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Standardizing Quality of Care

Standard of care: In legal terms, the level at which the average, prudent provider in a given community would practice. It is
how similarly qualified practitioners would have managed the patient’s care under the same or similar circumstances.

The medical malpractice plaintiff must establish the appropriate standard of care and demonstrate that the standard of care
has been breached.

Standardization is a hot topic in today’s healthcare industry. Standardization is a process that involves two phases: generation
and diffusion. Generation is the initiation of standardization, where key stakeholders come together to outline the purpose and
goals of the initiative. Diffusion is the dissemination of standardization among the affected individuals. These phases occur in
recursive cycles where both feed off of and develop from one another.

It is the most effective method of reducing supply costs for hospitals, standardization is said to promote quality patient care
at a cost effective price.

However, some clinical users are still resistant to standardization initiatives. Being that healthcare professionals strive to
provide optimal patient care, their opposition indicates a lack of belief in the ability of standardization to positively impact
patient outcomes. Thus, there is a disparity between hospital management and supplier interpretation of standardization and
that of clinical end-users. Without a concrete definition or clear evidence of its impact on patient care, there is little hope of
encouraging cooperation standardization between these affected individuals.

Health care providers have an opportunity to improve the quality of care provided by reducing unnecessary variation.
Current evidence and expert consensus can be used to develop a standardized mental model that can be used by all members
of a clinical team. Process management and continuous quality improvement can be applied to measure process, health, and
patient satisfaction outcomes. Clinical pathways represent one method to accomplish these goals. When combined with targeted
education, electronic clinical decision support and robust measurement, this methodology can help to create the dynamic learning
health care system that will support the health of the next generation of our children.

Pathways, when successfully implemented bring benefits to patients and to providers. Unnecessary testing, decreased
admission rates, and shorter hospital length of stay can be attained when care is standardized. Efforts to improve patient care
quality are natural goals for clinicians, and thus, programs to standardize care should focus mainly on improving quality; cost
reduction is a secondary benefit. This work brings clinicians together, appealing to the greater good, reinforcing the passion for
clinical medicine which is much more powerful than financial rewards. Physician leadership is critical to the process; they must
be supported be an infrastructure that minimizes extra time added to their schedule. Success should be celebrated and attributed
to the work of the pathway owners and their team. Administrative support is also critical to finance the necessary infrastructure.
Data must be accurate; metric must be carefully chosen and thoughtfully displayed in order to drive change. Avoid fulfilling
endless data requests as this approach is not only unsustainable but often causes confusion that slows or even stops work.
Attention to balancing measures and untoward/unrecognized consequences of process change is also important.

Professor Mohamed Swehli
Editor-in-chief
Secretary General In-charge of the Arab Board of Health Specializations
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ABSTRACT

Objective: Infantile colic is a common problem
especially in first 3 months of life and distressed crying
is the main symptom. It is characterized by crying fulfill
Wessel's criteria “crying for more than 3 hours a day,

for more than 3 days a week and for more than 3 weeks .
1t is a benign condition with spontaneous resolution in
most cases. The aim of this is to identify factors that may

A oda (e Cagaill

increase the risk of having colic and assess response to
certain medications an measures.

Methods: A case-control study was carried out on
300 babies (150 case and 150 controls) attending the
outpatient clinic of Rapareen teaching hospital for
children, Erbil, Iraq from June 1, 2014 to Sep 30, 2014.
Babies who fulfilled Wessel s criteria for infantile colic
were considered as cases.

Results: More than half of those diagnosed with

*Dlair A. K. Chalabi, MBChB, CABP, FICMS; Assistant Professor, Pediatric Department, Hawler Medical College, Erbil, Iraq.

E-mail:dulair_chalabi@yahoo.com.

*Kawes Omer, MBChB, FICMS; Assistant Professor and Senior Pediatrician, Pediatric Department, Hawler Medical College, Erbil, Iraq.
*Namir Al-Taweel, MBChB, FICMS; Community Medicine Department, Hawler Medical College, Erbil, Iraq.
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infantile colic were below 6 weeks of age (52.3%).
Colic is more in those born prematurely and who were
products of caesarian section. Most of colic babies
have crying of longer duration and mainly at night with
decreased daily sleep compared to control group with
high significant association.

Conclusions: Infantile colic is more common among
younger infants especially those born prematurely and
there is no effective medication to relieve colic.

INTRODUCTION

Infantile colic is a reason of one in six families to
consult a health practitioner' and affecting 15-40% of
babies; it usually starts early in the second or third week
of life and it is selflimited remit spontaneously within
three to four months. It is difficult to define precisely,
but could be regarded as attacks of unexplained crying
during the first three months of life.?

Infant irritability have been described by many
terms like "Fussing" which means baby is irritable
with non continuous crying while crying is a distressed
vocalisation which continues throughout the 5 seconds
and louder than fussing. It is called intense or excessive
crying when vocalisation that is both loud and distressed
sounding.?

Crying is the main complain and well known
definition suggested by Wessel frequently used for
diagnosis: “Infants are considered to have colic if they
cry for more than 3 hours a day, for more than 3 days a
week, and for more than 3 weeks”.*

Many suggestions made to know the aetiology
of colic for years, it has been linked with autonomic
hyperreactivity, progesterone deficiency, and events
during labour.’ Many researchers have been concerned
with gastrointestinal factors as a cause of colic like:
the immaturity of the gastrointestinal tract or milk
intolerance.® Underlying organic causes of colic must
be excluded as organic causes account for less than
5 percent of young infants presenting with distressed
crying.” Gastrointestinal, psycho-social, and neuro-
developmental conditions suggested as an aetiology
of excessive crying.® There is no strong evidence of

effective treatment despite infant may get benefit from
a trial of hypoallergenic formula.”

The importance of this topic is that pediatricians
face such cases almost daily where parents are seeking
reasons causing it and how to relieve it and, up to
researchers’ knowledge, this study is the first study
about this subject in Iraqi Kurdistan region.

The aim of study was to assess the influence of
demographic factors and suggested aetiologic factors
such as type of feeding, maternal smoking and other
factors on estimates of occurrence of infantile colic.

METHODS

A case control study was conducted in Rapareen
teaching hospital for children during the period from
June 1, 2014 to September 30, 2014. Rapareen hospital
is a tertiary health care hospital, and considered the
main referral hospital for the primary health care
centers of Erbil city, Iraq. In addition to the hospital
wards, emergency room, and the newborn care unit, the
hospital contains an outpatient clinic opened daily.

The sample of the study (150 cases and 150 controls)
was recruited from the outpatient clinic of the hospital.
All children aged less than three months and fulfilling
the inclusion criteria for infentile colic (Wessel’s
criteria) * were included in the study as cases provided
that they have no severe disease or a chronic illness.
The next baby aged less than three months attending
the clinic (after the case) with no colic was included as
a control.

A structured self-administered questionnaire was
used to collect information including sociodemographic
and some medical data (any symptom or sign suggestive
of systemic disease) from parents or caregivers. Crying
considered in each part of the day as:

- Day time (morning and after noon) from 6 am
to <6 pm.
- Night time (evening and midnight) from 6 pm
to <6 am.
- Whole day both day and night time.
“Certain techniques (like responding to crying with
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Variables Colic No. (%) | Control No. (%) | Total No. (%) p-value OR
3-6 82 (54) 75 (50) 157 (52.3)
Age (weeks) 7-9 34 (22.7) 40 (26.7) 34 (24.7) 0.66
10-12 34 (22.7) 35(23.3) 34 (23.0)
Male 78 (52) 74 (49.3) 152 (50.7)
Sex 0.64 1.113
Female 72 (48) 76 (50.7) 148 (49.3)
Exclusive breast
feeding 33 (22) 46 (30.7) 79 (26.3)
Bottle feeding 29 (19.3) 37 (24.7) 66 (22.0)
Tfypde_s of Mixed feeding 83 (55.3) 61 (40.7) 144 (48.0) 0.106
eedin
& Lactose free formula 2(1.3) 5(3.3) 7(2.3)
Anit-colic formula 1(0.7) 0(0) 1(0.3)
Others 2(1.3) 1(0.7) 3(1.0)
Time of Day 13 (8.7) 59 (39.3) 72 (24.0)
maximum Night 53 (35.3) 14 (9.3) 67 (22.3) >0.0001
crying Whole day 84 (56.0) 77 (51.3) 161 (53.7)
) . Yes 145 (96.7) 143 (95.3) 288 (96.0)
Weight gain 0.556 1.420
No 5(.3) 7(4.7) 12 (4.0)
Family history
of significant Yes 47 (31.3) 55 (36.7) 102 (34.0)
gastrointestinal 0.33 0.788
disease in 1* No 103 (68.7) 95 (63.3) 198 (66.0)
degree relative

Table 1. Certain demographic data in relation with infantile colic and control groups.

gentle soothing motion, avoidance of over stimulation,
using a pacifier, and carrying) were considered as
alternative therapeutic measures.!

For the purpose of this study, ethical clearance for the
study approved from the ethics and research committee
of Hawler Medical College and an oral informed consent
sought from mothers or from caregivers.

Data were analyzed using the Statistical Package for
Social Sciences (SPSS version 20). Chi-square test of
association was used to compare between proportions
while comparisons of continuous data were performed
using the Student’s t-test. A p-value of <0.05 considered
as statistically significant.

RESULTS

Large number of those diagnosed with infantile colic

were below 6 weeks of age (52.3%, Table 1), but no
significant association found when compared to control
group with no sex difference. Mixed milk feeding
(breast and bottle milk) was evident in both groups
with proper weight gain and negative family history of
significant gastrointestinal disease.

Perception of maximum crying by parents was
mainly during night rather than day time or whole day
and there was a significant association as revealed by
high percentage of night crying in cases compared to
control (35.3% vs 9.3% respectively).

T-test showed that mean daily sleep was 8.36 (£2.74)
hours per day in colic group compared to 13.92 (+2.67)
hours per day in control group which was highly
significant (<0.001).

There is a significant relation of infantile colic
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Variables Colic No. (%) | Control No. (%) | Total No. (%) p-value OR
CS 71 (47.3 54 (36.0 125 (41.7
Mode of , (47.3) (36.0 @1.7) 0.046 1.598
delivery Normal vaginal 79 (52.7) 96 (64.0) 175 (58.3)
- <37 weeks 28 (18.7) 13 (8.7) 41 (13.7)
Gesztﬁ?; age 37-42 weeks 122 (81.3) 132 (88) 254 (84.7) 0.004
>42 weeks 0 (0) 5(3.3) 5(1.7)
Yo 14 (9.3 9 (6.0 23 (7.7
Materpal €s 9.3) (6.0) (7.7) 0278 1,613
smoking No 136 (90.7) 141 (94) 277 (92.3)
<2.5kg 21 (14) 18 (12) 39 (13.0)
Birth weight 2.5-4kg 125 (83.3) 129 (86) 254 (84.7) 0.804
>4 kg 4(2.7) 3(2.0) 7(2.3)
, 1* born 61 (40.7) 57 (38) 118 (39.3)
Birth order 0.63 1.118
Later born 89 (59.3) 93 (62) 182 (60.7)
<19 year 8(5.3) 29 (19.3) 37 (12.3)
Maternal age 19-35 year 122 (81.3) 91 (60.7) 213 (71.0) <0.0001
>35 year 20 (13.3) 30 (20) 50 (16.7)
~ Ye 7(4.7 6 (4 13 (4.3
Ge'statlonal es 4.7) ) (4.3) 077 0.851
diabetes No 143 (95.3) 144 (96) 287 (95.7)

Table 2. Maternal and obstetrical data in relation with infantile colic and control group.

Factor Colic Control Total p-value OR
) No 68 (45.3) 88 (58.7) 156 (52.0)
Feeding 0.021 0.584
Yes 82 (54.7) 62 (41.3) 144 (48.0)
o No 111 (74) 65 (43.3) 176 (58.7)
Anti-colic drugs <0.0001 3.722
Yes 39 (26) 85 (56.7) 124 (41.3)
i No 142 (94.7 118 (78.7 260 (86.7
Medical herbal (94.7) (78.7) G6D 1 o001 | 4sia
therapy Yes 8(5.3) 32(21.3) 40 (13.3)
i No 58 (38.7 85 (56.7 143 (47.7
Alternative (38.7) (56.7) (47.7) 0.002 0.482
measures Yes 92 (61.3) 65 (43.3) 157 (52.3)

Table 3. Relieving factors of crying among colic and control group.

with mode of delivery as 64% of control group were
product of vaginal delivery rather than caeserian
section with odds ratio of 1.59 (CI: 1.0-2.53).
Also young mothers (<19 years) were more among
control group, while those between age of 19-35 was
the major age group for infantile colic with a high
significant association (p-value of <0.001). Maternal
diabetes or smoking during pregnancy and birth
order of the baby had no relation to infatile colic as
revealed in Table 2.

Those who were preterm are more liable for infantile
colic than control group (18.7% were below 37 weeks of
gestation, p-value of 0.004) despite birth weight had no
role in occurrence of infantile colic as shwon in Table 2.

Table 3 demonstrate that feeding (including special
formula) despite not significant and certain measures like
handling (p-value of 0.002) have a role in relieving crying
attacks among colicky group while anti-colic drugs and herbal
therapy decrease crying among control group significantly.
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DISCUSSION

Infantile colic is a common problem that may be
precipitated by many factors. Age is a factor strongly
related to colic and it has been suggested that the vast
majority of infants with colic attended clinics were in
the first 6 week of age. Previous data reveal that most
of colic cases presented early during infancy with peak
incidence by age of 6 weeks.” Mean age of affected babies
were 5 weeks in a previous study'® and this support our
findings as most of them were between 4-6 weeks of
age. Most of colic babies mothers were between 19-35
year while younger age was higher in control group as
threshold of tolerating crying in younger mothers may
be less even in normal situations and this is near to
what Chinawa et al'' concluded 61.5% of mothers were
between ages of 20-39 years.

Male and females have equal incidence of colic as
this study showed no difference regarding gender and
in agreement with other reports.'*

Mode of delivery was associated with colic in this
study, which is in disagreement with a report by Hogdall
et al’® and Savino et al'* and this may be explained by
difference in number of pregnant women exposed to
C-section from country to another.

The prevalence of colic was twofold higher among
infants of smoking mothers, but less among breastfed
infants.'® Milidou and his colleagues found that maternal
smoking increases risk of colic in their babies compared
to no smokers!” and these are against this study results
as no relation founded with smoking as declared in
other studies."* Major difference in maternal smoking
prevalence between societies may contribute to these
variations.

Although low birth weight and preterm newborns
were excluded in most previous studies,!'®!” few reports
like Lucassen’s review? support this study data were no
association founded between such factors with infantile
colic but risk increased among preterm babies (<37
weeks) and reach 16.5% compared to 11.2% in older
babies as reported by Milidou et al.?!

Few studies evaluated the relation of birth order and
colic during infancy, Talachian et al'® reported that first
born babies more liable for excessive distressed crying
while other studies have contradicting findings. 20222

The use of cow’s milk in infant feeding is less than
100 years old, and a large number of adverse effects
have been described, one adverse effect might be infant
colic. Whether cow’s milk intolerance is due to lactose
or protein intolerance is not clear. Colic also occurs in
breast-fed babies and seems to be as common as artificial
fed infant. This fact does not exclude diet as a possible
cause of infant colic, several maternal foods can cause
reactions in breastfed infants, and cows milk is the
commonest,’ unfortunately this couldn’t be conducted
in this study as most of mothers where not restricted to
specific or routine daily diet. Type of feeding (breast or
bottle) have not been reported to effect the incidence
of colic as seen in many studies**?’ but in two studies
frequency increased among breast fed babies.?>?

The American Academy of Pediatrics’ Committee on
Nutrition does not recommend changing to soy formula
in the management of colic.”? Randomized controlled
trials (RCT) founded that lactose free formulas have
no significant effect compared to placebo group,® but
soy based formula may improve symptoms as revealed
in another RCT.” Failure to thrive usually alarm
pediatrician for more investigations to exclude organic
causes of excessive crying but this will not exclude
those underwent dietary modification led to weight loss
and this may explain why their weight is not affected.

Night time is the usual time of excessive crying
perception by parents in control group as Roberts et al®
reveal that 49% had midnight and evening crying and
this may be explained by that parents adapt themself
with crying related to infantile colic compared to normal
babies at that time.

As expected, sleeping time is shorter among colicky
group than control with other studies even considerd it
as criteria for a better response.'”

History of gastrointestinal disease in first degree
relative and maternal diabetes has no relation with
occurence of colic as supported by other studies.!>!



Journal of the Arab Board of Health Specializations Vol.17, No.2, 2016

Relieving factors: No known medications,
alternative drugs or measures proven as effective
relieving factor and thier widely use may be explained
as in this study by releiving excessive crying babies
rather than colic cases, so reassuarance of parents is the
main management in these cases explaining that this
condition is benign and resolve spontaneously with no
treatment.'?

Simethicone, widely used over the counter
medication have same effect as placebo reported in a
randomized controlled multicenter trial.® Savino and his
colleagues concluded that colicky symptoms decreased
significantly in infants treated with probiotics compared
to simethicone.'

Traditional treatment have been used by parents when
medical treatment showed no improvement, herbal tea
may be effective in reducing excessive crying as do
fennel oil emulsion.?*3°

Some available data support that certain maneuvers
(like holding, using pacifier)! can minimize symptoms
when compared to use of special milk formula or drugs
as revealed in this study.

Limitations: This is a hospital-based study and so
may not show all the details on this topic, a community-
based study may improve future work.

CONCLUSIONS

Infantile colic is more common among younger
infants especially those born prematurely. There is no
effective medical treatment (like anti-colic and herbal
drugs) but alternative measures may relieve or prevent
further colic attacks.
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ABSTRACT

Objective: 1o estimate

seroconversion rate of viral hepatitis B and C among

the prevalence and

hemodialysis (HD) patients in three southern provinces
of Iraq, 2012.
Methods: A cross sectional study conducted in three

cgsaal) il sy daliy ity J) e

HD units of the major hospitals in the three southern
provinces in Iraq: Basra, Missan and Thigar. All
patients with end stage renal disease on regular HD
in the three HD units during the first six months of
2012 were included and their records were reviewed. A
questionnaire used to compile data on all the patients
with ESRD attending the three HD unit and filled by the
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investigator through direct interview with the patients
and the treating physicians. Besides basic data the
questionnaire included information on the patients’
status for hepatitis B and C depending on the lab reports,
date of contracting the infection and the immunization
status for hepatitis B.

