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From the Desk of Editor-in-Chief

We are delighted to inform that the Volume 8, Number 1 of the Dhaka Central International Medical College
Journal (DCIMC]J) is going to be published very soon. In this issue we have added a new section, Medical Quiz:
Images. We are grateful to Almighty Allah. We are sending the complimentary copies of the journal to the libraries
of most of the medical college and other medical institutions in Bangladesh. Already our journal has been approved
by Bangladesh Medical & Dental Council (BMDC). We invite the doctors of medical colleges and institutes to
submit their research articles to the journal committee for publication. We accept both hard & soft copies of the
articles. We go through the papers and if necessary, communicate the authors. We also thank all the authors for
giving us opportunity to publish their research papers in this journal. We have tried our best to avoid erroneous
information. We like to add here that DCIMC Journal and its editorial board accept no liability for any inaccurate
and misleading information, opinion and statements. It is the responsibility of the individual author (s). We have
mentioned the instruction for the authors in this issue. We request the contributing authors to follow the instructions
for their manuscripts. We appreciate our chairman, editors, members and advisors for their encouragement and also
appreciate the contributors and reviewers for their participation. Last of all we welcome valuable suggestion,
opinion, advice and constructive criticisms for improvement of the quality of the journal.

X

Prof. Bidhu Bhushan Das
Editor-in- Chief



INFORMATION FOR AUTHORS

Manuscript preparation and submission:

Guidelines for the Authors:

The Dhaka Central International Medical College
Journal provides publication (six monthly) of articles
in all areas of the subject. The Journal welcomes the
submission of manuscript that meets the general
criteria of significance and scientific excellence.
Papers must be submitted with the understanding that
they have not been published elsewhere (except in
the form of an abstract or as part of a published
lecture, review, or thesis) and are not currently under
consideration by another journal published by
INTERNATIONAL RESEARCH JOURNALS or
any other publisher.

The submitting (corresponding) author is responsible
for ensuring that article’s publication has been signed
and approved by all the other co-authors. It is also
the author’s responsibility to ensure that the articles
emanating from a particular institution are submitted
with the approval of the necessary institutional
requirement. Only an acknowledgment from the
editorial office officially establishes the date of
receipt. Further correspondence and proofs will be
sent to the corresponding author(s) before publication
unless otherwise indicated. It is a condition for
submission of a paper that the authors permit editing
of the paper for readability. All enquiries concerning
the publication of accepted papers should be
addressed to —

Editor-in-Chief,

DCIMCJ

2/1, Ring Road, Shyamoli,
Dhaka, Bangladesh.

Electronic submission of manuscripts is strongly
encouraged, provided that the text, tables, and figures
are included in a single Microsoft Word file
(preferably in Arial font).

Submit Manuscripts as e-mail attachment to the
editorial office at: jdcimc(@yahoo.com

A manuscript number will be mailed to the
corresponding author within two working days. The
cover letter should include the corresponding
author’s full address and telephone / fax numbers and
should be in an e-mail message sent to the editor,
with the file, whose name should begin with the first
author's surname attachments or triplicate Hard copy
with a soft copy.

Article types:
Five types of manuscripts may be submitted:

Editorials:
It will be preferably written invited only and usually
covers a single topic of contemporary interest.

Original articles:

These should describe new and carefully confirmed
findings, and experimental procedures should be
given in sufficient detail for others to verify the work.
The length of a full paper should be the minimum
required to describe and interpret the work clearly.

Short communications:

A Short Communication is suitable for recording the
results of complete small investigations or giving
details of new models or hypotheses, innovative
methods, techniques, images in clinical practice,
letter to editors, short reports or apparatus. The style
of main sections need not conform to that of original
article. Short communication are 2 to 4 printed pages
(about 6 to 12 manuscript pages) in length.

Reviews:

Submissions of reviews and perspectives covering
topics of current interest are welcome and
encouraged. Reviews should be up to date. Reviews
are also peer-reviewed.



Case reports:

This should cover uncommon and /or interesting
cases with appropriate confirmation process.

Review process:

All manuscripts are initially screened by editor and
sent to selective reviewer. Decisions will be made as
rapidly as possible, and the journal strives to return
reviewers comments to authors within 3 week. The
editorial board will re-review manuscripts that are
accepted pending revision. The DCIMCJ editorial
board will try to publish the manuscript as early as
possible fulfilling all the rigorous journal needs.

I. A. Preparing manuscript for submission to
DCIMCJ Editors and reviewers spend many hours
reading manuscripts that are easy to read and edit.
Much of the information in this journal's Instructions
to Authors is designed to accomplish that goal in
ways that meet each journal's particular editorial
needs. The following information provides guidance
in preparing manuscripts for this journal.

Condition for submission of manuscripts:
*  All manuscripts are subject to peer-review.

* Manuscripts are received with the explicit
understanding that they are not under
simultaneous consideration that are not under
simultaneous by any other publication.

* Submission of a manuscript for publication
implies the transfer of the copyright from the
author to the publisher of the Dhaka Central
International Medical College journal and may
not be reproduced by any means in whole or in
part without the written consent of the publisher.

e [t is author’s responsibility to obtain permission
to reproduce illustrations, tables etc. from other
publications.

Ethical aspects:

e  Ethical aspect of the study will be very carefully
considered at the time of assessment of the
manuscript.

*  Any manuscript that includes table illustration or
photograph that has been published earlier

should accompany a letter of permission for re-
publication from the author (s) of the publication
and editor/publisher of the Journal where it was
published earlier.

*  Permission of the patients and/or their families to
reproduce photographs of the patients where
identity is not disguised should be sent with the
manuscript. Otherwise the identity will be
blackened out.

Preparation of manuscript Criteria:
Information provided in the manuscript is important
and likely to be of interest to an international
readership.

Preparation:

1. Manuscript should be written in English  and
typed on one side of A4 (29 x 21cm) size white
paper.

2. Margin should be 5 cm for the header and 2.5 cm
for the remainder.

3. Style should be that of modified Vancouver.

4. Each of the following section should begin
separate page :
o Title page

o Summary/abstract
o Text

o Acknowledgement
o References

o Tables and legends

Page should be numbered consecutively at the upper
right hand corner of each page beginning from the
title page

I. A. 1.a. General Principles:

* The text of observational and experimental
articles is usually (but not necessarily) divided
into the following section: Introduction,
Methods, Results, and Discussion. This so-called
“IMRAD” structure is a direct reflection of the
process of scientific discovery.



* Long articles may need subheadings within some
sections (especially Results and Discussion) to
clarify their content. Other types of articles, such
as case reports, reviews, and editorials, probably
need to be formatted differently.

*  FElectronic formats have created opportunities for
adding details or whole sections, layering
information, cross linking of extracting portions
of the articles.

* Authors need to work closely with editors in
developing or using such new publication
formats and should submit supplementary
electronic material for peer review.

*  Double-spacing all portions of the manuscript-
including the title page, abstract, text,
acknowledgments, references, individual tables,
and legends- and generous margins make it
possible for editors and reviewers to edit the
textline by line and add coments and queries
directly on the paper copy.

* If manuscripts are submitted electronically, the
files should be double-spaced to facilitate
reviewing and editing.

e Authors should number on right upper corner of
all of the pages of the manuscript consecutively,
beginning with the title page, to facilitate the
editorial process.

I. A.1.b. Reporting guidelines for specific
study designs:

Research  reports frequently omit important
information. Reporting guidelines have been
developed for a number of study designs that DCIMC
journals ask authors to follow. Authors should
consult the information for Authors of this journal.
The general requirements listed in the next section
relate to reporting essential elements for all study
designs. Authors are encouraged also to consult
reporting guidelines relevant to their specific research
design. A good source of reporting guidelines in the
EQUATOR  network  (http:  //www.equator-
network.org/home/) or  CONSORT  network
(http://www.consort-statement. org).

I. A. 2. Title page:

1. Article title. Concise title is easier to read than
long, convoluted ones. Titles that are too short
may, however, lack important information, such
as study design (which is particularly important
in identifying type of trials). Authors should
include all information in the title that will make
electronic retrieval of the article both sensitive
and specific.

2. Authors’ names and institutions.

3. The name of the department(s) and institution(s)
to which the work should be attributed.

4. Disclaimers, if any.

Contact information for corresponding authors.
The name, mailing address, telephone and fax
numbers, and e-mail address of the authors
responsible for correspondence about the
manuscript.

6. The name and address of the authors to whom
requests for reprints should be address or a
Statement that reprints are not available from the
authors.

7. Source(s) of support in the form of grants,
equipment, drugs, or all of these.

8. A short running head or foot line, of no more
than 40 characters (including litters and spaces).
Running heads are published and also used
within the editorial office for filing and locating
manuscript.

9. The number of figures and tables. It is difficult
for editorials staff and reviewers to determine
whether the figures and tables that should have
accompanied a manuscript were actually
included unless the numbers of figures and tables
are noted on the title page.

I. A. 3. Conflict-of interest notification page:
To prevent potential conflicts from being overlooked
or misplaced, this information needs to be part of the
manuscript. The ICMJE has developed a uniform
disclosure form for use by ICMJE member journal
(http://www.  icmje/crg/coi_disclosure.pdf)  and
DCIMCIJ has accepted that.



I. A. 4. Abstract:

Structured abstracts are essential for original
research and systematic reviews. Structured
abstract means introduction, methods, results and
conclusion in abstract

Should be limited to 250 words

The abstract should provide the introduction of
the study and blinded state and should state the
study’s purpose, basic procedures (selection of
study  subjects or laboratory  animals,
observational and analytical methods), main
findings (giving specific effect sizes and their
statistical significance, if possible), and principal
conclusions. It should emphasize new and
important aspects of the study or observations.
Articles on clinical trials should contain abstracts
that include the items that the CONSORT group

has identified as essential (http: /www. consort-
statement. org).

Because abstracts are the only substantive
portion of the article indexed in many electronic
databases, and the only portion many readers
read, authors need to be careful that they
accurately reflect the content of the article

I. A. 5. Introduction:

Provide a context or background for the study
(that is, the nature of the problems and its
significance) It should be very specific, identify
the specific knowledge in the aspect, reasoning
and what the study aims to answer.

State the specific purpose or research objective
of, or hypothesis tested by, the study or
observation; the research objective is often more
sharply focused when stated as a question.

Both the main and secondary objectives should
be clear.

Provide only directly pertinent primary
references, and do not include data or
conclusions from the work being reported.

I. A. 6. Methods:
The Methods section should be written in such way
that another researcher can replicate the study.

I. A. 6. a. Selection and description of
participants:

Describe your selection of the observation or
experimental participants (patients or laboratory
animals, including control) clearly, including
eligibility and exclusion criteria and a
description of the source population. Because the
relevance of such variables as age and sex to the
object or research is not always clear, authors
should explain their use when they are included
in a study report-for example, authors should
explain why only participants of certain ages
were included or why women were excluded.
The guiding principle should be clear about how
and why a study was done in a particular way.
When authors use such variables as race or
ethnicity, they should define how they measured
these variables and justify their relevance.

I. A. 6. b. Technical information:

Identify the methods, apparatus (give the
manufacturer’s name and address in
parentheses), and procedures insufficient detail
to allow others to reproduce the results. Give
references to established methods, including
statistical methods (see below); provide
references and brief description for methods that
have been published but are not well-known;
describe new or substantially modified methods,
give the reasons for using them, and evaluate
their limitations. Identify precisely all drugs and
chemicals used, including generic name(s),
dose(s), and route(s) of administration.

Authors submitting review article should include
a section describing the methods used for locatin,

selection, extracting, and synthesizing data.
These methods should also be summarized in the
abstract.

1. A. 6. c. Statistics:

Describe statistical methods with enough detail
to enable a knowledgeable reader with access to
the original data to verify the reported results.
When possible, quantify findings and present
them with appropriate indicators of measurement
error or uncertainty (such as confidence
intervals).



Avoid relying solely on statistical hypothesis
testing, such as P values, which fail to convey
important information about effect size.
References for the design of the study and
statistical methods should be to standard works
when possible (with pages stated).

Define statistical terms, abbreviations, and most
symbols.

Specify the computer software used.

I. A. 7. Result:

Present results in logical sequence in the text,
tables, and illustrations, giving the main or most
important findings first. Please keep the
sequence of specific objective selected earlier.

Do not repeat all the data in the tables or
illustrations in the text; emphasize or summarize
only the most important observations. Extra or
supplementary materials and technical detail can
be placed in an appendix where they will be
accessible but will not interrupt the flow of the
text, or they can be published solely in the
electronic version of the journal.

When data are summarized in the Results
section, give numeric results not only as
derivatives (for example, percentages) but also as
the absolute numbers from which the derivatives
were calculated, and specify the statistical
methods used to analyze them.

Restrict tables and figures to those needed to
explain the argument of the paper and to assess
supporting data. Use graphs as an alternative to
tables with many entries; do not duplicate data in
graphs and tables.

Avoid nontechnical uses of technical terms in
statistics, such as “random” (which implies a
randomizing device), ‘“normal,” “significant,”
“sample.” Where
scientifically appropriate, analyses of the data
by such variables as age and sex should be
included.

