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Editorial   Mental Health–A Taboo No More 
     Mohsin Masud Jan 

Editor 
 

Obsessive Compulsive Disorder (OCD) is not a fatal 

mental condition but it is said to be highly disabling.   
Obsessions are unwanted thoughts, images and/or feelings 
that come again and again in a person’s mind.  The nature 
of these thoughts is such that they cause fear, shame, 
and/or intense anxiety.  Most of the time, even though they 
may try very hard, people who have OCD are unable to get 
rid of their obsessions. The thoughts vary from person to 
person.  Some people have repeated thoughts about getting 

sick or being contaminated by germs.  Others get images 
of hurting a loved one. Others are frightened and ashamed 
of negative thoughts they may have about religion or their 
brain may get stuck with the idea that everything must line 
up “just right.”  Some people get obsessed that they may 
lose something important. Whatever the content of the 
obsession, the important thing is that they are unwanted 

and are severe enough to cause intense anxiety and 
discomfort.  
Compulsions are strong urges to act or think in a way to 
reduce or undo the discomfort that is caused by the 
obsession.  Compulsions like obsessions also vary from 
person to person.  A person who has obsessions about 
being contaminated with germs or being unclean may 

spend hours in the shower, use strong cleaning products or 
a whole bar of soap at one time, wash their hands 
excessively to the point of making them bleed all in an 
attempt to get rid of the obsession.  Another person may 
refuse to shake hands with anyone or touch household 
items.  Some people may spend hours checking and 
rechecking stoves, or locks.  Others may feel they have to 

place things in a specific pattern and if they do not do that, 
they fear something catastrophic may happen.  
Some compulsions are mental and involve reciting prayers 
or a word or phrase repeatedly.  At times, people with 
OCD can spend several hours trying to finish one prayer 
because each time they say it, they fear that they have not 
die it properly. 
Although both obsessions and compulsions are a part of 

OCD, most people with the disorder have both.  
It is important to keep in mind that obsessions and 
compulsions are very different from everyday worries, 
superstitions or cautious habits that many people have.  
People who have OCD spenda lot of time on their 
obsessions and compulsions, e.g. at least one to several 
hours a day and in addition, these symptoms interfere, to a 

major extent, with their day-to-day life, including their 
relationships. 
The early signs of OCD will vary according to the nature 
of the obsessions and compulsions.  When the onset is in 
childhood, parents are often able to observe the 
compulsions.  A child may erase their homework 
repeatedly to the extent of tearing the paper in order to do 

the work “perfectly”.  They may stay up till late at night 
checking and rechecking the door and window locks of 

their house.  Often, younger children will ask their parents 

the same question repeatedly seeking reassurance again 
and again. However, as children get order they will often 
start hiding their obsessions or compulsions because they 
become aware that they are not normal. Children when 
talking about it will sometimes say that they think they are 
dumb or stupid to do this but they cannot help it. 
In adults the onset can be gradual.  It may start with doubts 
about losing something important leading to some 

checking or some amount of washing because the person 
doubts that he or she has washed thoroughly enough.  It 
may begin with an attempt to avoid places or situations or 
things that causes the person anxiety.  It may start with a 
needle prick and the fear that one has got some lethal 
disease. With time, these fears and rituals grow to become 
OCD. 

Genetic factors do play a part and we see a higher 
prevalence of the disorder in children and first-degree 
relatives of people who have OCD, these factors are not 
the only cause.  Several studies suggest that people who 
develop OCD have some abnormalities in specific areas of 
the brain.  Other studies point to changes in certain 
neurotransmitters in the brain. Some temperamental 

factors such as, low self-esteem or a tendency towards 
guilt or shame can also make a person more vulnerable to 
OCD as is a history of physical and sexual abuse in 
childhood or other stressful or traumatic events.  
Sometimes because the obsessions and compulsions are so 
unreasonable and excessive, many people start thinking of 
themselves as “crazy”, this stops them from talking about 

their condition. Educating themselves about this disorder 
will empower them to deal with it. They will also realize 
that they are not alone and there are many others who also 
suffer like them.  This is important because many times 
people who have OCD feel very alone.   
Whether they manage their condition themselves or with 
the help of mental health professionals, the crucial thing is 
that they know that there are treatments available for this 

disorder and they must not give up. Families can also play 
a very important role in helping these patients.  
Behaviour therapy helps patients deal with and manage the 
anxiety arising from their obsessions as well as to reduce 
or eliminate compulsive rituals.  This sort of treatment 
requires a lot of trust and cooperation on the part of the 
patient, as it is something they themselves do with the 

guidance and support of a trained professional.  
The other form of treatment is with medications.  These 
medications specifically affect the chemicals in the brain, 
which are thought to contribute towards obsessions and 
compulsions.  Many times, both forms of treatment are used 
in combination to get the best result.   
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Acute Febrile illness 

with Thrombocytopenia, Common Etiologies in Khyber 

Pakhtunkhwa 
Ziauddin1, Inayat Ullah1, Muhammad Kashif1, Rehman ud Din2 and Shah Zeb2 

ABSTRACT 

Objective: To know the common causes of febrile illness with thrombocytopenia in Khyber Pakhtunkhwa province. 

Study Design: Retrospective study. 

Place and Duration of Study: This study was conducted at two Major Tertiary Care Hospitals of Khyber 

Pakhtunkhwa from January 2018 and October 2018. 

Materials and Methods: Demographics, clinical features and laboratory findings were recorded on pre-designed 

performa. 

Results: Common conditions causing febrile thrombocytopenia included Malaria (60.00%), Dengue fever (20.50%) 

and sepsis(9.80%). Enteric fever (3.50%) and Leptospirosis (2.60%) were found less commonly responsible. 

Conclusion: Infection is the leading cause of fever with thrombocytopenia. 

Key Words: Fever, Thrombocytopenia. 

Citation of article: Ziauddin, Inayatullah, Kashif M, Din R, Zeb S. Acute Febrile illness with 

Thrombocytopenia, Common Etiologies in Khyber Pakhtunkhwa. Med Forum 2019;30(3):2-5. 

INTRODUCTION 

Fever is a common manifestation of illness and is 

recognized as a cardinal feature of disease.1 It is 

defined as an elevation of core body temperature above 

the normal circadian range. This is due to a change in 

the thermoregulatory center located within the anterior 

hypothalamus. 
A morning temperature of >37.2 degree centigrade 
(98.4 degree F) or an evening temperature of >37.7 
degree centigrade (99.9 deg F) would define fever.2 A 
normal platelet count ranges from 150,000 to 450,000 
per micro liter of blood. Thrombocytopenia is defined 
as platelet count less than 150,000 per micro liter. This 
is due to decreased production such as leukemia, sepsis, 
vitamin B12 and folate deficiency, increased 
destruction (immune thrombocytopenic purpura (ITP), 
thrombotic thrombocytopenic purpura (TTP),hemolytic 
uremic syndrome (HUS), disseminated intravascular 
coagulation (DIC), paroxysmal nocturnal 
hemoglobinuria (PNH) and systemic lupus 
erythematosus (SLE) and increased sequestration in 
spleen such as hypersplenism.3-8 Acute fever with 
thrombocytopenia is called febrile thrombocytopenia. 
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It is a common clinical problem faced by physician in 

medical units especially during the monsoon and 

perimonsoon period. Infection being the commonest 

cause of febrile thrombocytopenia such malaria, 

dengue, typhoid fever, leptospirosis and septicemia. 

Less common causes include rickettsial fever, 

borreliosis, rodent-borne viruses such as flanta and 

lassa fever, HIV.3,9 

 This study is intended to know the underlying etiology 

of febrile thrombocytopenia in our population.  

METIRIALS AND MATHODS 

This retrospective study was conducted in the 

department of Medicine, Lady reading hospital 

Peshawar and Mardan medical complex Mardan. 

Medical records of patients admitted between January 

2018 and October 2018 with fever and 

thrombocytopenia (Platelet count <150,000 ×109/L) 

were reviewed. 

Patients less than 18 years of age and those having 

afebrile thrombocytopenia, congenital  thrombo-

cytopenia and chronic liver disease were excluded  

from the study. Demographic characteristics including 

age, gender, occupation, clinical and laboratory  

features were recorded on a pre- designed performa. 

Data entry and analysis was done through SPSS version 

22. For numerical values age, mean ± SD was 

calculated while for categorical features like gender and 

clinical features, frequencies and percentages were 

calculated. Our research is according to declaration of 

Helsinki and was approved by Institutional ethical 

review board. 
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RESULTS 

A total of 112 patients with febrile thrombocytopenia 

were included in the study. Out of these 112 patients, 

72 patients (64.2%) were male and 40 (35.8%) were 

females as shown in figure 1.  

 
Figure 1. Gender of Patients  
Male to female ratio was 1.8 : 1. The age of the studied 

patients ranged from 18-80 years with mean age of 

37±6 years. The cases included in our study were 

divided into three age groups. Febrile 

thrombocytopenia was commonly seen in patients 

below 40 year age. The maximum cases were found to 

be in the age group of 21-40 years accounting 65 cases 

(58.0%). It was demonstrated in 26 patients (23.2%) in 

the age group of 41-60 years while 21 cases (18.75%) 

were above 60 years age. We observed that majority of 

the patients (52 patients, 46%) were affected between 

May to September followed by first quarter of the year 

affecting 32 patients (29%). Malaria was found in 67 

patients (60%) and was the leading cause of febrile 

thrombocytopenia (P.vivax and falciparum were most 

common). Dengue fever formed the second most 

common group (23 cases, 20.5%), followed by sepsis 

(11 cases and 9.8%), typhoid fever ( 04 cases and 3.5%) 

and leptospirosis ( 03 cases and 2.67%). Pulmonary 

tuberculosis, kala azar and congo fever constituted 02 

(1.78%), 01(0.9%), 01(0.9%) respectively as shown in 

figure 2.   

 
Figure No. 2.Etiologies of Febrile thrombocytopenia. 

Fever was the most common presenting complaint 

noted in 70% patients. Other clinical features observed 

were headache (32%), joint pains (26%), vomiting 

(17%), cough and dyspnea (9%) . (Figure 3) 

 
Figure No.3. Presenting Complaints of Patients with 

Febrile thrombocytopenia. 

 

Our patients displayed different types of bleeding 

manifestations. Petechial hemorrhages were present in 

42 patients (37.5%), hematuria in 13 patients (11.6%). 

Bleeding from the gums was seen in 9 patients (8.03%). 

Bleeding per rectum and menorrhagia was seen in one 

patient each (0.89%). 

Maximum number of patients had platelet count 

between 50,000 to 100,000 cells per micro liter.  

Table No.1: Platelet count of Patients. 

Platelet count Patients Percent  

Less than 20,000 

(severe thrombocytopenia) 

20 17.85 

20,000-50,000 

(moderate thrombocytopenia) 

17 15.17 

More than 50,000  

(mild thrombocytopenia) 

75 66.96 

 

Figure No.4: Outcome of patients with Febrile 

thrombocytopenia.  

In our study, leucopenia was seen in 33 patients 

(29.46%). Out of these, 15 were dengue cases followed 

by CCHF in 10 cases. Leukocytosis was seen in 40 

cases (35.71%) and was mostly seen in cases of 

septicemia (23 cases, 20.5%). Abnormal renal function 

tests were reported in 20 cases with most number in 

septicemia (12 cases, 10.71%) followed by typhoid 
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fever (5 cases, 4.46%). In general, 104 patients 

(92.85%) had good recovery and 08 cases (7.15%) 

expired. (Figure 4). 

DISCUSSION  

Fever with thrombocytopenia is one the most 

challenging problem faced by all physicians of medical 

units. It is the paranormal presentation of common 

disease rather than rare disease. A retrospective study 

of 112 patients who had fever and thrombocytopenia 

was conducted in two tertiary level hospitals of Khyber 

Pakhtunkhwa(KPK). 

In the present study, majority of patients with febrile 

thrombocytopenia were  in the age group of 21 to 40 

years constituting about 58%. We observed large 

number of cases in the month of June to September. It 

is due to the fact that malaria and dengue fever are 

highly widespread during this particular time period. 

In our study, malaria was the commonest cause of 

febrile thrombocytopenia establishing 60% cases. 

Vivax malaria was seen in 40%, while 15% were those 

of falciparum malaria. Similar results were observed by 

Nair in his study in which out of 41 cases of malaria, 20 

cases were those of vivax malaria, falciparum 13 cases 

and mixed infection was (falciparum plus vivax) seen in 

08 cases.10 Khan SJ and his colleagues conducted study 

at HMC Peshawar. They enrolled 228 adult patients of 

fever with thrombocytopenia over a period of 02 years. 

They observed that malaria was the commonest cause 

of febrile thrombocytopenia constituting 53% cases.11In 

an another study conducted by Srinivas at India, 

malaria was reported in 41 out of 100 cases being the 

leading cause of febrile thrombocytopenia and majority 

of these cases were reported from March to 

September.12 

Pathophysiology of thrombocytopenia in malaria is 

multifactorial including immune mediated platelets 

destruction, splenic sequestration, decrease survival of 

platelets and depletion by DIC. We observed mild to 

moderate thrombocytopenia in malaria in 73% patients. 

This is comparable to Jadhav and Shaikh Study 

(85.5%).13,14 

Shaikh and his co-workers in their research documented 

that 171 patients (85.5%) were having low platelet 

count, 141 patients (70.5%) had mild and 21 (10.5%) 

moderate and 09 (4.5%) had severe thrombo-

cytopenia.14 Jadhav et al from India in their study 

thrombocytopenia in malaria found that 78% of patients 

with vivax malaria had mild thrombocytopenia, a very 

similar finding to our study.13 

Dengue fever was found to be the second most common 

cause of thrombocytopenia in our study, reportedly in 

23 patients (20.5%). Dengue is the most important 

arthropod borne viral disease and a major health 

problem in tropics with increased mortality and 

morbidity. Thrombocytopenia is a constant feature and 

one of the diagnostic criteria of dengue hemorrhagic 

fever.15 

The etiology of thrombocytopenia in dengue is 

multifactorial. It is caused by decrease platelet 

production and immune mediated and splenic 

destruction of platelets. In addition, dengue infection 

also activate the intrinsic pathway of apoptosis, 

mitochondrial depletion and activation of caspase 3.16,17 

In a study from Suneetha, 150 patients of acute febrile 

illness, were diagnosed with dengue(25%), enteric 

fever(14%), malaria(8%).18 The study by Patil et al 

mentioned malaria in 54% cases followed by 

dengue(15%), enteric fever (6%) in total 100 studied 

patients.19 

We observed thrombocytopenia in 9.8% of patients 

with sepsis. The mechanism of thrombocytopenia in 

sepsis has not been fully understood. However 

increased platelet destruction as a result of either overt 

or subclinical DIC has been postulated. Previously Lee 

et al reported 57% of thrombocytopenia in septicemia 

patients.20 Crafter- Gvili et al reported an incidence of 

thrombocytopenia of 22.3% in patient with sepsis.21 

Sepsis is a major risk for the development of 

thrombocytopenia. It is common in clinically ill patients 

admitted to the ICU with sepsis. These patients are 

more likely to develop acute kidney injury, major 

bleeding episodes and to receive more blood product 

transfusion.9 

In general, patients having fever with thrombocytopenia 

had good recovery and mortality occurred in 08 patients 

(7.15%). 06 out of 08 expired patients were due to 

septicemia with multi-organ dysfunction including 

acute kidney injury and respiratory distress syndrome. 

Complicated malaria accounted for 02 cases of 

mortality. The study conducted by Lohitashwa et.al 

indicated sepsis as the most common cause of death 

(70%) followed by dengue.12 The range of platelet 

count in the mortality cases was less than 10,000 /micro 

liter in one case followed by 30,000 to 50,000/micro 

liter in the remaining 07 cases. 

CONCLUSION 

Fever with thrombocytopenia is an important clinical 

problem. Infection is the commonest cause. Among 

infections, malaria was the leading etiology in Khyber 

Pakhtunkhwa. Health authorities should focus on the 

primary prevention. 
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Determine the Prevalence of 

Obstructed Labour also Examine the Causes, Mortality 

and Complications Associated to Obstructed Labour 
Uzma Afridi1, Maryam Shoaib2 and Sakina Naeem2 

ABSTRACT 

Objective: To examine the frequency of obstructed labour in our hospital, also determine the complications, causes 

and mortality associated obstructed labour. 

 Study Design: Descriptive  / cross-sectional study 

Place and Duration of Study: This study was conducted at the Department of Obstetrics & Gynecology Bolan 

Medical Complex Hospital, Quetta from January 2017 to June 2017. 

Materials and Methods: A total of 82 confirmed cases of obstructed labour were included. Patient’s ages were 

ranging from 16 to 45 years. Patient’s detailed history including socio-economic status, booking status, parity were 

examined after taking informed consent. Causes, complications associated to obstructed labour were examined. 

Mortality was recorded. 

Results: Twenty two patients were ages between 16 to 24 years, 43 patients were ages 25 to 34 years, 17 patients 

were ages above 34 years. Sixty five (79.27%) patients had rural residency. Nine (10.98%) patients were booked 

while 89.02% patients were un-booked. Forty six (56.10%) patients were primiparous, 31 (37.80%) patients were 

multigravida with parity 2 to 4 and 5 patients with parity >5. Most common cause of obstructed labour was noted as 

cephalopelvic disproportion in 52 (63.41%) patients and most frequent complication of obstructed labour was 

maternal pyrexia in 29 (35.37%). Mortality occurred in 3 (3.66%) patients. 

Conclusion: Incidence of obstructed labour was most common in age group 25 to 34 years and mostly patients had 

rural residency. Early and accurate diagnosis and early treatment can reduce the rate of maternal and perinatal 

mortality and morbidity due to obstructed labour. 

Key Words: Obstructed labour, Maternal mortality, Uterine rupture, C-Section, Postpartum hemorrhage. 
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INTRODUCTION 

Maternal health is the basic right of all women and 

includes the phases of pregnancy, delivery and 

puerperium. The provision of health services for 

contraception, antenatal, intrapartum and postnatal care 

are the pillars of maternal health.1 In developing 

countries like ours, pregnancy complications are very 

high and one woman dies due to complications related 

to delivery of baby every minute worldwide.2 
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Obstructed labour is defined as ‘labour when the 

presenting part of fetus fails to enter the birth canal, 

despite efficient uterine contractions.3 According to 

World Health Organization, obstructed labour is an 

obstetrical emergency.4 It’s common cause being 

cephalopelvic disproportion, which differences in the 

proportion of fetal head and maternal pelvis, 

malposition and malpresentation being few other 

causes. 

Obstructed labour is responsible for 8% of maternal 

mortality in developing countries like Pakistan.5 Thirty 

nine percent of hospitalization of obstetric patients is 

attributed to obstructed labour.6 It is an important cause 

of maternal and perinatal mortality7 with maternal 

mortality rate ranging between 1-13% and perinatal 

mortality rate between 74-92%.8 About half of the 

maternal deaths are attributed to obstructed labour in a 

direct or indirect way. Out of the 210 million women 

who become pregnant annually worldwide, 500,000 die 

because of complications of pregnancy/delivery and 

obstructed labour is an important cause.9,10 

Obstructed labour is responsible for a number of 

complications in mother as well as fetus. Maternal  
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complications include uterine rupture, septicemia, 

postpartum hemorrhage, secondary infertility, fistulas 

and skeletal and neurological disorders.11 The fetal 

complications include perinatal mortality, cerebral 

palsy and developmental disabilities.12 

MATERIALS AND METHODS 

This cross-sectional study was carried out at Department 

of Obstetrics & Gynecology Bolan Medical Complex 

Hospital, Quetta from 1st January 2017 to 30th June 

2017. A total of 82 patients of obstructed labour with 

age ranges from 16 to 45 years were included. Pregnant 

patients with prolonged labor, patients with no 

obstructed labor were excluded from this study. 

Patient’s detailed history including age, socio-economic 

status, booking status, parity were examined after taking 

informed consent. Causes, complications associated to 

obstructed labor were examined. Mortality was 

recorded. State of fetus was also recorded. APGAR 

score, early neonatal death was recorded. C-section was 

performed in all cases. All the data was analyzed by 

SPSS 19. 

RESULTS 

There were 22 (26.83%) patient’s ages between 16 to 

24 years, 43 (52.44%) patients ages 25 to 34 years, 17 

(20.73%) patients ages above 34 years. Sixty five 

(79.27%) patients had rural residency while 17 

(20.73%) had urban residency. 9 (10.98%) patients 

were booked while 73 (89.02%) patients were un-

booked. Forty six (56.10%) patients were primiparous, 

31 (37.80%) patients were multigravida with parity 2 to 

4 and 5 patients with parity >5 (Table 1). Causes of 

obstructed labor were noted as cephalopelvic 

disproportion, malposition, malpresentation, fetal 

congenital anomaly and unidentified in 52 (63.41%), 15 

(18.29%), 12 (14.63%), 2 (2.44%) and 1 (1.22%) 

patients respectively (Table 2). 

Table No.1: Demographic information of the patients 

Variable  No. % 

Age (years) 

16 -24 22 26.83 

25 -34 43 52.44 

> 34 17 20.73 

Residency 

Urban 17 20.73 

Rural 65 79.27 

Primigravida 46 56.10 

Multigravida 36 43.90 

Booked 9 10.98 

Un-booked 73 89.02 

Complications followed by obstructed labor was 

recorded as Maternal pyrexia in 29 (35.37%) patients, 

uterine rupture found in 19 (23.17%) patients, wound 

sepsis found in 11 (13.41%) patients, urinary tract 

infection was found in 8 (9.76%) patients, postpartum 

haemorrhage found in 7 (8.54%) patients, abdominal 

distension in 5 (6.10%) patients, 2 (2.44%) patients had 

bladder injury and 1 (1.22%) patients had ligament 

hsematoma (Table 3). Maternal mortality was observed 

in 3 (3.66%) patients and all were uterine rupture. 

Perinatal mortality was seen in 29 (35.37%). (Table 4). 

Table No.2: Causes associated to obstructed labor 

Variable  No. % 

Age (years) 

16 -24 22 26.83 

25 -34 43 52.44 

> 34 17 20.73 

Residency 

Urban 17 20.73 

Rural 65 79.27 

Primigravida 46 56.10 

Multigravida 36 43.90 

Booked 9 10.98 

Un-booked 73 89.02 

Table No.3: Complications followed by obstructed 

labor 

Variable  No. % 

Age (years) 

16 -24 22 26.83 

25 -34 43 52.44 

> 34 17 20.73 

Residency 

Urban 17 20.73 

Rural 65 79.27 

Primigravida 46 56.10 

Multigravida 36 43.90 

Booked 9 10.98 

Un-booked 73 89.02 

Table No.4: Maternal and perinatal mortality 

associated to obstructed labor 

Variable  No. % 

Age (years) 

16 -24 22 26.83 

25 -34 43 52.44 

> 34 17 20.73 

Residency 

Urban 17 20.73 

Rural 65 79.27 

Primigravida 46 56.10 

Multigravida 36 43.90 

Booked 9 10.98 

Un-booked 73 89.02 

DISCUSSION 

Obstructed labor is an important cause of maternal 

mortality in underdeveloped and developing countries, 

and has many short and long term complications. 

Reduction in the mortalities resulting from 
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complications of obstructed labor will be considered an 

indication for the improvement and upgradation of 

obstetric care system and financial status of a country. 

In the present study the incidence of obstructed labor 

was 2.00%. A study conducted by Rizvi et al13 and 

Mondal et al14 regarding obstructed labor reported 

incidence of obstructed labor was 1.7 and 1.6%. Some 

other studies demonstrated the incidence of obstructed 

labor was 3.6% and 4.5%.15,16 All these studies 

including our study shows high rate of obstructed labor 

and there is a need of better treatment and to provide 

awareness of this malignant disorder. 

In this study most of the patients were in the age group 

25 to 34 years. Some other studies regarding obstructed 

labor demonstrated the same results to our study in 

which the most common age group was 20 to 35 

years.17,18 In our study mostly patients had rural area 

residency and these results were similar to some other 

studies in which 75 to 90% of patients were belong to 

rural areas.19,20 

In our study 9 (10.98%) patients were booked while 73 

(89.02%) patients were un-booked. These results were 

similar to another study in which 88% cases were 

unbooked.21 In this study we found that the most 

common cause of obstructed labor was CPD 63.41%, 

these results were close to some other studies in which 

the CPD cause was rated 65 to 70%.20,22 Malposition, 

malpresentation, fetal congenital anomaly and 

unidentified in 52 (63.41%), 15 (18.29%), 12 (14.63%), 

2 (2.44%) and 1 (1.22%) patients respectively. A study 

conducted in India reported malposition in 22.9% 

cases.23 Mondal et al14 reported malpresentation 18.2% 

cases. 

In our study the most frequent complication was 

maternal pyrexia and found in 35.37%. Another study 

reported maternal pyrexia in 39.3%.17 Uterine rupture 

found in 19 (23.17%) patients, wound sepsis found in 

11 (13.41%) patients, urinary tract infection was found 

in 8 (9.76%) patients, postpartum haemorrhage found in 

7 (8.54%) patients,  Abdominal distension in 5 (6.10%) 

patients, 2 (2.44%) patients had bladder injury and 1 

(1.22%) patients had ligament haematoma. These 

results was bit similar to some other studies in which 

uterine rupture recorded in 25% patients24 and some 

other studies shows similarity regarding  wound sepsis 

and PPH was 12.8% and 8.2% respectively.17,25 

In our study the maternal mortality rate was 3.66% and 

perinatal mortality rate was 39.37%. All the maternal 

mortality was occurred due to uterine rupture. These 

results were similar to another study in hich uterine 

rupture was the main cause of maternal mortality.26 

CONCLUSION 

Obstructed labor is one of the most common causes of 

mortality and morbidity in maternal and perinatal. 

Incidence of obstructed labor was most common in age 

group 25 to 34 years and mostly patients had rural 

residency. Early and accurate diagnosis and early 

treatment can reduce the rate of maternal and perinatal 

mortality and morbidity due to obstructed labor. 
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Vitamin D Levels in Type II 

Diabetic Patients 
Bashir Ahmed Shaikh, Aneel Kumar, Zahid Ali Shaikh, Javeriya Mariam, Aftab Hussain 

Shah and Kamlesh Kumar 

ABSTRACT 

Objective: To determine the frequency of vitamin D deficiency in type-II diabetes at Chandka Medical College, 

Hospital Larkana. 

Study Design: Cross-sectional study.  

Place and Duration of Study: This study was conducted at the Department of Medicine, Medical Unit-2, Chandka 

Medical College Hospital, SMBBMU, Larkana from July to December 2018.  

Materials and Methods: A total of 355 patients with type 2 diabetes mellitus were included in this study. Basic 

demographics were recorded. Blood samples were taken from the patients for assessment of vitamin D levels and 

were sent to laboratory. 

Results: The average age of the patients was 44.66±10.85 years. There were 196(55.21%) male and 159(44.79%) 

female. The vitamin D deficiency in type-II diabetic patients was observed in 175 (49.3%).  

Conclusion: This study revealed that vitamin D deficiency was high in patients with type 2 diabetes mellitus. It is 

advisable that supplementation of vitamin D in deficient type 2 diabetes mellitus patients may give better glycemic 

control. 

Conclusion: This study revealed that vitamin D deficiency was high in patients with type 2 diabetes mellitus. It is 

advisable that supplementation of vitamin D in deficient type 2 diabetes mellitus patients may give better glycemic 

control. 

Key Words: Type 2 diabetes mellitus, Vitamin D deficiency, Glycaemic control.  
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INTRODUCTION 

The increasing prevalence of type 2 diabetes mellitus is 

taking a great toll of health resources. This has laid a 

number of research studies related to factors in an 

attempt to ameliorate its burden. Worldwide incidence 

of diabetes has risen from 108 million in 1980 to 442 

million in 2014 with nearly 6 million Americans suffer 

from type 2 diabetes.1 

Vitamin D deficiency is associated with type II 

diabetes, elevated lipids, cardiovascular disease and 

hypertension.2-7A very few studies unable to describe 

any improvement in glycemic control or indices of 

insulin sensitivity during vitamin D supplementa- 

tion.8-11. CVD cardiovascular disease is the major 

contributor to mortality in diabetic population.12 
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At the same time, there’s evidence that Vitamin D 

increase insulin sensitivity. Moreover, a data from a 

pilot study examining vitamin D deficiency in diabetic 

patients of two groups in 2006 showed 63% of T2DM 

patients has vitamin D deficiency.13Bayani reported that 

vitamin D deficiency was observed in 64% according to 

Caspian journal of internal Medicine in T2DM 

patients.14 Diabetes Mellitus is an established risk factor 

for coronary artery disease where the enhanced pro-

inflammatory and prothrombotic status could render 

even more important than the athero-protective effects 

of Vitamin D. This will help in risk stratification and 

ultimately pave the way for early correction of 

deficiencies and prevention of CVD morbidity and 

mortality in diabetic patients.  

Furthermore by knowing the vitamin D level we can 

also depict the significant health disparities among our 

population with the rest of the world despite abundant 

sunshine. This study aimed to determine the frequency 

of vitamin D deficiency in type-II diabetic patients. 
 

MATERIALS AND METHODS  

A cross-sectional study was done in statistically 

calculated sample (n=355) at department of medicine, 

medical unit-2 Chandka Medical College Hospital 

SMBBMU, Larkana from July to December 2018. 

Patients were enrolled who fulfilled the inclusion 

criteria (age 18 to 65 years of both genders having type 

Original Article Vitamin D in Type II Diabetes 

mailto:sbashirahmed@gmail.com


Med. Forum, Vol. 30, No. 3 11 March, 2019 

 

2 diabetes mellitus with duration of 10 or more years). 

Patients had chronic renal failure, liver cirrhosis, 

malabsorption syndrome i-e celiac disease, sprue, cystic 

fibrosis & IBD, taking steroids or vitamin D 

supplements and insulin resistance disease were 

excluded.Written informed consent obtained from all 

the patients after explanation of study protocol. Basic 

demographics were recorded i-e smoking, patient’s 

height, weight and BMI. 

Blood samples were taken from the patients for 

assessment of vitamin D levels and was sent to 

laboratory for reports. The test was done free of cost 

and the results were classified normal (vitamin D level 

≥30ng/ml), deficient (vitamin D level <30ng/ml). 

Data was analyzed using SPSS software version 21. 

Description statistics like frequencies and percentages 

calculated for gender, smoking, obesity (BMI>27.5) 

and vitamin d levels. Mean ± SD (standard deviation) 

calculated for age, weight, height, BMI. Stratification 

was done with regards to age, gender, smoking, and 

obesity and duration of DM to see the effect of these on 

outcome by applying chi-square test with P value ˂0.05 

as significant. 

RESULTS 

Table No.1: Study Characteristics of Patients 

Variables Mean 
Std.  

Deviation 

95% Confidence 

Interval for Mean 

Lower 

Bound 

Upper 

Bound 

Age (Years) 44.66 10.85 43.53 45.79 

Duration of 

DM 
13.93 2.47 13.67 14.19 

Weight (kg) 71.39 15.98 69.72 73.06 

Height (cm) 161.21 9.33 160.24 162.19 

BMI 

(kg/m2) 
27.45 5.70 26.8 28.05 

Vitamin D 

level 
30.16 7.26 29.4 30.92 

 

 

Figure No.1: Vitamin D Deficiency in T2DM 

patients (n-355) 

The mean age of 355 patients was 44.66±10.85 years 
and mean duration of diabetes was 13.93±2.47 years. 
There were 196(55.21%) males and 159(44.79%) 
females. Out of 355, 92 (25.92%) were obese, 
118(32.24%) smokers, 155 (43.7%) rural and 200 
(56.3%) were urban patients. (Table-1). 
Vitamin D deficiency in type-II diabetes was observed 
in 175 (49.3%). (Figure-1). The vitamin d deficiency 
was not found significantly associated with any of the 
study variables. (Table-2). 

Table No.2: Status of Vitamin D Deficiency in Study 

Variables 

 
Vitamin D Deficiency P-Value 

Yes No  

Age Groups (yrs) 0.097 

≤30 18(50%) 18(50%) 

 

31- 40 54(45%) 66(55%) 

41- 50 56(62.9%) 33(37.1%) 

51- 60 32(46.4%) 37(53.6%) 

>60 15(36.5%) 26(63.4%) 

Gender  0.730 

Male 95(48.5%) 101(51.5%) 
 

Female 80(50.3%) 79(49.7%) 

Smoker  0.276 

Yes 63(53.4%) 55(46.6%) 

No 112(47.3%) 125(52.7%) 

Obesity  0.377 

Yes 49(53.3%) 43(46.7%) 
 

No 126(47.9%) 137(52.1%) 

Duration 0f DM 0.892 

≤ 15 Years 138(49.1%) 143(50.9%) 

>15 Years 37(50%) 37(50%) 

DISCUSSION 

Diabetes mellitus is one in all the foremost common 
chronic sicknesses within 
the world. Dynamical life designs and dietary habits has 
accelerated its prevalence. This increase is extremely 
evident in South Asia wherever it's assumed epidemic 
proportions. The amount of diabetic patients is 
anticipated to succeed in 370 million by the year 
2030.15 Each environmental and genetic factors play a 
job within the development of DM. In most cases the 
presence of sort two DM is said to some unhealthy style 
of modus vivendi practices. Such factors  will  
typically be changed. One in all the foremost  
necessary of those modifiable factors is fat. Vitamin D  
deficiency is additionally one such  different  
modifiable issue that is being involved within the  
development and management of diabetes.16 Studies 
have shown that Vitamin D deficiency is directly 
proportional to internal secretion resistance and CVD 
risk in obese adolescents.17 Low level of Vitamin D are 
also seen in metabolic syndrome.18 Traditional Vitamin 
D levels are associated with low risk of development 
of type II DM and low Vitamin D levels are found to 
be related to the higher risk of developing type II 
DM.19 Vitamin D deficiency could be a worldwide 
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epidemic. consistent with UN agency statistics, around 
one billion individuals area unit littered with Vitamin 
D deficiency throughout the planet. Though the most 
supply of Vitamin D is daylight, in most of the 
people, vitamin d level has been found to be low in 
countries settled in extremes of the hemispheres 
and additionally in tropical countries.20 The male 
dominance was reportable in different studies. Shera et 
al, investigated the prevalence of sort two DM within 
the metropolitan and metropolitan zones of Baluchistan, 
Pakistan.21,33 They recruited 1404 males and females.  
The general prevalence in each urban and rural regions 
was 13.46% and it absolutely was 14.71% in males 
and 12.89% in females. Basit et al, 2000  
reportable the prevalence of DM from Pakistan.22,33 
They recruited 2032 (670 males and 1362 females) and 
found the general prevalence of diabetes together 
with antecedently and freshly diagnosed diabetes was 
7.2%, however, the prevalence was 11.9% in males 
and 4.9% in females.33 
Vitamin D deficiency has received special attention  
recently because of its high incidence and its 
implication within the genesis of multiple chronic  
sicknesses. The high prevalence of vitamin d deficiency 
in our study population underlines the very fact  that  
vitamin d deficiency is a lot of common in chronic 
diseases like DM. Our study showed that vitamin d was 
inadequate during a  massive  population of patients 
with sort two diabetes. In our study the frequency of 
vitamin d deficiency in type-II  diabetes  was  
ascertained in 49.3% and was  considerably high in 
below and equal to fifty years of patients as compare 
to higher than fifty years of patients. These findings  
are supported by variety of studies. Shahzad et al, 
found vitamin d deficiency in 92% patients of  
diabetes.23 Iqbal et al, found vitamin d deficiency 
in 30.6% patients of  diabetes  with  smart  
management and in 58.7% patients with poor  
management.24 Alhumaidi et al, found vitamin d  
deficiency in 76.6% diabetic patients and in 58.1% non-
diabetic patients.25 Sheth and coworkers, during a case 
control study among diabetics in Asian nation  
ascertained vitamin d deficiency in 91.4% and 93.0% of 
T2DM cases and control  subjects  respectively.26,34  
During a cross sectional Iranian study by Taheri and 
colleagues, the prevalence of vitamin d deficiency 
was 83.3% in diabetic patients and 75.6% in healthy 
subjects.27,34 Another cross sectional study among 
rural and urban adult Indians, Harinarayan et al, 
additionally ascertained a 44% and 62% for rural  and 
urban  men  respectively  and  70%  and  75%  
deficiency for rural and urban women respectively.28,34 
Age is a very important factor and lower levels 
of vitamin d has been noted with advancing age.29,32 On 
the contrary, we have a tendency to found that vitamin 
d levels increase with advancing age, and age was 
found to be an independent predictor for vitamin 
d levels in our study. Studies in an Iranian population 
have shown that correlation exists between BMI 
and vitamin d levels.30,32 On the contrary, a study by 

Lagunova et al, in 2126 subjects with metabolic 
syndrome or diabetes has established an inverse relation 
-ship between vitamin d levels and BMI; those with 
high BMI had lower vitamin d levels.31,32 No positive 
correlation between these two variables was noticed in 
our study to support or negate the aforementioned 
data. However our findings show that BMI was a 
confounder that determines vitamin d concentrations in 
this population. 

CONCLUSION 

This study revealed that vitamin D deficiency was high 

in patients with type 2 diabetes mellitus. It is advisable 

that supplementation of vitamin D in deficient type 2 

diabetes mellitus patients may give better glycemic 

control. 

AUTHOR’S CONTRIBUTION 

Concept & Design of Study: Bashir Ahmed Shaikh 
Drafting: Aneel Kumar, Zahid Ali 

Shaikh 
Data Analysis: Javeriya Mariam, Aftab 

Hussain Shah, Kamlesh 
Kumar 

Revisiting Critically: Bashir Ahmed Shaikh, 
Aneel Kumar 

Final Approval of version: Bashir Ahmed Shaikh 

Conflict of Interest: The study has no conflict of 

interest to declare by any author. 

REFERENCES 

1. Rogacev KS, Ulrich C, Blömer L, Hornof F, Oster 
K, Ziegelin M, et al. Monocyte heterogeneity in 
obesity and subclinical atherosclerosis. Eur Heart J  
2010;31(3):369-76.  

2. Pittas AG, Dawson-Hughes B, Li T, Van Dam 
RM, Willett WC, Manson JE, et al. Vitamin D and 
calcium intake in relation to type 2 diabetes in 
women. Diabet Care  2006;29(3):650-6. 

3. Cigolini M, Iagulli MP, Miconi V, Galiotto M,  
Lombardi S, Targher G. Serum 25-hydroxyvitamin 
D3 concentrations and prevalence of cardio-
vascular disease among type 2 diabetic patients. 
Diabet Care  2006;29(3):722-4. 

4. Forman JP, Giovannucci E, Holmes MD. Plasma 
25-hydroxy vitamin D levels and risk of incident 
hypertension. Hypertension 2007;49:1063–9.  

5. Dobnig H, Pilz S, Scharnagl H. Independent 
association of low serum 25-hydroxyvitamin d and 
1, 25-dihydroxyvitamin d levels with all-cause and 
cardiovascular mortality. Arch Int Med 2008;168: 
1340–9.  

6. Wang TJ, Pencina MJ, Booth SL. Vitamin D 
deficiency and risk of cardiovascular disease. 
Circulation 2008;117:503–11.  

7. Giovannucci E, Liu Y, Hollis BW, Rimm EB. 25-
hydroxyvitamin D and risk of myocardial 
infarction in men: a prospective study. Arch Int 
Med 2008;168:1174–80.  



Med. Forum, Vol. 30, No. 3 13 March, 2019 

 

8. Sugden JA, Davies JI, Witham MD, Morris AD, 
Struthers AD. Vitamin D improves endothelial 
function in patients with type 2 diabetes mellitus 
and low vitamin D levels. Diabet Med 2008; 
25:320–5. 

9. Jorde R, Figenschau Y. Supplementation with 
cholecalciferoldoes not improve glycaemic control 
in diabetic subjects with normal serum 25-hydroxy 
vitamin D levels. Eur J Nutr 2009;48:349–54. 

10. Pittas AG, Harris SS, Stark PC, Dawson-Hughes B. 
The effects of calcium and vitamin D supplemen-
tation on bloodglucose and markers of 
inflammation in nondiabetic adults. Diabet Care 
2007;30:980–6. 

11. VonHurst PR, Stonehouse W, Coad J. Vitamin 
Dsupple mentation reduces insulin resistance in 
South Asian women living in New Zealand who 
are insulin resistant and vitamin D deficient—a 
randomised, placebo-controlled trial. Br J Nutr 
2010;103:549–55. 

12. Zittermann A, Schleithoff SS, Koerfer R. Putting 
cardiovascular disease and vitamin D insufficiency 
into perspective. Br J Nutr 2005;94:483–92. 

13. Sheth JJ, Shah A, Sheth FJ, Trivedi S, Lele M, et 
al. Does vitamin D play a significant role in type 2 
diabetes? BMC Endocr Disord 2015; 15:5. 

14. Bayani MA, Akbari R, Banasaz B, Saeedi F. Status 
of Vitamin-D in diabetic patients. Caspian J Int 
Med 2014;5(1):40. 

15. Wild S, Roglic G, Green A, Sicree R, King H. 
Global prevalence of diabetes: estimates for the 
year 2000 and projections for 2030. Diabetes Care 
2004;27:1047-53.  

16. Alhumaidi M, Agha A, Dewish M. Vitamin D 
deficiency in patients with type-2 diabetes mellitus 
in southern region of Saudi Arabia. Maedica 
2013;8(3):231-6. 

17. Reis AF, Hauache OM, Velho G. Vitamin D 
endocrine system and the genetic susceptibility to 
diabetes, obesity and vascular disease. A review of 
evidence. Diabetes Metab 2005;31(4 Pt 1):318-25. 

18. Michos ED. Vitamin D deficiency and the risk of 
incident Type 2 diabetes. Future Cardiol 2009;5(1): 
15-8.  

19. Pittas AG, Lau J, Hu FB, Dawson-Hughes B. The 
role of vitamin D and calcium intype 2 diabetes. A 
systematic review andmeta-analysis. J Clin Endo-
crinol Metab 2007;92(6):2017–29. 

20. Thuesen B, Husemoen L, Fenger M, Jakobsen J, 
Schwarz P, Toft U, et al. Determinants of vitamin 
D status in a general population of Danish adults. 
Bone 2012;50(3):605–10.  

21. Shera AS, Rafique G, Khwaja IA, Baqai S, Khan 
IA, King H. Pakistan National Diabetes Survey 
prevalence of glucose intolerance and associated 
factors in North West at Frontier Province (NWFP) 
of Pakistan. J Pak Med Assoc 1999;49:206-11.  

22. Basit A, Hydrie MZ, Ahmed K, Hakeem R. 
Prevalence of diabetes, impaired fasting glucose 
and associated risk factors in a rural area of 
Baluchistan province according to new ADA 
criteria. J Pak Med Assoc 2002;52:357-60.  

23. Shahzad A, Sahto AA, Memon AA. Type 2 
Diabetics; Frequency Of Vitamin D Deficiency. 
Prof Med J 2017;24(1):31-5. 

24. Iqbal K, Islam N, Mehboobali N, Asghar A, Iqbal 
MP. Association of vitamin D deficiency with poor 
glycaemic control in diabetic patients. J Pak Med 
Assoc 2016;66(12):1562-5. 

25. Sheth JJ, Shah A, Sheth FJ, Trivedi S, Lele M, 
Shah N, et al. Does vitamin D play a significant 
role in type 2 diabetes? BMC Endocrine Disorders 
2015;15:5. 

26. Taheri E, Saedisomeolia A, Djalali M, Qorbani M, 
MadaniCivi M. The relationship between serum 
25-hydroxy vitamin D concentration and obesity in 
type 2 diabetic patients and healthy subjects. J 
Diabet Metabolic Dis 2012;11(1):16.  

27. Harinarayan CV, Ramalakshmi T, Prasad UV, 
Sudhakar D, Srinivasarao PV, et al. High 
prevalence of low dietary calcium, high phytate 
consumption, and vitamin D deficiency in healthy 
south Indians. Am J Clin Nutr. 2007;85(4):1062–7.  

28. Scragg R, Sowers MF, Bell C. Serum 25-
hydroxyvitamin D, diabetes and ethnicity in the 
third National Health and Nutrition Examination 
Survey. Diabetes Care 2004;27:2813–8. 

29. Baradaran A, Behradmanesh S, Nasri H. 
Association of body mass index and serum vitamin 
D level in healthy Iranian adolescents. Endokrynol 
Pol 2012;63:29–33.  

30. .Khashayar P, Meybodi HR, Soltani A, Taheri E, 
Homami MR, Heshmat R, et al. Association 
between vitamin D levels and BMI values in an 
Iranian population. Clin Lab 2014;60:383–9.  

31. Lagunova Z, Porojnicu AC, Lindberg F, Hexeberg 
S, Moan J. The dependency of vitamin D status on 
body mass index, gender, age and season. 
Anticancer Res 2009;29:3713–20. 

32. Palazhy, S., Viswanathan, V. &Muruganathan, A. 
Int J Diabetes Dev Ctries 2017;37: 69. 

33. Meo SA, Zia I, Bukhari IA, Arain SA. Type 2 
diabetes mellitus in Pakistan: Current prevalence 
and future forecast. JPMA 2016:66(12);1637-42. 

34. Fondjo LA, Owiredu WKBA, Sakyi SA, Laing EF, 
Adotey-Kwofie MA, Antoh EO, et al. (2017) 
Vitamin D status and its association with insulin 
resistance among type 2 diabetics: A case control 
study in Ghana. PloS One 12(4): e0175388. 

35. Witham MD, Dove FJ, Dryburgh M, Sugden JA, 
Morris AD, Struthers AD. The effect of different 
doses of vitamin D3 on markers of vascular health 
in patients with type 2 diabetes: a randomised 
controlled trial. Diabetologia 2010;53(10):2112-9.

 

 

 
 



Med. Forum, Vol. 30, No. 3 14 March, 2019 

Role of Vitamin D3 in 

Erectile Dysfunction 
Mahmood Ahmed Memon1, Mumtaz Ali Chandio2, Shah Muhammad Noonari1, Pardeep 

Kkumar Maheshwari3, Muhammad Shahid Bhatti4 and Feroze Mahar5 

ABSTRACT 

Objective: To determine the role of vitamin d3 in erectile dysfunction in our hospital. 

Study Design: Prospective / cross-sectional study 

Place and Duration of Study: This study was conducted at the Social Security Kidney Centre Hospital of Karachi 

from July 2017 to August 2018. 

Materials and Methods: The sample size of study was 84 taking prevalence to 64.2%. All patients with Age > 18 

yrs, patients presenting with complains of erectile dysfunction in outpatient department were included. Patients with 

cardiovascular diseases, depression, antipsychotic drugs and bleeding disorders were excluded. 

Results: Out of 84 patients presented with erectile dysfunction the mean age of patients was 34.8 ± 4.4 years. Most 

of group affected was from 25yrs to 35yrs n= 52(65%), and 35 to 45yrs n=28(35%) respectively. The patients 

mostly presented with mean vitamin D levels of 14.6ng/ml ± 4.82. While mostly the range of vitamin D was 

between 10ng/ml to 20ng/ml i-e; n=60 (75%), from >30ng/ml, n=15 (18.8%) and <10ng/ml n=5(6.3%). 

