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Functional dyspepsia (FD) is a clinical
syndrome presented with persistent or
recurrent pain or discomfort localized in
the epigastric region without evidence of
organic disease likely to explain the
symptoms. For a very long time,
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Charaka was one of the principal
contributors to the ancient art and science of
Ayurveda a system of medicine and lifestyle
developed in Ancient India in 2nd century
BC. He is famous for authoring the medical
treatise, the Charaka Samhita. Charaka has
been identified as a native of Kashmir. He is
well known as the "father of medicine”.

He introduced tridosha theory in medicine.
A body functions because it contains three
dosha or principles, namely movement
{vata), transformation (pitta) and lubrication
and stability (kapha). These doshas are
produced when dhatus (blood, flesh and
marrow) act upon the food eaten. Health
exists when there is a balance between three
fundamental bodily bio-elements or doshas.
lllness is caused when the balance among
the three doshas in a human body are
disturbed. To restore the balance he
prescribed medicinal drugs.
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Functional Dyspepsia: An unsolved dilemma.
M. Manzurul Haque

Functional dyspepsia (FD) is a clinical
syndrome presented with persistent or
recurrent pain or discomfort localized in the
epigastric region without evidence of
organic disease likely to explain the
symptoms. For a very long time, dyspepsia
has been defined in very different ways
without any generally agreed consensus
causing difficulties for both clinicians and
researchers. Long back in 1865 Dr. Henry
Browns MD defined dyspepsia to be an
organic condition related to mouth, stomach
and duodenum.! Only during late 1980s, an
international working group, assembled in
Chicago, suggested dyspepsia as epigastric
or retrosternal symptom of gastrointestinal
origin lasting for more than four weeks.’
However concept of functional dyspepsia
has been ventilated during the last 25 to 30
years and there has been a concerted effort
to standardize the definitions. Functional
dyspepsia has been defined more clearly by
the Rome Il criteria consisting of a
sensation of pain or buming in the
epigastrium, early satiety (inability to finish
a normal-sized meal), fullness during or
after a meal. or a combination of these
symptoms  which must be chronic,
occurring at least weekly and over a period
of at least 6 months and there is not an
organic explanation.’

Functional dyspepsia has further
been subdivided into two diagnostic
categories of meal-induced Postprandial
Distress Syndrome (PDS), characterized by
postprandial fullness and early satiation and
Epigastric ~ Pain  Syndrome (EPS)
characterized by epigastric pain and
burning.* However it is a great challenge
for the physicians to differentiate between

functional dyspepsia and organic conditions
of the stomach or duodenum with similar
symptoms.

A number of alarm symptoms have
been identified to diagnose potentially
hazardous serious underlying disease in
dyspepsia, especially malignancy. These
symptoms include new-onset dyspepsia in
older age group, unexplained weight loss,
anorexia, early  satiety,  vomiting,
progressive  dysphagia, odynophagia,
bleeding, anemia, jaundice, an abdominal
mass, lymphadenopathy, a family history of
upper GIT cancer, or a history of peptic
ulcer, previous gastric  surgery of
malignancy.

Patients without alarm symptoms
are usually managed by  testing for
Helicobacter pylori, with subsequent
treatment if positive (the “test and treat”
approach), an empiric trial of acid
suppression, or initial endoscopy.” In the
first step patient reassurance and education,
with use of H,-blockers, or PPls and a
simple noninvasive H.pylori testing may be
considered. Another strategy is prescription
of empirical full-blown antisecretory
therapy according to guideline proposed by
the American College of Physicians. For
either unresponsive patients or for those
who will have an early symptomatic
relapse  further  investigations  are
recommended . In another approach, the

patients are  initially subjected to
comprehensive  investigations including
tests for H. Pylori and upper GIT
endoscopy.
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The potential adverse effects of long
term PPI therapy has recently been brought
into account in respect to the wast
population receiving this medication over a
prolonged period of time." A recent report
shows that Proton pump inhibitor use is
associated with a higher risk of incident
CKD.” Observational studies suggest a
modest risk of osteoporosis and fracture,
community acquired pneumonia, and
Clostridium difficile infection in PP1 users.”
The PPIs are overprescribed in many
patients and attempts should be justified to
refrain from prescribing this medication
where it is not needed.

In a placebo controlled trial of the
tricyclic antidepressant amitriptyline or the
selective  serotonin  reuptake  inhibitor
escitalopram, only amitriptyline showed a
significant benefit over placebo in case of
functional dyspepsia.’

Managing functional dyspepsia is
challenging when both initial acid
suppression therapy and H  pviori
eradication fail. Modification of eating
habats, reducing siress, avoiding
medications and foods that seem to
exacerbate symptoms, and refraining from
tobacco, caffeine, alecohol, and carbonated
beverages have been advocated in different
ways but of unproven value."

We are trying to formulate a
differential approach for the management of
functional dyspepsia. We are suggesting full
range of available investigations including
upper GIT endoscopy, USG abdominal
scanning, H. Pylori testing and others as and
when necessary. Majority of our patients
with functional dyspepsia appears to have
psychosomatic components in
predominance. However our suggestions
must be validated by further studies. And
definitely there are a lot of projections for
studies in  management of functional

dyspepsia.
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Effect of vegetarian diet on Triglyceride (TG) level.

Momena Khatun Munna®, Md.Obaidullah Ibne Ali*, Md.Mijanur Rahman Sardar®,
Farjana Yeasmin®, Sohel Baksh®, Gopal Chandra Sarker

Abstract

Background: Vegetarians consume higher amount of dietary fiber, polvunsaturated faty acid and
anti-oxidant in comparison to non-vegetarians. Vegetarians have lower incidence of heart disease,
hypertension, diabetes mellitus and malignancy, Although, the relationship between vegetarian and
triglyceride have been investigated extensively, but the studies have showed conflicting results. Objective:
To observe the effect of vegetarian diet on Triglyceride level. Methods: This cross sectional comparative
study was carried out in the department of Physiology in collaboration with the department of Biochemistry
of Rajshahi Medical College. Rajshahi between July 2014 o June 2015, Fifty healthy adults male and
female aged 18 to 45 years were studied. Twenty five healthy adult, vegetarians (lacto vegetarians) enrolled
in study group and twenty five healthy adult non-vegetarians were in control group. Serum Triglycerides
were measured by colorometric method. Data were analyzed by unpaired student’s t-test, Results: Serum
Triglyceride level did not show any significant difference between vegetarians and non-vegetarians.
Conclusion: This study suggested that lactovegetarian diets have no effect on Triglyceride level,

Key words: vegetarians, non-vegetarians, triglyvceride,

Introduction

The lipids are a heterogeneous group of compounds,
including fats, oils, steroids, waxes and related
compounds, that are related more by their physical
than by their chemical properies. They have the
common properly of being relatively insoluble in
water and soluble in non-polar solvents such as ether
and chloroform. They are imporant dietary
constituents not only because of their high energy
value, but also because of the-fat-soluble vitamins
and the essential fatly acids contained in the fat of
natural foods. Fat is stored in adipose tissue, where it
also serves as a thermal insulator in the subcutaneous
tissue and around certain organs.'

Triacylglycerols (formerly triglycerides) are the
most abundant growp of lipids that primarily function
a3 fuel reserves of animals. The fat reserve of normal
humans (men 20%, women 25% by weight) is
sufficient to meet the body’s calorie requirements for
2 - 3 months.*

Adipocytes of adipose tissue predominantly found in
the subcutaneous layer and in the abdominal cavity
are specialized for storage of triacvglyeerols. The fat
& stored in the form of globules dispersed in the
entire cytoplasm. And surprisingly, triacylglyecerols
ae not the structural component of biological
membranes.”

Deet associated with non vegetarians {meatl ¢aters)

also offers some benefits such as protein-rich and
caloric dense nutrients. It is also a rich source of
vitamin B complex, especially B, which is not
available in plant foods. The occurrence of
cardiovascular diseases, obesity, high blood pressure
and high blood cholesterol levels is found to be
greater among non-vegetarians owing to the high
concentration of saturated fatty acids in animal
fm_]-

Vegetarian diet conlains the richest dietary
antioxidants. Studies over the years have revealed
that plants are a rich source of phyto-nutrients,
vitaming C, E and carotenes as  well as
micronutrients such as selenium, Iron, copper, zine
and manganese which are co-factors for oplimum
catalytic activity of enzymes.’

Vegetarian have been broadly classified into three
diet types, these are-Resiricted or total vegetarians
with no animal product in their food (they are also
called vegans). Lacto-vegetarians which include
only milk and dairy product in their diet and
lacto-ovo vegetarians  which  also  allows the
inclusion of egg.*

Yadav et al. (2013} and Verma et al. (2015)° have
found no significant difference in TG level between
vegetarians and non-vegetarians. Similarly, -Pan et
al.(1993)" and Huijbregts et al. {1980) also have
found no significant difference in TG level between
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vegetarians and non-vegetarians. On the contrary,
Jhala et al. (1998} and Gandhi et al. (2014) have
found higher TG level among non-vegetarians.
Similarly, Nduka et al. (2011), De Biase et al.
{2005)" and Famodu et al. (1998)"" also have found
higher TG level among non-vegetarians than
vegetarians. In contrast, Dourado et al. (2011)" and
Lin CK et al. (2010)" have found lower TG level
among non-vegetarians than vegetarians.

So the findings of the researches are contradicting o
each other and not conclusive. Moreover limited
information iz available regarding
influence of lacto-vagetarian diet on

and test to significance were calculated by using
unpaired t-test. P value at or below 0,05 was taken as
level of significance.

Results

Companson of background characteristics between
vegetarian and non-vegetanan healthy adults were
shown in Table-1. There were no statistically
significant difference of age (vears). weight (kg),
height (meter), BMI (kg/m®), Waist'Hip ratio,
WaistHeight ratio, pulse (beats/min), systalic blood
pressure (mm of Hg) and diastolic blood pressure
{mm of Hg) between the two groups.