“correlations,” and

1.A.8. Discussion:

Emphasize the new and important aspects of the
study and the conclusions that follow then in the
context of the totality of the best available
evidence.

Do not repeat in detail data or other information
given in the introduction or the result section.

For experimental studies, it is useful to begin the
discussion by briefly summarizing the main
findings, then explore possible mechanisms or
explanations for these findings, compare and
contrast the results with other relevant studies,
state the limitations of the study, and explore the
implications of the findings for future research
and for clinical practice.

Link the conclusions with the goals of the study
but avoid unqualified statements and conclusions
not adequately supported by the data. In
particular, avoid making statements on economic
benefits and costs unless the manuscript includes
the appropriate economic data and analyses.
Avoid claiming priority or alluding to work that
has not been complete. State new hypotheses
when warranted, but label them clearly as such.

1. A 9. References:

1. A. 9. a. General considerations related to
References:

Although references to review articles can be an
efficient way to guide readers to a body of
literature, review articles do not always reflect
original work accurately. Readers should
therefore be provided with direct references to
original research sources whenever possible.

On the other hand, extensive lists of references to
original work of a topic can use excessive space
on the printed page. Small number of references
to key original papers list, is preferable
particularly since references can now be added to
the electronic version of published papers, and
since electronic literature searching allows
retrieve  published

readers  to literature

efficiently.



Avoid using abstracts as references. References
to papers accepted but not yet published should
be designated as “in press” or “forthcoming”;
authors should obtain written permission to cite
such papers as well as verification that they have
been accepted for publication.

Information from manuscripts submitted but not
accepted should be cited in the text as
“unpublished  observations”  with
permission from the source.

written

Avoid citing a “personal communication” unless
it provides essential information not available
from a public source, in which case the name of
the person and date of communication should be
cited in parentheses in the text. For scientific
articles, obtain permission  and
confirmation of accuracy from the source of a
personal communication. Some but not all
journals check the accuracy of all references
citations; thus, citation errors sometimes appear
in the published version of articles. To minimize

written

such errors, references should be verified using
either an electronic bibliographic source such as
Pub Med or print copies from original sources.

Authors are responsible for checking that none of
the references cite retracted articles except in the
context of referring to the retraction. For articles
published in journals indexed in MEDLINE, the
ICMIJE considers Pub Med the authoritative
source for information about retractions.

I. A. 9. b. Reference style and format:

References should be numbered consecutively in
the order in which they are first mentioned in the
text.

Identify references in text, tables, and legends by
Arabic numerals in superscript.

References cited only in tables or figure legends
should be numbered in accordance with the
sequence established by the first identification in
the text of the particular table or figure.

1. A. 10. Tables:

Tables capture information concisely and display
it efficiently.

Use tables/figures that are relevant to study

Try to limit the number of tables/figure

Type or print each table with double-spacing on
a separate sheet of paper. Number tables
consecutively in the order of their first citation in
the text and supply a brief title for each.

Do not use internal horizontal or vertical lines.
Give each column a short or an abbreviated
heading. Authors should place explanatory
matter in footnotes, not in the heading. Explain
all nonstandard abbreviation in footnotes, and
use the following symbols, in sequence:

S R P PR P PRI | PSR

Identify statistical measures of variations, such
as standard deviation and standard error of the
mean.

Be sure that each table is cited in the text. If you
use data from another published or unpublished
source, obtain permission and acknowledge that
source fully.

I. A. 11. Illustrations (Figures):

Figures should be either professionally drawn
and photographed, or submitted as photographic-
quality digital prints, in addition to requiring a
version of the figures suitable for printing, (for
example, JPEG/GIF)

Authors should review the images of such files
on a computer screen before submitting them to
be sure they meet their own quality standards.
For x-ray films, scans, and other diagnostic
images, as well as pictures of pathology
specimens or photomicrographs, send sharp,
glossy, black-and-white or color photographic
prints, usually 127 X 173 mm (5 X 7 inches)

Letters, numbers, and symbols on figures should
therefore be clear and consistent throughout, and
large enough to remain legible when the figure is
reduced for publication.



¢ Photographs of potentially identifiable people
must be accompanied by written permission to
use the photograph. Figures should be numbered
consecutively according to the order in which
they have been cited in the text.

e If a figure has been published previously,
acknowledge the original source and submit
written permission from the copyright holder to
reproduce the figure. Permission is required
irrespective of authorship or publisher except for
documents in the public domain.

¢ For in color, DCIMCJ accept
colored illustration only when it seems essential.
This Journal publishes illustrations in color only
if the author pays the additional cost. Authors
should consult the journal about requirements for
figures submitted in electronic formats.

illustrations

I. A. 12. Legends for illustration (Figures):

e Type or print out legends for illustrations using
double spacing, starting on a separate page, with
Arabic corresponding to  the
illustrations.

numerals

¢ When symbols, arrows, numbers, or letters are
used to identify parts of  the illustrations,
identify and explain each one clearly in the
legend. Explain the internal scale and identify
the method of staining in photomicrographs.

I. A. 13. Units of measurement:

* Measurement of length, height, weight, and
volume should be reported in metric units
(meter, kilogram, or liter) or their decimal
multiples.

¢ Authors should report laboratory information in
both local and International System of Units (SI).

¢ Drug concentrations may be reported in either SI
or mass units, but the alternative should be
provided in parentheses where appropriate.

I. A. 14. Abbreviations and symbols:

e Use only standard abbreviations; use of
nonstandard abbreviations can be confusing to
readers.

10

e Avoid abbreviations in the title of the

manuscript.

¢ The spelled-out abbreviation followed by the
abbreviation in parenthesis should be used on
first mention unless the abbreviation is a
standard unit of measurement.

I. B. Sending the manuscript to the journal:

e If a paper version of the manuscript is submitted,
it should contain print copies of tables and
figures; they are all needed for peer review and
editing, and the editorial office stall cannot be
expected to make the required copies.

* Manuscripts must be accompanied by a cover
letter, conflicts of interest form, authorship and
declaration, proforma of which is a available in
DCIMCIJ web site.

Editing and peer review:

All submitted manuscripts are subject to scrutiny by
the Editor in-chief or any members of the Editorial
Board. Manuscripts containing materials without
sufficient scientific value and of a priority issue, or
not fulfilling the requirement for publication may be
rejected or it may be sent back to the author(s) for
resubmission with necessary modifications to suitone
of the submission categories. Manuscripts fulfilling
the requirements and found suitable for consideration
are sent for peer review. Submissions, found suitable
for publication by the reviewer, may need
revision/modifications before being finally accepted.
Editorial Board finally decides upon the publish
ability of the reviewed and revised/modified
submission. Proof of accepted manuscript may be
sent to the authors, and should be corrected and
returned to the editorial office within one week. No
addition to the manuscript at this stage will be
accepted. All accepted manuscripts
according to the Journal’s style.

are edited

Submission preparation checklist:

As part of the submission process, authors are
required to check off their submission’s compliance
with all of the following items, and submissions may
be returned to authors that do not adhere to these
guidelines.



Check lists:

Final checklists before you submit your revised
article for the possible publication in the Journal of
Dhaka Central International Medical Collage:

1. Forwarding/Cover letter and declaration form
2. Authorship and conflicts of interest form
3. Manuscript

o Sample of the above document is available in
the following links: http://www.dcimc.com

o If you have submitted mentioned document (1,
2, 3) above, when you first submitted your
article then you don’t need to re-submit but if
there is change in the authorship or related then
you have to re-submit it.

General outline for article presentation and
format:
A Double spacing

A Font size should be 12 in arial

A Margins 5 cm from above and 2.5 cm from
rest sides.

A Title page contains all the desired
information (vide supra)

A Running title provided (not more than 40
characters)

A Headings in title case (not ALL
CAPITALS, not underline)

A References cited in superscript in the text
without brackets after with/without comma
(,) or full stop (.)

A References according to the journal’s
instructions—abide by the rules of
Vancouver system.

Language and grammar:

A Uniformity in the language

A Abbreviations spelt out in full for the first
time

A Numbers from 1 to 10 spelt out

A Numerals at the beginning of the sentence
spelt out

11

Tables and figures:

A No repetition of data in tables/graphs and in
text

A Actual numbers from which graphs drawn
are provided

A Figures necessary and of good quality
(color)

A Table and figure numbers in Arabic letters
(not Roman)

A Labels pasted on back of the photographs (
no names written)

A Figure’ privacy maintained ( if not, written
permission enclosed)

A Credit note for borrowed figures/tables
provided

A Each table/figure in separate page

If you have any specific queries please visit our
website at www.dcimc .com

Manuscript format for research article:

Title

A Complete title of your article

A Complete author information

A Mention conflict or interest if any

Abstract
A Do not use subheadings in the abstract

A Give full title of the manuscript in the
Abstract page

A Not more than 200 words for case reports

and 250 words for original articles

A Structured abstract (Including introduction,
methods, results and discussion, conclusion)
for case reports.

A Key words provided — arrange them in
alphabetical order (three — five)

Introduction:
A Word limit 150-200 words

A Pertinent information only



Material and Methods:

Study Design

Duration and place of study

Ethical consent

Patient consent

Statistical analysis and software used.
Result:

A Clearly present the data

>> > > >

A Avoid data redundancy

A Use table information at the end of the
sentence before full stop between the small
bracket

Discussion:

A Avoid unnecessary explanation of someone
else work unless it is very relevant to the
study

A Provide and discuss with literatures to
support the study

A Mention about limitation of your study

¢ Conclusion:
A Give your conclusion

A Any recommendation

* Acknowledgement:
A Acknowledge any person or institute who
have helped for the study

*  Reference:
A Abide by the Vancouver style

A Use reference at the end of the sentence after
the full stop with superscript

* Legends:

A Table

A Figures
The editor reserves the right to style and if necessary,
shorten the material accepted for publication and to
determine the priority and time of publication

12



Editorial

DCIMCIJ 2021 January;8(1):13-15

Vaccination against COVID-19 to Fight the Pandemic
Das BB', Akhter Z>

Introduction:

Coronaviruses are a large family of virus that cause
illness ranging from the common cold to more
severe disease. The Novel coronavirus is the latest
member of this family, that has not been previously
identified. This new virus was subsequently named
the “COVID-19” virus. On 31% December 2019, 1%
case of pneumonia of unknown cause in Wuhan city,
China was reported and on 7% January 2020 novel
corona virus was identified as the cause of it. The
Chinees othority WHO declared novel coronavirus
outbreak a public health emergency of international
concern. 13 January on 2020, due to rapid increase
in the number of cases outside china WHO declared
it Pandemic!. Since then worldwide impact of this
pandemic is frightening. The human race is also
facing a crisis due to mandatory quarantine and
lockdown. The world economy is already facing
long-lasting dent, and the situation will surely worsen
if the viral spread is not controlled®>. Until today
(6™ June, 2021) 173,717,565 cases are detected
worldwide and we have already lost 3,736,092 of our
human fellows. It is considered as the worst crisis
since World War II°. Here in Bangladesh total
809,314 cases were detected and 12,801 of our
relatives have already left us forever®.

About the virus:

Alpha, beta, gamma and delta are the four classes of
the coronavirus (CoV) family, all featuring a single-
stranded RNA The
membrane envelops encapsulating the viral genome
are decorated with glycoprotein spike transmembrane
proteins. The word “coronavirus” is named for the club-
shaped protein spikes on their surface when viewed
under a transmission electron microscope (TEM).

positive-sense genome.
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The causative agent behind the COVID-19 pandemic
belongs to the beta class. The same coronavirus class
was responsible for the severe acute respiratory
syndrome (SARS) and the Middle East respiratory
syndrome (MERS)®. Fever, dry cough, fatigue, and
difficulty in breathing are among the
symptoms of a SARS-CoV-2 infected patient®.

initial

This is the more contagious virus in its class and
majorly affects the lower respiratory system initiating
viral pneumonia. Vital organs including heart, liver,
kidneys, gastrointestinal tract (GIT), and the central
nervous system (CNS) may also be affected, causing
multiple organ complicacies’®. Until recently there is
no known specific antiviral to treat COVID-19,
though some antiviral drugs were given emergency
permission to be used. Only supportive management
is the main way of treatment. Majority of patients
recovers but as the large number of patients are
affected worldwide over all absolute mortality is very
high. As of 3™ March 2021 WHO estimated globally
about 3.4% of reported COVID-19 cases died. By
comparison seasonal flue generally kills fewer than
1% but we don’t know how many people were
infected. Mortality rate also vary country to
country!?.

Transmission of SARS-Cov-2:

It can occur through direct, indirect or close contact
with infected people though infected secretion such
as saliva and respiratory secretion or their respiratory
droplet which are expelled when an infected person
cough, sneeze, talk & sing. Respiratory droplet
transmission occurs when a person is within one
meter of infected person. Airborne transmission can
occur during medical procedure that generate
aerosols and also without it, in the indoor setting with
poor ventilation.
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Both symptomatic (during & before symptoms) and
asymptomatic infected person can transmit infection.
So isolating infected cases and quarantining all close
contact, use of fabric mask by general population,
continuous using of a medical mask by health
workers and care giver at all clinical areas, social
distancing, practicing hand hygiene, respiratory
etiquette and good health practice, avoiding
overcrowding ensuring good environmental
ventilation, applying lockdown all this are tried to
prevent transmission. Despite all these, there are no
sign of the end of this pandemic!!.