Conclusion: Erectile dysfunction was found to have severe vitamin d deficiency with improvement in ED after 

vitamin d supplementation together with some lifestyle modification. 

Key Words: Erectile dysfunction, vitamin D 

Citation of article: Memon MA, Chandio MA, Noonari SM, Maheshwari PK, Bhatti MS, Mahar F. Role of 

Vitamin D3 in Erectile Dysfunction. Med Forum 2019;30(3):14-17. 

INTRODUCTION 

Vitamin D is a steroid hormone responsible for calcium 

homeostasis and its metabolism by human skin from 

sunlight exposure mainly by ultraviolet-B (UVB) 

forming around 80% of total vitamin D1-3. vitamin D 

deficiency has been increasingly found in previous 

decades accounting from 64.2% to 97.3% in Pakistan 

however US reported 80%patients deficient. Different 

studies and meta-analysis have found its 

supplementation results in prevention of several 

diseases but also in reducing mortality3, 4. 

Modern era researchers have found diverse role of 

vitamin D due to its effect on nearly every cell of our  
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body ranging from bone health to atherosclerotic heart 

diseases and even in erectile dysfunction5-7 although 

erectile dysfunction has multifactorial causes including 

both neurological, drugs, psychological as well as 

vascular causes. Nearly half of them are due to vascular 

cause, with resulting endothelial dysfunction and 

subsequently vasodilation inhibition. 

Globally incidence of erectile dysfunction is increasing 

from 150 million in 1999 to an expected 322 million till 

20258. In Pakistan its incidence reported from recent 

study in 2016 in healthy individuals was 55.7% with 

mild 14.8%, moderate erectile dysfunction 29.5% and 

11.4% severe ED dysfunction10. Several factors 

although contribute like advancing age, atherosclerotic 

cardiovascular diseases, high altitude, smoking, low 

income etc. Another study in 2013 reported high 

incidence of around 97.3% ED in patients with diabetes 

in northern Pakistan, while 2016 study reported 

64.2%11,12.  The mechanism underlying is endothelial 

dysfunction with inhibition of nitrous oxide which is a 

potent vasodilator and is its impairment results in 

erectile dysfunction. Different studies have shown 

vitamin D deficiency in patients with erectile 

dysfunction as well as with other atherosclerotic 

cardiovascular diseases4,13, 14.  Direct causal relationship 

has not been established however deficiency of vitamin 

D has been seen in patients with severe erectile 

dysfunction with levels <35ng/ml while levels above it 

were not found in erectile dysfunction15. 

The aim of our study was to determine the levels of 

vitamin D in patients presenting with erectile 

dysfunction as no local study has been in our setup, 
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despite of having high percentage of erectile 

dysfunction present in our population as evident from 

recent studies10-12. 

MATERIALS AND METHODS 

This prospective cross-sectional study was conducted in 

n=84 patients in Social Security Kidney Centre  

Hospital of  Karachi from July 2017 to August 2018. 

Informed consent was taken from patients or next to kin 

after approval from ethical committee board. The 

sample size of study was calculated from prevalence to 

64.2%. All patients with Age > 18 yrs., patients 

presenting with complains of erectile dysfunction in 

outpatient department were included. Patients with 

cardiovascular diseases, depression, antipsychotic drugs 

and bleeding disorders were excluded. Detailed clinical 

history and examination was done and after patients 

were diagnosed of having erectile dysfunction were 

classified into mild, mild to moderate, moderate and 

severe dysfunction on the basis of five-item version of 

International Index of erectile function questionnaire. 

This questionnaire inquires symptoms over the period 

of six months and score from 1 to 5 with questions 

comprising five points. Patient total scoring >17 are 

considered having no erectile dysfunction, patients with 

score of 17-21 considered as mild, from 12 to 16 mild 

to moderate, 8 to 11 moderate and 5 to considered 

severe ED dysfunction. The serum vitamin D levels of 

all patients ranging from mild to severe dysfunction 

were sent and values below 35ng/ml are considered to 

have deficiency of vitamin D. 

Data was analyzed by statistical software package SPSS 

version 20.0. Continuous variable that is patient’s age, 

vitamin D levels were expressed as mean+SD. 

Qualitative variables will be expressed as frequencies 

and percentages. Chi square was applied between serum 

vitamin D levels and severity of erectile dysfunction. 

RESULTS 

Out of 84 patients presented with erectile dysfunction 

the mean age of patients was 34.8 ± 4.4 years (table 1). 

Most of group affected was from 25yrs to 35yrs n= 

52(65%), and 35 to 45yrs n=28(35%) respectively. 

(figure 1). The patients mostly presented with mean 

vitamin D levels of 14.6ng/ml ± 4.82. While mostly the 

range of vitamin D was between 10ng/ml to 20ng/ml i-

e; n=60 (75%), from >30ng/ml, n=15 (18.8%) and 

<10ng/ml n=5(6.3%). (figure 2). 

Table No.1: Demographic variables 

Variables Frequency (percentages) 

Age in years  

Mean ± SD 

 

34.8 ± 4.4 years 

Serum vitamin D in 

ng/ml 

14.6ng/ml ± 4.82 

 

 

Patients with erectile dysfunction were treated with 

vitamin d for period of 6 weeks with 65% patients 

responded to treatment together with lifestyle 

modification. 

 
Figure No.1: Age range with percentage. 

 
Figure No.2: Vitamin d range with percentage. 

DISCUSSION 

The erectile dysfunction is most prevalent in elderly age 

mostly related to atherosclerotic heart diseases, it also 

has many neurogenic, medical and psychogenic causes. 

In our study the patients with erectile dysfunction with 

other causes like vascular cause, drugs, neurogenic etc 

were excluded. All patients presented mostly belong 

age of >25yrs till 45yrs with no evident ischemic heart 

diseases etc. Most of patients with erectile dysfunction 

had severe vitamin D deficiency i-e; <20ng/ml while 

some patients have moderate deficiency > 30mg/ml 

while some also had levels of <10ng/ml. in US there are 

around 80%patients with erectile dysfunction secondary 

to atherosclerotic heart disease16. 

The Endocrinology Society Clinical practice guidelines 

classifies vitamin D levels below <20ng/ml to be  
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deficient. In developing countries mostly patients have 

been seen to be deficient in vitamin D. In Pakistan too 

mostly patients have low levels of vitamin D affecting 

mostly weiled women. However, different studies have 

been done to evaluate the cause behind erectile 

dysfunction and vitamin D levels, but causal 

relationship cannot be established. Sorenson eta l in 

2012 has found I his prospective study has found levels 

of vitamin D to be <39ng.ml in men with erectile 

dysfunction 18.Canguven et al in 2017 has found mean 

levels of 15ng.ml of vitamin D especially among young 

patients with improvement in erectile dysfunction after 

its supplementation 19.Although other factors are also 

contributory like genetics, weight, exposure to sun etc.  

In our study most patients ages were between 25 to 

35yrs with severe vitamin D deficiency of <15ng/ml. 

Vitamin D increases vascular health by inflammatory 

cascade inhibition. However some studies does not 

support the evidence as in some studies there was no 

improvement in erectile dysfunction even after 

supplementation20. Not only this the patients with 

severe deficiency has been found to have diabetes 

mellitus in controlled range.  By modification in 

lifestyle and some other changes patients with erectile 

dysfunction have revealed good results after treatment 

with vitamin D supplementation for six weeks. 

CONCLUSION 

Therefore, we concluded that patients presenting with 

erectile dysfunction were found to have severe vitamin 

d deficiency with improvement in ED after vitamin d 

supplementation together with some lifestyle 

modification. 
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Prevalence of Antibiotic Resistant 

Pathogens in Post-Orthopedic Implant Site 
Akkad Rafiq1, Ahsan-ul-Haq1, Abdul Hannan2 and Asad Ali Choudhary3 

ABSTRACT 

Objective: To assess the frequency of infective organisms and their changing antibiotic sensitivity trends in surgical 

site infection after orthopedic implant surgeries. 

Study Design: Cross sectional study. 

Place and Duration of Study: This study was conducted at the Department of Orthopedic Surgery, Divisional HQ 

Hospital Mirpur AJK from January 2018 to December 2018. 

Materials and Methods: Ninety six patients of both genders and age between 16-80 years with surgical site 

infection after elective surgeries were included. Patients’ demographics were recorded. Type of most common 

pathogen and its sensitivity pattern were recorded. 

Results: The mean age of patients was 45.93±10.58years. There were 51 (53.1%) males and 45 (46.9%) females. 

There was Staphylococcus aureus was found in 33 (33.96%) cases, MRSA was found in 18 (18.75%) cases, E. coli 

was found in 15 (15.63%) cases. Ceftriaxone was sensitive in 88 (91.7%) cultures, Ampicillin was sensitive in 62 

(64.6%) cultures, and Metronidazole was sensitive in 58 (61.4%) cultures. 

Conclusion: The frequency of Staphylococcus aureus was found to be most common pathogen in SSI and 

ceftriaxone was most sensitive antibiotic for SSI management. 

Key Words: Surgical site infection, Pathogen, Antibiotic sensitivity 

Citation of article: Rafiq A, Haq A, Hannan A, Choudhary AA. Prevalence of Antibiotic Resistant Pathogens 
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INTRODUCTION 

Infections caused by antibiotic-resistant pathogens are a 

major public health concern, and their treatment can 

bechallenging.1 The increasing rates of orthopedic 

surgery across many countries emphasize the 

importance of implementing strategies to minimize the 

risk of surgical site infection.2,3 In advance trauma and 

orthopaedic surgery device related infections remains a 

major complication.4  The SSI was reported 3.8%, 

which is below the reported worldwide incidence of 

2.6% to 41.9%.5,6 Despite best practice in medical and 

surgical management, neither prophylaxis nor treatment 

of orthopedic device–related infection is effective in all 

cases, and can lead to infections that negatively impact 

clinical outcome and significantly increase healthcare 

expenditure.7 
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In developing countries like Pakistan hospitalization 

still suffers lack of proper surgical instrument 

sterilization resulting into various pathogen growth at 

SSI. The present study will help in assessing the 

prevalence of such pathogens. 

MATERIALS AND METHODS 

This cross sectional study was done from 1st January 

2018 to 31st December 2018 at Department of 

Orthopedic Surgery, Divisional HQ Hospital Mir AJK 

and comprised 96patients of surgical site infection. 

Patients of age 16-80years, of either gender underwent 

surgery for bony fractures and developed SSI were 

included. Patients with diabetes, osteomalacia and 

patients on antibiotics for previous infections were 

excluded from the study. Written informed consent was 

taken from each case. Demographic and clinical details 

as name, age, sex, duration of surgery, symptoms and 

infection site involved were obtained. Patients were 

evaluated for infection and pus sample was obtained 

under aseptic measures and sent to the hospital 

laboratory for reporting. Reports were assessed and 

type of pathogen found in culture and its antibiotics 

sensitivity was noted. All the collected data was then 

analyzed through SPSS version 21. 

RESULTS 

The mean age of patients was 45.93±10.58years. There 

were 51 (53.1%) males and 45 (46.9%) females. The 

mean duration of surgery was 23.84±11.35days. In the 

sample, 44 had femur fracture, 23 had humerus 
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fracture, 17tibial fractures, 9 had radial fracture and 3 

had fibula fracture (Table 1). Out of 96, Staphylococcus 

aureus was found in 33 (33.96%) cases, MRSA was 

found in 18 (18.75%) cases, E. Coli was found in 15 

(15.63%) cases, Pseudomonas A was found in 12 

(12.5%) cases, BHS group A in 10 (10.4%) cases, 

Enterococcus in 9 (94%) and salmonella in 9 (9.4%) 

cases (Table 2). Different antibiotics were applied on 

pus culture Ceftriaxone was sensitive in 88 (91.7%) 

cultures, Ampicillin was sensitive in 62 (64.6%) 

cultures, Metronidazole was sensitive in 58 (61.4%) 

cultures, Gentamicin was sensitive in 29 (30.2%) 

cultures while cefoxitin was sensitive in 13 (13.5%) 

cultures (Table 3). 

Table No.1: Characteristics of patients (n=96) 

Age 45.93±10.58years 

Gender (Male / Female) 51 (53.1%) / 45 (46.9%) 

Duration of surgery 23.84±11.35days 

Site of fracture 

Femur 44 

Humerus 23 

Tibial 17 

Radius 9 

Fibula 3 

Table No.2: Pathogens found in culture 

Bacteria No. (%) 

Staph Aureus 33 (33.96%) 

MRSA 18 (18.75%) 

E. Coli 15 (15.63%) 

Pseudomonas A 12 (12.5%) 

BHS Group A 10 (10.4%) 

Enterococcus 9 (9.4%) 

Salmonella 9 (9.4%) 

Table No.3: Antibiotic sensitivity of pathogens 

Antibiotic Sensitive 

Ceftriaxone 88 (91.7%) 

Ampicillin 62 (64.6%) 

Metronidazole 58 (61.4%) 

Gentamicin 29 (30.2%) 

Cefoxitin 13 (13.5%) 

DISCUSSION 

The most prevalent species in orthopaedic device-

related infection are Staphylococci.8,9 Staphylococcus 

aureus accounts for between 20% and 30% of cases of 

infection after fracture fixation and prosthetic joint 

infections, with coagulase-negative staphylococci 

accounting for 20–40% of cases, including small colony 

variants.10 

The most common isolated infective organism was 

Staphylococcus species including Methicillin Resistant 

Staphylococcus aurous 33 (33.2%), MRSA 18 (18.75) 

Pseudomonas 12 (12.5%), Enterococcus species in 9 

(9.4%) and Escherichia coli in 15 (15.6%). There were 

53 patients (72.6%) infected by a single organism, 

(21.9%) by two infecting organisms, and 4 (5.5%) 

patients infected by more than two organisms.11 In all 

patients who had two or more organisms, 

Staphylococcus aureus was the common organism. The 

following prophylactic antibiotics were used: 

ampicillin, gentamicin, cefoxitin, metronidazole and 

ceftriaxone.12 

The Gram-positive cocci including Streptococci (1-

10%) and Enterococci (3-7%) are less frequently 

encountered. Infection caused by Gram-negative bacilli, 

including Pseudomonas aeruginosa and 

Enterobacteriaceae account for approximately 6-17% 

and anaerobes (including Propionibacteria and 

Peptostreptococci) are comparatively rare at 

approximately 4–5%.8-12 Shoulder orthopedic device–

related infections, however, may have higher 

Propionibacterium acnes prevalence, at up to38%.13 

Recently more attention has been focused upon 

polymicrobial infections, which may account for 10-

20% ofcases.8.9.12 Furthermore, studies using molecular 

diagnostic techniques indicate that, in addition, there is 

a significant proportion (5-34%) of culture-

negativeinfections.14,15 

Others are anaerobes, gram-negative bacilli such as 

Pseudomonas species or E. coli, and especially in 

hematogenous infections streptococci.16,17 Tunney et 

al18 isolated Propionibacterium species in 60% of 

orthopedic device-related infections by using strict 

anaerobic bacteriologic practices during the processing 

of samples considered associate with orthopedic 

device–related infections. Propionibacterium species 

are the second most frequent contaminant found in 

jointaspiration.19 

Hidayatullahet al20 found that Staphylococcus aureus 

(13 cases) including MRSA (5 cases) was the most 

common infecting organism in our study, involving 18 

(50%) patients. Other studies show the frequency of 

Staphylococcus aureus to be 25-29%.21,22 The frequency 

of MRSA among Staphylococcus aureus was 27.8% (5 

out of 18). Staphylococcus aureus was most sensitive to 

fusidic acid, vancomycin linezolid, clindamycin and 

erythromycin. There was a mixed sensitivity pattern to 

gentamycin, cotrimxazole and oxacillin. In majority of 

cases Staphylococcus aureus was resistant to pencillin, 

levofloxacin and tetracyclin.20 

CONCLUSION 

The frequency of Staphylococcus aureus and MRSA 

were most common pathogens in SSI and ceftriaxone, 

ampicillin and metronidazole were most sensitive 

antibiotic for SSI management. Now in future, we can 

implement the use of ceftriaxone, ampicillin and 

metronidazole for management of SSI keeping in mind 

most common pathogens. 
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Functional Outcome of Cambell’s 

Triceps Tongue Flap Approach in Patients 

with AO “Type C” Distal Humerus Fracture 
Kashif Siddiq1, Muhammad Ali1, Muhammad Amir1, Muhammad Safdar 

Baig2, Muhammad Khizer Hayat Makki1 and Sajjad Ahmad1 

ABSTRACT 

Objective: To determine functional outcome of cambell’s triceps tongue flap approach in patients with AO “Type 

C” distal humerus fractures in patients between 16 to 50 years of age. 

Study Design: Descriptive case study 

Place and Duration of Study: This study was conducted at the Department of Orthopedic Surgery, Civil Hospital 

Bahawalpur/Quaid-e-Azam Medical College, Bahawalpur from January 2012 to November 2012. 

Materials and Methods: 196 cases between the ages of 16 –50 years with “Type C” distal humerus fractures 

according to AO classification were studied and samples were taken by a non-probability purposive sampling. 

Risen-borough and Radin criteria was used to assess the functional outcome of the results. All patients were 

evaluated at 16th postoperative week and range of elbow flexion with the help of goniometer measured to draw a 

meaningful conclusion in terms of satisfactory (Good and fair) and unsatisfactory (poor) functional outcome. 

Results: According to Risen-borough and Radin criteria evaluation of these cases at final follow up (16th post 

operative week) revealed that 100 (54.3%) patients had good functional results with 60 (32.6%) male and 40 

(21.7%) female whereas 55 (29.9%) patients had fair results with 40 (21.7%) male and 15 (8.2%) female. Poor 

results were found in 29 (15.8%) patients with 21 (11.4%) male and 8 (4.3%) female patients. 

Conclusion: From our study we conclude that triceps tongue flap approach affords adequate exposure with ample 

space to fix the intra-articular fractures of distal humerus using both pillar fixations if required, in adults with 

satisfactory functional recovery in majority of the patients. 

Key Words: AO type C. Distal humerus fractures, Triceps tongue flap. 
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INTRODUCTION 

Complex fractures of distal humerus are one of the 

difficult fractures to treat.  AO type C fractures are 

multifragmentary and result from high energy trauma in 

young individuals while in elderly people low energy 

trauma like fall from height is usually responsible for 

such fractures1. A severe blow on the point of the elbow 

drives the olecranon process upwards, splitting the 

condyles apart2. 
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The danger with conservative treatment is the strong 

tendency to stiffening of the elbow and persistent pain. 

Operative management is usually the appropriate 

treatment for the fractures with displacement2. 

A variety of approaches have been recommended for 

exposure and fixation of distal humerus fractures3. 

Triceps mechanism is the key for surgical approaches 

whether it is divided to make better exposure or kept 

intact with reasonable exposure4. Most commonly, a 

posterior approach with an olecranon osteotomy has 

been used as it provides the best fracture exposure.3 

Although it provides a good exposure, it also has 

disadvantages of delayed union, nonunion and implant 

related complications at the osteotomy site5. Significant 

osteotomy complications have prompted a search for 

alternative approaches6.  

 In different studies good results were reported with 

cambell’s triceps tongue flap approach. According to a 

study of 34 patients conducted at Chengdu Modern 

Hospital in China, stable fixation and a high rate of 

union of complex distal humeral fractures can be 

achieved with double-plate fixation through triceps 

tongue-shaped flap approach. Elbow functional activity 

can be achieved in patients with early stage.  
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Excellent rate was 85.29%.7In one study 20 cases were 

treated by triceps tongue flap approach, the excellent 

and good rate was 60%8. In another study 22 patients 

were operated by Campbell’s triceps tongue flap 

approach showed 59.09% good results.4 

The proposed study is designed because there is 

difference in outcome of these studies and no local 

work has been done in whichfunctional outcome of 

cambell’s triceps tongue flap approach for reduction 

and internal fixation of AO type C distal humerus 

fractures has been evaluated. The results of this study 

will further be helpful in treatment and management 

protocol.  

MATERIALS AND METHODS 

Medical College, Bahawalpur, from 23th January 2012 

to 22th November 2012, involving patients either male 

or female reporting in OPD or emergency within one 

week of injury having AO type C distal humerus 

fractures diagnosed on standard anteroposterior and 

lateral radiographs of the elbow. 196 cases between the 

ages of 16 –50 years with“Type C”distal humerus 

fractures according to AO classification were taken by a 

non-probability purposive sampling. 

Risen-borough and Radin criteria was used to assess the 

functional outcome of the results. All patients were 

evaluated at 16th postoperative week and range of elbow 

flexion with the help of goniometer measured to draw a 

meaningful conclusion in terms of satisfactory (Good 

and fair) and unsatisfactory (poor) functional outcome.  

RESULTS 

According to Risen-borough and Radin criteria 

evaluation of these cases at final follow up (16th post-

operative week) revealed that 100 (54.3%) patients had 

good functional results with 60 (32.6%) male and 40 

(21.7%) female whereas 55 (29.9%) patients had fair 

results with 40 (21.7%) male and 15 (8.2%) female. 

Poor results were found in 29 (15.8%) patients with 21 

(11.4%) male and 8 (4.3%) female patients. The results 

were divided into two groups with 155(84.2%) patients 

in satisfactory (Good, Fair) and 29(15.7%) patients in 

unsatisfactory (poor) group. The Mean age was 33 ± 

8.3 while mean range of motion was 99 degrees (range 

70°-118°). 

Table No.1: Showing 100(54.3%) patients with Good 

Functional Outcome (Range of Motion) 

 

 

 

Table No.2: Showing 55 (29.9%) patients with Fair 

Functional Outcome (Range of Motion) 

 

Table No.3: Showing 29 (15.8%) patients with Poor 

Functional Outcome (Range of Motion) 

 

 
Figure No.1: Figure showing percentage of male and 

female in two age groups. 

 
Figure No.2: Per-operative picture showing Triceps 

tongue flap 
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Table No.4: Percentage of complications of surgery 

among 196 patients 

Complications Total Percentage 

Superficial Wound Infection 12 6% 

Neurapraxia 5 2.5% 

Hardware Irritation 16 8% 

Non-Union 5 2.5% 

Heterotropic Ossification 18 9.7% 

DISCUSSION 

The majority of distal humerus fractures have complex 

fracture patterns, with displaced articular segments, 

requiring operative intervention. The goals of surgery 

are anatomic reduction and rigid internal fixation via an 

operative approach that balances maximum required 

exposure with minimum soft tissue or bony disruption9. 

Most commonly, a posterior approach with an 

olecranon osteotomy has been used as it provides the 

best fracture exposure.3Although it provides a good 

exposure, it also has disadvantages of delayed union, 

nonunion and implant related complications at the 

osteotomy site.5 Significant osteotomy complications 

have prompted a search for alternative approaches6.  

In my study 196 patients were treated by triceps tongue 

flap approach that divides triceps mechanism providing 

good exposure for open reduction and internal fixation 

of AO type C distal humerus fractures and functional 

outcome was determined. 

Age wise distribution results with mean age 33 

±8.39(16-50)were in agreement with the studies of 

Majeed N, Salim M, Islam Q (36.95 ±4.21)4 in 2007, 

Pankaj A, Mallinath G et  a l  (32 ± 4.5)1 0  in 2007 

and Babhulkar S in 2011with maximum number of 

cases in 30-40year group11. 

Gender distribution results with 130(66.3%) males and 

66(33.7%) females were comparable with the studies of 

Pankaj A, Mallinath G et  al 1 0  in 2007 with  

28(70%) males and 12(30%) females and Babhulkar S 

in 201111 with139(75%) males and 45(25%) females11. 

The dominant right arm was more injured than left arm 

with 132(67.34%) cases of right elbow and 64(32.65%) 

cases of left. These results were similar withthe studies 

of Pankaj A, Mallinath G et  al 1 0 in 2007 with 

27(67.5%) patients of right elbow and 13(32.5%) of left  

and Babhulkar S in 201111 with134(72.82%) patients 

of right and 50(27.17%) of left elbow. 

Analysis of complications developed after surgery 

revealed that superficial wound infection developed in 

12(6%) patients and satisfactorily controlled with 

aggressive wound toilet and appropriate antibiotics. 

Neuraparaxia of radial nerve was seen in 5(2.5%) 

patients due to tourniquet and spontaneously recovered 

within 8-10 weeks. Hardware irritation was seen in 

16(8%) patients due to K-wires and malleolar screws 

and treated by removing the hardware. These results 

disagree with the study of Majeed N, Salim M, Islam Q, 

where hardware irritation and superficial infection rate 

was 4.5%4. 

Slight higher rate of complications in my study 

demonstrated the need for further implant and surgical 

procedure improvement. 

Our results were better regarding heterotropic 

ossification with 18(9.7%) patients whereas the study 

by Yan Zhou, Xin Qu revealed heterotropic ossification 

in 40% patiens8. We started early gentle mobilization, 

taught the patient to move his limb and elbow himself 

without anyone aggressively doing the exercise that 

helped in preventing heterotropic ossification in our 

study group. Message was strictly condemned only self-

supervised ROM exercises were advised. This helped in 

reducing the incidence of heterotropic ossification in 

our patients. 

In Tyllianakis M, Panagopoulos A, et al study reported 

complications were postoperative ulnar nerve palsy 

3.8%, wire migration 15%, heterotopic ossification 

11.5% and infection 7.6%12.In our study no ulnar nerve 

palsy was seen, as we isolated and saved the ulnar 

nerve while exposing the fracture. Rest of the 

complications rate was almost comparable to our study. 

All 184 patients were evaluated and 100 (54.3%) 

patients had good functional results with 60 (32.6%) 

male and 40 (21.7%) female whereas 55 (29.9%) 

patients had fair results with 40 (21.7%) male and 15 

(8.2%) female. Poor results were found in 29 (15.8%) 

patients with 21 (11.4%) male and 8 (4.3%) female 

patients. In the poor result group on exploring it was 

found that majority belonged to age group between 40-

to-50 years, their cooperation level as compared to 

younger patients was found to be low even though their 

recovery regarding wound and bone healing was 

comparable to the satisfactory result patient group.  

A variety of approaches including olecranon osteotomy, 

triceps tongue flap, triceps-splitting, triceps-reflecting, 

triceps-reflecting anconeus pedicle (TRAP), anconeus 

flap transolecranon (AFT), and paratricipital 

approaches have been described for reduction and 

fixation of distal humerus fractures.Intra-articular 

exposure is dependent on triceps mobilization.  

Majority of studies have small number of patients and 

diversity of classification systems and criteria for 

assessment makes it hard to compare the outcomes. In 

our study functional outcome was range of elbow 

motion measured with goniometer and results of elbow 

motion arc can be easily compared with other studies 

irrespective of the criteria used. 

We started mobilization with active small range flexion 

and extension in 3rd week. In Majeed N, Salim M, Islam 

Q study, the patients were also motivated to perform 

active flexion and extension exercises early4.Talha, 

Toulemonde SI et al also advised early physical 

rehabilitation (between 3 and 21 days) provided 

satisfactory fixationwas made13. 
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Early postoperative mobilization depends on surgical 

approach, types of fractures and types of internal 

fixation of the fractures. In our study early physical 

rehabilitationwas successful in 140 fractures due to 

primary stable osteosynthesis. In 44 cases additional 

immobilization was carried out for 10 to 28 days with 

extensive fracture comminution and less stable fracture 

construct. In these patients outcome tilted towards fair 

results in the final analysis, as extended period of 

immobilization caused more stiffness in the joint and 

the soft tissue which required managed rehabilitation 

with much stress on the patients self involvement in his 

exercise regimen. These patients ended up with 

somewhat reduced arc of elbow motion with no 

weakness in the use of the limb. 

Tang Lin-jun, Lu Bo, Tang Hua et al conducted study 

on 34 patients with double-plate fixation for AO type 

C-3 fractures of humerus using triceps tongue-shaped 

flap approach and elbow functional activity was 

achieved in early stage with early physical 

rehabilitation. Results were assessed with Mayo Elbow 

Performance Score (MEPS). Twenty-nine patients 

(85.29%) had a good or excellent results with mean 

flexion-extension arc 92 degrees (88°-107°)7. In our 

study result the patients were divided into two groups 

with 155(84.2%) patients in satisfactory (Good, 

Fair)and 29(15.7%) patients in unsatisfactory (poor) 

group. The mean flexion-extension arc was 88 degrees 

(60°-118°) in satisfactory group (Good, Fair) of 

patients. Thus results of our study were comparable to 

Tang Lin-jun, Lu Bo, Tang Hua et al study.  

In Liu YK, Xu H, Liu F et al study 38 patients were 

treated for humeral intercondylar type-C fractures by 

exposing 32 patients through trans-olecranon osteotomy 

and the Campbell (Van Gorder) Triceps tongue-flap 

approach and stabilised with dual plating. Results were 

evaluated with Aitken and Rorabeek criteria. Twenty-

nine patients (82.9%) had a good or excellent results 

with elbow flexion averaged 119 degrees (range 90°-

135°)14.In our study average elbow flexion was 120 

degrees (range 116°-136°). Our results were relatively 

better because we started early gentle mobilization, 

taught the patient to move his limb and elbow himself. 

The patients were instructed to support the wrist with 

the opposite hand and gently flex and extend the elbow, 

gradually increasing the range of motion without 

anyone else aggressively doing the exercise. This 

helped in achieving better range of motion. 

Majeed N, Salim M, Islam Q compared triceps tongue 

flap approach with olecranon osteotomy approach and 

revealed 59.09% good and 27.27% fair results with 

triceps tongue flap approach4. These results were 

corresponding to 54.3% good and 29.9% fair results of 

our study. Thus satisfactory (Good, Fair) results of our 

study 84.2% are similar to Majeed N, Salim M, Islam Q 

study 86.36% satisfactory (Good, Fair) results. In our 

study percentage of good results were relatively less 

and fair were more. Although the difference in the 

results of both studies were not significant but 

additional immobilization in patients with comminuted 

fractures tilted our results more towards fair with 

somewhat reduced elbow arc of motion. 

Triceps tongue flap approach was easy to perform, 

proved to be safe, and provided adequate intra-articular 

exposure to fix fractures while avoiding delayed union, 

nonunion and implant related complications at the 

osteotomy site in most commonly used olecranon 

osteotomy approach. For better elbow arc of motion 

results more work needs to be done regarding stable 

fixation of the fractures and stronger triceps tongue flap 

repair after surgery so that early rehabilitation could be 

instituted at the earliest. 

CONCLUSION 

From our study we conclude that triceps tongue flap 

approach affords adequate exposure with ample space 

to fix the intra-articular fractures of distal humerus 

using both pillar fixations if required, in adults with 

satisfactory functional recovery in majority of the 

patients. 
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A Hospital Based Study of 

Knowledge, Attitude and Practices Regarding Dengue 

Fever among the Population of Peshawar 
Saminullah Khan1, Sher Bahadur2, Attaullah Jan2 and Gohar Rehman2 

ABSTRACT 

Objective: To determine the knowledge, attitude and practices among patients and visitors in two tertiary care 

hospitals of Peshawar, Khyber Pakhtunkhwa, Pakistan. 

Study Design: Cross sectional study. 

Place and Duration of Study: This study was conducted at the Khyber Teaching Hospital (KTH), Peshawar and 

Lady Reading Hospital (LRH) from September to November 2016. 

Materials and Methods: Data Collection was based on indigenous questionnaire. Using Convenient sampling 

techniques, a total of 448 adult patients and visitors were recruited in the study from two selected public sector 

tertiary care hospitals in Peshawar. The patients and visitors presented to outpatient department (OPD) were 

requested to take part in the study. Data were analyzed SPSS version 20 for descriptive statistics. 

Results: Out of 448 sampled subjects, 435 (age 18-40 years) participated in the study, whom 289(66.4%) were male 

and 146(33.6%) were female. Regarding knowledge, only 239(54.9%) knew about mosquito bite as the main mode 

of transmission, 234(53.7%) believe that dengue is contagious diseases, while 72(16.5) were unaware. Similarly, 

189(43.4%) reported that fresh water is main breeding site. Knowledge about prevention measures revealed that 

72(16.5%) were lacking information of preventive measures and 137(31.4%) had no ideas about eradication 

strategies. More than half 253(58.1%) considered dengue could be dangerous if not treated early. Similarly, 

239(54.9%) also believed that it should be prevented before onset. However 196(45.1%) of them were not in favor 

of prevention. The preventive measures proposed by participants included; Sprays 126(28.9%), Matt/ coil/ repellant 

46(10.5%), Screening 32(7.3%) and Covering with cloths 31(7.1%), while 126(28.9%) were of the view that there is 

no need of any precautionary measures. 

Conclusion: The knowledge among the adult participants was not optimal; there were wide variation in 

interpretations of causes, preventive aspects and consequences of dengue fever.  
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INTRODUCTION 

Dengue fever is vector borne infectious disease; mostly 

occurring in tropical regions and is suspected to be 

transmitted to susceptible human, characterized by mild 

influenza (flu) like symptoms, fever and some time 

presenting by hemorrhage, known as dengue 

hemorrhagic fever which can then lead to a shock like 

state called dengue shock syndrome.1 
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It is believed that dengue fever is infecting around 50 to 

100 million people every year.2 There have been 

drastically around 30 fold increase in the prevalence of 

dengue fever in 2010.1 The reasons behind this trend 

are: increased in population, travelling around the 

globe, and most importantly the phenomenon of global 

warming. The problem is that 70% people live near the 

equator which is around 2.5 billion, making huge 

endemic areas in Asia and pacific.3 4 In some area of 

developing countries the dengue has still come up as a 

lethal disease transmitted5. The mortality and morbidity 

being caused by dengue, DHF and dengue shock 

syndrome is becoming a mammoth concern for the 

health authorities worldwide. It is still a vital health 

problem in Asian and African countries where the 

outbreak of dengue fever reported every year.6 7As half 

of World population is living in areas endemic to 

dengue, there is a need of urgency of devising a policy 

against it. These being underdeveloped nations, cannot 

further bear the financial loss which occurs in terms of 

loss of daily wages and health expenditure.4 In the 

Asian subcontinent WHO has now labeled dengue and 

Original Article Dengue Fever 
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DHF endemic. As of now it is present as endemic in 

112 countries.7 In Pakistan the outbreak goes back to 

1994 and after that a large number of cases come up 

every year. In a poor and developing country like 

Pakistan it has the potential to cause havoc.8 After 

2005-6 there occurred an unprecedented upsurge in the 

spread of dengue and a huge number of cases were 

reported in Karachi.9 In Pakistan the cases reported are 

on the on the rise annually.10 In spite of the gravity of 

situation, no documented evidence regarding the 

awareness and practices among people regarding 

dengue fever is present. 11 Knowledge, attitude, and 

practice play a vital role in prevention of diseases, 

including dengue fever,12 Literature in this regards 

indicates that poor knowledge among respondents was 

negatively associated with preventive measures of 

dengue through protection of containers in close 

vicinity of the houses. Similarly increased awareness 

lead to positive attitude of practices of mosquito 

reducing acts like using mosquito’s repelling coil, 

screening on doors and windows.13 It is worrying that 

despite of the drastic level of threat being posed by 

dengue here in Pakistan, the health care has not come 

up with a serious policy. In the near past dengue has 

been causing havoc especially in Punjab province and it 

also took several precious lives in KPK leaving more 

with more morbidities in KPK. A need is felt to assess 

the knowledge attitude and practice of the adult 

population of Peshawar regarding dengue which 

ultimately led to this study hence. This study 

encompasses the knowledge, attitude and awareness of 

the adult population of Peshawar regarding dengue 

fever and various variables are taken into consideration 

to assess the Knowledge attitude and practices of adult 

population. 
 

MATERIALS AND METHODS 

This was a cross sectional study conducted in two 

public sector tertiary care hospital; the Khyber 

Teaching Hospital (KTH) and Lady Reading Teaching 

Hospital (LRH), Peshawar. The study was conducted 

from September to November 2016 as in this period the 

occurrence of cases was at peak. All adult residents of 

Peshawar who were visiting KTH and LRH Peshawar 

during data collection period were requested to take 

part in the study. Assuming 95% confidence level and 

0.50 prevalence, sample size was 448. Using 

convenience sampling technique the individual who 

were residents of Peshawar aged 18 years or above, 

who visited the outpatient departments (OPDS) of LRH 

and KTH either patients or their attendants and who can 

read/understand/speak Urdu/Pashto/English were 

included in the study. Those who refused to be part of 

the study were excluded. After taking verbal consent 

participant were given self-administered questionnaire, 

however they were also assisted in filling the 

questionnaire when they needed.   Data were analyzed 

using SPSS version 20 and the results recorded as 

mean, standard deviation and frequencies. 

RESULTS 

A total of 435 out of 448 (response rate 97%) 

participated in the study out of whom 289 (66.4%) were 

male and 146 (33.6%) were female. Among them 

majority 158(36.3%) and 165 (37.9%) were in the range 

of 18-30 and 31-40 years age respectively, whereas 336 

(77.2 %) were married. The sources of information 

from which the participant became aware about the 

dengue fever included; television, friend/family, 

poster/pamphlets and banners as shown in figure 1.  

 
Figure No.1: Various information sources about 

dengue 

Table 1a: Knowledge of participant about different 

aspects of dengue fever  

Variables Options Frequency  %tage  

Dengue 

History 

Yes 29. 6.7 

No 406. 93.3 

Spreading 

Mode 

Mosquito Bite 239 54.9 

Fly bite 69 15.8 

Unhygienic 

water/ food 

55 12.6 

Don’t know 72 16.5 

Contagious 

Yes 234 53.7 

No 104 23.9 

Don’t know 96 22 

Symptoms 

of dengue 

Fever 163 37.4 

Headache 54 12.4 

Rash 30 6.8 

Body ache 53 12.1 

Nausea/ 

vomiting 

35 7.3 

Bleeding 29 6.6 

Don’t know 72 16.5 

Medication 

for dengue 

Antibiotic 46 10.5 

Anti-malarial 37 8.5 

Antipyretics/ 

analgesics 

149 34.2 

Don’t know 203 46.6 
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Table No.1b: Knowledge of participant about 

different aspects of dengue fever 

Variables Options  Frequency  %age 

Breeding 

sites of 

mosquitoes 

Clean water 189 43.4 

Dirty water 92 21.1 

Garbage/ 

trash 

75 17.2 

Vegetation/ 

Plants 

38 8.7 

Don’t know 41 9.4 

Frequent 

biting time 

Sunset 103 23.6 

Sunrise 117 26.8 

Day 74 17 

Night 88 20.2 

Don’t know 53 12.1 

Knowledge 

of 

prevention 

measures 

Sprays 148 34 

Matt/ coil/ 

repellant 

63 14.4 

Screening 38 8.7 

Cloth cover 55 12.6 

Others 59 13.5 

Don’t know 72 16.5 

Eradication 

of breeding 

sites of 

mosquitoes 

Preventing 

water 

stagnation 

146 33.56 

Covering 

water 

container 

79 18.1 

Cutting trees/ 

vegetation 

69 15.8 

Don’t know 137 31.4 

Among the participants 29(6%) have suffered from 

Dengue fever. From Knowledge perspectives, 

239(4.9%) believed that Dengue infection is transmitted 

by mosquito bite while 69 (15.8%) reported that it is 

transmitted by fly bite. On the other hand 234 (53.7%) 

were thinking that Dengue is a contagious diseases. 

Regarding the sign and symptom most of them 

163(37.4%) were aware about fever as main feature, 

however still 72(16.5) were not aware about the 

symptoms of disease. Regarding treatment option 149 

(34.2%) believed that only antipyretic is the treatment 

whereas, 203(46.6%) had no idea about the medication, 

46(10.5%) said antibacterial are the drug of choice 

while 37(8.5%) reported that the problem is dealt with 

by anti-malarial drugs. Only 189 (43.4%) reported that 

clean water is main breeding site. Nearly 50% of them 

knew that probability of biting by mosquitoes is high 

during the time of sunset and morning. Knowledge 

about prevention measures revealed that 72 (16.5%) 

were lacking information of preventive measures, while 

137 (31.4%) had no ideas about eradication strategies. 

The attitude of the participants indicated that more than 

half, 253(58.1%) considered dengue could be 

dangerous if not treated early. Similarly, 239(54.9%) 

also believed that it should be prevented before onset. 

However 196(45.1%) of them were not in favor of 

prevention. The preventive measures proposed by 

participants included;   Sprays 126 (28.9%), Matt/ coil/ 

repellant 46 (10.5%), Screening 32 (7.3%) and 

Covering with cloths 31 (7.1%), while 126 (28.9%) 

were of the view that there is no need of any 

precautionary measures and 68 (15.6%) did not 

comment in this regards. 

Table No.2. Attitude variables regarding dengue 

Variables N % 

You think dengue is dangerous? 

Yes 253 58.1 

No 182 41.8 

Do you think prevention should be taken? 

Yes 239 54.9 

No 196 45 

Which measures do you think should be taken? 

Sprays 126 28.9 

Matt/ coil/ repellant 46 10.5 

Screening 32 7.3 

Covering with cloths 31 7.1 

Others 6 1.3 

Don’t think should be taken 126 28.9 

I don’t know 68 15.6 

DISCUSSION 

In Pakistan the dengue fever outbreak was reported in 

1994 from Karachi followed by Lahore in 2007.  The 

disease drastically affected huge population in district 

Swat and Peshawar in 2013 and is still steadily present 

in concentrated prevalent form. 14 For prevention of 

dengue breeding and proliferation community 

participation is considered to be vital as they can play 

crucial role in controlling the breeding side of mosquito 

that carries the infection agent through making clean 

hygienic practice (clean environment) and changing 

harmful (unhealthy) behaviors that could led to 

propagation of mosquito breeding sites. To have an 

effective way of community participation and efficient 

preventive measures for this disease knowledge, 

attitude and practices  remained the core components.15 

This study was aim to determine KAP among general 

population presented in two tertiary care hospitals 

Peshawar.  

In the present study sample was representative, having 

97% response rate of adult population ranging from 18-

40 years of age across both gender, 289 (66.4%) male 

and 146 (33.6%) female were part of the study. The 

study comprised of 336 (77.2 %) married participants 

indicating that study population consisted a mature and 

responsible group of people.  Most of them had heard 

about dengue fever and main source of information was 

television, friend/family, and poster/pamphlets. 

However remarkable proportions (18%) were not 

informed. There was wide variation in the knowledge 

of the participants, although they have heard about the 
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word dengue fever. Only 239(54.9%) knows that it is 

transmitted through mosquito, and yet there was several 

misunderstanding in terms of nature of disease, 

symptoms, medication and preventive measures. The 

same findings were also reported in study conducted in 

Karachi.16 The knowledge of general population in 

India and Brazil is high as compared to what reported in 

Pakistan.17 18 

In attitude category we found out that 253 (58.1%) said 

they think dengue is dangerous and 239 (54.9%) 

reported that precaution should be taken. Most of the 

participants 126 (28.6%) recommend use of spray as 

preventive measure; however similar proportions were 

of the view that there is no need of any precautionary 

measures. The use of Matt/ coil/ repellant was 

recommended by only 46(10.5%). Study from Uttar 

Pradesh revealed that 172 (86%) of the respondents 

were using mosquito mats as precautionary measure 

64(32%) were using mosquito nets and 42(21%) were 

using spray and only 10(5%) were using the repellent 

creams. This indicates that the people of Utter Pradesh 

used best remedies of preventive measures, however the 

practices of prays was also low.19 It is important to note 

that the relationship between knowledge and practices 

is not always linear. Some time competent persons did 

not put their competency into practices as reported by 

study from Barzil where they found significant gap 

between knowledge and practices about dengue 

prevention.20 

CONCLUSION 

There were wide variations/misconceptions in terms of 

knowledge about the basic variables of dengue 

prevention, nearly half of participants shown poor 

attitude toward preventive measures. As a whole more 

focus were given to spray, while other traditional 

precautionary measures like use of bet net and widow 

net were ignored, a significant proportion of participant 

were not in favor of precautionary measures.  
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Prevalence and Clinical 

Correlates of Major Depression after Stroke: A 

Hospital-Based Stroke Study 
Babar Bashir1, Dileep Kumar2, Jawwad us Salam3, Munir Hussain Siddiqui4 and Syed 

Shayan Ali4 

ABSTRACT 

Objective: To determine the prevalence and clinical correlates of major depression after stroke in patients admitted 

at tertiary care hospital in Karachi. 

Study Design: Cross Sectional study. 

Place and Duration of Study: This study was conducted at the departments of Medicine & Neurology, SMBBMC 

& DUH Karachi from July 2017 to June 2018. 

Materials and Methods: A total of 340 patients with post stroke duration of greater than three months were 

included in this study. All the stroke patients were evaluated by Beck Depression Inventory questionnaire 2 for 

diagnosis of depression. All the data was entered in the predesigned proforma. 

Results: The average age of the patients was 38.45 ± 9.48 years. Frequency of post stroke depression was observed 

in 45% cases, in which 13.2% mild, 44.1% moderate and 42.8% were severe. Rate of post stroke depression was 

significantly high in below 40 years and in ischemic type stroke. 

Conclusion: Rate of post stroke depression was significantly high in ischemic than hemorrhage. We emphasize the 

importance of a thorough psychiatric evaluation of post stroke patients, particularly those who have a severe 

disability and a history of previous depressive episodes. 

Key Words: Stroke, Depression, Ischemic, Hemorrhage 
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INTRODUCTION 

Stroke is the second most common cause of death in the 

world causing around 6.7 million death each year 

taking a life every five seconds1. Of all strokes, 85% are 

ischemic, 15% are hemorrhagic2. Stroke and transient 

ischemic attacks (TIA) are highly prevalent in Pakistan. 

A community-based survey suggested an estimated 

21.8% prevalence of stroke and/or TIA in an urban 

slum of Karachi 3. Stroke-specific fatality has been 

reported between 7% and 20% in various studies from 

Pakistan. Up to 63% of all stroke patients develop 

complications and up to 89% are dependent for 

activities of daily living 4. After suffering a stroke, 80% 

of these patients’ present motor impairment 5. 
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Mortality and morbidity from stroke are on the 

increase. Among stroke survivors, the sequel of 

physical and psychological changes can be devastating. 

One of those psychological changes is major depression 

after stroke 6 Around a third of stroke survivors 

experience depression after their stroke7. Depressive 

disorder is characterized by period of mood an hedonic 

(inability to experience the pleasure from normally 

pleasurable life events such as eating, exercise, social or 

sexual interaction) occurring for two consecutive weeks 

and depression will be assessed, using a 4DSM IV 

criteria, persistence of two or more than two weeks 

duration8. Morris et al9 reported that, over a 10-year 

period, depressed stroke patients were 3.4 more times 

likely to die than their non-depressed counterparts. 