Results: The total study group was 243, 57 (23.5%)
had hepatitis infection. This is classified as hepatitis
B (13.2%), hepatitis C (4.1%) and combined B and C
6.2%. A statistical significant association was found
between having hepatitis infection and the educational
status (p=0.01). Among the positive cases (57 patients),
25 of them were seroconverted following HD, making
the conversion rate of 11.8%. The highest rate was
in Basra (28.9%), while it was 0.0% in Missan. This
difference was statistically significant. Around 36%
were not vaccinated for hepatitis B. This proportion
was 72% in Basra, 9.4% in Missan and 6.2% in Thigar.
The proportion of partial vaccination among the whole
study group was 19.3%.

Conclusions: Around one quarter of patients are
affected by hepatitis with the profound variation
between the three provinces. The highest prevalence
was in Basra province. Urgent need to follow the
“universal precaution” to minimize nosocomial
infection particularly at the HD units.

INTRODUCTION

Infection with hepatitis viruses continues to be a
major concern among hemodialysis patients, who are
recognized as a high-risk group. Controlling the spread
of hepatitis B virus (HBV) infection in dialysis units has
been one of major triumphs in the management of End
Stage Renal Disease (ESRD) and to the transplant patients.
However HBV incidence and prevalence rates remain
high in dialysis patients in less-developed countries,
and HBV within dialysis units continues to spread in
the industrialized world. HBV infection was recognized
as highly prevalent in Hemodialysis and the CDC
issued recommendations to reduce the spread of HBV
within hemodialysis units.! These guidelines included
segregation of HBs Ag-positive patients by room, dialysis
machines, and staff, and the guidelines advised routine
serological screening for HBsAg and anti-HBs antibody.
Implementation of these recommendations reduced the
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incidence of HBs Ag seropositivity in dialysis units in
the United States from 3% to 0.5% for patients and from
2.6% to 0.5% for staff.? To prevent transmission of blood-
borne pathogen agents in general healthcare settings,
the CDC established ‘““universal precautions” in 1985,
which were updated in 1988, these are now referred to as
standard precautions. They include: washing hands after
touching blood and other potentially infectious material,
wearing gloves when touching blood or other potentially
infectious material and using gowns and face shields
when exposure to blood or body fluids is anticipated.
Additional precautions unique to the HD setting are more
stringent than universal precautions are. Specifically,
they require the use of gloves whenever patients or HD
equipment are touched and regarding HBV infection in
the Hemodialysis environment they include monthly
testing for HBs Ag in all. It also prohibit the sharing of
supplies, instruments, or medications between dialysis
patients (including ancillary supply equipment).The
HD specific precautions further mandate the separation
of clean areas (used for hand washing and handling and
storage of medications) from contaminated areas (used
for handling blood samples and HD equipment after
use) and require that non disposable items, machines,
and environmental surfaces be cleaned and disinfected
between uses.’

The highest risk among patients of acquiring HBV
infection occurred in the centers that provided dialysis
to HBsAg-positive patients but did not separate infected
patients and staff by room and machine and did not
follow the guidelines which advised routine serological
screening for HBsAg and anti-HBs antibody.”

The response to HBV vaccination range from 50%
to 90% in this population of patients. The hepatitis
(HBV) vaccination is recommended for all predialysis
and during dialysis of patients but the seroconversion
rate (anti-HBs p 10 IU/I) and adequate responses (anti-
HBs p 100 IU/I are markedly lower, quite variable
and shorter lasting than in healthy immune competent
subject, therefore, patients with ESRD should undergo
vaccination in the early stage of disease when the
primarily immune response is still intact. A reason for
poor response to HBV vaccinations in ESRD patients
includes cellular immunodeficiency and dialysis
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inadequacy.’ Therefore, careful monitoring of antibody
titers and booster doses are necessary to maintain
protection against HBV.> The recommended HBV IM
vaccine dose in chronic dialysis patients (if the patients
age is less than or equal to 20 years) is 40 ug at schedule
0,1,2,6 months.®

METHODS

A cross sectional study was conducted in the three
HD units of the major hospitals in the three southern
provinces in Iraq (Basra, Missan and Thigar). All the
patients with ESRD on regular HD in the three HD units
during first six months 2012 were included; meanwhile
the records of all patients who attended these units
during 2012 were reviewed.

A questionnaire developed to compile data on all the
patients with ESRD attending the three HD during the
period from 1% January to 30" June (six months). The
questionnaire was filled by the investigator through
direct interview with the patients, and the treating
physicians. Besides demographic data, the questionnaire
gathered data on the status of hepatitis B and C (based
on the periodic lab reports for ELISA testing), the
date of having the infection and the immunization
status against hepatitis B. This was classified as:
not vaccinated, partially vaccinated and completely
vaccinated for hepatitis B.® We depended the patients
recall and verified by information reported in the patient
file or from the treating physician.

Data were analyzed using “Statistical Package
for Social Science” (SPSS) software version 17.
Appropriate tables and graphs were used for presentation
of the data. Chi square test was used for assessment of
the association between categorical data.

Ethical and official approvals: Official approval of
the three hospitals was obtained. Verbal consent of the
patients is taken and the names of the patients in the
records were kept anonymous.

RESULTS

Among the total study group, the prevalence of
hepatitis B, hepatitis C and combined B and C was
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13.2%, 4.1% and 6.2%, respectively. Those who were
free from any type of hepatitis constituted 76.5% as
shown in Table 1. Among all patients with hepatitis,
there were 32 patients with hepatitis B (56.2%), 10
(17.5%) with hepatitis C, and 15 (26.3%) with combined
hepatitis B and C (Table 1).

No. %
Hepatitis B 32 13.2
Hepatitis C 10 4.1
Hepatitis B & C 15 6.2
Subtotal 57 23.5
No hepatitis 186 76.5
Total 243 100

Table 1. Distribution of study group by viral hepatitis
status southern provinces, 2012.

There were 50 patients (45.9%) with hepatitis in
Basra province with high proportion of hepatitis B 29
(58.0%), and 7 (14.0%) of hepatitis C and 14 (28.0%)
of combined hepatitis B and C. In Thiqar there were 4
patients (4.9%) of hepatitis, two of them had hepatitis B
(50.0%), only one (25.0%) had hepatitis C, and one had
combined hepatitis B and C. In Missan province there
were three patients (5.7%) two of them had hepatitis C
(66.7%), (Table 2).

Types of Hepatitis léf}ir;l hflilsszn F{Egir 2;32;
Hepatitis B 29 (58.0) | 1(33.3) | 2(50.0) | 32(56.2)
Hepatitis C 7 (14.0) | 2(66.7) | 1(25.0) | 10(17.5)
Hepatitis C 14 (28.0) | 0(0.0) | 1(25.0) | 15(26.3)

Total 50 (100) | 3 (100) | 4 (100) | 57 (100)

Table 2. Distribution of patients with hepatitis
by types of hepatitis.

The distribution of the subjects by hepatitis infection
status and certain demographic variables is demonstrated
in Table 3. No statistical significant was found between
hepatitis infection and gender, age, residence (urban/
rural), employment status, and marital status (p>0.05).
A significant association was found between hepatitis
infection and the province (p=0.000). Similarly a
statistical significant association was found between
hepatitis infection and the educational status (p=0.01).
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Among the positive cases (57 patients), 25 of them
were converted into positive following HD, making
the conversion rate of 11.8%. The highest was in Basra
(28.9%), while it was 0.0% in Missan, the difference is
statistically significant, (Table 4).

Regarding immunization against hepatitis B, it was
found that 71.6% of the patients were not vaccinated
in Basra compared to 9.4% and 6.2% in Missan and
Thigqar, respectively. The proportion of full vaccination
was 86.8% in Missan, 80.2% in Thiqar and the least was
in Basra (19.3%), (Figure 1).

The distribution of vaccination status of different
demographic variables is demonstrated in Table 5. No
statistical significant association was found between
immunization status and gender, age, residence (urban/
rural), employment status, educational status, and

%100 1
%90 -
%80 -
%70
%60
%50 -
%40 -
%30
%20
%10 -
%0

80.2

W complete immunize

W partialimmunize

B notimmunize

Basra Missan Thigare
Figure 1. Hepatitis B immunizations status of
hemodialysis patients in the three southern provinces

of Iraq, 2012.

marital status. In Basra 71.6% were not vaccinated
compared to 9.4% in Missan and 6.2% in Thiqar. A
significant association was demonstrated between
vaccination status and the province (p=0.000).

. ) Without With
Socio demogrgphlc hepatitis hepatitis Total p-value
characteristics
No. % No. %
Male 109 (79.0) | 29 (21.0) 138 (56.8)
Gender 0.304
Female 77 (73.3) | 28(26.7) 105 (43.2)
<40 57 (81.4) 13 (18.6) 70 (100.0)
Age interval 40-59 62 (72.9) | 23(27.1) 85 (100.0) 0.460

>60 67 (76.1) | 21(23.9) 88 (100.0)
Basra 59 (54.1) | 50(45.9) | 109 (100.0)

Province Missan 50 (94.3) 3(5.7) 53 (100.0) 0.000
Thigar 77 (95.1) 4(4.9) 81 (100.0)
. Rural 67 (76.1) | 21(23.9) 88 (100.0)

Residence 0.910
Urban 119 (76.8) | 36(23.2) | 155(100.0)
Employed 31(73.8) 11 (26.2) 42 (100.0)
Non 68(80.0) | 17(20.0) | 85 (100.0)

Employment status employed 0.214
Housewife 56 (70.0) | 24 (30.0) 80 (100.0)

Retired 31 (86.1) 5(13.9) 36 (100)

Single 23 (79.3) 6 (20.7) 29 (100.0)
) Married 123 (73.7) | 44(26.3) | 167 (100.0)

Marital status - 0.280
Divorced 15 (93.7) 1(6.3) 16 (100.0)
Widow 25 (80.6) 6(19.4) 31 (100.0)
Low 43 (23.6) | 139(76.4) | 182 (100.0)

Educational status | Intermediate | 36 (87.8) 5(12.2) 41 (100.0) 0.000
High 11 (55.0) 9 (45.0) 20 (100.0)

Table 3. Distributions of the hepatitis status (B, C, both B and C) and certain demographic characteristics.
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Variable Basra Missan Thigar Total
Total patients 109 53 81 243
Total positive hepatitis 50 3 4 57
Total positive % 45.9% 5.7% 4.9% 23.4%
No. positive pre-dialysis 26 (23.8%) 3 (5.7%) 3 (3.7%) 32 (13.2%)
No. negative pre-dialysis 83 (76.1%) 50 (94.3%) | 78 (96.3%) | 211 (86.8%)
No. converted into positive post dialysis 24 0 1 25
Conversion rate 28.9% 0.0% 1.28% 11.8%

Table 4. Seroconversion of hepatitis B and C infection among HD patients following hemodialysis by provinces.

Demographic characteristics imrll’\lll(l)ltlize ini?lﬁ?ilze i?;);nfllgz Total p-value

Gender Male 44 (31.9) 13 (9.4) 81 (58.7) 138 (100.0) 0.249
Female 44 (41.9) 10 (9.5) 51 (48.6) 105 (100.0)
<40 19 (27.1) 11 (15.7) 40 (57.1) 70 (100.0)

Age interval 40-59 35(412) | 8(9.4) 42 (49.4) 85 (100.0) 0.09
>60 34 (38.6) 4 (4.5) 50 (56.8) 88 (100.0)
Basra 78 (71.6) 10 (9.2) 21(19.3) 109 (100.0)

Province Missan 5(9.4) 2 (3.8) 46 (86.8) 53 (100.0) 0.000
Thigar 5(6.2) 11 (13.6) 65 (80.2) 81 (100.0)
. Rural 36 (40.9) | 9(10.2) 43 (48.9) 88 (100.0)

Residence 0.432
Urban 52(33.5) | 14(9.0) 89 (57.4) | 155(100.0)
Employ 15(35.7) | 4(9.5) 23 (54.8) 42 (100.0)

Employment Non employ 24 (28.2) 10 (11.8) 51 (60.0) 85 (100.0) 0.205
status Housewife 38 (47.5) 7 (8.8) 35 (43.8) 80 (100.0)
Retired 11 (30.6) 2 (5.6) 23 (63.9) 36 (100.0)
Low education 66 (36.3) | 17(9.3) 99 (54.4) | 182 (100.0)

Ed“fatt:lonal Intermediate education | 14 (34.1) | 3(7.3) | 24(58.5) | 41(100.0) 0.839
. Higher education 8 (40.0) 3 (15.0) 9 (45.0) 20 (100.0)
Single 7 (24.1) 6 (20.7) 16 (55.2) 29 (100.0)

Marital status Married 64 (38.3) | 12(7.2) 91 (54.5) | 167 (100.0) 0185

married Divorced 4(25.0) 3(18.8) 9 (56.2) 16 (100.0) '

Widow 13 (41.9) 2 (6.5) 16 (51.6) 31 (100.0)

Table 5. Distribution of the vaccination status and certain demographic characteristic.

DISCUSSION

This study showed that there was a high prevalence
of hepatitis in Basra, and much lower in Missan and
Thiqar provinces.

Aprevious study conducted in Baghdad in 2009, the
prevalence of hepatitis C was 39.5% and for hepatitis B

virus was 5.8%.” In Europe the prevalence of hepatitis
B was 13.5%,% in Bahrain and Saudi Arabia it was 9.3
%, and in Qatar the prevalence of hepatitis B was 2%
and hepatitis C was 44.6%.'°In Egypt the prevalence of
antibodies to HCV (anti-HCV) in hemodialysis patients
was 46.2%." While in Iran the prevalence of hepatitis
C was 6.58%.!2 Also, the prevalence of hepatitis C
infection among the hemodialysis patients in Yemen
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was high 62.7%." The highest risk among patients of
acquiring HBV infection occurred in the centers that
provided dialysis to HBs Ag-positive patients but without
separating infected patients, staff by room and machine
and they did not follow the guidelines which advised
routine serological screening for HBs Ag and anti-HBs
antibody.? The high prevalence of hepatitis, mainly B is
likely due to infected staff members lacked the follow of
“universal precautions”,’?
standard precautions. It was found that the vaccination
for hepatitis B was insufficient particularly in Basra
province. No guidelines or standard operation procedures

that minimize risk of transmission were found.

The study documented profound variation in
vaccination coverage against hepatitis B between the
provinces, it was found that 86.8% and 80.2% have
received full dose vaccination in Missan and Thiqar
respectively but a low proportion of patients received
full dose of vaccine (19.4%) in Basra provinces. In a
study done in Baghdad and Diwanyia provinces of Iraq
in 2011 around 51.3% and 71.7% of HD patients were
found vaccinated.'" After controlling for the specific
dialysis center risks of HBV infection, the risk for HBV
infection was found to be 70% lower in vaccinated than
in unvaccinated patients."

CONCLUSIONS

Around one quarter of the HD patients are infected,
most after starting HD and almost half are not receiving
the full doses of hepatitis B vaccine. Health authorities
are requested to enforce the principal precautions to
prevent nosocomial infections in HD units besides
enforcing vaccinating all HD patients with hepatitis B
vaccine upon starting the session.
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ABSTRACT

Objective: Good quality of postgraduate medical
studies is vital in providing a good standard of medical
care. The aim of the current study was to evaluate
the standard of the Iraqi medical postgraduate
qualification(s) in Iraq and plan improvements.

Methods: A questionnaire survey about the quality
of training for medical specialists qualified through the
local postgraduate. Twenty-six specialist joined this
study.

Results:  The analysed.
Seventeen specialists felt that the training centres
did not have an acceptable standard (65%), however
among the teaching hospitals in Iraq, Baghdad medical
city teaching hospital was considered to be of a fair

questionnaires — were

standard. Nine specialists thought that their trainers
were of a good standard (34%,), another four thought
that the standard of the trainers was variable (15%) and
the remaining thought that the competence and attitude
of the trainers were not of a reasonable standard (49%,).
Eight specialists considered that the management of the
board was good (30%), the remaining considered that
there is no enough scrutiny. All the specialists considered
that the training in the past decade was better than the
current one and that it continues deteriorating.

Conclusions: The Arab and Iraqi board faculty
need to audit the training standard and make necessary
changes for improvement. Regular assessment of
the quality of hospitals, trainee progression and the
trainers is necessary in order to improve the quality of
our specialist doctors.

*Adnan Abdilmajeed Faraj, MD FRCS (Orth&Tr.), Consultant Orthopaedic Surgeon, Associate Professor, Kirkuk Medical School, Azadi, Kirkuk, Iraq.

E-mail: dariofaraj@hotmail.com.
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INTRODUCTION

The quality control of medical training is the
responsibility of both the department of health as
well as the Royal colleges in United Kingdom and the
General Medical council. In other countries in the world
various associations, postgraduate regulatory bodies
and ministries of health provide quality control.!> The
national institute for clinical excellence demands review
and seeks ways of specialists on how the training is
well supervised to produce accredited specialists who
are competent.! Furthermore, there is a revalidation and
re-licensing process for the assessment of the specialist
after completion of the certificate of specialization in
various countries in the world to safeguard quality of
doctors in practice.?

There has not been a published report of the
postgraduate medical training governance in the third
world countries;® despite efforts to improve this. There
has been attempts in the Arab world to improve the
curriculum of the undergraduate medical education, this
however has been humble and has not been at the level
of the postgraduate training programs.* The specialists
in this study have entered the training program through
selection criteria which includes an entrance exam and
the medical college ranks.