What is the way?

Despite of above mention practices (Though not
follow by majority of population worldwide or
probably it is not possible). With the rising of cases
worldwide health officials continue to work to find
the best way to protect the public from this disease.
Probably it is herd immunity may help to solve the
spread of new corona virus. Herd immunity or
community immunity is when a large part of
population of an area is immune to a specific disease.
If enough people are resistant to the cause of disease
such a bacteria or a virus, it is nowhere to go. While
not every single individual may be immune, the
infection rate drop and the disease peters-out!?. For
example if 80% of a population immune to a virus,
four out of every five people who encounter someone
with disease won’t get sick and wont spread the
disease further. Depending on how contagious an
infection is, usually 50%-90% of a population need
immunity before infection rates start to decline'>.

How to reach?

How do we achieve herd immunity agaist this virus is
the question of the time. This can happen in two
ways: one by natural infection and another by
vaccination? When a person is exposed to a virus or a
bacteria, antibodies to fight against the infection are
produced. After recovery, the body keeps these
antibodies to defend another infection by same agent.
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This is what stopped Zika virus outbreak in Brazil'2.
But we can’t allow COVID-19 to spread to achieve
herd immunity at the expense millions of human
lives. We cannot allow it to destroy our economy and
social life. So we will have to accept the alternative
way-vaccination of most of human population.
Vaccies can build resistance. These make the body to
think a virus or a bacteria has invaded him or her'3.

When it reaches?

The person don’t get sick but the immune system still
makes protective antibodies and produces cell
mediated immunity to fight against future invasion by
the same agent'?. Measles mums polio and chicken
pox are example of infectious diseases that were once
very common but now rare, because vaccine helped
to established immunity'2.

When does a community reach a herd immunity, it
depends on the reproduction number (Ro). The Ro
determined by the average number of people infected
by a single infected person with COVID-19. Higher
the Ro greater the number of people to be vaccinated
to reach herd immunity. It was thought by the
researcher that Ro for COVID-19 is between 2 or 3.
It indicates that 50%-67% of the population needs to
be resistant before herd immunity kicks in and the
infection rates start to go down. However researchers
estimate that 75%-80% of the population would need
to be vaccinated to reach the herd immunity'2.

About vaccines?

As of April 2021, 16 vaccines are authorized by at
least one national regulatory authority for public use:
three RNA vaccine (Pfizer-BioNTack and Moderna),
seven conventional inactivated vaccines (BBIBP-
CorV, CoronaVac, Covaxin, WIBPCor V,
CoVIVAC, Minhai-Kangtai and Qoz), five viral
vector vaccines (Sputnik Light, Sputnik V, Oxford-
Astra Zeneca, Convidecia and Johnson & Johnson)
and two protein sub unit vaccine (EpiVac Corona and
RBD-DIMER).
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In total, as of March 2021, 308 vaccines candidates
are in various stages of development, with 73 in
clinical research, including 24 in phase (I), 33 in
phase (II), trials and 16 in phase (III) development.
But there is a great problem that the vaccine
distribution and vaccination is not uniform
worldwide!*,

Up to 3™ June 2021, out of total COVID vaccine
administered 37.8% & 48.04% received by high
& upper middle class income countries
respectively and only 14.38% and 0.30% by lower
middle and less income countries!®>. How great the
inequity is?

Conclusion:

We have now multiple effective vaccinations but the
distribution is not uniform. It is global concern to
make it uniform. We have to revemboer that the
world is a global villege As long as there are
unvaccinated population in the world, SARS-CoV-2
will continue to spread and mutate and additional
variant will emerge to make the vaccine ineffective,
at least partially. Regular update of vaccine is
necessary and booster doses should be provided
regularly. Other preventive measures should be
followed until this pandemic end and pople should be
motivated by all means to follow health advices and
to take vaccine in time.
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The Relationship between Vitamin D, HbA1C and Their Association
with Chronic Complications of Diabetes in Patients with Type-2
Diabetes Mellitus with Low Vitamin D Level

Anar F!, Pathan MF?, Parvez AA?

Abstract:

Background:Vitamin D deficiency is considered to be a potential risk factor for developing diabetes and associated
vascular complications in several studies. We studied diabetic patients with low vitamin D level and assessed the
correlation between HbA1C and microvascular and macrovascular complication. Methods:In this cross-sectional study,
we evaluated data of 57 patients from medical records who were admitted to the Endocrinology department of BIRDEM.
All of them were Type 2 diabetic patients with either vitamin D insufficiency or deficiency. The correlation between
25(OH) vitamin D level, HbAlc and both microvascular and macrovascular complications were explored. Results: In this
study, the highest number of patients were found in the age group 41-60 years, and it was 24(41.2%). Among the study
population, 40 patients (70%) were found to be Vitamin D deficient(<20ng/ml), and they were mostly female(72%).
Nephropathy was the most frequent microvascular complications found in 22(38.6%) patients, and 21(36.8%) patients
had Ischaemic heart disease, which was the most common macrovascular complications. A significant negative
correlation was found between Vitamin D level and HbA1¢(P=0.045,r = -0.267). In multivariate analysis, low vitamin D
level was significantly associated with the development of neuropathy(P=0.011). Conclusion: The study’s findings indicate
that low Vitamin D level is inversely related to glycaemic status and also associated with the development of neuropathy.

Keywords: Chronic complications, Diabetes Mellitus, HbA1C, Vitamin D deficiency

Introduction:

Vitamin D deficiency is considered a highly It is well established that the development of both
prevalent condition worldwide.It is estimated that microvascular and macrovascular complications play
around 1 billion people globally suffer from vitamin a crucial role in the mortality and morbidity of
D deficiency or insufficiency'-2. Hypovitaminosis D diabetic patients. So early detection and prevention of
has been thought to play an important role in the complications is the ultimate target of glycaemic
pathogenesis of both communicable and non- control. There is some evidence that Vitamin D
communicable diseases®. Diabetes Mellitus, one of deficiency is associated with the progression of
the important non-communicable diseases, is Diabetic Kidney Disease (DKD), and the rate of
expected to be the 7th leading cause of death by hypovitaminosis D is significantly higher in this
2030, according to The Diabetes Mellitus, one of the group of patients’. In a study, the severity of
important non- communicable diseases, is expected retinopathy is dependent on the degree of vitamin D
to be the 7th leading cause of death by 2030, deficiency®.

according to The World Health Organaization®.

According to several studies, there is an association

between congestive heart  failure and vitamin D

deficiency’ and reduction of blood pressure was also

observed after Vitamin D supplementation®. It is

being established that the development of both
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So, herein, we tried to explore the association
between vitamin D deficiency, glycaemic status and
development  of  both  microvascular  and
macrovascular complications in type 2 diabetic
patients.

Materials and methods:

Design of the study

A cross-sectional study was done with the medical
records of 57 patients of Endocrinology inpatient of
BIRDEM General Hospital between January-June
2018. The central database for patient’s medical
records was used for data collection. After fulfilling
the selection criteria, type 2 diabetic patients with
newly detected vitamin D deficiency or insufficiency
not on a supplement were enrolled in this study by
convenience sampling. Patients previously diagnosed
as having Vitamin D deficiency or insufficiency
receiving supplements, active infection, acute kidney
injury, liver disease, primary hyperparathyroidism,
osteoporosis were excluded from the study.

From medical records history, physical examination
and laboratory findings were obtained (age, sex,
blood pressure, BMI, fasting and 2hrs postprandial
blood glucose, HbA1C, S. creatinine, urine for
microalbumin, eGFR, fasting lipid profile, 25(OH)
vitamin D level, ECG and Echocardiography, Duplex
imaging). Nephropathy was diagnosed in patients
having microalbuminuria 30-300mg/day. For a
diagnosis of retinopathy, all patients underwent an
ophthalmologic examination by an experienced
ophthalmologist. Diabetic retinopathy
categorized as Non-proliferative diabetic retinopathy
(NPDR) or Proliferative diabetic retinopathy
(PDR) according to the presence of retinal
neovascularization.  Peripheral neuropathy was
diagnosed  clinically by  abnormalities in
monofilament (Semmes-Weinstein monofilament of
5.07/10 g) testing and vibrating tuning fork (128 HZ).

was

Ischemic heart disease (IHD) was considered in a
patient with a history of classic symptoms of
Ischaemia evident by ECG, Echocardiography in
appropriate cases or on treatment. Peripheral vascular
disecase (PVD) was diagnosed by suggestive history
and diminished peripheral pulses clinically and
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duplex Imaging in selected cases. The patients having
a history of TIA, cerebrovascular insufficiency or
previously diagnosed and on treatment
considered in the category of Cerebrovascular
disease(CVD).25(OH) vitamin D level was assessed
using ELISA technique and <20 ng/ml
considered as deficiency, 21-30 ng/ml
considered as insufficiency and >30 ng/ml is
considered as sufficient state?.

were

was
was

Statistical analysis:

Statistical Packages for Sciences(SPSS)
Windows software was used for data analysis after
proper verification, editing and coding. The nominal
variables were presented as number and percentage.
The relationships between nominal variables were
done by the Chi-square test. The correlation between
Vitamin D and HbA1C was evaluated by Pearson’s
correlation test. Two-tailed P value <0.05 was
considered statistically significant.

Social

Results:

In this study, the highest number of patients were
found in the age group 41-60 years, and it was
24(41.2%). 22(38.60%) patients were from 60-80
years group, and 9(15.8%) patients from age group
20-40. Only 2(3.5%) patients were found to be aged
> 80 years. There were 41(71.9%) female and
16(28.1%) male patients. The mean 25(OH) vitamin
D level was 18.20 ng /ml, and 40(70.2%) patients
were found to be vitamin D deficient, and 17(29.8%)
patients were vitamin D insufficient. Regarding the
distribution of the study population according to
HbAI1C level, it was evident that around 46% of
patients were in the category of HbA1C between 7-
10%.About 38% of patients had HbA1C >10% and
only 16% of patients achieved the glycaemic target of
HbAlc <7%.This result, as a whole, reflects a poor
glycaemic status among the study populations.

In our study, a significant negative correlation was
found between HbAlc and 25(OH) vitamin D level
(P-value = 0.045, r = -0.267), indicating that vitamin
D deficiency is associated with poor glycaemic
status.
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Table 1: Distribution of subjects by age, gender
and vitamin D level (n=57).

Variable Frequency Percentage
Age (Years)
20-40 9 15.8
41-60 24 41.2
61-80 22 38.6
>80 2 35
Gender
Male 16 28.1
Female 41 71.9
25(OH) vitamin D
status
Deficent 40 70.2
Insufficient 17 29.8
50.0
45.0
40.0
35.0
30.0
25.0
20.0
15.0 -
10.0
50
00
<7 7-10 >10

Figure 1: Distribution of study population
according to HbAlc level.

Among the patients, 47% of patients presented with a
single complication, either macrovascular or
microvascular,25% of patients presented with
multiple(>1) complications and no complications
were found in 28% of patients

RZ Linear = 0.071
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Figure 2: Correlation between HbAlc and vitamin
D deficiency.

Nephropathy was found to be the most frequent
microvascular complications (31.6%), and Ischaemic
heart disease was found to be the most frequent
(22.8%) macrovascular complications among the
patients.

ENo =single ®=multiple

Figure 3: Distribution of patients according to
number of complications
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Table 2: Association between vitamin D deficiency and chronic complications of diabetes

Complications Presence Vitamin D deficiency
(N=40)
Retinopathy Yes 6(10.5)
No 34(59.6)
Nephropathy Yes 18(31.6)
No 22(24.6)
Neuropathy Yes 12(21.1)
No 28(49.1)
Ischaemic heart disease Yes 13(22.8)
No 27(47.4)
Cerebrovascular disease Yes 3(5.3)
No 37(64.9)
Peripheral vascular disease . Yes 1(1.8)
[ Mo 30(68.4)

Vitamin D insufficiency Total P value
(N=17) (N=57)

0(0) 6(10.5) 0.091
17(29.8) 51(89.5)

4(7.0) 22(38.6) 0.128
13(22.8) 35(61.4)

0(0) 12(21.1) 0.011%*
17(29.8) 45(78.9)

$(14.0) 2136.3) | 0297
9(15.8) 36(63.2)

1(1.8) 4(7.0) 0.827
16(28.1) 53(93.0)

0(0) 1(1.8) 0511
17(29.8) 56(98.2)

In our study, a significant positive association was found between vitamin D deficiency and peripheral neuropathy

by the Chi square test (P value=0.011).

