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Lettor from the Editor J ey e Wy

Lgadall lalaiadl ujall ulsall scLuall alall aadl

With this issue we will continue the good work we started with the previous one. The feedback was very
encouraging and therefore the expectations will be more. I am very positive that the journal team is and will
continue to be up to the expectations.

In this issue I would like to draw the publishers' attention to some very important points which will make the
articles published in this journal look more professional. These points are already mentioned in the instructions for
publication, but I want to outline some of the relevant ones.

1. The article must be scientifically solid and original.

2. The abstract must be structured which means that it has to include the objectives, the methods, the results and
the conclusion. '

3. The Pictures should not reveal the features of the patients.

4. The references must follow the Vancouver style.

5. The citation of journals must be consistent. It should follow the following pattern: The name/names of the
author/authors, the title of the article, the title of the journal, the date of publication, the volume/issue number and
the page numbers.

6. The abstracts must be in both languages Arabic and English

I have selected those points because i feel that many of the comments we receive from the referees are concerned
with these points. This does not make the other points mentioned in the instructions page less important.

Abiding by these points will improve the chances for your article to be accepted in our journal.

I want to draw the attention of our publishers’ and readers' to the fact that this journal is published every three
months and therefore it is impossible that the articles we receive will be published immediately because these
articles are sent to referees for evaluation and this again may delay further their publication.

In order to improve further on our journal, I would be very happy to here any comments from our readers.

It is our intention to make this journal one of the best in our region and therefore we welcome any suggestion
from you.

Last but not least I would like to thank all our readers, publishers and above all our referees for their
contributions to this journal.

Professor M.Hisham Al-Sibai
Editor-in-chief
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TRACHEOBRONCHIAL FOREIGN BODIES IN CHILDREN
JUbY) vie 48 el clpaill 5 ale ) Ay sl Sl

Ali O. Muthanna, MD; Aref Al-Eryani, MD.
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ABSTRACT

Objective: To determine the incidence of foreign
bodies aspiration and management in children.

Methods: This study was performed on 110
children complained of foreign bodies aspiration
during the period from September 2001 to August
2003. Clinical and radiological examination were
done. Rigid bronchoscopy under general anesthesia
was performed in ENT department at Al-Thawra
Teaching Hospital, Sana’a, Yemen.

Results: The most commonly foreign bodies
aspiration happened during first 1-3 years of age 58%.
Food items accounted for 78.2%. Foreign bodies
located in right bronchus were 80%. History of initial
paroxysmal cough found in 80% of cases, emphysema
in 30%, atelectasis in 20%. Two patients presented
with tracheostomy, one of them with subglottic stenosis

A sl laaidll y ale S e Ly Al a2 AY

and the other with bilateral vocal cords paralysis
abductor type.

Conclusions: Toddlers are the most frequently age
group involved. Food products are the most common
foreign bodies aspirated. Emphysema and atelectasis
were the most complications of foreign bodies
aspiration. Clinical presentation and diagnostic
imaging played an important role in diagnosis. The
ventilation  rigid bronchoscopy under general
anesthesia is the choice procedure for foreign bodies
removal.

INTRODUCTION

Aspirated foreign bodies continue to present
challenges to otolaryngologists. The accurate diagnosis
may allude physicians, because often the initial

*Ali Obaid Muthanna, MD, College of Medicine, P.O.Box 20418, Sana’a University, Sana‘a, Republic of Yemen.
*Aref Al-Eryani, MD, College of Medicine, P.O.Box 20418, Sana’a University, Sana'a, Republic of Yemen.



choking incidents
residual symptoms may mimic other common
conditions." Even the most experienced endoscopists
would agree that the prospect of having to deal with a
very young child with a history of possible inhalation
of a foreign body fills them with some trepidation
because of the unpredictability in degree of difficulty
of the procedure.”

are not witnessed and delayed

The improvement in the illumination provided by
the rod lens telescope, abroad range of variety of sized
forceps and safer anesthesia, have further reduced the
mortality and greatly facilitated the task of the
endoscopist.”

The most commonly encountered age group of
foreign bodies aspiration is 1 to 3 year of age
(toddler years). There is a bimodal age distribution,
with a second peak between ages 10 and 11 yea,r.3 The
majority of foreign bodies come to rest in the right
bronchial tree.*’

It has been reported that up to 50% of patients with
foreign body aspiration do not have a contributing
history available.” 20% of all children were treated for
other diseases for over a month before undergoing
bronchoscopy and foreign body removal.” Hence any
patient in whom the laryngeal airway is passed and
who is displaying chest symptoms should be
thoroughly investigated.®

In majority of patients, inhalation of foreign bodies
presents as a sudden emergency causes considerable
difficulty breathing and severe respiratory distress.’

In most cases of inhaled foreign bodies, there is a
definite history of choking attacks followed by
paroxysmal coughing which then subsides after the
initial paroxysm of coughing.®

Diagnostic imaging plays a variable role in
identifying a foreign body. Many foreign bodies are
not radiopaque and small foreign bodies may cause
symptoms without radiographic changes.’

The aim of this study was to evaluate the incidence
and management of tracheobronchial foreign bodies in
children.

METHODS AND PATIENTS

This study was conducted at Al-Thawra Teaching
Hospital, Sana'a, Yemen. Cases were collected during

period September 2001 to August 2003. All patients
diagnosed or suspected of foreign bodies inhalation
subjected to a history taking, clinical and radiological
examination, then ventilation rigid bronchoscopy
under general anesthesia was undertaken. When the
endolarynx is visualized, 2% lidocaine is sprayed
topically to decrease laryngospasm. Selection of most
appropriate size of bronchoscopy and forceps depend
upon the age of the patient and type of the foreign
body.

RESULTS

This study conducted on 110 children, 70 males
(60.6%) and 40 females (39.4%). The age range was
0.5-12 years. The age grouping is shown in table 1.
Most commonly, foreign bodies are aspirated during
the toddler years (1 to 3 years), 58 children (52.7%).

Age in years | Males | Females | Total %o
0-3 40 20 60 54.5
4-38 16 16 32 29.1
9 -12 14 4 18 16.4
Total 70 40 110 100

Table 1. Age group.

The foreign bodies found in the tracheobronchial are
shown in figure 1.

Figure 1. Foreign bodies removed from
tracheobronchial tree.

The type of foreign bodies shown in table 2. The
most common type of foreign bodies was food items
86 (78.2%). One child presented with small stone.
Two patients were presented with tip of antenna
(figure 2). The most common location of foreign
bodies was the right bronchus 88 (80%), see table 3. In
one case, the foreign body has rested in the trachea.



History of choking followed by paroxysmal coughing
(80%) was encountered in most of cases.

Figure 2. Tip of antenna in the right bronchus.

Types of foreign bodies No. %
Food items 86 78.2
Plastic 11 10
Metallic 10 9.1
Wood 2 1.8
Stone 1 0.9
| Total 110 100

Table 2. Types of foreign bodies.

Location of foreign bodies No. %
Right bronchus 88 30
| Left bronchus 21 19.1

Trachea 1 0.9
| Total 110 100

Table 3. Location of foreign bodies.

; ; - Children
Radiological signs No. %
Air trapping 33 30
Opaque foreign body 27 24.5
Atelectasis 22 20
Chest infection 17 15.5
Normal chest 11 10

| Total _ 110 100

Table 4. Radiological findings in children with
tracheobronchial foreign bodies.

Radiological examination showed air trapping in 33
children (30%), radiopaque foreign bodies in 27
children (24.5%), and atelectasis in 17 children (20%).
Four children (10%) had normal chest X-ray and

Arab Board of Medical Specializations

foreign bodies found during bronchoscopy, see table 4.
Two children (1.8%) presented with tracheostomy.
One of them complained of subglottic stenosis while
other with bilateral abductor paralysis of the vocal
cords. One child, aged 6 months, presented with
tracheostomy tube expired after 24 hours. Success rate
of foreign bodies removal was 100%.

DISCUSSION

Inhalation of foreign body considered a serious
problem in infants and children because of the
unpredictability of degree of procedure difficulty. The
degree of difficulty will depend on a number of
factors; the age of patient, the type of foreign body
inhaled, the interval between inhalation and removal,
the skill of anesthetist and equipments available.'

Modern techniques of endoscopic removal of
tracheobroncheal foreign bodies has reduced the
mortality rate to approximately 0.5%.' The most
common cause of accidental death in the home in
children under 6years of age is the inhalation of
foreign bodies."

The maximum incidence inhalation of foreign
bodies occurs between the age of 1 and 3 years.'""* In
our study 55% of patients were within this age group.
The high incidence in early childhood is related to the
fact that the children have a habit of putting objects
into their mouths to determine their texture and taste
and chew on when teething.”” It is extremely
important, therefore, when possible to keep objects
which might be inhaled out of the reach of small
children. Boys are more likely to inhale foreign bodies
than girls,"* 64% of patients in our study were boys. It
is suggested that boys are more active than girls."” The
previous studies reported boys to girls 1.8:1,'*" it is
similar to present study.

The most common objects aspirated by young
children are food items.'"'*!'® In our study food items
were 78.2%, mostly seeds, but peanuts are common as
well. Beans and seeds absorb water over time and with
subsequent swelling lead to rapidly change from
partial to complete bronchial obstruction.>"*'®

It has been reported that up to 50% of patients with
foreign bodies asplratmn do not have a contributing
history available.” Some studies reported that 20% of
all children were treated for other diseases for over a



month before undergomg bronchoscopy and foreign
body removal.*'® This consistent finding highlights the
fact that the possibility of this diagnosis must be high
in the clinician’s mind in order to avoid delay in
removal and prolonged erroneous treatment. In our
study there was a history of choking and gagging
followed by paroxysmal coughing in 80% of cases.
Other studies reported that there is a brief period of
choking, gagging, or wheezing. This may be associated
with change of voice.*"

As the foreign body passes through the vocal cords
into the trachea and bronchi, these symptoms resolve
and a relative asymptomatic period may begin.® During
this time, the diagnosis may be more difficult to
ascertain.” The most common clinical findings seen in
patients with a bronchial foreign body are cough,
wheezing, and decreased breathing sounds. These
symptoms may mimic intermittent tracheobronchitis,
recurrent pneumonia or asthma.' These children may
be treated with antibiotics and steroid, which may
mask symptoms and lead to further delay in diagnosis.’
For this reason, in children with atypical or prolonged
pulmonary symptoms, the possibility of a foreign body
should be raised and demand a diagnostic
bronchoscopy to exclude foreign body.'™'® Rarely
tracheobronchial foreign bodies can present with
pulmonary pathology if prolonged period of time had
clapsed from aspiration to diagnosis.'"® Sometimes
inhalation of foreign bodies can cause severe problems
in form of acute respiratory distress or present later
with repeated chest infection.”

Obstructive emphysema was detected in 30% of
patients. It is most easily detected radiologically by
mediastinal shifts. The severity of this sign depend on
the reaction of the bronchial mucosa and size of the
foreign body.” Tokar, et al' reported that obstructive
emphysema found in 29.6% which agrees with our
study.

Atelectasis found in 20% of patients in our study. It
occurrs due to complete obstruction of the lumen either
by impacted foreign body or by formation of the
granulation tissue.>'® Previous studies reported that
atelectasis found in 22% of patients.'®"” Positive plain
X-ray evidence suggestive of a foreign body was
obtained in 81% of patients. Normal radiographs were
noted in approximately 10% of patients.”’ In our study

positive plain X-ray evidence was found in 90% of
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patients and the remaining 10% of chest X-ray
radiographs were normal. The difference between these
results is probably due to the fact that the majority of our
patients were presented after 3-7 days after foreign body
aspiration, so manifestations of chest complications
became positive. Silva, et al’ reported that imaging
studies have a sensitivity of 73% and specificity of 45%
in identifying an airway foreign body. It has been
reported that 20% of patients with an aspirated foreign
body have a negative history and a negative radiographic
work up.” Even in view of a negative clinical history and
a normal chest radiograph, a child still may have an
aspirated foreign body.'* It is important to remember
that other pulmonary conditions such as asthma and
mucous plugging can mimic the radiographic findings
also associated with foreign body aspiration.'

The majority of foreign bodies come to rest in the
right bronchial tree,"™"” since the right main bronchus
is wider than the Ieft and the interbronchial septum
projects to the left.® The effect of inspiratory air
currents also determines the site of the final impaction.’
In our study, right main bronchus foreign bodies found
in 80% of patients. These results were similar to
previous studies.*’

If a foreign body in the respiratory tract is suspected
or diagnosed radiologically, endoscopic examination
and removal under general anaesthesia is the method
of choice.'” If the airway is compromised, the
endoscopy must be performed immediately with the
facilities for performing an emergency tracheostomy.”’
If the airway is not compromised, the procedure should
be performed as an elective procedure by surgical team
that are used to working together in their accustomed
operating theatre. Under these ideals circumstances,
99% success rate for removal of foreign bodies should
be achieved.”” There was 100% success rate in our
study, 98.2% by first trial, and 1.8% by second trial
after 5 days. There is no place for endoscopy for a
foreign body being performed in an infant by
inexperienced personnel in unfamiliar surroundings.
When the foreign body is visualized, forceps is used to
gently grasp the object for removal. Excessive pressure
or biting motions may lead to fragmentation of foreign
body. When the object is too large to withdraw
through the lumen of the bronchoscope, the
bronchoscope, forceps, and object must be removed as
single unit. If the object is sharp, it is removed most
safely when it is sheathed within the lumen of the



bronchoscope to decreasing the risks of mucosal
injury. In case where there is a granulation tissue, the
application of a 10% solution of adrenalin will shrink
the granulation and reduce bleeding to minimum.”
The possibility of complications is increased when
removing a retained foreign body.'®** The possibility
of granulation tissue, postobstruction infection, and
postinstrumentation oedema may result.'

CONCLUSIONS

Foreign bodies aspiration continues to present
challenges to otolaryngologist. The accurate dignosis
may be delayed because the initial choking incidents
are not witnessed, and delayed residual symptoms may
mimic other common condition such as asthma,
recurrent pneumonia, or upper respiratory infections.
Toddlers are consistently the most common age group
involved. The most common objects aspirated are food
items. Obstructed emphysema and atelectasis are the
most common complications of foreign body
aspiration. Clinical presentation and diagnostic
imaging play important role in diagnosis. Improvement
in illumination, provided by the ventilation broncho-
scope, coupled with the advances in anaesthesia have
further reduced the mortality and greatly facilitated the
task of the endoscoPist.
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PREOPERATIVE VASCULAR EVALUATION OF LIVING RENAL DONORS:
GADOLINIUM-ENHANCED MAGNETIC RESONANCE ANGIOGRAPHY (MRA)
VERSUS CONVENTIONAL RENAL ANGIOGRAPHY
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ABSTRACT

Objective: The aim is to assess the accuracy and
sensitivity of Magnetic Resonance Angiography (MRA)
in preoperative vascular evaluation of living renal
donors.

Methods: Twenty five individuals (donors) coming
up for renal donation, eleven related and fourteen
unrelated donors with ages between 20-45 years. Each
donor had 3D MRA as an outpatient procedure and
intra-arterial DSA (Digital Subtraction Angiography)
as an inpatient procedure.

Results: The operative findings were considered as
a standard for comparison between MRA and DSA
results. No difference was found between MRA and
DSA. The accuracy of MRA when compared with
operative finding was 96%.

Conclusions: MRA is a non-invasive, accurate and
pretty safe procedure for the evaluation of healthy
renal donors.

celan syl 4Ky
INTRODUCTION

In 1933, Voronoy in Ukraine performed the first
human renal allograft. The donor was a 66-year old
man whose kidney was removed 6 hours after death.
The vascular anastomosis was performed between the
renal and the femoral vessels and the ureter was
fashioned as a cutaneous ureterostomy. The patient
expired within 48 hours.'

In most individuals, a single renal artery that
originates from the abdominal aorta supplies each
kidney. Accessory renal arteries are seen in up to one-
third of patients® and must be checked in patients being
evaluated for donor nephrectomy.'

The clinical indications for arteriography are
shrinking™*” in favor of cross-sectional imaging
modalities. Intravenous DSA is not a satisfactory
method for demonstrating the vascular anatomy in
donors, because it can sometimes miss polar vessels.

*Naser Sabah Hussein, MD, Medical City Hospital, Baghdad, Iraq. E-mail: dr_nasser73 @yahoo.com
*UJsama Nihad Rifat, MD, Medical City Hospital, Baghdad, Iraq. E-mail: usama.rifat@yahoo.com



Selective angiography may be required in certain
conditions.® Magnetic resonance imaging (MRI) is
noninvasive, avoids the use of ionizing radiation and
appears to be without hazard.” Magnetic resonance
angiography (MRA) exploits the properties of MR to
obtain 3D vascular images by means of minimally
invasive procedures. The clinical applications of MRA
began in the late 1980s, later they have been extended
to include studies of virtually all the major vessels of
the body.

The aim of the study is to compare 3D-MRA and DSA in
preoperative vascular evaluation of living renal donors.

MATERIALS AND METHODS

The study was undertaken between November 2002
and March 2003, at the Surgical Specialties Hospital
(Medical City, Baghdad). Twenty five living renal
transplant donors, ages between 20-45 years, 17 males
and 8 females, were enrolled. A consultant radiologist
analyzed MRA images. DSA examinations were
performed and evaluated by another consultant
radiologist who was denied the results of the MRA
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studies. The donor was always left with his better
kidney. The selection of donor was based on
ABO blood group compatibility, optimum HLA typing
and preliminary serologic cross matching. MRA was
performed by a 1.5 tesla (Philips Gyroscan ACS-NT)
with a body coil. Patients were fasting for 5 hours
before scan. The calculated dose of gadolinium was
given (0.1 mmol/kg body weight that equals to 0.2
ml/kg body weight). We used 30-40 ml of gadolinium
(OminiscanTM injection 0.5 mmol/ml) injected
rapidly into a peripheral vein. Coronal films without
contrast were taken to evaluate renal parenchyma and
to exclude any congenital or acquired abnormalities.
Coronal dynamic MRA TI1 was performed during
bolus injection of 30 ml of gadolinium with the use of
a 3D-TOF sequence. Patients were instructed to hold
their breath for approximately 25-35 seconds. Average
total exanimation time was 90 seconds. Maximum
intensity projection reconstruction of renal arteries was
obtained immediately.

Intraarterial DSA was performed on (Multi
diagnostic 3 Philips) by percutaneous needle puncture
technique of the right femoral artery under local

Fig 1. Digital subtraction angiography, single artery.

Fig 3. MRA with gadolinium, single artery.
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Fig 2. MRA with gadolinium, single artery.

Fig 4. MRA with gadolinium, bilateral double arteries.



anesthesia using 6F A2 Catheter (two side holes). Non-
ionizing, low osmolality contrast medium water-
soluble (omnipaque 350 mg iodine/ml) was used in all
cases. Average time of study was 12.5 minutes. A
flush aortogram was performed first followed by
selective renal arteriography. Figures 1 to 5.

Fig 5. MRA with gadolinium,
accessory left lower pole renal artery.

STATISTICAL ANALYSIS

The number of main renal arteries whether single or
multiple and number of accessory renal arteries if
present were recorded. The intra-operative arterial
findings of the 25 donors were used as reference in the
evaluation of the results of MRA and DSA. The
sensitivity and accuracy were calculated as following:

Sensitivity = ( true positive/true positive+false
negative) X100.

Accuracy=(true positive+true negative/total)X100.

RESULTS

Twenty five living renal transplant donors were
included in the study with ages between 20 45 years,
(mean age 28.8). They were 17 males (68%) and 8
females (32%). The operative findings were as
follows: 19 donors had a single renal artery, 4 donors
had double renal arteries, 2 donors had two accessory
renal arteries (one upper pole and one lower pole).

Table 1. shows no difference between DSA and
MRA results regarding the number of main and
accessory renal arteries. Both DSA and MRA missed
one accessory artery. The accuracy and sensitivity of
MRA compared with operative findings is 96 %.
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DSA MRA |

| :
Operative

Renakaety findings | |
Single renal artery 19 | 19 19 I
'Double renal arteries 4 4 47 |
lﬁA(_:_c_:_essdfy renal artery _; 2 ]

Table 1. Comparison between operative
and imaging findings.

DISCUSSION

Multiple renal  arteries are unilateral in
approximately 30% of patients and bilateral in
approximately 10%. Accessory arteries usually arise
from the aorta or iliac arteries anywhere from the level
of T1 to the level of L4. In rare cases, they can arise
from the lower thoracic aorta or from lumbar or
mesenteric arteries.” Usually the accessory artery
courses into the renal hilum. It perfuses the upper or
lower renal poles. Accessory vessels to the polar
regions are usually smaller than accessory hilar renal
arteries, which are typically equal in size to a single
renal artery. Prehilar arterial branching is another
common variant that must be checked in patients being
evaluated for donor nephrectomy.'

Double arteries or lower pole accessory arteries are
to be treated with caution. The upper ureter acquires its
blood supply from these vessels. Any mishandling or
ineffective perfusion would affect its vascularity. This
will eventually have an effect on the ureterovesical
anastomosis.

Renal transplantation has become the procedure of
choice and the most cost-effective strategy for
management of patients with end-stage renal disease.”
The main objection to living kidney donation is that it
exposes the healthy donor to the risk of major surgery
that will leave him or her life with a solitary kidney for
benefit of the recipient.” If anatomical conditions allow
the left kidney is preferentially removed as it has a
longer renal vein, facilitating transplantation.10 In some
centers laparoscopic donor nephrectomy is preferred.”!
MRA'?is a technique that is becoming widely accepted
compared with DSA. It has several advantages; it is
neither invasive nor it uses ionizing radiation. The
gadolinium-based contrast media can be used in an
individual with a known allergy against iodinated
contrast media. MRA offers true anatomical images
comparable with conventional angiography through 3-
dimentional (3-D) models that can be viewed from any



position. Imaging blood vessels with MRA depends
upon flow rather than on the morphology of vessels, as
in conventional angiography where branching of renal
artery inside the kidney can be seen obviously.

In our study, there was no difference between DSA
and MRA regarding the number of the main and
accessory renal arteries. When we compared our
results with the operative findings, one accessory renal
artery was missed. It was an upper polar, small vessel
that was consequently ligated. Other studies found that
MRA technique is 100% accurate and as reliable as
DSA in determining vascular anatomy in living kidney
donors and it has no associated potential angiographic
complications."™"* We found that MRA is an accurate
method for evaluation of renal  arteries in living
donors, with results comparing favorably with those of
other studies. The accuracy of MRA in the evaluation
of renal donors is related to multiple factors. It can be
improved by interdisciplinary  cooperation.'
Therefore, MRA requires good coordination, between
injection of contrast medium, breathing instructions
and the starting of scan. Manual injection of contrast
medium requires coordination between the person
injecting the contrast medium. and the performing
radiographer. However, a MRA-compatible power
injector can perform this task effectively with a single
operator controlling all three functions.!! New MRA
protocols that increase the quality of images obtained
with this technique continue to develop.

Cases has been reported with Nephrogenic systemic
fibrosis (NSF) which is a progressive, debilitating, and
emotionally distressing disease that can affect patients
with renal dysfunction. The most significant risk
factors for developing NSF are the presence of chronic
or significant acute kidney disease with the
administration of gadolinium-containing contrast
agents (GCCA). It was recommended that gadolinium-
based contrast agents should be avoided in patients
with significant renal impairment unless the benefits
clearly outweigh the risks. Our donors were healthy in
the first place and the possibility of acquiring NSF was
rather remote.'®

CONCLUSIONS

MRA is a non-invasive, accurate and pretty safe
procedure for the evaluation of healthy renal donors,
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INDUCTION OF VCAM-1 EXPRESSION BY HUMAN CYTOMEGALOVIRUS
INFECTION IN WOMEN WITH SPONTANEOUS ABORTION
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ABSTRACT

Objective: To elucidate the possible role of Human
Cytomegalovirus HCMV in pregnancy loss through
induction of certain pro-inflammatory adhesion
molecules.

Methods: Paraffin embedded sections of currete
samples were obtained from 34 women who had
spontaneous abortion, and 5 from women who had
elective termination of pregnancy (as control), and
then subjected for immunohistochemistry analysis to
detect human cytomegalovirus (HCMV) early protein
and VCAM-1 molecule.

Results: Nine out of 34 women with spontaneous
abortion were positive for HCMV early protein, with a
significantly higher expression of VCAM-1 in HCMV
positive cases as compared with HCMV negative and
the control group (P= 0.05, 0.001; respectively).

Conclusions: HCMV infection may play an
important role in the pathology of pregnancy loss on

multidirectional bases include inducing the surface

expression of pro-inflammatory adhesion molecules
like VCAM-1.

INTRODUCTION

Human cytomegalovirus (HCMV), a member of
Herpesviridae family, is a common cause of infection
and found in 50-90% of adults." HCMV infection is
rarely associated with severe clinical symptoms in
immunocompetent  individuals. = However, in
immunocompromised individuals and organ transplant
patients and during pregnancy, HCMV infection can
manifest itself in severe and often fatal
conditions."***

Infection with HCMV has been associated with
vascular disease processes such as vascular allograft
rejection, transplantation vasculopathy and native
atherosclerosis.’®

*Manal Adnan Habib, M.B.Ch.B, PhD, Medical Microbiology Department, Al-Nahrain College of Medicine, Baghdad, Iraq.
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VCAM-1 is a 110 kDa protein binding to the
integrin 04 very late antigen (VLA)-4 cell surface
heterodimer, but its also known to interact weakly with
the closely related integrin a4p ."* VCAM-1 was
originally identified as a cytokine inducible surface
protein (pro-inflammatory adhesion molecule), that
mediates adhesion of a number of leukocytes including
lymphocytes, monocytes, mast cells, eosinophils, and
tumor cells to umbilical vein endothelial cells.*'

In this study we tried to delineate the relation
between the expression of VCAM-1 and HCMV
infection in women who had spontaneous abortion, to
find out if HCMV plays a role in inducing this
adhesion molecule that mediate the inflammatory
process which participates in the pathology of
pregnancy loss.

MATERIALS AND METHODS

Currete samples were obtained from 34 women who
had spontaneous abortion in the first trimester and
undergone evacuation currete operation, while the
control were 5 women had elective termination of
apparently normal pregnancy in the first trimester for a
maternal medical indication under approved consent of
two senior gynecologists and a physician. Samples
were fixed in 10% buffered formalin then embedded in
paraffin, and then subjected to immunohistochemistry
analysis to detect HCMV early protein using
monoclonal antibodies for HCMV early non-structural
protein of 68 KDa (BioGenex, USA) in a dilution of
1:100, and VCAM-1 as anti-CD106 (DAKO,
Denmark) in a dilution of 1:50, refer to the
immunohistochemistry procedure and VCAM-1 signal
evaluation in references, "' respectively.

Statistics: The t test of significance was used to
compare the expression of VCAM-1 among HCMV
positive and negative cases and the control group.
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trophoblasts of 9 out of 34 women in the study group
(figure 1A), and none of the control group was positive
for the virus. Positive cases showed dark dots in the
cytoplasm and the nucleus of the trophoblast cells.
VCAM-1 expression displayed granular cytoplasmic
staining of the endothelial cells (figure 1B). Table 1
shows the percentages of VCAM-1 expression in terms
of mean+SE, minimum and maximum values in
HCMV positive and negative cases and the control

group.

Figure |. Detection of HCMV and VCAM-1 by
immuno-histochemistry in women
with pregnancy loss.
(A) HCMV expression shows dark brown to black
dots in the cytoplasm and the nuclei of the
cytotrophoblasts. (B) VCAM-1 expression

RESULTS displayed brown granular cytoplasmic staining
of the endothelial cells.
HCMV early protein was detected in the (B) Magnification power (X400).
Groups No. | Mean +S.E.¥ | Min.Value Max.Value
VCAM-1 expression in HCMYV positive cases 9 679+45 44 85
VCAM-1 expression in HCMV negative cases 25 53.1+3.6 25 82
VCAM-1 expression in the control group 5 372+45 20 46

¥ Standard error

Table 1. The expression of VCAM-1 in HCMV positive and negative cases
and the control group.
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The r test of significance revealed significantly
higher expression of VCAM-1 in HCMV positive
cases as compared with its expression in HCMV
negative and the control group (P= 0.05, 0.001
respectively).

DISCUSSION

Placental infections by HCMV are accompanied by
villous inflammations (villitis), in utero transmission
of infection from the mother to the fetus, and low birth
weight babies."” This study showed that HCMV early
protein can be expressed and detected in the
trophoblasts of women with spontaneous abortion
which is in line with other studies.'*">'®

The study shows here that positive HCMV
expression in women with spontaneous abortion is
significantly associated with high expression of
VCAM-1 adhesion molecule, a result agrees with
another study showed increase in the expression of
pro-inflammatory adhesion molecules like VCAM-1
AND ICAM-1 in HCMYV infected vascular endothelial
cells,*"” and recent study also showed that HCMV
infection in patients with renal transplantation is
associated with significant increase in these pro-
inflammatory adhesion molecules.'®

CONCLUSIONS

In conclusion, HCMYV infection in the first trimester
of pregnancy might induce surface expression of
VCAM-1 on vascular endothelial cells that could
participate or aggravate the villitis process that occurs
during HCMV infection of the placenta,” playing a
role in the pathology of pregnancy loss.
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ABSTRACT

Objective: To evaluate duodenal bulb biopsies with
respect to histological changes in the diagnosis of
celiac disease as compared with biopsies from second
part of duodenum.

