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Editorial

Sustainable Development Goals (SDGs)
The Sustainable Development Goals are a call for
action by all countries – poor, rich and middleincome – to promote prosperity while protecting the
planet. They recognize that ending poverty must go
hand-in-hand with strategies that build economic growth
and address a range of social needs including
education, health, social protection, and job
opportunities, while tackling climate change and
environmental protection.
United Nations Members recognize that ending
poverty and other deprivations must go hand-inhand with strategies that improve health and
education, reduce inequality, and spur economic
growth – all while tackling climate change and
working to preserve our oceans and forests. The 2030
agenda for Sustainable Development, adopted by all
United Nations Member States in 2015, provides a
shared blueprint for peace and prosperity for people
and the planet, now and into the future. At its heart
are the 17 Sustainable Development Goals (SDGs),
which are an urgent call for action by all countriesdeveloped and developing - in a global partnership.
The SDGs build on decades of work by countries
and the UN, including the UN Department of
Economic and Social Affairs. In June 1992, at
the Earth Summit in Rio de Janeiro, Brazil, more
than 178 countries adopted Agenda 21, a
comprehensive plan of action to build a global
partnership for sustainable development to improve
human lives and protect the environment. Member
States unanimously adopted the Millennium
Declaration at the Millennium Summit in
September 2000 at UN Headquarters in New York.
The Summit led to the elaboration of
eight Millennium Development Goals (MDGs) to
reduce extreme poverty by 2015.The Johannesburg
Declaration on Sustainable Development and the
Plan of Implementation, adopted at the World
Summit on Sustainable Development in South
Africa in 2002, reaffirmed the global community’s
commitments to poverty eradication and the

environment, and built on Agenda 21 and the
Millennium Declaration by including more
emphasis on multilateral partnerships.
At the United Nations Conference on Sustainable
Development (Rio+20) in Rio de Janeiro, Brazil, in
June 2012, Member States adopted the outcome
document ”The Future We Want” in which they
decided, inter alia, to launch a process to develop a
set of SDGs to build upon the MDGs and to establish
the UN High-level Political Forum on Sustainable
Development. The Rio +20 outcome also contained
other measures for implementing sustainable
development, including mandates for future
programmes of work in development financing, small
island developing states and more. In 2013, the
General Assembly set up a 30-member Open
Working Group to develop a proposal on the SDGs.
In January 2015, the General Assembly began the
negotiation process on the post-2015 development
agenda. The process culminated in the subsequent
adoption of the 2030 Agenda for Sustainable
Development, with 17 SDGs at its core, at the UN
Sustainable Development Summit in September
2015. 2015 was a landmark year for multilateralism
and international policy shaping, with the adoption
of several major agreements.
Now, the annual High-level Political Forum on
Sustainable Development serves as the central UN
platform for the follow-up and review of the SDGs.
Today, the Division for Sustainable Development
Goals (DSDG) in the United Nations Department
of Economic and Social Affairs (UNDESA) provides
substantive support and capacity-building for the
SDGs and their related thematic issues, including
water, energy, climate, oceans, urbanization,
transport, science and technology, the Global
Sustainable Development Report (GSDR),
partnerships and Small Island Developing States.
DSDG plays a key role in the evaluation of UN
system wide implementation of the 2030 Agenda
and on advocacy and outreach activities relating to
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the SDGs. In order to make the 2030 Agenda a
reality, broad ownership of the SDGs must translate
into a strong commitment by all stakeholders to
implement the global goals. DSDG aims to help
facilitate this engagement.

Sunirmal Roy
Associate Professor of Neonatology
SSMC, Dhaka
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A Study to See Whether Microalbuminuria Can
be An Independent Risk Factor for Ischemic
Stroke – A Cross Sectional Study
Md. Asadul Kabir1, Mohammad Shahidul Islam Bhuiyan2, Sayik Bin Alam3, Palash Kumar
Debnath4, Mohammad Reazul Islam5
Abstract:
Microalbuminuria is present in several populations known to be risk for stroke, including
people with type 1, type 2 diabetes, hypertension, endothelial dysfunction, and other features
of insulin resistance. Although microalbuminuria is associated with clinical risk factor for
stroke, there is surprisingly little information regarding it as an independent risk factor for
stroke or a predictor of stroke outcome.
Objective:This study was carried out to determine the relationship of risk factor to ischemic
stroke and the prevalence of microalbuminuria in major subtypes of ischemic stroke.
Study design : This was a cross-sectional study on 100 cases of diagnosed ischemic stroke
patients admitted in department of medicine of Sir Salimullah medical college & Mitford
hospital, Dhaka from September 2013 to February 2014, for a period of 6 months.
Results:Microalbuminuria was found by analyzing this study in a defined area 58.0% in
patients with ischemic stroke. Patients with diabetes mellitus had 13.86 times the risk for
developing microalbuminuria (p<0.05). Patients with HTN had 4.19 times the risk for developing
microalbuminuria (p<0.05). Patients with BMI (³23 kg/m2) had 4.24 times the risk for developing
microalbuminuria with (p<0.05). Whereas TIA, IHD, dyslipidemia, smoking and positive family
history were not significantly (P>0.05) associated with microalbuminuria in patients with
ischemic stroke.
Conclusion:This cross sectional study was undertaken to establish that the microalbuminuria
is an independent risk factor for ischemic stroke. The findings of this study also show that
diabetes is the factor most closely associated with microalbuminuria followed by HTN and BMI
³23 kg/m2 with statistic significance in patients with ischemic stroke.
Key words: Microalbuminuria, Stroke, Risk factor.
(Sir Salimullah Med Coll J 2018; 26: 54-59)

Introduction
Acute stroke is a medical emergency and can cause
permanent neurological damage, complication and
death if not promptly diagnosed and treated.
Annually, 15 million people worldwide suffer a
stroke. Of these, 5 million die and another 5 million
are left permanently disabled, placing a burden on
family and community1. It is the third leading
cause of death and the leading cause of serious
disability, with major social consequences 2. Risk

factors for stroke include advance age,
hypertension, previous stroke or transient
ischemic attack (TIA), diabetes mellitus, high
cholesterol, smoking, atrial fibrillation, migraine
with aura and thrombophilia3.
Microalbuminuria is the excretion of greater than
30 mg and less than 300 mg a day of albumin in the
urine. The normal urinary albumin is less than 30
mg per 24 hours4.
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Microalbuminuria is commonly thought of as an
important risk factor for kidney disease, but recently
studies
have
emerged
highlighting
microalbuminuria as an important, independent
marker for endothelial dysfunction and ischemic
stroke. Increasing the awareness of
microalbuminuria as an early prognostic indicator
of stroke risk and in whom to screen for it, and
finally, knowing the strategies to manage it, are
therefore essential prerequisites for Physicians and
other healthcare providers5. Microalbuminuria is
present in a section of population known to be risk
stroke, including people with type 1, type 2 diabetes,
hypertension, endothelial dysfunction, and other
feature of insulin resistance.
Although microalbuminuria is associated with
clinical risk factor for stroke, there is surprisingly
little information regarding it as an independent
risk factor for stroke or a predictor of stroke
outcome. A large prospective study has reported that
microalbuminuria is a risk factor for stroke in men
and a limited case control study found that the
highest quintile of microalbuminuria values was
associated with 13 fold increased risk for stroke6.
The goal of this study is designed, therefore to
determine that microalbuminuria can be an
independent risk factor for ischemic stroke.
Review of literature
Stroke remains third leading cause of death after
heart disease and cancer, after the age of 407.
Incidence of stroke varies with age, sex, race and
country to country. In general, its incidence is 150
to 300 per 100,000 populations and prevalence is
600/100,000 population8. Although it is assumed
that the incidence of stroke is higher in developed
countries but despite these trends in developed
countries, stroke incidence and mortality are still
high in many other countries. Socioeconomic factors,
dietary, life style, behavioral and other risk factors
including environmental condition may explain the
different incidences of stroke in different parts of
the worlds.
Although there is no published study about prevalence
of stroke in Bangladesh, a recently unpublished data
suggests the prevalence of stroke in Bangladesh is
between 5-12 per 1000 population (about 1% of
population)10. This figure depends on the age & sex
structure of the population. The death rate of stroke

Vol. 26, No. 2, July 2018

patient is 19% if not appropriately treated within
one month. Death rate is 31% among the patient
within one year. 35% of the survived patient become
permanently disabled & depends on other
completely. In Bangladesh the estimated economic
loss stands to 408 million US dollar per year due to
stroke morbidity and mortality. The incidence of
stroke is predicted to rise because of the rapidly
aging population. Socioeconomic factors, dietary and
lifestyle behaviors, different pattern of risk factors,
and environmental conditions may explain the
different incidences of stroke observed in different
parts of the world.
In a recent study in Bangladesh the prevalence rates
of stoke were 2.0, 3.0, 2.0, 10.0 and 10.0 per 1000
within age groups of 40-49 years, 50-59 years, 6069 years, 70-79 years and 80 years to above age
group respectively. Prevalence rates rise with age.
People with age range 70-79 years compared to 4049 years age range is 4.988 (95% CI 2.309 to 10.77)
times and people with age range ³80 years compared
to 40 to 49 years age range is 4.798 (95% CI 1.957 to
14.416) times. Prevalence rate was higher among
men compared with women 3.44 and 2.41 per 1000
respectively11.
Risk factors for stroke:Risk factors are certain
characteristic that gives an increase likelihood of
having stroke. Stroke is associated with several risk
factors, some of them are non modifiable and some
are modifiable12.
Non modifiable risk factor
- Age
-

Gender (M>F except in the very young and very
old)

-

Race (Afro-Caribbean>Asian>European)

-

Heredity

-

Ethnicity

-

History of migraine headache

-

Sickle cell disease

-

Fibromuscular dysplasia

Modifiable risk factors
-

Hypertension

-

Heart disease (Atrial fibrillation, valvular heart
disease, mitral stenosis and structural
anomalies allowing right to left shunting, such
as a patent foramen ovale and ventricular
enlargement).

A Study to See Whether Microalbuminuria Can be An Independent Risk Factor

-

Diabetes

-

Hypercholesterolemia

-

Transient ischemic attack

-

Carotid stenosis

-

Hyperhomocystinemia

-

Oral contraceptive use

-

Life style issues:

Excessive alcohol intake
Tobacco use
Illicit drug use
Obesity
Physical inactivity.

Md. Asadul Kabir et al

Mitford Hospital were included till desired sample
size reached.
Inclusion criteria
a. First ever ischemic stroke due to thrombotic
arterial occlusion.
b.

CT scan of head or MRI of brain suggestive of
ischemic stroke.

Exclusion criteria:
Stroke due to intracranial or subarachnoid
hemorrhage & cerebral infarction associated with
a major cardiac source of emboli or with significant
atherosclerotic disease.
1. Stroke with following conditionsa. Heart failure

Pathophysiological processes associated with
Microalbuminuria13:Local process:

b. Renal disease

1. Increased intraglomerular capillary pressure.

c. Acute febrile illness

2. Increased shunting of albumin through
glomerular membrance pores.

d. Urinary tract infection

Systemic process:
1. Activation of inflammatory mediators.
2. Increased transcapillary escape rate of albumin.
3. Vascular endothelial dysfunction.
Factors known to influence the development
of microalbuminuria14:
· Increased body mass index
· Increased blood pressure (systolic, diastolic,
mean)
·
·
·
·
·
·

Altered lipid levels
Insulin resistance (hyperinsulinemia)
Smoking
Salt sensitivity
Elderly
Endothelial dysfunction.

Materials And Methods
This was a cross-sectional study on 100 cases of
diagnosed ischemic stroke patients admitted in
department of medicine of Sir Salimullah medical
college & Mitford hospital, Dhaka from S eptember
2013 to February 2014, for a period of 6 months.
Cases were started to select from September, 2013
after the protocol was approved. All eligible subjects
as per follows some inclusion & Exclusion criteria’s
in eligible subjects coming to the department of
Medicine, Sir Salimullah Medical College and
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e. Overt proteinuria (>3 gm/day)
f. Those receiving treatment with angiotensin
converting enzyme inhibitor or pentoxifylline.
Sample Collection
• Plasma glucose (Fasting, 2 hours after breakfast,
Random blood glucose, HbAlc)
• Fasting lipid profile (Minimum 8 hours fasting)
First morning voided urine sample for microalbumin
estimation.
Results
Table- I
Age distribution of the study patients (n=100):
Age (in years)

No. of Patients

Percentage %

Below 31 years

2

2

31-40 years

4

4

41-50 years

24

24

51-60 years

30

30

61-70 years

16

16

71-80 years

22

22

>80 years

2

2

100

100

Total
Mean±SD
Range (min-max)

57.96±12.83
(25-85)
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Regarding the age distribution of the study patients
mean age was found 57.97±12.83 years. Table-I
shows that most of the patients (30%) belong to 5160 years of age.
Table II
Sex distribution (n= 100) of study cases (n=100)
Sex

No. of patients

Percentage (%)

Male

56

56

Female

44

44

Total

100

100

Regarding the sex distribution of the study patients,
male were predominant which was 56%. Regarding
the risk factors of the study patients. H/O of ITA
was found 8 (8.0%). HTN was found in 70 (70.0%).
DM was 38 (38.0%). IHD was found in 10 (10.0%).
Dyslipidaemia was 30 (30.0%) and Faimily history
was found in 52 (52.0%). Smoker was 40 (40.0%).
Drug history (HTN, DM, dyslipidaemia) was found
in 60 (60.0%) cases.
Regarding the blood pressure of the study patients.
Mean systolic BP was found 142.5±27.26 mmHg.
Mean diastolic BP was found 85.8±14.01mmHg;
Positive microalbuminuria was found 58 (58%).
Negative microalbuminuria was 42 (42.0%).
Among the study patients with microalbuminuria
– 44 (75.9%) had HTN, 34 (58.6%) had DM, 36
(62.1%) had family history, 24 (41.4%) BMI (³23
kg/m2) 20 (34.5%) had smoking history, 14 (21.1%)
had dyslipidemia, 8 (13.8%) had IHD and 6 (10.3%)
had TIA.
Patients without microalbuminuria 18 (42.9%) had
HTN, 4 (9.5%) had DM, 16 (38.1%) had family
history 6 (14.3%) had BMI (³23 kg/m2, 20 (47.6%)
had smoking history, 16 (38.1%) had dyslipidemia,
2 (4.8%) had IHD, and 2 (4.8%) had TIA.
The patients with DM had risk of microalbuminuria is 13.86 times of the patients who did
not, it was statistically significant (95% CI 2.29%92.64%); p value<0.05).
The patients with HTN had risk of microalbuminuria is 4.19 times of the patients who did
not and was also statistically significant (95% CI
1.07%-17.11%); p value <0.05). who did not, it was
not statistically significant (95% CI 0.13%-2.07%);
p value>0.05).
The patients with smoking history will have risk of
microalbuminuria is 0.58 times of the patients who

did not, it also had no statistic significance (95% CI
0.16%-2.12%); p value>0.05).
Table III
Distribution of the study patients according to
risk factors (n=100)
Risk factors

No. of patients (n=100)

H/O TIA
Yes
8
No
92
HIN
62
Yes
38
No
62
DM
Yes
38
No
62
IHD
Yes
10
No
90
Dyslipidaemia
Yes
30
No
70
Family history
Yes
52
No
48
Smoking
Yes
40
No
60
Drug history (HTN, DM, Dyslipidaemia)
Yes
60
No
40

%
8
92
62
38
62
38
62
10
90
30
70
52
48
40
60
60
40

The patients with family history had risk of
microalbuminuria is 2.66 times of the patients who
did not, but it had no statistic significance (95% CI
0.72%-10.04%); p value>0.05).

Table IV
Distribution of the study patients according to
blood pressure (n=100)
Blood Pressure
(mmHg)

Number of
patient n=100
Mean±SD

Systolic
Range (min-max)
Diastolic
Range (min-max)

142.5±27.26
(90 – 210)
85.8±14.01
(50 - 120)
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Table V
Distribution of the study patients according to
microalbuinuira (n=100)
Microalbuminuria

Number of patient
(n=100)
N

%

Positive (30-299 mg/dl)

58

58.0

Negative (<30 mg/dl)

42

42.0

Patient having positive microalbuminuria 3.84 (95%
CI 1.4% to 10.55%) times more likely to have stroke.
On the other hand patient having DM 2.17 (95% CI
1.22% to 8.03%) times more likely to have stroke
and patient having HTN, 1.92 (95% CI 1.30% to
7.83%) times more likely to have stroke. Other risk
factors were not significantly (P>0.05) associated
with stroke in multivariate analysis.

Table VI
Multiple Logistic regression models for risk
factors associated with ischemic stroke.
OR 95.0% CI for OR

P

Lower

Upper value

Microalbuminuria 3.84

1.40

10.55 0.009s

DM

2.17

1.22

8.03

0.012s

HTN

1.92

1.30

7.83

0.39s

H/O TIA

0.58

0.28

1.55 0.461ns

IHD

0.40

0.08

1.99 0.261ns

Dyslipidemia

0.36

0.14

0.95 0.889ns

Family History

0.26

0.09

0.75 0.279ns

Smoking

1.27

0.44

3.66 0.656ns

BMI (³23 kg/m2)

0.91

0.34

2.44 0.848ns

Constant

3.51

0.28

17.03 0.101ns

S= significant; ns= not significant
Discussion
Microalbuminuria is a good predictor, independent
risk factor of ischemic stroke. To determine
microalbuminuria as an independent risk factor for
ischemic stroke, a hospital based cross sectional
study was done in Sir Salimullah Medical College
& Mitford Hospital (SSMC & MH), Dhaka, during
the period of September 2013 to February 2014. A
total number of 100 patients were enrolled in this
study by non-probability sampling method. The
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following observations and results were obtained in
this studys. The mean age was 57.96±12.83 years
in study patient. Male were found 56.0% and female
were 44%, that is male were predominant. Male to
female ratio was 1.2:1 in the whole study
patients.Female patients were mostly housewives
in study patients and most common male occupation
was service holder and business. A half (50.0%) of
the patients came from low socioeconomic
state.Regarding the risk factors associated with
ischemic stroke, HTN found 62.0%. Dyslipidemia
was in 30.0%. Family history was found in 52.0%.
The mean BMI was found 22.47±27.26 kg/m2 in
study patients. The mean systolic BP was found
142.5±27.26 mmHg. Mean diastolic BP was found
85.8±14.01 mmHg. The mean systolic and diastolic
BP were higher in study patients.
Microalbuminuria was found 58.0% in patients with
ischemic stroke. Patients who had diabetes mellitus
will have 13.86 times the risk for developing
microalbuminuria (p<0.05). Patients who had HTN
will have 4.19 times the risk for developing
microalbuminuria (p<0.05). Patients who had BMI
(³23 k g/m2) will have 4.24 times the risk for
developing microalbuminuria with (p<0.05).
Whereas TIA, IHD, dyslipidemia, smoking and
positive family history were not significantly (p>0.05)
associated with microalbuminuria in patients with
ischemic stroke.
To determine which factors were independently
associated with the risk of stroke multivariate
logistic regression analysis were performed.
Microalbuminuria, DM and HTN remained as
independent predictor for stroke. This finding was
as follows patient having positive microalbuminuria
3.84 (95% CI 1.4% to 10.55%) times more likely to
have stroke. Patient having DM 2.17 (95% CI 1.22%
to 8.03%) times more likely to have stroke. Patient
having HTN 1.92 (95% CI 1.30% to 7.83%) times
more likely to have stroke. Other risk factors were
not significantly (P>0.05) associated with stroke in
multivariate analysis.
Limitaitons Of The Present Study
The present study has certain limitations.This is a
study on data collected from Department of Medicine,
Sir Salimullah Medical College & Mitford Hospital,
Dhaka. The patients with ischemic stroke, who do
not attend this department, were not included in
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this study population. Therefore the sample lacks
representation of the population. Sampling also was
not in random. In order to include all of the patients
regarding ischemic stroke it will require such a study
that would be conducted over a large population of
vast area. But such an extensive study was not
feasible for several constraints like time and
financial etc.Urinary albumin excretion varies day
to day in a same person and repeated testing is
necessary but it is costly for the patient and most of
our patient came from lower middle class family
and they cannot afford the cost for this test
repeatedly.
Radioimmunoassay for microalbuminuria detection,
timely collection of urine, measurement of albumin
creatinine ratio is more authentic but they are too
cumbersome and too expensive to use. For this
reason we use Micral test immunoassay strip which
is less expensive and affordable for our patients.
Conclusion
Microalbuminuria is thought to be an independent
marker for vascular endothelial damage due to the
severity and/or duration of numerous
pathophsiological insults, specially the injurious
effects of poorly controlled diabetes and
hypertension. This Hospital base observational
study was undertaken to establish that
microalbuminuria is an independent risk factor for
ischemic stroke. The findings of this study show
that not only diabetes and hypertention but also
microalbuminuria is an independent risk factor for
ischemic stroke. The finding of this study also show
that diabetes is the factor most closely associated
with microalbuminuria followed by HTN with
statistic significance in patients with ischemic
stroke. On the other hand TIA, IHD, dyslipidemia,
smoking, positive family history and BMI>23 were
higher in microalbuminuria among patients having
ischemic stroke but not statistically significant
(P>0.05).
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Outcome of Preterm Labor in Sir Salimullah
Medical College and Mitford Hospital, Dhaka
Zakia Sultana1, Nasrin Akhter2, Md. Moniruzzaman Mollick3, Sakti Das4, Nilufa Nasrin (Ava)5
Abstract
Preterm labor is one of the common complications of pregnancy contributes significantly to
high perinatal morbidity and mortality and maternal morbidity. The aim of this study is to
identify the maternal and fetal outcomes of preterm labor. This descriptive and observational
study was done in the Department of Obstetrics and Gynaecology in Sir Salimullah Medical
College and Mitford Hospital, Dhaka, during July 2011 to June 2012.85 pregnant women with
preterm labor were included in the study. Hospital frequency of preterm labor is 10.5%, 65.88%
was found in the gestational age group of 28 to 34 weeks. 29.41% had taken regular antenatal
care and 22.35% did not taken any sorts of ANC. 17.64% pregnant mothers had previous history
of preterm delivery.97.64% reported with anaemia, 2.75% with chronic hypertension, 9.4% with
gestational hypertension, 5.88% with preeclampsia, 2.75% with DM and 4.7% reported with
UTI. 35.29% patients delivered by caesarean section and 64.70% by vaginal delivery. 5.88%
developed puerperal sepsis, 4.7% developed PPH, 10.5% chorioamnionitis and 2.3% UTI. Out of
85 newborn babies, 88.23% were live birth and 11.76% stillbirth. APGAR score ³7 were 13.34%
and 81.33% during 1st and 5th minutes after birth respectively and 86.66% neonate received
neonatal resuscitation, only 35.29% neonate were healthy.7.05% developed RDS, 29.41% neonatal
jaundice, 8.23% septicaemia, 2.3% umbilical sepsis, 5.88% neonatal convulsion and 11.76%
died. Maximum babies 53(70%) were of low birth weight, 4% of babies had very low birth
weight, 13.3% were of normal birth weight.
Key words: Preterm labor, maternal and fetal outcome.
(Sir Salimullah Med Coll J 2018; 26: 60-65)

