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Bangladesh does not have the Zika virus,
but has the vector (Aedes Aegypti) of Zika.
Bangladesh should be prepared to address
the risk of Zika virus out break.
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Asclepiades, sometimes called Asclepiades
of Bithynia or Asclepiades of Prusa, was a
Greek physician born at Prusa in Bithynia in
Asia Minor and flourished at Rome, where
he established Greek medicine near the end
of the 2nd century BC,

Asclepiades opposed the humoral doctrine
of Hippocrates. And he attempted to build a
new theory of disease, the atomic or
corpuscular theory, according to which
disease results from an irregular or
inharmonious motion of the corpuscles of
the body based on the flow of atoms through
pores in the body. He believed that harmony
would be restored through fresh air, light,
appropriate diet, hydrotherapy, massage, and
exercise. He is a pioneer in the humane
treatment of mental disorders.
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The Emerging Zika Pandemic and Bangladesh
Md. Anayet Ullah

Zika virus infection is a recent explosive
pandemic occurring throughout South America,
Ceotral America, and the Caribbean.! It is
potentially threatening the rest of the world,
because there is no cure and no vaccination.
World Health Organization (WHO) projected
that the virus is likely to spread throughout
most of the Americas by the end of the year.? It
is & Public Health Emergency of International
Concern.? Zika virus is a arbovirus (transmitted
by arthropod) originated in the Zika forest in
Uganda and was discovered incidentally in &
rhesus monkey in 1947 through a monitoring
network of sylvatic yellow fever* It was
subsequently identified in humans in 1952 in
Uganda and the United Republic of Tanzania.*
Since the 1950s, it has been known to occur
within a narrow equatorial belt from Africa to
Asia. The virus spread eastward across the
Pacific Ocean between 2013 and 2014 10
French Polynesia, New Caledonia, the Cook
Islands, and Easster Island, and in 2015 to
Mexico, Central America, the Caribbean, and
South America, where the Zika outbreak has
reached pandemic levels.®

The ongoing pandemic confirms that Zika is
predominantly asymptomatic or causes mild
illness like dengue ( fever, rash, muscle/joint
pain, and conjunctivitis), severe disease and
fatalities are uncommon. However, the recent
rise in the spread of Zika virus in Braril has
been accompanied by an unprecedented rise in
the number of children being born with
unusually small heads—identified as
microcephaly. In addition, several countries,
including Brazil, Yap and French Polynesia
reported a steep increase in Guillain-Barré
syndrome —a neurclogical disorder that could
lead to paralysis and death. Evidence is
growing that Zika virus causes both
microcephaly and Guillain-Barré syndrome.”
The arboviruses, like Zika, dengue,
chikungunya, yellow fever and West Nile, have
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been transmitted by Aedes mosquitoes,
cspecially A. aegypti. These viruses started to
cmerge millennia ago, when North African
villagers began to store water in their
dwellings. Arboreal 4. aegypti then adapted to
deposit their eggs in domestic water-containing
vessels and to feed on humans, which led to
adaptation of arboreal viruses to infect humans.
The dengue, chikungunya, yellow fever and
West Nile wviruses evolved entirely new
maintenance cycles of human-A.
aegvpti-human transmission. Now, 5000 years
later, the worst effects of this evolutionary
cascade are being seen in the repeated
emergence of arboviruses info new ecosystems
involving humans.'

The Zika virus is of concern in the WHO
South-East Asia Region as the Aedes asgypti,
responsible for its spread, is found in many
countries of this region. WHO also urged
couniries in the region to build capacity of their
laboratories 1o detect the virus and strengthen
surveillance for cases of fever and rash,
neurclogical syndromes and birth defects while
recommending intensifying wvecior conirol
programme measures.”

Bangladesh does not have the Zika virus, but
has the vector (Aedes Aegyptl) of Zika, which
is also responsible for the transmission of
dengue, widely prevalent disease in
Bangladesh, The first and large epidemic of
dengue in 2000 was likely due to introduction
of a dengue virus strain from a nearby endemic
country, probably Thailand.* Wherever there is
dengue, you are likely - in time - to get Zika
too. It anticipates that Zika virus will continue
to spread and will likely reach all countries and
territories of the region where Aedes
mosquitocs are found. There is a rcal chance
Aedes acgypti will re-infect Asia with the
virus. The World Health Organization (WHO)
believes that the Zika virus is more common in
Southeast Asia that the sprinkling of cases
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reporied in the region in the past several years,
In India, Zika vires infection was identified in
1950s. Sporadic Zika virus cases were reported
from Thailand, Maldives, Indonesia, Malaysia
and Philipine in the recent past.® So definitely
Bangladesh is at risk of Zika virus outbreak at
any moment. Bangladesh's rapidly growing
urban areas, tropical climate, and often poor
waste management are factors that increase the
risk of a Zika epidemic. Bangladesh is also
susceptible to monsoon season that increase
breeding sites for the dedes aegypti mosquito.
Countries like India, Thailand, Philipine,
Singaporc and Malaysia have stepped up a
series of measures to curb the outbreak of an
epidemic of Zika virus infection. Bangladesh
should be prepared to address the risk of Zika
virus out break and should build up facilities
for managing the disease. To reach this goal
adequate steps should be taken for early
detection of the disease and to intensifying the
vector control program. At the same time all
the sectors of Bangladesh Health Services
should be engaged to enhance public
awareness in this regards.
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The effects of a community based interviewing skills fraining program on
primary health care level doctors of Bangladesh
Md. Anayet Ullah*, Md. Jawadul Haque®

Abstract

Background: The ability to communicate with a patient effectively has been described not only as a artistic
aspect of clinical care but also a3 a central clinical fimction that cannot be ignored. Communication problem
in medical practice is very common in Bangladesh. Objective: To develop and conduct & short term training
program on interviewing skills among the primary health care level doctors of Rajshahi district with a view to
evaluate its effects on doctors” interviewing skills. Methods: This study was conducted among the primary
health care level government doctors of Rajshahi district at Puthia Upazila health Complex. All the doctors
working at the 9 Upazilas of Rajshahi district constituted the study population. Total 36 perticipants were
selected by stratified random sampling. This course was scheduled over 5 sessions of 25 hours, 5 hours in each
day for 5 days. The effectiveness of this training program was evaluated by analyses of the pre and post
asscssmenis of participants’ behaviors [ techmiques of interview and also by analyzing participants’ self
assessment of the program. Dats were analyzed by comyputer using SPPS 16.0. Paired 1 test was applied to find
out any significance difference between the pre and post assessment score of the participants' performance.
Results: Overall mean score for the beginning, managing and ending of the interview were significantly
improved from 2.30+£1.11,9.63 £3.70 and 0,72 + 0.70 10 6.38 £1.46, 22.63 + 2.46 and 4.36 + 0.54 due to this
training. The grand total mean score of the interview was also significantly (p< 0,000) improved from 12.72 4
4.60 to 32.91+ 4.67 after this training. Most (94.44%) of the participants strongly agreed that this type of
teaching course should be included in the curriculum of undergraduste medical students, Conclusion: This
type of short training program may be one of the best way to develop communication skills of the present and
future doctors,

Key wards: interviewing skills, doctors, Bangladesh.

Iniroduction

Communication skills are those with which (1) the
doctor-patient relationship is created and maintained;
{2) verbal information and clarification relevant to the
solution of the patient’s problem, is gathered; and (3)
the solution to the problem is negotiated.'* The ability
o communicate with a patient effectively has been
described not only as a artistic aspect of clinical cars
but also as a central clinical function that cannot be
ignored.™ Most of the essential diagnostic
information's arise from the doctor-patient interaction
durmg the consultation, end the physician's
interpersonal skills also largely determines the
patient’s satisfaction and complience, disgnostic
gfficiency and positively mfloences health
concerns, even when they cannot be resolved, results
in a significant fall in enxity.” Patients are most
satisfied with the health provider who is warm,
friendly, concerned, and empathetic.”
Communication problems in medical practice are
very commaon. For example, in & study (Stewart et al
1979)* in England, 54% of patient complaints and
45% of patient concemns are not elicited by
physicians. In snother study (Backman & Frankel
1984) " patients were interrupted by physicians so

BMC}/January 2016/Volume 2 (1)

problems( on average within 18 seconds) that they
failed to disclose other significant concerns. Most
complaints by the public about physicians deal not
with clinical competency problems, but with
communication problems, !

In Bangladesh there is also serious commumication
problems in medical practice. 45% paticnts, attended
at the government primary health care level facilities,
don't know how and when to take their medicines. A
poor level of comprehension among the patients
might have been expected due to this. These type of
communication gaps might lead to patients’
digsatisfaction, Ulllah et al. in & study,” it was found
that dissatisfaction of the rural people on government
hesith care facilities due to non-cordial behavior of
providers is an imporiant obstacle in obtaining ANC
by them. only 37% people are satisfied with the
health care facilities in Bangladesh
Increasing public dissatisfaction with the medical
profession is, in good part, related to deficiencies in
clinicel communication.” Communication failures /
problems of health care providers in their clinical
practice specially doctors is one of the important
reason which is responsible for this situation.

Original Article

Cite theis nr;
BMCT 2006 2150



Original Article

The reasons for communication failures are complex
and include characteristics of both patients and
doctors, and the system of health care delivery.
However, one of the primary reasons for the sorry
state of affairs is the inadequacy of the most doctors in
communication skills to interview the patient during
their consultation.'® So a formal training course of the
health care providers on communication skills needed
to imterview [imterviewing skills (behaviors/
techniques)} a patient during their consultation may
improve the unwanted situstion.

In this study researchers attempted to develop and
conduct a short term ing program on
imerviewing skills (communication skills needed
during interviewing a patient) among the doctors
working at the primary health care level of Rajshahi
district with a view to evaluate its effects on doctors’
commumication skills during interviewing a patient,

Methods

This study was conducted smong the povermment
doctors working at the primary health care level
(Upazila and below) of Rajshehi district. All the
dectors working &t Upazila Health Complexes
{(UHCs) , Union Sub-Centers (UUSCs) and Health &
Family Welfare Centers (H&FWCs) of 9 Upazilas in
Rajshahi constitated the study population. Total 36
participants were selected by stratified random
sampling 4 from each Upazila of Rajshahi; two from
UHC and two from either USCs or HEFWCs,

Teaching program

The total 36 participants were trained into three
phases, 12 doctors of 3 Upazilas in each phase. The
teaching program wes conducted in a rural setting at
Puttia Upazila Health Complex (UHC). It includes
UHC acts as a field site training center for the students
of all the Medical colleges in Rajshahi district . All
types of edocational facilities are available there.
There are excellent sccommodation facilities for the
participants and the teachers in this institution. This
program focused on the development of doctors'
interview behavior and their ability to conduct & good
interview, This training program was designed to
allow the doctors to gain theoretical concepts and to
develop skills through lectures, tutorials, practices
with real patients and feedback. This course was
scheduled over 5 sessions of 25 hours, 5 hours in each
day for 5 days. The first day lecture session addressed
the copcepts of the medical imterview and the
mnterview behaviors’ techniques needed to perform
these tasks. In 2nd day session participants observe an

idesl doctor-patient interview on video and discuss
this with the tutorial group. Then participants were
divided into 6 pairs. Every participant took turns to
play the role of docior and patient. The participants
who played the patient role gave feedback
immediately w their peer after the interview. The
facilitators monitored the practice and gave feedback
to the participants, Three practice and feedback
sessions was conducted on the 3rd, 4th and Sth day
with real patients st the out patients' department

Evaluation

The effectivencss of this pilot program was evaluated
by analyses of the pre and post assessments of
participants' behaviors / techniques of interview and
also by analyzing participants’ self assessment of the
program.

The pre- and post- assessments of the participants’
behaviors / technigues of interview were done by
watching the previously recorded videotape of a real
patient's consultation by ecach participant, with the
help of interview rating scale (IRS). IRS included 25
into three sections: beginning, managing and ending
the interview. The items in the rating scale were
selected from two sources Maguire ot al.(1978)7 &
Cormier ct al. (1984)", The behaviors/techniques of
the beginning and ending of the nterview, were
noted as being either present (scored as 1) or absent
(scored as 0). The technmigues/behaviors included in
the section of managing the interview were more
complex, in that case, a S-point frequency scale was
used. Perticipants’ sclf asscssment was done by Self
Assessment Rating Scale (SARS). SARS was
designed for the participants to evaluate the
rclovancy, adequacy [ eppropriatcness and
effectiveness of this course. [t included 9 statements
regarding the program. A Five point scale was usaed
for cach item with the fbllowing designation:
1"strongly agreed(SA)’, 2'agreed(A)',
3'undicided(UD)", 4'disagreed(DA)". and 5'strongly
disagreed(SDA)'. Participants responded according
o ther judgment There was a provision for
participants’ detailed comments in this scale in which
b expressed his sdditional opinions if necessary.
The wideotape recording of the real patient's
consultation was done within 15 days before and after
ﬂnmhmgmmﬂnmcmmwithhﬁ‘

prior permission of them. The participanis’ self
assessment was done at the end of the program.

Daia analysis
Data were eniered in the computer and processed
using SPSS for windows. Descriptive analytical
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calculated for both pre and post situations. Paired 1
test was applied to find owt any significance
difference between the pre and post assessment score
of the participanls’ performance.

Resulis

Before this traimning, none of the rural doctors assured
the patient about the confidentiality of their interview,
elicit the patient’s expectation and settled the agenda
in the beginning of their interview. But afler the
training they significantly improved these skills. The
doctors scored high mean score (0 .92, SD+0.28) for
the opening question in the beginning of their
interview initially. Afler the training, every doctor
used open question (mean score 1.00) in the
beginning of the their interview. Overall mean score
for the beginning the interview was significantly
improved from 2,30 (SD:1.11) to 6.38 (SD21.46)
due to this training (Table 1).