The setup of the postgraduate training program is
public and the trainers are the local consultants chosen
by the postgraduate training council. Good trainers with
the highest postgraduate degrees and often from the
ministry of higher education are chosen to be involved
in training of Iraqi and Kurdistan boards for medical
specialization, whilst the trainers from the Arab board,
included specialists from the ministry of health. The
entry and exit examination is organized by local trainers.
Undergraduate medical school ranking of the candidates
is also considered for the entrance to the training of
different board. Entry exam includes a written exam;
the exit examination included written and bedside
examination with vivas. The Iraqi board trainees had to
present in the final year a thesis as well. The training
was taking place only in the teaching hospital(s) of the
city. Although some of the training was taken place is
the private sector, there was no partnership between the
public and private centres.
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Often foreign colleagues in the Arab world or from
Europe and USA are invited and contribute to these
exams. Up until the Iraqi sanctions started in 1992, the
Royal colleges from UK had a regular visit to Baghdad
for teaching purposes and also to run the membership or
fellowship part 1 examinations.

Iraqi board degree was titled as FIMC (fellowship
of Iraqi medical certificate) granted and governed by
ministry of higher education of Iraq. Regarding the Arab
board, the title given by the experts of ministry of health
of Arab countries was called ABMS, the Arab board for
medical specialization. These degrees are considered to
be the highest postgraduate degree in Iraq offered in the
government hospitals and institutes, and is equivalent
to certified board in United States of America (USA) or
granting CCST (completion of certificate of specialist
training in United Kingdom). There is practical and
theoretical teaching and an exit examination organized
through a committee approved by both ministries of
health and higher education of the Arab world. The Iraqi
board training scheme governs closer their candidates
than the Arab board which governs from overseas, the
Arab board degree however is better recognised in the
Arab world, and the duration of study unlike the Iraqi
board is shorter (four years compared to five for the
Iraqi board). The Iraqi board training program unlike
the Arab board includes subspecialisation.

Training modules includes regular weekly lectures
and grand rounds. The candidates are given on call duties
in the teaching hospitals of the big cities of Iraq where
there are medical schools (Baghdad, Basra, Mosul,
Erbil, Sulaymani...). Depending on the speciality, they
also attend the operating theatres; endoscopy units...
to be taught how to perform procedures and perform
procedures under supervision.

The current audit of the postgraduate medical degrees
and training programs in Iraq aims at identifying and
analysing the shortcomings in order to improve the
standard of the postgraduate medical education and to
address the training deficits.

METHODS

This study was conducted between 3 1% January and
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15% December, 15 0f2012, in the Kirkuk medical school,
on the specialists from the Northern Province of Iraq
(Kurdistan). Excluded from this study, specialists with
foreign degrees and diplomas. Included were specialists
who were granted the certificate of specialization from
Baghdad (for the Iraqi board) or from Damascus (for
the Arab board).

The current paper researched the followings; (1)
the structure of the different postgraduate medical
specialization programs in Iraq, especially the training
program and the governance responsibilities. Ethical
approval of the study was obtained from local board
administration faculties. (2) the experience of the
specialists with the training program they went
through when a trainee. This was researched through a
questionnaire and an interview of the specialist, Table
1. The questionnaire focused about the experience of
the specialist with the governance body of their board,
the standard of the hospitals they were trained in and
the trainers they had. Their recommendations for future
improvement were also documented.

Twenty-six specialists were involved in this study,
fifteen were qualified through the Iraqi board (57%)

which is governed in Baghdad-Iraq and 11 (43%) were
qualified through the Arab Board governed in Syria.
These specialists volunteered for the study. They were
all specialists in the cities of Kirkuk and Erbil. These
specialists obtained their postgraduate degrees within
the last 7 years (minimum 5 and maximum 26) of
the current study. There were 2 gynaecologists, two
radiologists; one paediatrician, two haematologists, 4
physicians, and the rest were surgeons (Orthopaedics,
general, neurosurgeon and plastic surgeons). Since it
was not possible to obtain a large number of specialized
in a particular specialty, the snowballing nonprobability
sampling was used.’

Filling in the questionnaire was implying the given
consent for the study; hence signed consent was not
obtained from these specialists. The data collected about
the postgraduate training programs were also analysed
by the author

RESULTS

The following data were obtained from the
questionnaire analysis.

Feedback from specialists: The author reviewed

Name (if you wish)

Speciality postgraduate qualification degree

Undergraduate medical school

Years since your postgraduate specialization

Place of work

Do you think the rank in the medical school should be considered for postgraduate admittance requirement

Do you consider the training you have had was well organised?

Do you think the hospitals you were trained in were of a good standard?

Do you think your trainers were of a high quality?

Do you think the management of the board was well organised and any arising problems during training was well
addressed?

Which postgraduate training program is better, the Iraqi or the Arabic?

Why?

Do you think that the quality of post graduate training was better before or now?

Why?

How do you think the Iraqi or Arabic postgraduate training program will be made better?

Do you think the Kurdistan postgraduate training for medical specialization, will be better than the Arabic or Iraq board
or not?

Table 1. The questionnaire about Iraqi postgraduate qualifications. Regarding the training you had with the
postgraduate training for the specialization, what do you think about the following questions.
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the questionnaires after being filled in and the specialist
was interviewed upon handing the questionnaire to
clarify their views. The sample was too small to search
for correlations between answers and demographic
parameters; we calculated the proportion of physicians
who answered each question Table 2.

Twenty-six specialists (3 Females, 23 Males) with a
mean age of 43 years (38-54) were questioned about the
quality of postgraduate government medical training
they received during their training, Table 1.

The data was analysed, the response to different
questions were as follows: Twenty-three out of 26
specialists (88%) thought that undergraduate ranking
should be taken in to consideration for the entry to
postgraduate specialization studies; this is the policy
for the three boards in Iraq. Seventeen specialist (65%)
thought that the hospitals where they were trained did not
have a high standard, however, the Baghdad Teaching
Hospital where considered to be of a fair standard.
Only 9 specialists (34%) thought that their trainers
during board specialization were good and the other 4
candidates thought that the standard of the trainers were
variable, the remaining 13 (50%) specialists considered
that their trainers not good enough.

Regarding the experience with the board
administration; eight specialists had good experience of
the board faculty administration in addressing trainee’s
concerns, 4 were not sure. The remaining 14 (53%) did
not think that the board office were able to resolve the
conflicts. Seven (27%) specialists thought that the Iraqi
board was better, 6 (23%) thought the Arabic board was
better. The remaining was indecisive or negative. The
Iraqi board in training assessment sounded better than
the Arab board whose faculty were mainly overseas.

Regarding the quality of training in the past decade,
twenty specialists (76%) thought that the standard of
training was better before, one thought it is better now,
the remaining were not sure. Regarding the Kurdistan
board medical specialization which is new; 9 (34%)
specialists thought it is promising, 6 (23%) thought it
is not because the trainer and the teaching hospitals are
the same for the new board as it was for the other two
board training.

18

DISCUSSION

Up until recently the local trainers were specialists
trained in the western countries, the current trainers in
Iraq are graduates of the Iraqi or Arab board. The rise of
local postgraduate training was because of difficulty in
getting higher training posts in the developed countries,
these opportunities has become bleaker.

Despite the number of trainees in the Arab world,
the strategic visions for graduating good specialists
who are competent remain not well explored.® In one
study, the dropout rate among those who joined the
local postgraduate medical training program in some
specialties was more than 30 per cent. This reflects either
the tougher standard of the course, or an inappropriate
selection process,’ or the trainee perception of the poor
quality of training. The entry criteria for postgraduate
studies in the Arab world are based on preliminary
exams, the undergraduate medical score and rank. There
is no formal interview to assess the personality make up,
communication skills and indeed the ethical standard of
the candidates. Setting up workshops and carrying out
survey like the current one should be applied to make
necessary changes toward quality control.

The current study aimed at highlighting the pitfalls
with our postgraduate qualification in an attempt to put
strategic plans for quality assurance and improvement.
No doubt that the political turmoil of Iraq over the past
4 decades has had a negative impact on the education in
general and postgraduate studies in particular. A similar
robust assessment program should be installed in to
the training program in the Arab world. The hazard of
not improving the quality by putting a proper training
program is to graduate substandard specialists who will
undermine the care of patients and block prospects for
improvement. Further research and audits on quality
control is recommended, to include medical schools,
the nursing and pharmacy graduates.

Some of the recommendations for improvement of
the training process:

- Providing competent trainers in well-equipped and
disciplined hospitals will help. The preferred ratio is 1-2
trainees for each trainer.
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- Twining with foreign well known universities, with
exchange of trainees to well organized centers of the
training program introducing genuine annual review of
competence progression (ARCP) and accreditation of
medical schools and hospitals from independent body.*

- The hospitals in Iraq are however not properly
accredited. Accreditation has been defined as “A self-
assessment and external peer assessment process used
by health care organizations to accurately assess their
level of performance in relation to established standards
and to implement ways to continuously improve.’

- It is evident from the current study that the standard
has lately dropped from the response of the specialists.
This partly is blamed on the conflicts Iraq has gone
through. There is no doubt that conflicts undermine
the health system.!® Undoubtedly good hospital and
trainers and good administration of postgraduate
training programme would have positive impact on the
training programs.'' It will be helpful that the political
system in countries in war ring fence the education and
medical training programmes from this turmoil and put
professional administration in place.

The limitations of the current study are the size of the
sample and field assessment; further larger studies are
recommended.

CONCLUSIONS

Undoubtedly the current study exposes our
postgraduate medical specialization. The way forward
would be to set up workshops to discuss the issues
openly, with the guidance of foreign or local experts in
the field. The ministry of health and higher education
should work together and make this its priority. Political
support of government is needed for upgrading any

medical education system.
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ABSTRACT of F75 and F100 prepared locally in comparison to
industrially produced milk and its relation to their

Objective: A retrospective descriptive study was outcome.
carried out to evaluate the therapeutic effectiveness Methods: Data of 264 infants and children aged 1-36
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months with severe acute malnutrition in the nutrition
rehabilitation ward; were analyzed during the period
from May 2013 till December 2014. The admission
criteria and treatment plan was according to World
Health Organization guidelines. The industrially
produced milk was available from May 2013 till March
2014 then locally prepared milk was used as alternative
till the end of December 2014.

Results: One hundred fifty nine patients received
industrially produced F75 and FI100 (group 1) and
(105) patients received locally prepared therapeutic
milk (group 2) were studied; their mean ages are
9.91 months and mean weight was 5.362+1.913. All
admitted children were complicated cases of severe
acute malnutrition; weight for height Z score; <3SD
and <48D is 33.3% and 21.6% respectively, only
6.4% of admitted patients have edema, and 44.7% are
infants under 6 months of age with severe wasting as
criteria for admission with (50.9%, 35.2% in group 1
and 2) with statistically significant result. Females and
males distribution was 55.7% and 44.3% respectively.
Comparison of indicators for monitoring therapeutic
effect of industrially and locally prepared formula shows
that the mean weight = SD is 5.107+1.79, 5.749+2.064
respectively, good and moderate weight gain is recorded
in 71.4% and 71%, duration of hospitalization and death
show no significant differences in both groups. The
mortality in nutrition rehabilitation centre is 5.67% and
sepsis constitutes 60% of all deaths with high frequency
of death recorded in patients with poor weight gain
and those with severe wasting; with significant result of
p-value, 0.008 and 0.000 respectively.

Conclusions: Locally prepared F75 and FI100
formula has the same therapeutic effect as the
industrially produced F75 and F100 in the management
and outcome of patients with severe malnutrition.

INTRODUCTION

Severe acute malnutrition (SAM) is a major cause
of mortality and morbidity in children under five
years of age in developing countries.' In the period
2011-2013, the precentage of children younger than 5
years of age; in developing countries and in the least-
developed countries who suffer frommoderate to severe
malnutrition seen in was 14% and 25% respectively;
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the highest rates of moderate-severe malnutrition seen
in South Asia and West Central Africa, 42% and 23%,
respectively.’

With proper management of severe acute malnutrition
in nutrition rehabilitation center (NRC) and follow up
care; the lives of many children could be saved and the
case fatality rate can be decresed from over 30% to less
than 5%.!

Standardized case management protocol as suggested
by World Health Organization (WHO): appropriate
feeding, micronutrient supplementation, antibiotic
therapy, intravenous fluid for shock state, ReSoMal
solution for rehydration and careful management of
complications.

Feeding is a critical part in management of SAM, in
the stabilization phase cautious approach is required
because of the child’s fragile physiological state and
reduced homeostatic capacity. Feeding should be
started as soon as possible after admission and should
be designed to provide just sufficient energy and protein
to maintain basic physiological processes. Milk-based
formulas such as starter F75 containing 75 kcal/100
ml and 0.9 g protein/100 ml will be satisfactory for
most children. In the rehabilitation phase a vigorous
approach to feeding is required to achieve very high
intakes and rapid weight gain of >10 g/kg/day. The
recommended milk-based F100 contains 100 kcal and
2.9 g protein/100 ml.

The composition of pre-packaged F75 and F100
prescribed by training manual of WHO and several
recipes are given; that provide energy and protein
needed for stabilization and catch up. The choice of
recipes may depend on the availability of ingredients
particularly type of milk and cooking facilities.!

METHODS

The data of admitted children to the nutrition
rehabilitation ward with SAM were analyzed
retrospectively from 1 of May 2013 till 31 of December
2014 and divided into two groups. The reviewed data is:
age, sex, Z score, weight on admission and discharge,
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weight gain, duration of hospitalization, clinical

diagnosis on admission and their outcome.

One hundred fifty nine patients receive industrially
produce F75 and F100 (group 1) and 105 patients
receive locally prepared therapeutic milk (group 2).
The industrially produced milk was available from May
2013 till March 2014 then locally prepared milk was
used as alternative till the end of December 2014.

The preparation of F75 and F100 recipes was based
on local source ingredients. The recipes of F75 include
cereal flour require cooking prescribed for SAM with
diarrhea: dried whole milk 35 g, sugar 70 g, cereal flour
35 g, vegetable oil 20 g, and locally prepared mineral
mixture 20 ml and added water to make 1 liter.

F100 ingredients include:dried whole milk 110 g,
sugar 50 g, vegetable oil 30 g, mineral mix 20 ml and
added water to make 1 liter.

The contents of the mineral mix are potassium
chloride, tri-potassium citrate, magnesium chloride,
copper sulphate and zinc acetate already prepared in
the ward. Diluted F100; special therapeutic formula
especially prepared for infants <6 months or infants
> 6 months weigh < 4 kg without edema, prepared by
adding 35 ml of clean water to 100 ml of F100 already
prepared to have 135 ml diluted F100.3 Preparation of
therapeutic milk need staff, time and kitchen facilities
while commercial therapeutic milk preparation sourced
from Nutriset, France which is more easily prepared;
just mixing powder with measured water.

Our aim is to evaluate the therapeutic effectiveness
of F75 and F100 prepared locally in comparison to
industrially produced milk in management of severe
SAM as well as study some selected variables of
malnourished patients.

RESULTS

Data of 264 infants and children with severe acute
malnutrition (SAM) who were admitted to nutrition
rehabilitation ward analyzed; their ages ranged from
1-36 months and mean age was 9.91 months with
standard error 0.479.
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Females and males distribution are 55.7% and 44.3%
respectively with frequency of patients according to
their age group shows that 44.7% are infants below six
months of age, and 73.1% are below twelve months.

One hundred fifty nine patients receive industrially
produce F75 and F100 (group 1) and 105 patients
receive locally prepared therapeutic milk (group 2).
Distribution of age and sex reveals that higher frequency
of infants <6 months (50.9%, 35.2%) in 2013 and 2014
with significant result as shown in Table 1.

Groupl* Group2**
Variables p-value
No. (%) No. (%)
<6 81(50.9%) | 37 (35.2%)
Age 6-12 37 (23.2%) | 38 (36.2%)
groups 0.03
(months) 12-24 34 (21.4%) | 22 (21.0%)
24-36 7 (4.4%) 8 (7.6%)
Females | 94 (59.1%) | 53 (50.5%)
Sex 0.2
Males 65 (40.9%) | 52 (49.5%)
Total 159 (100%) | 105 (100%)

*Patients receive industrial therapeutic milk
**Patients receive locally prepared milk
Table 1. Age and sex distribution in group 1 and
group 2.

Table 2 shows reviewed data of clinical presentation
of malnourished children reveals high frequency
of pneumonia and acute diarrhea (30.3% and 27%)
respectively. Mean days of hospitalization is 6.829+4.45;
ranged from 1-30 days with median 6.00 days and
mean (weight=SD) on admission and discharge was
5.362+1.913, 5.664+1.957, respectively.

Main Clinical Presentation No. (%)

Acute diarrhea 73 (27 %)
Chronic diarrhea 35 (13.25%)
Pneumonia 80 (30.3%)
Poor weight gain 33 (12.5%)

UTI 16 (6 %)

Sepsis 20 (7.57)

Others 7 (2.6%)

Total 264 (100)

Table 2. Clinical presentation of malnourished
children admitted to NRC.
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Variables No. (%)
<-3SD 88 333
<-4SD 41 15.5
Z Score .
Severe wasting 118 44.7
Edema 17 6.4
Mean+SD 6.829+4.452
1-7 181 68.6
Duration of hospitalization 7-14 69 26.1
14-21 9 34
21-30 5 1.9
. . Good (>10) 125 47.3
Weight gain
Moderate (5-10) 63 23.9
g/kg/day
Poor (<5) 76 28.8
Mortality 15 5.68
Total 264 100

Table 3. Selected variables of studied patients.

Variables Group 1 Group 2 p-value
Weight 5.107£1.79 5.749+2.064 0.22
Duration of hospitalization 6.66:+4.56 7.085+4.276 076
No. (%) No. (%)
1-7 113 (71.06) 68 (64.76)
7-14 39 (24.52) 30 (28.57) 0.66
14-21 4(2.51) 5 (4.76)
21-30 3 (1.88) 2(1.9)
Weight gain (gram/kg/day) No. (%) No. (%)
Good (>10) 73 (45.9) 52 (49.5)
Moderate (5-10) 40 (25.2) 23 (21.9) 0.79
Poor (<5) 49 (28.9) 30 (28.6)
Death 9 (5.66) 6(5.7)
Total 159 105

Table 4. Comparison of indicators for monitoring therapeutic effect of locally
prepared versus industrial therapeutic milk.

