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"Over diagnosis and treatment
of hypothyroidism is more justifiable
than under treatment specially in case of
infertility. Infertile women might take
risk of over treatment for conception."

See Original Article Page 05
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Congratulations
Barind Medical College Journal

I am very much glad to know that the Academic council of Barind Medical
College has decided to publish a medical journal. Undoubtedly It is a challenge
for a new medical college like Barind Medical college but still some courageous
renowned medical personalities of the college have accepted this challenge not
only for the first publication but also to bring this Publication to the academic and
scientific progress. Many research activities have been initiated to pave the way of
medical education.

I congratulate the Editors and publishers who have taken this challenge of
publishing the journal. I also wish success and popularity of this Journal.

Lastly, I want to assure the honorable members who have taken the
initiative to publish the journal, of my whole hearted and total co operations to
fulfill their dream.

Md. Shamsuddin
Managing Director
Barind Medical College

BMCI/January 2015/Volume 1



The Golden Journey of Barind Medical College

*The vernal wood, the blended mode, the balmy tender dawn
The sweaty timber, with natural green, and beauty of its own.
The piece of doud, hath dosed about, the brightness of the sun
The murmur under moon and star hath gone beyond the man...”
Md. Meherullah

In such a moment, the likeminded medical intellectuals of Rajshahi conceived the basic theme,
and dreamt of a ploneering Medical College with highest academic insight since inception. The
teachers were seated in a breezy-wintry moming & had the cup of frothy coffee before them.
Everybody choose the poem when someone stormed in post about Its necessity In respect to the
medical study and addressed the guestions where to undertake graduation from or how many
have the quality & desire to be true, empathetic & erudite medical professionals and importantly
how many of them are designed for Have-nots'?

The nidus for establishing 2 medical college was initiated in an interaction in between Md.
Shahriar Alam, MP, the past & founder chairman, Barind Medical College, 2 noble Politician with
outstanding personality and Prof. Md. Rafiqul Alam with expressing their unexpressed desire and
unexplored vision, Hitherto, It was shared with Prof. Dr. A.B. Siddiqui, Prof. Dr. Sujit Kumar Bhadra,
Prof, Dr. B. K. Dam, Prof. Dr. Merina Khanom, Prof. Dr. Md. Fakrul Islam and the author and agreed
toan Issue of establishing a Medical College & Hospital,

On that conception It finds its way to come Into light which Is a reality of long nourished dreams.
Barind Medical College Hospital ( BMCH) starts her journey with 50 students with a team of
eminent teachers of different disciplines of medical sclences assisted by efficient staff in a rented
bullding at Luxmipur headed by renowned pediatrician In the country as a founder principal Prof.
A_B. Siddique In 2011. Soon after It's starting a feeling of deep pain and Incomplatenass,
our mind, how early this can be set up In our own campus. Finally, it happened In to being within
nine months which was a golden memorable day for the management, teachers, staff and the
students. This challenging job was only possible by strong stand, firm decision, untiring efforts,
soft motivational behavior and convincing attitude of, who Is our guardian, the respected Managing
director Md. Shamsuddin. In this regards we recognize and acknowledge the contribution, who did
this commendable job possible - he Is Major Mollah Haflzur Rahman, Ex-DIG. With all the efforts,
contribution of Muhummad A. Quayum is to be mentioned with gratitude.

As the time drifted away, the esteemed BMCH has spread her olive branches on to her stage,
has covered to all corners of Medical areas of academic and dinical services and thus spread Its
flavor & fragrance to her disciplined disciples, effident management, Principal, teachers, doctors
and staff. Now, the students number Increases to 90 In the sesslon 2013-14 and runs smoothly as a
silvery & golden gem in Rajshahi, Bangladesh. That Is not the end - the inner urge always triggers
to do something more. Medicine is an ever changing science which broaden knowledge and  skill
and changes the concept of treatment and management by research and dlinical experience. To
cope up with these need a media through which information may be updated.

Meanwhile, the BMCH has attained a position in academic and health care that, to boost her
Image further, the necessity of publication of a Medical Journal is strongly perceived. Keeping this
idea, Academic coundl constituted the Editorial Board for publishing Journal named of Barind
Medical College Joumal (BMCI). To the many persons who have already helped us I express sincere
thanks. I owe enormous debt to Prof. Dr. M. Manzurul Hague and Dr. Md. Anayet Ullah for the
privilege and honor given me however for writing few words inthe very first issue of the journal,

It is neediess to mention the person, who inspired co-operated and helped in all respects to
come to such position and he is our honorable past & founder chairman, Md. Shahriar Alam,
honorable State Minister, Ministry of Foreign Affairs, Peoples’ Republic of Bangladesh. [ apologize
to all, if I forget to mention the contribution of anyone inadvertently.

Professor Gopal Chandra Sarker
Barind Medical College

BMC]/January 2015/Volume 1



How to write a scientific paper for publishing in medical journal
M Manzurul Haque

Bangladesh, the eighth most populous country in
the world with about 153 million people, has recently
been applauded as an exceptional health 2
As far a5 medical education Is

arena as well. With the emergence of new medical
young researchers are inspired to undertake

joumnals,
their work seriously and focus on publishing the
findings. Conducting sclentific research is only the

beginning of the erudition of discovery. To make the
results of reseanch accessible to other professionals
and the scientific community, It must be written well

‘Writing for publication In a medical journal s a
difficult task. A good medical Iterature is meant to be
a piece of elite writing with the content well balanced
in being informative, comprehensive and at the same
time comfortable for the readers. This is definitely a

tricky job. The most difficult task is being able to
engage the reader's and communicate
succinctly. Mot all who ook at a8 medical journal are

ng to read even one article In it A writer must
, therefore, what makes the paper interesting for

. However the reality is that a reader would
ly refer to a schentific literature for information
not entertainment. All these facts actually makes
a medical journal more complex than

;3:5:

basic principles of scentific writing ane brevity,
wali and simple mode of presentation.
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The range of medical writings encompasses
conference presentations like abstracts, oral
resentations, poster prsmlaﬁmsﬂ:.nndmnul
a‘ﬁﬁslhmqlnal articles, review articles, systemic
review and metnaml'ﬁes, current concept reviews,
case reports, dinical estions and innovative
technical etc. the is well
before writing the manuscript, the Erget

=

%

jounal should be chosen. Each journal has its own

Rafdrsncas:

1 Mﬂf Hhu A, lihﬂn‘ 5
Hussain Z, Chen Blh:mlh: l..lmu.nl
I'Ierllhl::wu'nne!
heakh echievernant
2013; 382:1734-45,

2, Moher D, Liberstl A, Tetdaff J, Altman D G. Prefermed
(he PRISMA siterment BA0 2009300 00808 T
the statement BMI 2009, 105

3. Schulz K F Altman D G, Moher D. CONSORT 2010
Staternent: for paraliel group
ranciomised triaks 2010:340:3

4, DBossuyt PM, Reitsma 1B, Bruns DE, Gatsonis CA, Glasziou PP,
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Before starting writing and manuscript
preparation young authors should betber consult with
the checklists or guidefines that are available on the
International Committes of Medical Journal Editors (

perfarming wsta'rfgtlurs:d 1A
a mela or C review,
ra lled trial can be reported by the

for designing
used
express the improvement of quality of health care in a

qn{nm mmmﬂeﬂﬁ:ﬁ ﬁidellnes.

following guidelines  from SPIRIT m
Observational studies in epidemiclogy can he
designed through STROBE guidelines '

It may be helpful to follow the IMRaD format for
writing sclentific This acromym stands for
the sections contained n the artide: Introduction,
Methods, Results, and Discussion. .lpa'tfrummls,
article also includes Title, Abstract, Keywords,
Acknowiedgements, and References which again may
be rememberad by acronym TAKAR. 5o to prepare a
paper for publication the components should be
sequenced as Tithe, Author, Abstract and kvywords,
Introduction, Material and Method,  Results

Di;:usslun Conclusion, Re!‘:rence; and

Acknowl . The use of graphic/figure
of data and impartant procedures or

exercises can be conslderad. Tables should be able to

stand alone and be completely understandable at a
quick glance. Many formats for graphic presentation
are acceptable, including graphs, charts, tables, and
pictures or videos. Plagiarism should be strictly and
delfiberately avoided, Itis Important to cite any and all
information sources used in the article.
Wﬂﬂnqasdutllcarhdemarappﬂrmm
But the various parts of a sclentific
u'hde ;mﬂlw guidelines are given in
accessible sources. With time and
pwmue_. author can write a scentific article
and getit shed. And Mﬂlmnrﬁiﬂismﬂtﬂf
and published it should be celebrated
rememberad that the writing for standa n'lanl:al
journals makes a differencea in some way.