At the ending of the interview, none of the doctors did
nol sincere wish for the future welfare of the
consulling paticnis. The pre-iraining mean score of
this itemn was 0,00 (= 0.00), it was increase to (.94(=
00.23) after training. Give the patient final opportunity
to disclose any problem .end Give support and
reassurance were the second and third lowest mean
scored techniques. The posi-training mean scores of
baoth the techniques were significantly increased to 0,
97. Owerall mean score was significantly improved
from 0.72 (SD=+ 0.70) to 4.36 (58D 0.54) after the

Table 3. Comparing the umdhuﬂwﬂﬂrﬂnﬂudhbﬂ-h

the ending tho mierview inthe pre- and post-iraining sssessment smuions. N =36
Shllchriges Freininey | Pos-ineg

Ecmaeey | mesaeon | dr |p

feMD) L= - —
Give the pubient fimal cpposteeey to disciow ey ol | DS Y)Y | 097(a06 | 1962 |35 | om
Rewiew of whole consuilalive in thon 0083 {0.28) | 047 kil _g_'g
Dive ngper wad eaaearnce o e T T

w® 041 ©50) | 10100 [Toe |4 |00 |

Gitrere wash fir the Tibare welture 100 B0 | 0 (53) M9 |35 | 000 |
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Tubike 1. Comparing the mean scores of the individual skill / tochnique wsed by doctors OF the total 36 doctors, 34 (94.44%)
fr the beginning the interview in the pro- end post-training assessment sessiong. N ~ 36 doctors strongly agreed that this type
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1 3
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L S—— i importance of interviewing skills.

During managing the interview, the doctors scored

lowest mean score (0,19 £ 0.57) for showing empathy
before the training comparing with other items, After

Most (80.56%) of the doctors strongly agreed that

Opportunities to practice interviewing patients were
not sufficient in this course (Table 4).

Tabie 4 Distrihation of the doctors” respanses to the different smosment regnsding this toaching

training the mean score was significantly improve to  pognm. N=36
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Discussion

All the participating doctors in this course were nural
primary health care level doctors. They were
waorking at the rural health clinics which are the first
contact points for the rural patients who present a
wide variety of problems, physical, psychological as
well as social, The pre-training data in this study has
clearly shown that the rural doctors had failed to
effectively communicate with the patients. It reflects
the failing of traditional history taking training of the
doctors during their studentship at tertiary lewel
hospital o develop skills to communicate effectively
with rural patients. There is also an important myth
"that merely leaving students / doctors around
patients for a time is likely to be good for them and
they are bound to pick up &ll sorts of balanced social
view-points from exposure to the ‘splendid animals'
by some sort of intellectusl osmosis”.” However,
this myth has been also seriously questioned by this
study. Because the doctors in this study has been
working with rural patients for the long ime af least
maore than 3 years.

The quality of the doctor-patient relationship is a
major determinant of whether or not paticns’
expectations will be met and favorable health
outcomes achieved. Current thinking on models of
health care reflects an ever-growing shift away from
the traditional patemalistic models of the
doctor-patient  relationship, towands more
patient-contered models that involve patients in
decision-making end focus on the wider
psychosocial issues, which influence the illness
experience.® According to WHO, the number of
mentally ill people in Bangladesh is sbout 8.4
million ie, 7% of the iotal population. In the
different sources of data in Bangladesh, it was noted
that sbout 30% of patients, who visit the general
practitioners, have psychosocial, not biomedical
problems.™ Clearly , then , physicians must give
emphasis the biomedical , as well as the
psychosocial domains, in order to provide optimum
care for their patients. The psychosocial domain
encompasses 4 patient-centered, as opposed to
purely physician -centered, medical consultation
with interviewing skills including elicit the patient
expectation, agenda sefting, listening, showing
empathy, shared decision making, give support and
reassurance, sincere future wish for the well-being ,
eic.® This bio- psychosocial approach , combination
of biomedical and psychosocial domains, was
nearly or completely absence among the rural
doctors in this siudy, Resecarches show that

physicians, who use a bio-psychosocial approach to
patient care, have more patient satisfaction. ™ So
the interviewing skills of the rural primary health
care level doctors should be improved.

Comparisons of the mean scores of the doctors’
interviewing behaviors between pre and post
communication skills training program has clearly
shown that communication skills training program
significantly improved the doctors' interviewing
skills,. This finding supports previous studies.
This short term training program consisted of a serics
of participatory experiential technigues like small
group discussion, role play, practice and feedback.
This program also facilitated the doctors to discover
the socio-cultural and psychological factors, which
have been demonstrated to be so important in patient
care,” through experience with real paticnts in the
rural community setting and from the nevitable
jations i ndividanl. sixles of . O]

studies have also demonstrated significant
improvement in the interview skills of the
participants due to such type of training program in
which participants were firstly informed about these
skills by handout with demonstration vedio tape
recording of real consultations. They were then
given opportunities to practice interviewing real
patient, followed by feedback and discussion with a
moior.”™*  Similar findings were also obtained by
Kendrick & Freeling (19937 and Armstrong et al,
(19799 when they used this type of training
program in the setiing of general practice. This
reflects the consistent finding in educational and
training literature that experiential / active learning
formats (group discussion, role play, practice and
feodback ctc.) arc the cffective leaming situation. ™
The results of this study also suggest that it is
effective and fruitful within the context of & busy
outpatient setting in rural community based hospitals
[ climics for the primary health care level doctors.

There was a strong approval for this training
program from the participating rural health care level
doctors. They considersd that this type of short
training course was very useful and effective fo
them. Since Bangladesh govermnment now urgently
searching the strategy to improve the communication
skills of the present and future doctors, this type of
short training program may be one of the best way 1o
develop communication skills of the present
doctors{already passed) . For the future doctors,
Bangladesh Medical & Dental Council already
incorporated the teaching of communication skills
through the department of Community Medicine in

BMC)January 2016/Volume 2 (1)



present undergraduate medical cumiculum, but
unfortunately it is not still implemented. there are so
many factors responsible for this sorry and
unfortunate situation. Important one of them may be
the bicengineering ideology in medical care. Much
of the registance to training in communication skills
seems to stem from the dominance of the
bicengineering ideology. This approach stresses the
present signs & symptoms, diagnosis and physical
intervention. This approach usually ignores patient's
emotion, satisfaction and compliance. It encourages
doctors to maintain a physician-centered patient
consultstion. ™ This ideology is firmly established in
medical practice in Bangladesh and adhered to by
the more powerful departments within medical
college. So, now it is nmecessary to motivate the
concerning stockholders specially medical teachers
specially of this particular powerful departments and
students to develop positive attitude regarding this.
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Tri-iodothyronine (T3), Thyroxine (T4), and Thyroid- Stimulating
Hormone (TSH) in preeclampsia and normal pregnancy
Nasrin Rahman®, Hasina Akhter*, Gopa Sarker®, Md. Anayet Ullah®

Abstract

Background: In most developing countries like Bangladesh, the incidence of precclampsia is much higher
in comparigon o the developed nations. More than 70% of the preeclamiic pregnant mothers have high
thyroid-stimulating hormone (TSH) concentration than that of the normal pregnant mothers. Objective: To
compare froc triiodothyronine (FT.), free thyroxine (FT,) and thyroid-stimulating hormone (TSH) status of
preeclamptic as compared 10 normal pregnant mothers. Methods: This was a cross-sectional comparative
study conducted et Department of Obstetrics and Gynecology, Rajshahi Medical College Hospital, Rajshahi,
Bangladesh. A total number of 134 pregnant women consisting of 66 preeclamptic (cases) and 68 normal
pregnant women (control) were enrolled in the study on the basis of some inclusion and exclusion criteria.
Data on back ground characteristics and biochemical parameters of the cases and contro]l were collected by
a preformed data collection sheet. Result: The mean ages of the cases and control group were 27.45+3.88
years (range 19-35 years) and 26.4554.16 years (range 19-35 yeams) respectively. The mean free
triiodothyronine (FT,) and free thyroxine (FT,) of the control group were 2.8940.20 pg/ml and 1.39:0.09
ng/d respectively, These mean thyroid hormones were slightly higher in preeclamtic group but within the
normal range and not statistically significant. The mean Thyroid Stimulating Hormone (TSH) in controf
group wes 1.80:0.08 pllVml. It wes 6.16+0.85 plll/ml in preeclamtic group, significantly(p<0.001) higher
than that of control group. Conclusion: A significantly higher scrum TSH level was observed in
preeclamptic ummdmmndwngnmmmhm B‘mthmwummgmﬁmdlﬁummmmﬁ
hypuihymﬂlilm may be associated with preeclamsia and may reflect the severity of precclampsie.

Key words: free triiodothyronine (FT,, free thyroxine (FT,) TSH, hypothyroidism, preeclampsia.

Introduction

In most developing countries like Bangladesh, due to
the lack of proper antematal checkup, poverty,
ignorance and poor education, the incidence of
precclampsia is much higher in comparison to the
developed nations.
Preeclampsia is a leading cause of maternal and
feotal morbidity and mortality throughout the world
and still is one of the most complex problems in
Obstetrics.! Preeclampsia is a multi-system disorder
in pregnancy of unknown eticlogy characterized by
development of hypertension to the extent of 140/90
mm Hg or more with proteinuria (greater than 0.3
gmfl in 24-hour urine collection or greater than 1
gm/l in & random sample) after the 20° week in a
previously pormotensive and  non-proteimric
woman. ** Edema has been abandoned as a
diagnostic crilerion because it occurs in more than
80% of normal pregnant women.*

During pregnancy women with preeclampsia are
more likely to develop subclinical hypothyroidism.*
Those who had precclampsia in their first pregnancy
were T0% more hkely to have high
thyroid-stimulating hormone (TSH) concentrations
years Iater than were women who had not had

BMCHJanuary 2016/Volume 2 (1)

preeclampsia. Those who had preeclampsia in two
pregnancies had a nearly six fold increased risk of
high TSH levels.®

Subclinical hypothyroidism is a laboratory
definition; & raised concentration of thyroid
stimulating hormone (TSH) yet a npormal
concentration of free thyroid hormone (FT, FT)
without specific symptoms of thyroid dysfunction.
Patients with subclinical hypothyroidism have an
mcreased nisk of progressing  to overt
hypothyroidism.” Measurement of serum TSH is
generally considered the best screeming test for
thyroid disease; increased values usually indicale
hypothyroidism, and decreased wvalues usually
indicate byperthyroidism. This test has proved to be
both sensitive and specific. Some patients who have
elevated serum TSH  levels, suggesting

hypothyroidism, but have normal levels of thyroid
hormone, whether measured as free T, or free T,

index' Elevated maternal thyroid-stimulating
hormone (TSH) has been associated with adverse
maternal and fetal effects, which may justify
screening for thyroid function during pregnancy.”

Untreated or inadequately treated hypothyroidism in

Original Article
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preeclampsia has been associated with adverse
health outcomes for both mother and child like
maternal esnaemias, congestive heart failure,
abruption placenta, preterm delivery, post-partum
haemorrhage, maternal death, pre mature birth, low
chological development in children. Thyroxin
replacement therapy substantially reduces the
associated morbidity and improves the quality of
hife. Identification of hypothyroidism i
preeclampsia might be of help in preventing the
eccurrence of preeclampsia.’

This study will be carried out to facilitate a better
understanding to evaluate an association between
preeclampsia and hypothyroidism. So, assessment of
thyroid function in preeclamptic women will help to
prevent maternal and perinatal morbidity and
mortality.

JH

Methods

conducted &t Department of Obstetrics and
Gynecology, Rajshahi Medical College Hospital,
Rajshahi, Bangladesh. A total number of 134
pregnant women consisting of 66 preeclamptic
(cases) and 68 normal pregnant women (control)
were enrolled in the study. The inclusion criteria of
the cases (preeclamptic women) were all
consecutively diagnosed cases of presclampsia
(blood pressure =140/90mmHg taken on two
occasions at 6 hours apart and urinary protein of 0.3
gm/] ar more) with gestational age 20 -40 weeks,
singleton pregnancy and no history of thyroid
discase bofore and through pregnancy. The inclusion
criteria of the controls were healthy pregnant mother
(normotensive and urinary profein nil/ trace) with
gestational age 20 -40 weeks, singleton pregnancy
and no history of thyroid disease before and through
pregnancy. The patients with the history of
hypertension, renal disorders, cardic wvascular
discases, any metabolic disorder before or during the
pregnancy, and history of intake of any medication
such as levothyroxine that may affect on thyroid
function were excluded from the study, Written
mformed consent was obtamed from all patients
participating in the study and they were assured
sbout the privacy of the data. The study was
approved by the Ethical Review Committes of

Preeclampsia was defined as mild when blood

pressure (BP) = 140/90 mmHg but <160/110 mmHg
on two more occasions at least 6-h apan with
proteimuria of 1* on dipstick reagent strip, and as
severe when BP >160/110 mmHg with proteinuna
of 2* or more on reagent strip. BP was measured with
the patient in lying position kecping cuff of
sphygmomanometer at the level of heart. When DBP
was found to be more than 90 mmHg, it was
confirmed on two occasions at least 6 hours apart.

