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Indiscriminate Use of Medical Laser in Bangladesh

Medical lasers have been widely used for treatment of
various diseases. Despite the notable benefits, lasers could
cause several complications such as skin burn, eye injury,
airway fire, and so on. These accidents may occur not only
with patients, users of the laser or laser handlers but also to
people passing in front of the laser treatment room.!

In our country many specialities are using laser for medical
treatment. Laser therapy are becoming popular rapidly in
clinicians

Bangladesh because of hospitals and

advertisement through different medias. They are
marketing these therapies as more effective than
conventional established techniques. Many physicians are
being compelled to purchase the laser devices with the fear
of losing patients to other hospitals those have laser facili-
ties. Many centers are keeping lasers only for promotional
purpose or selling their services. A laser can attract patients
whether it is used or not. Although different types of lasers
are used for different diseases, many medical centers
are using only one type of laser for treating multiple diseas-
es. In many instances, they are using wrong laser for
treatment. To remove the tattoo mark many centers are
using wrong lasers and creating wounds which heals with
leaving scar marks which seems uglier than previous tattoo

mark. This is probably due to lack of proper training.

Patients are often unaware and sometimes misinformed
about the outcome of laser treatment in our country.
Patients unware of the investigational aspects of these
devices are often demanding laser therapy regardless of its
appropriateness.2 Long term studies about laser therapy are
not readily available. So we should conduct prospective
studies against known forms of therapy that are in place
and considered to be effective.

In our country many physicians are using medical lasers
with inadequate training. In many instances only
technicians are using lasers. To prevent hazards of laser
therapy, doctors should have updated laser education and
practical training. Patient Hands-on practice and

continuous medical education on laser technology is the
first requirement for a doctor to use laser in any medical
field. In addition, the use of lasers may only be permitted if
the maintenance protocols of laser devices can be
demonstrated. Continuous education on the safe use of
lasers should be given every year, and when a new device
is purchased. Anesthesiologists, anesthesia nurses,
technicians need sufficient knowledge and experience
because the overall responsibilities of laser device
operation and safety during operation should be given to
trained personnel only. When a hospital purchases a new
laser machine it must undergo both theoretical and practi-
cal laser surgery orientation with the participation of all the
users, including practitioners, anesthesiologists, operation

room nurses and staffs.

In Bangladesh, many users are violating the basic rules of
laser uses. Lasers should only be used in controlled
locations. Only essential personnel should be allowed in
these locations, and all protective goggles must be worn.
The windows in the area where the laser is used must be
blocked by a substance with a material that can block the
laser from being emitted outside the laser chamber.
However, when a CO; laser is used, no blocks are needed.
While using the laser, specific signs to pay attention to
everyone around us should be used. All entrances must be
marked to alert incoming people of ongoing laser
procedure. There must be protective goggles that match the
wavelengths at the entrances to be used by the incoming
people. A sign may be placed around the door to indicate
that the laser is in use. Also, if the practitioner is not using
the laser, it is safe to change to "Stand-By" or turn off
mode.? There should have a checklist while preparing for
laser surgery. Surgical equipment should be checked
immediate before use. Check up must be done by laser

safety personnel.
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Medical Lasers are increasingly being popular in
Bangladesh. They are very useful in diagnosing and
treating illnesses. However, they can cause serious
damages to both the patients undergoing laser treatment
and the medical personnel involved. To prevent such risks,
healthcare professionals need enough training on the use of
lasers. These lasers should not be used in the centers which
have no appropriate facilities for safe use. Specific laser
should be used for specific disease. Medical institutions
and health authorities of our country should establish
appropriate guidelines and precautions for safe use of
lasers, which should be implemented and practiced to

prevent laser accidents.
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Original Article

Patient Profile of Neurology OPD at a Tertiary Care

Introduction

Hospital in Bangladesh

Das BK! , Sarder AHZ, Reza S3
Abstract

Background: Background: One-fourth of the world's population lives in South Asia, where about 50% of
people are under the poverty line and have little access to healthcare and there is also anomaly in the
distribution of health care services. As there is limitation in resources so it is important to give attention on
common diseases. On this background as a member of south Asia Bangladesh is currently going through an
epidemiologic transition where non-communicable diseases are becoming the leading cause of disease
burden. So it is very important to give attention on this aspect in health care services in Bangladesh.

Objective: To find out the disease pattern among the patients attending at neurology OPD in a tertiary care
hospital.

Methods: From January 2022 to December 2022, this cross-sectional study was carried out at neurology
OPD(Outpatient Department) of Khulna Medical College Hospital. Those who visited the Outpatient
Department of Neurology during this period were chosen as study subjects and a total of 1985 patients were
visited. Patients' information about age, sex, and diagnosis were collected. The data were then entered into
the computer using Microsoft Excel and were summarized in tables as frequency with percentage.

Results: Among 1985 visitors, females (54.9%) were predominant than males (45.1%). Female to male
ratio was 1.22.Maximum patients were in age group 61 — 70 years (24.2%) followed by in descending order
51 -60 years (22.0%), 21 — 30 years (16.1%), 41 — 50 years (12.6%), 31 — 40 years (10.2%), 71 — 80 years
(8.6%), 11 — 20 years (3.4%), 81 — 90 years (1.7%) and 0 — 10 years (1.2%).Maximum patients came with
headache (16.8%) followed by Low back pain (14.6%), Stroke (14.2%), GAD (11.1%), Neck pain (7.7%),
ICSOL (3.1%), Epilepsy & seizure (3.1%), Parkinson’s disease (2.7%), Peripheral neuropathy (2.2%), Head
injury (2.1%), frozen shoulder (1.6%), Bell’s Palsy (1.6%), Motor neuron disease (1.6%), Transverse
myelitis (1.5%), , Idiopathic Intracranial HTN (1.4%), GBS (1.4%), TIA (1.1%), BPPV (1.0%), Cauda
EquinaSyndrome (1.0%), 3rd nerve palsy (0.9%), Myasthenia gravis (0.8%), Brachial plexopathy (0.7%),
Diabetic chorea (0.4%), Optic neuritis (0.6%), Wilson’s disease (0.5%) and Multiple sclerosis (0.4%).

Conclusion: Neurological disorders are common in all age groups, especially after the age of fifty.
Headaches, neck pain, low back pain and focal weakness are common presenting symptoms. Headache,
PLID and stroke, are the most common neurologic diagnosis made in the OPD. These observations will be
helpful for proper management of neurological patients.

Keywords: OPD, Neurology, Tertiary care hospital
J Khulna Med Coll. 2023; 2(2) : 47-50

Vol. 02, No. 02, October 2023

Neurology, the field of medicine has entered an exciting
phase of development and rapidly becoming the most
popular area of medicine. We are thankful to initiatives
like the Human Brain Project and US Brain Research
through Advancing Innovative Neurotechnologies.1
According to Lopez et al? neurological disorders make up
more than 6% of the world's disease burden, with low- and
middle-income nations having a higher prevalence of
mortality and disability-adjusted life years.

Epidemiologic studies are always helpful in providing data
and facts that are crucial for determining policy. In
Bangladesh, during the 1960s, neurology began to
distinguish itself from internal medicine as a separate
specialty. Although infection and malnutrition are
widespread in this region of the world, with an estimated 9
million deaths per yealr,3 there has been a paradigm shift.
Early-onset cerebrovascular disease has become overbur-
dened in recent years4 According to a report, Bangladesh
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has a disproportionately higher mortality risk from stroke 3
Addressing these non-communicable disorders is critical
because many of these disorders necessitate lifestyle
changes and risk factor control, which are not possible
without a national consensus on raising public awareness
of these diseases. However, acting against these diseases is
nearly impossible without first determining the scope of
the problem. Although the number of patients treated for
neurologic disorders is increasing in tertiary care hospitals
and institutes, the number of patients in outpatient depart-
ments is also increasing. The Outpatient Department
(OPD) is the first point of contact between the patient and
the hospital staff.® It reflects the hospital's activity because
the OPD is visited by a large portion of the community.

So, we decided to observe the pattern of neurologic
diseases in neurology OPD of Khulna Medical College
Hospital (KMCH) to get a snap shot of the problem.

Methods

This cross-sectional study was conducted in the Outpatient
Department of Neurology, Khulna Medical College
Hospital from January 2022 to December 2022. During
this period patients attended at Outpatient Department of
Neurology were selected as study subjects. A total of 1985
patients were visited in the above mentioned place during
the period. Patients' age, gender, and the reasons of visit
were collected. The information were entered into the
computer using Microsoft Excel. Data were summarized in

tables as frequency with percentage.

Results
Information of 1985 patients was summarized as below:

Table I: Distribution of the patients according to gender
(N=1985)

Gender Frequency (n) Percentage (%)
Male 895 45.1
Female 1090 54.9

Females (54.9%) were predominant than males (45.1%).
Female to male ratio was 1:1.22.

Table II: Distribution of the patients according to gender
(N=1985)

Vol. 02, No. 02, October 2023

Age (years) Frequency (n) Percentage (%)
0-10 23 12
11-20 67 34
21 -30 320 16.1
31-40 203 10.2
41 -50 251 12.6
51 -60 436 22.0
61 -70 481 24.2
71 - 80 171 8.6
81-90 33 1.7

Maximum patients were in age group 61 — 70 years
(24.2%) followed by in descending order 51 — 60 years
(22.0%), 21 — 30 years (16.1%),41 — 50 years (12.6%), 31
— 40 years (10.2%), 71 — 80 years (8.6%), 11 — 20 years
(3.4%), 81 — 90 years (1.7%) and 0 — 10 years (1.2%).