7. H,Fh:l:l:tﬂml:?&

Eludl!t In Epidem IETH.CIIE
uidelies for nw%ﬂmdh]

Cie :
BMCI 2015; 1(1):

01



Original Article
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Implications of new TSH reference range
on infertile Bangladeshi women.
Gopa Sarker,” Md. Anayet Ullah,” Hasina Akhter*

Background: For over a decade there has been considerable debate about the cormect reference interval for
T5H. Practitioners are divided, unfortunately they could not reached at a unanimous decision. More recently,
researchers have been looking the implications of the new TSH reference range (0.3 to 3.0 mIUYL).
Dbjective: To expiore the implications of the newer TSH reference range recommended by AACE and NACE,
USA among the infertile women in Bangladesh. Methods: This was a cross-sectional descriptive  type of
study conducted at Gynaecology & Obstetrics Out Patient Department (OPD) of Rajshahl Medical College
Hospital (RMCH), Bangladesh. The sample size was 94. Data on clinical presentations, biochemical and
uftrasonographic findings were collected by a preformed Data Collection Sheet. Serum hormone assay TSH,
T3, T4, and prolactin (PRL) were done in Cenire for Nuclear Medicine and Ultrasound (CNMU), Rajshahi,
Bangladesh. Data were analyzed in a computer using SPSS for windows., Descriptive analytical technigues

Abstract

immhving frequency distribution, computation of percentage

efc, were done, Results: A total of 94 infertile

women, new reference range of TSH (dentified 10 (10.6%) women having clinical hypothyroidism, 8 (80.0%)
of them were identified as same by old reference range. New reference range identified 28 (29.8%) infertile
women having subclinical hypothyroidism. But old reference range identified 25 (89.3%) of them as
euthyrold. Out of 94 Infartile women, Old refersnce range identified B3(B8.3%) women as euthyroid but it
was reduce to 56 (59.6%) in new reference range polycystic ovary syndrome { PCOS) was identify as a most
common (25; 26.6%) cause of infertility among the present study subjects. But if the new TSH reference
range was foliowed instead of the old then majority of the PCOS accompanied with subclinical
hypothyroldism. Condusion: New T5H reference range has a significant implication on Bangladeshi infertile
women, Further studies are needed to observe the treatoneut outcomes  of subclinical hypothyroid Infertile
wamen identifiad by application of the new THS reference range.,

Key owrds: new TSH reference range, hypothyreidism, infertility.

Intreduction

Thyrold hormones are essentlal for normal growth,
sexual development and reproductive function. Both
hypathyroidism and hyperthyroidism are associated
with a variety of changes in reproductive functions
induding delayed onset of puberty, menstrual
disorders, anovulastory cydes and reproductive
wastage when pregnancy Is achleved. ** Thus thyroid
dysfunctions may have a great impact on fertility in
females." Thyrold dysfunction particularly
hypothyroidism is a well documentad, but often
overlooked, factor in female infertility.”

Thyrold dysfunction, both hyperthyroldism and
hypothyroidism can be easily detected by assessing
T5H levels In the blood, Low TSH level (< 0.5 mIU/L)
accompanied by high T, {>3.54 nmol/L) and T(>173
nmolfL) levels indicate  hyperthyroidism.

may be efther subclinical or overt. A
slight Increase in TSH levels with normal T, and T,
Indicates subdinical hypothyroldism whereas high
TSH level accompanied by low T, (<1.1 nmol/L) and
T.{<54 nmolfL) levels indicate clinical
hypothyroidism."  Conventionally TSH reforence
range usad to be from 0.5 to 5 mIU/L7 But In lage
2002, the National Academy of Clinical Biochemistry
(NACH), USA lssued new guidelines for the diagnosis
and monitoring of thyroid diseass. In the guidedines,
the NACB reported that the current TSH refensnce
range (0.5 to 5 mIU/L) was too wide and actuafly
induded people with thymoid disease. When morme
sensitive screening was done, which exduded people
with thyroid disease, 95 percent of the

population tested actually had a TSH level between
04 and 2.5 mIU/L. As a result, the NACE
recommended reduding the reference range to that.
Meaning, anything below or above that could be a
sign of thyrold diseasa, The NACB guidelines lad to a
recommendation in January 2003 by the American
Assodation of Clinical Endocrinologists (AACE),
caliing for doctors to "consider treatment for
patients who test outside the boundaries of a
narrower mangin based on a target TSH level of 0.3
to 3.0 mIU/L". The statement also said: "AACE
believes the new range will result in proper
diagnosis for millions of Americans who suffer from
a8 mild thyroid disorder, but have gone unireated
until now".”

For over a decade there has been considerable
debate about the correct reference Interval for
TSH, Practiioners are divided, unfortunately they
could not reached at a unanimous dedsion. More
recently, researchers have looked at an important
guestion: [F the normal TSH range is narmowed, as
has been recommended by AACE and NACB, what
are the implications?” Dr. Viahab Fatourechl and
fellow researchers estimated that If the range was
narrowed according to the AACE recommendations,
the total number of people with thyroid disease in
America would expand from approximately 5
percent of the population to an estimated 20% of
the population, with most of the added patient
population falling In the hypothyrold category. This
represents 8 dramatic increase in the number of
thyrold patients nationwide, from an estimated 15

BMCI/January 2015/ Volume 1
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Original Article

If conventional TSH reference range was followed,
POOS was identify as a cause of infertility among the
highest number (25; 26.6%) of the present study
subjects. The second highest (14; 14.9%) cause of
infertility was PCOS with hyperprolactinemia. In csae
of 4 (4.3%) infertile women, subclinical
hypothyroidism was indentified as a cause of their
infertility. A major number (34; 36.2%) of the women
had unexplained infertility. Instead of that, If the new
TSH reference range was followed then PCDS was
also |dentified as the highest cause but majority of
them accompanied with subclinical ypothyroidism.
In case of 30 infertile women , a cause could not be
identified (Figure 2)

Discussion

Untl November 2002, doctors had relied on a
nomal TSH level ranging from 0.5 to 5.0 mIU/L to
diagnase and treat patients with a thyroid disorder
who tested outside the boundaries of that range. Now
AACE encourages doctors to consider treatment for
patients who test outside the boundaries of a
narrower margin based on a target TSH level of 0.3 1o
3.0 mIU/L. AACE believes the new range will result in
proper diagnosis for millions of Americans who suffer
from a mild thyroid disorder, but have gone untreated
untll now." But such proposals have been met with
substantial critique.14,15 There ks a great debate
about the upper limit of the new reference range but
there is no debates about the lower limit of the new
TSH reference range because the lower limits of both
the reference ranges, old and new are very dosed.
The strongest argurment in faveor of lowering the upper
[imit of normal for the serum TSH level s the highar
level of antithyrold antibodles detected In persons
with a serum TSH level between 3.0 and 5.0 mIU/L
and the higher rate of progression to dinical thyroid
disease.” After exclusion of persons with golter,
antithyroid antibodies, and a family history of thyroid
disease, the mean serum TSH is 1.5 miUfL. The
serum TSH distribution curve is not Gaussian; there is
a tall end at the upper lmits of normal. If the
distribution is extrapolated to be Gaussian, then the
upper limit for the 97.5th percentile will be 2.5
miIU/L"™ The angument against lowering the upper
limilt of normal for TSH values is that 22 to 28 million
more Americans would be diagnosed with
hypothyroidism without any clinical or therapeutic
benefit from this diagnosis.” The present study data
also showed that the limit of the
TSH reference range to 3.0 mIU/L resulted in more
than a 3-fold increase In diagnosis of hypothyroidism
among the Infertile women in a tertiary medical
hospital, Rajshahi Medical College. The presant study
suggested that new reference range was more
effective o detect the mild /subclinical
hypothyroldism. In this study, new reference range
identified B89.5% more subdinical hypothyroid
patients who were previously marked as euthyroid by
oid reference range.

Infertiiity can be caused by many different things
For 15 50°% of couples, a cause cannot be
identified. ™ In the present study 36.2% of Infertile
women have unexplained infertility, if conventiona
TSH reference range was followed. Instead of that, if
the new TSH reference range was followed then it ls
reduced to 31.9%.

Polycystic ovary syndrome (PCOS) Is the most
common hormonal disorders among women  of
reproductive age, and is & leading cause of infertility.”
It was also the most common cause of infertility
identified in this study. PCOS is a fairly commaon
condition with hypothyroldism, especially subclinica
hypothyroidism. Newer research has shown that
women with PCOS are four tmes more likely to also
have Hashimoto's Disease (autoimmune thyroiditis).”
In this study, according to the new TSH reference
range, more than 48% of the women with PCOS
having alsa subdlinical/mild hypothyroidism.

PCOS and hypothyroidism have many symptoms in
common, such as “anovulation” i.e. menstration
without releasing an oocyte (egg cell). Other
symptoms the two condltions share are: insulin
resistance, biood sugar problems leading to diabetes,
high cholesterol levels, heawvy perfods, weight gain
(obesity), hair loss and ovarian cysts. Some suggest
this is the cause of PCOS.” Many suspect
hypothyroidism s related to PCOS, ovarian
enlargement and cyst formabion. A recent study
Imvestigated this hypothesis among the women
having PCOS and hypothyroidism with increased
ovarian volume and bilateral multicystic ovaries. When
thyrold hormone reptacement therapy was inftiated, in
addition to stabliizing thyroid hormone levels, ovarian
cysts regressed and ovarlan volume was reduced.’
Recent studies that the patients who were
erronequsty dngnm with PCOS when they really
had hypathyroidism. ™

Hyperprolactinaemia has been reported to be an
Important cause of infertility.™ The present study also
identified hyperprolactinemia as an important cause
of infertility, Subclinical hypothyroidism can cause
anovulation directly or by causing elevation in
projactin (PRL). Many infertile women with clinical or
subclinical hypothyroidism had associated
hyperprolactinemia due to Increased production of
thyrotropin releasing hormone (TRH) In ovulatory
dysfunction. ™ In this study, according to the new
TSH reference range, 27.27% of the women with
hyperprolactinemia  having also hypothyroldism. It
has been recommended that in the presence of ralsed
PRL, the treatment should be first given bo correct the
hypothyroidism  before evaluating other causes of
raised PRL.™™ This study suggested that the new TSH
reference range facilitates to accept the

BMCI/January 2015/Volume 1



hypotheses discussed above reganding the PCOS and Refrerences

hyperprolactinaemia among the Infertile women and
open a new window for the treatment of infertility.

