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Editorial

New Normal in Covid 19 Pandemic
The Severe Acute Respiratory Syndrome
Coronavirus 2 (SARS CoV-2) has only 15 genes,
whereas, human get 30, 000 genomes! But, it is a
stern teacher, indeed. Its
uncertain about the consequences of this pandemic
will be in 6 months, let alone 6years or even more!
So, “new normal” may emerge, where novel
systems and assumptions will replace many other
long taken for granted. As long as the world has
found a cure or a vaccine fro Covid 19, we may
have to adjust to a “new normal”, meaning new
way of living and going about our lives, work and
interactions with other people. We may have to
live in the “new normal” for a very long time.
There will be increased sanitation and cleaning
everywhere. We will try to keep distance from all,
Cinemas and transports will andate spaced out
seating, as well airlines. Thet may also charge
double the price to cover their operations. School
may reduce the size of their classes and do lots of
virtual teaching, restaurants may no longer be able
to seat the same number of people, and encourage
take away rather then dine in. We may need to
wear ace mask outside all the time for a indefinite
period of time, even years long!1
Literary, a new normal is a state to which an
economy, society, healthcare etc. settels following
a crisis. When this differs from the situation that
prevailed prior to the start of the crisis. The term
has been used following the financial crisis of 200720081. The aftermath of 2008-2012 Global Recession
and Covid 19 pandemic. In January 2009,
Philadelphia City paper quoted Paul Gloven
(activist) refers to the need for “New Normals” in
community development: when introducing his
cover story “ Prepare for the best”3 .
During Covid 19 pandemic, this term is increasing
in use to refer the changes of human behavior

during and after the pandemic. Doctors of
University Kansas Health system anticipated that
Covid 19 pandemic will change dailylife for most
people. This includes limiting preson to person
contact, like hugs, hand-shaking; social distancing
etc. 4
Fate will not create the new normal; Choice will:
The value of standerds:
Clinicians in new normal may be less tolerant of
unawarence variation in health care practice.On
March 11, 2020, National Academics of Science,
Engineering and Medicine created a new standing
Committee in USA on preparedness for emerging
infection and 21st centuary threats. They issued
formal ‘rapid expert consultation’ documents,
consumed immediately by both professional and
lay media.5
Virtual Care:
Hippocrates saw aptients face-to-face, medical care
still mostly relies on personal encounters. Covid
19 has unmasked many clinical visits as
unnecessary and unwise. Telemedicine,
Teleconsultation has surged. Social proximity
seems possible without physical proximity. The
progression over last two decades was slow, the
virus has changed that in weeks.
Preparedness for threats:
As virtual care has lagged leads upto covid, so,
even more, preparedness for 21st century threats.
Several major reports in past decades has tried to
call attention to that lack of readiness with only
minimal response.5 The Covid 19 till may be the
largest paid so far for this failure, but without
taking public health and preparedness seriously,
it will be neither the last nor the greatest. Other
pathogens, trauma, cyberthreats and more
nolonger seem to be abstractor distant. Will Public
health finally get its due?

2
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Inequity:
Perhaps the most notable point it is , as the worm
in the heart of the world.6 In Chicago, 30% are
black population, but 68% are black that are
affected by Covid. This is just a small picture. The
most consequential question is this: will leaders
and public now atlast commit to a firm, generous
and durable social and economic safety net? That
would accomplish more for human health and
wellbeing than any vaccine or miracle drug ever
can.
Millions of people in a few week have replaces trips
by vehicles with virtual meeting on Zoom, Skype
and managing work from home, get groceries
online, visit relatives over virtual call through
mobile. Some favourable effects will disappear
quickly unless policies are established and practices
changes after Covid 19.The temporary effect of
reduction of carbon emission and pollution are
large and instructive.
Fate will not create the new normal; choices will.7
Will humankind meet its needs-not just pandemic
needs-at the tempo the Covid 19 related morbidity
and mortality demand? Will science and fact gain
the high ground in guiding resources and
behaviours? Will solidarity endure? Will
compassion and respect be restored for the people
– which make life agreeable and civilization
feasible, including guarantee of decent livelihood
and security for everyone? And will socialy take a
break from its obsessive focus on near-term
gratification to prepare for threat ahead?
An emphasized by World Health Assembly in May,
2020 mentioned that, Covid 19 is a global crisis
requiring sustained international solidarity and
action. UHC(Universal Health Coverage) 2030-the
global movement to strengthen health system for
universal coverage-has an important role to play
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bridging partners together on a joint visionfro
resilient health systems and prioprity actions.
Its main conclusions are as follows:
a) The new normal for UHC includes greater
emphasis on common goods for health.
b) Invest more and better in health –for both
health and economic reasons.
c) Seize the moment: opportunities for change
can benefit both health security and UHC
d) Local and global movements for shared health
goals
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Background: Jaundice is a frequent manifestation of biliary tract disorders and evaluation
of obstructive jaundice is a common problem faced by general surgeons. Obstructive jaundice
of varied aetiology is one of the main cause of hospital admissions.
Objective:
jaundice.

To evaluate various clinical presentation and management of obstructive

Materials and methods: It was prospective study carried out in the department of surgery,
Dhaka Medical College Hospital and Sir Salimullah Medical College, Dhaka, from February
2016 to January 2018. Total 100 patients who were admitted in surgery wards diagnosed
as cases of obstructive jaundice. After admission all patients were clinically evaluated by
history and physical examination. Subsequently haematological, biochemical and
radiological investigation were carried out. With all possible means a preoperative diagnosis
was made. Findings obtained during operation were correlated with preoperative diagnosis.
Results: This study shows the average was 48 years and male case was 23 and female 27.
It observed that 68% were benign disease and 32% were malignant disease. The most
frequent benign lesion were stone in the common bile duct (52%). Other benign causes were
benign bilary stricture (8%), cholechochal cyst (2%) and parasitic obstruction (4%). Among
malignant condition carcinoma head of pancreas was most common (16%) followed by
preampullary carcinoma (8%), cholangiocarcinoma (4%) and metastatic carcinoma (4%).
Conclusion: This study shows most common clinical presentation were choledocholithiasis,
carcinoma head of pancreas, benign stricture of CBD and periampullary carcinoma. The
result of this study suggests that early diagnosis and treatment plays an important role in
the prognosis of patients with obstructive jaundice.

Introduction
Jaundice is a frequent manifestation of biliary tract
disorders and the evaluation and management of
obstructive jaundice is a common problem faced
by the general surgeon. Obstructive jaundice is
strictly defined as a condition occurring due to a
block in the pathway between the site of
conjugation of bile in liver cells and the entry of
bile into the duodenum through the ampulla. The
block may be intrahepatic or extrahepatic in the
bile duct.1-4

Common causes of obstructive jaundice are
ductalcalculus, pancreaticobiliary cancer, chronic
pancreatitis, congenital cystic disease and parasitic
infestation.4
Patients with jaundice due to choledocholithiasis
may have associated biliary colic, fever, and chills
and may previously similar attacks. The pain in
malignant Obstruction is deep seated and dull and
may be affected by changes in positions. The
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patient with extra hepatic obstruction may report
that stools have become lighter and urine dark.
Biliary obstructions are often accompanied by
pruritus which is most severe on the extrimities.
Hepatomegaly is common. A non tender, palpable
gall bladder in a jaundiced patient suggests
malignant obstruction of the common bile duct,
but absence of a palpable gall bladder is little
significance in ruling out cancer.5-6
The principal diagnostic objective is to distinguish
surgical from non surgical jaundice. Obstructive
jaundice is always accompanied by dilatation of the
biliary tract. All disease of the biliary tract is likely
to be associated with some disturbance of liver
function. Any operation on the biliary tract should
be approached with maximum possible
information.7
In patients with persistent jaundice, the first test
is usually an ultrasound scan, which may show
dilated intra hepatic bile ducts or gall bladder
stones. The lesion may be further delineated by
ERCP or PTC.ERCP is preferable when the lower
end of the duct is thought to be obstructed(eg,
suspected carcinoma of the pancreas or other
periampulary tumor).PTC usually preferred for
proximal lesions (eg,biliary stricture, neoplasm of
the bifurcation of the hepatic ducts), because it
gives better opacification of the ducts proximal to
the obstruction if clinical presentation suggests
neoplastic obstruction, a CT scan could be done
because it gives definition of mass lesions. If
ultrasound or CT scans suggest biliary obstruction,
a decision must be made about whether
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cholangiograms are indicated.5-8
Materials and Methods
It was prospective type of study carried out
Department of surgery, Dhaka Medical College
Hospital and Sir Salimullah Medical College,
Dhaka during the period of February 2016 to March
2018. Patients admitted in surgery wards diagnosed
as obstructive jaundice. Most of the patients were
admitted through emergency, outdoor and
transferred from various departments. Presenting
feature of jaundice, with or without abdominal
pain, lump, fever, itching, pale stool and dark urine
etc. were included. No ultrasonographic evidence
of dilatation of biliary tree in jaundiced patients
were excluded. All collected questionnaire was
checked very carefully to identify error in the data.
Data processing work was consisted of registration
schedules, editing computerization, preparation of
dummy table, analyzing and matching of data
Results
Table I. Demographic characteristics of the
study subjects (n=100)
Characteristics

Number

Percentage (%)

d”50

72

72

>50

28

28

Male

48

48

Female

52

52

Age in years

Sex

Table II. Various causes of obstructive jaundice of the study subjects (n=100)
Nature

Causes

Benign disease

Malignant disease

Number

Percentage (%)

Choledocholithiasis

52

52

Benign stricture of CBD

8

8

Choledochal cyst

2

2

Retained stone

2

2

Worm in the CBD

4

4

Carcinoma head of pancreas

16

16

Periampullary carcinoma

8

8

Cholangiocarcinoma

4

4

Metastatic carcinoma

4

4
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Table III. Evaluation of imaging technique of the study subjects (n=100)
Imaging

No. of patients undergone

Correct result given

Sensitivity

USG

100

76

76%

MRCP

18

14

77.78%

ERCP

26

22

84.46%

CT scan

32

28

87.5%

Table IV. Operative procedure performed of the study subjects (n=100)
Procedure

Number

Percentage

Open cholecystectomy with choledocholithotomy

36

36

Endoscopic sphincterotomy & duct clearance

10

10

6

6

Resection & anastomosis of CBD

2

2

Roux-en-Y hepaticojejunostomy

6

6

Reconstruction of the biliary tract using a Roux-en-

2

2

Endoscopic removal of stone from CBD

2

2

Choledochotomy

4

4

Whipple’s procedure

10

10

Tripple bypass

6

6

Gastrojejunostomy with endoscopic stenting

2

2

ERCP stenting

14

14

followed by laparoscopic cholecystectomy
Choledocholithotomy with
choledochoduodenostomy

Y loop of jejunum

Discussion
Obstructive jaundice is not a disorder, but it is a
symptom of an underlying diseases condition
involving the liver, the gallbladder or the pancreas.
It will usually be managed by surgical intervention;
hence it is also known as surgical jaundice.1 In
the present study, 100 patients with obstructive
jaundice were included in the defined study period.
Different causes of obstructive jaundice were
choledocholithiasis was the predominant,
amounting 52 (52%) followed by carcinoma head
of pancreas 16(16%), CBD stricture 8(8%) and
periampullary carcinoma 8(8%). Patients with CBD
structure were found of which 4(4%) was due to
faulty application of laparoscopic clip and 4(4%) had
open cholecystecotomy before. A total of 4(4%)
patients were found roundworm causing
obstruction in the CBD. Through the incidence of

carcinoma gall bladder among the biliary
malignancy is higher in South Asia than in the
Europe.9 But in this series only one case found
rather the incidence of penampullary carcinoma
(8%) was high in comparison to the findings
supported by the standard text books. This can be
explained by the fact that the number of cases was
small in this series. So, the results are likely to be
unduly influenced by a single atypical value.
This study shows majorities of the patients 74(74%)
in this study were below 50 years of age. The mean
age was 48 years and female predominating. The
male and female ratio was 23:27. Which correlates
with Shukla et al.,10 where the predominance of
age between 40-50 year.
The average level of serum bilirubin was related
well with the nature of obstruction. In

6
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Choledocholithiasis most of the patients had the
level of bilirubin below 10 mg/dI. Whereas in the
carcinoma head of the pancreas the level were
mostly above 15 mg/dl. These findings correlate
with findings of Shetlock S.11 Elevated prothrombin
time was found to be increased in 62% patients. In
obstructive jaundice, serum alkaline phosphatase
level is usually more than three times of upper
normal limit (3-13 KAU).12 In this series, 52 (52%)
of the cases showed such a high level of Alkaline
phosphates. In the remaining 48(48%) cases the
level was 1-2 times of the upper limit of the normal.
This study shows out of 100 cases all patients
underwent USG (100%), MRCP in 18(18%), ERCP
in 26 (26%), CT scan 32 (32%) were done
preoperatively. Table 5.6 also shows the sensitivity
of the imaging investigations. UCG in diagnosis
were correct in 76 out of 76(76%). A total number
18 patients were done MRCP where 14 (77.78%)
were correct result ERCP report correct in 22 out
of 26 (84.46%) in diagnosing CBD and pancreatic
disease. A total number of 32 patients where CT
scans were done, 28(87.5%) of them were correct
for the diagnosis of Ca had of pancreas,
periampulary carcinoma, Ca-CBD and tholedochal
cyst In a study by M.M Hossain and G RasuI13 the
positive predictive value of UCG was 38.7%. In the
present study, the sensitivity of UCG was (76%).
In this series ERCP were done more than MRCP,
because of its therapeutic application. In this study
the overall positive predictive value of ERCP and
MRCP were 8446% and 77.78% respectively. The
result correlate with the results of P. Pavone et al.14
Among the imaging technique used in this study,
CT scanning appeared to be the most sensitivity
technique. CT scans were done in-patients
suspecting of malignancy. In the present series 16
patients underwent CT scanning and in 14 cases
the diagnosis was accurate, giving a positive
predictive value of 87.5%. In a study by ljaz Ahmad,
Atta UIlah Jan and Rizwan Ahmad15 the overall
accuracy of CT scans were 91.66%.
This study shows types of operative procedure done
in the biliary obstruction. In the present series
majority of the patients were open procedure
36(36%). 10 patients (10%) underwent ERCP and
duct dearance before Iaparoscopic cholecystectomy,
2 patient underwent endoscopic stone removal, 14
patients were treated by ERCP stenting.
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A number of procedures are currently in use in
different center for benign biliary stricture. The
decision depends upon site, extension and cause
of the stricute, Success is defined as no occurrence
of re-stricture and no recurrence of cholangitis.
Hepaticojejunostomy or choleduochojejunostomy
has been proved to achieve the highest success
rate.16 In the present series 6(6%) patients with
benign stricture underwent hepaticojejunostomy
with Roux-en-Y jejunostomy. Rest two was treated
by resection and anastomosis of CBD. Two patient
with choledochal cyst also treated with Roux-enhepaticojejunostomy. Two patient with retained
stone in CBD was cured by ERCP and extraction
of stone. Four patients with roundworm in the CBD
were treated with exploration of CBD. In the
present series, among 16 cases of carcinoma head
of pancreas, 10 underwent whipple’s procedure, 6
treated by triple bypass.
Conclusion
In this current study shows the most common
clinical presentation were choledocholithiasis,
carcinoma head of pancreas, benign stricture of
CBD and periampullary carcinoma. Proper history
taking and clinical examination are of immense
value not only in the diagnosis of obstructive
jaundice but also in outlining the types of
investigations to be done and thereby planning the
surgery preoperatively.
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Background: Development of colorectal adenocarcinoma principally occurs via adenomacarcinoma sequence of a multiple step process of tumor progression. This results from
accumulation of genetic changes in the cells of intestinal mucosa. Several proteins have
been studied in relation to development and progression of colorectal carcinoma including
tumor protein p53 and antigen identified by monoclonal antibody ki67.
Objectives: To assess possible correlation between p53 and ki67 in different colonic polyps
and to detect histomorphological subtypes of colonic polyps.
Methods: This is a cross-sectional observational study conducted in the Department of
Pathology, Dhaka Medical College, Dhaka from March 2017 to January 2019 with 54
colonic polyp patients attending in Dhaka Medical College Hospital, Dhaka. All obtainted
samples are processed and selected for routine histopathological study and for
immunohistochemistry with p53 and ki67 antibody. Pertinent demographic data including
patient’s age and diagnosis were collected from pathology requisition forms. Statistical
analysis was carried out as required.
Result: In this study, 29.6% hyperplastic polyps that was the most common type of colonic
polyps. Most of them were male predominance and mean age was 34.03±19.85. Rectum was
the most common site of colonic polyps about 48.1%. Regarding ki-67and p53
immunnohistochemical expressions were (P value <0.001) significantly correlated with
the type and grade of dysplasia of colonic polyps.

Key words:
Colonic polyp, ki67, p53

Conclusion: The expression of ki67 and p53 markers is valuable parameter in detecting
the risk of colorectal carcinogenesis in patients of colonic polyp. So, significant positive
immunohistochemical markers of ki67 and p53 could be important parameters for selecting
high risk patients for developing colorectal carcinoma.

Introduction
Colorectal cancer is a major cause of morbidity
and mortality throughout the world. It accounts
for over 9% of all cancer incidence. It is the third
most common cancer worldwide and the fourth
most common cause of death.1 Among the key risk
factors colonic adenoma is a factor closely linked

to the development of colon cancer. Thus, the
management of adenomas has an important role
in the prevention of colorectal cancer.2
Polyp is a grossly visible protrusion from a mucosal
surface.3 Polyps are most common in colorectal
region but may occur in esophagus, stomach, small
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intestine etc.4 Polyp may develop as a result of
epithelial or stromal cell hyperplasia,
inflammation, ectopia or neoplasia.5 Colonic polyps
can be classified as non-neoplastic and neoplastic
polyp. The non-neoplastic polyps are classified as
inflammatory, hamartomatous and hyperplastic
polyp. The neoplastic polyps are adenomatous
polyp.5 Hyperplastic and adenomatous polyps are
by far the most common polyp.6
Tubular adenomas account for more than 80
percent of colonic adenomas which are less likely
to become malignant. Villous and tubulovillous
adenomas account for 5 to 15 percent of adenomas.
Their malignant potentiality is about 15-25% when
their size is more than 2cm. 6
It has been estimated that 15% of all adenomas
measuring >1 cm will progress to carcinomas within10
years of their detection and overall chance of developing
carcinoma in a polyp is estimated at 5%. 7
The appearance of adenomas and their progression
to adenocarcinomas is the result of an
accumulation of genetic changes in cells of the
intestinal mucosa that have been inherited or
acquired during life. Several proteins have been
studied in relation to the development and
progression of colorectal cancer from adenoma
including p53 and ki-67. 2
TP53 mutations are generally considered to occur
at the time of the transformation from adenoma
to carcinoma.8,9
Ki67 is a proliferation associated nuclear and
nucleolar antigen. Expression of the ki-67 protein
in humans is closely associated with cell
proliferation and this is detected during the cellcycle phases G1, S, G2 and mitosis, and absent in
the G0 phase. Thus, ki-67 is an excellent marker
for proliferating cells. 10
So, significant positive immunohistochemical ki67 and p53 markers with characteristics
histological features of colonic polyps could be
valuable parameters for selecting patients seemed
to be most deserving of close surveillance in followup cancer prevention programs from the total
adenoma population. 11
Methods

This study was conducted in Department of
Pathology , Dhaka Medical College during the
period from March 2017 to February 2019. After
approval from the institutional ethics committee,
54 patients were successively assigned in this study
who had colonic polyps of any age group patients.
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Patients with Current or previous history of
colorectal neoplasm were excluded from the study.
All obtainted samples are processed and selected
for routine histopathological study and for
immunohistochemistry with p53 and ki67 antibody.
After obtaining informed written consent from the
patients, a descriptive cross-sectional study was
carried out to to assess possible correlation
between p53 and ki67 in different colonic polyps.
The collection data were cleaned, edited and
analyzed by using computer based SPSS (Statistical
Package for Social Science) software Version 19.0
for windows. Data was classified into group,
frequency observed and descriptive status (mean,
median, mode, standard deviation) was calculated.
Results
This cross-sectional descriptive study included 54
patients who had colonic polyps. Total 63 cases
should be included according to sample size but 9
cases could not be included due to time limitation.
Finally 54 sample was enrolled in the study. These
colonic polyps obtained by colonoscopically and
surgically resected. Histopathological examination
with hematoxylin & eosin stain and
immunohistochemical staining were done in all
the cases. The results are as follows:

Table-I
Distribution of the study patients according to
age group and sex.(n=54)
Demographic
parameters

Number

Percentage

of patients

Age(years)
<20

15

28

20-30

9

16.9

31-40

8

14.9

41-50

12

22.2

51-60

7

13.1

>60

3

5.7

Mean±SD

34.03±19.85

Range (min-max)

3-75

Sex
Male

32

59.3

Female

22

40.7
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60

measuring cellular proliferative activity that may
be exacerbated in neoplastic cells or in cells that
have lost the ability to self-regulate. Thus, the
expression of p53 and Ki-67 may be useful as
prognostic factors for adenoma in association with
other known histopathologic features.13

48.1
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18.5
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Fig.-1: Site distribution of colonic polyps. (n=54)
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9.3

In this study the mean age of the patients was
34.03±19.85 with age ranges from 3-75 years. The
highest number of cases were in the second
decades (28%) . But different findings were stated
in the study by 13Suheil. and Mahdi., 2015 in which
most age group affect by colonic polyps include age
group of 36-50 that have high percentage.

Low
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No
77.8
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Fig.-2: Dysplasia of colonic polyps . (n=54)

More than half 32(59.3%) of the patients were male
and 22(40.7%) patients were female. This indicates
male predominance of colonic polyps. A Study by
11 Nussrat et al., 2011 also showed gender
distribution of colorectal adenoma cases were male
predominance 28 (60%) compared with female 19
(40%).
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This cross sectional study was carried out to
observe the histomorphological types of colonic
polyps and to detect p53 and ki67 expression in
different colonic polyps. This study was included
54 patients with colonoscopic biopsies and resected
colonic polyps. P53 and ki67 expression was
assessed by immunohistochemistry.

70

P-53

Fig.-3: Correlation between p53 with ki-67
expression. (n=54)
Discussion
The concept that colorectal cancers may arise from
pre-existing adenomas is now widely accepted,
based on epidemiological, clinical, postmortem, and
molecular biological studies. 12 Several proteins
have been studied in relation to development and
progression of colorectal cancer including tumour
protein p53 and antigen identified by monoclonal
antibody ki-67. 13
The p53 protein, sometimes referred to as the
‘guardian of the genome, has been extensively
researched in various types of cancers.14 The
association of the protein ki-67 is important when

Regarding the site distribution of this study
patients, it was observed that about 48.1% polyps
were in rectum which was disagreed with previous
study by 2Sousa et al., 2012 and 11Nussrat et al.,
2011. They showed that the distal site of the colon
was the predominant with 53.2%, 34% in the
proximal site and 17% in the rectum.
Of all the 54 cases of colonic polyps in our study
showed six different types of colonic polyps
includes: hyperplastic polyps: 29.6%, juvenile
polyps : 25.9%, adenomatous polyps: 22.5% and
inflammatory polyps: 16.7%, mesenchymal polyps:
3.8% and peutz jeghurs polyps: 1.9%. In our study
the commonest (29.6%) polyp was hyperplastic
polyps. Another study of 50 colonic polyps
performed by 13Suheil. and Mahdi., 2015 showing
four different types of polyps includes: adenomatous
polyps 32%, inflammatory polyps 30% , hyperplastic
polyps 20% and juvenile polyps 18%.
In this study, about 77.8% patients were without
dysplasia; 13.0% patients were low grade dysplasia
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and 9.3% patients were high grade dysplasia. There
were 57% cases with low grade dysplasia, and 43%
cases with high grade dysplasia in a study by
11Nussrat et al., 2011 which was similar to our
study according to frequency of low grade
dysplasia.
Regarding the relationship between type of colonic
polyps and both expression, it was observed that
there was statistically significant relationship
between them. (p = 0.001) According to the study
by 11Nussrat et al., 2011 and 15Kaklamanis et al.,
1993 there was no significant correlation between
the type of polyps and the expression of both
immunohistochemical markers. But there was
significant correlation between the type of colonic
polyps and the expression of both immunohistochemical markers in the study by 13Suheil.
and Mahdi ., 2015.
In the present study there was highly significant
correlation between dysplasia and both markers
expression (p =0.001). This findings observed that
higher expression was in high grade dysplasia in
case of both markers expression. It also reveals
that high grade adenomatous polyp had more
positive expression in both ki67 (62.5%) and p53
(75%) expression. Immunohistochemical
expression of both markers also conveyed a highly
significant correlation with the grade of dysplasia
in the study by 11Nussrat et al., 2011.
In our study, it was observed that all p53 expression
positive cases were also ki67 expression positive.
But one case had only ki67 positive expression but
had p53 negative expression. The difference was
statistically significant p=0.001. In the study by
11Nussrat et al., 2011 and 16Vernillo et al., 2008
observed that correlation of the expression of both
markers shows a positive correlation, however this
correlation was not significant statistically. But in
our study this correlation was statistically highly
significant (p = 0.001).
From this study it can be stated that colonic polyps
were male predominance with average mean age
presentation was 34.03±19.85 and age range 3-75
years. According site distribution 48.1% colonic
polyps were in rectum. Most common type polyps
were hyperplastic polyps (29.6%) and most were
pedunculated (50%).
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Regarding ki-67 and p53 immunnohistochemical
expressions were significantly correlated with the
type and grade of dysplasia in colonic polyps,
however there was no significant correlation
between ki-67 and p53 expressions with size and
shape of colonic polyps. The immunohistochemical
expression of both markers in colonic polyps also
showed a statistically significant correlation. Thus,
the expression of p53 and ki-67 may be useful as
prognostic factors for colonic polyps in association
with other known histopathologic features.
Conclusion:
Colorectal cancer is the third most common cancer
worldwide in both sexes. Colonic adenoma is a
factor closely linked to the development of
colorectal carcinoma. In this study 29.6%
hyperplastic polyps that was the most common
type of colonic polyps. Most of them were male
predominance and mean age was 34.03±19.85.
Rectum was the most common site of colonic polyps
about 48.1%. Regarding ki-67 and p53
immunnohistochemical expressions were (P value
<0.001) significantly correlated with the type and
grade of dysplasia of colonic polyps.
Both expression positive cases were observed in
two low grade adenomatous polyps, five high grade
adenomatous polyps and one hyperplastic polyp.
One low grade adenomatous polyp had positive ki67
expression but negative p53 expression which have
less malignant potentiality than both expression
positive cases. The immunohistochemical
expression of both markers in colonic polyps
showed a statistically significant correlation. Finally
expression of biological markers may be added to
the future histopathological evaluation and play a
role in planning the follow up of patients with
colonic polyp.
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Objective: Objective of the study was to see the effect of biliary stenting in retained biliary
stone.
Method: All patients with biliary stone, who were admitted for ERCP, were included in
this study. Endoscopic sphincterotomy and balloon sweeping was done in first session of
ERCP. Among the 48 patients who underwent ERCP, 15 got their bile duct stones cleared
in first attempt. In rest of the patients, a double pigtail plastic stent was inserted in the bile
duct. These patients were followed up monthly for 3 months by ultra-sonogram and liver
function tests. Demographic data of all patients were recorded .All the data regarding
stone size during 1st session of ERCP and subsequent follow up were also recorded.
Result: A Total of 48 patients who underwent ERCP for common bile duct stones were
enrolled. Of them stone removal was successful in 21 patients with 1st session of ERCP.
Biliary stent was inserted in rest of the 27 patients. No stone were found in 23 patients
(85.19%) after 3 months of follow up. Rest of 4 patients (14.81%) needed surgery for bile
duct clearance. Stone size was decreased significantly with 3 months of stenting (P value
<0.05) in case of <10mm, 11-15mm, 16-20mm sized stones.
Conclusion: Biliary stenting is a safe and feasible option for retained bile duct stones.

