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Letter from the Editor

Continuing Medical Education (CME)

The objective of the Arab Board of Health Specializations is to advance the medical knowledge in the Arab
countries through offering training programs and granting certificates in various medical specialties to those who
fulfill all requirements of training in any of the offered specialities.

This objective was and will continue to be the main objective of the Arab Board.

To help physicians to keep up to date and abreast of professional developments and new trends in the field of their
speciality, they have to attend some medical activities like lectures, workshops, symposia and conferences in form
of continuing medical education.

This will standardize and enhance their medical knowledge, skills and professional development, and help
physicians to maintain their certification, licensures and credentials.

The future aim of the Arab Board of Health Specializations is to accredit scientific activities offered by medical
colleges, hospitals, professional societies and associations.

In order to recognize these activities, the objectives must be clearly stated, the speakers should be specialized in
the topics they are presenting.

The calculation of credit hours will be based on the activity content like the number of lectures, practical training
and active participation.

Continuing medical education activities accredited by a national or international accrediting agencies will be
accepted by the Board.

The number of credit hours required to maintain the Arab Board Certificate is to be determined after the project
has been approved by higher authorities of the Arab Board like the Executive Council and the supreme council of the
Arab Board of Health Specializations.

Renewal of certification or licensures through Continuing Medical Education is practiced now in many countries
in the world, so the Arab Board is not inventing something new, but we feel that we have to catch up with the rest
of the world in this objective. Some Arab countries are practicing this already. The accrediting agencies in those
countries will not renew the license to practice medicine unless the applicant has proven that he or she has attended
number of hours in form of scientific activities.

It is well known fact that attendance of scientific activities will keep the physician up to date and will enhance his
knowledge and skills.

I feel that Arab physicians should have equal chances like physicians practicing anywhere in the world and the
only way to do that is to have the Arab Board of Health Specialiations adopt this policy.

I wish all our physicians a prosperous future and leadership in all their endeavours.

Professor M. Hisham Al-Sibai
Editor-in-chief
Secretary General In-Charge of the Arab Board of Health Specializations
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KELOIDS TREATMENT WITH 585 NM PULSED DYE LASER WITH
5-FLUOROURACIL AND CORTICOSTEROID INTRALESIONALLY
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ABSTRACT

Objective: Estimate the efficacy of combination
of 585 nm pulsed dye laser with 5-fluorouracil and
corticosteroid intralesionally in the treatment of keloids.

Methods: A total of 45 patients with keloids were
treated with a combination of 585 nm pulsed dye laser,
intralesional 5- fluorouracil (5-FU, 40 mg/ml) and
intralesional triamcinolone acetonide (TAC, 8 mg/ml)
every 4 weeks for a total of 7 sessions.

gl aaal) Al A 8 L duslal)

Results: All patients achieved more than 50%
improvement in all scar aspects, there was no case
of unresponsive or poor response. The most obvious
improvement was reported in the pruritus score that
achieved excellent results in all the 45 patients (45
patients, 100%), followed by the excellent improvement
in the pliability score (42 patients, 93.3%), and erythema
score (42 patients, 93.3%), then an excellent flattening
that was achieved in 32 patients (71.1%) including
42.2% of complete flattening. The most common side

*Lamis Boushi, MD, MSc, Department of Dermatology, College of Medicine, Damascus University, Damascus, Syria. E-mail: dr_lamis@scs-net.org.
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effects were mild to moderate discomfort or pain in
40 patients (88.9%) during laser pulsing, mild to
moderate pain during injection in 100% of patients,
spots of purpura in 23 patients (51.1%), and 2 cases
of localized superficial tissue slough (4.45%), 4 cases
(8.89%) of erosions secondary to blistering, and 4 cases
(8.89%) of hypopigmentation. No cases of skin atrophy,
telangiectasia or hyperpigmentation was reported.

Conclusions:
success of multifaceted approach in treatment of
hypertrophic scars and keloids with minimal side effects
and improvement of the skin texture.

This combination illustrates the

INTRODUCTION

Keloids and hypertrophic scars are characterized by
an uncontrolled synthesis of dermal collagen and may
present significant clinical problems. Although the
basis of their formation has not been fully delineated,
an imbalance of matrix degradation and collagen
biosynthesis resulting in excess accumulation of
collagen in the wound has been postulated to be the
primary biochemical features of these skin lesions.'

The efficacy of corticosteroids injections in the
treatment of keloids and hypertrophic scars has been
well established. It remains the first line and the most
popular treatment modality in spite of the large recent
advances in the keloidal treatment. Corticosteroids are
known to inhibit collagen synthesis and possess anti-
inflammatory properties. Adverse sequelae like hypo or
depigmentation, telangiectasia and atrophy are seen in
at least 20% of cases.?

After its proven safety and effectiveness in glaucoma
treatment,>* 5-fluorouracil was evaluated for treatment
and preventation of hypertrophic scars and keloids.® This
drug has been shown to inhibit fibroblast proliferation
in tissue culture and is believed to reduce postoperative
scarring by decreasing fibroblast proliferation. Its
injection is quite painful and multiple sessions are
required to achieve complete flattening of the lesions at
an interval of 1-2 weeks. The side effects seen with 5-FU
injection are pain and stinging, blackish discoloration,
purpura at injection site, and occasionally superficial
ulceration. No systemic toxicity was reported.

The use of pulsed dye laser in the treatment and
prevention of hypertrophic scars and keloids has been
well documented since 1993.5¥ PDL helps to destroy the
blood vessels supplying the keloid, thereby disrupting
the stimulus from endothelial cells and fibroblasts,
which release various growth factors in scars.'”?* The
most commonly experienced side-effects are post-
operative purpura and swelling of treated skin.

In the present study, we evaluate a new combination
of the three treatment modalities: intralesional injection
of 5-FU and medium-dose triamcinolone acetonide
(TAC), followed by irradiation of the treated lesion by
pulsed dye laser (585 nm).

METHODS

This is a 28-week, prospective, clinical trial. The study
protocol conformed to the guidelines of 1975 Declaration
of Helsinki, and was performed in the Department of
Dermatology and Veneriology, Damascus, Syria. A total
of 45 patients who referred to Damascus Dermatology
Department with keloids were enrolled in this study.
Informed consent was obtained from all subjects. The
present study aims to determine the efficacy, the side
effects, and the recurrence rate of the recently described
combination of intralesional 5-fluorouracil (5-FU) along
with medium-concentrate intralesional corticosteroid
(triamcinolone acetonide TAC) and pulsed dye laser
(585 nm) in keloid treatment.

Inclusion criteria: Patients who had previously been
treated within the past 6 months, pregnant women or
those planning to pregnancy in the near future, lactating
women, children less than 12 years old, patients with
chronic renal failure, or those showing any abnormalities
of liver function tests or blood cell counts were excluded
from the study. The lesions had to be keloids (not
hypertrophic scars) with a minimum of 10 mm and a
maximum of 50 mm in length, and to be between 2 and
3 year-duration. All locations are accepted.

Management protocol: Only one lesion per patient
was treated. The target lesion was treated with 4-week
interval with a combination of three treatment modalities
(PDL, intralesional 5-FU, intralesional TAC) for 7 session
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or till the lesion was completely flatten. Pulsed dye
laser with a wave length of 585 nm (CANDELA:Sclero
PLUS™), with a pulse duration of 450 micro second, at
an energy density of 5 to 7.5 Jem? and a 5-mm spot size
was used. A single pass with 10-20% spot overlapping
was done without cooling. About half an hour after the
laser irradiation, the target lesion was injected with a
mixture of 1 ml of 40 mg/ml TAC (i.e. 8 mg/ml of TAC)
and 4 mL of 50 mg/nl 5-FU(i.e. 40 mg/ml of 5-FU). The
solution was injected into the center body of the scar
mass using a 1-cc Luerlock syringe with a 30-gauge
needle until slight blanching was clinically visible. The
delivered dose was adjusted according to the extent of
the target lesion but did not exceed 2.5 ml of the mixture
per session (i.e. 20 mg of TAC and 100 mg of 5-FU
per session). Multiple injections were performed only
to large keloids with 1-cm separating injection points.
No local or topical anesthesia was used in conjunction
with the treatment. All patients had complete blood cell
count along with renal and liver function tests before
treatment as a baseline and at 4-week intervals. All the
patients were followed up for another 28 weeks after
the last session to evaluate the long term improving,
recurrence, and delayed sequalae.

Evaluation: Assessments were carried out on the
basis of patient self-assessment, observations, and
measurements of an observer and photographic records
at the beginning and every 4 weeks. At each assessment,
the observer compared the photographs and measured
the height, erythema, and pliability of the lesions. The
patients also were asked directly about their symptoms,
immediate treatment reactions, adverse sequelae, and
self satisfaction during and at the end of the study.

Evaluation procedures

Scar height: A dial caliper was used to determine scar
height by measuring the maximum vertical elevation of
the scar above normal skin, as well as the width and
length of the lesion (millimeter). Then the improvement
in scar height was defined as the percentage of scar
height after treatment compared with the baseline height
as follows: 4= scar height after treatment is more than
75% of its basic height, 3= scar height after treatment
is in between 50-74% of its basic height, 2= scar height

after treatment is in between 25-49% of its basic height,
1= scar height after treatment is in less than 25% of its
basic height, 0= complete flattening.

Scar erythema: Scar erythema was graded by the
observer on a 5-point scale as follows: 0= no erythema;
1= mild erythema; 2= moderate erythema; 3= severe
erythema; and 4= very severe erythema.

Pliability: Pliability was graded by the observer
on a 5-point scale as follows: 0= no induration; 1=
mild induration; 2= moderate induration; 3= severe
induration; and 4= very severe induration.

Pruritus: Severity of pruritus was graded by the
patient on a 5-point scale as follows: 0= no pruritus; 1=
mild pruritus; 2= moderate pruritus; 3= severe pruritus;
and 4= very severe pruritus.

Patient self-assessment: At the end of the study
(week 28), self assessment of the overall scar
improvement was subjectively graded by the patient on
a 5-point scale as follows: no improvement; poor= up
to 25% improvement; fair= 26% to 50% improvement;
good = 51% to 75% improvement; and excellent= 76%
to 100% improvement.

Statistical analysis: Standard two tailed, paired ¢
test analysis were performed to compare means at each
follow-up visit with the baseline. One way analysis
of variance and chi-square tests were performed to
compare between our study and the other studies. All
statistical tests were two-tailed with a significant level
of 0.05 (p< 0.05).

RESULTS

Baseline characteristics: Fourty five patients who
achieved the inclusion criteria were enrolled into the
study and completed the 4 week-interval sessions
for a total of 7 sessions. Thirty patients were females
(66.67%). Mean age of the patients was 27 years (range
from 13 years till 45 years), and the mean duration of
the treated lesions was 29 months (range from 24 to
36 months). The site of distribution was as follows: 31
lesions (68.89%) on the trunk; 10 lesions (22.22%) on
the face and neck; 3 lesions (6.67%) on the proximal
extremities; and one lesion (2.22%) on the distal
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extremities. The type of scars treated included acne
scars (25 lesions, 55.56%); surgical scars (12 lesions,
26,67%); traumatic scars (5 lesions, 11.11%); and
spontaneous scars (3 lesions, 6.67%). There were no
burn scars.

The keloid height: In comparison with baseline,
there was a statistically significant decrease in the height
in all treated patients at the end of the study (p-value
less than 0.05). The treated lesions showed statistically
significant flattening compared with the baseline at
week 4 (4 weeks after the first session), and continued
to flat at all the subsequent follow-up visits. At the end
of the study, The complete flattening was achieved in 19
patients (42.22%), while 13 patients achieved excellent
flattening (more than 75% of the basic height of the
scar), 11 had good results (improvement between 51
and 75%), while only 2 patients had fair results (26-
50%). No one had flattening less than 25% of the basic
scar height. Figure 1 demonstrates the mean reduction
in all scar measurements during the 7-session study.

Erythema: The decrease in erythema score was
statistically significant in all patients when compared
with the baseline (p-value less than 0.05 for all). The
degree of scar erythema began to reduce significantly
at week 8 (4 weeks after the 2™ session, and continued
to decrease through the end of the study. Twenty one
patients (46.6%) achieved complete regression of
erythema at the end of the study, 21 others (46.6%) had
excellent results, with only 3 (6.7%) achieved good
results.

Pliability: A statistically significant softening of
the lesions versus baseline was observed in all patients
at the end of the study (p-value less than 0.05 for all).
Improvement in pliability was initially seen at week 16
(4 weeks after the 3™ session) and progressed through
the 28 weeks of our study. Nineteen patients (42.2%)
had a complete resolution of their scars, 23 ones
(51.1%) achieved excellent results, and 3 (6.7%) had
good softening. No one had less than 50% improvement
at the end of the study.

Pruritus: Severity of pruritus was significantly
decreased versus baseline in all study groups at the end
of the study (p-value less 0.05 for all). The statistically

important decreasing in pruritus severity was noted as
early as week 4 (4 weeks after the first session) and
continued to improve through out the study. At the end
point, 8 patients (17.8%) achieved excellent results
in their symptoms, with 37 (82.2%) reported total
disappearance of the scar pruritus.

Patient self-assessment: At the end of the study,
patient self assessment of the total improvement was
as follows: no patients read no or poor improvement,
5 patients (11.11%) stated fair improvement, 9 patients
(20%) stated good improvement, while 31 patients
(68.89%)) stated excellent results including 19 (42.22%)
with complete flattening of the lesion, Figure 2.

Observer assessment: At the end of the study, the
overall improvement was assessed by the us as follows:
all patients achieved more than 50% improvement in all
scar aspects, there was no case of unresponsive or poor
response. The most obvious improvement was reported
in the pruritus score that achieved excellent results in
all the 45 patients (45 patients, 100%), followed by
the excellent improvement in the pliability score (42
patients, 93.3%), and erythema score (42 patients,
93.3%), then an excellent flattening that was achieved
in 32 patients (71.1%). Figures 3, 4, 5 demonstrate
the complete regression of the keloid at the end of the
study.

Side effects: During the study, no laboratory
abnormalities were detected in all the treated subjects.
Mild to moderate discomfort or pain described as similar
to the sensation of a rubber band snapping was reported
in 40 patients (88.9%) during laser pulsing, whereas mild
to moderate pain during injection was noted in 100% of
patients. The pain lasted 30 minutes to several hours as
a burning sensation in 19 of patients (42.2%). Spots of
purpura were seen in 23 patients (51.1%), and 2 cases
(4.45%) developed localized superficial tissue slough
at the injection site at the first visit but this reaction
disappeared after the subsequent treatments. Four cases
(8.89%) of erosions secondary to blistering, and 4 cases
(8.89%) of hypopigmentation were observed. No cases
of skin atrophy, telangiectasia or hyperpigmentation was
reported. The injection did not cause the scar to worsen
or to extend beyond the original borders. No case did
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not respond favorably. the complete flattening when the treatment had been
Following up: During the 28 additional weeks of stopped.

following up .after the last session, no rebqund Yvas DISCUSSION

documented (i.e. rapid recurrence of greater indurtion

than previously present). Delayed recurrence seen Fitzpatrick RE® was the first who treated keloids with

in 7 patients (15.56%), all of them have not achieved the triad modality using PDL, 5-FU, and TAC in 1999,

O Hieght score

B Erythema score
O Pliability score
O Pruritus score

End
point  session  session  session  session  session  session  session

Figure 1. Mean lesion height, erythema pliability and pruritus score improvement
throughout the treatment period.
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Figure 2. The final improvement in height, erthema, pruritus and pliability
at the end of the 24-week study.
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Figure 3. The total regression of keloid on the helix of a 25 year-old man.

(a) before treatment (b) after 5 sessions (c) after 7 sessions

Figure 4. The total regression of keloid on the neck of 10 year-old boy.

(a) before treatment (b) after 7 sessions

Figure 5. The total regression of keloid on the chest of 35 year-old man.

(a) before treatment (b) after 7 sessions

and demonstrated that this combination is safe and
effective, but his study was not comparative. In
2002, Fitzpatrick RE and Manuskiatti W?' compared
the efficacy of each modality alone (i.e PDL alone,

intralesional 5-FU alone, and intralesional TAC alone)
and the combination between intralesional 5-FU and
TAC. Their results demonstrated that all the previously
mentioned treatments were effective and comparable
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exception of the incidence of adverse reactions, which
were most common in the intralesional corticosteroids
injection. But the triad combination was not performed.
The first comparable parallel-group study that evaluated
the addative efficacy of this combination versus the use
of intralesional TAC alone or intralesional TAC with
5-FU was the study of silian A et al in 2006.? This study
stated that the triad combination was more effective,
more acceptable by the patient, produced better
results and seem to be the best approach for treatment
of keloids and hypertrophic scars. In our study, the
patient self assessment and observer assessment were
good (>50%) in 88.89% and 95.6% respectively. In
comparison with Asilian et al > study when evaluating
the same combination therapies, they reported good
results (>50%) in 70% and 75% as assessed with the
patient and blinded observer respectively. We achieved
a statistically important better results (p<0.05) for both.
We reported a complete regression of keloids in 42.2%
of cases after 7 sessions during the treatment period
of 28 weeks. The parallel study of Asilian et al** did
not mentioned complete resolution. It seems that the
difference in results can be due to different treatment
protocol as we used less frequent injections, higher TAC
concentration, and more laser sessions. This reflects the
fact that the less frequent injections is more effective
and more acceptable and better tolerated by the patients
though it takes longer time. As well as, adding laser
irradiation from the beginning of the treatment improves
results and prevent textural changes which may follow
corticosteroid injection. The first signs of response were
generally a decrease in pain and itching (as early as week
4 after 1 session only), as well as flattening the scar
(4 weeks after the 1% session) followed by the decrease
in erythema (8™ week, after 2 sessions), and then the
softening of the scar (16™ week, after 3 sessions). Our
results correlate well with those stated by Manuskiatti and
colleagues®' where the average time to onset the action
of scar flattening of all intralesional formulas (TAC+5-
FU) was comparable and was seen as early as 8" week.
We conclude that the laser therapy is slower in action
and delayed till the 16™ week, but the overall cosmetic
results are much more better than intralesional formulas
alone. Transient burning sensation or discomfort was the
most common adverse effect reported by all patients, as
well as the purpuric discoloration that appeared after

the PDL treatment and regressed after 7-10 days. At
week 28, adverse sequelae like telangectasia or atrophy
were not reported and are not acceptable adverse effects
for most patients. Hypopigmentation were rare in our
study (8.89%). If compared with intralesional TAC,
atrophy and telangectasia has been in about 40-50% of
patients.?! Our results are in line with that of Apikian
and Goodman* who found that intralesional 5-FU
mixed with low-dose corticosteroid may be a possible
alterative for the treatment of keloid scars and may have
fewer undesirable side effects when compared with
intralesional potent corticosteroids alone. Comparable
results have been reported by other investigators.?!
We reported 2 cases of tissue sloughing and 4 cases of
superficial erosions, as Manuskiatti and colleagues®! also
reported 1 case of sloughing and 2 cases of blistering and
erosions. Systemic 5-FU can cause anemia, leucopenia,
and thrombocytopenia. But intralesional injections of
5-FU did not accompanied with any systemic side effects
as 100 mg was not exceeded at each injection session.?*
The delayed recurrence has been seen frequently, and
most likely representing incomplete resolution of the
scar. These scars need periodic treatments until they
completely flatten. Although the recurrent keloids are
still responsive to treatment, but need ongoing therapy,
which is painful and more frequent to be practical. In
our study, the recurrence rate was 15.56% and all of the
recurrent cases took place in the incompletely flattened
keloids, so it is strongly advised to continue the sessions
till the complete involution of the scar is achieved.

CONCLUSIONS

Our experience in use of combination of 5-fluorouracil
to suppress fibroblast activity, corticosteroids to
suppress inflammation as well as fibroblast activity,
and pulsed dye laser therapy to suppress angiogenesis
and endothelial cell growth factor. This combination
illustrates the success of multifaceted approach to
treatment of hypertrophic scars and keloids. The
use of 5-FU alone has been proved to be extremely
effective and safe. We can increase the effectiveness
and reduce the pain, decrease the frequency, through
add medium-concentration TAC and can improve the
skin texture and reduce the erythema, and decrease
also the frequency through PDL. Some patients may
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not respond to any single treatment modality, and the
use of multiple treatment modalities may be the best
approach for maximizing therapeutic success with the
least unacceptable side effects.
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USE OF MISOPROSTOL FOR INDUCTION OF LABOUR IN 83 PREGNANT
WOMEN IN AL YARMOUK TEACHING HOSPITAL -BAGHDAD —-IRAQ
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ABSTRACT was inserted in the posterior fornix and repeated, if
o . needed, 8 hourly for no more than 3 doses. Parity will
Objective: To establish the safety and efficacy of determine the initial dose of misoprostol to be used.

vaginal misoprostol for induction of labour. The results studied were, the failure of induction rate,
Methods: This study was done in labour suite,

Department of Obstetrics and Gynecology, Al-Yarmouk
Teaching Hospital, Baghdad, from May 2005 to February
2006. Eighty-three women with singleton pregnancies

caesarean section rate, hyperstimulation rate, and the
fetal outcome.

Results: Vaginal delivery was successfully established
and achieved in 74 women (89.15%). Caesarean section
with different parities and different indications for done for nine women (10.85%), four of them were for
induction of labour were enrolled in the study. After failure ofinduction (4.80%), two for fetal distress (2.41%)
informed verbal consent, misoprostol tablet (Cytotec, and three caesarean sections were done for malposition
a  synthetic  prostaglandin analogue, Pharmacia) (3.62%). Five cases of tachysystole were encountered,

*Nemat Abdul-Rahman Abdul-Jabbar Al-Beiruti, MBChB, DGO,CABOG,MRCOG, Department of Obstetric and Gynecology, Dubai Hospital, P.O.Box 7272,
Dubai, UAE. E-mail: dr_beiruti@yahoo.com.
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and there were no cases of uterine rupture.

Conclusions: Misoprostol seems to be effective and
safe agent for induction of labour, however it should
be to be used with caution as the number of women is
limited in this study.

INTRODUCTION

Induction of labour is a common procedure. About
20% of pregnant women will have labour induced for
a variety of reasons.! However, approximately 20% of
those end up with caesarean section.? Induction of labour
is defined as an intervention designed to artificially
initiate uterine contractions leading to progressive
dilatation and effacement of cervix and birth of the baby.
This includes both women with intact membranes and
women with spontaneous rupture of membranes, but
who are not in labour. As with any other intervention,
induction of labour may have unwanted effects.’
Induction can be achieved by different physical and
biochemical methods.** In Iraq, prostaglandin pessaries
(Dinoprostone E2) were not available during the years
of sanction and invasion, as an alternative, sweeping
of membranes, rupture of membranes and syntocinon
were used for induction of labor. These methods were
found not to be acceptable by most of the women
in our department and were associated with higher
percentage of caesarean section and a prolonged latent
phase especially if the cervix is not ripe. Pre induction
cervical ripening is needed to increase the likelihood of
successful labour induction,®® decrease the induction
time and the need for oxytocin.!®! Our interest was to use
an efficient, safe and cost effective method. Misoprostol
- E1 analogue- is available, has no effect on bronchi or
blood vessels, easily stored and with low cost.'>!* Trials
have showed that serial doses of misoprostol have been
administered even in outpatient setting with no adverse
effectsnoticed.'>!® Despite extensive research evidence,
misoprostol is only slowly being incorporated into
practice, this is largely because it has no license for use
in reproductive health and because it was thought to
lead to more cases of hyperstimulation.'” This study is
to determine its efficacy and safety.

METHODS

The study was conducted in the labour ward of The
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Department of Obstetrics and Gynecology), Al-Yarmouk
Teaching Hospital, a public sector tertiary level hospital
with research facilities. The study included 83 women
with selection criteria of singleton, viable pregnancies
between 34-42 weeks of gestation, with cephalic
presentation, no uterine scar and a normal pre induction
cardiotocograph (CTG). Bishop score for each and every
woman was documented before starting the induction
(Table 1 and 2). After an informed consent, women
were given either 25 micrograms or 50 micrograms
of vaginal misoprostol according to their parity (Table
3), the tablets were inserted in the posterior fornix and
repeated eight hourly (if labour was not achieved). Three
doses of misoprostol, eight hourly apart, were regarded
as one cycle of induction. Continuous CTG monitoring
was available for each and every woman in the study.
Failure of induction is considered when there is failure
to establish labour by 24 hours (i.e. after one cycle
of induction). For the induction cycle to be repeated,
extensive counseling of the women should be done with
great consideration to the indication for induction and
the maternal and fetal condition.

Unfavorable bishop score, less than 3 53 women

30 women

Favorable bishop score, more than 3

Table 1. Favorability of cervix before induction.

Cervical feature 0 1 2 3
Dilatation (cm) <1 1-2 2-4 >4
Lengthofcervix

>4 2-4 1-2 <1
(cm)
Station (relative

Lo . -3 -2 -1/0 | +1/4+2

to ischial spine)
Consistency Firm Average Soft -—--
Position Posterior | Mid/Anterior | ---- -—--

Table 2. Modified bishop score.

40
43

Primigravida 50 micrograms

Para one and more

25 micrograms

Table 3. Doses of misoprostol according to parity.



Journal of the Arab Board of Health Specializations Vol.10, No 3, 2009

Six contractions in ten minutes for two consecutive
10-minute segments of CTG, were considered as
uterine tachysystole, and tachysystole associated
with non-reassuring CTG was regarded as uterine
hyperstimulation. Tachysystole, if happened, was to
be managed by reassurance and pain relief (pethidine
100 mg L. V. slowly as per our department policy), and
hyperstimulation was to be managed with removal of
the remainder of the agent from the vagina, and if this
was unhelpful, 0.25 mg of salbutamol subcutaneously
was to be given.

RESULTS

All the 83 women were enrolled in this study; parity
was distributed as in (Table 4).

From all women, nine needed caesarean section, four
of them were for failure of induction (with the criteria
mentioned before), three caesarean sections were for
malposition and the remaining two for fetal distress,
(CTG showed late decelerations). There were 7 cases of
neonatal admission, (mainly for transient tachypnea of
newborn or hyperbilirubinemia), all discharged in good
condition with the exception of one case of congenital
heart disease.

No women in the failure of induction group wanted to
have rest and retry. Five women had uterine tachysystole
without fetal heart changes and required no treatment
apart from pain relief, two of them had the tachysystole
after the first dose and the remaining three after the
second dose, all of them were multiparous, but there
were no cases of uterine hyperstimulation, (Table 7).

Table 4. Parity of women enrolled.

Twenty three women (31.10%) delivered within 5-8
hours, forty-two (56.75%) delivered within 9-12 hours,
and nine women (12.15%), delivered in more than 12
hours, (Table 5). Thirty-one women (37.35%) needed
one dose only, forty-three (51.80%) needed second dose
and only nine (10.85%) needed a third dose, (Table 6).

Duration No. of women %

5-8 hours 23 31.10
9-12 hours 42 56.75
Morethan 12 hours 09 12.15

Table 5. Duration of labour.

Doses No. of women %

Single dose 31 37.35
Second dose 43 51.80
Third dose 09 10.85

Table 6. Percentage of women according to need of
doses.

Parity No. of women % Complications No. of women %
Primigravida 40 48.2 Failed induction 4 4.80%
Para 1-4 33 39.75 Tachysystole 5 6.02%
More than four 10 12.05 Neonatal adm1§510n 7 8.50%
Caesarean section 9 10.85%
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Table 7. Complications noted after induction.
DISCUSSION

Induction of labour is an important part in obstetric
practice. Prostaglandine E2 has been used effectively
for almost 40 years now, but its cost is quite high in
comparison to misoprostol.'®2° Misoprostol is an El
prostaglandin analogue which has been approved
in more than 85 countries since its first marketing in
1985. So far it’s mainly approved for treatment of
gastric ulcer, but has been used off label in obstetrics
for cervical ripening and induction of labor. This is
remarkable given the abundant literature supporting its
safety and effectiveness for multiple reproductive health
indications.!” Multiple randomized controlled trials
demonstrated misoprostol as an effective and economical
cervical —ripening and labor —inducing agent.?! This is
important when the availability and the cost of PGE2
can cause a problem. The Cochrane review relating to
vaginal misoprostol indicated that misoprostol (25-100
micrograms) is more effective when compared with
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other standard methods of induction of labour in terms
of achieving vaginal birth within 24 hours.?