“The adverse health outcome for individuals with
T5H levels betwean 3.0 and 5.0 Is progresshon to overt
hypothyroidism. Levothyroxine treatment would
dearly prevent that outcome, but at what price?™
However, it must be asked, why 5 preventing
progression to overt hypothyroidism not a desired
heafth objective, given that overt hypothyroidism
most definitely can comtribute to obesity, heart
disease, Infertiity, depression and host of other health
problems? Prevention of disease (s a major focus of
much of today's medicne, with exercise, diet and
medications to prevent heart disease, obesity, stroke,
and many other conditions. Some of these
preventative approaches, particularly drug theraples,
come with some risk factors, but the risks are
presented along with benefits, so patients can make
an informed choice. Even if there is a small risk to
treatment of subclinical hypothyroidism (and the
existence of such a risk |s a theory, not a proven fact)
then why s this same approach not used for thyroid
patients, who could be given the opportunity to
prevent owvert hypothyroidism, realizing that the
prevention also comes with some risk?™

There is huge debate about narrowing the normal
range of TSH. Practitioners are divided about this
issue, Opponents of the new range argue against
treatment for subdinical thyroid problems because
they are concemed about risks of subdinical
hyperthyroidism due to overtreatment.™ Allles of the
ey reference rAnge argue, however, that there Is an
equivalent risk of under treatment, and that all of
these risks can be minimized by educating doctors
about the desirable TSH tamget and teaching them
mm?msmmmmummm

However, over diagnosis and  treatment of
hypothyroldism s more justifisble than under
treatment specially In case of infertility. Infertie
women might take risk of ower treatment for

conception.

The findings of this study suggested that If the
conventional TSH range are namowed, as has been
recommended by AACE and NACE, there are some
implications in both practice and further research in
infertility in Bangiadesh. Thene are minimum effect to
detect hyperthyroldilsm but increased 3 fold
hypothyroidism particularly mild/subclinical.
Idiopathic causes of Infiertility are reduced. During the
treatment of infertility, practiioners should first
consider the hypothyroidism then  PCOS and
hyperprolactinemia. Further studies are
recommended to observe the treatment benefits of
subclinical hypothyrold infertile women considering
the risks with a very close supenvision.

BMC)/January 2015/Violume 1
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A comparative study of lung functions in rice mill workers
and non dust producing industrial workers
Md. Munirul Abedin, " Md. Jawadul Haque," Obaidullah Ibne Ali*G.C Sarker

Abstract
Background: Rice mill workers ane potentially exposed to organic and inorganic dusts and synthetic
chemicals mainly moldy hey or grain dust and silica that may have adverse effects on respiratory health.
To determine the effect of rice mill exposure on lung function. Methods: This was a eross-
sactional comparative type of study conducted among the rice-mill workers and workers other than dust
producing Industry in Rajshahi, Bangladesh. In this study 300 rice mill workers as exposed group (B) and 100
workers other than dust producing industry as controls (A) were selected purposively. Data were collected by
a pre-tested partially structured interview schedule designed to record the background characteristics of the
workers and their lung function test results. Results: Of a total 300 rice mill exposed workers, 286 (95.3%)
workers had impaired lung function (PVC <B80% and or FEV, <809%). Cn the other hand out of 100 non rice
mill exposed workers, only 14({14.0%) workers had impaired lung function. Rioe mill workers had a 32.53 (95%
confidence interval (CI) 9.93-106.50) fold greater risk to impair their lung function than the workers warked
other than rice mill. Conclusion: Rice mill workers should be advised to use tight facemasks during working
hours as a routine and maximum necessary measures to control air pollution should be taken. And they should
have periodic dinfcal and splrometric evaluation and those showing significant impalrment In ventilatory

functions should be advised to work in other non dust producing Industries,

Key words: rice mill workers, lung function tests.

Introduction

Functions of the lungs are absorption and
elimination of O, and Co, in and or out from the lungs.
By respiration the term (s generally used, extermnal
respiration, the absorption of O, and efimination of
Co,, and [nternal respiration, the ubilization of O, and
production of CO, by cells.’ Forced vital capacity
(FVC), Forced expiratory volume in 1 second (FEV,)
Forced expiratory velume in 1% second/ Foroad vital
capacity® (FEV,/FVC%) and Peak expiratory fiow
rate (PEFR) are done to assess the different functions
which reflect performance of it.™

Nowadays, the significance of occupational
hazards and need for protecting the health of
Industrial workers has been well recognized.
Occupational pulmonary diseases are more
widespread and more disabling than any other group
of oocupational diseases, The lung with its extensive
surface area, high blood fiow and thin alveclar
epithelium is an important site of contact with
substance in ervironment. The Inhatation of dusts
owver a periad of time leads to proliferation and fibrotic
changes in lungs.*"

Rice mill workers, who are involved in husking
process, are directly exposed to enormous dust
particles. They are potentially exposed to onganic and
inorganic dusts and synthetic chemicats mainly moldy
hey or grain dust and silica that may have adverse
effects on respiratory health. They might face
impaired lung function due to long term exposure to
dust., Several reports have suggested that
unprotected dust exposure In the paddy husking
process may lead to chronic bronchitis, dyspnoea,
wheezing, sinusitls, eosinophilia, asthma, COPD,
mﬁﬂghh'm,nunlbhmdhg,nmlmuc“
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The pulmonary function tests have opened a new
era towards sclentific approach In diagnosis, prognosis
and management of pulmonary disorders by the early
recognition of their alteration in industry workers like
rice mill workers who are constantly exposed to
various dust pollutants and to Institute protective and
preventive measures to minimize the hazards of
exposure to poliuted emvironment’. This study
imtended to determine the effect of rice mill expasure
on [ung function in Rajshahi district and recommend
the concerned authority to take necessary measures
o reduce the problem.

Methods
This was a cross-sectional comparative type of
study conducted in the department of Physiology,
Rajshahi Medical College among the Rice-mills
workers and workers other than dust producing
industry in Sopura Industrial area of Rajshahi City
Corporation, Rajshahi from July 2010 to June 2011.
Total 400 Industrial workers were selected purposively
25 sample units, Of the 400 (ndustrial workers, 300
were rice mill workers (exposed group or group B) and
100 were workers other than dust producing industry
(control group or group A). A pre-tested partially
structured interview schedule was used to collect data
from the workers The interview schedule was
designed to record the background information (l.e.
gender, age, weight, helght and calculated BMI) of the
workers and their lung function test results, The
workers were firstly interviewed and then lung
function tests viz forcad vital capadity (FVC), forced
expiratory volume in 1* second (FEV,) and peak
expiratory flow rate (PEFR) were determined by
Spirometer maintalning proper procedures and steps.
informed consent from the authorities
aof the industries and workers were obtained.
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Data were entered In the computer and
processed using SPSS5 for windows, Descriptive
statistice such as frequency distribution,
computation of percentage etc. were applied. Chi-
sguare and Shudent’s t-test were applied to observe
the homogeneity between exposed and non-
exposed group and the difference of lung function
parameters bebween the two groups, and the
assoclatdon of participants’ characteristics with their
lung function status., Multiple logistic regression
analysis was used to determine the independent
effects of partidpants’ characteristics on lung
function.

Results

A total of 300 rice mill exposed workers, 151
(50.3%) workers were male and 149 (49,79%) were
female. Among the rice mill non-exposed workers,
the percentages of male and female were 70.0% and
30.0% respectively. The mean age and BMI of

comelates of thelr lung function status., A total of 300
rice mill workers, majority (95.3%) workers had
Impaired lung function. Among the non rice mill
workers, It was only 14.0% (Table 3).

| Facior Seis of hey nction | Oégam sl | P
Exposars o rice mill |

Exposed {n=300] | 14[A7) | e(wE) M8 | oo

Fon epamd (n=100] | BNES0) 14140

Ml {=131] | WB0 58 an a2
[ Fema fr=1) 30,1}, 14509.9) |
hon J

l.pmﬁ__lfi_m L0 AR A | &3 EE
M=l | 4] LSS

<385 (n=38) lﬂ'l“l (W08 | pos | oo

185249 {ne3el) 100 [28.3)| 34107}

5268 (n=21) T T T

exposed group were 30.47 years and 208
respectively. On the other hand, those of control
group were 38.49 years and 22.0 respectively.
These background characteristics of the exposed
and control groups were significantly differed from

each other (Table 1),
Table 1. Background charsctaristics of the exposed and contral groupa.
o MeleN(%) | FemaeN (%) W i)

{E-w-dn:mm “m (50,3 _ 144 (45,7 _ .JU.-l?:'.}J? _ 08226

| Controd

penr~! g 70 (7o) 30 (30.0) WA£72) | 220:19
'm'f*‘m 17,1 765,98 | 476,358

| P 8 <0.001 <0.0001 <0.0001

In the control group, the mean values of FVC,

MHIIMMIHHGE%WMIMI
(CT) 5.93-106.50) fold greater risk to impair their lung
function than the workers worked other than rice mill
(Table 4). More than 79.0% of the female and 71.0% of
the male workers had impaired lung function. The
prevalence of impaired lung function among the
younger (aged up to 30 years) workers was remarkably
higher (29.8%) than the workers older than 30 years
(Tabile 3). Younger age also showed significant log odds
[11.18 (95% CI 3.36-37.21)] in comparison to older
age(Table 4) o reduce the lung function. All of the
workers having under and overweight had impaired
lung function. It was 70.7% amaong the normal weight
workers (Table 3). Gender and BMI were not identified
as significant determinants of lung function (Table 4).

Table 4 Multiple logistic regression anatysls: effects of rice mill
exposure, age, pander and body mass index (BMI) on lung function.

FEV, and PEFR were 3.72+2.13, 3.4522.24 and
20.854£43.19 respectively. These lung function
Indexes were significantly lower among the exposed
group (Table 2).