After hospitalization, under full aseptic precaution 5
ml of venous blood was drawn from each women
(cases and controls), after the diagnosis was made
before the initiation of the antihypertensive
ireatment. The collected blood was then allowed o
stand for about 30 mimutes to clot. After 30 minutes
the clot was separated from the test tube by 8 wooden
stick and was centrifuged at 2000 rpm for 5 minutes.
The separated seram was carefully drawn by
micropipette  and should be stored in
micro-centrifuged tube at -35°C until the analysis
thyroxine (FT,) and Thyroid Stimulating Hormone
(TSH) were estimated by FT, ELISA (Tictz 1976),
FT, ELISA (Tietz 1976) and TSH ELISA (Engall
1980) method. Random urine sample was collected
in & clean test tube and assayed for presence of

protein by dipstick reagent strip (Hallak 1999),

The statistical analysis was performed using SPSS,
version 16. For evaluating two groups, chi-square
and Independent sample ‘i-test’ were used. p=0.05
was considered statistically significant.

Resulis

A total of 134 pregnant women participated in the
study. Among them 66 were preeclamibic (cases) and
68 were healthy pregnant women{controls). The
mean ages of the cases and control group were
27454388 vyeamrs (ramge 19-35 years) and
26.4544.16 years (range 19-35 years) respectively.
The mean gestational ages of the cases and controls
were 3060289 weeks and 30.69:3.41 week
rerspectively. In cases, 42 (63 .6 %) women were
nullipara and 24 (36.4%) were multipara, On the
contrary in control group, 43 (63.2%) women were
mullipara and 25 (36.8%) were multipara. There was
no sipnificant association of parity between the
EToups. There was no significant difference
between both the groups in regards o their age,
parity and gestational age (Table 1).

BMCJ/January 2016/Volume 2 (1)



Table 1. Background characteristics of case and
control groups.
Comtrols we
Character sk :-c:-n “ml, vaine | FVINe
Mran S0
N (%) W%

AptOmng | ITASSE | 64348 | 088 ™

H;- I060:280 | MES=3AL | osm -
Parity

[ Wallipars A7 (63 6%) | A3 (Aaov | oox ™
[ Sfmitipars 3 (A | 29 PhEw |

The mean free triodothyronine (FT3) and free
thyroxine (FT4) of the control group were 2.89+0.20
pg/ml and 1.39:0.09 ng/d respectively. These mean
thyroid hormones were slightly higher in preeclamtic
group but within the normal range and not
statistically significant.  The mean Thyroid
Stmulating Hormone (TSH) in control group was
180008 plUiml. it was 6162085 pllf/ml in
preeclamtic group, significantly(p<0.001) higher
then that of control group (Table 2),

Table 2. Serum FT,, FT, and TSH of the study
subjects

Coatraols
Hormones {E:"'] == (n=6E) t P
Moun 45Dy | Moo 48D/
N (%) %)
FT,(pg/ml) | 3214038 | 2894020 | 109 | ms
FT, (ngfdl) LA5L&020 1 3820089 155 ns
TEH (piliml) | 616085 | 200,08 677 | <000l

Results gre exprexved gr mean L80; = ot significons; Siatistical
differeace was colewaied uring Studear’r unpatred 1" sl

The mean FT3 snd FT4 in mild PE group were
3.5540.21 pg/ml and 1860.12 ng/dl respectively,
which were significantly lower in severe PE. The
mean TSH in mild PE group was 5.4320.55 plU/ml,
It was slightly higher in severe PE but was not
statistically significant (Table 3).

3. Serurn FT3, FT4 and TSH in PE group on the basis
of blood pressure.

Ml PE (Sumple | Severe PE (Suple | ,
group) fu=34) Frvop) in31)

| FT, (pprd) 135803 TR0 07 LR T

T, (npidl) 1.8650,13 134008 135 | 00 |

TSH (iUfmi) || 3432053 [T I

Severe PE (DBP =110 mmlg); Revulty are expressed ax mean =
S0 memumber of mubjects; my mol significant; Swatsbical
difference wat caleulated uving Shudent s unpoired 1 test
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Discussion

The physiological changes in the thyrod gland
during pregnancy are well understood but only a few
roports provide information about thyroid function in
complicated pregnancics. Precclampsia is a scrious
complication of pregnancy with unknown ctiology
that may occur at any stape of sccond or third
trimester, ™! Data on the level of thyroid hormones
in Preeclampsia are stll scanty and controversial,

A prospective study was conducted by Qublan et al.
{2003)" o determine the thyroid function in 27
severe preeclampsia and 26 healthy normotensive
controls, Both the groups were matched according to
gestational age. They found a statistically significant
increase in terms of systolic blood pressure, diastolic
Hmdmwmhnthmmmmﬁmnhmm
in the levels of free triiodothyronine (FT,), free
thyroxine (FT,) and thyroid stimulating hormone
(TSH)} between the two study groups. They
concluded that the thyroid function is not altered in
preeclampsia, Their finding was in accordance with
the current sindy by Khadem et al.(2012}).'

Basbug et al. (1999) conducted the study on 37
proteinuric preeclamptic and 20 normotensive
pregnant women to measure thyroid hormones, TSH
and endothelinn A mignificant decrease in
concentrations of total thyroxine (TT,), total
triiodothyronine (TT,), free thyroxine (FT,) and free
triiodothyronine (FT,) and a significant increase
{(p<0.01) in thyroid stimulating hormone (TSH) were
observed in preeclamptic group as compared with
the normotensive group. The authors believed that
changes in thyroid funcltion during pregnancy are
accounted for by high levels of circulating estrogen
but the mechanism of hypothyrmdism in
preeclamptic women has not been identified. Lao et
al. (1990)" measured plasma concentrations of total
thyroxine (TT,) and free thyroxine (FT,), total
trilodothyronine (TT,) and free triiodothyromine
{ﬂg,ﬂwﬁdnmm:hng hormone (TSH), plasma
albumin and urate in 39 proteinuric preeclamptic

patients presenting before labor. Preeclamptic
patients had significantly lower FT, and higher TSH
concentrations compared with \rllu.ﬁ- in third
trimester normotensive pregnancies. The results
suggested that mild biochemical hypothyroidism
may be found in preeclampsia and the concentrations
of TT,, TT,, FT, and TSH may reflect the severity of
prmlmnm

In this study, the mean TSH value was found to be
significantly raised in preeclamptic patienis as
compared 1o comparison group, Mean serum Free
Trilodothyronine (FT,) and free Thyroxine (FT,) in
preeclamitic group were remain within normal limit
and were not significantly differ than the control
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group. It  sogpests that the subclinical
hypothyroidism of the pregnamt mother may be
associated with the development of preeclampsia.
In a study, Kumar et al. (2005)"* observed that mean
scrum TSH levels were significantly increased
without concomitant changes in free T3 and T4 in
i, Free thyroxine (FT,) and frec
triiodothyronine (FT,) were within normal limits in
presclamptic end normotensive groups. They also
suggesied that the ebnormal TSH titers might be
associated with the rsk for manifestation of
preeclampsia. However, it needs a further study to
investigate the causal relationship of subclinical
hypothyroidism to develop preeclampsia.
Several studies showed a relation betweoen the level
ufﬁmdhmmumddnﬂwmtmdmty
of preeclampsia. AiT]:lmgh pregnancy is usually
associated  with hyperthyroxinemia,
preeclamplic  women h-l'l"l: high incidence of
hypothyroidism that mey correlate with the severity
of Preeclamsia "' Moderate decrease in thyroid
hormones with concomitant increases in TSH levels
in maternal serum correlated with severity of
precclampaia. Patients with severe precclampsia
showed significantly lower levels of free T, and
freeT, with higher levels of TSH ]-:muis in
mmpum-ﬂthamﬂdmuﬂhmummlu
of thyroid function lests induced by preeclampsia
might be consequences of the dysfunction in the
hypothalamic-pitwitary-thyroid axis, secondary to
the disease itzelf** The findings of the present
study was in accordance with these studies,
The resulis of this study have certain implication in
clinical practice. Routine estimation of thyroid
hormones and TSH in antenatal care of & pregnant
mother might be the basis of risk assessment and as
well as the hormones replacement therapy io prevent
the preeclampsia as well as to prevent maternal and
perinatal  morbidity and mortality dus o
precclampsia.
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Prevalence, treatment and control of hypertension among the elderly
people in a rural community of Bangladesh
Md. Rafiqual Alam, Md. Anayet Ullah, ABM Selimuzzaman, Md. Kabiul Hasan, Md. Minarul Islam

Abstract

Background: Hypertension is a worldwide challenge, The prevalence of hypertension among the adult { =
15 years) and the elderly people (=60 years ) in Bangladesh are 13.5% and 65% respectively. Objective:
To measure the prevalence of hypertension and its associated factors among the people over 50 years in a
rural community of Puthia Upazila, Rajshahi. Methods: This was a cross-sectional descriptive type of study
conducted among the rural people over fifty years in different villages of Puthia Upazila, Rajshahi,
Bangladesh. Total 412 participants over 50 years were included in this study. Data were collected with the
help of semi-structured interview schedule by face to face interview. Blood pressure of the respondents were
measured by sphygmomanometer und stethoscope. Data were analyzed in computer using SPSS program.
Association between variables were conducted applying Chi-square. Multiple logistic regression analysis was
used to identify the risk factors of hypertension. Results: The prevalence of hypertension among the people
over 50 years in the rural community was 44.4%, among them, more than 43% did not received treatment.
Only 15.3% of the hypertensive patients controlled their blood pressure. Female, lower monthly family
income and disbetes mellitus were identified as important risk factors of hypertension. Conclusion:
Country-specific guidelines of hypertension based on local competing health care priorities and economic
realities is needed to formulated in Bangladesh. Opportunistic screening at individual level during routine
visits in different health care centers in order to identifying patients at high risk of cardiovascular discases

should be encourage in Bangladesh.

Key wards: hypertension, risk factors, Bangladesh

Introduction

Although blood pressure is easily measurable it
has taken seversl decades to realize that
hypertension is & frequent world wide health
disorder.! Hyperiension is a worldwide challenge
because of its high prevalence in the aduli
population and the concomitant increase in risk of
stroke, myocardial infarction (MI), comgestive
heart disease (CHD), sudden cardiac death,
peripheral vascular, cerebrovascular and end-stage
renal disease ** The prevalence of hypertension is
showing an upward trend in most countries.* Near
the beginning of the twenty-first century, It is
estimated that nearly ome billion people are
affected by hypertension worldwide, and this
figure is predicted to increase to 1.5 billion by
20257 Several community-based investigations
have served to emphasize that hypertension is
repidly emerging as a major public health problem
also in developing countries. The prevalence of
hypertension among the elderly people (=60 years
)} in Bangladesh and india s 65%.% A
meta-analysis, covering studies between 1995 and
2009 on the prevalence of hypertension, reported a
prevalence of 13.5% in the adult { 215 years)
population of Bangladesh *

BMCHJanuary 2016/Volume 2 (1)

Risk factors for hypertension include older age,
fernale gender, smoking, alcohol consumption,
unemployment, low education level, stress, family
history, insufficient physical activities, bad dietary
habits, obesity, presence of high systolic {and
sometimes diastolic) blood pressure (BP), elevated
total (and sometimes LDL) cholesterol, and
diabetes mellitus (DM)*" The main factors
responsible for this rising trend are changing life
styles, obesity, and behaviour pattern of people
etc.*

However, only a few of these studies included
elderly people, and fewer still have focused
exclusively on this segment of the population. The
objectives of the present investigation were fo
evaluate the prevalence, treatment and control of
hypertension among clderly individuals living in
the community in selected regions of rural
Rajshahi. We also examined the impact of
socio-demographic characteristics and known risk
factors for high blood pressure on the prevalence
in the elderly population.

Methods
This was & cross sectional type of descriptive study
carricd out in the different villages of Puthia
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Upazila of Rajshahi District with a view to find out
the prevalence of hypertension and to identify the
associated factors of hypentension among the
people above 50 years in & rural community. All
people above 50 years residing in different villages
of Puthia Upazila constituted the study population.
Total 410 people were selected as sample umnit
purposively. Data were collected by 4th year
medical students of Barind Medical College with
the help of a pretested semi structured interview
schedule by face to face interview, Blood pressure of
the respondents were measured by
schedule was designed to record the
socio-demographic  characteristics, physical
activities, smoking habits and history of Diabetes
mellitus. Obtaining informed consent of the
respondents and maintaining all confidentiality
and privacy, the students conducted an interview
session and data were mecorded in  the
questionnaire, The blood pressure of the
respondents were measured during the course of
the interview. Blood pressure measurements were
obtained after the subject had rested for at least §
min in a seating position. The hypertension status
and blood pressure distribution of the study sample
by WHO-International Society of Hypertension
(WHO-ISH)" and the US Sixth Joint National
Committee on Detection, FEvaluation and
Treatment of Hyperiension (INC-VI)."?
Hypertension was defined as either an SBP = 140
mm Hg, andor a DBP > %0mmHg, and/or
treatment with antihypertensive medication.''?
Data were entered in the computer and processed
techniques involving frequency  distribution,
computation of percentage, mean, SD elc. were
applied . However, association betwesn variables
were conducted applying Chi-square, Multiple
logistic regression analysis was used to identify the
risk factors of hypertension,

Results

Of the total 412 respondents, 251 (60.2%) were
male and the rest 163 (39.8%) were female. More
than 65% of the respondents were in the age group
of 51 1o 60 years, educated only up to Class V,
baving monthly family income Tk.10000.00 or
less and leaded sedentary life style. More than 31%
of the respondents were smoker. Sixteen percent of

the respondents having dizbetes mellitus {Table 1).