Introduction
Pregnancy and child birth is a delightful experience
in a woman’s life. A lot of hope and expectations lie
in a pregnancy. Though pregnancy, labour and
puerperium is normal physiological condition but
at any time unexpected complications may arise.
All the expectations become fulfilled with the
delivery of a healthy child with healthy mother. On
the other hand, perinatal mortality and morbidity
bring a lot of sufferings for the family. Preterm labor
is one of the important health issues all over the
world, which is associated with high perinatal
mortality and morbidity. It is one of the clinical
events where normal pregnancy can turn into a high
risk one for the mother as well as for the fetus.1
Preterm labor complicates 10-15% of pregnancy and

is a important cause of perinatal morbidity and
mortality worldwide. There are many predisposing
factors for preterm labour, like body mass index,
poor socioeconomic status, younger age, smoking,
previous preterm birth, multiple pregnancies,
polyhydramnios, heart disease and infections.
Average thirteen percent of infants are having low
birth weight of all live birth. Three percent of them
are term low birth weight infants and about 10%
are preterm.2 The care of preterm LBW babies are
costly in comparison to term LBW babies. Thus
every positive effort should be made to prevent
preterm labor.3
Preterm birth is the leading cause of neonatal death
and the second leading cause of death after
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pneumonia in children under five years. Threequarters of them could be saved with current, costeffective interventions. More than three-quarters of
premature babies can be saved with feasible, costeffective care – e.g. antenatal steroid injections,
kangaroo mother care and antibiotics to treat
newborn infections – even without the availability
of neonatal intensive care. Over the past decade,
some countries have halved the deaths of preterm
baby by ensuring good NICU and skilled health
worker.4 Every year, 15 million babies are born
preterm and this number is rising. One million
babies die annually due to complications of preterm
birth.5

All the preterm labor cases were admitted in the
department of Obs and Gynae of SSMC and MH
during the study period were included in this study
after fulfillment the inclusion and exclusion
criteria. A detailed history was taken from the
patient with particular reference to age, parity,
religion, occupation socioeconomic condition,
gestational age etc. A thorough general and systemic
examinations were carried out. Previous relevant
reports also evaluated to find out any clues in favuor
of risk factors or diagnosis. Based on history, clinical
examinations and investigations report proper
treatment were provided. Lastly the frequency and
outcome was recorded in a predesigned data
collection sheet.

Many survivors face a lifetime of disability,
including learning disabilities and visual and
hearing problems. In low-income settings, half of
the babies born at 32 weeks die due to lack of proper
management. Preterm birth is the second leading
cause of neonatal death in the United States.6

All the information’s were recorded in a predesigned
data collection sheet. The data was processed and
edited by computer. The statistical package SPSS
version-16 was used for the data analysis. For all
analytical test P less than 0.07 was considered as
significant.

Identification of the vulnerable group of women will
help to design a strategy for better prenatal,
antenatal and intranatal care that will help in early
detection and management of preterm labour and
reduce the perinatal morbidity and mortality.
Educational programs aimed at high-risk patients
can also decrease the incidence of preterm births .7
Bangladesh is a developing country and preterm
labor is considered as a health hazard both for
mother and child. Most of our pregnant woman has
a poor health condition and thereby susceptible to
various morbidities even to maternal death.
Inadequate obstetric care at the time of delivery
further magnifies the problem.

Ethical Consideration
Ethical clearance was taken from the ethical
committee of Sir Salimullah Medical College and
Mitford Hospital, Dhaka. This is an observational
study, no intervention was done. Informed written
consent was taken from the patients during the
interview. Before data collection, the respondents
were told that they are at liberty to participate and
to decline to answer any question during the study.
The respondents were given assurance that the
findings of the interview/ investigation/ examination
will not be used/ disclosed to any unauthorized
person or authority other than the research purpose.
Confidentiality was maintained regarding selection
of patient and maintaining the records of patients.

Materials & method
This descriptive and observational study was
conducted in the department of Obstetrics and
Gynecology of Sir Salimullah Medical College and
Mitford Hospital from July 2011 to June 2012.Study
patients were included Gestational age after 28
weeks to before 37 weeks with preterm labor, live,
singleton pregnancy, pregnant woman who had
given written consent and willing to comply the study
procedure. Pregnancy before 28 wks and after 37
wks, patients those who refused to be included in
the study,multiple pregnancies, polyhydramnion,
and PROM were excluded from the study.

Observations and results
During the study period, a total number of 5423
pregnant women were admitted. Among them, 520
pregnant mothers presented with preterm labor. So
the hospital frequency of preterm labor was 10.43%.
Out of 520 preterm labor patients, 85 were enrolled
for this study. The maximum number of patients
belonged to age group 26-30 years, 52.94% women
were primi-gravida and 47.05% were multi-gravida.
Most of the women (48.23%) received irregular
antenatal care (Table-I). Maximum in between (2834 weeks) and found 56 (65.88%) and fifteen
pregnant mothers had previous history of preterm
labour.
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Among 85 cases 51 pregnant mothers had
spontaneous vaginal delivery, 4 had forceps delivery
and 30 pregnant mothers needed caesarean section
(Table-II). Regarding labor profile on admission,
there was latent phase 44.70%, active phase
62.35%.27% of liquor was meconium stained.
83(97.64%) had anaemia, 2 (2.74%) had chronic
hypertension, 8(9.4%) had pregnancy induced
hypertension, 5(5.88%) had pre-eclampsia, 2(2.75%)
had Diabetes mellitus, 4(4.7%) had UTI (TableIII). Among all 10.5% patients developed
chorioamnionitis and 5.88% developed puerperal
sepsis (Table-IV). Out of all cases spontaneous
vaginal delivery had 50%, forceps delivery had 2.3%
and caesarean delivery had 33.5%. Ruptured
membrane had more complications (45%) than
intact membrane (23.5%). Off all babies, 75(88.2%)
were live birth and 10 (11.7%) were still birth, among
all live births 10(11.7%) were died in early neonatal
period and 35(41%) developed neonatal complications
(Table-V).
Only 10% babies had APGAR score more than 7 at
1 Minute but the percentage raised to 81% at 5
minutes (Table-VI). Majority of the baby needed
neonatal resuscitation and needed NICU admission.
Out of all babies, 6 had RDS, 15 babies had neonatal
jaundice, 7 babies had septicemia, 2 babies had
umbilical sepsis, 5 babies had neonatal convulsion
and 10 babies died in early neonatal period (TableVII). Among all, 40% neonate died due to septicemia,
30% due to RDS, 20% due to neonatal jaundice and
10% due to neonatal convulsion.
Table-I
Patients profile (n=85)
Parameters

Table-II
Mode of delivery of the pregnant mothers ( n-85)
Mode of delivery

Percentage
(%)

51
4
30
85

60
4.7
35.29
100

Spontaneous
Forceps
Caesarean Section
Total

Table shows that fifty one pregnant mothers had
spontaneous vaginal delivery, 4 had forceps delivery
and 30 pregnant mothers needed caesarean section.
Table-II
Associated co morbidities (n-85)
Disease

N

%

Chronic hypertension
Gestational hypertension
Preeclampsia
Diabetes Mellitus
UTI
Anaemia

2
8
5
2
4
64

2.75%
9.4%
5.88%
2.75%
4.7%
97.64%

Table shows that two pregnant mothers had chronic
hypertension, 8 had pregnancy induced
hypertension, 5 had pre-eclampsia, 2 had Diabetes
mellitus, 4 had UTI and 64 had anaemia.

Age (in years)
£20
21-25

8
31

9.41
36.47

26-30

35

41.17

31-35
Gravidity
Primi
Multi

11

12.96

Chorioamnionitis

45
40

52.94
47.05
65.88
34.11

Frequency
(n)

Vaginal

Percentage
(%)

56
29

62

Table shows that maximum number of patients
belonged to age group 26-30 years, 52.94% women
were primigravida and 47.05% were multi gravida.
Most of the women (48.23%) received irregular
antenatal care. In between (28-34 weeks) and found
56 patient (65.88%). Fifteen pregnant mothers had
previous history of preterm labour.

Number of
patients(n)

Gestational age
28-34 week
35-37 week
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Table-III
Maternal outcome of the study population (n=85).
Maternal outcome

Number of
patients(n)
9

Percentage
(%)
10.5

UTI

2

2.3

Puerperal sepsis

5

5.88

Postpartum haemorrhage

4

4.7

Good recovery

65

76.47

Total

85

100

63
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The above table IV shows the maternal outcome of
the study populations, of which 10.5% patients
developed chorioamnionitis and 5.88% developed
puerperal sepsis 5(5.88%).
Table-V
Early perinatal outcome (n-85)
Frequency (n)

%

Still birth

10

11.7

Live birth

75

88.2

Early neonatal death
Alive

10
65

11.7
76.4

No complication

30

35.29

With complications

35

41

Alive

Table-V shows that out of 85 babies live birth were
75(88.2%) and still birth were 10 (11.7%). Among
Alive birth 10(11.7%) were died in early neonatal
period and 35(41%) developed neonatal complications.
Table-VI
Complications in Perinatal Period (n-45)
Complications in
Perinatal Period
RDS
Neonatal Jaundice
Septicemia
Umbilical sepsis
Neonatal Convulsion
Early neonatal Death

Frequency
(n)

Percentage
(%)

6
15
7
2
5
10

13.33
33.3
15.5
4.44
11.1
11.76

Table-VI shows that six babies had RDS, 15 babies
had Neonatal Jaundice, 7 babies had septicemia, 2
babies had Umbilical sepsis, 5 babies had Neonatal
Convulsion and 10 babies died in early neonatal
period.
Table-VII
Causes of perinatal death (n-10)
Causes of neonatal
death

Frequency
(n)

Percentage
(%)

RDS

3

30

Septicemia

4

40

Neonatal Convulsion

1

10

Neonatal jaundice

2

20

Table-VII shows that 40% neonate died due to
septicemia, 30% due to RDS, 20% due to neonatal
jaundice and 10% due to neonatal convulsion.
Discussion
This observational study was carried out with an
aim to identify the maternal and fetal outcomes of
preterm labor. A total of 85 pregnant women with
preterm labor at 28 to 37 weeks of gestation were
included in the study. The study findings were
discussed and compared with previously published
relevant studies.
In this study, a total of 5423 obstetrics cases were
admitted. During the study period, out of which 516
cases were preterm labor, therefore, the frequency
of preterm labor is 10.5%. The global incidence of
preterm labor has been estimated at 5-10% of all
pregnancies. In developing countries, the incidence
of the disease is reported to be 9-18% 5.WHO
estimates the incidence of preterm labor to be four
times higher in developing countries (18% of live
births) than in developed countries 5%4. ACOG
Practice Bulletin mentioned in their study that the
incidence of Preterm labor precedes almost half of
preterm births and preterm birth occurs in
approximately 12% of pregnancies and is the leading
cause of neonatal mortality in the United States.8
In LAMBS study, babies between 32 and 36 weeks
of gestation represent approximately 6 to 7% of all
births in the UK and 75% of all preterm births.11
In this study out of 85 pregnant mothers, 75
pregnant mothers gave live birth and 10 still births.
Prematurity and its complications cause about 25
percent of neonatal deaths. Almost 30 percent of
babies born at 23 weeks of pregnancy survive, while
about 50 to 60 percent of babies born at 24 weeks,
about 75 percent born at 25 weeks, and more than
90 percent born at 27 to 28 weeks18.
In this study out of 75 babies 4 had APGAR score 14 at 5 mins, 10 had 5-6 and 61 had more than 7.
Birth weight and gestational age were both linearly
related to both Apgar scores. Low Apgar score (<3
at 1 minute and <6 at 5 minutes) was significantly
associated with birth weight, gestational age and
mode of delivery16. A study was done in East African
Medical Journal (January 2003), where out of the
1479 babies studied, 124 8.5% had low Apgar score
6 at one minute. Only 14 or 2.8% of the 1478 babies
had low Apgar score at 5 minutes. By 5 minutes
one child had died of severe asphyxia (Apgar score
3). A smaller percentage (1%) of babies had low Apgar
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score at 20 minutes. The prevalence of severe birth
asphyxia (Apgar score 3) at one minute was 1.6%
while at 5 and 20 minutes was 0.5% respectively17.
In this study out of 75 babies(excluding 10 stillbirth)
,30 babies were normal in neonatal period but 6
babies had RDS, 15 had neonatal jaundice, 7 had
septicemia, 2 had umbilical sepsis, 5 babies had
neonatal convulsion and 10 babies had neonatal
death. According to the March of Dimes, Premature
babies, especially those born at less than 32 weeks
of pregnancy and weighing less than 3 pounds, may
develop serious complications that can sometimes
cause neonatal death. Some of these complications
include apnea, RDS, IVH, necrotizing enterocolitis
(NEC), patent ductus arteriosis (PDA), infections
etc18 .In LAMBS Study approximately 1000 babies
born at 32-36 weeks of gestation have been enrolled
together with approximately 1000 babies born at
more than 37 weeks and follow these babies up until
they are at least 2 years of age. 011 Most of babies
do very well, but recent research suggests that these
infants may be at higher risk of poor growth,
neuropsychological, educational and behavioral
outcomes. Some of these adverse outcomes may be
related to potentially modifiable antenatal and
perinatal factors. 011A prospective analysis observed
that neonatal mortality was significantly high in
babies delivering before 34 weeks (30.4%) as
compared to that in babies delivering after 34 weeks
(3.4%). Septicemia, respiratory distress syndrome
(RDS) and birth asphyxia were the important causes
of neonatal morbidity 19 . A cross-sectional
descriptive type study carried out in Dhaka Medical
College Hospital, observed that forty two percent
newborn suffered from neonatal asphyxia,
respiratory distress syndrome, neonatal jaundice
and neonatal sepsis in preterm labour.21
In other study approximately 45–50% of preterm
births are idiopathic, 30% are related to preterm
rupture of membranes (PROM).12 In the United
States ‘25 to 30 percent are associated with preterm
premature rupture of the membranes. The
remaining 30 to 35 percent of preterm deliveries
are the result of delivery by labor induction or
cesarean section for medical indications such as
severe preeclampsia, placental abruption or
intrauterine growth restriction.13
In this study most of the babies 53(70%) were of low
birth, 4% of babies had extremely low birth weight,
12% had very low birth weight and 13.3% were of
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64

normal birth weight. In March of Dimes study it is
stated that about 1 in every 12 babies in the United
States is born with low birth weight. About 7 of 10
low-birth weight babies are premature. About 1 in
8 babies in the United States is born prematurely.14
A prospective cohort study was conducted in the
Special Care Baby Unit (SCABU) of Dhaka Shishu
Hospital, they observed that a total of 738 neonates
were admitted during study period where 92 were
preterm VLBW.22
In this study it was observed that 64 pregnant
mother had anemia,2 had chronic hypertension, 8
had Gestational hypertension , 5 had pre eclampsia,
2 had Diabetes mellitus, and 4 had UTI. According
to International Journal of Epidemiology nearly onethird of women (32.7%) had anaemia (haemoglobin
<10 g/dl) sometime during their pregnancy, with
the prevalence of anaemia being 11, 20 and 26% in
the first, second and third trimesters, respectively.15
In this study it was observed that in case of preterm
labor fetal complication (65%) is more than mother
(76%) and 88% babies needed resuscitation.
Conclusion and recommendation
Preterm birth is a significant perinatal health
problem across the globe, not only in terms of
associated mortality but also with regard to shortand long-term morbidity and financial implications
for health-care systems. The use of modern
technology allows survival of many preterm
neonates in developed countries, but such care is
not widely available in developing countries. This
study was undertaken to identify the maternal and
fetal outcomes of preterm labor patients as well as
the incidence of preterm labor; explore the risk factors
of preterm labor with maternal and fetal morbidity
and mortality. Most of the mothers clinically
improved after delivery but others developed
puerperal sepsis, PPH, chorioamnionitis and UTI.
In neonatal period only about one third was normal
but most of the baby developed neonatal complication
like RDS, neonatal jaundice, septicemia, umbilical
sepsis, neonatal convulsion and 11.76% were died
in neonatal period. Maternal outcome is better than
fetal outcome, though this situation is changing in
developed countries by applying technologies that
raise survival rates but the morbidity burden will
increase.
As preterm labor is associated with grave
consequences for both the mother and the newborn,
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Prevention of early marriage, improve the
socioeconomic conditions of the poor, ensure regular
antenatal care, developing awareness to prevent
preterm delivery, adequate treatment of preterm
labor cases and neonate can improve the outcome.
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Association of Helicobacter Pylori with Gastric
Carcinoma
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Abstract
Helicobacter pylori (H. pylori) is a causative agent in the pathogenesis of chronic active gastritis
of the stomach, on which severe diseases such as duodenal and gastric ulcer may develop. The
spectrum of H. pylori-associated diseases is, however, still expanding. There is strong evidence
to show that H. pylori infection may also be associated with gastric neoplasm, i.e., carcinoma of
the stomach and primary low-grade B cell gastric lymphoma of mucosa-associated lymphoid
tissue, known as MALT lymphoma.The objective of the study was to find out the association of
Helicobacter Pylori with gastric carcinoma.It was a cross sectional observational study carried
out in the Department of Surgery, Sir Salimullah Medical College Mitford Hospital, Dhaka
from April 2011 to March 2012. A total of 84 subjects were included in this study, 42 were
gastric cancer patients and 42 were control subjects.These study shows 33 were male and 9 were
female in cancer patients. The mean±SD age of the males was 52.4±10.6 years and the females
was 45.2±8.6 years.Helicobacter pylori were identified in 36 cases (85.71%) of ulcerative gastric
cancer, in 2 cases (4.76%) of polypoid and in 4 cases (9.50%) of infiltrative gastritis. Out of 42
gastric cancer patients, 40 were H. pylori infected and only two were non-infected. The study
also shows presence of gastric cancer has got high correlation with H. Pylori. There was
significant difference of H. Pylori infection between gastric cancer and control patients.
Keywords: Helicobacter pylori, Gastric carcinoma.
(Sir Salimullah Med Coll J 2018; 26: 66-71)