Depression is thought to have a detrimental effect on 

stroke recovery through a number of mechanisms. For 

instance, a depressed patient may be less motivated to 

participate in stroke rehabilitation because of persistent 

fatigue or lack of hope. Cognitive impairment may also 

impede the recovery process, causing non-adherence to 

treatment schedules, which may lead to increased 

mortality. Depression after stroke is common among 

men and women Hackett et al, estimated the overall 

frequency of depression after to be 33% 10. Stroke itself 

has debilitating morbidity and superimposed depression 

further decreases the quality of life of patients and 

impairs the recovery. This study leads us to know the 

magnitude of post stoke depression, so, that 
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departmental protocol will be developed for early 

screening and referral for treatment of depression after 

CVA. By early identification and treatment of 

depression we could improve the quality of life of our 

patients expedites their recovery and makes them 

functional 11. 
 

MATERIALS AND METHODS 

The cross sectional study was performed at the 

departments of Medicine & Neurology SMBBMC & 

DUH Karachi from 1 July 2017 to 30 June 2018. 

Sample size:  340 

Sample technique: Non-probability purposive. 

Inclusion criteria: Either gender, aged between 20-70 

years, post stroke duration of greater than three months. 

Exclusion criteria: Patients with cognitive impairment 

(modified 6-item Mini-Mental Status score < 3). 

• Patients having focal or diffuse organic brain disorder 

that may   be associated with psychiatric manifestation 

like mental retardation, A-V malformation, tumor, 

intracranial infections etc. 

• Patients with systemic diseases that may predispose 

them to depression e.g. 

Hypo / hyperthyroidism, SLE. 

• Patients already diagnosed as having depression or 

prior antidepressant treatment. 

Data collection procedure: This study was conducted 

after the approval from Hospital Ethical Review 

Committee. The patients were approached through 

neurology outpatient department. The patient fulfilling 

the inclusion criteria was enrolled in the study. 

Informed consent was obtained from all the patients 

after explanation of the study protocol. All the stroke 

patients were evaluated by Beck Depression Inventory 

questionnaire (annexure II) for diagnosis of depression. 

The researcher will himself interview the patient in a 

conductive environment assuring him or her 

confidentiality. All the data including age, gender, 

duration post stroke, types of stroke (i.e. Ischemic or 

Hemorrhagic) and frequency of depression was entered 

in the pre-designed proforma. 

Data analysis procedure: The data was analyzed on 

SPSS version19. The frequency and percentage were 

calculated for qualitative variable like gender, type of 

stroke ischemic and Hemorrhage and frequency of 

depression. Mean ±SD was computed for quantitative 

variables like age, and post stroke duration. Variables 

considered as potential confounders and/or effect 

modifiers age and gender were stratified to find out the 

effect of these on outcome. Post stratification chi-

square test will be applied and p value <0.05 will be 

taken as significant. 

RESULTS 

A total of 340 patients with stroke were included in this 

study. Age distribution of the patients is presented in 

figure 1. The average age of the patients was 38.45 ± 

9.48 years (95%CI: 36.25 to 39.58) as shown in table 1. 

There were 197(58%) were male and 143(42%) were 

female (figure 2). The average duration of post stroke 

cases 4.25 ± 2.68 months.  

 
Figure No.1: Age distribution of patients. N=340 

Table No.1: Descriptive statistics of characteristics 

of patients 

Variables  Mean ± SD  95%CI  
Max-

Min  

Age (Years)  
38.45 ± 

9.48  

36.25 to 

39.58  
70-20  

Duration of 

post stroke   
4.25 ± 2.68  3.65 to 5.21  3 to 12  

 
Figure No.2: Gender Distribution 

 
Figure No.3: Duration of post stroke 

 
Figure No.4: Distribution of types of stroke 
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Distribution of duration of post stroke is given in figure 

3. Regarding type of stroke, 68% were ischemic and 

32% were hemorrhage as presented in figure 4. 

Frequency of post stroke depression was observed in 

45% cases as presented in figure 5, in which 13.2% 

(20/152) were mild, 44.1% (67/152) were moderate and 

42.8% (62/152) were severe figure 6. Rate of post 

stroke depression (PSD) was significantly high in 

below 40 years of age than above 40 years of age 

(p=0.009) as presented in table 2. Rate of PSD was not 

significant between male and female (43.1% vs. 46.9%; 

p=0.49) as shown in table 3. Rate of post stroke57 

depression was significantly high in ischemic than 

hemorrhage (50% vs. 33.6% p=0.005) as shown in  

table 4. 

 
Figure No.5 Frequency of post stroke depression 

n=340  

 
Figure No.6: Severity of post stroke depression 

n=152 

Table No.2: frequency of post stroke depression 

(psd) with respect to age groups 

Age 

Groups  
n  

PSD 

n=152  

No PSD 

n=188  

20-30  79  45  57.0%  34  43.0%  

31-40  105 52  49.5%  53  50.5%  

41-60  95  35  36.8%  60  63.2%  

61-70  61  20  32.8%  41  67.2%  

Chi-Square= 11.67 df= 3  p=0.009  

 

Table No.3: Frequency Of Post Stroke Depression 

(Psd) With Respect To Gender 

Gender  n  
PSD 

n=152  

No PSD 

n=188  

Male  197 85  43.1%  112  56.9%  

Female  143 67  46.9%  76  53.1%  

Chi-Square = 0.46   df= 1 p=0.49 

Table No.4: Frequency of post stroke depression 

with respect type of stroke 

Type of 

Stroke  
n  

PSD 

n=152  

No PSD 

n=188  

Ischemic   230  115  50.0%  115  50.0%  

Hemorrhage  110  37  33.6%  73  66.4%  

Chi-Square= 8.06    p=0.005  

DISCUSSION 

Stroke is a sudden non-convulsive focal neurological 

deficit produced by insufficiency of blood circulation to 

the brain 12. Every two seconds, someone in the world 

will have a stroke. There were almost 17 million 

incidences of first-time stroke worldwide in 2010 13. In 

addition to major impact of stroke on patients’ physical 

health, many patients experience emotional disorders 

following stroke. Depression is a common 

neuropsychiatric consequence of stroke affecting 

approximately 40% ofthe patients. In addition to the 

psychosocial stress due to disability, loss of 

independence, and worsening of quality of life, 

neurobiological factors such as site of infarcts and brain 

atrophy have also been proposed to be related to 

depression after stroke 14. In recent years, major 

depression after stroke has attracted worldwide 

interests. Studies conducted throughout the world have 

found a prevalence rate of major depression of 19.3% 

among hospitalized patients and 23.3% among 

outpatient samples 15 and more recently around a third 

stroke survivors experience depression after their stroke 
7.  In our study frequency of post stroke major 

depression was observed in 45% cases. The average 

duration of post stroke cases 4.25 ± 2.68 months. This 

rate is higher than those reported for outpatient samples 

(23.3%) 16 and (33%) 17 and reflect increasing 

frequency of depression after stroke.Demographic 

variables are important determinants of post 

strokedepression. Depressive symptoms were found 

statistically associated with young age group in our 

study. Rate of major depression after stroke was 

significantly high in below 40 years of age than above 

40 years of age (p=0.009) and these results has 

similarity with previous studies18 . Regarding type of 

stroke, 68% were ischemic and 32% were hemorrhage. 

Rate of post stroke depression was significantly high in 

ischemic than hemorrhage (50% vs. 33.6% p=0.005 and 

these results compatible with other studies 14, 19.  
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Among risk factors Hypertension was found in 

68(75%), Diabetes Mellitus in 48(54.5%), Smoking 

&Dyslipidemia were found in 12(13.6%) these risk 

factors were quite higher than other published 

studies20,21,22,23,24 and these differences because we did 

study on larger scale. Regarding the severity of PSD in 

our study frequency of post stroke depression was 

observed in 45% cases as presented in which 13.2% 

(20/152) were mild, 44.1% (67/152) were moderate and 

42.8% (62/152) were severe. The average duration of 

post stroke cases 4.25 ± 2.68 months. This rate is higher 

than those reported for outpatient samples (23.3%) 16 

and 33%) 17 and reflects these variety of depression in 

our sample. The prevalence of post-stroke depression at 

about 30% was seen in other earlier studies 25 and in 

Malaysian study26 showed a prevalence of moderate to 

severe depression of15%patients. 

CONCLUSION 

It is thus concluded that prevalence of post stroke 

depression is high and frequent. It usually remained 

under recognized. Rate of major depression after stroke 

was significantly high in ischemic than hemorrhage. 

We emphasize the importance of a thorough psychiatric 

evaluation of post cerebrovascular accidents patients, 

particularly those who have a severe disability and a 

history of previous depressive episodes. 
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Frequency of Urinary Tract 

Infection in Postmenopausal Women 
Humaira Imran, Farah Deba and Taqwa Abdur Rehman 

ABSTRACT 

Objective: To determine the frequency of urinary tract infection in postmenopausal women visiting Bakhtawar 

Amin Hospital Multan. 

Study Design: Descriptive / cross sectional study. 

Place and Duration of Study: This study was conducted at the Department of Gynecology, Bakhtawar Amin 

Hospital Multan from August, 2016 to July 2017.  

Materials and Methods: A sample of 142 consecutive patient fulfilling the inclusion and exclusion criteria were 

included in the study. Informed written consent was taken from all patients. The demographic information like 

name, age, gender and address was noted. A detailed history and physical examination was carried out especially 

about symptoms of urinary tract infection. Complete urine examination was done in all the patients and 8 or more 

pus cells on urinary examination were considered as diagnostic of urinary tract infection. All the collected data was 

entered in a specially designed profroma.   

Results: There were 142 patients in total. Mean age of the patients was 55.92  2.88 years. Mean for parity was 

3.37  1.98. There were 136/142 (95.8%) married while 6/142 (4.2%) were unmarried. Urinary tract infection was 

found to be present in 39/142 (27.5%). When the effect of age was noted on the frequency of urinary tract infection 

it was found that among patients in age group  55 years urinary tract infection was found to be present in 17/57 

(29.8%) while in age group  55 years there were 22/85 (25.9%) patients with urinary tract infection (p-value = 

0.702). When the effect of parity was seen on the frequency of urinary tract infection it was found that there were 

6/16 (37.5%) in nulliparous group with urinary tract infection as compared to 19/58 (32.8%) in those with parity 1-3 

and 14/68 (20.6%) in those with parity > 3 (p-value = 0.198) When the effect of marital status was seen it was found 

that among unmarried women 2/6 (33.34%) had urinary tract infection while among married women 37/136 

(27.21%) had urinary tract infection (p-value = 0.742). 

Conclusion: Urinary tract infection has a high frequency among postmenopausal women with lower urinary tract 

symptoms and should be closely looked for and managed meticulously with proper antibiotics as well as by the 

proper implementation and utilization of preventive measures.  

Key Words: Postmenopause, Urinary tract infection 

Citation of articles: Imran H, Deba F, Rehman TA. Frequency of Urinary Tract Infection in Postmenopausal 

Women. Med Forum 2019;30(3):36-39. 

INTRODUCTION 

Urinary tract infection causes millions of women to 

suffer pain ful urination, suprapubic pressure and urgent 

desire to micturate1. 

The anatomy of periurethral area provides more places 

for growth of bacteria vaginal cavity provides 

additional source for bacteria to grow which can easily 

move to urethral opening. Due to shorter urethra these 

pathogens can ascend to bladder multiply and invade its 

walls.. 
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Although menopause is a physiological process, but 

many women experience many uncomfortable 

urogenital problems such as vaginal dryness, 

dysperaunea and urinary tract infection.2 Bladder and 

surrounding structures are rich in estrogen and 

progesterone receptors, physiological and anatomical 

changes occur after menopause.3 

Postmenopausal deprivation is the major risk factor for 

urinary tract infection.4 Before menopause 90% of 

viginal flora are Lactobacilli which protects against 

uropathogens such as Ecoli. Due to estrogen deficiency 

in menopause, there is thinning of vaginal epithelium 

and glycogen loss which results in hostile environment 

for lactobacilli and colonization of uropathogens.5 

According to Ther D, et al.5 about 10-47% women 

experience postmenopausal symptoms such as 

valvovaginal dryness and urinary tract infections.6,7 In a 

study conducted in Agha Khan University Karachi the 

annual incidence of urinary tract infection was found  

out to be 10%.8 In another study conducted in Malyshia 

on 326 menopausal women 19.3% experienced urinary 
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tract infection.9 According to a study 10, frequency of 

urinary tract infection was found out to be 11%. 
 

MATERIALS AND METHODS 

This descriptive cross sectional study was carried out in 

outpatient department of gynaecology Bakhtawar Amin 

Hospital Multan after taking permission from ethical 

committee of the hospital the duration of study was one 

year starting from 1st August 2016 to 31st July 2017, 

142 consecutive patients (using non probability 

consecutive technique) fulfilling the inclusion and 

exclusion criteria were included in the study.  

Inclusion Criteria: 

 Women having anemmohrea of 1 year. 

 Women aged over 51 years to 60 years. 

 All married and unmarried women will be included  

Exclusion Criteria: 

 Introgenic menopause 

 Patients on any type of anticancer therapy 

 Unwillingness 

 Any medical disorder involving diabetes, 

hypertension, autoimmune disease etc.  

 Surgical menopause.  

Informed written consent was taken from all patients. 

The demographic information like name, age, gender 

and address was noted. A detailed history and physical 

examination was carried out especially about symptoms 

of urinary tract infection like frequency, burning 

micturation and lower abdominal pain. Complete urine 

examination was done in all the patient from the central 

laboratory of the hospital for confirmation of diagnosis 

of urinary tract infection and 8 or more pus cells on 

urinary examination were considered as diagnostic of 

urinary tract infection. All the collected data was 

entered in specially designed proforma. 

RESULTS 

There were 142 patients in total. Mean age of the 

patients was 55.92  2.88 years. Mean for parity was 

3.37  1.98. There were 136/142 (95.8%) were married 

while 6/142 (4.2%) were unmarried. Urinary tract 

infection was found to be present in 39/142 (27.5%) 

(Table 1, Graph 1). 

Table No.1: Characteristics of the study population. 

Total patients 124 

Mean age 55.92  2.88 

Mean for parity 3.37  1.98 

Married 136/142 (95.8%) 

Unmarried 6/142 (4.2%) 

Urinary tract infection 39/142 (27.5% 

When the effect of age was seen on the frequency of 

urinary tract infection in the patient population it was  

 

found that among 57 patient in age group  55 years 

urinary tract infection was found to be present in 17/57 

(29.8%) of the patients while in age group > 55 years 

there were 85 patients in total and urinary tract 

infection was found to be present in 22/85 (25.9%) of 

the patients. When chi-square test was applied to see 

the effect of age on the frequency of urinary tract 

infection, the p-value turned out to be 0.701 (Table 2, 

Graph 2). 

27.50% 

72.50% 

UTI present

UTI absent

 

Graph No.1: Frequency of urinary tract infection in 

the patient population. 

Table No.2: Effect of age on frequency of Urinary 

tract infection in postmenopausal women. 

 Age  55 

years 

(n=55) 

Age > 55 

years 

(n=85) 

p-value 

Frequency 

of UTI 

17/57 

(29.8%) 

22/85 

(25.9%) 

0.702 

 

 
Graph No.2: Effect of age on the frequency of 

urinary tract infection. 

 
Graph No.3: Effect of parity on the frequency of 

urinary tract infection in the postmenopausal 

women. 
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When the effect of parity was seen on the frequency of 

urinary tract infection it was found that there were 16 

patients in total and urinary tract infection was found to 

be present in 6/16 (37.5%). Among those with number 

of children 1-3, there were 58 patient in total and 

urinary tract infection was diagnosed in 19/58 (32.8%). 

Among those with number of children > 3 there were 

68 patients in total and urinary tract infection was found 

to be present in 14/68 (20.6%). When the effect of 

parity was seen on the frequency of urinary tract 

infection the p-value was found out to be 0.198  

(Graph 3). 

When the effect of marital status was seen it was found 

that among 6 unmarried women 2/6 (33.34%) has 

urinary tract infection while among 136 married women 

37/136 (27.21%) had urinary tract infection. When chi-

square test was applied to see the effect of marital status 

on the frequency of urinary tract infection the p-value 

was found out to be 0.742(Graph 4). 

 
Graph No.4: Effect of marital status on the 

frequency of urinary tract infection in 

postmenopausal women. 

DISCUSSION 

More than 8 million women in the United States seek 

medical attention for urinary tract infections (UTI) each 

year. The annual incidence among women older than 50 

years is 9% and these infections account for substantial 

morbidity. Risk factors for UTI have been well 

characterized among young healthy women and among 

older, debilitated women living in institutional settings. 

However, the risk factors for healthy community-

dwelling postmenopausal women have not been well 

described. The major characteristics predisposing 

young women to UTI are sexual activity, use of 

spermidical agents and constraceptive diaphragm, and a 

prior history of UTI. The major characteristics 

predisposing older, institutionalized women to UTI are 

advancing age, urologic abnormalities, and debilitating 

comorbid conditions.11 

The role of estrogen replacement therapy remains 

controversial. After menopause, the change in the 

urinary tract due to lower levels of estrogen are 

believed to contribute to recurrent UTI. Two controlled 

trials of intravaginal estrogen creams found a 

significant risk reduction in recurrent UTI in women 

who use them.12,13 However, the effect of oral estrogen 

is less clear. Randomized trials and observational 

studies of oral estrogen have yielded conflicting 

results.13 

In our study, there were 142 postmenopausal female 

patients in total. Mean age of the patients was 55.92  

2.88 years. Mean for parity was 3.37  1.98. There 

were 136/142 (95.8%) were married while 6.142 (4.2%) 

were unmarried. Urinary tract infection was found to be 

present in 39/142 (27.5%). The observed frequency is 

slightly lower than that observed in an American review 

by Olasehinde GI et al,14 who conducted cross-sectional 

studies of UTI among post menopausal women between 

January and June, 2009 using standard microbiological 

techniques. The result obtained showed that 42 (39.6%) 

out of 106 postmenopausal women had urinary tract 

infections with highest prevalence among women aged 

56-60 and lowest among those aged more than 61. 

Microscopic examination of forty-two (42) mid-stream 

urine sample revealed the presence of 13(30.9%). 

Epithelial cells, 5 (11.9%) phosphate crystals, 16 

(38.1%) pus cell, 9 (21.4%) yeast cells, 7(16.7%) red 

blood cells and eggs of Schistoma haematobium 

2(4.8%). Bacteria isolated were: Escherichia coil 

20(25.3%), followed by Staphylococcus aureus 

16(20.3%), Pseudomonas aureginosa 10(12.7%), 

Coagulase negative Staphylococus spp 9(11.4%), 

Streptococcus pyogenes 6(7.6%), Serratia marcescens 

6(7.6%), Enterobacter spp 5(6.3%. Klebsiella spp. 

4(5.1%) and Enterococcus faecalis 3(3.8%). E. coli 

showed low percentage resistance to ciprofloxacin, 

ceftazidime and ceftriaxone. Enterobacter spp. Were 

susceptible to ciprofloxacin and cotrimoxazole in 80%, 

respectively. Between 60-80% of Pseudomonas 

aeruginosa and Enterobacter spp were susceptible to all 

the tested antibiotics, while 4(66.7%) Streptococcus 

pyogenes, 6(66.7%), Staphylococcus spp and 4(66.7%) 

Serratia marcescens were sensitive to ceftazidime. All 

the Enterococcus faecalis and Klebsiells spp isolated 

were sensitive to ciprofloxacin. The result also showed 

that 18.9% of the bacteria were resistant to at least 3 

antibiotics with (MAR) index ranging from 0.2 to 0.8. 

the results obtained in this study were statistically 

significant.  

In our study when the effect of age was seen on the 

frequency of urinary tract infection in the patient 

population it was found that UTI was more common 

among patients in younger age group as in age group  

55 years urinary tract infection was found to be present 

in 17/57 (29.8%) while in age group > 55 years, urinary 

tract infection was found to be present in 22/85 (25.9%) 

of the patients. However, this effect was found to be 

statistically insignificant as the p-value turned out to be 

0.702. in the literature, the younger age group has been 
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reported as a risk factor for development of recurrent 

urinary tract infections in perimenopausal women.14,15 

When the effect of parity was seen on the frequency of 

urinary tract infection it was found that the frequency of 

urinary tract infection was highest in nulliparous 

women as 6/16 (37.5%) had UTI, followed by 19/58 

(32.8%) among those with number of children 1-3 and 

Among those with number of children > 3 UTI was 

found to be present in 14/68 (20.6%). Although there 

was a constant trend towards a decrease in frequency of 

UTI among women with increasing number of children, 

this difference was found out to be statistically non-

significant with a p-value 0.198. Similarly, when we 

studied the effect of marital status was noted on the 

frequency of UTI it was found that it was more frequent 

among unmarried women as compared to married. 

However, this difference was again statistically non-

significant with a p-value 0.742. in the literature, 

nulliparity has been reported to have increase the risk of 

recurrent urinary tract infections.13,16 We will need a 

larger study to see this effect of number of children on 

the frequency of urinary tract infection. 

CONCLUSION 

Urinary tract infection has a high frequency among 

postmenopausal women with lower urinary tract 

symptoms and should be closely looked for and 

managed meticulously with proper antibiotics as well as 

by the proper implementation and utilization of 

preventive measure.  
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Awareness of Radiation Hazards 

among Undergraduate Medical Students 
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Jabbar3 and Maaida Hussain4 

ABSTRACT 

Objective: Many studies have been conducted regarding x- radiation hazards but there is lack of studies regarding 

x- radiation hazards among medical students in Pakistan. Our research aimed to assess the knowledge about imaging 

associated radiation hazards among medical students.                                                                                       

Study Design: This was a cross sectional descriptive study. 

Place and Duration of Study: This study was conducted at the Foundation University Medical College, Islamabad 

from February 2015 to June 2015. 

Materials and Methods: A self-administered close ended questionnaire was distributed among 350 medical 

students from first year to final year.  The obtained data was analyzed using SPSS version 19 statistical software. 

Results: Our target population included 350 medical students. 100% students had some idea about hazards of 

radiation. 99.7% students answered that x-rays are harmful.  93.4% students believed x-rays cause cancer / 

infertility.  37.7% students thought that x-rays cause nausea, vomiting and sore throat. 96% students replied that x-

rays should not be done in pregnant patients.  52% students believed that x-rays are more dangerous than CT scan & 

MRI. 95.4% students answered that x-rays are harmful for x-ray technicians.  

Conclusion: This study concludes that the majority of students of Foundation University Medical College have 

satisfactory knowledge about radiation hazards and know about means to minimize it. The awareness about 

radiation hazards among medical students increases as the year of study progress. There is a need to provide more 

knowledge about risk of radiation exposure to medical students by adding various objectives in curriculum and by 

ward rotations  

Key Words: x-rays, radiations, radiation hazards, awareness, radiology technicians, medical students. 
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INTRODUCTION 

As the medical technology is evolving, the number of 

radiological investigations is increasing rapidly. In 

recent years, many studies have proved that there is 

increased patient radiation exposuresattributed to 

increased utilization of diagnostic imaging, particularly 

computed tomography (CT) (1).  Clinicians have to be 

aware of the risks, benefits and radiation doses so as to 

provide aprecise explanation to their patients and 

reduce the incidence of radiation related diseases (2). 
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In a report by “The US National Council on Radiation 

Protection and Measurement” it is stated that medical x-

rays and nuclear medicine account for 15% of all 

radiation exposures (3). Similarly, in UK, there is an 

estimated number of 100-250 deaths that occur each 

year from cancers directly connected to medical 

exposure due to radiations (4). It is seen that about 30-

50% of medical judgements depend on x-ray imaging 

results (5). In other words, these investigations are the 

backbone for diagnosis of several diseases. Hence it is 

very important that the dose of radiation in any 

diagnostic procedure should be sufficient to answer the 

pertinent clinical question but must be as low as 

reasonably achievable (ALARA) to minimize the risk 

of developing different diseases (6). 

Several radiological investigations have harmful effects 

on human body. All living beings in this world are 

exposed to different sources of radiations and around 

18% radiation is  due to man-made source(7).X-rays 

were discovered in 1895, and many years after this 

discovery radiologists were exposed to such high 

radiation doses that skin diseases like dermatitis and 

other radiation-induced injuries were common (8). At 

that time the effects of radiation induced diseases were 

not studied in detail.  

Various research studies show potentially damaging 

effects of radiation exposure. It is believed that a linear 
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relationship exists between radiation exposure and 

development of cancer(9). 

It is responsibility of health care personnel to be well 

aware of basic knowledge aboutharmful radiation 

effects and radiation protection soas to minimize x-ray 

examinations and reduce unnecessary radiation dose to 

the patient in accordance with ALARA principle (as 

low as reasonably achievable) (5). It is useful to note 

that the main objective of any diagnostic procedure or 

examination utilizing X-rays, is to produce sufficient 

quality images so as to provide suitable diagnostic 

information for clinical use(10). There is an increasing 

concern in the literature that regarding that the referring 

doctor's knowledge of radiation doses gained during 

radiological procedures is inadequate (11).  

Many worldwide studies have been conducted to assess 

the awareness about radiation hazards among 

physicians showing dearth of knowledge in physicians. 

It has been shown that the increasing awareness of 

radiation hazard among doctors and clinicians can be 

improved by increasing knowledge of radiation hazards 

to medical students (5). Literature review has revealed 

that there is lack of studies on aspect of radiations 

hazards among medical students in Pakistan (12). 

MATERIALS AND METHODS 

It was a cross sectional descriptive study that was 

conducted in Foundation University Medical College 

Islamabad from February 2015 to June 2015. 

The confidence level is 95%. Anticipated population 

proportion 98% and absolute precision required is 1.5% 

(with the help of WHO sample size calculations). 

There were 350 participants. Sampling technique was 

non-probability. All willing students of FUMC were 

included in the study. Permission of the college ethical 

committee was taken prior to conducting the study.  

After collection of data it was analyzed by using  

SPSS 19. 

RESULTS 

Our target population included 350 medical students. 

Out of which majority are female as shown in Graph 1.  

Graph No.1: Percentage of male and female students 

The objective of study was to estimate the knowledge 

& awareness about radiation hazards. 100% students 

answered that x-rays have hazardous side effects.  Most 

of the students believed x-rays cause cancer and 

infertility and x-rays should not be done in pregnant 

patients. Some students thought that x-rays cause 

nausea, vomiting and sore throat and X-rays are more 

dangerous than CT scan & MRI. This is depicted in 

Table 1.  

Table No.1: Students understanding about 

Radiation Hazards 

Students’ Perceptions about 

Radiation Hazards 

Percentage 

X-rays have hazardous side effects 100.0% 

X-rays cause cancer and infertility 93.4% 

X-rays cause nausea, vomiting and 

sore throat 

37.7% 

X-rays should be avoided in 

pregnancy 

96.0% 

X-rays are more dangerous than 

CT/MRI Scans 

52.0% 

Our study also showed that results improved with 

number of years completed in medical school; 4th year 

& 5th year M.B.B.S students appeared to have more 

knowledge than 1st year, 2nd yearand 3rd year medical 

students. As revealed in Table 2 

Table No.2: Radiation Hazards Awareness in 

Medical Students 

Radiation Hazards 

Awareness 

Percentage 

First Year 44.0% 

Second Year 57.0% 

Third Year 78.0% 

Fourth Year 90.0% 

Final Year 94.0% 

The views of the students regarding X-ray technicians’ 

using preventive measures for themselves and for the 

patients is shown in Graph no 02. 

Graph No. 2: Technicians and preventive measures 
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DISCUSSION 

Everyone is being exposed to ionizing radiations and 
about 18% of population exposure is due to man-made 
sources (12). 
The Eurotom directive to address radiation protection 
awareness in 1997 issued by European council states 
that radiation exposure for medical purpose should 
yield a net benefit to the patient and society (1). 
Many previous studies have shown that there is 
deficiency of knowledge of ionizing radiation among 
medical students, doctors and paramedical staff. 
The objective of our study was to assess the knowledge 
of ionizing radiations and their hazards among medical 
students. Our results show that most of the students of 
Foundation University Medical College (FUMC) have 
satisfactory knowledge and awareness about radiation 
hazards. This study also demonstrates differences or 
fluctuations in knowledge and awareness of different 
study years of MBBS. Our study results show that 4th 
Year MBBS students have the maximum knowledge 
regarding radiation hazards but as only 50 final year 
students participated in this study hence this conclusion 
is indecisive. According to study conducted by Syed 
Mohammad in Karachi, medical students showed 
insufficient knowledge about radiation related diseases 
occurring from different investigations (12). Lack of 
knowledge can affect correct medical decisions and can 
also cause harm. If a doctor is too concerned about 
radiation hazards and very rarely prescribes x-ray 
related medical investigations, then he is under-
diagnosing many diseases. On the other hand, if a 
doctor is asking for a lot of x-radiation investigations 
then he is putting his patients at the risk for developing 
certain sinister diseases. The doctor must, therefore, 
have sound knowledge of when to order an 
investigation and when not to.  
A study conducted in Medina by Suleman Shah showed 
that knowledge of medical students, interns, and 
residents, about investigations involving X rays was 
inadequate(5). While another study conducted in 
Ethiopia also shows the same results, that is, lack of 
adequate knowledge about radiation related diseases 
and how to minimize them (4). 
In a study conducted at University of British Columbia, 
knowledge of final year medical students about 
radiation hazards was assessed. It was seen that medical 
students were aware of the importance of radiation 
related issues to patient care. While almost all students 
were familiar with radiation free modalities, many 
underestimated the relative doses and risks of common 
imaging studies. This may expose patients to increasing 
imaging investigations and exposure to radiation 
hazards (13).  
Some studies show a consistent inability to correctly 
identify excess cancer risk as a result of an abdominal 
CT in an adult; only 12.5 % of 240 doctors surveyed in 
the UK were correct (14). Similarly, a survey of 331 
Australian medical students revealed that 59% 
underestimated this risk (15). 

The excess of cancer risk is related to ionizing 
radiation. Because of recent attention to this issue, 
patients are more likely to express concerns over 
radiation risk (16). Education regarding various radiation 
levels and risks is necessary to decrease patient’s 
anxiety (17).  
CT scan use has increased dramatically over the past 
several decades (18). CT delivers much higher radiation 
dose than convectional diagnostic x-rays. A chest CT 
delivers more than 100 times the radiation dose of a 
routine frontal and lateral x-ray chest (19,20). 
However according to another article published by 
Radiological Society of North America (RSNA), the 
risk of cancer is sometimes exaggerated, as the 
principal data source for the risk factors is the ongoing 
study of survivors of the Japanese atomic explosions, a 
population of individuals that is far different form 
patents undergoing medical imaging (21). 
During medical procedures from examination involving 
radiation, doctors are the main source of information. 
They have to be prepared for risks, benefits, and doses 
in order to provide an accurate explanation to their 
patients. The dose of radiation utilized in any diagnostic 
procedure should be as low as reasonably achievable to 
minimize the risk to the patient (6).  To decrease risks to 
patients, efforts should be put in increasing the 
knowledge of Doctors regarding radiation effects, risks, 
doses and patient safety and large-scale studies should 
be conducted to assess the efforts and to discover any 
errors. 
The curriculum for a medical student involves teaching 
various subjects that aims specifically at the application 
of knowledge and problem-solving skills during in a 
pre-assigned academic period. In Pakistan, medical 
students undergo their clinical rotation in the 
department of radiology either in the fourth or in the 
final year of undergraduate training program. Within 
the curriculum, the Pakistan Medical and Dental 
Council has combined six subjects that includes 
radiology and has allocated a total of 40 hours in five 
years. Medical students acquire knowledge about the 
fundamentals of radiology and the interpretation of 
clinical radio-diagnostics during their rotation in the 
radiology department. If medical students are not 
empowered with sufficient and precise knowledge 
regarding different aspects of radiation, it would be 
difficult to communicate correct information to the 
potential radiation recipient (12). 
Foundation University Medical College follows a 
modular curriculum with vertical and horizontal 
integrations. Radiology is part of the curriculum from 
first year till final year. However, the learning 
objectives for first and second year are different from 
the rest of the classes. In these two years special 
emphasis is being laid on teaching normal anatomy on 
X-ray films, CT and MRI scans while touching upon 
the concept of hazards of radiation. The topic of 
radiation hazards is further reinforced in the rest of the 
years. 
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CONCLUSION 

This study concludes that the majority of students of 
Foundation University Medical College have 
satisfactory knowledge about radiation hazards and how 
to minimize them. The awareness about radiation 
hazards among medical students increases as the year of 
study progress. 
There is a need to provide more knowledge about risk 
of radiation exposure to medical students by adding 
various objectives in curriculum and by rotations in 
radiology department. Different seminars / workshops / 
lectures can be organized for referring physicians and 
surgeons in order to increase their understanding of 
radiation hazards and how to minimize them.  
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“Surgical Site Infections” and it’s 

Management ‘Our Experience’ at KMC/Civil 

Hospital Khairpur 
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ABSTRACT 

Objective: To find out the incidence, causative organism, severity and treatment of surgical site infections (SSIs) at 

of KMC/Civil Hospital Khairpur Mir’s. 

Study Design: Prospective Observational study. 

Place and Duration of Study: This study was conducted at the in Surgical Unit and Gynae Obs, KMC/Civil 

Hospital Khairpur Mir’s from January 2018 to December 2018. 

Materials and Methods: The study included 100 patients in this study. Four of these patients were lost during 

follow up, therefore net 96 patients were statistically analyzed. 54 (56.25%) patient were male and 42 (43.75%) 

patients were female. All those post-operative cases were included in this study, who developed wound infection 

during their hospital stay or one month follow up. Protocol of pus culture and sensitivity report of each infected case 

was also followed in this study. 

Results: Out of 802 procedures, 96 (11.97%) patients developed SSIs. Mean age of these patients was 32.0 +7 

years.  Forty one patients (42.70%) were having different comorbidities. SSI was found more common in 

laparotomy,  Pyelolithotomy, prostectomy and appendicectomy, accounting (68%) of overall recorded infections.In 

this study overall Gram-positive organism were (54%) and Gram-negative organism (46%). 

Conclusion: Surgical site infection (SSI) is common in developing countries, pre-operative assessment, aseptic 

measures and prophylactic antibiotic can reduce post-operative wound complications /sepsis. In this study, 

Piperacillin/Tazobactam found most effective and Oxytetracycline most resistant agents against these isolated 

organisms. 

Key Words: Surgical site infection; incidence, severity; organism; treatment 
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INTRODUCTION 

Surgical site infection (SSIs) has remained as a burning 

issue and important public health concern all over the 

word. Surgical site infection (SSIs) are defined as 

infection that occurs within 30 days of the operation or 

within 1 year, if an implant is left in place. Superficial 

infections (47%) involve only skin or subcutaneous 

tissue of incision; deep infections (23%) involve the 

fascia and muscle layers; and organ space infections 

(30%) involve any part of the anatomy.   
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Globally, SSI rates have been found to be from 2.5% to 

41.9%.1,2  SSIs are preventable complications following 

surgery and imposes significant burden on patient’s 

morbidity, mortality and additional cost of treatment. 

World health organization (WHO) and other global 

studies indicated that, periodic surveillance and giving 

feedback for surgeons on SSIs rate and associated 

factors can decrease up to 50% of SSIs.3,4 

Infections and rates are increasing globally even in 

hospitals with most modern facilities and standard 

protocols of pre-operative preparation and antibiotic 

prophylaxis.5 

These infections not only increase significantly the rate 

of morbidity and mortality but serious SSIs almost 

doubled the patient’s risk of death after surgery. 

The following measures are identified as prevention to 

risk of SSI  

1. Pre-operative patient bathing 

2. Avoiding hair removal or performing this with 

clipper 

3. Appropriate surgical hand preparation  

4. Appropriate patient skin preparation  

5. Optimal antibiotic prophylaxis and 

Original Article Surgical Site 

Infections and its 

Management 



Med. Forum, Vol. 30, No. 3 45 March, 2019 

Therefore, this study aimed to show the incidence rate, 

pattern and predictors of SSIs in surgical ward of 

KMC/Civil Hospital Khairpur. The result of our study 

will provide base line information for surgeons, 

governmental and non-governmental organizations 

working in health care system of KMC/Civil Hospital 

Khairpur particularly as well as in and outside country 

at large, to control the surgical infections (SSIs).  

MATERIALS AND METHODS 

All those cases were included in this study which 

developed any degree of wound infection, at the 

incision site of surgery during admission or after wards, 

but within 30 days of operation. At our institution, post-

operative patients are followed by related surgeons on 

weekly basis for 4 consequent weeks. During follow up, 

wound infection cases were picked and brought on 

record and included in present study. In more severe 

cases, if patients required post-operative close wound 

care, then they were readmitted in surgical wards for 

wound management according to SSIs protocol. First of 

all, ongoing antibacterial treatment was completely 

hold for consecutive 3 days and then sample of pus 

send for culture and sensitivity report. In each case 

wound swabs were taken in pairs and immediately send 

to creditable microbiological laboratory for aerobic and 

anaerobic medium culture. They were processed and 

inoculated in ‘automatic machine’ and the prepared 

results were collected after 72 hours in routine cases. 

Antibiotics were latter on restarted according to their 

sensitivity report. Meantime, local management of 

wound was also carried out with aseptic dressings. 

Final outcome of each wound was recorded and 

statistics were prepared as per PASW.   

Inclusion Criteria: All those cases were included in 

this study who were pre-operatively categorized as, 

clean wounds, clean contaminated wounds and 

contaminated wounds as per their procedure 

classification. 

Exclusion Criteria: Highly infected and dirty wounds, 

patients having serious illness like Cancer and 

septicemia, were not included in this study due to their 

high rate of morbidity and mortality. 

RESULTS 

Patient related Factors:- (Table-I) overall 100 

patients were included in this study during the period of 

12 months with the followup of 30 days from January 

2018 to December 2018. Four of these patients were 

lost during followup, therefore net 96 patients were 

statistically analyzed. 54 (56.25%) patient were male 

and 42 (43.75%) patients were female.   

Male to female ratio remained 1.28 :1. Mean age was 

32.0 +7 years. More than half patients were from rural 

71 (73.96%) area and other 25(26%) were from urban 

areas. Five patient (5.20%) were obese BMI > 30 and 

32 (33.33%) patient were underweight with BMI <18.5 

but the remaining patients were either normal weight or 

slightly overweight.  

Forty one patients had different kinds of co-morbidities 

and nine patients had one or more co-morbidities like 

diabetic 15 (15.62%), respiratory 07 (7.29%), cardio-

vascular disease 10 (10.41%) and miscellaneous 

diseases 09 (9.37%).  

More than half of the patients 64 were under ASA score 

of II (66.66%) 76% patients had less than 07 days 

hospital stay and 24% had more than week stay in the 

hospital. (Table-I). 

Table No.1: Patient Related Factors 

Variables Frequency Percent 

1. Age in Years 

12-20 25 26% 

21-40 39 40.62% 

>40 32 33.33% 

2. Gender   

Male 54 56.25% 

Female 42 43.75% 

3. Residence   

Rural 71 73.96% 

Urban 25 26% 

4. Nutritional Status 

 I.  Undernutrition BMI<18.5 Kg/ m232                                      

33.33% 

 II.  Normal weight  

BMI 18.5 to 25 kg / m2 

34 35.41% 

III. Over weight      

BMI 25 to 30 kg / m2 

25 26% 

IV. Obesity             

BMI>=30 kg /m2 

 

5 5.20% 

5. Co-Morbidity   

I. Diabetic Mellitus   15 15.62% 

II. Respiratory 07 07.29% 

III. Cardiovascular 

Diseases  

10 10.41% 

IV. Miscellaneous  9 9.37% 

6. ASA Score   

I 26 27% 

II 64 66.66% 

III 6 6.25% 

7. Re-Admission & Hospital Stay 

<= 7 Days 73 76% 

>7 Days 23 24% 

SSI rate in different surgical procedures (Table-2)in 

this study 802 cases of general surgeries were included 

and total 20 common types of procedures were 

performed. Hernioraphy and hernioplasty for inguinal 

and para-umbilical was the leading procedure 263 out 

of 802 (32.79%) followed by appendicectomies 

accounting 190 cases out of 802 (23.69%).  Overall 

infection rate in our operated patients remained almost 
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12%. Among all these surgical procedures, SSI was 

found more common in emergency exploratory 

laparotomy, open Cholecystectomy,Pyelolithotomy, 

open prostectomy and appendicectomy accounting 68% 

of overall recorded infections. 

SSIs rate is found minimum in clean wounds like 

procedures for thyroid, breast and hernia diseases 0% to 

7.5% in our present series of patients. SSI rate in clean 

wound is 5.26% where as in contaminated wounds it 

raised up to 42.85% (Table-2). 

Table No.2: Surgical site infection rate in different 

surgical procedure 

Surgical Procedure No. of 

Patients 

(n=) 

No. 

Of 

SSIs 

(n=) 

%age 

(n%) 

Elective and 

emergency 

Laparotomy  for 

abdominal trauma/ 

fire arm injury   

62 15 24.19% 

Open/ Laparoscopic 

Cholecystectomy  

86 13 15.11% 

CBD Exploration 07 01 14.28 

Inguinal 

Hernioraphy/ 

Hernioplasty 

213 15 7% 

Mesh repair for 

P.U.H 

50 6 12% 

Pyelolithotomy 48 9 18.75% 

Thyroid 15 0 0 

Breast 25 01 4% 

Appendectomy 190 25 13.15% 

Ileostomy/ colostomy 

Closure 

07 03 42.85% 

V.C, B.P.H 36 06 16.66% 

Hydrocele 38 01 2.63% 

Miscellaneous     (07 

Procedures) 

25 01 4% 

Total 802 96 11.97% 

SSI class & degree of wound infection: (Table-3). 

Three Hundred Forty One (42.51%) procedures were 

clean, Three Hundred Sixty Seven (45.76%) procedures 

were clean-contaminated and Ninety Four (11.72%) 

were contaminated surgical procedures. SSI rate in 

clean surgical wounds remained (4.39%), in clean-

contaminated it was found (10.89%) but it was 

significantly high in contaminated wounds (43.61%). 

Degree of SSI was also found reciprocal to the nature of 

wound like it is 15.62% in clean, 41.66% clean-

contaminated and 42.70% in contaminated incisions. 

Overall 58 cases (60.41%), were first degree, 26% 

second degree SSI, 7.29% third degree and 6.25 fourth 

degree surgical site infections.Table-4. 

Microbiological Investigation SSI: (Table-04). In this 

study out of 96 SSI cases 76 swabs were 

microbiologically isolated for various aerobic and 

anaerobic organism. The following results depicts 

various bacterial isolates obtained from patients with 

SSI.  Twelve (15.78%) Staphylococcus aureus in which 

3 (25%) were methicillin resistant staphylococcus 

aureus (MRSA). 10 (13.15%) were P. Aeruginosa in 

which 2(20%) were multi drug resistant strain (MDR). 

6(7.89%) were Klebsiella spp., 7(9.21%) E. coli, 

5(6.57%) Streptococcus (4 group A and 3 S. mitis 

group). 6(7.89%) were Coagulase negative 

Staphylococcus (CONS) in which 1(16.66%) were 

MRCONS. 5(6.57%) were Enterobacter spp. 4(5.26%) 

were Enterococcus faecalis. 2(2.63%) were Nocardia 

spp. 2(3.13%) were Acinetobacter spp. Anaerobic 

infection was seen in 11 patient with 8(10.52%) 

Peptostreptococcus and 3(37.5%) Bacteriodes spp.  

(Table-04)  

In this study overall Gram-positive organism were 54% 

and Gram-negative organism 46% and their antibiotic 

susceptibility revealed high degree of resistance for 

commonly used antimicrobial agents. Amoxicillin-

clavulanate, ciprofloxacin and linezolid were found to 

be the most effective antimicrobial agents, were as 

Tetracycline, cefotaxime and Ceftriaxone were among 

the most resistant drugs against gram-positive 

organisms.  

Piperacillin/tazobactam, meropenem, ceftriaxone and 

chloramphenicol were most common sensitive agents 

and tetracycline, ampicillin, cefuroxime and 

gentamycin were found resistant agents against gram- 

negative organisms. 

Table No.3: Classes and degrees of wounds in study group of patients 

wound class No. of 

Procedures 

Number of SSI 

the patient 

n=96 

Degree of  SSIs Percentage 

of SSIs 
First 

Degree 

Second 

Degree 

Third 

Degree 

Fourth 

Degree 

Class I / Clean 341 15 (4.39%) 11 04 00 00 15.62% 

Class II/ Clean 

Contaminated 

367 40 (10.89%) 24 11 03 02 41.66% 

Class III/ 

Contaminated 

94 41 (43.61%) 23 10 04 04 42.70% 

Total 802 96 58 

(60.41%) 

25 

(26%) 

07 

(7.29%) 

06 

(6.25%) 

99.98% 
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Table No.4: Microbiological Profile of Pus Specimen with SSIs. (N=76) 

S 

No. 

Organism Percentage of 

isolation (n=76) 

Drug Sensitively  Drug Resistant  

01  S. aureus 

MRSA             (Gram-

Positive) 

12 (15.78%) 

3(25%) 

Ciprofloxacin,  

Vancomycin, Linezolid  

Amoxicillin- 

Clavulanate, 

Cefotaxime 

02 P. Aeruginosa 

MDR               (Gram-

Negative) 

10 (13.15%) 

2 (20%) 

Piperacillin/Tazobactam 

Amikacin, Meropenem 

Amoxcillin-Clavulanate, 

Tetracycline, Ampicillin, 

03 Klebsiellaspp(Gram-

Negative) 

6 (7.89%) Ceftriaxone, Piperacillin/ 

Tazobactam 

Gentamycin,  

Ampicillin, Cephradine 

04 E.coli                            

(Gram-Negative) 

7 (9.21%) MeropenemCefuroxime, 

Amoxicillin, Clavulanic 

Acid, Chloramphenicol 

Tetracycline, Ampicillin, 

Cefotaxime, Cephazoline 

05 Streptococcus spp (Gram-

Positive) (4 group A and 3 S. 

mitis group 

5 (6.57%) 

 

Amoxillin/ Clavulanate 

Ceftriaxone , Ceftazidime 

Gentamycin, 

Ciprofloxacin, 

Erythromycin  

06 Coagulase negative 

Staphylococcus.MRCONS             

(Gram-Positive) 

6 (7.89%) 

1 (16.66%) 

Gentamycin. Clindamycin  

Piperacillin/Tazobactam 

Ciprofloxacin, 

Ofloxacin, Tetracycline, 

Ceftriaxone  

07 Enterobacterspp 

(Gram-Negative) 

5 (6.57%) Nalidixic Acid, Piperacillin/ 

Tazobactam, Moxifloxacin 

Vancomycin, 

Tetracycline, 

Gentamycin  

08 Enterococcus faecalis     

(Gram-Positive) 

4 (5.26%) Amikacin, Linezolid, 

Amoxillin/ Clavulanate 

Vancomycin, Penicillin, 

Tetracycline   

09 Nocardiaspp       

(Gram-Positive) 

2 (2.63%) Amoxillin/ Clavulanate 

Nalidixic Acid 

Cefotaxime, 

Cefamandole, 

Tobramycin  

10 Acinetobacterspp            

(Gram-Negative) 

2 (3.13%) Ceftriaxone Meropenem, 

Chloramphenicol  

Ampicillin, Cephazoline, 

Cefuroxime Sodium 

11 Anaerobic Infection   

(Gram-Positive) 

Peptostreptococcus 

Bacteriodesspp   

(Gram-Negative) 

08 (10.52%) 

 

3 (37.5%) 

Ciprofloxacin Gentamycin, 

Metronidazole  

Ceftriaxone 

Ceftazidime, 

Tetracycline   

 

DISCUSSION 

In this study, we studied professionally different factors 

related to post-operative surgical site infection (SSIs) 

and found certain interesting facts and figures. Overall 

results were compared with similar domestic and 

international research work, with slight variations, due 

to difference in demographic, environmental and health 

facility setup.      