Table-1: Background characteristics of the study suhjects (n=50)

]ip:id pmﬁl: which is the usual dil.'l.al'}" Parameter Vegetarian (n-25) Non Vegetarian (n-25)  P-value
. R {mean+S1N) (means51y)
habit of vegetarians of our country. Age 3 RRLD.05 1300004 Y
Height La00T 1.6 1000 =05
Methods Weight 62760, 34 63,7240.70 =05
: - . BMI 24.39£3.65 24,40+3.54 =05
The cross-sectional comparative study i g o 1 860,05 0.86+0.05 0.05
was carried out in the department of  WaisyHeightratio  0.5120.06 514006 =03
Phygm]gg}l and dﬁl‘.lﬂ.ftl‘l‘lfl‘.lt of Pulse Te6aR+4, 71 Th.hilid 23 =05
. : : : i Systolic BP 120009, 46 11484756 =05
Bloghomistey. of  Rmweny SO i ur 76.2:5.05 742871 .05

College between the period of July 2014
to June 20015, The protocol of this study was
approved by Institutional Review Board (IRB) and
Ethical Review Committee (ERC) of Rajshahi
Medical College. Fifty healthy adult male and
female subjects, aged 1845 vears were selected
among medical students, doctors, stuff and their
relatives. Purposive sampling technigque was applied
to select each study lacto-vegetarian subject. After
careful matching of age. gender and BMI,
non-vegetarian  subjects were selected for each
lacto-vegetarian.  Subject  having  history  of
hyperlipidaemia, hypertention, any vascular disease,
diabetes mellitus, any endocrine disease, chronic
illness, alcoholics, smoking, taking
antihyperlipidaemic drugs or oral contraceptive pills
were excluded from this study.

After proper counseling the aim, objectives, benefit,
risk and procedure of the study were explained in
details to the subjects. After taking informed
consent, complete history taking and physical
examination were done and record in a preformed
data sheet. Following an overnight fasting (10-12
hours}), 3 ml of venous blood sample were drawn into
test ube (from the anticubital space of the forearm)
by venepuncture after taking all aseptic precautions.
After coagulation serum separated by centrifugation
at 3000 rpm for 10 minutes. Then serum was used for
estimation of triglyceride level by colorimeter. The
results were expressed in mmol/L. Collected data
were analyzed by using SPSS (Statistical Package
for Social Sciences) computer software programme

The mean triglveeride concentration in healthy adult
vegetanan group was 1.260.43 mmol/L. It was
slightly  higher (1.33£041mmollL) in  non
vegetarians than vegetarians , but not significantly
(Table 2).

Tahle I: Fasting serum triglyceride concentration in
healthy adult vegetarian group and non-vegetarian
group (n=500),

Parameter  Vepetariam (n-15) Non Vegetarian (n-15) P-value
meantSD(95% C1)  meanSD (95% C1)

Trighyeeride 126043 132041 0,04

{mobL) (0.76-24) (05-2.7)

Discussion

Persistent high lipid level is usually associated with
different discases like atherosclerosis, myocardial
mfarction, cerebro-vascular  disease, peripheral
vascular disease e¢te, Hyperlipidemia may cause
heart disease and majority of non-communicable
diseases are heart related. So, many  possible fatal
diseases can be avoided by maintaining normal
blood lipid levels. It is observed that vegetarians
have lower incidence of heart disease, hypertension,
diabetes mellits and cancer.”™

We have found no significamt difference of
triglyceride  level 'between vegetarians and
non-vegetarians, This finding is compatible with
Vishwabharathi er al. (20130, Yadav ef al. (2013,

BMCIJuly 2016/Volume 2 (2)
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Verma ef al (2015) and Lecer al.(2000). 1t may be
due to the fact that total energy intake was same in
both groups. Moreover carbohydrate was the main
food consumed by the both groups which may
mis-interpret the benificial effect of vegan diet on
lipad profile.

Additional longitudinal studies on larger sample size
should be done to comment about this finding. On
the other hand, Jhala e ol (1998)* have observed
higher TG level in non-vegans. The sample size of
their study was multiple times greater than this
present study which may be reason of the difference.
Pan et al. {1993) underwent a study on Buddhist
vegetarians, who lives on carbohydrate, did not find
no difference in lipid profile which is consistent with
the present study. Similarly Huijbregts et al, (1980)
have opined that high carbohydrate consumption is
the cause of failure to reduce TG level among
vegetarians which correlates with the present study
finding,

Maoreover, Gandhi er al. (2014)° have opined that
vegetarians had lower TG level than non-vegans,
However they have included only strict vegans in
vegetarian group. On the contrary, this study had
included lacto-vegans in vegetarian group which
may be the reason of the conflicting finding. In
addition, Nduka et al. (2011)* and Famodu et al
(1998}" have found higher TG level among
non-vegetarians, It may be due to presence of high
concentration of saturated fatty acid in animal fat
Moreover De Biase et al. (2005)"™ also have found
that TG level decreases as animal products were
restricted in diet. Tt indicates that animal fat intake 15
an important contributor of TG level in addition to
carbohydrate intake.

Interestingly, Dourado et al, (2011)" have found that
non-vegetarians had lower TG than vegetarians,
Higher percentage of carbohydrate intake among
vegetarians may be the cause of this finding.
Furthermore, Lin CK et al. (2010} were found that
the prevalence of hyper-trigiyceridaemia 13
non-significantly higher among vegetarians, It
indicates that the diet of vegetarians might have
affected TG level.

One of the strength of our study is we have done
careful maiching of anthropometric indices in
addition to age and gender. However it was a
cross-sectional study on smailer sample size. To
establish the cause-effect relationship.a cohort study
on larger sample should be done.

Conclusion:

This study did not find any significant difference of
trighyceride  level between vegetarians  and
non-vegetarians. It indicates that the vegetarians

BMCI/{July 2016/ Volume 2 (2)

have similar cardio-vascular risk like the
non-vegetarians unless influenced by certain
modifiable risk factors like high BMI, lack of
exercise, smoking, alcohol consumption, increase
intake of dietary fat etc.
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Gender differences in anthropometric somatotype
of adult santhals in north bengal, Bangladesh

Sumana Sutradhar?, Shamim Ara®, S.M. Akram Hosssain, Manjuara Khatun*

Abstract

Background: Somatotype gives information on individual physical constitution in an easily
comprehensible form, The somatotype is expressed in a three-numerical rating representing three
components: endomorphy, mesomorphy and ectomorphy. Somatotype components are influenced by age,
sex, race, diet, environmental factors, occupation and physical activity. Objectives: The present study was
planned to determine the gender differences in anthropometric characteristics and somatotyping of adult
Santhal of North Bengal. Methods: This cross sectional type of analytical study was conducted among 200
adult male and female Santhals of North Bengal, Personal information and anthropometric measurements
were recorded on questionnaire and datasheet following interview and examinations of the participants
respectively. Data were analyzed with the help of SPSS version 19.0 for windows and statistical analysis
were done by unpaired student’s ‘1" test. Results: Endomorphy component was observed higher in female
than male (P<0.001). Santhal male showed higher value in ectomorphy component than female (P<0.01) but
in mesomorphy component no significant difference was observed. Somatotype category observed in male
was mesomorph-endomorph (3,13-3.31-2.53) and in female was mesomorphic endomorph (3.91-3.35-2.27).
Conclusion: Among the three components of somatotype, endomorphy component was higher in female
than male and ectomorphy component was higher in male but no significant difference was observed In gojjege. Rajshahi,
mesomorphy component between male and female Santhals. :

Key words: anthropometric somatotype, gender differences, Santhals.

Introduction:

A somatotype is & convenient short hand descriptor
of overall physique in terms of body shape and
composition independent of body size' In 1967,
Heath and Carter devised somatotype method and
recognized three basic components of physique.

Endomorphy  refers  to  relative  fatmess,
meosomorphy refers o relative
musculoskeletal-development  and  ectomorphy
refers to  relative  linearity of individual

physiques? Somatotype is  expressed in a
three-numerical rating, for example, a 3-5-2 rating
is recorded in this manner where 3 indicates
endomorphy, 5 indicates mesomorphy and 2
indicates ectomorphy. In 1990, Heath and Carter
classified somatotype into thireen categorics:
central, balanced endomorph, mesomorphic
endomorph, mesomorph-endomorph, endomorphic
mesomorph, balanced mesomorph,  ectomorphic
mesomorph, mesomorph-ectomorph, mesomorphic
ectomorph, balanced ectomorph, endomorphic
ectomorph, endomorph-ectomorph,  ectomorphic
endomorph.? It is ideal to conduct anthropolgical
rescarch on @ homogenous population  where
hereditary aspects of a trait can be examined with
less error and contamination. Like any tribal

population, Santhal of North Bengal are close knit
homogenous population.

According to Bangladesh population census 1991,
there are about 2,02, 744 Santhals in Bangladesh and
maost of them resides in Rajshahi division. They also
inhabit in a wide area of West Bengal, Bihar, Orissa
and Chhota Nagpur of India.* The Santhal belong to
the Proto-Australoid race and retain an aboriginal
language, known as Santhali, Primary occupation
of the Santhal is agriculture, Both men and women
take part in agricultural activities. Santhal village is
the most important socio-cconomic and political
unit. Every village has a ‘Panchayet’ to maintain law
order, The Santhals are divided into 12 totemie class.
These are: 1) Hansda, 2) Mamdi, 3) Soren, 4)
Hembrom, 3) Tudu, 6) kisku, 7) Murmu, 8) Baske,
9) Besra, 10) Pauria, 11) Chore and 12) Bedea®
Almost all the swudy examining the gender
differences in body size shows that males are
significantly heavier and taller than the females, they
possess broader shoulders and have bigger bone
widths and circumferences than the female.® A good
number of rescarches were carried out with Santhal
of West Bengal, India showing different aspects of
anthropological variations,

Considering the importance of understanding
variation in body physigue. the present study aims to
sudy gender differences in  anthropometric
somatotype among male and female adult Santhals
particularly on mesomorphic component.
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Figure:|.a

Materials and Methods
This cross-sectional type of analytical study was
carried out in the department of anatomy of Dhaka
medical college. Dhaka from july 2013 to june 2014,
The sample size was 200 adult Santhals ( 100 male &
100 female) age ranging from 30-49 years. The study
subject were selected from three Santhals villages:
Sundarpur and Joykrishnapur of Rajshahi districts
and Bhabicha of Naogaon districts. Prior permission
and informed written consent was taken from the
headman of the respective village Panchayet,
Personal  information  and  anthropometric
measurements were recorded on questionnaire and
datasheet following interview and examinations of
the participants respectively.
With the help of stadiometer,

weighing scale. vemnier slide “«-I-ur--wmmmnmm-

caliper, a standardized flexible
ribhon tape and a skinfold
caliper following
measurements were taken: 1.
Height (Fig.l.a), 2. Body
weight, 3. Skinfold at triceps [Skisfold at mediat calf fimm)
(Fig.1.b), 4. Skinfold at

Hetghticon )

'ﬂ‘:n‘nlr":’rdwigl

Skindisld ot subscapula {mm)

ten bud}r Skinfold ot triceps. {mm)
Skisfld m sapeaspinale ()

| Riepicondylar breadth of bamans (cm) . 2520033

ratio) = Height / * Weight. Data were analyzed
with the help of SPSS version 19.0 for windows and
statistical analysis were done by unpaired student’s
“t" test,

Results

Results and observations of this study are described
below with suitable tables & graphs. In table-1
significant difference in height & weight was
observed between male and female (P< 0.001),
where height & weight of male was higher than
female. Mean height & weight of male was
160.69:3.91cm & 54.54:4 O6kg; whereas in female

148.2246.53cm height & 44.82+5.30kg respectively.