Table-2: Comparison of lung function parameters between control and exposed
mmm-mmmum-ﬂ]

ﬁﬂﬂmlﬁmdm Test st |
Mean = 5D

Parameter
PVC (L)

P valug

Ach.sied pods rutle

| Mean:SD

74083 | 1812 |

Tvakee, df

108, 3%

0.000

| FE¥, (i)
PEFR (irefsec)

36521 | 180085

5412355

4B |

-10.72, 38
-1.98, 358

| o000

Of a total 300 rice mill exposed workers, 286
{95.3%) workers had impaired lung function (FVC
<B80% and or FEV1 <80%). On the other hand out
of 100 non rfce mill exposed workers, only
14{14.0%) workers had impaired lung Function.
Exposure to rice mill, gender, age and BMI of the
industrial workers were identified as significant

Exposurs to rice mil
ape 3151 {9,93-104.50) 2000
 Gemer
i Lm 2060
P % (050104 )
_‘%hm TRT Tk KR o000
» 30 yoars’ Lo
<IF Loo 1
TLgIL] 08 0 00 )
T ] 256 (0.00-L7H)
Discussion

In the present study the cases and controls wene not
matched for their background characterstics Le.
gender, age and BMI and the analysis suggested that

exposure to rice mill dust was associated with impaim:l
lung function, it did not insure the independent effect of
exposure to nce husk on lung function, but multivariate
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analysis suggested that exposure to rice mill dust

impaired lung function.

The advent of pulmonary function tests have
opened a new era towards the scientific approach In
diagnosis, prognosis and management of
bronchopulmonary disorders.” Many studies have
been done in relation to pulmonary functions bath In
normal subjects and In workers exposed to different
occupation dusthazards.”” The results of these
studies are indicating that workers of different dust
Industries are prone to respiratory dysfunctions whike
working in them. The present study fndings
suggested that with a progressive trend towards
industrialization, like others workers of dust
generating industries, there is also 2 definite increass
in occupabional lung diseases in rice mill workers.

In this study FVC, FEV1 and PEFR were
significantty reduced in rice mill workers than that of
the controls. It indicated that study subjects had both
obstructive and restrictive type of lung impaiment.
This reduced FVC may be due to much more changes
to the bronchil and efastic component of lungs
resulting In restrictive type of lung Impalment.”
Decreased FEV1 indicated that exposure to dust
causes early obstructive pulmonary Impairment,
which further increases with increase in number of
years of exposure.”! This may be due io release of alr
borme endotoxin which may cause inflammatory
reaction in the bronchopulmonary system. ™ Reduced
PEFR is probably due to hypertrophy of mucosal cells
due to irritation by grain dust and smoke resulting in
the increased secretion of mucous and formation of
mmsnll K plugs which cause obstruction to the exhaled
air.

Decreased In various lung function parameters in
rice mill workers may be due to exposure to Industrial
dust, poor ventilation, non-use of face masks and lack
of proper exhaust facility. ™ This exposure to industrial
dust causes occupational air way obstruction which
poours due to chronic bronchitis occurring due to
chronic irritation of air ways.”

Thus in concluding it can be seen that spirometric
parameters in rice mill workers showed lower values
than in the cormesponding control subjects. The
difference is statistically significant Indicating that the
air pollution at work site accelerated dedline in lung
functions. So workers should have periodical dinical
and splrometric evaluation and those showing
significant impairment In ventilatory functions should
be readjusted in other sections of the industry where
exposure to industrial dust is negligible. Workers
should be advised to use tight facemasks during
working hours as a routine and maximum necessary
measures to control air pollution.
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Bio-social factors of the mothers and birth weight of their
newborns in a tertiary hospital, Bangladesh

Md. Jawadul Haque," Most. Piara Khatun," Poly Dutta*

Abstract

Background: Low Birth Weight (LBW) is one of the major problems of children In Bangladesh. LEW can be
prevented by looking into its associated factors, Objective: To explore the bio-social factors of the mothers
and its relationship with the birth weight of their new born babies. Methods: This cross sectional type of
descriptive study was conducted among the mothers, who delivered their babies at the Rajshahi Medical
College Hospital. The sample size was 298. Data were collected from the respondents by face to face
interview through a partially structured questionnalre. Data analysis involved simple descriptive as well as
analytical techniques Including chi-square and Fisher's Exact test. Results: A total of 298 newbomns, onby
6.6% had birth weight < 2500 grms. Prevalence of LBW amaong the anemic mothers and mothers having body
weight < 45 kgs in 3" rimester were  significantly higher than that of non anaemic mothers (P=0.039) and
the mothers of body weight = 45 kg (P=0.002). Conclusion: Prevention of Matermal malnutrition and
anaermia may reduce the incidence of LBW in Bangladesh.

Key words: LBW, bio-sodal factors, Bangladesh.

Introduction

The birth weight is a refiable indicator of foetal
wellbeing and maturity.’ The birth welght of a
newhbom baby is probably the single most important
factor that affects Its survival and quality of life.™ The
common causes of low birth weight (LBW) are
maternal malnutrition, obstetric or medical

assodated with pregnancy, congenital
malformations of the foetus and sodio-economic
factors like heavy work during pregnancy, pregnancy
in quick succession or pregnancy at a very young
age. Genetic and geographic factors are also related
to LBW.' There Is a comrelation between low soco-
economic status and LBW." In developing countries
maternal malnutrition, anaemia and short birth
intervals commonly cause LBW babies.' Mothers'
weight in pregnancy is associated with birth weight
variation." Mean birth weight of bables Is less in
underweight mothers than that of mothers weighing
above 100 Ibs (45.4 kgs).” In ane study It was shown
that 51.2% of LBW babies were born to mothers
weighing 40 kgs and below. Tn ancther study. it was
observed that low level of maternal education and
paternal unemployment were important
determinants of LBW. LBW is one of the major
problems of children in Bangladesh.' Maximum
morbidity and mortality of neonates are related to
LBW. LEW can be prevented by looking into the risk
factors.”

As the prevalence of LBW Is one of the most
important health indices, it is important to know the
prevalence and risk factors for LBW. The aim of this
study was to determine the prevalence of LEW and
sorme of its risk factors spedally matemal risk factors
in Bangladesh. It was hoped that the results of this
study could help the health authorities by informing
about the maternal risk factors for LBW thereby to
reduce its prevalence,

Methods
This cross-sectional type of descriptive study was

BMCIJanuary 2015/ Volume 1

carmied out among the mothers, who delivered a
singleton full-term normal newborns In the
Department of Obstetrics of Rajshahl Medical College
Hospital in the year 2011, The sample size of the
study was 298, which was selected purposively. Data
were collected from the respondents by face to face
interview through a partially structured

family income, anaemic status and body weight, and
birth weight of the newboms. The weight of the
mothers were measured by bath room weight
machine to the nearest 100 gm . Birthwelghts of the
apparently full-term (based on the date of the last
menstrual period) normal newboms were measured
just after separation from the placenta by the
Detecto-type baby weight machine to the nearest 10
gm. A pregnant women having hasmoglobin levels
<11 g/dl was considered as anaesmic Data were
analyzed In computer by using SPSS/PC+ for
windows. Data analysis involved simple descriptive as
well as analytical technigues induding chi-square and
Fisher's Exact test,

Results

Out of 298 newbomns, 93.4% newbomns had birth
weight = 2.5 Kg and the rest only 6.6% had birth
welght < 2.5Kg, |.e.; they were LBW bables (Fig. 1).

i, 6E%

Figure 1 | Birth walght siwtus of the hablas
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A total of 298 pregnant mothers, 75.2% mothers
were In the 20-35 years age group, 15.1% were in
group >35 years and 9.7% in group <20 years. The
mean age of the mothers was 23.80 + 4.18 years. The
prevalence of LBW among the mothers of < 20 years,
20-35 years and >35 years age groups were 10.3%,
5.4% and 11.1% respectively. Age of the mothers was
not significantly assoclated with LBW. Majority
(60.4%) of the mothers' did not complete their
primary education (up to Class V). The rest of the
mothers (39.6%) completed their primary level
education. Prevalences of LEW among the mothers of
different educational levels were not remarkably
differed from each other. More than 929% of the
mothers had monthly family incorme TK 12000.00 or
less. Only 7.72% of the mothers had family income
more than Tk.12000. The average monthly family
income was Taka 6460.53 + B424.49. Monthly family
income of the mother was not significantly assoclated
with LBW. Forly three percent of the mothers were
anaemic. Prevalence of LBW among the anemic
mothers was significantly higher than that of non
anaemic mothers (P=0.039). Out of 298 mothers,
£3.2% mothers had body weigh > 45 Kg and the rest
{16.8%) mothers had body weight < 45 Kg.
Prevalences of LBW among the mothers of body
waight < 45 Kg and > 45 Kg were 18.0% and 4.4%
respectively. Prevalence of LBW was statistical
associated with the body weight of the mothers
(P=0.002). The age, educational status and monthly
family income were not statistically associated with

=

the prevalence of LBW (Table 1)

Table-1: Mothers' biosocial factors and low birth weight.
| I Status of birth weight
% | Low Wﬁ] W"“{ﬂ weight | P-value
> (L) ]
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=Chi-square test aplied, **Fisher's Exact test
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Discussion

One of the nutritional goals of the 1990 World
Summit for Children was to reduce the prevalence of
LBW to less than 10% by the year 2000 needless o
say, LBW remains a formidable challenge for the 21st
century for the developing countries like Bangladesh .
But the different studies™™ In the last few dacades
indicated that Bangladesh achieved a remarkable

progress to ovencome this challenge. The prevalence
of LBW dedined from 50% to 20% as well as the
mean birth weight increased from 2 48 to 2.66 kgs In
Bangladesh. The present study findings were aiso
consistent with this trend.

Although in this study age of the mothers was not
significantly associsted with the LBW, but the
mothers who were young (<20 years) or old (>35
years) are mone likely to birth LBW Infants than those
aged 20-35 years, It cormresponds with the findings of
Ahmed et. al.” and Elsner et al.” This fact reflected
both biological immunity in case of mothers below 20
years of age and consequences of aging in elderly
women may be due decline hormonal activities, which
may occur after the age of 35 years.