Table 1 Socio-demographic and clinical
characteristics of the sudy subjects. N=412
Characterigtics Number
N (%)
Age of the patients
51 — 60 wvears 293 (71.1)
61— 70 years 83 (20.2)
=70} years 36 (8.7)
Gender
Male 251 (60.9)
Female 161 (39.1)
Educational Status
Up 1o Class V 279 (67.7)
Class VI — X1 107 (26.0)
=Class XII 26 (6.3)
Monthly family income
Up to Tk, 10000/~ 325(78.9)
Above Ti. 10000/- 87 (21.1)
Life style
Sedentary 270 (65.5)
Active 142 (34.5)
Smoking
Smoker 129 (31.3)
Non smoker 283 (68.7)
Diabetes mellitus
66 (16.0)
346 (84.0)

Figune |. Hiood pressare siatas of the study subjecs

A total of 412 adult rural people, 183 (44.4%) were
hypertensive (2140/90 mmHg) , 156 (37.9%) were
pre-hypertensive (120-139/80-89 mmHg) and the
rest only 73(17.7%) were normotensive (<120/80
mmHg). Out of 183 hypertensive patients, 104
(56.8%) were received treatment and the rest 79
(43.2%) were not reccived treatment. Only 28
(15.3%) hypertensive people controlled their BP,
100 (54.6%) people had BP at the Stage |
(140-159/90-99 mmHg) and the rest 55 (30.1%)
people had BP at the stage 2 (>160/100 mmHg )
(Figure 1).
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Table 2. Factors associated with hypertension. Table 3. Multiple logistic regression analysis:
n=4 Risk factors of hyperiension.
Focis Blond preseae s poke Adjusted odds
:ﬂm ?m Variables ratio p-value
B NN [95% confidence
At e interval (CD)]
51-6) years (328 ) BE | 1seen = -
bl mah o b L N T Male (v=251)° 1.00
290 e ) ol U oo Female (o=161) 1.61(1.05 - 2.44)
Gender Educational status 0202
Male (=251} 143504 100 [40.6) i Up to Class V (p=279)" 1.00
Female (n=161) 0w | 81303 Class V1 XI1 (=107) A 09-230)
Eooviand B >Class XII (=26) 1.81 (0.72—4.57)
Upto Clam V (2-275) e | 1EHs il vl Yo
CuaVi-XT0rtn | D05 | WSS ey Up to Tk 10000/- (0=325)" 100
m‘ﬂi ol L Above Ti. 10000/~ (a=87) 1.82(1.07-3.10)
. diabetes 0ms
Upto Tk 10000 (e=325) | IM4¢97) | 131 (403) oy
2.00] mellitus
Abowe T 10000-8T) | 35807 | 2(9E) — T T
Life e Presen —
Absent (a=346 100
Sy 7016680 |06 | —
Active (n=142) Hi552) §8 (40.8)
Smoking Discussion
Smaler {1 = 129) TH{ELY 5058 -~ Hypertension iaawﬁld;id: ;&ﬁm huc:_u.m: u_tl‘_::ts
Non soker (= 263) s | 133400 high 1’”"‘;{"“ " Emﬁ;
Histary of dizbetes mellitus 50 years in low and middle-income countries ranged
| ——] 7 {zd) I8 (576) III‘J" from 32% 1o 78%." Hypertension is a major public
health problem in the Indian subcontinent including
Absent (33146) W81 | M5 :
o i Bangladesh as well. The prevalence of hypertension

The prevalence of hypertension was significantly
higher among females, the people baving higher
educational and economical status, and diabetes
people (Table 2). Age, life style and smoking
habit of the study subjects were not significantly
associated with hypertension. Diabetes mellitus
was identified as the most important risk factor of
hypertension. Diabetes people had a 1.84(95% CI
1.07 3.17) times greater chance to have
hypertension than the patients without diabetes.
Other risk factors of hypertension identified in this
study were lower monthly family income{RR:1.82
(95% CI 1.07 - 3.1), }and femsale {RR:1.61(95%
CI 1.05 - 2.44)}. Lower educational status was not
identified as a significant risk factor of
hypertension (Table 3).12

BMC/January 2016/Volume 2 (1)

among the clderly people (=60 years ) in Bangladesh
and India is 65%.F In a recent among the
elderly people in the Matlab Health and
Demographic Surveillance Area, prevalence of
hypertension was 50% among the elderly people but
caly 26% had control of their blood pressure. The
present study findings consistent with these findings
and also sugpest that hypertension is a striking
health problem among the elderty population in
rural Bangladesh.

Only 63.8% of the hypertensive patients in this study
adhere to antihypertensive treatment. In developed
countries, adherence among patients suffering from
non-commumnicable diseases averages 50%." In the
United States, 65% of hypertensive individuals
received treatment’ In Indien subcontinent and
China, only 40% and 43% of patients with
hypertension adhere to their antihyperiensive
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medication regimen, respectively.™” In developing
countries, the magnitude of poor adherence is
assumed to be higher given the scarcity of health
resources and difficulties in access to health care,”®
Comparing the adherence 10 treatment of
hypertension between the developed and developing
countries suggests that the magnitude of the poor
adherence in rural Bangladesh is not only due to the
scarcity of health resources and difficultics in access
to health care, but also some other factors, it is
needed to investigate.

In this study, prevalence of hypertension was higher
for women than for men. It may be due to the
menopause,® The consisiency of this fnding is &
odds with other stadies which show varied gender
effects. 2! This study suggested that Prevalence of
hyperterwion  increased with age in the rural
community of Bangladesh. This is in keeping with
the findings of the other studies in Bangladesh and
other countries #%2 The association of higher
odds of hypertension is in contrast to findings from
developed countrics, where risk factors for
cardiovascular diseases, including hypertension, are
more pronounced among the less educsied and
economically weak groups, ™ But it was inverse in
developed countries, when cardiovascular diseases
emerged as the modem epidemic &l the beginning of
twentieth century. It was the discase of the higher
social classes in the most affluent societies in the
carly stages of cpidemiological transition. This
pattern reversed in the later siages of epidemialogical
transition, with the burden of chronic disease
(including hypertension) and risk factors shifting to
the lower social classes (less educated and
economically poorer groups) ™ However, it is
important to note that the communities surveyed in
this study are at an carly stage of epidemiological
transition. That is why the present study findings is
inversed with that of the developed countries. In this
study there was no difference between regular
physical activity and hypertension although the
positive effoct of physical training in both primary
and secondary prevention of hypertension has been
confirmed ® Thus, further studies are required. This
study did not reveal any difference of hypertension
between  cigarette smokers and  cigarette
non-smokers. This result is not consistent with that
of other researches, i.e. smokers have a significantly
higher BP than non-smokers #** It may be due to the
effect of non cigarette tobacco used. In rural
Bangladesh, there are 5o many cigarette non-smoker
used other form of tobacco rather than cigarate. The

association of hypertension with diabetes mellitus
has been reported previously on pumerous
occasions.’™ The present swudy also agreed with
these.

The results of this study have certain public health
implications. The present study findings suggest,
the problem of hypertension among the elderly
people poses o major cconomic challenge 1o health
care systems in rural Bangladesh. The different
guidelines have recommended different spproaches
towards the cost of treating hypertension, all with
good reason. While Cenadian hypertension
treatment guidelines specifically exclude economic
congiderations.” US and WHO guidelines lay the
onus for cost considerations on the individual
treating physician.'*? The British Hypertension
Socicty guidelines relate the risk level at which
treatment is recommended to the availability of
resources.™ We believe it to be crucial that health
planners, clinicians, community representatives, and
public health practitioners in developing countries
formulate country-specific guidelines based on local
competing health carc prioritics and cconomic
realitics. These regional guidelines should identify
realistic goals, such as the thresholds for treatment,
the “‘desirable’” level of blood pressure control, the
“‘affordable’” degres of hypertension comtrol, the
“‘acceptable’” extent of hypertension control (based
on & balance between aspiration for the ideal and
what is fessible and achievable), and the likely
strategies for achieving fhese targets, While
controversy has raised aver the dangers of applying
economic considerations in the manapement of
hypertension and the need for social justice and
cquity, we agree with Swales that the treatment of
the hypertensive patient has to take place in the real
waorld of constrained health care systems™
Consequently, it is important to assess the resources
gvailable for detecting and treating hypertension in
the rural Bangladesh, given that nearly two-thirds of
elderly individuals have clevated blood pressure
levels. While mass screening of the elderly
population is neither feasible nor sustainable, the
cxistence of a nationwide infrastructure of
community health centres offers a unique possibility
in the rural Bangladesh. Al present, thess health
centery focus on communicable diseases and family
planning programs but they could also be used to
promole "opportunistic screening’’ during routine
visits in order to identifying patients at high risk of
cardiovascular diseases. The development of
affordable scresning programs should be
accompanicd by an cvaluation of the ecfficacy,
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accepiability and affordability of low cost treatment
regimens. At the individual level, it is important to
target for treatment individuals with an increased
absohute risk of cardiovascular disease''. Th
individual level strategies must be combined with
population level efforts directed at reducing the
average blood pressure of the population (primary
prevention of hypertension).
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Hypothyroidism and hyperprolactinemia in infertility:
Bangladesh perspective
Gopa Sarker*, Hasina Akhter*, Nahid Yusuf®, Nasrin Rahman*, Md. Kabiruzzaman®

Abstract
Background: Infertility is the high::l in Bangladesh among all South Asian countries. Hypothyroidism
specially subclinical hypothyroidism is a prevailing cause of infertility and habitusl abortion Objective: To
Mmmmnfmmmmmumwwmﬁwmu
in infertility. Methods: This was a cross-sectional tive type of study conducted
uﬂbmum&ﬁymnhmvmuhmm Department (OPD) of Rajshahi Medical College Hospital
(RMCHL Bmglndr::h The mnphﬂzcwﬂ-i Dmmnnmmofmhthty, clinical presentations and
Ts.mmm{mymmmmmmummmmmmm(ms}
Rajshahi, Bangladesh. Pearson’s chi-square and student’s 't’ test were applied to determine differences in
proportions and means respectively. Results: Prevalence of clinical hypothyroidism, subclinical
mm}mdummmmm 10.6%, 29.8% and 22.3% respectively in study subjects.
Prevalence of and hyperprolactinemia were significantly higher in primary than in
secondary infertility. Prevalence of subclinical hypothyroidism was 37.7% in primary and 15.2% in
secondary infertility. Prevalence of hyperprolactiinemis was 27.9% in primary and 12.1% in secondary
infertility, The mean TSH and Prolactin values in primary infertile women (3.14+2.21 mIU/L and 507206
milU/L ) were significantly higher than those of secondary infertile women (1.35+1.87 mIU/L and 4224136
mil/L ). There was no correlation between TSH and prolactin Jevels in both primary mdmmd.ary
infertility. Conclusion: Hypothyroidism specially subclinical hypothyroidism and
important health disorders in Bangladeshi infertile women, Fmﬁfimummdudlnclmfytlwu:nhgy

of the hypothyroidism and hyperprolactinemia for better management of mfertility cases.
Key words: infertility, hypothyroidism, hyperprolactinemiz, Bangladesh .

Introduction

Infertility is not & physically debilitating discase.
However, the desire 1o have a child is the strongest
that people experience, and no wonder that infertility in
is ranked among life's greatest stresses, similar in
intensity of having a life threatening illness.’
Infertility affects at least 12% of couples
worldwide.? It is 10 — 15% in Western countries.”
Infertility rate as approximately 15% in Bangladesh,
which iz the highest among all South Asian
countries.*

Prevalence of hypothyroidism in the reproductive
age group is 2-4% and has been shown to be the
cause of infertility mnd habitusl abortion®”
Hypothyroidism can be easily detected by assessing
thyroid stimulating hormone (TSH) levels in the
blood. A slight increase in TSH levels with normal
trijodothyroxine (T3) and thyroxine (T4), indicates
subclinical hypothyroidism whereas high TSH level
wmwle]mT_lm!sﬂmm
clinical hypothyroidism * Subclinical
hypothyroidism i5s more common. [t can causc
anovulation directly or by causing elevation in PRL.,
It is extremely important to diagnose and treat the
subelinical hypothyroidism for pregnancy and to
maintain it unless there gre other independent risk

BMCHJanuary 2016/Volume 2 (1)

factors. Many infertile women with hypothyroidism
had associated hyperprolactinemia due to increased
pmd!.mhnn of thyrotropin releasing hormone (TRH)

ovulatory  dysfunction™"  Traditionally,
measurements of prolactin and thyroid stimulating
hormone have been considered important
components of the evaluation of women presenting
with infertility.” Hypothyroidism in females,
maternal  hypothyroudism  and  sub-clinical
hypothyroidism, have all came under a lot of
discussion recently.?

Due to the lack of infertility data of women with
hypothyroidism in Bangladesh, it is intended to find
out the prevalence of hypothyroidism upmnliy
subclinical  hypothyroidism as  well
hyperprolectinemia and comrelation between TSH
and prolactin levels both in primary and secondary
infertility.

Methods

This was a cross-sectional descriptive type of study
conducted at Obstetrics & Gynaecology Out Patient
Department (OPD) of Rajshahi Medical College
Hospital (RMCH), Bangladesh, All the infertile
women attending at the OPD of RMCH for seeking
fertility treatment constitute the study population. A

Original Article

Cite fiis me: HMCT 20016,
ik 1922

19



20

total of 94 infertile women attended at the OPD were
included in this study. The women who were with
liver, renal or cardiac discases; those already on
treatment for thyroid disorders or
hyperprolactinemia; or whose male partner
identified as infertile were excluded from the study.
Before selecting the women, informed written
consent was taken from each of them.

