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Editorial

Asthma: On the Rise

MohsinMasud Jan
Editor

The death rate from asthma attacks is steadily creeping
up. Asthma is a common chronic inflammatory disease
of the airways characterized by reversible airflow
obstruction, and bronchospasm. Symptoms include
wheezing, coughing, chest tightness, and shortness of
breath. The diagnosis is made clinically." These
symptoms vary over time, and from individual to
individual.

More than 300 million people worldwide suffer from
this disabling disease and this figure is projected to rise
by nearly 50% every decade.” The International Study
of Asthma and Allergies in Childhood (ISAAC) study
mentioned a prevalence of 8% in Pakistani paediatric
population back in 2008.% The current prevalence is
estimated to be around 11%, though the figure has not
been confirmed.

The first sign of disease is a persistent cough.
Symptoms may occur several times in a day or week in
the effected. For some people the symptoms become
worse during physical activity or at night. Failing to
recognize triggers that lead to a tightened airway can
easily be fatal.

The major risk factors for developing asthm
are:familial atopic background, urban residen
passive smoking and early weaning were importay
factors for childhood asthma,* exposure t
allergens such as house dust mites in bedd) S,
curtains, stuffed furniture; pollution, ex
and dogs in the first two years of life, Lockx
outdoor allergens such as polle s; tobacco
smoke and chemical irritan t@nor risk factors
includeprenatal exposur, acl¥ye Taternal smoking,
exposure to second h er birth, respiratory
infections in childhood irth weight, obesity,
persistent allergic rhinitis) scented cosmetics, and
medicines such as aspirin and beta-blockers. Asthma
triggers include cold air, extreme emotional arousal and
physical exercise.

The most alarming factor; there is no cure for asthma,
even though there are some very effective medicines
which, when properly used, can largely control asthma
attacks and allow people to lead a normal life.Correctly

using anti-asthma medication and avoiding allergens is
really the cornerstone in achieving control. Inhalers are
the first line of treatment and are the safest way of
delivering medicine to the lungs. Preventive measures
include;reduction in level of exposure to common risk
factors including smoking and environmental tobacco
smoke, indoor air pollutants and keeping indoor
humidity low, maintaining a healthy weight, controlling
insects such as cockroaches, and not keeping pets inside
the house.

Every year the Global Initiative For Asthma holds
aWorld Asthma Day. In 2012, it took place on Tuesday,
May 5, 2015 and the was "You Can Control
Your Asthma." GIN
theme,

seminars for publreg\geniess, and observing the World
Asthma servPas important milestones in
increasig awareress in the public and us doctors alike.
ity of this situation. If statistics are to be
r pon, nearly every 11th child in our country

e asthmatic, and we need to strive towards
oving care and diagnosing asthma properly and in

imely fashion in our paediatric population.
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Aspects of Tuberculous Lymphadenitis at District
Sialkot

1. Sajid Hussain 2. Anila Farooq 3. Ayaz Ali
1. Senior Consultant Surgeon, 2. WMO/Registrar 3. House Officer, Dept. of Surgery, S.A.R Gardezi Ward,
Khawaja Muhammad Safdar Medical College, Sialkot

ABSTRACT

Objective: The present study was conducted to assess the presentation and etiological aspects of tuberculosis
cervical lymphadenopathy for early detection, diagnosis and prompt specific therapy.

Study Design: Descriptive study.

Place and Duration of Study: This study was conducted at the Department of Surgery and ENT of Allama Igbal

Memorial Hospital Sialkot from July 2009 to July 2014.

Materials and Methods: Data was collected including history, family history, socioeconomic status, history of
contact and symptoms. They have already undergone FNAC and only those with incdgclusive FNAC underwent

excision biopsy.

Results: Total sample size was 372 males and females were 232, age range of
newborn of 2 months of age with history of tuberculosis in mother and the

prolonged history of pulmonary tuberculosis.

Conclusion: Frequency of tuberculosis is more common in Sial
tuberculosis is poor hygiene, poverty, overcrowding, tanneries s
diagnosis is better option in order to reduce such incidence and thera
Key Words: Mycobacterial infection, Tuberculosis, FNAC, Excision

Q

70 ygars. The younger was a
wagl a 70 year of age with

'st@we Main reason of prevalence of
Il over \cOhtaminating drinking water. Timely
reduging cost of treatment.

y, Migrant

Citation of article: Hussain S, Faroog A, Ali A.Qres@n and Aetiological Aspects of Tuberculous

Lymphadenitis at District Sialkot. Med Forum 2015;26(

Q(uberculosis
Q)
0T ieg|

INTRODUCTION

Tuberculosis is one of the commonest

peripheral lymphadenopathy in most county

and Africa with varying frequency of 4% t has
become one of the major health prob i ulation
with an estimated one third of pgpulation and
3-4 million new cases are fgund r. 2 The body
has approximately 600 Only those in
Submandibular, Axill inal regions may

normally be palpable in
Chronic cervical lympha
nodes for more than 3 weekS) may result from a variety
of  different  underlying  diseases."  Cervical
lymphadenopathy is usually defined as cervical
lymph nodal tissue measuring more than 1 cm in
diameter.® In the world various etiological reasons are
described for this increasingly becoming problem.®
One of the commonest extra pulmonary manifestations

of Mycobacterial infection is cervical tuberculosis
lymphadenopathy  especially in  the developing
countries.”  Painful  tuberculosis  lymphadenitis

previously termed Scrofula, is a unique manifestation

Correspondence: Dr. Sajid Hussain,

Senior Consultant Surgeon, S.A.R Gardezi Ward,
KMS Medical College, Sialkot.

Cell No.: 0300-6108086

Email: surgsajid@gmail.com

disease due to organisms of Mycobacteria
complex.® Tuberculosisly mphadenitis
usually presentas a slowly progressive painless
swelling of a single group of lymph node.® The duration
of symptoms at time of presentation is typically 1-2
months, varying from 3 weeks to 8 months.™

The mean duration of symptoms were significantly
longer in men than in women.™* Cervical lymphade-
nopathy may be unilateral, bilateral, isolated, matted
and variable in their consistency from firm or solid in
nature.’**3 It can occur in all age groups and nearly any
organ can be involved. Sialkot being an industrial
city due to leather industries, poverty, illiteracy,
lack of social awareness and poor hygiene conditions
are highly susceptible to tuberculosis. The problem has
further been aggravated by lack of health facilities to
them, lack of proper diagnostic and therapeutic
problem in primary care. Patient referral to special unit
with delay and referral for unneeded diagnostic and
therapeutic procedures, misuse of trial antibiotics may
lead to Tuberculosis.

The present study was conducted to assess the
presentation and etiological aspects of tuberculosis
cervical lymphadenopathy for early detection, diagnosis
and prompt specific therapy which can result in better
control and prevention, a rationale for conducting such
study was to deliver knowledge to community health
workers regarding its prevalence and early diagnosis;
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hoping to contribute to the making of a better and more  Table No.7: Demographic Distribution of Patients

affective system for diagnosing these patients. S. No. | Demographic Area Total (%)

1. URBAN 220 (39.3

MATERIALS AND METHODS T 700 (o1 )

This Descriptive study was conducted in the busiest 3. MIGRANTS OF SWAT 50 (8.9)

surgical unit of Allama Igbal Memorial Teaching  Table No.8: Socioeconomic Status

Hospital, Sialkot from July 2009 to July 2014. Data was S. No. Socioeconomic Status Total (%)

collected which included (Diameter, texture and 1. Lower 349 (62.4)

tenderness), others(Sex, history including family 5 Middle 190 (33.9)

history, family background, socioeconomic status &  [3 Upper 20 (3.5)

history of contact), Duration, Associated signs &

symptomsand Location. 200

Different modalities of investigations are used which

include the FNAC, Automatic core needle biopsy,  **°

flow cytometry, radiological guided core needle 200

biopsy and open biopsy. Fine needle aspiration was 150 f ::i',i.e

performed in all patients and open biopsy with FNAC 100 Total

results were inconclusive or with abnormal findings

(abnormal white blood cells, WBC's abnormal blood 50

film, high ESR> 20 ml/hr,PPD > 10 mm) o mall e

0-10 11-20 31-4 41-50 51-60 61-70

RESULTS Figure No.1: AgeeRi tion

Table No.1: Age Distribution DIS S m

Sr. Age Male Female Total

No. (Years) Tuberclgsis j& becoming of the major health
1. 0-10 14 7 21 problems one of the infectious diseases which
2. [11-20 140 113 253 | g ingolves lymphatic system of body.” Its spread in most
3. 21-30 94 54 148 s of Asia and Africa cannot be ignored.
4. [31-40 36 27 63 %stan is also a victim of this disease. In our study,
5. |41-50 18 14 324 y es (58.5%) dominated the females (41.5%). Males
6. 51-60 14 11 were predominantly involved with Tuberculosis in this
7. _1-70 9 6 study while more females were reported in a study from

Total 327 (58.5%) | 232 (41.5%)

Table No.2: Presenting Symptoms

Sr. Symptoms No. 0 9 (out of
No. Patie total
1. Neck swelling 5 \ .6

2. Fever N 4 72.9
3. Pain 7 71.0
4, Cough 48.4
5. Weight loss 25 40.2
6. Generalized weaknes' 361 64.5

Table No.3: Site of Disease
Anterior Triangle

Posterior Triangle

295 264
Table No.4: Lymph Nodes Involved
Multiple Single
443 116

Table No.5: Site of Lymph Nodes Involved

Only Cervical Cervical & Associated Regions
470 89
Table No.6: Side of Lymph Node Involved
Unilateral Bilateral
344 215

India.** The Median age of the patients was 21.5 years,
mostly presented between the 1st and 2nd decade of life,
which is not in accordance with other local studies.'>*
However its involvement of lower socioeconomic status
which is also agreed by the studies conducted by Jidal N*°
and local authorities.

As this disease is a disease of poor people, the data
suggests that most of the patients belonged to rural were
of poor socioeconomic conditions, poor ventilated,
overcrowding and unhygienic conditions. Family history
of contact was usually denied as a social stigma but
when asked indirectly like cause of death of their elders
and history of cough and other constitutional
symptoms initially denied later accepted and denial
was regretted. Constitutional symptoms were present in
very few, mostly will present with neck swelling.
Demographic distribution of patients 289 was Rural,

220 Urban and 50 Immigrants came from Swat, Gilgit
and Waziristan which is not in accordance with the study
carried out at PGMI Lady Reading Hospital Peshawar on
100 cases. *’

Mobility, Softness and tenderness are almost always
associated with reactive changes which is similar to
observations made by other investigator.*®
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In our study the result showed that most common
presentation was neck swelling which was presentin 99.6
% of cases, other presenting signs and symptoms were
generalized weakness, weight loss, fever & headache as
shown intable. Inasimilar study it was found that 100 %
of patients presented with painless neck mass, followed
by fever 63.7 % and weight lossin41 % of patients."
There was not marked difference of involvement of
anterior triangle and posterior triangle, 70 % have both
anterior and posterior triangle involved which is not in
accordance with other studies conducted by K AV et al*
showed the posterior cervical lymph nodes were the
commonestand affected in40 % of cases.”’

Size of lymph nodes measured with a ruler or a vernier
caliper and their length and width noted in mm or cm.
Enlarged lymph node were less than 3 cm or equal to 3
cm in 369 cases while in 190 cases it was morethan3cm.
Consistency of lymph nodes was viewed. It was solid in
300 cases while 162 cases it was cystic, 97 cases swelling
withsinus formation.

The Tuberculosis was diagnosed firstly by FNAC in
most of cases while open biopsy was carried out in
those cases where FNAC was inconclusive. These
results are largely variable to Maharjan M, et al where
FNAC was found to be effective diagnostic method
(94%). FNAC is a reliable diagnostic tool in a case of
tuberculosis cervical lymphadenopathy but surgical
excision has been recommended for
Upgrade Reaction (PUR) for treatment purposes in
cases of tuberculosis lymphadenitis and for patient
who have discomfort from tense fluctuant lymph nod

CONCLUSION

Frequency of Tuberculosis in cervical ly @es is
more common in Sialkot District. T asons
for high prevalence of Tuberculosis a@r hygiene,
poverty, and overcrowding aand spill over
contaminating drinking Jyat diagnosis is
critical in lowering i ce and therapy
reducing overall healt

Conflict of Interest: The'§fudy has no conflict of
interest to declare by any author.
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ABSTRACT

Objective: To study the effects of Calcium Channel Blocker (Amlodipine) as monotherapy in diagnosed
hypertensive, non-insulin dependent diabetes mellitus (NIDDM) patients.

Study Design: Prospective study

Place and Duration of Study: This study was conducted at Jinnah post graduate medicacentre (JPMC) Karachi, in
collaboration with the department of medicine JPMC, Karachi from July 2010 to Jan 11.

Materials and Methods: This study is to examine the effects of Amlodipine int iabdfic hypertensive patients
with base line proteinuria. 20 normal subjects were also selected as a control gr
Results: with CCB (Amlodipine) baseline to final change for SBP ag wel A as significantly reduced i.e.
24.70 % (p<0.001) and 16.20% (p<0.001) respectively. CCB showgl 4 R<07001% reduction in FBS, creatinine
clearance reduced by 8.10% (p<0.5), serum potassium reduced by significant increase in serum urea i.e.
3.70% and serum creatinine i.e. 3.8% was observed.
Conclusion: Aim of treating hypertension is to control or limit its cardiovascular complications; CCBs are the drug
of choice in controlling blood pressure and to preventghe grograss of cardiovascular events in patients without
diabetic nephropathy as well as reserves for add-on the W ypertensive patients complicated with diabetic
nephropathy.
Key Words: Cardiovascular, Renal Protection, Diab tension, Calcium Channel Blockers
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INTRODUCTION calcium channel blocker and angiotensin receptor
Q blockers.
In an estimate by world heglth (@za ton currently  Morbidity and death related to hypertension can be

170 million people are a
will grow up to 370
function is declining in

tes mellitus that  reduced to a large extent with antihypertensive therapy.
year 2030. Renal For the prevention of cardiovascular diseases in high
of Phese affected patients’. risk individuals and to control blood pressure
Most commonly occurrin morbid conditions are  amlodipine is the most suitable agent from the class of
hypertension and diabetes mellitus. The prognosis of a  calcium channel blockers. It is documented that
combination of diabetes and hypertension is particularly angiotensin converting enzyme inhibitors and CCBs are
very poor?. It is recommended in the 7" report of Joint helpful in reducing cardiovascular complications in
National Committee and European society of  hypertensive patients; however, the best choice to start
hypertension guideline that patients having systolic therapy is still uncertain®. Amlodipine can control blood
blood pressure more than 20 mmHg and diastolic 10 pressure in young adults and elderly patients that is
mmHg above the treatment goals should be considered  proven in many research trials®. It also provides
for treatment with combination therapy. It is also vasculoprotection independent of its blood pressure
advised for patients with cardiovascular and other risk  lowering effect’. Calcium channel blockers are more
factors®®. The most promising combination that is  suitable agents to treat hypertension in patients of
highly effective and easily tolerated by the patients is  kidney transplant due to their vasodilation property at
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vasodilation without activating sympathetic nervous
system > 1. Metabolic effects of amlodipine are exerted
by its antioxidant effects. Inhibition of glucose
transporters and glycogen synthase by calcium is also
prevented by calcium channel blockers'® 3. Multiple
hemodynamic beneficial effects of CCBs make them
valuable to treat high blood pressure and related
cardiovascular disorders.*®

MATERIALS AND METHODS

The study was conducted in Jinnah post graduate
medical centre (JPMC) Karachi, in collaboration with
the department of medicine JPMC, Karachi from July
2010 to January 2011.