Introduction:
Common bile duct stone is a relatively frequent
GI disorder. Worldwide prevalence of common bile
duct stone is 10-20% patients with gall stones1.
Common bile duct stone can present
asymptomatically or with obstructive jaundice,
repeated attack of cholangitis, pancreatitis and
secondary biliary cirrhosis if not treated properly2.
For stone extractions there are different ways like
endoscopic retrograde chalongiopancreatography
(ERCP) and alternative procedures such as
extracorporeal shock wave lithotripsy (ESWL),
electrohydraulic lithotripsy (EHL) and laser
lithotripsy3. Of them, ERCP is usually considered

to be effective procedure for extraction of bile duct
stone. Procedures other than ERCP are time
consuming and also not available in all centers.
Moreover, in case of failed bile duct stone
extraction, large stones and old patients who are
unable to tolerate long procedure, biliary stenting
is very effective procedure for drainage of biliary
tree4,5,6. But there is fallacy regarding large stone
extractions through ERCP. In fact, it is not always
a successful procedure for bile duct stone
extraction. If the stone size is <10mm then success
rate is almost 100%. If the stone size is more than
>15mm then success rate is about 12%7,8,9.
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When stone cannot be removed with standard
method, biliary stent is preventive for stone
impaction & bridge for surgical treatment10. Body
movement & respiratory movement cause
mechanical friction between stent and stone;
resulting stones to become smaller, fragmented
& even disappear11.When stone size is reduced, it
becomes easier to extract in subsequent ERCP
procedure12,13. Aim of this study was to see the
effects of biliary stenting in case of retained stone
after initial ERCP procedure.
Materials and method:
This was a prospective clinical study done in the
department of Gastroenterology, Sir Salimullah
Medical College. All patients of CBD stone
attending for ERCP form January-2018 to
December-2018 were included. Choledocholithiasis
was diagnosed on the basis of clinical features,
biochemical investigations and imaging procedures
like Trans abdominal USG, MRCP, CT abdomen
and endoscopic ultrasonography. A group of
experienced endoscopists performed ERCP with
lateral view duodenoscope (Fujinon, Japan) in left
lateral position with midazolam (4±1mg) and
injection fentanyl (40±10mcg).Injection hyoscine
butyl bromide was used to reduce bowel peristalsis.
After doing adequate papillitomy with conventional
papillotome, attempt was made to extract stone
with the help of balloon. In failed cases, a double
pigtail plastic stents (5cm X10Fr) crossing the
stones were introduced. After completion of ERCP,
prophylactic broad spectrum antibiotic and
diclofenac sodium (50mg) per rectally were used
in each patients to prevent cholangitis and
pancreatitis respectively. After stenting patients
were kept in the hospital for 72 hours to see
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whether any immediate complications occur or not.
During discharge, patients were advised to come
every month with USG, serum bilirubin, serum
alkaline phosphatase for 3 month for follow up.
They were also advised to attend department of
Gastroenterology if any of them had developed
fever, abdominal pain and jaundice. Patient’s
name, age, sex, 3 month patency rate, number of
patients with complete stone extraction was
recorded. Diameter of stone before the procedure
and at the end of 3 month follow up was noted.
Number of patients required surgery were also
recorded. After plotting the collected data statistical
analysis was done by SPSS 22.0 software.
Significance was calculated by Student’s t test and
significance was set <0.05.
Result
A Total of 48 patients of choledocholithiasis
underwent ERCP from January 2018 to December
2018. Age range was 20 to 80 years. Males were 26
and females were 22 in number. Male and female
ratio was 1.18:1.00.The mean procedure time was
25±15 minutes. The dose of conscious sedation was
Injection Midazolam 3±1mg and injection Fentanyl
40±10 microgram.
Table -I shows data of the 48 patients with
Choledocholithiasis with different stone sizes.
Twenty one patients got their stone extracted by
ERCP in 1st attempt. Among the rest, stone
removal was possible in 23 patients of different
stone sizes after 3 months of stenting.
Table II shows comparison of patients before and
after 3 months of stenting. Comparison was
statistically significant for different stone sizes with
P value of 0.013,0,019 and 0.038 for <10 mm, 1115 mm and 16-20 mm sized stones respectively.

Table-I. Distribution of study patients according to success in ERCP and biliary stenting with failure
after two methods
Parameters

Number of patients with stone extraction done in 1st
session of ERCP
Number of patients without stone after 3 month of stenting
Number of patients with stone After 3 month of stenting

16

Stone Size
11-15mm
(13±2)
5

3
0

16
1

Total Number of patients

19

22

£10mm

16-20mm
(18±2)
0
4
3(stone size)
(16±2)
7
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Table-II. Comparison of patients before and after biliary stenting
Parameters

Stone Size

Number of patients
with stone before
Stenting
3

Number of patients
with stone after
Stenting
0

P value

11-15 mm

17

1

0.019

16-20 mm

7

3

0.038

27

4

0.048

<10 mm

Total no of patients

0.013

Undergone stenting
Table -III shows that,complications were observed
in only 4 patients. Bleeding, perforation and
cholangitis was observed in 1, 2 and 1 patients
respectively.

Table-III. Complications among the patients
Complication

Number

Percent

Bleeding

1

2.1%

Pancreatitis

2

4.2%

Cholangitis

1

2.1%

Discussion
In current world, common bile duct stone is
considered as the most common indication for
ERCP14. It is frequently found to be associated with
acute cholangitis or pancreatitis which may develop
in almost one third cases of common bile duct
stones15. In fact, recurrent cholangitis can be
associated with significant mortality especially in
elderly patients. So, early intervention to extract
the common bile duct stone & relieve the
obstruction is a necessity in this age group.
Endoscopic sphincterotomy and balloon sweeping
is the first choice as treatment option for common
bile duct stone5. But complete extraction of large
or multiple stone is very difficult13,16. In fact,
success rate of stone extraction is inversely
proportional with its size17. In our study, 16
patients out of 19 with stone size <10 mm got their
common bile duct stones cleared off in first attempt.
The success rate is 84% which is almost similar to
the success rate of 81% obtained by Lambert et
al18. But this success rate differs from success rate
obtained by Vaira et al which is 96.7%19. In case of
larger stones with median diameter of >15 mm
success rate of ERCP is 42.8% which is quite higher
than the success rate of study conducted by Lauri

et al (12%) 9. In a study, plastic stents were
introduced in 40 patients of choledocholithiasis,
after 65 days on follow up revealed no stone in 37
patients (92.5%)5. In our study no stone was found
in 85.19% of patient after 3 month of biliary
stenting which is lower in percentage than
previous study. Comparison between patients with
stones before and after stenting was found to be
significant in our study with significance of 0.013,
0.019, 0.038 in case of <10mm, 11-15mm, 16-20mm
sized stone respectively which is statistically
significant though differs from Horiuchi et al data
showing P value <0.001 in all sized stones6.
There were 7 patients with stone size of 16-20 mm
{Median diameter (18±2 mm)}. After biliary stenting
of 3 months, no stone was found in 4 patients. Rest
of the 3 patients’ stone size decreased to median
diameter (16±2mm). It means that our study shows
biliary stenting for 3 months yields 100% success
in decreasing stone size which is equal to the data
showed by Fatih et al20.
In this study complications like bleeding,
cholangitis, pancreatitis occurred in 1(2.1%),
2(4.2%), 1(2.1%) person respectively which were
managed with conservative treatment. We did not
get any stent obstruction during the study period.
In a study of 33 patient by Ang et al plastic biliary
stenting caused cholangitis, biliary pancreatitis,
obstructive jaundice & biliary colic in 7.1%,
3.6%,21.4% and 3.6% of patient respectively during
a mean time of 19 month of follow up21. Horiuchi
et al showed post ERCP pancreatitis and
cholangitis develops in 13% and 15% patient
respectively which was higher than our study6.
Our study had some limitations. Sample size was
small in number. Moreover, it was a single centre
study. Yet this study shows the efficacy of biliary
stenting in management of retained bile duct
stones.
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Conclusion
Management of retained and/ or large stone is a
difficult task. Multiple methods have been
practiced to accomplish the job. Some of them are
hazardous and costly. Long term biliary stenting,
results in disappearance of stone and reduction of
stone size. So it can be frequently applied for the
management
of
retained
bile
duct
stones.Moreover, it can act as a drain of bile duct
during the bridging period for definitive surgical
treatment of large bile duct stone.
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Background: Group B Streptococcus (GBS) is one of the major cause of severe bacterial
infection and death in newborn. Early detection of carriage of GBS by screening pregnant
women is important in prevention and management of newborn infections.
Objective: The aim of this study was to evaluate culture technique and polymerase chain
reaction (PCR) for detection of GBS from pregnant women.
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Methodology: A cross sectional analytical study was conducted from July 2018 to June
2019 at the department of Microbiology of Sir Salimullah Medical College, Dhaka. Samples
were taken from 107 women at 35-37 weeks of pregnancy attending at the out-patient
department of the Obstetrics and Gynaecology unit of Sir Salimullah Medical College &
Mitford Hospital, Dhaka. Vaginal and vaginorectal samples were tested by standard culture
technique using Todd– Hewitt broth, blood agar and by PCR targeting the cfb gene. Data
was collected by a questionnaire and results were analyzed by statistical package for the
social sciences (SPSS) program.
Results: Among the 107 women, 11 (10.28%) were identified as carriers of GBS on the
basis of the results of the culture, compared to 42 (39.25 %) on the basis of PCR assay. The
PCR results in comparison with culture (as the gold standard) revealed sensitivity of
100%, specificity of 67.71%, positive and negative predictive value of 26.19% and 100%
respectively.
Conclusion: Conventional PCR targeting cfb gene has higher sensitivity in detecting
GBS carriers and can be used for screening of Group B Streptococcus in pregnant women.

Introduction
Group B Streptococcus (GBS; Streptococcus
agalactiae) has been emerged as the most common
cause of neonatal sepsis and meningitis in many
centers since 1970s.1 Upto 30% of adults, are

commonly colonized with GBS in the
gastrointestinal and genital tract but remain
asymptomatic.2 The gastrointestinal tract serves
as the primary reservoir for GBS and is the likely
source of vaginal or rectal colonization.3
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Women of childbearing age carry GBS at variable
frequencies of 4.6%-31.3% in both developing and
developed countries.4 Maternal Streptococcal
colonization is associated with premature rupture
of membrane (PROM), preterm labor, intrauterine
fetal death and complications such as
chorioamnionitis, endometritis, cystitis,
pyelonephritis and febrile GBS bacteraemia.5,6
Pregnant women who are carriers of GBS have
40%-73% potential capacity for vertical
transmission of the microorganism and 1%-2% of
their newborns develop invasive GBS infection,
with significant mortality (5%-20%) and morbidity,
especially among premature neonates.5,7 Centers
for Disease Control and Prevention (CDC) has
recommended the screening of all pregnant women
between 35 and 37 weeks of gestation for vaginal
and/or rectal colonization with GBS. This
screening approach is effective in preventing earlyonset GBS neonatal disease.8
The gold standard method for the diagnosis of GBS
colonization consists of culturing vaginal or rectal
or vaginorectal swabs in a selective broth
medium.3 The use of a selective broth medium
that inhibits the growth of Gram negative bacilli
and other normal flora can increase culture
sensitivity for GBS to over 90%.6 However, the
method requires a cultivation period of about 2472 hours, which is time-consuming and may
provide a false negative result because some
bacteria like Enterococci (antagonistic
phenomenon) of the vaginal or rectal flora can
inhibit the growth of GBS.4,9
New rapid molecular based tests, such as
polymerase chain reaction (PCR), is more sensitive
and specific than other methods. The increased
sensitivities of GBS-specific PCR assays over the
culture method may be due to the presence of
nonviable GBS that could be detected by PCR but
not by culture or inability of culture to detect low
bacterial numbers and suppression of GBS growth
by Enterococcus fecalis in culture.10,11
PCR can be used to screen for the carriage of many
virulence genes including, surface protein of Group
B Streptococcus (spb1), secreted fibrinogenbinding protein (fbsB), C5a peptidase (scpB),
laminin-binding protein (lmb), á- (bca) and âsubunits of the C protein (bac), resistance to

Vol. 29, No. 1, January 2021

protease immunity protein (rib), and phageassociated gene (pag), regulatory protein (dltR)
and toxins CAMP factor (cfb), hyaluronidase (hylB)
and superoxide dismutase (sodA). Among them
cfb and scpB genes are found in all genotypes.12,13
GBS generate a unique protein, CAMP factor which
interacts with the plasma membrane of red blood
cells and other cell types. About 96% to 99% of all
human GBS isolates have been found to be positive
for the CAMP factor.14
The cfb gene encoding the CAMP factor is present
in vertually every GBS isolate and is obvious
candidate for the development of a PCR assay for
identification of GBS.13 The PCR method by
targeting cfb gene, is capable of detecting GBS
concentration as low as 100 cells per milliliter,
whereas scpB gene requires 1000 cells per
milliliter.9 So, cfb gene is a good target for detection
of GBS carriage.
Therefore this study was carried out to identify
the presence of GBS in women of 35-37 weeks of
pregnancy by culture and by molecular method
using conventional PCR targeting the cfb gene.
Materials and Methods:
This Cross sectional analytical study was conducted
from July 2018 to June 2019 in the department of
Microbiology, Sir Salimullah Medical College,
Dhaka. Study population included pregnant women
of 35-37 weeks attending at the out-patient
department of the Obstetrics and Gynaecology unit
of Sir Salimullah Medical College & Mitford
Hospital, Dhaka. Those excluded from the study
were: Pregnant woman of <35 weeks and >37
weeks of gestation, rupture of membrane at the
time of sample collection, pregnant women with
per vaginal bleeding at the time of sample
collection, patient under antimicrobial therapy or
history of intake of antibiotics during the past 2
weeks, preexisting medical disorders complicating
pregnancy, women with urinary tract infection or
vaginal infection in the current pregnancy and
patients who did not give consent for this study.
In this study, 214 samples (one sample from the
vagina and one sample from the vaginorectal) were
taken from 107 women at 35-37 weeks of
pregnancy. A questionnaire and a check list were
the tools of data collection. Data regarding age,
pregnancy history, antibiotic history were recorded
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by using a predesigned data collection form.
Informed written consent was taken from each
patient or attendant. Before collecting specimen,
each patient was interviewed and relevant
information was recorded systematically in a predesigned standard data sheet and data was
analyzed by appropriate method. The study was
approved by protocol approval committee & Ethical
review committee of Sir Salimullah Medical
College, Dhaka.
Collection of samples:
Four samples were collected from each patient
with strict aseptic precaution. Two Vaginal swabs
were obtained from the lower third of the vagina
by two sterile swab sticks. Subsequently, the swabs
were carefully withdrawn to prevent
contamination with microflora from the vulva and
introitus. First Vaginal swab was immediately
inoculated into 5 ml of Todd-Hewitt broth with 10
µg colistin/ml at bed side. Second Vaginal swab
was collected into a screw capped vial containing 2
ml of phosphate buffer saline (PBS). Then content
of the swab was released by pressing the swab
against vial wall firmly in the bed side and the
content was transferred to an Eppendorf tube.
Then two Vaginorectal swabs were obtained from
the lower third of the vagina by two sterile swab
sticks. Subsequently, the swabs were carefully
withdrawn to prevent contamination with
microflora from the vulva and introitus and the
swab was inserted 1.5 to 2 cm beyond the anal
sphincter and gently rotated to touch the anal
crypts. First Vaginorectal swab was immediately
inoculated into 5 ml of Todd-Hewitt broth with 10
µg colistin/ml at the bed side. Second Vaginorectal
swab was collected into a screw capped vial
containing 2 ml of phosphate buffer saline (PBS).
Then content of the swab was released by pressing
the swab against vial wall firmly at the bed side
and the content was transferred to an Eppendorf
tube. Then all swabs were transported to the
laboratory within 4 hours.3,12
Culture:
The swabs were inoculated into Todd-Hewitt
broth media. The Inoculated Todd-Hewitt broth
was incubated for 18–24 hours at 37°C.15 Then
subculture was done into Blood Agar media,
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MacConkey agar media and Chocolate agar
media. Blood Agar media, and Chocolate agar
media was incubated for 18–24 hours at 37°C with
5% CO2 (by using a candle jar, 5% CO2 was
generated). MacConkey agar media was
incubated for 18-24 hours at 37°C. At the end of
incubation the culture plates were examined and
appropriate colonies were subcultured for pure
isolation. If no growth was found, the plates were
incubated for an additional 24 hours and reexamined for growth of the organism. If no
growth was found on the second examination,
the plates were declared as negative.
Identification of GBS was performed based on
colony morphology, Gram stain, catalase test,
CAMP test and bacitracin sensitivity test.16
PCR:
Second vaginal and Vaginorectal swab collected in
Eppendorf tube were vortexed to make a
homogenous suspention and centrifuged at 13000
rpm for 10 minutes. Supernatants were discarded.
The deposit of the centrifuged sample was taken
for DNA extraction. DNA was extracted using
Tissue Genomic DNA Extraction Mini Kit
(FAVORGEN BIOTECH CORP, Taiwan) according
to the manufacturer’s recommendations. In order
to identify GBS, amplification of the cfb gene
(encoding the CAMP factor that is conserved in all
GBS isolates) was performed. The primers used
for PCR were as follows, with forward primer 5'TTTCACCAGCTGTATTAGAAGTA-3' and reverse
primer 5'-GTTCCCTGAACATTATCTTTGAT-3' ,
which amplified a 153 bp fragment from the GBS
cfb gene.4,10 The volume of reaction was 25 µl and
was prepared as follows: 12.5 µl master mix (one
Taq Quick load 2X Master mix, New England
Biolabs, Inc), 1 µl of each primer, 5 µl of DNA
sample and Nuclease free water 5.5 µl.
Amplification was carried out in a thermal cycler.
The cycling program was: one cycle at 94ºC for 3
minutes; 33 cycles at 94ºC for 45 seconds, 57ºC for
45 seconds, and 72ºC for 1 minute; and a final
extension cycle at 72ºC for 7 minutes. 10 The
amplicon was visualized on a 2% agarose gel stained
with ethidium bromide. The samples presenting a
153-bp amplicon were considered positive for GBS,
as shown in Figure 1.
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Figure 1: Amplified DNA of 153 bp for cfb gene of
Group B Streptococcus (Lane 8, 9).
L1 = 100 bp DNA ladder,
L2 = Positive control of Group B Streptococcus,
L 3 = Negative control (Distilled water),
L8, 9 = Positive DNA of GBS (Sample).

of the cultures compared to 42(39.25%) on the basis
of PCR of vaginal and vaginorectal swab. All
samples found positive by culture method were
confirmed to be positive by PCR assays. 31 women
had a positive result using the PCR method but
were identified as negative by culture. Overall,
Group B Streptococci were detected more by the
PCR assay than by culture. The sensitivity of the
PCR assay was 100%, and the negative predictive
value was 100%, compared with the culture results.
The specificity and positive predictive value of the
PCR assay were 67.71% and 26.19%, respectively (
Table 3). In evaluation of PCR with culture showed
that Z value was 5.21 and the result was
statistically significant. This statistical analysis was
done by Z-test of proportion.

Table I : Distribution of isolated Group B
Streptococcus in different age groups (n=107)
Age groups

Statistical analysis:
All necessary information and clinical data were
systematically recorded in a pre-designed data
collection sheet. Sensitivity, specificity, negative
predictive value (NPV) and positive predictive
value (PPV) were calculated for the PCR technique
using culture as a “gold standard test”. Data analysis
was done by SPSS version 17.
Results
Among 107 pregnant women at 35-37 weeks.of
gestation, highest frequency of Group B
Streptococcus was found in 26-30 years of age group,
among them culture positive in 5(4.67%) cases and
PCR positive in 15(14.02) cases (Table-1). GBS
colonization rate was highest among the group of
second gravida by culture 4(3.74%) cases and by
PCR 13(12.15%) cases (Table 2).
Among the 107 pregnant women at 35-37 weeks of
gestation, 11(10.28%) were identified as carriers
of Group B Streptococci on the basis of the results

Yrs

Culture

PCR

positive n(%)

positive n(%)

1 (0.94)
3 (2.80)
5 (4.67)
2 (1.87)
0 (0.00)
0 (0.00)

2 (1.87)
13 (12.15)
15(14.02)
6(5.61)
4 (3.74)
2(1.87)

<20
20-25
26-30
31-35
36-40
41-45

Table II : Frequency of Group B Streptococcus
isolation among study population according to
gravida (n=107)
Gravida
Primi
Second

Culture
positive n(%)
2(1.87)
4(3.74)

PCR
positive n(%)
12(11.22)
13(12.15)

3(2.80)
2(1.87)

9(8.41)
8(7.48)

Third
Fourth and above

Table-III: Evaluation of conventional PCR in comparison to culture (n=107)
PCR

Culture
Positive
Negative

Total

Positive
Negative

11(10.28)
00 (00)

31(28.97)
65(60.75)

42(39.25)
65(60.75)

Total

11(10.28)

96(64.49)

107(100)

P
Specificity
value
(%)
<0.05

67.71

Statistical analysis was done by Z- test of proportion, Z value = 5.21
PPV= Positive predictive value, NPV= Negative predictive value

Sensitivity
(%)
100

PPV

NPV

26.19

100
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Discussion
Streptococcus agalactiae is a leading cause of
neonatal bacterial sepsis and meningitis and the
risk of colonization in newborn rises if the mother
is heavily colonized with this bacterium. The
current guidelines have recommended the
screening of all pregnant women between 35 and
37 weeks of gestation for vaginal and/or rectal
colonization with GBS and to treat those with
positive cultures or women with risk factors.
Despite CDC recommendations to use culture as
GBS screening in pregnant women, many routine
clinical situations require a faster and more
efficient method than culture. PCR-based assays
offer promising tools for accurate and rapid
detection of GBS directly from clinical specimens.
A number of PCR assays targeting different genes
for the specific detection of GBS have been
developed. PCR assay are rapid, their sensitivity
rates varied and detection rates of GBS positive
cases ranged from 15%-80% when compared to
culture method.17
The carriage rate of GBS in pregnant women was
highest (14.02%) in 26-30 years age in this study.
Similar age group distribution were shown in
another study carried out by Bidgani et al.4 where
the predominant age group was 25-28 years. By
contrast, study of Joachim et al.18 showed that
predominant age group was 30-34 years. Some
authors reported that the distribution of isolates
from asymptomatically colonized pregnant women
was more common in sexually active women
irrespective of age.19,20 Studies carried out by
Onipede et al.21 reported increase in GBS positivity
as age increases and another study by Dzowela et
al.22 found decrease in GBS colonization as age
increases. So GBS colonization may be influenced
by multiple factors which may vary from one
geographical area to another.
In this study, GBS colonization rate was evaluated
in relation to gravida and the highest rate (12.15%)
was observed among the group of second gravida
follwed by 11.22% among the primi, 8.41% among
the third gravida and lowest 7.48% in fourth
gravida. So in this study, second gravida women
were more associated with GBS colonization. This
may be due to the fact that more women in this
study were of second gravida. To find out the actual
correlation between gravida and colonization rate
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large sample size is needed. Similar parity
distribution was shown in a study carried out by
Darabi et al.5, where highest incidence was among
the group of second gravida and primi gravida.
Another study carried out by Javanmanesh and
Eshragi 23, where colonization rate was found
greater among primi gravida women than multi
gravida women and study carried out by Orrett24
found that colonization rate was greater among
multi gravida women than primi gravida women.
A study carried out by Eren et al.25, reported that
parity was unrelated to GBS carriage. This
variation within the various parity groups can be
explained on the basis of the difference in hygienic
status of different populations.
In our study overall GBS colonization rates were
10.28% by culture and 39.25% by conventional PCR.
This study showed that GBS isolation increased
by PCR method. Studies carried out by Wollheim
et al.26 showed that GBS colonization rates were
18.4% by culture and 20.5% by conventional PCR
which is similar to this study. Bakhtiari et al. 27
and Bergeron et al.28 also showed almost similar
result. However, even being considered the gold
standard, the sensitivity of culture is low because,
to yield positive culture a certain concentration of
viable cocci is needed. Moreover growth of GBS
can be adversely affected by other bacteria, whereas
for conventional PCR viable cocci is not needed
and minimum concentration of cocci DNA can be
amplified to diagnose GBS infection.
Considering culture as gold standard, the sensitivity
of PCR from both vaginal and vaginorectal swab
was 100%, specificity was 67.71%. This indicates
that the conventional PCR is therefore, very useful
as a screening method. It is important to consider
that the culture may provide false negative result
which may lead to a more serious consequence for
the patients. Studies conducted by Wollheim et al.26
where the sensitivity of PCR was 100% which is
similar to this study and specificity was 95.6% which
is higher than this study. In this study negative
predictive value was 100%, it indicates that all
samples with negative results are truly negative
and therefore provides definitive evidence on which
mothers do not require intrapartum antibiotic
prophylaxis. The gold standard performance affects
the positive predictive value parameter.
Consequently, in this study positive predictive
value was 26.19%.
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A proper screening technique in pregnant women
is highly efficacious for management of early onset
GBS disease and preventing neonatal death. The
management strategy depend on various factors
such as risk factors in pregnant women,
percentage of GBS carrier, local resources and
available laboratory facilities. Use of a suitable
screening test with quick result and higher
accuracy will definitely play an important role in
effective treatment and decreasing neonatal
mortality and morbidity.
Conclusion
The findings of the present study revealed that
the carrier rate of GBS was 10.28% by culture and
39.25% by conventional PCR. The sensitivity of
conventional PCR was 100% whereas specificity
was 67.71%. So PCR is more efficient method for
GBS screening, allowing for optimal identification
of women who should receive intrapartum
antibiotic prophylaxis to prevent newborn
infection. Yet, the cost-effectiveness of such PCR
tests need to be more elucidated by further studies
to see if it can be used as a routine screening
method.
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Background: Eclampsia is defined as the development of seizures that cannot be attributed
to other causes and /or unexplained coma during pregnancy or puerperium in a woman
with pre-eclampsia. Eclampsia is a preventable and treatable cause of maternal
morbidity and mortality with poor feto maternal outcome in developing countries.
Objective: To find out the feto maternal outcome of eclamptic patients.
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Methodology: The study was a cross sectional observational study conducted in different
private Hospitals in Dhaka City over a period of 3 years from 1st January 2017 to 31st
December 2019. Total 100 patients were included in the study. Inclusion criteria were
patients with diagnosis of antepartum, intrapartum and postpartum eclampsia. Exclusion
criteria were all cases other than clinically confirmed eclampsia and preeclampsia.
Results: More than half (51.0%) patients had unconsciousness, 33(33.0%) had raised
BP. Majority 41(41.0%) patients had pulmonary edema, 18(18.0%) had CVA, 7(14.0%) had
HELLP syndrome. Mean hospital stay was 10.1±2.1 days. Majority of patients 45(45.0%)
had recovered and 5(5.0%) had died. Majority 67(67.0%) patients were male. Alive babies
were found 77(77.0%) and stillbirth 23(23.0%). Referred to NICU was found 56(56.0%).
Prematurity was found 38(67.9%), feeding problem 34(60.7%), ventilator support 21(37.5%)
and jaundice 4(7.1%). Majority 42(42.0%) patients had jaundice, 35(35.0%) had respiratory
distress.
Conclusion: Unconsciousness and raised BP was common maternal morbidity. Maternal
complications were pulmonary edema, CVA, HELLP syndrome and acute renal failure.
More common fetal morbidity was jaundice, respiratory distress, convulsion and septicemia.