Discussion:

Among our study population, 41.2% of patients with
low vitamin D level was found in the age group 41-
60 years which shows that the possibility of vitamin
D insufficiency or deficiency increases with aging .
A cross-sectional study also found that the mean
value of vitamin D declines with increasing age’. But
another study showed that vitamin D deficiency was
more prevalent in younger adult patients (30-40
yrs)!%. In this study, among 57 enrolled patients, the
mean vitamin D level was 18.20 ng/ml. Around 70%
of patients were vitamin D deficient, and 30% of
patients were vitamin D insufficient. In a study
conducted among newly diagnosed type 2 diabetic
patients, where 30% of patients were found to be
vitamin D deficient, indicating better vitamin D
status than our study population''. Women were
predominantly found to be vitamin D deficient in our
study, and it was 72% (41). This finding corresponds
with a study where the female gender was associated
with lower vitamin D levels (14.5+10.9
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vs15.949.5,p=0.007) and independently associated
with severe vitamin D deficiency(41.9% vs
30.4%,p<0.001)"2.

In our study, a significant negative correlation was
found between HbAlc and 25(OH) vitamin D level
(P-value = 0.045,r = -.267). A study done in South
Asians in UK showed that HbAlc was higher
(8.11£1.11%) in women with vitamin D deficiency
(<12.5 nmol/l), which also indicates a negative
correlation between HbAlc and hypovitaminosis
D."3. Another study done in diabetic patients of Jazan
city, Saudia Arabia, showed a significant negative
correlation between 25 hydroxyvitamin D and
HbA1C™,

Nephropathy was found to be the most frequent
microvascular complication (31.6%), and Ischaemic
heart disease was found to be the most frequent
(22.8%) macrovascular complications in our study.
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According to several studies, the high prevalence
(58.6%) of micro or macroalbuminuria observed in
diabetic patients is alarming and indicates an
impending pandemic of diabetic renal diseases!>!’.
In another study, there was a high prevalence of
vitamin D deficiency and insufficiency in individuals
with diabetes, and there was an independent
association between vitamin D deficiency and the
presence of nephropathy'®. Evidence from the Heart
and Soul study showed that 25 hydroxyvitamin
D level under 20ng/ml were independently associated
with adverse cardiovascular events (hazard ratio
=1.30, 95% confidence interval:1.01, 1.67)"°. But
our study failed to prove any significant association
between hypovitaminosis D and nephropathy or
ischaemic heart disease.

Regarding association between vitamin D deficiency
with presence of chronic complications of diabetes, a
significant positive association was found between
vitamin D deficiency and the development of
neuropathy (P value= 0.011). Similar findings were
supported by a meta-analysis that showed that
vitamin D deficiency was significantly associated
with diabetic peripheral neuropathy in patients with
type 2 diabetes mellitus.?’. Several other studies also
supported this fact>'?2. A separate study showed that
treatment with vitamin D could delay the onset of
neuropathy?’. The limitations of our study were the
small sample size which was not representative of the
Bangladeshi population, and it was a single-centre
study.

Conclusion:

Vitamin D deficiency 1is inversely related to
glycaemic status and significantly associated with the
development of diabetic peripheral neuropathy. So, a
large scale prospective study should be conducted
to find out the association between vitamin D
deficiency and the development of microvascular or
macrovascular complications in diabetic patients.
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Cranial CT Scan for Prediction of Short-Term
Outcome in Primary Intracerebral Haemorrhage

Wazib A', Mamun KAA?, Rahman S?, Ahammad B*, Kamal FN®

Abstract:

Primary intracerebral haemorrhage remains the deadliest and most disabling form of stroke worldwide with high early
mortality. The aim of this study was to establish the importance of CT scan as a reliable predictor of short term mordity
and mortality in patients with primary intracerebral haemorrhage. This was a hospital based follow-up study conducted
on 96 patients with primary intracerebral haemorrhage. Mean age of the patients was 67.4 + 12.8 years. Headache and
hemiparesis/plegia were the most frequent presenting features. Three-fourths of the study participants were hypertensive
haemorrhages. Putamen was the most frequent location. Ventricular extension, midline shift and haematoma volume >60
cc observed in cranial CT scan were associated with higher short-term morbidity & mortality.

Keywords: Primary intracerebral haemorrhage, ventricular extension, haematoma volume

Introduction:

Stroke ranks first among all the neurologic diseases
of adult, both in frequency and importance. At least
half of the patients with a neurologic disorder
attending general hospitals suffer from stroke!.

Haemorrhagic stroke constitute approximately 20
percent of total stroke patients?, majority being
intracerebral haemorrhage (ICH).
Most of the spontancous ICH cases are primary
ICH, defined as spontaneous ICH not arising from
vascular malformations, neoplasms, haemorrhagic
disorders or anticoagulant or fibrinolytic drugs®.

spontaneous
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It presents with sudden focal neurological deficit or
reduced level of consciousness®. Primary ICH
accounts for approximately 10 to 15 percent of all
strokes?®.

Overall incidence of primary ICH is approximately
0.25 per 1000 person-years, higher among Asians,
0.5 per 1000 person-year’. Prevalence of stroke in
Bangladesh is approximately 3 per 1000 person-year
overall and 10 per 1000 person-year in people aged
>70 years’. No documented data on incidence of
primary ICH in Bangladesh is available. ICH
comprised 31 and 28 percent of all stroke patients in
studies conducted in Bangladesh’ and Pakistan'?,
respectively.

CT scan occupies the foremost position for rapid
diagnosis of ICH. It is more sensitive for acute
haemorrhage than routine magnetic resonance
imaging (MRI)!". It can detect acute haemorrhage of
>1cm diameter'2. CT scan is widely available, even at
district level, in Bangladesh. The cost is far cheaper
than that of MRI as well.
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Figure-1: Location of primary ICH in study
subjects (n=96)

Immediate prognosis of primary ICH is grave, 30-
35% die within 1 month, most of them within the first
week!. Despite the high mortality, greater degree of
functional observed among the
survivors. This is largely because of the fact that
haemorrhage pushes the brain tissue aside, rather
destroying it, as happens in infarction. So short term
mortality and morbidity can be considered as a
reliable parameter of the overall outcome in primary
ICH.

restoration is

in CT
ventricular extension'®, midline shift'"?

scan of head:
and ICH
volume >60 cc'* in primary ICH were found to be
associated with poor outcome in a number of studies.
There is no comprehensive study on Bangladeshi
population taking all three of these parameters in
account. Hence, this study was conducted to establish
the importance of CT scan as a reliable predictor of
short-term outcome (morbidity and mortality) within
the first week in primary ICH.

Certain features found

Materials and methods:
This a hospital-based prospective study
conducted on 96 primary ICH patients admitted in a

was

tertiary level teaching hospital in Dhaka, Bangladesh.
Brainstem'3 and cerebellar!® ICH were excluded from
the study as infratentorial ICH bears grave prognosis
irrespective of the CT scan features of interest in this
study. Hemorrhagic and ICH patients
undergoing neurosurgical interventions were also
excluded. Informed consent was taken from every
participant before enrollment.

infarcts
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CT scan features: ventricular extension, midline shift
and haematoma volume >60 cc were taken as
independent variables. Mildine shift was defined as
Displacement of the midline brain structures (septum
pellucidum, pineal gland and/or third ventricle)
towards the opposite cerebral hemisphere. It is
measured by the maximum distance between
displaced midline structures and an
straight line from frontal eminence to occiput and
considered significant if >3 mm!'’. Haematoma

imaginary

volume was calculated with ABC formula!®.

Clinical outcomes during the first week: Mortality,
Glasgow coma scale score at the end of first week
and neurological deterioration were taken as
dependent variables. Neurological deterioration was
defined as deterioration of GCS score by > 2,
development of new focal neurological deficits or
deterioration of the existing neurological deficits
during the first week!®. Association between the CT
scan features and the clinical outcomes were
assessed.

The data analysis was done manually using standard
statistical procedures. Statistical Products and Service
Solutions (SPSS) version 20 was used whenever
required and also to crosscheck the
Associations were expressed in terms of risk ratio
and considered statistically significant if p-value was

results.

< 0.05 in chi-square test.

H None

Isolated ventricular

g 3 38 extension (VE)
0,
(8%) (3%) (40%) B [solated midline shift
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B [solated ICH volume
60 ml

v

>
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4
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o
ICH> 60 ml + VE
VE + MS + ICH > 60 ml

Figure-2: Distribution of CT scan features of interest
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Results:

96 primary ICH patients were included in the study.
Fifty four (56%) were males and 42 (44%) were
females. Majority of cases aged more than 60 years
(75%). Hypertension was found in 75% of patients.

Smoking was a major risk factor in males (59%).
Family history of stroke and previous stroke were
other risk factors found in both sexes.

Headache is the most frequent complaint (80%).
Hemiparesis/plegia was the next common presenting
feature and most frequent focal neurological deficit
(73%). Vomiting was common also (58%). Other
presenting features included impaired consciousness
(26%),dysphasia/aphasia (16%) and convulsion (7%).

Putamen was the most favoured site of primary ICH
among the study participants (55%), followed by
frontal lobe (26%) [Figure-1].

CT scan of 40% patients did not have any of
ventricular extension, midline shift or haematoma
volume >60 cc. Percentages of participants having
ventricular extension, midline shift and haematoma
volume > 60 cc were 31, 32 and 33, respectively. 26
(27%) had one of these features, while 29 (30%)
showed combination of two. All of these features
were found in 3 (3%) participants [Figure-2].

A GCS score <9 at the end of first week was found in
28 (29%) subjects. Thirty participants (30%)
deteriorated neurologically during the first week.
Overall mortality within that period was 23 (24%).

Table I: Outcome in patients with ventricular
extension, midline shift and haematoma
volume > 60 cc

CT scan Number GCS Neurol  Mortality
features of cases <9 deter.

None 38 (40) 3 (11) 3(10) 2 (9)
VE 30(31)  14(50)  14(47) 11 (48)
MS 31(32)  14(50)  15(50) 14 (61)
ICH>60cc 32 (33) 14(50) 16(53) 12 (52)
Total 96 28 30 23

(Percentages are given within parenthesis)
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Each of ventricular extension, midline shift and
haematoma volume >60 cc was present in 50% in
participants with GCS score <9 at the end of first
week. Among study subjects who deteriorated
neurologically during that period, percentages of
these features were 47, 50 and 53 respectively. These
features were detected in 48%, 61% and 52%,
respectively, who died within 7 days [Table-I].

Ventricular extension was associated with higher
proportion of GCS score <9 on day 7. Neurological
deterioration was also found more in these patients. A
higher mortality was observed in these patients
[Table-I1].

A higher proportion of GCS score <9 at day 7 was
observed in patients with midline shift. Neurological
deterioration was also found to be more in these
patients. Mortality was higher in these study subjects.
[Table-III].

GCS score <9 on day 7 was found at higher
proportion among the study subjects with ICH
volume >60 cc. Neurological deterioration was also
found more among them. Mortality was higher in
these participants. [Table-IV].

Table II: Association of ventricular extension with
outcome (n=96)

Outcome Vent Ext Risk 95% p-
ratio CI value
Yes No
GCS <9 14 14 2.2 1.2-4.0 0.01
>9 16 52
Neurodete  Yes 14 16 1.9 1.1-34 0.03
No 16 50
Yes 11 12 2.0 1.0-4.0 0.05
Mortality
No 19 54
Discussion:

Mean age of the primary ICH patients in this study
was 67.4 £ 12.8 years, 75% being >60 years. Number
of males was more than that of females. The age &
gender distribution was similar to that of most of the
previous studies conducted in Bangladesh*?° and
India?'.
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Majority of the cases were hypertensive ICH (75%).
This finding is consistent with that of Kase”* and
Ropper!.

Headache was the most frequent presenting feature
followed by hemiparesis/plegia, vomiting and
impaired consciousness. Siddique? and Al-Dahhan??
found similar results in primary ICH, though
proportion of patients presenting with deteriorated
consciousness was lower in this study. Exclusion of
brainstem and cerebellar ICH might explain this
discrepancy.

Putamen was the most favoured site for hypertensive
ICH (71%), like described by Lindsay?* and Ropper!.
But it was higher than that found in a study in
Pakistan®. On the other hand, most of the non-
hypertensive ICH (92%) were found to be lobar. This
distribution was higher than found in studies in
India?® and United States?’. Most of the patients in
this study were of >70 years age. So amyloid
angiopathy could be responsible for majority of the
non-hypertensive ICH in this study. This explains the
high incidence of lobar haemorrhages in non-
hypertensive cases.

Ventricular extension was found in 31 percent
patients, which is consistent with most other
studies?®?°. The percentage of patients having midline
shift and those having hamatoma volume >60 cc were
32 and 33 respectively, similar to the study by
Flemming!® and Chiewvit!?.

Regarding overall outcome, GCS score <9 at the end
of the first week was found in 29 % study
participants. 30% patients deteriorated neurologically
over the first week. Overall mortality was 24%.
Similar outcome regarding morbidity was observed
in studies on primary ICH patients conducted by
Mayo Clinic*®°, but mortality was lower in our study.
Exclusion of cerebellar and brainstem ICH explains
the lower mortality in these study.