Methods: Endoscopic biopsies were obtained from
44 patients (23 females and 21 males), suspected
clinically as having celiac disease. Four biopsy
samples were obtained from each duodenal bulb and
second part of duodenum. The histological changes
were reported according to Marsh’s classification.

Results: The histological changes were equally
similar from biopsies of duodenal bulb as compared to
second part in all except four patients.

Conclusions: Mucosal specimens taken from
duodenal bulb and second part of duodenum were
strongly correlated histologically.

INTRODUCTION

Celiac disease CD is characterized by intestinal
mucosal injury resulting from immunological
damage upon exposure to gluten in persons genetically
predisposed to this condition which demonstrates
improvement with withdrawal of gluten from the diet.

However, the availability of serologic testing for CD
and the common use of upper endoscopy has greatly
complicated the definition, since these tests have
identified patients who appear to have the disease but
have variable degree of histopathologic changes and/or
symptoms.

Thus, several categories of CD have emerged.
Whether these phenotypes are clinically useful remains
to be determined.”* There is strong association of CD
with human leukocytes antigen (HLA) class II
molecules particularly HLA DQ2 and HLA DQS8.

Because up to 30% of healthy population also carry
these HLA haplotypes, their presence is not diagnostic
for CD, although their absence particularly rules it
out.”

Testing for celiac disease should be considered in

the following groups of patients:*

- Those with gastrointestinal symptoms including
chronic diarrhea, malabsorption, weight loss, and

. abdominal distension.

*Sarkis K. Strak, FRCP, Department of Pathology, College of Medicine, University of Basrah, Basrah, Iraq.
*Fatah Abdul Sahib, CAMB, Department of Medicine, College of Medicine, University of Basrah, Basrah, Iraq.
*Jasim M. Al-Diab, MSc Path, FICMS Path, Department of Pathology, College of Medicine, University of Basrah, Basrah, Irag.



- Individuals without other explanations for signs and
symptoms such as persistent elevation in serum
aminotransferases, short stature, delayed puberty, iron-
deficiency anemia, recurrent fetal loss, and infertility.

- Those at high risk for celiac disease including
patients with type I diabetes mellitus or other
autoimmune endocrinopathies, first and second degree
relatives of individuals with celiac disease, patients
with Turner, Down, or Williams syndromes.

- There are other conditions in which testing may also
be considered such a patients with irritable bowel
syndrome, persistent aphthous stomatitis, autoimmune
disease, peripheral neuropathy, cerebellar ataxia, and
dental enamel hypoplasia.

The mainstay for establishing the diagnosis of celiac
disease remains a small intestinal biopsy showing the
typical celiac enteropathy followed by clinical (and, in
selected cases, histologic) remission after treatment
with the gluten-free diet. Until the early 1980s, the
diagnostic tools for celiac disease were rudimentary at
best, being based on nonspecific tests. In the past 2
decades, however, several serologic tests have been
developed (including antigliadin [AGA], anti-
endomysium [EMA], and human anti-tissue
transglutaminase [tTG] antibody assays) that now have
a definitive role in the diagnostic process. Although
the AGA antibodies assay has recently lost favor due
to its poor specificity, new evidence presented during
Digestive Disease Week Meeting 2006 in USA seems
to suggest that using novel antibody tests based on
synthetic gliadin-related peptides may have a much
better yield for the disease.’ An intriguing report on a
new noninvasive diagnostic algorithm based on the
combination of 3 serologic tests (tTG, anti-
actin antibodies, and serum zonulin levels) that yields a
100% positive predictive value in patients at risk for
celiac disease was also presented during this meeting.”

Zonulin, a human protein, which regulates the
permeability of the intestine is at increased level
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during the acute phase of celiac disease, it opens the
junctions between cells allowing gluten and other
allergens to pass. Once these allergens get into the
immune system, they are attacked by antibodies and
thus characterize the early phase of celiac disease.’

Duodenal or jejunal biopsies are needed to establish
the diagnosis of CD. It is widely advocated that these
biopsies be taken from the distal duodenum.

This study was carried out to compare biopsies
taken from the bulb to that of second part of duodenum
with respect to histological outcome in patients with
signs and/or symptoms suggestive of CD.

PATIENTS AND METHODS

A total of 44 patients, 23 females (age ranged
between 11 and 60, mean age 27); and 21 males (age
ranged between 16-62, mean age 27.7) with symptoms
of chronic diarrhea, flatulence, weight loss,
unexplained iron deficiency anemia, short stature and
diabetes mellitus type-I were selected randomly for
duodenal biopsies from those attending endoscopy
unit,

Giardiasis was excluded as a cause for diarrhea by
stool examination. The study was conducted in Basrah
Teaching Hospital from November 2003 till November
2005.

From each patient, four biopsy samples were
obtained from first (bulb) and four from the second
part of duodenum.

Duodenal biopsies were considered adequate only if
propetly oriented and was classified by one pathologist
(who was blind of clinical features of the patients)
according to Marsh’s criteria, table 1.

Stage 0 Preinfiltrative mucosa
Scl . Increase in the number of intraepithelial lymphocytes (IELs)
e to more than 30 per 100 enterocytes.
Stave II Crypt hyperplasia. In addition to the increased IELs, there is an increase in crypt depth
ate without a reduction in villous height.
Stage 111 Villous atrophy; A partial, B subtotal, C total. This is the classical celiac lesion.

*OMGE Practice Guideline Celiac disease, Feb 2006.

Table 1. Marsh’s classification of small intestinal lesions.
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normal

Briefly,
histology, Marsh type-I is characterized by increased

Marsh type-0 lesion indicates

number of intraepithelial lymphocytes in an
architecturally normal small bowel mucosa, Marsh
type-1I presents crypt hyperplasia but normal villi,
finally Marsh type-IIl is characterized by increasing
degree of villous atrophy. Marsh class I IIT were
considered as compatible with (CD).

Unfortunately, no serological markers were
available at the time of study to support the diagnosis
of celiac disease.

Using duodenal histology of the second part as the
gold standard, we have calculated the sensitivity and
specificity of duodenal histology of the first part.

RESULTS

Forty-four patients were included in the study. All
duodenal biopsies were deemed by the pathologist to
be adequate for the evaluation of the mucosa and the
villi.

As regards to histological changes of the first
part of the duodenum, 26 patients had mucosal changes
compatible with CD [Marsh-I: 6, Marsh-II: 12, Marsh-
II: 8]. 16 had a normal duodenal histology and 2 had
non-specific duodenitis; while changes of the second
part, 25 patients had mucosal changes compatible with
CD [Marsh-I: 8, Marsh-IT: 10, Marsh-IIT: 7]. 17 had
normal duodenal biopsy and 2 had non-specific
duodenitis, see table 2.

; 1* part 2" part
Histology | o stotal (%) | Noftotal (%)
Normal | 16/44 (36.3%) | 17/44 (38.6%)
Marsh1 | 6/44 (13.6%) | 8/44 (18.1%)
Marsh [ | 12/44 (27.2%) | 10/44 (22.7%)
Marsh I | 8/44 (18.1%) | 7/44 (15.0%)

Table 2. Duodenal histology in the studied patients
according to Marsh’s classification.

The details of duodenal histological changes as
regards to sex of patients is seen in table 3 and 4.

It is noticed that the histological changes of stage III
in female group were seen in 7 (30.4%) and 6 (26%) of
patients in the first and second part of the duodenum
respectively, while the histological changes of stage-III
were seen in only 1 (4.2%) male patient from each of
the first and second part of duodenum.

The histological changes according to stages of
Marsh’s criteria seen in duodenal bulb were equally
similar to that of second part in almost all patients
(90.9%) except in three females and one male patient,
in whom the duodenal bulb'changes were in advanced
stage as compared to that of the second part, table 5.

The histological lesions as detected in the duodenal
bulb versus second part of duodenum is seen in table 6.

The sensitivity of the bulb as compared to a (gold
standard) second part is 100%, while the specificity of
the bulb is 94.7%.

Marsh's classification

Sex Stage 0 | Stagel | StageIl | StageIII A | StageIlIB | Stage IIl C | Duodenitis Total
Females 9 1 5 4 2 1 1 23
Males 7 5 7 1 0 0 1 21
Table 3. Histological changes of duodenal bulb in the studied groups
according to Marsh’s classification.
Marsh’s classification
Sex Stage 0 | Stagel | StageIl | StageIITA | StageIlIB Stage Il C | Duodenitis | Total
Females 10 2 4 3 2 1 1 23
Males 7 6 6 1 0 0 1 21

Table 4. Histological changes of the second part of duodenum
in the studied groups according to Marsh’s classification.
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‘ | Histological changes

| SexINo. " h odenal bulb | Second paitj
‘ Stage II Stage 1
| Female/3 | Stagell  Stage0
| StageIlA | Stagell
. Male/l 17 Stage 1T | Stage I _‘

Table 5. Histological changes of the bulb versus
second part of duodenum in four patients.

Second Part
Positive | Negative | Total
Positive 25 1 26
g:li Negative | 0 13 13
Total 25 19 44

Sensitivity of the bulb= 100%
Specificity of the bulb= 94.7%

Table 6. Histological lesions as detected in the
duodenal bulb versus second part of the duodenum.

DISCUSSION

In spite of the introduction of sensitive and specific
serological testing, the diagnosis of celiac disease CD
is still based on the recognition of characteristic
histological changes on duodenal biopsies followed by
clinical and histological improvement on a gluten free
diet. However, the major drawbacks are the need to
perform upper GI endoscopy, to which there may an
aversion especially by asymptomatic patients, the
difficulty of obtaining adequate and properly oriented
tissue samples and occurrence of patchy mucosal that
can be missed by the biopsy. In recent years it has
turned out that the development of CD lesion in small
bowel is a dynamic process, which may present in
various histologic forms. At one end the spectrum is a
mucosa with normal architecture and an increase in
intra-epithelial lymphocytes (IELs), at the other end is
the classical flat mucosa.

Histological features supporting the diagnosis of CD
are architectural changes of villi and/or crypts, an
increase in lamina propria cell density, and an increase
in IELs count. Exact histological findings are required
for diagnostic purposes and for monitoring of CD
patients. This has become possible by using Marsh’s
classification.’

Almost all of the studied patients with suspected
celiac disease showed similar mucosal changes in

1%

biopsies, taken from either duodenal bulb or second
part of duodenum (90.9%) except in four patients. This
was consistent with very few papers published on this
issue.’ Other studies have also concluded no difference
in biopsy specimen quality from different locations of
the duodenum in respect to mucosal architecture in
celiac disease.”

A number of 25 IELs/100 epithelia cells
(mean+2SD) is taken as the upper limit of the normal
range for duodenal mucosa. An increase in IELs is
mandatory for the histological diagnosis of celiac
disease. Published-work continue to cite an upper limit
of 30 or more lymphocytes/100 epithelial cells as an
increased number which is mandatory for histological
staging of CD.’ In this study a number of 30 and more
lymphocytes was considered as an abnormal.
6(13.6%) of the studied patient where in stage-1,
whose mucosal changes showed only lymphocytosis
with normal villous architecture, and since
intraepithelial lymophocytosis in an otherwise normal
biopsies is somewhat non-specific, but in nearly 10%
of cases can be the initial presentation of CD.
Therefore these patients need to be monitored and
investigated for cD."

Endoscopic features of CD include scalloping of
folds, reduced or absent duodenal folds, mucosal
fissures or grooves and mosaic appearance to the
mucosa. However, the signs cannot be relied upon for
the detection of CD because they are neither sensitive
nor specific.' ™ In this study, the only endoscopic
signs, absent duodenal and scalloped folds, were seen
in three patients, all were females and all showed stage
III B histological features. The mucosal lesion in CD is
patchy. Magliocca FM, et al in their study reported the
presence of total villous atrophy in one biopsy
while other duodenal samples taken from different,
duodenal portions were normal or showed mild
lymphocytes and plasma cell infiltration of lamina
propria.19 In this study, we have obtained four biopsy
samples from each first and second part of duodenum
in order to identify patchy mucosal atrophy and
therefore a correct diagnosis in CD.

In this study, the sensitivity and specificity of
duodenal bulb biopsies were 100% and 94.7%,
respectively. This means that duodenal bulb biopsies
are reliable for the diagnosis of histological features of
celiac disease.



CONCLUSIONS

In conclusion, this study has demonstrated that
mucosal specimens taken from duodenal bulb and
second part of duodenum are strongly correlated
histologically, Therefore, we suggest that in the
diagnosis and follow up of celiac disease, mucosal
specimens may be taken from the duodenal bulb
especially for those patients in whom mucosal samples
from the second part of the duodenum would be
difficult.
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HYDROGEN PEROXIDE 3%:
IS IT BENEFICIAL IN TONSILLECTOMY?
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ABSTRACT

Objective: Tonsillectomy is one of the mos :
frequent operations performed by otolaryngologists
world over. Otolaryngologists are in search of a
technigue of tonsillectomy where the operation tim
and operative blood loss is less. This study was carried
out to evaluate the effects of hydrogen peroxide 3% on
tonsillectomy time, blood loss during the surgery as
well as on the number of ties used.

Patients and Methods: A prospective randomized
trial of 30 patients was carried out, in which
tonsillectomy performed in the department of
otolaryngology, Basrah General Hospital in Irag,
using hydrogen peroxide 3% as haemostatic agent on
one side and on the other side no agent was used with
gauze pack.

Results: Application of hydrogen peroxide 3% in
the tonsillar fossae reduces the operation time by 31%,
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the operative blood loss by 32.9% and also reduces the
number of ties used by 50% in regard to control side.
All these results are statistically significant.

Conclusions: Local application of 3% hydrogen
peroxide on tonsillar bed after tonsillectomy is
beneficial in regard to decrease the procedure time,
the volume of blood loss, as well as number of ties
used.

INTRODUCTION

As far as we know, Celsus was the first to recognize
tonsillar disease and its relationship to infection, and
he performed the first tonsillectomy in 40 AD. The
popularity of tonsillectomy peaked in the 1930s, but
after the use of antibiotics became widespread,
enthusiasm for the procedure waned and its use had
decreased dramatically by the 1960s. Concerned about
the morbidity inherent in the surgical procedure,
pediatricians began to question its value relative to

* Ahmed M. Al-Abbasi, MD, Consultant Otolaryngologist-H&N Surgeon, Assistant Professor of Orl H&N Surgery, Basrah Medical College, Basrah, Iraq.

*Zahra Kadem Saeed, B.SC, Basrah dentistry College, Basrah, Iraq.



medical management with antimicrobials. The tide
turned again in the 1980s, when Paradise et al
demonstrated that surgery significantly improved
patient outcomes compared with medical therapy.”
Chronic tonsillitis is one of the most common and
frequent illnesses within otolaryngology.
Tonsillectomy is also one of the most frequently
performed surgical procedures. The patients’ quality of
life and general health becomes demonstrably reduced
by chronic palate and pharyngeal infections.” Hitherto
existing tonsillectomy outcome studies were mostly
done on children.*”

Hydrogen peroxide was first isolated in 1818 by
Louis Jacques Thénard by reacting barium peroxide
with nitric acid. An improved version of this process
‘used hydrochloric acid, followed by sulfuric acid to
precipitate the barium sulfate byproduct. Thenard’s
process was used from the end of the 19th century
until the middle of the 20th century.® Hydrogen
peroxide is pale blue liquid which appears colorless in
a dilute solution, slightly more viscous than water. It is
a weak acid. It has strong oxidizing properties and is
therefore a powerful bleaching agent that is mostly
used for bleaching paper, but has also used as a
disinfectant.” Delivering hydrogen peroxide into
wounds kills fibroblasts and occludes local
microvasculature.*” Hydrogen peroxide has been used
for decades as an effervescent haemostatic agent in
arthroplasty in orthopedics.10

AIMS

The aims of this prospective study is to evaluate the
effects of hydrogen peroxide 3% on tonsillectomy
time, operative blood loss and number of ties used to
achieve complete haemostasis.

PATIENTS AND METHODS

Thirty patients underwent tonsillectomy in the
department of otolaryngology, Basrah General
Hospital in Iraq, were randomly selected. Hydrogen
peroxide 3% impregnated gauze pack applied to one
tonsillar fossa after the tonsil had been removed, on
the other side no agent was used with the pack.
Tonsillectomy was performed by conventional
dissection method. The stubborn bleeders were ligated
with silk suture.

Regarding tonsillectomy time, it is calculated as the
time interval between the first incision to the time
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when all bleeding and oozing is secured completely.
While the operative blood loss calculated by weighing
the blood impregnated gauze packs against equal
number of unused packs as well by measuring the
volume of blood for each side separately subtracting
the volume of hydrogen peroxide used. Volume of
blood of the packs was calculated by dividing weight
of blood on the pack by the specific gravity of blood,
(ie. 1.055)."

The results of the study were statistically analyzed

by using paired #-test for significance.

RESULTS

The age range of the studied patients was 2 to 32
years; 17 were males and 13 were females.
The average time for tonsillectomy in non-hydrogen
peroxide sides was 12.9 minute. With the use of
hydrogen peroxide 3%, the average time reduced to 8.9
minute, which means reduction in tonsillectomy time

by 31% which is statistically significant (P<0.0001).

The average operative blood loss in non-hydrogen
peroxide side was 45.5 ml while that in hydrogen
peroxide side was 30.5 ml, which means 32.9%
reduction in operative blood loss. These results are
statistically significant (P<0.0001). The maximum
numbers of lines ties use were four. In the non-
hydrogen peroxide side, the average number of ties
was 1.5 while that in hydrogen peroxide side was 0.75,
this means that we have 50% reduction is the number
of ligatures used in tonsillectomy after use of hydrogen
peroxide as haemostatic agent, which is also
statistically significant (P<0.0001), all these results are
clearly shown in table 1.

Groups Means | Decrease %
Time of tonsillectomy
(minutes)
Non-H202 12.9 31
H202 8.9
Blood loss (ml)
Non-H202 45.5
H202 30.5 i
No. of ties used
Non-H202 1.5 50
H202 0.75

Table 1. Comparison between non-H202
and H202 sides regarding time, blood loss,
and number of ties in tonsillectomy.



DISCUSSION

The first known tonsillectomy was performed by
Cornelius Celsus about 2000 years ago, after
enucleating the tonsil with his fingernail, he suggested
that the fossae should be washed with vinegar and
painted with a medication to reduce bleeding,' since
that time techniques for faster tonsillectomy with less
bleeding have been searched.

Various haemostatic agents and technique have been
tried. Sharp and Rogers,”” wused calcium alginate
swabs to achieve haemostasis after tonsillectomy but
reduction in both tonsillectomy time and blood loss
was not significant. In past, many studies were done
utilizing  electro-cauterization ~ for  haemostasis,
Papangelou,”  demonstrated 30%  reduction.
Waston and Murty' in their study of 1036 cases,
achieved good haemostasis and a tonsillectomy time of
9.2 min+40 sec, but the use of electro-cauterization
results in more of postoperative pain and excess of
slough formation in the tonsillar bed which results in
infection and secondary haemorrhage."

Laser tonsillectomy under general anaesthesia

shown to reduce surgical blood loss, reduce
. . . 15
postoperative pain and increase the recovery rate. 1

The use of hydrogen peroxide as a haemostatic
agent in tonsillectomy was not written in reviewing the
available literatures. The use of hydrogen peroxide as
a haemostatic agent had started for decades as a
haemostatic agent in orthopaedics.'®

Chang et al,'® carried out a study in 120 pediatric
patients undergoing adenoidectomy with use of cold
hydrogen peroxide, they found that the incidence of
oozing and active bleeding decreased when cold
hydrogen peroxide was applied.

The present study confirms that the use of hydrogen
peroxide in tonsillectomy was able to achieve
reduction in tonsillectomy time and operative blood
loss by 31% and 32.9%, respectively. All these results
are statistically significant.

No adverse effect was reported by the use of
hydrogen peroxide in tonsillectomy in the present
study in spite of some reports stated that dangerous
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draw backs can resulted by using such preparation,
especially when it used in neurosurgical fields. Dubey
et al," presented a case of suspected gas embolism
following hydrogen peroxide irrigation of the surgical
field during posterior fossa surgery in the prone
position. Severe cardiovascular collapse occurred
when the wound was irrigated with hydrogen peroxide
solution.

The interesting additional benefit of hydrogen
peroxide is its action to clarify and exact localization
of bleeders which need to be ligated, specially in cases
of difficult dissection in fibrotic tonsil with excessive
bleeding, this advantage has been utilized by Kalloo et
al, as they used hydrogen peroxide spray through
endoscope resulted in enhancement of clot dissolution
and endoscopic visualization of the bleeding source.”

CONCLUSIONS

Tonsillectomy occupies significant share in any
operation list on a single day at any hospital and any
reduction in tonsillectomy time will greatly affect the
number of surgeries performed within a stipulated
time. It has been found that majority of tonsillectomy
time is used for achieving haemostasis, i.e. putting
ligatures, as use of hydrogen peroxide reduced the
number ligatures used so a major reduction in
tonsillectomy time can be achieved. Faster
tonsillectomy means increased number of surgeries
performed on a single day, which could be bonus to
the already cramped budget of the hospital in our
country.
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ABSTRACT Baghdad in the period from January 2004 to January

Objective: To assess the predictive performance of 2005. Their arterial blood pressure; was measured, as
Doppler abnormalities of uterine and umbilical they underwent transabdominal ultrasound and pulsed

arteries blood flow velocity waveforms (uterine artery Doppler examinations for evaluating the uterine and

protodiastolic notch, Systolic/Diastolic ratio; S/D and umbilical arteries blood flow velocity waveforms, for
Resistive Index; RI) to predict Preeclampsia; (PE) and predicting the development of Preeclampsia and/or
Intrauterine Growth Restriction;(IUGR).. Intrauterine Growth Restriction later in pregnancy

Methods: A prospective study included 70 low risk when  the St Wiiell Were ¥ eexamine‘d at -?0'35
nulliparous women at 19-26 weeks of gestation, in the weeks of gestation and then followed at delivery time.

Obstetrics unit at Al-Yarmouk Teaching Hospiial in Results: The incidence of the outcome was 37.1%.
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All the abnormalities of the studied Doppler indices
were not significantly associated with preeclampsia
and intrauterine growth restriction as reflected by the
variable sensitivities (9.5% to 100%), specificities
(29.5% to 97.4%) and low positive predictive values at
pretest probability of 10% (12.3 to 28.9).

Conclusions: Uterine and umbilical arteries
Doppler blood flow velocity waveforms analysis does
not fulfill the requirements for a screening test in
unselected low risk population, but may be useful in
selected high risk population.

INTRODUCTION

Preeclampsia (PE) is a pregnancy-specific syndrome
of reduced organ perfusion secondary to vasospasm
and activation of the coagulation o::ascacle:,1 or
secondary to vasospasm and endothelial activation.”
Although our understanding of this syndrome has
increased, the criteria used to identify the disorder
remain a subject of confusion and controversy.'

Small for gestational age (SGA) is defined as
growth at the 10™ or less percentile for weight of all
fetuses at that gestational age. Not all fetuses that are
SGA are pathologically growth restricted and, in fact,
may be constitutionally small. Similarly, not all fetuses
that have not met their genetic growth potential are in
less than the 10™ percentile for estimated fetal weight.’
Intrauterine growth restriction (IUGR) refers to a
condition in which a fetus is unable to achieve its
genetically determined potential size. This functional
definition seeks to identify a population of fetuses at
risk for modifiable but otherwise poor outcomes. This
definition intentionally excludes fetuses that are small
for geéstational age (SGA) but are not pathologically
small.

In normal outcome pregnancies, there is an increase
in the diastolic flow and consequent fall in indices. In
abnormal pregnancies (PE and IUGR babies) there is
lack of trophoblastic invasion, as a result of which the
uterine artery maintains its non-pregnant flow status.
The velocity waveforms are characterized by a low
diastolic flow, diastolic notch, biphasic deceleration
slope and elevated indices.’

In pregnancies complicated by PE and/or TUGR,
impedance to flow in the uterine arteries is increased.
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Studies in women with hypertensive disease of
pregnancy have reported that, in those with increased
impedance (increased Resistance Index (RI) or the
presence of an early diastolic notch), compared to
hypertensive women with normal flow velocity
waveforms, there is a higher incidence of PE, IUGR,
emergency Cesarean delivery, placental abruption,
shorter duration of pregnancy and poorer neonatal
outcome.*”

In normal pregnancy, as placental growth continues
there is an overall increase in the number of tertiary
stem villi and total number of small arterial channels
(resistance vessels). This causes a normal drop in
vascular resistance in the umbilical artery. In cases of
umbilical placental insufficiency, there is a decrease in
the resistance vessel count thereby leading to high
resistance in the umbilical artery.’

In terms of monitoring growth-restricted
pregnancies, abnormal waveforms in the umbilical
artery are an early sign of fetal impairment.
Abnormalities in the umbilical artery preceded the
occurrence of cardiotocographic signs of fetal
hypoxemia in more than 90% of cases. The median
time interval between absence of end-diastolic
frequencies and the onset of late decelerations was 12
days (range 0-49 days).?

The aim of this study is to assess the predictive
performance of Doppler abnormalities of the uterine
and umbilical arteries blood flow velocity waveforms
(uterine artery notching, S/D ratio and RI) observed in
the second trimester of pregnancy to predict PE and
low fetal weight in an unselected cohort of low risk
nulliparous women.

PATIENTS AND METHODS

The setting of this study was a tertiary care
university hospital, Al-Yarmouk Teaching Hospital in
Baghdad city, Iraq. Eighty eight primigravidas, aged
16-41 years, presenting to our hospital (some of them
were referred from other hospitals and private clinics),
at their antenatal visit during the second trimester of
pregnancy from January 2004 to January 2005 were
invited to participate in a cohort study on the
prediction of PE and/or IUGR by echographic
markers. Exclusion criteria were chronic hypertension
and its predisposing conditions, like renal disease,



cardiovascular pathology and pre-existing diabetes
mellitus and other endocrinopathies. Multiple
pregnancies and women who did not continue
attending their antenatal care visits were also excluded.
The pregnant women were not complaining of
increased Bp at the time of first visit, with normally
sized fetuses.

The clinical measurement of the arterial blood
pressure, transabdominal Ultrasound and Doppler
examination were scheduled at 19-26 weeks of
gestation. Out of the 88 women who were recruited for
the study initially, 18 were then excluded; for not
completing the scheduled visits (14), being twin
pregnancy (2) and having predisposing risks factors
(2), finally 70 women were included in the study.

The included women were reexamined again at 30-
35 weeks of gestation, then at delivery time. Clinical
blood pressure measurement was done for them, urine
samples were sent for detecting proteinuria and
diagnosing PE. They were scheduled for antenatal
transabdominal ultrasound too, and newborn babies
were examined and weighted for diagnosing IUGR.

Gestational age was calculated according to the date
of the last menstrual period and confirmed by a second
trimester ultrasound performed at 16-18 weeks of
pregnancy independently of the Doppler examination.
If there was a discrepancy (>10 days), ultrasound was
used to determine gestational age.

Women underwent a transabdominal
ultrasonography (3.5 MHz curvilinear probe) and
pulsed Doppler examination (50 MHz high pass filter,
Doppler gate 2mm) with a commercially available
instrument (Kretz Doppler ultrasound machine).
Women rested in a semi-dorsal recumbent position for
5 minutes. Maternal uterine arteries were then
identified by color Doppler imaging. Both arteries
were examined at their apparent crossing with the
external iliac artery. For each artery, the image was
frozen when consecutive similar waveforms of good
quality were obtained. The velocity profile was derived
from the built-in software and three consecutive
waveforms were averaged to obtain the velocity
indices of both uterine arteries. The umbilical artery
was then examined at its free floating part, by the
appearance of parallel line echoes, which displayed a
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pulsatile activity on real-time images, midway between
the placental insertion and fetal abdominal wall.

All Doppler examinations were performed by the
same research assistant. Clinical information or patient
medical records were not available to the
ultrasonographer.

The arterial blood pressure was measured in the
sitting or 45° right tilted position from the right arm
using the mercurial sphygmomanometer device.

The criteria used to determine the presence of a
notch were those described by Bower et al:* a notch
was considered to be present (no matter how small the
notch was seen to be) from either uterine arteries. The
uterine artery with the lower resistance was named the
placental artery even when the placenta was midline.

Threshold values of an abnormal test were
determined by the analysis and not by those which
were previously reported by other studies.

The diagnosis of PE was made in accordance with
the criteria of the American College of Obstetricians
and Gynecologists, endorsed by the National Institute
of Health working group' (PE is defined as a blood
pressure greater than 140 mmHg systolic or 90 mmHg
diastolic in a previously normotensive woman, after
the 20" weeks of gestation, accompanied by
proteinuria is of 0.3 g a 24-hour specimen or 30 mg/dL
(1+ dipstick) or greater in a random urine
determination with no evidence of wurinary tract
infection, no other accompanying features or
complaints were included in this definition. SGA
infants are those weighing <10™ percentile for weight
of fetuses at that gestational age and birth.

STATISTICAL ANALYSIS

Data were translated into a computerized database
structure. An expert statistical advice was sought for.
Statistical analyses were computer assisted using SPSS
version 10 (Statistical Package for Social Sciences).
Frequency distribution for selected variables was done
first. The statistical significance of difference in mean
of an outcome continuous normally distributed
variable was assessed by independent samples t-test.
The association between 2 categorical (dichotomous)
variables was assessed by Chi-square test or by
Fisher's exact when the criteria for a valid Chi-square
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test were not met. ROC analysis was used to assess the
validity of selected Doppler parameters in predicting
the incidence of PE and IUGR. P value less than the
0.05 level of significance was considered statistically
significant.