Only 6.4% of admitted patients have edema, and
44.7% are infants under 6 months of age with severe
wasting as criteria for admission; as well as the duration
of hospitalization in 68.6% of patients is 1-7 days and
only 5 patients stay for >3 weeks. Good and moderate
weight gain reported in (47.3%, 23.9%) respectively,
Table 3.

Some selected variables of patients receive industrial
therapeutic milk (Nutriset) (Group 1); and patients
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receive locally prepared milk (Group 2); as mean
weight, duration of hospitalization, weight gain and
death are studied in Table 4 which shows no statistically
significant differences of studied variables.

Death is studied in relation to some selected variables
as weight gain, duration of hospitalization and Z score
is shown in Table 5. High frequency of death recorded
in children with poor weight gain as well as those with
Z score < -4 SD, with significant result; p-value was
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No. Death (15) Total p-value
Good 123 2 (1.6) 125
Weight gain Moderate 59 4(6.3) 63 0.008
Poor 67 9(11.8) 76
1-7 168 13(7.1) 181
Duration of hospitalization 714 o7 2(28) 69 0.45
14-21 0
21-30 5 0 5
<-3SD 86 2(2.27) 88
Z Score <-4SD 36 5(12.1) 41 0.000
Severe wasting 110 8 (6.77) 118

Table 5. Relation of death to selected patients variables.

No. (%) | Duration of hospitalization Age of patients (months)
Causes of death
1-7 >7 1-6 m 6-12 m 12-36
Spesis 9 (60) 7 (58.3) 2 (66.7) 4 (50) 4 (80) 1 (50)
Severe pneumonia 3 (20) 2 (16.7) 1(33.3) 2 (25) 0 1 (50)
Chronic diarrhea 1(6.7) 1(8.3) 0 1(12.5) 0 0
Complicated malnutrition 2 (13) 2 (16.7) 0 1(12.5) 1 0
Total 15(100) | 12(100) 3 (100) 8 (100) | 5(100) 2 (100)

Table 6. Causes of death in relation to days of hospitalization and age of patients,

p-value is not significant (Exact FissureTest).

(0.008, 0.000) respectively. The mortality in NRC was
5.68% and sepsis constitutes 60% of all deaths and
58.3% of death cases due to sepsis in first 7 days of
admission (7 out of 9), as well as 80% of all death cases
occur in 1-7 days. Death in infants less than 6 months
accounts for about 53% but neither the age nor the
duration of hospitalization significantly associated with
the causes of death, (Table 6).

DISCUSSION

Approximately half of all deaths in children under
five are due to under-nutrition as well as they are at
risk of death from common infections.* The problems
of malnutrition in Iraq began to appear from the early
nineties, due to the circumstances the country had been
through due to war, sanctions and many other factors,
which collectively led to many health problems, one
of which was malnutrition. Management of SAM
according to WHO guideline in nutrition rehabilitation
ward was established actively since 2003 in Basra
General Hospital.
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In 2011 “Multiple indicator cluster survey” (MICS4)
was carried; shows that 8% of under-five children in
Iraq are moderately or severely underweight, and 4% of
them are severely underweight. Additionally, more than
one fifth (22%) of children are severely or moderately
stunted with 10% of them severely stunted, results also
indicate that almost 7% of children are wasted, and 3%
of them are severely wasted.’

Current study shows that the admitted malnourished
children ages are below 36 months and 2/3 of them
below twelve months similar result concluded by Firas
et al in Basra who shows that more than 2/3 of admitted
children to NRC were below 12 months age, and female
affected more than male, this is in agreement with other
survey possibly because of much care given for males
than females.® In contrast to a study carried out by
Manisha et al in India, their studied patients aged 6-59
months.’

Pneumoniareported with higher frequency in admitted
children with malnutrition due to impaired immunity;
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followed by acute diarrhea and chronic diarrhea; which
is due to starvation diarrhea, and decreased pancreatic
enzymes secretion. Similar finding was concluded by
Esi et al. in Ghana® and Ashraf et al in Dhaka.’

All admitted children are severely malnourished
according to the admission criteria postulated by WHO
guide line for management of severe malnutrition; those
below 6 months are with severe wasting having problems
with breast feeding. Only 6.7% of patients present with
edema; this is in agreements with study carried out by
Khanam et al;'° and Ashraf et al in Bangladesh.” Whom
conclude; that marasmus was predominant in Asian
countries while kwashiorkor in Africa.

Although the duration of management of severe
malnutrition according to WHO manual of management
of SAM; is about six weeks, it was noted that higher
frequency of children admitted to the nutrition
rehabilitation ward for 1-7 days and maximum stay at
hospital was 30 days (only in 5 patients), as well as they
were discharged home on their request for personal and
social reasons, many studies had same conclusion.”!!

More than two third of patients had moderate-good
weight gain, many literatures with different results;
mean weight gain is 9.7 and 5.5 g/kg/day in study
carried out by Gaboulaud et al'? and Mitulkumar et al'!
respectively.

With proper case management of severe malnutrition
the case fatality rate reduced to less than 5%. In current
study the mortality was 5.68% which is close to the
desired target. Over previous years 2008, 2009, 2010
and 2014; the mortality in NRC of Basra General
Hospital decreases from 7.6%, 7%, and 6.9% to 5.6%
respectively from registered data. Other researchers
Hossain et al record a case fatality rate of 10.8%.!3

Indicators for monitoring therapeutic effect of
industrial and locally prepared therapeutic milk in term
of recovery (weight gain), mortality and duration of
hospitalization show no significant differences.

This is in agreement to the results concluded by Ould
Sidi et al whom investigate the therapeutic effectiveness
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of locally prepared F75 and F100 for treatment of severe
malnutrition in Mauritania.'

CONCLUSIONS

We conclude that industrially produced therapeutic
milk shows no superior advantage than locally prepared
milk in term of weight gain, mortality and days of
hospitalization in the management of severe acute
malnutrition.
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ABSTRACT

Surgery has been the only effective treatment for
morbid obesity, with long-term sustained weight loss
and postoperative complete resolution or significant
improvement in the obesity comorbidities. Bariatric
surgery is feasible and safe, when carried out in
specialized medical institutions properly equipped
to care for the obese in a multidisciplinary setting.
Laparoscopic sleeve gastrectomy (LSG) is a surgical
procedure that is being increasingly performed on
obese patients. Gastric leak is one of the most dreaded
complications following bariatric surgery as it can lead
to significant morbidity and mortality. We report a case
of fistula after open sleeve gastrectomy in a patient who
primarily diagnosed and managed in an incorrect way
until he came to us where he received an appropriate
treatment.

INTRODUCTION

Gastric leak is a known complication after sleeve

gastrectomy (SG) with a reported incidence, between
0% and 7% after SG.! Despite the apparent decreased
incidence overtime, gastric leak remains an important
cause of overall morbidity and mortality after primary
stapled bariatric procedures. The etiology of gastric
leaks is multiple but generally falls into mechanical/
tissue causes or ischemic causes, both of which involve
intraluminal pressure that exceeds the strength of the
tissue and/or staple line.?

The clinical presentation of gastric leak may be more
subtle or delayed in obese patients, relative to normal
weight patients, making the diagnosis of a gastric leak
challenging in many patients.’ Once signs and symptoms
develop, prompt diagnosis and treatment of a leak
may minimize the inflammatory and septic sequelae,
although evidence suggests that the immunoreactivity
of the host determines the endogenous inflammatory
responsiveness to a greater extent than the timing of
treatment alone.*

*Kusay Ayoub, MD; Department of Surgery, Aleppo University, Aleppo, Syria, CES of General Surgery, Diplomelnter Universitaire Francophone De Senologie),

Aleppo, Syria. E-mail: kusayayoub@hotmail.com.

*Nihad Mahli, MD; Professor General Surgery, Aleppo University Hospital, Aleppo, Syria.
*Waddah Shabarek, MD; Department of Surgery, Aleppo University Hospital, Aleppo, Syria.
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CASE PRESENTATION

A 30-year-old morbidly obese male underwent an
open sleeve gastrectomy by general surgeon (who has
no experience in laparoscopic surgery). There was
no previous history of any operation. Co-morbidities
included hypertension (controlled by 5 mg of bisoprolol
fumarat daily). With a BMI of 64.54 kg/m?. The sleeve
gastrectomy was performed and the smooth of procedure
was unknown, the surgeon used USCC Tyco staples and
did not re enforce the stable line.

On the 3rd post operation day the patient discharged
home, on 40 mg of omeprazole proton-pump inhibitor
(PPI) with detailed dietary instructions, including strict
prohibition of early solid food consumption, were
reinforced. On the 4th post-op the patient complained
from pyrexia, anorexia and weakness, so his surgeon
put him on broad-spectrum antibiotic therapy. On the
8th post-op the patient drank some juice which came
from the side of drain.

Next day the patient presented with severe pain in
left chest and upper abdomen, on examination (O/E)
there were tenderness and rebound tenderness in upper
abdomen.

WBC: 10000 with shift to the left, abdominal
ultrasound (US) revealed about 300 ml fluid collection
in sub phrenic area. The patient was put on none per
oral (NPO), providing parenteral nutrition and broad-
spectrum antibiotic therapy.

On the 11th the surgeon decided to re-open the
patient, the operation lasted 6 hours, the smooth of the
procedure was unknown, feeding jejunostomy and re-
drained were done, and the patient discharge home after
3 days. Unfortunately, the patient was getting worse,
he complained anorexia, weakness and abdominal
distension after insertion any liquid via feeding
jejunostomy.

At this stage, the patient decided to come to us for
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consultation: O/E the patient condition was bad, with
generalized weakness, nausea, dehydration, and his vital
signs were: temperature 39.5, WBC 13000, Neutrophil
90%, and there was hypercalcemia. Chest X-ray small
bilateral pleural effusion. The patient admitted to
hospital and all abnormalities were corrected.

Figure 1. Gastric fistula near angle of His.

The upper gastrointestinal (GI) study revealed gastric
leak near angle of His, Figure 1.

On gastrointestinal endoscopic (GIE) there was
gastric fistula near angle of His, Figure 2.

An endoscopic stenting (Figure 3) was inserted
during the procedure. Patient had improved quickly, the
leak stopped after 2 days and the fistula healed. After 8
weeks during (GIE) the stent removed and fistula site
healed, Figure 4 and 5.

Following up 4 months the patient lost 60 kg
(BMI=43.03), all laboratory analysis are normal,
nutritional state are normal, hypertension is cured.

DISCUSSION

Gastric leak post SG is an important cause of
morbidity and mortality. An overall decline in the
incidence of leak after SG has been documented since
the procedure’s inception. Part of this decline may be
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related to an emphasis on standardization of technique
based on accrued experience as well as published
consensus

recommendations from international

summits and expert panels.>®

It is estimated that 75%-85% of leaks after SG will
occur at the proximal third of the greater curvature staple
line as opposed to the distal or antral staple line.”® A few
series have reported leaks exclusively at the proximal
third of the greater curvature staple line.”!" Leaks have
been reported to occur in the early postoperative period
within a few days of surgery; however, most series have
reported leaks occurring after 45 days (5 to 48 days)

Figure 3. Endoscopic stenting was inserted.

after surgery in 50%-80% of patients.'*!> A recently
published large systematic review looking at SG and the
risk of a leak, which included 4888 patients, reported
79% of leaks were diagnosed after hospital discharge
and 10 days after surgery.” Technical factors that have
been associated with an increased risk of a leak include
bougie size 40F; narrowing or stricture of the sleeve
conduit, particularly at the level of the gastric incisura;
and inadvertent stapling of the esophageal wall (rather
than gastric tissue) at the gastroesophageal junction
when creating the proximal staple line.'®

Routine early postoperative UGI contrast studies are

Figure 4. Gastric sleeve after removing the stent.

Figure 5. Esophagus post stent removal.
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seldom advocated in most centers.®!%151720 Early post-
operative UGI contrast studies have very low sensitivity
to detect a leak early after SG, because most leaks are
reported to occur after hospital discharge and 10 days
after surgery.” In addition, UGI contrast accuracy may
vary depending on patient factors, such as body size and
the ability to stand and swallow, among others, along
with experience of the radiologist, the size of the leak,
and the contrast material used.?!

Tachycardia, fever, and abdominal pain (often
radiating to the left shoulder or scapular region) are the
most common, but not exclusive, signs of a GI leak after
SG.

In general, laboratory examinations are rarely
contributory.!" In patients with clinical signs or
symptoms of a suspected leak after SG, UGI contrast
studies have a low sensitivity (0%-25%), though higher
specificity (90%-95%). Because of its higher sensitivity,
most studies recommend obtaining a CT with oral
and IV contrast as the method of choice for diagnosis
of a leak in patients who show signs and symptoms
suggestive of a leak but remain clinically stable.!!+12:2223

Inclusion of the chest may help rule out other causes of
tachycardia such as pneumonia, pulmonary embolism,
or pleural effusion. CT results are also influenced by
patient factors, the experience of the radiologist, the
size of the leak, and the contrast material used; however,
high sensitivity (83%-93%)%1%15 and specificity (75%-
100%)'>2° are reported in most series.

Laparoscopic or open reexploration is an also
appropriate diagnostic option, regardless of the
feasibility of obtaining a postoperative imaging
test, when a GI leak is suspected. Reexploration is
characterized by a higher sensitivity, specificity, and
accuracy than any other postoperative test to assess
for leak and should be considered to be the definitive
assessment for the possibility of leak when the patient is
clinically unstable, or in the scenario where in alternate
diagnoses have been excluded and/or clinical suspicion
remains.>"

In an acute postoperative leak (5 days) the primary
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goal of surgical management is to ensure prompt
adequate drainage to avoid or manage abdominal
sepsis and its consequences. Secondary goals include
confirmation of diagnosis and insertion of a feeding
jejunostomy.

Given the higher pressures with in the sleeve conduit,
leaks may be difficult to seal despite adequate drainage.
Over time, these may evolve into a chronic fistula.
Non-operative management of these fistulas should
be favoured whenever possible. Average closure time
of these fistulas may be 4 weeks. Closure times of 3
months are not uncommon and durations of 200 days
have been reported.®2>2

Multiple surgical procedures have been described
for management of nonhealing fistulas. They include
laparoscopic or open gastrojejunal anastomosis,’*
conversion to GB*? total gastrectomy with esophago
jejunostomy®?83335 and T-tube placement.*® ¥’

The main stay of treatment of gastric leak after
SG relies on adequate drainage, nutritional support,
and antibiotics.”® Many surgeons advocate an initial
nonoperative approach for treatment of GI leaks after
sleeve gastrectomy in stable patients, whether presenting
earlyorlateaftersurgery.>!#353¢3¥Nonoperative treatment
of leaks can require multimodality, multidisciplinary
approach to treatment, which may require input from
gastroenterologists and radiologists in addition to the
surgeon. The endoluminal, self-expandable stent may
conform well to the tubularized stomach conduit after
SG to effectively exclude the site of aproximal staple
line leak. Stenting may allow patients to support their
own nutritional needs with oral feeding during the
healing process, potentially decreasing the overall
duration of treatment.” The majority of patients treated
with an endoluminal stent achieve complete healing
with a success rate of 55%-100%.510:13.20.39-53

CONCLUSIONS

Bariatric surgery is an advance surgery and must be
done by a team of expert surgeons. Laparascopic sleeve
gastrectomy (LSG) today is safe and effective procedure
for morbidly obese.
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Leak is a dreaded complication after sleeve
gastrectomy and is associated with significant morbidity
and mortality. Early identification and management is
very important to minimize the morbidity associated
with the systemic inflammatory response and sepsis.

Ahigh index of suspicion is vital to diagnose and treat
the staple-line leak. Percutaneous draining any intral
abdominal fluid collections is the treatment of choice.

Endoscopic stenting has become an appropriate
adjunct to this strategy and can obviate the need
for reoperation in some patients. Early diagnosis of
any complication and asking for help from an expert
bariatric surgeon is a good strategy for junior surgeons.
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A CASE REPORT OF EMPHYSEMATOUS PYELONEPHRITIS
AND REVIEW OF THE LITERATURE

bl o) dealyey Al 4K daya Gilgil) Alla age
Yasin Idweini, MD, PhD, FEBU

dadlgd| 7&‘..39: ol o

Al Ladla

il Aalles e gamse il i g ) g Lele 25 e (g8 el 4l 030 s zaie cile 66 spac ape Alla b Lad e
ol dgall Aalay (il & dealsia all e el Jle AN Cilag  aadis o OB e (el (8 Ganall Jsd
adl e Liand) LS alaxs 8 g L) Al sl cpedal . e sand S ang Ll Ciminy 5 e e Gl elall AN 128
) Gy Ll e (AT ey lgll ALY 2K Ayl Gl iy L JfdsessSe 364 iS¢ )y 3ale/17000
350 Sl elall iage vie VA alaae Chaad Al deda Alla ) el Jassy alf (e 55l Ay By gdins AN Jpalay o500
daalall 3halls ool el 5l agmg ) sa5s Adad) Bylall 8 slaw) dags eV e Alfis L Gia ey cpaad) Sl Jans
LA Gl (8l an g ae (Sl elall T g 4 gaal) cilalall ¢ Uae by Aladlaall dadleally Alall s o5 4400 G il

ABSTRACT

We report a case of a 66-year old male patient,
married, not smoker, with past history of diabetes
mellitus for 25-year duration, and hypertension on oral
medications, admitted to medical department as a case
of urosepsis and renal impairment, he was complaining
of bilateral loin pain, more in left side, continuous,
radiated to back, associated with dysuria, bad appetite
and fever for two weeks duration. Laboratory results:
WBC was 17.000, serum createnine: 364 umol/L. EPN
is a gas-producing necrotizing bacterial infection that
involves the renal parenchyma and perirenal tissue with
a variable clinical picture ranging from mild abdominal
pain to septic shock. The majority of cases occur in
diabetics with poor glycemic control while a small
percentage may be due to urinary tract obstruction that

results in the presence of gas in the renal parenchyma,
collecting system or perinephric tissue. We report a case
of EPN which was managed by conservative treatment
with antibiotics and control of diabetes with internal
drainage of both kidneys.

