HOSPITAL.

The department of orthopedic surgery was established in
1979 with Assistant Professor Dr. SyedJamshed Ali vdth
full-fledged outdoor and very limited indoor facilities.
Full-fledged post of an associated professor along with
Registtar and Assistant registrar $upport was established
in 1985. The present stafhng pattern of this department
was started from 1996. Ptesent staffing pattern of
orthopedics department: Professor- 1., Associate
Professor -1(2), Assistant Professor -2, Resident surgeon
(casual.ry) -1, Registrar -2 andA-ssistant registrar- 5
BRANCHES OF TRAUMA & ORTHOPAEDICS
1. Foot and ankle 2. Soft-tissue knee reconstruction 3.
I(nee athroplasty 4. Hip atthroplasty 5. Spinal 6.
Upper limb (shoulder & elbow) 7. Wrist &
hand8.Osteosarcoma and limb reconstruction g.

Trauma surgery and 10. Paediatric & congenital
o s teochondrodysplasia
These specialty areas of orthopaedics are not exclusive
to otthopedic surgery. For example- Hand sugery is
practiced by some plastic surgeons. Spine surgery is

I
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practiced by most neurosurgeofls. Foot and ankle
surgery is ptacticed by Doctors of Podiatdc Medicine
(D.P.M) in the United States. Family practice physicians
ptactice spotts medicine; however, their scope of
practice is non-operative.a
Leading Trauma & Orthopaedics organizations are:
British Othopaedic Association, Amedcan Academy of
Othopaedic Surgeons and AO Foundation
o Academic Activities:

o The department deals with
postgraduate students.

both undetgtaduate and Table III: Bed

tloutine patients are admitted in the r-rnits thtor-rgir
orthopeclic outdoor rvith the consent of 1{S (casuaini six
days a t eek but emergency padents are acimitted tounc,
the ciock e\.efl'oarv (including holidays) in r-init througlr
emerqency ciepartmelrt. R.outine operatlors :lre
petfotmed as per scheduie bv the senror and junior
sutgeons and emetgency operations ate done lt ltrvtime
daily bv ttainee and tesrdent surgeoos under supcn-isitrn
by seniot surgeons.

Non paying 32 (60)

Payrng 8

Grand total 40(68) 20(40) 60(108)

16(36)

4

48(e6)

12

l'!1:r:,,.r9-' g$'4d*{s::aii.ialq,l.ii:it-e..q!'+t

: (4'h & 5'h )rr
MBBS)

o Undergraduate r Clinical
o (3rd,4,h & 5rh ),r

MBBS)

f.,',,a9sii(+oa+")

o l"l yr 2wk

' 4e yt 4wk
. 5th yr block

posting 1wk

24 months

\\1thin bracket indicate existing bed
Last yeat the bed occupancy rate was 210o/o for male and

3007o for female.

Acadernic Activities:
The departrnent deals rvith both undergraduate and

postgraduate srudents. Cor,rtse cutriculum of
undergraduate and postgraciuate students.

Table IV: Learning obiecti-,'e & duration

.!rr:'irr,.q,''*.91199,19
.at.'i:i.,,:MS:rPart,r-IIlirii,

Traumat .
ology

Orthope
dlCS

I hesls

Uodergraduate
(4th &'i'sfi yrr ,,.'

\4B3s) ,...,1

Undetgtaduate
(3rd,4tr, & 5tt

yr N{BBS)

Lecture

Clinical

4P hts'(40 days) :',:' '

.:.: '. . t'l' '., .' '. ..

3,a yr 2wk
4s yr 4wk
5th yr block posting hvk

.24 rndnilrs '. .. 'i, ' '

Table II: Clinical activities (8.am to 2.30pm)

a

$1$,,g*
av.

Sunday

M6iffirpl

xffiis
ria)6r;}i:1

Ttiesda'

v

x.e!m
s;q,s&l

Thursd
AV

61r :
. Ward round,

Clinical
teaching. I

.va :t it: ;tr.er.a)a:aix.:.\.:r::. :.rr -. :.. -a:

.rllll[t{iid]ji iiiil;:r.l

iril$${i*.&affi nq9qAf,,qr,Y rlllr;Lai

. Emergency.
OT

iK..----N(gi$l RR{i
j::::ip.-litaatt€j,
:s*itiaaphi€tlii:ti
? . O.r.O.orrtd,

;v,eid:fdnqdriglinic,4l
,&,.ialiii$l:l,t::.,'|iiil.iti#

Ward round, Clinical
teaching 

.