Anaemia in pregnancy is a comman problem and
50% of the pregnant women in developing countries
are suffering from anaemia.” The present study
findings also agreed with this. In a study In Pakistan,
Badshah et al." observed that the anaemic mothers
were at risk to delvere LBW babies compared to non
anaemic mothers, The results of a study in
Ahmedabad, India by Mavalankar et al." were also
consistent with Badshah et al." with reference to the
effect of maternal anaemia on low birth weight. Lone
et al.” In a multivariate analysis of thelr study
population showed that the risk of low birth weight
babiles in the anaemic population was 1.9 times higher
{95% I 1.0-3.4) than non-anaemic mothers. The
results of this present study were also consistent with
the above mentioned studies, showing that the
majority of anaemic mothers gave birth to LBW
babies, with a significant difference (p=0.039) from
the non anaemic group.

Maternal weight <45 kgs in 3rd trimester of
pregnancy Is an important risk factor of LBW." The
prevalence of low birthwelght (LEW) Is higher in Asla
than slsewhere,” because about 60% of women In
South Asia and 40% in South-East Asia are
underweight (<45 kg).™ In this present study low birth
weight was also significantly associabed with maternal
pre-defivery body weight <45 kg.

LBW Is probably the main reason why over 50% of
the children in South Asia are underwelght.™ The
adverse consequences of LBW continue to be
manifested during childhood, and are passed on to the
next generation when women, who have been
chronically undermourished in their past, become
pregnant. LBW and subsequent stunting are caused
by undemnutrition and other health problems, rather
than by racial or ethnic differences. So, Improvements
in matemal nutrition and health can increase
birthweight and prevent LBW In the developing
countries llke Bangladesh,

The present study findings suggested anaemia and
body weight <45 kgs in 3rd Erimester, are
predominant bio-social factors associated with LBW.,
Thus, more care on mother (maternal) nutrition and
prevention of anaemia may prevent LBW in
Bangladesh.
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Frailty among the elderly rural people of Bangladesh

Zoha Mohammad Meharwar Hossain

Abstract:

Background: Frailty Is a multidimensional gerlatric syndrome resulted as the loss of reserves that gives rise to
vulnerability. Measurement of frailty is useful at a heatth care policy level as well as dinically. Objective: To
estimate the prevalence of frailty among the elderty population in a rural community of Bangladesh. Methods:
This was a cross-sectional type of descriptive study carried out in a rural area of Bangladesh. All the people aged
265 years of the village constituted the study population. A total of 174 elderly people available at their houses
during data collection were incuded in this study. Data were collected by face to face interview with the helpofa
semi-structured questionnalre. The questionnaire was designed to record the age, gender and frality status of
the participanis. Frallty status was measured by a valid and reliable Frailty scale. Descriptive analytical
techniques involving frequency distribution, computation of parcentage etc. were applied. Chi-square test was
applied to find out the association of frality status with age and gender of the partidpants. Results: Out of 174
elderty people, 161 (92.53%) people were found to be frail. Women had significantly higher occurrence of frailty
(97.59%) than men (87.91%). Advancement of age showed no significant change in the result. Conclusion: A
detailed and extensive study should be planned in the national level to reveal the actual situation of the elderty
people and specfic policy should be taken by the government to tzke proper cane of this population group. All

the concemning agencies should also be aware of the situation.

Key words: frailty, elderly rural people, Bangladesh.

Introduction

Frailty is a term widely used to denote a
multidimensional gerlatric syndrome resulted as the
loss of reserves (energy, physical abllity, cognition,
health) that gives rise to vuinerability.” It seems to be a
valid construct, but the exact definition is still not so
chear. According Lo Rockwood et al, there are many
operational definitions, which typically are rules-
based”; for example, a person may be considered as
frall if three or more symptoms (of unintentional
weight loss, feeling exhausted, weak grip strength,
slow walking speed and low physical activity) are
pressnt.” Rules-based definitions often are desived
from multiple regression analysis and cannot be
reliable cent per cent, for example: in reguiring
combinations of factors that might not apply to an
individual case. Summing the number of impairments
Is another way to define frailty. Thus there are so
many different scales to maasure fraitty and it means
only the situation that the term ‘frailty’ is still an
obscure one and also its components are not yet clear
and unanimous to all. A reliable operational definition
and classification of frailty was suggested by Canadian
Study on Health and Aging which was usad in this
study, that depends upon dinical judgment to
interpret the results of history-taking and diinical
examination,”

The ability to measure frailty Is useful at a health care
policy level as well as dinically: Information about
frailty helps program planners by identifying the range
of services that might be required and the anticipated
need for them. The frailty stratification dinically heips
for planning and management of the patients’ risk of
death and need for institutional care. As the scales are
mainly intended to stratify risk, the abllity to predict
adverse outcomes serves 8 common goal. In the
Canadian Study on Health and Aging thres

approaches were worked there. Frst, like other
groups, they developed a rules-basad definition of
frality. Later, they developed a method of counting a
patient's dinical defidts (ldentified by the dlinical
symptoms and signs, but mainly by the assessment of
the old person him/herself or by the care-giver of the
person). And fimally, they described their third
approach which has been used here in this paper: the
derivation and validation of the Clinical Frailty Scale, a
measure of frailty based on dinical
Rockwood et al. also carried out their study in the
same way.” This approach Is valid and rellable as seen
in their studies.

As the size of the geriatric population is increasing in
course of time, the burden of the national economy is
also increasing. Hypothetically the elderly people in
our country are lamgely devold of any work that affects
o the economic growth of our country. But there is
lack of information regarding the fraifty status of the
elderly people in our country. So no proper planning is
possible yet to be designed to take proper care of
them. In this study the researcher atbempted o
explore the fraiity status of the elderty people in a rural
community of Bangladesh.

Methods

This was a cross sectional descriptive type of study
conducted In a village, Kendra-Guchchha Gram of
Puthla Upazifla, Rajshahl, Bangladesh, All the people
aged =65 years of the village constituted the study
population. A total of 174 elderly people available at
their houses during data collection were included in
this study. Data were collected by face to face
interview with the help of a semi-structured
questionnaire. Frailty was measured by a velid and
reflable Fraiity scale,' The interpretation has been
simpiified In the way that the frailty positive and
negative persons were categorised only by 'Frall’ and
‘Wommal' or "Not Frail' groups, not doing the minute
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Regarding age-distribution of frailty, this study
showed no difference in the occurrence of frality with
the advancement of age. The studles by Lahousse et
al.” Gu et al.” Saumn et al." and Nishi et al.™ showed
the fact that oocurrence of frailty increased with the
advancement of age, contrary to this study. This
disagreement of the present study findings with the
athers might be due to small number of respondents
in the present study. A well designed study with a
large sample size is necessary for further evaluation.

Conclusion

The occurrence of frailty among the eldery rural
population of our country Is very much high. This
condition is not hopeful for the dewslopment of a
country. If praper medical and sodal care would be
t=ken, this group of population can contribute to the
economic growth of the country. They can also lead a
soclally and economically productive healthy life.
Unfortunately, specal and specdific care for the elderly
peopie has not yet been established in our society. So
a detailed and extensive study should be planned in
the national level to reveal the actual situation of the
elderly people and specific policy should be taken by
the government to take proper care of this population
group. All the concarning agendes should also be
aware of the situation.
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Laparoscopic orchiopexy for the nonpalpable testis:
3 years experience.

Md. Nowshad Ali," S.M. Ahsan Shahid®,

Mst. Rokeya Khatun,” Mostaque Ahmed"

Abstract

Background: We evaluated the safety and efficacy of laparoscopic orchiopexy in management of
nonpalpable intra-abdominal testis and studied the outcomes, Here, 3 years experience is being
reported. Methods: Laparoscopic Orchiopexy was performed on 28 children (32 testicular units) for
non-paipable intra-abdominal testis between 2010 and 2012, We retrospectively reviewed the
medical records. The mean age was 3.4 years (range, 2.5 -11 years). ). Of the 28 patients, 18 (64.3
%) were on the right, 6 (21.4%) were on the left and 4 (14.3%) were bilateral. The mean follow-up
period was 14.8 months (range, 3-36 months). Testicular viability and orchiopexed positioning were
evaluated within 1 month and beyond 3 months. Results: Thirty one testes were descended
successfully by laparoscopy. The average operative time was 41.5 + 3.8 min. Primary laparoscopic
orchiopexy done in 26 testes. Three of unilateral and 2 of bilateral testicular units underwent one -
stage Fowler-Stephens Orchiopexy. One patient needed laparoscopic orchiectomy. At follow-up
{mean 14.8 months), one testls atrophled and needed orchiectomy. Testicular survival rate was
96.8% (30/31) and all of the testes maintained an adequate size. Twenty six (83.9%, 26/31) are in
an acceptable scrotal position and 4 testes (12,9%, 4/31) are mid to high in the scrotum without
atrophy. There was no recurrent inguinal hernia. Conclusions: Laparoscopic orchiopexy s
successful for @ nonpalpable intra-abdominal testis with a high testicular survival ate. The low

incidence of complications and high success rate underscore the feasibility of this procedure.
Key words: Non palpable testis, Laparoscopic Orchiopexy, Children.

