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General medical examination

The general medical examination is a common form of preventive medicine involving visits to a general practitioner by
well feeling adults on a regular basis. This is generally yearly or less frequently. It is known under several other names, such
as the periodic health evaluation, annual physical, comprehensive medical exam, general health check, or preventive health
examination. Evidence does not support its use by the general population.

The term is generally not meant to include visits for the purpose of newborn checks, Pap smears for cervical cancer, or
regular visits for people with certain chronic medical disorders (for example, diabetes or hypertension). The general medical
examination generally involves a medical history, physical examination and sometimes laboratory tests. Some more advanced
tests include ultrasound and mammography.

Although annual medical examinations are a routine practice in several countries, it is poorly supported by scientific evidence
in the majority of the population. A 2012 Cochrane review did not find any benefit with respect to the risk of death or poor
outcomes related to disease in those who received them. People who undergo yearly medical exams however are more likely to
be diagnosed with medical problems.

Some notable health organisations recommend against annual examinations. The American Cancer Society recommends a
cancer-related health check-up annually in men and women older than 40, and every three years for those older than 20.

A systematic review of studies concluded that the examination does result in better delivery of some other screening
interventions (such as Pap smears, cholesterol screening, and faecal occult blood tests) and less patient worry. Evidence supports
several of these individual screening interventions.

The lack of good evidence contrasts with population surveys showing that the general public is fond of these examinations,
especially when they are free of charge. Despite guidelines recommending against routine annual examinations, many family
physicians perform them. A fee-for-service healthcare system has been suggested to promote this practice. An alternative would
be to tailor the screening interval to the age, sex, medical conditions and risk factors of each patient. This means choosing
between a wide variety of tests.

The arguments for and against are similar for many other screening interventions. The possible advantages include detection
and subsequent prevention or early treatment for conditions such as high blood pressure, alcohol abuse, smoking, unhealthy diet,
obesity and various cancers. Moreover, they could improve the patient-physician relationship and decrease patient anxiety. Some
employers require a mandatory health checkup before hiring a candidate. Most surgeons will ask a patient for his or her recent
general medical examination results in order to proceed with the surgery.

The roots of the periodic medical examination are not entirely clear. They seem to have been advocated since the 1920s. Some
authors point to pleads from the 19th and early 20th century for the early detection of diseases like tuberculosis, and periodic
school health examinations. The advent of medical insurance and related commercial influences seems to have promoted the
examination, whereas this practice has been subject to controversy in the age of evidence-based medicine.

Professor M. Hisham Al-Sibai
Editor-in-chief
Secretary General of the Arab Board of Health Specializations
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A COMPARATIVE STUDY OF EXCISION WITH LAYING OPEN AND MODIFIED
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ABSTRACT

Objective: The study aimed to compare the results
of excision and laying open to achieve primary healing
method to those of lateral approach (modified Bascom s
procedure) in the treatment of sacro-coccygeal pilonidal
sinus in regard to the hospital stay, time required for
complete healing, time required to return to daily job or

5 adamal) Bascom 4.5.\_.).& u\ MJJJ\ PRYY “—')@-L‘ uhﬁﬁu‘f\
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activity, early complications (bleeding, infection, wound
hematoma or seroma) and late complications (scar and
recurrence).

Methods: Eighty patients underwent elective surgery
for there pilonidal sinus, 62 males, 18 females at
Al-Karama Teaching Hospital (Baghdad, Iraq), between
June 2009 and June 2014. Two surgical procedures
were carried out, excision and laying open (40 patients,

*Mohammed Hillu Surriah, CABS, General Surgery Specialist in Al-Karama Teaching Hospital, Baghdad, Irag. E-mail:drmohammedhs@yahoo.com.
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group A) and modified Bascom's procedure (lateral
approach) (40 patients, group B). Five patients omitted
from further follow up, two cases related to excision and
packing and three of modified Bascom's procedure.

Results: It has been found that the third decade of
life is the most frequent age group at which patients
presenting. It has been concluded that there was no
significant difference in the occurrence of the early
complications (bleeding, infection, seroma/hematoma),
25% for group A and 37.5% group B, and recurrence
rate 10.5% for group A and 16.2% for group B, but
patients in group B provided a significantly quicker
healing time (mean 49 days for group A and 28 days
for group B). Shorter time-work (mean 47.8 days for
group A and 28 days for group B) with better patient
convenience (more pain free period), needs only simple
oral analgesia, no patient needed hospital admission
for pain control, no dressing required and less risk of
wound breakdown.

Conclusions: The study showed that modified
Bascom s procedure for pilonidal sinus is an attractive,
safe, easily performed operation with minimal morbidity
and feasible as day-care surgery.

INTRODUCTION

Pilonidal sinus disease is a common chronic disorder
characterized by inflammation, abscesses, and sinus
formation in the sacrococcygeal region. It is a sinus
that contains a tuft of hairs. However, the condition
can occur without hairs ever being demonstrated.!
These sinuses are commonly found in the mid-line skin
covering sacrum and coccyxX.

The disease process occurs most frequently in the
sacrococcygeal area, although the ailment can occur
elsewhere.? Pilonidal disease occurs predominantly in
men (80%).® The peak incidence of pilonidal disease
occurs in young adults between the ages of 15 and
25.4This pathology was first described in 1833, and its
denomination arises from the Latin terms “pilus” and
“nidus” meaning “a nest of hair.”

Pilonidal disease is now widely accepted to be an
acquired phenomenon,* Bascom’s research studies
demonstrated that a deep natal cleft is the location of

the main problem where the epidermis is exposed
to moisture, anaerobic conditions, hair, debris, and
bacteria.® Hair follicles in the natal cleft become
distended with keratin, which is prone to infection.®
Research evidence from Bascom’s studies demonstrated
that the midline pits are distorted hair follicles.® Hair is
mechanically forced through the midline epidermis by
negative pressure created by the moving buttock, which
ultimately results in the development of a midline pit.®
Infected material in the follicle is then pulled and pushed
into deeper fat to create the acute abscess of pilonidal
disease.®

Pilonidal disease can be considered an acquired
disease, even though the etiopathology is still not well
defined. Some etiologic factors, such as hirsutism, deep
natal cleft, obesity, local trauma, familial predisposition,
smoking, and sedentary lifestyle have been suggested.®

During the Second World War, pilonidal disease
very commonly appeared in jeep drivers, leading to
the disease being known as, “jeep disease”.” It affects
around 2% of the population between the ages of 15
and 35 with an incidence of 26 per 100,000 population.®
However, it is very rare after the age of 40, suggesting
that there is an aetiological relationship with age and
skin character. The disease is vanishingly rare before
puberty, when sex hormones act on hair follicles and
sebaceous glands.®

The external openings are usually located 4 to 5 cm
above the anus in the midline. The typical pilonidal
patient is a hirsute young man problem, who spends
prolonged period of time sitting in moving vehicles, this
does not mean, however; that women are immune to
the pilonidal disease, as attested by the fact that 25% of
patients who suffer from pilonidal disease are women.

The sinus extends in to the subcutaneous planes as
track. Branching side channels are not infrequent. The
most constant finding is the presence of one or more
mid-line pits lined by squamous epithelium in the sacro-
coccygeal area. Carcinoma arising in chronic pilonidal
disease has been described, but is exceedingly rare.®

Microbiology: Aspirate of pus from the infected sinus
has shown anaerobic growth in the two third of patients
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(77%) mostly bacteroides and anaerobic streptococci.
Aerobic in 4% mostly E.coli, proteus and pseudomonus.
Mixed growth of both aerobes and anaerobes in 19%.°

Clinical features: The patient with sacro-coccygeal
pilonidal sinus usually presented with a sinus tract
situated at a short distance behind the anus and generally
containing hairs. Before causing symptoms, many
of these sinuses remain in a dormant state for a long
while. With the passage of time, they develop infection
or suppuration, causing itching, pain and discharge.
Usually development of an abscess is the first instance
that leads the patient to a doctor. The discharge from the
sinuses may cease after drainage for a brief period, while
the induration persists and the area feels wet and warm.
The affected site becomes a constant seat of irritation.
The abscess reforms and the cycle get repeated.

On examination, may find a single opening with
sprouting granulation or a series of openings placed
linearly or scattered at a distance over or at the side
of the sacro-coccygeal region. Hairs may be seen
projecting from them. Palpation will show an elongated
oval or irregular area of induration. Pus or sero
purulent discharge can be seen from the openings on
compression.

Treatment options: Many different approaches
have been put forward, ranging from a conservative
treatment to an extensive surgical excision. However,
incision and laying open of the sinus tracts is still the
preferred practice amongst majority of surgeons.tt!2
Many of the standard surgical procedures are associated
with a significant risk both of delayed healing and of
recurrent disease.

Patient reporting for the first time with mild symptoms
can sometimes be cured by conservative measure, which
consist of cleaning out the track, removing all hairs from
the area, followed by frequent washing of the parts with
the detergent arid water and long sitting e.g., driving a
car must avoided if possible, these measures are tried on
a large scale in different armies.

No treatment of pilonidal sinus disease is perfect,
and many procedures have been described for the
management of symptomatic pilonidal sinus, none of

which judged by the yard stick of the primary healing
and the recurrence of the disease are perfected.™

The surgical options for management of a chronic
pilonidal sinus include excision with primary closure,
excision and laying open of the tract, wide and deep
excision to the sacrum, incision and marsupialization,
and phenol injection.™> Skin flaps have also been
described to cover a sacral defect after wide excision.
Similarly, this keeps the scar off the midline and flattens
the natal cleft. Bascom’s and modified Bascom’s
procedure (lateral approach).

METHODS

This study consists of 80 patients having symptomatic
chronic pilonidal sinus disease, with primary non-
recurrent sacrococcygeal pilonidal sinus between June
2009 and June 2014, in the surgical unit of Al-Karama
Teaching Hospital (Baghdad, Iraq). Forty patients who
underwent wide local excision and packing with guaze
soaked with povidone iodine (group A), and another
forty patients who were treated with lateral approach
(modified Bascom’s procedure) (group B).

All under elective operation for pilonidal sinus. 62
(77.5%) male and 18 (22.5%) female patients were
studied prospectively. The mean age of the patients was
26 years with a range of 18 to 49 years of age.

The number of sinuses ranged from 1 to 6 which was
in different size, different degree of infection, and the
patients were of different body built, but most of them
were obese. The mean duration of symptoms for all
eighty patients was 1.4 year, 18 patients had only one or
two midline pits, the remainders 62 patients had a more
complex disease with several midline pits. Of these 62
patients, 15 patients had a lateral discharging since as
evidence of a chronic abscess.

In group A; patients underwent wide local excision
and laying open; the patients were admitted at the day
of operation. One hour prior to the surgical procedure,
all patients received 500 mg metronidazole and 1 ¢
ceftriaxone intravenously and positioned prone with the
buttocks strapped apart. To localize the extension of the
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tract probing was used followed by elliptical incision so
that all tissues between skin down to the sacral area was
excised with all lateral tracts so as to ensure removal
of all the possibly involved tissue. Haemostasis was
secured by cauterization, and tight packing with guaze
soaked with povidone iodine, the packs usually removed
the day after operation and a loose pack left inside the
wound leaving it to heal by granulation tissue and
secondary intention, and the healing time was usually
from 31 to 90 days if the wound left opened.®

Another forty patients (group B) who underwent
lateral approach (modified Bascom’s procedure);
because midline wounds in the region heal poorly, some
surgeons recommend using an incision lateral to the
intergluteal cleft.'’

The procedure was performed under general
endotracheal anesthesia with the patient in the prone
position. The buttocks are strapped apart. Each pit
is excised with the pointed no. 1 blade, removing
a diamond-shaped piece of skin no larger than a rice
grain, but to include the epithelialized portion of the
pit which extends down for 2-3 mm. An incision of 2-3
cm in length is then made approximately 2 cm from the
midline. A probe introduced into a pit may act as a guide
as to which side to make this lateral incision if there
is no other evidence of previous lateral infection. The
pilonidal abscess cavity was curetted, which removed
all chronic infected granulation tissue and hair. The
incision is positioned so that it is alongside the area of
the cleft in which the puncti are present.”® This incision
serves three functions;

First; it is used to enter the sinus system and curette
out all hairs and infective granulation tissue.

Second; through it the midline skin is released from
its tethering to the post sacral fascia, and the depth of
the natal cleft is reduced.

Third; as the incision is left open, it relieves any
tension on the subsequent closure of the pits.

The buttock strapping is then removed to relieve
tension and each pit excision closed with a 5/0
subcuticular nylon suture.

The remaining steps described in the original
Bascoms procedure are omitted, in which a fibro-fatty
flap is rotated under the midline skin. A wick soaked in
iodine is simply tucked into the lateral wound so that it
lies under the midline, and is removed after 48 hours.
A course of antibiotics is given, the pit closure sutures
are removed at 1 week, and healing of the lateral wound
is usually complete by 2 weeks. The patients were
discharged the same day.

All the patients were seen after 2 weeks and after
1, 3, 6, and twelve months to inquire about their
complications and satisfaction with treatment.

The last interview was done in June 2014. The
mean follow up time was 5 years. The wound infection
rate, comlete healing time, time to return to work and
recurrence rate were recorded.

RESULTS

The study aimed to comparing the results of excision
and packing method with those of lateral approach
(modified Bascom’s procedure) in the treatment of sacro-
coccygeal pilonidal sinus in regard to hospital stay, time
required for complete healing, time required to return
to daily job or activity, early complications (infection,
wound hematoma or seroma) and late complications
(scar and recurrence).

Age incidence: The mean age of the patients was 26
years with a range of 16 to 45 years of age, Table 1.

<10 | (11-20) | (21-30) | (31-40) | >40
years years years years years
0 5 46 27 2

Table 1. The mean age of study patients.

Clinical presentations: The main presenting
symptomwasdischarge (49) patients (sero-sanguineous
or bloody discharge (30) patients, purulent discharge
(19) patients). It is important to note that almost all
patients with long standing disease (>1 year) gave a
history of having purulent discharge during sometime
in the history for which they might or might not receive



Journal of the Arab Board of Health Specializations Vol.16, No.1, 2015

treatment until the condition changed into chronic
state.

Although in 30 patients, the discharge was not the
main presenting symptom as an additional to the
presenting one or had a history of such discharge during
the presented duration. The main presenting symptoms
was discharge (49 patients), pounting granulation (10
patients), and pain occurs in 21 patients.

Duration of the disease: The duration of the disease
ranged between 1 month and 2 years. Where 36 (45%)
patients (<1 year), 30 (37.5%) patients in between 1-2
years, and 14 (17.5%) patients >2 years, Figure 1.

Figure 1. Distribution of patients according to the
duration of the disease.

Post-operative hospital stay: In group A, most the
patients stay in hospital for 2 days post-operatively (19
(47.5%) patients); while in group B most patients stay
only for one day post-operatively, 36 (90%).

Fifteen patients (37.5%) in group A stay for 1 day
postoperatively in hospital, and 36 (90%) patients in
group B stay for 1 day in hospital, while only 19 (47.5%)
patients in group A, and 2 (5%) patients in group B stay
for (2) days, and 5 (12.5%) patients in group A, and 2
(5%) patients in group B stay for 3 days, and only 1
(2.5%) patients in group A, and there was no patient in
group B stay for 4 days in hospital, Figure 2.

Time required for complete healing: The time
required for complete healing in group A was between
30-90 days. While the time required for complete
healing in group B, was at mean 28 days range between
7-60 days, Figure 3, 4.

Figure 2. Distribution of patients according to the
postoperative hospital stay.

Figure 3. Distribution of patients in group A
according to time required for complete healing in
days.

Figure 4. Distribution of patients in group B
according to the time required for complete healing in
days.

The occurrence of early complications: In group
A; bleeding occurs in 6 (15%) patients which stopped
spontaneously by applying pressure, abscess was occurs
in 4 (10%) of patients and was treated by drainage under
local anaesthesia, while wound seroma didn’t occure in
any patient of group A.

In group B; bleeding occurs in 5 (12.5%) patients
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which stopped spontaneously with pressure. This
complication may occurs more frequent with intra-
operative use of dilute adrenaline solution. Abscess was
seen in 8 (20%) patients mostly due to early closure of
lateral wound, abscess was treated by re-opening lateral
incision under local anaesthesia-while wound seroma
was present in 2 (5%) patients, Table 2.

Type of early . .

e ne Excision+packing | Lat. Approach
Bleeding 6 (15%) 5 (12.5%)
Abscess 4 (10%) 8 (20%)

Wound seroma 0 2 (5%)

Table 2. Types of early complications seen
in group A and B.

Theoccurrence of late complication: The recurrence
of pilonidal sinus occurs in 4/38 (10.5%) patients in
group A, and in 6/37 (16.2%) patients in group B. Broad
scar occurs in (7/38) (18.4%) of patients in group A, and
in (2/37) (5.4%) of patients in group B, Figure 5.