Data were collected by a preformed Data Collection
Sheet (DCS). The DCS was designed to record the
nature of inferility, clinical presentations and
recorded from the patients’ treatment slips,
investigation reports, interview with the patients and
consultation with the concerned doctors when
necessities. Serum hormone sssay TSH, T3, T4, and
profactin (PRL) were done in Instittute of Nuclear
Medicine and Allied Sciences (INMAS), Rajshahi,
Bangladesh. Normal TSH and PRL levels were
0.3-3.0 mIU/L { as per American Association of
Clinical Endocrinclogists)® and < 460 mIU/L"
respectively.  Therefore, hypothyroidism  was
congidered at TSH levels of > 3 mIU/L and
hyperprolactinemia at FRL levels of >460 mIU/L.
Depending upon the T3 & T4 levels, hypothyroid
infertile women were further subdivided into ¢linical
hypothyroidism was considered at TSH levels of > 3
miLYL with decreased serum T3 (<1.1 nmol/L) and
T4 (<54.0 nmol/L) levels than normal. Subclinical
hypothyroidism was considered at TSH levels of
>3ImIU/L with normal serum T3 (1.1-2.7 nmol/L)
and T4 (54.0-173.0 araol/L) levels.

findings except body mass index 25 or more were
significantly lower than those of primary infertile
women (Table 1),

Table 1. Chnical findings of women with primary

Clinical Tindings Tnfartlizy Povalue
Primary | Secondary
Nefl | N=33
Trregular mensmeation | 47.5% () | 213% (1) | 0015
Hirvutism 8% (1) | 121% ) | 0.000
Polycystic Ovary (POD) | S25%(32) | 12.1% @) | 0.000
Body Mass Index TELES) |G |0
25 or sbove @1y

A total of 94 infertile women, 10{10.6%) were
clinical hypothyroid, 28 (29.8%) were subclinical
hypothyroid and the rest 56 (59.6%) were euthyroid
women. MNome of the infertile women was
hyperthyroid. Prevalence of clinical hypothyroidism
was 14 8% in primary infertily and it was only 3.0%
in secondary infertility. Prevalence of subclinical
hypothyroidism was 37.7% in primary infertile
women, It was 15.2% in secondary infertile women,
Prevalence of hyperprolactiinemia was 27.9% in
primary and 12.1% in secondary infertile, and over
all prevalence was 22.3% (Table 2).

Table 2. Serum thyroid stimulating hormone and
Prolactin levels in primary and secondary infertility,

: : Formanes Slatas Type of fertlity Tol | PVale
Chi-square test was applied to find out Primary | Secondary | N(%)
the association between nature of NOE) | Nw)
infertility and patients’ clinical TS (L) | Cimeal 9(148) 100 | 10(106) | 1064, p=005
hyperprolactinemia. Student’s t test Subiincal B |15y | BE
was gpplied to observe any significant bypotinyreidism
difference of mean TSH and Prolactin Futhyroidism 115 DY | S8
values between primary  and Toml GLGT | 33050 | 41000
secondary infertile women,
Correlation between serum TSH and | Projsctin Hyperprolactionmia | 1727.9)  [4012.0) | 21(223) | 30650065
Prolactin level in both primary and | (miliT) Normal 471 |29 | B
secondary infertility was calculated. Total Ni%) 61(649) [33(50) |94 (1000}

Results
A total of 94 women with primary (op=61) and

secondary (n~33) infertility were included in this
study. Out of 61 i infertile women,
29(47.5%), 31(50.8%), 32 (52.5%) and 45 (73 .8%)
women had imegular menstrual cycle, hirsutism,
polycystic ovary and body mass index 25 or more.
Among the secondary infertile women these clinical

The mean TSH valuc in primary infertile women
(3.1442.2]1 mIU/L) was significantly higher than that
of secondary infertile women (1.3541.87 mIU/L)
The mean Prolactin value in primary infertile
women (507206 mIU/L) was too significantly
higher than that of secondary infertile women
(422136 miWL) (Table 3). There was no
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correlation between TSH and prolactin levels in both
Table 3. Serum TSH and prolactien level in primary

and secondary infertile women.
Type of | TSH level Prolactin level
infestility mean=SD mIU/L | means5D miLiL
Primary 3142221 507206
secondary 1.35+] 87 4222136
P-value 0.000 0019
Discussion

The prevalence of hypothyroidism, specially
population was much higher than (those previously
reported in Bangladesh ) that reported by Akter et
al™ in Mymensingh, Bangladesh . They were
reported  that  prevalence of  sub-clinical
hypothyroidism was 6.5% in primary and 15% in
secondary imfertility. The higher prevalence of
hypothyroidism reported in this present study may
be due to use of narrow reference range of TSH
which is recently recommended by American
Association of Clinical Endocrinologists.” But the
present study findings and the previous report of
Alter et al" sugpested that hypothyroidism,
specially subelinical hypothyroidism in infertility is
a major health problem in Bangladesh like other
countries of the world."*" In the present study, the
prevalence of hyperprolactinernia was 22.3%, which
is much lower (37.5%) than in Mymensingh,
Bangladesh', but similar with the findings in North
India (18.3%). The prevalence of
hyperprolactinemia was higher in Iraq (60%)" and
in Hydersbad, India (41%)" as compared to the
present study in MNorthern part of Bangladesh.
Hyperprolactinemis may result from stress, and the
variable prevalence may be due to the different stress
levels in different areas.

In this study, prevalence of hypothyroidism both
clinical and subclinical was significantly higher
(P=0.005) in primary infertility than in secondary
infertility and mean serum TSH in primary infertility
(3.1442.21 mIU/L) was also comparatively higher
then in secondary infertility growp (1.35+1.87
mlU/L). As Northem part of Bangladesh is an
indine-deficient zone, this may be one of the reasons
for the higher prevalence of hypothyroidism in
primary infertility. But it is not consistent with a
previous study by Akter et al” Akter et al”
reported higher prevalence of hypothyroidism in
secondary than primary infertility. They suggested
that the higher prevalence of hypothyroidism in
secondary infertility due to antibody reaction. They
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considered the sequel of previous autoimmune
thyroid diseases (AITD) which caused the thyroid
function lo worsen afler the first conception leading
secondary infertility . Although they did not evaluate
thyroid antibodies in their study.

Hypothyroidism s associsted with increased
production of thyrotropin-releasing hormone (TRH),
which stimulates pituitary 1o secrete TSH and PRL
release 22 So the higher prevalence of
hyperprolactinemia and higher mean serum prolactin
in primary than secondary infertility found in this
present study may be explained by this phenomenon.
A significantly higher prevalence of aligomenorrhe,
hirsutism, polycystic ovaries and body Mass Index
25 or above reflected the higher prevalence of
hypothyroidism / high TSH level and
hyperprolactinemia /high PRL level in primary than
secondary infertility alse consistent with this
phenomenon, In:shdybyﬂmﬂll“ TSH and
prolactin were positively correlated in women
undergoing In Vitro Fertilization(IVF). In this study,
no correlation was observed between TSH and PRL
levels in primary or secondary infertility.

This study has some limitations, The sample size
was small. Identification of clinical and subclinical
hypothyroidism was done on the basis of
biochemical (TSH,T3 and T4) amalysis, clinical
findings of hypothyroidism were not considered.

The findings of this study have some implications for
further vesearch on  hypothyroidism  and
byperprolactinemia in infertility in Bangladesh.
Further studies are recommended with a large
sample size and long follow-up to validate the
wariation in TSH and prolactin levels in primary and
secondary infertulity and to clarify the etiology of the
hypothyroidism and hyperprolactinemia for better

Conclusion

hypothyroidism and hyperprolactinemia  are
important health disorders in Bangladeshi infertile
wormen. Further stodies are needed to clarify the
ctiology of the  hypothyroidism  and
hyperprolactinemia for better management of
infertility cases.
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Curriculum for Undergraduate Medical Education in Bangladesh 2012:

Reflection of Teachers’ & Students’ Expectation
Md. Anayet Ullab®, A BM.Selimuzzaman®, Md. Jawadul Hague®, Gopal Chandra Sarker®, M. Monsur Rahman*

Abstract

Background: Medical education is a dynamic and continuous process. Curriculum for under-graduate
medical education in Bangladesh has updated in 2012, Before 2012 it was updated in 2002, Objective: To
explore the students® and teachers’ feedback on the structure and contents of the undergraduate MBRS
curriculum 2002 and reflection of their expectation in latest update, undergraduate MBBS curriculum 2012,
Methods: A total of 845 students and 171 teachers of Rajshahi Medical College and Islamic Bank Medical
College, Rajshahi, Bangladesh participated in this study. Students’ and teachers’ perceptions and
suggestions regarding the undergraduate MBBS curriculum 2002 were measured in 2009 before update it by
a pretested self-administered questionnaire. Data were analyzed by SPSS for windows. Descriptive analytical
techniques imveolving frequency distribution, ion of percentage efc. were done. Results: Of the 845
students and 171 teachers, 404 (47.8%) students and 119 (69.6%) teachers were not in favor of the frame
wuork of Phase [I of the curriculum updated in 2002. Majority of them suggested to spilt the 2 years of phase
Il into two equal parts, 1 year each. Of the 845 students and 171 teachers, 361 (42.7%) students and 30
{17.5%) teachers perceived that the contents of the curriculum was overloaded. More than 65% of the
students and 61.4% of the teachers were not in favor of & monthly professional examination scheduled.
Majority of them suggested 3 monthly schedule of the professional examination. Conclusion: The unmet
issucs of recent updated undergraduate curriculum, like subject distribution in Phase 11 and Phase [11,
content overioad and provision of professional examination at the 3 months intervel should be considered

Key words: undergraduate medical education curriculum, teachers & students, expectation

Introduction

Change is an inevitable consequence of progress and
development. Medical education is a dynamic and
continuous process. During the last two decades,
many authorities like World Federation for Medical
Education (WFME) (The Edinburgh Declaration)
and Creneral Medical Council (GMC) (Tomomow's
Doctors) highlighted the need for reorientation of
medical education and suggested strategies for such
changes.'” Various innovations and trends which
have been under-taken globally s strategies include
education for capability to reduce information
overload, community oriented medical education,
problem based learning, early patient comtact and
integrated leamning. **

In the light of the gbove situation, the preceding
under-graduate medical education curriculum in
Bangladesh was introduced in 2002. It had 3
segments Phase [ (preclinical), Phase 11
(para-clinical) and Phase IIT (clinical). During first
one & half vears (Phase [), students leamed about
preclinical subjects such as Anatomy, Physiology
and Bio-chemistry and introductory chapters of one
para-clinical subject, Community Medicine Part L
During next 2 years (Phase 1), students learned

BMCHJanuary 2016/Volume 2 (1)

about 5 para-clinical subjects such as Pharmacology,
Forensic Medicine, Pathology , Microbiology and
Community Medicine Part II with their clinical
subjects like Medicine, Surgery and Gynaecology &
Obstetrics. During this time students were also
attached to the wards for their clinical training. In the
Phase I1I (last one & half years), students continued
to leamn about Medicine, Surgery, Gynaccology &
Obstetrics. There are provigions of three profiessional
examinations each at the end of each phase. Each
professional examination .was held twice a year,
within an interval of & months, Unsuccessful
students of a professional examination had to wait &
months for their supplementary examination! In
2012 Bangladesh Medical & Dental Council
introduced the cuwrent undergraduste MBBS
curriculum with some modification of previous one.
In present curriculum the total course is divided into
four phases. The present course structure is the
similar the previous curriculum with some
modifications. Major modification are: reduction of
Community Medicine Part | teaching hours from 30
hours to 5§ hours in phase 1, splitting of previous
Phase 11 into equal two phases (Phase Il and Phase
I0) with their subjects and provision of professional
examination ai the end of each phase.
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The present study has been taken to explore the
students’ and teachers' feedback on the structure
and contents of the undergraduate MBBS cumculum
2002 and reflection of their expectation in updated
curriculum 2012. It is believed that this is very much
essential for the future curriculum review,

Methods

The study was conducted at Rajshahi Medical College
(RMC) and Islamic Bank Medical College (IBMC),
Rajshahi, Bangladesh. Data regarding the structure
and contents of the undergraduate MBBS curriculum
2002 were collected from the students and teachers
of both the institutions during September to
MNovember 2009 by a pretested self-administered
questionnaire. The questionnaires were distributed to
the students of each year at the end of & lecture class
and were collected with the responses. Data from the
teachers of both the instnstions were collected by
personal comtact at any convemient tme. Written
informed consent forms were signed by the students
and teachers before responding to the questionnaires.
The questionnaine was designed to record the
perceptions and sugpestions of the students and
teachers on course structure both time frame and
subjects, time of professional examination and content
overload of the existing under praduste medical
curriculum (Curriculum 2002) during that time. The
perceptions of the teachers and students were
measured by a five pomis Likert scale with the
following rating scheme |-strongly disagree (SDA),
2-disagree(DA), 3-un-decido(UD), 4- agree(A) and
5- strongly agree (SA).

Data were computed and processed using SPSS for
windows. During data analysis, the collected data by
five points Likert scale were collapsed to a three
points scale, Strongly Disagree & Disagree=1,
Un-decide=2, and Strongly Agree & Agree=3,
Descriptive analytical techniques involving frequency
distribution, computation of perceniage etc. were
done,

Results

All the teachers, 216 (RMC-160 & IBMC-56 ) &nd
students, 993 (RMC-747 and IBMC-246) of these two
institutions were invited to participate in the study.
Among them 171 (79.1%) of the teschers and 845
(85.09%) of the students responded. Of the B45
students and 171 teachers, 404 (47.8%) students and
119 (69.6%) teachers were not in favor of the frame
work of Phase IT of the curriculum 2002 (Table I).
Majority of these dissatisfied students and teachers

suggested 1o the phase IT into two equal parts as part
1 (May be as phase II) & Part [I (May be as Phase
1M1}, 1 year each (Table IT).