The caesarean section rate was significantly lower,
and the latent period and the period from induction to
vaginal delivery were significantly shorter but its at the
expense of an increase in the occurrence of tachsystole
and hyperstimulation.”® Actually doses not exceeding
25 microgams four hourly appeared to have similar
effectiveness and similar risk of uterine hyperstimulation
to conventional labor inducing methods.?*

However, there was no difference in hypoxia and
neonatal morbidity between misoprostol and other
standard methods of induction,?® moreover misoprostol
have been found by many researchers to be an
efficacious, inexpensive, and safe method of induction
of labor in pregnancies with modified bishop score of
<or=47%*

In the light of this evidence, the recent WHO
manual “managing Complications in Pregnancy and
Child  birth*?’ recommends the use of misoprostol for
induction of labor and places it in the list of essential
drugs, even though it is absent from the official WHO
list of essential drugs.”® (In fact the list of essential
drugs does not contain a single prostaglandin).The
American college of obstetrics and gynecology agree:
“if misoprostol is to be used for cervical ripening, 25
micrograms should be considered the initial dose”.”
The RCOG /NICE on the other hand are still more
cautious, they called for robust randomized controlled
trials of misoprostol in this indication with a proper
pharmaceutical formulation (Isprelor ®misoprostol 25
mcg). Two phase three clinical trials of isprelor have
been completed, once clinical development is completed
application for European marketing authorization is
planned."”

Misoprostol has been associated with uterine rupture
among women attempting vaginal birth after cesarean
delivery.’*3? The first randomized controlled trial of 25
mcg of vaginal misoprostol for induction of labor among
women with one prior cesarean delivery was terminated
after two women in the misoprostol group had disruption
of their uterine scar.’! No further prospective trials of
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misoprostol for induction of labor among women with a
prior cesarean have been conducted as the risk of uterine
rupture appears to b around 10%.%3*

CONCLUSIONS

We concluded that misoprostol seems to be safe and
effective for induction of labor in those with no uterine
scar, especially in low parity (and even in high parity),
if used judiciously with continuous monitoring, and in
those with low bishop score and when cost is a major
issue and when other more expensive products are out
of reach.
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ABSTRACT period of 10 years, a total of sixty eight patients with
MD were studied in a series of 2826 patients who

Objective: To study the presentations of Meckels underwent laparotomies for various reasons both urgent
diverticulum (MD), and to highlight the possible sources and elective with different presentations, managed by
of complications and point out the management and one consultant surgeon. All cases proved to have MD at
frequency of this congenital anomaly in our study. surgery, resected and send for histopathological studies,
Methods: A prospective randomized study over a and all being studied for evidence of complications,
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possible post operative outcomes and followed up for
at least 2 years.

Results: Of 2826 patients included in this study, 68
patients (2.4%) were found to have MD, male to female
ratio was 1.72:1. The diverticula’s were incidental in
47.1%, and they underwent excisions in addition to the
treatments of their a primary abdominal pathologies.
Symptomatic MD seen in 52.9%, mostly in form of
diverticulitis and intestinal obstruction 41.7% , 38.9%
respectively, rarely intussusceptions and bleeding 8.3%
for each, and very rarely as carcinoid tumor, 2.8%. In
15 patients out of 36 of symptomatic MD mimic acute
appendicitis, co-excistence of both diverticulitis and
appendicitis seen in 3 of them. Anatomical features of
MD variables, 82.% less than 6 cm in length, 76.5%
with wide based mouth, and 88.% located within 50
cm from ileocaecal junction, and 75% were with ileal
mucoca.

Conclusions: Complicated MD might mimic any
acute abdominal disorders, majority were appendicitis,
we advocate to search for MD in laparotomised
patients and to be resected once they were found, also
we recommend in light of absence of mortality and
morbidity, to resect the asymptomatic MD synchronously
together with treatment of primary pathology in absence
of absolute contraindications.

INTRODUTION

Meckel’s diverticulum (MD) is a true pouch of
the terminal ileum results from failure of complete
obliteration of the omphalomesenteric duct.!Ttis the most
common congenital abnormalities of the small bowel. 2
It is often difficult to diagnosed preoperatively, and may
remain completely asymptomatic.®> As Rutherford and
Akers suggested,* this may be because it is relatively
wide mouthed, contains little or no lymphoid tissue and
is self-empting, or it may mimic abdominal disorders
as appendicitis, intestinal obstruction and peptic
ulcer.* The clinical presentation is diverse and age
dependent. Heterotopic mucosa is often found in MD
and may lead to complications.’ It is still controversy
about management of incidental MD,* and whether
all abdominal operations should include searching for
MD, and whether it should be resected or not.>? We
conducted this study in an attempt to study the problem

of presentations, complications and management of MD
in this region, and to form a basis for the size and status
of the problem, and improve the management.

METHODS

A randomized prospective study was undertaken
in Mosul teaching hospital between January 1995 till
January 2005, 2826 patients of both sexes of different
age groups, with different abdominal operations, of
both emergencies and elective laparotomies. Sixty eight
cases of proved MD perioperatively were collected
out of these 2826 patients, and all patients were
treated by one consultant surgeon by resection of the
diverticula, and all patients were evaluated clinically,
and carefully searching perioperatively for presence
of MD as a primary cause of abdominal problems,
or simultaneously as incidentally seen, and all were
resected with treatment of the other primary abdominal
lesions. Clinical evaluations concerning age, sex, mode
of presentations operative findings and treatment with
post operative outcomes, moreover all these patients
were followed up for at least 2 years.

RESULTS

Aseries of 2826 patients who underwent laparotomies
for different reasons, 68 patients (2.4%) were found to
have Meckel's diverticula (MD). The age of the patients
ranged between 2-75 years, and 60/68 patients (88.24%)
found below the 4" decade of life (Table 1). The length
of the Meckel's diverticula varies between 2-19 cm,
majority 56/68 patients (82.35%) were between 2-5 cm
in length (Table 2).

Length in cm No. %
2-5 56 82.35
5-10 9 13.24
10-15 2 2.94
15-19 1 1.47
Total 68 100

Table 2. Physical features of diverticula
regarding length in cm.
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The physical features of the diverticula varies,
majority 52/68 patients (76.48%) were with wedge-
shaped\broad-base and wide-mouthed (Table 3), and in
60/68 patients(88.2%) the diverticula located within 50
cm from ileocaecal junction in the terminal ileum, (Table
4). The mucosal lining of the Meckel's diverticula varies,
but in 51/68 patients (75%) were with ileal type (Table
5). The diverticula were seen incidental in 32/68 patients
(47.6%) and excised in addition to the treatment of the
primary abdominal pathology (Table 6). A total number
of 2200 patients presented as acute abdomen, in form
of acute appendicitis and underwent appendicectomies

(Table 7), 40/2200 patients (1.82%) of them found to
have MD simultaneously, in 15/40 patients we found a
normal appendices, and at the same time the MD found
inflamed in form of diverticulitis which mimic an acute
appendicitis, and in 3/40 patients we found co-existence
of both diverticulitis and appendicitis (Table 7). We
found the majority of the complications in symptomatic
Meckel’s diverticula, were inflammation and intestinal
obstruction, 15/36 patients (41.7%) and 14/36 patients
(38.9%) respectively, and rarely carcinoid tumor in
1/36 patients (2.8%) (Table 8).

Azg;ei(;;lp No. % Male % Female %
2-10 23 33.83 16 23.53 7 10.30
11-20 21 30.88 14 20.58 7 10.30
21-30 16 23.53 7 10.30 9 13.23
31-40 2 2.94 2 2.94 0 0
41-50 2 2.94 2 2.94 0 0
51-60 2 2.94 1 1.47 1 1.47
61-70 1 1.47 1 0 0 0
71-75 1 1.47 0 1.47 1 1.47
Total 68 100 43 63.23 25 36.77
Table 1. Age/sex distribution of patients.

Physical features of diverticula No. %

(Shape/base-mouthed) Locat'ion/distanc'e . No. %

Wedge-shaped/broad base wide from ileocaecal junction

mouthed 52 76.48 —
— Within 50 cm 60 88.2

Narrow-appendix like/tubular 15 22.05

Other, globular-like/wide mouthed 1 1.47 Beyond 50 cm up to 190 cm 8 11.8

Total 68 100 Total 68 100

Table 3. Physical features of diverticula regarding

the shape and morphology.

DISCUSSION

Meckel’s diverticulum is the most prevalent
congenital anomaly of gastrointestinal tract (GIT).! Tt
is a true diverticulum usually of the terminal ileum, it
is often difficult to be diagnosed preoperatively and is
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Table 4. Physical features of diverticula regarding the
location/distance from ileocaecal junction.

frequently completely asymptomatic.>* It may mimic a
surgical abdominal disorders as appendicitis, intestinal
obstruction or peptic disease.” An aphorism attributed
to Dr Charles "MD is frequently suspected, often sought
and seldom found”. MD is frequently silent.’ In our
locality during period of this study in Mosul province,
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Symptomaic Incidental
Mucosal lining histology of diverticula No. of %
No. % No. % cases

Ileal 27 53 24 47 51 75
Gastric 7 77.9 2 222 9 13.24
Pancreatic 1 14.3 6 85.7 7 10.29
Others/Biliary 1 0 0 0 1 1.47
Total 36 32 68 100

Table 5. Morphological features of various mucosal lining histology.

No. of patients with MD

Surgical intervention No. %

Incidental | Symptomatic Total
Appendicectomies 2200 77.8 25 15 40
Emergencey laparotomies 400 14.2
Traumatic acute abdomen 1 0 1
Atraumatic acute abdomen
Intestinal obstruction 0 14 14
Intussusception 0 3 3
Gastrointestinal bleeding 0 3 3
Tumor, carcinoid 0 1 1
Elective laparotomies 200 7.1 4 0 4
Other, Hernia 26 0.9 2 0 2
Total 2826 100 32 36 68

Table 6. Meckel’s diverticulum cases in relation to the cause of surgical intervention.

Operative findings No. % Complication No. %

Acute appendicitis 2160 98.18 Inflammation\diverticulitis 15 41.7
Meckel’s diverticulitis 15 0.68 Intestinal obstructions 14 38.9
Incidental asymptomatic 25 1.14 Gastrointestinal bleeding 3 8.3

Co-existence, diverticulitis 3 0.14 Intussusceptions 3 8.3

and appendicitis Tumor, carcinoid 1 2.8
Total 2200 100 Total 36 100
Table 7. Operative findings of MD during the course Table 8. MD presentation according

of 2200 patients underwent appendicectomies. to the complications.
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it is difficult to diagnose the MD before laparotomies
because of shortage of special facilities like T%
pretechnetate scintigraphy and mesenteric angiography
and even CT scan not widely used, possibly
these measures make diagnosis more accurately
preoperatively as Lin S et al® and other authors
urged.”!? So although the diagnosis of our patients with
MD partially suspected preoperatively depending mainly
on clinical presentations, but final diagnoses were made
on laparotaomies and supported by histopathological
assessment of specimens removed.

The incidence of MD in our study were 2.4%, 68
patients out of 2826, which is nearly comparable with
the many authors that the incidence were 2%." Although
in review of Arnio P et al'* and many other literatures®*'*
we found wide incidence ranged between 0.35-4%, this
wide variations can be attributed to age dependence
of patients at presentation and on how carefully and
meticulously searched for MD in laparotomies, and
design and type of the study, whether the study done
on autopsies or patients on emergencies and/or elective
surgeries.

The gender ratio in our study was 1.72/1, which
approximately more or less the same result with other,
1.3/1, 1.8/1, 2/1."*'5 However in review of Oguzkurt
et al'® study we found double ratio is than what we
found 3.5/1. But nearly in all reported series males
more predominant to females.>'>!® The age difference
also included in our study, we found high incidence
of MD in first 3 decades of life (33.9%), (30.8%),
(23.5%) respectively, and 60 patients out of 68 (88%)
were below 30 year of age, ranged between 2-75 years
of age, and the mean age group was 18.5 years, these
results were compatible with ten years experience of
Ferranti et al'® and many other literatures*'* where the
mean age group were in teenager and predominantly
found in childhood and adolescent. However in review
of other series literatures we found mean age groups
with wide variable ranges varies from infancy to 4% and
5™ decades of life, this probably because the mean age
group is age dependence.

The length, shape and location-distance on ileum were
variable also, the length of diverticulum’s mostly varies
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between 3 and 5 cm.'®?%?' This comparable with what
we found in our study, were more than 82% between
2-5 cm, while the shape and size in majority were less
than that of ileum, However generally either wedge-
shaped wide mouthed-base which were more common
and less liable for complications, found in 76.47% of
our patients, or appendix like protrusion which were
less common, and more liable for complications found
in 22.05% of our patients, which were comparable with
Soderlunds** and many other studies.?**"** We found
only one case globular shaped like MD presented as
intestinal obstructions, in form of volvulus of segment
of loop of ileum containing MD. Also Soderlands* and
many other authors'®*'** found that the diverticula’s
were situated from 10 up to 190 cm from ileocaceal
junction, and majority were within the 50 cm from
ileocaecal junction, this quite compatible with our
finding were 88.2% within 50 cm , ranged between few
cm up to 190 cm.

Heterotopic mucosais often found in MD and may lead
to complications.? Albanese CT'" found ectopic gastric
or/and pancreatic tissue in about half of these anomalies,
mainly of symptomatic cases, whereas found in fewer
than our fourth of our specimens. However heterotopic
gastric mucosa, commonly identified in symptomatic
diverticula’s.>!*!> This quite comparable with what we
found in our study, were 7 out of 9 cases (77.8%) were
of gastric mucosa and associated with complications,
while majority of pancreatic mucosa 6 out of 7, (85.7%)
found incidentally asymptomatic. However in majority
of cases in our study, the diverticulum mucosa was as
the same as that of the ileum which is quite comparable
with what Ellis H?' urged. Seventy five percent of our
patients were with ileal mucosa, more than half of them
(53%) complicated and symptomatic.

The symptomatic presentations of MD varies,
depending on the physical characters and the type of
complications.! We found 40 of our patients out of
2200 during the course of appendicitis, having MD,
15 of them presented as divericulitis and mimic acute
appendicitis, 3 patients of these have both diverticulitis
and appendicitis, this co-existence of both appendicitis
and diverticulitis seen among 2160 of our patients
proved to have acute appendicitis at laparotomies, and
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underwent appendicectmoies, one of these 3 patients
have severe GIT bleeding in addition to appendicitis and
diverticulitis, although this co-existence extremely rare
as Williams RS* found, but missing it during laparotomy
might lead to serious complication; in addition, 25
patients incidentally found to have asymptomatic MD
were excised during the course of appendicectomies,
while in 14 patients out of 400, the excision was done
during abdominal laparotomies for other causes like
acute abdomen presented as intestinal obstructions due
to complicated MD, and only one patient seen during
exploration of young adult patient receiving bullet in
his abdomen injured the ileum few cm from MD which
resected together with segment of ileum with end to end
anastomosis. In review of Snyder CL et al*> and many
other literatures,"!'”'* we found more than 95% of MD
are clinically silent at infancy, and usually symptomatic
by 2 years of age. In 47.8% of our patients, the MD were
asymptomatic, and in 52.2% were symptomatic, majority
presented as diverticulitis and intestinal obstructions
(15, and 14 patients out of 36 patients respectively),
and for less frequency bleeding and intussusceptions,
3 patients for each, and one patient only with carcinoid
tumor, these results were comparable with Pinero A et
al® and may other studies,!"!32%2327 which that founds
majority of complications were presented as intestinal
obstruction and diverticulilis and/or perforation, and
less frequency bleed or intussusceptions and the least
was as tumor mainly carcinoid. Carcinoid tumor noted
in one of our patients, 42 years old presented as acute
abdomen with peritonitis. Carcinoid generally noted in
adults,? it may exhibit malignant behviour but generally
has a mild clinical course.®

Surgical treatment of symptomatic MD generally
involve diverticulectomy with and/or without small
bowel resection.'? Although Mastagas et al** and most
authors'? agree that asymptomatic diverticula found in
children during exploration should be resected in absence
of absolute contraindication, the controversy were in
young adult and older patients, however morbidity and
mortality from the procedures must be weighed against
the chance of MD becoming symptomatic (lifelong time
risk), which occur in 8-25% of patients.>**'*> And what’s
more, this risk should be multiply by morbidity and
mortality of risk of acute diverticulectomy, moreover
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these risks are all depend on several variables including
age and gender of the patient and physical characteristics
of diverticulum.' In light of our study, 32 out of 68
patients with MD were asymptomatic, incidentally
seen as part of thorough abdominal explorations for
other primary problems, were excised simultaneously
with treatment of the primary lesions, majority 77.8%
during the course of acute appendicitis. The resections
running smoothly and safely, moreover all the patients
were followed up for at least 2 years with no mortality
or morbidity.

Kashi et al** and some surgeons®-** agree that if an
acutely inflamed appendix is found, there is no need
to search for MD. And because no guidelines could be
given to a junior surgeon, that would be acceptable to
all senior colleagues as Rieber JM et al urged.’®* The
co-existence of both diverticulitis and appendicitis
extremely rare, we found this co-existence in our study
in 3 out of 40 patients with MD during the course of
appendicectomies; adding to this, the differentiations
between normal diverticulum and one containing
pathologies as ulcer, ectopic mucosa or modularity
sometime so difficult depending on macroscopical
evaluation and palpation only, which is also true for
catarrhal appendicitis, these lead to more serious
misgiving about leaving it on its own which might lead
to serious complications this is also comparable with
what Digiacomo et al* urged. So we are convinced that
MD should be investigated as a matter of course during
laparotomies mainly appendicectomies, and when
present it should be removed even if asymptomatic,
because the problem arising secondary to complications
are undoubtly more severe compared to any discomfort
following its removal.

CONCLUSIONS

Meckel’s diverticulum can be the cause of serious
abdominal disorders, and should be searched in the
laparotomy due to acute abdomen, and we recommend
in light of absence of postoperative mortality and
morbidity, to resect it even if asymptomatic, mainly
during the course of appendicectomies in absence of
absolute contraindication, regardless of the age of
the patient, because the problems arise secondary to
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complications are undoubtedly more severe compared
to any discomfort following it surgical removal.
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ABSTRACT patients in comparison with those of apparently healthy
controls and to ascertain the relationship between zinc

Objective: This preliminary study is an attempt to )
and metabolic syndrome features.

assess zinc status in a sample of metabolic syndrome
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Methods: Collection of data was carried out during
the period April 2006 till January 2007, at the Medical
Consultation Department, Baghdad Teaching Hospital
in the Medical City, Baghdad, Iraq. In the first part of
the study (a case-control study), the metabolic syndrome
group, 100 metabolic syndrome patients whowere chosen
from patients with cardiovascular disease attending the
medical examination during the period of the study. The
control group includes 90 subjects who were selected
from the workers of the same hospital. In the second
part of the study (single blind with intervention study),
metabolic syndrome patients (24 patients) divided
into two groups, the first group included 12 patients
supplemented with oral zinc (30 mg/day) for 50 days,
and second group included 12 patients given placebo
and designed as a control group. General information
for each subject was obtained by questionnaire designed
for the study. Waist circumference, blood pressure
estimation, fasting serum glucose, triglycerides, high
density lipoprotein cholesterol, zinc and urinary zinc/g
creatinine were estimated for each subject.

Results: The first part of the study shows that the
mean value for serum zinc level was significantly lower
in metabolic syndrome patients than healthy controls
(83.1+18.3 ug/dl Vs 87.7+11.1 ug/dl, p<0.05). The
mean urinary zinc levels, corrected for creatinine, were
higher in metabolic syndrome patients than in controls
(p<0.01) and increased linearly with the increasing
number of metabolic syndrome components (r=0.252,
p<0.05).The prevalence of marginal zinc deficiency was
significantly higher in metabolic syndrome group than in
controls (24.0% Vs 14.4%, p<0.05). The prevalence of
raised fasting serum glucose, triglycerides and reduced
high density lipoprotein cholesterol was higher in the
metabolic syndrome group with low serum zinc (Zn<70.0
ug/dl) compared to zinc sufficient group (Zn>70.0 ug/dl)
by 5.7%, 20.6% and 10.3% respectively. The second part
of the study showed that the mean value of triglycerides
of the zinc-supplemented group decreased at the end
of 50 days by 6.2%, whereas the mean value of high
density lipoprotein cholesterol increased by 13.6%.

Conclusions: Marginal zinc deficiencies have been
observed in the subjects study with a higher prevalence
in metabolic syndrome group. The measured zinc status
is associated with the features of metabolic syndrome.

INTRODUCTION

The metabolic syndrome (MS) is a complex disorder
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and an emerging clinical challenge. It is considered a
“multiplex” cardiovascular risk factor in its own right.!
The metabolic syndrome represents a combination
of multiple metabolic and physiologic risk factors
for both type 2 diabetes mellitus and atherosclerotic
cardiovascular disease.” It is recognized clinically by
the findings of abdominal obesity, elevated triglycerides
(TG), atherogenic dyslipidemia i.e. low levels of high
density lipoprotein cholesterol (HDL-ch), elevated
blood pressure, and high blood glucose and/or insulin
resistance.’

Various ionic disturbances were studied as metabolic
syndrome etiologic factors during the last years.*
Impaired trace element metabolism may be involved in
some of the metabolic dysfunctions, and contribute to
the development of vascular complications in diabetic
patients.” Epidemiologic studies suggested that in
some population groups, low serum concentrations of
zinc are associated with coronary artery disease.® On
the other hand, it was reported that zinc play various
biological roles in the control of diabetes and a direct
correlation between glucose levels and zinc is reported
previously.” Regarding obesity and hypertension, the
data regarding circulatory level of zinc in hypertension
is still controversial and the mechanism for the effect of
zinc on lipoprotein is not clear.

Despite evidence suggestive of possible widespread
zinc deficiency in Iraqi population, attempts to assess
zinc status in vulnerable groups to zinc depletion and
low plasma zinc concentrations have been few.® Thus,
this preliminary study aimed to assess zinc status in
patients with metabolic syndrome and to ascertain the
relationship between zinc and metabolic syndrome
features.

METHODS

We studied 100 patients with metabolic syndrome;
mean age 53.6+6.3 years, who were chosen from
patients with cardiovascular diseases, attended the
medical examination during the period of the study.
The age-matched control subjects in this study included
90 apparently healthy volunteers, mean age 51.9+6.2
years, which were selected from the workers of the same
hospital. Selection of cases and controls was carried out
by using systematic random sampling procedure. We
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defined the metabolic syndrome according to Adult
Treatment Panel II1 (ATP III) guidelines.” The ATP III
identified five components of the metabolic syndrome:
1) abdominal obesity (given as waist circumference
>102 cm in men and >88 cm in women); 2) triglycerides
>150 mg/dl (>1.69 mmol/l); 3) HDL cholesterol: <40
mg/dl (<1.03 mmol/l) in men and <50 mg/dl (<1.29
mmol/l) in women; 4) blood pressure >130/85 mm/Hg;
5) fasting glucose >110 mg/dl (>6.1 mmol/l) .

Patients with type 1 diabetes or on insulin therapy,
pregnant or who had any condition affecting the
specificity of blood or urine analysis as an indicator of
metabolic syndrome (recent acute illness or history of
any chronic inflammatory disease) were excluded.

The waist circumference was measured at the high
point of the iliac crest at minimal respiration to the
nearest 0.1cm. Two reading of systolic and diastolic
blood pressure were obtained and the average of the two
measurements was used.

The second part of the study was designed as single
blind, placebo control trial of zinc supplementation
in metabolic syndrome subjects. All of the subjects
who proved that have low serum zinc levels, less
than the cutoff value of marginal zinc deficiency (<70
pg/dl) were eligible for this study. Those subjects
(n=24) were divided randomly into two groups and
supplemented daily with either 30 mg of zinc as zinc
oxide or placebo. A protocol involving twelve subjects
and 50 day supplementation period plus a 5 day post
supplementation was used to examine the relative
response of serum zinc and metabolic syndrome
components. The zinc-treated subjects were assigned to
receive Centrum tablets from A to Zinc (Ledrle), high
potency multivitamin-multiminerals formula. Each
tablet contains 15 mg of zinc (as zinc oxide). Subjects
were instructed to take on tablet twice a day.

The placebo treated subjects (n=12) received
multivitamin tablets without zinc. All the zinc treated
subjects and the placebo completed the study.

Assessmentofzinc deficiency: The accepted reference
interval for zinc in serum is 70 to 120 ug/dl (10.7 to
18.4 umol/1)."” Marginal zinc deficiency in the subjects
studied was evaluated according to the cutoff values of
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serum zinc stated by others.''> Values below 70 ug/dl
(10.7 umol/l) were used for the statistical analysis of
this parameter.

Blood and urine samples: Blood samples were
collected after an overnight fast. They were centrifuged
at 3000g for 10 min at ambient temperature. The serum
obtained was separated and frozen at -20 °C until the
time of analysis. Urine samples were collected in
polyethylene containers and centrifuged at 3000g for 10
min. The supernatant obtained was separated and frozen
at -20 °C until the time of analysis.

Laboratory analysis: Serum concentrations of HDL
cholesterol (after precipitation with a phosphotungstate-
Mg+2 reagent combination solution) and triglycerides
concentrations (after hydrolysis to glycerol) were
measured enzymatically by colorimetric methods.
Serum glucose concentrations were measured using
an enzymatic reaction. All commercial kits obtained
from a local agent (BioMeriux). Urine creatinine
were determined using Jaffe reaction method (Biocon,
Diagnostic, Germany).

Zinc in serum and urine was measured by direct
enzymatic colorimetric method, using a commercial kit
(Giesse Diagnostics, Italy).

Statistical analysis: Data were collected and analyzed
using SPSS version 10.0 for windows (SPSS, Chicago;
Ilinosis, USA). Quantative data were analyzed by using
unpaired student t-test. Qualitative data were analyzed
by using chi-square test. Pearson correlation coefficient
was used to describe the association between metabolic
syndrome and its components according to serum zinc
and urinary zinc excretion. p-value<(.05 was considered
as statistically significant.

RESULTS

The prevalence of marginal zinc deficiency was
18.4% for the 190 subjects included in the study. The
prevalence was significantly higher among subjects
with than among those without the metabolic syndrome
(p<0.05). Subjects with the metabolic syndrome had
lower serum zinc concentrations and higher urinary
zinc excretion (Table 1). The age and sex distribution
was similar between the subjects with and without the
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metabolic syndrome. Significant differences in waist
circumference, blood pressure glucose and lipid values
were present among subjects with and without the
metabolic syndrome. The data analysis of marginally
low serum zinc according to the cutoff values of zinc
<70ug/dl revealed that a high proportion of the marginal
zinc deficiency group had raised triglycerides and
reduced HDL-cholesterol (Table 2). To examine whether
metabolic syndrome components was independently
associated with the zinc, we used Pearson correlation
that include abdominal obesity, blood pressure, glucose,
triglycerides, HDL cholesterol and number of metabolic
syndrome components (Table 3). A significant

correlation between urinary zinc levels and number of
metabolic components was observed (1=0.252, p<0.05).
The mean urinary zinc concentrations in microgram
zinc/g creatinine were 76.3, 93.0 and 98.5 for three,
four and five metabolic syndrome components. None
of the metabolic syndrome components significantly
correlated with serum zinc.

To examine the question of whether zinc supplement
use affect the levels of lipid and glucose (components of
metabolic syndrome). The mean values of triglycerides
of the supplemented group decreased at the end of 50
days by 6.2% (182.3 to 171.1 mg/dl), whereas the mean

Metabolic syndrome Controls

(n=90) (n=90) 21D
Age (years) 53.6+6.3 51.9+6.2 NS
Male sex (%) 42.0 46.0 NS
Waist circumference 105.2+9.7 82.2+8.8 <0.001
Systolic blood pressure (mmHg) 142.0+22.3 119.5+9.3 <0.001
Diastolic blood pressure (mmHg) 84.3+11.4 77.3+8.8 <0.001
Glucose (mg/dl) 186.5+£79.9 96.1+12.1 <0.001
Triglycerides (mg/dl) 174.4+95.8 125.3+21.4 <0.001
HDL-cholesterol (mg/dl) 40.2+7.1 45.0+6.3 <0.001
Serum zinc (ug/dl) 83.1£18.3 87.9+£8.9 <0.01
Prevalence of marginal zinc deficiency [n (%)] 4 (24%) 11 (14.4%) <0.05
Urinary zinc excretion 84.4+19.4 77.0£10.0 <0.05

Quantitative data were analyzed by student’s unpaired t-test, qualitative variable by X2. Data are mean+standard deviation.

Table 1. Clinical and biochemical data of metabolic syndrome and control subjects.

