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Continuing Medical Education

Continuing medical education is defined as “any and all the ways by which doctors learn after formal
completion of their training.”

Continuing medical education became an important concern for governments, patients and doctors. The
main aim of continuing education is to maintain and improve clinical performance. Physician performance is
improved when learning experiences combined with tests of knowledge and assessments of clinical practice
needs. Physician learners improve at their own rates, depending on their motivation, their knowledge of an
issue, or the understanding the gap between current knowledge and skills and those that are desired.

The most effective methods of continuing medical education include learning related to clinical
practice, interactive educational meetings, outreach visits, and strategies that contain multiple educational
interventions (i.e. outreach and reminders). Less effective methods contain audit, feedback, local consensus
processes, and the influence of opinion leaders. The least effective strategies which are the most commonly
used in general practice continuing medical education that involves lecture format teaching and unsolicited
printed material (including clinical guidelines).

Some reviews suggest strategies for ensuring medical behavior change and improvement. Three sequential
strategies are described, these are:
- Consideration of predisposing factors, which prepare doctors for change.
- Identification of enabling factors by which new knowledge and skills are related to the learner’s work
environment.
- Reinforcement of new behavior through the use of reminders and feedback.

So what can the physician do? Physicians should reconsider the perspective of continuous medical
education consisting solely of lectures, grand rounds, or medical staff meetings. They should participate
in educational activities that provide personal involvement in thinking about professional practice and in
identifying learning needs. To attain its greatest potential, continuous medical education must be truly
continuing, not casual, sporadic, or opportunistic. Physicians must realize the ongoing opportunities to
generate important questions, interpret new knowledge, and judge how to apply that knowledge in clinical
settings. Essentially, this means that continuous medical education must be self-directed by the physician,
involving management of the content of and context for learning. In turn, the opportunities for self-directed
learning must improve the knowledge and skills required for critical reflection on practice and measurement
of improvement.

Professor Mohamed Swehli
Editor-in-chief
Secretary General of the Arab Board of Health Specializations
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ABSTRACT the disease, with various aetiologies. In western society,
alcohol abuse is the most common cause, in The Middle
Objective: Acute pancreatitis is an acute inflammation East, gallstones to be blamed. There is no previous

of the pancreas, when severe associated with significant study dealt with this uprising entity in IRAQ which was
mortality. Various studies reported various incidence of our great motivation to carry on this study, in an effort
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to put cornerstone for future studies. The study was
constructed to assess the incidence of the disease, the
patterns of clinical presentation, the etiological factors
and the factors predicting the severity of the attacks
and to come with recommendations to reduce mortality
rates in those patients.

Methods: This is a prospective study conducted at
Baghdad teaching hospital from January 2008 till
December 2010. All patients whom had been admitted
with diagnosis of acute pancreatitis included in the
study. Data analysed including demographics, clinical
presentation, investigations, imaging
studies with resulted outcomes.

Results: One hundred twelve patients were approved
to have acute pancreatitis. Main etiological factor
was gallstones with female to male ratio of 2:1. Peri-
ampullary tumour found to be the aetiology in 10%, 26
patients have severe attacks with most common cause
to be gallstones, with 60% of them having medical
co-morbidities. Twenty two of the patients with severe
attacks had organ failure revealing a direct relationship.
The mortality was increasing in number over years but
with fixed rate around 10% due to increase in number
of patients.

Conclusions: The incidence rate of acute pancreatitis
(AP) being doubled every year during the study, hence
the need for national management guidelines. Adapting
the rule of laparoscopic cholecystectomy for gallstones
pancreatitis within the same admission, or as soon as
appropriate is an important factor. Tumours played
significant etiological factor which require further
studies to look into possible aetiologies. Severe attacks
have been associated with organ failure. Mortality
mainly related to age more than 55 years, male gender
and CT severity index C and D indicating complicated

biochemical

attacks.
INTRODUCTION

The pancreas was first mentioned in the writings of
Eristratos (310-250 BC) and given its name by Rufus
of Ephesus (c100 AD).! Acute pancreatitis (AP) is
an acute inflammatory process of the pancreas with
varying involvement of other regional tissues or remote
organ systems.?2 Normally, pancreas produces up to 15
different types of digestive enzymes as pro-enzymes,

and packed in zymogen granules intracellularly.® When
a meal is ingested, the vagal nerves, cholecystokinin
(CCK) and others stimulate release of these proenzymes
into the duodenum, where trypsinogen is activated via
by the brush border enzyme entero-kinase into trypsin,
which converts other pro-enzymes into their active
forms.* Because premature activation of pancreatic
enzymes within the pancreas leads to organ injury
and acute pancreatitis (AP). The initiating events for
examples include alcohol use, gallstones (GS), and
certain drugs. Activated neutrophils, macrophages and
cytokines lead to local and systemic inflammatory
responses. These mediators of inflammation cause an
increased pancreatic vascular permeability, leading
to haemorrhage, oedema, and eventually pancreatic
necrosis with abscess or later pseudo-cyst formation.®
Systemic complications can arise, such as bacteraemia
due to gut flora translocation, acute respiratory distress
syndrome (ARDS), pleural effusions, gastrointestinal
(GI) hemorrhage, and renal failure that might lead to
systemic instability and death ensue.® Working diagnosis
in acute pancreatitis usually does includes laboratory
tests and diagnostic imaging, which is in most cases
obtained to detect aetiology, confirm diagnosis or to
assess for severity, for example: ultra-sound scan (USS),
computerized tomography (CT), magnetic resonance
cholangiopancreatography (MRCP) or endoscopic
retrograde cholangiopancreatography (ERCP).?

Acute pancreatitis is being classified using many
severity scoring systems like with Glasgow scoring
being most common is use. These scoring systems
provide further guidance into the level of care or the
prognosis in some of them.®

Recent studies showed that globally the incidence
of acute pancreatitis is around 0.033%, with mortality
rate of around 5%,* this even goes up to 20% mortality
with severe attacks.® Numerous studies reported wide
geographical variation in the aetiology. In western
society, alcohol abuse is assumed to be the cause in most
cases, while in the Middle East, biliary pancreatitis has
the higher incidence.® There is no previous study dealt
with this uprising entity in IRAQ which was our great
motivation to carry on through this study to determine
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the patterns of acute pancreatitis with special references
to incidence, aetiology, severity and treatments, in an
effort to put cornerstone for future reviews.

METHODS

This study was conducted in Baghdad teaching
hospital, department of general surgery. It was designed
to analyse the data from every patient who had been
admitted with a diagnosis of acute pancreatitis during
the period from January 2008 till December 2010.
The study was constructed to assess the incidence of
the disease, the patterns of clinical presentation, the
etiological factors, factors predicting the severity
of the attack and to come with recommendations to
reduce mortality rates in those patients. The collected
data including: Demographic information, clinical
evaluation at presentation, biochemical investigations
and imaging studies. Demographic data includes age,
sex, district, admission dates, number and duration
of admission. Clinical evaluation includes presenting
complaints and duration, coexisting comorbidities
and physical examination. Biochemical investigations
determined at presentation or later on that includes
white blood cells (WBC), total serum bilirubin (TSB),
serum amylase level, serum calcium, and serum
albumin, lactate dehydrogenase (LDH) and blood urea
nitrogen (BUN), imaging studies included USS, CT

scans and ERCP. Exclusion criteria included relapsing
acute pancreatitis (RAP) and chronic pancreatitis.
The attack was categorized into mild or severe using
modified Glasgow criteria.” Any patient with more than
three criteria was categorized as severe attack. The
mortality for the patients was categorized either due to
multi-organ dysfunction syndrome (MODS) or sepsis
and determined on annual basis.

RESULTS

One hundred twelve patients were included in this
study, with 63 (56%) males and 49 (44%) females,
with age distribution (17-80 years) and mean age of
(45.05 years). Their age distribution showing peak of
the attacks during the third decade for females and two
peaks during fourth and sixth decades for males. Our
study shows patients number whom been admitted with
acute pancreatitis to be tripled in 2010 compared to 2008.
Fourteen patients (13%) were diagnosed at explorative
laparotomy due to presentation as acute abdomen
and unavailability of CT imaging overnight. Only 66
patients (59%) presented within 24 hours of the onset
of symptoms. Fifty six patients (50%) have medical co-
morbidities, the most common was hypertension (HTN)
in 21 (37%), followed by diabetes mellitus (DM) in
18 (33%). Using Modified Glasgow scoring system,’
only 26 patients (23%) were classified as severe
attacks, taking in consideration that around 13 patients

Aetiology Male Female Total %
Biliary 15 30 45 40.17%
Alcohol 13 0 13 11.6%
Tumour 7 5 12 10.71%
latrogenic (ERCP) 6 (4) 5(2) 11 (6) 9.82% (54%)
Trauma 4 3.57%
Hyperlipidaemia 0 5 4.46%
Hypercalcemia 1 0 1 0.89%
Uncategorized 13 8 21 18.75%
Total 63 49 112 100%
Table 1. Aetiologies of acute pancreatitis.
Mortality 2008 (n=19) 2009 (n=29) 2010 (n=64)
Alive 17 26 58
Deceased 2 (10.9%) 3 (10.3%) 6 (9.3%)
Total 19 29 64

Table 2. Annual mortality.
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(11%) were not scored due to insufficient biochemical
investigation results. Most common aetiology was GS
(40%), which was found in 45 patients with female to
male ratio of 2:1. Next in common was related to alcohol
in 13 patients (11.6%), with all being male patients, a
fact that can be explained by the cultural habits of the
investigated society. Surprisingly, the attacks attributed
to tumours were shown in 12 patients (10.7%). Other
aetiologies shown down Table 1. From patients who had
USS of the abdomen; 26% had no abnormality detected.
Only 62 patients (55%) underwent CT scan study, and
100% of them had some pancreatitis related findings,
11 out of 62 (17%) showed pseudo-cysts, and around 4
out of 62 (6%) revealed necrotizing pancreatitis, all of
them have necrosis less than 30% of pancreatic tissue,
Table 5.

One hundred two patients (91.1%) were kept under
conservative measures; 9 of them required surgical
intervention due to failure of conservative management
and unavailability of interventional radiology
services. Surgeries were necrosectomy in 2 out of 9
patients, collection drainage and wash out in 5 out of
9 and cholecystectomy with common bile duct (CBD)
exploration in another 2 out of 9 patients. During their
stay, around 39 patients (35%) developed organ failure,
22/39 scored as severe attack of pancreatitis. The organ
failures were mainly renal impairment in 29 out of 39
patients (74.3%), and 9 out of 39 of them had more than
one organ failure. Number of the patients deceased over
the whole study period was 11 (9.8%), the main cause
of death is the MODS in 7 out of 11 patients (64%). The

annual mortality number was increasing over years, but
with same mortality percentage due to the increase in
number of cases as shown in Table 2.

