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Editorial      Morgellons Disease may be Psychiatric 

Disorder 

Dr. Azhar Masud Bhatti 
Editor in Chief  

Morgellons symptoms are as creepy as the name 

implies. Patients report slow-to-heal sores that often 

feel like bugs are crawling under their skin. They often 

scratch themselves raw. And they also report that 

mysterious colored fibers, granules, worms, eggs, 

fuzzballs, or other stuff comes out of their skin. The 

CDC study was launched in 2008 at the request of 

California Sen. Dianne Feinstein because of a rash of 

Morgellons reports in that state. 

The findings do not rule out the possibility that 

Morgellons is a newly recognized disease, note CDC 

researcher Michele L. Pearson, MD, and colleagues in 

the online journal PLoS One. But after performing 

detailed examinations of patients, running blood and 

urine tests, analyzing skin biopsies and “fiber” 

particles, conducting psychological examinations, and 

looking for disease clusters, the researchers could not 

find any common cause of illness among Morgellons 

patients. 

They suggest that the patients’ symptoms and histories 

are similar to those of patients with a psychiatric 

condition called delusional infestation — the delusional 

belief that one is infested with parasites. More broadly, 

the findings suggest that Morgellons disease may result 

from the downward mind/body spiral known as 

somatization or somatoform disorder. In these 

conditions, physical symptoms worsen underlying 

anxiety or mood disorders, which then worsens the 

physical symptoms. 

Morgellons disease is not an official medical diagnosis. 

The term was coined in 2002 by Mary Leitao, who in 

2008 told WebMD she’d noticed “balls of fiber” 

coming out of her 2-year-old’s skin, just before sores 

developed. Leitao got the word “Morgellons” from a 

17th century text describing an illness in which black 

hairs were said to appear on the backs of children in 

France. 

The name stuck, even though there’s no evidence the 

disease is linked to the modern condition. The CDC 

study looked for patients treated from 2006 to 2008 for 

any Morgellons symptoms by Kaiser Permanente 

Northern California. Out of the 3.2 million people 

enrolled in the program, they identified 115 patients. 

Another 11 patients who heard of the study offered to 

participate. In the end, 41 patients had full physical 

examinations. 

As in previous studies of Morgellons, the patients 

tended to be female (77%) and white (77%). 

Three-fourths of the examined patients had sores on 

their skin. Half of the lesions were merely sun damage, 

but 40% showed signs of scratching or irritation, and 

16% looked like bug bites or allergic reactions to drugs. 

Sixteen of the lesions had materials stuck in them. Most 

turned out to be cotton fibers, probably from clothing; 

some were skin fragments likely caused by scratching. 

Importantly, normal areas of the patients’ skin had 

nothing wrong with them, suggesting that there was no 

systemic skin disease. Psychiatric evaluations showed 

that the patients’ average intelligence was somewhat 

higher than normal. But 60% of the patients showed 

signs of cognitive impairment, and 63% had “somatic 

complaints,” often “incapacitating fatigue.” 

The patients’ level of “functional impairment and 

disability” was “comparable to that detected among 

persons who have serious medical illnesses and 

concurrent psychiatric disorders,” Pearson and 

colleagues note. People with somatic disorders tend to 

by hyper-aware of normal body sensations — and they 

tend to interpret these sensations as medical illness. 

This stress has real physical effects on the body and 

leads to a spiral of worsening physical symptoms and 

psychological health. Psychotherapy is far more likely 

to be successful than medication in breaking this cycle. 

Pearson and colleagues suggest that since they cannot 

find a common cause of Morgellons disease, patients 

should get “standard therapies for co-existing medical 

conditions and/or those recommended for similar 

conditions such as delusional infestation.” Patients who 

are convinced they are infested with parasites often 

respond to treatment with antidepressant or 

antipsychotic medication. 
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Prevalence and Correlation of Osteoporosis 

 with different Risk Factors 
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ABSTRACT 

Objectives: To determine the prevalence and severity of low bone density and its correlation with different risk 

factors for osteoporosis in Quetta.  

Study Design: Descriptive cross sectional study. 

Place and Duration of Study: This study was conducted in the suburbs and urban setup of Quetta from February, 

2009 to March, 2009. 

Materials and Methods: A total of 212 females ranging from 18-72 years of age were selected. The subjects were 

interviewed regarding dietary calcium, socio-economic conditions and the associated diseases, and risk factors for 

osteoporosis. The calcaneal bone density of the subjects was measured using Bone Sonometer. Data was employed 

to differentiate between osteopenic and osteoporotic women and to analyze the results statistically.  

Results: Risk factors for osteoporosis were highly prevalent.  Many rural area subjects were current or former 

smokers (45%), and were negatively correlated (-.234) with low bone density. Total dietary calcium intake from 

both the localities was much lower than recommended. Subject with normal bone mineral density (57%) were 

prevalent, with 56 % in rural area residents and 58 % in urban area. Amongst all the subjects, 24 % were osteopenic, 

(18% in rural area and 30 % in urban area; 19 % had osteoporosis with 26 % in rural area and 12 % in urban area. T-

score of all the subjects was positively correlated with physical acitivities and total calcium intake, (p<0.01) and 

negatively correlated to smoking (r= -0.234, p<0.01), bone fracture history (r=-0.311 p<0.01), junk food especially 

in the young women of urban locality and old age. The mean t-score of Killi natives was -1.3 compared to an 

average t-score of -0.9 for urban natives.  

Conclusion: The risk factors for low bone density and osteoporosis are prevalent in both urban and rural women 

and are likely to increase during the next decade due to the aging of this population.  A comprehensive prevention 

program to reduce the prevalence of amendable risk factors in this population is necessary. 

Key Words: Calcium, Bone Mineral Density, Osteopenia, Osteoporosis, Rosl factors. 

INTRODUCTION 

Functions, such as blood-clotting and regulating our 
heart beat. That's why when we don't eat enough 
calcium-rich food to meet the body's needs, the mineral 
is drawn from bones to maintain Calcium is an essential 
building material for our bones. It is also involved in 
other essential a relatively constant supply in the 
bloodstream. This, in turn, speeds up the loss of bone 
mass. Old bone is constantly being broken down and 
removed, and new bone tissue is built to replace it. In a 
healthy adult, the bone cells osteoblasts synthesize the 
organic components of the bone matrix, which later 
mineralizes. Whereas, osteoclasts, break down or resorb 
bone.  However, rate of bone-building changes as we 
age1. Up to about age 35, new bone is added to the 
skeleton more rapidly than old bone is removed. After 
that, bone is lost more quickly than it is built and, as a 
result, the skeleton becomes less dense2. In 
Osteoporosis the normal architecture of bone is 
disrupted and the matrix of bone is demineralized. The 
balance is disturbed and osteoclasts resorb bone faster 
than osteoblasts can replace it, reducing the bone 
strength3. 
Women are at highest risk for osteoporosis because 

they have lighter frames than men do. Moreover, 

decreasing levels of the hormone estrogen at 

menopause accelerate bone loss and make women more 

susceptible to fractures. In old age especially after 50 

years of age bone becomes incredibly fragile4.  Lack of 

physical activity or weight bearing exercises is an 

important risk factor for osteoporosis5. But osteoporosis 

isn't a normal part of aging. It is preventable, and new 

insights into the disease are making it more detectable 

and treatable than ever before. 

In this study the prevalence and severity of low bone 

density an d associated risk factors for Osteoporosis 

were accessed in females ranging from 18-72 years of 

age from suburb villages of Quetta and compared it 

with the women of higher income of same ethnic group 

in urban localities of Quetta city. The results of the 

study can be used to formulate and design health 

education programs which will address different risk 

factors in urban and rural population of Quetta. 

MATERIALS AND METHODS 

A descriptive cross sectional study was conducted from 

February, 2009 to March, 2009, to find the bone 

mineral density of the local females living in the 

suburbs (village or killi) of Quetta and was compared 

with the urban population of Quetta. A total of 228 

healthy females, 116 from killi and 112 from urban 

Original Article 
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population (in a college) ranging from 18-72 years of 

age were selected by inclusion criteria. Persons with 

fractures due to major trauma, with metabolic bone-

related diseases or any treatment (bisphosphonate, 

calcium, and vitamin D3) known to influence calcium 

metabolism and women taking Hormone Replacement 

Therapy (HRT) were excluded from the study. 

All subjects were interviewed after obtaining consent, 

by using a closed ended questionnaire6.  These 

questionnaires were entered into the database software 

(Epi Info 6.04b, CDC, Atlanta, GA) personal computer. 

Questionnaire data was used to estimate dietary 

calcium, socio-economic conditions, physical activities, 

smoking habits, associated diseases, and risk factors for 

osteoporosis. During the interview, each subject was 

asked for how many servings per week in the last year 

on average they ate in a given food item.  Estimating a 

serving size for each food the amount of calcium per 

serving from tables of nutrient values was determined. 

These values were used to calculate calcium intake. 

Junk food consumption was calculated by estimating 

the serving size of the specific food. The right 

calcaneus bone density was measured using a Clinical 

Bone Sonometer (Hologic, Inc., Waltham, MA). 

Measurement was repeated three times.  Mean of the 

multiple measurements was used as that subject’s bone 

density for the statistical analysis. The record included 

the subject’s t-score, estimated bone density, and 

appropriate notations to aid the interpretation of the 

results7. 

Calculations were performed using the method 

described by Fleiss (1981) using Epi Info. 

SPSS 13 was used to for data entry and statistical 

analysis8.  Groups were compared by using Student's   

t test in parametric values which is significant at 

*=significant (P< 0.05) and **=highly significant 

(P<0.01). Any correlations between parameters were 

evaluated by using Spearman’s Correlation Test. 

Correlation Statistics is significant at the 0.01 and 0.05 

level (2-tailed).  The p-value for these tests was 

calculated to show relationship with osteoporosis. 

These potential variables are shown in Table 2. 

RESULTS 

A total of 228 potential subjects interviewed and 

measured, of those 212 (93%) met all inclusion criteria 

and provided complete data for the purposes of 

statistical analysis. Sixteen persons were excluded from 

the study, because of some family restrictions faced by 

ten subjects, while the other three were taking some 

unknown traditional medicine. Three subjects were 

taking steroid hormones.  

The primary study analysis considered risk factors for 

low bone mass in the natives. The results for the natives 

are shown in Table 1.   

Table No.1: Selected Characteristics of Study Participants 
Characteristic Correlation with 

normal BMD 

All 

Subjects 

N=212 

Killi 

females 

N=108 

Hali 

females 

N=104 

P-value 

Income  rupees/month/family .040 18,500 6 ,000 34,000 0.05* 

Current and Former Smokers -.234** 26 % 45 % 11 % 0.01** 

History of fracture -.287** 11 % 15 % 9 % 0.029* 

Hormone Replacement Therapy 0.00 0 % 0 % 0 % 0-00 

Physical activity 5x/week>=40min .286** 32 % 48 % 16.0 % 0.015* 

Diabetic/Cardiac problem .018 11  % 16 % 7 % 0.128 

Calcium Use .427** 53 % 42 % 74 % 0.01* 

Junk Food Use -.152** 42 % 16 % 73 % 0.01* 

*=Significant (p<0.05), **= Highly significant (p<0.01) 
 

All of the variables were tested for interactions with 

bone mineral density to find correlation by Pearson-

Correlation (2_tailed) test. A composite variable 

created by combining, history of hip, ankle, or foot 

fracture, and history of osteoporosis diagnosis, was 

significantly associated with low bone density. 

Variables were screened to test a theoretical 

relationship between the variable and bone density. 

Analysis revealed that risk factors for osteoporosis were 

highly prevalent in the study population (Table 1).  

Nearly one in 10-12 (15 %) mostly elderly Killi 

subjects reported having fracture of foot or ankle at 

some time in their lives. 

Smokers comprised 45 % of killi, 11% of urban and 26 

% of all subjects.  The median tobacco consumption 

history was 13 years.  Most of the smokers were from 

the suburb area and were elderly women. In the analysis 

of natives, both current smokers and former smokers 

were more likely to have low bone density compared to 

never smokers (Table 1). Smoking significantly 

(P<0.01) effected the bone mineral density with the 

subjects having an average T-score of <-1.0. 

Post menopausal women (21), all from the suburb area 

had low bone mineral density, amongst them 13 were 

osteopenic, 5 osteoporotic and 3 woman had normal 

BMD (Fig 1).  Osteoporosis was not observed amongst 
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any of the premenopausal women. None of them were 

taking hormone replacement therapy. 

 

 
Figure No.1: Bone mineral density of post 

menopausal women. 

Diabetes and cardiac problem were strongly associated 

with the subject having started menopause, otherwise 

no association was found between bone mass and 

diabetes or cardiac problems. The use of hormone 

replacement therapy was not observed in any subject.  

No other variables were strongly related with one 

another. 

Some protective factors were also prevalent in the study 

population.  However, 48% of Killi natives and only 

16% urban natives exercised (physical activity) at least 

five times a week for 40 minutes or more per day.  

Moreover, the Killi diet consisted mainly of vegetables 

with almost no calcium robbers in their diet. The 

median total calcium intake of natives was 230 mg/day, 

and none of the Killi natives reported to take some type 

of dietary supplement containing calcium.  The calcium 

density of bones of the subjects in high income urban 

natives was higher (Table 2) than that of Killi natives.  

This was due to much higher dietary calcium 

consumption by College native study participants. Low 

bone density was highly prevalent in the study 

population, as 40% of Killi natives and 36% of urban 

natives had a t-score less than -1.0.  The mean t-score 

of Killi natives was -1.3 compared to an average t-score 

of -0.9 for urban natives (Table 2). 

Table No.2: Dietary Calcium Measures (mg/day) for 

All Subjects and for Killi Natives. 

NS= non-significant (P>0.05); *= Significant (P<0.05); 

**= Highly significant (P<0.01) 

n = Number of subjects 

Junk food consumption was calculated by estimating 

the serving size as done for assessment of dietary 

calcium. About 76 (73%) mostly young urban women 

consumed soft drinks, chocolates and other junk food 

and was negatively correlated with BMD (r=-1.52), 

whereas only 18 (16%) females from killi used 

carbonated soft drinks and junk food (Table 1). Ninety 

subjects (86%) from killi consumed simple diet with 

almost no junk food/soft drinks, mostly belonged to low 

income groups. Since only a small number of the 

subjects from killi consumed cola/carbonated drinks, 

with average consumption of 1-2 glass/week. Thus, it 

co-relation with T-score was not significant (P>0.05). 

However, college subjects consuming junk food and 

chocolates were found to be osteopenic having T-score 

values between -1.24 and-1.96. 

 

 
Figure No.2: Bone Mineral density of the studied 

subjects. 

 

Most of the studied subjects had normal BMD i.e. 114 

women (57%). However, 69 (34.5%) women had a low 

BMD and were osteopenic (i.e. T-score ranges from  

–l to -2.5) and only 17(8.50%) had severely low BMD 

and were suffering with osteoporosis (T-score less  

than -2.5).  The mean t-score of Killi natives was -1.3 

compared to an average t-score of -0.9 for urban 

natives. Killi natives were almost twice as likely to 

have osteoporosis as College natives (Fig 1). 

DISCUSSION 

The study suggests that osteoporosis were more 

prevalent in low income elderly women who had lower 

calcium intake (346 mg/d) and mostly used simple diet. 

A similar low calcium intake of 300 mg/d by Indian 

women was observed, which is almost 700 mg less than 

the RDA in the West9.  Low calcium intake may also be 

a risk factor in the development of osteoporosis10,11 
Decrease in bone mineral density (or bone loss) with 

increasing age and negatively correlation with T-score 

and age has been observed earlier12.  Our study showed 

that the killi women were involved in home chores and 

had more physical activities then urban women, thus 

Calcium Measure Killli 

subjects 

Mean 

n=108 

urban 

subjects 

Mean 

n104 

p-value 

Dairy Calcium 105 234 <0.01** 

Calcium from other 

sources/Supplements 

241 

 

248 <0.21 

NS 

Total Dietary 

Calcium 

346 482 <0.08 

NS 
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had significant positive effect on BMD. It has been 

observed earlier that lack of physical activity is an 

important risk factor for osteoporosis13.  Although 

calcium intake is often cited as the most important 

factor for healthy bones, our study suggests that 

physical activity in the killi women is really the 

predominant lifestyle determinant of bone strength in 

young women. There was a small positive relationship 

between calcium intake and bone variables, but a 

significant association between physical activities or 

exercises score and bone mass. 

The age-smoking and history of fracture interactions 

with low bone mass also approached significance  

(r= -.234; p<0.01), as suggested earlier that smoking 

accelerates bone loss14 

Consumption of junk food by killi women was very 

low, but quite significant by college women natives 

(p<0.01), who belonged to a high income group and 

had a comfortable life style with all sorts of rich food. 

The daily use of calcium robbers in their diet has lead 

to a low bone density in the general population. 

Although there was no significantly statistical 

difference in bone density in the average subjects 

between the two groups of natives, but the T-score of 

women having junk food was slightly reduced as 

observed earlier15. 

Many of the risk factors were significantly associated 

with low bone density of all the studied subjects. 

Fracture history, menopause, current smoking, former 

smoking, junk food and age were all negatively 

associated with bone density for the killi natives, 

whereas,  exercising and calcium intake were positively 

associated with bone mineral density. 

CONCLUSION 

The risk factors for low bone density and osteoporosis 

are prevalent in both urban and rural women and are 

likely to increase during the next decade due to the 

aging of this population.  A comprehensive prevention 

program to reduce the prevalence of amendable risk 

factors in this population is necessary 
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ABSTRACT 

Objective: To see the out come of transvaginal repair of vesico-vaginal fistula. 

Study Design: A consecutive case series study. 

Place and Duration of Study: This study was conducted in the department of Urology and Dialysis Unit Peoples 

Medical College Nawab Shah, from Jan 2007 to the Dec 2009. 

Materials and Methods: Patients were collected from the urology out patient department and the department of 

gynecology People’s Medical College Nawab shah. Total 50 females were operated for the vesico-vaginal fistula 

trans-vaginally. After the admission care full history and examination were done to demonstrate the incontinence 

subjectively and objectively. Before surgery all subjects were diagnosed by the cystoscpic examination. All subjects 

were operated transvaginally. 

Results: The total 50 females were operated for the vesico-vaginal fistula trans-vaginally. In 35 cases obstructed & 

prolonged labour and in 15 cases pelvic surgery was the cause of vesico-vaginal fistula. Cystoscopically all fifty 

fistulae were divided according to their site in the bladder. Supra trigonal 07, trigonal 35 and Marginal 08. All were 

repaired transvaginally. After two weeks catheter was removed, the leakage occurs in four (04) cases in supra-

trigonal cases. In trigonal variety of vesico-vaginal fistula all thirty five (35) cases only three (03) fistulae were 

leaked. In third variety of vesico-vaginal fistula was marginal variety. Total eight (08) fistulae were and three (03) 

out of eight fistulae were leaked. 

Conclusion: We conclude that transvaginal is an excellent approach for the vesico-vaginal fistula, especially in 

trigonal, solitary and smaller i.e. <4cm variety of fistulae. Careful selection of the patient and the time of repair are 

the important mile stones for the successful out come.  

Key Words: Transvaginal approach, Vesico-vaginal fistula.  

INTRODUCTION 

In the context of Gynecology, a fistula refers to an 

abnormal communication between genital tract and 

either the urinary tract vesico-vaginal or GI tract, Recto 

vaginal fistula.1 In 1935 while performing a dissection 

on an Egyptian Mummy (a queen of the 11th Dynasty, 

Circa 2050 BCE); Derry noted a large vesico-vaginal 

fistula that was the consequence of obstructed labour, 

he concluded2 In 1852 James Marion Sims used sliver 

wire as a suture material, avoided the use of 

electrocautry and utilized postoperative drainage with 

urethral cathatre.3 The scientific societies should join 

forces to improve the fate of fistula patients in African 

and Asian countries that are confronted with a large 

number of these women.4 

An incidence of 1-2 per 1000 deliveries have been 

estimated world wide, with an Annual incidence of up 

to 50,000 to 1,00,000 in developing countries.5 

Obstetric Fistula reflects the deficiency in the women’s 

general health status occasioned by poor child birth 

attendance in developing countries.6 Successful 

management with prolonged bladder drainage has 

occasionally reported (1.9%). Mature fistulae requires 

formal operative repair. The first repair is crucial that 

should be done properly.7 The literature reports 

following modalities like, 1) Conservative, which 

carries Prolonged bladder drainage with Very rare 

success rate of 1.9%. 2) Endoscopic Management i.e. 

tissue bioglues for very small fistulae. 3) Transvaginal 

Approach. 4) Transabdominal for Supra Trigonal, 

Multiple, Vesico-uterine and Uretro-vaginal.8 In 

Genito-Urinary Fistulae there is persistent Odor 

unimpeded leakage of urine, which is one of the most 

distressing complications that occur in women. This 

causes serious social and psychological problems which 

leads to social cut off and even divorce in same cases.9 

A study was conducted in the hospital of Addis Ababa, 

Ethopia, that most obstetric fistula results from 

neglected obstructed labour often affecting very poor, 

young, illiterate, rural women and girls.10 Regarding the 

management of vesico-vaginal fistula, the difficult and 

complicated fistulae need experienced surgeon and 

establishment of separate fistula surgery units along 

with appropriate care and expertise accounts for desired 

results.11 In order to prevent the recurrence a 

questionnaire based survey was conducted at Nigeria; 

Do the Patients Know the Cause? The study concluded 

that 70% of the patient knew the cause of their fistulae 

from the health talk while 30% remain unknown.12 Due 
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to higher incidence vesico-vaginal fistula in Africa they 

have establish a separate fistula centre, Barhirdar 

Hamelin fistula centre. These fistula centers can give 

better results in repair and also educate the public to 

prevent this complication to occur rather than to treat.13 

in some cases the fistula involves the continent 

mechanism, where the urinary diversion is the last 

resort of the treatment.14 

MATERIALS AND METHODS 

Total fifty (50) patients were initially admitted 

throughout patient department and were thoroughly 

evaluated by detailed history, Physical Examination, 

Laboratory Investigations including intravenous 

urography. Which was done only in marginal type of 

verity of fistula to rule out any ureteric involvement. 

The definite procedures were planned after cystoscpic 

examination. On examination there was a rent between 

bladder and vagina during per-vaginal examination.  

Any defect which admitted two tips of finger easily 

during per-vaginal examination was labeled as larger 

fistula. Other laboratory investigations were done like, 

Urinalysis and urine culture were used to rule out 

coexisting urinary tract infection, Serum creatinine was 

done to evaluate renal function. The site of fistula, size 

of fistula sphincter mechanism, surrounding fibrosis, 

and extent of vaginal stenosis was carefully evaluated. 

All those patients who fulfilled the inclusion criteria, an 

informed written consent was taken. The patients were 

prepared with antibiotics, good nutrition and proper 

hygiene. Outcome was recorded in 14 days after repair. 

Cystoscopy with concurrent vaginal speculum 

examination was done to determine the location and 

size of the fistula in relation to Trigone and ureteric 

orifices. As shown in Figure.1. 

 
Figure1:Cystoscopic division of vesico-vaginal fisula. 

RESULTS 

The total 50 females were operated for the vesico-

vaginal fistula trans-vaginally. Out of these 50 subjects 

the cause of vesico-vaginal fistula in 35 cases was 

obstructed & prolonged labour. While in remaining 15 

cases pelvic surgery specially abdominal hysterectomy 

was the cause of vesico-vaginal fistula. These 35 

subjects were below the age of 35 years. Twenty three 

23 were prime-Para and 12 were mulitipara. 

Cystoscopically all fifty fistulae were divided according 

to their site in the bladder. Supra trigonal 07, trigonal 

35 and Marginal 08. As shown in Table-1. All were 

repaired transvaginally. 

Total seven (07) fistulae of supra trigonal variety were 

repaired three (03) were solitary and four (04) were 

multiple. Regarding the size of fistula all three solitary 

were smaller in size i.e. is less than 4cm, while among 

the four multiple supra-trigonal fistulae three were 

larger fistulae one remaining one was smaller one. 

Hence total smaller were four in number while three 

were larger defects in supra-trigonal variety. After 

transvaginal repair the bladder drainage were 

established in all cases for the couple of weeks. After 

the catheter removal the leakage occurs in four (04) 

cases in supra-trigonal cases. Out of these four cases of 

failed repair one was solitary and small while remaining 

leakage occurs in the three larger and multiple fistulae. 

Hence the success rate in supra-trigonal type of fistulae 

was little bit lower .i.e. less than 50%. Especially larger 

and multiple fistulae in supra-trigonal variety carries 

higher failure rate. In thirty five (35) cases of trigonal 

variety of vesico-vaginal fistula thirty three (33) were 

solitary and only two (02) were multiple in number. 

Regarding the size of fistula twenty eight (28) were 

smaller and seven (07) were smaller in size. All thirty 

five cases of trigonal variety were operated by the same 

approach i.e. transvaginally. After putting folly’s 

catheter for two weeks trial for clamping the catheter 

was given to check the continence. In this group only 

three (03) fistulae were leaked and showed failure of 

repair. Out of these three one (01) was larger and 

multiple variety and two (02) were solitary and smaller 

in size. So the success rate of transvaginal approach in 

trigonal variety remained higher. i.e. more than 90%. In 

third variety of vesico-vaginal fistula was marginal 

variety. Total eight (08) fistulae were repaired 

transvaginally.  

Table No.I: Break-up of vesico-vaginal fistula 

according to their site. 

Type of fistula No: Total 

Supra-trigonal 07  

Trigonal 35  

Marginal 08  

 Fifty 50 

Table No.2: Results of transvaginal repair of V.V.F. 

Type of 

fistula. 

No: Leakage. Success 

rate. % age. 

Supra-trigonal 07. 04. 36%. 

Trigonal. 35. 03. 91%. 

Marginal. 08. 03. 70%. 

Total leaked.  10/50 

(20%) 

 

According to their location five were involving the 

inter-ureteric ridge, two near left ureteric orifice and 

one was near the right ureteric orifice. So out of this 

total eight marginal fistulae six (06) were single and 
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remaining two (02) were of multiple variety. As shown 

in table No:02. According to the size of fistulae three 

were lager and five were of smaller size. In these cases 

ureteric catheters on both sides remained for the longer 

period .i.e. 14 days in the comparison of other types of 

fistulae where we kept only for the period of one week. 

The success rate of transvaginal approach in these 

marginal type of fistulae was about 70% .i.e. three (03) 

out of eight fistulae were leaked. These three were 

those fistulae which were nearer to ureteric orifice and 

of larger size. So totally leakage, as shown in table No: 

03, occurs in ten (10) cases out of fifty cases. i.e. 20% 

leakage rate was observed in our study of transvaginal 

repair of vesico- vaginal fistula. 

Table No.3: Break-up of 10 cases of leakage. 

Fistula 

variety 

Number Leakage Failure 

rate 

Larger >4cm 13 07 52%. 

Smaller. 37 03 < 8%. 

Multiple. 08 05 62%. 

Solitary. 42 05 8.2%. 

DISCUSSION 

The stage of the disease, obesity, diabetes and 

postoperative infection acted as predisposing factors for 

the development of these fistulae.15 Being a third world 

country the obstructed labour remained the most 

commonest cause of vesico-vaginal fistula as in Nigeria 

and India.16,17 Hence the world literature and our study 

have highlighted the obstructed labour as commonest 

cause of vesico-vaginal fistula. The time of repair 

decided is the important factor for the successful 

outcome. We decided the period of 4-6 weeks after the 

onset of fistula as an ideal time for the repair. Angioli R 

et al recommended that for the better out come, proper 

mobilization and reduced scaring the period of 4-6 

weeks is mandatory between the onset of fistula and 

repair.18 

In our society it carries high social problems. Even the 

divorce rate remained 25% due to this dreadful and foul 

smelling problem, a study conducted in Nigeria.19 The 

classification system for vesico-vaginal fistula are 

based on descriptions of size and anatomic location of 

the defect.20 Regarding the site of fistula in bladder we 

divided supra-trigonal, Trigonal and marginal. 

Regarding their site in relation with vagina mostly they 

are mid-vaginal fistulae and most affected women were 

prime-para in our study, which closely matches the 

international data.21 The location of the fistula is 

essential for the optimal management & planning.22 

After the repair of vesico-vaginal bladder drainage with 

urethral catheter was established for at least 14 days in 

our series.  

In our study regarding the size we recommend the 

fistula which is greater than 4cm, or roughly during 

per/vaginal examination can admit two finger tips 

labeled as larger fistula. When it is 4cm of fistula with 

scaring, involving continent mechanism and affecting 

the bladder capacity is labeled as larger & complex 

fistula.23 We preferred the vaginal rout for those 50 

cases. A Kumar et al in a services of 1558 cases of 

Genito-urinary fistulae preferred vaginal rout for the 

repair. the literature reports 3 approaches for fistula 

repair vaginal, abdominal and combined abdomino-

vaginal rout.24 Another recent approach is laparoscopic 

repair of fistula which carries least morbidity and 

improves cosmetics.25 Our series reflects the higher 

failure rate in supra-trigonal and marginal variety of 

fistulae. The cause of failure in these cases was limited 

mobilization due to little bit higher position of supra-

trigonal fistulae. Because of this reason some authors 

preferred trans-vesical abdominal approach for high 

supra-trigonal and vault fistulae.  