Minimum forty patients with NIDDM were selected
from medical OPD and diabetic clinics of JPMC,
Karachi. All had mild to moderate hypertension which
was not previously been treated and were suitable for
first line antihypertensive therapy. 20 normal control
subjects apparently healthy and not taking medication
were included after excluding anOy medical illness.
Inclusion criteria were defined as follows, newly
diagnosed and untreated patients with mild to moderate
hypertension between 30-65 years of ages, duration of
diabetes more than 10 years with FBS > 140mg/dl and
persistent proteinuria. Patients with history of
malignant  hypertension,  myocardial infarction,
coronary artery bypass surgery, unstable angina, cardiac
failure, insulin dependent diabetes(IDDM) with renal
failure or impaired hepatic function, pregnancy
having allergy to the medications involved in the sid
were excluded from the study. Two patients d
out from the study while the remaining comgliett¥utie
study successfully.

All patients underwent an initial 1 dietary
titration period before starting antih ive therapy
(controlled period). They were th d to receive

the study medication i.e.
a day for a period of
controlled by Gliben
was adjusted according to ycemic control. 24 hour
urinary proteins, serum ureg, serum creatinine, serum
potassium and creatinine clearance were measured 6
weekly while systolic and diastolic blood pressure and
FBS was measured fortnightly. Throughout the study
period the patients were advised to take a diabetic diet.
Blood pressure was measured in sitting position in the
morning OPD every fortnight according to
recommendations of the 7" JNC published in 2003 *.

RESULTS

38 diagnosed hypertensive type 2 diabetic patients with
albuminuria were studied and 20 normal subjects were
also selected for the control group. No concomitant
antihypertensive or diuretic therapy was given
throughout the study. Table 1 shows the baseline
characteristics of the patients enrolled in the study.

, the dose of which
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Table No.1: Base line characteristics of the patients
Amlodipine Control
Characteristic Group Group
(N=38) (N=20)
Age (years) 52+7 5045
Male 24(63.15%) 12(65.5%)
Female 14(36.8%) 8(34.5%)
BMI 31+6 3048
Urinary proteins
(mg/24hrs) 329.79+261 2215
Systolic Blood 15149 113+11
Pressure (mmHQ)
Diastolic Blood
Pressure (mmHQ) 9646 73+8
FBS (mg/dl) 159453 86+15
Serum urea (mg/dl) 3419 2415
Serum creatinine o&7+0.13 0.86+0.13
(mg/dI)
Creatinine c_Iearanc 10%27 92.7+8.8
(ml/min)
Serum Otﬁ;:: ? 4+0.57 3.560.31

Table Wo.2: Changes in the various parameters from
day 0 day 90 of the treatment with tablet
Amlodipi mg / day

: Day- | Day- o
Payameters Day-0 45 % Change %
inary proteins 329.79 %igg 316+ 4.20
(mg/24hrs) +261 _8 194 (NS)
Systolic Blood 15149 120+ | 113.9 24.7
Pressure (mmHg) B 8 5+7.9 | (p<0.001)
Diastolic Blood 16.2
Pressure (mmHg) 96253 | 80+7 | 80+9 (p<0.001)
15945 | 99+1 | 89+1 44
FBS (mg/di) 3 28 | 38 | (p<0.001)
Surea (my/dl) | 34z9 | 35 | 331 370 (s)
S.creatinine 0.87+0 | 0.88+ | 0.90+
(mg/dl) 13 | 010 | 012 | 38(NS)
Creatinine 10242 | 94+1 | 94+1 8.10
clearance (ml/min) 7 8.7 4 (p<0.05)
S.potassium 4+0.5 | 420.5
(mmol/l) 4+0.57 5 5 4.50 (NS)

Table 2 shows the effects of CCB (amlodipine)
monotherapy on various laboratory parameters (see
figure # 1). There is significant reduction in systolic
blood pressure (SBP) from baseline by 24.70% i.e.
from 151mmHg to 113mmHg (p<0.001%). Diastolic
blood pressure (DBP) also declined by 16.20% i.e. from
96mmHg to 80mmHg (p0.001%) on day 90" of the
treatment. Creatinine clearance reduced by 8.10% i.e.
from 102.3+27.3 on day O of the treatment to
94.03£14.6 ml/min on day 90 of the treatment. A
significant reduction (44%) of fasting blood glucose
was also observed on day 90" of the treatment i.e.
declining from 159mg/dl to 89mg/dl (p0.001%). A
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significant increase of 3.70% i.e. from 34.32+9.26 to
35.59+3.89 was observed in serum urea. Also a non
significant increase was observed in serum creatinine of
3.8mg/dl during the study. Non significant decrease of
4.50% in serum potassium level was observed on
completion of study.

mDay-0 mDay-45 = Day-90

329 325 316

151 159
120 113

Diastolic Blood
Pressure
(mmHg)

Urinary proteins  Systolic Blood
(mg/24hrs) Pressure
(mmHg)

FBS (mg/dl)

Figure No.1: Changes in various parameters from Day0,
45 & 90 of the treatment with Amlodipine

DISCUSSION

This study is the clinical trial of CCB (Amlodipine) in
hypertensive diabetic patients for a period of three
months. In this study 20 subjects were kept in control
(group N), their mean urinary protein was 22.63+
5.28mg/24hrs, which is less than the recommended
range of 300mg/24hrs.In current study, we found ®
significant reduction in Systolic and diastolic blood

this may explain a decrease in insulin resistance with
amlodipinel9.

At the end of the discussion we concluded that selecting
specific antihypertensive therapy, is the most important
decision made in the treatment process. In older days
beta blockers were the drug of choice for initial therapy,
but they are replaced by newer antihypertensive drugs
because of their failure to protect against coronary
artery disease. Long acting CCBs, particularly
amlodipine, in hypertensive patients for protection of
cardiovascular events are as effective as other
antihypertensive agents. Amlodipine can be safely
combined with other antihypertensive drugs including
diuretics to provide early and effective blood pressure
control in high risk patients®®. CCBs in combination
with ARBs have potentially useful antiproteinuric effect
in patients with type 2 diabetic nephropathy, even when
their renal function is reduced®. CCBs provides
sustained antihypertensive a§tivity over 24 hrs, among
them amlodipine seem the drug of choice in
revents the progress of
pdtients without diabetic
jts low side effect profile.

ressure control in hypertensive patients
jh diabetic nephropathy.

C@CLUSION

of treating hypertension is to control or limit its

hoice in controlling blood pressure and to prevent the

pressure i.e. 24% and 16% respectively which comcm@ diovascular complications; CCBs are the drug of

with the results found by lino that is 11% reductiag
SBP and 15% reduction in DBP*. Several stud|.
reported that calcium antagonists improves t et 8

damages and the clinical outcome in t|e with

hypertension *®.Study conducted by a cluded
an increase in proteinuria by 58% i atl nts treated
with amlodipine, disfavor showmg a
reduction of 4.20% i e ig.  while other

indings®’. Another
réase in proteinuria by
11% and unchanged s potassium with CCB
compared with our study Where a decrease of 4.2%
proteinuria and 4.5% reduction in serum potassium was
observed . It is proven in previous studies that there is
increased prevalence of insulin resistance amongst
patients  with  essential  hypertension.  Standard
antihypertensive agents can be used but there are
particular problems in their use especially in NIDDM
patients, like thiazide diuretics inhibit, the secretion of
insulin and beta blockers impair insulin sensitivity,
whereas CCBs (amlodipine) decreases insulin
resistance™. Role of calcium channel blocker was also
evaluated in diabetic hypertensive patients and found
that amlodipine apart from decreasing blood pressure
also decrease blood glucose levels?. In our study there
is significant reduction in serum blood glucose levels
i.e. 44% supported by the study conducted by Erosy

parameters are consist

progress of cardiovascular events in patients without
diabetic nephropathy as well as reserves for add-on
therapy in hypertensive patients complicated with
diabetic nephropathy.
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on Thyroid Functions during Treatment of
Chronic Hepatitis C
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ABSTRACT

Objective: The aim of the study was to assess the incidence, types and risk factors of thyroid dysfunction and
thyroid autoimmunity, and to correlate the laboratory parameters with clinical findings.

Study Design: Prospective clinical trial

Place and Duration of Study: This study was conducted at General hospital, Lahore from March, 2011 to
December 2011.

Materials and Methods: The study enrolled sixty diagnosed patients of chronic hepatitis C with normal baseline
thyroid hormone levels (TSH, FT3, FT4). Anti-thyroid peroxidase antibodies (anti-TPO-Ab) were also assayed.
Baseline results were compared with those obtained during and at the end of interferon-&pha (IFN- o) and ribavirin
combination therapy.

Results: Incidence of thyroid dysfunction was 10%. Six patients (10%) developegmgyroid\dysfunction. Subclinical
hypothyroidism was more common. Four female patients developed hypot sm nd 2 patients showed
hyperthyroidism. The overall incidence of anti thyroid peroxidase ant'bont EPO-AD) before treatment was

1.7% which became 5% at the end of therapy.
Conclusion: Female sex and anti-thyroid peroxidase antibodies flanti-TP ) either present before or during
treatment at are at risk of developing thyroid dysfunction, so allghe pagients of chronic hepatitis C should be
screened for thyroid functions and anti-thyroid peroxidase antib (anti-TPO-Ab) before treatment with
interferon-alpha (IFN- o) & ribavirin combination therapy, an onitored during and after treatment.
Key Words: Interferon Alpha. Autoimmunity. Anti-thyroix iglase antibodies, HCV..

A
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INTRODUCTION Q

a on Thyroid Functions During Treatment of

under the age of 70 years’. The purpose of the treatment
is to achieve an undetectable HCV-RNA six months
after treatment®. Interferon alpha (IFN) in combination
with Ribavirin has been used in the treatment and
become standard treatment for Chronic Hepatitis C
since French consensus conference in 2002°.
Interferons (IFNs) were discovered and named by
Isaacs and Lindenmann in 1957 who observed that
virus-infected culture formed a protein that reacted with
cells, making them resistant to infection by other
viruses™. Interferon-alpha regular or pegylated in
combination with ribavirin is used and this results in
sustained virological response in about 80% of cases

Chronic hepatitis C is a liver disease causgby titis
C virus (HCV). The hepatitis C virus re 1zed in
1989 and since then hepatitis C vir !@) has been
considered as a major publlic ealtfi pfo

t

all over the
world including Pakistan virus produces
liver infection in e than 0 million people
worldwide?. In Pakisfa out 0" million people have
the hepatitis C virus (HCVRgf€ction, although accurate
epidemiological information for chronic hepatitis C
virus (HCV) infection is still not available®. These
patients are more prone to develop hepatocellular

carcinoma due to constant infection®. At least 250,000
deaths per year are due to hepatitis C°. Factors known
to increase the progress to cirrhosis include, old age at
HCV acquirement, male sex, heavy alcohol intake, and
co-infection with either Hepatitis B or HIV®. Treatment
for chronic hepatitis C has become better over the last
decade and it is generally recommended in patients
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with genotype 2 and 3 CHC infection and 40-50% in
genotype 1 infection."*?

Adverse effects of IFN treatment include flu-like
symptoms,  fever, malaise, muscle aches,
neuropsychiatric symptoms and endocrinal
dysfunction® *. The most important endocrine gland
affected is thyroid gland™ **. Hypothyroidism or
hyperthyroidism may occur in up to 5-20% of patients
especially in those with anti-thyroid antibodies present
before treatment with interferon alpha and ribavirin®.
Interferon alpha treatment may activate the production
of different types of auto-antibodies such as antinuclear
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antibodies (ANA), thyroid peroxidase antibodies (TPO)
and anti thyroglobulin (TGA) antibodies®.

Thyroid dysfunction is the most common autoimmune
disorder related with Interferon alpha treatment and the
occurrence of thyroid dysfunction due to interferon
alpha was recognized in 1985 in patients who
underwent interferon alpha treatment for carcinoid
tumors and breast cancer’’. The important factors that
play role in the development of thyroid disease during
Interferon alpha therapy are female gender and
presence of thyroid auto-antibodies particularly anti-
thyroid peroxidase antibodies(TPO-Ab) prior to
treatment™.

The common form of thyroid autoimmunity is the
presence of thyroid peroxidase antibodies (TPO-Ab),
and thyroglobulin antibodies (Tg-Ab). The newer
immunoassays have improved sensitivity to detect
thyroid peroxidase antibodies (TPO-Ab) than the older
assays'®.

MATERIALS AND METHODS

60 patients of either sex were enrolled for the study.
Written consent, for participation in the study, was
taken from each patient.

Inclusion criteria: Diagnosed patients of Chronic
Hepatitis C (CHC) with normal thyroid functions.
Exclusion criteria: Abnormal thyroid function tests
before the treatment and the co-existence of other
disease that need chronic drug therapy. Serum levels of

enzyme immunoassay test kits, catalog no, BC-1Q0

given. Frequencies and percentages are given for
qualitative variables. Graphs are presented for both
quantitative and qualitative variables. Paired sample t-
test is applied to observe pair wise differences for
normally distributed quantitative variables. A p-value
of <0.05 was considered as statistically significant %.