In our study out of 802 patients who underwent 

different surgical procedures, out of them 96 patients 

developed SSI which give overall incidence rate of 

(11.97%).  Infection rate varies from hospital to 

hospital, surgeon to surgeon and from patient to  

anotherpatient.6 In our present study it varies from 0% 

(thyroid procedures) to 42.85% (gut procedures). Many 

studies from different places have shown the SSI rate to 

vary  from 6.09% to 38.7%,7 like in few domestic 

studies it was found 6.5% to 9.294%.8,9 SSI rate was 

found higher in developing countries like in Africa 

16.4%10 and it was significantly found lower in 

developed countries, like in china 4.5%,11 south Korea 

3.3%12 and in US 2-3%.13 . In this study isolation and 

identification of causative agent remained our prime 

concern, followed by the specific antibiotic used in 

controlling and treating SSI. Predominant Causative 

organism were staphylococcus, S aureus, P. 

Aeruginosa, E. coli, Klebsiella spp. .5,14,15 CDC also 

defined most common pathogen associated with SSI is   

S. Aureus likewise another study carried out in 

Bangalore demonstrated that, Staphylococcus aureus 

(S. aureus) was the most common pathogen, followed 

by Escherichia coli and Coagulase Negative 

Staphylococcus.16 

Prolonged duration of surgery increases risk of SSI.17,18 

Successful management of patients with SSI depends 

on, early identification of bacterial pathogens and 

selection of an effective antibiotic against the organism. 

Current finding showed 54% and 46% of gram-positive 

and gram-negative organism respectively, which is 

comparable with other studies associated with SSI in 

different countries.19,20 
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CONCLUSION 

A pre-exiting medical illness, prolonged operating time, 

the wound class and wound contamination strongly 

predispose to wound infection. The practice of aseptic 

technique during and after surgery should be the 

primary support rather than over-reliance on antibiotics 

to reduce emergence and spread of resistant pathogens. 
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Two Years Experience of Myo-

Inositol Use in Women Presented with 

Polycystic Ovarian Syndrome 
Basma Zia Isran1, Shazia Shaikh2 and Shaista Hifaz Abro2 

ABSTRACT 

Objective: To determine the two years’ experience of myo-inositol use in women presented with polycystic ovarian 

syndrome at a tertiary care hospital. 

Study Design: Observational / cross-sectional study. 

Place and Duration of Study: This study was conducted at the Department of Obstetrics & Gynaecology Unit-II, 

Chandka Medical College Hospital Larkana from January 2017 to December 2018. 

Materials and Methods: A total of 65 patients with polycystic ovarian syndrome were included. Detailed history 

was taken and myo-inositol was administrated to assess the outcomes i.e. conceiving of women, weight loss and 

menstrual regularity. 

Results: The mean age was 31.98+4.615 years. The results were 25 patients (38.5%) conceived after treatment, 15 

(23.1%) had weight loss and menstrual regularity was noted in 20 patients (30.8%). 

Conclusion: The treatment of females with PCOS with myoinositol has showed considerable amount of 

improvements in terms of increasing fertilization along with omitting menstrual cycle irregularities and weight loss 

of the patients. 

Key Words: Myo-inositol, Polycystic ovarian syndrome, Infertility 

Citation of article: Isran BZ, Shaikh S, Abro SH. Two Years Experience of Myo-Inositol Use in Women 

Presented With Polycystic Ovarian Syndrome. Med Forum 2019;30(3):49-53. 

INTRODUCTION 

According to the definition of polycystic ovary 
syndrome (PCOS), it can be defined as a gynecological 
disease which is of heterogeneous nature which shows 
polycystic ovaries on the ultrasound and most of the 
times causes irregular bleedings, excess of androgen 
levels and long term anovulation.1 As per research it is 
thought to be as the most common reason for making 
females of reproductive age infertile by number of 5 
percent to 10 percent.2 However, strong genetic 
association along with lifestyle and gestational 
environment are thought to be as an important factor 
though exact etiopathology of PCOS is still not known. 
In a meeting which was held in Rotterdam 2003, 
American society for Reproductive medicine  
and European society  of  Human  reproduction  and  
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Embryology has clearly defined the criteria for how to 

define PCOD.3 Moreover, insulin resistance was 

discovered as one of the factors behind the clinical 

causation of PCOS in women recently. Especially obese 

PCOS patients with having severe insulin sensitivity 

disorders with hyperinsulinemia compensatory 

mechanisms along with in females having normal basal 

metabolic index as well. It also indicates that weight is 

not directly associated with the development of insulin 

resistance at all.4 Scientifically androgen production 

can be initiated by two different ways with the stimulus 

of hyperinsulinemia as firstly by inducing ovaries to 

produce androgens or lessening the binding of globulin 

related to sex hormones in serum.5 

Furthermore, as per our literature review it was found 

that for a long period of time drugs like metformin, 

troglitazone or pioglitazone which are also termed as 

insulin sensitizers thought to be as vital choice for 

management therapy due to the important role of 

insulin in its etiopathology. Moreover, for menstrual 

cycle irregularities or the improvement in ovarian 

dysfunction along with consecutive anovulation 

metformin is being given as a treatment in patients with 

hyperinsulinemic condition.6 It was also reported that 

metformin use will result in a few side effects like 

nausea, diarrhea, flatulence making it as difficult to use 

in a longer run.7 However, in very recent times 

alternatives of management therapy drugs for PCOS, 

compounds cyclohexane with five equatorial and one 

axial hydroxyl group and most frequent form found in 
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nature in relative to other nine different stereoisomer 

forms, have been under the investigation.8 

Plenty of researches have been conducted for PCOS 

which collectively suggests that, insulin resistance is a 

net result of inositol insufficiency in the 

inositophosphoglycans so insulin deficiency will be rise 

from the inositolphophoglycan (IPG) mediator. 

Furthermore, many researches have also stated that if 

D-chiro-inositol which is converted from myo-inositol 

intracellularly, administrated to the affected patients 

can decrease insulin resistence9 while as a second 

messenger, myo-inositol can play very important role in 

cells for various signal pathways which enhance the 

sensitivity for insulin which will ultimately show 

remarkable increase of glucose uptake intracellularly.10 

So, the researchers have proved myoinositol as a 

potential nontoxic drug option for an effective 

management of women with PCOS by improving the 

metabolic processes following induction of ovulation 

activity especially in infertile women and also paved 

the way for researchers to take experimental interest in 

to it. Moreover, myoinositol dose up to 12 grams per 

day is termed as the safest dose with slight 

gastrointestinal adverse effects, have also been reported 

by the various researches.11 So, the main aim of this 

study was to assess the rates of pregnant women under 

the administration of myoinositol and folic acid in 

combination therapy for the PCOS in Germany, and 

secondly to institute this notion if this can be opted for 

the improvement of the patients with infertility.  

MATERIALS AND METHODS 

This cross-sectional study was carried out at 

Department of Obstetrics & Gynaecology Unit-II, 

Chandka Medical College Hospital Larkana from 1st 

January 2017 to 31st December 2018. A total of 65 

patients with polycystic ovarian syndrome were 

included. Detailed history was taken and myo-inositol 

was administrated to assess the outcomes i.e. 

conceiving of women, weight loss and menstrual 

regularity. The patients of age 25 to 40 years, who were 

diagnosed cases of polycystic ovarian syndrome 

(PCOS) were included. Patient’s name, age, marital 

status, body mass index (BMI) and patients complains 

like infertility and scanty menses was recorded. 

Exclusion criteria were firmly followed to avoid 

confounding variables. Myo-inositol was started and 

continued for 2 years. After 2 years outcome/results 

were assessed in terms of conceived after treatment, 

weight loss and menstrual cycle regularity after 

treatment. Patients with presence of other causes of 

hyperandrogenism or infertility, such as 

hypothyroidism, congenital adrenal hyperplasia, 

cushing’s syndrome, hyperinsulinaemia or 

endometriosis were excluded. Data was entered and 

analyzed in SPSS 22. 

RESULTS 

The mean age was 31.98+4.615 years and frequency of 

age is presented in Figure 1. The mean BMI was 

27.044+3.555 kg/m2 (Table 1). There were 15 (23.1%) 

single while 50 (76.5%) patients married. The infertility 

was noticed in 40 (61.53%) patients and scanty menses 

in 35 (53.8%). Twenty five patients (38.5%) conceived 

after treatment, 15 (23.1%) had weight loss and 

menstrual regularity was noted in 20 patients (30.8%) 

[Table 2].  

 
Graph No.1: Frequency distribution of age (years) 

Table No.1: Descriptive statistics of age & BMI 

Statistics Age (years) BMI (kg/m2) 

Minimum 25 18 

Maximum 40 35 

Mean±SD 31.98+4.615 27.044+3.5550 

Table No.2: Frequency of marital Status, complain 

of patients (infertility & scanty menses) and Results 

(conceived after treatment, weight loss, menstrual 

regularity) 

Variable No. % 

Marital status 

Single  15 23.1 

Married  50 76.9 

Complain Yes No Total 

Infertility 40(61.53%) 25(38.46%) 65(100%) 

Scanty 

menses 

35(53.8%) 30(46.2%) 65(100%) 

Results 

Conceived  after treatment 25(38.5%) 40(61.5%) 65(100%) 

Weight loss 15(23.1%) 50(76.9%) 65(100%) 

Menstrual regularity 20(30.8%) 45(69.2%) 65(100%) 

Majority of the patients who conceived after treatment 

were 33-40 years of age group (p=0.005), had BMI of 

28.1-36 kg/m2 (p-0.539), majority of patients had 

complain of infertility (p=0.000) & significant 
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association was noted with complain of scanty menses 

(p=0.005). Weight loss after treatment was commonly 

noted in age group of 25-32 years (p-value=0.719), 

BMI of 28.1-36 kg/m2 (p=0.070), also commonly noted 

in patients with complain of infertility (p=0.041) and no 

significant association was noted with complain of 

scanty menses (p=0.220). Menstrual regularity after 

treatment was commonly noted in age group of 25-32 

years (p-value=0.263), BMI of 20-28 kg/m2  

(p-value=0.200), with significantly associated complain 

of infertility (p-value=0.000) and scanty menses  

(p-value=0.000) [Tables 3-4). 

Table No.3: Stratification of conceived after treatment, weight loss, menstrual regularity according to Age, 

BMI (n=65) 

Variable 
Conceived  after treatment Weight loss Menstrual regularity 

Yes No Yes No Yes No 

Age (years) 

25-32  7(10.76%) 30(46.15%) 10(15.38%) 27(41.53%) 16(24.61%) 21(32.30%) 

33-40  18(27.69%) 10(15.38%) 5(7.69%) 23(35.38%) 4(6.15%) 24(36.92%) 

P value  0.005 0.719 0.263 

BMI (kg/m2) 

20-28  11(16.92%) 28(43.07%) 3(4.61%) 36(55.38%) 14(21.53%) 25(38.46%) 

28.1-36  14(21.53%) 12(18.46%) 12(18.46%) 14(21.53%) 6(9.23%) 20(30.76%) 

P-value 0.539 0.070 0.200 

Table No.4:Result (conceived after treatment, weight loss, menstrual regularity) according to Age, BMI 

(n=65) 

Variable 
Conceived  after treatment Weight loss Menstrual regularity 

Yes No Yes No Yes No 

Infertility 

Yes 24(36.92%) 17(26.15%) 10(15.38%) 31(47.69%) 5(7.69%) 36(55.38%) 

No 1(1.53%) 23(35.38%) 5(7.69%) 19(29.23%) 15(23.07%) 9(13.84%) 

P value  0.000 0.041 0.000 

Scanty Menses 

Yes 8(12.30%) 27(41.53%) 6(9.23%) 29(44.61%) 20(30.76%) 15(23.07%) 

No 17(26.15%) 13(20%) 9(13.84%) 21(32.30%) 0(%) 30(45.15%) 

P-value 0.005 0.220 0.000 
 

DISCUSSION 

Amongst many endocrinal diseases, PCOS is 

considered as the most frequently upsetting the health 

of women who are reproductively active. Moreover, 

credible number of women with PCOS have 

hyperinsulinemia along with developing resistance to 

insulin. So, myoinositol which is termed as the insulin 

lowering drug are known for the betterment in outcome 

of spontaneous ovulation because of the encouragingly 

positive consequence on meiotic division of human 

oocyte. Moreover, this course of treatment not only 

positively sway genesis of steroid hormones but will 

also lessening the ability of theca cells to produce 

androgens. Research has not only showed the 

diminishing of testosterone concentration in the serum 

but also increasing ovulation in females with PCOS by 

administrating inositol.12 

In this present study 25 patients which makes 38.5 

percent of the total sample revived their ovulatory 

functions as previously done in a research study of 

Regidor et al.13 In which it was reported that 70 percent 

of the patients gained normality in their ovulatory 

functions. Though it was an observational study and 

this was the main limitation of it, but still reliable data 

of the patients for analysis is present. Moreover, the 

rates of pregnancy were in a range equal or more than 

those stated after the administration of metformin 

which is insulin sensitizer. Another research study of 

Karimzadeh and Javedani14 also suggested that around 

14.4 percent of pregnancy rates were reported in a 

cohort with the 90 female participants likewise, 12.3 

percent in a cohort group of 75 females with having 

PCOS.15 Furthermore, it is also evident from the study 

that the safety profiles and patient compliance were 

slightly different between the myoinositol and 

metformin, and those are the observed side effects like 

mild to severe gastrointestinal upset which includes 

nausea, diarrhea and abdominal pain. While few 

patients reported with severe side effects as lactic 

acidosis. On the contrary myoinositol was proved as to 

be less harmful and nearly safe for the use and tolerated 

very well by the patients was equally capable in terms 

of efficacy as of metformin. So, on the whole it would 

be pertinent to say that myoinositol administration can 

increase glucose uptake intracellularly. 

Another prospective research study which is named as 

Gerli et al16 has clearly reported that, overall 82 percent 

improvement was observed by increasing ovulatory 

functions of females patients who were administrated 
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myoinositol along with the combination of folic acid 

and on the contrary patients who received placebo were 

observed the ovulatory function restoration by 63 

percent. Likewise regular menstrual cycles were 

experienced by 70 percent of females taking 

myoinositol after 16 weeks of treatment and 13 percent 

regular cycles were found in a placebo group as 

compared to our study the percentage was 30.8 percent 

for menstrual cycle regularity and this was most 

commonly found in an age group of 25 to 32 years of 

age with p value of 0.263, Basal metabolic index of 20 

to 28 kg/m2 with p value of 0.200, with considerable 

infertility compliant with p value of 0.000 and scanty 

menstruation with the p value of 0.000. In this research 

study 23.1 percent of females showed considerable 

weight loss as well when given myoinositol meanwhile 

improvement in ovulatory functions were attained by 

the dose of 4 g myoinositol and 400 μg folic acid  

per day. 

In another research study namely Raffone et al17, two 

groups were compared in one group was given 

myoinositol 2x 2000 gram along with the 200 μg per 

day administrated to the emale patients with PCOS 

while other group was given 1500 mg per day. When 

analyzed the results then considerable improvements 

were noted in the ovulatory functions and rates of 

pregnancies were higher in myoinositol group relative 

to metformin group. However, in this research study the 

age group of 33 to 40 years successfully conceived after 

getting myoinositol treatment with p value 0.005 having 

basal metabolic index of 28.1 to 36 kg/m2 with the p 

value 0.539. However, patients in majority had 

complained infertility with p value of 0.000 while 

scanty menses complains with p value of 0.005. 

Furthermore, plenty of other researches no doubt 

showed myoinositol efficacy with improving fertility in 

women with PCOS18-20. 

There have been copious research studies presenting 

that myoinositol treatment regime along with in 

combination of folic acid in the dosage 2 x 2000 g 

myoinositol and 200 μg  of folic acid per day) 

positively affects hence ultimately improves hormonal 

and matbolic parameters. Furthermore, another 

important research study namely Costantino et al21 has 

showed that, after administration of myoinositol 

considerable amount of improvement after 75 mg oral 

glucose tolerance test was observed in triglycerides, 

cholesterol, blood pressure and level of insulin with 16 

weeks of treatment period. Moreover, prominent 

decrease in free serum testosterone levels relative to 

increase progesterone levels because of increased 

ovulation was seen. It would be appropriate to conclude 

that myoinositol improves the metabolic profiles in 

females but also give them relieve from other skin and 

acne problems by suppressing androgen activity. 

Similarly, author Unfer et al22 conducted a research 

meta-analysis and concluded that when the 4000 g of 

myoinositol along with the combination of 400 

milligram of folic acid given to the patients reported no 

any kind of adverse effects as compared to the 

treatment with 1500 mg of metformin were stated and 

improvement of ovulatory functions was observed in 

the former group. Kamenov et al23 also endorsed the 

fact which means women who were taking myoinositol 

in combination with clomiphene citrate in females with 

PCOS who have developed resistance for insulin. 

Melotonin can contribute a further therupatic benefit if 

more researches conducted24 

So, in the light our research study it is safe to conclude 

that myoinositol can be implemented as an effective 

treatment plan for patients with PCOS with little or no 

adverse effects of it as per the research. However, the 

importance of proper compliance to the treatment 

regime cannot be denied which in turn ensures the 

positive outcomes in terms of ovulatory function 

disturbances, along with hyperandrogenism and 

metabolic profiles of PCOS affected females. However, 

further detailed researches are required to be conducted 

in future as well just to observe the effect of 

myoinositol on developmental process of follicles and 

oocyte maturation along with results of pregnancy in 

IVF procedure. 

CONCLUSION 

The treatment of females with PCOS with myoinositol 

has showed considerable amount of improvements in 

terms of increasing fertilization along with omitting 

menstrual cycle irregularities and weight loss of the 

patients. 
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Comparison the Rate of 

Complications Between Mesh and Darn 

Repair in Inguinal Hernias 
Naseebullah Zarkoon, Mohyuddin Kakar and Samina Karim  

ABSTRACT 

Objective: To compare the rate of complications especially of recurrence in inguinal hernias treated with mesh 

repair and darn repair. 

Study Design: Prospective/randomized control trial study. 

Place and Duration of Study: This study was conducted at the Department of Surgery Unit-I, Bolan Medical 

College Quetta from November 2017 to December 2018. 

Materials and Methods: A total of 86 patients had ages 19 to 65 years were included. Patients were divided into 

two groups. Forty three patients were treated with mesh repair of inguinal hernia and 43 were treated with darn 

repair procedure. Complications were recorded and compared between two different techniques, such as surgical site 

infection, length of hospital stay and recurrence of inguinal hernias. 

Results: There were 18 (20.93%) patients had ages <30 years, 22 (25.58%) patients ages between 30 to 40 years. 23 

(26.74%) patients had ages 41 to 50 years and 23 (26.74%) patients above 50 years. Surgical site infection 

(superficial), l found in 4 patients in mesh repair group and in 3 patients in darn group. Length of hospital stay was 

high in mesh group as compared to darn repair group. Recurrence of inguinal hernia found in 2 patients in mesh 

group while in 5 patients in darn group. 

Conclusion: Mesh repair technique is had less rate in recurrence of inguinal hernias as compared to darn repair 

technique. 

Key Words: Inguinal hernias, Mesh repair, darn repair, Recurrence 

Citation of article: Zarkoon N, Kakar M, Karim S. Comparison the Rate of Complications Between Mesh 

and Darn Repair in Inguinal Hernias. Med Forum 2019;30(3):54-56. 

INTRODUCTION 

Inguinal hernia is the most frequent disorder found in 

surgical departments and rated 25% in males and 2% in 

females.1 Many of researches illustrated that the 

prevalence of this malignant disorder is high in older 

age and rated 50% yearly.2 In US inguinal hernia repair 

is the most frequent performing surgical treatment and 

yearly approximately 0.6 million cases treated.3 This 

intervention puts the highest burden on health care 

system.4 During last 10 years many of procedures used 

for the treatment of inguinal hernia nut the recurrence 

rate is still high and rated 15 percent.5 In 1987, 

Lichtenstein introduce the mesh technique for repairing 

the inguinal hernia. This useful and effective procedure 

shows better results regarding pain and recurrence 

rate.6,7 
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Worldwide, polypropylene mesh technique for inguinal 

hernia repairs taking as a gold standard because of its 

better surgical results and less complications rate. 

Lichtenstein mesh technique is the world most common 

performing procedure and this method is now method 

of choice.8 However, in many under developed 

countries Bassini procedure is still using due to limited 

health care facilities and procedural cost.9 

Polypropylene mesh technique reduces the prevalence 

of chronic groin pain and other complications.10 The 

use of absorbable meshes like lactic acid polymer and 

glycolic acid copolymer is very useful procedure to 

reduce the complications. This exposes the patient to 

inevitable hernia recurrence because the inflammatory 

response, through a hydrolytic reaction completely 

digests the implanted prostheticmaterial.11,12 A 

prosthetic mesh repair technique for inguinal hernia is a 

very useful and better treatment modality and reported 

less than 5% recurrence rate. 13,14 For synthetic mesh 

repairs many studies have noted their association with 

numerous complications, including persistent pain, 

infection, adhesions, bowel erosion, shrinkage, 

andinflammation.15,16 Our objective was to compare the 

complications in Lichtenstein repair with tension free 

Darn repair. We also looked at the surgical site 

infections, length of hospital stay, time taken to return 

to normal routine and recurrence of hernia. 
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MATERIALS AND METHODS 

This study was conducted at Department of Surgery 
Unit-I, Bolan Medical College Quetta from 15th 
November 2017 to 31st December 2018. This study 
comprised 86 patients had ages 19 to 65 years were 
included. Patient’s detailed medical history was 
examined after taking informed consent from all the 
patients. Patients with recurrent inguinal hernia, having 
ASA class IV and above, patients with other abdominal 
surgery were excluded from this study. Patients were 
divided into two groups Mesh repair and Darn repair. 
43patients were treated with mesh repair of inguinal 
hernia and 43 were treated with darn repair procedure. 
ASA class, smoking history, diabetes mellitus and site 
was recorded as baseline characteristics of all the 
patients. Complications were recorded and compared 
between two different techniques, such as surgical site 
infection, length of hospital stay and recurrence of 
inguinal hernias. Statistical data was analyzed by  
SPSS 19. 

RESULTS 

Out of 86 male patients 18 (20.93%) patients had ages 
< 30 years, 22 (25.58%) patients were ages between 30 
to 40 years. 23 (26.74%) patients had ages 41 to 50 
years and 23 (26.74%) patients were ages above 50 
years (Table 1). Baseline clinical examination was 
recorded as ASA class I and II,  

Table No.1: Age-wise distribution of all the patients 

(n=86) 

Age (years) No. % 

<30 18 20.93 

30-40 22 25.58 

41-50 23 26.74 

>50 23 26.74 

Table No.2: Clinical examination of patients of each 

group 

Characteristics 
Mesh Repair 

(n=43) 

Darn Repair 

(n = 43) 

ASA Class 

I 29(67.44%) 30(69.77%) 

II 14(32.56%) 13(30.23%) 

Controlled DM 6 10 

COPD 5 5 

Smoking history 19 21 

Site 

Right 19 20 

Left 9 8 

Bilateral 8 7 

Direct 7 7 

Control diabetes mellitus, COPD, smoking history, 
surgical site (Table 2). Surgical site infection 
(superficial)l found in 4 patients in mesh repair group 
and in 3 patients in darn group. Deep surgical site 
infection found in 2 patients treated with darn repair 
technique. Length of hospital stay was high in mesh 

group as compared to darn repair group. Recurrence of 
inguinal hernia found in 2 patients in mesh group while 
in 5 patients in Darn group (Table 3). 

Table No.3: Complications recorded in both groups 

Variable Mesh Repair Darn Repair 

Surgical site infection 

Found 4 (9.30%) 3(6.98%) 

Not Found 39 (90.70%) 40 (93.02%) 

DSSI 

Found 1 (2.33%) 2(4.65%) 

Not Found 42 (97.67%) 41 (95.35%) 

Recurrence 

Found  2(4.65%) 5(11.63%) 

Not Found 41 (95.35%) 38(88.37%) 

Hospital Stay 3-15 Days 3-5 days 

DISCUSSION 

Worldwide, repair of inguinal hernias is the second 
most common performing surgical procedure after 
appendectomy and accounted 11-16%.17 In 1887 the 
Bassini’s repair technique was introduced and till that 
many operative methods have been used for repair of 
inguinal hernias but there is no definitive technique is 
considered as the bestmethod.18 The material used 
remains controversial. Now a days many of techniques 
applying for repairing the inguinal hernias to gain the 
better results and tension free procedure and to provide 
the better treatment, from those procedure Mesh repair 
reported as the best procedure to achieve the better 
results.19,20 

In mesh repair group the most common age groups was 
30 to 50 years and there was no significant difference 
found in both groups regarding age. These results 
shows similarity to some other studies conducted in 
Pakistan.21 
In the present study, we found that surgical site 
infection (superficial) found in 9.30%patients in mesh 
repair group and in 6.98%patients in darn group. Deep 
surgical site infection found in 2 patients treated with 
darn repair technique. There was no haematoma found 
in our study in both groups. A study conducted by 
Shilcutt et al22 in which hematoma was 4.4% and 
surgical site infection was 1.7%. Many other studies 
regarding repair of inguinal hernias illustrated different 
rates of complication.23 
In this study, the recurrence of inguinal hernia in mesh 
group was 4.65%and in Darn repair group it was 
11.63%.  These results shows similarity to some other 
studies in which recurrence rate in Mesh group was 3 to 
5% and in Darn group was 8 to 12%.24,25 There was no 
significant difference was observed except recurrence 
in both groups of the present study. 

CONCLUSION 

Repair of inguinal hernia is the most common surgical 
procedure performed all over the world and different 
modalities are used to attain better outcomes. In our 
study, it is concluded from this study that Mesh repair 
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technique is had less rate in recurrence of inguinal 
hernias as compared to darn repair technique. Hospital 
stay was higher in mesh group than darn group. 
Moreover, there was no significant difference was 
observed regarding wound infection. 
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Comparison of Dosage of 4mg 

Versus 8mg Dexamethasone on Post-Operative Swellings 

in Zygomatic Bone Fractures 
Farhad Ali1, Muhammad Tariq Khan1 and Muhammad Amir2 

ABSTRACT 

Objective: To compare the mean decrease in swelling with 4mg versus 8mg dexamethasone given preoperatively in 

patients undergoing surgery for zygomatic bone fractures. 

Study Design: Randomized controlled trial study. 

Place and Duration of Study: This study was conducted at the Department of Oral & Maxillofacial Surgery, Saidu 

Medical College/Saidu Group of Teaching Hospital, Swat KPK from July 2017 to December 2017. 

Materials and Methods: One hundred patients were included and divided into equal two groups. Group A was 

given 8mg dexamethasone one hour before surgery while Group B was given 4mg dexamethasone one hour before 

surgery. Baseline reading of swelling was measured and patients were undergone surgery. Patients were asked to 

visit after 7 days of surgery in OPD. 

Results: The mean ages were 27.66±8.38 years in group A and 28.52±8.38 years in group B. There were 82% males 

and 18% females in group A while in group B, 88% males and 12% females. The mean decrease in swelling, 

7.12±3.60 mm in group A while in group B, 5.14±1.84 mm. Statistically the difference was significant (P<0.05) in 

mean decrease in swelling. 

Conclusion: The current study concluded that the use of 8mg of the dexamethasone was more effective than 4mg 

reduce the degree of post operative swelling in zygomatic bone fracture. 
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INTRODUCTION 

In human body face is the most prominent and 

important position and often involved in trauma 

injuries.1 The zygomatic bone is particularly prone to 

facial injuries due to its prominence and is the second 

most common mid facial bone fracture.2 Zygomatic 

bone fracture occurs most frequently in young males.2 

The most common cause of zygomatic bone fracture is 

road traffic accidents, personal assault, fall, and sport 

injuries.1,3 Zygomatic bone fracture often leads to 

distortion of appearance and may compromise 

masticatory system and ocular system. 

There is different treatment recommendations of 

zygomatic bone fractures have evolved.  
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The surgical reduction and rigid internal fixation is a 

satisfactory method of its treatment. In most cases 

surgical treatment leads to significant degrees of tissue 

trauma that again causes an inflammatoryreactions.4 As 

a result of this inflammatory process patients display 

post operative swelling, pain and functional 

impairment.5 Facial swelling reach maximum after 48 

to72 hours post operatively.6 

Corticosteroids are well-known adjuncts to surgery for 

suppressing tissue mediators of inflammation, thereby 

reducing transudation of fluids and reducing 

swelling.5,6 Primarily steroids are used to reduce the 

post op swelling after the surgical treatment of 

zygomatic fractures.7 In oral and maxillofacial surgery 

most clinical trials showed a significant decrease in 

edema after administration of corticosteroids.6,8,9 

Patients experience a considerable reduction in quality 

of life, dysfunction, and discomfort following surgery 

due to post operative pain and swelling.10 The post op 

swelling and pain results in considerable difficulty in 

eating, sleeping other daily activities and as well as 

cause distorted appearance. 

Laureano Filho et al6 reported that there is no difference 

in postoperative swelling by measuring swelling from 

different angles in 4mg and 8 mg doses. But another 

study has showed that with 4mg dexamethasone, mean 

decrease in swelling was 1.2±0.0mm while with 8mg 

dexamethasone, mean decrease in swelling was 
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1.9±1.0mm at 7th post op day. The difference was 

significant (p<0.05).9 

MATERIALS AND METHODS 

This randomized controlled trial was carried out in the 

Department of Oral & Maxillofacial Surgery, Saidu 

Medical College/Saidu Group of Teaching Hospital, 

Swat KPK from 1st July 2017 to 31st December 2017 

and comprised 100 patients. Patients were randomly 

divided into two groups by using random number table. 

Group A was given 8mg dexamethasone one hour 

before surgery and then 8mg dexamethasone in BD 

dosage post op for 3 days while Group B was given 

4mg dexamethasone one hour before surgery and then 

4mg dexamethasone in BD dosage post op for 3 days. 

Patients of 15 to 60 years of age with both sexes and 

unilateral zygomatic bone fracture were included. 

Those patients with diabetes mellitus (BSR>186mg/dl) 

and tuberculosis, use of anti-inflammatory drug within 

last 2 week and medically not fit for general anaesthesia 

(ASA grade III, IV) were excluded. At baseline, 

reading of swelling was measured and patients were 

undergone surgery under general anaesthesia. After 

surgery, patients were shifted in the wards and 

discharged from there after 48 hours. Patients were 

asked to present after 7 days of surgery in OPD. After 7 

days, postoperative swelling was measured and then the 

difference between pre and post-operative treatment 

measurements were calculated to obtain decrease in 

swelling. All collected data was entered and analyzed 

by using SPSS-21. 

RESULTS 

The mean ages were 27.66±8.38 years in group A and 

28.52±8.38 years in group B. The majority of patients 

were in the age range between 15-38 years, 44 (88%) 

patients used 8 mg dexamethasone and 42 patients 

(84%) used 5 mg dexamethasone also (Table 1). There 

were 41 males (82%) and 9 females (18%) in group A 

with male to female ratio was 4.5:1. While in group B, 

44 males (88%) and 6 females (12%) with male to 

female ratio was 7.3:1 (Table 2).  According to pre-

operative swelling, 23 patients (46%) between 170-185 

mm and 27 patients (54%) between 186-200 mm pre-

operative swelling in group A with mean of 

186.26±7.19. While in group B, 26 patients (52%) 

between 170-185 mm and 24 patients (48%) between 

185-200 mm pre-operative swellings with mean of 

184.68±4.50 (Table 3). Regarding post-operative 

swelling, 19 patients (38%) between 171-180 mm and 

31 patients (62%) between 181-190 mm post-operative 

swelling in group A with mean of 182.34±4.13. While in 

group B, 18 patients (36%) between 171-180 mm and 32 

patients (64%) between 181-190 mm post-operative 

swellings with mean of 181.36±2.91 (Table 4). When 

compared the mean decrease in swelling, 7.12±3.60 mm 

in group A while in group B, 5.14±1.84 mm. 

Statistically the difference was significant (P<0.05) in 

mean decrease in swelling (Table 5). 

Table No.1: Frequency and percentage of patients 

according to age (n = 100) 

Age 

(Years) 

8 mg 

dexamethasone 

(n = 50) 

4 mg 

dexamethasone 

(n = 50) 

No. % No. % 

15 – 38 44 88.0 42 84.0 

39 – 60 6 12.0 8 16.0 

Mean±SD 27.66±8.38 28.52±8.38 

Table No.2: Frequency and percentage of patients 

according to sex (n = 100) 

Sex 

8 mg 

dexamethasone (n 

= 50) 

4 mg 

dexamethasone (n 

= 50) 

No. % No. % 

Male 41 82.0 44 88.0 

Female 9 18.0 6 12.0 

Table No.3: Frequency and percentage of pre-

operative swelling (n = 100) 

Pre-

operative 

swelling 

(mm) 

8 mg 

dexamethasone 

(n = 50) 

4 mg 

dexamethasone 

(n = 50) 

No. % No. % 

170 – 185 23 46.0 26 52.0 

186 – 200 27 54.0 24 48.0 

Mean±SD 186.26±7.19 184.68±4.50 

Table No.4: Frequency and percentage of post-

operative swelling (n = 100) 

Post-

operative 

swelling 

(mm) 

8 mg 

dexamethasone 

(n = 50) 

4 mg 

dexamethasone 

(n = 50) 

No. % No. % 

171 - 180 19 38.0 18 36.0 

181 – 190 31 62.0 32 64.0 

Mean±SD 182.34±4.13 181.36±2.91 

Table No.5: Mean decrease in swelling of both 

groups 

Mean 

decrease in 

swelling 

(mm) 

8 mg 

dexamethasone 

(n = 50) 

4 mg 

dexamethasone 

(n = 50) 

7.12±3.60 5.14±1.84 

P value .004 

DISCUSSION 

Dexamethasone is a synthetic corticosteroid that acts as 

an inflammation suppressor and decreases facial 

oedema after oral surgical procedures. Many studies 

have reported that dexamethasone was effective in 

reducing postoperative discomfort (pain, trismus and 

oedema) after impacted third molar surgical 

extraction.11,12 Comparing both doses, the use of 8 mg 
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of dexamethasone has a statistical differential between 

the dosages in the preoperative measures of mandible 

angle to nose wing. This study recorded that more 

males than females (5.6:1) sustained zygomatic 

complex fractures. Similar findings were found by 

Aiabe et al13 4.7:1, Chowdhury et al14 5.2:1 and Kovacs 

et al15 6.4:1, the relative ratio of male to female is 

comparable with the present study. The reason could be 

greater social and economic involvement of young 

adult males. 

It was noticed that the age group mostly involved in our 

study was from 1st decade of life then followed by 2nd 

decade. The least incidence was found in 2nd decade of 

life with respect to maxillofacial trauma, which is 

relatively common worldwide in the 1st decade so is the 

case with zygomatic bone fracture. Results of the 

Studies reported by Chowdhury et al14 Motamedi et al16 

and Al Ahmad et al17 according to the results of their 

studies zygomatic bone fractures are more common in 

1st decade of life. 

Our data results are also on consistent with the results 

of Graziani et al18 that the submucosal administration of 

dexamethasone 4mg resulted is statistically significant 

decreases the postoperative swelling/edema. Moreover, 

the higher dose of dexamethasone was not associated 

with a better response that the lower dose, and no 

statistically significant differences were observed 

between the 2 dosage regimens. This latter finding 

seems to confirm data reported by Graziani et al18, 

although they evaluated only the dose-dependent effects 

of the endoalveolar application of dexamethasone 

powder. 

Similarly by another study by Graziani et al18 have also 

reported the topical injection of dexamethasone 4mg 

reduces neither trismus nor the patient’s pain 

perceptions. On the contrary it was also noticed that the 

endoalveolar use of both 4 mg and 8 mg of 

dexamethasone in powder form reduced trismus by 7 

days postoperatively, while only the lowest local 

powder application reduced the patient’s pain 

perception as well.19 Without the assessment of which 

drug has been used to reduce the pain perception, an 

evaluation of the corticosteroid effects on trismus 

becomes difficult, because the effects of concomitant 

systemic medications as non steroidal anti-

inflammatory drug (NSAIDs) may modulate the 

inflammatory response and modify or confound the 

study results.20 

Alexander et al21 suggested that the effect of 

dexamethasone is dose dependent and administration of 

less than 4mg is not beneficial. Grossi et al9 also 

evaluated the effectiveness of submucosal 

administration of 4mg and 8mg dexamethasone 

reported that there was no statistical difference between 

the two doses. Similarly, Majid12 reported that 4 mg 

administration of submucosal and intramuscular 

administration of 4mg dexamethasone was compared, 

both were effective in reducing facial oedema on 

postoperative on day 7. Injection of 8mg 

dexamethasone reduced facial swelling on 

postoperative day 7 in the present study this finding is 

inconsistent with the results of our study, which have 

shown not statistically significant difference between 

groups with regard to postoperative swelling in 

zygomatic bone fracture. This is in line with several 

authors who have observed the therapeutic efficacy of 

administration of dexamethasone in previous studies, 

may be a feasible for more invasive in dental 

procedures.22,23 

CONCLUSION 

It is quite evident from the result of this study the 

parental submucosal injection of corticosteroid in the 

form of dexamethasone in 8 mg dose when compared 

with 4 mg dose proved to be more efficacious for the 

reduction of post operative edema and swelling for 

reduction of the Zygomatic Bone Fracture than any 

other route of its administration. It is beyond doubt that 

even low doses of dexamethasone sodium phosphate 

injection given submucoal intra-orally at the site of oral 

surgery provides relatively higher drug tissue 

concentration availability ` to its less loss as to some 

other compartment and drug elimination effect as it 

remains confined at that specific site. The results of our 

study favors the submucosal route of dexamethasone 

administration during maxilla-facial bone surgery even 

under local anesthesia as most suitable for patient 

compliance and ease of its administration from the 

operator point of view for its efficacy, even after 

repeated doses of its administration to maintain an 

adequate level of the drug during the operative 

procedure and post-operatively as well. 

We also conclude that 8mg doses of dexamethasone 

proved to be statistically significant in the mean 

reduction of post operative edema, swelling and trismus 

when compared to its lower doses of 4mg, although it 

has been observed it does not have any roll for the 

postoperative pain control in zygomatic bone reduction. 

Author’s Contribution: 

Concept & Design of 

Study: 

Farhad Ali 

Drafting: Muhammad Tariq Khan 

Data Analysis: Muhammad Amir 

Revisiting Critically: Farhad Ali, Muhammad 

Tariq Khan 

Final Approval of version: Farhad Ali 

Conflict of Interest: The study has no conflict of 

interest to declare by any author. 

REFERENCES 

1. Priya S, Ebenezerr V, Balakrishnan R. Versatility 

of Gillie’s temporal approach in the management 



Med. Forum, Vol. 30, No. 3 60 March, 2019 

of Zmc fractures. Biomed Pharmacol J 2014;7: 

253-56. 

2. Tollefson TT, Meyers AD. Zygomaticomaxillary 

complex fractures treatment and management. 

emedicine. medscape 2014. 

3. Van den Bergh B, Karagozoglu KH, Heymans 

MW, Forouzanfar T. Aetiology and incidence of 

maxillofacial trauma in Amsterdam: a retrospective 

analysis of 579 patients. J Craniomaxillofac Surg 

2012;40:e165-9. 

4. Tian W, Li S, Pan J, Gao Z, Zheng X. Surgical 

reduction and rigid internal fixation of midface 

fractures. Hua Xi Kou Qiang Yi Xue Za Zhi 1999; 

17:136-9. 

5. Neil-Dwyer JG, Evans RD, Jones BM, Hayward 

RD. Tumescent steroid infiltration to reduce 

postoperative swelling after craniofacial surgery. 

Br J Plast Surg 2001; 54:565-9. 

6. Laureano Filho JR, Maurette PE, Allais M, 

Cotinho M, Fernandes C. Clinical comparative 

study of the effectiveness of two dosages of 

Dexamethasone to control postoperative swelling, 

trismus and pain after the surgical extraction of 

mandibular impacted third molars. Med Oral Patol 

Oral Cir Bucal 2008;13:E129-32. 

7. Buyukkurt MC, Gungormus M, Kaya O. The effect 

of a single dose prednisolone with and without 

diclofenac on pain, trismus, and swelling after 

removal of mandibular third molars. J Oral 

Maxillofac Surg 2006;64:1761-6. 

8. Chegini S, Dhariwal DK. Review of evidence for 

the use of steroids in orthognathic surgery. Br J 

Oral Maxillofac Surg 2012;50:97-101. 

9. Grossi GB, Maiorana C, Garramone RA, 

Borgonovo A, Beretta M, Farronato D, Santoro F. 

Effect of submucosal injection of dexamethasone 

on postoperative discomfort after third molar 

surgery: a prospective study. J Oral Maxillofac 

Surg 2007;65:2218-26. 

10. Dan AE, Thygesen TH, Pinholt EM. Corticosteroid 

administration in oral and orthognathic surgery: a 

systematic review of the literature and meta-

analysis. J Oral Maxillofac Surg 2010;68:2207-20. 

11. Majid OW. Submucosal dexamethasone injection 

improves quality of life measures after third molar 

surgery: a comparative study. J Oral Maxillofac 

Surg 2011;69:2289-97. 

12. Majid OW, Mahmood WK. Effect of submucosal 

and intramuscular dexamethasone on postoperative 

sequelae after third molar surgery: comparative 

study. Br J Oral Maxillofac Surg 2011;49:647-52. 

13. Ajagbe HA, Daramola JO. Pattern of facial bones 

fractures seen at University College Hospital 

Ibaden Nigeria East Africa. Med J 1980;57:267-72. 

14. Chowdhury LCSR, Menon LCPS. Etiology and 

management of zygomatico maxillary complex 

fractures in Armed Forces. MJAFI 2005;61: 

238-40. 

15. Kovacs AF, Ghahremani M. Minimization of 

zygomatic complex fracture treatment. Int J Oral 

Maxillofac Surg 2001;30:380-84. 

16. Motamedi MH. An assessment of maxillofacial 

fractures, a five year study of 237 patients. J Oral 

Maxillofac Surg 2003;61:61-64. 

17. Al Ahmed HE, Jaber MA, Fanas SHA. The pattern 

of maxillofacial fractures in Sharjah United Arab 

Emirates; a review of 230 cases. Oral Surg Oral 

Med Oral Pathol Oral Radiol Endod 2004;98: 

166-69. 

18. Graziani F, D’Aiuto F, Arduino PG. Perioperative 

dexamethasone reduces post-surgical sequelae of 

wisdom tooth removal: a split-mouth randomized 

double-masked clinical trial. Int J Oral Maxillofac 

Surg 2006;35:241-5. 

19. Schmelzeisen R, Frolich JC. Prevention of 

postoperative swelling and pain by dexamethasone 

after operative removal of impacted third molar 

teeth. Eur J Clin Pharmacol 1993;44:275-9. 

20. Moore PA, Brar P, Smiga ER. Preemptive 

rofecoxib and dexamethasone for prevention of 

pain and trismus following third molar surgery. 

Oral Surg Oral Med Oral Pathol 2005;99:E1-6. 

21. Alexander RE, Throndson RR. A review of 

perioperative corticosteroid use in dentoalveolar 

surgery. Oral Surg Oral Med Oral Pathol Oral 

Radiol Endod 2000;90: 406-15. 

22. Bhargava D, Sreekumar K, Deshpande A. Effects 

of intra-space injection of Twin mix versus 

intraoral-submucosal, intramuscular, intravenous 

and per-oral administration of dexamethasone on 

post-operative sequelae after mandibular impacted 

third molar surgery: a preliminary clinical 

comparative study. Oral Maxillofac Surg 2013; 

20:53-9. 

23. Warraich R, Faisal M, Rana M, Shaheen A, 

Gellrich NC, Rana M. Evaluation of postoperative 

discomfort following third molar surgery using 

submucosal dexamethasone - a randomized 

observer blind prospective study. Oral Surg Oral 

Med Oral Pathol Oral Radiol 2013;116:16-22. 