Besides the site of fistula in these 50 cases failure rate 

was also attributed to the number and size i.e. larger 

fistula has higher failure rate. The fistulae >3cm to size 

likely to fail more in this study. If we see the break-up 

of those four supra-trigonal leaked fistulae, three were 

of larger in size and multiple in number. While among 

the marginal variety of fistulae three were leaked out of 

eight and all three were of larger size and one was the 

multiple type of fistula. This reveals that why our 

supra-trigonal and marginal fistulae showed 

compromised results in comparison of world studies. 

CONCLUSION 

We conclude that transvaginal is an excellent approach 

for the vesico-vaginal fistula, especially in trigonal, 

solitary and smaller i.e. <4cm variety of fistulae. 

Careful selection of the patient and the time of repair 

are the important mile stones for the successful 

outcome. 
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ABSTRACT 

To evaluate the safe technique in patient with cholelithiasis either simple or with acute cholecystitis and to highlight 

the better method in which patient can be prevented from future complication. 

Study Design: Experimental Study. 

Place and Duration of Study: This study was conducted at University Hospital of Shaheed Mohtrama Benazir 

Bhutto Medical University, Larkana with effects from Jan 2005 to Jan 2011.     

Materials and Methods: Total number patient 1920 underwent lap chole, while 184 were admitted in acute state 

from casualty & Out Patient Department of university hospital. 

Results: The mean age was 11-75 years, male & female ratio 1:3 with regard the 184 in acute cholecystitis among 

those patients reach to hospital within 24hours were 85, from   24-48hours were 65 patients while from 48-72 hours 

were 34 patients. While remaining patient were managed as elective cases. 

The operative time taken in elective cases were 30 minutes but in acute cases it was 90 minutes so average time was 

60 minutes. 

The overall conversion rate is 2.86% but in acute case the conversion rate 8.15%. Post operative average hospital, 

stay remain’s 1 day in elective cases but in acute Cholecystitis where conversion to open were performed the 

hospitalization minimum 6 maximum 7 days. The wound infection seen in 49 cases (2.8%). 

Conclusion: Lap chole is a reliable and safe in management of cholecystitis either with or without cholelithiasis 

having simple or acute cholecystitis, while certain factors are responsible for conversion include delayed arrival 

more than 72 hours, empyema and bleeding while contradictory to international literature our study suggest that 

conversion rate is high in acute rather than elective Cholecystitis. So it is concluded that emergency lap chole is a 

safe and cost effective due to on time surgery and patient can be prevented from future complication. Therefore 

early lap chole is safe and can be performed in simple and complicated Cholecystitis while literature have proved 

that lap chole also safe in pregnant lady with certain limitation of like height of fundus .  .      

Key Words: Laparoscopic Cholecystectomy, acute cholecystitis.  

INTRODUCTION 

A dramatic revolution has occurred in management of 

gall stone disease1 experience lap chole has gone a long 

way since introduction in 19872 it is widely accepted to 

be treatment of choice for calculus and acalculus 

cholecystitis Early lap chole has been proven superior 

to delayed interval lap chole in most prospect 

randomized trials while it is recommended to perform 

surgery within 72 hours of admission to minimize the 

complication rate and shorter duration of hospital stay3. 

The operation is routinely performed using four or three 

pots of entry in abdomen but recent development 

regarding LC have been directed towards reducing the 

size and number of ports to achieve the goal of 

minimum access surgery. Two ports lap chole has been 

reported in the international literature to be safe and 

feasible4. While lap chole offers benefit of less pain 

reduced disability, cosmetic acceptance, shortened 

postoperative hospital stay early return to normal 

activity. Despite the conversion to open 

Cholecystectomy the common reasons inability to 

define anatomy of calot’s triangle due to sever 

adhesion, inflamed, contracted gall bladder, empyema 

of gall bladder and uncontrolled bleeding from cystic 

artery or gall bladder bed5. 

MATERIALS AND METHODS 

Six years study (Jan 2005 to Jan 2011) conducted at 

Shaheed Mohtrama Benazir Bhutto Medical University 

Hospital Larkana. 1920 patients all the patient were 

evaluated on the basis of history physical examination, 

laboratory investigation and ultrasound of abdomen 

with special reference of hepatobillary tract and CBD 

size after a obtaining written consent on a prescribed 

Performa. Laboratory investigation including routine 

blood complete picture white blood cell, liver function 

test. Laparoscopic procedure done using standard 

approach involving an open technique for trochar 

insertion. A 10 mm trochar was placed in periumbilical 

are and epigastric region while two trochar of 5mm 

placed at right hypochondrium and right iliac region. 

The cystic duct clamped by yellow clip, depend upon 

the diameter of duct while cystic artery ligated by green 

clip. The operation time was calculated from the 

insertion of first trochar till the closure of periumbilical 
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wound. The hospital stay time of resumption of soft diet 

any complication during the surgery, postoperative stay 

condition of wound, amount of drain weather it contain 

serum/bile. 

RESULTS  

During the prescribed period, total 1920 patient were 

admitted the majority of patient 1835, throughout 

patient department while remaining 85 patients 

admitted as acute Cholecystitis with cholelithiasis 

through casualty department. 

Male patient 499 and females were 1421, the ration of 

male and female 1:3. Incidence of age, small aged boy 

of 11 years and oldest patient having the age of 75 

years admitted and operated. Peak age incidence 

between 41-50 years (Table-1). 

With regard to duration of symptom only the 184 

patients presented in acute Cholecystitis including the 

patients admitted through casualty and OPD. Among 

there acute cases the number of the patient admitted 

within 24 hours were 85, from 24-48 hours patient 

received, were 65 while from 48-72 hours received 

were 34 numbers of patients while remaining patients 

were managed as elective cases. 

The ultrasound findings were straightforward 

cholelithiasis in 1736 patient but those admitted in 

emergency there ultrasound findings were such that 

edematous gall bladder in 48, mucocele of gall bladder 

in 52, pylocele of gall bladder in 10 contracted gall 

bladder in 40, perforated gall bladder in 05 gangren of 

gall bladder in 07, carcinoma of gall bladder noted 22 

cases.  

Problems encountered during the laparscopy were 

adhesion of gall bladder with colon in 26 adhesion with 

omentum 54, adhesion with CBD in 60 bleeding from 

cystic artery 54 cases, bleeding from liver bed seen in 

87 minor injury to CBD 34, major injury in to CBD 29, 

cases calots triangle distorted 105 carcinoma of gall 

bladder noted 22 patient.        

Operative time 30 minutes minimum in clear cases but 

it may go up to 90 minutes in infected case. Average 

the time was 60 minutes. 

The number of lap converted to open cholecystectomy 

40cases out of 1736 in elective 2.17%(40/1736) while 

in acute cholecystitis associated with cholelithiasis were 

15 cases out of 184 cases 8.15% (15/184). Therefore 

over all conversion rate is 2.86% (55/1920).  

Postoperative average hospitalization in elective cases 

were 1 day but in those cases where lap converted to 

open, the length of hospitalization was minimum 6 

days, maximum 7 days depend on the condition of 

wound.  

The wound infection seen in a infraumbilical port 49 

cases 2.8% seen in most of acute cases while other 

ports remains 100% aseptic. 

Table No.1: Showing the Age of Patients   
Sr.No. Age  No of Patient  Percentage  

1.  10-20 1 .192% 

2.  21-30 432 22.5% 

3.  31-40 570 296% 

4.  41-50 639 33.2% 

5.  51-60 183 9.53% 

6.  61-70 60 9.5% 

7.  71-75 35 2.8% 
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Table No.2: The problems encountered during 

laparoscopic procedure   

Sr. 

No. 

Age  No of 

Patient  

1.  Adhesion G.B with Colon  26 

2.  Adhesion G.B with Omentum 54 

3.  Adhesion G.B with CBD 60 

4.  Bleeding from cystic artery  54 

5.  Bleeding from liver bed 87 

6.  Minor injury of CBD 34 

7.  Major Injury of CBD 29 

8.  Distorted calots triangle   105 

9.  Carcinoma of Gall Bladder 22 

 

 
Pies Chart Showing Time of Arrival in Hospital in 

Acute Cases 

DISCUSSION 

In our study the mean age of patient 43 years and the 

female & male ratio 3:1, but as compare with world 

literature the age 42.9 years the female male ratio 4.5:13 

the age ranges 38-753 mean age 45yreas4-6 female male 

ration 2:17 age ranged from 10-80 years range 45years8. 

male gender and age >60 years are liable for more 
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complications9. Duration of symptom in study of three 

groups. group A where patient underwent for lap chole 

within 72 hours in group B where patient underwent for 

surgery between 72-96 hours in group C where patient 

underwent for surgery beyond 96 hours of onset of 

symptoms. The complication rate is highest in group 

where surgery is performed after 96 hours of onset of 

symptoms3. As study of Tzoravas 28% with acute 

Cholecystitis had there operation within first 3 days 

45% between 4-7 days 27% after week onset of 

symptoms11. Its now considered as safe to do lap chole 

in acute cholecystitis with in 72 hours “Golden hours”5. 

While in pregnant woman, lap chole can be performed 

in any trimester but optimal time is operate is early 

second trimester which is safe10 In our study with 

regard the duration of symptoms in acute cases 85/184 

hospitalizes with first 24hours.    

 Problems encountered during surgery as seen by 

shabir5 et al inability to define anatomy of clots triangle 

due to severe adhesion (n=2) inflammed gall bladder 

(n=1) contracted inflamed severely of (n=2) empyema 

of gall bladder (n=1) inflamed gall bladder adhesion 

with stomach (n=1) uncontrolled by bleeding in (n=1)5. 

In study of kitomo12 that bilary tract injury during lap 

chole for acute Cholecystitis 0.7to 1.3%. In study Awis3 

2.4% CBD injury encountered during the laparoscopy 

cholecystectomy. In stuy of Cheema13 3 bile duct 

injuries have been reported among 482 cases. In study 

of perviz1 had the common problem uncounted include 

empyema of gall bladder 4 (1.18%) Failure to hold 

thick gall bladder wall in 3 (.88%) hemorrhage in 3 

(.88%) injury to CBD in 2 (.59%)1 while in our study 

the main problem encountered was the calots trainingle 

distorted in 105 (21.2%) and bleeding from liver bed 

was the second common problem 87 (17.4%) while 

bleeding from cystic artery 54 (10.8%) while adhesion 

of inflamed gall bladder with CBD was common 60 

cases (12.2%) Non of our patient has iatrogenic injury 

to liver, stomach, except in one case the duodenum get 

injured. Where as biliary injury reported 7%14,15 

vascular injury to range between 4-8%15. While   

adhesion of gall bladder with omentum seen in 54 cases 

(10.9%). The adhesion of gall bladder with omentum 

was separated gently with the help of bund end of 

nuzzle of suction.  

However distorted anatomy of calots triangle and 

uncontrolled bleeding from the cystic artery were the 

main cause of conversion. But the conversion rate in 

study of awis3 8.64% in study by Tzovares11 the 

conversion rate 4.6%. Shabir the conversion rate 

10.5%5. Pervis1 the conversion rate 9.4%. while the 

conversion rate of has been reported in different studies 

as ranging from 2-516,17. There was no significant 

difference found in conversion rate in emergency lap 

chole 24% elective lap chole 21%7 in reported series 

the conversion rate 2.5%18 and 11%19. The conversion 

rate overall in our study is 2.86% but in emergency 

cases it is higher than in elective case.  

Operative time in study of Shabir5 time taken 70 

minutes Hawasal A20 70 minutes Booker21110 minutes 

but in our study operative time taken in emergency case 

90 minutes but in elective cases it was 30 minutes, so 

the overall average was 60 minutes but it depend upon 

both surgery and patient factors like the experience of 

surgeon quality of assistance and chances of unwanted 

surprises wanting for surgeon like adhesion, aberrant 

anatomy, encountered bleeding are same for 

laparoscopic cholecystectomy as for as any other 

surgery. 

Hospitalization in lap chole patient study by Awis3 2.85 

days, study by Shabir5 5.2 days in infected cases while 

1-3 days elective cases in study of Andrew22 3 days in 

study of atta7 the majority of cases discharged within 

24-48 hours but Serralta10 suggests 5 days postoperative 

stay in lap chole. While in our study all elective cases 

remain stay for 24 hours but lap converted patients 

from 6 to 7 days. 

Wound infection in study by Shabir5 the rate of wound 

infected 13% while in our study, the infra umbilical 

port infected in 2.8% of cases but all other ports found 

aseptic in 100% of cases. In our study none of our 

patient suffered through severe morbidity and mortality. 

CONCLUSION    

Lap chole is a reliable and safe in management of 

cholecystitis either with or without cholelithiasis having 

simple or acute cholecystitis, while certain factors are 

responsible for conversion include delayed arrival more 

than 72 hours, empyema and bleeding while 

contradictory to international literature our study 

suggest that conversion rate is high in acute rather than 

elective Cholecystectomy. So it is concluded that 

emergency lap chole is a safe and cost effective due to 

on time surgery and patient can be prevented from 

future complication. Therefore early lap chole is safe 

and can be performed in simple and complicated 

Cholecystitis while literature have proved that lap chole 

also safe in pregnant lady with certain limitation of like 

height of fundus. 
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ABSTRACT 

Aim: The post-operative period is the most critical phase for the surgical patients, requiring close observation. A 

study was conducted to assess and evaluate patients post-operative recovery course following surgical anesthesia 

using post anesthesia recovery assessment scoring systems for optimal and timely patient management, so as to 

ensure a safe postoperative recovery course, thus decreasing morbidity as well as mortality. 

Study Design: Observational Study 

Place and Duration of Study: This study was carried out in the Department of Anesthesia and Intensive Care, Holy 

Family Hospital, Rawalpindi, from the period 30-01-2010 to 18-2-2010 and in the Department of Anesthesia and 

Intensive Care Unit, Islam Teaching Hospital, Islam Medical college, Sialkot, from 16-9-2010 to 28-2-2011. 

Materials and Methods: In the study, patients undergoing elective surgical procedures in general as well as 

regional anesthesia were included. The patient’s age group was between 15-85 years and belonged to American 

Society of Anaesthesiologists (ASA) physical status class 1-3 as well as medically optimized ASA-class 4 patients. 

On discontinuation of general anesthesia patients were assessed for conscious state, cardiovascular stability (pulse 

and blood pressure) and motor recovery. The Fast-Track criteria were used to assess initial recovery of patient in the 

operating area. Patients were then shifted to Post Anesthesia Care unit, where recovery assessment was done by 

continuation of Fast-Track Criteria1,2,3 and also by employing the Modified Aldrete scoring system4 immediately, 

and at five, fifteen, thirty minutes and then at one hr interval depending on clinical physiological status of the patient 

and the level of score achieved. The patients further management intervention was guided in the light of scores 

attained, which depicted the physiological alteration. The Post-Anesthesia Discharge scoring system5,6 and Aldrete 

recovery score7 modified for day surgery was used to assess physiological status of patient before shifting them to 

the surgical ward or for assessment of home readiness. 

Data was compared and analyzed by SPSS version 17. Mean ± S.D was calculated for quantitative variables, age 

etc. Frequencies and percentages were presented for qualitative variables e.g. gender and various scoring systems 

used in the study. Spearman’s  Rank  correlation  was  used  to  check  interdependence  between  the  two  variables  

i.e. Fast-Track criteria1,2,3 and Modified Aldrete scoring system4. The P-value of <0.05 was considered statistically 

significant.  

Results: A total of one hundred and ninety nine patients were checked in the study (one hundred and six females 

and ninety three males) out of which one hundred and fifty seven i.e. 78.89% patients were shifted to respective 

wards uneventfully. A total of eleven patients i.e. 5.52% needed urgent advanced management care and were shifted 

to surgical intensive care, while three patients i.e. 1.50% were placed on ventilatory  support as guided by the 

recovery scoring system scores attained and pathological status of the patients. Thirty one patients i.e. 15.57% were 

discharged to home safely. Thirty patients i.e. 15.07% were ‘Fast Tracked’ in the study from the operation theatre 

bypassing the first stage of the traditional two stage recovery process. The value of correlation co-efficient (r) was 

significant at the 0.01 level. 

Conclusion: The Fast-Track scoring criteria1,2,3 along with Modified Aldrete scoring system4 offers guidance in 

evaluating post-operative recovery of patients from surgical anesthesia for optimal patient management, so as to 

decrease morbidity. 

Key Words: Post Anesthesia Care Unit, Recovery Scores, Anesthesia.  

INTRODUCTION 

The early post-operative period is potentially the most 

dangerous for the surgical patients requiring watchful 

and attentive supervision by skilled medical/nursing 

staff, if serious complications are to be avoided. In the 

past, the record of the patient progress during this 

period usually consisted of "vital signs" and 

accompanying nurse's notes. These often failed to 

communicate a clear picture of the status of the patient. 

Original Article 
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In recent years the emphasis in providing anesthetic 

services has undergone a transitional change. With the 

busy elective surgery schedule, the need arises of safe 

recovery of patients from anesthesia. Several methods 

have been described for assessing objectively the 

progress of recovery from general as well as regional 

anesthesia. These include Fast-Track criteria1,2,3, 

Modified Aldrete scoring system4, Post Anesthesia 

Discharge score5,6 Aldrete score7, The Simplified Post-

Anesthetic Recovery Score8 and others. Some of these 

tests are used for the assessment of early recovery, 

while others are used in assessing recovery of patient 

before shifting to surgical ward from Post Anesthesia 

Care unit or home readiness as in the case of 

ambulatory surgery. 

Assessment and documentation of a scoring system is 

recommended to facilitate the overall assessment of 

patient readiness for discharge from Phase I to Phase II 

and from phase II to Phase III extended observation or 

home, but does not replace critical thinking and specific 

physician directives. It is also vital that results be 

interpreted with medical judgment. The results of 

scoring systems should be incorporated into recovery 

room record. The recovery scores provide a uniform 

and definitive account of the progress of the patient 

through important stages in his recovery from surgical 

anesthesia and return of protective functions. It also 

establishes a routine of repeated re-evaluation which 

should result in improved patient supervision. The 

described system used in our study is simple enough 

that it will neither distract the nurse from patient care 

nor impose an extra burden. The retrospective analysis 

of the exact status of a patient at a given time after 

operation can be utilized and may be valuable as a 

research tool in comparing recovery following various 

techniques of general anesthesia. 

The aim of this study was to ensure safe, timely and 

appropriate discharge of patient from  Post-Anesthesia 

Care unit to the respective areas whether home, ward or 

I.C.U by using scoring systems i.e.  Fast-Track 

criteria1,2,3, Modified Aldrete scoring system4, Post 

Anesthesia Discharge score5,6 and Aldrete score7. 

We hypothesized that using two stated recovery scoring 

criteria’s i.e. Fast- Track criteria1,2,3 and Modified 

Aldrete scoring system4 will help in appropriate  

assessment of recovery from anesthesia and provide 

guidance so as to immediately take appropriate 

necessary actions for better and optimal patient 

management. The Post Anesthesia Discharge score5,6 

and the Aldrete score7 was used in the study to evaluate 

the patients physiological status before shifting them 

from the Post Anesthesia Care unit to the surgical ward 

or for assessment of home readiness. 

MATERIAL AND METHODS 

After approval from hospital ethical committee and 

obtaining informed consent, this observational study 

was carried out in the Department of Anesthesia and 

Intensive Care, Holy Family Hospital, Rawalpindi, 

from 30-01-10 to 18-2-10 and in the Department of 

Anesthesia and Intensive Care Unit, Islam Teaching 

Hospital, Islam Medical college, Sialkot, from 16-9-10 

to 28-2-2011.In the study, patients undergoing elective 

surgical procedures in general as well as regional 

anesthesia were included. The patient’s age group was 

between 15-85 years and belonged to American Society 

of Anaesthesiologists (ASA) physical status class-1-3 

as well as medically optimized ASA class- 4 patients. 

The patients were seen a day before planned surgery for 

standard pre-operative anesthesia assessment.  

All patients received standardized anesthetic technique 

using Propofol 2mg/kg intravenously. Tracheal 

intubation was facilitated by use of muscle relaxant 

with either Inj.Succinyl Choline 1mg/kg or Atracurium 

0.5mg/kg intravenously.After tracheal intubation 

anesthesia was maintained with volatile agent 

Isoflorane in titrated dose in combination with Nitrous 

Oxide in 60% Oxygen. Following completion of 

surgery anesthesia was discontinued and the patients 

were assessed for conscious state, cardiovascular 

stability (pulse and blood pressure) and motor 

recovery.Inj.Noestigmine 2.5mg along with 

Inj.Glycopyrrolate 0.6mg was given intravenously to 

reverse any residual effects of muscle relaxant. Patients 

were extubated on fulfilling standard criteria. The Fast-

Track criteria1,2,3 was used to assess recovery  of  

patient  from general anesthesia in the operating room. 

Patients were then shifted to Post Anesthesia Care unit 

where immediate oxygen saturation on air was noted 

before supplemental oxygen was given. The patients 

further recovery assessment was done by continuation 

of Fast-Track Criteria1,2,3 and also by employing the 

Modified Aldrete scoring system4 immediately, and at 

five, fifteen, thirty minutes and then at one hr interval 

depending on clinical physiological status of the patient 

and the level of score achieved.  

In our study, it was made sure that every patient was 

seen following their operation by the anesthetist and 

surgeon involved in their respective case in post 

anesthesia care unit. The patients further management 

intervention was guided in the light of scores attained, 

which depicted the physiological alteration. Meticulous 

attention was paid to patient’s ventilatory pattern, 

cardiovascular stability, oxygen saturation, and 

conscious state i.e. physiological stability. The Post 

Anesthesia Discharge score5,6  and Aldrete score7 was 

used to assess status of patient before shifting to 

respective wards or for assessment of home readiness. 

RESULTS 

A total of one hundred and ninety nine patients were 

checked in the study (one hundred and six females and 

ninety three males) out of which one hundred and fifty 

seven i.e. 78.89% were shifted to the respective wards 
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uneventfully. Thirty one patients i.e. 15.57% were 

discharged to home safely. The mean age of patients 

was 34.66 years, range between fourteen and eighty 

five years with a standard deviation of 16.431. 

In the study thirty one patients i.e. 15.57% were 

discharged to home. Thirty patients i.e. 15.07% were 

‘Fast Tracked’ in the study from the operation theatre 

bypassing the first stage of the traditional two stage 

recovery process. 

The measures of central tendency for all the scoring 

systems used in the study are recapitulated in Table-1. 

Spearman’s  Rank  correlation  was  used  to  check  

interdependence  between  the  two  variables  i.e. Fast-

Track criteria1,2,3 and Modified Aldrete scoring system4. 

The value of correlation co-efficient (r) was 0.450. The 

correlation was significant at 0.01 level depicted in 

Table-2. 

Table No.1: Measures of central tendency of all 

recovery scoring systems in study. 

Statistics 

   Modified 

Aldrete 

score 

Fast 

Track 

criteria 

Aldrete 

scoring 

Post 

Anesthesia 

Discharge 

Score 

N Valid 198 198 198 197 

Missi

ng 

136 136 136 137 

Mean 9.55 12.95 15.83 8.44 

Std. Error 

of Mean 

.062 .108 .188 .068 

Median 10.00 13.00 14.00 8.00 

Mode 10 14 14 8 

Std. 

Deviation 

.870 1.526 2.650 .960 

Variance .756 2.328 7.023 .921 

Range 7 12 10 5 

Minimum 3 2 10 5 

Maximum 10 14 20 10 

Table No. 2: Spearman’s Rank Correlation.  

 Modified 

Aldrete  

Score 

Fast 

Track     

Criteria 

 

Spear-

man's 

rho 

 

mod. 

aldrete 

score 

Correlation 

Coefficient 

Sig.(2-tailed) 

N 

1.000 

 

. 

198 

.450** 

 

.000 

198 

**Correlation is significant at the 0.01 level (2-tailed). 

DISCUSSION  

Recovery from anesthesia is a continual process, the 

early stages of which overlap with the end of operative 

anesthesia. The attainment of patient’s full pre-

operative physiological status from general anesthesia 

extends from minutes to days. It is conveniently divided 

into various phases9.The Phase-I, starts from 

discontinuation of anesthesia and continues into the 

high dependency atmosphere of the Post Anesthesia 

Care unit. Phase-II is when the patients are shifted to 

the respective wards and final full psychological as well 

as physiological recovery at home i.e. Phase-III. 

Reiterating, these phases not only entirely depict 

locations, but also the level of care involved. 

The various phases of patients recovery need to be 

addressed as pre-mature discharge may lead not only to 

patient’s morbidity but also has medico legal concerns 

as well. The scoring system also helps in identifying 

patients needing immediate intervention to restore 

physiological homeostasis. The Aldrete score is a well 

established scoring system that has been used to 

determine when the patient can be safely discharged 

from post anesthesia care unit to phase-II i.e. the 

surgical ward9.However; with the introduction of pulse 

oximetry a modification of Aldrete scoring4 was 

introduced, which was used in our study. In this 

version, the need for room air oxygen saturation is 

>92%.Chung F10 in his study by using Post Anesthesia 

Discharge score5,6 was able to discharge most patients 

safely i.e. 82% and 95.6% of cases within two  and 

three hrs respectively after surgery .Only in 4.4% of the 

cases discharge was delayed due to factors like 

recurrence of pain, unavailability of immediate escorts 

etc. Removing the requirement of drinking and voiding 

and separating the pain, nausea and vomiting scores 

produced the version of Post Anesthesia Discharge 

score5,6  used in our study. 

Patients undergoing regional anesthesia should undergo 

assessment of recovery under the same standards of 

postoperative care11.Some authors have shown faster 

discharges after regional anesthetic techniques11. 

However regional anesthesia does bring unique 

advantages and problems to the ambulatory settings12 

Spinal anesthesia is a simple and reliable technique that 

has been used widely for regional anesthesia13.Suitable 

criteria to judge recovery after regional anesthesia 

include perianal sensations, plantar flexion of big toe 

and proprioception14 and these tools were used in our 

study . After epidural or spinal anesthesia patients were 

permitted to sit up only after return of full sensation to 

the affected areas and were permitted to ambulate only 

after complete resolution of motor, sensory and 

sympathetic blockade in our study. 

The use of balanced anesthetic techniques and 

introduction of newer anesthetic agents, with titration of 

their doses and guided by clinical observation, 

hemodynamic data and indirect effects of anesthetic 

agents on the cardiovascular system during surgical 

anesthesia, allow rapid awakening from anesthesia and 

early recovery may be completed in the operating room. 

Some patients are now being transferred directly from 

the operating room table to step down unit bypassing 

the Post Anesthesia care unit. This process is known as 

“Fast Tracking”15.It was also implemented in our study 
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by employing Fast-Track criteria in the operating area, 

along with ability of the patient to be in fully conscious 

state and stable hemodynamically state as to move 

themselves over with minimal assistance from the 

operating table to the shifting trolley after fifteen to 

twenty minutes of the end of the surgery.  

The discharge process in the study for home was so 

designed that the patient and the attendants understood 

their role and responsibilities in the ongoing care and 

felt confident to go home. The patients were also given 

written instructions in detail. The patient and the 

attendants were aware of the signs and symptoms to 

watch for that would necessitate their return to hospital. 

The communication was given much importance. The 

criteria for discharge from the recovery room 

recommended by the Association of Anesthetists of 

Great Britain and Ireland were used as guidelines in our 

study16.   

The anesthesiologist was consulted finally prior to 

shifting of patient from Post Anesthesia Care unit to the 

destined areas. The discharge in our study was not time 

based but varied according to patient’s physiological 

status. 

Readmission rate was nil in the population studied. The 

noteworthy post-operative symptoms noted in our 

study, were surgical pain in fifty-four patients i.e. in 

16.2% patients post operative analgesics was 

administered. In one hundred and forty-four patients i.e. 

in 43.1% patients no postoperative analgesia was 

required during stay in Post Anesthesia care unit. Three 

patients complained of nausea and vomiting, 

hypoglycemia noted in one patient, bronchospasm 

requiring nebulization was required in two patients in 

Post Anesthesia care unit. A total of eleven patients i.e. 

5.52% needed urgent advanced management care and 

were shifted to surgical intensive care. Out of which 

five bypassed Post Anesthesia Care unit for advanced 

surgical intensive care , while three patients i.e. 1.50% 

were placed on ventilatory support electively due to 

clinical premorbid states, the recovery scoring system 

scores attained and  the  type of surgery e.g. 

craniotomy, abdominal aortic aneurysm and whipple 

procedure. The value of correlation co-efficient (r) 

between the Post Anesthesia Discharge score5,6 and 

Aldrete score7 in our study was 0.389 and the  

correlation  was  significant  at  the  0.01  level.  