Table 1. Geader differences in different anthropsmetric measurements between male and
Ii::rn.ulq. adult Santhals of Morth Bengal

|'\pr|lh-| \l.l.uuu; I«.mm rm.l.-urul;l

:H'um 3.0 {144 k1T | |-I-i It b"lnl-llilhl-l"llllﬂ'l LLEL LU R

subscapula, 3. Skinfold at
supraspinale, 6. Skinfold at
medial calf, 7, Biepicondylar

i ulhm.umln':me K]

H||.'|m.|n'n|'\r|.|?|r breahth of femur (smb

Uipper s ciscumirene s

breadth of  femur, &
Bicpicondylar  breadth  of
humerus (Fig.1.c), 9. Upper arm circumference &
10. Calf circumference (Fig.1.d). Anthropometric
Somatotyping was done incorporating the above ten
anthropometric measurements using Heath and
Carter’s formula; 1) Endomorphy = - 0.7182 +
0,145(X) - 0.0006S (X) + 0.0000014 (X)*. Here, X

(Sum of triceps, subscapular and supraspinale
skinfolds) x 170.18 / Body height in cm. ii)
Mesomorphy = (0,858 x humerus breadth) + (0.601
x femur breadth) + (0,188 x corrected arm girth) +
{0.161 x comrected calf girth) - (body height x 0.131)
+ 4.5, iii) Ectomorphy = 0.732 x HWR -28.58 (If
HWR =40.75). Ectomorphy = 0.463 x HWR -17.63
{(If HWR =40.75 but =38.25) & Ectomorphy = 0.1
(If HWR < 38.25), Here, HWR (height — weight

Figure:1 b Figu

Anthropometric mearsirements nfdJ.EEmrnt variables.

Figure:1.d

FL-=

* significant al P<0,05, *** siguiﬁ;ﬁ-n.t at P=0,001,

‘«-I-"-I- 4.0 & B2ef 30 K HHE] ™
[ 140 T |iioveies E.;..'"m
EHIMH“‘! 1. 36307 [EXE ] R
2 :III =191 = -I:"-l-'l'.!“-.‘- ITI:HI':""
-H.?HI:J i3 ﬁl-lf_-"m II-I"‘I';l-IT
=1 i h_ IIIl[II".“
"_II_ l-'.l &0 - I |In.‘:1|_l: ;:;l-l-'ml'"
RO '!1 0a=1.11 FEE 'm ) _-::Irm'll““‘
= é’ll !-I'nj-l-i-'\l H |!2 I‘i‘_!‘\-:l Ill'l. _ﬂwl__l“:-
Female had higher wvalue in all skinfolds
measurements than male. In female, skinfold

measurements at triceps was 11.07+1.86mm, at
subscapula was 11.36+2.07mm, at supraspinale was
12,9442 33mm & at medial calf was 10.10£2.04mm
whereas in male all skinfolds measurements shows
lower value. Santhal male had higher value in all
bone breadihs and limb girths measurements than
female (P< 0.001). Biepicondylar breadths of
humerus & femur was 6.2540.33 cm & 7.3120.60cm
in male & 5.9420.36cm & 7.02+0.44 ¢m in female
respectively. Limb girths measurements of upper
arm & calf of leg was 25.03£1.11 em & 31.26<+1.49
cm in male and 23.18:1.74 em & 28.96+1.96 cm in
female respectively{Table-1).

Table 2. Gender differences in different anthropometric somatolypes
between mak and ﬁmulc adult Santhals of North Bc:ng'li

Sex |Endomorphy Mesomorphy | En:tﬂrlnrphl
MeantsD __F_h!m:l:ﬂﬂ Aeanssh
IMale (m=100) 13.1320.57 |3.3140.65  |2.53:0.63
(2.10-430) |(220:5.300  [(1.20-5.40)
Female (n=100) [3.9120.67 |3.35:0.73 (2274093
f (2.30-5.18)  [(1.90-620) |(1.10-4.90)
P value 0.0001***  |0.681™ 0019

ot ssgnificant st P=0.05.* significant at P<0.015,** sigsificant at P<D.001.
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Frgure: 2 Gender differences in somatotype component of adult
Santhals in North Bengal, Bangladesh.

Among the three components of anthropometric
somatotype; endomorphy component was more in
female than male (P<0001) but  ectomorphy
component of somatotype was higher in male than
female (P=<0.019%). But in mesomorphy component
no significant difference was observed between male

and female Santhals (Table-2}. Somatotype
category ohserved in male was
mesomorph-endomorph  (3.13-3.31-2.53) and in
female was mesomorphic endomorph

(3.91-3.35-2.27).

[Miscussion

The present study was carmied out on middle-aged
(30-49 years) Santhals and observed females were
more  endomorphic  and  males  were  more
cctomorphic than their counterpart. As endomaorphy
refers to relative fatness based on selected skinfolds
measurements and female showed higher value in all
skinfold  thickness, so  female found more
endomorphic than male, Ectomorphy component
related 1o height-weight ratio and as Santhal male
was taller and heavier than female so male was found
mare ectomorphic than female. But no significant
difference was observed in mesomorphy component
as both the population groups requires high level of
physical activity for their livelihoods, Results of
different wvariables in this study showed some
similaritics with the findings of Ghosh and Malik®
smong the Santhals of West Bengal, India. Ghosh
and Malik observed females were endomorphic and

males were ectomorphic than their counterpart. Both
male and female were found mesomorphic. Both
Bangladeshi Santhals and Santhals of West Bengal,
India belong to Proto-Astraloid race. Most of the
Santhals both Bangladeshi and Indian were farmer.
S0, similarities observed between two groups may be
due to same race, same dietary habit, same
occupation and physical activity. Gender differences
also found in similar type of study conducted by
Chandel & Malik (2012) among 1008 adult (18-40
years) Kshatriva and Kurmi of Uttar Pradesh, India.
They found Kshatriva and Kurmi male were
ectomorphic-mesomorph while  Kshatriva  and
Kurmi female were balanced mesomorph.” So. both
Kshatriya and Kurmi males have linear and muscular
body physique whereas females are muscular in their
body physique. The overall high mesomorphic
ratings in both the populations can be attributed to
the occupation of agriculture and factory works
involving high physical activity. Kshatriyva and
Kurmi were agricultural and factory labourer and
Santhals were farmer. Both Kshatriva and Kunmi
were agricultural and factory labourer and Santhals
were farmer so similarities may be due 1o same
physical activity. According to Chandel and Malik
Kshatriyva” is one of the four castes of Hinduism and
Kurmi is a subcaste of Kshatriva caste. 5o
dissimilarities may be due to the racial variation,
environmental factor. food habit and selection of
different age group. 5o, Ghosh & Malik® and
Chandel & Malik” revealed sexual dimorphism in
anthropometric somatotype of Santhals of West
Bengal and Kshatriva & Kurmi of Uttar Pradesh,
India. which is consistent with this study.,

Conclusion

The anthropometric somatotype, used as a
descriptive method of body shape in the present
study, revealed a remarkable gender differences in
Santhals of Morth Bengal, Bangladesh. Among the
three components of somatotype. endomorphy
component was higher in female than male and
ectomorphy component was higher in male. But no
significant difference was observed in mesomorphy
component between male and female Santhals as
their occupation requires high level of physical
activity. ;
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Excessive vaginal discharge of reproductive age : common causative agents

Mst. Sultana Aktar®, Md. Abdullah Siddique®, Md. Shah Alam‘, Tapas Kumar Paul’,
Seema Saha*, Md.Golam Maula®, Rezowana Sharmin®, Gopa Sarker®

Abstract

Background: Excessive vaginal discharge is a common health hazard of reproductive age women in South
Asia including Bangladesh. It may be a physiologic or a pathological manifestation. A pathological vaginal
discharge may be infective or non-infective. Objective: To find out the prevalence of infective vaginal
discharge with their common causative agents in reproductive age. Methods: This was a cross-sectional
descriptive type of study conducted at Out Patient Department of Obstretrics and Gynaecology, Rajshahi
Medical College Hospital. The sample size was 245, Three vaginal swabs from cach patient were collected
1 identify the causative pathogens by wet mount preparation of Gram staining and culture in different
culture media. Descriptive analytic technigues were done using SPSS for window in computer. Result: A
total of 245 patients, 142 (57.9%) were infective. Bacterial vaginosis was the most common (67, 27.3%)
microbiological cause. Both bacterial vaginosis and cadidiasis were predominant in the age group 25 -35
years and trichomoniasis was common in younger women than older. Conclusion: Before prescribing
antibiotics in patients having complain of excessive vaginal discharge. physicians should be confirmed the
etiological agents by proper laboratory investigation.