Introduction
Gastric cancer is one of the most common
malignancies worldwide.1 It tops the list of cancer
related death in many countries of the world
including countries in the asia.2 Hippocrates first
described a patient with black vomiting and a
“Karkinoma” of the stomach in 400 BC .3
Stomach cancer was the fourth most common
malignancy in the world in 2000, with an estimated
870,000 new cases and 650,000 deaths per year.
Approximately 60% of all stomach cancers occur in
developing countries.5
There are about 20,000 new cases of carcinoma of
the stomach in the USA annually. The incidence
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has dropped to one – third of what it was 35 years
ago. This may reflect changes in the prevalence of
H. Pylori infection, which has a role in the etiology
of this disease.7
In Bangladesh Gastric Cancer is common and one
of the most common cause of death, but the exact
nationwide population based study was not found .
An annual report 2005, from National institute of
Cancer Research and Hospital has shown that the
frequency of gastric cancer was 3.1%.8 A three years
prospective study in DMCH has shown the
frequency of Gastric Cancer was 3.34%.9
Gastric Cancer is a multifactorial disease.
Epidemiological studies point to role for H. Pylori,
although its importance is disputed. Studies reveal
a correlation between the incidence of Gastric
Cancer in various population and the prevalence
of H. Pylori infections, but other factors are also
important. 10
Recently it has been found that a casual relation
may exist between H.Pylori infection and Gastric
Cancer. H. pylori cause chronic gastritis, gastric
atrophy and intestinal metaplasia ultimately
leading to gastric malignancy.11
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H, Pylori is now classed by the WHO as a class 1
carcinogen.10 Infection with H. Pylori may be the
most common human infection. The incidence of
infection within a population increases with age and
in many populations infection rates of 80-90% are
not unususal.10
H. pylori infection is usually acquired in childhood
and early adulthood and upto 50% of the worlds
population is infected without symptoms.12 The
prevalence of H.pylori is high in developing countries
(80-90% of the population) and its presence is
associated with lower socio economic status world
wide.13
H. pylori infection is present in virtually all patients
with duodenal ulcers and about 70% of those with
gastric ulcers. Infected persons are at increased risk
for the development of peptic ulcer disease and
possibly Gastric Cancer.14 H. pylori infection may
be responsible for 60-70% of cases of gastric cancer
and acquisition at an early age may be important. 6
In a developing country like Bangladesh,
overcrowding, bad sanitation and unhygienic
practices favour high prevalence of H. Pylori in the
population.17 In the developing countries infection
was acquired early in life . A study from India has
reported that 60% of children aged 3-10 years were
positive for H. Pylori.18
Gastric carcinogenesis is a multifactorial process
and infection with H.pylri alone cannot explain the
pathogenesis. The high prevalence of H,Pylori in a
population is not necessarily followed by a high risk
of cancer. 23 Other factors (genetic, dietary,
environmental factors , differences in gastric acidity,
etc.) may play a role at least as important as H.
Pylori infection.
H. Pylori sero prevalence is high in Bangladesh. It
is likely that incidence of gastric carcinoma may be
high in Bangladesh, although exact nationwide
population based study was not found. H. Pylori.
Sero prevalance is high due to overcrowding, bad
sanitation, and unhygienic practices. It is also
strongly associated with poverty and low social class.
H. Pylori infection acquired early in life and spreads
from person to person by the faecal- oral route.
Most of the sufferings from Ca stomach come from
low social class. In presence series incidence of H.
Pylori was detected by serology in gastric cancer
cases and on controls, results were compared with
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the other studies. In present series Antibody titre of
case and control also measured and compared.
The purpose of study was to find out the incidence
of H. Pylori infection in patient with gastric
carcinoma and to compare it with the control
population group.
Methodology
This cross sectional observational study was
conducted in the Department of Surgery, Sir
Salimullah Medical College Mitford Hospital, Dhaka
from April 2011 to March 2012. The inclusion
criteria of the study was patients histologically
confirmed as gastric cancer. Control subjects were
selected from the admitted patients in the surgical
and gastroenterology wards having dyspeptic
symptoms and found no ulcer on upper GI endoscopy.
Exclusion criteria was Patients who had taken
antibiotics over the last 4 weeks, immunosupressed,
post chemotherapy/radiotherapy patients and
patients who had taken steroid therapy. Each
patient were evaluated by taking careful history,
physical examination and investigation. All the
findings were recorded in prescribed data collection
sheet. Clinical history, including history about risk
factors like dietary habit, smoking, socio-economic
condition, occupational factor, environmental factor
were inquired of each patient. Case and control were
matched according to their age, sex, socio-economic
status.
From both the patients and controls, 5 ml of blood
were collected by venepuncture. Blood were
centrifuged and serum separated and stored at 800
C for later examination by H. Pylori-specific IgG
ELISA. The assay were done at the standard
laboratory by ELISA reader as per description of
ELISA KIT.
All cases and controls were numbered
chronologically. All data analysis were done by SPSS
programme and significance of difference were
obtained using chi-square test. Invasive procedure
(e.g collection of blood) were carried out with
maximum aseptic precaution and after taking
informed consent from the patients and controls.
Results
A total of 84 subjects were enrolled in the present
study. Out of 84 subjects, 42 were gastric cancer
patients and 42 were control subjects.
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Age
Table –I
Distribution of cancer and controls in different age groups with male-female ratio
Age groups (years) Total number No(%)

Males

Female

Male female ratio

P value
0.001

£40

9(21.43)

5

4

1.25:1

41-50

14(33.33)

11

3

6.67:1

51-60

12(28.57)

10

2

5:1

³61

7(16.67)

7

0

7:0

Total

42(100)

33

9

3.66:1

Mean±SD

52.4±10.6

Total cancer and controls subjects were divided intro
4 age group (Table II ). The age range of total subjects
were 28-75 years. Thirty three pairs were male and
9 pairs were female. Male: female ratio 3.67:1. There
was significance difference of age between male and
female population (Z test z=2.08, P<0.05) significant.
Table II
Results of serological test
H. pylori status

Positive

Control
(n=42)
No.(%)
31(73.8)

Patient
(n=42)
No.(%)
40(95.23)

Negative

11(26.2)

2(4.77)

Odds
ratio
7.09

X2 =7.36; df=1.0, P<0.01 (Significant)
By serology, out of 42 gastric cancer patients, 40
were H. pylori infected and only 2 was non-infected.
Of 42 control subjects, 31 were H. pylori infected
and 11 were non infected.
Table III
Gastric carcinoma according to H. pylori test
results and antibody levels
H. pylori test
results
Negative

Control
(n=42)
No(%)

Patients
(n=42)
No(%)

11(26.19)

2(7.76)

Odd
ratio

Positive antibody levels
20-30

8(19.04)

9(21.42)

6.18

31-50

10(23.8)

12(28.57)

6.6

³51

13(30.95) 19(45.23)

8.03

45.2±8.6

According to the distribution of antibody levels
among the control subjects and cancer patients,
there was a linear trend in their odd ratio. Thus,
the level of H. pylori antibody was progressively
indicative of presence of stomach cancer.
Discussion
Carcinoma of the stomach is a major cause of cancer
mortality worldwide. It’s prognosis tends to be poor
with cure rates little better than 5-10%, although
better Results are obtained in Japan where the
disease is common. 10
Helicobacter pylori, previously known as
campylobacter pylori, is a spiral shaped organism
which has assumed increasing importance in
certain gastroduodenal disorders. 32
Studies reveal a correlation between the incidence
of gastric cancer in various population and the
prevalence of H.pylori infection but other factors
are also important. There is insufficient evidence
at the moment to support eradication programmes
in asymptomatic patients who are infected with H.
pylori with a view to reducing the population
incidence of gastric cancer. H. pylori is now classified
by the WHO as class I carcinogen, so further
epidemiological studies on the risk of gastric cancer
may change the current advice on treatment. 10
H. Pylori is common in our population. Gastric
carcinoma is not an uncommon malignancy in
surgical practice. H. Pylori is one of the known factor
for the development of gastric cancer.
In the present study, an attempt was made to
observe the association of H. Pylori with gastric
carcinoma and to compare this prevalence with an
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age and sex matched noncancerous subjects. Both
patient and control groups were selected on the basis
of upper GI endoscopy and carcinoma was confirmed
by endoscopic biopsy.
In this study, 84 subjects were evaluated. Out of
which 42 were with gastric cancer and 42 were with
normal stomach.In both the groups, age of the
subjects was from 28 to 75 years with male and
female ratio 3.67. The disproportionate male
predominance (3.67:1) are not in keeping with other
large series of stomach cancers which in general
shows a male female ratio of 2:1.58 The reason for
male predominance may be due to smaller sample
size, females in our society are more neglected and
in hospital female beds are limited. No sex
predominance of H. Pylori positivity was observed
in the present series. Out of 42 cancer patients, the
youngest patient was of 28 years of age and the oldest
being 75 years. In this series, the largest group of
patients were between the age of 40 and 60 years
(62% of patients), which correlates with other studies
in Bangladesh.59 There was no significant difference
of H. pylori positivity in any age group.
In this series, other than Dhaka (33%), 23% came
from Barisal, 19% came from Faridpur, 9.5% from
Comilla and Noakhali . An unidentified risk factor
may be related to this increased incidence of
cancer.The exact incidence of gastric cancer in
different districts of Bangladesh can not be assessed
from this distribution.
Out of 42 gastric cancer patients, 26 were cultivator
(62%) with low socioeconomic status. Increased
incidence of cancer in lower socioeconomic group
was also observed by other studies. Other studies
showed that the risk of gastric cancer was inversely
associated with socioeconomic status. 10
All the patients in the present series gave history of
high intake of starch and low intake of fruits which
correlates with other studies.7 No definite correlation
was detected with intake of smoked or poorly
preserved foods.
In this series, 25 (60%) patients were smokers and
17 (40%) were nonsmokers. This study failed to
demonstrate a clear association between gastric
cancer and smoking habits.
Several studies reported an increased risk of gastric
cancer among persons with blood group A.14 In this
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series, higher proportion of cases (16/42) was found
possessing blood group B (38.09%). Next common
group was A 15/42 (35.70%). The above distribution
of blood groups among gastric cancer patients may
be due to small sample size.
In the present study, H. pylori was detected by
serology. Serology was found to be positive in 95.23
percent (40/42) of gastric cancer patients and in
73.80 percent (31/42) of control population (P<0.01).
The result was consistent with other
observations.50,59,60,61
Zakir59 studied prevalence of H. Pylori were 97.62%
in cancer patients and 78.5% in control. Hansson60
studied 109 gastric cancer cases and 109 controls
and detected H. Pylori by serology. The prevalence
of H. Pylori were 94 percent in cancer patients and
76 percent in controls, respectively.
Schwizer et al.61 studied 109 gastric cancer cases
and 186 controls. They detected H. pylori by
serology. The prevalence of H. pylori was 84 percent
in gastric cancer cases, and 61 percent in control
groups.
Smith and Edwards50 studied 50 gastric cancer
patients and 102 control group. The prevalence of
H. pylori by serology was found to be 92.2 percent
and 69.6 percent in gastric cancer and controls,
respectively.
When the antibody levels against H. Pylori were
arranged from lower to higher levels among cancer
patients and control groups, the level of Odds’ ratios
were also increased in the same way. Thus, as the
level of H. Pylori antibody increased, there was a
progressive increase in the risk of stomach cancer.
Conclusion
The presence of H. pylori in the stomach of gastric
carcinoma patients arouses the suspicion of casual
relation.
H. pylori infection was diagnosed by serological tests
of patient’s and controls blood by ELISA method.
Presence of gastric cancer has got high correlation
with H. Pylori. There was significant difference of
H. Pylori infection between gastric cancer and
control patients. Although few limitations remains,
in present series we performed study upon a small
sample size. To show the exact correlation further
studies with large sample size needed and study
will multi centric with randomization.
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Comparison of Staplers and Hand-Sewn
Anastomosis in Gastrojejunostomy
Mohammed Masudur Rahman1, Ishrat Jahan2, A.S.M. Farhad-Ul-Hassan3, Farhana Rahman4
Abstract
Background: Gastrointestinal anastomoses are common surgical procedure which is being
done on different situations from many years back. In earlier days it was done by manual
anastomotic technique using sutures. In recent years most of the anastomoses have been done by
staple devices.
Objective: To find out outcome between stapling and hand-sewn gastrojejunostomy.
Methods: This cross sectional observational comparative study was carried out in the indoor of
different surgical units of Shaheed Suhrawardy Medical College Hospital from September 2014
to March 2015. The study group enrolled 100 patients of both sexes who underwent
gastrojejunostomy surgery and divided into two groups. 50 anastomoses were done by stapled
technique and other 50 patients anastomoses were done by hand-sewn technique. But in both
groups there were two types of patients, in benign disease only gastrojejunostomy and malignant
disease radical partial gastrectomy and gastrojejunostomy were done. For statistical analysis,
unpaired ‘t’ test, ‘z’ test and chi-square test were used.
Result: A total of 100 patients with the mean age of 51.17±12.68 years were studied. Other
variables like anastomotic time, total operating time and postoperative complications were
significantly higher (p<0.001) in staple group than hand-sewn group. On the other hand, in
case of stapled anastomosis, time for return of bowel sound and post operative hospital stay
were less than hand-sewn anastomosis but these were statistically non-significant (p> 0.05).
Conclusion: From this study, it may be concluded that stapled anastomosis is better and more
convenient procedure than hand-sewn anastomosis for patients in gastrojejunostomy surgery.
Key words: Gastrointestinal anastomosis, stapling gastrojejunostomy, hand-sewn
gastrojejunostomy.
(Sir Salimullah Med Coll J 2018; 26: 72-77)

Introduction
Gastrointestinal resection and anastomosis is a
surgical procedure in which a section of
gastrointestinal tract is removed and remaining two
cut ends of proximal and distal segment are united
together to maintain the continuity by anastomosis
with the help of either by stapled technique or by
hand-sewn technique.1 Many influencing factors
that relate to a sound anastomotic healing are the
systematic conditions of the individual patient
together with local and technical factors, such as
adequate blood supply, free of tension at the
anastomotic site and absence of active disease or
distal obstruction.1,2,3

Anastomosis in the bowel was not undertaken
successfully until the nineteenth century. Sutured
anastomosis (hand-sewn technique) is the commonly
used method.4 Lambert described his seromuscular
suture technique for bowel anastomosis in 1826.5,6,7
In 1893, Senn advocated two layer techniques for
closure.8Halsted favored a one layer extra mucosal
closure.8 But in 1903,Connell used single layer of
interrupted sutured incorporating all layers of
bowel.8 Kocher modified a two layer anastomosis,
first a continuous all three layers by suture using
catgut and then inverting continuous or interrupted
seromuscular by silk which became standard.8
Currently, the single layer extra mucosal
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anastomosis is popular, advocated by Matheson of
Aberdeen, as it probably causes the least tissue
necrosis or luminal narrowing.8

preoperatively with total plasma protein (in normal
range). Included patients were divided into two
groups i.e. one group in which gastrojejunostomy

The newer stapling devices for intestinal anastomosis
has provided an alternative option to perform rapid
anastomosis.4 This device was widely used in
intestinal anastomosis by Hungarian, Russian and
American surgeons in the eight decade of twentieth
century for a variety of beneficial reasons like- better
blood supply, reduced time of manipulation,
minimum tissue trauma and oedema, uniformity
of sutures, adequate wide lumen at the site of
anastomosis than double layered hand-sewn
suturing and the easy and rapidity of
anastomosis.9,10,11

was done by stapler anastomosis technique and
second group by hand-sewn technique. Data of all
patients were collected on a preformed data sheet.

Thus, in recent years mechanical stapling devices
have improved and become more versatile so that
many surgeons now consider stapling technique
specially in gastrojejunostomy operation and there
are a lot of studies in the developed countries but
there is small number of published data on this
regard in our country. So, this study has been taken
up to know the advantages of stapler anastomosis
convenient over hand-sewn anastomosis in respect
to time taken for procedure, time of return of bowel
sounds, post operative hospital stay, incidence of
postoperative complications.
Materials and methods
This cross sectional study was conducted in the
Department of Surgery of Shaheed Suhrawardy
Medical College Hospital, from September 2014 to
March 2015. After approval from the institutional
ethics committee, 100 patients admitted for
carcinoma of stomach (distal), gastric outlet
obstruction due to any benign condition were
evaluated by clinical examination and
investigations. Patient investigations were upper
gastrointestinal endoscopy and biopsy and some
cases contrast X-ray of stomach. For staging
purpose, X-ray chest P/A view, ultrasonography of
whole abdomen, liver function test, CT scan of
abdomen were done. Patients with prior chemoradiation was excluded and the patients fulfilling
the inclusion criteria were included in the study
after taking the informed consent. Co-morbid
conditions such as hypertension, diabetes among
the patients were under control and fitness for
surgery was taken by physician and cardiologist.
All the patients had good nutritional reserve

Data were expressed as mean and SD. SPSS
(statistical Packages for Social Sciences) for
windows version 16 was used for data analysis.
Unpaired ‘t’ test and ‘Z’ test were done and also
significant test of categorical variables were
performed with chi-square test with 95% confidence
interval to make inference. p value <0.05 was
accepted as level of significance.
Surgical technique: Preoperative endoscopy of
upper GIT was performed to confirm the exact
location of the tumor and to confirm the absence of
other lesions in the future remnant stomach.
Surgery was done in supine position in all patients
under general anaesthesia. Follow up was done for
a period of 3 months. They had standard preoperative
stomach preparation and prophylactic antibiotic was
given. Anastomosis was done by using linear cutting
stapler. This anastomosis was performed as
described by Kirk.9
Radical partial gastrectomy and gastrojejunostomy:
After opening the abdomen liver, peritoneum and
pelvic cavity was assessed. If there was no sign of
distant metastasis and tumor was resectable,
stomach was mobilized by dividing gastrocolic
ligament and lesser omentum, ligation of left gastric
vessel at the cardiac end of stomach. Then linear
stapler (50 or 70 mm) was applied on the first part
of duodenum and duodenum divided or two clamps
were used and divided the duodenum and closed the
duodenal stump with hand-sewn anastomotic
technique. A second linear stapler (100mm) was
used about 5-6 cm above the growth and stomach
divided or used two clamps at the same site and
closed stomach with hand-sewn technique. Then
gastrojejunostomy was done by using linear stapler
or hand-sewn technique. Abdomen cavity was
inspected and closed in layer after kept a drain tube
in situ.
Radical partial gastrectomy gastrojejunostomyEither short loop anticolic isoperistaltic or retrocolic
Roux –en- Y loop was done in younger group of
patients and radical partial gastrectomy

Comparison of Staplers and Hand-Sewn Anastomosis in Gastrojejunostomy

In benign disease such as gastric outlet obstruction
due to pyloric stenosis and inoperable carcinoma
stomach gastrojejunostomy done for bypass only.
Hand-sewn anastomosis:
• End to end or end to side single layer extramucosal
interrupted stitches were used most of the
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surgeons as the most ideal technique of
anastomosis.

gastrojejunostomy in older age group for curative
surgery.
Lower partial gastrectomy gastrojejunostomy
(Billroth-II) done in some patients for palliation only
to relive pain or comfort haemorrage.
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•

End to end or end to side double layer ( all layer
continuous) sutures were chosen by some surgeons.