The Aldrete scoring system17 first described in 1970 

assigned a score of 0,1or2 to activity, respiration, 

circulation, consciousness and color. The recovery 

score modified for day case Surgery was published by 

Aldrete7 in 1995. This scoring system was utilized in 

our study.    

Dexter et al18 in their study, while using computer 

simulations analyzed that by implementing new 

recovery assessment criteria’s the efficient utilization of 

services can be achieved. Thus overall cost can be 

reduced as well without compromising patient’s safety.  

In the study done by Kajyama S and colleagues19 on 

post operative recovery of patients using Post 

Anesthesia Discharge score5,6 they found it to be useful 

for safe discharge of patients from Post Anesthesia care 

unit.Chung F 6 in his study stated that  Post Anesthesia 

Discharge score  is a simple, practical scoring system 

and also provided uniform assessment of patient for 

safe discharge. They also used Aldrete score for initial 

evaluation of post-operative recovery from anesthesia 

in their study. They found Post Anesthesia Discharge 

score to be having superior measurement scaling and 

diagnostic properties. In our study the drinking of water 

i.e. ability to retain orally administered fluids and 

voiding for those patients who were not at risk of 

urinary retention was not considered hindrance in safe 

discharge of patient’s to the surgical ward. In study 

done by Schreiner MS20  et al drinking might not be a 

necessary factor for discharging patient’s after 

surgery.Fritiz WJ21 in their study, noted  that patient’s 

not at high risk of urinary retention can be  safely 

discharged before  they have voided without urinary 

retention at home. The risk factors for postoperative 

urinary retention included a history of postoperative 

urinary retention, spinal/epidural anesthesia, pelvic or 

urological surgery, and perioperative catheterization. 

This regimen was implemented in our study with 

modification that in our set up voiding within the 

hospital was applied.   

To evaluate psychological performance postoperatively 

various tests were used in the past. The common ones 

were Modified Gestalt test - the Trieger dot test22, 

driving simulators23 and reaction time test24. Many are 

complex and time consuming. The major drawbacks of 

these tests being they only assess recovery of one part 

of the brain function, rather than complete recovery of 

patient and they were not utilized in our study.  

As patient’s length of stay in Post Anesthesia Care unit 

depends on a number of factors, including pre-operative 

health status, surgical procedure, and type of anesthesia 

administered and the stability of vital signs. A study by 

Riley and colleagues25 pointed out the methodological 

problems in developing a valid measurement tool for 

post-anesthetic recovery assessment discharge scoring. 

Therefore for this purpose Standards for Post 

Anesthesia Care were documented to encourage quality 

of patient care, but they cannot guarantee any specific 

patient outcome26.  

The scoring system also provides uniform assessments 

of all patients. These post-anesthesia recovery scores 

are similar in principle to the Apgar score27 used to 

evaluate condition of the newborn. 

CONCLUSION 

Simple recovery scoring systems are necessary in order 

to standardize end points of clinical recovery to 

encompass widely varied co-morbid states of surgical 

patients during the conduct of clinical research. The 
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Fast-Track scoring criteria along with Modified Aldrete 

scoring system can offer reliable guidance in evaluating 

physical status of patient post-operatively recovering 

from surgical anesthesia for optimal patient 

management. Further studies to identify special 

characteristics of surgical patients with altered/delayed 

recovery from anesthesia are warranted. 
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ABSTRACT 

Objective: to determine the risk factors and clinical features in the young-onset stroke belonging to the rural areas. 

Study Design: Retrospective, Observational. 

Place and Duration of Study: This study was conducted at the Department of Neurology, Medical Unit II, Peoples 

Medical College Hospital, Nawabshah from 1.1.2006 to 31.12.2006. 

Materials and Methods: Hospital records of acute stroke cases aged 20-45 years were reviewed. Stroke was 

defined according to the WHO criteria. Demographic and clinical data including the risk factors were scrutinized.  

Laboratory investigations and the CT Scan of brain were evaluated in all cases.  

Results: Twenty-cases were documented. Male= 12 (60%), Female= 8(40%). Age ranged from 20-45 years. 

Majority were uneducated and they were residents of small rural communities. Hypertension was the most frequent 

risk factor in 13 (65%) of cases (Table 1). Only 2 (10%) were previously taking antihypertensive treatment while 18 

(90%) were not receiving any treatment prior to stroke. Heart disease was present in 2 (10%). Three (15%) were 

smokers. One (5%) had Diabetes mellitus, 3 (15%) had previous stroke and 1 (5%) had a family history of stroke. 

Three (15%) had none of the above risk factors.  Hemiplegia was the most common presentation where 8 (40%) had 

right while 7(35%) had left hemiplegia and in 5 (25%) sidedness could not be ascertained because of deep coma 

(Table 2). Glasgow Coma Scale (GCS) ranged from 5-12 out of 15. Cerebral infarction was more common 12 (60%) 

than cerebral haemorrhage 6 (30%) while in 2 (10%) CT findings were unremarkable (Table 3). Of the 20 cases 3 

(15%) expired and 17 (85%) survived (Table4). Fatal cases had GCS of below 8 out of  15. 

Conclusions: This study indicates that hypertension is the major risk factor for stroke in young adults belonging to 

the rural areas. Hemiplegia was the most common presenting feature. Cerebral infarction accounts for 60% of the 

cases and the survival rate was 85%.  Unawareness and poor control of hypertension appears to be the main reasons 

behind   the young-onset stroke in our region.  

Key Words: Young stroke, Risk factors, Prognosis, Rural. 

INTRODUCTION 

There were times when stroke was considered as the 

disease of the old age, but the time is changing and 

stroke is affecting a growing number of adults below 

the age of 45 years.  This is evident in the recent 

population1,2 and hospital-based studies3,4. Such 

evolution of stroke affecting young adults is quite 

alarming as well as challenging. That is why it has 

generated a great deal of interest for study of such 

group of patients may lead to a better understanding of 

the disease process5. Stroke occurring in individuals 

below 45 years constitutes approximately 5% to 10% of 

all ischemic strokes1,2,6. The annual incidence of stroke 

in this age group varies from 9-39 cases per 100,000 

populations1,2,5,7. Since our younger population is 

increasing the incidence of stroke in this age group is 

likely to increase if the risks involved are not properly 

identified. Therefore further studies are required to 

address this issue.   

Stroke may be as a result of infarction due to 

thrombotic or embolic occlusion of a cerebral vessel or 

as a result of cerebral hemorrhage. Epidemiological 

evidence indicate that hypertension is the most 

important cause of stroke in men and women of all 

ages8.  While in some young stroke cases the 

underlying cause can be identified, in 43%9 to 45%3 of 

cases the cause remain undetermined despite of 

extensive investigations (cryptogenic strokes). 

However, with the help of more sophisticated tools like 

MRI, cerebral angiography, transesophageal 

echocardiography, the  proportion of unexplained 

stroke may come down to 27%2. It is therefore 

important to thoroughly asses the young stroke patients 

so that a treatable cause is not missed. Moreover, stroke 

is a disabling disease10. Since young age is the most 

productive age it is imperative that such cases receives 

special attention so that long term disability can be 

minimized. Regional hospital-based studies3,4 have 

previously highlighted some clinical aspects of stroke 

in young adults but those are  mostly  part from the 

urban areas.  The purpose of this study was to 

determine the risk factors and other clinical 

characteristics of young stroke cases belonging to the 

rural areas. 

MATERIALS AND METHODS 

We retrospectively reviewed the hospital records of 

patients aged 20-45 years admitted with the diagnosis 

of acute stroke at the Department of Neurology, 
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Medical Unit II, Peoples Medical College Hospital 

Nawabshah during the period January 2006 to 

December 2006.  Demographic and clinical data was 

evaluated. Presence of risk factors including 

hypertension, heart disease, diabetes mellitus, smoking , 

past history of stroke, family history of stroke were 

scrutinized.  Investigations like complete blood count, 

blood sugar, urea, urine analysis, Chest x-ray, ECG, 

Echocardiogram and CT Scan of brain were analyzed.  

Diagnosis of hypertension, diabetes, heart disease was 

based on combination of medical history, laboratory 

results, previous prescriptions or other hospital 

discharge cards whenever available. Stroke was defined 

as the rapidly developed clinical signs of focal (or 

global) disturbance of cerebral functions, lasting for 

more than 24 hours or leading to death with no apparent 

cause other than of vascular origin11. All cases with 

intracranial infections, space occupying lesions or other 

diseases simulating stroke were excluded. The 

diagnosis of cerebral infarction or cerebral hemorrhage 

was made on the basis of CT Scan findings. 

RESULTS 

Twenty-cases were documented. Male= 12 (60%), 

Female= 8(40%). Age ranged from 20-45 years. 

Majority were uneducated and they were residents of 

small rural communities. Hypertension was the most 

frequent risk factor in 13 (65%) of cases (Table 1). 

Only 2 (10%) were previously taking antihypertensive 

treatment while 18 (90%) were not receiving any 

treatment prior to stroke. Heart disease was present in 2 

(10%). Three (15%) were smokers. One (5%) had 

Diabetes mellitus, 3 (15%) had previous stroke and 1 

(5%) had a family history of stroke. Three (15%) had 

none of the above risk factors.  Hemiplegia was the 

most common presentation where 8 (40%) had right 

while 7 (35%) had left hemiplegia whereas in 5 (25%) 

sidedness could not be ascertained because of deep 

coma (Table 2). Glasgow Coma Scale (GCS) ranged 

from 5-12 out of 15. Cerebral infarction was more 

common 12 (60%) than cerebral hemorrhage 6 (30%) 

while in 2 (10%) CT findings were unremarkable 

(Table 3). Of the 20 cases 3 (15%) expired and 17 

(85%) survived (Table 4). Fatal cases had GCS of 

below 8 out of 15. 

Table No. 1: Risk Factors 
Risk Factor N0. of Patients % 

Hypertension 13 65% 

Heart Disease 2 10% 

Smoking 3 15% 

Diabetes 1 5% 

Past Stroke 3 15% 

Family History 1 5% 

None of Above 3 15% 

Table No. 2: Disability 

Sidedness Cases % 

Right Hemiplegia 8 40% 

Left Hemiplegia 7 35% 

Uncertain 5 25% 

Table No.3: CT Scan Findings 
Diagnosis No % 

CI 12 60% 

CH 6 30% 

Unknown 2 10% 

CI = Cerebral Infarction 

CH = Cerebral hemorrhage 

Table No.4: Mortality 

Expired 3 15 % 

Survived 17 85% 

DISCUSSION 

We studied the young cases with acute stroke belonging 

to the rural areas. Due to small sample size of our study 

it is difficult to make comparison with large regional3,4 

and International7,9  studies. None the less, it does 

shows a glimpse of young stroke patients belonging to 

various rural communities. Majority of the patients 

were uneducated. Hypertension was the most frequent 

risk factor. Ironically 90% of the cases never received 

treatment for hypertension prior to stroke. Although this 

figure is quite high but not surprising as similar 

situation is projected by Jafar et al12 where 70% of the 

cases were unaware of their hypertension and only 3% 

had proper control of hypertension. Other 

characteristics include male preponderance of 60% 

similar to 64%3 and 69.3%4 as reported by regional 

urban centres and from other Asian countries India 

(76.3%)13, Saudi Arabia (58.9%)14 and  Western 

countries2,5. Hypertension was the most frequent risk 

factor observed in 65% cases, same as 65% reported by 

Makki et al4 but higher (43%)  reported by Razzak et 

al3 and 15-28% 1,2,15,16 from Western series. Given that 

the prevalence of hypertension is increasing in the 

younger individuals in Pakistan12, the poor control of 

hypertension may lead to increased incidence of stroke 

among the young adults9. This could well be the reason 

for a growing number of young stroke cases in our 

region. It is of note that risk of stroke can be reduced by 

38% if the blood pressure is adequately controlled17. 

In our study 15% were smokers which is lower (21%) 

reported by a regional study3 and (42.6%) from a US18 

and much lower (69%) from Indian13 and (81%) from 

Greenland19. The number of smokers in our study 

(15%) is less than expected. This may be due to small 

sample size of our study. But in view of (5.2 %)20 

prevalence of smokers aged 15 years and above in 

Pakistan it is possible that some patients may have 

concealed their smoking habits. While 43% of young 

stroke may be due to undetermined cause9 , in 15% we 
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could not identify the risk factors or other underlying 

cause. But since these cases were not extensively 

investigated due to lack of facilities and financial 

constraints they were not considered as cryptogenic or 

of undetermined cause. Likewise, MRI could have been 

more revealing when the CT scan in 2 of our cases were 

unremarkable.      

In our study cerebral infarction was more common 

(60%) than cerebral hemorrhage (30%). The same 

pattern of cerebral infarction greater then cerebral 

hemorrhage is reported in general population with 

thromboembolic stroke21 and in series involving young 

people22. Mortality of 15% and survival of 85% is in 

line with 12-21% mortality and 79-88% survival 

projected by Makki et al4 in previously published 

reports5,23,24. As mortality is higher in cerebral 

hemorrhage25,26 and lower in cerebral infarction.26,27 and 

that  upto 79% of cases with cerebral infarction survive 

and have better prognosis5,28, we expect better survival 

and recovery in patients with cerebral infarction. This is 

also evident in our data where 85% of our cases with 

cerebral infarction survived. None of our cases had 

movement disorder which may be an indicator of bad 

prognosis3.  Most of our cases had hemiplegia at onset 

(75%) similar to 75.4% reported in a larger series3. We 

could not ascertained the degree of functional recovery 

as no standardized scale was used for this purpose. 

Other studies however indicate that a significant 

number of young stroke show good recovery (49%), yet 

some are left with residual deficits3. 

CONCLUSIONS 

This study indicates that hypertension is the major risk 

factor for stroke in young adults belonging to the rural 

areas. Hemiplegia was the most common presenting 

feature. Cerebral infarction accounts for 60% of the 

cases and the survival rate was 85%. Unawareness and 

poor control of hypertension appears to be the main 

reasons behind the young–onset stroke in our region. 

Recommendations 
Most of the risk factors that have been identified are 

modifiable. There is a need for increasing awareness 

regarding stroke and its risk factors particularly in the 

rural areas where the illiteracy is very high. Public 

awareness through various sources including electronic 

media is strongly recommended. 
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ABSTRACT 

Objective: The aim of this study was to assess the effect of ethanolic extract of Syzygium aromaticum(clove) buds 

in alcohol induced hepatotoxicity in rats. 

 Study Design: Randomized controlled trial 

Place and duration of study: Department of Pharmacology, Fatima Memorial College of Medicine and dentistry, 

Lahore from 1st July 2011 to 31st December 2011. 

Materials and Method: The rats were divided into five groups, i.e.  control group (A), ethanol positive group (B), 

experimental groups (C and D) and standard group (E). Group C experimental rats received ethanol (3 g/kg body 

weight daily intraperitoneal injection) and ethanolic extract of Syzygium aromaticum  at 250mg/kg of body weight  

daily orally for a period  of forty five days. Group D experimental rats received ethanol and ethanolic extract of 

Syzygium aromaticum at 500 mg/kg of body weight. Group E received ethanol and silymarin (100mg/kg 

orally).Blood samples were taken at 45th day and liver in each was taken out for histopathological examination.  

Results: The ethanol group rats showed variable increase in serum ALT (Alanine Transaminase ), AST(Aspartate 

transaminase)), ALP(Alkaline Phosphatase) and total bilirubin levels. In group C and group E rats the levels of these 

parameters become slightly decreased while in group D rats the levels decreased more towards normal. The 

morphological examination of experimental groups C and E rats showed slight recovery whereas the rats in 

experimental group D showed a significant recovery. Syzygium aromaticum constituents, especially flavonoids and 

polyphenols have strong anti-oxidant activity which provides hepato-protection against alcohol induced 

hepatotoxicity. 

Conclusion: High dose of Syzygium aromaticun ethanolic extract (500 mg/kg body weight) showed better 

hepatoprotection against alcohol induced hepatotoxicity than low dose Syzygium aromaticum extract and silymarin 

in rats. 

Key Words: Hepato-protection, ethanol, Syzygium aromaticum, Silymarin, oxidative stress

INTRODUCTION 

The liver is the largest solid organ, the largest gland, 

and the main metabolic organ of the human body.1  The 

liver performs not only physiological functions but also 

protects body against adverse effects related with drugs 

and chemicals.2 Alcohol is a hepatotoxicant that induces a 

diffuse type of liver injury closely resembling human 

viral hepatitis. Oxidative stress plays a major role in 

pathogenesis of alcohol induced liver injury. The major 

factor in cytotoxic action of alcohol has shown to be 

peroxidation of endogenous lipids.3 The  toxicity  of 

alcohol was later on shown to be related to its 

metabolism by alcohol dehydrogenases(ADHs)  and  also  

to  the  metabolism  by  CYP2E1(Cytochrome).4  Free  

radicals  have  been  implicated  in  alcoholic  liver  

disease.  Mechanisms that are thought to be involved are 

impairment of antioxidant defenses, as well as 

production of reactive oxygen species by the 

mitochondria and the CYP2E1 enzyme, and by 

activated phagocytic cells.5   Oxidative compounds are 

the stimulator of lipid peroxidation which ultimately 

leads to cell membrane damage. It is reported that 

administration of alcohol decreases the antiperoxidative 

enzymes.6-7 Due to high cost and adverse effects of 

drugs, peoples are now diverting to certain natural 

substances. The use of such substances are grown faster 

over the past few years which is undoubtedly driven by 

the belief that they are relatively safe, easily available 

and affordable.8 

Syzygium aromaticum are the aromatic dried flower 

buds of a tree in the family Myrtaceae. Syzygium  

aromaticum is widely cultivated in Indonesia, Sri-

Lanka, Madagascar, Tanzania, Brazil, Pakistan, Sri 

lanka and India.  It is used in limited amounts in food 

products as a fragrant, flavoring agent and condiment. 

Syzygium aromaticum, usually called as clove, is used 

as a topical antiseptic and local anaesthetic in 

dentistry.9 It is used in the form of a paste or mixture as 

dental cement.10 It is also used as antibacterial, 

antifungal, antimicrobial, antiinflammatory and 

insecticidal.11-12  Clove oil mainly constitutes eugenol, 

isoeugenol and caryophyllene contributing 

pharmacological role to Syzygium aromaticum. 

Original Article 

http://en.wikipedia.org/wiki/Flower
http://en.wikipedia.org/wiki/Bud
http://en.wikipedia.org/wiki/Myrtaceae


Med. Forum, Vol. 23, No. 6  June, 2012 24 

Eugenol comprises 72-90% of the essential oil 

extracted from cloves. Other important constituents of 

clove  include polyphenols, beta-caryophyllene, 

tannins,  flavonoids, kaempferol, rhamnetin,  terpenoids 

like oleanolic acid, stigmasterol and campesterol.13 

The purpose of the present experimental model was to 

observe the effect of Syzygium aromaticum  in alcohol 

induced hepatotoxicity in wistar rats 

MATERIALS AND METHODS 

Animals: Fifty adult male Wistar rats weighing 200-

250g were procured for this study. They were kept in 

the experimental research laboratory of Fatima 

Memorial college of medicine and Dentistry, Lahore 

under day and night conditions. Prior to the 

commencement of the experiments, all animals were 

kept for one week under the same laboratory 

conditions, at a temperature of 22 ± 2 0C, relative 

humidity of 70 ± 4% and 12 hour light/day cycle. They 

received nutritionally standard diet and tap water. The 

care and handling of rats were in accordance with the 

internationally accepted standard guidelines for use of 

experimental animals.  The recommendations of 

Animal Ethics Committee for the care and use of 

animals were strictly followed throughout the study. 

Chemicals/Instruments: Commercially available kits 

(Randox ) for biochemical analysis of ALT,AST,ALP, 

bilirubin,   95% ethanol, 10% formalin, paraffin wax, 

Haematoxylin and eosin stains, pre-coated TLC(Thin 

Layer Chromatography) plate silica gel GF254 and 

toluene. The standard compounds used are ellagic acid, 

gallic acid and protocatechuic acid. The instruments 

used were soxhlet and rotary evaporator and centrifuge 

(Germany), TLC scanner III (Camag, Switzerland) with 

win CATS software. 

Plant materials and preparation of the extract:             

Clove buds were collected from local market of Lahore 

and were authenticated from a botanist.  Clove buds 

were coarsely powdered using a grinder. 500 g 

powdered form of clove was dissolved in 2L of 95% 

ethanol. The extraction was carried out by mixing the 

powdered clove in ethanol by Soxhlet apparatus for 72 

hr.  The extract was filtered and the solvent i.e., ethanol 

was allowed to evaporate using rotary evaporator at 

temperature 40-45°C. Thus the highly concentrated 

ethanolic extract was obtained .The yield of extract was 

6.2% w/w in terms of dried starting material. The 

extracts obtained were stored at -20°C till used for 

experimental purposes.14` The clove buds (voucher no. 

0282) and extract (voucher no. 0283) were deposited in 

Pharmacology laboratory, Fatima Memorial College of 

Medicine and Dentistry, Lahore. This extract got 

standardized from PCSIR (Pakistan Council for 

Scientific and Industrial Research) laboratories, Lahore. 

Standardization of plant extract: TLC (Thin Layer 

Chromatography) was used for standardization. TLC 

was performed on a pre-coated TLC plate silica gel 

GF254. Sample was applied on the plate as 8 mm wide 

bands with an automatic TLC sampler. The 

development was carried out in trough chamber (20 cm 

× 10 cm),which was pre-saturated with  mobile 

phase(solvent system, toluene-ethyl acetate-formic 

acid-methanol ( 30:30:8:2), for 20 min at room 

temperature (25 ± 2°Cand 40% relative humidity). 

Subsequent to the development, TLC plates were dried 

under stream of hot air and then subjected to 

densitometric scanning using a TLC scanner III 

(Camag, Switzerland) with win CATS software 

(version 1.4.1) in the absorbance- reflectance scan 

mode. Quantitative evaluation of the plate was 

performed in absorption-reflection mode at 338 nm. 

The standard compounds used are ellagic acid, gallic 

acid and protocatechuic acid. 

Experimental Procedure: After acclimatization, all 

rats were divided into five groups each having 10 

animals. The control rats (Group A) were fed on 

standard diet with tap water and received no drug. 

Group B positive control rats received 3g/kg body 

weight of ethanol prepared as 35% v/v solution in 0.9% 

w/v NaCl  as I.P(intraperitoneal) injection daily for 

forty five days. Group C i.e. experimental group rats 

received 3g/kg body weight of ethanol prepared as 35% 

v/v solution in 0.9% w/v NaCl  I.P injection daily and 

ethanolic extract of Syzygium aromaticum buds in a 

daily oral dose of 250 mg/kg for a period of forty five 

days. Group D i.e. experimental group rats received 

3g/kg body weight of ethanol prepared as 35% v/v 

solution in 0.9% w/v NaCl  as I.P injection daily and 

ethanolic extract of Syzygium aromaticum buds in a 

dose of 500 mg/kg body weight daily (orally) for a 

period of forty five days. Group E(standard) group rats  

received 3g/kg body weight of ethanol prepared as 35% 

v/v solution in 0.9% w/v NaCl  as I.P injection daily 

and silymarin(100mg/kg) daily orally for forty five 

days. 

Sample collection: Blood sampling through tail vein 

was performed at 2 intervals (0 day &at 45th day) 

following same protocol every time. Twenty four hour 

after administration of the last dose of extract i.e. on 

45th day and after overnight fasting, the animals were 

weighed and anaesthetized under ether vapours. A 

sample of 2ml blood was drawn from tail vein from all 

animals. Blood was transferred to the sterile 

vacuotainers with gel and allowed to clot at room 

temperature for one hour. It was then centrifuged for 

ten minutes at a speed of 3000 rpm. Serum was 

separated and stored in sterile eppendorf tubes at -20°C 

for analysis of biochemical parameters.15 

Biochemical Analysis: ALT, AST, ALP and total 

bilirubin levels were estimated by commercially 

available kits (Randox of UK). Serum ALT, AST, ALP 

was estimated by IFCC method. 16-19 Total bilirubin was 

estimated according to Calorimetric method. 20 
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Liver tissue for morphology: When anaesthetized, the 

liver of all animals were exposed and a wedge was 

removed after their gross examinations and they were 

preserved.  

Statistical Analysis: The data was entered and 

analyzed using SPSS 17.0 (Statistical Package for 

Social Sciences). All data are shown as mean ± S.E.M 

(standard error of mean). One way ANOVA (analysis 

of variance) was applied to observe group mean 

differences. Post Hoc Tukey test was applied to observe 

mean differences among the groups. A p-value of <0.05 

was considered as statistically significant. 

RESULTS 

We observed that 3g/kg body weight of ethanol 

prepared as 35% v/v solution in 0.9% w/v NaCl as I.P 

injection, caused significantly increased(p<0.05) levels 

of serum AST,ALT,ALP and bilirubin in rats of group 

B as compared to group A (control) rats. On the other 

hand, simultaneous administration of ethanolic extract 

of Syzygium aromaticum resulted in a significant 

(p<0.01) decrease in the serum AST,ALT,ALP and 

bilirubin levels in rats of groups C, D and E when 

compared with that of group B.  

Table No.1: Mean± SEM values of different biochemical parameters in all groups (A, B, C , D and E) 

Parameter Group A Group B Group C Group D Group E 

Serum ALT (u/l) 40.19±1.10 69.60± 1.82 *   48.18 ± 1.27 ** 40.25± 2.38  ** 49.53±1.08** 

Serum AST (u/l) 82.20±4.09 155.49±6.01*   116.10± 4.57 ** 86.14±2.90** 119.76±4.42** 

Serum ALP (u/l) 117.73±8.11 278.77±6.96*   235.42±6.20** 202.19±2.28** 240.83±6.71** 

Serum Bilirubin(mg/dl) 0.33±0.03 0.83±0.06*   0.61±0.03** 0.37±0.03** 0.63±0.03** 

*     p<0.05 when compared with group A (control) 

**   p<0.05 when compared with group B (diabetic) 

 
Figure No.1: Photomicrograph of normal liver 

(control group A) showing normal lobular pattern 

and normal architecture. The hepatocytes and 

portal system are normal (H& E ×40) 

 
Figure No.2: Photomicrograph of liver of group B 

rats (treated only with ethanol) showing liver 

damage characterized by clear cytoplasm, vascular 

congestion, fatty changes, apoptosis and focal areas 

of necrosis (H& E ×40). 

Histopathological Examination: In histopathological 

studies of livers of male albino rats, the control group 

showed normal lobular pattern and normal architecture. 

The hepatocytes and portal system are normal (Fig.1). 

The liver of Group B rats (treated only with ethanol) 

showed liver damage characterized by clear cytoplasm, 

vascular congestion, fatty changes, apoptosis and focal 

areas of necrosis (Fig.2) 

 
Figure No.3: Photomicrograph of liver of group C 

rats (treated with ethanol and Syzygium aromaticum 

extract 250mg/kg) ) showing mild fatty change along 

with few apoptotic bodies. (H& E ×40) 

These changes were found to be reduced in livers of 

group C rats treated with ethanol plus Syzygium 

aromaticum extract in a dose of 250mg/kg (Fig.3) and 

group E treated with ethanol plus silymarin (Fig.5) The 

liver of Group D rats treated with ethanol and 

500mg/kg of Syzygium aromaticum extract showed 

vascular congestion and evidence of regeneration  
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(Fig. 4).This group of rats showed reversal towards 

normal liver architecture. 

 
Figure No.4: Photomicrograph of liver of group D 

rats (treated with ethanol and Syzygium 

aromaticum extract 500mg/kg) ) showing reversal to 

normal hepatocytes  with occasional apoptotic 

bodies (H& E ×40). 

 
Figure No.5. Photomicrograph of liver of group E 

rats (treated with ethanol and Silymarin) showing 

mild fatty change, vascular congestion and apoptotic 

bodies. (H& E ×40) 

DISCUSSION   

The ingestion of alcohol for prolong time may lead to 

alcoholic hepatitis, fatty infiltration, accelerated 

progression of liver disease and higher frequency of 

liver cirrhosis. If left untreated, it leads to fibrosis and 

ultimately to cirrhosis. 21 Alcohol administration in rats 

basically disrupts permeability of plasma membrane. 

This lead to leakage of enzymes from the cells which 

results in elevation of lipid peroxides. It has been 

reported that liver damage induced by alcohol is due to 

instability of cell membrane as a result of lipid 

peroxidation. Lipid peroxidation arising from reaction 

of free radicals with lipids is considered to be an 

important feature of cellular injury brought by free 

radicals attack. Oxidative damage caused by reactive 

oxygen species is considered to be an important 

pathophysiological condition promoting cell injury. 