Characteristics Serum zinc >70 pg/dl | Serum zinc <70 pg/dl p-value
Number 24 76

Age (years) 53.6+£6.9 53.546.2 NS
Male sex [n (%)] 10 (41.6%) 32 (42.1%) NS
Raised blood pressure [n (%)] 19 (79.2%) 58 (76.3%) NS
Raised glucose [n (%)] 20 (83.3%) 59 (77.6%) NS
Raised triglycerides [n (%)] 16 (66.6%) 35 (46.0%) <0.01
Reduced HDL-cholesterol 17 (70.8%) 46 (60.5%) <0.05

Qualitative variable were analyzed by X2.

Table 2. Metabolic syndrome components in subjects with low and normal serum zinc concentrations.
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value of HDL cholesterol increased by 13.6% (37.2 to
43.4), p<0.01 for both parameters (Table 4).

DISCUSSION

There have been reports of marginal zinc deficiency
in general population of Baghdad city.® In our sample
of subjects included, marginal zinc deficiencies do
exist, even among those without metabolic syndrome.
Although there have been several studies investigating
the role of zinc in patients with metabolic syndrome,
there are few published data on zinc status in our
population.'® Thus, a large group of metabolic syndrome
subjects may be at increased risk for developing zinc
deficiency. It is noteworthy that 23.8% appears at risk for
zinc deficiency and an improvement in biochemical zinc
status during supplementation at physiological doses
support the existence of zinc deficiency in those subjects.
Because zinc may play a role in the pathophysiology of
this conditions, our finding that subjects with metabolic

syndrome have lower concentrations of serum zinc and
increased urinary excretion of zinc of potential concern.
The lower concentrations of serum zinc among those
with metabolic syndrome may have resulted from
lower intake, excessive loss or inherited disturbances
in its metabolism.* Our data show that subjects with
metabolic syndrome excrete more zinc than those
without this syndrome. Thus our results suggest that
excessive loss of zinc is an additive factor to low
dietary bioavailability among subjects with metabolic
syndrome. This is in consistent to previous reports in
Baghdad population.® However, it is unlikely that the
changes in urinary zinc were caused solely by dietary
imbalance. Diabetes mellitus, a common disorder
associated with metabolic syndrome, can disturb zinc
metabolism,'* this withstanding 79% of the subjects
with metabolic syndrome were diabetics. This may
reflect the high prevalence of marginal zinc deficiency
in metabolic syndrome subjects. A low plasma zinc
concentrations and high urinary zinc excretion also has
been suggested by other prospective studies. '’

Serum zinc Urinary zinc
r p r p
Abdominal obesity 0.035 NS 0.055 NS
Systolic blood pressure 0.146 NS 0.039 NS
Diastolic blood pressure 0.057 NS 0.003 NS
Glucose 0.080 NS 0.014 NS
Triglycerides 0.176 NS 0.020 NS
HDL-cholesterol 0.165 NS 0.123 NS
Number of metabolic components 0.129 NS 0.252 <0.05
Table 3. Pearson correlation between metabolic syndrome components,
serum zinc and urinary zinc excretion.
Serum zinc Triglycerides HDL-cholesterol Glucose
pg/dl mg/dl mg/dl mg/dl
. .. | Placebo (n=12) 66.2+3.4 181.5+40.4 37.5+4.9 140.2+38.7
First day visit
Pre-supplement (n=12) 67.1£3.1 182.3443.5 37.245.3 137.3442.5
Placebo (n=12) 67.0+£3.3 182.7£39.9 38.3%5.1 141.4+39.2
After 50 days
Zinc-supplement (n=12) 83.7+4.7 171.1£22.7 43.4+6.2 135.7+40.5

Pre-supplement Vs zinc supplement (p<0.01)

Table 4. Effects of zinc supplement on metabolic syndrome components.
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A high zinc status has been shown to cause a lipid
lowering effect in humans.'® After zinc supplement,
significant change of serum triglycerides and HDL-
cholesterol was also observed in the present study.
However, remarkably, low serum zinc concentrations
were found to be of greatest association with high risk
of hypertriglyceridemia and reduced HDL colesterol
levels.

CONCLUSIONS

Our finding suggests that the measured zinc status
is associated with the risk of metabolic syndrome. The
effect of zinc have received great deal of inters . Through
effects on lipid and lipoproteins, zinc may decrease
the risk of metabolic syndrome. Lagers prospective
studies are needed to confirm our observations, and
experimental data may further elucidate the biological
mechanisms of the associations.
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ABSTRACT 2008 one hundred fifty patients aged 5-13 years
underwent elective tonsillectomy with adenoidectomy

Objective: To evaluate the efficacy of intraoperative in Prince Rashed Ben Al-Hassan hospital and Prince
topical bupivacaine combined with rectal diclofenac Zaid Ben Al-Hussein hospital, Jordan. Patients were
in reducing postoperative pain and facilitating early randomized into two groups, group (1): 75 patients
oral intake. received 0.5% bupivacaine 2 mg/kg soaked swabs

Methods: Between 1 January 2005 and 1 January (2x2) inch tightly packed in their tonsillar fossa for five
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minutes after complete and good hemostasis. Group
(2); 75 patients had soaked swab with normal saline
for five minutes also. Three patients excluded for failure
to complete the postoperative data and another two
patients for postoperative bleeding from the adenoid
site.

Results: Data from 145 patients were analyzed as
five patients were excluded. When comparing the two
groups for postoperative pain, less pain was noted in
the bupivacaine group, the difference was statistically
significant for the first 8 hours and also after 24 hours
among treatment group who did not complain of pain
postoperatively. The mean time difference of first
drink and eat between the two groups was statistically
significant. No major complications such as airway
obstruction, dehydration or local anesthetic toxicity
developed.

Conclusions: We concluded that topical bupivacaine
combined with rectal diclofenac is safe and easy to
administer. Topical bupivacaine use combined with
diclofenac reduces postoperative pain and facilitate
early oral intake in children.

INTRODUCTION

Tonsillectomy with or without adenoidectomy is one
of the most frequently performed surgical procedure
in children.! Tonsillectomy is known to cause severe
pain postoperatively; the pain affects the patient
nutrition, ability to return to daily activities and delayed
discharge from hospital.> The oropharynx and the
tonsillar fossa are exquisitely sensitive. They are well
innervated locally by branches of the trigeminal and
glossopharyngeal nerves and are highly represented in
the somatic cerebral cortex.® Bupivacaine hydrochloride
is a commonly used local anesthetic for oral surgical
procedures. Its half-life is four to seven hours provides
a longer duration of action over short acting local
anesthetics such as xylocaine hydrochloride.* There
are many studies in which a local anesthetic has been
applied to the tonsillar fossa in tonsillectomy.>* The
local anesthetic is usually applied by infiltration or
by topical spray. The infiltration technique carries the
risk of accidental intravascular injection, which can
lead to cardiac arrhythmia, convulsions, upper airway
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obstruction and life threatening deep cervical abscess.>®
In our study we use swabs (2x2) inch soaked with
bupivacaine and packed tightly into the tonsillar fossa
immediately after tonsil dissection to evaluate the
efficacy of topical bupivacaine on postoperative pain,
oral intake and early recovery.

METHODS

Between 1 January 2005 and 1 January 2008 one
hundred fifty patients underwent elective tonsillectomy
with adenoidectomy in Prince Rashed Ben Al-Hassan
hospital and Prince Zaid Ben Al-Hussein hospital,
Jordan. Criteria for inclusion in the study were boys and
girls 5-13 years not known to have hypersensitivity to
bupivacaine nor on regular consumption to analgesics
or sedatives. After obtaining informed consent from
the parents, patients were admitted one day before
surgery having normal results of their packed cell
volume, white cell blood count, platelets count,
prothrombin time, partial thromboplastin time and
bleeding time. Patients were randomized by means
of sealed envelopes into two groups: Group (1); 75
patients received 0.5% bupivacaine 2 mg/kg soaked
swabs (2x2) inch tightly packed in their tonsillar fossa
for five minutes after complete and good hemostasis.
Group (2); 75 patients had soaked swab with normal
saline for five minutes also. All patients were fasted
and unpremedicated. Monitoring during anesthesia
was by using electrocardiogram, end-tidal carbon
dioxide, pulse oximeter and noninvasive blood pressure
monitoring. Anesthesia was induced with fentanyl 2
ug/kg, sodium thiopentone 5 mg/kg, atracurium 0.5
mg/kg and maintenance with nitrous oxide 60% in
oxygen and isoflurane 0.5%. The trachea was intubated
with a cuffed or un-cuffed oral endotracheal tube of
appropriate size. After insertion of the Davis mouth gag
and pharyngeal pack inserted, adenoidectomy was done
and hemostasis was secured. Tonsillectomy was done
by electrocautery dissection method. Hemostasis was
secured by compression and bipolar diathermy. After
that we used a (2x2) inch soaked swab with Bupivacaine
in the tonsillar fossa for five minutes in the first group,
and (2x2) inch soaked swabs with normal saline in the
second group for five minutes. The surgeon and the
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patients were blinded to group allocation, medication
on the tonsil swab was prepared by the anesthetist. After
checking the hemostasis, counting (2x2) inch swabs,
removal of the pharyngeal pack and the mouth gag,
neuromuscular blockade was reversed and extubation
was done when the patients protective airway reflexes
returned to normal. After appropriate care in the
recovery room patients were transferred to the inpatient
ward. Outcome measures included the postoperative
pain at 1, 4, 8 and 24 hours and time when each patient
first ate and drank after the procedure were done by the
surgeon or a second anesthetist, who were blinded to
group allocation. Pain score of 1-5: (1) no pain, (2) mild
pain, (3) moderate pain, (4) severe pain and (5) worst
pain ever felt. Patients received Diclofenac sodium
suppositories 1-2 mg/kg at the end of surgery. For the
next 24 hours postoperatively, if the child pain score
was 2 or more, paracetamol 15 mg/kg orally 6 hourly
was given as needed, in the hospital ward. All patients
were given oral amoxicillin 15 mg/kg 8 hourly for five
days. Statistical analysis of the results was performed
using SPSS for window program, t-test and the Chi-
squared test, p-value <0.05 was considered statistically
significant.

RESULTS

One hundred fifty patients aged 5-13 years entered
the study, 75 patients received Bupivacaine and
75 patients received normal saline, there were no
significant differences in age, weight and sex among
the two groups (Table 1). Data from 145 patients

were analyzed as five patients were excluded; three
for failure to complete the postoperative data and two
patients for postoperative bleeding from the adenoid
site. Therefore, results are available for 72 bupivacaine
and 73 saline group patients. When comparing the two
groups for postoperative pain, less pain was noted in
the bupivacaine group, the difference was statistically
significant for the first 8 hours and also after 24 hours
among treatment group who did not complain of pain
postoperatively (Table 2 and 3).

Group 1 (Bupivacaine) | Group 2 (Saline)
Males 40/35 42/33
Females
Age (years) 5-13 (7.8) 5-13(7.9)
Weight (kg) 24.5 (14-36) 25.2 (15-38)

No statistical significant differences were found between groups.

Table 1. Distribution of patients.

The mean time of first drink for the bupivacaine group
was 103.4 minutes and 156.5 minutes for the saline
group, the mean time of first meal for the bupivacaine
group was 162.9 minutes and 191.3 minutes for the
saline group. Bupivacaine group patients started to
eat and drink earlier than the saline group patients, the
difference was statistically significant (Table 4).

Postoperative analgesic requirements were more
in the saline group, the difference was statistically
significant (Table 5). No major complications such
as airway obstruction, dehydration or local anesthetic
toxicity developed.

Time
(hour) ! 4
Group 1 Group 2 Group 1 Group 2
Pain score | Bupivacaine Saline p-value | Bupivacaine Saline p-value
(n=72) (n=73) (n=72) (n=73)
1 59 28 <0.0001 50 17 <0.0001
2 7 18 0.0172 15 29 0.0133
3 6 16 0.0226 7 18 0.0172
4 0 7 0.0070 0 5 0.0238
5 0 4 0.0439 0 0.0439

Statistical significant differences were found between groups.

Table 2. Pain score, regarding time.
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Time
(hour) 8 24
Group 1 Group 2 Group 1 Group 2
Pain score | Bupivacaine Saline p-value | Bupivacaine Saline p-value
(n=72) (n=73) (n=72) (n=73)
1 41 9 <0.0001* 34 15 0.0006*
2 19 32 0.0278* 25 34 0.1463**
3 12 24 0.0238* 13 20 0.1797*%*
4 0 4 0.0439* 0 3 0.0821**
5 0 4 0.0439* 0 0.3189%*
*Statistical significant differences were found between groups.
**No statistical significant differences were found between groups.
Table 3. Pain score, regarding time.
. . Group 1 (Bupivacaine) Group 2 (Saline)
Time (min) Mean+SD Mean+SD p-value
First drink 103.4+60.7 156.5+48.4 <0.0001
First eat 162.9+61.8 191.3+40.9 0.0014
Statistical significant differences were found between groups.
Table 4. Time to first oral intake.
No. of
Paracetamol Group 1 (Bupivacaine) Group 2 (Saline) p-value
doses
0 17 5 0.0049
1 12 4 0.0315
2 13 5 0.0407
3 16 7 0.0373
4 14 52 <0.0001

Statistical significant differences were found between groups.

Table 5. Postoperative analgesic requirement.

DISCUSSION
Despite advances in and anesthetic
techniques, postoperative pain remains a significant
problem after tonsillectomy; post tonsillectomy pain
is regarded as the primary cause of discharge failure.”
Poor pain control can lead to reluctance to swallow and
inadequate oral intake. The benefits of decreased pain
are obvious; a shorter recovery period and faster returns
to a regular diet and activity. Numerous attempts have
been made to reduce postoperative pain, these include

surgical
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improved intraoperative anesthetic pain regimens, use
of perioperative corticosteroids, use of perioperative
antibiotics, adjustment of surgical technique, and
intraoperative injection of local anesthetic.® Pain
begins with local tissue damage during surgery that
causes the release of inflammatory substances. The
administration of bupivacaine 0.5% on traumatized
tissue is believed to decrease pain by producing
pharmacologic blockage of the sensory pathways, thus
preventing the nociceptive impulses from reaching the
spinal cord.** We experienced no complications in using
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topical bupivacaine 0.5% 2 mg/kg. Many studies have
addressed the question of the effect of local anesthetic in
tonsillectomy, with a marked variance in results. Vasan
et al studied the effect of preincisional bupivacaine
in post tonsillectomy pain relief and they concluded
no statistically significant benefit found for use of
preincisional bupivacaine in tonsillectomy.? Johansen
et al studied the value of preincisional infiltration with
bupivacaine in tonsillectomy and they concluded that
preoperative blocking of nociceptive impulses reduces
prolonged postoperative pain, but no reduction in the
intake of analgesics.!® Bissonnette used lidocaine aerosol
following tonsillectomy in children, he concluded that
10% aerosol lidocaine applied directly on the tonsillar
beds showed a superior immediate post tonsillectomy
analgesic effect.!! Our study resembles Hung et al
design in using swabs soaked with bupivacaine to pack
the tonsillar fossae after tonsil dissection, as a safe
alternative to topical infiltration.'> Hung et al studied 99
patients aged between three and sixteen years, pain was
assessed at 1, 3 and 6 hours after surgery, they concluded
that topical bupivacaine reduced postoperative pain and
facilitated eating and drinking but no difference in the
postoperative analgesic requirement between the two
groups. Our study included a larger group, 150 patients
aged between five and thirteen years, pain was assessed
at 1, 4, 8 and 24 hours after surgery. According to our
data; less pain was noted in the bupivacaine group,
the difference was statistically significant for the
first 8 hours and also after 24 hours among treatment
group who did not complain of pain postoperatively.
bupivacaine group patients started to eat and drink
earlier than the saline group patients, the difference was
statistically significant. We observed also a significant
reduction in the postoperative analgesic requirement in
the bupivacaine group.

In summary, post tonsillectomy pain remains a
considerable clinical problem in children. The ideal
analgesic should be effective, safe, easy to administer
and free from respiratory depression.

CONCLUSIONS

We concluded that topical bupivacaine combined

33

with rectal diclofenac is safe and easy to administer.
Topical bupivacaine use combined with diclofenac
reduces postoperative pain and facilitate early oral
intake in children.
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ABSTRACT 25 years. Diagnosis was established mainly through
clinical work up. Most patients were subjected to a
surgical intervention. The defects in the tunica was
approximated by the used 2-0 proleine with inverted knot

Objective: 1o review clinical pattern and outcome
of fracture penis retrospectively from January 2000 to

January 2008 in Gezira hospital for renal diseases and
surgery, Sudan.

Methods: Total number of patients were 15 and
the range of age was 15—45 years with a mean age of

and/or delayed absorbable sutures and Foley catheter
was routinely fixed after insurance of the integrity of the
urethra.

Results: Most of cases presented with penile pain
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(13 patients, 87%), swelling due to extension of a
haematoma (9 patients, 60%), bruises and detumescence
(10 patients, 67%), curvature and fracture of erection
were the presenting claim for the delayed patients (3
patients, 20%). Most of them developed complications
(8 patients, 53%), this included (4 patients, 27%)
developed erectile dysfunction, (2 patients, 13%)
developed curvature and one patients (6%) developed
calcification urethral stricture.

Conclusions: We concluded that early surgical
intervention, antibiotics administration and early
seeking of medical advice are recommended in order
to preserve penile function in cases of fracture penis.
Investigations got minor role in the diagnosis of fracture
penis.

INTRODUCTION

Male genital injuries, although rarely life threatening,
demand prompt, appropriate management to prevent
long-term sexual and psychological change. Injuries to
the scrotum and contents may produce impaired fertility,
chronic pain, and hypogonadism and attend self-image.
Penile injuries may lead to pain, curvature, urethral and
erectile dysfunction.!

Penile fracture is a urological emergency being the
rupture of the tunica albuginea of the corpus cavernosum
caused by trauma to the erect penis. The most common
causes reported in the western world occur during
vaginal sexual intercourse.>

In the Middle East countries, many of these injuries
are self-inflected during masturbation, as the patient
bends the erected penis abruptly in an attempt to achieve
detumescence after prolonged erection.’

Penile trauma is rare, because the penis is mobile and
largely protected by its position, although in the erect
state in adults, the penis is more prone to trauma in the
form of penile fracture. However, paediatric penile
trauma has different underlying causes and from of
trauma, being rarely reported. Childhood penile injuries
may be iatrogenic during circumcision or caused by
domestic animal attack, child abuse, motor vehicle
accidents or trapping in a zipper. Penile strangulation
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by hair or thread has also been reported.’

Urethral rupture is associated with the cavernosus
injury in approximately 10% of cases. Treatment of the
injury aims at full functional and cosmetic recovery.®

Non-operative treatment results in a 10% incidence
of penile deformity and requires a substantial hospital
stay. However, surgical repair eliminates resultant
deformity and allows for earliest hospital discharge.®
Patient misinformation about penile tissue properties is
the main explanation for the high incidence of penile
fracture.

Cavernosography, urethrography and intraoperative
urethral catherization are not routinely needed, as
diagnoses can be clinically established. Antibiotics
preoperative are advisable.’

The objective of this study is to review 15 cases
of penile fracture from the hospital stored data
retrospectively from year 2000 to early 2008.

METHODS

The is a retrospective study conducted in Gezira
Hospital For Renal Diseases and Surgery, a unique
specialized tertiary hospital in Wad Medani, Sudan,
well equipped to receive a urological and nephrological
cases from everywhere in Gezira state and the nearby
vicinity.

From year 2000 to early 2008, 15 cases of penile
fracture were retrieved from the stored data of the
hospital.

Penile fractures were diagnosed by history
including; the precipitating factors, duration, feeling
of penile pain, snapping or cracking with a tangible
sudden detumescence and failure of erection. Clinical
examination were conducted to search the presence
of wounds, bruises and haematoma, curvatures and
swelling with other evidences of urethral injury like
bleeding per meatus, urine hold up and urethralgia.

The fracture was confirmed either clinically or
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through simple investigation likes ultrasonography,
Doppler ultrasonography or Cavernosography.

After identification of the site of injury, the defects in
the tunica was approximated by the used 2-0 proleine
with inverted knot and/or delayed absorbable sutures
and Foley catheter was routinely fixed after insurance
of the integrity of the urethra. Antibiotic was routinely
used for 3 days, urethral catheter was removed before
discharge and spontaneous erection was suppressed by
Avil retard tabs.

Follow up of these patients was done through
referral clinic and private clinic to detect evidence of
complications. Data were kept in files and software,
collected and analyzed.

RESULTS

Total numbers of patients were 15 and the range of
age was 15-45 years with a mean age of 25 years. A total
of 11 patients were married, 6 of them were in the first
two honey moons. One case of stuttered priabism, one
case was known psychotic (Figure 1).

All patients were admitted as emergency cases and
were subjected to surgical intervention in 12 cases,
under spinal anaesthesia, subcoronal or longitudinal
incisions were used with degloving of the whole penis
or the ditto affected side of the penis was performed and
the haematoma had to be evacuated.

Time of presentation: 3 patients (20%) were received
as a sequally of delayed presentation (second week),
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Figure 1. Causes of penile fracture in 15 patients in GHRD &S, Sudan.
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Figure 2. Clinical presentation of 15 patients with penile fracture in GHRD&S, Sudan.
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and 12 patients (80%) were received as emergencies in
the outpatient with evidences of penile trauma. Three
patients presented in the second week. In the other 12
cases the mean delayed time was approximately 4-6
hours from the begining of the problem.

Thirteen patients claiming the problem during night
and 2 patients during the day. Mean stay in hospital
was 6 days. Literature showed that the time between
the occurrence of the fracture and presentation varied
between 2 to 72 hours (an average of 19 hours), and
the mean delay time between injury and operation was
26 hours (range 6 to 76 hours), and the hospitalization
period of the patients who underwent surgery varied
from two to five days (average 3.3 days). There were
no immediate postoperative complications and only one
patient had a wound infection complications and another
patient had a wound infection scar at the incision site.
During the early follow-up period, all the patients had
painful erection, as would be expected.®

Regarding the presenting symptoms, every patient
presented with more than one complains. Most of cases
presented with penile pain (13 patients, 87%), swelling
due to extension of a haematoma (9 patients, 60%),
bruises and detumescence (10 patients, 67%).

Curvature and fracture of erection were the presented
claim for the delayed patients (3 patients out of 15,
20%), as shown in Figure 2.

CalcificationlUrethral stricturel —h

Erectile dysfuction

Curvature
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Figure 3 showed the reported complications
among the studied group. Most of patients developed
complications (8 patients, 53%), (4 patients, 27%)
developed erectile dysfunction, (2 patients, 13%)
developed curvature and one patient developed
calcification urethral stricture (6%).

DISCUSSION

Penile fracture constitutes a rare urologic emergency
as is defined as rupture of a corpus cavernosum and its
surrounding fibro elastic sheath, the tunica albuginea.
Penile fracture is caused by a sudden increase in
the extracorporeal pressure due to an external force
tearing the thinned tunica albuginea of the erect penis’
common causes of injury include sexual intercourse,
non-physiological bending of the penis during self
manipulation rolling over in bed with an erect penis,
and direct injury to the penis. The most common cause
is vaginal intercourse.!®!

Patients’ criteria: Because of our oriental peculiar
personality, many problems in the genital organs are
rather dealt with in a form of shameful privacy, so
people accustomed to hide and postponed them or left
to the natural history, and they will seek medical remedy
only at hot occasions when they are incapacitated by
them. Because of this, all penile fracture patients in
our study were presented relatively in not less than 4
hours. This time allowed a tangible increase in the size
of haematoma and/or the swelling.

2 4 B a 10

Figure 3. Reported complications in 15 patients in GHRD&S, Sudan.
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All patients were at their active years of age with
slight preponderance to the mid thirty and this was not
statistically significant.

Causative factors: Vaginal intercourse is the most
common cause of penile fractures with frequency of
33.5% of all injuries'*" usually the patient reporting that
during aggressive intercourse the penis slips out of the
vagina and thrusts against the perineum or symphysis
pubis, another possibility is excessive angulation of the
erect penis in coitus with female on top.'*® Self inflicted
penile fracture occurs as a result of masturbation or
manipulating the penis to achieve detumescence."”

In all patients, forceful vaginal intercourse was the
commonest causative factor (6 patients, 33.3%). It
is worth noting that most of them encountered such a
trauma in the first month of marriage exactly during the
first week of practicing love with their new wives. As
we dig deep, we reached that female circumcision was
the commonest problem facing the capability of penis
to penetrate into the vaginal and because of the scarred
skin created by this custom at the door of the introitus
making a diaphragm of new skin, and because of a lack
of sexual health knowledge inadvertent intercourse
would rather in judiciary practiced that might injure the
thrusted erect penis.

Although in cases of masturbation patients deny the
practice but we could detect three cases practicing this
maneuver without the use of lubricants. Rolling over
in nearly naked beds especially in the rural areas was
found to be the causative factor in 3 cases. One case
was psychotic and another one was self inflicted a
trial to bend abnormally and prolonged erected penis
(priapism) in a known sickler.

Clinicalpresentation: Clinical examinationmayreveal
the “aubergine sign”, also known as the “eggplant sign”
this sign summarizes the typical findings at presentation
of penile fracture and consists of penile swelling,
ecchymosis and penile deviation. Note though that a
patient may present atypically with a straight phallus
and the majority of swelling and ecchymosis occurring
in the scrotal area instead of the penile shaft.'®
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Diagnosis: In penile treatment with few exceptions,
a diagnosis was furnished upon clinical presentation,
physical findings typically including swelling and
ecchymosis ofthe penile skin confined to the penile shaft,
producing so called eggplant deformity, an appearance
which is highly diagnostic for penile fracture.'” Imaging
may be required, particularly in patients with atypical
clinical presentation or with severe local pain or
swelling that prohibits a thorough physical examination
of the penis.'"!®

In our series, 2 patients presented to us in the second
week with curvature and erectile dysfunction. The three
major presentations were swelling in the shaft mainly in
the vicinity of fracture site a patient 9(pts) (60%), pain
and detumescence (13 patients out of 15), and bruises
in 10 patients.

In the acute phase of presentation we could hardly
detect the site of the defect in the tunica because of the
pain but we could do in 4 cases after 6 hours although
there was extensive swelling of the shaft. Diagnostic
aids were not used as yard stick to establish the diagnosis
yet we did U/S for certain cases and Doppler for the
delayed injured penis just to assess the integrity of the
flow across the cavernosum.

Management: Although penile fracture can be treated
conservatively, recent studies have demonstrated the
clear advantages of early surgical intervention.'®!!

The goals of surgical exploration are evacuation of
haematoma and primary repair of tunica laceration.
Early surgical intervention can prevent late complication
such as fibrous plaque formation, angulation, thereby
reducing the time of convalescence.’

We adopted early intervention in 13 of our cases, after
degloving of the penis we found unilateral tear in 10
patients and bilateral in 3 patients with preponderance to
the right side, the closure was performed by interrupted
suture with smooth manipulation of the tissue. We used
direct incision in some cases with gratifying result so the
verdict is to use this direct incision where there strong
assurance of the site of the tear. We accustomed to leave
urethral catheter as a routine we never did where the tear
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got any proximity to the urethra in a case of a suspicion of
partial urethral injury was there least we might aggravate
the problem. Routine suppression of erection by Avil
Retard was adopted through we had one stormy erection
that necessitated exploration. Minor complication were
encountered post operatively and dealt with, although
erectile dysfunction (ED) was just under a subjective
evaluation we used to follow our patients by direct
counseling. Only 7 of them disappeared after 7 months
claiming no problems. Generally we used viagra other
drug therapy for ED. Penile implants are reliable and
safe modality of treatment for organic impotence with
acceptable morbidity."”

CONCLUSIONS

The early surgical intervention, antibiotics
administration and early seeking of medical advice are
recommended in order to preserve penile function in
cases of fracture penis.
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ABSTRACT Results: Twelve patients out of 83 (14.45%) were
positive for mycoplasma pneumoniae. The prevalence

Objective: To investigate the role of mycoplasma increased with age to reach 66.6% for those >5 years
pneumoniae in pediatric pneumonia in Babylon-Iraq. old (p<0.05). No significant statistic findings regarding

Methods: Eighty three children of both sexs aged distribution of cases for sex, residence, but significant
between 2 months and 14 years were admitted to for onset. Routine laboratory tests and radiological
Babylon hospital for maternity and children as cases features are not specific enough to give an accurate

of pneumonia. They were examined serologically by diagnosis of these infections, so empiric regimens might
enzyme immunoassays (EIAs) for specific IgM for be used unless diagnosis was done by rapid diagnostic
mycoplasma pneumoniae. Demographic and clinical procedure.

data were obtained. Conclusions: Thereis a highfrequency of mycoplasma

*Shaker K. Gatea, DCH CABP, Consultant- Assist professor, Department of Pediatrics, College of Medicine, Babylon University, Babylon, Iraq.
E-mail: shakerkareem@yahoo.co.uk.
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pneumoniae infection in children more frequent in those
> 5 years old. Thus specialized rapid laboratory testing
for those agents should be more widely used as IgM
serology diagnostic tests to avoid complicated course
and empiric regimen.