INTRODUCTION

Undescended testis (UDT) s one of the
common clinical disorders of childhood,
occurring in approximately 3% of full-term
newborns, 21% of premature newboms, and
0.8-4% of 1-year-old boys."” In the eight week of
Intrauterine life, the testes develops in the
abdominal cavity, and descend through inguinal
canal to the scrotum in the third trimester.’ In
B0% of cases of UDT, a testis is palpable in the
groin, and in 90% of these boys, It Is assoclated
with hernia. In these cases, conventional open
orchiopexy has been accepted as a standard
treatment. In 20% of cases, testls is nonpalpable
and among them 20% s absent on exploration.”
Due to increased risk of malignant
transformation and infertility,”™ it is important to
determine the presence or absence of testis,
Accurate preoperative l|ocalization of
nonpalpable testes has been difficult. CT scan,
although noninvasive, is unable to localize such
testes and carries risk of radiation.’ Sonography
and MRI are noninvasive but USG is poor in
localizing the nonpalpable testes and the value of

laparoscopy has been proved to have the most
important role both in diagnostic and treatment
of undescended testis.™ Since 1976 when Cortesi
and associates first described l2paroscopic
diagnosis of a nonpalpable testis,” this method
for diagnosing a nonpalpable testls has been
established as the most refiable one. Since 1992
when the first laparoscopic orchiopexy was
reported by Jordan et al," laparoscoplc
orchlopexy has obtalned wide popularity with
technological advances. The final goals of
orchiopexy are to keep the testes viable in
optimal position within the scrotum. We aimed to
evaluate the safety and efficacy of laparoscopic
orchiopexy in management of nonpalpable intra-
abdominal testis in our settings. It was carried
out after gaining experience in laparoscopic
cholecystectomy, |aparoscopic  appendectomy
and laparoscopic hemniotomy. A three years
experince on testicular positing in Rajshahi
Medical College Hospital is being reported
performed by retrospective review of patient
records.
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testes. Because of high degree of magnification,
laparoscopy gives excellent visualization of
testicular vessels up to the origin from the aorta
and drainage in to the renal vein and inferior
venacava respectvely. All adhesion to the
testicular vessels can be divided with precision.

A total 28 patients, incidence of intra-abdominal
non palpable UDT was higher in right side. Itisin
conformity with recently published data. 17

Samadi et al. conducted PLO in 70.5% and
FSLO in 29.5% of a total of 203 testicular units
and reported a success rate of 95%, which was
higher than the 76% success rate of open
surgery.18 Lindgren et al. did a 6-month dinical
follow-up after laparoscopic orchiopexy and
reported a success rate of 93%.19 Lintula et al,
reported a success rate of B8% for 19 testicular
units undergoing laparoscopic orchiopexy and a
success rate of 82% for 1B testicular units
recelving open surgery, highlighting the excellent
surgical outcomes of the laparoscopic
orchiopexy.20 In this series, 14.8 months after
the laparoscopic orchiopexy, the TSR was 96.8%
and the rate of fixation in the lower scrotum was
83.9%. These outcomes are similar with those
reported studies, 18-20 and the successful results
in this study confirm the dinical significance of
laparoscopic orchiopexy for a non palpable intra-
abdominal testis. One-stage FSLO was
performed in 5 testicular units and success rate
was 80%. Chang and Franco performed FSLO in
48 testicular units and reported that the success
rate of one-stage FSLO was 094.3%.21
Comparing with the findings of these studies, the
success rate of the FSLO In the present study was
relatively unsatisfactory, it might be due to small
number of cases. Improved results are expected
in the near future after accumulating experience
with F5LO for non palpable Intra-abdominal
testis,

In case of non palpable UDT , the reported rate
of orchidectomy seems to vary between 14% 2
and 48%. 16 In this series, the orchidectomy rate
i5 6.25%. Our decision at the time of laparoscopy
o carry out orchidectomy was suppeorted by
subsequent histopathological result.

CONCLUSIONS

Laparoscopic Orchiopexy certainly avoids a
groin or laparatomy incision. It is safe and
effective to manage a non palpable intra-
abdominal testis. It should be a method of cholce
for a non palpable intra-abdominal testis,
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Middle East Respiratory Syndrome Coronavirus

(MERS-CoV): Global alert and response
Shahanara Begum

ABSTRACT

Middie East Respiratory Syndrome Coronavinus {MERS-CaV) is a newly emerging respiratory virus with a high
case fatallty rate among |dentifled cases. The virus (s thought to cause a severe disease |n patients with
undertying co- morbidities. The |dentification of asymptomatic patients and mild cases among family and
healthcare workers contacts of confirmed cases Indicates a wider spectrum of dinical manifestation of the
disease. The majority of patients presented with fever (98%), fever with cough (B3%), and shortness of
breath (72%). The understanding of the epidemiology and dinical presentation of the disease is increasing

overtime,

Ky words: MERS-CoV|, Human Coronavirus-EMC, Dipeptidyl peptidase 4 (DPP4)

INTRODUCTION
Coronaviruses are RNA viruses which usually cause
mild upper respiratory ilinesses. The emergence of
SARS (Severe Acute Respiratory Syndrome) MERS
(Middle East Respiratory Syndrome) has focused
global attention on the dinical significance of
coronaviruses, Since mid-2012, a novel coronavirus
was found to cause severe disease In humans. The
virus was recently named Middle East Respiratory
Syndrome Coronavirus 1. Other terms
that have been used to describe this virus incdude
novel Coronavirus (nCoV) and human Coronavirus-
EMC (for Erasmus Medical Center).

This virus was initially identified in September 2012
from samples obtained from a Saud| Arablan patient
who developed a severe acute respiratory infection
and later had acute renal fallure and ultimately died2,
The virus was subsequently as a cause of
preumonia in additional cases from Saudl Arabia,
Qatar and United ArabEmirates 3, 4. Theinitial cases
from Saudi Arabia oocurred before the Al-Hasa
outbreak in April-May 2013, The majority of these
cases occurred in patients with wunderlying
comorbidities, As of September 19, 2013, globally, the
World Health Organization (WHO) recorded 132
laboratory-confirmed cases of infection with MERS-
CoV, including 58 deaths 5. A major resurgence of
MERS-CoV cases during April 2014 expanded the
geographic distribution of confirmed MERS-CoV cases
to include countries in Asia (Malaysia, Buruaduh]
and North America and several additional countries
the Middie East (Yemen, Egypt) and Europe (Greece)
6. Moreover, as of June 16, 2014, 249 of 701 patients
(36%) with laboratory-confirmed MERS-CoV Infection
reported to the WHOD have died 7.

In addition to humans, MERS-CoV has been found In
cameils in Qatar, Oman, Egypt and Saudi Arabia, and a
bat in Saudi Arabia, Camels in several other couniries
have also tested positive for antibodies to MERS-CoV,
indicating that the camals were previously infected
with MERS-CoV or a closaly related virus, It may be
that people became infected after contact with
camels, afthough more information is needed to figure
out the possible role that camels, bats, and other
animals may play in the transmisslon of MERS-CoV 8. ,
It is likehy that camels serve as the source of infection

BMC)/January 2015/Volume 1

to human for MERS-CoV . Researchers investigated a
case of human Infection with Middle East respiratory
syndrome coronavirus (MERS-CoV) after exposure to
infected camels 9. Analysis of the whole human-
derived virus and 15% of the camel-derived wvirus
sequence yielded nuclectide polymorphism
signatures suggestive of cross-species transmission.
Camels may act as a direct source of human MERS-
CoVinfection.

The first-ever case of MERS Infection was detected In
Bangladesh 15th June, 2014. The Institute of the
Epideminlogy, Disease Control and Research (JTEDCR)
diagnosed a Bangladeshl expatriate living In the US
with MERS corona virus after examining samples. The
S3-year-old Bangladeshi returmed home from New
York via Abdu Dhabi airport. He was admitted to the
hospital with syndromes of fever, cough and
respiratory problems, The National Rapid Response
Team of the [EDCR kept those who came in close
contact with the patient under observation, said a
Directorate General of Health Services release (UNB).

The most urgent needs Include detailed outbreak
investigations, understanding how humans become
infected from animal or environmental source(s)
through case-control studies, identifying risk factors
for infection in health care settings, and enhanding
community studies and surveillance for community-
acquired pneumoniall,

VIROLOGY

MERS-CoV is 2 betacoronavirus, different from the
other human betacoronaviruses (severe acute
respiratory syndrome coronavirus, 0C43, and HKUL)
but closely related to several bat coronaviruses 11.
Dipeptidyl peptidase 4 (DPP4), which Is present on the
surfaces of human nonciliabed bronchial epithedial
cells, Is a functional receptor for MERS-CoV.
Expression of human and bat DPP4 in nonsusceptible
colls enables infection by MERS-CoV. The DPP4
protein displays high amino acld sequence
conservation across different species, including the
sequence that was obtained from bat cells. In a cell
line susceptibility study, MERS-CoV infected several
human cell lines, including lower respiratory, kidney,
intestinal, and liver calls, as wall as histiocytes,
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The range of tssue tropism in vitro was broader than
that for any other known human coronavirus. MERS-
CoV can also infect nonhuman primate, pordne, bat,
civet, and rabbit cell lines12.

Genetic analysis

In an analysis of the full or partial genomes of MERS-
CoV oblained from 21 patients with MERS-CoV
infection in Saudi Arabia between June 2012 and Juna
2013, there was sufficient heterogeneity to support
multiple separate animal-to-human tansfers 13.
Moreover, even within a hospital outbreak in Al-Hasa,
Saudi Arabia, there was evidence of more than one
virus Intraduction. By estimating the evolutionary rate
of the virus, the authors concluded that MERS-CoV
emenged around July 2011.