Figure 5. Showing distribution of the precentage of
recurrence rate and scar occurence in group A&B.

No. of days Excision+packing Lat. Approach
< 30 days 0 39
31-45 29
> 45 days 11 1

Table 3. Time required for return to work
in group A and B.

Time required for return to work: For group A,
the maximum time required for the patients to return
to work or full daily activities was between 30-60 days
(the mean time required for return to work 47.3 days).
While, for group B, the maximum time required for the

patients to return to work of full daily activities less
than 30 days (the mean time required for return to work
28.7 days) with much better convenience and pain free
periods, Table 3.

DISCUSSION

A pilonidal disease is an illness which appear
in younger population (second and third decades)
dominantly in male and especially in hairy, pilous
persons.

It has been observed that modified Bascom’s
procedure (group B) is better than excision and laying
open (group A).

In our study, there were 62 males and 18 females;
(male: female 3.4:1). Most patients present in the third
decade of life, the age at which sex hormone is known
to maximally affect pilo-sebaceous glands.

Post operative pain occurs more common in group
A compared to group B due to exposure of the sensory
nerve ending, which get irritented when touched, or by
an inflammatory response to the surgery in the form of
local edema due to lymphatic permeability, and less
pain postoperative in group B, because of the low level
of tissue destruction. With the reduced intensity and
duration of pain, the patients were found comfortable
with the bodily movements like sitting, walking and
attending the nature’s call.

Regarding hospitalization; 19 patients of group A
patients were discharge within 2 days of the operation
while for group B, most of the patients (36 patients)
discharged as day case at the same time of operation.

Post operative bleeding occurs in 6 patients, in group
A which was stopped by local pressure, and only 5
patients in group B develop bleeding, mostly due to use
of intra-operative diluted adrenaline, which cause vaso-
construction and after the operation, vaso-dilatation
occurred which lead to development of bleeding in
some patients.

Only four patients developed abscess in group A
responding to simple drainage and broad spectrum
antibiotics. In group B, 8 patients developed abscess
most probably due to early closure of lateral approach,



Journal of the Arab Board of Health Specializations Vol.16, No.1, 2015

were treated by re-opening the lateral wound. Wound
seroma occurs only in group B, (2 patients), which
respond to frequent change of dressing.

Time taken for complete healing of the wound:
in group B healing is faster than in group A due to a
very little normal tissue is removed or damaged while
removing the offending tissues. This in turn reduces the
size and depth of the wound, ultimately helping in its
early healing. The mean time needed for healing in group
A (49 days); mean duration needed for returning usual
work capacity was 47.3 days in group A. In group B, the
average primary healing time was 28.7 days. There was
no significant difference in the occurrence of the early
complications (bleeding, infection, seroma /hematoma)
for group A and group B, and in the occurrence of late
complications (recurrence rate 10.5% for group A and
16.2% for group B).

CONCLUSIONS

The goal for treatment of pilonidal disease is
2-fold. The first is excising and healing with a low
rate of recurrence. The second is minimizing patient
inconvenience and morbidity after the surgical procedure
and avoiding hospitalization with loss of work days.

The results confirm that the modified Bascom’s
procedure is a very effective procedure for chronic
pilonidal sinus disease associated with a low
complication rate, a short hospital stay, a faster return
to normal activity, a low recurrence rate, and with better
patient convenience (more pain free period), needs
only simple oral analgesia, no patient needed hospital
admission for pain control, no dressing required and less
risk of wound break down, compared to wide excision
with laying open . Excision and laying open techniques,
associated with low recurrence rates, but the wounds
may take a long time to heal. Furthermore, the delayed
healing of wound in laying open and nursing of patients
causes great discomfort for the patient and loss a lot of
cost.
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ABSTRACT

Obijective: To determine the level of glycemic control
and factors associated with poor glycemic control
among patients type 2 diabeties.

Methods: A cross sectional study was carried out
at National Diabetic Center at Al-Yarmouk teaching
hospital and Diabetic consultancy clinic at Al-Kindi
hospital. A total of 354 type 2 diabetic patients were
enrolledinthe period from 1t Juneto 31t July, 2012. They
were selected by systematic random sampling. A face
to face interview was done and filling a questionnaire

el e aall Sl AN A8yl g gumge g Adladl Jasal 3 ggal

(demographic, lifestyle, socioeconomic, health, clinical
characteristics and glycosylated hemoglobin test). A
review of patient s records was taken place too.

Results: Out of the total sample, 47.5% had glycemic
control (HbAlc<7). High body mass index, long
duration and no self-monitoring of blood glucose were
significantly associated with poor glycemic control
(p=0.04, 0.001 and 0.002, respectively).

Conclusions: Glycemic control rate are needed to
raise because it was low. Further efforts are needed
by controlling obesity and training on self-monitoring
blood glucose.

*Osama F. Al-Qaisi, MB, ChB, CABCM, Ministry of Health. E-mail: osfaka77@yahoo.com.
*Jawad K. Al-Diwan, MB, ChB, MSc, DCN, FIBMS, Department of Community Medicine, College of Medicine, Baghdad University, Irag.
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INTRODUCTION

Diabetes mellitus (DM) is the major public health
problem in both developed and developing countries.t2
Glycemic control is a main therapeutic goal for
prevention of complications of diabetes.? Several clinical
trials showed that tight blood glucose control reduce
complications® then poor glycemic control is a major
risk factor for development of diabetes complications,
and a major public health problem.®4

Prior to 1990, lraq was advancing through
epidemiological transition from infectious diseases to
chronic and degenerative diseases; now the country
suffers from double burden.® A national survey in Iraq
at 2006 showed that the prevalence of hyperglycemia
was 10.4% with an evident increase after the age of 45
years.®

Few reports on glycemic control were published in
Irag; in Basrah (23.7%)” and in Hilla (36%).® Articles
on barriers for glycemic control in Iraq are scarce;’
therefore, this study was carried out to throw a light on
glycemic control and barriers to achieve the optimal
glycemic control among adult diabetics in Bagdad,
Iraq.

METHODS

A cross sectional study in two specialized diabetic
centers in Baghdad (National Center for DM
Management and Research at Al-Yarmouk hospital
and Diabetic Consultancy Clinic at Al-Kindi hospital)
was carried out. A total of 354 type 2 diabetic patients
attending these centers for period from 1% of June to
the end of July, 2012 were included in the study. The
inclusion criteria were adult type 2 diabetic patients
with disease duration one year and more. Patients with
chronic renal failure and blood disorders were excluded
from the study. Pregnant women were excluded also.

A systematic randomized sample was selected from
each center. Approximately 1800 diabetic patients
attended each diabetic center monthly, 177 patients
needed for the sample from each center and by using
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the equation K=N/n, selection was every 10" patient
and the starting point or the first patient was selected
randomly by simple random sampling (using simple
digit table).

The patients were diagnosed with type 2 DM by a
physician and duration of the disease was chosen one
year and more. Procedure and objective of the research
were explained for each participant, and all participants
signed consent.

Glycemic control was categorized as good glycemic
control if HbAlc <7% and poor glycemic control if
HbAlc >7%.% Glycemic control rate is the percentage
of the patients attending the two diabetic centers in
Baghdad with HbA1c less than 7%. Barriers of glycemic
control are factors associated with poor glycemic
control.

The study was approved by Irag Ministry of Health
ethical committee. Face to face interview was carried
out for each selected diabetic patient with privacy
and a questionnaire filled for each participant. The
questionnaire included socio-demographic, lifestyle
and health information, anthropometric measurements
and results of HbAlc test. Some information was taken
from patients records saved digitally in DM centers.
The HbA1c test was done for all patients using Bio-Rad
Variant technique.

Chi-square test was used to assess the association
of poor glycemic control (dependent variable) with
independent categorical variables. Binary logistic
regression analysis was used for prediction of factors
associated with poor glycemic control. P-value<0.05
was considered as significant.

RESULTS

A total of 354 type 2 diabetic patients were
included in the study. Their age range was 25-79 years
(50.3£12.8) years. Female gender was predominated
(50.8%). Married diabetic patients were 230 (65%), and
52 (14.7%) patients were living in rural areas. Only 68
(19.2%) of diabetic patients were illiterate and 35.3%
of them were housewives, 55.4% of the patients lived in
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area with crowding index <2, 168 patients (47.5%) were
none smokers. About two-thirds of diabetic patients
followed a nutritional regimen and the majority of them
did not engaged in physical exercise. Mean BMI of
diabetic patients was (28.5+4.9) Kg/m,2 38.4% of the
patients were obese. Co-morbidity with hypertension
was present in 143 (40.4%) diabetic patients. Duration
of DM <4 years was predominated (39%), 51.7% of the
patients did not have SMBG device. Out of those who
had SMBG device, 83.6% of them knew how to use it
and most of them used it in frequency <3 days/week.
These findings are shown in Table 1.

The mean HbA1c of diabetic patients was 7.27+1.89,
168 (47.5%) diabetic patients had good glycemic control
and 186 (52.5%) patients had poor glycemic control.

Factors showed a statistically significant association
with poor glycemic control were older ages (p=0.006),
female gender (p=0.004), rural residence (p=0.001),
illiteracy (p=0.001), no SMBG (p=0.001), being a
housewife (p=0.005) and co-morbid with HT (p=0.001).
Unhealthy diet and physical inactivity and obesity were
highly associated with poor glycemic control (p=0.001).
Poor glycemic control was higher among patients with
long DM duration (p=0.001). Poor glycemic control
was not significantly associated with crowding index
and medication types, Tables 2, 3.

Logistic regression analysis showed that factors
significantly predict poor glycemic control were
illness duration (p=0.001), SMBG (p=0.002), and BMI
(p=0.04), (Table 4).

The odds of having poor glycemic control for diabetic
patients without SMBG device would be 3.2 times more
than those with SMBG device, and those for diabetic
patients with long DM duration and high BMI would
be 2.4 and 1.8 times more than those with shorter illness
duration and normal BMI, respectively (Table 4).

DISCUSSION

Poor and inadequate glycemic control among patients
with type 2 diabetes constitutes a major public health
problem and major risk factor for the development of
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diabetic complications.®* Glycemic control remains
the major therapeutic objective for prevention of target
organ damage and other complications arising from
diabetes all over the world.®# Up to our best knowledge
no published data on glycemic control was available in
Baghdad.

This study revealed that the rate of glycemic control
was 47.5%. It is higher than that reported in other
provinces of Irag (e.g. Basrah (23.7%)” and Babil
(36%)).8 This difference might be attributed to later
resolution of conflict and relative improvement in the
security situation and two fold decreases in violent
incident and deaths which are turn had a positive effect
on health services.* Figures in Basrah and Babil were
reported years before the relative improvement in
security situation.

The observed rate (47.5%) is higher than that of
other gulf countries e.g. Kuwait (33.3%),* Saudi Arabia
(20.6%),* and UAE (32%).* Affiliated economy in
gulf countries might be contributed for these variations.
Affiliated economy leads to follow unhealthy lifestyle
(sedentary life and unhealthy dietary habits) that
interfere with glycemic control®® in addition to high
prevalence of DM in gulf countries.*>6

The observed rate (47.5%) is lower than that reported
in USAY (57.1%). This difference may be attributed to
SMBG which is widely practiced in USA 1718

In Iraq, the deterioration in the health system and
services due to wars, sanctions and conflicts which are
in turn lead to reduction in the capacity of curative and
preventive services might be further explained the low
observed figure of glycemic control.>"°

In the line of previous literatures from Saudi
Arabia,**19% Jordan,?* USA,'? Iran® and Canada,
the present study demonstrated a significant association
between poor glycemic control with age >50 years.

Females in this study were more likely to have poor
glycemic control than males. It is similar to that reported
in literature.?-
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Variable No. %
Age mean£SD (50.3+12.8) years
50-59 years | 126 | 35.6
Gender
Female | 180 | 50.8
Marital status
Married | 230 | 65.0
Residence
Urban | 302 | 853
Education level
Graduate | 147 | 415
Employment
Housewife | 125 | 35.3
Crowding index mean+SD (2.27+1.21), median 2
< | 196 | 55.4
Smoking
Non smoker ‘ 168 ‘ 47.5
Nutritional regimen
Followed | 244 | 68.9
Physical activity
Inactive ‘ 282 ‘ 79.7
BMI mean+SD (28.5+4.9) Kg/m?
Obese | 136 | 38.4
Co-morbidity with HT
Non-hypertensive ‘ 211 ‘ 59.6
IlIness duration
1-4 years | 138 | 39.0
Having SMBG device
No SMBG | 183 | 517
Knowledge of SMBG device use (n=171)
Yes | 143 | 83.6
Frequency of SMBG (n=171)
<3 days/week | 148 | 855
Medication type
OADs | 152 | 42.9
Regularity
Regular | 309 | 87.3
Health education
Not received ‘ 194 ‘ 54.8

Table 1. General characteristics of studied patients with predominated variables, Baghdad
DM centers 2012, (n=354).
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Variable Good (No.) | Poor (No.) | Total e p-value
<50 years 80 67 147
Age 16.2 0.006
>50 years 88 119 207
Male 96 78 174
Gender 8.16 0.004
Female 72 108 180
Single 19 32 51
. Married 125 105 230
Marital status - 21.3 0.001
Divorced 10 5 15
Widow 14 44 58
. Urban 155 147 302
Residence 12.3 0.001
Rural 13 39 52
Illiterate 16 52 68
. Primary 34 38 72
Educational level 22.9 0.001
Secondary 42 25 67
Graduate 76 71 147
Unemployed 73 115 188
Employment 12.6 0.005
Employed 97 71 171
_— <2 93 103 196
Crowding index 0.006 0.9
>2 75 83 158

Table 2. Distribution of sociodemographic characteristics according to their ghycemic control,
Baghdad DM centers, 2012, (n=345).

Variable Good (No.) | Poor (No.) | Total 12 p-value
. . Followed 133 111 244
Nutritional regimen 15.6 0.001
Not follwed 35 75 110
. . Active 49 23 72
Physical activity - 154 0.001
Inactive 119 163 282
Normal 51 39 90
BMI Overweight 41 57 98 16.5 0.001
Obese 76 90 166
- HT 51 92 143
Co-morbidity 134 0.001
No HT 117 94 211
. <10 years 134 114 248
IIness duration 22.9 0.001
>10 years 34 72 106
No 7 10 17
L OADs 77 75 152
Medication types - 5.07 0.16
Insulin 60 58 118
Combined 25 43 68
. . Yes 104 67 171
Having SMBG device 23.7 0.001
No 64 119 183

HT=Hypertension. OADs=0Oral anti-diabetic drugs. SMBG=Self monitoring blood glucose.

Table 3. Distribution of health and clinical characteristics according to their ghycemic control,
Baghdad DM centers, 2012, (n=345).
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Variable B S.E p-value Exp (B)
Constant -5.62 1.33 0.001 0.004
Age -.008 0.127 0.95 0.99
Gender 0.14 0.29 0.61 1.15
Marital status 0.08 0.18 0.61 1.09
Residence 0.61 0.39 0.11 1.8
Educational level 0.07 0.15 0.6 1.08
Employment -0.01 0.14 0.93 0.988
SMBG 0.88 0.3 0.002 3.2
IlIness duration 0.47 0.1 0.001 2.4
Nutritional 0.27 0.3 0.36 1.3
Physical activity 0.46 0.34 0.17 1.5
BMI 0.33 1.17 0.04 1.8
Co-morbidity 0.44 0.3 0.12 1.5

Table 4. Multiple logistic regression analysis for factors associated with poor glycemic control,
DM centers, 2012, (n=354).

Poor glycemic control was more prominent among
single, divorced and widow than among married
individuals. Similar findings were in gulf countries,'?16
Iran?® and Canada.* This finding might be explained
by lack of social support among single, divorced and
widow individuals. Social support increase adherence
to self-care recommendation and observing dietary
recommendation.

Similar to that reported in Egypt,®® USA,22%
Venezuela?” and West Indies,?® the crowding index
was not associated significantly with poor glycemic
control.

Obesity, low physical inactivity, unhealthy diet, long
DM duration, co-morbidity with HT and SMBG were
highly associated with poor glycemic control which are
similar to that in Italy,® Saudi Arabia, 2% Jordan?!
and Japan.®!

Logistic regression analysis showed that the most
prominent variables that were highly associated with
poor glycemic control were: no SMBG, long DM
duration and obesity. Similar findings were reported in
literature."1832
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The most important limitations of this study were
being cross sectional so risk factors cannot be estimated,
and depending on patient’s memory might be limited by
recall bias.