RESULTS

The results presented here were based on the
analysis of a total of 70 pregnant females aged 16-41
years with a mean age of 27.3 years (+ SE = 0.6 years).
These females had a Doppler study of the uterine and
umbilical arteries in their second trimester. The
gestational age ranged between 19.3 to 26 weeks with
a mean of 23.1 weeks (+ SE = 0.4). The incidence rate
for the outcome of interest (PE and/or IUGR) in the
present study was 37.1% (26 out of 70).

In the present study the two outcomes of interest
will be assessed as one outcome in relation to certain
Doppler findings, since the Doppler parameter
abnormalities that might be associated with the
outcome are expected to be the same with both PE and
IUGR, furthermore the study sample is too small to
allow for the study of outcomes with small relative
frequencies, which is the case when each one is studied
alone.

3.1. Uterine arteries notching

The incidence of study outcome (PE and/or IUGR)
showed no obvious or statistically significant
difference between women with an identified uterine
artery notch (29.4%}) and those in whom the notch was
not present (36.1%), at P-value of 0.76.

3.2. Uterine artery S/D

As shown in table 1, the mean of uterine artery S/D
when measured at the first visit in women who
developed the outcome later on (3) showed no obvious
or statistically significant difference from that in
women who did not develop it during follow up (3.5).
When this Doppler parameter was tested by ROC
analysis the area under the ROC curve (0.58) was not
significantly different from an ROC area of (0.5) for an
equivocal test, figure 1. The optimum cut-off value;
the one associated with highest accuracy (2.45) was
associated with sensitivity of 100% and specificity of
50%. If a woman testing negative (<2.45), one can
exclude the possibility of developing PE and/or [UGR
later on with 100% confidence, while a positive test
(22.45) will predict the development of the outcome
with a very low confidence of 18.2% in a female with
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no risky obstetric history in whom the pretest
probability of developing the outcome is around 10%.
A positive test is 2 times more likely in those
developing the outcome compared to those who will
not develop it (LR+ =2).

_______________

____________________

____________________

Sensitvity

1- Specificity

Figure 1. ROC curve showing the tradeoff between
sensitivity (true positive) & false positive (1-
specificity) of all available cut-off values of uterine
artery S/D in predicting the development of PE and/or

IUGR
Area under the curve Area P
Uterine artery S/D 0.58 0.71"%7

The incidence of the outcome among females with
positive uterine artery S/D test value is 18.2%; it is
higher than the nil incidence for those with negative
test result. The association between test result and
incidence of the outcome was however not significant
statistically.

3.3. Uterine artery RI

As shown in the table, the mean uterine artery RI
when measured in women who developed the outcome
later on (0.62) showed no obvious or statistically
significant difference from that in women who did not
develop it during follow up (0.65). When this Doppler
parameter was tested by ROC analysis the area under
the ROC curve (0.46) was not significantly different
from an ROC area of 0.5 for an equivocal test, figure
2. The optimum cut-off value (0.59) was associated
with sensitivity of 80% and specificity of 50%. In a
female with no risky obstetric history in whom
the pretest probability of developing the outcome
is around 10%, given a negative test (<0.59) one can
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Uterine artery | Uterine artery | Umbilical artery | Umbilical artery
S/D RI S/D ' RI
With the outcome 3 (2.6-3.4) 0.62 (0.5-0.71) 4(2.8-5.7) 0.74 (0.64-0.82)
Mean Without the outcome 3.5(1.6-8.1) | 0.65 (0.36-0.85) 4(2.6-6.3) 0.74 (0.62-0.84)
(Range) P-value 0.71 0.78 0.92 0.79
Optimum cut-off value 245 0.59 55 0.805
Positive test >2.45 >0.59 >5.5 =0.805
Sensitivity % 100 80 9.5 9.5
Specificity % 50 50 97.4 92.5
Accuracy 55 56 66.1 63.9
Positive predictive value 10% 18.2 15.1 28.9 12.3
(PPV) at pretest 50% 66.7 61.5 78.5 559
probability 90% 94.7 93.5 97.0 91.9
Negative predictive value 10% 100 95.7 90.6 90.2
(NPP) at pretest 50% 100 714 51.8 50.5
probability 90% 100 21.7 10.7 10.2
Likelihood ratio (LR+) 2 1.6 3.7 1.3
With negative
Incidence of the test result 0 il 339 .
outcome (PE and/or | With positive
IUGR) % e tsuilt 18.2 28.6 66.7 40.
P-value 0.47 0.34 0.29 1

Table 1. The statistical performance of the different Doppler parameters
of the uterine and umbilical arteries blood flow velocity waveforms.

exclude the possibility of developing the outcome later
on with 95.7% confidence, while a positive test
(20.59) will predict the outcome with a very low
confidence of 15.1%. A positive test is 1.6 times more
likely in those developing the outcome compared to
those who will not develop it.

___________

___________

...........
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Figure 2. ROC curve showing the tradeoff between

sensitivity (true positive) & false positive (1-
specificity) of all available cut-off values of uterine
artery RI in predicting the development
of PE and/or IUGR.

Area under the curve Area P
Uterine artery RI 0.46 0.79"

1.0

[y .
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The incidence of the outcome among females with
positive uterine artery RI test value (28.6%) is not
significantly higher than that for those with the
negative result (9.1%).

3.4. Umbilical artery S/D

As shown in the table, the mean umbilical artery
S/D when measured at the first visit in women who
developed the outcome later on (4) showed no obvious
or statistically significant difference from that in
women who did not develop them during follow up
(4). When this Doppler parameter was tested by ROC
analysis, the area under the ROC curve (0.51) was not
significantly different from an ROC area of 0.5 for an
equivocal test, figure 3. The optimum cut-off value
(5.5) was associated with sensitivity of 9.5% and
specificity of 97.4%. In a female with no risky
obstetric history in whom the pretest probability of
developing the outcome is around 10%, given a
negative test (<5.5) one can exclude the possibility of
developing the outcome later on with 90.6%
confidence, while a positive test (=5.5) will predict the
development of the outcome with a low confidence of
28.9%. A positive test is 3.7 times more likely in those
developing the outcome compared to those who will
not develop it.
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Figure 3. ROC curve showing the tradeoff between
sensitivity (true positive) & false positive (1-
specificity) of all available cut-off values of umbilical
artery S/D in predicting the development

of PE and/or IUGR.,
Area under the curve Area P
Umbilical artery S/D 0.51 0.92/!

The incidence of the outcome among females with
positive umbilical artery S/D test value is 66.7% which
is not significantly higher than the 33.9% incidence for
those with negative test result.

3.5. Umbilical artery RI

As shown in the table, the mean umbilical artery RI
when measured in women who developed the outcome
later on (0.74) showed no obvious or statistically
significant difference from that in women who did not
develop it during follow up (0.74).

When this Doppler parameter was tested by ROC
analysis, the area under the ROC curve (0.51) was not
significantly different from ROC area of 0.5 for an
equivocal test, figure 4. The optimum cut-off value
(0.805) was associated with sensitivity of 9.5% and
specificity of 92.5%. In a female with no risky
obstetric history in whom the pretest probability of
developing the outcome is around 10%, given a
negative test (<0.805) one can exclude the possibility
of developing the outcome later on with 90.2%
confidence, while a positive test (20.805) will predict
the development of the outcome with a low confidence
of 12.3%. A positive test is 1.3 times more likely in
those developing the outcome compared to those who
will not develop it.
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Figure 4. ROC curve showing the tradeoff between
sensitivity (true positive) & false positive (1-
specificity) of all available cut-off values of umbilical
artery RI in predicting the development of PE and/or

IUGR.
Area under the curve
Umbilical artery RI

Area
0.51

P
0.920V1

The incidence of the outcome among females with
positive umbilical artery RI test value is 40% which is
not significantly higher than the 33.9% incidence for
those with negative test result.

DISCUSSION

PE is a serious adverse outcome causing perinatal,
maternal morbidity and mortality. Defective
placentation has been identified in women with this
condition, resulting in an increased resistance in
uterine arteries. Doppler velocimetry has been
suggested as a safe and inexpensive screening test to
identify women at high risk of developing PE or of
giving birth to SGA infants. However, most studies in
low risk women have produced disappointing results.'

In contrast, two studies reported high sensitivities
and positive predictive values for the prediction of
PE or SGA newborns.'""

In this study, we've shown that Doppler indices of
the uterine and umbilical arteries are higher in women
who will eventually develop PE or have a growth



restricted baby. However, these differences were not
statistically significant, for being small with important
overlapping of results, so that whatever the choice of
decision threshold, performances are not clinically
useful.

In our prospective cohort of unselected nulliparous
women, we studied the performance of Doppler
parameters and deduced the optimum cut-off values
(that is associated with the highest accuracy), we did
not rely on previously defined abnormal values in the
literature.

Bhushan N Lakhar et al,’ included a total of 120
random pregnancies who were screened at 20, 28 and
34 weeks of gestation, to determine the normal range
(Mean + 2SD) for the various indices (Pulsatility Index,
RI, S/D) of both the uterine and umbilical arteries, and
also to determine the statistical significance (P-value)
of these values by comparing those with the abnormal
indices in pregnancies that developed PE and IUGR, to
conclude whether a Doppler study can be an effective
screening test. They found that the presence of the
uterine artery notch at 20 weeks gestation is not
significant, while at 28 weeks is of sensitivity of 85%,
NPV of 90.9 and PPV of 91.6. Among the various
uterine artery parameters, the diastolic notch had the
highest sensitivity, negative predictive value NPV and
then positive predictive value PPV.

Phupong et al,”® examined low risk population at 22
and 28 weeks of gestation, for detecting uterine artery
notching as a screening test for PE and IUGR. An
early diastolic notch was detected in 18%. Women
with an early diastolic notch have considerably a
higher risk of developing PE and IUGR infants. On the
other hand, women with normal uterine artery
waveforms are unlikely to develop PE and TUGR
infants.

In our study, the uterine artery S/D ratio was found
to be not useful in predicting PE and/or IUGR. The test
is very sensitive, i.c. almost all the cases that will
develop the outcome will test positive at the expense
of having too many false positive test results. The
predictive value of negative test in excluding the
possibility of developing the outcome is more useful
(100%), a conclusion which is not that worthy since
the aim of the test is to predict the possibility of
developing the outcome and not being free of it.
Uterine artery RI led to the same inference too.

Bhushan N Lakhar et al,” found that the uterine
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artery S/D at 20 weeks was of 69% sensitivity, 90.3%
specificity, NPV of 82.6 and PPV of 81.8, at a P-value
of 0.0001. At 28 weeks these results were similar. That
was considered statistically significant.

They also deduced a mean value for the uterine
artery RI at 20 weeks gestation for the normal and
abnormal outcomes, at a P-value of 0.0001. The
specificity of these values was 90.3%; sensitivity was
46%, NPV and PPV of 73.1 and 75, respectively. At
28 weeks of gestation, the mean values had the same
specificity, sensitivity of 69%, NPV and PPV of 82.6
and 81.8, respectively. All these values were
considered significant.

Irion et al,' elucidated these indices at 26 weeks
gestation. For the S/D ratio in predicting PE at a value
of >90" percentile; sensitivity was 26%, specificity
was 90%, PPV was 0.09 at a P-value of 0.0007. 10.2%
of the population, who were low risk, has developed
the outcome (PE). For IUGR<10™ percentile, S/D ratio
also of >90™ percentile was of 13 sensitivity, 90%
specificity, 0.09 PPV, at a P-value of 0.38. 10% of
population developed this outcome. A low sensitivity
and a low PPV imply that only a few of the women
who could benefit from a preventive intervention,
would be identified, but that a majority of the women
tested positive would be submitted to unnecessary
treatments. In Irion et al study,'® a cut-off value for the
uterine artery RI of >0.58 at 26 weeks gestation has
carried 26% sensitivity, 88% specificity, 0.07 PPV, at
a P-value of 0.01. 13% have developed the outcome of
PE. For IUGR; the same cut-off value was associated
with 15% sensitivity, 87% specificity, 0.09 PPV, at a
P-value of 0.46. 13% of the population has developed
this outcome.

Bower et al,” studied the uterine artery in unselected
population and considered the presence of either the
uterine artery notching, in either of the two arteries or
a RI >95™ percentile as being an abnormal result at a
gestation age of 18-22 weeks. The studied outcomes
were PE and TUGR, separately. This study highlighted
the fact that abnormal Doppler results provide a better
prediction of the more severe types of pregnancy
complications. Thus, the sensitivity for mild PE was
only 29%, but for moderate/severe disease the
sensitivity was 82%. Similarly, the sensitivity for birth
weight below the 10" percentile was 38% and for birth
weight below the 5 percentile, was 46%.



In this study, S/D ratio of the umbilical artery,
showed no obvious or statistically significant
difference between those who developed the outcome;
PE and/or IUGR and those who did not develop it
during follow up. Although the optimum cut-off value
for this test is more specific than the previous two
parameters, however, its sensitivity is very low. The
results of the umbilical artery RI led to the same
conclusions to these of the umbilical artery S/D ratio.

Bhushan N Lakhar et al,’ deduced the normal mean
values for the umbilical artery S/D and RI ratios at
both 20 and 28 weeks of gestation, these were then
compared with those of abnormal outcome (PE and
IUGR), at the same gestational ages. At 20 weeks
gestation, S/D results obtained sensitivity, specificity,
PPV and NPV of 30%, 3%, 57.1 and 66.7%,
respectively. At 28 weeks of gestation, the results
were; 46%, 2.92%, 66.7 and 72%, respectively.

At 20 weeks, the sensitivity, specificity, PPV and
NPV of the umbilical artery RI ratio were; 46%, 67%,
62.5 and 69.2%, respectively. At 28 weeks, these were
the same but with specificity of 65%, and that was
found significant.

CONCLUSIONS AND RECOMMENDATIONS

Our findings, consistent with several small studies,
suggest that Doppler exploration of the uteroplacental
circulation does not fulfill the requirements of a
screening test in unselected low risk populations, due
to the inconsistent specificity and sensitivity values
and the low PPV. However, the remaining question is
to define for whom screening with uterine and
umbilical arteries Doppler velocimetry waveforms
analysis should be proposed. Risk factors for PE and
IUGR identified by medical history, second trimester
arterial blood pressure or combination of simple
biologic tests have been reported. In order to offer
preventive treatments, such as low dose aspirin or
calcium supplementation, to those tested positive,
Doppler ultrasound screening of pregnant women
presenting with risk factors might prove to be
beneficial. This approach remains to be evaluated in
prospective randomized controlled studies.

ACKNOWLEDGMENTS

We would like to deeply and greatly thank Dr.
Ahmed Samir Al-Naaimi (M.Sc.), Medical College,
Baghdad University, for his invaluable efforts in

he Arab Board of Medical Specializations Vo

30

preparing the results of this study and Dr. Shatha
A’alash, for her great assistance in performing the
ultrasonic examinations.

REFERENCES

1. National High Blood Pressure Education Program.
Working group report on high blood pressure in
pregnancy. NIH publication No.00-3029; originally
printed 1990; revised July 2000.

2. F Gary Cunningham, Norman F Gant, Kenneth J
Leveno, et al. Williams Obstetrics. 217 edition.
McGRAW-HILL:2001.P. 567.

3. Bhushan N Lakhar, Shafeek A Ahamed. Doppler
velocimetry of uterine and umbilical arteries during
pregnancy. Ind J Radiol Imag 1999Aug; 9(3):119-25.

4. Campbell S, Griffin DR, Pearce JM, et al. New
Doppler technique for assessing uteroplacental blood
flow. Lancet 1983;1:675 7.

5. Trudinger BJ, Giles WB, Cook CM. Uteroplacental
blood flow velocity-time waveforms in normal and
complicated pregnancy. Br J Obstet Gynaecol
1985;92:39 45.

6. Campbell S, Pearce JM, Hackett G, et al. Qualitative
assessment of uteroplacental blood flow. An early
screening test for high risk pregnancies. Obstet
Gynecol 1986;68:649 53.

7. Fleisher A, Schulman H, Farmakides G, et al. Uterine
artery Doppler velocimetry in pregnant women with
hypertension. Am J Obstet Gynecol 1986;154:806 13.

8. Bekedam DJ, Visser GHA, van der Zee AGJ, et al.
Abnormal velocity waveforms of the umbilical artery in
growth-retarded fetuses. Relationship to antepartum
late heart rate decelerations and outcome. Early Hum
Dev 1990;24:79 89,

9. Bower S, Schuchter K, Campbell §. Doppler
ultrasound screening as part of routine antenatal
scanning: prediction of PE and IUGR. Br J Obstet
Gynecol 1993;100:989- 94.

10. Irion O, Masse J, Forest JC, et al. Prediction of PE,
low birth weight for gestation and prematurity by
uterine artery blood flow velocity waveforms analysis
in low risk nulliparous women. Br J Obstet Gynecol
1998 Apr;105:422-9.

11. Bower S, Bewley S, Campbell S. Improved prediction
of PE by two stage screening of uterine arteries using
the early diastolic notch and color Doppler imaging.
Obstet Gynecol 1993;81:78- 83.

12. Valensise H, Romanini C. Second-trimester uterine
artery flow velocity waveform and oral glucose
tolerance test as a mean of predicting intrauterine
growth  retardation. Ultrasound Obstet Gynecol
1993:3:412-6.

13. Phupong V, Dejthevaporn T, Tanawattanacharoen S,
et al. Predicting the risk of PE and small for
gestational age infants by uterine artery Doppler in
low-risk women. Arch Gynecol Obstet 2003,;268:158-61.



Arab Board of Medical Specializ

Ohiginal pticte G+ & 52

CAUSES AND MANAGEMENT OF NASAL BONE FRACTURES IN PATIENTS
ATTENDED AL-THAWRA TEACHING HOSPITAL, YEMEN
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ABSTRACT

Objective: To describe the distribution of nasal
bone fractures among patients attended Al-Thawra
Teaching Hospital in Sana'a, Yemen.

Patients and Methods: A rotal of 306 patients with
nasal bone fractures attended the General Emergency
Room or ENT outpatient clinic in Al-Thawra Teaching
Hospital during the period from January 2005 to
December 2006. Patients were examined clinically and
investigated by X-ray, CT-scan and nasal endoscopy
when appropriate.

Results: Nasal bone fractures accounted for
52.6% of all facial fractures. A proportion of 40% of

S8 g ples b it At
o gyl ke (e

patients with nasal bone fractures were aged between
16-30 vyears. Males were 230 (75.2%) and females
were 76 (24.8%). Fights 114 (37.2%), road accidents
79 (25.6%) and falls 49 (16.0%) were the most
common causes of nasal bone fractures. External
swelling 202 (66.0%), nasal obstruction 125 (40.8%)
and epistaxis 112 (36.6%) were the common
presenting symptoms. Closed reduction 184 (74%)
was the common surgical intervention. Most of the
reductions 130 (72.3%) were done under local
anesthesia. The majority of the reductions 187 (75.1%)
were done within 3-7 days after injury.

Conclusions: The highest incidence of nasal bone
fractures was found among young adults between 16-
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30 years old. The most common causes were fights,
road accidents and falls. The common signs and
symptoms were external swelling, nasal obstruction
and epistaxis. Closed reduction was the most common
intervention. The majority of reductions were done
under local anesthesia. Considerable proportion of
patients were unsatisfied by the reduction.

INTRODUCTION

Nasal bone fracture is the most common facial
fracture,"” and the third most common fracture of the
human skeleton overall.” Mismanagement of nasal
fractures can lead to both aesthetic and functional
deformities.* Falls,>® road accidents,’ fights,® and sport
activities®” are the most common factors leading to
nasal fractures.

The diagnosis of a nasal bone fracture is based on
taking patient's history and physical examination.®
Using radiography in patients with nasal trauma is
common but it has some disadvantages.” CT-scan is
indicated to assess for related fractures.'” Nasal
endoscopy is mandatory for proper assessment of
fractured noses.'' If there is swelling to mask bone
deviation the patient has to be reassessed 3-5 days
later,' and the nasal bone reduction should be done
within two weeks."

Some authors consider manipulation under local
anesthesia is effective,''> while others consider
general anesthesia is more appropriate choice.'®” In
management of nasal bone fracture some experts
advise for closed reduction'® while others for open
reduction.”” The incidence of post reduction nasal
deformities ranges from 14 to 50 percent.*®

Studies tackling this health problem in Yemen
could not be traced. The general objective of the study
is to describe the distribution of the nasal bone
fractures among patients presenting at Al-Thawra
Teaching Hospital, specially to classify the causes of
the nasal bone fractures, identify the type of fractures,
describe clinical presentation, diagnosis and the final
outcome of the interventions.

PATIENTS AND METHODS

During the period January 2005 through December
20006, 306 patients with history of nasal bone trauma
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were seen in the general emergency room (GER) or
ENT outpatient clinic at Al-Thawra Teaching Hospital.
Al-Thawra Teaching Hospital, situated in the capital
city of Sana‘a, is the largest hospital in the country
which received around 330,000 patients from all parts
of Yemen in the year 2006.* Information sheets
(questionnaire) were filled up for patients containing
the variables under study. The history taking was
detailed to ascertain the mechanism of injury and we
asked about function of the nose before trauma. The
external examination of the nose includes inspection
for external swelling, deformity, wounds and
lacerations. Palpation of the external nose was done to
identify tenderness, crepitus and depression. In the
internal examination we used electric head light, nasal
speculum, nasal decongestant and local anesthesia.

All patients were investigated for complete blood
count, X-ray of the lateral view of the face for nasal
bone, CT-scan and nasal endoscopy when appropriate.
Rigid nasal endoscopy were used in some cases to
evaluate the internal structures of the nasal cavity
including the nasal septum and after nasal bone
reduction.

Initial management was on homeostasis and
minimizing swelling. Antibiotics, decongestant nasal
drops and analgesic were given for 7 days.
Occasionally, nasal pack was used for persistent
epistaxis.

Before the manipulation we rated the timing of the
reduction, choice of anesthesia (local or general) and
surgical method (closed or open reduction). For local
anesthesia we used 2% lidocaine hydrochloride
solution, and nasal decongestant (xylometosline).

Intramuscular sedation and antinflammatory
(diclofenac sodium) were given for some patients with
nasal bone reduction under local anesthesia. Both
instruments the Asch and the Walsham forceps were
used for reduction.

The patients with unsatisfied reduction were
prepared to septorhinoplasty, and the patients who had
injuries related to subspecialties were related
accordingly. We followed up the vast majority of the
patients for 12-18 months.



RESULTS

Out of 582 cases of facial fractures presented at Al-
Thawra Teaching Hospital 306 (52.6%) had nasal bone
fractures. The most common age group of the patients
with nasal bone fractures was between 16-30 years old,
accounting for 39.9% of the cases, and the youngest
patient was 2 years old, while the oldest one was 85
years old, see table 1. Male sex were 230 (75.2%) and
female were 76 (24.8%), table 2.

Most common causes of nasal bone fractures were
fights 114 (37.3), followed by road accidents 79
(25.6%) then falls 59 (19.3%), see table 1 and 2.

As for signs and symptoms the most common
presenting signs were external swelling 202 (66.0%),
nasal obstruction 125 (40.8%), epistaxis 120 (39.2%),
pain in 113 (36.9%). Patients with external deformity
were 63 (20.6%), laceration was found in 31 patients
(10.1%) and only 2 patients (0.7%) presented with
rthinorrhea. Most of the patients presented with more
than one sign and symptom.

All patients routinely had X-ray lateral view of the
face for nasal bones. CT-scan of the nose and
paranasal sinuses was performed in 12 (3.9%) cases.
Patients with other facial injuries were 10 (3.3%), 3 of
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them (3.0%) also had fractures of the maxillary sinus,
2 (20%) had fracture of the ethmoid bone, 2 (20%) had
fracture of mandibular bone, 2 (20%) had contusion of
the eye and 1 (10%) had fracture of the frontal sinus.

Fights caused 114 (37.2%) nasal bone fractures,
majority of the cases 69 (60.5%) were males aged
between 16-30 years, and 8 (7.0%) were females, of
them 7 (87.5%) were victims of male violence.

Of the 79 (25.8%) road accidents cases, children
aged 15 years and below constituted more than 50%.
Eighteen cases (5.9%) injured during sport activities.
Of the 14 (4.6%) home accident cases 9 (64.3%) were
females. The nasal bone fractures caused by gun shot
were 6 (2.0%); 3 (50%) of them were accidentally and
1 (16.7%) tried to suicide.

As for the types of nasal bone fractures, 167
(54.6%) were nondislocated fractures, while 139
(45.4%) were dislocated fractures. Post traumatic
septal hematoma were found in 17 (5.6%) cases and
septal abscess in 6 (2.0%), incision and drainage were
done for all of them.

Total patients who underwent nasal bone reduction were
249 (81.4%); 130 (72.3%) of them were operated under

Causes 15 y and below } 16 30y 31 y and above Total
No. %o No. % No. % No. %
Fights 9 9.0 74 60.7 31 36.5 114 37.2
Road accidents 46 46.5 22 18.0 11 12.9 79 258
Falls 26 26.3 9 7.4 14 16.5 49 16.0
Work accidents - - 10 8.2 16 18.8 26 8.5
Sport activities 16 16.2 2 1.6 - - 18 5.9
Home accidents - 5 1.6 12 14.1 14 4.6
Gun shots 2 2.0 3 2.5 1 1.2 6 2.0
Total 99 32.4 122 39.9 85 27.7 306 100.0
Table 1. Causes of nasal bone fractures in relation to age.
e Male Female Total
No. % No. % No. %
Fights 106 46.0 8 10.5 114 37.2
Road accidents 55 23.9 24 31.6 79 25.8
Falls 27 147 22 28.9 49 16.0
Work accidents 21 9.1 5 6.6 26 8.5
Sport activities 12 5.2 6 7.9 18 59
Home accidents 5 2.2 9 11.8 14 4.6
Gun shots 4 1.7 2 2.6 6 2.0
Total 230 75.2 76 24.8 306 100.0

Table 2. Causes of nasal bone fractures in relation to sex.
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local anesthesia while 79 (31.7%) cases had the reduction
under general anesthesia. Twenty (4.8%) patients refused to
do nasal bone reduction under local anesthesia. Closed
reduction was for 184 (73.9%), closed reduction and
septoplasty for 5 (1.6%), open reduction for 48 (15.7%), and
open reduction with septoplasy for 12 (2.8%), table 3.

Management No. %
Closed reduction only 184 | 739
Closed reduction and septoplasty 5 2.0
Open reduction only 48 19.3
Open reduction and septoplasty 12 4.8
Total , 249 | 100.0

Table 3. Surgical management
of patients with nasal bone fractures.

The earliest reduction was done in the same day of
presentation and the latest was after10 days of trauma.
The majority of reduction 187 (75.1%) were done
within 3-7 days, 43 (17.3%) were done in the first day
of trauma and only 2 (0.8%) were done in the tenth
day. '

Postreduction septal hematoma were identified in 11
(4.4%) patients and septal abscess in 3 (1.2%), we did
incision and drainage for all of them. External splints
were removed after 5-7 days.

For 57 patients (18.6%) who did not need reduction
we did cleaning and suturing for 32 (56.1%).

We followed up 235 (94.4%) of patients who
underwent reduction, fifty one of them (21.7%) were
not satisfied.

DISCUSSION

In our study nasal bone fractures exceeded one half
of the facial fractures. This finding is comparable to
the findings of other investigations.”*' The proportion
of fractures due to fights is higher than others® as
revealed in the current study it seems that the
incidence of fights in Yemen is high. The people
engaged in the fights usually seek medical report for
compensation and legal purposes and therefore attend
to the hospital. The age group of 15-30 years old is
affected more than other age groups. This age group is
more involved in fights, road accidents, work
accidents, sport activities etc.
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Around one fourth of nasal bone fractures cases
were females. This proportion is low. The reason could
be that females in conservative society like Yemen are
less likely to be engaged in risky activities like fights,
road accidents, work accidents, sport activities etc. The
main causes of nasal bone fractures in females were
road accidents followed by fall accidents. These
findings are reasonable for female in Yemen. The most
affected age group by these causes are child females.
However, out of 8 cases of females involved in fights,
7 (87.5%) were victims of male violence. The
outcomes of this type of violence needs further
investigation.

Females constituted most of the cases of home
accidents, 9 out of 14 (64.3%). In Yemen the vast
majority of women are house wives and the home is
the theatre of their activities.

We investigated all patients with X-ray, however the
radiography did not allow for identification of
cartilaginous  fractures. But for medico-legal
documentation of nasal bone, patients and their
relatives usually prefer to request for X-ray. In
addition, positive X-ray help in getting the agreement
for the nasal bone operation. CT-scan of the nose and
paranasal sinuses was preformed for 12 (3.9%) cases,
here we included the patients with other suspected
facial trauma, cases which cannot be diagnosed during
physical examination or by X-ray and patients who
had posttraumatic rhinorrhoea.