Table III: Distribution of the patients according to type of
disease (N=1985)

Name of disease Frequency (n) Percentage (%)

Headache 334 16.8
Low back pain 290 14.6
Stroke 281 14.2
GAD (Generalize anxiety disorder) 220 11.1
Neck pain 153 7.7
ICSOL (Intracranial space occupying lesion) 61 3.1
Epilepsy, seizure disorder 61 3.1
Parkinson’s disease (PD) 53 2.7
Peripheral neuropathy (PN) 43 2.2
Frozen shoulder 32 1.6
Bell’s Palsy 31 1.6
Motor neuron disease (MND) 31 1.6
Transverse myelitis (TM) 30 15
Head injury 41 2.1
Idiopathic Intracranial hypertension (IIH) 28 14
GBS (Guillain Barre Syndrome) 27 14
BPPV (Benign paroxysmal positional vertigo) 19 1.0
Cauda Equina Syndrome 19 10
3rd nerve palsy 18 09
Myasthenia gravis 15 0.8
Brachial plexopathy 14 0.7
Diabetic chorea 07 04
Optic neuritis 11 0.6
Wilson’s disease 10 0.5
Multiple sclerosis 07 04
TIA(Transient ischemic attack) 21 1.1
Others 57 29
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Maximum patients came with headache (16.8%) followed by
Low back pain (14.6%), Stroke (14.2%), GAD (11.1%),
Neck pain (7.7%), ICSOL (3.1%), Epilepsy & seizure
(3.1%), Parkinson’s disease (2.7%), Peripheral neuropathy
(2.2%), Head injury (2.1%), frozen shoulder (1.6%), Bell’s
Palsy (1.6%), Motor neuron disease (1.6%), Transverse
myelitis (1.5%), , Idiopathic Intracranial HTN (1.4%), GBS
(1.4%), TIA (1.1%), BPPV (1.0%), Cauda Equina Syndrome
(1.0%), 3rd nerve palsy (0.9%), Myasthenia gravis (0.8%),
Brachial plexopathy (0.7%), Diabetic chorea (0.4%), Optic
neuritis (0.6%), Wilson’s disease (0.5%) and Multiple
sclerosis (0.4%).

Discussion

Achieving better health globally is a crucial social goal that
will benefit millions of people directly by extending and
improving their lives. A growing body of evidence supports
the idea that enhancing health can have substantial indirect
benefits by boosting economic growth. Improvements in
public health have been made to the populations of
Bangladesh's rural and urban areas since the Alma Ata
Declaration. Additionally, the accessibility and availability
of medical care has significantly increased across the nation.
For the purpose of this study, 1-year data (from January 1,
2022, to December 31, 2022) of patients were analyzed.

Females (54.9%) were predominant than males (45.1%).
Female to male ratio was 1:1.22. Out of 2431 patients 1296
(53.3%) were males and 1135 (46.7%) were females in
Himachal, India (Bhardwaj et al., 2018).7 Males were 53.0%
and females were 47.0% in the study of Chowdhury et al.
conducted in specialized neurology outpatient clinic of
Dhaka Medical College Hospital, Dhaka in 201 6.8

Maximum patients were in age group 61 — 70 years (24.2%)
followed by in descending order 51 — 60 years (22.0%), 21 —
30 years (16.1%), 41 — 50 years (12.6%), 31 — 40 years
(10.2%),71 — 80 years (8.6%), 11 — 20 years (3.4%), 81 —90
years (1.7%) and 0 — 10 years (1.2%). In the study of Bhard-
waj et al.7 in Himachal, India maximum patients were in age
group 41 — 60 years (32.3%) followed by in descending
order 21 — 40 years (31.8%), 61 — 80 (18.8%), 0 — 20 years
15.5% and >80 years (1.7%). Chowdhury et al. found that
maximum patients were in age group 21 — 30 years (29.0%)
followed by in descending order 31 - 40 years (22.0%), 41 —

Vol. 02, No. 02, October 2023

50 years (16.0%), 11 — 20 years (14.0%), 51 — 60 years
(11.0%),>60 years 7.0% and 1 - 10 years (1.0%).8

In this study, maximum patients came with headache
(16.8%) followed by Low back pain (14.6%), Stroke
(142%), GAD (11.1%), Neck pain (7.7%), ICSOL (3.1%),
Epilepsy & seizure (3.1%), Parkinson’s disease (2.7%),
Peripheral neuropathy (2.2%), Head injury (2.1%), frozen
shoulder (1.6%), Bell’s Palsy (1.6%), Motor neuron disease
(1.6%), Transverse myelitis (1.5%), , Idiopathic Intracranial
HTN (1.4%), GBS (1.4%), TIA (1.1%), BPPV (1.0%),
Cauda EquinaSyndrome (1.0%), 3rd nerve palsy (0.9%),
Myasthenia gravis (0.8%), Brachial plexopathy (0.7%),
Diabetic chorea (0.4%), Optic neuritis (0.6%), Wilson’s
disease (0.5%) and Multiple sclerosis (0.4%).

Chowdhury et al. revealed majority had Headache (46%)
followed by vertigo (12%); vomiting (8%) and neck and
back pain (8%) as presenting symptom at onset followed by
tingling/numbness (4%), convulsion (3%), involuntary
movement (3%), palpitation (3%), facial weakness (2%) and

insomnia (2%).8

Although stroke is a major killer and cause of disability in
developing world headache, low back pain and stroke were
the most common symptoms in our patients. This is probably
due to the fact that, in addition to the primary headache
disorders, it may be a presenting symptom of many other
neurological disorders like stroke, CNS infection etc. Similar
to this study, Lim et al 2 also showed in his survey of hospi-
tals in Singapore that headache was the commonest problem
at OPD. Similar to the above mentioned study, we also had
stroke as 3rd commonest disorder. But number of epilepsy
patients in our series, were much lower than Chowdhury et

al. reported 8

In the study conducted in Himachal by Bhardwaj et al’
identified six major neurological disorders were epilepsy and
seizures (22.2%), headache (15.1%), spondolysis with
neurological manifestations (8.1), cerebrovascular disease
(7.8%), Parkinsonism (4.4%), and neuropathies (4.4%).

Boongird et al.!% showed the five common neurological
disorders in OPD of Thailand were stroke (38.4%), headache
(9.8%), epilepsy (9.5%), (4.7%),
Parkinson’s disease (4.2%). In a similar study by Jusoh et al.ll

polyneuropathy
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in Malaysia, the order of frequency of neurological disorder
were epilepsy (19.4%), headache (13.6%), stroke (9.1%),
peripheral neuropathy (8.2%), Parkinson’s disease (5.4%).

A similar study was done from the same department by
Chowdhury et al.'? in 2010- 2011 involving 3173 patients, in
contrast to our findings, showed that stroke was the most
common neurologic disease followed by headache. The
explanation of this discrepancy may be due to less number

patients in our study.

Conclusion

In all age groups, neurological disorders are prevalent,
especially after the age of fifty. Common presenting symp-
toms include headaches, neck pain, and back pain. The most
frequent neurologic diagnoses made at the OPD are
headache disorders, low back pain, stroke, and GAD. We
think observations of this study may be helpful for the policy
maker to improve health care management regarding neuro-

logical diseases.
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Study of Bacterial Pathogen in Urinary Tract Infection and their
Antimicrobial Susceptibility Pattern in A Tertiary Hospital

Pervin S!, Rahman SMM?2, Ahsan MN>, Amin T%, Gosh S°, Akhter MD®, Das JK”

Introduction

Urinary tract infection (UTI) is a term applied to a variety
of clinical conditions ranging from asymptomatic to males, especially females of reproductive age group. It
occurrence of bacteria in the urine to severe kidney

infection. It is one
encountered by
Worldwide, about

Abstract

Background: Urinary tract infection is the most common bacterial infection in developing
countries. Present study was done to identify the microorganisms responsible for UTT among the
patients in a tertiary care hospital. Further, the antibiotic resistance patterns of different microor-
ganisms were also studied.

Objectives: The objective of this study was to evaluate the causative bacteria of urinary tract
infection, and to explore their resistant pattern to antibiotics.

Methods: Clean catch mid stream urine samples were collected from subjects with clinically
suspected acute UTI during from October’2018 to March’ 2020. Urine samples were collected
aseptically in sterile containers and plated onto blood agar and Mac Conkey agar plates. Organ-
isms were identified and antibiotic sensitivity tests were performed using standard methods.

Results: Among the 503 samples, most of them were in the age group of 21 to 40 years. Out of
503 samples, 86 (17.1%) samples were found culture positive. Escherichia coli (71%) was found
to be the predominant organism and the second most common pathogenic organism was Klebsiel-
la (16%). Regarding antimicrobial sensitivity pattern Esch. coli was found to be most sensitive to
Imipenem (100%), Amikacin (87%), and Nitrofurantoin (83%).

Conclusion: In conclusion young aged female are commonly suffering from UTI and Escheri-
chia coli is the most common isolated bacteria. Culture result and antibiogram helps the clinician
for specific treatment of UTI. Regular surveillance of the antibiotic resistance is required among
microorganisms to ensure the appropriate therapy of Urinary tract infection.

Keyward: Urinary tract infection, Antimicrobial susceptibility test, Esch. coli.

J Khulna Med Coll. 2023;2(2) : 51-56

of the most common bacterial infections The clinical symptoms of UTIs usually include frequency,
clinicians in developing countries. urgency, painful urination, sensation of having to urinate
150 million people are diagnosed with after urination, dysuria, pyuria, back pain, abdominal
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UTI each year.1 It is more common in females as compared

can be either community acquired or hospital acquired.
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pain.2 However; bacteria may be present in the urinary
tract without any apparent symptoms. The common
etiological agents are Escherichia coli (E. Coli),
Pseudomonas, Proteus and Klebsiella.?

Antimicrobial resistance is the major problem in the
therapy for UTI throughout the world. Due to the empirical
use of antibiotics in infectious diseases and the lack of
standardization in antimicrobial susceptibility test, resist-
ance to commonly used antimicrobial agent is increasing
year by year.4 Antibiotic resistance can appear spontaneous
because of random mutation or more commonly following
gradual build up over time. Knowing the common isolated
uropathogens and their antimicrobial susceptibility is
beneficial in planning treatment pI‘O'[OCOlS.S Hence, this
study was aimed to evaluate the major causes of UTI and
the antibiotic sensitivity of bacteria among the samples
collected from subjects with clinically suspected infection.

Methods

This was a cross-sectional observational study conducted
in the laboratory of the Department of Microbiology,
Khulna Medical College over a period of one and half year
(October”2018 to March’ 2020). Written consent was
taken from the concerned authority.

Patients presenting with symptoms of UTI such as fever,
dysuria, increased frequency of urination, loin pain, chill or
rigor were subjected to urine culture. Parameters like age,
sex and associated disease of the patients were taken into
account. A total of 503 samples were collected from
Medicine indoor & outpatient department & Gynae out
patients department. Pathogens isolated and the antibiotic
sensitivity was also taken into account. Required clinical
history and examination findings were noted.