DISCUSSION

Our study showed that 56% of the patients were male
gender, a finding similar to results of Miho et al.® In
term of aetiology, our main aetiology was GS (40%),
with female to male incidence of 2:1, which is similar to
other studies like Gisalson et al,® Bank et al,° Appelrose
et al! and Garg et al.*? The second most common
aetiology was found to be alcohol consumption in 13
(12%) of the patients, different to other studies showing
alcohol as most common factor such as in Miho et al;®
a fact that can be explained by the difference in the
societies that both studies were conducted at. A striking
finding was that 12 cases (11%) were attributed to
tumours with almost 1:1 male to female ratio, this was
different from results in other studies like Mihoet al®
and Gisalson et al.® Other aetiologies is shown at Table
3. Other comparative studies is shown in Table 4 below.
Main symptoms were abdominal pain (100%), and
14 (13.3%) had jaundice (All of them had GS (66%)
or tumour (34%) as aetiology). Serum amylase was
elevated in only 33/83 (39%) of the patients who had
it (n=83); different from Al-Karawi et al® findings; this
could be explained by the fact that in the patient group
with normal amylase level (n=50), 20 were presented
late >72 hours. Of the patients with elevated serum
amylase (n=33), 6 (19%) had severe attacks and 9 (27%)
have been deceased. This proves that the elevated serum

Baghdad (n=112) Miho et al (Japan)? (n=1688) Gislason et al
Aetiology (Norway)®
Male Female Total Male Female Total (n=487)
Gallstones 15 (23%) | 30 (61%) | 45 (40%) | 219 (22%) | 183 (37%) 402 (27%) 236 (48.5%)
Idiopathic 13 (20%) | 8 (16%) | 21 (19%) | 186 (19%) | 196 (39%) | 392 (27.7%) 56 (12%)
Alcohol 13 (20%) | 0 (0%) 13 (12%) | 466 (48%) | 42 (8.5%) 508 (35%) 94 (19%)
Tumour 7(11%) | 5(10%) | 12 (11%) 17 (2%) 4 (1%) 11 (0.7%) 13 (3%)
Hyperlipidaemia | 5(8%) | 0 (0%) 5 (4%) 10 (1%) 10 (2%) 20 (1.5%) 10 (2%)
ERCP 4(6%) | 2 (4%) 6 (5%) 27 (3%) 38 (8%) 65 (4.4%) 43 (19%)
Trauma 3(4%) | 1(2%) 4 (3%) 8 (1%) 3 (0.5%) 11 (0.7%) 6 (1%)
Surgery 2(3%) | 3(6%) 5 (4%) 25 (3%) 18 (4%) 43 (3%)
Total 63 (56%) | 49 (44%) | 112 (100%) | 958 (66%) | 494 (34%) | 1452 (100%) 487 (100%)

Table 3. Comparative studies by aetiology.
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amylase was not a factor to indicate either severity of
the attacks, or the mortality. Looking into another group
which are patients with elevated WBC (n=42), it was
found that 29 (69%) have severe attacks, and 26 (63%)
have been deceased, highlighting the importance of WCC
as confounding factor into the severity and mortality
of acute pancreatitis in our study. Radiologically, CT
scan was done in 62 patients (55%) with high yield. Of
this subgroup 24/62 (38%) showed grade C, and 35/62
(56%) showed grade D on CT severity index. From
deceased patients 10/11 (90%) have grade C and D on
CT severity index which emphasize a direct association
between patients have grade C and D and mortality, and
those patients might need more aggressive resuscitation
or earlier intervention. Comparable findings in Gisalson
et al° shown in Table 5. On the other hand, abdominal
USS done in 98 patients of those around 26/98 (26%)
were normal, a fact that can be explained by the ileus of
the bowel related to acute stage of the disease and the
difficulty to visualize the retroperitoneal pancreas. Still;
the USS most common findings were the GS reflecting
the predominant aetiology in our study, this was similar
to results shown by Gisalson et al.® This emphasize the
importance of USS to identify the aetiology behind
the attack of pancreatitis, but not to show the inflamed
pancreases or its related complications. Co-morbidities
were found in around 56 patients (50%). Looking
further into this group, it was found that 21 patients

were a delayed presentation (71%) (n=30 all patients
who presented late), 15 had severe attack (61%) (n=26
all patients with severe attacks), and 9 of them deceased
(81%) (n=11 total mortality). Keeping these facts in
minds, it is clear to say that positive medical history
is associated with more delayed presentation, more
severe attacks and contribute to higher mortality. Using
Glasgow scoring system; severe form of the disease
identified in 26 (23%) patients with equal male to female
ratio. Considering this subgroup (i.e. severe attacks,
n=26) showed that 15/26 (57%) are above 55 years, 9/26
(34%) have HTN as medical illness and 22/26 (84%)
had pancreatitis related systemic complications mainly
renal failure. Nine patients (34%) of this subgroup
deceased, and they constitute 9/11 (82%) of mortality
cases. Main etiological factor of in severe attacks was
GS in 13/26 (50%) which is comparable to Gisalson et
al° as shown in Table 6. Tumour played significant role
in 6/26 (23%) of the severe attacks, which was different
from other studies, Table 6. Deceased patients were
increasing over the years but with fixed percentage of
about 10%, which is comparable to other studies like
Mann et al®® and Floyd et al** shown at Table 7. Of the
deceased patients, their age distribution ranges from
27 to 78 years with 7/11 (63%) above 55 years and
8/11 (72%) were males. Their death occurred between
3rd to 10th days of admission. Main factors related to
death were CT severity index of C and D (indicating

Aetiology Baghdad | Banketal (USA) | Appelros et al (Sweden)** | Garg et al (India)*?
Gallstones 40.2% 32% 38.4% 49%
Others 28% 29% 6.6% 10%
Idiopathic 19% 18% 23.2% 16.5%
Alcohol 12% 20% 31.8% 23.6%
Table 4. Main aetiologies comparative studies.
CT findings Baghdad (n=112) Glsalson(r?tzzlsgl;lorway)g
Performed 62 (55%) 181 (37%)
Normal 0 (0%) 14 (8%)
Panic. oedema 41 (66%) 134 (74%)
Abdominal fluid 35 (56%) 81 (45%)
Inflammation 24 (38%) 116 (64%)
Pseudo-cyst 11 (17%) 33 (18%)
Pancreatic necrosis 4 (6%) 24 (13%)

Table 5. CT findings in comparative studies.
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_ Baghdad Gisalson et al Miho et al
Aetiology (n=112) (Norway)® (Japan)®
(n=487) (n=1688)

Severe attacks 26 (23%) 96 (20%) 409 (24%)
Gallstones 13/26 (50%) 32 (33%) 81 (20%)
Tumour 6/26 (23%) 2 (2%) 5 (1.2%)

Alcohol 4/26 (15%) 29 (30%) 152 (37%)
Trauma 2126 (7.5%) 1 (1%) 5 (1.2%)
Hyperlipidaemia 1/26 (4%) 1 (1%) 7 (1.6%)

Others 0 (0%) 31 (32%) 159 (39%)

Table 6. Severe attacks aetiologies in compares to other studies.

Study All cases Deceased | Mortality (%)
Baghdad 112 11 9.8
Mann et al (England)** 631 57 9.0
Floyd et al (Denmark)™ 480 44 9.2

Table 7. Comparative mortality rate in other studies.

complicated attack) in 10/11 (90%), male 8/11 (72%),
severe attacks on scoring system in 9/11 (81%), and
systemic complications in 11/11 (100%). Main cause
ofdeath was MODS which was similar to findings by
De Campus et al.*®

CONCLUSIONS

The incidence rate of acute pancreatitis is been
doubled almost every year in our study. This is showing
the amount of load this entity is putting into our health
service resources, hence the necessity for further studies
into the best practice to provide a national management
guidelines and a national directory for these cases.
Most common cause was found to be GS which is also
a determinant factor in attacks’ severity.

We recommend laparoscopic cholecystectomy to be
done in those patients as soon as they are stable enough
to have the surgery, a practice which is not adapted
currently on wide basis in our health establishments. Our
study showed that tumours causing acute pancreatitis
was outstanding finding and much higher than other
studies, which require further investigation into that
peculiar finding and whether there is any demographic
or geographical factors into this observation. Mortality
determinant factors were found to be: age >55 years,
male gender, severe attacks, co-morbidities and CT

severity index grade C and D. We think that more
aggressive resuscitation and escalation of level of care
with patients who have any of the aforementioned
factors might improve the general outcome and reduce
the mortality related to pancreatitis. Also, the possible
use of the CT scan earlier as an imaging modality; that
can identify the patients with possible higher mortality
rates, can be investigated further in future studies.
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ABSTRACT

from acquired nasolacrimal duct obstruction.
Results: There were 33 females (%61.1) and 21 males

Obijective: To evaluate the success rate of endoscopic
dacryocystorhinostomy for management of patients
with acquired nasolacrimal duct obstruction.

Methods: This is a prospective study of endoscopic
dacryocystorhinostomy performed from May 2015 to
March 2016 in the otolaryngology department of Basra
General Hospital, including 54 patients complaining

(%38.9), with females to males ratio of 1.57:1. The age
of patients ranged from 14 to 65 years with mean age
of 45 years. All patients were operated under general
anesthesia, the average operating time was 29 minutes.
Right eye was affected in 38 (70.3%) patients and the
left eve was affected in 16 (29.6%) patients. Sixteen
(29.6%) patients had deviated nasal septum, from which
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septoplasty performed for 9 of them at same setting.
The studied patients were evaluated for symptoms of
epiphora improvement subjectively, and objectively by
patency test and nasoendoscopic examination of new
ostia. The success rate was 96.3%, two months after
tube removal which decline to 94.4%, six months after
tube removal.

Conclusions: Endoscopic DCR is simple minimal
invasive  procedure with
patients complaining from acquired NLDO, and
the complications encountered during and after the
procedure can be managed successfully. Regular follow
up after endoscopic DCR is necessary.

has excellent results

INTRODUCTION

Patient with epiphora usually presents to the
ophthalmologist. Neglecting of symptoms may
induce chronic dacrocystitis with purulent discharge
from the canaliculi. Inflammation of skin at the
medial canthus may occur with acute exacerbations.
The occurrence of symptoms may be congenital or
acquired.

The acquired causes include:

I-Increased production: Due to reflex tearing in
response to chronic irritation or diseases, treatment is
directed toward controlling the disease process e.g.
trichiasis, superficial foreign body, eye lid malposition,
tears deficiency or instability and fifth cranial nerve
irritation.*

2-Obstruction: Which divided into functional and
anatomical, functional failure is related to poor lacrimal
pump function, which may be due to a displaced
punctum, eye lid laxity weak orbicularis or second
cranial nerve palsy.?

Clinical evaluation of patient with epiphora include
history taking of any trauma, infection or any nasal
surgeries and examination of eye lids and puncta for any
abnormalities like lid malposition, entropion, ectropion,
punctal abnormalities and blepharitis. The discovery
of reflex of purulent material from the lacrimal puncta
during medial canthal palpation indicates obstruction of
the nasolacrimal system.?
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Information is obtained by syringing of lacrimal
apparatus, a 25 gauge blunt lacrimal needle is inserted
into the inferior puncta and saline is gently injected, the
taste of saline confirms patent system, although this test
is not diagnostic because the pressures developed during
procedure is much higher than normal and thus cannot
identify functional constrictions within the system. An
anatomically blocked system causes reflex through
the superior punctum during irrigation, more proximal
canalicular obstructions cause reflex out of the punctum
being injected.*

Dye testing is only indicated in patient with suspected
partial obstruction of the drainage system. These patients
have epiphora, but lacrimal system can be successfully
irrigated. Dye test has high false positive and negative
rates, and it is of no value in total obstruction.®

Primary test: Differentiates partial obstruction
of the lacrimal passage from primary hypersecretion
of tears. A drop of 2% fluorescein is instilled into the
conjunctival sac, after about 5 minutes a cotton piece
moistened in a local anesthesia is inserted under the
inferior turbinate.®

Secondary (irrigation) test: Identifies the probable
site of partial obstruction on the basis of weather topical
fluorescein instilled from the primary test entered the
lacrimal sac. Topical anesthesia is instilled and any
residual fluorescein washed out. The drainage system
then irrigated with saline with a cotton piece under the
inferior turbinate.®

Fluorescein dye disappearance test (FDDT): In this
test, 2 drops of fluorescein dye are instilled in the both
conjunctival sacs and observe them for 2 minutes.
Normally no dye is seen in the conjunctival sac, and the
retention of the dye in the sac indicates poor drainage
which may be due to atonia of sac or mechanical
obstruction.®

Contrast dacrocystography (DCG): Radiological
evaluation of lacrimal obstruction begins with dacro-
cystography, because it is like saline irrigation, causes
elevated pressure within the lacrimal system. This test
is capable of diagnosing only anatomic obstruction.
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Failure of DCG to identify the obstruction in a
symptomatic patient necessitate lacrimal scintigraphy.®

METHODS

A prospective study of 54 patients with nasolacrimal
system obstruction, underwent endoscopic DCR, which
was done from May 2015 to March 2016 in Basra
General Hospital in the department of otolaryngology.

All patients complaining from epiphora due
to acquired NLDO for more than one year, first
assessment was done by ophthalmologist, exclusion
of other causes of epiphora, like ectropion, entropion,
trichiasis, blepharitis, conjunctivitis and keratitis,
after that, full history taking and careful rhinological
examination by rigid nasoendoscopy was completed.

The cases which excluded were congenital
dacrocystits, suspected pre sacal obstruction
including canalicular obstruction and punctal

stenosis, coexisting nasal pathologies which could
influence the outcome of the surgery like atrophic
rhinitis, chronic granulomatous nasal diseases, post
traumatic, post radiation epiphora, and nasal tumors.