CONCLUSIONS

In conclusion, the proportion of optimal glycemic
control among the study population (47.5%) was
higher than that reported of many neighbor countries
and the predictors for poor glycemic control were long
DM duration, no SMBG and obesity. Increase public
awareness of seriousness of tight glycemic control
to prevent early DM complications and awareness
programs about the importance of appropriate life style
changes (e.g. diet and exercise) are of paramount value
in controlling DM with emphasis on weight monitoring.
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ABSTRACT (Group 2). Patients in both groups were comparable
for age, symptoms, duration of complaint, and physical
Obijective: Electrodiagnostic study has false positive findings. Both groups underwent open carpal tunnel
and false negative results, moreover it is invasive and release surgery and were evaluated two weeks and six
costly. This research aimed to evaluate if this study months later by a physician not aware to which group
is obligatory before carpal tunnel release surgery in the patient belonged.
patients with clinically evident diagnosis, and if this Results: Response to surgery was comparable
study can predict surgical outcome. between the two groups (excellent in 91%, acceptable
Methods: A prospective comparative study included in 5.8%, and bad in 4.8% in the first vs. 87.9%, 5.6%,
207 cases (mean agexstandard deviation 42.35+11.19 and 6.5% respectively in the second, p=0.493).
years) diagnosed with carpal tunnel syndrome. Conclusions: Electrodiagnostic study could be
One hundred cases had undergone confirmatory omitted in clinically evident carpal tunnel syndrome,
electrodiagnostic study (Group 1) while 107 had not even when patient is referred to surgery.

*Fakhr Fakhouri, MD; Neurosurgery Division, Surgery Department, Aleppo University Hospital, Aleppo, Syria. E-mail: fakhrf@msn.com
*Jamal Katnaji, MD; Orthopedic Division, Surgery Department, Aleppo University Hospital, Aleppo, Syria.
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INTRODUCTION

Carpal tunnel syndrome (CTS) is the commonest
peripheral neuropathy.! It affects mainly middle-aged
women. In spite of many secondary etiologies, the
definite cause is unclear in the majority of cases. In 1995,
it was estimated that annual cost of carpal tunnel release
in the United States exceeded $2 billion.? In 1999, the
US Bureau of Labor Statistics reported that the median
number of days away from work was highest for CTS
(27 days) when compared to any other major disabling
illnesses and injuries.®

Simpson was the first who reported on the use of
neurophysiological testing in CTS in 1956.* Since,
several tests has evolved with variable sensitivity
and specificity reported for each of them.>®" In recent
years, electrodiagnostic studies (EDx) have become
very popular and an expected component in almost
every patient with carpal tunnel syndrome. Nerve
conduction studies (NCS) are of paramount importance
in the differential diagnosis of conditions presenting
with similar symptoms (e.g. cervical radiculopathy).®
However, the role of electrodiagnosis in clinically
evident CTS is not as major.°

METHODS

This study was conducted in neurosurgery and
orthopedics divisions in Aleppo University Hospital,
Aleppo, Syria from April 2013 till April 2014. Prior
to the collection of data, approval for this study was
obtained from the Scientific Research Board, University
of Aleppo. Full written consent was obtained from all
participants at their initial visit.

A total of 207 CTS subjects, aged 23 to 75 years,
were enrolled. Patients were assigned into two groups:
Group 1 consisted of 100 cases. Diagnosis was based
on clinical findings and confirmed by electrodiagnostic
study. Group 2 consisted of 107 cases. Diagnosis was
established solely based on clinical grounds.

Patients with bilateral complaint participated only
once. Exclusion criteria included secondary or recurrent
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CTS, complaint duration of less than 6 months, contra
indication to surgery, and pregnancy and/or lactation.

All patients underwent open carpal tunnel release
surgery under local anesthesia. Good response to surgery
was defined as complete resolution of symptoms, or
minimal residual symptoms that does not require any
treatment. Patients were assessed at 2 weeks and 6
months. The physician who assessed results was blind
to which group a patient belonged.

According to response to surgery, the patient fell into
one of three categories:
1- Excellent response: when the patient responded well
after two weeks of surgery and was still well when re-
assessed at six months.
2- Fair response: when the patient did not respond well
after two weeks. However, when re-assessed at six
months the response was good.
3- Poor response: when the patient did not respond well
to surgery at both follow up end points.

Data were analyzed using the Statistical Package for
the Social Sciences, version 19.0. Independent 2-tailed
t tests were used for 2-group comparisons of continuous
data (age and duration of complaint). Chi-square (%)
tests were used to evaluate data on frequency (Phalen's
test, Tinel's sign, two-point discrimination sensory test,
and abductor pollicis brevis muscle strength). Statistical
significance was defined as p<0.05.

RESULTS

The mean age of participants was 42.35+11.19 years
(mean£SD). Female to male ratio was 11:1. The mean
duration of disease was 4.54+4.76 years (meanSD).
Phalen's test was positive in 93.2% while Tinel's sign
was elicited in 70%. Two-point discrimination was
affected in 53.1%. Abductor pollicis brevis muscle
weakness were noted in 23.2% of cases. Figure 1
compares percent of clinical findings.

Comparing the two groups according to demographic
and clinical features: The both studied groups were
comparable for age, gender, duration of complaint,
Tinel's sign, two-point discrimination sensory test, and
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abductor pollicis brevis muscle strength. Only Phalen's
test was significantly different (positive in all patients
in the second group), may be because surgeons hardly
operate on a patient with negative Phalen's test unless
EDx is performed. However, this did not affect the
statistical significance of any of the results. Summary
of the comparison is illustrated in Table 1.

Surgery outcome: Overall respond to surgery was
excellent in 89.4%, fair in 5.8%, and poor in 4.8%.
These results are very similar to many other studies.*0%12
Comparison between the two groups is illustrated in

Response to surgery was similar between the two
groups, though slightly better in the first group, without
any statistical significance, (p=0.493).

DISCUSSION

Some authors stress the need for EDx to confirm
diagnosis of CTS, especially when considering
referral to surgical intervention.®® Others believe that
diagnosis is mainly clinical, suggesting to operate
without performing NCS if clear clinical signs of nerve
involvement are present.**1° This study was an attempt

Figure 2. to find the way out.
. Group 1 Group 2
Variables No.% No.% p-value
Male 12 (66.7) 6 (33.3)
Gender 0.103
Female 88 (46.6) 101 (53.4)
Age (years): mean+SD 43.22+12.4 41.52+9.9 0.276
Duration of complaint(years): mean+SD 4.05+4.01 5.34+4.99 0.152
Positive 86 (44.6) 107 (55.4)
Phalen's test - 0.001
Negative 14 (100) 0)o0
i . Positive 72 (49.7) 73 (50.3)
Tinel's sign : 0.553
Negative 28 (45.2) 34 (54.8)
Two-point discrimination Normal 44 (45.4) 53 (50.9) 0.425
sensory test Affected 56 (50.9) 54 (49.1) '
Abductor pollicis brevis Normal 76 (47.8) 83 (52.2) 0.789
muscle strength Affected 24 (50) 24 (50) '

Table 1. Comparison of the two groups according to demographic and clinical features.

Figure 1. Compares percent of clinical findings.
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Figure 2. Illustrates comparison of response to surgery between the two groups.

Is electrodiagnostic study mandatory before
surgery?

During study period many surgeons relied on history
and clinical examination without ordering EDx. It can
be inferred, on the basis of this study, that EDx are not
mandatory before surgery in clear-cut cases of CTS.
General practitioners should be encouraged to curtail
the use of electrodiagnosis in this context, thereby
decreasing unnecessary expenditure.’’ Interestingly,
this conclusion is supported by a recent randomized
study that reported very similar results.*? Furthermore,
Concannon found that strict adherence to EDx could
exclude 13% of patients from receiving appropriate
treatment.t

On the other hand, when the presentation was
somewhat unclear, EDx was of paramount importance.
A good example is when Phalen's test was negative;
no one surgeon proceeded with surgery without strong
evidence of EDx to support the diagnosis. Furthermore,
the definition of clinical diagnosis for CTS need more
standardization, and until such criteria is available
surgeons are advised not to omit EDx except in "typical”
CTS.

Do NCS predict outcome? The present study could
not find out a statistically significant difference in
response to surgery between those who had undergone
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pre-operative NCS and those who had not. Hence,
confirmation with NCS cannot be justified as providing
a prognostic indicator of surgical outcome in CTS.
Schrijver et al found modest correlations between NCS
measures and clinical outcome.® Additionally, Witt et
al reported that NCS did not predict the outcome of
conservative management.® The role of NCS is may be
mainly in making the diagnosis, rather than predicting
the outcome. However, larger, randomized, better-
designed study is still required.

CONCLUSIONS

Electrodiagnostic study is supplementary pre-
operative test in clinically evident carpal tunnel
syndrome. It is not imperative, nor can it predict
outcome of surgery.
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ABSTRACT

Objective: To study the relevance of metabolic
syndrome and its components in Iragi obese children
and adolescents.

Methods: A cross sectional study on 57 lraqi
obese children and adolescents, aged 2-17 vyears,
was conducted in the National Diabetes Center. The

participants’ height, weight, BMI, waist circumference
and blood pressure were measured. Fasting blood
samples were taken to measure the fasting plasma
glucose (FPG), TG, HDL and LDL.

Results: The children and adolescents BMI was
33.51+8.27 kg/m?, all were above the 97" percentiles;
waist circumference was 95.03+19.95 cm, all were
above the 90" percentiles; systolic and diastolic BP

*Maan AJ Bahrani, M.B, Ch.B D.C.H, FICMS; National Diabetes Center (NDC), Al-Mustansiriyah University, Baghdad, Iraqg.
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were 127.12+16.94 and 72.78+13.84 mm.Hg, 43
participants (75.4%) were above the 90" percentiles,
fasting plasma glucose (FPG) was 110.7+£14.5 mg/dl, 25
(46.29%) participants exceed 110 mg/dl; Triglycerides
(TG) were 110.74+39.45 mg/dl, 32 (56.1%) above the
90" percentiles; HDL was 46.68+7.61 mg/dl, 5 (8.7%)
were less than 40 mg/dl; LDL was 88.20+40.56
mg/dl, 16 (28.07%) above the 90" percentiles. Children
and adolescents who fulfill the criteria of metabolic
syndrome were 39 (68.42%), and who had less than 3
components of metabolic syndrome were 18 (31.58%).
Conclusions: Metabolic syndrome was highly
prevalent among Iragi obese children and adolescents.

INTRODUCTION

In 2004, the World Health Organization (WHO)
estimated that approximately 22 million children
under the age of five years were overweight or obese,!
approximately one half of overweight adolescents and
over one third of overweight children remain obese
as adults; childhood obesity also confers long-term
effects on mortality and morbidity.? Overweight and
obesity were defined by the WHO and US Centers for
Disease Control and Prevention (CDC) according to the
percentile of body mass index and waist circumference
for age.3*

Many definitions for metabolic syndrome were
released, for adults globally,”® last of all a new definition
by the International Diabetes Federation (IDF) requires
central obesity plus two of the following four additional
factors: raised triglycerides level, reduced HDL-C level,
raised blood pressure, and raised fasting plasma glucose
level. Sex and, for the first time, ethnicity-specific cut-
off points for central obesity as measured by waist
circumference were included.>®

Many population-based studies were done; adopted
various definitions for metabolic syndrome depending
on adult cut-off points or set of cut-off points for
children.®* Consequently the IDF Task Force on
Epidemiology and Prevention issued the IDF consensus
for the metabolic syndrome in children and adolescents,
published in October 2007; declaim the need for a single
definition that would use a consistent set of criteria,
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which would be easily measurable, with age-specific
and sex-specific cut-off points.®16

Childhood obesity and metabolic syndrome create an
enormous socioeconomic and public health burden;"-°
emerging evidence suggests that metabolic syndrome
increases the risk of developing adverse events later in
life.?*2! Review of published researches and academic
works, conducted in Middle East, Arab World region
and Iraq, about prevalence and demographic variables
of childhood obesity revealed the shortage in references
and the need for more focus on the relation between
metabolic syndrome and obesity in children and
adolescents exclusively.?>% Therefore, we studied the
relevance of metabolic syndrome and its components in
the study group.

METHODS

Ethical approval: This study was performed
according to the Helsinki Il Declaration and approved by
the ethical committee at the National Diabetes Center.
All patients and their parents were informed about
the aim and the suspected benefit of the study before
obtaining their agreements for participation; a verbal
consent was obtained from all enrolled participants and
their parents.

Setting: Cross sectional (observational) study, from
1t July to 30" September 2012, was conducted in the
National Diabetes Center (NDC)/Al-Mustansiriya
University, Baghdad, Irag. A convenience sampling
method used to enroll 57 (26 boys and 31 girls) obese
children and adolescents who were seeking medical
advice, from the obesity clinic National Diabetes Center
(NDC).

Prior related articles about the research topics were
obtained from the Iraqi Virtual Science Library (IVSL),
online database, and the PubMed database of the
National Center of Biotechnology Information (NCBI),
the US National Library of Medicine (NLM).

Patients: Participants were thoroughly interviewed,
examined and investigated by a team formed of
consultant  pediatrician and clinical nutritionist



Journal of the Arab Board of Health Specializations Vol.16, No.1, 2015

according to the standard medical and laboratory work
up which is adopted in the NDC. Participants were
examined physically and their height, weight, BMI,
waist circumference (WC) and blood pressure were
measured according to the technique and tables of
the National High Blood Pressure Education Program
(NHBPEP).?® Blood samples, after 14 hours of fasting,
were taken from all patients during their visit to
laboratory analysis.

Inclusion and exclusion criteria: Participants
were eligible to join the study if they were healthy,
between 2 and 17 years of age, body-mass index above
97" percentile and/or waist circumference above 90th
percentile for their age and sex according to WHO and
CDC growth charts.>* All the known cases of diabetes,
thyroid diseases, other endocrine disorders and those
used medications that may alter blood pressure, glucose
or lipid metabolism were excluded from the study. The
NDC scientific research committee approved the study.

Definitions and standards: The National
Cholesterol Education Program (Adult Treatment Panel
III) NCEP/ATP-III and IDF definition was used to
diagnose metabolic syndrome in this study.>® Like in
adults, children and adolescents are classified as having
metabolic syndrome if they will meet three or more of
the following criteria for age and sex specific cut-off
points: central obesity plus two of the following factors
raised triglycerides level, reduced HDL-C level, raised
blood pressure, and raised fasting plasma glucose level.

Components of metabolic syndrome were adjusted,
for the purpose of classification and comparison,
according to the charts and cut-off points for age and
sex of the National Health and Nutrition Examination
Surveys (NHANES I11),** the National High Blood
Pressure Education Program (NHBPEP),? the American
Diabetes Association (ADA) criteria,®3 NCEP/ATP-
I11,” the IDF definition,® de Ferranti study,'? Freedman
study,'” Raitakari study®* and Srinivasan study.*

Laboratory analysis: Fasting blood sampels were
taken from all patients during their visits to measure the
fasting plasma glucose (FPG), triglyceride (TG), HDL
and LDL; by the enzymatic colorimetric technique using
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the reagents (SPINREACT, T. S. U. Sant Esteve Bas,
SPAIN) kits, for quantitative determination of glucose,
cholesterol and triglycerides, the formed colors detected
by HUMAN spectrophotometer (Humalyzer 3500).

Statistical analysis:  Statistical analysis and
reporting of obtained data were carried out by using the
SPSS Statistics version 19.0 for Excel - Windows XP
professional program and College of Saint Benedict and
Saint John’s University (CSB.SJU) Minnesota, statistics
to use website.** Kolmogorov-Smirnov Test was used to
examine the normal distribution of obtained data. Data
were reported and presented as mean (95% confidence
interval) for the normally distributed variables. Student’s
t-test was used to compare continuous variables of two
data sets; and Analysis of variance (ANOVA) between
more than two groups of a different mean. Statistical
tests were approved by using a null hypothesis of no
difference, a p-value <0.05 was considered statistically
significant.

RESULTS

Anthropometric and metabolic characteristics:
The mean of age, BMI, WC, systolic and diastolic blood
pressure, FPG, TG, HDL and LDL of the 57 obese
children and adolescents, enrolled in the study, shows
statistically insignificant difference between boys and
girls (t-test, p>0.05), Table 1.

The studied population was classified according to
IDF classification of age groups; and shows statistically
significant differences between age groups for the BMI,
WC, systolic and diastolic blood pressure, FPG, TG,
HDL and LDL (ANOVA, p<0.05), Table 2.

Correlation and linear regression analysis of BMI
and WC show positive correlation with FPG, systolic
BP, diastolic BP, S.Cholesterol, Triglyceride, and LDL;
but, the HDL negatively correlates with increased BMI
and WC, Table 3.