Table III: Association of midline shift with
outcome (n=96)

Outcome Midline Risk  95% p-
shift ratio CI value
Yes No
GCS <9 14 14 2.0 1.2— 0.02
3.8
>9 17 51
Neuro  Yes 15 15 2.1 1.1- 0.03
dete 3.4
No 16 50
Morta  Yes 13 10 2.7 1.4- 0.05
lity 5.5

No 18 55

Ventricular extension was associated with higher
proportion of GCS score <9 at the end of first week
and neurological deterioration and mortality during
this period. This finding was consistent with that of

numbers of previous studies!®!43°

Midline shift also had statistically significant higher
proportion of GCS score <9 on day 7 as well as
neurological deterioration and mortality within the
first week. Similar results came out in studies in West
Bengal?! and in Spain’!.

GCS score <9 was found in higher proportion of
patients with haematoma volume >60 cc, which is
consistent with the results of studies by Flemming!’
and Hemphill*2,

Table IV: Association of haematoma volume > 60
cc with outcome (n=96)

Outcome ICHvol Risk 95% CI p-

=60 cc ratio value
Yes No

GCS <9 14 14 20 1137 0.02
>9 18 50

Neurodete Yes 16 14 23 1.34.1 <0.01
No 16 50

Mortality  Yes 12 11 2.2 1.1-44  0.03
No 20 53
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Percentage of neurological deterioration and
mortality were also significantly higher in these
patients. Franke found similar results regarding
neurological deterioration and mortality'3. Two
different studies in Siriraj Hospital in Thailand'® and
in University of California in USA3? revealed similar
results.

Conclusion:

Ventricular extension, midline shift and haematoma
volume >60 cc are associated with higher proportions
of GCS score <9 at the end of the first week after
onset, and neurological deterioration and mortality
within this period in the patients with primary
intracerebral haemorrhage. Findings of cranial CT
scan on admission can be used as a reliable predictor
of short term morbidity and mortality in patients with
primary intracerebral haemorrhage. Further research
on this topic with a larger sample and longer follow-
up is recommended.

Limitations:

A relatively small sample size was a limitation of this
study. Besides, the assessment period was short also.
Moreover, Confounders like metabolic disturbances,
especially hyperglycaemia and electrolyte imbalance,
those had the potential to influence the clinical
outcome, were not matched or excluded in this study.
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Strain Elastography Ultrasound: It’s Potential Role in Assessment
of Malignant Breast Lesions with Histopathological Correlation

Yasmin T', Shimu F?, Amin MB?, Akter N*, Faria S°

Abstract:

Background: Breast cancer remains a worldwide public health problem & considered to be the primary women’s cancer
that causes high morbidity & mortality. So efficient evaluation and prompt diagnosis are necessary to rule out
malignancy. Knowledge of the specific ultrasonogram elastographic characteristics of malignant breast lumps can be
offered as a viable alteration to biopsy and imperative for optimal patient management. Objective: To determine the
validity of ultrasound elastography strain ratio in diagnosis of malignant breast lesions by detecting the sensitivity,
specificity, positive predictive value, negative predictive value and accuracy of ultrasound elastography in assessment of
malignant breast lesions. Materials and methods: This cross sectional study was done in the department of Radiology and
Imaging. A total number of 104 patients who were included in this study. Data on clinical presentation, ultrasonographic,
sonoelastographic findings including histopathological report were collected and documented in structured forms..
Results: The study was done in 104women of 19-60 years of age with the mean age of 34.65+5.5 years. Sonographically 24
lesions were diagnosed as malignant also having higher elastography strain ratio(8.1 +1.38), out of these 20(83%) cases
were proven malignant histopathalogically with sensitivity of 80%, specificity 94.9%, positive predictive value 83.3%,
negative predictive value 93.7% and accuracy 91.3%.case. Out of Sonographically diagnosed 80 other than malignant
lesions also having lower elastography strain ratio (2.73 +0.87), 75(94%) were proved histopathalogically. With these
criteria for diagnosis of other than malignant lesion, sensitivity was 94.9%, specificity 80%, positive predictive value
93.7%, negative predictive value 83.3% and accuracy 91.3%. Conclusion: Strain elastography ultrasound findings of
malignant breast lesions correlated well in most of the cases with the histopathological results. So it can be suggested that
ultrasound strain elastography is a promising new approach for diagnosis of breast malignancy.

Keywords: Ultrasound, elastography, malignant breast lesion.

Introduction:

Breast cancer is by far the most common cancer in middle-aged women and cancer in older women'.
females of both developed and developing countries. Breast cancer is one of the most common cancer in
The most common breast lump by age fibroadenoma women, accounting for 21% of cancer diagnosed? and
in young women, cystor fibrocystic changes in causes high morbidity and second most common

cause of cancer-related mortality®. Recent research on
service  screening  programs  suggests that
participation in modern, organized service screening
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There are many imaging modalities for detecting
breast lump. But mammography and sonography are
currently the most sensitive modalities. For early
detection of breast cancer, mammography is currently
the most widely used screening modality, but it has a
low negative predictive value. In patient with
palpable abnormalities of the breast, false-negative
rate for mammography has been reported to be
18%°. Therefore, many masses referred for breast
biopsy on the basis of mammography findings are
actually benign.

In the absence of a lesion, biopsy is still performed
for clinically questionable palpable abnormalities
because of the reported false-negative rate of
mammography .Because clinical breast examination
is not absolute, many surgeons liberally performed
biopsies. But the biopsies result for cancer is only
10% to 30%°. This means that 70% to 90% of
breast biopsies are performed for benign diseases
which induce unnecessary patient discomfort and
anxiety in addition to increase cost to the patient.
Moreover, increase in breast tissue density reduces
the diagnostic accuracy of breast cancer in
mammography, especially in younger females’.
Thus, as the proportion of glandular breast tissue
rises, other imaging methods are required®. Gray-
scale ultrasonography is a valuable adjunct to
mammography and other breast imaging methods,
affording highly sensitive assessment of breast
masses’!!. However, ultrasonography is strongly
subjective and poorly specific!>!'4. Therefore, there is
a great need for development of additional reliable,
noninvasive, cost effective method helping to
diagnose malignant breast lesions, thus reducing the
number of unnecessary interventional diagnostic
procedures.

Recently, sonoclastography, which estimates tissue
strain has been used as an adjunct to the conventional
ultrasound B- mode examination for diagnosis of
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breast lesions which improves the diagnostic
reliability of sonography, increases specificity and
allows better assessment malignant focal lesions.
Therefore, the number of false-positive findings in
breast lesion diagnosis was able to be reduced by
using ultrasound elastography!'*-'8.

Elastography is the technique of imaging the
hardness of soft tissue. Strain images display the
relative stiffness of lesions compared with the
stiffness of surrounding tissue. Stiffer areas deform
less easily than do their surroundings and whereas
softer areas deform more easily than do their
surroundings. Malignant masses are typically less
compressible and benign masses deform easily'®. The
interpretation criteria in elastography consist of the
qualitative parameter elasticity score (ES) and the
quantitative parameter strain ratio (SR). Calculation
of the SR value is based on determining the average
strain measured in a lesion and comparing it to the
average strain of a similar area of fatty tissue in the
adjacent breast tissue. The strain ratio (SR) reflects
the relative stiffness of the lesion. Probability of
malignancy increases as the strain ratio (SR) value
increases?. Tissue elasticity imaging is performed
with a conventional ultrasound probe and does not
require additional equipment.

The current prospective study aimed to evaluate the
diagnostic yield of ultrasound elastography using
strain ratio (SR) for diagnosis of malignant breast
lesions in comparison with histopathological
examination.

Materials and methods:

This cross-sectional study was carried out in the
department of radiology and imaging department of
Enam Medical College and Hospital during July 2016
to June 2017. This study was carried out on
consecutively selected 104 patients ranging from 19-
60 years having breast lump with the mean age of
34.65+5.5 years.
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After consent taken from all, patients underwent
radiological workup included B-mode
ultrasonography and ultrasound elastography. Using
B-mode imaging, morphological characteristics of
lesions were determined.

All elasticity images were obtained with a system
that consisted of a digital US scanner. The US probe
was a 7.5-MHz linear electronic probe. The top of the
region of interest (ROI) included subcutaneous fat
and the bottom included the pectoral muscles and
lateral borders were set >5 mm from the lesion’s
boundary. The strain index, defined as the fat to mass
strain ratio (SR) that indicated mass stiffness, was
evaluated. One ROI was placed in the focal lesion
and the reference ROI was placed in the surrounding
normal tissue, preferably in the same depth as the
lesion. The strain ratio (SR) was automatically
calculated by the elastography software. The
likelihood of malignancy was established based on
Ultrasound Elastographic criteria was higher strain
ratio. Finally ultrasound elastographic finding the
strain ratio of breast lesions were correlated with
histopathological reports.

The results were statistically analyzed using SPSS
software statistical computer package version 20 for
quantitative data. For the wvalidity of the study
sensitivity, specificity, positive and
negative predictive values and accuracy were
calculated out after confirmation of the diagnosis
histopathalogically.

outcome
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Observation and results:

A total 104 consecutive cases were selected who
were clinically suspected of having breast lump.
Mean age of the patient was 34.65+5.5 years ranging
from 19 to 60 years. 100% cases were presented with
the complain of lump in the breast, 67% cases
complained for mastalgia, 12% presented with nipple
discharge, 14% cases with nipple retraction,l1%
presented with skin changes, and 24% presented with
palpable axillary lymph node. (Table I)

Table I: Distribution of respondents according to
clinical features. (n= 104)

Clinical features No of Percentage
respondents

lump 104 100
Mastalgia 70 67
Nipple discharge 13 12
Nipple retraction 15 14
Skin change 12 11
Palpable lymph node 25 24

Sonographically malignant masses were diagnosed
in 24 cases having following common criteria — IlI-
defined margin in 20(83%) cases, irregular shape in
19(79%) cases. 21(88%) cases having more hypo to
anechoic  echogenicity. Heterogeneous
echoes were seen in 18(75%) cases. Bilateral edge
shadow and compressibility were seen only in 22
(92%) cases. 23(96%) cases showed architectural
disruption. (Table II & figure 1)

internal



DCIMCIJ 2021 January;8(1):29-38

Table II: Distribution of respondents according to
morphological sonographic features of
malignant masses. (n=24)

Morphological No of Percentage
sonographic criteria respondents

Margin

Well defined 4 17
111 defined 20 83
Echogenicity

Hypoechoic 3 12
More hypoechoic to 21 88
anechoic

Shape

oval and round 5 21
irregular 19 79

Internal echoes

heterogeneous 18 75
homogeneous 6 25
Bilateral edge shadow

Present 2 8
Absent 22 92

Architectural disruption

Absent 1 4
Present 23 96
Compressibility

Present 2 8
Absent 22 92

32

Sonographically, other than malignant lesions
were diagnosed in 80 cases. Common sonological
criterias were — well defined margin in 65(81%)
cases, 50(63%) cases were hypoechoic in
echotexture. Oval and round shape was present in
66(83%) cases and homogeneous internal echo  was
seen in 60(75%) cases. 67(84%) cases showed
bilateral edge shadow where 70(88%) cases
showed compressibility. 65(81%) cases showed no
architectural disruption. (Table III & Figure2)

Table III: Distribution of respondents according
to morphological sonographic features of
other than malignant masses (n= 80)

Morphological No of Percentage
sonographic criteria  respondents

Margin
Well defined 65 81
111 defined 15 19

Echogenicity
Hypoechoic 50 63
Isoechoic 5 6
Hyperechoic 20 25
more hypoechoic to 5 6
anechoic
Shape

oval and round 66 83
irregular 14 17

Internal echoes
homogeneous 60 75
heterogeneous 20 25

Architectural disruption
Present 15 19
Absent 65 81
Bilateral edge shadow

Present 67 84

Absent 13 16
Compressibility

Absent 10 12

Present 70 88
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Fig: 3 Lower Strain ratio of other than malignant
breast lesion

Fig:2 USG of other than malignant breast lesion

80 cases were diagnosed as other than malignant
masses with morphological sonographic criteria also
shown lower strain ratio (Mean SR 2.73+0.87) in
ultrasound elastography where as  Sonographically
diagnosed 24 cases of malignant masses shown

higher strain ratio ( Mean SR0.8.1+1.38). Strain ratio
of malignant lesions was significantly (P<0.0001)
higher than that of other than malignant lesion when
cut off value 4.4 was used ( Table IV & figure 3 & 4)

Fig: 4 Higher Strain ratio of malignant breast
lesion

The sonoelastographic criteria used for diagnosing
malignant masses was higher strain ratio (Mean SR

Table 1IV: Strain elastographic ultrasound ) . . -
- . . 8.1£1.38). After histopathological correlation with
Findings (strain ratio -SR): C o
this criteria it was found to be true positive in 20
Data Findings P value cases, true negative in 75cases, false positive in 4
(<0.05) cases and false negative in 5 cases giving a sensitivity
Strain ratio 0fs°“9graphlcally other Mean SR of 80%, specificity of 94.9%, positive predictive
than malignant lesions (n- 80) 21;73i0.887R 0.0001 value of 83.3% and negative predictive value of
<0. . .
Strain ratio of S hicall ](\/IOWE;R ) 93.7%. Overall diagnostic accuracy of the test was
rain ratio or Sonograpnically can o
malignant lesions ( n -24) 0.8.1+£1.38 91.3%. (Table V)
(Higher SR)
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Table V: Accuracy of higher sonoelastographic strain ratio (SR) in diagnosis of malignant breast lesions.