INTRODUCTION

Viruses, particularly influenza A and B and respiratory
syncytial (RSV) viruses, are the main etiological agents
of community acquired lower respiratory tract infection
in infants, while bacterial agents are more frequently
responsible for infection in children older than 3
years.'?

Mycoplasma pneumoniae is the smallest free
living microorganism, it lack a cell wall, it depends
on attachment to host cells for obtaining essential
precursors, it is a distinct from bacteria, grow on
artificial media but is too slow to be of practical use and
is not viruses.>*

Mycoplasma pneumoniae is a major cause of
community-acquired pneumonia in school age children
and young adults. Overt illness are unusual before 3-4
years,>* younger children appear to have frequent mild
or sub clinical infections.?*>¢

Abnormalities detected on
but bilateral, diffuse common,
bronchopneumonia is the most recognized clinical
syndrome  following mycoplasma  pneumoniae
infection.?*®

radiography vary,
infiltrate  are

The onset of the illness is usually insidious but may
be abrupt, cough is prominent and coryza is unusual,
the severity of symptoms is usually greater than that
suggested by physical signs.? Severe pulmonary
disease has been reported in sickle cell anemia, and
immune deficiencies. Other respiratory illnesses caused
infrequently by mycoplasma pneumoniae.*®’ The aim
of this study is to find role of mycoplasma pneumoniae
in lower respiratory tract infection in children using
available rapid diagnostic test serology in order to avoid
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empirical treatment and complications.
METHODS

A total of 83 children of either sex, their ages range
from 2 months up to 14 years, were enrolled in this
study. They were admitted to Babylon maternity and
children hospital from November 2005 through April
2006. They were complaining from symptoms and
signs suggestive of community acquired pneumonia,
depending on fast breathing and/or chest in drawing and
confirmed radiologically.

Blood samples (2 ml) were aspirated in acute phase
only, separated and stored in (-20 C°). These samples
assayed for specific IgM antibodies for mycoplasma
pneumoniae by enzyme immuno assays (EIAs).
Serological test, mycoplasma pneumoniac IgM is
an in vitro diagnostic test for the detection of IgM
immunoglobulin in human serum directed against
mycoplasma pneumoniae (Sanofi diagnostic, Pasteur).
The test is a double sandwich immune enzymatic assay
with a capture of the serum IgM antibodies on the solid-
phase (micro plate coated with human anti-m chain
antibodies). The test was done in the central public
health lab in Baghdad.

Demographic data including age, sex, and residence
of patients were recorded. The fallowing clinical and
laboratory data were recorded.

-Onset: whether insidious or abrupt.

-Respiratory and constitutional manifestation: cough,
dyspnea, fever.

-Other respiratory manifestation as pharyngitis.

-Extra respiratory manifestations: as hematological
(anemia), skin (rash), central nervous system
(meningitis), cardiac (myocarditis, precarditis), ocular
(conjunctivitis).

-Auscultatory findings (crepitation, rhonchi, diminish
breath sound, clear chest).

Finding of their chest X-ray as bronchopneumonia,
lobar pneumonia, or clear chest, hematological findings
including white cells count (WBC), erythrocyte
sedimentation rate (ESR), hematocrit value (PCV) were
registed.
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Information about pattern of feeding (breast, bottle,
and mixed, usual diet) was obtained.

Statistic analysis: The collected data were analyzed
using computer facilities with available software
statistical package of SPSS10 (statistical package for
social science). The significance of difference of the
qualitative data was tested using chisquare. Correlation
coefficient (r) was calculated as an indicator to any
association between microorganism seropositivity
and age in months. The prediction equation was
also calculated for confirmation and follow up,
p-value of (0.05) was used as the level of
significance.'®

RESULTS

From 83 children admitted to Babylon hospital with a
signs and symptoms of community acquired pneumonia,
67 (80.2%) of them less than 5 years old and 16 (19.8%)
patients > 5 years old, 46 females and 37 males.

Of those enter in this study, 54 (65.7%) patients with
chest X-ray show evidence of pneumonia, 19 (22.8%)
in the form of lobar pneumonia and 35 (42.1%) had
bronchopneumonia, while 27 (32.5%) of them show no
radiological abnormalities, (Table 1).

Patients variables No. of cases %
tested
<5 years old 67 80.2
Age
>5 years old 16 19.8
Male 37 44.6
Sex
Female 46 55.4
. Urban 56 67.5
Residence
Rural 27 32.5
i 42
Chest Bronchopneum(?nla 35
X Lobar pneumonia 19 22.8
o Clear chest 29 34.2

Table 1. Distribution of total cases tested according
to the age, sex, residence and X-ray findings.

Twelve patients (14.45%) out of 83 children
admitted with a lower respiratory tract infection were
positive serologically for a specific IgM of mycoplasma
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pneumoniae, five of them (41.7%) were males and
7 (58.3%) were females, male to female ratio 1:1.4
(Table 2).

The chi-square test revealed no significant difference
between the two population (p=0.474), this means that
gender is not a risk factor for infection acquisition. To
confirm this finding and assess the strength of association
between the disease and suspected etiological factor,
odd ratio was calculated. A result of 0.6 was obtained
indicating no association. For residence, 6 patients out
of 12 children with mycoplasma pneumoniae are from
rural area, so the prevalence is the same in the rural and
urban areas.

Sex No. of cases % p-value
Male 5 41.7

Female 7 58.3 0.447
Total 12 100

Residence

Urban 6 50

Rural 6 50 0.163
Total 12 100

Table 2. Distribution of cases with mycoplasma
pneumoniae according to the gender and residence.

Table 3 shows the distribution of seropositive cases
of mycoplasma pneumoniae according to age, this table
clearly demonstrated that the disease is infrequent below
five years of age. Only 4 (33.4%) cases from 12 patients
were reported, while 8 (66.6%) patients > 5 years old.
Statistical analysis shows that the age is a significant
factor in acquisition of acute pneumonia due to this
microorganism (p<0.001). The acquisition of infection
with mycoplasma pneumoniae increase with the age,
this increase is highly significant (p<<0.001). To measure
any association between acquiring infection and age,
correlation coefficient was calculated, and was found
to be very high (r=0.91). To quantify this relation, the
prediction equation in months was calculated. It was:

Y=11.8+6.85X
Where Y: is the age in months.

X: is the number of positive cases.
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Five patients (41.6%) out of the 12 patients with
mycoplasma pneumoniae infection give a clear chest
on X-ray examination, while 5 patients (41.6%) show
bronchopneumonia and 2 patients (16.6%) show
evidence of lobar pneumonia. There is no significant
statistic finding was observed (p>0.05) between X-ray
changes and prevalence of mycoplasma pneumoniae
infection, (Table 4).

Total No. M. pneumoniae
Age . %
tested seropositive
<3 months 9 - R
3-12 months 17 - -
1-3 years 27 1 8.4
3-5 years 14 3 25
>5 years 16 8 66.6
Total 83 12 100
p=0.0001 r=0.910

Table 3. Distribution of cases of mycoplasma
pneumonia according to the age.

For onset of the disease in mycoplasma pneumoniae,
8 (66.6%) patients show insidious onset and 4 (33.4%)
express acute onset, (Table 4). Most cases of mycoplasma
pneumoniae were of insidious onset, the difference was
statistically significant (p<0.05).

No.
Onset % p-value
of cases

Acute 4 333

— <0.05
Insidious 8 66.7
Total 12 100
X-ray findings
Bronchopneumonia 5 41.6
Lobar pneumonia 16.7

0.811

Clear chest 5 41.7
Total 12 100

Table 4. Distribution of cases with mycoplasma
pneumonia according to the onset and X-ray findings.

The feeding pattern, all patients are fed usual diet, so
statistic analysis can not be done as Table 5 display. In
clinical presentation and lab findings, all patients (100%)
suffer from cough and fever, but 7 (58.3%) patients had
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dyspnea, no statistical analysis could be done since all
cases show respiratory manifestations.

Seven patients (58%) of those with mycoplasma
pneumonia had co-infection of upper (pharyngitis) and
lower respiratory tract infection and 5 (41.6%) children
had only clinical manifestation of lower respiratory
tract infection, 4 (33.4%) patients with mycoplasma
pneumoniae had extra respiratory manifestation, 2 of
them suffer from gastrointestinal complain, diarrhea
and vomiting, one of them had splenomegaly and pallor
(kalazar), and one patient suffer from severe pallor
(haematocrit <10%). These findings statistically not
significant (p>0.05).

Etiological agent | Bottle | Breast | Mixed | Usual diet
M. pneumoniae - - - 12
Total - - - 12

Table 5. Distribution of cases of mycoplasma pneu-
moniae according to feeding pattern.

In auscultation of the chest, 8 patients (66.6%) show
fine crepitation and ronchi, 4 patients (33.4%) had clear
chest finding (p>0.05).

Clinical manifestation Nz @2 % p-value
cases
L irat
ow.er FGSF)lra ory b 100 )

manifestation
Other respirato

T respiratory 7 583 | 0.119
manifestation
Extra respirato

. p. v 4 333 0.182
manifestation
Auscultatory findings 8 66.7 0.551
Hematological changes 4 333 0.182

Table 6. Distribution of cases of mycoplasma
pneumonia according to the clinical manifestation.

For the hematological changes (white blood cell
count, erythrocyte sedimentation rate, haematocrit
value), 2 (16.6%) patients show high white blood
cell count (17000-22000 cells/mm?®) and 2 (16.6%)
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had haematocrit value (10-21%), but no changes in
erythrocyte sedimentation rate (10-15 mm/1* hr)
(p>0.05). All these findings display in Table 6 and it
shows no significant finding between clinical, laboratory
finding and mycoplasma pneumoniae infection.

DISCUSSION

From data above, 80.2% of community acquired
pneumonias occur in children less than 5 years old,
and 19.8% above 5 years old. This finding comparable
with the other studies and what mention in pediatrics
textbooks.'*?

The prevalence of community acquired pneumonia in
urban patients 56 (67.4%) was more than rural area 27
(32.6%) patients this might be explained on the base of
crowding and possible droplet spread, beside education
levels so seek for medical consultation early and easy
access to health services.

We found that mycoplasma pneumoniae responsible
for 14.45% of community acquired pneumonia in all
ages. This finding comparable with other studies and
what mention in textbooks.*?

We use commercially available enzyme
immunoassays (EIAs) which has been evaluated and
shown to be highly sensitive and specific for rapid
diagnosis of mycoplasma pneumoniae by identification
of specific IgM (it is important diagnostic tool in rapid
diagnosis of mycoplasma pneumoniae, [gM antibodies
serological test shows diagnostic reliability equal to
culture of nasopharyngeal aspirate and detection of
mycoplasma pneumoniaec DNA by PCR).”!314  The
serum samples collected in acute phase only. We don’t
confirm our finding by more sophisticated methods
as PCR (polymerase chain reaction) or culture of
nasopharyngeal smear which are not available.

In review the literatures about effect of gender and
ages on distribution of infection, regarding the sex the
prevalence of mycoplasma pneumoniae is independent
on sex,'*" but in our group, the prevalence of
mycoplasma pneumoniae was more common in females
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than males with female to male ratio (1.4:1). This might
be explained on the base of high female group in our
study. For ages, our study shows that mycoplasma
pneumoniae play significant role in community acquired
lower respiratory tract infection in school age children,
but they present in all ages especially after two years
old. This finding agrees with other findings in other part
of the world."#!214

In our group, we found that the residence have no
role in the prevalence of mycoplasma pneumoniae. All
the literatures don’t explain any effect for residence on
distribution of cases.'*!?

For feeding, we found that all patients with
mycoplasma pneumonia were on usual diet, and this
agree with other studies that mycoplasma pneumoniae is
uncommon cause of pneumonia in children younger than
3 years of age, and about the onset of the diseases,
it usually insidious. This finding comparable with
the other studies and textbooks.>7’%!® Regarding
respiratory manifestation, auscultation, radiological,
and hematological findings, we found in this study
that neither clinical findings nor laboratory parameters
distinguish mycoplasma pneumoniae infection in
children with lower respiratory tract infection.*®%’
But its responsibility for infection must be evoked
whenever antibiotic treatment has been prescribed for
suspected bacterial origin without clinical improvement,
particularly after 48 hours of treatment and especially
in school children and older and when rapid diagnostic
tests are not available. This finding comparable with the
other studies, but some studies mention that mycoplasma
pneumoniae infection is characterized by prominent
cough and prominent symptoms than physical findings
which usually appear later.>>*!3 For other respiratory
and extra respiratory manifestation, our study shows
that there were other respiratory manifestations in
significant portion of children with mycoplasma
pneumoniae infection, while for extra respiratory
manifestation, in our group, we got some patients with
mycoplasma pneumoniae infection had extra respiratory
manifestation. This finding comparable with other
studies on the other part of the world.'*!” In our group,
we didn’t express co-infection of both mycoplasma
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pneumoniae and chlamydia pneumoniae (we expose the
same group for studying of chlamydia pneumoniae),
while other studies heighlight the mixed infection in
acquired lower respiratory tract infection.>!®

Though many parameters tested in this study
were statistically not significant, this doesn’t nullify
the importance of the results; such non significant
results stress the  importance of performing
studies on large scales. Since studies with a limited
numbers of persons enrolled may not be able to
produce statistically significant results even with
moderately strong or increased association.'®

CONCLUSIONS

Mycoplasma pneumoniae play a significant role in
community acquired pneumonia especially in children
> 5 years old, and its prevalence doesn't affected by
gender and residence but significantly affected by age.
There is no clinical, X-ray findings nor laboratory
parameters  distinguish mycoplasma pneumoniae
infection in children with lower respiratory tract
infection. Rapid diagnostic procedures such as IgM
specific antibody demonstration or use of sensitive
and specific polymerase chain reaction should be more
widely used to determine the infected etiology early
in the course and thereby affecting empiric antibiotic
regimens and prevent complicated course.
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ABSTRACT

Objective: To identify the causative agents of otitis
media of children aged up to 15 years, and determine
the proper antibiotics and compare them with those
empirically prescribed by Yemeni pediatricians.

Methods: A total of 429 bacteriology results of
middle ear swabs, agent microorganisms, and their
susceptibility to antibiotics of children aged up to
15 years old with otitis media resistant to prescribed
antibiotics were collected from three main microbiology
lab in Sana’a city during the period from June 2006 till
June 2007. Fifty pediatricians were asked to list their
5 antibiotics of choice in treatment of otitis media to
compare empirical prescription with microbiology
results.

Results: A total of 429 children were enrolled in this
study, 145 (33.8% ) of them aged 2 year or less, 101
between 3-5 years (23.5%), while 183 aged 6 years old
and above (42.7%,). Males were 266 (62.0%) while 163
(38.0%) were females. The most common pathogens
were Staphylococcus aureus (41.7%), Pseudomonas
spp  (11.2%) and
Hemophilus influenza (7.7%). Concerning antibiotics,
pathogens were more sensitive to ceftriaxone (77.7%)
followed by cefotaxime (72.0%), cefuroxime (69.1%),
amoxil\clavulanic (57.3%). Most common empirically
prescribed antibiotics were amoxil/clavulanic (92%,).

aeruginosa (17.7%), Proteus

Practicing pediatricians used to prescribe amoxil/
clavulanic first and a considerable proportion are
prescribing amoxil which is not effective.

Conclusions: Staphylococcus aureus, Pseudomonas
aeruginosa and Proteus spp. are the most common
pathogens associated with otitis media in Yemeni
children. Otitis media pathogens are sensitive to

ceftriaxone,  cefotaxime  and  amoxil/clavulanic
respectively.
INTRODUCTION

Acute otitis media (AOM) is defined as an
inflammatory process of the middle ear associated with
an effusion." AOM is one of the commonest childhood
illnesses. Middle ear infections may be frequent, painful,
associated with perforation of the tympanic membrane
and can progress to chronic suppurative otitis media.’
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Peak prevalence of OM occurs in children aged
6-18 months.>* The first peak of this disease appears
between 6-18 month of life and the second between 4-7
year of age. Significantly increased risk for AOM was
associated with male gender.> In many recent studies,
prevalence in males and females are equal.*

AOM is the most common indication for antibiotic
therapy in infants and children, and almost all children
will have one episode by 7 years of age.

Amoxicillin is still the first drug of choice*®”8 with
85-94% effective. For many years, trimethoprim-
sulfamethoxazole has been recommended as an
alternative antimicrobial agent for the treatment of
children with otitis media (OM).’

The management of AOM is complicated by the
emergence of resistance to beta-lactam and other
antibiotics among common pathogens,'® and because of
the increasing number of resistant middle ear pathogens
reported from different centers worldwide, an active
surveillance of the microbiology and susceptibility
pattern of middle ear pathogens is required for proper
antimicrobial recommendations among different regions
of the world."

The aim of the study is to identify the main causative
organisms of otitis media and their sensitivity to
antibiotics. In addition to comparing empirically
prescribed antibiotics with microbiology results.

METHODS

To fulfill the objectives of the study, 429 bacteriologic
results of middle ear swabs, agent microorganisms, and
their susceptibility to antibiotics of children aged up to
15 years old with OM were collected from three main
microbiology labs in Sana’a city during the period from
June 2006 till June 2007. A case was defined as having
otitis media when middle ear fluid was seen and redness
or inflammation of the ear drum present. Otoscopy
and tympanometry were used to reveal bulging and
impaired mobility of tympanic membrane. Patients were
referred to the microbiology lab to elucidate the type of
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causing organisms and their sensitivity to antibiotics.
Collection and examination of ear discharge in these
three labs were carried out according to the protocol of
Medical Laboratory Manual for Tropical Countries."
The specimens were collected in the labs by the
participating lab scientist. The discharge was collected
in a sterile leak-proof container. Chocolate agar was
used to inoculate the specimen at 35-37C° for up to 48
hours then a smear of specimen was microscopically
examined.

Fifty pediatricians were asked to list their 5 antibiotics
of choice in treatment of OM to find out the antibiotics
empirically prescribed and to be compared with the
proper antibiotics yield by our study. Data was analyzed
using SPSS and calculator.

RESULTS

A total of 429 children were enrolled in this study.
Around 30% of children aged 2 years or below (see
Figure 1). Two hundred sixty six (62.0%) of studied
children were males while 163 (38.0%) were females.
Regarding the causative agents, Staphylococcus aureus
was found in 179 (41.7%) of the examined specimens,
Pseudomonas aeruginosa in 76 (17.7%), Proteus spp
was found in 48 (11.2%) and Hemophilus influenzae
was found in 33 (7.7%). The remaining pathogens were
26 (6.1%) Escherichia coli, 23 (5.4%) Streptococcus
pneumoniae, 15 (3.5%) was Group A beta-hemolytic
Streptococcus, 12 (2.8%) was Klebsiella species and
other pathogens comprised 17 cases (4.0%) (Table 2).

Patient characteristic No. %
2 years or less 145 33.8
Age 3-5 years 101 235
> 6 above 183 42.7
Male 266 62.0
Sex
Female 163 38.0

Table 1. Frequency of age and sex of children
presented with acute otitis media.

Concerning antibiotics, pathogens were  more

sensitive to cefrtiaxone(77.7%) followed by cefotaxime
(72.0%), cefuroxime (69.1%), amoxicillin\clavulanic
(57.3%), erythromycin (55.3%), trimethoprim/sulpha.
(41.8%), amoxicillin (25.2%) and ampicillin (24.9%)
(Table 3). Most common empirically prescribed
antibiotics were amoxicillin/clavulanic (92%). The
prescribed antibiotics were; amoxicillin/clavulinic
(92%), followed by amoxicillin (74%), then ceftriaxone
(48%). Table 3 showed that the most effective antibiotic
(ceftriaxone 72%) was only prescribed empirically
by 48% of practitioners. In addition cefotaxime is
prescribed empirically by only 18% of practitioners,
while 72% of the organisms were sensitive to this drug.
In contrary, the less effective antibiotic (amxicillin
25.2%) was empirically prescribed by 74% of the
interviewed practitioners.

Species No. %
Staphylococcus aureus 179 41.7
Pseudomonas spp. 76 17.7
Proteus spp. 48 11.2
Hemophilus infleunzae 33 7.7
E. coli 26 6.1
Streptococcus pneumoniae 23 5.4
B-Hemolytic Streptococcus 15 3.5
Klebsiella 12 2.8
Others 17 4.0
Total 429 100.0

Table 2. Isolated pathogens from children
with acute otitis media.
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Figure 1. Age distibution of children with otitis media.
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L . . Empirically prescribed
Antibiotics Sensitive & moderate (%) | Sensitive (%) L
by pediatrician (%)
Ceftriaxone (n=112) 92.9 77.7 48.0
Amoxil (n=107) 86.0 25.2 74.0
Amoxil\clavulanic (n=323) 85.1 57.3 92.0
Erythromycin (n=206) 77.2 55.3 24.0
Cefuroxime (n=42) 76.2 69.1 30.0
Cefotaxime (n=25) 76.0 72.0 18.0
Trimethoprim\sulpha (n=292) 85.0 41.8 38.0
Ampicillin 89.2 24.9 16.0
Cefixim - - 16.0
Zinnat - - 14.0
Table 3. Sensitivity of pathogens isolated from children with otitis media
to antibiotics as compared to empirically prescription.
DISCUSSION Republic, Hungary, Romania, Slovakia, United State,

Age distribution in our study revealed that the highest
incidence of AOM is around 2 years of age which is
nearly the same as mentioned in another study.' Male
gender is affected by OM more than female which
agrees with that reviewed by Teele DW et al.® As regard
to pathogens causing OM, Staphylococcus aureus is
found to be the most common cause (41.7%). It was the
second common cause in studies done in Turkey and
Russia (18.0% and 6.9%).!"12 Pseudomonas aeruginosa
is the second pathogen in our study (17.7%) while was
the most common pathogen in Turkey (23.0%)."> We
found that Proteus spp. is the third pathogen causing OM
(11.2%) which agree with that mentioned by Gul et al in
Turkey.'? Our study found that Hemophilus influenzae
represent only (7.7%) of the total causes of OM,
whereas it was the second and frequent cause in other
studies done in Uzbekistan, Brazil, Poland, Bulgaria,
the Czech Republic, Hungary, Romania, Slovakia,
Australia, and the United States”!®!%!> but agreed with
another study done in Russia (4.1%).'° Escherichia coli
correspond to only (6.1%) of pathogens yielded in our
study. In another study it was found to be a major cause
in younger age.* Streptococcus pneumoniae correspond
to only 5.4% of pathogens, whereas it is the first cause
of OM in studies done in Poland, Bulgaria, the Czech
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Russia and Australia.*'®!*!* In our study, Group A
beta-hemolytic Streptococcus symbolizes 3.5% of the
causative agent of OM which agrees with the finding of
the Poland study (2-3%).° Klebsiella species represent
2.8% of OM causing pathogens, whereas it is a major

cause in younger ages.*

In our study, AOM pathogens were found to be
less sensitive to amoxil and ampicillin. The highest
sensitivity was found to be against Ceftriaxone and
cefotaxime. Moreover pediatricians reported that they
choose amoxil as one of their drugs of choice to treat
AOM was represented 74.0%. Our findings revealed
that amoxil should not be prescribed anymore.

Most of (92%) of practicing pediatricians prescribed
amoxil/clavulanic for OM, while our findings revealed
that its sensitivity is low (25.2%). This implies that the
findings we presented should disseminated to practicing
pediatricians. However, our sample did not take into
consideration the probability of sending patients with
resistant pathogens to the labs while sensitive pathogens
to empirical antibiotics were sensitively treated. This
possibility needs another study which includes all AOM
patients to be tested for microbiology investigations.
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CONCLUSIONS

To conclude, Staphylococcus aureus, Pseudomonas

aeruginosa and Proteus spp. are the most common
pathogens associated with OM in Yemeni children. OM
pathogens are sensitive to ceftriaxone, cefotaxime and
amoxil/clavulanic respectively. Practicing pediatricians
used to prescribe amoxil/clavulanic first and a
considerable proportion are prescribing amoxil which
is not effective.

haN
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ABSTRACT

Objective: Description of the availability and
operation of infrastructure, workforce, equipment, and
supplies at the primary health care level of the health
system in Iraq, and suggesting a renovative plan for
Iraqi health system reform.

Methods: A cross-sectional national survey conducted
during the period from February 2004 to September
2005 that evaluates 30 primary health centers from 8
governorates. Thirty primary health care centers were
selected from 8 provinces by an adjusted sampling
Eleven objective convenience criteria were selected

for evaluating buildings structure and infrastructure;
signs and label guides, state, look, and healthiness of
the health care building, presence of a garden, waiting
place convenience, adequate furniture, presence of
AC generator, air-conditioners, examining rooms’
suitability, and overall convenience of the building.
Results: Health centers’ buildings are unsuitable; a
prediction model of six variables is built for buildings’
suitability, using logistic regression. The average
catchments population is high (60977). There is one
doctor for each 10.429 citizens. Professional workforce
means are: 7.6 doctors, 6.6 dentists, and 0.8 pharmacists

*Riyadh K Lafta, MD, PhD, Professor, From Community Medical Department, College of Medicine, Mustansiriya University, Iraq.
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in each primary health care center. Health centers’
paramedics are deficient with poor skill-mix, especially
for medical assistants, nurses, sanitarians, and dental
hygienists.

Conclusions: The infrastructure of the health centers
in terms of buildings and furniture is poor, so as the
manpower skill-mix especially for nurses and medical
assistants. The mean catchments population is high
while there is an under-doctoring and mal-distribution
of medical personnel. Health information records
system is primitive.

INTRODUCTION

Primary health care is a sub-system of the national
health system; its evaluation may reveal the function
state and condition of the system as a whole, and
addresses the civilization state of the country as well.!

While the four essential inputs (health personnel,
working space, basic equipment, and drugs with other
supplies), which determine the availability of essential
health care are generally in place, people in Iraq do not
receive health care with reasonable quality.? Health
systems operate in a complex and dynamic environment,
necessitating contingency planning to account for
variable turbulence, rapid development of technology,
and demands of more involved community. 3

Prior to the Iran-Iraq war of 1980-1988 and the
subsequent years of conflict and decade of sanctions,
Iraq had a high standards of health care relative to the
rest of the Arab region. Health care was free, centrally-
administered through the Ministry of Health with
modern hospitals and an adequate number of well-
trained medical personnel. The deterioration of the
health care services began in 1980 and continued to
decline.

In general, the public health system extends from
the capital city and other major cities of Iraq till the
grass root level. Primary health care is in general
provided everywhere. Secondary care is provided at
governorate and district levels. Tertiary care mainly
exists in the capital and major cities in some regions.
There is now 1780 Primary health care centers (PHCCs)
distributed allover Iraq. Several studies for evaluating
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and assessing aspects of health system were done in
Iraq before 2003.*7 These studies were mostly confined
to a single region or governorate, or concerned with a
specific health service.

METHODS

This cross-sectional survey was designed to evaluate
the structure and process of primary health centers’
services. It was done nationwide, using an observation
checklist filled by the researcher. Data collection lasted
from April through November 2004. The scene of the
study was in 30 primary health care centers (HCs) in 8
provinces (Duhok, Nienava, Salahdin, Baghdad, Babil,
Muthana, Theqar and Basra). They were selected by an
adjusted sampling (random and non-random judgmental)
to accommodate for the wide variability in Iraqi regions
and include provinces from different regions.

An evaluation checklist containing selected structure
(facilities and manpower) and process variables for
each HC was designed. Eleven objective convenience
criteria were selected for evaluating buildings and
infrastructure: signs and label guides, state, look, and
healthiness of the HC building, presence of a garden,
waiting place convenience, adequate furniture, presence
of AC generator, air-conditioners, examining rooms,
suitability, and overall convenience of the HC building.

Waiting places were considered unsuitable when they
are narrow, dark, not acrated, not air conditioned, and/or
unequipped with sufficient number of seats compared to
the daily rate of clients. In order to study the application
of the eleven criteria (stated above) in predicting
building suitability, a statistical factor analysis model
was constructed using binary logistic regression (SPSS
2002). This model generates a prediction score for each
independent variable, and estimates its significance. The
dependent variable used in the model was the overall
suitability of HC building.

Scoring criteria for evaluation depended on the
percentage number of satisfying check marks M for
each variable in the 30 HCs studied; score of 90% or
above indicates good standard score, 70-90% indicates
adequate score and less than 70% indicates poor
score.® Workforce (number, gender, skill categories,
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qualifications and availability) was also studied.