Key words: vaginal discharge, reproductive age, bacterial vaginosis, candidiasis, trichomoniasis

trichomoniasis,"*"* Other less common. pathogens
include  Neisveria  gonorrhea,  Chlamydia
trachomatis, and Herpes simplex virus." In Asia,
bacterial vaginosis was 20-30% and in African &

Introduction

Excessive vaginal discharge is a common complain
of sexually active women in  gynaccological
practice.! About 5-10 million women visited the

gynaecologyst with the complain of excessive
vaginal discharge per year throughout the world’
Studies have shown that of women seeking advice in
the primary and secondary. health care setting, 11%
to 38.4% in India, and 34% in Ethiopia with
excessive vaginal discharge.*” In Bangladesh, 3%
of married women of reproductive age sufTered from
sbnormal vaginal discharge.® Vaginal discharge is
the predisposing  factor  of  pelvie
inflammatory  diseases, infertility, endometriosis,
shortion, preterm labor and delivered of low birth
weight baby.*

one of

Vaginal discharge may be a normal physiologic
occurrence or a pathological manifestation. It is
often challenging to distinguish abnormal from
normal discharge, both from the patient’s and the
health care provider's perspective'™" A
pathological vaginal discharge may be infectious or
noninfectious. The symptom of vaginal discharge
was also associated with psychosocial factors of
non-infectious  etiology.””  Infectious  vaginal
discharge is usually related to one of the three
conditions,  like  bacterial  vaginosis  (BV],
vubvovaginal candidiasis (VC), and

BMC) July 2016/ Volume 2 (2)

American blacks it was ranging from 45-55%.' In
India, excessive vaginal discharge cases was 30%,
of which bacterial vaginosis was 33%-47%.
candidiasis was 20%-40% and trichomoniasis was
8%-10% > In Bangladesh, bacterial vaginosis was
29.2%, candidiasis was 33.6% and trichomoniasis
was 10.%%." There are some non-infectious causes
such as chemical irritation, allergic responses,
ectropion  endocervical polyp,  infra  ulering
contraceptive device (IUCD), vesicovaginal fistula,
rectovaginal fistula, promiscuity, local use of
traditional herbal preparations etc.''"

Thig study was undertaken o find out the prevalence
of infective vaginal discharge with their common
causative agents among the study population, Which
will be helpful for healthcare providers to manage

the problem.

Methods

This cross sectional study was conducted at
Department of Obstetrics and  Gynaccology,
Rajshahi Medical College Hospital (RMCH),
Rajshahi, Bangladesh. All the female patients of
reproductive age (13 — 49 years) having a complain
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of excessive vaginal discharge attending at the OPD
of Obstetrics and Gynaecology, RMCH constituted
the study population. A total number of 245 cases
were included in the study after taken their written
consent. Three vaginal swabs were taken from each
case. A vaginal suspension was prepared with one of
the three waginal swabs and examined under
microscope  for identification of Candida and
Trichomonas. A thin uniform smear was prepared
with the second swab and stained with gram stain for
demonstration of Candida and clue cells. The last
swab inoculated in to blood agar, chocolate agar,
MacConkey's agar and Sabouraud’s dextrose agar
media for the growth of bacteria and Candida. The
colony morphology. zone of haemolysis, gram stain,
catalase, coagulase, oxidase, whiff test, pH
determination and IMVic tests were done for
ideniification of bacteria. Candida albicans was
identified by positive germ twbe test. All the
laboratory tests and cultures were done in the
Depariment of Microbiology, Rajshahi Medical
College, Rajshahi. The cases with complaints of
vaginal discharge, but no pathogens were identified,
were grouped under non-specific causes. Data were
computed and processed using SPSS for window.
Descriptive analytic technigues involving frequency
distribution, computation of percentage ete. were
done,

Result

A total 245 patients with the complain of excessive
vaginal discharge were included in the study. The
vaginal swabs were collected and tested for
identification of causative agents.

Table 1, Microbiological etlology of excessive vaginal discharge among the

studly subjects.
Actiology of excessive vaginal discharge | Number of patients Percentage,
n= 245
{Gardnerella Yaginalis 67 273
Candida albicans 55 224
Trichomonas vaginalis i) 8.2
Mon-specific causes 1605 420

A total of 245 patients presented with abnormal
vaginal discharge were examined Among them
causative agents were identified in 142 (57.9%)
cases and non specific causes were 103 (42.0%]).
Gardnerefla vaginesis was the most common (67,
27.3%) microbiological cause followed by Candida
albicans (55, 22.4%) and Trichomonas vaginalis
(20, 8.2%) (Table 1).

Table 2. Distribution of cavsative agenis according
to age.

_ Bacteria _ __‘_fmit . Proteson
Apge inyrs | (s vaginalis  Coallicans | Tovaginalis
Wit | M) | NN
1524 TiI45) B{14.55) 12{6lh.0)
1534 [ 38(56.717 | 30(%4.5%) | S25.0)
35.45 [ 22(3284) | (7309 | 3(15.0) |

Towl | 67(100.0) | 55(100.0) I 200100.0)
—~ — ]

& vaginalis and C_albicans were more predominant in age

group 25-34 years than the other age groups. T vaginalis

was more predominant in age group 15-24 years than the

others ( Table 2).

Discussion

Bacterial vaginosis (BV) (27.3%) is the most
common disease found in this study, which is similar
to the study conducted by Begum o ol in
Bangladesh. Koumans er al*' who had also found a
249.2% prevalence of BV which is consistent with the
present study. Whereas Nessa ef ol in Bangladesh
reporied 48.1% cases of BY among the sex workers,
This high prevalence may be the result of
disturbance of vaginal microflora resulting from
frequent sexual intercourse and the subsequemt
frequent washing with water and disinfectant,
Vaginal candidiasis (22.4%) is identified as one of
the common microbiological cause of abnormal
vaginal discharge in this study. Somia er al. (2013)*
reported a similar result in Pakistan, where their
isolation rate was 29.4%. But it was quite high
observed in a study of Yusulef @l (2011} in Dhaka,
Bangladesh. It may be due to the difference of their
study population or seasonal variation.

The frequency of Trichomonas  vaginalis
{20,8.17%), which is the etiological agents of
trichomoniasis idenatified in this study was with the
similar rates detected by Nessa ef ol ™, Rahman er
afl.* and Alam er al.”® in Bangladesh.

The high rates of bacterial vaginosis and candidiasis
found in this population are of concern. There is
evidence that these two infections are associated
with adverse pregnancy oulcomes, including
premature ruplure of the membranes, preterm labor,
preterm  birth,  intra-amniotic  infection  and
postpartum endometritis.® Kiss et al.”" reported a
46% reduction in the preterm birth tate in a
randomized controlled trial of screening (15 and 19
weeks gestation) and treatment of asymptomatic
bacterial  vaginosis, candidiasis  and’ or
trichomoniasis in early pregnancy. The present study
findings suggest to proper management of the
women of reproductive age having a complain of
excessive vaginal discharge for prevention of
adverse pregnancy outcomes.

BMCJ/July 2016/ Volume 2 (2)
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The bacterial vaginosis and vagingl candidiasis in
the present study are profound at the age of 25 to 34
vears, [t is consistent with the findings of Yusuf et
ali2011)* in Bangladesh. Rylander er al®* and
Nwadiocha er afPalso found similar results in
Sweden and Nigeria in 2004 and 2010 respectively.
The reason for the high isolation rates in this age
group may be due to comparatively higher sexual
activity than the other age groups.

In this study, Trichemonas vaginalis is detected in
the highest rate at the age group of 15-24 years It
may be the women in this age group usually poor
nourished due to growing age and inadequate
knowledge about personal hygiene,

Our study possesses a methodological limitation that
must be taken into consideration, i.e most common
pathogens responsible for excessive  vaginal
discharge, like bacterial vaginosis  (BV),
vulvovaginal candidiasis (VC), and trichomoniasis
were idemified in this study, But less common,
pathogens include Neisseria gonorrhea, Chfamydia
trachomatis, and Herpes simplex were not identified
in this study. Due to this limitations, the less
common pathogens were not identified. The women
having infection of these pathogens were falsely
labeled as noninfective. Total prevalence of less
common pathogens among the women having
cxeessive vaginal discharge is not more than 5% in
Bangladesh ™' That sugpgests, at least more than
30% of the study subjects were nominfective
Vaginal discharge is a common presenting symptom
ohserved by general practitioners, gynecologists,
and those working in family planning clinics and
departments of genitourinary medicine.™ It can be
quite bothersome to the patient. It is present in the
vast majority of women during their reproductive
age and the distress it cavses is usually extremely
subjective, Some patients are annoyed by the
shightest amount of discharge, while others make no
complaints in spite of marked discharge. This
subjectivity makes it difficult to evaluate the degree
1o which the amount and the quality of discharge
affect the patient's wellbeing. Therefore the
physician must estimate the parameters of the
condition's effect and tailor the treatment to the
mdividual ¥ There is strong tempiation to prescribe
antibiotics solely on the of clinical symptoms,
without confirmation through the laboratory tests
and cultures.” But this approach is not rationale,
because a remarkable proportion of the patients
complaining excessive vaginal discharge was
noninfective, it may result in treatment failures and
drug resistant.''"* The findings of the present study
also agresd with this.

BMCJuly 2016/ Volume 2 (2) =

The results of this study have certain implication in
clinical practice however. Since the complain of
vaginal distress is extremely subjective and a
remarkable proportion of the patients complaining
vaginal discharge are non infective. So before
prescribing  antibiotic.  physicians  should  be
confirmed about the etiology by proper laboratory
test and culiure.. Otherwise it put the women at risk
for side-effects and promotes antibiotic resistance.
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Chemotherapy in combination with Trastuzumab is better than
chemotherapy alone in HER2 positive breast cancer patients

Md Dayem Uddin®, Ipshita Zerin®, Md Shafayat Habib®, Arif Hosen’, Julekha Khatun

Abstract

Background: Breast cancer is the most common cancer in women worldwide. 11 1s also the principal cause
of death from cancer among women globally. Despite the high incidence rates, majority of the diagnosed
breast cancer patients are still alive 5 years after their diagnosis, which is due to proper detection and
wreatment. Objective: To evaluate the survival gains of trastuzumab with standard chemotherapy in patients
with HER2+ metastatic breast cancer. Methods: This multicenter Randomized Control Tral (RCT) study
had conducted in the different hospitals and clinics in Rajshahi city since January 2013 1o December 2015,
Atotal of 130 women having HER2 positive breast cancer in the stage Il and stage I11, 52 in TAC (Taxotere,
Doxorubicin and Cyclophosphamide), 61 in TAH {Taxotere, Doxorubicin, Herceptin/ Trastuzumahb) and 17
women in placebo arm, were allocated randomly. Data on background characteristics and  treatment
outcomes including survival status of the intervention groups were collected by a preformed data collection
sheet. Kaplan-Meier curves were constructed for the survival distribution of the different intervention
groups, The log rank test was applied to compare the survival distribution among the intervention groups.
Results: The overall median survival of the study subjects was 25.57 months. The median survival for the
TAC, TAH and placebo were 23.33, 28.51 and 20.40 months respectively. Using TAH provided 5.18 months
more survival over TAC. The survival distributions among the intervention groups was statistically signifi-
cant (p = 0.011). Conelusion: Combination of traditional standard chemotherapy and trastuzumab - which
15 associated with fewer side effects, is an appealing better care for the breast cancer patients of stage I and
stage [T with HER2 positive than the traditional standard chemotherapy regimens alone,

Kev Words: Trastuzumab, Breast Cancer, HER2 Positive.