No of TP TN FP FN SS SP PPV NPV Accuracy
respondents
24 20 75 4 5 80% 94.9% 83.3% 93.7% 91.3%
Discussion:
Breast cancer is one of the most common comparable to those of others studies. Rahbar et al.?!

malignancies in female population. So early detection
& differentiation from other than malignant lesion is
mandatory to manage breast cancer. Benign breast
lesion are vastly more common than malignant
lesions and often require accurate diagnosis to rule
out cancer. Breast sonography has become an
indispensable tool in the evaluation of breast lesions.
However, ultrasonography is strongly subjective
and there is an overlap between the sonographic
appearances of benign and malignant lesions. So for
diagnosis of suspicious breast lesions, a large
proportion of biopsy are done in benign lesion.
Therefore, a noninvasive and reliable method
identifying  low-risk  lesions, and reducing
unnecessary interventional diagnostic procedures,
would be valuable. Ultrasound elastography with
measuring the mass/fat ratio (strain ratio) can be used
to differentiate benign from malignant solid breast
lesions.

The current study was performed to explore the
accuracy of strain ultrasound elastography using
strain ratio in detection of malignant breast lesions
with histopathological correlation. 104 women
attended in department of Radiology & Imaging,
EMCH, presented with breast lump were enrolled in
the study. Strain ratio of breast lesions were
measured with  Ultrasound elastography and
correlated with histopathological findings.

In our study sonological criterias for diagnosis of
malignant & other than malignant lesions were also
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found that the features most likely to predict a benign
diagnosis in solid masses were round or oval shape,
had a circumscribed margin, and had a width-to-
anteroposterior ratio greater than 1.4. These results
were also conformity to the results obtained by
Kailash et al??, Stavros et al!' and other studies® 4.
The typical of malignancy
irregular shape, irregular contour, hypoechogenicity,
a surrounding echogenic rim and posterior acoustic
shadowing!'!?*. According to Pande et al*® shape,

features include

margins, vascularity, surrounding tissue character,
sound transmission through the lump are more
significant in the diagnosis of benign vs. malignant
lumps.

We had shown that the mass/fat ratio using
ultrasound elastography (strain ratio), can be used to
detect malignant solid breast lesions and the most
useful and reproducible measure was the mass/fat
elasticity ratio. Breast fat tissue shows minimal
elastographic variability, and the elasticity values are
very low, supporting the use of fat tissue stiffness as
a comparator 2”28, The mass/fat elasticity ratio( strain
ratio) is not influenced by compression because
breast fat tissue and the lesion are subjected to the
same pressure.

In this study the quantitative ultrasound elastographic
criteria strain ratio (SR) was used for diagnosis of
malignant lesion and the study shown Strain ratio of
malignant lesions significantly (P<0.0001)
higher than that of other than malignant lesion when
cut off value 4.4 was.

was
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The sonoelastographic criteria used for diagnosing
malignant masses was higher strain ratio (Mean SR
8.1+1.38). After histopathological correlation with
this criteria it was found to be true positive in 20
cases, true negative in 75cases, false positive in 4
cases and false negative in 5 cases giving a sensitivity
of 80%, specificity of 94.9%, positive predictive
value of 83.3% and negative predictive value of
93.7%. Overall diagnostic accuracy of the test was
91.3%.

Our study was also comparable to other similar
studies. In support of the obtained results Mansour
and Omar?® found UE, using both qualitative and
quantitative methods can improve the specificity and
accuracy in the diagnosis of breast lesions. Fischer
et al3® documented that strain ratio calculation
contributes to the sonoelastography with high
sensitivity and allows significant differentiation
between benign and malignant breast lesions.

Alhabshi et al.’! found the sensitivity and specificity
of combined UE and conventional US were
significantly higher and the assessment with strain
ratio in UE were the most useful parameters in
differentiating between benign and malignant breast
lesions.

Zhang et al.’? evaluated ultrasound elastography (UE)

in differentiating breast tumors, found UE can
improve the specificity and accuracy of breast cancer.

Zhao et al.>* and Sayed et al.>* found the mean strain
ratios were significantly higher of malignant than
benign lesions and concluded that the strain ratio
could be more objective to differentiate the masses
when those masses were difficult to be judged by
using S-point scoring system in sonoelastographic
images. Others studies shown that
compression strain elastography could be improved

characterization of breast lesions as benign or
{3540

were also

malignan
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Conclusion:

Real time breast elastography is a fast, simple method
which can improve the sensitivity & positive
predictive value of conventional USG findings for
diagnosis of malignant breast lesion. So we can
conclude that ultrasound elastographic strain ratio of
breast lesions provides quantitative elasticity
information that can facilitate characterization of
malignant breast lesions and decreased unnecessary
invasive diagnostic procedures. Therefore, strain ratio
in Ultrasound Elastography can be used as an
improved complementary method along with other
imaging modalities for diagnosis of malignant breast
lesions.
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Post Mortem Evaluation of Sudden Infant Death
Syndrome (SIDS) in Medical College

Farooqui 1!, Islam MS?, Minar MAH?, Deb K*, Munalisa TA?

Abstract:

Infant mortality is always a major miserable event in every family. The event will be most unacceptable when the cause of
death could not be understandable, which is also called sudden infant death syndrome (SIDS). Such event is more
common in the development world. Data among the developing countries, like Bangladesh is insufficient. Hence this
retrospective, observational, cross-sectional study was conducted in MAG Osmani Medical College, Sylhet. 32 cases were
included in this study from the Registry of the Department of Forensic Medicine. Among 32, 28 cases were found to be
SIDS compatible. A maximum number of cases (12) appeared to be healthy or presented mild signs of a common cold,
and unexpectedly died while sleeping; 11 cases had a history of infection (5 cases had a respiratory infection and 6 had
gastrointestinal history); 3 cases showed cardiomyopathy with signs of pulmonary hypertension, and rest 2 cases were
compatible with suffocation. However, the data presented herein provide a brief survey rather than a conclusion. The
authors suggest that infants' unexplained death cases should undergo an in-depth autopsy routinely to evaluate the cause
and thus helps to make policy against SIDS.

Keywords: Infant, Death, SIDS

Introduction:
Sudden infant death syndrome (SIDS) is defined as infantdeath. SIDS is a complex, multifactorial
the sudden unexpected death of an infant, 1 year of disorder, the cause of which is still not fully
age with the onset of the fatal episode occurring understood. However, it is known that interactions
during sleep that remains unexplained after a between environmental and genetic risk factors may
thorough investigation, including the performance of be of critical importance in determining an infant’s
a complete autopsy and review of the circumstances actual risk of SIDS?.
of death and the clinical history!. It is an important
cause of infant mortality which in 2013 accounted for These may be due to naturally occurring diseases,
15,000 infant deaths worldwide'.Itcontinues to be accidents, or homicides. The neonatal period is the
one of the most common causes of post - neonatal time when both neonates and their parents are
distressed because neonates try to adjust to their new
1. Dr. Iffath Farooqui, Assistant Professor, Department of environment. Deaths in this period are of importance
Forensic Medicine, Sylhet Women’s Medical College. all over the world®. SIDS was the primary cause of
2. Dr. Md. Shamsul Islam, Associate Professor, Department of infant death in developed nations such as Europe and
Forensic Medicine, MAG Osmani Medical College. America where infectious diseases and malnutrition
have diminished, but it has been reported that the

3. Dr. Md. Abdul Hye Minar, Associate Professor, Department o .
of Forensic Medicine, Sylhet Women’s Medical College. SIDS incidence rate had decreased since the latter

half of the 1980s, as a result of the campaign to
4.  Dr. Kanta Deb, Associate Professor, Department of Forensic

- i prevent SIDS, which was run to advise people to stop
Medicine, Sylhet Women’s Medical College.

laying infants facedown, and to stop smoking and

5. Dr. Tasnuva Aziz Munalisa, Assistant Professor, Department bottle-feeding, which are considered as risk factors®.
of Forensic Medicine, Sylhet Women’s Medical College Research on its etiology has focused, at one end of
the spectrum, on causal mechanisms-forexample,

Correspondence: Dr. Iffath Farooqui
E-mail: iffath.swme@gmail.com inherited metabolic diseases and, at the other end,
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on infant care practices that may be potentially
protective or harmful, such as sleeping position®.

However, child deaths rarely come for autopsy
except those deaths raised the question of the cause
of death in hospital and also in the home through
legal procedure. Hence, publications regarding SIDS
are uncommon and time demanding.

Subjects and method:

This study was conducted from July 2014 to June
2016 at the Department of Forensic Medicine in
Sylhet M.A.G Osmani Medical College, Sylhet,
Bangladesh. This was a retrospective, observational
& cross-sectional study, that included the child below
the age of 12 months who died elsewhere and
investigated in the department to evaluate the cause
of death.

Data was collected from the departmental registry
and autopsy report from the departmental autopsy
registry book. The manner of death refers to the
circumstances that caused the decease which can be
either natural death (caused by an illness), accidental
(non-intentional caused by the forces of nature or
human beings), homicide (caused intentionally or
non-intentionally by a third party), understudy (if it
requires further investigation) or undetermined (it’s
not precise to establish the manner of death).

Result:

Among these 32post neonatal infants deaths, 18
(56.25%) were male and 14 (43.75%) were female.
All of the children were younger than 1 year old, with
a peak incidence of death between the second and the
fourth month of life. The place of death was home in
16 cases (50%), 10 cases in the hospital (31.25%),
and other location in 1 case (3.125%) and without
information in 5 cases (15.625%).The reports of the
infant's activity at the time of death show that 26
children died during sleep, 4 were without any
information, and 2 cases were reported as “other".
The manner of death results was natural deathin 20
(62.5%), in study 2 (6.25%),
indeterminate 4 cases (12.5%), violent accidental 2
cases (6.25%), violent homicide 2 cases (6.25%) and
violent indeterminate 2 cases (6.25%).

cases cases
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Table 1: Characterization of the 32 post neonatal

deaths:

Variables ‘ N (32) ‘ %
Sex
Male 18 56.25
Female 14 43.75
Place of death
Home 16 50
Hospital 10 31.25
Other location 1 3.125
Without information 5 15.625
Activity at the time of death
Sleep or rest 26 81.25
Activity in home 0 0

2 6.25

Other
Without information 4 12.5
Manner of death
Natural 20 62.5
Under study 2 6.25
Indeterminate 4 12.5
Violent-accidental 2 6.25
Violent-homicide 2 6.25
Violent-indeterminate 2 6.25

The summarized facts collected in the autopsy
protocols of 32 cases were revised for uniformity.
The causes of death, defined as disease or event that
triggers the sequence leading to death, were not
always found in the results of the autopsy.
Comparative results before and after an autopsy
showed in Table no. 2. The leading cause of death
was trauma in 10 cases before autopsy. The 2 cases
of suffocation caused by airway obstruction were also
noted under trauma in the autopsy report. Other
diagnoses were pneumonia (5 cases), congenital
malformations (7 cases), and 4 cases of intestinal
infection or disease, 2 cases of hepatic causes, 2 cases
of meningitis, and 1 case of influenza.
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There were 2 cases reported as “death in the study”,
which meant to be needed of further investigation to
find out the cause of death.

After the autopsy, the 4 cases with visible causes
were then disregarded, and with this information, a
first classification was done to see which cases were
compatible with SIDS. 28 cases in which the parents
have said they put the baby to sleep and later they
found the baby cold and cyanotic were selected;
some of these cases had a record with the baby
having an acute respiratory infection.

The 4 cases diagnosed had a probable cause of death:
1 trauma case confirmed to be nonrelated with
sleeping, 3 cases of infants severely sick that was
hospitalized with the diagnosis of sepsis and infection
(pneumonia). Among 28 SIDS compatible cases, 11
were deaths following an illness or symptoms of.

concern like respiratory (5 cases) or gastrointestinal
(6 cases) related, which had received medical
assistance in previous days.

There was also a case in which the child had a history
of heart disease and a cardiopathy was found in the
autopsy of an asymptomatic boy. Two cases were
compatible with suffocation. In onecase, a boy was in
treatment with antihistamines because he had an
acute respiratory infection. 3 cases showed
cardiomyopathy ~ with  signs of pulmonary
hypertension. Two cases were compatible with
suffocation. In one case, a boy was in treatment with
antihistamines because he had an acute respiratory
infection. Another case showed cardiomyopathy with
signs of pulmonary hypertension. The remaining 12
cases showed similar characteristics: the infant
appeared to be healthy or presented mild signs of a
common cold, and unexpectedly died while sleeping.

Table 2: Cause of death before and after autopsy report and SIDS compatible cases.