Equipment and medical instruments: Checklist
included inquiry variables for selected equipment and
instruments as stethoscopes, sphygmomanometers,
adult and child balance, thermometer, nebulizer, sonic-
aid, refrigerators, ECG, X-ray machine, sonar, computer,
and ambulance (or any other vehicle). A satisfying
check mark M was given if the equipment was present,
sufficient or operational, and a dissatisfying check mark
in absence, insufficiency or non-operational status.

Lab investigation facilities: The investigation
facilities in the HC’s lab were evaluated using the
ability for doing some essential lab tests, as indicators.
The assumption is that if a test is carried out in the
HC lab, then the lab reagents, solutions, and facilities
are available and sufficient. Tests checked were:
hemoglobin, blood grouping and Rh, blood sugar, ESR,
WBC count, VDRL, general urine and stool exam, urine
for albumin, pregnancy test, malaria film, and seawater
media for cholera.

Medicines and supplies: Gloves, disposable tongue
depressors, syringes, lancets, cotton, gauze, antiseptics,
registration cards, stationary, and health education
posters.

Vaccination and Anti Natal Care (ANC): Checklists
for available vaccines during the week of the survey
time including: BCG, DPT, OPV, measles, HBV, MMR,
and TT. In addition, the HC officer and vaccination
unit personnel were inquired about the vaccine storage
condition. Vaccination and ANC activities are not
carried out daily, having at least two free days.

Descriptive and analytic statistics were carried out
utilizing the “SPSS for windows” software (SPSS
2002). Numerical data results were often rounded to
the nearest integer, unless the presence of decimals
offers an additional meaningful result. Accepted
probability cutoffs for significance were set to be <5%
to >1% denoting significant, and <1% denoting highly
significant statistical test results.

RESULTS

The 30 HCs include variable catchments population
residential styles. The rural HCs comprise 23% of the

total sample, the remaining 77% are in urban places.
Most of the HCs (87%) are located on paved roads.
Public transport is used in 30% of HCs, while clients’
access via private transport (taxi) is 40% and on-foot is
30%.

Sixty percent of HCs’ buildings are unsuitable, the
reasonsareshowninFigure 1.Only40% ofHCs’buildings
are overall suitable (according to judgmental criteria),
giving a poor evaluation score. Air-conditioners and AC
generators are available and functional in 77% and 80%
of HCs respectively. Buildings are in an acceptable state
in 70% HCs, and healthy (wide, sunny, and aerated) in
79% HCs checked. Those indicators scored adequate
(70-90%). The remaining seven indicators are all poor
(scoring <70%). Six variables achieved significantly
high prediction scores using logistic regression,
enabling them to be used as predictors for building
suitability: waiting place convenience, building look, AC
generators, building state, healthiness of the building,
and presence of a garden. The remaining five variables
are excluded from the prediction model because of
having low and insignificant prediction scores, (Table
1). The mean catchments population is 60.977 citizens
with high variability (SD 39.220).

Predictors Predictibon df | p-value
score

Waiting place 15.6 1 | 0.000(HS)*
Building look 11.8 1 | 0.001(HS)
AC generator 5.0 1 | 0.025(S)
Building state 4.5 1 | 0.034(S)
Healthy building 4.5 1 | 0.034(S)
Implanted garden 4.4 1 | 0.035(S)
Air-conditioners 2.5 1 0.113
Examining rooms 1.4 1 0.232
Furniture 1.0 1 0.317
Drinking fountain 0.2 1 0.654
Landmark signsand labels 0.02 1 0.879
Overall statistics? 22.9 11| 0.018(S)

®Scores for predictor variables are build by logistic regresion model.
¢(HS) means highly significant.
IR square 0.74 Model Chi-square 40.38, df 11 p-value <0.0005 (HS).

Table 1. Predictor variables for overall HCs building
convenience.
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The average number of examining rooms is 3.3 rooms/
HC, giving a mean of 21.239 citizens of catchments per
room. In 50% of HCs, there are no bed sheets on couches
(examining tables), while in 60% of HCs, there are bed
screens (isolation curtains) in most of examining rooms.
The health providers are two main categories: Medical
staff (professional manpower): doctors, dentists, and
pharmacists and paramedics (assistant, auxiliary,
ancillary, or allied health staff); medical assistant,
nurse, lab technician, assistant pharmacist, sanitarian,
dental hygienist, health educator, optometrist, assistant
nutritionist, radiographer, rehabilitator and medical
technician. Mean number of professional staff was 15/
HC, mainly doctors (7.6) and dentists (6.6).

Mean number of non-specialist doctors is 6.3, while
that for specialists is 0.9. Mean numbers of male and
female doctors were similar (3.8 for each) with almost
similar variability. The median number of male and
female doctors is equal, but the female distribution is
skewed to the left. The mean doctor/room ratio is 2.4:1.
The population ratios for medical staff in HCs are one
doctor for each 10.429 citizens, dentist for each 16.950
citizens, medical assistant for each 16.006 citizens,
and one (male or female) nurse for each 8.942 citizens
(Table 2). The mean doctor/staff ratio is 1:6.9. For every
doctor there is an average of one medical assistant, and
2.2 nurses. Dentist/doctor ratio is 0.8:1. Regarding
dental hygienists; for each 10 dentists there exists only
one (Table 3). Nurses (mean 8.6), medical assistants
(mean 5), lab technicians (mean 4.8), and assistant
pharmacists (mean 2.5) have more or less equal grand
total proportions of about 15% each. Sanitarians (mean
1) constitute 9.6%, where as optometrists, health
educators, and dental hygienists are less than 7% each.

Population/workforce ratio Mean SD

Population/doctors 10429 9898.7
Population/dentists 16950 15573.4
Population/medical assistants 16006 13069.6
Population/nurses 8942 7737.6

HCs with zero denominator are excluded
Table 2. Population/workforce ratios in HCs.
The checklist for equipment and medical instruments

shows that only the adult and child balances are good
(scoring >90%).
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Stethoscopes, sphygmomanometers, and cold chain
are adequate (scoring 70-90%). Thermometers, sonic-
aid, and auroscope are poor (scoring <70%). Ten HCs
(33%) have computers with accessories like printers and
scanners. ECG and X-ray machines are present in 17%
and 13% of HCs respectively. There are no vehicles
whatsoever, and no ambulance in all HCs surveyed

(Table 4).

Para-medics (substaff) Min | Max | Mean | SD
Sub-staff (all categories) 7 60 25.7 | 11.8
Nurse 3 25 8.6 5.3
Medical assistant 0 20 5.0 4.0
Lab technician 0 17 4.8 34
Assistant pharmacist 0 6 2.5 1.5
Sanitarian 0 4 1.0 1.1
Optometrist 0 3 0.8 1.1
Dental hygienist 0 5 0.7 1.2
Health educator 0 3 0.7 1.0
Statistical assistant 0 4 0.6 1.0
Radiographer 0 4 0.4 1.0
Rehabilitor 0 1 0.1 0.3
Assistant nutritionist 0 1 0.1 0.3

Table 3. Mean number of paramedics in HCs studied.

Available item No. of HCs (%) Evaluation
Adult balance 29 (97) Good
Child balance 29 (97) Good
Stethoscopes 26 (87) Adequate
Cold chain 24 (80) Adequate
Sphygmomanometer 23 (77) Adequate
Nebulizer 22 (73) Adequate
Thermometers 20 (67) Poor
Sonicaid 15 (50) Poor
Auroscope 11 (37) Poor
Computer 10 (33) Poor
ECG machine 5(17) Poor
X-ray machine 4 (13) Poor
Sonar 1(3) Poor
Ambulance 0 Poor
Any other vehicle 0 Poor

Table 4. Equipment and instruments availability.
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Table 5 shows that most of the general tests are good
(scored >90%) such as General Urine Exam (GUE),
General Stool Exam (GSE), Hemoglobin (Hb), WBC,
malaria film, and seawater sampling. Most deficient
items are: strips for blood sugar, strips for albumin in
urine, pregnancy test kit, VDRL kit, drapkin solution for
Hb, slides, cover slits, capillary tubes. The deficiency
level of those items is not estimated. Medical supplies
scoring reveals that only disposable examining gloves,
antiseptics and disinfectants, are good (scoring >90%).
Disposable wooden tongue depressors, and lancet
pricking needles are adequate (scoring 70-90%). Other
medical supplies are poor (disposable syringes, cotton,
gauze) scoring less than 70%.

Available item No.g;;-le Evaluation
Malaria film 29 (97) Good
Seawater media 29 (97) Good
General urine exam 28 (93) Good
General stool exam 28 (93) Good
Erythrocyte sedimentation rate 28 (93) Good
White blood corpuscles 27 (90) Good
Hemoglobin testing 27 (90) Good
Blood group and RH 22 (73) Adequate
Urine albumin 22 (73) Adequate
Water chlorine test 20 (67) Poor
Pregnancy test 17 (57) Poor
Blood sugar testing 12 (40) Poor
VDRL testing 7 (23) Poor

Table 5. Lab facilities availability.

Regarding drugs and medicines supply; indirect
evaluation reveals that 63% of HCs use a daily drug
ration system (daily restrictions). OPV, Hepatitis B,
measles, MMR, TT vaccines score well. BCG and DPT
get adequate scores. The cold chain was threatened in
20% of the HCs with evidences of spoiled vaccines.

Evaluation of process: Sixty-four percent of
doctors in each HC are available during working
hours. Focusing on the patient-doctor encounter (core
process of the HC service); seventy-seven percent of
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health providers questioned, view the main problem
to be patient’s overload. Additional reasons include
doctor insufficiency (20%), administrative duties for
HC officer doctor (20%), and loading doctor with other
responsibilities like health programs and statistical
compilation (17% of providers questioned).

An approximate convenient indicator used to reflect
manpower activity in HCs especially doctors, is the
average daily tickets cut. An average of 123 tickets is
cut every day in the HCs studied (an average monthly
load of 3.069 tickets). Those tickets mostly represent
patients consulting doctors and dentists. Referring the
patients’ load to the number of doctors and dentists in
each HC gives an average daily patient load of 15.2
patients for each professional health provider (doctor
or dentist). Analyzing the relation between catchments
population and average daily tickets reveals a highly
significant positive linear correlation (correlation
coefficient 0.59, p-value is 0.001). When plotting both
variables (catchments population being the independent
variable) on a scatter diagram (Figure 2) the linear ellipse
is obvious. It appears that one HC (Sader 6) records
inaccurate data for tickets (clearly seen as an outlier in
the scatter). This HC is excluded from the analysis.

The regression coefficient was 72.3, the prediction
equation will be: y=72.3+0.001x

Where x is the catchments population value and y is
the daily number of tickets.

Vaccination activities show an average of 34 children
vaccinated daily in a health center. This means that a HC
on average had the capacity to vaccinate 8.840 children
per year. Assuming the target to be 16.4% of catchments
population 6; the overall coverage will be 88.4% for
under-five children. Similarly speaking for antenatal
care visits; each HC on an average can handle 16 ANC
visits daily, or 4.160 visits per year. As the estimated
pregnant target is 2.436 (four percent of catchments
population); this means that each targeted woman has
the opportunity of 1.7 ANC visits only.
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Figure 1. Suitabilty of the building.

DISCUSSION

Iraqis have witnessed a depletion of social capital,
which led to social deprivation in most sectors of
society.’ Iraq is currently suffering from a double burden
disease. While the magnitude of non-communicable
diseases continues to increase, the incidence of common
communicable diseases has also increased during the
last 14 years. Health outcomes in Iraq have generally
become among the poorest in the region, and well
below the levels found in comparable income countries.
As a result, the health sector witnessed progressive
deterioration, and health indicators fell to levels
comparable to some of the least developed countries,
this was exacerbated by major wars and disastrous
economic sanctions, resulting in serious gaps in the
provision of health services.? All these factors led to the
poor health services that were figured out in the current
study.

In spite of paved roads to reach most of HCs studied,
less than third HCs are accessed easily utilizing public
transport, the remaining reached on-foot, which means
that the people are living nearby; a previous study in
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Figure 2. Daily tickets versus catchments population
Correlation coefficient .596 p=.001 (HS)

Iraq showed that two thirds of HCs were usually reached
that way.’

Deterioration in Iraq economy due to the successive
wars and sanctions, had decreased the share of public
spending on health from 3.7% GDP in 1990 to 0.8%
GDP in 1997.2 This was reflected by failure to build
new health facilities. Sixty percent of HCs’ buildings
were unsuitable. This was also found in a Rapid
Assessment Survey (RAS) on 737 HCs, stating that
most buildings are in dire need for rehabilitation or for
expansion.? Logistic regression analysis shows that the
most powerful predictor variables for HCs’ building
suitability are: waiting place convenience, building
look, building state, and presence of a garden.

The worst structure variable in HC’s building was
the furniture condition, and the waiting place. One
of the problems facing service delivery is the regular
daily interruption of electricity power during most of
the day,>* this may lead to cold chain destruction, and
spoiling the vaccine stock in addition to other drugs.
Waiting place, on the other hand was inconvenient in
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two thirds of HCs, being narrow, dark, not aerated and
with insufficient waiting seats. The average available
seats number in each HC is 30. Those seats are for an
average daily number of 123 patients, in addition to
34 children for vaccination, and 16 pregnant women
for ANC. These seats are practically not sufficient as
about half the clients attend the centers at the first hour
of work to have more chance to get medicines (due to
the shortage of medicine), and usually with one or two
companions.

A mean of 3.3 rooms found wouldn’t suffice the
catchments population. Low room number would surely
increase waiting time, lead to a shorter provider-client
contact, and threaten privacy. In addition, doctor officers
manage the majority of HCs studied (87%). The manager
usually occupies an examining room for managerial
duties inducing more examining rooms’ shortage. The
consequences of rooms’ shortage are: several doctors
sitting in one room (estimated mean of 2.4 doctors),
examining several patients at the same time. The mean
catchments population for each HC (60.977) is high,
as there are about 16 HCs for every million citizens.
As Iraqi households’ average 6-7'°, or 7-8 persons,!'!
then every HC will be responsible for 8711 families
on average. Al-Deen, in her study found nearly similar
catchments size of 48.857 in Baghdad HCs, which is
about 20 HCs per million citizens.” Those results differ
from MOH estimates of 40 HCs per million, depending
on lower average catchments of 25.000 for each HC.?
Comparable figures (HCs per million) in some nearby
countries are: Qatar 330, SA 112, Oman 80, UAE 38,
Bahrain 34 and Kuwait 30.!>!3

The mean number of doctors is highly variable. This
variability agrees with what was found in THSS survey
where some governorates (Najaf, Maysan, Wasit, Anbar,
Babil, and Erbil) are understaffed with primary health
care physicians, while other governorates (Kirkuk,
Suleimaniya, Duhok, and Salahdin) are overstaffed.’
What really matters is the real number of doctors in
action. This depends greatly on prompt job description,
and the co-operation and efficiency of ancillary sub-
staff.

Means and medians of female doctors are similar to
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corresponding estimates in males. This result, although
better than many countries in the region, doesn’t mean
that the number of female doctors is sufficient for the
needs. The doctor population ratio in primary health
services found in this study is (1/10.429). This sounds
good knowing that some countries have no physicians
at HCs." In UAE, the doctor population ratio in HCs is
1/10.000," which is similar to that in Iraq. So we have
an apparent good number of doctors, but practically
there is rather a mal-distribution. The study shows clear
deficiencies in medical assistants (one for each doctor),
and nurses (2.2 for each doctor) ratios. Surprisingly
enough, the nurse/doctor ratio in Iraq was found to
be higher than UAE primary health care system of
1.3 nurse/doctor, with 85% of them being females 16
reflecting the high efficiency of paramedics in UAE,
and lack of paramedics job description in Iraq. Nurse to
population ratio is (11/10.000), nurse to physician ratio
is 1/1 against an east Mediterranean regions’ average of
(2-30/1).

This inappropriate skill-mix will overload doctors,
especially when the paramedics are less efficient
(which is the case in Iraq), as they will have no
enough paramedics to delegate medical tasks. Another
deficiency in paramedics is the sanitarians and dental
hygienists. There is no reliable post description for
health personnel.> Job description is very ambiguous
for paramedics. In some HCs, medical assistants are
working as ticket clerks. Health educators are working
in curative dental services, or in the HC pharmacy, this
may lead to low morale, and less job satisfaction. The
linear correlation of daily tickets with size of catchments
population reflects a relative stability in the daily
outpatient load which is found to be about 15 patients/
professional health provider, or a monthly load of 5033
outpatients per 100.000 catchments population. This
is not a high figure if divided on 5-6 morning working
hours.

Medical instruments are rather adequate, apart
from thermometers and auroscopes. ECG and X-ray
machines are present although not within the standards
of the HCs. The centers lack any vehicle for transport,
fieldwork, and health service delivery. Drugs and
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supplies are delivered to the HC, using hired vehicles
or trucks. Community health services and activities
are done on foot or using personal/hired transport.
Ambulances, on the other hand are not present in all
HCs. The total ambulances available in Iraq (excluding
Kurdistan) were 17710.

Most health sectors and one third of HCs are equipped
with computers but they are not used so far for health
data storage.

Two thirds of HCs are using a rationing drug system
because the monthly share can not otherwise cover one
or two weeks. As 33% of HCs were regularly supplied
with medicines, the supply was insufficient in 44%
of HCs. Deficient items seen in the present study are
mostly pediatric antibiotic and other syrups, reflecting
either real shortage, or over consumption due to client-
oriented medical mal-practice, lacking evidence-based
rules. Clients’ drug consumption varies in between
countries. In UAE, an estimated two prescriptions are
dispensed/person/year. '

Iraqi clients have a tendency to relate health to drug
consumption® with an altered expectation for antibiotic
prescriptions, especially for sick children. This problem
was created through decades of mal-practice in private
sector clinics. In addition, as HC drug prescriptions are
subsidized to a fixed low fee, irrespective to number of
items given, clients may come to HCs for “shopping

medicines”, to keep a stock at home for future need, or
even to sell those subsidized drugs at the road side.

Rationing of drugs was a useful policy adopted during
the sanction where drug items were divided into equal
daily shares. The main disadvantage with this system is
that daily shares would finish in the first 1-2 hours of the
workday, leaving the rest of the day with no drugs. Drug
rationing creates problems of clients’ dissatisfaction,
poor doctor-patient relations, and emergence of drug
resistance due to an under or inadequate treatment.

Although an Iraqi Interim government assumed full
sovereignty, reform can not be initiated without security
being restored and guaranteed. The health system has
become increasingly politicized, centrally controlled
and poorly suited to respond to changing population
needs. MOH ambition is to improve the quality,
distribution of pharmaceuticals, medical supplies,
and equipment via transparent tendering, and quality
monitoring.? Health care is a basic social right. Health
system equity can carry a symbolic weight that can
help build national solidarity, as well as reduce internal
conflicts and divisions. It should be geared towards
abolishing avoidable and unfair health disparities.'® The
benefit of equity as a basic objective is the transparency

it brings to resource allocation.’ System reform should
be based on a strategic plan. The tendency to model a
reconstructed health system on inappropriate templates
should be avoided.'

Perspectives for Iraqi health system reform

2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | 2015
B B : : | | 5 5 5
Phase |
Phase Il
Phase Il 3 >
Strate Capacity building Family health Social insurance
Yy & health database Care system system
Family Dr
Infrastructure Regionalization
Drug program Referral system Health finance system
Reform Workforce skills Vertical programs Payment policies
areas Information system Decentralization Private sector
Medical schools Delegation Health insurance
EBM Accountability
Quality assurance

Figure 3. Suggested plan timetable for health system reform.

58



Journal of the Arab Board of Health Specializations Vol.10, No 3, 2009

To sum up from the present research results, a three-
phased strategic plan is suggested using a bottom-top
planning:

Phase I:. capacity building, initiations of modern
health information system.

Phase II: application of family health care system
with two-way referral system.

Phase III: health financing reform, with free market
private sector, and adoption of social/mixed insurance
schemes (Figure 3).

CONCLUSIONS

It can be concluded from this study that the
infrastructure of the Iraqi health centers in terms of
buildings and furniture is poor, so as the manpower
skill-mix especially for nurses and medical assistants.
The mean catchments population is high while there
is an under-doctoring and mal-distribution of medical
personnel. Health information records system is
primitive.
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ABSTRACT

Objective: Determination of prevalence and risk factors of obesity and overweight in comparison of a private and
public schools children including life style, and some nutrition habits.

Methods: Prospective study in two schools: private and public school, in the same geographical region in Damascus
city, during the primary level.

Results: Total number is 298 children, (141 males and 157 females), the overweight prevalence (including obesity)
is 40% in the private school, 9.5% in the public school. The obesity is more prevalent in females than males (21.5%
versus 18.5% in the private school, 8.3% versus 1.2% in the public school). The total television watching hours and
the computer games, low physical activity, fast food, and soft drinks are more prevalent, the breakfast taking is lower
in overweight and obesity group in both schools.

Conclusions: Obesity is more prevalent in the private school than the public school, secondary to the economical

Status, the lifestyle and the food habits play an important role in the obesity and overweight development.
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ASSOCIATION BETWEEN PERIODONTITIS AND LIPIDEMIA LEVELS
RELATED TO CARDIOVASCULAR DISEASES

) gnil Ay yall Cilygiaalls Al Jsa geal) el G (380530
Al o)) Aaal) ol iYL dulay) jlady daleidll

Walid Tayeb Altayeb, DDS, MSD, PhD
cedadl oy o

ABSTRACT

Objective: Recent studies have proven that periodontal disease can produce numerous changes in systemic health
changing the blood chemistry with a rise in proteins and lipids in serum. The aim of this study was to evaluate the
association between pathologic levels of lipidemia and periodontitis.

Methods: The levels of plasma lipids (total cholesterol CHOL, triglycerides TG, high density lipoproteins HDL
and low density lipoproteins LDL) in 78 subjects without cardiovascular disease were divided into two groups, with
and without periodontitis (38 with periodontitis and 40 healthy control subjects) were assayed. The subjects were
assessed using the Community Periodontal Index of Treatment Needs (CPITN). The differences in the lipids values
between two groups were examined statistically.

Results: Statistically significant changes in lipids levels were observed in subjects of periodontitis, when compared
to healthy. CHOL, TG, and LDL were significantly higher while HDL were lower in the case group (p=0.05). The
frequencies of persons with pathologic values of lipidemia were significantly higher in cases compared with controls.
Strong correlation was observed between CPITN score 3 or 4 and pathologic levels of lipidemia.

Conclusions: These results showed that pathologic levels of lipidemia may be associated with periodontitis. These
factors explain, at least in part, the probable association between periodontitis and cardiovascular disease. However,
it is unclear whether periodontitis causes an increase in levels of serum lipids or hyperlipidemia is a risk factor for

both periodontitis and cardiovascular disease.
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*Walid Tayeb Altayeb, DDS, MSD, PhD, Almadina Dental Center, P. O. Box 24547, Alsadd, Doha, Qatar. E-mail: waltayeb@hotmail.com.
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Basic methods. 3™ ed. Geneva, 1987)
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MEDICAL CASE

Ocular Myiasis
) Cirdl) gl

A 49-year-old man presented to the emergency room with a 2-day history of decreased vision in his left
eye. He described his vision as “looking through branches in a tree.” His visual acuity was 20/200 in
the left eye, he had 1+ cells in the anterior chamber, and a dilated-fundus examination revealed linear
and arcuate disturbances in the retina, which were most striking in the macula (Panel A). A fly larva was
initially observed in the macula but had migrated out of view before retinal laser photocoagulation could
be performed. After 4 days of treatment with thiabendazole, a repeat dilated-fundus examination revealed
a segmented fly larva in the vitreous (Panel B). The patient elected to undergo vitrectomy. Eight weeks
after the vitrectomy, the lesions in the retina were attenuated and the visual acuity had improved to 20/40.
The patient had no travel history. Adult flies may have deposited either eggs or tiny larvae on the patient’s
hands; the eggs or larvae may then have been transported to the eye, where larvae invaded the tissue to

feed and grow.
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Case Report
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RETROPERITONEAL NECROTIZING FASCIITIS POSTOPERATIVE
TO ANORECTAL ABSCESS DRAINAGE
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ABSTRACT

Necrotizing soft tissue infection is a rare but very
severe type of bacterial infection that can destroy
the muscles, skin, and underlying tissue. Necrotizing
fasciitis is a fatal soft-tissue infection involving the
superficial fascial layers of the extremities, abdomen,
or perineum. It is a surgical emergency related to a high
mortality rate that is more often seen in elderly and
immunocompromised patients. This unique case report
has implications on our pathogenic understanding and
empiric management of necrotizing fasciitis.

INTRODUCTION

Necrotizing fasciitis is a life-threatening infection
that affects fascia and fatty tissue underlying the skin.
The diagnosis is often difficult because subcutaneous

Aallaadl & sadiaddl pulailly (g)aal

changes may not be readily apparent. Toxin-producing
bacteria are usually the cause; with mixed aerobic and
anaerobic polymicrobial infection being responsible
for a significant part of the morbidity and mortality
associated with this infection. The mortality rate
associated with necrotizing fasciitis varies between 30%
and 60%.' Toxic shock-like syndrome and multisystem
organ failure are the usual causes of death.

Early diagnosis and surgery have been associated
with decreased morbidity and mortality, in addition to
appropriate antimicrobial drugs with supportive therapy;
all of which representing the utmost importance.
Intravenous immunoglobulin and hyperbaric oxygen
therapy may be beneficial in treating the infection;
however, these two methods require further studies.
Clinicians need to familiarize themselves with this
disorder and the different treatment modalities to
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be efficient in making the appropriate therapeutic
decision.

This article presents a case report with a briefoverview
of necrotizing fasciitis pathology as well as the current
therapeutic modalities used in the management of the
disease. For this case presentation, the diagnosis was
made and therapy started on the same day of admission
to emergency department of Hamad General Hospital
in Doha, Qatar, and about one day of appearance of the
initial symptoms.

CASE PRESENTATION

A 48 year-old non diabetic male was admitted to the
emergency department of Hamad General Hospital. His
chief complaint on admission was only abdominal pain
of one day duration that increases with coughing and
straining. His recent surgical history was significant for
drainage of anorectal abscess under general anesthesia
performed one week prior to this admission. The patient
history for allergy, alcohol and tobacco was negative.

Clinical examination revealed allover abdominal
tenderness, rigidity and guarding. Laboratory findings
showed leukocytosis (22x103/mm?), hepatitis B surface
and core antigens positive, while chest X-ray examination
showed no air under diaphragm, however urgent CT
scanning of the abdomen and pelvis with and without
contrast media as well as rectal gastrografin discovered
retro, and extraperitoneal air mainly left sided with
inflammatory reaction around the descending colon
and paracolic region, hence a diagnosis of necrotizing
fasciitis was made.

After a proper urgent management including
intravenous broad-spectrum antibiotics (tazocin plus
clindamycin), the patient was sent immediately to the
operative theater where a radical debridement achieved
through two large lumbar incisions (each of them is
above one iliac crest) extended retroperitoneally, all
necrotic fascia and nonviable tissues were excised until
no longer can be separated from deep fascia planes,
irrigation continued, haemostasis secured, at last two
drains were inserted deeply; one inside each lumbar
incision, extended down and brought out through a third
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incision in the perineal region, wounds were dressed,
the patient monitored in the intensive care unit until
both drains were removed. The post operative period
was very smooth and uneventful.

Histopathological examination reported fibro-adipose
tissue in addition to skeletal muscular tissue with
focally dense acute neutrophilic inflammatory necrosis
and vascular lesions diagnostic of necrotizing fasciitis.
Specimen of debrided tissue showed profuse polymorph
nuclear cells with heavy growth of Bacteroides
distasonis and Enterococcus faecalis, (mixed aerobic
and anaerobic polymicrobial infection.)

DISCUSSION

Necrotizing fasciitis is an acute, life-threatening
infection of the fascia and soft tissue underlying the
skin. The microbiological incubation period varies from
1-4 days depending on the bacteria involved. Group A
beta-hemolytic Streptococcus pyogenes accounts for the
significant morbidity and mortality associated with the
infection, although it can be caused by a combination of
virulent aerobic and anaerobic organisms.'?

Type I necrotizing fasciitis is classified as the entity
in which at least one group of Streptococci (other than
group A) plus anaerobic species and/or facultative
anaerobes and/or member of the Enterobacteriaceae
are isolated.