INTRODUCTION

The first case of gas-forming renal infection was
reported in 1898 by Kelly and MacCallum.! Since then
many names to describe EPN such as renal emphysema,
pyelonephritis emphysematousa and pneumonephritis.?
In 1962 Schultz and Klorfein proposed emphysematous
pyelonephritis as the preferred designation name,
because it stresses the relationship between acute renal
infections.® EPN is a severe, potentially fatal, necrotizing
pyelonephritis with a variable clinical picture ranging

*Yasin Idweini, MD, PhD, FEBU; Al-Bashir Hospital, Urology Department, Amman, Jordan. E-mail:yasin_idweini@hotmail.com.
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from mild abdominal pain to septic shock. The majority
of cases occur in diabetics with poor glycemic control
while a small percentage may be due to urinary tract
obstruction.** Previous researchers have postulated that
vigorous resuscitation and appropriate medical treatment
should be followed by immediate nephrectomy.>¢

However current advances in treatment, allow
patients to be treated with percutaneous drainage in

combination with broad spectrum antibiotics.*”#
CASE PRESENTATION

We report a case of a 66-year-old male patient,
married, not smoker, with past history of DM for 25
year duration and HTN on oral medications, patient
admitted to medical department as a case of urosepsis
and renal impairment, he was complaining of bilateral
loin pain, more in left side, continuous radiated to back
associated with dysuria, bad appetite and fever for two
weeks duration. Laboratory results: WBC was 17.000
mm?, serum createnine: 364 umol/L.

Patient was treated with antibiotics (Tazocin) for
two weeks duration without improvement. Abdomen-
pelvic CT scan performed without IV contrast due to
elevated createnine on 9-6-2014 which showed Lt
kidney: enlarged in size (13.5 cm X 8.9 cm) swollen
and surrounded by dirty fat planes. Gas density bubbles
were noted within kidney, ureter (1.6 cm in diameter
down to VUJ) focal thickening of urinary bladder wall,
ureter, and Lt VU], and no definite stones were seen.
Rt Kidney: showed two cortical cysts otherwise normal.
No focal lesions could be seen in liver, spleen, pancreas,
adrenals. Another follow-up CT scan done on 16-6
-2014 which showed swelling of the Lt kidney with
multiple air bubbles were noted in the Lt kidney and
the urinary bladder. Lt sided pleural effusion, slightly
thickened of urinary bladder. Normal Rt side, Figure 1.

Then urgent urological consultation was advised, and
immediate bilateral JJ stent insertion were performed,
then, the patient was transferred to our department and
DM was controlled by blood coverage scale, urine and
blood cultures were done and E.Coli was isolated, and

@
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Figure 1. Patient CT scan.
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antibiotic therapy was changed regarding the culture
result. Teinam antibiotic was given, the fever subsided
three days later, general condition improved and the
serum createnine also improved. Patient remained
asymptomatic and was discharged on antiseptic with
nitrofurantoine orally. Follow-up CT scan done on
3-7-2014 which showed enlarged Lt kidney with picture
of pyelonephritis but without air bubbles and bilateral JJ
in situ, Figure 2, and 3.

The patient was asymptomatic without fever and with
good condition and he was still on antiseptic therapy.
His serum createnine was 160 unit/mol.

DISCUSSION

EPN has been defined as a necrotizing infection of
the renal parenchyma and its surrounding areas that
results in the presence of gas in the renal parenchyma,
collecting system or perinephric tissue.* More than
90% of cases occur in diabetics with poor glycemic
control. Other predisposing factors include urinary tract

obstruction, polycystic kidney and stage renal disease
and immunosupression.*> Patients with EPN present
with fever, flank pain, and vomiting that fail initial
management with parenteral antibiotics pneumaturia
may be present.

The pathogenesis of EPN remains unclear, however
four factors have been implicated, including gas-
forming bacteria, high tissue glucose level (favoring
rapid bacteria growth), impaired tissue perfusion
(diabetic nephropathy leads to further compromise
regional oxygen delivery in the kidney resulting in
tissue ischemia and necrosis: nitrogen released during
tissue necrosis) and a defective immune response
due to impaired vascular supply. Intrarrenal thrombi
and renal interactions have been claimed to be
predisposing factors in non-diabetic patients.*® The
main bacteria causing emphysematous pyelonephritis
are the classical germs of urinary tract infection. The
most common is Escherichia coli, other bacteria
include Klebsiella pneumonia, Proteus mirabilis and
Pseudomonas aeroginosa.*’ Anaerobic infection is

Figure 2. Follow up CT scan.
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Figure 3.

extremely uncommon.’ Various imaging techniques can
be used to detect gas within the genitourinary system.
Ultrasound is insensitive for the diagnosis of renal gas,
but useful in diagnosing urinary tract obstruction, it is
also a readily available, non-invasive method that is
quite useful in the hands of experienced practitioners.!!
Non-contrast CT scan remains the diagnosis method of
choice. In addition to showing the presence of gas, it
defines the extent of the infection and can diagnose any
obstruction.>*

Two staging systems, based on CT findings, have been
proposed for prognostic and therapeutic reasons; Wan
et al"® described two types: type (I) included patients
showing parenchymal destruction with streaky or
mottled gas but with no fluid collection. These patients
had a mortality rate of 69%. Type (II) patients had renal
or perirrenal fluid collections that contained bubbly
or loculated gas or gas within the collecting system.
The mortality rate in this group was 18%. Huang and
Tseng et al defined four classes: class I, gas was limited
in the collecting system; class II, gas was in the renal
parenchyma space, class Ill, to thepararenal space;
class 1V, was referred to bilateral emphysematous
pyelonephritis or a solitary kidney with emphysematous
pyelonephritis.**

In our case, management was based on the clinical,

37

laboratory and radiologic findings and as the patient
was stable, conservative treatment with antibiotics and
control of the diabetes performed. Internal drainage of
both kidneys by bilateral stenting with JJ performed,
this management saved nephrons and the patient life.
Patient condition improved after proper management
of his aggressive infection with immediate proper
drainage, proper antibiotics and control of his diabetes.

CONCLUSIONS

The treatment of EPN remains controversial. In
summary, in high risk groups, such as diabetes presenting
with persistent upper urinary tract infection semiology
that does not resolve with proper antibiotic treatment,
the presence of a severe renal infection such as EPN
should be considered. CT-guided percutaneous drainage
or open drainage or internal drainage as JJ insertion
to release obstruction, along with antibiotic treatment
may be a reasonable alternative to nephrectomy.
However surgical intervention should not be delayed
in patients with extensive disease or in those who do
not substantially improve after appropriate medical
treatment and drainage.
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THE DISCOVERY OF THE PROMASTIGOTE EXISTENCE WITHIN THE
INFECTED TISSUES OF CUTANEOUS LEISHMANIASIS IN HUMAN HOST
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ABSTRACT

Leishmaniasis is an endemic parasitic disease in 98 countries. It is widely distributed throughout the world,
caused by vector-borne, obligate, intracellular hemoflagellates of the genus leishmania. The parasite continues its
life cycle transforming to promastigote in the midgut of the sandfly vector and is transmitted to the human host in the
form of promastigote through the bite of the sandfly. Other less encountered forms of transmission are because of a
laboratory accident, direct person-to-person transmission, organ transplant and blood transfusion. There is evidence
that leishmaniasis may be transmitted either in utero or during the peripartum period. The promastigote form is
considered the primary organism of disease transmission between the vector and the host. By not having a chance to
continue its life cycle and transform into promastigote within the vector sandfly, and considering the many different
routes of transmission other than the sandfly bites, it is reasonable to assume an alternative possible existence of the
promastigote form of the parasite in the infected lesion of cutaneous leishmaniasis in human host. The information
presented below indicates that a real transformation of amastigote to promastigote form occurs within the human
host cutaneous lesion in the extracellular fluid after the macrophage membrane eruption and the amastigote release.
New techniques are recommended for future studies to confirm these findings including real time Polymerase chain
reaction (PCR) and applying the immunohistochemistry techniques using novel monoclonal antibody (mAb) against
the parasite flagellate (promastigote form) cell wall component.
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Medical Case

Resolution of Lumbar Disk Herniation without Surgery

Gala (90 kRl (@R o el GUEH aal

A 29-year-old woman presented to the spine clinic with new-onset pain in her right leg, accompanied by
paresthesia. There were no bowel or bladder symptoms. Magnetic resonance imaging (MRI) of the lumbar spine
revealed a lumbar disk herniation resulting in substantial spinal stenosis and nerve-root compression (Panel A,
arrow). She elected conservative treatment with physical therapy and an epidural injection of glucocorticoids.
A second MRI obtained at follow-up 5 months after presentation showed resolution of the herniation (Panel B,
arrow). Lumbar disk herniation has an uncertain natural history. Data from clinical trials suggest that patients who
have herniated lumbar disks have similar long-term outcomes whether they undergo surgery or elect conservative
management. In addition, the risk of subsequent catastrophic worsening without surgery is minimal. This patient
reported that she began to have back pain after playing volleyball several years before presentation, whereas the
pain and paresthesia in her leg began 6 months earlier and were not associated with a precipitating event. Her
clinical symptoms resolved, and she was discharged from the clinic, with follow-up recommended as needed.
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Jennifer Hong, M.D. and Perry A. Ball, M.D.
Dartmouth-Hitchcock Medical Center, Lebanon, NH
Jennifer-hong@hitchcock.org
N EnglJ Med 2016;374:1564. April 21, 2016. Images for clinical medicine.
Translated by Samir Aldalati, MD
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Medical Case

Arachnoid Cyst

A 22-year-old man presented to the hospital after a motor vehicle collision in which his head struck the windshield
of a bus. Initial observations and the physical and neurologic examinations were normal, but the injury warranted
computed tomographic (CT) scanning. A CT scan of the brain (Panel A) showed an incidental finding of grossly
dilated occipital and temporal horns of the right lateral ventricle.Magnetic resonance imaging (Panel B) confirmed
the presence of a large cystic lesion extending from the temporal and posterior horns of the right lateral ventricle
(axial size, 11 cm by 7 cm), with a mild midline shift of the third ventricle, and compression of the midbrain and
brain stem with thinning of the temporal and occipital cortexes.A large, asymptomatic, intraventricular arachnoid
cyst was diagnosed. Arachnoid cysts -collections of cerebrospinal fluid within the layers of the arachnoid
membrane- occur infrequently.Most are congenital, but they can also be acquired after trauma or infection through
the entrapment of cerebrospinal fluid within arachnoid adhesions. Neurosurgery was recommended in this case, but
the patient discharged himself from the hospital and there was no further follow-up.
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Royal Liverpool University Hospital, Liverpool, United Kingdom
bavalluru@msn.com
N EnglJ Med 2015; 373:¢13. September 10, 2015. Images for clinical medicine.
Translated by Samir Aldalati, MD
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Phototherapy for the treatment of neonatal jaundice and breastfeeding duration and exclusivity
2onhal) £ L) Ay aag s udgl) sl el Aggall Aptlaall cp ABDlal)

Waite WM, et al.
Breastfeed Med 2016 Apr 8.

Introduction: Because neonatal jaundice remains one of the most commonly treated conditions of the newborn
infant, it is important to assess the unintended consequences of treatment with phototherapy. The objective of this
study was to evaluate whether treatment with phototherapy affects breastfeeding duration in newborns >35 weeks
gestation.

Materials and methods: We analyzed data from the Infant Feeding Practices Study II. The exposure of interest was
treatment of neonatal jaundice with phototherapy. The outcomes of interest were any breastfeeding through 12 months
and exclusive breastfeeding through 4 months. Logistic regression models were developed to evaluate the association
between the exposure and outcomes of interest. All models were adjusted for maternal age, race, education, household
income, and gestational age, as well as for several potential markers of suboptimal breastfeeding.

Results: Our study included 4,441 infants, of which 220 (5%) received phototherapy. We found no difference in the
likelihood of any breastfeeding through 9 months of age, however, by 12 months, infants exposed to phototherapy
were less likely to still be breastfed than those who were not exposed (adjusted odds ratio [aOR] 0.58, 95% confidence
interval [95% CI] 0.37-0.92). Infants exposed to phototherapy were less likely to be exclusively breastfed throughout
the first 4 months of life.

Conclusions: Although phototherapy use did not substantially impact rates of any breastfeeding during the first year,
it was associated with decreased rates of exclusive breastfeeding in the first 4 months of life. This suggests that we
need to tailor messaging to mothers of infants receiving phototherapy to promote exclusive breastfeeding.

o Ayial)l GlulSaV1 i olSay £3aaY) ey caaayll adlsall die Aadbead) alln Al eV gl aal ol Gl iy sda) 4dls
lesaud 35< yany 52Vl Jas sie Lpeglal) Aeliall 500 e Agipuall Aallaall 550 e a4l 038 Caagd A0 suial) dallaal) (ks
Alea

gl dalled) e gadsl) Gl dallee g aage o Sl A0 TT paa)l) die 4533l clslaal) Gy ciliars Jilat 2 téad) (5 g 2lga
Pha 2l (e Gy peanll Lpnglall 43105 g 12 858 DA il (g g L)Yl e dgrgdal) A3l QST aan i dushall Akl ool Lol
(@l (@) pand Laually 7 3laill wsan Joad 5 Aalgd) g paal) eilinlly imyail (g AR apil el gl g 3lad skl oL gl 4 358
bl sl (50 apdall ¢ La DU Aline Clawls 30 ) ALYl deall jac s salall Jaall cadaill 450

gl dlaal 3 dala il dsmy Laadly ol (%5 dai) Afipaall dalleall agie 220 paiad qoiapll (0 4441 Al cileds guilidl)
dgmplal) ALyl o haiedl) dllaial Q81 108 A0 guiall Aallaall Gl m )l of D 12 sany 0 4l V) el 9 oo s apihal
Liasf 15918 2 gl Aallaall uailall e of LS .(0.92-0.37 :%95 a8 (el 0.58 Aaaall dma ) o) cpauimpmial) e gn Ayl
el e AN A V) s DA A peanl duadal) de Loa I ddlaial J8

o3 oY) alall (e (I Al DA deloa)l) cVane (e ol e dfpall dalladl dals bl dgmg pie e el e rclaliiiud)
o2 Jha dals s bl oda &5 Blall o (JY) Aap¥) i) DA Lppaall dpgdal) delin )l cVare (el e (38155 dalledll
ST S Ay peaall Al delia )l Gudas e Ggaaad Aallead) 53¢) Guranalil) pua )l il ALyl

55



Journal of the Arab Board of Health Specializations Vol.17, No.2, 2016

Sonographically assessed intra-abdominal fat and cardiometabolic risk factors
in adolescents with extreme obesity
ALY Al 559kl Jalge g Afisual) (38 E sl sl e Aahall adl JA13 asal) Cp ABMaY)
A jial) A1) elay pba)yel) Sic

Moss A, et al.
Obes Facts 2016 Apr 8;9(2):121-37.

Objective: The metabolic and cardiovascular risk of obesity is predominantly defined through the amount of intra-
abdominal fat (IAF). Regarding this risk and the benefits of weight reduction gender-specific differences have been
described. The aim of this study was to examine the gender-specific relationship between IAF assessed via ultrasound
and the cardiometabolic risk profile in extremely obese adolescents before and after weight loss.

Methods: In 107 consecutively admitted adolescents (n=59 girls, mean age 15.4+2.6 years boys and 15.1£2.1 years
girls, mean BMI z-score 3.2+0.6 boys and 3.5+0.6 girls) anthropometric and fasting laboratory chemical parameters
were measured before and after an in-patient long-term therapy (mean durance 5.6+2.3 months). IAF was determined
by measuring the intra-abdominal depth (IAD) via ultrasound.

Results: IAD was higher in boys as compared to girls (58.0+22.4 mm vs. 51.3+£16.0 mm). IAD values were positively
associated with BMI-z scores, waist circumferences, HOMA-IR and serum levels of x03B3;GT, hs-CRP and IL-6 in
both genders. In boys, but not in girls, IAD was significantly correlated with systolic and diastolic blood pressure,
serum levels of triglycerides, ALT as well as adiponectin and HDL-cholesterol. After a marked mean weight loss of
-27.1+16.2 kg (-20.1£7.9%) in boys and of -20.5+11.5 kg (-17.3+7.1%) in girls, IAD decreased by -20.7+£16.2 mm
(-32.4+16.9%) in boys and by -18.44+12.7 mm (-34.3+18.4%) in girls, resulting in more pronounced ameliorations of
cardiovascular risk factors in boys than in girls.

Conclusions: The present study indicates that IAF assessed by ultrasound is a good indicator for the cardiometabolic
risk factor profile in extremely obese adolescents. Associations between IAF and risk factors are more pronounced
in boys than in girls.
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Efficacy of prenatal diagnosis of major congenital heart disease
on perinatal management and perioperative mortality
5 Aul) AlBY () cla 8 BN U L pasdidill) 50

Aalall Al 5580 (3 gl 5 Joa L Ll o

Li YF, et al.
World J Pediatr 2016 Apr 8.

Background: There is no consensus on the effectiveness of prenatal diagnosis except for hospitalized outcomes.
Hence, a meta-analysis of published literature was conducted to assess the effect of prenatal diagnosis.

Methods: Literature review has identified relevant studies up to December 2013. A meta-analysis was performed
according to the guidelines from the Cochrane review group and the PRISMA statement. Studies were identified
by searching PubMed, Embase, the Cochrane Central Register of Controlled Trials and World Health Orgnization
clinical trials center. Meta-analysis was performed in a fixed/random-effect model using Revman 5.1.1 according to
the guidelines from the Cochrane review group and the PRISMA guidelines.

Results: The results from 13 cohort studies in 12 articles were analyzed to determine the optimal treatment with
the lower rate of perioperative mortality in prenatal diagnosis. The superiority of a prenatal diagnosis has been
proven because the surgical procedure could be done in the early neonatal period (95%CI, -0.76, -0.40). The prenatal
diagnosis has also remarkably reduced the preoperative and postoperative mortality rates in cases of transposition of
the great arteries (95%CI=0.06, 0.80; 95%CI=0.01, 0.82, respectively), as well as the overall results with all subtypes
(95%CI1=0.18, 0.94; 95%CI=0.46, 0.94, respectively).