RESULTS

Among 60 patients participated in the prospective
clinical study, 26 were males with mean age
41.77+8.53 and 34 females with mean age 42.71+8.36
years. The overall mean age was 42.30+8.37 years
(Table.1).

Table No.1: Distribution of cases by age and gender

Male Female Total
(ngs) N | % | N| % | N | %
31-40 | 15 [ 577 [ 40 [ 588 | 35 | 583
41-50 8 [ 308 265 | 17 [ 283
51— 60 3 |1 147 | 8 | 133
Total 26 0N 344 [100.0| 60 [100.0
Mean 41 42714836 | 42.30+8.37

After trgfatment
24 wee
functio

eron alpha and ribavirin for
, fifty four (90%) were having normal thyroid
Siy/ patients (10%) developed thyroid

dysfunction  biochemically, four  patients(6.6%)
@ ddveloged hypothyroidism, all were females with age

from 35-58 years. two patients(3.4%)

loped hyperthyroidism. When the test of normality

TSH, FT4, FT3 and TPO-Ab were assayed USIQ’as performed by using Shapiro-Wilk test the results

1008,1006 Biocheck inc, 323 Vintage park. All p %
were assessed clinically too. Patients were trgfited
patients

interferon alpha and ribavirin by their pgsi
duration of treatment was 24 weeks

were tested for thyroid hormon apd thyroid
peroxidase auto-antibodies (LPO- k0,12 and
24 of treatment with Interfgro ribavirin.

Data Analysis: The dal
(Statistical Package far

using SPSS 16.0
ces). Mean £ S.D is

were deviating from the normality with p-value< 0.001.
Among thyroid function tests the value for FT3 was
raised by 2.013+ with p-value 0.999. The value for FT4
was declined by 0.13+ 0.36 pg/ml with p-value 0.006
which was insignificant statistically. Thyroid auto-
antibodies (TPO-Ab) were present in 1.5% of patients
before the start of treatment and in 5% after the
treatment with p-value. 0.662 , which was insignificant
statistically.(table 2)

Table No.2: Thyroid func tests of the patients showing thyroid dysfunction
Age | Gender "TSH FT3 FT4 TPO-Ab

(years) Before After Before After Before After Before After
Treatment | Treatment | Treatment | Treatment | Treatment | Treatment | Treatment | Treatment

50 Female | 2.4 6.8 1.151 1.139 0.94 0.41 10.6 85.47

52 Female | 2.69 8.35 1.45 0.83 0.96 0.22 0.79 15.70

58 Female | 2.84 10.41 1.4 0.89 0.83 0.29 5.58 125.62

57 Female | 2.65 8.32 2.60 1.124 0.87 0.295 8.30 15.40

54 Female | 0.42 0.99 1.43 4.36 1.87 3.37 80.59 92.50

45 Male 0.85 0.32 2.78 4.61 1.15 3.92 17.58 23.22

All the patients enrolled for study were examined sensitivity  with  p-value<0.001.Tremors, heat

clinically before starting treatment and after the
completion of treatment with interferon alpha and
ribavirin. Ten patients(16.7%) were having cold

intolerance and mental slowness was observed in 2, 1
and 2 patients respectively with p-value>0.005.
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DISCUSSION

Treatment of Chronic Hepatitis C with Interferon alpha
and ribavirin may lead to many adverse effects.
Abnormal function of thyroid gland is a known side
effect or complication during IFN alpha and ribavirin
combination therapy. Thyroid dysfunction is more
common in females, and hypothyroidism occurs more
frequently, and resolves after the end of therapy. IFN
interacts with specific receptors present on the cell
surfaces and leads to activation of various signaling
pathways via very complex sequence of interactions
and activation of gene transcription.

In present study the baseline thyroid functions i.e.
serum TSH, FT3 and FT4 were normal in all sixty
patients participating in study. Baseline (week 0) results
were compared with those obtained at weeks 12 and 24
of therapy. Biochemical thyroid dysfunction (TD)
developed in 6 patients (10%) out of 60 patients.
Hypothyroidism was common as compared to
hyperthyroidism. The incidence of hypothyroidism was
6.6% and 4.3% of the patients in the study developed
hyperthyroidism. Also all hypothyroid patients were
females i.e. four patients (6.6%). Two patients
developed hyperthyroidism, one male (3.3) and one

female (3.3%). In most of the patients, these disorders @

occurred during the early course of treatment as has
been reported in various studies. Interferon alph
induces a rush of immune reactions in the body.

This is related to immuno-modulatory propert}€SRg
Interferon (IFN) which induces non-organ %
antibodies causing thyroid dysfunction.
suggest that Interferon alpha has direct t
thyroid gland, along with imngfufio

ulatory
mechanisms. The level of thyroid antibodies
rose from 1.7% at baseli to% at the end of
treatment,i.e.24 weeks, 0 e ntibodies were
detected in those fe ien ho had a higher
mean age group which, aragteristic of autoimmune
thyroiditis. These results est that female patients
with Chronic Hepatitis C ‘receiving Interferon alpha
therapy are more prone to develop thyroid
abnormalities. All the above findings support the view
that Interferon alpha therapy in patients with Chronic
Hepatitis C accentuates and makes clinically manifest
pre-existing autoimmune thyroid abnormalities. We
cannot exclude genetic factors to play an important role
in the risk for thyroid dysfunction (TD).

In the present study the enrolled patients were assessed
clinically too. It was found that all patients were free
from any symptom regarding thyroid gland before
starting the treatment. At the end of therapy it was
found that no patient undergoing IFN alpha therapy
showed overt thyroid dysfunction; only subclinical
hypothyroidism and hyperthyroidism was observed.

Lastly, thyroid dysfunction caused by interferon alpha
and ribavirin combination therapy is a common finding
in these patients. Interferon can lead to the appearance
of different manifestations of thyroid disease, ranging
from  subclinical hypothyroidism  to  overt
hypothyroidism or hyperthyroidism. Female gender and
the presence of anti-thyroid antibodies are important
predisposing factors that may cause thyroid dysfunction
. Permanent hypothyroidism is more common and this
may necessitate hormone replacement therapy. Thyroid
function tests should be checked before the start of
treatment and periodically during the treatment and at
least once in the six months following IFN alpha
treatment.

CONCLUSION

Treatment with Interferon alpha in the patients of
Chronic Hepatitis C is4associated with thyroid
dysfunction and thyroid munity. The mechanism
of interferon induced ol sfunction (11TD) is not
very clear but it majgbe d¥e tqgthe direct toxic effect of
interferon alph "N

mediategs @ O-up of patients with thyroid
dysfungtion d terferon alpha thyroid is necessary

s relation to sustained virological

response
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ABSTRACT

Objective: To determine the frequency and causes of conversion of laparoscopic cholecystectomy into open
cholecystectomy.

Study Design: Cross-sectional (descriptive) study

Place and Duration of Study: This study was carried out at Surgical Unit of Postgraduate Medical Institute, Lady
Reading Hospital, Peshawar for 14 months, from 1-11-2010 to 31-12-2011.

Patients and Methods: A total of 126 patients of symptomatic gallstones disease fulf\ling the inclusion criteria
were subjected to laparoscopic cholecystectomy and were followed through out ocedure to see for any
conversion and its cause.
Results: The mean age of patients was 40.65+10.35 with range of 20-65 years.
open cholecystectomy were 11 out of 126. Thus frequency of convergion { g
cause being adhesions 9 out of 11 converted cases followed by orrhaye. _2/Jout
conversion was more in male patients. 20.8% as compared to 5.9% i females.
Conclusion: Laparoscopic cholecystectomy is the gold standar®@ireagient modality in the management of
symptomatic gallstones disease. Its one disadvantage is the coEfersion Into open procedure. But conversion should

ptal®o of cases converted to
jual to 8.7%, with commonest
of 11 conversions. Moreover

not be considered as complication of the procedure rathegit is fnatute decision by the surgeons to avoid unnecessary
lengthening the duration of surgery once they encounter anyydiMigigfty or interoperative complication.
Key Words: Laparoscopic cholecystectomy, Gall stonegCo sion, Cholelithiasis

arn W, Khan SM, Jan WA. Frequency and Causes of
Conversion of Laparoscopic Cholecystectom pén Cholecystectomy. Med Forum 2015;26(5):13-16.

INTRODUCTION Laparoscopic cholecystectomy is preferable over open
xvalence

cholecystectomy for its lesser duration of hospital stay,

lesser mortality and morbidity, early return to work and
Pakistan."”  better cosmetic results.® It is also considered for
ut symptoms management of acute cholecystitis now a days.’
#n  develops.® Laparoscopic cholecystectomy (LC) remains an
se investigation for  extremely safe procedure with a mortality rate of 0.22-
diagnosing the gall st or Jits complications like  0.4%. Major morbidity occurs in approximately 5% of
cholecystitis.* Symptomati | stone disease can end  patients.” Laparoscopic cholecystectomy is having
up with its complications” without prompt surgical  certain disadvantages like its conversion into open
intervention. Carl-Langenbuch performed 1% successful  cholecystectomy. According to some studies its
cholecystectomy by open technique which remained the  conversion rate is 16-18%.*2 Common causes for
goal standard for the management of gall stones for  conversion mentioned in literature are dense adhesions
about a century.® Then Philippe Moret brought a new 66.6%, common bile duct injury 22.3%, gut injury
advancement in its management by performing first  11.1%" and haemorrhage 50%.%
successful  cholecystectomy through laparoscopic The rationale of this study was that it will provided our
technique.® It has become the most common major  local statistical data about frequency and common
abdominal procedure performed in Western countries.” causes of conversion of laparoscopic cholecystectomy
into open cholecystectomy, where adequate expertise is
Registrar, Department of General Surgery, in the phase of development. By this study we ha_ve
Lady Reading Hospital, Peshawar come to kn0\_/v that our resuIFs are gomparable with
Cell No. 03339619411 national and international studies, which has reflected
E-mail: shababdr@gmail.com the level of our expertise in the field of laparoscopic

surgery

Cholelethiasis is a common disease
of 10-15% in the USA and abou
Patients mostly remain asygpt
appear  when  any
Ultrasonography is
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MATERIALS AND METHODS

This cross-sectional (descriptive) study was conducted
in Surgical Unit of Postgraduate Medical Institute, Lady
Reading Hospital, Peshawar over a period of 14 months
from 01-11-2010 to 31-12-2011. All patients aged >14
years (because patients <14 years of age are being dealt
in paediatric surgery unit) and cholelithiasis undergoing
laparoscopic cholecystectomy were included. Patients
who have choledocholithiasis, empyema gall bladder,
previous abdominal surgery, cirrhosis liver and gall
bladder mass were excluded from the study. The
cholelithiasis was diagnosed on the bases of episodes of
pain and tenderness at right hypochondrium aggravated
by taking fatty meal and ultrasound abdomen
suggestive of gall bladder stones. All the patients with
diagnosis of cholelithiasis fulfilling the inclusion
criteria were admitted either through OPD or casualty.
After taking informed consent for study and surgery,
detailed history was taken and clinical examination was
performed. Preoperative investigations included full
blood count, random blood sugar, viral serology, blood
urea and serum creatinine, chest x ray, ECG.
Ultrasound scan abdomen and liver function tests were
performed in all cases in order to confirm the diagnoses
and rule out associated complications. Then all the
patients were be kept nil by mouth from 12:00 mid
night before surgery. Pre operative antibiotics were

given at the time of induction of anesthesia and ¢

patients were followed throughout the procedure to

May, 2015
Table No.2: Gender-wise distribution of patients
(n=126)
Gender Conversion No. %
Yes 5 20.8
Male No 19 79.2
Total 24 100.0
Yes 6 5.9
Female No 96 94.1
Total 102 100.0
DISCUSSION

Symptomatic gall stone disease can end up with its
complications without prompt surgical intervention.
Cholecystectomy was performed by open technique for
management of gall stones disease which remained the
goal standard for the management of gall stones for
about a century.>" But now this is the era of minimally
invasive or key hole rgery and performing
laparoscopic  cholecy y for GBS has
revolutionized its may@mnent\**’

Laparoscopic cholo became an attractive
treatment god ofgholelithiasis because of less

scarrin spitél stays, earlier return to usual
activiti Daspite the fact that laparoscopic
cholecy has got many advantages but its

conyersion hto open cholecystectomy is disappointing
nit on for patient but for surgeon as well. But

ion should not be considered as complication of

of surgery once they encounter any difficulty or

0
look for conversion if any and its cause such a %procedure rather it is mature decision by the
adhesions, common bile duct injury, hemorrhage & geons to avoid unnecessary lengthening the duration

injury. All the information and other demogpamgic
features of the patients were recorded in a pre
proforma.  Laparoscopic  cholecystectomj ore
performed by the same surgeon with 5 yed§ e

of laparoscopic surgery blinded fro e
inclusion of the patients in the study.
RESULTS

Out of 126 patients,
(19.3%) were men. The was 40.65£10.35 yrs
and age range of 20-65 y tudy population largely
comprised of female patients of relatively younger age
group. Eleven 11 (8.7%) patients required conversion
to open procedure. Thus the rate of conversion was
8.7%. Commonest cause being adhesions 9 out of 11
(7.1%) converted cases followed by haemorrhage 2 out
of 11 (1.6%) conversions. Moreover conversions were
more in male patients 20.8% as compared to 5.9% in
females (Tables 1-2).

re women and 24

Table No.1: Conversion of laparoscopic cholecyst-
ectomy into open cholecystectomy

Conversion No. %
Yes 11 8.7
No 115 91.3
Total 126 100.0

intraoperative complication.

The factors leading to conversion of laparoscopic
cholecystectomy into open cholecystectomy have been
addressed by different studies in literature and those
identified so for range from age of the patient, gender,
obesity, acute cholecystitis, inexperience The
conversion rate of 3.6% to 13.9% is reported in
literature.?** The frequency of conversion in this study
being presented is 11 equal to 8.7%, which is according
to that mentioned in literature. Our study population
was younger, mean age 40.65+10.35 years. Daradkeh?
reported mean age of 47.2 years, whereas Bingener et
al® 40 years.