Of the 845 studenis and 171 teachers, 396 (46.9%)
students and 119 (69.6%) teachers were not satisfied
with the subjects contents of Phase [T (Table 1), Of
the 396 disagreed students, majority (62.6%)
suggested Pharmacology and Community Medicine
Part 11 in Part I/phase [{proposed) and Forensic
Medicine, pathology & microbiclogy in Part
Il/phase I (Proposed) of Phase I1. But more than
80% of the disagreed teachers suppested
Pharmacology and Forensic Medicine in Part I/phase
l{proposed) and Community Medicine Part 11,
Pathology & Microbiology in Part [I'phase ITI
(Proposed) of Phase [0 (Table 2).

Table | Students’ and teachers” opinion on the structuny of the
present medical a=R45817

Serecmrat Characrerivtier of the presemt Dmgreed by
undergradaste
medical corrionlem

Smdran
(%)

Teacher
N (%)

Frame wark

Length of the tolal cosre {5 year)

SIE0) | 16(94)

Phase | (1.3 prar) 06 (129} | &4 (37A)

Phaase 11 (2 years) W ETE) | 119808

Fhiase 111 {15 years) 139 (16.0) | &2(63)

£24 (503} | L1 (OB}

e a5 | 119(5E)

00 L)

Profeinional examineog in ke conne

h:;mmm]mﬂmquﬁunr

196 (165) | 119(698)

Namber of cosmination |8 & pear

1 Profmscons] caaminstions, sl minths | 556 (65.5) 105 (61.4)

inserval
"Srilent
Of the B45 students and 171 teachers, 396 (46.9%)
students and 119 (69.6%) teachers were not satisfied
with the professional examination schedule of the
curriculum 2002 (Table I). All of the students and
98.3% of the teachers, who were not satisfied with
the professional examination schedule, suggested to
implement | extra professional examingtion at the
end of the suggested Part | of Phase I (Table 2) .

*Teacher

BMCJ/January 2016/Volume 2 (1)



Of the B45 students and 171 teachers, 556 (65.8%)
students and 105 (61.4%) teachers were not satisfied
wikh the existi fessional i hedul
i.e. twice in & year, after 6 months interval (Table I).
Majority of them suggested four professional
examination in a year ie. 3 months interval (Table
2),

Tuble 2 Suggestions of the disagreed students and teachers on the
structure of the present undergraduste medical curriculum.

Of the 845 students and 171 teachers, 361 (42.7%)
students and 30 (17.55) teachers perceived that the
under graduale medical curriculum was content
overloaded. More than 50.% of the students and
70.8% of the teachers were dissatisfied with the
subjects contained in Phase [ of the curriculum 2002
{Table 1). Among them all the students and 98.3%

of the teachers suggested to exclude Community
Medicine Part | from Phase I (Table 2).

[T Supgested by Discussion
*;; m' The length of the undergraduale
[y medical course varies from 4-6 years
Tength o e odal ccmarss = SR in different countries though
IPreevey T ey——— — O T T preadmission educational level of the
Fhawe | 2= WO students are very similar. It is 5 years
Frtengion of o phse . peany G000 | 61 S} in most of the medical schools in UK
Sl the plume Bnio P | (1 year) = P L1113 yeuns) [T T and Australia. In US and Canada the
Phase Bl = standard  undergraduate  medical
Coneraction ol the phuse = 1.5 yours ) nan curriculum is 4 years. [n Germany it is
Biplit the pluste o Pat | {1 yer) il P D[] yeuns) LT TR [TETTT] [ !mlﬂ The medical schools in
57l e s ko Par (1.3 youm) e Part 01 rur nEE | wen Bangladesh traditionally follow the
Sl e e ok Far 113 o) s FarL (13 your) 00 [%®5 | British medical education system and
Split thee plme sy Pt (2 ey sl Pt 1 (] i) 1o LT offer 5 years undergraduate medical
[ el a= TR course leading to the sward of MBBS
Cmeractiom of the phase & | year aEan | WA {Bachelor of medicine and bachelor of
Tiabensio of (e phase 0.7 yeany nEey) | WEs) Surgery).® The present study findings
sugpest that most of the students and
Strgarding e mntmi teachers are in favor of the present
Pl [ n= A length of undergraduate medical
SN —— Ay | ooy education in Bangladesh, It is also
S SR A L S ) " 07 reflected in present curriculum.
Plamll &= i
mut-:-mdh;m:mm FT - TR In the Undergraduate MBBS Medical
Furneals Modicing & Cernmesaiy Werkcin s | wn Education Cumiculum 2002 in
i P | & My in Puzll beeode|  Bangladesh , Phase-I (preclinical) is
wlwuﬂ: Past Taned S T A - Ty ]'5 ““2 I:II w‘
o SN, SN Y O | ne3) |30H curriculums before 20027 Due to
u,h—hllﬂdmlu'-ﬂq;hhtl TTE FITE] shortening of the Phase I, students get
] hdaficime & Pt T z L3
i opportunity to early clinical exposure
= ad &
et e il e in Phase IL This early clinical
'wm"m* ]m::%“‘ LSy wen exposure of the students is consistent
s Vs & Comiany s et wWmE | 20n to the recommendation of Tomormow”s
| Pulblagy & Mirobiglogy in b
Doctors of the General Medical
Nrgurding prafeman cuambsaton T Council [GMC] of UK.? Most of the
P s p———— - W (1000) | 117 (W3 medical schools n the different
o0 LI patl af Ptien ot Pl ] e o courtiers of the world like India, UK
3 asch & theemd of Fan | & [ T
eyl T Foc also have reduced the duration of the
Yimical " of hei
wﬂnﬂ_m. profomismsl momintioe undergraduate medical curriculum to 1
= Ty year by discarding the unnecessary
,,. _%.%: scientific lmowledge irrelevant to

“Stodent

"Tescher
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clinicel practice from the curriculum
contents in basic subjects.’” They teach the students
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only the basic principles of preclinical subjects in
phase I. They teach preclinical subjects further in
approach with chinical subjects in the subsequent
phases. Most of the students and teachers in the
present study are in favor of 1.5 year as the length of
the phase 1. This is reflected in newly introduced
curriculum  (Undergraduate MBBS  curriculum
2012), the length of the phase I is remained
unchanged. Bul a considerable proportion of the
participants specially teachers are not satisfied with
it and advised to extent it to 2 years. A possible
explanation for this findings is that wvertical
integration between basics and clinical subjects is
very poor, it is nearly absent in Bangladesh.® So the
shortening of the Phase 1 apgravated the information
overloaded per unit of time. Additionally mamy
medical teachers of basic subjects believe that the
claim continuous teaching of the basic subjects
medical curriculum is not true,1?

Adoption of comnmunity ofentation in medical
education has potential benefits for the students, the
medical schools and also for the community,'
Community oriented medical education is one of the
trends during the lamt few decades in medical
education. As a strategy of community oriented
medical education most of the medical schools of the
world including Bangladesh introduced community
medicing from first year to fifth year in their
undergraduate medical curriculum. But in this stody
majority of the students and teachers suggested fo
exclude the community medicine Part [ from Phase 1.
This students’ and teachers® expectation is reflected
in the present curriculum, only five teaching hours is
allocated for the community medicine Part I in phase
I. Though it is conflicting with the recommendation
of Tomomow's Doctors of the General Medical
Council (GMC) of UK.? In the curriculum 2002, the
duration of the Phase I was reduced from 2 to 1.5
years, but the contents of the subjects remain same as
before, The shortening of the Phase | aggravated the
information overloaded per unit of time, This may
be possible reason of this type of students’ and

The study findings suggested that splitting Phase I
inio two separate phases of equal duration (1 year)
by the subjects and introduction of 1 extra
professional examination at the end of the first part
is the key solution of the students and teachers
subjects conienis of Phase II, and existing

professional cxamination schedule. A possible
explanation for this findings is that students may fezl
discomfort, anxiety, temsion due o load of 5
gubjects at a time, It keeps students busy all year
round with the same level of burden instead of the
piling up of work at the end of the year. Pakistan and
India follow conventional undergraduste medical
curriculum. They paraclinical phase (phase II) is
divided into two parts and the subjects were assessed
by two separate professional examinations, like
Pharmacology, Forensic Medicine and
Microbiology by 2nd professional examination at
the end of the 3" year, and Community Medicine and
Pathology by 3 professional examination at the end
of 4% year,” which wes suggested by most of the
gtudents and teachers in this study. In presemt
curriculum there is partial reflection of students' and
teachers expectation.  Students’ and teachers'
expectations regarding the splitting of Phase 11 and
provision of professional examination are reflected
in present curriculum. But the subject distribution
the splitting parts of the previous Phase [ are not
consistent with the stuwdents® and teachers’
expectations, Subject distribution in the splitting
parts of Phase I in present curriculum was
suggested only few students in this study. And none
of the teachers suggested this type of subject
distribution. However, It should be considered in

The perception toward the curriculum 2002 as
overloaded among the studenmts was remarkably
higher (42.7% vs 17.5%) than that was among the
tegchers. It may be due to hidden curricalum.
Because many medical teachers of basic subjects
believe that detail basic medical sciences knowledge
is needed for becoming a good doctor, and clinicians
during clinical posting also expect their students’
strong prior knowledge of basic medical sciences.
However, the study findings suggests that definitely
there is a overloading of the undergraduate medical
curniculum in Bangladesh. Studies™'* suggested
different strategies to overcome this problem such s
integrated both vertical and horizonts] teaching
learning  approach. In Bangladesh, the demarcation
between basic and clinical sciences is very clear with
very little integration. Imtegrated tcaching im
different subjects on a particulsr organ or system by
teachers from various disciplines is very much
advocated in the present curriculum, but in the most
of the subjects, its approaches were not well defined.
In some subjects, like anatomy arrangement of a
seminar is advised after completion of each card
where teachers from various disciplines can address
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organs or organ systems from different functional
and clinical angles. But it goes against the issue of
overloading, because this type of seminars don't
minimize but maximize the duplications of teaching.
This approach is not also realistic. Organ / system
based integrated leaming program is feasible within
8 conventional medical curticulum. In Indis some
medical colleges following traditional curriculum
have successfully imtroduced integrated organ /
system based leamning modules in the first year and
also in clinical cledkship. Teaching throughout the
medical course should be directed and coordinated at
Faculty level rather than at departmental level, hence
lessening the tendency of rapid accumulation of
factual content and duplication of teaching. In
Bangladesh, there is an individual Phase Committee
for each phase consisting the subject specialists of
the subjects remained under its jurisdiction, not from
the subjects of other phases. So, horizontal
duplication of the subject matters may be prevented
by the each phase commitiee but wvertical
duplications can't be. Practically, the phase
committees coordinete only the assessments and
time space of the different subjects, nothing about
the subject contents. The course contents should be
given much more enphasis on applied aspects so that
students can apply this konwledge in clinical
medicine in third vear. Additionally organization of
courses [ subjects is mainly departmental based.
Educational objectives and core curricula are being
defined for individual subjects and modules
throughout the course. During the development of
the corriculum 2002, & special study guide book was
also developed and introduced containing core
curriculum as guide for the students and teachers.
But how far it is followed is questionable. To
overcome this problem, teachers should also be
aware about the strategy of “need to kmow" to
identify the subject materials,

Majority of the students and teachers suggested the
provision of professional examination at 3 months
interval instead of & months, They probably thought

that those who need to appear supplemnentary
examination majority of them will be able to prepare

themselves for examination within 3 months and as
well as it will be easy to catch up the subjects that
are taught during the last 3 months. In 6 months
option students have only two opportunities to join
their main stream, after failure of 2™ time in
supplementary examination, they bound to join the
next year students. This may be another possible
reason for rejection of the existing & monthly
examination option. This students and teachers

BMC)/January 2016/Volume 2 (1)

expectation was remained unmeet in  recent
introduced curmiculum.,

The results of this study have certain implication in
future curriculum review and further research. The
study findings suggest further rescarches to explore
the motives of negative attitudes of the students and
teachers towards teaching of commmunity medicine
in phase [ and formulate the effective strategies to
sccumulate the community medicine teaching in this
phase, To add about phase 1 the unmeet issues of
subject distribution in Phase |1 and Phase [11, content
overload and provision of professional examination
at the 3 months interval should be consider during

Acknowledgements
We would like w express our gratitude to
Bangladesh Medical Research Council authority for
sponsoring this study.

References

1. World Federation for Medical Education. The
Edinburgh Declaration. Med Educ 1988; 22:
481-2.

2. GMC ., Tomorrow's Doctors. recommendations
on Undergraduate Medical Cumiculum.
London: General Medical Couneil, 1993,

3. Majumder A, D'Souza U, Rahman 8. Trends in
for need-based reforms of medical training in
south-east Asia. Indian J Med Sci 2004; 58:
369-80.

4, Cumiculum for under-graduate medical educa-
tion in Bangladesh, 2002, Approved by Bangla-
desh Medical & Dental Council. Compiled &
edited by Centre for Medical Education
(CME)Mohakhali, Dhaka-1212, Bangladesh

5. Medical school, Medical school — Wikipedia,
the free encyclopedia, hitp://en. wikipe-
dia.org/wiki’Medical school. Last accessed
August 2, 2010,

6, Amin Z, Mermylees DN, Hamf A, Talukder
MHE. Medical education in Bangladesh. Medi-
cal Teacher 2008; 30(3): 243-7.

27



28

7. Salam a, Yousuf r. Residential field site 11,

B

9.

training: Bangladesh approach to community-
based education to develop generic skills in
tomorrows' doctors. Middle East Journal of
Nursing 2009/ January 2010; 3 (5): 1-5
http://www.me-jn.com/MEINVYol3issues/
residential. htm. Last accessed July 28, 2010,

Graduate Medical Education Regulations, 1997,
Medical Council of India. hitp://www.meiin-
dia.org/know/rules'rules mbbs him. Last
accessed August 2, 2010,

Medical school in the United Kingdom. Medical

school in the United Kingdom - Wikipedia, the
free encyclopedia. http:/fen wikipedia.org/wild/
Medical school in the United Kingdom. Last
accessed August 18, 2010,

10. Memon [ Fumre of anatomy teaching in new

medical curmculum. Journal of Pakistan Medi-
cal Association 2009; 59(2): 62-64,

11,

13.