Type II necrotizing fasciitis caused by group A
Streptococci; either alone or in combination with other
organisms.>*

Necrotizing fasciitis caused by marine vibrios
accounts for a third type and is usually caused by a
puncture wound from a fish cut or other portal or vector
of entry exposed to seawater.*

Other risk factors that may contribute to the
development, progression and severity of this infection
include diabetes and peripheral vascular disease, IV drug
abuse, alcoholism, cirrhosis and immunocompromised
patients.! Occasionally Necrotizing fasciitis may
develop from idiopathic causes.’
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It is believed that surgical procedures may become
the inciting injury that disrupts skin integrity leading to
invasive infection and subsequent toxic shock syndrome.
The abdominal wall, extremities and perineum appear
to be most commonly affected, although necrotizing
fasciitis can occur in any region of the body.’

Clinically, its presentation is crucial in diagnosis and
treatment in addition to play a major role in the clinical
outcome of the patient. The disease is usually manifested
as swollen, paiful, erythematous, maroon or violaceous
bullae-forming and/or gangrenous cellulitis requiring
debritment.> Other findings may include leukocytosis,
thrombocytopenia and elevated CPK.°

Painisusually associated with the initial manifestation
of the infection, but rapid destruction of nerve endings
and thrombosis of small vessels lead to anesthesia or
hyperesthesia of the area and sloughing of the skin.’

As the organism(s) and toxins are released into the
blood stream, it will result in bactremia, sepsis and toxic
shock-like syndrome followed by multiorgan failure.'

The diagnosis of Necrotizing fasciitis is made based
on the presenting symptoms, signs, gram stain and
culture positive for the organisms as well as radiographs
of soft tissue, computed tomography (CT) scan,
ultrasonography and/or magnetic resonance (MRI).">*
However, appropriate treatment should not be delayed
by these procedures. The prognosis is directly related
to the rapid diagnosis of the patients. Mchenry and his
colleagues reported mortality rates as high as 76% with
an overall average of 29%.” The major factor of poor
prognosis is in the delay of recognition and treatment.

Recommended therapy for Necrotizing fasciitis
includes early surgery plus antimicrobial and supportive
modalities. The use of hyperbaric oxygen (HBO) and
high doses of intravenous immunoglobulin can also
be included in selected cases. Surgery proves to be
the cornerstone of therapy in necrotizing fasciitis and
usually includes fasciotomy to remove superficial
and deep fascia with subcutaneous fat; drainage of all
involved fascial plains, debridment of the diseased area
within 24 hours of initial surgery may be necessary.'®
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An antibiotic therapy is of utmost importance, until
bacteriological data are available; some experts prefer
empiric antimicrobial combination of penicillin or
cephalosporin or aminoglycoside and antianaerobic
drug (metronidazole or clindamycin).” Another option
for empiric therapy is the use of a single broad-spectrum
antimicrobial agent such as ampicillin-sulbactam,
ticarcillin-clavulanate,  piperacillin-tazobactam  or
imipenem-cilastatin.!'

High dose of benzyl penicillin (2.4 g/q 4hr.) endorsed
by the public health laboratory service of London
UK (PHLS) remains the drug of choice to invasive
streptococcal necrotizing fasciitis.!” The PHLS also
recommends clindamycin (0.6 to 1.2 g/q 6hr.) in addition
to benzyl penicillin in severe streptococcal infection.

Once bacteriological data become available, the
therapy should be tailored according to the susceptibility
report to target the specific organisms involved.
Surprisingly; a decreased antibiotic effectiveness may
appear, undoubtedly related to the decreased drug
penetration to the site of infection caused by thrombosis
of superficial vessels, tissue-necrosis and the poor blood
supply that occur in necrotizing fasciitis. Ischemia and
tissue hypoxia may also decrease the killing action of
leukocytes, resulting in progression of the infection.’!?

This observation prompted the proponents of
hyperbaric oxygen therapy (HBO) to believe that
patients with Necrotizing fasciitis may benefit from
the use of HBO therapy, as adjunct to surgery and
antibiotic therapy.® Hyperbaric oxygen therapy is
advocated by the Undersea and Hyperbaric Medical
Society for patients with necrotizing fasciitis as one
of the 12 reimbursable indications for the use of HBO.
This type of therapy may be beneficial in reducing the
morbidity and mortality rate by increasing the killing
ability of leukocytes, reducing tissue edema, stimulating
fibroblast growth and increasing collagen formation.!!
These effects, due to the high pressure of oxygen in the
tissues, are believed to protect against ischemia and
infections, improve blood supply to the site of infection,
and enhance antibiotic effectiveness by facilitating their
transport into the bacterial cell walls.!? The resulting
effect includes promotion and improvement of the
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healing process, however, the timing of initiation of
HBO therapy remains controversial, and some experts
believe that the HBO therapy can only be beneficial
if started within 24 hours of the disease diagnosis and
that beneficial effects are indirectly proportional to the
extent of tissues involved.'!?

After reviewing some studies, the use of HBO
continues to be controversial in treating Necrotizing
fasciitis, the results of a retrospective research achieved
by Riseman and colleagues analyzed the mortality
rate in 17 patients who received HBO and 12 patients
who did not receive HBO therapy; the reported rates
were 23% versus 66%, respectively (p<0.025)." In
another retrospective review analyzing the efficacy of
HBO, Brown et al evaluated 30 patients who received
HBO versus 24 patients who did not receive HBO,
the clinical outcome mortality rates were 30% versus
42%, respectively; but no statistical significance
occurred between the two groups.'® Therefore it remains
questionable whether all patients will benefit from
HBO therapy; however when indicated it should be
considered as adjunct treatment and should be started
within 24 hours of diagnosing the disease.

The use of high-dose IV immunoglobulin G has
been advocated as part of initial therapy of Necrotizing
fasciitis, and preliminary data suggest a potential benefit
of therapy. Its use involves inhibiting T-cell activation,
reversing T-cell proliferation, neutralizing superantigens,
and down-regulating TNF production which have been
associated with the development of infections and
toxic shock syndrome."” However, beneficial effects of
IVIG in the prognosis of necrotizing fasciitis have been
questioned because IVIG is associated with activation
of the complement and kinin systems, which can trigger
toxic shock syndrome and further organ failure."

Concurrent administration of a corticosteroid such as
methylprednisolone in an adult dose ranging from 10 to
250 mg IV or IM up to 6 times daily also recommended
to allow degredation of immune complexes and
consequently reduce the risk of immunological
reactions. '

Inaddition, supportive therapy (whichusually includes
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nutritional support, aggressive fluid resuscitation,
sedation and pain control, frequent wound inspections
and dressing), early recognition and treatment of
nosocomial infections with appropriate therapy and
other intensive care interventions is of major importance
in these patients as in any critical-ill patients.

CONCLUSIONS

Necrotizing fasciitis, though uncommon, can be
life-threatening. Because of the high mortality rate
associated with delay in diagnosis and initiation of
therapy, the diagnosis and surgery should be prompt. The
combination of intravenous high dose of penicillin plus
clindamycin appears to be the most effective antibiotic
therapy. Administration of IVIG and HBO therapy,
though controversial, may have some additional benefits
in the patient clinical outcome. Supportive treatment is
also of major importance in these patients.

REFERENCES

1. Steven DL, Tanner MH, Whinship J, et al. Severe group
A streptococcal infection associated with a toxic shock-
like syndrome and scarlet fever toxin A. N Engl J Med
1989;321:1-7.

2. Steven DL. Invasive group A streptococcus infections.
Clin Infect Dis 1992;14:2-11.

3. Brook I, Frazier EH. Clinical and microbiological
features of N. fasciitis. J Clin Microbiol 1995;33:2382-
87.

4. Howard RJ, Pessa ME, Brennaman BH, et al. Necrotizing
soft tissue infections caused by marine vibrios. Surgery
1985;98:126-30.

5. Ward RG, Walsh MS. N. fasciitis: 10 years experience in
a district general hospital. Br Surg 1991,78:488.

6. Garder MA. Group B streptococcal necrotizing fasciitis
and streptococcal toxic shock-like syndrome in adults.
Arch Inter Med 1996,158:1704-8.

7. McHenry CR, Piotrowski JJ, Petrinic D,
Determinants of mortality for necrotizing soft tissue
infections. Ann Surg 1995;221(5):558-65.

8. Burge TS, Watson JD. Necrotizing fasciitis (editorial),
BMJ 1994,;308:1453-5.

9. Green DJ, Dafoe DC, Faffin TA. N. fasciitis. Chest 1996;
110:219-29.

et al



Journal of the Arab Board of Health Specializations Vol.10, No 3, 2009

10.

11.

12.

13.

Public Health Laboratory Service of London UK
(PHLS). Invasive group A streptococcal infections in
Gloucestershire. Comm Dise Rep CDR Wkly 1994,
4(21):97.

Kindwall EP. Hyperbaric oxygen. BMJ 1993,307:505-
16.

Shupak A, Shoshani O, Goldenberg I, et al. N. fasciitis:
an indication for hyperbaric oxygenation therapy?
Surgery 1995;118(5):873-8.

Riseman JA, Zamboni WA, Curtis A, et al. Hyperbaric
oxygen therapy for necrotizing fasciitis reduces mortality

82

14.

15.

16.

and the need for debridments. Surgery 1990,108(5):847-
50.

Brown DR, Davis NL, Lepawsky M, et al. A multicenter
review of treatment of major truncal necrotizing infections
with and without hyperbaric oxygen therapy. Am J Surg
1994;167:485-9.

Barry W, Hudgins L, Donta ST, et al. Intravenous
immunoglobulin treatment for toxic shock syndrome.
JAMA 1992;267(24);3315-6.

Yong JM. N. fasciitis (letter). Lancet 1994,;343:1427.



Journal of the Arab Board of Health Specializations Vol.10, No 3, 2009

Case Report

ok Ul 8

CONGENITAL LUMBAR HERNIA: REPORT OF THREE CASES
E Y I T P P KA | Sl ki (58

Mohammed Kamil, MD; Nian Noori Ameen, MD

ol $299 Ol 23 aee JolS o0

Al (adls

Vs ilagdi e Aslfe gl 32je AllaS L clldy clall o V1 Al edY) Pl ale el syl Al AN il ) i

dpnyal) dadll abeiol gl s GVl M Baagl Lol ElA bl $ cplae Jubl 3 Al (mpe il 8 S g Al

@l pasdl dpal SpEl 13 Sy VW s3  adel aball sl ae Al JS 8 Aalgdl dagydilly dyppadl aladl
CAl) k) gl el Al g AT A Clasdi dsay A 3 gAY Bac L) e Laiug

ABSTRACT

Congenital Lumbar Hernia (CLH) is a rare condition
that usually present in the first six months of infant life,
either isolated, or associated with other congenital
malformations. In this paper, we are reporting the
conditions of three infants presented with CLH since
birth. The case histories had been presented, the
important clinical and anatomical aspects, along with
the current surgical management of this malformation,
had been discussed. The paper concluded the importance
of a proper physical examination and supplementary
investigations to exclude associated congenital
anomalies in these cases.

INTRODUCTION

Excluding the incisional variety, Primary Lumbar
Hernia (LH) is an uncommon anomaly with fewer
than 350 cases having been reported in the English

literature.! Tt can be acquired, or congenital; only 10%
of all LHs reported are congenital.!

CLH usually presents since birth either isolated or,
less commonly, in association with other congenital
malformations.? CLH occurs through one of two areas
of potential weakness in the posterior abdominal wall;
the Superior Lumbar Triangle (SLT) of “Grynfeltt”
or the Inferior Lumbar Triangle (ILT) of “Petit”.’
Consequently; a superior LH may be called Grynfeltt
Hernia (GH) and an inferior LH may be called Petit
Hernia (PH).?

In the present paper; we are reporting three cases
of CLH, all are of the PH variety, two are primary in
a 2-month-old male and 5-month-old female infants
respectively, and the third was recurrent in a 1-year-old
female infant. The case history and management shall
be presented, the important clinical and anatomical
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aspects with general outlines of surgical treatment, shall
be discussed.

CASE PRESENTATION

The first case was a 2-month-old male infant who
presented on the 25th of May 2007 with a swelling in
the right flank that had been noticed by the parents since
birth. There was no urinary or bowel complaints.

On examination; there was a moderate size swelling
in the right iliolumbar region which was non-tender,
reducible and increase in size on crying (Photo 1). On
auscultation; bowel sounds were positive. On general
examination; bilateral undescended testis was detected,
otherwise, there were no other abnormalities. X-rays of
the chest and lumbosacral spine were normal. Ultrasound
(US) of the abdomen revealed no visceral abnormality
and confirmed the hernia of the PH type.

‘;i

Photo 1. (Case 1) 2-month-old male infant
with right sided PH.

Primary repair of the hernial defect performed
through a right lumbar incision. The infant discharged
two days later and followed up for six months with no
clinical evidence of recurrence.

The second case was a 5-month-old female infant
who presented on the 15th of Septemper 2007 with the
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same clinical picture of a right lumbar swelling but there
were no associated congenital anomalies on general
examination (Photo 2).

Photo 2. (Case 2) 5-month-old female infant
with right sided PH.

X-ray and US findings were identical to those in
the first case. Again; the infant was operated upon and
primary repair was possible. The infant was examined
on March 2008 with no clinical evidence of recurrence
and with a reliably good health.

The third case was l-year-old female infant who
presented on the 6th of June 2008 with a large swelling
in the right flank. Her parents admitted that the swelling
appeared while she was two months old and operated
upon while she was 5-month-old but the swelling
reappeared two months later. On examination; the
swelling was non-tender, reducible, increases in size
on crying and coughing and a transverse lumbar scar
of the previous operation could be seen. On general
examination; there was a moderate left scoliosis at
the dorsolumbar level with moderate degree Pectus
Excavatum (Photo 3, A and B). X-rays of the chest and
lumbar spine demonstrated the deformity (Photo 4, A
and B).

US of the abdomen detected no associated visceral
anomalies and identified that the swelling is of the
PH variety. The diagnosis of recurrent PH, associated
with LCV Syndrome, was clear. On exploration; the
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Photo 3: (Case3). A: Right recurrent PH with left scoliosis. B: Pectus Excavatum.

Photo 4: (Case3). A: AP view chest and abdomen. B: Lateral view.

hernia was confirmed of the PH type with a big defect
that needed a Mesh Hernioplasty repair. The patient
discharged 3 days later and examined after one month
with no evidence of recurrence.

DISCUSSION

CLH is rare; there has been around 40 cases being
reported in the English literature, less than half of them
are associated with other congenital anomalies.*
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Majority of the cases are being diagnosed in the first 6
months of life and typically they present with abnormal
protrusions in the lumbar region.’

The classical clinical picture is a unilateral flank mass
that usually presents since birth and usually carries the
features of a reducible hernia; an increase in size on
crying with easy manual, and some times spontaneous,
reduction.® Most of CLH reported are of the GH variety
and occur unilaterally although bilateral CLH had also
been reported.>”’
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The content of the hernial sac is usually small bowel,
less commonly the colon, and unlike the acquired or
adult variety of LH; herniation of the retroperitoneal
fat, kidney and spleen are very rare events.®’ In contrast
with the acquired variety; obstruction, incarceration
and strangulation of a CLH are rare events, although
it had been reported when a CLH happen to occur in
juxtaposition to an associated anomaly resulting in
incarceration and delayed diagnosis.*!

Many congenital anomalies had been known to
associate CLH; associated caudal regression anomalies,
diaphragmatic  hernia, cloacal exostrophy and
lipomeningocele are observed in less than two third of
the cases and are consistent with LCV Syndrome.'"?
Unusual association with Hydrometrocolpos, anorectal
malformations, undescended testis, uretero pelvic
junction obstruction, sciatic hernia, Carpus Equino Varus
and bilateral renal agenesis, had also been reported.!*!’

The diagnosis of CLH is usually clinical in most of
the cases. Complementary studies are needed to confirm
the diagnosis and to reveal the absence or presence of
associated anomalies, of which, the LCV syndrome is
the most frequent. Screening for the presence or absence
of LCV syndrome is an essential part of the work up of
any CLH."™

Chest X-ray and X-rays ofthe dorsal, lumbar and sacral
spine are necessary. US of the abdomen is important to
determine the possible clinical anatomy of the defect
and to exclude associated visceral abnormalities.'®
Unlike the acquired type of LH; CT scan, MRI and
barium studies are not usually indicated except when
clinical diagnosis is difficult or when incarceration or
obstruction is suspected.”

Reviewing the surgical anatomy of CLH, there are
two possible sites of herniation; the SLT of “Grynfeltt”
or the ILT of “Petit”.?” The anatomical boundaries of the
SLTinclude the 12thrib above, the Sacrospinatus Muscle
medially and the posterior border of the Internal Oblique
Muscle laterally. The boundaries of the ILT include the
crest of the ilium below, the External Oblique Muscle
laterally and the Latissimus Dorsi Muscle medially.?
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Morphologically; the SLT is deeper than the ILT.
Consequently; GH is more difficult to diagnose
clinically, especially when it is small and US or MRI
may be needed to confirm the defect in the posterior
abdominal wall under the 12th rib.*!

Rarely; a CLH may not appear within the classical
anatomical boundaries and present in a diffuse form
which include a more extensive deficiency of the entire
lateral abdominal wall extending to the rectus sheath
and inguinal ligament.”?> Some anatomical studies
based on CT examination has lead to the suggestion
that the hernia may cross the lumbar wall through a
musculoaponeurotic tunnel, whose deep and superficial
openings are the SLT and ILT respectively.?

Recent studies on cadavers revealed that the anatomy
of the SLT and ILT is variable, and on the basis of the
surface area, either of which had been classified into
small (50%), intermediate (25%) and large (10%).
Absence of either SLT or ILT was found in around 15%
(“No Triangle” group) of cadavers where the triangle is
obliterated by the overlapping of the muscles.?** It had
been suggested that such data may help in predicting
which morphometric variation of the triangle most
predispose patients to posterior wall herniation.??*

CLH must be treated surgically as soon as the
diagnosis is made, and immediate operation after
correction of any life threatening conditions, is always
indicated.” The anterior approach through a lumbar
incision is appropriate and the type of repair depends
on the size of the defect.?® With a small and moderate
size defects, repair with local tissue is preferable and
both simple tension-free approximation of the muscle,
or the use of muscular flaps, is applicable. For larger
defects or for recurrent large hernia, it is preferable to
use prosthetic materials like Prolein Mesh.?

Recently; laparoscopic techniques have been
reported successful in repairing CLH using a variety
of synthetic mesh. Both the Trans peritoneal and the
Extra peritoneal approaches have been successful.”-? It
provides excellent operative view, is safe, feasible and
minimally invasive.?
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CONCLUSIONS

CLH is rare, the diagnosis is usually clinical. Because

of'the high frequency of associated congenital anomalies,
a proper physical examination, supplemented by plain
X-ray and US study, is important in every case. The
treatment is surgical repair as soon as possible.
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Review Article

SECOND GENERATION ENDOMETRIAL ABLATION:
SURGICAL TREATMENT OF CHOICE FOR MENORRHAGIA
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ABSTRACT

Menorrhagia is a very common problem affecting over
20% of women in the reproductive age group. Until 30
years ago hysterectomy was the only surgical treatment
available. Although it is 100% effective, it is associated
with surgical complications and is more costly both
financially and recovery time. The first generation
endometrial ablation technique was introduces in
the early 1980 as alternative to hysterectomy in
suitable cases. This was followed few years later with
second generation ablation techniques. These second
generation devices avoid the need for hysteroscopic
surgery, therefore are quick, easy to perform and can
be carried out in out patient setting. Their safety and
efficacy is primarily dependent on the devices rather
than the operator.
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INTRODUCTION

Menorrhagia is one of the most common menstrual
disorders. In many cases it is often serious and
embarrassing with significant impact on medical, social,
economic and psychological well-being of the woman
and a major burden on the society.'-

Traditionally the first line treatment is medical,
involving various preparations such as combined
oral contraceptive pills, progestogens, prostaglandin
synthetase inhibitors, anti-fibrinolytic agents, danazol
and gonadotrophin releasing hormone analogues
(GnRHa). It is estimated that prescriptions for these
drugs cost the National Health Service in the UK millions
of pounds every year. At best they can reduce menstrual
blood loss by 50% and are often associated with side

*Victor Olagundoye, MRCOG, Consultant in Obstetrics & Gynaecology, Sandwell & West Birmingham Hospitals, Birmingham, England, UK.
*Imad Husni Abukhalil, MB, BCH, MD, FRCOG, Consultant in Obstetrics & Gynaecology, Lead Clinician in Gynaecology, Sandwell & West Birmingham

Hospitals, Birmingham, England, UK. E-mail: ihabukhalil@hotmail.com.



Journal of the Arab Board of Health Specializations Vol.10, No 3, 2009

effects.” Moreover, symptoms often return once therapy
is stopped leading to referral for surgical consideration.
According to Sculpher et al* such referral account for
12% of all gynaecological referral in the UK.

Until 1980, hysterectomy was the only surgical
treatment when medical therapy failed. According
to the RCOG study (RCOG, 1996) 42% of the over
60000 hysterectomies performed annually in UK are
for dysfunctional uterine bleeding 50% of which are
histologically normal.’ Although hysterectomy is 100%
curative with high degrees of satisfaction, it is a major
operation with significant physical and emotional
complications along with social and economic costs.

The idea of less invasive surgery such as endometrial
destruction is not new. For over a century, various
chemicals have been introduced into the uterus in a
attempt at destroying the endometrium. It was not until
1981 that the first successful hysteroscopic endometrial
ablation for menorrhagia using laser photo-vaporisation
(first generation endometrial ablation technique)
was reported by Goldrath.® Rapid advances led to the
first electrosurgical endometrial resection (TCRE) by
DeCheney and Polan in 19837 followed by development
of Roller ball endometrial ablation in 1988. Various
randomised controlled trial have demonstrated the
advantages of endometrial ablation over abdominal
hysterectomy both in terms of fewer complications,
shorter hospital stay, faster return to normal activities
and significant cost saving.”8

However the initial enthusiasm associated with these
first generation hysteroscopic ablative procedures has
not translated into wide spread uptake mainly because of
the skill and advanced hysteroscopic training required to
master the techniques. In addition, general anaesthesia is
often required and the procedures often last between 30
to 45 minutes. Also unique but serious intra-operative
complications such as haemorrhage, uterine perforation,
thermal injury to pelvic structures, haematometra,
intra-operative fluid overload from distension media
and even death may occur. In a series of 525 patients
O’Connor and Magos’® reported operative complication
rate of 6% for patients undergoing their first procedure
and 15% for repeat procedures while in the Mistletoe
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study involving 10686 women Overton et al'® reported
a complication rate of 4.4%.

In order to improve safety and simplify endometrial
ablation much effort has been spent to find an ideal
endometrial ablation technique. This should be effective,
safe, easy to learn, quick to perform, require minimal
analgesia, suitable for outpatient use, applicable to a
wide population and be cost effective.

The second generation endometrial ablation
techniques were developed with these criteria’s in mind.
These techniques produce endometrial ablation by using
various forms of energy to destroy the endometrium and
rarely require hysteroscopic monitoring. They include:

- Fluid balloon - ThermaChoice, Cavaterm, Menotreat.
- Microwave - MEA.

- Cryotherapy — Cryogen, Soprano, HerOption.

- Hydrothermal ablation — hydroThermAblation.

- Radiofrequency — Vesta, NovaSure.

- Interstitial laser — ELITT.

ThermaChoice and Microwave endometrial ablation
(MEA) are the most frequently used second generation
endometrial ablation techniques in UK clinical
practise.

PATIENTS SELECTION

Patients should be adequately counselled before
treatment. The aim of treatment, which is to achieve
eumenorrhoea or hypomenorrhoea rather than
amenorrhoea, should be clear to patient.

Patients should have completed their family or
using permanent contraception as future pregnancy
is contraindicated. Those that are not on reliable
contraception should be advised sterilisation at the time
of ablation.

Malignancy must have been excluded with negative
cervical smear and endometrial biopsy within the last
12 months. The uterus should be anatomically normal
although small fibroids and polyps and uterine cavity
length of up to 14.5 cm are not contraindicated with
MEA.
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PRE-OPERATIVE PREPARATION

Treatment is more likely to be successful when
performed in the immediate post menstrual phase or
following pre-treatment with endometrial thinning
agents such as GnRHa, Danazol, oral contraceptive
pills or progestogens.

When local analgesia is used pre-operative analgesia
such as diclofenac sodium should be given one hour
prior to operation.

1- THERMACHOICE
THERAPY:

UTERINE BALLOON

This was the first balloon ablation technique to be
developed and it is very popular in the UK. It was
developed by Neuwirth in 1994." The system consists
of a single use plastic catheter, 16 cm long and 4.5 mm
in diameter connected at the distal end to a balloon.
Within the balloon is a propeller that ensures the water
temperature within the balloon is uniformly constant.
A cable and power cable connect the catheter to a
reusable controller. The balloon is first checked for any
leakage with 5-10 ml of 5% Dextrose water before it is
inserted into the uterus. The balloon is next filled with
5% Dextrose water until uterine pressure stabilise at
160-180 mmHg. After activating the heating element
treatment cycle starts at 87°C and last 8§ minutes. At
the end of procedure the balloon is emptied, catheter
removed and checked for leakage.

Fig. 1 ThermaChoice system.
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Clinical Evidence

Various studies have evaluated the safety, efficacy
and satisfaction rate of the Thermal Balloon Therapy.
The first multicentre randomised controlled study
comparing the efficacy and safety of Thermal Balloon
Therapy (ThermaChoice) with Rollerball ablation
involved 255 women. The operative complication in the
Rollerball group was 3.2% compared with none in the
Thermal Balloon group. At one year, the satisfaction and
success rates among the two groups were very high with
a significant number of women reporting eumenorrhoea
or hypomenorrhoea. By two years the success rate and
satisfaction rate in both groups were consistently high
and similar. However, 11 patients in the Rollerball
group had undergone hysterectomy for menorrhagia
compared with 4 in the Thermal Balloon group. The
success rate and satisfaction rate remained high and
similar at three year with more women in the Rollerball
group undergoing hysterectomy. Amso et al'?> looking
at a cohort of women who underwent Thermal Balloon
Therapy for menorrhagia found that the probably of
avoiding hysterectomy after 4-6 years of treatment was
86% in all women, while the probability of avoiding re-
ablation was 88% in non-hysterectomised women and
the probability of avoiding any surgery was 75%.

Safety

Clinical trials looking at uterine specimen obtained
from 10 women that were treated with thermal balloon
ablation shortly before undergoing hysterectomy
showed a maximum tissue destruction of 10 mm when
heating was carried out for 6-12 minutes at a temperature
of 92°C and 5.07 mm when heating was carried on for
6 minutes. The highest recorded serosa temperature
during the treatment was 37°C.

In another in-vivo and in-vitro study involving 23
women, histopathologic correlation of the uterus showed
the greatest depth of myometrial damage in-vitro was 5.8
mm over the anterior lower uterine segment and in-vivo
3.8 mm in the anterior midline. No uterine perforation
occurred at pressure below 200 mmHg.
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2-MICROWAVEENDOMETRIALABLATION
(MEA)

Microwave endometrial ablation was developed in
1992 at the University of Bath, Microwave Physics
department in conjunction with the Royal United
Hospital department of Gynaecology and Medical
physics. It was introduced in 1996 by MICROSULIS,
Hampshire, UK." The system consists of a microwave
generator or magnetron which supplies microwave
energy to a hand held applicator. The applicator is an
8mm diameter, 15 cm circular pipe with a dielectric
filled waveguide to propagate microwave energy at 9.2
GHz into the uterine cavity. This frequency produces a
maximum tissue necrosis of 5-6 mm dept to completely
destroy the basal layer of the endometrium. The length
of the uterine cavity is measured and the cervix dilated
to Hegar 9. The probe is inserted into the uterine cavity.
Once the treatment cycle begins the temperature at the
tip of the probe is displayed graphically on the system
screen. This allows the treatment temperature to be
monitored to ensure it is within the safe range of 70 -
80°C. The probe is moved from one cornual region to
the other and then from side to side while it is gently
withdrawn. The temperature should always be within
treatment range of 70 - 80°C. If the temperature exceeds
85°C an alarm is activated and the system shut off. The
treatment is stopped once the coloured are at the shaft of
the probe appear. Treatment is usually completed within
three minutes.