:ry:.t:::i,ru ritr,t:iiit::r)ritrsrla.:*::]a+

B.,+.1!!s'!frtj)elqryffi
)l*i* r:ttr;S.::,.i::.-jtiiqffi
.a:*.:l::,:,.ra.:l;;::.,;.L1j:::,r':ilgX
:Wtt-ra,l aa a :: at :la).;::i :t aall.:r,r,lrl)i:*

Ward round;
Outdoor service

ii:::i: jurt:iir::,ij: 
: r::i;.]. l:li::;)::l il;r:ie;:ll,:i!li

iRbuti-A.tiOT,1:.i::l,*--,W6
,:,,t t::,,t;: :;;:t:,:.'a:.:...'... ::t :r::,.:{alii::l:i
.t it!&r:.?.:t;:' :;t:t.;)::, 4:,'.iit::i:.1:i 5;r": ii5li]!tlgl!rrr:r,ia:: jian:iii.ial$*
.ei:,iii1{i:&r:,r,r?:' * ::*ir};i?ls

Grand tound .. :

a::r:. .Opt' ${iadia{e:,;.,:': rl:i:r,Ttaumatology.

;iMS,'!ar!.JIIi,.1-., 1rri.,''1,,;'O*hoBedicg;
' Thesis

,;

Operative statistics (201,3)
I Routine-1120
r Emergency-6032

Total-71.52

a

number:

Table I: Course curriculum of undergraduate and
uate students:
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X Routine

S Emergency

W 3rd Qtr
I4th Qtr

Figl : Routine Cases

Hip related: Total-126
o DHS-28
o Hemiarlroplasq,-32
o Hip screw-19
o DCS-25
o PF-LCP-22
Fracture Femut: T otal-9 2

o Plain I/M nail-57
o Interlocking I/M nail-35
Fracture tibia & fibula: Total -28

Table V: Disease profile (2013)WWW
congenital l0 15 13 09 10

Infection 29 24 31 37 52

o Intetlocking I/M nail-O8
o DCP-20
Fracture humerous
o DCP-12
Fracture radius & Ulna: Total-74
. DCP-65

' Rush Nail-09
I{-wite fixation: T otal 27
r $upracondylar fracixe-1.3

' Phalanx-14

Reconstructiolr sugery: Total -30
o (Tendon Transfer, PMA, ETA)

Others: Total:,42
Eimergency
Total 5568. Among those lfound toiletting:3340,
Tendon sutgesr: 825, Close reduction : L1.06, K wire
fixation :21.3]mplant removal : 48 and others: 36

medical boatds ate formed on Tuesday &
W'ednesday regulatly by the unit II & I respectively
for maoagement of complicated cases. Close
teduction of ftactute & dislocation, plaster changing,
dressing of wound and minor orthopedic procedure
are c ffied out in OPD under supervision of RS

(casualry).

Arthritis & Rheumatic 02 05 22

Total

04 07 2t 25 12 l0

06 09 07 t3
ilir:i:il;:iirritil,r ?j!l: r. r:: lril::.r.:,,1 aa,:a.ti ,,,,.Ll::,tttt:a:,.4;.a.*

5K$l1&iP,lt:ti1:;]!o,,s$S

701 ,771 '912,'

. OPD

. The outdoor is sen'ing orthopedic patients six days a

week headed by the Resident surgeon (casualry). AII
new and follow up patients of incioot are oeing
noted by the R.S (casualty). Resident students are

placed in the OPD as per schedule. Specialized

Neoplasm

753 '843
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Table VI: Patient statement 2013
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The department of otthopedics regulady takes part
in journal club ptesentation and scientific seminar in
the college conference room on Monday as pet
schedule. It also parti+ate in clinical presentations
for 3'd, 4th & 5'h l.r students on Thursday in the
lecture gallery ofcollege and for intetn doctors on
Saturday in the confereflce room of hospital as pet
schedule.