Causes of death Number of Cause of death Number of  SIDS compatible cases Number

before autopsy cases in autopsy cases and relevant history of cases

(n=32) (n=32) (n=28)

Trauma 10 Trauma 1 SIDS, no history 2

Suffocation 2 Sepsis 2 SIDS with respiratory 5
history

Pneumonia 5 Infection 1 SIDS with gastrointestinal 6
history

Congenital 4 Compatible with 28 SIDS with heart defect 3

malformations SIDS

Intestinal infection 4 SIDS with a former acute 12

disease life threatening event
(ALTE)

Hepatic causes 2

Meningitis 2

Influenza 1

Death in study 2

Total 32 Total 32 Total 28
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Discussion:

Death is attributed to SIDS when each of the
following is present: a complete autopsy is performed
and the findings are compatible with SIDS. No gross
or microscopic evidence of trauma or significant
disease is present. No trauma is found on the skeletal
survey. Other causes of death are ruled out. No
evidence of alcohol, drug, or toxic exposure is found.
A thorough death scene investigation and review of
clinical history is negative. Once the following has
been performed and other causes ruled out, it is then
that the death can be ruled as SIDS. Biological
factors include (i) Premature and low birth weight,
(i1) infection, (iii) pregnancy complications, (iv)
gender (male predominance), (v) age of infants;
Familial factors include (i) infants that are not
breastfed, (ii) maternal history of hospitalization for
psychiatric illness, (iii) maternal smoking, (iv) risk
among siblings, (v) maternal age, (vi) paternal
recreational drug usage, (vii) maternal recreational
drug usage, (viii) parity, and (ix) maternal education;
Epidemiological factors include (i) sleeping position,
(i1) bed environment like soft surface, loose bedding,
(iii) prenatal care, (iv) overheating, (v) race and
ethnicity, (vi) bed-sharing, (vii) altitude, and (viii)
over bundling®.

Adult Bangladeshis are children of large families and
thus have extensive networks of cousins. Each of
these is regarded as part of the family. Rural
Bangladeshis are used to having large numbers of
children, compared with other developed countries.
The relatively large number of babies provides the
opportunity for more general familiarity with infants,
and the arrival of a baby involves fairly small
changes to family life. Thus very few preparations
are made before birth. Most Bangladeshi mothers
breastfeed their babies. It is very rare for Bangladeshi
women to smoke. Oil is used to massage Bangladeshi

babies after bathing, increasing their tactile
stimulation; this task is often undertaken by
grandmothers®.
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In Bangladesh, the dead child is rarely brought for
autopsy. Only when certain violation (or possible
homicide) and/or malpractice/insufficient/improper
treatment givenby any physician or quack to the child
was thinking the cause of death has come for autopsy
through the Court. In most of the cases, the body was
partially to fully decomposed. Those data were not
included in this study. The data presented herein
provide a brief survey tending to open, rather than
conclude a far-reaching subject and motivate medico-
legal specialists toward the more in-depth study. We
suggest that perinatal and infant unexplaineddeath
cases undergo an in-depth histopathologic post-
mortem examination focusing particularly on the
structures of the central and peripheral nervous
systems that regulate the nervous system activities
and on the cardiac conduction system. Such
structures lamentably would be lost in routine post-
mortem examinations.

Conclusion:

An infant’s unexplained death cases should undergo
an in-depth autopsy routinely to evaluate the cause
and thus helps to make policy against SIDS.
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Evaluation the Prognosis of the Patients with Carpal Tunnel
Syndrome after Six Weeks Ultrasound Therapy.

Siddique N, Mishu FA2, Rahman S°, Ahmed M*, Khatun S°

Abstract:

Background: Carpal tunnel syndrome is one of the most common entrapment neuropathies of the upper limb in medical
practice. Ultrasound therapy is a common non surgical treatment of carpal tunnel including other modalities like the use
of anti inflammatory agents and exercise syndrome.This comparative study was design to evaluate the prognosis of
patients with carpal tunnel syndrome with and without ultrasound therapy. Methods: This was a randomized controlled
trial study. This study was conducted in Department of Physical Medicine and Rehabilitation of Bangabandhu Sheikh
Mujib Medical University to evaluate the effect of ultrasound therapy on patients of carpal tunnel syndrome. A total
included of 110 subjects were participated in this study selected randomly. The patients were divided in two groups by
lottery. For group A patients treatment schedule (Ultrasound therapy+ Exercise+ Wrist splint +NSAIDs) and group B
(Exercise+ Wrist splint+ NSAIDs) were applied for a period of 6 weeks. Group A will be compared to group B by Levine
Symptom severity scale after 3weeks and 6weeks of treatment. Statistical analysis of the finding was done with the help of
SPSS (statistical package for social science) version -19. The student t test will be used to analyze the significance level
p<0.05. Results: This study showed mean summation score of Functional status scale at pretreatment (W0) in group-A
was 37.37(+1.83) and in group-B was 37.2(+1.31), p value was >0.05 that was not statistically significant. Mean summation
score of Functional status scale in group-A 1st follow up after 3 weeks (W 3) was 14.32(%2.42) and in group-B
was18.62(+0.82) p value was <0.001 that was highly statistically significant. Mean summation score of Functional status
scale in group-A 2nd follow up (W 6) after 6 weeks was 14.12(x1.21)and in group-B was 18.30(x0.46)p value was <0.001
that was statistically highly significant. That means group-A is significantly better than group-B in first follow up and 2nd
follow up. Conclusion: In this study both group (A and B) were treated with exercise, wrist splint and NSAIDs. In group
A with above treatment they were also treated with continuous mode US therapy and got better result.

Keywords: Carpal tunnel syndrome, mean summation score of Functional status scale

Introduction:

Carpal tunnel syndrome (CTS) is a condition where
one of two main nerves in the wrist is compressed,
which can lead to pain in the hand, wrist and
sometimes forearm, and numbness and tingling in the

thumb, index and long finger. In advanced cases
some of the muscles of the hand can become weak!.
The carpal tunnel is an anatomic passageway
bounded dorsally and laterally by the hemicircular

carpal bones and on the palmer surface by the
transverse carpal ligament. CTS is due to
compression of the median nerve as it passes from

2. Dr. Farzana Akonjee Mishu, Assistant Professor, Department the forearm to the palm, beneath the transverse carpal
of Physiology and Molecular Biology, BIRDEM.

1. Dr. Nadia Siddiquee, Senior Medical Officer, Department of
Physiology and Molecular Biology, BIRDEM.

ligament?,
3. Dr. Sohely Rahman, Professor, Department of Physical

Medicine and Rehabilitation, Dhaka Medical College. Following treatment approaches commonly used in

4. Dr. Monzur Ahmed, Assistant Professor, Department of CTS have remained essentially the same for years:
Physical Medicine and Rehabilitation, Shaheed Suhrawardy

i (1) immobilization of the hand by splinting in the
Medical College.

neutral position; (2) injection of steroids just
proximal to and into the carpal tunnel; and (3)
decompression of the median nerve by release of the
transverse carpal ligament. Other conservative
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non- steroidal anti-inflammatory drugs (NSAIDs),
therapeutic ultrasound, manipulation, nerve and
tendon glides, serial night splinting, stretching and
strengthening exercise of right hand?. Ultrasound is
the most widely used treatment modality in physical
medicine in management of CTS. There are
satisfactory short to medium term effects due to
ultrasound treatment in patients with mild to
moderate CTS* Ultrasound is a physical therapy
agent commonly used to increase temperature in
deep tissue. The biologic effects observed when
mammalian tissues are exposed to ultrasound include
changes in blood flow rates, tissue metabolism, nerve
function, the extensibility of connective tissue, and
the permeability of biologic membranes®. The effects
of ultrasound on nervous tissue as follows: it
selectively heats peripheral nerves, may alter or block
impulse conduction and may increase membrane
permeability and tissue metabolism. The thermal
effect of ultrasound may cause pain relief*5’,
Ultrasound at therapeutic intensities ranging from 0.1
to 2.5 w/cm? (continuous) is used for its effects on
soft tissue healing®”’.

CTS is one of the common problem encountered in
industrialized populations. The risk of disability is so
great that it is none a costly burden to society but also
loss of productivity. Among the treatment option in
CTS ultrasound therapy is safe, simple and cheaper.
The effect of ultrasound therapy in case of carpal
tunnel syndrome has not been evaluated in
Bangladeshi population. So, this systemic study
evaluates the effect of ultrasound therapy for the CTS
for relieving symptoms thereby prevention of
surgical treatment. The result may have implications
for early detection, selecting appropriate treatment
modalities and management plan for patients
suffering from complications of carpal tunnel
syndrome in Bangladesh.

Methods:

This Randomized controlled trial study was carried
out from March '2014 to August' 2014 in the
department of Physical Medicine and Rehabilitation
of Bangabandhu Sheikh Mujib Medical University,
Dhaka.
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Total 110 present subjects were selected by
immediately after the examination; the patients were
randomized by drawing lottery from outdoor referral
patient irrespective of sexes in between 20 to 60
years of age and BMI<25 having carpal tunnel
syndrome. History and clinical examination
without complication was included by appropriate

investigation.

History taken from all the patients and clinically
diagnosed as a case of CTS on the basis of pain,
tingling and numbness of lateral 32 fingers, Tinel’s
sign +ve, Phalen sign +ve. subject were selected
consecutively according to the availability of the
patients who were fulfill the inclusion criteria i)
Pain at palmer aspect of wrist more than 3 months,
Tingling and numbness of lateral 3!/,  fingers
Clinically and electro physiologically diagnosed as a
case of carpal tunnel syndrome. In this study, all
participants were divided into 2 groups — group A
(n=55) and group B ( n=55). Group A participants
were treated with US therapy, Exercise, Wrist splint,
NSAIDs and group B participants were treated
with Exercise, Wrist splint, NSAIDs. All medication
was checked strictly & intervention was done
aseptically. Date was collected by using a structured
questionnaire. The participants were assessed at
pretreatment, at 1st follow up after 3 weeks and 2nd
follow up after 6 weeks. They are assessed by using
Functional status scale:

The developed by
considering eight functional activities which are
commonly affected by carpal tunnel syndrome. There
are Writing, Buttoning of clothes, holding a book
while reading, Gripping of a telephone handle,
Opening of jars, Household chores, Carrying of
grocery bags, Bathing and dressing. The answers
were rated from O point (No difficulty with the
activity) to 4 points (cannot perform the activity at
all). The overall score for functional status was
calculated as the mean of all eight items. The answers
were rated from O point (No difficulty with the
activity) to 4 points (cannot perform the activity at
all). The overall score for functional status was
calculated as the mean of all eight items.

functional status scale is
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This study protocol was approved by two institutional
review committee, of Bongobondhu Sekh Mujib
Medical University and Bangladesh College of
Physician and Surgeon). Data were analyzed by
SPSS 19.0 version.

The student t test of association was applied in order
to establish the objectives and also to answer the
research questions. In descriptive statistics, the
frequency, percentage, mean and standard deviation
was included.

Results:
Table 1: Age group distribution of the study
population
Study group
;&egaer;n Group -A Group-B Total
(n %) (n %)
20-30 years 06(10.9) 05(9.1) 11
31-40 years 20(36.4) 10(18.2) 30
41-50 years 27(49.1) 32(58.2) 59
51-60 years 02(3.6) 08(14.5) 10
Total 55(100) 55(100) 110
Mean SD 49.87(+6.4) 51.72(6.3)

Table 1shows age distribution of the study subjects

Table 2: Sex distribution of the study population

Study group
Sex Group —-A Group-B Total
(n %) (n %)
Male 25 (45.5) 24 (43.6) .
Female 30 (54.5) 31(56.4) 61

Table 2 shows sex distribution of the study subjects

Table 3: Severity of Pain

Severity of Study group
Pain

Group —-A Group-B Total

(n %) (n %)

Mild to
Moderate 44(80.0) 33(60.0) 49
Severe 11(20.0) 22(40.0) 21
Total 55(100) 55(100) 70

Table 3 shows severity of pain in study population
were determine by functional status scale in group-A
majority of the study population 80.0% presented
with mild to moderate pain & another 20% presented
with severe pain. In group-B 60% presented with
moderate pain & another 40.0% presented with
severe pain.

Table 4: Mean summation score of Functional status scale at pretreatment and after 3 wks and 6 wks follow

up (n=110)
Study group
Summation Score Group A Group B 95% CI P- value
Mean (£SD) Mean (£SD) Lower Upper
Per treatment (W0) 37.37(x1.83) 37.2(%1.31) -.50 1.03 0.48
At 1% follow up (W3) 14.32(£2.42) 18.62(+0.82) -6.33 -4.46 <0.001
At 2™ follow up (W6) 14.12(x1.21) 18.30(£0.46) -5.59 -4.60 <0.001
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Table 4 shows mean summation score of Functional
status scale at pretreatment (WO0) in group-A was
37.37(x1.83) and in group-B was 37.2(=1.31), p
(p>0.05) that was not statistically
significant. Mean Summation score of Functional
status scale in group-A 1st follow up after 3 weeks
(W3) was 14.32(+2.42) and in group-B was
18.62(+0.82). p value was (p<0.05) that was
statistically ~ significant. Mean summation of
Functional status scale in group-A 2nd follow after
6 weeks (W6) was 14.12(+1.21) and in group-B was
18.30(£0.46) p value was (p<0.05) that was
statistically significant. That means group-A is
significantly better than group-B in first follow up
and 2nd follow up.

value was

In this study Functional status scale was not
statistically significant (p>0.05) at pretreatment (W0)
when compared between group-A and group-B. But
after 3 weeks during 1st follow up (W3) and after
6weeks in 2™ follow up (W6) when visual analogue
scale was compared between these two group then p
value was (p<0.001) highly significant. That means
group-A is significantly better than group-B in first
follow up and 2nd follow up.