In surgical intervention, we used both techniques
local anesthesia for (72.3%) and general for (31.7%) of
cases. Both techniques have their advantages, the local
anesthesia is safe, less costly and easy, whereas the
general anesthesia was used for children and for
uncooperative patients, and to ease the work. Twenty
(4.8%) patients refused to do nasal bone reduction
under local anesthesia and were referred for general
anesthesia, because patients after accident were
frightened, anxious, and feeling severe pain. So
intramuscular sedation and anti-inflammatory were
given for some patients under local anesthesia. The
majority of reductions (75.1%) were done between 3-7
days, and the latest were in the tenth day. We believe
that this period is appropriate. The third day is optimal
for external swelling to subside and the tenth day is
suitable before the healing of the bone.



Fifty one patients (21.7%) who underwent nasal
bone reduction were unsatisfied. This has no relation
to the type of anesthesia or the method of nasal bone
reduction, but mainly related to the experience of the
surgeon, and some surgeons give attention to the
external form of the nose and they do not focus on the
nasal septum in the nasal cavity.

CONCLUSIONS

The highest incidence of nasal bone fractures was
found among young adults between 16-30 years old.
The most common causes were fights, road accidents
and falls. The common signs and symptoms were
external swelling, nasal obstruction and epistaxis.
Closed reduction was the most common intervention.
The majority of reduction cases were done under local
anesthesia. Considerable proportion of patients were
unsatisfied by the reduction.
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PREVALENCE OF ROTAVIRUS CAUSING ACUTE DIARRHEA IN CHILDREN
BELOW TWO YEARS IN BABYLON GOVERNORATE IN IRAQ
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ABSTRACT

Objective: Acute diarrhea is considered as the
major cause of morbidity and mortality disease to
infants in the world. This research is done 1o reveal the
prevalence of rotavirus that cause diarrhea in children
below two years with their spreading according to age,
sex, feeding pattern, residence and mother education.

Methods: 315 children less than two years of age,
who were suffering from acute diarrhea, were studied
between November 2003 and April 2004 in Babylon
governorate including 225 hospitalized patients and
90 outpatients. Rotavirus antigen was detected in their
stool by latex agglutination technique.

Results: Roravirus antigen was positive in 22.5% of
cases. The frequency of rotavirus infection was
significantly higher among patients under one year of
age (99%). Breast-feeding proved to have a protective
action against rotavirus infection.

P sl sl

AIMS

To estimate the prevalence of rotavirus infection in
children below two years in Babylon maternity and
children hospital, with its spreading according to age,
sex, feeding pattern, residence and mothers education.

INTRODUCTION

Rotavirus, an icosahedral virus in the family
Reoviridae, has a distinct morphologic appearance by
negative-stain electron microscopy.' Rotavirus has
seven major groups (A-G); most human strains belong
to group A’ although groups B and C have
occasionally been associated with human illness.?
Rotavirus is the most important etiological agent of
serious dehydrating diarrhea among infants and
young children, causing an estimated nine million
cases of severe disease, and more than 800 000 deaths

*Jasim M. Al-Marzoki, CABP, Consultant Pediatrician, Department of Pediatrics and Microbiology, Babylon Medical College, Babylon University, Hilla-

Iraq.

*Mohammad A. Al-Qaraguli, PhD, Microbiologist, Department of Pediatrics and Microbiology, Babylon Medical College, Babylon University, Hilla-Iraq.
*Ali H. Mohammad, MSC, Microbiologist, Department of Pediatrics and Microbiology, Babylon Medical College, Babylon University, Hilla-Iraq.



f the Arab Board of Medical Specializa

per year worldwide."**® Typically children under 2
years of age are affected and rotavirus may be
responsible for up to 50% of acute admissions to
pediatric units during the winter months.” In
developing countries this virus accounts for nearly 6%
of all diarrheal episodes and for 20% of all diarrhea-
associated deaths of children under five years.® In
industrialized  countries as  well,  rotavirus
gastroenteritis is a major cause of hospitalization of
infants and young children.” Rotavirus diarrhea is most
prevalent among children aged 6-24 months, and it has
been estimated that an effective vaccine could reduce
diarrheal mortality among this age group." Human
rotavirus (HRV), also infects neonates within some
hospital nurseries, where infection is nosocomially
acquired and is characteristically asymptomatic.l biz

PATIENTS AND METHODS

In this prospective study, we examined 315 stool
specimens collected from children below 24 months
who had diarrhea, in Babylon maternity and children
hospital between November 2003 to May 2004. We
got the information from their parents by questionnaire
including information about age, sex, mother’s age and
education, residence, feeding pattern, type of water
supply, duration of diarrhea, and clinical features.
Slidex Rota kits which produced by (Bio-Kit) were
used to diagnose rotavirus in stool specimens.

Statistical analysis: We used the student’s Chi-
Square test and Hypothesis test of the difference
between two proportions.

RESULTS

From the 315 stool specimens collected during the
period of this study, human rotavirus (HRV) was
detected in 71 cases (22.5%). Table 1 reveals that the
percentage of HRV cases in hospitalized patients was
less than those who were treated in the outpatients
clinic, 54 (21.4%) and 17 (26.9%) respectively, with
significant difference between them (P<0.05).

Table 2 reveals that HRV infection in males was
higher than females, 24.69% and 20.13% respectively,
with no significant difference (P>0.05).

Table 3 Shows a significant difference in HRV
infection between the patients who lived in rural areas
and those who lived in urban areas, 28.19% and
14.96% respectively, (P<0.01).

HRYV in patients using river water was higher than
in those who used tap water 46.6%, 26.26%
respectively  (P<0.05), with highly significant
difference between boiled and unboiled water
(P<0.01), as shown in table 4.

Table 5 reveals the clinical features related to
human rotavirus infection. Watery diarrhea constituted
100%, duration of diarrhea below 8 days constitute
87.3%, fever 88.73%, vomiting 88.73%, dehydration
97.18%, and abdominal colic 98.59%.

Table 6 reveals that human rotavirus infection was
more in patients whose mothers were illiterate 67.6%,
while it was noted in 23.94% patients of mothers with
primary school education, with significant difference
between mother education and positive cases of human
rotavirus infections (P<0.01).

Most infection with human rotavirus were between
1-11 months (92.95%), and the highest ratio was at 4-7
months (42.25%), so there was highly significant
difference in relation to age groups (P<0.01), table 7.

Table 8 shows that human rotavirus infection in
children with bottle feeding and mixed feeding was
35.44%, 26.14%, respectively; while in those who
were on breast feeding was 13.51%, and there was a
significant difference between breast feeding and other
type of feeding (P<0.01), but there is no significant
difference between mixed feeding and bottle feeding
(P>0.05).

Infants with diarthea | No. of patients o A

No. %
Hospitalized group 252, 54 21.4
Outpatient group 63 17 26.9
Total 315 71 225
Table 1. The percentage of human rotavirus in patients with diarrhea.
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Hospitalized 122 25 20.49 130 31 2384 | >0.05
group

Outpatient group 26 5 19.23 37 10 27.02 >0.05
Total 148 30 20.27 167 4] 24.55

P value >0.05

Table 2. Sex distribution of patients with positive rotavirus infection.

Hospitalized group 105 15 14.28 147 41 27.89 <0.01
Outpatient group 22 4 18.18 41 11 26.82 <0.01
Total . 127 19 14.96 188 53 28.19

P value >0.05

Table 3. Residential distribution of patients with positive rotavirus infection.

Tap Boiled 51 2 3.92 <0.01
Unboiled 94 21 22.34

River Boiled 60 4 6.66 <0.01 P<0.05
Unboiled 110 44 40

Total 315 71 22.53

Table 4. The distribution of rotavirus infections according to water supply.

p Watery 71 100
g TP giedy 0 0
g ——— <8 day 62 87.3
>8 day 9 12.67
Fever 63 88.73
Vomiting 63 88.73
Dehydration 69 97.18
Abdominal colic 70 98.59

Table 5. Clinical features of rotavirus cases.

Illiterate 48 67.6
Primary 17 23.94
Secondary 6 8.45
Higher 0 0

Total 71 100%

Table 6. The distribution of rotavirus infections accordine to mothers education.

38



he Arab Board of Medical Specializatic

Age (months) | Positive HRV cases | %
13 18 25.35
4-7 30 42.25
8-11 18 25.35
12-15 5 7.04
16 - 19 0
20-24 0 0
Total 71 99.99
B " emmgpemm
. e Bole. . | Mied
. groups | No.of | Positive HRV | No.of | Positive HRV | No.of | Positive HRV.
| . patients [ N0 g ; patients | Ng. o patlents No. | %
Hosprialized | gy | 97 | wag | e 22 | 3333 | 68 16 | 23.52
group
Opipatient. | 44 3 10 13 6 | 4615 | 20 7 35
group
Total 148 | 20 | 1351 79 28 | 3544 | 88 23 | 2614

Table 8. Feeding pattern in patients with positive human rotavirus infection.

DISCUSSION

Of the 315 infant patients with acute diarrhea,

human rotavirus was detected in 71 patients (22.5%)

(table 1). This result was less than other studies done
in Iraq, Russia, Turkey, and Australia, where it was
identified in 41.03%, 34.9%, 39.8%, and 40%,
respectively.'>"**!®> This difference may be related to
the technique of detection of human rotavirus, where
we used latex agglutination test while the other studies
have used ELISA technique and the range of age was
up to five years in their studies.

The significant difference between the inpatients
and outpatients percentage of detection of human
rotavirus could be explained as most of those patients
were not severely ill and did not need admission to the
hospital.

In our study we noticed that the ratio of the human
rotavirus infection among males was higher than
female (24.55%, 20.27% respectively) in ratio 1.21:1
(table 2), which is the same ratio in other studies.'®'""®
Diarrheal disease was found a year round, in both
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urban and rural settings.”” Our results revealed that
the percentages of the human rotavirus infections were
more in infants living in rural area than in urban area
28.19%, 14.96% respectively (table 3), and this result
approached a Costarician study.” This difference in
distribution could be explained as a result of the nature
of life style in our rural area where the peoples are
using river water without sterilization (boiling or
chemical) as shown in (table 4). Data from rural areas
in Egypt, Guatemala and Bangladesh demonstrated
higher rates in their rural area of 3%, 14% and 50%,
respectively. Rural America has a 20 percent rate
higher than urban areas, according to a paper from the
National Rural Health Association (NRHA).*!

Our study revealed that human rotavirus infection
was common in infants between 1-12 months (table 7),
this result is nearly the same to other studies done in
Irag, Turkey, India, Iran, Guiana,"*%'"**% while in a
study from Venezuela the frequency of infection with
human rotavirus was common in children under 5
years with the highest ratio was under 2 years old and
it was slightly higher in the age group (13-24) months,



and was significantly lower in children younger than 6
months old.**

The low rate of infection in children over one year
old may be related to the immunity acquired from the
several infections in the first year of their life.”

In our study the ratio of the human rotavirus
infection among infants who were on bottle feeding
and mixed was higher than infants who were on breast
feeding only; 35.44%, 26.14% and 13.51%
respectively (table 8), this result is close to the study
done in Turkey,” which revealed that infants who were
not exclusively breast-fed were at a two-fold greater
risk of rotavirus diarrhea than those who were
exclusively breast-fed, and same to other study
revealed that rotavirus infection was significantly less
frequent in breast-fed than among bottle-fed babies.”

The low number of infection with HRV in infants
who were exclusively breast-fed may be to the passive
immunity that infant acquired from his mother during
this period, leading to this protection against some
common infections like the human rotavirus infections,
and decrease of the possible transmission from
contaminated food.*

In another 'study,27 Duffy LC et al found that the
attack rate of rotavirus gastroenteritis on breast-fed and
bottle-fed infants was (20%, 17%, respectively);
however, the clinical course of rotavirus gastroenteritis
was quite different. Infants who were breast-fed had
illnesses that were characterized by milder symptoms
of shorter duration while bottle-fed infants who
acquired rotavirus gastroenteritis were classified as
having acute illnesses with longer duration. These data
suggest that factors associated with breast-feeding,
although not affecting rotavirus infection rates, may
moderate the clinical course of rotavirus
gastroenteritis,”® stated that prolonged breast feeding
may explain the reduced of the pathogenisity of viral
gastroenteritis.

REFERENCES

1. Kapikian AZ, Chanock RM. Rotaviruses, In Fields
BN, Knipe DM, and P M Howley, Fields virology, 3
ed. Vol 2, Philadelphia: Lippincott-Raven Press; 1996.
P. 1657-708.

1¢ Arab Board of Medical Specializatio

40

2. Joana D Arc, Paulo J, Leite G, et al. Rotavirus G
serotypes and P-G genotypes identified in cases of
reinfection among children participating in a trial with
Rhesus-human reassortant tetravalent vaccine (RRV-
TV) in Belemi. Brazil Journal of Tropical Pediatrics
2002 Apr;48(2):93-97.

3. Marie-Cardine A, Gourlain K, Mouterde O,
Castignolles N, et al. Epidemiology of acute viral
gastroenteritis in children hospitalized in Rouen,
France. Clin Infect Dis 2002 May, 1170-8.

4. Kapikian AZ, Chanock RM. Rotaviruses, In Fields
BN, Knipe DM, Virology. New York: Plenum;1990;2.
P. 1353.

5. Villena C, Gabrieli R, Pinto RM, et al. A large
infantile gastroenteritis outbreak in Albania caused by
multiple emerging rotavirus genotypes. Epidemiol
Infect 2003 Dec,;131(3):1105-10.

6. Kurugol Z, Geylani S, Karaca Y, et al. Rotavirus
gastroenteritis among children under five years of age
in Izmiv, Turkey. Turk J Pediatr 2003 Oct-
Dec;45(4):290-4.

7. Cryanl B, Lynchl M, Whytel D. Surveillance report
rotavirus in Ireland. Euro Surveillance Monthly
Archives 1997;2(2).

8. De Zoysa I, Feachem RV. Interventions for the
control of diarrheal diseases among young children:
rotavirus and cholera immunization. Bull World Health
Organ 1985;63:569-83.

9. Kapikian AZ, Chanoc KRM. "Rotaviruses" In Fields,
B.N. 'virology". New York: Raven press;1985. P.863-
906.

10. Clark JD, Phillips AD. Investigation of hospital
acquired  rotavirus  gastroenteritis using RNA-
electrophoresis. J Med Virol 1988;26:289-99,

11. Cicirello HG, Das BK, Gupta A, et al. High
prevalence of rotavirus infection among neonates born
at hospitals in Delhi, India: predisposition of newborns
Sor infection with unusual rotavirus. Pediatr Infect Dis
J Aug 1994,13(8):720-4.

12. Kilgore PE, Unicomb LE, Gentsch JR, et al. Neonatal
rotavirus  infection in  Bangladesh:  strain
characterization and risk factors for nosocomial
infection. Pediatr Infect Dis J 1996;15:672-77.

13. Al Kelaby KA. Epidemiological study of common
enteropathogens associated with acute diarrhea in
children in Najaf governorate. MSc. Thesis; 1999.

14. Khaustov VI, Shekoian LA, Korolev MB, et al.
Virological and serological characteristic of outbreaks
& sporadic cases of acute gastroenteritis. Vopr
Virsusol 1989;34(2):221-5.

15. Mclver CJ, Hansman G, White P, et al. Diagnosis of
enteric pathogens in children with gastroenteritis.
Pathology 2001 Aug;33(3):353-8.



PI, et al. Rotavirus

16. Chiu TF, Lee CN, Lee
gastroenteritis in children: 5-year experience in a

medical center. J Microbiol Immunol Infect
2000;33(3):181-6.

17. Milaat WA, Elassouli SM. Epidemiology of diarrhea
in two major cities in Saudi Arabia. J Commun Dis
1995,;27(2):84-91.

18. Kelkar SD, Purohit §G, Simha KV. Prevalence of
rotavirus diarrhea among hospitalized children in
Pune, India. Indian J Med Res 1999;109:131-5.

19. Ellen Wilson, Preeti Singh. Experts from a cross Asia
report status of worlds leading cause of diarrhea-
related death in children. 4" workshop of the members
of the Asian rotavirus Surveillance Network Manila,
Philippines 2003.

20. Simon A, Mata L. Fecal rotaviruses, adenoviruses,
coronavirus-like particles, and small round viruses in a
cohort of rural Costa Rican children. Am J Trop Med
Hyg 1985 Sep;34(5):931-6.

21. American family physician. National Rural Health
Association Paper Addresses Uninsured in Rural and
Frontier Areas, 15 Nov 1999.

e Arab Board of Medical Specializat

41

22. Zarnani AH, Modarres SH, Jadali F, et al. Role of
rotaviruses in children with acute diarrhea in Tehran,
Iran. J Clin Virol 2004 Mar;29(3):189-93.

23. Cardoso D, Das D, Martins RM, et al. Rotavirus and
adenovirus in 0-5 year old children hospitalized with or
without gastroenteritis in Goiana. Brazil Rev Inst Med
Trop Sao Paulo 1992 Sep-Oct;34(5):433-9.

24. Torres BV, Ilja RM, Esparaza J. Epidemiological
aspects of rotavirus infection in hospitalized
venezuelan children with gastroenteritis. Amer J Trop
Med Hyg 1978 May;27(3):567-72.

25. Young B, Brisco J. A case-control study of the effect
of environmental sanitation of diarrhea morbidity in
Malawi. J Epid and Comun Helth 1987;42:83-88.

26. Nimiri LF, Hijazi S. Rotavirus-associated diarrhea in
children a refugee camp in Jordan. J Diarrheal Dis
1996;14(1):1-4.

27. Duffy LC, Byers TE, Talty MR, et al. The effects of
infant feeding on rotavirus-induced gastroenteritis: A
prospective  study. Amer J  Public  Health
1986,6(3):259-63.



1 of the Arab Board of Medical Specializations Vol

LEUKEMIA BELOW TWO YEARS: A TEACHING HOSPITAL STUDY
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ABSTRACT Objective: To find out the percentage of leukemia
below two years.

Methods: A retrospective study of (497) children
with cancer (<15 years of age), was conducted
between January 2001 to December 2004, at Central

Background: A significant increase happened in
infant acute leukemias incidence of around 2.5%
per vear for 15 years, suggesting the presence of an
environmental factor.
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Teaching Hospital for Children/Hematology and
Oncology unit. Three hundred fifty six children
(71.6%) were diagnosed as leukemia, (61) of those
leukemia were below 24 months of age. Data
regarding, age, sex, residence, clinical features and
laboratory findings at diagnosis, previous maternal
abortions, Down’s syndrome and outcome were
recorded.

Results: Leukemia below 2 years was accounted
for 17.1% among leukemic childhood cases below 15
years, 39 (63.1%) were boys and 22 (36.9%) were
girls. Acute Lymphoblastic Leukemia (ALL) accounted
for (59%), while Acute Myeloid Leukemia (AML) and
Chronic Myeloid Leukemia (CML) accounted for
(32.8%) and (8.2%) of the cases respectively.
Hepatosplenomegaly (85.1%), fever (80%) and pallor
(54%) were the major clinical presentation, 29.5% of
cases had leukocytosis >50 x 10°\L. We found that
increase in numbers of previous maternal abortions
was related to leukemia, one abortion represented
(9.8%) and repeated abortions represented (18.2%) of
the cases. Three patients were Down's syndrome
constituting (4.9%) of cases. Eight patients(14.1%)
were still alive on chemotherapy, while 27 patients
(43.3%) were dead, and 26 patients (42.6%) lost their
follow up.

Conclusions: The percentage of leukemia below 2
years represented 17.1% of childhood leukemia <15
years, with ALL has accounted for the highest
percentage. Males were predominant in ALL, AML
and CML. History of maternal abortion and Down's
syndrome were both related to occurrence of leukemia
below 2 years.

INTRODUCTION

Infant or congenital leukemias are defined by a
diagnosis within either the first month, the first year, or
the first two years of life, according to different
workers.! Infant leukemias have been suspected to
have an environmental component.”

The risk of leukemia in children, as cancer patients
in general, reflects a complex interplay between
inherited predisposition, exogenous to agents with
leukemogenic potentia1.3

Infant leukemias have been associated with Down
syndrom, Turner syndrome, and trisomy 9, in contrast

urnal of the Arab Board of Medical Specializations Vol.9, B
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to other cases, some infant leukemias associated with
Down syndrome undergo spontaneous remission. ™’

- Infant leukemias related to exposure of the fetus to
substance that affect topoisomerase II, and a variety of
natural and synthetic compounds including quinolone
antibiotics, flavonoids in food and drinks.*’

A recent international epidemiologic study has
implicated transplacental exposure to DNA damage in
drugs, non steroidal anti-inflammatory drug (dipyrone)
and mosquitocidal agents.®

Two-five fold increased risk of leukemia in those
who had maternal history of fetal loss prior to the birth
of the index child.”

ALL of infancy is associated with organomegaly,
pallor, high leukocyte count at presentation and central
nervous system involvement. Gum hypertrophy, skin
infiltration with leukemia, is rare but dose occur in the
neonatal variety.'

The immunophenotype is usually that of immature
B-lineage precursors and is characterized by lack of
CD10 expression, the coexistence of myeloid
associated antigens, high frequency of mixed lineage
leukemia (MLL) and extremely poor prognosis.'

AIMS

To find out the percentage and the survival rate of
leukemia (below two years of life) in oncology unit.

PATIENTS AND METHODS

A retrospective study was conducted at Central
Teaching Hospital for Childrens, unit of pediatrics
hematology and oncology between January 2001 and

December 2004, four hundred ninety seven children

records with cancer (<15 years of age) were reviewed.
Three hundreds fifty six children (71.6%) were
diagnosed as leukemia, 61 of those leukemia (17.1%)
were below 24 months of age.

The information was obtained regarding age, sex,
residence, type of leukemia, clinical features and
laboratory findings at diagnosis based on morphologic
features of leukemic cells on bone marrow. Previous



maternal abortions, Down’s syndrome, and outcome
were reported. Treatment with chemotherapy
according to the available chemotherapy, on high risk
protocol, vincristine, doxorubicin, L.asparaginase and
prednisone with three intrathecal triple therapy during
induction, then consolidation therapy with cytosine
arabinoside (Ara-c), 6-mercaptopurine (6-MP). No
cranial irradiation, then to be put on oral 6-MP and
oral methotrexate, to be followed monthly in the
outpatients clinic.

RESULTS

Leukemic cases constitute (71.6%) among
childhood cancer group, ALL represented (76.4%) of
leukemic cases, while AML represented (21. 3%), and
CML represented (2.3%).

Table 1 shows that (17.1%) of leukemic children
was below 2 years, ALL represented (59%), AML
represented (32.8%) and CML represented (8.2%) over
a period of four years. Figure 1 shows that infant
leukemia was (24.7%) at 24 months of age, while
those at 18 months of age were (18%) and those at 12
months were (6.5%).

Chﬂdhogd Infantl]vc ALL AML CML
leukemia | leukemia
12001 (m)| 91 72.8% |13 142% 9 69.2% | 4 30.8% -
2002 (n)| 95 71.4% |21 22.1% | 10 47.6% | & 38% |3 14.4%
12003 (n)| 83 738% | 14 17% |10 71.4% | 3 14% |1 7.2%
2004 (n)| 88 69% |13 47% | 7 3.8% |5 384% |1 78%
Total (n)| 356 71.6% | 61 7.1% | 36 59% |20328% |5 8.2%

Table 1. The distribution of leukemia below 2 years
among childhood leukemia.

Rate
24.7%
15 —
14 —]
13 —1
12 — 18%
11 —
10 —]
9 —
s —
7 —
& —
5 — 65% 5% 6.5%
4 — 49% 49% 19% 49%
3— 33% 3.3% 33 3%
2 — 17%
1 | I | | ‘ I |
T T TTirer T ¢ 1 T T T 11 L
123 4567891011 1213141516 17 18 19 20 21 22 23 24

Age (months)

Figure 1. Leukemia below 2 years
according to the age in months.
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The total percentage of leukemia below 2 years was
higher among males (63.1%) than females (36.1%).
Table 2 shows that the percentage of each type of
leukemia below 2 years according to sex, ALL, AML
and CML were more common in males than females.
Maternal abortion for one time was detected in 6 cases
(9.8%), while repeated abortions were recorded in 11
cases (18.2%).

Male Female M/F ratio
ALL (n)=36 2261.1% 14 38.9% 1.6/1
AML (n)=20 13 65% 735% 1.9/1
CML (n)=5 4 80% 1 20% 4/1

Table 2. Males to females ratio for each type of
leukemia below 2 years.

Table 3 shows that the chief complain was mainly
fever more than two weeks (80%) and pallor (54%),
associated with hepatosplenomegaly (85.1%), with
some cases had lymphoadenopathy (32.8%),
[mediastinal lymphadenopathy (4.9%)], petchia and
bleeding (37%) and neurological involvement
(disturbance level of consciousness and fits) 8.3%.
Other cutaneous manifestations constitute (13.2%).
Ophthalmologic findings (edema of the eyes, blindness
and nystagmus) constitute (4.9%) of presentations.

Laboratory data at diagnosis (regarding hemoglobin,
white blood cells, platelets) were recorded, 29.5% of
cases had leukocytosis >50x10°/L.

Three cases of infant leukemias with Down’s
syndrome represented (4.9%). Two of them were
males, and one was female. Two cases were ALL , and
one case was AML .

Sixty one patient with leukemia below 2 years
diagnosed between January 2001 and December 2004
has began their management, twenty eight patients
achieved a complete remission representing (45.9%),
twenty six patients had died early (before start specific
therapy), seven patients refuse treatment and lost their
follow up as shown in table 4. Twenty five patients
had relapse as: Hematological (n=7), bone marrow
(n=8), CNS (n=4) and combined relapses (BM + CNS,
BM + testes, BM + systemic) (n=6). Eight patients
who are still alive on chemotherapy [6 boys and 2
girls], with 6 ALL, and 2 AML. See table 4.



ab Board of Medical Spec

Clinical Features ;. N:aUEE;B % DISCUSSION
T -~ - Leukemia which usually occurs within the first two
ematological: ol :
- Pallcr, e 33 | 54 years of life is different from that seen in other age
- Petechia, bleeding, and 23 37 groups in Lglinical features that associated with poor
thrombocytopenia B prognosis. ~ In our study it represented (17.1%) of
Systemic: : childhood leukemia and (14.1%) are still alive, which
- Fever 49 80 was differed from that reported by Gregory H.
- Lymphadenopathy 20 32.8 Reaman, et al; they found that infant leukemia
- Hepatomegaly 6 9.9 accounted for (3%) of all child leukemia and (25%)
- Splenomegaly 1 1.7 survive,’” may be because of poor supportive
> ;e%fm?l:l“;’"igiﬂmo o 532 845 '91 managements because of the situation in Iraq and
:N:ﬁ::;lso;caﬁnvilvemmﬂ y 5 83 unavailability of the drugs. This study has revealed
Coetaneous lesions 3 13'-2 that the leukemia distribution was: ALL .(_59%), AML
_ Ophthalmologic 3 4.9 (32.8%), and CML (8.2%), which was similar to that
Complete blood piéﬁire: — } noted by James G, et al; who reportelcl that ALL was
- Hemoglobin (g/dl) 1 the most frequent occurring leukemia,"” but in contrast
<6 \ 13 0 to that reported by Andrea Biodi, et al; as they found
6-8 | 15 24.6 equal distribution of lymphoid and myeloid subtypes."*
=8 33 25.1
- White blood cells (x10°/L) In this study, regarding leukemia diagnosis within
=4 9 14.8 the first 12 months of life only, we recorded that the
4-20 13 213 highest percentage of infant leukemia (6.5%) was at 12
21-50 21 34.4 . .
— 8 29 5 months age in comparable with that reported by James
| Platelets (x10%/L) G. Gurney, et al; they noted that the highest percentage
‘ <20 34 558 (13.5%) was at 6.5 months age.13
>20 | = 44.2

Regarding a gander predominance, ALL and AML
were more common in males (male to female ratio was
1.6/1 and 1.9/1, respectively), in contrast to that
adopted by James G, et al; Andrea Biodi, et al; and

Table 3. The distribution of clinical manifestation
and laboratory investigations
of leukemia below 2 years.

T : Julie A. Ross, they revealed that most types of infant
Patients : leukemia were more common in females than

Sl A Nof___ % males.”*"*" James G, et al, found that the ratio of
- Complete remission 28 | 459% females to males incidence rates was 1.4 for ALL and
 Early death 26 | 42.6% 1.26 for AML. While Julie A. Ross reported that
| Lostfollow op (eardy) | 7 11.5% females had about a 50% higher risk than males.""

Relapse 25 | 4% |

Hematological 2| 28%

Bone marrow 2 32% In our study, leukemia below 2 years were related to

Central nervous system 4 16% previous maternal abortions with higher percentage

Combined 6 24% with increase number of previous abortions, a finding
' After second reinduction cycle: 7 | is similar to other studies.'® A history of two or more

Remission | 5 20% miscarriages and fertility problems were more

Lost follow up (lately) 19 76% frequently reported among mothers of cases.'®

Death 1 | 4%

Still alive 8 14.1% ;

Male 6 75% In our study, two cases of Down’s syndrome had

Female 2 25% ALL and one with AML, which was similar to that

ALL ) 6 - 75% } noted by Bermudez Cortes M, et al; as they reported
AML 2 | 25% | that 6 cases of Down syndrome had ALL, and 4 cases

with AML.’