Antioxidant enzymes also decrease in alcohol induced 

liver injury. 22-23 Currently available drugs for the 

treatment of hepatotoxicity have a number of 

limitations including adverse effects and high rate of 

secondary failure. A number of plants are being 

assessed for their therapeutic potential as there is a 

growing trend towards the use of natural remedies as 

adjuncts to conventional therapy. Modulations of 

oxidative stress through treatment with antioxidants can 

help in hepatotoxicity due to alcohol. 

The present study showed a significant elevation in the 

levels of serum AST,ALT, ALP and bilirubin in rats of 

group B as compared to group A (control) rats. On the 

other hand, simultaneous administration of ethanolic 

extract of Syzygium aromaticum to groups  C and D 

and silymarin to group E resulted in a significant 

(p<0.01) decrease in the serum AST,ALT,ALP and 

bilirubin levels in rats of groups C , D and E when 

compared with that of group B (Table 1). When we 

compare mean values of group C and D with group E, 

although level decreases but levels reduced more in 

group C and D as compared to group E showing better 

effectiveness of Syzygium aromaticum over silymarin. 

When we compare mean values of   group C with group 

D, although both decrease levels, but group D reduced 

the levels more as compared to group C. The 

morphological examination in group C and E animals 

showed moderate change towards normalcy whereas in 

group D animals, high dose Syzygium aromaticum 

ethanolic extract resulted in a significant morphological 

reversal towards normal. Our results are in accordance 

with the reports by others who used chemical 

antioxidants and diet of natural antioxidant plants.24-25 

The main constituents in syzygium aromaticum are 

eugenol, polyphenols and flavonoids. The proposed 

mechanism of syzygium aromaticum in 

hepatoprotection could be due to the antioxidant 

mechanism. Atawodi et al. in 2011 showed that 

polyphenols in syzygium aromaticum have antioxidant 

activity.26  Robards and Antolovich in 1997 have 

critically reviewed the analytical chemistry of 

bioflavonoid and it was found that flavonoids possess 

antioxidant activity, they are potent free radical 

scavengers and metal chelators and they also inhibit 

lipid oxidation which is a key step in the liver cell 

injury.27 Therefore, in our study polyphenols and 

flavonoids in syzygium aromaticum might have a role 

in decreasing liver enzymes  levels  and 

hepatoprotection in rats.   Further studies are needed to 

observe if higher doses and variable routes of 

administration have better protective effect on alcohol 

induced hepatotoxic liver. 

CONCLUSION  

The results of the present study indicate that the 

treatment with syzygium aromaticum ethanolic extract 

provide hepatoprotection against alcohol induced 
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hepatotoxicity both biochemically and morphologically. 

The high dose of syzygium aromaticum ethanolic 

extract, showed better results as compared to its low 

dose and standard drug silymarin. 
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ABSTRACT 

Background; Enteric fever (Typhoid fever) is widely recognized as a major public health problem in developing 

countries. 

Objective: To study the clinical profile and complication of enteric fever in children.  

Study Design: Prospective descriptive study. 

Place and Duration of Study: This study was conducted at the Paediatric Department at Ghulam Muhammad 

Mahar Medical College Hospital Sukkur from January 2010 to December 2011. 

Materials and Methods: This was a prospective study, included all patients of enteric fever, of both sex and age 

ranged from 1 year to 13 years. All cases of enteric fever were confirmed by serological test Typhidot IgM or IgM 

and IgG positive. 

Results: A total of 360 patients of enteric fever were studied during 2 years. Mean age of presentation was 7.47 

years and 166 (46.12%) patients were < 5 years whereas 194 (53.88%) were > 5years of age. Male: Female ratio 

was 2:1. Clinical profile of patients shows, that fever was present in all cases, vomiting 180 (50%), anorexia 180 

(50%), headache 126 (35%), abdominal pain 108 (30%), diarrhea 108 (30%), weakness 102 (28.33%), cough 90 

(25%), constipation 36 (10%) cases, and coated tongue was found in 275 (75%), tender abdomen 140 (38.88%), 

hepatomegaly 90 (25.0%), splenomegaly 76 (21.11%), toxic appearance 72 (20.0%), dehydration 70 (19.44%), 

pallor 54 (15%) and relative bradycardia 12 (3.33%) of cases. Complications were found in 88 (24.44%) of cases, 

raised ALT in 66 (18.3%) jaundice 6 (1.66%), intestinal hemorrhage in 4 (1.11%), peritonitis and osteomyelitis 3 

(0.83%) respectively. 

Conclusion: Common clinical features of enteric fever include fever, vomiting, anorexia, abdominal pain, headache, 

coated tongue, anemia, hepatomegaly and elevated liver enzymes. Diarrhea is more common in children < 5 years. 

Complication due to late diagnosis and drug resistance will persist in our part of country. 

Key Words: Enteric fever, clinical profile, children.  

INTRODUCTION 

Enteric fever (Typhoid fever) is widely recognized as a 

major public health problem in developing countries. It 

is a severe systemic infection caused by Salmonella 

typhi. The disease is endemic in the Indian sub-

continent, South-East Asia, Africa, the Middle-East, 

South and Central America, where provision of pure 

water supplies and sewage control are inadequate1.The 

worldwide incidence of enteric fever is estimated to be 

approximately 16 million cases annually with 7 million 

cases occurring in south east Asia alone, accounting for 

more than 600,000 deaths annually2. Ochiai LR et al, in 

their review of disease burden due to enteric fever from 

five Asian countries, reported a higher incidence of 

enteric fever from India, Indonesia and Pakistan3.The 

exact figures on the incidence and prevalence are not 

available for Pakistan, but the prevalence is deemed 

comparable to that in South East Asia. Enteric fever 

represents the 4th most common cause of death in 

Pakistan4The disease may occur in all ages, with the 

highest incidence found particularly in children5.Young 

age was seen in a study from Bangladesh, the 57% of S. 

typhi isolates were in children less than 5 years of age 

and 27% less than 2 years6. Various organs have been 

involved in the course of enteric fever, resulting in a 

wide array of presentation7.The presenting symptoms 

and signs of enteric fever in children differ significantly 

from those in adults8. Enteric fever is associated with 

significant morbidity and mortality due to emerging 

multidrug –resistant strains of salmonellae and delay in 

diagnosis9. In a study of 1100 hospitalized children in 

Pakistan, the mortality rate of 1.6% was found to be 

related to younger age and multidrug -resistant 

infection9. There is a wide spectrum of clinical 

presentation and with the emergence of drug resistant 

enteric fever now a days, the treatment has become still 

more complex. The objective of our study was to 

determine the clinical profile and complications of 

enteric fever in hospitalized children from interior of 

Sindh, were illiteracy, poverty, overcrowding, 

contaminated water, unhygienic conditions and lack of 

health facilities and awareness to poor masses 

predisposing for the diseases and complications. 

MATERIALS AND METHODS  

This was a prospective study, included all patients of 

enteric fever, of both sex and age ranged from 1 year to 

13 years. All case of enteric fever was confirmed by 

serological test Typhidot IgM, or IgM and IgG positive. 

Original Article 
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After consent from parents or patient a separate pro-

forma was filled for each patient. Detailed history with 

clinical examination was undertaken in all patients. 

Relative bradycardia was defined as normal heart rate 

inspite of fever. All patients underwent investigations 

such as complete hemogram, MP, liver and renal 

function tests, stool and urine examination, and 

typhidot test. Additional investigations like chest X-ray, 

ultrasound of abdomen were done where it was 

indicated. Anemia was defined as hemoglobin less than 

10 g/dl. Leucopenia was defined as total leucocyte 

count (TLC) less than 4000/cu.mm.Leucocytosis was 

defined as TLC more than 10,000 cells/cu.mm. 

Thrombocytopenia was defined as platelet count less 

than150,000 lakh / cu.mm. Elevated  ALT was defined 

as ALT more than 40 IU/L and elevated SGPT  as more 

than 26 IU/L. 

RESULTS 

A total of 360 patients of enteric fever were studied 

during 2years. Mean age of presentation was 7.47 years 

and 166 (46.12%) patients were < 5 years whereas 194 

(53.88%) were >5 years of age. Male: Female ratio was 

2:1.Table 1 shows the clinical presentation of children 

on admission. The predominant symptoms were fever 

in all cases, vomiting 180 (50%), anorexia 180 (50%), 

headache 126 (35%), abdominal pain 108 (30%), 

diarrhea 108 (30%), weakness 102 (28.33%), cough 90 

(25%), constipation 36 (10%) cases.  

Table No.1: Clinical presentation of 360 patients at 

admission. 

Symptoms  No. of patients  %age 

Fever  360 100% 

Vomiting  180 50% 

Anorexia  180 50% 

Headache  126 35% 

Abdominal pain 108 30% 

Diarrhea  108 30% 

Weakness  102 28.33% 

Cough  90 25% 

Constipation  36 10% 

Signs    

Coated tongue 275 75% 

Tender abdomen 140 38.88% 

Hepatomegaly  90 25.0% 

Splenomegaly  76 21.11% 

Toxic appearance  72 20.0% 

Dehydration  70 19.44% 

Pallor  54 15.0% 

Relative 

bradycardia  

12 3.33% 

The signs were coated tongue found in 275 (75%), 

tender abdomen 140 (38.88%), hepatomegaly 90 

(25.0%), splenomegaly 76 (21.11%), toxic appearance 

72 (20.0%), dehydration 70 (19.44%), pallor 54 (15%) 

and relative bradycardia 12 (3.33%) of cases. Typhidot 

IgM antibodies were positive in 294 (81.67%) of cases 

while both antibodies IgM and IgG were in 66 

(18.33%) of cases. The anemia was found in 180 (50%) 

of cases, leucopenia in 72 (20.0%), leucocytosis in 66 

(18.3%) and thrombocytopenia in 54 (15%) of cases. 

Complications were found in 88 (24.44%) of cases, 

elevated serum alanine and aspartate aminotransferase 

(> 78 iu/l) were observed in 66 (18.3%), jaundice in 6 

(1.66%), intestinal hemorrhage in 4 (1.11%), 

peritonitis, and osteomyelitis 3 (0.83%) respectively. 

The other less common complication were seizures, 

enteric encephalopathy and pancytopenia 2 (0.55%) 

respectively in each case shown in table 2. 

Table No.2: Complications of enteric fever in 360 

patients 

Complications  No. of patients  %age 

Raised ALT 66 18.33% 

Jaundice  06 1.66% 

Intestinal hemorrhage 04 1.11% 

Peritonitis  03 0.83% 

Osteomyelitis  03 0.83% 

Seizures  02 0.55% 

Enteric encephalopathy 02 0.55% 

Pancytopenia  02 0.55% 

DISCUSSION 

Enteric fever still remains a major endemic public 
health problem in Pakistan especially in areas where 
healthcare facilities being limited and peoples are 
illiterate, living in unhyeigenic surroundings, drinking 
raw-water from canals and especially in rural areas. 
Enteric fever accounts for significant cause of 
morbidity in children in developing countries. In our 
study 46.12% of patients were under 5 years, similar to 
the reported by Shah 1, et al10 from India. Most of 
53.88% our cases were older than 5 years as reported in 
most of studies 11,12,13in children. Also in our patients 
males were 66.66% more common affected as 
compared to females, similar to the reported from India 
by Shah I et al10,12 whereas Abdel Wahab et al14 found 
equal distribution between the boys and girls. Fever 
was the most common clinical presentation seen in all 
(100%) our cases similar to other studies done by other 
authors,11,12,13,15.The other common features vomiting, 
anorexia, coated tongue, tender abdomen, headache, 
abdominal pain, diarrhea, cough, hepatomegaly, 
splenomegaly, toxic appearance, seen in our study 
similar to the reported by Bbutta ZA7and others 
10,12,13,15,16,17. Other less common features constipation, 
dehydration, pallor and relative bradycardia seen in our 
study comparable to that reported by Tohme et al17. 
Relative bradycardia was not a major feature of enteric 
fever in children in our study similar to that reported by 
other authors 7,10,17. Most of our patients had normal 
leucocyte counts similar to earlier repots11,18. 
Leucocytosis was observed in18.3% of cases while 
leucopenia in20% in our study, the higher leucocytosis 
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was reported by Shah I et al from India10 and low 
leucopenia 9% as compared to our results. The anemia 
was found in 50% and thrombocytopenia in 15% of our 
children, while Shah I from India reported in his series 
87.9% anemia and 33.33% thrombocytopenia. 
Complications of enteric fever were seen in 88 
(24.44%) of cases which are similar to the previously 
reported in other studies16,17,19, but very low 
complications were also 4% reported by Ganesh R et 
al11 and 18.18% by Shah I et al10.Elevation of serum 
aminotransferases was seen in 66 (18.33%) of our cases 
which is much lower when compared to earlier studies 
by Ganesh R et al11 where hepatic dysfunction was seen 
in 57% of cases. Common complications of enteric 
fever seen in our cases jaundice, intestinal hemorrhage 
and peritonitis and osteomyelitis similar to our results 
were by Tohme A 16,20The other less common 
complications were seizures, enteric encephalopathy 
and pancytopenia seen in our cases. Complications 
occur in 10-15% of patients and gastrointestinal 
bleeding (10%), intestinal perforation (1-3%) and 
neuropsychiatric manifestations (2-40%) are the most 
important one reported21 

CONCLUSION 

Enteric fever continues to be a major health problem in 

our existing hygienic conditions, resulting in significant 

number of children requiring hospitalization. Common 

clinical features of enteric fever include fever, 

vomiting, anorexia, abdominal pain headache, coated 

tongue anemia, hepatomegaly, splenomegaly, and 

elevated liver enzymes. Diarrhea is more common in 

children < 5 years. Complications due to late diagnosis 

and drug resistance will persist in our country. 

Prevention of enteric fever can be possible with safe 

drinking water, improving personal hygiene and proper 

disposal of human sewage and mass vaccination in 

endemic regions. 
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ABSTRACT 

Background: Thalassemia is inherited as an autosomal recessive disorder. Children suffering from beta thalassemia 

major, due to various genetic defects, have deficient synthesis of ß globin chain of Hemoglobin. They need frequent 

blood transfusions, so they are at increased risk of transfusion transmitted infections especially HCV. 

Objective: To evaluate frequency of hepatitis C in thalassemia major patients. 

Study Design:  Prospective descriptive study. 

Place and Duration of Study: This study was conducted at the Thalassemia care Center Nawabshah, Sindh from 1st 

January 2011 to 31st December 2011.  

Patients and Methods: Children ages from 3 months to 14 years with Beta thalassemia major were included. 

Patients were scrutinized for anti HCV antibodies by third generation ELISA technique. 

Results:  Total   of   126 patients of   thalassemia major studied   in   this series, 59 (46.82%) were   males and 67 

(53.17%)   females. Out of these 18 (14.26%) were hepatitis C positive. 

Conclusion: HCV   infection   is   an   important   cause   of   viral   infection   among thalassemic children with a 

prevalence of 14.26% in our study   population. 

Key Words: Beta thalassemia, Hepatitis C, Blood transfusion.  

INTRODUCTION 

Thalassemia is an autosomal recessive disease prevalent 

in Pakistan. The carrier rate ranges between 4 and 5.5% 

in different regions and racial groups1, 2. It is estimated 

that about 9000 children with beta thalassemia are born 

every year, although no documentary registry is 

available in Pakistan3.The cultural and religious 

scenario in Pakistan is such   that   consanguineous 

marriages are quite common4,5. Blood transfusion is a 

necessary treatment for these patients. Regular   blood   

transfusions   for   patients   of thalassaemia have   

improved   the   overall   survival although these 

transfusions carry a definite risk of transmission of 

certain viruses6. However, the blood transfusion has its 

own side effects. Main problems of blood transfusion 

are transfusion-transmitted infections, especially 

hepatitis C7,8 . HCV is responsible for 80 to 90 % of   

post. Transfusion hepatitis in   patients who received 

blood transfusion prior to introduction of routine blood 

products screening in 19909.  Hepatitis   B   has a   

declining   trend,   probably as a result   of regular pre-

transfusion screening for HBsAg, use of hepatitis B 

vaccination   and improved public awareness about the 

disease. HIV infection fortunately, is uncommon in our 

setup 10. However, since no such vaccine is so far 

available against hepatitis    C, the only effective 

protective measure against this virus is provision of 

HCV    negative blood for transfusion. Therefore, 

screening of   transfused   blood for HCV in not only 

mandatory, but also it is essential to use the most 

sensitive screening methods with least possible false-

negative results10. HCV seroprevalence and risk factors 

in north Iran were investigated in 105 Thalassemia 

sufferers, 93 haemodialysis patient   and   5976   blood   

donors   by   second   generation ELISA. The study 

showed that haemodialysis patients and thalassemics 

were at higher risk of  having HCV infection; the 

prevalence being 55.9% and   63.8% respectively in 

comparison  to  the prevalence   of   blood  donors  

(0.5%)11. 

The   aim of this study was to look into the frequency   

of   HCV   sero-positivity   amongst multiply transfused 

thalassemia major patients in our setup. 

PATIENTS AND METHODS 

This Prospective descriptive study was conducted at 

Thalassemia care Center Nawabshah, Sindh. Duration 

of study was one  year  , from  1st January  2011 to 31st 

December  2011.Children age from 3 months to 14  

years  with Beta thalassemia major, confirmed on 

hemoglobin electrophoresis  were included. Those   

children   who had Sickle Cell anaemia or any other 

hemolytic anaemia were not included in this study. 

A total of 126 cases of ß-Thalassemia major registered 

for transfusion management at the aforementioned 

thalassemia center were selected. After an informed     

written consent, brief clinical history was recorded and 

relevant   physical examination was carried out. 3 ml 

blood sample was collected in a disposable syringe 

under strict aseptic conditions and was allowed to clot 

Serum was separated in a clear plastic   bottle for 
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further testing. The initial screening was carried   out by 

ELISA (3rd generation   ELISA technique). 

All the data was entered and Analysis was performed 

on the Statistical Package for Social Sciences (SPSS 

version 10.0). 

RESULT 

In a total of 126 patients of thalassemia major studied in 

this series, 59 (46.82%) were males and 67 (53.17%) 

females, with male to female ratio 1:1.3 (Figure 1). Out 

of these 18 (14.26%) were hepatitis C positive, among 

them 9 (50%) were males and 9 (50%) females.  

Table No.1: Age and sex-wise distribution of 

thalassemic patients   n= 126 

Age (years) Male  females Number of 

patients  

3 mon-< 1 

year 

12 15 27 (21.42%) 

1-5 27 33 60 (47.61%) 

6-10 6 14 20 (15.87%) 

10-14 14 5 19 (15.07%) 

Total  59 67 126 (100%) 

Table No.2: Frequency of seropositivity of HCV 

according to age in thalassemia patients (n =18) 

Age (years) n Percentage  

< 1 year  3 16.16 

   1-5 10 55.55 

   6- 10 3 16.16 

  10- 14 2 11.11 

Males             59 (46.82%)  

Females           67   (53.17%) 

    Figure No1: Sex distribution in thalassemia patients 

Age ranges from 3 months to 14 years. We divided age 

in different groups from 3 months to <1 year with the 

mean age 7.5 ± 4.26  months, number of patients were 

27 (21.42%). 1 year to 5 years with mean age of 2.41 

±1.89 , number of patients were 60(47.61%).  6years to 

10 years with mean age of 7.25 ±3.56 years , number of 

patients were 20(15.87%). 11 years to 14 years with 

mean age of 12.57 ± 6.23 years, number of patients 

were 19 (15.07%) (Table -1).  Seropositivity of HCV 

according to age in thalassemia patients < 1 year 

number of patient were 3 (16.16%), 1 year to 5 years 

number of patient were 10( 55.55%),  6years to 10 

years number of patient were 3 (16.16%),11 years to 14 

years number patient were 2 (11.11%).(Table 2). 

DISSCUSSION  

Beta thalassaemia occurs world wide, with a higher 

prevalence among Mediterranean population in the 

Middle East, in parts of India, Pakistan and South East 

Asia13, 14. Thalassemia is the commonest inherited 

disorder in Pakistan with the overall prevalence of 5%. 

The estimated rate of birth of affected infants is 1.3 per 

1000 live births, and about 5250 infants with ß-

Thalassemia major are born annually. Married couples 

both consisting of two carriers have a twenty five 

percent chance that any child they have will be 

affected.12 In Pakistan the β-thalassemia is prevalent in 

all parts of the country and in all ethnic groups. Pathans 

have a slightly high prevalence rate 7.96% than 

Punjabi’s 3.26% 13. The average life expectancy in 

Pakistan is 10 years and    at present the disease load is 

of 90000 to 100000 patients throughout the country.3. 

Major ß thalassemic patients may need 4-6  bags  of  

blood transfusion per month. 

This transfusion is able  to directly  transfer  both  

microbial and viral infections to recipients especially 

HCV , HBV & HIV15.Fortunately,   HIV  infection    is  

still  not a  problem  in  our country, and HBV infection 

can be, to a great extent, prevented by a  pre-transfusion 

immunization, HCV infection has gained importance     

particularly as one of the major complications in 

multiply transfused  patients during  the last decade. 

This is especially true for counties where HCV is more 

prevalent   in   general population and therefore also 

amongst blood donors10. The prevalence rate   of 

seropositivity increases with the number of 

transfusions16. This post-transfusion hepatitis has 

significantly contributed to morbidity in   thalassemia17. 

It   should   be remembered that HCV hepatitis is more 

threatening than HBV hepatitis due to a greater risk of 

chronic liver disease16. There are 126 patients of   

thalassemia major in present study,   59 (46.82%) were   

males   and 67 (53.17%)   females, with male to female 

ratio 1:1.3. Out of these 18 (14.26%) were hepatitis C 

positive. Most of the patients were transfused to other 

centers before getting registered here. Most of them 

were transfused where status of screening was not 

reliable.  

Hepatitis C virus (HCV) is one of the blood borne 

viruses with highest prevalence in TM patients. In 

different parts of the world the prevalence of HCV 

infection in thalassaemic patients is different. In India it 

is 16.7%22 and in Malaysia 22.4%23. In another study 

the prevalence of hepatitis C was 23.8% in thalassaemic 

patients 21. 

In Italy the prevalence of hepatitis C in thalassaemic 

patients was 47.0%22 and   in   Iran 63.8%23.This is 

much higher than that of our study. 
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In Pakistan, 20.7% prevalence of anti-HCV in 

professional donor from Karachi was reported by 

Ahmed et al18. In a study in Rawalpindi region of 

Pakistan, the prevalence of hepatitis C in thalassaemic 

children was 60.0%19. Another study from Karachi 

showed the prevalence rate of 20.5% in thalassaemic 

patients20. 

The difference is due to variation of prevalence of HCV 

infection in different parts of the world and difference 

in screening methodology because third generation 

ELIZA is 10-100 times more sensitive and specific, 

compared to particle agglutination test. In many 

previous studies, the prevalence of HCV antibodies was 

observed to be reduced after the institution of a regular 

HCV screening before transfusion16. 

CONCLUSION  

Despite screening of blood donors, HCV infection 

remains an important cause of viral infection   among   

thalassaemic   children. Every donor must be screened 

before giving blood. Transfusion should be placed at 

registered hospital and centers, the current study show 

14.26% seropositivity of HCV infection in thallassemic 

patients. 
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ABSTRACT 

Objective: To study the presentation and outcome of head injury in paediatric patients managed in Children 

Hospital & The institute of Child Health, Multan. 

Study Design: Retrospective Descriptive Study. 

Place & Duration of Study: This study was conducted in the Deptt. of Paed. Surgery, CH&ICH, Multan, during a 

period of five years from Jan 2006 to Dec 2010. 

Patients and Methods: A total of 1150 paediatric patients with head injury were managed in this unit. Data  was 

collected on  the  basis of  history, clinical  examination, base  line investigations,  radiological  findings  including  

CT  scan,  diagnosis  and  management. Patients were divided into three groups  according to the  severity of  injury  

based upon Glasgow Coma Scale (GCS). Final analysis and comparison with literature was done. 

Results:  Seventy percent patients were male and 30% female. The age ranged from 1 week to 12 years. Commonest 

cause was history of fall from height found in 68% cases, followed by road traffic accident 25% and  other causes 

7%. 70 patients had associated injuries, 5 patients  were already  mentally  handicapped. In 75% cases mild head 

injury with  GCS  14 -15  was  present.  35  patients  required  neurosurgical  intervention.  15 patients required  

treatment for post traumatic seizures. 3  developed brain abscess. 15 patients died in  the emergency ward  without 

any surgical intervention within  2 days of admission and 2 died post operatively. 

Conclusion:   Head  injury  remained a  serious  problem in  paediatric  age  group with significant morbidity & 

mortality. Recognizing the pattern of head trauma in children help us to  identify  high  risk groups  and  

environment,  which  will  then  help  us  to  design appropriate preventive measures. 

Key words: Head Injury, CT Head, Glasgow Coma Scale (GCS)  

INTRODUCTION 

Head Injury is a leading cause of morbidity and 

mortality in children world wide1 and in Pakistan as 

well2. One fourth of population comprises of children 

under 12 years2. Measureable deficit occurs even after 

mild to moderate head injury but it could be much more 

after severe head injury. These problems are impaired 

cognition, motor impairments, disruption of attention 

and information processing and psychiatric 

disturbance1.  Fall from height is the most common 

cause of injuries visiting emergency department and 

fourth leading cause of trauma related deaths, followed 

by motor vehicle accidents, fires and drowning3-6. 

Mostly patients suffer from minor brain injury6,8,10,11. 

Over all, fall accounted for 5.9% of childhood deaths7. 

The present study was done to identify the frequency of 

head injury among paediatric age groups, assess 

magnitude of the problem and define meaningful 

preventive strategies to reduce this major public health 

issue in our setup. 

PATIENTS AND METHODS  

The study was carried out in the Department of 

Paediatric Surgery, Children’s Hospital & The Institute 

of Child Health, Multan from Jan 2006 to Dec 2010. 

All patients up to 12 years of age with history of head 

trauma were included. Patients were first seen in 

emergency department. Initial resuscitation and 

assessment was made on the basis of history, clinical 

examination and necessary radiological investigation. 

Patients were treated according to standard trauma 

protocol. The initial post resuscitation GCS was used in 

the assessment of head trauma. According to GCS, head 

injury is classified as mild with GCS 14-15, moderate 

with GCS 9-13 and severe with GCS  < 86. For patients 

less than 4 years of age, modified Glasgow Coma Score 

was used in which best verbal response is modified. 

RESULTS 

A total of 1150 patients were managed during this 

period. 70% were male and 30% were female. The age 

ranged from 1 week to 12 years. Commonest cause of 

head injury remained fall from height (68%) followed 

by road traffic accidents (25%) and other causes (7%). 

There was only one patient of proven child abuse. CT 

scan of head was performed in 527 patients in which 

GCS deteriorated or symptoms persisted.  

70 patients had associated injuries including fracture of 

limb, fracture of spine and abdominal injuries. In 75% 

cases there was mild head injury while 16% patients 

had moderate head injury and 9% patients were with 

severe head injury. Most of patients admitted in the 

hospital for 24 hours observation. 35 patients 

underwent some surgical procedure, 18 patients had 
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elevation of depressed fracture, 9 patients had 

craniotomy for extradural hematoma, 6 patients 

underwent craniotomy for subdural hematoma. 

Nine patients with severe head injury died within 5 

days of admission, 4 patients died post operatively. 15 

patients were treated for post traumatic seizures and 3 

for brain abscess. 

Table No.1: CT finding in a total of 527 patients 

Normal 321 60.91% 

Brain Edema 36 6.3% 

Contusion/ Laceration 11 2.03% 

Hematoma 25 4.74% 

Skull Fractures 

        Linear 

        Depressed 

 

116 

18 

 

22% 

3.4% 

DISCUSSION  

There are definite physiological differences between 

paediatric and adult brain which have direct effect on 

management and outcome of head trauma. In new born 

with open fontanels, normal intracranial pressure is 

upto 2cm of water. In young children it is 3-6 cm of 

water. In contrast, the upper level of reference range in 

adults is 15 cm of water. Brain water content is 90% in 

children and 75% in adolescents. Mylenation is absent 

at birth and slowly increases until adolescence. Cerebral 

blood flow is 10% less than that of an adult until the 

age of 3-4 years and reaches adult level in adolescence. 

Children with head injury usually present with normal 

blood pressure and tachycardia. Bradycardia in a child 

with head injury usually indicates increased intracranial 

pressure. For reasons not fully understood, children 

survive higher and more prolonged intracranial 

pressure. Children have lower chance of surgical lesion 

as compared to adult head injury patients. As a result 

children are far better than adults with head injury8,11. 

Concussion which is minor brain injury is also reported 

to be more common,4-6,11 

Majority of patients in this study presented with mild 

head injury who survived on conservative treatment. 

Most of the patients were in 6-11 years of age group. 

Accidental injuries and child abuse were less common 

as compared to western world, where at least 10% of 

children less than 10 years of age were brought to 

emergency department with alleged accidents and 

victims of child abuse9. Sports related head injury is 

similarly mentioned in international literatures11. 