 

http://www.ncbi.nlm.nih.gov/pubmed/?term=van%20den%20Bergh%20B%5BAuthor%5D&cauthor=true&cauthor_uid=21917471
http://www.ncbi.nlm.nih.gov/pubmed/?term=Karagozoglu%20KH%5BAuthor%5D&cauthor=true&cauthor_uid=21917471
http://www.ncbi.nlm.nih.gov/pubmed/?term=Heymans%20MW%5BAuthor%5D&cauthor=true&cauthor_uid=21917471
http://www.ncbi.nlm.nih.gov/pubmed/?term=Heymans%20MW%5BAuthor%5D&cauthor=true&cauthor_uid=21917471
http://www.ncbi.nlm.nih.gov/pubmed/?term=Forouzanfar%20T%5BAuthor%5D&cauthor=true&cauthor_uid=21917471
http://www.ncbi.nlm.nih.gov/pubmed/21917471
http://www.ncbi.nlm.nih.gov/pubmed/21917471
http://www.ncbi.nlm.nih.gov/pubmed/?term=Tian%20W%5BAuthor%5D&cauthor=true&cauthor_uid=12539707
http://www.ncbi.nlm.nih.gov/pubmed/?term=Li%20S%5BAuthor%5D&cauthor=true&cauthor_uid=12539707
http://www.ncbi.nlm.nih.gov/pubmed/?term=Pan%20J%5BAuthor%5D&cauthor=true&cauthor_uid=12539707
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gao%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=12539707
http://www.ncbi.nlm.nih.gov/pubmed/?term=Zheng%20X%5BAuthor%5D&cauthor=true&cauthor_uid=12539707
http://www.ncbi.nlm.nih.gov/pubmed/12539707
http://www.ncbi.nlm.nih.gov/pubmed/?term=Neil-Dwyer%20JG%5BAuthor%5D&cauthor=true&cauthor_uid=11583491
http://www.ncbi.nlm.nih.gov/pubmed/?term=Evans%20RD%5BAuthor%5D&cauthor=true&cauthor_uid=11583491
http://www.ncbi.nlm.nih.gov/pubmed/?term=Jones%20BM%5BAuthor%5D&cauthor=true&cauthor_uid=11583491
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hayward%20RD%5BAuthor%5D&cauthor=true&cauthor_uid=11583491
http://www.ncbi.nlm.nih.gov/pubmed/?term=Hayward%20RD%5BAuthor%5D&cauthor=true&cauthor_uid=11583491
http://www.ncbi.nlm.nih.gov/pubmed/?term=steroids+infiltration+to+reduce+post+operative+swelling+after+craniofacial
http://www.ncbi.nlm.nih.gov/pubmed/?term=Laureano%20Filho%20JR%5BAuthor%5D&cauthor=true&cauthor_uid=18223530
http://www.ncbi.nlm.nih.gov/pubmed/?term=Maurette%20PE%5BAuthor%5D&cauthor=true&cauthor_uid=18223530
http://www.ncbi.nlm.nih.gov/pubmed/?term=Allais%20M%5BAuthor%5D&cauthor=true&cauthor_uid=18223530
http://www.ncbi.nlm.nih.gov/pubmed/?term=Cotinho%20M%5BAuthor%5D&cauthor=true&cauthor_uid=18223530
http://www.ncbi.nlm.nih.gov/pubmed/?term=Fernandes%20C%5BAuthor%5D&cauthor=true&cauthor_uid=18223530
http://www.ncbi.nlm.nih.gov/pubmed/?term=clinical+comparative+study+of+the+effectiveness+of+two+dosages+of+dexamethosone
http://www.ncbi.nlm.nih.gov/pubmed/?term=clinical+comparative+study+of+the+effectiveness+of+two+dosages+of+dexamethosone
http://www.ncbi.nlm.nih.gov/pubmed/?term=Buyukkurt%20MC%5BAuthor%5D&cauthor=true&cauthor_uid=17113442
http://www.ncbi.nlm.nih.gov/pubmed/?term=Gungormus%20M%5BAuthor%5D&cauthor=true&cauthor_uid=17113442
http://www.ncbi.nlm.nih.gov/pubmed/?term=Kaya%20O%5BAuthor%5D&cauthor=true&cauthor_uid=17113442
http://www.ncbi.nlm.nih.gov/pubmed/17113442
http://www.ncbi.nlm.nih.gov/pubmed/17113442
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chegini%20S%5BAuthor%5D&cauthor=true&cauthor_uid=21316821
http://www.ncbi.nlm.nih.gov/pubmed/?term=Dhariwal%20DK%5BAuthor%5D&cauthor=true&cauthor_uid=21316821
http://www.ncbi.nlm.nih.gov/pubmed/?term=review+of+evidence+for+the+use+of+steroids+in+orthognatic
http://www.ncbi.nlm.nih.gov/pubmed/?term=review+of+evidence+for+the+use+of+steroids+in+orthognatic
http://www.ncbi.nlm.nih.gov/pubmed/?term=Grossi%20GB%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
http://www.ncbi.nlm.nih.gov/pubmed/?term=Maiorana%20C%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
http://www.ncbi.nlm.nih.gov/pubmed/?term=Garramone%20RA%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
http://www.ncbi.nlm.nih.gov/pubmed/?term=Borgonovo%20A%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
http://www.ncbi.nlm.nih.gov/pubmed/?term=Beretta%20M%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
http://www.ncbi.nlm.nih.gov/pubmed/?term=Farronato%20D%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
http://www.ncbi.nlm.nih.gov/pubmed/?term=Santoro%20F%5BAuthor%5D&cauthor=true&cauthor_uid=17954317
http://www.ncbi.nlm.nih.gov/pubmed/?term=effect+of+submucosal+injection+of+dexamethasone+on+and+grossi
http://www.ncbi.nlm.nih.gov/pubmed/?term=effect+of+submucosal+injection+of+dexamethasone+on+and+grossi
http://www.ncbi.nlm.nih.gov/pubmed/?term=Dan%20AE%5BAuthor%5D&cauthor=true&cauthor_uid=20591548
http://www.ncbi.nlm.nih.gov/pubmed/?term=Thygesen%20TH%5BAuthor%5D&cauthor=true&cauthor_uid=20591548
http://www.ncbi.nlm.nih.gov/pubmed/?term=Pinholt%20EM%5BAuthor%5D&cauthor=true&cauthor_uid=20591548
http://www.ncbi.nlm.nih.gov/pubmed/?term=corticosteroids+administration+in+orthognathic+surgery+and+anne+and+2010


Med. Forum, Vol. 30, No. 3 61 March, 2019 

Gender-Based Comparison of 

Body Mass Index, Red Blood Cell Indices and Mentzers 

Index in Medical Students 
Saleem Ullah Abro1, Mohammad Saleh Soomro1, Quratulain Saleem3. Sarwat Sultana3, 

Farhat Jafri3 and Inayat Jafri2 

ABSTRACT 

Objective: To assess body mass index, red blood cell indices and mentzers index in medical students. 

Study design: Comparative Cross-sectional study. 

Place and Duration of study: This study was conducted in Physiology department of Baqai Medical University, 

Karachi from February 2017 to August 2017. 

Materials and Methods: A total of 500 students were enrolled. Anthropometric measurements and Completed 

blood count i-e Hb%, Red Blood Cell Count, Mean Corpuscular Volume (MCV), Mean corpuscular hemoglobin 

(MCH), Mean corpuscular hemoglobin concentration (MCHC), Red cell distribution width (RDW) was done and 

Mentzer’s Index were calculated. Data were analyzed by using SPSS version 22.0. 

Results: Among the categories of Body mass index, It was seen in this study participants that only mean values of 

overweight, when compared in males (27.33±1.47) and females (26.67±1.40) showed statistically 

significant(p<0.05) difference and mean values of hemoglobin comparison in males (13.75±2.05) and females 

(12.83±1.96), the mean Red Blood Cell Count comparison in males (5.08±0.71) and females (4.88±0.75), the mean 

Mean Corpuscular Volume comparison in males (81.49±8.08) and females (79.82±8.81) showed statistically 

significant (p<0.05) difference, but mean values of Mentzer’s Index comparison had showed statistically non-

significant (p>0.05) differences in this study. 

Conclusion: With regard to our study results Body mass index (only overweight), and complete blood count 

(hemoglobin, red blood cell count and mean corpuscular volume) showed statistically significant values in gender 

based comparison. So it is considered as major issues for health of participants. 

Key Words: Anemia; Body mass index (BMI); Obesity. 
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INTRODUCTION 

Anemia is defined as a decreased concentration of 

blood hemo-proteins (Red Blood Cells) or low 

hemoglobin (Hb%) level. Anemia is considered as 

public health problem in the world (developing and 

developed countries) especially in younger generation1. 

Anemia mainly affects the physical activities or 

performances, growth, cognitive function, as well as 

class attendance and daily performance especially in 

adolescents. Adolescence is the stage of life, where 

rapid spurt in the growth of human  body  occurs  that  
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leads to increased nutritional demand. Medical students 

are vulnerable to nutritional deficiencies due to 

sedentary life style to complete the syllabus, less time 

for physical exercise, hostel life and use of junk foods 

or improper dietary habits. It is one of the most 

common nutritional diseases present globally and 

affects 1/4th of the world’s population2.  BMI or 

Quetelet index is an independent of age and sex as it is 

a simple, economical and practical to assess. World 

Health Organization (WHO), food intake is categorized 

into good and poor nutrition. Good nutrition is the 

intake of micro and macronutrient along with any kind 

of regular activity and poor nutrition makes human 

body vulnerable to diseases, decreases immunity and 

decreases work performance in daily living3. 

Globally, there were twice or two fold increase in the 

obesity from 1980 to 2014 years. In the world there 

were 13% of the adults belongs to obese group, of 

which more females (15%) as compared to males 

(13%)4. Overweight and obesity are linked to elevated 

threat of mortality5. Body mass index or Quetelet index 

is defined as weight (kilogram) divided by square of the 

height (meters square) and it is expressed as kg/m2 or 
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Body mass index (BMI) is proportional to the body 

mass (muscle, fat, and bone) and inversely proportional 

to the square of the body height and it is always 

considered as a valid index of adiposity. Obesity is 

considered as a risk factor for developing anemia6,7.  It 

is always due to energy intake greater than energy 

expenditure or lack. One unit increase in the BMI will 

increase risk of developing anemia up to 1.6- fold7. It is 

also reported in another study, that significant 

correlation exist between BMI and anemia8. This 

coexistence of obesity and anemia may be due to 

consumption of excessive energy dense food that is 

deficient in iron or poor source of iron 9or due to 

decreased absorption of iron and/or poor utilization due 

to inflammation induced by obesity10,11. The main 

objective of this study was to evaluate the gender based 

comparison of body mass index, red blood cell indices 

and Mentzers index in medical students of ages 

between 18-25 years. 

MATERIALS AND METHODS 

A Comparative, Cross-sectional study was carried out 

in the Department of Physiology at Baqai Medical 

University, over a period of 6 months in 2017. A total 

of 500 students (250 males & 250 females) were 

included in this study. All those students, who were 

willing and had a written consent, were enrolled in this 

study. Students  having history of thalassemia minor or 

major, iron or folate or vitamin B12 treatment, Blood 

donation or blood transfusion in  last six months, 

passing worms in stools, ileal surgery ( leads to vitamin 

B12 deficiency) and chronic diseases were excluded. 

Data were gathered with the help of pre-tested 

questionnaire. Anthropometric measurements for body 

mass index (BMI) were done by using Digital Scale and 

height was measured by measuring tape. Each student 

was asked to stand straight along the wall with the back 

towards the wall. Height was marked on the wall with a 

marker or pencil and the height was measured by 

measuring the distance between the floor and the mark. 

The height was taken in inches, which had been 

converted to meter square to calculate the Body  

Mass Index (BMI) in kg/m2 as per the SI unit 

recommendations.  

The students had been divided into four groups 

according to the World Health Organization (WHO) 

criteria (Table-1) 12 

Three millimeter of blood had been collected in a tube 

containing EDTA (anticoagulant) in order to be 

transported to the lab. Cell Blood Count was performed 

by Sysmex (XS-1000i). Complete blood count will be 

performed as to determine and record hemoglobin 

levels and Red Blood Cell indices and Red cell 

distribution width (RDW). The Hemoglobin (Hb%) is 

an oxygen-binding conjugated protein, present in the 

cytoplasm, Hb% in range is 12-15.5gm/dl in females, 

and Hb% concentration in range is 14-18 gm/dl in 

males. The Packed cell volume (PCV) is the volume of 

cellular elements, mainly Red Blood Cells (RBCs) or 

Hct% value and its normal values in females is about 

42% and in males is about 45% respectively. This value 

is decreased in anaemia and increased in polycythemia. 

The RBC indices include the Mean corpuscular volume 

(MCV), Mean corpuscular hemoglobin (MCH), Mean 

corpuscular hemoglobin concentration (MCHC). The 

Mean Corpuscular Volume (MCV) is defined as the 

average volume of a single Red Blood Cell (RBC), and 

it is calculated by dividing the heamatocrit (Hct%) by 

red cell count, (Normal range: 80-100 fL). The MCH is 

the average weight of Hb% present in the erythrocyte 

and is calculated by dividing the Hb% by the RBC 

count.  

Normal values of MCH are 30 and its range is 27-33 

pg. The MCHC is the amount of Hb% expressed as a 

percentage of the volume of packed cells in 100 ml of 

blood and then multiplying by 100. The RDW indicates 

the range of variation of RBC volume; The RDW is in 

range of 11.5-14.5%. The RDW-CV is calculated with 

the following formula: 

RDW-CV=(Standard deviation of MCV ÷ MCV)× 100. 

The RBC indices provide useful information about the 

diagnosis of anemia and its type13. The mentzers index 

is calculated as MCV per red cell count and if the 

quotient is expressed less than 13, and then thalassemia 

will be most likely and if the quotient is greater than 13, 

then iron-deficiency anemia will be most likely. The 

mentzers index is used for diagnosing type of anemia.  

The collected data were analyzed by using SPSS 

software version 22 was used for the analysis of the 

data and for Microsoft word and Excel had been used to 

generate graphs, tables etc. The descriptive statistics 

and inferential statistical analysis were done in this 

study. Mann-Whitney U Test and P- value of less than 

0.05 (95% confidence level) were considered as 

significant. Study had been approved by Ethical 

committee and BAS&R of Baqai Medical University. 

RESULTS 

A total of 500 students of MBBS, BDS & DPT were 

participated in this study. Table: 1.2. Shows the 

Gender-based comparison of BMI had slightly higher 

percentage of males 31.2% were overweight than 

females 26.0% and a slightly higher percentage of 

females 2.8% were obese than males 0.8% (Table 2). 

As shown in table 3-Gender-based comparison of 

categories of mean values of BMI, had shown in this 

study participants that only mean values of overweight, 

when compared in males (27.33±1.47) and females 

(26.67±1.40) showed statistically significant (p<0.05) 

difference, while the BMI mean values of under-

weight, normal weight and obese subjects showed 

statistically non-significant (p>0.05) differences. 

Table 4 Gender-based comparison of mean 

hematological values, had shown, the mean values of 
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Hb% comparison in males (13.75±2.05) and females 

(12.83±1.96), the mean RBC Count comparison in 

males (5.08±0.71) and females (4.88±0.75), the mean 

MCV comparison in males (81.49±8.08) and females 

(79.82±8.81) showed statistically significant (p<0.05) 

difference, while the mean values of MCH, mean 

values of MCHC, mean values of RDW and mean 

values of Mentzers Index comparison had showed 

statistically non-significant (p>0.05) differences. 

Table No.1: WHO criteria for BMI standard levels 

Category (Groups) BMI(Kg/m2) 

Underweight  < 18.4 Kg/m2 

Normal  18.5- 24.9 Kg/m2 

Overweight  25-29.9 Kg/m2 

Obese  >30 Kg/m2 

Table  No.2: Gender-based comparison of BMI. 

Variable 

                             Gender 

Male (n=250) Female (n=250) 

Frequ-

ency % 

Frequ-

ency % 

BMI 

Underweight 29 11.6% 31 12.4% 

Normal Weight 141 56.4% 147 58.8% 

Overweight 78 31.2% 65 26.0% 

Obese 2 0.8% 7 2.8% 

Table No.3: Gender-based comparison of categories 

of mean BMI. 

Categories of 

Parameter 

Gender  

p-

value 
Male(n=250) 

Mean ±S.D 

Female(n=250) 

Mean ±S.D 

BMI 

Normal weight 22.01±1.80 21.16±2.13 0.157 

Under Weight 17.19±1.07 16.90±0.99 0.128 

Overweight 27.33±1.47 26.67±1.40 0.022 

Obese 31.51±0.68 31.44±0.51 0.889 

P-value< 0.05 significant,  

P-value> 0.05  Non-significant. 

Table No.4: Gender-based comparison of 

Hematological  means values. 

 

Parameters  

 

Gender  

p-

Value 

 

Males 

(n=250) 

Mean ±S.D. 

Females 

(n=250) 

Mean ±S.D. 

Hemoglobin 

(g/dl) 13.75±2.05 12.83±1.96 0.001 

RBC Count  

(x 1012/ l) 5.08±0.71 4.88±0.75 0.001 

MCH (pg.) 27.13±3.73 26.65±4.05 0.079 

MCV (fl) 81.49±8.08 79.82±8.81 0.032 

MCHC(g/dl) 34.33±21.06 32.76±2.50 0.105 

RDW (%) 42.15±10.28 43.44±29.15 0.775 

Mentzers 

Index 16.26±3.22 16.79±3.72 

          

0.121 
1 Mann-Whitney U Test,   P-value< 0.05 significant,  

P-value> 0.05 Non-significant 

DISCUSSION 

Anemia is having the global impact and it is considered 

as major health problem in both developed as well as in 

developing countries. The type of anemia can be 

assessed by doing simple arithmetic calculation of red 

blood cell indices and mentzers index. High BMI 

(overweight and obesity) prevalence has been observed 

in the world. It had been considered as an important 

public health problem in developed and developing 

countries14. Mainly it had been due to the close inter 

relationship between inadequate nutritional status and 

cardiovascular diseases, so that it was resulting in early 

morbidity and mortality due to coronary heart disease 

(CHD)15. High BMI (overweight and obesity) had been 

affected by genetic and environmental factors like 

dietary habits, for example, the preference for quick or 

repeated meals (snacks or junk foods and soft drinks), 

mostly consisting of high-calorie foods 16. In our study, 

the evaluation of gender-based comparison of BMI and 

RBC indices were conducted in Students of Baqai 

Medical University. As we are facing the double burden 

of diseases, that is communicable or infective and non-

communicable or non-infective in our society. Our aim 

was to address prevalence of non-communicable 

diseases like overweight or obesity, anemia and 

thalassemia in our society17.In our study, male and 

female participants were underweight [29(11.6%)vs. 31 

(12.4%)], normal weight [141(56.4%)vs147(58.8%)], 

overweight [78(31.2%)vs65(26.0%)] and with obesity 

[2(0.8%)vs7(2.8%)]. (Table 1.2); our results were 

showing that more females are underweight (12.4%), as 

compared to males (11.6%). Iranian study also 

observed that more females are underweight than males 

(20%vs18.2%)18,  that supports this study. Another 

study carried out on Indian population, also observed, 

that more females were underweight than males with 

the BMI < 18.5 kg/m2 19. This Indian study were also 

strengthens this study. These results would be attributed 

to physiological pubertal growth spurt in females, and 

had been leading to a decline in BMI in adolescence 

period and would suffers many psychological and 

physical disorders like infertility20. 

It had been observed in our study, that the mean Hb%, 

mean RBC count and the mean MCV comparison in 

males and females showed statistically significant 

(p<0.05) differences. (Table-1.4). It had also observed 

in Iranian study, that showed statistically significant 

(p<0.05) differences in mean Hb%21and another study 

also showed statistically significant (p<0.05) difference 

in gender -based comparison as similar results to this 

study, mean Hb%, RBC count22. In this study the mean 

RDW comparison in males (42.15±10.28) and females 

(43.44±29.15) and mean Mentzer Index comparison in 

males (16.26±3.22) and females (16.79±3.72) showed 

statistically non-significant (p>0.05) differences on 
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gender basis. Like this study, similar results showed 

statistically non-significant (p>0.05) of mean RDW in 

asmarian study 21 and an Ethopian study22.These studies 

support this study. There were differences in 

observation on gender basis, that had been attributed to 

a multiple factors including: menstruation; is a period 

of intense activity in girls and may alter the autonomic 

nervous system due to intense hormonal production23, 

hormonal influences of estrogens and androgen 

(testosterone) on erythropoiesis, and the relatively high 

prevalence of iron deficiency anemia in women24-25. 

CONCLUSION 

It is an essential for us to find ways to alleviate the 

burden of non-communicable diseases like obesity, 

anemia and thalassemia worldwide, and to strive 

against malnutrition and thalassemia. 

Recommendations: Lifestyle modification, dietary 

modification, promotion of physical activities and use 

of fruits in diet. Regular BMI, anaemia and thalassemia 

screening programs should be launched in society. 
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ABSTRACT 

Objective: To determine the positions of the nutrient foraminae (NF) in the human adult lower limb long bones. 

Study Design: Descriptive study 

Place and Duration of Study: This study was conducted at the Forensic Medicine and Anatomy Departments of 

Nowshera Medical College, Nowshera and Ayub Medical Colleges, Abbottabad, K.P.K. from March to July 2018. 

Materials and Methods: Thisstudy was done on 90long bones of the lower limb. After inclusion and exclusion 

criteria, total number, position,and direction of all of the foraminae were observed macroscopically. The foraminal 

index was calculated by Hughes H formulae and divided into three types. 

Results: In the case of femora, (79.61%) of NF were located along the middle third of the diaphysis. While rest was 

in Proximal 3
rd

, the distal 3
rd

 had no foraminae. In cases of tibiae, 83.3% were located on the Proximal 3
rd

. The rest 

of NF were located in the middle 3
rd

. The distal3
rd

 had no foraminae. In cases of fibulae, most of the NFwere located 

on the middle 3
rd

 (97.2%). This distal 3
rd

 of the bones had rest of the foraminae (2.8%). 

Conclusion: Our study confirmed the previous reports regarding the number and position of the NF in the human 

long bones of the lower limbs. The variation in NF is also very important in forensic radiology, anthropometry, and 

differentiation of human and non-human bones. 

Key Words: Femora, Tibiae, Fibulae, Nutrient Foraminae, Diaphysis. 
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INTRODUCTION 

Skeleton of the human body consists of two hundred 

and thirteen bones, not including the sesamoid bones
1
. 

The axial system consists of seventy-four bones; the 

appendicular system consists of hundred and twenty-six 

bones, ear bones which are six in number. During life 

each bone undergoes modeling and also helps to 

remove the old bone, which is damaged is replaced by 

the new and the strength of bone is preserved by 

producing mechanically stronger bone
2
.  

Four categories of bones are present; long bones, short 

bones, flat bones, and irregular bones. 
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The lower limb bones are long bones; femur, tibia, 

fibula, metatarsals, and phalanges. Their formation is 

both by endochondral and membranous ossification, 

while flat bones develop by membranous bone 

formation
3
.  

Skeleton provides structural support to the body, acts as 

levers for the muscles by permitting movement, 

protects internal organs, maintain the mineral and acid-

base balance in the body. The bones are also a reservoir 

for the cytokines and the factors that help in the growth. 

Blood cells are also produced by the marrow of shaft 

(diaphysis) of the long bone
4
. Primarily dense cortical 

bone makes the diaphysis while trabecular bone forms 

other parts, covered by a thin shell of dense cortical 

bone
5
. 

The blood circulation is necessary for the maintenance 

of bone vitality, osteogenesis, growth and repair after 

injuries
6
. The long bones blood supply is usually by 

three different vessels:the nutrient arteries and the 

periosteal vessels, epiphyseal-metaphyseal vessels at 

the ends of bones, one or more arteries that enter the 

diaphysis 
7
.The six groups of arteries of long bones are: 

proximal epiphyseal, proximal metaphyseal, distal 

metaphyseal, diaphyseal nutrient, periosteal arteries 

anddistal epiphyseal. The adjacent groups of arteries 

anastomose freely with each other and help in 

compensation
7
. A nutrient artery does 10% blood 

supply to the diaphyseal cortex and 90% to marrow.  
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Itdivides into ascending and descending branches after 

entering the diaphysis. The lateral branches radially 

extend outwards from the endosteal surface towards the 

diaphyseal cortex, supplying the Haversian canals and 

thus supplying the cortex. The terminal branches of the 

main ascending and descending branches of the nutrient 

artery supply ends of the bones. 

All the bones possess either small or large foramina, 

and these serve asan entrance of the blood vessels. 

These foramina are called as the "Nutrient Foramina." 

They are larger, particularly in the long bone shafts 

where these lead into a nutrient canal,and then in the 

medullary cavity
9
.The nutrient canals are found in both 

the long and the irregular bones.Nutrient arteries and 

veins pass through these canals. In long bones, these 

foramina are found in the shaft while in irregular bones 

these are found in other locations. 

Variation in direction of nutirent foramina is well 

established. It is determined by the osteogenitically 

activeend of the bone. The nutrient vessels move away 

from the growing end of the bone. Besides, 

radiological, anthropological and anatomical, it is also 

important to know about the position, direction and 

foraminal index for surgeons and medico-legal 

cases
10,11.12

. For forensic anthropological cases, NF are 

used to determine gender and differentiate between 

human and non-human bones
13,14

. Even though, some 

novel forensic techniques like virtposy and CT imaging 

has beensuggested for measuring the circumference, 

area of the entrance, length and angle of the canal, of 

the foramen
15, 16

.
 

Keeping its anatomical and forensic importance in 

view, it is a very subtle and vital to know variation of 

nutrient foramen in our setup, therefore, we attempt to 

determine the positions of the nutrient foraminae in the 

human adult lower limb long bones. 

MATERIALS AND METHODS 

This descriptive study, conducted on 90 (30 femora, 30 

tibiae, 30 fibulae) lower limb long bones obtained from 

Bone collections and osteology sections of 

Forensic/AnatomyDepartments of Nowshera Medical 

College, Nowshera, and Ayub Medical College, 

Abbottabad, K.P. Pakistan after taking ethical approval 

from the said institutions. These bones were cleaned, 

dried and evaluated by the authors of respective 

departments and, then placed back into same 

collection/section.The age, race and sex of the bones 

were not determined. The NFwere included which were 

present on the diaphysis of the bones. All fractured 

bones and thosewith gross pathological deformities or 

NF not well-defined or present at the ends of bones 

orforamina smaller than a size 24 hypodermic needle 

were excluded. A magnifying lens(12X) was used in 

the macroscopic examination of the bones. Direction 

and Obliquity was confirmed with a stiff wire.The 

NFwere observed as related margins with a proximal 

groove. The position of the foramina in relation to 

specific borders on surfaces of the diaphysis was 

analyzed. Measurements were taken using an INOX 

sliding caliper.The foraminal index (FI) was calculated 

by applying the Hughes H formula.Total length of 

bones was taken as the distance between: 

proximal part of head of femur and distal 

aspect of medial condyle--Femur 

proximal margin of medial condyle and tip of 

medial malleolus--Tibia 

apex of head of fibula and tip of lateral 

malleolus--Fibula 

According to FI the subdivisions of position of 

foramina, it was divided into following three types: 

Type 1: Up to 33.33, in proximal third of 

bone. 

Type 2: From 33.33 up to 66.66, in the middle 

third of bone.  

Type 3: Above 66.66, in distal third of bone. 

The statistical analysis was carried out using SPSS-21. 

The descriptive statistical analysis was performed 

through frequency tables and the calculation of central 

tendency and variability measures 

RESULTS 

In femur, the NF were present along the middle third. 

The foramen index ranged between 29.71 and 62.50% 

of the bone length (Table-1).  

Table No.1: The range, mean ±, standard deviation 

(SD) of foraminal indices of the Femur. 

Position Side Range Mean ± SD 

Between the two 

lips of liean aspera 

R 

L 

36.06-

62.50 

37.06-

38.30 

46.00±11.55 

37.63±00.75 

Medial lip of liea 

aspera 

R 

L 

37.26-

60.28 

43.8-

59.10 

52.54±9.48 

54.93±7.27 

Lateral lip of linea 

aspera 

R 

L 

35.32-

61.12 

35.80-

51.50 

46.25±10.16 

41.70±8.55 

Posterio medial 

surface 

R 

L 

45.10-

59.04 

55.10-

60.50 

55.47±5.81 

57.18±3.03 

Medial to spiral line R 

L 

29.71-

31.92 

- 

31.12±00.91 

- 

Gluteal Tuberosity R 

L 

31.70-

34.20 

31.80-

37.25 

33.07±1.26 

34.06±2.87 
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Out of 48 NF of femur, 10 (20.8%) were in Type-1,and 

38 (79.16%) were Type-2. No NFwere seen in the distal 

third (Type-3) (Table-2). Out of all femoral NFof 

femur, 10 (20.8%) were on the medial lip of the linea-

aspera, & 7(14.5%) on the lateral lip of linea-

aspera(Table-3).  

Table No.2: According to Femoral Index, types of 

Position and direction of nutrient foramina in the 

long bones of lower limb 

Bone Position Direc-

tion 

 Type-1 Type-2 Type-3  

Femur 10 

(20.8%) 

38 

(79.16%) 

- Proxim

ally 

Tibia 25 

(83.3%) 

5 

(16.6%) 

- Distally 

Fibula - 35 

(97.2%) 

1 

(2.7%) 

28 

Distally 

8 

Proxim

ally 

Table No.3 Position, Number and Percentage of 

Nutrient Foramina observed in Femora 

Position Total number 

of foramina 

%tage 

Between the two lips of 

linea aspera 

9 18.75% 

Medial Lip of linea 

aspera 

10 20.8% 

Lateral Lip of linea 

aspera 

7 14.5% 

Posteromedial Surface 10 20.8% 

Postero lateral Surface 3 6.25% 

Medial to spiral line 3 6.25% 

Gluteal Tuberosity 6 12.5% 

Table No.4: The range, mean ± standard deviation 

(SD) of foraminal indices of the Tibia. 

Position Side Range Mean ± SD 

Posterior 

Surface 

(midway 

between 

interosseous 

border and 

soleal line) 

R 

L 

27.90-

31.48 

27.79-

34.14 

 

29.47±1.43 

31.24±2.62 

Posterior 

Surface 

(close to 

interosseous 

border) 

R 

L 

28.50-

32.10 

26.47-

35.48 

30.25±1.45 

30.56±3.06 

 

The NF,in cases of tibiae were located with the foramen 

index ranging between 26.47 and 35.48% of the bone 

length (Table-4).Out of 30, 25 (83.3%) were Type-1 

and 5 (16.6%) Type-2. No Type-3 NF were 

seen.(Table-2).All NF were present on the posterior 

surfaces of the tibiae, 17 (56.6%) closer to the 

interosseous border (Table-5) 

All the NF of fibulae were present at the middle third of 

the bone. The foramen index ranged between 35.16 and 

67.70% of the bone length (Table-6).  

Out of 36 NF, 35 (97.2%) were in the middle third 

(Type-2) and 1 (2.7%) at the distal third (Type-3). No 

NF in the proximal third (Type-1) (Table-2). 

Out of all the fibular NF, 26(72.2%) were at the medial 

crest of the posterior surface (Table-7). 

Table No.5: Position, Number and Percentage of 

Nutrient Foramina observed in Tibiae 

Position Total 

number of 

foramina 

%tage 

Posterior Surface (midway 

between interosseous border 

& soleal line) 

10 33.3% 

Posterior Surface ( close to 

interosseous border) 

17 56.6% 

Posterior Surface (close to 

the soleal line) 

3 10% 

Table No.6: The range, mean ±, standard deviation 

(SD) of foraminal indices of the Fibula 

Position Side Range Mean ± SD 

Posterior Surface 

(on the  medial 

crest) 

R 

L 

35.16-

61.70 

36.21-

50.10 

44.99±8.04 

43.17±4.05 

Posterior Surface 

(between medial 

crest and 

interosseous border) 

R 

L 

36.01-

65.30 

40.20-

67.70 

52.71±13.00 

55.02±12.74 

Table No.7: Position, Number and Percentage of 

Nutrient Foramina observed in Fibulae 

Position Total 

number of 

foramina 

%tage 

Posterior Surface (on the 

medial crest) 

26 72.2% 

Posterior Surface (between 

medial crest and 

interosseous border) 

9 25% 

Lateral Surface 1 2.77% 

DISCUSSION 

In our study, the nutrient foramina (NF) (79.61%) were 

located along the middle third of the femur, while the 

rest were located in the proximal third, while the distal 

third of the femur had no NF. These results fit with 

other studies
17,18,19,20

. Forriol Campos reported that the 

location in the linea-aspera is 93.4% of the bones 
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whereas NF is closer to the hip joint
21

. In our study, 

54.05% of the NFwere located along the linea-aspera. 

In previous studies conducted by Longia, et al., Others 

also showed the familiar result
17,20,22

. In our study on 

Tibia, 83.3% of the NF were located on the proximal 

third of the tibiae, and the foramen index ranged 

between 26.47% and 35.48% of the bone length. The 

distal third of the tibiae did not have any foramina. This 

is in accordance to some previous studies
17,18,21

. 

However, one study reported that the most of the tibiae 

had NFin the middle third with the foramen index 

ranging from 27%to 63% of the bone length. In our 

study, all the NFwere located on the posterior surface of 

the tibiae. The distal third of tibiae have delayed 

healing when the fractures of this region occur. The 

reason for this is the decreased blood supply in this 

region 
19

. 

 

In our study of the fibulae, most of the NFwere located 

on the middle third of the bone (97.2%) and the 

foramen index ranged between 35.17% and 67.78% of 

the bone length. The distal third of the bone had (2.8%) 

of the rest of the NF. This isin accordance with the 

previous studies by
17, 18, 19

. Contrary, Guo stated that the 

majority of the NF were present in the proximal third of 

the fibulae
23

. 

In our study, 72.2% of the NF were present on the 

medial crest and 25% on the posterior surface and is 

supported by many other authors 
17,18,19,21,24

. However, 

one study showed that the majority of the foramina 

were present on the medial surface of the fibula
20

.  

Collipal and McKee stated that the NF were located in 

the middle third of the fibulae and this segment must be 

used for the transplant so that the implant  

includes endosteal vascularization and peripheral 

vascularization
18, 24

. 

In all bones, NF were mostly located on posterior 

surface. As Kizil Kanat stated that the area of the bone 

with maximum muscle attachment was directly 

relatedwith the requirement of a continuous blood 

supply
19

. The reason for this may be that the flexor 

muscles are stronger and more active and need 

increased blood supply as compared to the extensor 

muscles of upper and lower limbs. 

CONCLUSION 

Our study confirmed the previous reports regarding the 

number and position of the nutrient foramina in the 

human long bones of the lower limbs. It also provide 

further information on the morphology, foraminal 

index, and topography of the nutrient foramina. Its 

variation is also very important in forensic radiology, 

anthropometry and differentiation of human and non-

human bones. So further studies are needed to acquire 

such objectives.A good understanding of the 

characteristic morphological features of the nutrient 

foramina by the orthopedic surgeons and forensic 

specialistis recommended. 
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Topiramate for Migraine 

Prophylaxis in Children 
Syed Fawad Saleem, Imran Qaisar and Abdul Rehman  

ABSTRACT 

Objective: To determine the efficacy and safety of topiramate (TPM) for profylaxis of migraine in children 

Study Design: Quasi-experimental study 

Place and Duration of Study: This study was conducted at the Pediatric Department, Bahawal Victoria Hospital 

affiliated with Quaid e Azam Medical College, Bahawalpur from January 2018 to November 2018. 

Materials and Methods: A total of 60 children with migraine, aged 5 to 15 years, fulfilling the inclusion and 

exclusion criteria, were enrolled. TPM as 2 mg / kg / day was used twice a day in equally divided dosage. Monthly 

frequency, headache’s duration along with its severity and pedMIDAS score were noted prior and after three month 

of TPM therapy.  

Results:  Out of a total of 60 children, majority of the children, 35 (58.3%) were female, had migraine type without 

aura 37 (61.7%) and family history of migraine in 49 (81.7%). Mean age of the children was 9.77+2.8 years whereas 

mean age of migraine onset amongst all the children was 7.43+ 2.9 years. When children with good response of 

TPM were compared with no good response,  headache frequency (monthly), headache severity, duration of 

headache and headache disability (pedMIDAS) was significantly decreased after TPM treatment (p value < 0.05). 

Conclusion: TPM was found to be effective and safe in children for prophylaxis of migraine. TPM reduced 

frequency, severity along with duration and disability of migraine headache with very few side effects. 

Key Words: Headache, severity, frequency, topiramate, Migraine 

Citation of article: Saleem SF, Qaisar I, Rehman A. Topiramate for Migraine Prophylaxis in Children. Med 

Forum 2019;30(3):71-74. 

INTRODUCTION 

In children, migraine is considered as a frequent 

neurological disorder. Prevalence of migraine varies 

from 5 to 17% while both male and female children are 

affected equally before puberty, but following puberty, 

its prevalence increases 2 to 3 folds in girls.1-3 

In the last few decades, numerous diagnostic criteria for 

migraine have been in practice but International 

Classification of Headache Disorders (ICHD-II) for 

children migraine published in 2004 stands well 

accepted around the world.4 

Over the years, lifestyle changes have been advised 

including avoiding those foods along with practices and 

environmental factors that may initiate attack of 

migraine.5,6 It has been stated multiple times that 

epilepsy and migraine share some common features.9,10 

Some new antiepileptic options like topiramate (TPM) 

and levetiracetam are showing reduction in frequency  
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of headache. TPM is proving efficient in adult 

populations for the prevention of migraine. Very few 

studies are available assessing the efficacy and safety 

aspects of TPM in children. 7 Exact mechanism of 

action of TPM is still not clear.8 As TPM is given in 

low doses for prophylaxis of migraine, some 

uncontrolled trials confirmed the efficacy of TPM for 

prophylaxis of migraine7,11,12 but more work is needed 

to establish the efficacy and safety of TPM, especially 

in pediatric population so this study was planned. 

The objective of the study was to determine the efficacy 

and safety of TPM for prophylaxis of migraine in 

children. 

MATERIALS AND METHODS 

This was a quasi-experimental trial, conducted from 1st 

January 2018 to 30th November 2018 at Pediatric 

Department, Bahawal Victoria Hospital, affiliated with 

Quaid e Azam Medical College, Bahawalpur. The study 

was approved by local ethical committee. Verbal 

consent was acquired from parents / guardians of all the 

children participating in this study. 

A total of 60 children with migraine headache as per 

ICHD-II criteria4 for a minimum period of 6 months 

prior to study, aged 5 to 15 years, history of no 

migraine treatment, had 1 or more migraine episodes 

per week, or those children who had disabling 

(PedMIDAS > 20) headaches, were enrolled for this 

study. Children with metabolic acidosis, any type of 

renal dysfunction or kidney stones, any type of 
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systemic illness, other headache types that were not 

migraine were excluded from this study.  

Children were given TPM as 2 mg per kg per day in 

equally divided 2 doses. All children enrolled in the 

study were asked to visit for consecutiver 3 months. 

Information regarding frequency as well as severity, 

along with duration of headache (pedMIDAS 

scoring),13 duration were noted prior to the start of 

study period as well as after 3 months of TPM 

treatment. Headache’s severity was evaluated by 

enquiring from every child as per visual analogue acale 

(VAS)14 according to a ten point scaling where no pain 

was considered as a score of zero and most severity of 

pain was recorded as a score of 10. A monthly pain 

reduction of > 50% was taken as a “good” response. 

The side effects of TPM during the study period were 

also noted. Children’s parents or guardians were 

interviewed to collect all the relevant information. 

SPSS version 20 was used for data entry and analysis. 

Chi square test was applied to analyze qualitative data 

and t test was used to analyze quantitative data. Thep 

value < 0.05 was considered as statistically significant. 

RESULTS 

Out of a total of 60 children, 35 (58.3%) were female. 
There were 37 (61.7%) children having migraine type 
without aura and family history of migraine was 
positive in 49 (81.7%). Mean age of the children was 
9.77 years with standard deviation of 2.8 years whereas 
mean age of migraine onset amongst all the children 
was 7.43 years with standard deviation of 2.9 years. 
Amongst all the children, 44 (73.3%) children had good 
response (reduction of > 50% headache frequency 

monthly). There were 17 (38.6%) male and 27 (61.4%) 
female with good response in comparison to 8 (50.0%) 
male and 8 (50.0%) female children with no good 
response. This difference was not statistically 
significant (p value = 0.430 )as shown in table No-1. 
When children of both groups were compared for age, 
the mean age of children with good response was 9.64 
with standard deviation of 2.7 years in comparison to 
10.13 years with standard deviation of 2.9 years (p 
value = 0.567) as shown in table No-1. 
The mean age of migraine onset in children with good 
response was 7.41 years with standard deviation of 2.8 
years in comparison to mean of 7.50 years with 
standard deviation of 3.2 years in children with no good 
response (p value = 0.920). Type of migraine and 
family history of migraine amongst children of both 
group were also not statistically significant (p value > 
0.05) as shown in table No-1. 
When headache characteristics of children in both 
groups were compared, headache frequency (monthly) 
was significantly decreased after treatment with TPM 
(p value = 0.0001). Similarly, headache severity, 
duration of headache and headache disability 
(pedMIDAS) was also significantly decreased after 
TPM treatment (p value = 0.0001) as shown in table 
No-2. 
Hyperthermia was found to be the most frequent side 
effects that was experienced by 8 (13.3%), followed by 
anorexia in 5 (8.3%), weight loss in 4 (6.7%) and 
paresthesias in 1 (1.67%) but these side effects resolved 
4-7 days and did not cause interference in daily 
activities of life. 

 

Table No.1: Frequency of Good response with regards to different characteristics studied 

Characteristics Good Response P value 

Yes (n=44%) No (n=16) 

Gender Male 17 (38.6%) 8 (50.0%) 0.430 

Female 27 (61.4%) 8 (50.0%) 

Age in Years (mean+SD) 9.64 + 2.7 10.13 + 2.9 0.567 

Age of Migraine onset (mean+SD) 7.41 + 2.8 7.50 + 3.2 0.920 

Type of Migraine With Aura 16 (34.6%) 7 (43.8%) 0.603 

Without Aura 28 (63.6%) 9 (56.3%) 

Family History of 

Migraine 

Yes 37 (84.1%) 12 (75.0%) 0.421 

No 7 (15.9%) 4 (25.0%) 

Table No.2: Headache Characteristics of the children before and after TPM treatment 

Headache Characteristics Time (Mean + Standard Deviation) P value 

Before Treatment After Treatment  

Headache Frequency (Monthly) 13.85 + 6.2 6.10 + 2.3 0.0001 

Headache Severity 7.20 + 1.6 3.97 + 1.8 0.0001 

Duration of Headache (in hours) 2.06 + 0.8 1.34 + 0.7 0.0001 

Headache Disability: pedMIDAS 32.28 + 5.9 17.30 + 4.5 0.0001 
 

DISCUSSION 

Prophylactic treatment of migraine has been proposed 

by many researchers but best treatment consists of an 

individual approach tailored for an individual child 

including both pharmacological and non 

pharmacological options.15,16  Non pharmacologic 

options include following specific patterns of sleep, 
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diet, reduction of stress and doing recommended 

exercises, all these can prove helpful.15,17 

Pharmacological options for prophylaxis of migraine 

include beta blockers, calcium channel as well as 

serotonin antagonists, anti epileptics and different anti 

depressants.18,19  TPM belongs to anti epileptics that has 

been found to have effectiveness and safe in the last 

few years.7, 11, 12, 18,19 Most of the trials assessing safety 

and efficacy of TPM in migraine prophylaxis has been 

conducted in adults so this study was planned to share 

our local experience. 

Studies from around the world have noted good 

response of TPM varying from 55-100%.11, 20-23 In the 

current work, we noted the good response of TPM in 

73.3% children. Our findings were very similar to what 

Fallah R et al24 found where they noted the good 

response in 74% patients. Varying results in response to 

TPM could possibly be due to variation in demographic 

as well as difference in sample size and study 

methodologies. 

In the present study, headache duration dropped from 

2.06±0.8 hours to 1.32 + 0.7 hours. Our results in this 

aspect were very similar to another study conducted in 

Iran24 where they noted it to decrease from 2.28 to 0.94 

hours. It has been documented that migraine duration in 

children is shorter in comparison to adults.4 

We found TPM to reduce pedMIDAS scoring 

significantly thus improving headache disability as well 

as severity of headache as per VAS scoring. These 

results were very similar to what Unalp A et al25 and 

Lakshmi CV et al found in their studies.26 

Hyperthermia was found to be the most frequent side 

effects in this study that was experienced by 8 (13.3%) 

children with TPM, followed by anorexia in 5 (8.3%) 

and weight loss (6.7%). This pattern was very similar to 

what Fallah R and colleagues found in 201324 but our 

results were different from other two trials21, 28 where 

weight loss was turned out to be the commonest side 

effect. In another study comparing TPM with placebo 

found upper RTI and paresthesia as the commonest 

occurring side effects with TPM but none of these were 

of any serious concern.21, 23 

Our study had some limitations as it did not have 

placebo or any comparable group. We also did not 

assess the cognitive aspects of children in this study. 

More studies with bigger sample size are required to 

further establish the effectiveness and safety of TPM. 

CONCLUSION 

TPM was found to be effective and safe in children for 

prophylaxis of migraine. TPM reduced frequency, 

severity along with duration and disability of migraine 

headache with very few side effects. 
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Comparison of Bilateral 

Lateral Rectus Recession versus 

Unilateral Rectus Recession Along With Medical Rectus 

Resection in Patient with Large Angle Exotropia: A 

Randomized Controlled Trial 
Sidra Naseem1, Fuad Ahmad Khan1 and Rehana Gull2 

ABSTRACT 

Objective: To compare outcome of bilateral lateral rectus recession (BLR) versus unilateral lateral rectus recession 

along with medial rectus resection (RR) in patients with large angle exotropia. 

Study Design: Randomized control trial 

Place and Duration of Study: This study was conducted at the Department of Ophthalmology Unit, Holy Family 

Hospital, Rawalpindi from January 2017 to November 2017. 

Materials and Methods: A total of fifty patients (25 in each group) were finally enrolled and underwent surgical 

correction of extropia. Patients with large angle exotropia of > 100 PD were enrolled and were randomly assigned to 

two treatment groups. Group A underwent BLR and Group B underwent RR procedures. Patients were followed for 

6 months and successful alignment rate was estimated. 

Results: At six month after surgery, 14 patients (56%) in the BLR group achieved successful alignment, while in RR 

group, 18 patients (72%) patients achieved successful alignments. A total of 10 patients (40%) had under correction 

of 10-14 PD and 1 patient (4%) had under correction of 25 PD in the BLR group; while RR group showed 4 patients 

(16%) had under correction of 10-14 PD; 2 patients (8%) had under correction of 25PD and 1 (45) had under 

correction of  40PD (P=0.221). 

Conclusion: There is no significant difference in successful alignment rate at six month after surgery in both groups. 

We suggest further longitudinal studies with larger samples size and with longer duration of follow up. 

Key Words: Intermittent exotropia, bilateral lateral rectus recession, Unbilateral lateral rectus recession 
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INTRODUCTION 

The incidence of intermittent exotropia (IXT) is 32.1 

per 100,000 children under 19 years of age and it is one 

of the most common type of exotropia in adolescents 

and children. Intermittent exotropia οϲϲurs mοre 

frequently in Asian populations and in females.1,2 A 

variety of treatments have been proposed for 

intermittent exοtrοpia.  
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However, no single treatment has proven superior for 

all cases, and long-term follow-up demonstrates a high 

recurrence rate regardless of initial therapy.3 There are 

no clear clinical guidelines for management of 

intermittent distance exotropia. The current literature is 

lacking large randomized prospective trial for IXT. 

Most of the research on this problem consists of 

retrospective reviews, which are difficult to analyze 

and compare due to variations in definition, 

intervention criteria and outcome measures.4 Various 

Studies have been done to assess the best treatment 

option for intermittent exotropia. The conclusion 

derived from the reports showed that preoperative 

orthoptic/occlusion therapy followed by surgery yields 

superior results in comparison to surgery only.5 there 

seems to be a consensus that non-surgical measures are 

better in small angle deviations or as an adjunct to 

surgery.6 however, the controversy exists for 

appropriate surgical method. Two different methods 

have been described i.e. bilateral lateral rectus 

recession (BLR) and unilateral lateral rectus recession-

medial canthal resection (RR). Different studies have 

shown different results while comparing RR with BLR 

Original Article Rectus Recessions with Rectus 

Resection in Pts having Large 

Angle Exotropia 
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procedure to improve the angle of deviation for 

treatment of IXT in children. The BLR success rate 

varies from 41% to 83%,7-10 whereas that of RR varies 

from 32.3% to 85.1%.11 

Although non-surgical options are less effective to 

improve angle of deviation, they have less associated 

adverse effects.12  Up till now the mainstay of treatment 

adopted to achieve redundant ocular alignment and 

binocular single vision is surgery, however, there is still 

a debate on appropriate surgical method. As discussed 

earlier, there is limited clear cut evidence to prove 

superiority of either of procedures (BLR vs RR) for 

treatment of IXT in children, present study was 

designed to compare the two different types οf surgeries 

for the treatment of large angle exοtrοpia (>45PD) in 

our local population. Several studies have been 

ϲοnduϲted in different parts of world ϲοmparing 

οutϲοmes οf RR and BLR but data οn this subjeϲt is 

minimal in οur ϲοuntry. Our main aim was tο ϲοmpare 

οutϲοmes οf bilateral lateral reϲtus reϲessiοn with 

unilateral lateral reϲtus recessiοn-medial reϲtus 

reseϲtiοn in patients with large angle exοtrοpia.  

