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Editorial  

Dengue  Disaster 2011 in Punjab 
Dr. Azhar Masud Bhatti 

Addl. Director Health Services, EPI Punjab, Lahore 
& 

Editor in Chief  

The global prevalence of Dengue fever has grown 

dramatically in recent decades. Dengue fever is now 

endemic to more than 100 countries. During the past 

decade Dengue Hemorrhagic Fever Epidemic (DHF) 

have occurred in China, Sri Lanka, India, Maldives, 

Bangladesh and Pakistan.  

In Pakistan, an outbreak of Dengue fever was first 

reported in Karachi in 1994. The recent outbreak of 

Dengue fever in Pakistan confirmed the presence of all 

four types of Dengue viral infections. Two of these 

were reported in previous outbreaks in Karachi city 

while third has been reported in the Lahore outbreak of 

2008. In 2011, all four types of Dengue Serotypes have 

been confirmed in Punjab. In this year, early and heavy 

monsoon rains in Punjab has provided ideal conditions 

for Dengue carrying mosquitoes to thrive in stagnant 

waters. In the last year, the spread of this virus in 

Pakistan was on the rise during October 10 till 

November 10, but this year the trend was witnessed 

earlier. 

Dengue is not such a fatal disease as being described 

and we need to make a collective effort for prevention 

against it. Dengue was a self limited illness caused by a 

virus called “Dengue Virus” which was transmitted by 

a bite of a female mosquito to called ‘Aedes Egypti’. 

More than 1.5 billion people all over the world were at 

risk of this virus.  

According to details obtained through independent 

sources from different hospitals of Lahore from January 

2011 to 24th October 2011, there are 30060 positive 

Dengue fever cases in Lahore alone. According to 

Health Department’s report, the total number of Dengue 

patients reported in Punjab from January 2011 to-date 

has reached 18950 out of which over 16094 were 

diagnosed in Lahore alone and about 300 deaths 

occurred due to Dengue fever.  

The Health Department said that vector surveillance 

activities were in progress in Lahore during which 1533 

places around houses were examined and 94.4% of 

them were found vector free. During indoor 

surveillance 5902 places were checked out of which 

97% places were declared vector free.  

To curtail this outbreak, the involvement of the 

community is as important as the effort being done by 

the government. There were two aspects of prevention 

from this disease. First is to focus on the habitat of the 

mosquitoes that is to eliminate breeding sites to limit 

the growth of mosquitoes. Second is to prevent 

mosquito bites with the use of mosquito repellents and 

use of spray inside the homes in particular. Moreover, it 

is stressed to wear clothes that can cover our body parts 

well. Apart from this, one should take effective 

measures for not allowing stagnant water to be 

witnessed inside our homes during the monsoon season 

in particular. 

The intensity of Dengue fever started decreasing in 3-4 

days and the patient started recovering. The mortalities 

during the Dengue fever can be a result of some other 

complications prevailing in the patient being victim of 

Dengue fever.  

You can save a lot of lives by timely referral of DHF 

patients, if you know and aware of critical signs and 

symptoms. Complications of Dengue fever can give rise 

to a more severe form called Dengue hemorrhagic fever 

(DHF) which is characterized by hemorrhaging blood 

vessels, pulse pressure less than 25 mm of Hg and may 

be bleeding from the nose, mouth and internal tissues. 

The untreated DHF may result in blood vessel collapse, 

causing usually fatal condition known Dengue Shock 

Syndrome (DSS). 

In the laboratory investigations for Dengue fever, in the 

complete blood examination (CBC), Hemoglobin, 

RBCs, TLC and platelets may reduce, ESR and LFTs 

may rise. In serological profile, for Dengue positive, 

IgM will be positive in primary infection after three to 

four days of fever. IgG will be positive on the 

secondary infection. Dengue virus hampers and 

sometimes destroys the body’s capacity to produce new 

platelets. The normal body’s platelets is 1,50,000 to 

2,50,000. A Dengue patients platelets count may have a 
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steep fall and become lower than 1,00,000 is alarming 

because it can impede clotting, cause hemorrhages and 

result in internal and external bleeding.  

There has been a dearth of blood donations in the city 

which was utterly unprepared for an epidemic of this 

scale. A blood donation is not very easy to obtain. The 

fear of blood transfusion is baseless. Hospitals even 

governments once are very particular and strict about 

hygiene, blood screening for hepatitis, HIV, Syphilis 

and malaria and they work hard towards safe syringe 

disposal too. 

According to the WHO report of  2009, some 2.5 

billion people or two-fifths of the world’s population 

was then (in March 2009) at a risk from Dengue , a 

figure which might very well have increased during the 

last two and a half years since the publication of this 

document though.  

The Geneva based WHO, a specialized agency of the 

United Nations that is acting as a coordinating authority 

on international public health since 7th April 1948, had 

further estimated in March 2009 that there might be 50 

million Dengue infections worldwide every year of 

which 2.5% actually die. 

The afore-cited WHO report had stated: before 1970 

only 9 countries had experienced Dengue hemorrhagic 

fever (DHF) epidemics, a number that had increased  

more than fourfold by 1995. The geographical spread of 

both the mosquito vectors and the viruses has led to the 

global resurgence of epidemic Dengue fever and 

emergence of Dengue hemorrhagic fever in the past 25 

years. The DHF was first recognized in the 1950s 

during the Dengue epidemics in the Philippines and 

Thailand. This is how the encyclopedia Britannica, the 

oldest and the most scholarly of all encyclopedias in 

print today, describes Dengue: Dengue, also called 

breaking bone fever or dandy fever is an acute, 

infectious, mosquito born fever that is temporarily 

incapacitating but rarely fatal. Besides fever, the 

disease is characterized by extreme pain and stiffness of 

the joints. On Dengue’s history the encyclopedia 

Britannica says the earliest account of Dengue like 

disease comes from the jin dynasty (265-420AD) in 

China. There is also evidence that epidemics of 

illnesses resembling Dengue occurred in the 17th 

century. 

However three epidemics that took place in the late 

18th century mark the arrival of the disease that is today 

recognized as Dengue fever. Two of these outbreaks 

involve an illness decidedly similar in symptoms and  

progression to Dengue  and both occurred 1779-one in 

Cairo and other in Batavia (now Jakarta) in the Dutch 

East Indies (now Indonesia) which was reported by 

Dutch physician David Bylon. The third epidemic 

happened in 1780 in Philadelphia. American statesman 

and physician Benjamin Rush, who treated afflicted 

patients during the Philadelphia epidemic, provided the 

first clinical description of Dengue in his account of the 

Bilious, Remitting fever, which was published in 1789. 

Encyclopedia Britannica published in English language 

since 1770 at least, further states: because all three 18th 

century epidemics involved very similar diseases and 

occurred in port cities, it is believed that Dengue virus 

was spread from one continent to another via ships. In 

the early 1900s Australian naturalist Thomas Bancroft 

identified “Aedes Aegypti” as the carrier of Dengue  

fever and deduced that Dengue  was caused by an 

organism other than a bacterium or parasite. During 

World War II, Dengue  emerged in South East Asia and 

rapidly spread to other parts of the world, inciting a 

pandemic.  In the 1950s hemorrhagic Dengue  appeared 

in South East Asia, where it became a common cause of 

death among children in the 1970s. The Encyclopedia 

Britannica still has a bit more to say about Dengue : the 

serotypes continued to spread on a pandemic level, 

eventually reaching areas of South and Central 

America, Cuba and Puerto Rico  where in 1977 an 

epidemic lasting from July to December some 355000 

people. In the following decades the increasing 

incidence of Dengue particularly DHF persisted. 

Tiny mosquitoes have claimed the lives of some of the 

most formidable human of all times sending a few to 

their graves and rendering others bed ridden, a casual 

scroll through history reveals. Nimrod, the mighty King 

of Babylon during the times of Prophet Hazrat Ibrahim 

or Abraham (A.S), had perished after a mosquito had 

entered his nostril and ultimately the membrane of his 

brain on Divine orders. 

The “Qasas Al-Anbiya” (Tales or the stories of the 

prophets adapted from the Holy Quran and other 

Islamic literature) which was authored by Imam Imad-

ud-din Abdul Fida Ismail Ibn Kathir, states; As reported 

from Ibn-e-Abbas, He said that Allah has sent a 

mosquito to Nimrod that stung his lip, and when he 

tried to catch it, it flew and entered his nose. Nimrod 



Med. Forum, Vol. 22, No.10  October, 2011 
 

3 

tried to get rid of it, but all in vain as the mosquito 

finally found way into his brain. God tortured him for 

40 nights and then finally destroyed him.  

Abdullah Ibn-e-Abbas was a paternal cousin of Hazrat 

Muhammad (PBUH). He is well regarded by Muslims 

for his expertise in the Islamic Sunnah and Tafseer-ul-

Quran or the Holy Book’s exegesis. It is noteworthy 

that Umm al-Fadl Lubaba, the mother of Ibn-e-Abbas, 

was the second woman who had converted to Islam. 

The famous Greek conqueror Alexander the Great (356 

BC-323 BC) may have died after being bitten by a 

mosquito. About Alexander’s death, the National 

Geographic website states "Alexander the Great likely 

died of it,  

At least three American Presidents-Messers George 

Washington (1732-99), Abraham Lincoln (1809-65) 

and Ulysses Grant (1822-85) had also suffered from the 

same ailment during their life times. George 

Washington suffered from Malaria, as did Abraham 

Lincon and Ulysses Grant. In the late 1800s, Malaria 

was so bad in Washington DC that one prominent 

physician lobbied-unsuccessfully to erect a gigantic 

wire screen around the city. A million Union Army 

casualties in the US Civil War are attributed to Malaria 

and in the pacific theatre of World War II casualties 

from the disease exceeded those from combat. Some 

scientists believe that one out of every two people who 

have ever lived have died of Malaria.  

The World Malaria Report 2010 of WHO that there are 

more than 225 million cases of this disease per year- 

killing around 781000 or 2.23% of the total worldwide 

deaths. The Sydney Morning Harold (September 26, 

2010) reads “Malaria is contracted by more than 250 

million people a year and kills nearly 1 million”. 

Experts from different universities joined the Punjab 

University’s Dengue Research Group formed to carry 

out research and curb Dengue virus. Vice Chancellor, 

University of the Punjab, Prof. Dr. Mujahid Kamran 

presided over third meeting of the group, which was 

attended by experts from University of Health Sciences 

(UHS), University of Veterinary and Animal Sciences 

(UVAS), Mayo Hospital, Fatima Memorial System and 

FC College University.  

The experts said wrong information regarding Dengue 

fever has been conveyed to people. Prof. Dr. Aslam 

Khan of UHS said female Dengue  mosquito bit 

humans from morning to evening and 2pm was it peak 

time. After sucking blood, the female mosquito need to 

lay eggs. He said crevices in trees and other such 

locations were ideal places for this. He said the Dengue 

mosquito did not rest inside homes. He said the Dengue 

virus was reported in the region before 1947 but after 

1947, migrants used empty bottle and such other things 

which stopped its breeding. A American Dr. David 

Allan imported this virus from East Pakistan. In 

Southeast Asia, this virus came through the import of 

tyres.  

The experts from Government College University 

Zoology Department has recommended for biological 

control of Dengue, observing that fumigation can be 

used as emergency measures but they are not the 

permanent solution. 

“Mosquitoes after sometime develop resistance against 

the chemicals used in fumigation and sprays,” said 

Zoology Department Chairperson Prof. Dr. Nusrat 

Jahan while addressing the university’s faculty member 

son “prevention and control of Dengue fever” The GCU 

Chief Zoology said that biological control of 

“biocontrol” was the use of natural enemies to manage 

mosquito population with a minimum risk to humans, 

wildlife and the environment. The use of biological 

agent includes predatory insets and other invertebrates, 

such as copepods, parasitic ematodes, larvivorous fish 

and microbial entomopathogens including Bacillus 

thuringiensis. GCU Chief Zoologist further said after 

the first outbreak, a research was started in the varsity 

using many biological control agents and results were 

evaluated on the base of lethal concentration larval 

mortalities and pupae / adult emergence both in 

laboratory and field bioassays. 

Chief Minister Punjab Muhammad Shahbaz Sharif has 

directed that establishment of an environmental police 

force in the province should also be considered so that 

the plan chalked out to permanently eliminate Dengue  

virus can be implemented effectively.  

He was presiding over a meeting of the special 

committee against Dengue virus. Elected 

representatives, chief Secretary, administrative 

secretaries of various department sand experts attended 

the meeting. The Chief Minister appreciated the experts 

from Sri Lankan and Indonesian and appreciating 

efficiency of the health secretary. The chief minister 

said that efforts of health department and public 

awareness campaign had greatly helped in apprising the 
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people of preventive measures against Dengue virus. 

He said that the campaign for the eradication of the 

larvae of Dengue mosquito at virus places in the light of 

the report of surveillance committee was also yielding 

positive results.  

He directed the chairman of the town emergency 

committees to also visit trust hospitals regularly besides 

the government hospitals and submit a daily report 

regarding medical facilities available in the hospitals. 

He directed that cleanliness arrangements in hospitals 

should further be improved.  

The Chief Minister also praised the measures taken by 

the chairman of the surveillance committee, agriculture 

secretary, regarding detection of Dengue larvae at 

different places and said that it helped in eliminating 

virus. 

He said that chairman of the surveillance committee 

should also visit different hospitals to ensure complete 

eradication of the larvae from hospitals. He directed 

that documentary film regarding detection of Dengue  

larva and its eradication should also be produced to 

create awareness in the people. 

He said the assembly members should also undertake 

checking of tube wells in their respective areas and 

make arrangement to drain out stagnant water and 

immediate repair of water leakage, If found anywhere 

and submit a report to him.  

He said that it had also been decided to enforce 

regulation to check spread of viral diseases under which 

it would be binding on all citizens to take all such 

measures as were necessary to control the growth of 

Dengue mosquito and the outbreak of the epidemic. In 

response to a proposal submitted in the meeting he 

directed the authorities concerned to consider 

establishment of an environmental police.  

The chief minister said that activation of primary 

healthcare system was of vital importance as it would 

not only result in availability of quality health facilities 

to the people at their doorstep but would also reduce the 

rush of patients from big hospitals. He directed the 

additional chief secretary to submit a plan within a few 

days to activate primary healthcare system. He said that 

Ulema should also inform the people in the Friday 

sermons about preventive measures against Dengue 

virus and stressed upon them to play an active role in 

the ongoing campaign for Dengue eradication.  

He also issued instructions to the authorities concerned 

for benefiting from the latest technology for effective 

monitoring of the measures for controlling Dengue  

virus.  

He said a research cell for eradication of Dengue  virus 

and other diseases. He said the special research cell, 

besides taking steps for eradication of Dengue virus 

should also pay attention to developing an anti Dengue 

vaccine. He said no anti Dengue vaccine had been 

developed in the world so far and hoped that with the 

blessing of Allah Almighty and hard work of experts, 

Pakistan might become the first country to develop such 

a vaccine.” 

The Gallop Pakistan conducted a survey among a 

sample of 2689 men and women in rural and urban 

areas of all four provinces in the country from 

September to October. A huge majority of 86% 

Pakistanis have expressed satisfaction over Punjab 

Chief Minister Shahbaz Sharif’s efforts in fighting 

against the Dengue epidemic.  

Punjab Government issued Punjab Prevention and 

Control of Dengue (Temporary) Regulations, 2011 on 

the instructions of Chief Minister Punjab with 

immediate effect. The prevention and control of 

Dengue is the mutual responsibility of Government and 

its citizens. Government of Punjab has enforced 

“Punjab Prevention and Control of Dengue 

(Temporary) Regulations 2011” which will remain 

effective till November 30, 2011. Under this law, 

citizens are bound to carry out specific measures at 

their houses, shops, workshops, factory etc, to 

overcome the outbreak of Dengue  Epidemic. Important 

highlights of this act are the following. 

1. Immediately remove any useless and waste 

material such as empty bottles, lids, tyres, shopping 

bags, vehicles spare parts, plant pots etc.  

2. Remove any obstacle in the water drainage, 

gutters etc and keep them clean. Do not let water 

stagnate anywhere. Fill the pits and low lying areas 

with sand or any such substance.  

3. Take special care of home appliances like 

room cooler, air conditions and refrigerators. Do not let 

water accumulate to impede mosquito breeding.  

4. Remove, uproot or trim water plants and any 

other plant, bush or shrub which may promote the 

breeding of mosquito. 
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5. Drain the water in swimming pool, ponds or 

any artificial collection of water at least twice a week.  

6. Keep the drinking pot and utensils of animals 

and bird clean. 

7. Administration of educational institutes should 

carry out insecticidal fogging or spray in the premises. 

They should educate students regarding measures to 

prevent Dengue and safety measures such as full 

sleeves, socks and insect repellants. 

8. Administration of hospitals and laboratories 

should segregate the Dengue patients from other 

patients and use safety measures for them. They should 

immediately report to Government or Health Inspector 

in case if any patient is found to be suffering from 

Dengue fever.  

9. Health Inspectors have been appointed to 

oversee the proper cutting of plants, removal of waste 

material, oversee cleanliness and to penalize all 

violators of this law. Cooperating with Health 

Inspectors and officials is also part of this law.  

10. Legal prosecution can be carried out against 

individuals who violate the law, do not comply or cause 

any obstruction in its implementation or effectiveness. 

Health experts had inspected a number of tyre shops in 

different markets of the City and found a huge quantity 

of Dengue mosquito larva inside the shops. Later, they 

asked the CDGL officials to immediately evolve a 

strategy to eliminate the larva breeding site present in 

shops.  

Presently there are around 2,567 tyre shops and 

godowns in all the nine towns of the city. Out of which 

254 tyre shops are in Aziz Bhatti Town, 472 in Data 

Ganj Bakhsh Tow, 199 in Gulberg Town, 120 in Iqbal 

Town, 236 in Nishter Town, 363 in Ravi Town, 220 in 

Samanabad, 505 in Shalimar Town and 198 shops in 

Wahga Town.  

Every tyre shop and godown owner must have to get 

licence for his shop after paying fee to the CDGL 

within next seven days. The tyre shops and godowns 

will be sealed by the district government which will not 

have the valid licence and registration number from the 

CDGL. Strict action will be taken against the tyre shops 

owners on violation. 

As unlikely as it may sound, the Aedes Egypti mosquito 

has done several things for Pakistanis and Lahoris in 

particular for which we may one day be actually 

grateful.  

It has laid bare the sorry state of our health apparatus. A 

few thousand cases have completely paralyzed the 

health system, because all of them went directly to 

tertiary care hospitals. First and second level care 

facilities where the major burden of the epidemic 

should have been managed were absent or ineffective. 

Every individual would be accountable and accessible 

to the citizens are carrying out essential civic functions 

such as solid waste disposal, water drainage, 

cleanliness, management etc.  

The mosquito killing effect is transitory, variable in its 

efficiency as the aerosol may not penetrate indoors to 

micro-habitats where adult mosquitoes are sequestered 

and the procedure is costly and operationally difficult. 

Regular monitoring of the vectors’ vulnerability to 

insecticides is essential to switch to a more suitable 

alternative when required. Hence, active monitoring 

and surveillance of the natural mosquito population 

should escort control efforts to establish effectiveness. 

Small mosquito-eating fish have also been used to 

reduce mosquitoes. 

There is need of an integrated vector control strategy. 

The mosquito sprays are not sufficient as we need a 

multiple approach for mosquito eradication such as 

biological control, larvicide, mass awareness, 

quaranting for patients and travel advisory. Guppy 

fishes are the best agent for the biological control of 

Dengue mosquito.  

There is also a need for larger clinical studies in 

Pakistan and other south Asian to better understand the 

range of infections, endemic patterns and genetic 

susceptibility of different populations to Dengue virus.  

The Government must involve all relevant institutions 

to launch a concreted research programme on the basis 

of this year’s Dengue epidemic data of patients and 

deaths and areas to devise a comprehensive strategy to 

combat the disease during the next season. Preventive 

and control measures against the Dengue virus must 

start in January next year to avert the crises in the 

season ahead, different strain of the virus could 

potentially play havoc  with the live of the people, as a 

large majority of the people were already affected with 

a strain of the virus this season.  

The Government may establish filter clinics at primary 

and secondary care level to lesson the load of patients 

on tertiary care hospitals to provide quality diagnostic 

and treatment facilities to patients efficiently.  
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Dengue was a medical as well as big social problem 

and whole society should play its effective role in 

checking it. Dengue was not an infectious disease but 

curable.  Sri Lankan experts had a vast experience of 

fluid management of Dengue patients and local experts 

had an opportunity; to improve their expertise in the 

field due to which better patient management was being 

carried out in the Government hospitals and to avoid 

the Dengue epidemic next year. Every citizen and 

institution would have to work hard in an efficient way.  

The Health Department must decide to enhance the 

capacity building of private practitioners and family 

physicians regarding Dengue and a training programme 

should be launched in all medical colleges of the 

Punjab. The main objective for holding the training 

programme for the GPs and family physicians to 

enhance their professional capability and capacity 

building for the treatment of Dengue patients at local 

level and patients with symptoms of hemorrhagic fever 

must immediately be referred to any secondary and 

tertiary care hospital so that the precious human lives 

could be saved by providing timely medical care.  

Under the Dengue Control Regulations 2011, it should 

mandatory for every doctor to get training about 

Dengue and after this Health Department would issued 

a certificate to all the doctors participating in the 

programme.  

The research was in progress on development of 

Dengue virus vaccine and it might be available till  

year 2014. 
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Ovarian Tumors under 20 Years of Age 
1. Shahida Shaikh 2. Shazia Shaikh 3. Saleem Akhter Shaikh 

1. Asstt. Prof., OBS Gynae Unit-I  2. Asstt. Prof., OBS Gynae Unit-II  3. Asstt. Prof. of Pathology,  

Chandka Medical College, Larkana 

ABSTRACT 

Purpose: To analyze the cases of Ovarian Tumors in less than 20 years of age and to know its outcome in same 

patients. 

Study Design: A Case Series Descriptive Study. 

Place and Duration of Study: This study was conducted at Sheikh Zaid Women Hospital, Gynaecology Unit II, 

Chandka medical college Larkana over the of period of two years from December 2007 to December 2009. 

Patients and Methods:  Over the period of 2 years, a total of 30 patients with ovarian tumors of less than 20 years 

age were studied. Patients with more than 20 years of age were excluded.  

All the patients received as out patient department except 4 cases, were admitted through emergency. Detailed 

history taken to know their presentation and all the patients were investigated for complete blood picture, ESR, 

Random Blood Sugar, Urine detailed report, Urea, Creatinine, Serum Electrolyte, LFTs, Ultrasound and X.Ray 

Chest. In some patients IVP, CT scan and Serological markers e.g. CA-125 were done. Management done in all 

patients noted and statistically analyzed.  

Results:  In two years period 30 patients under 20 years of age reported. Mean age of presentation was15±2 years. 

Out of 30 patients 25 (83.33%) had benign ovarian tumors while 5 patients only  (16.66%) had malignant tumors.  

Of the benign ovarian tumors mature teratoma were 10(40%), serous cyst adenoma were 5(20%), mucinous cyst 

adenoma were 3 (12%), endometriotric cysts were 3 (12%), corpus luteal cysts were 3 (12%), para-ovarian cyst was 

1 (4%). Of the malignant variants immature teratoma was 3 (60%), dysgerminoma was 1 (20%) and endodermal 

sinus tumor was 1 (20%). 

Most of patients had benign ovarian tumors e-g germ cell tumors . Almost in all of the patient’s diagnosis was 

confirmed by laparotomy and histopathology. No complication was encountered peroperatively and post 

operatively.     

Conclusion: Patients, less then 20 years of age, had mainly benign ovarian tumors, and were germ cell tumors. For 

benign tumors adhesion prevention strategies should be used. Surgical intervention should as much as possible be 

directed towards preservation of ovarian tissue.   

Key Words: Ovarian Tumors, Ovarian tissues, Germ cell tumor. 

INTRODUCTION 

Female genital tract represents ovarian tumors as the 

most frequent tumors of it through the first twenty years 

of female life.1 The ovarian tumors report just about 

one (1%) of all tumors of this tender age children and 

adolescents. It has been noted in literature that 30% of 

all ovarian neoplasm occurring during childhood and 

adolescence are malignant and although malignant 

variants of pelvic tumors are uncommon but less than 

5% of ovarian malignancies occur in this age group 2. 