More than 75% of head injuries in paediatric age group 

are preventable. This shows the gravity of this major 

problem, issue and inadequacy of the preventive 

measures taken. Majority of our patients presented with 

history of fall from the roof while flying kites and 

playing unsupervised on the roof top without safety 

railings as compared to western world where road 

traffic accident is common6, 8. Literacy among the 

mothers appears to be directly linked with provision of 

safety measures for children at home. In this study 

illiterate mother and poor families had more than 5 

children and were relatively more ignorant of the safety 

of their children. Parents should supervise their children 

when they are playing inside are outside the homes. 

Parents and teachers should teach and train children 

about the precautions and proper methods to cross the 

streets and roads10. The safety measure if practiced 

within home and outside can avoid these catastrophic 

misshapes. 

CONCLUSION 

Head trauma or craniocerebral injury remained a 

common problem in the paediatric age group with 

significant morbidity and mortality. The commonest 

cause of head injury was fall from height and 

commonest type of brain injury was concussion. Most 

of the injuries are preventable by education of children 

and their parents. 
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ABSTRACT 

Objective: The objective of this study is to assess the early response of the Ponseti method for the treatment of 

idiopathic congenital clubfoot by using the Pirani scoring system. 

Study Design: Prospective study. 

Place and Duration of Study: At the Department of Orthopaedic Surgery Peoples University of Medical & Health 

Sciences (PUMHS) Nawabshah from JAN 2011 to DEC 2011 (ONE YEAR). 

Materials and Methods: Total numbers of 50 cases with 79 feet of idiopathic congenital clubfoot up to the age of 

one year of either sex were included in this study. 

Results: The correction was obtained in 47 (94%) cases but three infants required Posteromedial release (PMR) 

operation. Average number of casts applied was 5.7 (range: 4-8), average time for full correction was 10 weeks 

(range: 4-12 weeks), percutaneous Achilles tenotomy was required in 84% of cases. Mean comparison of Pirani 

score was significantly decreased at final stage. 

Conclusion: The Ponseti method is a safe and effective treatment, that PMR surgery is no longer necessary for the 

majority of idiopathic congenital clubfeet. 

Key Words: Idiopathic, Clubfoot, Ponseti 

INTRODUCTION 

Idiopathic congenital clubfoot or talipes equinovarus 

(CTEV) is a complex deformity occurring in an 

otherwise normal child since birth1. Exact etiology is 

unknown, however various theories include primary 

germ plasm defect, intrauterine malposition, and 

genetic disorder have been suggested. Incidence is one 

per 1000 livebirths2, boys are affected twice than girls, 

>50% of cases are bilateral while right sided 

preponderance in unilateral cases3. Deformity consists 

of 4 components: hindfoot equinus, hindfoot varus, 

forefoot adductus, and cavus. 

The goal of treatment is to correct all components of 

deformity with a pain free, plantigrade foot with good 

mobility, therefore most orthopaedists have agreed that 

the initial treatment should be non.surgical, most of 

them involving manipulation and casting for many 

months which often resulted in partial correction4. The 

partially corrected feet were then treated by 

posteromedial release operations. The long term results 

have been disappointing include wound infection, 

wound dehiscence, overcorrection, heel valgus, 

undercorrection, heel varus, persistant equinus, 

metatarsus adductus, stiffness, and weakness leading to 

premature arthritis5.  

Because of these complications a renewed interest in 

conservative treatment in the form of Ponseti has 

occurred6. Since the late 1940s, Ignacio V. Ponseti, MD 

at university of Iowa, developed a method of clubfoot 

correction which is easy to learn and has been 

recommended for use in developing world with a high 

success rate of 83-98%7-9.With increased understanding 

of the biology of the deformity and of the functional 

anatomy of the clubfoot, the Ponseti technique has 

developed to give, in most cases, a result superior to 

that achieved by surgery10. Therefore Ponseti described 

a study on histological section of ligaments from 

clubfeet, revealed that the abundant young collagen in 

the ligaments was very wavy, was very cellular known 

as crimp. This crimp allows the ligaments to be 

stretched. The crimp reappears a few days later, 

allowing for further stretching. That is why manual 

correction of the deformity is feasible. Also he 

described that there is no single axis of motion exists on 

which to rotate the tarsus. The tarsal joints are 

functionally interdependent. The movement of each 

tarsal bone involves simultaneous shifts in the adjacent 

bones11.  

This method involves weekly stretching of the 

deformity followed by application of a long leg cast. 

All components of deformity usually correct within 5 to 

6 weeks, with the exception of the equinus. A simple 

percutaneous Achilles tenotomy is often necessary to 

complete the correction. After correction a foot-

abduction brace is used to maintain the correction12. 

This technique results in strong, flexible and 

plantigrade feet with maintenance of function without 

pain has been demonstrated in a 35-years follow-up 

study13. 

The purpose of this study is to assess the early response 

of the Ponseti method for the treatment of idiopathic 

congenital clubfeet by using the Pirani severity scoring 

system. 
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MATERIALS AND METHODS 

The study has been conducted from Jan 2011 to Dec 

2011 at the Department of Orthopaedic Surgery Peoples 

University of Medical & Health Sciences (PUMHS) 

Nawabshah. Fifty cases with 79 feet of either sex up to 

the age of one year were included in the study. Clubfoot 

deformity secondary to Polio, Cerebral Palsy, 

Arthrogryposis, and Meningomyelocele were excluded 

from the study8. Infants were evaluated and graded for 

severity by using the Pirani scoring system, which is 

based on physical examination and require no 

radiographic measurements or other special studies13. It 

comprises six clinical signs of contracture, each is 

scored according to the following principle: 0, no 

abnormality; 0.5, moderate abnormality; 1, severe 

abnormality. The six signs are separated into three 

related to the hindfoot (severity of posterior crease, 

emptiness of the heel, and rigidity of the equinus), and 

three related to the midfoot (severity of medial crease, 

curvature of lateral border of foot, and position of 

lateral part of the head of the talus). Thus, each foot can 

receive a hindfoot score between 0 & 3, a midfoot score 

between 0 & 3, and a total score between 0 & 69,14,15. 

Treatment Protocol (FIG: 1): The course of treatment 

followed the principles of manipulation and casting 

described by Ponseti as follows: 

1. All components of the deformity are corrected 

simultaneously, not in sequence, except for the 

equinus, which should be corrected last. 

2. The cavus, which results from pronation of the 

forefoot in relation to the hindfoot, is corrected 

together with the adduction by supinating and 

abducting the forefoot in proper alignment with the 

hindfoot. 

3. With the longitudinal arch of the foot well molded 

and the forefoot in some supination, the entire foot 

can be gently and gradually abducted under the 

talus, which is secured against rotation in the ankle 

mortise by applying counter pressure with the 

thumb against the lateral part of the head of the 

talus. 

4. Heel varus will correct when the entire foot is fully 

abducted under the talus. The heel is never 

touched. 

5. Finally, the equinus is corrected by dorsiflexing the 

foot. This is generally facilitated by a simple 

percutaneous Achilles tenotomy under local 

anaesthesia.             

To maintain the correction obtained by gentle 

manipulation, a plaster cast is applied in two sections. 

The first section extends from the toes to just below the 

knee and the second covers the knee and thigh. The 

knee is immobilized at a right angle. The plaster cast is 

molded to fit the anatomy precisely. Abduction of the 

foot is progressively increased with each manipulation 

and plaster cast application until hypercorrection to 

about 70 degrees of foot abduction is obtained7,11,12,16,17. 

A foot-abduction brace is used to maintain the 

correction. This brace consists of a bar with shoes 

attached at the ends at 70 degrees of outward rotation 

on the affected side and 40 degrees on the normal side. 

The length of the bar should be equal to the width of the 

child’s shoulders. The brace is used on a full-time basis 

for 2 to 3 months, and at night and during naptime for 3 

to 4 years11,18. 

Analysis: The early response of the Ponseti method has 

been measured in terms of age of the patients, initial 

severity score of the deformity, total number of casts 

applied, time required for full correction of the 

deformity, and final severity score of the deformity. 

RESULTS 

Total number of 50 cases of either sex with idiopathic 

congenital clubfoot deformity up to the age of one year 

were included in this study. Out of 50 infants 34 (68 %) 

were male and 16 (32 %) were female with M:F = 

2.1:1. Age range was 0.5-12 months, with maximum 

number of infants 33 (66 %) were lying between 2 

weeks to 4 months. The earliest cast applied was at an 

age of 5 days, and the maximum age at which a cast 

applied was at 11 months. Out of 50 cases, 29 (58 %) of 

clubfeet were bilateral; while 13 (26 %) cases were 

right sided and 8 (16 %) of clubfeet were left sided. 

Distribution of Pirani’s initial severity score of right 

foot, score range was 3.5-6 and maximum number of 

patients had score 5 while mean (± SD) score was 4.9 

(± 0.6). Distribution of Pirani’s initial severity score of 

left foot, score range was 3.5 - 5.5 and maximum 

number of patients had score 5 and 5.5 while mean (± 

SD) score was 4.8 (± 0.65). Percutaneous Achilles 

tenotomy was done in 42 (84 %) cases. 

Distribution of casts applied is presented in fig. 2, the 

number of casts range was 4 – 8  and mean (± SD) 

number of casts was 5.74 (± 1.12). Time (in weeks) for 

full correction of deformity is presented in fig. 3. Full 

correction occurred in 4-12 weeks, in 26 (52 %) cases 

correction was achieved in 10 weeks; mean (± SD) was 

8.5 {± 2.0) weeks. 

Distribution of Pirani’s final severity score of right foot, 

score range was 0-3 and maximum number of patients 

had score 1 while mean (± SD) score was 0.833 (± 

0.928).  

Distribution of Pirani’s final severity score of left foot, 

score range was 0-2.5, and maximum number of 

patients had scored 0.5 while mean (± SD) score was 

0.581 (± 0.692). 

Mean comparison of Pirani’s score at initial and final 

stages is presented in table I. Mean scores of both right 

and left foot was significantly decrease at final stage as 

compared with initial Pirani’s score (both p-values < 

.0001). 
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Fig No. 1: Summary of ponseti method from manipulation, serial casting, p/c tenotomy to bracing program
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Table No.1: Mean Comparison of Pirant’s Score at 

Initial and Final Stages   n=50 

Slides Pirani’s Severity Score P-Values* 

Initial 

Mean + SD 

Final 

Mean + SD 

Right 4.952+0.623 0.833+0.928 < .0001** 

Left 4.797+0.65 0.581+0.692 < .0001 

*By using student-t test 

**Difference was significant 

Key: SD=Standard Deviation 

 
Figure No.2: Distribution of total number of casts 

applied. 

 
Figure No. 3: Time required for full correction of 

deformity. 

DISCUSSION 

In published series success is defined as treatment that 
avoids a surgical soft tissues release operation and thus 
in this study the success rate is 94% (47 cases), a figure 
that compares with other series i.e, 83-98%. The results 
obtained in this study are comparable to those 
mentioned in the international literature6-9,12,16,19. 
In this study, the Pirani’s initial severity score was 3.5- 
6 and maximum number of patients had score 5, this is 
comparable with the study of Grag et al; and revealed 

that most of the patients presented had severe 
deformity9. The number of casts per feet in this study 
was 4-8 (average: 5.7). In a series by Ponseti et al; it 
was 5-10 (average: 7.6), by Laaveg et al; it was 7, by 
Mourcuende et al; the number was 5. Clubfeet 
presenting with a Pirani score of > 5 require more cast 
changes15,20. In this study, the time for full correction of 
deformity required 4-12 weeks (average: 8.5 
weeks).Ponseti et al; required 5-12 weeks, Laaveg et al; 
required 8.6 weeks, and Mourcuende et al; reported 7 
weeks. 
In this study, percutaneous Achilles tenotomy was 
needed in 84% 0f cases. In a series by Pirani et al; he 
did tenotomy in 90%, Dobbs et al; in 91%, Laaveg et 
al; in 78%, and Changulani et al; experienced tenotomy 
in 85% of cases17,21. I agreed with the findings of Scher 
et al; that clubfeet with Pirani score of > 5 are highly 
likely to need an Achilles tenotomy22. These final 
results showed the mean scores of clubfeet were 
significantly decreased at final stage as compared with 
the initial Pirani’s score (p-values < .0001). 
On the contrary to other published studies, that the 
deformity can be corrected up to the age of 2 years23. In 
this study we found difficulty in correcting the 
deformity in children older than 9 months. Three of our 
patients treated with Ponseti method required PMR 
operation, and this was attributed to the late 
presentation of infants with severe Pirani score of 6. We 
observed that these older patients were difficult to hold 
in proper position and also difficult to do tenotomy 
under local anaesthesia. Therefore we experienced that 
these infants should undergo general anaesthesia for 
proper manipulation, tenotomy and casting. 
Recent publications have stressed the importance of 
compliance with bracing program. Since most of the 
patients in the current study are from the lower class, 
educational level is low and thus they fail to understand 
the importance of bracing to maintain the correction. 
Strict instruction for the brace application, motivation 
by dedicated personnel, peer comparison and more 
frequent follow-up have lead to increased compliance. 
Mourcuende et al; described a relapse rate of > 80% in 
non.compliant cases. This is in contrast to a relapse rate 
of only 6% in compliant families13,24. 
In this series, the initial experience with the use of 
Ponseti method at PUMHS Nawabshah is as good as 
those from other published series. This study needs a 
future follow-up of these infants up to the age of 
skeletal maturity to observe the long-term effects of 
early response with Ponseti method. Lastly, the Ponseti 
method has been recommended for use in the 
developing world due to its simplicity, high success 
rate, and low demands on health resources25. 

CONCLUSION 

The Ponseti technique is a safe, easy, result-oriented, 

economical, and effective method of treatment, that 

posteromedial release operation is no longer necessary 

for the majority of idiopathic congenital clubfeet. 
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ABSTRACT 

Objectives: 

1. To assess the different blood groups, in students of DUHS.  

2. To determine the dominant blood group in the  students of DUHS 

3. To compare the results of present study with other cities of Pakistan & countries of the world 

Study Design: Cross-sectional study. 

Place and Duration of Study: This study was carried out on medical students of Sindh & Dow medical Colleges, 

{DUHS) Karachi from September 2000-2004.   

Materials and Methods: Sample size of 2300 was drawn by using convenient sampling method. Blood samples 

were collected by finger prick method. Data was collected & analyzed on SPSS version 16.   

Results Out of 2300 students group B was found to be the commonest (40%), group O (32%), group A (20%), 

group AB (08%).Rh positive (85%).The dominant being B+ in karachi as well in Pakistan, compared to O blood 

group in different countries of world 

Conclusion The study showed very little %{ 08) of blood (AB) groups among the medical students of Karachi; it 

generated an authentic data, which may serve a useful purpose for high transfusion demand to very emergent 

situations.  

Key Words: ABO, Rh (D), Blood groups, Medical Students, Dominant, Transfusion. 

INTRODUCTION 

Determination of blood group has important 

significance in clinical medicine. The frequency of 

blood groups in various populations can be used to 

establish relationship with certain diseases [1, 2]. In 

addition to establishment of efficient transfusion 

services data can be utilized for genetic studies, 

forensic investigations and exploring ancestral relations 

of humans [3] 

Landsteiener in 1901 discovered first classical ABO 

system; Rh system was discovered in 1941[4].The basis 

of ABO system is occurrence or absence of antigens on 

erythrocytes. However these antigens may be present in 

other tissues like salivary glands, pancreas, kidney, 

liver [5].Rh blood system is polymorphic. The antigens 

of this system are C, D,E [6].Anti – D agglutins are 

cause of erythroblastosis foetalis.[7]  

The purpose of this study was to determine the 

frequency of blood groups (ABO, Rh) in students of 

Sindh Medical Colleges, Karachi, to determine the 

dominant blood group in the students, as well as 

compare results with similar studies carried out in other 

cities of Pakistan and world wide this study can become 

a tool to generate data in case of high transfusion 

demands. 

MATERIALS AND METHODS 

A total of 2300 students,1288 females and 1012 males 

were selected for determining there blood groups 

during a four year  period from  September 2000 to 

2004.  

Blood samples were collected by finger prick. ABO and 

Rh grouping was done by Agglutination test, using 

antisera A, B, D. The data was entered and analyzed by 

using Statistical Package for Social Sciences (SPSS) 

version 16.0. 

RESULTS 

Out of 2300 students,1288 (56%) females, 1012 (44%) 

males. Group B was found to be the commonest (40%) 

followed by group O (32%) group A (20%). Group AB 

was the least common (08%). 

Table No.1: Prevalence of Different Blood Groups in 

the 2300 Students 

 Blood Group  Number  Percentage  

A 460 20 

B 920 40 

AB 184 08 

O 736 32 

In Rh factor determination of 2300 students, out of 

2186 Rh +ve (95%), 114 Rh –ve (5%).Blood group A 

with 95.1% Rh +ve (4.9 %) Rh –ve. B, 95.6% were Rh 

+ve and 4.4% were Rh –ve. Those with blood group 

AB (96.0%) Rh +ve (4.0%) Rh –ve and those with 

group O (95.21%) Rh +ve (4.79%) Rh –ve. 
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Table No.2: Frequency of Rh factor among student’s 

ABO groups.  

Rh 

Factor 

Total 

students 

(n=2300) 

Blood Group 

A B AB O 

Rh +ve  95% 

(n=2186)  

95.10 95.60 96.00 95.21 

Rh -ve  5% 

(n=114)  

4.90 4.40 4.00 4.79 

Table No.3:  Comparisons of frequency of ABO& 

Rh blood groups in cities of Pakistan & other 

countries 
Population A B AB O Rh+ Rh- 

Peshawar 26 34 7 31 94.6 5.4 

Multan 21.9 36.9 7.4 33.8 92.1 7.4 

Bannu 31.3 36.2 7.5 25 89.2 10.8 

Britain 42 8 3 47 61 39 

S.arabia 26 18 4 51 92 8 

Iran 33 23 9 34 88.8 11.2 

DISCUSSION 

The results of the study  were in approximation with 

similar studies carried out in other cities of Pakistan,[ 

8,9,10] all studies showed dominance of group B and O, 

The studies  in other countries showed high frequency 

of blood group O followed by B11, 12, 13 

A study carried out in Muslim population of Karachi, 

who migrated from India also showed dominance of 

blood group B +ve. In Sindh & Dow medical colleges 

the high frequency of blood group B could be due to 

majority of students belonged to parents who ancestral 

relations with population had migrated from India 

during partition14 all the studies showed least frequency 

of Rh –ve. 

CONCLUSION 

In Pakistan due to the dominance of B+ blood group, 

any emergency condition requiring Rh- groups would 

be difficult to meet, there is need for more extensive 

research throughout Pakistan, Government should add a 

column in censes or in voter lists mentioning blood 

groups, so a comprehensive data would be available. 
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ABSTRACT 

Background: History of Asphyxial death is as old as human history. Homicide is oldest crime in human civilization 

and was started from murder of abel by the hand of cane. Homicide can be done by using mechanical asphyxia like, 

throatling, smoothering, and hanging. Similarly suicide can be done by means of hanging where throatling by one 

self is rare. In small children, old and feeble people smoothering is choice of homicide.  

Study Design: Retrospective study 

Place and Duration of Study: This study was carried out in the office of additional police surgeon and Forensic 

Medicine Department of Ghulam Muhammad Mehar Medical College Sukkur (GMMMC), of asphyxial death from 

2007 to 2010. 

Materials and Methods: This retrospective study includes results of hundred autopsy examination carried out in the 

office of additional police surgeon and Forensic Medicine Department of Ghulam Muhammad Mehar Medical 

college Sukkur (GMMMC), of asphyxial death.  Total period of study was four Years so that from 2007 to 2010. 

Result:  The study revealed that the individual in the third decade of life are maximally involved the ligature was a 

single loop in 77.7% cases and multiple in 22.3% cases. The most frequent non specific sign was congestion seen in 

70% cases and petecheal haemorrhage in 78% cases. The hyoid bone was fractured in 30 cases. The associated 

injuries found were physical and sexual in nature in 73% of cases. 

Conclusion: The vast majority of cases of asphyxial death were as a result of strangulation, both manual and by 

means of rope (ligature). Associated injuries of physical nature were present in 68% of cases. This reveals the 

cruelty of the criminals towards human being.  

Key Word: Asphyxia, smoothering, strangulation, ligature, sexual. 

INTRODUCTION 

There is strong relation between criminal intent and 

crimes. For commission of crime a person is spose to be 

having criminal mentality and action. A person who do 

not have any regard about humanity he can commit any 

type of crime. The present study is about asphyxial 

death cases those were reported during the years 2007-

10 at additional police surgeon office and department of 

Forensic Medicine of GMMMC Sukkur. 

Oxygen supply is essential for the integrity of human 

tissue, and lake of oxygen is incompatible with life. 

There are different definitions of asphyxia which are as 

follow.  

According to Parikh:  asphyxia is defined as 

pulselessness derived from greek word and is restricted 

to those form of oxygen lake which result from 

mechanical interference with the process of respiration, 

that is, anoxic anoxia1.   
According to krishan VIJ: The term asphyxia 

commonly means “lake of oxygen”. The term has been 

translated from the original greek, implying 

“pulselessness / Absence of pulsation”. While Hypoxia 

is a general term referring to inadequate supply of 

oxygen to the tissues or an impairment of the cellular 

utilization of oxygen for any reason2.   

According to Nasib R. Awan.   

Asphyxia is define as interference with the process of 

oxygenation in the lungs. The essential substance of 

asphyxia is the struggle to breathe against some kind of 

interference with respiration e.g. Mechanical asphyxia, 

Pathological asphyxia, Toxic asphyxia, Environmental 

asphyxia and Iatrogenic asphyxia3.  

In the USA most common method of Homicide and 

suicide is by means of firearm4. 

More than 25000 people die every year in the USA by 

injuries cause by firearm5.   

A part from data collected by recent study from Sukkur, 

in rest of Pakistan most common cause of Homicide is 

Firearm.  

Oxygen supply is essential for the integrity of human 

tissue and lack of oxygen is incompatible with life. 

According to Shapiro many rapid deaths of medico-

legal importance are fundamentally due to an 

interference with oxygenation of the tissues. Death due 

to an interference with oxygenation of the tissues result 

from hypoxia or anoxia6. The term anoxia is used when 

oxygenation of tissue is interfered with, it may occur 

due to non-availability of oxygen or its defective 
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utilization. The cases of mechanical asphyxia require 

medico legal investigation. The airway is blocked from 

within or out side. When the external orifices are 

blocked, It is called smothering, blocking from within is 

called gagging, when the oral cavity is stuffed, and 

choking when foreign material enters into the trachea or 

main bronchus. Strangulation is one of the most 

common causes for violent asphyxial mode of death. 

Strangulation may be caused by a ligature such as neck 

tie, scarf, rope, electric cable, dhoti, azaar band, belts 

and rubber and lather straps or by any linear, flexible 

material. If by hands, it is called manual strangulation 

or throttling, if the forearm is pressed against the neck, 

is called mugging. When constricting force is the 

weight of the victim body itself, it is called hanging. In 

a study conducted on survived cases of strangulation in 

Switzerland7 three groups have been defined light 

strangulation confined to skin abrasions and / or 

bleeding from neck and /or damage to deeper soft 

tissues or larynx. In cases of severe, life threatening 

strangulation petecheal hemorrhages are seen. The 

present study was planned to see the incidence and 

autopsy finding of cases of strangulation, throttling and 

hanging. 

MATERIALS AND METHODS 

The present study includes the cases of strangulation, 

throttling and hanging subjected to medico legal 

autopsy in the department of medico legal GMMMC 

Hospital Sukkur during years / 2007,2008,2009 and 

2010 that is study period extending over four years. The 

following parameters were recorded.  

1. Age  

2. Sex  

3. Ligature Marks 

4. Non specific asphyxial findings  

5. Status of hyoid bone  

6. Presence of associated injuries 

RESULT 

Total of 132 cases 100 cases examined, out of them 

75% were male and females were 25% as shown in the 

table 01. The age distribution is given in table 02. The 

pattern of ligature mark revealed that ligature was 

applied as single loop in 80 cases (80%) and multiple 

loop in 20 (20%) cases. In of throttling, multiple 

abrasions and bruise were found n the neck region. The 

non specific asphyxial finding like congestion were 

present in 78 cases (78%)petechac found in the eyes 

were in 22 cases in the lung region in 40 cases petechac 

of heart were present in 16 cases bleeding from ears 

was seen in 6 cases (6%) and from the nose in 17 cases 

(17%) hyoid bone was fractured in 30 cases (30%) 

associated injuries of physical nature were present in 68 

cases (68%) and injuries of sexual nature in 08 cases 

theses cases 05 were females and 3 males (table 05). 

Table No.1: Sex Distribution 

Sex No. of Patient Percentage 

Male 75 75% 

Female 25 25% 

Total 100 100% 

Table No.2: Age Distribution 

Age(Age Years) No. Patient Percentage 

09 00 00% 

10-19 10 10% 

20-29 50 50% 

30-39 20 20% 

40-49 20 20% 

Table No.3: Presence of Non Specific Injuries 

Finding No. Patient Percentage 

Congestion  86 86% 

Cyanosis  14 14% 

Petichial 

haemorrhages  

78 78% 

Eyes  22 22% 

Lungs  40 40% 

Hearts  16 16% 

Table No.4: Status of Hyoid Bone 

Finding No. Patient Percentage 

Fractured  30 30% 

Not Fractured  70 70% 

Table No.5: Presence of Associated 

Finding No. Patient Percentage 

Injuries  76 76% 

Physical  68 68% 

Sexual  08 08% 

DISCUSSION 

In the present study 100 cases were examined. The 

male to female ratio was 3.1 in study at Delhi the ratio 

was the same8. The maximum cases are from the third 

decade of life. This is also in accordance with the Delhi 

study 8. The presence of congestion seen in 90% and 

petecheal haemorrhage 78% were the most frequent 

non-specific finding. The hyoid bone was fractured in 

22% cases in Delhi stud 80% of the cases had fractured 

neck bone cartilage. In a study in Australia9 the 

survived cases of strangulation were studied. In such 

cases the deeper damages were evaluated using the 

M.R.I technique (15 scanners). Haemorrhage was 

observed in subcutaneous fatty tissues of the neck, 

muscles of the neck and larynx and larynx soft tissues. 

Associated injuries of physical and sexual nature were 

present in cases strangulation. Physical violence may be 
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applied to over power the victim and may be found any 

where on the body. Where as sexual abuse may be 

followed by strangulation simple to eliminate the risk of 

identification of he offender. In our study, associated 

injuries were found in 73 cases, out of these 60 cases 

had physical injuries and in 08 of the cases the injuries 

were of sexual nature. In Delhi study associated injuries 

were found in 90% of the cases. Our study is also 

concomitant with study from Belgrade10. 

Suicidal strangulation though not very common but it 

possible. Concomitant with a report published by Dr. 

Anil Aggrawal11. 

CONCLUSION  

In case where congestion and petechal haemorrhage are 

present the possibility of asphyxia death may be kept in 

mind and neck should carefully examined to rule out 

interference. The neck examination should be 

conducted with great care. Internal examination of the 

neck structure should be done thoroughly, following 

special dissection techniques. Neck should be disceted 

last, opting for yinciision to open the neck. 
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ABSTRACT 

Objective:   To study  the presentation,  results  and  complications  of  management of congenital diaphragmatic 

hernia in children at our setup. 

Study Design: Retrospective Descriptive Study. 

Place & Duration of Study: This study was conducted in the department  of  Paediatric Surgery,  Children  

Hospital &  The Institute of  Child Health,  Multan  during a  period of three years from January 2008 to December 

2010. 

Materials and Methods:  A total of 25 patients with congenital diaphragmatic hernia were managed. Data was 

collected on the basis of history, clinical examination, relevant investigations, operative results and complications.  

Final analysis was made at the completion of study. 

Results:   Study included  25  consecutive  cases with ages ranging from 12 hours to 7 months.  19 (76%)  were  

male  and  6  (24%)  female.   20 (80%)  were  neonates   with predominant  symptoms  of  respiratory  distress  

since  birth  along  with   cyanosis and apnoeic  spells.  Five ( 20%)   patients   were   beyond   the   age  of   one   

month   with predominant  symptoms of   recurrent  respiratory  tract infection, vomiting and failure to thrive. 

Clinical signs included absence of breath sounds, presence of bowel sounds and impaired resonance on affected  

side of chest in all 25 (100%) patients. Flat abdomen in 18 (72%) and cachexia in 2(8%). Left side involvement was 

in 22 (88%) and right side in 3 (12%).  All   the  patients  were operated  upon.  Conventional  mechanical  

ventilation (CMV)  was  given  to 16(64%). One (4%) patient died and rest of the 24(96%) survived.  

Conclusion:  Best possible  operative  results  can be  obtained  with the help of limited facilities present in our 

setup. 