Introduction
Eclampsia is a major cause of maternal and
neonatal morbidity and mortality in low and middleincome countries.1 Eclampsia is defined as the
development of seizures that cannot be attributed
to other causes and /or unexplained coma during
pregnancy or puerperium in a woman with preeclampsia.2 The incidence of eclampsia and its
complication is high. It is one of the leading cause

of maternal mortality in Bangladesh accounting
about 20%.3 This is also associated with poor
perinatal outcome.3
The case fatality rate (number of deaths/number
of cases) of eclampsia ranges from 0-1.8%
in high-income countries up to 17.7% in India.4
These data highlights the impact of the
socioeconomic standard and availability of medical
facilities on the magnitude of the problem.4
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Eclampsia has been reported as number one killer
in terms of maternal mortality in recent years in
various studies.5,6 Cardiac failure, pulmonary
edema, aspiration pneumonia, cerebral
hemorrhage, acute renal failure, cardiopulmonary
arrest, adult respiratory distress syndrome,
pulmonary embolism, postpartum shock and
puerperal sepsis are thought to be the cause of
maternal death in eclampsia.1
Similarly prematurity, intrauterine asphyxia,
effects of drugs and trauma during delivery may
increase perinatal mortality up to the extent of
1 about 30-50%.7
Eclampsia is a preventable and treatable cause
of maternal morbidity and mortality with
poor feto-maternal outcome in developing
countries. The delay in early recognition of the
problem, transportation to proper health facility
and getting proper expert care are major hurdles
to reduce complications.8 Although all cases of
eclampsia are not preventable but we can improve
maternal and fetal outcome by good antenatal care,
early detection of sign and symptoms of
preeclampsia, prompt treatment and timely
termination of pregnancy.
Materials and methods:
The study was a cross sectional observational study
conducted in different privet Hospital in Dhaka
City over a period of 3 years from 1st January 2017
to 31st December 2019. Total
100 patients were included in the study. Inclusion
criteria were patients with diagnosis of antepartum
eclampsia, intrapartum and post partum
eclampsia. Exclusion criteria were all cases other
than clinically confirmed eclampsia and
preeclampsia. A consecutive sampling was done
to include required number of patients. The
demographic, anthropometric, obstetric and clinical
variable, management, complication, fetal
outcome, cause of referral and perinatal outcome
were included in the study. Before data collection
Keeping compliance with Helsinki Declaration for
medical research involving Human subjects 1964,
the study subjects were informed verbally about
the study design, the purpose of the study and their
right from withdrawing themselves from the
study at any time, for any reason, what so ever.
To manage convulsion anticonvulsants were
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used. Inj. MgSO4 where patellar reflexes were
present, respiratory rate was >16 br/min and
urine output > 30ml/hour. If these criteria were
not met, then other anticonvulsant like diazepam
was used. A structured data collection form was
developed containing all the variables of interest,
which was finalized following pretesting. Data were
collected by interview, observation and clinical
examination. Data were processed and analyzed
using SPSS ver-23 (Statistical Package for Social
Sciences). The test statistics used to analyze the
data were descriptive statistics. The summarized
data were presented in the form of tables.
Results
Table I shows that majority 60(60.0%) patients
belonged to age group 21-30 years with mean age
22.7±3.5 years. Majority 61(61.0%) patients came
from urban area. Three fourth (75.0%) patients
were housewives, 22(22.0%) patients were service
holder and 3(3.0%) were day laborer. Most of the
patients came from lower economic status
60(60.0%). Table II shows that majority 71(71.0%)
patients were primigravida. More than three fourth
(77.0%) patients had unbooked. Majority 58(58.0%)
patients had gestational age <37 weeks. Regarding
type of eclampsia 83(83.0%) patients had
antepartum, 5(5.0%) had intrapartum and
12(12.0%) had postpartum. Regarding mode of
delivery, 39(39.0%) had normal vaginal delivery
and 61(61.0%) had cesarean section. Table III shows
that more than half (51.0%) patients had
unconsciousness, 33(33.0%) had raised BP,
17(17.0%) had high temperature and 11(11.0%) had
persistent proteinuria. Table IV shows that
majority 41(41.0%) patients had pulmonary edema,
18(18.0%) had CVA, 7(14.0%) had HELLP syndrome
and 5(5.0%) had acute renal failure. Mean hospital
stay was 10.1±2.1 days. Majority 45(45.0%) patients
had recovered and 5(5.0%) had died. Table V shows
that majority 67(67.0%) patients were male. Alive
babies were found 77(77.0%) and still birth
23(23.0%). Mean weight of baby was 2.3±0.4 kg.
Referred to NICU was found 56(56.0%). Table
VI shows that prematurity was found 38(67.9%),
feeding problem 34(60.7%), ventilator support
21(37.5%) and jaundice 4(7.1%). Table VII
shows that majority 42(42.0%) patients had
jaundice, 35(35.0%) had respiratory distress,
6(6.0%) had convulsion and2(2.0%) had
septicemia.
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Table I: Socio-demographic characteristics of
the study patients (n=100)
Variables

Frequency

Percentage

Age (years)

Table-III: Distribution of the study patients by
postpartum morbidity (n=100)
Postpartummorbidity

Frequency Percentage

Unconscious

51

51.0

d”20

37

37.0

High temperature

17

17.0

21-30

60

60.0

Raised BP

33

33.0

>30

3

3.0

Persistent proteinuria

11

11.0

Mean±SD

22.7±3.5

Residence
Urban

61

61.0

Rural

39

39.0

Housewife

75

75.0

Service holder

22

22.0

Day laborer

3

3.0

Lower

60

60.0

Middle

37

37.0

High

3

3.0

Occupational status

Socio-economic status

Table-II: Clinical characteristics of the study
patients (n=100)
Variables

Table IV: Complication developed of the
patients (n=100)
Complication
Acute renal failure

5

5.0

CVA

18

18.0

HELLP syndrome

7

14.0

Pulmonary edema

41

41.0

Hospital stay(mean±SD) day

Percentage

Primi

71

71.0

Multi

29

29.0

Unbooked

77

77.0

Booked

23

23.0

Gravidity

Booking status

10.1±2.1

Condition of mother
Recovered

45

45.0

Died

5

5.0

Table-V: Distribution of patients by fetal
outcome (n=100)
Fetal outcome

Frequency

Frequency Percentage

Frequency Percentage

Sex
Male

67

67.0

Female

33

33.0

Alive

77

77.0

Still-born

23

23.0

Weight of baby

2.3±0.4

(mean±SD) kg

Gestational age (weeks)

Referred to NICU

56

56.0

<37

58

58.0

>37

42

42.0

Antepartum

83

83.0

Intrapartum

5

5.0

Causes of referral

Postpartum

12

12.0

Prematurity

38

67.9

Feeding problem

34

60.7

Normal vaginal delivery 39

39.0

Ventilator support

21

37.5

Cesarean section

61.0

Jaundice

4

7.1

Types of eclampsia

Mode of delivery
61

Table-VI: Distribution of patients by causes of
referral (n=56)
Frequency Percentage
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Table - VII : Distribution of patients by perinatal
morbidity (n=100)
Perinatal morbidity

Frequency Percentage

Septicemia

2

2.0

Convulsion

6

6.0

Respiratory distress

35

35.0

Jaundice

42

42.0

Duration of hospital
stay (days)

4.6±1.5

Discussion
In this study observed that the majority 60(60.0%)
patients belonged to age group 21-30 years
with mean age 22.7±3.5 years. Begum et al.
reported that the mean age of patient was 20.6±4.4
years and the lowest & highest ages were 15 and
32 years respectively. In Haque and Thapa
study, the incidence of eclampsia was highest in
the younger age group i.e. 58.7% from age group
of 21-30 years and 36.96% from age less than 20
years of age.9 Raji et al. also found similar
observation maximum number of cases 115
(78.8%) were in the age group between 20-25 years,
while 22 (15.1%) were having age of < 19 years, 6
(4%) were in the age group between 25- 30 years
and 3 (2%) were in the age between 31-40 years.10
In this study majority 61(61.0%) patients came from
urban area. Haque and Thapa study found rural
area patients was 26(56.52%) and urban area
was 20(43.48%).9 Begum et al. also observed nearly
20% of patients were urban resident, 31.3%
suburban, 41.6% rural and 8.3% slum.11
In this study most of the patients came from lower
economic status 60(60.0%). Similar observation was
found Begum et al. they showed two-third 67%) of
the patients was poor and rest 33% belonged to
lower middle class.
In this study observed that majority 71(71.0%)
patients were primigravida.11 In study of Haque
and Thapa observed majority of patients i.e.
34(73.91%) were primigravida. 9 Gautam
(Bhattarai) et al.12 found 61.3% of their study
samples were primigravida. The finding demands
regular and compulsory screening of young
pregnant woman especially primigravida for
preeclampsia/eclampsia. In Raji et al.10 study,
126 (86%) were referred cases. Most of the cases
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101 (69.2%) were primigravidae, 40 (27.4%) had
parity in the range of 2-4, while 5 (3.4%) had parity
between P5 and P6. In current study more than
three fourth (77.0%) patients had unbooked. Haque
and Thapa study reported Out of 46 eclampsia
patients, only 10(21.74%) had antenatal booking
and 36(78.26%) were unbooked cases. It was
noticed that 78% of women who developed
eclampsia were unbooked that means they had
not received antenatal check up.9
Ghimire S. documented 97% women who
developed eclampsia had not received antenatal
47 check up.8 Duhan L. et al found 96% of cases
were unbooked.7 Lack of antenatal care is a serious
concern and appropriate steps are to be taken by
the government to tackle with the menace of
eclampsia. Routine screening methods during
antenatal check up helps to identify potential
eclamptic women but eclampsia may not always
be predictable and preventable.13 Raji et al. also
reported their booking status showed 100 (68.49%)
cases were unbooked and the remaining 46 (31.51%)
cases were booked. 100 (68.49%) cases had no
preparation for upcoming event indicating lack of
antenatal care indirectly.10
In this study showed that majority 58(58.0%)
patients had gestational age <37 weeks. Begum et
al. reported that the mean gestational age (±SD)
was 30.65±2.38 weeks, and the range was 24-34
weeks which is almost consistent with our study.
11 Haque and Thapa observed 28(60.87%) cases
were presented at gestational age less than 37
week.9 Raji et al. study it was observed that 44
(37.6%) cases presented at gestational age of 31-36
weeks, while 63 (53.85%) had gestational age of
37-40 weeks. Those who were at 24-30 weeks of
gestation constituted 10 (8.55%).10
Regarding type of eclampsia 83(83.0%) patients had
antepartum, 5(5.0%) had intrapartum and
12(12.0%) had postpartum. Lopez14 conducted a
similar study and reported that 97,4% of the
patients with antepartum eclampsia. Ikechebelu15
also noted intrapartum eclampsia in majority
82.4% of the cases. Haque and Thapa reported
antepartum eclampsia was 42(91.3%) and
postpartum 4(8.7%).9 Ghimire S found in 83%
of her 4 patients had antepartum eclampsia,8
Chaudhary found it in 3 70% of cases. This finding
suggests importance of antenatal screening during
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pregnancy.16 Raji et al. observed among 146
cases, 113 (77.4%) cases were antepartum
eclampsia, 4 (2.7%) were intrapartum eclampsia
and 29 (19.9%) cases were postpartum eclampsia.10
Regarding mode of delivery, 39(39.0%) had normal
vaginal delivery and 61(61.0%) had cesarean
section. Begum et al.11 about 38% of patients
underwent vaginal and 62.5% caesarean delivery.
Chen17 observed that 8.1% patients required
assisted vaginal deliveries and 12.9% had normal
deliveries. Haque and Thapa reported half of the
patients underwent Cesarean section for delivery
and 4(8.7%) required assisted delivery.9 The
percentage of ceasarian section required in
eclamptic women was reported 55.31% by
Chaudhary et al. and 45% by Sunita et al.16,18 In
this study observed that more than half (51.0%)
patients had unconscious, 33(33.0%) had raised BP,
17(17.0%) had high temperature and 11(11.0%) had
persistent proteinuria. Begum et al. reported
about 57% of mothers were remained unconscious
due to cerebral irritation, 39.6% had high
temperature, and 70.8% had raised blood
pressure and 27.1% persistent proteinuria.11
Odum19 reported 57% of the patients to be
unconscious. Twenty seven 56.3% of patients
delivered within 10 hours of first convulsion and
43.8% 10 hours of convulsion. About 38% of
patients experienced vaginal delivery and 62.5%
required caesarean. About 57% of patients were
unconscious, 39.6% and high body temperature,
70.8% raised blood pressure and 27.1% persistent
proteinuria.
In current study that majority 41(41.0%) patients
had pulmonary oedema, 18(18.0%) had CVA,
7(14.0%) had HEELP syndrome and 5(5.0%) had
acute renal failure. Mean hospital stay was 10.1±2.1
days. Majority 45(45.0%) patients had recovered
and 5(5.0%) had died. Begum et al. reported 6.3%
developed acute renal failure, 16.7% CVA, 14.6%
HELLP syndrome, 39.6% pulmonary oedema.
Mean hospital stay was 9.5 ± 3.3 days. Majority
93.8% of the patients recovered and 6.3% died due
to pulmonary oedema, cerebrovascular
accident.11
Katz20 reported that acute renal failure was 59%, pulmonary oedema 3-5%, DIC 3-5%, HELLP
syndrome 10-1%, and death 0.5-2%. Haque and
Thapa9 study found that 1/3 of patients developed
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eclampsia related complications commonly being
atonic postpartum heamorrahge in 15.21%,
psychosis in 8.71% and acute renal failure in 4.35%
etc. There were total two deaths (4.35%) due to
eclampsia related complications. One patient died
due to aspiration pneumonia and another due to
cerebro vascular accident. Total maternal death
during the study period were 8 and eclampsia
contributed 25% in total maternal mortality
during study period. Similar findings were
reported in other studies done in Nepal and in
India. Duhan et al.13
reported maternal
complications in 37% patients which were Abruptio
placenta (6%), ARF (6%), pulmonary edema
(4%), stroke (3%), HELLP syndrome (2%) and 7
DIC (1%). They reported 6% maternal
mortality among 7 patients with eclampsia. Similar
maternal outcome was 8 4 12 mentioned by Sunita
T.H., Ghimre S. and Shakya et.al.8,18,21 Raji et
al. reported nine out of 146 cases were died. 35
(24%) cases developed complications like ARDS in
8 (5.47%), pulmonary oedema in 2 (1.36%), CVA 6
(4.1%), DIVC 1 (o.68%), renal failure 3 (2.05%),
abruptio placenta 6 (4.10%), HELLP syndrome 5
(3.42%), ARF with DIVC 1 (0.68%), HELLP with
IVH 1 (0.68%) and HELLP syndrome with acute
kidney injury 2 (1.36%).10
In this study, majority 67(67.0%) were male
babies. Alive babies were found 77(77.0%) and still
birth 23(23.0%). Mean weight of baby was 2.3±0.4
kg. Referred to NICU were found 56(56.0%).
Begum et al.11 reported 25% stillborn due to
intrauterine asphyxia. The mean weight of baby
was 2.2 ± 0.3 kg. Twenty six 54.2% neonate were
referred to neonatal intensive care unit. Begum8
observed that 32 babies 62.7% with birth weight
2.02±45 kg were born alive. Six of them 18.75%
weighing between 1.0 and 1.5 kg a birth were
referred to the intensive care unit, and 1 3.13%
weighing at 1 kg died within 5 minutes afterbirth.
Raji et al.10 reported fetal outcome is concerned,
alive born babies were 110 (75.64%) and 36
(24.66%) were dead born. The observations
regarding birth weight of newborn babies were
recorded. 66 (60%) babies had <2.5kg, 33 (30%) had
birth weight between 2.5-3kg, 11(10%) had weight
>3kg. Perinatal mortality rate was 44.52%. Haque
and Thapa study observed, it was found
that 28(60.86%) newborn were preterm and
26(56.52%) were low birth weight. Three (6.5%)
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were still born and 2(4.35%) were macerated
babies.9
In this study showed that prematurity was
found 38(67.9%), feeding problem 34(60.7%),
ventilator support 21(37.5%) and jaundice 4(7.1%).
Begum et al. reported about 70.4% of baby referred
for prematurity, followed by 63% for feeding
problem, 44.4% for ventilator support and 7.4%
for jaundice.11
In this study observed that majority 42(42.0%)
patients had jaundice, 35(35.0%) had respiratory
distress, 6(6.0%) had convulsion and 2(2.0%) had
septicemia. Raji et al.10 reported among live birth
29 babies died. 12 (41.38%) died due to prematurity
and septicaemia, 9 (31.03%) babies died due to
prematurity and respiratory distress syndrome, 4
(13.8%) died due to birth asphyxia and 4 (13.8%)
died due to IUGR/meconium aspiration syndrome.
Begum et al.11 also reported 41.7% of babies
had jaundice, 2.1% septicaemia, 6.3% convulsion,
33.3% respiratory distress. The man duration
of stay in NICU was 4.7± 1.6 days. About two
third 65% of babies recovered and 35% died. Cause
of death was asphyxia and prematurity.
Conclusion:
Eclampsia was commonly observed in lower
economic status, primigravida and lacking of
antenatal care. Unconsciousness and raised BP
were common maternal
morbidities. Maternal
complications were pulmonary edema, CVA,
HELLP syndrome and acute renal failure. More
common fetal morbidity was jaundice, respiratory
distress, convulsion and septicemia. Maternal
and fetal complications in eclampsia are notably
high requiring management at tertiary care
centre. There is an urgent need for proper
antenatal care, intensive monitoring of women
with eclampsia and timely hospitalization to
improve both the maternal and fetal outcome.
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Objective: The aim of this study was to observe the early surgical outcomes of laparoscopic
hemicolectomy (LH) and open resection (OR) for right hemicolectomy for carcinoma of the
colon.
Methods: This study was performed in the Department of Colorectal surgery of Bangabandhu
Sheikh Mujib Medical University, Dhaka from July 2017 to June 2018 to find out the early
surgical outcome in 28 cases. These cases were consecutively selected irrespective of age and
sex. The study population was divided into LH group were 14 (50%) patients and in OR
group were 14(50%) patients. Patients who underwent operations on an emergency basis and
benign diseases were excluded. Data on the patients’ demographics, operative details, and
postoperative complications were collected prospectively. The outcomes of patients with
laparoscopic resection were compared with those of patients with open surgery.
Results: In this study, in both group male were predominant; in laparoscopic hemicolectomy
(LH) group male was 9(64.3%) and in open right hemicolectomy (OR) male was 10 (71.43%)
(p>0.05). The mean ±SD ages of LH and OR groups were 48 ± 7.90 and 53 ± 10.79 respectively
groups (p>0.05). The site of tumours are more in Caecum in both LH 7(50.0%) and OR
group 5(35.7%) followed by ascending colon LH (4 (28.6%) and OR group 5(35.7%)
respectively. In both groups, most of the tumors were in stage-III and Grade II was more in
both LH 13(92.86) and OR group 11(78.6%) respectively. In this study we have shown that
wound complication in LH group was 4(28.6%) and OR group was 7(50.0%) followed by
Ileus 2(14.3%) in LH group, 4(28.6%) in OR group respectively. There was anastomotic
leakage, intraabdominal sepsis and reopen 1 (7.1%) only in OR group but absent in LH
group (p>0.05). The median hospital stay was less than for the OR group (6.9 ± 0.99 dd vs
10.6 ±2.38; P < 0.001). The median Timing of first defecation (4.1 ± 0.88 dd vs 4.85 ±1.56; P
= 0.149; NS) was less than for the OR group (6.9 ± 0.99 dd vs 10.6 ±2.38; P < 0.001). Most of
the patients 8(57.1%) mild pain and 6 (42.9%) moderate pain in LH group whereas most of
the patients 10 (71.4%) had moderate pain and 4 (28.6%) had severe pain in OR group.
Pathological outcome of LH and OR Groups during surgery achieved an adequate number
of lymph nodes harvested (15.50± 5.50 vs. 10.85± 2.57; statistically significant (p<0.05).
Conclusion: Laparoscopic right hemicolectomy is a safe option for cancers of the right
colon. In this study we have shown that wound complications, ileus , operating time , time
of first stool, length of hospital stay and pain, harvested Lymph node were significantly
less in the LH than in the OR group. However, conversion to open from LH was associated
with a longer hospital stay and possibly higher morbidity.
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Introduction:
Colorectal cancer (CRC) survival rates have
substantially improved in the last decades, mostly
due to the evolution of screening techniques,
development of chemotherapy medication,
improved radiotherapy treatments, and the
sophistication of surgical techniques and
postoperative care. The central point of the
treatment is the adequate resection of the primary
tumor.1 Since its introduction, the minimally
invasive approach has been rapidly becoming the
preferred treatment of surgical digestive diseases
due to a number of reasons like reduced
postoperative pain, hospital stay; daily activities
return time, decreased morbidity rates, and
aesthetics2. However, in colorectal surgery, the
adoption of laparoscopy was slower, given that,
unlike other laparoscopic operations, it is a
technique that requires advanced skills and
equipment. As an abdominal incision would still
be needed for the extraction of the specimen, the
technique was seen to offer a few advantages over
open procedures.3 Currently, the laparoscopic
approach is being expanded to colorectal
procedures, especially in the treatment
of diverticular disease, colorectal polyps,
inflammatory bowel disease, colon endometriosis,
and rectal prolapse, promoting a reduction in the
levels of complications, pain, and length of hospital
stay, while improving the quality of life of patients.4
Unlike benign diseases, the use of laparoscopy in
the treatment of CRC has been receiving a slower
acceptance as the objects of study in these cases
do not limit themselves to those mentioned before,
but must include oncologic resection such as the
longitudinal and circumferential margins, number
of resected lymph nodes, recurrence, and overall
and disease-free survival rates. 5 The
laparoscopic colectomy has been accepted because
of smaller wounds, limited ileus, earlier
resumption of dietary intake, and shorter hospital
stay compared to open surgery6,7 Moreover, the
laparoscopic colon resection for the malignant
disease has been accepted since a largescale multicenter prospective randomized trial
reported the oncologic safety of the laparoscopicassisted colectomy for colon cancer. 8,1 Many
studies have been published aiming at studying
specifically the colorectal laparoscopic surgery in
CRC. The multicentre CLASSIC, COST, COLOR,
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and the Barcelona study have been gradually
presenting similar oncological results between open
and laparoscopic surgeries. Initially, these studies
reaffirmed the superiority of the laparoscopic
technique regarding postoperative pain, recovery
of peristalsis, length of hospital stay, return time
to usual activities, and the number of complications
even though they presented significantly higher
operating times. However, until the beginning of
the last decade, the observation intervals were not
long enough to safely analyze the oncological
criteria in the medium and long-term, and the first
publications still feared to recommend the use of
laparoscopic surgery for the treatment of CRC.912 The preliminary publication of the study COST
in 2002, which analyzed initial surgical results and
postoperative quality of life, postulated that the
laparoscopic procedure should not be offered to
patients with CRC.10 On the other hand, the 2004
meta-analysis already presented by Abraham,
Young, Solomon suggested that better results of
the laparoscopic surgery concerning reduced pain,
less morbidity, faster recovery, and early hospital
discharge, besides the fact of not compromising
oncological principles. 13 As soon as other
multicenter and randomized studies started to give
strength to the scientific evidence, there was a
worldwide increased in the use of the laparoscopic
approach for the treatment of colorectal
neoplasms. 14,15 Jacobs et al first reported his
successful laparoscopic colectomy in 1991.14 The
advantages of laparoscopic colectomy, which
include reduced requirements for analgesics, a
lower incidence of wound infection, earlier
resumption of a regular diet, faster return of bowel
function, and normal everyday activities, and a
shorter hospital stay, have been well
documented. 17-19 However, whether these
advantages can be weighed against the potential
disadvantages of a longer operating duration,
probably reduced tumor clearance rate due
to limited operating view or loss of tactile sensation
during the procedure, increased equipment costs,
and most importantly the potential increased
morbidity or mortality associated with conversion
have not been adequately assessed. There has also
been controversy about the application of
laparoscopic resection for malignancy. The
majority of studies on laparoscopic colectomy include
a heterogeneous group of patients who underwent
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different operative procedures and compared
patients with benign and malignant disease in a
single study.21,22 The present study was designed
to compare the early surgical outcomes of
laparoscopic right hemicolectomy (LRH) resection
and open right hemicolectomy (ORH) resection for
carcinoma colon. The study aims were to review
the early outcomes of patients who received
laparoscopic right hemicolectomy for carcinoma of
the cecum, ascending colon, and hepatic
flexure and to compare the results with those of
open surgery. The main objective was to compare
operative duration, cardiac, pulmonary, and
urological complications, the return of bowel
function hospital stay, postoperative pain, wound
complications, and harvested lymph nodes.
Materials and Methods:
This interventional study was performed in the
Department of Colorectal surgery of Bangabandhu
Sheikh Mujib Medical University, Dhaka from July
2017 to June 2018 to find out the early surgical
outcome in 28 cases. Their informed written
consent was taken in a consent form before
collecting data. Proper permission was taken from
the concerned departments and local ethical
committee. These cases were consecutively
selected irrespective of age and sex. Criteria for
entry into the study were the patients were
included who had only confirmed carcinoma cecum,
ascending colon or hepatic flexure that underwent
and elective operation of either open or
laparoscopic right or extended right hemicolectomy. Patients who underwent operations on
an emergency basis and benign disease were
excluded. The study population was divided into
LH group were 14 (50%) patients and in OR group
were 14(50%) patients. Data on the patients’
demographics, operative details, and postoperative
complications were collected prospectively. The
outcomes of patients with laparoscopic resection
were compared with those of patients with open
surgery.
Exploratory data analyses were carried out to
describe the study population where categorical
variables were summarized using two-sided twosample unequal-variance t test. Qualitative data
from the two groups will be compared using Chi
square test while quantitative data will be
compared using t-test. The statistical terms will
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be included in this study are mean, standard
deviation, percentage. All statistical analysis were
performed using SPSS-25, 2018 for Windows (SPSS
Inc., Chicago, Illinois, USA) level of significance
was set at .05 and p-value <0.05 was considered
significant.
Surgical technique:
The principle cancer surgeries, which include en
bloc resection, adequate lymphadenectomy with
ligation of lymphovascular pedicles, and clear
resection margins, were followed up for both open
and laparoscopic resections. The patients received
mechanical bowel preparation with polyethylene
glycol electrolyte solution the day before the
operation, and intravenous antibiotics were
administered at the time of anesthesia. In the case
of laparoscopic resection and a 10 mm trocar was
inserted under direct vision. Pneumoperitoneum
was established and maintained with carbon dioxide
at a pressure of about 12mm Hg. Three other
trocars were then inserted under direct vision.
Mobilization of the right colon and hepatic flexure
was performed intracorporeally with ultrasonic
dissection. Hand-assisted devices were not used
during surgery. The vessels were controlled with
non absorbable clips and divided close to their
origins. A small incision at the umbilical port was
made, and the mobilized colon was retrieved out of
the peritoneal cavity under wound protection.
Transaction and iso/anti peristaltic anastomosis
were performed extracorporeally.
Demographic data including sex, age, and the
American Society of Anesthesiology class;
intraoperative parameters including blood loss and
duration of surgery; postoperative outcome
measures, such as the time to resumption of a
normal diet and bowel function, duration of hospital
stay, overall morbidity and mortality rate; and
follow-up data were collected prospectively.
Comparisons between the 2 groups were
performed on an intention-to-treat basis. The
intended results of treatment, the likelihood of the
adverse outcome occurring, and the presence or
absence of a medical error causing it, are irrelevant
in identifying an adverse outcome.
Results and observations:
A Non-randomized clinical trial was conducted in
the Department of Colorectal Surgery of
Bangabandhu Sheikh Mujib Medical University
(BSMMU), Dhaka.
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Table I shows the distribution of the study
population in two groups by sex. In both group
male are predominant, Experimental Group male
was 9 (64.3%) and in Control Group male was 10
(71.4%).There is no statistically significant
difference in sex between the groups (p>0.05).