Types of ovarian tumor particular to child and 

adolescence patients includes germ cell and granulose 

cell tumor3. Benign neoplasm are the most common 

ovarian masses under 20 years of age 3,4,5. Commonest 

benign ovarian tumors are mature cystic teratoma 

(dermoid cystic) and followed by cystadenoma5,6. 

Among the malignant ovarian tumors, dysgerminoma 

and endodermal sinus tumor are more common in this 

age group6,7,8,9.   Exact incidence in Pakistan is not 

known but it is the 4th common cancer among female of 

Pakistan (if including all age groups)10. About 15% of 

the patients with malignant ovarian tumors are 

asymptomatic at the time of diagnosis11. Tumors 

markers are extremely useful in the differential 

diagnosis, and to follow the patient’s response to 

therapy and monitor for recurrence of diseases 6,7,8,9. 

Knowledge of features of the disease which relate 

accurately to prognosis and survival could be helpful in 

manage .As ovarian tumors manifest a wide spectrum 

of morphological and histological types of primary 

ovarian tumor this study was under taken to study the 

types of ovarian tumors and outcome of those in 

women less than 20 years of age. 

PATIENTS AND METHODS 

This study was carried out in the department of Gynae 

Unit-2 Sheikh Zaid Women Hospital, Chandka Medical 

College Larkana from December 2007 to December 

2009. 30 patients under 20 years of age of ovarian 

tumor either benign or malignant included in this study 

after informed consent. Each patient was evaluated with 
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detailed history and thorough physical, systemic and 

local examination. Investigation included blood 

complete picture, Random Blood Sugar, liver function 

test, blood urea and creatinine were done. Serological 

markers e-g CA-125, was done in 5 patients, it was not 

significantly high. Ultrasound was used to detect the 

ovarian tumors in almost all the cases to see the site and 

size of tumor. Diagnostic laparoscopy was not done in 

any of these patients. X-Ray Chest was done in every 

case for preoperative anaesthesia fitness.( No 

abnormality was detected either). IVP was done in 4 

patients in whom pre-surgical suspicious of malignant 

ovarian tumors was made on clinical and U/S basis and 

was found normal. Planning of management was made 

on fertility of patients and stage of tumor. The 

management options were surgery and chemotherapy. 

Type of surgery was decided pre as well as 

peroperatively. In suspected benign tumors where 

adjacent structures were not involved or no 

vascularization or adhesion, in those cases conservative 

surgery was done. In malignant tumors ascitic fluid sent 

for cytology and debulking surgery was done. Findings 

were noted on check list. Figo  classification was used 

to stage the tumor. In cases of malignant tumors 

patients were sent for chemotherapy post operatively. 

Patients were counseled about follow up visits till one 

year postoperatively 

RESULTS 

Thirty patients were analyzed from December 2007 to 

December 2009. 

In our study mean age of presentation with ovarian 

tumor was 16±2 years.In this study only three patients 

were married and they were nulliparous, 

85% patients presented usually with pain in abdomen, 

distention of abdomen due to mass, and menstrual 

disturbances. Retention of urine and acute abdomen 

made the emergency in  just15% patients. 

Table-No.1: Types of Tumor in less than 20 years of 

age.(n=30) 

S. 

No 

Types of 

Tumor 

No. of 

Cases 
% 

1 Benign 25 83.33% 

2 Borderline 0 -- 

3 Malignant 5 16.66% 

 

 Of these 30   cases, benign ovarian tumors were 

commonest than malignant as shown in table No. I. Of 

the benign ovarian tumors, mature teratoma were seen 

in 10(40%) patients followed by, serous cyst adenoma , 

mucinous cyst adenoma, endometriotric cysts  and 

others as in table No.2. Again among malignant tumors 

immature teratoma overthrown seen in 3 patients 

compared to dysgerminoma  and endodermal sinus 

tumor  confirmed in one each patient also tabulated in 

table II with the percentage.  

Table No.2: Histopathological typing of ovarian 

tumors 

S. 

No 
Types of Tumor 

No. of 

Cases 
% 

 Benign   

1 Mature Teratoma 10 40%s 

2 Serous cyst  adenoma 5 20% 

3 Mucinous cyst adenoma 3 12% 

4 Endometriotic cyst 3 12% 

5 Corpus luted cyst 3 12% 

6 Para ovarian cyst 1 4% 

 Malignant   

7 Immature Teratoma 3 60% 

8 Dysgerminoma 1 20% 

9 Endodermel Sinus Tumors 1 20% 

 

Table No.3: Operative procedures performed. 

S. 

No 
Types of Surgery 

No. 

of 

Cases 

% 

1 Cystectomy 4 16% 

2 Cystectomy+Oopherectomy 6 24% 

3 Salpingo-Oopherectomy 10 40% 

4 Bilateral cystectomy 2 8% 

5 
Drainage of Endometriotic Cyst 

+ Reconstruction of ovaries. 
1 4% 

6 
Therepeutic ultrasound guided 

drainage of cyst 
1 4% 

7 
Salpingo – Oopherectomy with 

wedge resection of other ovary. 
1 4% 

8 

Debulking Surgery TAH with 

BSO + Omentectomy + 

Appendicectomy. 

3 60% 

9 TAH with BSO 2 40% 

 

Almost in all of the patient’s diagnosis was confirmed 

by laparotomy and histopathology. Theraepeutic 

ultrasound guided aspiration of cyst was done in one 

patient who was a diagnosed case of simple ovarian 

cyst on the basis of ultrasound. Otherwise laparotomy 

was done in all the cases. Most of the patients had 

benign ovarian tumor as evaluated intraoperatively and 

treated by conservative surgery. Unilateral cystectomy 

was done in 4 (16%) and bilateral cystectomy was done 

in 2 (8%) patients.Reconstruction of residual ovary 

done in above cases. Unilateral oopherectomy and 

cystectomy was done in 6 (24%) patients. Drainage of 

endometriotic cyst and reconstruction of ovaries was 

done in 1 (4%) patient. Unilateral 

salpingo/oopherectomy with wedge resection of other 

ovary was done in 1 (4%) patient. Total abdominal 
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hysterectomy was done in 2 (40%) patients as primary 

procedure in one woman of 18years  with bilateral 

ovarian involvement, ruptured capsule and moderate 

ascites. Debulking surgery (TAH with BSO + 

Omentectomy + Appendiectomy) was done in 3 (60%) 

cases further detail in Table No. 3. Operative findings 

were noted on tick list. Frozen section facility is not yet 

available in our hospital. So surgery was decided at the 

time of laparotomy and then further management was 

decided on histopathological report. All of the patients 

with benign ovarian tumor were advised for 12 months 

follow-up and only 20 patients came for regular follow-

up and further evaluation. Patients with malignant 

ovarian tumors sent for chemotherapy. 2 patients died 

due to recurrence of malignancy of endodermal sinus 

tumor and Dysgerminoma. 2 patients were in good 

condition after receiving 3 pulses of chemotherapy and 

1 patient lost follow up. Mortality rate was difficult to 

assess because of non co-operation of the patients for 

follow-up. Patients are mostly irregular due to lack of 

knowledge and poverty. 

Second look operation could not be done in any of the 

patients with malignant disease. Two of the patients 

who had regular follow up did not show any residual 

disease on ultrasound.  

None of the patients showed complications related with 

surgery. 

DISCUSSION 

Ovarian lesion are unusual in young age goup.1 

Presenting with mass abdomen or vague pain in young 

girls is definitely worrying sign for parents and 

partners. As malignant granulosa cell tumor of ovary 

can also present as precocious puberty which is  

socially unacceptable. For girls and young women 

another issue arises regarding their ability to conceive 

and carry a pregnancy in the future once they are 

treated.  

Presentation of ovarian tumor has been found different 

in various studies and make the diagnosis difficult as 

Pomeranz et al 12 reported that 38% of such patients of 

ovarian lesions had preliminary diagnosis of 

appendicitis and appendicectomy was also carried in 

our 3 cases along with debulking due to associated 

pathology of appendics. 

 In our series almost 85% patients presented with pain 

in abdomen, pelvic pain, distension of abdomen due to 

mass and menstrual disturbances except four patients 

who came through emergency with acute abdominal 

pain and retention of urine and this has also been 

reported in study done at Lahore 13 While Lind fort’s 

case series pain was the main presenting complaint 

followed by abdominal distension and torsion 14 

Preoperative evaluation of all cases is usually done best 

with ultrasound as benign and malignant tumors have 

specific features. Computed tomography facility is not 

available at our setup so only tumor markers were sent 

in suspected malignant cases. Transvaginal 

ultrasonography has been recommended by the national 

Institute of Health as a preferred mean of diagnosis   15 

but in current study all scans were transabdominal.  

Doppler U/S has also been found to be helpful in 

suspicious of malignancy 15 

Tumours of ovary  are  classified in into epithelial 

tumours, germ cell tumours, sex 

cord–stromal cell tumours, and metastatic tumour  

according to the cell of origin. 16   
 In our study we found (83.33%) ovarian tumors were 

benign and (16.66%) were malignant and this shows a 

relationship with the data from European countries 

where  benign ovarian tumors tumors were in the range 

of 75-80%.17 and also another study done in India by 

Pilli et al 18 had in same range data where they showed 

that 75.2% ovarian tumors were benign. Our figures are 

almost same to study conducted at Nepal. 19 Lind forte 

presented review of 81 cases of ovarian tumors where 

he found 35% of cases as malignant. Huffman 20 study 

reported malignancy in 30% of all of(999) his studied 

cases while Breen and Maxson also had seen malignant 

cases up to 27% tumors in children and adolescents 

were malignant after concluding their finding in 1309 

cases .21, 22In another series from Nepal malignancy 

rates have varied from just10%. 19 In the study 

conducted at our setup among 30 studied patients 

16.66% of cases were malignant may be because of 

small sample size.  

As far as histological features are concerned like 

international data germ cell tumors and sex cord 

stromal tumors were preponderate in 

adolescents.21,23IIdentical results are seen in our study, 

where we also found prevailing group as germ cell 

tumor about 44%  and second variety seen as serous 

cystadenoma . However this figure was 59.2% in study 

carried in Pakistan by Ahmad et al.24 Another study  

also uncovered the germ cell tumor as commonest 

tumors in young age group followed by serous 

cystadenoma.19 Among malignant tumors again 

immature taratoma and dysgerminoma represented 

main diagnosed pathology also found same results in 

various studies.24.25 Of the various treatment modalties 

available for ovarian tumor, primary surgery with 

complete removal of tumor burden can be considered as 

potentially curative. Gentle tissue handling is necessary 

and scrupulous hemostasis and adhesion prevention 

approaches are definitely required for fertility 

preservation.  

 Initial careful surgical staging is important for selection 

of appropriate subsequent therapy. Intraoperative 

decision making is crucial in preserving reproductive 

function in girls and young women with malignant 

ovarian tumors. While such tumors are rare, 
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gynecologists should be familiar with the natural 

history and current management. The judicious use of 

surgery followed by chemotherapy remained the 

mainstay of treatment in majority of our patients.. 

Outcome  of  our patients was also comparable with 

international studies.19,24,25 The evolutionary 

development and fine-tuning of combination 

chemotherapy have resulted in the cure of a high 

percentage of patients with chemosensitive tumors, 

such as malignant ovarian germ-cell tumors. Post 

operative morbidity and mortality remained quite 

insignificant after surgery in our study. 

CONCLUSION 

In women less than 20 years of age benign germ cell 

tumors are common, which are easily managed by 

surgical measures usually without complication. 

Malignant germ cell tumors are common in this age 

group but mostly diagnosed at advanced stage. Early 

diagnosis is key factor to improve the prognosis and 

need a proper screening program in this age group even 

with yearly ultrasound. Ovarian tumors under 20 years 

of age were mainly found in un-married and nulliparous 

women’s. So that conservative surgery to retain the 

uterus and contralateral ovary should be preferred. It is 

desirable to embark upon a second look surgery if final 

pathology reveals a malignancy rather then proceed 

with radical surgery. 
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ABSTRACT 

Objective: Measurement of changes in the thickness of epidermis of different locations in guinea pigs after single 

dose X-ray irradiation.  

Study Design: A prospective experimental study.  

Place and Duration of Study: Department of Anatomy, Basic Medical Sciences Institute, Jinnah Postgraduate 

Medical Centre Karachi from 2008 to 2009. 

Materials and Methods: Thirty animals were taken and divided into two groups which were subdivided into three 

subgroups containing five animals each, according to the time of sacrifice i.e. 48 hours, 15th day and 45th day 

respectively. A single whole body x-radiation in a dose of 5 Gy. Animals were sacrificed under ether anaesthesia 

after completion of their respective period. Tissues were processed and 4 to 5 micron thick paraffin embedded 

sections were cut, and stained with H&E.  

Results: Desquamation and decrease in thickness of epidermis was present after 48 hours which shows highly 

significant result when compared to control (P- < 0.001). After wards progressively increase in hyperkeratinization 

was noted after 15 days which is nonsignificant (P- >0.05)   when compared to control. After 45th day proliferation 

of basal cells occurred which increased the thickness of epidermis near to control.  

Conclusion: The study concludes that x-radiation produces deterministic epidermal changes in all three sites i.e. 

face, abdomen and back of guinea pigs.  

Key Words:  X-ray radiation, Gy, Epidermis, hyperkeratization. 

INTRODUCTION 

Since the discovery of x-rays at the end of 19th century 

and till now their effects attract much attention. This 

interest is largely explained by the fact that humans 

(first of all skin) are exposed to this radiation during 

medical examination1,2,3. 

X- Irradiation (XRI) can affect both normal and 

neoplastic cells especially, rapidly growing one such as 

epidermal cells4. 

X-rays are widely used for imaging and for therapeutic 

purposes and our knowledge about their possible 

injurious effects on skin is incomplete. Clinically x-rays 

can produce erythema, as well as dry and moist 

desquamation. Morphologically x-rays can produce 

epidermal loss, crystolysis, cytoplasmic vacuolization, 

appearance of euchromatic nuclei and alter 

microvasculature, causes hyperkeratization, 

redistribution of biometals as well as basal and 

squamous cell carcinoma. The type and extent of these 

changes depends on dose, duration and frequency of  

x-rays5. 

Skin injury is the deterministic effect of radiation, once 

the threshold dose has been exceeded the severity of 

radiation at any point on the skin increases with dose; 

threshold will vary some what among individuals6. 

Radiation will continue to increase in importance in the 

diagnosis and the treatment of diseases, for this reason 

considerable emphasis is placed on biological basis for 

the use of radiation in treatment of person with 

malignant tumor and on the consequence to the host of 

radioisotopes administered therapeutically or 

diagnostically7. 

Radiation induced injury is recognized for past decade 

as potential complication of fluoroscopically guided 

intervention8. 

MATERIALS AND METHODS 

This study was conducted in the department of 

anatomy, BMSI JPMC Karachi. Thirty adult male 

guinea pigs weighing 400 to 450 grams were taken 

from animal house of BMSI JPMC. Animals were kept 

under observation for one week before study to asses 

their behavior, and activities and were maintained on 

laboratory diet. Animals were divided into two groups 

A & B each group containing 15 animals. Group ‘A’ 

served as control. Animals were sacrificed after 48 

hours, 15th and 45th day after receiving single whole 

body x-radiation in a dose of 5 GY at Karachi institute 

of radiotherapy and nuclear medicine, Pakistan atomic 

energy KIRAN Hospital. 
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All the guinea pigs were sacrifice at their respective 

time of treatment under ether anaesthesia. The skin of 

the guinea pigs was shaved and skin fragments (size of 

1 cm square) from face, back and abdomen at 48 hours, 

15th and 45th day were collected. Skin fragment was 

fixed in 10% formalin for 12-18 hours. Tissues were 

processed in ascending strength of alcohol and cleared 

in xylene and infiltrated and embedded in paraffin.  5 

micron thick vertical sections were cut at rotatory 

microtome and floated in hot water bath and placed on 

glass slide.  Sections were fixed in 10% formalin. 

Stained with H&E for morphology of skin. Statistical 

analysis was done on computer soft ware SPSS, student 

‘t’ test was applied and the value  P- <0.05 was 

considered significant. 

RESULTS 

The observation and their results on the gross and light 

microscopic examination were recorded. The 

histological observations were based on the study of 4-5 

micron thick paraffin embedded sections, stained with 

Haematoxylin and eosin. 

Table No.1: Mean Thikness of Epidermal of Face of 

Ginea Pigs 

   Groups   Subgroups Thickness of epidermis of 

face in micron at the 

sacrificial time 

A 

(Control) 

(n=15) 48 

hours 

15th 

day 

45th 

day 

 -- -- 40. 

32±0. 

32 

 -- --  

B 

(Treated) 

B1(n=5) 21. 

36±0. 

32 

  

B2(n=5) -- 39. 

92±0. 

26 

 

B3(n=5) -- -- 40. 

28±0. 

47 

Control group A:  

In gross examination, face, abdomen and back was 

observed in all the animals. Skin was covered by white 

brown and gray hair but at the back was comparatively 

thick. Skin fragment were collected at 45th day after 

single whole body x-radiation. Mean thickness in 

epidermis in face was       40.32 ± 0.32 µm as shown in 

table 1. The mean thickness of epidermis in Abdomen 

was 40.08 ± 0.17 µm as shown in table 2. The mean 

thickness of epidermis was in Back was 58.04 ±   0.29 

µm as shown in table 3. 

Treated group B: 

Group B1: The animals of group B1 were ill looking, 

the skin of the face, abdomen and back appeared thin 

and dehydrated, patches of alopecia of varying sizes 

were scattered all over the skin. Skin showed varying 

degree of hyperemia and showed number of layers 

which were reduced to half and there was desquamation 

of surface epithelium. 

Table No.2: Mean Thikness of Epidermal of 

Abdomen of Ginea Pigs 

   Groups   

Subgroups 

Thickness of  epidermis of  

abdomen in micron at the 

sacrificial time 

A 

(Control) 

(n=15) 48 

hours 

15th 

day 

45th 

day 

 -- -- 40. 

08±0. 

17 

 -- --  

B 

(Treated) 

B1(n=5) 29. 

80±0. 

38 

  

B2(n=5) -- 49. 

36±0.47 

 

B3(n=5) -- -- 48. 

94±0.73 

Table No. 3: Mean Thikness of Epidermal of 

Abdomen of Ginea Pigs 

   Groups   

Subgroups 

Thickness of epidermis of 

back  in micron at the 

sacrificial time 

A 

(Control) 

(n=15) 48 

hours 

15th 

day 

45th day 

 -- -- 58. 04±0. 

29 

 -- --  

B 

(Treated) 

B1(n=5) 29. 

80±0. 

38 

  

B2(n=5) -- 57. 

84±0. 

41 

 

B3(n=5) -- -- 57.76±0. 

26 

The mean thickness of epidermis in, face was: 21.36 ± 

0.32 µm as shown in table 1. The mean thickness of 

epidermis in abdomen was: 29.80 ± 0.38 µm as shown 

in table 2. The mean thickness of epidermis in back was 

29.80 ± 0.38 µm as shown in table 3. A decrease in 

thickness in group B1 was noted in all sites and when 

compared with group A it is highly significant (P- 

<0.001) result. 

Group B2: The animals of group B2 were ill looking. 

The skin appeared thin and dehydrated, wide patches of 

alopecia were scattered all over, and showed varying 
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degree of hyperemia. In face abdomen and back 

number of cell layers were reduced to half but thickness 

of epidermis was near to control due to 

hyperkeratinization. The mean thickness of epidermis 

in face was: 39.92 ± 0.26 µm as shown in table 1.  

Figure No.1: H & E  stained 5µm thick longitudinal 

sections of face skin showing epidermal thickness 

(Ep) in control guinea pig. Photomicrograph x100. 

 
  

Figure No.2: H & E stained, 5µm thick longitudinal 

section of the face skin showing desquamation and 

the reduced thickness of the epidermis after 48 

hours treatment with x-radiation in guinea pigs. 

Photomicrograph x100. 

 

The mean thickness of epidermis in abdomen was: 

49.36 ± 0.47 µm as shown in table 2. The mean 

thickness of epidermis in back was 57.84 ± 0.41 µm as 

shown in table 3. A slight decrease and increase in the 

thickness of epidermis in all three sites was noted. 

When compared with group A insignificant (P > 0.05) 

result was observed.  

Group B3: The skin of face, abdomen and back 

regained its thickness, hairs were very sparse, patches 

of alopecia were scattered all over the skin and the 

hyperemia was diminished considerably. 

In all three sites the epidermis showed increased 

number of cell layers as near to control and 

keratinization was also decreased. The mean thickness 

of epidermis in, face was: 40.28 ± 0.47 µm as shown in 

table 1. The mean thickness of epidermis in abdomen 

was 48.94 ± 0.73 µm as shown in table 2. The mean 

thickness of epidermis in back was 57.76 ± 0.26 µm as 

shown in table 3. A slight decrease and increase in 

thickness in group B3 when compared with group A 

which was insignificant (P > 0.05). 

DISCUSSION 

All mammalian cells are affected by ionizing radiation; 

moderate variability exists among different cell types 

and tissue with respect to their susceptibility to specific 

effect such as cell death1.  

Exposure to both ionizing radiation and the certain 

transition metals can increase cellular formation of free 

radicals, under aerobic conditions. This can lead to 

formation of reactive oxygen species, reactivity of these 

oxyradicals lead to deleterious changes in living cell 

including DNA strands and breaks, protein oxidation 

and membrane damage9.  

X-rays are widely used for both imaging and 

therapeutic purposes; our knowledge about their 

possible injuries effects on the skin is incomplete. 

Previous studies are based on the morphological X-rays 

induced skin changes. The present study was designed 

to observe the morphometeric changes in skin of 

different locations induced by X-rays. Guinea pigs were 

taken as experimental animals because radio sensitivity 

of these laboratory animals is close to humans and these 

experimental animal were exposed to single whole 

body irradiation in dose of 5 GY10,11. 

The gross examination of treated animals of Group B 

show hair loss in face, abdomen and back. This finding 

was supported by similar observation made by Song 

and Lambert who found that after exposure of mice to 5 

GY of ionization radiation, cell in the matrix of hair 

follicle under went apoptosis but not growth arrest. 

These findings are in agreement with Hopewell and 

Malkinson, they observed that loss of hair occurred 

after treatment with relatively low doses of radiation 
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indicating that hair follicles are highly sensitive to 

ionizing radiation11, 12, 13.  
In the present study the animals of group B1 with the 
dose of 5 GY radiation the thickness of epidermis in all 
three sites i.e. face, abdomen and back was reduced to 
half as compare with control, due to decrease in number 
of cell layers in stratum spinosum, stratum granulosum 
and stratum corneum this was probably due to growth 
arrest of epidermal cells. This finding was in agreement 
with the observation of Hussein et al who observed in 
their study that in X rays irradiated skin the 
stratification of epidermis was reduced to one layer 
each of basal, spinous and granular as well as few layer 
of corneocytes. 
These findings are further supported by study of Song 
and Lambert et al, who observed the epidermal cells, 
responded to radiation by under going growth arrest. 
Growth arrest was more severe in 24 hours after (5 GY) 
irradiation11. 
Decrease in thickness of epidermis was in agreement 
with the observations by John et al in which 
degenerative phase of radiation effects consists of lost 
in prickle cells and basal cell layer. This loss is 
maximum or complete by day 21.  The mitotic index 
falls to zero14. 
In the group B2 the thickness of epidermis was near to 
control due to increase in the thickness in striatum 
corneum. The increase in thickness in stratum corneum 
was due to increase in ratio of cell loss in pathological 
states. This observation was in agreement with the 
observation of Berry, et al, Dechatterjee el al, 
Landthaler et al. They observed the morphologically X-
radiation can produce epidermal loss and hyper 
keratinization15,16. 
In the group B3 thickness of epidermis in all three 
location i.e. face abdomen and back was near to control, 
this is because the cells of stratum basale shows the 
mitotic activity. This finding was in agreement with the 
observation of Hopewell, in which there is recovery of 
epidermis occurs as a result of proliferation of surviving 
clonogenic basal cells form with in the irradiated area. 
Furthermore, these finding were in agree with in the 
observation of Song and Lambert, in which epidermal 
cells respond to radiation undergoing growth arrest, not 
the apoptosis. 

CONCLUSION 

The study concludes that X-radiation produce 

deterministic damaging effects on epidermis in guinea 

pigs in 3 sites .i.e. face, abdomen and back. 
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 ABSTRACT 

Background: Maternal and newborn mortality rates remain unacceptably high, especially where the majority of 

births occur in home settings or in facilities with inadequate resources.  