Results
The following observations and results were found
in this study. Among those patients, the mean age
(±SD) of patients in hand-sewn group was
53.30(±13.06)years whereas in the stapler group
mean age was 49.04 (±12.04) years and in 100 study
populations, mean age (±SD) was 51.17 (±12.08)
years. (Table I)

Table I
Age distribution of the study populations.
Age(yrs)
Mean

Staple technique
Mean(±SD)
49.04(±12.04)

Hand-sewn technique
Mean(±SD)
53.30(±13.06)

Total
Mean(±SD)
51.17(±12.68)

p value
0.09

Z = 1.7, p value-0.09
Duration of operation: Stapling led to a significantly (p<0.001) decrease in the total operating time for
all types of gastrojejunostomy operation than hand sewn group. (Table II)
Table II
Total operating time between stapled and hand-sewn groups.
Time required for operation
(in minutes)
Radical partial gastrectomyand gastrojejunostomy
withRoux-en-Y loop.
Radical partial gastrectomyand gastrojejunostomy.
Partial gastrectomy andgastrojejunostomy(Billroth-II)
Gastrojejunostomy inbenign disease

Staple technique Hand-sewn technique
p
(Mean time±SD)
(Mean time±SD)
value
130.5±2.5
150.5±3.5
0.001
121.9±1.75
117.9±1.50
90.5±1.5

141.35±2.7
139.35±2.5
110.9±2.5

0.001
0.001
0.001

Unpaired ‘t’ test was done to see the group difference . p was significant (< 0.05)
Time for anastomosis: In stapled group time required for anastomosis was significantly (p <0.001) less
than hand sewn group for all types of gastrojejunostomy operation. (Table III).
Table III
Time required for anastomosis between stapled and hand-sewn groups.
Time required for Anastomosis (in minutes)
Radical partial gastrectomyand gastrojejunostomy
withRoux-en-Y loop.
Radical partial gastrectomyand gastrojejunostomy.
Partial gastrectomy andGastrojejunostomy(Billroth- II)
Gastrojejunostomy only inbenign disease

Staple technique Hand-sewn technique
p
(Mean time±SD)
(Mean time±SD)
value
22.50±2.16
29.20±1.09
0.001
18.44±4.39
16.42±1.27
10.5±1.25

Unpaired ‘t’ test was done to see the group difference .p was significant (< 0.05)

21.85±2.31
21.50 ±1.25
13.25±1.27

0.001
0.001
0.001
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Return of gastrointestinal function and hospital stays: The post operative return of gastrointestinal
function and mean post operative hospital stay for stapled gastrointestinal was less than hand sewn group.
This difference however did not show significance (p>0.05) on statistical analysis . (Table IV & V).
Table IV
Return of gastrointestinal functions between stapled and hand-sewn groups.
Post operative return of gastrointestinal functions
(in days)
Radical partial gastrectomy andgastrojejunostomy
with Roux-en-Y loop
Radical partial gastrectomy andgastrojejunostomy.
Partial gastrectomy andgastrojejunostomy(Billroth-II)
Gastrojejunostomy in benign Disease

Staple technique Hand-sewn technique p value
(Mean±SD)
(Mean±SD)
5.3±1.7
6.2±1.8
0.1
4.50 ±1.5
4.50 ±1.5
3.8±1.2

5.0 ±1.5
5.0 ±1.5
4.2±0.3

0.1
0.1
0.1

Unpaired‘t’ test was done to see the group difference . p was significant < 0.05
Table V
Hospital stays between stapled and hand-sewn groups.
Post operative hospital stays
(in days)
Radical partial gastrectomy andgastrojejunostomy
with Roux-en-Y loop
Radical partial gastrectomy andgastrojejunostomy.
Partial gastrectomy andgastrojejunostomy(Billroth-II)
Gastrojejunostomy in benign Disease

Staple technique Hand-sewn technique p value
(Mean±SD)
(Mean±SD)
13.50±3.4
15.80±3.6
0.09
12.88±2.5
12.80±2.4
10.14 ±1.3

13.78±2.4
13.25±2.1
11.50±1.5

0.1
0.1
0.1

Unpaired‘t’ test was done to see the group difference . p was significant < 0.05
Post operative complications: In all types of gastrojejunostomy operation, post operative complications
were noticed in seventeen patients in hand sewn anastomosis compared to seven patients in stapler
anastomosis. On statistical evaluation, this difference came out to be significant (p< 0.05).(Table VI)
Table VI
Post operative complications between stapled and hand-sewn groups.
Post operative
complecations

Anastomotic
Hemorrhage
Paralytic
ileus
Surgical site
Infection
Anastomotic
Leakage
Abscess
Formation
Wound
Dehiscence

Technique

Radical partial
Radical partial
gastrectomy and
gastrectomy
gastrojejunostomy with
and gastroRoux-en-Y loop.
jejunostomy.
Stapledtechnique
1
hand-sewntechnique
1
2
Stapledtechnique
1
1
hand-sewntechnique
3
2
Stapledtechnique
1
hand-sewntechnique
1
1
Stapledtechnique
1
—
hand-sewntechnique
1
1
Stapledtechnique
—
—
hand-sewntechnique
—
—
Stapledtechnique
—
—
hand-sewntechnique
—
—

Complications (n)
Complications 07

Stapled group
43
17

n=number, c 2 = 5.48, p was significant.

Hand-sewn group
33
24

Partial gastrGastro Total
ectomy
jejunostomy
and gastroin benign
jejunostomy
disease
—
01
1
—
04
1
1
04
2
2
09
—
—
01
—
—
02
—
—
01
—
—
02
—
—
—
—
—
—
—
—
—
—
—
—

Total
76

p-value
0.05

Comparison of Staplers and Hand-Sewn Anastomosis in Gastrojejunostomy

Discussion
This observational study was carried out with an
aim to compare between stapling and hand-sewn
gastrojejunostomy. In relation to efficacy,
applicability and safety, it has demonstrated the
use of surgical stapling instruments is comparable
to that of conventional suturing methods.1,2,4,5
In the present study, hand sewn and stapler groups
were found comparable on the basis of age, presence
or absence of co-morbid condition and pathology
(malignant or benign). Seo SH et al. and Nichkaode
PB et al. in a study comparing hand sewn and
stapled gastrojejunostomy showed a similarity in
the age between two groups.1,6 Similar pattern of
age distribution was also noted in the study by
Hassanen A et al. comparing hand sewn and stapled
anastomosis of the large bowel.7
In this study, the mean operating time was
shortened in the stapler group compared to hand
sewn group and the difference was statistically
significant. These findings were in accordance with
the study done by previous studies.1,4,6,10 On the
other hand, there was a significant reduction in the
total anastomotic time with the stapling technique.
These findings of the study were consistent with
the findings of previous study by Law S et al.15
These may be due to rapid and easy application in
stapled technique (materials for anastomosis are
prepared commercially as organized fashion which
needs single fire only) but in hand sewn technique
multiple bites require for completion of anastomosis.
In stapled gastrojejunostomy, there was early
restoration of gastrointestinal function compared to
the hand sewn counterpart but the difference was
not significant. Similar findings were also noted for
stapled gastrojejunostomy which goes along with
the findings of previous studies by Seo SH et al. and
Damesha N et al.6,10
In current study, in all types of operations no
significant difference was found between the hand
sewn and stapler groups with respect to postoperative hospital stays. This finding was in
accordance with the findings of the previous studies
by Seo SH et al. and Damesha N et al.6,10
In our study, post operative complications
significantly more in hand sewn group compared to
stapled group and this was found even in the study
done by Worrell S et al. In staple technique post
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operative complications were less because less
manipulations, more anastomotic integrity, less
spillage of gastric and intestinal contents etc. And
also for gastrojejunostomy operation, the leak rate
in the present study was almost similar for hand
sewn and stapler group with no statistical
significance. This finding was on the parallel lines
as in previous studies by Seo SH et al. and
Nichkaode PB et al. comparing hand sewn and
stapled gastrojejunostomies. 1,6 This may be
attributed to the fact that peritoneal visceras are
less likely to leak than extra peritoneal visceras.
Conclusion
In our study, we found that stapling technique can
significantly reduce the time for anastomotic
procedure. With reduced operating time due to less
tissue handling, there is early restoration of
gastrointestinal function and reduced duration of
hospital stay which helps ultimately in early return
to routine work. Technique related complications
do not show significant differences which suggests
that one can use staplers with same safety and
accuracy as sutures. Thus, stapling technique can
be used safely and effectively as apart of modern
Surgeon’s armory and one should be equally expert
with stapler gun as with needle holder and suture.
However, the study had weakness that it is not a
randomized control trial and cost analysis is not
included in the study.
Conflict of interest None
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Clinical Presentation and Bacteriological Profile
of Urinary Tract Infection in Children
Quazi Rakibul Islam1 , Gulshan Akhtar2 , Sunirmal Roy3, Abdul Malek 4,
Shikha Paul5 , Md. Abdul Mannan6, Nasir Hossain 7
Abstract
Background: Urinary tract infection (UTI) is one of the most common infections in children.
UTIs constitute a significant cause of morbidity in infants and children. It may lead to longterm complications including renal scarring, proteinuria, hypertension and loss of renal function.
But establishing the diagnosis of UTI is difficult in early childhood due to the lack of specific
urinary symptoms.
Aim: Our purpose was to determine the clinical and bacteriological profile of urinary tract
infection in children.
Materials and Methods: This hospital based descriptive study was conducted among 255
children of 2 months to 15 years with clinical diagnosis of urinary tract infection and were
evaluated. Preverbal children with fever having no obvious cause of infection were also evaluated
for UTI. History was noted and clinical examination was done with close attention. All patients
under went routine urine analysis and culture. Finally, only the culture positive cases (proven
UTI) were enrolled in the study.
Results: Of the 255 clinically suspected cases of UTI, urine culture were positive in 26.27% (n
= 67). Among the culture positive 67 cases pyuria were observed in 70.15% (n=47) and bacteriuria
in 22.39% (n=15) of cases. Among the culture positive patients fever in 55.22% (n = 37), abdominal
pain in 41.79% (n = 28) and poor appetite / anorexia in 31.34% were observed as major clinical
features in this study. Escherichia coli were the most common (76.12%) bacterial isolate followed
by Klebsiella sps (8.96%). E. coli was most sensitive to Imipenem (89.19%) followed by Amikacin,
Meropenem and Nitrofurantoin; but showed very high resistance to Cephradine (88.89%),
Nalidixic acid (88.86%), Cotrimoxazole (75.00%), Azithromicin (75.565), Ciproflaxacin( 958.005)
and Cefixime (71.435).
Conclusion: Identification of signs and symptoms as observed in our study in correlation with
urinalysis will help in diagnosis of urinary tract infection and thereby starting empiric therapy
based on microbial isolates and their sensitivity pattern, which definitely will play role in
reducing the morbidity from UTI in children.
Key Words: Children, clinical features, bacterial isolates, urinary tract infection.
(Sir Salimullah Med Coll J 2018; 26: 78-82)

Introduction:
Urinary tract infection is one of the most common
bacterial infections in children. UTI occurs in 3-8%
of girls and 1-2% of boys in childhood age.1,2 The
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incidence of UTI varies with age of the child. In the
first year of life, it is more commonly seen in boys
(3.7%) than in girls (2%). In vast majority of child
UTI manifests as fever of unknown origin and below
two years 5% of febrile child have UTI.3 In a child,
the first presentation of congenital anomaly of
urinary tract may be UTI. But diagnosis of UTI
often missed in infants and young children due to
nonspecific and minimal signs and symptoms of
UTI.4 Clinical signs and symptoms of UTI varies
with age of the child and it obviously differ from the
adults. In infant and young child fever, vomiting,
poor feeding, failure to thrive (FTT) and diarrhoea
are the common features; but in older children
frequency, dysuria, suprapubic / loin pain,
incontinence, cloudy or bad smelling urine, chills,
haematuria are the clinical features usually
observed.2,5,6 UTI occurs mainly due to ascending
infection from the urethra.7 The risk are highest in
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children having anatomical abnormality, voiding
dysfunction, constipation, uncircumcised boys and
improper wiping of bottom during toileting.8,9 Till
now Escherichia coli (E. coli) is the most commonly
isolated bacteria accounting 42.68% to 78.7% of cases
of UTI in children.1,10-14
Urinary tract infections and particularly recurrent
UTI may cause severe complications like renal
scarring leading to long term abnormalities; such
as proteinuria, hypertension and chronic kidney
disease (CKD).15-17 Many of our child are seen by
general physicians, particularly in primary and
secondary level of health facilities of Bangladesh,
where laboratory facilities are not much available
and dependable. So, our study was done with a view
to diagnose UTI in children from history, clinical
examination and urine RME to start empiric
therapy, when it is a demand of case management
before getting culture and sensitivity report to save
the growing kidneys from their damage.
Methods
This prospective hospital-based study was conducted
from January 2014 to December 2016. Study
samples were collected from the in and out patient
departments of two tertiary care hospitals, Green
Life Medical College Hospital and Health and Hope
Hospital, Dhaka, Bangladesh. Ethical approval was
taken from the concern authorities and verbal
consent was taken from the parents / guardians
before enrolling them in the study. Patients from 2
months to 15 years with suspected diagnosis of UTI
based on history and clinical examination were
considered for this study. Fever, abdominal pain,
dysuria, frequency of urine, foul smelling urine,
dribbling of urine, vomiting / nausea, poor appetite,
cloudy or bloody urine, failure to thrive (FTT),
straining, crying during micturition and new
daytime incontinence were considered for clinical
signs and symptoms of UTI. A total 255 urine
samples were collected from the study population
and were subjected for urine routine and microscopic
examination (RME) with culture. A clean catch mid
stream specimen was collected in sterile, leak proof
and wide mouthed container and sent to the clinical
laboratory. In urine RME a white blood cell (WBC)
count of >5 per high power field (HPF) in centrifused
urine was considered as significant for pyuria and
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the case was diagnosed as a patient of presumptive
UTI. The samples were inoculated on culture media
within one hour of collection or refrigerated at 4ºC
for <4 hours before inoculation, where delayed; and
then incubated at 37ºC. A significant growth was
considered when there was ³105 colony forming units
(cfu) per ml of urine and the case was diagnosed as
culture positive (proven) UTI. These culture positive
cases were enrolled in the study finally. History,
findings of clinical examination and the urine
investigation reports were recorded and then
analysed.
Results
Out of 255 clinically suspected UTI cases, 67
(26.27%) showed significant growth on urine culture
(Figure 1), who were diagnosed to have UTI (proven)
and they were analyzed. Of these 67 patients, 27
(40.30%) were males and 40 (59.70%) were females
with a male : female ratio of 1: 1.48 (Figure 2).

Fig.-1: Result of urine culture (n =255).

Fig.-2: Sex distribution of patients (n = 67).

On urine routine and microscopic examination
(RME) significant pyuria was found in 47 (70.15%),
bacteriuria in 15 (22.39%) and haematuria in 12
(17.91%) patients (Table-I).
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by Klebsiella sps (8.96%,n=6), Proteus sps
(4.98%,n=3) and Pseudomonas sps (2.99%,n=2),
table-III.

Table-I
Result of urinalysis (n = 67).
Urine RME

Quazi Rakibul Islam et al

Number (%)

Urine WBC
>5 HPF

47 (70.15)

0-5 / HPF

20 (29.85)
Bacterial Isolates

Bacteria in Urine
Present

15 (22.39)

Absent

52 (77.61)

Urine RBC
Present

12 (17.91)

Absent

55 (82.09)

Majority of these patients had fever which was found
in 44 (65.67%) patients. Other main clinical features
were abdominal pain (49.25%), poor appetite /
anorexia (37.31%), vomiting / nausea (34.33%),
frequency of urine (32.84%), dysuria (31.34%) and
foul-smelling urine (15.22%). Table II shows the
clinical features of the patients.

Table-II
Clinical features of UTI (n = 67).
Clinical features

Table-III
Bacteria Isolated from Patients with UTI (n = 67).

Number

Percentage

Fever

44

65.67

Abdominal pain

33

49.25

Poor appetite / anorexia
Vomiting / nausea

25
23

37.31
34.33

Frequencey of urine
Dysuria

22
21

32.84
31.34

Foul-smelling urine
Constipation

15
14

22.39
20.89

Itching of genitalia
Irritability

12
11

17.91
16.42

Failure to thrive (FTT)
Bed wetting

10
6

Loin pain

5

No. of Isolates

Percentage

Escherichia coli

51

76.12%

Klebsiella sps

6

8.96%

Proteus sps

3

4.48%

Pseudomonas sps

2

2.99%

Enterococci sps

2

2.99%

Entenobacter sps

2

2.99%

Strepto fecalis sps

1

1.49%

Against the most commonly isolated pathogen E. coli,
highest sensitive was found to Imipenem (89.19%)
followed by Amikacin (85.42%), Meropenem (84.85%),
Nitrofurantoin (76.00%), Gentamicin (60.42%) and
Amoxyclave (59.46%) in down order. But very high
resistance was observed to the commonly used oral
antibiotics like Cephradine (88.89%), Nalidixic acid
(82.86%), Azithromycin (75.56%), Cotrimoxazole
(75.00%), Cefixime (71.43%) and Ciprofloxacin
(58.00%), Table-IV.
Table -IV
Antibiotic Susceptibility Pattern of E. coli.
Antiobiotic

Amoxyclave

No. of
No. of
No. of
Isolates Sensitive
Resistant
Tested Isolates (%) Isolates (%)
37
22 (59.46)
15 (40.54)

Amikacin

48

41 (85.42)

7 (14.58)

Azithromycin

45

11 (24.44)

34 (75.56)

Ciprofloxacin

50

21 (42.00)

29 (58.00)

Cefixime

35

10 (28.57)

25 (71.43)

14.92
8.96

Cotrimoxazole

36

9 (25.00)

27 (75.00)

Ceftriaxone

49

25 (51.02)

24 (48.98)

7.46

Cephradine

18

2 (11.11)

16 (88.89)

Ceftazidime

42

23 (54.77)

19 (45.23)

Gentamicin

48

29 (60.42)

19 (39.58)

Imipenem

37

33 (89.19)

4 (10.81)

Meropenem

33

28 (84.85)

5 (15.15)

Nitrofurantoin

50

38 (76.00)

12 (24.00)

Nalidixic acid

35

6 (17.14)

29 (82.86)

Patient may present with one or more sign and
symptom. Lower urinary symptoms were more
common in children older than five years.
Regarding bacteriology of uropathogens the most
commonly isolated organism was found to be E. coli
contributing 76.12% (n = 51) of the isolates followed
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Discussion
A total of 255 urine samples were collected from
children with clinically suspected UTI. Out of which
67 (26.27%) were found to be culture positive (proven)
UTI; which was similar to the study done in
Ahmedabad, India (27.1%)4 and Ethiopia (26.45%)11
but was higher than the studies done in Nainital,
India (16.37%)19 and Nepal (19.1%)13 ; though lower
than other studies done in Dhulikhel Nepal (45.2%)1
, Puducherry, India (35.4%)3 and in CMH, Dhaka,
Bangladesh (48.3%)12 . These differences may be
attributed to the sample size and urine collection
method with lab facilities. The predominance of
females with male: female ratio of 1:1.48 among
children suffering from UTI in our study is consistent
with many of previous studies.1,4,7,12,13,20 Females
are more prone to UTIs than males, because of the
much shorter urethra in female and which is closer
to the anus.4,7 But male predominance was also
observed in other studies.19,21 In this study, on
urinalysis pyuria was found in 70.15% of cases
which was higher than the study done in CMH,
Dhaka, Bangladesh (67%)12 but lower than the study
of Mymensingh Medical College, Bangladesh (91%)22
and Dhulikhel Hospital, Nepal (95.8%);1 which may
be due to the methods of urine collection and
preservation. In our study, haematuria was detected
in 17.91% of cases on urine RME which was
consistent with the study in Ahmedabad, India
(16.1%)4 but lower than the study at Dhulikhel
Hospital, Nepal (50.4%)1 . In our study, bacteria in
urine was observed in 22.39% of cases of proven
UTI.
Regarding clinical features, fever was the most
common presenting symptoms accounting 65.67%
(n = 44) of patients. The second most common
feature was abdominal pain, accounting 49.25% (n
= 35). Similar type of clinical features with highest
frequency of fever followed by abdominal pain were
found in studies from Nepal and India,4,14,20 though
in a study at Dhulikhal Hospital, Nepal dysuria
(54.1%) was found as the 2nd most common clinical
feature.1 Other major signs and symptoms observed
in this study were poor appetite / anorexia (n = 25,
37.31%), vomiting / nausea (n = 23, 34.33%),
frequency of urine (n = 22, 32.84%), dysuria (n =
21, 31.32%), foul-smelling urine (n = 15, 22.37%),
constipation (n = 14, 20.89%) and irritability (n =
11, 16.42%); which were consistent with many of
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the studies.4,7,14,20 But there was no consistent
symptom common to all patients.
In our study, E. coli as the most common (76.12%)
isolated uropathogen is consistent with the
observations of some other studies.12,13,20 Other
common pathogens Klebsiella sps (8,96%), Proteus
sps (4.48%) and Pseudomonas sps (2.99%) were
evident as almost similar to studies from different
region.3,4,7,10
Here, majority of the uropathogens were found
highly sensitive to Imipenem, Meropenem,
Amikacin, Nitrofurantoin, Gentamicin and
Amoxyclave; but showed very high resistance to
Cephradine, Nalidixic acid, Cotrimoxazole, Cefixime
and Ciprofloxacin. Almost similar type of sensitivity
pattern has also been observed in other studies from
Bangladesh, 12,22
Nepal, 1,7,13
and
3,4,10,14,20,21
India.
In this study, the most commonly
isolated bacteria E.coli was found most sensitive to
Imipenem (89.19%) followed by Amikacin (85.42%),
Meropenem (84.85%), Nitrofurantoin (76.00%),
Gentamicin (60.42%) and Amoxyclave (59.46%). On
the other hand, it was highly resistant to commonly
used oral antibiotics like Cephradine, Nalidixic acid,
Azythromicin, Cotrimoxazle, Cefixime and
Ciprofloxacin. The second most common isolate
Klebsiella sps was 100% sensitive to Amikacin and
Nitrofurantoin with a high sensitivity to Imipenem,
Ceftriaxone, Ceftazidime and Amoxyclave also.
Proteus, the third common isolate in our study was
also highly sensitive to Imipenem (100%), Amikacin
(100%), Nitrofurantoin (75%), Ceftriaxone 975%)
and Amoxyclave (66%).
So, as per our study, antibiotics like Cephradine,
Cotrimoxaxole, Nalidixic acid, Ciprofloxacin,
Azythromicin and Cefixime which have been
recommended for treatment of UTI in children would
not cover majority of bacteria in our region.
Limitations of the study
The limitations of the study are that, the study was
conducted in patients attending tertiary care centers
and was not population based, non-uniformity in
collection of urine samples.
Conclusion
In our study, the most common clinical feature
associated with UTI was fever. High prevalence of
fever and other nonspecific symptoms especially in
infants and young child demands the screening of
all febrile young children for UTI by the urine test.