SEROLOGY
The Top of form Serclogic studies have shown low
prevalence of MERS-CoV antibodies in humans in
Saudi Arabia. In 130 blood donors sampled during
2012 in Jeddah, Saudi Arabia, and 226
workers sampled In October 2012 In Jeddah and
Makkah, Saudi Arabla, eight reactive sera were
observed using a screening Immunofiucrescence
assay, but on further testing, the antibodies were
found to be specific for other established human
coronaviruses, not MERS-CoV 14, Two further
serologic studies were conducted in the Eastern
Province of Saudl Arabla: one was of 158 pediatric
sera obtained before the MERS-CoV outbreak was
recognized, and the second was of 110 plasma
from adult make blood donars in December

samples
2012. No MERS-CoV antibody-positive samples were
found 15,

TRANSMISSION
Bats
Coronaviruses are recognised causes of mild
tract infections in humans, first identified
in the 1960s 16. These large RNA viruses affect a wide
range of animals induding domestic and companion
animais and bats 17. Umited survelllance data show
that bats host the greatest diversity of coronavinises,
wngﬁmmﬂmmﬁlﬁmem
may be the natural reservoir. Studies performed in
Europe, Africa, and Asia, including the Middle East,
have shown that coronavirus ANA sequences are
found frequently in bat fecal samples and that some of
these sequences are closely related to MERS-CoV
sequences, In & study from Saudi Arabla, 823 fecal
and rectal swab samples were collected from bats,
and using a PCR assay, many connavirus sequences
were found 19. Most were unrelated to MERS-Co\, but
notably, one 190 nucleotide sequence in the RNA-
dependent RNA polymerase (RdRp) gene was
amplified that had 100 percent identity with a MERS-
CoV isolate cloned from the index patient with MERS-
CoV infection; the sequence was detected from a fecal
pefiet of a Taphozous perforatus bat captured from a
site near the home of the patient. MERS-CoV grows
resadily in several bat-derived cell lines20, Although

bats might be a reservoir of MERS-CoV, it is unlikely
that they ane the immediate source for most human
cases because human contact with bats is uncommon.
Camels

The strongest evidence of camel-to-human
transmission of MERS-CoV comes from a study in
Saud! Arabla In which MERS-CoV was Isolated from a
man with fatal Infection and from one of his camels;
full-genome sequencing demonstrated that the
viruses isolated from the man and his camel were
Identical 21. There are also substantial data add to
recent findings showing high similarity of MERS-CoV's
carried by humans and camels 22, supporting the
hypothests that human MERS-CoV infection may be
acquired directly from camels, Given the synchronlzed
parturition pattern of dromedary camels, with birthing
in the winter months, an increase of epizootic activity
might be expected after some latency during the first
half of each year23.

Human-to-human transmission

The case dusters in the United Kingdom, Tunisia,
Ttaly, and In healthcare facilities in Saudi Arabia and
France strongly suggest that human-to-human
ransmission occurs 24, The number of contacts
infected by individuals with confirmed infections,
however, appears o be limited. Secondary cases have
tended to be milder than primary cases, and many
secondary cases have been reported to be
asymptomatic. The majarity of cases In the spring of
2014 in Saud! Arabla were acquired throwugh human-
to-human transmission in healthcare settings, likeby
due at least In part to systemic weaknessss in
infection control. Possible modes of transmission may
Include droplet and contact transmission 25,

CLINICAL MANIFESTATIONS

In an outbreak of MERS-CoV in Saudi Arabia that
resulted in kaborstory-confirmed MERS-CoV In 23
Individuals, the median incubation period was found
a5 5.2 days. In one secondary case that occurred in a
patient in Franoe who shared a room with an infected
patient, the incubation period was estimated at 9to 12
days 26. The WHO and the United States Centers for
Disease Control and Prevention (CDC) recommend
that an evaluation for MERS-CoV be considered In
Individuals with a syndrome of MERS who returned
from travel to the Arabian peninsula or neighboring
countries within the past 14 days 27, Most patients
with MERS-CoV infection have been severely ill with
pneumonia and acute respiratory distress syndrome,
and some have had acute kidney injury. Other clinical
manifestations that have been reported are
gastrointestinal symptoms (anorexia, nausea,
vomiting, abdominal pain, and diarrhea), pericarditis,
and disseminated intravascular coagulation 28. As of
|ate September 2013, 27 of 130 patients (21%) have
had mild or no symptoms. A few reports have
described individuals with a mild respiratory iliness not
requiring hospitalization 29, Several iIndividuals with
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asymptomatic infection have been identified among
contacts of patients with symptomatic infection.
It remains unclear whether persons with
conditions are disproportionately infected with
CoV or have more severe disease. In a study of 47
with MERS-CoV infection in Saudi Arabila, 45
(96%) had underlying comorbidities, including
diabetes mellitus (68%), hypertension {34%), chronic
cardiac disease (28%), and chronic kidney disease
(49%). One patient was receiving long-term
immunosuppressive therapy with glucocorticoids 30.

DIAGNOSIS

The United States Centers for Disease Control and
Prevention (CDC) recommends that lower respiratory
fract specimens should be the first priority for
collection and real-time reverse-transcriptase
polymerase chain reaction (rRT-PCR) testing, since
rAT-PCR testing of lower respiratory spedmens
appears to be more sensitive for detection of MERS-
CoV than testing of upper respiratory tract specdmens
3l. Given the potential severity of MERS-CoV
infections, the risk for human-to-human transmission,
and the limited data about the sensitivity of each
diagnostic test, researchers suggest that multiple
specimens should be collected from different sites and
ot different times to increase the likelihood of
detecting MERS-CoV 13, Several serological assays
have been developed for the detection of MERS-CoV
antibodies, including Immunoflucrescence and a
protein microamay assay 32, The CDC has developed a
two-stage approach, which uses an enzyme-linked
immunosorbent assay (ELISA) for screening followed
by an Indirect immunofluorescence test or
microneutralization test for confirmation. Any positive
test by a single serological assay should be confirmed
with a neutralization assay.

TREATMENT

As with other coronaviruses, no antiviral agents are
recommended for the treatment of MERS-CoV
infection. In cell culture and animal

combination therapy with interferon (IFN)-alpha-2b
and ribavirin appears promising 33. In a study In which
MERS-CoV was grown In two different cell lines, high
concentrabions of interferon-alpha-2b or ribavirin
were required to inhibit viral replication. Howewver,
when used In combination at lower concentrations,
IFN-alpha-2b and ribavirin resulted in a8 comparable
reduction in viral replication as high concentrations of
either agent alone. Other experimental therapies
being Investigated Include comvalescent plasma,
monocional antibodies, and inhibition of the main viral
proteasa 34,

PREVENTION

Infection control

The World Health Organization (WHO) and the United
States Centers for Disease Control and Prevention
(CDC) have |ssued recommendations for the
prevention and control of MERS-CoV infections in
healthcare settings 35. The WHO recommends that
standard and droplet precautions be used when caring
for patients with acute respiratory tract infections.
Contact precautions and eye protection should be
added when caring for probable or confirmed cases of
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MERS-CoV infection. Airbome should be
used when performing aerosol-generating

The CDC recommends the use of
standard, contact, and airbome precautions for the
management of hospitalized patients with known or
suspected MERS-CaV infaction 36.

Avoiding camels
The indviduals at high risk of severe disease, such as
immunocompromised hosts and those with diabetes,
chronic lung disease, or preexisting renal faliure, take
when wvisiting farms, camel pens, or
market environments where camels are present 37.
These measures include avolding contact with camets,
practicing good hand hyglene, avoiding drinking raw
camel milk, avoiding eating meat that has not been
cooked thoroughly, and avoiding eating food that may
be contaminated with animal secretions or products
unless they are properly washed, peeled, or cooked.
Unless protected, pecple should avold contact with
any amimal that has been confirmed positive for
MERS-CoV until subsequent tests have confirmed that
the animal is free of the virus,

Travel recommendations
The WHO recommends that countries outside the
affected region mainmtain a high level of vigiiance,
countries with large numbers of travelers or
guest workers retuming from the Middle East 38, In
May 2014, the United States Centers for Discase
Control and Prevention's (CDC's) travel notice was
upgraded to a Level 2 Alert, which indudes enhanced
precautions for ravelers to countries in or near the
Arablan Peninsula who plan to work in healthcare
settings. Such individuals should review the CDC's
recommendations for infection control for confimed
or suspected MERS patients before they depart,
practice these precautions while [n the area, and
monitor their heaith closely during and after their
travel,

Vaccine

There is no licensed vacdine for MERS-CoV, although
one manufacturer has developed an experimental
candidate MERS-CoV vaccine based on the major
surface spike protein using recombinant nanoparticle
technology. Other candidate vaccines that are being
studied include a full-length infectious cDNA clone of
the MERS-CoV In @ bacterlal artificial
chromasome and a recombinant Modified Vaccine
Ankara (MVA) vaccine expressing full-length MERS-
CoV spike protein39,

CONCLUSION

MERS-CaV is closaly related to coronaviruses found in
bats, suggesting that bats might be a reservoir of
MERS-CoV, Camels are llleely serve as intermediate
hosts for MERS-CoV. The presence of case dusters
strongly suggests that human-to-human transmission
oocurs. There is currently no treatment recommended
for coronavirus infections except for supportive care
as neaded, The emergence of a novel coronavinus with
2 global threat requires a thorough assessment which
s currently being coordinated at intemational level.
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Case Repart

Leydig Cell Tumor of Ovary in a Pre-Menopausa

| Woman:
A rare case of Virilization.
Sarder Md. Abu Horaira,’ Shah Md. Badruddoza,” Hasina Akhter*

Background: Leydig cell tumor, a rare type of ovarian steroid cell tumor shows signs of
virilization due to overproduction of testosterone. The condition s difficult to identify without
histopathological examination. Methods: The authors report a case of Leydig cell tumor ina 34-
year-old woman who first presented with severe dinical hyperandrogenism and assodated
complex medical history. Results; Investigations revealed markedly ralsed serum concentrations
of total testosterone (680 ng/dL) (Mormal reference values 02-45 ng/fdL for adult woman),
whereas prolactin, luteinizing hormone (LH) and follicle stimulating hormane (FSH), cortiscl were
all within the normal range. Transabdominal ultrasound and computed tomography (CT) scan of
the pelvis and abdomen showed a bulky night ovary, but no other abnormalities. An ovarian source
of androgens was suspected and surgery was amanged. The patient underwent total abdominal
hysterectomy with bilateral salpingo-ocophorectomy. Histopathologically the case was dlagnosed
as Leydig cell tumor within the right ovary. After surgery, androgen levels returned to normal, and
there was regression of the signs of virilization. Conclusion: Virilizing Leydig cell tumors usually
have a benign behavior, with an excellent prognosis and reversion of symptoms after surgical

treatment.
Keywords: Leydig call tumor, virilization.
INTRODUCTION

Leydig cell tumors account for 0.1% of all
ovarian tumors, and are a type of steroid cell
tumorl., These tumors are uncommon but
distinctive ovarian tumors of sex cord or stromal
origin that often produce stercid hormones.
Though polycystic ovary syndrome (PCOS) and
nonmalignant androgen excess disorders are
common causes of hyperandrogenism, other
aetiologies such as ovarian or adrenal tumors
have to be excluded. Leydig cell tumors and
hilus cell tumors are distinctive functioning
ovarian tumors that produce testosterone
leading to hyperandrogenism and virilization in
women.’