Objectives: This study was conducted to estimate the Infant Mortality Rate (IMR), reporting percentage and to 

identify the risk factors for infant mortality in Punjab, Pakistan.  

Study Design: Retrospective Study.  

Place and Duration of Study: This study was conducted in the Directorate General, Health Services Punjab, 

Lahore from 01-07-2007 to 30-06-2008. 

Materials and Methods: Community-based cross-sectional survey was conducted during July to September 2009. 

Interviews of female family heads were conducted by the trained researchers.  

Results: Deaths of 786 infants were reported in three districts, verbal autopsy of all cases was done to find out the 

causes of deaths during infancy. World Bank (2010) reported IMR of Pakistan 71/1000 live birth (estimated 

infant’s deaths 9811), which is very high from this study (6/1000 live birth). Major Causes of infant mortality were 

found malnutrition 194(24.6%), Acute Respiratory Infections (ARI) 188(23.9%), and Diarrheal Diseases 

161(20.4%).  

Conclusion: Mortality due to said diseases can be reduced by improving childbearing and childrearing practices, 

equitable distribution of good standard health care facilities, safe drinking water and individual attention.  

Key words: Infant mortality, social conditions, socioeconomic factors, Punjab. 
 

INTRODUCTION 

More than half a million maternal deaths, over 3 

million stillbirths and 3 million early neonatal 

deaths occur each year worldwide, the majority in 

South Asia and sub-Saharan Africa1-4. Delivery 

complications (pro-longed labor, preeclampsia, 

maternal infection and obstetric hemorrhage) are 

responsible for half of all maternal deaths, one-third 

of stillbirths and one-quarter of neonatal deaths5-9. 

Despite established interventions, the majority of 

maternal and neonatal deaths occur due to a lack of 

access to life-saving services10, 11. The introduction of 

child survival interventions, immunization and oral 

rehydration, has resulted in a sustained decline of 

infant and child mortality in some areas of the 

developing world but consequently of this decline is 

that an increasing proportion of infant deaths occur 

during the neonatal period12. However, there is 

limited epidemiological information on levels and 

clinical causes of neonatal and post neonatal death, 

infant mortality is sum of neonatal mortality and 

post neonatal mortality. Neonatal deaths are 

generally associated with elements linked to 

maternal care during pregnancy and delivery, while 

socio-environmental factors become more important 

determinants of infant survival during the post-

neonatal period. It is estimated that neonatal deaths 

can account for nearly 50–60% of all infant deaths in 

developing countries12. Approximately 30–40% of all 

neonatal deaths are explained by neonatal infections, 

amounting to approximately 1.5–2 million neonatal 

deaths per year13. WHO has estimated that 

approximately 400 000 cases of neonatal tetanus 

occur annually, the vast majority in a limited number 

of developing countries, resulting in an annual toll 

of 340 000 neonatal tetanus deaths14, estimated 130 

million infants born each year worldwide15, 4 million 

die in the first 28 days of life. Three-quarters of 

neonatal deaths occur in the first week, and more than 

one-quarter occur in the first 24 hours15,16.  Two-thirds 

of the world’s neonatal deaths occur in just 10 

countries, mostly in Asia. Pakistan is number three 

among these countries, with an estimated 298 000 

neonatal deaths annually and a reported neonatal 

mortality rate of 49 per 1000 live births, Pakistan 

accounts for 7% of global neonatal deaths15-19. 

Infection (36%), preterm birth (28%) and birth 

asphyxia (23%) account for 87% of neonatal deaths 

worldwide15, 16, and 20. Since causes of neonatal deaths 

vary by country and with the availability and quality 

of health care, understanding neonatal mortality in 
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relation to these factors is crucial16. Given the paucity 

of reliable population-based information in Pakistan, 

this study was undertaken to examine the prevalence, 

sex distribution, timing and causes of neonatal death 

in a population-based pregnancy cohort in urban 

Pakistan. We hypothesized that the neonatal mortality 

rate in urban population, with relatively good access 

to obstetric care and timely Caesarean section, would 

be substantially lower than that generally reported for 

Pakistan. This study examines delivery outcomes in 

pregnant women with reasonably good access to 

professional health care that were enrolled at 20 to 26 

weeks’ gestation and followed with their infants to 28 

days postpartum21. 

MATERIALS AND METHODS 

This study was conducted from 01-07-2007 to 30-06-

2008. The inclusion criteria were neonates died within 

one year of their birth. The record was collected from 

the hospitals, chowkidars, lumberdar, district national 

programme units and secretary union councils. 

Information obtained was the deceased age, antenatal 

care, level of cure, wealth, child-rearing (weaning) & 

childbearing practices (spacing), health care facilities, 

immunization, safe drinking water .The source of 

information were mothers or direct relatives of the 

deceased. 

Comparing three districts (Sialkot, Chakwal and 

D.G.Khan) of Punjab, all have different economic 

situations. Sialkot is rich, Chakwal is in the middle 

range and D.G. Khan is an economically poor district of 

the Punjab. This study was planned to assess the infant 

mortality rates and its causes in correlation with 

economic indicators.  Positive association between high 

infant mortality and income inequality is still present 

after controlling for other factors such as education, 

medical personnel, and fertility. The positive 

association of infant mortality and the income of the 

rich suggest that measured real incomes may be a poor 

measure of social welfare.  

This study also examined factors associated with infant 

survival in Pakistan. Data of National Programme for 

family planning and primary health care of the districts 

was collected. Survey was conducted by the trained 

staff of the project funded by the United Nation Family 

Planning Association (UNFPA). 

The infant mortality rate was still very high in Pakistan 

until the early 1990s, at 100 deaths per 1000 live births. 

Large differentials in infant survival by socio-economic 

factors and access to water and sanitation indicate that 

social and gender inequities are the underlying cause of 

the stagnation of infant mortality in Pakistan. Economic 

and social policies of earlier decades have resulted in 

tremendous disparities in wealth and access to 

resources in Pakistan. The low social, economic and 

legal status of women is intimately tied to the well-

being of their children. Health interventions in Pakistan 

should be designed to reach the most under-served: 

women and children. Systematic evaluations of health 

interventions will be necessary to make informed 

decisions about health investments in the future. 

This paper generated and analyzed the survey data on 

inequalities in mortality among infants aged less than 

one year in Punjab, Pakistan. Mortality rates were 

estimated directly where complete fertility histories 

were available and indirectly otherwise. Mortality 

distributions were compared between districts, gender 

and different age groups by means of percentage.  

RESULTS 

786 infants of the age 0 hour to 11 months and 29 days 

found died during study period from 01-07-2007 to 30-

06-2008. One of the objective of the study was to see 

the reporting percentage, which was found only 8% 

overall, which is significantly poor reporting.  In 

different districts reporting ranges between 4-13% 

(Table No.1). 

Table No.1: District wise infant mortality rate in 

Punjab, Pakistan 

  Sialkot  D.G. Khan Chakwal  Total  

Population 2734481 1643118 1083725 5461324 

Birth rate (world 
Bank) 

25.3 25.3 25.3 25.3 

Live births 69182 41571 27418 138171 

Infants  

estimated deaths 
if IMR is 71 

(World Bank) 

4912 2951 1947 9811 

Infants reported 

deaths 

414 116 256 786 

%age reporting 8 4 13 8 

Out of 786 deceased only 432(55%) were reported by 

district national programme for family planning and 

primary health care, research teams traced 354(45%) 

more cases (Table No.2). Highest number 414 cases 

were found from Sialkot.  From Chakwal 256 and from 

D.G.Khan 116 cases were recorded. 

Table No.-2: Infant’s Deaths reported by research 

team and National Programme (NP) of family 

planning and primary health care  
Reported 

by 
Sialkot 
(%age) 

D.G.Khan 
(%age) 

Chakwal 
(%age) 

Total 
(%age) 

Research 
team 

187 (45) 42 (36) 151 (59) 354 
(45) 

National 
programme 

227 (55) 74 (64) 105 (41) 432 
(55) 

Total  414 (53) 116 (15) 256 (32) 786 
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Female infants 550(69.97%) died more as compared to 

males 236(30.03%), same trends were found in all 

districts. Highest number infants 409(52.2%) died in 

the age of 1-10 days (Table No.3). 

In D.G.Khan undiagnosed deaths recorded were found 

highest 30(25.9%), in Chakwal ARI was recorded 

highest 69(27.0%) and in Sialkot highest deaths were 

noted by malnourishment 113(27.3%). Highest causes 

of deaths were found malnourishment 194(24.6%) and 

ARI 161(20.4%) as shown in Table No.4. 

Table No.3: Gender and Age wise infant mortality in Punjab, Pakistan  

Pakistan;  Birth Rate 2010-25.3/1000 population,   IMR 2010-71(World bank), 65.3(Pakistan website)  

  Sialkot (%age) D.G.Khan (%age) Chakwal (%age) Total (%age) 

Population 2734481 1643118 1083725 5461324 

Study subjects 414 116 256 786 

IMR 6 3 9 6 

Gender         

Male 82(19.81) 55(47.41) 99(38.67) 236(30.03) 

Female 332(80.19) 61(52.59) 157(61.33) 550(69.97) 

 Age          

<1day 86(20.67) 12(10.34) 45(17.58) 137 (17.4) 

1-10 days 257(61.78) 73(62.93) 114(44.53) 409(52.2) 

11-29 days 3 (0.72) 14(12.07) 18(7.03) 44(5.6) 

1-2 months 39(9.38) 12(10.34) 30(11.72) 93 (11.8) 

3-5 months 20(4.81) 1(0.86) 31(12.11) 65(8.3) 

6-9 months 10 (2.40) 4(3.45) 14 (5.47) 30(3.8) 

10-11 months 1(0.24) 0(0.00) 4(1.56) 8(0.9) 

Table No.4: Area wise causes of infant mortality in Punjab, Pakistan  

 Clinical cause Sialkot # (%age) D.G.Khan # (%age) Chakwal # (%age) Total # (%age) 

Jaundice 4(1.0) 3(2.6) 8(3.1) 15(1.9) 

Tetanus 4(0) 1(0) 1(0) 6(0.7) 

Umbilical Cord 0(0) 0(0) 1(0) 1(0.1) 

ARI 96(23.2) 23 (19.8) 69(27.0) 188(23.9) 

Diarrheal Diseases 95(22.9) 17(14.7) 49(19.1) 161(20.4) 

Fevers 15(3.6) 17(14.7) 27(10.5) 59(7.5) 

Malnutrition 113(27.3) 25(21.6) 56(21.9) 194(24.6) 

Others 87(21.0) 30(25.9) 45(17.6) 162(20.6) 

Total # (%age) 414(52.67) 116 (14.76) 256(32.57) 786 

 

In total study area highest cause of infant mortality is 

shown in Figure-1, which is malnutrition (24.6%). 

Figure No.1- Diseases wise infant mortality in 

Punjab, Pakistan 

 

 

 

 

 

 

DISCUSSION 

The death of infants is also tragedy, like death of 
mothers during delivery. It is a huge burden of grief and 
pain. Infant mortality in Pakistan is high at about 125-
140/1000, for a country with mid-level per capital 
income22. Maternal education is a strong indicator of 
survival, much more so than paternal education. 
Similarly, female heads of households increased 
survival, probably because they control financial 
allocations. The study suggested that rather solely 
concentrating to eliminate poverty overall, 
improvements in maternal education, nutrition, health 
care facilities and ease of access to their use could be 
more helpful. Childbearing and child-rearing methods 
would do more to improve child survival in Pakistan. 
Present study results also agree with the author 
suggestions22, about the maternal education, nutrition, 
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health care facilities and their use, and childbearing and 
child-rearing methods would be more important 
interventions to decrease the IMR in Pakistan. 
Between 1985 and 1987, a community-based case-
management programme for acute lower respiratory 
infection (ALRI) was conducted in a rural district of 
Abbotabad, in northern Pakistan. The impact on infant 
and child mortality of this programme, which included 
active case-finding and maternal health education, was 
evaluated and found that the total child mortality rate in 
the control villages declined by 29% to 27.8 per 1000 
children per year (P = 0.09). Similar intervention-
associated declines in the infant mortality rate were also 
observed23. Present study also suggested that ARI is 
high cause of mortality but with good intervention can 
be reduced. 
It is concluded that existing health services must be 
improved and emergency obstetric care should be 
available to all women and children round the clock. 
Provision of antenatal care should be uniform and 
optimal. Nutritional status of infants should be 
improved to discourage rise in infant mortality. Referral 
system should be properly organised so that delay in 
seeking help could be avoided. Socio-economic status 
of community needs to be improved to avoid hindrance 
of high cost of care and poverty. Health care should be 
free for all infants. Non-governmental organizations 
should expand their services in rural areas to upgrade 
infant health status. It is global issue but more prevalent 
in developing countries. By strengthening of safe 
motherhood including antenatal care, clean safe 
delivery and essential obstetrical care, careful use of 
drugs to control ARI and breast feeding with 
appropriate died can decrease the infant mortality in 
Pakistan. Mothers’ training on home management of 
ARI, DD and malnourishment can play a significant 
role to reduce IMR in Pakistan. 
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ABSTRACT 

Aim: The objectives of the study are to compare the outcome of early appendicectomy in appendicular mass versus 

conservative approach. 

Study Design: Experimental Study. 

Place and Duration of Study: This study was carried out in Surgical Unit-IV, Liaquat University Hospital 

Hyderabad, from January 2008 to December 2009. 

Materials and Methods: This study consisted of hundred patients were divided in two groups. Group A for early 

appendicectomy and group B traditional conservative treatment, each group consist of 50 patients admitted through 

the outpatient department, as well as from casualty department of Liaquat University Hospital Jamshoro/Hyderabad. 

Data was analyzed through SPSS software. 

Results: In conservative management (CM) group 36(72%) were male and 14(28%) female. Ratio male:female ratio 

of 2.25:1. In immediate surgery (IS) group 34(68%) were male and 16(32 %) female with  male:female ratio of 

2.1:1. There was wide variation of age ranging from a minimum of 10 year to 50 year in both group. The mean age 

was  22.3+3.30 years for CM group  and 23.4+3.50 years for IS group.  

Pain in right iliac fossa were found in all patients in both groups , vomiting was seen 42(84%) patients in CM group 

and  43(86%) patients in IS group ,  nausea was seen 17(34%) patients in CM group and  18(36%) patients in IS 

group, fever was 42(84%) patients in CM group and  44(88%) patients in IS group,   diarrhea was 4(8%) patients in 

both groups, anorexia was seen 35(70%) patients in CM group and  37( 74 %) patients in IS group,  constipation 

were  9(18%) patients in both groups and urinary complains was  8(16%) patients in CM group and  9(18%) patients 

in IS group. 

Ultrasound findings revealed was inflamed appendix with omentum adherent in 10(20%) patients of CM group and 

9 (18%) patients of IS group where as inflamed appendix with omentum and abscess formation in 17(34%) patients 

of CM group and 19 (38%) patients of IS group, and edematous appendix with fecolith and omentum adherent in 

23(46%) patients of CM group and  22(44%) patients of IS group. Operative time in both groups was recorded. 

Operative time range 30 minutes to 90 minutes in both groups. The mean time in CM group was 60.10+11.90 

minutes and IS group was 45.30+7.96 minutes. 

Conclusion: The early appendectomy in appendicular mass is a safe alternate to conventional way of managing this 

problem. Hence, it obviates the need of a second admission and provides curative treatment during the index 

admission whereby minimizing total expenses. 

Key words: Early appendicectomy , Appendicular mass , Conservative approach , Appendix, Complications of 

appendix. 

INTRODUCTION 

Acute appendicitis is one of the commonest surgical 

emergency requiring surgery 1. No age is immune, but 

the highest incidence is seen during the second decade 

of life with a slight male dominance 2. 

Patient presenting late in the course of acute 

appendicitis usually present with a palpable mass in the 

right iliac fossa.This mass is composed of inflamed 

appendix, omentum,loop of small bowel and 

oedematous caecum. The surgical management of acute 

appendicitis presenting with appendicular mass remains 

controversial3 but traditionally these patients are dealt 

with conservatively by putting them on the well known 

Ochsner Sherren regimen believing that surgery in 

these patients is hazardous, time consuming and has 

greater morbidity and mortality. The conservative 

management involves a long hospital stay and 

comprises, hospitalization, broad spectrum antibiotic 

cover, intravenous fluids and continuous monitoring of 

the vital signs 4.    

Patients who respond well to this conservative 

treatment are usually re-admitted for an interval 

appendectomy after a period of 6-8 weeks. This 
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conservative treatment is needed for 1-2 weeks and thus 

causes a lot of economical burden on the patient. In 

addition, it demands a second admission for 

appendectomy and may need to be stopped in case of 

failure. Keeping in view all these facts, we carried out 

this study to find out the benefit of early 

appendicectomy in terms of economical loss and undue 

and prolonged hospitalization. 

MATERIALS AND METHODS 

This study was carried out in Surgical Unit-IV, Liaquat 

University Hospital Hyderabad, from January  2008 to 

December 2009. This study consisted of hundred 

patients were divided in two groups. Group A for early 

appendicectomy and group B traditional conservative 

treatment, each group consist of 50 patients admitted 

through the outpatient department, as well as from 

casualty department of Liaquat University Hospital 

Jamshoro/Hyderabad. 

A detailed history was recorded on specially prepared 

proforma. Thorough physical examinations including 

abdominal and rectal examination were done in every 

patient. Cardiovascular, respiratory and central nervous 

system were examined for evidence of any concomitant 

disease. 

All patients underwent for base line and relevant 

investigations investigation like complete blood picture, 

urine detailed report. X-ray abdomen erect and supine 

posture, ultra sound abdomen was performed to help 

diagnosis. 

Inclusion criteria Patients with clinically palpable 

appendicular lump or detected on ultra sound will be 

included in this study regardless of their age and sex. 

Exclusion criteria Patients  

with malignant lump or iliocaceal tuberculosis 

mimicking appendicular lump assessed clinically or on 

operative findings will be excluded from the study. 

Data was analyzed through SPSS software version 16.0. 

RESULTS 
This study was carried out in the General surgical 

department at Liaquat University Hospital Hyderabad, 

Sindh , Pakistan from 2008 to 2009. This study 

consisted of 100 patients of appendicular mass diseases 

were admitted and divided into two groups. 

In conservative management (CM) group 36(72%) were 

male and 14(28%) female. Ratio male:female ratio of 

2.25:1. In immediate surgery (IS) group 34(68%) were 

male and 16(32 %) female with  male:female ratio of 

2.1:1. There was wide variation of age ranging from a 

minimum of 10 year to 50 year in both group. The 

mean age was  22.3+3.30 years for CM group  and 

23.4+3.50 years for IS group. 

Symptoms of patients in both groups were almost same. 

Pain in right iliac fossa were found in all patients in 

both groups , vomiting was seen 42(84%) patients in 

CM group and  43(86%) patients in IS group ,  nausea 

was seen 17(34%) patients in CM group and  18(36%) 

patients in IS group, fever was 42(84%) patients in CM 

group and  44(88%) patients in IS group,   diarrhea was 

4(8%) patients in both groups, anorexia was seen 

35(70%) patients in CM group and  37( 74 %) patients 

in IS group,  constipation were  9(18%) patients in both 

groups and urinary complains was  8(16%) patients in 

CM group and  9(18%) patients in IS group . 

Clinical examinations of patients (signs) in both groups 

were not so much different in percentage vise. In  

conservative management (CM) group  tenderness  at 

Mc Burney’s was present in 50(100%) patients,  

guarding was present in 47(94%) patients,  rebound 

tenderness was present 41(82%) patients, Rovsing’s 

sign was present in 23(46%) patients and cough sign 

was present in 44(88%) patients. Where as in 

immediate surgery (IS) group,  tenderness  at Mc 

Burney’s was present in 50(100%) patients, guarding 

was present in 46(92%) patients, rebound tenderness 

was present 42(84%) patients, Rovsing’s sign was 

present in 24(48%) patients and cough sign was present 

in 45(90%) patients. 

Ultrasound findings revealed was inflamed appendix 

with omentum adherent in 10(20%) patients of CM 

group and 9 (18%) patients of IS group where as 

inflamed appendix with omentum and abscess 

formation in 17(34%) patients of CM group and 19 

(38%) patients of IS group, and edematous appendix 

with fecolith and omentum adherent in 23(46%) 

patients of CM group and  22(44%) patients of IS 

group. 

In CM Group Leucocyte count (n=50) more than 

>11000/ cu mm were seen in 49(98%) patients and 

<11000/cu mm was only in 1 (2%) patient, where as in 

IS group (n=50)  leucocyte count more than >11000/ cu 

mm were in 50(100%) patients and <11000/cu mm was 

not only in single patient. 

37(74%) patients out of 50 patients were mass 

completely resolved on conservative treatment and 

13(26%) patients there was no response on conservative 

treatment and conversion to surgery. 

The duration of hospital stay varied. Total 

hospitalization period in immediate surgery group was  

4 days to 8 days and average time was 6 days. In 

conservative management of mass plus interval 

appendicectomy after 6-8 weeks, minimum times was 5 

days, maximum time were 12 days and average time 

were 8.5 days. 

Post operative complications in immediate surgery 

group was pain in 40(80%) patients,  vomiting in 

25(50%) patients, fever 24(48%) patients, wound 

infection 24(48%) patients, wound dehiscence 3(6%) 

patients and paralytic ileus in 7(14%) patients. While in 

conservative management group (interval 



Med. Forum, Vol. 22, No.10  October, 2011 
 

22 

appendicectomy n=22) pain in 16(72.7%) patients, 

vomiting in 4(18.18%) patients, fever 5(22.72%) 

patients, wound infection 5(22.72%) patients and  

paralytic ileus in 1(4.54%) patients. 

Return to normal activity in  immediate surgery group 

was 12 days minimum to 25 days maximum  and 

average time was 18.5 days. Where as in conservative 

management group was 18 days minimum to 28 days 

maximum and average time was 23 days.

 

Variable 

Treatment 

Conservative Management Early Appendicectomy  

Number of 

Patients 

%age Number of Patients % Age 

Gender 

 Male 

 Female 

 

Age 

 10-20 years 

 21-30 years 

 31-40 years 

 41-50 years 

 

 

Presenting Complaints 

 Pain in right iliac fossa  

 Vomiting  

 Nausea  

 Fever  

 Diarrhea 

 

 

36 

14 

 

 

 

4 

26 

10 

8 

 

 

 

50 

 

42 

17 

42 

4 

 

72% 

28% 

 

 

 

8% 

52% 

20% 

16% 

 

 

 

100% 

 

84% 

34% 

84% 

8% 

 

34 

16 

 

 

 

5 

22 

13 

10 

 

 

 

50 

 

43 

18 

44 

4 

 

68% 

32% 

 

 

 

10% 

42% 

26% 

20% 

 

 

 

100% 

 

86% 

36% 

88% 

8% 

Male : Female 

Ratio  

CM 2.25:1 

IS 2.1:1 

 

 

 

Mean Age : 

CM 22.3+3.30 

years 

IS 23.4+3.5 

years 

 

 

DISCUSSION  

The treatment of appendiclar mass is taking a turn from 

the traditional approach of initial conservative treatment 

followed by interval appendicectomy to immediate 

appendicectomy 5,6.   However this change is not widely 

accepted and the appendicular mass is traditionally 

treated by a conservative treatment (The Ochsner 

Sherren regimen) followed by interval appendectomy 6-

8 week later. This comprises of hospitalization, broad 

spectrum antibiotics, Metronidazole and closed 

monitoring of the general health and vitals of the 

patients. Large number of surgeons still continue to 

adopt the same traditional approach7,8,9.The rational of 

this study to early appendicectomy in patients 

presenting with appendicular mass, so as to reduce 

hospital stay, cut short the over all expenses and to 

ensure an early return to work. 

In our study male to female ratio seen in CM group was 

2.25:1 as compared to IS group where it was 

2.1:1.However the male to female ratio given by Malik 

AM 10 is 2.3:1 and Choudry ZA 11  is 2.2:1. The age 

ranged from 10 to 50 years in both groups with mean 

age was 22.3+ 3.30 years for CM group and 23.4+3.50 

year for IS group.  The peak age of presentation in our 

study is 15 to 30 years which is comparable to other 

study where peak age group presented 27.3 year 10.  