Table 4. Survival rate of leukemia below 2 years.
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In this study, patients had organomegaly with higher
rate of hepatomegaly and hepatosplenomegaly, in
agreement with Andrea Biodi, et al; and Gregory H.
Reaman, et ql Ml

Regarding laboratory data, in our study the majority
of cases (63.9%) was associated with a high leukocyte
count at presentation, similar to that adopted by
Andrea Biodi, et al; and Gregory H. Reaman, et al.'*"’

The 5-year relative survival for infants who were
diagnosed with ALL was 35%. Survival was bleak at
all ages for AML, but it was the poorest for infants,
with a relative 5-year survival of 30%," while in this
study leukemic infants (75% ALL, 25% AML) who
were still alive during study period (4-year survival)
were represented (14.1%). Again, this reflects the poor
socioeconomic state with the poor compliance of the
family and difficulties on transportation with the poor
financial support of most of the families, adding to it
the irregularity or unavailability of drug supply in Iraq.

CONCLUSIONS

The percentage of leukemia below 2 years was
represented 17.1% of childhood leukemia <15 years,
with ALL has accounted for the highest percentage.
Males were predominant in ALL and AML. History of
maternal abortion and Down’s syndrome were both
related to occurrence of leukemia below 2 years.
Fever, pallor and hepatosplenomegaly were the major
clinical presentations. Eight patients (14.1%) were still
a live on chemotherapy.

RECOMMENDATIONS

- Wider prospective study is recommended to study
further aspect of family history, diet, smoking and
drugs intake by mother during pregnancy.

- Need for epidemiological studies in different
oncological centers.

- Need for molecular investigation about infant
leukemia.

- Need for educational program to the population
using mass media, about the leukemic disease and the
prevention of it.
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ABSTRACT

magnesium (Mg) and manganese (Mn) were measured
in their blood serum by using atomic absorption
spectrophotometer and compared with 20 healthy
pregnant women.

Objective: Diabetes mellitus is characterized by
hyperglycemia and is closely related to trace elements.
Quite a few pregnant women siffer from impaired

glucose tolerance (IGT) or gestational diabetes
mellitus (GDM. Investigation of the changes of trace
elements contents in the serum of the pregnant women
with GDM is significant in the etiological research
and cure of the diseases.

Methods: The study carried out in Al-Kadhmiya
Teaching Hospital in Baghdad from January 2004 to
December 2004 on twenty pregnant women whom
their pregnancies were complicated by gestational
diabetes. Levels of trace elements such as selenium
(Se), copper (Cu), iron (Fe), zinc (Zn), chromium (Cr),

Results: Maternal serum levels of selenium and
manganese were significantly decreased in women
with gestational diabetes mellitus. Zinc and chromium
levels were not significantly decreased, while
magnesium level was increased significantly in women
with gestational diabetes, copper and iron levels are
not changed.

Conclusions: Trace elements are essential
materials for human body, and play a role
in pregnancy complicated by gestational diabetes.
Dietary supplements of certain trace elements may
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Hospital, E mail: shatha225@yahoo.com Baghdad, Iraq.

*Marwan M. Al-Nasiri, MBChB, CABGO, College of Medicine, Al Nahrain University, Department of Obstetrics and Gynaecology, Al Kadhmiya Teaching

Hospital, Baghdad, Iraq.

*Ahdul-Wahab R. Hamad, BSc, MSe, Dphil (Oxford), College of Medicine, Al Nahrain University, Department of Chemistry and Biochemistry, Baghdad,

Iraq.



decrease occurrence of gestational diabetes and its
complications to the mother and her fetus.

INTRODUCTION

Diabetes mellitus is a disease characterized by the
body’s inability to produce or use insulin properly,
resulting in high levels of blood glucose. Diabetes
complicate approximately 3-4 per 1000 pregnancies.'

Gestational diabetes mellitus is defined as
carbohydrate intolerance of variable severity with
onset or first recognition during pregnancy. This
definition applies regardless of whether or not insulin
is used for treatment. This disorder is induced during
pregnancy, and may be due to physiological changes in
glucose metabolism. Diabetes mellitus is closely
related to trace elements.” Micronutrients are trace
elements or vitamins and minerals that human bodies
require in small quantities for specific functions. They
most commonly function as essential coenzymes and
cofactors for metabolic reactions and thus help support
basic cellular reactions required to maintain energy
production and life,> even moderate deficiencies can
lead to serious disease states. Micronutrients have been
investigated as potential preventive and treatment
agents for both type I and type II diabetes and for
common complications of diabetes.*’

There is an increased requirement for nutrients in
normal pregnancy, not only due to increased demand,
but also increased loss. There is also an increased
insulin-resistant state during pregnancy mediated by
the placental anti-insulin hormones estrogen,
progesterone, human somatomammotropin, pituitary
prolactin and adrenal cortisol. In gestational diabetes
the maternal pancreas cannot increase production of
insulin  despite these anti-insulin  hormones.
Gestational diabetes is associated with excessive
nutrient loss due to glycosuria.®

MATERIALS AND METHODS

This study was conducted on twenty pregnant
women in their third trimester whom their pregnancies
were complicated by gestational diabetes mellitus,
compared with twenty healthy pregnant women as
control group comparable in their gestational age to
that of the first group.
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Blood serum was collected from patients and
control groups to study levels of trace elements
(selenium, zinc, copper, iron, magnesium, manganese
and chromium). All these determinations of trace
elements were analyzed by atomic absorption
spectrophotometer (model s¢ 6200), standards of Zn,
Cu, Mg, Fe, Se, Mn, Cr) are obtained from analytical
reagent solutions (B.D.H.) 1000 ppm for each and
subsequent dilution is then carried out to obtain a
calibration curve,

Statistical analysis was assessed by using student’s t-

test, P value less than 0.05 regarded as statistically
significant.

RESULTS

Matemal serum levels of selenium (Se) (95% C1
from 26.5 to 4.6 ng/ml} and manganese (Mn) were
highly significantly decreased in women with
gestational diabetes (95% C1 -0.019 to -0.008 ppm/ml),
while maternal serum of magnesium (Mg) was
significantly highly increased in gestational diabetes
(95% CI 1.39 to 4.70 ppm/ml).

However, maternal serum level of zinc (Zn) did not
show difference in patients with gestational diabetes as
copared to the control pregnant women (95% Cl 0.16
to 0.20 ppm/ml).

Maternal serum level of copper (Cu) was increased
significantly in cases with gestational diabetes (95% Cl
-0.14 to 0.5 ppm/ml).

Maternal serum level of iron (Fe) was decreased in
gestational diabetes but not significantly decrease
(95% C1-0.78 to 0.23 ppm/ml).

Maternal serum chromium (Cr) levels shows no
significant changes in patients with gestational
diabetes and control pregnant women (95%Cl -0.041
to 0.069 ppm/ml). The results of the trace elements
shown in table 1.

DISCUSSION

The importance of minerals balance during
pregnancy is still underestimated, though recent



Gestational diabetes Control pregnant

Trace elements Mean + SD Mcanpi SgD P value 95% Cl1
Se (ng/ml) 60.550+13.003 83.1+8.735 ok -29.4 to - 15.69
Zn (ppm/ml) 0.655+0.165 0.734+0.190 n.s -0.19 t0 0.033
Cu (ppm/ml) 1.379+0.347 1.089+0.419 # 0.015 t0 0.575
Fe (ppmy/ml) 0.879+0.367 1.075+0.692 n.s -0.564 to 0.170
Mg (ppm/ml) 11.463+1.922 9.620+1.416 *k 0.758 to 2.927
Mn (ppm/ml) 0.018+0.008 0.034+0.002 % 0.019t0 0.011
Cr (ppm/ml) 0.039+0.054 0.042+0.005 n.s -0.029 to 0.023

ppm: Parts per million *: Significant difference

*#: Highly significant difference

n.s.: Non significant difference

Table 1: Mean levels of trace elements in serum samples for pregnant patients
with gestational diabetes and control group.

researches demonstrate that trace elements and

minerals are critical for the development of fetus.

Many minerals are transferred to the fetus for fetal
stores in the latter part of the pregnancy, although they
may play important developmental role throughout
pregnancy.’

In this study selenium level was significantly
decreased in women with gestational diabetes, as what
found in other studies®*'® which showed significantly
lower serum selenium in pregnant women with
- impaired glucose tolerance and women with
gestational diabetes than control pregnant women.
Selenium works as antioxidant especially when
combined with vitamin E. Some researchs suggest that
people with diabetes have decreased levels of
antioxidants.""

Serum zinc level in this study was decreased in
women with gestational diabetes but not significantly
decrease, other studies showed significant decreased
serum zinc™'®? in humans and animals. Diabetes
results in disturbance of this vital trace element.”” In
most mammals, insulin is stored as Zn crystals and is
likely secreted in a Zn form.

Serum copper levels were found to be increased in
this study, but not significantly, in women with
gestational diabetes, this is similar to other studies. >
Copper is essential for blood formation, it is also a
component of superoxide dismutase (SOD) which
protects cells against oxidative injury.”

Serum copper is closely related to iron metabolism
and nutritional copper deficiency lead to hypochromic
anemia and neutropenia.'®'”'® Anemia related to
defects of iron metabolism is due to a combined defect
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of both red ceruloplasmin ferroxidase activity and
intracellular iron utilization."**’

As the serum copper was increased in the patients
their iron levels shows no changes in the women with
gestational diabetes. Iron is an essential mineral, and
could become destructive in the body when its levels
are high. High iron stores are associated with increased
type-II diabetes in healthy women independent of the
known diabetes risk factors.*’ '

Chromium (Cr) is an essential trace element which
is required for carbohydrate metabolism as it
potentiates the action of insulin. Low dietary
chromium has been associated with impaired glucose
tolerance, glycosuria, and diabetes mellitus. "
Chromium shows no changes in the women with
gestational diabetes in this study and this is similar to
other studies® in which the authors concluded that the
plasma chromium dose not correlate with glucose
intolerance, insulin resistance or serum lipids. Plasma
chromium may not accurately reflect tissue stores of
Cr, while another study have shown that chromium is
an essential nutrient involved in the metabolism of
glucose, insulin and blood lipids. Suboptimal dietary
intake of chromium is associated with increased risk
factors associated with diabetes and cardiovascular
diseases. Chromium increases insulin binding to cells,
insulin receptors number and activates insulin receptor
kinase leading to increased insulin sensitivity.”

In this study, magnesium level was found to be
significantly high in women with gestational diabetes,
while another study showed that serum concentrations
of magnesium were lower in IDDM patients than in
healthy control women."> Low magnesium level has
been linked with complications of diabetes. This
difference may be due to good glycemic control in
women included in this study because an inverse
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relationship between plasma magnesium levels and
indices of glycemic control has been noted in both type
I and type II*** of diabetes. In vitro evidence suggests
that insulin plays a role in magnesium transport, and
insulin resistance has been shown to decrease
magnesium uptake in type IT diabetes.”®

Manganese level was decreased significantly in this
study, this is in agreement with some research results
which suggest that people with diabetes have
significantly lower levels of manganese in human
bodies than people without diabetes.”” Manganese
maintains blood glucose levels in normal range and
hence is useful in treating diabetes and hypoglycemia.
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ABSTRACT babies with neonatal jaundice (clinically and

biochemically) and another 100 newborns were not

Background: Glucose-6- phosphate dehydrogenase jaundiced ~(control  group) ~were  studied. A

(G6PD) deficiency is the most common human enzyme methemoglobin reduction test used to assay the activity
deficiency in the world, and a common cause of of G6PD.

neonatal jaundice in Iraq.

Objective: To study the burden of G6PD deficiency
on the development of hyperbilirubinemia in neonates,
and analyze some possible associated risk factors.

Methods: A prospective study was conducted in the
Neonatal Care Unit in Children Welfare Teaching
Hospital in Medical City, Baghdad; from the 5% of
August 2006 till 10" of March 2007. Hundred newborn

Results: In this study, 30 (30%) of neonates with
jaundice had G6PD deficiency while only 8 (8%) had
G6PD deficiency in non-jaundiced. Twenty four (80%)
of the G6PD deficient were males and 6 (20%) were
females. In both normal and G6PD deficient groups,
reticulocyte counts were normal.

Conclusions and Recommendations: Glucose-6-
phosphate dehydrogenase (G6PD) deficiency can lead
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fo an increased risk of neonatal hyperbilirubinemia
with significant number of patients required exchange
blood transfusion 12 (40%). We recommend to do cord
blood G6PD screening and early detection of the
enzyme deficiency in high risk populations with high
prevalence such as our community, in order to take
appropriate measures fo prevent the complications of
hemolysis and future problems of neonatal jaundice
due to G6PD deficiency.

INTRODUCTION

Glucose-6-phosphate ~ dehydrogenase  (G6PD)
deficiency is the most common red cell enzymopathy,
with around 400 biochemically characterized variants.'
The Middle East is believed to have the world’s highest
overall frequency of this genetic defect, and this, in
addition to the region’s unique geographical and
historical features, makes it especially important and
desirable to characterize G6PD variants in the region.”
Iraq lies almost at the centre of the Middle East and is
well known to have a relatively high frequency of
G6PD  deficiency.” Although the most classic
manifestation of G6PD deficiency is acute hemolytic
anemia (AHA) in children, the other syndrome that is
of great clinical and public health importance is
neonatal jaundice (NNJ). Chronic non-spherocytic
hemolytic anemia (CNSHA) is much more rare
manifestation of G6PD deficiency and a lifelong
hemolytic process, in addition to those with an absence
of clinical symptoms. Clinical onset of NNJ related to
G6PD deficiency is between second day and third day.
There is more jaundice than anemia and the anemia is
very rarely severe.’

AIMS

To study the burden of G6PD deficiency on
development of hyperbilirubinemia in newborn babies
and analyze some possible associated risk factors of
hyperbilirubinemia.

PATIENTS AND METHODS

One hundred jaundiced neonates (clinically and
biochemically) were studied prospectively in Neonatal
Care Unit in Children Welfare Teaching Hospital in
Medical City, Baghdad; from 5th of August 2006 to
10th of March 2007. Another 100 neonates without
jaundice were taken as control group. A full history
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was taken from their close family members including
the age at admission, sex, weight, type of delivery and
the age of onset of jaundice, term or preterm baby.
Family history of neonatal jaundice, phototherapy,
exchange blood transfusion, anemia, and kernicterus
were included in the data collection. The type of
feeding was also reported. Those neonates with Rh
incompatibility were excluded from the study. For all
neonates with hyperbilirubinemia, the important
investigations done included determination of total
serum bilirubin concentration at admission, PCV,
blood group typing and Rh of the mother and the
neonate, reticulocyte count, and semiquantative assay
of G6PD activity by using methemoglobin reduction
test. Those without hyperbilirubinemia (clinically and
biochemically) had a semi quantitative assay of G6PD
activity were done. In methemoglobin reduction test
for G6PD activity, a 2 ml of blood was used (sample
less than 2 ml was ignored or repeated if possible),
normal blood yields color similar to that in the normal
reference tube (clear red). Blood from deficient subject
gives brown color similar to that in the deficient
reference tube.* The statistical analysis was done by
using chi-square and fishers™ exact test. Value of
P<0.05 was considered significant.

RESULTS

In this study, out of 100 neonates with jaundice, 30
neonates (30%) had G6PD deficiency and 70 (70%)
neonates had normal G6PD. This is in comparision
with non-jaundiced control group in whom 8 (8%) had
G6PD deficient and 92 (92%) had normal enzyme
assay, see table 1. Twenty four (80%) of the G6PD
deficient were males and 6 (20%) were females, with
male:female ratio of 4:1. While in the control group,
there were 6 (75%) males and 2 (25%) females being
G6PD deficient. Sex difference was not significant
between case and control group (P=1.00). Jaundiced
males had significant higher frequency of G6PD
deficiency than non-jaundiced males (P=0.007), while
jaundiced females are not different in G6PD deficient
from none jaundiced (P=1.3), table 2. Twenty five
(83.3%) of G6PD deficient were term and 5 (16.7%)
were preterm. Four jaundiced neonates had low birth
weight, and 26 (86.6%) weighed between 2.5 and 4.5
kg. In 18/30 (60%), the onset of jaundice was on the
2nd day of life while in 8/30 (26.7%) the onset was on
the 3rd day, table 3. Eighty four percent of neonates



had admission bilirubin level more than 15 mg/dl (255
micromol/L), with (37%) having levels of equal or
more than 20 mg/d] (340 micromol/L) ,while in normal
G6PD neonates 11 (16%) had level >20 mg/dl
(P=0.03), table 4. Ninety six percent of the G6PD
deficient neonates had PCV level at admission of more
than 40% and (70%) had PCV level more than 45%,
while in normal G6PD neonates (71%) had level >45%
(P=1.000), table 4. The mean reticulocyte count in
G6PD deficient neonates was 5.8% while in normal
G6PD neonates the mean count was 4.6% (P=0.9). The
G6PD deficient neonates had a mean bilirubin level of
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(19.2+5.2), while that of G6PD normal neonates
(17.144.1) (P=0.03). The age of onset of jaundice in
normal neonates was the same as in deficient group.
All the neonates required phototherapy in both groups,
12 (40%) of G6PD deficient and 14 (20%) of normal
G6PD neonates required exchange blood transfusion
(P=0.04). Positive family history of neonatal jaundice
was found in (43%) of G6PD deficient and (41%) of
G6PD normal neonates (P=1.000). Eighteen percent
had a sibling admitted for neonatal jaundice and
treated with phototherapy. In (7%) there was previous
family history of exchange transfusion; one had

G6PD status Neonates with jaundice Neonates without jaundice
G6PD deficiency 30 (30%) 8 (8%)
G6PD normal 70 (70%) 92 (92%)
Total 100 (100%) 100 (100%)
P value = 0.0001 RR=1.827

Table 1. Association between hyperbilirubinemia and G6PD deficiency in 100 neonates.

Sei Neonates with jaundice Neonates without jaundice (control group)
G6PD deficient Normal G6PD deficient G6PD Normal
No. % No. % No. % No. %
Male 24 80 42 60 6 75 56 61
Female 6 20 28 40 2 25 36 39
Total 30 100 70 100 8 100 92 100
Table 2. Sex distribution of G6PD deficient jaundiced neonates and control group.
Age in days No. (%)
1 2 (6.7%)
2 18 (60%)
3 8 (26.7%)
4 1(3.3%)
5 1(3.3%)
Total 30(100%)

Table 3. The age of onset of jaundice in G6PD deficient neonates.

Variable G6PD deficient | G6PD Nermal e
No. % Ne % P value |

Total 30 30 70 70 -
Family History of NNJ 13 43 29 41 1.00
TSB>20 me/dl 11 37 11 16 0.03
PCV>45% 21 70 50 71 1.00
Phototherapy 30 100 70 100

Exchange transfusion 12 40 14 20 0.04

Table 4. The relationship between GOPD deficient and G6PD normal groups to some variables.
TSB: total serum bilirubin, NNJ: neonatal jaundice, PCV: packed cell volume
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Parameter GO6PD deficient | G6PD normal | Significance
Total No. 30 70

Birth weight (g) 3152 +366 3295 + 419 P=0.1
Vaginal delivery (%) 80 88.5 P=0.3
Exclusively breast-fed (%) 60 68.5 P=0.4

Table 5. Demographic details of neonates studied.

positive family history of kernicterus. Eighty percent
of G6PD deficient and 88.5% of GO6PD normal
neonates were delivered by vaginal delivery (P=0.3),
table 5. Sixty percent of G6PD deficient and (68.5%)
of normal G6PD were exclusively breast-fed (P=0.4),
table 5.

DISCUSSION

Thirty percent of neonates admitted to Neonatal
Care Unit with jaundice were GO6PD deficient. These
findings agrees with that observed by Al-Sowad’ who
reported it to be (34%) and Al-Omran® et al who
reported (30.3%) were GO6PD deficient. In a study
from Basra, Al-Naama' et al reported G6PD
deficiency in 51%. This high result may be due to use
of more sensitive test for G6PD enzyme assay, and
may be attributed to the fact that sickle cell anemia is
common in Basra and G6PD deficiency observed more
among sicklers in Arab population.®” Since the disease
is sex-linked recessive, more males were found to be
affected (24 out of 30 cases), with male:female ratio
being around 4:1. Twenty percent of G6PD deficient
were female. This is almost the same as that observed
by Kaplan and Abramov,” who reported G6PD
deficiency to be 14%, and Al-Omran® et al reported
19%. The high prevalence of G6PD deficiency in
females may be in part due to the high rate of
consanguinity among the population, leading to
increase number of female homozygote and the high
frequency of inactivation of the normal X-
chromosomes in females heterozygote, as indicated by
Lyon hypothesis.'"'> Mean enzyme activity in female
who are heterozygous for G6PD deficiency may be
normal, moderately reduced, or grossly deficient,
depending on the degree of lyonization. Deficient cells
in hetero-zygous females are just susceptible to
oxidant injury as enzyme deficient cells in male.”
Seventy percent of G6PD deficient neonates had PCV
level of more than 45% with 96.2% having a level of
‘more than 40% and mean reticulocyte count was 5.8%.
These results are nearly similar to that found by Al-
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Sowad, who reported that PCV level was >45% in
61% and >40% in 88% of neonates and mean
reticulocyte count was 4.3% in G6PD deficient
jaundiced neonates. These findings do not suggest
significant hemolysis as a cause of jaundice in these
neonates, which is a common observation in G6PD
deficient neonates.'* There is evidence that in the
neonatal period, following exposure to hemolytic
agents, jaundice rather than anemia predominates in
the clinical presentation.”” Exposure of the neonates to
a hemolytic agent may be direct or indirect,
transplacentally, via breast milk, inhalation, or
absorption through the skin. Moreover, severe neonatal
jaundice develops apparently spontaneously in a
fraction of G6PD deficient neonates.® In this study,
37% of G6PD deficient neonates had serum bilirubin
level more than 20 mg/dl (340 micromol/l) at the time
of admission compared with G6PD normal neonates in
that 16% had TSB level more than 20 mg/dl.These
results shows the significance of G6PD deficiency as a
cause of neonatal jaundice."” Forty percent of G6PD
deficient neonates underwent exchange blood
transfusion compared to 20% in GO6PD normal
neonates. These results agree with Al-Sowad study’
41%, and more than Al-Omran et al study6 (20%). This
high figure of exchange transfusion among G6PD
deficient neonates reported in this study may be due to
lack of awareness, education, screening, and premarital
counseling'®"” and referral hospital for exchange, eatly
neonatal discharge along with similarity to physiologic
jaundice and lack of prenatal knowledge, lead to late
presentation and delayed treatment of these GO6PD
defficient neonates.'®'” Bahrain, with continuous
education, awareness, campaigns and screening of
carries and premarital counseling, has been reported to
control genetic blood diseases including G6PD
deficiency.”

In majority of G6PD deficient neonates, the onset of
jaundice, as in physiological jaundice, was from the
second day onwards and only 6.7% in the first day of
life. This is similar to that found in other studies.*®
The age at admission had two peaks; the first is on the



third day and the second on the fifth. It is also known
that the earlier the hemolytic episodes, the more
pronounced the elevation of serum bilirubin. In this
study, the type of delivery (vaginal or Cesarean
section), and type of feeding had no appreciable effect
on daily bilirubin level, which is similar to that found
by Al-Sowad and Niazi et al study.”"

CONCLUSIONS

A significant number of females were found to be
G6PD deficient. G6PD deficiency can lead to an
increased risk of neonatal hyperbilirubinemia with
significant number of them required exchange blood
transfusion. Hemoglobin, blood morphology and
reticulocyte count are not reliable hematological
indicators in G6PD deficient neonates, but indirect
hyperbilirubinemia is a reliable indicator. Assay of
G6PD enzyme activity is not done. Screening of
newborn in Iraq was not established yet.

RECOMMENDATIONS

We recommend that cord blood G6PD screening
need to be considered to identify G6PD deficient
neonates who might require a longer hospital stay after
birth, with closer monitoring of their serum bilirubin
before and after discharge. On the other hand, those
neonates with normal GOPD activity might be
discharged earlier and have regular routine follow-up.

We also recommend that in every jaundiced
neonate, especially males, the G6PD deficiency should
be excluded. Finally, we emphasize that a high degree
of physician awareness is essential in the identification
and follow up of those neonates.
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UVEITIS IN IRAQI PATIENTS: PREVALENCE OF CAUSES
AND IMPORTANCE OF LABORATORY TESTS
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ABSTRACT

Objective: To determine the prevalences of uveitic
etiologies and to show the validity of the diagnostic
laboratory tests and procedures in the process of
diagnosing the causes of uveitis.

Methods: 124 patients with uveitis (74 males and
50 females) were included in this hospital based study;
in Martyr Adnan Teaching Hospital, and Ibn Al-
Haitham Teaching Hospital for Ophthalmologic
Diseases, Bagdad. A full history was taken from each
patient followed by eye examination, and then every
patient was thoroughly investigated by several
labortory and radiologic tests.

Results: Uveitis affects males more than females
and affected patients are most commonly of a young
age group (21-40 years old). We found that the most
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common cause of uveitis in Iraqi patients is Behcets
disease (21.8%), followed by idiopathic entity (17.7%),
Fuch’s uveitis (8.1%), toxoplasmosis (7.3%), and other
less frequent causes.

Conclusions: The most common causes of uveitis in
Iraqi patients are Behcets disease and idiopathic
uveitis. The diagnosis of uveitis etiologies depends
mainly on clinical grounds, however, it appears that
the laboratory tests are of value in some specific
entities and need to be used very selectively in a
costumed or tailored protocol.

INTRODUCTION

st i 3 234
Uveitis is an inflammation of the uveal tract.>*

The uveal tract is the middle layer of the eye ball,

*Moeed A. Kashen, M.D, F.R.C.S, F.R.C. Ophthalmology, Medical City, Baghdad, Iraq.
*Younis 1. Kalaph, M.D., F.L.C.M.S. Ophthalmology, I.C.O, Department of Ophthalmology, Collage of Medicine, Al-Anbar University, Iraq.



and is highly vascular and hence nutritive. It consists,
from behind forwards, of the choroid, ciliary body and
the iris.>®” The etiology of uveitis includes wide range
of causes including infectious, immunological, uveitis
associated with systemic diseases, traumatic,

idiopathic specific, and idiopathic nonspecific uveitic
entitics 3101 1121416.1921.22.2425.26.212829,30,32.34.3537.39.40

The clinical observations suggest that there is a
high incidence of uveitis in Iraqis, although there is no
previous study has been done for assessing the
incidence of the disease.

The diagnosis of uveitic etiologies depends mainly
on clinical grounds, and most authores agree that a
comprehensive history is one of the most important
components of the uveitis work up.! The usefulness of
the clinical laboratory in diagnosing uveitis is currently
the subject of much controversy among authorities.'
Some authorities advocate a complete battery of
standard laboratory tests on every uveitis patient while
others feel that the laboratory has no use what so ever
in uveitis management."’

PATIENTS AND METHODS

In this study there were 74 male and 50 female
" patients (a total of 124), aged between 6 and 72 years
~ were prospectively studied from June 2000 to
December 2001.

A full history was taken from each patient followed
by a baseline distant (Snellen chart) visual acuity, an
intraocular pressure measurement (using Goldmann
tonometry), thorough slit lamp examination, and
fundus examination using direct ophthalmoscope,
indirect ophthalmoscope and Goldmann three Mirror
lens.

Every patient was thoroughly investigated including
complete blood picture, ESR (Westergren), fasting
blood sugar, blood urea, routine urine examination,
stool examination, chest X-ray, sacroiliac joint X-ray,
VDRL, IFAT (for toxoplasmosis), HLA-typing for
both B27 and B3, antinuclear antibody and rheumatoid
factor.

A further set of investigations was carried out
selectively for 40 patients (32.4%) including pathergy
test, tuberculin test, ELISA test, X-rays of feet and
knees, B-scan, MRI and CT-scan.
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Some of the patients were sent for medical
consultations in order to confirm a diagnosis or for
further management.

Traumatic uveitis, post surgical uveitis and
keratouveitis entities were also excluded from the
study as they are special entities and do not need for
further diagnostic work up.

Once the diagnosis was established, the data from
each patient were recorded for further study and the
patients were followed up for a period ranged from 2
to 6 months.

RESULTS
A total of 124 -patients 74 males (59.6%) and 50

females (40.3%) were studied. The male to female
ratio was 1.48:1, see table 1 and figure 1.

(Sex No. %
Male 74 59.6
Female 50 40.3

| Total 124 100%

Table 1. Sex distribution of the patients.

Age distribution had shown that the highest
incidence occurred in those between (21-40) years old
(50.8%), followed by those between (41-60) years old
(24.1%), and then by those between (1-20) years old
(21.7%) (table 2 and figure 2). Their mean age was
32.5+11.3 SD.

Age (Y) No. o
1-20 27 21.7
21-40 63 50.8
41-60 30 24.1
>60 4 32"
Total 124 | 100%

Table 2. Age distribution of the patients.

Type No. %
Anterior 62 50
Intermediate 8 6.5
Posterior 25 20.1
Panuveitis 29 23.4
Total 124 | 100%

Table 3. Type distribution of uveitis patients.



The types of uveitis were found to be anterior in 62
patients (50%), panuveitis in 29 patients (23.4%),
posterior in 25 patients (20.1%) and intermediate in 8
patients (6.5%), (table 3).

In general, the causes of uveitis in Iraqi patients and
their highest percentage are found to be as the
following: Behcet's disease shows the higher
prevalence among other causes affecting 27 patients
(21.8%) followed by non specific idiopathic group in
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22 patients (17.7%), Fuch’s syndrome in 10 patients
(8.1%), toxoplasmosis in 9 patients (7.3%), ankylosing
spondylitis and Vogt-Koyanagl Harada disease (VKH)
with 8 patients (6.5%) for each, and other less frequent
causes, (table 4).