Table I. Sex distribution in both groups of study
population
Sex
Group
p value¥
Experimental
Control
Group n (%)
Group n (%)
Male
9 (64.3)#
10 (71.4)
Female 5 (35.7)
4 (28.6)
Total
14(100.0)
14 (100.0)
0.680
¥ Chi-square

test is done to measure the level of
significance; NS = not significant
#Figure within parentheses indicates in percentage.

Table II shows the age distribution of the patients
in two groups. In Experimental Group most of the
study population 7(50.0%) were in age group 41-50
followed by 3 (21.4%), 3 (21.4%) and 1(7.2%) were
in age group 31 – 40, 51-60 and e”61 respectively.
In Control Group most of the study population 6
(42.9%) were in age group 51 – 60andfollowed by
3(21.4%), 2(14.3%) and 3(21.4%) were in age group
31 – 40, 41 – 50, and > 61 respectively. The mean±
SD ages of Experimental Group and Control Group
groups are 48 ± 7.90and53 ± 10.79 respectively.
There is no statistically significant difference in
age between the groups (p>0.05).
Table II. Age distribution in both groups of the
study population
Age

Group

p

Experimental

Control

Group n (%)

Group n (%)

31 – 40

3 (21.4)#

3 (21.4)

41 – 50

7(50.00)

2 (14.3)

51-60

3 (21.4)

6 (42.9)

> 61

1(7.2)

3 (21.4)

Total

14 (100.0)

14 (100.0)

Mean ± SD

48 ± 7.90

53 ± 10.79

value¥
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In Table III shows Site of tumour, in two groups of
the study population. Tumours are more in
caecum in both Experimental Group 7(50.0%) and
Control Group 5(35.7%) respectively. But in
Experimental Group tumors in Ascending colon
were 4(28.6%) and Control Group 5(35.7%). There
is no statistically significant difference in grade of
the tumor between the groups (p>0.05).

Table III. Showing location of the tumor in
both groups of the study population
Group
p¥
Experimental Control
value
Group n (%) Group n (%)
5 (35.7)
7(50.00)#

Location of
tumor
Caecum

Ascending colon

4 (28.6)

5 (35.7)

Hepatic ûexure

1(7.1)

2 (14.3)

Transverse colon 2(14.3)

2(14.3)

Appendix

0 (00.0)

0(00.)

14 (100.0)

14 (100.0)

Total

0.855

¥Chi-square
#Figure

test is done to measure the level of significance
within parentheses indicates in percentage.

Table IV. Showing staging of the tumor in both
groups of the study population
Staging of
tumor

p¥

Group
Experimental

*ORN (%)

value

Group N (%)
0(00)#

0(00)

cT-II

3 (21.4)

5 (35.7)

cT-III

11 (78.6)

9 (64.3)

cTIV

0(00)

0(00)

Total

14 (100.0)

14 (100.0)

cTI

¥ Chi-square

0.403

test is done to measure the level of

significance
#Figure

0.189

¥t-test was done to measure the level of significance
#Figure within parentheses indicates in percentage.

within parentheses indicates in percentage.

In Table IV shows Staging of tumour, in two groups
of the study population. In both groups cTIII are
more in both Experimental Group 11 (78.6%) and
Control Group9 (64.3%) followed by cTII4 (28.6%)
in Experimental Group and 5 (35.7%) in Control
Group respectively. There is no statistically
significant difference in grade of the tumor between
the groups (p>0.05).
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In Table V shows Grading of tumor, in two groups
of the study population. In both groups Grade II
are more in both Experimental Group 13(92.9%)
and Control Group 11(78.6%) followed by Grade I
1(7.1%) in Experimental Group and 2 (14.3%) in
Control Group but only Grade III 1(7.1%) in Control
Group respectively. There is no statistically
significant difference in grade of the tumor between
the groups (p>0.05).
Table V. Showing grading of the tumor in both
groups of the study population
Grading of
Group
tumor
Experimental
Control
Group N (%)
Group N (%)
Grade I
1(7.1)#
2 (14.3)
Grade II

13(92.9)

11( 78.6)

Grade III

0(00)

1(7.1)

Grade IV

0(00)

0(00)

14 (100.0)

14 (100.0)

Total
¥ Chi-square

p¥
value

0.472

test is done to measure the level of

significance
#Figure

within parentheses indicates in percentage.

In Table VI shows Post-Operative Nonsurgical
Immediate Complications, in two groups of the
study population. In both groups Pulmonary
complication are more in both 5 (35.7%) and
Control Group 4 (28.6%) followed by Urological
complication are 1(7.1%) in Control Group
respectively. There is no statistically significant
difference post-operative immediate nonsurgical
complications between the groups (p>0.05).
Table VI. Showing Post-Operative Immediate
Nonsurgical Complications of Laparoscopic
hemicolectomy vs Open Resection Groups
Post-operative
Immediate
Nonsurgical
Complications
Cardiac
Pulmonary
Urological
Deep Vein
Thrombosis
¥ Chi-square

Group
Experimental Control
Group N= 14 Group
N= 14
#
0 (0.00)
0 (0.00)
5 (35.7)
4 (28.6)
1 (7.1)
0 (0.00)
0 (0.00)
0 (0)

p¥
value

0.686
0.541
0.390

test is done to measure the level of
significance
#Figure within parentheses indicates in percentage.

In Table VII shows Post-Operative early surgical
complications, in two groups of the study
population. In both groups wound complication are
more in both group; Experimental Group was
4(28.6%) and Control Group was 7(50.0%) followed
by Ileus 2 (14.3%) in Experimental Group, 4(28.6%)
in Control Group respectively. There was
anastomotic leakage, intraabdominal sepsis and
reopen 1 (7.1%) only in Control Group but absent
in Experimental Group. There is no statistically
significant difference in post-Operative early
surgical complications between the groups (p>0.05).
Table VII. Showing Post-Operative early
surgical complications of Laparoscopic vs.
Open Resection Groups
Post-operative
Group
early surgical
* LH
complications
N=14
Wound complications 4 (28.6)#
Anastomotic leakage
0 (0)
Intraabdominal sepsis 0 (0)
Ileus
2 (14.3)
Reopen
0

Control
Group
N=14
7(50.0)
1 (7.1)
1 (7.1)
4 (28.6)
1(7.1)

p¥
value
0.115
0.309
0.390
0.190
0.390

¥Chi-square
#Figure

test is done to measure the level of significance
within parentheses indicates in percentage.

In Table: VIII showing Short-term Clinical outcome
of Experimental Group and Control Group during
surgery were listed. Both groups Experimental
Group &Control Group achieved a Median operative
time (153.5 ± 7.14 min vs 116 ±9.040 min; P = <0.001;
Significant) were statistically comparable in both
groups. Timing of first defecation (4.1 ± 0.88 dd vs
4.85 ±1.56 ; P = 0.149 ;NS) and length of hospital
stay (6.9±0.99 dd vs 10.6 ±2.38; P <0.001; Significant)
were lower in Experimental Group group in comparison
to Control Group which were statistically significant.
Table VIII. Showing short-term clinical
outcome of Laparoscopic and Ope n Resection
Groups of during surgery
Short-term
Group
p¥
Clinical
Experimental Control
value
outcome
Group n =14 Group n =14
Operative time (min) 153.5 ± 7.14 116 ±9.04 <0.001
Timing to first stool (d) 4.1 ± 0.88 4.85 ±1.56 0.149
Hospital stay (d)
6.9 ± 0.99 10.6 ±2.38 <0.001
(Post-operative)
Bold indicates statistical significance.
* LH laparoscopic right hemicolectomy; OR open right
hemicolectomy
¥t test is done to measure the level of significance
#Figure within parentheses indicates in percentage.
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Table IX. showing degree of postoperative pain
of Laparoscopic hemicolectomy and Open
Resection Groups of following surgery
Pain

p¥

Group
Experimental Control
Group n (%) Group n (%)
11(78.6)#
0(0.00)

Mild pain

Moderate pain

3 (21.6)

11(78.6)

Severe pain

0 (0.00)

3 (21.6)

14 (100.0)

14 (100.0)

Total
¥ Chi-square

value

<0.001

test is done to measure the level of

significance
#Figure

within parentheses indicates in percentage.

Table IX shows degree of postoperative pain in two
groups of the study population. Most of the patients
11(78.6%) mild pain and 3 (21.6%) moderate pain
in Experimental Group whereas most of the
patients 11(78.6%) had moderate pain and 3 (21.6%)
had severe pain in Control Group. The difference
is statistically significant (p<0.05).

Table X. showing Pathological outcome of
Laparoscopic Hemicolectomy and Open
Resection Groups of during surgery
Short-term

Group

Clinical

Experimental

outcome

Group n =14 Group n =14

Lymph nodes 15.50± 5.50

Control
12.85± 2.57

p¥
value
0.008

harvested (#)
¥t test is done to measure the level of significance; NS =

not signific.ant
#Figure within parentheses indicates in percentage

In Table: X showing Pathological outcome of
Laparoscopic hemicolectomy and Open Resection
Groups during surgery were listed. Both groups
Experimental Group &Control Group achieved an
adequate number of lymph nodes harvested (15.50±
5.50 vs 12.85± 2.57). The difference is statistically
significant (p<0.05).
Discussion:
This study was conducted from July 2017 - June
2018 over a period of 1 year in the Department of
Colorectal Surgery, BSMMU, Dhaka. Most of the
modern methods of investigations including
Colonoscopy & biopsy and CT scan abdomen&
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pelvis, chest X-Ray, and tumor markers which are
invaluable for the diagnosis, staging, grading, and
management plan of carcinoma colon, those are
available here. The current study included a sizable
number of patients with cancer of the right colon.
The purpose of this study was to observe the early
surgical outcomes of laparoscopic right
hemicolectomy (experimental group) and open right
hemicolectomy (control group) for carcinoma of the
colon. Admittedly, this is not a randomized
controlled trial and selection bias could not be
avoided. However, the demographics of the
patients and the stages of the tumors were
comparable in the 2 groups (laparoscopic right
hemicolectomy and open right hemicolectomy).
The 2 groups of patients were operated on within
the same period with similar preoperative and
postoperative management.
Initially, this study included 28 patients
irrespective of age and sex by some inclusion and
exclusion criteria of the study population. The study
continued with 28 (Twenty-eight) patients and
analyzed with regards to age, sex, diagnosis, preoperative staging, the grade of carcinoma of the
colon by clinical and some laboratory
investigations; intraoperative assessment, and
very careful immediate post-operative follow-up.
All the study population was diagnosed and staged
preoperatively by careful clinical examination,
laboratory investigations, and operated by an
expert surgical team and was meticulously followed
up to discharge.
In this study, in both groups males are
predominant; in the experimental group, males
were 9(64.3%) and in the control group males were
10 (71.43%) (Table: 1). There is no statistically
significant difference in sex between the groups
(p>0.05) which is similar to the other previous
studies.23, 24
In the experimental group; most of the study
population 7(50.0%) were in the age group 41-50
followed by 3 (21.4%), 3 (21.4%) and 1(7.2%) were
in the age group 31 – 40, 51-60 and e”61
respectively. In control group most of the study
population 6 (42.9%) were in age group 51 – 60 and
followed by 3(21.4%), 2(14.3%) and 3(21.4%) were
in age group 31 – 40, 41 – 50, and > 61 respectively.
The mean ±SD ages of the experimental group and
control group were 48 ± 7.90 and 53 ± 10.79
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respectively (Table: II). There is no statistically
significant difference in age between the groups
(p>0.05). The mean age is closely similar to previous
studies done by Simorov et al25 but differs from
other studies who reported that the mean age was
65 and 67 respectively.23,24 In both groups, age
was not a contraindication.
In our study site of tumors are more in caecum in
both experimental group 7(50.0%) and control
group 5(35.7%) followed by ascending colon
experimental group (4 (28.6%) and control group
5(35.7%) respectively (Table: III). There is no
statistically significant difference in the site of the
tumor between the groups (p>0.05). Tumors
located at the hepatic flexure were defined as rightsided colorectal cancers in some studies.26-28 My
series shows tumors located at the caecum as
right-sided colorectal cancers. The important
reason of these conflicting results is studying small
populations over short periods of time.
In both groups, cTIII is more in both experimental
group 11(78.6%) and control group 9(64.3%)
followed by cTII 4(28.6%) in the experimental group
and 5(35.7%) in control group respectively (Table:
IV). There is no statistically significant difference
in the grade of the tumor between the groups
(p>0.05). In both groups, most of the tumors were
in stage-III. There is no statistically significant
difference in the staging of the tumor between the
groups (p>0.05). This is supported by other studies
conducted by Kockerling et al where the number
of Stage-I tumors, Stage-II tumors, and Stage-III
tumors were 33%, 25%, and 42% respectively,
Fleshman et al had also observed a similar
distribution of tumor stage among their study
population.23,24 In most of the studies, we have
seen that the number of patients in different stage
group was closely similar to our studies.
In Table, V shows the Grading of the tumor, in
two groups of the study population. In both groups,
Grade II is more in both experimental group
13(92.86) and control group 11(78.6%) followed by
Grade I 1(7.2%) in the experimental group and 2
(14.29%) in the control group but only Grade III
1(7.2%) in control group respectively. There is no
statistically significant difference in the grade of
the tumor between the groups (p>0.05). This study
is similar to other studies conducted by Fleshman
et al where Grade-I tumor was in 26% patients
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and Grade-II tumor was in 33% patients. But
dissimilar to other studies which were conducted
by Kockerling et al where Grade-I tumor was in
32% patients and Grade-II tumor was in 25%
patients.23, 24
Since the first report of successful laparoscopic
colectomy by Jacob et al. in 1991, there has been
rapid development of laparoscopic colonic surgery
in the past decade.14 The majority of colorectal
procedures can now be performed with the
laparoscopic approach. Laparoscopic colonic
resection has become the preferred treatment
option for diverticular disease. The evidence from
different studies suggests that the short-term
outcomes for laparoscopic colorectal surgery are
better than for open surgery without compromising
oncological clearance. 11, 29 Another study
presented that there has been no difference in most
studies between open and laparoscopic surgery in
long term survival, disease-free survival, or local
recurrence.1 However, the Barcelona series
showed a significantly better cancer-related
survival in the laparoscopic group.12
However, the priority about port-site recurrence,
the radicality of resection, and therefore
the oncologic outcome limited the appliance of
laparoscopic colectomy for malignant disease. In
comparison with left sided colon resection,
laparoscopic right colectomy is typically
considered a laparoscopic-assisted procedure with
extracorporeal resection and anastomosis. Thus,
laparoscopic right colectomy features a slower pace
of development compared with surgery for leftsided colon.30 There are controversies about
whether laparoscopic colectomy has advantages
over the open procedure applied in right-sided
colonic lesions. Few publications specifically
compare the outcomes in patients who underwent
laparoscopic right hemicolectomy (experimental
group) for colon cancer with those that were
treated with the open approach.31-33 Among these
studies, preliminary results of comparable postoperative early nonsurgical, surgical complications,
pathological outcome and morbidity were
demonstrated. However, the amount of subjects
included in these studies was relatively small, and
that they were included over an extended period of
time.
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The current study included a large number of
patients with cancer of the proper colon, with shortterm post-operative early nonsurgical, surgical
complications and pathological outcome were
evaluated. Admittedly, this is often not a
randomized controlled trial and selection
bias couldn’t be avoided. However, the
demographics of the patients and therefore
the stages of the tumors were comparable within
the 2 groups; laparoscopic right hemicolectomy
(experimental group) and open right hemicolectomy (control group). The two groups of patients
were operated on within an equivalent period with
similar preoperative and postoperative
management. Most of the trials comparing
experimental group and control group surgery
include a heterogeneous group of patients
undergoing a variety of procedures including right,
extended right, transverse and left hemicolectomies and sigmoid resections. a couple
of studies have compared the open and laparoscopic
approach for right-sided colon cancers.31-33With
better post-operative analgesia (patient controlled
anaesthesia, wound catheters, transverses
abdominis plane blocks) and an enhanced recovery
programme, outcomes similar to those for LR can
be achieved.34,35 Furthermore, the clear views at
laparoscopy ensure safety of surgery and good
oncological clearance. During this study we
have shown that wound complications, ileus,
operating time, time of first stool, length of hospital
stay and pain were significantly less within
the experimental group than within the control
group (Table VI &VII). In analyzing the morbidity
rate, control group patients also had a
higher wound complication and post-operative
ileus than did experimental group patients. No
difference might be demonstrated in nonsurgically
related complications, like cardiovascular
accidents, urological complication, deep vein
thrombosis and surgical-related complications like
wound infection, anastomotic leakage, and
intraabdominal sepsis. The median hospital stay
for a right hemicolectomy within the COST
(Clinical Outcomes of Surgical Therapy) trial was
six days 10. In Table: VIII even within the group
of patients who were within the experimental
group, the median hospital stay was but for the
control group (6.9 ± 0.99 dd vs 10.6 ±2.38; P < 0.001).
The median Timing of first defecation (4.1 ± 0.88
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dd vs 4.85 ±1.56; P = 0.149; NS) was but for the
control group (6.9 ± 0.99 dd vs 10.6 ±2.38; P < 0.001).
Our study shown even within the group of patients
who was converted to control group from LH group
median hospital stay was more. The reopen
(conversion rate) for experimental group during
this study was 1(7.1%), which compares favorably
with the published literature. 32, 36, 37 the
explanations for conversion were locally advanced
disease and adhesions because of previous surgery.
The outcomes for converted patients were good.
Conversion in our series is related to poor
outcomes with increased hospital stay. The mean
operating time was invariably longer within
the experimental group, (153.5 ± 7.14 min) than
control group (116 ±9.040 min ;) P = <0.001) due to
the more complicated surgical technique
requirements as shown in other trials (Table: VIII).
The learning curve has been quoted to range from
11 to 50 cases or longer compared with the learning
curve for open and colorectal cancer
surgery. 31,36,38,39 This can be attributed to
prolonged operation time. .
A comparison of degree of postoperative pain
between the experimental group and control group
by visual analogue pain scale was done and
analyzed. Most of the patients 8(57.1%) mild pain
and 6 (42.9%) moderate pain in the experimental
group whereas most of the patients 10 (71.4%) had
moderate pain and 4 (28.6%) had severe pain in
the control group (Table: IX).The difference is
statistically significant (p<0.05). The postoperative
pain in the experimental group was found to be
less than that of control group.40, 41
Finally, pathological evaluation in both groups of
patients after histopathology following surgery was
compared. The oncological safety of laparoscopic
colorectal cancer surgery has been well established
and the results of our study are in agreement with
this. The pathological outcome of the experimental
group and control group during surgery achieved
an adequate number of lymph nodes harvested
(15.50± 5.50 vs. 12.85± 2.57; statistically significant
(p<0.05) (Table: X).We did not find any difference
between the control group and experimental group
in terms of lymph node yield or R0 resection which
was similar to another study.42
Conclusion:
A laparoscopic right hemicolectomy is a safe option
for cancers of the right colon. In this study, we
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have shown that wound complication, ileus,
operating time, time of first stool, length of hospital
stay, and pain were significantly less in the
laparoscopic right hemicolectomy than open right
hemicolectomy, whereas harvested lymph nodes
were more in laparoscopic right hemicolectomy
than open right hemicolectomy. As the oncologic
outcome is the same as the open procedure and
short term outcome is superior to open procedure.
So colorectal cancer should be excised
laparoscopically when appropriate.
Limitations of the study:
The study was conducted in a single center in
Dhaka city which might not be representative of
the whole population. A small sample size was a
limitation of the present study. Moreover, the
duration of follow up was also short.
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Background: Vitamin D deficiency (VDD) is widespread, yet it is the most under diagnosed
and under treated nutritional deficiency in the world. The prevalence of VDD is estimated
to affect over 1 billion people worldwide. The present study was conducted to estimate the
prevalence of VDD among adults aged 18–89 years visiting the outpatient department of
International Medical College Hospital at Gazipur, Bangladesh.
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Objective: To assess the status of vitamin D deficiency (VDD) among the adult population
in Bangladesh.

Key words:
Vitamin D; Deficiency; Adult;
Micronutrient; Bangladesh;
VDD

Methods: A cross-sectional study was conducted among 189 adults from July 2016 to June
2017 including both males and females aged 18–89 years in outpatient department of
International Medical College Hospital. Venous blood sample was collected for the
measurement of Vitamin D (25-hydroxyvitamin D).
Results: This study included a total of 189 adult patients aged between 18 and 89 years.
Majority of the patients had low vitamin D level. Of all patients 67.2% were vitamin D
deficient and 20.6% were suffering from vitamin D insufficiency. Maximum males (69%)
and females (66.9%) are deficient where as a very small percentage (17.2% Male and 11.2%
female) has sufficient level of vitamin D.
Conclusions: Vitamin D deficiency (VDD) is alarmingly high. Screening services should
be implemented while researchers focus on strategies to lessen the incidence and morbidity
associated with these conditions.