In our study the Pain in right iliac fossa was the 

commonest presentation (100%) followed by vomiting 

84% , anorexia 70%  and fever 84% in both group. 

However in study of  Evan P 11 and Bor FS 12 the 

patients presented with vomiting79%, anorexia 65% 

and fever 80%. In our study  tenderness in right iliac 

fossa were 100% in both groups , guarding (CM=94 % 

vs IS= 92%), rebound tenderness (CM=82 % vs IS= 

84%), and cough sign (CM=88 % vs IS= 90 %) . 

The clinical parameters were further supported by 

ultrasound examination which revealed inflamed 

appendix with omentum in (CM=20% VS IS= 18%), 

inflamed appendix with omentum and abscess in 

(CM=34% VS IS=38%) cases and inflamed appendix 

with fecolith and omentum in (CM=46% VS IS= 44%). 

Ultrasound finding given by Johansson EP 13 and David 

R 14  in their study supported these results. In the study 

of Young HR 15 showed lecocyte counts high in all 

cases where as in our study  lecocyte count >11000 in 

all cases. 

In conservative treatment mass were resolved in 74%, 

but 26% patients did not respond on conservative 

treatment and needed immediate surgical intervention. 

Same is supported by other internatinal studies 4,16. In 
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our study 30% patients did not report for interval 

appendicectomy.  Study of Gahukamble DB 7 reported 

27.7% not reported for interval appendicectomy .   

In our study postoperative complications was found  in 

IS group . The wound sepsis were observed in 48% 

patients, paralytic ileus in 4.5% patients, pain, fever and 

vomiting in 18-20% patients. Similar studies nearer to 

this data 17,18. The hospital stay in this study ranged 

from 1 to 10 days in both groups with mean length of 

hospitalization as 7+1.5 days in CM and 5+1.5 days in 

IS group .It is comparable to other studies given by 

different authors like 5 days in CM 19 and 3 days  

in IS 20 . 

In our study mean period return to normal activity were 

18.5 days in IS group  and in CM group were 23 days 

(conservative management + interval appendicectomy). 

Similar studies also favour this 4,6,19. The early 

operation has an edge of being curative in the index 

admission and ensures early return to work and high 

compliance. 

CONCLUSION 
The early appendectomy in appendicular mass is a safe 

alternate to conventional way of managing this 

problem. Hence, it obviates the need of a second 

admission and provides curative treatment during the 

index admission whereby minimizing total expenses. 
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 ABSTRACT 

Background: Chronic anal fissure is the most common cause of anal pain associated with internal anal sphincter 

hypertonia. Although lateral internal sphincterotomy (LIS) is an effective treatment of chronic fissure in ano, it has 

the potential to cause serious complications, the most distressing of which is incontinence to flatus and fecal soiling. 

We proposed fissurectomy (F) as an alternative surgical treatment.  

Study Design: Experimental and Comparative Study. 

Place of Study: This study was conducted at Surgical Department, Ghulam Mohammad Mahar Medical  

College Sukkur. 

Patients and Methods: one hundred twenty four patients, divided into two groups. Sixty patients underwent 

fissurectomy and 64 underwent lateral internal sphincterotomy. After a median follow-up of 18 months, we 

compared the results of the two procedures. In addition to frequent visits on a predetermined basis, a telephone 

inquiry into fissure recurrence and continence status was made.  

Results: All patients in either group were pain-free and without bleeding within one week. In both groups, urinary 

retention was noted in two patients. Incontinence to flatus occurred in four patients (6.2%) in the LIS group, but no 

incontinence was noted in the F group. There were two patients (3.1%) with fissure recurrence in the LIS group, but 

no one in F group. No patient in either group was afflicted with anal stenosis or perianal infections. All wounds 

healed within 6 to 8 weeks. 58 patients (96.6%) in the F group and 56 (87.5%) in the LIS group reported satisfactory 

results.  

Conclusion: In surgical treatment of chronic anal fissures not responding to conservative management, fissurectomy 

may be a sphincter-sparing alternative and perhaps a preferable surgical technique. 

Key Words: Fissurectomy, Sphincterotomy, Chronic Anal Fissure 
 

INTRODUCTION 

An anal fissure is a crack or tears in the skin of the anal 

canal. Anal fissures may be noticed by bright red anal 

bleeding on the toilet paper, sometimes in the toilet. 

The etiology of this disease is in doubt up to now but 

mucosal ischemia secondary to sphincter spasm is an 

acceptable etiology. Spasm of the internal anal 

sphincter plays a central role in the pathogenesis of the 

disease 1, 2, 3.  Despite the advent of new modalities in 

the conservative treatment of chronic fissures, such as 

nitric oxide donors, they frequently need surgical 

treatment. Lateral internal sphincterotomy (LIS) heals 

chronic fissures in ano in over 90 percent of cases, but 

it is associated with potential long-term complications4, 

5, 6, and 7. Incontinence to flatus and fecal soiling are 

distressing complications of sphincterotomy that may 

occur in up to 35 per cent of patients 8, 9, 10. Surgical 

techniques that preserve the anal sphincters should 

reduce the possibility of postoperative fecal 

incontinence. This study was designed to study the 

hypothesis that chronic anal fissures unresponsive to 

conservative treatment may be regarded as unstable 

scar tissue. Fissurectomy or fissure excision to create a 

fresh surgical wound might then allow stable wound 

healing. 

PATIENTS AND METHODS 

One hundred- twenty four consecutive patients with 

chronic anal fissures not responding to conservative 

treatment were included in this study to compare the 

results of LIS versus fissurectomy (F). The patients 

were divided into two groups. In view of the 

distribution of age, sex and intervening variables, 

including the location of the fissure and other 

associated disorders such as hemorrhoids, there was a 

desirable matching between the two groups [tables 1-3]. 

Out of 124 patients, 60 underwent fissurectomy and 64 

underwent LIS. 74 patients (59.6%) were male and 50 

(40.3%) were female. The mean age was 34 years, 

ranging from 24-52. Location of the fissure was 

posterior in 112 (90.3%) and anterior in 12 (9.7%) 

patients. Considering associated anorectal disease, 1st 

degree hemorrhoids were noted in 4 (3.2%) patients. All 

patients had classical symptoms of a chronic anal 

http://en.wikipedia.org/wiki/Anal_canal
http://en.wikipedia.org/wiki/Anal_canal


Med. Forum, Vol. 22, No.10  October, 2011 
 

25 

fissure unresponsive to medical treatment for at least 3 

months. All patients had skin tags or sentinel piles. 

Patients with multiple fissures were not included in the 

study. Irrespective of the method of surgery, prior to 

operation, we drew up a questionnaire for patients, 

including specifications of the patient, pre- and 

postoperative symptoms, and postoperative 

complications. First, those items related to preoperative 

time were recorded in the questionnaire, and then we 

proceeded with the operation (fissurectomy or LIS). 

Fissurectomy was performed by a single surgeon under 

spinal anesthesia in the lithotomy position. Excision of 

the fissure complex with a margin of healthy mucosa 

and scar tissue down to the level of the internal 

sphincter was carried out. Sphincterotomy was not 

conducted. As such, a fresh ulcer without any fibrous 

and scar tissue was established to precipitate its healing 

capacity. All wounds were left open. The day after 

surgery, the patients were discharged with warm sitz 

bath and bulking agents for at least 2-3 weeks. The 

second group of patients underwent the traditional 

approach of LIS and was discharged the day after with 

the above-mentioned recommendations. The first visit 

was scheduled within one week, the others within 1 and 

2 months and the last one at the end of the follow-up 

period. Furthermore, patients were told that they would 

be contacted subsequently by telephone regarding 

symptoms and postoperative continence. The median 

follow-up was 18 months (range 14-22). At the end of 

the follow-up the rest of the questionnaire concerning 

postoperative complications and symptoms was  

filled out. 

RESULTS 

During follow-up all patients got rid of pain and 

bleeding within one week of the operation. In both 

groups, transient urinary retention was noted in two 

patients. Incontinence to flatus was seen in the LIS 

group in 4 patients (6.2%) but no incontinence was 

noted in the fissurectomy group. There was two patients 

(3.1%) with fissure recurrence in the LIS group after 20 

months, but no one in the fissurectomy group (P>0.05). 

Table No. 1: Sex distribution of the patients in the 

two groups (P>0.05). 

 

No patient in either group suffered from anal stenosis or 

perianal infections. In patients who underwent 

fissurectomy only two cases were affected with 

complications (3.3%) but in the LIS group 6 patients 

(9.3%) developed complications (P>0.05). In the 

fissurectomy group, 58 patients (96.6%) and in the LIS 

group, 56 patients (87.5%) described their operation as 

satisfactory (P>0.05). All wounds were healed within6- 

8 weeks. 

Table No. 2: Age distribution of the patients in the 

two groups (P>0.05). 

 

Table No. 3: Distribution of associated diseases in 

the two groups (P>0.05). 

 

Associated Disorders (Hemorrhoids)  

 
Operation LIS F 

Associated 

disorders 

(hemorrhoids) 

2 2 

 

Table No. 4: Postoperative complications in F and 

LIS patients 

Complication/ Operation F LIS 

Persistence of pain Nil Nil 

Persistence of bleeding Nil Nil. 

Urinary retention 2(3.1%) 2(3.1%) 

Incontinence of flatus or fecal 

soiling 

Nil 4(6.2%) 

Anal stenosis Nil Nil 

Infection (abscess or fistula) Nil Nil 

Total Complications 2(3.3%) 6(9.3%) 

DISCUSSION 

This study has shown that fissurectomy is a safe 

sphincter-sparing alternative in the treatment of chronic 

fissures in ano not responding to conservative 

treatment. Recent studies have shown that lateral 
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internal sphincterotomy is detrimental to the continence 

mechanism 10.As long as the patient is willing to accept 

the risk of fecal incontinence, we can justify the gold 

standard therapy (LIS) as the 1st line treatment of 

chronic anal fissure 11.The length of the 

sphincterotomy and whether an open or closed 

technique is used are related to the incidence of 

incontinence. Given that surgical estimate of the length 

of the sphincterotomy is not always correct, lateral 

internal sphincterotomy is not as standardized a 

procedure as might otherwise be thought 12.  

To examine the more sparing surgical technique, it is 

important to look at the etiology of chronic fissure in 

ano. Both hypovascularization and hypo perfusion 

occur in the posterior anal commissure in 

approximately 85% of normal people. Combination of 

these factors with internal anal sphincter hypertonia, 

causing ischemia, explains the poor wound healing and 

pain associated with chronic anal fissure 13, 14, 15. It does 

not explain why anterior chronic fissure in ano occurs 

in at least 10% of female patients and why pain of 

ischemic in nature occurs only for a certain period after 

defecation. Also the actual causative or initiating 

mechanism is unknown and the mechanism of the 

transition from acute to chronic fissure remains 

obscure. Repetitive trauma for example large diameter 

of fecal bolus may cause defects in the anal lining that 

heal poorly leading to unstable scar tissue and a defect 

termed chronic anal fissure. The central hypothesis in 

this study was that chronic fissure in ano is unstable 

scar tissue with a central defect in a hemodynamically 

unfavorable location. 

Another aspect of our study is that it is a single 

procedure without any combination with other 

modalities such as topical isosorbide dinitrate or 

injection with botulinum toxin. Both techniques have 

been used in recent studies in combination with 

fissurectomy to cause temporary chemical 

sphincterotomy and to improve tissue perfusion 4,5]. 

However, in other studies such as that by Meier et al. in 

Germany in 2001, fissurectomy has been used as a 

separate procedure in the treatment of chronic anal 

fissure with favorable results. Again in other studies, 

fissurectomy has been combined with posterior midline 

sphincterotomy 16, 17, 18, 19,20,21,22. The main disadvantage 

of this latter procedure is keyhole deformity which may 

lead to fecal soiling. When fissurectomy is not 

combined with a midline sphincterotomy, wound 

dehiscence and keyhole deformities such as those that 

occur after anal fistulotomy do not occur.  

All patients eventually were pain free within one week 

of operation. To emphasize the results, no patient in the 

fissurectomy group suffered from incontinence to 

flatus. There was no fissure recurrence in this group 

during the follow-up period. Totally, 58 patients 

(96.6%) reported satisfactory results with their 

operation.  

Statistical examinations reveal no significant difference 

between the two groups of patients; this may be due to 

the small numbers of patients, and larger series are 

needed to accurately compare these two different 

techniques. However, incontinency as a complication of 

LIS operation is so disabling that even small differences 

between two methods of surgery seem to be significant. 

CONCLUSION 

Finally, we concluded that given the lower rate of 

distressing complications (especially incontinence) and 

greater satisfaction of patients, fissurectomy could be 

considered as an alternative sphincter-saving and 

perhaps preferable approach in the surgical 

management of chronic anal fissures. However, much 

remains to be done regarding its long-term results 

through more extensive and larger clinical trials.  
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ABSTRACT 

Background: Progesterone is a C-21 steroid hormone, plays a major role in the occurrence, maintenance and 

termination of pregnancy. 

Objective: To study the diurnal variations in the levels of progesterone at the start and end of the day during late 

pregnancy in women having different life set ups.  

Study Design: Experimental and Observational Study.  

Place of Study: This study was conducted at the Department of Gynae and Obs., Khyber Medical College, 

Peshawar.  

Materials and Methods: Blood samples of 50 women between 26-40 weeks of gestation were collected at two 

different intervals with a gap of 12 hours. Progesterone level was estimated by Serozyme EIA method. 

Results: The concentration of progesterone was found low in the early morning and high in the late evening in our 

population. Besides, the magnitude of fluctuations in the samples of two different intervals declined with progress of 

age and weeks of gestation. 

Conclusion: Our findings support the recommendation of restricting progesterone measurements to morning hours 

at all ages particularly during late pregnancy which is important information for clinicians at the time of 

interpretation of results. 

Key Words: Progesterone, diurnal variations, late pregnancy. 

INTRODUCTION 

Progesterone is the first biologically active compound 

in the steroid biosynthetic pathway, formed in the 

adrenal cortex, the testes in males and the ovaries and 

foeto-placental unit in females. The same hormone has 

also been called the female’s reproductive hormone as 

it regulates the accessory organs during the menstrual 

cycle and prepares the uterus for implantation of 

blastocyst. Some research workers demonstrated that 

due to luteal phase deficiencies, 64% women had 

infertility1. Besides, the said hormone helps in 

maintaining pregnancy and prepares breasts for 

lactation. 

The measurement of progesterone is important to 

confirm ovulation, luteal phase defect, to evaluate 

patients at risk from spontaneous abortion and to 

monitor replacement therapy2. Its therapy is advised for 

breast cancer, breast pain, child spacing, withdrawal 

bleeding, Pre-Menstrual Syndrome, poor endometrial 

receptivity, post menopausal complications and when 

the level is low during pregnancy3. 

Due to principle role of this hormone in pregnancy and 

substantial variations during reproductive life of 

women, it should be estimated in different racial 

groups. An experimental study on animals described 

circadian variations in plasma progesterone in the 

morning and night samples4. The diurnal variation of 

testosterone hormone also has been well documented5. 

A previous study showed diurnal variation in the level 

of cortisol hormone, maximum concentration was 

found early in the morning and then declined through 

out the whole day and reached to minimum level at the 

evening6.  

In our early study, we found peak level of the 

progesterone in the second trimester which again 

declined in the last trimester7. While Burtis and 

Ashwood got peak concentration of hormone in the last 

trimester of pregnancy8. These conflicting observations 

also created our interest to study the level of 

progesterone two times a day i.e. in the early morning 

and at late evening particularly during late pregnancy in 

women having different nutrition, life style and 

environment. 

MATERIALS AND METHODS 

A total of 50 women (30 multiparas and 20 primiparas) 

in between 26 and 40 weeks of gestation from three 

villages of District, Nowshera were selected for this 

study. All of them had moderate socio-economic 

background and age range from 18 and 42 years. The 

participants had regular menstrual cycles, normal 

obstetric history, and had never used any hormonal 

medications or contraceptives. A scrutiny was done to 

exclude women with poor general health, had 

HIV/AIDS, polycystic ovarian diseases, congenital 
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abnormalities and those who did not give birth to live, 

healthy, singleton infants at term. 

All the women were also subjected to a questionnaire 

including family income, family members, status and 

occupation, living condition and personal history like 

age, height, weight, dietary history, history of ailment 

and medication, onset of puberty, menses frequency, 

age at marriage, age at first delivery, history of 

lactation, history of delivery, parity, history of twins, 

gestation procedure, gestation period and previous 

laboratory investigation. Then objective of the study 

was explained to the enrolled women in the mother 

language, Pashto and written consent was obtained. 

Five milli litre fasting blood samples were collected 

between 08 and 09 a.m; and 08 and 09 p.m. for three 

consecutive days/ nights from each woman. The blood 

was allowed to clot at room temperature for 30-45 

minutes. Then it was centrifuged at 3000 rpm for at 

least 10 minutes. The serum was kept at -20ºC until 

used for analysis. Progesterone was determined by 

Serozyme EIA method using blood employing 

polyclonal antibodies against P-7 carboxy-ethyl-

thioether-BSA as the antigen 9. Statistical examination 

of the data was performed accordingly. 

RESULTS 

The results of our analysis as given in tables 1&2 

highlighted a significant diurnal variation in the levels 

of progesterone during pregnancy. In almost all the 

cases, the mean level was found low in the early 

morning and high in the late evening. 

Table No.1 describes that the overall mean 

concentration of progesterone during the start of the day 

was 110.1 ng/ml and start of the night 122.7 ng/ml (P < 

0.05). Besides, the differences in concentrations in the 

two samples of different intervals declined with age of 

pregnant women. 

Table No.2 describes that the overall mean levels of the 

hormone was 107.8 ng/ml in the early morning and 

123.9 ng/ml during the late evening (P < 0.05). The 

maximum difference (20.8 ng/ml) in the levels of the 

two samples was observed during 26-30 weeks and 

minimum (12.1ng/ml) during 36-40 weeks of gestation 

in our population. 

Table No.1: Progesterone level (Mean ± SD) during 

late pregnancy. 

Age of 

women              

(In years) 

Morning 

Level  

(ng/ml) 

Evening 

Level  

(ng/ml) 

P. Value 

18-22 106.6 ± 4.8 124.5 ± 6.1 P < 0.01 

23-27 108.2 ± 4.9 123.7 ± 6.1 P < 0.01 

28-32 110.5 ± 4.9 122.4 ± 5.9 P < 0.05 

33-37 111.9 ± 5.0 121.8 ± 6.0 P < 0.05 

38-40 113.1 ± 5.1 120.9 ± 5.8 P < 0.05 

Table No.2: Progesterone level (Mean ± SD) during 

gestation. 

Weeks of 

Gestation 

AM level 

(ng/ml) 

PM level 

(ng/ml) 

P. value 

26-30 105.4 ± 5.1 126.2 ± 5.7  P < 0.01 

31-35 108.2 ± 5.6 123.6 ± 5.4 P < 0.05 

36-40 109.7 ± 5.9 121.8 ± 5.3 P < 0.05 

DISCUSSION 

The measurement of progesterone in maternal blood is 

essential for the maintenance / care of pregnancy. In our 

previous published article, we investigated the 

concentrations of the same hormone during three 

trimesters of pregnancy7. We observed quite different 

values in the third trimester from the already reported 

data8. Because of the conflict findings in the third 

trimester, this study was designed to determine the 

levels of progesterone twice a day at two different 

intervals during late/third trimester of pregnancy. 

In the present work, we found same figures in our 

morning samples as observed in our previous study7. 

But we got significantly higher figures (P < 0.05) 

during the late evening. The cause of this conspicuous 

diurnal pattern is not known. Similar fluctuations in the 

concentrations of progesterone were reported in an 

early experimental study on animals4. A significant 

variation/rise in the level of testosterone from 08 am to 

08 pm was also documented in men5. Other workers 

observed circadian variations in the levels of cortisol, 

and got maximum values early in the morning and 

minimum values at the late evening6. In contrast to our 

work, Dame et al found no consistent diurnal variations 

in the level of progesterone at any gestation10. Other 

researchers also demonstrated negative fluctuations in 

the same hormone during the luteal phase in heifers11. 

Hence, further work is needed to exploit more the 

pattern of variations of this important hormone through 

out the day during the reproductive age of women.       

Besides, the values of the two tables showed that the 

differences in the samples of two intervals were high at 

the young age and 26-30 weeks of gestation but later 

presented progressive decline in both groups. The 

possible reason for the decline may be the body’s 

homeostatic mechanism for the adjustment of 

precursors as needed to placenta for the production of 

this hormone. But still there is major difference even at 

36-40 weeks of gestation and in the last age group. This 

warrants that if one has to advise/measure progesterone 

level for diagnostic or prognostic purposes, he should 

be aware of the idea of diurnal variations during late 

pregnancy and hence appropriate to extract the blood 

samples in the morning hours. 
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ABSTRACT 

Objective: To describe the frequency and type of stroke in hypertensive patients 

Study Design: Descriptive study.              

Place and Duration of Study: This study was conducted in the carried out in the Department of Medicine (ICU) at 

Peoples Medical College / Hospital Nawabshah, from 1st September 2008 to 28th February 2009. 

Patients and Methods: A total of 100 patients were admitted to the ICU of medicine department. Relevant 

investigations like CT Scan brain, ECG and routine investigations like blood CP, Serum cholesterol and random 

blood sugar were done. Data was retrieved from the files on a structured performa. 

Results: 65 were male and 35 female with ratio of 1.8:1. Mean age was 60.58+4.25 years for male and 59.22+3.25 

for female. Ischemic stroke were 73% cases while 27% cases were recurrent hemorrhagic stroke. In ischemic stroke 

uncrossed hemiplegia occurred in 69(94.5%) cases and crossed hemiplegia occurred in 4(5.5%) cases while all 

hemorrhagic stroke patients suffered from uncrossed hemiplegia (100%). 

Conclusion: Frequency of ischemic stroke was more common then hemorrhagic stroke in hypertensive patients.  

Key words: Frequency, Stroke, ischemic stroke, hemorrhagic stroke. 

INTRODUCTION 

Cerebrovascular disease is the third most common 

cause of death in developed world and the second most 

common cause of death worldwide 1,2. According to 

World Health Organization (WHO) 5.5 million people 

died of stroke in 2002 and roughly 20% of these deaths 

occurred in South Asia3. Although since past three 

decades there is a decline in the incidence of the disease 

in the Western population1, but the burden of the 

disease has increased in South Asian countries (India, 

Pakistan, Bangladesh, and Sri Lanka), and is expected 

to rise 4. 

Two thirds of all deaths due to circulatory disorders 

(stroke and ischemic heart disease) occur in developing 

world. In white people, 80-85% of strokes are ischemic 

in origin but In Asians and blacks the proportion is 60-

70%5. Stroke is common complication of hypertension 

and may be due to cerebral hemorrhage or cerebral 

infarction. Carotid atheroma and transient cerebral 

ischemic attacks are more common in hypertensive 

patients. Hypertension is major risk factor for ischemic 

as well as hemorrhagic strokes. Hypertension is found 

in 72-81% of patients with intracerebral hemorrhage 7. 

80% of patients with diagnosis of acute stroke are 

hypertensive on admission to hospital and although the 

elevated blood pressure levels spontaneously decline 

over subsequent 7-10 days, 30% of patients still may be 

classified as hypertensive (B.P more than 169/95mmhg) 

at long term follow up8 ..  

Stroke occurs mostly in middle aged subject (45 to 

69years), and occurring in developing region9. Acute 

stroke is characterized by the rapid appearance (usually 

over minutes) of a focal deficit of brain function, most 

commonly a hemiplegia with or without signs of focal 

higher cerebral dysfunction (such as aphasia), and hemi 

sensory loss and visual field defect or brainstem deficits 
10. Computerized Tomography (C.T) is very sensitive 

and specific for hemorrhage within first eight days of 

stroke only, in general strategies in which most patients 

were scanned immediately cost least and achieved the 

most qualities as cost of providing C.T, ( even out of 

hours) was less than cost of in patient care11. 

PATIENTS AND METHODS 

This case series study was carried out in the 

Department of Medicine (ICU) at Peoples Medical 

College / Hospital Nawabshah, from 1st September 

2008 to 28th February 2009. 100 patients history of 

hypertension associated with acute stroke or after 24 

hours of stroke and patients having infarction or 

haemorrhage stroke diagnosed on CT scan of the brain 

were included. Exclusion criteria were subarachnoid 

hemorrhage, syncopal attack, neurological deficit 

secondary to epilepsy or an infective, metastatic 

etiology and blood dyscrasias. 