Introduction or in  combination with chemotherapy. This
: 2 : o, :
Breast cancer (BC) is the most common cancer AMti-HER2 monoclonal antibody was associated

worldwide with an estimated 1.67 million new cases With a ] signi.ﬁcantly longer time to disease
diagnosed in 2012 (25% of all cancers). BC is the PTOETCSSION, higher response rate, longer response
duration, and improved overall survival. During the

last decade, HER2 targeted therapeutic approaches
continued to evolve with a positive impact on the
survival of the women with HER2+ metastatic BC.'?

fifth cause of death from cancer overall (522,000
deaths) and it is the most frequent cause of cancer
death in women in less developed regions. In the
developed countries, it is the second cause of cancer
death {198,000 deaths 15.4%), after lung cancer. In
developed countries 6% to 10% of women will have  praghzymah  is a  recombinant  humanized
metastatic discase when diagnosed with BC in o ncgong) antibody that selectively targets the
developing countries this percentage can reach 60%. o collylar domain of the HER2 receptor. [t was
D:.‘m}dmg on initial stage, tumor biology, and type approved by the FDXA in Sepiember 1998 as the first
o rrf.‘a!.m.ml scheme received, 30% to 50% of targeted therapy for HER2 positive metastatic breast
women with early BC will relapse. The amplification shncer. and has since led to  sighificant

of the human epidermal growth factor receptor 2 improvements in the overall prognosis for paticots
(HER2) 15 observed in 25% to 30% of all BCs. with HER? pﬂﬁilh"ﬂ' metastatic diseage 4
Patients with BC with over expression of HER2 Trastuzumab, a monoclonal antibody that targets
have, originally. a poorer prognosis and shorter ypgs hag significantly improved disease-free and
overall survival (OS). The development of effective ;ara survival when combined with chemotherapy
HERZ targeted drugs is considercd a major g navienis with breast cancers treated in both the
beeakthrough in BC therapy. Trastuzumab was the 40 vant and metastatic settings.® The use of

first anti-HERZ drug approved for treatment of \ocnpymab with or without chemotherapy is the
HERZ positive (HER2+) metastatic BC, either alone
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backbone of systemic treatment of HER2 positive
breast cancer. The incorporation of trastuzumab into
the treatment of HER2 positive breast cancer was
based on a groundbreaking Phase 111 trial in which
469 women with HER2 positive metasiatic breast
cancer {MBC) were randomized to réceive standard
chemotherapy with or without trastuzamab.”

This stedy aimed to evaluate the combine effect of
trastuzumab and low-intensity chemotherapy on
patients’ survival in comparison with traditional
standard chemotherapy regimens in patients with
HER2+ metastatic Breast Cancer.

Methods

This multicenter  Experimental — Randomized
Control Clinical Trial study had conducted in the
department of Radiation Oncology, Rajshahi
Medical College Hospital (RMCH) and other private
hospitals and clinics in Rajshahi city since January
2013 1o December 2015 Patients with HER2
positive breast cancer having stage 11 and stage 111
attended at these hospitals and clinies during the
study period were the study population. Total 130
women, 52 in TAC, 61 in TAH and 17 women in
placebo arm were enrolled randomly in this study. In
TAC arm: 32 women were randomly allocated to the
TAC {Taxotere, Doxorubicin andd
Cyclophosphamide) arm. TAC arm consists of
Taxotere (75 mgm?’, day 1), as | hour infusion
preceded by Doxorubicin (50 mg/m?, day 1) and
Cyclophosphamide (500 mg/m*, day 1), both given
as an intravenous bolus, This TAC protocol runs for
6 cycles in cvery 3 weeks. In TAH arm: 61 women
were randomly allocated to the TAH (Taxotere,
Daxorubicin, Herceptin' Trastuzumab) arm. TAH
arm consists of Taxotere (75 mg'm?®, day 1),
Doxorubicin (50 mgm?, day 1) and Herveptin
Trastuzumab (8me/kg for 1" cycle and 6my/kg from
2™ eyele, day 1), In this arm other combined therapy
will run till 6 cveles and Herceptin will run up to 12
cveles in every 3 weeks. In Placebo arm: 17 patients
were allocated to placebo arm. The patients having
cardiovascular disease were exchuled from the study.
After selection, every patient was followed at the
interval of 3 months up to 36 months (3 years), if
survived. Before selection the women, informed
written consent was taken from each of them, Data
on back ground characteristics and  treatment
outcomes of the intervention groups were collected
by a pre formed data collection sheet.

Diata were computed and processed using SPSS fis
window. Descriptive analytic techniques mvolving
frequency distribution, computation of percentags
etc. were done. Kaplan-Meier curves were
constructed  for the survival distribution of the
different intervention groups. The log rank test was
applied to compare the survival distribution among
the intervention groups.

Results

TAC arm had a total of 52 patients, TAH arm had a
total of 61 patients and Placebo arm had a total of 17
patients. A total of 130 patients, 77 (59.2%) patients
belonged to the 36-50 years age group, 21 (16.2%)
patients were in the age group of 25-35 years and the
rest 32 (24.6%) were above 50 years. In between age
2535 years, 10 patients received TAC, 8 patients
received TAH and 3 patients received placebo. In
between age 36-50 years, 33 patients received TAC,
31 patients received TAH and 13 patients received
placebo. Age above 50 years, 9 patients received
TAC. 22 patients received TAH and 1 patient
received placebo.

In this study, most of patients belong to the middle
class family. Among 130 patients, 68 (52.3%)
patients belong to that group, 45 (34.6%) patients
belong to upper- middle class and 17 (13.1%)
patients belong to the Lower-Middle class. Most of
the patients were found to have the tobacco addiction
along with betel leaf. Among 130 patients 89
(68.5%) patients took tobacco and 41(31.5%)
patients did not have any addiction to tobacco. Most
of the study subjects, 97 (75.0%) patients did not
expericnce any radiation therapy in their lifetime and
the rest 33 (25.0%) patients had the history of getting
radiation therapy in their early age for any kind of
cancers or other diseases, Among 130 patients T8
(60.0%) did not get any Hormone Replacement
Therapy (HRT). 52 (40.0%) patients experienced
HRT in their lifetime. Among 130 patients 74
{57.0%) patients were used to take oral contraceplive
as their contraception, 56 (43.0%) patients took other
contraception method not oral contraceptive. Among
130 patients 51(39.3%) patients had ER-/PR-. 19
(14.6%) patients had ER+/PR-, 45 (34.6%:) patients
had ER+/PR+. 15 (11.5%) patients had ER-/PR+
receptor status.

Among 130 patients only 23(17.7%) patients used o
breastfeed their children and remaining 107 (82.3%)
patients did not. Among 130 patients 73 (57.7%)
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patients mamtamed their conjugal life and remaining
35(42.3%) patients did not have normal conjugal
life. More than forty one percent (54, 41.5%) of the
patients had menopause and rest (76, 38.5%) of the
patients did not experience it. Hypertension was
found among the 42.3% (35) of the patients and ithe
rest  T5(57.3%) were nommotensive. Diabetes
Mellitus (DM) with or without hypertension was
also found in many patients. A total of 130 patients,
97 T4.6%) patients had comorbidity and the rest
33(254%) did not have any comorbidity. If the
circumstances surrounding a patient’s death were not
available, the causze of death was classified as
unknown, even if the patient had developed recurrent
breast cancer or a second malignancy. The other
efficacy end point examined was disease free
survival (DFS), defined as the time from enrollment
o documentation of the first of any of these evens:
local. regional, or distant reeurrence of breast cancer;
a contra lateral breast cancer; a second primary
cancer: or death as a result of any cause.

Table 1 Median survival among different
intervention groups

Drug Median Survival (months) !
TAC 23.33 '
TAH 28.51

Placebo | 20.40

Overall S X

Women assigned to the Trastuzumab had a
significantly increased Ovwerall Survival (035)
relative to those randomly assigned to the control
group when the stratification factors are taken into
sccount (stratified HR, 0.70; 95% CI, 0.59-0.83;
£=011}). The median survival for the TAC and TAH
was 23.33 and 28.51 months respectively (Table 1).

From the Kaplan-Meier curves we can see that the
median survival of  placebo group was 20.40
months. On the other hand, the TAC group, the
overall survival is 23.33 months (Table 1) and
among 52 patients the percent of incidence is 62.3%
(350 There were a significant number of death
mocidents between 4-12 months and a  highly
agmificani number of death incident occurred
Between 12-34 months and most of the incident had
eccwrred berween in this time.
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Figure-1 Kaplan Meier curves for dilTerent proups ssociated
with patient survival

On the contrary, for TAH, the overall survival is
28.51 months and among 61 patients the percent of
incidence is 41% (25) which showed better efficacy
of uvsing this combmation. Moreover, from the
Kaplan-Meier curve it gave an eve evident that
though there is a couple of incidence between 8-16
and 1 8-23 but it had a more steady period from 24-36
months with an interval of only 3 incidence. So, in
the comparison, the major outcome between TAC
and TAH about the overall survival, the evidence of

| this smdy was using TAH would provide
| (28.511-23.33) = 5.18] months, probability of more
1 survival over TAC.

The log rank test was applied to compare the survival
distnbution among  the intervention groups. The
survival distributions among the intervention groups
was statistically significant (p = 0.011).