Introduction
Vitamin D is known as “the Sunshine Vitamin”.
The major source of vitamin D for most human is
exposure to sunlight. With exposure to ultraviolet
(UV) radiation, vitamin D3 is synthesized in human
skin via the photoisomerization of 7-dehydrocholesterol (7DHC) which ultimately produces
previtamin D3. 1 Exposure to the amount of
sunlight that causes a slight pinkness of the skin
after 24 hours (1MED) is equivalent to ingesting

approximately 20,000 IU of vitamin D. 2 Very few
foods naturally contain vitamin D such as salmon,
sardines, tuna, mackerel, shiitake mushroom,
hardboiled egg and foods that are fortified with
vitamin D as like milk, cereal, orange juice, yogurt,
and margarine. But those are inadequate to satisfy
the requirement of vitamin D among children and
adult.3 Vitamin D deficiency causes rickets among
children although rickets represents only the tip
of the vitamin D deficiency iceberg. The vitamin
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D receptor is distributed in the osteoblasts, small
intestine, colon, activated T and B lymphocytes, B
islet cells, mononuclear cells and most other
organs in the human body including the brain,
heart, skin, gonads, prostate, and breast.4 In recent
years, there has been lots of study regarding the
influence of vitamin D on extra skeletal health,
besides skeletal health. Vitamin D deficiency may
be associated with diabetes mellitus,5,6 cancers,7
transfusion dependent Beta thalassaemia, 8,9
autoimmune diseases,10,11 infectious diseases12,
multiple sclerosis13 and other cardiovascular
diseases.14
Nowadays, vitamin D deficiency is a silent and
neglected global public health issue. Almost one
billion people in the world suffer from vitamin D
deficiency or insufficiency. 15 There is a
misconception that vitamin D deficiency is
prevalent only in western countries, but in practical
field it is totally reverse. Previously, it was assumed
that hypovitaminosis D is less frequent in tropical
countries, as cutaneous vitamin D synthesis is
stimulated by exposure to sun. But, surprisingly
80% of the apparently healthy population is
deficient in vitamin D (<20 ng/mL) and up to 40%
of the population is severely deficient (<10 ng/mL)
in South Asia.16 Rickets is still widespread in
regions, in northern China where 42% of infants
were found to suffer from Rickets which occurs as
a consequence of vitamin D deficiency during
winter and spring season.17 Despite abundant
sunlight, rickets was a common problem in infants
and children due to malnutrition, lack of awareness
and antenatal factors.18
There is no definite cut off point for the optimal
levels of 25-hydroxyvitamin D as measured in
serum. According to most expert opinion, vitamin
D deficiency is defined as a 25- hydroxyvitamin D
level of less than 50 nmol per liter,19 which is
equivalent to 20 ng/ml. In children, due to fewer
outcome data, the optimal level of serum 25(OH)D
for general health is not known yet. Moreover, it
is controversial than in adults.20,21 It is evident
that biochemical squeal of vitamin D deficiency
may appear at cut off levels of 75 nmol/L. 22,23
Expert opinion suggested that the minimal optimal
circulating vitamin D level should be increased
from 50 nmol/L to 75 nmol/L.15,24 The level of 25hydroxyvitamin D between 50 nmol/L and 75 nmol/
L can be considered as a relative insufficiency of
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vitamin D. Considering the report from other Asian
countries, it is assumed that Bangladesh is at risk
of rickets and other vitamin D deficiency related
health consequences. But there is no study
regarding Vitamin D deficiency in infant, preschool,
school age, adolescence stages and adult.
Therefore, we aimed to determine the prevalence
of vitamin D deficiency in adult of Bangladesh.
Methods
Sample
This was a cross sectional study was carried out
among 189 adults (18 years and above) who were
residents of Dhaka, Bangladesh and visited
International Medical College Hospital in between
July 2016 to June 2017.
Sampling strategy
Participants were selected through a convenience
sampling procedure. All adults aged between 18 to
89 years from every household were included in
this study.
Covariates
We considered the following demographic and lifestyle variables: age (£20, 21-40, 41-60, ³61 years)
and sex (Male, Female).We categorized vitamin D
deficient as <20 ng/mL, insufficient as 20 – 29 ng/
mL and sufficient as 30 –100 ng/mL in collected
venous blood sample.
Statistical analysis
Data were presented as proportions in percentage
for categorical variables and mean ± standard
deviation (SD) for continuous variables. Ms Excel
2016 was used for data calculations.
Results
This study included a total of 189 adults (29 males
and 160 females) aged between 18 and 89 years.
Majority of the patients were females (84.7%). More
than half, 67.2% of the patients were vitamin D
deficient and 20.6% were suffering from vitamin
D insufficiency. The socio- demographic
characteristics of the patients are given below
[Table 1]. The percentage of deficient, insufficient
and sufficient levels of vitamin D within different
age group are given in the table below [Table 2].
The maximum vitamin D deficiency is within the
age group 21 – 40 years old. Maximum males and
females are deficient, 69% and 66.9% respectively
where as a very small percentage has sufficient
level of vitamin D [Figure 1].
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Table I : Socio-demographic characteristics of the patients (n=189)
Variables

Category

Number (n)

Percentage (%)

Male

29

15.3

Female

160

84.7

£ 20

6

3.2

21 – 40

66

34.9

41 – 60

76

40.2

³ 61

41

21.7

Gender
Age

Table II: Comparison between age distribution and vitamin D deficiency (n=189)
Age Group (years)

Deficient (%)

Insufficient (%)

Sufficient (%)

£ 20

4 (66.6)

1 (16.7)

1 (16.7)

21 – 40

50 (75.8)

14 (21.2)

2 (3.0)

41 – 60

48 (63.1)

16 (21.1)

12 (15.8)

³ 61

25 (61.0)

8 (19.5)

8 (19.5)

Vitamin D status among male and female (n=189)

Percentage

80

children are more highly deficient compared with
our study.25 The difference is probably due to
different food pattern among ethnic groups.

60
40
Sufficient (%)

20

Insufficient (%)

0
Male

Deficient (%)
Female

Total

Deficient (%)

Male
69

Female
66.9

Total
67.2

Insufficient (%)

13.8

21.9

20.6

Sufficient (%)

17.2

11.2

12.2

Discussion
In this study status of vitamin D deficiency (VDD)
among the adult population in Bangladesh is
analyzed by measuring level of Vitamin D (25hydroxyvitamin D).The findings suggest that more
than half, 67.2% of the patients were vitamin D
deficient and 20.6% were suffering from vitamin
D insufficiency. The maximum vitamin D deficiency
is within the age group 21 – 40 years old which is
75.8% and insufficiency was also within the same
group, 21.2%.
Maximum males and females are deficient in
Vitamin D in their serum, 69% and 66.9%
respectively. The results are identical with the
prevalence of vitamin D insufficiency was higher
among American girls (71%) and boys (67%). The
non-Hispanic black (92%) and Hispanic (80%)

Some studies show that the prevalence of vitamin
D insufficiency among children is 30% - 50% in
Australia, Turkey, India, and Lebanon.26,27 These
findings are lower than our study probably due to
more exposure to sunlight in above mentioned
countries, especially in temperate zones of the
world along with food habits. High prevalence of
vitamin D deficiency in South Asia can be explained
by skin pigmentation and traditional clothing.
Moreover, air pollution and limited outdoor activity
is also responsible for this in the urban population.
Our results are higher than a study from Japan,
where the status of vitamin D is relatively better
than other regions of South Asia due to high sea
fish consumption.28
Prevalence of Vitamin D deficiency is more in our
outdoor patients than those with Transfusion
dependent Beta thalassemia from China.8,9 Food
and climate pattern might be responsible for such
a difference.
Limitations:
The study strengths include adequate number of
sample size. In addition, we maintained the
standard of estimating vitamin D level. However,
the study has important limitations. We could have
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taken detailed history about diet, exposure to sun,
outdoor activities and correlate it with the vitamin
D level to get a better idea. Therefore, further
studies in various settings are needed.
Conclusions
Our study found very high proportions of vitamin
D deficiency (VDD) in Bangladesh and even higher
proportion were among the younger group.
Screening services should be implemented while
researchers focus on strategies to lessen the
incidence and morbidity associated with these
conditions.
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Dramatically increasing prevalence of obesity among pregnant women is of significant
public health concern with various implications for prenatal care and supervision of
delivery. Increasing obesity influences the health of pregnant women, and also possesses
critical risks and complications to fetomaternal health care. The present study is designed
to compare feto-maternal outcome between obese and non-obese pregnant women. A crosssectional comparative study was carried out in Obstetrics & Gynaecology Department of
SSMC & Mitford Hospital, Dhaka from June 2018 to November 2018. Total 60 singleton
gravid women 30 were obese and 30 non-obese with gestational age of e” 37 weeks were
included. Women having BMI e” 30 kg/m2 were considered as obese group and BMI of 18.529.9 kg/m2 as non-obese comparative group. Pearson Chi-square test was used to compare
the proportion of maternal and fetal outcomes. P-value of <0.05 was considered significant.
The age range was 18 to 38 years with mean age of 26.47 ± 6.044 and 24.67 ± 5.067 years in
obese and non-obese group respectively. Obese pregnant mother had high frequency of
urban residence (66.7% versus 46.7%), sedentary occupation (36.7% versus 20.0%) and
regular antenatal check-up (30.0% versus 3.3%). Significantly high frequency of hypertensive
disorders (66.7% versus 30.0%), gestational diabetes mellitus (23.3% versus 6.7%) and
prolonged labor (13.3% versus 10.0%) were found in obese women. Frequency of assisted
vaginal delivery (13.3% versus 10.0%) and caesarean section (53.3% versus 20.0%) also
found more in obese group. Neonatal complications in obese pregnant women compared to
non-obese i.e. shoulder dystocia (13.3% versus 0.0%), low birth weight (20.0% versus 6.7%),
macrosomia (16.7 versus 0.0%) and NICU admission (36.7% versus 6.7%). Results were
statistically significant except shoulder dystocia. This study concludes that obesity exerts
deleterious effect, both on maternal and fetal outcome. Fetomaternal outcome, Non-obese
pregnant, Obese pregnant.

Introduction:
The obesity, among chronic medical disorders is
the most prevalent condition throughout the world.
Though prevalence of obesity is highly variable
among different population and further variations
depend on age and sex but found more prevalent
among urban and high-socio-economic-status (SES)
groups.1 A recent study on obesity carried out in
United States of America, identifies that 28% of
women under the age differences of 25 years or
older are overweight, and 27% are considered

critically obese.2 The differences of frequency of
overweight lies at 33%, obese at 30%, lastly
morbidly obese, 4.5%.3
In Bangladesh, Nepal, and India, the prevalence
of obesity in women of reproductive age has risen.
It represented a rapidly emerging epidemic
amongst pregnant women, in particular the urban
people of Bangladesh.4
Obesity is becoming an increasing problem in
Bangladesh especially among females of
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reproductive age group. The fundamental cause
of obesity lies in energy imbalance between calories
consumed and calories expended. Globally, there
has been:
•

An increased intake of energy-dense foods that
are high in fat; and

•

An increase in physical inactivity due to the
increasingly sedentary nature of many forms
of work, irregular eating patterns, changing
modes of transportation, and increasing
urbanization.

Ferent methods are used for the measurement of
obesity and these include: (a) the estimation of the
body mass index (BMI) (b) measurement of skin
fold thickness or waist hip ratio5 (c) measurement
of fat cell size and number and (d) measurement
of body density.6 The body mass index (BMI) or
Quetelet index is the most frequent internationally
used measure of obesity expressed as a person’s
weight (in kilograms) divided by the square of
height (in meters) and it is a better guide. The
World Health Organization (WHO) defines obesity
as arbitrary cut-off points of Body Mass Index (BMI)
more than or equal to 30 kg/m2. Obesity is further
categorized by BMI in Class I (30–34.9), Class II
(35–39.9), and Class III (greater than 40). Ideally,
BMI should be between 18.5 kg/m2 and 24.9 kg/
m2.7
The average BMI is increasing among all age
categories and women are entering pregnancy at
higher weights. Human pregnancy is an insulinresistant condition by itself, potentially
compounded by increased pre-gravid insulin
resistance in obese women. There is a 40% to 50%
increase in insulin resistance during pregnancy
(from pre-gravid condition).8 It is now universally
acknowledged that maternal obesity is importantly
linked with adverse pregnancy outcomes.3
Compared with normal-weight women, obese
women have a higher prevalence of infertility5.
Obesity influences not only the chance of
conception but also reduces the response to fertility
treatment. Once conceived; they are considered a
high-risk state with simultaneous increased risk
of miscarriage also9. Maternal obesity has been
reported as a risk factor for various antepartum,
intrapartum and postpartum complications. Of
them intrapartum complications include
gestational hypertension, pre-eclampsia,
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gestational diabetes mellitus, antepartum
haemorrhage, postdates, increased incidence of
induction of labour, prolonged labour, increased
caesarean section rates, respiratory complications
(asthma and obstructive sleep apnea), dyspnoea
on exertion and thromboembolic phenomenon.10
It is likely that many of the maternal and fetal
complications follow as a result of labour events.
An increased caesarean section rate is likely to
lead increased intrapartum and postpartum
haemorrhage, especially where emergency
procedures for large babies are being undertaken.
However, obese women who experience vaginal
delivery may also have increased occurrences of
postpartum haemorrhage. Hence, increased rate
of caesarean section may not be the only factor
influencing the blood loss among obese patients.10
There is a higher incidence of anesthetic and
postoperative complications in these deliveries.8
Many studies have noted an increased incidence
of infection (e.g. genital, urinary and wound) .3
These women are more prone to develop overt
diabetes and chronic hypertension in the future
as well.10 The infants born to obese women are at
a higher risk of having perinatal complications as
compared to normal-weight women. The incidence
of congenital malformations, IUGR, large-for
gestational-age (LGA) infants, low Apgar scores,
still births and overall morbidity and mortality is
higher in these infants. The infants of obese
mothers have higher incidences of birth injuries
and shoulder dystocia and require admission to
neonatal intensive care units more often than do
infants of normal-weight mothers.10 Children born
to obese mothers are also more susceptible to
obesity in adolescence and adulthood.5 It has been
recommended in the fifth Confidential Enquiries
into Maternal Deaths that all mothers should have
their BMI calculated at booking as a part of the
full risk assessment and should be offered advice
about sensible weight reduction, including diet and
exercise and referral to a dietician where
appropriate. It has also been recommended that
the midwives should inform mothers who are obese
about how to recognize early warning signs of
complications.3
Sir Salimullah Medical College & Mitford Hospital
is one of the tertiary hospitals in Bangladesh where
obstetric patients with obesity are frequently being
referred. As such many pregnant women in this
hospital belong to high risk category. So, this study
was designed to determine various maternal and
perinatal complications encountered during
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antepartum, intrapartum and postpartum period
among obese patients. This study also aimed to
compare the fetomaternal outcomes in obese with
those of non-obese pregnant women.
Methodology:
This was a cross-sectional study which was formed
in Department of Obstetrics and Gynaecology, Sir
Salimullah Medical College (SSMC) & Mitford
Hospital, Dhaka. During a period of six months
from 1st June 2018 to 30th November 2018.
Perusission was taken from the research review
committee and ethical review committee of SSMC.
Pregnant women admitted during the study period
in the Department of Obstetrics & Gynaecology,
SSMC & Mitford Hospital for various obstetrical
reasons and found obese and non-obese after
documenting BMI were included in this study.
Purposive sampling was done. A total of 60 patients
were included as study sample. Of them, 30 obese
pregnant women were enrolled as study group and
another 30 non-obese pregnant women were
considered as comparison group.
A predesigned structured data collection sheet was
used. The aims and objectives of the study along
with its procedure, methods, risks and benefits
were explained to the respondent in easily
understandable local language and then informed
written consent was taken from each study patient.
The respondents were told that they are at liberty
to participate and to decline to answer any question
during study. It was assured that all information
and records would be kept confidential.
In each study patient, height and weight were
measured using standard techniques at the time
of hospital admission in labor ward. Height was
recorded in cm using a measuring tape, with the
individual standing straight next to the wall with
the heels, buttocks, shoulders and occiput
touching the wall. Weight was measured in kg
using weighing machine with the individual
wearing light clothes and no shoes. The weight
was recorded to the nearest 100 gm. The data
were used to calculate BMI using the standard
formula. Based on the findings of BMI, patients
were included into the study group and
comparative group if BMI was found e” 30 kg/m2
and 18.5-29.9 kg/m2 respectively. Other variables
of interests were collected in a structured
questionnaire by face-to-face interview, physical
examination and records from patient’s files after
obtaining informed written consent
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Inclusion criteria:
Study group:
• Gravid women with obesity.
• Women with gestational age of e” 37 weeks.
• Women with singleton pregnancy.
Comparison group:
• Non-obese gravid women.
• Women with gestational age of e” 37 weeks.
• Women with singleton pregnancy.
Exclusion Criteria:
Study group:
• Women with multiple pregnancies.
• Women with gestational age <37 weeks.
• Women with pre-existing medical disorders.
Comparison group:
• Women with multiple pregnancies.
• Women with gestational age < 37 weeks.
• Women with pre-existing medical disorders.
Table I, shows the age distribution of the study
patients. Mean age (± SD) was found 26.47 ± 6.044
years and 24.67 ± 5.067 years in obese and nonobese group respectively. Majority of study
mothers both in obese and non-obese groups were
between 21-30 years of age (50.0% versus 56.7%).
None of the age groups found statistically
significant (p > 0.05).
Table I. Distribution of the study patients by age
Parity

Obese group
Non-obese group
Frequency
% Frequency %
Primigravida
16
53.3
14
46.7
Multigravida

14

46.7

16

53.3

Total
30
100.0
30
100.0
Range (min, max) = 18 – 38 years in both groups.
Table II, shows percentage distribution of parity
in both study groups. Frequency of primigravida
and multigravida is almost equal in both the
groups. No statistically significant difference was
found in parity of two groups.
Table II. Distribution of parity in both study patients
Age (years)

Obese group Non-obese group
(n=30, %)
(n=30, %)
Less than 21 years 7 (23.3)
10 (33.3)
21-30 years

15 (50.0)

17 (56.7

More than 30years 8 (26.7)

3 (10.0)

hi-square test, c2 (p=0.797)

Comparison of Fetomaternal Outcome on Obese and non-obese Pregnant Women

Rukhsana Yasmin et al

47

Table III, shows distribution of residence in both study groups. Though majority (66.7%) of obese
mothers belonged to urban area but the difference was not statistically significant.
Table III. Distribution of study population according to residence
Residence

Obese group
Frequency
%
1020
33.366.7

RuralUrban
Total

30

Non-obese group
Frequency
%
1614
53.346.7

100.0

30

100.0

Chi-square test, c2 (p=0.192)
Table IV, shows distribution of occupation in both study groups. Majority (63.3%) of obese pregnant
mothers were housewives. Sedentary workers showed no statistically significant difference between
obese and non-obese mothers.
Table IV. Distribution of study population according to occupation
Occupation

Obese pregnant women group
Frequency
%
11
36.7

Sedentary

Non-obese pregnant women group
Frequ-ency
%
6
20.0

Housewife

19

63.3

24

80.0

Total

30

100.0

30

100.0

p=0.252, Chi-square (c2) test
Table V, shows different BMI categories /classes of study obese pregnant mothers. Among 30 patients class
I and class II obesity showed almost equal incidence whereas only 16.7% mothers were class III obese.
Table V. Distribution of obese mothers into different BMI categories /classes
Class of obesity

Frequency (n=30)

Percentage (%)

Class I (30-34.9 kg/m2)

12

40.0

Class II (35-39.9 kg/m2)

13

43.3

5

16.7

Class III (e” 40

kg/m2)

Table VI, shows maternal outcomes of study patients. It was observed that obese pregnant patients had
significantly higher incidence of hypertensive disorders (p=0.025), gestational diabetes mellitus (p=0.046)
and prolonged labor (p=0.004) than non-obese pregnant patients.
Table VI. Distribution of study population according to adverse maternal outcome
Maternal outcomes
Hypertension disorders
GDM
PROM
PPH
Prolonged labour
Anesthetic complications

Obese group
Frequ-ency
%
20
66.7
7
23.3
7
23.3
4
13.3
5
16.7
3
10.0

† = Chi-square test (c2), * = significant p-value

Non-obese group
Frequ-ency
%
9
30.0
2
6.7
9
30.0
3
10.0
2
6.7
1
3.33

P value†
0.025*
0.046*
0.925
0.004
0.513
0.429
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Table VII, shows occurrence of GDM among different classes of obesity. It was found that occurrence of
GDM significantly increased with increasing BMI in different classes of obesity.
Table VII. Occurrence of GDM among study patients according to classes of obesity
Class of obesity

No

GDM among different classes of obesity
Frequency
Percentage
0
0.0

Class I

12

Class II

13

5

38.5

Class III

5

2

40.0

Total

30

7

23.3

Table VIII, shows mode of delivery of study patients. It was observed that more than half of obese study
patients needed caesarean section (n=16, 53.3%). In contrast, majority (n=21, 70.0%) of non-obese study
patients had normal vaginal delivery and only 20.0% (n=6) needed caesarean section. But this apparent
difference was not statistically significant.
Table VIII. Distribution of study patients according to mode of delivery
Mode of delivery
Normal vaginal delivery

Obese pregnant women group
n
%
10
33.3

Non-obese pregnant women group
n
%
21
70.0

Assisted vaginal delivery

4

13.3

3

10.0

Caesarean section

16

53.3

6

20.0

Total
p=0.754, Chi-square (c2) test

30

100.0

30

100.0

Table IX, shows types of caesarean section among study patients. No statistically significant difference
was found in type of caesarean section between two groups.
Table IX. Distribution of study patients according to type of caesarean section
Type of caesarean section
EmergencyElective
Total
p= 0.333, Chi-square (c2) test

Obese pregnant women group
n
%
88
26.726.7
16
53.3

Non-obese pregnant women group
n
%
51
16.73.3
6
20.0

Table X, shows distribution of perinatal outcomes of study patients. Newborns of obese patients showed
increased incidence of NICU admission (36.7%) followed by low birth weight (20.0%), macrosomia (16.7%)
and shoulder dystocia (13.3%).
Table X. Distribution of study patients according to adverse perinatal outcome
Perinatal outcomes
Shoulder dystocia
Still born
Low birth weight
Macrosomia
NICU
Early neonatal death

Obese group
Frequency
4
1
6
5
11
1

%
13.3
3.3
20.0
16.7
36.7
3.3

Non-obese group
Frequency
%
0
0.0
1
3.3
2
6.7
0
0.0
2
6.7
1
3.3
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Table XI, shows distribution of NICU admission of neonates among obese study patients. It was found
that neonates of class II obese pregnant mothers needed increased NICU admission.
Table XI. Distribution of obese study patients
Classes of obesity

NICU admission in obese

p†

Not needed

n (%)

n (%)

Needed

Class I (30-34.9 kg/m2)

11 (57.9)

1 (9.1)

Class II (35-39.9 kg/m2)

5 (26.3)

8 (72.7)

Class III (More or equal to 40 kg/m2)

3 (15.8)

2 (18.2)

0.022*

† = Chi-square (c2) test, * = significant p-value
Macrosomia
in obese
Absent
Present

Count

12 11 10 9876543210-

Class I
(30-34.9 kg/m2)

Class II
(35-39.9 kg/m2)
Class of obesity

Class III
(More or equal to
40 kg/m2)

Fig. 1: Relationship between obesity and neonatal
macrosomia
It was observed that all classes of obesity
significantly (p=0.017, c 2 test) related with
macrosomia.
Discussion
It is now universally acknowledged that maternal
overweight and obesity are linked with adverse
pregnancy outcome. This present study has been
carried out in the Obstetrics & Gynaecology
department of Sir Salimullah Medical College &
Mitford Hospital from June 2018 to November 2018
where 30 obese pregnant mothers as study group
and another 30 non-obese pregnant mothers as
comparative group were enrolled. The study aimed
to compare maternal and fetal outcome between
obese and non-obese pregnant women.
The recent study identified that majority of study
obese women (73.3%, n=22) (Table 3.1) were within

30 years of age and of them 43.3% (n=13) were
class II obese (Table 3.5). The compatible mean
age difference of the patients identified in the series
was lower (26.47 ± SD 6.044 years versus 24.67 ±
SD 5.067) as compared to the study of Fatima S et
al. 12 The present study comprised of 53.3%
primigravida and 46.7% multigravida. The present
study is comparable to Choudhry H et al. where
30% patients were primigravida and 70% were
multigravida.13
Majority of obese mothers belonged to urban area
(66.7%). BDHS 2014 reported that urban women
are twice as likely to be overweight or obese
compared with rural women (36 percent and 19
percent, respectively)3. Seeniammal P et al. found
that obese mothers residing in urban area were
significantly more than non-obese mothers
(p=0.00001).14
Bangladeshi women in the highest wealth quintile
are six times more likely to be overweight or obese
compared with women in the lowest wealth
quintile.3 Seeniammal P et al. showed in their
study that 85% of obese mothers (BMI £25) had
sedentary occupation in comparison to 73% women
with BMI 18.5-24.9 (p=0.016).14
Increased maternal BMI is one of the critical risk
factors of pre-eclampsia. Hypertensive disorders
were found as the commonest adverse maternal
outcome. The present study identifies that 66.7%
of cases were related to hypertensive disorders due
to obesity; and relatively 30.0% cases of non-obese
(p value = 0.025) (Table 3.7). The findings are
consistent and relevant to the other studies
conducted at various occasions.15 In a retrospective
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case control study conducted by Sara Sukalich et
al. gestational hypertension and pre-eclampsia
were statistically higher (p value <0.05) in the study
group with an odds ratio of 1.8, 95% CI (1.4-2.3) for
gestational hypertension and with an odds ratio of
1.7, 95% CI (1.2-2.4) for pre-eclampsia.16 The
comparative risk of pregnancy due to pre-eclampsia
is 35% higher with a mean comparative of BMI
from 15 to 21. In addition to this, the rate is
doubled and even tripled at changing BMI from 26
and 30.17
Human pregnancy is an insulin-resistant condition
by itself, potentially compounded by increased pregravid insulin resistance in obese women. Similarly
in this study gestational diabetes mellitus was
found significantly more in obese pregnant women
(p=0.046) as compared to non-obese (23.3% Vs
6.7%). In a retrospective cohort study conducted
by Sebire et al. gestational diabetes was
significantly higher in their study population with
a p value <0.05.18 Similarly, Seeniammal P et al.
also encountered both hypertensive disorders and
diabetes mellitus as the two most common
antenatal complications among study patients (BMI
³25) with RR 2.39 (CI 1.65-3.47) and RR 2.67 (CI
0.95-7.48) respectively.14
The present study identifies labor complications,
like prolonged labor in 13.3% cases of obese women
and 10.0% cases of non-obese women (p=0.004).
Contrasted to this, Arrowsmith S et al. reported
that complications may increase to 30% of obese
women.19 In a study conducted by Usha Kiran et
al. mean duration of labour was 8.09 hours in the
study group with BMI >30 and 7.7 hours in the
control group with BMI 20-30.12 Seeniammal P et
al. also found significantly prolonged mean first
stage duration in the study group (7.4 hours) when
compared to the control group (5.8 hours).14
Postpartum hemorrhage was significantly higher
among obese mothers in the study conducted by
Usha kiran et al.12 Various studies have reported
increased risk of postpartum haemorrhage
occurrence in women those are obese or
considerably overweight.20
In this study more than half of obese patients
needed caesarean section (n=16, 53.3%) in contrast
to only 20.0% in non-obese group (Table 3.9) which
was similar to the findings of Seeniammal P et
al.14 The caesarean section rates were significantly
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higher in obese mothers in the studies conducted
by Usha kiran et al.12
Hibbard et al. have encountered 44% of caesarean
section in overweight women and 16% in normal
weight.21 In another comparative study, it has been
reported that 35% caesarean section occurred in
Ngoga E et al.22 When a comparison is made
between normal and morbidly obese women, the
latter has significant higher rates of caesarian
section.23
Fetal trauma in the form of shoulder dystocia was
identified in 13.3% (n=4) cases in obese women
and no (0.0%) case occurrences in non-obese women
(p > 0.05) (Table 3.11). Awan S et al. similarly found
non-significant association (p=0.2321) in their
studies.24
The present study has identified that in 30 cases
of pregnant women, both still born and early
neonatal death count only 1% (Table 3.11) both in
obese and non-obese group (p>0.05) which is
comparable (p<0.05) to the findings of Awan S et
al. They found that the commonest fetal morbidity
seen in obese women was admission to neonatal
intensive care unit, followed by still birth.24
Neonatal macrosomia and NICU admission were
significantly associated (p=0.017 and p=0.022
respectively) with obesity in this study (Fig 3.1 and
Table 3.12). In a study conducted by Usha kiran et
al. found neonatal macrosomia and NICU
admissions statistically significant with an odds
ratio 2.1, 95% CI 1.6-2.6 for macrosomia and odds
ratio 1.5, 95% CI 1.09-2.3 for NICU admission
respectively.20 Awan S et al. also showed 47% cases
of overweight and 10% cases of normal weight
needed NICU admission (P value < 0.0001).32
Macrosomia and NICU admissions were also found
to be statistically significant in the study group of
Seeniammal P et al.14
Conclusions
This study shows that obesity has a significant
hazardous effect on pregnancy outcome and leads
to major maternal and fetal complications. The
dramatic increase in the prevalence of obesity in
pregnancy is of significant public health concern.
Obesity in pregnancy is associated with increased
rate of antepartum, intrapartum, postpartum
complications in the mother and adverse outcome
in the neonate as well. So, this study concludes
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that obesity is associated with deleterious effect
on fetomaternal outcome.
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Objective: Foetal distress is a significant obstetric problem. It is an important cause of
foetal mortality and morbidity. The objective of this study is to find out the perinatal
outcome in meconium stained liquor.
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Data and Method: This study was carried out at Mymensingh Medical College Hospital,
during the period of first July 2016 to 31 December 2017. During this period patients
admitted in labour ward in unit – 1 were taken for this study. The cases were selected
randomly from patients who were admitted in labour ward after 37 weeks of pregnancy
with meconium stained liquor amnii with live foetus. Patients were included, patients
with term pregnancy with IUGR , patients with post maturity, patients with term pregnancy
with rupture membrane, patients with term pregnancy with prolong labour, patients with
term pregnancy with obstructed labour, Patients were excluded – patients who were not at
term, Patients with clear liquor, Patients with IUD, patients with medical disorder in
pregnancy. Meconium staining of Amniotic fluid were divided into three groups – Mild
staining, Moderate staining, Severe staining.