MATERIALS AND METHODS 

It was a Randomized controlled trial conducted at 

Department of Ophthalmology, Holy Family Hospital, 

Rawalpindi between 1st January 2017 to 30th November 

2017. A total of fifty (n=50) patients of all age groups 

irrespective of gender presented with large angle 

exotropia of >100PD were enrolled. All the patients 

were randomly assigned to two treatment groups using 

lottery method. Group A underwent bilateral lateral 

rectus recessions (BLR group) or the unilateral 

recess/resect procedure (RR group) based on the largest 

angle measured at distance or near were included. 

Patients were followed for 6 months. Final successful 

alignments rates, visual acuity, diplopia and other 

factors associated with under correction or over 

correction were evaluated. Statistical software SPSS 21 

was utilized for data description and analysis. 

RESULTS 

At six month after surgery, 14 patients (56%)  in the 

BLR group achieved successful alignment, while in RR 

group, 18 patients (72%) patients achieved successful 

alignments. A total of 10 patients (40%) had under 

correction of 10-14 PD and 1 patient (4%) had under 

correction of 25 PD in the BLR group; while RR group 

showed 4 patients (16%) had under correction of 10-14 

PD; 2 patients (8%) had under correction of 25PD and 1 

(45) had under correction of  40PD (table 1). The 

difference was not statistically significant (P=0.221) 

(Table 1). 

 

 

Table No.1: Outcomes at six month post-surgery in 

both groups 

Alignment 
Group P 

value BLR RR 

Successful 14 (56.0%) 18 (72.0%) 

0.221 

Under correction 

of 10-14PD 
10 (40.0%) 4 (16.0%) 

Under correction 

of 15-25PD 
1(4.0%) 2 (8.0%) 

Under correction 

of 26-40PD 
0 (.0%) 1 (4.0%) 

DISCUSSION 

As clinical guidelines to manage intermittent distance 

exotropia were lacking, so, the present study was 

designed to compare outcomes of BLR vs RR 

procedures in patients with large angle exotopia in our 

population. Our study results showed at six month after 

surgery, 14 patients (56%) in the BLR group achieved 

successful alignment, while in RR group, 18 patients 

(72%) achieved successful alignments. A total of 10 

patients (40%) had under correction of 10-14 PD and 1 

patient (4%) had under correction of 25 PD in the BLR 

group, while RR group showed 4 patients (16%) had 

under correction of 10-14 PD, 2 patients (8%) had 

under correction of 25PD and 1 (4%) had under 

correction of  40PD (P=0.221). In a similar study, Kim 

et al aimed to evaluate the long-term results of 2-

muscІe surgery in children with primary large-angle 

exotropia, comparing BLR with RR. They found 

successful alignment in 60.4% of the patients, 

recurrence rate of 33.3% and overcorrection in 6.3% of 

the patients in which bilateral lateral rectus recession 

was performed. On the other hand, in RR group, 68.4 % 

of the patients showed successful alignment, 26.3% 

recurrence and overcorrection in 5.3%. Recurrence 

rates and successful alignment were not statistically 

significant in both groups (P=0.640 and 0.31 

respectively) however overcorrection was significant in 

RR group (P=0.014) until two years after surgery, but 

after that duration there was no significant difference 

(P=1.000). The patients having exodeviation of >45PD, 

the RR procedure showed better alignment at the final 

examination (P=0.006).14 The results are similar to our 

study, however the difference in successful alignment 

between RR and BLR group was not statistically 

different in our study. This may be attributed to 

difference in the sample size, which was smaller in our 

study as compared to their study (50 vs 86). Moreover, 

they reported their findings on final examination at two 

years after surgery while we presented our resuІts at six 

months. 

Choi reported that outcomes of their surgery were 

measured according to postoperative angle of deviation 

as overcorrection (esophoria/tropia >5PD), success  
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(esophoria/tropia <5PD to exophoria/tropia <10PD), or 

under correction/recurrence (exophoria/tropia >10PD). 

The comparative results of both groups were assessed at 

first post operative day, at one month, six months, one 

year, two years and at final examination. They found no 

statistical difference in both the groups with P>0.05. 

These results are quite similar to present study results. 

However, if the final results are compared between the 

two groups at a mean of 3.8 years after surgery, Choi J 

found that success rate in BLR group was significantly 

higher i.e. 58.2% than in the RR group 27.4% (P<0.01). 

The possible reason may be high recurrence rate in RR 

group.8 We did not follow the patients beyond six 

months and did not measure the recurrence rate. In 

another similar study, Bang SP, et al compared long-

term surgical outcomes after BLR and RR procedures 

for the basic-type intermittent exotropia. They enrolled 

patients for five years duration who underwent ≥5 years 

of foІІow-up. Successful outcome was defined as 

(esophoria/tropia ≤8PD to exophoria/tropia ≤8PD), and 

under correction/recurrence (exophoria/tropia >8PD). 

Results were compared at the end of first post operative 

week, at one and six months, one, two, three, four and 

five years. They found that the results of BLR group 

were statistically better than that of  other group at six 

months after surgery (97.3% vs 82.3%, P=0.045) and at 

one year (91.9% vs 74.2%, P=0.040) respectively.15 

From the results, author concluded that the recurrence 

rate of exotropia was high in RR group as compared to 

BLR group, six months after surgery and lower success 

rate in RR group at the end of five years after 

procedure. We, however, in our study did not measure 

recurrence rates and measured final outcomes at six 

months. At six months our results are similar to Bang 

SP et al, however, the difference between both groups 

was not statistically significant likely due to relatively 

smaller sample size in our study. 

In contrast to our study results, Jeoung et al13  reported 

higher rate of satisfactory outcomes in RR group when 

compared with BLR (83.3% vs 48.3% respectively). 

They also reported that cumulative probability of 

surgical success was significantly higher in the RR 

group than in the BLR group (P = 0.012). These 

contrasting results from our study are likely due to 

difference in defining the satisfactory outcomes. They 

defined an outcome was considered satisfactory in 

relative terms (a difference of 10 prism diopters of 

exophoria/tropia and 10 prism diopters of 

esophoria/tropia from baseline at 6 months after 

surgery). On the other hand we defined successful 

outcome in absolute terms i.e. <10 PD. Wang L studied 

the results of both procedures in 85 patients aged 

between 3 to 15 years and did follow up for 6 months. 

Surgical outcomes were defined as successful 

(esophoria/tropia <5PD to exophoria/ tropia <8PD). 

Their mean follow up was of 14.8+9.5 months. They 

found successful results in RR group (85.1%) vs BLR 

group (65.8%). They found that RR is more effective 

than BLR procedure for basic type IXT in children.9 

The possible explanation for recurrence in patients with 

IXT after RR procedures was identified as age of 

deviation onset, was described recently by Lim et al.16 

However there was no explanation of the relevance of 

onset age to recurrence of problem in that study. The 

prognostic factor for the recurrence after BLR 

procedure to treat IXT were also studied by the same 

group.17 They found that the onset age of deviation was 

not significantly predictive of recurrence therefore 

further studies are necessary to evaluate the predictive 

value of onset age with respect to deviation. We did not 

take into account the age of onset of deviation in the 

present study. However, we suggest further studies in 

this regard. 

CONCLUSION 

Present study did not show any significant difference in 

successful alignment rate at six month after surgery in 

both groups. We suggest further longitudinal studies 

with larger samples size and with longer duration of 

follow up. 
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Comparison of Topical Versus 

Peribulbar Anaesthesia during 

Phacoemulsification for Cataract 
Qasim Latif Chaudry1, Sidra Naseem2 and Rehana Gull3 

ABSTRACT 

Objective: To determine the outcome of topical versus peri-bulbar anesthesia in cataract surgery. 

Study Design: Randomized control trial. 

Place and Duration of Study: This study was conducted at the Department of Ophthalmology Unit 1, Jinnah 

Hospital ,  /Allama Iqbal Medical College Lahore from January 2013 to January 2014. 

Materials and Methods: Total 200 patients were divided randomly in two groups by the help of random number 

table; Group A patients were given topical anaesthesia and group B peribulbar anaesthesia. Pain assessment was 

done 10 minutes after the anaesthesia by Visual Analogue Scale. All the patients were operated by 

phacoemulsification technique. On 1st post operated day patient satisfaction was assessed by asking that whether he / 

she like same anaesthesia in future in terms of yes or no. 

Results: Out of 100 cases with topical anaesthesia, 51% of the patients experience no pain while 49% were with 

mild pain but in case of peri-bulbar anaesthesia, 66 % of the patient felt no pain to mild pain. Similarly, in 

comparison to topical anaesthesia where all of the patients were satisfied with the anaesthesia, up to 72% of patients 

were satisfied with peri-bulbar anaesthesia. 

Conclusion: Good level of anaesthesia and more patients’ satisfaction could be achieved by topical anaesthesia as 

compared to peribulbar anaesthesia. 

Key Words: Topical anaesthesia, Peribulbar anaesthesia, Phacoemulsification. 

Citation of article: Chaudry QL, Naseem S, Gull R. Comparison of Topical Versus Peribulbar Anaesthesia 

during Phacoemulsification for Cataract. Med Forum 2019;30(3):79-82. 

INTRODUCTION 

Based on WHO’s study over the global population in 

2002 (updated in 2004), results showed that thirty 

seven million people are blind globally. The number of 

new cases of blindness in Pakistan is 1.0%.1 Most of 

the factors responsible for this blindness are related 

with eye problems. Out of these, cataract causes loss of 

vision in 17.6 million people which is approximately 

thirty percent of all global blindness.2,3 In a survey 

conducted by Dineen et al 4 in 2007, the most common 

cause of  loss of vision in Pakistan is cataract (51.5%; 

defined as <3/60 in the better eye on presentation) with 

corneal opacity, uncorrected aphakia and glaucoma to 

follow by 11.8%, 8.6% and 7.1% respectively. 
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Surgery is the mainstay of treatment for cataract and 

comprises of removal of opacified lens material along 

with placement of intraocular lens. After surgery nearly 

90% of cataract patients can have a corrected vision of 

20/40 or more.5 Anesthesia for cataract surgery varies 

from eye drops (topical) to peri-bulbar (next to eyeball) 

or retro-bulbar (behind the eye). The associated patient 

anxiety can be reduced by additional oral or 

intravenous sedation or rarely general anesthesia. 

General anesthesia is mostly required in children and 

adults having psychiatric or medical problems. Retro-

bulbar block provides akinesia of extra-ocular muscles. 

The mechanism of retro-bulbar anesthesia involves 

blocking of cranial nerve II, III and VI ( the nerves 

responsible for globe movements). This block 

remained popular for ages but had been replaced by 

peri-bulbar anesthesia since 1986 due to its higher 

complication rate (hematoma, optic nerve damage, 

globe perforation and blindness). 6,7 

Peri-bulbar anesthesia is a safe replacement of retro-

bulbar anesthesia for cataract surgery. In peri-bulbar 

anesthesia the anesthetic agent is injected outside the 

muscle cone, resulting in  less complications as caused 

by retro-bulbar anesthesia. The direct injury to optic 

nerve or hemorrhage in intra-conal area is avoided in 

peri-bulbar anesthesia. 8 Although it provides excellent 

anesthesia but there are risks of injection related 

complications like chemosis (10 %), sub-conjunctival 

hemorrhage (8 %), bleeding in the orbit (4 %), 
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perforation in the eye, direct trauma to the optic nerve, 

intravascular injection of anesthetic agent and  

dysfunction of extra ocular muscle have been reported.  

These complications can be avoided using topical 

anaesthesia.7, 8 
Fichman was the first who described topical anesthesia 
in 1927 and since then this technique has improved 
tremendously.6 In different studies, the experienced 
surgeons found topical anesthesia to be safe and 
satisfactory as compared to peri-bulbar and retro-bulbar 
anesthesia for phacoemulsification and intraocular lens 
implantation in selected cataract patients.9 As a result 
the usage of topical anesthesia has progressively risen 
from 8% in 1995 to 63% in 1998.6 
Studies conducted in the past to compare the outcome 
of peri-bulbar and topical anaesthesia showed variable 
results. Siad k at al11observed effective pain control 
(mild or no pain) up to 90 % by topical anaesthesia 
while Ahmad S6 found lower efficacy of topical 
anaesthesia to 78% and 22% of the patient need 
addition subconjunctival local anaesthesia supplement 
along with topical anaesthesia. Similarly, peri-bulbar 
anaesthesia outcomes were also different in different 
studies. Peri-bulbar anaesthesia is effective in 
controlling pain (no pain to mild pain) to 75% in Siad 
K11 studies while its efficacy increase to 100 % in Said 
TME7study. Similarly, patient’s satisfaction was also 
assessed by Said K. In his study 90% of the patients 
were satisfied with topical anaesthesia and 72 % were 
satisfied with peribulbar anaesthesia. Although in 
Pakistan, the topical anaesthesia is not very popular but 
due to increase in frequency of phacoemulsification 
surgery, it is the time to switch to topical anaesthesia 
which is cost effective, saves time and satisfactory for 
both surgeon and the patient.The only published study 
to compare peri-bulbar versus topical anaesthesia in 
Pakistan was done only in 2007 by Naeem et al.12 They 
measured the variables in term of pain and akinesia. But 
results of their study were given in terms of mean value 
instead of percentages. 

MATERIALS AND METHODS 

This randomized control trial was conducted at 
Ophthalmology Unit 1, Jinnah Hospital, Lahore. The 
duration of study was from 1st January 2013 to 31st 
January 2014. Two cases of patients undergoing cataract 
surgery were included. Outcome were measured in 
terms of pain (score 0-1) and patient satisfaction. Pain 
assessment was subjective and categorized according to 
visual analogue scale (VAS) into no pain = 0, mild  
pain = 1 (tolerated pain), moderate pain (needs help or 
interference like more anesthesia) and severe pain = 3 
(not tolerated need to stop the surgery). Frequency of 
patients was recorded with pain (score 0-10) 
Patients were asked whether he/ she like same 
anesthesia in future in terms of yes or no, on first post-
operative day. Yes was considered positive for patients 
satisfaction. All the patients with senile cataract 
(diagnosed on slit lamp examination) and age more than 
30 years were included in the study. Patient who 

refused informed consent, was difficult to 
communicate, suffering from dementia, nystagmus, 
unable to understand pain scale and hazy cornea were 
excluded from the study. After Ethical committee 
approval from our hospital, 200 patients for cataract 
surgery fulfilling the selection criteria were included in 
the study. An informed consent was obtained from 
them. Patients were divided randomly in two groups by 
the help of random number table; Group A was the 
patients of topical anesthesia and group B of peribulbar 
anesthesia. 100 patients were given peribulbar 
anesthesia with 3 ml of mixed bupivacain 50mg/10ml 
(1.5 ml) and lidocain 2 % (1.5 ml). Single injection was 
injected in lower temopral area. 100 patients were given 
topical drops of proparacaine hydrochloride 0.5%. Pain 
assessment was done 10 minutes after the anesthesia by 
touching the needle to conjunctiva and limbus and 
asking the patient whether he feel no pain (0), mild pain 
(1), moderate pain (2) or severe pain. All the patients 
were operated by phacoemulsification technique. Both 
anesthesia infiltration and surgery was done by the 
same surgeon. On 1st post operated day patient 
satisfaction was assessed by asking that whether he / 
she like same anesthesia in future in terms of yes or no. 
All the collected data was analyzed with SPSS 20. 

RESULTS 

In group A, patients having topical anaesthesia, mean 
age was 66.67±6.39 years. In comparison, peribulbar 
group mean age of patients was 66.36±6.26 and gender 
distribution in both groups were shown in Table 1. Table 
2 is a pain score comparison between patients of 
peribulbar and topical anaesthesia. In case of topical 
anaesthesia, 59% of the patients were having no pain. 
However, in peribulbar group patients and 34% patients 
felt moderate to severe pain. Patient satisfaction 
comparison is shown in table 3. At one end, all the 
patients were satisfied with topical anaesthesia. On the 
other hand, only 28% of the patients were not satisfied 
with peribulbar anaesthesia.  

Table No.1: Age & gender distribution among 

groups 

Variable 

Topical anaesthesia Peri-

bulbaranaesthesia 

No. % No. % 

Age (years) 

50-65 57 57.0 58 58.0 

66-80 43 43.0 42 42.0 

Gender 

Male 67 67.0 62 62.0 

Female 33 33.0 38 38.0 

Table 4 shows p value in individual pain groups in case 
of peribulbar and topical anaesthesia. In no pain group, 
59 % of patients felt no pain in topical anaesthesia and 
11% in peribulbar anaesthesia and p value was highly 
significant (P=.000). P value was also significant in 
mild, moderate and severe pain group as shown in the 
table. Table 5 shows p value in individual level of 
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patient satisfaction in each group. In both groups the p 
value was highly significant. 

Table No.2: Pain score among groups 

Pain score 

Topical 

anaesthesia 

Peri-

bulbaranaesthesia 

No. % No. % 

No pain 59 59.0 11 11.0 

Mild pain 41 41.0 55 55.0 

Moderate 

pain 

- - 30 30.0 

Severe pain - - 4 1.0 

Table No.3: Patient satisfactions among groups 

Patient 

satisfaction 

Topical 

anaesthesia 

Peri-

bulbaranaesthesi

a 

No. % No. % 

Yes 110 110.0 72 72.0 

No - - 28 28.0 

Table No.4: Cross tabulation in pain groups 

Pain 

Score 

Topical 

anaesthesia 

Peri-

bulbaranaesthesia P value 

No. % No. % 

No pain 59 59.0 11 11.0 P=0.000 

Mild 

pain 

41 41.0 55 55.0 P=0.033 

Moderate 

pain 
- - 30 30.0 P=0.000 

Severe 

pain 
- - 4 4.0 P=0.061 

Table No.5: Cross tabulation among patient 

satisfaction groups 

Patients 

satisfaction 

Topical 

anaesthesia 

Peri-

bulbaranaesthesia P value 

No. % No. % 

Yes 100 100.0 72 72.0 P=0.000 

No - - 28 28.0 P=0.000 

DISCUSSION 

Couching was the first treatment documented for 
cataract surgery in India during fifth century BC. This 
was the procedure in which lens was displaced into the 
vitreous cavity from its normal pupillary position. 
Jacques Daviel devised the first method of cataract 
extraction (removal of lens outside the iris) after failure 
to perform couching procedure in 1947. After its 
success, the cataract extraction surgery has gone 
through major revolution from intra-capsular to extra-
capsular lens extraction and now a day’s 
phacoemulsification technique, throughout the 
history.13 
At the same time anaesthesia for cataract surgery has 
also gone through many stages of evolution. General 
anaesthesia was used by many surgeons as it is 
convenient to perform surgery with it, without any 
patient discomfort. Although general anaesthesia is still 

being practiced in children and non-cooperative patients 
but there are risks associated with it. The retro-bulbar 
(RB) anaesthesia supplemented by facial nerve block 
has remained the gold standard for many years and 
recommended by many surgeons (Atkinson, Van Lint, 
O’Brien, etc)13. In RB anaesthesia 3-4 ml of local 
anaesthetic agent is injected into the muscle cone of 
eye. Since it is a blind injection, there are potential 
chances of causing perforation of eye globe hematoma 
formation, intrathecal/ central nervous system spread or 
intravascular spread.14, 15 

Due to high chances of complications in retro-bulbar 
anaesthesia, ophthalmologist and anaesthetist switched 
onto another method of anaesthesia known as per-
bulbar anaesthesia. In this method the anaesthetic agent 
is injected in extra-conal space instead of intra-conal 
injection as in retro-bulbar anaesthesia. The peri-bulbar 
anaesthesia was first described in 1986 and is based on 
“tissue compartment principle”. According to this 
principle, the local anaesthetic agent spreads by virtue 
of its volume and pressure throughout the compartment 
once injected in the intra-compartmental space so that 
large volume of local anaesthesia ( 8-12ml) can be 
injected into the extra-conal space from which it must 
spread to the intra-conal space resulting in adequate 
akinesis and analgesia of the globe.16 The technique of 
peri-bulbar anaesthesia has also  evolved during the last 
few years. The classic technique of two injections was 
described by Bloomberg et al17 in 1986. They described 
that the first injection should be injected at inferior and 
temporal area of the orbit which is the same site as for 
retro-bulbar injection but with a smaller up-and-in 
angle.  The second injection site should be superior and 
nasal part of orbit between the medial third and the 
lateral two third of the orbital roof edge. Different 
comparative studies have shown that if the sufficient 
amount of anaesthetic agent is injected at the single site 
it will be equally effective and there is no need for 
second injection. So, it is recommended that a single 
injection technique should be opted and second 
injection should be preserved as a supplement option 
provided the first injection has failed.18 
Recently topical anaesthesia has been introduced to 
overcome the  complications of peri-bulbar anaesthesia, 
like chemosis (10%), subconjunctival haemorrhage 
(8%), orbital bleeding (4%), ocular perforation, optic 
nerve trauma, intravascular injection of anaesthetic 
agent and extra ocular muscle dysfunction have been 
reported. The technique of topical anaesthesia is based 
on method to block sensory nerves supplying the 
conjunctiva and the cornea (nasociliary nerve, lacrimal 
nerve, long and short ciliary nerves).6,7 
Although peribulbar anaesthesia is considered a good 
anaesthesia for eye surgery but, different studies 
conducted claims different outcomes. In a study 
conducted by Said TME 7, the efficacy of peribulbar 
anaesthesia was 100 % as an anesthetic agent. On the 
other hand, Siad k et al 16 found that the efficacy of 
peribulbar anaesthesia was 25 % less as claimed Said 
TME. If we compare our results we found that the 
results regarding efficacy of peribulbar  anesthesia was 
similar to that of Siad TME et al. we found 66 % of the 
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patients felt no to mild pain and remaining 34 % 
moderate to severe pain. 
In case of topical anesthesia for phacoemulsification 
surgery, Ahmad11 found that the there was no pain to 
mild pain in 78 % of patients. In the remaining patients, 
surgeon has to give a sub-conjunctival local anesthesia 
in order to achieve complete analgesia. However, Said 
et al11 reported the incidence of addition anaesthesia 
much lower and 90 % of the patients felt good analgesia 
with topical anaesthesia. In our study, the results were 
much better and we found no pain in 59% of the patient 
and mild pain in 49 % of the patient. So, our study 
supports the results of Said et al11 study that no addition 
sedation is required after topical anaesthesia in cataract 
surgery. 
Our results regarding patient satisfaction were very 
much similar to Said K et al findings. They found 90% 
patient satisfaction level for topical anaesthesia and 
72% for peribulbar anaesthesia.11All our patients were 
satisfied with topical anaesthesia and 72% patient were 
satisfied with peribulbar anesthesia. One of the study 
comparing result of peribulbar versus topical anesthesia 
for cataract surgery was conducted by Naeem et al 12 in 
2005 .They found topical anaesthesia a good 
replacement for peribulbar anaesthesia but the study 
was statistically weak as values were measured in terms 
of mean instead of percentages. In our study we found 
significant p values for pain control and patient 
satisfaction while comparing topical anaesthesia with 
peribulbar anaesthesia. 

CONCLUSION 

Good level of anaesthesia and more patients’ 
satisfaction could be achieved by topical anaesthesia as 
compared to peribulbar anaesthesia. Patients may have 
more eye movements in topical anaesthesia than in peri-
bulbar, but if the surgeon is more experienced and 
patient is cooperative, topical is more safe and effective 
anaesthesia. 
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Smartphone Use and its Health 

Related Problems in Undergraduate Students 

of Sialkot 
Muhammad Faisal, Hamza Tanveer, Rana Mozammil Shamsher Khan and Zahra Razzaq 

ABSTRACT 

Objective: To investigate the Smartphone use and health related problems among undergraduate students 
Study Design: Cross-sectional study 
Place and Duration of Study: This study was conducted at the Various educational institutions of Sialkot during 
the month of October 2018. 
Materials and Methods: Undergraduate students were approached. Non-probability convenience sampling 
technique was used to get a sample size of 417. Students from 14th year of study and having Smartphone were 
included. Exclusion criteria were students suffering from severe illnesses, delirious or refusing written informed 
consent. A data sheet contained information about demographics, Smartphone use and problem faced. The data was 
analyzed by SPSS v 23. 
Results: Of the 417 students 194 (46.52%) were males and 223 (53.48%) were females. Majority were from urban 
middle income class. 356 (85.37%) student’s family members had Smartphone.  Students were from four study 
groups, 106 (25.42%) from arts, 105 (25.18%) from general science, 104 (24.94%) from medical and 102 (24.46%) 
from computer & IT.  Three most common application used by the students were Facebook 397 (95.20%), web 
browser 389 (93.28%) and WhatsApp 368 (88.25%). By average daily use YouTube was 2.1 hours, WhatsApp 1.9 
hours and video gaming 1.8 hours. Three most common problems were day time sleepiness 208 (49.64%), insomnia 
193 (46.28%) and fatigue 178 (42.68%). 
Conclusion: Three most common application used were Facebook 397 (95.20%), web browser 389 (93.28%) and 
WhatsApp 368 (88.25%). Three most common problems reported were day time sleepiness 208 (49.64%), insomnia 
193 (46.28%) and fatigue 178 (42.68%). 
Key Words: Smartphone, Students, Health problems, Cell Phone, addiction, 

Citation of article: Faisal M, Tanveer H, Khan RMS, Razzaq Z. Smartphone Use and its Health Related 

Problems in Undergraduate Students of Sialkot. Med Forum 2019;30(3):83-86. 

INTRODUCTION 

Smartphone is a gadget with highly developed features.  

Mobile phone and cellular phone are synonyms of 

smartphone. In the past a device with connected wires 

was used for communication purpose and a specific 

device was used for specific purpose. With the 

innovation of smartphone,   revolutionary changes have 

occurred in technology era and now a single 

smartphone is used for multipurpose. Multiple 

applications have been developed and can be installed 

when needed.  
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One can easily communicate with others through text 

message, voice call, and video call. It is an easiest mean 

for professionalism, information access and workplace 

organization. In the health field smartphones play a 

pivotal role because health care provider and patients 

strive for better patients’ health.1 However, in present 

situation negative impacts of smartphones are getting 

public interest. A study conducted on medical students 

of Saudi Arabia revealed that 44.4% medical students 

suffered from decreased concentration, fatigue, hearing 

loss, memory problem and headaches due to excessive 

use of smartphones.2 In Sakarya University Turkey and 

Isfahan University of Medical Sciences Iran both 

studies showed that worsening of sleep quality was due 

to increasing addiction of smartphone.3,5 Another study 

declared that smartphone addiction makes the person 

nervous and depress when he/she is away from his/her 

smartphone.4 A study in Pakistan showed that, 

smartphone addiction had negative affect on 

participants’ relationship with families because they 

didn’t bear any interference while using smartphones.6 

To our knowledge no such study has been conducted in 

Sialkot. The objective of the current study was to 

investigate the smartphone use and health related 
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problems among the students of various educational 

institutions of Sialkot. 

MATERIALS AND METHODS 

The study was conducted at various educational 

institutions of Sialkot city during the month of October 

2018. Non probability convenience sampling technique 

was used. It was a cross sectional study. Ethical 

approval was taken from ethical review committee. 

Guidelines in the Declaration of Helsinki were 

followed. Title and purpose of the study were explained 

to students. Written informed consent was taken. 

Sample size was calculated by open pie calculator. 

Initially 423 students were approached. Six students 

refused to give informed consent. The demographics of 

these students were not very different from rest of the 

students. So 417 students were included in the final 

study. Inclusion criteria were students in their 14th year 

of study and having smartphone. Exclusion criteria 

were students suffering from severe physical or 

psychiatric illness, unconscious students or students 

who were in delirium or refused to give written 

informed consent. A data sheet was made. It contained 

three parts. In the first part demographic information of 

the students was recorded. In the second part 

information about smartphone use and its applications 

and the average daily duration of use of each 

application by the students were recorded. In the third 

part, there was a list of different health problems and 

students were asked to tick mark the problems they 

thought, they faced due to the use of smartphone. The 

data sheet was collected from all the students of 

medical, arts, general science and computer & IT. The 

data was analyzed by SPSS v 23. 

RESULTS 

Of the 417 students who were included in the study, 

there were 194 (46.52%) males and 223 (53.48%) 

females. Mean age of the male students was 

20.11 1.23 years with range from 19-21 years. Mean 

age of the female students was 19.8 1.36 years with 

range from 18-21 years. All students were in their 14th 

year of study. 67 (16.07%) students had family monthly 

income of less than 30000, 249 (59.71%) were from 

income group 30000-75000 and 101 (24.22%) belonged 

to above 75000 income group. Most of the students 191 

(45.81%) belonged to urban background while 89 

(21.34%) students were from semi-urban background. 

137 (32.85%) students belonged to rural background. 

Most of the students 231 (55.40%) were day scholar 

while 186 (44.60%) students were living in hostel. 356 

(85.37%) student’s family members had smartphone 

while only 61 (14.63%) student’s family members did 

not have smartphone.  The students were from four 

professional study groups. Out of the total 417 students, 

106 (25.42%) students were from arts group, 105 

(25.18%) students belonged to general science group, 

104 (24.94%) students were from medical group while 

102 (24.46%) students belonged to computer & IT. 

Table 1.  

Table No.1. Demographics of the students N=417. 

Variable Number Percentage % 

Gender   

Male 194 46.52% 

Female  223 53.48% 

Family monthly income 

in Pak Rs 

  

Less than 30000 67 16.07% 

30000-75000 249 59.71% 

Above 75000 101 24.22% 

Family background   

Urban  191 45.81% 

Semi-urban  89 21.34% 

Rural  137 32.85% 

Residence   

Hostel  186 44.60% 

Day scholar 231 55.40% 

Other family members 

having smartphone 

  

Yes  356 85.37% 

No 61 14.63% 

Subjects of study   

Arts  106 25.42% 

General science 105 25.18% 

Medical 104 24.94% 

Computer & IT 102 24.46% 

Table No.2. Smartphone applications used by 

students N=417 

Sr. 

No. 

Applications Number  %age  Average 

daily 

use in 

hours 

1 Facebook  397 95.20 % 1.5 

2 WhatsApp  368 88.25% 1.9 

3 Instagram  193 46.28% 0.6 

4 Twitter  115 27.57% 0.15 

5 YouTube  278 66.66% 2.1 

6 Web browser 389 93.28% 0.8 

7 Video gaming 285 68.34% 1.8 

8 Study purpose  171 41.00% 0.5 

9 Text message 207 49.64% 0.2 

10 Others  86 20.62% 0.3 

Out of the total 417 students, 397 (95.20%) students 

were using Facebook with average daily duration of 1.5 

hours. 368 (88.25%) students were communicating 

through WhatsApp with 1.9 hours average daily usage. 
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193 (46.28%) students were spending their average 

daily 0.6 hours with Instagram. Twitter users were 115 

(27.57%) with average daily duration of 0.15 hours. 

278 (66.66%) students were watching dramas, movies, 

seasons and news channels with average 2.1 hours daily 

usage. 389 (93.28%) students with average 0.8 hours 

daily usage, 285(68.34%) students with average 1.8 

hours daily usage, 171 (41.00%) students with average 

0.5 hours were spending their time with web browser, 

video gaming and study purpose respectively. Table 2. 

Table No.3. Problems reported after Smartphone 

use by students N=417 

Serial 

number 

Problems Number Percentage 

% 

1 Fatigue  178 42.68% 

2 Headache 157 37.65% 

3 Irritability 165 39.57% 

4 Insomnia 193 46.28% 

5 Weight gain 127 30.45% 

6 Eye problems 85 20.38% 

7 Day time 

sleepiness 

207 49.64% 

8 Impaired 

concentration 

103 24.70% 

9 Ear problems 67 16.06% 

10 No problems 45 10.80% 

 

178 (42.68%) students complained of fatigue in daily 

life. Headache was present among 157 (37.65%) 

students. 165 (39.57%) were noted with irritability. 

Insomnia and day time sleepiness were present among 

193 (46.28%) and 207 (49.64%) respectively. The 

preponderance of day time sleepiness was due to use of 

smartphone at night time. 127(30.45%) students were 

caught with reduced physical activity and reported a 

complain of weight gain. 85(20.38%) students thought 

that their eye problem was due to smart phone use. 

Impaired concentration was reported by 103 (24.70%) 

students. Only 45 (10.80%) students did not report any 

complain while 67 (16.06%) students suffered from ear 

hearing related problems. Table 3. 

DISCUSSION 

The results of our study show that the three most 

common application used by the students were Face 

book 397 (95.20%), web browser 389 (93.28%) and 

WhatsApp 368 (88.25%). By average daily use, three 

most common applications being used were YouTube 

2.1 hours, WhatsApp 1.9 hours and video gaming 1.8 

hours. Three most common problems reported by the 

student were day time sleepiness 208 (49.64%), 

insomnia 193 (46.28%) and fatigue 178 (42.68%). 

In a Saudi Arabian study on students, three most 

commonly used applications were WhatsApp (41%), 

Twitter (18.5%) and Instagram (12.5%)7, while in our 

study Facebook 397 (95.20%), web browser 389 

(93.28%), and WhatsApp 368 (88.25%) are three most 

commonly used applications. Studies conducted in 

Turkey and Iran reported that sleep quality worsens 

with increasing use of smartphone. The results of our 

study show that almost half 208 (49.64%) reported day 

time sleepiness and insomnia was reported by 193 

(46.28%) students. These results corroborate with our 

results.3,5 Fatigue was reported by 178 (42.68%) 

students. Another Saudi Arabian study on students 

reported 44.4% of students suffered from fatigue. The 

results are similar to our findings.2 Decreased sleeping 

hours and weight gain were present among 43% and 

30% of study participants of Saudi Arabian study which 

are similar to our study.7 

A survey from doctors about their patients in Karachi 

Pakistan revealed that 80% of patients suffered from 

hearing problems while in our study 16.06% students 

faced hearing problems which contrasts with our result. 

This may be because sample was different. We 

conducted the study on students rather than patients.8 A 

study done on students in Multan Pakistan reported that 

52.7% participants used text message application.9 In 

our study 49.64% used text message app which is quite 

similar to our data. The strengths of our study are its 

easy methodology and a common public health problem 

faced by the students was addressed. The limitations are 

small sample size, cross sectional nature of study and 

recall bias on the part of the students. In future studies, 

with standardized questionnaire and more rigorous 

methodology are needed. 

CONCLUSION 

Three most common applications used by students were 

Facebook 397 (95.20%), web browser 389 (93.28%) 

and WhatsApp 368 (88.25%). By average daily use 

three most common applications were YouTube 2.1 

hours, WhatsApp 1.9 hours and video gaming 1.8 

hours. Three most common problems reported by the 

student were day time sleepiness 208 (49.64%), 

insomnia 193 (46.28%) and fatigue 178 (42.68%). 
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Histomorphological Spectrum of 

Breast Diseases - An Experience of 5 Years 

at a Tertiary Care Hospital 
Urfa shafi, Zarghoona Jafar, Nausheen Henna and Farooq Aziz 

ABSTRACT 

Objective: To study the histomorphological spectrum of breast diseases at a tertiary care hospital of 

Lahore. 
Study Design: Descriptive Study 

Place and Duration of Study: This study was conducted at the Shalimar Institute of Health Sciences, Lahore from 

August 2012 to August 2017. 

Materials and Methods: Five hundred and fifty nine breast specimens sent for histopathology at Shalamar Hospital 

Laboratory over a span of five years were studied. The specimens include mastectomies, lumpectomies, incisional 

biopsies and core biopsies. The specimens are then fixed in 10% buffered formalin and paraffin sections are made 

and stained with Hematoxyline and Eosin for evaluation of histopathological changes. 

Results: Among 559 cases of breast masses, (age range 10-76 yr.), benign cases comprised of 413 cases (73.88%) 

and malignant lesion comprised of 146 cases (26.11%).Among the benign lesions Fibroadenoma was the most 

common benign breast disease (BBD) comprising of 223 cases (39.89 %). Fibrocystic disease was the second most 

common BBD 34 cases (6.08 %) and breast mastitis was third most common accounting for 26 cases (4.6%).Among 

the malignant lesions breast carcinoma was the most common lesion accounting for 146 cases (26.11%). The most 

common type of carcinoma was infiltrating ductal carcinoma NOS 124 cases (22.18%) and second most common 

was infiltrating lobular carcinoma comprised of 10 cases (1.7%). 

Conclusion: The most commonly presenting breast disease in our locality is fibroadenoma and it is two times more 

common than carcinoma. Breast carcinoma is second most common disease and it is a growing health problem 

among Pakistani females. 

Key Words: Benign breast disease.Fibroadenoma , Fibrocystic disease , Infiltrating ductal carcinoma NOS. 
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INTRODUCTION 

Breast diseases encompasses a diverse group of 

disorders which includes neoplastic (benign as well as 

malignant) and non-neoplastic (inflammatory, 

traumatic) disorders. There is a continuous rise in the 

frequency of breast diseases worldwide due to 

increasing consciousness regarding breast diseases.1,2 

Breast carcinoma is now the most common malignancy 

in women and the leading cause of death among women 

comprising of 23 % (1.38 million) of total cancer cases 

and 14% (458,400) of cancer deaths.3 The incidence  

of breast cancer increases with age; however it is more  
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prevalent in young females as compared to lung 

cancer.4 In Asia, Pakistan has the highest rate of breast 

cancer.5 Young women also present at advanced stage 

of breast cancer, which has negative effect on 

prognosis.6 

The common presenting complaints of patient with 

breast diseases are breast mass or lump, followed by 

pain or any discharge from nipple. Risk factors that are 

thought to be involved in the pathogenesis of these 

neoplasms are germ line mutations in tumor suppressor 

genes, family history, early menarche, young age at 

first child birth, delayed menopause, nulliparity, low 

parity, breast feeding and prolonged estrogen 

exposure.7 

The majority of breast diseases are composed of benign 

breast diseases (BBDs) including non-neoplastic 

lesions, proliferative breast diseases, and epithelial and 

stromal tumors. BBDsare about 10 times more common 

than malignant diseases. Majority of benign diseases do 

not have any risk of malignant transformation,so 

unnecessary surgeries can be avoided. However, some 

benign diseases like proliferative breast diseases have 

relative risk (risk as compared to females with no risk 

factor) of 1.5-2.0% of developing breast carcinoma and 

the proliferative diseases that reveal some atypia 
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(atypical ductal hyperplasia, ADH and atypical lobular 

hyperplasia ALH) have 4.0-5.0 % relative risk of 

developing invasive breast carcinoma.8,9 

Awareness of BBs and their early diagnosis can help 

reducing the unnecessary stress of breast carcinoma. In 

Pakistan much work has been done related to breast 

malignancies10,11 but only a few studies are done on the 

whole spectrum of breast diseases. The purpose of this 

study was to provide a baseline data of breast diseases 

to help accurate diagnosis and treatment in Pakistan.  

MATERIALS AND METHODS 

It was a descriptive study conducted from 1st August 

2012 to 1stAugust 2017 at Shalamar Institute of Health 

Sciences. The laboratory of Shalamar Hospital received 

about 110 cases of breast specimens on average per 

year. Breast specimens of patients of both gender and 

any age were included. Normal breast tissues removed 

due to some cosmetic reasons were excluded from the 

study.The samples received includedcore biopsies, 

incisional biopsies, lumpectomies and mastectomies. 

These samples were received in 10% buffered formalin 

for fixation purpose. After careful macroscopic 

examination color, size, margins etc. were noted and 

then representative sections from the tissue were taken 

and then processed. Paraffin embedded sections were 

prepared and the slides were cut and then stained with 

the routine Hematoxylin and Eosin stain. The slides 

were analyzed and categorized according to 

morphologies. Tumors were graded according to 

Modified Bloom and Richardson grading. 

RESULTS 

Of the total 559 breast cases studied over the period of 

five years, benign cases comprised of 413 cases 

(73.88%) out of 559 cases and malignant lesion 

comprised of 146 cases (26.11%). So the benign to 

malignant ratio came out to be 3:1 approximately. Of 

these 559 cases 539 (96.42%) were female and 20 

(3.57%) were male. So the female to male ratio was 

27:1. Benign lesions were more common in young age 

and age range was 12-42 years (mean age 32 years), 

while the age range of malignant lesions was 28-72 

years (mean age 42 years). 

Among the benign lesions Fibroadenoma was the most 

common lesion 223 cases (39.89%). Fibrocystic disease 

was the second most common BBD 28 cases (6.4%) 

and mastitis was third most common accounting for 26 

cases (4.65%) Pie chart 1. 

Among the malignant lesions breast carcinoma was the 

most common lesion accounting for 141 cases 

(25.22%). The most common type of carcinoma was 

infiltrating ductal carcinoma NOS 117 cases (20.9%) 

and second most common was infiltrating lobular 

carcinoma comprising of 10 cases (1.78%). Pie chart 2. 

Total Cases = 559 

 
Figure No.1: Number of cases 

 

 
Pie Chart No.1: Benign Breast Diseases (73.88%) 

n=413 

 

 
Pie Chart No.2: Malignant Breast Diseases (26.11%) 

n=146 

DISCUSSION 

Breast diseases are a matter of great concern now a day 

as it is the leading cause of death among females. The 

number of patients in outdoor departments presenting 

with breast diseases are on a continuous rise because of 

increasing awareness12. In Pakistan many studies have 

been done regarding breast cancer, however very less 

data is available about the whole spectrum of breast 

diseases. Our study emphasizes to collect the baseline 

data regarding the histomorphological spectrum of 

breast diseases. 

In this study 413 (73.88%) cases are benign and 146 

(26.11%) are malignant. This shows that most 

commonly encountered lesions of breast are benign. 

This contrast with the study done by Siddique et al at 

Agha Khan University hospital , Karachi in which most 

common  breast lesions were breast carcinoma. 

However our findings are consistent with Chalya et al,12 
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Ochicha et al13 and Aslam et al14 showing benign breast 

diseases as most common diseases with 73.7%, 73% 

and 75.3% respectively. In our study Fibroadenoma 

was the most common BBD, comprising of 39.89 % of 

all cases. With respect to frequency of Fibroadenoma 

our study is comparable to Gabriel et al 39%15, Amrr et 

al in Saudi Arabia 30.7%16 and Perwin et al in 

Bangladesh, 31%17. This frequency is much higher than 

study conducted by Isaac et al showing 24 %18 and less 

than studies done in Africa by Edo et al 43.1 %19 and 

Albasri 45.3 %20. 

Breast carcinoma was second most common lesion in 

our study constituting 25.22 % of all cases. This is 

consistent with the studies done by Amrr et al 21.4%16 

and Amin TT et al 21.4 % in Saudi Arabia21. However 

this percentage is much less than the studies conducted 

by Jamal et al, 32.5 %22 and Albasri et al in Saudi 

Arabia, 40.5 %23, however it is less in study conducted 

by Aslam et al, 11.8%24 and Gabriel et al 16.9%15, 

Different factors like age, genetic factors, social, 

cultural and dietary habits may play role in explaining 

these differences. 

The third most common disease was fibrocystic disease 

of breast 6.08%which is much lower than the study 

conducted by Ochicha et al 34.3%13 Isaac et al 20%18. 

The most common lesion among males is gynae-

comastia 3.57 % comparable with Ochicha et al 4%13. 

CONCLUSION 

Benign breast diseases are much more common than 

malignant breast diseases. Fibroadenoma is the most 

common BBD presenting to our hospital and it is three 

times more common than carcinoma. Breast carcinoma 

is second most common disease and it is a growing 

health problem among Pakistani females. 
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Early Refractive and Clinical 

Outcomes of High Myopic Photorefractive 

Keratectomy as an Alternative to LASIK 

Surgery in Eyes with High Preoperative 

Percentage of Tissue Altered 
Abdul Ghafoor1, Mohammad Asad Faraz2 and Muhammad Jahan Zaib Khan2 

ABSTRACT 

Objective: To assess the effectiveness of high myopic photorefractive keratectomy as an alternative to LASIK 
surgery in terms of early refractive and clinical outcomes in eyes with high preoperative percentage of tissue altered. 
Study Design: Retrospective / observational study 
Place and Duration of Study: This study was conducted at the Ophthalmology Department, Bahawal Victoria 
Hospital Bahawalpur from January 2018 to December 2018. 
Materials and Methods: In this study 130 patients were included after getting informed consent from each patient. 
Medical records of 130 patients were studied in this study.PTA for LASIK surgery, PTA for photorefractive surgery, 
mean gain in visual acuity, was the outcome variables studied in this research.Postoperative follow up was planned 
at day 1, week 1 and week 6, month 3 and month 12 after the procedure, at each follow up CDVA, UDVA, slit lamp 
biomicroscopy and manifest refraction were evaluated at each follow up visit. On the other hand corneal topography 
was performed at follow up visit at six weeks, three and twelve months.The data was recorded and measured by the 
researcher himself. Data included age, sex, simulated average PTA , spherical equivalent, average keratometry, 
pachymetry, preoperative CDVA, actual average PTA with PRK (%), final SE within ±0.50D, final SE within 
±1.00D, postoperative CDVA (Snellen decimal), postoperative UDVA (Snellen decimal), safety index, efficacy 
index, stromal haze. 
Results: Actual average PTA was 30.88±2.29% in group-A, 32.25±1.86% in group-B, and 31.08±2.23% in whole 
cohort (p<0.001). Final SE, which was within ±0.50D of the expected SE, was achieved in 78 (80%) of group-A, 50 
(75%) in group-B and 103 (79%) on the whole cohort (p=0.707). Final SE, which was within ±1.00D of the 
expected SE, was achieved in 90 (92%) of group-A, 58 (87%) in group-B and 118 (91%) on the whole cohort 
(p=0.511). Mean postoperative CDVA was 0.88 in group-A, 0.89 in group-B, and 0.88 in the whole cohort 
(p=0.001). Mean postoperative UDVA was 0.83 in group-A, 0.82 in group-B, and 0.83 in the whole cohort 
(p=0.689). Mean safety index was 1.047 in group-A, 1.046 in group-B, and 1.047 in the whole cohort (p=0.121). 
Mean efficacy index was 1.017, 1.018 and 1.017 in group-A, group-B and whole cohort, respectively (p=0.352). 
Stromal haze was observed in 10 (10%) of group-A eyes, 6 (9%) of group-B eyes and 11 (8.5%) of the total 130 
eyes (p=0.901). Table-2 
Conclusion: It can be concluded that photorefractive keratectomy is effective and safe in the treatment high myopia 
eyes thus it can be applied as safe alternative to LASIK in cases where there is risk of development of high ectasia 
due to high PTA score. 
Key Words: Myopic Photorefractive, Keratectomy, LASIK, Ectasia 
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Excimer LASER refractive surgery leads to an 

increased rate of complication in patients suffering 

from high myopia 1. There is a raised iatrogenic ectasia 

risk if LASIK (Laser assisted in situ keratomileusis) is 

used in high myopic patients2. Lately, percent tissue 

altered (PTA) value was declared as a strong indicator 

for post-LASIK ectasia risk, and PTA values>40% 

specifying high eyes ectasia risk using normal 

preoperative topography3. Preoperative topography if 

abnormal is itself a risking element, regardless of the 

PTA value. PKR is granted as more protective than 

LASIK in respect of iatrogenic ectasia risk4. Yet, there 

are many drawbacks of PKR in high myopia; it has 
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been linked with reduced effectiveness, lesser 

predictability, and an increased stromal haze rate5. In 

high myopic photorefractive keratectomy, higher 

stromal haze rates can be attributed to the deep stromal 

ablation carried out6. Besides, a shorter diameter of 

ablation  is a conventional hazard for stromal haze.  