Clinical Presentation and Bacteriological Profile of Urinary Tract Infection

Our result will be helpful in providing useful
information for the development of UTI and to start
empirical therapy based on culture and sensitivity
pattern, and thereby will reduce the morbidity of
children from urinary tract infection. But long term
studies on a large sample size as a part of regional
surveillance programme would be necessary to
update the treatment guideline.
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Outcome of Primi High Head in Active Labour
Parul Akhter1, Shroddha Nivedita Paul2, Irin Perveen Alam3, Muna Shalima Jahan4,
Shamsunnahar Begum Hena5
Abstract:
Background: Engagement of head is most important event in labour which decides obstetric
and neonatal outcome. Primigravida is considering important obstetric risk factor. In our daily
practice, primi at term in labour with non-engaged head has a high caesarean rate.
Objective: To see the mode and outcome of delivery in cases of primi non-engaged head in
active labour after proper and strict monitoring with partograph.
Method: This prospective descriptive study was conducted in the Department of Gynaecology
and Obstetrics, Sir Salimullah Medical College and Mitford Hospital from January 2015 to
June 2016 over a period of 18 months. Two hundred primi pregnant women with non-engaged
head were selected as study subjects. Active phase of labour, clinically adequate pelvis and no
obstetrical contraindication for NVD were the inclusion criteria. After selection of patients,
detailed history was taken followed by general, systemic and obstetrical examination. Partogram
was started immediately after examination. Partographic monitoring of these study subjects
were strictly and properly monitored. Necessary intervention was taken (Augmentation by
oxytocin or termination by C/S)
Result: Out of 200 women, 70 (35.0%) required medical and 8 (4.0%) required surgical and 11
(5.5%) required both medical and surgical augmentation. Regarding mode of delivery, 147
(73.5%) women had normal vaginal delivery (NVD) and 53 (26.5%) underwent C/S. Regarding
maternal outcome, postpartum haemorrhage (PPH) occurred in 12 (6.0%) women and perineal
tear in 14 (7.0%) cases. Regarding foetal outcome, Apgar score at 5 minute was 7-10 in 166
(83.0%), 4-6 in 29 (14.5%), 3 and below in 2 (1.0%) neonates. Still birth was 3 (1.5%).
Conclusion: It can be concluded that not engaged foetal head at term in labour in primigravida
is not a indicator of operative birth.
Key words: Primi, non engaged foetal head, NVD and C/S.
(Sir Salimullah Med Coll J 2018; 26: 83-85)

Introduction
C/S is increasing day by day in a alarming rate.
Primi at term with engaged head has a good NVD
rate. But, primi at term with non-engaged head has
a high C/S rate. We have to decrease total C/S rate
by decreasing primary C/S rate. So we conducted
this study to see rate of NVD in primi, non-engaged
head in labour after careful and strict monitoring
with partograph. We also wanted to see type of
augmentation needed and fetal and maternal
outcome. Labour, has been regarded as the most
dangerous journey a human being ever under takes.
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An older belief – “the sun should never set twice in
a labour” has scientific approach as any labour
lasting for more than 24 hours is associated more
commonly with maternal complication (viz.
obstructed labour, traumatic delivery, PPH,
puerperal sepsis, vesicovaginal fistula) and fetal
complications (viz. Fetal hypoxia, infection).1 The
last few hours of human pregnancy are characterized
by uterine contraction that affect the dilatation of
cervix and force the fetus through the birth canal.
Much of energy is expended during this time. Hence
the use of term ‘labour’ to describe this process. As
Ian Donald has said that “Primigravida is a dark
and untrained horse and potential for child bearing
is determined by the outcome of labour”.2
Labour is the onset of regular uterine contractions
followed by progressive cervical dilatation,
effacement and descent of presenting part.3 Fetal
head is said to be engaged when its widest diameter
has fit into the pelvic inlet.4

Outcome of Primi High Head in Active Labour

The sign of a high head at term in primigravida is
not a welcome finding and calls for investigation as
to possible causes, certainly many obstetricians take
a pessimistic attitude towards eventual vaginal
delivery, if the foetal head is not engaged at the
onset of labour. Although the engagement of the
foetal head is usually regarded as a phenomenon of
labour, in nulliparas it commonly occurs during the
last few weeks of pregnancy.5 When it does so, it is
confirmatory evidence that pelvic inlet is adequate
for that foetal head. Failure of the foetal head to
engage in early labour is a greater indicator of
operative birth.6
It has been a traditional concept in obstetrics that
engagement of fetal head occurs by 38 weeks in primi
and that engagement before the onset of labour will
increase the chance of safe vaginal delivery and nonengagement before the onset of labour will decrease
the chance of vaginal delivery.7 In clinical practice,
in majority of primigravida the engagement occurs
between 38 and 42 weeks or even during the first
stage of labour.8
Debby et al.4 found that the incidence of unengaged
head in primigravida was 31%, out of which 82.9%
were delivered vaginally and 17.1% had caesarean
section. None of the women who had persistently
unengaged head after 7cm cervical dilatation
delivered vaginally. Hence controversy still exists
over the significance of the fetal head level in early
labour, whether it bears any relation with mode of
delivery.8
The aim of this study was to see the mode of delivery
and outcome of delivery in cases of primi non-engaged
head in active labour.
Method
This prospective descriptive study was conducted
in the Department of Gynaecology and Obstetrics,
Sir Salimullah Medical College and Mitford Hospital
from January 2015 to June 2016 over a period of 18
months. Two hundred primi pregnant women with
non-engaged head were selected as study subjects.
Active phase of labour, clinically adequate pelvis
and no obstetrical contraindication for NVD were
the inclusion criteria. After selection of patients,
detailed history was taken followed by general,
systemic and obstetrical examination. Partogram
was started immediately after examination.
Partographic monitoring of these study subjects were
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strictly and properly monitored. Necessary
intervention was taken (Augmentation by oxytocin
or termination by C/S).
Results
Out of 200 women, 70 (35.0%) required medical and
8 (4.0%) required surgical and 11 (5.5%) required
both medical and surgical (Table 1).
Regarding mode of delivery, 147 (73.5%) women had
normal vaginal delivery (NVD) and 53 (26.5%)
underwent C/S (Table II).
Regarding maternal outcome, postpartum
haemorrhage (PPH) occurred in 12 (6.0%) women
and perineal tear in 14 (7.0%) cases. Regarding foetal
outcome, Apgar score at 5 minute was 7-10 in 166
(83.0%), 4-6 in 29 (14.5%), 3 and below in 2 (1.0%)
neonates. Still birth was 3 (1.5%) (Table III).

Table-I
Distribution of participants according to
augmentation (n=200)
Augmentation

Frequency (n)

Percentage (%)

89
70

44.5
35.0

Surgical
8
Both medical & surgical 11

4.0
5.5

Required
Medical

Table-II
Distribution of participants according to the
mode of delivery (n=200)
Mode of delivery

Frequency (n)

Percentage (%)

NVD

147

73.5

C/S

53

26.5

Table-III
Maternal morbidity and foetal outcome (Apgar
score at 5 minutes)
Frequency (n) Percentage (%)
Maternal morbidity
Perineal tear
14
Primary PPH
12
Apgar score at 5 minutes
7-10
166
4-6
29
=3
2
Still birth
3

7.0
6.0
83.0
14.5
1.0
1.5
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Discussion
This study was carried out on 200 primi patients
with non-engaged head at term to find out the
outcome of labour, medical and surgical
interventions required.
In our study, 147 (73.5%) women had normal
vaginal delivery (NVD) and 53 (26.5%) underwent
C/S. Mahajan et al.9 in their study observed vaginal
delivery in 96 (64.0%) cases and LSCS in 54 (36.0%)
cases, Shaikh et al.10 found 59.0% had NVD and
41.0% underwent CS. Khurshid and Sadiq11 in
Lahore conducted a similar study and found vaginal
delivery occurred in 67.0% of cases, and 33.0% of
cases had caesarean section. Choudhary et al.12 in
their study found vaginal delivery in 83.11% cases
and LSCS in 16.89% of cases. Ambwani8 found
vaginal delivery in 66% of cases and LSCS in 34%
of cases.
No augmentation was required in 55.5% of cases in
our study, while 70 (35.0%) required medical, 8
(4.0%) required surgical and 11 (5.5%) required both
medical and surgical. In a similar study of Sudhir
and Mishra, 60.0% required no augmentation which
is similar to this study.13
In our study, postpartum haemorrhage (PPH)
occurred in 12 (6.0%) women and perineal tear in
14 (7.0%) cases. Postpartum haemorrhage (PPH)
occurred in 10.6% women, perineal tear in 3.3%
cases in the study of Mahajan et al.9. Similar
findings also found in the study of Shaikh et al.10
In our study, APGAR score at 5 minute was 7-10 in
166 (83.0%), 4-6 in 29 (14.5%), d”3 in 2 (1.0%)
neonates. Still birth was 3 (1.5%). Sheikh et al. 10
found APGAR score 7- 10 in 75.0%, 4-6 in 20.0, 3
and below in 5% neonates. Sudhir and Mishra found
APGAR score in their study at 5 minute was 7-10
in 75.3%, 4-6 in 20.0% and d”3 in 4.7% neonates.13
Conclusion
If labour is conducted properly with partographic
monitoring, primi at term in labour with high head
can be delivered vaginally without significant foetal
and maternal morbidities.
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Contribution of Double Balloon Enteroscopy in
Small Bowel Disorder
Bimal Chandra Shil1, Shasanka Kumar Saha2, Ranjit Kumar Banik3, Md Omar Faruque4,
Madhusudan Saha5, Md. Habibur Rahman6
Abstract:
Double Balloon Enteroscopy (DBE) allows complete visualization of entire small bowel with
tissue biopsy and therapeutic capabilities. The aim of the study was to evaluate the indication,
diagnostic impact and safety of the procedure in the management of small intestinal diseases.
Between October 2011 to July 2017, 183 consecutive double-balloon enteroscopy were performed
in 114 patients with suspected small bowel diseases in our department. Scope insertion route
(oral or anal or both) of double-balloon enteroscopy was chosen according to the suspected
location of the lesions. The main outcome measurements were indications, insertion time,
findings, diagnostic yields, complications and the ability to perform the procedure. Of the 114
patients included, 63 were male and 51 were female. The mean age was 48 years. The median
insertion time was 110 minutes (range, 70-160 minutes) in antegrage+retrograde insertion; the
success rate was 89.8% (62/69). Overall rate of achievement of procedural objectives was 90.3%
(103/114). Common indications for enteroscopy were chronic abdominal pain (50%), obscure
GI bleeding (21.9%), chronic diarrhea (15.7%) and recurrent sub acute intestinal obstruction
(7.8%). Small intestinal abnormalities were found in 68.42% (78/114) patients. The lesions
were ulcerations and/or erosions (40.36%, 46/114), polyps and tumors (17.54%, 20/114),
strictures (13.15%, 15/114), vascular ectasias (11.4%,13/114), worm infestations (6.14%, 7/
114) etc. No abnormalities were found in 36 (31.57%) patients. No relevant major complications
were encountered. Double balloon enteroscopy is a useful, safe and well-tolerated method with
a high diagnostic and therapeutic impact for the management of suspected small bowel diseases.
(Sir Salimullah Med Coll J 2018; 26: 86-91)

Introduction:
Enteroscopy using the double balloon technique and
capsule endoscopy (CE) were developed in 2000-2001,
which dramatically changed the strategy of
diagnosis and management of small bowel disease.1
Perhaps CE allowed direct endoscopic visualization
of small intestinal mucosa for the first time though
it lacked biopsy and therapeutic facilities.2 Double
Balloon Enteroscopy (DBE) was first introduced by
Dr Yamamoto as a revolution in small bowel
examination with an option to perform
interventions.3-4 DBE utilizes two balloons placed
on the tips of both endoscope and an overtube. This
novel technique enables deep intubation in entire
small intestine with direct and detailed visualization
and invasive procedures like biopsy, polypectomy

and hemostasis etc. obviating the need for surgery.
Sir Salimullah Medical College and Mitford Hospital
is a renowned tertiary hospital of the country. This
is one of the three centers in Bangladesh where DBE
is available. The aim of study was to evaluate the
indication, safety and clinical impact of the procedure
in suspected small intestinal diseases.
Materials and methods:
Selection of Patients:
Between October 2011 to July 2017, 183 consecutive
double-balloon enteroscopy were performed in 114
patients with suspected small bowel diseases in our
department. All patients were under gone detailed
history and clinical examination. Patient having
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any of the following criteria was excluded from the
study:
(i)

Acute abdomen;

(ii)

Poor general condition;

(iii) Hypersensitivity to natural latex;
(iv)

Serious blood coagulation disorder

(v)

Serious hepatic dysfunction;

(vi)

Severe co morbidity - respiratory or cardiac
disorder

(vii) Pregnancy or possible pregnancy
(viii) Insertion from a stoma
Demographics of each patient including age, sex,
previous pathological reports, indication of
procedure, investigation time, findings, intervention
and complication of the procedure were noted. All
patients underwent upper GI endoscopy, colonoscopy
and small bowel follow through where indicated
before the procedure. Written informed consent of
each patient was taken after explaining the
procedure including the benefit and possible
complication.
Study device:
DBE was carried out by the endoscopy system
(Fujinon EN-450P5/20; Fujinon Inc., Japan)
consisting of a high-resolution video endoscope with
a working length of 200 cm and an outer diameter
of 8.5 mm, and a flexible overtube with a length of
145 cm (including the balloon) and an outer diameter
of 12 mm. The working channel of the scope has a
diameter of 2.2 mm. Latex balloons are attached at
the tip of the endoscope and the overtube, and are
inflated and deflated with air from a pressurecontrolled pump system, which monitors the
pressure during the whole procedure.
Double Balloon Technique:
Using either the oral or anal route, the two balloons
are deflated at the beginning of the enteroscopy
procedure until the duodenum or terminal ileum is
reached. The enteroscopist then advanced further
as far as possible, while the inflated balloon on the
overtube maintains a stable position. In the next
step, after deflation of the balloon on the overtube
and inflation of the balloon on the enteroscope, the
overtube is inserted along the enteroscope until the
tip of the enteroscope is reached. After this ‘push’
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procedure has been completed, the‘pull’ procedure
begins, during which both the enteroscope and the
overtube are pulled back under endoscopic and if
necessary fluoroscopic guidance, with both balloons
inflated. The ‘push-and-pull’ procedure is then
repeated.
DBE can be carried out from the oral or anal route,
or both. Total small-bowel enteroscopy can be
achieved with the oral route alone only in a minority
of patients. Generally, both routes have to be
combined to allow total enteroscopy of the small
bowel. In the majority of the patients, the problem
can be resolved without the need for a complete
enteroscopy if the lesion is found e.g. an ulcer or
stenosis is identified to allow biopsies etc.
No specific preparation is required for the oral
approach. Patients should have overnight fasting
in the same way as upper gastrointestinal
endoscopy. For enteroscopy from the anal approach,
bowel cleansing is required as in colonoscopy. The
examinations can usually be carried out with the
patients under conscious sedation, as in colonoscopy
and upper gastrointestinal endoscopy. In this series
we used I/V fentanyl and midazolam for conscious
sedation.
Result:
General aspects:
Total 183 procedures were performed in 114 patients
(63 male and 51 female) since October 2011 to July
2017 in our department. Age range of patients was
16-70 years (mean age 48 years).
Technical aspects:
Sixty nine patients had bidirectional DBE (both
antegrade and retrograde approach). Forty five
patients had either antegrade or retrograde
approach. The median insertion time to perform
DBE through oral route and anal route was 40±20
minutes and 50±20 minutes respectively. The
range of depth of insertion was 80-380 cm beyond
dudenojejunal flexure by antegrade and 40-260 cm
by retrograde approach. Fluoroscopy was used
occasionally to correct the loops and in radiological
assignment of nature of lesion particularly
stricture.
The results are shown in following tables (I-IV).
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Complication:
Table-I
Showing route of insertion, insertion time and indications of DBE:
Route of insertion and insertion time for DBE
Procedure

Number of patients

Median insertion time

Successful insertion

Antegrade+Retrograde

69

110(70-160)

62(89.85%)

Antegrade enteroscopy

25

35(20-50)

24(96%)

Retrograde enteroscopy

20

48(30-68)

17(85%)

Total enteroscopy (attempted)

20

125(90-180)

9(45%)

Indications of Double Balloon Enteroscopy (DBE)
Indications
1.
2.
3.
4.
5.

Chronic abdominal pain
Obscure GI bleeding
Chronic diarrhea
Recurrent sub-acute small
gut obstruction
Abnormal imaging

No. of patients (n=114)

Percentage

57
25
18
09

50%
21.9%
15.78%
7.89%

05

4.38%

Table II
Findings of Double Balloon Enteroscopy:
Findings

No. of Patients Percentage
(n=114)
1. Ulceration/erosion
46
40.35%
a. Crohn’s disease
14
b. Tubercular
17
c. Anastomotic ulcer after
small bowel resection. 02
d. NSAID induced ulcer
02
e. Nonspecific ulcer
11
2. Stricture
15
13.15%
a. Crohn’s disease
12
b. Tubercular
03
3. Polyps and tumors
20
17.54%
a. FAP with polyps in
02
small bowel
b. PeutzJeghars syndrome 02
c. Isolated adenoma
05
d. Inflammatory polyp
04
e. GIST
02
f. Adenocarcinoma
05
4. Others.
22
19.29%
a. Worm infestation
07
b. Vascularectasias
13
c. Small gut diverticulosis 02
5. No abnormal findings
36
31.57%
Some patients had dual lesions

Table-III
DBE findings in patients of chronic abdominal
pain (n=57) and OGIB (n=25)
DBE findings in patients of chronic abdominal pain
Findings
No.of Patients Percentage
Ulcers with or without
32
56.14%
stricture
-Tuberculosis

15

-Crohn’s diseases

12

-Non specific Ulcer

5

Tumors

2

3.5%

Lymphoma

2

3.5%

Normal

21

36.84%

DBE findings in OGIB patients (n=25)
Ulcers or erosions

8

-Non specific Ulcer

2

-Crohn’s

4

-NSAIDS endued

2

32%

Angiodysplasia

4

16%

Tumors

5

20%

Polyp

3

12%

Normal

5

20%
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Few DBE findings are shown in Figure I

Normal DBE Finding

Jejunal Growth (Adenocarcinoma)

Jejunal Ulcer with narrowing(Crohn’s disease)

Jejunal Ulcer with nodularity (Crohn’s disease)

Jejunal Diverticula

Ileal Ulcer (Tuberculosis)

Contribution of Double Balloon Enteroscopy in Small Bowel Disorder

Table IV
Showing management during or following DBE
and diagnostic yield of DBE:
Management during or following DBE
Management
No. of patients Percentage
Endoscopic management 12
10.5%
Surgical referral