Key words: Congenital diaphragmatic hernia, Ventilation, ECMO  

INTRODUCTION 

Congenital diaphragmatic hernia (CDH) is defect in 

diaphragm and protrusion of abdominal viscera through 

it into the thoracic cavity. Its etiology is still unknown1. 

CDH is a common surgical cause of severe respiratory 

distress in newborn. An infant born with CDH has high 

morbidity and mortality due to respiratory failure 

caused by pulmonary hypoplasia and persistent 

pulmonary hypertension2-3. Delayed surgery, 

respiratory support and extracorporeal membrane 

oxygenation in selected cases have improved survival 

in such cases4-5. In developing countries, patients of 

CDH who are critically ill or develop respiratory 

distress within 6 hours rarely reach specialized center. 

We usually receive those patients who have either 

survived the initial respiratory distress or develop the 

symptoms later on. This factor and the help of 

conventional mechanical ventilation have markedly 

improved the post operative survival of our patients6-7. 

In this study we report our experience of these cases. 

MATERIALS AND METHODS  

From Jan. 2008 to Dec. 2010, a study was conducted in 

the Department of Paediatric Surgery, Children 

Hospital & the Institute of Child Health, Multan on 25 

patients with CDH. All the patients were admitted 

through emergency and OPD. Diagnosis was made on 

the basis of history and clinical examination. 

Investigations included CBC, serum electrolytes and 

X.ray chest with abdomen. Barium meal follow through 

was done in 5 cases. 20 neonate and 5 infants 

underwent surgery. Nasogastric tube passed before 

surgery. Subcostal incision was made in all cases. 

Herniated contents were reduced back into the 

abdominal cavity. Primary repair of defect in 

diaphragm was performed. A chest tube was placed and 

connected with underwater seal. Post operative care 

included antibiotics, IV fluid and analgesia. 

Conventional mechanical ventilation was given to the 

patients showing delayed recovery. Nasogastric and 

chest tubes were removed accordingly. Patients were 

discharged after removal of stitches about 10 days after 

surgery and follow up advised. 

RESULTS  

This study included 25 patients with ages ranging from 

10 hours to 7 months. Five (20%) presented in first 24 

hours, 6 (24%) in 48 hours, 5 (20%) in 72 hours, 

4(16%) on 4th day of life, 2 (8%) at two months, 1 (4%) 

at 5 months and 2 (8%) at seven months of age. 19 

(76%) were male and 6 (24%) female. 20 (80%) were 

neonates with predominant symptoms of respiratory 

distress since birth along with cyanosis and apnoeic 

 

Original Article 



Med. Forum, Vol. 23, No. 6  June, 2012 47 

spells. Five (20%) patients were beyond the age of one 

month with predominant symptoms of recurrent 

respiratory tract infection, vomiting and failure to 

thrive. Clinical signs included absence of breath 

sounds, presence of bowel sounds and impaired 

resonance on affected side of chest in all 25 (100%) 

patients. Flat abdomen in 18 (72%) and cachexia in 

2(8%). Left side involvement was in 22 (88%) and right 

side in 3(12%). All the patients were operated upon. 

Conventional mechanical ventilation (CMV) was given 

to 16(64%). Recurrence of hernia developed in 1(4%), 

wound infection in 2(8%).  One (4%) patient died and 

rest of the 24(96%) survived.  

Table No.1:  Age at Presentation 

Age  Number (Percentage)  

24 hours 5 (20%) 

48 hours 6 (24%) 

72 hours 5 (20%) 

4 day 4 (16%) 

2 months 2(8%) 

5 months 1(4%) 

7 months 2(8%) 

Total 25(100%) 

Table No.2:  Complications 

Complications Number (Percentage) 

                     Recurrence 1(4%) 

Wound Infection 2(8%) 

                     Mortality 1(4%) 

DISCUSSION  

CDH is a challenging emergency both for the 

paediatrician and paediatric surgeon, especially when 

severe respiratory distress develops within 6 hours of 

birth. Introduction of CMV, ECMO and 

pharmacological agents along with delayed repair of 

hernia have markedly influenced the outcome of high 

risk cases. In general, later the onset of symptoms, 

better the prognosis. Internationally postoperative 

survival figures close to 100% have been recorded for 

neonates who were brought for operation after the first 

48 hours of life8-9.   

In our study symptomatology of all cases presenting in 

the neonatal period is similar to that reported in 

literature i.e respiratory distress and cyanosis since 

birth. Recurrent respiratory tract infection, vomiting 

and weight loss are common features in older cases 

beyond neonatal period. Major complication requiring 

secondary surgery was recurrence of hernia in one case 

which is (4%). This complication is also mentioned in 

literature at about 5% (Deprest JA et al) 7.  All of our 

cases presented after the first 12 hours of life and 

twenty four (96%) out of 25 cases survived after 

surgery. Mitanchez D5 reported a postoperative survival 

of 92% in his study, which is close to our study. 

ECMO3-4 and Tracheal occlusion10 for fetal congenital 

diaphragmatic hernia have also improved the outcome 

of CDH but these facilities are not available in 

developing countries such as Pakistan. Still best 

possible operative results were obtained with the help 

of limited existing facilities. It was also observed that 

patients who developed symptoms late had good 

prognosis and even conventional mechanical ventilation 

was not required in 36% cases. 

CONCLUSION  

Best possible results of surgery were obtained with the 

help of limited existing facilities. It was also observed 

that patients who developed symptom late had good 

prognosis even without CMV. 
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ABSTRACT 

Objective: To determine the maternal factors associated with low birth weight babies in women age of 15-35 years. 

Study Design:  Case control study. 

Place and Duration of Study: This study was carried out in the department of gynecology and obstetrics, Isra 

University Hospital (IUH) Hyderabad, Sindh from 02-05-2009 to 02-11-2009. 

Materials and Methods: Total 200 women were included in the study.100 as cases and 100 as control. Mothers 

aged 15-35 years, who deliver live or dead singleton baby through vaginal delivery or cesarean section after 37 week 

of gestation were included in the study while others who have delivered newborn with congenital abnormalities, had 

multiple pregnancy or  known chronic illness (hypertension, tuberculosis, diabetes mellitus) were excluded from  

the study. 

Results: The mean + SD of maternal age (years) in cases was26.40 + 4.77 and controls was 26.23 + 4.36 with P-

value 0.739.  The mean + SD of maternal weight (Kg) in cases was 53.13 + 8.93 and in controls was 64.97 + 13.72 

with P-value < 0.001. 

Maternal history of smoking and anemia had significant association with low birth weight with P-Value of 0.005 

and <0.001 respectively.         

Conclusion: It was concluded from our study that malnutrition, anemia, short stature like under weight & height are 

important risk factors for low birth weight.  

Key Words: Low Birth Weight, Maternal Risk Factors, Prevention 

INTRODUCTION 

Low-birth weight (LBW) is defined as the birth weight 

less than 2.5 kg, It is a high priority and potentially 

preventable public health problem, particularly in the 

developing countries. Globally every year 18 million 

LBW babies are born of which 90% are in developing 

countries. In South Asia, the problem is most acute with 

as many as 59% of all newborns being LBW1. 

Approximately 25% of newborns in Pakistan have 

LBW. In neighboring country Bangladesh the living 

conditions are same as that of Pakistan, the prevalence 

varies between 23-60%2,3. 

There are numerous maternal and fetal factors 

contributing to LBW. The maternal risk factors are 

biologically and socially interrelated. However most of 

them are modifiable. A short inter pregnancy interval 

may leave the woman in a compromised nutritional 

state and at a higher risk. In addition to this breast 

feeding places further nutritional demands on the 

mother. Anemia and LBW are interrelated with each 

other 4.  

Women with a poor obstetric history such as previous 

abortions, LBW babies, still birth, intrauterine death are 

also at higher risk. Smoking during pregnancy increases 

the risk. Low socioeconomic status, unemployment and 

low level of education of parents are also included in 

risk factors5,6.  

Antenatal care (ANC) plays an important part in 

reducing LBW. Appropriate ANC may reduce the 

prevalence of LBW by providing early risk assessment 

to manage preexisting medical conditions such as 

urinary tract infection and anemia, and by offering 

health behavior advice such as smoking cessation and 

nutritional counseling7,8. 

Smoking during pregnancy increases the risk9. The 

adverse effects of Cigarette smoking are mediated 

through nicotine and carbon monoxide lead to chronic 

fetal deficiency of oxygen and LBW. 

LBW infants have higher rates of morbidly and 

mortality from infectious disease, malnutrition and 

growth failure. These children are also more likely to 

have abnormal cognitive development, neurological 

impairment, and poor school performance 10.  

In addition to this deafness, blindness epilepsy and 

chronic long disease all are found more commonly in 

the LBW babies11. 

More recent evidence indicates that LBW babies are at 

greater risk of cardiovascular disease, hypertension, and 

diabetes in adult life as compared to their normal birth 

weight counterparts12. 

In Pakistan, although vital statistics and national 

nutritional surveys are carried out and the prevalence of 

LBW has been found out to be 12-25% there is no 

research work pursued on risk factors of LBW among 

women age 15-35 years. This population of woman is 

not biologically at high risk but most child bearing 

occurs. In this age group and preventable risk factors 

among this age group need to be assessed. 
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The problem of infant mortality is multifaceted, but 

from a public health prospective, the key goal is 

prevention of LBW due to preventable causes this goal 

cannot be achieved without a much better 

understanding then we currently have of the risk factors 

of LBW.  

The result of this project will be of important for the 

health's of children of Pakistan and will also provide 

information to the Government and other responsible 

agencies which may help in planning appropriate 

measured to reduce the neonatal and infant morbidity 

and mortality. 

The objective of this study is to determine the maternal 

factors associated with low birth wt babies in the age of 

15-35years. 

MATERIALS AND METHODS 

This prospective, case control study was carried in 

Obstetrics & Gynae Department of Isra university 

hospital Hyderabad from 02-05-2009 to 02-11-2009. 

Total 200 women were included in this study, 100 as 

cases and 100 as controls.  

Mothers aged 15 – 35 years, who delivered live or dead 

singleton baby after 37 weeks of gestation through 

normal vaginal delivery or caesarian section were 

included in this study. Weight of new born was 

measured with in 24hours in kilograms without cloths 

to an infant weighing scale (TANITA Scale). 

Cases were those women who had give birth to baby 

weighing < 2.5 kg while controls were those women 

who gave birth to baby weighing > 2.5 kg. 

Mothers who have delivered newborn with congenital 

anomaly and had multiple pregnancy or known chronic 

illness were excluded from study. 

After taking verbal informed consent, information of 

risk factors was gathered through detailed interview and 

examination of each mother on pre-designed proforma. 

Maternal weight was taken in kilograms on adult 

weighing scale and height against a wall height scale in 

centimeters within 48 hours of delivery and body mass 

index was calculated.  

Low maternal weight means BMI of women < 20. 

Short stature means height of women < 150 cm.  

Smoking was estimated by taking history including two 

or more cigarettes / day for six months.  

Anemia was estimated on clinical examination of 

woman and also by means of investigation i.e. Hb level 

(< 10gm/dl). All the data was carefully recorded and 

analyzed by using statistical package for social sciences 

(SPSS) version 10.0 was used to calculate odds ratio, 

and 95% confidence interval.  Comparison between 

cases and controls was done by using chi-square test for 

categorical data and student’s t test for means. The 

results were analyzed, as mean + SD of different 

variables and by univariate logistic regression. 

P-value of <0.05 was taken as significant. 

 

RESULTS 

In this study 100 newborns who were weighing < 2.5 

Kg and having gestational age 37 weeks or more were 

taken as cases and another 100 newborns with birth 

weight > 2.5 kg and gestational age 37 weeks or more 

were taken as controls. 

In our study, among cases, 45 (45 %) were booked 

while 55 (55 %) were unbooked, while in control group 

65 (65 %) were booked and 35 (35 %) patients were 

unbooked. 

The mean + SD of maternal age (years) was in cases 

26.40 + 4.77 and controls 26.23 + 4.36 with P-value 

0.739 (Table 1).  

Table No.1: Comparison of means between cases 

and controls (n=200) 

Characteristics 

Cases 

n =100 

mean + 

SD 

Controls 

n=100 

means + 

SD 

P- 

value ¥ 

Wt of neonate (Kg) 2.27 ± 

0.19 

3.13 ± 

0.40 

<0.001* 

Maternal age (Years) 26.40 

± 4.77 

26.23 ± 

4.36 

0.793 

Maternal Wt (Kg) 53.13 

± 8.93 

64.97 ± 

13.72 

<0.001* 

Maternal Ht (cm) 153.29 

± 3.96 

155.29 ± 

4.04 

0.001* 

Gestational age in 

weeks 

38.35 

± 1.24 

38.61 ± 

1.19 

0.132 

Maternal BMI  

(wt in Kg/Sq.Ht in m)  

22.65 

± 3.94 

27.02 ± 

5.90 

<0.001* 

Maternal HB  

(in mg/dl)  

9.62 ± 

1.13 

10.94 ± 

1.19 

<0.001* 

¥ Calculated by student’s t-test 

* P-value significant at level <0.05 

The mean + SD of maternal weight (Kg) was 53.13 + 

8.93 cases and of controls 64.97 + 13.72 with P-value < 

0.001 (Table 1). 

Maternal age and height were compared in cases and 

control group but results were not statistically 

significant (Table 2).  

Maternal history of smoking and anemia had significant 

association with low birth weight with P Value of 0.005 

and <0.001 respectively (Table 3). 

DISCUSSION 

Low birth weight is an important determinant of 

neonatal morbidity , mortality and poor neurologic out 

come13,14.  Reduction of low birth weight also forms an 

important contribution to Millennium Developmental 

goal (MDG) for reducing child mortality15.  
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Table No.2: Distribution of various variables among 

cases and controls 

Age Group 

Cases 

n 

=100 

Controls 

n =100 

Odd Ratio 

(95%Cl) 

P-

value ¥ 

15-19 years 5 5 1.0 - 

20-29 years 62 69 0.9 (0.3-3.3) 0.899 

30-35 years 33 26 1.3 (0.3-4.9) 0.728 

Height Group 

<150 cm 12 9 1.0 - 

151-155 cm 55 35 1.2 (0.5-3.1) 0.222 

156-160 cm 29 37 0.6 (0.2-1.6) 0.715 

>160 cm 4 19 0.2 (0.04-0.63) 0.318 

Weight Group 

<45 Kg 15 9 1.0 - 

46-49 Kg 27 9 1.8 (0.6-5.5) 0.303 

50-59 Kg 35 18 1.2 (0.4-3.2) 0.763 

≥60 Kg 23 64 0.2 (0.1-0.6) 0.002* 

BMI 

<18.5 

(Underweight) 

12 9 1.0 - 

18.5-22.9 

(Normal) 

50 20 1.9 (0.7-5.1) 0.222 

23.0-24.9 

(Overweight) 

15 9 1.3 (0.4-4.1) 0.715 

25.0-29.9 

(Obese-I) 

17 22 0.6 (0.2-1.7) 0.318 

≥ 30.0 

(Obese-II) 

6 40 0.1 (0.03-

0.38) 

<0.001

* 

Table No.3: Comparison of cases with controls 

regarding other risk factors for L.B.W 

Characteristic 

Cases 

n 

=100 

Controls 

n =100 

Odd 

Ratio 

(95%Cl) 

P-value 

¥ 

H/O smoking 

No 

Yes 

 

86 

14 

 

97 

3 

 

1.0 

5.3 (1.5-18.9) 

0.005* 

H/O of previous  

LBW Baby 

No 

Yes 

 

88 

12 

 

95 

5 

 

1.0 

2.6 (0.9-7.6) 

0.076 

Maternal 

Anemia † 

No 

Yes 

 

21 

79 

 

58 

42 

 

1.0 

5.2 (2.8-9.7) 

<0.001* 

¥ Calculated by Chi square test 

* Significant at level <0.05 

† Anemia defined as Hemoglobin ≤10 mg/dl of blood 

The result of this study showed significant association 

of cigarette smoking with LBW as out of 100 cases 14 

cases have a positive history of smoking similarly. 

Same is seen in study conducted by Moore et al from 

USA who have demonstrated the importance of 

smoking as risk factors for LBW16. 

The result of present study showed that the maternal 

age is not significant risk factor for LBW. But in 

another study, maternal age is an important determinant 

of LBW especially in extremes of reproductive age 

pregnancies have poor outcome in the form of LBW17. 

In the present study maternal age ranges from 15 – 35 

years.  

Women between 18 – 35 years of age are considered 

not to be at high risk so this may be the reason in this 

study that maternal age was not significantly associated 

with LBW. 

The result of this study showed that the history of 

previous LBW babies was significantly associated with 

LBW. Same is seen in study conducted by Verhoeff et 

al reported that past history of IUGR babies increase 

the chance of recurrence of the same18. 

In this study results shows that maternal anemia is significantly 

associated with LBW. The findings were in agreement with 

other studies of anemic pregnant women carried out at 

Pakistan19. 

In take of iron supplements during pregnancy was also 

found to have a protective association with LBW. This 

finding is consistent with some other studies of iron 

supplementation and pregnancy outcome20. In other 

study, the effect of iron deficiency on fetal growth is 

not very clear but folic acid deficiency has been found 

to lead to LBW21. 

According to Pakistan Integrated Household Survey 

(2000), 22 (30 %) of pregnant women seek ANC22. 

However the results from this study have showed that 

almost 75% of women participating in the study 

received ANC during pregnancy. The reason for this 

difference could be due to the fact that no documented 

information regarding ANC was available and 

information gathered from interviews was relied upon. 

Moreover this high prevalence of ANC could be due to 

the reason that it was a hospital based study. 

CONCLUSION  

It is concluded from this study that maternal anemia, 

low BMI, malnutrition, smoking and history of LBW 

babies are significantly associated with LBW. It is 

suggested that following steps may help to reduce the 

burden of LBW babies. 

1) Nutritional supplementation in pre-pregnancy and 

during pregnancy 

2) Prompt detection and management of high risk 

pregnancies like anemia and low BMI 

3) Avoidance of smoking 

4) proper and regular ANC 

5) Avoidance of pregnancies at extremes of age 
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6) improve maternal education and property workup 

about previous LBW babies 

7) Give interval between two pregnancies which is at 

least two years to improve maternal general health. 
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ABSTRACT 

Simvastatin is a competitive inhibitor of HMG-CoA (3-hydroxy 3-Methyl glutaryl Coenzyme A) reductase.  

Objective: Present study proposed that the lipid lowering effect of simvastatin may be enhanced, if it was taken 

with fat free diet and morning walk. 

Study Design: Cross Sectional Study.  

Place and Duration of Study:  This study was conducted at Fatima Jinnah Medical College, Lahore for a period of 

six months from December 2009 to May 2010. 

Patients and Methods: 20 male and 20 female obese patients were selected. The obese patients were re-examined 

three times i.e. before giving the simvastatin, then after 6 and 12 weeks. The patients were advised to take fat free 

diet and a morning walk. Serum Cholesterol, serum Triglycerides and serum Lipoprotiens (HDL, LDL) were 

determined.  

Results: This study shows that with use of simvastatin, serum cholesterol, serum triglycerides, and serum LDL-

Cholesterol was reduced significantly and serum HDL-Cholesterol increased significantly in both sexes. It was also 

observed that the fat free diet and some exercise causes weight reduction.  

Conclusion: It is therefore concluded that simvastatin shows significant lipid lowering effects augment process of 

body weight reduction, if patients used calorie restricted diet with some morning walk. 

Key Words: Simvastatin, Lipid Profile, Obesity. 

INTRODUCTION 

Simvastatin is lipophilic statin with a short half-life that 

is primarily metabolized by Cytochrome P4501 

(Robinson 2007). It is a competitive inhibitor of HMG-

CoA (3Hydroxy 3Methyl Glutaryl Coenzyme A) 

reductase. The gene of HMG-CoA reductase  may serve 

as a modifier gene for hypercholesterolemia in diabetic 

patients.2(Ying). 

HMG-CoA reductase mediates the first committed step 

in sterol biosynthesis. Simvastatin is structural analog 

of HMG-CoA intermediate that is formed by HMG-Co 

A reductase in the synthesis of Mevalonate3. It is 

reported that HMG-CoA reductase inhibitors are 

effective in the prevention of cardiovascular events and 

regression of atherosclerotic lesions evaluated by 

angiography4.  

Simvastatin treatment significantly reduced circulating 

conjugated diene level and led to an increase in 

glutathione peroxidase activity. These effects were 

more pronounced in patients with combined 

hyperlipidemia than in hypercholesterolemia. The 

results suggest that simvastatin possesses certain 

antioxidant properties, which may contribute to its 

beneficial cardiovascular effect 5(Molka).  

Simvastatin is a safe and efficacious lipid lowering 

drug. It is quite effective in reducing Low Density 

Lipoprotein (LDL) levels. It appears to be twice as 

effective as Lovastatin at doses of 40 mgs/day.6 The 

lowering of LDL-Cholesterol primarily is due to  

decrease in LDL particle number, although there also is 

a slight decrease in the cholesterol content of the LDL 

particle and a small decrease in VLDL Cholesterol.  

Simvastatin also inhibit intestinal cholesterol absorption 

and appears to offer significant therapeutic value. It is 

anticipated that this option will allow clinicians to 

optimize the management of dyslipidemia in high-risk 

patients, thereby further reducing the morbidity and 

mortality of cardiac disease7 (Stein et).Triglyceride 

concentration also decline by 10-30% reflecting the 

decrease in VLDL levels. Of great importance is the 

fact that HDL-Cholesterol levels typically rise 8-10%.  

However, the most important adverse effects of 

Simvastatin are increases in hepatic transaminases in 

serum and myopathy8. 

PATIENTS AND METHODS  

The present study of lipid profile was undertaken on 20 

male and 20 female obese patients. In each case a 

detailed personal, past and family history was obtained 

and physical examination for body weight and blood 

pressure was recorded. A singly dose therapy of 

Simvastatin 10 mg/day at bed time was taken by 

patients.  

The obese patients were re-examined three times i.e. 

before giving the simvastatin, then after 6 and 12 

weeks. The patients were advised to take fat free diet 

and a morning walk. They were checked physically for 

Original Article 
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weight and blood pressure and biochemical 

investigations. 

Effort was made to minimize the dropouts. Serum 

Cholesterol, serum Triglycerides and serum 

Lipoprotiens (HDL, LDL) was carried out by Standard 

kit methods (Merck). 

Statistical Analysis: The data was collected and  

analysed by standard statistical methods using SPSS 

Computer Soft ware Program Version 9. 

RESULTS 

The mean value of age, body weight and blood pressure 

at 0 week and after 6 and 12 weeks was noted in both 

sexes (Table 1). It was observed that the mean age of 

the male patients was 32 years and in female patients 

was 34 years. Mean body weight at 0, 6 & 12 week was 

203 lbs, 200 lbs and 199 lbs. However in female 

patients, mean body weight at 0, 6 & 12 weeks was 199 

lbs, 187 lbs & 176 lbs respectively. This showed a 

highly significant decrease in body weight (P<0.001) 

after use of Simvastatin in female patients. Mean blood 

pressure at 0, 6, 12 weeks 125/80,125/80 & 120/80 

mm/Hg in male patients respectively, while in female 

patients the mean blood pressure was 125/80, 120/80 & 

120/80 mm/Hg respectively. 

The levels of serum cholesterol, serum triglyceride and 

serum lipoprotiens (HDL and LDL) in male obese 

patients at 0 week and after twelve weeks with 

Simvastatin was noted (Table 2). This showed a 

significant reduction (P<0.001) in levels of Serum 

cholesterol, Serum LDL-Cholesterol and in serum 

triglyceride while serum HDL-Cholesterol was 

significantly increased (P<0.001) in male patients 

between 0-12 weeks.. 

The levels of serum cholesterol, HDL-Cholesterol, 

LDL- Cholesterol and serum triglyceride in obese 

female patients at 0 week and after twelve weeks with 

Simvastatin were noted (Table 3). This showed a 

significant reduction (P<0.001) in levels of Serum 

cholesterol, Serum LDL-Cholesterol and in serum 

triglyceride while serum HDL-Cholesterol was 

significantly increased (P<0.001) between 0-12 week. 

Table No. 1: Mean age, body weight and blood pressure in male/female patients before (0 week) and after  

(6, 12 weeks) taking Simvastatin+ changing life style. 

Values expressed in mean + s.e.m. No. of cases in (parentheses). 

Time 

Period 

Male (20) Female (20) 

 

Age 

(Years) 

Weight (lbs)  B.P (mmHg) Age (Years) Weight (lbs) B.P 

(mmHg) 

0 weeks  32.35 + 0.88 203.53+11.14 125.75/80.25 

+1.16/+0.85 

34.52+1.88 199.40 

+7.58 

125.80/80.00 

+4.53/+1.00 

6 weeks  --- 200.50+2.59 125.0/80.40 

+1.04/+1.22 

--- 187.44+7.39 120.20/80.80 

+1.33/+1.04 

12 weeks  --- 199.17+11.05 120.80/80.60 

+0.92/+1.23 

--- 176.66+7.22** 120.80/80.40 

+1.27/+0.97 

** P< 0.001= Highly significant difference 

 

Table No. 2: Level of serum chol, HDL-Chol, LDL-

Chol and serum triglyceride in obese male patients 

before (0 week) and after (12 weeks) with 

Simvastatin + changing life style. 

Values expressed as means.e.m. No of cases in 

parenthesis. 

Parameters 0 Week 

(n=20) 

12 Weeks 

(n=20) 

Serum cholesterol 

(mg/dl) 
240.283.55 215.524.00** 

HDL-cholesterol 

(mg/dl) 
25.550.49 35.290.71** 

LDL-cholesterol 

(mg/dl) 
201.723.23 160.863.50** 

Serum Triglyceride 

(mg/dl) 
170.887.72 122.885.00** 

  **P<0.001=Highly significant difference 

 

 

 

Table No. 3: Level of serum chol, HDL-Chol, LDL-

Chol and serum triglyceride in obese female patients 

before (0 week) and after (12 weeks) with 

Simvastatin + changing life style. 

Values expressed as means.e.m. No of cases in 

parenthesis. 

Parameters 0 Week 

(n=20) 

12 Weeks 

(n=20) 

Total cholesterol  

(mg/dl) 
245.504.30 225.204.90** 

HDL-cholesterol  

(mg/dl) 
30.000.60 39.900.75** 

LDL-cholesterol  

(mg/dl) 
200.505.20 165.605.00** 

Serum Triglyceride 

(mg/dl) 
115.503.00 93.221.50** 

**P<0.001=Highly significant difference 
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DISCUSSION 

In this study we assessed the change in lipid profile 

before and after giving Simvastatin. A number of 

studies3,4 confirmed its inhibitory effect on HMG-CoA 

reductase. An association of hyperlipidemia with 

obesity (increased body weight) was also reported by 

studies9,10. 

Present study tried to find out the effect of simvastatin 

in obese patients without instructing any fat free diet or 

changing of life style (routine morning work). It is 

found that although simvastatin showed a lipid 

lowering effect but there is a mild effect on body 

weight (data not shown). This study was a pilot study.  

Later, study was designed to find out the lipid lowering 

effect of simvastatin along with the instructions of fat 

free diet and morning walk of 20-30 min. Present study 

was observed that although body weight was decreased 

in both sexes but significant difference (P<0.001) was 

only observed in female patients. It is confirmed by 

group of authors11 that life style changes are advocated 

as a first line of treatment for dyslipidaemia and 

obesity. They observed that with dietary control and 

exercise, there is 10 % reduction in body weight 

associated with 7.6 % reduction in LDL Cholesterol. 

They found that more intense life style intervention 

may be effective at improving blood lipids and quality 

of life. Another study12 also found that a comprehensive 

life style intervention can substantially lower blood 

pressure in hypertensive adults. It is reported13 that 

daily walking reduces visceral adipose tissue areas and 

improves insulin resistance in obese subjects. However, 

the effect of Simvastatin on reduction of body weight 

was not reported14 but it was observed that changes in 

lipid profile also effects body weight. It may be an 

insulin distinct resistance related metabolite syndrome 

characterized by dyslipidemia and obesity in both 

sexes15.  This study shows that with the use of 

Simvastatin serum cholesterol, serum triglycerides, and 

serum LDL-Cholesterol was reduced significantly and 

serum HDL-Cholesterol increased significantly in both 

sexes and is in accord with no of studies4,5,10-16. A lipid 

lowering effect of simvastatin also reportrd by a group 

of workers17. Reason being that Simvastatin `is a 

competitive inhibitor of HMG-CoA reductase. which 

mediates the first commited step in sterol biosynthesis3. 

On the other, a study18 found that simvastatin reduced 

lipoprotein lipase and endothelial lipase expression, 

mechanism independent of HMG-CoA reductase 

inhibition.  However a contradictory study found that 

monotherapy of statin fail to achieve cholesterol goal19. 