The reported conversion rates for acute cholecystitis
range from 12% to 37.5%.” However, the rate of
conversion is high amongst studies from the Asian
countries as compared to those from western world. In
most cases, dense adhesion around the gall bladder and
uncontrolled bleeding were the main reasons for
conversion to the open procedure.* Also in this study
commonest cause being adhesions 9 out of 11
converted cases followed by haemorrhage 2 out of 11
conversions. Moreover conversions were more in male
patients. 20.8% as compared to 5.9% in females. This
was similar to Ibrahim et al'®, Brodsky et a®® and Al
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Salamah?’also found male gender as a most significant
determinant for conversion to open cholecystectomy.
Gharaibeh et al % reported 24% conversion rate in
males vs. 4% in females, whereas Lim et al® reported
16.6% conversions in males vs 8.2% in females. Male
gender is thought to be a risk factor for conversion
because of either behavioral differences® or differences
in anatomy and physiology such as volume of
abdomen, hormones and fats distribution. According to
some studies age is also a risk factor for conversion but
in this current study age is not a risk factor for
conversion, which is according to a study by Shamim et
al.® Most conversions happened after a simple
inspection or a minimum dissection, and the decision
to convert should be considered as a sign of
surgical maturity rather than a failure. Conversion
should be opted for in the beginning and at the time of
recognition of a difficult dissection rather than after
the occurrence of complication.™>

CONCLUSION

Laparoscopic cholecystectomy is the gold standard
treatment modality in the management of symptomatic
gallstones disease. Most of the laparoscopic
cholecystectomy performed fall in relatively younger
age group female in this study our conversion rate is
comparable with national and international literature,
commonest cause of conversion was adhesions. Male
gender was also risk factor for conversion. On the basis
of our results we may recommend

in the phase of development.
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ABSTRACT

Objective: To see the effectiveness of Proton Pump Inhibitors in patients with chronic cough at Liaquat University
Hospital.

Study Design: Observational study

Place and Duration of Study: This study was conducted at ENT Department, Liaquat University Hospital,
Jamshoro/Hyderabad from November 2010 to October 2011.

Materials and Methods: Irrespective of age and gender 109 cases were recorded with history of chronic cough.
After getting a detailed History all the cases were examined thoroughly for any pathology in Nose, Nasopharynx,
Sinuses, Throat and Larynx in ENT department and then Sent to Physician to find or exclude the pathology in chest
and Gastro intestinal tract. Required investigations were carried out in selected cases. All the cases after diagnosis
were selected for PPI treatment for 30 days. Patient’s response to the treatment was recofided. All the data regarding
sign symptoms, clinical diagnosis, duration of cough and response of the cases t reatment was entered on
Performa for analysis.
Results: 109 cases were chosen in present study with chronic cough, majority oW

with age group of 41-60 years. Female were found in the big p rce\;]@
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| Proton Pump Inhibitors |

g 5/(50.45%) were found
57.79%), as compare to male

46/(42.20%), mostly 86/(78.89%) cases had duration of cough unde
39/(35.77%) cases were noted with feeling of lump in throat an@ this was Commonest symptom. 57/(52.29%)
re ngted with partial response and continued
treatment and those were advised some

patients were found with complete response, 35/(32.11%) patients
for some more days, while 17/(15.59%) patients had not respond to
other investigations and treatment.

[
Conclusion: PPI having prime role in cases of chronic
without more investigations. x
niversity Hospital

Key Words: Proton Pump Inhibitors, Chronic Cough@
Citation of article: Memon MA, Jaffery MH, i M. Role of Proton Pump Inhibitors in Chronic Cough.
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I caneasily be given on Clinical ground even

in up to 75% of patients with GERD-linked cough.’
Diagnosis of GERD is often in light of the clinical
reactions of cough to antireflux treatment as opposed to
on target evaluations of GERD fundamentally. Besides,
an expanded comprehension of the pathophysiology of
GERD and specifically the particular occurrence of
laryngopharyngeal reflux (LPR), has highlighted the
multifaceted nature of this situation, with the
requirement for individual cases appraisal and
customizing of treatment getting to be obvious.
Coughing may be incited by reflux through various

INTRODUCTION

Chronic nonspecific cough, char t% as a non
productive cough without idgatifi r atory illness
or known reason.! ContinuingNgr than 111 to VIII
wks.? Represents a cri medicinal services
expenses and impre rsonal satisfaction.
Gastroesophageal reflux (GERD) correspond to
one of the three fundamental reasons of chronic cough
(alongside asthma  and upper respiratory
cough/postnasal trickle disorder), concerned in up to

41% of chronic cough cases.® The clinical highlights of
GERD-related  cough  incorporate indigestion,
regurgitation, and/or compounding of cough after
nourishments or medicines known to diminishing lower
esophageal sphincter-pressure, with extra-esophageal
indications, for example, hoarseness, wheezing, sore
throat, pain of the chest, and globus likewise described.
Whilst excellent GERD manifestations are occur in 6—
10% of chronic cough cases, GERD is clinically quiet

Correspondence: Dr. Mushtaque Ali Memon,
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Cell No. 0333-2700192- 0313 2851728
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systems. The regurgitation of gastric substance into the
laryngopharynx can bring about mechanical or pH-
delicate  stimulation, through chronic  swelling
prompting the sensitization of peripheral nerves
mediating cough.® This due to acid or nonacid
(specifically, bile and pepsin) origin. It has been
recommended that coughing can likewise be affected
by "micro" or "noiseless" goal, brought on by the
immediate initiation of tracheo-bronchial receptors by
reflux entering the airway. Distal esophageal reflux
might likewise induced cough due to vagal stimulation
known as oesophago-bronchial reflex.® Ing et al.’
showing infusing acid in throat of chronic cough cases
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developed coughing. Moreover whilst implantation of
acid (contrasted with saline) into the throat of those
GERD cases without chronic cough had no impact, a
sharpened cough reflex to capsaicin was noted in that’s
GERD cases with chronic cough.®

An option pathophysiology is that coughing can actually
be the causation in reflux: expanded intra-stomach
pressure amid strenuous coughing incidents adversely
affecting the lower esophageal sphincter, perhaps by
method for a positive input loop.” Proton pump
inhibitors (PPIs) are viewed as the medications of
decision for acid linked illnesses as well as GERD.*
Proton pump inhibitors (PPIs) have ordinarily been the
pillar exact treatment for GERD-linked cough. A few
times without history of GERD patient have a silent
stimulation ~ prompting  chronic  cough;  these
asymptomatic patients might likewise respond on PPI.
Therefore purpose of this series is to assess effectiveness
of PPI in cases with chronic cough at LUMHS.

MATERIALS AND METHODS

Study was performed in ENT department of LUH
Jamshoro/Hyderabad in 2010-2011. Irrespective of age
and gender 109 cases were recorded with history of
chronic cough. All the cases having persistence cough
lasting for 11l to VIII wks or more were selected.
Patients with history of pregnancy or cardiac and
pulmonary disorders, viral or fungal infections,
Malignancies or Zollinger —Ellison syndrome, chronic
alcohol or drug abuse and smokers, FB bronchus a

patients on ACE inhibitors, patients with high gradgo
low grade evening rise fever and having cou

detailed History all the cases were examin
for any pathology in Nose, Nasop

Physician to find or exclude the
Gastro intestinal tract. Regui

t in all cases and
Flexible NasopharyngO pper Gl Endoscopy
were carried out in selec es. All the cases after
diagnosis were selected for PPl treatment for 30 days.
All the data regarding sign symptoms, clinical
diagnosis, duration of cough and response of the cases
to PPI treatment was entered on proforma, and analyze

on SPSS version 16.0.
RESULTS

Total 109 patients were selected in this study with
chronic cough majority of the cases 55/(50.45%) were
found with age group of 41-60, 2" most common age
group was 21-40 years 35/(32.11%), while 10/(9.17%)
cases were below 20 years of the age and 09/(8.25%)
were above the 60 years of the age. Female were found
in the majority63/(57.79%) as compare to male
46/(42.20%), mostly 86/(78.89%) cases had duration of

cough under VIII weeks, while 23/(21.10%) cases were
found with above VIII weeks of the duration. Table: 1..
Majority of the cases 39/(35.77%) were noted with
feeling of lump in throat, while Presentation as Sore
throat, Post nasal drip, Retrosternal pain, Wheezing and
Nocturnal regurgitation were found with percentage of
23/(21.10%), 27/(24.77%),28/(25.68%), 11/(10.09%)
and 19/(17.4%) respectively, while 29/(26.60%) cases
were without any symptom. Table: 2.

After treatment 57/(52.29%), patients were found with
complete response, 35/(32.11%) patients were noted
with partial response and continued for some more
days, while 17/(15.59%) patients had not respond to
PPl treatment and those were advised some other
investigations and treatment. Table:3.

Table No.1: Demographic characteristics of the

cases. n=109
Characteristics L #of cases/%
AGE GRPUPS

<20 10/(9.17%)
21-40 J 35/(32.11%)
41-6 55/(50.45%)
AR GI‘ 09/(8.25%)

) GENDER
Malg 46/(42.20%)
le 63/(57.79%)

° fadi DURATION OF COUGH

3-8 weeks 86/(78.89%)
wre than 8 weeks 23/(21.10%)

able No.2: Associated features of the cases n= 109

Features #of cases/%

Sore throat 23/(21.10%)

Post nasal drip 27/(24.77%)
Retrosternal pain 28/(25.68%)
Wheezing 11/(10.09%)
Feeling of lump in throat 39/(35.77%)
Nocturnal regurgitation 19/(17.4%)
No other symptom 29/(26.60%)

Table No.3: Response of the cases to PPl n= 109

Response #of cases/%
Complete responder 57/(52.29%)
Partial responder 35/(32.11%)
Not responder 17/(15.59%)

DISCUSSION

Cough is usual symptom of many diseases which is
usually simple to diagnose but sometime it may become
troublesome so that to exclude upper RTI and the chest
infections also if the symptoms of GERD are marked
but in some cases it is difficult due to masked effects.
PPI if given in such cases proved to be an effective
Drug for a symptomatic drug treatment of chronic
cough. In this study female were found in the majority,
55/(50.45%) were found with age group of 41-60, 2"
most common age group was 21-40 years 35/(32.11%),
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while 10/(9.17%) cases were below 20 years of the age
and 09/(8.25%) were above the 60 years of the age.
Baldi F et al,"* reported majority of females and Most
of the patients were middle-aged females and 25
(55.5%)

A study conducted by Riaz et al, showed percentage of
Pakistani students having weekly episodes of heart burn
is significantly higher than that in general Asian
population.®® In this series majority of the cases
39/(35.77%) were noted with feeling of lump in throat,
while Presentation as Sore throat, Post nasal drip,
Retrosternal  pain, Wheezing and Nocturnal
regurgitation were found with percentage of
23/(21.10%), 27/(24.77%),28/(25.68%), 11/(10.09%)
and 19/(17.4%) respectively.

D'Urzo A et al.*? reported chronic cough is highlighted
in GERD and unique side effect in up to 75% of
patients. Adults having microaspiration, cough takes
after manifestations of indigestion, disgorging, sour
tast, pain of throat and hoarseness. In another study
demonstrate that chronic cough was brought about by
reflux in 21% patients. Moreover, the analysts
demonstrated that constant hack was the sole displaying
indication in GERD 43% of the time.** Otitis media
might likewise be connected to GERD.™

Loehrl TA et al,*® looking at otitis media with radiation
in grown-ups exhibited that pepsinogen fixation was

higher in center ear emission in patients who reported ®

GERD manifestations, furthermore, treatment for

GERD with PPIs gave a few cases with GER
symptom relief as well as decreasing the concentrati

of pepsinogen in the effusion. Also, resear
demonstrated that cases having chronic rhin %
have an expanded incidence of GERD, chronic
ceaseless rhinosinusitis manifestations "My nuyrérous
patients are decreased after GERD tregtment.

Frequently, they display as hoarsepags! rrent throat
passing, a postnasal trickl b@e mucus, sore
throat, a globus sensatio SpRgSIA=8T cough. Chronic
laryngitis and sore th arxcaqniptted with GERD in

upwards of 60% of es.'P likewise; one study
demonstrated that no less 50% of patients giving

laryngeal and voice issue had laryngopharyngeal
reflux.’’ Less-regular GERD- linked
laryngopharyngeal issue incorporate  paroxysmal
laryngospasm,  subglottic  stenosis,  vocal-string

granuloma, and cancer of the larynx and pharynx.'®

After treatment 57/(52.29%), patients were found with
complete response, 35/(32.11%) patients were noted
with partial response and continued for some more
days, while 17/(15.59%) patients had not respond to
PPI treatment and those were advised some other
investigations and treatment. Baldi F et al'
demonstrated that more than 80% of the patients those
had full relief in cough on complete treatment and
demonstrate the good response to PPI test. Several

studies showed when chronic cough treated with PPIs
26%-43% patients got good relief.%%

CONCLUSION

We concluded that PPl having prime role in cases of
chronic cough. PPI can easily be given on Clinical
ground even without more investigations. Patients with
Chronic Pharyngitis responded well on antimicrobials
with addition of PPI. All the physician and ENT
specialist should understand the GERD on the time
cough treatment.  More research is required for
complete effectiveness of PPI in the cases with chronic
cough.

Conflict of Interest: The study has no conflict of
interest to declare by any author.
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ABSTRACT

Objective: To determine the prevalence of fungal infection in the patients having nasal polyps at Liaquat University
Hospital, Hyderabad.
Study Design: Observational and prospective study
Place and Duration of Study: This study was conducted in the Department of the ENT of Liaquat University
Hospital, Jamshoro/Hyderabad from March 2012 to August 2012.
Materials and Methods: Total 50 had selected. All the cases with nasal polyp, both genders and above 18 years of
the age were integrated. Routine lab investigations had completed. Radiological examination including the X-ray of
paranasal sinuses and CT scan had done to diagnosis sinuses, bony erosion, orbital and intracranial extension.
Surgical procedure had done according to the need of the patient. After surgery all the samples separated in 2 places
under sterile process. One for histopathology and 2™ in the normal saline had sent for fuggal Culture of specimen.
Results: Total 50 cases were selected in the study after diagnosis of nasal polyp, mean &ge of the cases was mean
+SD=36.05+7.21 years, male had found in the majority 31/(62.0%). Nasal ob was the most common
¢ surlyical procedure of nasal
polypectomy. After done histopathology frequently diagnosis found as Ip atory polyp 43/(86.0%), while
i infection after culture test.