Detailed History was taken from all the patients 

regarding to hypertension, duration of hemiplegia, 

headache, vomiting, symptoms of higher cerebral 

dysfunction (such as aphasia), hemisensory loss and 

visual field defect and physical examination regarding 
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record of blood pressure, pulse, neurological and 

cardiovascular examination done. Relevant 

investigations like CT scan brain, ECG and routine 

investigations like blood CP, Serum cholesterol and 

random blood sugar were done. Results were prepared 

with help of tables and graphs. Data was analyzed 

through SPSS v.16 software. 

RESULTS 

100 consecutive patients with ischemic and 

hemorrhagic stroke were admitted. 65 were male and 

35 female with ratio of 1.8:1. There was wide variation 

of age ranging from a minimum of 31 years to 80 years 

with mean age was  60.58+4.25 years for male and 

59.22+3.25 years for female. 

The stroke was more common in married 92% than 

unmarried 08% (Chat 1). Majority of the ischemic 

strokes were newly onset strokes 73% cases while 27% 

cases were recurrent hemorrhagic strokes. In ischemic 

stroke uncrossed hemiplegia occurred in 69(94.5%) 

cases and crossed hemiplegia occurred in 4(5.5%) cases 

while all hemorrhagic stroke patients suffered from 

uncrossed hemiplegia (100%). 

Table No.1: 

Variable Number 

of 

Patients 

Percentage 

Gender 

 Male 

 Female 

 

Type of Stroke 

1. Ischemic stroke 

 Lacunar 

 Putaminal 

 Thalamic 

 brain stem 

 Cerebellar 

 Unlocalized 

 

2. Hemorrhagic 

stroke 

 Putaminal 

 Thalamic 

 Brain stem 

 Cerebellar 

 

 

65 

35 

 

 

73 

25 

15 

8 

4 

4 

17 

 

 

 

27 

10 

5 

4 

3 

 

65% 

35% 

 

 

73% 

34% 

20% 

10% 

5% 

5% 

23% 

 

 

 

27% 

37% 

18% 

14% 

11% 

Out of 73 patients with ischemic stroke, the frequency 

of patients in descending order regarding territorial 

distribution were lacunar 25(34%) cases, putaminal 

15(20%) cases, thalamic 8(10%) cases, brain stem 

4(05%) cases, cerebellar 4(05%) cases and unlocalized 

17(23%) cases while out of 27 in hemorrhagic stroke 

frequency were putaminal 10(37%)  cases, thalamic 

5(18%) cases , brain stem 4(14%) cases and cerebellar 

3(11%)  cases (Table No.1). 

Chart No.1 

 

DISCUSSION 

Stroke is very common disorder in Pakistan and is one 

of the major causes of mortality and morbidity after 

ischemic heart disease and cancer. Studies show stroke 

to be the third commonest cause of death in developed 

countries and second most common cause of death 

worldwide1,2. Stroke according to WHO classification 

stroke is "A focal (or at times global) neurological 

impairment of sudden onset, and lasting more than 24 

hours (or leading to death), and of presumed vascular 

origin" 10,12. 

In our study the hypertensive stroke was found more 

common in male with male:female ratio was 1.8:1 

.However the male to female ratio given by Portugal13 

is 1.2:1. However another studies conducted at Poland14 

and Taiwan 15 population showed male:female ratio of 

1.6:1 and 1.4:1 respectively which are quite different 

from present study, because of lesser number of female 

patients who smoke and take alcohol in Pakistan while 

study conducted at Poland showed regular smoking and 

alcohol used by women. The study conducted by Javed 

MA et al. showed ratio of 1.9:1 in Pakistan16. The age 

ranged from 31 to 80 years with mean age was 

60.58+4.25 years for male and 59.22+3.25 for female 

which is comparable to other study Fonesa et al where 

mean age are 68 years13 and Mexican American 

population a relatively young mean age was found 58 

years, which they attribute to high prevalence of 

Diabetes Mellitus in their population17. Similar 

observations were reported by All-Rajeh et al in Saudi 

Arabia 18. 
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In the present study we had 73% of infarctive stroke 

and 27% hemorrhagic stroke. Compared to study 

conducted at Japanese population showed an incidence 

of infarctive stroke to be 56% 19. Brazilian population 

showed an incidence of 73% for cerebral infarction, 

19% for cerebral hemorrhage and 8%for subarachnoid 

hemorrhage20.However American population showed 

an incidence of infarctive stroke to be78% 21. Only 9 

out of 55 patients of age more than 61 years suffered 

cerebral hemorrhage in our study. This shows that not 

only the incidence of stroke increases with age but also 

shows that the incidence of cerebral infarction increases 

with age as compared to cerebral hemorrhage. Similar 

observation was made by Davis et al in the United 

States where 88% of stroke in the elderly hypertensive 

patients were found to be infarctive22. This fact is 

probably related to increase thromboembolism due to 

atrial fibrillation, carotid stenosis and left ventricular 

failure in elderly patients. 

Crossed vs uncrossed hemiplegia was compared in our 

study 94.5% patients with infarctive hypertensive 

stroke had uncrossed hemiplegia, whereas 5.5% of the 

infarctive hypertensive stroke patients had crossed 

hemiplegia. All hemorrhagic stroke patients were found 

to have uncrossed hemiplegia. This observation is also 

seen in the study conducted by Geffiier D et al, in the 

United States 23. 

Regarding the territorial distribution of hypertensive 

strokes in our study was commonest site of infarction 

was to be lacunar 34.25% followed by second most 

common site of infarction in hypertensive stroke was 

putaminal lesion 20.5% and 23.25% patients exact site 

of lesion in infarctive hypertensive stroke could not be 

localized probably because of early CT scan 

intervention done in these patients, in which it is some 

times difficult to exactly localize the lesion. 

Similar observation is also made by Mast H et al in 

Germany 24 in a study which was conducted on 

hypertensive diabetes patients in which lacunar 

infarction was found in 30% of the cases and putaminal 

infarction in 22% of the cases and in another study of 

Fonesca reported an incidence of 34% of lacunar 

infarction and 18% for putaminal infarction in the study 

conducted only on hypertensive patients 13. 

Out of the 22 hemorrhagic hypertensive strokes the 

commonest site of bleed was putamin 35% in our study. 

This fact is also observed by Davis BR et al in a study 

conducted at Houston United States, in which 

putaminal hemorrhage was found more commonly 31% 

in hypertensive patients 22. 

CONCLUSION 

Frequency of ischemic stroke is much greater and 

related with disability then hemorrhagic stroke due to 

less public awareness regarding outcome of 

hypertension. 
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 ABSTRACT 

Objective: To assess the complications of preterm infants in neonatal intensive care unit and compare 

that with those faced by preterm infants in western neonatal intensive care unit. 
Study Design: A prospective comparative study 

Place and Duration of Study: This study was conducted at Paediatrics Department, Shaikh Zayed Hospital Lahore 

from 1st December 1997 to 30th November 1998. 

Patients and Methods: All neonates delivered before 37 weeks and admitted to the neonatal Intensive care unit 

(NICU, SZH) were included in the study. It was a prospective study conducted over a period of one year from 1 st 

December 1997 to 30th November 1998. The study population included 170 preterm neonates. For the purpose of 

study, these infants were divided into three gestational age groups i.e. < 30 weeks gestational age, 30 to 35 weeks 

gestational age, and > 35 weeks gestational age. These neonates were then prospectively followed till discharge 

from NICU. 

Results: Out of the 170 preterm infants admitted to NICU, 128 infants survived and were discharged under stable 

conditions, while 42 infants expired. 

Conclusion: Maximum number of complications and highest mortality i.e. 87% was seen among the most 

premature group, i.e. below 30 weeks gestational age. Mortality in the gestational age group 30 to 35 weeks was 

43%, while it was 9% in the gestational group >35 weeks. 

Key Words: Pre-term infants, Neonatal, Perinatal mortality, Infant morbidity.  
 

INTRODUCTION 

A premature infant is defined as a live born infant 

delivered before 37 weeks from the 1st day of the last 

menstrual period. Although rapid advance in perinatal 

& neonatal medicine has improved survival of preterm 

infants, however prematurity still carries high morbidity 

and mortality especially in developing countries like 

Pakistan. The only solution to this problem is to provide 

best of neonatal care to these tiny infants and improve 

their survival. Premature infants are prone to certain 

complications because of their low birth weight and 

also because of the immaturity of their various organ 

systems. Recently there has been found that morbidity 

as well as mortality relates more to gestational age than 

to weight at birth.1 Preterms make a large share to the 

total number of admissions to NICU. In one analysis of 

4 years admission to NICU in Peshawar, it was seen 

that 39.4% admissions were of preterms.2 Even after 

discharge from Nursery, preterms require 

relospitalization more than the term infants.3 Infants 

born preterm are at increased risk for Sudden Infant 

death Syndrome, hypoglycemia, hypothermia, 

hypocalcaemia preterms are also reported to be at 

highest risk for developing intraventricular hemorrhage, 

ischemic brain injury, retinopathy of prematurity as 

well as developmental disabilities.4 Thus prematurity is 

a major cause of perinatal mortality and infant 

morbidity.5 So measure should be done to improve our 

neonatal services. In Pakistan facility of well-equipped 

NICU is available in very few tertiary centers. 

PATIENTS AND METHODS 

This study was carried out at the neonatal intensive care 

unit (NICU) in Sheikh Zayed Hospital, Lahore. It was a 

prospective study conducted over a period of one year 

from 1st December 1997 to 30th November 1998. All 

preterm neonates admitted to Intensive care unit Sheikh 

Zayed Hospital were included, 170 preterm neonates. 

For the purpose of study, these neonates were divided 

into three groups according to gestational age group, 

i.e.below30 weeks, 30-35 weeks and 35-37 weeks. A 

detailed antenatal record of each patient was obtained 

and a detailed physical examination was carried out 

within twenty-four hours of birth. Based upon this 

examination, each child was assigned initial diagnosis 

at the time of admission to NICU. Each baby was 

followed closely till discharge and the complications, 

the outcome developed by neonate was also recorded. 
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Relevant laboratory tests were also recorded. Later this 

information was correlated to assess the course & 

outcome of preterms in our set up. For retinopathy of 

prematurity infants were assed and followed up by 

department of ophthalmology. 

RESULTS 

Out of the total 170 patients included in our study 16 

(9%) belonged to gestational age group of less then 30 

weeks, 56 (33%) patients belonged to gestational age 

group 30-35 weeks, 98 (58%) were more then 35 weeks 

gestational age, 47% were male, and 53% were 

females.138 preterm neonates (81%) were delivered in 

SZH, and 32(19%) were delivered elsewhere and 

referred to NICU Shaikh Zayed Hospital. 148(87%) 

infants in our study population were appropriate for 

gestational age, (AGA),7 (14%) infants were large for 

gestational age (LGA), while 15 (9%) were small for 

gestational age. (SGA). Analysis of the study 

population showed, that 50(29%) preterm infants had 

the primary diagnosis of sepsis, 15 (9%) infants had 

RDS, 8(5%) infants had birth asphyxia, 5(3%) infant 

where cases of meconium aspiration 3(2%) infants had 

jaundice neonatorum, and 1% had multiple congenital 

anomalies while 88(51%) infants were otherwise 

healthy, at the time of admission and were admitted for 

preterm care and observation. The incidence of 

complication among our study population and there 

distribution among these gestational age groups. As for 

as outcome of our study infant related to gestation age 

is concerned, a total of 128 (75 %) infants survived and 

Discharged under stable condition. while 42 (25%) 

infant expired. Mortality in the gestational group < 30 

weeks was 87% (14 infants died).  43% (24 infants) in 

gestational group 30 to 35 weeks survived and 4% 

infants mortality was observed in gestational group 

more then 35 weeks. Septic shock, disseminated 

intravascular coagulation, intracranial hemorrhage, 

hypoxic ischemic encephalopathy and Respiratory 

Distress Syndrome were among the common causes of 

death in our study group (Table No. 1). 

Table No. 1: Frequency of complications according to age 

 

Complications 

Total 

(n = 170) 
<30 weeks 

(n = 16) 
30 – 35 weeks 

(n = 56) 
>35 weeks 

(n = 98) 

No. % No. % No. % No. % 

Sepsis (presumed) 73 43.0 16 100.0 37 66.0 20 20.0 

RDS 15 9.0 7 44.0 8 14.0 - - 

Apnea 12 7.0 5 31.0 7 12.0 - - 

Pulmonary hemorrhage 8 5.0 4 25.0 4 7.0 - - 

Meconium aspiration 5 3.0 - - - - 5 5.0 

Pneumothorax 4 2.0 2 12.5 2 4.0 - - 

PDA 7 4.0 4 25.0 3 5.0 - - 

Anemia 23 14.0 12 75.0 11 20.0 - - 

Jaundice Neonatorum 124 73.0 16 100.0 45 80.0 63 64.0 

DIC 14 8.0 7 44.0 5 9.0 2 2.0 

Necrotizing enterocolitis 11 6.0 4 25.0 06 11.0 1 1.0 

Hypoglycemia 19 11.0 7 44.0 9 16.0 3 3.0 

Hypothermia 12 7.0 8 50.0 4 7.0 - - 

Hypocalcemia 55 32.0 13 81.0 27 48.0 15 15.0 

Hyponatremia 6 4.0 4 25.0 1 2.0 1 1.0 

Intraventricular Haemorrhage 22 13.0 9 56.0 10 18.0 3 3.0 

Hypoxic ischemic encephalopathy 6 4.0 - - 3 5.0 3 3.0 

Neonatal Seizures 13 8.0 7 44.0 5 9.0 1 1.0 
 

DISCUSSION 

During the past few decades improvement in the 
neonatal intensive care has led to marked improvement 
in neonatal mortality.6 A large share of improved 
neonatal mortality is due to the increasing survival 
among premature infant. Unfortunately reduced 
morality among preterm infants is accompanied by 
increase in morbidity. So the emphasis has now been 
shifted from concerns of mortality towards a better 
understanding of the scope and nature of morbidity. 

Results of our study showed that the prominent group 

of patients admitted to NICU was more than 35 weeks 

gestation age and very few preterm i.e. 9% with 

gestational age less then 30 weeks were brought to 

NICU. This could be partly due to improved obstetrical 

strategies to prevent or at least delay preterm labor and 

the other reason might be that in our setup mortality 

increases sharply below 30 weeks gestation. Analysis of 

ours study reveal that 51% preterms were brought to 

NICU for care and monitoring, while 29% had the 
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primary diagnosis of sepsis. Among the other infant 

admitted prominent diagnosis was RDS 9% , birth 

asphyxia 5%, JNN 2% , meconium aspiration 3%, and 

multiple congenital anomalies 1% .During stay in 

NICU 43% infants had presumed sepsis either as a 

primary diagnosis or after wards (Culture proven 32%). 

The highest incidence of sepsis was seen in the 

gestational group <30 weeks i.e. 100%. This high 

percentage can be explained on the fact that suspicion 

of early onset of sepsis is almost universal to the very 

low birth weight preterm infants. 7  

The over all incidence of RDS was found to be 9%, it 

was 44% in infants below 30 weeks, which compares 

favorably to the incidence of RDS given 60-80% below 

28 weeks gestational age and 15-30% below 32 –36 

weeks.8 The overall mortality for preterms with RDS 

was quite high i.e. 9%. The results of our study showed 

5% incidence of pulmonary hemorrhage and 2% 

incidence of pneumothorax with the highest incidence 

again seen in infants below 30 weeks gestational age 

i.e. 25% and 12% respectively. The incidence of 

anemia was 14% among our study population and about 

75% infants below 30 weeks gestational age developed 

anemia requiring blood transfusion. 8% infant 

developed disseminated intravascular coagulation, 

which proved fatal in all the infants. 

A total of 22(13%) infants developed intraventricular 

hemorrhage, however an other study conducted in 

Pakistan codes an overall incidence of 75% PVH-IVH 

in infants less than 34 weeks gestation9, which is very 

high as compared to our study. 

The overall mortality of our study infants was 25% as 

expected max. survival was seen among  infants more 

than  35 weeks gestational  age i.e. 96% and survival 

was lowest among infants less than 30 weeks 

gestational i.e. 13%. While survival rate for infants 30-

35 weeks gestational age was 55% this survival rate is 

quite low when we compare it with study conducted in 

The West. One study has given 95% survival rate for 

30-31 weeks gestation 10 another study has coded 25% 

mortality for infants less than 32 weeks gestation 11, 

which is in sharp contrast to our study which showed a 

87% mortality in infants below 30weeks gestation and 

45%mortality at 30-35 weeks gestation. 

There are a number of factors that contribute to the 

marked difference observed in mortality of preterm 

infants between our hospitals and the west. Umbilical 

and arterial catheterization and central venous lines are 

used in the west for providing nutrition, as well as for 

taking blood samples, which may minimize infection. 

However in out set up peripheral veins and small 

arteries are used for the purpose of phlebotomy tests 

and for providing nutrition, repeated pricking leads to 

increased chances of infection. The nurse to neonate 

ratio works to a disadvantage when compared to the 

developed countries thus septicemia remains a major 

cause of neonatal morbidity and mortality in the 

developing world.12,13 

The important inference from our study is that a 

premature baby is a catastrophe emotionally for the 

parents, psychologically for the Obstetrician, 

economically for the nation and challenge for the 

paediatrian. Shorter gestational age is usually 

associated with a need for invasive procedures, 

mechanical ventilation and prolonged hospital stay. 

More immature the infant, greater are the chances of 

developing complications like RDS, IVH, sepsis and 

NEC etc. All these factors contribute to high morbidity 

and mortality seen among the preterms. Another 

important inference from our study is the high 

incidence of sepsis which as already discussed is due to 

the lack of resources, limited number of nursing staff 

and very frequently done arterial pricks and putting 

intravenous branulas daily or every second or third day. 

Thus we need to improve the quality of our neonatal 

intensive units and neonatal services in order to reduce 

the high morbidity and mortality associated with 

prematurity. 

CONCLUSION 

 Maximum number of complications and highest 

mortality i.e. 87% was seen among the most premature 

group, i.e. below 30 weeks gestational age. Mortality in 

the gestational age group 30 to 35 weeks was 43%, 

while it was 9% in the gestational group >35 weeks. 
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 ABSTRACT 

Objective: To determine the effects of herbal drugs in Hypercholesterolemia. 

Study Design: Experimental Study. 

Place and Duration of Study: This study was conducted in the Department of Pharmacology, University of 

Karachi from Jan. 2007 to Dec. 2008. 

Materials and Methods: In the present study experiments regarding lipid profile were performed on rabbits of 

either sex, the calculated dose was administered for 30 days and 60 days (High dose and low dose group).  

Results: Alfagin possess wide therapeutic range and is comparatively safe, animals of neither group showed no 

gross toxicity. No death occurred in control and test animals.  

Discussion: Alfagin has been shown having, lowering capability of cholesterol.  

Conclusion: It has been concluded that Alfagin is beneficial in hypercholesterolemia.  

Keywords: Alfagin, Hypercholesterolemia, Herbal Drug. 

INTRODUCTION 

Herbal remedies and extracts are traditionally being 
used and available world wide for the treatment of 
many diseases, since natural products have played and 
continue to play an invaluable role in the process of 
drug development(1,2,3). The use of plants in drug 
discovery and development is less time consuming and 
cheaper(4,5).The term herb is used to refer not only 
herbaceous plants but also to bark roots,leaves,seeds 
flowers and fruits of trees6.. Among the first active 
principles to be isolated were strychnine, morphine, 
atropine, papaverine and colchicines(7). Herbaldrugs 
have been extensively used in developed countries as 
well because patients are now looking for alternative 
and less invasive approaches to health care8.     
Currently about 122 clinically useful prescription durgs 
derived from 94 plant species are used worldwide for 
the treatment of diseases9. Plants have been used for the 
development of herbal remedies as alternative therapy 
e.g. cranberry Echinacea, few garlic, ginko, St. John’s 
Wort, Saw Palmetto, Valerian Goldenseal, 
Ginseng.9,10,11  
Today the use of herbs and herbal extracts for the 
treatment of disease is an established therapeutic 
modality although much of the science behind it is still 
in its infancy nevertheless, modern medicine also 
benefited from the plants of therapeutic importance and 
many drugs are derived from natural resources.  

Alfagin (Herbal Product) 
Alfagin is a unique preparation of an original 
formulation composed solely of bioactive medicinal 
herbs, free of any synthetic chemicals and developed in 
the laboratories of Herbion.  

Alfagin increases muscle strength, physical work 
capacity and helps in overcoming fatigue by enhancing 
oxygen metabolism, due to its powerful adaptogenic 
properties, it provides resistance against stress and 
strain. It is also used in mental exhaustion, nutritional 
deficiencies, geriatric disorders, convalescence and 
anorexia.  

Alfagin also simulates and stabilizes the central nervous 

system; it improves adaptability increases tolerance 

against infections and promotes self-recovery against 

disease, the composition of Alfagin is Ginseng 

(eluthrococcus senticosus), Medicago sativa (alfalfa), 

Embilica officinalis (emibilica myrobalan) and 

Trigonella foenum gracum (fenugreek). Each 5ml elixir 

contains 

S. 

No. 

Name of Ingredients Quantity  

 Extract of:   

01 Ginseng  125.00 mg 

02 Medicago Sativa 250.00 mg 

03 Emblica Officinalis 400.00 mg 

04 Trigonella  250.00 mg 

Excipients: 

01 Sucrose  3.50 gm 

02 Glycerin 0.05 ml 

03 Citric Acid  6.00 mg 

04 Malt extract 500.00 mg 

05 Methyl paraben 5.00 mg 

06 Propyl paraben 1.00 mg 

07 Propylene glycol 0.0012 ml  

08 Essence of orange No. 9627 0.003 ml 

09 Essence of Strawberry  0.003 ml 

10 D.I. Water q.s.  5.00 ml 
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MATERIALS AND METHOD 

This study was carried on 54 healthy white rabbits of 

either sex weighing from 1800 to 2000 grams. All 

animals were equally divided into six groups two group 

served as control while other four received  normal and 

high doses of Alfagin syrup ,before administration of 

drug apparent health of these animals was monitored 

during the conditioning period under laboratory 

environment for a week specifically noting loss of hair, 

diarrhea, edema, ulceration and lack of activity. All 

animals were given standard diet prepared in the 

laboratory and water.  

Dosing: Alfagin was administered in the normal dose 

of 0.25 ml/kg (prescribed dose 10ml) twice a day and 

0.5 ml / kg high dose for a period of 30 and 60 days 

orally, the control group received saline orally.  

Sample Collection: Blood samples of about 7 C.C. 

were collected from these animals through cardiac 

puncture technique after completion of dosing period 

on 30th day and in other group on 60th days to perform 

various biochemical tests.  

Assessment of Gross Toxicities: The gross toxicities 

were observed every one week after the administration 

of the drug. The number of animals died during there 

intervals was also noted.  

Autopsy was performed after random selection after the 

completion of dosage. The remaining survived animals 

were left to observed changes after  drug free interval of 

15 days.  

Biochemical Testing: Serum were immediately 

separated out by centrifuging (Heraeus Christ 

LaboFuge A) blood samples at 4000 upon for about 8 

minutes and parameter were analysed within three 

hours of sample collection on vital lab eclipse 

automatic analogue (Merk) at 37oC.using standard 

reaqent kits supplied by Merk.  

Lipid profile including cholesterol, triglycerides, HDL, 

VLDL, LDL, were estimated as mentioned in the table 

No. 1 and No.2. 

RESULTS 

Lipid Profile 

Table No. 1 reveals the comparison of cholesterol, 

triiglycerides, HDL, VLDL and LDL following 30 days 

administration of Alfagin syrup in normal and high 

doses. Animals of both groups showed highly 

significant decrease in cholesterol i.e. 40.44 + 1.4 mg/dl 

and 40.89 + 1.2 mg/dl respectively as compare to 

control animals i.e. 55.44 + 2.42 mg/dl, however 

decrease in triglycerides was insignificant in both 

animal groups. Animals kept at high dose showed 

significant decrease in HDL i.e. 12.68 + 0.045 mg / dl 

as compared to animals of control group i.e. 12.56 + 

0.80 mg/dl. The changes in VLDL and LDL level in 

both animal groups were insignificant in comparison to 

control.  