Present study also observed the blood pressure of 

patients taking Simvastatin. It was observed that there 

is no remarkable change in blood pressure of patients of 

both sexes. Study is in accord with a study16 which 

reported that Simvastatin promotes intracellular oxidant 

 

any effect on blood pressure. Another study also found 

that the use of simvastatin did not incrementally lower 

blood pressure.20 

CONCLUSION 

It is therefore concluded that Simvastatin shows 

significant lipid lowering effects and also reduced the 

body weight, if patients used calorie restricted diet with 

some morning walk. However a further study is needed 

to reach a better conclusion. 
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ABSTRACT 

Objective: To see the outcome of Well’s operation in the surgical management of rectal prolapse. 

Study Design: Quasi Experimental study. 

Place and Duration of Study: This study was carried out in Department of surgery, Liaquat University of Medical 

& Health Sciences, Jamshoro from 11-5-2006 to 10-05-2009. 

Materials and Methods: This study consisted of 30 cases of rectal prolapse  admitted through the outpatient 

department, as well as from casualty department of Liaquat University Hospital Jamshoro. Detailed History was 

taken from all the patients with special regard to the rectal prolapse . Inclusion criteria were that all the adults 

patients (Male and female) of rectal prolapse on the basis of history and fit for anesthesia and surgery were included 

in the study. Exclusion criteria included unfit patients for general anesthesia, another local pathology like 

haemorrhoids or rectal tumor. Data was analyzed through SPSS software. 

Results: Out of 30 cases, 14(46.7%) were males and 16(53.3%) were females. There was wide variation of age with 

mean age + SD was 40.67 + 12.4 years. Most of the patients had constipation 23(76.7%) cases, 20(66.6%) cases 

were presented with Mucus discharge, 11(36.6%) cases had urinary incontinence, 09(30.0%) cases had Diarrhoea 

and 07(23.3%) cases had bleeding. Co-morbidity factors were diabetes mellitus in 07(23.3%) cases, hypertension 

was present in 09(30.0%) and IHD was found only in 02(6.7%). Ten (33.3%) cases were anemic, 05(16.66%) cases 

with HBsAg, 07(23.3%) had Hepatitis C and only 1(3.3%) case had duel viral infection. Complications were seen in 

all the cases, 28(93.3%) cases were found in majority who had pain after the procedure, 08(26.7%) cases developed 

the wound infection associated with retention of urine, 05(16.7%) had urinary incontinence associated with 

reactionary haemorrhage, 07(13.3%) had anal stenosis associated with incisional hernia, 01(3.3%) were found with 

ureteric damage, 03(10.0%) cases had sexual dysfunction and only 1(3.3%) case had Rectal stricture. Recurrence of 

rectal prolapse occurred in only 1(3.3%) patient.  

Conclusion: In conclusion ,this study suggests that Wells operation may be a good choice for treatment of complete 

rectal prolapse, in view of its low complication and recurrence rates.   

Key Words: Rectal Prolapse, Well’s Operation, Complications Well’s Operation.  

INTRODUCTION 

Rectal prolapse is defined as protrusion of all layers of 

the rectal wall through anus and is synonymous with 

procidentia 1. The classic description of rectal prolapse, 

or procidentia, is a protrusion of the rectum beyond the 

anus. Complete or full-thickness rectal prolapse is the 

protrusion of the entire rectal wall through the anal 

canal; if the rectal wall has prolapsed but does not 

protrude through the anus. It is called an occult 

(internal) rectal prolapse or a rectal intussusception. 

Full-thickness rectal prolapse should be distinguished 

from mucosal prolapse in which there is protrusion of 

only the rectal or anal mucosa 2,3,4. 

It has a higher incidence in advanced age, and is 

frequently associated with anal incontinence difficulties 

(in 50-70% of cases) and on occasion– constipation 5. 

More than half of rectal prolapse patients complain of 

fecal incontinence and 15 to 65% of patients have 

constipation6. Treatment for rectal prolapse is surgical, 

although the technique that should be employed 

continues to be a matter of controversy and the choice 

of technique is justified in each case according to 

different parameters. The perineal techniques (Delorme, 

Altemeier) are usually used in patients of advanced age 

or with high comorbidities, despite the fact that they 

have a higher rate of recurrence and do not offer a clear 

improvement in the patient’s level of incontinence, 

while the trans-abdominal techniques, which consist of 

both recto-sigmoid or surgical fixation with a mesh 

anchored to the pubis (anterior, Ripstein) or the sacrum 

(posterior, Wells),have a lower incidence rate of 

recurrence but are more aggressive 7,8. 

In 1999, Cuschieri described the use of the laparoscopic 

approach for carrying out rectopexy, and afterwards 

several authors have demonstrated the technical 

possibility and potential short-term advantages, with 

long-term results that are comparable to open surgery in 

both rate of recurrence and functional improvement 

(continence, constipation)9. A selective policy has 

probably improved outcome, although there is no 

objective method of selecting a particular type of 

operation 10. Perineal procedures were preferred for 

older female patients and co morbid patients were 
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associated with a shorter operative time and hospital 

stay11. 

MATERIALS AND METHODS 

This study was conducted at surgical department, 

Liaquat University of Medical & Health Sciences, 

Jamshoro from 11-5-2006 to 10-05-2009. This study 

consisted of 30 cases of rectal prolapse  admitted 

through the outpatient department, as well as from 

casualty department of Liaquat University Hospital 

Jamshoro. Detailed History was taken from all the 

patients with special regard to the rectal prolapse . 

Inclusion criteria were that all the adults patients (Male 

and female) of rectal prolapse on the basis of history 

and fit for anesthesia and surgery were included in the 

study. Exclusion criteria included unfit patients for 

general anesthesia, another local pathology like 

haemorrhoids or rectal tumor. Data was analyzed 

through SPSS software. 

RESULTS 

The 30 cases of rectal prolapse were admitted. Out of 

30 cases, 14(46.7%) were males and 16(53.3%) were 

females (Chart 1). There was wide variation of age with 

mean age + SD was 40.67 + 12.4 years. All the cases 

were found with different sign and symptoms (Chart 2). 

Out of these 30 cases, most of the patients had 

constipation 23(76.7%) cases, 20(66.6%) cases were 

presented with Mucus discharge, 11(36.6%) cases had 

urinary incontinence, 09(30.0%) cases had Diarrhoea 

and 07(23.3%) cases had bleeding. Co-morbidity 

factors were diabetes mellitus in 07(23.3%) cases, 

hypertension was present in 09(30.0%) and IHD was 

found only in 02(6.7%). Ten (33.3%) cases were 

anemic, 05(16.66%) cases with HBsAg, 07(23.3%) had 

Hepatitis C and only 1(3.3%) case had duel viral 

infection. 

Complications were seen in all the cases, 28(93.3%) 

cases were found in majority who had pain after the 

procedure, 08(26.7%) cases developed the wound 

infection associated with retention of urine, 05(16.7%) 

had urinary incontinence associated with reactionary 

haemorrhage, 07(13.3%) had anal stenosis associated 

with incisional hernia, 01(3.3%) were found with 

ureteric damage, 03(10.0%) cases had sexual 

dysfunction and only 1(3.3%) case had Rectal stricture. 

Recurrence of rectal prolapse occurred in only 1(3.3%) 

patient (Chart 3). 

DISCUSSION 

Rectal prolapse is a disabling condition and a difficult 

problem for both the patients and the clinicians. The 

majority of sufferers are elderly, multiparous women, 

often with psycho-griatric problems. Difficulty with 

evacuation of the rectum occurs in 50% of the cases and 

constipation in upto 25%, while faecal incontinence 

occurs in about 60% 12. 

Many surgical techniques –both through the perineal 

and abdominal routes– have been described for the 

treatment of rectal prolapse. Wells method is associated 

with a low risk of complications and reoccurrence of 

rectal prolapse. 

 
Chart No.1: Gender 

 

 
Chart No.2: Presenting Sign and Symptoms of 

Patients 

 
Chart No.3: Complications 

 

There is no finest or regular procedure for treatment of 

rectal prolapse. In overload of a hundred different 

operations have been described so far, only a few are in 

practice today13,14,15. There are more than five hundred 

published papers on this topic, but only a small number 

of relevant clinical trials have been conducted to find 

the "best" operation, and even their usefulness is 
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severely limited because of small sample size and other 

methodological weaknesses13. 

One consensus that we have managed to reach after 

decades of research is that the abdominal procedures 

are associated with a lower recurrence rate. Abdominal 

rectopexy was the most commonly performed 

procedure at our centre, perhaps because of its excellent 

results in literature, both in terms of recurrence and 

incontinence. Most surgeons once considered this 

procedure as the operation of choice for the control of 

prolapse in the elderly patients11. 

Abdominal procedure like Well’s involve the use of 

foreign material like prolence mesh and fixing it to the 

sacrum. The complications included pelvic infection, 

erosion of foreign material and fistula formation and 

stenosis. The rectal prolapse is usually associated with 

incontinence due to increased sigmoid motility, due to 

increased resting and squeeze pressure and persistent 

rectoanal inhibition12. 

The results of this study showed that 93.3% cases had 

pain, 16.7% had Reactionary haemorrhage, 26.7% 

developed Retention of urine, wound infection was 

present in 26.7% cases, 13.3% had Anal stenosis, 3.3% 

had Rectal stricture, 6.7% cases had Ureteric damage, 

16.7% had Urinary Incontinence, 10.0% had sexual 

dysfunction, 13.3% had Incisional hernia and only 3.3% 

had recurrence out of 30 patients. In an other study 2 

patients were operated by Wells operation and there 

was no recurrence or complications 12 while in the 

observation of Marderstein EL et al.16 89.3% cases had 

pain, 13.2% had reactionary haemorrhage, 22.4% 

developed retention of urine, wound infection was 

present in 7.1% cases, 9.3% had Anal stenosis, 1.7% 

had rectal stricture, 5.2% cases had Ureteric damage, 

13.7% had Urinary Incontinence, 8.0% had sexual 

dysfunction, 11.3% had Incisional hernia and only 1.3% 

had recurrence out of 14 cases.  In another study 

conducted by Bo Holmstrom et al 17. the recurrence rate 

in his study was 4.1% and surgical complications 

occurred in an additional 3.7% which is similar to this 

study.  

Overall morbidity rate in the present study was 11% out 

of 30 cases of rectal prolapse with complete follow up 

time of six months. Same observation was noted in the 

study of Safar B et al18. There was no mortality rate in 

this study and similarly in a study of Mahmud 

Aurangzeb et al19. mortality rate was not found in his 

study out of 34 cases. 

CONCLUSION 

Many procedures have been devised for the treatment 

of rectal prolapse; generally, these can be divided into 

perineal and abdominal approaches. Abdominal 

procedure (Wells procedure) is ideal for young healthy 

patients and is associated with lower recurrence rate, 

low morbidity and rapid postoperative recovery. For 

these reasons Wells rectopexy has become the 

treatment of choice for many surgeons even for those 

patients with a significant co-morbidity.  

The ideal surgical technique should, therefore, be based 

not only on the elements of simplicity, recurrence and 

complications, but should also take into account the 

treatment or at least alleviation of the functional 

disorder so commonly associated with rectal prolapse. 
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ABSTRACT 

Objectives: To find out  the prevalence of malaria in district Shaheed Benazirabad (SBA).  To Study the proportion 

of haematological complications among the patients who present with malaria. 

Study Design: This is descriptive and experimental study. 

Place and Duration of Study: This study was conducted at Medical Out Patients Department (OPD) and Pathology 

Department of PUMHSW Peoples Medical College and Hospital at district (SBA) from April 2008 to September 

2010. 

Patients and Methods: A total 1200 cases of malaria diagnosed on basis of clinical and laboratory findings were 

recorded. The proportion of haemotological complication including anaemia, leucocytosis and thrombocytopenia 

among these patients were also studied. 

Results: Out of 1200 patients, 700 (58.33%) were children and remaining 500 (41.77) were adults. Ages of these 

patients including children and adults ranged between 5 to 65 years with a mean of 35 + 30 years. Male to female 

ratio in these patients were 1.1:1. 

The diagnosis of malaria was made by clinical as well as by laboratory findings. The problem of haematological 

complications as anaemia, leucocytosis and thrombocytopenia were detected among the patient with malaria by 

determination of Haemoglobin Concentration and Complete Blood Count (CBC). 

Conclusion: Malaria is more prevalent in district SBA, and many of these patient are children and women. 

Anaemia, leucocytosis and thrombocytopenia are common haematological complications in them. 

Key Words: Malaria, Prevalence, Haematological complications, Complete Blood Count (CBC).

INTRODUCTION 

Malaria is a major cause of morbidity in the tropics and 

about 300 million cases were reported worldwide in 

2006.1 Among the 100 species of genous Plasmodia, the 

four species namely P.Falciparum, P.Vivax, P.Ovale, 

P.Malariae cause the malaria & the former two species 

of malarial parasites are common in Pakistan as 

recorded by national malaria control program.2 The 

malaria is transmitted by the bite of female anopheles 

mosquitoes. There are about 430 species of mosquitoes 

and out of them about 30 – 50 species such as A. 

Culicifacies and A. Stephensi are common in Pakistan 

and these transmitted the malaria as records of national 

malaria control program.3  

The life cycle of malarial parasite is completed in 

human beings and female anopheles mosquitoes. In  the 

human the sprozoites are transmitted into blood by 

mosquito bite and they first infect the liver cells, then 

red blood cells which release merozoites that mature 

into the male and female gametocytes. When a 

mosquito bites a malaria infected human, these 

gametocytes in the mosquito’s stomach unite together 

to form zygotes that develop into oocysts, which grow 

and rupture to release sporozoites and cycle start again.4 

Blood is the most easily accessible diagnostic tissue. 

The changes in haematological parameters are likely to 

be induced by any disease like malaria which affects 

the physiology of haemopoeisis at the level of bone 

marrow resulting in hematological complication along 

with clinical presentation of malaria such as anemia, 

leukocytosis and thrombocytopenia, fever with rigor, 

sweating, body ache, headache, vomiting, pallor and 

splenomegaly.5 Hence the diagnosis of malaria is 

necessary for the prevention and treatment which make 

the physician to control this divesting disease that 

causes death due to complications including Cerebral 

malaria and haematological ones.6 The microscopic 

examination of peripheral blood for detection of 

malarial parasite along with estimation of haemoglobin 

concentration, ESR and complete blood count are 

important laboratory investigation for diagnosis of 

malaria and its hematological complications.7 The rapid 

malaria diagnostic test has been used for detection of 

P.Vivax and P. Falciparum malaria by immuno 

chromatography (IC) technique. This test has been 

developed recently.8 

The aim of this study was to evaluate prevalence of 

malaria among the patients living in areas of District 

SBA & also to study the hematological complication in 
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these patients so that a physician remain aware of these 

complications for early diagnosis prevention and 

prompt to treatment of malaria. 

PATIENTS AND METHODS  

This descriptive and experimental study was conducted 

from April 2008 to September 2008 at pathology, 

pediatric and medical out patients departments. Total 

1200 patients including children and adults of both 

sexes were selected. The prevalence of malaria on the 

basis of age, sex, areas of residents at district SBA and 

clinical findings of all this patients were recorded. For 

the laboratory diagnosis of malaria and its 

hematological complication, 2-3ml of venous blood 

samples were taken from all the patients and delivered 

in to the tubes containing EDTA and sent to the 

pathology department. Thick and thin blood smears 

were made on the clean glass slides from the EDTA 

mixed blood and examined under the microscope for 

detection of various developmental stages of malarial 

parasites after staining with Giemsa’s stain. The 

haemoglobin concentration, CBC including total 

leukocyte count (TLC), differential leukocyte count 

(DLC) and platelet count were determined by 

haematology analyzer.  ESR and Malaria Rapid 

Diagnostic Test were also performed. 

RESULTS  

A total of 1200 cases were studied, among these 700 

(58.3%) were children and 500 (41.7%) were adult. The 

ages of these patients were ranged between 5 and 65 

years with their mean age was (35 + 30) while male to 

female ratio was 1.7:1. out of total 1200 patients 400 

(32.3%) were residents of Nawabshah city and 800 

(66.7%) belonged to the rural areas of district SBA. 

(Table 1). The clinical findings in these patients were 

fever with rigor, feeling of cold and hot, sweating, 

pallor, body aches & splenomegaly (Table No. 2). The 

laboratory findings in these patients are shown in Table 

No. 3, such as mean values of hemoglobin, ESR, TLC, 

DLC, platelet count, detection of malarial parasites and 

malarial antigens in serum of these patients were 

determined by examination of peripheral blood smears 

and malaria rapid diagnostic test.  

Table No.1: Prevalence of malaria among the 

children and adults on the basis of age, sex and 

dwelling (n=1200) 

Age Sex Dwelling 

Adults 500 

(41.7%) 

Children 700 

(58.3 %)  

Age range 5 – 65 

years 

Mean age 35 + 30 

Male 770 

(64.1%) 

Female 430 

(35.9%) 

Male to Female 

ratio 1.7:1 

Rural 800 

(66.7%) 

Urban 400 (33.3) 

Table No. 2: Clinical finding in patients with 

malaria (n=1200) 

S.No. Clinical finding No. of 

patients 

Percentage 

1. Fever  1200 100% 

2. Associated 

symptoms with fever 

like chills, sweating 

or feeling of 

coldness and hotness 

 

980 

 

81.7% 

 

3. Bodyache  750 62.5% 

4. Headache  600 50.0% 

5. Pallor 800 66.6% 

6. Splenomegaly 300 25.0% 

Table No. 3: Laboratory finding in patients with 

malaria and its hematological complications 

(n=1200) N = 1200 

S. 

No. 

Laboratory finding No. of 

patients 

Percentag

e 

 

1. 

Hemoglobin 

concentration 

5.5 – 11.5 g / dl (8.5 + 3) 

 

800 

 

66.6% 

 

2. 

ESR: 40 – 110 mm Hg.  

(37.5 + 72.5) 

 

1200 

 

100.0% 

 

3. 

Total leukocytes count  

6500 – 25000 / cumm 

(1625 + 8750) 

 

900 

 

75.0% 

 

4. 

Red Cell Counts 

2.5 – 4.5 m / cumm 

3.5 + 1.0 

 

700 

 

58.3% 

 

5. 

Platelet count  

40,000 – 110,000 /cumm 

(75000) + 35000) 

 

750 

 

62.5% 

 

 

6. 

Differential leukocytes 

count 

Neutrophils 67 – 85 % 

(80.5 + 5.5) 

Lymphocytes 10 – 14 % 

(11 + 3) 

Monocytes 10 – 18 % 

(14 + 4) 

Eosinophils 2–4% (3 +1) 

 

1,000 

900 

950 

1200 

 

83.3% 

75.0% 

79.1% 

100.0% 

 

7. 

Microscopy  

Pl: vivax  

Pl: Falciparum  

 

850 

350 

 

70.8% 

29.2 

 

 

8. 

Malaria diagnostic test 

Immunochromatography 

Technique (ICT)  

+ve for Pl: Vivax  

+ve for Pl: Falciparum 

 

 

 

850 

350 

 

 

 

70.8% 

29.8% 

The mean values of hemoglobin, RBC and platelet 

counts were significantly reduced while WBC count 

with percentage of neutrophils and ESR were 

significantly increased. The microscopic examination of 

stained thick and thin blood smears of all these patients 

were showing Plasmodium vivax in 70.8% of cases and 
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P.falciparum in 29.2% of cases. The ICT malaria test 

was positive for P.Vivax in 70.8% cases and 29.8% 

positive for P. Falciparum. 

DISCUSSION 

Malaria remain a major cause of morbidity and 

mortality in Asian as well as African countries of the 

world. According to Snow et al9, globally the incidence 

of malaria cases is about 300-500 million and malaria 

related deaths are 1 million. It is also stated that 90% 

cases of malaria caused by plasmodium falciparum 

occur in Africa. Prevalence of malaria is common cause 

of death among the children and pregnant women as 

reported by Luxemburger et al10. Malaria in pediatric 

age group of 200 cases was investigated by Jamal et al11 

and they founded high ratio of P.vivax (62.5%) than P. 

falciparum (36%). Malaria in Karachi and other areas 

of Sindh was studied by Mahmood12 and he observed P. 

Vivax to be two times higher than P. Falciparum. 

According to Nizamani et al13 that P. Falciparum ratio 

is increasing in many districts of Sindh while Yasin Zai 

and Kakar suleman Khel14 founded high prevalence of 

P.Vivax malaria in Mastung and Khuzdar districts of 

Balochistan. The hematological complications of 

malaria such as anemia, leukocytosis with neutrophilia 

and thrombocytopenia are reported by Bashawri et al15, 

Scott et al16 and Ladhani et al17. They stated that 

anaemia is one of the most common complications in 

malaria that result from a combination of haemolytic 

mechanisms and accelerated removal of both 

parasitized and non-parasitized red blood cells, 

depressed and ineffective erythropoisis. According to 

Adedapo et al18 age is a risk factor for thrombo-

cytopenia and anaemia in children treated for acute 

uncomplicated falciparum malaria. 

In our study, prevalence of P.Vivax malaria(70.8%) is 

commoner  than the P. Falciparum(29.2%). The 

significant clinical findings in these patients were  fever 

with rigors, pallor, body ache and headache while 

hematological complication in these patients were 

anemia, leukocytosis with neutrophilia, ESR and 

thrombocytopenia and these were detected by 

haemoglobin, ESR and complete blood count 

estimations. In our study, hemoglobin, platelet count 

and RBC count were significantly reduced while ESR, 

leukocyte count and percentage of neutrophils were 

significantly increased. 

CONCLUSIONS 

The following conclusion has been made from the 

above study. 

1. The prevalence rate of the malaria caused by 

P.Vivax is 2.5 times greater than the malaria 

caused by P.Falciparum among the children and 

adults in District Shaheed Benazirabad. 

2. The hematological complications such as Anemia, 

leucocytosis with neutrophilia and thrombo-

cytopenia among the children and adults were 

assessed by hemoglobin and ESR estimations and 

complete blood count. It has been observed that 

hemoglobin, RBC count, platelet count were 

decreased while ESR and total leukocyte count 

with percentage of neutrophils in these patients 

were increased. 

3. Further studies are needed to determine cold 

agglutination test, platelet aggregation test and 

serum interleukin level in the malaria. 
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ABSTRACT 

Objective: To compare the safety and efficacy of sodium cromoglycate 2% eye drops with fluorometholone 0.1% 

eye drops in patients with bilateral vernal keratoconjunctivitis (limbal and conjunctival palpebral or mixed). 

Study Design: Quasi Experimental Study  

Place and duration of Study: This study was carried out in Department of Ophthalmology, Combined Military 

Hospital, Multan from 20th May 2009 to 20th June 2009. 

Patients and Methods: This was hospital based study conducted on 60 diagnosed cases of vernal 

keratoconjunctivitis attending the OPD of Eye Department Combined Military Hospital, Multan in year 2009. Cases 

were divided in to two groups of 30 patients each. Group 2 was treated with sodium Cromoglycate while Group 1 

was given Fluoro metholone 0.1%. Ocular complaints were noted and graded. Slit lamp examination was done at the 

start of treatment and at the end of the treatment.  

Results: After first week of treatment in group 2 (sodium cromoglycate 2%) 22 patients had mucoidal discharge 

with photophobia, redness and itching while in group 1 (Fluorometholone 0.1%) none of the patient had mucoidal 

discharge. At the end of study 24 patients had itching, redness and photophobia in group 2 but in group 1 only 16 

patients had these symptoms. It was also revealed that 6 patients in group 2 had watering and mucoid discharge but 

none of the patient in group 1 had watering and mucoid discharge at the end of study. (p < 0.001 ) 

Conclusion: Patients treated with fluorometholone 0.1% got better results than patients treated with sodium 

cromoglycate 2% in the management of vernal Keratoconjunctivitis  

Key Words: Vernal keratoconjunctivitis, Sodium cromoglycate, Fluorometholone 

INTRODUCTION 

Vernal conjunctivitis is a bilateral, recurrent 

inflammation of the conjunctiva that tends to occur 

during warm weather, with peak onset in the spring and 

summer. 

It may be a seasonal, external ocular inflammatory 

disease of unknown cause. Afflicted patients experience 

intense itching, tearing, photophobia and mucous 

discharge or a thick, ropy, yellow, mucoid discharge1 

and usually demonstrate large cobblestone papillae on 

their superior tarsal conjunctiva and limbal 

conjunctiva1. Although usually self-limited, vernal 

conjunctivitis can result in potentially blinding corneal 

complications.  The condition occurs mainly in children 

and young adults in the age range of 5-25 years2, with 

peak incidence in the age range 11-13 years. Boys are 

affected twice as frequently as girls3. Three forms of the 

disease occurs which are palpebral, limbal and mixed1. 

The palpebral form is marked by cobblestone papillae 

on the superior tarsal conjunctiva, while the lower lid is 

affected minimally4. The limbal form is marked by a 

broad, thickened, gelatinous opacification of the 

superior limbus that can override the cornea. A very 

characteristic manifestation of limbal vernal 

conjunctivitis is the presence of Horner-Trantas dots5. 

The drug treatment options for allergic conjunctivitis 

have markedly expanded over the last few years, 

providing opportunities for more focused therapy, but 

unfortunately often leaving both patient and doctor 

confused over the variety of options. This overview 

attempts to simplify the pharmacological treatment 

options based on the current understanding of drugs and 

their mechanisms of action. Simple therapeutic options 

will be eluded in the final suggested 'stepcare' approach. 

Cromolyn sodium: This compound is beneficial in the 

treatment of seasonal and perennial allergic 

conjunctivitis, giant papillary conjunctivitis, vernal and 

atopic keratoconjunctivitis. It is extremely well 

tolerated in the eye and the risks of long-term use are 

negligible. Its long safety record (up to 10 years of 

continuous use) makes it the drug of choice for many 

clinicians in long term use6. Fluoromethalone 0.1% 

(FML, Flucon) is a structured analogue of progesterone 

and is very effective in reducing ocular surface 

Original Article 
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inflammation with a low potential for IOP elevation. It 

is therefore a popular choice for surface disease6,13. 

The chronic nature of the disease must be considered 

when the treatment is decided. Treatment of chronic 

forms of ocular allergies may necessitate collaborative 

efforts between the ophthalmologist and the allergist or 

immunologist6. 

MATERIALS AND METHODS 

This was quasi experimental study carried on 60 cases 

of primary vernal keratoconjunctivitis reporting 

Department of Ophthalmology in Combined Military 

Hospital, Multan during year 2009. The study included 

patients between 6 to 14 years of age and included both 

sexes. Those patients with history of dry eye other 

forms of allergic conjunctivitis, ocular surgery within 2 

months before study, corneal ulcer of infectious origin, 

active ocular herpes, abnormality of nasolacrimal 

drainage apparatus and severe systemic allergy 

requiring systemic treatment were excluded and only 

patients having primary vernal keratoconjunctivitis  

were included  in the study. After informed consent the 

procedure was explained and disease highlighted. 

Personal data including age and gender was noted and 

entered in proforma. Different symptoms (itching, 

tearing, burning, redness and mucoidal discharge) and 

signs (limbal hypertrophy, conjunctival chemosis, and 

presence of follicle) of VKC was noted and graded on 

slit lamp examination at the time of their enrolment 

(day zero) and at different times after starting the 

treatment (days 7, 15, and 30). 

These patients were divided into two groups of 30 each. 

Group 2 had 30 patients who were treated with topical 

sodium cromoglycate (2%) and group 1 (30 patients) 

treated with topical floromethalone (1%). Follow up 

visits were planned to see response on 1st ,2nd ,3rd and 

4th week. Cases were assessed for the overall effect of 

treatment using a five point grading system starting 

from Excellent to bad for variables of irritation, 

photophobia,watering and mucidal discharge.Data was 

analyzed by using SPSS version 11.T-test was applied 

to compare the two groups. Descriptive statistics were 

used to calculate mean and SD. 

RESULTS 

There was no drop out from our patients because they 

were included in study after detailed work up. All the 

patients were followed as outdoor cases. None of the 

patients required any hospital admission. There were a 

total of 48 male (80%) patients and 12 (20%) female 

patients. 42 (70%) patients were in age group 6-11, 10 

(16.66%) in 12 years of age,6 (10%) of 13 years and 2 

(3.33%) of 14 years of age. Most of the patients were 

from a younger age group. Age distribution is given in 

graph 1. No patients were found to have unilateral 

vernal keratoconjunctivits. Out of 60 patients, 36 (60%) 

had palpebral VKC, 5 patients (8.33%) had limbal VKC 

while 19 (31.66%) of patients had mixed VKC. 

After first week, in group 2 (sodium cromoglycate 2%), 

out of 30 patients, 7 (23.33%) had itching and redness, 

8 (26.66%) had itching, redness and photophobia. 

While 22 (73.33%) had mucoidal discharge with 

photophobia, redness and itching. In group 1 

(Fluorometholone 0.1%), 4 (13.33%) had itching and 

redness, 3 (10%) had photophobia but none of the 

patient had mucoidal discharge. 