Citation of article: Shafi M, Memon MA, Jaffery MH. To Detect The Fungal Infection in the Patients with

Nasal Polyps. Med Forum 2015;26(5):21-24. P
INTRODUCTION i incorporate Aspergillus, Mucor, Histoplasma,
CXcidiodies, Candida,®  Acremonium, Curvularia,
Nasal polyposis is extremely commonest ailment of \Qonsecaea , Penicillum.” Aspergillus spp. is the most
nasal hole with the occurrence of (1.4% widely recognized colonizers of sinuses.” Mostly fungi
commonest in adults as contrast with the chil find out in dust, soil, air and plants. They stick to dust
accepted that nasal polyps are framed as uence  elements and are breathed in and placed on the nasal
of continuous nearby swelling of nasal ) cosa, and paranasal sinus mucosa. Warm, clammy
that’s developed by expanding sub m\@e ema and  environment of the URT is a perfect situation for the
hand, the  multiplication of this organisms,? though; that’s

afterward open to airway. On

fundamental development hegnagpl polyp is not infrequently pathogenic causing host resistance is high
understand accurately.’ with the exception of under positive development
[

Essential symptoms a asal blockage and situations in extremely responsive individuals.? Cause
congestion, hyposmia or Mg@sm#a and if connected with  or effects of the fungal infection in the nasal polyps is
chronic ~ sinusitis  a rulent nasal release.  hard to focus due to the omnipresent quality of fungal

Supplementary symptoms involve are, post nasal drip,  spores. At the same time, several studies demonstrate
rhinorrhea, facial pain and aggravation in the sleeping.®>  that these polyps might likewise be created due to
several series considered that polyps to be extreme fungal infection of sinunasal mucosa.” Hence NP
appearance of chronic swelling, consequently,  arrangement and development may be start by both
conditions prompting chronic inflammation in cavity of ~ fungal infection and non infectious swelling.’®*
nose can develop nasal polyps. Nasal location of  Fungal infection and local allergic method  of
mucosal injury can cause pooling of mucus and  colonization of sinunasal mucosa had impact in NP
following colonization by fungus.® fungal components development. Nasal fungal infection and paranasal
were associated to be the causative elements of chronic  sinuses are arranged in 2 parts as, (intrusive) and (non
rhinosinusitis and fungal etiology had found to underlie obtrusive). Non intrusive incorporates mycetoma and
extreme NP. Fungal agents separated from paranasal  hypersensitive fungal sinusitis. Intrusive contains the

Correspondence: Dr. Mushtaque Ali Memom, unending sluggish structure, that shows gradually
Asstt. Prof. of ENT, Liaquat University Hospital, Jamshoro dynamic bone erosion, and fulminate appearance."
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nasal polyposis at Liaquat University Hospital Table No.1: Basic features of the cases. n=50
Hyderabad. Characteristics #of Cases/%
Age
MATERIALS AND METHODS mean +SD 36.05+7.21 years
This observational and prospective study had done in Gender
Department of the ENT of LUH Hyderabad. With six Male 31/(62.0%)
month of duration from March 2012 to august 2012. Female 19/(38.0%)
Total 50 cases had selected. All cases having nasal Ocupational Status
polyp, both genders and above 18 years of the age were House wife 11/(22.0%)
integrated.  All the patients with previous surgical Farmer 07/(14.0%)
history of the nasal polyposis, nasal structural Teacher 04/(8.0%)
abnormalities, severe co morbidities and pregnant Driver 08/(16.0%)
women had excluded. After taking an informed written Shopkeeper 03/(6.0%)
consent, details of history, through clinical examination Multiple work performer 17/(34.0%)

by the ENT surgeon. Face examination had done to see
the apparent deformity “face swelling in the sinus
region, cheek, and nasal deformity”. Examination of
Nose and throat was done to diagnose the nasal
obstruction effects. Routine laboratory investigations
were completed. Complete radiological diagnosis had
done as paranasal sinuses X-ray and CT scan to
diagnose sinuses, extension of the orbital and
intracranial and bony erosion,. Surgical procedure was
done according to the need of the patient. After surgery
samples had separated in two places under process of
sterilization. One was sent for histopathology and 2™
had been sent for fungal Culture of specimen. Data had
analyzed on SPSS version 16.0.

RESULTS

Total 50 cases were selected in the study after diag™
of nasal polyp, mean age of the cases w
+SD=36.05+7.21 years, male had found i

31/(62.0%) as compare to female 19/(38.

of the cases was multiple work p uch as
labrour 17/(34.0%), while Hag iff, Farmer,
Teacher, Driver and Sho ep@re 11/(22.0%),
07/(14.0%), 04/(8.0%), /B8/(I§0 and 03/(6.0%).
Table 1.

Nasal obstruction was t ostgommon 42/(84.0%) in
the clinical presentation, ile Nasal deformity in
11/(22.0%) cases, Headache in 23/(46.0%) cases,
Sneezing in 15/(30.0%), Sore Throat in 17/(34.0%),
Blood discharge from nose in 05/(10.0%) and Sinus
swelling in 20/(40.0%) cases, while Difficulty in
speaking was found only in 01/(2.0%) of the cases.
Mostly patients were found 1 to 2 years of duration
illness, results shows in Table 2.

Majority of the cases 26.0% were under went surgical
procedure of nasal polypectomy, while 18.0% patients
were underwent C.W.L operation and only 6.00 of the
cases were underwent lateral rhinectomy. Figure 1.
After done histopathology frequently diagnosis found
as Inflammatory polyp 43/(86.0%), while 08/(16.0%)
cases were found with fungal infection and 42/(84.0%)
were without fungal infection after culture test. Table 3.

Table No.2: Clinical pattern of the cases. n=50

Features #of cases/%
Nasal Obstruction 42/(84.0%)
Nasal deformity 4 11/(22.0%)
Headache 23/(46.0%)
Sneezing N 15/(30.0%)
Sore Thro® 17/(34.0%)
Blood djschafge WpnWgose 05/(10.0%)
inus sWgllifig 20/(40.0%)
DEficulty i speaking 01/(2.0%)
uration
> 1 yearl8 18/(36.0%)
( ) 1 -2 yearsl7 17/(34.0%)
3 - 4 years10 10/(20.0%)
< 4 years05 05/(10.0%)
76.00%
80.00% 1
60.00% ‘I
| 18.00%
40.00% 1
20.00% | 6.00%
0.00% =
Nasal I —
polypectomy C.W.L 1
Operation Lateral

rhinectomy

Figure No.1: Distribution of surgical procedure in

the cases. n=50

Table No.3: Histopathological and fungal culture

findings. n=50
Response #of cases/%
Inflammatory polyp 43/(86.0%)
Stromal Atypia 02/(4.0%)
Fibrotic 02/(4.0%)
Others 03/(6.0%)
Fungus culture
Positive 08/(16.0%)
Negative 42/(84.0%)
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DISCUSSION

Nasal polyps start from respiratory mucosa cover up
multiple part of ethmoidal bones. It has been proposed
that NP development increments with age.™*
Settipane mentioned that NP incidence achieves a top in
patients with age of 50 years or above,* besides, he
mentioned that asthmatics more than 40 years old are
four times more involve in NP than under the 40.
Furthermore, he reports that asthmatics over 40 years of
age are four times more likely to have NP than those
under 40. In France, the assessed frequency of nasal
polyposis expanded with age, coming to a top in the 50
to 59 year age.”® In another study in France the mean
age was 49.4 + 17.6.%® In this series total 50 cases were
selected in the study after diagnosis of nasal polyp,
mean age of the cases was mean +SD= 43.05+7.21
years, male had found in the majority 31/(62.0%) as
compare to female 19/(38.0%).

Nasal polyposis has an extraordinary effect on patients'
quality of life, and brings social and the limitation of
occupation. It affects vitality and the general health, and
mental health is more affected than physical health."” In
this series majority of the cases was multiple work
performer such as laborers 17/(34.0%).

Haro JI et al'® reported that the main clinical
manifestation was nasal obstruction in 100% of the

patients, followed of nasal pruritus with 62%, sheezing @

in 60%, anterior rhinorrhea in 50%, posterior rhinorrhea

polyposis affects men (60.3%) more frequentl

mean age of 39.5 years. Nasal blockage @

commonest symptom (81.1 %) followed inorffea

(37.7%). Similarly in our results nasal o% was
t

the most common 42/(84.0%) i clinical
presentation, while Nasal deforpag 11/(22.0%)
4.0%), Blood

cases, Headache in 23/(48Q%)\Lases, Sheezing in
15/(30.0%), Sore Thy
discharge from nose i .Q%pand Sinus swelling

in 20/(40.0%) cases, wi Diffculty in speaking was
found only in 01/(2.0%) oWtie cases. Newton JR et
al.?® suggested that the main symptoms found nasal
obstruction, and obstruction is generally constant, by it
may vary depending upon the size and region of the
polyps

Farrukh M SH et al** showed that 73.3% patients with
nasal polyp underwent nasal polypectomy, 20.0% cases
intra nasal ethmoidectomy and 6.6% patients under
went extra nasal ethmoidectmy. Similarly in this series
majority of the cases 76.0% were under went surgical
procedure of nasal polypectomy, while 18.0% patients
were underwent C.W.L operation and only 6.05 of the
cases were underwent lateral rhinectomy. The
individuals who had more commonness of growths in
their nasal polyps had quite a while introduction to
clean at work or in their home. More incidence of

fungal infection found in nasal polyps those having
long time revelation to dust. Greval et al.?? reported
10.7% patient suffering from fungal sinusitis. Dall’Igna
et al.® (2005) reported 6.7%. Garg et al.** (2013)
reported 26.6%. While in this series 08/(16.0%) cases
were found with fungal infection after culture test.

CONCLUSION

In conclusion fungal infection is found most common in
the cases having nasal polyps, relevance of the fungi
research is required and the immune system
investigation is very necessary in cases having nasal
polyposis, to accurate treatment.

Conflict of Interest: The study has no conflict of
interest to declare by any author.
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ABSTRACT

Objective: To assess the efficacy and adverse effects of 0.1% Olopatadine hydrochloride (OHC) and compare them
to 0.05% Emedastine difumarate (ED) in the treatment of allergic conjunctivitis.
Study Design: Prospective and comparative study

Place and Duration of Study: The study was conducted at Islam Teaching H Islam Medical College,
Sialkot from February 2013 to June 2014.
Materials and Methods: 74 adult patients including 35 male patients aged 21~ ars® Average 32.39) and 39

females aged 20 - 42 years (Average 31.8) some with a history of ste ¢ manifestation (e.g. asthma,
dermatitis, or bronchitis) along with sign and symptoms of allergic njunc wer€ enrolled in the study. At the
time of induction, manifestations of allergic conjunctivitis (mucdus discharge, itching, conjunctival congestion,
chemosis, and watering) were present. Patients were allocate at ral either of the 2 groups, A and B. The
patients in the Group A, (n = 36) received OHC and those in tEi Group B (n = 38) were treated with ED. The dose

in Group A was one drop in both the eyes 12 hourly. @rouplB received one drop in both the eyes 6 hourly. The
study was started on the first patient visit, when after the g§ i, the drug was administered. Patients from both
the groups were re-evaluated half an hour, forty eight &en and fourteen days later. Efficacy and side effects
in both the groups were assessed. The severity of sig ptoms were assigned a score from 0 - 3. The results
were analysed using independent sample T test.
Results: At the start of the study, cumulative
value of 7.31 for group A and 7.38 for gr

o% he patient's sign and symptoms was calculated, with a mean
THEre was no significant statistical disparity between the groups (p
= 0.88). The cumulative scores at the end on day fourteen were 0.72 for group A and 1.0 for group B. This
was also statistically not significant (p t Olopatadine was noted to be more effective.
The side effects of both the medici similarly assessed with cumulative scores calculated at each follow up.
In group A, there were miniygal s@ects with mean cumulative score on the final visit was 0.25 in group A and
tic
N

0.54 in Group B, with st
Conclusion: Olopatadj
effects (statistically sign
Key Words: Olopatadine,

icant (p = 0.015) difference.
vered to have better efficacy (not statistically significant) and less adverse
nt) han Emedastine.
dastine, Allergic Conjunctivitis

Citation of article: Sherwani B, Ahmed MR, Rahman I, Arif M. Comparative Study of Olopatadine
Hydrochloride 0.1% and Emedastine difumarate 0.05% Comparing their Clinical Efficacy and Adverse
Effects in Allergic Conjunctivitis. Med Forum 2015;26(5):25-28.

INTRODUCTION responsible for 15% to 40% of the presentations with
conjunctivitis’>. The incidence rises in spring and

Allergic conjunctivitis (AC) is an immune mediated  summer®. Allergic conjunctivitis is the inflammatory
ocular surface disorder that disturbs nearly one fourth  response of the conjunctiva to environmental antigens
of population at large™®. Of the various causes of such as animal dander, pollen, and dust etc. Redness
conjunctivitis, allergy is the most common aetiology,  and itching are the most consistent symptoms®. AC is
i an immune mediated disorder. It is a "Type |
Correspondence: Bushra Sherwani, hypersensitivity reaction” to pollen and other antigens,
Asstt. Prof. of Ophthalmology, AJK Medical College, arbitrated by IgE as indicated by accompanying
Muzaffarabad, AJ&K . - . .
} eosinophilia, and results from a sequence of biological
Cell No.: 0333-3405969 S heric all A
E-mail- Bushraaherwani@hotmail.com reactions’: a) atmospheric allergens cause sensitization;
b) activation of mast cells by IgE and subsequent




Med. Forum, Vol. 26, No. 5

May, 2015

release of mediators; c) inflammation of the conjunctiva
with prevalence of eosinophils; d) production of
cytokines, and e) exaggerated production of mucous.