Clinical Evidence

Various studies have demonstrated the efficacy and
safety of MEA. The first observational study involving
23 women reported 83% amenorrhoea and eumenorrhoea
at 6 months with 95% of the women reporting
additional benefits of reduction of dysmenorrhoea.
The satisfaction rate after 3 years of follow up was
83.7% (Hodgson et al). More recently Cooper et al
reported a 5 year randomised trial between microwave
endometrial ablation and transcervical resection of the
endometrium involving 239 patients. They reported a
significantly higher satisfaction rate 86% in the MEA
group compare with 74% in the TCRE. They also
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found higher acceptability rate 97% and more women
would recommend it 97% in the MEA group compared
with 91% and 89% in the TCRE group. Bleeding and
pain scores were significantly reduced in both groups
with 65% of the MEA group achieving amenorrhoea
rate compared with 69% in the TCRE group. The
hysterectomy rate after 5 years was 16% in the MEA
group and 25% in the TCRE group.'*"?

Figure 2. Microwave endometrial ablation system.

Safety

Histological examination of uterine specimen from
17 patients treated with MEA immediately prior to
hysterectomy showed a dept of tissue necrosis of
5-6 mm with approximately 1 mm zone of transition
from cell necrosis to cell death, showing that MEA is
very unlikely to cause full thickness necrosis or intra-
abdominal injury from coagulated myometrium.

3- HYDROTHERMAL ABLATION (HTA)

HTA was introduced in 1995 by Baggish'® and is
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used in very few centres in the UK. It is the only second
generation endometrial ablation to employ hysteroscopic
evaluation. It utilises circulating hot saline to produce
ablation of the endometrium. The system consists of an
insulated sheath which is connected to a hysteroscope
to allow visualisation of the uterine cavity before and
after treatment. The sheath is connected to a central
mechanism of irrigating fluid with an automatic control
of heat and pressure that provides the uterine cavity
with a circulating distension fluid.

The cervix is first dilated to 8 mm and the uterine
cavity visualised with the hysteroscope, initially using
cold saline. Tt is then preheated to 90°C and infused
at a pressure below 50 mmHg for 10 minutes under
hysteroscopic visualisation. The low intrauterine
pressure prevent fluid escaping through the fallopian
tube and is achieved by allowing the hanging saline to
be under gravity control alone.

Figure 3. Hydrothermal ablation system.

4- RADIOFREQUENCY

This was first described by Phipps et al in 1990.!" The
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NovaSure radiofrequency technique is the most popular.
Thesystem consistsofabipolarradiofrequency controller
and a disposable device that deliver radiofrequency
energy through a three-dimensional electrode array that
expands into a triangle like shape when deployed in
the uterus. The controller provides suction to draw the
endometrium to the device as well as to remove vapour
created by the device. A treatment cycle is terminated
when impedance at the tissue-electrode surface reaches
50ohms or when the total treatment time reaches two
minutes which ever comes first.

5- CRYOABLATION

Cryo-ablation techniques are not popular in the U.K.
This technique utilises a compressor driven system to
deliver a cryogen (Carbon dioxide, Freon or nitrous
oxide) under pressure at temperature as low as -170°
C through a narrow orifice situated within a probe.
Most probes used for cryoablation are Joule-Thompson
probes and are shaped like Hegar dilator with diameter
ranging from 7-10 mm. During treatment cycle the tip of
the probe is brought into contact with the endometrium.
The thermal freezing of gas at the tip of the probe results
in ice ball formation which destroys the endometrium.!®
Cell injury occurs due to physical disruption to cell
membranes, cell dehydration and ischaemia. All women
treated with cryoablator will experience a watery
discharge for up to 4 weeks.

Figure 4. NovaSure endometrial ablation system.
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6- ENDOMETRIAL LASER INTRAUTERINE
THERMO-THERAPY (ELITT)

This method of ablation is also not popular in UK.
The technique employs a diffused laser light to destroy
the endometrium. The equipment consists of a compact
table top 20W, 830 nm diode laser and a disposable
handset. The idea of the handset was conceived by
onnez of Brussels." It includes three proprietary optical
light diffusers that are designed to transmit laser light
in all directions to destroy the endometrial tissue in the
fundus and cornua away from the cervical opening. The
diffuser can be manipulated individually on each side
by the operator depending on the shape of the uterus.
The 830 nm wavelength of the diode light penetrates
the uterine wall to a precise dept where it is absorbed by
haemoglobin. The absorbed light is then transformed
to heat coagulating the endometrium. The cervix is
first dilated to 7 mm and the light diffuser hand piece
is inserted into the uterus. Once the distal end is at the
fundus, the side diffusers are adjusted to conform to the
shape of the uterine cavity. The laser is activated for a
seven minutes pre-programmed treatment.

Figure 5. Cryo-ablator.
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COMPLICATIONS

The second generation endometrial ablation devices
were developed in order to reduce the intra-operative
complications associated with hysterectomy and first
generation endometrial ablation technique.

Complications associated with second generation
ablation devices are generally minor as all of them
have in built safety mechanism. Complications include
endometritis pelvic inflammatory disease, uterine
perforation, injury to vaginal mucosa, haematometra,
post ablation pelvic pain.

Serious complications that have been reported
include bowel injury with or without uterine perforation
particularly in patient with fibromyalgia or those with
previous classical caesarean section.

Figure 6. ELITT.

CONCLUSIONS

The second generation endometrial ablation
techniques are generally easy to learn and quick to
perform compared to first generation endometrial
ablation techniques with the average treatment time
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between 3-10 minutes. Intraoperative and post operative
complication rates are also very low and the risk of fluid
overload is virtually eliminated.

Various clinical trials have shown that these devices
are as affective as the first generation endometrial
ablation technique with very high satisfaction rate.
They are also cost effective, in many cases treatment
can be carried out in an out patient setting. They do not
require hysteroscopic monitoring with the exception of
hydrothermablation.

Since no endometrial samples are available for
histological examination, it is important that pre-
malignant endometrial disease is excluded before
treatment.
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Public Health
dale doeo

Maternal Obesity and Morbid Obesity: The Risk for Birth Defects in The Offspring
kY oAl Layel) cilagdall gl adg Jalsal) cilgal) ol dudapal) Afadfy Al eV

Blomberg Ml,et al.
Birth Defects Res A Clin Mol Teratol 2009 Aug 26.

Background: The objective of this study was to assess, in a large data set from Swedish Medical Health Registries,
whether maternal obesity and maternal morbid obesity were associated with an increased risk for various structural
birth defects.

Methods: The study population consisted of 1.049.582 infants born in Sweden from January 1, 1995, through
December 31, 2007, with known maternal weight and height data. Women were grouped in six categories of body
mass index (BMI) according to World Health Organization classification. Infants with congenital birth defects were
identified from three sources: the Swedish Medical Birth Registry, the Register of Birth Defects, and the National
Patient Register. Maternal age, parity, smoking, and year of birth were thought to be potential confounders and were
included as covariates in the adjusted odds ratio analyses.

Results: Ten percent of the study population was obese. Morbid obesity (BMI >/= 40) occurred in 0.7%. The
prevalence of congenital malformations was 4.7%, and the prevalence of relatively severe malformations was 3.2%.
Maternal prepregnancy morbid obesity was associated with neural tube defects OR 4.08 (95% CI 1.87-7.75), cardiac
defects OR 1.49 (95% CI 1.24-1.80), and orofacial clefts OR 1.90 (95% CI 1.27-2.86). Maternal obesity (BMI
>/= 30) significantly increased the risk of hydrocephaly, anal atresia, hypospadias, cystic kidney, pes equinovarus,
omphalocele, and diaphragmatic hernia.

Conclusion: The risk for a morbidly obese pregnant woman to have an infant with a congenital birth defect is small,
but for society the association is important in the light of the ongoing obesity epidemic.
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Pediatrics

JUbY! (b

Zinc and Copper Supplementation in Acute Diarrhea in Children
JUkY) die alal) Jleu) eVl b Galadlly il adlal) acall

Patel A, et al.
BMC Med 2009 May 5;7(1):22.

Background: Diarrhea causes an estimated 2.5 million child deaths in developing countries each year, 35% of which
are due to acute diarrhea. Zinc and copper stores in the body are known to be depleted during acute diarrhea. Our
objectives were to evaluate the efficacy of zinc and copper supplementation when given with standard treatment to
children with acute watery or bloody diarrhea.

Methods: We conducted a double-blind randomized controlled clinical trial in the Department of Pediatrics at Indira
Gandhi Government Medical College Nagpur, India. Eight hundred and eight children aged 6 months to 59 months
with acute diarrhea were individually randomized to placebo (Pl), zinc (Zn) only, and zinc and copper (Zn+Cu)
together with standard treatment for acute diarrhea.

Results: The mean duration of diarrhea from enrolment and the mean stool weight during hospital stay were 63.7
hours and 940 grams, respectively, and there were no significant differences in the adjusted means across treatment
groups. Similarly, the adjusted means of the amount of oral rehydration solution or intravenous fluids used, the
proportion of participants with diarrhea more than 7 days from onset, and the severity of diarrhea indicated by more
than three episodes of some dehydration or any episode of severe dehydration after enrolment, did not differ across
the three groups.

Conclusions: The expected beneficial effects of zinc supplementation for acute diarrhea were not observed.
Therapeutic Zn or Zn and Cu supplementation may not have a universal beneficial impact on the duration of acute
diarrhea in children.
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Comparison of Esophageal pH and Multichannel Intraluminal Impedance Testing
in Pediatric Patients With Suspected Gastroesophageal Reflux
gl Badnial) A8 glaal) A85g 5 gpall PH Ay 4\
JULY) sie gl el uldll el B daall) JA

Francavilla R, et al,
J Pediatr Gastroenterol Nutr 2009 Aug 11.

Background: Multichannel intraluminal impedance (MII) is a pH-independent method of assessing gastroesophageal
reflux.

Aim: To evaluate the diagnostic accuracy of MII-pH as compared with conventional pH monitoring in detecting
reflux events (REs) and symptom association in different age groups.

Methods: A prospective direct comparison of 2 diagnostic techniques on 291 consecutive patients referred for
suspected gastroesophageal reflux disease. Sensitivity and diagnostic accuracy of MII-pH versus pH monitoring and
symptom association were measured.

Results: MII-pH detected 13631 REs, 6260 (46%) of which were nonacid. The prevalence of weakly acid refluxes
in the 24 hours and postprandial period as well as the proximal extension of refluxate were significantly greater
in infants as compared with children (P<0.001, P<0.001, and P<0.01, respectively). The diagnostic accuracy of
combined MII-pH in revealing all RE and acid RE were significantly higher in infants as compared with children
(92% vs 82%, P<0.01 and 83% vs 76%, P<0.04, respectively). The addition of MII to conventional pH monitoring
significantly increases the diagnostic yield of symptom association analysis in revealing an association between
atypical symptoms and refluxes irrespective of age, whereas in studying typical symptoms it was true only for
infants.

Conclusions: Addition of MII to conventional pH monitoring significantly increases the diagnostic yield in detecting
REs, prevalently in infants, and in revealing an association between refluxes and symptoms, prevalently respiratory
ones and in infants group.
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Whole Blood Interferon-Gamma Assay
for Tuberculosis in Children in Japan
O & JUkY) die Al plal) el A Jals aall B Lale g e i) Aalia

Higuchi R, et al.
Pediatr Int 2009 Feb;51(1):97-102.

Background: Whole blood interferon-gamma assay QuantiFERON-TB2G (QFT-2G), which is a new specific
method for diagnosing tuberculosis (TB), has been developed and used in the clinical field. The aim of the present
study was to assess the usefulness of QFT-2G as an indicator, both for diagnosing childhood TB and for assessing
therapeutic effectiveness.

Methods: The subjects were 61 children introduced to the TB outpatient department for the first time between June
2004 and March 2006. QFT-2G, the tuberculin test and chest computed tomography (CT) were performed for all
patients.

Results: Ten patients having typical characteristics of primary tuberculosis (PTB) on chest CT, and diagnosed as
having tubercle bacillus infections, all had positive reaction on QFT-2G. Of seven patients who had no abnormalities
on diagnostic imaging but who reacted positively on QFT-2G, one developed TB later, and no TB was detected over
the period of observation in 44 patients with negative QFT-2G at their first consultation. Moreover, four patients
with non-tuberculous acid-fast bacilli in which Mycobacterium avium or Mycobacterium gordonae was detected had
negative reaction on QFT-2G. In addition, all 10 patients with positive reactions on QFT-2G in whom the subsequent
course of the disease was observed had decrease on QFT after treatment.

Conclusions: QFT-2G is a powerful tool with a wide application both in diagnosis and in assessment of treatment
effectiveness in PTB.
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Brain-Type Natriuretic Peptide at Birth Reflects
Foetal Maturation and Antenatal Stress

BN OB La Bl B Cully cpiall il aa 3l tis BNP agpapeall jaall Elaall agiad) Ll

Kanbe T, et al.
Acta Paediatr 2009 Sep;98(9):1421-5.

Aim: Antenatal stress, maturation and other foetal conditions affect the postnatal cardiovascular function. Atrial-
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(ANP) and brain-type natriuretic peptide (BNP) play important roles in regulating extracellular fluid volume and
blood pressure, which may surrogate the foetal cardiovascular condition. The aim of this study was to investigate the
dependence of serum ANP and BNP at birth on antenatal variables in high-risk infants.

Methods: Plasma ANP and BNP levels in the umbilical cord blood were compared with antenatal clinical information
in 280 infants.

Results: High levels of ANP and BNP were associated with multiple pregnancy, antenatal magnesium sulphate and
foetal distress. Caesarean section (CS) was paradoxically associated with low ANP and high BNP; low ANP was
related with CS before labour whereas high BNP was related with CS after the commencement of labour. High BNP
levels further correlated with younger gestational age and intrauteral growth restriction. With regard to short-term
postnatal variables, high BNP levels were associated with low Apgar scores and respiratory failure whereas high ANP
only correlated with the latter.

Conclusions: High natriuretic peptide levels were associated with prematurity at birth, uteral contraction and antenatal
stress: cord blood ANP and BNP may be a useful surrogate marker for hidden antenatal stress.
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Obstetrics And Gynecology
LS byl gl

Interleukin-8 Serum Levels Do not Correlate With Pelvic Pain
in Patients With Ovarian Endometriomas

sl ansll a)gl) Gl die dagal) al¥l Jadiyi ¥ 8-Sl il Adaal) il giaal)

Manero MG, et al.
Fertil Steril 2009 May 5.

Objective: To determine whether interleukin-8 (IL-8) serum levels are correlated with pelvic pain in patients with

ovarian endometriomas.
Design: Prospective study.
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Setting: Tertiary-care university hospital.

Patient(s): Interleukin-8 serum levels were prospectively analyzed in 51 patients (group A, asymptomatic patients
or patients with mild dysmenorrhea; group B, severe dysmenorrhea and/or chronic pelvic pain and/or dyspareunia)
who underwent surgery for cystic ovarian endometriosis to asses whether a correlation exists between 1L-8 serum
levels and pelvic pain.

Intervention(s): Interleukin-8 serum levels determination.

Main Outcome Measure(s): Interleukin-8 serum levels and pelvic pain.

Result(s): From 56 patients, five cases were ultimateley excluded because the histologic diagnosis was not cystic
ovarian endometriosis (2 teratomas and 3 haemorragic cysts). The mean (+/-SD) IL-8 serum levels in group A were
6.41 +/- 12.17 pg/mL and in group B were 6.52 +/- 8.73 pg/mL.

Conclusion(s): Pain symptoms in ovarian endometriosis is not correlated with IL-8 serum levels.
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First Trimester Maternal Serum Placental Protein 13
for The Prediction of Pre-Eclampsia in Women With a Priori High Risk
Jaadl e Jg¥) Gl JYA QY sie 13 andiall opsigpall Alaal) il gioal) aladiin
Allal) 3y gladl) cilgd o ldll die zlagy) 08 L Cigany il B

Khalil A, et al.
Prenat Diagn 2009 May 5.

Objective: To evaluate whether first trimester maternal serum PP13 can predict pre-eclampsia among women with
a priori high risk.

Methods: This was a nested case-control study. Women less than 14 weeks gestation at increased risk of developing
pre-eclampsia were recruited. Venous blood samples were assayed for PP13 using enzyme-linked immunosorbent
assay. PP13 multiples of median (MoM) were calculated and adjusted for body mass index, ethnicity, smoking,
maternal age and parity. For each case of pre-eclampsia (n=42), five controls were randomly selected. PP13 levels
were compared between women who developed pre-eclampsia and controls using the Wilcoxon rank sum test.
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Results: Women who developed pre-eclampsia had significantly lower (P<0.001) PP13 MoMs compared with controls.
PP13 MoMs for controls and pre-eclampsia cases were 1.0 (range 0.0-10.0) and 0.4 (range 0.0-7.0), respectively
(P<0.001). At a MoM cutoff of 0.53, for a false-positive rate of 10%, sensitivity was 50% for pre-eclampsia at term
(>37 weeks), 62% for preterm pre-eclampsia (<37 weeks) and 71% for early-onset pre-eclampsia (<34 weeks).
Conclusion: First trimester PP13 can predict pre-eclampsia in women at increased a priori risk and predicts early-
onset better than late-onset disease.
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Luteal Blood Flow and Luteal Function
Aiigoll) dddaglly el ggadll Lyl

Takasaki A, et al.
J Ovarian Res 2009 Jan 14;2:1.

Background: Blood flow in the corpus luteum (CL) is associated with luteal function. The present study was
undertaken to investigate whether luteal function can be improved by increasing CL blood flow in women with luteal
phase defect (LFD).

Methods: Blood flow impedance in the CL was measured by transvaginal color-pulsed-Doppler-ultrasonography
and was expressed as a resistance index (RI). The patients with both LFD [serum progesterone (P) concentrations <10
ng/ml during mid-luteal phase] and high CL-RI (>/=0.51) were given vitamin-E (600 mg/day, n=18), L-arginine (6
g/day, n=14) as a potential nitric oxide donor, melatonin (3 mg/day, n=13) as an antioxidant, or HCG (2,000 IU/day,
n=10) during the subsequent menstrual cycle.

Results: In the control group (n=11), who received no medication to increase CL blood flow, only one patient (9%)
improved in CL-RI and 2 patients (18%) improved in serum P. Vitamin-E improved CL-RI in 15 patients (83%) and
improved serum P in 12 patients (67%). L-arginine improved CL-RI in all the patients (100%) and improved serum
P in 10 patients (71%). HCG improved CL-RI in all the patients (100%) and improved serum P in 9 patients (90%).
Melatonin had no significant effect.

Conclusion: Vitamin-E or L-arginine treatment improved luteal function by decreasing CL blood flow impedance.
CL blood flow is a critical factor for luteal function.
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Surgery
d>| 0]

Selective Amygdalohippocampectomy:

Surgical Outcome in Children Versus Adults
Ol e AGlally JULY) die Guanlly 3550 AEDY) Jlaiind) Aded da)al) gl

Datta A, et al.
Can J Neurol Sci 2009 Mar;36(2):187-91.

Introduction: The objective of the study was to review our experience with selective amygdalohippocampectomy
(SAH) in children and adults with intractable temporal lobe epilepsy.

Methods: A retrospective case series was used in the setting of a tertiary care hospital which provides epilepsy care
to both children and adults. All patients underwent a selective amygdalohippocampectomy procedure and had at least
one year of follow-up. Adults and children were divided into two groups and the data was compared between children
and adults.

Results: Twenty three patients, 9 children and 14 adults were studied. Age of surgery varied from 6 to 58 years.
Surgical outcome was variable between the two groups. Amongst the children, three patients (33%) were seizure-free
(Engel Class 1), two patients (22%) had rare seizures (Engel Class II), one patient (11%) had a worthwhile decrease in
seizures (Engel class III) and three patients (32%) had refractory seizures that required re-operation with an anterior
temporal lobectomy. This differed from the adults, who all had a good outcome. Ten patients (71%) were seizure-free
(Engel Class I) and the remainder (29%) had rare seizures (Engel Class II).
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Conclusion: Selective amygdalohippocampectomy can lead to excellent seizure surgical outcome in adults with
refractory temporal lobe epilepsy. However, preliminary results show less favorable results in children. The difference
is probably related to the different pathology between the two groups. Anterior temporal lobe resection may prove to
be a more successful operation than SAH in children with intractable temporal lobe epilepsy.
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Lower Urinary Tract Fistula:
The Minimally Invasive Approach
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Dorairajan LN, et al.
Curr Opin Urol 2009 Aug 24.

Purpose of review: A variety of fistulas occur involving the lower urinary tract with adjacent organs namely the
vagina, uterus, rectum and colon. Most of these arise out of surgical complications and contribute significantly
to the morbidity of the procedures. Surgical reconstruction remains the mainstay in the management. This article
reviews the use of minimal-access procedures in reconstruction of lower urinary tract fistulas focusing on the bladder.
Recent findings: Recently, numerous reports of laparoscopic and robot-assisted surgical repair of these fistulas
have shown that these techniques can be used with efficacy and safety with added advantages of short hospital stay,
reduced morbidity associated with surgical incision and lower blood loss. Robot-assisted surgery has the advantage
of facilitating intracorporeal suturing, making laparoscopic reconstruction easier. However, the steep learning curve
and the high cost of robotic surgery are limiting factors.

Summary: Prevention of lower urinary tract fistula requires improvement in the quality and technique of surgery and
minimizing surgical errors. Minimal access procedures offer surgical treatment with low morbidity but with higher
cost. Open surgical repair is being used widely for treating these fistulas at this time, worldwide.
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Myxoid Liposarcoma: A Rare Soft-Tissue Tumor
With A Misleading Benign Appearance
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Loubignac F, et al.
World J Surg Oncol 2009 Apr 22;7:42.

Background: Lipoma is by far the most common of all benign soft-tissue tumors which far outnumber malignant
tumors. Soft-tissue sarcomas are malignant tumors and are usually named for the type of tissue in which they begin.
Liposarcoma (LPS), which arises in the fatty tissue, is rather an uncommon soft-tissue tumor. Multiple histologic
subtypes of liposarcoma are recognized, including myxoid liposarcoma, and correspond to tumors of very different
prognosis. In two-third of the cases, this tumor occurs in the muscle while often demonstrating a misleading benign
appearance as observed in the majority of soft-tissue sarcomas.

Case Presentation: We report the case of a 50-year-old man operated on for a fat tumor of the thigh initially diagnosed
as lipoma but revealing to be a myxoid liposarcoma after histopathological examination. The initial incomplete tumor
excision required the need for a re-excision with adjuvant chemotherapy and complementary radiotherapy.
Conclusions: When any suspicious soft-tissue tumor is diagnosed, the combined information gathered from accurate
preoperative radiographic planning and X-rays or surgical biopsy is of tremendous value for establishing the most
appropriate therapeutic program, highly adapted to the histopathological findings.
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Long-Term Surgical Outcome In Patients With Lung Cancer and Coexisting Severe COPD
Cradall alud) 5550 elal) aa @@liall Al Glap pudape die aaY) Ayl da)ad) gl

Nakajima T, et al.
Thorac Cardiovasc Surg 2009 Sep;57(6):339-42.

Background: The functional criteria for curative surgery for patients with non-small cell lung cancer (NSCLC)
and coexisting chronic obstructive pulmonary disease (COPD) remain controversial. We aimed to clarify long-term
outcomes after resection.

Methods: Between January 1990 and April 2005, 36 consecutive patients with NSCLC and severe COPD underwent
pulmonary resection. All had severe (30-50% pred FEV1) or very severe COPD (30%>pred FEV1) preoperatively.
Survival, short- and long-term complications were analyzed retrospectively. Prognostic factors were also analyzed.
Results: The 5-year survival rate of these patients was significantly worse than that of patients with better pulmonary
function (50%<pred FEV1) ( P<0.0001). Patients with interstitial pneumonia (IP) had a significantly poorer prognosis
(P=0.0099). With regard to long-term complications three months after surgery, 30% of patients reported worsening
of dyspnea, and 20 % experienced pneumonia recurrence. No deaths were related to COPD progression.
Conclusion: Patients with stage IA NSCLC and severe COPD may undergo curative surgical resection; however,
postoperative complications and long-term survival remain unsolved problems. IP is a contraindication for surgery
in patients with severe COPD.
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Dacron vs. PTFE As Bypass Materials in Peripheral Vascular Surgery
Agaall e ) Aaba b desiiual) clflaall b saS Colils o5 Asally 09810

Roll S, et al.
BMC Surg 2008 Dec 19;8:22.

Background: In peripheral vascular bypass surgery different synthetic materials are available for bypass grafting.
It is unclear which of the two commonly used materials, polytetrafluoroethylene (PTFE) or polyester (Dacron(R))
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grafts, is to be preferred. Thus, the aim of this meta-analysis and systematic review was to compare the effectiveness
of these two prosthetic bypass materials (Dacron and PTFE).

Methods: We performed a systematic literature search in MEDLINE, Cochrane-Library - CENTRAL, EMBASE and
other databases for relevant publications in English and German published between 1999 and 2008. Only randomized
controlled trials were considered for inclusion. We assessed the methodological quality by means of standardized
checklists. Primary patency was used as the main endpoint. Random-effect meta-analysis as well as pooling data in
life table format was performed to combine study results.

Results: Nine randomized controlled trials (RCT) were included. Two trials showed statistically significant
differences in primary patency, one favouring Dacron and one favouring PTFE grafts, while 7 trials did not show
statistically significant differences between the two materials. Meta-analysis on the comparison of PTFE vs. Dacron
grafts yielded no differences with regard to primary patency rates (hazard ratio 1.04 (95% confidence interval
[0.85;1.28]), no significant heterogeneity (p=0.32, [12=14%)). Similarly, there were no significant differences with
regard to secondary patency rates.

Conclusions: Systematic evaluation and meta-analysis of randomized controlled trials comparing Dacron and PTFE
as bypass materials for peripheral vascular surgery showed no evidence of an advantage of one synthetic material
over the other.
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Cardiovascular Diseases

L3leg)) 1 e

Combination of Amlodipine and Enalapril in Hypertensive Patients With Coronary Disease
LYY e ) & cild] agagl (3ial) adl) lia £ i) oy dic Enalapril s Amlodipine 3) ¢ duilgal) 48 L)

Rienzo M, et al.
Arq Bras Cardiol 2009 Mar;92(3):173-9,183-9.
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Background: Patients (pts) with stable coronary artery disease (CAD) can benefit from a decrease in the blood
pressure (BP), according to recent studies.

Objective To evaluate the efficacy and tolerability of the fixed combination: amlodipine + enalapril, when compared
to amlodipine in the normalization of the diastolic arterial pressure (DAP) (<85 mmHg), in pts with CAD and
systemic arterial hypertension (SAH).

Methods: Double-blind and randomized study, with two groups of pts with DAP > or =90 and <110 mmHg and
CAD. Patients with left ventricular ejection fraction (LVEF) <40%, symptoms of heart failure or angina class III and
IV, severe diseases and DAP > or =110 mmHg during the four-week wash-out with atenolol treatment alone, were
excluded. After the wash-out, pts were randomly distributed for the use of the combination (A) or amlodipine (B) and
were followed every four weeks up to 98 days. The initial doses (in mg) were, respectively: A- 2.5/10 and B- 2.5; the
doses were increased when DAP > 85mmHg, at the visits. Statistical analysis was carried out with chi2, Fischer and
analysis of variance, for p< 0.05.

Results: Of the 110 selected pts, 72 (A=32, B=40) were randomized. The decreases in DAP and systolic arterial
pressure (SAP) were significant (p< 0.01), but with no difference between the groups in mmHg: SAP, A (127.7 +/-
13.4) and B (125.3 +/- 12.6) (p=0.45) and DAP, A (74.5 +/- 6.7 mmHg) and B (75.5 +/- 6.7 mmHg) (p=0.32). Group
A presented a lower incidence of lower-limb edema: (7.1% vs 30.6%, p=0.02) on the 98th day of follow-up.
Conclusion: The fixed combination of enalapril and amlodipine, as well as isolated amlodipine, was effective in the
normalization of BP in pts with CAD and SAH stages I and II, adding blockage of the renin-angiotensin system.
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Evaluation of Carotid Calcification Detected Using Panoramic Radiography
and Carotid Doppler Sonography in Patients With and Without Coronary Artery Disease
g sSVL bl QL) jusaaly (raligill) ugaail) aladialy Aflad) Cpulpdd) B ciludil) oy
LLISY) e ) (B p1a 352 a5l L

Khosropanah SH, et al.
Br Dent J 2009 Aug 22;207(4):ES8; discussion 162-3.