Metabolic syndrome criteria: The metabolic
syndrome criteria were shown in Table 4 according to
its prevalence in the study.
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Study variables All (n=57) Males (n=26) Females (n=31) p-value *
Age (years) 9.91 (8.3-10.89) 10.38 (8.70-12.07) 9.51 (8.33-10.70) 0.39080
BMI (kg/m?) 33.397 (31.17-35.63) 33.333(30.17-36.50) 33.451 (30.16-36.75) 0.95767
WC (cm) 93.71 (87.2-100.2) 96.20 (84.41-108.0) 91.80 (83.98-99.64) 0.52224
SBP (mm.Hg) 126.55 (121.9-131.2) 126.80 (119.4-134.2) 126.35 (120.1-132.6) 0.92527
DBP (mm.Hg) 72.37 (68.61-76.14) 72.20 (66.55-77.85) 72.51 (67.18-77.86) 0.93378
FPG (mg/dl) 110.2 (106.2-114.2) 110.80 (104.5-117.1) 109.70 (104.2-115.2) 0.78847
TG (mg/dl) 110.3 (99.88-120.9) 107.81 (90.98-124.6) 112.60 (98.59-126.6) 0.65494
HDL-C (mg/dl) 46.56 (44.44-48.70) 46.72 (43.10-50.34) 46.42 (43.84-49.01) 0.89116
LDL-C (mg/dl) 87.71 (76.14-99.29) 77.33 (64.00-90.67) 97.68 (78.86-116.50) 0.07544
* There is no statistical difference between mean of males and females (t-test, p>0.05).
Table 1. The study variables, mean (95% CIl), according to the sex distribution.
Study <6 years 6 - <10 years 10 -<16 years >16 years ANOVA
variables (n=7) (n=19) (n=28) (n=3) Fratio | p-value
Age (years) 3.71 (2.23-5.19) 7.63 (7.14-8.11) 12.39 (11.72-13.06) 16.50 (15.11-17.88) 119.0 | 0.0001
BMI (kg/m?) | 27.657 (25.56-29.75) | 30.169 (36.03-34.31) | 36.730 (33.80-39.66) | 43.958 (36.14-51.77) | 6.531 | 0.0031
WC (cm) 70.42 (64.37-76.49) 87.52 (79.47-95.58) 104.25 (97.88-110.60) | 123.5(116.57-130.42) 15.46 0.0001
SBP (mm.Hg) | 119.17 (110.8-127.6) | 121.42 (114.8-128.0) | 130.07 (123.9-138.3) | 150.0 (136.14-163.85) | 7.623 | 0.93
DBP (mm.Hg) | 64.16 (47.77-80.57) | 69.73 (64.48-74.99) | 75.64 (69.92-81.01) 90.0 (76.14-103.85) 2253 | 0.12
FPG (mg/dl) | 114.0 (101.0-127.0) | 107.89 (101.8-114.0) | 111.63 (105.0-118.2) | 115.0 (103.91-126.08) | 0.59 0.59
TG (mg/dl) 136.57 (62.75-210.4) | 109.21 (66.64-121.8) 105.0 (92.25-117.7) 112.5 (50.13-174.86) 1.809 0.17
HDL-C (mg/dl) | 40.25(37.78-42.71) | 48.0 (28.46-67.53) 46.96 (44.52-49.41) 44.0 (35.68-52.31) 1.709 | 0.9
LDL-C (mg/dl) | 86.71(52.57-120.9) | 79.94 (16.64-143.23) | 91.16 (72.51-109.8) | 122.0 (97.05-146.94) | 0.3846 | 0.69

* There is high statistical difference between mean age groups (ANOVA, p<0.001).
Table 2. The study variables, mean (95% CI), according to the age groups of IDF definition.

Sy TS Correlation coefficient Correlation coefficient
of BMI (r) of WC ()
Age (years) | - 0.875389392
BMI (kg/m?) 0.875389392 | @ —emeeeeeeeee-
WC (cm) 0.630263523 0.598953275
SBP (mm.Hg) 0.668654625 0.586706451
DBP (mm.Hg) 0.07334483 0.04654047
FPG (mg/dl) 0.328931719 0.218087603
TG (mg/dl) 0.022223618 0.090526252
HDL-C (mg/dl) -0.185605538 -0.130106862
LDL-C (mg/dl) 0.267031091 0.186173871

Table 3. Correlation coefficient (r) of BMI and WC with study variables.

Table's abbreviations: BMI= body mass index, WC= waist circumference, SBP= systolic blood pressure,
DBP= diastolic blood pressure, FPG= fasting plasma glucose, TG= triglycerides, HDL-C= high density
lipoprotein cholesterol, LDL-C= low density lipoprotein cholesterol.
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Obesity, the major intentional inclusion (selection)
criteria in the study, is the first prevalent component
of metabolic syndrome in our study, all children and
adolescents 57 (100%) were above the 97" percentile
of BMI for age and sex. As well, the WC of all children
and adolescents 57 (100%) was above the 90" percentile
for age and sex, Table 4.

The second prevalent component, of metabolic
syndrome, was hypertension (systolic and diastolic).
According to NHBPEP technique and tables, 45
(78.94%) children and adolescents were above the 90™
percentile; and according to the NHBPEP classification
of blood pressure for children and adolescents we found
10 (18.8%) with normal blood pressure, 4 (7.5%) in pre-
hypertension state, 11 (20.7%) in stage | hypertension
and 31 (58.4%) in stage Il hypertension, Table 4.

The third prevalent component was the impaired
fasting glycemia (IFG), >5.6 mmol/L or >100 mg/dl,
in 40 (70.71%), and >6.1 mmol/L or >110 mg/dl, in 25
(46.29%) of the children and adolescents, Table 4.

The forth prevalent component was the triglyceride;
according to de Ferranti, NCEP-ATP Il1l, age and sex
specific NHANES |1l and the IDF definition cut-
off points, we found that 24 (42.10%), 15 (26.63%),
31 (54.38%) and 5 (8.77%) were above the limits
respectively, Table 4.

The last and least prevalent component was the

HDL-C; according to IDF definition 9 (15.78%)
participants were <40 mg/dl, Table 4. Moreover, the
LDL-C in children and adolescents >130 mg/dl was 8
(14.03%) and in those above the 75" percentile for age
and sex specificwas 15 (26.31%).

Definition (n) (%)
. Above 97" percentile of
Obesity* BI\/Ip 34 57 100
Above 90" percentile of WC3* | 57 100
Raised ;
. Above 90" percentile of
sythgllc NHBPEP? 45 | 78.94
Impaired | >100 mg/dl (>6.1 mmol/LY** | 40 | 70.10
FPG >110 mg/dl (>6.1 mmol/L)* | 25 | 46.29
(de Ferranti) >100 mg/d1*? 24 | 4210
Raised | (NCEP-ATPIII)>110 mg/dl® | 15 | 26.63
Triglyc- | Above the 90" percentile of
erides NHANES [112 31 | 5438
>150 mg/dl of IDF definition® 5 8.77
HDL-C | <40 mg/dl of IDF definition® 9 15.78
>130 mg/dI® 8 14.03
LDL-C h i
T | Above the 75 perce.ntllze9 for | 1o | 9631
age and sex specific

*Qbese participants were selected intentionally (inclusion criteria).

t Not a member of the metabolic syndrome criteria.

Table 4. Prevalence of metabolic syndrome components

arranged in order, according to NCEP-ATP III definition,
and cut-off points of different definitions.

Children and adolescents who met the metabolic
syndrome as defined by the NCEP-ATP Il were 39

Scores of evident components Age <6 years AEREESIY Age 10 -<16 AEREE Vol
of metabolic syndrome (n=7) years years (n=28) years m )
(n=19) (n=3) (n=57)
<3 criteria of metabolic 2 4 12 18
syndrome n (%) (28.57%) (21.05%) (42.85%) (31.58%)
3 criteria of metabolic 4 12 13 3 32
syndrome n (%) (57.14%) (63.15%) (46.42%) (100%) (56.14%)
4 criteria of metabolic 1 3 3 7
syndrome n (%) (14.28%) (15.78%) (10.71%) (12.28%)
Prevalence of metabolic 5 15 16 3 39
syndrome n (%) (71.42%) (78.94%) (57.14%) (100%) (68.42%)

Table 5. The scores of evident components and prevalence of metabolic syndrome according
to NCEP-ATP III definition, classified in age groups.
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(68.42%) of the participants; three components of
the definition were present in 32 (56.14%) and four
componentswerepresentin7 (12.28%)oftheparticipants.
While others, who had less than 3 components, were 18
(31.58%), did not meet the definition, Table 5.

DISCUSSION

Anthropometric and metabolic characteristics of our
study showed insignificant differences between boys
and girls for the mean of age, BMI, waist circumference,
systolic and diastolic blood pressure, FPG, TG, HDL
and LDL (t-test, p>0.05); indicating independence and
negligible effect of sex on these parameters in pediatric
specially before or at early puberty, Table 1.11-143536
Also, differences between mean of these parameters
for different age groups were statistically significant
(ANOVA, p<0.05), except for the BMI and WC
(ANOVA, p>0.05), Table 2; indicating considerable
effect of age and pubertal changes;'% %" simply because
the age has an essential impact on fat distribution,
insulin sensitivity and insulin secretion in children and
adolescents.®

Evidently, the prevalence of childhood obesity and
metabolic syndrome are common and depends on the
criteria used in different definitions.'*'*3 However,
no matter which criteria are used, the prevalence of
metabolic syndrome is high and rising, probably as a
result of the obesity epidemic.81113.%.44-47 The prevalence
of metabolic syndrome in our studied sample was high,
68.42%, compared with published figures in western
societies®®“*! and developing countries;}4#* this may
be explained partly by the presence of severely obese
participants in our sample, since metabolic syndrome
increases with worsening of obesity,* so we got such a
high prevalence. Such prevalence of metabolic syndrome
should drive our attention to deal with these subjects
as highly suspected cases of related complications and
more attention should be paid to change the concept of
public toward obesity in children and adolescent.

Our study shows good positive correlations of BMI
and WC with the systolic BP, diastolic BP, S. Cholesterol
and LDL-C in order. The BMI and WC correlate poorly
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with FPG and TG, while they correlate negatively with
HDL-C. Moreover the correlation and linear regression
analysis of the studied variables shows the strongest
correlation between BMI and WC, (r=0.875), as they
both measure the degree of obesity Table 3. Studies
approved that each element of the metabolic syndrome
worsens with increasing obesity,** the BMI correlates
with blood pressure better than the waist circumference
and performs similarly for dyslipidemia;'** and the
increased WC in children correlates with systolic and
diastolic BP, serum cholesterol, LDL-C, triglyceride,
and lower concentration of HDL-C.*

In our study apart from obesity, the elevated systolic
BP and impaired FPG were the most frequent criteria;
the high triglyceride levels and low HDL-C levels
were less evident. While, Weiss in his study showed
that three factors correlate with obesity, in order, were
glucose metabolism, the degree of dyslipedemia and
blood pressure.’* Also, De Ferranti study showed that
hypertriglyceridemia and low HDL were most common
among non-Hispanic whites and least common among
non-Hispanic blacks;*? similarly, studies conducted
among children and adults in Iran and Turkey showed
the most frequent components of the metabolic
syndrome were high triglyceride levels and low
HDL-C levels.**5t The difference in pattern and bulk
of frequencies, of metabolic syndrome components,
can be attributed to the ethnic predisposition, the
gene-environment interaction and socio-economic or
environmental (obesogenic environment) differences
between communities.®1°

Important limitations in our study were small sample
size, lack of control group for comparison, scares data
about metabolic syndrome in children and adolescents in
Irag and the region, adaptation of a definition from wide
range of definitions for the diagnosis and classification
of metabolic syndrome in children and adolescents and
the absence of racial and ethnic specific cut-off points.

CONCLUSIONS

Metabolic syndrome was highly prevalent among
Iragi obese children and adolescents.
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RECOMMENDATIONS

Iragi children and adolescents with BMI>97"
percentile and/or WC>90" percentile should be
considered at high risk of having metabolic syndrome
and developing its consequences later in life; therefore,
practitioners should be aware of metabolic syndrome in
obese children and start risk reducing intervention with
them.

Disclosure of benefit and conflicting interests:
The authors have not disclosed any affiliation or
financial involvement with organizations or entities
with a direct financial interest in the subject matter or
materials discussed in the manuscript. No funding was
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MANAGEMENT OF GUNSHOT INJURIES OF THE EXTRAPERITONEAL RECTUM
Gl Gl clla) 3 sl s aiall <l
Samer Meshaal, MD; Adel Bsata, C.U
Gluww Jole oo Jodio ol

ABSTRACT

Objective: The aim of this study was to analyze and compare the different lines of surgical management and
associated complications of extraperitoneal rectal injuries sustained in Aleppo through Syrian war to get the best
one of them.

Methods: This is a prospective study. Between July 2012 and July 2014, 31 patients with gunshot injuries to the
extraperitoneal rectum were treated at the Aleppo University Hospital. Patients with only intraperitoneal rectal
injuries were not included in the study. The surgical management of rectal injuries was evaluated, specifically looking
at the utilization of proximal diversion, distal washout, and presacral drainage. Complications were compared
between the different lines of surgical management.

Results: Thirty one patients who sustained penetrating rectal injuries were included in this study. Surgical
management included diversion and presacral drainage in 17 patients (55%), diversion alone in 9 patients (29%),
and diversion, distal washout and presacral drainage in 5 patients (16%). Complications were identified in 8 patients
(26%). There were two deaths in the study group.

Conclusions: In this cohort most cases have been successfully managed by proximal diversion and presacral
drainage. We have not seen any additional benefit when distal washout was performed; and we have not closed any
extraperitoneal rectal injury because it is unnecessary, very difficult, and may be impossible or cause additional
injuries.

ISy sl s pfisdl GLN aball pall i 5 L Gyl Gadle
i) st g proximal diversion 4ulall 4k il aladind Gala
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(s AY) @yl
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RESULTS OF RADIOTHERAPY FOR LARYNGEAL SQUAMOUS
CELL CARCINOMA STAGE I, Il

Ay gV Aayall 8 LDIA) ASELE 3yaial) Doldajud e bl 2 Mal) il
Fadi Al-Shami, MD; Mouhammad Nabil Dandashli, MD

9.|_C'\m.’n Jsi ag0 0o .g.ol_\fqu é.\lé )

ABSTRACT

Obijective: To evaluate the results of radiotherapy for early stages laryngeal squamous cell carcinoma (TINOMO,
T2NOMO) in radiotherapy center at Albaironi University Hospital.

Methods: Sixty nine patients with TINOMO, T2NOMO squamous cell carcinoma of the larynx had been
reviewed between January 2007 and January 2010, 22 patients were excluded because 6 patients were treated
with chemoradiotherapy and sixteen patients did not come for review after completed therapy. The final number of
patients included in the study and treated with radiotherapy alone (cobalt 60 device) without chemotherapy was 74
patients (66 patients with glottis cancer: 40 patients stage |, 26 patients stage Il, 8 patients with supraglottic cancer
(all stage 1), no patient with subglottic cancer. They were analyzed retrospectively with regard to local and regional
control rates and correlation between grade of tumor and response to radiotherapy.

Results: Average total dose was 65.3+2.45 Gray (5 fractionations per week, each fractionation 2 Gray daily for
6-8 weeks). The median age of patients were 57.2+8.5 years (range 35-78 years). During 3 years of follow up, local
recurrence has occurred in 50/74 patients (66.21%), regional recurance has occurred in 17/50 patients (no regional
recurrence without local recurrence). Three years regional control rates in glottic tumor stage I, glottic tumor stage
I1, supraglottic tumor stage | and all patients were 79.99%, 77.27%, 62.49%, and 77% respectively. Three years
locoregional control rates on glottic tumor stage I, glottic tumor stage Il, supraglottic tumor stage | and all patients
were 35.91%,14.85%,15.62%, and 26% respectively. Local control rate was significantly higher in patients with
glottic tumor T1 compared with glottic tumor T2 (p=0.003), and with T2 glottic and supraglottic together (p=0.026).
There was no significant difference between grade of tumor and response to radiotherapy (p=0.536).