All patients were instructed to collect clean catch
midstream urine specimen into a wide mouthed sterile
screw capped container. Urine samples were immediately
taken to bacteriology lab and processed. Each of the speci-
mens was subjected to culture by the semiquantitative
standard loop technique on blood agar and MacConkey
agar media. The plates were incubated aerobically at 37° C
for overnight. Since, we are using 4 mm internal diameter
loop, which collects 0.01 ml of the sample, colony counts
of 100 and above which is equivalent to or greater than one
lakh cfu/ml was considered as significant bacteriuria. Pus
cells per high power field were also observed on micro-
scopic examination of the urine.

Vol. 02, No. 02, October 2023

Identification of bacterial pathogens was made on the basis
of Gram reactions, morphology, motility test, biochemical
and cultural characteristics. Antimicrobial susceptibility
testing of the isolated bacterial species was performed by
the standard Kirby-Bauer disc diffusion test as per clinical
laboratory Standards institute (CLSI) guidelines were done
for antibiotic sensitivity. All the data were manually
collected and analyzed using Excel wherever necessary.

Results

A total of 503 patients clinically suspected of having UTI
were included in this study and sent for culture sensitivity
test. Out of the total samples sent for culture sensitivity
test, the culture positive cases were 86 (17.1%). Among the
positive samples, most of the patients were female 73
(84.9%) and male patients were 13 (15.1%) and the male to
female ratio was 1: 5.6. (Figure-1)

m Male

Female

84.9%

Fig-1: Gender distribution

Table-I: Baseline characteristics of culture positive

patients.

Traits Subgroups Value

Education No constitutional education 13 (15.1%)
Primary 35 (40.2%)
Secondary to higher education 41 (47.7%)

Occupation House wife 51 (60%)
Student 11 (13%)
Service holder 10 (12%)
Others 13 (15%)

Department Outpatient (455) 74 (16.26%)
In-patient (48) 12(25%)
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Most of the patients completed primary education, 13% did
not received any constitutional education. As female
patient are more prone to UTI so, most of the patients (60
%) were housewife/ home maker among the culture
positive patients. Out of 503 patients, 455 were from
outpatient department, among which 74 (16.26%) are
culture positive and among 48 inpatient department, 12

(25%) were culture positive. (Table-1)

Therefore it seems that among females, urinary tract infec-
tion was commonly in the age group of 21-40 years
31(42%) and in males it was common between 41-60 years
4(31%). (Figure-2)

35
30
25
20
15
10

H Male

m Female

0-20 21-40 41-60 61-90 >90

Fig-2: Age distribution among urine culture positive samples

Out of 503 urine sample 86 were positive for pathogenic
organism and Esch. coli was isolated in 61 (70.9%)
followed by Klebsiella sp. 14 (16.3%), Pseudomonas sp. 5
(5.8%), Acinetobacter 3 (3.5%), Enterococci 2 (2.3%) &
Proteus sp. 1 (1.2%) (Table-II).

Table II: Pattern of bacteria isolated from urine culture
(n=86)

Isolated Organism Total 86 (%)
E.coli 61 (70.9)
Klebsiella spp 14 (16.3)
Enterococcus spp. 2(2.3)
Proteus spp. 1(1.2)
Pseudomonas spp 5(5.8)
Acinetobacter 3(3.5)
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Table III: Antibiotic susceptibility and resistance pattern
of Esch. coli.(61)

E coli (61) Sensitive (%) Resistance %
Amikacin 86.7 133
Amoxicillin-Clavulanic acid 32 68
Aztreonam 61 39
Ceftazidime 68 32
Cefixime 323 66.7
Ciprofloxacin 4922 50.8
Cefepime 56.7 372
Ceftriaxone 425 56.4
Cefuroxime 27.8 575
Gentamicin 81 9
Imipenem 95 5
Nitrofurantoin 82 8
Cotrimoxazole 62.5 375

Esch. coli was found to be most sensitive to Imipenem
(95%), Amikacin (86%), Nitrofurantoin(82%),Gentamycin
(81%), and resistance to Amoxiclav (68%), Cefixime
(67%), Cefuroxime (57%) & ceftriaxone (56%) (Table-I1I)

Table I'V: Antibiotic susceptibility and resistance patterns
of Klebsiella sp.(14)

Klebsiella (14) Sensitive (%) Resistance (%)
Amikacin 85.71 143
Amoxicillin-Clavulanic acid 214 78.6
Aztreonam 334 66.6
Ceftazidime 46.4 53.8
Cefixime 40 60
Ciprofloxacin 50 50
Cefepime 57.14 27.8
Ceftriaxone 385 61.5
Cefuroxime 36.4 63.6
Gentamicin 77 23
Imipenem 100 0
Nitrofurantoin 54.6 454
Cotrimoxazole 40 60
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Table -IV represents the Klebsiella species was mostly
sensitive to Imipenem (100%), Amikacin (85.71%)
followed by Gentamycin (77%), and resistance to Amoxi-
clav (78.6%), Aztreonam (66.6%) & Cefuroxime (63.6%).

Discussion

This study aimed to determine the bacterial causative
agents of urinary tract infection and their susceptibility
pattern of antimicrobials among different groups of

patients of Khulna Medical College Hospital.

In our study prevalence rate of infection of urinary patho-
gen was 17.1%, similar to the study in India, 2020 was
17%6 & in Nepal, 17.4% in 20177 In Dhaka, another study
reveals that the prevalence rate was low 11.92%8. It was
also recorded a lower prevalence rate in Negeria 13%9& in
Libya, it was 13.9%°.
conducted in Bangladesh 30.9% & in northern India it was

But it is more in another study

79%'%1 . In our study most of the patients were from
outpatient department that can be the cause of lower preva-
lence rate. Out of total sample, we found 16.26% culture
positive from outpatient department and 25% was from
inpatient department.

Among 503 patients of UTI, maximum were female 84.9%
which is similar to the findings of the study in Nepal was
84.8%77, in Dhaka, Bangladesh was 79.5% and 75.27% 1220
It was higher than 67% in another study conducted in
Sylhet.14 Women are more prone to UTIs than men
because of short urethra, closer to anus, sexual intercourse,
incontinence & bad toilet.!! Females were most commonly
in the age group between 21-40 years (42%) and in case of
males it is between 41-60 years (31%). This was in consist-
ent with a study conducted in Dhaka, female was 42.7%

and male was 34%12.

Most of the patients completed primary education 41% and
15% did not received any constitutional education. Another
study in Sylhet, it was 27% and 21 % respectively14. In
respect of occupational status, most patients were house
wife 51% then student 13% followed by service holder
12%. As the most patients were female, that explains the

house wife was more in percentage.

Regarding of the causative uropathogens in this study,
Esch. coli was the most predominant isolate causing UTT in
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this study while Klebsiella spp. ranked second in preva-
lence. This is consistent with other studies.'>-16-17 Among
the isolates, Escherichia coli 70.9% followed by Klebsiella
spp. was 16.3%, Pseudomonas spp. 5.8% that is constant
with other study16’17. A study in Pakistan'®, E coli was
68.3%, Klebsiella spp. was 9.3%, Pseudomonas spp. 4.1%
that was consistent to our study. Another study in Mymens-
ing18 E coli was 71.8%, Klebsiella spp. was 13.6%,
Pseudomonas spp. 12.7%.'8 In India, Esch. coli was 55%,
Klebsiella 6.6% similar to our study.'” But in Negiria'®,
Escherichia coli was 30 (37.9%) lower than our study and
Klebsiella spp. was 27 (34.2%) that is higher than our
study, Pseudomonas spp. (12.7%) slightly higher than this
study. The prevalence of E coli is higher, it reiterates the
fact that most organisms causing UTI are from the lower

gastrointestinal tract.

Escherichia coli are more sensitive to Imipenem 95%,
Amikacin 86%, Nitrofurantion 82% followed by Gentamy-
cin 81% that was similar to the study done in Dhaka, Bang-
ladesh it was Imipenem 100%, Amikacin 87.5%, Nitro-
furantion 83.33%20. In Pakistan, E coli was sensitive to
Amikacin (71.4%), Imipenem (66.7%),
(61.9%) which is lower than the present study.21

Gentamicin

E coli are more resistance to commonly used drugs
Amoxi-clav (68%), Cefixime(67%), Cefuroxime(57%),
Ceftriaxone (56%). It is lower in the study in comillal?
Bangladesh 2019, where Esch. Coli was resistant to amoxi-
clav (24%), Cefixime(40%), Cefuroxime(42%), Ceftriax-
one (45%) and in Pakistan, 2020 it was amoxiclav (71.4%),
Cefixime(71.4%), Cefuroxime(76.2%) & Ceftriaxone
(71.4%)?! consistent to our study.

Klebsiella spp. was found the second common pathogenic
organism isolated from urine culture. The sensitivity
pattern of Klebsiella spp. was Imipenem (100%), Amikacin
(85.71%) followed by Gentamycin (77%), and resistance
pattern was Amoxiclav (78.6%), Aztreonam (66.6%)
Cefuroxime (63.6%), Ceftriaxone (61%), Cefixime (60%)
& Ceftazidime (54%). In Dhaka other study reveals that
Klebsiella sp are sensitive to Meropenem (45.6%),
Amikacin (36.3%) & Gentamycin (27.7%)22 which is
lower than this study. Another study conducted in Iran,
found the resistance pattern was Cefixime (82%),
Cefotaxime (81%),
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Ceftriaxone (73%) & Ceftazidime (72%)>> that is higher
than our study. It was reported that Klebsiella sp possessed
various drug resistance gene which are responsible for
MDR (multi drug resistance) and Multidrug efflux pump
are also involved in resistance against antimicrobial agent
of Klebsiella®*.

There are several limitations to this study. First, the identi-
fication of causative pathogenic organisms are smaller than
several other study due to selection of sample was not
appropriate. In addition drug resistant genes were not
detected due to lack of funding.

Conclusion

In conclusion, Esch. coli was the most frequent causative
agent in UTI. Higher prevalence of UTI was seen in rather
than males . Amikacin, Nitrofurantion and Gentamycin
are found to be most sensitive antibiotics. The second most
common isolated pathogenic organism was Klebsiella,
which was mostly sensitive to Imipenem, Amikacin &
Gentamycin. The prevalence of antimicrobial resistance
among microorganisms that cause UTI is increasing world-
wide and is a major factor in selecting antibiotics for
treatment. The emergence and spread of resistance can be
reduced through appropriate and careful use of antimicro-
bial agents after culture and sensitivity test as well as
increasing awareness among the population about the
hazards of inappropriate antimicrobial use through public
health education campaign.
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Outcome of Rectal Prolapse in Children Treated with
Sclerotheraphy by 5% Phenol in Almond Oil: Our Experience

Das SK'!, Parvin SR?, Rahman M?, Baqui SAA*, Sarder A%, Kundu DK, Sharif HMZ’

Abstract

Background: Rectal prolapse is defined as herniation of rectum through the anus. Injection
sclerotheraphy or surgery may be needed in cases who fail to respond to conservative treatment.
The aim of the study is to see the effectiveness of 5% phenol in almond oil as a sclerosent.
Materials and Methods: It is a retrospective study, performed on 41 patients of rectal prolapse
aged 20 months to 12 years who underwent injection sclerotheraphy using 5% phenol in almond
oil.