Informed consents were taken from all the studied
patients, all operations were done under general
anesthesia, in supine position with head tilted toward
the surgeon; surgery was carried out by using 0
degree endoscope. Lignocaine 2% with adrenaline
1:100000 was injected anterior and above to the
anterior attachment of middle turbinate. Circular
incision was kept anterior to the uncinate process
at the anterior maxillary line, which is curvilinear
eminence along the lateral nasal wall that run from the
anterior attachment of middle turbinate to the roof of
the inferior turbinate, the mucosal flap was elevated
by freer elevator, the frontonasal process of maxilla,
lacrimal crest and lacrimal bone were exposed. The
frontonasal process of maxilla was removed by Citelli
punch forceps or drilling to expose the lacrimal sac,
the bony defect widened circumferentially and the
lacrimal sac exposed adequately. The upper and
lower punctum of the eye were dilated and lacrimal
probe was passed through the punctum, canaliculi
and lacrimal sac.
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The medial wall of the sac was incised by sickle
knife or blade and partially removed or marsipulized or
completely removed. Syringing confirmed the patency
of the stoma, then a set of silicone tubes attached
to metal probe, the metal ends of tubes were passed
through upper and lower canaliculi into the sac and tied
in the nasal cavity.

Postoperative treatment include oral antibiotic for one
week, nasal decongestant drops for 5 days, and alkaline
douche for 7 days post operatively. Follow up was done
at one week and three weeks post operatively with rigid
nasal endoscopy to check the silicon tube and removal
of crust or granulation tissue by suction and washing.
Then after six weeks the silicon tube was removed, at
two months and six months after silicon tube removal,
patients were assessed by subjective method of 10 score
visual analogue scale for improvement of symptoms of
epiphora.

The objective assessment has been done by patency
test by staining of the eye by fluorescein dye, and
putting a piece of cotton under the middle turbinate
and wait for (2-5) minutes, by syringing of the lacrimal
system through the inferior punctum and by checking
of the nose by rigid nasoendoscope to see the new
ostia.

Statistical package of social sciences version 10 was
used to determine the association between different
variables between the results of the 2 months and
6 months, p-value of >0.05 was considered to be
statistically significant.

RESULTS

Fifty-four patients with NLDO were included in this
study, 33 females (61.1%) and 21 males (38.9%), with
females to males ratio of 1.63:1. The age of patients
ranged from (14-65) years, with mean age of 45 years.

Patients were operated under general anesthesia; the
average operating time was 35 minutes ranged from
(20-48) minutes. Right eye was affected in 38 (70.3%)
patients and the left eye was affected in 16 (29.6%)
patients.
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In our study, sixteen out of total 54 (29.6%) patients
had deviated nasal septum, in which 9 patients had
underwent septoplasty at the same setting.

The patients were evaluated for symptoms
improvement subjectively and objectively by patency
test and nasendoscopic examination of new ostia. The
success rate was found in 52 out of 54 patients (96.3%),
two months after tube removal and dropped to 94.4%
at six months after tube removal visit, because one
patient developed symptoms of NLDO subjectively and
objectively.

There was no statistically significant difference in
results between 2 months visit after tube removal and 6
months, (p-value >0.05).

The complications encountered during and after
our procedure were in 7 (12.9%) patients: peri orbital
edema (3 patients), nasal mucosal synechia (2 patients),
thermal injury of nasal vestibule in one patient, and
conjunctivitis in one patient.

DISCUSSION

Over the last years, endoscopic DCR has proved itself
to be a safe and effective technique for the treatment
of lacrimal duct obstruction. Traditionally, DCR is
done externally with its potential complications like
unwanted external scar and failure of the procedure.
The failure is mainly attributed to the closure of the
intranasal stoma created by the surgery. The presence
of a cutaneous scar, the potential for injury to medial
canthal structures, cerebrospinal fluid rhinorrhea, and
functional interference with the physiological action
of the lacrimal pump are the disadvantages of this
procedure. Postoperative morbidity including periorbital
bruising, epistaxis, and late DCR failure have led to the
search for a less invasive approach to the operation.”

Caldwell in 1893 described the first intranasal
DCR.? Since then, many variations and modifications
in the technique are described by different authors, but
with each modification the complexity of the surgery
increases. Sound knowledge of surgical anatomy along
with refined techniques and good instrumentation is
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needed for the excellent success rate of Endoscopic
Dacryocystorhinostomy comparable with that of
external DCR.®

The endoscopic approach has several advantages
over the external approach: It is less traumatic and,
thus shortens the hospital stay, a facial scar is avoided,
there is no disruption of the medial canthal tendon,
which consequently enables preservation of lacrimal
pump function, access to the sac is direct through the
lacrimal bone, avoiding double-side dissection of the
sac, and it is excellent in controlling tissue and, thus,
results in less trauma to the nasal mucosa. Conversely,
disadvantages are: The surgical field may be limited
because of bleeding and there is an occasional need for
septoplasty.®®

In the present study, there was female predominance,
females were 33 (61.1%) and the males were 21 (38.9%),
which is comparable with Kirti Ambani study.* The
anatomical reason for female predominance is the
narrow lumen of bony canal, which was found to be the
commonest site of obstruction in female.*?

Linberg et al*® stated that, the age of his patients were
ranged from 14-74 years with mean age was 40 years,
which disagreed with our study.

The average duration of our procedure was 29
minutes, ranged from (10-47) minutes, which is nearly
same to L Muscatello® procedure duration (30 minutes).
In the other hand, it’s much shorter than duration of
conventional DCR; which last 56 minutes, according to
Tashkiran.®

The complications encountered during and after our
procedure were in 7 cases: Peri- orbital edema (3 cases),
nasal mucosal synechia (2 cases), 1 case of thermal
injury of nasal vestibule and 1 case of conjunctivitis,
comprising 7 out of 54 patients. The complication rate
was 12.9%, which is less than the complications in a
study done by Ganesh,* which was 47.5%

The follow up period was 6 months after silicon tube
removal, which was shorter than in a study done by
Durvasula,'” which was 28 months.
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CONCLUSIONS

Endoscopic DCR is simple minimal invasive

procedure, and has excellent results with patients
complaining from acquired NLDO. The complications
encountered during and after the procedure can
be managed successfully. Regular follow up after
endoscopic DCR is necessary. When compared with
other techniques like external DCR and endolaser
DCR, the advantages of this procedure are decreasing
operating time, less complications, short functional
recovery time and nearly similar success rate.

REFERENCES

Tsai James C, Alastair KO, Philip IM, et al. Oxford
American handbook of ophthalmology. Ist ed. Oxford
university press; 2011. p. 127-30.

Bartley GB. Acquired lacrimal drainage obstruction: an
etiologic classification system, case reports and review
of literature. Part 1. Ophthal Plastic Reconstr Surg
1992;8(4):237-42.

Guzek JP, Ching AS, Joang TA, et al. Clinical and
radiologic lacrimal testing in patients with epiphora.
Ophthalmol 1997:104;1875-81.

Onerci M. Dacryocystorhinostomy: Diagnosis and
treatment of nasolacrimal canal obstructions. Rhinology
2002;40:49-65.

Kashkouli MB, Mirzajani H, Jamshidian-Tehrani M,
et al. Reliability of fluorescein dye disappearance
test in assessment of adults with nasolacrimal duct
obstruction. Ophthal Plast Reconstr Surg 2013 May-
Jun;29(3):167-9.

Wormald PJ, Tsirbas A. Investigations and endoscopic
treatment for functional and anatomical obstruction
of nasolacrimal duct system. Otolaryngol Allied Sci
2004,29:352-6.

Fayers T, Laverde T, Tay E, et al. Lacrimal surgery success

13

10.

11.

12.

13.

14.

15.

16.

17.

after external dacryocystorhinostomy: functional and
anatomical results using strict outcome criteria. Ophthal
Plast Reconstr Surg 2009 Nov-Dec;25(6):472-5.
Caldwell GW. Two new operations for obstruction of
the nasal duct with preservation of the canaliculi, and
an incidental description of a new lacrimal probe. New
York Med J 1893;57:581-2.

Ben Simon GJ, Joseph J, Lee S, et al. External versus
endoscopic dacryocystorhinostomy for acquired naso-
lacrimal duct obstruction in a tertiary referral center.
Ophthalmology 2005,112:1463-8.

Sham CL, Hasselt  CA.
terminal  dacryocystorhinostomy.
2000;110:1045-9.

Ambani K, Suri N, Parmar H. Study of success rates in

van Endoscopic

Laryngoscope

endoscopic dacryocystorhinostomy with and without
stenting. IAIM 2015,;2(4):52-6.

Shigeta K, Takegoshi H, Kikuchi S. Sex and age differences
in the bony nasolacrimal canal: an anatomical study.
Arch Ophthalmol 2007;125:1677-81.

Linberg JV, MC Cormick SA. Primary acquired
nasolacrimal duct obstruction. A clinic pathological
reports and biopsy Ophthalmol 1986
Aug;8:1055-63.

Muscatello L, Eloy P, Berterand B, et al. Endoscopic
DCR: indications, techniques and results. Rhinology
1995;33:229-33.

Tashkiran CA, Kradag O, Arikan S, et al. Comparison
of transcanalicular diode laser DCR and external

technique.

DCR in patients with primary acquired nasolacrimal
duct obstruction. Lasers Surg Med 2014 Apr;46(4):
257-80.

Chandra Gayen G, Mandi K. Endoscopic endonasal
DCR: Experiance in a rural tertiary center. IOSR J
Pharmacy 2013;3(4):1-4.

Durvasula VS, Gatland DJ. Endoscopic dacrocysto-
rhinostomy: long-term results and evolution of surgical
technique. J Laryngol Otol 2004,118(8):628-32.



Journal of the Arab Board of Health Specializations Vol.18, No.2, 2017

Original ticte ) §riosr

DIABETIC FOOT CHALLENGES IN YEMEN
el Aaldd) nbaat g 4K eq'él\
Zayed Ahmed Atef, MD; Mohmed Ahmed Bamashmos, MD; Jameel Alghzali, MD

u.")_i_” J—g—O} ) .u.ug.q_\l\.ol.n .A.o}i KW I A ) ‘x_é.ch A.qaj ..\.n“b )

Eal) Gaile

ety Aol Lygaall Ze N1 Plie) coally Kl (s5ise Tanin g Leia 5y5hd Jalse 52 o balle 1Sl pail) i rungl) cisa
Uy Ofdla Cpadty ol Bale (o sl) (sstuay JRA) (ssiue S5 e Alaall Al Jalgal) Gy 3sa ae Sl sl GlacY)
Al a3l s e pplelad Ll (5205 Ayl 2380l aniad) el A pra (gsie 20at] Ayl o3a gl LAY e lany) calal)
Allal) o3l Llaall clpanilly 358l Jolse Al g

2013 J5¥1 Gy g 85 (b elainar (gSull ilagll 3Sall Cmabal) A<l w3l imye g0 310 oAbl cypal rdagl) gk
2014 31 s

S el adaill Alsje Vel 905.8 (fs Jadh ) aileill Aspe sl agie %031 ¢ el oamyall o 9056 of Al el i)
Vs R Ahang Anlme gl ()9m 9665.8 oy ¢ i) ad (ggine i (g (omyall g0 %626.5 of (i 388 J2) (s5ie Wl ¢ aalal
1AS U amyall Ayl Aonsilly Lol L) fme salal Cppnsylaall (o Ayl e (50 9667.1 o 235 . Amaall Cladil (o (g5 sy o siay
G pal Vgmiady Al 90955 () LS caall Al (e CaliSllg il Apadl s Y oaapall e Y0916 () s 288 AyySill i) ae Jaltl
el iad) A6 e A pmal) (g0 g5ine (5T (038l Y (mmpall (g0 718 o Aual) A e Lo amgg ein ] 8L Al (DIA pgalasY
Al il LUaY) ) gom 8 A syshall e 0 Y agie %77.3 s

Sy gl Joa agdilae skl adinally agiBliley (odajall aall Rl Jald zaliny ) (Sall (hagll 5850l 2 Uiy lalisin)
Gloy e cnatlil) Cpllall (il Jels maliny 35ms 8)9 5 gn capall gagi 28 Ll 5)50aal) alse iy Ay Sl pil) Vs pa bl
Al aail) s e Jaleilly Lalal) cleal) e g8l o1l e

ABSTRACT

Obijective: Globally, diabetic foot lesion is a result of
multiple risk factors as poor glucose control, peripheral
vascular disease and neuropathy. Some environmental
factors like increasing urbanization, unhygienic
conditions, poverty, barefoot gait, low income, and
cultural practices have also been said to compound
the situation. The aim of this study was to determine

the knowledge and practice of foot care among Yemeni
diabetic patients, and to study the local risk factors for
this case.

Methods: A cross-sectional study carried out in
Diabetes Centre in Sana’a from October 2013 to March
2014 including 310 diabetic foot patients with active
ulceration.