Conclusions: It seems that the cure rate of radiotherapy is too low comparing to national studies results, in
addition to that there is no significant difference between grade of tumor and response to radiotherapy. We need
re-evaluation of our radiotherapy, technique and fractionation type and wide prospective studies.
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NESIDIOBLASTOSIS IN ADULTS
Gl xie AlySall el el o)
Alaa Zrika, MD; Abdulghani Al-Shalabi, MD; Lina Al-Haffar, MD
)LA_JJ L .o ‘g.,J_sfuJ‘ g.‘._i_" aac.s Layy; el

ABSTRACT

Nesidioblastosis is a rare disorder in adults characterized by diffuse proliferation of islet cells. The ideal diagnostic
and therapeutic approach is still controversial. The diagnosis in our case was made after distal pancreatectomy as
the treatment of insulinoma. Finally, all the remaining pancreatic tissue had to be removed (total pancreatectomy) to

control episodes of hypoglycemia.
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Medical Case

Acute Colonic Pseudo-Obstruction

aslesl) B ala QS )

A 70-year-old woman with end-stage liver disease from hepatitis C was admitted to the hospital for confusion.
Portosystemic encephalopathy was diagnosed, and the patient was treated with 20 g of lactulose every 6 hours.
A few days after admission, abdominal pain with marked abdominal distention developed. There was no fever
or leukocytosis. Abdominal radiography showed a distended, air-filled colon to the level of the splenic flexure,
with the cecum and transverse colon measuring 11 cm and 14 cm, respectively. Subsequent abdominal computed
tomography showed marked distention of the proximal colon with an abrupt transition to a decompressed colon
at the level of the proximal descending colon, with no evidence of an obstructing lesion. A diagnosis of acute
colonic pseudo-obstruction, or Ogilvie’s syndrome, was made. She was initially treated conservatively with
the administration of intravenous fluids and the use of nasogastric and rectal tubes. The use of neostigmine
was contraindicated, given the acute renal failure. When her abdominal discomfort worsened, colonoscopic
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decompression was performed, resulting in marked improvement. Acute colonic pseudo-obstruction is
characterized by massively dilated large-bowel segments in the absence of mechanical obstruction and can be
seen in a wide variety of medical and surgical illnesses.
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Fares Alahdab, M.D, Mayo Clinic, Rochester, MN
Shreyas Saligram, M.D, University of Kansas, Kansas City, KS
N Engl J Med 2015;372:€5, January 22, 2015. Images in Clinical Medicine
Prepared and translated by Samir Aldalati, MD
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Medical Case

Mobile Large Left Atrial Thrombus

) AL A By A ata BAA

A 58-year-old obese woman with rheumatic heart disease who had undergone balloon mitral valvuloplasty 13 years
earlier presented with progressively increasing dyspnea on exertion for the previous month. She had no history of
systemic embolization and was not receiving anticoagulation. The physical examination revealed atrial fibrillation

with a ventricular rate of 90 beats per minute. The findings on cardiovascular examination were consistent with
severe mitral stenosis and pulmonary hypertension (right parasternal heave, variable but loud first heart sound,
loud second heart sound, and mid-diastolic murmur at apex). Transesophageal echocardiographic examination
confirmed severe rheumatic mitral stenosis (Panel A, arrow) with severe pulmonary hypertension (estimated
mitral orifice size, 0.8 cm?; pulmonary-artery systolic pressure, 85 mm Hg). Also visible was a 4.5-cm left atrial
mass, which was thought likely to be a thrombus, freely floating within the left atrial cavity (Panel B). The mass
intermittently dropped into the mitral orifice, temporarily occluding it, before bouncing away again. The large size
of the mass and the presence of severe mitral stenosis prevented it from migrating into the systemic circulation with
catastrophic consequences. The patient underwent surgery, which confirmed the mass to be a large thrombus. Open
mitral commissurotomy was performed along with removal of the thrombus, and the patient had an uneventful
recovery.
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Manish Bansal, D.N.B., and Ravi R. Kasliwal, D.M.
Medanta—The Medicity, Gurgaon, India
N Engl J Med 2015; 372:e2January 1, 2015, Images in Clinical Medicine
Prepared and translated by Samir Aldalati, MD
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Iron deficiency anemia in an Egyptian pediatric population
Cmpanll JUY) (e Al gal paal) Ggay pul) 30

Al Ghwass MM, et al.
Ann Afr Med 2015 Jan-Mar;14(1):25-31.

Objective: The aim of this study is to assess the frequency of iron deficiency anemia (IDA) and associated
sociodemographic factors among children between 6 months and 12 years of age.

Materials and methods: This cross-sectional study enrolled 300 children from June 2011 to June 2012 visiting
the pediatric outpatient clinics of Al-Fayoum University Hospital. Data were collected using a structured interview
questionnaire. Sociodemographic variables studied included sex, residence, family size, fathers’ education, mothers’
education, and crowding index. Included patients were evaluated clinically and laboratory for complete blood picture,
serum iron, serum ferritin, and transferrin saturation.

Results: It was found that 64% of studied children had IDA (20% mild, 41.7% moderate, and 2.3% severe). The
logistic regression analysis found that children from rural areas, those from low social class and those of low maternal
educational level had a higher risk for IDA than other children. Infants with IDA were found to consume foods with
low iron content 50% below recommended daily allowance.

Conclusions: The high frequency of IDA is a severe public health problem in developing countries like Egypt,
especially in children from rural areas, those from low social class and those of low maternal educational level. Iron-
rich foods should be advised by health care providers. Prophylactic iron supplements should be given to all infants
from 6 to 23 months.
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Neurological abnormalities in full-term asphyxiated newborns
and salivary S100B testing
B s aie GUIAY) eVl & danl) i ghal
adl) S100B sl g5 Jaad) alaly

Gazzolo D, et al.
PL0S One 2015 Jan 8;10(1):e0115194.

Background: Perinatal asphyxia (PA) is a leading cause of mortality and morbidity in newborns: its prognosis
depends both on the severity of the asphyxia and on the immediate resuscitation to restore oxygen supply and blood
circulation. Therefore, we investigated whether measurement of S100B, a consolidated marker of brain injury, in
salivary fluid of PA newborns may constitute a useful tool for the early detection of asphyxia-related brain injury.
Methods: We conducted a cross-sectional study in 292 full-term newborns admitted to our NICUs, of whom 48
suffered PA and 244 healthy controls admitted at our NICUs. Saliva S100B levels measurement longitudinally after
birth; routine laboratory variables, neurological patterns, cerebral ultrasound and, magnetic resonance imaging were
performed. The primary end-point was the presence of neurological abnormalities at 12-months after birth.

Results: S100B salivary levels were significantly (P<0.001) higher in newborns with PA than in normal infants. When
asphyxiated infants were subdivided according to a good (Group A; n=15) or poor (Group B; n=33) neurological
outcome at 12-months, S100B was significantly higher at all monitoring time-points in Group B than in Group A or
controls (P<0.001, for all). A cut-off >3.25 MoM S100B achieved a sensitivity of 100% (C15-95%: 89.3%-100%)
and a specificity of 100% (CI5-95%: 98.6%-100%) as a single marker for predicting the occurrence of abnormal
neurological outcome (area under the ROC curve: 1.000; CI15-95%: 0.987-1.0).

Conclusions: S100B protein measurement in saliva, soon after birth, is a useful tool to identify which asphyxiated
infants are at risk of neurological sequelae.
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The prevalence of arrhythmias, predictors for arrhythmias,
and safety of exercise stress testing in children

JELY) die agall SLas) Aadlug «lgd At Jalgally Al culiadai) L

Ghosh RM, et al.
Pediatr Cardiol 2014 Nov 11.

Exercise testing is commonly performed in children for evaluation of cardiac disease. Few data exist, however, on the
prevalence, types of arrhythmias, predictors for arrhythmias, and safety of exercise testing in children. A retrospective
review of all patients <21 years undergoing exercise testing at our center from 2008 to 2012 was performed. Patients
with clinically relevant arrhythmias were compared to those not experiencing a significant arrhythmia. 1,037 tests
were performed in 916 patients. The mean age was 14+4 years, 537 (55%) were male, 281 (27 %) had congenital
heart disease, 178 (17%) had a history of a prior arrhythmia, and 17 (2%) had a pacemaker or ICD. 291 (28%)
patients had a rhythm disturbance during the procedure. Clinically important arrhythmias were noted in 34 (3%)
patients and included: 19 (1.8%) increasing ectopy with exercise, 5 (0.5%) VT, 5 (0.5%) second degree AV block, 3
(0.3%) SVT, and 2 (0.2%) AFIB. On multivariate logistic regression, variables associated with the development of
clinically relevant arrhythmias included severe left ventricular (LV) dysfunction on echo (OR 1.99, Cl 1.20-3.30) and
prior history of a documented arrhythmia (OR 2.94, CI 1.25-6.88). There were no adverse events related to testing
with no patient requiring cardioversion, defibrillation, or acute anti-arrhythmic therapy. A total of 28% of children
developed a rhythm disturbance during exercise testing and 3% were clinically important. Severe LV dysfunction and
a history of documented arrhythmia were associated with the development of a clinically important arrhythmia.

laladU gl Jalgad) elaladUl Jaais 5Ll Jsm 88l sial) cldamall (f V) cAlil) oalpa) apiil JlY) sl il J<8 dgall HLas) (gymy
m oh 2eall URY il 21 (050 (puimpall gamal gy iabaind shia g AL Ciliana J1 Lo U i sgall LT ALy
1037 slya) i Asls Slaalid) 3sm5 p2e s o Epppped) Al SlpalaD) (e D3l 2052012 5 2008 el (i 5l Pa and
Lag)a 281 xic 4V Al ua\)a\ dgas ae (%55) L83 payall (10 537 cisin 4£14 ‘_,,..4)41\ e oo gy La.})a 916 xc bl.\.\;\
hlaal sy o) (%2) L@JA 17 xe ICD ,\ pacemaker Akl gy «(%17) L.Auw 178 xie dale cbuadady dady ((%27)
ALY 3ol (g Alla 19 1iiami iy (%3 At Liape 34 tic Ly dals cilialsl cilingl Lo ha¥) D& (%28) Liapye 291 xic ks
Nl 3 ¢(%0.5) <N 5 L had) () lasd) (e 356 &) ((%0.5) aye 5 xie VT ihy il g 5us ((%1.8) 2l xie
sy ddagiyall il of chsia) saie il igEl DA e (a8 (%2.0) AFIB (e oillas (%0.3) SVT vy (358 cali gy
Aiab 35n59 ¢(3.30-1.20 48 Juslsiy ¢1.99 Ama 1 ) Y1 DA (e 3030 susdl 1 Cplad) Bl 6 g il Ly Hiniial) ilsaladl
0o sl zlimg ) LS LAY Ailetie Lst ye e Cdlgm g Jaadly ol L(6.88-1.25 48 Jualsiy <294 dpma V) daasd) 450 ilpalad Ayl
LAY PUa alail) 8 Gllacal JUbY) Jese (e %028 (52 sk L lualadl 5alias sala Aallas b ¢ linl) A1) ¢ 8 Jysad ) aasall
o el A8 g Al sl dgngy uad) ) Ay B 2005 6 g pmg G815 CIAY (0 %63 3 Ly Aals Cilialaidl) o3 calS LS

e Aalgd) Clalad) ek

Intrapartum antibiotics and childhood atopic dermatitis
JUkY) aie sl alal) Glgally paliall A dgall claball (el Gy 48l

Wonhl DL, et al.
JAm Board Fam Med 2015 Jan-Feb;28(1):82-9.

Introduction: Atopic dermatitis (AD) in children significantly impacts families because of medical costs, “lost”
hours, and secondary characteristics such as asthma and ancillary infections. We investigate whether children
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delivered vaginally to women receiving intrapartum antibiotics have a greater risk of AD when younger than the age
of 2 years than their counterparts.

Methods: We conducted a retrospective analysis of women who delivered child(ren) vaginally between 1996 and
2008. Women were identified as those who received intrapartum antibiotics and those who did not. Pediatric records
were used to determine the incidence of AD.

Results: We collected data for 492 mother-child pairs. Intrapartum antibiotics were administered during 128 births;
28.9% of those children were diagnosed with AD by age 2 years (relative risk [RR], 1.03; 95% confidence interval
[CI], 0.75-1.41). Factors with the greatest risk of diagnosis of AD by 2 years of age were intrapartum antibiotic
exposure for >24 hours (RR, 1.99; 95% CI, 1.13-3.49), first born (RR, 1.78; 95% CI, 1.33-2.38), and higher maternal
education (RR, 1.43; 95% CI, 0.99-2.06). No statistical differences in the prevalence of AD related to parental
eczema, maternal group B Streptococcus status, or gestational age existed.

Conclusions: Exposure to antibiotics for <24 hours during a vaginal delivery does not increase the risk of AD.
Studies are needed to understand whether exposure for >24 hours during the intrapartum period increases the risk of
AD.
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Serum IL-6, IL-10, and TNFa levels in pediatric sickle cell disease patients
during vasoocclusive crisis and steady state condition
Juaal) & TNFo Wi aysll jaiall Jalally IL-105 1L-6 cliss gl ) il g
SRR Dlag Ao sl o) dajl DA @iy JUilY) vie Adadal) 4080 ¢y el b

Sarray S, et al.
Cytokine 2015 Jan 5;72(1):43-47.

Vaso-occlusive crisis (VOC) is a significant complication of sickle cell disease (SCD), and altered production of
pro-inflammatory and anti-inflammatory molecules contributed to its pathogenesis. In view of the association of
chronic inflammation with VOC onset, and given the capacity of interleukin (IL)-10 as anti-inflammatory, and 1L-6,
and TNFa as pro-inflammatory cytokines, we tested the association of altered IL-10, IL-6, and TNFa secretion with
VOC pathogenesis and its severity. Study subjects comprised 147 SCD patients with active VOC (VOC Group),
and 63 pain-free SCD patients for at least 9 months before blood collection (Steady-state Group). Serum cytokine
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concentrations were determined by ELISA. IL-10 levels were significantly reduced, while IL-6 levels were increased
in VOC compared to Steady-state groups; serum TNFa levels were comparable between both groups. There was
enrichment of low IL-10, but high IL-6 and TNFa quartiles in VOC Group, which translated into increased VOC
risk. In contrast, high IL-10, but low IL-6 and TNFa quartiles were seen in Steady-state Group. Correlation analysis
demonstrated significant association between reduced IL-10 levels and the frequency, type, severity, and duration of
VOC and requirement for hydroxyurea treatment, while IL-6 correlated with duration of VOC episodes. Our data
support strong association of reduced 1L-10 and increased IL-6 levels with VOC, and their modulation of VOC-
related parameters.
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Obstetrics And Gynecology
Al e ls sl

Early-pregnancy vitamin D deficiency and risk of preterm birth subtypes
Lo il Lghlaily 58L 5N Gigan shadg 55U Jaall Jala (A D Cualidl) Sge (o Aidlal

Bodnar LN, et al.
Obstet Gynecol 2015 Jan 7.

Objective: To estimate the association between maternal 25-hydroxyvitamin D concentrations and risk of preterm
birth subtypes.

Methods: We performed a case-cohort study using data and banked samples from patients at a teaching hospital in
Pittsburgh, Pennsylvania. Eligible participants were women with a prenatal aneuploidy screening serum sample at
or before 20 weeks of gestation who subsequently delivered a singleton, liveborn neonate. Of the 12,861 eligible
women, we selected 2,327 at random as well as all remaining preterm birth cases for a total of 1,126 cases. Serum
25-hydroxyvitamin D was measured using liquid chromatography-tandem mass spectrometry. Multivariable log-
binomial regression models were used to estimate associations between maternal vitamin D status and preterm birth at
37 weeks of gestation (separately by spontaneous or indicated) and preterm birth at less than 34 weeks of gestation.
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Results: The incidence of preterm birth at less than 37 weeks of gestation was 8.6% overall and 11.3%, 8.6%, and
7.3% among mothers with serum 25-hydroxyvitamin D less than 50, 50-74.9, and 75 nmol/L or greater, respectively
(P<0.01). After adjustment for maternal race and ethnicity, prepregnancy body mass index, season, smoking, and other
confounders, the risk of preterm birth at less than 37 weeks of gestation significantly decreased as 25-hydroxyvitamin
D increased to approximately 90 nmol/L and then plateaued (test of nonlinearity P<0.01). Results were similar when
limiting to cases that were medically indicated or occurred spontaneously and cases occurring at less than 34 weeks
of gestation.

Conclusions: Our data support a protective association maternal vitamin D sufficiency and preterm birth that
combined with extant epidemiologic data may provide justification for a randomized clinical trial of maternal vitamin
D replacement or supplementation to prevent preterm birth.
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Sleep position, fetal growth restriction, and late-pregnancy stillbirth
daall ¢a BALY Jalall B

Gordon A, et al.
Obstet Gynecol 2015 Jan 7.

Objective: To identify potentially modifiable risk factors for late-pregnancy stillbirth.

Methods: This was a population-based matched case-control study of pregnant women at 32 weeks of gestation
or greater booked into tertiary maternity hospitals in metropolitan Sydney between January 2006 and December
2011. The case group consisted of women with singleton pregnancies with antepartum fetal death in utero. Women
in the control group were matched for booking hospital and expected delivery date with women in the case group.
Data collection was performed using a semistructured interview and included validated questionnaires for specific
risk factors. Adjusted odds ratios (ORs) were calculated for a priori-specified risk factors using conditional logistic
regression.

Results: There were 103 women in the case group and 192 women in the control group. Mean gestation was 36
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weeks. Supine sleeping was reported by 10 of 103 (9.7%) of women who experienced late-pregnancy stillbirth and
by 4 of 192 (2.1%) of women in the control group (adjusted OR 6.26, 95% confidence interval [CI] 1.2-34). Women
who experienced stillbirth were more likely to: have been followed during pregnancy for suspected fetal growth
restriction, 11.7% compared with 1.6% (adjusted OR 5.5, 95% CI 1.36-22.5); not be in paid work, 25.2% compared
with 9.4% (adjusted OR 2.9, 95% CI 1.1-7.6); and to have not received further education beyond high school, 41.7%
compared with 25.5% (adjusted OR 1.9, 95% CI 1.1-3.5). None of the deaths to women who reported supine sleeping
were classified as unexplained.