Mast cells have a major role in this pathophysiology®.
These cells’ action not just contributes to the progression
of this acute hypersensitivity reaction but also plays an
important role in the metabolic regulation of response of
connective tissue succeeding this occurrence in the form
of fibrosis. After the exposure to allergen, in both, acute
and chronic phase, one of the key features is the
appearance of inflammatory cells (neutrophils,
lymphocytes, and eosinophils) in lacrimal secretion
within nearly six to twenty four hours. Histamine is the
main mediator, responsible for the sign and symptoms
associated with allergic conjunctivitis"®. Key signs
comprise  conjunctival  hyperaemia,  conjunctival
chemosis, watering, mucous production, and papillae.
Major and frequent presenting complaints comprise of
itching, watering, blurry vision photophobia and foreign
body perception. Itching is the hallmark of AC. AC can
be managed with local anti-allergic drugs such as anti-
histamines. These may be solo or in formulation with a-
adrenergic drugs”. The management of allergic
conjunctivitis has markedly evolved in recent times'®*2,
The wvast array of treatment options provides
opportunities for more individualized therapy, but at the
same time also leaves the physicians and patients

confused over which option to adopt'. Antihistamines® P

delivered topically are the most favoured option for the

74 patients were included in the study, of these, 11 had
a history of systemic manifestations of allergy, which
included Allergic rhinitis, asthma, and dermatitis.
Patients using any drugs at the time of the study were
excluded as were those who had undergone ocular
surgery in recent past. Females in whom pregnancy
could not be ruled out were also excluded. All the
patients were exhibiting clinical features of allergic
conjunctivitis (Figure 1).

Hyperaemia .
Musous discharge ‘ Signs
Irching

Tearing Symptoms

Figure No.l: exhibiting clinical features of allergic
conjunctivitis

These symptoms and signs
"Grading for Hyperemi
dilatation of blood als, PNk color, distributed in
quadrants; 2, Modthg oderate size dilatation of

blood vessels, aM§{ red color, generalized and
random onj#inctiva; 3, Severe: Numerous
generalfged dilatation of blood vessels, red color with

sis. Grading for Mucous discharge: 0 ,
Absent T ild: small mucous conglomerates,
raply concentrated in the inferior cul- de-sac; 2,
e: Bigger mucous conglomerates in the inferior
junctival cul-de-sac, producing discomfort generally

ere classified in 4 grades:
Absent; 1, Mild: little

in cul-de-sac with discharge in palpebral edges and at

management of allergic conjunctivitis'. These agenysty, ¢ ) I
inhibit the effect of histamine on H; recept the morning; 3, Severe: Big mucous conglomerates

Emedastine difumarate (E.D) 0.05% is an an i” i
L]

with very selective and more potent H; recep

when compared to levocabastine and ot %’ﬁs ke
ketotifen®®. The latest type of topic& s for
management of allergic conjunctiviti{ ha e dual -
effect, a strong antihistaminic } at provides
rapid relief and mast-c s%tion that are
responsible for exten reSNite Drugs  such as
Olopatadine, bepostati inastigre and azelastine are
counted in in this up. 2 Amongst this group
Olopatadine hydrochloride $& H.C) inhibits stimulation
of eosinophils, macrophages and neutrophils, hence
reducing liberation of platelet-activating factors,
leukotrienes and other mediators of inflammation®.
O.H.C 0.1% has a fast onset of action, initiating within a
few minutes and lasting for hours, hence allowing a
twice daily dose. It has potent, choosy antihistaminic
and mast cell stabilizing activity"’.

MATERIALS AND METHODS

The study was conducted at Islam Teaching Hospital,
Islam Medical College, Sialkot from February 2013 to
June 2014. This was randomized double blind
prospective study with active treatment concurrent
control®,

the caruncle level, accompanied with sticky eyes in the
morning. Grading for Itching: 0, Absent; 1, Mild:
infrequent, with tendency to scratch or rub the eyes; 2,
Moderate: constantly there, with tendency to scratch or
rub the eyes; 3, Severe: continuous, frequently rubbing
the eyes; Grading for Tearing: 0, Absent; 1, Mild:
infrequent; 2, Moderate: perceived by patient, felt as
discomfort; 3, Severe: permanent and commonly
accompanied by drying of the eyes and palpebral
edges".

Subjects were separated into 2 groups (A and B)
comprising of 36 and 38 members respectively. The
first group (Group A) was treated with 0.1%
Olopatadine hydrochloride (OHC) and the second
group (Group B) comprised those who received
Emedastine  difumarate 0.05% (ED). Every subject
was administered a single drop in each eye every
twelve hours, in group A and 6 hourly in group B. At
the initial visit, the patients sign and symptoms were
recorded and the first drop of medication was instilled
in both the eyes. Patients were then re-evaluated after
an interval of thirty minutes and any adverse effect /
discomfort was noted as well as any improvement in
the sign and symptoms. The next visits were after 48
hours, 1 week and 2 weeks respectively.



Med. Forum, Vol. 26, No. 5

May, 2015

Adverse reaction/intolerance was noted and graded
according to the following criteria:

"Grading for Burning/ foreign body perception: 0,
Absent; 1, Mild: mild burning/stinging or foreign body
perception upon administration of drops; 2, Moderate:
mild burning/ stinging or foreign body perception at
instillation which persisted; 3, Severe: significant
burning/stinging or foreign body perception at
instillation that persisted to the point that therapy had to
be withdrawn. Grading for Blurring of vision and
dryness of eyes : 0, Absent; 1, Mild; 2, Moderate; 3,
severe".

The symptoms and signs were assessed at before
treatment and then thirty minutes, forty eight hours,
seven days and fourteen days after commencement of
therapy:

Statistics: The results were analysed using independent
sample T test.

RESULTS

Members of group A (OHC) when evaluated half an
hour after the first dose, showed an overall
improvement in the symptoms. However, there was no
improvement in the amount of discharge. 4 patients
were excluded from the study on day 7 (due to no
response), the rest completed the study. No adverse
effect, except mild dryness, were witnessed (4 - 6%).

In Group B (ED), 6/38 of the subjects were excused
from the study at day 7 of commencement of therapy
because of the lack of a positive response. A furt

3.13 % of the patients (1/32) missed further folloygllp?
The patients reported mild side effects of stin i
burning as well as foreign body sensation 5

points in the study; however, they we rong
enough to cause a withdrawal or digeen on of
therapy. Q

At the start of the study, pre-treat @ lative score

of the patients sign and sypRg alculated, with

of study on day fourteen were 0.72 for group A and 1.0
for group B. This was also statistically not significant (p
= 0.15) but Olopatadine was noted to be more effective
(Table 1).

Table No.1: Comparison of Cumulative score of sign
and symptoms

The side effects of both the medicines were similarly
assessed with cumulative scores calculated at each
follow up. In group A, there were minimal side effects
with no stinging/burning sensation or blurring of vision.
The only side effect noted was mild dry eye in a small
number of patients. The mean of cumulative score on
the final visit was 0.25 in group A. Group B patients
reported side effects including, stinging, burning,
foreign body sensation as well as mild dry eye.
However, none of these was severe enough to cause
withdrawal of the drug or cessation of treatment. The
mean cumulative score was 0.54. This was found to be
statistically significant (p = 0.015) (Table 2).

Table No.2: Comparison of Cumulative score of
adverse effects

Cumulative Score p Value
Group A Group B
(OHQC) (ED)
Pre-treatment 7.31 7.38 0.88
30 minutes 5.94 6.0 0.78
48 hours 4.28 4.45 0.78
7 days 2.25 2.51 0.63
14 days 0.72 1.0 0.15

Cumulative Score
Group A | Group B p Value
(OHC) 4] (ED)
30 minutes 0.25 \ 0.81 <0.001
48 hours 0. .81 0.004
7 days / .74 0.012
14 days | 054 0.015
DISQUSSI
This is study comparing clinical efficacy of

Olematadine hydrochloride 0.1% and Emedastine
difumajate 0.05% and their adverse effects in allergic

ctivitis

Xbatadine is a newer, dual action agent that exerts

nti-histaminic and mast cell stabilizing effect. Several
studies have found Olopatadine to be very well
tolerated and these results are confirmed by the present
StUdylg 20

The most frequent and prominent side effect
encountered in the group using Olopatadine was dry
eye, but since the medication was preserved, it is not
possible to say if the effect was directly due the active
ingredient or the preservative, as the use of preserved
eye drops is associated with a high incidence of dry eye
symptoms®.

Emastidine is a potent antihistamine that results in
prompt resolution of symptoms and signs, but has been
found to have several side effects, including stinging
and foreign body sensation. This makes the drug less
preferred by a lot of patients when compared with
Olopatadine.

CONCLUSION

Olopatadine was discovered to have better efficacy (not
statistically significant) and less adverse effects
(statistically significant) than Emedastine.

Conflict of Interest: The study has no conflict of
interest to declare by any author.
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ABSTRACT

Objective: The purpose of this study was to ascertain mean eruption ages of premolars in local school children and
to compare with other population groups.

Study Design: cross sectional study

Place and Duration of Study: This study was conducted in the Deptt. Of Oral Maxillofacial Surgery, KEMU,
Lahore from 17.12.2009 to 17.12.2010.

Materials and Methods: The mean eruption ages of permanent teeth were derived from a cross sectional study of
4000 public and private schools children in Lahore with ages ranged 8-13 years. Children were from all classes of
socioeconomic status. Sample was examined in good torchlight and emergence through the gingivae was noted.
Results: Maxillary premolars erupted earlier than the mandibular ones in both gend&s. The mean sequence of
eruption in upper and lower arch was P, P,. Maxillary 1% premolar was the first t erupt in boys and girls;
whereas mandibular 2™ premolar was the last one.

Conclusion: (1) The premolars erupted slightly earlier than the standards used
Maxillary premolars erupted earlier than mandibular premolars. (3 L
planning preventive and interceptive orthodontic measures and treat .% Si
Key Words: Eruption, sequence, emergence, maxillary 1% premdlar, 2" prer
premolar.

§r p@ctice of text books. (2)
grds should be applied while
Other specialties.

olar, Mandibular 1% premolar, 2"

Citation of article: Igbal J, Warraich RA, Qamar R. Eruptjee time of premolars in Children at urban schools
of Lahore, Pakistan. Med Forum 2015;26(5):29-32. @
r region. This knowledge of ages and sequence of

INTRODUCTION : IS FhO e :
ption at which individual teeth erupt in a given ethnic

Eruption is a process of tooth development fromoup are essential for planning preventive measures,

the stage when tooth enters in mouth and b s” and treatment of malocclusion.””*® No information is
clinically visible." Typically, humans have pNeetry
and 32 permanent teeth that erupt at di%" es in
people. There exists a general erup®on Nghe line.?
Primary teeth erupt into the mo t% around 6
months until the age of 2 years e eth are then
replaced by their permagen euos teeth that
begin to erupt at 6 yegfs of age Variations in timing

and atypical sequence 0 ptiop dsually correlated with
genetic factors.® This vie supported by high inter

available regarding the eruption chronology of local
children. Therefore this study was conducted to acquire
accurate eruption parameters of premolars in our region.

MATERIALS AND METHODS

Total subjects were 4000 from different private and
public schools of Lahore. There were 1969 males and
2031 females. The personal details of children were
recorded from school birth registers that contained date

correlation of tooth formation, between the identical
twins from same zygote, compared to fraternal twins
from two ovums.® Several authors have reported that
genetic differences in permanent tooth eruption occur
not only between individuals but also between
population groups.’®*® Also vast evidence exists for the
racial differences.’’® A number of non aborigines
erupted their permanent teeth earlier than Australians
aborigines, whereas European or North American
whites erupted later. Age standards of permanent teeth
eruption currently used in Pakistan are based on norms
of other countries which should not necessarily applied
Correspondence: Dr. Javed Igbal , Asstt. Prof. of Oral
Biology, Punjab Medical College, Faisalabad

Cell No.: 0333-4211705

E-mail: drjavedbajwa@ymail.com

of examination, name, date of birth, school name and
sex column. The Lahore is one of the 2nd big city of
Pakistan; because of job opportunities, population
comprises of various parts of country.

Selection Criteria: A tooth was considered erupted
when any part of its crown had pierced the Gingivae
and visible in oral cavity.

Inclusion Criteria; Age range 8-13 years. All clinically
healthy children with normal height and weight
Exclusion Criteria: Children excluded were like those
having craniofacial or skeletal deformities, cleft lip and
palate or developmental syndromes

Examination : Each child was examined by torch with
the help of disposable mirror for the clinical visibility
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of premolars. Findings were recorded manually in the
designed Performa.

Study Design: This study was cross sectional. The ages
of children were calculated from their birth date to date
of examination. The calculation was done in years,
more than fifteen days were taken as a whole month.
Data was distributed into age groups for eruption
frequency in boys and girls. Mean ages of erupted
premolars were calculated.

Statistical Analysis: The data was entered and
analyzed by using Statistical Package of Social
Sciences (SPSS) version 18. The qualitative data like
gender was presented in form of pie chart. The
quantitative data has been presented in frequency table
(%). Whereas mean eruption age £ SD along with S.E,

was erupted in 1092 children (604 males and 488
females). (Table 2)

Table 3 & 4 present the Eruption of Maxillary and
Mandibular 1* premolar was seen earlier in Pakistani
population than English as compared to eruption ages
of children in American, Hong Kong, Chinese, Iraqi,
Kenyans and Zulu Negros. Maxillary 2" premolar
eruption was earlier than the English, Americans and
Iragi population group. Mandibular 2" premolar
erupted earlier in our population than in English,
American, Chinese, Iragi and Kenenyen Asian while
later than Kenyan Africans and Zulu Negro population.

Table No.1: Mean Eruption age (years) of Lower/
Upper 1% and 2™ Pre-Molar

and 95% confidence interval (Cl), of quantitative data L1PM |L2PM [Ulpm |UZ2PM
calculated. N 1604 (883 1842 |1092

NorrgalityI o}f( qluantitatives .da.ta Wast cf:ecked by using Mean Age (years) 1024 [10.63 |10.13 |10.44
one Sample Kolmogrove Simirnove test.