8

7.01%

Medical management

58

50.8%

Follow up

36

31.57%

Diagnostic yield of Double
Balloon Enteroscopy:
Diagnostic yield

No. of patients

Percentage

New diagnosis

36

31.57%

Diagnosis confirmed

28

24.56%

as established by other
method
Exclusion of previous

14

12.28%

36

31.57%

diagnosis
No abnormal findings

No major complication was found, minor side effects
like abdominal pain and bloating were found in four
patients (2.1%). Most of the patients tolerate the
procedure well.
Discussion:
This study reports the indication, methodology,
clinical usefulness and safety of DBE in suspected
small bowel disorders. Our experience with DBE
showed no major complication. Mild abdominal pain
or bloating during and/or after the procedure was
transient, tolerable and resolved spontaneously. This
is similar to those of previous studies8-9 of Germany8
and Korea.9
DBE enables the endoscopic scrutiny of whole length
of small intestine with endotherapy capabilities.
Using the oral route alone, total enteroscopy is not
usually achieved but it is possible in rare cases.10
This was not achieved in our study. When total
enteroscopy was intended the strategy was
bidirectional (oral and anal) approach which allows
total enteroscopy. In previous studies 9.10
panenteroscopy was achieved in 0% to 86% of all
cases. In this study it was possible only in 45% cases.
The mean insertion time for total enteroscopy was
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125 minutes which coincided well with the study of
May et al.8 and Akahoshi et al.10
The insertion time for oral and anal route averaged
about 35 minutes and 48 minutes respectively. The
difficulty of insertion through the colon and ileocaecal
valve plays the role here. As DBE is much thinner,
longer and less stiff than a conventional colonoscope,
colonoscopy with DBE appears to be more difficult
and time consuming than standard colonoscopy
however these problems may be reduced with
increasing experience.
Chronic abdominal pain (50%) and obscure GI
bleeding (OGIB) (22%) were the major indication
for DBE in our experience, followed by chronic
diarrhea, recurrent small gut obstruction etc. These
findings are similar with those of other
studies.4,8,9,11,12
Regarding the endoscopic findings and diagnoses
with DBE, the commonest finding was ulcerations
or erosions (40.3%) which were due to tuberculosis
(36.9%) and Crohn’s disease (30.4%) and others.
Ulcerating lesions were also common in Korean
study9 but in Western study8,13 angiodysplasia was
the most common finding. In our experience,
tuberculosis was the commonest cause of small
intestinal ulcer but strictures were mostly due to
Crohn’s disease. Worm infestation was found in
seven cases which is uncommon in other countries.
The commonest finding in patient of chronic
abdominal pain was ulcer with or without stricture.
No abnormalities were found in 36.8% cases.
Accordingly the commonest endoscopic finding in
OGIB patients was ulcerated lesions (8, 32%). The
findings are similar with other Asian study9 but in
most Western countries the main cause of OGIB
was vascular lesion.8,10,12
Regarding management of DBE patients in our
study, out of 114 patients, 50.8% patients needed
medical management, 31.5% patients underwent
follow-up, 10.5% patients needed endotherapy and
7.01% patients were referred for surgery. These
findings coincided well with the study of Akahoshi
et al. at Japan.10
In our series of patients DBE showed diagnostic rate
of 69.4% with significant clinical impact. This high
diagnostic rate indicates the excellent efficacy of
DBE. Positive endoscopic findings rate are similar
with those of Yamamoto et al.5 and Choi et al.9
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The clinical relevance of DBE is emphasized by the
31.5% (36/114) rate of new diagnosis, with almost
all of the patients already having undergone
numerous investigations without a definitive
diagnosis being established. This also could confirm
the diagnosis established by other methods (24.5%)
and excluded previous diagnosis in 12.28% (14/114)
cases. All these results have similarity with the
study of May et al.8
The results of the present series demonstrate the
safety of DBE. An overall rate of adverse events was
as low as 2.1% (minor events like bloating and
abdominal pain) with no major complications like
acute pancreatitis, perforation etc., which coincided
well with study of Japan 5.This confirms the
dependable safety of the procedure in patients.
Endoscopic interventions like biopsy, injections of
epinephrine, clipping, electrocoagulation and foreign
body removal were performed in our series with
great efficacy and safety. This finding shows the
excellent capability of endotherapy with DBE.
The high endoscopic diagnostic rate, crucial
therapeutic applications actually make DBE the
most effective tool for genuine direct visualization
of suspected small bowel disorders which are
unreachable by conventional endoscopes. A break
through with the past has been definitely established
with the introduction of DBE. Our prospective
experience confirms that DBE is a useful, safe and
well tolerated method with high diagnostic and
therapeutic impact for the management of suspected
small intestinal diseases.
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Personal Hygiene Practice of Grass Root level
Students in a Selected Madrasha
Rahat Bin Habib1, Md Abdur Rouf2, A.B.M.Mukit3, Mohammad Akteruzzaman4, Sudipta Roy5,
Tanjina Sharifa6, Md.Kamrul Ahsan Khan7, Rushdul Karim Boyan8, Asma Khatun9, Bijoy Kumar
Saha10, Niaz Mohammad11 , Md.Ali Faisal12, Md. Faizur Rahman13
Abstract
Background: In Bangladesh, more than million students study in madrashas, which represent
approximately 7% of all students. Most of these madrashas are unregistered. Madrasha students
usually come of low socioeconomic background. Dormitories of madrasha are often crowded with
large number of students. Personal hygiene has profound impact on individual’s health outcome.
Faulty hygiene practice negatively affects the health of an individual as well as persons nearby,
especially in madrashas where large number of students reside in small areas. So far no study
regarding the personal hygiene practice of madrasha student has been found. Therefore this study
is going to assess the current status of personal hygiene practice among the madrasha students.
Method: This study conducted in a madrasha located in a remote rural area of Narayanganj. This
was a cross sectional study which was carried out on 164 out of 1000 residential students selected
by simple random sampling. Face to face interview was conducted with a structured questionnaire.
Result: All 164 of the students were males with an age range of 06-18 years. 92% students have
average or poor personal hygiene practice. Only 2% students wash their hands with soap water
before meal, 88% use mud or only water to wash hands after defecation. 43% did not wear clean
cloths, 38% do not clean their tooth regularly and only 5.5% use toothpaste. 80.5% irregularly
use soap during bath and 74% buy food from food vendors.
Conclusion: All of students used unsafe water for bath, 88% used mud or only water for hand
wash after defecation, only 5.5% students used tooth brush and past for cleaning of teeth. In
this study, 92% student’s personal hygiene practice were average to poor and age group below
then 12 were less careful for personal hygiene practice (<0.05). There need multicentric study
and comparative study with school to understand the real picture of madrasha students.
Key Words: Personal Hyegiene Practice, Grass root level, Madrasha Students.
(Sir Salimullah Med Coll J 2018; 26: 92-96)

Introduction
According to the World Health Organization
(WHO), “Hygiene refers to conditions and practices
that help to maintain health and prevent the spread
of diseases”. Personal hygiene means to keep the
body’s cleanliness through some daily activities such
as regular bathing, proper hand washing before
meal and after defecation, brushing of teeth, trimming
of nails, cleaning ears and others. These activities
help in preventing diseases and maintenance of good
nutritional status of an individual. It is very

important for children especially those living in
crowded condition like madrashas. Madrashas are
the densely populated residential cum study houses
where a large number of students live, sleep, study
and have food. They usually lack separate room for
these different purposes.
As a consequences these students are vulnerable to
many infectious and communicable diseases. More
than 3 million students study in Madrasha across
Bangladesh. An estimated 64000 of these madrashas
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are unregistered1. Majority of this madrashas are
located in rural areas. People of our rural and urban
areas are lack of safe drinking water and lack of
improved sanitation 2. There are no separate
authority to see the hygiene, safe water and
sanitation facility of 20808 madrashas in this
country. Their water quality is affected by unsafe
pond water, unhygienic sanitation facilities, and
unhygienic practices particularly with regard to
hand washing, poor socio-economic backing, and
crowded living conditions3.
Overcrowding creates huge increase in
communicable diseases like diarrhoea, RTI, skin
diseases (Centre for Urban Studies (CUS). For 35 to
46 students they have one toilet facility.
Consequently, they have no safe drinking water. As
elsewhere madrasha students have not attracted
much attention from the public health policy makers
in Bangladesh. That’s why, essential goal of the study
was to find out personal hygiene practices and
sanitation facilities in all madrasha students in
Bangladesh to find out the personal hygiene practice
of grass root level students in a selected madrasha.

Materials and method
This descriptive type cross sectional study was designed
to assess the knowledge and practice of personal hygiene
and sanitation conducted in convenience selected
madrasha in Narayanganj, Bangladesh during March
to August 2015. The target population (1000) consisted
of individuals living and studying in that madrasha in
Arihazar, Narayanganj. A total of 164 madrasha
students were enrolled for the study by simple random
sampling. An open structured questionnaire was used
to collect data from face to face interview and a chaque
list. Information regarding the structure of madrasha,
source of drinking water, knowledge about activities of
personal hygiene, cleanliness, bath, parents education,
qualification and occupation were collected. All variables
of personal hygiene were calculated by number and
scored into good, average and poor categories. Verbal
informed consent was taken from the respondents by
explaining the purpose of the study. Collected data were
analysed by SPSS (Statistical Package of Social Science),
Excel and Windows software.
The study was approved by the ethical board of the
Bangladesh Society of Epidemiology (BSE).

Results
Table-I
Personal hygiene practice of madrasha students
Variable

Category

Habit of daily bath

Yes
No
Yes
No
Only water
Soap water
With foot wear
Bear foot
Often
With foot wear
Bear foot
Regular
Irregular
Clean
Not clean
Clean
Dirty
Irregular
Regular
Regular
Irregular
Yes
No
No answer
Poor
Average
Good

Nail bite habit
Hand wash before meal
Use footwear when came out from
room
Use footwear when enter into room
Nail trim habit
Cleanliness of wearied cloth
Cleanliness of hand
Tooth cleaning
Soap use in bath
Food from street vandal
Personal hygiene practice

Frequency and percent
160 (98)
04 (02)
42 (26)
122 (74)
161 (98)
03 (02)
64 (39)
18 (11)
82 (50)
150 (91)
14 (8.5)
148 (90)
16 (10)
94 (57)
70 (43)
117 (71)
47 (29)
63 (38)
101 (62)
32 (19.5)
132 (80.5)
121 (74)
42 (26)
01 (01)
30 (18)
121 (74)
13 (08)
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Almost all (98%) had habit of daily bath and 26%
had habit of nail bite. Almost all (98%) had hand
wash habit before meal by only water. More than
half 61% of madrasha students walk bear foot and
8.5% students remained in bear foot when they go
back to room. Near to all (90%) students had regular
nail trim habit. Near to half (43%) students wear

Rahat Bin Habib et al

94

dirty cloths and 29% had dirty nails. 75% students
had history of taken food from street vender. Regular
tooth clean 62% students and 80.5% students were
not use soap regularly in bath. Most students 92%
(n=151) had poor or average type of personal hygiene
practice. Only 08% had good type of practice.

Table-II
Water source for drink and use in daily life
Source of water

Drinking

Ozu

Bath

Utensil use

Tubewell

164

164

00

164

Tape water

00

00

00

00

Pond water

00

00

164

00

164 (100 %)

164 (100 %)

164 (100 %)

164 (100 %)

Total

All students (100%) drunk, wash for ozu and wash their utensil from tubewell water and 164 students bath
from pond water. They have no regular practice to use tape water.

Frequency

Hand wash habit after defecation
120
100
80
60
40
20
0

100

Tooth clean by
Paste with brush 5%

Only finger 10%

45

Charcoal 22%

19
Only water

Soap water

Mud water

Variables
Miswak 63%

Fig.-1 : Hand wash habit after defecation
88% students use mud or only water for hand wash
after defecation.

Miswak

Only finger

Charcoal

Paste with brush

Fig.-2: Tooth clean by
Most students tooth clean by meswak (63%), 22%
were charcoal, paste with brush 5.5% and 10%
students by only finger.

Table-III
Personal hygiene practice and age
Age group

Good

Average

Poor

Total

06-12

05
03%
08
05%
13
08%

66
40%
55
33.5%
121
74%

6
04%
24
15%
30
18%

77
47%
87
53%
164
100%

13-18
Total

X2 6.592 df 2 P< 0.05
In this study, 92% student’s personal hygiene practice were average to poor and age group more then 13
were more careful for personal hygiene practice.
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Discussion
This cross-sectional study was conducted to assess
the knowledge and practice of personal hygiene and
sanitation on madrasha students in Narayanganj.
A total of 164 students were included. We found
that all respondents resided in tin shaded madrasha
house. They use tube-well water was 100%
respondents for drinking and ozu and all of them
use pond water for bath.
In this study all students (100%) drink, wash for
ozu and wash their utensil from tube well water
and 164 students bath from pond. They had no
regular practice on tape water.
It was important to quality control of tube well and
pond water due to sanitary latrine vicinity of the
water source and it was also important to investigate
the quality of pond and tube well water, because
pond water can be an important source of organism
and disease.
Otherwise, 61.21% of slum dwellers in Rajshahi
collected drinking water from the community tube
well, and about 34% had individual tube wells; and
a small minority of people (3.3%) had a water
connection4. In our study 164 students use pond
water for bath and all students use tube well water
for drink and ozu. This is dissimilar from the
previous study.
A study, mentioned that near one-fourth (22%) of
the respondents used sanitary latrine and about 58%
used kacha and 20% used open latrines5. The
differences regarding the use of sanitary latrine may
be due difference in study area. Almost one in three
people in Bangladesh defecates in the open among
the poorest families. Only 32% of the latrines in
rural areas attain the international standards for a
sanitary latrine. People are exposed to feces in their
environment daily1. In our study 100% students
defecate in sanitary latrine which was also not
similar from previous data.
In this study almost students (98%) had hand wash
habit before meal and only 2% of them with soap
and 8% students use mud or solely water for hand
wash after defecation. (Table-1, Bar chart-1)
Washing hand only with water was not sufficient
to removal of organism, which can be an important
source for disease transmission, where as there need
03 minutes rubbing of hand by good quality soap
after defecation. Another study regarding personal
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hygiene practices, it was found that 67% slum
dwellers practiced hand washing before taking meal
and about 59% respondents washed hand with soap
after defecation which was similar with our study6.
More than half 61% madrasha students walk bare
footed or often use foot wear when they came out
from study room and when go back to that room
and 8.5% students remain bare footed when they go
back to residential room. (Table-1) Without foot wear
it was a source of hook warm infestation and pollution
of residential halls.
Nearly all (90%) students had regular nail trimming
habit but a quarter of them (26%) bite their nails
(Table-1). There was another habit responsible for
transmitting organisms and ova of pin warn to
mouth by contaminated hands and or after anal
itching.
Near to half (43%) students not wear clean cloths
and 29% had dirty nails. (Table-1) It was another
way to transmit organisms and reason for suffering
by diseases.75% students given history of taking
food from street venders (Table-1). Street foods were
unhygienic due to mostly prepared in unhygienic
manner, polluted by open air, contaminated water
and unhygienic hands. After taking these students
can suffer by communicable diseases like cholera,
diarrhoea, enteric fever and hepatitis.
In our study most students clean their teeth by
meswak (63%), charcoal 22%, paste brush (5.5%)
and 10% students use only finger.
Consequently another study near fifty percent
respondents brushed their teeth regularly with tooth
paste and the rest used tooth powder, ash, neem
stick, etc6.
In this study (81%) subjects took bath regularly and
majority (78%) students washed their cloths
irregularly But in an Ethiopian study approximately
34% of the respondents reported poor bathing
practices and 21% reported poor hair washing
practices7.
Conclusion
All of students used unsafe water for bath, 88% used
mud or only water for hand wash after defecation,
only 5.5% students used tooth brush and past for
cleaning of teeth. In this study, 92% student’s
personal hygiene practice were average to poor and
age group below than 12 were less careful for personal
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hygiene practice (<0.05). There need multicentric
study and comparative study with school to
understand the real picture of madrasha students.
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Comparative Study of Fine Needle Aspiration
Cytology (FNAC) and Histopathology in
Diagnosis of Different Neck Masses
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Abstract
Background: Neck mass is very common clinical presentation and frequently causes diagnostic
dilemma. So correct diagnosis is necessary for its proper management.
Aim: To evaluate the performance of FNAC in the diagnosis of different types of neck masses.
Methodology: This analytical cross sectional type of observational study was carried out in the
in the Department of Otolaryngology and Head Neck Surgery at Sir Salimullah Medical College
& Mitford Hospital, Dhaka, from January 2010 to June 2011 for a period of eighteen (18)
months.
Results: The sensitivity, specificity, PPV, NPV and accuracy of FNAC for diagnosis of tubercular
cervical lymphadenopathy are 77.78%, 100.0%, 100.0%, 50.00% &, 81.81% respectively.
The sensitivity, accuracy and PPV of FNAC for diagnosis of metastatic neck masses are
found100% in this series. The sensitivity, specificity, PPV, NPV and accuracy of FNAC for
diagnosis if nodular goiter are 85.00%, 100.0%, 100.0%, 57.14% &, 87.50% respectively found in
this study.. The sensitivity, accuracy and PPV of FNAC for diagnosis of Papillary carcinoma
and Thyroglossal cyst are found100% in this series. The sensitivity, specificity, PPV, NPV and
accuracy of FNAC for diagnosis of malignant disorder of major salivary gland are 60.00%,
100.0%, 100.0%, 86.67% &, 88.88% respectively found in this series. Sensitivity, Specificity,
Accuracy, PPV, NPV of FNAC for diagnosis of benign disorder of major salivary gland
are86.67%,100%,88.89%,100%,60% respectively found in this series.
Conclusion: FNAC is a primary diagnostic tool for the diagnosis of different types of neck
masses because it is simple, safe, quick, reliable, inexpensive, accurate, minimally invasive.
Key Words : FNAC, Histopathology.
(Sir Salimullah Med Coll J 2018; 26: 97-102)

Introduction
Swellings in the head and neck are very common
occurrence1. It may be due to congenital and
developmental errors of the structures in this region
or inflammatory lesion in the structures in this
region2. The other reasons may be due to reactionary
changes in lymph nodes due to obvious infection
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and inflammation or neoplastic lesion of the
structures of this region which may be primary
(Benign or Malignant) or may be due to secondary
(local or distant metastasis) 1,4,13. The overall
incidence of the neck masses is more in women
having male to female ratio is l:1.43. Among all head
and neck masses, majorities are presented as
lymphadenopathy (48.5%) followed by thyroid
swelling (40.4%), salivary gland swelling (10.3%)
and lump over the forehead (0.07%)3,5,8. Patient
often present neck masses diagnosed as carcinoma
of unknown primary (CUP) which represent a
heterogeneous group of malignancy presenting with
lymph node or distant metastasis, for which
diagnostic work-up fails to identify the site of
origin.4,7As because the neck mass frequently
causes diagnostic dilemma, the correct diagnosis of
a lump in the head-neck region can often be made
with a careful history and through examination.
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Besides those clinical examination, diagnosis
can be aided by haematological and serological
examination, ultrasonography (USG), computed
tomography (CT), magnetic resonance
imaging(MRI), cytological examination and finally
diagnosis is confirmed by excisional biopsy 11,12.
Open biopsy is not now advised because it causes
seeding of tumour cells in the avascular plane
making them resistant to curative radiotherapy or
chemotherapy, leading to recurrence 13. Open biopsy
can be justified for minor salivary gland malignancy,
anaplastic carcinoma, lymphoma 14. Open biopsy
is also reserved for those patient who have failed
repeated aspiration procedures or in whom resection
at the time of diagnostic sampling is warranted.
Moreover the open biopsy is an invasive procedure
requiring surgical skill and facilities as well as it is
time consuming, costly and sometimes general
anaesthesia may be needed. In an attempt to provide
an alternative to premature biopsy of masses in the
head-neck region, fine needle aspiration cytology
(FNAC) is an effective alternative 3,15,16.
Fine needle aspiration cytology (FNAC) is a simple,
quick and easily repeatable diagnostic method for
obtaining a tissue diagnosis of subcutaneous and
other tumours 1,17. The method is used most
commonly for the preoperative assessment of lumps,
but it is also applicable to lymph nodes, thyroid and
other lesions in the neck with the aid of a special
needle18. Fine needle aspiration cytology (FNAC)
was first used by Martin and Ellis as a diagnostic
tool 19. FNAC has been found to be cost-effective,
almost painless, safe and rapid diagnostic procedures
and also stratify the cases requiring further
investigations, surgical intervention or clinical
follow-up.20 In experienced hand, it is highly
accurate, sensitive and specific. The tissues which
are most frequently sampled are lymph nodes,
thyroid and major salivary glands. 21
However FNAC is not a clear substitute for
histology in some cases especially in lymphoma, in
follicular thyroid tumour or extracapsular spread
of squmous carcinoma or in the distinction of a
pleomorphic adenoma from a monomorphic adenoma
22,23 . Sampling errors, inexperience and
misinterpretation are the main causes of wrong
diagnosis 24. Though overall diagnostic accuracy of
FNAC is 93%, some false positive and some false
negative reports also recorded. 8,25
Methodology
It was an analytical cross sectional type of
observational study, carried out in the in the
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Department of Otolaryngology and Head Neck
Surgery and the Department of Pathology at Sir
Salimullah Medical College & Mitford Hospital,
Dhaka, from January 2010 to June 2011 for a period
of eighteen (18) months. All patients with
irrespective of age and sex presented with cervical
masses who were admitted for surgical treatment,
were enrolled as study population. Patient with
cervical mass who were medically unfit for surgery
or unwilling to take part in the study were excluded
from this study.
A total number of 100 patients were taken as study
population. The demographic profiles including age,
sex, education were recorded. In this study all
patients are evaluated through detailed history,
general and local examination. Findings are noted
on pre-designed performa. Pathologist performed all
FNAC aspiration in the dept. Of pathology of Sir
Salimullah Medical College and cytological diagnosis
was made. All the post operative specimens were
sent to the pathologist of dept. Of pathology of Sir
Salimullah Medical College for histopathological
diagnosis. All the FNAC findings were correlated
with histopathological findings. Data collection was
conducted by researcher himself.
All data were compiled and edited meticulously by
thorough checking and rechecking. By appropriate
statistical analysis, the validity test of FNAC was
measured by comparing with the histopathology as
gold standard and sensitivity, specificity, accuracy
were calculated and the results were presented in
tabulated form.
Results
Other Congental &
Developmental Mass
8%
Thyroid Swelling
29%

Miscellaneous 4%

Cervical
Lymphadenopathy
40%
Salivary Gland Swelling
18%

Fig.-1: Showing different types of neck masses on
clinical basis.
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Table-I
Comparison between Histopathology and FNAC
regarding tubercular cervical lymphadenitis:
FNAC
Positive

Histopathology
Positive
Negative
14 (77.8%)
0 (0.0%)

Negative

4 (22.2%)

4 (100.0%)

18 (100.0%)

4 (100.0%)

Total

P
value
0.010

Fisher’s Exact Test was done to measure the level
of significance.
Table 1 shows the findings of validity test. The
sensitivity, specificity, PPV, NPV and accuracy of
FNAC for diagnosis of tubercular cervical
lymphadenopathy are 77.78%, 100.0%, 100.0%,
50.00% & 81.81% respectively.