Results: Of 310 patients, 174 (56.1%) were
completely illiterate, 96 (31%) had formal or primary
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education while just 18 (5.8%) had a secondary or
tertiary education. Regarding the socioeconomic status,
82 (26.5%) participants were under the line of poverty,
204 (65.8%) have poor environmental condition, and
most of them have inadequate access to the public
services, 24 (7.7%) whom their condition was good
and acceptable. It was found that 208 (67.1%) were
Qat chewers. Regarding the foot care practice, the
majority of the patients 281 (90.6%) and 284 (91.6%)
were unaware of the importance of the inspection
and foot examination respectively. On the other hand,
296 (95.5%) of the participants their feet were not
examined in the last year. Regarding the scoring of
education knowledge and diabetic foot care, (71.8%)
of participants applied bad practice, and about (77.3%)
of the patients have poor knowledge about diabetic foot
risk factors.

Conclusions: There is a pressing need to endorse a
proper program for patients and their families education
to improve their knowledge about diabetic foot risk
factors, diabetic foot prevention and proper foot care
practice, and to train health care professionals with the
appropriate podiatry knowledge and skills to identify
the risk foot and to utilize available local resources

efficiently.
INTRODUCTION

Diabetes mellitus (DM) is a complex chronic illness
requiring continuous medical care with multifactorial
risk reduction strategies beyond glycemic control.
Ongoing patient self-management education and
support are critical to preventing acute complications
and reducing the risk of long-term complications.

DM is one of the most prevalent non-communicable
diseases (NCD) globally. It is the 4"or 5" leading
cause of death in high-income countries, therefore
it is undoubtedly one of the most challenging health
problems in the 21th century.?

It is now recognized that the low- and middle income
countries face the greatest burden of diabetes. However,
many governments and public health planners still
remain largely unaware of the current magnitude, or more
importantly, the future potential for increases in diabetes
and its serious complications in their own countries.®
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The increase in the prevalence of DM is likely to
bring a concomitant increase in its complications
among diabetic patients. One of the most important
complications of DM are the foot problems; these
complications constitute an increasing public health
problemandare aleading cause of admission,amputation
and mortality in diabetic patients. The reported annual
incidence of foot ulcers is range between 2.1% to 7.4%,*
and it is estimated that diabetic foot ulcer (DFU) affect
15% to 25% of people with diabetes at some time in
their lives.®

The prevalence of DFU ranged between 1.0% and
4.1% in the United States (US), 4.6% and 2.4% in
Netherlands.5” The prevalence varied in the Middle East
and Africa is between 1% and 11.9%, it estimated to be
1% in Egypt, 2.3% in Iraq, 4.3% in Saudi Arabia, 4.6%
in Kenya, 5% in Jordan, 5.9% in Bahrain and 11.9% in
Algeria.®

Hospital-based studies demonstrated that the
prevalence of DFU between 11.7% and 19.1% among
individuals with diabetes in Nigeria,*® and 20% in Iran.

Diabetic foot ulcers precede 25% to 90% of all
amputations.'” The risk of a lower extremity amputation
in people with diabetes is therefore much higher than
in people without diabetes.’®* In a hospital based
one year study in Saudi Arabia, they found that DFU
continue to be a major cause of morbidity and results in
an amputation rate of 19%,?° and in the Arab world the
incidence still higher.?-2

Several factors are involved in the development of
foot ulcers, including peripheral neuropathy, peripheral
vascular disease (PVD), limited joint mobility and
repeated trauma from abnormal load distribution on the
foot.2*? Peripheral neuropathy, which affects up to 50%
of people with diabetes, is the major predisposing factor
for diabetic foot disease. It results in loss of protective
sensation and autonomic dysfunction.

Up to 30% of people with diabetes have detectable
peripheral vascular disease. In the past it was common to
divide the problem of the diabetic foot into neuropathic
or ischemic. More recently in developed countries it is
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increasingly recognized the combination of neuropathy
and ischemia, the so called neuro-ischemic foot is
perhaps the commonest presentation.?

It is found that ulceration of the foot is one of the
major health problems for foot deformities such as
claw or hammer toes (as a result of neuropathy), hallux
valgus or varus, prominent metatarsal heads (due to
subluxation), and Charcot arthropathy result in areas
of high pressure. This causes callous formation at these
sites. Tissue underlying the callous is traumatized by
the repetitive shearing forces associated with walking
and standing, resulting in hematoma and/or ulceration.?
In addition to risk factors of diabetic foot, some
environmental factors like increasing urbanization,
unhygienic conditions, poverty, barefoot gait, low
income, and cultural practices have also been said to
compound the situation.?

In addition to causing pain and morbidity, foot
lesions in diabetic patients also have substantial
economic consequences. Beside the direct costs of foot
complications, there are also indirect costs relating to
loss of productivity, individual patients' and family
costs.?®

People with diabetes are prone to develop foot
ulcer, amputation and other lower extremity clinical
abnormalities if they do not have good knowledge of foot
care practice. There are no studies on knowledge and
practice of foot care among Yemeni diabetic patients.
This study aim to determine the knowledge and practice
of foot care among Yemeni diabetic patients in diabetes
centre in Sana’a.

The general objective of this study is to explore the
level of awareness about the magnitude of diabetic
foot (DF) in Yemen and the especial challenges, and
the specific objectives needed to estimate the level of
knowledge of Yemeni diabetics regarding the DF risk
factors. Finally, to study the local risk factors in Yemen.

METHODS

Across-sectional study was carried out in the Diabetes
Centre in Sana’a from October 2013 to March 2014.
The inclusion criteria for the cases included consented
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patients who diagnosed as type 1 or type 2 DM for
at least six months, and have active foot ulceration.
Patients who were unable to answer the questions
because of altered mental state were excluded from the
study.

All participants were subjected to proper history
taking including the age, gender, area of usual residence
and the level of formal education, habits as smoking and
Qat chewing, type of DM, duration of the disease and
duration of the foot ulcer. Patient's awareness of the risk
factors of diabetic foot, and his/her knowledge about
foot care practice.

The presence of intermittent claudication and
neuropathic pains was noted. History of prior
education on foot care and previous healed foot
ulcers were asked for.

Through physical examination including height,
body weight, pulse, blood pressure and foot
examination. Height was expressed in metres and
weight was expressed in kilograms. The body mass
index (BMI) was then calculated as BMI=Weight(kg)/
height (m) kg/m?2.

The blood pressure was measured with the adult
cuff standard technique. An average of two readings
was used for final records. Peripheral neuropathy
was assessed by elucidating the presence or absence
of vibration sense using the 128 Hz tuning fork on
the medial and lateral malleoli and documented. The
pressure sensation (monofilament testing) was done
using 10 g monofilament. (A normal person should be
sensitive to the monofilament that buckles at a force of
10 g).

Examining the deep tendon reflexes, the Achilles
tendon reflex was tested using a standard patella
hammer and technique and graded as either present
(normal), detectable only after enhancement, or absent.
Perception of pain by application of a pinprick on
various sites on the feet was tested and classified as
present or absent.

The range of the knowledge and practical foot
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care score obtained in the study was from 0 to 10 out
of maximum possible score of 10. Accordingly we
classified each participant as good knowledge about DF
risk factors and foot caring if his/her score more than 7
(70%), if his score 5-6° (50-69%) we considered him as
mild or acceptable knowledge, and he was regarded as
poor if his score less than 5 (50%).

The dorsalis pedis and posterior tibialis arterial
pulses were palpated with the patient in supine position.
The feet examination to detect the high risk factors for
foot lesion as dryness, cracks, fissures, ingrown and/or
improperly trimmed nails, oedema, tineapedis and/or
tineaungums, and foot deformities e.g. Charcot joints,
hammer toes, pescavus andcallosites and/or corns.

The participants knowledge were explored through a
questionnaire consisted of 10 questions on knowledge
of diabetic foot risk factors as: smoking, hypertension,
DM control, improper foot wear and bar foot walking,
and foot deformity. Also we asked them about the role
of practical foot care and prevention of DF as: foot
inspection, nail care, dryness and fissures in the foot,
numbness or loss of sensation and inter digital fungal
infection.

The participants were asked about some local
environments factors as education level, Qat chewing
and socioeconomic state. The poverty was measured
through several factors including the income of the,
family the number of people living in adequate housing,
poor environmental condition and extent to which
people have inadequate access to the public services.

The questionnaire was in Arabic, which is the official
language in Yemen. Data obtained were analysed
using SPSS statistical software version 15 (SPSS Inc.,
Chicago, IL, USA). P value of <0.05 was considered
statistically significant.

Ethical approval: An informed, signed was
obtained from each patient before enroliment, the ethics
and research committee of the Al-Thawra Hospital in
Sana’a approved the study.

RESULTS

From a total of 3790 diabetic patients attended
the Diabetes Centre in the period from October 2013
to March 2014, we identified 334 (8.8%) patients
with (DFU), 310 of them were enrolled in the study.
One hundred eighty eight (60.6%) males and 122
(39.4%) females. The mean age of the respondents was
55.75+10.99 years, 220 patients (63.1%) were below
the age of 50 years. The mean duration of diabetes was
11.12 +6.34 years. The characteristics of the patients are
shown in Table 1.

Of 310 patients, 174 (56.1%) had no formal or
primary education (complete illiterate), and 96 (31%)
formal or primary education while just 18 (5.8%) had a
secondary or tertiary education.

Regarding the socioeconomic status, it was found
that 82 (26.5%) participants were very poor (under the
line of poverty), 204 (65.8%) have poor environmental
condition and most of them have inadequate access to
the public services, and only 24 (7.7%) whom their
condition was good and acceptable.

Characteristics Mean+SD | Median (Min-Max)
Age (years) 55.75+10.99 56.00 (25-85)
BMI 25.81+3.64 | 25.39 (18.75-39.06)
Duration of DM
11.12+6.34 11.00 (1-30)
(years)
HbAlc 9.84+1.92 | 9.60 (5.50-15.00)
Male (No.,%) 188 (60.6%)
Sex Female (No.,%) 122 (39.4%)

Table 1. The characteristics of participants in the study.
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Risk factors No. %
Iliterate 174 56.1%
. Read and write 96 31.0%
Education
Secondary 18 5.8%
University 22 7.1%
\ery poor 82 26.5%
Socioeconomic Poor/mild 204 65.8%
Good 24 7.7%
Qat chewing 208 67.1%

Table 2. Local risk factors (Challenges).
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Risk factors No. % Causes No. %
Hypertension 178 57.4% Neuropathy 246 79.4%
Smoking 142 45.8% Vasculopathy 172 55.5%
Deformity foot 56 18.1% Both 160 51.6%
Barefoot 60 19.4% Trauma 166 53.5%
Neglect of foot exam 281 90.6% Burn 30 9.7%
Nail dystrophy 63 20.3% Fungal infect 44 14.2%

Table 3. Prevalence of risk factors, among the
participant.

Out of 310 participants it was found that 208 (67.1%)
were Qat chewers, and unfortunately 172 (55.5%) of
them believed that the Qat is benefit for the control of
blood sugar, Table 2.

Regarding the risk factors in this study, we found that
142 (45.8%) patients were smokers and 178 (57.4%)
were unaware that the smoking is considered as a risk
factor for DF. One hundred seventy eight (57.4%)
participants were hypertensive and all patients do not
know the role of hypertension in the sclerotic changes in
the lower limbs and DF. One hundred nineteen (38.1%)
participants have foot deformities and nail dystrophy.

Regarding the foot care practice among the
participants, it was found that the majority of the
patients 281 (90.6%) and 284 (91.6%) were unaware of
the importance of the inspection and foot examination
by themselves or inspection inside the footwear,
respectively. In addition, it was found that 296 (95.5%)
of the participants did not been examined in the last year
by a physician.

Regarding the direct causes of the feet lesion, the
majority of the patients 246 (79.4%) had diabetic
neuropathy, 172 (55.5%) had peripheral vasculopathy,
foot trauma or injury was been found in 166 (53.5%)
patients, 86 (27.7%) of the participants do not know that
the exposure to hot materials or hot bath may harm their
feet leading to DF, and so 30 (9.7%) patients the direct
causes of DF was due to direct burn. On the other hand,
it was found that 60 (19.4%) had a history of barefoot
walking, most of cases 166 (53.5%) do not know that
the barefoot walking may lead to DF.

Regarding the scoring of education knowledge and
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Table 4. The direct causes of DF among the
participants.

diabetic foot care, it was found that 71.8% of the
participants applied bad practice, and about 77.3% of
patients had poor knowledge about diabetic risk factors.