P g ) 128 |1.30 |133
RESULTS S.E 0.06 [0.04 [0.05
Total sample size 4000. Their ages ranged 8 -13 years.  |95% |Lower Boiug 10.51 |10.05 |10.33
According to our objectives we screened the children Cl ypﬂe-r k 0 [10.76 |10.21 |10.55
whose lower and upper 1% and 2" pre-molars were Minim l 8 8 8 8
erupted. There were 1969 (49.2%) males and 2031 - s /

(50.8%) females. Male to female ratio was 0.96:1.  Maxim 13 13 13 13

(Figure 1)

The mean eruption age of lower first and second ®

No.2: Frequency Table of Age (years) of
tipn of Lower/ Upper 1* and 2™ Pre-Molar

premolar was 10.21+- 1.30 and 10.63+- 1.28 years roups

respectively. Moreover the mean eruption age of up ear) L1IPM | L2PM | UIPM | U2PM
first and second premolar was 10.13+-1.30 year, 1. (8-8.99) 160 52 198 114
10.44+-1.33 years respectively.(Table 1) Q 2.(9-9.99) 338 98 416 128
There were 1604 children (872 males and 73g{Te 3.(10-10.99) | 446 230 528 300
whose lower first premolar was erupte h&g_were 4, (11-11.99) | 400 244 426 324
838 children (476 males and 362 fema lower 5. (12-13) 260 214 274 226
second pre-molar was erupted. There Mere 1842 Total 1604 838 1842 1092
children (1024 males and 818 fi hose upper

first pre-molar was erupte e pper pre-molar

Table No. 3: The co righa qf Prean eruption ages of maxillary teeth various ethnic groups.

Tooth | Pakistani can English Chinese Iraqi Kenyan Kenyan Zulu
P1 10.25 10.12 10.62 9.66 10.0 9.85 9.63 9.93
P2 10.58 11.00 11.33 10.62 10.85 10.89 10.45 10.36

Table No.4: The comparison of mean eruption ages of mandibular teeth of various ethnic groups

Tooth | Pakistani American English Chinese Iraqi Kenyan Kenyan Zulu
P1 10.36 10.33 10.50 10.13 10.4 10.20 10.06 9.93
P2 10.75 11.20 11.43 10.96 11.2 11.01 10.05 10.45

DISCUSSION schools. Subjects belonged to lower, middle and upper

This study established the eruption norms of upper and
lower 1% and 2™ premolars in local population (both
genders) of Lahore. Children examined belonged to
different socioeconomic classes in private and public

classes.  Variables like race, environmental,
socioeconomic status, nutritional status and somatic
growth etc have been mentioned widely in literature
affecting mean eruption ages and sequences of
permanent and deciduous dentition. These factor along
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with many other local and systemic factors had shown
the effects on mean eruption ages and emergence
sequences of teeth. This kind of study has been not
conducted ever before in any city of Pakistan. Although
literature is full of such studies, which researched on
different aspects of tooth eruption radiographically
using different development quantitative methods. This
does not end here different statistical methods have
been used for clinical studies of mean and median ages.
Therefore it was needed to research eruption
chronologies and mean ages of races in Pakistan. The
study will prove foundation for research lovers to
establish eruption norms of Pakistani population in
different areas. Thus keeping in view the limited
resources and uncooperative behavior of school
administration especially of private schools, this work
could only established the eruption age norms of upper
and lower premolars in local population. Therefore
presented norms should not be assumed as
representative of whole Pakistani population due to the
different racial, geographical, environmental and tribal
identities in our country. This needs to be researched in
every nook of country.

Sequence of eruption: The classical eruption sequence
in both genders taught and practiced in our country
from the text books of dental anatomy. Which is of
European population is as: M1, 11, 12, P1, C, P2, M2, of
the upper arch whereas in lower arch: 11, M1, 12, C, P1,
P2, M2. Likewise this study also followed the classical
eruption sequence as: P1, P2 in upper arch whereas

lower arch was; also pl and P2. However g
sectional studies provides only the mean seq e

eruption whereas exact order of eruption jgl poSeibit

through longitudinal study.

Upper & Lower premolars meaf§f eryption age
n eruption

comparison with other populatj

ages of upper and lower pr Ia@ocal population
children has been comp W, T of other ethnic
groups is presente blesy'3 & 4. All the
comparative studies re A literature are cross-
sectional except the stud English population by
Kocher and Richardson.”

1. Eruption of maxillary 1% premolar was seen earlier
in our population than English,?* while later as
compared to eruption ages of children in
American,® Hong Kong Chinese,® Iraqi,?
Kenyans* of Asian and African origin, and Zulu
Negros.”®

Maxillary 2™ premolar eruption was earlier than
the English,” Americans,®® Iraqi,”®> Honkong
Chinese? and was found erupted later than the
Kenyan24 African and Zulu® Nigro’s.

Mandibular 1% premolar mean eruption age in our
population was earlier than the English while
erupted later as compared to the America,?® Hong

Kong Chinese,? Iraqi,®® African®® and Zulu®
Negro’s population.

Eruption of Mandibular 2" premolar was earlier in
our population than in English,”* American,® Hong
Kong Chinese,? Iraqi®® and Kenenyen* Asian
while later than Kenyan24 Africans and Zulu®
Negro population.

Our results are in accordance with literature with
differences of mean ages due to socioeconomic and
other factors, as the circumstances among populations
are different.

CONCLUSION

1. The premolars erupted slightly earlier than the
standards used in our practice of text books.

2. Maxillary premolars erupted earlier than
mandibular premolars.

3. Local standards should4pe applied while planning

ve orthodontic measures
other specialties.

Recommendatiggs:
1. Stud %v eM.eruption age norms of local
po ion, Megding base line idea.

preventive and int

and treatment m ies

2. Lo stanglards should be wused in different
disCHRh f dentistry regarding the tooth eruption

ges.
® 30 It)s recommended that such studies should be

ducted in different parts of Pakistan.

teeth should also be established in local population.

@Eruption norms of deciduous and other permanent
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ABSTRACT

Objective: To assess the response rate and side effect profile of combination therapy with standard interferon alpha
2a and ribavirin in patients with chronic hepatitis C, genotype 2 and 3.

Study Design: Observational study

Place and duration of Study: This study was conducted at Saleem Medical Complex and Maryam Maternity home,
Kotli, Azad Kashmir from January 2012 to December 2012.

Materials and Methods: Both male and female patients above 20 years of age wi nic hepatitis C, living in
district Kotli Azad Kashmir, not treated previously, were included in the stud kal [0Rd and genotyping were
determined before initiation of treatment. Therapy was given with conventi erfagon alpha 2a, 3 Million

international units subcutaneously on alternate days and ribavirin 400
repeated at the end of treatment and six months later. Clinical and |
side effect profile was recorded.

tal daily, for 24 weeks. PCR was
n wa@done at regular intervals and
Results: Out of 150 patients, 30 (20%) were males and 120 (80%) les. Most of the patients were between

20-50 years of age (83.99%). End of treatment response was 82% an tained viral response was 65.33%. Fever
was the most common side effect followed by flu like symptgns. All the patients completed the treatment without

any dropout.
Conclusion: The study showed a good response rate to Wmterferon plus low dose ribavirin against genotype
2 and 3, with a favorable side effect profile without a t, indicating that it is a suitable treatment option.

Key Words: hepatitis C; genotypes 2 & 3; interfe

Citation of article: Ahmad W, Saleem M,
Response Rate in Genotypes 2 and 3
Forum 2015;26(5):33-36.

INTRODUCTION Q treat the infected patients. If a sustained virological
al t@n

F. Standard Interferon in the Treatment of Hepatitis C;
n Area in Azad Kashmir, Towards North of Pakistan. Med

response (SVR) can be achieved with treatment, all the
out the world. complications may be prevented and natural history of
an million people are the disease may change®. Previously it was known as
infected worldwide ah idenfe” of new cases is 3-4  Non A, Non B hepatitis. In 1989 it was named as
million per year"*®. ThéWgjgh prevalence rates are  Hepatitis C virus>®. Response to interferon alone was
found in Africa (5.3%), Eastern Mediterranean (4.6%) not very encouraging but combination therapy with
and western pacific (3.9%)". It may be associated with interferon and ribavirin for 48 weeks increased the
liver cirrhosis in 5-20% of patients over a period of 20-  response rate significantly to 63-66% compared to 7-
25 years and 30% of them may develop end stage liver ~ 11% with interferon monotherapy”®*®*, Response
failure over a period of 10 years’. Of those with  rate improved further after the introduction of pegylated
cirrhosis  30-50% may develop Hepatocellular  (peg) interferon. In Asians, improvement was better
carcinoma®. Other extra hepatic complications are  than Caucasians®'2.
mixed cryoglobulinaemia, non-Hodgkin lymphoma and ~ Treatment response depends on various variables
membrano-prolifeartive glomerulonephritis>®. Due to including genotype, pre and post treatment viral load,
these serious complications, it becomes essential to  serum ALT level, platelet count, body mass index
(BMI), co infection with Hepatitis B, alcohol
Correspondence: Waseem Ahmad, consumption and duration of therapy****. Current
Senior Lecturer in Medical Deptt., Royal College of standard treatment of chronic hepatitis C is either
Medicine, Perak University of Kuala Lumpur, Malaysia standard interferon a 2a or 2b (3 million international
Cell No.: 0060(0)135049408, 0060(0)196443983 . .
E-mail: waseem.542003@yahoo.co.uk units (MIU) subcutaneous_ly (.SC) .thr?;,e tlmes_ weekly)
or Peg-interferon along with ribavirin™. Peg interferon

Hepatitis C is highly pr
According to WHO,
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and ribavirin are more effective for genotype 1. But the
results for genotype 2 and 3 with both types of
interferon are almost similar so that for these genotypes
standard interferon can be wused instead of peg
interferon™. It is a great advantage because former is
much cheaper than the later. In developing countries
like Pakistan, standard interferon o with ribavirin is still
the mainstay of treatment especially in government
funded treatment programmes for hepatitis B and C.

In Pakistan prevalence of Hep C is more than 3% and
genotype 3a is more prevalent followed by 3b, 1a, 1b
and 2a; type 4 is least common?®. Success of treatment is
usually judged by measuring viral load. If it is
undetectable by a sensitive laboratory test i.e. PCR
(Polymerase chain reaction) at the end of treatment and
six months after completion of therapy, it is termed as
end of treatment response (ETR) and sustained
virological response (SVR) respectively’. Goal of
treatment is to eradicate the infection which is
considered to be achieved if a patient gets SVR'. For
genotypes 2 and 3, treatment for 24 weeks is usually
sufficient’.

We have tried to determine the response rate to
standard interferon o and ribavirin in our patients
infected with genotypes 2 and 3. Response rate of this
regimen can vary in different populations as is shown
by the different response rates observed in local

American whites and blacks®. This may be attributed to ®

differences in the natural immunity against the

abdominal ultrasound were performed. Patients with
decompensated cirrhosis, very low TLC (<2500/ml)
and platelets (<140,000 /ml) were excluded from the
study. Informed consent was taken from the patients
before starting them on treatment. They were given
interferon alpha-2A, 3 MIU subcutaneously on alternate
days and Ribavirin in a fixed dose of 400mg twice
daily. Treatment was continued for 24 weeks. Patients
took oral treatment at home and injection interferon at
health facility near their homes. They visited Saleem
Medical complex initially fortnightly and later on
monthly for their clinical assessment, complete blood
picture, ALT and abdominal ultrasound. All the
information was recorded and side effect profile was
maintained. At the completion of therapy, PCR was
done to detect ETR and again six months later after
completion of therapy to document SVR. Data was

analysed by simple athematics  calculating
percentages and using Excel R013.

RESULTS

Among a total g ients, 30 (20%) were males

and 120 489%) emd¥eés. Most of the patients were

ars of age (83.99%) (Table 1). ETR

was 8 (n=123) and overall SVR was found to be

65.33% 98). (Table 2) Out of 123 with ETR, 25

(2 ®3%) patients relapsed. From a total of 150

%@, 52(34.67%) could not achieve SVR (27 non-
ders and 25 relapsed). (Table 2)

ere given treatment for hepatitis C

infection. We wanted to obsgrve_ the situation in th Tahle No.1: Age wise distribution of patients who
area under study and compare it with the results in ot

parts of the world. This may also be use
rationalize the treatment of genotype 2 an
standard interferon and ribavirin, a heaper
option than peg interferon.

We also wanted to determine the (toler of the
patients to this regimen by studyingsigs Wglggeffect profile
and dropout rate from the tr enprogram.
MATERIALS THODS

This was an observation conducted at Saleem
Medical Complex and Maryam Maternity home, Kaotli,
Azad Kashmir, from January 2012 to December 2012.
It included a total of 150 patients of chronic hepatitis C,
both males and females, aged 20 years and above.
Those who had already received interferon and
ribavirin therapy were not included. In patients of
chronic hepatitis C, who were diagnosed with ELISA
(Biocheck USA), both the quantitative and real time
qualitative PCR were done on Rotor-Gene g6000 by
using Qiagen Artus (Germany). In those with positive
PCR results, genotyping was done by Ohno Multiplex
PCR method. Only patients with genotype 2 and 3 were
included in the study. Liver biopsy was not done. In
patients included in the study, liver function tests, urea,

creatinine, prothrombin time, serum albumin, blood
sugar, full blood counts along with platelet counts and

Age group Number of percentage

(years) patients
20-29 38 25.33%
30-39 40 26.66%
40-49 48 32%
50-59 15 10%
60-69 8 5.33%

70 and above 1 0.66%
Total 150 100%

Table No.2: Frequency of patients with ETR and SVR

Patients with | Non responders/ | Total

positive response | relapsed number

Numbers | %age | Number | %age
End of 123 82 27 18 Total
treatment patients
response 150
(ETR) (100%)
Sustained | 98 79.67 | 25 20.33 | Total
virological with
response ETR
(SVR) out 123
of ETR (100%)
Overall 98 65.33 | 52 34.67 | 150
SVR (100%)

Fever was the most common adverse effect observed
during therapy (50%; n=75). Flu like symptoms,
headache and hair loss were other common treatment
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related adverse effects (26.66%, 20% and 13.33%
respectively). Anaemia and thrombocytopenia were
observed in 10% subjects each (n=15 each) but they
were not severe enough to warrant for the
discontinuation of therapy. Rates of neuropsychiatric
problems (depression and encephalopathy) were low.
(Figure 1) There was no death and all the patients
completed the treatment.
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Figure No.1. Frequency of complications in patients
receiving treatment for hepatitis C with standard
interferon and ribavirin

Digits on top of the bars show the numbers and on side,
the percentages

chances of adherence to treatment are low®. Low
albumin (less than 4 gram/dL) can also be taken as poor
outcome  predictor”.  Presence of  IL28BSNP
(Interleukin 28B Single Nucleotide polymorphism)
genotype confers a higher chance of achieving rapid
virological response (RVR)**%. Co infection with HIV,
Hepatitis B and alcohol use further accelerate the
chronic complications of hepatitis C%.