I¥iscussion

Globally, breast cancer is the most frequently
diagnosed cancer and the leading cause of cancer
death in females. In developing countries like
Bangladesh and in India, the breast cancer is also
becoming the most common Cancer among women
for the last few years.” The drug trastuzumab is a
monoslonal antibedy and works by targeting breast
cancer cells that over express the HER2 protein, By
binding to the protein receplors on these cells,
trastuzumab interrupts the growth signal, thereby
slowing and stopping the growth and helps not to
spread the tumours. Approximately 20% to 25% of
breast cancers over express the HER2 protein®
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Trastuzumab and  Cytotoxic  Chemotherapy
significantly improve 0S5 (Owverall Survival) in
comparison to Cytotoxic Chemotherapy alone. 05
benefit was consistent across subgroups. The major
outcome between TAC and TAH about the overall
survival is that TAH will provide 5.18 months
probability of more survival over TAC, Trastuzumab
significantly improves quality of life. Women with
small, HER2-positive, node-negative breast tumours
have a low, but still significant. risk of recurrence of
their discase. This stody demonstrates that a
combination of lower-intensity chemotherapy and
trastuzumab which is associated with fewer side
effects than traditional chemotherapy regimens is an
appealing standard of care for this group of patients.

In the study, we wanted 1o know if a combination of
Herceptin and just chemotherapy with doxorubicin
and taxane, would offer benefits to women
diagnosed with small HER2 positive breast cancers
that hadn't spread to the lymph nodes and had a low
risk of recurrence. It was evident that overall
survival was better in women who got Trastwrumab
plus chemotherapy compared to women who got
only chemotherapy. Discase-free survival was better
in women who got Trastuzumab plus chemotherapy
compared to women who got only chemotherapy.

We found only 17% patients who are obese in our
study. Carcinogens found in tobacco smoke pass
through the alveolar membrane and into the blood
stream, by means of which they may be transported
to the breast via plasma lipoproteins. Those potential
breast carcinogens in tobacco smoke can be taken up
and metabolized in humans. In our study, among 130
patients 89 patients took tobacco and 41 patients did
not have any addiction to tobacco. '

A review of 54 studies in 1996 found that women
have a slightly higher risk of breast cancer while they
are taking birth control pills that contain both
estrogen and progestin and during the 10 vears after
they stop taking the pills." The present study
findings goes in favour of it.

Exposure to  ionizing radiation is  the
longest-established and most firmly established
envirpnmental cause of human breast cancer in both
women and men. fonizing radiation can increase the
risk for breast cancer through a number of different
mechanisms, including dircet mutagenesis (causing
changes in the structure of DNAJ), genomic

instability (increasing the rate of changes in
chromosomes, therefore increasing the likelihood of
future mutations)." In this study among 130 patients
31 patients had ER-/PR-, 19 patients had ER+/PR-,
43 patients had ER+/PR+, 15 patients had ER-/PR+,

The Kaplan-Meier survival curve is defined as the
probability of surviving in a given length of time
while considering time in many small intervals.
There are three assumptions used in this analysis.
Firstly, at any time patients whe are censored have
the same survival prospects as those who continue to
be followed. Secondly, the survival probabilities are
the same for subjects recruited early and late in the
study, Thirdly, the event happens at the time
specified.” Patients randomly assigned o the
Trastuzumab had a significantly increased 05
relative 1o those randomly assigned to the control
group when the stratification factors are taken into
account (stratificd HR, 0.70; 95% CI, 0.59-0.83;
FP=011}. The median survival for the TAC and TAH
was 2333 and 28.51 respectively. The absolute
decreases in distant recurrence were 7.2 percentage
points after two years and 14.9 percentage points
after three years, although the latter value had a wide
confidence interval {101 to 19.5 percentage points),
Among eligible patients who continued treatment
after doxorubicin and cvclophosphamide and who
were HERZ positive on central testing, the relative
reduction in the mortality rate associated with
trastuzumab was 38 percent (P=0.01). The primary
concern regarding the safety of trastuzumab is the
increased risk of cardizc dysfunction. In the study,
the cumulative three-year incidence of congestive
heart failure increased by about 3 percentage points
with the addition of trastuzumab. Most episodes
occurred  during  trasmzumab  treatment,  but
additional follow-up will be needed to define the
long-term cardiotoxicity of trastwrumab. Clearly,
appropriate selection and careful cardiac monitoring
of patients are essential. Trastuzumab did not
increase the overall frequency or severity of
non-cardiac adverse effects associated with the
chemotherapy regimens, but we did see rare cases of
interstitial  pneumonitis  in  patients  receiving
trastuzumab during or shortly afier the docetaxel
phase of wreatment, Two cases were fatal. Possible
cxplanations have included the left breast is slightly
larger than the right, breast feeding preferentially on
the right breast protects from cancer, and that right
handed women check the left breast for lumps more
often. However, these explanations have been
countered by findings that different quadrants of the
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breast have different laterality ratios, men also have
asymmetric occurrence of breast tumours, and this
asvmmietry 15 present in both invasive and in situ
tumours. Left breast is slightly larger than right
breast so it naturally contains more breast tissue.
More breast tissue is present to be at risk for the
development of a cancer more frequently than the
smaller breast.

The comparison of the overall survival between TAC
and TAH intervention group in this smudy suggests
that TAH will provide more than 5 months
probability of additional survival over TAC. So, the
addition of Trastuzumab  with  cytotoxic
chemotherapy to HER2 breast cancer patientl gives
better result in comparison to  taditional
chemotherapy alone considering both response rate
and overall survival.

This study demonstrates that a combination of
low-intensity chemotherapy and trastuzumab -
which is associated with- fewer side effects than
traditional chemotherapy regimens, is an appealing
standard of care for the breast cancer patients of
stage 1l and stage 111 with HER2 positive.
Trastuzumab combined with cytotoxic agents such
as  taxanes, vinorelbine, gemcitabine.  and
capecitabine has been shown to produce superior
response rates, TTP, and overall survival times in
patients with MBC, and triplet combinations have
the potential to offer additional benefit. Trials of
trastuzumab treatment beyond disease progression
and retreatment after neoadjuvant relapse are also
under way. and it is hope that data from those trials
will provide further guidance for clinical practice.
The number of trastuzumab-based treatment options
m clinical practice is steadily increasing with each
mpew clinical trial, Trasmzumab has become the
foundation of care in HER2 positive disease, and

ongoing  studies seek to  provide further
mmprovements  in - outcomes, broaden  potential
weamment  approaches, and  provide further

miormation about the optimal use in clinical
practice. Moreover, trastuzumab can be combined
with 3 wide range of chemotherapy regimens while
adding linle to the toxicity profile of chemotherapy.
Cardiac evenls can occur during (rastuzumab
treatment but  are  penerally reversible and
mamageable. It is evident that overall survival was
bemer m women who got trastuzumab  plus
chemotherapy compared 1o women who got only
chemotherapy. Disease-free survival was betier in
women who got trastuzumab plus chemotherapy
compared o women who got only chemotherapy.
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Effect of Vitamin A on Lung Function Test in patient with

Chronic Bronchial Asthma
M Obaidulla Ibne Ali*, Nur-E-Atia®, Tohorul Islam®. Gopal Chandra Sarker”

Abstract

Background: Decreased antioxidant levels in the lungs 1s a feature of chronic bronchial asthma.
Anti-oxidant therapy positively correlates with lung function in asthmatic patients. Objective: To observe
the changes of lung function in patients with chronic bronchial asthma both before and after
supplementation of vitamin A. Methods: This was a randomized controlled tnal camed out in the
department of physiology, Rajshahi  Medical College, Rajshahi, Adult patients suffering from chronic
bronchial asthma were the reference population. Sixty experimental subjects aged 20 to 435years were
selected from the Asthma center of Rajshahi Medical College Hospital by necessary inclusion and exclusion
criteria. They were divided into two equal groups, study and control by randomization. Pulmonary function
parameters such as FVC, FEV1, FEVI/FVC% and PEFR were measured before and three month after
supplementation of vitamin A in study subjects and placebo in controls. Paired t-test was applied to observe
the difference of lung function parameters between pre and post intervention of the two groups. Results:
The mean FVC, FEV1, FEVI/FVC% and PEFR following vitamin A were not changed significantly than
the pre supplementation values in patients with chronic bronchial asthma, Conelusion: No significant
improvernent of pulmonary funchons occur after supplementation of vitamin A in chronic bronchial asthima

patients.

Kev words: antioxidant, Pulmonary function, chronie bronchial asthma

Introduction

Respiratory disease is a major cause of death and
disability in many countries. The etiology of most of
non-infectious lung disease remains elusive despite a
major increase in research on the respiratory
svstemn.!  Morbidity and  mortality of chronic
bronchial asthma are increasing but its fundamental
cause is still unknown despite intensive research. In
chronic asthma inflammation may be accompanicd
b intensive air flow limitation.”

There are evidences thal eéndogenous oxidants
produced by  hypersensitive  inflammatory cells
destroy  airway  epithelium  which  slough  into
bronchial lumen and thus aggravates asthma® Free
radicals are always being produced in our body.
However. body operates several mechanisms for
termination of these free radical, which are injurious
to the body. Antioxidants neutralize free radicals and
participate in protective mechanism.”

Antwonadants and vitamin A may delay or prevent
direct  oxidation of - oxidizeable substrates or
scavenge oxidant free radicals and neutralize the
Phvsiologic  oxidant  burden  created by both
exogenous and endogenous free radicals. They either

BMCValy 2016/ Volume 2 (2)

block the imitiation of free radical formation of
inactivate (scavenge) free radicals and minimize
radical induce damage. Thus good antioxidant status
of vitamin E, ascorbic acid, glutathions and vitamin
A of the body 15 necessary to prevent ourselves from
free radical mediated tissue injury.?

Acute asthmatic attacks impair the anti-oxidant
defense  systern.  When oxidant  overwhelm
anti-oxidants, tissue injury and disease results,
Decreased level of anti-oxidants in the lungs 15 a
feature of chronic bronchial asthma and that there is
a marked decrease of these levels during acute
gsthmatic attacks, These observations highlight the
positive correlation between anti-oxidant therapy in
asthrmatic patients. They documented that decline in
the concentration of antioxidants super oxide
dismutase and glutathione in lung fluid from
asthmatic patients ten minutes after exposure to
grass or ragweed allergens.®

Some researcher have studied lung function after
supplementation of  antioxidant  vitamins  and
observed improvement of lung function following
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such supplementation. Very few research have been
done in our country and a little published data are
available about the effect of vitamin A on lung
function test in chronic asthmatic patients.

Aim and Objectives

To study of lung function test in chronic asthmatic
patients before and afier supplementation of
vitamin A.