DISCUSSION

In 1989 one of the main five-year targets of the
European Declaration of St. Vincent was to reduce
amputations caused by DM by 50%.%° In order to reach
these goals, international guidelines underline the need
to reduce the incidence of foot ulceration by preventative
efforts. This does not include only optimizing metabolic
control and identification and screening of people at
high risk for diabetic foot ulceration, but also patient
education in order to promote foot self-examination and
foot-care knowledge.3!-%

In our study, we found that the prevalence of DFU
among diabetic patients attended diabetic centre in
Sana’a in the period of the study (8.8%) was higher
than that found in Egypt, Iraq, Saudi Arabia, Jordan,
and Bahrain,®*® but lower than in Algeria.** The high
prevalence in Yemen could be explained due to that there
are only two diabetes centres in the country in general,
the main is in Sana’a which is the only one place for
caring of DFU in Sana’a and surrounding governorates,
secondly might be due to local risk factors in Yemen.

The result of this study showed that most of
diabetic patients had poor knowledge of diabetic foot
predisposing risk factors. These deficiencies arises
from lack of awareness about the effect of smoking,
hypertension in causing poor foot circulation, lack of
knowledge about the risk of barefoot walking, foot
deformity and nail dystrophy in the development of
diabetic foot. The lack of knowledge about the risk



Journal of the Arab Board of Health Specializations Vol.18, No.2, 2017

factors of DF in our study is consistent with findings
by other investigators worldwide as in Sudan, Iran,
Pakistan and India.3*%’

The lack of knowledge about the practical foot care
and prevention of DF in our study is consistent with
previous studies in Sudan and Iran.3%

Onthe other hand, we found that there was malpractice
from the health workers, since the questionnaire revealed
that (95.5%) of participants didn’t been examined their
feet by physician in the last year, this indicates the lack
of communication between the health workers and
patients.

In this study, most patients having DF were from
of the lowest levels in the education either illiterate
(56.1%), or formal read and write (31%), we also
found that the most of them were from the lowest
socioeconomic levels that mean the poorer education,
and the lower socioeconomic status significantly had
lower knowledge about the risk factors of DF and
practical foot care. The relationship between education
and foot care among DM patients has been observed in
similar studies in Sudan, Iran, Pakistan and India where
illiterate patients were the least knowledgeable.®**” The
knowledge of appropriate foot care has been suggested
to be positively influenced by patient education which in
turn reduces the risk of foot ulceration and amputation
in high-risk diabetics.?

The association between education and knowledge
may be due to the fact that, educated patient were able
to read and understand some of educational supportive
materials, and also use information technology to obtain
more information about the disease.

Thus, patient education on the prevention of foot
ulceration is imperative, and should be incorporated
into the routine care of patients with diabetes both in
the hospital and in the community.

In this study, we found that the prevalence of diabetic
neuropathy and vasculopathy was high (79.4% and
55.5%) respectively, which was higher than that found
in Sudan, UAE, Egypt, Irag, Saudi Arabia, Jordan, and
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Bahrain, 383989101213 \while it was lower than in Algeria.*
This can be due to local risk factors as Qat chewing or
other traditional habit which need more research.

Accordingly, we named that the main challenges in the
diabetic foot in Yemen are the lack of patients knowledge
about the risk factors of diabetic foot, and malpractice
of foot care among them and health care team, illiteracy
is a huge complaint among Yemeni population and so
decreased the ability to get the education materials, the
socioeconomic status also is one of the main barriers
for the regular attendance the health centres, and for
getting the proper anti DM agents. Lastly, Qat chewing
is considered as a huge rooted problem in Yemen, since
it face the ability to control blood sugar, because of the
wrong concepts among Yemeni population who believe
that the Qat chewing is benefit for controlling their
blood glucose, while it was found that Qat chewing has
no any beneficial effects in the blood glucose control,
and badly it leads to increased the blood pressure and
aggravate the cardiovascular complications,” on the
other hand it is well known that Qat chewing often
associated with smoking and this is well known as a
risk factor of vascular diseases and development to DF.

Thus, as stated in International Diabetes Federation's
position statement the key steps in the prevention
and treatment of diabetic foot problems includes the
following: At least annual inspection of feet by a health
care professional, early identification of the foot at
risk, education of people with diabetes and healthcare
professionals, appropriate foot wear and proper nail and
skin care and rapid treatment of all foot problems,*??
in addition to overcome the local challenges mentioned
above.

CONCLUSIONS

There is a pressing need to endorse a proper program
for patients and their families education to improve their
knowledge about diabetic foot risk factors, diabetic foot
prevention and proper foot care practice, and to train
healthcare professionals with the appropriate podiatry
knowledge and skills to identify the risk foot, and to
utilize available local resources efficiently.

It is clear that there is an urgent need for healthcare
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professionals, policymakers and diabetes representative
organisations to work together to ensure that diabetic
foot care is structured as effectively as local resources
will allow. This will facilitate improvements in foot
care for people with diabetes in Yemen, and lead to

a

reduction in diabetic-foot-related morbidity and

mortality.
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ABSTRACT of patients who were admitted to Basra Maternity and
Children Hospital and Basra General Hospital from
Objective: A case-control study was carried out to October 2014 till April 2015.

assess the nutritional status of infants and children with Methods: Detailed history was taken from all patients
congenital heart diseases, and study selected variables including, identity, presentingsymptoms, ageatdiagnosis
as age, sex, types of congenital heart diseases, and and type of congenital heart diseases, treatment and

family history in relation to the nutritional variables feeding history as well as echocardiography reports were
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reviewed. Systemic and general examinations including
anthropometric measurements were carried out for all
infants and children recruited in the study. Nutritional
status was assessed based on WHO/National Center
for Health Statistics, and malnutrition was considered
when: weight for age, weight for height/length and
height for age Z score < -2, as well as proportions of
underweight, wasting and stunting were assessed.

Results: 4 total of 54 patients with congenital heart
diseases were included in this study; 33 (61.1%) were
males and 21 (38.9%) were females, and 58 infants and
children were aged and sex matched as a control group.
The mean weight, height/length and head circumference
of patients with congenital heart diseases were (7.1 kg,
66.8 cm, 41.8 cm) respectively, which is significantly
lower than control group (9.9 kg, 75.7 cm, 44 cm),
p-value<0.05. Current study revealed that; 44.4% of
patients with congenital heart diseases had wasting
and 38.9% had stunting with significant p-value=0.000.
The wasting was more common in infants and children
with acyanotic congenital heart diseases (63.3%,), while
stunting was more in cyanotic congenital heart diseases
(70.8%). Wasting and stunting significantly were more
common in patients kept on anti-failure therapy (37.0%
and 29.6%, respectively) than those without medical
treatment, p-value=0.000. Only 5.6% of patients with
congenital heart diseases seek medical advice for poor
weight gain, and the majority presented with symptoms
related to congenital heart diseases like breathlessness
and cyanosis with p-value=0.001.

Conclusions: Malnutrition remains a problem among
symptomatic infants and children with congenital
heart diseases, so particular attention is required for
early diagnosis, medical and surgical intervention and
dietary management of those children to restore normal
growth.

INTRODUCTION

Congenitalheartdisease (CHD) isamajorglobal health
problem. Twenty-eight percent of all major congenital
anomalies consist of heart defects.! The prevalence of
malnutrition in children with congenital heart diseases
being as high as 64% in developed countries of the
world. The problem is more severe in the developing
regions, where malnutrition is common even in
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otherwise normal children.? For infants with congenital
heart disease, poor growth is a common co-morbidity
that may have multiple factors including hemodynamic
abnormalities related to cardiac physiology and disease
severity, inadequate nutrient intake, gastrointestinal
malabsorption, neurologic insults, and presumed
increase in energy expenditure. Inadequate caloric
intake appears to be the most important cause of growth
failure in CHD. It may be due to anorexia, dyspnea and
tachypnea.® Acute or chronic malnutrition occurred in
70% or more of patients with cyanotic CHD and those
with congestive HF, but only in 30% in patients with
neither.2 Improved dietary intake and consequent catch-
up growth have been documented in these patients even
with simple nutritional counseling.*

METHODS

This case-control study was carried out to assess
the nutritional status of infants and children with
the diagnosis of congenital heart diseases, who were
admitted to Basra Maternity and Children Hospital and
Basra General Hospital, or visited pediatric emergency
room between October 2014 and first of April 2015. A
total of 54 patients, aged 1-36 months; 33 males and
21 females were included in the study, and 58 healthy
infants and children, age and sex matched, were selected
from infants and children visiting hospital for mild
ilinesses or those children referred for echocardiography
examination with normal reports were enrolled as a
control group.

Exclusive criteria:
- History of prematurity,
retardation.
- Known genetic malformations, dysmorphic features,
and significant neurologic disability like cerebral palsy.

intrauterine  growth

The echocardiography reports of all infants and
children enrolled in this study were reviewed, and a new
examination was carried out when required. CHD was
classified according to American Heart Association into
cyanotic and a cyanotic lesions.® As well as physical
examination was carried out including systemic, general
examination and anthropometric measurements; were
assessed and applied to appropriate Z-score charts.
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Commonly used anthropometric indices are: weight-
for-age (WFA), length-for-age or height-for-age
(HFA) and weight-for-length or weight-for-height
(WFH), to identify underweight, stunting and wasting,
respectively. Each of these nutritional indicators is
expressed in standard deviation units from the median
of the reference population and further classification
accordingly as mild (< -1 to > 2 SD), moderate (<-2 to
>-3 SD) or severe (<-3 SD) malnutrition.®

Data were analyzed using SPSS program Version 18,
expressed by mean and standard deviation, acomparison
of proportions was performed using Chi-square test,
t-test and fisher exact test. For all tests p-value of <0.05
was considered as statistically significant.

RESULTS

Selected characteristics of studied patients: The
mean ages of studied patients and control group was
1.98+1.32 and 1.79+1.16 months respectively, and
81.4% of patients were younger than 18 months. The
percentage of patients presented with breathlessness and

poor weight gain was 46.3%, and only 5.6% presented
with a complaint of poor weight gain. Breast feeding
was recorded in 14.8% of patients, and 9.3% of children
presented with late diagnosis and positive family history
of CHD, Table 1.

Distribution of congenital heart diseases in the
studied children: Acyanotic lesions as VSD, ASD, and
PDA constitute 55.6%, with VSD account for 33.4%
of all lesions, and cyanotic lesions as transposition of
great arteries (TGA), Tetralogy of Fallot and Ebstein
anomaly account 44.4%, Tetralogy of Fallot was the
most common type of cyanotic CHD 20.4% as shown
in Table 2.

Growth parameters of patients and control group:
Mean weight, length or height, and head circumference
of patients with CHD were significantly lower than
control group with significant p-value <0.000, Table 3.

Nutritional status of cases and controls:
Significantly higher frequency of moderate and severe

Characteristics Variables No. %
Male 33 61.1
Sex

Female 21 38.9
1-6 31 57.4

Age (months) 6-18 13 24
18-36 10 18.6
Breathlessness and cyanosis 13 24.1
. . Breathlessness and poor weight gain 25 46.3
Clinical presentation Breathlessness 11 20.3
Cyanosis 2 3.7

Poor weight gain 3 5.6
Breast feeding 8 14.8
Feeding pattern Bottle feeding 19 35.1
Mixed feeding 4 7.4
Complimentary feeding 23 42.5
Age of diagnosis <3 29 237
’ (monthgs) 3-6 20 37
>6 5 9.3

o Positive 5 9.3
Family history of CHD Negative 29 907

Table 1. Selected characteristics of patients with CHD.
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Type of CHD No. %
Ventricular septal defects (VSD) 18 33.4
Acyanotic (No. 30, 55.6%) Atrial septal defects (ASD) 7 12.9
Patent ductus arteriosus (PDA) 5 9.2
Tetralogy of fallot (TOF) 11 20.4
Cyanotic (No. 24, 44.4%) Tra”Spos't"gé;great arteries 7 12.9
Ebstein anomaly (EA) 6 11.1
Total 54 100
Table 2. Types of congenital heart diseases in studied patients.
Cases Controls
Indicators *p-value
No. % No. %
Normal 14 25.9 49 84.5
Wasting Mild 16 29.6 9 155 <0.05
Moderate 10 18.5 0 0.0
Severe 14 25.9 0 0.0
Normal 2 3.7 45 77.6
. Mild 28 51.9 13 22.4
Underweight Moderate 1| 204 | 0 0.0 <0.05
Severe 13 24.1 0 0.0
Normal 11 204 52 89.7
. Mild 22 40.7 6 10.3
Stunting Moderate 7 | 130 | 0 0.0 <0.05
Severe 14 25.9 0 0.0

*Exact fisher test

Table 4. Nutritional indicators among cases and control group.

wasting, underweight and stunting in children with
CHD (p-value <0.05), as well as normal weight/
length, weight/age, height/age percentage was reported
in patients with CHD (25.9%, 3.7%, and 20.4%) and
control group (84.5%, 77.6% and 89.7%) respectively,
with significant p-value <0.05, Table 4.