The frequency distribution of causes in relation to
the different age groups were: (table 5).

In the first group (1-20 years), the main causes
were juvenile chronic arthritis (22.2%), juvenile

Cause

No. %

Behcet's disease

27 21.8

Idiopathic uveitis

[
[\

17.7

Fuch’s uveitis

it
o

8.1

Toxoplasmosis

7.3

Ankylosing spondylitis

6.5

Vogt koyanagi Harada

6.5

Juvenile chronic arthritis

4.8

Intermediate uveitis

4.8

Acute anterior uveitis in young adult

32

Acute posterior placoid epitheliopathy

AlE|ov|ov|oo|ee| e

32

Juvenile chronic iridocyclitis

24

Lens induced uveitis

24

Retinal detachement

24

Reiter’s syndrome

1.6

Eale’s disease

1.6

Retinoblastoma

1.6

Toxocariasis

0.8

Tuberculosis

0.8

Birdshot retinopathy

0.8

Serpiginous choroidopathy

0.8

Sympathetic ophthalmia

0.8

Total

B | ot | ot | i |t | RO B | B2 [0 [ [0

[a—y
=~

100

Table 4. Prevalences of uveitis etiologies in Iragi patients.

Age (years) | Causes No. | T.|' %
Juvenile chronic arthritis 6 27 | 22.2
120 Juvenile chronic iridocyclitis 3 27 | 11.1
(21.7%) Behcet's disease 3 27 | 111
Intermediate uveitis 2 27 7.4
Retinoblastoma 2 27 7.4
Behcet's disease 18 63 | 28.5
21-40 Fuch’s uveitis 8 63 | 126
(50.0%) Ankylosing spondylitis 6 63 | 95
Toxoplasmosis 6 63 | 95
Idiopathic uveitis 6 63 | 9.5
41-60 Idiopathic uveitis 14 30 | 46.6
(24.1%) Behcet's disease 6 30 | 20.0
~60 Lens i{lduce(.i. 2 4 50.0
(3.2%) Idiopathic uveitis 1 4 | 250
Retinal detachment 1 4 25.0

Table 5. The prevalences of the main uveitis etiologies in relation to age groups.

58



Behcet’s
(7.4%)

disease
and

chronic
(11.1%),

iridocyclitis
intermediate
retinoblastoma (7.4%).

(11.1%),
uveitis

In the age group between (21-40) years the main
cause was Behcet's disease in (28.5%) of cases,
followed by Fuch’s syndrome (12.6%) and ankylosing
spondylitis, toxoplasmosis and idiopathic with (9.5%)
for each.

In the age group between (41-60) years, the main
cause was non specific idiopathic in (46.6%) and then
Behcet's disease in (20%).

In the last age group (more than 60 years), the main
causes were lens induced in (50%) of cases, idiopathic
(25%) and retinal detachment (25%) also.

Regarding the results of the laboratory tests which
has been done for the patients, elevated white blood
cells count was found in 74 cases (59.8%) while
elevated ESR was found in 33 cases (26.6%).

IFAT was positive in only 5 cases of toxoplasmosis
which form (4.0%) of all cases of uveitis but (55.5%)
of cases of toxoplasmosis while negative in the other
4 cases (44.5%).

ELISA test for toxoplasmosis was positive in 6
cases (66.6%) of the cases of toxoplasmosis, and
negative in 1 case (11.1%), while it was not done in
the remaining 2 cases.

Antinuclear antibody test was positive in 4 cases of
juvenile chronic arthritis (3.2%) of all cases of uveitis
which form (66.6%) of cases of juvenile arthritis

HLA studies showed that:

HLA BS5 typing was positive in 17 patients of
Behcet's disease (13.7%) of all cases of uveitis which
form (62.9%) of Behcet's patients but negative in 10
patients (37.1%) of Behcet's.

HLA B27 typing was positive in 9 patients ( 7.3%)
of all uveitis cases, 6 of them were ankylosing
spondylitis (66.6%), 2 were Reiter's disease (22.2%)
and 1 patient was acute anterior uveitis in adult
(11.1%).

Pathergy test was positive in 11 patients of Behcet’s
disease 8.9% of all cases which form 40.7% of
Behcet's cases.

Sacroiliac joint X-ray was positive (active
sacroiliatis and/or sclerotic changes) in 14 cases 11.3%
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of all cases of uveitis; 8 of them were ankylosing
spondylitis (57.1%), and the other 6 were Behcet's
disease (42.9%).

Diabetes mellitus was found in 9 patients (7.3%) of
total cases, in 5 of them (4.05% of the total) there were
no other cause could be found, while in the remaining
4 patients, there were a specific underlying cause.

Family history was positive in 5 cases only (4.05%),
but 4 of them (3.2%) were Behcet’s disease.

Smoking history was positive in 18 cases (14.6%).

Chest X-ray was positive (active pulmonary lesions)
in 1 case of tuberculosis only (0.8%).

General urine examination was positive (pyuria
and/or heamaturia) in 3 cases (2.4%), 2 of them were
Behcet’s disease and 1 was Reiter’s disease.

Knee X-ray was positive (arthritis) in 2 cases of
juvenile chronic arthritis (1.6%) and 1 case of Behcet’s
disease (0.8%) of the total cases.

Foot X-ray was positive in 2 cases (1.6%), 1 was
juvenile chronic arthritis (ankle arthritis) and the other
was Reiter's disease (calcaneal spur).

Tuberculin test was positive in 1 case (0.8%) of
tuberculosis only.

B-scan was positive in 3 cases only (2.4%), 1 was
retinal detachment and the remaining 2 were
retinoblastomas which were also shown by MRI and
CT-scan studies.

Geography, religion, occupation, past surgical
history, drugs history, alcoholism, and hypertension,
all were not significant.

Rheumatoid factor, blood urea and VDRL tests were
negative in all cases.

Female, 40%

Male, 60%

Figure 1. Sex distribution of the patients
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Figure 2. Age distribution of the patients.
DISCUSSION

The etiologies of uveitis vary greatly in different
parts of the world. Uveitis usually affects more males
than females’' and this is true for Iragi patients where
the male to female ratio is 1.48:1, while in United
States it is 1:1.4% and the reason for this difference is
probably the higher prevalence of Behcet's disease in
Iraq which affects males typically,4

The age distribution shows that the highest
incidence (50.8%) is between 21-40 years old with a
mean age of 32.51+11.3 SD. A study held in India
showed similar results where 45% of cases fall within
this age groulp,31 this consistency support the concept
that Asian countries share approximately similar
prevalences of uveitis etiologies.

While the mean age in United States is 37.2%° which
is higher than our result and this is again probably
because Behcet’s disease usually affects a younger age

group.

In general, anterior uveitis is the most common type
of uveitis’”**** which ranges between 51.6% and
90.6% of uveitis cases.”™ In our study, it is also the
most common type affecting (50%) of patients.

Regarding the causes of uveitis in general, we found
that Behcet's disease is the most common cause in
Iragi uveitis patients, with a significant high
prevalence (21.8%) of all cases. It is reported that
Behcet's disease affects about 25% of all uveitis cases
in the Mediterranean and Far East countries’ and 20%
of all cases is J apan,z’3 these results are similar to our
study results since the disease is common in different
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parts of Asia and Mediterranean area.’"™

However, other studies show that the disease is rare
in United States affecting only (1.8-2.5%)"*" and this
discrepancy is significant regarding the diagnostic
approach of Tragi uveitis patients.

Idiopathic uveitis is found to be the second most
common cause of uveitis in Iraq comprising (17.7%)
of cases. Another study shows that it forms about
(18.0%) of cases in United States'® and this result is
consistent with the results of our study. However other
studies revealed that idiopathic uveitis is the most
common cause of uveitis accounting for 25% to 34.9%
of all uveitis cases."”’

Fuch’s uveitis syndrome is found to accounts for
8.1% of cases of Iragi patients. This result is
significantly higher than the reported figures of
previous studies in different parts of the western
countries where it accounts for only 1.8% to 4% of all

cases. 18

Toxoplasmosis is found to affect about 7.3% of
cases in Iraq, forming the fourth most common cause
similar to other studies which show that toxoplasmosis
accounts for 7% to 15% of cases™'® forming one of the
five most common causes of uveitis in United States."

Other less prevalent causes of uveitis including;
ankylosing spondylitis (6.5%), VKH disease (6.5%),
juvenile chronic arthritis (4.8%), intermediate uveitis
(4.8%), acute anterior uveitis in adults (3.2%),
posterior multifocal placoid epitheliopathy (3.2%),
juvenile chronic iridocyclitis (2.4%), lens induced
uveitis (2.4%), retinal detachment (2.4%). Rieter’s
syndrome (1.6%), Eale's disease (1.6%), and
retinoblastoma (1.6%) are shown to be less significant
causes of uveitis in Iraq which show approximately
similar prevalences in other numerous studies in
different parts of the world, 2418202531

Other rare causes of uveitis including; toxocoriasis
(0.8%), tuberculosis (0.8%), birdshot choroidopathy
(0.8%), serpeginous choroiditis (0.8%), and
sympathetic ophthalmia (0.8%) are shown to be non-
significant causes of uveitis in Iraq and are also shown
to be rare causes of uveitis in other numerous studies
in different parts of the world 13183



Regarding diagnostic tests that has been used for
diagnosing the causes of uveitis and their validity, the
results of the study revealed:

Although a significant proportion of patients
(59.5%) show an elevated W.B.C count, but it is of no
specific diagnostic value and seems to be mostly
associated with systemic inflammatory diseases such
as Behcet's disease and ankylosing spondylitis.

Elevated ESR is found in 26.6% of the total
patients, and associated mainly with systemic diseases
but of no specific diagnostic value.

IFAT is found to be positive in only 4.0% of all
cases of uveitis with a sensitivity of only 55.5% for
toxoplasmosis, hence the diagnostic value of this test is
limited, while ELISA test has a sensitivity of 85.7%
for toxoplasmosis, therefore ELISA test is a more
reliable test for the diagnosis of toxoplasmosis and to
be done selectively when the condition is suspected.
This observation is supported by the fact that ELISA
test is highly specific and sensitive test'** while IFAT
has a false positive and false negative results.”

HLA BS5 is found to be positive in 13.7%, and
pathergy test is positive in 8.9% of total cases; all of
them are Behcet's patients. However, they are only
confirmatory tests for Behcet's disease and hence they
are only indicated when Behcet’s disease is suspected
remembering that HLA B5 is positive only in 50 to
62% of Behcet's cases,”™****® and pathergy test is
positive in only one third to one half of cases.>*"*’

HLA B27 test is found to be positive in only 7.3%
of all uveitis patients, therefore this test should not be
done routinely for every uveitis patient.

Antinuclear antibody test is positive in only (3.2%)
of all uveitis cases; all of them are juvenile chronic
arthritis, hence this test is not indicated routinely for
every uveitis patient but only in suspected cases of
juvenile chronic arthritis.

Sacroiliac joint X-ray is found to be positive in only
11.3% of all cases; including all cases of ankylosing
spondylitis, therefore it is only indicated if an
ankylosing spondylitis case is suspected.
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Diabetes mellitus is found to be positive in 4.0% of
total cases (without another specific underlying cause),
however the concept that diabetes figures in the
etiology of iritis is not now accepted but it may only
render the tissues generally liable to inflammation.'>"

B-scan is found to be of value in the diagnosis of
uveitis is only 3.2% of total cases while MRI and C.T-
scan studies are useful in only 1.6% of cases, therefore
these tests are of limited use as a diagnostic tools in
Iraqi uveitis patients.

Chest X-ray, knee X-ray, foot X-ray, other joints X-
rays, general urine examination, and tuberculin test are
also not significant as a diagnostic tools in Traqi uveitis
patients.

Sarcoidosis, syphilis, nephritis, AIDS and collagen
diseases have not been encountered in the etiology of
Iraqi uveitis patients, and hence no need to investigate
our uveitis patients for these diseases unless there is a
high suspicion to be the underlying cause.

Geography, religion, occupation, past surgical
history, drugs history, hypertension, alcoholism,
smoking and family history; all are not significant as
an etiological factors for uveitis.

CONCLUSIONS

Uveitis in this hospital based study of Iraqi patients
affects males more than females, and affected patients
are most commonly of a young age group. Anterior
uveitis is the most common type of uveitis found in
patients of our study. The most common cause of
uveitis is Behcet’s disease, then followed by idiopathic
entity, Fuch’s uveitis, toxoplasmosis and other less
frequent causes.

The diagnosis of uveitis etiologies depends mainly
on clinical grounds, however, it appears that the
laboratory tests are of value in some specific entities
and need to be used very selectively in a costumed or
tailored protocol.
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KAWASAKI DISEASE:
A CASE REPORT FROM IRAQ AND LITERATURE REVIEW
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ABSTRACT

Kawasaki disease KD is an acute self-limiting
vasculitis, affects mainly children under 5 years
old. Early recognition and timely treatment with
gamma globulin reduces greatly the risk of grave
coronary complications. We present here a case
of KD, and the accompanying events that
hindered proper management, facing the long list
of bad complications of the disease.

INTRODUCTION

Kawasaki Disease (KD) is a generalized vasculitis
associated with an intense inflammatory state that can
lead to aneurysms of coronary arteries, complicated
sometimes by thrombosis, myocardial infarction and
death. It occurs predominantly in infants and young
children. First recognized as a clinical entity in 1961
among japanese children, the disease is now known to
occur throughout the world in children of all races.'*’

There is no specific diagnostic test for the disease,
but a case definition helps to make the diagnosis. The
Kawasaki disease case definition of the Centers for
Disease Control and Prevention requires five of the

Bhaall clladsa) e Al Y

following criteria: [1]-fever persistent for five days
or more [2]-peripheral extremity changes; redness of
palms and soles, and indurative edema or membranous
desquamation of the fingers and toes [3]-
polymorphous exanthema [4]-bilateral conjunctival
injection [5]-changes in lips and oral cavity; reddening
of lips, strawberry tongue and diffuse injection of the
oral mucosa [6]-cervical lymphadenopathy.*

Not all the patients with KD diagnosed on the basis
of virtually pathognomonic coronary artery lesions,
meet these criteria,”*"®® So the concept of atypical KD
evoked to describe children who do not meet
traditional criteria but either considered at risk of
developing or have developed coronary artery lesions.

It is these children and those with typical KD who
meet criteria but in whom other less common
manifestations dominate the clinical picture, as in the
case we are reporting, in whom the challenge of
prompt recognition lies. For the pediatrician, this may
constitute a considerable part of their experience with
the disease. Between 10-45% of children may present
with atypical disease,*™® and more than half, while
meeting criteria, may have a "predominant feature"
such as concurrent tonsillitis or otitis media that serves
to obscure the diagnosis."

*Hala Sameh Arif, MD, Assistant Professor, Department of Pediatrics, College of Medicine, Al-Nahrain University, Baghdad, Iraq.

E-mail: sameh_585@yahoo.com



We describe here the clinical course of an infant
with Kawasaki disease, in whom the diagnosis was
rejected by many of the medical authorities, as he
did’'nt initially fulfill the 5/6 criteria for diagnosis, then
the course was dominated by croup that pressed some
of the attending doctors to use steroids, denying the
possibility of KD. The baby unluckily succumbed into
severe cardiac complications.

CASE REPORT

Fadi AH, a precious and previously healthy male,
started to develop high fever with irritability at the age
of two months (few hours after receiving the 1% dose
of DTP, OPV and 2™ dose of Hepatitis vaccine).
Initially thought to be reactionary to the vaccine, he
was kept on paracetamol syrup, but soon a unilateral
right sided cervical lymph node was palpably enlarged
with sore throat, erythromycin syrup added. At the end
of the first week, with the persistence of fever and
irritability, a mild truncal maculopapular rash
appeared, redness and crustation of the lips, redness of
the tongue with prominent papillae with disappearance
of the lymph node. At that time Hb was 9.7 g/dl, WBC
11,000/mm’, platelets 250000/mm’, ESR 94, the
probability of KD was aroused, we started him on
aspirin 100 mg/kg, but unfortunately the gama
globulins (IVIG) were not available in the hospital
(due to the sanctions implied at that time), for which
the family was asked to fetch from outside the country.

At day 9 of the illness a moderately severe stridor
appeared, lot of medical opinions were seeked by the
family, whom all rejected the idea of Kawasaki
disease, some thinking KD is not seen in Iraq, others
thinking the criteria were not properly fulfilled for the
diagnosis, missing significant palmer and solar
involvement. From that assumption, there was an
insistence on giving the baby a 7 day course of
hydrocortisone, during which there was apparent
subsidence of fever, rash and stridor, but not
irritability, the baby meanwhile developed twice short
lived convulsions. At day 11 of illness, his Hb was 7.9
g/dl, platelets 760 000/mm.’

Soon after stopping steroids, fever rose up again,
continuing irritability, aspirin was continued (IVIG not
obtained), ECG and 2-dimensional echocardiography
at that time were normal. After discharge from the
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hospital, the family persistently facing denial of the
diagnosis of KD by many medical opinions sought,
they stopped aspirin, bringing fever up again until the
23" day of the illness.

At day 31 of the illness, I faced the family rushing
into my medical ward, yelling for help, the baby was
in severe respiratory distress, grayish cyanosis
(collapse state), liver 5 cm BCM, CXR: cardiomegaly
with pulmonary congestion, luckily resuscitation
measures succeeded, ECG showed inferior-posterior
wall infarction (according to the ICU report, where he
was transferred). Echocardiography and Doppler:
mitral valve prolapse and regurgitation, due to rupture
chordae. Meanwhile 2 axillary swellings were noted (2
axillary aneurysms). The patient recovered gradually
from his failure state, continued on low dose aspirin
(now submitting to the fact), discharged in a stable
condition.

Since then I have witnessed the child thriving
normally, standing normal activities for his age, no
angina, palpitation, syncope, no any symptom relative
to other children. Repeated cardiac assessments were
done in many centers, the last report I received was
from Boston’s Children’s hospital in 2005 that showed:
giant segmented aneurysm of the left anterior
descending coronary artery, giant aneurysms of the
subclavian and brachial arteries bilaterally, mild mitral
valve regurgitation with normal ventricles. He was
maintained on aspirin 31 mg/day and clopidogrel
(Plavix) 37.5 mg p.o daily.

DISCUSSION

Kawasaki disease is the leading cause of acquired
heart disease in developed countries.’

The major concern is about early diagnosis of KD
(in both typical and atypical forms), as early treatment
with large doses of IVIG, greatly reduces the risk of
coronary artery aneurysms.' ">

In the absence of a specific test, the diagnosis
remains a clinical one; anyhow strict adherence to the
diagnostic criteria for KD may result in missed
atypical cases, and as the diagnosis of atypical cases
has not yet been standardized," it has been suggested
that KD is to be suspected in any child with irritability



and persistent fever (>5 days) not responding to
antipyretics,'* and when prolonged fever is combined
with mucosal changes, extremity changes, or both,
standardized treatment for KD should be given as early
as possible to achieve good outcome.> This is
especially true in younger infants who are at a higher
risk of developing coronary aneurysms and who may
present with fever and few if any of the cardinal
features of KD."'*'7 In fact the latest guidelines by
the American Heart Association recommend that
echocardiography should be considered in any infant
aged less than 6 months with fever of seven days or
more in duration and laboratory evidence of systemic
inflammation.'®

- Other than atypical presentations, typical KD can
be associated with a number of complications that may
obscure the true diagnosis, several reports described
associated respiratory problems: tonsillitis, otitis
media, retropharyngeal abscess, pneumonia'® or croup
as in our case, probable surgical complications as
bowel infarction, intestinal obstruction or pseudo-
obstruction that has been reported in about 2% of a
series of patients with KD,***3223 45 addition to
peripheral gangrene.” Rare neurological complications
were also described including facial palsy,
ophthalmoplegia due to lateral rectus palsy.**

Our patient Fadi; collected only 4 of the diagnostic
criteria, but with the deranged lab results and absence
of documented infection, treatment for KD was highly
recommended. The second week of the illness was
dominated by the croup, that urged others to offer
steroids for, meanwhile damping the clinical
manifestations, rash and mucosal changes disappeared
totally, but the fever recurred after stopping steroids,
with persistence of the irritability all along. Of all his
clinical symptoms irritability was the most remarkable,
the earliest to appear, not affected even with steroid
therapy, followed by fever that was temporarily
lowered by steroids to recur soon after their stoppage,
confirming the importance of these 2 manifestations in
babies under 6 months in suspecting KD.

As for the association of KD with vaccines; Miron
reported an infant, 35 day old, whom developed KD
one day after receiving the second dose of Hepatitis B
vaccine (a sequence quite similar to that of Fadi),
thinking of a probable similarity with the rare
complication of adult vasculitis following receiving
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the same vaccine.” Otherwise, reports have repeatedly
pointed to the reactivation of the BCG inoculation site
with KD (erythema and induration), regarded as an
early and specific diagnostic sign of KD, that would be
particularly wuseful in communities where BCG
vaccination is universal,'**® as in ours,

The incidence of KD has gradually increased over
the last 16 years. The disease has been reported in
more than 60 countries around the world,”” but the
disease is known to be more common in Asians than in
Caucasians.”® Reports were issued from many Arab
countries, the first was probably by Majeed et al
[Kuwait 197’8],29 followed by others. Muzaffer [Saudia
Arabia]30 and Chemli et al [central Tunisial,’! both
reported the plenitude of atypical presentations in their
studied samples and a high rate of coronary lesions due
to delayed diagnosis, Bhatnagar et al [Oman 2003], in
a seven year analysis, reported 12.5% incidence of
coronary artery involvement and 25%
echocardiographic abnormalities.” Our studied case, is
probably the first reported from Iraq, although I have
witnessed many colleagues describing their experience
in picking some cases of typical KD during their
practice, lack of documentation probably lead the
majority of pediatricians to deny this diagnosis at that
time, a factor that hindered the provision of proper
medical intervention.
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TRAUMATIC TRACHEOESOPHAGEAL FISTULA (TTEF):
CASE REPORT
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ABSTRACT

Acquired tracheoesophageal fistulas (TEFs) occur secondary to malignant disease (esophageal or bronchial),
infection or trauma. Postintubation TEFs uncommonly occurs following prolonged ventilation with an endotracheal

or tracheostomy tube.

We report a 23 year old woman who, following of 2 weeks mechanical ventilation, presented with recurrent
aspiration pneumonia and dyspnea directly post extubation. Bronchoscopy showed mild tracheal stenosis and 3 cm

long traheoesophageal fistula.

A 4 cm tracheal resection and reconstruction with closing the esophageal fistula was performed successfully.
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Interesting Case

v i

N Engl ] Med 358:2388, May 29, 2008

The Aorta in Osteoporosis

An 86-year-old woman with severe symptomatic aortic stenosis was referred for routine
preoperative cardiac catheterization. During the procedure, pronounced tortuosity of the catheter
was noted. Subsequent administration of intravenous contrast material revealed the presence of a
markedly tortuous thoracic and abdominal aorta with no evidence of a localized aneurysm (Panel

A) and with a clearly visible Judkins catheter (arrow) and venous catheter (arrowhead).

The peripheral circulation was normal in both upper and lower limbs at physical examination,
and the kidney function was not compromised. Chest radiography showed multiple vertebral
compression fractures and pronounced kyphosis (Panel B). It was stated that photographs of the
patient and her daughter taken 35 years earlier and a few weeks before the catheterization suggest
that the progressive development of compression fractures and the consequent reduction in the
patient's height were responsible for the unusual morphologic features of the aorta.
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Gallstones are Associated With Carotid Atherosclerosis
bl gl (3 Gamaad] el aa dug) phuall cluad! 381 5

Sanchez NM, et al.
Liver International 2008 Mar; 28 (3):402 6.

Background: Gallstone disease (GD) and cardiovascular disease (CD) are common diseases worldwide with
considerable economical impact and they are strongly associated. Carotid atherosclerosis is an excellent marker of
risk for CD like stroke and myocardial infarction. The aim of this study was to assess the association between
gallstones and carotid atherosclerosis.

Methods: A cross-sectional study was conducted. We evaluated subjects with ultrasonographical evidence of GD
and asymptomatic subjects without such evidence. Anthropometric, clinical and biochemical variables were
collected. The Metabolic syndrome was evaluated using adult treatment panel III criteria. Carotid artery intima
media thickness (CIMT) was determined by a standard ultrasound protocol. Insulin-like growth factor-1 (IGF-1)
serum levels were measured in all subjects.

Results: We studied 191 subjects: 62 subjects with GD (53.2% males) and 129 asymptomatic subjects without GD
(65.9% males). Subjects with GD exhibited a higher body mass index, body fat percent, insulin serum levels and
CIMT (P<0.05 for all). The prevalence of GD was higher in subjects with a CIMT>0.75 independently of other
factors [odds ratio (OR) 2.12, 95% confidence interval (CI) 1.04 4.34; P=0.039], and for every 0.1 mm increase in
CIMT the independent probability to be a case of GD increased by a factor of 1.25 (95% CI 1.02 1.53; P=0.027).
IGF-1 levels did not differ among groups.

Conclusions: Subjects with GD exhibit greater carotid atherosclerosis, and therefore have a higher risk for stroke
and myocardial infarction.
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Transcatheter Closure of Right-to-Left Interatrial Shunts to Resolve Hypoxemia
aad] Al |l Al il § padidl aa)bgr. o d ] o (5 it — Aadl) @idlgaid] §3E|

Yaniv LG, et al.
Congenital Heart Disease 2008 Jan/Feb; 3 (1):47 53.

Background: Right-to-left interatrial shunts through an atrial septal defect or patent foramen ovale may result from
congenital and acquired conditions. Right-to-left shunts may occur with normal pulmonary artery pressure and
resistance as in right ventricular outflow tract obstruction leading to hypertrophy and reduced diastolic function, in
right ventricle ischemia, myocarditis or cardiomyopathy and in orthodeoxia platypnea syndrome.

Methods: We have tested the tolerance of trans-catheter closure of right-to-left interatrial shunts in 5 selected
patients in whom the morphology and hemodynamics implied that it would be well-tolerated and improve
functional capacity. Right-to-left shunt was demonstrated in 5 profoundly cyanotic patients by trans-thoracic and
trans-esophageal echocardiography with intravenous injection of agitated saline. The patients were catheterized for
hemo-dynamic study and tested for tolerance of transient balloon occlusion of the defects.

Results: Diastolic right ventricular dysfunction with elevated end-diastolic pressure was the primary cause of right-
to-left shunt. Most shunts occur via atrial septal defects. Patients’ ability to tolerate temporary balloon occlusion of
the defects predicted a favorable outcome following permanent device occlusion. Cyanosis resolved in all patients
following closure of the defects without congestive right heart failure. A marked improvement in functional
capacity was observed in 4 patients. One died of preinterventional hypoxic brain damage.

Conclusion: Transcatheter closure of right-to-left shunts is well-tolerated and a rewarding approach. It should be
applied in selected patients following careful morphologic and hemodynamic evaluation. Tolerance of temporary
occlusion of the defect is predictive of a favorable procedural outcome.
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Long-Term Follow up of Women With Laparoscopic Ovarian Diathermy
for Women With Clomiphene-Resistant Polycystic Ovarian Syndrome

ol i pe sasall gl yadl alasil albadlaadl sLuill aa¥) ddigh daytiall
clomiphene ¢/ga aladiul dadlall e Saiaall clwalll saadia pasall dajdla cilad

Mohiuddin S, et al.
ANZ Journal of Obstetrics and Gynaecology 2007 Dec; 47 (6):508-11.

Background: Laparoscopic ovarian diathermy (LOD) is one of the options for managing women with anovulation
secondary to polycystic ovarian syndrome. The long-term benefits and harms of LOD are unknown.

Aims: The aim of this report was to establish the long-term benefits and harms of LOD in the group of women who
took part in a randomised controlled trial (RCT) six to ten years earlier.

Methods: Women who took part in the fertility PLUS RCT comparing laparoscopic ovarian diathermy and
gonadotrophins were contacted six to ten years following the end of the study. A postal questionnaire of clinical
symptoms and pregnancy outcomes was collected, and follicle-stimulating hormone (FSH) levels were measured.
Results: Of the 33 women who completed the postal questionnaire, 29 had subsequently undergone LOD. The
mean FSH level of these women was 5.7 IU/L (SD 3.7) ranging from < 0.1 to 18.4 IU/L. The number of periods
per year increased from 3.5 at study entry to 7.8 in the follow-up period in women not on the oral contraceptive. At
the follow up, 15 of 29 women undergoing LOD (52%) reported symptoms of hirsutism and 14.0% reported acne.
After undergoing laparoscopic ovarian diathermy, 79.0% (23 of 29) of the women delivered live infants, and over
the follow-up period, 35 babies were delivered. Further fertility treatment was needed by 14 of 29 women who
underwent LOD. '

Conclusions: There are the benefits of ongoing fertility and regular menstrual cycles in more than half of the
women who underwent LOD.
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Treatment Options For Bacterial Vaginosis in Patients
at High Risk of Preterm Labor and Premature Rupture of Membranes
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Darwish A, et al.
Journal of Obstetrics and Gynaecology Research 2007 Dec; 33 (6):781-7.

Aim: To estimate the efficacy of different therapeutic modalities on proven cases of bacterial vaginosis (BV) in
patients at high risk of preterm labor and premature rupture of membranes.