Inclusions criteria
Established cases of male patients with chronic
bronchial asthma were taken,

Exclusions criteria

Subject suffering from pulmonary tuberculosis,
bronchial neoplasm, heart failure, diabetes mellitus
and renal failure were excluded from the study,

Materials and Methods

This randomized controlled trial has been designed
to observed the effect of vitamin A supplementation
among the patients with chronic bronchial asthma in
the department of physiology of Rajshahi Medical
College between the period of July2003 to June
2004.The protocol of this study was approved by
Institutional Review Board (IRB) and Ethical
Review committee (ERC) of Rajshali Medical
College.

Sixty apparently healthy males suffering  from
chronic bronchial asthma aged 20 to 45vears were
selected from the Asthma  center of Rajshahi
Medical College Hospital with their consent after
explanation in details the aim, objectives. benefit,
risk and procedure of the study to them considering
all inclusion and exclusion criteria. The 60 study
subjects were divided into two groups, study and
control  groups by randomization. The study and
control groups were supplemented with oral vitamin
A 10,000 IU (Cap. Retenol forte, Drug International
Lid. Bangladesh) and placebo once daily for 3
months respectively,

Complete history taking and physical examination of
both the groups were done and record in a preformed
date sheet before and afier the intervention.
Pulmonary function parameters such as FVC, FEV |
FEV, /FVC % and PEFR were measured by digital
spirometer on standing position of all patients of

both the groups. Collected data ware analyzed in
computer by using SPSS version 16.0. Paired t-test
was applied to observe the difference of lung
parameters  between
intervention of the two groups,

function

Results

pre

Table 1. Measured and predicted value of FVC
with percent deviation before and after
supplementation with vitamin A.

and post

Group Measurad Predycted | Percent deviation
vahue (L) value (L) from predicied
I Meant SE Men+SE | value (%)
Cirowp-A
n =30
BS (A 24620011 438 £ 006 -43
AS A 24620011 4.38 + (Ui 43
Pwalie | =005 15
Group-B |
n=H}
BS (B4} 20033 449 + 0008 48
AS (B2 230+ 037 449 + (.08 -1
P valug =0,05 {15 4]

BF = Before supplementation, AF = Afier supplementation

Percentage deviation of FVC from predictive value
in group B before supplementation was 48% less,
Which after supplementation came down to 38% less
from predicted value (Table 1).

Table 2. Measured and predicted value of FEV,
before and after supplementation with

vitamin A.
Cirngp Measared Predicted Fercent
value (L} value (L} deviation from
| Meant SE Mean + SE predicted valae
[%a)
Ciroup-A
=3
BS A} 1.46 & 0,08 370005 £l
AS (A) 146 + 0,09 370+ 0,05 £l
I valug =S ) []
Giroup-B
m=3{
BS (B} 146 = 0,04 3724 0,05 il
A5 (B2 146 = 0,05 372+ 005 -52
I value =5 b L[]

BF = Before supplementation, AF = After supplementation

The mean measured value of group B (before
supplementation) was 1,46 = 0,04, which was 1,46 +
(.05 after supplementation, percentage deviation of
FEV, from predicted value in Group B before
supplementation was 64% less, which after
supplementation came down to 52% less from
predicted value (Table 2).
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Table 3. Measured and predicted value of
FEV /FVC% with percent deviation
from predicted values before and after
supplementation with vitamin A,

Group Measured Predicted Percent deviation

value (L) vahue (L) from predicted
Mens 8E | Mean £ SE value (%)

Group-A

=30

BS A 4001 B4 =025 <M |

AS (A S04 001 B4 025 30

P value : I-:"ﬂ-ul:.lﬁ ={,05 —

Group-B |

=30

BS (B, 63 +0.7 B3 £018 12

A% (By) B304 | BI008 .14

P value >0.005 =005

BF = Before supplementation, AF = Aller supplementation

The mean measured value of group B (before
supplementation) was 63%, which was 63% afier
supplementation.  Percentage  deviation  of
FEV /FVC% from predicted value in Group B
before supplementation was 22% less, which after
supplementation came down to 19% less from
predicted value (Table 3).

Table 4. Measured and predicted value of PEER
before and after supplementation with

vitamin A,
Group | Measured Predicied Fercent deviation
vahee (L) value (L) from predicted
| | Mean= SE Mean = 8E value (%o}
Gromp-A. |
=3
BS A 1854 16,72 604 4 249 =52
AS (A 721698 604+ 2,449 52
P value >0.05 B A]
Group-B
=3 |
BS (B} 41=17.19 Gi3+3.14 -6
AS(B Xe=824 [IEEXRE] -58
P valuoe =1,03 =S

3 ';;Mmzm

BF = Before supplementation, AF = Aflter supplementation

The mean measured value of group B (before
supplementation) was 242 < 17.19, which in¢reased
o 259 + B.24 after supplementation.

Percentage deviation of PEER from predicted value
m Group B before supplementation was 60% less,
which after supplementation came down 1o 58% less
from predicted value (Table 4).,

Discussion

Present study has been done to observe the changes
in lung function among patients with chronic
bronchial asthma, both before and three months after
supplementation of vitamin A. lung functions were
assessed by measuring FVC, FEV FEV /FVC% and

| PEER. Previous studies reporied that the pulmonary

function parameters such as FVC, FEV,
FEV /[FV(% and PEER in patients with chronic
bronchial asthma are always lower in comparison to
healthy subjects.*”

When subjects in this study were supplemented with
vit-A, no  sigmificant change in mean
FVC,FEV FEV /FVC% & PEFR were obseved.
Though mean PEFR in this group was slightly
increased following vil-A  supplementation, the
change was not statistically significant. No
significant change of the above parameter was seen
after vit-A supplementation when compared to
control subjects measured at the end of the study. It
is consistent with the findings of McKeever et al.®

C.Bodner er. al. (1999 also found significant
correlation between the amount of dietary intake of
antioxidant vitamins and their plasma levels, Dictary
intake wvalues were significantly correlated with
plasma level for vitamin C ( =042, P<0.001),
vitamin E {r=034, P<0.00] and B-carotene {r=026,
P,<0.01) but not for vitamin A. Findings of this study
explain why no improvement of lung function
occurred  in  this smudy subjects who were
supplemented only with-vitamin A

The lower pulmonary volume and capacities in
asthmatic subjects of the present study were most
likely due to bronchoconstriction by air pollutants as
mist subjects of this study were from urban area,
where pollution is supposed to higher than that of
rural area. So improvement of pulmonary function
values were not  significamtly increase afier
supplementation of vitamin A,

Present study reveals that lower pulmonary functions
oceurs in patients with chronic bronchial asthma and
no improvement of these lower pulmonary functions
oceur after supplementation of vitamin A.
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Alzhiemers Disease: An important cause of dementia
Md. Muazzem Hossain®, Nasrin Jahan Shammi®, Kazi Wali Ahmed®. Rezowana Sharmin®

Abstract

Dementia is not a disease but symptom. Alzheimer disease is the most common form, a degencrative
disorder of brain that leads to memory loss. Dementia has become a concem worldwide as the global
population is ageing. There is no way to definitively diagnosed Alzheimer disease without performing an
autopsy. But associated diagnostic parameters like CT scan, MRI, PET, CSF and Plasma based protein
biomarker are also helpful. Rivastigmine, Donepezil, Mementine etc. are used for treatment. There is no
cure for Alzheimer disease, however promising research and development for early detection and rreatment

15 underway.

Intreduction

Dementia is a symptom that can be caused by a
number of progressive illnesses. It is the main cause
of dependency in older people. There were 46.8
million people living with dementia worldwide in
20135, increasing to 74.7 million by 2030 and 131.5
million by 2050.! More than 60% people with
dementia live in developing countries.”
Approximately 5% of people between the age of 63
and 74 have Alzheimer disease. Alzheimer disease
15 clinically characterized by a progressive cognitive
mmpairment including impaired judgment, decision
making, ability to perform activities of daily living,
ability to leam and remember new information and
orieniation, often accompanied in later stages by
psvchobehavioral disturbances as well as language
mmpaimment  (speaking, reading, writing). Life
expectancy of the population with this disease is
reduced’. The mean life expectancy following
dizgnosis is approximately seven years. Fewer than
3%s of patients live more than fourteen wears.
Alzheimer disease is predicted to affect 1 in 85
people globally by 20500, At present it causes uplo
100,000 deaths annually®. Alzhiemer disease carries
significant implication for patient, their families and

our sociery. The article emphasizes clinical and |

neurclogical aspect of Alzheimer disease specially
dementia

Pattern of Alzhiemer disease

Alrheimer disease (AD) is the cause of irreversible
dementia. There are two main form of Alzhiemer
gemetic based  early  onset  familial
Alrhiemers disease and a more prevalent
sge-dependent form called sporadic Alzhiemers
disease. Familial Alzhiemer disease affects people
vounger than 65 and the remainder of Alzhiemer
descase cases occur in adulis aged 63 and older as
sporadic Alzhiemers disease’. The familial form is
due 1o mutation in 3 gene: amyloid precursor protein

disease,

BMCH July 2016/Volume 2 (2)

(APP) gene on chromosome 21, presenilin 1 gene
(PSEN1) and presenilin? gene (PSEN2), located on
chromosome 18147,

Figure 2: Neurological changes in Alzheimer’s
disease

Risk factors for Alzhiemers disease

Alzhiemers disease is a multifactorial disease with
no single cause known and several modifiable and
non-modifiable risk factors are associated with its
development and progression. Established risk
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factors trigger neuronal dysfunction®. In particular
ageing, family history (3-5 fold increase risk when a
first degree relatives is affected), apolipoprotein E4,
head injury, depression, hypertension, lype-2
diabetes, hypercholesterolemia,  obesity,  atrial
fibrillation, presence of cerebral emboli and low
physical and cognitive activity can significantly
contribute to the development and progression of
Alzhiemers disease”,

Pharmacelogical cause of dementia in Alzhiemer
disease

In Alzhiemers disease, the leaming and memory
centres in the medial temporal lobes are suseeptible
o damage. Small groups of cells known as basal
forebrain produce a chemical called Acetylcholine
{Ach) that is important for leaming and memory.
When these cells die, brain levels of Acetylcholine
fall". Normal aging causes a slight decrease in
Acetvlcholine  concentration, causing  periodic
forgetfulness. But  in  Alzheimer  disease,
concentration of Acetylcholine decreased as much as
90 percent’, Glutamate is also involve in leamning
and memory and decrease in same level”,

Neuroanatomical changes in brain in Alzhiemers
disease

Alzheimer disease is charactenized by a progressive
loss of cortical neurons, specially pyramidal cells
that mediate higher cognitive function'. AD-related
degeneration begins in the medial temporal lobe
predominantly  in  entorhinal  cortex  and
hippocampus. The degeneration spreads to parietal
areas, frontal cortex and wltimately causes
pronounced damage to multiple components of the
limbic system'. AD is related 1o deposition of
abnormal proteins within and outside of neurons,
known as amyloid plaques and neurofibrillary
angles (NFT). Normally, cells throughout life
release soluble amyloid —beta protein after cleavage
of the APP ( a cell surface receptor). AD involves
abnormal cleavage of APP that results i
precipitation of Amyloid-beta into beta sheets and
formation of senile plaques. which consists of
insoluble amyloid-beta protein. It is believed that
microglia and  astrocytes  then mount an
inflammatory  response  to clear the amyloid
aggregates and this inflammation causes destruction
of adjacent neuron. Every brain cells contain long
fibres that holding brain cell in its proper shape and
helping transport of nutrients within cell. In AD
these fibres begin to twist and tangle. The brain cell
loses its shape (Fig:l) and umable to transpor
nutrients properly, it eventually dies™(Fig:2).