Mean +SD
Variables p-value
Cases Control
Weight (kg) 7.143.2 9.9+3.5 0.000
Length or height | 66 1169 | 75.7¢125 | 0.000
(cm)
Head circumference
(cm) 41.8+4.9 44.0+4.5 0.000

Table 3. Growth parameters of patients
and control group.
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Nutritional status of patients with CHD in relation
to selected patients variables: It was found that higher
frequency of studied children were on anti-failure
therapy; significantly wasted, underweight and stunted
than those children without anti-failure therapy, as well
as stunting was more frequent in cyanotic lesions while
wasting was more common in acyanotic CHD, with
significant p-value of 0.000 and 0.006 respectively,
Table 5.

Logistic regression analysis: The selected variables
included in the study were subjected to logistic
regression analysis. It was found that the presenting
symptoms (breathlessness and poor weight gain),
type of CHD (VSD), and anti-failure therapy were
significantly associated with malnutrition in infants and
children with congenital heart disease, Table 6.
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Wasting Underweight Stunting
Variables Total p-value
No. % No. % No. %
A <6 31 14 58.5 11 45.8 10 50.0
ge 6-12 13 5 19.4 9 36 9 | 356 | 0860
(months)
18-36 10 5 22.1 4 18.5 2 14.3
Male 33 13 394 18 54.5 16 48.5
Se 0.933
X Female 21 | 11 | 523 6 | 285 | 5 | 238
Types of Acyanotic 30 19 63.3 16 53.3 4 13.3 0.006
CHD Cyanotic 24 5 20.3 8 33 17 | 70.8 '
fA}I”“ No 6 2 3.7 4 7.4 2 | 37
Types of allure
treatment therapy Yes 42 20 37.0 17 31.4 16 29.6 0.000
Surgery 6 2 3.7 3 5.5 3 55
Table 5. Nutritional indicators in relation to selected patients variables.
DISCUSSION respectively. Because the current study is hospital-

Reports shows that congenital heart diseases related
malnutrition is common, especially in developing
countries, but prevalence varies widely. Significant
deficits in weight, length, and head circumference
reported in children with CHD compared with matched
control group; probably attributed to low energy intake,
hypermetabolism and cell hypoxia.

Previous reports showed that congenital heart
diseases-related malnutrition is common especially in
developing countries, but prevalence varies widely.
Current study reveals that the percentage of acute and
chronic malnutrition in infants and children with CHD
are higher than other reports carried out in outpatients
clinic in Baghdad by Hassan et al (29.5% and 21.9%),’
and in Oman by Venugopalan et al (27%, and 24%),?

95% Confidence
Variable interval Od.d p-value

Lower | Upper ratio
Age 0.648 1.199 0.822 0.864
Sex 0.444 2.105 0.967 0.933
Feeding pattern 0.784 1.173 0.959 0.684
Clinical presentation | 0.406 0.667 0.520 0.001
Anti-failure therapy | 10.340 | 123.879 | 30.412 | 0.000
VSD 1.146 1.531 1.105 0.006

Table 6. Logistic regression of selected variable with
.malnutrition in children with CHD
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based and enrolled studied patients were referred from
pediatric ward for echocardiographic examination
with severe diseases; their main presenting symptom
was breathlessness, similar finding was concluded in
other studies carried out in Bangladesh,*° India!*2and
western countries.*1°

In South India, Vaidyanathan and colleagues
reported a higher prevalence of underweight (59.0%)
and wasting (55.9%) in children with CHD compared
with the present findings, with wasting being more
prevalent than stunting in children with CHD.® It
is a well known fact that acyanotic CHD was more
common than cyanotic congenital heart diseases,® and
ventricular septal defect and Tetralogy of Fallot are the
commonest acyanotic and cyanotic CHD since 1971.°
Similar results were concluded and the frequencies
of individual CHD are consistent with other studies
carried out in Basra,'” Saudi Arabia®® and Nigeria.'® But
in contrast to a study carried out by Rahman et al, who
conclude that atrial septal defect is common acyanotic
congenital heart diseases, where they included adult
patients with congenital heart diseases in their study.?

Children with acyanotic CHD on anti-failure therapy
were more likely to be wasted, while those with
cyanotic defects were more likely to be stunted, similar
results reported by Hassan et al in Baghdad’” and Salzer
et al in Germany.?* Possible explanations for the poor
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growth include; inadequate intake of nutrients as well
as increased oxygen consumption, increased mean
total daily energy expenditure, impaired absorption
secondary to the chronic venous congestion of the
bowel, inefficient utilization of nutrients by the tissues,
reduced serum Insulin-like growth factor-1 (IGF-I)
levels, decreased insulin secretion and associated
congenital anomalies.??

CONCLUSIONS

The mean weight, height/length and head
circumference of patients with congenital heart diseases
were significantly lower than in control group. Wasting
is more obvious in children with acyanotic congenital
heart diseases on anti-failure therapy, while stunting is
more common in children with cyanotic lesions. The
presenting symptoms as; breathlessness with poor weight
gain, type of lesion as ventricular septal defects and anti-
failure therapy are significantly related to malnutrition
in patients with congenital heart diseases. Few patients
with congenital heart diseases seek medical advice for
poor weight gain and majority were presented with
complaints related to congenital heart diseases.

We recommended that; early diagnosis and treatment
of children with CHD should be started soon after birth
or in early infancy, to improve their growth with proper
advice of dietitian for management of nutritional defi-
ciency.
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ABSTRACT study was to determine the frequency of demonstrable

Rouviere's sulcus, and to show that identification of this

Objective: Despite the advances in laparoscopic sulcus made safe surgery which may avoid injury of
surgery, the risk of bile duct injury during laparoscopic biliary ducts.

cholecystectomy remains a substantial problem, even Methods: This is a prospective descriptive study

in the hand of experienced surgeons. The aim of this design done in Azadi teaching and private Duhok
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hospitals from February 2013 till October 2016. One
hundred thirty patients who were posted for laparoscopic
cholecystectomy were included, and divided into two
groups.: Group A (85 patients) with Rouviere’s sulcus
(classified as complete and incomplete or fused type),
and Group B without sulcus (45 patients).

Results: A4 total of 130 patients who underwent
laparoscopic cholecystectomy were included in the
study. Group A consist of 85 patients (65.3%) with
Rouviere's sulcus. Open type of sulcus was visualized in
60 patients (46.1%), and the fused type was seen in 25
patients (19.2%),; while Group B consists of 45 patients
(34.6%). The comparison between two groups was made
in term of age, gender, duration of operation, and bile
duct injury. There was no statistical difference between
two groups in term of age (p=0.14), gender (p=0.80),
operative time (p=0.54) and no bile duct injury in both
groups.

Conclusions: Rouviere's sulcus is an easy reference
point and fixed extrabiliary anatomical landmark,
visualized in majority of patients. Its identification before
commencement of dissection can only be a component
of the surgery, and may be helpful in preventing bile
duct injury.

INTRODUCTION

Laparoscopic cholecystectomy (LC) is the most
commonly performed surgical operation used for
symptomatic cholelithiasis in most major centres.
However, the two dimensional image of video
laparoscopy require the surgeon to use anatomical
landmarks inorder to identify biliary anatomy accurately,
which are unfamiliar in open cholecystectomy.
Such difficulties lead to increase risk of bile duct
injury (BDI) in laparoscopic compared with open
cholecystectomy.!

It has been recognized since long time that
misinterpretation of normal anatomy, in addition to
presence of anatomical variations contribute to the
occurrence of postoperative complications such as
biliary injuries, and then can cause significant morbidity
and occasionally even mortality.

BDI is a catastrophic complication for the individual
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patient, which result in significant reductions in
the quality and quantity of life.>® Various operating
procedures have been described to decrease the risk of
BDI during LC,” but in difficult cases the localization of
the bile duct is not easy.

It is important that fixed extrabiliary landmarks are
identified early during operation to locate the level
at which it is appropriate to start dissection of the
hepatobiliary triangle, in order to reduce the risk of
BDI.29 In 1924, Henri Rouviere described a 2-5 cm
sulcus, running to the right of the liver hilum anterior
to the caudate process, and usually containing the
right portal triad or its branches.’® Couinauds1l drew
attention to the value of the Rouviere’s sulcus (RS)
in providing access to right portal structures in right-
sided liver resections, and indicated that it was present
in 73 per cent of subjects while other identified in
80% of cases.? When viewed laparoscopically from
the umbilicus with normal upward retraction of the
gallbladder, an imaginary line drawn along the sulcus
and carried across to the base of segment IV shows the
level ventral to which dissection is (safe).2 Being an
extrabiliary reference point, it does not get affected by
distortion due to pathology,*? or due to retraction of gall
bladder during laparoscopic cholecystectomy (LC).:

The aim of this study is to determine the frequency of
demonstrable RS in patients who underwent LC, and
its role in safe dissection in Calot’s triangle which may
avoid injury to biliary ducts.

METHODS

This prospective descriptive study was conducted on
130 consecutive patients with gall bladder disease who
underwent LC from February 2013 till October 2016.
Patients were divided into two groups; group A with
Rouviere’s sulcus (RS) and group B without Rouviere’s
sulcus. Frequency and type of RS was documented.
Open type was defined as a cleft in which right hepatic
pedicle was visualized and the sulcus was opened
throughout its full length as in Figure 1 and 3. Fused or
incomplete type was defined as one in which the pedicle
was not visualized, or if the sulcus was opened only at
the lateral end as in Figure 2.
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Inclusion criteria:  Symptomatic  gallstones,
gallbladder stones associated with polyps, porcelain
gallbladder, gallbladder polyp, chronic cholecystitis.

Exclusion criteria: Suspicion of gallbladder
cancer, important organ dysfunction, severe abdominal
cavity adhesion, bleeding disorders, acute cholangitis,
gallbladder gangrene or perforation.

Surgical technique: The preoperative diagnosis was
made in all the cases by ultrasonography. Standard four
ports LC was performed. In all patients neck first method
was used irrespective of the presence of the sulcus. The
sulcus is best seen if grasping forceps are placed on the
neck of the gallbladder, which is then retracted upwards
and towards the left, so that the posterior aspect of the
hepatobiliary triangle is exposed. If present, the sulcus
is seen running to the right of the hilum, Figure 1, 2,
and 3, which may be complete or incomplete type. RS
indicates reliably the plane of the CBD, and usually
“points” to the neck of the gallbladder (the narrow part
that then tapers into the cystic duct), and can then be
used as a reference point to facilitate identification and
dissection in Calot’s triangle, thereby safely identifying
the cystic duct and artery as a prelude to achieving the
critical view. Then dissection may be started safely
by division of the peritoneum immediately ventral to
the sulcus and continued in a triangle bounded by the
liver surface, the neck of the gallbladder and the plane

Figure 1. Complete type of Rouviere’s sulcus.
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of the sulcus. Even if the bile duct is tented upwards
by the traction that has been exerted on the gallbladder,
dissection will be safely ventral to the plane of the duct.
Posterior branches of the cystic artery, or a “caterpillar
hump’ hepatic artery, may lie in the area of dissection
and must be identified with care. Once a plane has
been opened posteriorly, attention may be turned to
the anterior dissection, using the posterior landmarks
as a guide. The anterior and posterior dissections can
then be made to meet, thus opening the hepatobiliary
triangle completely and the cystic duct and artery can be
safely clipped and cut. The rest of dissection is carried
remaining near to gall bladder.

Statistical analysis was performed using Graph Pad
software. The Student t-test was used to evaluate the
differences between continuous variables, the Chi
square test was used for categorical variables. A p-value
of less than 0.05 is considered significant.

RESULTS

A total of 130 patients who underwent LC were
included in the study, 19 males and 111 females, with
F:M ratio 5.8:1. Age of patient ranged from 20-70 years
with a mean of 45+12.3. Group A (with RS) included
85 patients (65.3%). Complete sulcus in 60 (40.1%)
and fused or incomplete type in 25 (19.2%) patients.
Group B (without RS) consisted of 45 patients (34.6%)
as shown in Table 1 and Figures 1, 2, and 3.