Results: 36 patients (87.8%) cured with one injection and 5 patients need 2nd injection due to
recurrence and 97.5% success rate noted. No improvement detected in one patient even after 2nd
injection

Conclusions: Injection sclerotheraphy by 5% phenol in almond oil is a simple, effective, low
morbid measure for rectal prolapse in children.

Key words: Rectal prolapse, Injection sclerotheraphy, 5% phenol in almond oil.

Introduction

Rectal prolapse is defined as herniation of rectum through
the anus. It is a well-recognized problem, most commonly
found in infant and children that may be only mucosal or
involve all layers of rectum.! Rectal prolapse may be
classified into idiopathic and secondary types. The most
common form of rectal prolapse is idiopathic, usually seen
in healthy children between 1-3 years of age, a time peroid
during which rectal mucosa is not firmly attached to the
muscle layers. Children with other conditions such as

J Khulna Med Coll. 2023;2(2) : 57-59

ectopia vesicae, myelomeningocele, cystic fibrosis,may
prone to develop rectal prolapse. Diarrhoea, dysentry,
malnutrition, functional defecation disorder, constipation
related rectal prolapse are not uncommon in third world

countries .2

Various treatment modalities for rectal prolapse have been
described in different lieratures. Approximately half of
idipathic rectal prolapse improve with conservative
treatment incuding manual reduction, adequate toilet
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training and diatery modification.4 Injection sclerothera-
phy or surgery may be needed in cases who fail to respond
to conservative treatment. Owing to high complication,
surgical procedures are less favorable in children. Injecion
sclerotheraphy using various sclerosing agents is a simple,
effective method has been established by different investi-

gators. 13,56

Materials and Methods

It was a retrospective study in the Department of Pediatric
Surgery, Khulna Medical College and Hospital (KMCH),
Khulna and one private hospital in Khulna where we do all
types of pediatric surgical procedure. This study included
41 children with rectal prolapse between the peroid of July
2019 to July 2023. Of which males were 25 and females
16. Age ranged from 20 months to 12 years. All the patients
are treated conservatively at first for 2 to 3 months. If the
rectal prolapse persisted after conservative treatment or if
the rectal prolapse required repeated reduction, then
sclerotheraphy given. No patient found before the 20
months of age. Patients above 20 years are excluded from
this study. Data collected included age, sex, presenting
symtomps and sign, predisposing past medical history,
investigations, follow-up, recurrence and complications.

Technique of injection sclerotheraphy

On admission, fleet enema given before operation for
rectal clearence. Under general anaesthesia, the patients
were placed in a lithotomy position. The operative field
were prepared with povidone iodine solution. Injection
sites (2, 6, 10 O’ clock) were marked with surgical marker
to avoid haemorrhoidal vessels. An 10 ml syringe was
filled with the sclerosing agent. Injection sites were
exposed by right angle retractor on each site of proposed
injection. (Fig-1)

Fig 1: Injection Sclerotheraphy

Vol. 02, No. 02, October 2023

The sclerosent was injected in rectal submucosa through
the mucocutaneous junction (about 3 ml in each position).
Local anesthetic jelly soaked anal pack given that was
removed 4 hours later before discharge. The patients were
advised to continue stool softeners, fibre riched diet and
fluid. The patients were followed up on 14 days postopera-
tively and between the time of 1 month to 3 months. Com-
plications like infection, ulceration, bleeding and anal
stenosis were observed. Ethical clearance was taken from
Khulna Medical College and informed consents were taken

from guardian.

Results

A total of 41 patients underwent injection sclerotheraphy
with 5% phenol in almond oil. Age ranged from 20 months
to 12 years with an average of 4 years 2 months. The male
to female ratio was 1.6: 1.Thirty one patients were less than 6

years and 10 patients were more than 6 years old. (Fig-2, 3)

Fig 2: Rectal prolapse in male child

Fig 3: Rectal prolapse in female child

Possible predisposing factors noted including constipation
in 21 (51.2%), diarrhoea in 9(21.9%), chronic dysentry in
6(14.6%), malnutrition with failure to thrive in 4(9.7%),
spinal defect in 1(2.4%). Sweat Chloride test was not
carried out to detect cystic fibrosis. Out of 41 patients, 36
(87.8%) cured with one injection and 5 patients need 2nd
injection due to recurrence and 97.5% success rate noted.
No improvement detected in one patient even after 2nd
injection. Thiersch’s absorbable suture with 3rd time injec-
tion given in that patient. One patient noticed incomplete
prolapse after one injection for 2 to 3 times in the first week
that was improved on second week. There were no injec-
tion site infection or excessive oozing, ulceration and anal

Stenosis.
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Table:1 Comparison of results in different studies

Vol. 02, No. 02, October 2023

Different studies Inprovenent after 1st

Inprovenent after 2nd

No improvenent  after

Injection Injection Ist & 2nd Injection
Present study 87.8% 97.5% 25%
Hoque et. al 93.5% 99% 1%
wyllie 91% 100% 0%
Discussion Conclusion

Treatment of rectal prolapse typically starts with stool
softeners, decreased straining and squatting, and improve-
ment in nutritional condition of the patient. Avoidance of
straining during defecation is probably the most important
factor in conservative management. Injection sclerothera-
phy is the most commonly used minimally invasive proce-
dure for rectal prolapse in children. More aggresive surgi-
cal methods may be needed for cases who are not improve
by injection sclerotheraphy.3 Different investigators used
varities of sclerosing agents. Among them 5% phenol in
almond oil is the most commonly used sclerosent. In these
study, using 5% phenol in almond oil as the sclerosent
87.8% success in one injection and 97.5% success in 2nd
injection noted. In our country, in a similar type of study
Hoque et. al found 93.5% cure rate after one injection and
99% cure rate after 2 injection by using 5% phenol in
almond 0il.6 In a another study, wyllie reported a similar
result, using 5% phenol in almond oil 91% cure rate
afterone injection and 100% cure rate after two injections.7
Whereas in a study from Pakistan, Chaudhry et. al reorted
24% recurrence rate after the use of 5% phenol in almond
oil as the sclerosing agent.8 In different studies, researcher
used fingure guidance for submucosal injection that has a
possibility of needle prick injury and subsequent complication.
In these study, injection given in a separate technique as
described before and has no chance of such type of injury.
Blood set needle also avoided in these study due to chance
of excessive oozing and leakage of sclerosent through the

pricking point.

Injection sclerotheraphy by 5% phenol in almond oil is a
simple, effective, low morbid measure for rectal prolapse
in children. This procedure can be done as a day care basis.
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Introduction

Prospective Study of Obstructive Jaundice:

A Single Centre Experience
Anirudha Sardar Al, Islam MT2, Galib A3, Islam MS*

Abstract

Background: There are various causes of obstructive jaundice, and choledocholithiasis— is the
commonest. Patients with obstructive jaundice usually present with complaints of yellow skin and
eyes, pale stools, dark-colored urine, jaundice, and pruritus. Abdominal pain often misleading for
diagnosis.

Aim of the study: The study aimed to figure out the clinical profile, diagnosis, and treatment of
patients with obstructive jaundice at a tertiary care hospital in Bangladesh.

Methods: This hospital-based prospective study was conducted on patients with obstructive
jaundice, those who were admitted to the Department of General Surgery at Khulna Medical
College and Hospital, khulna, Bangladesh patients of age more than 12 years of both sex after
obtaining consent from the patient or their relatives were studied during the period of study from
April 2022 to September 2022.

Result: A prospective clinical study consisting of 27 cases of obstructive Jaundice was undertak-
en, the maximum percentage of cases (62%) are benign etiology, followed by (38%) cases of
malignant etiology. Out of 17 patients with benign etiology, a maximum number of patients with
benign etiology was Choledocholithiasis in 15(88.24%) patients, followed by common bile duct
(CBD) stricture 1(5.88%) and choledochal cyst in one patient. Out of 10 patients with malignant
etiology, the maximum number of patients with malignant etiology was carcinoma head of pancre-
as 6(60.00%) patients followed by distal CBD cholangiocarcinoma 2(20.00%) patients.

Conclusion: Better understanding of the clinical profile in the patients with obstructive jaundice
will facilitate appropriate management improved survival.

Keywords: Prospective study, Obstructive jaundice, Tertiary care hospital.
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Obstructive jaundice is a specific type of jaundice in which
the symptoms are caused by a narrowed or blocked bile
duct or pancreatic duct, which prevents the normal
drainage of bile from the biliary tree into the intestine. In
simple terms, Obstructive Jaundice means the outflow of
bile has been obstructed anywhere from the liver to the

duodenum.' An accurate pre-operative diagnosis is almost
always possible today because of advances in imaging
techniques over the decades.” Removing the block relieves
symptoms and often results in a cure. In today's world,
surgical jaundice has become a medical entity as gastroen-
terologists rather than surgeons manage most obstructive

PO

Corresponding Author:

Anirudha Sardar, Resident Surgeon, Department of Surgery, Khulna Medical College Hospital, Khulna, Bangladesh.

Md. Tarikul Islam, Associate Professor, Department of Burn & Plastic Surgery, Khulna Medical College Hospital, Khulna, Bangladesh.
Asadullahil Galib, Assistant Professor, Department of Surgery, Khulna Medical College Hospital, Khulna, Bangladesh.

Md. Shahidul Islam, Assistant Professor, Department of Surgery, Khulna Medical College, Khulna, Bangladesh.

Dr. Anirudha Sardar, Resident Surgeon, Department of Surgery, Khulna Medical College Hospital, Khulna, Bangladesh.