Table No. 1: Comparison of lipid profile following  

Administration of alfagin syrup in Normal and high 

dose for 30 days 

Parameters 

mg/dl 

Animals Groups 

Control Alfagin-Nd Alfagin-Hd 

Cholesterol  55.44  +  

2.42 

40.44 + 

1.40** 

40.89 + 

1.20** 

Triglycerides 67.56  +  

3.30 

61.11 + 

1.20 

65.89 + 

4.30 

HDL 12.56  +  

0.80 

12.78 + 

0.46 

12.68 + 

0.045 

VLDL 13.51  +  

0.75 

12.22 + 

0.24 

13.18 + 

0.86 

LDL 25.33  +  

1.85 

24.00 + 

1.10 

24.22 + 0.8 

n = 9 

Average values + S.E.M 

*p <0.05 significant as compared to control 

**p <0.005 highly significant as compared to control 

 

Table No. 2: Comparison of lipid profile Following 

administration of alfagin syrup in Normal and high 

dose for 60 days 

Parameters 

mg/dl 

Animals Groups 

Control Alfagin-ND Alfagin-HD 

Cholesterol  86.89  +  

3.20 

56.22 + 

2.20** 

46.56 + 

1.20** 

Triglycerides  35.78  +  

0.66 

34.56 + 

1.40 

34.8 + 1.20 

HDL 17.11  +  

0.63 

16.44 + 2.0 14.44 + 

0.88 

VLDL 7.16  +  

0.15 

6.91 + 0.29 6.53 + 0.23 

LDL 16.00  +  

0.58 

14.33 + 

1.10 

13.89 + 

0.25* 

n = 9 

Average values + S.E.M 

*p <0.05 significant as compared to control 

**p <0.005 highly significant as compared to control 

 

Table No. 2 shows the comparison of lipid profile 

following 60 days of drug administration in normal and 

high doses. Animals of both groups showed highly 

significant decrease in cholesterol i.e. 56.22 + 2.20 mg / 

dl and 46.56 + 1.20 mg/dl respectively as compared to 

control animals i.e. 86.89 + 3.26 mg / dl. There was no 

significant change in triglycerides at normal dose i.e. 

34.56 + 1.40 mg / dl and at high dose 34.8 + 1.20 mg/dl 

as compared to control i.e. 35.78 + 0.66 mg/dl. Animals 

of both groups normal and high dose revealed no 

significant change in HDL i.e. 16.44 + 2.00 mg/dl and 

14.44 + 0.88 mg/dl. as compared to animals of control 

group i.e. 17.11 + 0.63 mg/dl. 7.16 + 0.15 mg / dl. 
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Similarly VLDL of both dose groups remains 

unchanged. Animals at normal dose showed 

insignificant decrease in LDL i.e. 14.33 + 1.10 mg/dl 

and animals at high dose revealed a highly significant 

decrease in LDL i.e. 13.89 + 0.28 mg/dl with respect to 

control value i.e. 16.89 + 0.58 mg/dl. 

DISCUSSION  

Alfagin is a unique preparation composed of bioactive 

medicinal herbs including ginseng, alfalfa, embilica 

officinalis and triognella graecum this product is free of 

any synthetic chemicals. Animals of neither group 

showed gross toxicities at any time during the total 

period of experiment. Increase in weight might be due 

to ginseng a bioactive herb which contain a mixture of 

steroids11. Similarly Raltan reported that ginseng 

improved health and prevent aging12 this was further 

supported by other studies13. Increase in weight of 

animals might be due triogonella foerum graceum 

which has protein concentrate14.  

Table 1 shows the comparison of cholesterol, 

triglycerides, HDL, VLDL and LDL after the 

administration of Alfagin for 30 days. Animals at both 

doses normal and high showed highly significant 

decrease in cholesterol i.e. 40.44 + 1.40 mg/dl and 

40.89 + 1.20 mg/dl respectively as compared to control 

other parameters such as triglycerides. VLDL and LDL 

did not show any significant change.  

Table 2 shows lipid profile following 60 days of drug 

administration, animals of both groups on Alfagin 

showed highly significant decrease in cholesterol i.e. 

56.22 + 2.20 mg/dl and 46.56 + 1.20 mg/dl as 

compared to control while a significant decrease in 

LDL i.e. 13.88 + 0.28 mg/dl was found at high dose as 

compared to control. These findings support that 

Alfagin possess hypocholesterolemic activity.  

Studies done by Mailnow et al in 1976 also showed 

cholesterol lowering activity of alfalfa15,16. Studies by 

Morley and Molgard revealed that alfalfa binds to bile 

acids required for cholesterol absorption from gut17,18 

Emblica officailis also has a significant role in lowering 

serum lipid levels19,20,21. 

CONCLUSION 

Alfagin (a herbal product) has been formed to effect 

lipid profile. It is a helpful drug to lower raised blood 

cholesterol, however, further studies and recommended. 

The data collected showed be verified in humans also. 
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 ABSTRACT 

Objective: To determine the frequency of patients with inguinal hernia in whom Desarda repair can safely be 

accomplished and study the morbidity and mortality in such cases. 

Background: Inguinal hernia is a common disorder in males which requires corrective surgery to lead a 

comfortable life. Tension free surgery is aim of the surgeon to avoid recurrence of the disorder. Mesh repair has 

been the most widely performed surgery for inguinal hernia. A new technique of inguinal hernia repair has been 

developed which utilizes the normal tissue of the patient to create a tension free repair. 

Study Design: A prospective study. 

Place and Duration of Study: This study was conducted at DHQ Hospital Abbottabad from September 2009 – 

June 2011.  

Patients and Methods: A prospective study was conducted at DHQ Hospital Abbottabad on 77 patients having 

inguinal hernia. All patients above the age of 15 years were included. Patients having recurrent inguinal hernia were 

excluded from study. Most common age group was (56-65 yrs). Out of 77 patients 64% were of indirect inguinal 

hernia while 36% were of direct inguinal hernia. Common age group with direct hernia was above 50 years.    

Results: Post operative complications, hospital stay and return to routine activities were evaluated. Hematoma 

formation and wound infection in two cases were only complications noted. Patients were free of post operative 

pain.  

Conclusions: Desarda repair is simple, very safe technique of inguinal hernia repair free from any complications.  

Keywords: Inguinal hernia, Tension free repair, Mesh repair, Desarda repair. 
 

INTRODUCTION 

Inguinal hernia is a common disorder in males which 

requires corrective surgery to lead comfortable life. 

Dragging pain and discomfort are major complaints of 

uncomplicated hernia. Obstruction and strangulation are 

major complications which require urgent surgery. 

Hernia, which may descend into the testis, hinders daily 

routine activities. Inguinal hernia repair remains still a 

problem because of high recurrence rate, risky 

dissection of inguinal floor in Bassini’s / Shouldice 

repair Tension free surgery is aim of the surgeon to 

avoid recurrence of the disorder. Mesh repair has been 

the most widely performed surgery for inguinal hernia.  

Infection, chronic pain and foreign body reaction are 

common complications of mesh repair which may 

require removal of mesh in some cases. The cost of 

mesh may not be afforded by poor patients. Desarda 

repair consists of construction of firm and dynamic 

post. wall of the inguinal canal with the help of external 

oblique aponeurosis which remains undetached from its 

origin. The procedure is free from complications and 

can be performed as a day case surgery. 

PATIENTS AND METHODS  

This study was conducted at DHQ Hospital Abbottabad 

from Sept 2009-June 2011. Total of 77 patients having 

inguinal hernia were subjected to surgery. Patients of 

all ages above 15 years were included in this study. 

Patients having recurrent inguinal hernia were excluded 

from study. All patients having reducible and 

irreducible hernia were included in the study. All 

patients were investigated with Blood Complete 

Picture, ECG, X-ray Chest and Ultrasound abdomen. 

Patients having Enlarged Prostate associated with 

inguinal hernia were operated first for Enlarged 

Prostate and then Desarda Repair done. Patients were 

divided into six age groups. Common age group was 

(56-65yrs) 25%. All patients were male and no female 

patient above 15 years reported with inguinal hernia. 

All operations were done under General Anaesthesia or 

Spinal Anaesthesia. Average operation time was 25 

minutes. All patients were followed up as out patients 

for complications. Maximum follow up of the patients 

is about 02 years.  Out of 77 patients 45(58%) had Rt 

sided hernia and 32(42%) had Lt sided hernia. In 28 

patients (36%), it was direct hernia while in 49(64%) it 
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was of indirect type. Out of 28 patients having direct 

hernia 22(79%) patients were between 50-70 years. In 

indirect type out of 49 patients 33(67%) were below 50 

years. Anaesthesia administered was general 

anaesthesia in 34(44%) patients and spinal in 43(56%) 

patients. Incision made was inguinal incision. Repair 

was done with prolene 2/0 and skin closed with 

interrupted silk sutures. 

RESULTS  

Repair was done by suturing an undetached strip of 

external oblique aponeurosis with inguinal ligament and 

conjoint muscle. Prolene 2/0 suture was used for repair. 

Average operation time was 25 minutes. Post operative 

recovery was very good and mean hospital stay was 01 

day. All the patients were pain free and were mobilized 

after the effects of anesthesia were over. The reason for 

hospitalization was that we operated all patients under 

G/A or Spinal Anaesthesia. The patients were 

discharged next day. Only 01 patient had heamatoma 

formation at operation site which resolved itself without 

any intervention and 01 patient had mild wound 

infection which was treated successfully. Patients were 

followed up in OPD and no recurrence has been 

reported so far after follow up for about 02 years. 

Table No. 1: Age Distribution 

Age (years) No: of Cases Percentage 

15-25 07 9% 

26-35 17 22% 

36-45 11 14% 

46-55 15 20% 

56-65 19 25% 

66-75 08 10% 

Table No.2: Various Parameters of Inguinal Hernia 

Parameter  No of 

patients 

Percentage 

Side of Hernia Rt side 45 58% 

 Lt side 32 42% 

Type of 

Hernia 

Direct 

hernia 

28 36% 

 Indirect 

hernia 

49 64% 

Anaesthesia GA 34 44% 

 Spinal 43 56% 

Complications Heamatoma 01 1.3% 

 Wound 

infection 

01 1.3% 

DISCUSSION  

Inguinal hernia is a common disorder in males which 

requires corrective surgery to lead comfortable life. 

Inguinal hernia repair remains still a problem because 

of high recurrence rate, risky dissection of inguinal 

floor in Bassini’s / Shouldice repair. Tension free 

surgery is aim of the surgeon to avoid recurrence of the 

disorder. Mesh repair has been the most widely 

performed surgery for inguinal hernia. Infection, 

chronic pain, foreign body tissue reaction, migration of 

mesh and recurrence of hernia are common 

complications with mesh repair. The cost of mesh may 

not be afforded by some patients. Anterior posterior 

compression of the inguinal wall is lost due to loose and 

adynamic post. inguinal wall. Wear and tear with aging 

leads to weak and loose posterior inguinal wall and is 

the cause of direct inguinal hernia in elderly. Providing 

a strong and physiologically dynamic post. inguinal 

wall is essential to restore anterior posterior 

compression. Absent aponeurotic extension in the post. 

wall are replaced with an aponeurotic structure.  

Additional muscle strength of the external oblique 

muscle helps the weakened muscle arch to keep the 

newly formed post wall. 

 Desarda repair is the new method of tension free repair 

for inguinal hernia. Dr. Desarda introduced this tension 

free repair for inguinal hernia in 2001. In this technique 

a strip of undetached external oblique aponeurosis  is 

used to construct firm and dynamic post. inguinal wall. 

It can be safely done under local anaesthesia as a day 

care surgery.  

 This avoids unnecessary dissection of the posterior 

wall as in shouldice repair. The complications of mesh 

repair such as post operative pain, infection, F/body 

reaction are avoided. It is very cost effective as cost of 

mesh and hospital stay is reduced. In our study, all the 

patients were operated under GA/ Spinal anaesthesia so 

they had to be admitted to hospital and  discharged next 

day when the effects of anaesthesia were over. During 

the follow up of the patients 01 patient had slight 

superficial wound infection and 01 patient had mild 

heamatoma formation. No other complication was 

noted. No recurrence has been reported so far in our 

patients. 

CONCLUSION 

Inguinal hernia is a common disorder in males which 

requires corrective surgery to lead comfortable life. 

Inguinal hernia repair remains still a problem because 

of high recurrence rate, risky dissection of inguinal 

floor. Desarda repair is simple, very safe technique of 

inguinal hernia repair free from any complications. It 

avoids all the complications of mesh repair. The 

recurrence rate is zero. 
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 ABSTRACT 

Objective: To determine the patterns (Frequency and types) of refractive errors, affecting different age groups of 

our population and to suggest glasses for huge functional improvement of individuals.    

Study Design: Descriptive Study 

Place and Duration of Study: This conducted at Independent University Hospital Faisalabad in collaboration with 

Allied Hospital (Punjab Medical College) Faisalabad from15 March 2010 to 31 March 2011. 

Materials and Methods: Patients of all age groups presented in Eye OPD with the complaint of visual acuity 

having less than 6/12, were underwent history and detailed examination (Including retinoscopy, autorefraction and 

cycloplegic refraction in children less than 8 years).  

Exclusion criteria: Patients with corneal opacity, glaucoma, penetrating trauma, cataract,aphakia, macular or retinal 

diseases were excluded. 

Results:   Out of 8215 OPD patients 658 (8%) had refractive error. Mean age was 31 years. Age varied from 5 to 66 

years. New patients were 533(81%), while patients required refinement of refraction, were 125 (19%). Individuals 

up to the age of 15 years were 119 (18.08%), between 16 to 29 years were 196 (29.79%), 30 to 40 years were 151 

(22.95%) and above 40 years were 192 (29.17%). It was found that male were 260 (39.51%) while female 398 

(60.49%). Myopia was 381 (57.90%) hypermetropia was 122 (18.54%) while astigmatism was 155 (23.56%). 

Myopic astigmatism was 114 (17.33%) and hyperopic astigmtism was 41 (6.23%).All individuals showed 

improvement with glasses. 

Conclusion: Refractive error is very common in our population. Female are affected more commonly than males. 

Myopia is more frequent. Astigmatism also affects almost every fifth patient with refractive error. 

Key Words: Refractive error, Myopia, Hypermetropia, Astigmatism. 

INTRODUCTION 

Vision is a gift of God. Blindness is curse. It is 

estimated that 2.3 billion people worldwide have 

refractive errors; out of which 1.8 billion have access to 

adequate eye examination and affordable corrections 

leaving behind 500 million people, mostly in 

developing countries with uncorrected error causing 

either blindness or impaired vision.1 

The World Health Organization introduced the 

global initiative for elimination of avoidable blindness 

by the year 2020 known as “Vision 2020 initiative”. 

Refractive errors are one of the priority areas for vision 

2020 initiative as they are common and because 

corrective spectacles provide a remedy that is cheap, 

effective and associated with huge functional 

improvement. Refractive errors which account mostly 

for low vision and visual handicap are the third largest 

cause of preventable/curable blindness in Pakistan.2 

In Pakistan 11.4% of the blindness is due to uncorrected 

refractive errors including that is caused by aphakia 

(natural lens extraction during cataract surgery).3  In 

one study it was found that the refractive errors account 

for 8% cases of uniocular blindness in NWFP.4 School 

children are considered to be high risk group because 

uncorrected refractive errors can seriously affect their 

learning abilities5, their physical and mental 

development6, on the other side young and adults 

cannot perform well due to uncorrected refractive 

errors. 

The objectives of the study were to determine the types 

and frequency of refractive errors in different age 

groups and to suggest the required glasses to improve 

their functional efficiency. 

MATERIALS AND METHODS 

This descriptive study was conducted at eye department 

Independent University Hospital Faisalabad. Six 

hundred and fifty eight patients out of 8215 OPD cases 

were included in the study. Over a period of one year 

from 16th March 2010 to 15th March 2011 was 

included in the study. Patients having previous ocular 

surgery with corneal opacity, glaucoma, penetrating 

trauma, cataract, aphakia, macular or retinal diseases 

were excluded from this study. Patients of all age 

groups presented in Eye OPD with the complaint of 
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visual acuity having less than 6/12, were underwent 

history and detailed examination (Including 

retinoscopy, autorefraction and cycloplegic refraction in 

children less than 8 years with 1% cyclopentolate eye 

drop three times with 10 minute interval), ocular 

motility with cover test for near and distance for 

children , papillary reaction, direct ophthalmoscopy and 

examination of anterior  segment with slitlamp and  

detailed fundus examination as  required. Visual acuity 

was measured with Snellen’s chart, E-chart or Lea 

charts. For every patient visual acuity was tested 

without correction, pinhole and with correction. 

Objective refraction was determined using a Topcon 

autorefractometer. Appropriate spectacles wearing 

guidance was provided to all patients and refinement of 

refraction (and glasses) six monthly or annually 

according to age, advised to all individuals.The data 

was processed by the compter special package for 

social sciences (SPSS). 

RESULTS 

Out of 8215 OPD patients 658 (8%) had refractive 

error. Mean age was 31 years. Age varied from 5 to 66 

years. Individuals up to the age of 15 years were 119 

(18.08%), between 16 to 29 years were 196 (29.79%), 

30 to 40 years were 151 (22.95%) and above 40 years 

were 192 (29.17%). It was found that male were 260 

(39.51%) while female 398 (60.49%). Myopia was 

381(57.90%) hypermetropia was 122 (18.54%) while 

astigmatism was 155 (23.56%). Myopic astigmatism 

was 114 (17.33%) and hyperopic astigmatism was 41 

(6.23%).All individuals showed improvement with 

glasses. Patients were divided into four major groups 

according to age. In age group 1 (5 to 15 years) and 

Group 2 (16 to 29 years) myopia is significantly higher 

than other refractive errors. As the age advances, 

prevalence of myopia decreases while that of 

hypermetropia increases also shown in table 2 (Tables 

No. 1-2) 

Table No. 1: Distribution of patients according to age 

(n=658) 

Age Group No. of Patients Percentage 

Group 1 (5 -10 

years) 
119 18.08 

Group 2 (16 to 

29 years) 
196 29.79 

Group 3 (30 to 

40 years) 
151 22.95 

Group 4 (>40 

years) 
192 29.17 

Table No. 2: Gender and refractive error pattern distribution of age in all groups 
Group Total (%) Males (%) Females (%) Myopic (%) Hypermetropia 

(%) 

Astigmatism 

(%) 

1 119 

(100%) 

44 (36.9%) 75 

(63.1%) 

79 (66.4%) 12 

(10.1%) 

28 

(23.5%) 

2 196 

(100%) 

76 (38.7%) 120 (61.3%) 143 (72.9%) 18 

(9.2%) 

35 

(17.9%) 

3 151 

(100%) 

72 (47.7%) 79 (52.3%) 76 (50.4%) 27 

(17.8%) 

48 

(31.8%) 

4 192 

(100%) 

68 (35.4%) 124 (64.6%) 83 (43.3%) 65 

(33.8%) 

44 

(22.9%) 
 

DISCUSSION 

This study was designed to determine the types and 

frequency of different refractive errors among different 

age groups (5 to 66 years) in our population presented 

in our hospital. A population based survey should have 

been conducted but due to limited resources and 

different other reasons it was not possible. However, 

the individuals presented with refractive errors were 

divided into four age groups for the purposes of 

comparison of the patterns of refractive error to other 

studies. Refractive errors are among the leading causes 

of visual impairment worldwide and are responsible for 

high rates of low vision and blindness in certain areas 7. 

In younger age group (up to 15 years), the refractive 

error study in children in China8, Chile 9 and Nepal10 is 

the first multicountry population based assessment of 

refractive errors in children. The data reveals that there 

are significant and large geographic differences in the 

prevalence of refractive errors and that uncorrected 

refractive errors are very common. The prevalence of 

refractive error of 18% in our study is higher than the 

percentage of refractive error in China 8 11.3%, in 

Chile9 9.8%, in Southern Ethiopia11 11.8%, in 

Tanzania12 6.1%, in Turkey13 11% and Baltimore14 

8.2%.  

In our study the prevalence of myopia was 66.4%, 

hypermetropia 10.1% and astigmatism 23.5%. The 

study done among school children in Dezfal, Iran 

revealed overall rate of myopia in students 15 years of 

age and younger as 3.4%, hyperopia 16.6% and 

astigmatism 18.7%15. The study done by Mingguaing et 

al showed prevalence of myopia was 3.3% in 5 years 

old. Hyperopia measured with retinoscopy was present 
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in 16.7% of 5 years old. Astigmatism was present in 

33.6% of children16. According to Tehran eye study the 

age and gender-standardized prevalence of myopia 

based on manifest refraction was 21.8% (95% 

confidence interval (CI), 20.1 to 23.5) and that for 

hyperopia was 26.0% (95% CI, 24.5 to 27.6). 

Prevalence of myopia and hyperopia differed 

significantly among the age and gender groups 

(P<0.001). Astigmatism of 0.75 dioptre cylinder or 

greater was present in 29.6% (95% CI, 28.5 to 31.1) of 

right eyes with manifest refraction and in 30.3% (95% 

CI, 28.5 to 32.1) with cycloplegic refraction. Among 

the study population, 6.1% (95% CI, 5.3 to 6.8%) had 

anisometropia of 1 dioptre or more17. 

In our study it was found that 44 (37%) patients were 

male while 75 (63%) were female. This is not different 

to multicountry survey of refractive error in children in 

China8, Chile9 and Nepal10 where both myopia and 

hyperopia were significantly higher in females than 

males. In a study conducted in China8 it was found that 

the myopia of -0.5D or less in either eye was essentially 

absent in 5 years old children, but increased to 36.7% in 

male and 55% in females by age of 15. Over the same 

age range, hypermetropia of 2 dioptres or greater was 

from 8.8% in males and 19.6% in females to less than 

2% in both sexes. Similar results were found in 

refractive error study in children from La Florida 

Chile9.  

In the study done at Mayo Hospital Lahore showed 

errors of refraction were the third common disorders, 

affecting 494 children, of which the majority, (63%) 

were above the age of five, 30% in the one to five age 

group and only 7% were under the age of one. In the 

gender distribution major bulk of the cases was males. 

The cases in this category comprised of hypermetropia 

(82%), Myopia (13%) and astigmatism (5%). The 

majorities of the children, (54%) were males between 

the ages of five and fifteen and were affected by 

hypermetropia18.  In a study done at Department of 

Ophthalmology, Jinnah Postgraduate Medical Centre 

Karachi, Pakistan showed that refractive error of 2% 

was found to be the cause of primary ocular morbidity 

in children 5-15 years of age.19 Refractive errors are 

significant cause of visual disability in school children. 

While primary vision screening by teachers 

tremendously decreases the workload of ophthalmic 

staff. Teachers can effectively identify those children 

with poor vision for refraction and corrective 

spectacles. 

In our study, age group 2 (16 to 29 years) has the 

similar pattern of refractive errors to first younger age 

group (5 to 15 years). Myopia, hypermetropia and 

astigmatism was 72.91%, 9.18 % 17.86 % respectively. 

Only myopia worsens with the advancement of age 

which probably shows the increased visual activity like 

intensive study and near work in this age group. 

Myopia is strongly associated with literacy and young 

had the highest rate of literacy (if used as proxy for near 

work) our finding provide some support towards the 

“use/abuse” theory of myopia.20 The high prevalence of 

myopia in the age group (30 to 39years) provides some 

support for a cohort effect in the young.21 

In age group 3 (30 to 40 years) myopia gradually 

decreases (50.33%) in severity and it still continue to 

decrease (43.23%) in above 40 years, while 

hypermetropia increases with advancement of age 

(Table 2). In our study, adult age group 3 (30 to 40 

years) myopia, hypermetropia and astigmatism were 

50.33%, 17.88% and 31.79% respectively, while in 

adult age group 4(above 40 years) these errors were 

43.23%, 33.85% and 22.92% respectively which are 

similar to the results of a study conducted in the adult 

Pakistani population, the crude prevalence of myopia, 

hypermetropia and astigmatism was 36.5%, 27.1%, and 

37%, respectively.22  

The prevalence of myopia in this study was 

significantly higher than in a national survey in 

Bangladesh23 but similar to that reported from Southern 

India (≥40 years, 36.5%) 24 but lower than among 

Singaporean Chinese (38.7%).25 

Refractive error has variable pattern in different age, 

sex, geography and races. Refractive blindness is a 

major cause of morbidity in our population. It shows 

inadequacy of eye care services in general, perhaps 

treatment of refractive error is simple and effective that 

is in the form of glasses. Vision screening programme 

should be started at national level to detect individuals 

suffering from refractive blindness. In this context an 

adequate infrastructure should be developed at the level 

of rural health centre with trained personnel to perform 

reasonable quality of refraction. An affordable, 

reasonable-quality spectacle should be provided to the 

individuals with refractive blindness. All the 

individuals with refractive error should be advised to 

undergo refinement of refraction once or twice annually 

to improve the functional efficiency of life. 