Objectives: Carotid artery calcification is responsible for an estimated 5% of ischaemic strokes. Carotid doppler
sonography (DS) is a frequently used non-invasive method for assessing carotid artery stenosis and calcification.
This study assessed the utility of panoramic radiography to detect any carotid artery calcification in patients with and
without coronary artery disease, as well as the level of agreement between panoramic radiographs and DS findings.
Methods: Ninety subjects who underwent coronary angiography for any reason in Namazi Hospital, Shiraz University
of Medical Science during an 11 month period received a DS assessment and panoramic radiograph. The radiopacities
adjacent to the cervical vertebrae at or below the intervertebral space between C3-C4 were diagnosed as carotid artery
calcifications. Carotid calcifications were scored as present or absent and pattern of calcification was noted by a
maxillofacial radiologist who was blind to the angiogram and sonogram results. The final sample population was 84
subjects, providing data on 168 carotid arteries.

Results: The panoramic radiograph had a sensitivity of 66.6% and a positive predictive value of 45% for detecting
carotid artery calcifications in patients whose angiograms confirmed the coronary artery disease. It had 50% sensitivity
in patients with normal angiogram. The level of agreement between panoramic radiographs and DS results was
weak.

Conclusion: Because of low sensitivity and positive predictive value, the panoramic radiograph can not be considered
an accurate or reliable method for detecting carotid artery calcification.
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Pulmonary Diseases

& yaall ol

Video-Assisted Thoracoscopy for the Diagnosis
of Diffuse Parenchymal Lung Disease

s crial) B 8ydiiall ) (addi B gl Sasluay jaual) plaT g0

Ishie RT, et al.
J Bras Pneumol 2009 Mar;35(3):234-41.

Objective: To evaluate the role of video-assisted thoracoscopy in the diagnosis of diffuse parenchymal lung
diseases.

Methods: The medical charts of patients suspected of having diffuse parenchymal lung disease were retrospectively
reviewed, as were the results of the anatomopathological examination of lung biopsy specimens collected through
video-assisted thoracoscopy.

Results: Of the 48 patients included in the study, 25 (52.08%) were female and 23 (47.92%) were male. The mean
age was 58.77 years (range, 20-76 years). A total of 54 biopsy fragments were submitted to anatomopathological
examination: 24 (44.44%) from the lingula; 10 (18.52%) from the left lower lobe; 7 (12.96%) from the right middle
lobe; 6 (11.11%) from the right lower lobe; 5 (9.26%) from the left upper lobe; and 2 (3.71%) from the right upper
lobe. The mean duration of thoracic drainage was 2.2 days. Adverse events included conversion to thoracotomy, in 2
patients (4.17%), and residual pneumothorax, in 1 (2.08%). The definitive diagnosis was made in 46 patients (95.83%),
and idiopathic interstitial pneumonia was the predominant diagnosis (in 54.18%). The most common diagnoses
were usual interstitial pneumonia (in 29.27%), nonspecific interstitial pneumonia (in 16.67%) and hypersensitivity
pneumonia (in 12.50%).

Conclusions: Lung biopsy through video-assisted thoracoscopy is a safe, effective and viable procedure for the
diagnosis of diffuse parenchymal lung diseases.
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Allergic And Immunologic Diseases
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Intrauterine Bacterial Growth at Birth and Risk of Asthma and Allergic Sensitization
Among Offspring at The Age of 15 to 17 Years
@) Gueailly gl gk shdg N JNA aall JAI agial) gall
Lu 17-15 o JUlY) 2

Keski-Nisula L, et al.
J Allergy Clin Immunol 2009 May 5.

Background: Microbial colonization of the airways and intestine during birth might have an effect on the risk of
asthma and allergic diseases later in life. OBJECTIVE: We sought to evaluate the association between intrauterine
microbial growth at the time of delivery and the development of asthma and allergic sensitization among offspring.
Methods: Intrauterine bacterial culture results were recorded at the time of cesarean delivery of 460 children who
were born at Kuopio University Hospital during 1990-1992. When the children reached the age of 15 to 17 years,
self-administered questionnaires were sent to the mothers, and 382 of the children were also examined by using skin
prick tests.

Results: Intrauterine growth of potential pathogenic anaerobic bacteria and Streptococcus species at birth was
associated with an increased risk of doctor-diagnosed asthma ever (odds ratio [OR], 4.51 [95% CI, 1.56-13.0]; OR,
2.53 [95% CI, 1.19-5.38]) and doctor-diagnosed current asthma (OR, 7.34 [95% CI, 2.44-22.03]; OR, 3.37 [95%
Cl, 1.46-7.76]) at the age of 15 to 17 years compared with the risk seen in subjects with negative microbial cultures.
These findings remained significant also after applying the Bonferroni correction. No significant association after
the Bonferroni correction was detected between intrauterine microbial growth and allergic sensitization among
offspring.

Conclusion: Theresultsofthisstudyindicatedthatspecificintrauterinemicrobial growthatthetime ofbirthmightincrease
theriskofasthmaamongoffspringthroughinflammatorymechanisms. Theseresultsindicatenewpotentialtargets for future
studiesontheeffectsofmaternalvaginalmicrofloraandintrauterineinfectioninthedevelopmentofasthmaamongchildren.
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Endocrinology, Metabolism, And Diabetes Mellitus
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Serum Levels of Adipocyte Fatty Acid Binding Protein
are Increased in Gestational Diabetes Mellitus
dpandl) LAY B Laal) (2gantl Blil) ¢y bl dpbuaal) il gianall 3215
JPAVEN| PSP G B

Kralisch S, et al.
Eur J Endocrinol 2009 Jan;160(1):33-8.

Objective: Adipocyte fatty acid binding protein (AFABP) was recently introduced as a novel adipokine, serum levels
of which independently correlate with the development of the metabolic syndrome and cardiovascular disease in
humans. In the current study, we investigated serum concentrations of AFABP in patients with gestational diabetes
mellitus (GDM) as compared with healthy pregnant controls matched for gestational age and fasting insulin.
Methods: AFABP was determined by ELISA in controls (n=80) and GDM patients (n=40) and correlated to clinical
and biochemical measures of renal function, glucose and lipid metabolism, as well as inflammation, in both groups.
Results: Median serum AFABP concentrations were significantly elevated in subjects with GDM (22.9 microg/l) as
compared with healthy pregnant controls (18.3 microg/l; p<0.05). Furthermore, GDM was independently associated
with AFABP concentrations in multiple regression analysis (p<0.05). In addition, markers of adiposity (body mass
index, serum leptin), triglycerides and serum creatinine were independently associated with circulating AFABP
(p<0.05).

Conclusions: Maternal AFABP concentrations are significantly increased in GDM. The adipokine might contribute
to the increased metabolic and cardiovascular risk of the disease.
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Gastroenterology
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Conservative Resection for Benign Tumors of The Proximal Pancreas
ubSi (e qu Al andl) 8 daglad) o)) s5U Badlaal) Jlatio)

Huang H, et al.
World J Gastroenterol 2009 Aug 28;15(32):4044-8.

Aim: To evaluate the safety and long-term prognosis of conservative resection (CR) for benign or borderline tumor
of the proximal pancreas.

Methods: We retrospectively analyzed 20 patients who underwent CR at the Second Affiliated Hospital of Zhejiang
University School of Medicine between April 2000 and October 2008. For pancreaticojejunostomy, a modified
invagination method, continuous circular invaginated pancreaticojejunostomy (CCI-PJ) was used. Modified
continuous closed lavage (MCCL) was performed for patients with pancreatic fistula.

Results: The indications were: serous cystadenomas in eight patients, insulinomas in six, non-functional islet cell
tumors in three and solid pseudopapillary tumors in three. Perioperative mortality was zero and morbidity was 25%.
Overall, pancreatic fistula was present in 25% of patients. At a mean follow up of 42.7 mo, all patients were alive
with no recurrence and no new-onset diabetes mellitus or exocrine dysfunction.

Conclusion: CR is a safe and effective procedure for patients with benign tumors in the proximal pancreas, with
careful CCI-PJ and postoperative MCCL.
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Urology And Nephrology
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Serum Immunoglobulin E Can Predict Minimal
Change Disease Before Renal Biopsy
Jaall & IgE sUal) Gulgnghal) iligina Baild
49l Aeial) eha) S Al Qb olally guidl)

Shao YN, et al.
Am J Med Sci 2009 Aug 24.

Objective: Minimal change disease (MCD) is a major cause of nephrotic syndrome in both children and adults.
The diagnosis of MCD in adults relies on findings of renal biopsy. Complications, although rare, may occur. This
invasive procedure is also a suffering experience for some patients. Although Shu et al described the increase of
serum immunoglobulin E (IgE) level in patients with MCD, whether IgE could be a predicting factor of MCD has
not been determined.

Methods: The sample was composed of 76 nonlupus patients with nephrotic range (>3.5 g/d/1.73 m) proteinuria and
normal creatinine level who received renal biopsy since January 2006 to December 2007. Twenty-four demographic,
clinical, and laboratory variables as predictors of MCD, including IgG, IgA, IgM, and IgE, were retrospectively
gathered by chart review 1 day before renal biopsy.

Results: The overall prevalence of MCD in this group (nonlupus and normal creatinine level) was 27.6% (21 of 76).
The independent Student t test identified that 3 of 24 variables is statistically significant (P < 0.05). Serum IgE was
found to have a good discriminative power (area under the receiver operating characteristic curve 0.868 +/- 0.053; P
< 0.001) according to the area under the receiver operating characteristic curve.

Conclusions: Serum IgE exhibited high discriminative power in predicting MCD. Serum IgE is a straightforward
and easily applied evaluative tool with good predictive abilities.
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Anaemia Management With Subcutaneous Epoetin Delta in Patients With Chronic
Kidney Disease (Predialysis, Haemodialysis, Peritoneal Dialysis
(Slgisd) o) soadll Jail) Day Jasll J8) Liajall A0Sl Cld] lape dic al) j8
Alal) s Wl ot g aladdaly

Schneider P, et al.
BMC Nephrol 2009 Feb 25;10:5.

Background:Anaemia is common in patients with chronic kidney disease (CKD) and can be managed by therapy
with erythropoiesis-stimulating agents (ESAs). Epoetin delta (DYNEPO, Shire plc) is the only epoetin produced in
a human cell line. The aim of this study was to demonstrate the safety and efficacy of subcutaneously administered
epoetin delta for the management of anaemia in CKD patients (predialysis, peritoneal dialysis or haemodialysis).
Methods: This was a 1-year, multicentre, open-label study. Patients had previously received epoetin subcutaneously
and were switched to epoetin delta at an identical dose to their previous therapy. Dose was titrated to maintain
haemoglobin at 10.0-12.0 g/dL. The primary endpoint was mean haemoglobin over Weeks 12-24. Secondary analyses
included long-term haemoglobin, haematocrit and dosing levels. Safety was assessed by monitoring adverse events,
laboratory parameters and physical examinations.

Results: In total 478 patients received epoetin delta, forming the safety-evaluable population. Efficacy analyses were
performed on data from 411 of these patients. Mean +/- SD haemoglobin over weeks 12-24 was 11.3 +/- 1.1 g/dL.
Mean +/- SD weekly dose over Weeks 12-24 was 84.4 +/- 72.7 1U/kg. Haemoglobin levels were maintained for the
duration of the study. Epoetin delta was well tolerated, with adverse events occurring at rates expected for a CKD
patient population; no patient developed anti-erythropoietin antibodies.

Conclusion: Subcutaneously administered epoetin delta is an effective and well-tolerated agent for the management
of anaemia in CKD patients, irrespective of dialysis status.
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Diagnostic Radiology
ssleid! jasidl!

Diagnosis of Gastric Varices and Evaluation of The Effectiveness of Treatment
Using Transabdominal Color Doppler Ultrasonography

CDUS ghall je gslall Jlist sSY) aladialy Aallaall 4lad apfiig Banall g (el

Sato T, et al.
J Ultrasound Med 2009 Sep;28(9):1125-31.

Objective: The aim of this study was to evaluate the hemodynamics of gastric varices using transabdominal color
Doppler ultrasonography (CDUS).

Methods: Using CDUS, we evaluated 41 consecutive patients with gastric varices. We examined color flow images
and measured the velocity of gastric variceal blood flow using fast Fourier transform analysis. In addition, we
compared detection rates of gastric varices and their outflow vessels using CDUS and computed tomography (CT).
Results: Gastric varices were detected with CDUS in 41 of 41 patients (100%), and outflow vessels were detected
in 34 (82.9%). Of these, 32 were gastrorenal shunts (GRSs), and 2 were GRSs and subphrenic veins. The velocity of
the large and coil-shaped varices (mean +/- SD, 23.0 +/- 5.8 cm/s; n = 13) was significantly higher than that of the
enlarged and tortuous varices (14.1 +/- 4.3 cm/s; n=28; P <.001). With CT, gastric varices were detected in 41 of 41
patients (100%), and outflow vessels were detected in 38 (92.7%). Color Doppler ultrasonographic and CT findings
were in complete agreement in 35 of 41 patients (85.4%). A total of 11 patients with a high risk of variceal rupture
underwent balloon-occluded retrograde transvenous obliteration, and CDUS and CT findings after treatments were
consistent.

Conclusions: Transabdominal CDUS is a useful noninvasive modality for the diagnosis of gastric variceal
hemodynamics and for evaluation of the therapeutic effects of gastric variceal treatment.
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Anaesthesia & Intensive Care Medicine
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Trauma Patients Can Safely Be Extubated in the Emergency Department
o) and A Gagasll oy die cadill A Adlu

Weingart SD, et al.
J Emerg Med 2009 Aug 22.

Background: Many trauma patients are intubated for conditions that fully resolve during their emergency department
(ED) stay. Often, these patients remain intubated until after they leave the ED.

Objective: The objective of this study was to examine the prognosis of patients extubated in the ED.

Methods: Data from the records of adult trauma patients who were intubated and then extubated in the ED at a single
trauma referral center were prospectively collected for a quality initiative. Two trained abstractors retrospectively
recorded these data as well as additional information from the trauma registry and patient charts. The primary
outcome was the need for unplanned reintubation during hospitalization. Additional outcomes were disposition and
complications from the extubation.

Results: There were 50 eligible patients identified and included in the study. Reasons for the intubation included
combative behavior or decreased mental status before computed axial tomography (CT) scan in 24 patients (48%),
sedation before the performance of a painful procedure in 18 patients (36%), and seizures before CT scan in 3 patients
(6%). None of the patients (0%; 95% confidence interval 0-6%) required unplanned reintubation. Eight (16%) of the
patients were able to be discharged from the ED before admission.

Conclusions: Although our findings must be verified in larger, controlled studies, it may be safe to extubate patients
in the ED, if the condition necessitating intubation has fully resolved. This practice may reduce admission rates and
limit the need for intensive care unit beds for the patients who are admitted.
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Infectious Diseases
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Association Between Mucoid Pseudomonas Infection and Bronchiectasis

in Children With Cystic Fibrosis
Sl) Rl Cbaal) JELY) ie il pugs <N lag dsilaliall 4 lad3l g3l asilas UL cpm (383

Farrell PM, et al.
Radiology 2009 Aug;252(2):534-43.

Purpose: To correlate the severity of bronchiectasis in children with cystic fibrosis with clinical and microbiologic
variables in order to clarify risk factors for the development of irreversible lung disease.

Materials and Methods: After institutional review board approval and parental informed consents were obtained,
a HIPAA-compliant longitudinal epidemiologic evaluation was performed in patients with cystic fibrosis who were
enrolled in the Wisconsin trial of newborn screening from 1985 to 2009. Thin-section chest computed tomography
(CT) was used in a prospective cross-sectional design to study patients ranging in age from 6.6 to 17.6 years (mean,
11.5 years). Microbiologic data were obtained by means of culture of respiratory secretions by using methods for
differentiation of Pseudomonas aeruginosa (PA) as either nonmucoid or mucoid.

Results: Eighty-three percent of patients (68 of 82) showed bronchiectasis of varying severity. Of 12 potential risk
factors, only respiratory infection with mucoid PA correlated significantly with bronchiectasis (P = 0.041).
Conclusion: Severity of bronchiectasis in children with cystic fibrosis is significantly related to respiratory infection
with mucoid PA; attempts to prevent bronchiectasis should include reducing exposure to and early eradication of
PA.
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Dermatology
FERNES IV

Occipital Involvement in Female Pattern Hair Loss
) ) e (58 Taadl) (Bl (B A pdl) ABhaial) Al

Ekmekci TR, et al.
J Eur Acad Dermatol Venereol 2009 Aug 23.

Background: Female pattern hair loss (FPHL) is characterized by diffuse thinning of hair in the frontal and parietal
areas of the scalp, and preservation of the frontal hairline is the norm. Hair on the occipital scalp is thought to be
preserved.

Objective: To investigate whether the occipital area is involved in FPHL or whether there is a diffuse type of
FPHL.

Methods: Forty female patients who had complained about hair loss for more than a year and were diagnosed
with FPHL according to the Ludwig classification were included. Two punch biopsies from both the midscalp and
the occiput were taken. Histological sections were prepared horizontally and stained with haematoxylin and eosin.
Terminal follicles, vellus like follicles, anagen, telogen, catagen follicles, hair bulbs and telogen germinal units were
counted in two sections of the upper dermis and the dermal-subcutaneous junction. If the terminal/vellus ratio was
lower than 4:1, the diagnosis of androgenetic alopecia (AGA) was made. When the ratio was between four and seven
to one, AGA was suspected.

Results: While 29 of 40 patients (72.5%) had findings consistent with AGA on the midscalp, 11 of 40 (27.5%)
displayed signs of suspected AGA. Ten of 40 patients (25%) had AGA involving the occiput.

Conclusion: The involvement of the occipital scalp is significant in FPHL. In some patients, this situation may be so
apparent that clinically visible alopecia is seen. However, in other patients, it may also present only as thinning.
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Hematology And Oncology
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Splenectomy With Chemotherapy vs Surgery Alone as Initial Treatment
for Splenic Marginal Zone Lymphoma
g s Lals dalally Al Libassl) dallaal) Gkt aa Jladal) Jlaiiv)
SMZL Jlakhll duialgl) dtlaial) Lagial clad 4l dpllaall 2

Milosevic R, et al.
World J Gastroenterol 2009 Aug 28;15(32):4009-15.

Aim: To evaluate the clinical characteristics of splenic marginal-zone lymphoma (SMZL) following antigen
expression and the influence of therapeutic approaches on clinical outcome and overall survival (OS).

Methods: A total of 30 patients with typical histological and immunohistochemical SMZL patterns were examined.
Splenectomy plus chemotherapy was applied in 20 patients, while splenectomy as a single treatment-option was
performed in 10 patients. Prognostic factor and overall survival rate were analyzed.

Results: Complete remission (CR) was achieved in 20 (66.7%), partial remission (PR) in seven (23.3%), and
lethal outcome due to disease progression occurred in three (10.0%) patients. Median survival of patients with a
splenectomy was 93.0 mo and for patients with splenectomy plus chemotherapy it was 107.5 mo (Log rank = 0.056, P
>(.05). Time from onset of first symptoms to the beginning of the treatment (mean 9.4 mo) was influenced by spleen
dimensions, as measured by computerized tomography and ultra-sound (t=2.558, P=0.018).

Strong positivity (+++) of CD20 antigen expression in splenic tissue had a positive influence on OS (Log rank =
5.244, P <0.05). The analysis of factors interfering with survival (by the Kaplan-Meier method) revealed that gender,
general symptoms, clinical stage, and spleen infiltration type (nodular vs diffuse) had no significant (P > 0.05) effects
on the OS. The expression of other antigens (immunohistochemistry) also had no effect on survival-rate, as measured
by a c2 test (P> 0.05).

Conclusion: Initial splenectomy combined with chemotherapy has been shown to be beneficial due to its advanced
remission rate/duration; however, a larger controlled clinical study is required to confirm our findings.
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Neurology
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Multiple Sclerosis and the TNFRSF1A R92Q Mutation
TNFRSF1A R92Q) 3dklly aaall caluail)

Kumpfel T, et al.
Neurology 2008 Nov 25;71(22):1812-20.

Objective: Tumor necrosis factor receptor 1-associated periodic syndrome (TRAPS) is an autosomal dominantly
inherited autoinflammatory disorder resulting from mutations in the TNFRSF1A gene, which encodes the p55
receptor for tumor necrosis factor alpha. We recently identified the R92Q mutation encoded by exon 4 in six patients
with multiple sclerosis (MS) who reported at least two symptoms suggestive of TRAPS. The current study presents
the characteristics of a larger cohort of MS patients carrying this mutation.

Methods: Clinical and laboratory parameters, including human leukocyte antigen (HLA)-DR15 status, were
evaluated, and genetic testing was performed. Whenever possible, family members were also invited for interview
and mutation analysis.

Results: Twenty TNFRSF1A R92Q) carriers had MS according to the McDonald criteria, and 1 had clinically isolated
syndrome. The majority of patients had typical onset and features of MS. Nine patients carried an HLA-DR15
haplotype. All individuals showed TRAPS-compatible symptoms, which consisted mainly of myalgias, arthralgias,
headache, severe fatigue, and skin rashes; were milder than usually described; and appeared mainly in adulthood.
Most patients experienced severe side effects during immunomodulatory therapy for MS. Seventeen family members
carried the identical mutation, and 15 of them reported symptoms suggestive of TRAPS.

Conclusion: In most cases with multiple sclerosis (MS) and coexisting tumor necrosis factor receptor 1-associated
periodic syndrome (TRAPS), features of MS were quite typical, whereas TRAPS presented mostly without the fever
episodes observed in childhood. The penetrance of the R92Q mutation in affected family members was higher than
reported. We recommend careful observation of MS patients with coexisting TRAPS with regard to unexpected side
effects of immunomodulatory therapies.
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Ophthalmology
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Effective Pupil Dilatation With a Mixture of 0.75% Tropicamide and 2.5% Phenylephrine
%?2.5 phenylephrines %0.75 tropicamide (s gje aladiuly 4aal) auugs

Trinavarat A, et al.
Indian J Ophthalmol 2009 Sep-Oct;57(5):351-4.

Purpose: To compare the efficacy in pupil dilatation between a mixture containing 0.75% tropicamide and 2.5%
phenylephrine and the alternate application of 1% tropicamide and 10% phenylephrine eye drops.

Material and Methods: Patients requiring pupil dilatation were randomized to receive one drop of the mixture every
10 min for four times or our standard application of one drop of 1% tropicamide alternating with one drop of 10%
phenylephrine every 10 min for two cycles. Pupil size was measured under bright light with the pupil gauge before,
and every 5 min after initial application for 40 min. Application of the drops was discontinued once the pupil diameter
reached 7 mm. Blood pressure and pulse rate were monitored every 15 min.

Results: Of 40 patients (age 57.3+/-10.9 years, range 35-70 years), 22 were randomized into the mixture group and
18 into the alternate drug group. Baseline pupil sizes were 1.7+/-0.5 mm in the mixture group and 1.8+/-0.4 mm in
the alternate drug group. The pupils were successfully dilated to 7 mm within 40 min in 17 patients of the mixture
group compared to seven patients in the alternate drug group (P=0.004, Log Rank test). The mean pupil sizes at 40
min were 6.6+/-0.8 and 6.0+/-0.9 mm in the mixture and alternate drug groups respectively (P=0.050, t-test). Blood
pressure and pulse rate were stable and similar in both groups.

Conclusions: The mixture of 0.75% tropicamide and 2.5% phenylephrine is superior to our standard application of
1% tropicamide alternating with 10% phenylephrine. It provides faster and more successful pupil dilatation within
40 min.
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Rheumatology And Orthopedics
il ol gyl el

A Longitudinal Study of Anti-RNA Polymerase III Antibody Levels
in Systemic Sclerosis

Gl qlatll el B el RNA Sadl cilsiad LY sh 4

Nihtyanova SI, et al.
Rheumatology (Oxford) 2009 Aug 20.

Objectives: Anti-RNA-polymerase antibodies (ARAs) are associated with the diffuse cutaneous subset of SSc (dcSSc)
and particularly with scleroderma renal crisis (SRC). We analysed serial ARA levels and explored the relationship
with clinical features and disease outcome.

Methods: A commercially available ELISA method with a recombinant peptide of RNA polymerase I1I was used and
ARA levels were measured in a well-characterized cohort of SSc cases.

Results: ARA levels were measured in 64 SSc patients. Of them, 78% (n=50) were females and 92% (n=59) had
dcSSc, 39% (n=25) had SRC, 20% (n=13) had pulmonary fibrosis (PF), 9% (n=6) had pulmonary arterial hypertension
and 3% (n=2) had cardiac involvement. There was considerable inter- and intra-patient variability in ARA levels (11-
210 U/ml). There was no correlation between absolute ARA levels (at baseline or throughout the disease course)
and outcome. There was a moderate correlation between time to peak ARA level and development of significant PF
(Pearson correlation = 0.669, P=0.034), but no correlation between peak ARA levels and onset of SRC. ARA levels
change correlated with change in skin score (correlation coefficient within subjects =0.236, P=0.011).

Conclusions: The pathogenic significance of ARA is unclear. Despite the very strong association of ARA with SRC,
we could not show the clinically significant association between absolute levels of antibody and development of
internal organ complications, which makes repeated measurements of ARA levels unnecessary. However, changes in
ARA level over time occur and may reflect changes in skin score.
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Psychiatry
i S]]

Insomnia With Objective Short Sleep Duration Is Associated
With A High Risk for Hypertension
(A pal) gl gl ok By shd Bl e Agladl] agl Baa sy (31 O (LAY

Vgontzas AN, et al.
Sleep 2009 Apr 1;32(4):491-7.

Study Objectives: To examine the joint effect of insomnia and objective short sleep duration on hypertension risk.
Design: Representative cross-sectional study.

Setting: Sleep laboratory.

Participants: 1,741 men and women randomly selected from central Pennsylvania.

Measurements: Insomnia was defined by a complaint of insomnia with a duration > or = 1 year, while poor sleep
was defined as a complaint of difficulty falling asleep, staying asleep, or early final awakening. Polysomnographic
sleep duration was classified into 3 categories: > or = 6 h sleep (top 50% of the sample); 5-6 h (approximately the
third quartile of the sample); and < or = 5 h (approximately the bottom quartile of the sample). Hypertension was
defined based either on blood pressure measures or treatment. We controlled for age, race, sex, body mass index,
diabetes, smoking, alcohol use, depression, sleep disordered breathing (SDB), and sampling weight.

Results: Compared to the normal sleeping and > 6 h sleep duration group, the highest risk of hypertension was in
insomnia with < 5 h sleep duration group (OR [95% CI] 5.1 [2.2, 11.8]), and the second highest in insomnia who slept
5-6 hours (OR 3.5 [1.6, 7.9] P <0.01). The risk for hypertension was significantly higher, but of lesser magnitude, in
poor sleepers with short sleep duration.
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Conclusions: Insomnia with short sleep duration is associated with increased risk of hypertension, to a degree
comparable to that of other common sleep disorders, e.g., SDB. Objective sleep duration may predict the severity of
chronic insomnia a prevalent condition whose medical impact has been apparently underestimated.
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Correlating The Site of Tympanic Membrane Perforation With Hearing loss
0l pacd) el Apsag Jubal) sliE B QLYY (lSa cp ABDlal)

Ibekwe TS, et al.
BMC Ear Nose Throat Disord 2009 Jan 4;9:1.

Background: It is recognized that the size of tympanic membrane(TM) perforation is proportional to the magnitude
of hearing loss, however, there is no clear consensus on the effect of the location (site) of the perforation on the
hearing loss. Hence the study is set to investigate the relationship between the location of perforation on TM and
hearing loss.

Methods: A cross-sectional prospective study of consecutive adult patients with perforated TM conducted in the
ENT clinic of University College Hospital Ibadan between January 1st 2005 and July 31st 2006. Instruments used
for data collection/processing include questionnaires, video and micro-otoscopy, pure tone audiometer, image J and
SPSS packages.

Results: Sixty-two patients (22-males, 40-females), aged 16-75 years (mean=35.4+4) with 77 perforated ear drums
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(41.9%) left unilateral. (24.2%) had bilateral TM perforations, 21 (33.9%) right unilateral and 26 were studied and 15
(5.2%) postero-inferior, (9.6%) antero-inferior, 4 (77.9%) central, 6 The locations of the TM perforations were 60
(3.9%) postero-superior respectively with sizes ranging from 1.51%-89.05%, and (5.2%) antero-superior and 3 4
corresponding hearing levels 30-80 dB (59% conductive and 41% mixed). Fifty-nine percent had pure conductive
hearing loss and the rest mixed. Hearing losses (IBHL) increased with the size of perforations (P=0.01, r=0.05).
Correlation of location of perforations with magnitude of hearing loss in acute TM perorations was (P=0.244, r=0.273)
and for chronic perforations (p=0.047 & r=0.31).

Conclusion: The location of perforation on the tympanic membrane (TM) has no effect on the magnitude of hearing
loss in acute TM perforations while it is significant in chronic ones.
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