Email: dr.anirudha8 @gmail.com

Received : 10/06/2023

Accepted : 13/08/2023

60



J Khulna Med Coll

jaundice by ERCP or stenting.3 Obstructive jaundice has
various causes, but it is usually caused by choledocholithi-
asis (also called bile duct stones or gallstones)-the presence
of a gallstone in the common bile duct* Other causes,
malignancies, such as cholangiocarcinoma, periampullary
and pancreatic cancers, and benign stricture, including
chronic  pancreatitis, have become increasingly
prevalent.5‘7 With the increase in invasive procedures in
the biliary tract, there has also been an increase in iatrogen-
ic causes of obstructive jaundice, such as biliary tract
injury and cholangitis.g'9 Biliary tract disorders are signifi-
cantly found worldwide and account for most cases of
choledocholithiasis. In the United States, 20% of
individuals over 65 have gallstones, and approximately 1
million newly diagnosed cases of choledocholithiasis are
reported annually. Patients with obstructive jaundice
usually present with complaints of yellow skin and eyes,
pale stools, dark-coloured urine, jaundice, and pruritus.10
Abdominal pain is often misleading for diagnosis— some
patients with choledocholithiasis have painless jaundice,
whereas some patients with hepatitis have an aching pain
in the right upper quadrant. Malignancy is often associated
with the absence of pain and tenderness during the physical
examination.'? Patients with obstructive jaundice are
prone to nutritional deficiencies, infectious complications,
acute renal failure, and impaired cardiovascular function.
Some other adverse events, such as coagulopathy, hypo-
volemia, and endotoxemia, can be insidious and
significantly increase mortality and morbidity.11 The
mortality and morbidity of biliary obstruction depend on
the causes of the obstruction.!? A better understanding of
factors responsible for increased morbidity and mortality
in these patients will better guide appropriate management.
The study aimed to figure out the clinical profile, diagnosis
and treatment of patients with obstructive jaundice at a

tertiary care hospital in Bangladesh.

Methodology

The present hospital-based prospective study was conduct-
ed on 27 patients with obstructive jaundice who were
admitted Department of General Surgery at Khulna Medi-
cal College and Hospital, Khulna, Bangladesh of age more
than 12 years both sex after obtaining consent form the
patient or their relatives were studied during the period of
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study from April 2022 to September 2022. The study was
approved by the Institutional Ethics Committee for final
permission. This was a prospective observational study on
27 patients presenting with signs and symptoms suggestive

of obstructive jaundice.

* Inclusion criteria:
 Patient age above 12 years
e Patients which clinically diagnosed as suffer-
ing from obstructive jaundice
 Patients proved to have obstructive jaundice
by any investigative modality

* Exclusion criteria:

 Patients below 12 years of age

* Patients with jaundice due to causes other than
obstructive pathology such as hemolytic or
hepatocellular jaundice

e Patients who attended OPD but were not
admitted or missing/incomplete records and
patients with other concomitant malignancy

¢ Comorbidities such as uncontrolled diabetes,
hypertension, CVA, TB, CAD

e Kidney diseases and pregnancy which were
excluded

Data were collected in prescribed data form. All data were
presented in a suitable table or graph according to their
affinity. A description of each table and graph was given to
understand them clearly. All statistical analysis was
performed using the statistical package for social science
(SPSS) program, and Windows. The study was approved
by the Institutional Ethical Committee.

Result

A prospective clinical study consisting of 27 cases of
obstructive Jaundice was undertaken to investigate the
pattern of clinical presentation and lab parameters to study
the cause of obstructive Jaundice and the different modes
of treatment adopted. Out of the total of 27 patients includ-
ed in the study, the mean age range is found to be 51-60yrs
(33.33%) for patients with obstructive Jaundice. The mean
age of presentation was 51.10 years. The minimum age was
12 years, and the maximum was 80 years (Table I). Com-
paratively, male patients were more than female patients;
16(52.26%) patients were male, and 11(40.74%) patients
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were female (Figure-1). Table II is shown the symptomatic
distribution of cases; all patients were suffering from
Jaundice and pain in the abdomen 20(74.07), 16(18.52%)
patients had clay-colored stool, 15(55.56%) patients had
fever, 11(40.74%) patients had lumps in the abdomen, and
only five patients had itching. Under the clinical signs, all
patients had icterus, 18(66.67%) patients had tenderness,
5(37.04%) patients had palpable gall bladder, 9(33.33%)
patients had scratch marks, and 5(18.52%) patients had
hepatomegaly (Table II). The level of bilirubin ranges from
3.2 to 27.6 mg%. Our study's total patients (44.44%) had
bilirubin levels of 11-20 mg%. The mean value of total
bilirubin was 11.58 mg% (Table III). In this study, out of 27
patients with obstructive Jaundice, the maximum percent-
age of cases (62%) are benign etiology, followed by (38%)
cases of malignant etiology. Out of 17 patients with benign
etiology, a maximum number of patients with benign
etiology was Choledocholithiasis in 15(88.24%) patients,
followed by common bile duct (CBD) stricture 1(5.88%)
and choledochal cyst in one patient. Out of 10 patients with
malignant etiology, the maximum number of patients with
malignant etiology was carcinoma head of pancreas
6(60.00%) patients followed by distal CBD cholangiocar-
cinoma 2(20.00%) patients, followed by one patient of
hilar cholangiocarcinoma and carcinoma gall bladder each
(Table IV). Table V shows the various interventions for
obstructive jaundice patients; 3(11.11%) patients had
choledocho-duodenostomy, 2(7.41%) RNY hepatico-jeju-
nostomy, 6(22.22%) Whipple's procedure and 12(44.44%)
CBD exploration with T-tube was the highest. The most
common postoperative complication in studied cases was
found to be wound infection 5(18.52%), followed by
cholangitis (3.70%) and septicemia (3.70%). The other less
common complications included anastomotic leak (3.70%)
and Electrolytic imbalance (3.70%). (Table VI)

Table I: Age distribution of the study population (N=27)

Age range (Years) Frequency Percentage
12-20 1 3.70
21-30 2 741
31-40 4 1481
41-50 6 2222
51-60 9 33.33
61-70 4 1481
>71 1 3.70
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Gender Distribution
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Figure-1: Gender distribution of the study population
(N=27)

Table II: Symptomatic distribution of cases

Symptoms Frequency Percentage
Jaundice 27 100.00
Pain in abdomen 20 74.07
Lump in abdomen 11 40.74
Itching 5 18.52
Loss of appetite 6 22.22
Fever 15 55.56
Clay colored stool 16 59.26

Clinical sings

Icterus 27 100.00
Scratch marks 33.33
Palpable gall Bladder 5 18.52
Hepatomegaly 18.52
Tenderness 18 66.67

Table III: The distribution of cases as per total bilirubin

levels
Bilirubin levels (mg%) Frequency Percentage
<5 2 741
5-10 10 37.04
11-20 12 44 .44
21-30 3 11.11
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Table I'V: Frequency of benign and malignant obstructive

jaundice

Etiology of obstructive jaundice Frequency Percentage

Benign disease (n=17)

Choledocholithiasis 15 88.24
Biliary stricture (benign) 1 5.88
Choledochal cyst 1 5.88
Malignant Diseases (n=10)

Carcinoma head of Pancreas 6 60.00
Distal CBD cholangiocarcinoma 2 20.00
Hilar cholangiocarcinoma 1 10.00
Carcinoma of Gall bladder 1 10.00

Table V: Various interventions for obstructive jaundice

patients
Intervention Frequency Percentage
CBD exploration with T-tube 12 44 .44
Whipple’s procedure 6 2222
RNY hepatico-jejunostomy 2 741
Triple bypass 4 14.81
Choledocho-duodenostomy 3 11.11

Table VI: Complications occur after interventions

Complications Frequency Percentage
Anastomotic leak 1 3.7
Wound infections 5 18.52
pancreatitis 1 3.7
Cholangitis 1 3.7
Electrolyte imbalance 1 3.7
Septicemia 1 3.7
Discussion

Obstructive jaundice is not a disorder but a symptom of an
underlying disease involving the liver, the gallbladder, or
the pancreas. This will usually be managed by surgical
intervention, also known as surgical jaundice.13 The
present study included 27 patients with obstructive
jaundice in the defined study period. In the present study,
males are more affected (59.26%) with obstructive
jaundice compared to females with a Male: Female ratio of

1.45:1. The different studies have reported differences in
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male and female predominance. In a study carried out by
Anand et al. of 80 cases of obstructive jaundice, there was
a slight female preponderance at 1:1.05; other studies have
the following male: female ratio: Hussain Talpur et al.:
1:2.32; Lawal et al.: 1:0.78; Sharma et a: 1.05:114-17,
According to the age distribution of patients in the present
study, older age groups (>65 years; and 55-65 years) were
more commonly affected by obstructive jaundice than
younger age groups, with a mean age of patients of 56.68 +
23.34 years. The mean age of incidence of obstructive
jaundice was 48.5 years in the study by Shukla et al.'®Ina
study by Sharma et al., the mean age was 62.5; other
studies also reported similar age groups involved in
obstructive jaundice.17 Obstructive jaundice is one of the
most common indications of abdominal operation in the
elderly. The elderly patients with benign etiology had a
mortality rate of 26% but a high incidence of nonfatal
complications. Many of these unfortunate consequences
could have been avoided had elective surgery been under-
taken soon after the emergence of the first symptoms of
biliary tract disease.'” Regarding the etiology of obstruc-
tive jaundice, 58.71% of patients have malignant causes for
developing obstructive jaundice compared to benign
causes in 41.29% of patients. A similar type of etiological
distribution has been found in the study done by Gupta et
al., in which it was observed that 63.89% of cases have
malignant causes while 36.11% of cases have benign
causes.”’ A study in Pakistan involving 60 patients with
obstructive jaundice reported 56.6% of patients with malig-
nant causes of obstruction and 43.3% with benign causes of
obstructive jaundice.21 A higher prevalence (75.3%) of
malignant causes of obstructive jaundice has been found in

a study by Sharma et al.l”

Literature also suggests that
malignant biliary tract obstruction (MBTO) is the
commonest frequent cause of obstructive jaundice. Primary
pancreaticobiliary tract carcinoma and carcinoma of other
nearby structures can cause compression of the biliary
tract.?? In exploring the causes in detail in the present
study, choledocholithiasis-gall stone in the common bile
duct is the most standard (30.35%) cause of obstructive
jaundice, followed by carcinoma of the pancreas (25.87%).
In a study by Anand et al. regarding the clinical profile
and the different modalities of treatment of obstructive
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jaundice, it was reported that the common cause of
obstructive jaundice was choledocholithiasis, followed by
malignancy.14 An Ethiopian study reported that choledo-
cholithiasis is the most common benign cause of obstruc-
tive jaundice 23 According to literature, primary or second-
ary choledocholithiasis is the commonest cause of obstruc-
tive jaundice.24 In the present study, icterus-jaundice is the
most familiar symptom presentation (97.51%) in all
patients with malignant etiology; and in 93.98% of patients
with benign etiology. Other common symptoms include
loss of appetite (79.60%); and loss of weight (76.12%). In
a study by Gupta et al., it was observed that jaundice
(91.67%), loss of appetite (77.78%), and abdominal pain
(75.00%) were the most typical presentation of obstructive
jaundice cases.”? Jaundice was also the main presenting
symptom in the different studies by Agarwal et al. and
Nadkarni et al.>>%% In a study by Khan the frequent
presenting symptoms were jaundice, abdominal pain, loss
of weight, and pruritus.27 There are various causes of
obstructive jaundice; the most common are choledocho-
lithiasis, benign biliary tract strictures, pancreaticobiliary
malignancies, and metastatic disease.2® Due to the lack of
advanced diagnostic/ therapeutic facilities in developing
countries like Bangladesh, the outcome of the management
of obstructive jaundice may be poor.29 Thus, understand-
ing the clinical profile of these patients will facilitate
appropriate management and improve survival.