CONCLUSION 

Refractive error is very common in our population 

which contributes to the third major cause of 

preventable blindness in Pakistan. It affects all age 

groups, in children it interferes with the learning 

abilities; in young and adults, it impairs the learning 

skills and functional efficiency.  Females are affected 

more commonly than males 6:4. Myopia is more 

frequent (57.90% n=381). Astigmatism also affects 

almost every fifth patient with refractive error (23.56% 

n=155). It should be diagnosed and treated at an early 

stage especially in children so that a clear vision can be 

restored to achieve maximum learning abilities. Glasses 

remain the mainstay of treatment which is highly cost 



Med. Forum, Vol. 22, No.10  October, 2011 
 

49 

effective. All the individuals with blurred vision should 

be educated to undergo refraction and refinement six 

monthly or annually according to age group. 

Suggestions 
 A comprehensive eye care programme should be 

started at national level so that individual with 

refractive errors should be corrected with glasses at 

appropriate age. 

 It should be diagnosed and treated at an early stage 

especially in children so that a clear vision can be 

restored to achieve maximum abilities. Glasses 

remain the mainstay of treatment which is highly 

cost effective. All the individuals with blurred 

vision should be educated to undergo refraction 

and refinement annually. 
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ABSTRACT 

Objective: To study the frequency, intensity of the premenstrual symptoms and its impact on the women reporting 

to the hospital with other complaints.   

Study Design: Observational Study. 

Place and Duration of Study: This study was conducted at the Outpatient Department of Gyne & Obst. Unit, Fauji 

Foundation Medical College / Hospital, Rawalpindi from 1st June 2008 to 31st December 2008. 

Patients and Methods: We had total 224 women who were included in this study. These women were included in 

this study because they were menstruating regularly for the last six months. They were not suffering from any 

surgical, medical or psychiatric illness and were not pregnant. These women were interviewed by trained personnel 

and all the symptoms with their intensity were entered into the specially designed proformas. Only those symptoms 

were given importance which was present in the preceding at least three menstrual cycles. 

Results: Out of total 224 women only 34% of the women had any awareness regarding the presence of these 

symptoms in relation to menstruation. Lethargy was the commonest symptom found in 74% of women with mild 

intensity (51.9%). Least common symptom was negative thoughts present in 16% of the women. 50% of the women 

reported that their daily activities were affected by the presence of these symptoms. For the relief of these symptoms 

the commonest drug used was ponston(39.7%). The age group mostly affected in our study was from 36 to 50 years.  

Conclusion: The awareness regarding premenstrual syndrome associated symptoms is very low and especially 

amongst women belonging to rural background with low educational status. Health providers should be actively 

involved in providing information and therapies to these women so that they do not suffer in silence. 

Key Words: premenstrual syndrome, Pakistani rural women, awareness. 
 

INTRODUCTION 

Premenstrual syndrome (PMS) is defined as a group of 

symptoms that include physical, cognitive, effective 

and behavioral, which occur during the luteal phase of 

the menstrual cycle and are resolved with the onset of 

menstruation.1 

Most of the women will notice some changes in mood 

or may develop physical symptoms during the time 

preceding menstruation.  These changes are however 

minor and the symptoms are considered important if 

they interfere with routine activities at work, school or 

in social events.2 

The American College of Obstetricians and 

Gynecologists (ACOG) has defined ten diagnostic 

criteria for PMS. The person fulfills these criteria if she 

suffers from one of the six affective and one of the four 

somatic symptoms in the days preceding menstruation 

in the three prior menstrual cycles and these ceased 

within four days of onset of menses.3 

The etiology of premenstrual syndrome is still unclear 

and many causes have been proposed which include 

hormonal disturbances, abnormal serotonin function, 

interaction of endorphins and prostaglandins with 

GABA, cholecystokinin and the renin- angiotensin- 

aldosterone system.4 

As the etiology of premenstrual symptom has remained 

unclear therefore a range of treatment modalities have 

been employed in the management of PMS. Among 

these the most common ones are oral contraceptives, 

progesterone, bromocriptine, prostaglandin synthetase 

inhibitors (especially mefenamic acid), and danazol5. 

Amongst herbal treatments the trials have shown some 

benefit of chaste berry (vitex agnus castus)6 and 

evening primrose oil (Oenothera biennis)7. Amongst 

these the most promising treatments that have been 

found out to be effective are those which suppress 

ovulation.8 

We have conducted this study to find out the frequency, 

intensity and impact of premenstrual syndrome 

symptoms in our patients. As most of our patients 

belong to the low socioeconomic status with lack of 

primary education we wanted to find out what was the 

awareness level of PMS amongst them and if they were 

suffering from any symptoms of PMS, what treatments 

were used to relieve these symptoms. 
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PATIENTS AND METHODS 

This study was conducted in the out patient department 

of Obstetrics and Gynaecology unit of Fauji Foundation 

Hospital Rawalpindi over a period of six months from 

1st June 2008 to 31st December 2008 where 15672 

patients attended the outdoor clinic of Gyne and Obst. 

Unit. The hospital is a tertiary care unit where all 

referred patients from rural areas of Punjab and 

adjacent areas come. The study was approved by 

hospital ethical committee and then a questionnaire was 

developed for the interview of the patients. The doctors 

on duty in the outdoor were trained to fill the 

questionnaire under supervision of a senior doctor. 

Only those women were interviewed who were in their 

reproductive age group and were not suffering from any 

medical, surgical or menstrual problem. All the 

pregnant women and patients having psychiatric 

problems were also excluded from the study. We had a 

total of 224 women who agreed to give the interview 

who were menstruating regularly for the last six months 

thus they were fulfilling the inclusion criteria.  

The data was entered into the SPSS version 15 and then 

analysis was done. Descriptive statistics were used to 

describe the data i.e mean and standard deviation (SD) 

for quantitative variables while frequency and 

percentages for qualitative variables. 

RESULTS 

Out of total 224 patients we had only 78(34%) women 

who were aware that the presence of these symptoms 

prior to menses was due to some problems in the body 

caused by menstruation but none had any awareness of 

the exact relationship with the menstrual cycle. Approx 

10%(n=24) of patients had less than three symptoms in 

the preceding menstrual cycles while rest were 

complaining of three or more than three symptoms in 

their preceding menstrual cycles for the last three 

cycles. The mean age of these patients were 32 years 

(13-52) and we had 65%(n=146) of women married 

while 34% (n=78) were unmarried. The mean parity of 

married women were 3.6 children (0-11). 86% (n= 194) 

of the women belonged to low socioeconomic status 

i.etheir monthly income was below Rs. 5000/- while the 

rest were from middle class. Regarding the educational 

status only 6%(n=15) women were educated till middle 

class while 25(11%) had only education till primary 

level. The most common symptom was lethargy which 

was present in 74% of women and the severity was 

mild in 59%. After this the next common symptom was 

headache in about 62% of the women and mostly was 

of the minor degree i.e. 51%% (Table I). The least 

common symptom was negative thaughts which was 

only present in 40 of women and which was also in 

mild severity 62.5%. 

Table No.1:  Premenstrual symptoms in order of their Frequency and Intensity 

Sr. 

No. 

Symptom Yes Mild  Moderate  Severe  

1 Lethargy  181   (74%) 94   (51.9%) 75 (41.4%) 12 (6.6%) 

2  Headache  152   (62%) 79   (57.9%) 58 (38%) 15 (9.8%) 

3 Irritability  142   (58%) 80   (56%) 47 (33%) 15 (10%) 

4 Poor concentration 112   (45%) 87   (77.6%) 23 (20%) 2 (1.7%) 

5 Nausea  99     (40.5%) 71   (71.7%) 26 (26%) 2 (2%) 

6 Social withdrawal 93    (38%) 39   (41%) 45 (48%) 9 (9.6%) 

7 Sadness  88    (36%) 64   (72.7%) 22 (25%) 2 (2.2%) 

8 Appetite change 87    (35%) 51   (58%) 27 (31%) 9 (10%) 

9 Mood changes 85    (34.8%) 55   (64%) 29 (34%) 1 (1.1%) 

10 Depression  79    (32%) 56   (70%) 22 (27%) 1 (1.2%) 

11 Insomnia  55    (22.5%) 28   (50%) 22 (40%) 5 (9.09%) 

12 Bloating  54    (22%) 37   (68%) 17 (31%) 0 

13 Hostility  47    (19%) 23   (48%) 17 (36%) 7 (14%) 

14 Mastalgia  44    (19.6%) 22   (50%) 18 (40.9%) 4 (9.09%) 

15 -ive thoughts 40    (16.3%) 25   (62.5%) 13 (32%) 2 (5%) 

 

If we see for the level of awareness amongst different 

age groups then the most educated was the age group of 

36-50 years in which 34 (44%) of the women knew 

something regarding the cyclical changes while the next 

aware group was 25 women(32%) who belonged to the 

26-35 years group (Fig.A). Among the rest of the age 

groups 19%(n=15) women belonged to 20-25 years 

while below 20 years were only 3% of the girls who 

had awareness. There were no women in the 50 years 

age group with any information regarding these 

changes. 93 of the women stated that during this 

specific time because of the symptoms they withdrew 

from all the social activities while 58% said that these 

symptoms were not affecting their social activities. On 

the other hand 50% of the women commented that the 

daily activities were being affected due to these 
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symptoms. The age group which was more aware had 

the maximum number of the women who had limitation 

in their daily activities i.e. 38 women (33%).  

Table No.2: Different Treatments used for 

Premenstrual Symptoms 

Sr. 

No. 

Treatment  Yes  No  

1 Ponston  89    (39.7%) 135   (60.3%) 

2 Panadol  33    (14.7%) 191   (85.3%) 

3 Nicotine  25    (11.2%) 199   (88%) 

4 Vitamins  22    (9.8%) 202   (90%) 

5 Injectables  7      (3.1%) 217   (97%) 

6 Homeopathic  4      (1.8%) 220   (98.2%) 

7 Exercise  4      (1.8%) 220   (98.2%) 

8 COC 4      (1.8%) 220   (98.2%) 

9 Anxiolytics  3      (1.3%) 221   (98.7%) 

 

Figure A: Level of awareness, Daily activities and 

use of ponston in different age groups 
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As the awareness regarding the etiology of these 

symptoms was low therefore mostly tablet ponston was 

being employed for the relief of these symptoms i.e. 89 

pts were using it(Table II). Tablet panadol was the next 

commonest drug being used by 33(14.7%) women, 

Nicotine by 25(11.2%) and Vitamins by22 (9.8%) 

women. 3.1% (n=7) of the women were using 

injections of unknown nature for the relief of these 

symptoms. The least common used medication was 

anxiolytic i.e. 1.3 % while combined oral 

contraceptives, homeopathic treatments and exercise 

was used by 1.8% of women each. The use of tablet 

ponston along with maximum awareness was seen in 

the 36-50years age group i.e. the use was 17.40% while 

the total number of women were 34 (15.10%) (Fig.A). 

This group also complained of maximum limitation of 

daily activities 16.90%. In 20-25 years age group the 

awareness was only 6.6% (n=15) while the use of tablet 

ponston was also 10%. The women in 26-35 years age 

group although had a high awareness level than their 

younger counterparts i.e. 11.10% (n=25) but the use of 

medication was the lowest i.e. 8% only with limitation 

of daily activities in 11.6% cases. 

DISCUSSION 

In our present study we had included only those women 

who had come for other ailments than menstrual 

irregularities and were not suffering from any surgical, 

medical or psychiatric problem therefore a true 

frequency rate of PMS could not be given as there is no 

control group. Different studies done in the region state 

prevalence as 33%9 to 51%10. In our study we have 

tried to find out the frequency, intensity of different 

premenstrual symptoms which can have an impact on a 

healthy women’s life. 

As most of our women belonged to the rural 

background they had a low literacy rate with poor 

socioeconomic status therefore the awareness was 

present in only 34% and that too in the age group which 

was more affected i.e. 36-50 years. This is true as stated 

in the study by Hylan TR, et al11 that the women who 

experience more impairment will believe that no 

treatment is available. We had 100% of the patients 

reporting at least one of the premenstrual symptoms in 

their previous menstrual cycle and this is same in study 

by Cleckner-Smith12 in 1998 which showed 100% of 

the adolescents in the study suffering from one of the 

premenstrual symptoms. 

The most frequently occurring symptom was lethargy, 

in 79% of women which has also been stated as 84%13 

in an Iranian study on female university students. Most 

of the other studies have found irritability as being the 

commonest symptom i.e. 71.4%14, 80%11 and 37%15 

and in our study it was present in 58% of our patients 

and mostly experienced it to the mild severity. Loss of 

concentration was reported in 45% of our patients 

which was 48.3%15 in female medical students in Saudi 

Arabia. In our study group the somatic symptoms were 

of less frequency i.e. abdominal bloating (22%), 

mastalgia(19.6%) and headache in 62% only, while in 

comparison with the females in Saudi Arabia those had 

it in 75%, 64%, and 44% respectively15 

The impact on daily activities were worse as 50% of the 

women stated that this was affected while social 

withdrawal was only in 41% while in Saudi women the 

daily chores were affected in 41.6%15 

The frequency distribution of PMS symptoms showed 

that most of our patients had mild form of symptoms 

i.e. 51%-77%, moderate were 20%-48% while the 

severe intensity was reported in a range of none to 14%. 

This frequency of symptoms is same as in the study by 

Balaha15 as 45% was mild, 32% moderate and 22% was 

severe. We had less number of patients who reported 

with severe symptoms and this corresponds with the 

study by Abulhashim16 et al and Nisar10 et al where the 

severe cases were 5.8% and 4.4% respectively. 

 For the relief of these symptoms tablet ponston 

(mefenamic acid) was the commonly used drug i.e. 

39.7%. Prostaglandin synthetase inhibitor have been 
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shown to be beneficial in managing both dysmenorrheal 

and premenstrual symptoms like headache, depression, 

tension and irritability5. The next common used 

medications were multivitamin tablets (9.8%) although 

only pyridoxine 80mg was found to be superior in 

relieving anxiety and mood and has no effect on 

physical symptoms17. Similarly 1.8% of the women 

were using combined oral contraceptives, exercise and 

homeopathic form of treatments. Some studies have 

showed that some premenstrual symptoms may 

improve by doing regular exercise18 while combined 

oral contraceptives have been advocated to play a 

definitive role in ovulation suppression thus causing a 

decrease in the premenstrual syndrome14. The most 

important contraceptive pill which has some role in the 

symptoms of PMS is that constituting of drospirenone 

3mg but unfortunately it is still unavailable in Pakistan.  

A qualitative study done in 1998 in Ireland20 stated that 

the term premenstrual syndrome is understood by 

women differently than it is represented by medical 

researcher and text book authors thus clearly indicating 

that it was women’s own perception that whether she 

was suffering from PMS symptoms or not and it was 

very difficult for anyone to judge it in her place. 

Therefore making it mandatory that the most common 

symptom of PMS should be made publically aware so 

that the women do not suffer in silence. 

CONCLUSION  

Although most of the women are suffering from 

different symptoms associated with premenstrual 

syndrome, their awareness regarding the etiology is 

very low. The intensity of these symptoms might be 

mild but these do affect their daily activities therefore 

awareness should be made common to healthcare 

providers first so proper therapies can be provided 

along with counseling of these women coming from 

rural background with low education. Further studies on 

large sample of general population need to be 

conducted to confirm the frequency of PMS and also to 

plan out strategies for better detection of this disease to 

find the exact burden. The introduction of reproductive 

health education at some level of education can also 

help in providing information, education and support to 

the young girls suffering from PMS. 
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ABSTRACT 

Objective: The aim of the study was to seek the association between hypomagnesaemia and foot ulcers in type II 

diabetes mellitus and to verify the effect of age, sex, grades of ulcer, duration of ulcers and duration of diabetes and 

presence of hypomagnesaemia in the association with type 2 diabetes mellitus. 

Study Design: cross sectional study. 

Place and Duration of Study: This study was carried out in the indoor, setting of Medical Department Peoples 

Medical College Hospital Nawabshah from September 2009 to May 2010. 

Samples: The subjects were divided into two groups. One was with Grade-I Diabetic foot ulcer and the other with 

Grade-II diabetic foot ulcers with type II diabetes mellitus. Both the groups contained 50 subjects each and were 

selected according to the inclusion and exclusion criteria. 

Materials and Methods: After a brief interview of 100 patients regarding age, sex, duration of Type II diabetes 

mellitus, duration of foot ulcer and grade of foot ulcer, both groups underwent fasting serum Magnesium level and 

categorized on the basis of foot ulcers Grade-I and Grade-II according to Wagner’s classification of diabetic foot 

ulcers. 

Results: Chi – square test was applied to see the association and then odds ratio was calculated to check the strength 

of association. Out of 100 Type II diabetic patients, hypomagnesaemia was detected in 20 with grade I diabetic foot 

ulcer and in 37 patients with grade II diabetic foot ulcers having chi-square value of 13.071 and significance of 

0.000 with likelihood ratio 13.554.  

Conclusion:  There is strong association between hypomagnesaemia in foot ulcers with Type II diabetes mellitus.  

Key Words:  Hypomagnesaemia. Type II diabetes mellitus, Foot ulcers. 

INTRODUCTION 

Diabetes is a common metabolic disorder that 

constitutes a major health problem in the world. 

Accurate diagnosis and appropriate management can 

greatly reduce the morbidity and mortality rate in the 

world.  

The name "diabetes" comes from the Greek word for 

"siphon."  Evidence from an Egyptian papyrus suggests 

that the ancient Egyptians were aware of an illness 

associated with the passage of much urine. The 

association of diabetes with its hallmark symptom 

captured the attention of medical investigators for 

centuries 1. 

Diabetes mellitus is a syndrome with disordered 

metabolism and inappropriate hyperglycemia due to 

either a deficiency of insulin secretion or to a 

combination of insulin resistance and inadequate insulin 

secretion to compensate. Type II diabetes is the more 

prevalent form and results from insulin resistance with 

a defect in compensatory insulin secretion2. The 

number of people with diabetes mellitus is increasing 

due to population growth, aging, urbanization, and 

increasing prevalence of obesity and physical inactivity. 

In Pakistan there were 5.2 million cases in the year 

2000 and it is estimated to be 13.9 millions in 2030 3. 

Diabetes is a common disorder with changing 

diagnostic criteria with clear objective measurements, 

approached easily, accurately that can confirm the 

diagnosis based on the patients history, clinical 

examination and laboratory evidence. Magnesium (Mg) 

ion is an essential element and is a cofactor in both 

glucose transporting mechanism of cell membranes and 

various enzymes which plays an important role in 

carbohydrate oxidation 4. Hypomagnesemia occurs at an 

incidence of 13.5 to 47.7% among patients with Type II 

diabetes. Hypomagnesemia has been linked to poor 

glycemic control, coronary artery diseases, 

hypertension, diabetic retinopathy, and nephropathy, 

neuropathy, and foot ulcerations. 

In the present era of high technological advances and 

increasing approach to disease complexity of medical 

knowledge it is very much necessary for all of us to 

explore the all aspect of the disease and the factors 

affecting it for the patient welfare. This study will help 

in future to manage the patients properly by reducing 

the risks of complications, treating the complications, 

avoiding the complications by giving the additional 

supplements of Magnesium as primary step to manage 
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the diabetes by adding the basic element to diet and as 

drug supplements. 

MATERIALS AND METHODS 

This cross-sectional study was conducted at Medicine 

Department at Peoples Medical College Hospital, 

Nawabshah, from September 2009 to May 2010. All 

patients of uncontrolled Type II diabetes mellitus with 

foot ulcers were included in this study. Detailed history 

was taken from all the patients regarding diabetes 

mellitus. Detailed clinical examination of the patients 

was done. 

The venous blood were drawn after the admission of all 

patient in fasting state and sent to PMCH Nawabshah 

laboratory for analysis of serum Magnesium level by 

using  Xylidyl Blue method with 3338 Merck test Kit 

(Merck). Level below <1.5 meq/l were labeled as 

hypomagnesemia. 

Inclusion criteria were all uncontrolled DM type II 

male/female patients of > 45 years age, with diabetic 

foot ulcers patients associated grade-I foot ulcers and 

grade-II foot ulcers. Exclusion criteria were patients 

with acute complication of diabetes mellitus (such as 

diabetic keto-acidosis, lactic-acidosis, hypoglycemia, 

hyperosmolar non ketotic coma. Patients with 

gestational DM), cerebrovascular accidents , patients on 

dialysis with renal failure, patients on drugs like 

diuretics or containing Magnesium, patients on extra 

supplementation of Magnesium, foot ulcers other than 

type 2 DM and ulcers other than grade I and grade II. 

RESULTS 

One hundred cases of Type -II DM with foot ulcer were 

admitted during the study period. Out of 100 total 

patients 50 cases were Grade-I and 50 cases were 

Grade-II . 64(64%) were male and 36(36%) female 

with male female ratio of 1.7:1(Chart No.1) . There was 

wide variation of age ranging from a minimum of 45-70 

years with mean age of 57.31 + 6.18 years. 

Chart No 1 

 

The education level was 30 un-educated, 53% primary, 

15% middle and 02% patients were only matriculation 

pass. By occupation; male patients were 25% farmers, 

26% laborers, 02% drivers in 11% patients were 

without any current occupation and all 36% female 

patients were housewives.  

Duration of disease 30% patients had duration of less 

than 05 years, 39% had duration of 5-10 years and 31% 

patients had duration of more than 10 years.  

After the analysis of serum Magnesium level out of 100 

patients 57% were with low serum magnesium and 43% 

were with normal magnesium level and as the grade of 

foot ulcer increases the frequency of hypomagnesaemia 

also increases as in majority of the cases.  

Out of 57 patients the duration of disease <05 years 

were in 15 cases, 05-10 years were in 14 cases and >10 

years were in 28 cases associated with 

hypomagnesaemia, while remaining 43 patients the 

duration of disease < 05 years in 15 patients , 05-10 

years  in  25 patients and 03 with duration > 10 years 

were with normal serum magnesium level.  

Duration of diabetic foot ulcer and duration of diabetes 

has a co-relation, as the duration of type II DM 

increases the risk of hypomagnesemia also increases 

that was statistically significant with p-value<0.001 and 

simultaneously as the grade of foot ulcer progresses the 

risk of hypomagnesemia also increases. In Grade-I 

diabetic foot ulcer patients 20(40%) have 

hypomagnesaemia and 30(60%) have 

normomagnesemia and in Grade II 37(74%) patients 

have hypomagnesaemia and 13(26%) patients 

normomagnesemia that was statistically significant with 

p-value <0.001 (Chart No.2). 

Chart No.2 

 

DISCUSSION 

Diabetes mellitus is a major health problem and 

hypomagnesaemia represents an important issue in its 

management. It is matter of intensive research in 
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western countries. A comprehensive study of the 

problem should be based upon clinical assessment as 

well as biochemical and laboratory investigations, 

including co-relation of blood glucose concentrations 

with levels of insulin and counter-regulatory hormones 

like glucogan, adrenaline, cortisol, and many other 

important substances like trace elements like copper, 

zinc, magnesium and other trace elements. 

There are lot of studies about the diabetes and its 

complications but there is limited data available in our 

setup. The data collected in these patients indicates that 

in adult practice problem of hypomagnesaemia is more 

pronounced in Type II diabetics with its chronic 

complication like foot ulcers. In my study the 

hypomagnesaemia is a common finding in two sub 

groups of diabetic foot ulcer (grade-I and grade-II). Out 

of 100 patients there 64(64%) were male and 36(36%) 

female with male female ratio of 1.7:1.in our study 

there were decreased ratio of females as compared with 

males, the possibility of our social back ground low 

level of education are important factors to influence it. 

There was wide variation of age ranging from a 

minimum of 45-70 years with mean age of 57.31 + 6.18 

years. However the male to female distribution given 

by Kaur T 5 are 203 male and 197 female with male 

female ratio is 1:1.03 and age range between 30 to 70 

years. 