Conclusions: This study suggests that supine sleep position may be an additional risk for late-pregnancy stillbirth in
an already compromised fetus. The clinical management of suspected fetal growth restriction should be investigated
further as a means of reducing late stillbirth.

cdaall (e BB Jabiall (8 (DLl Jaanill AL 5y5ladl) Jalse waad siagl) Cis

R [ EPS (R N A ER I S lesud 32 Jen yans Jalsall oLl ciled aalsilly VAl Jaad (pe AlSe dadyd £)yal) &gl gk
Cise 35ns ae D Jan OV la e lual (e V) Ao @585 .2011 I3 (5185 2006 G 0518 (55l Dha Sydney duae b YU
Ao sanal Aiilge Ao gana A5 adsia 5V 2o 5a dgas pe el 3 Algie cV s il a8 28 L3 Ae sane Ll 35 8 aapll e il
8yshadll i Ol Ao il 50l Jalse Gpancaty Auhll (Fige ( Slasid & 3sads L€l Caad AL platinly Gldanall pen & V)
chl) bl il alasiuly Lo il 8yshadll Jalgal dpuilly Aaedl)

Lnas slaic] 350 Llesiad 36 Jeall jee dansic b alal desane 31925 VA e gene s luil) (ge 103 Aushl) cilads sguilall)
192 Jual (10 4 sie g cJaall e pyaliad) Jalyall 3 (o) Aal a5l 6 Ll (30 (%9.7) 103 Joal (4 10 e agill b Y]
Jlial Csgaal (el by Ll (f Laag) 1 (34-1.2 :%95 485 Juclsiy 6,26 Aaxall 5)shadll Lansi) L3 de gana 3 ¢ Lusill (40 (%2.1)
Jualsiy (5.5 Aaeall 5ysladll Lo «961.6 Jikia %11.7) as il Jala cpiall sad dany Ll Jeall DA Gaylie Gygan 3000 Llatl) seagl S
A (7.6-1.1 :9%95 48 Jualsiy 2.9 Wandl 5yshall G %09.4 Jilie %25.2) ¥l gsise Jae Gaa Gl ¢(22.5-1.36 :%95 s
O Blas A (o ol L (3.5-1.1 :9095 A& Jualssy 1.9 Uaeal) 5)5hadll 40 96255 Jilie %041.7) el asleil) any aules e laas,
Syda e LS oY) Lpmiasy ol Y sy s Lil) de gens

LaY) die Jeall s alial) Jalpall b (Yl eVl il 5yshad Jele Jiai 38 a5l DA e lli) duca s of )l s3a 2 i s claliiay)
DY) V(e aall aa )l Jal il s daay LAl VAT (gl ) Jsa e laind) (e a3l eha) cany azal) aumsll <l
Jeall e 3kl Jalydl 8

Labor induction utilizing the Foley balloon: a randomized trial
comparing standard placement versus immediate removal

Bydlaall ARY) Jilia g ilmal) aidagll Gy ADBal Ayilgdie Aua @ paliall Gl Jsd o sl aladiad)

Sharma KJ, et al.
J Perinatol 2015 Jan 8.

Objective: To compare time to delivery between two induction procedures. The Foley balloon is a mechanical
method for cervical ripening. However, the device may also result in endogenous prostaglandin release following
separation of the chorionic membrane and decidua. Prolonged Foley placement may therefore be unnecessary for
successful labor induction.

Methods: Randomized controlled trial of labor induction at LAC+USC Medical Center between 2010 and 2013.
Subjects were assigned to either (a) standard placement of the Foley balloon or (b) Foley balloon insufflation and
immediate removal. Oxytocin was administered to all subjects not in active labor after 12 h. Delivery information and
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neonatal outcomes were documented and all patients were followed for 6 weeks for adverse events.

Results: A total of 79 women were included in the analysis (37 standard and 42 immediate). Induction time was 8.6 h
longer in the immediate removal group (23.5 vs 32.1, P=0.002), but the difference in delivery within 24 h did not
meet the statistical significance (46.0 vs 28.6%, P=0.11). Similar rates of cesarean delivery, epidural use and abnormal
APGAR scores were observed. After controlling for number of vaginal exams and duration of rupture, a decreased
risk of infection was observed in the immediate removal group (odds ratio=0.08, 95% confidence interval=0.007
to 0.93, P=0.04). Further, when the analysis was stratified by parity, differences in induction time only persisted in
nulliparous women.

Conclusions: Immediate removal of the Foley balloon may lead to longer overall induction time, but a lower risk of
infection. Parous women may be particularly good candidates for this type of induction.
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Alpha-fetoprotein as a tool to distinguish amniotic fluid
from urine, vaginal discharge, and semen
sl Jilad) Gl 31as AFP W kel ¢puig sl aladiial
@il Jiladly Apligeal) il ial) Jpl 00

Mor A, et al.
Obstet Gynecol 2015 Jan 7.

Objective: To estimate whether alpha-fetoprotein (AFP) can be used to distinguish amniotic fluid absorbed in sanitary
pads from other similarly absorbed substances (semen, urine, and normal vaginal discharge).

Methods: A prospective cohort study. Urine and amniotic fluid specimens were collected from 52 pregnant women
admitted for labor. Semen specimens were collected from 17 men undergoing infertility evaluation. Alpha-fetoprotein
concentrations were measured directly from urine, amniotic fluid, and semen and from pads instilled with samples
from these specimens. Alpha-fetoprotein concentrations were also measured from pads absorbed with normal vaginal
discharge collected from 27 pregnant women.

Results: Alpha-fetoprotein levels in amniotic fluid (245.38+21.03 ng/mL, n=52) were significantly higher than those
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measured in maternal urine (0.84+0.17 ng/mL, n=52, P<0.001), or semen (1.52+0.35 ng/mL, n=17, P<0.001). The
same trend was seen when AFP was extracted from pads: amniotic fluid levels (19.44+1.98 ng/mL, n=52) were
significantly higher than those of urine (undetectable, n=52), semen (undetectable, n=17), or normal vaginal discharge
(0.53+0.16 ng/mL, n=27, P<0.001). Receiver operator characteristic curve analysis demonstrated 96.2% sensitivity
and 100% specificity for distinguishing the presence of amniotic fluid from normal vaginal discharge on sanitary pads
(cutoff 3.88 ng/mL, area under the curve 0.99).

Conclusion: When the diagnosis of rupture of membranes is in doubt, AFP levels can assist in differentiating amniotic
fluid from other bodily fluids. A method that utilizes sanitary pads and an assay for AFP quantification may be an
accurate and convenient way to confirm the diagnosis of rupture of membranes.
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Ultrasound measurement of cervical length as predictor
of threatened preterm birth

SN BSIL gl ot mitiaS Aisuall (38 gz loally pasl) (38 s b

El-Ardat MA, etal.
Acta Inform Med 2014 Oct;22(5):306-8.

Introduction: The incidence of preterm delivery has been increasing even in developed countries and remains
a serious problem for fetuses and neonates. Although many predictors for preterm delivery have been proposed,
complete prediction and prevention have not yet been established.

Aims: To examine the potential association between sonographic measurement of cervical length and threatened
preterm birth (TPTB) in pregnant woman at 24-36 weeks of gestation.

Materials and methods: A cross-sectional study included a total of 360 pregnant woman at 24-36 weeks of gestation
categorized in two groups: TPTB group (n=160) and non TPTB group (n=200). The study was carried out at the
Department of Obstetrics and Gynecology of the Clinical Center University of Sarajevo (KCUS). Sociodemographic
and clinical characteristics of patients were obtained from medical records and physical examination by gynecologist.
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Transvaginal sonography was carried out by GE Voluson 730.

Results: There was a significant association between TPTB and sonographic measurement of cervical length <25
mm (P<0.001). The logistic regression model was statistically significant, x(2)(7) = 281.530, P<0.001. The model
explained 72.6% of the variance in TPTB and correctly classified 88.1% of cases. Sensitivity was 83.8%, specificity
was 91.5%, positive predictive value was 88.7% and negative predictive value was 87.6%. Out of the 7 predictor
variables only 5 were statistically significant: cervical length, cervical consistency, rupture of membranes, uterine
contractions and amine odor test.

Conclusions: The findings of this study suggest association between sonographic measurement of cervical length
and TPTB.
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Surgery
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Risk of complications in spine surgery
A8l ganl) daha B DAY jlad

Reis RC, et al.
Open Orthop J 2015 Jan 31;9:20-5.

Purpose: Complications are the chief concern of patients and physicians when considering spine surgery. The authors
seek to assess the incidence of complications in patients undergoing spine surgery and identify risk factors for their
occurrence.

Methods: Prospective study of patients undergoing spine surgery from 1 February 2013 to 1 February 2014.
Epidemiological characteristics and complications during the surgical hospitalization were recorded and analyzed.
Results: The sample comprised 95 patients (mean age, 59 years). Overall, 23% of patients were obese (BMI =30).
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The mean BMI was 25.9. Approximately 53% of patients had comorbidities. Complications occurred in 23% of cases;
surgical site infections were the most common (9%). There were no significant differences between patients who did
and did not develop complications in terms of age (60.6 vs 59.9 years, p=0.71), sex (56% female vs 54% female,
p=0.59), BMI (26.6 vs 27.2, p=0.40), or presence of comorbidities (52% vs 52.8%, p=0.87). The risk of complications
was higher among patients submitted to spine instrumentation than those submitted to non-instrumented surgery
(33% vs 22%), p=0.8.

Conclusions: Just over one-quarter of patients in the sample developed complications. In this study, age, BMI,
comorbidities were not associated with increased risk of complications after spine surgery. The use of instrumentation
increased the absolute risk of complications.
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Recurrence of biliary disease following non-operative management
in elderly patients

Opteaal) apall die Al alal) e i) slddie) die gghiuall glal) (S

Bergman S, et al.
Surg Endosc 2015 Feb 12.

Introduction: The purpose of this study was to determine the proportion of symptomatic recurrence following initial
non-operative management of gallstone disease in the elderly and to test possible predictors.

Methods: This is a single institution retrospective chart review of patients 65 years and older with an initial hospital
visit (V1) for symptomatic gallstone disease, over a 4-year period. Patients with initial “non-operative” management
were defined as those without surgery at V1 and without elective surgery at visit 2 (V2). Baseline characteristics
included age, sex, Charlson comorbidity index (CCI), diagnosis, and interventions (ERCP or cholecystostomy) at
V1. Outcomes assessed over 1 year were as follows: recurrence (any ER/admission visit following V1), surgery,
complications, and mortality. A survival analysis using a Cox proportional hazards model was performed to assess
predictors of recurrence.

Results: There were 195 patients initially treated non-operatively at V1. Mean age was 78.3+7.8 years, 45.6% were
male, and the mean CCI was 2.1+£1.9. At V1, 54.4% had a diagnosis of biliary colic or cholecystitis, while 45.6%
had a diagnosis of cholangitis, pancreatitis, or choledocholithiasis. 39.5% underwent ERCP or cholecystostomy.
Excluding 10 patients who died at V1, 31.3% of patients had a recurrence over the study period. Among these, 43.5%
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had emergency surgery, 34.8% had complications, and 4.3% died. Median time to first recurrence was 2 months
(range 6 days-4.8 months). Intervention at V1 was associated with a lower probability of recurrence (HR 0.3, CI
[0.14-0.65]).

Conclusions: One-third of elderly patients will develop a recurrence following non-operative management of
symptomatic biliary disease. These recurrences are associated with significant rates of emergency surgery and
morbidity. Percutaneous or endoscopic therapies may decrease the risk of recurrence.
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Endoscopic versus open resection for small gastric
gastrointestinal stromal tumors

Banall 8 5ysal) Ay geall Apanadl Aygandl o)) g0 7 sidal) Jatiod) aa slatilly Jlaiiud) 430

Shen C, et al.
Medicine (Baltimore) 2015 Jan;94(1):e376.

Endoscopic resection has been performed to treat small gastric neoplasms. However, this technique for small gastric
gastrointestinal stromal tumors (GISTs) remains controversial. This study aims to compare the safety and surgical
outcomes of endoscopic versus open resection of small gastric GISTs. The medical records of 54 consecutive gastric
GISTs patients with tumor size of <2 cm, who were surgically treated with endoscopic resection (endoscopic group) or
open surgery (laparotomy group) in a single institution from March 2010 to June 2014, were retrospectively analyzed.
The clinical and tumor characteristics, surgical safety, and tumor-related outcomes were evaluated. Of 54 patients, 32
and 22 patients underwent endoscopic resection and laparotomy, respectively. Patients who underwent endoscopic
resection yielded a significantly shorter hospital stay compared with patients who underwent laparotomy (P<0.001).
Compared with patients in the endoscopic group, patients in the laparotomy group had more intraoperative blood
loss (P<0.001), had longer nasogastric tube retention (P<0.001), and required longer operative time (P<0.001). More
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laparotomy patients required postoperative analgesic drugs than those in the endoscopic group (n=9 vs 4; P=0.016).
Gastric perforation occurred in 1 case during operation in the endoscopic group. Patients who underwent these 2
procedures did not differ with respect to tumor size (P=0.168), perioperative transfusion (P=1.000), reoperation
(P=1.000), early satiety (P=0.560), and postoperative bleeding (P=1.000). With a median follow-up time of 34.5
months, 1 high-risk patient in each group experienced tumor recurrence/metastasis postoperatively. The endoscopic
procedure allows safe resection with good surgical outcomes for small gastric GISTs compared with laparotomy.

Moreover, larger randomized controlled trials are warranted to confirm endoscopic application for small gastric
GISTs.
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Clinical outcomes and quality of life following surgical treatment
for refractory epilepsy

dinal) £ pall clal Laad) Aadlaall any Adadlal) Slad) duegig 4y y peud) geailiil)

Liu SY, et al.
Medicine (Baltimore) 2015 Feh;94(6):e500.

Surgery for refractory epilepsy is widely used but the efficacy of this treatment for providing a seizure-free outcome
and better quality of life remains unclear. This study aimed to update current evidence and to evaluate the effects of
surgery on quality of life in patients with refractory epilepsy. A systematic review and meta-analysis of the literature
were conducted and selected studies included 2 groups of refractory epilepsy patients, surgical and nonsurgical.
The studies were assessed using the Newcastle-Ottawa Scale. The primary outcome was the seizure-free rate. The
secondary outcome was quality of life. Adverse events were also reviewed. After screening, a total of 20 studies
were selected: 8 were interventional, including 2 randomized controlled trials, and 12 were observational. All of the
studies comprised 1959 patients with refractory epilepsy. The seizure-free rates were significantly higher for patients
who received surgery compared with the patients who did not; the combined odds ratio was 19.35 (95% CI=12.10-
30.95, P<0.001). After adjusting for publication bias the combined odds ratio was 10.25 (95% CI=5.84-18.00). In
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both the interventional and observational studies, patients treated surgically had a significantly better quality of life
compared with the patients not treated surgically. Complications were listed in 3 studies and the rates were similar
in surgical and nonsurgical patients. Our meta-analysis found that for patients with refractory epilepsy, surgical
treatment appears to provide a much greater likelihood of seizure-free outcome than nonsurgical treatment, although
there is a need for more studies, particularly randomized studies, to confirm this conclusion. Based on more limited
data, surgical treatment also appeared to provide a better quality of life and did not seem to increase complications.
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The use of ultrasonography in infantile hypertrophic pyloric stenosis:
does the patient’s age and weight affect pyloric size and pyloric ratio?
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Ayaz UY, at al.
Med Ultrason 2015 Mar;17(1):28-33.

Aims: We aimed to obtain pyloric measurements of our patients with infantile hypertrophic pyloric stenosis (IHPS)
using ultrasonography (US) and to evaluate the correlations between age, weight and pyloric size, pyloric ratio (PR).
Materials and methods: We designed a retrospective study including 20 term infants with surgically proven IHPS
and studied the ultrasonographically obtained pyloric muscle thickness (PMT), pyloric diameter (width) (PD), pyloric
length (PL) and PR (PMT/PD) to determine if there were statistically significant associations between patient age/
weight and pyloric measurements.

Results: The mean age of the infants was 38.7+/-17.3 days (range, 9-76 days) and their mean weight was 3688.5+/-
772.7 g (range, 2810-6000 g), at referral. Mean PMT was 4.98+/-1.04 mm (range, 3.5-6.8 mm). Mean PD was
14.04+/-2.39 mm (range, 10-18 mm). Mean PL was 22.16+/-4.02 mm (range, 16-31.5 mm) and mean PR was
0.35+/-0.04 (range, 0.29-0.42). The correlation between age and PMT (r=0.654, p<0.05) and the correlation
between age and PD (r=0.747, p <0.05) were significant. Age and weight were not significantly correlated with PR
(p>0.05).
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Conclusions: The PMT and PD are age dependent parameters. The PR is age and weight independent and therefore,
when combined with PMT, PD and PL, it can be useful in the diagnosis of IHPS in infants with early onset disease
and/or in those with a lower weight.
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Cardiovascular Diseases
Adle ) dndall alyaY)

Impact of renin-angiotensin system inhibitors on mortality and major
cardiovascular endpoints in hypertension

Al sl o) a¥la b dualul) dalgdl) by cldel o Guadigadi-oal ) ey iyl

Brugts JJ, et al.
Int J Cardiol 2014 Nov 26;181C:425-429

Objective: To assess the effectiveness of renin-angiotensin aldosterone system (RAAS) inhibitors to prevent all-
cause and cardiovascular death, myocardial infarction and stroke in hypertensive patients considering the number
needed to treat (NNT).