14,

15,

Murray E, Jinks V, Modell M. Communi-
ty-based medical education: feasitility and
cost. Medical education 1995; 29:66-71,
Curriculum of M.B.B.S, Pakistan Medical and
Dental Council & Higher education Commis-
sion Islamabad. http:/'www pmdc.org.pk/Link-
Click.aspx7fileticket= EKBIOSDTKE % 3d&
tabid~ 102&mid=556. Last accessed Augnst 2,
2010]

Harden BM, Davis MH. The core curriculum
with options or special study modules. AMEE
medical Education Guide No. 5. Med Teacher
1995; 17: 125-48.

Harden RM, Sowden 8, Dunn WR. Educational
strategies in curriculum development: the
SPICES model. Med Bduc 1984; 18: 284-97,

Tan CC. Rethinking medical education. SMJ
1988; 39(6): 273-6.

BMCJ/January 2016/Volume 2 (1)



Nanotechnology in Biomedical Applications
Mayeesha Masrura Haque*, M. Manzurul Haque®

Abstract

Nenotechnology is an emerging field of Materials Science which deals with design, production,
nhmmﬂmm&ﬁndmmﬂuﬂuﬁmﬁngafphymlm::mdmnfdﬂmu
nanoscale. Imaging and microscopy have been experiencing an explosive proliferation over the last decade.
Atomic force microscopy (AFM) is a powerful and widely used imaging technique visualizing processes at
the single-molecule level down to 10 nm and viruses smaller than 100 nm in dimmeter, Medical scientisis
started using the unigue physical capabilities of material at nznoscale to be spplicable in biomedical science.
They believe that potential applications of Nanotechnology are practically unlimited. Nanotechnology is
being used in different seclors of medical science in early deteclion and adequate treatment of some of the
life threatening medical conditions. Tt also is being used in diagnostic and prognostic fields as well. However
before going (o a large scale application of nanotechnology in biomedical practice, adequate assessment of

safety should be ensured.

Key words: Nanotechnology, medical science, biomedical application,

Introduction

The biomedical world has been dramatically
revolutionized with the recent developments of
nanolechnology. Researchers, scientists, and
physicians across various disciplines and specialties
are working to develop innovative clinical tools that
incorporate  materials, devices, and systems
engineered &l the manocscale.'! A nanomeler is a
billionth of a meter and the real challenge in
nanotechnology is to address the sbility to measure,
manipulate and assemble matter with fieatures on the
scale of 1-100 nm. The exciting developments of
nenotechnology  leads to  an  inconceivably
entrancing territory of scientific study and can hold
answers for a good lot of delicate unsolved issues of
biomedical sciences.

Coordination of various research fields of science
and technologies at multiple levels and their
convergence at a focal point has resulted in  an
exciting and unprecedented progress and
innovations in nanotechnology. It appears to be a

parameters of humean physiology and most
importantly, to fix disorders at molecular level as
and when necessary.’ Al the beginning of the
twenty first century, Japmeummdﬂr.lupud
ting magnetically driven spinning machines
swimming along veins to carry drugs to infected
tissues.* There were alternpts 10 use variable MRI
magnetic fields to generate forces on a microrobot,
developing sufficient propulsive power to direct the
small device through the human body.”

Nmbimhnu'inﬂ is a multidisciplinary field of
science leading to the development of
pharmaceutical drug delivery devices and
biomedical imaging modalitics at nanoscale. **. Tt is
currently undergoing explosive development 1o
generate innovations and going to play a critical role
in future of medical science.'™! Nanoparticles
(NPs) have emerged as an important tool to deliver
conventional drugs, recombinani proteins, vaccines
and more recently, nucleotides and are expected o
modify the drug release pattern, absorption,
distribution, metabolism, excretion and therapeutic

reality that medical diagnostics and management is responses."

going to be applicable on each of the nearly 73
trillion cells of the human body systems individually
and it is not a science fiction.?

History of Nanotechnology in Biomedical sclences
Famous physicist, Mobel laureate, Richard P.
Feynman first dreamt of neno-surgical procedures
for application in medical science.? In 1986, K. Eric
Drexler introduced the idea of injecting the small
robots into the human body.! At & stage scientists
proposed for other small machines which might be
permanently incorporated in the body to assist some
inadequately functioning organ, to monilor vital

BMCHJanuary 2016/Volume 2 (1)

Atomic force microscopy (AFM) is a powerful
imaging modality visualizing phenomenon at the
cellular fevel both in air and in solution.” An
AFM-based nanorobot was developed to visualize
lnd quumﬁr the dynamics uf mﬂ proleins

leading to delineation of causes of many
life-threstening or incurable discases.'® This can be
regarded a8 & novel approach to reveal disease
markers and clucidate the discasc mechanisms.'
AFM has the advantages of high-resolution imaging
and a vacuum-free working environment. In recent
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years, it played an increasingly important role in
hiomedical research as well as applications, 4141

Nanotechnology in Biomedical Applications
Potential applications of Nanotechnology are
practically unlimited. Various salts of silver and their
derivatives that act as antimicrobial agents are used
to treat bums wounds and infections. Recent studies
have reported that nanosized silver particles exhibit
antimicrobial properties and may act as a medium for
antibiotic delivery as well. ™4

Nano/'microfluidic Point-of-care (POC) diagnostics
have significant over conventional
diagnostics to be easy and costeffective. It enables
on-chip diagnosis and real-time monitoring of
infectious diseases from a small volume of body
fluids."*##2  Cyrrent POC devices have been
successfully combined with Nano/microfluidic
technologies for on-chip diagnosis and monitoring of
infectious diseases at resource-limited settings. ™.
Intravenously  administrated  spherical  gold
nanoparticles broadencd the temporal profile of
reflected optical signals and enhanced the contrast
between sumounding normal tissue and tumors, The
gold nanoparticles, tuned to the wavelength of the
laser, can enhance the resolution and precision of
laser-based cancer detection sysiem.® An e-bm
platform  with nanosensors can  acquire
electrocardiograph, which is sent to & textile
mounted wireless module. A smartphone as a base
station or a wireless Blustooth enabled PC can
receive these data end storo or process the
information as and when necessary, *

Nanoparticles can deal with targeted andlor
controlled delivery of protcins and peptides. The
products in this field are called
nanobiopharmaceuticals. ? Drug delivery systems,
can be designed to improve the pharmacological and
therapeutic properties of drugs. ** Delivery of
drugs at the site of action is onc of the most
prospective use of nanodevices reducing the burden
of side effects.

Manoplatelets carry 8 small mesh net that dissolves
intn a sticky membrane upon contact with blood
plasma and are expected to be used fo treat

small parasites and bacteria inside the patient’s body.

In this one or more nanorobots will battle together
with this parasite and bacteria to destroy them. It
traps in the pathogens present in the blood stream
and break down to smaller molecules. The main
functicn of microbivore is to absorb and digest the
pethogens in the blood stream by the process of
phagocytosis.

Respirocytes are designed as artificial mechanical
red blood cells which carry oxygen and carbon
Nanorobots can deliver 236 times more oxygen to
the body tissues when compared to natural red blood
cells. ' When the respirocyte passes through the
lung capillaries, O, partial pressure will be high and
CO, partial pressure will be low, therefore the
onboard nanocomputer commands the sorting rotors
to load in oxygen and release the carbon dioxide
molecules. ** The stored gases are released from the
tank in a controlled manner through molecular
pumps. The respirocytes exchange geses via
molecular rotors. The rotors have special tips for
perticular type of molecule. ™

Nanotechnology appears to be specially promising in
case of cancer treatment. The prospect of targeted
drug delivery in cancer patients inspired the
development of nanodevices. Cancer chemotherapy
is @ hazardous form of treatment that harms healthy
tissue in addition to malignant cells. 1f nanorobots
are used to deliver drugs specifically to the tumour
cells without damaging the healthy tissue then it is
possible 1o have s highly concentrated targeted
successfully treated depending on how carlier it was
diagnosed. Nanorobots with embedded chemical
biosensors can be used to perform detection of tumor
cells in early stages of development inside the
patient's body. *, Failure of intraoperative detection
and elimination of microscopic residual discase
(MRD) during cancer surgery causos lothal
rn:u:rnnm and metastases, and the removal of
normal  tiEsies  calSes  eXcessive

mnrbldn}r It has been rcported that a plasmonic
nanobubble (PNB), a non-stationary laser
and eliminates MRD in the surgical bed. In
resectable MRD, PNB-guided surgery prevented
h:i! recurrence and delivered 10094 tumor-fres
survival.”* Recent studies suggest that conjugates

multifunctional agents for selective labeling and

therapy of cancer *** Nanoparticles are successfully
Mmmmmmmm
and specific mutation silencing. *!
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Monitoring diabetes and controlling glucese levels
for patients is a possible application of
nanotechnology in medical science. Rapid synthesis
of monodispersed spherical CuNPs was succesefully
accomplished by 0. bulbifera tuber cxtract and
excellent inhibitory potential of the CuNPs against
a-amylase and e-glicosidase provided strong
scientific evidence for antidiabetic potential of
CulNPz and its use in therapy end management of
T2DM.%

It is reported that fisetin and fisetin loaded on
mesoporous carbon nenoparticle (MCN) may have
anti-inflammatory effects on thioglycollate-induced
combinstion of fisetin therspy and traditional
antibiotics, which might be more efficient than using
antibiotics alone,

Manosurgery involves the process of cutting, local
drug delivery, and dynemically monitoring the
situation. Today, nanosurgery 18 an in vivo techniquo
in model organisms. However, with future advents
of hybrid technologies and development of safo and
reliable biological methods for in vivo apcm:m,
nanosurgery is set to become a very promising
method in medical science. A surgical nanorobot,
operated or guided by a specialist in the feld, s
envisioned to act as on-site surgeon. Such devices
mmmudmmfmvmmmmchu
detection of pathology and then di
abnormal lesions by nano scale manipulations
Some of the genetic diseascs can be treated by
comparing the molecular structures of DNA and
proteins in the cell by the medical nanorobots and the
desired modifications can be enerypted in place and
the irregularities can be fixed adequately, 4%
Manotechnology cun ensure sustained-drug release
in the lung tissue and local delivery of inhalable NPs
resulied in reduced dosing frequency and improved
paticnt compliance. Studics performed so far suggest
that nanoparticles are an intercsting, reasonable as
well as fepsible option for in the systemic and/or
local reatment of respiratory diseases. ¥

The transition metal oxides (TMOs) are atiracting a
great deal of attention in the field of material science
due to its unigue properties. The nano crystalline
THG nmljrbdﬂmm mund.: an{.'ll}, Elhlbm

important in order to study the antibacterial activity
of nanocrystalline MoO, for the destruction of
micro-organisms in hospitals. The Silver NPs were
found to have wider antimicrobial activity in gram
negative than gram positive organisms inchuding

BMCT/January 2016/Volume 2 (1)

Enterobacter cloacae, Slaphvlococcus  aureu,
Streprococcush aemolytius, Pseudomonas
aeruginosa, Proteus wailgaris, Proteus mirabilis
whereas less activity against Pseudomownas
aeruginosa was observed® Ag nanoparticles
supported in  Ti0,-85i0, provide an effective
treatment for Hospital -acquired infections,

Nanorobots may treat conditions like arteriosclerosis
by physically chipping away the plaque along artery
walls. The robot must also be small so that it
doesn't block the flow of blood itself? Nanorobots
will be capable of locating atherosclerotic lesions in
stenosed blood vessels, particularly in the coronary
blood vessels and treat them either mechanically,
chemically or pharmacologically.”

The Au-NP wvaccine formulations, provides a
multifaceted approach. While such an approach is
likely to penerate an immune response, its potential
to generate memory of B and T cells is not still
defined adequately.® In dermatology and cosmetics,
it is expected to provide therapeutic, diagnostic as
well as preventive applications.™

Risks of nanotechmology in  biomedical
applications

Despite the exceptional and fascinating promises
that manotechnology  holds 1 biomedical
applications for healthcare, there is & concern about
its safety and, m particular, the possibility of causing
side effects. The concern that the nanotechnology
poses a serious health and environmental risks had
obstructed the development of the field for long
yeers. There is not adequate information and
knowledge about the effect of the prolonged
exposures to nanoparticle on human health and
environment. The implication of nanoparticles on
health needs to be assessed very elaborately and
adequately before their large-scale production and
application in healthcare ™ Swdies conducted on
the NP-induced toxicity have revealed that the
rnetal-based nanoparticles can affect the biological
behaviour at the organ, tissue, cellular, sub cellular,
and protein levels. The size of the nanoparticles is
small and these can easily access the skin, lungs, and
brain snd may cause adverse affects.