Some previous decades, the interest of health 

professionals towards the importance of education 

concerning self management of type II diabetes has 

been rapidly increased. The final goal of educating 

patients with diabetes mellitus type II is to accomplish 

changes of the human behavior through acquisition of 

knowledge and understanding of the disease 6. In our 

study education level was 30 un-educated, 53% 

primary, 15% middle and 02% patients were only 

matriculation pass. By occupation; male patients were 

25% farmers, 26% laborers, 02% drivers in 11% 

patients were without any current occupation and all 

36% female patients were housewives. 

In our study normomagnesemia were 43% and 

hypomagnesaemia were out of 57% ; while some other 

studies reported were hypomagnesaemia in patients 

type I and type II diabetes mellitus, with an incidence 

of 25%–39% 7,8,9.  

Diabetes mellitus is one of the most common causes of 

magnesium deficiency 10. Hypomagnesaemia is related 

to poor metabolic control, which is attributed to 

increase in urinary magnesium loses 11 and although we 

did not determine glycosylated hemoglobin levels in 

our patients, poor diabetic control might be an 

additional factor for their hypomagnesemia. Other 

factors, however including vomiting, diarrhea, low 

sodium intake and diuretic use may play a role in 

magnesium deficiency in diabetes. Recent evidence 

suggests that insulin enhances the transport of 

magnesium into cells; thus, lack of insulin may result in 

an intracellular magnesium deficit 12,13. In our study 

showed hypomagnesemia with the duration of disease 

<05 years were in 15 cases, 05-10 years were in 14 

cases and >10 years were in 28 cases associated with 

hypomagnesaemia, while remaining 43 patients the 

duration of disease < 05 years in 15 patients , 05-10 

years  in  25 patients and 03 with duration > 10 years 

were with normal serum magnesium level. While the 

study of Ankush RD showed Decreased levels of 

plasma magnesium, erythrocyte reduced glutathione 

and erythrocyte superoxide dismutase activity while 

increased levels of plasma lipid peroxides, nitric oxide 

end products and erythrocyte membrane lipid peroxides 

were observed in patients with type-2 diabetes  

mellitus 14. 

The diabetic state interferes in the maintenance of the 

normal concentrations on body Mg, being able to 

trigger hypomagnesemia easily, mainly in poor 

metabolic control, which leads more spontaneously the 

outcome of diabetic chronic complications.  

In our study results showed Grade-I diabetic foot ulcer 

patients 20(40%) have hypomagnesaemia and 30(60%) 

have normomagnesemia and in Grade II 37(74%) 

patients have hypomagnesaemia and 13(26%) patients 

normomagnesemia that was statistically significant with 

p-value <0.001. However study of Moran R 15 

suggested that hypomagnesemia may be associated with 

an increased risk of diabetic foot ulcers. Indeed, they 

observed a higher incidence of hypomagnesemia among 

their patients with diabetic foot ulcers compared with 

those without the condition (93.9% of the 33 patients 

with diabetic foot ulcers compared with 73.1% of the 

66 patients without diabetic foot ulcers; p value 0.02) 16. 

As such, extrapolations to Mg deficiency should be 

viewed with caution because in our setup male mostly 

do the strenuous daily rough work and are more prone 

to get injuries which are not noted as in routine deal as 

simple injury. 

CONCLUSION 

The diabetic condition interferes in the maintenance of 

the normal Mg concentrations, which leads more 

spontaneously the conclusion of chronic complications 

associated with Type II DM with foot ulcers. Diabetic 

foot ulcers in 57% of patients as concluded from  

my study. 

Recommendations 
I therefore emphasize that serum magnesium be 

routinely included for the analysis and early correction 

be made so that DM with the complication of foot ulcer 

can be prevented and controlled accordingly. 

We recommend periodic determination of magnesium 

levels and appropriate magnesium replacement. To 
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examine the effect of magnesium replacement on 

outcomes, a long-term prospective study is needed. 
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ABSTRACT 

Objective: To confirm the safety and efficacy of the product for human health due to its wide use and to explore its 

effects on CNS.  

Study Design: Experimental and observational 

Place and Duration of Study: This study was conducted at Frontier medical college Abbottabad Pakistan in  

March 2011. 

Materials and Methods: Thirty rabbits divided into five groups were administered Qurs saffron at the dose of 50, 

100 and 200 mg/kg, Caffeine 100mg/kg orally and the last group was taken as control group, received normosaline. 

The animals were observed for behavioral changes at 30 min intervals. 

Results: At 50mg/kg of the drug were found to have mild stimulant activity, while 100mg/kg were found to have a 

moderate CNS stimulant properties same like caffeine at a dose of 50mg/kg. While at a dose of 200mg/kg Qurs 

saffron were found to have a strong stimulant properties. 

Conclusion:  From the current study it can be concluded that the product have dose dependent CNS stimulant 

effects.  

Key Words: Qurs saffron, Caffeine, CNS stimulant effects. 

INTRODUCTION 

Nature has been a source of medicinal agents and a 

large number of drugs are isolated from natural sources. 

Medicinal plants have a great value in the field of 

health. From the very past the use of herbal medicine 

have been very important, and fulfills the primary 

health care needs of about 80% of the world 

population1. 

Qurs saffron (herbal tablets) is used as an analgesic for 

the treatment of all body pain, especially it is prescribed 

for the treatment of arthritis. It claimed to have the 

following plant extracts. I.e. Meadow saffron, 

Colchicum, Murdannia, Asparagus, Pellittory, China 

root, Mace, Dill, Peppermint, Fennel fruit, Horse 

radish, Kala dana, Black pepper, Long pepper and 

Coral. 

Colchicum autumnale (meadow saffron), are well 

known, preparations traditionally used as medication 

against gout2. Asparagus officinalis is a 

spring vegetable, a flowering perennial3, plant species 

in the genus Asparagus, eaten raw as a component of a 

salad. Dill (Anethum graveolens) is a short-

lived perennial herb. In Arabic, dill seed is called ain 

jaradeh (means cricket eye) used as a spice in cold 

dishes like fattosh and pickles. In Lao cuisine and parts 

of northern Thailand and Vietnam, dill is known in 

English as Laotian coriander4. Horseradish (Armoracia 

rusticana, syn. Cochlearia armoracia) is a perennial 

plant of the Brassicaceae family, Known to 

have diuretic properties, the roots have been used to 

treat various minor health problems, including urinary 

tract infections, bronchitis, sinus congestion, in-

growing toe nails and coughs. Compounds found in 

horseradish have been found to kill some bacterial 

strains5. Peppermint has promising radio protective 

effects for cancer patients undergoing cancer 

treatment6. Peppermint oil has a high concentration of 

natural pesticides, mainly menthone7. Saffron is a spice 

derived from the flower of the saffron crocus (Crocus 

sativus). Crocus is a genus in the family Iridaceae. 

Saffron has many medicinal uses8. A 2010 double-

blind, placebo-controlled study found saffron helped 

mild to moderate Alzheimer's disease9. Crocetin, an 

important carotenoid constituent of saffron, has shown 

significant potential as an anti-tumor agent in animal 

models and cell culture systems10.   

As arthritis is a most common disease in the old age, 

and most of the people believed that, herbal medicine 

have a great effect in this disease, rather than allopathic 

medicines. Qurs saffron tablets (herbal product) widely 

used for the treatment of gout and other body pain. And 

an observation from the users that the drug has alertness 

properties, therefore the current study was designed 

with a view to confirm and explore the CNS stimulant 

activity of the product. 

http://en.wikipedia.org/wiki/Vegetable
http://en.wikipedia.org/wiki/Asparagus_(genus)
http://en.wikipedia.org/wiki/Perennial_plant
http://en.wikipedia.org/wiki/Herbaceous
http://en.wikipedia.org/w/index.php?title=Fattosh&action=edit&redlink=1
http://en.wikipedia.org/wiki/Lao_cuisine
http://en.wikipedia.org/wiki/Isan
http://en.wikipedia.org/wiki/Vietnam
http://en.wikipedia.org/wiki/Perennial_plant
http://en.wikipedia.org/wiki/Perennial_plant
http://en.wikipedia.org/wiki/Brassicaceae
http://en.wikipedia.org/wiki/Diuretic
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MATERIALS AND METHODS 

Drug Material 

The fresh formulated drug (Qurs saffron) was 

purchased from local market of Taxila Pakistan. The 

specimen pack, marked with a number 1821 has been 

deposited in Pharmacology Museum, Frontier Medical 

College Abbottabad Pakistan. 

Preparation for tests 

Isotonic solution of Qurs saffron tablets and Caffeine 

tablets were prepared by dissolving in sufficient 

quantity of normo-saline to prepare 50mg/ml, 

100mg/ml, and 200mg/ml of Qurs saffron and 

100mg/ml of Caffeine. 

Experimental Animals  

Rabbits of either sex were breed locally. Their average 

weight was in the range of 1.5 – 2.0 kg. They were 

maintained at the “Animal House of Frontier Medical 

College Abbottabad” as per Byelaws of Scientific 

Procedures. Animals were given free access to standard 

diet along with fresh water.  

Experimental Protocol  

Evaluation of general behavioral profiles was 

performed by the method of Dixit and Varma11. Thirty 

rabbits of either sex were taken and divided into five 

groups. Each group contained six animals. Qurs saffron 

was administered to the first three groups of animals at 

the dose of 50, 100 and 200 mg/kg orally. One group 

was administered Caffeine 100mg/kg orally and the last 

group was taken as control group, received normosaline 

in the same amount as that to the others.  

The animals were under observation for their 

behavioral changes, if any, at 30 min intervals in the 

first one hour and at the hourly intervals for the next 4 

hour for the following parameters. The alertness was 

recorded by visual measure of the animal’s response. 

The normal behavior at resting position was scored as; 

No activity (-) 

Little activity (+) 

Moderate activity (+ +) 

Strong response (+ + +) 

RESULTS  

The qualitative CNS stimulant activity of Qurs saffron 

revealed that, this herbal drug has a strong stimulant 

effect on central nervous system, and was found to be 

dose dependant. Further their stimulant effect was 

compared with caffeine, which was found to be 

approximately same as that of caffeine as given in table 

1. Qurs saffron at a dose of 50mg/kg were found to 

have mild CNS stimulant activity, while caffeine at a 

dose of 50mg/kg showed moderate stimulant effect. A 

moderate CNS stimulant effect  were also noted at a 

dose of 100mg/kg of  Qurs saffron, and this effect were 

found so severe in the experimental animals that were 

administered with a dose of 200mg/kg of this  

particular drug. 

Table No.1: CNS stimulant effect of Qurs saffron  

Type of 

Extract 

Quantity & Extant of alertness and Visual 

behavioral changes in Animals No. 

1 2 3 4 5 6 Cumulative 

Qurs 

saffron 

50 

mg/kg 

+ + ++ + + + + 

Qurs 

saffron 

100mg/kg 

++ ++ ++ ++ ++ ++ ++ 

Qurs 

saffron 

200mg/kg 

++ ++

+ 

++

+ 

++

+ 

++ ++

+ 
+++ 

Caffeine 

50mg/kg 
++

+ 

++ ++ ++ ++ ++

+ 

++ 

Isotonic 

solution  
- - - - - - - 

+++ excess (Present)  ++ Moderate (present) 

+ Mild (present)- Absent 

DISCUSSION 

Group-1 received Qurs saffron at a dose of 50mg/kg 

showed a mild CNS stimulant activity. Group-2 

received Qurs saffron at a dose of 100mg/kg showed a 

moderate stimulant activity. Group-3 received Qurs 

saffron at a dose of 200mg/kg showed a strong CNS 

stimulant activity. Group-4 received Caffeine at a dose 

of 50mg/kg showed a moderate CNS stimulant activity. 

Group-5 received only normosaline did not show a 

measurable CNS stimulant activity.  

As Qurs saffron claimed to have the following 

plant extracts. I.e. Meadow saffron, 

Colchicum, Murdannia, Asparagus, 

Pellittory, China root, Mace, Dill, 
Peppermint, Fennel fruit, Horse radish, Kala 

dana, Black pepper, Long pepper and Coral. 
Maclagan reviewed the published experience with 

colchicum, which is also present in this particular drug; 

he described his own clinical studies12. He found 

colchicum useful as a diuretic in dropsy following 

scarlet fever, especially when the urine was suppressed 

and signs of coma were present. He recommended 

colchicum as an anti-inflammatory drug in acute gout, 

in acute articular rheumatism, and in urticaria. 

Maughan and Griffin reported that Caffeine has diuretic 

properties when administered in sufficient doses to 

subjects who do not have a tolerance for it8. So both the 

drugs were reported to have diuretic properties.  
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Haden, in 1820 published a monograph on the use of 

colchicum as a general remedy in the treatment of acute 

and chronic inflammatory diseases13. His father has 

begun the use of colchicum in gout after want’s report 

he extended the use of the remedy from gout to 

rheumatism.  

Armstrong considered colchicum a medicine of 

considerable benefit in inflammatory fever; He 

recommended it especially in acute or sub-acute 

rheumatism, and in internal serous inflammation, 

particularly of the arachnoids or of the pleura for the 

treatment of dropsy14.From these it can be concluded 

that the alkaloids colchicines may be present in excess 

in the drug which have more potent anti-inflammatory 

activities responsible for anti-gout effects. And has also 

had some chemical constituents which have strong CNS 

stimulant properties like Caffeine etc, and need to a 

have a quantitative study of the drug. 
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 ABSTRACT 

Aim of study: The aim of our study was to find out the definite diagnosis of hepatomegaly and the prevalence of 

variopus causes of hepatomegaly in Balochistan.  

Study Design: Experimental and Observational study.  

Place and Duration of Study: This study was conducted in the Medical Unit-III, Bolan Medical College, Quetta 

from April 2009 to December 2010. 

Patients and Methods: 105 patients were admitted in our medical unit III with the clinical presentation of  

hepatomegaly .Patients were the age group 10 years to 85 years,73 patients were males and 23 patients were 

females. Patients with congestive hepatomegaly were excluded from this study and methods used in this study were 

history, clinical examination, LFTs and liver biopsy. 

Results: The incidence of various common  causes of hepatomegaly in Balochistann are ameobic liver abscess 12% 

hydatid disease of liver 13% hepatocelluar carcinoma 15%, hepatitis 17%,obstructive jaundice 9% &  

normal  9%. 

Conclusion: The most common causes of Hepatomegaly in Balochistan are  ameobic liver abscess , hydatid disease 

of liver, hepatocelluar carcinoma ,viral hepatitis ,obstructive jaundice. This study has shown that percentage of 

hydatid disease of liver, fatty liver and lymphoma, as compare to Durban study was higher. This study will help in 

managing and under standing various causes of hepatomegaly in field of Therapeutics and Research, especially in 

Balochistan. 

Key Words: Hepatomegaly, Liver abscess, Ameobic liver abscess, Hepatocelluar carcinoma. 
 

INTRODUCTION 

Since the recommendation of World Health 

Organization in 1985, to use ultra sound equipment it 

has become readily available for diagnostic imaging, in 

the developing countries. The use of ultrasound for 

definite diagnosis of hepatomegaly has increased. The 

list of causes of hepatomegaly is long, but there are 

certain etilogies peculiar to each area, with the aim in 

mind we devised a study to find out the most common  

causes of  hepatomegaly encountered in Balochistan, as 

all the patients of the province are referred to Civil 

Hospital Quetta for investigations and treatment .The 

most common  causes of hepatomegaly in Balochistann 

are ameobic liver abscess, hydatid disease of  liver 

,hepatitis, obstructive jaundice and  hepatocelluar 

carcinoma. The increased incidence of viral hepatitis 

and amoebic liver abscess  secondary  to  amoebic 

colitis is due to poor sanitary conditions and inadequate 

availability of pure drinking water. Hydatid disease of  

liver is more common because the occupation of  the 

majority of the people of Balochistan is farming and 

they are in close association with the dogs used for the 

herding sheep, goats and cattle, the reservoir of 

infection, thus completing the life cycle of hydatid 

disease. Hepatocellular carcinoma is a common  

neoplasm world wide and a relation between this 

neoplasm and infection with hepatitis B virus and 

hepatitis C virus has  been described. 

PATIENTS AND METHODS 

Hepatomegaly is one of the common causes of 

admission of patient in medical wards. 

105 patients were admitted in our medical unit III with 

the clinical presentation of  hepatomegaly .Patients 

were the age group 10 years to 85 years,73 patients 

were males and 23 patients were females .Patients with 

congestive hepatomegaly were excluded from this 

study. In order to reach the definite diagnosis the 

following parameters were utilized 1)History 2)Clinical 

examination  3)Liver function test .4) HbsAg,HBe Ag, 

HBv DNA Polymerase  .5)Anti HCV Anti body ,HCV 

RNA by PCR 6)Ultra sound scanning 7)Liver biopsy 

8)Needle aspiration of liver abscess 9)Hepatic surgery 

for hydatid liver disease and subdiaphragmatic abscess. 

Liver biopsy was done with the trucut needle. The 

biopsy specimen was sent to the laboratory in formalin. 

Tissue piece after sectioning and fixation was stained 

with haematoxylin and eosin. Indirect 

heamaggultination test was carried out for hydatid 

disease of liver. 



Med. Forum, Vol. 22, No.10  October, 2011 
 

63 

RESULTS 

The incidence of various common causes of 

hepatomegaly in Balochistann are ameobic liver  

 

 

abscess 12%, hydatid disease of liver 13%, 

hepatocelluar carcinoma 15%, hepatitis 17%, 

obstructive jaundice 9% & normal  9%. 

 

Table No.1: Percentage of different diseases in different age groups of male and female. 

Total number of cases…………..105 

Sr.No. Diagnosis No. of Cases % Age Limit (Years) Sex 

1 Amoebic liver abscess                                   12 24-85 All Male 

2 Hepatocelluar carcinoma 15 34-60 All Male 

3 Viral Hepatitis 17 24-56 10M  10 F 

4 Fatty Change 05 35-52 03M   02F 

5 Hydatid disease 13 30-60 10M   03F 

6 Obstructive jaundice 09 44-52 04M   05F 

7 Lymphoma 05 32-45 03M   02F     

8 Metastasis 51-85 51-85 04M   01F 

9 Thalaseamia 03 13-17 03M   0  F 

10 Subdiaphragmatic abscess 03 17-35 02M   01F 

11 Hepatic Tuberculosis 02 10-15 01M   01F 

12 Chronic Lymphocytic Leukemia 02 35-46 01M   01F 

13 Sarcoidosis 01 56 Male 

14 Visceral Leishmaniasis 01 17 Male 

15 Glycogen Storage Disease 02 10-12 01M   01F 

16 Primary Biliary Cirrhosis 01 50 Female 

17 Normal 09 12-60 05M   04F 

 

DISCUSSION 

The study which we carried out included 105 patients 

which were admitted in the year April 2009 to 

December 2010 in Medicine unit III of Civil Hospital 

Quetta. In this study patients included from Quetta and  

all the referred patients from peripheral hospitals of 

Urban & Rural areas  of Balochistan. In Table No.1, the 

incidence of amoebic liver abscess as a cause of 

hepatomegaly was 12%. All the patients were male and 

belong to age group 24 - 85 years. The importance of 

ultrasound in the diagnosis and management of liver 

abscess has been emphasized by Berry et al in 19864.we 

were able to localize the amoebic liver abscess and 

drain it by needle aspiration with the help of 

ultrasonography in all cases. One case presented as 

obstructive jaundice due to huge size of amoebic liver 

abscess. Hydatid cyst as a cause of hepatomegaly was 

found in 13% of patients. This incidence of  hydated 

disease of liver is much higher than the study of 

Maharaj et al in 19855, where an incidence of less than 

0.5% has been reported. Hepatocelluar carcinoma was 

diagnosed in 15% of the patients. All the patients were 

male, the age group of patients was from 34-60 years. 

This male preponderance in hepatocellular carcinoma 

has been reported from Africa and the orient with male 

to female ratio of 6:16.The oncogenic role of hepatitis B 

virus and hepatitis C virus in hepatocellular carcinoma 

is particularly important in countries with a high 

prevalence of HBV infection7. obstructive jaundice  

was diagnosed in 9% of patients with hepatomegaly. 

Four of these patients had gall stones in common bile 

duct, 3 patients had carcinoma common bile duct and 2 

patients had carcinoama of head of pancreas. In a 

similar study of the etiological diagnosis of extrahepatic 

cholestasis,31% of patients had gall stones in common 

bile duct,28.5% of  patients had carcinoma pancreas 

and 5.7% of patients had bile duct tumor as cause of 

extraphatic cholestasis8.17 patients with hepatomegaly 

were diagnosed as to have viral hepatitis Patients were 

of  the age group 24 to 56 years. Six patients were 

HbsAg positive, out of which 2 had hepatitis more than 

6 months duration and they were HBe Ag and HBs 

DNA Polymerase their liver biopsies showed chronic 

hepatitis. Liver metastasis was diagnosed by ultrasound 

and liver biopsy in 5% of patients. Two patients had 

metastasis from carcinoma colon. One female patient 

had carcinoma breast with liver metastasis. In two cases 

the primary malignancy could not be traced. About 

50% of all carcinoma originating from the splanchnic 

area and about 35% of these arising out side the portal 

venous drainage area eventually spread to the liver6. 

We have found ultrasound to be very sensitive in 

detecting hepatocellular carcinoma and early metastasis 

in liver9.With the help of ultrasound the site and depth 

of  focal  lesion can be measured and needle liver  
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Table No.2: Percentage of different diseases in two cities. 

Sr.No. Diagnosis Durban Study Quetta Study 

1 Amoebic liver abscess 12.7% 12% 

2 Hydatid disease 0.5% 13% 

3 Hepatocelluar carcinoma 15.7% 15% 

4 Hepatitis 18.0% 17% 

5 Fatty change 02.0% 05% 

6 Metastasis 12.0% 05% 

7 Lymphoma 0.6% 05% 

8 Chronic Lymphocytic Leukemia 0.0% 02% 

9 Hepatic Tuberculosis 04.5% 02% 

10 Thalaseamia 0.0% 03% 

11 Sub diaphragmatic abscess 0.0% 03% 

12 Alcholic Hepatitis 03.8% 0.0% 

13 Obstructive jaundice 0.0% 09% 

14 Schistosomiasis 04.5% 0.0% 

15 Normal 17.0% 09% 

 

biopsy taken accurately from site of lesion, increasing 

the diagnostic accuracy of  needle biopsy10.This make 

ultrasound and liver biopsy as supplementry to each 

other, rather than substitutes. Hepatic tuberculosis was 

diagnosed by liver biopsy in two cases, one patient was 

female aged ten years and second patient was male 

aged 15 years. Ultrasound is of little value in the 

diagnosis of hepatic tuberculosis12.Hepatic biopsy is the 

only method to confirm the diagnosis of hepatic 

tuberculosis. Hepatomegaly due to fatty infiltration of 

the liver was diagnosed in 5% of patients.55 patients 

have diagnosed to have Non-Hodgkin lymphoma upon 

liver biopsy. The patients with hepatomegaly were 

diagnosed to have chronic lymphocytic leukaemia in 

peripheral blood smear nad bone marrow aspiration 

biopsy. Three male patients who presented with 

hepatosplenomegaly were diagnosed as thalassaemic 

upon haemoglobin electrophoresis. Three patients who 

presented with hepatomegaly were diagnosed to have 

subdiaphragmatic abscesses upon ultrasound 

examination which were later drained surgically. In 9 

cases with hepatomegaly, liver histology was normal 

upon liver biopsy. Patients with glycogen storage 

disease were members of the same family.  In Table 

No.2, the comparison of this study with a similar study 

in 1986 by Maharaj et al 5 in Durban reveals both 

similarities and differences in the prevalence of various 

cause of hepatomegaly. The percentage of hydatid 

disease of liver, atty liver and lymphoma was higher in 

our study. No case of chronic lymhocytic leukaemia, 

thalasaemia, obstructive jaundice and sub-

diaphragmatic abscess as a cause of hepatomegaly was 

reported in the Durban study. No case of schistosmiasis 

and alcholic hepatitis is reported in our study. The 

detail comparison given in the Table No.2.  

CONCLUSION 

The most common causes of Hepatomegaly in 

Balochistan are  ameobic liver abscess,  hydatid disease 

of liver, hepatocelluar carcinoma, viral hepatitis, 

obstructive jaundice. This study has shown that 

percentage of hydatid disease of liver, fatty liver and  

lymphoma ,as compare to Durban study was higher. 

This study will help in managing and under standing 

various causes of hepatomegaly in field of Therapeutics 

and Research, especially in Balochistan. 
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