Methods: Data from a meta-analysis of 18 prospective, randomized, controlled morbidity-mortality trials (68343
RAAS inhibitor; 84543 control) were used to calculate NNTs for the prevention of all-cause and cardiovascular
mortality, myocardial infarction, and stroke.

Results: Angiotensin-converting enzyme (ACE) inhibitors were used in 7 trials and angiotensin receptor blockers
(ARBs) in 11 trials. Mean follow-up was 4.3 years. The annual incidence rate of all-cause mortality was 0.0233 in
patients randomized to RAAS inhibitors versus 0.0252 in controls (hazard ratio 0.95, 95% confidence interval 0.91
to 0.99). The corresponding median NNT to prevent one death was 113 (2.5-97.5th percentile, 85 to 168) in favor of
RAAS inhibitors, which was driven by ACE inhibitors (NNT 67, 2.5-97.5th percentile, 53 to 92) rather than ARBs
(NNT 335, 2.5-97.5th percentile, -4341 to 5076). Results for cardiovascular mortality (NNT 116 for ACE inhibitors
and 409 for ARBs, respectively) and myocardial infarction (NNT 80 and 338, respectively) also appeared to be driven
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by ACE inhibitors. We found a lower NNT for stroke in favor of ARB (NNT 337 and 131, respectively) although this
difference was statistically non-significant.

Conclusions: Among hypertensive patients, ACE inhibitors but not ARBs, substantially reduce all-cause and
cardiovascular mortality and myocardial infarction.
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Can we predict the presence of coronary lesions from blood
pressure measurement? A new clinical method
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El Tahlawi M, et al.
Hypertens Res 2015 Jan 8.

The roles of arterial function and structure in cardiovascular physiology have expanded with the development
of a variety of parameters that evaluate arterial stiffness. Markers of arterial stiffness have been correlated with
cardiovascular outcomes. We aimed to find a simple, clinical, noninvasive method to predict atherosclerosis that leads
to the development of coronary artery disease (CAD). We included 100 cases that underwent coronary angiography
in our center owing to different indications. The blood pressure in all cases was measured by two different observers.
The oscillatory systolic blood pressure (OSBP) was defined as the point at which the mercury began to oscillate to
a minimum level of 1 mm Hg. The auscultatory systolic blood pressure (AUSBP) was defined as the first Korotkoff
sound. The difference between OSBP and AUSBP was calculated and called the oscillatory gap (OG). The correlation
between the OG and the presence of coronary lesion in coronary angiography was statistically calculated. The study
populations had a mean age of 57.3+9 years. The mean+ts.d. OG was 14.44+10.44. There was a highly significantly
positive correlation between the OG and the presence of coronary artery lesions (r=0.399 and P-value <0.000). There
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was also a significantly positive correlation between the presence of hypertension and the OG (r=0.376 and P-value
<0.000). The difference between OSBP and AUSBP could be used as a simple method to detect atherosclerotic arterial
changes. This method could indicate the degree of arterial stiffness. There was a significantly positive correlation
between this new indicator of arterial stiffness and the presence of CAD. Any patient with a wide gap between OSBP
and AUSBP should be treated early with antihypertensive drugs and statins before the development of CAD.
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The impact of treatment with indacaterol in patients with COPD
COPD ¢sajall sl (s53,l) 51l uapa 2ie indacaterol 3 dallaal) il

Kerstjens HA, et al.
Pulm Pharmacol Ther 2015 Mar 3.

Background: Indacaterol is an inhaled, once-daily, ultra-long-acting B2-agonist for the treatment of chronic
obstructive pulmonary disease (COPD). We report on the effectiveness of indacaterol and other bronchodilators
compared with placebo in patients across the Global Initiative for Chronic Obstructive Lung Disease (GOLD) 2011
categories Ato D.

Methods: A post-hoc, subgroup pooled analysis of 6-month efficacy data from three randomized, placebo-controlled,
parallel-group studies involving 3862 patients was performed across GOLD 2011 categories A to D, according to
baseline forced expiratory volume in 1 s (FEV1) % predicted, modified Medical Research Council (mMRC) dyspnea
scale, and exacerbation history in the 12 months prior to entry. Efficacy of once-daily indacaterol 150 and 300 pg,
open-label tiotropium 18 pg, twice-daily salmeterol 50 pg, and formoterol 12 pg was compared with placebo. End
points analysed were trough FEV1, transition dyspnea index (TDI), and St George’s Respiratory Questionnaire
(SGRQ) total score, all a Week 26, and mean rescue medication use over 26 weeks.
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Results: Indacaterol 150 and 300 pg significantly improved FEV 1, compared with placebo across all GOLD groups.
Indacaterol 150 and 300 pg also significantly improved TDI, SGRQ total score, and mean rescue medication use
compared with placebo across most GOLD subgroups.

Conclusions: Treatment selection according to patient's symptoms as well as lung function is an important
consideration in maintenance treatment of COPD. Indacaterol 150 and 300 pg effectively improved lung function
and symptoms in patients across all GOLD 2011 categories.
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Fecal calprotectin for evaluating postoperative recurrence of Crohn’s disease:
A meta-analysis of prospective studies

i) cilupall Algs daalpe 198 s1a el & daad) dmy GuSil) anli A g3 calprotectin aladi)

QiuY,etal.
Inflamm Bowel Dis 2015 Jan 7.

Background: Fecal calprotectin (FC) levels have been extensively reported to correlate with clinical and endoscopic
activities in Crohn’s disease (CD); however, the utility of FC levels in the postoperative setting remains to be
determined. Using meta-analysis, we aimed to evaluate the utility of FC as a noninvasive marker of recurrence in
patients with CD who had undergone previous surgical resection.

Methods: An electronic search using keywords related to CD and FC was performed in multiple electronic resources
from 1966 to March 2014. The extracted data were pooled using a hierarchical summary receiver operating curve
model.

Results: Ten articles met the inclusion criteria, and methodological quality was determined in detail for each study.
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The 10 studies presented FC levels in 613 postoperative CD patients. The pooled sensitivity and specificity values
for assessing suspected endoscopic recurrence were 0.82 (95% confidence interval (CI), 0.73-0.89, 8 studies, n=391)
and 0.61 (95% CI, 0.51-0.71), respectively. The overall positive and negative likelihood ratios were 2.11 (95% ClI,
1.68-2.66) and 0.29 (95% CI, 0.197-0.44), respectively. The pooled sensitivity and specificity values for evaluating
clinical relapse were 0.59 (95% CI, 0.47-0.71; 3 studies, n=183) and 0.88 (95% CI, 0.80-0.93), respectively. The
overall positive and negative likelihood ratios were 5.10 and 0.47, respectively.

Conclusions: As a simple and noninvasive marker, FC is useful in evaluating recurrence of postoperative patients
with CD.
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Endoscopic ultrasound in the evaluation of chronic upper abdominal pain of unknown etiology:
A retrospective chart review examining the efficacy of EUS in determining a new diagnosis

Allad Jga Aaa) A tuad) Jogaa ) o b (B Gajal) al) and B JANA) platil) pe Aigeal) (368 7 lpa¥l gl g0
Ulall yay paddd gy B Alal bl ye ddsall 568 zls¥l gl

Thompson MB, et al.
J Clin Gastroenterol 2015 Feb;49(2):e17-20.

Goals: To explore the utility of endoscopic ultrasound (EUS) in the evaluation of chronic upper abdominal pain
(UAP) of undetermined etiology.

Background: Chronic UAP is a common problem with a challenging diagnosis and management. The role of EUS
in the diagnosis of UAP may minimize additional testing; however, few studies describe the percentage of new
diagnoses yielded in these patients.

Study: We conducted a retrospective analysis by reviewing electronic medical records at Scott and White Memorial
Hospital, Texas A&M Health Sciences Center for patients with abdominal pain for >12 months not explained by
previous workup referred for EUS for chronic UAP from January 1, 1998 through October 1, 2007. Patients with
previous EUS in past 12 months were excluded from the study. Patient demographic data and imaging performed 6
months before and 24 months after EUS were reviewed and results documented.

Results: EUS was successful at diagnosing a new clinical etiology of chronic UAP in 33 patients (8.89%) with previous
workup that was unrevealing for a definitive diagnosis. The most frequent diagnoses included pancreaticobiliary tree
abnormalities, chronic pancreatitis, and fatty liver disease.
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Conclusions: Our results support the fact that the majority of patients UAP with prior imaging will have no identifiable
organic etiology found on EUS to explain their pain; however, we suggest that EUS be considered in patients with
suspected pancreatic or biliary pathology.
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Endocrinology
axall 232]) ) el

Comparing glycemic indicators of prediabetes
Sad) £1al O La s b (@Sl clrdia (A lRal)

Kim JY, et al.
Pediatr Diabetes 2014 Nov 11.

Objective: One hour (1-hr) glucose during an oral glucose tolerance test (OGTT) is an emerging biomarker for type
2 diabetes. We compared the predictive power of 1-hr glucose to traditional glycemic markers for prospectively
identifying prediabetes in youth.

Research design and methods: Obese normoglycemic Latino youth (N=116) were assessed at baseline for glycated
hemoglobin (HbALc), fasting, 1-hr, and 2-hr glucose during an OGTT and were followed for up to 8 yr for the
development of prediabetes. Receiver operating characteristic (ROC) curves were used and a multivariable prediction
model was developed.

Results: The area under the 1-hr glucose ROC curve was the most powerful predictor of prediabetes over time [0.73,
95% confidence interval (C1)=0.64-0.83]. However, combining all indicators into a single model was superior to
individual marker models (0.77, 95% C1=0.69-0.86).
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Conclusions: These results further support the utility of 1-hr glucose during an OGTT as a prospective marker of
diabetes risk in youth.
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Neurology
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Intravenous versus intra-arterial thrombolysis in ischemic stroke
4 LRy Assud) el B B0 cllal Al pdd) s lae) JilBa a6l s lacy)

Ma QF, et al.
PL0S One 2015 Jan 8;10(1):e0116120.

Background: Reperfusion following ischemic stroke can be attained by either intravenous thrombolysis (IVT)
or intra-arterial thrombolysis (I1AT). Only a limited number of randomized prospective studies have compared the
efficacy and safety of IVT and IAT. This meta-analysis investigated possible clinical benefits of IAT relative to IVT
in patients with acute ischemic stroke.

Methods: We searched the PubMed, Cochrane, and Google Scholar databases through October 2013 for manuscripts
that describe the findings of randomized controlled or prospective studies that evaluated the outcomes of patients
with ischemic stroke who were treated with IVT or IAT. The clinical outcome measures were score on the modified
Rankin scale (mRS) and mortality at 90 days. A favorable outcome was defined as an mRS score of 0 to 2.

Results: For the mRS, the combined odds ratio (OR) of 3.28 (95% confidence interval (CI), 1.91 to 5.65, P<0.001)
indicated that patients who received IAT had a significantly higher chance for a favorable outcome than did those who
received IVT. For mortality, the OR indicated that IAT therapy significantly reduced the proportion of patients who
died within 90 days of the procedure (combined OR, 0.40; 95%Cl, 0.17 to 0.92; P=0.032).

Conclusions: This meta-analysis determined that IAT conferred a significantly greater probability of achieving a
favorable outcome compared with IVT. There was also a significant difference in mortality rates between IAT and
IVT. The studies included in this analysis were small and heterogeneous; therefore, larger randomized prospective
clinical studies are necessary to further investigate this issue.
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Genetic evidence for a pathogenic role for the vitamin D3
metabolizing enzyme CYP24A1 in multiple sclerosis

sl lail) c¥la A (CYP24A1) D3 (alidll culitianal) an3idU plala) jgall ) gl Jalal)

Ramasamy A, et al.
Mult Scler Relat Disord 2014 Mar;3(2):211-219.

Background: Multiple sclerosis (MS) is a common disease of the central nervous system and a major cause of
disability amongst young adults. Genome-wide association studies have identified many novel susceptibility loci
including rs2248359. We hypothesized that genotypes of this locus could increase the risk of MS by regulating
expression of neighboring gene, CYP24A1 which encodes the enzyme responsible for initiating degradation of 1,25-
dihydroxyvitamin D3.

Methods: We investigated this hypothesis using paired gene expression and genotyping data from three independent
datasets of neurologically healthy adults of European descent. The UK Brain Expression Consortium (UKBEC)
consists of post-mortem samples across 10 brain regions originating from 134 individuals (1231 samples total). The
North American Brain Expression Consortium (NABEC) consists of cerebellum and frontal cortex samples from 304
individuals (605 samples total). The brain dataset from Heinzen and colleagues consists of prefrontal cortex samples
from 93 individuals. Additionally, we used gene network analysis to analyze UKBEC expression data to understand
CYP24A1 function in human brain.

Findings: Therisk allele, rs2248359-C, is strongly associated with increased expression of CYP24AL in frontal cortex
(p-value=1.45x10"%), but not white matter. This association was replicated using data from NABEC (p-value=7.2x10)
and Heinzen and colleagues (p-value=1.2x10*). Network analysis shows a significant enrichment of terms related to
immune response in eight out of the 10 brain regions.

Interpretation: The known MS risk allele rs2248359-C increases CYP24A1 expression in human brain providing a
genetic link between MS and vitamin D metabolism, and predicting that the physiologically active form of vitamin
D3 is protective. Vitamin D3’s involvement in MS may relate to its immunomodulatory functions in human brain.
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Hematology And Oncology
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Preoperative neutrophil-lymphocyte count ratio
helps predict the grade of glial tumor
Al ayel Ao gl B seld dalad) 0 ciliglialli-c o) slaed dud

Zadora F, et al.
Neurol Neurochir Pol 2015;49(1):41-4.

Objective: Neutrophil-lymphocyte count ratio (NLCR) is a recognized prognostic marker for renal, lung or colorectal
carcinomas. The aim of the present study was to determine whether the preoperative value of NLCR might serve as
a predictive marker for glial tumors’ grading.

Methods: The retrospective analysis of NLCR was performed in neurosurgical patients treated for glial brain tumors.
The preoperative NLCR was analyzed in accordance with WHO glial tumors’ classification, which distinguishes G1,
G2, G3 and G4 (glioblastoma) tumors.

Results: The analysis of NLCR was performed in 424 patients (258 males and 166 females) aged 53+16 years who
underwent either an open surgery or stereotactic biopsy for a glial brain tumor. G1 was diagnosed in 22 patients, G2
- in 71 patients, G3 - in 63 patients and G4 - in 268 patients. The highest value of NLCR was noted in G4 patients
(5.08 [3.1; 8.7] - median [quartiles 1 and 3, respectively]) and was significantly higher compared to G3 (p<0.01), G2
(p<0.001) and G1 (p<0.01) groups. Moreover, NLCR was significantly higher in group G3 than G2 (p<0.05). ROC
curve analysis showed 2.579 as a cut-off point for prediction of glioblastoma.

Conclusions: Preoperative NLCR measurement corresponds with a glial brain tumor grading.
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Oncogenic role of the Ec peptide of the IGF-1Ec isoform in prostate
o) JSAN) B EC aiull ali s ¢ esall gl
Glivg il A IGF Culpaily Adndiall galll Jalal

Armakolas A, et al.
Mol Med 2015 Jan 6.

IGF-1 is one of the key molecules in cancer biology; however, little is known about the role of the preferential
expression of the premature IGF-1 isoforms in prostate cancer. We have examined the role of the cleaved COO
terminal peptide (PEc) of the third IGF-1 isoform, IGF-1Ec, in prostate cancer. Our evidence suggests that
endogenously produced PEc induces cellular proliferation in the human prostate cancer cells (PC-3) in-vitro and
in-vivo, by activating the ERK 1/2 pathway in an autocrine/paracrine manner. PEc overexpressing cells and tumors
presented evidence of epithelial to mesenchymal transition, whereas the orthotopic injection of PEc overexpressing,
normal prostate epithelium cells (HPrEC) in SCID mice was associated with increased metastatic rate. In humans, the
IGF-1Ec expression was detected in prostate cancer biopsies, where its expression correlates with tumor stage. Our
data underlies the action of PEc in prostate cancer biology and defines its potential role in tumor growth, progression
and metastasis.
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Urology And Nephrology
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Sirolimus versus tacrolimus as primary immunosuppressant
after renal transplantation

Ll g5 eha) Ao liall dadia 44 Aplleas tacrolimus g sirolimus g 45Wal

LiuJ, etal.
Am J Ther 2015 Jan 7.