As per rule of BCPS trainee doctors of surgical
discipline ha9 to take training in orthopedics and
casualty surgery for 6 months and doctors are

regularly posted in this department for that pu{pose.
"In addition honorary doctors are taking taining in
this departmeflt after propff selection.
Reseatch activities
Completed (Ihesis):
Proximal femoral locking plate versus dynamic hip
screw in trochanteric fracture femut
Spine fixation in spondylolisthesis
Distal femoral locking plate with dynarnic condylar
screwin Supracondylr fia'cf.fie femur
Ongoing
ByDept:
congenital and acquired deformity
Pediattic Otthopaedics
Hand sugery
By Residence

Outcome of fracture union sdth or without d(ain in
diaphyseal closed forearm bone fracture
A comparative study of the management for closed
comminuted fracture of the Tibial Diaphysis
between l1izarov r{ng fixators and MIPO technique
by usingLCP.

r Comments:
. Sophisticated operat-ions Iike total hip replacement

rrvas done last year fot the 1* time in Sylhet and
operations like interlocking nailing teplacement
hemiathoplasty and locking plating ^re done
routinely with success. Operations on spine fxation
are also started with limit"ed-facility.

. Future vision:
trull-fledged, well equipped Academi.c & Clinical facilities
fot undetgtaduate & postgraduate students in near
futute, expansion of up to date indoor, outdoor and
operative faciJities, expansion of teseatch wotks.
Establishment of sophisticated surgery like Spinal
Surgery, Arthroscopy, Replacement surgery, Hand
surgery and Casualty unit will be required to keep pace

with advanced services available elsewhere.

o
o

a

a

o

a

o

Hemiarthroplasty-Hip
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Abstract

Thoracic outlet syndrome is arr uncommon
disease. It may causes by cervical rib, scar tissues
which compress to structure at thoracic outlet
area such as subclavian artery, subclavian vein
and brachial plexus. The symptoms which are
caused by compressing these structures are pale,
swelling, numbness, weakness and pain. The
author reports a case of twenty one years old
female who complained mass at right
supraclavicwlar area and numbness at right hand
and forearm. Her electrodiagnostic study
diagnosed thoracic outlet syndrome. Partial right
cervical rib resection was done in this case. After
operation for 4 months, the symptoms were
improved. Therefore, the diagnosis of this
syndrome is important that helps clinicians to
correctly plan of treatment.

toMTAJ 20M;13(2)l

Introduction
Thoracic oudet syndrome is characteraed by the
preseflce of compressing to structure at thoracic outlet
such as subclavian artery, subclavian vein and brachial
plexus. The causes are cervical rib, abnormal posture,
trauma, scalene muscle hypertrophy and fibrous band.1

Cervical rib is a congenital anomaly which is originated
frorh enlargement of the transverse process of C7.

This anomaly occurs 7oh of the population but induces
the symptoms about 5'/o.2 The symptoms 

^tedepended ofl compressed structure such as pale,

swelling, edema, numbness, weakness and pain.3 As a

result of various symptoms, the diagnosis of this
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MAG Osmani medical college.

2. Resident Surgeon, E.N.T, Sylhet MAG Osmani medical
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syndrome is very complex.4
Case report:

Case twenty ofle years old femaie complained a

hard palpable mass at right supraclavicular area

for one year. She underwent tissue biopsy that
was diagnosed reactive lymphoid tissue.

She felt flumbness at right hand and forearm.
Sometimes, she felt pain radrattng from right
shoulder to little finger. She denied other
abnormalities. There was no previous history of
ttauffia or systemic disease. Physical examination

and no muscle atrophy.
There were normalbrachial and radial pulsations.
Motor power was grade 5 all.
Decreased pinprink sensation and temperature
sensation at mediai side of right hand were noted.
Tinel' sign was positive at right supraclavicular
area. Adson's test at right side was negative.
The cervical spine radiograph showed bilateral
cervical ribs with the right being more angulation .

Newe conduction studies O{CS) and needle
electromyography were conducted. NCS showed
prolong latency, normal amplitude and normal
nerve conduction velocity at right ulnar motor
and sensory nerves while right median motor,
lateral zntebrachnl cutaneous and medial
antebrachial cutaneous flelves were within notmal
range. In needle electromyogrzphy showed
normal study at right deltoid, biceps,
brachioradialis and dorsal interosseous muscles.
This result was summarized to slgn of focal
demyelin involvement at right ulnar nerve which
may be caused by neurogenic thoracic outlet
syndrome.