Table-II
Comparison between Histopathology and FNAC
regarding diagnosis of Nodular Goitre:
FNAC
Positive

Histopathology
Positive
Negative
17 (85.0%)
0 (.0%)

Negative

3 (15.0%)

4 (100.0%)

20 (100.0%)

4 (100.0%)

Total

P value
0.003

Fisher’s Exact Test was done to measure the level
of significance.
Table II shows the findings of validity test. The
sensitivity, specificity, PPV, NPV and accuracy of
FNAC for diagnosis of nodular goiter are 85.00%,
100.0%, 100.0%, 57.14% &, 87.50% respectively.

Table-III
Comparison between Histopathology and FNAC
regarding diagnosis of major salivary gland
malignancy
FNAC

Histopathology

P

Positive

Negative

value

Positive

3 (60.0%)

0 (0.0%)

0.012

Negative

2 (40.0%)

13 (100.0%)

Total

5 (100.0%)

13 3(100.0%)

Fisher’s Exact Test was done to measure the level
of significance.
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Table III shows the findings of validity test. The
sensitivity, specificity, PPV, NPV and accuracy of
FNAC for diagnosis of malignant disorder of major
salivary gland are 60.00%, 100.0%, 100.0%, 86.67%
&, 88.88% respectively.
Discussion
Patient with palpable or visible neck mass is a quite
common presentation to an otolaryngologist.
A total number of 100 patients presented with neck
mass were included in this study. The distribution
of patients according to sex is recorded in this study.
Male (66.0%) is predominant than female (34.0%).
The male and female ratio is 1: 0.51, which is
consistant with other study. 1,3,11 In the present
series, 40% of neck masses are presented with
cervical lymphadenopathy. Similar high proportion
of cervical lymphadenopathy(48.5%) was reported
by Amatya et al, (2009). who evaluated fine needle
aspiration cytology of head and neck masses and
their corroboration by histopathology3. In another
study, proportion of cervical lymphadenopathy
,reported by Fernandes H et al(2009) was 22.48%
which is not consistant with present study because
its incidence varies in series to series, country to
country 8,22.
In present study, we found tubercular lymphadenopathy(45%).metastatic lymphadenopathy (45%)
and non-specific lymphadenopathy (10%) which is
close to proportion reported by Fazal-I-Wahid et
al(2010) and salauddin(2002)11,31. In another study,
among proportion of cervical lymphadenopathy,
Reactive lymphadenitis ,metastatic neoplasm,
Hodgkins lymphoma and non-Hodgkins lymphoma
constituted 59.6%,17.9%,14.6%and7.8% respectively,
reported by Mohammad Rakhshan et al(2009) which
is not consistant with present study16. In this study
the sensitivity, specificity, PPV, NPV and accuracy
of FNAC for diagnosis of tubercular cervical
lymphadenopathy are 77.78%, 100.0%, 100.0%,
50.00% &, 81.81% respectively. Another study done
by Fazal-I-Wahid et al (2010) reported sensitivity,
specificity, PPV, NPV and accuracy of FNAC for
diagnosis of tubercular cervical lymphadenopathy
are 95.23%,90%,95.23%,90% and 93.54%
respectively, which is not consistant with present
study but there is a another study reported
sensitivity, specificity of FNAC for diagnosis of
tubercular cervical lymphadenopathy are 80% and
100% respectively(salauddin,2002) which is
consistant with present study 11,22.
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In this study. the sensitivity, accuracy and PPV of
FNAC for diagnosis of metastatic neck masses are
100%,which was aligned with study of pillotti96.5%,Jha-100%,Matiar-98.5% (salauddin, 2002).
Another study done by Fazal-I-Wahid et al(2010)
reported sensitivity, specificity, PPV, NPV and
accuracy of FNAC for diagnosis of metastatic lymph
node consistant with ere100%,87.5%,91.66%,100%
and 94.73% respectively which is more or less
consistant with present study 11.
In the present series, 29% of neck masses were
thyroid in origin and Similar proportion of thyroid
mass was reported by Amatya et al,( 2009) and
salauddin(2002) who were evaluated the neck mass
but In another study, proportion of thyroid mass,
reported by Fernandes H et al(2009) was 71.31%%
which is very high and not consistant with present
study because its incidence varies in series to series.
3,8,22

In this present series, among thyroid swelling,
nodular goitre comprise 54%,papillary ca
10%,follicular adenoma 24% and thyroglossal cyst
comprise 7% which is consistant with the study by
Fernandes H et al(2009), Mohammad Alam et
al(2010) and salauddin(2002).2,8,22
Here sensitivity, specificity, PPV, NPV and
accuracy of FNAC for diagnosis of nodular goiter
are 85.00%, 100.0%, 100.0%, 57.14% &, 87.50%
respectively. In another study over thyroid nodule
done by Sher Uz Zamn Bhatti et al and reported as
sensitivity, specificity, of FNAC for diagnosis if
nodular goiter are 72.2% and 97.8% respectively,
which is consistant with present study.20
The sensitivity, accuracy and PPV of FNAC for
diagnosis of both Papillary carcinoma and
Thyroglossal cyst in this series are 100% which is
consistant with study of salauddin(2002).22
In this series sensitivity and accuracy of whole
thyroid malignancy is 75% which is consistent with
a study over thyroid swelling in Erbil city. In
another study done by Fernandes H et al(2009)
reveals the sensitivity, specificity, PPV, NPV of
FNAC for diagnosis of Thyroid lesion were
83.33%,100%,100%,97% respectively which is more
or less similar with present study.8 It can not clearly
demarcate between follicular adenoma and follicular
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cacinoma so in this group its sensitivity and
specificity is low like other study.22
In present series, major salivary gland swellings
comprises 18% of total head-neck masses which is
consistant with the study done by Amatya et al,
(2009).3
.Among major salivary gland swellings, Benign
tumour of major salivary gland comprise 77% and
Malignant tumour of major salivary gland comprise
23% which is consistant with a study done by
Fernandes H et al(2009).8
IN this study, the Sensitivity, Specificity, Accuracy,
PPV, NPV of FNAC for diagnosis of benign disorder
(pleomorphic adenoma) of major salivary gland are
86.67%, 100%, 88.89%, 100%, 60% respectively
which is consistent with the study done by Fazal-IWahid et al(2010) reported sensitivity, specificity,
PPV, NPV and accuracy of FNAC for diagnosis of
pleomorphic adenoma are83.33%,100%,100%,
66.66% and 87.5% respectively which is more or
less similar with present study.11
In this present study the sensitivity, specificity,
PPV, NPV and accuracy of FNAC for diagnosis of
malignant disorder of major salivary gland are
60.00%, 100.0%, 100.0%, 86.67% &, 88.88%
respectively which is consistant with the study by
Fazal-I-Wahid et al(2010) and Salauddin (2002).
Another study done by Francis B et al(2002) reveals
the Accuracy, sensitivity, specificity, of FNAC for
diagnosis of Salivary gland masses are 84-97%, 5495%, 86-100% respectively which is is more or less
similar with present study.11,22
Regarding some other benign and congenital lesion
e.g. Lipoma, Branchial cyst, Dermoid, Cystic
fibroma which form about 13% of neck masses in
this series also diagnosed by FNAC nearly with
100% accuracy. The over all sensitivity, specificity
of FNAC for diagnosis of those benign and congenital
lesion is 100% and 100% in this present study which
is compatible with other study e.g. Young et al 91.5%
& 97.10%, Frable and Frable 92.10% & 100%.9,25
Among all 100 cases of this study, non-malignant
cases comprises 77% and Malignant cases comprises
23%. Similar proportion of cervical masses (78.7%
& 16.2% respectively) was reported by Amatya et
al, (2009) who were evaluated the neck mass.3The

Comparative Study of FNAC and Histopathology in Diagnosis of Different

sensitivity, specificity, PPV, NPV and accuracy of
FNAC in diagnosis of overall benign diseases of
head-neck region are 100%, 88.46%, 96.10%, 100%
&, 97% respectively in this study which is
compatible with other study like Fazal-I-Wahid et
al(2010) and Salauddin (2002).11,22
The sensitivity, specificity, PPV, NPV and accuracy
of FNAC in diagnosis of overall malignant diseases
of head-neck region are 88.46%, 100.0%, 100.0%,
96% & 97% respectively in this study which shows
similar result with study done by Tatomirovic Z et
al(2009) that reported as sensitivity, specificity, PPV,
NPV are
91.5%,92.85%,97% and81.25%
respectively.22
Regarding this findings it can be clearly stated that
the cervical mass can be diagnosed by FNAC very
effectively.
To obtain maximum benefit from the procedure,
close co-operation between the surgeon and
pathologist is very important. The role of experienced
cytopathologist is critical for correct diagnosis.
Adequate amount of aspirate from the lesion is
essential for accurate diagnosis. Close
clinicopathologic correlation is absolutely necessary
for useful clinical interpretation. 25
Conclusion
It is concluded from our study that FNAC is a
primary diagnostic tool for different cervical masses
because it is simple, safe, quick, reliable,
inexpensive, accurate, minimally invasive, cost
effective , differentiate malignant condition from
non-malignant one and can be performed in
outpatient procedure. Its pitfalls can be minimized
by developing expertise and utilizing accessory
techniques.
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Transfusion Related Acute Lung Injury - An
Overview
Daanish Arefin Biswas1, Zereen Mosfeqa2, Fakhruddin Bhiyan3, Farhana Nella4, Farhana Zaman5,
Seikh Saiful Islam Shaheen6, Gazi Yeasinul Islam7
Abstract
Transfusion related acute lung injury (TRALI) is one of the life-threatening complications of
blood transfusion. It is now one of the leading causes of death due to transfusion hazards. It
generally resembles acute respiratory distress syndrome (ARDS) or acute lung injury (ALI).
TRALI is a particular form of ARDS that is probably caused by donor-derived antibodies
present in the transfused products, reacting with the recipients’ blood cells, inducing release of
inflammatory mediators thus compromising basic lung functions. Anti-HLA antibodies are the
most frequently accused inducers in this category. Literature search has not revealed any
documented case of TRALI from Bangladesh. This does not imply that TRALI is non-existent in
this country. Rather absence of any case record or report indicates that consultants or doctors
may be unaware of the condition or may not recognize transfusion as the cause. TRALI is almost
certainly under-diagnosed all over the world, especially in under developed countries. TRALI
renders the task of providing safe blood to the patients complicated and expensive. This review
out-lines the etiology,clinical features, pathogenesis, treatment, and prevention of TRALI.
Key words: ARDS, Acute Lung injury, Pulmonary edema, Transfusion-related acute lung
injury
(Sir Salimullah Med Coll J 2018; 26: 103-111)

Introduction
The link between symptoms of acute lung injury
(ALI), transfusion and leukoagglutinins were first
re-ported by Brittingham in 1957.1 In early 1980s
Popovsky et al. coined the term “transfusion-related
acute lung injury” and described the first series of
cases and the relationship to leuko-agglutinins in
the blood component.2,3 Although the frequency of
many other transfusion related complications has
decreased, transfusion related acute lung injury
(TRALI) has become one of the major complications
associated with transfusion. It is leading cause of
transfusion related death in USA.4 TRALI is a
potentially fatal blood-product transfusion
complication that presents as acute hypoxemia and
non-cardiogenic pulmonary edema.5 Historical

estimates for TRALI-associated mortality range
from 0.04 to 8%. 2.6-8 Previous records shows up
to 60% of critically ill patients die from TRALI (9).
Recent data showed incidence of 1.4% in 2011 in
USA which was 1.3% in 2004. Study also showed
that thoracic, vascular and transplant surgeries
carried highest risk of TRALI with no incidence in
Gynecology and Obstetrics surgeries. Increased
incidence was showed with larger volume of blood
transfused. 4
TRALI cases are regularly reported from developed
countries. However, only one case has been reported
from the South East Asian, is from India.10 Though
no case was reported from Bangladesh, this does
not imply that TRALI is non-existent in this country.
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Rather absence of any case record or report indicates
that doctors may be unaware of the condition or
may not recognize transfusion as the cause of
respiratory symptoms. This review article discusses
definitions, updated criteria, etiology, pathogenesis,
clinical manifestations combined with management
with an aim to improve awareness of physicians
towards this dreadful and potentially fatal condition.
Definition and Epidemiology
TRALI is defined as non-cardiogenic pulmonary
edema temporally related to the transfusion of
blood products.11 TRALI was defined based on
clinical and radiological parameters at the 2004
Consensus Conference, as newly developed acute
lung injury (ALI)/acute respiratory distress
syndrome (ARDS) within 6 h of a blood product
transfusion (Table 1)12 Further modification of
definition of TRALI was done by other investigators.
NHLBI working group of Canada defined TRALI as
“new acute lung injury (ALI) occurring during or
within 6 h after a transfusion, with a clear temporal
relationship to transfusion, in patients without or
with risk factors for ALI other than transfusion.”12
A subsequent Canadian Consensus conference in
April 2004 further modified the NHLBI working
group criteria for TRALI (Table II). 13,14
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Table-II
Canadian Consensus Conference Proposed
Criteria for Transfusion-Related Acute Lung
Injury (TRALI)
Criteria for TRALI
Acute lung injury (ALI)
Acute onset
Hypoxemia
In research setting
Ratio of Pao2/Fio2 #300 or
Spo2 90% on room air
Nonresearch setting
Ratio of Pao2/Fio2 #300 or
Spo2 90% on room air
Other clinical evidence of hypoxia
Bilateral infiltrates on frontal chest radiograph
No evidence of left atrial hypertension
(i.e., circulatory overload)
No preexisting ALI before transfusion During or
within 6 h of transfusion; and
No temporal relationship to an alternative risk
factor for ALI
Criteria for possible TRALI
ALI

Table-I
Definition of TRALI

No preexisting ALI before transfusion During or
within 6 h of transfusion; and

Suspected TRALI
Acute onset within 6 h of blood transfusion
PaO2/FIO2 < 300 mmHg, or worsening of P/F ratio
Bilateral pulmonary infiltrates on chest radiograph
No sign of hydrostatic pulmonary edema
(pulmonary arterial occlusion pressure ³ 18 mmHg
or central venous pressure ³ 15 mmHg)
No other risk factor for acute lung injury

A clear temporal relationship to an alternative
risk factor for ALI

Possible TRALI
Same as for suspected TRALI, but another risk
factor present for acute lung injury
Delayed TRALI
Same as for (possible) TRALI and onset within 6–72
h of blood transfusion. PAOP: pulmonary arterial
occlusion pressure, CVP: central venous pressure,
TRALI: transfusion-related acute lung injury.
Toy P et al. Transfusion-related acute lung injury:
definition and review. Crit Care Med.12

Kleinman S, et al. Transfusion 2004;44:1774 – 89.
14

Suspected TRALI was defined as fulfillment of the
definition of TRALI without another ALI risk factor.
Because the characteristics of TRALI are difficult
to distinguish from those of ALI due to other causes,
possible TRALI has been suggested to allow for the
presence of other ALI risk factors.15 The modified
criteria of “possible TRALI” are cases in which
patients have other risk factors for ALI such as
sepsis, aspiration, near-drowning, disseminated
intravascular coagulation, trauma, pneumonia,
drug overdose, fracture, burns and cardiopulmonary
bypass.13 The conventional definition of TRALI
included cases of ALI that develop within 6 h of
transfusion, but transfusion is an ALI risk factor
for 6–72 h. Thus, delayed TRALI includes delayed
onset TRALI after transfusion. 15
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Although the true incidence of TRALI is unknown,
it is likely under-diagnosed and under-estimated,
primarily due to poor recognition of the disease.7
Several studies have reported incidence ranges of 1
in 7,900 units of fresh frozen plasma (FFP) to 1 in
432 units of whole blood.8,16 In addition, the incidence
of TRALI depends on the patient population, and a
higher incidence of TRALI is observed in critically
ill patients.6 Historical estimates for TRALIassociated mortality range from 5 to 8%11, but up
to 60% of critically ill patients die from TRALI.17
TRALI occurs in up to 15% of transfused patients
(18), but other reports estimate the incidence of
TRALI at approximately 0.1% of transfused
patients.7,19

trigger the reaction 26 and its likelihood increases
if blood is donated by multiparous females, especially
plasma from female donors.27,28

A revised nomenclature funded by NHLBI is
recently proposed. The term “TRALI, antibody
mediated” is appropriate for TRALI due to
transfusion of white blood cell antibodies to at-risk
patients. Other TRALI cases are non–antibody
mediated. Because specific, non-antibody
transfusion factors have not yet been confirmed to
cause TRALI in humans, the general term “TRALI,
non–antibody mediated” is appropriate for such
cases. The misleading term of “possible TRALI” is
proposed to be renamed as “transfused ARDS.” 20

Gajic et al observed that patients were more likely
to develop ALI following transfusion if they had
comorbidities of sepsis, liver disease, and a history
of chronic alcohol abuse.6 Massive transfusions can
produce a systemic inflammatory response
syndrome-like condition that can progress to multiorgan failure if the appropriate second insult is
present. 29,30 The overall rate of TRALI was
significantly higher for apheresis platelets compared
to RBC. 31

Components responsible for TRALI:
Studies into the specific etiologies of TRALI have
been limited to findings from isolated case reports,
retrospective reviews, observational studies from
single hospitals, and limited animal research.21,22
All blood components have been implicated in the
production of TRALI, but whole blood-derived platelet
concentrates have been frequently implicated in
recent years.23 Other components causing TRALI
include FFP, Packed RBCs, whole blood, apheresis
platelets concentrates, cryoprecipitate and IVIG, and
surprisingly autologous stem cell transplantation
in decreasing order of frequency.24
In patients in mechanical ventilation it was shown
that up to 33% of transfused patients develop acute
lung injury.19 There has also been a case report of
TRALI occurring after autologous blood
transfusion25 and also one occurring after infusion
of leukocyte depleted blood in a four-year old child.8
Small volumes of plasma (<60 ml) are sufficient to

Cardiovascular disease, pulmonary disorders, and
cancer were the most frequent diagnoses of those
patients receiving allogeneic blood products. Fresh
frozen plasma was implicated in approximately half
of the cases, whereas packed RBCs played a role in
approximately one-third of the fatalities. Silliman
et al, the authors found that 2 groups of patients
were at risk: those with hematologic malignancies,
with the majority of these occurrences during their
induction phase of chemotherapy, and in patients
who underwent cardiopulmonary bypass for surgical
correction of cardiac disease.7

Prospectively collected data indicate that shock,
positive fluid balance, chronic alcohol abuse, severe
liver disease, and elevated pre-transfusion levels of
interleukin-8 are risk factors for the syndrome.15,17
Pathogenesis:
Empiric observations have indicated that most
TRALI cases occur in the operating room and the
ICUs. 3,32 The pathogenesis of TRALI is complex
and there is lack of agreement on any one
hypothesis.33 Two different etiologies have been
proposed in the development of TRALI. The first
hypothesis is a single antibody-mediated event that
involves the transfusion of anti-HLA class I and
class II or antigranulocyte antibodies into patients
whose leukocytes express blood-related antigens.
Antigranulocyte antibodies present in donor serum
have been implicated in this pathogenesis.34,35 Yang
et al reported 2 interesting cases of TRALI that
occurred following blood transfusion between
mothers and their daughters. 36
In a prospective cohort controlled study by Gajic et
al, critically ill patients were closely observed for