Discussion:

In this study, US therapy + Exercise +Wrist splint+
NSAIDs tends to be more effective than Exercise+
Wrist splint+ NSAIDs in treating CTS patients.
Patients who underwent US therapy and a wrist splint
not experienced their
functional status scores compared to those receiving
NSAIDs and a wrist splint but also showed
statistically ~ significant improvements in their
symptom severity scores and palmer pinch power.
Different modes, frequencies and intensities have
been used in US therapy for CTS patients®!>!3,
Generally, in US therapy, continuous mode is chosen
when the thermal effect is desired, while pulsed mode
is applied when the nonthermal effect is preferred®.
Although a study reveals symptom improvements
after continuous mode US therapy in CTS patients?.
another study reports prolong distal motor latency

only improvements in

and a decrease in motor nerve conduction velocity
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after treatment with continuous mode US therapy®.
These findings implied that though continuous mode
US therapy was able to improve the symptoms in
CTS patients, selective heating of the median nerve
might lead to temporal conduction block®. On the
contrary, pulsed mode US therapy effectively
enhanced peripheral nerve regeneration in an animal
study, possibly through the mechanisms of local
blood vessel dilatation, nerve sprouting stimulation,
Schwann cell activation and chemotactic stimulator
release. This study utilized pulsed mode US therapy
on CTS patients and observed improvements in
subjective symptoms and palmer pinch power,
similar to previous studies'”?!.

The findings of the present study confirm that
ultrasound treatment is more effective treatment in
patients with carpal tunnel syndrome. They have
claimed that these physical agents may facilitate the
recovery from carpal tunnel syndrome?>?, The rate
of improvement from ultrasound treatment was
similar to that reported in other studies such as
Chang et al., (2014), Viera et al.,(2001). Piazzini
et al.(2007)**2,  Although
contradictory results from other study done by
Oztas (1998). Several clinical trials have revealed
US therapy has a positive effect on patients with
CTS*?°. But in the study of Dincer et al., (2009)
showed that the combinations of US or LLL Low-
level laser therapies with splinting were more
CTS.
more

there are some

effective than splinting alone in treating
However, LLL therapy plus splinting was
advantageous than US therapy plus splinting,
especially for the outcomes of lessening of symptom
severity, pain alleviation, and increased patient
satisfaction?. Cochrane’s 2013 review
concluded that there is still insufficient evidence to
support that US therapy is more effective than
placebo or other nonsurgical interventions for CTS!.

However,

Conclusion:

This Comparative study among CTS patients who
were attending in a tertiary care hospital reveled that
Ultrasound therapy with the
exercise, wrist splint, NSAIDs were more effective

combination of
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combination treatment rather than only exercise,
wrist splint and NSAIDs . Since this is an exploratory
trial, further confirmatory testing is suggested to
justify the efficacy of these two treatments.
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Role of Radiology in the Diagnosis and Follow up of
Urethrorectal Fistula — A Case Report

Parvin A'!, Naser MF?

Abstract:

Background: Urethrorectal fistula is a rare and debilitating condition. Spontaneous closure is rarely effective and
appropriate management regarding timing of repair and surgical approach remains controversial. Radiology plays a very
important role in the diagnosis and follow up. Case Presentation: A 65 year-old male came to the Radiology and Imaging
department of Dhaka Central International Medical College with narrow stream of urine, frequency, urgency and acute
urinary retention. He had a medical history of adenocarcinoma of prostate for which he underwent Radical
prostatectomy in April 2019. During the dissection of prostate rectal injury occurred as it was adherent to posterior rectal
wall. The rectal injury was repaired by monofilament suture interruptedly. The fistula was managed with bladder
catheterization and medical treatment. Postoperatively 03 weeks later the catheter was removed and he was voiding per
rectum. An urethrocystoscopy was done after 03 months which revealed urethrorectal fistula. The fistulas opening in the
rectum was about 2.5 inch from anal verge. The patient developed a recurrence with this approach and finally underwent
laparoscopic sigmoid loop colostomy and suprapubic (SPC) on 18.12.2019. MRI of pelvis was done elsewhere on
16.11.2020 which revealed urethrorectal fistula. Then on 28.01.2021 a CT Urogram was done here which revealed a
fistulas communication between the prostatic part of urethra and anterior lower rectal wall. Conclusion: Although rare,
rectourethral fistulas are an important disease whose main aetiology is related to prostate cancer, either after surgical
treatment or secondary to radiotherapy. Performing contrast enemas, CT, MRI and endorectal ultrasound may provide
essential data in selected cases.

Keywords: Urethrorectal fistula, radiology, endorectal ultrasound

Introduction:

Urethrorectal fistulais a rare yet potentially fecaluria, pneumaturia, abnormal urethral discharge,
debilitating condition, which can affect both males or leakage of urine from the rectum during
and females in all age groups. A rectourethral fistula micturition, are present.

is mostly iatrogenic in origin, but can also be caused
by a neoplasm, infection, inflammation or trauma.
latrogenic RUF are often the results of surgery or
irradiation for prostate cancer, and less commonly are
the result of rectal cancer. Congenital rectourethral
fistula are also very rare. Urethrorectal fistulas may
be suspected when classical symptoms, such as

Case Presentation:

Clinical history

A 64-year-old male was evaluated in the Radiology
and Imaging centre of our hospital complaining of
narrow stream of urine, frequency, urgency and acute
urinary retention. From his medical history, it was
noted that he had adenocarcinoma of prostate for

1. Dr. Afroza Parvin, Assistant Professor Department of which he underwent Radical prostatectomy in April
Radiology, Dhaka Central International Medical College. 2019. During the dissection of prostate rectal injury
occurred as it was adherent to posterior rectal wall.

2. Dr. Md. Fazal Naser, Associate Professor, Department of L. .
The rectal injury was repaired by monofilament

Urology, Shaheed Suhrawardy Medical College & Hospital.
suture interruptedly. The fistula was managed with

Correspondence: Dr. Afroza Parvin bladder catheterization and medical treatment.

E-mail: afroza.rumpa@yahoo.com Postoperatively 03 weeks later the catheter was

removed and he was voiding per rectum.
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An urethrocystoscopy was done after 03 months
which revealed urethrorectal fistula. The fistulas
opening in the rectum was about 2.5 inch from anal
verge. The patient developed a recurrence with this
approach and finally underwent laparoscopic sigmoid
loop colostomy and SPC on 18.12.2019. At that time
no obvious fistulous tract was found so he was
discharged with antibiotic treatments. Follow up MRI
of pelvis was done elsewhere on 16.11.2020 which
revealed urethrorectal fistula. Then on 28.01.2021 a
CT Urogram was done in our hospital which revealed
a fistulas communication between the prostatic part
of urethra and anterior lower rectal wall.

Fig: A) Sagittal CT image showing a fistulas
communication between the prostatic part of urethra
and anterior lower rectal wall.

B) Sigmoid colostomy with stomal hernia containing
fat, bowel loops and mesenteric vessels.

C) CT 3D reconstruction showing the urethrorectal
fistula.
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Diagnosis:

The diagnosis is made based on symptoms and
appropriate diagnostic tests. The primary symptoms
are the presence of pneumaturia and/or faecaluria and
the passage of urine through the anus. The possibility
of urinary infection is permanent. In variable
proportions, haematuria and perianal or perirectal
pain may be added; occasionally, a rectal
examination may allow the location or suspicion of
the existence of the fistulous orifice®. Diagnostic tests
are intended to confirm the presence of the
rectourethral communication and its location and to
rule out the presence of a superimposed disease. The
most often proposed studies are rectoscopy,
cystoscopy, urethroscopy and cystourethrography,
with  different authors recommending them®.
Performing a contrast CT, MRI and
endorectal ultrasound may provide essential data in
selected cases, especially to rule out abscesses or
tumour infiltration. All these diagnostic tests provide
the most complete evaluation of the fistula and allow
choosing the most adequate treatment.

enema,

Follow-up recommendations:

Monthly change of SPC was recommended in this
case. The patient was advised with review after 6
months for elective rectourethral fistula repair with
gracilis flap interposition.

Discussion:

Urethrorectal fistula is a rare and unpleasant
complication that is managed with reconstructive
procedures, because spontaneous closure is rare®. In
addition, appropriate management regarding timing
of repair and approach  remains
controversial®. The etiology varies, but can be

classified as congenital, iatrogenic, traumatic,

surgical

neoplastic, and inflammatory. As much as 60% of
cases are thought to be iatrogenic*. Congenital
fistulas are rare and are most commonly associated
with anorectal malformation disorders. In these
patients, fistulas either coexist with the malformation
of the anus and rectum or can be the results of the
surgical correction of the malformation.
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There is a wide spectrum of symptoms that can be
associated with urethrorectal fistulas. The usual
presentation is frequent and recurrent UTlIs,
combined with fecal discharge during urination and
urinary discharge during defecation. A recent
systematic review, including data from all patients
reported by various case series and case reports,
showed that the failure rate of the transanal approach
(Latsko procedure) was 41% in a total of 22 patients.
Closure of urethrorectal fistula with conservative
treatment was rare. The laterosacral or posterior
approach (Kraske procedure) can also be useful, but
is more practical for surgical treatment of presacral
The trans-sphincteric approach (York-
Mason) is a posterior approach, in which all layers of
the anorectal sphincter are divided for direct access to
the fistula, located at the anterior rectal wall. Failure
was reported in 12% of the patients treated with this
approach. Although this method has good results for
the treatment of the fistula, it involves section of the
anal sphincterl.

tumors.

Conclusion:

Although rare, rectourethral fistulas are an important
disease whose main aetiology is related to prostate
cancer, either after surgical treatment or secondary to
radiotherapy or other therapeutic options. Clinically,
they are easy to identify by the presence of
pneumaturia and/or faecaluria and by the passage of
urine through the anus. However, diagnostic tests
should be performed for confirmation, notably
rectoscopy, cystoscopy, urethroscopy and
cystourethrography.  Performing contrast enemas,
CT, MRI and endorectal ultrasound may provide data
in selected cases. Treatment should be selected on a
case-by-case basis. Although certain favourable cases
may be solved with conservative treatment, surgical
treatment is usually required, with or without urinary
and/or faecal diversion. Options are abundant and the
choice should be adapted primarily to the surgical
team's experience and to the fistula type, location and
actiology. With that approach, healing rates range
from 80% to 100% after one or several interventions.

The goal of the present case report is to demonstrate
unusual presentation of urethrorectal fistula after
surgical management of prostate cancer and the
precise role of diagnostic procedures for initial
diagnosis, treatment plan and follow up.
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Medical Quiz
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Medical Quiz: Images
Mamun KAA'!

A 50 years old male patient presented with irritable, aggressive and delusional behaviour. He was diagnosed as a
case of bipolar disorder. He has been treated with antipsychotic drugs for last 3 months without significant
improvement. On query he complained of headache of recent onset. He was suggested CT head.

A

Figure 3: Contrast CT Head Sagittal View Figure 4: Contrast CT Head Coronal View.
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R/

¢ Q1. Mention abnormal findings in CT head.

R/

s Q2. What are the treatment options?

Answer to Medical Quiz: Images

v' A large rounded hyperdense mass lesion is seen over the right frontal convexity surrounded by moderate
perilesional oedema with midline shift to left. After contrast administration there is strong homogenous
enhancement of the lesion

v 1. Steroid to reduce perifocal oedema

v 2. Surgery

Discussion:

Brain tumors, either primary or metastatic, generally References:
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such as hemiparesis, sensory deficit and aphasia. Chadalawadi SK. Pre-operative and post-
However, benign tumors, such as meningioma, that operative psychiatric manifestations in patients
externally compress the frontal lobes may not with supratentorial meningiomas. Clin Neurol
produce any symptoms other than progressive Neurosurg. 2016;147:24-9.

changes in personality and intellect until they have

enlarged significantly, leading to its renowned 2. Yakhmi S, Sidhu BS, Kaur J, Kaur A. Diagnosis
designation as a “silent tumor'”. Meningioma is the of frontal meningioma presenting with
most common benign tumor, accounting for 13%-— psychiatric symptoms. Indian J Psychiatry. 2015;
26% of intracranial tumors; most of them are slow 57:91-3.

growing, and many are found incidentally?. The
clinical symptoms are usually dependent on the
anatomical site involved®. We report a case with

3. Gupta RK, Kumar R. Benign brain tumours and
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data analysis. Aust N Z J Psychiatry. 2004;38:
316-9.

symptoms of depression and changes in personality,
which, on further investigation, showed frontal
meningioma. Patient with no previous medical and
psychiatric history may be referred to a psychiatric
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symptoms of depression, including social withdrawal,
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behaviour*. Surgery is the treatment of choice.
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presenting as depression and bipolar disorder.
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