Thoracic Outlet Syndrome Caused by Cervical Rib
Shankar kumar Royl, Mohamrnad Abdul Quayum2, Krishria Kanta Bhowmik3, Mirza Omar B.g o,

Syed Abdus Sobhana, Mustofa Khalid AhmedJaigyrders
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Table I: Motor Nerve Conduction Studies

NERVE ISTrMUr-ATTON

RIGHTI]INAR

RICHT
Nttl-DIr\N

r-ATENCY (MS)

7.6

HT ULNAR
m

]ELBOW 1.C

* ptolong lateflcy.

Iehklfiss:es Newe Conduction Studies
NERVE

11]GFIT I-ATIIRAL i\NTi IBR-\CFIIAI,
UTANII,OUS

RIGHT ME,DIAL ANTEBRACFIIAL
ICUTAN],]OIIS FOREARM

lnrrsr

x prolong latency.

r-ATENCY (MS) AMPLTTUDE (M\r) vELocITY (M7srl

Therefore, operation was done under genetal
anest]lesia.
Thete was an angulated right cenrical rib which
was compromised to division of dght brachial
piexus. Parinl right cervical rib resection was
undergone through supraclavicular approach.
There was newapraxia developed after operation,
which was gadually improved & rro other
opetation related complications. Four months
aftet openion, she had no pain and felt better in
sensation at right hand and forearm.

].8

her rlght

I

I

I

I

_*l

Figure 1: It sho*,s 
^supraclavicular region.

Figute 2:

InASS

AMPLTTUDE (MV) VELOCTTY (M/S)

Figure 3 : Supraclavicular approach.

It shows bilateral cervical ribs
The OMTAJ Volume 13 Number 2:Jwly 2014
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Figure 6: Pxdially resected cervical rib

Figure 4: Angulated dght
comptessing btachial Plexus.

Figute 7:After resection of cervical rib

Figwe 5: Resecting cervical db
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Discussion 
t

The neurogenic thotacic outlet syndrome most

.pommonly invoives the lowet cervical nefves of
the btachial piexus.5 The symptoms are most
ftequently impact the ulnar distribution

as this case. The Adson's test is done to mainly
assess compression of the subclavian afiety which
is special test for vasculogenic thotacic oudet
syndrome. This report showed neurogenic

thotacic oudet syndtome ftom cervical rib, so the

Adson's test was also negative. Due to the

telatively uncommon presentation of cerrrical db,
patients presenting with a neck mass should be

thotoughly assessed to rule out 
^rry 

other
pathology such as lymphadenopathy ard
carcinoma.6 Cevical rib is usualiy asymPtomatic

and may not require afiy treatment.T Horvevet, in
this case teveals neck mass with persistent pain
and numbness. So, it is an indication for sutgery.

Conclusion

Diagnosis and treaffnent of thotacic outlet
syndtome is not simple toutine. Adequate

investigations are requited. It is important f.or

physician to be catefirl to detect cause of thoracic

outlet syndrome.
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Figute 8: Closute of the wound

Figute 9: Post-operadve view
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Mediastinal mature cystic teratoma: A case report with chatacteristic &
uncommon pfesentation.

Swaial Chandra Dasl, Nila Kantha Paul2, Mostaque Ahmed Bhuiyanl, Md. Ashikur Rahman Mazumder2
Paresh Chandra Singhal Nibedita Das Pew3

Abstract

The mediastinum is the most cofilmon
extragonadal primary site of germ cell tumours,
and mediastinal lesions account for 60oh of all
germ cell tumours in adult. Germ cell tumours
usually occur in young adults. Most malignant
germ cell tumours (>90%) occur in men, whereas
benign lesions (mature teratomas) occur with
equal incidence in men & women.l A teratoma of
the mediastinum is an uncommon germ cell
tumour, principally when heart structures are
involved.2 Most mediastinal teratomas produce no
symptoms, and they ate more commonly
associated with compression of adiacent
structures, predominantly those of the respiratory
system.3
We present a case of a 3S-year-old man with
complains of chronic abdominal cramp and loose
motion for 2.3 months. Incidentally he was
diagnosed as having a large mediastinal mass
where heart structure involved. A non-invasive
investigation demonstrated a tumoral mass which
was continuous to the pericardium and caused
extrinsic compression to the adiacent heart.
Surgical and anatomo- pathologic findings led to
the diagnosis of a mature cystic teratoma. 'We

present an original report of a mature teratoma
causing obliteration of the right cardiophrenic
sinus with extrinsic heart compression.