Key words:
Foetal distress, Foetal
complication among
meconium stained liquor.

Results: During the period from first July 2016 to 31 December 2017 total no of obstetric
case admitted in Mymensingh Medical College Hospital in labour ward unit -1 are 5962.
Among them 2700 came with prolonged labour, 460 with obstructed labour, 500 with
postdated, 20 with IUGR, 420 with premature rupture of membrane. Among the 5962
patients, 100 cases with meconium staining liquor were studied randomly to see the
perinatal outcome.
Conclusion: Foetal distress causes a great deal of foetal mortality and morbidity. Basically
in our country the rate of perinatal mortality is high because of ignorance and negligence.

Introduction
In almost all developing countries perinatal
mortality remains high among the reproductive
aged women. It is an important public health
problem not only because of such mortality but also
because of the traumatic effect of such an event on
the family and the community as a whole. In
Bangladesh perinatal mortality is 75 per 1000 live
birth. Stillbirth and early neonatal mortality rates
were 37 and 38 per 1000 total birth, respectively. A
significant portion of it is caused by asphyxia due to

prolong labour, obstructed labour, IUGR, PROM,
postdatism. When foetus are asphyxiated,
meconium passed into the amniotic fluid. So
Meconium staining of amniotic fluid is significant.
Most of the cases are associated with foetal distress.
Meconium staining of the amniotic fluid is
described in textbooks of obstetrics as a sign of
fetal distress when the presentation of the infant
is cephalic. Greenhill states that while the
presence of meconium in the amniotic fluid may
be a sign of impending asphyxia in the fetus, it

1. Asst Prof. (Obs & Gynae), Sir Salimullah Medical College.
2. Assoc Prof. (Obs & Gynae), Sir Salimullah Medical College.
3. Asst Prof. (Obs & Gynae), Abdul Malek Ukil Medical College, Noakhali.
4. Asst Prof. (Obs & Gynae), Kurmitola Medical College.
Address of correspondence: Dr. Ayesha Siddika, Asst Prof. (Obs & Gynae), Sir Salimullah Medical College.

Perinatal Outcome in Meconium Stained Amniotic Fluid

may also present at the delivery of apparently
normal infants.2
Significance of Meconium during Labour:
The presence of Meconium in the amniotic fluid is
said to be a sign of “fetal distress” which may be
result in the birth of an asphyxiated or stillborn
infant. The perinatal mortality rate when
Meconium is present with no other observed signs
of fetal distress ranges in various reports from 4.5%
to 8.8%. However, Resnick, found a perinatal
mortality rate of 8% with thin meconium and an
abnormal FHR and 32% with thick meconium and
an abnormal FHR.
Meconium subgroup comparisons:
Group 1. (Meconium present at rupture of
membranes). The mean one and five minutes Apgar
score in the newborn infants in Group 1 were
significantly lower.
Group 2. (Clear amniotic fluid with subsequent
Meconium passage). The lowest mean one and five
minutes Apgar score were found in group 2.
Groups 3. (Meconium present only at delivery).
There were no low five minute Apgar score.
Group 4. (Thick versus thin meconium). The mean
one and five minute Apgar score for neonates in
Group 4. With thick meconium in the amniotic
fluid prior to delivery had low five minutes Apgar
score. Apgar score in the thin meconium group
were not different from those in the non-meconium
group.
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prolong labour, patients with term pregnancy with
obstructed labour. Patient were excluded - patients
who were not at term, patients with clear liquor,
patients with IUD, patients with medical disorder
in pregnancy
Meconium staining of Amniotic fluid were divided
into three groups - Mild staining, moderate
staining, Deep staining.
Results:
During the period from first July 2016 to 31
December 2017 total no of obstetric cases admitted
in Mymensingh Medical college Hospital in labour
ward unit -1 are 5962. Among them 2700 came
with prolonged labour, 460 with obstructed labour,
500 with postdated, 20 with IUGR, 420 with
premature rupture of membrane. Among the 5962
patients 100 cases with meconium is staining liquor
were studied randomly to see the perinatal
outcome.

Table - I. Incidence of meconium stained liquor
among the case varieties
Case varieties

Total no of

Percentage

admitted cases
Prolong labour

22

22%

Post datism

25

25%

Obstructed labour

32

32%

Prom

15

15%

IUGR

6

6%

Group 5. The significant of length of gestation in
the meconium group was next evaluated Apgar
score is less in those patient whose gestation age
is more than 42 weeks.

Highest no of patients is 32% which is presented
as obstructed labour with Meconium Staining
Amniotic fluid.

Material and methods:
This study was carried out at Mymensingh Medical
College Hospital, during the period of first July
2016 to 31 December 2017. During this period
patients admitted in labour ward in unit –1 were
taken for this study. The cases were selected
randomly from patients who were admitted in
labour ward after 37 weeks of pregnancy with
Meconium stained liquor amnii-”with live fetus.
Patients were included - patients with term
pregnancy with IUGR, patients with post maturity,
patients with term pregnancy with rupture
membrane, patients with term pregnancy with

Table - II. Distribution of parity in different
case varieties n=100
Type
Prolonged Iabour
Obstructed Labour
Prom
IUGR
Post datism

Primigravida

Multigravida

(62%)
12
19
11
4
16

(38%)
10
13
4
2
9

62% patients were primigravida and 38% patients
were multigravida.
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Table-III. Maternal assessment on admission
Maternal condition

No of patients Percentage

Pulse

Table-IV. Educational and socioeconomic status
A. Occupation

Number of
patients
95
5

80-89/min

48

48%

House wife
Working woman

90-100/min

32

32%

B. Educational level Illiterate

>100/min

20

20%

Normal

80%

80%

Raised

20%

20%

Temperature
Primary
Secondary
Higher secondary

Number of
patients 60
30
5
5

Percentage
95%
5%

Percentage
60%
30%
5%
5%

C. Socio - Economic condition of the patients

Obstructed –12, Prom-6
Prolong labour –2
Anaemia
Mild

36

36%

Moderate

60

60%

Severe

4

4%

Mild

15

15%

Moderate

24

24%

Severe

6

6%

Dehydration

20% patients presented with trachycardia, 4%
presented with severe anaemia, 6% were severely
dehydrated.

No of patients Percentage
92
92%
8
8%
—
—

Poor
Medium
High

D. Ante-Natal check-up None
No of patients Percentage
70
70%
Regular Check-up
2
2%
Irregular Check-up
28
28%
E. Patients referred by Relatives
No of patients Percentage
55
55%
35
35%
8
8%
1
1%
Nil
Nil

Midwives
Doctor
Nurse
Self

60% patients were illiterate, 70% were without ante-natal checkup, 92% were poor socio economic condition.
Table-V. Foetal distress assessed by foetal heart sound
Type
Foetal heart sound within normal
limit(120-160 beat/min) n=21%
Prolong labour
6
Obstructed labour
Prom
5
IUGR
Post maturity
10
Foetal distress (Brady/tachycardia) were 79%

Foetal distress brady/
trachy cardia (n=79%)
16
32
10
6
15

Table-VI. Degree of meconium staining in amniotic fluid
Type
Prolong labour
Postdated pregnancy
Prom
IUGR
Obstructed labour
Deep staining were 48%

Mild staining (24%)

Moderate staining (28%)

6
10
8
-

8
10
7
3
-

Deep staining (48%)
8
5
3
32
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Table-VII. Amount of amniotic fluid clinically
Type

Adequate

Inadequate

Scanty

10

12

-

Obstructed labour

-

20

12

Prom

5

4

6

IUGR

-

2

4

15

10

-

(48%)

(22%)

Adequate

Inadequate

Scanty

10

5

-

Prom

-

5

-

Prolong labour

-

4

-

IUGR

-

-

6

Obstructed

-

-

Prolong labour

Post maturity

(30%)
22% patients were presented with severe oligohydramnios.

Table-VIII. Ultrasonographic amount of liquor
Type
Postdated

6% patients were presented with scaty liquor.

Table-lX. Distribution of mode of delivery
Type

Spontaneous

Induced

For Ceps

Vento use

Lucs

vaginal delivery (6%)

vaginal delivery(15%)

(2%)

(8%)

(69%)

Prolong labour

6

-

-

5

11

Postdated

-

10

-

1

14

Prom

-

5

-

2

8

Obstructed

-

-

2

-

30

IUGR

-

-

-

-

6

31% delivered by vaginally and 69% delivered by lucs.

Table-X. Foetal outcome 5 min after delivery by Apgar score
Type of labour

Apgar score

Apgar score

Apgar score

7-10 in 5 min

4-7 in 5 min

< 4 in 5 min

Spontaneous

3

2

1

Induced

13

2

-

Forceps Vento

-

1

1

Use

4

3

1

Caesarean

19

30

20

23% foetus were severely asphyxiated.
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Table-XI: Type of intervention taken
Type

Primary

Secondary

Tertiary

(38%)

(30%)

(32%)

13

3

6

-

15

17

Prom

11

2

2

IUGR

-

4

2

14

6

5

Prolong labour
Obstructed labour

Postdatism

Tertiary intervention were taken in 32% cases.
Table-XIII. Perinatal mortality

Table-XII. Admission in neonatal care unit
Type

No of cases

Percentage

Spontaneous

2

4%

Induced forceps

-

-

Vento use

2

Caesarean

Type

No of neonatal death Percentage

Spontaneous

1

4%

Induced

-

-

4%

Forceps Vento

1

4%

4

8%

use

2

8%

42

84%

Caesarean

21

84%

50%

25%

50% were needed admission in neonatal care unit.

Perinatal mortality were 25%

Table-XIV. Neonatal morbidity
Type

Spontaneous

Induced

Elective C/S

PhysiologicalJaundice

02

6

10

UmblicalSepsis

1

-

-

Respiratory tract infection

-

4

2

Septicaemia

-

-

1

Neonatal septicaemia occur in one case of IUGR.

Table-XV. Maternal morbidity
Type

Sponta neous

Induced

Forcep

Ventouse

C/S

PPH

02

4

2

3

31

UTI

-

6

-

-

3

Puerperal sepsis

1

-

-

-

-

Woundinfection

-

2

-

-

10

31% patients were suffered from PPH, 10% were from wound infection.
Discussion
This study was aimed to observe the ill effects of
meconium stained amniotic fluid on fetus in
Mymensingh Medical College Hospital (GynaeUnit1) of those women who were having MSAF at term.

The significance of meconium-stained amniotic
fluid at delivery is still a debated subject. The
authors are of the opinion that since meconium
stained of the amniotic fluid at delivery is associated
with an increase in the morbidity and mortality of
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newborn infants, its presence must be considered
to be abnormal. (Locus P et al).

diagnosed during caesarean section these neonates
need secondary intervention of resuscitation.

Every pregnancy and labour is risky and needs
careful supervision supported by health facilities
to avoid maternal & fetal demise. In our country
80% people lived in rural areas where most
deliveries are conducted by untrained personnel
at home, 20% by trained person, but many social,
cultural and economic factors are related to it.

5% present with deep staining of amniotic fluid.
Foetal trachycardia present, movement was
absent, lucs done. These neonates need 2ndary
intervention of resuscitation.

During the period of this study from July 2016 to
December 2017 total no of pregnancy case were
admitted in MMCH in labour ward unit - 1- 5962.
Among them 2700 were prolonged labour, 460 were
obstructed labour, 500 were postdated, 20 were
IUGR, 42 were premature rupture membrane,
aiming them 100 cases are taken.
Its prevalence is more in primigravida. It was
found 60% in primigravida, 40% in multigravida.
Lower age groups (18-29 years) having more
prevalence of post maturity, prolong labour,
obstructed labour than higher age groups (30 years
and above) in this study.
23% patient present with mild staining of amniotic
fluid. Among 23% cases induction given in 10 cases
of postdated pregnancy & 8 cases of prom. There
were foetal distress

Among Prom 8% present with mild staining,
induction given, 5% delivered vaginaly. Baby needs
minimal aid of resuscitation. 3% developed foetal
distress, induction stopped & lucs done
immediately. Baby needs primary intervention.
Among IUGR 2% patient present with less foetal
movement. On examination foetal bradycardia
present, LUCS done, liquor were moderately
staining. Baby needs primary intervention of
resuscitation. These Baby needs admission in
pediatrics unit.
4% present with absent movement, foetal
trachycardia present, lucs done, Liquor was deeply
stained. Tertiary intervention needed, neonatal
admission given. 2 death occur on 3rd postnatal
day.

appeared in 3 cases of pregnancy with prom. So,
induction stopped & Lucs done in that 3 cases.

Table-VII shows that - 30% cases present with
adequate liquor amnii, 50% with inadequate liquor
amnii & 20% with scanty liquor amnii. Foetal
condition of these scantly liquor group were in real
danger.

Among 31% of cases with moderate staining 8%
were present in prolong labour. Ventouse done in
8% cases to cut short the 2nd stage. There neonate
needs primary intervention of resuscitation.
Ventouse failed in one case then lucs done.

Table-XI shows that among 100 cases spontaneous
vaginal delivery occur in 6 cases. Induced vaginal
delivery occur in 15 cases. Among them 10 are
postdated, 5 are Prom, ventouse done in 8 cases
Forceps done in 2 cases. Rest 69% required LUCS.

Among 31% of cases with moderate staining, 8%
were present on prolong labour, ventouse done in
8% cases to cut short the 2nd stage. There neonate
needs primary intervention of resuscitation.
Ventouse failed in one case than lucs.

Induction given only in those cases where liquor
were mildly stained & no foetal distress present.

Among the postdated pregnancy 10% present with
mild staining, no foetal distress present. Induction
given, continuous monitoring done, vaginal
delivery occur, baby needs minimal aid of
resuscitation.
Among the postdated pregnancy 10% present with
less foetal movement with bradycardia, foetal
distress were not improved after resuscitation. Lucs
was done. Liquor was moderately staining that was

Table-VI shows that 77% cases are admitted with
moderate & deep staining liquor. 23% cases are
mild stained. But foetal distress present in 80%
cases.
Table-III shows that 60% patient are moderately
anaemic, 36% mild, 4% severely anaemic. 95% of
them are housewife only 5% working woman. 60%
patient are illiterate, 5% patient only undergone
higher 2ndary education. 70% patient are without
antenatal checkup. Only 2% are regular antenatal
checkup.
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These ill effect is usually results from ignorance
& negligence of the family and sometimes of the
society to pregnant woman. The woman herself is
unable to take decision to seek care of her own
health due to her low status and dependency on
her family. The finding about education level,
occupation & socioeconomic condition of the
patients in this study also reflect the same
condition. Poverty greatly influence the decision
to seek care and arrangement for transport to
reach emergency obstetric management timely.
In this study most of the patients’ delivery was
attempted at home by local dai and relatives. As
the persons attending child birth were not aware
of the danger of delay in referring the patient. They
referred the patient only where the mother was
jeopardized. They never thought about foetal
outcome. Ignorance, Poverty, Social taboo and also
religious factor influence the family members to
depend on the traditional birth attendants for
delivery & discourage for seeking care. Thus most
of the patient referred after a considerable delay.
They were referred after considerable
manhandling as a result of which maternal & foetal
morbidity were common.

Vol. 29, No. 1, January 2021

welfare visitors under this project and
improvement of their training facilities in
tertiary hospital.
•

They will take care of pregnant mother by
maintaining antenatal visiting cards and they
will refer the patient to qualified doctors of
Thana Health Complex at 40 weeks if there is
no other complications. Then the qualified
doctors will take decision about induction
time, or hospitalization with the help of Bishop
Score.

•

It should be need to increase in number of
post graduates specialist in obstetrics in all
Thana Health Complexes.

•

Improvement of communications facilities.

•

There should be improvement of sophisticated
instruments in all teaching hospital then to
all Thana Health Complexes for assessment
of fetal profile both antenatally and
intranatally.

•

Proper improvement of trained man power
with increasing the operation theatre facilities
up to all Thana Health Complex.
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Introduction: Developmental dysplasia of the hip (DDH) is a term that encompasses a
wide spectrum of pathology ranging from mild acetabular dysplasia with or without
instability to a complete dislocation at birth which may or may not be reducible. The goal
of DDH treatment is to obtain and maintain a safe concentric reduction of the hip in order
to provide an optimal environment for thedevelopment of the femoral head and acetabulum,
avoid avascular necrosis (AVN) and reduce the risk of early osteoarthrosis. The purpose of
this study is to assess the results of one-stage combined operative management of
developmental dysplasia of the hip in children of walking age.
Methods: This is a retrospective study involving 21 hips in 17 children with DDH, who
underwent surgical operation at the department of orthopaedic surgery, Bangabandhu
Sheikh Mujib Medical University, Dhaka, from January 2014 to December 2019.Tönnis
and Severin grading systems were used to classify the radiographic status of the hip in preand postoperative period respectively. The operative procedure included open reduction,
capsulorraphy, Salter’s osteotomy and a femoral derotation osteotomy. Catteral’s ‘test of
Stability’ was used after open reduction as an indicator for need of pelvic and femoral
osteotomy. The children were evaluated clinically on McKay’s criteria and radiologically
on Severin’s criteria.
Result: Among the 17 cases, 11(64.7%) were female and 6(35.3%) were male; 4(23.52%)
children had bilateral involvement; 9(52.94%) had left-sided and 4(23.52%) had rightsided involvement. The average age was 3.3 years (range 18 months—8 yrs.) at the time of
operation. Follow-up range between 1 to 3.8 years.At the time of last follow-up,
8(38.09%)children had excellent outcomes, 10(47.61%) had good, 2(9.52%) had fair, and
1(4.76%) had poor outcomes on McKay’s criteria. Avascular necrosis of femoral head was
noted in 2(9.52%) and hipre-dislocationwas observed in 1(4.76%) hip.
Conclusion: One-stage surgery which include open reduction, capsulorraphy, Salter’s
and femoral derotation osteotomy in walking age children with DDH is a safe and highly
effective method. This procedure doesn’t need preliminary traction to relocate. Complication
rate and the need for repeat surgery is very low.

Introduction
Developmental dysplasia of the hip (DDH) is a term
that encompasses a wide spectrum of pathology
ranging from mild acetabular dysplasia with or
without instability to a complete dislocation at birth

which may or may not be reducible The worldwide
incidence of DDH ranges from 1 to 24 cases per
1000 births.1 The wide range of incidences can be
attributed to different methods of diagnosis, timing
of evaluation, definition of DDH, clinical experience
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of reporting physicians and the true variation in
incidence is attributed to genetics and
environmental factors.2,3 In addition, lack of
agreement in the screening regimes of neonates
worldwide contributes to the wide variation in
incidence.4 DDH is relatively rare in the developed
world due to a well- functioning neonatal screening
procedure.5 Dueto lack of screening programme
children with DDH in Bangladesh areusually
diagnosed late, particularly when they start
walking.
The goal of DDH treatment is to obtain and
maintain a safe concentric reduction of the hip
in order to provide an optimal environment for
thedevelopment of the femoral head and
acetabulum, avoid avascular necrosis (AVN) and
reduce the risk of early osteoarthrosis.6,7 In the
older child the reduction of the hip is difficult
because of adaptive shortening of the extraarticular soft tissue, acetabular dysplasia,
capsular constriction, increased femoral anteversion, fibrofatty tissue in the acetabulum,
hypertrophy ligamentumteres and fixed
inversion of limbus.
There are different treatment options for DDH
depending on the age and grade of the disease.
Bracing, traction, closed reduction, open
reduction, and femoral or pelvic osteotomies are
the frequently used treatment modalities for older
children.8 The incidence of osteonecrosis of the
femoral head has been reduced by avoiding
immobilization of the hip in extreme abduction
and by using femoral shortening osteotomies
when appropriate.9 Traction has been used before
reduction of a dislocated hip to decrease the risk
of ischemia of the femoral head but data
supporting use of this treatment are
inconsistent.10
Treatment with one-stage procedure (open
reduction, capsulorrhaphy, pelvic osteotomy and
femoral osteotomy with or without shortening) is
preferred by many authors. The choice of
osteotomy is controversial. Innominate osteotomy
can be divided into two types: complete and
incomplete transiliac osteotomies. The osteotomy
described by Salter in 1961, is an example of
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complete transiliac osteotomy. The most widely
known incomplete transiliac osteotomy is that
described by Pemberton11 in 1965. The purpose
of this study is evaluation of the results of onestage operation in DDH presented between 1.8 to
8 years of age.
In this study, retrospective analysis was done to
evaluate the radiographic and functional results
of one-stage triple operative procedure of open
reduction, femoral osteotomy, innominate
osteotomy in walking age children.
Materials and methods:
This study was carried out in 21hips of 17 children
who underwent one-stage triple procedure of open
reduction, femoral and innominate bone osteotomy
for the treatment of DDH. Out of 17 patients,
11(64.7%) were female and 6(35.3%) were male;
All the surgeries were done by the same surgeon
between January 2014 to December 2019 at the
Department of Orthopaedic Surgery, Bangabandhu
Sheikh Mujib Medical University(BSMMU),Dhaka.
The average age was 3.3 years (range 18 months7.9 yrs.) at the time of operation. Patients with
known neuromuscular and chromosomal disorders
and those with prior surgical procedures of a pelvic
or a femoral osteotomy were excluded.Only the
patients with idiopathic developmental dysplasia
of the hip were included.Detailed clinical
information about these patients was obtained
(Table 1) before surgery.
The study was approved by the institutional review
board and informed consent was obtained from
respective parents. The statistical Package for the
Social Sciences(SPSS version 20.0) software was
used for analysis.
Clinical data regarding pain symptoms, gait pattern,
range of hip joint motion and presence of
Trendelenburg sign were recorded for each patient
preoperatively and during postoperative follow-up
using the modified McKay’s criteria.12Tönnis
classification system was used to assess the degree
of dislocation of the femoral head.13Radiographic
evaluations included examination of preoperative
and follow-up plain radiographs to classify patients
according to the Severin’s grading system. 14
Avascular necrosis was assessed using Bucholz and
Ogden’s classification.15,16
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Table 1: Patient details
Case

Sex

Hip

Age
(years+months)

Femoral
Shortening (cm)

Derotation

Pelvic
Acetabular
osteotomy
index

1

M

B/L

7 +5

2

30

Salter

42

2

F

L

1+8

0

20

0

26

3

F

L

2+2

1

25

Salter

30

4

M

L

1 + 11

1

20

Salter

25

5

F

L

3+4

1

25

Salter

32

6

F

L

1 + 10

0

20

Salter

24

7

F

B/L

7 +9

2

30

Salter

45

8

M

B/L

5 +6

1.5

25

Salter

39

9

M

R

2+7

1

25

Salter

34

10

F

L

1+9

0

20

Salter

25

11

F

R

2 +3

1

20

Salter

32

12

M

L

1 +10

1

20

Salter

28

13

F

B/L

3+8

1

25

Salter

30

14

F

L

2+4

1

20

Salter

25

15

F

R

3 +2

1

25

Salter

30

16

M

R

4 +5

1.5

25

Salter

35

17

F

L

1 +9

0

20

Salter

25

Table II : McKay’s criteria for clinical evaluation
Grade

Rating

Description

1

Excellent

Sable painless hip, no limp, negative Trendelenburg sign, full range of
movement.

2

Good

Stable painless hip, slight limp, negative Trendelenburg sign, slight decrease in
range of movement.

3

Fair

Stable painless hip, positive Trendelenburg sign and limited range of movement,
or a combination of these.

4

Poor

Unstable or painful hip or both, positive Trendelenburg sign.

Table III : Tonnis classification for severity of dislocation.
Grade

Description

l

Capital femoral epiphysis medial to Perkins line.

ll

Capital femoral epiphysis lateral to Perkins line, but below the level of the superior acetabular
rim.

lll

Capital femoral epiphysis at the level of the superior acetabular rim.

lV

Capital femoral epiphysis above the level of The superior acetabular rim.
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Table-IV : Severin criteria for evaluation of radiographic results.
Type l
Type ll
Type lll
Type lV
Type V

Normal hips
Concentric reduction of the joint with deformity of the femoral neck, head or acetabulum.
Dysplastic hips without subluxation.
Subluxation
The head articulating wih a secondary acetabulum in the upper part of the original acetabulum

Type Vl

Redislocation.

Table-V : Bucholz-Ogden classification system of AVN of the proximal femur.
Type

Description

L

Irregular ossification of the femoral head with no abnormalities of ossification of the metaphysis
is the hallmark of type l AVN.
Lateral metaphysis shows evidence of injury; femoral head grows into valgus deformity following
premature lateral epiphyseal closure; relative overgrowth of greater trochanter
Entire metaphysis affected; femoral neck extremely short, with marked trochanteric overgrowth

Ll
Lll
lV

Lucent defect along medial metaphysis indicates growth disturbance of medial growth plate,
which causes femoral head to grow into varus deformity; relative overgrowth of greater trochanter.