In our study 27 (18%) were non responders. What
should be the strategy for those who fail optimal
treatment with interferon alpha and ribavirin is difficult
to decide. They may be started on peg interferon and
ribavirin but response rate is low (10%)". Early
disappearance of virus is associated with higher
chances of achieving SVR. If there is low RVR and
EVR, it is prudent to make early decisions about the
continuation of treatment’. According to a study, 99%
of those who attained SVR, maintained long term viral
clearance for more than six yRar®*.

Patients in our study to the therapy well and all
to the treatment till the end.
) tH&t withdrawal rate from
Mients more than 65 and 7% in
". Interferon and ribavirin can
lead to any hadmatological adverse effects?>%*?’,

CQN SION
DISCUSSION O&g stydy showed that response rate of patients with
Treatment of Hepatitis C is important to prevent the X), ic hepatitis C, genotype 2 and 3, to standard
morbidity and mortality and to control its spread in t interferon alpha and fixed low dose ribavirin was good.
ide effect profile was favourable with minimum of

community. From the earlier studies it was ap

that response rate to treatment was much hi r@
genotypes 2 and 3 as compared to genotype AL’. S
also documented through various m that
combination therapy with interferon ri In was
more effective and both new and rel@cases gave
better results with comginati ment than
interferon alone®*’. In o was 82% and
SVR was 65.33%. jte an encouraging
result, indicating a §o
population. In patients develop SVR, natural
history of the disease is altefed and further progression
either reverses or slows down with resultant decrease in
complication rate’. An early viral response (EVR)
(at least 2 log decrease in viral load by the end of 12
weeks of therapy) is a good predictor of SVR**3Y,
Rapid response at week 4 predicts achievement of
SVR®™. A viral load of <400,000 at the beginning of
therapy was associated with good EVR™,

Low platelet count (less than 140,000/ml) and high
BMI (>30) are associated with relapse rate of 27.5%**.
Poynard et al has included “age less than 40 years” and
“female gender” as good prognostic indicators®.
Alfredo Alberti mentioned that age alone could predict
the disease outcome due to the presence of other
metabolic co factors™. With increasing age, the chances
of other co morbid conditions are higher while the

adverse effects which did not lead to discontinuation of
treatment. So conventional interferon which is cheaper,
may be used instead of peg interferon in infection with
genotypes 2 and 3. For non-responders and relapsed
patients it is important to look for new, effective and
cheap treatment options that are easily affordable by the
poor local population.

Acknowledgement: | declare that this research was not
funded by any governmental and non-governmental
organization. | further declare that there was no
financial or non-financial conflict of interest involved
in the preparation of this paper.

Conflict of Interest: The study has no conflict of
interest to declare by any author.

REFERENCES

1. Karoney MJ, Siika AM. Hepatitis C virus (HCV)
infection in Africa: a review. Pan Afr Med J
2013;14: 44,

2. Masarone M, Persico M. Antiviral therapy: why
does it fail in HCV-related chronic hepatitis?
Expert Rev Anti Infect Ther 2011;9(5):535-43.

3. World Health Organization Global surveillance and
control of hepatitis C. Report of a WHO
Consultation organized in collaboration with the



Med. Forum, Vol. 26, No. 5

36

May, 2015

10.

11.

12.

13.

14.

15.

16.

Viral Hepatitis Prevention Board,
Belgium. J Viral Hepat 1999;6(1):35-47.
Strader DB, Wright T, Thomas DL, Seeff LB.
Diagnosis, management, and treatment of hepatitis
C. Hepatol 2004;39(4):1147-1171.

Houghton M. Discovery of the Hepatitis C virus.
Liver Int 2009;29(Supply1):82-88.

Franciscus A, Editor-in-Chief. HCV Education &
Support: A Brief History of Hepatitis C. March
2010; HCSP VERSION 5.1; 1-4. Available at:
http://www.hcvadvocate.org/hepatitis/factsheets_p
df/Brief_History HCV_10.pdf; Accessed on:4
June 2014.

McHutchison JG, Poynard T. Combination therapy
with interferon plus ribavirin for the initial
treatment of chronic hepatitis C. Semin Liver Dis
1999;19(Suppl 1):57-65.

Erhardt A, Behlen-Wilm U, Adams O, Donner A,
Heintges T, Haussinger D. Combination treatment
of IFNalpha2b and ribavirin in patients with
chronic hepatitis C and persistently normal ALTS.
Dig Dis Sci 2003;48(5):921-5.

McHutchison  JG, Gordon SC, Schiff ER,
Shiffman ML, Lee WM, Rustgi VK, et al.
Interferon alfa 2b alone or in combination with
ribavirin as initial treatment for chronic Hepatitis
C. N Engl J Med1998;339(21):1485-92.

Poynard T, Marcellin P, Lee SS, Niederau C,
Minuk GS, Ideo G, Bain V, et al. Randomised trial
of Interferon Alpha 2b plus Ribavirin for 48 weeks ®
or for 24 weeks vs Interferon alpha 2b plus placebo

Antwerp,

interventional therapy group (IHIT). Lance
352(9138):1426-32.

Manns MP, McHutchison JG, Gord RUSTgi
VK, Shiffman M, Reindollar R, et al% eron
alfa-2b plus rlbavmn compared erferon
alfa-2b plus ribavirin for igiti atment of
chronic hepatitis C: a an% rial. Lancet
2001;358(9286):958-265"

Yu ML, Chuan
Hepatitis C in
Gastroenterol Hepato
Mangia A. Individuali ng treatment duration in
hepatitis C virus genotype 2/3-infected patients.
Liver International 2011;31(1):36-41.

Jacobson IM, McHutchison JG, Dusheiko G, Di
Bisceglie AM, Reddy KR, Bzowej NH, et al.
ADVANCE Study Team. Telaprevir for previously
untreated chronic hepatitis C virus infection. N
Engl J Med 2011;364(25):2405-16.

Aziz S, Rajper J, Noorulain W. Treatment outcome
of HCV infected paediatric patients and young
adults at Karachi, Pakistan. J Ayub Med Coll
2012;24(3):56-58.

National  Institutes of Health  Consensus
Development Conference Statement: Management
of hepatitis C: 2002—June 10-12, 2002.

ment of Chronic
ast meets west. J J

17.

18.

19.

21.

Hepatology November 2002; 36(Issue Supplement
5B): s3-s20. DOI: 10.1053/jhep.2002.37117

Wong JB, Bennet WG, Koff RS, Pauker SG. Pre-
treatment evaluation of chronic hepatitis C-Risks,
Benefits, Costs. JAMA 1998;280(24):2088-2093.
Mangia A, Minerva N, Bacca D, Cozzolongo R,
Agostinacchio E, Sogari F, et al. Determinants of
relapse after a short (12) weeks course of antiviral
therapy and retreatment efficacy of prolonged
course in patients with chronic HCV genotype 2 or
3 infection. Hepatol 2009;49(2):358-63.

Alberti A, Benvegnu L, Boccato S, Pistis R, Ferrari
A, Sebastiani G. Natural History of Hepatitis C and
Prognostic Factors of Disease Progression. In:
Marcellin P, editor. Management of Patients with
Viral Hepatitis. APMAHV: Paris France; 2004.p.
35-43.

Ogawa E, Furusyo N, Kajiwara E, Takahashi K,
Nomura H, Tanabe Y, et al. Kyushu University
Liver Disease Study [K{JLDS] Group. Evaluation
remature discontinuation
and ribavirin treatment
infection: results from
Liver Disease Study. J
012;27(7):1233-40.

line in Chronic HCV Genotype 2 and 3 during

Z@kwsw Sonnerborg 'A Wieland O. HCV RNA

26.

27.

ndard of care treatment According to 1L28B

for 48 weeks for treatment of chronic infecti \Polymorphism.JViral Hepat 2013;20(3):193-99.
with Hepatitis C virus. International Hepati .

Wise M, Finelli L, Sorvillo F. Prognostic factors
associated with Hepatitis C disease: A case control
study utilizing U.S. Multiple-cause-of-Death Data.
Public health reports May-June 2010;25:414-22.
Kaplan-Meier. 367 Sustained Responders to
Pegintron plus ribavirin were followed for 3 to 5
years. These SRs were from 2 large clinical trials
of 1700 study participants. Conference Reports for
NATAP. EASL. 43rd Annual Meeting of the
European Association for The Study Of The Liver;
Milan, Italy; April 23-27, 2008; Available at:
http://www.natap.org/2008/EASL/EASL_62.htm
(Accessed 25 June 2014).

. Schmid M, Kriel A, Jessner W, Homonik M, Datz

C, Gangl A, et al. Suppression if haematopoiesis
during therapy of chronic Hepatitis C with different
interferon alfa, mono and combination therapy
regimens. Gut 2005;54:1014-1020.

Islam N, Mufti K,Qamar K, Islam U, Waseem A,
Raza A, et al. Study of biochemical and
Haematological factors in Chronic Hepatitis C-
infected patients treated with standard interferon
and ribavirin therapy. Pak J Surg 2014;30(1):
78-84.

Dieterich DT, L-Spivak J. Hematologic Disorders
Associated with Hepatitis C Virus Infection and
Their Management. Clin Infect Dis 2003;37 (4):
533-41.


http://www.natap.org/2008/EASL/EASL_62.htm

Med. Forum, Vol. 26, No.5

May, 2015

Guiaeiines & Instructiond GUIAelines and Instructions to Authors

The Journal MEDICAL FORUM agrees to accept
manuscripts prepared in accordance with the Uniform
Requirements submitted to the Biomedical Journals
published in the British Medical Journal 1991;302:334-
41. Revised in February 2006.

Medical forum is a Peer Reviewed Journal of all
Specialties. Recognized by PMDC, HEC and Indexed
by WHO, EXCERPTA MEDICA, SCOPUS Database,
Pakmedinet, National Library of Pakistan, Medlip of
CPSP and registered with International serials data
system of France.

Basic Requirement

The material submitted for publication should be
forwarded containing;

1) 3 Hard copies of Laser Print.

2) 1 Soft copy ona CD.

3) Letter of Undertaking with Authors Name, Address,
Mobile Numbers, Degrees, Designations, Department
of Posting and Name of Institution.

ORIGINAL ARTICLE: It should be of 2000 to
3000 Words, not more than 6 Tables or Figures and at
least 20 References but not more than 40.

REVIEW ARTICLE: It should be of 3000 Words
with at least 40 References but not more than 60.

SHORT COMMUNICATIONS OR CAS
REPORTS: It should be 600 Words with one Ta
or Figure and 5 References.

LETTER TO EDITOR: It should be
with 5 References.

TITLE OF THE ARTICLE; A & fective
and Represent the main message of e
ABSTRACT \

In Original Article, 1 st of the following

seven subheadings: ObJ8§tiveStudy Design, Place
and Duration of study, i

aterials & Methods,
Results, Conclusion & Key Words and should not
more than 250 Words.

The second part consists of Introduction, Materials
and Methods, Results, Discussion, Conclusion and
References

References should be entered in text Vancouver
Style in ascendin% order and in shape of numbers &
superscript (e.g. 4*%)

INTRODUCTION

The start of the introduction should be Relevant. Reasons
and Importance of the study should be clear. Give only
strictly pertinent References and do not include data or
conclusions from the work being reported.

% provided only general support.

MATERIALS & METHODS

The Population taken for the study should be uniform
and Sample selection criteria should be reliable.
Inclusion & Exclusion criteria should be clearly
specified.

RESULTS

Present yours results in a logical sequence in the Text,
Tables, Illustrations, figures and Graphs.

DISCUSSION

Emphasize the new and important aspects of the study
and conclusions that follow from them.

CONCLUSION

In this link write the of thg study.

RECOM IONS
ay be included.

When prop’:ﬁ
AC LEDGMENTS

Lig®f all contributors who do not meet the criteria for
A%hip, such as a person who provided purely

al help, writing assistance or department chair
Financial &
aterial support should be acknowledged.

Q REFERENCES

It should be in the Vancouver style. References should
be numbered in the order in which they are cited in the
text. At the end of the article, the full list of references
should give the names and initials of all the authors. (if
the authors are more than 6, then et al should be
followed after the 6™ name). Vancouver Style should
be used like’ The healing of tissues by CO02 laser. Br J
Surg 1971;58:222-5.

COPYRIGHT: Al rights reserved to the

‘MEDICAL FORUM’ and Material printed in this

journal is the copyright of the journal “MEDICAL

FORUM” and can not be reproduced without the

permission of the editors. Azhar Masud Bhatti,

Editor in Chief.

\

CONTACT: 66-R,

Housing Authority, Lahore.

Mob. 0331-63631436, 0300-4879016, 0345-4221303,

0345-4221323

E-mail. med_forum@hotmail.com,
medicalforum@gmail.com

Website: www.medforum.pk

Phase-VIII, Defence


mailto:med_forum@hotmail.com




	Cover
	Contents
	
Editorial
	Presentation and Aetiological
Aspects of Tuberculous Lymphadenitis at District
Sialkot
	Cardiovascular and Renal
Protection in Type 2 Diabetic Hypertensive
Patients. The Role of Calcium Channel Blockers
	Effects of Interferon Alpha
on Thyroid Functions during Treatment of
Chronic Hepatitis C
	Frequency and Causes of
Conversion of Laparoscopic Cholecystectomy into
Open Cholecystectomy
	Role of Proton Pump
Inhibitors in Chronic Cough
	To Detect the Fungal Infection in the
Patients with Nasal Polyps
	Comparative Study of Olopatadine
Hydrochloride 0.1% and Emedastine
difumarate 0.05% Comparing their Clinical
Efficacy and Adverse Effects in Allergic Conjunctivitis
	Eruption Time of Premolars in
Children at Urban Schools of Lahore, Pakistan
	Standard Interferon in the
Treatment of Hepatitis C; Response Rate in
Genotypes 2 and 3 from an Area in Azad Kashmir,
Towards North of Pakistan
	Guidelines and Instructions to Authors
	Back cover