Limitations of the study: Every hospital-based study has
some limitations and the present study undertaken is no
exception to this fact. The limitations of the present study
are mentioned. Therefore, the results of the present study
may not be representative of the whole of the country or
the world at large. The number of patients included in the
present study was less in comparison to other studies.
Because the trial was short, it was difficult to remark on
complications and mortality.

Conclusion

Early and precise detection of the etiology of obstructive
jaundice can help surgeons accurately manage such
patients and thus will improve the quality of life of patients
and improve survival rates. A better understanding of the
clinical profile in these patients will facilitate appropriate
management and lead to improved survival.
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Original Article

Comparison of FNA and Core Needle Biopsy in Diagnosis of
Granulomatous Mastitis Presenting with Breast Lump

Introduction

Ali MT!, Abdullah SN2

Abstract

Background: Granulomatous mastitis is a chronic inflammatory disease of the breast with
unknown etiology mostly seen in parous women shortly after their last pregnancy. It is crucial to
differentiate granulomatous mastitis from cancer and definite diagnosis is established by
histopathological examination. Its treatment is variable and the most appropriate treatment
protocol is yet to be identified.

Aims & Objectives: Aim of the study was to compare the performances of FNA and Core
biopsy of breast lump verified by histopathological examination as “Gold standard”.

Methodology: 227 women presenting with breast lump were included in this study and 122
breast lumps were resected for histopathological examination. After selection, FNA and core
biopsy were done at same sitting and follow-up resection histopathology with 122 cases (53.74%)
were performed in the laboratory.

Results: 40(17.62%) cases were diagnosed granulomatous mastitis by either FNA or core biopsy,
the reports of 23 cases (57.5%) were concordant in both the procedures and discrepancy was
observed in reporting of 17 cases (42.5%). 36 cases (90%) were resected for histopathology and
33 (82.5%) breast lumps were diagnosed granulomatous mastitis. Diagnostic accuracy, sensitivity,
specificity, negative and positive predictive values of FNAC and Core biopsy were calculated. The
diagnostic accuracy of core biopsy was 97.54% and that of FNAC was 89.34%. Specificity,
sensitivity, positive and negative predictive values of core biopsy were 97.77%, 97.29%, 94.73%
and 98.87% respectively. The specificity, sensitivity, positive and negative predictive values of
FNAC were 97.77%,70.27%, 92.85% and 88.88% respectively.

Conclusion: The accuracy of core biopsy was much higher than that of FNAC and also the
performances of the combination of two procedures were superior to the individual test alone.

Keywords: Breast lump, Granulomatous mastitis, FNAC, Core needle biopsy, Histopathology,
Accuracy.
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Idiopathic granulomatous mastitis, also known as granu-
lomatous lobular mastitis is a chronic inflammatory breast
disease recently have been reported to increase in develop-
ing countries.! This disease is still challenging for special-
ists and causing cosmetic problems for patients and lack of
knowledge in diagnosis and management leads to high rate
of recurrence associated with surgery and tissue distortion
even recurrence after mastectomy.> The most common

presenting clinical symptom is painful palpable mass that
can be associated with erythema and inflammation, multi-
ple peripheral or rare central abscesses, sinus or fistula to
the skin, nipple retraction and axillary adenopathy.3 Mam-
mographic or sonographic signs are not usually helpful for
diagnosis such as hypo-echo tubular lesions, multiple
abscesses, hypo-echo lobular mass, tissue distortion,
fistula of skin, axillary adenopathy, focal asymmetry of
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mammographic findings, diffused hyper-density mass,
retraction and tissue heterogeneity which may be similar to
cancer.* Various diagnostic methods have been developed
to evaluate the breast lump with the aim to identify a
sensitive, specific, efficient and economical approach to
obtain an appropriate diagnosis of breast lump such as
physical examination, fine needle aspiration cytology
(FNAC), core needle biopsy (CNB), ultrasonography, open
excision biopsy and thelrmoglraphy.5 FNAC has been
proven to be of great value in the diagnosis of breast lumps
and it is simple, quick and effective while it has some
limitations such as inability to identify its invasive nature
for its insufficiency in sampling and false negative results
and recently the diagnosis of breast lump has been
dependent on core biopsy with gradual reduction in the rate
of performing FNAC 5 Tru-cut biopsy, also known as core
needle biopsy (CNB) is now one of the useful means of
obtaining an appropriate diagnosis and it is relatively easy
and its use also reduces unnecessary excisional biopsy,
lowers inadequacy rate and allows ancillary methods,
determines grading and typing of cancer and helps to plan
a definitive surgery. However core biopsy has also some
limitations and some authors recommended combining the
two techniques to improve the diagnostic yield by reducing
false positive and false negative rates.’ 8 Mammography,
ultrasound and magnetic imaging techniques are useful but
the tissue biopsy is necessary to confirm the diagnosis of
granulomatous mastitis.” Tt is important to assess the
efficiencies of the two procedures for comparison to meet
the diagnostic challenge to minimize the controversies in
selection of treatment and surgical management of the
patients.

Materials and Methods

A total of 227 participants having breast lumps were
included in this cross-sectional prospective study during
the period from July 2020 to June 2022 in Khulna City
Medical College Hospital, Khulna and Shahid Sheikh Abu
Naser Specialized Hospital, Khulna. It is difficult to differ-
entiate granulomatous mastitis from malignant lesions,
other inflammatory lesions and benign tumours on the
basis of clinical information. Therefore, the women
presenting with breast lump who underwent both FNA and
Core needle biopsy at same sitting included in this study to
assess the efficiencies of the two procedures. All the

Vol. 02, No. 02, October 2023

aspirates were performed with 2 and 12 passes using a
combination of 25, 23, and 21 gauge needle for FNA, and
direct smears were made in all cases and alcohol fixed then
stained with Papanicolaou or H&E. At the same sitting and
after the FNA, a core needle biopsy was performed using
an 18 gauge needle for formalin fixation and after laborato-
ry processing, stained with H&E. The nulliparous women,
the women of age less than 20 years and more than 70
years, previously diagnosed malignant tumours, clinically
abscesses and patients with history of chemotherapy and
immunosuppressive drugs were excluded from the study.
The indication for core needle biopsy was determined on
the basis of selection criteria, cosmetic issue and consent of
the patient for acceptable and easy pursuance of follow-up
resection biopsy. The cytological reports of study subjects
were categorized on the basis of six cytological categories
of reporting breast lesions such as I=Malignant, I[I=Suspi-
cious, ITI=Atypical/Indeterminate, IV= Benign/Specific,
V= Benign/nonspecific, and VI:Unsatisfactory.10

The cases in which the atypical cells having hyperchromat-
ic nuclei with prominent nucleoli and pleomorphism, were
present in the smears but not sufficient for definite diagno-
sis of malignant tumour and the smears having significant-
ly cellular atypia were considered as atypical cytology. For
cytological reporting in some cases with the smears
deemed suspicious for a malignant lesion and these were
cellular composed of crowded, overlapped dyscohesive
epithelial cells with hyperchromatic nuclei showing varia-
tion of nuclear outline and size and these were required
further evaluation to exclude the malignancy, we preferred
to categorize these suspicious cases in atypical category for
purpose of the present study.

Benign tumours such as fibroadenoma and phyllodes
tumours were grouped in specific benign lesions and also
fibrocystic disease, granulomatous mastitis, and other
specific chronic mastitis were categorized in specific
benign lesions. The FNAC reports with only description of
benign breast lesions, only negative for malignant cell,
non-specific findings or cytologically unsatisfactory
smears were considered as non-diagnostic and for calcula-
tion of test performance, these were considered negative.
Only adequate cellular smears were examined and the
difficult cases were reviewed by senior pathologists.
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The diagnostic evidence of granulomatous mastitis are
presence of epithelioid cells in the smears either in
adequate number or arranged in clusters, histiocytes,
occasionally epithelioid histiocytes, plasma cells, giant
cells and presence of regular ductal epithelial cells with
myoepithelial cells, variable cellular debris and mixed
inflammatory cells indicating inflammatory process. For
the purposes of this study, accuracy, specificity, sensitivity,
positive and negative predictive value were calculated only
for cases in which a subsequent resection histopathology
were available for use of a “gold standard”. An overall
accuracy is not reported, instead the accuracy, specificity,
sensitivity, positive and negative predictive value of the
two techniques were compared and also the combination
was evaluated within specific diagnostic categories for
only the cases which had follow up histopathological
examination as aforementioned. Statistical analysis was
done using a 2-tailed Fisher exact test. The research proto-
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col for this study and informed consent form were
reviewed and approved by the ethical committee of Khulna
City Medical College. The written informed consent was
then obtained from each participant and a unique identifi-
cation number was assigned and all records were kept in a
secured room to ensure confidentiality.

Results

The series included 227 women with ages ranging from 20
years to 70 years and median of 38 years presented with
breast lumps. For 227 patients, the aspirate and the core
needle biopsy were performed at the same time. A total of
122 patients (53.74%) had subsequent resection for histo-
pathological examination. The overall results are summa-
rized in Table-1.

Table I: Distribution of patients with breast lump in differ-
ent categories diagnosed by FNA, Core needle biopsy and
follow-up resection histopathology (n=227).