These typically occur in post menopausal
women. The average age is 58 years and almost
all patients are over 30 years of age. The usual
presentation is with hirsutism or signs of
virilization such as acne, hair loss, deepening of
voice, @ male body contour or hypertrophy of
the clitoris. The serum testosterone
concentration is elevated in virilized patients,
but urinary 17-ketosteroids are generally within
normal limits.” Non virilized patients have
amenorrhoea or posmenopausal bleeding,
depending on their age. Some Leydig cell
tumors are found incidentally during surgery for

show hyperplasia or even adenocarcinoma,
mast likely secondary to peripheral conversion
of testosterone to estrogen. Symptoms are
often present for several years before the
diagnosis is made. This is because Leydig cell
tumors are usually small and difficult to
localize.” The diagnosis can be very difficult
because the size of such tumors is often too
small to be detected by imaging technigues.’
The diagnostic role and impact on management
of ovarlan and adrenal venous sampling In
women presenting with symptoms and signs of
hyperandrogenism has recently been debated.*

The authors hereby report an uncommon
case of ovarian Leydig cell tumor in a pre-
menopausal woman with severe
hyperandrogenism and virllization with an
attempt to delineate the dlinical features and
characteristics of this tumor with respect to
histological findings.
CASE REPORT

A young woman aged 34 years reported to
Rajshahi Medical College Hospital in
Gynecology OPD on 20/04/2014 with
worsening history of hyperandrogenism and
virilization for last 6 months. She was then
admitted to Gyne & obstetric department in
ward -23, Rajshahi Medical College Hospital, for
proper diagnosis and appropriate treatment.
She presented with severe faclal and body

BMCJ/January 2015/Volume 1



Caza Raport

hirsutism, male-pattern baldness, receding (Figure 1), Other parts of the specimen showed no
hairline, and 4 years history of amenorrhoea, gross abnormality.
She was 2nd par, her last delivery was 6 years Histopathological
mmh Mmmm whm“ evealed thmr?u't mﬁ:
3 id ray u r ce |
mngﬁM arranged in lobules
alopecia and deep voice starting one year back, SeParated by fibrous septa
Her medical history was compikcated by
ischaemic heart disease, hypertension, mﬁﬂtmm
hypercholesterolaemia, ostecarthritls and oytoplasm and round nudel
anxiety disorder with prominent agoraphobia. with  prominent - nucleoli
She admitted to be a non-smoker and consumed (Fgure-3). These findings
no alcohol. confirmed the diagnosis of -

Leydig cell tumor, ' .
mﬁm;nrﬂm“m;ﬁks;gm of ThG: pie-. st m m.nuﬁmﬁmﬂn
and deen voice. Her weight was 70 kg and height androgen
was 16icm and blood pressure was normaized following surgery. Post-operatively, the

130/90mmHg while on medications. dinical signs of hyperandrogenism Improved

Gynecological examination revealed an ﬁ:‘nw,u;f uﬁ “"?m"u' e

enlargement of the ditors and Nﬂmmﬁumﬂlm
adnexal masses. She had no features of Cushing significantly improved signs 8" "
syndrome, Initial biochemistry included baseline of virilization and ©5
hormone profile, amenorrhoea work-up completely resolved B
including prolactin, estradiol, luteinizing amdety.

hormone (LH) and follicde stimulating hormone DISCUSSION

(FSH), total serum testosterone, cortisol, thyrold ~ Maost androgen secreting
function tests and kiver function tests. Endocrine ovarian tumors aresex cord FEEE
evaluation revealed hyperandrogenism, with stromal 'itlmnura_l ;l::ﬂ
markedly increased total serum testosterone Constitute less y
(680 ng/dL) (Normal reference values 02-45 3ll ovarian neopiasms.5

ng/dL for adult woman'). Serum levels of Accoding to mmh_

kAl
-
-
i

estradiol. i otromsl
Liver function test showed raised cholesterol yumors and steroid cel
(9.6mmol/T) and triglyceride (6.1mmol/l), and tumors.6 Steroid cell tumors

normal HOL (0.87 mmolf1). Transabdomingl were also designated as
ultrasound scan of the pelvis and abdomen ipid cell tumors” but this
showed nomal findings, although the right term is not recommended

features of the neoplastic ‘=
form of total abdominal hysterectomy & bilsteral cells and their propensity to b A
salpingo-oophorectomy, and all the SPECIMENS coorere sromid hOMMONES, s nucd acaken e sk, 408
were sent to department of pathology, Rajshahi | avdio cell tumors are rare
Medical College Hospital for histopathological ovarian steroid cell neoplasms composed entirely

diagnosis, or predominantly of Leydig cells.6
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In the hilar zone, the Leydig cells can be
normally found in 80% to B5% of the
postpubertal ovarles, usually In assoclation with
non-myelinated nerve fibres. Hilar Leydig cell
tumours arise from these preexisting Leydig cells
of the hilus and can extend into the ovarian
stroma depending on the size of the tumor. These
tumors are generally benign and are usually
unilateral.7 The stromal-Leydig cell tumors take
their origin in the cortex or subcortical region in
the ovary from ovarian stromal cells, which have
differentiated into Leydig cells, They are very
rare benign tumors. Like hilus tumors they also
occur in postmenopausal patients and are
unilateral.?

Though Leydig cell tumors typically occur in
post menopausal women in this case the woman
was aged 34 years of young lady- a rare case
scenario. However unilateral location for this
tumor Is supported by our case report.  These
tumors secrete testosterone and occasionally
oestrogenic activity may be observed. The
androgenic manifestations are milder than those
associated with Sertoli-Leydig cell
androblastomas and their onset is less abrupt.
Oestrogenic manifestations, such as Imegular
menses or postmenopausal bleeding have also
been reported.8

The differential diagnosis of the Leydig cell
tumors includes ovarian neoplasms containing
Leydig cells or luteinized stromal cells. Sertoli-
Leydig cell androblastoma occaslonally exhibits
predominance of Leydig cell component. But
presence of Sertoll cells excludes the diagnosis of
pure Leydig cell neoplasm. Stromal luteoma is a
distinct type of steroid tumors arising in the
ovarlan stroma which resembles Leydig cell
neoplasms.

Androgen producing tumors should be
suspected in women with virlizing dinical
symptoms and high testosterone levels. Sertoli
Leydig cell tumors are larger and usually found
easily on Imaging, whereas hilar Leydig cell
tumours are smaller and often difficult to find on
imaging. If dinical suspicion is high exploratory
laparotomy Is indicated. Tt is noteworthy that in

this era where sophisticated and expensive
histopathological methods including

Immunohistochemistry are available, this rare
and benign tumor can be diagnosed with high

accuracy on good guality haematoogylin and eosin
stained slides.

Conclusion

This case-report confirms that androgen-
secreting ovarian tumors have to be considered
amongst other disorders causing virflization In
peri-menopausal and reproductive age women.

Appropriate diagnostic approach encompassing
clinical presentation, conventional biochemical,
imaging methods & finally histopathological
dignosis is paramount.
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Editor's Corner

M. Manzurul Haque
Editor in chief

It is my Immense pleasure and honored
privilege to write from the Editor's comer in
the inaugural issue of the Barind Medical
College Journal. To start medical journal is a
challenge for the Institution. The editorial
board and the institution accepted this
challenge with the bellef that the journal will
make positive contribution in the academic
arena, The academic Coundl of Barind
Medical College decided to have medical
journal for very obvious reasons. Academic
and sdentific progress of the Institution is the
most important motive. Many research
activities have been (nitiated following the
decision of publication of BMCl. Many
research projects will be developed during the
days to come. The research outcomes must
be published. Therefore, there was a genuine
need to start a medical journal to document
these research activities carried out by the
faculties of this institution with more than
seventy teachers. Many of them are very
senior professors.

The quality of a journal is influenced in
many way by the contributors. Hence, we
are planning to conduct a number of
workshops on research methodology
including statistics and biomedical
communication, in collaboration with the
medical education unit, to update the
knowledge of the contributors.

The message 1 would like to convey Is
rather simple ‘we are starting a new medical

journal - BMC)'. We welcome different types
of sdentific communications like original
articdles, case reports, systemic reviews,
review articles, short communications, lethers
to the editor, interesting medical images with
dinical implications and even innovative
proposals those do not conform to  any of
these. The Barind Medical College Journal is
here and we need your support. Yes, we
believe that BMCI will make Its own space in
the world of publications spedially in our set

up.

The BMC] strives to create a community
of scholars, thinkers, and visionaries through
the discourse that appears In its pages. As
editor-in-chief, I am very much optimistic and
excited about our scope to influence the
future of medical science by the
dissemination of ideas, facts and proposals
through the platform of this joumnal.

It provides a forum for educators,
researches, clinidans, and administrators to
share their creativity and ideas which can
envision the future of health care and inspire
our readersto turn the ideas into reality.

Starting a new medical journal isa team
work and we are able to accomplish this task.
Let me congratulate all concerned with the
emergence of first issue of Barind Medical
College Journal. And thank you all.
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