Methods: This was a longitudinal prospective comparative study set in the antenatal outpatient clinic of the
department of Obstetrics and Gynecology, Faculty of Medicine, Assiut University, Assiut, Egypt. Four hundred
and sixty-eight patients with a clinical picture of threatened preterm labor or at high risk of premature rupture of
membranes in the third trimester were screened for BV. Positive BV was diagnosed in 156 patients. They were
randomly classified into four equal groups according to the line of medical treatment. The treatments were: (i) oral
metronidazole, (ii) clindamycin vaginal cream, (iii) oral clindamycin, or (iv) metronidazole vaginal suppositories.
The effects of medical treatment on Amsel's criteria as well as maternal and fetal outcomes were measured.
Results: Based on Amsel's criteria, 156 patients (33.3%) were diagnosed with BV. There was a significant
disappearance of vaginal discharge, with decreased percentages of pH >4.5, positive amine test, and clue cells after
treatment of BV in the four groups without any statistically significant difference between them. There were
variable effects of the different treatments on increasing birthweight values, admission to neonatal intensive care
units, and prolongation of the gestational age. Some maternal adverse effects have been recorded. There were
significant improvements of the outcomes for oral metronidazole and clindamycin compared with outcomes for
intravaginal metronidazole and clindamycin.

Conclusions: Metronidazole and clindamycin achieve nearly equivalent cure rates when administered orally or
vaginally in patients at high risk of preterm labor and premature rupture of membranes. Oral metronidazole is
considered the drug of choice in treating BV due its high cure rate, better outcomes, and low cost.
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What is the Best Method of Detecting Endometrial Cancer in Outpatients?
Endometrial Sampling, Suction Curettage, Endometrial Cytology
NSTPESEN (- SUNT IR [ (TR T EX TR U (I IV
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Kondo E, et al.
Cytopathology 2008 Feb; 19 (1):28-33.

Objective: Office methods of endometrial sampling for outpatients with abnormal uterine bleeding should be
minimally invasive. The purpose of this study was to determine the best method for detecting endometrial cancer in
an outpatients setting.

Methods: In all, \i'I4-nsy1_'_I‘1ptom§1tic women who were suspected of having endometrial disease by their local
gynaecologist were enrolled in this study. After pelvic examination and transvaginal ultrasonography, endometrial
cytology, suction endometrial curettage; and, four-site endometrial biopsy were performed, in this order without
anaesthesia in each patient. After endometrial sampling, the patient was asked to comment on the intensity of any
pain experienced during each procedure. Then the final histological diagnosis made from the surgical materials was
compared with the results of the three pre-operative methods.

Results: Among the 114 consecutive patients, 56 had endometrial carcinoma, three had carcinosarcoma, six had
endometrial hyperplasia, and 49 had benign conditions. The sensitivity of detecting malignancy was 88% (52/59)
with endometrial cytology, 92% (54/59) with suction curettage, and 88% (52/59) with four-site biopsy. When
endometrial cytology was combined with suction curettage, the sensitivity of detecting malignancy was increased
from 92% to 98%, whereas the sensitivity was increased from 88% to 97%, when endometrial cytology was added
to four-site biopsy. Suction curettage was significantly less painful than four-site biopsy.

Conclusion: Our data indicated that suction curettage plus endometrial cytology was the best combination for
pathological examination of outpatients with abnormal uterine bleeding.
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Which Patients Become Seizure Free With Antiepileptic Drugs?
& pall falaall dugad] aladivb gl Gigase (pa () i £ pall (e o S

Bauer J, et al.
Acta Neurologica Scandinavica 2008 Jan; 117 (1), 55-9.

Objectives: Analysis of factors influencing seizure outcome in antiepileptic drug treatment of epilepsy.

Patients and Methods: Retrospective analysis of 500 patients with complete seizure control and 321 patients with
refractory epilepsy (mean ages 33.3 and 32.1 years respectively).

Results: The seizure-free group consisted of 377 patients with symptomatic/cryptogenic epilepsy (SCE; mean
seizure control 45 months) and 123 patients with idiopathic generalized epilepsy (IGE; mean seizure control
61 months) (P =0.02). Of the patients with SCE, 35.7% had achieved seizure control with monotherapy (MT),
29.6% with >2 AEDs. No single AED was superior in MT. Of the patients with IGE, 35.9% had become seizure
free with MT, 15.6% on combination therapy (CT). Valproate MT was more commonly associated with seizure
freedom than lamotrigine (P < 0.05).

Conclusions: The results indicate that, in SCE, seizures can be controlled with carefully selected CT more
commonly than suggested by previous studies. The seizure prognosis of patients with IGE presenting to a specialist
in epilepsy may be worse than previously thought.
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Remifentanil-Induced Spike Activity As a Diagnostic Tool in Epilepsy Surgery
& pall danl o 2 dnaudiid §1aiS Remifentanil 2 L& yaall Spike daw puad] 4l pesdl cilngadl dullad

Gronlykke L, et al.

Acta Neurologica Scandinavica 2008 Feb; 117 (2):90-3.

Objectives: To assess the value of remifentanil in intraoperative evaluation of spike activity in patients undergoing
surgery for mesial temporal lobe epilepsy (MTLE).

Materials and Methods: Twenty-five patients undergoing temporal lobectomy for medically intractable MTLE
were enrolled in the study. Electrocorticography (ECoG) recordings were performed on the intraventricular
hippocampus and from the anterior inferior temporal and lateral neocortex before and after a 300 pg intravenous
bolus of remifentanil. Spike activity was quantified as spike-count per minute.
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Results: A significant increase (P<0.005) in spike activity was observed after administration of remifentanil in 23
of 25 patients (92%). Furthermore, two patients who did not have any spike activity on the baseline ECoG
developed spikes after administration of remifentanil.

Conclusions: The results suggest that remifentanil can enhance spike activity in the epileptogenic zone and reveal
otherwise concealed epileptogenic tissue in patients with MTLE. Thus, remifentanil may prove to be an important
diagnostic tool during surgical treatment for intractable focal epilepsy.
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Long-Term Neuropsychological and Functional Outcomes in Stroke Survivors:
Current Evidence and Perspective For New Research
ST [JVNPENY PONICPSION {19 TPV UM A [ SWSVN [ VI ([ 5 |
Sanaad| cilam¥ | §lalg dudlad] il
Feigin VL, et al.
International Journal of Stroke 2008 Feb; 3 (1):33-40.
Aims: To appraise the literature on long-term neuropsychological and functional outcomes in stroke survivors and
identify the gaps, challenges and future research in this area.
Background: Stroke care resources are scarce, and the number of stroke survivors is likely to increase with the
ageing of the population. Thus, evaluating the cost, frequency and prognostic factors of long terms stroke
functional and neuropsychological outcomes is of paramount importance for evidence-based clinical decision
making, including the rationale, planning, provision and allocation of health services, and the development of
effective interventions.
Summary of review: Stroke has an enormous physical, emotional and economic impact on the patients, families and
society. However, accurate data on frequency, relationship and predictors of various long-term functional (body
functioning, activity and participation) outcomes and costs of stroke are scarce, and no accurate and comprehensive
data exist on long-term neuropsychological outcomes and their relationships with other functional outcomes
poststroke.
Conclusions: There is a lack of accurate data on the frequency, relationship and predictors of various long-term
functional outcomes and costs of stroke. There is a pressing need for good-quality population-based studies for
evaluating the frequency and prognostic factors of long-term functional and neuropsychological outcomes of stroke
in various populations.
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Increasing Incidence of Respiratory Distress in Neonates
Badgll Auace s (padil] o ySII Eigac Saly)

Ersch J, et al.
Acta Paediatrica 2007 Nov; 96 (11):1577-81.

Aim: To document the change in the incidence of respiratory distress (RD), related interventions and mortality in
neonates admitted to primary, secondary and tertiary neonatal units within a geographically defined population
over a period of 30 years.

Methods: RD was defined as a clinical picture irrespective of the etiology. Information was collected
retrospectively for 1974, 1984, 1994 and 2004 from all neonatal units in Switzerland.

Results: In the 30 years studied the proportion of infants hospitalized with RD increased from 1.9% to 3.8% of the
whole neonatal population and from 30% to 53% of all infants admitted to a neonatal unit. Treatment of RD
changed significantly. Mechanical ventilation decreased from 31% to 16%, nasal CPAP (Continuous Positive
Airway Pressure) increased from almost 0% to 26% and surfactant administration increased from 0% to 53% in
infants with hyaline membrane disease. Overall mortality decreased in infants with RD from 15.5% to 3.5%.
Conclusions: The incidence of RD in infants admitted to neonatal units doubled over the last 30 years in a
geographically defined neonatal population. This rise can predominantly be ascribed to infants with birth weight
>2500 g and may reflect the corresponding increase in the rate of caesarean section.
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Randomized Controlled Trial of Short-Term Withdrawal of I.V. Immunoglobulin Therapy
For Selected Children With Human Immunodeficiency Virus Infection
e ball cabudgualall dsay ol dadlaall aa¥l puad Bl anLin doguias duilgdus duwl p
HIV s piad) dsliadl joe ugmis oliil Hmbaall Jikd) e §lide das s

Soen GG, et al.
Pediatrics International 2007 Dec; 49 (6):972-7.

Background: The aim of the present paper was to determine whether monthly i.v. immunoglobulin (IVIG) could be
safely discontinued in antiretroviral-treated human immunodeficiency virus (HIV)-infected children.

Methods: In a double-blind cross-over trial, children <18 years with HIV infection, well controlled on antiretroviral
therapy, were randomized to alternating courses of 3 consecutive months of IVIG (400 mg/kg once a month) and
3 consecutive months of placebo for 1 year. The primary outcome was days of fever per month. Secondary
outcomes were frequency of serious infections, changes in HIV viral load (VL), CD4+ counts and IgG levels.
Results: Fifteen children were enrolled. Using the revised pediatric HIV clinical classification system of the
Centers for Disease Control and Prevention, eight were severely symptomatic (C), four were moderately
symptomatic (B) and three were mildly symptomatic (A). There were no statistically significant outcome measures.
The mean number of days of fever per month with TVIG versus placebo was 0.55 days versus 1.48 days (P=0.11).
The difference was 0.9 days (95% confidence interval: +2.05 to —0.25). There were no serious infections in either
period. For the IVIG versus placebo periods, mean CD4 counts were 970 cells/uL versus 906 cells/pL. (P=0.12),
VL 2.90 log10 copies/mL versus 2.82 logl0 copies/mL (P=0.70) and IgG levels were 17.41 g/L. versus 16.6 g/L
(P=0.13).

Conclusion: In antiretroviral-treated HIV-infected children short-term withdrawal of monthly IVIG was not
associated with a significant increase in incidence of infections or a decline in immunologic function (CD4 count,
viral load and IgG levels). These results suggest that monthly IVIG can be safely discontinued in HIV-infected
children who are clinically stable and receiving combination antiretroviral therapy.
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Gastroenterology
dsaagdl Jal

Guidelines For the Antiviral Therapy of Hepatitis C Virus Carriers
With Normal Serum Aminotransferase Based on Platelets Counts
C ol Qlgll g pud dlaad calug pall alilaay dadlaall Joan claliy)

claaiall alaxi e by Jaadl B el OB daaiuls paud e

Okanoue T, et al.
Hepatology Research 2008 Jan; 38 (1):27-36.

Aim: We aimed to identify the candidates for antiviral therapy, among patients who are hepatitis C virus (HCV)
carriers with normal serum alanine aminotransferase (ALT), focused on the inhibition of hepatocellular carcinoma
(HCQ).

Methods: Four hundred and sixty-four HCV carriers with normal serum ALT and 129 HCV carriers with
persistently normal ALT (PNALT) and platelet (PLT) counts >150 000/uL. who received liver biopsies were
enrolled. HCV carriers with normal serum ALT were divided into four groups according to their ALT levels
(<30 U/L or 31 40 U/L) and PLT counts (=150 000/uL or <150 000/pL).

Results: In 129 HCV carriers with PNALT, the rate of progression of fibrosis stage was 0.05/year and no HCC was
detected during the follow up for 10 years. Approximately 20% of patients with ALT <40 U/L and PLT counts
>150 000/uLwere at stage F2 3; however, approximately 50% of patients with ALT <40 U/L and PLT counts
<150 000/l were at stage F2 4. An algorithm for the management of HCV carriers with normal serum ALT was
advocated based on ALT and PLT counts.

Conclusion: The combination of ALT and PLT counts is useful for evaluating the fibrosis stage in HCV carriers
with normal serum ALT. Most patients with PLT counts <150 000/uL are candidates for antiviral therapy,
especially those with ALT levels >31 U/L when we focus on the inhibition of the development of HCC
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Hematology And Oncology
pligdly padl U2l pal

Efficacy and Safety of Anticoagulant Prophylaxis to Prevent Venous
Thromboembolism in Acutely Ill Medical Inpatients
S (g j9l) Al | e Auligll B SN Gilaliaa pladiul dadlug dullas

sl | pavia Galad| clladl aapa ol

Sjdlander A, et al.

Journal of Internal Medicine 2008 Jan; 263 (1):52 60.

Objectives: Venous thromboembolism (VTE) is a potentially serious complication of hospitalization and
immobilization. The use of anticoagulant prophylaxis in acutely ill medical inpatients is still under debate. New
data including a recent meta-analysis have recently been published. We aim at studying the efficacy and safety of
anticoagulant prophylaxis in acutely ill medical inpatients, and demonstrate differences between meta-analyses due
to different data extraction from the heterogeneous studies included.

Subjects: The Cochrane Library, MEDLINE and EMBASE were searched from 1980 to present. Manual searches
were performed regarding abstracts from major meetings. Seven blinded randomized controlled clinical trials
assessing the prophylactic effect of heparin in acutely ill medical patients were identified and included in the meta-
analysis.

Results: Low-molecular weight heparin (LMWH) prophylaxis prevented 48% of symptomatic pulmonary
embolism (PE), 48% of symptomatic deep vein thrombosis (DVT) (not significant) and 51% of asymptomatic
DVT. A nonsignificant trend towards higher bleeding risk during LMWH prophylaxis was found. Death was not
significantly affected. We compared our data with a recent meta-analysis with different study selection and data
extraction and found similar results.

Conclusions: As DVT and PE are manifestations of the same illness, VTE, one can argue that anticoagulant
prophylaxis prevents approximately half of the expected events. Most medical inpatients have short hospital stays,
and a low risk of VTE. The important task for the clinician is to identify patients with a sufficiently high risk of
symptomatic VTE to warrant LMWH prophylaxis. Despite differences in study selection and data extraction, our
study shows results similar to a recent meta-analysis.
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Ins and Outs of Inferior Vena Cava Filters in Patients With Venous Thromboembolism:
The Experience at Monash Medical Centre and Review of Published Reports
1l a8l placil] o pa 2 bl Bgndl 2 )9f Gilanii 4 (Soluag (uilana
danball @l ygdinadl B daan pa aa uall Monash )S pe § i
Seshadri T, et al.
Internal Medicine Journal 2008 Jan; 38 (1):38-43.
Background: Inferior vena cava (IVC) filters are an alternative management strategy to anticoagulation in patients
with venous thromboembolism (VTE). However, an IVC filter has its own inherent risks and complications and
may not be the best management strategy. The aims of this study were to evaluate our institution’s practice of
permanent Vena Tech (B. Braun Medical S.A., Boulogne, France) and retrievable Gunther Tulip (William Cook
Europe, Bjaeverskov) IVC filters and to review the available published reports.
Methods: Retrospective single centre audit from the medical record.
Results: Eighty-three and 42 patients had a VT and GT filter inserted, respectively. Median age was 57 years for
VT and 63 years for GT. The majority (75% for VT and 83% for GT) was inserted for acute VTE and
contraindication to anticoagulation. Both filters were efficacious at preventing pulmonary embolism (PE) and there
was a low rate of recurrent deep venous thrombosis in both groups. Insertion-related complications were low in
both groups. Of the GT filters (n=42), 16 were deemed an ongoing requirement, and thus, removal was not
planned. In a further six patients, there was insufficient documentation as to why removal was not planned.
Removal was attempted in 19 patients and was successful in 11. Failure of removal was as a result of clot in the
filter (n=7) or inability to snare it (n=1).
Conclusions: Both the permanent and retrievable filters are efficacious at preventing PE and are associated with a
low complication rate. Planned removal of the GT filter may not be possible in a significant proportion of cases.
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Immediate Versus Delayed Chemotherapy in Patients
With Asymptomatic Incurable Metastatic Cancer

elaiall AL pé ddayadl g Al poud| Jili) o2 pa
dadlaall pidiy & jlia dujgad) daglessl] dadlaall

Carden CP, et al.
Asia-Pacific Journal of Clinical Oncology 2007 Dec; 3 (4):187-98.

Aim: To examine the evidence of benefit in initiating immediate chemotherapy in patients with newly diagnosed
asymptomatic metastatic incurable cancer, compared with delaying chemotherapy until symptomatic progression.
Methods: Through an extensive review of published reports, we examined the biological, clinical, psychological
and ethical background of the issue and reported on the available clinical trial evidence in a variety of tumor types.
Results: Only a limited number of clinical trials have directly examined the role of immediate versus delayed
chemotherapy in patients with incurable asymptomatic metastatic cancer. Small studies in mesothelioma, colorectal
cancer, breast cancer, myeloma, and low-grade lymphoma suggest no survival benefit for the immediate initiation
of chemotherapy. However, there was no evidence in other tumor types.

Conclusion: The appropriate timing of chemotherapy initiation in an asymptomatic patient with metastatic cancer
remains a substantial question in oncology. Many factors are likely to impact on the decision. However, little if any
evidence demonstrates a clear advantage in the immediate initiation of chemotherapy in this setting.
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Urology And Nephrology
gl jledlg il (ol pa

Ten Year Trend in Prostate Cancer Screening
With High Prostate-Specific Antigen Exposure Rate in Japan
ciliang yull U s (6 Zessd] Arlas (8 il | il i
i g 10 Saa M oo gl calinug | dulinsad el jad Jara pladily

Okihara K, et al.
International Journal of Urology 2008 Feb; 15 (2): 156-160.

Background: The tendency of the results and quality control of prostate cancer screening serially performed for

10 years in an area of Japan were evaluated.

Methods: A total of 39 213 men over 55 years of age have participated in the mass screening of prostate cancer in
the Otokuni District, since 1995. Men whose prostate-specific antigen (PSA) levels were more than 4.1 ng/mL
were indicated for the second screening. In the second screening, prostate-specific antigen density (PSAD) was
calculated in men whose PSA levels ranged from 4.1 to 10.0 ng/mL.

Results: Secondary screening was indicated in a total of 2428 subjects, of whom 1633 underwent it. Prostate
cancer was diagnosed in 267 men. As a result of the evaluation of the indication of prostate biopsy according to the
PSAD in 894 who underwent secondary screening for the first time, the procedure was judged to be unnecessary in
269 (35%) of 765 cases. Of these 269 subjects, 23 (8.5%) were found to have cancer. Clinically localized prostate
cancer increased by 17%, and locally advanced and metastatic cancers decreased by 12% in the second compared
with the first five years of the ten-year period. The exposure rate of PSA screening in the Otokuni District was 65%
with the application for the rate of screenees whose PSA level was 4.1 ng/mL or above.

Conclusions: The Japanese basic health screening system allows the determination of high-PSA exposure areas.
Serial prostate cancer screening showed a tendency of stage migration in the screened cancer patients. The use of
PSAD in secondary screening substantially reduces the necessity of prostate biopsy; however, the encouragement
of PSA-positive individuals to periodically receive prostate cancer screening is essential to maintain the quality of
the screening system
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Endocrinology, Metabolism, And Diabetes Mellitus
G| cladl (udlidaid g aall aaddl Jal ypai

Metformin-Associated Lactic Acidosis in Patients
With Renal Impairment Solely Due to Drug Accumulation?

Soll i) udpa aie metformin I Jalil 331 padl udll aleal
Shadd clgall aS) il Aol oo Jo

Runge S, et al.
Diabetes, Obesity and Metabolism 2008 Jan; 10 (1):91 3.
Aim: We suspect that the life-threatening complication of metformin-associated lactic acidosis, solely due to drug
accumulation following renal impairment, occurs more frequently than that previously reported and is not
necessarily associated with other predisposing factors for lactic acidosis.
Methods: During a period of 13 months, at a tertiary referral centre, the incidence of lactic acidosis of any aetiology
was 12.8% [67 of 524 total intensive care unit (ICU) admissions]. Metformin-associated lactic acidosis solely as
the result of drug accumulation was diagnosed in 6% of all the patients suffering from lactic acidosis (4 of 67
patients).
Results: These patients presented with severe circulatory shock due to lactic acidosis. We could not identify any
predisposing factor for lactic acidosis other than renal impairment. Intercurrent deterioration of diabetic
nephropathy was suspected to be responsible for the accumulation of metformin followed by lactic acidosis, finally
resulting in multiorgan failure. The diagnosis was supported by extensively elevated serum levels of metformin.
Two patients died during ICU treatment.
Conclusions: Our data indicate that the incidence of metformin-associated lactic acidosis solely due to metformin
accumulation is possible and underestimated. Symptoms of metformin-associated lactic acidosis are unspecific and
physicians should be aware that metformin, if prescribed in patients with renal impairment, can cause fatal lactic
acidosis due to drug accumulation.
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Measurement of Basal Grewth Hormone (GH) is é Useful Test
of Disease Activity in Treated Acromegalic Patients

Late T jlisn) Jiay gaill oga pd duas Wl ciligisall whid
dadlaall i alilgd! daliun b pa s Ja pall dullad sl

Jayasena CN, et al.
Clinical Endocrinology 2008 Jan; 68 (1): 36-41.

Background: Nadir GH during oral glucose tolerance test (OGTT) is the gold-standard test of GH secretion in
treated acromegaly. However, it was recently reported that variability in GH is reduced postradiotherapy, making
basal GH a potential surrogate marker for nadir GH in such patients.

Objective: We aimed to investigate how predictive basal GH is of nadir GH and IGF-I (Insulin-like growth factor
I), and whether radiotherapy influenced these relationships.

Design: A total of 226 pairs of basal and nadir GH values from 76 treated acromegalic patients were analysed.
Basal GH was defined as the fasting serum GH immediately prior to OGTT.

Results: A highly positive linear correlation (Pearson correlation=0.955, P<0.01) between basal and nadir GH was
found. Negative predictive value for basal GH <1 pg/l with respect to nadir GH >1 pg/l was 100% (53/53 in
radiotherapy group, 15/15 in nonradiotherapy group). Positive predictive values for basal GH >2 pg/l with respect
to nadir GH >1pg/l for patients treated and not treated with radiotherapy were 96.7% (88/91) and 95.2% (20/21),
respectively. No significant difference between concordance of basal and nadir GH with IGF-I in assessment of
disease activity was found. Discordance between IGF-I and nadir or basal GH<1 pg/l was lower in the radiotherapy
group than nonradiotherapy group, but this was nonsignificant.

Conclusions: Basal GH <1 pg/l and >2 pg/l are highly predictive of nadir GH <1 pg/l and >1 pg/l, respectively,
regardless of previous radiotherapy. Basal GH is as good as nadir GH in cencordance with IGF-1. We therefore
suggest basal GH is a useful test of disease activity in treated acromegaly, and can reliably replace OGTT unless
basal GH is between 1 pg/l and 2 pg/l.
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Cardiovascular, Metabolic and Hormonal Responses to the Progressive Exercise Performed
to Exhaustion in Patients With Type 11 Diabetes Treated With Metformin or Glyburide
B iall agadl JS Aaadlall duiga el g duwdbiiud | duile ol daslid] calylai ]
glyburide §i metformin aladdiul suadlaall (5 Sl clall o 11 Jaaid] oi e aie dlgd] dis

Cunha MR, et al.,
Diabetes, Obesity and Metabolism 2008 Mar; 10 (3): 238 245.

Objectives: To evaluate the effects of Metformin and Glyburide on cardiovascular, metabolic and hormonal
parameters during progressive exercise performed to exhaustion in the post-prandial state in women with type 2
diabetes (T2DM).

Design and Methods: Ten T2DM patients treated with Metformin (M group), 10 with Glyburide (G group) and 10
age-paired healthy subjects exercised on a bicycle ergometer up to exercise peak. Cardiovascular and blood
metabolic and hormonal parameters were measured at times -60 min, 0 min, exercise end, and at 10 and 20 minutes
of recovery phase. Thirty minutes before the exercise, a standard breakfast was provided to all participants. The
diabetic patients took Metformin or Glyburide before or with meal.

Results: Peak oxygen uptake (VO,) was lower in patients with diabetes. Plasma glucose levels remained
unchanged, but were higher in both diabetic groups. Patients with diabetes also presented lower insulin levels after
meals and higher glucagon levels at exercise peak than C group. Serum cortisol levels were higher in G than M
group at exercise end and recovery phase. Lactate levels were higher in M than G group at fasting and in C group at
exercise peak. Norepinephrine, GH and FFA responses were similar in all 3 groups.

Conclusion: Progressive exercise performed to exhaustion, in the post-prandial state did not worsen glucose control
during and after exercise. The administration of the usual dose of Glyburide or Metformin to T2DM patients did
not influence the cardiovascular, metabolic and hormonal response to exercise.
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Comparison of Major Bile Duct Injuries
Following Laparoscopic Cholecystectomy and Open Cholecystectomy

|yl pdadl §i sl plaii s § )l padl Jladiia! dalaad AUl dpwbud ] dgl yuall SLAL b & jlie

Kaman L, et al.
ANZ Journal of Surgery 2008 Jan; 78 (6):788-791.

Background: The mechanism and extent of major bile duct injuries following laparoscopic cholecystectomy differ
from those of open cholecystectomy.

Methods: To identify differences in the demographic profile, timing of injury detection, management strategies
and outcome, we undertook a retrospective review and analysis of our experience with 55 major bile duct injuries
following both laparoscopic and open cholecystectomies over a period of 9 years.

Results: Thirty-one major bile duct injuries resulted from laparoscopic cholecystectomy (56%) and 24 of them
were sustained after open cholecystectomy (44%). The median time of presentation was 7 days after laparoscopic
cholecystectomy and 14 days following open cholecystectomy (P<0.001). Twenty-eight (51%) patients had injuries
recognized intraoperatively in both groups, of whom 18 patients underwent an attempt at primary repair before
referral. All patients required subsequent surgical intervention. There were no differences in the clinical
presentations between the two groups. However, serum alkaline phosphatase, alanine aminotransferase and
aspartate aminotransferase levels were significantly higher following open cholecystectomy (P<0.05). There was
no significant difference in the level of injury between the two groups. All patients underwent surgical repair in the
form of a Roux-en-Y hepaticojejunostomy (including two revision hepaticojejunostomies in each group). Surgical
outcome did not differ between the groups; however, better results were seen with Bismuth grades 1 and 2
strictures compared with Bismuth grades 3 and 4 strictures for both groups (P<0.002).

Conclusion: Major bile duct injuries following laparoscopic cholecystectomy present eatlier and with lower levels
of serum alkaline phosphatase, alanine aminotransferase and aspartate aminotransferase. There does not appear to
be a significant difference between the Bismuth Strasberg grading of the strictures and the type of surgery carried
out.
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Chordal Cutting Via Aortotomy in Ischemic Mitral Regurgitation
S AN | ) ulid) Gl B ¥ i s ] adaidll dulas

Fayad G, et al.
Journal of Cardiac Surgery 2008 Jan/Feb; 23 (1):52-7.

Background: Chordal cutting through atriotomy has been proposed to treat significant resting ischemic mitral
regurgitation (MR) due to anterior leaflet tenting. In addition, MR may exacerbate during exercise not only trough
exercise-induced ischemia but also through an increase in tenting area. Accordingly, we aimed to perform chordal
cutting through aortotomy in patients with exercise-induced ischemic worsening of MR.

Methods: Five patients with ischemic MR, due to anterior leaflet tenting, which worsened during exercise
echocardiography were enrolled. All patients underwent cutting of the 2 basal chordae attached to the anterior
mitral leaflet associated with myocardial revascularization. Three patients had additional mitral valve annuloplasty.
Postoperative MR was evaluated using exercise echocardiography.

Results: Age ranged from 63 to 78 years and 4 patients were male. Preoperative left ventricle ejection fraction
averaged 39+3%. Chordal cutting was performed through aortotomy allowing comfortable access to the anterior
mitral valve. Mitral effective regurgitant orifice at rest and at peak exercise was reduced by surgery (10+3 to 0.6+
0.5 mm?® at rest and from 20+3 to 6+2 mm’ at peak exercise; p=0.03). Mitral tenting area at rest and at peak
exercise was concomitantly reduced by surgery (1.83+0.21 cm” to 0.50+0.4 cm” at rest and from 3.11+0.58 to 1.7
+0.5 cm” at peak exercise; p=0.03). Left ventricular size and function remained unchanged after surgery.
Conclusions: Chordal cutting through aortotomy may be an effective option to treat ischemic MR due to anterior
leaflet tenting. Associated with myocardial revascularization, it resulted in a decrease of MR at rest and during
exercise through a decrease in tenting area without impairment of LV function.
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In Vitro Comparison of Three Different Mesh Constructions
Tl B A Al claddl (e Joladi &30 o i jlia

Weyhe D, et al.
ANZ Journal of Surgery 2008 Jan/Feb; 78 (1-2):'55-60.

Background: Material amount and pore size have been recently discussed as probable important determinants of
biocompatibility of mesh implants used in hernia repair. This study aimed to find out whether other constructional
parameters affect the extent of early foreign body reaction in vitro.