IoMTAJ 2ota;BQ)l

Case report:

A 35-year-old mafl with complains of chronic
abdominal cramp and loose motion for 2-3 months.
Incidentally he was diagnosed as having a latge

1. Assistant Professor of Radiology & Imaging Sylhet MAG' 
Osmani Medical College

2. Associate Professor of radiology & Imaging Sylhet MAG
Osmani Medical College

3, Assistant Professor of Pathology, Sylhet MAG Osmani
Medical College

mediastinal mass on conventional radiography. Chest
X-ray revealed opacity at right chest by a mass with
widening the cardiac shadow (trtgure1). The young
man was healthy and had good functional capacity. He
denied fever, weight loss, previous disease, or 

^rry
neopiasm history in his family
There was no previous chest X-ray. His physical
examination revealed that he was apyrexic and
normotensive. His thyroid, lymph node, chest,

abdomen and testes examinations were normal. A 1.2-

lead electrocardiogram demonstrated sinus

brudycardia. His chest X-ray showed a mass in the
right chest with homogeneous, hazy density and a

pariilly well-delineated margin continuous to cardiac
shadow and diagnosed as a mediastinal mass. A multi-
detector computed tomographic scan showed a well-
defrned cystic mass containing fafty tissue with fat-
fluid level & calcifications measuring 8.1cmx 6.0 cm.
compressing the adjacent right lung. The medistinal
structures along with heart mildly shifted towards left.
The mediastinal structures did not show any abnormal
lymph node or infiltration (Ftgure2). The suspected
diagnosis was a mediastinal mass-dermoid.
Transthoracic two-dimensional and real-time
echocardiography revealed a normal-sized heart with
normal function and blood flow velocities.

Figure 1. Chest X-rav.
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Mass in the right chest with homogeneous, h^zy
density and ^ pattially well-delineated margin
continuous to catdizc shadow

Figute 2: Computed tomogtaphic scan showed a

well defined cystic mass containing fatty tissue
with fat-fluid level & calcifications, comptessing
the adjacent right lung. The medistinal structutes
along with heat mildly shifted towards left.

Frgute 3: After surgical removal of the mr. s.

Surgical excision was accomplished r-ia r:--:-
antero-lateral thotacotomy through 5'h tnterc.-,. :.-,.

space. Thete was a large globular well capsul:-:-
mediastinal mass( measuring about 15 cm sS ::::
x5 cm) occupying the anter-ior mediastnum ',r'.-,--

extension to right pleural cavity. The mass -.-''.:.

adherent to medral surface of upper and mro;-=
lobe of dght lung and pericardrum just rn fronr :

the heart and great vessels. The whoie mass \\-::
resected after separating ftom adhesions br- blu: -

and sharp dissection. The sutgical approach s-:.
successful.
Gross examination showed a capsulated globui:::
piece containing sebaceous tnaterial and l-rar
\{icroscopicaily, rer.eals the f,eatures of maru:.
cl,stic teratoma. The patient had a good posr
operative recovery and discharged to home
accofdingly.
Cn follow up Computed tomographic scan shor-s
no significafit abnormality reiated to the mass

with notmal lung fields(fig.3)

Discussion

Getm cell tumours (tetatomas, semonolnas,
embryonal catcinomas, endodermal sinus tumours and
chodocatcinomas) ate thought to arise ftom
mediastinal remflaflts of embryonal cell migration.l
The mediastinum is the most corrunofl extragonadal
primary site of getm cell tumours, and mediastinal
lesions accouot for 6ooh of all getm cell tumouts in
adult. Getm cell tumours usually occrr in young
adults(mean age,27 yeats).Most malignant germ cell
tumours (>9070) occut in men, whereas benign
lesions(matute teratomas) occur with equal incidence
in men & womeo.l A teratoma of the mediastinum is
alr uncolnmon germ cell tumor, pdncipally when hea-tt

sttuctutes are involved2 Most mediastinal teratomas

The OMTAJ Volume 13 Number 2: julv 2tr'1-r
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produce no symptoms, and they are more commonly
associated with comptession of adjacent structures,
predominantly those of the respiratory system3.