Conclusions: Prenatal diagnosis is effective in perinatal management with an earlier intervention for major congenital
heart disease, but only results in a reduced perioperative mortality in cases of transposition of the great arteries.
Further investigations are required to evaluate the effect of prenatal diagnosis on life quality during a long-term
follow-up.
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Early inhaled steroid use in extremely low birthweight infants
BN iy RlAS) aad Adigall s ABLEANY) Clanig piadl SU) aladiy)

Nakamura T, et al.
Arch Dis Child Fetal Neonatal Ed 2016 Apr 8.

Objective: We hypothesised that a prophylactic inhaled steroid would prevent the progression of bronchopulmonary
dysplasia (BPD) in extremely low birthweight infants (ELBWIs).

Design: This study was a multicentre, randomised, double-blinded, placebo-controlled trial.

Setting: This investigation was conducted in 12 level Il neonatal intensive care units (NICUs).

Patients: A total of 211 ELBWIs requiring ventilator support were enrolled.

Intervention: Starting within 24 h of birth and continuing until 6 weeks of age or extubation, two doses of 50 pg
fluticasone propionate (FP) or placebo were administered every 24 h.

Main outcome measurement: The primary outcome measure used to indicate the morbidity of severe BPD incidence
was death or oxygen dependence at discharge from the NICU. The secondary measures were neurodevelopmental
impairments (NDIs) at 18 months of postmenstrual age and 3 years of age. We performed subgroup analyses based
on gestational week (GW) and the presence of chorioamnionitis (CAM).

Results: Infants were randomised into the FP (n=107) or placebo (n=104) groups. No significant differences were
detected between the FP and placebo groups with respect to either the frequency of death or the oxygen dependence
at discharge or NDIs. In subgroup analyses, the frequencies of death and oxygen dependence at discharge were
significantly decreased in the FP group for infants born at 24-26 GWs and for infants with CAM, regardless of the
GW at birth.

Conclusions: Inhaled steroids have no effect on the prevention of severe BPD or long-term NDI but might decrease
the severity of BPD for ELBWIs with a risk factor.
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Efficacy of oral corticosteroids in the treatment
of acute wheezing episodes in asthmatic preschoolers

dpdall g Le e s Cpbaal) die Balad) gl ciligh dadlan A 4 88N Clasig il dadlaal) 330

Castro-Rodriguez JA, et al.
Pediatr Pulmonol 2016 Apr 13.

Rationale: Systemic corticosteroids (SCS) are used for treat preschoolers with acute asthma or wheezing exacerbations,
with conflicting results.

Objective: To evaluate the effectiveness of oral corticosteroids (OCS) compared to placebo in preschoolers presenting
with acute asthma/wheezing exacerbations.

Methods: Five electronic databases were searched for all placebo-controlled, randomized clinical trials of OCS in
children <6 years of age presenting with recurrent wheezing/asthma exacerbations of any severity. Primary outcomes
were hospitalizations, unscheduled emergency department (ED) visits in following month, need of additional OCS
courses, and length of stay (ED or hospital).

Results: Eleven studies met inclusion criteria (n=1,733); four were conducted on an outpatient basis, five in inpatients,
and two in the ED. Significant heterogeneity was found when pooling all studies, and thus analysis was stratified by
trial setting. Among the outpatient studies, children who received OCS had a higher hospitalization rate (RR: 2.15
[95%CI=1.08-4.29], I>=0%) compared to those to received placebo. Among the ED studies, children who received
OCS had a lower risk of hospitalization (RR: 0.58 [0.37-0.92], I>=0%). Among the inpatient studies, children who
received OCS needed fewer additional OCS courses than those on placebo (RR: 0.57 [0.40-0.81], I*=0%).
Conclusions: Treatment with OCS in the ED or hospital may be beneficial in toddlers and preschoolers with frequent
asthma/wheezing exacerbations. However, more studies are needed before OCS can be broadly recommended for
this age group. Future trials should be carefully designed to avoid bias and according to our findings regarding
administration setting.
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Obstetrics And Gynecology
Al a1y 2dsil

Antibiotic prophylaxis for gynecologic procedures prior to and during
the utilization of assisted reproductive technologies
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Pereira N, et al.
J Pathog 2016;2016:4698314.

The use of assisted reproductive technologies (ART) has increased steadily. There has been a corresponding increase
in the number of ART-related procedures such as hysterosalpingography (HSG), saline infusion sonography (SIS),
hysteroscopy, laparoscopy, oocyte retrieval, and embryo transfer (ET). While performing these procedures, the
abdomen, upper vagina, and endocervix are breached, leading to the possibility of seeding pelvic structures with
microorganisms. Antibiotic prophylaxis is therefore important to prevent or treat any procedure-related infections.
After careful review of the published literature, it is evident that routine antibiotic prophylaxis is generally not
recommended for the majority of ART-related procedures. For transcervical procedures such as HSG, SIS,
hysteroscopy, ET, and chromotubation, patients at risk for pelvic infections should be screened and treated prior
to the procedure. Patients with a history of pelvic inflammatory disease (PID) or dilated fallopian tubes are at high
risk for postprocedural infections and should be given antibiotic prophylaxis during procedures such as HSG, SIS,
or chromotubation. Antibiotic prophylaxis is recommended prior to oocyte retrieval in patients with a history of
endometriosis, PID, ruptured appendicitis, or multiple prior pelvic surgeries.
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Gynecologic safety of conjugated estrogens plus bazedoxifene
bazedoxifene g 4iiall ciliag i) aladin bl Lol

Mirkin S, et al.
J Womens Health (Larchmt) 2016 Apr 8.

Objective: To evaluate gynecologic safety of conjugated estrogens/bazedoxifene treatment for menopausal symptoms
and osteoporosis prevention in nonhysterectomize women.

Materials and methods: We pooled data from five randomized, placebo-controlled trials of conjugated estrogens
0.625 mg/bazedoxifene 20 mg (n=1583), conjugated estrogens 0.45 mg/bazedoxifene 20 mg (n=1585), and placebo
(n=1241). Gynecologic safety was evaluated by pelvic examination, Papanicolaou smear, endometrial biopsy,
transvaginal ultrasound, mammogram, adverse events, and diary records of vaginal bleeding and breast pain/
tenderness. Incidence rates and relative risks (RR) versus placebo were calculated with inverse variance weighting.
Data for conjugated estrogens 0.45 mg/medroxyprogesterone acetate 1.5 mg, an active comparator in two trials
(n=399), are included for comparison.

Results: Endometrial hyperplasia occurred in <1% (n=4 [0.3%], 2 [0.2%], 1 [0.5%], and 2 [0.2%] for conjugated
estrogens 0.625 mg/bazedoxifene 20 mg, conjugated estrogens 0.45 mg/bazedoxifene 20 mg, conjugated estrogens/
medroxyprogesterone acetate, and placebo). There was one endometrial cancer, which occurred with conjugated
estrogens 0.45 mg/bazedoxifene 20 mg (0.44/1000 woman-years [95% confidence interval (CI), 0.00-2.37]; RR versus
placebo 0.91 [95% CI, 0.17-4.82]). There were seven cases of breast cancer: four with conjugated estrogens 0.45 mg/
bazedoxifene 20 mg (1.00/1000 woman-years [95% CI, 0.00-3.21] RR 1.11 [95% CI, 0.33-3.78]), two with placebo,
and one with conjugated estrogens/medroxyprogesterone acetate. Unlike conjugated estrogens/medroxyprogesterone
acetate, conjugated estrogens/bazedoxifene did not increase breast density, breast pain/tenderness, or vaginal bleeding
versus placebo. No active treatment increased ovarian cysts.

Conclusion: Conjugated estrogens/bazedoxifene provides endometrial protection without increasing breast pain/
density, vaginal bleeding, or ovarian cysts in nonhysterectomized postmenopausal women studied up to 2 years.
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Prognostic factors of the efficacy of high-dose corticosteroid therapy
in hemolysis, elevated liver enzymes, and low platelet count syndrome during pregnancy
cadl) ¥l daDlia b 4l culanig piad) (pe dadipal) culeyally Aadlaall Atladl 4y 1Y) Salgal
Jaall A (HELLP 4atia) cilagiiall sans (alidily a<l jiled g i)

Yang L, et al.
Medicine (Baltimore) 2016 Mar;95(13):¢3203.

The aim of this study was to identify the factors which can affect the efficacy of corticosteroid (CORT) therapy
in the management of hemolysis, elevated liver enzymes, and low platelet count (HELLP) syndrome. Research
articles reporting the efficacy of CORT therapy to HELLP syndrome patients were searched in several electronic
databases including EMBASE, Google Scholar, Ovid SP, PubMed, and Web of Science. Study selection was based on
predefined eligibility criteria. Efficacy was defined by the changes from baseline in HELLP syndrome indicators after
CORT therapy. Meta-analyses were carried out with Stata software. Data of 778 CORT-treated HELLP syndrome
patients recruited in 22 studies were used in the analyses. Corticosteroid treatment to HELLP syndrome patients was
associated with significant changes from baseline in platelet count; serum levels of aspartate aminotransaminase,
alanine transaminase, and lactic dehydrogenase (LDH); mean blood pressure; and urinary output. Lower baseline
platelet count predicted higher change in platelet count after CORT therapy. Lower baseline platelet count and lower
baseline urinary output predicted greater changes in LDH levels after CORT therapy. There was also an inverse
relationship between the change from baseline in LDH levels and intensive care duration. Higher CORT doses were
associated with greater declines in the aspartate aminotransaminase, alanine transaminase, and LDH levels. Incidence
of cesarean delivery was inversely associated with the gestation age. The percentage of nulliparous women had a
positive association with the intensive care stay duration. High-dose CORT therapy to HELLP syndrome patients
provides benefits in improving disease markers and reducing intensive care duration, especially in cases such as
mothers with much lower baseline platelet count and LDH levels.
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Treatment of early stage endometrial cancer by transumbilical laparoendoscopic
single-site surgery versus traditional laparoscopic surgery
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Cai HH, et al.
Medicine (Baltimore) 2016 Apr;95(14):e3211.

To compare the outcomes of transumbilical laparoendoscopic single-site surgery (TU-LESS) versus traditional
laparoscopic surgery (TLS) for early stage endometrial cancer (EC). We retrospectively reviewed the medical records
of patients with early stage EC who were surgically treated by TU-LESS or TLS between 2011 and 2014 in a
tertiary care teaching hospital. We identified 18 EC patients who underwent TU-LESS. Propensity score matching
was used to match this group with 18 EC patients who underwent TLS. All patients underwent laparoscopic-assisted
vaginal hysterectomy, bilateral salpingo-oophorectomy, and systematic pelvic lymphadenectomy by TU-LESS or
TLS without conversion to laparoscopy or laparotomy. Number of pelvic lymph nodes retrieved, operative time and
estimated blood loss were comparable between 2 groups. Satisfaction values of the cosmetic outcome evaluated
by the patient at day 30 after surgery were significantly higher in TU-LESS group than that in TLS group (9.6+0.8
vs 7.5£0.7, P<0.001), while there was no statistical difference in postoperative complications within 30 days after
surgery, postoperative hospital stay, and hospital cost. For the surgical management of early stage EC, TU-LESS
may be a feasible alternative approach to TLS, with comparable short-term surgical outcomes and superior cosmetic
outcome. Future large-scale prospective studies are needed to identify these benefits.
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Surgery
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Primary endoscopic trans-nasal trans-sphenoidal surgery for giant pituitary adenoma
A8and) Aaladl) sl oY) ¥l B gl quadl e Y e A pulatil) dafad)

Kuo CH, et al.
World Neurosurg 2016 Apr 6.

Objectives: Giant pituitary adenoma (>4 centimeters, GPA) remains challenging because the optimal surgical
approach is uncertain.

Methods: Consecutive patients with GPA who underwent endoscopic trans-nasal trans-sphenoidal surgery (ETTS)
as the first and primary treatment were retrospectively reviewed. Inclusion criteria were tumor diameter >4 c¢m in at
least one direction, and tumor volume >10 cm?®. Exclusion criteria were follow-ups <2 years and pathologies other
than pituitary adenoma. All the clinical and radiological outcomes were evaluated.

Results: A total of 38 patients, averaged 50.8 years, were analyzed with a mean follow-up of 72.9 months. All
patients underwent ETTS as the first and primary treatment, and 8 (21.1%) had complete resection without any
evidence of recurrence at the latest follow up. Overall, mean tumor volume decreased from 29.7 to 3.2 cm?® after
surgery. Residual and recurrent tumors (n=30) were managed with one of the following: gamma knife radiosurgery
(GKRS), re-operation (redo ETTS), both GKRS and ETTS, medication, conventional radiotherapy, or neither. At
last follow up, majority of the patients had favorable outcomes, including 8 (21.1%) were cured and 29 (76.3%)
had stable residual without progression. Only one (2.6%) had late recurrence at post-GKRS 66 months. The overall
progression-free rate was 97.4% with few complications.

Conclusions: In this series of GPA, primary (i.e. the first) ETTS yielded complete resection and cure in 21.1%.
Along with adjuvant therapies, including GKRS and others, most (97.4%) of them were stable and free of disease
progression. Therefore, primary ETTS appeared to be an effective surgical approach for GPA.
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Transanal endoscopic surgery for complications of prior rectal surgery
Al anfical) clals GUaDUA) dplleal zydd) e Ay pudaidl) da) )

van Vledder MG, et al.
Surg Endosc 2016 Apr 8.

Background: Long-term complications of previous rectal surgery (e.g., enterovisceral fistula, anastomotic stricture,
rectal stenosis) can be challenging problems for which transabdominal or transperineal surgery with or without
definitive fecal diversion is often required. Transanal endoscopic surgery (TES) might allow for local treatment of
these complications, thereby saving patients from otherwise major surgery.

Patients and methods: All patients undergoing TES in the IJsselland Hospital (NL) since 1996 were recorded in a
prospective database, of which twenty patients were treated for complications after previous rectal surgery. Data on
prior treatment, surgical techniques, outcomes, and need for additional surgery were collected.

Results: Twenty patients were identified from the database (rectourinary fistula n=3, rectovaginal fistula n=5,
anastomotic stricture n=8, and rectal stenosis n=4). One of the three (33%) rectourinary fistulas and two of five
(40%) rectovaginal fistulas were successfully treated with TES. Anastomotic strictures were successfully treated in
5/8 (63%) patients. Strictures after local excision of rectal tumors were successfully treated in 3/4 (75%) patients. No
minor complication and one major complication occurred (rectovaginal fistula after stenoplasty eventually requiring
Hartmann’s procedure).

Conclusions: Transanal treatment of anastomotic strictures, rectal stenosis, and fistula after prior rectal surgery is
safe and effective in a large proportion of patients. TES should be considered as a first step in all patients presenting
with these late complications after rectal surgery.
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The radiological features, diagnosis and management
of screen-detected lobular neoplasia of the breast

Al B rally A8 dpamall) cilpdidl) A puailly padudilly de bl pailadl)

Maxwell A, et al.
Breast 2016 Apr 6;27:109-115.

Objectives: To investigate the radiological features, diagnosis and management of screen-detected lobular neoplasia
(LN) of the breast.

Materials and methods: 392 women with pure LN alone were identified within the prospective UK cohort study of
screen-detected non-invasive breast neoplasia (the Sloane Project). Demography, radiological features and diagnostic
and therapeutic procedures were analysed.

Results: Non-pleomorphic LN (369/392) was most frequently diagnosed among women aged 50-54 and in 53.5%
was at the first screen. It occurred most commonly on the left (58.0%; p=0.003), in the upper outer quadrant and
confined to one site (single quadrant or retroareolar region). No bilateral cases were found. The predominant
radiological feature was microcalcification (most commonly granular) which increased in frequency with increasing
breast density. Casting microcalcification as a predominant feature had a significantly higher lesion size compared to
granular and punctate patterns (p=0.034). 326/369 (88.3%) women underwent surgery, including 17 who underwent
>1 operation, six who had mastectomy and six who had axillary surgery. Two patients had radiotherapy and 15 had
endocrine treatment. Pleomorphic lobular carcinoma in situ (23/392) presented as granular microcalcification in 12;
four women had mastectomy and six had radiotherapy.

Conclusion: Screen-detected LN occurs in relatively young women and is predominantly non-pleomorphic
and unilateral. It is typically associated with granular or punctate microcalcification in the left upper outer
quadrant. Management, including surgical resection, is highly variable and requires evidence-based guideline
development.
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Thyroid lobectomy is an effective option for unilateral benign nodular disease
cailall 3oy Aaglad) A8, cladial) £1a i B Ylad HUA ey aadl) (§00) Jluativd

Lytrivi M, et al.
Clin Endocrinol (Oxf) 2016 Apr 23.

Objective: The use of thyroid lobectomy in the treatment of unilateral, benign nodules is limited by the potential of
nodular recurrence in the remaining lobe. This study aimed to assess the rate and clinical impact of nodular recurrence
in the contralateral lobe after thyroid lobectomy and to identify predictive factors of recurrence.

Design: Single-center retrospective study.

Patients: Records of patients that underwent lobectomy for unilateral thyroid nodules between 1991 and 2010 were
reviewed and 270 patients were included. Exclusion criteria were: presence of contralateral nodule(s) >5 mm on
preoperative ultrasound, diagnosis of cancer necessitating completion thyroidectomy or pseudonodules. Recurrence
was defined as the occurrence of nodule(s) >5 mm in the remaining lobe on at least one postoperative ultrasound. A
set of clinical, imaging, histological and biochemical parameters was tested as predictors of recurrence using logistic
regression.

Results: After a median follow-up of 78 months (range, 12-277 months), the global recurrence rate was 42% and
recurrence of nodules of a size >1 ¢cm occurred in 19%. Reoperation rate was 1.1%. 90% of patients were treated
postoperatively by levothyroxine. Median time to nodular recurrence was 4 years. Preoperative contralateral lobe
volume and resected thyroid weight were identified as significant predictors of recurrence (p=0.045 and p=0.03
respectively).