Figure 2. Incomplete type of Rouviere’s sulcus.
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8 No. and
Variables percentage
. Age in years 20-70
Patient'
aents age MeanSD 45+12.3
Male 17 (13%)
Gender
Female 113 (86.9%)
0,
Patients with Total 85 (65.3%)
sulcus Complete type 60 (46.1%)
Incomplete type 25 (19.2%)
Patients without sulcus 45 (34.6%)

. Group A Group B
Variables p-value
(No. 85) (No. 45)
20-70 25-73
Al 14*
o 4574118 | 48.9+119 | O
Male 12 7
**
Gender Female 73 33 0.80
Operative 45-80 45-85 0.54%
time (min) 58.8+8.4 57.8+9.6 '
Bile duct injury 0 0

Table 1. Frequency of Rouviere’s sulcus
among 130 patients.

Neither morbidity nor mortality was seen in both
groups. There was no statistical difference between
two groups in term of age (p=0.14), gender (p=0.80),
operative time (p=0.54) and no bile duct injury in both
groups as shown in Table 2.

DISCUSSION

The knowledge of hepatobiliary anatomy have
made operation easier by reducing intraoperative
bleeding, iatrogenic bile duct injury and lowering
postoperative complications. Anatomical variation and
misidentification of the normal anatomical structures
are main causes of operative injury in laparoscopic
procedure 8t

The incidence and prevalence of iatrogenic BDI
in LC remain unacceptably high.®>* There is no
widely accepted standardized method for performing
LC, and over 70% of surgeons regard BDI as an
unavoidable postoperative complication.’> Some
anatomical landmarks including cystic lymph node,
Caolt’s triangle, gall bladder neck, and RS have
been advocated for identifying the cystic duct and
safe dissection.’* Hartman’s pouch is often used
as a landmark, but in cases where it is distorted or
abolished as in patients with atrophic cholecystitis,
or adhesions between cystic duct and the neck of gall
bladder and in impacted cystic duct stone it becomes
inconstant feature of normal and pathologic human
gallbladders, and is a morphologic rather than an
anatomic entity.*’

32

* Based on T-test, ** Based on Chi-square

Table 2. Comparison between two groups of patients.

The most important advantage of identifying RS
lies in the fact that the cystic duct and the cystic artery
lay anterosuperior to the sulcus,*® and the common
bile duct lays below the level of the RS.*? Hugh and
Kuldip have shown minimal incidence of CBD in their
large series of LC by beginning the dissection ventral
to RS.8%19 In difficult cases particularly RS is a useful
and fixed landmark which is visualized when the neck
of gallbladder is retracted upwards and towards the left
exposing posterior aspect of hepatocystic triangle, and
indicates the plane of CBD accurately.

In current study frequency of visualization of RS
was 65.3%, which is nearly similar to the result of
Zubair,®® but less than the study of others such as 82%
by Dahmane®® and to 90% as quoted by Hugh as he
included the white line as a possible sulcus.® The author

Figure 3. Complete type of Rouviere’s sulcus.
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did not consider the white line as RS because it needs
experience particularly in presence of adhesion. No
patient had injury to common bile or hepatic ducts in
our study.

In this study there was no statistical difference
between the two groups of patients in term of age,
gender, operation time and biliary injury but in other
studies showed minimal incidence of bile duct injury
when the RS present 8121818

RS may be used as a confirmatory tool and is
particularly useful when identification of structures
within Calot’s triangle remains difficult, thus acting
as a safety check before the ligation or clipping of any
structures.'32°

Indocyanine green-infrared cholangiography is an
emerging technology and potentially has an additional
role in the improvement of accuracy in the identification
of the biliary tree prior to and after dissection.?

Limitation in this study include a lack of widely
accepted standardized method in LC, and the fact that
no one landmark or technique can prevent bile duct
injuries. The use of RS is another measure that helps the
surgeon during a difficult operation.

CONCLUSIONS

By dissecting ventral to RS, the surgeon ensures
that they are operating away from the danger area.
Identification of RS is a safeguard to biliary injury, and
is important fixed extrabiliary anatomical landmark,
present in most patients either complete or incomplete
type, such landmark is helpful before commencement
of Calot’s triangle dissection in preventing bile duct
injury.

Conflict of interest: The author declare that there is
no conflict of interest regarding the publication of this

paper.
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ABSTRACT

Objective: Dyslipidaemia is a metabolic disorder
that can lead to many public health problems. Its
prevalence is increasing worldwide. The aim of present
work was to describe dyslipidaemia profile and some
related factors among adult population of Dubai.

Methods: Dubai Household Health Survey was
conducted in 2014 as a cross-sectional, multistage,
stratified, cluster survey. Houses were visited to obtain
detailed information about the different health-related
issues. Individuals aged >18 years were investigated
for dyslipidemia. The dyslipidemia questions of the
questionnaire were asked to 3716 persons.

Results: As for the age group more than 60 years old,
the study showed that 12.5% males and 18.4% females,
total 14.5% have had blood cholesterol and blood lipid
checking. In total, about 4.2% of males, 8% of females,
and 4.7% of all adult population were shown to have
blood lipid level checking. As for the age groupl§-59,
the study reflected that 3.9% of the total males, 6.9%
of females, and 4.3% of the total have been informed
by doctors that they have high cholesterol and blood
lipid. 4.2% of the total males including above 60 years
old persons, 8% of the total females including above
60 years old, and 4.7% of the total males and females
including above 60 years old age group have been
informed by doctors they have high cholesterol and
blood lipid.

Conclusions: of dyslipidemia
remarkable among adult population in Dubai. Enforcing
measures of dyslipidemia control in the Dubai adult
population to reduce CVD burden needs to be activated
at wider base.

Prevalence is

INTRODUCTION

Dyslipidaemia is a metabolic disorder that can lead
to many public health problems. Its prevalence is
increasing worldwide. The prevalence of borderline
dyslipidemia and dyslipidemia in the United States was
mentioned to be 52.9% among adults in 2003-2006.
The prevalence of dyslipidemia in adults aged 18 and
older in 2002 in China was 18.6%,? and 53.6% (in a
study conducted during 2000 to 2001 on groups aged
35-74 years) when combining borderline dyslipidemia
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and dyslipidemia numbers.® Dyslipidemia in China has
increased significantly during the past decade with rapid
economic growth and associated lifestyle changes.*®

The typical forms of dyslipidemia include elevated
total cholesterol (TC), elevated triglycerides (TG),
elevated low-density lipoprotein (LDL) cholesterol, and
reduced high-density lipoprotein (HDL) cholesterol.
The risk of mixed forms of dyslipidemia is also
growing. The reasons behind this may be attributed to
the increased prevalence of other metabolic diseases.
The main factors are changes in diet patterns, obesity,
and reduced physical activity.”*

Dyslipidemia, which is considered modifiable,**** is
a risk factor that can be responsible for the development
of health problems such as atherosclerosis and cardio-
vascular disease (CVD). Medicines are available for
effective treatment of dyslipidemia. Interventions like
this and together with lifestyle changes may reduce
occurrence of CVD and the resulted mortality.*>*

Along with the rapid socioeconomic growth in the
Gulf countries, it has been a change in lifestyle such as
an increased consumption of poor quality foods and the
adoption of a sedentary lifestyle, and as a consequence
the rates of CVD and associated risk factors among the
Gulf population have also increased; the rates sometimes
exceed that of developed countries. Furthermore, the
number of deaths resulting from ischemic heart disease
and hypertensive heart disease in the Middle East and
North Africa region (including the GCC countries)
was 294/100.000 and 115/100.000, respectively. Also,
the number of disability-adjusted life years (DALYS)
resulting from ischemic and hypertensive heart disease
is 3702/100.000 and 1389/100.000 in the same region,
respectively. The WHO estimated the total number of
non-communicable diseases resulting in death in the
GCC states in 2008. CVD was estimated to account
almost half of the deaths in Oman and Kuwait, 49%
and 46%, respectively. The rate of CVD deaths was
also high in Saudi Arabia, the UAE, Bahrain, and Qatar
42%, 38%, 32%, and 23%, respectively. Although some
systematic reviews on the prevalence of CVD and/or
CVD risk factors in the Middle East region have been
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published, these reviews were limited to either CVD
risk factors only, or specific gender.'82?

The aim of this study was to describe dyslipidaemia
profile and some related factors among adult population
of Dubai, UAE, 2014.

METHODS

Dubai Household Health Survey was conducted in
2014 as a cross-sectional, multistage, stratified, cluster
survey. Houses were visited to obtain detailed information
on the different health-related issues. According to Dubai
Statistical Center, the total population of Dubai at the end
of 2014 was 2327350 (males 1613175, females 714175)
(UAE 212000, expatriates 2115350). Individuals aged
>18 years were investigated for dyslipidemia. The
dyslipidemia questions of the questionnaire were asked
to 3716 persons. Data were entered to the computer
using Excel sheet and analyzed using SPSS 21.

RESULTS

The first investigation question was: “Have you ever
had your blood cholesterol and/or blood lipids checked?”
The current survey revealed (Table 1) that about 3.9%
of males and 6.9% of females aged between 18-59 have

checked their blood lipid, the total was 4.3%. As for the
age group more than 60 years, the study showed that
12.5% males and 18.4% females, total 14.5% have had
blood cholesterol and blood lipid checking. In total
about 4.2% of all males, 8% of all females, and 4.7%
of all adult population were shown to have blood level
checking.

The second investigation question was: “Have you
ever been told by a doctor or other health professional
that your blood cholesterol and/or blood lipids were
high?” The study reflected in Table 2 that 3.9 % of the
total males aged 18-59, 6.9% of females, and 4.3% of
the total have been informed by doctors that they have
high cholesterol and blood lipid. 4.2% of the total males
including above 60 years old persons, 8% of the total
females including above 60 years old, and 4.7% of the
total male and female including above 60 years old age
group have been informed by doctors that they have
high cholesterol and blood lipid.

The third investigation question compared the
levels according to nationality, Table 3 and Figure 1.
As per nationality, the study showed that about 19.8%
of Emirati total males, 18.5% of total Emirati females,
and 19.1% of total Emeriti population have high blood
cholesterol and blood lipid as informed by their doctors;

Checking 18-59 >60 Total
cholesterol and
el mesflis Male Female Total Male Female Total Male Female Total
No 96.1% 93.1% 95.7% 87.5% 81.6% 85.5% 95.8% 92.0% 95.3%
Yes 3.9% 6.9% 4.3% 12.5% 18.4% 14.5% 4.2% 8.0% 4.7%
Total 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0%
Tablel. Frequency distribution of checking cholesterol and lipid profile among
study population according to age and gender.
Cholesterol and 18-59 Total
lipid profile Male Female Total Male Female Total
No 96.1% 93.1% 95.7% 95.8% 92.0% 95.3%
Yes 3.9% 6.9% 4.3% 4.2% 8.0% 4.7%
Total 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Table 2. Frequency distribution of cholesterol and lipid profile according
to age and gender as diagnosed by doctors.
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Cholesterol Emirati Non-Emirati Total
and lipid
profile Male Female Total Male Female Total Male Female Total
No 80.2% 81.5% 80.9% 96.1% 93.4% 95.7% 95.8% 92.0% 95.3%
Yes 19.8% 18.5% 19.1% 3.9% 6.6% 4.3% 4.2% 8.0% 4.7%
Total 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0%

Table 3. Frequency distribution of cholesterol and lipid profile according to nationality.

Cholesterol and blood lipids

E Female 6.60%
€
<
5 Mal 3.90%
> ale
Female 18.50%
B
o
E
Y Male 19.80%
- I 1 I I
0.00% 5.00% 10.00% 15.00% 20.00%

Figure 1.

On the another hand, 3.9 of non-Emirati males, 6.6% of
non-Emeriti females, and 4.3% of the total have high
blood cholesterol and blood level as informed by their
doctors; As for the total, 4.2% of males, 8% of females,
and 4.7% of the total have high blood cholesterol and
blood level as informed by their doctors.