Sirolimus and tacrolimus are the major immunosuppressants for renal transplantation. Several studies have compared
these 2 drugs, but the outcomes were not consistent. The aim of this study was to evaluate the efficacy, safety, and
pharmacoeconomics of sirolimus and tacrolimus in the treatment of renal transplantation and provide evidence for the
selection of essential drugs. Trials were identified through a computerized literature search of PubMed, EMBASE,
Cochrane controlled trials register, Cochrane Renal Group Specialized Register of randomized controlled trials, and
Chinese Biomedical database. Two independent reviewers assessed trials for eligibility and quality and then extracted
data. Data were extracted for patient and graft mortality, acute rejection (AR), and adverse events. Dichotomous
outcomes were reported as relative risk with 95% confidence intervals. A decision tree model was populated with data
from a literature review and used to estimate costs and QALY's gained and incremental cost-effectiveness. Altogether,
1189 patients from 8 randomized controlled trials were included. The results of our analysis were that tacrolimus
reduced the risks after renal transplantation of AR and patient withdrawn. Nevertheless, tacrolimus increased the
risk of infection. Pharmacoeconomic analysis showed that tacrolimus represented a more cost-effective treatment
than does cyclosporine for the prevention of adverse events after renal transplant. Tacrolimus is an effective and safe
immunosuppressive agent, and it may be more cost-effective than cyclosporine for the primary prevention of AR in
renal transplant recipients. However, it should be noted that such superiority was reversal when the cost of sirolimus
and tacrolimus changed.
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Galectin-3, renal function, and clinical outcomes
4y ) guiliitly Ay pl<t) 4803 6l galectin-3 ABdle

Drechsler C, et al.
J Am Soc Nephrol 2015 Jan 7.

Galectin-3 has been linked to incident renal disease, experimental renal fibrosis, and nephropathy. However, the
association among galectin-3, renal function, and adverse outcomes has not been described. We studied this association
in two large cohorts of patients over a broad range of renal function. We measured galectin-3 concentrations in baseline
samples from the German Diabetes mellitus Dialysis (4D) study (1168 dialysis patients with type 2 diabetes mellitus)
and the Ludwigshafen Risk and Cardiovascular Health (LURIC) study (2579 patients with coronary angiograms).
Patients were stratified into three groups: eGFR of >90 ml/min per 1.73 m?, 60-89 ml/min per 1.73 m?, and <60 ml/
min per 1.73 m? We correlated galectin-3 concentrations with demographic, clinical, and biochemical parameters.
The association of galectin-3 with clinical end points was assessed by Cox proportional hazards regression within 10
years (LURIC) or 4 years (4D) of follow-up. Mean£SD galectin-3 concentrations were 12.84+4.0 ng/ml (eGFR>90 ml/
min per 1.73 m?), 15.6+5.4 ng/ml (eGFR 60-89 ml/min per 1.73 m?), 23.1+9.9 ng/ml (eGFR<60 ml/min per 1.73 m?),
and 54.1+19.6 ng/ml (dialysis patients of the 4D study). Galectin-3 concentration was significantly associated with
clinical end points in participants with impaired kidney function, but not in participants with normal kidney function.
Per SD increase in log-transformed galectin-3 concentration, the risks of all-cause mortality, cardiovascular mortality,
and fatal infection increased significantly. In dialysis patients, galectin-3 was associated with the combined end point
of cardiovascular events. In conclusion, galectin-3 concentrations increased with progressive renal impairment and
independently associated with cardiovascular end points, infections, and all-cause death in patients with impaired
renal function.
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Rheumatology And Orthopedics
alanll alpals Aygiyl) (ialyal)

Platelet counts as a biomarker in ANCA-associated vasculitis
¥ anl) Landly gian oy (38hall Lo g¥) Qlgdl) eVl B o anlsS ganl] cilaiial) 2l

Willeke P, et al.
Scand J Rheumatol 2015 Mar 6:1-7.

Objectives: To determine whether platelet (PLT) counts might serve as a biomarker to distinguish between active
anti-neutrophil cytoplasmic antibody (ANCA)-associated vasculitis (AAV) and remission and also between active
disease and systemic infection.

Methods: PLTs were analysed before treatment in patients with AAV in the active state and in remission. PLTs were
also analysed in AAV patients with acute infections. The results were correlated with clinical manifestations, the
Birmingham Vasculitis Activity Score version 3 [BVAS(v.3)], and other laboratory findings [i.e. C-reactive protein
(CRP), leucocytes, differential count, procalcitonin (PCT)]. Diagnostic accuracy was calculated with a receiver
operating characteristic (ROC) curve.

Results: PLT counts were significantly increased in 98 patients with AAV during the active disease state [median:
405 PLTs/nL; interquartile range (IQR) 288-504] compared to patients in remission (246 PLT/nL; IQR 214-289)
(p<0.001). We found a correlation of PLT counts in active disease with the BVAS(v.3) (r=0.582, p<0.001). In AAV
patients with systemic infections (n=37), PLT counts exhibited significantly lower values (226 PLT/nL; IQR 163-
273) compared to patients with active disease (p<0.001). In the ROC curve analysis, the area under the curve (AUC)
of PLTs was significantly larger when distinguishing active disease from systemic infection (AUC 0.868) compared
to leucocytes (AUC 0.590), CRP (AUC 0.522), or procalcitonin (AUC 0.515) (p<0.001).

Conclusions: PLT counts were found to correlate with disease activity in AAV and thus may be used to represent
immunological activity. In addition, PLT counts serve as a marker that can distinguish acute infection from active
disease.
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Is ultrasound changing the way we understand rheumatology? Including ultrasound
examination in the classification criteria
of polymyalgia rheumatica and gout
onlaa B Aigall (368 7 lpall pandl) cpadai SR (alaY) agd a8 Aligall (368 g lsaY) g0
CuAllly Basaiall 4ygh)l) Aliaad) YY) e

Codreanu C, et al.
Med Ultrason 2015 Mar;17(1):97-103.

Ultrasonography (US) is widely used in the diagnosis of rheumatic conditions, and its value for the classification
criteria of rheumatic diseases has been recently suggested. According to the EULAR/ACR provisional criteria for
polymyalgia rheumatica, adding US to the clinical and serological features will significantly improve the sensitivity
of proposed criteria. The ability of high resolution US to detect crystalline deposits of monosodium urate in joints
and soft tissues is well recognized. For the first time, the new 2014 ACR/EULAR set of proposed criteria for gout
includes advanced imaging techniques for the detection of disease: US and dual-energy computed tomography. Due
to low costs and affordability, use of US evaluation for patients with suspected gout will increase both specificity
and sensibility of classification criteria. The recent inclusion of US in the classification criteria of various rheumatic
diseases, such as PMR and gout, implies that this imaging technique is not only useful as a valued diagnostic tool for
individual cases, but also on a larger scale, it will improve doctors’ ability to classify diseases. Its use is thus changing
our understanding of rheumatic diseases allowing further advances in research and clinical practice.
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Psychiatry

Antidepressants and the adolescent brain
Crialall die £ Laally iy cilabiaa

Cousins L, et al.
J Psychopharmacol 2015 Mar 5.

Major unipolar depression is a significant global health problem, with the highest incident risk being during
adolescence. A depressive illness during this period is associated with negative long-term consequences including
suicide, additional psychiatric comorbidity, interpersonal relationship problems, poor educational performance and
poor employment attainment well into adult life. Despite previous safety concerns, selective serotonin reuptake
inhibitors (SSRIs) remain a key component of the treatment of moderate to severe depression episodes in adolescents.
The impact of SSRIs on the developing adolescent brain, however, remains unclear. In this review we first consider
what is currently known about the developing brain during adolescence and how these development processes may
be affected by a depressive illness. We then review our understanding of the action of SSRIs, their effects on the brain
and how these may differ between adults and adolescents. We conclude that there is currently little evidence to indicate
that the human adolescent brain is at developmental risk from SSRIs. Furthermore, there is no clear-cut evidence to
support the concerns of marked suicidal adverse side effects accruing in depressed adolescents being treated with
SSRIs. Neither, however, is there irrefutable evidence to dismiss all such concerns. This makes SSRI prescribing a
matter of medical judgement, ensuring the benefits outweigh the risks for the individual patients, as with so much in
therapeutics. Overall, SSRIs show clinical benefits that we judge to outweigh the risks to neurodevelopment and are
an important therapeutic choice in the treatment of moderate to severe adolescent depression.
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Ophthalmology
el jeal Y

Oral rifampin treatment for longstanding chronic central serous chorioretinopathy
LAl el el g gadll rifampin liey dadledl)
231 digh Gapall @3Ssal laall Ayapdially

Shulman S, et al.
Graefes Arch Clin Exp Ophthalmol 2015 Mar 21.

Purpose: To investigate the effect of oral Rifampin in patients with chronic central serous chorioretinoapthy (CSCR).
Methods: This was a prospective pilot study of patients with chronic CSCR with persistent subretinal fluid (SRF) for
at least 3 months, who were treated with oral Rifampin 300 mg twice per day for 3 months and had 6 months of follow-
up. All patients underwent a complete ocular examination and a spectral domain optical coherence tomography (SD-
OCT) scan monthly from baseline until month 4, and then at month 6. Fluorescein angiography (FA) was performed
at baseline and at the end of the study.

Results: Fourteen eyes of 12 patients were included in the study, nine men and three women. Mean age was 58.5
years (range 32-80). Mean duration of SRF prior to study entry was 28.4 months. Forty-two percent of eyes were
treated previously for CSR with thermal laser, PDT, or intravitreal bevacizumab. Mean best corrected visual acuity
(BCVA) at presentation was 20/60 and improved to a mean of 20/50 at month 3 (P>0.05). Retinal thickness was
reduced by 25.3%, 21.2%, and 21% on months 1, 2, 3, respectively (P .05). Mean choroidal thickness at presentation
was 476 p (SD 188 ) decreasing to 427 p (SD 125 p) after 3 months of treatment (P>0.05). SRF was reduced in nine
eyes (64%) and completely resolved in six eyes (42.8%) at month 3 following 3 months of treatment, and four out
of these six eyes remained fluid free at month 6. Two patients stopped the treatment after 2 months due to adverse
events.

Conclusions: Oral Rifampin may be a therapeutic option in patients with longstanding chronic CSCR.
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Dermatology
Lalal) ) yaY|

Intravenous methylprednisolone pulse therapy in severe alopecia areata
L) Lalal) e Baadl) e A 39l e methylprednisolone 3 Asasdl dalleal)

Senila Sc, et al.
Indian J Dermatol Venereol Leprol 2015 Jan-Feb;81(1):95.

Background: Severe, extensive, therapy resistant alopecia areata represents a clinical challenge. Systemic
corticosteroids are a therapeutic tool that still needs to be evaluated.

Aim: The purpose of this study was to assess the efficacy and safety of methylprednisolone pulse therapy in alopecia
areata and to find prognostic factors for a favourable outcome.

Methods: A total of 32 patients with severe multifocal alopecia areata (more than 40% scalp hair loss), alopecia
totalis, and alopecia universalis were treated with infusions of 500 mg methylprednisolone for 3 days every month
for 3 consecutive months. The end point of the study was 12 months.

Results: Of 32 patients, 26 (81.3%) reported a clinical response. Four patients (12.5%) showed complete hair
regrowth, 6 patients (18.8%) showed >50% hair regrowth, ten (31.3%) had <50% hair regrowth, 6 (18.75%) were
non responders, and another 6 patients (18.8%) had relapse after an initial regrowth. Multivariate analysis revealed
that patients reporting at the first episode and those with multifocal disease had the best results.

Conclusions: Methylprednisolone infusions represent a possible therapeutic option for patients with multifocal
alopecia areata and those presenting with the first episode of the disease.
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Laboratory Medicine

LS)-‘AAM kll

Bacterial uropathogens isolates and antibiograms in children under 5 years of age
Lsaal) claball Gueadl] HLals Al gl Adasaall adiiad) ciie
el e daldl) g9 JUkY) sie

Alsammani MA, et al.
Med Arch 2014 Aug;68(4):239-43.

Background: Childhood urinary infections are among the most common febrile illnesses occurring during this period
with varying susceptibility to antibiotic.

Aim: The aim of this study was to identify uropathogens responsible to for urinarytract infection (UTIs) in children
less than 5 years of age, and determine the antibiograms of the isolates to commonly used antibiotics.

Patients and methods: Hundred and four children (2 months - 5 years old) seen at the Gadarif Teaching Hospital
from January 2012 and December 2013 were evaluated. A urine specimen was obtained by a plastic bag with an
adhesive backing around an opening or by direct voiding into sterile container. Urine was examined microscopically
and those with significant pyuria and bacteruria were further cultured and microorganisms were identified and tested
for antimicrobial susceptibility.

Results: Out of 304 children suffering from UTIs; 145 (47.7%) had significant pyuria of them; 54 (17.8 %) had
positive bacterial growth. The frequency of sex and residency were almost the same. E. coli (42.6%) was the most
common uropathogen, sensitive to Ciprofloxacin (91.3%), followed by Pseudomonas aeruginosa (29.6%) sensitive
to Ciprofloxacin (75%) and Norofloxacin (68.8%), Klebsiella pneumoniae (18.5%) sensitive to Ciprofloxacin and
Norofloxacin and Nalidixic acid (90%) and Proteus mirabilis sensitive to Ciprofloxacin and Norofloxacin (90%),
Amoxicillin/clavulanic acid (Augmentin, 80%).

Conclusion: The most common uropathogens were E. coli, Pseudomonas aeruginosa, Klebsiella pneumoniae,
and Proteus mirabilis. Ciprofloxacin is the recommended initial empirical therapy while awaiting the culture and
sensitivity results.
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Otorhinolaryngology
syaindly cally (N al el

Higher risk of developing sudden sensorineural hearing loss
in patients with chronic otitis media

Oasal) augll o) Glgdll pdape die paliall omand) o) aadd) Gla88 ) ghat 5 ghad £ L))

Yen YC, etal.
JAMA Otolaryngol Head Neck Surg 2015 Mar 5.

Importance: Several sources have suggested an association between chronic sensory hearing impairment and chronic
otitis media (COM). However, to our knowledge, no studies have evaluated the risk of sudden sensorineural hearing
loss (SSNHL) in patients with COM (COM-positive).

Objective: To examine the risk of developing SSNHL in COM-positive patients.

Design, setting, and participants: This was a retrospective cohort study; we compared 10 248 patients with newly
diagnosed COM from January 1, 2001, through December 31, 2008, with 30 744 age- and sex-matched controls
using data from Taiwan’s National Health Insurance Research Database.

Methods: We followed each patient and evaluated the incidence of SSNHL.

Main outcomes and measures: The incidence of SSNHL at the end of 2011.

Results: The incidence of SSNHL was 3 times higher in the COM-positive cohort than in the COM-negative cohort
(14.47 vs 4.83 per 10 000 person-years). Cox proportional hazard regressions showed that the adjusted hazard ratio
(AHR) was 3.02 (95% CI, 2.30-3.98). A stratified analysis showed that the highest risk of developing SSNHL was
in the first follow-up year (incidence rate ratio [IRR], 3.87; 95% CI, 1.93-7.79). Thereafter, the risk declined during
years 1 to 5 and then peaked (IRR, 3.01; 95% CI, 1.89-4.79). Patients who needed surgery had a higher incidence of
SSNHL (AHR, 2.69; 95% CI, 1.62-4.48) compared with patients who needed only medication and observation.
Conclusions and relevance: Chronic otitis media was significantly associated with a higher risk of developing
SSNHL.
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Radiographic adenoid evaluation:
proposal of an objective parameter

axlill S gdga jpiia 8 abalill (S dd) ol

Feres MF, et al.
Radiol Bras 2014 Mar-Apr;47(2):79-83.

Objective: The objective of the present study was to evaluate current radiographic parameters designed to investigate
adenoid hypertrophy and nasopharyngeal obstruction, and to present an alternative radiographic assessment
method.

Materials and methods: In order to do so, children (4 tol4 years old) who presented with nasal obstruction or
oral breathing complaints were submitted to cavum radiographic examination. One hundred and twenty records
were evaluated according to quantitative radiographic parameters, and data were correlated with a gold-standard
videonasopharyngoscopic study, in relation to the percentage of choanal obstruction. Subsequently, a regression
analysis was performed in order to create an original model so the percentage of the choanal obstruction could be
predicted.

Results: The quantitative parameters demonstrated moderate, if not weak correlation with the real percentage of
choanal obstruction. The regression model (110.119*A/N) demonstrated a satisfactory ability to “predict” the actual
percentage of choanal obstruction.

Conclusion: Since current adenoid quantitative radiographic parameters present limitations, the model presented by
the present study might be considered as an alternative assessment method in cases where videonasopharyngoscopic
evaluation is unavailable.
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