Conclusions: Thyroid lobectomy is an effective therapeutic strategy for unilateral, benign nodules, resulting in a low
rate of clinically relevant nodular relapse in a mildly iodine-deficient area. Patients with uninodular disease and a

contralateral lobe of normal size are particularly good candidates for lobectomy.
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Pulmonary Diseases
Ayl eyl

Diagnostic accuracy of magnetic resonance angiography for acute pulmonary embolism
Balad) Asil) dasal) c¥la (B unhaliial) il Lo g¥) oguat! Lpandliinl) 434

Lil, etal
Vasa 2016 Apr;45(2):149-54.

Background: The aim of this meta-analysis was to evaluate the diagnostic accuracy of magnetic resonance
angiography (MRA) for acute pulmonary embolism (PE).

Methods: A systematic literature search was conducted that included studies from January 2000 to August 2015 using
the electronic databases PubMed, Embase and Springer link. The summary receiver operating characteristic (SROC)
curve, sensitivity, specificity, positive likelihood ratios (PLR), negative likelihood ratios (NLR), and diagnostic odds
ratio (DOR) as well as the 95% confidence intervals (Cls) were calculated to evaluate the diagnostic accuracy of
MRA for acute PE. Meta-disc software version 1.4 was used to analyze the data.

Results: Five studies were included in this meta-analysis. The pooled sensitivity (86%, 95% CI: 81% to 90%)
and specificity (99%, 95% CI: 98% to 100%) demonstrated that MRA diagnosis had limited sensitivity and high
specificity in the detection of acute PE. The pooled estimate of PLR (41.64, 95% CI: 17.97 to 96.48) and NLR (0.17,
95% CI: 0.11 to 0.27) provided evidence for the low missed diagnosis and misdiagnosis rates of MRA for acute PE.
The high diagnostic accuracy of MRA for acute PE was demonstrated by the overall DOR (456.51, 95% CI: 178.38-
1168.31) and SROC curves (AUC=0.9902+0.0061).

Conclusions: MRA can be used for the diagnosis of acute PE. However, due to limited sensitivity, MRA cannot be
used as a stand-alone test to exclude acute PE.
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Cardiovascular Diseases
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Effects of vitamin D on cardiac function in patients with chronic HF
Crajall il ) gucl ar As E\:sgm‘ 3‘3.4}‘35\ uic‘ D (paliadl) ‘:“):‘:"u

Witte KK, et al.
J Am Coll Cardiol 2016 Mar 24.

Background: Patients with chronic heart failure (CHF) secondary to left ventricular (LV) systolic dysfunction
(LVSD) are frequently deficient in vitamin D. Low vitamin D levels are associated with a worse prognosis. It is
unclear whether vitamin D deficiency is a marker of disease severity or plays a pathophysiological role.

Objectives: The VitamIN D treatlng patients with Chronic heArT failurE (VINDICATE) study was designed to
establish the safety and efficacy of high-dose vitamin D supplementation in patients with CHF due to LVSD.
Methods: We enrolled 229 patients (179 men) with CHF due to LVSD and vitamin D deficiency ((25(OH) vitamin
D, <50 nmol/L (<20 ng/mL)) into a randomised, placebo-controlled double-blind trial of vitamin D supplementation.
Participants were either allocated to one year of vitamin D, supplementation (4000 TU (100 pg) 25 (OH)D, daily) or
matching non-calcium-based placebo. The primary endpoint was change in six-minute walk distance from baseline
to 12 months. Pre-specified secondary endpoints included change in left ventricular ejection fraction at one year, and
safety measures of renal function and serum calcium concentration assessed every three months.

Results: One year of high-dose vitamin D supplementation did not improve 6-minute walk distance at one year, but
was associated with a significant improvement in cardiac function on echocardiography (left ventricular ejection
fraction +6.07% (95% CI 3.20, 8.95; p<0.0001); and a reversal of left ventricular remodeling (left ventricular end
diastolic diameter -2.49 mm (95% CI -4.09, -0.90; p=0.002) and left ventricular end systolic diameter -2.09 mm (95%
CI-4.11; -0.06 p=0.043). There were no clinically significant effects on calcium levels or renal function.
Conclusions: One year of 100 pg daily 25-OH vitamin D, supplementation does not improve 6-minute walk distance
but has beneficial effects on LV structure and function in patients on contemporary optimal medical therapy. Further
studies are necessary to determine whether these translate to improvements in outcomes.
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Combined elevated levels of the proinflammatory cytokines IL-18 and IL-12
are associated with clinical events in patients with coronary artery disease

TL-12 5 TL-18 4ulgity) dadh il giond) (s gimn & &idal) g sY)
E.AAS\;\ ALY R A A g ) Caalgal tabadiy

Opstad TB, et al.
Metab Syndr Relat Disord 2016 Apr 8.

Background: Interleukin (IL)-18 in synergy with IL-12 is critical in the initiation and progression of Th-1-type
responses. IL-18 and IL12 elevation has been associated with atherosclerosis, and their interaction is hypothesized to
partly be driven by glucose. We aimed to explore if simultaneous elevation of IL-18 and IL-12, as related to glucose
levels, would influence the prognosis in coronary artery disease (CAD).

Methods: Patients (n=1001) with angiographically verified stable CAD were investigated (78% men, mean age 62
years, 20% current smokers). IL-18 and IL-12 were measured by conventional ELISA methods. High fasting glucose
(FG) was defined as the 75 percentile, that is, >6.2 mmol/L.

Results: After 2-year follow-up, 100 cardiovascular endpoints (fatal and nonfatal acute myocardial infarction,
unstable angina, and stroke) were recorded. Subjects with simultaneous (not separate) levels in upper tertiles of both
markers were at higher risk of cardiovascular events, compared to subjects in lowest tertile of both (odds ratio = 1.70,
95% confidence interval 1.11-2.61, adjusted P=0.016), with no influence of high FG. Hyperglycemia associated
with higher IL-18 levels (adjusted P=0.009) and IL-12 levels was considerably lower in current smokers (adjusted
P<0.001).

Conclusions: Simultaneous elevated circulating levels of IL-18 and IL-12 increased the event rate after 2 years in
CAD patients, independent of hyperglycemia.
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Gastroenterology
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Coffee and tea consumption in relation with non-alcoholic fatty liver and metabolic syndrome
LD Aajially (Agasll p Al andid pa (s LAd)g 5gl) Jolis ABDe

Marventano S, et al.
Clin Nutr 2016 Mar 30.

Background and aims: Diet plays a role in the onset and progression of metabolic disorders, including non-
alcoholic fatty liver disease (NAFLD) and metabolic syndrome (MetS). We aimed to systematically review and
perform quantitative analyses of results from observational studies on coffee/tea consumption and NAFLD or MetS.
Methods: A Medline and Embase search was performed to retrieve articles published up to March 2015. We used

bE [13 2 (13 2 (13

a combination of the keywords “coffee”, “caffeine”, “tea”, “non-alcoholic fatty liver disease”, “non-alcoholic
steatohepatitis”, “metabolic syndrome”. Pooled risk ratios (RRs) and 95% confidence intervals (Cls) were calculated
by random-effects model.

Results: Seven studies assessed coffee consumption in NAFLD patients. Fibrosis scores were reported in four out
of seven; all four studies revealed an inverse association of coffee intake with fibrosis severity, although the lack of
comparable exposure and outcomes did not allow to perform pooled analysis. Seven studies met the inclusion criteria
to be included in the meta-analysis on coffee consumption and MetS. Individuals consuming higher quantities of
coffee were less like to have MetS (RR=0.87, 95% CI: 0.79-0.96). However, the association of coffee and individual
components of MetS was not consistent across the studies. Pooled analysis of six studies exploring the association
between tea consumption and MetS resulted in decreased odds of MetS for individuals consuming more tea (RR=0.83,
95% CI: 0.73-0.95).

Conclusions: Studies on coffee and NAFLD suggest that coffee consumption could have a protective role on fibrosis.
Both coffee and tea consumption are associated with less likelihood of having MetS but further research with better
designed studies is needed.
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Risk factors for diabetes mellitus in chronic pancreatitis
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Pan J, et al.
Medicine (Baltimore) 2016 Apr;95(14):e3251.

Diabetes mellitus (DM) is a common complication of chronic pancreatitis (CP) and increases the mortality. The
identification of risk factors for DM development may c;ontribute to the early detection and potential risk reduction
of DM in patients with CP. Patients with CP admitted to Changhai Hospital (Shanghai, China) from January 2000
to December 2013 were enrolled. Cumulative rates of DM after the onset of CP were calculated by Kaplan-Meier
method. Risk factors for DM development after the diagnosis of CP were identified by Cox proportional hazards
regression model. A total of 2011 patients with CP were enrolled. During follow-up (median duration, 22.0 years),
564 patients developed DM. Cumulative rates of DM 20 and 50 years after the onset of CP were 45.8% (95%
confidence interval [CI], 41.8%-50.0%) and 90.0% (95% CI, 75.4%-97.7%), respectively. Five risk factors for DM
development after the diagnosis of CP were identified: male sex (hazard ratio [HR], 1.51; 95% CI, 1.08-2.11), alcohol
abuse (HR, 2.00; 95% CI, 1.43-2.79), steatorrhea (HR, 1.46; 95% CI, 1.01-2.11), biliary stricture (HR, 2.25; 95%
ClI, 1.43-3.52), and distal pancreatectomy (HR, 3.41; 95% CI, 1.80-6.44). In conclusion, the risk of developing DM
in patients with CP is not only influenced by the development of biliary stricture and steatorrhea indicating disease
progression, and inherent nature of study subjects such as male sex, but also by modifiable factors including alcohol
abuse and distal pancreatectomy.
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Hematology And Oncology
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Risk factors and co-morbidities in adolescent thromboembolism
are different than those in younger children

ee iual) JUbY) sie Aiadlall ¢l e uiafuall Ais @AY alaaly) cylad 488))al) da)yally §)shadd) Jalge DA

Ishola T, et al.
Thromb Res 2016 Mar 18;141:178-82.

Introduction: In adolescent thromboembolism (TE), multiple risk factors (RFs) and co-morbidities (CMs) are
reported, though overall prevalence has not been evaluated. We hypothesized that the spectrum of RFs/CMs in
adolescent TE differs from children overall and sought to review Texas Children’s Hospital’s experience.

Patients and methods: Medical records of adolescents aged 12-21years, diagnosed with arterial or venous TE (AT/
DVT) from 2004 to 2014, were retrospectively reviewed and analyzed with IRB approval.

Results: Sixty-four adolescents (median age 16, range 12-20 years) met study criteria. Fifty-seven (89%) had DVT
and six (9%) had AT. Associated RFs/CMs included obesity (47%), CVC (27%), infection (27%), surgery (27%),
autoimmune disease (19%), immobility (22%), anatomical abnormality (20%), cancer (8%), estrogen therapy (6%),
tobacco use (6%), trauma (3%), inherited thrombophilia (19%), and other medical conditions (11%). Fifty-two (81%)
had >2 RFs/CMs. Therapy included anticoagulants, antiplatelet agents, and interventional therapy. Of those with
follow-up imaging, 49 had complete or partial resolution, 5 had no change and 4 had progression. Fourteen (22%)
had recurrent TE. The majority with recurrent TE (79%) had >2 RFs at initial diagnosis. Mean time to recurrence was
4.80 years; time to recurrence was shorter for occlusive TE (p=0.026).

Conclusion: Adolescent TE is often multi-factorial with the majority having >2 RFs at diagnosis, suggesting
the need for detailed evaluation for RFs in this population, which may enable optimal management including
thromboprophylaxis, and institution of RF-modifying strategies to prevent occurrence/recurrence.
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Endocrinology
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Advanced glycation endproducts and bone material strength in type 2 diabetes
@S] g Iall BN Jaall) plase dic dgalied) Balal) 368 ae daiial) 5] oIS dland duilgdll el ABDle

Furst JR, et al.
Clin Endocrinol Metab. 2016 Apr 26:jc20161437.

Context: Skeletal deterioration, leading to an increased risk of fracture, is a known complication of type 2 diabetes
mellitus (T2D). Yet plausible mechanisms to account for skeletal fragility in T2D have not been clearly established.
Objective: To determine whether bone material properties, as measured by reference point indentation, and advanced
glycation endproducts (AGEs), as determined by skin autofluorescence (SAF), are related in patients with T2D.
Design: Cross-sectional study.

Setting: Tertiary medical center.

Patients: Sixteen postmenopausal women with T2D and 19 matched controls.

Main outcome measures: Bone material strength index (BMSi) by in vivo reference point indentation, AGE
accumulation by SAF and circulating bone turnover markers.

Results: BMSi was reduced by 9.2% in T2D (p=0.02) and was inversely associated with duration of T2D (r=-0.68,
p=0.004). Increased SAF was associated with reduced BMSi (r=-0.65, p=0.006) and lower bone formation marker
procollagen type 1 amino-terminal propeptide (r=-0.63, p=0.01) in T2D, while no associations were seen in controls.
SAF accounted for 26% of the age-adjusted variance in BMSi in T2D (p=0.03).

Conclusions: Bone material properties are impaired in postmenopausal women with T2D as determined by reference

point indentation. The results suggest a role for the accumulation of AGEs to account for inferior BMSi in T2D.
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Dental loss among ambulatory patients with diabetes
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Tzuora KE, et al.
J Clin Transl Endocrinol 2016 Jun;4:28-31.

Aims: There is a high prevalence of dental loss among patients with diabetes. Understanding the factors that impact
dental loss in this population will aid with developing new strategies for its prevention.

Methods: Using a cross-sectional study design, diabetes patients presenting for routine clinic visit were evaluated
with an investigator-administered questionnaire. Data was collected on demographics, dental history, duration,
control and complications of diabetes.

Results: Among 202 subjects, 100 were female, mean age: 58.9+13.2 years, duration of diabetes: 15.8+11.0 years,
and hemoglobin Alc: 7.7£1.6%. Thirty-one patients (15.3%) had lost all their teeth and only 13 (6.4%) had all 32 of
their natural teeth. Using multiple linear regression, older age (= - 0.146; 95% CI: - 0.062 to - 0.230), not flossing
(B=-3.462; 95% CI: - 1.107 to - 5.817), and presence of diabetic retinopathy (B=-4.271; 95% CI: - 1.307 to - 7.236)
were significant predictors of dental loss.

Conclusions: Dental loss is common in patients with diabetes and is associated with older age, diabetic retinopathy
and not flossing. In order to reduce dental loss among patients with diabetes, regular flossing should be emphasized
as an important component of dental care.
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Rheumatology And Orthopedics
alaall (ialyaly dygiyl) (yialyaY!

Association between arterial stiffness, disease activity and functional impairment
in ankylosing spondylitis patients
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Avram C, et al.
Clin Rheumatol 2016 May 12.

Cardiovascular risk is an important factor for increased morbidity and mortality in patients with ankylosing
spondylitis. The aim of this study is to assess arterial stiffness in relation to the disease activity and functional
limitation in patients with ankylosing spondylitis. Twenty-four patients (mean age 45.8+11.7 years) suffering of
ankylosing spondylitis (disease duration 11.145.1 years) and 24 gender and age-matched healthy controls were
included in the study. Clinical, biological, and functional status of ankylosing spondylitis patients was recorded.
Arterial stiffness was assessed by measuring pulse wave velocity (PWV) and pulse wave analysis (PWA) was
performed using applanation tonometry. We found significant differences between ankylosing spondylitis patients
and healthy controls in regard to PWV (p=0.047), aortic augmentation pressure-AP (p=0.028), augmentation
index-Alx (p=0.038) and aortic augmentation index adjusted for heart rate-AIx75 (p=0.011). PWV and AIx75
were significantly associated with the disease functioning score-BASFI (p=0.012, r=0.504; p=0.041, r=0.421).
Aortic AP and augmentation indexes (Alx and AlIx75) were all associated to ASDAS score (p=0.028, r=0.448;
p=0.005, r=0.549; p=0.025, r=0.455). Our study showed that ankylosing spondylitis patients have a higher arterial
stiffness than the age-matched controls, leading to an increased cardiovascular risk. We found that arterial stiffness
is positively associated with disease activity and functional impairment. Chronic spondiloarthropaties should be
screened for arterial stiffness, even in the absence of traditional cardiovascular risk factors, in order to benefit from
primary prevention measures.
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Secukinumab improves patient-reported outcomes
in subjects with active psoriatic arthritis
84, gall i) Cpawad A secukinumab 3ild
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Strand V, et al.
Ann Rheum Dis 2016 May 11.

Objective: To evaluate the effect of secukinumab on patient-reported outcomes (PROs) in subjects with active
psoriatic arthritis (PsA) in the FUTURE 1 study.

Methods: Subjects were randomised 1:1:1 to receive intravenous (i.v.) secukinumab 10 mg/kg at weeks 0, 2 and 4
followed by subcutaneous secukinumab 150 or 75 mg every 4 weeks or matching placebo until week 24.

Results: At week 24, subjects receiving secukinumab i.v.—150 mg or i.v.—75 mg reported greater least squares
mean changes from baseline than those receiving placebo in patient global assessment of disease activity (-20.6 and
-20.0 vs -7.4, respectively), patient assessment of pain (-20.8 and -20.4 vs -6.7), psoriatic arthritis quality of life (-3.5
and -3.2 vs -0.4), Dermatology Life Quality Index (-8.8 and -7.9 vs 0.7); p<0.0001 vs placebo for both secukinumab
groups for above PROs and Functional Assessment of Chronic Illness Therapy-Fatigue (6.74 (p<0.05 vs placebo) and
6.03 vs 4.00); all of which well exceeded minimum clinically important differences.

Conclusions: In subjects with PsA, secukinumab treatment resulted in clinically meaningful improvements in global
disease activity, pain, generic and disease-specific measures of health-related quality of life and fatigue.