Mature or benign tefatomas are composed of
different tissue types (ectoderm, endoderm,
mesodetm), with ectoderm derivatives
predominating. The term dermoid cyst is

commonly applied to the tumoutsin which the
ectodermal components predominate.Matute
teratomas are common, accounting for 70oh of
germ cell tumor in childhood and 600/o of
mediastinal germ cell tumours of in adults. Mature
teratoma occurs most frequently in childten and
young adults. Patients may be asymptomatic, but
chest pain, dyspnoea and cough, caused by
comptession of adjacent structutes, are common
symptoms. By definition, patient with mature
tetatoma have normal semm levels of B-human
chorionic gonadotropin hormone and alpha-feto-
protein(AFP);elevation of eithet of these matkets
implies a malignant comporieflts. Complete
resection is the treatment for tetatomas and
results in a complete cure. Although these

tumours are benig!, tfrese tumours may be
diffrcult to remove because they are adherent to
Iocal structures.'Our patient is adult male with the
diagnosis of mature teratoma which is adherent to
the pericatdium.
The patients ate often asymptomatic (up to 53oh

of cases), and the tumor is discovered incidentally
on chest radiographs obtained for other reasons.4

In our case ,also the mass was diagnosed
incidentally. Rarely, these tumours may rupture or
erode into adjacent stmctures, such as the pleural
space, the pericaidium, the lung, or the
ftacheobronchial ftee. In these instances, pleural
effu sions, p ericatdial effu sions, lip oid pneumonia,
or expectoration of. oily substances or halt
(trichoptysis) may occut. I
The typical radiogtaphic appearance of mature
teratoma is that of a tounded, sometimes

Iobulated anteti.or me.tiastinal mass with the
borders of the mass shalply marginated against

the adjacent lung. Calcification has been reported
in approximately 2043oh of cases and may be

central, curviJinear, or periphetal.a's The

radiogmphic visualization of teeth is

pathogfl omonic of teratoma.6
Computed tomography (CT) is the modality of
choice for the diagnostic. evaluation o.of these
tumours. It exquisitely shows the location and
exterit of the hrmours as well as intrinsic elements
including soft tissue, fat, fluid, and calcificaion.l
Mediastinal mature teratomas typically manifest
on CT as heterogeneous sharply marginated,
spherical ot lobulated anteriot mediastinal masses

containing soft tissue, fluid, fat, or calcium
attenuation, or atty combination of the four. . The
ptesence of fat, calcification, as in this case report,
is sufficient to chatacteflze a teratoma. Fat-fluid
levels, consideted highly specific for the diagnosis

of mediastinal mature tetatoma, afe uncommon. *

In our patient, calcifications as well as fatLy

comporients with fat-fluid level on CT scan was

found which is highly specif,c for the diagnosis of
matLrre teratotna.
CT is also usefirl in the evaluation of adjacent
stfuctures. Complications such as rupture into the
pleural space or pericardium with associated
effusions carL be evaluated.s Rupture of the
teratoma can also be suspected if the wall of the
lesion appears disrupted and consolidation is

evident in adjacent lung field.e
MR is also very sensitive in depicting the
infi.ltration of adjacent structures by fat plane
infiltration, chatacteization of the components of
the mass.7

In conclusiorr, we telate an odginal tepott of a

mature teratorn adherent to the pedcardium with
extdnsic heafi compression ha.,. ing specific
radiologic features .However, correct diagnosis
'was made by using a surgical approach and
histopathology.
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Abstract