Transfusion Related Acute Lung Injury - An Overview

development of TRALI following transfusion. The
authors found that 74 out of 901 transfused patients
developed TRALI within 6 hours after transfusion,
an incidence of 8%. TRALI patients were more likely
to have sepsis and have a history of chronic alcohol
abuse. Transfusion of plasma from female donors,
the number of pregnancies in the female donors,
the number of donor units positive for
antigranulocyte and HLA class II antibodies, and
increases in biologically active lipids that
accumulate in older, cellular blood products
(mixtures of lysophosphatidylcholines generated
during blood storage) in the donor product were
associated with development of TRALI. The authors
concluded that both patient and transfusion risk
factors determine the probability of TRALI after
transfusion. (6) However, antigranulocyte antibodies
and/or HLA antibodies are not found in all donors’
blood products used in patients who subsequently
develop TRALI. 37
There is another hypothesis known as 2-hit
hypothesis. It has been proposed that patients in
these settings have the first “hit” in a generally
accepted “two-hit” hypothesis for the pathogenesis
of TRALI. The first hit is thought to be the
underlying condition of the patient, with the second
hit being the transfusion of injurious blood
products.38 The second event is the transfusion of
biologically active mediators (Anti-HLA antibodies,
Anti-granulocyte antibodies) present in stored blood
components. These biologically active agents are
probably not present in the initial phases of storage,
but develop over time.39
The animal models have shown that ALI/ARDS is
usually a neutrophil-dependent process. The first
insult in ALI/ARDS is the priming and adherence
of neutrophils to the pulmonary endothelium. The
second insult activates these primed neutrophils,
resulting in the release of cell mediators and
reactive oxygen species.11 These biologically active
mediators are able to activate the primed adherent
PMNs, resulting in pulmonary endothelial damage,
capillary leak, and further injuries similar to
ARDS.33 TRALI can result from both immune
mechanisms such as donor derived anti HLA and
granulocyte antibodies (HNA) against recipient’s
white cells40 or may be non-immune resulting from
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neutrophil
priming
agents
such
as
lysophosphotadylcholines and proteins like CD40
ligand which are abundant in stored cellular blood
components.32,39,41
In another hypothesis, presence of donor antibodies
against recipient antigens on the surfaces of
leukocytes, the infusion of donor leukocytes into
recipients having antibodies directed against donor
leukocytes also may be responsible.40 Although
neutrophils remain the center of attraction in
pathogenesis of TRALI, but it has also been reported
in neutropenic patients.42 In these patients, the
infusion of vascular endothelial growth Factor
(VGEF), an effective permeability increasing factor
has been implied as cause. Diagrammatic
pathophysiology of TRALI can put some light at
tissue level reactions.
Blood components with longer storage times are
more likely to be associated with TRALI. The lungs
are the main organs affected by this disorder. Main
reason behind this is the unique pulmonary
microvasculature which allows 25% of all blood
neutrophils to be sequestered even under
physiological conditions.43
Under physiologic conditions, the granulocytes,
which has an average size similar to, or larger than,
the diameter of a long capillary, has to squeeze itself
through many of the lung capillaries during its
passage through the lungs. Activated neutrophils
are trapped in the pulmonary vasculature, a
prerequisite for the initiation of TRALI. Two models
have been proposed. If transfused antibodies induce
granulocyte agglutination, this leukoagglutinate will
be trapped in the lung vessels, a model referred to
as immune TRALI . In severely ill patients, the
reactivity of the endothelium or the granulocyte may
be enhanced due to the underlying disease; if
biologically active lipids, which a ccumulate during
storage of cellular blood components, are transfused,
the trapped granulocyte is finally activated and
induces TRALI, a model referred to as non-immune
TRALI .44
There are strengths and weaknesses to both the
antibody and biologically active lipid theories of
TRALI. The main strength of the antibody theory
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is the preponderance of studies detailing the presence
of these antibodies in many documented TRALI
cases. The main weakness of the lipid theory is that
it requires cellular blood products. Fresh-frozen
plasma, a blood product often implicated in TRALI,
does not possess these biologically active lipids.
These two explanations for TRALI are not
necessarily mutually exclusive and may even be
complimentary. Threshold effects may be present
that could potentially allow both mechanisms to
participate in injury.11
Clinical features
Detection of TRALI in a patient is a diagnostic
dilemma and medical personnel should apprehend
this new onset of acute lung injury (ALI) developing
during or within 6 hours of blood transfusion in the
absence of other cause of lung injury like shock,
septicemia and aspiration.33
The most common symptoms associated with
TRALI are dyspnea, cough, and fever. 3,45 Both
systemic hypertension and hypotension have been
commonly reported, with the incidence of each
possibly related to the severity of the reaction.2,46
In patients receiving mechanical ventilation who
acquire TRALI, copious quantities of pulmonary
edema fluid can be collected from the endotracheal
tube.

Hypoxemia (PaO2/FiO2 < 300 mmHg or pO2 <90
% at room air in the absence of impaired left
ventricular function) and bilateral lung infiltrates
in the chest radiograph are the hallmark of the
disorder.33Symptoms associated with TRALI can
be sudden and fulminant, and most commonly occur
between 1 h and 2 h after the onset of transfusion,
but may develop within 30 min of transfusion.
Almost all reactions occur within 6 h from the start
of a transfusion.2,7,45
Bilateral pulmonary infiltrates were present in all
patients (Fig 1, top), and were rapidly resolved (
96 h) in 81% of the patients (Fig 1, bottom).11 The
5 to 8% mortality rate in TRALI cases
distinguishes it from ALI/ARDS, which has a
mortality rate of 30 to 50%.47 TRALI needs to be
distinguished from anaphylactic transfusion
reactions and transfusion related circulatory
overload (Table III). 22
Treatment:
No specific treatment exists for this syndrome.
Corticosteroids have been used for ALI/ARDS, but
the results are inconsistent. Routine use of
corticosteroids in patients with TRALI is not
advocated, although a successful case has been
reported. 48

Table-III
Distinguishing TRALI from TACO
TRALI

TACO

Blood pressure

Low-normal

Normal-high

Body temperature

Normal/Elevated

Normal

CXR

No vascular congestion

Vascular congestion,

BNP

Low (< 250 pg/ml)

pleural effusion
High

PAOP

Low-normal

High

Ejection fraction

Normal function

Abnormal function

Response to diuretics

Inconsistent

Improved

Edema fluid

Transudate

Exudate

TRALI: transfusion-related acute lung injury,
TACO: transfusion-associated cardiac overload,
CXR: chest X-ray,
BNP: B type natriuretic peptide,
PAOP: pulmonary artery occluding pressure.
From Br J Haematol. 2003;90:573–575.22
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The transfusion should be stopped immediately if
TRALI is suspected. The Department of Transfusion
Medicine or corresponding blood bank should be
notified. Transfusion specialists should then initiate
a transfusion reaction evaluation to protect further
unexpected victims.5

volumes of blood components develop perioperative
TRALI/possible TRALI more frequently than that
reported previously. He reported that the overall
incidence of TRALI was 22.46 per 100,000 patients53
However, no golden transfusion guidelines exist for
all patients.

Management of TRALI is supportive. Oxygen
supplementation is the central management
approach for hypoxemia. Limited evidence is
available for managing patients with TRALI using
mechanical ventilation49, and it is logical to apply
a lower tidal volume in patients with ARDS from
other causes.

Clinicians should consider multiple important
factors when deciding to transfuse anemic patients,
rather than taking decision solely on a specified
laboratory level. In this respect, Carson et al.54 ruled
that liberal blood transfusion approach with a
hemoglobin concentration threshold of 9–10 gm/dL
does not affect mortality in a high-risk group of
elderly patients with underlying cardiovascular
disease or risk factors, compared with that of a
restrictive transfusion strategy with a hemoglobin
concentration threshold of 7–8 g/dL. Therefore, the
final decision to transfuse should take in
consideration of the patient’s clinical condition, comorbidities, and the individual wishes of the patient.
Second, donors with little chance to be
alloimmunized to leukocytes should receive high
plasma volume components (e.g., FFP, plasma,
apheresis platelets, or whole blood). Third, use pooled
solvent detergent treated plasma as an alternative
to FFP. Fourth, test for anti-HLA antibodies in
pregnant donors to be done before apheresis of
platelets or plasma. In particular, proper
management strategies including deferral of
multiparous female donors are in use to reduce the
incidence of TRALI.55

Semple and co-investigators has proposed that the
most promising therapeutic strategies to explore are
-interleukin-10 therapy, down-modulating Creactive protein levels, targeting reactive oxygen
species, or blocking the interleukin-8 receptors; all
focused on the transfused recipient.50
Prognosis of TRALI
In contrast to ARDS, mortality due to TRALI is 5–
10% .51 But it was observed that 90-day mortality
associated with TRALI can reach upto 47% in
critically ill patients. Long-term pulmonary function
in TRALI survivors seems to be similar to that of
patients who have never experienced TRALI along
with no apparent late complications, i.e. fibrosis to
the lung parenchyma occurred as a result of
TRALI.17 The clinical improvement in course of
patients with TRALI is suggested by quick
resolution (~2 days) of hypoxemia.5
Cases suspected of TRALI should be promptly
reported to the transfusion medicine department or
the associated blood bank. The blood bank should
then investigate all donors for the presence of antiHLA and anti-HNA antibodies. This is done to
identify donors with these antibodies and prevent
them from future donation for safety of all patients.14
In addition, several general blood donor
management strategies can be used to lessen the
incidence of TRALI.5 First, following current
guidelines of donor selection for utilizing blood
components, particularly those for plasma, is
mandatory to decrease exposure risk for patients. A
restrictive transfusion strategy has been associated
with a lower incidence of TRALI compared with that
of a liberal transfusion strategy.52 Clifford et al.
reported that patients transfused with greater

Prevention of TRALI
The prevention of TRALI remains problematic, and
clear recommendations do not currently exist. Blood
donors with increased levels of particular HLA or
granulocyte antibodies (e.g., multiparous females)
have been implicated as important in the etiology of
TRALI, but direct cause and effect has yet to be
proven. Study by Palfi et al56 showed that adverse
effects were observed in critically ill patients when
they were transfused with plasma from multiparous
blood donors. However as granulocyte and anti HLA
antibodies may or may not be detected in these
donors; the routine use of screening plasma for these
antibodies is not justified.57 Moreover, simple
exclusion of females from donation process will
obviously reduce the donor pool in countries where
females generously donate blood.58 Thus an optimal
approach may be there to use plasma from such
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multiparous donors for preparing protein derivatives
only, + while policy of using male donors for
preparation of plasma seems more logical.
The introduction of low-risk TRALI donor strategies
for plasma-containing products results in a reduction
of TRALI.59 For the prevention of non-immune
mediated TRALI, it has been suggested to use either
fresh blood or wash the cellular blood products to
remove neutrophil priming agents before
transfusion in recipients who appear to be at risk.
But both these approaches interfere with the prompt
issuing of blood products by the blood bank at the
same time increases the risk of bacterial
contamination.40 A selective strategy to test all
female plateletpheresis donors who have been
pregnant for HLA antibodies might reduce the risk
of TRALI by approximately 60% and prevent some
cases from coexisting HNA antibodies.31
Conclusions and Future directions
TRALI is a serious, potentially life-threatening
complication of transfusion therapy that is underdiagnosed and under-reported in most regions of the
developing world. The key to the diagnosis and
treatment of TRALI is a high clinical suspicion and
the need to exclude cardiogenic pulmonary edema
or volume overload and other more common causes
of ALI/ARDS, especially pulmonary or nonpulmonary infection. The two event model and the
different other described mechanisms agreeably
clarify most instances of TRALI but they have failed
to clarify why TRALI happens with autologous
transfusion, or does not happen when antibodies are
being transfused into patients having related
antigens. These data demonstrates that TRALI is
most likely a multifactorial issue. Further study is
needed to detect its incidence and pathophysiology
with risk factors in our country. Optimum
treatment protocol is to be developed in clinical
management settings for better management of our
patient at a low cost. Role of epinephrine and
methoxamine in management of TRALI is also time
demanding to investigate, probably in animal
models. There is a need to investigate the components
that can anticipate TRALI. Mechanisms basic to
the pathogenesis of TRALI are as yet suspicious
which make the errand of enhancing the safety of
blood transfusions to a greater degree risky and costincapable. Well-designed prospective trials of TRALI
along with identifying the risk factors and outcome
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could be done in the ICU or CCU or NCU, as
incidence is much higher in critically ill patients.
By utilizing the expertise of blood-banking personnel,
there would be more insight into the
pathophysiology of TRALI. Registered doctors can
be trained about TRALI with expert personals, so
that they can easily identify cases early and can
take proper measure or refer the patient to centers
with better management.
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Case Report

Dextrocardia with Situs Inversus Totalis in a 2months-old Boy: A Case Report
Tania Taher1, Nazmun Nahar2, Manifa Afrin3, Md. Shafiqul Islam4, Md. Abdur Rouf5,
Md. Kamrul Ahsan Khan6
Abstract
Dextrocardia with situs inversus totalis is a rare congenital recessively inherited condition in
which there occurs transposition of all viscera with right sided heart (dextrocardia) in a mirror
image form. It may be isolated or associated with malformations, especially cardiac and/or
alimentary. Generally, individuals with situs inversus totalis are asymptomatic and have a
normal life expectancy. Many people with situs inversus totalis are unaware of their anatomical
variation, which may be detected when subjects seek medical attention for some other condition.
We shall report a 2-month-old boy found to have dextrocardia with situs inversus totalis while
presenting with cough for 7 days, fever for 2 days and respiratory distress for 1 day. This
incidental finding of dextrocardia with situs inversus totalis was detected by physical
examination and was confirmed later by Chest X-ray, Echocardiographay, Ultrasonography of
whole abdomen and CT scan of chest and abdomen. This report underscores the need for proper
and complete physical examination with special emphasis on cardiovascular system examination
for all healthy and sick children after delivery before discharge to enable early diagnosis of
congenital anomalies and for appropriate referral.
Keywords: Situs inversus totalis, Dextrocardia.
(Sir Salimullah Med Coll J 2018; 26: 112-114)

Introduction
Dextrocardia is an abnormal congenital positioning
of the heart: instead of the heart forming in the
fetus on the left side, it flips over and forms on the
right side. Situs inversus totalis is a congenital
condition in which the major visceral organs are
reversed or mirrored from their normal
positions.1This condition, generally is an autosomal
recessive genetic condition. The incidence of situs
inversus totalis is about 1:10,000 live people.2 Many
people with situs inversus totalis are unaware of
their unusual anatomy until they seek medical
attention for an unrelated condition.3 Dextrocardia
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is frequently diagnosed in a routine prenatal
sonogram, although not every radiologist will
identify it, particularly if there are no cardiac
structural abnormalities.4 Diagnostic modalities
like a chest radiograph and an electrocardiogram
are sufficient to make a diagnosis of dextrocardia,
while more recent imaging modalities like
echocardiography and magnetic resonance imaging
puts the diagnosis beyond doubt.1 A few cases of
situs inversus totalis have been described in the
literature.5 We shall report a case of dextrocardia
with situs inversus presented with cough, fever and
respiratory distress in a 2-months-old boy.
Case Report:
A 2 months-old-boy, 2nd issue of consanguineous
parents was admitted in our hospital with the
complaints of cough for 7 days, fever for 2 days and
respiratory distress for 1 day. Mother was on
irregular antenatal checkup and the baby was born
at term at home by normal vaginal delivery. He
had an H/O perinatal asphyxia and was treated in
a hospital during his neonatal period. After that
during the last one month he often developed cough
and respiratory distress. On examination, patient
was dyspnoeic (R/R-62), febrile (temp-101oF), having
chest indrawing, breath sound was vesicular with

113

Sir Salimullah Med Coll J

bilateral crepitations all over both lung fields. Apex
beat was situated in right 4th intercostal space
medial to the mid-clavicular line, heart rate was
144 beats/min and there was no murmur. There
was no organomegaly but umbilical hernia was
present and other systems examination revealed no
abnormality. With these findings diagnosis of
Bronchopneumonia with Dextrocardia with
Umbilical hernia was thought and investigations
done for confirmation.Chest X-ray showed the apex
of heart is on the right side and a few patchy opacities
all over both lung fields (Figure 1).
For evaluation of the heart, echocardiography
showed dextrocardia with good ventricular systolic
and diastolic function. Further, abdominal
ultrasound revealed that the liver and gallbladder
were located in the left hypochondrium, the spleen
was located in the right hypochondrium (Figure 2).
Both the kidneys were normal. There was a gap
(1.7cm) in the subcutaneous area in the umbilical
region, within which intestinal loops were noted;
i.e; umbilical hernia. CT scan of abdomen
demonstrated the mirror-image anatomy of the
viscera. The liver and gallbladder were on the left
side whereas the spleen and stomach were on the

Fig.-1: Chest radiograph showing the apex of heart
on the right side and a few patchy opacities all over
both lung fields.
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right side. Herniation of the intestinal content
through a gap in the anterior abdominal wall in the
region of umbilicus was noted. CT scan of chest
showed heart and great vessels were a mirror image
of normal anatomy and the left hemithorax contains
a tri-lobed lung whereas right contains a bi-lobed
lung.

Fig.-2: Abdominal ultrasound revealed that the
liver and gallbladder were located in the left
hypochondrium
Discussion
Situs inversus is a rare congenital anomaly reported
to occur in 1 in 8000 to 1 in 25,000 patients.6 No
racial predilection exists for situs inversus. The
male-to-female incidence is 1:1.1 The arrangements
of the position of the abdominal viscera in
dextrocardia may be normal (situs solitus), reversed
(situs inversus), or indeterminate (situs ambiguous
or isomerism) in 32 to 35%, 35 to 39%, and 26 to
28% of cases, respectively.7
In our patient, situs inversus was associated with
dextrocardia. No cardiac anomalies were identified
on echocardiography. Both the kidneys were
normal. Dextrocardia with a normal abdominal
situs has a high incidence of associated congenital
cardiac anomalies including transposition of the
great vessels and ASDs and VSDs in 90 to 95% of
cases, among others.1 However, dextrocardia with
situs inversus is associated with a lower incidence
of congenital heart disease (0 to 10%), as was the
case in our patient. Situs inversus may be associated
with other congenital anomalies such as duodenal
atresia, asplenism, multiple spleens, ectopic kidney,
horseshoe kidney, and various pulmonary and
vascular abnormalities.5 Situs inversus totalis
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associated with primary ciliary dyskinesia is known
as Kartagener syndrome.8,9 Patients with primary
ciliary dyskinesia have repeated sinus and
pulmonary infections.8,10 Typically, persons having
situs inversus with dextrocardia without other
congenital anomalies have a normal life expectancy
and have a similar risk of acquiring disease as that
of other persons of the same age and sex group.1 In
rare instances of cardiac anomalies, life expectancy
is reduced; depending on the severity of the defect.11
The recognition of situs inversus is also important
for preventing surgical mishaps that result from
the failure to recognize reversed anatomy or an
atypical history.5 For example, in a patient with
situs inversus, cholecystitis typically causes left
upper quadrant pain, and appendicitis causes left
lower quadrant pain. Cardiac situs is determined
by the atrial location. In situs inversus, the
morphologic right atrium is on the left, and the
morphologic left atrium is on the right. The normal
pulmonary anatomy is also reversed so that the left
lung has three lobes and the right lung has two
lobes. In addition, the liver and gallbladder are
located on the left, whereas the spleen and stomach
are located on the right. The remaining internal
structures are also a mirror image of the normal.
Although the exact cause is unknown, dextrocardia
has been linked with several factors including an
autosomal recessive gene with incomplete
penetrance, maternal diabetes, cocaine use, and
conjoined twinning.12,13,14 Diagnosis of dextrocardia
is usually confirmed by several modalities, which
include chest radiography, ECG, echocardiography,
computed tomography, magnetic resonance imaging,
and abdominal ultrasonography. 1This case is
reported because of the situs inversus with
dextrocardia discovered in a 2-months-old boy
presented with cough and respiratory distress, and
all physicians have to do proper and complete
physical examination with special emphasis on
cardiovascular system examination for all healthy
and sick children after delivery before discharge and
seen in their clinic.
Conclusion
Dextrocardia with situs inversus, though rare, is a
condition that demands attention and high index of
suspicion. This is necessary as it will help in further
management of other illnesses. Doctors should
encourage routine medical examination for their
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patients which could help identify this anomaly,
thereby preventing wrong diagnosis and possibly
death due to delay in management.
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