Table- VI : Results according to McKay’s criteria for clinical evaluation.
McKay
Excellent
Good
Fair
Poor

Pre-op(n)

Pre-op(%)

8
10
16
5

38.1
47.62
76.192
23.81 1

Post-op(n)

Post-op(%)

9.52
4.76

Results :
Among 17 patients, 11(64.7%) were female and
6(35.3%) were male; 4(23.52%) children had
bilateral involvement; 9(52.94%) had left-sided and
4(23.52%) had right-sided involvement. The
average age at the time of operation was 3.3
years(range 1.8-7.9 years). The average duration
of follow-up was 3.8 years (range 1-4.5 years).
Immediate postoperative shortening of lower limb
was 0 .5 – 2 cm(average 0.8 cm) which improved to
0.2- 1 cm (average 0.3 cm) during the last followup examination. Femur derotated to an average
of 24.50 (range 20- 300) to correct the anteversion
that was noted during the operation.

was found to be significant (r= 0.36. p<0.05). The
adequacy of acetabular remodeling was evaluated
by comparing the immediate postoperative
radiograph with the latest follow-up radiograph.

In our study, the average acetabular index (AI)
values of the operated hips was 31 (25-45) degree
in the preoperative period. However, AI values in
the final radiography measure had an average of
19.35 (13-28) degree. The improvement in AI in
the hips after the surgery was determi ned at 18.55
degree on average. The relationship between the
follow-up period and the percentage of AI recovery

On the final clinical evaluation, the clinical results
according to McKay’s scoring system (Table-4) were
also favorable. At preoperative evaluation, 16 hips
(76.19%) were in fair condition and 5 hips (23.81%)
were in poor condition. At the end of the study,
there were 8 hips (38.09%) in excellent condition,
10 (47.61%) in good condition, 2 (9.52%) in fair
condition, and 1(4.76%) in poor condition.

Superficial wound infection developed in three hips
over the course of our study. The infection was treated
with oral antibiotics and antimicrobial dressings. Redislocation was seen in one patient in our study.
According to Tönnis classification (Table-III) of the
degree of dislocation severity (preoperatively), 2
patients(9.52%) were in grade ll, 8(38.09%) in grade
lll and 11(47.8%) in grade lV, as compared to only
1(4.35%) in grade ll postoperatively.
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Fig.-1: 4.5 years –old male child with right developmental dysplasia of hip corrected with open reduction
combined with Salter’s Osteotomy and femoral shorteningderotation osteotomy. A) Pre-Operative X-ray;
B) 6 weeks postoperative showing good reduction; C) 6 Months Postoperatively with excellent remodeling
of the acetabulum.

Fig.-2 : 3.8 years-old female child with bilateral developmental dysplasia of hip corrected with open
reduction combined with Salter’s osteotomy and femoral shortening derotation osteotomy.A) Pre-operative
x-ray; B) 8 weeks postoperative x-ray; C) 9 months postoperatively with good remodeling of the acetabulum.
Discussion:
The primary goal of treatment of developmental
dysplasia of hip is concentric reduction. Failure to
treat at early age may lead to gait abnormalities,
limitation of motion of the hip, joint pain and
osteoarthritis at an earlier age. However, the age
beyond which surgical treatment is contraindicated
has been the subject of debate due to the risk of
serious complication. Concentric reduction in older
children may be a challenge more so when the
femoral head is flattened or when the acetabulum
is dysplastic. Reduction may be hindered by soft
tissue contracture with undue pressure on the
femoral head. Femoral shortening has been shown
to facilitate reduction in children who are more
than three years old. It was concluded that a onestage operation consisting of open reduction,
femoral shortening, and correction of an acetabular
deficiency with the appropriate pelvic osteotomy
is the best option.13

There have been numerous reports discussing the
merits of a more aggressive surgical approach that
includes a single procedure combining an open
reduction with a femoral or pelvic osteotomy.
Salter and Dubos showed 93.6% good to excellent
results in children of younger age group. 17
KlisicandJankovic (n=60) reported 63% excellent
to good results in the age group of 5-15 years.18
Karakas et all. Operated on 47 patients(55 hips),
who were 4 years and more, with 67% good or
excellent clinical results and 65% good or excellent
radiological results.19 Ryan et al. showed 92%
excellent to good results clinically and 72%
radiologically.20Vallamshetla et al. operated on 15
patients(18 hips), who were 4 years and more, with
100% good or excellent clinical results(McKay’s
criteria) and 100% Severin’s classification class l
(10) and ll (8).21In this study showed 85.72 excellent
to good results in the age group of 1.8 Months to 8
years.

Surgical Outcome of One-stage Treatment of Developmental Dysplasia of the Hip

The Salter osteotomy provides anterolateral
coverage of the femoral head that allows the
acetabulum to develop and the hip joint to stabilize.
It had been thought that innominate osteotomy
should be performed in children older than 18
months of age and it usually provides correction
of acetabular direction in term of the AI. The
osteotomy will correct the AI averaging 10 degree
to 27 degree and improve the CEA averaging 15
degree.17 The best time to perform an osteotomy
of the acetabulum for DDH patients is still a
concern.22Saleh et al.28 demonstrated that the
acetabulum remodels quickly after the salter
innominate osteotomy in a range of age groups.
The lower limit of surgical timing is under debate,
e.g., at a younger age. Many studies found that it
could be done safely for children between 12 and
18 months of age without major disadvantages.23
Salter osteotomy virtually eliminated acetabular
dysplasia in all cases and allowed further
undisturbed acetabular development. Principle of
preserving the shape and capacity of the
acetabulum by Salter’s innominate osteotomy is
important for the future function and development
of the joint as compared to Pemberton osteotomy
which alters the shape of acetabulum and
decreases its capacity. Our results were 85.72%
excellent and good clinical outcomes, and 14.28%
fair to poor clinical results. The reoperation rate
for re-dislocation in our series (4.3%) also compares
favorable with other reports.23 Similarly, favorable
results were also observed when clinical
parameters were compared before and after
surgery. At final follow-up, excellent to good results
were noted in 18 hips(85.72%) compared to none
before surgery. Only 3(14.28%) hips joint
demonstrated fair to poor condition at follow-up
compared to 23(100%) prior to surgery.
AVN of femoral head is one of the most serious
complications in the treatment of DDH and
inevitably results in deformity and late
degenerative arthritis.24 The major causes of AVN
of femoral head are excessive pressure on the
cartilaginous femoral head due to tight reduction
of high displacement of the hip and contracted soft
tissues in older children. 25 The vascular
compromise of femoral head may also be caused
due to excessive abduction and internal rotation
during the maintenance of reduction in Spica cast
or injury to circumflex artery while cutting the
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transverse acetabular ligament. The reported
incidence of AVN following open reduction with
femoral or pelvic osteotomy varies from 7% to
22%.5,26 However, we were fortunate to have AVN
in only 2(9.52%) hips which may be due to our
extraconscious attitude of reduction at ease and
maintaining hip in Spica cast at 250 abduction,
neutral rotation and extention. Our overall
AVNrate is comparable with that reported in other
studies16,20,21,24 although it was slightly higher.
AVN is acommon complication in the treatment
of DDH, particularly after open reduction rather
than pelvic osteotomy.17
We always operate bilateral DDH under single
anaesthesia to minimize hospitalization,
psychological impact on patient/ parents,
expenditure and use of medicine(Figure-2). A
transfixation K-wire 1.5mm was used to stabilize
femoral head in the true acetabulum in almost
every hip and a small DCP to osteosynthesis
proximal femoral osteotomy site. Till resubluxation and AVN development, premature
epiphyseal fusion, which leads to short femoral
neck and partially uncoverd femoral head due to
less effective development of acetabulum, as seen
in our two cases, have been reported
previously.26,27 One hip in this study that went to
re-dislocation, had no pelvic osteotomy at primary
procedure. They required secondary procedure of
Salter’s osteotomy. This further supports the claim
of addition of pelvic osteotomy, especially in those
hip that have stable hip on Catteral’s test of
stability,27 in position of flexion, abduction and
internal rotation. Only one subluxation and one
re-dislocation were encountered in our study,
which was comparable to results in other
series.2,9,20,21
There were few limitations of this study that
include small sample size, short period of followup, lack of good record-keeping, and lack of
compliance on the part of parents who failed to
ensure proper rehabilitation in post-cast period.
Conclusion :
One-stage surgery for DDH, which include open
reduction, capsulorraphy, Salter’s and femoral
derotation osteotomy in walking age children is a
safe and highly effective method. This procedure
doesn’t need preliminary traction to re-locate and
the complications rate is low.In addition, it is a
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cost effective procedure and minimizes socioeconomic burden and psychological trauma
incurred by lengthy hospitalization by treatment
with traction followed by closed reduction.
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Background: Prostate cancer is the most common male cancer. In the current diagnostic
pathway men deemed at risk of prostate cancer are advised to have a trans-rectal ultrasound
(TRUS) guided biopsy. TRUS-biopsy is associated with a number of complications in most
cases. A pathway with an imaging test may decide which men with an elevated PSA and/or
suspected digital rectal examination will undergo biopsy. Multi-Parametric Magnetic
Resonance Imaging (mpMRI) can be the one in such cases. If diagnostic performance of
mpMRI can be proved effective, then a number of unnecessary biopsies can be avoided. So,
evaluation of role of mpMRI of prostate for the diagnosis of carcinoma of prostate is important.
Objectives: General objective is to evaluate the role of mpMRI of prostate for the diagnosis
of carcinoma of prostate and Specific objectives are to determine the PI-RADS score of
study subjects, to diagnose the prostate cancer & assess the Gleason score by histopathology
and to evaluate the diagnostic accuracy of mpMRI of prostate.

Cite this article:
Biplab DD, Gupta SD. MultiParametric MRI Evaluation
of Prostate Cancer &
Comparison with Histopathological Findings of 12 Core
Trans-Rectal Ultrasound
(TRUS) Guided Biopsy. Sir
Salimullah Med Coll J 2021;
29: 68-75

Key words:
Multi-Parametric MRI,
Prostate Cancer, TRUS,
Biopsy

Methods: This cross-sectional study was conducted in the department of Urology, Sir
Salimullah Medical College Mitford Hospital, Dhaka from July 2018 to June 2020. Total 50
male patients were included in the study as per inclusion and exclusion criteria. Selected
patients had undergone mpMRI of prostate and TRUS biopsy & histopathology. mpMRI
score 3, 4 or 5 was regarded as positive and score 1 or 2 was regarded as negative for
carcinoma prostate. Association between mpMRI diagnosis and histopathological diagnosis
were analyzed in study patients considering histopathological diagnosis as the gold standard.
Results: Of the total 50 patients, the mean age was found 69.14±8.48 years ranging from 52
to 95 years. The mean S.PSA was found 41.78±28.097 ng/ml ranging from 8.8 to100 ng/
ml. On mpMRI of prostate, majority (36%) patients had PI-RADS 4, followed in decreasing
order by PI-RADS 5 (20%) PI-RADS 2 (16%) PI-RADS 1 (14%) and PI-RADS 3 (14%).
mpMRI of prostate was negative in 30% and positive in 70% of patients. On histopathology,
benign nodular hyperplasia was 34% and carcinoma of Prostate was 66%. Negative predictive
values (NPV) of PI-RADS 1 & 2 were 100% and 87.5% respectively. Positive predictive
values of PI-RADS 3, 4 & 5 were 71.4%, 94.4% & 100% respectively. Overall, sensitivity of
mpMRI in the detection of carcinoma of prostate was 96.96%, specificity 82.35%, PPV
91.42%, NPV 93.33% and accuracy was 92%. Positive likelihood ratio was 5.49 and negative
likelihood ratio was 0.036. mpMRI of prostate had 91.4% true positive and 8.6% false
positive rate for detection of prostate cancer. 93.33% true negative and 6.66% false negative
rate was found for detection of prostate cancer by mpMRI. McNemar Chi square test was
done & P>0.05. So, difference between two test procedures is not significant.
Conclusion: It was evident from this study that mpMRI had a diagnostic accuracy of 92%.
Sensitivity and negative predictive value of mpMRI of prostate were 96.96% and 93.33%
respectively. mpMRI showed good performance at both ruling in (negative likelihood
ratio: 0.036) and ruling out (positive likelihood ratio: 5.49) of prostate cancer. Thus MultiParametric MRI of prostate is found to be an effective imaging modality for helping in
diagnosis of carcinoma of prostate.
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Introduction
Prostate cancer is the most common form of
malignancy and the second leading cause of cancer
death among men.1 Currently more than 40,000
new cases are being diagnosed every year in the
UK.2 In 2014, an estimated 233,000 new cases of
prostate cancer was diagnosed in the United
States.3 Worldwide in year 2018, number of new
cases of prostate cancer was 1,276,106 and number
of death from prostate cancer was 358,989.4 In
recent diagnostic pathway, men with an elevated
S. PSA level, an abnormal digital rectal
examination, a positive family history of prostate
cancer or a specific ethnic profile are considered
at risk of prostate cancer. Once a risk factor is
identified, patients are advised to have a transrectal ultrasound (TRUS) guided biopsy. Currently
up to 1.3 million biopsies are performed annually
in the United States alone.5 Once diagnosed, the
role of treatment has also been questioned because
treatment depends on exact Gleason grade and
staging. Many prostate cancers currently detected
are clinically insignificant and do not have any
clinical impact on the individual during his
remaining life, if left untreated.6 In order to
minimize over-diagnosis and over-treatment, the
optimal diagnostic pathway should be able to
discriminate reliably between men with and
without prostate cancer.
For a diagnostic prostate biopsy, the 12-core TRUS
guided prostate biopsy is the preferred and current
standard of care technique.7 TRUS-biopsy can overdiagnose clinically insignificant prostate cancer due
to random deployment of the needles.8 On the
other hand, TRUS guided biopsies may miss
prostate cancers having an estimated false negative
rate of 16.6%.9 In 12- core TRUS biopsies, the
anterior part, the midline area and the apex of the
prostate remain under-sampled.10 TRUS-biopsies
can underestimate the true burden of cancer;
either or both the size or grade of cancer. Up to
half of men deemed low risk on TRUS-biopsies can
have higher burden or grade, or both, when a more
accurate biopsy test is applied.11 TRUS-biopsies
are associated with several complications in most
cases, the most important being haematuria
(66.3%), hematospermia (38.8%), rectal bleeding
(28.4%), genitourinary tract infection (6.1%) and
life-threatening urosepsis (0.5%). 12 In these
circumstances, a new diagnostic pathway can be
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proposed in which an imaging test can be performed
among men at risk of prostate cancer to decide
which patient should have or not have a prostate
biopsy. At present multi-parametric MRI (mpMRI)
appears to have all the desired attributes of a test
that could be used in the prostate cancer diagnostic
pathway.13 mpMRI into the diagnostic pathway as
an initial test prior to prostate biopsy may (1)
reduce the proportion of men having unnecessary
biopsies, (2) improve the detection of prostate
cancer and (3) increase the cost-effectiveness of
the prostate cancer diagnostic and therapeutic
pathway.14
Although magnetic resonance imaging (MRI) has
been evaluated for staging prostate cancer for
many years 15 the technology has recently
improved dramatically. Improvements in the
design and application of multi-parametric MRI
have increased the ability to identify and localize
prostate cancer. However, the diagnosis and
histopathologic grading of prostate cancer still
requires tissue for diagnosis. The reference
standard for the diagnosis of prostate cancer
remains tissue biopsy.16 Multi-parametric MRI has
been reported to have high sensitivity and
specificity for high-grade prostate cancers and thus
could be of value in reducing disease
misclassification.17 Men who underwent mpMRI
and subsequent radical prostatectomy are reported
that mpMRI had the lowest misclassification rate
of prostate cancers.18
But there exists professional disagreement on its
accuracy and usefulness in clinical practice19,
limiting wider adoption. This is due to marked
variation in indication, conduct, interpretation, and
reporting of mpMRI. 20 For evaluation of the
diagnostic role of a new modality, a reference test
with reasonably high accuracy is a must.21 TRUSbiopsy and histopathology can be the one in such
cases. In this country, the performance of mpMRI
as a diagnostic tool is not yet tested. So this study
has been conducted among suspected patients of
carcinoma of prostate in the department of
Urology, Sir Salimullah Medical College Mitford
Hospital, Dhaka to evaluate the role of mpMRI of
prostate for the diagnosis of carcinoma prostate.
Methodology
This Cross sectional analytical study was conducted
in the department of Urology, Sir Salimullah

70

Sir Salimullah Med Coll J

Medical College Mitford Hospital, Dhaka. Total 50
male patients were included in this study by
Purposive sampling technique during the period
from July 2018 to June 2020 among male patients
who were found suspicious of harboring prostate
cancer attending the department of Urology, Sir
Salimullah Medical College Mitford Hospital,
Dhaka. Patients with an elevated S. PSA (more
than 4 ng/ml) and Suspicious nodule or nodules in
digital rectal examination are included in this
study. Patients with Previous history of prostate
surgery or treatment for prostate cancer, with
previous history of prostate biopsy, evidence of a
urinary tract infection or history of acute prostatitis
within the last 3 months, abnormal coagulation
profiles, contraindication to MRI (e.g.,
claustrophobia, pacemaker, estimated GFR d” 50),
medical conditions (e.g., active infection,
uncontrolled DM, Old debilitated person) and
known Hypersensitivity to contrast medium are
excluded from this study. Socio-demographic
information, history & physical examination,
serum prostate specific antigen (S. PSA) level,
prostate volume by mpMRI of prostate, PI-RADS
score by mpMRI of prostate, histopathological
diagnosis based on TRUS- biopsy, Gleason score
by histopathology of study subjects were collected
by using a preformed data collection sheet. These
data were analyzed statistically by standard
procedure to arrive at definitive conclusion in
respect of the hypothesis.All the relevant collected
data were compiled on master chart first and
statistical analyses was performed by using the
Statistical Package for Social Science (SPSS)
version 22.0 for Windows. Data editing, cleaning
and reduction were done by taking care for omission
and illegal entry of data. The results were
presented in tables and diagrams. Quantitative data
were expressed as mean and standard deviation
whereas qualitative data were expressed as
frequency and percentage. McNemar Chi square
test was applied. A probability value (p) of less than
0.05 was considered to indicate statistical
significance.
Materials and Methods
From out-patient department patients with
suspicious nodule or nodules in digital rectal
examination were advised to do serum prostate
specific antigen (S. PSA) level after seven days.
mpMRI and TRUS-biopsy were done among the
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selected patients. Association between mpMRI
diagnosis and histopathological diagnosis were
analyzed in study patients considering
histopathological diagnosis as the gold standard.
Multiparametric MRI was performed with the use
of MAGNETOM Vida SIEMENS (Germany) 3.0-T
scanner without an endorectal coil. T2 -weighted,
diffusion-weighted, and dynamic contrast-enhanced
sequences was acquired according to minimum
standards that had been set by consensus
guidelines. Areas on the multi parametric MRI that
was suggestive of prostate cancer was categorized
by the radiologist according to the Prostate
Imaging–Reporting and Data System (PI-RADS),
version 2.22 PI-RADS score were determined by
mpMRI based on consensus recommendations
employing a 1–5 score of suspicion:
Suspicious areas in the prostate were scored on
the following scale:
• 1 = Highly unlikely to be clinically significant
cancer.
• 2 = Unlikely to be clinically significant cancer.
• 3 = The presence of clinically significant cancer
is equivocal.
• 4 = Likely to be clinically significant cancer.
• 5 = Highly likely to be clinically significant
cancer.
A participant with a prostate that contains a
suspicious area with an mpMRI score of 3, 4 or 5
was regarded as clinically significant carcinoma
prostate and score 1 or 2 was regarded as clinically
insignificant carcinoma prostate.
After complete evaluation and taking proper
preoperative preparation, all patients were
positioned in standard position and periprostatic
nerve blockade was performed by using 2%
lidocaine. 12-core biopsy specimens were obtained
from the base of the right, and left prostate lobes,
lateral, and far remote lateral to the midline,
medial, and lateral parts of the apex. All of these
procedures were performed under the guidance of
standard gray-scale ultrasound (SonoScape made
in China) with 7.5 MHz rectal probe and using 18
Gauge needle Bard automatic biopsy gun. The
biopsy specimens were placed in 10% formalin and
send for histopathology. Histopathological
examinations of biopsy specimens were done in

Multi-Parametric MRI Evaluation of Prostate Cancer & Comparison

department of Pathology, Sir Salimullah Medical
College Mitford Hospital.
Results
The study was conducted in male patients who
were found suspicious of harboring prostate cancer
in the department of Urology, Sir Salimullah
Medical College Mitford Hospital during the period
of July 2018 to June 2020. From out-patient
department patients with suspicious nodule or
nodules in digital rectal examination were advised
to do serum prostate specific antigen (S. PSA)
level after seven days. Total 50 male patients
were included in the study as per inclusion and
exclusion criteria. mpMRI and TRUS-biopsy were
done among the selected patients. Association
between mpMRI diagnosis and histopathological
diagnosis were analyzed in study patients
considering histopathological diagnosis as the gold
standard.

Table-I. Distribution of the study patients by
age (n=50)
Age (years)

Number of patients

Percentage
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Table-II shows that mp MRI of prostate, Mean±SD
PI-RADS score was 3.32±1.34 ranging from 1 to 5.
On mp MRI of prostate, majority (36%) patients
had PI-RADS 4, followed in decreasing order by
PI-RADS 5 (20%), PI-RADS 2 (16%), PI-RADS 1
(14%) and PI-RADS 3 (14%).

Table-III mpMRI diagnosis of study patients
(n=50).
mpMRI diagnosis
Frequency Percent
PI-RADS score 1or 2
(mpMRI negative)

15

30

PI-RADS score 3,4 or 5
(mpMRI positive)

35

70

Table-III shows that on mpMRI of prostate,
diagnosis was negative in 30% and was positive in
70% of patients.

Table -IV Histopathological diagnosis of study
patients (n=50).
Histopathological diagnosis Frequency Percent

d”60

7

14

Benign nodular hyperplasia

17

34

61-70

22

44

Carcinoma of prostate

33

66

71-80

19

38

>80

2

4

Mean ±SD

69.14 ±8.48

Range (min-max)

52 - 95

Table -I shows that 22 (44%) patients belonged to
age 61-70 years. The mean age was found
69.14±8.48 years ranging from 52 to 95 years.

Table -IV shows that on histopathology, it was
evident that 34% of study patients were diagnosed
as benign nodular hyperplasia. On the other hand,
remaining 66% were diagnosed as carcinoma of
prostate.
Table -V Distribution of Gleason score of
patients with prostate cancer (n=33).
Gleason score

Number of
patients

Percentage

Table-II mpMRI findings of study patients (n=50).

6.0 (3+3)

6

18.18

mpMRI findings

Frequency

Percent

7.0 (3+4)

7

21.21

PI-RADS 1

7

14

7.0 (4+3)

6

18.18

PI-RADS 2

8

16

8.0 (4+4)

7

21.21

PI-RADS 3

7

14

9.0 (5+4)

4

12.12

PI-RADS 4

18

36

10.0 (5+5)

3

9.09

PI-RADS 5

10

20

Range (min-max)

Mean±SD
Range (min-max)

3.32±1.34
1 -5

6.0-10.0

Table- V shows that the Gleason score was found
ranging from 6 to 10.
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Table-VI Relation of mpMRI findings (individual PI-RADS score) and histopathological diagnosis
(n=50).
Test result
mpMRI diagnosis

PI-RADS 1PI-RADS 2

Histopathologial diagnosis (Standard diagnosis)
Carcinoma of prostate
Carcinoma of Prostate
Negative
Positive
n (%)
n (%)
7(100)7(87.5)
0(0 )1(12.5)

PI-RADS 3
PI-RADS 4PI-RADS 5
Total

Total

78

2(28.6)

5(71.4)

7

1(5.6)0(0)

17(94.4)10(100)

1810

17

33

50

Table –VI shows that negative predictive values of PI-RADS 1 & 2 were 100% and 87.5% respectively.
Positive predictive values of PI-RADS 3, 4 & 5 were 71.4%, 94.4% and 100% respectively.
[Based on PI-RADS 1 and 2 as mpMRI negative, and 3 to 5 as mpMRI positive]
Table-VII Relation between frequency of PI-RADS score based on mpMRI and Gleason score of
histopathology (n=50).
Histopathological diagnosis
1 (n=7)
No cancer
7

PI-RADS score based on mpMRI findings.
2 (n=8)
3 (n=7)
4 (n=18)
5 (n=10)
7
2
1
0

Total
17

Gleason 6 ( 3+3)

0

1

3

1

1

6

Gleason 7 (3+4)

0

0

2

3

2

7

Gleason 7 (4+3)

0

0

0

4

2

6

Gleason 8 (4+4)

0

0

0

4

3

7

Gleason 9 (5+4)

0

0

0

3

1

4

Gleason 10 ( 5+5)

0

0

0

2

1

3

Total

7

8

7

18

10

50

Table -VII shows that none of the patients with
PI-RADS score 1 had cancer. Among eight patients
with PI-RADS score 2 only one had cancer (Gleason
3+3) and 7 patients had no cancer. PI-RADS score
3 was reported in seven cases. Among them two
patients had no cancer, three patients had Gleason
(3+3) and two patients had Gleason score (3+4). Of
the eighteen patients with PI-RADS score 4 only
one patient had no cancer. Rest of the patients of
PI-RADS score 4 had Gleason (4+3) and (4+4) in
most cases. All cases with PI-RADS 5 had cancer
and majority had Gleason score (4+4).
Table-VIII shows sensitivity, specificity, accuracy,
positive predictive value, negative predictive value,
positive likelihood ratio and negative likelihood
ratio of mpMRI in the detection of carcinoma of
prostate was 96.96%, 82.35%, 92%, 91.42%, 93.33%,
5.49 and 0.036 respectively.