Anterior pituitary hormone Prolactin (PRL) plays
afi important role in pregnancy, lactation,
osmoregulation, angiogenesis, immunoregulation
etc. Hypeqprolactinemia often develops
symptoms such as amenorrhea and galactorrhea
in women and impotence in men- Anti-PRL
autoantibody was found to be one of the maior
causes of "idiopathic" hyperprolactinemia(29%).
It binds to PRL (molecular mass of 23 kDa)
forming a large immune complex of PRL with
IgG (macroprolactin) and tends to increase serum
PRL concentrations. Hypelpdactinemia without
symptom may be due to Macroprolactinemia.
The prevalence of macroprolactinemia is 15 to
46oh in subiects with hyperprolactinemia and3.7oh
in general population. Macroprolactinemia does
not require any specific treatment and no
response to the anti-prolactinemic therapy has
been observed. Symptoms of hypeqprolactinemia
are usually less frequent or even absent in patients
with macroprolactinemia. Screening of
macroprolactinemia is important for the
differential diagnosis of hlrpeqprolactinemia to
avoid unnecessary investigations and
inappropriate treatments in patients with
hyperprolactinemia.

IoMTAJ zua;B(z)l

Introduction
Human ptolactin (PRL) is a hormone secreted by the
anterior pituitary lactotropic cells. Like any other
anterior pituitary hormone, secretion of PRL also falls
under hlpothalamic control. PRL is unique amongst
the adenohypophyseal hormones, in that the primary
control of its secretion is inhibitory rather thari
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stimulatory. Dopamine is believed to be the principal
prolactin inhibiting factor (PIF) that regulates PRL
secretion; 1-aminobutyric acid (GABA) c rr also

inhibit PRL release, but thyroid releasing hormone

GRID tends to stimulate its secretion.l
In addition to role in pregnancy and Iactation it has

many other biological functions like- osmoregulation,
angiogenesis, immunoregulation etc. PRL facilitates
the maturation of T cells via IL-2 receptor expression,
impairs B cell tolerance to self-antigens through the

anti -apoptotic effect, develops antigen-presenting
cells, and enhances immunoglobulin production.2
Hyperprolactinemia often develops symptoms such as

amenorrhea and galactorrhea in womefl and
impotence in men. It is caused by various disease like-
PRL secreting pituitary adenoma /Brolactinoma),

hypothalamic and pituitary diseases compressing
pituitary stalk, antidopaminergic drugs,
hypothyroidism, hepatorenal disorders etc. However, a

good proportion of hJqerprolactinemia has been

classified as "idiopathic".
Anti-PRL autoantibody was found to be one of the
major causes of "idiopathic" hyperprolactinemia 3. It
binds to PRL (molecular mass of 23lDa) forming a

large immune complex of PRL with IgG
(macroprolactin) and tends to increase serum PRL
concentrations. Macroprolactinemia is defined as

having macroprolactin (moiecula{ mass greater than
150 kDa) in the predominant molecular form of PRL
in sera.a This review aims to make awareness about
macroprolactinemia, its diagnostic strategies, its

clinical implications and the importance of its

detection in clinical settings.

Biochemistry of prolactin:
Prolactin is a protein hormone with 199 amino acids.

There are three isoforms of prolactin-
l.Monomeric PRLis a polypeptide with NI\X/ -23 kDa
also known as little PRL, which is both biologically
and immunologically active. 2. Dimeric PRL or big
PRL with M$7 45-50 kDa.3.Polymeric PRL or big-
big PRL with MW >1,00 kDa, also known as

Macroprolactin.

Macroprolactinemia in asymptomatic hyperprolactinemia
Taharat Fatema Chowdhuryl, Ahmad Maksud Hasan Laskafi, Dilip Kumar Bhowmik3,

Bidhan Chandra Debnath+
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Distribution of serum PRL:
60-90%o little PRL, 15-30% big PRL, and 0-10% big-

big PRL (llacroprolactin).5
Normal prolactin (*S/L): Male: 3-74.7, Female: 3.8-

23, Pregnancy-3'd trimest er: 9 5 -47 3.6

Presence of abnormally hlgh levels of prolactin in the

blood is hyperprolacunemia.
Causes of Hyperprolactinemia: Physiological:
Pregnancy, Stress, and Exercise. Pathological PRL
secreting pituitary adenoma, Hypothalamic and

pit'itary diseases compressing pituitary stalk,

Antidopaminergic d*gs, Hlpothyroidism, and
Hepato-renal disorders. About 29oh of
hyperprolactinemia has been classified as "idiopathic".
Anti-PRL autoantibody found to be one of the major
causes of "idiopathic" hypelprolactinemia. Anti-PRL
Ab binds to PRL - forming alarge immune complex
with IgG (macroprolactin) and tends to increase seflrln
PRL concentrations. a