A (& ddl el Jaliall Glall a¥ls A Gl 8 e 32)54l) il e secukinumab aladiu) Zollad s c&agl) s
.FUTURE 1

L2y secukinumab aasinly Clalladdl ganY g small dyglia daels de pane COA Jlste (S8 VAL desans pni 5 i) (b
(2 dallea) ol 4 JS 3e 75 ola) leniy ol (1 Aadlas) 150 Gepas Aladl it Aallae lgais 4 <2 0 o) 3 35/ake 10 de
(3 dadle) 24 g5l ia Alin)) dallee

Aallae 5l &le 150 deyns sl ot dallas aa Ly secukinumab oasiuls dalleall cWY iy of 24 g5l 8 Jang) cgeitil
Aallad) (pape ae AL Apne @) Al e leay ST lias Toasf dle 75 deyay alal) cins Aallae as Layys secukinumab alaxiuly
Leg 6.7 Jilie 20.4- 520.8-) AU Lyl ayi ‘(;;Jm Sl 7.4 35 20.0- 5 20.6-) )l ddladl alall aiill yaly 4l y)
dad (0.7 Jlis 7.9-5 8.8-) dualall (bl sleall desi yriia (0.4- Jilie 3.2-5 3.5-) daall Jusladll el e e sLall
bl andilly ¢ mnyall 8 (e 32 gall ALl il Al secukinumab e genal Al 480ia)Y) Aalladll de gane Jilis 0.0001>p
Ayl lis b Lpmpen ilads G (4.00 ik 6.03 5 (Lilay)) dadleal) Jilia 0.05>p dad) 6.74) diajall (alia¥) b dallaally Canill
Al Ayl

gl Adlad & Bgale (g el ) <l secukinumab plaiuly dAsllaal) o Saall Jaliall Qlgll eVl 8 Laa gl ralaliiid)
cil ) ALY sl dalally dalall slald) A i cilyginse oY) llany)

77



Journal of the Arab Board of Health Specializations Vol.17, No.2, 2016

Urology And Nephrology
o) Slealls LN )yl

3

Effect of flaxseed oil on serum systemic and vascular inflammation markers
and oxidative stress in hemodialysis patients
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Mirfatahi M, et al.
Int Urol Nephrol 2016 Apr 26.

Purpose: The aim of this study was to investigate the effects of flaxseed oil consumption on serum systemic and
vascular inflammation markers, and oxidative stress in hemodialysis (HD) patients.

Methods: In this randomized, double-blind, clinical trial, 34 HD patients were randomly assigned to either the
flaxseed oil or the control group. The patients in the flaxseed oil group received 6 g/day flaxseed oil for 8 weeks,
whereas the control group received 6 g/day medium-chain triglycerides (MCT) oil. At baseline and the end of week
8, serum concentrations of high-sensitive C-reactive protein (hs-CRP), soluble intercellular adhesion molecule type
1 (sSICAM-1), soluble vascular cell adhesion molecule type 1 (sVCAM-1), sE-selectin, and malondialdehyde (MDA)
were measured after a 12- to 14-h fast.

Results: Serum hs-CRP, a systemic inflammation marker, and sVCAM-1, a vascular inflammation marker, reduced
significantly in the flaxseed oil group at the end of week 8 compared to baseline (P<0.05), and the reductions were
significant in comparison with the MCT oil group (P<0.05). There were no significant differences between the two
groups in mean changes in serum sICAM-1, sE-selectin, and MDA.

Conclusions: This study indicates that daily consumption of 6 g flaxseed oil reduces serum hs-CRP and sVCAM-1,
which are two risk factors for CVD. Therefore, the inclusion of flaxseed oil in the usual diet of HD patients can be
considered as a strategy for reducing CVD risk factors.
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Delayed consequences of acute Kidney injury
Balad) Ayglst) iU 5 Akl Julial)

Parr SK, et al.
Adv Chronic Kidney Dis 2016 May;23(3):186-94.

Acute kidney injury (AKI) is an increasingly common complication of hospitalization and acute illness. Experimental
data indicate that AKI may cause permanent kidney damage through tubulointerstitial fibrosis and progressive nephron
loss, while also lowering the threshold for subsequent injury. Furthermore, preclinical data suggest that AKI may also
cause distant organ dysfunction. The extension of these findings to human studies suggests long-term consequences of
AKI including, but not limited to recurrent AKI, progressive kidney disease, elevated blood pressure, cardiovascular
events, and mortality. As the number of AKI survivors increases, the need to better understand the mechanisms driving
these processes becomes paramount. Optimizing care for AKI survivors will require understanding the short- and
long-term risks associated with AKI, identifying patients at highest risk for poor outcomes, and testing interventions
that target modifiable risk factors. In this review, we examine the literature describing the association between AKI
and long-term outcomes and highlight opportunities for further research and potential intervention.
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Otorhinolaryngology
y;.\;j\j LJ.\iyb udiy\ uabaj

Evaluation of a laryngopharyngeal reflux management protocol

gaiadl agpadd) Gudll) Sl i JsS g pull

Gupta N, et al.
Am J Otolaryngol 2016 May-Jun;37(3):245-50.
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Purpose: To evaluate the effectiveness of a protocol for management of patients with laryngopharyngeal reflux
(LPR) in a multi-provider clinic.

Materials and methods: This is a retrospective cohort study of 188 patients treated for LPR. A standardized clinical
protocol for diagnosis and management was instituted in 2012. Two cohorts were established: those managed
according to the protocol, and those who were not. For patients managed with the LPR protocol, diagnosis was made
using clinical judgment, guided by the Reflux Symptom Index (RSI) and Reflux Finding Score (RFS). Patients were
treated with proton pump inhibitors (PPI) with the goal of weaning therapy after symptom resolution. Response to
therapy was rated using a global rating scale with three response levels: no response, partial response, and complete
response. The primary outcome measure was complete response to therapy and the secondary outcome measures
were any response (complete or partial) and successful wean off PPI therapy.

Results: The patients treated with the LPR protocol had higher rates of complete response (p<0.001). There was no
statistically significant difference in rates of any response (complete or partial) between the two groups (p=0.08).
Patients treated using the LPR protocol were more likely to be successfully weaned off PPI therapy (p=0.006).
Conclusions: The use of an LPR protocol improved treatment effectiveness in our clinic, highlighting the role of
clinical protocols in reducing variability in care, thereby improving patient outcomes.
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Peripheral blood eosinophilia correlates with hyperplastic nasal polyp growth
LY aiatl) hajd cdda gai pa sl adl) & cliaeal) 5k Jald))

Drake VE, et al.
Int Forum Allergy Rhinol 2016 May 13.

Background: Eosinophils are thought to play a significant role in nasal polyposis, but the exact mechanism by
which they contribute to polyposis remains unclear. Therefore, we proposed to test the hypothesis that peripheral
blood eosinophilia (PBE) is a surrogate and biomarker for polyp load. To do this, we examined whether PBE levels
correlate with nasal polyp load in a longitudinal manner.

Methods: We retrospectively analyzed the fluctuation of PBE and nasal polyp load in each patient (n=61) assessed
preoperatively, 1-2 months postoperatively, and 3-12 months postoperatively. Nasal polyp load was assessed using
computed tomography (CT) scan preoperatively and nasal endoscopy postoperatively. Correlation coefficients were
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analyzed using parametric statistics.

Results: There was a positive correlation between initial preoperative baseline PBE and CT scan staging of polyp
load (r=0.35, p<0.01). When patients were analyzed longitudinally, we found that the change in PBE correlated with
the change in nasal endoscopy scores obtained at or near the same timepoint (r=0.82, p<2.0x10-'°). When nasal polyp
load increased with time, we observed a stepwise increase in eosinophil counts (r=0.37, p<0.02).

Conclusions: PBE correlates with nasal polyp load. PBE levels may be used along with nasal endoscopy to
prospectively follow nasal polyp load postoperatively in chronic rhinosinusitis patients with hyperplastic nasal
polyposis who have eosinophilia, asthma, and/or aspirin-exacerbated respiratory disease.

i sl el oy ARl AEAN AN o V) ol sal) AT UL 13 8 Lala Tpn conl (lingsil) cilimend) o sy sl 414
I3 A e Ay A Slulall gaan anlys Jian b amall adll 8 iliasall (€ ag LAY Ay G f auay i 13gly L 2a Adgjaa
sk Al 8 Aal) ol LeBle s sl aall 8 ciliasal) Gl ¢ bl 5

(Lagsa 61) (umpall (o e sana iG] sl el Jasmall w2l b ilimanll lginen b il galy Jilad sla) & tdiagd) (3h
orbiall ypusill DA (o A il s s 2 Aabal) any et 12-3 25 cAalall ang Dt 2-1 2a0 25 (o caball U8 pgasdi
Agaall cililaa¥) alaaiuly LV ecdlles Jilst 2 dabal) s a1 Sl g 5 ey ddaball U8 CT Gasaall

Dol e Aaall 2@V Slulad) o)y Alagey dahall Jd asadl adll 8 Sl liaeall slaxi g o) Bl agmy Jaa gl ilill
&b ol g iy aad) aall 8 liaas) sl of a3 oayall Nk Qi el die s (0.01>p <0.35=T) sl oakaiall
Cisan gl g e Al Glaledl daa 830 Gigaa vie Jaagl L (10719%2.0>p «0.82=T) L gl s &b el )k Ll
-(0.02>p <0.37=1) asnall aall 8 dcanall oliand) by Slasd 8 AllEa 30l

e @il Jamdl adll 8 lmesl) daad ol (K AEY) Sl Jes ge Jamadl pall 8 limesl) daad Loy clalifiay)
Agrial Jajd Al il e1a g adall 281 Grgal) el mpe die 2a) lidsd) Jead aliall aey daglial) 8 al) s Clagase
ol Gapae (ondS 613 05 sl e s e asmall pall limas (b dajd agaal 0l

Dermatology
Lalall al e

Systematic review and meta-analysis of randomized clinical trials (RCTs)
comparing topical calcineurin inhibitors with topical corticosteroids for atopic dermatitis
dpiagall calcineurin cladia ¢ 45,8all Axilgdind) Ay pead) Cilupall lgS Jalaty Liagia daa)pe
) alad) Cilgal) ela Aadlaa B 4 Al g il

Broeders JA, et al.
J Am Acad Dermatol 2016 May 11.

Background: Calcineurin inhibitors are alternatives to corticosteroid for treatment of atopic dermatitis.

Objectives: We sought to compare the beneficial effects and adverse events associated with these therapies in treating
patients with atopic dermatitis.

Methods: Four databases were searched for randomized clinical trials comparing topical calcineurin inhibitors versus
corticosteroids in children and adults. Methodological quality was evaluated to assess bias risk. Clinical outcome and
costs were compared.

Results: Twelve independent randomized clinical trials comparing calcineurin inhibitors (n=3492) versus
corticosteroids (n=3462) were identified. Calcineurin inhibitors and corticosteroids had similar rates of improvement
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of dermatitis (81% vs 71%; risk ratio [RR] 1.18; 95% confidence interval [CI] 1.04-1.34; P=0.01) and treatment
success (72% vs 68%; RR 1.15; 95% CI 1.00-1.31; P=0.04). Calcineurin inhibitors were associated with higher costs
and had more adverse events (74% vs 64%; RR 1.28; 95% CI 1.05-1.58; P=0.02) including a higher rate of skin
burning (30% vs 9%; RR 3.27; 95% CI 2.48-4.31; P<0.00001) and pruritus (12% vs 8%; RR 1.49; 95% CI 1.24-1.79;
P<0.00001). There were no differences in atrophy, skin infections, or adverse events that were serious or required
discontinuation of therapy.

Limitations: Only a small number of trials reported costs.

Conclusions: Calcineurin inhibitors and corticosteroids have similar efficacy. Calcineurin inhibitors are associated
with higher costs and have more adverse events, such as skin burning and pruritus. These results provide level-1a
support for the use of corticosteroids as the therapy of choice for atopic dermatitis.
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Ciclopirox 8% HPCH nail lacquer in the treatment
of mild-to-moderate onychomycosis

AU Ddvs oy Uaagially Aa8a)) el Aydlaa A ciclopirox 8% HPCH Jslas alaiiul

Torizzo M, et al.
Skin Appendage Disord 2016 Feb;1(3):134-40.

This was a randomized, controlled, parallel-group clinical trial with a blinded evaluator, designed to compare the
efficacy and safety of the nail lacquer P-3051 with amorolfine 5% in the treatment of mild-to-moderate toenail
onychomycosis. Patients were treated for 48 weeks with P-3051 daily, or twice weekly with amorolfine 5%. Out of
120 evaluable patients, 60 (50.0%) received P-3051 and 60 (50.0%) amorolfine 5%. At baseline, the two groups were
homogeneous in terms of race, pathogens, number of affected toenails and severity of the infected target nail area.
The statistical superiority of P-3051 versus amorolfine was achieved after 48 weeks (treatment success: 58.3% for
P-3051 vs. 26.7% for amorolfine, p<0.001; complete cure: 35.0% for P-3051 vs. 11.7% for amorolfine, p<0.001).
Mycological cure at week 48 was achieved in all patients treated with P-3051 compared to 81.7% of patients treated
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with amorolfine (p<0.001). Moreover, fungal eradication by P-3051 was statistically superior at week 24. The results
of this study, and of a previous pivotal study versus the insoluble formulation of ciclopirox 8%, led to consider
P-3051 as the gold standard for the topical treatment of mild-to-moderate onychomycosis.
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Psychiatry
il )

Relationships between high-density lipoprotein cholesterol
and depressive symptoms

Alusy) (el BBl o andd) opigll JgsialsS Gm Al

Shin HY, et al.
Psychiatry Res 2016 May 7;241:172-4.

Although serum cholesterol has been associated with late-life depression, few studies on the associations between
lipids and depression among middle-aged adults have been performed. This study examined associations between
serum lipid levels and depressive symptoms in Korean middle-aged adults. We used data from 8207 participants
aged 40-64 years who completed a questionnaire about their experience of depressive symptoms over the last year
as part of the 2010-2012 Korean National Health and Nutrition Examination Survey. Higher HDL-C levels were
significantly associated with an elevated risk of depressive symptoms (OR=1.32; 95% CI=1.09-1.60) after adjusting
for other covariates.
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Greater hippocampal volume is associated with PTSD treatment response
o) La Bl Aaliae cla & Andlaall Alaia) pa Cpeaall YY) anal) 315

Rubin M, et al.
Psychiatry Res 2016 May 4;252:36-39.

Previous research associates smaller hippocampal volume with posttraumatic stress disorder (PTSD). It is unclear,
however, whether treatment affects hippocampal volume or vice versa. Seventy-six subjects, 40 PTSD patients and 36
matched trauma-exposed healthy resilient controls, underwent clinical assessments and magnetic resonance imaging
(MRI) at baseline, and 10 weeks later, during which PTSD patients completed ten weeks of Prolonged Exposure
(PE) treatment. The resilient controls and treatment responders (n=23) had greater baseline hippocampal volume than
treatment non-responders (n=17) (p=0.012 and p=0.050, respectively), perhaps due to more robust fear-extinction
capacity in both the initial phase after exposure to trauma and during treatment.
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Ophthalomology
il gl e

Therapeutic use of botulinum toxin to correct misalignment of the eyes
Cpiad) Cilihia) o g c s oasal A Audigl LA adlal) aladiuy)

Wipf M, et al.
Klin Monbl Augenheilkd 2016 Apr;233(4):375-80.

Background/purpose: There are no concrete guidelines for the therapeutic use of botulinum toxin in strabismus. The
2012 Cochrane Analysis concluded that it was controversial, but included only 4 prospective randomized controlled
trials. However, many retrospective studies suggest that botulinum toxin treatment is a viable alternative to surgical
treatment. We have now retrospectively evaluated the outcomes of our patients treated with botulinum toxin.
Patients and methods: We retrospectively reviewed the charts of the patients treated with Botox® for strabismus.
The period covered was between 2003 and 2015, with a follow-up of at least 6 months. Successful outcome was
defined as alignment within < 10 prism dioptres, with stereopsis at the final follow-up.

Results: 16 patients were included, including 11 children. The mean follow-up was 19 months. All 11 children were
initially esotropic; 9 exhibited lasting angle reduction (mean 25.5 prism dioptres) at the final follow-up, and 6 of these
(54.5%) achieved a successful outcome. Only one adult patient achieved a lasting angle reduction. Other benefits
were: Psychological relief due to reduced nystagmus (n=1), relief of headaches from decompensating exophoria
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(n=1), and renewed ability to read, due to less adduction of the dominant eye in a patient with bilateral sixth nerve
palsy. Transient ptosis without obstruction of the visual axis was seen in 4 (36%) of the children, but in none of the
adults.

Conclusions: Botulinum toxin has a lasting effect, especially in children with esotropia. It is minimally invasive and
can prevent surgery. If there is subsequent surgery, the dosage may be reduced. Ptosis rates were comparable to those
in the literature.
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Incidence and surgical management
of simultaneous bilateral retinal detachment

quilad) AU Caliiall LGl Jladl) e alal) paailly Eigaad)

Finger ML, et al.
Klin Monbl Augenheilkd 2016 Apr;233:478-81.

Background: Simultaneous bilateral retinal detachment (RD) is very rare and its incidence has not been very well
characterised.

Material and methods: Retrospective review of RD cases treated at the Jules Gonin Eye Hospital between 1999
and 2010.

Results: Over the 11 year period, 10 patients (20 eyes) with simultaneous bilateral RD were identified (average
incidence among RD=0.9%). Mean age: 46.4 + 17.6 years, with a M: F Ratio of 6:4. Pseudophakia was present in 10
eyes and myopia >-5.0 dioptres in 11 eyes. Visual symptoms were unilateral in 7 patients, bilateral in 2 patients and
absent in one patient. RD was macula-on in 15 eyes and macula-off in 5 eyes. Atrophic holes were present in 11 eyes,
U-tears in 6 eyes and a combination in 3 eyes. Primary surgery consisted of buckle surgery (11 eyes), vitrectomy
(6 eyes) and combines technique (3 eyes). The final anatomical success rate was 100%. Mean follow-up time was
22.7+4.95 months.

Conclusion: The incidence of bilateral simultaneous RD appears to be very low and surgical success rates are excellent.
Bilateral pre-operative dilated fundoscopy is mandatory, as the majority of patients have unilateral symptoms.
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