Table-VIII Sensitivity, specificity, accuracy,
positive predictive value, negative predictive
value, positive likelihood ratio and negative
likelihood ratio of mpMRI in the diagnosis of
carcinoma
of
prostate
considering
histopathological diagnosis as gold standard.
Percentage
Sensitivity

96.96

Specificity

82.35

Accuracy

92

Positive predictive value (PPV)

91.42

Negative predictive value (NPV)

93.33

Positive likelihood ratio (LR+)

5.49

Negative likelihood ratio (LR+)

0.036

[Based on PI-RADS 1 and 2 as mpMRI negative, and 3
to 5 as mpMRI positive]
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Table-IX Association between mpMRI diagnosis and histopathological diagnosis in study patients (n=50)
Test result
Histopathologial diagnosis
Total
P value
(Standard diagnosis)
mpMRI diagnosis
Carcinoma of prostate
Carcinoma of prostate
Positive
Negative
PI-RADS 3, 4 & 5
32 (91.4%)
3 (8.6%)
35 (70%)
(Test positive)
True Positive
False Positive
p>0.05
PI-RADS 1 & 2
1 (6.66%)
14 (93.33%)
15 (30%)
(Test negative)
False Negative
True Negative
Total
33
17
50
[Based on PI-RADS 1 and 2 as mpMRI negative, and 3 to 5 as mpMRI positive]
Table -IX shows that out of all cases 35 cases were
diagnosed as mpMRI positive (PI-RADS 3, 4 & 5).
Among them 32 (91.4%) cases were confirmed by
histopathology to have carcinoma of prostate (true
positive) and 3 (8.6%) cases were confirmed not
having carcinoma of prostate (false positive).
Fifteen cases were diagnosed by mpMRI as having
mpMRI negative (PI-RADS 1 & 2). Among them
14 (93.33%) cases were confirmed by histopathology as having benign nodular hyperplasia
(True Negative) and one (6.66%) case was found to
be Prostate cancer (False Negative).

hyperplasia and two third (66%) patients had
carcinoma of prostate (Table IV). Almost similar
observation was reported by Thompson et al. (2014)
in Australia. Study by Abd-Alazeez et al.24 in UK
showed that 52.7% of the patients had benign
nodular hyperplasia and 47.22% patient had
carcinoma of prostate. Unlike in another study by
Lista et al.25, it was observed that 81.3% of the
patients had benign nodular hyperplasia and 18.7%
patient had adenocarcinoma of prostate and these
cases were diagnosed with mpMRI after having
initial negative prostate biopsy.

McNemar Chi square test showed that difference
between two test procedures were not significant
(X 2 - value =1 & P-value =0.317). Thus the
diagnostic performance of two test procedures was
almost similar.

It was elucidated from the study 7 (21.21%)
patients were found with Gleason score 7 (4+3) &
another 7 (21.21%) patients were found with
Gleason score 8 (4+4). Gleason score was ranged
from 6.0 to 10.0 (Table V). In comparison to this
study, Hoeks et al.17 and Porpiglia et al.9 have
found majority of patients with Gleason score 6 or
less. These observations are not consistent with
the findings of present study, possibly due to
presence of annual Prostate cancer screening
program in western countries.

Discussion
In this present study, mean age was found
69.14±8.48 years, ranging from 52 to 95 years
(Table I). However the study done by Porpiglia et
al.9 in Italy found the mean (SD) age was 63.1±6.2
years. Siddiqui et al.23 in England reported that
the mean (SD) age was 62.1±7.5 years.
mpMRI of prostate findings of this study showed
that majority (36%) patients had PI-RADS 4,
followed in decreasing order by PI-RADS 5 (20%),
PI-RADS 2 (16%), PI-RADS 1 (14%) and PI-RADS 3
(14%) (Table II). The study by Abd-Alazeez et al.24
in UK showed that PI-RADS 2 (36%) was followed
in decreasing order by PI-RADS 3 (32.4%), PI-RADS
4 (21.3%), PI-RADS 5 (10.2%) and PI-RADS 1 (0%).
Almost similar proportion of negative and positive
group of mpMRI was observed in present study.
In this study it was observed that about one third
(34%) of the patients had benign nodular

It was evident from this study that none of the
patients with PI-RADS score 1 had cancer. Among
8 patients with PI-RADS score 2 only one had
cancer (Gleason 3+3) and 7 patients had no cancer.
PI-RADS score 3 was reported in 7 cases. Among
them 2 patients had no cancer, 3 patients had
Gleason (3+3) and 2 patients had Gleason score
(3+4). Of the 18 patients with PI-RADS score 4 only
one patient had no cancer. Rest of the patients of
PI-RADS score 4 had Gleason (4+3) and (4+4) in
most cases. All cases with PI-RADS 5 had cancer
and majority had Gleason score (4+4) (Table VII ).
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Abd-Alazeez et al.24 showed that no patient was
found with PI-RADS score 1. Majority of patients
with PI-RADS score 2 and PI-RADS score 3 had no
cancer. Most of the patients with PI-RADS score 4
and 5 had cancer and majority of them had Gleason
score (3+3) and (3+4) respectively. In the study by
Thompson et al.26, majority of patients with PIRADS score 1 and 2 had no cancer. Most of the
patient with PI-RADS score 3 and 4 had cancer.
All patients with PI-RADS score 5 had cancer.
In this study it was observed that negative
predictive values of PI-RADS 1 & 2 were 100% and
87.5% respectively. Positive predictive values of
PI-RADS 3, 4 and 5 were 71.4%, 94.4% and 100%
respectively (Table VI). In a study done by
Thompson et al.26 it was observed that negative
predictive values of PI-RADS 1, 2 & 3 were 100%,
94% & 74% respectively. Positive predictive value
of PI-RADS 3, 4 & 5 were 26%, 73% & 100%
respectively. Similarity has been observed with PIRADS 1, 2, 4 & 5 in the present study.
The overall cancer detection rate was 33/50 (66%)
(Table IV). mpMRI was positive in 35/50 (70%)
patients (Table III), and sensitivity, specificity,
accuracy, positive predictive value and negative
predictive value of mpMRI in the detection of
carcinoma of prostate was 96.96%, 82.35%, 92%,
91.42% and 93.33% respectively (Table VIII).
Porpiglia et al.9 observed that mpMRI of prostate
showed accuracy, sensitivity, specificity, positive
predictive value and negative predictive values of
97.5%, 97.4%, 98.0%, 99.6%, and 89.3%,
respectively, which are almost similar to the
present study. Brown et al. 14 observed the
sensitivity of mpMRI of prostate was 93 %,
specificity was 41%, PPV was 51% and NPV was
89%. In another study Abd-Alazeez et al.24 showed
that mpMRI of prostate at detection of clinically
significant cancer, the sensitivity was 90%,
specificity 42%, positive predictive value 26%, and
negative predictive value 95 %. In the study Ahmed
et al.27 showed that mpMRI of prostate at detection
of clinically significant cancer, the sensitivity was
93%, specificity 41%, positive predictive value 51%,
and negative predictive value 89 %. Most of these
western studies have observed high sensitivity and
negative predictive value of mpMRI of prostate,
similar to this present study.
In this present study it was observed that mpMRI
was positive (PI-RADS 3 to 5) in 35 (70%) patients

Vol. 29, No. 1, January 2021

and out of this, 32 (91.4%) had prostate cancer (true
positive) and 3 (8.6%) had no prostate cancer (false
positive). mpMRI was negative (PI-RADS 1 to 2) in
15 (30%) patients and out of this 14 (93.3%) had no
prostate cancer (True Negative) and 1 (6.66%) had
prostate cancer (False Negative). These false
results were possibly due to technical error i.e.
random deployment of the needles during TRUSbiopsy.
McNemar Chi square test showed that difference
between two test procedures was not significant
(X 2 - value =1 & P-value =0.317). Thus the
diagnostic performance of two test procedures was
almost similar.
In this present study, it was observed that there is
no difference in diagnostic performance between
mpMRI of prostate and histopathology following
TRUS guided biopsy.
Conclusion
It was evident from this study that mpMRI had a
diagnostic accuracy of 92%. Sensitivity and
negative predictive value of mpMRI of prostate
were 96.96% and 93.33% respectively. mpMRI
showed good performance at both ruling in
(negative likelihood ratio: 0.036) and ruling out
(positive likelihood ratio: 5.49) of prostate cancer.
Thus Multi-Parametric MRI of prostate is found
to be an effective imaging modality for helping in
diagnosis of carcinoma of prostate.
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Hypertension is the most prevalent maternal complication worldwide and it is associated
with a significant morbidity and mortality of the mother and fetus. EPH-Gestosis (preeclampsia and eclampsia - two hypertensive disorders of pregnancy) is a disease of disturbed
gestation, i.e. a high risk pregnancy which is demonstrated as (E) - Edema, (P) - Proteinuria,
(H) - Hypertension, and (Gest) - Pregnancy, (Osis) patho -physiology, it is considered as
major causes of maternal and perinatal death. Pre-eclampsia is a multisystemic disease
characterized by the development of hypertension after 20 weeks of gestation, with the
presence of proteinuria or in its absence, of signs or symptoms indicative of target organ
injury. Eclampsia represents the consequence of brain injuries caused by pre-eclampsia.
This review aims to describe the most advisable ante-partum medication for pre-eclampsia
and eclampsia applied in Bangladesh and based on available national and international
guidelines. Oral labetalol or methyldopa is the 1st line drug and slow-release nifedipine is
the 2nd line drug for mild pre-eclampsia. Injectable labetalol is the drug of choice for the
severe form of the disease. It’s to be noted that selection of anti-hypertensive should be
guided by an individualized judgment of the patient and chances of adverse outcome.
Magnesium sulfate is used to prevent or control seizures caused by eclampsia. Overall, the
pharmacological prevention of these clinical conditions is limited to low-dose aspirin so it
is important to establish the safest and most effective available treatment.

Introduction
The name “Toxemia of Pregnancy” is an old name
of the syndrome of EPH-Gestosis. EPH-Gestosis
is referred to as: (E) - Edema, (P) - Proteinuria,
(H) - Hypertension, and (Gest) - Pregnancy, (Osis)
patho -physiology. EPH-Gestosis is the second
largest cause of direct maternal death worldwide
(14% of the total)1, and it is estimated that 192
women die every day because of hypertensive
disorders in pregnancy. 2 Pre-eclampsia and
eclampsia are two hypertensive disorders of
pregnancy, considered as major causes of maternal
and perinatal morbidity and mortality.3 These
diseases affect between 3% and 5% of all
pregnancies and account for more than 60,000
1.
2.
3.
4.
5.

maternal and 500,000 fetal deaths per year
worldwide.4 In the context of above mentioned
facts, it is imperative to evaluate whether all
possible and necessary measures are being taken
correctly in terms of prevention and treatment of
the diseases. Gathering pharmacological
information from national and international
guidelines, the purpose of this review is to describe
the most recommended pharmacological
treatments for these two hypertensive disorders
in pregnant women during the ante-partum period.
Methods
A literature review was performed based on the
analysis of guidelines and papers available on
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ACOG, RCOG, WHO, OGSB guidelines and also
from papers available on PubMed. This search was
carried out for - pre-eclampsia, eclampsia, and for
the pharmacological therapy, using different
combinations of several keywords, such as preeclampsia, eclampsia, pharmacological therapy,
pregnancy disease and hypertensive disorders of
pregnancy, only present in the title, the abstract,
or both. From all the articles retrieved, unrelated,
inaccessible, duplicate, and foreign language papers
were excluded. The bibliographies of the articles
used in this review were searched for additional
relevant citations. The search was emphasized for
the last six years (2011–2017), however, the results
of the most important studies and those with
greater relevance for this review are described
below, and a weight-of-evidence approach was
applied. In addition to PubMed, several documents
and guidelines available from different national and
international hospitals and organizations were also
analyzed.
Medications
For the prevention of pre-eclampsia, the only
effective therapy that is currently known is lowdose aspirin. Some international guidelines,
including those from the World Health
Organization (WHO), have reported that, from 12
weeks of gestation until delivery, a dose of 75–100
mg of aspirin should be prescribed.5,6 However,
some studies demonstrated the benefits of this
therapy only in women at high risk for the disease,
in whom aspirin reduces the risk of preterm preeclampsia and the incidence of severe preeclampsia.7,8
Calcium is essential in the synthesis of nitric oxide,
a potent vasodilator believed to contribute to the
maintenance of reduced vascular tone in
pregnancy. Calcium supplementation during
pregnancy has been proposed as a means to prevent
pre-eclampsia. Although individual studies have
demonstrated mixed results regarding the efficacy
of calcium supplementation, meta-analysis
concluded that calcium supplementation of at least
1 gm. daily during pregnancy appears to reduce
the risk of pre-eclampsia by approximately
50%.19 It is most effective in populations where
dietary calcium ingestion is low (<600 mg/day,
which can occur in some low—and middle-income
countries)—in these cases, WHO recommends a
daily supplement of 2 g of calcium per day.9,10
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Other preventive measures, including magnesium
supplementation, fish oil supplementation, and
vitamins C, D, and E supplements, have been
proposed but failed to demonstrate a real benefit
and receive consensus within the scientific
community.11 Regarding lifestyle interventions,
several studies found no benefits in sodium
restriction, diet interventions, and regular physical
exercise.8,12
The correct diagnosis and classification of the disease
is essential, since the pharmacological therapy for
the mild and severe forms of pre-eclampsia are
distinct. The management of mild pre-eclampsia is
intended to prevent the evolution to severe preeclampsia, to establish the timing of delivery, and
to evaluate fetal lung development. In the case of
severe pre-eclampsia, the objectives are the
prevention of eclampsia (seizures), a rigorous control
of blood pressure, and the planning of delivery. The
most recent studies failed to prove the benefits of
an antihypertensive therapy in pregnant women
with mild pre-eclampsia in which the blood pressure
is between 140/90 mmHg–150/100 mmHg: in these
cases, medical surveillance is the only
recommended measure.13 Most guidelines, follow
this advice, suggesting that an antihypertensive
therapy should be initiated only if SBP >150–160
mmHg or if DBP >100–110 mmHg.11.13.14.15
It should be noted that angiotensin-converting
enzyme (ACE) inhibitors and angiotensin receptor
antagonists (ARA) should be avoided, during
pregnancy because of their teratogenic effects.16.17
Also, it is important to avoid sublingual drug
formulations, since they induce a rapid
antihypertensive effect and can cause hypo
perfusion of maternal target organs and potentially
impair uteroplacentary circulation.11 Diuretics are
relatively contraindicated for hypertension and
should be reserved for pulmonary edema.18
Mild to Moderate Pre-Eclampsia
First, it is important to differentiate first-line and
second-line therapies. The first-line therapy is the
one accepted as the best treatment for the disease.
This therapy can also be called induction therapy,
primary therapy, and primary treatment. The
second-line therapy is the treatment that is given
when the primary treatment does not work or stops
working. For this disease, oral alpha-methyldopa,
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Published experience with other antihypertensive
agents is limited, and they should not supplant
methyldopa, labetalol or nifedipine as 1st line
agents in pregnancy.19

Severe Pre-Eclampsia
Because of the elevated risks that this form of the
disease implies for the pregnant woman, it is
recommended immediate hospital admission,
continuous monitoring and optimal time for the
mother and her baby. This means controlling BP
& if necessary convulsions. Senior obstetrician,
anesthetic staff and experienced midwives should
be involved. The antihypertensive therapy should
be started promptly, and the clinicians should
check for signs of imminent eclampsia (if needed,
they should start a prophylactic anticonvulsive
therapy)15. The recommended first-line therapy,
which is agreed by the several national and
international guidelines analyzed, is intravenous
labetalol.5.15.17 The infusion should start with a
bolus of 20 mg in 2 min, followed by doses between
20–80 mg every 10 min (maximum cumulative
dose: 300 mg) until the blood pressure is <150/100
mmHg. The normal maintenance dose is 6–8 mL/
h. The objective is to maintain the blood pressure
under the referred values.5 Labetalol is an á1- and
â-adrenergic antagonist, safe to use during
pregnancy in situations of severe hypertension.
This drug should not be used if the patient has
asthma; alternatively, oral nifedipine, 10–20 mg
in immediate-release forms, can be used.
Intravenous hydralazine can also be used if the
pregnant woman is refractory to either labetalol
or nifedipine.17 There is an important concern
regarding precipitous fall in BP, particularly after
intravenous hydralazine, may result in impairment
of placental perfusion resulting in fetal distress.
This can be prevented by co administration of small
bolus of fluids e.g. 250ml of normal saline at the
time of administration of antihypertensive
therapy.21

Table I shows a proposed pharmacotherapy for
mild pre-eclampsia accepted by OGSB13

Table II states a proposed pharmacotherapy for
severe pre-eclampsia accepted by OGSB [13].

or oral labetalol, can be considered as first-line
drugs. Nifedipine is a calcium channel blocker
described as a safe, effective, and nonteratogenic,
second line drug.13 Alpha-methyldopa is an áadrenergic receptor agonist which is an effective
and safe drug in pregnancy, but the fact that it
needs to be taken more than once daily is a disadvantage with respect to nifedipine.17 Other
disadvantages being depression, slow onset of
action over 24 hours, dry mouth, sedation,
depression, blurred vision. The NICE (National
Institute for Health and Care Excellence) and NHS
(National Health Services) guidelines recommend
oral labetalol for mild pre-eclampsia, since this drug
is the only antihypertensive drug approved in
United Kingdom for pregnancy.11 Labetalol is an
á 1-adrenergic blocker and a nonselective betaadrenergic blocker, a large body of clinical evidence
suggests that the use of labetalol is safe during
pregnancy. One randomized study showed no
advantages of labetalol over methyldopa. Another
study reported a higher incidence of small for
gestational age newborns in patients treated with
labetalol.19
Another study reported labetalol is safer, quicker
in achieving adequate control of blood pressure
with considerable prolongation of the duration of
pregnancy with fewer side effects (i.e. Bradycardia,
bronchospasm, headache, nausea, scalp tingling,
which usually resolves within 24 hours) on the
mother as well as the neonate than methyldopa
when used in the hypertensive disorders of
pregnancy.20

Table I . Antihypertensive medications (Oral)
Drug

Dose

Side Effects

Methyldopa

250 mg TDS (max 2g)

Fatigue, depression

Labetalol

100 mg BD-TDS (max 2400mg)

IUGR, hypoglycemia

Nifedipine

10 mg BD-TDS (max 120mg)

Hypotension, headache
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Table II: Drugs in hypertensive emergencies (defined as organ damage occurring because of severely
elevated BP, BP ³160/110)
Drugs

Dosage (LSS)

Repeat

Labetalol

10mg IV

If response to labetalol is inadequate (diastolic blood pressure
remains above 110 mg Hg) after 10 minutes, give Labetalol
20mg IV; Increase dose to 40mg and then 80mg if satisfactory
response is not obtained after 10 minutes of each dose.

Hydralazine

5mg IV slowly over
5 minutes until blood
pressure is lowered

Repeat hourly as needed or give Hydralazine 12.5mg IM every
2 hours as needed

Nifedipine

5mg oral

If response to Nifedipine is inadequate (diastolic blood pressure
remains above 110mg Hg) after 10 minutes, give an additional 5mg

Fig 1. Management protocol for convulsion
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Eclampsia
The anticonvulsive therapy is the most important
therapy for eclampsia (Fig 1). The recommended
drug to use is intravenous magnesium sulfate. The
infusion should start with a bolus of 4–6 g in 20
min, followed by a maintenance dose of 2–3 g (rate
of 50–75 mL/h of 50 mg/mL in a physiologic solution
or glucose solution). The therapy must be
maintained for 24 h after the last convulsive state,
or post-partum.22 During the administration of this
drug, it is important to control systemic
magnesium levels to avoid any problems related
to hypermagnesemia (in extreme cases, this can
cause muscle paralysis and cardiorespiratory
arrest), therefore, clinicians must constantly
monitor the respiratory frequency, diuresis, and
patellar reflexes.17 A number of studies suggest
that magnesium sulphate is superior to diazepam,
Phenytoin and a lytic cocktail at preventing
recurrent seizures in women with eclampsia.23
Although not universally accepted, intravenous
diazepam can be used as an alternative. This drug
is related to greater fetal and maternal mortality
and should only be used if the pregnant woman is
refractory to magnesium sulfate.23 In Bangladesh,
several hospitals follow this treatment with
diazepam only when magnesium sulfate is
contraindicated.24.
Conclusions
Pre-eclampsia and eclampsia are global health
problems of increasing significance. The different
guidelines available for the management of preeclampsia and eclampsia are not completely
consensual in their content. The medications
presented in this review are based on the
recommendations from various guidelines for the
diseases.
Pre-eclampsia is still a serious threat, mainly in
underdeveloped countries where its incidence and
mortality rates are higher. In these countries,
there is an urgent need in health policies to promote
the proper care of women who suffer from this
disease and to inform the populations about the
alert signs and symptoms, and the risks of preeclampsia. In developed countries, the incidence
of the disease has increased in the past years, but
the negative outcomes for the mother and the fetus
have decreased, as a result of the continuous
improvement in hospital care and follow-up.
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Apart from low-dose aspirin, there is still no
effective preventive measure for all forms of preeclampsia, and the pharmacological management
of the disease is the most important factor for the
patient’s and the fetus’s well-being. Oral labetalol
is the most recommended drug for mild preeclampsia, alongside with alpha-methyldopa
[11.17.20]. For the severe form of the disease,
labetalol is the recommended drug, previously
being nifedipine and hydralazine as alternative
drugs. For the prevention of seizures from
eclampsia, magnesium sulfate is the drug of choice,
and, in this case, although there is no established
standard of care at this time, it is possible to use
diazepam as an alternative. The administration of
corticosteroids for fetal lung maturation has proven
advantages in the fetal outcome and is
recommended in pregnant women that are
predicted to have a preterm delivery.
The importance of prescribing the correct therapy
in pre-eclampsia and eclampsia is vital for mother
and fetal outcomes, and all the hospital’s
professional healthcare team (nurses, clinicians,
pharmacists) have the responsibility to promote
the correct use of the recommended drugs.
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Abstract
The conjunctiva is a thin transparent membrane that covers the anterior part of the eyeball
and inner aspect of the eyelids. The conjunctiva contains small, fragile blood vessels, such
that the vessel walls break easily, resulting in subconjunctival haemorrhage. Common
causes of subconjunctival haemorrhage are idiopathic, ocular trauma or surgery,
hypertnsion, diabetes mellitus, bleeding disorder, valsalva manoeuvre and febrile illness.
Here we present a case of middle aged woman who reported with redness of left eye for four
days in the eye OPD of Uttara Adhunik Medical College Hospital. Ocular examination was
done. On systemic examination, on incidental findings, her blood pressure and blood
sugar was found elevated. Ocular treatment was given with periodic follow up. She was
also referred to medicine department, where she was diagnosed as a case of hypertension
and diabetes mellitus, and thus was treated accordingly.
Key words: Subconjunctival haemorrhage, valsalva manoeuvre, febrile

Introduction:
The conjunctiva is a thin transparent membrane
that covers the anterior part of the eyeball and inner
aspect of the eyelids. The conjunctiva contains small,
fragile blood vessels, such that the vessel walls
break easily, resulting in subconjunctival
haemorrhage. Common causes of subconjunctival
haemorrhage are idiopathic, ocular trauma or
surgery, hypertension, diabetes mellitus, bleeding
disorder, valsalva manoever and febrile illness.
Case Report:
A case of a middle aged woman, aged 45 years,
reported with redness of left eye for four days, in
the eye OPD of Uttara Adhunik Medical College
Hospital. Patient has given no history of trauma,
hypertension, diabetes mellitus, chronic cough or
constipation.

On general examination, there was nothing
contributory except that her blood pressure was
elevated (150/115 mmHg). Systemic examination
revealed no abnormality. On ocular examination,
visual acuity of both eyes were 6/6. Conjuntiva of
left eye revealed red discolouration in the
superotemporal and inferotemporal bulbar
conjunctiva. On fundoscopic examination of both
eyes revealed narrowing of the retinal arterioles,
suggestive of hypertensive changes. On
investigations, all routine blood tests were within
normal limits, except FBS (11mmol/l) and 2 Hours
ABF (15 mmol/l ) were elevated.
She was then referred to the medicine department
where her hypertension and diabetes mellitus were
confirmed following necessary examinations and
investigations by the medicine specialist. Thus she
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was finally diagnosed as a case of subconjunctival
haemorrhage (left eye) with hypertension and
diabetes mellitus.
On ocular treatment, a combination (antibioticsteroid) eye drop was given during day, and a
antibiotic eye ointment given during night. Patient
was on oral anti-hypertensive and anti-diabetic
medications as was prescribed by the medicine
specialist.
Following the ocular treatment, patient was on
weekly follow up for one month. After which there
was gradual remission of redness of the left eye
with improvement of the ocular condition.
Discussion:
The conjunctiva is a thin transparent membrane
that covers the anterior part of the eyeball and
inner aspect of the eyelids. The conjunctiva
contains small, fragile blood vessels, such that the
vessel walls break easily, resulting in
subconjunctival haemorrhage. Common causes of
subconjunctival haemorrhage are idiopathic, ocular
trauma or surgery, hypertension, diabetes
mellitus, bleeding disorder, valsalva manoever and
febrile illness1.
Most subconjunctival haemorrhage occur
spontaneously without any obvious cause. Often a
person may discover subconjunctival haemorrhage
incidentally by looking in the mirror. Sometimes,
it is noticed by another person by seeing a red
spot in the eye. Often, no symptoms are associated
with subconjunctival haemorrhage other than red
spot in the affected eye. The subconjunctival
haemorrhage appear larger within first 24 hours
following onset; then the haemorrhage will regress
gradually in size as the blood is absorbed2.
In the following cases of subconjunctival
haemorrhage, patient should be immediately sent
or referred to an ophthalmologist: 1)
subconjunctival haemorrhage does not get
resolved within two weeks; 2) subconjunctival
haemorrhage associated with ocular pain; 3)
subconjuntival haemorrhage associated with
decreased vision; 4) drug history of anticoagulant
or bleeding disorder from other sites of the body3.
The case was treated with prophylactic topical
antibiotic- steroid combination eye drop during day
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and antibiotic eye ointmen before bed time until
the full resolution of the haemorrhage. Patient
was on weekly follow up for one month untill the
complete disappearance of the subconjunctival
haemorrhage.
Conclusion:
Blood under conjunctiva creates a dramatic
appearance that can alarm the patient. When
trauma has occured, damage to deeper structures
of the eye must be ruled out. Subconjunctival
haemorrhage is usually not associated with any
underlying systemic disease and rarely has an
identifiable cause. Occasionally, history of
vomiting, coughing, or other forms of valsalva
procedure can be an initiating factor.
Most patients simply require reassurance that
things are not as bad as they appear. If a patient
suffers from repeated episodes of spontaneous
subconjunctival haemorrhage then a careful
medical history and evaluation may be warranted.
Repeated subconjunctival haemorrhage may be
associated with uncontrolled hypertension,
diabetes mellitus, or a bleeding diathesis. No
therapy is necessary for the haemorrhage, as it
usually resolves in 7- 12 days. Patients should be
warned that the haemorrhage may spread around
the circumference of the globe before it resolves
and that it may change in colour from red to yellow
to green during its resolution2.
Subconjunctival haemorrhage is a common
encounter in daily practice of an ophthalmologist.
Thus meticulous management is essential and
imperative.
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Obituary News
Dr. Rokya Sultana
Assistant Professor
Respiratory Medicine
Died on 19th February 2021
She was suffering from Carcinoma of Colon.
May her departed soul rest in peace
Our heartiest commiseration to the deceased’s family.
Our prayers are with them during this difficult moment of their life.