After 2nd week of treatment in group 2, none of the 

patient complained of itching but 3 (10%) had redness 

with itching and 19 (63.33%) had itching, redness, 

photophobia and mucoidal discharge. In group 1 

patients 3 (10%) had itching, 17 (56.66%) had redness 

but none of the patients had photophobia or mucoidal 

discharge. 

At the end of 3rd week, out of 30 patients of group 2, 10 

(33.33%) had redness and itching ,14 (46.66%) were 

photophobic and 10 (33.33%) had some mucoidal 

discharge with other symptoms. In group 1, 20 

(66.66%) had some itching and redness but no patient 

was photophobic, or had any watering and mucoidal 

discharge. At the end of study 24 (80%) had itching, 

redness and photophobia in group 2 but in group 1 only 

16 (53.3%) had these symptoms and 6 patient in group 

2 had watering and mucoid discharge but none of 

patient in group 1 had watering and mucoid discharge. 

 
Graph 1. Age distribution 

Table No.1: Symptoms – At the End of Study. 

 

Drug 

Symptoms  

Total Itching & 

redness 

Itching, 

redness & 

photphobia 

Itching, redness, 

photphobia & 

watering 

Itching, redness, 

photphobia, watering, 

mucoidal discharge 

Sodium Cromoglycate 2% 10 14 4 2 30 

Fluorometholone 0.1% 24 6 - - 30 

Total 34 20 4 2 60 



Med. Forum, Vol. 23, No. 6  June, 2012 66 

DISCUSSION 

The hypothesis of this study was that fluorometholone 

0.1% was more effective than sodium cromoglycate 2% 

in the management of Vernal Keratoconjunctivitis. The 

study was conducted on 60 patients. There seemed to be 

was a male preponderance (95%). The results are 

comparable to a similar study conducted in Swat by 

Sheikh et al (82%)7. It was a retrospective study which 

was carried over 73 patients of Vernal Kerato-

conjunctivitis (VKC) in Swat from July 1998 to April 

1999. Most patients were between 4 years to 18 years. 

64 out of these were male patients. The authors 

observed that 10 years or below and males patients 

were more affected. A similar study done at Karachi by 

Syed Shahab Ali also had similar results, showing 

(92%) male preponderance8. In Italy a study done by 

Gormaz et al9 showed a 90% male preponderance. 
Majority of the patients presented in first decade of 
their life between ages of 6-11 (60%). A study 
conducted in Peshawar showed similar results (61%)9. 
Another study done in Italy had the same result (65%)10 
which depicts that the disease is more common in 
young age group and presents before puberty. 
The most common form of vernal keratoconjunctivitis 
encountered was palpebral (75%), and then the mixed 
type and a few cases of limbal were also seen. These 
results are comparable to the results shown by  
Iqbal et al.9 
The most common symptom seen in the study was 
itching which all the patients reported (n=100%). The 
second common symptom was mucoid discharge. 
These findings are comparable to data given by Syed 
Shahab Ali at Karachi and Bisht R8 in India. 
Photophobia was reported by only a few patients. This 
symptom is more associated when cornea is involved 
and as in our study there was less corneal complications 
so the result is explainable.  
In our study after 4 weeks of treatment none of the 
patients complained of photophobia and mucoidal 
discharge. In a study done by Mentalli et al11 
Improvement in the watering, discharge, conjunctival 
hyperaemia, papillary hypertrophy, and Trantas’ dots 
was noted in both groups, but overall fluorometholone 
was significantly more effective than nedocromil. Eyes 
treated with fluorometholone showed a significant 
decrease in ocular surface temperature compared with 
nedocromil treated eyes6. But in a study done by Greg 
et al. According to him significant improvement in all 
signs and symptoms except photophobia was observed 
after topical treatment for active VKC. Comparision of 
the efficacy of different drugs was not possible due to 
lack of standardized criteria among studies.12 
In another study done in London was more effective in 
combating the acute stage of VKC and giving more 
rapid relief to the patient. 
As the duration of our study was 4 weeks for each 
patient so the results were more in favour of 
flourometholone. A more comprehensive study of 
longer duration is therefore required to clearly 
understand the effect of both these medicines. 

CONCLUSION 

Vernal keratoconjunctivitis is a common form of ocular 

allergy in our part of the world The patients are usually 

young males in their early years of life. As the disease 

has a course of many years so it is a financial burden on 

the patients and their families. Many treatments are 

available but none so far have proven to be a better 

option than fluorometholone in its management. The 

need of the hour is to do more and more research so that 

we come up with a final solution to decrease the misery 

of the patient. 
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ABSTRACT 

Introduction: The Muslim Physician Avenzoar described itch mite (Acarus Scabiei) in the twelfth century. Problem 

is worldwide in superpower country like USA 5% to 10%children have Scabies. The   situation in other poor 

countries can be much worse. Frequent changes of underclothing and bedding are control measures of value.    

Objectives:   

1. To collect data on prevalence of    Scabies infection in   community residing in Jamshoro Hills 

2.  to record Socio-demographic character of patients of scabies 

3.  To recommend control and prevention   strategies based on this research   

Study Design: Descriptive and cross sectional study.  

Place and Duration of Study: This study was carried on patients who utilized services of LUH Skin OPD in 

Jamshoro from 1st February 2007 to 1stFebruary 2008 

Materials and Methods: Dermatology Out Patient Department of Liaquat University Hospital Jamshoro. 112 

patients were included in study sample. 

Results: :Study was conducted on  112 patients who utilized services of skin OPD at LUH  out of these 30(26.2%) 

were children  in the age group of 1-9 years, 38(33.9%) adolescents and teen angers in  age group of 10-19 years this 

was largest age group of scabies patients. while  infection was 10.7% to 5.4%  in   40-49 years age  and above  

showing  low  prevalence. Regarding sex of patients suffering from scabies out of 112 patients the ratio of    male to 

female was 50:62   i.e.  50 (44.6 %) and 62  ( 55.4%.).This showed females suffered more. 

the occupation of patients  showed strong association  with scabies diseases occurrence P<001 as out of total  112 

patients   house wives were 26 (23.2%)    students 31(27.7%)  , laborer  15(13.4%)  children  33(29.5%)  office Job  

7(6.3%) while education was not significant. 

Conclusion: Study concludes that scabies is common in rural areas of Jamshoro in young age and teen agers.  

Occupation wise   students and house wives had more scabies. Community based cheap treatment of sulphur 

ointment   programme supported by IEC material and free skin camps be promoted 

Key Words: Mite, Scabies, Sulphur, Ointment. 

INTRODUCTION 

The Muslim Physician Avenzoar described itch mite 

(Acarus Scabiei) in the twelfth century 1.  The itch mite, 

arthropods of medical importance which causes scabies 

in 1667 became first disease of the man with known 

cause. The life cycle from egg to adult parasite  takes 

10 to 15 days, and adult mite lives for  one  to two 

months  period., it spreads in families therefore is  

called familial or household infection 2  . Mite can be 

located in the skin with the help of hand lens. It causes 

irritation of skin termed as Acarisis. Itch mite is found 

all over the world. Gupta & Kulkarani 3,4. 5% to 

10%children have scabies in USA than situation in 

other poor countries can be much worse. Frequent 

changes of underclothing and bedding are control 

measures of value. 

The itch mite scab mite, sarcoptes scabei, Acarus 

Scabei is strict ecto-parasite of human being. It lives in 

his demise, it parasitizes people with poor personal 

hygiene living in overcrowded and unsanitary 

conditions, the itch mite is ovoid, grayish, nearly 

transparent, tortoise-like arthropod. The male is 

0.22mm and female 0.4mm long, and itch mite carries 

four pair of short legs. Itch mite is not vector it causes 

of these scabies diseases .It spreads through body 

contact. Scabies is treated with 25% benzyl benzoate 

emulsion  alternative to benzyl benzoate can be 2.5 % 

to 10% sulfur ointment  for four days a cheap remedy 5 .  

Used bedding, towel, clothing are boiled and laundered. 

All children of patient’s family and child neighbors as 

well as   all patients’ schoolmates are simultaneously 

treated. 25% Benzyl benzoate 40 ml is applied after hot 

bath to whole body   except head and face i.e. below 

chin no bath is taken till 24 hours. Second course of 

treatment after 7 day can be repeated in some cases 6      

Common sites of lesion are hands and wrists, exterior 

aspects of elbow, axillae, buttocks, lower abdomen, feet 

and ankles, breast in women and genitals in men 3. It is 

infestation of Arthropod it is endemic but spreads in 

epidemic especially in winter 7. There are many types of 

skin infections that require clinical care by a physician 

or other healthcare professional.  To prevent  scabies on 

e should  keep  away him or herself from scabies  

suffering person and those close living together  and 

they have been properly treated and personal hygiene is 

maintained are viral ,bacterial, fungal infection  which 

may occur  as co morbidities  in same patients and need  

appropriate diagnosis and treatment 8,9,10 ,11. 
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MATERIALS AND METHODS 

Study Design: The study is descriptive and cross 

sectional carried on patients who utilized services of   

Dermatology out patient Department of Liaquat 

University Hospital Jamshoro  

Total 112 Patient was included who were permanent 

resident and came first time for treatment  

Duration: Study was conducted from 10 February 2007 

to 10 February 2008. Data was collected on especially 

designed and pre-tested proforma related brief  

information about parent’s  age, sex  education, 

occupation, place of residence whether rural or urban.  

Data Analysis: SPSS version 14 computer software 

programme was used for data analysis 

Inclusion Criteria: Permanent residents of Jamshoro 

Hills and came first time for treatment /consultation 

were included in study 

Exclusion Criteria:  Patients who   revisited or 

suffered second or third time were excluded. 

 
Classical Scabies infection of palm Red spots are 

burrows of mite 

 
Common sites of Scabies Infection 

 
Mite –small parasite causing scabies 

 

 

RESULTS 
1.Table1  Showed age of patients  out of 112 patients 

30(26.2%) were children  in the age group of 1-9 years, 

38(33.9%) adolescents and teen angers in thee age 

group of 10-19 years this was largest age group while  

infection was 10.7% and 5.4%  in  40-49 years age  and 

above 5.4% showing  lowest prevalence. 

2. Table 2.  Showed sex of patients suffering from 

scabies out of 112 patients the ratio of    male to female 

was 50:62   i.e.    44.6 % to 55.4%. 

This showed females suffered more. 

3. Table 3 showed   marital status and data revealed that 

out of 112 patients 41 (36. 6%) were married and 

71(44, 4%) were unmarried including child age. 

4. Table 4 Showing education of patients 56(50.0%) 

were illiterate, 23(20.5%) were primary pass and 

12(10.7%) were university graduate and remaining 

were post Matric and college educated. The education 

was statistically insignificant (P>05) 

5. Table5. Showed place of residence rural or urban in 

our study 99 (88. 4 %) and 13 (11. 6 %) were urban 

showing great proportion of rural residents as Jamshoro 

is rural and dominated by hilly scattered settlement. 

6. Table 6 showed the occupation of patients and out of 

112 patients house wives were in 26 (23.2%)    , 

students 31(27.7%), labour 15(13.4%) children 

33(29.5%) office Job 7(6.3%) 

Table No.1: showing age of Patients suffering from 

Scabies – age of patients 
Valid Frequency Percent Valid 

Percent 

Cumulative 

Percent 

1-9 years 30 26.8 26.8 26.8 

10-19 years 38 33.9 33.9 60.7 

20-29 years 12 10.7 10.7 71.4 

30-39 years 12 10.7 10.7 82.1 

40-49 years 6 5.4 5.4 87.5 

50-59 years 8 7.1 7.1 94.6 

60 & above 

years 

6 5.4 5.4 100.0 

Total 112 100.0 100.0  

Table No.2: showing age of Patients suffering from 

Scabies – sex of patients 
Valid Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Male  50 44.6 44.6 44.6 

Female 62 55.4 55.4 100.0 

Total 112 100.0 100.0  

Table No.3: showing age of Patients suffering from 

Scabies – marital status 
Valid Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Married 41 36.6 36.6 36.6 

Unmarried 71 63.4 63.4 100.0 

Total 112 100.0 100.0  
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Table No.4: showing age of Patients suffering from 

Scabies – Education of Patients 
Valid Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Illiterate 56 50.0 50.0 50.0 

Primary 23 20.5 20.5 70.5 

Middle 8 7.1 7.1 77.7 

Matric 7 6.3 6.3 83.9 

College 6 5.4 5.4 89.3 

University 12 10.7 10.7 100.0 

Total 112 100.0 100.0  

Table No.5: showing place of residence Rural R and 

Urban U patients suffering from Scabies - address  
Valid Frequency Percent Valid 

Percent 

Cumulative 

Percent 

R 99 88.4 88.4 84.4 

U 13 11.6 11.6 100.0 

Total 112 100.0 100.0  

Table No.6: showing age of Patients suffering from 

Scabies –Patients Occupation 
Valid Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Housewives 26 23.2 23.2 23.2 

Students 31 27.7 27.7 50.9 

Laborers 15 13.4 13.4 64.3 

Office Jobs 7 6.3 6.3 70.5 

Child 33 29.5 29.5 100.0 

Total 112 100.0 100.0  

 

Age of Patient

60 & above years

50-59  years

40-49 years

30-39 years

20-29 years

10-19 years

1-9 years

 
Diagram 1:Showing Occupation of patient of scabies 

Sex of Patien

female

male

 
Diagram2: Showing sex of patient of scabies 

Patients Occupation

Child

Office Jobs

Laboureres

Students

Housewives

 
Diagram 3.Showing Occupation of patient of scabies 

Address

U

R

 
Diagram 4: Showing place of Residence Rural (R) or 

Urban of patient of scabies 

DISCUSSION 

The scabies is contagious diseases and is common 

worldwide. It is more in poor communities and where 

over crowding is prevalent. In Pakistan children ARI 

and Scabies were mentioned two frequently occurring 

morbidities and our study also showed same pattern.  In 

USA 5 to 10% children are affected but here 26.2% 

children were suffering from scabies incidence twice to 

thrice higher 9. if this simple diseases is not controlled 

in west and in east what progress in medical science has 

taken place this eye opener for us also that after 60 

years of independence 26% children have  scabies how 

they will learn and grow in schools  homes and play 

ground  naturally unsatisfactory. The education and its 

primary, secondary, and tertiary form had no 

association as 50% were those who had got some level 

of formal education. The most significant feature of our 

study that occupation was significantly associated and 

students and housewives were found highly vulnerable 



Med. Forum, Vol. 23, No. 6  June, 2012 70 

occupation. There is need for community health 

education campaign and media publicity and series of 

refresher course on scabies prevention, treatment and 

control for doctors, nurses, LHWs and general doctors 

and private practioners. The cheap and locally made 

drugs from sulphur compound be made available, 10 

Personal hygiene, cloth and bed sharing be discouraged, 

Whole family treatment where one patient is reported is 

important. In winter sunlight and proper ventilation of 

house be advised. Skin camps are good intervention 

hence be regularly held under Skin department and 

LUH in future. In study  in  adjoining   district  of 

Jamshoro  i.e. Tando Khan  hospital Umrani and 

Baloch found 69% patients were illiterate in males and 

92% females were also illiterate   while in our study 

50% patients were  illiterate  and  63% were male 37% 

females while this was 44% male and 64% females , 

15% children  in their study while in our study 26% 

were children,12, In developing countries  10% suffer 

from scabies  but this figure is much higher  in both 

studies .13 14,15,16  ,17 ,The studies in Brazil  Bangladesh  

and  Egypt scabies has been reported as public health 

problem with similar findings  18,19,20,21 ,22 

CONCLUSION 

Study concludes that scabies is common in rural areas 

of Jamshoro. And more prevalent in young age .Also in 

occupation students and house wives ha more scabies. 

Scabies prevention and control and community based 

treatment programme supported by IEC material and 

free skin camps and cheap treatment be promoted. 
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ABSTRACT 

Background:The Bacille-Calmette-Guerin (BCG), a living attenuated vaccine with characteristic residual virulence, 

has been used to prevent tuberculosis since 1921. The world health organization (WHO) has recommended BCG 

Vaccination as a part of the global expanded program for immunization (EPI) in developing countries. 

Lymphadenitis with or without suppuration is the most common complication of this vaccination.  

Study Design: Retrospective Study 

Place and Duration of Study: This study was conducted in Nishtar Hospital, Multan Pakistan and King Faisal 

Hospital Taif, KSA between May 2009 to June 2012.  

Materials and Methods: All patients referred to pediatric surgical service in a period of three years were 

retrospectively studied for optimum management.  

Results:  Our all 28 patients underwent surgical management and were advised antituberculous treatment but only 6 

(21.4%) were compliant with medical treatment. All patients recovered after surgery with or without antituberculous 

treatment.  

Conclusion: Optimum treatment for post BCG lymphadenitis who are unresponsive to medical treatment is surgery. 

Post operative antituberculous treatment seems to be unnecessary. 

Key Words: Bacillus Calmette-Guerin (BCG); Lymphadenitis; Management.

INTRODUCTION 

The live attenuated Bacillus Calmette-Guerin (BCG) 

vaccine is the oldest vaccine that continues to be widely 

used nowadays. It is derived by in vitro attenuation of 

an isolate of Mycobacterium bovis especially cultured 

in an artificial medium for years and named after its 

discoverers, the French bacteriologist Albert Calmette 

and veterinarian Camille Guerin1. The product was 

subsequently distributed to many laboratories, which 

continue to propagate the vaccine strain under different 

conditions. The marketed strains of BCG from different 

pharmaceutical companies are now bacteriologically 

different1. The BCG, a living attenuated vaccine with 

characteristic residual virulence, has been used to 

prevent tuberculosis since 1921. The world health 

organization (WHO) has recommended BCG 

Vaccination as a part of the global expanded program 

for immunization (EPI) in developing countries2. 

Though, the efficacy of BCG vaccine against 

tuberculosis is uncertain, it is generally agreed that the 

vaccine is protective against the meningeal/miliary TB 

in childhood tuberculosis3.  BCG is a live attenuated 

vaccine and is being given routinely to all newborns 

under the universal immunization program. BCG 

vaccine induces delayed type of hypersensitivity (DTH) 

reaction and cell-mediated immunity in the host 4-8 

weeks after vaccination4. After intradermal injection, 

BCG start multiplying rapidly at the site of inoculation 

and later is transported through the lymphatics to the 

regional lymph glands, followed by heamatogenous 

dissemination resulting in creation of very small foci in 

different organs. This is also called normal in the course 

of successful BCG vaccination5. 

Although BCG vaccination often results in local 

adverse reactions, serious complications are rare, 

therefore BCG vaccine is considered as safe method of 

tuberculosis prevention. lymphadenitis is the most 

common complication of BCG vaccination6. There are 

two forms of BCG lymphadenitis in natural course of 

lymphadenopathy. Simple or non-suppurative  

lymphadenitis which may resolve spontaneously within 

a few weeks, and suppurative lymphadenitis, which 

characterized by appearance of fluctuation with 

erythema and edema of the overlying skin5.  

The incidence of regional suppurative lymphadenitis 

ranges from 0.1-38/10007.
 

There appears to be no 

agreement on the treatment of this relatively common 

complication. Opinions differ widely, from no 

treatment to surgical drainage to administration of 

antituberculous drugs. The beneficial effects of these 

therapies are controversial8.
 

 The aim of this study was 

to find out an optimum management for unresolved 

supporative or non supporative post BCG 

lymphadenitis. 
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MATERIALS AND METHODS 

This retrospective study was carried out in Nishtar 

Hospital, Multan Pakistan and King Faisal Hospital 

Taif, KSA between May 2009 to June 2012. Medical 

records were reviewed on sex, place of vaccinations, 

interval between vaccinations and development of 

lymphadenitis, clinical findings on physical 

examinations, hematological, microbiological and 

histopathological data, chest radiographs, treatment and 

outcome. 28 patients were referred to pediatric surgery 

departments for surgical treatment after failure of 

medical treatment. 

Indications of surgery include failure of medical 

treatment, large (~2.0cm) lymph nodes, and 

development of fluctuation and inflammation of 

overlying skin. The surgical procedure was performed 

under general anaesthesia where indicated, including 

repeated aspiration of supporative lymphadenitis, 

excision of lymph node or excision of abscess along 

with necrotic lymph node. Debridement of all the 

necrotic tissue and excision of enlarged lymph nodes 

was performed through a skin crease incision. After 

hemostasis the wound was closed in subcuticular 

fashion using 5/0 Vicryl suture after leaving a Penrose 

drain. A pressure dressing was applied for 48- hours. 

All the surgical specimens were sent to microbiology; 

for a routine and AFB culture on Lowenstein Jensen 

agar and for histopathological evaluation. 

RESULTS 

Total 28 patients underwent surgical intervention in a 

period of 3 years. Males suffered a little higher than the 

females. Male / female ratio was 1.33:1  (Table-1).  

Age distribution at the time of referral for surgical 

opinion ranged between 4 and 24 weeks. The highest 

rate of lymphadenopathy was found between 6-12 

(64.2%) weeks of life. None of our patient was more 

than 24 weeks at the time of referral to our department 

(Table-2).  

Maximum patients were having lymphadenopathy in  

ipsilateral axilla, 24 (85.7%), followed by 

supraclavicular region and both ( Table-3). 

3 (10.7%) of our patients who had frank suppuration 

without palpable lymph node underwent repeated 

aspirations and ultimately healed  after 3-5 sessions at 

weekly interval and in remaining primary excision of 

lymph node , abscess  or sinus was done (Table-4). 

AFB was positive in 6 patients. Histopathological 

evaluation of extirpated nodes showed caseous necrosis 

and granuloma formation, a finding consistent with 

tuberculosis. 

Table No.1: Sex Distribution       (n = 28) 

Sex No. of patients Percentage 

Male 16 57.1 

Female 12 42.9 

All patients were prescribed  INH  for 3 months. Only 6 

(21.4%) patients were compliant with complete 

treatment. Remaining 22(79.6%), either took 

incomplete therapy or not at all. 2 of 28 (7.1%) patients 

developed wound infection and recovered with simple 

dressing for a few days. Patients  were followed for 6 

months. All recovered fully without any lymphadeno-

pathy, sinus or systemic disease with or without 

antituberculous treatment. 

Table No.2: Age distribution     (n = 28) 

Age (years) No. of patients %age 

< 6 02 07.1 

6-12 18 64.2 

13-16 06 21.4 

17-24 02 07.1 

Table No.3: Distribution of region of lymphadeno-

pathy   (n = 28) 

Region No. of patients %age 

Axilla                                     24 85.7 

Supraclivicular                         03 10.7 

Both                                            01 03.6 

Table No.4: Surgical management 

Method of surgery No. of 

patients 

%age 

Excision of lymph node                                 12 42.8 

Excision of abscess                                                11 39.3 

Repeated aspirations                                                                   03 10.7 

Excision of sinus                                    02 07.1 

DISCUSSION 
Approximately 100 million children receive BCG 

vaccine every year. The most common local reaction at 

the site of injection is in a form of skin induration 5–15 

mm wide, and a crust formation occurs from 3 to 4 

weeks. When the crust falls off between the 6th and 10th 

week, a flat scar measuring 3-7 mm remains9. The most 

common complication of BCG vaccination is 

lymphadenopathy or suppurative lymphadenitis, which 

occurs in the axilla as seen in our patients and rarely in 

the neck region. The incidence of BCG adverse reaction 

differs between regions, ranging between 1-10% to 0.1-

0.5 per 1000 vaccinations10. Disseminated infection is a 

serious complication which occurs at a rate of less than 

1 in a million vaccinations6, and nearly all reported 

cases were seen in immuno-compromised patients11.  

BCG lymphadenitis is commonly observed two to eight 

weeks following vaccination, although there can be a 

delay up to 6 months or even more12. Most of our 

patients presented between 6 and 12 weeks of life. 

Nazir  et al mentioned some cases beyond 6 months 

also13. 

The risk factors associated with BCG lymphadenitis 

can be either host-related or vaccine-related1. Host-

related factors: 

1. Age. Vaccine given during the neonatal period is 

associated with a higher risk of regional lymphadenitis. 
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2. Immunocompetence. Immunocompromised patients 

such as those suffering from severe combined 

immunodeficiency or AIDS have increased 

complication rates of local as well as disseminated 

BCG infections.  

3. Route of administration. Failure of intradermal 

injection may result in inadvertent subcutaneous 

administration, which contributes to increased 

complication rate14. 

 4. Race. A wide variation in the incidence of BCG-

related complications has been reported in different 

countries and ethnic groups. 

(B) Vaccine-related factors: 

1. Dosage of BCG vaccine. Over dosage may lead to 

more severe adverse reactions. 

2. Residual virulence of the BCG strain. BCG strains 

from different pharmaceutical manufacturers are known 

to have different reactogenicity15. 

3. Viability of final vaccine product (the relative 

proportions of living and dead bacilli).  

This is related to the quality of the administered vaccine 

and is affected by storage conditions such as the cold 

chain.  

 Lymphadenopathy occurred on the side of vaccination 

in all of our patients and axilla was the most commonly 

involved region (85.7%). In one study the localization 

of lymphadenopathy  was also common in left axillary 

area (n=57), followed by left supraclavicular region 

(n=2) and right inguinal region (n=1)13.  

There are variable recommendations for management of 

post BCG lymphadenopathy and suppurative 

lymphadenitis. This management ranges from no 

treatment to treatments such as needle aspiration, drug 

treatment, surgical drainage, surgical excision, or a 

combination of two16. Several antibiotics (e.g. 

erythromycin) and antituberculous medications (e.g. 

isoniazid and rifampicin) have been used. There are 

case series suggesting their efficacy17. Well controlled 

trials involving more subjects have shown that these 

drugs cannot prevent suppuration nor shorten the 

duration of healing18. 

Some authors advocate a single intranodal injection of 

isoniazid after needle aspiration. Local isoniazid 

therapy caused significantly earlier resolution of the 

abscesses (3.9 months) compared with Erythromycin 

therapy alone (5.2 months; P < 0.001)19. For adherent or 

fistulated lymph nodes, the World Health Organization 

(WHO) suggests drainage and direct instillation of an 

anti-TB drug into the lesion. Patients with non 

suppurative and non adherent lymphadenitis were 

managed in other centers with regular follow up till the 

lymphadenitis regresses spontaneously over a period of 

few week20. In a series from Japan, lymphadenopathy 

was detected in 253 (0.79%) of 34 516 vaccinated 

children. The great majority resolved spontaneously 

and only eight (0.02%) proceeded to suppuration and 

discharge21. 

Needle aspiration has a major role in the management 

of post-BCG fluctuant (suppurative) lymphadenitis. The 

advantage of needle aspiration is prevention of 

spontaneous perforation and sinus formation22. If 

properly done, it has no significant complication or 

morbidity1. We did needle aspiration on 3 cases, all 

healed without any complications. The effect of needle 

aspiration was retrospectively studied on 24 cases. 

Successful results were achieved with complete 

resolution in 22 (92%) patients in a period of 3-6 

months of follow up. Those patients treated by weekly 

needle aspirations approximately 3 -5 times and 

covered with Erythromycin 30-50 mg/kg for 4-6 

weeks9. Aglayan et al also obtained satisfactory results 

in non drained suppurative adenitis with needle 

aspiration23.  

Surgical excision is a definitive way to remove the 

affected lymph node(s) and promote early cure and 

better wound recovery. However, the patient needs to 

bear the risks of general anaesthesia in addition to the 

risks of surgical manipulation, which are considerably 

higher in infants as compared to older individuals16.  

Surgical excision should be considered as the last resort 

in case of failed needle aspiration (dry tap or 

recollection despite repeated aspirations), and in those 

patients with matted and multi-loculated lymph nodes1. 

Wound healing after excision is usually excellent. A 

Penrose drain in the residual space after the excision of 

axillary lymph nodes can prevent seroma. Although 

recommended, postoperative anti-tuberculosis therapy 

seems to be unnecessary1,13 

Simple incision and drainage is not recommended 

because it results in persistent discharges requiring 

cumbersome dressing, inadequate evacuation of 

inflammatory materials, suboptimal wound healing, 

scarring and delayed recovery16,24. We did excision of 

lymph node in 12 (42.8%), excision of abscess in 11 

(39.3%), and excision of sinus in 2 (7.1%) cases. Nazir  

et al mentioned their experience on 52 cases who 

underwent surgical excision. All patients recovered 

fully with minor complications with or without 

antituberculous drugs13. Our 6 (21.4%) patients were 

compliant with antituberculous treatment but all 

recovered irrespective of antituberculous treatment and 

none of them suffered with recurrent sinus, 

lymphadenopathy or systemic disease.  

CONCLUSION 

Management of BCG lymphadenitis is primarily 

surgical. Supporative lymphadenitis may heal 

completely with needle aspiration but in case of 

suppuration with palpable lymph node or sinus or 

lymph node > 2 cm in size, excision with primary 

closure of wound with a penrose drain for 48 hours  

or so should be carried out. Antituberculous drugs seem  

to be unnecessary although recommended by  

many authors. 
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