Conclusions
Nenotechnology in the biomedical applications has
a more extensive scope &nd is being developed maore
rlpidl}rlhmmrnf'ﬂum.ﬂ:mllityiciﬂmm
Material science has converged on biomedical
engineering to be utilized basically in l.II_',"P].I.!‘:EI.‘I-l
pmufmnjuncummthhumm
Nanotechnology is gﬂlngmchlngehﬂlﬂimemd
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human life more profoundly than any other branch
of medical science, This science might sound like a
fiction now bul it is going to be a reality in no time
at all. The advent of molecular nanotechnology has
strong potential to revolutionize healtheare, to treat
discase in future by cxpanding enormously the
effectivencss, comfort and speed of cure while at the
same time significantly reducing their side effocts,
complications and risk. It also leads to new ways for
exlensive rescarch work and substantial amount of
research results published anmoally. Consequently
they will change the shape of the industry, leading to
marketing interactions between Pharma, Biotech,
Diagnostic and Healthcare industries. Nanomedicine
holds the promise 1o lead to an earlier diagnosis,
better management and improved follow up care
exploiting the in-depth understanding of diseases on
a molecular level. However, the implication of
nanoparticles on health and environment needs to be
assessed completely before their large-scale
production and application in various ficlds is being
implemented
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Double heterozygous for hemoglobin S and hemoglobin

E-a case report from Rajshahi, Bangladesh.
ASMM Rahman®, N Is!am‘_ MK Rahman*, MG Rabbani®, SH Pramanik*

Abstract

Double heterozygosity for Hbs and HbE is rare & clinically it is silent as compared to Hb8-J} Thalassaemia.
Omnly 25 cases have been reported to date. The current literature genemally associates HbSE with a bemign
clinical course, although vaso-occlusive complications have been reported. we report a case of 15-year-old
male named Tarik who came for evaluation of recurrent respiratory tract infection and abdominal pain &
microcytic hypochromic anaemian. we camied out Sickling, solubility test were positive and on Hb
electrophoresis on agar gel, he was having HbS 63.7%, HbE 26.8% and HbF 5.6% confirming his double
heterozygous state for HbS and HbE. On family screening his mother turned out to be sickle cell trait and

father as hemoglobin E trait.
Keywards; hemoglobinopahty, HbE, HbS, HbSE

Introduction

Two of the most common variant hemoglobins are
hemogiobin (Hb) S (Glu6Val) and hemoglobin E
{Ghu26Lys). Double beterozygosity for HbE and
HbS, known as HBSE disease, is a rare, clinically
benign condition, however.” HbSE disease
symploms are varisble, ranging from none o
different  hemaolytic r.prmdm. Prevalence of
abnormal haemoglobins varies considerably with
geographic location and racial groups. Four
hemoglobin variznts, HbS, HbE, HbC, HbD; each
affects millions worldwide® HbS 5 common in
equatorial Africa, Eastern Ssudi Arabia and Central
Indin.! HbE is extremely common in many Asian
countries, and is pnimarily seen in Eastern India, Sn
Lanka, Southwest China and Southesst Asin.'* Tha
Eti-Turk family in 1957 was the first instance of
HLSE disease reported in southern Turkey.®® Actual
prevalence of sickle cell disease in Bangladesh is not
known. We report an interesting case of compound
heterozygosity for HbS and HbE.

Case report

A 15 yr old male, Tarik got admitted in medicine
department of Rajshahi Medical College Hospital for
abdominal pain He had history of repetatad upper
respiratory  tract  infection, weakmess & easy
non icteric but was just palpable spleen. Complete
haematological profile was done. His sickling &
slubility test were positive. Hb electrophoresis on
agar gel at alkaline pH showed two bands, one at
HbE and another at HbS. Looking at the result of
Hb-electrophoresis the case was diagnosed as a case
of double heterogygous for HbS and HbE disease. So
family screening was advised.

BMCHJanuary 2016/Volume 2 (1)

Resulis

Table-1 was showing haemniological profile of all
family members of HbBSE case. Patient's
haematological profile was Hb 9.3gm/d| RBC count
4.0million/curmm, MCV 6522AMCH 24.34pg,
MCHC 37.24% end RDW15.30. On guantification
HbE was 26.8%, HbS was 63.7%, HbF 5.6% and
mmudmhkhmuumf‘mmmmﬁ
On family screening it was found thai his mother
having positive sickling and solubility test, Mothers
Hb level was lower limit of normal range, MCV less
than 80 fl and MCH less than 27 pg & on
quantificetion HbA 59%,HbS 37% and HbF 1.5%,
considering above picture she was diagnosed as a
case of sickle cell trait. Patient’s father and brother
were negative for sickling and solubility test, both
had Hb level upper limit of normal range (father
12.7gm/dl, brother 14gm/dl), MCV slightly below
normal in both case. On quantification father had
HbA 70.8%& HbE 25.7%; brother had HbA
T1.1%& HLE2S5.5%. Both of them were diagnosed as
HBE Trait. Patient's sister was negative for gickling
and solubility test, Her Hb level was about normal
(12.10gm/dl), MCV and MCHC also normal (MCV
78.911, MCHC 27.7pg) & on quantification HbA was
97.3%. She was normal.

Case Report

‘Dhopartmant of Medicina,
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Hajekani, Hanglacesl:
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Hb Capillary Electrophoresis

b
Conc.: 143 g/d
Name LY Mormsl Yk S
. ﬂlu

Hb A 714

HbE .3 5

TS 24 11-32
Figure: 5 Hb Elrctrophoresis{ Brother)
Discussion

HbS and HbE are the most commonly seen
variants of hemoglobin. HbWSE is rarely
encountered and resembles sickle cell disease
with a syndrome similar fo sickle -f +
thalassemia. Degpite the reporied
vaso-occlusive complications, the current
literature mostly refers to HbSE as benign.'?
This is probably the first case of double
heterogygous condition for HbS and HbE
reported from Bangladesh. Our patient Tarik
was incidentally disgnossd as microcytic
we got patient having double heterozygosity.
Patient with HbSE disease may have anaemia
and microcytosis along with spproximately
30% HbE end patient usually asymptomatic.”

Patient"s mother was sickle cell trait ag she
having HbS 37%, but hex MCV leas than 80
fl and MCH less than 27 pg suggestive of
gickle cell treit may be coexistent with either
alphs thalasssemia or iron deficiency

BMC/January 2016/ Volume 2 (1)

anaemia ! Further studies are required for
confirmation of coexigtent with alpha
hal is or irondefici ;

HbSE  disease (double hslerozygous
condition) is probably the first reported case
from Bangladesh. It is not known to the
authors about the actual picture of this disease
in DBangladesh The HbBSE double
heterozygous state, however, is not common,
with only 25 reported cases in the literature.*
It is said that Tnter caste martiage among
compound heterozygous condition. Double
heterozygous state for HbS amd HBE is
clinically silent as compared to HbS-B
thalassacmia and HbSS state. Mass screening
for detection znd coumseling to prevent
further spread of these genes in community is
required.
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Acute compartment syndrome resulting from self
induced picking of a boil.

Mamunur Rashid Chowdhury, Md.

Nasir Uddin, Md. Anwarul Haque,

Md. Saiful Islam, Md. Sabbir Hasan, Md. Tauhiduzzaman

Abstract

Acute compariment syndrome is a well recognized complication of lower limb trauma. Prompt diagnosis is
essential to avoid permanent functional restriction or even the loss of the affected limb. Clinical signs and
symptoms might be nonspecific, cspecially in the carly stages; thercfore, knowledge of predisposing risk
factors can be helpfual. To measure the musculofacial compartment pressure, a split catheter was introduced
into the compartment close to the level of the fractures. Difference between diastolic pressure &
compartmental pressure less than 30mm of Hg is indication for immediate compartmental decompression.
Here we present a case of an unusual seute compartment syndrome due to self picking a boil with a needle
in the left kmee joint. This is the only such case report and considered as unusuz]l because the onset of
compartment syndrome was so long since the initial injury. Treatment is prompt surgical: The patient was
treated by performing fasciotomy in affected muscular compartments and debridement following stamp
partial thickness skin graft.. After the follow up period of 4 month there was no recurrence and clinically the

patient was found to be well.

Keywords: compartment syndrome; infected boil; skin grafi.

Introduction

Acute limb compartment syndrome (ACS) is a
condition in which increased pressure within a
closed musculofascial compartment compromises
blood circulation and bicmechanical fanction. There
are several etiologies of ACS. ACS may oecur afier
significant trauma, for example, long-bone fractures.
Other forms of injury which cause soff tissuc
damage, such as crush injuries, severe thermal burns
and bleeding diathesis are kmown causes as well
Pathophysiologically, the expansion of tissuc in a
closed muscle compartment in ACS leads lo an
increase in pressure, which subsequently causes
compression of thin-walled veins within that
compartment. As a result, venous outflow decreases
and wenous and arterial intra-vaesal pressure
increase, which causes diminished perfusion of the
affected compartment. The consequences of this
insufficient perfusion are nerve and muscle
ischemia. Muscle infarction and lasting nerve
damage will occur if prompt surgical decompression
is delayed. ACS is diagnosed on the basis of clinical
evaluation. Severe pain, which appears to be out of
proportion in relation to the apparent injury, is often
the major clinical sipn of ACS. Pain on passive
siretich of the muscles and tenseness are further
clinical signs frequently encountered in ACS. In the
late stage of ACS, sensory deficits, paresthesias,
muscle weakness, paratysis, pallor and pulselessness
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are typical features. Definitive treatment for patients
with ACS consists of decompression of the affected
Here we represent a case of acute compariment
syndrome of a 25-year-old shopkeeper hailing from
gongo, akuwa, mymensingh and dizgnosed by
history, climical examinsbon because acute
comparimental syndrome was so obvious clinically.
He was treated by 4 compariment fasciolomy in
affected muscular  compartmenis. Acute
compartmental syndrome has been recognized
following rupture of the infocted boil. Presentation
usually occurs within 24 hours of such an injury. No
case has yet been described of a compartment
syndrome occurring weeks following rupture of the
infected boil. We describe such a case presenting 05
days after rupture of the infected boil.

Case Report

A 25-year-old shopkeeper presented with a sudden
onset of pain in his lefl knee joint. Five days
previously he discovered a small boil on s left knee
joint lateral surface, After two days he ruptured the
boil by heated pin. After six hours he felt diffuse
moderate pain around the left knee joint. He was able
1o continue walking, the pain had radiated below his
left knee joint after 6-8 hours, and the left leg became
transiently swollen. During the following three day,
he continued his usual activities, and noted his left
leg became diffuse swelling and difficulty on walk.

Case Report

mm:

Clite i mac
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of compartment syndrome was made with loss of
samation of the fool, end en escending pattorn of

1% FOD following fasciotonry

Five daye following the initial cpisods, he awoke
with huge swelling and mild pain in the left leg end
presented to the onthopedics

department immadiately.

On Examination: Revealed & prossly swollen end  Sargleal Techmique

tenae left thigh, lags and foot, which was mild tender At sorgical fasciotomry was performed a singls
1o the touch over the enterior, lateral and powterior longitudinal lstersl ncision wes mede on thigh, two
aspocts of lsft thigh Jog and foot. Peripheral pulsss longitudinal Postero-nedial and luteral incision was
wers ahaent, bt he was noted to have parasethesizge made on Isft lsg and & single vertical incision on
over the antero-letem] surface of his left thigh, left dorsum of the foot without resecting the fibula(1).
log and foot, Loss of powet in knee jolot with ankle The Posterlor (deep and superficisl) and

BMCHTamury 2016/ Volums 2 (1)



thickness skin graft dons first of sll o log {entericr,
medial & leternl urface) then posterior sufice of
the lag & back of the koee jeint Finully on thigh
(fixvt anterior, medial & Intersl surfiscs than posterior

' Discussion
 Acate compartrent syndromes ame  most
Stamp PTG oo thigh commenly associated with severe mmscle travma
and closed fracturss of long honse. Lese commen

The wound wee re-inspacted st 24 hoors and ssw  soft tinene injuries; moch as exertional damage: and
Bacher form enterior end modisl surface of the log miner spocting injuries (2). The mechanisms
baxt the suscnlature of all compartmetix was visble. invelved are those of bleeding imbe onuscular
Next 24 heoyrs Eacher extended latera] azpect of the  compariments, caderng and time necrogls, When
thigh and posterior surface of the leg. The Escher hacmatoms i@ present, water emtemn  the
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compariment by osmosis, and increases the
intrinsic compartment pressure, Once this reaches a
critical level, venous mlum 15 obhstructed, and
pressure rises steeply, with concomitant muscle
ischaemia, oedemna and necrosis, Increase of single
compartment pressures can cause concomitant
pressure rises in neighboring compartments (3). This
would account for the findings in this case
Liquefaction of & haematoma may lead to a delayed
response, The injury 18 usually mild, and
complications &re rare (4). Acute compartment
syndrome is a rare complication (5). One case has
been described where omset of the comparment
syndrome was delayed over a period of 48 hours (6).
Our case shows that a compartment syndrome may
occur with a longer interval between the index injury
and onsel. Search of the literature has revealed no
other case of an acute compartment syndrome
presenting following istrogenic rupture of the boil.
Prompt recognition and early fasciotomy led to
complete recovery in this case. It is well documented
that delay in treatment of compartment syndromes is
associated with a high amount of subsequent
morbidity eand disability (7). Compartmental
pressure monitoring may be helpful in assessment of
the patient with unclear pathology, and to document
ohjective findings, but surgical intervention should
be largely based on clinical grounds{8). Pressure
monitoring was not performed in this case due to
lack of available resources, and therefore all four
compartments were decompressed due to the clinical
findings of progressive nerve involvement. We hope
by presenting this case to literate that compartment
syndromes may present following minor trauma, and
that rarely, this may be weeks following the index
injury. A careful history will alert the elinician to the
possibility of a compartment syndrome despile no
immediately preceding trauma,
Conclusions
Acute compariment syndrome can ocour following
either a fracture or soft tssue injury, Acute
compartment syndrome is & preventable condition.
We recommend proper patient history, physical
examination, timely diagnosis and early fasciotomy
in order to avoid imeversible damage of the
to have been simple and decisive.We would
recommend continuous compartment  pressure
monitoring a8 the prime diagnostic tool in the
following situations:
» All young patients with high-energy femoral
injuries, with or without an associnted fracture

#  All patients with soft tissue swelling suggestive
of compartment syndrome, irmespective of age,
gender or causality.
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