Faster rate of ablation, more advanced laser supply 

techniques and algorithms, best profiles of ablation, and 

exact eye tracking are being given by laser platforms of 

present generation7. Besides, the everyday appliance of 

mitomycin-C (MMC) has considerably reduced stromal 

haze forming rates8. However, refractive surgeons face 

a persisting photorefractive keratectomy challenge in 

patients suffering from high myopia. Photorefractive 

keratectomy in high myopic patients has been formerly 

examined by many large series (>100 eyes), using an 

older generation LASER platform9. As it came out to be 

secure and efficient, the result of photorefractive 

keratectomy was not contrasted to the photorefractive 

keratectomy result in low to moderate myopia. Not 

many studies have been performed on this topic in local 

settings that begs us to study the comparison between 

the two techniques of treating the high myopia. In this 

research, we assessed the effectiveness and security of 

the existing photorefractive keratectomy, using Wave 

Light® EX500 excimer LASER, in a big string of 

patients suffering from high myopia. Contrarily these 

patients would have a PTA>40% and, if operated using 

LASIK would be dealt with high risk for ectasia.  

MATERIALS AND METHODS 

It is a retrospective study. The study was carried out in 

Ophthalmology Department, Bahawal Victoria Hospital 

Bahawalpur. in the duration from 1st January 2018 to 

31st December 2018. Study was conducted after taking 

the ethical approval. The reference study conducted by 

Nir Sorkin et al22 was used to calculate the sample size. 

Consecutive (non probability) type of sampling 

technique was used. In this study 130 patients were 

included after getting informed consent from each 

patient. Medical records of 130 patients were studied in 

this study. Inclusion criteria were set as follows; eyes 

which had normal preoperative topography and 

underwent photorefractive keratectomy for > -6D the 

high myopia with at least three months of follow up, 

eyes which were defined as symmetric and regular 

patterns for instance, round, symmetric bowtie patterns 

or ovals or if eyes were mildly asymmetric based on if 

patients had expected PTA of more than 40 percent 

preoperatively and Placido disk analysis. Patient 

unwilling to participate, patients with systemic diseases 

such as diabetes, ischemic heart diseases and patients 

with low to mild myopia were excluded from the study. 

Every patient was examined preoperatively that 

included uncorrected distance visual acuity (UDVA) 

measurements and CDVA (corrected distance visual 

acuity) measurements, slit lamp biomicroscopy, 

cycloplegic and manifest refraction, pupillometry, 

applanation tonometry, pachymetry, corneal topography 

and dilated fundoscopy. Patients wearing soft contact 

lenses or rigid gaspermeable contact lenses had 

removed those 1 to 2 weeks before the preoperative 

examination. Out of the 130 patients whose records 

were studied, 98 underwent photorefractive 

keratectomy while 67 underwent LASIK surgery. 

PTA for LASIK surgery, PTA for photorefractive 

surgery, mean gain in visual acuity, was the outcome 

variables studied in this research.All the photorefractive 

keratectomy procedures were performed by an 

ophthalmic surgeon with the experience of at least 5 

years. Postoperatively 0.5% moxifloxacin 4 times daily 

for 1 week, 0.1% dexamethasone 4 times daily for 4 

weeks and artificial tears were prescribed for several 

months. Postoperative follow up was planned at day 1, 

week 1 and week 6, month 3 and month 12 after the 

procedure, at each follow up CDVA, UDVA, slit lamp 

biomicroscopy and manifest refraction were evaluated 

at each follow up visit. On the other hand corneal 

topography was performed at follow up visit at six 

weeks, three and twelve months. 

A designed performa was used to record the data 

regarding every patient. The data was measured and 

recorded by the researcher himself. Data included age, 

sex, simulated average PTA , spherical equivalent, 

average keratometry, pachymetry, preoperative CDVA, 

actual average PTA with PRK (%), final SE within 

±0.50D, final SE within ±1.00D, postoperative CDVA 

(Snellen decimal), postoperative UDVA (Snellen 

decimal), safety index, efficacy index, stromal haze. 

Statistical analysis was done by putting the data in the 

computer software SPSS version 16. Qualitative 

variables were analyzed by taking their frequency and 

percentage while for quantitative variables mean and 

standard deviation was calculated. A one way ANOVA 

test was applied in case of multiple independent 

comparisons. P value <0.05 was taken as significant. 

RESULTS 

Total 130 eyes were examined. Of which 98 (75.4%) 

would have had PTA more than 40% with 110 micron 

LASIK and were designated as group-A while 67 

(51.5%) would have had PTA more than 40% with 100 

micron LASIK and were designated as group-B. 

Simulated average PTA was 43.11±1.71% with 110 

micron LASIK while 42.07±1.27% with 100 micron 

LASIK (p<0.001). Mean age was 29.66±8.69 years of 

group-A while 31.22±8.36 years of group-B (p=0.252). 

Spherical equivalent was 8.12±3.09 D in group-A and 

8.47±2.88 D in group-B (p=0.458). Average 

keratometry was 44.86±2.04 D in Group-A and 

44.76±2.13 D in group-B (p=0.771). Pachymetry was 

516.48±32.15µm in group-A and 513.72±31.46µm in 

group-B (0.585). Mean preoperative CDVA (Snellen 
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equivalent) was 0.85 in group-A while 0.83 in group-B 

(p<0.001). Table-I 

Table No.1:  
 

Factor 

Group-A 

110 micron 

LASIK (n=98) 

Group-B 

100 micron 

LASIK (n=67) 

 

p-value 

Simulated 

average 

PTA (%) 

43.11±1.71 42.07±1.27 <0.001 

Age, years  29.66±8.69 31.22±8.36 0.252 

Spherical 

equivalent 

(D) 

8.12±3.09 8.47±2.88 0.458 

Average 

keratometry 

(D) 

44.86±2.04 44.76±2.13 0.771 

Pachymetry 

(µm) 

516.48±32.15 513.72±31.46 0.585 

Preoperative 

CDVA 

(Snellen 

equivalent) 

0.85 0.83 <0.001 

Table No.2:  
Variable PTA 

>40% 

with 110 

micron 

LASIK 

(n=98) 

PTA 

>40% 

with 100 

micron 

LASIK 

(n=67) 

Entire 

PRK 

cohort 

(n=130) 

p-

value 

Actual 

average PTA 

with PRK 

(%), mean ± 

S.D 

30.88± 

2.29 

32.25± 

1.86 

31.08± 

2.23 

<0.001 

Final SE 

within 

±0.50D, n 

(%) 

78 

(80%) 

50 

(75%) 

103 

(79%) 

0.707 

Final SE 

within 

±1.00D, n 

(%) 

90 

(92%) 

58 

(87%) 

118 

(91%) 

0.511 

Postoperative 

CDVA 

(Snellen 

decimal) 

0.88 0.89 0.88 0.001 

Postoperative 

UCDVA 

(Snellen 

decimal) 

0.83 0.82 0.83 0.689 

Safety index 1.047 1.046 1.047 0.121 

Efficacy 

index 

1.017 1.018 1.017 0.352 

Stromal 

haze, n (%) 

10 

(10%) 

6 (9%) 11 

(8.5%) 

0.901 

Actual average PTA was 30.88±2.29% in group-A, 

32.25±1.86% in group-B, and 31.08±2.23% in whole 

cohort (p<0.001). Final SE, which was within ±0.50D 

of the expected SE, was achieved in 78 (80%) of group-

A, 50 (75%) in group-B and 103 (79%) on the whole 

cohort (p=0.707). Final SE, which was within ±1.00D 

of the expected SE, was achieved in 90 (92%) of group-

A, 58 (87%) in group-B and 118 (91%) on the whole 

cohort (p=0.511). Mean postoperative CDVA was 0.88 

in group-A, 0.89 in group-B, and 0.88 in the whole 

cohort (p=0.001). Mean postoperative UDVA was 0.83 

in group-A, 0.82 in group-B, and 0.83 in the whole 

cohort (p=0.689). Mean safety index was 1.047 in 

group-A, 1.046 in group-B, and 1.047 in the whole 

cohort (p=0.121). Mean efficacy index was 1.017, 

1.018 and 1.017 in group-A, group-B and whole cohort, 

respectively (p=0.352). Stromal haze was observed in 

10 (10%) of group-A eyes, 6 (9%) of group-B eyes and 

11 (8.5%) of the total 130 eyes (p=0.901). Table-I 

DISCUSSION 

Comparison between conventional photorefractive 

keratectomy with Excimer laser platform and LASIK 

was performed in this study in treatment of eyes with 

high myopia and PTA greater than 40%. When results 

of this study were compared to the past it was seen that 

efficacy of photorefractive keratectomy is almost 

similar in all the studies10-12. Results of our study have 

shown that photorefractive keratectomy has a higher 

efficacy when compared to the results of the previous 

literature. This can be attributed the routine use of 

mitomycin-C (MMC) andto the innovation in the 

Excimer laser.In a recent study where they studied 77 

eyes in which either PKR or LASIK were performed 

and results showed that 84.45 eyes had UCVA of 20/20 

postoperatively or better 13. This is in contrast to our 

study. 

The results of this study show that PKR has 

predictability which is comparable to current high 

myopic LASIK as shown by the data review. UCVA 

data postoperatively was more improved in case of 

LASIK as compared to the PKR14-16. Even though 

efficacy of LASIK in curing the high myopia might be 

higher than PKR but the risk of development of ectasia 

is very high as there is deeper stromal alteration. PTA 

value of greater than 40% percent is considered as the 

risk factor to the development of ectasia. In this study 

no patient undergone PKR had a PTA value greater 

than 40%. 

In previous studies PKR has been reportedly associated 

with the development of stromal haze but in this study 

stromal haze was reported in only 4.8% of the eyes and 

it was clinically insignificant. As compared to the 

previous literature this ratio is very low17-19 and 10-12. This 

can also be attributed to the use of MMC. Recent 

studies in which MMC was used with PKR, the ratio of 

stromal haze were reported in 3 to 12.12% of the  

cases 13, 20-22. 

CONCLUSION 

It can be concluded that photorefractive keratectomy is 

effective and safe in the treatment high myopia eyes 
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thus it can be applied as safe alternative to LASIK in 

cases where there is risk of development of high ectasia 

due to high PTA score. 

Author’s Contribution: 

Concept & Design of Study: Abdul Ghafoor 

Drafting: Mohammad Asad Faraz 

Data Analysis: Muhammad Jahan Zaib 

Khan 

Revisiting Critically: Abdul Ghafoor, 

Mohammad Asad Faraz 

Final Approval of version: Abdul Ghafoor 

Conflict of Interest: The study has no conflict of 

interest to declare by any author. 

REFERENCES 

1. O'brart DP. Excimer laser surface ablation: a 
review of recent literature. Clin Experim Optometr 
2014;97(1):12-7. 

2. Tatar MG, Aylin Kantarci F, Yildirim A, Uslu H, 
Colak HN, Goker H, et al. Risk factors in post-
LASIK corneal ectasia. J Ophthalmol 2014;2014. 

3. Santhiago MR, Smadja D, Wilson SE, Krueger RR, 
Monteiro ML, Randleman JB. Role of percent 
tissue altered on ectasia after LASIK in eyes with 
suspicious topography. J Refract Surg 2015; 
31(4):258-65. 

4. Giri P, Azar DT. Risk profiles of ectasia after 
keratorefractive surgery. Current Opinion 
Ophthalmol 2017;28(4):337-42. 

5. Shalchi Z, O'Brart DP, McDonald RJ, Patel P, 
Archer TJ, Marshall J. Eighteen-year follow-up of 
excimer laser photorefractive keratectomy. J Catar 
Refract Surg 2015;41(1):23-32. 

6. Margo JA, Munir WM. Corneal haze following 
refractive surgery: a review of pathophysiology, 
incidence, prevention, and treatment. Int 
Ophthalmol Clin 2016;56(2):111-25. 

7. Niparugs M, Tananuvat N, Chaidaroon W, 
Tangmonkongvoragul C, Ausayakhun S. Outcomes 
of LASIK for myopia or myopic astigmatism 
correction with the FS200 femtosecond laser and 
EX500 excimer laser platform. Open Ophthalmol J 
2018;12:63. 

8. Majmudar PA, Schallhorn SC, Cason JB, 
Donaldson KE, Kymionis GD, Shtein RM, et al. 
Mitomycin-C in corneal surface excimer laser 
ablation techniques: a report by the American 
Academy of Ophthalmology. Ophthalmol 2015; 
122(6):1085-95 

9. O’Brart DP, Shalchi Z, McDonald RJ, Patel P, 
Archer TJ, Marshall J. Twenty-year follow-up of a 
randomized prospective clinical trial of excimer 
laser photorefractive keratectomy. Am J 
Ophthalmol 2014;158(4):651-63. 

10. Alió JL, Muftuoglu O, Ortiz D, Artola A, Pérez-
Santonja JJ, De Luna GC, Abu-Mustafa SK, Garcia 
MJ. Ten-year follow-up of photorefractive 

keratectomy for myopia of more than− 6 diopters. 
Am J Ophthalmol 2008;145(1):37-45. 

11. Cennamo G, Rosa N, Breve MA, di Grazia M. 
Technical improvements in photorefractive 
keratectomy for correction of high myopia. J 
Refract Surg 2003;19(4):438-42. 

12. Steinert RF, Hersh PS. Spherical and aspherical 
photorefractive keratectomy and laser in-situ 
keratomileusis for moderate to high myopia: two 
prospective, randomized clinical trials. Summit 
technology PRK-LASIK study group. Transact Am 
Ophthalmolog Soci 1998;96:197. 

13. Sia RK, Ryan DS, Edwards JD, Stutzman RD, 
Bower KS. The US Army Surface Ablation Study: 
comparison of PRK, MMC-PRK, and LASEK in 
moderate to high myopia. J Refract Surg 
2014;30(4):256-64. 

14. Li H, Sun T, Wang M, Zhao J. Safety and 
effectiveness of thin-flap LASIK using a 
femtosecond laser and microkeratome in the 
correction of high myopia in Chinese patients. J 
Refract Surg 2010;26(2):99-106. 

15. Schallhorn SC, Venter JA, Hannan SJ, Hettinger 
KA. Outcomes of wave front-guided laser in situ 
keratomileusis using a new-generation Hartmann-
Shack aberrometer in patients with high myopia. J 
Catar Refract Surg 2015;41(9):1810-9. 

16. Kanellopoulos AJ, Asimellis G. Refractive and 
keratometric stability in high myopic LASIK with 
high-frequency femtosecond and excimer lasers. J 
Refract Surg 2013 ;29(12):832-7. 

17. Vestergaard AH, Hjortdal JØ, Ivarsen A, Work K, 
Grauslund J, Sjølie AK. Long-term outcomes of 
photorefractive keratectomy for low to high 
myopia: 13 to 19 years of follow-up. J Refract Surg 
2013;29(5):312-9. 

18. Shojaei A, Mohammad-Rabei H, Eslani M, Elahi 
B, Noorizadeh F. Long-term evaluation of 
complications and results of photorefractive 
keratectomy in myopia: an 8-year follow-up. 
Cornea 2009;28(3):304-10. 

19. Pietilä J, Mäkinen P, Pajari T, Suominen S, Keski-
Nisula J, Sipilä K, et al. Eight-year follow-up of 
photorefractive keratectomy for myopia. J Refract 
Surg 2004;20(2):110-5. 

20. Gambato C, Ghirlando A, Moretto E, Busato F, 
Midena E. Mitomycin C modulation of corneal 
wound healing after photorefractive keratectomy in 
highly myopic eyes. Ophthalmol 2005;112(2): 
208-18. 

21. Bedei A, Marabotti A, Giannecchini I, Ferretti C, 
Montagnani M, Martinucci C, et al. Photorefractive 
keratectomy in high myopic defects with or 
without intraoperative mitomycin C: 1-year results. 
EuroJ Ophthalmol 2006;16(2):229-34. 

22. Sorkin N, Kaiserman I, Domniz Y, Sela T, Munzer 
G, Varssano D. Risk assessment for corneal ectasia 
following photorefractive keratectomy. J 
Ophthalmol 2017. 

 



Med. Forum, Vol. 30, No. 3 95 March, 2019 

Effect of Pre-Emptive Gabapentin 

on Anaesthetic and Analgesic Requirements 

in Patients Undergoing Rhinoplasty 
Muhammad Usman Mohsin1, Malik Jamil Ahmed2, Muhammad Shahid3 and  

Aamir Furqan4 

ABSTRACT 

Objective: to investigate the role of preemptive oral gabapentin (1200mg) to reduce the anesthetic requirement and 

pos operative analgesia. 

Study Design: Randomized Control Trial study. 

Place and Duration of Study: This study was conducted at the Anaesthesia, Intensive Care and Pain Control 

Department of Nishtar Hospital Multan, Bakhtawar Amin Hospital Multan, CPEIC Hospital Multan and DHQ 

teaching Hospital Sahiwal from March 2017 to March 2018. 

Materials and Methods: Hospital ethical board approves the study protocol and gives permission for study. Written 

consent was obtained from all patients. Patients were divided into two groups (group I and II) by lottery method. 

Main variables of study were duration of anesthesia, post operative pain, use of ondesteron, nausea vomiting, and 

Tramadol and diclofenac requirement. SPSS version 24 was used for data analysis. 

Results: mean total intra-operative Nalbuphine, time to first analgesic request, total Tramadol consumption in 24 

hours and total diclofenac consumption in 24 hours of Group I was 0.98±0.15 mg, 7.57±1.72hours, 81.82±2.41 mg 

and 52.35±3.16 mg, respectively. While, the mean total intra-operative Nalbuphine, time to first analgesic request, 

total Tramadol consumption in 24 hours and total diclofenac consumption in 24 hours of Group II was 2.11±0.38 

mg, 2.86±0.51 hours, 139.53±5.15 mg and 90.01±2.53 mg, respectively. 

Conclusion: Oral gabapentin 1.2g reduce the postoperative analgesic requirement and postoperative pain score to a 

significant level. Postoperative complications like nausea and vomiting are also low with use of gabapentin. 

Key Words: Gabapentin, Analgesia, Anesthesia, Rhinoplasty, Tramadol, Diclofenac. 
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INTRODUCTION 

Head and neck surgeries are the major surgical 

procedures that can be made clear and satisfactory for 

the surgeon by providing hypotensive anaesthesia in 

intra operative time, it also reduces the duration of 

surgery1. Many pharmacological agents are available 

that provides hypotensive anaesthesia during surgery by 

administrating alone or in combination with other 

pharmacological agents2. 
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Among them Nalbuphine and sub fentanil are common 

that provide hypotensive effect when given with high 

dose of banzodiazepam3. 

Pain management in acute post operative phase is a 

challenge for clinicians, if it is inadequate may affect 

patient’s quality of life and increase the number of 

morbidity and mortality4. Opioids have many adverse 

effects like bradycardia, respiratory distress, nausea, 

vomiting and hypotension which requires multimodal 

techniques of analgesia, to overcome the post operative 

opoids consumption5. All types of adverse effects 

induced by opioids analgesic may lead the patients to a 

serious complication that can ends at death6. 

Another drug is gabapentin is an anticonvulsant agent 

which also provides the antinociceptive and 

antihyperalgesic properties7. Chemical action of 

gabapentin modulates the central and peripheral 

response to painful stimulus and acts at dorsal rout 

ganglia and spinal cord8, it also prevents the C fibers 

response to painful stimulus by changing the calcium 

channel gate and blocking the N methyl D aspirate 

receptors9. In previous literature it was also documented 

that gabapentin blocks the alpha amino methyl prop 

ionic acid10. 

In our study we investigate the analgesic effect of 

gabapentin and its effects on anaesthetic and rescue 
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Gabapentin on 
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analgesia requirement by augmenting the hypotension 

in intra operative time during rhinoplasty. 

MATERIALS AND METHODS 

This study is prospective randomized trial conducted in 

the anaesthesia, intensive care and pain control 

department of Nishtar Hospital Multan, Bakhtawar 

Amin Hospital Multan, CPEIC Hospital Multan and 

DHQ teaching Hospital Sahiwal completed in one year 

duration from March 2017 to March 2018. Hospital 

ethical board approves the study protocol and gives 

permission for study. Written consent was obtained 

from all patients. Ninety patients of age more than 18 

years, both genders, ASA physical status I and II and 

who were selected for rhinoplasty were included in the 

study.  Patients with Coronary heart disease, poor 

coagulation profile, hepatic or renal functions, allergy 

to any study drugs, and hypertension and who were not 

given consent were excluded from the study. 

Patients were divided into two groups (group I and II) 

by lottery method. Patients in group I were given oral 

gabapentin (1.2g) and patients in group II were given 

placebo capsules 2 hours before surgery. Patients were 

fasted before 8 hours of surgery baseline monitoring of 

mean arterial pressure and heart rate was recorded. 

Patients were given midazolam 0.05mg per kg through 

intravenous rout before half hour of surgery, arterial 

line was inserted into the radial artery for standard 

monitoring of mean arterial pressure. Six leads 

electrocardiogram, pulse oximetery, invasive blood 

pressure monitoring and neuromuscular monitoring was 

attached before induction of anaesthesia. 

Patients were included general anaesthesia with 

atracurium 0.15 mg per kg, 2 to 3 mg per kg propofol 

and Nalbuphine 1microgram per kg intravenously. 

Endotracheal tube was inserted and patients were 

ventilated to maintain co2 between 31 to 35 mmhg. 

Sevoflurane 1.5% and nitrous oxide 70% was used for 

maintenance of general anesthesia. During continuous 

monitoring of MAP Nalbuphine infusion was started 

when MAP was more than 60mmhg. Total dose of 

Nalbuphine was calculated and recorded at the end of 

surgery. Neostigmine 0.04mg per kg, Tramadol 0.5 mg 

per kg and atropine 0.01 mg per kg was given and 

patient was extubated after complete consciousness and 

achievement of normal breathing. 

SPSS version was used for analysis of recorded data. 

Main outcome variables were effect of oral gabapentin 

on anaesthetic requirement and total intraoperative 

Nalbuphine needed for anaesthetic hypotension. Mean 

and standard deviation were calculated for numerical 

variable like mean arterial pressure and postoperative 

analgesic requirement. Frequency percentages were 

calculated for qualitative data. Chi-square test and 

student T test was applied to see association between 

variables and P value less than or equal to 0.05 was 

labeled as significant. 

RESULTS 

Ninety patients were included in this study, both 

genders. The patients were divided into two Groups as 

n=45 in Group I and n=45 in Group II. The mean age, 

height and weight of Group I was30.44±3.21 years, 

64.37±2.66 cm and 162.03±2.01 kg, respectively. There 

were n=32 (71.1%) males and n=13 (28.9%) females. 

ASA grades was noted I as n=36 (80%) and II as n=9 

(20%). The mean age, height and weight of Group II 

was 29.65±3.33 years, 65.31±2.62 cm and 162.20±2.02 

kg, respectively. There were n=33 (73.3%) males and 

n=12 (26.7%) females. ASA grades was noted I as 

n=33 (73.3%) and II as n=12 (26.7%).The difference 

was statistically insignificant. (Table. I). 

The mean duration of surgery, duration of anesthesia, 

pre-operative HR, pre-operative MAP, estimated 

intra-operative blood loss and time to intended MAP of 

Group I was 81.64±3.01 minutes, 91.53±4.28 minutes, 

81.48±3.27 b/m, 75.08±2.3 mmHg, 85.17±2.31 ml 

and61.64±1.88 (s), respectively. While, the mean 

duration of surgery, duration of anesthesia, 

pre-operative HR, pre-operative MAP, estimated 

intra-operative blood loss and time to intended MAP of 

Group II was 81.66±2.77 minutes, 91.48±4.18 minutes, 

82.57±2.98 b/m, 74.91±2.15 mmHg, 108.95±3.07 ml 

and75.77±3.84 (s), respectively. The difference was 

statistically significant for estimated intra-operative 

blood loss (p=0.000) and time to intended MAP 

(p=0.000). (Table. 2). 

Table No. I: Demographic Data 

Variables Group I 

n=45 

Group II 

n=45 

P-

value 

Age 

(years) 

30.44±3.21 29.65±3.33 0.061 

Height 

(cm) 

162.03±2.01 162.20±2.02 0.097 

Weight 

(kg) 

64.37±2.66 65.31±2.62 0.677 

Gender 

Male n=32 (71.1%) n=33 (73.3%) 0.814 

Female n=13 (28.9%) n=12 (26.7%) 

ASA Grades 

I n=36 (80%) n=33 (73.3%) 0.455 

II n=9 (20%) n=12 (26.7%) 

The mean total intra-operative Nalbuphine, time to first 

analgesic request, total Tramadol consumption in 24 

hours and total diclofenac consumption in 24 hours of 

Group I was 0.98±0.15 mg, 7.57±1.72hours, 

81.82±2.41 mg and 52.35±3.16 mg, respectively. 

While, the mean total intra-operative Nalbuphine, time 

to first analgesic request, total Tramadol consumption 

in 24 hours and total diclofenac consumption in 24 

hours of Group II was 2.11±0.38 mg, 2.86±0.51 hours, 

139.53±5.15 mg and 90.01±2.53 mg, respectively. The 

difference was statistically significant. (Table. 3). 
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Table No. 2: Pain assessment parameters.  

Variables Group I 

n=45 

Group II 

n=45 

P-

value 

Duration of 

surgery 

(minutes) 

81.64±3.01 81.66±2.77 0.971 

Duration of 

anaesthesia 

(minuntes) 

91.53±4.28 91.48±4.18 0.960 

Pre-operative 

HR (b/m) 

81.48±3.27 82.57±2.98 0.103 

Pre-operative 

MAP (mmHg) 

75.08±2.3 74.91±2.15 0.688 

Estimated 

intra-operative 

blood loss (ml) 

85.17±2.31 108.95±3.07 0.000 

Time to 

intended MAP 

(s) 

61.64±1.88 75.77±3.84 0.000 

Table No. 3: Rescue analgesic 

Variables Group I 

n=45 

Group II 

n=45 

P-

value 

Total 

intra-operative 

Nalbuphine 

(mg) 

0.98±0.15 2.11±0.38 0.000 

Time to first 

analgesic 

request 

(hours) 

7.57±1.72 2.86±0.51 0.000 

Total 

tramadol 

consumption 

in 24 hours 

(mg) 

81.82±2.41 139.53±5.15 0.000 

Total 

diclofenac 

consumption 

in 24 hours 

(mg) 

52.35±3.16 90.01±2.53 0.000 

Table No. 4: Complications 

Variables Group I 

n=45 

Group II 

n=45 

P-

value 

Nausea 

n=1 

(2.2%) 

n=3 

(6.7%) 

0.306 

Vomiting 

n=8 

(17.8%) 

n=10 

(22.2%) 

0.598 

Use of 

ondansetron 

n=6 

(13.3%) 

n=8 

(17.8%) 

0.561 

Nausea, vomiting and use of ondesteron of patients of 

Group I was observed as n=1 (2.2%), n=8 (17.8%) and 

n=6 (13.3%), respectively. While, nausea, vomiting and 

use of ondesteron of patients of Group II was observed 

as n=3 (6.7%), n=10 (22.2%) and n=8 (17.8%), 

respectively. The difference was statistically 

insignificant. (Table. 4). 

DISCUSSION 

Gogna RL et al11 conducted a study on role of 

gabapentin for postoperative analgesia and anesthesia in 

patients undergoing surgeries under spinal anesthesia 

and reported that oral dose of gabapentin before two 

hours of surgeries enhance the duration of post 

operative analgesia and pain control is also better as 

compared to placebo group. Difference between both 

groups was statistically significant in pain control and 

analgesia requirement. This study is comparable with 

our study. 

In another study conducted by Bhatia U et al12 on effect 

of gabapentin as preemptive analgesia in abdominal 

hysterectomy patients and reported that use of 600mg 

gabapentin preemptive prolongs the duration of 

analgesia and reduce the postoperative pain. He also 

reported that gabapentin shortens the onset of sensory 

and motor blockade. He use this experiment in 

comparison with placebo drug, results of this study 

were also identical to our setting and conclusion. 

Premkumar RJ et al13 also conducted a study on 

preemptive analgesic effect of gabapentin in patients of 

abdominal hysterectomy. Visual analogue score scale 

VAS scale was used in his study to assess the pain 

intensity in postoperative period. Required group was 

compared with placebo and reported that use of 300 mg 

gabapentin orally reduce the postoperative pain and 

reduce the Tramadol consumption. Value of his study 

was statistically significant. In this point of view 

gabapentin is effective and superior to placebo. 

In a study conducted by Doha NM et al14 and reported 

that use of 1200 mg gabapentin two hours before 

surgery reduce the Isoflurane and fentanyl consumption 

during surgical procedure, reduce the postoperative 

pain and rescue analgesia requirement. Complications 

of surgery like postoperative nausea and vomiting are 

also less with use of gabapentin but dizziness is much 

higher after use of gabapentin. We can compare this 

study with our study in all aspects. 

Here is another study conducted by Salama ER et al15 

and reported that preoperative administration of 

gabapentin reduces the sevoflurane and fentanyl 

consumption along with post operative analgesic 

requirement. Duration of analgesia was also increased 

to a significant level with reduction in dose of 

diclofenac and Tramadol. This study also goes in favor 

of our study. Another study was conducted by Parikh 

HG et al16 on comparison of placebo and gabapentin in 

reduction of postoperative analgesic requirement and 

duration of analgesia prolongation and reported that 

rescue analgesia with diclofenac can be reduced with 

use of gabapentin oral preoperatively and postoperative 

analgesia duration can also be enhanced. 
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Turan et al17 used 1200mg gabapentin oral in his study 

before one hour of surgery and reported significant 

decrease in analgesic requirement, post operative pain 

score can also be reduced by administration of 

gabapentin in abdominal hysterectomy patients. 

Another study was conducted by Türe H et al18 and 

reported that use of preoperative gabapentin reduce 

intraoperative fentanyl and propofol consumption as 

compared to placebo in patients of throat and nose 

surgery. One common side effect of gabapentin use was 

dizziness induced by gabapentin that can be covered 

ambulatory use. 

In a study Pandey CK et al19 evaluate the role of 

gabapentin in lumber surgery for reduction in 

postoperative pain and reported that reported that 

preoperative use of gabapentin reduced the pain score 

to a significant level and also reduced the post operative 

pain and analgesia requirement. Nausea and vomiting 

was also minimum in this group as compared to 

placebo. Mahoori A et al20 conducted a study in 2014 

and used gabapentin in patients undergoing 

herniorrhaphy and reported minimum side effects with 

mark able reduction in post operative analgesia and 

pain score. These studies are comparable with our 

studies in all aspects.. 

CONCLUSION 

Result of our study reveals that oral gabapentin 1.2g 

reduce the postoperative analgesic requirement and 

postoperative pain score to a significant level. 

Postoperative complications like nausea and vomiting 

are also low with use of gabapentin. 
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Assessment of Low Concentration 

and High Volume Intraperitoneal 

Bupivacaine in Producing Analgesia 

Following Laparoscopic Cholecystectomy 
Shabbir Ahmed, Muhammad Fazal ur Rehman and Movahid Anwer 

ABSTRACT 

Objective: To assess low‑concentration and high volume intraperitoneal bupivacaine in producing analgesia 

following laparoscopic cholecystectomy. 

Study Design: A prospective randomized controlled trial. 

Place and Duration of Study: This study was conducted at the Department of General Surgery at Bakhtawar Amin 

Hospital and Medical College, Multan from March 2018 to July 2018. 

Materials and Methods: All 110 patients were distributed into two equal groups. Peritoneal cavity was irrigated 

with a mixture of 480ml normal saline and 20ml of 0.5% bupivacaine in group-B and with 500ml normal saline in 

group-S. Analgesia duration, total analgesic requirement in first 24hours and NRS score recorded at extubation, 

30minutes, 1, 3, 6, 12 and 24 hour postoperatively, were compared. Data was put in SPSS v.23 and compared with 

independent t-test and Chi square test, as applicable. P ≤0.05 was considered statistically significant. 

Results: Age, weight, gender distribution, surgery duration, propofol requirement and MAC of isoflurane were not 

significantly different (p>0.05).The duration of analgesia was 17.64±3.54 hours in group-B and 0.83±0.49 hours in 

group-S (p<0.001). Total tramadol requirement within postoperative 24 hours was significantly more in group-S 

(p<0.001). The NRS score was significantly better in group-B at extubation, 30minutes, 1, 3, 6 hours (p<0.05) while 

at 12 and 24 hours, the difference was not statistically significant (p>0.05). 

Conclusion: Bupivacaine in low concentration and high volumes is significantly effective in prolonging analgesia 

duration and improving NRS score after LC. 
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INTRODUCTION 

For the treatment of benign diseases of gall bladder, 

laparoscopic cholecystectomy has become an ideal 

procedure. This procedure is associated with shorter 

hospital stay and reduced postoperative pain as 

compared to the conventional method1-3. However, pain 

is still a major complaint after LC with first 24 hours 

postoperatively 4, 5. Variety of analgesics and opioids 

have been tried to decrease the pain following LC. The 

success rate of these drugs have been variable so far.  

 

 

Department of Surgery, Bakhtawar Amin Hospital and 

Medical College, Multan. 
 

 

Correspondence: Dr. Shabbir Ahmed, Assistant Professor of 

Surgery, Bakhtawar Amin Hospital and Medical College, 

Multan. 

Contact No: 0333-6058036 

Email: shabbirahmad2011@hotmal.com 
 

 

Received: September, 2018 

Accepted: February, 2019 

Printed: March, 2019 
 

 

 

 

 

 

In conventional approach, the pain is parietal in origin 

while in LC, the pain is of variety of origins such as 

incisional pain (somatic pain), shoulder pain (visceral 

pain due to irritation of phrenic nerve) and deep intra-

abdominal pain (visceral pain)6,7. Pain is the chiefcause 

in 17-41% of the patients undergoing laparoscopic 

cholecystectomy for overnight stay at the hospital and 

the major reason for prolonged rehabilitation in these 

patients 8. 

As the postoperative pain for laparoscopic 

cholecystectomy is very complex, multi modal 

treatment approach is suggested by the specialists. 

Empathy building with the patients, explanation of the 

procedure and its complications to the patients, making 

the patients feel confident and administration of 

NSAIDs before the procedure are the modalities 

included in the comprehensive treatment approach for 

the treatment of post laparoscopic cholecystectomy 

approach. Administration of peri operative opioids, 

infiltration of local anesthetics and irrigation of the 

peritoneal cavity with the local anesthetics are some 

other modes of action for the treatment of pain. 

However, provision of effective analgesia following 

laparoscopic cholecystectomy still remains a challenge.  
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For postoperative analgesia after laparoscopic 

cholecystectomy, instillation of various local anesthetic 

agents in peritoneal cavity has become popular recently. 

Low volume (20 cc in 100 cc normal saline) and high 

concentration (0.5% - 0.125%) of bupivacaine has been 

used in some studies but the duration of their analgesia 

lasted only for few hours postoperatively 9-12. In another 

study, high volume (20 cc in 500 cc normal saline) and 

low concentration (0.02%) of bupivacaine was used for 

irrigating the peritoneal cavity after laparoscopic 

cholecystectomy and their results were promising in 

producing prolonged and more effective analgesia 13. 

The reason behind that might be that larger volumes are 

able to irrigate large sub hepatic areas and can produce 

more effective analgesia.  

Data regarding the efficacy of low concentration and 

high volume of bupivacaine for irrigating the peritoneal 

cavity after laparoscopic cholecystectomy and 

producing effective analgesia is not sufficient. We 

planned to conduct this study on a relatively larger 

population to get better and more precise results about 

the efficacy of irrigation of peritoneal cavity with large 

volumes of diluted bupivacaine following laparoscopic 

cholecystectomy in producing postoperative analgesia.. 

MATERIALS AND METHODS 

After getting approved from the hospital ethics 

committee, this prospective randomized controlled trial 

was carried out in the Department of General Surgery at 

Bakhtawar Amin Hospital and Medical College, 

Multan, from March 2018 to July 2018. The study by 

Jain S et al. 13 was taken as reference and sample size 

was calculated. With non-probability consecutive 

sampling technique, we selected 110 patients of 

American Society of Anesthesiologists physical status I 

or II and age being between 18 – 60 years. All these 

patients were planned for elective cholecystectomy 

under general anesthesia. All the patients who were 

pregnant, diagnosed cases of acute pancreatitis or 

choledocholithiasis, currently using opioids, had 

chronic pain or allergy to local anesthetics,  and 

required conversion of laparoscopic cholecystectomy to 

open cholecystectomy were not involved in our study.  

All the patients were randomly assigned into two 

groups with equal number of patients, after taking 

written informed consent. Numeric pain rating scale (0 

= no pain and 10 = extremely severe pain) was 

explained to all the patients. All the patients were kept 

nil per oral for minimum eight hours prior to surgery. 

Premedication was done 0.025 mg /kg midazolam, 2 µg 

/kg fentanyl and 0.1 mg /kg ondansetron and all these 

drugs were given intravenously. Propofol 2 mg/kg was 

given intravenously to induce general anesthesia. 

Vecuronium 0.1 mg/kg was given by intravenous route 

to achieve muscle relaxation and endotracheal 

intubation was done. Isoflurane 0.8 to 1% in a mixture 

of air and nitrous oxide was used to sustain anesthesia. 

During surgery, intra-abdominal pressure was 

maintained below 12mmHg. Heart rate and mean 

arterial pressure were logged at 5 minutes interval. 

During surgery, analgesia was achieved with 1.5 mg/kg 

intravenous diclofenac sodium and no further 

analgesics were administered during the procedure. 

Post operatively, 1.5 mg/kg intravenous diclofenac 

sodium was given at 8 hours and then at 16 hours. All 

the patient were randomly distributed into two groups. 

Each group consisted of 55 patients. In Group B, a 

mixture of 480 ml normal saline and 20 ml of 0.5% 

bupivacaine was used for irrigation of peritoneal cavity, 

while in group S, we used 500 cc of normal saline to 

irrigate the peritoneal cavity. The irrigation fluids were 

used during the dissection of gall bladder and were then 

aspirated after the completion of dissection. Some of 

the irrigation fluid was used to irrigate the surgical bed 

and the peritoneal cavity after the extraction of the gall 

bladder. For facilitation of dispersing the drugs to the 

sub hepatic area, patients were placed in 

Trendelenburg’s position with right lateral tilt for a 

minimum of five minutes. Irrigation was performed 

with the help of subcostal trocar under direct 

laparoscopic control. After this, irrigation fluid was 

aspirated. All the surgical ports were closed after 

placing the drain in sub hepatic area. The inhalational 

anesthetics i.e. nitrous oxide and isoflurane were 

stopped and 0.04 mg/kg neostigmine along with 0.01 

mg/kg glycopyrrolate was given intravenously for the 

reversal of neuromuscular blockade. Patients were 

extubated when the sufficient muscle power had 

returned. After awakening of the patient and observing 

the verbal response, patients were moved to PACU. 

Rescue analgesia was provided with intravenous 

injection mg 2 mg/kg tramadol according to the 

patients’ requirement. The time for first rescue 

analgesic administration was noted and was noted as 

duration of analgesia. Numeric rating scale score was 

recorded by postoperative nursing staff at 30 minutes, 1 

hour, 3 hour, 6 hour, 12 hour and 24 hour 

postoperatively. NRS ≥4 was the criteria for 

administering the analgesics.  

The primary objective of the study to compare the 

analgesia duration between the groups. Secondary 

objective included the comparison of total analgesic 

requirement in first 24 postoperative hours and NRS 

score recorded at various intervals. All the data was 

collected on a performa by the researchers themselves. 

The data was put in SPSS version 23 and compared. 

Continuous data was compared with independent t-test 

and Chi square test was applied on nominal data. P 

≤0.05 was considered to be significant, statistically. 

RESULTS 

Mean age of the patients was 42.96 ± 10.85 years and 

43.61 ± 10.06 years in group B and S, respectively (p 

=0.750). Mean weight of the patients was 58.01 ± 8.29 
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kg and 54.62 ± 9.64 kg in group B and S, respectively 

(p =0.051). Out of 55 patients, 17 were males in group 

B and 26 were males in group S (p =0.079). The 

deration of surgery was 60.76 ± 5.29 minutes in group 

S and 59.45 ± 5.57 minutes in group B (p =0.209). 

Propofol requirement and MAC of isoflurane were 

107.53 ± 2.32 mg and 0.91 ± 0.03 in group B; and 

107.09 ± 1.89 mg and 0.92 ± 0.02 in group S (p-value 

0.283 and 0.204), respectively. Table-I 

Table No.I: Baseline and operative data. 

Variable Group B 

(n=55) 

Group S 

(n=55) 

P 

value 

Age, years 42.96 ± 

10.85 

43.61 ± 

10.06 

0.750 

Weight, kg 58.01 ± 

8.29 

54.62 ± 

9.64 

0.051 

Gender (male / 

female) 

17 / 38 26 / 29 0.079 

Surgery duration, 

min 

59.45 ± 

5.57 

60.76 ± 

5.29 

0.209 

Propofol 

requirement, mg 

107.53 ± 

2.32 

107.09 ± 

1.89 

0.283 

MAC of 

isoflurane 

0.91 ± 

0.03 

0.92 ± 

0.02 

0.204 

Data is mentioned as mean ± standard deviation or 

Ratio. 

Table No.2: Outcome Data 

Variable Group B 

(n=55) 

Group S 

(n=55) 

P value 

Analgesia 

duration, hours 

17.64 ± 

3.54 

0.83 ± 

0.49 

<0.001 

Total tramadol 

requirement 

within 24 

hours, mg 

29.82 ± 

14.33 

122.38 ± 

23.54 

<0.001 

Numeric Pain Rating Scale Score 

At extubation 0.73 ± 

0.33 

4.86 ± 

0.71 

<0.001 

30 min 1.06 ± 

0.49 

2.39 ± 

0.98 

<0.001 

1 hour 1.34 ± 

0.41 

1.67 ± 

0.75 

0.005 

3 hour 2.12 ± 

0.68 

2.53 ± 

1.13 

0.023 

6 hour 1.77 ± 

0.41 

2.08 ± 

0.76 

0.011 

12 hour 2.14 ± 

0.92 

2.36 ± 

1.08 

0.254 

24 hour 2.03 ± 

0.71 

2.10 ± 

0.74 

0.624 

Data is mentioned as mean ± standard deviation. 

The duration of analgesia was 17.64 ± 3.54 hours in 

group B and 0.83 ± 0.49 hours in group S (p<0.001). 

Total tramadol requirement in the first 24 hours was 

29.82 ± 14.33 mg and 122.38 ± 23.54 mg in group B 

and S, respectively (p<0.001). The NRS score in group 

B and S was 0.73 ± 0.33 and 4.86 ± 0.71 at extubation 

(p<0.001); 1.06 ± 0.49 and 2.39 ± 0.98 at 30 minutes 

(p<0.001); 1.34 ± 0.41 and 1.67 ± 0.75 at 1 hour (p 

=0.005); 2.12 ± 0.68 and 2.53 ± 1.13 at 3 hours (p 

=0.023); 1.77 ± 0.41 and 2.08 ± 0.76 at 6 hours (p 

=0.011); 2.14 ± 0.92 and 2.36 ± 1.08 at 12 hours (p 

=0.254); and 2.03 ± 0.71 and 2.10 ± 0.74 at 24 hours (p 

=0.624). Table-2 

DISCUSSION 

We observed in our study that irrigation of peritoneal 

cavity with low concentration high volume bupivacaine 

is effective in reducing postoperative pain, decreasing 

postoperative opioid analgesic need and prolonging the 

duration of analgesia. Postoperative pain a complex and 

can be managed with multimodal approach in which 

opioids consumption is less and recovery is fast14,15. We 

gave diclofenac sodium and fentanyl to the patients in 

perioperative period along with irrigation of peritoneal 

cavity with bupivacaine in group B. Parietal pain can be 

treated with diclofenac sodium while bupivacaine is 

effective in visceral pain. Bupivacaine belongs to amide 

group of local anesthetics and is known for 

prolongation of analgesia16. The researchers who 

instilled highly concentrated low volume bupivacaine in 

the bed of gall bladder found it to be ineffective in 

producing sufficient analgesia 17-19 as compared to short 

acting analgesics9-12.  

Cochrane review concluded that instillation of local 

anesthetics into the peritoneal can is not an effective 

method in producing post LC analgesia 20. This could 

be due to the use of small volumes of the local 

anesthetics which was unable to cover most of the 

intraperitoneal area. We used large volumes of diluted 

bupivacaine in our research which was effective in 

prolonging the time of analgesia and similar results 

were observed by Gupta PK et al.21 and Jain S et al.13. 

Nunez et al.22 observed large volumes of diluted 

levobupivacaine to be more effective than small volume 

of highly concentrated levobupivacaine in producing 

brachial plexus block. NRS score was found to be 

significantly betterin group B, in our study. Tramadol 

requirement in postoperative period was considerably 

greater in group S than in group B.  

Boddy et al23 and Gupta A et al24 did not find any 

substantial difference in analgesics requirement even 

after irrigating the peritoneal cavity with bupivacaine. 

However, the volumes of bupivacaine used in various 

studies included in above mentioned reviews were 10 

ml to 200 ml with 0.1% to 0.5% concentration in 

contrast to our study where we used 500 ml with low 

concentrations. According to some studies, shoulder 

pain is reduced after irrigating the peritoneal cavity 

with bupivacaine25 while some did not observe any 

promising results26. We maintained intraperitoneal 

pressure below 12 mmHg and it is known to 
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significantly reduce postoperative shoulder pain 

following laparoscopic cholecystectomy27. As far as the 

frequency of nausea and vomiting is concerned, we 

found no significant difference. Preoperative 

administration of ondansetron can be a noteworthy 

cause of similar occurrence of nausea and vomiting 28. 

Yari M et al29 demonstrated in their study that there is 

no effect of instilling bupivacaine in peritoneal cavity 

on the frequency of nausea and vomiting. 

CONCLUSION 

Bupivacaine in low concentration and high volumes is 

significantly effective in prolonging the analgesia 

duration and improving NRS score in the patients who 

underwent laparoscopic cholecystectomy. 
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To Compare the Frequency of 

Unintended Durotomy in Open Discectomy 

Versus Endoscopic Discectomy 
Mumtaz Ahmed1, Muhammad Feroz Nawaz1, Habib Ullah2 and 

Muhammad Shahid Sameja1 

ABSTRACT 

Objective: To compare the frequency of unintended durotomy in open discectomy versus endoscopic discectomy. 

Study Design: Randomized controlled trial study 

Place and Duration of Study: This study was conducted at the Department of Neurosurgery, Bahawal Victoria 

Hospital Bahawalpur from January 2018 to December 2018. 