Diagnosis

The gold standard for the diagnosis of AD is an
autopsy based pathological ecvaluation. Because
amyloid plague and NFT are only found through
biopsy. However mini mental state examination
(MMBSE) . Alzhiemers disease assessment scale
{ADAS) and physical examination allow physician
to make an accurate diagnosis of AD in 90% cases'®,
Blood test for hormonal imbalance, vitamin
deficiency and urine analysis for UTI is also
performed.  Several neuroimaging and  other
biomarkers approach are being used to study AD and
exclude brain  tumour, cerebrovascular  attack,
traumatic brain injury, infection. Biomarkers are
needed to identify high risk patients for early
treatment as well as for monitoring  disease
progression and response to treatment.  Fluid
markers (CSF and plasma based prodem marker),
computed tomography (CT  scan), magnetic
resonance  imaging (MRI), positron  emission
tomography (PET) are widely used. PET utilizes
18-Flurodeoxy glucose, which measures regional
brain metabolism. The earliest sign of AD detectable
on an FDG-PET scan is the hypometabolism of the
posterior cingulated cortex and precuneus'”, 1t helps
in distinguishing different forms of dementia,
especially AD bersus frontotemporal  dementia'™,
PIB-PET(Pittsbrugh compound B) has  been
developed  for  directly  and  clearly  imaging
beta-amyloid deposits in vive using a tracer that
binds selectively to the A-beta deposits'™, In AD
patients show marked enlargement of lateral
veniricle, medial temporal lobe atrophy invelving
the hippocampus and entorhinal corex™. It
differentiates progression from minimal cognitive
impairment to AD-dementia.

Treatment of Alzhiemer disease

Alzhicmers  discase includes instigation of
pharmacological  symptomatic  treatments  and
initiation of psychological support and co-morbid
conditions.

Pharmacotherapy

The FDA approved two tvpes of medication for this
purpose. These medications help to control the
symptom but do not slow down the progression or
reverse the course of disease iself™. At present, the
mainstay of Alzeimer's disease is drugs that target
neurotransmitter system in brain. The first groups are
chaolinesterase inhibitors: rivastigmine, galantamine,

BMCJ/July 2016/Volume 2 (2)
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donepezil.  Mementine is another FDA-approved
medication for use in moderate o severe AD®.
Rivastigmine prevent breakdown of acetylcholine
and increase Ach concentration in brain. Mementine
rezulates the activity of glutamate in

brain, Owverstimulation of nerves by glutamate is the
cause of neuron degeneration in ADY. Glutamate
binds 1o N-methyl-D-aspartate{NMDA ) receptors on
the surface of brain cells. Mementine acts by
blocking of NMDA receptors and therefore
protecting the nerves from excessive glutamate
stimulation™.

Psveotherapy

In addition to cognitive decling, Alzhiemer disease
can cause severe behavioral and psychiatric
svmptoms, These symptoms include anxiety,
sleeplessness,  agitation,  hallucinations  and
delusions, Antipsychotic drugs consistently reduce
agitated behaviour. concern have been expressed
recently over the safety of both the older
{haloperidol) and second generation antipsychotics
{guetiapine, risperidone, olanzaping}.

Immunatherapy

[lA has been reduced by injecting AD patients with a
svnthetic form of  beta-A called AN 1792.50me
people respond to immunization with a slowly
progression of disease even after 4-6 years™, Other
studies have found a clearing of beta-A without any
cognitive benefit™,

Conclusion

Dementia due to Alzhiemers disease is a critical
public health issue in the world with a significant
beslth, social and financial burden on society.
Aithough the diagnosis of AD is ofien missed or
delaved. people with dementia need special care
which should be started carly in the disease and
evolve constantly over time requiring advanced
plesming.  monitoring,  coordination.  Creating
gwareness is the first priority, Training healthcare
workers on dementia and try to identify “caregivers”
wth expertise to takecare of patients. It is imperative
#ha the comect course of treatment be implemented
o delay further brain deterioration and slow the
smset of svmptoms. WNew approaches are needed to
emssres patients access to essential resources and
farer research work should aim to  improve
dssncstic and therapeutic effectiveness  for the
et of future gencration.
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Villous adenoma of the urinary bladder: A case report
Arefa Sultana®, Shah Md Badruddoza®

Abstract

A 48-vears old women presented with

oross haematuria that had lasted for one week.

There were no lower urinary tract symptoms and flank pain. On cystoscopy, a smooth
surfaced bladder mass with a single stalk was found. After transurethral resection of the

tumour in the bladder, histopathology confirmed that the tumour was a villous adenoma.

Introduction:

Villous adenoma of the urinary tract one a
well recognized but uncommon entity.
Several case reports and a number of studies
detailing the pathologic features and
prognosis of villous adenomas in the
urethra, bladder and urachus have been
published. ' There have been only 10 cases
reported of a villous adencma of the urimary
iract in the medical published work’.
However histogenesis and malignant
potential of these tumours remain
controversial. Villous adenomas are found
most frequently in men. Patients ranged
from 33to 79years of age with a mean age of
5Tyears.

Case report:

A 48vears old women presented with gross
haematuria that had lasted for one week.
There were no lower urinary tract symptoms
and flank pain or any cardiovascular,
respiratory, gastrointestinal, or nzurological
svmptoms. On physical examination, no
abnormality was found and the uirnanalysis
revealed red blood cells. The urine cytology
negative for malignancy and other routine

BMC)/July 2016/Volume 2 (2)

blood test were within normal limits. On
ultrasound scan of the bladder suggested the
presence of mass in the bladder. On
cystoscopy, a smooth surfaced bladder mass
with a single stalk was found. After
transurethral resection of the tumour in the
bladder, histopathology confirmed that the
tumour was a villous adenoma with a
polypoid growth of the glandular epithelium
consisting of small tubular glands, dilated
cystic glands and papillary fronds lined by a

g 2.

Fig. 1:

columnar epithelium with goblet cells (Fig-1).

Histological section showing villous adenoma of the
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bladder, consisting of papillary fronds covered by columnar

cpithelium with goblet cells (H&E X 400).
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Case Report

Eli}

The glandular epithelial cells displayed mild
nuclear atypia and nuclear
pseudostratification with some mucus cells
admixed. The histological diagnosis was
correlated with  the clinical features,
imaging results and other pathological
findings, the patient was diagnosed with
rare case of villous adenoma of the urinary

bladder.

Discussion:

This case illustrates a middle-aged women
with villous adenoma without cystitis
glandularis or dysplasia. Villous adenomas
are found most frequently in men. Patients
presented hematuria,
irritative  symptomps  and  occasionally

chinically  with

mucusuria. The most frequent site was the
bladder dome and the posterior wall; our
case was on posterior wall of urinary

bladder,

Embryologically, the distal colorectum and
bladder both develop from the partitioning
of the cloaca by the urorectal septum. It has
been postulated that parts of the cloacal
rests may remain in the adult bladder and
urachus with the potential to form a
glandular

Histologically

epithelial neoplasm.
villous adenomas are
identical to colonic villous adenomas. They
both  exhibit

pseudostratified columnar epithelium with

rounded projections of

goblet-type mucin-producing cells and the
atypia 18

nuclear variable.” The

immunohistochemical profile of these two
entities is also similar with positive findings
for cytokeratin 20 and carcinoembryonic
antigen (CEA), and negative findings for
membrang (EMA)

epithelial antigen

staining in most cases.

The coexistence of glandular metaplasia
with invasive adenocarcinoma of the
urothelium is a frequent finding. Therefore,
it has been suggested that glandular
metaplasia ( cystitis glandularis), in some
cases, might evolve into adenocarcinoma. *7
However, at least one study did not confirm
that intestinal metaplasia was a strong risk
factor for the development of a malignant
neoplasm of the urinary bladder® In four
cases , among the published case reports
there was coexistence of cystitis glandularis
with the villous adenoma, However, there is
no evidence to suggest that the cystitis
glandularis  associated with a willous
adenoma results in adenocarcinoma of the
bladder.

The differential diagnosis of a villous
adenoma includes florid cystitis glandularis
and a well-differentiated adenocarcinoma.
The former does not have the well- formed
villous structures that are typical of the
villous adenoma. In the latter, the epithelium
is pseudostratified, and the nuclei are
enlarged, crowded and hyperchromatic,
features that are not present in  cystitis

glandularis.®
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Once villous adenoma has been diagnosed ,
it is important to exclude the presence of
invasion. In the colon, breaching of the
muscularis mucosae is regarded as the point
at which a villous adenoma becomes an
the bladder the

superficial muscle coat is not as well

adenocarcinoma. In

defined and therefore the presence of

invasion is more difficult to assess.

Subjective features, such as the degree of
dvsplasia and surrounding stromal reaction,

must be used.®

Patients with isolated villous adenomas in
the urinary bladder have an excellent
prognosis and surgical resection is curative.
However. it is uncertain whether an
untreated lesion might eventually develop
into an adenocarcinoma,'” Therefore, close
follow up is recommended because of the
possibility that this condition might be
premalignant. Considering the biologic
behaviour and potential and differential
diagnosis of wvillous adenoma, it is
important to diagnosis the rare entity
accurately, so that effective therapy can be

instituted with good prognostic out come.
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