Materials and Methods: An NRK-49F (mixed culture of normal rat kidney cells) fibroblast culture was incubated
in the presence of a ‘light’ microporous mesh (35 g/m?, 0.25 mm thick), a ‘heavy polypropylene knitted mesh
(95 g/m’, 0.55 mm thick) and a polypropylene/polyglactin composite mesh (35 g/m’, 0.5 mm thick). A mesh-free
cell suspension was used as a control group. Fibroblasts’ proliferation, invasion and apoptosis rates were measured
by commercially available quantification tests. Levels of tumour necrosis factor-a, transforming growth factor-p1,
interleukin (TL)-1pB, IL-6 and IL-10 secreted by the fibroblasts in the supernatant were dynamically measured in a
time kinetics of 6 96 h.

Results: Invasion potential as well as proliferation and apoptosis rates of fibroblasts were enhanced by all meshes.
The composite mesh stimulated the cell turnover with correspondingly increased levels of IL-6 and suppressed
levels of transforming growth factor-f1 significantly more than the two pure polypropylene meshes and the control

oup.
%Zrom?lusion: Early biological response of fibroblasts as a major component of foreign body reaction was most
affected by the filament construction of the mesh combining polypropylene with multifilament, partially absorbable
polyglactin fibres. Material reduction did not weaken foreign body reaction. Confirming previous findings from
animal experiments and clinical observations, the described in vitro model seems to be an appropriate primary tool
for studying the biological tolerance towards meshes.
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Computer-Assisted Calculation of Myocardial Infarct Size
Shortens the Evaluation Time of Contrast-Enhanced Cardiac MRI

Rosendahl L, et al.
Clinical Physiology and Functional Imaging 2008 Jan; 28 (1): 1-7.

Background: Delayed enhancement magnetic resonance imaging depicts scar in the left ventricle which can be
quantitatively measured. Manual segmentation and scar determination is time consuming. The purpose of this study
was to evaluate a software for infarct quantification, to compare with manual scar determination, and to measure
the time saved.

Methods: Delayed enhancement magnetic resonance imaging was performed in 40 patients where myocardial
perfusion single photon emission computed tomography imaging showed irreversible uptake reduction suggesting a
myocardial scar. After segmentation, the semi-automatic software was applied. A scar area was displayed, which
could be corrected and compared with manual delineation. The different time steps were recorded with both
methods.

Results: The software shortened the average evaluation time by 12.4 min per cardiac exam, compared with manual
delineation. There was good correlation of myocardial volume, infarct volume and infarct percentage (%) between
the two methods, r =0.95, r =0.92 and r = 0.91 respectively.

Conclusion: A computer software for myocardial volume and infarct size determination cut the evaluation time by
more than 50% compared with manual assessment, with maintained clinical accuracy.
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Microvascular Patterns of Esophageal Micro Squamous Cell Carcinoma on Magnifying Endoscopy
pSad) il aladily L) ASiL Adadall o5 pall dilla puad digBall dac g3 Jalasi

Arima H, et al.
Digestive Endoscopy 2008 Jan; 20 (1): 6-11.

Background: Recently, esophageal microcancers have been frequently diagnosed and are receiving increasing
attention as initial findings of cancer. We examined whether the clinicopathological features and microvascular
patterns of esophageal microcancers on magnifying endoscopy are useful for diagnosis.
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Methods: Magnifying endoscopy was performed to examine the histopathological features of 55 esophageal
cancers measuring <10 mm in diameter (34 small cancers, 16 microcancers, and five supermicrocancers).

Results: Although some lesions were detected only on icdine staining, most were detected on conventional
endoscopic examination. Most small cancers and microcancers were ml or m2; some were m3 or sm?2.
Supermicrocancers were dysplasia or m1 cancer. As for the microvascular pattern, most ml and m2 cancers
showed type 3 vessels, while most submucosal cancers showed type 4 vessels.

Conclusions: Microvascular patterns on magnifying endoscopy are useful for the differential diagnosis of benign
and malignant esophageal cancers and for estimating the depth of tumor invasion. The shape of small lesions is
often altered considerably by biopsy. Residual tumor may persist unless the basal layer of the lesion is included in
biopsy specimens, even in microcancers. Consequently, endoscopic mucosal resection, without biopsy, is being
performed in increasing numbers of patients with lesions suspected to be cancer on the basis of their microvascular
patterns.
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Pulmonary Diseases
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Cessation in the Use of Tobacco: Pharmacologic and Non-Pharmacologic Routines in Patients
i pall dic dagiall duilgall pég duilgall §ykll :oudalll e g8

Paulsen PQ.
The Clinical Respiratory Journal 2008 Jan; 2 (1): 4-10.
Introduction: Approximately one-third of the adult population in industrial countries and 70% in several Asian
countries are daily smokers. Tobacco is now regarded as the world’s leading cause of death. Approximately two-
thirds of lifelong smokers eventually die because of smoking. Smoking cessation is the most effective action to
reduce mortality in patients with chronic obstructive pulmonary disease (COPD) and coronary heart disease.
Objective: The aim of this study was to determine the effectiveness of smoking cessation programmes in patients
with smoking-related disorders.
Methods: Medline was searched for studies of interventions for smoking cessation in patients.
Results: In patients with cardiovascular diseases and COPD, smoking cessation programmes with behavioural
support over several months significantly increase quit rates. The intensity of the programmes seems to be
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proportional to the effect. A long follow-up period is probably the most important element in the programmes.
Even the most intensive programmes are very cost-effective in terms of cost per life-year gained. Effective
programmes can be delivered by personnel without special education in smoking cessation using simple
intervention principles.

Conclusions: In patients with smoking-related disorders, smoking cessation interventions with several months of
follow-up are effective and easily applicable in clinical practice. Wider implementation of such programmes would
be a cost-effective way of saving lives.
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Anaesthesia And Intensive Care Medicine

Obstetric Anesthesia for Obese and Morbidly Obese Patients:
An Ounce of Prevention Is Worth More Than Pound of Treatment
cdalanll pa A pall calanjadly dilasdl il pa ol Sadgil! padill Al adiel

Tk Uaid e e dallig an ja
Soens MA, et al.
Acta Anaesthesiologica Scandinavica 2008 Jan; 52 (1):6-19.
Background: The incidence of obesity has been dramatically increasing across the globe. Anesthesiologists are
increasingly faced with the care for these patients. Obesity in the pregnant woman is associated with a broad
spectrum of problems, including dramatically increased risk for cesarean delivery, diabetes, hypertension and pre-
eclampsia. A thorough understanding of the physiology, associated conditions and morbidity, available options for
anesthesia and possible complications is therefore important for today’s anesthesiologist.
Methods: This is a personal review in which different aspects of obesity in the pregnant woman, that are relevant to
the anesthesiologist, are discussed. An overview of maternal and fetal morbidity and physiologic changes
associated with pregnancy and obesity is provided and different options for labor analgesia, the anesthetic
management for cesarean delivery and potential post-partum complications are discussed in detail.
Results and Conclusion: The anesthetic management of the morbidly obese parturient is associated with special
hazards. The risk for difficult or failed intubation is exceedingly high. The early placement of an epidural or
intrathecal catheter may overcome the need for general anesthesia, however, the high initial failure rate necessitates
critical block assessment and catheter replacement when indicated.
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Adrenal Function in Different Subgroups of Septic Shock Patients
Ay desall i pa e dalidna dus y wilsgasme s dyyadl] diabagll
Salgado DR, et al.
Acta Anaesthesiologica Scandinavica 2008 Jan; 52 (1):36-44.
Background: Relative adrenal insufficiency (RAI) is a common complication during septic shock and may be more
frequent in specific subgroups. The main objectives of this study were to determine the adrenal function and the
RAI incidence in different subgroups of septic shock patients considering: main admission categories (medical,
elective or emergency surgery); source of infection; nosocomial or community-acquired infections; gender, age <65
years or >65 years; and the presence or absence of neurological diseases, acute respiratory distress syndrome
(ARDS) and bacteremia.
Methods: Prospective study in a medical surgical ICU, including adults with septic shock, from May 2002 to May
2005. All patients had total serum cortisol measured at baseline and 60 min after a high-dose ACTH test within the
first 96 h of shock onset. RAI was defined as a serum cortisol increment after ACTH test (Amax**’y <90 pg/1.
Results: One hundred and two subjects were enrolled, and the overall RAI incidence was 22.5%. Patients with
ARDS before ACTH test or bacteremia showed lower Amax”*® values than patients with ARDS after ACTH test
(96 vs. 153 pg/l, P=0.02) or without bacteremia (140 vs. 175 pg/l, P=0.04). Multivariate regression analysis
revealed that female gender, development of ARDS before ACTH test, and bacteremia were associated with greater
RALI incidence. There was no difference in RAI incidence considering neurological diseases, age, type and source
of infection and the main admission categories.
Conclusions: Female gender, bacteremia and early-onset ARDS were variables independently associated with
greater RAI incidence in septic shock patients. There was no difference in the RAI incidence concerning other
subgroups.
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Emergency Medicine

£ )lgkall wik

Comparison of Pediatric Emergency
Physicians’ and Surgeons’ Evaluation and Diagnosis of Appendicitis

Jkad ) is (5 ghall ¢ luaig danl yadl e lbdal o S3) JlF lgelll pandndiig pasii & lie

Kharbanda AB, et al.
Academic Emergency Medicine 2008; 15 (2), 119-125.

Objectives: To compare the interexaminer reliability and ability to predict appendicitis between pediatric
emergency physicians (EPs) and senior surgical residents.

Methods: The authors conducted a prospective cohort study of children aged 3 to 18 years of age with signs and
symptoms suspicious for appendicitis. Patients were initially examined by a pediatric EP attending and then by a
consulting senior surgical resident. Physicians reported the presence or absence of specific historical and physical
exam findings and predicted the likelihood the patient had appendicitis. Interexaminer reliability of historical and
physical exam findings was compared (kappa statistic). Distributions and median probabilities of appendicitis were
calculated for pediatric EP and surgeon predictions.

Results: The authors evaluated 350 patients with acute abdominal pain. Historical questions revealed slight to very
good agreement (kappa statistic range 0.33 0.82) between physician types, whereas physical examination findings
exhibited poor to fair agreement (range 0.14 0.48). Physicians predicted similar median probabilities of
appendicitis for patients who were ultimately diagnosed with appendicitis (75% vs. 70%; p = 0.73) and patients
without appendicitis (25% vs. 30%; p = 0.59). For a subset of patients given a >90% predicted probability of
appendicitis, pediatric EPs and senior surgical residents had similar accuracy (80% vs. 79%; p = 0.92). Similarly,
among patients with < 10% predicted probability, pediatric EPs were correct in 95% and senior surgical residents
correct in 94% of patients (p = 0.63).

Conclusions: Pediatric EPs and senior surgical residents elicit historical findings from patients with suspected
appendicitis with a greater degree of similarity than physical examination findings, which exhibit a wide degree of
variability. Pediatric EPs and senior surgical residents do not differ in their ability to clinically predict appendicitis.
These findings may be helpful in developing institutional management protocols.
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Sexual Medicine
il Sl pad

The Epidemiology of Sexual Dysfunction
Aawiall dasboll Ha clhbyg

DeRogatis LR, et al.
The Journal of Sexual Medicine 2008 Feb 5; (2):289-300.
Introduction: Epidemiology can be defined as the population study of the occurrence of health and disease. The
knowledge of the rates of occurrence of sexual dysfunctions and the primary risk factors for these conditions is
very important to assist in assessing the risk and planning treatment and prevention programs in sexual medicine.
Aim: Review modern studies of the prevalence and incidence of sexual dysfunction in an effort to establish a
consensus concerning the frequency of occurrence of these conditions, and review the strengths and liabilities of
design methodology in the field.
Results: The findings suggest that sexual dysfunctions are highly prevalent in our society worldwide, and that the
occurrence of sexual dysfunctions increases directly with age for both men and women. There is also a strong
support for the finding that although the frequency of symptoms increases with age, personal distress about those
symptoms appears to diminish as individuals become older. An additional uniform result was that specific medical
conditions and health behaviors represent major risk factors for sexual disorders, and that many of these health
conditions also have a strong positive relationship with age.
Conclusions: Progress has been made concerning both the number and quality of epidemiologic prevalence studies
in sexual medicine; however, there is a paucity of studies of the incidence of these conditions. Because reliable
incidence data are critical for prevention and treatment planning, the design and execution of the incidence trials
should become a high priority for the field. In addition, repeated calls for the development of a new systematic and
integrated diagnostic system in sexual medicine were also evident, because of the perception by many that the
imprecision of our current diagnostic system represents the "rate-limiting step” for the epidemiology of the ficld.
The review suggests that although much has been accomplished in the past 15 20 years, much remains to be done.
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Transfusion Medicine
aadl Jii el

Structural Epitope Matching For HLA-Alloimmunized Thrombocytopenic Patients:
A New Strategy to Provide More Effective Platelet Transfusion Support?
ruliaall HLA aial 90 clamiall jadl «a pa sl ol Gaaiwall aaanall 38/6d L

Tl pisi clada Jaud Jgagll Sagaas ddy jh

Dugquesnoy RJ.

Transfusion 2008 Feb 48;(2):221-7.

Background: During the past three decades, HLA matching for platelet (PLT) transfusion of refractory
thrombocytopenic patients has been based on serologic cross-reactivity between HLA-A and HLA-B antigens.
Although many blood banks are using this matching strategy, the general experience is that such matched PLT
transfusions are often ineffective.

Study Design and Methods: This report describes a new HLA matching algorithm that considers structurally
defined epitopes recognized by antibodies. HLAMatchmaker is a computer program that determines
histocompatibility at the amino acid level initially designed as triplets (i.e., linear sequences of three residues in
molecular surface exposed positions) but now updated as eplets representing patches of antibody-accessible
polymorphic residues surrounded by residues within a 3- A radius. The eplet version of HLAMatchmaker is also
useful in the analysis of HLA antibody reactivity patterns of alloimmunized patients so that acceptable mismatches
can be identified.

Conclusion: An HLA epitope based matching protocol is proposed that may permit a more effective PLT
transfusion management of refractory patients. This protocol includes high-resolution HLA-A, -B, and -C typing of
patients and donors, serum screening to identify acceptable mismatches, and the identification of suitable donors in
a donor database that incorporates HLAMatchmaker as a search engine. HLAMatchmaker programs can be
downloaded from the Web site http://tpis.upmec.edu/tpissfHLAMatchmaker/
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Psychiatry
sl | adal

Does a Detection Team Shorten Duration of Untreated Psychosis (DUP)?
Sllaall pd pLaall § 555 (oo AN 2 Bl 32 359 bl Jo

Nordentoft M, et al.
Early Intervention in Psychiatry 2008 Feb; 2 (1):22-6. )
Introduction: Duration of untreated psychosis (DUP) is shown to be associated with poor outcome in many
domains. Tt has been shown that it is possible to shorten DUP when combining a detection team and an information
campaign. The aim of this study was to evaluate whether DUP was shortened during the first 3 years after
establishing detection teams without a concomitant information campaign.
Methods: All patients included in the OPUS trial were examined with the Instrument for Retrospective Assessment
of Onset of Psychosis to determine DUP. A total of 552 patients with first episode psychotic disorder (r = 470) or
schizotypal disorder (n=82) were included in the study. The 3-year inclusion period was divided into six
consecutive periods of 6 months each.
Results: The median DUP was 52 weeks. DUP was not significantly reduced during the 3-year inclusion period,
but a larger proportion of patients with symptoms below the threshold for frank psychosis were included compared
with the beginning of the trial. The proportion referred from primary care remained small (8 10%) and unchanged
during the inclusion period.
Conclusions: The availability of a detection team increased the referral of patients with schizotypal disorder, but
the DUP among psychotic patients remained almost unaltered throughout the period. It seems that an information
campaign and possibilities for direct access and self-referral are necessary in order to shorten DUP.
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The Effect of Cleft Lip and Palate, and The Timing
of Lip Repair on Mother-Infant Interactions and Infant Development
ddabaal) dadlaall cudgig ASgidead| dadullg oduical| chodl o pili

iyl dis jehaillg aa g pdl [ ddaliiall wilsladll o

Murray L, et al.
Journal of Child Psychology and Psychiatry 2008 Feb; 49 (2):115-23.

Background: Children with cleft lip and palate are at risk for psychological problems. Difficulties in mother child
interactions may be relevant, and could be affected by the timing of lip repair.

Method: We assessed cognitive development, behaviour problems, and attachment in 94 infants with cleft lip (with
and without cleft palate) and 96 non-affected control infants at 18 months; mother infant interactions were
assessed at two, six and 12 months. Index mfants received either ‘early’, neonatal, lip repair, or ‘late’ repair (3

4 months).
Results: Index infants did not differ from controls on measures of behaviour problems or attachment, regardless of
timing of lip repair; however, infants having late lip repair performed worse on the Bayley Scales of Mental
Development; the cognitive development of early repair infants was not impaired. Difficulties in early mother
infant interactions mediated the effects of late lip repair on infant cognitive outcome.
Conclusions: Early interaction difficulties between mothers and infants having late repair of cleft lip are associated
with poor cognitive functioning at 18 months. Interventions to facilitate mother infant interactions prior to surgical
lip repair should be explored.
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Ophthalmology
diad] Ll padl

Endogenous Endophthalmitis: Microorganisms, Disposition and Prognosis
Jlaadlg dsniall Jalgad! ciual! dindall cband ] liaall diala peadl ol wilgall

Ness T, et al.
Acta Ophthalmologica Scandinavica 2007 Dec; (8):852 6.

Purpose: Endogenous endophthalmitis is a severe and potentially blinding complication caused by haematogenous
spreading of microorganisms. We evaluated the causative microorganisms, disposition to and prognosis of the
disease.

Methods: Thirty-one eyes of 28 patients were treated between 1996 and 2006 as the result of an endogenous
endophthalmitis. '

Results: The microorganisms responsible for infection could be identified in 94% of all eyes investigated. Candida
isolates were obtained in 15, gram-positive isolates in 11, gram-negative in one and Aspergillus in two of the 29
eyes studied. The majority of patients suffered from severe general disease (immuno-deficiency, severe surgical
procedures, diabetes mellitus) and one third were intravenous drug abusers. Only one patient was otherwise
healthy. The prognosis depended on the causative microorganisms. Whereas none of the eyes with Candida
infection became blind, all except two of the eyes with gram-positive bacteria, Nocardia or Aspergillus infection
lost visual function or had to be enucleated.

Conclusion: Compared to postoperative endophthalmitis, patients with endogenous endophthalmitis are more likely
to have Candida isolates. Visual prognosis depends mainly on the underlying microorganisms, and is particularly
poor in the case of infection with gram-positive bacteria or Aspergillus.
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Relationship Between Second-Generation Frequency Doubling Technology
and Standard Automated Perimetry in Patients With Glaucoma

Gl e dis § jbaall uguilad! i paudl danbuad] ulidy 7gapad) aa pill ddl e AGT Laad) o d33ad)

Zarkovic A, et al.
Clinical & Experimental Ophthalmology 2007 Dec; 35 (9):808-11.
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Purpose: The aim of the study was to establish the correlation between visual filed loss as shown by second-
generation Frequency Doubling Technology (Humphrey Matrix) and Standard Automated Perimetry (Humphrey
Field Analyser) in patients with glaucoma. Also, compared were the test duration and reliability.

Methods: Forty right-eyes from glaucoma patients from a private ophthalmology practice were included in this
prospective study. All participants had tests within an 8-month period. Pattern deviation plots and mean deviation
were compared to establish the correlation between the two perimetry tests. Overall correlation and correlation
between hemifields, quadrants and individual test locations were assessed.

Results: Humphrey Field Analyser tests were slightly more reliable (37/40 vs. 34/40 for Matrix)) but overall of
longer duration. There was good correlation (0.69) between mean deviations. Superior hemifields and superonasal
quadrants had the highest correlation (0.88 [95% CI 0.79, 0.94]). Correlation between individual points was
independent of distance from the macula.

Conclusion: Generally, the Matrix and Humphrey Field Analyser perimetry correlate well; however, each machine
utilizes a different method of analysing data and thus the direct comparison should be made with caution
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Dermatology
dualadl Lol padl

In Vitro Degradation of the Inner Root Sheath in Human Hair Follicles
Lacking Sebaceous Glands

daan I aaddl L jgad (A1 i paad jlaid] calpand zhaill B Al el sl aad o i
Blount M, et al.
British Journal of Dernratology 2008 Jan; 158 (1), 22-30.

Background: Cultured hair follicles lacking sebaceous glands do not appear to degrade the inner root sheath (IRS),
suggesting that the gland may be involved in this process.

Objectives: To examine this supposition in cultured hair follicles.

Methods: Pilosebaceous units were isolated from hair follicles cultured in vitro, and IRS degradation was studied
by histology.

Results: When grown in culture, the fibres of follicles lacking sebaceous glands were encased in a layer of
translucent tissue. During hair growth in vitro this tissue remained intact at the distal end of the follicle but
disappeared further down towards the bulb and then reappeared towards the proximal end. Transection within the
region lacking this tissue resulted in the release of a naked hair fibre and the production of hair with no attached
tissue upon subsequent hair growth. The translucent tissue represented the IRS, thereby demonstrating that this
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tissue is indeed degraded in vitro. Histological comparison with freshly isolated pilosebaceous units indicated that
IRS degradation in vitro strongly resembled the process that occurs in vivo.

Conclusions: These data suggest that the sebaceous gland does not itself participate in IRS degradation. Indeed, this
phenomenon appears to be a function of the follicle itself and is probably intimately linked with the processes of
cellular proliferation, differentiation and death that occur during hair biogenesis.
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Herpes Zoster-Associated Voiding Dysfunction
in Hematopoietic Malignancy Patients
(Al Sadl dsbadll 331 padl Jouill daaiag
aall Salgal] clbadl a e sal
Imafuku §, et al.
International Journal of Dermatology 2008 Jan; 47 (1):36 9.
Background: Voiding dysfunction is a rare but important complication of lumbo-sacral herpes zoster. Although the
symptoms are transient, the clinical impact on immunocompromised patients cannot be overlooked.
Methods: To clarify the time course of voiding dysfunction in herpes zoster, 13 herpes zoster patients with voiding
dysfunction were retrospectively analyzed.
Results: Of 13 patients, 12 had background disease, and six of these were hematopoietic malignancies; four of
these patients were hematopoietic stem cell transplant (HSCT) recipients. Ten patients had sacral lesions, two had
lumbar, and one had thoracic lesions. Interestingly, patients with severe rash, or with hematopoietic malignancy
had later onset of urinary retention than did patients with mild skin symptoms (Mann Whitney U analysis,
P =0.053) or with other background disease (P = 0.0082). Patients with severe skin rash also had longer durations
(P =0.035). In one case, acute urinary retention occurred as late as 19 days after the onset of skin rash.
Conclusions: In immune compromised subjects, attention should be paid to patients with herpes zoster in the
lumbo-sacral area for late onset of acute urinary retention even after the resolution of skin symptoms.

O5S On g N ey g malm il Ak Slally L Al oS0y 5ol SUGEYI cpa S Ry Jli e riungll Agals
AL ey Y Lielia il oyl e A o3gd 5 el 1 o V) 6 e Lual i

el el o llag Gl b iday 1A e Vsile il Sadl e (e Liag s 13 Allad dxal ) Al o Cadi sta )
il Sall i e vie Allall 03]

109



| of the Arab Board of Medical Specializations \

6 e pall 5alpe Bk 2pmg lin b 6V 58 g el pa 12 (52) (3 3a 5 30 3505 (Limng 3a13) S ol aia s ol i ) sl
Lty cdgibd il iy ye sy Ay ne Apals Gl o ge 10 sal Jaa gl aall 32000 e da WA ekl | paad agie day )l (o g
G o ye die Jall Gulial) Gigan b Al Aladle sa La plaadl il Ll asly (e e die A yua dAals Gl s )
4 «(P=0.053 «Mann-Whitney U Jia%) 5230 diia Gpalall CliV) aim yer 4 J5a ool 300 sl LAY i je f 3a) dualad)
sl Apalall Gl eWs b Jadll b ila gl JIAY 3gm s 5 Ol aa 51 LS ((P=0.0082) (580 ol el cabiadd oaayal
Agaall ST gk o3y (he Lagy 19 3 alall gl V) oa Y gaa) b s ol L (P=0.035)

Giya AASY Lolie ecadl o pall dio iy jaal-dalidl) dabiall 3 B Sl c¥la 8 ol aa cey sala b
Apalal o=leY) Jig) s a sedall Al da L lsa)

Review of 1000 Consecutive Short-Scar Rhytidectomies
) LS aangll aus o adad e didladia dalas 1000 ddaa pa

Tanna N, et al.
Dermatologic Surgery 2008 Feb; 34 (2):196-203.

Background: Short-scar rhytidectomies offer patients with mild to moderate facial aging an alternative to
traditional face-lift surgery. Advantages of decreased recovery time, diminished risk, and decreased cost make this
an attractive procedure to add to a cosmetic surgery practice.

Methods: This study is a review of 1,000 consecutive short-scar rhytidectomies performed over 36 months with at
least 6 months of follow-up. All patients underwent short-scar rhytidectomy with SMAS suspension. Outcome
parameters examined included complications or adverse events and any interventions necessary.

Results: The most common complication was suture extrusion, observed in 148 patients (14.8%). Ten patients had
hematomas (1%), while postauricular nodules were observed in 8 patients (0.8%). Eight patients (0.8%) required
liposuction under local anesthesia to address asymmetry due to under removal of fat in the submental region.
Revision rhytidectomy was required in 5 patients (0.5%). Five patients (0.5%) had hypertrophic scarring, while 1
patient (0.1%) developed hyperpigmentation. There were no cases of nerve injury, infection, skin flap necrosis,
skin puckering or depression, hair loss, or parotid injury.

Conclusion: Short-scar rhytidectomy is an excellent procedure for good candidates with mild to moderate aging of
the face. It has a very low complication rate and can be done safely in an office environment.
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Symptoms Experienced by Patients With Peripheral Vestibular Disorders:
Evaluation of the Vertigo Symptom Scale For Clinical Application

sdpdonsmad | plball QB i pa Lgilas Ll &l a2
g glgadl ) 5o ks Al s

Faag C, et al.
Clinical Otolaryngology 2007 Dec; 32 (6):440-6.

Objectives: To describe symptoms during an episode of dizziness.in a sample of patients suffering from peripheral
vestibular disorders and to compare them with the items in the Vertigo Symptom Scale.

Design: A descriptive study from a sample of patients with peripheral vestibular disorders.

Setting: Patients visiting a department of audiology at a university hospital.

Participants: Twenty patients with peripheral vestibular disorders. The inclusion criteria were that the patient had
had at least three spontaneous attacks of vertigo and/or was constantly unsteady during the last 3 months for at least
75% of the time when awake.

Main outcome measures: Patients were instructed to complete a diary where they recorded symptoms that arose
during an episode of dizziness. These symptoms were compared with the content of the Vertigo Symptom Scale.
Results: The most frequent symptoms as mentioned by the patients in their diaries were a feeling that things are
spinning or moving around, nausea, feeling unsteady/about to lose one’s balance, fatigue, headache, a feeling as if
the ground you walk on is distant and ear-related such as tinnitus and a feeling of pressure in the ear. Pain in the
heart or chest region, a heavy feeling in the arms or legs, pain in the lower part of the back and excessive sweating
were not mentioned at all or by very few patients. Analysis showed that some of the symptoms included in the
Vertigo Symptom Scale occurred less during an episode of dizziness than others in this sample of patients with
peripheral vestibular disorders.

Conclusion: It was found that the Vertigo Symptom Scale is an adequate base but may need to be developed for use
in patients diagnosed with peripheral vestibular symptoms to be able to evaluate care and treatment.
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Mitosis Orientation in Prostate Epithelial Cells Changed by Endocrine Effect

dngla dusé Jalge il e caliog pullf (2 dng plaad) LMEH 3 loudadf aludisd | dangi pd
Liu XY, et al.
Acta Pharmacologica Sinica 2008 Feb; 29 (2):226-9.
Aim: The aim of the present study was to investigate the effect of androgen and estrogen on mitosis orientation in
the prostate epithelial cells of male rats.
Methods: Castrated rats were treated with a single injection of testosterone propionate (TP) or benzogynestry (Ez).
There were 8 rats in the control group and TP-treated or Ep-treated group. Prostate, liver, a specimen of skin, and a
segment of the jejunum and colon were removed after the corresponding treatment. The results were observed
through immunohistochemistry and iron hematoxylin-eosin staining.
Results: All mitoses found in the prostate epithelial cells of castrated rats with TP were oriented parallel to the
basement membrane; however, mitoses found in the prostate epithelial cells of castrated rats in E; and the control
group were oriented perpendicular to the basement membrane. TP treatment resulted in marked changes in mitosis
orientation in the prostate epithelial cells. Bromodeoxyuridine-labeled positive cells could be seen throughout the
stroma and prostate epithelial cells with an injection of TP; however, the positive cells could only be seen in the
stroma of prostate with an injection of E,, and the positive cells could hardly be seen in the control group.
Conclusion: We found a novel effect of TP in the prostate as a marked change of mitosis orientation in prostate
epithelial cells.
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Inscription on a temple of Kom Ombo detailing ancient
Egyptian surgical instruments, including bone saws,
suction cups, knives and scalpels, retractors, scales, lances,

chisels and dental tools.
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