Materials and Methods: A total 172 patients (86 patients in each group) were included in this study. Patients 

fulfilling the inclusion and exclusion criteria were divided into two groups (A and B). In Group A, patients 

underwent Endoscopic Discectomy and in Group B, patients underwent open discectomy. 

Results: The mean age was 47.02±9.6 years in group a while in group B, 48.83±8.7 years. In group A, 14 (16.28%) 

patients had unintended durotomy while in group-B, 3 (3.49%) patients had unintended durotomy. 

Conclusion: Although the frequency of unintended durotomy in endoscopic discectomy was high, it is one of ideal 

minimally invasive operative approaches for lumbar spinal region. Endoscopic discectomy is proposed as a safe and 

effective alternative to open back surgery. 

Key Words: Unintended durotomy, Endoscopic discectomy, Open discectomy, Lumbar region, backache, low  

back pain. 
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INTRODUCTION 

Backache associated with sciatica is very common 

problem. One common reason for low back pain is 

lumbar disc herniation into spinal canal. Symptoms and 

Signs of sciatica and MRI findings of nerve root 

compression or displacement by herniated disc are 

correlated before invasive therapy isundertaken.1,2 

Existing studies on endoscopic lumbar discectomy 

report similar outcomes to those of open discectomy 

but conflicting results on complications. Lumbar 

discectomy is usually done by standard open 

discectomy and endoscopic discectomy. The most 

common complication was dural tear between open 

and endoscopic discectomy.3 
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Endoscopic Discectomy has advantages especially for 

recurrent disc herniation.4,5 Incidental dural tears in 

spinal surgeries is one of the most important 

complication as reported in many previous studies 

regarding spine surgeries with frequency of 1.8% to 

17.4%.6 During the extraction of big disc extrusion 

excessive nerve root is one of the important 

intraoperative mechanism other than direct laceration 

of dura. If any unintended durotomy is not recognized 

intraoperatively, the majority of symptomatic patients 

with a CSF leak typically experience headache and 

photophobia as soon as they undertake and upright 

posture postoperatively. Teli et al7 showed in a study 

that frequency of unintended durotomy in open 

discectomy is 3%. 

For the treatment of ruptured or herniated discs of 

lumbar spine open discectomy is the most frequent 

performing surgical treatment. Vertebral discs are the 

cushioning and connecting materials that lie between 

the bones of the spine called “vertebrae.” When the 

outer wall of a disc, called the annulus fibrosus, 

becomes weakened through age or injury, it may tear 

allowing the soft inner part of the disc, the nucleus 

pulposus, to bulge out. This is called disc herniation, 

disc proplapse, or a slipped or bulging disc. Once the 

inner disc material extends out past the regular margin 

of the outer disc wall, it can press against very 

sensitive nerve tissue in the spine. The “bulging” disc 

can compress or even damage the nerve tissue, and this 

can cause weakness, tingling, or pain in the back area 
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and into one or both legs. Discectomy surgical 

procedure performed to extract the damaged disc and 

relieve the pressure on nerve tissue and alleviate the 

pain.8 The surgery involves a small incision in the skin 

over the spine, the removal of some ligament and bone 

material and the removal of some of the 

discmaterial.9,10. 
 

MATERIALS AND METHODS 

This randomized controlled trial was conducted at 

Department of Neurosurgery, Bahawal Victoria 

Hospital Bahawalpur from 1st January 2018 to 31st 

December 2018. A total number of 172 patients of 

lumbar disc herniation were selected and divided into 

two groups, A (n=86) and B (n=86). Open 

microdiscectomy was performed in Group A and 

endoscopic microdiscectomy was performed in Group 

B. Provisional diagnosis of herniated disc was 

confirmed by MRI findings i.e. bulging of lumbar 

intervertebral disc posterioly into the spinal canal 

causing compression of the contents of the canal or any 

nerve root. Patient’s ages 18 to 60 years having 

persistent redicular pain from 6 to 8 weeks and to had 

disc herniation by MRI were included. Patients with 

previous history of same surgery with cauda equine 

syndromes spondylolytic or degenerative 

spondylolisthesis, with central spinal canal stenosis, 

pregnancy or having severe somatic or psychiatric 

illness were excluded. Double Halo sign is observed by 

pouring 1 ml of hemorrhagic fluid on a cotton gauze 

piece; if it spreads over the gauze in form of two rings, 

red in center and clear watery ring around it then sign is 

termed as positive. If only a single red or pink coloured 

ring is formed then Double Halo sign was termed as 

negative. For open discectomy, a small midline skin 

incision was made. Muscles were dissected sub-

periosteally. Fenestration or hemilaminectomy was 

done. Flavectomy was done and dura and nerve roots 

were retracted. Discectomy was done and wound was 

closed in reverse order. For endoscopic discectomy, a 

relatively small para-median skin incision made. 

Muscles were split. Tubular retractor was inserted. 

Endoscope was passed and a key hole was made in the 

lamina. Flavectomy was done and nerve roots and dura 

retracted with tubular retractor. Discectomy was done 

and wound was closed. All the necessary information 

was recorded in data collection proforma. Patient was 

re-examined at 3rd postoperative day and final findings 

were recorded. The data collected was entered in 

computer software SPSS version 20. Chi-square test 

was used for unintended durotomy in both groups taken 

P ≤ 0.05 as significant. 

RESULTS 

The mean age was 47.02± 9.6 years in group A while in 

group-B, it was 48.83±8.7 years. Ninety (52.33%) 

patients were female and 82 (47.67%) patients were 

male (Table 1). Fourteen (16.28%) patients had 

unintended durotomy in group A while 72 (83.72%) 

patients had no unintended durotomy in group B. In 

group-A (endoscopic discectomy), 3 patients in 18-30 

years age group had unintended durotomy while 4 

patients had no unintended durotomy, 6 patients in 31-

45 years of age group had unintended durotomy while 

23 patients had no unintended durotomy and 5 patients 

in 46-60 years of age group had unintended durotomy 

while 45 patients had no unintended durotomy with 

insignificant p value of 0.064. In group-A (endoscopic 

discectomy), 6 male and 8 female patients had 

unintended durotomy while 37 male and 35 female 

patients had no unintended durotomy with insignificant 

p value of 0.559. In group-B (open discectomy), 3 

(3.49%) patients had unintended durotomy while 83 

(96.51%) patients had no unintended durotomy. In 

group-B (open discectomy), 1 patients in 18-30 years 

age group had unintended durotomy while 3 patients had 

no unintended durotomy, 1 patients in 31-45 years of 

age group had unintended durotomy while 25 patients 

had no unintended durotomy and 1 patients in 46-60 

years of age group had unintended durotomy while 55 

patients had no unintended durotomy with insignificant 

p value of 0.050. In group-B (open discectomy), 2 male 

and 1 female patients had unintended durotomy while 37 

male and 46 female patients had no unintended 

durotomy with insignificant p value of 0.450. 

Comparison of unintended durotomy between group-A 

(endoscopic discectomy) and group-B (open 

discectomy) came up with a significant p value of 0.005 

(Tables 2-3). 
 
Table No. 1: Unintended durotomy in age and 

gender of patients in endoscopic discectomy. 

Variable 
Unintended durotomy 

p-value 
Yes No 

Age (years) 

18 – 30 3 (42.9%) 4 (57.1)% 

0.046 31 – 45 6 (20.7%) 23 (79.3%) 

46 – 60 5 (10%) 45 (90%) 

Gender 

Male 6 (6.98%) 37 (43.02%) 
0.559 

Female 8 (9.3%) 35 ((40.7%) 

 

Table No.2: Unintended durotomy in different age 

groups of patients in open discectomy 

Variable 
Unintended durotomy 

p-value 
Yes No 

Age (years) 

18 – 30 1 (1.16%) 3 (3.48%) 

0.046 31 – 45 1 (1.16%) 25 (29.06%) 

46 – 60 1 (1.16%) 55 (63.95%) 

Gender 

Male 2 (2.33%) 37 (43.02%) 
0.450 

Female 1 (1.16%) 46 (53.59%) 
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Table No.3: Comparison of unintended durotomy 

between endoscopic discectomy and open 

discectomy 

Group 
Unintended Durotomy 

P value 
Yes No 

Endoscopic 

discectomy 
14 (16.3%) 72 (83.7%) 

0.005 
Open 

discectomy 
3 (3.5%) 83 (96.5%) 

DISCUSSION 

Incidental or unintended dural tear is one of the most 

common morbidity found in spine surgeries and 

microdiscectomy is considered a procedure of choice 

for dural tears.1,2 This article describes the operative 

techniques and outcomes reported in the literature for 

both lumbar microdiscectomy and microendoscopic 

discectomy. Currently some of studies regarding spine 

surgeries, in which surgeons uses the less invasive 

micro-surgical procedure with advance endoscopic 

procedure. They have developed new systems for 

endoscopic posterior discectomy, either with a conic 

“freehand” working channel or with a 

tubularretractor.11 

In the present study, the frequency of unintended 

durotomy was 16.28% in open discectomy and 3.49% 

in open discectomy. These results were comparable to 

the results of other studies. A study conducted by Desai 

et al12 showed similarity to our study in which the 

incident rate of durotomy was 3.1% and the basis of 

differences analyzed between the groups, the durotomy 

group was found to have significantly increased 

operative duration, operative blood loss, and length of 

inpatient stay. 

Another study regarding lumbar spine surgery showed 

the incidental rate of incidental durotomy was 9% and 

there was significant difference between durotomy 

group and other group in mean hospital stay, blood loss 

and operative time p-value >0.0513 there were also no 

differences in incidence of nerve root injury, mortality, 

additional surgeries, or primary outcomes at yearly 

follow-ups to 4 years. 

A study conducted by Wong et al14 regarding 

laparoscopic discectomy group there were 15 CSF leaks 

(4.7%), and 49 CSF leaks (9.0%) in the open group. 

Patients undergoing the laparoscopic discectomy had 

significantly lower reoperation rates for CSF leak 

repairs (open = 25% of open CSF leak cases, the 

laparoscopic discectomy = 0%, P < .01). 

Another study conducted by Cammisa et al15 showed 

that total of 2144 patients were reviewed, and 74 were 

found to have dural tears occurring during laparoscopic 

surgery. Incidental durotomy occurred at the time of 

laparoscopic surgery in 66 patients (3.1% overall 

incidence). Jones et al16 conducted a study and showed 

that unintended incidental durotomy is most common 

complication of laparoscopic spinal surgery (incidence, 

0.3-13% reported). In this study patients were evaluated 

at long-term follow-up (mean, 25.1 months); and their 

results were compared with controls matched for age, 

diagnosis, procedure, and length of follow-up. No 

differences of statistical significance could be identified 

in comparing the outcomes of the two groups. 

Incidental durotomy, when recognized and repaired 

intraoperatively, does not increase perioperative 

morbidity or compromise final result. 

Ruban et al17 also showed that unintended durotomy 

occurred in 53 (9.4%) of 563 patients with open 

discectomy. The mean age at surgery was 60.7 years 

(range 30-85 years). These results showed a little 

difference to our study. 

In modern era many of endoscopic techniques for 

lumbar spine herniation in term of minimal invasive 

spine surgeries shows better outcomes as compared to 

other conventional open surgeries. There have been few 

previous studies on the outcomes of endoscopic 

discectomy for recurrent lumbar disc herniation. The 

success rates are in general quite high with all surgical 

procedures for new herniated lumbar discs.18. 

CONCLUSION 

Endoscopic discectomy and open discectomy have the 

similar therapeutic effect, but endoscopic discectomy 

eliminates the shortcomings of traditional open 

discectomy. Although the frequency of unintended 

durotomy in endoscopic discectomy was high, it is one 

of ideal minimally invasive operative approaches for 

lumbar spinal region. Endoscopic discectomy is 

proposed as a safe and effective alternative to open 

back surgery. We believe that in few years the 

endoscopic approach will become the new “gold 

standard” for lumbar disc surgery. 
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Factors Leading to Declining 

Breastfeeding in Our Society 
Anila Farhat1, Mujeeb Ur Rehman2, Hamayun Anwar1, Sajid Shamim1, Imran and 

Muhammad Athar Khalil4 

ABSTRACT 

Objective: To determine the factors leading to declining breastfeeding trends in our society. 

Study Design: cross sectional study. 

Place and Duration of Study: This study was conducted at the Pediatrics Department, King Abdullah Teaching 

Hospital, Mansehra from September 2018 to February 2019. 

Materials and Methods: 260 children were included in this study with help of a predesigned questionnaire 

containing data like name, age, sex of the child, maternal education, father’s income, exclusive breastfeeding, 

duration of total breast feeding and the reasons of not breastfeeding. The data was entered and analyzed using SPSS 

version 16. 

Results: The mean age was 10.06 months. 164 (63%) were male and 96 (37%) were female. The frequency of 

exclusive breastfeeding was 55 (21%). The mean duration of breast feeding was 6 months. The most common 

reason for not breastfeeding was having ‘Not enough breast milk’ which was 68.5%. Other reason for not 

breastfeeding include maternal illness 5.8%, medical reason 1.9%, social myths 5%, working mothers 0.4%, baby 

not gaining weight 3.1%, Baby illness 8.5%, pregnancy 5.8% and advice from other women not to breastfed 0.4%. 

Conclusion: The duration of exclusive breastfeeding in our region is low as compared to other areas of Pakistan. 

The most common reason for declining breastfeeding in our setup was ‘not having enough breast milk’. We 

recommend that further studies should be undertaken to know the basic pathophysiology and reasons why these 

mother did not have enough breast milk. 

Key Words: exclusive breastfeeding, factors, decline in breastfeeding. 
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INTRODUCTION 

should be introduced at 6 months of age and then the 

breast milk should be continued for two years of life 

and can be beyond.1Breast feeding is the best and the 

most natural way to provide ideal nutrition, immunity, 

optimum growth and development and ideal body 

metabolism for the infant.2 Secretory IgA in the 

breastmilk act as anti-infective agent and provide 

protection against organism and it prevent attachment 

or penetration of intestinal tract by microorganism.3 

Bifidobacteria and lactobacilli in the breast milk protect  
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the baby from infective pathogens, improve integrity of 

the GIT, and they reduce inflammatory process in the 

GIT and also these components of breast milk resist 

digestion of oligosaccharides which act as a fuel for the 

infective pathogens.4,5 Breastfeeding can prevent deaths 

and improves the quality of life in developed countries. 

In a study in United states, it is reported that 911 deaths 

can be prevented if 90% of the infant can be exclusively 

breastfed for 6 months or longer.6There are studies 

which shows that breast feeding  improves gut 

microbiota and reduces the risk of childhood asthma, 

sudden infant death syndrome, obesity7 and acute 

lymphoblastic lymphoma8. There are several studies to 

suggest that breastfeeding is beneficial for mother also 

and it is associated with improved health of the mother 

in short-term and reduces the incidence of further 

diseases in the long-term.9 

In Pakistan, the rate of exclusive breastfeeding is 38% 

while that of non-exclusive breastfeeding is 67% 

according to a demographic and health survey 

conducted in 2012-13.10 

Despite the aforementioned well established benefits of 

breastfeeding to the infant and mother, the rate of 

exclusive breastfeeding is toward decline. There are 

several factors which are associated with decreased rate 

of exclusive breastfeeding throughout the world and 

specially in developing countries like Pakistan. In a 

study from Pakistan, the most common reason of 
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nonexclusive breastfeeding was inadequate milk 

production (71%), other reasons of nonexclusive 

breastfeeding were working mothers (11.2%), 

inadequate weight gain (5.2%), constipation or loose 

stool (3.3%), mother related systemic diseases (3.6%), 

and twin deliveries (1.5%).11In another study Pakistan, 

some of the common reason of not exclusive 

breastfeeding were urbanization, western influences, 

improved socioeconomic conditions of people and 

increased advertisement and availability of commercial 

formulas.12 In a study from Saudi Arabia, the major 

contributor to early cessation of breastfeeding were lack 

of breastfeeding knowledge, maternal employment, and 

also lower level of knowledge about breastfeeding 

benefits.13All these factor necessitate that regional 

studies should be conducted to determine the factor 

which leads to decline in breastfeeding trends so that 

effective interventional strategies can be devised based 

on the knowledge of  ground realities. 

This current study aimed to determine the factors 

leading to declining of breastfeeding in our society and 

also the duration of exclusive breastfeeding that could 

be useful for practitioners, planners and healthcare 

decision-maker and it will provide direction to develop 

effective breastfeeding promotion policies and 

campaign in our society and also to devise 

interventional steps to overcome these barriers. 
 

MATERIALS AND METHODS 

This cross sectional study was conducted in the 

pediatrics department King Abdullah Teaching 

Hospital, Mansehra. After approval from hospital 

ethical committee, Sample size was calculated using 

WHO software for sample size determination in health 

studies. Children of either gender between 0-24 months 

of age, admitted in ward or visiting Outpatient 

department were included. Children above 2 years of 

age were excluded from the study. Informed consent 

was taken from the caregiver of the participant. A 

structured questionnaire was used for the purpose of 

data collection. The questionnaire include data like 

name, age, sex of the child, maternal age, maternal 

education, address, father’s income, duration of 

exclusive breastfeeding, duration of total breastfeeding, 

the time of initiation of breastfeeding after birth and the 

reason of not breastfeeding or exclusive breast feeding. 

To evaluate the association between the duration of 

breastfeeding and variables, the chi-squire test was 

applied. Mean±SD was calculated for numerical 

variable like age. Percentage and frequencies were 

calculated for categorical variables.The association 

was considered significant when the p value was less 

0.05. The data was entered and analyzed using SPSS 

version 16. 

 

RESULTS 

A total of 260 patients were included. The mean age 

was 10.06 months. Of these 164 (63%) children were 

male and 96 (37%) were female. Children were divided 

in three age groups, less than 6 months, 6-12 months 

and more than 12 months. Regarding education status 

of the mothers, 153 (59%) were uneducated, 43 (17%) 

have primary education, 44 ( 17%) have matric and 20 

(8%) have intermediate or higher education.107 (41%)  

children belong to urban area while 153 (59%)  children 

belongs to rural areas. The monthly income of the 

father was divided into three categories, less than 

20000, 20000-50000 and more than 50,000. 179 (68%) 

children’s income was less than 20,000 , 74 (28%) 

children’s income was between 20,000-50,000 and 7 

(3%) children income was more than 50,000.  The 

mean duration of breast feeding was 6 months with a 

maximum of 2 years and minimum of not given at all. 

The frequency of exclusive breastfeeding was 55 

(21%). In our study 247 (95%)  of the women practice 

breastfeeding for a variable period of time while 13( 

5%) women did not practice at all. According to time of 

initiation of breastfeeding, 54(21%) of the women start 

breastfeeding within the 1st hour after birth, 93(36%)  

start breastfeeding within 1-6 hours after birth while 

112 (43%) women start breastfeeding after 6 hours of 

life.Among male children 70 patients were less than 6 

months age group, 52 were between 6-12 month age 

group while 42 were more than 12 months age groups. 

Among female 44 were less than 6 months age groups, 

26 were 6-12 months age groups and 26 were more than 

12 months age groups as shown in table 1. Among male 

patients 29 children were exclusively breastfeed while 

among female patients 26 children were exclusively 

breastfeed and the p value was 3.208 which was 

statistically insignificant as shown in table 2.  The most 

common reason for not breastfeeding was ‘Not having 

enough breast milk’ which was 178(68.5%). Other 

reason for not breastfeeding include maternal illness 

15(5.8%), medical reason 5(1.9%), social myths (5 

mothers have jinnat while 8 mothers have ‘Hasba’) 

13(5%), working mothers 1(0.4%), baby not gaining 

weight 8(3.1%), Baby illness 22(8.5%), pregnancy 

15(5.8%), advice and example from other women 

1(0.4%) and in 2 (0.8%) children other causes were 

responsible as shown in table 4. The total duration of 

breastfeeding among male and female children was 

analyzed as shown in table 3 and the p value was 6.555 

which was statistically insignificant. The effect of 

maternal education on the duration of breastfeeding was 

studied and the chi-square test was applied and the p 

value was 2.640 which was statistically insignificant as 

shown in table 5. Similarly the effect of Father’s 

income on the duration of breastfeeding were studies 

and was found statistically insignificant as the p value 

was 5.432 as shown in table 6. 
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Table No.1: Age groups of children versus gender of 

children. 

 Sex of Patients  

Total   Male    Female 

 Age 

groups 

of 

children 

6 months 70 44 114 

>6 -12 

months  

52 26 78 

More than 

12 months  

42 26 68 

      Total     164 96 260 

Table No.2: Frequency of exclusive breastfeeding 

and gender of children. 

 
Sex of Patients 

Total 

  P-

value Male Female 

Exclusive 

BF 

Yes 29 26 55  

     

3.208 
No 135 70 205 

Total 164 96 260  

Table No.3: Duration of breastfeeding and gender of 

children. 

 Sex of the 

patients 

 

Total 

P
-v

al
u

e 
 

Male Female 

D
u

ra
ti

o
n

 o
f 

B
re

as
tf

ee
d

in
g

 

G
ro

u
p

s 

Less than 

6 months  

109 62 171  

 

6.5

55 
6-12 

months  

48 22 70 

More than 

12 months  

7 12 19 

                  Total  164 96 260  

Table No.4: Frequency and percentage of Reasons of 

not breastfeeding. 

S. 

No. 

Reason of Not 

breastfeeding 

Frequency Percenta

ge 

1. Not enough milk 178 68.5% 

2. Maternal illness 15 5.8% 

3. Medical Reason 5 1.9% 

4. Socail Myths 13 5.0% 

5. Working Mother 1 .4% 

6. baby not gaining wt 

after BF 

8 3.1% 

7. Bab illness 22 8.5% 

8. Pregnancy 15 5.8% 

9. Advice and example 

from other mother 

1 .4% 

10. Any other reason 2 .8% 

 Total 260 100.0 

 

 

 

Table No.5: Duration of breastfeeding versus 

education status of mothers. 

 

            Maternal 

education status 

T
o

ta
l 

P
-v

al
u

e 

 

U
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P
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M
at
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r 

H
ig

h
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D
u

ra
ti

o
n

 o
f 

B
re

as
tf

ee
d

in

g
 

G
ro

u
p

s 

less than 6 

months 
99 29 30 13 171 2.64

0 
6-12 months 43 11 12 4 70 

more than 12 

months 
11 3 2 3 19 

 

Total  153 43 44 20 260 

Table No.6: Duration of breastfeeding versus 

Father’s Income. 

 

                           

Father’s Income 

Total 

P-

value 

 less 

than 

20000 

20000-

50000 

More 

than 

50000 

Duration of 

breastfeeding 

Groups 

less 

than 6 

months 

118 46 7 171 

5.432 

6-12 

months 
50 20 0 70 

more 

than 12 

months 

11 8 0 19 

 

Total  179 74 7 260 

DISCUSSION 

It is very essential to provide adequate nutrition to the 

infant and young children to promote adequate growth 

and development of the children.14 Breastfeeding is 

considered as the best source of nutrition for the young 

infant and its benefits to the infant and mother are well 

established throughout the world.15In our study the 

frequency of exclusive breastfeeding was 21% while in 

Pakistan, the rate of exclusive breastfeeding is 38% 

while that of non-exclusive breastfeeding is 67%.10In 

our study 247 (95%) women practice breastfeeding for 

a variable period of time while 13 (5%) women did not 

practice at all while in a study by Nasheed parveen et 

al. breast feeding was practiced in 97.54% of the 

women while only 2.45% women did not practiced 

breastfeeding. In a study in India by Bena kappa et al,  
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Similar results were observed in which the overall 

frequency of breastfeeding was 97.0%.16 In one study in 

Sri Lanka the frequency of breastfeeding initiation at 

the time of birth was 100% but the proportion  of 

exclusive breastfeeding upto 4 months of life was 

61.6%.17 . In our study the most common reason for not 

breastfeeding was ‘Not having enough breast milk’ 

which was 178(68.5%). Other reason for not 

breastfeeding include maternal illness 15(5.8%), 

medical reason 5(1.9%), social myths 13 (5%), working 

mothers 1(0.4%), baby not gaining weight 8(3.1%), 

Baby illness 22(8.5%), pregnancy 15(5.8%), advice and 

example from other women 1(0.4%) and in 2 (0.8%) 

children other causes were responsible. Our finding for 

factors leading to declining in breastfeeding were 

consistent with other studies conducted in Pakistan as in 

a study in Pakistan, the common reason of nonexclusive 

breastfeeding was inadequate milk production (71%), 

other reasons of nonexclusive breastfeeding were 

working mothers (11.2%), inadequate weight gain 

(5.2%), constipation or loose stool (3.3%), mother 

related systemic diseases (3.6%), and twin deliveries 

(1.5%).11 Similarly Morisky DE et al, in a study 

conducted in pakistan reported some of the common 

reason of not exclusive breastfeeding were 

urbanization, western influences, improved 

socioeconomic conditions of people and increased 

advertisement and availability of commercial 

formulas.12 In Saudi Arabia, the common reasons for 

early cessation of breastfeeding were lack of 

breastfeeding knowledge, maternal employment, and 

also lower level of knowledge about breastfeeding 

benefits.13 In an international study the most common 

reason for not breastfeeding or exclusive breastfeeding 

was insuffient breast milk and it was reported by 80% 

of the women.18 in our study maternal education shows 

no significant effect over the duration of breastfeeding 

while in a study by Kulsoom et al reported that the 

duration of total breast feeding was less in children of 

mother who were illiterate, having more female 

children and belonging to a poor socioecomic class.19 In 

our study about 5% of the mothers have a social myths 

and false beliefs regarding breastfeeding which 

contribute significantly to decline in breastfeeding in 

our society, in a similar study by Afzal et al found that 

although most of the women have a good knowledge 

about the benefits of breastfeeding but a significant 

number of women also have a various beliefs that 

prevent exclusive breastfeeding. 

CONCLUSION 

Although the prevalence of breastfeeding is very 

common in our region but the duration of exclusive 

breastfeeding is low as compared to other areas of 

Pakistan. The most common reason for declining 

breastfeeding in our setup was having not enough breast 

milk. There were no significant effect of maternal 

education and economic status of the father over the 

total duration of breast feeding in our study. We 

recommend that further studies should be undertaken to 

know the basic pathophysiology and reasons why these 

mother did not have enough breast milk. 
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Clinical Presentations of Patients 

with Hep B & C among Chronic Liver 

Disease at a Tertiary Care Hospital of Bahawalpur 
Shahbaz Ahmed Qureshi1, Javeria Shahbaz1 and Anas Ahmed2 

ABSTRACT 

Objective: The  study  was  carried  out  to  determine  the  different  clinical  presentations  of  patients  with  

Hepatitis  C  and  B  related  chronic  liver  disease. 

Study Design: Cross-sectional study. 

Place and Duration of Study: This study was conducted at the Department  of  Medical  Unit  III of Bahawal 

Victoria Hospital, Bahawalpur  from  January  2017  to  December  2017. 

Materials and Methods: Only patients with chronic hepatitis C and B, leading to Chronic liver disease (CLD) were 

included in this study. Patients with CLD other than Hepatitis B and C viruses and pediatric age group (less than 13 

years) were excluded from the study. The diagnosis was made with the help of clinical, biochemical and 

sonographic findings. Presenting complaints were recorded and detailed physical examination was done to look for 

different clinical presentations. 

Results: Total of 248 patients were studied. The most effected age group was between 50-59 years.  Male gender 

was more commonly effected .The major presentations were of Upper Gastrointestinal bleeding (40.32%), 

abdominal distension (26.61%), and altered state of consciousness (11.29%), abdominal pain (10.48%), jaundice 

(7.25%), pedal edema (2.41%) and anorexia (1.61%). Chronic  liver  disease  due  to  hepatitis  C  was  greater  than  

hepatitis B. 

Conclusion: Chronic  liver  disease  due  to  Hep  C  was  more  common  than  Hep  B.  Upper GI bleed was the 

most common clinical presentation. 

Key Words: Hep B & C, Chronic liver disease, upper gastrointestinal bleed (Upper GI bleed). 

Citation of article: Qureshi SA, Shahbaz J, Ahmed A. Clinical Presentations of Patients with Hep B & C 

among Chronic Liver Disease at a Tertiary Care Hospital of Bahawalpur. Med Forum 2019;30(3):114-116. 

INTRODUCTION 

Chronic  liver  disease  is  global  burden  all  over  the  

world7  and  spreading  more  rapidly  in  developing  

countries. According  to  WHO,  approximately  3%  of  

world’s  population  is  chronically  infected  with  

hepatitis  C  virus   and  3  to  4  millions  patients  with    

Hepatitis  C  virus  are  newly  diagnosed  every  year.  

Hepatitis  C  and  B  viruses contribute  its  major  

etiological  factorsinPakistan.1 In  Pakistan  10  million  

people  are  infected  with  hepatitis  C  virus.1  

Chronic liver disease secondary to hepatitis C and B 

virus leads to inflammatory injury to liver for six or 

more months without complete resolution.2  
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Chronic liver disease may present as chronic hepatitis, 

liver cirrhosis and hepatocellular carcinoma.3 

The prime route of spread of Hep C is parenteral. Risk 

factors include blood transfusion, IV drug abusers, 

surgical procedures, multiple sexual partners, from 

mother to fetus (least likely).4 There are very less 

chances of HCV spread due to breast feeding because 

indigestive tract of baby this virus becomes 

inactivated.5,6 There are 5% chances of spread of HCV 

by needle stick injury.7 Improper sterilization 

techniques spread HCV by tattooing, ink pots and 

piercing. Repeated uses of same razors, scissors and 

syringes can spread HCV. Around the world, near about 

350 to 400 million people are infected with hepatitis 

Bvirus.8 Every year, about 4 million new cases of 

hepatitis B virus infection are diagnosed. The load of 

hepatitis B virus is decreased after the introduction of 

worldwide hepatitis B vaccination. Still, in different 

sections of world, burden of hepatitis B virus is high, 

especially in Asia.10 

HBV spreads through parenteral route, vertical 

transmission and by close contact. Risk factors include 

multiple sexual partners, homosexual activity, IV drug 

abusers and hemodialysis.10 Both hepatitis B and C 

cause acute and chronic liver disease and hepatocellular 

carcinoma. 

Original Article Presentations of 

Patients with  

Hep B & C 
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MATERIALS AND METHODS 

Study was carried out in the department of Medical unit 

III of Bahawal Victoria Hospital Bahawalpur from 1st 

January 2017 to 31 December 2017 after ethical 

committee’s approval. 

Only patients with chronic hepatitis C and B virus 

leading to CLD were included in this study. Patients 

with CLD other than hepatitis B and C viruses and 

pediatric age group (less than 13 years) were excluded 

from the study. The consent was taken from all patients 

included in study before further proceedings. The data 

of patients coming to above mentioned unit was 

recorded. The diagnosis of chronic liver disease was 

made with the help of clinical, biochemical and 

sonographic findings. Then physical examination of 

patients was carried out to determine the different 

clinical features of Hep C and B related CLD. The  

study  was  carried  out  to  determine  the  different  

clinical  presentations  of  patients  with  Hepatitis  C  

and  B  related  chronic  liver  disease. 

RESULTS 

A total of 248 patients were subjects of the study. Out 

of that, 154 were male and 94 were female. The ages 

were between 18 years and 92years.The maximum 

number of patients, 62 fell in age group of 50-59 year 

as in Table-1. Chronic liver disease due to hepatitis C 

was greater than hepatitis B. Out of 248; only 10 cases 

of CLD were due to hepatitis B. All remaining cases 

were due to Hep C. 

Table No.1:  Age distribution. 

Age Groups (years) Total (%) 

<30 22 (8.9%) 

30-39 20 (8.1%) 

40-49 52 (21.0%) 

50-59 62 (25.0%) 

60-69 52 (21.0%) 

>70 40 (16.1%) 

Total 248 

 

 
Figure No. 1: Gender distribution 

 

 
Figure No.. 2: Distribution according to prevalence 

of Hepatitis B and C 

Table No.2: Age and Gender distribution of the 

patients with CLD. 

Age 

Groups 

(years) 

Males Females Total 

<30 8 (5.2%) 14 (14.9%) 22 (8.9%) 

30-39 14 (9.1%) 6 (6.4%) 20 (8.1%) 

40-49 40 (26.0%) 12 (12.8%) 52 (21.0%) 

50-59 34 (22.1%) 28 (29.8%) 62 (25.0%) 

60-69 30 (19.5%) 22 (23.4%) 52 (21.0%) 

>70 28 (18.2%) 12 (12.8%) 40 (16.1%) 

Total 154 94 248 

 

The most common clinical presentation was Upper 

Gastrointestinal bleeding. It was present in a total of 

100 patients (40.32%). Then abdominal distension in 66 

Patients (26.61%), altered state of consciousness in 28 

(11.29%), abdominal pain in 26 (10.48%), jaundice in 

18 (7.25%), pedal edema in 6(2.41%) and anorexia in 4 

(1.61%) as shown in Table 2. 

Table No. 2 Clinical Presentation of Patients with 

Chronic Liver Disease. 

Clinical Presentation No. of Patients (%) 

Upper GI Bleeding 100 (40.3%) 

Abdominal Distension 66 (26.6%) 

Altered state of 

consciousness 

28 (11.3%) 

Abdominal Pain 26 (10.5%) 

Jaundice 18 (7.3%) 

Pedal Edema 6 (2.4%) 

Anorexia 4 (1.6%) 

Total 248 

DISCUSSION 

In our study we found that chronic liver disease due to 

hepatitis C was more common than that due to hepatitis 

B. This is due to hepatitis B vaccination. Recently birth 

dose Hep B vaccination has been included in EPI 

schedule of Pakistan. The major presentations in our 

study were Upper GI bleeding (40.32%), abdominal 

distension (26.61%), altered state of consciousness 
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(11.29%), abdominal pain (10.48%), jaundice (7.25%), 

pedal edema (2.41%) and anorexia(1.61%).Our findings 

are similar to that published by Khokhar et al10 where 

GI bleeding (36%), ascites (27%), altered mental status 

(18%) were major presentations. But our results are 

different from that published by Abdul fatai BO  

et al4, where as cites and jaundice were major 

presentations. This difference in presentation between 

Pakistan and Nigerian people may be due to poor health 

services and their access to health providers. Lack of 

health education is also playing a major role in rapid 

spreading of the disease in our country. 

In our study we found that hepatitis B and C virus 

infection was more common in males than that of 

females, that is opposite to the study published by 

Osama M et al1 which was conducted in Lahore 

(Pakistan). Because in our areas where study was 

conducted females are restricted to their own homes, so 

they are less exposed to risk factors. This is due to the 

different demographic and social cultures in different 

areas of Pakistan. 

In our study CLD due to hepatitis B was more common 

in younger ages, while that due to hepatitis C was in 

older ages. This is similar to study conducted by Osama 

M et al.1 

CLD is becoming a major concern day by day in 

Pakistan. This is due to lack of health awareness and 

poverty in our country. Health services provided by 

Government of Pakistan are far behind in comparison 

with other developing countries. 

CONCLUSION 

Chronic liver disease due to Hep C was more common 

than Hep B. Upper GI bleeding was the most common 

clinical presentation. Community should be taught 

regarding the risk factors of liver diseases through 

repeated health sessions so that we can prevent and 

treat the disease at its earlier stages. 
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Knowledge, Attitude and Practices 

of Breast Cancer Screening Among Women 

in a Tertiary Care Hospital of a Developing World 
Farhat Jafri1, Syed Inayat Ali2, Zohra Jabeen1, Sarwat Sultana1, Shazia Ali1 and Imran 

Samdani3 

ABSTRACT 

Objective: To assess the knowledge, attitude and practices of women regarding breast cancer screening visiting 
Abbasi Shaheed Hospital. 
Study Design: Descriptive / cross-sectional study. 
Place and Duration of Study: This study was conducted at the Abbasi Shaheed Hospital Karachi from September 
2015 to February 2016.  
Materials and Methods: Data was collected from 433 women, 433 self-administered structured questionnaires 
were filled by women between the age of 20-70 years .Questions related to breast screening knowledge, signs and 
symptoms of breast cancer along with demographic profile were used to gather data. Frequencies and percentages 
were computed through SPSS 21. 
Results: Out of 433 participants only 29% (126) women knew about breast cancer screening methods. The 
knowledge about breast cancer screening technique was very low, Out of 29% (126), majority 77% respondents had 
not done any breast cancer screening ever 80.2% respondents did not have knowledge about breast cancer screening 
methods.93.7% participants appreciated screening as a helpful test for early detection of breast cancer. Only 7.6% 
women have knowledge about signs and symptoms of breast cancer. Knowledge about breast cancer and its 
screening were more in literate and married respondents. The 69.05% respondents were literate. 
Conclusion: Awareness regarding breast cancer screening methods was 30% in 30-49 years of age group most of 
the women were literate and married. 
Key Words: Breast cancer, screening, KAP survey. 
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INTRODUCTION 

Breast cancer is the commonest cancer in females.1As 

mentioned in International Agency for Research on 

Cancer (IARC), there were 14.1 million new cancer 

cases reported in 2014 worldwide, of which 8 million 

occurred in developing countries, which contain about 

82% of the world’s population. The total cancer deaths 

in 2012 were 8.2 million (about 22,000 cancer deaths a 

day) out of 8.2million 2.9 million in developed 

countries, and 5.3 million in developing countries.2 
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It is estimated that 1 out of 9 Pakistani women is at risk 

to develop breast cancer at some stage of her life.1,3A 

latest report from Shaukat Khanum Memorial Cancer 

Hospital and Research Center in Lahore reported 45.0% 

of malignancies due to breast cancer among adult’s 

females from December 1995 to December 2009. In 

Pakistan, there is no record keeping cancer registration 

system at National level so breast cancer statistics have 

not been adequately recorded.1 Breast cancer mortality 

may be reduced with the help of mammography 

through early detection and treatment. The breast self-

examination (BSE) and clinical breast examination 

(CBE) are other screening methods. It is therefore 

important to assess the awareness of the screening in 

target group before planning strategies to make the 

screening program more effective. 4The global burden 

of breast cancer is expected to become 2 million by the 

year 2030, with increasing proportions from developing 

countries. Breast cancer incidence rates within 

developing countries shows variations due to 

differences in education level, age at first child, number 

of children, and lifestyle factors e.g., tobacco smoking 

and alcohol use.5Survival rates from breast cancer is 

80% in North America and other developed countries, 

60% in middle-income countries, below 40% in low-
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income countries and lowest in less developed 

countries. This is due to illiteracy, late detection of 

carcinoma and inadequate treatment facilities.1 

Through various studies carried out in past, it is now 

known, that early detection of cancer, greatly increases 

the chances of successful treatment and decreases the 

health burden of morbidity and mortality. Screening 

and early diagnosis of breast cancer are poor in 

developing countries like Pakistan.1 Breast self-

examination, clinical breast examination and 

mammography are the universally suggested screening 

methods for breast cancer. By doing breast self-

examination women are able to detect any changes in 

their breast and consult with physicians immediately for 

treatment.1The aim of our study is to know how many 

women have the knowledge, attitudes, and practices, 

regarding breast self-examination, mammography and 

risk factors for breast cancer in women of Karachi. 

MATERIALS AND METHODS 

The questionnaire-based, cross-sectional study was 

conducted at Abbasi Shaheed hospital Karachi from 

September 2015 to February 2016. The study protocol 

was approved by the Ethical Review Committee (ERC) 

of the KMDC. 

The data of all 433 respondents were collected through 

self-administered close-ended questionnaires. The 

questionnaires were initially designed in the English 

language and were then translated into national 

language and again retranslated into English for 

confirmation purposes. All the questionnaires were 

administered in Urdu. The questionnaires first pre-

tested at the Abbasi shaheed OPD and the issues raised 

during the pre-testing were resolved. The questions 

were aimed at judging the level of awareness, 

knowledge, attitudes, and practices about risk factors 

and screening for breast cancer along with the common 

sources from which our respondents gained their 

information. 

 The sampling technique was convenience sampling. 

The sample size was calculated by Rao soft software 

assuming margin of error 5%, with two- sided 

confidence level 95%, a prevalence of 50%. The 

required sample size came out to be 377. Assuming a 

refusal rate of 15%, 433 potential subjects were 

approached. The study duration was 6 months. All 

women of 20-70 years of age visiting Abbasi Shaheed 

hospital OPD were included. While regular breast 

screening is recommended in women over the age of 

40, but recently the American Cancer Society 

Guidelines for the Early Detection of Cancer has 

advocated clinical screening for women over the age of 

20.20considering  this in mind we include women 

between the ages of 20 – 70 years of age in our study. 

Those who could not read or understand the 

questionnaires were excluded. The participants were 

clarified before filling the questionnaires that the 

information collected was for research purposes and 

informed consent was taken. 

The participants were told that the information will be 

kept confidential. Performa was filled through a face to 

face interview by trained data collectors familiar with 

the objectives of our study. The questionnaires were in 

the native Urdu language so as to make it easier for the 

subjects to understand. Questions related to breast 

screening knowledge and signs and symptoms of breast 

cancer were asked from women with various levels of 

education and marital status. 

The questions aimed to calculate the level of awareness, 

knowledge, attitudes and practices regarding breast 

self-exam (BSE), mammography and risk factors for 

breast cancer. The questionnaires were counted for the 

questions addressing knowledge regarding risk factors 

for breast cancer and awareness about the screening 

methods. 

The data were entered into a pre-designed file by two 

individuals separately, using SPSS Version 21.Both 

data sets were then tested to identify any mistakes in 

data entry and all inconsistencies during the process of 

data entry, were settled and resolved using the hard 

copy of the filled questionnaires. The data sets were 

then combined and the data was analyzed using SPSS 

21. 

Descriptive statistics were used to describe the data 

with respect to the age, education level and marital 

status. Frequencies and percentages were computed for 

categorical variables. Mean and SD corresponding 95% 

confidence interval for continuous variables. 

RESULTS 

Total 433 questionnaires were distributed among 

females attended at Abbasi Shaheed hospital Karachi. 

Analysis of practices relating to BSE, clinical breast 

examination and mammography showed that 126 (29%) 

had heard about BSE, only 29(23%) were done BSE 

showed in Table 1and graph 1, 2. 

Table No.1: Awareness regarding Breast Self 

Examination 

Screening 

Methods 

Aware Unaware Total 

 29%( 

n=126) 

97%(n=307) 433 

Breast self-

examination 

done 

23%   

Breast self-

examination not 

done 

77%   
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Graph No.1: Awareness Regarding Breast Cancer 

Screening 

 

Out of total 433 females who consented to take part in 

the research, 29% (126) women knew about breast 

cancer screening while 71% (307) women did not. 

 

 
Graph No.2: Ratio of breast cancer screening.  

 

Out of total126 respondents, only 29 (23%) had done 

breast cancer screening while the rest 97(77%) did not 

practice it. 

Grading of Awareness of Brest CA Screening 

WELL AWARE Those who answered 4 

to 5 questions. 

MODERATELY 

AWARE 

Those who answered 2 

to 3 questions. 

POORLY AWARE Those who didn’t answer 

any question or only one 

answer. 

 
Graph No.3: Grading of Awareness of Brest CA 

Screening 
 

Out of 433 women, 126 women had awareness 

regarding breast cancer screening. Majority of 

participants were 20- 40 years and, married 93.65%, 

only 6.34% were unmarried. The literacy percentage 

was found to be 69.05% showes in graph 4, most of the 

respondents were metric (47.12%), under metric 

(17.2%), intermediate (18.39%), graduate (17.2%) and 

illiterate were 30.95%. 
 

 

 
Graph No.4a: Comparison of literacy and 

awareness. 

Level of awareness is directly proportional to literacy.  

 

 
Graph No.4b: Comparison of Age and awareness.  

Level of awareness is more in middle aged women.  

Majority of women (graph 5) 80.2% had no knowledge 

about breast cancer screening Methods only 19.8% had 

knowledge regarding Screening methods, Clinical 

Breast Examination (6.3%), Breast Self-Examination 

(1.6%) and Biopsy (3.2%). Mammogram was found to 

be the most common method acknowledged by the 

women (40%). 

 
Graph No.5a: Knowledge about the method of 

breast cancer screening: 

 

Out of 126 respondents who have knowledge regarding 

breast cancer screening 93.7% appreciated screening as 

helpful factor for early detection of Breast cancer 

whereas 6.3% did not.   
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Out of 126 women, 7.6% women had knowledge about 

cancer signs and symptoms whereas 94.4% had no 

knowledge. 

 

 
Graph No.5b: Knowledge about the method of 

breast cancer screening 
 

 
Graph No.6: Knowledge about screening as a 

helpful factor for early detection of breast cancer 

DISCUSSION 

Studies regarding breast cancer awareness and the BSE 

have been conducted in different populations. Various 

studies conducted showed the similar results to our 

findings, like  education, higher levels of education and 

income are significant determinants of knowledge of 

breast cancer risk factors and BSE practice. In our study 

69.05% women are literate and are aware about breast 

cancer screening.  The same result showed in a study 

done in India,14where higher education status and 

married women have the incidence of breast cancer is 

lower due to awareness of screening of breast cancer.14 

Same study was done in Nepal which showed 

Graduates were more aware about Breast self-

examination, mammogram and warning signs of breast 

cancer compared to those with low educational 

levels.16Another study in south eastern Iran also showed 

same relationship between education and Breast cancer 

screening awareness.12 

The early detection of breast cancer by screening is 

directly related to prognosis of disease.1,8,15 A study 

from 25 universities of 24 countries across Asia, Africa 

and America which showed overall 50.4% female 

students knew how to conduct breast self-examination. 

Among them monthly practice of Breast self-

examination in Nigeria and Laos was above 20% and in 

Bangladesh and India was below 2%.21 

In our study 80.2% had no knowledge about breast 

cancer screening methods, same results were shown in 

a study conducted in Bangladesh.13The awareness about 

mammograms as screening tool is directly proportional 

to literacy a finding similar to that reported by Sobani 

ZU1 et al which also found poor knowledge of 

Mammogram as a screening tool in illiterate 

women.20In our study level of awareness about breast 

cancer and screening are more in middle age women 

(32-49 year) 91.5%, same finding were found in studies 

done in Malysia7and Iran. 17 

In our study there were about 93.7% respondents 

appreciated screenings as helpful factor for early 

detection of breast cancer same results showed a study 

done in Pakistan by Zahida AM et al.4 Data from 

National American survey on cancer risk revealed that 

knowledge regarding breast cancer were poor among 

the poorest and least educated women similar findings 

were reported among Pakistani women.2In our study 

Lack of Breast cancer screening awareness was 

prevalent mostly in lower socio economic category. 

Same results showed in a study done in India in which 

Lack of BC awareness was prevalent, especially in low 

socioeconomic class. Women's aim be addressed by BC 

awareness campaigns. 

CONCLUSION 

Knowledge and awareness about breast cancer 

screening were more in literate and married 

respondents. There were 69.05% literate respondents, 

13.9% were illiterate. 90% of participants did not have 

any knowledge regarding Breast Cancer screening 

methods. Awareness about breast screening methods 

30% in 30-49 years of age participants. Breast cancer 

screening awareness will reduce the mortality among 

women due to breast cancer.  

Recommendations: The women knowledge about 

Breast cancer and its detection methods is need to 

increase by awareness programs. 
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