No. of cases in different Diagnoses by Diagnoses by No. of cases with Histopathologic
Diagnostic categories FNA Subsequent CNB Follow-up resection Diagnosis
15 Malignant Malignant 15(100%) Ca-15
12 Atypical Malignant 12(100%) Ca-11, CIS-1
23 Granulomatous
Mastitis Granulomatous
Mastitis 22(95.65%) GLM-21, CIS-1
5 Nondiagnostic Granulomatous
Mastitis 4(80%) GLM-4
5 Atypical Granulomatous
Mastitis 5(100%) GLM-4.,CIS-1
3 Granulomatous
Mastitis Fibrocystic
Disease 2(66.66%) FCD-1, GLM-1
7 Atypical CIS 7(100%) Ca-5, ADH-2
59 Benign Tumour Benign Tumour 25(42.37%) FA-21, FCD-2,
Phyllodes-2
68 Nondiagnostic Benign Tumour 24(35.29%) FA-22,FCD-2
5 nondiagnostic Nonspecific
Chr. Mastitis 1(20%) LLM-1
21 Fibrocystic
disease Fibrocystic
disease 2(9.52%) FCD-2,
4 Fibrocystic
disease Granulomatous
mastitis 3(75%) GLM-3,
227 227 227 122(53.74%) 122
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Ca-Carcinoma, GLM- Granulomatous lobular mastitis,
CIS-Carcinoma-in-Situ, FCD-Fibrocystic disease, FA-Fi-
LLM-Lymphocytic Mastitis,
ADH-Atypical ductal hyperplasia.

broadenoma, lobular

Among the 227 breast lumps, 26 cases were diagnosed as
granulomatous mastitis by FNAC and 37 cases were
diagnosed granulomatous mastitis by core needle biopsy
and in 40 cases, combinedly either by FNAC or core
biopsy, the diagnoses were granulomatous mastitis. A total
of 122(53.74%) were resected for histopathology and
biopsy revealed 33 cases of granulomatous mastitis. Other
diagnoses were 31 breast carcinoma, 3 Carcinoma-in-Situ,
2 Atypical ductal hyperplasia, 43 Fibroadenoma, 7
fibrocystic disease, 2 Phyllodes tumour, and 1 lymphocytic
lobular mastitis, (Table-1).

FNAC and Core needle biopsy reports were concordant in
23 cases (57.5%) and in 17 cases (42.5%), reports were
dissimilar. In 22 follow up resections, 21 cases were
explored granulomatous mastitis and 1 case showed
carcinoma-in-situ which was a low grade type. Initially the
2 FNA and 2 core biopsy were reported false positively as
granulomatous mastitis and these were diagnosed
otherwise in follow up histology. Moreover, the 2 FNA and
3 core needle biopsy were not resected for histopathology
because symptoms were non-significant and clinical
follow up was advised. Among 201 FNA reports
diagnosed other than GLM, 98 cases (48.75%) were
resected and histopathology confirmed the diagnoses
accordingly, 11 histopathology diagnoses were granulomatous
mastitis which had been reported false negatively by
cytology. For 190 core biopsy reports diagnosed other than
GLM, 88 cases (46.31%) were resected and histopathological
examination revealed 87 cases other than granulomatous
mastitis and a single case was diagnosed GLM which had
been reported false negatively by core biopsy, (Table I).

Table II: Diagnostic accuracy, specificity, sensitivity,
positive predictive value and negative predictive value of
FNA and Core biopsy (n=122).

Procedure ~ Accuracy Specificity Sensitivity Positive ~ Negative
Predictive Value  Predictive Value

FNA 8934% 91.77% 7027% 92.85%  88.88%

Core Biopsy 97.54% 97.77% 9729% 9473%  98.87%

Combination 97.54% 96.62% 100%  91.66% 100%
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Accuracy of core needle biopsy was 97.54% which is
similar to the accuracy of combination and higher than that
of FNAC (89.34%). The specificity, sensitivity, positive
predictive value and negative predictive value of core
biopsy were 97.77%,97.29%,94.73% and 98.87% respec-
tively which were higher than those of FNAC (97.77%,
70.27%,92.85% and 88.88% respectively), (Table II). The
sensitivity and negative predictive value of the combina-
tion of two procedures were 100% and the highest among
the performances of individual test alone.

Discussion

Aim of the study was to compare the performances of
FNAC and core needle biopsy in diagnosis of breast lumps
by assessment of efficiencies of the two procedures using
the follow up histopathology as a “gold standard”. A breast
FNAC or core needle biopsy is indicated in several clinical
situations that have mainly diagnostic values and additional
usage includes the application of necessary ancilliary
techniques such as performing immunohistochemistry for
estrogen and progesterone receptors (ER & PR) by
True-cut biopsy in the malignant epithelial neoplasms.
Both the techniques can be performed for diagnosis of
breast lesions with or without the assistance of radiology.
Advantages of FNAC are rapidity of diagnosis, high
acceptability, coast effectiveness, high sensitivity and
specificity, feasibility of multiple sampling in a single
sitting, appropriate for preoperative planning, sampling of
primary site as well as metastatic lesions, helpful for ancil-
liary techniques, rapid psychological relief to the patient
following a negative diagnosis and it can be used in both
palpable and non-palpable lesions and also it can be used
as therapeutic purpose with minimal complications.®

Routine biopsy methods include fine needle aspiration,
core needle biopsy, vacuum-assisted biopsy and excisional
biopsy and the former two have considerable accuracy but
excisional biopsy can be performed if necessary, frozen
section evaluation can occasionally be useful in confirming
the diagnosis and also to assess the extent of resection.
The present study was focused on the diagnostic
performances of cytology and core biopsy because it is
crucial for clinical management and treatment of a patient
having a breast lump caused by granulomatous mastitis and
it was also observed that a multidisciplinary approach for
the management of the patients of GLM reduces the rate of
erroneous initial clinical impression of breast cancer.'®
Recently an international multidisciplinary consensus
(2021 edition) has formulated 30 recommendations on the
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needle bibasis of The 2010 American College of Physician
(ACP) grading system and one of the recommendations on
core opsy emphasized on selection of site for core biopsy
during inserting the needle as close as possible to the
margin of the areola, because if a subsequent operation is
planned, the puncture tunnel can be removed at the same
time to reduce scar.'*

The diagnosis and treatment of a patient having
granulomatous mastitis is a great challenge for the
clinician and also for the patient who suffers with great
impairment of quality of life and most importantly
malignancy, usually should be excluded before the
diagnosis of GLM can be considered.'
manifestations of GLM are diverse which were observed in
a study including 3060 cases with granulomatous mastitis
frequently had symptoms (80%) with palpable lumps of
mean size of 5 cm(3-9cm), and 66% were painful and
median age of the patients having granulomatous mastitis
was 36 years.!® Another study reported that 90.7% of the
patients had history of pregnancy and 82.7% had history of
breastfeeding.!” The most common signs of the disease are
palpable mass, pain, inflammation and erythema, abscess
formation, single or multiple fistulas, nipple retraction,
breast deformity and occasionally axillary lymphadenopa-
thy.18 For the clinical management of the patients, GLM is
classified into four stages on the basis of its progression
and clinical manifestation such as (1) Self-limited stage,
(2) Congestive swelling stage, (3) Abscess formation
stage, and (4) complete refractory stage.'” For clinical
management and treatment, a multidisciplinary approach is
useful and one study suggested that better characterization
of specimens make core needle biopsy more efficacious
and it provides more dependable preoperative diagnosis
which can help to create a rational algorithm for
management.? Other corroborative diagnostic
procedures such as ultrasonography and mammography
are conducive to diagnosis of granulomatous mastitis.*'*2
The higher performances of core needle biopsy and the
highest sensitivity and negative predictive value of the
combination (100%, Table II) observed in the present study
lead us to emphasize on use of the combination for
diagnosis of granulomatous mastitis and it has a
considerable influence on selection of the modalities such
as etiologic, medical and surgical treatment.

Clinical

Cytological diagnosis of GLM requires a perspicacious
observation of pathologist to differentiate it from
malignancy and other inflammatory clinical conditions and

Vol. 02, No. 02, October 2023

benign lesions especially fibrocystic disease. To differentiate
from malignancy, difficulty arises when cellular atypia in
the epithelial cells make a confusion for diagnosis, here
three dimensional aggregates, arrangement of the cells,
absence or presence of myoepithelial cells, interspersed
fibro-fatty tissue and pleomorphism may be determining
factors. To differentiate it from fibrocystic disease, difficulties
arise when histiocytes of various size along with
epithelioid histiocytes appear in the smear. In this cases the
arrangement of histiocytes, admixture with epithelial cells,
absence of foamy histiocyte, presence of inflammatory
cells including plasma cells and aggregates of epithelioid
cells may be determining factors. Absence of caseation
necrosis should be mentioned in cytological reporting of
granulomatous mastitis to differentiate from tuberculosis.
In core biopsy, there may be adenosis, non-caseating
granulomas, multinucleated giant cells and peri-glandular
inflammatory infiltrate. In addition to these cytological and
biopsy procedures, other laboratory investigations are
useful to differentiate it from tuberculosis such as tubercu-
lin test, routine blood test, ESR, C-reactive protein, antinu-
clear antibody profile and growth of AFB in the tissue.23

The limitations of the present study were first of all, the
prevalence of granulomatous mastitis in the population is
not reflected in this study because it was a hospital based
research. Secondly, during selection of participants,
random sampling technique was not applied and there is
sampling bias in this study. Thirdly, inter-observer
variation during cytological examination and also for core
biopsy were not calculated statistically in this study.
Fourthly, immunological study, microbiological examination
and molecular diagnostic methods were not performed in
the laboratory for study subjects.