Clinical presentation of hyperprolactinemia:
J,)7omen with hyperprolactinemia usually present with
irregular menstrual periods (prolactin inhibits follicle-
stimrrlating hormone and luteinizing hormone), often
accompanied by galactorrhea. Other symptoms
include infertility and decreased libido. Men typically
present with impotence, infertility and other signs of
hypogonadism.T Hyperpdactinemia without symptom-
is due to macroprolactinemia.
Prevalence of Macroprolactinemia:
The prevalence of macroprolactinemia is 15 to 46'h in
subjects with hyperprolactinemia and 3.7oh in general
population. Macroprolactinemia occurs when >600/o

of the patient's prolactin is in the form of
macroprolactin. Symptoms of hyperprolactinemia are

usually less frequent or evell absent in patients with
macroprolactinemia. However, patients with
Macroprolactinemia cannot always be distinguished
from true hyperprolactinemic patients on the basis of
clinical features alone. 8

Mechanism of development of
hypeqprolactinemia in macroprolactinemia:

1. Macroprolactin is b1g enough and confined to
vascular spaces.

2. Not readily cleared by the kidneys- contributes to

gynaecomastia in male are usually less frequent or even

absent in patients with macroprolactinemia.s
Possible reasons for asymptomatic presentation of
macroprolactinemia: Binding of antibodies to the
epitopes for PRL receptors, thus reducing the
bioactivity, Macroprolactin cannot cross blood vessel

walls to reach prolactin receptors in target tissues and
so is less likely to cause the classical symptoms of
hyp erprolactinaemia. 3

Laboratory Investigation for Diagnosis of
Macroprolactinemia:
The screening of macroprolactinemia is performed by-
Polyethyleneglycol(?EG)-precipit,Jion & Gel filtration
chromatography (GFC) 5.

Discussion:
Macroprolactin is not age-related. Both sexes are

affected, although the majority of patients are female.
Patients with macroprolactinemia usually have normal
menstrual cycles, minimal galactorrhea and
spofltaneous conception. However, some patients may
present with clinical symptoms of hyperprolactinemia,
if hlgh levels of both macroprolactin and l-ittle PRL are

present.
In a study undertaken in 1,4 to 40 ye r old
hyperandrogenic womefl with hyperprolactinemia,
presence of macroprolactin was demonstrated ln 55%
of the patients.l0 Taghavi et al. investigated 17 infertile
womefl with hyperprolactinemia for macroprolactin
using PEG. About 35o/o of those women were found
to have macroprolactinemia. Galactorrhea was present
n 81,8Yo of women with true hyperprolactinemia and
33.3%o of women with macroprolactinemia, whereas
oligomenorrhea was found to be present ln 90.9% 1n

true hyperprolactinemia and 16.60/o of the women with
macroprolactinemia. However, the pituitary images

were flormil tn 45.5% of the womefl with true
hyperprolactinemia and 1000 of womefl with
macroprolactinemia.ll However, the patients with
MPRL and menstrual irregularities, galactorrhea,
infertility or alteration in libido should be investigated
for other causes different than hyperprolactinemia.
Macroprolactinemia does not require any specihc
treatmerit and no respoflse to the anti-prolactinemic
therapy has been observed.3

Conclusion:
Macroprolactinaemia leads to urnecessary
investigation, incorrect diagnosis and inappropriate
treatment. The presence of macroprolactin should
always be suspected when a patient's clinical history
andf or radiographic data arc incompatible with his/

increased

3. Lack
blood coflc.

of negative feedback, because

macroprolactin cannot freely access the hypothalamus
,9

Symptoms of hyperprolactinemia like- Menstrual
irregularity, galactorrhea , infertility in female and
decreased libido, sexual dysfunction, infertility and her PRL valuqs. Awareness amongst the medical

I
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laboratories is also very important' Maqy laboratories

do flot take into accourit the interference of
macroprolactil ifl PRL assays. Thereforc screening of

-a.roproluctinemia is important for the differential

diagnosis of hyperprolactinemia to avoid uflflecessary

inv"estigationt 
^t 

d it upptopriate treatmeflts in patients

with hyperprolactinemia.
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