Conclusion

Fine needle aspiration cytology and core needle biopsy are
established laboratory procedures for diagnosis of breast
lumps. The diagnostic accuracy of core biopsy was found
much higher than FNAC and the combination of these two
procedures is preferable to exclude the malignancy. The
sensitivity and negative predictive value of combination
were observed 100% for diagnosis of granulomatous
mastitis and the combination of these two procedures has
an important role in follow up management of the patients.
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Case Report

Secondary Hepatic Pregnancy: A Glitch of Nature

Khaliduzzaman SM! , Huda Sz, Lailatunnesa3, Nahar S$*

Abstract

Introduction: Abdominal pregnancy is a rare event and hepatic pregnancy is extremely rare.
Abdominal pregnancy can be primary or secondary, while secondary abdominal pregnancy ranges
from 1 per 2200 to 1 per 10,200 pregnanciesl. Only 39 cases of hepatic pregnancy have been
reported in the English literature since 1952, based on Medline database inquiry. A 30 years old
lady, G3P2+0, history of previous two cesarean sections, presented with amenorrhea for 25 weeks
and shortness of breath and pain in right upper quadrant of abdomen for last two weeks, admitted
in Dept. of ObGyn, Khulna Medical College, Khulna. An ill-defined mass (20X15cm) was detect-
ed in right upper quadrant of abdomen. Vaginal examination revealed just bulky uterus. TAS at her
24 weeks of amenorrhea, detected a pregnancy sac containing an alive fetus weighing about
640gm in subhepatic area. An alive preterm baby was taken out of sac by upper midline incision,
placenta was left in situ. A single done of intravenous Methotrexate (50mg/kg bw) was adminis-
tered on 14th post-operative day. On 18th post-operative day, she was discharged without any
sequel and advised for follow-up. Monthly sonographic follow-up showed gradual reduction of
size of the subhepatic mass. Amenorrhea with empty uterus and history of previous two cesarean
sections, should raise the suspicion of abdominal pregnancy even hepatic pregnancy although it is
an extremely rare condition.

Key words: Hepatic pregnancy, Methotrexate, Cesarean section
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Introduction

Abdominal ectopic pregnancy has been defined as an
ectopic pregnancy implanted in the peritoneal cavity, but
excludes the tube, ovary or intraligamentous. It accounts
for approximately 1% of all ectopic pregnancies'?. The
incidence of hepatic ectopic pregnancy is lower than that
of ectopic pregnancy in other locations in abdomen. As the
majority of abdominal pregnancies are implanted in the
pelvis, it is rare to find ectopic implantation on the perito-
neal wall of the abdomen®. In supine position, the lower
surface of the right lobe of the liver is the lowest position
of the abdominal cavity. It explains that the location of the
ectopic pregnancy of the liver often appears on the lower
surface of the right lobe of the liver. Fatty liver and high

J Khulna Med Coll. 2023;2(2) : 72-75

vascularity of the hepatic parenchyma have the similar
effect, promoting zygote implantation on the surface of the
liver and making the initial attachment in an ectopic
pregnancy feasible and to grow up there and gain the age of
viability. Most patients with hepatic pregnancy have a
history of wearing intrauterine devices, and implantation
occurs on the lower surface of the right lobe of the liver®.
Our patient has history of previous two cesarean section, it
was difficult to determine whether this was a case of
primary or secondary hepatic pregnancy. The diagnosis
and treatment of these unusual abdominal pregnancies
present both diagnostic and therapeutic dilemmas’.
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Case presentation

A 30-year-old woman, G3P2+0, history of previous two
cesarean sections, presented with amenorrhea for 25 weeks
and shortness of breath with pain in upper right quadrant of
abdomen for last two weeks, admitted in Dept of Obstetrics
& Gynecology, Khulna Medical College, Khulna.
Apparently stable hemodynamic status, mild anemia with
upper abdominal distension were the physical findings.
She gave no history of chills, fever, nausea, vomiting and
diarrhea. An ill-defined mass (about 20X 15 cm) was found
in right upper quadrant of abdomen. Vaginal examination
revealed, just bulky uterus and fornices were free, no
bleeding or discharge. Abdominal sonography at her 24
weeks of amenorrhea, a pregnancy sac with an alive fetus
weighing about 640gm found in subhepatic area. (Fig-1)

Laparotomy was planned having all other investigations
are normal. Upper midline incision was given under gener-
al anesthesia and an alive preterm baby was taken out of
sac which was found beneath the right lobe of liver,
placenta was left is situ. (Fig-2, 3) Abdomen was closed in
layers leaving two wide bore drains beneath right lobe of
liver. Patient recovered in postoperative periods without
significant consequences. A single dose of intravenous
Methotrexate (50mg/kg body weight) was administered on
14th post-operative day. She was discharged on 18th
post-operative day without any sequel. She was advised for
long-acting reversible contraception and monthly
sonographic follow-up. On successive four follow-ups, the
sub hepatic mass was gradually reducing is size. (Fig-4)
The premature baby survived only two days with all

neonatal resuscitative measures.

Figure 1. TAS showing empty uterus, an alive (145b/m)
fetus (BPD 58mm) seen at RHR. Almost no fluid seen
surrounding the baby, no free abdominal collection.
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Figure 2. Intact pregnancy sac containing alive fetus
beneath right lobe of liver

-
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Figure 3. Alive preterm newborn, survived in NICU for
48hours.

Figure 4. Ultrasonography of whole abdomen on 11th
post-operative day, showing mixed echogenic structure (10
X 8.6) seen in sub-hepatic region.
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Discussion

Primary hepatic pregnancy is an extremely rare extrauter-
ine pregnancy event, contributing a very high maternal
morbidity and mortality. It is difficult to distinguish
between primary and secondary hepatic pregnancy. Risk
factors for pelvic inflammatory disease, history of previous
abdominal surgery those contribute the aberrant intra-ab-
dominal and peritoneal milieu, leads to nidation of
fertilized ova to be implanted in most unusual sites like
liver preferably beneath the right lobe, due to its larger
surface area, abundant blood supply. The criteria for
diagnosing primary abdominal pregnancy were first given
by Studdiford which include (1) normal tubes and ovaries
with evidence of recent or remote injury; (2) absence of
any evidence of uteroplacental fistula; (3) presence of
pregnancy related exclusively to peritoneal surface; and (4)
pregnancy recent enough to eliminate the possibility of
secondary implantation following primary tubal
nidation®’. Most of the reported cases presented with
digestive clinical manifestations such as right upper
abdominal pain, vomit and nausea. These misleading
symptoms may point doctors toward digestive and hepato-
biliary pathologies, and abdominal ectopic pregnancies
were commonly misdiagnosed®. Diagnosis relies not only
on clinical manifestations, but also on essential laboratory
tests and adequate assistant examination. The women of
child-bearing age with amenorrhea and rising serum hCG
levels should be noted with ultrasonography owing to
inexpensive price and no-ionizing radiation®1!!,

Our patient had no history of using oral contraceptives and
intrauterine devices, had history of previous two cesarean
sections. Following her missed period, she did not develop
the constitutional symptoms of pregnancy and quite
unaware of becoming pregnant. Later she developed upper
abdominal discomfort, shortness of breath for two weeks
prior to doing an abdominal ultrasonography, at her 24
weeks of amenorrhea. At 25th weeks she got admitted into
our hospital. She gave no history of fever, abdominal bloat-
ing or bowel irregularities. The anatomic location of the
fetus, fetal activity, parts, age and placental location can be
demonstrated and evaluated through color Doppler.
Furthermore, sonography is helpful to determine the mass

is vascular or not. However, ectopic pregnancy cannot be
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finally excluded in certain cases with ultrasonography by
reason of limitations of its own. Therefore, CT and MRI
scans become very necessary and they can describe region-
al anatomy in greater detail of ectopic gestational sec,
precise location of the placenta'’. Our diagnosis was

straightforward through transabdominal sonography.

The open surgery should be the first choice when shock,
acute peritonism or concurrence of two symptoms.
According to the available statistical data, most patients
(26/31) accepted laparotomy, including laparotomy (omen-
tal transplantation, hepatic artery ligation, liver packing
and lobectomy), laparotomy combined with intra-opera-
tive injection of MTX into gestational sac, laparotomy
united with injection of MTX, laparotomy linked with
postoperative injection of MTX and postoperative hepatic
artery embolization. Non-open surgery are becoming
greatly popular because of their safety, effectiveness, and
substitutability with the rapid development of medical
technologies over the past decades'>'*!>. We planned for
laparotomy to bring out the fetus and keep the placenta in
situ and administration of parenteral MTX postoperatively
considering our existing facilities. Early diagnosis and
treatment are the mainstay of the best outcome regarding
management of such rare cases. Serial abdominal scans
every month interval to see the gradual reduction of the
size of the sub-hepatic mass was our follow-up protocol
and the patient was co-operative, she resumed her menstru-
ation on 8th month post-operative.

Conclusion

The diagnosis and treatment of these unusual abdominal
pregnancies present both diagnostic and therapeutic dilem-
mas. In cases of pregnancy of unknown location (PUL),
gynecologists should bear in mind the rarest possibility of
a hepatic pregnancy, in spite of absence of the proposed
risk factors for ectopic pregnancy. Comprehensive radio-
logical work up is mandatory for determining the scheme
of management. Open surgery or laparoscopy depends of
duration of pregnancy, size of the sac, patients’ hemody-
namic status. The gestational sac diameter of more than
3.5cm is a relative contraindication for methotrexate
treatment. As there is diversity of the patient’s condition,
so diagnostic approach and management plan should be

individualized.
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study subjects and grouping, sampling, selection criteria,
approval of the study involving human subjects by ethical
review committee and description of the ethical aspects in
such study, description of study variable, description of
procedure, methods, apparatus, drugs or chemicals as appli-
cable should be given. Description of statistical procedure-
for obtaining all P values should be provided to allow verifi-
cation. Statistical software, if used should be specified.

5. Results

Present result in logical sequence in text, table and illustration
with the most important finding first. Describe without
comment. Restrict number of table and figure needed to support
assessment of paper. Do not duplicate data in table and figure.

Table: Simple self explanatory with brief title, not dupli-
cate in text. Each table should be numbered in Romans
numerals and include appropriate headers. It should be
printed in separate page (not more than two table per
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referred the result section.

Ilustration (Figures): Figures include graphs, charts and
photographs. All illustrations must be numbered consecu-
tively in Arabic numerals as they appear in the text. Submit
print photograph of each illustration along with its
electronic file. Figure number, title of manuscript, name of
the corresponding author and arrow indicating top should
be written on a sticky label affixed on the back of each
photograph. Scanned picture, graph, chart with title and
figure number should be printed on separate page and its
original data presentation file should be inserted in the CD
along with text. Readers should be able to understand
figures without referring to the text. The axes on graphs
should be labelled including units of measurement and
that the font is large enough to read.

Legend: Must be typed in a separate sheet of paper. All
drugs should be mentioned in their generic form. The
commercial name may be used in parenthesis.

6. Discussion

In this section, describe only the key findings and compare
and contrast the findings to other researchers, their
interpretations, probable explanation of the findings and
the message of the study. It also describes how the current
study changes the understanding of a clinical situation. It
should also include the limitations of the present study.
Abreviations used should be defined in footnotes.
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7. Conclusion

A brief concluding paragraph presenting the implications
of the study results and possible new research directions on
the subject.
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