DISCUSSION

The current study showed that almost one fifth of
adult male population Emirate nationals of Dubai have
dyslipidemia disorders. It is almost similar as one fifth of
female Emirate nationals of Dubai reported prevalence
of high level of dyslipidemia. Adding to this finding, the
study showed about 3.9% and 6.6% of expatriate male
and female population of Dubai respectively, who suffer
from elevated level of blood cholesterol and lipids. This
finding showed lower that whathas beenidentified in other
studies like a study carried out in Iran, which revealed
that the estimated prevalence of hypercholesterolemia
and hypertriglyceridemia in those aged >19 years

Frequency distribution of cholesterol and lipid profile among study population.

among both sexes was 41.6%.2 Another study that
was carried out in lraq showed that the dyslipidemic
rates were noted with high triglyceride (TG) 41.6%.%
Furthermore, the study carried out in Turkey showed
that the prevalence of hypercholesterolemia (> or=200
mg/dl), elevated low density lipoprotein C (LDL-C) (>
or=130 mg/dl), low high density lipoprotein C (HDL-C)
(<40 mg/dl), and hypertriglyceridemia (> or=150 mg/
dl) were 37.5, 44.5, 21.1, and 30.4%, respectively.
Prevalence of dyslipidemia were higher in men than in
women.?® United States of America (USA) dyslipidemia
studies showed an estimate of 53% (105.3 M) of USA
adults have lipid abnormalities.?®

The prevalence of dyslipidemia in general is high
in the Gulf countries. The available national surveys
indicated that half the Saudi population has high
level of total cholesterol, and almost half of the males
and one-third of Saudi females have high level of
hypertriglyceridemia. The rates of high cholesterol in
Saudi Arabiaare similar to that reported in USA (53.2%).
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Dyslipidemia is a major risk factor for Coronary
Health Disease (CHD), and plays a central role in
the development of atherosclerosis. The high rates of
dyslipidemia in the GCC countries may be due to the
high prevalence of physical inactivity, obesity, and
diabetes among the Gulf populations. In addition, as
mentioned before, food customs and the consumption
of high fatty foods might be contributing factors.?
The prevalence of dyslipidemia was reported in 7
studies: 3 in Saudi Arabia, 1 in Kuwait, 2 in Oman,
and 1 in the UAE. There was no consistent definition
of dyslipidemia within the region. The majority of
the dyslipidemia studies reported the prevalence rate
based on total cholesterol and triglycerides levels.?-34

Similar to the current study, overall, dyslipidemia
levels were higher in males than females, and increased
with age gradually up to the age group of 50-59 when
it became stable in some studies and slightly declined
in others. The prevalence of hypercholesterolemia
(HC) ranged from 17% to 54.9% in males and from
9% to 53.2% in females. There was no difference
in HC between urban and rural residents. However,
one study in Saudi Arabia showed higher rates of
hypertriglyceridemia in the urban population (43.2%)
than in rural population (34.1%). Based on the available
data on dyslipidemia within the region, high cholesterol
(>5.2 mmol/L) was more prevalent in Saudi Arabia.
The variation in definitions used in dyslipidemia studies
and the limited data in the Gulf area make it difficult
to accurately compare between countries; however, the
levels of blood lipids appeared to be high in the Gulf
region.

CONCLUSIONS

Prevalence of dyslipidemia is remarkable among
adult population in Dubai, and significantly higher
among Emirati Nationals. Enforcing measures of
dyslipidemia control in the Dubai adult population to
reduce CVD burden needs to be activated at wider base.
Dyslipidemia health education and awareness program
needs to be developed and utilized at wide.

Conflict of interest: The authors declare that they do
not have any conflict of interest.
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ACQUIRED GASTRIC OUTLET OBSTRUCTION IN PEDIATRIC PATIENTS
JUkY) vie €Al saxall 7 de Jlawl
Lina Khouri, MD

S LJ .

ABSTRACT

Obijective: This study reports the etiologies, management and outcome of children with gastric outlet obstruction
(GOO) in Damascus pediatrics hospital.

Methods: Retrograde study was conducted in Damascus pediatrics hospital, on the medical records of 20 patients
who were admitted to hospital between January 2008 and December 2015 with acquired gastric outlet obstruction
not associated with idiopathic hypertrophic pyloric stenosis (IHPS), with minimum period of follow up 6 months.
They were categorized into: group of GOO cases caused by complication of using non-steroidal anti-inflammatory
drugs (NSAIDS) (group 1), group of GOO cases caused by caustic ingestion (group 2), and group of GOO cases
caused by anatomic abnormality (group 3).

Results: Twelve cases belonged to the group 1 (60% of all patients), mean age was 27 months with a male to female
ratio of seven to five. The etiology of GOO in this group was complication of using NSAIDS in therapeutic dose except
one case, which was caused by over dose of NSAIDS. All patients underwent surgery; we followed them after surgery
without complication. Six cases belonged to the group 2 (30%), mean age was 30.3 months with a male to female
ratio of four to two. The etiology of GOO in this group was the complications of caustic ingestion without esophageal
injury, four cases were caused by acid ingestion (3 males, 1 female) and two cases caused by alkali ingestion (female
and male). All patients underwent surgery; we followed them 6 months without complications. Two cases belonged
to the group 3 (10%), first case was 11 years old female with gastric polyp, second case was 2 years old female with
acute gastric volvulus. Both patients underwent surgery, we followed them 6 months without complications.

Conclusions: In this study, the complications of using NSAIDS in therapeutic dose were the most common reason
of GOO in children, the second reason was caustic ingestion and the acid ingestion is more dangerous than alkali
ingestion as the etiology for GOO, third reason was anatomic abnormality.
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ABSTRACT

Sheehan's syndrome is defined by varying degrees of
anterior pituitary deficiency due to postpartum ischemic
necrosis of the pituitary gland after massive bleeding.
Hematologic abnormalities such as normochromic
anemia have been reported in these patients. However,
pancytopenia is rarely observed. We describe the
case of a 35-year-old Syrian woman with features of
hypopituitarism. Laboratory tests showed pancytopenia
that was completely reversed after adequate hormone
replacement. Clinicians should consider the possibility
of hypopituitarism as a cause of pancytopenia.

INTRODUCTION

Sheehan’s syndrome (SS) is a parturition-related
pituitary disease resulting from severe postpartum
hemorrhage and can present with varying degrees of
pituitary insufficiency.* It is a rare complication of
postpartum hemorrhage first described in 1937.2

Sheehan’s syndrome is rare probably due to migrant

women and unawareness of physicians regarding
the syndrome. From another side diagnosis of SS
has often been overlooked and thus delayed for long
years due to its nonspecific signs and symptoms.!
Most common presenting symptoms of Sheehan’s
syndrome are lactational failure, prolonged amenorrhea
or oligomenorrhea after delivery.®* The most frequent
hematologic finding is normochromic anemia in
Sheehan’s syndrome.>8 Pancytopenia is rarely observed
in patients with Sheehan’s syndrome.>78

Signs and symptoms: Signs and symptoms of
Sheehan’s syndrome occur because of the deficiencies
of the various hormones the pituitary gland controls:
thyroid, adrenal, breast milk production and menstrual
function. It can present during postpartum period
or several months or years following delivery. The
mean duration between postpartum bleeding and the
subsequent development of symptoms varies from 1 to
33 years.t? Patient usually present with lactation failure
following delivery (this was the first thing direct us to the
case when we start studying it), cessation of menstrual
periods, generalized weakness and debility, premature

*Fatima Alhamed Alduihi, MD, Resident in the Department of Internal Medicine, Aleppo University Hospital, Aleppo, Syria.

E-mail:Randomheart88@yahoo.com. OR dr.fatima.duihi@hotmail.com.
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wrinkling of the forehead and face, genitals and body
hair loss, and coarse dry skin. Rare clinical presentation
includes acute circulatory collapse, congestive cardiac
failure, hypoglycemia (which occurs 2 times with our
patient), diabetes insipidus, or psychosis.!

Epidemiology: The prevalence of SS has not been
exactly defined due to the great number of undiagnosed
patients as we remark at the beginning of the article. In
1965, Sheehan estimated that the worldwide prevalence
was 100-200 per 100,000 women.*1% In 1996, the World
Health Organization estimated that 100,000 women
were dying each year due to SS, and more than 3
million women in the world were suffering from SS.2
In the Kashmir region of India, the prevalence of SS
was found to be 3.1% among women in 2005, and two
thirds of women were still giving birth at home.*2

In Turkey, a recent study investigating the causes of
hypopituitarism reported the frequency of SS as 27.6%
among 338 female patients, making SS the second most
common cause of hypopituitarism in females.®* In a
retrospective study fromthe Philippinesin 2010, analysis
of the data of 82 female patients with hypopituitarism
revealed that in 14% of patients the underlying
etiology was SS.** In the USA, hypopituitarism was not
detected in the follow-up of 55 women with histories
of severe PPH between 1998 and 2002.%° Similarly, in
an investigation of 404 patients with pituitary disease
in the UK, only one case was reported to have SS.%
However, it appears that SS is not as rare as assumed
in Western society, probably due to the migrant women
who gave birth in their home countries.>” Accordingly,
the prevalence of SS was found to be 2.6 per 100,000
women in the northwestern region of Spain®® in 1999
and 5.1 per 100,000 women in Iceland in 2009.%°

CASE PRESENTATION

A 35-year-old Syrian woman was urgently sent to
our Hematology department with confusion, vomiting,
and diarrhea. A low blood pressure was observed (80/45
mmHg). An initial laboratory test showed pancytopenia,
which was the major reason to send her to our
department. Her leukocyte count was 0.76x10%L with
a neutrophil count of 0.31x10%L. Her hemoglobin level
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was 8.8 g/dL with mean corpuscular volume MCV at
91.96 fL, mean corpuscular hemoglobin MCH at 28.43
pg and mean corpuscular hemoglobin concentration at
30.92 g/dL. Her platelets count was at 58x10%L. Her
serum ferritin level was normal at 151.4 ng/mL. A bone
marrow aspiration revealed normocellular to slightly
hypocellular. Chest X-ray and abdominal ultrasound
were normal. A detailed interview revealed that she had
excessive bleeding in the course of her first delivery
age of 25 years. She talks about anemia after every
delivery. In addition, history of lactation failure and no
resumption of menstruation following the childbirth was
present .She complained of significant fatigability and
weakness after the childbirth. A physical examination
showed pallor and rough skin. Her breast tissue was
normal but the areolae were depigmented. She had
no pubic or axillary hair. Pituitary hormone studies
were compatible with a status of primary pituitary
insufficiency (Table 1). Her follicle-stimulating
hormone (FSH) was at 2.56 ulU/ml, free thyroxine
(FT4) was low at 0.425 pg/dl with an inadequate level
of thyroid-stimulating hormone (TSH) at 0.688 ulU/ml.
Her basal serum cortisol (measured at 8 a.m.) was at
1.12 pg/dL, her prolactin level was 1.8 ng/ml.

The diagnosis of Sheehan’s syndrome was established
in the background of appropriate history and hormonal
studies and pituitary magnetic resonance images
corroborated it by demonstrating a normal-sized sella
that was flat with no pituitary parenchyma inside. There
was no abnormality in hypothalamic, supra sellar, or
para-sellar regions in the MRI, (Figure 1).

She received replacement therapy with L-thyroxine
100 pg/day and hydrocortisone 300 mg/day IV divided
g8hr, started with a dose of 20 mg/kg/day, later the
dose increased as no improvement of her symptoms
had occurred. In fact, the hematologic abnormality
had dramatically improved. A follow-up after a week
of that high dose of hydrocortisone revealed complete
normalisation of her haematological parameters. Her
leukocyte count was 4.1x10%L, her hemoglobin level
was 10.1 g/dL and her platelets count was 219x10%L.
Unfortunately, the patient died with a complete AV
block before discharging and that happen after sudden
electrolyte imbalance.
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Hb TLC MCV | MCH | MCHC PLT Reticulocyte
Case Ref

g/dL TLCx10%ul fL pg g/dL PLTx10%ul %
1 3 9 3.4 87 31 36 71 0.4
2 1.4 6.5 2.3 85 33 35 96 0.2
3 15 7.5 3.42 96.6 32.8 33.8 70 0.9
4 6 9 2.3 - - - 90 0.3
5 1.7 9.2 3.2 94.2 30.7 32.4 64 0.3
6 1.7 10.6 3.4 82.2 26.4 32.1 74 0.5
7 1.7 9.8 3.2 94.8 33.1 31.6 42 0.2
8 1 7.9 3 87.7 32 30 92 -
9 our case 8.8 0.76 91.96 | 28.43 | 30.92 58 0.4

Table 1. Hematological anomalies in previously published cases and our patient.

Figure 1. Empty Sella.
DISCUSSION

The diagnosis of Sheehan’s syndrome is determined
by the patient’s history and physical examination, and
confirmed by laboratory tests which prove anterior
pituitary failure. Laboratory tests can reveal many other
anomalies such as electrolyte imbalances. Cortisol
deficiency, hypothyroidism and volume depletion are
the main causes of that. It also seems that Sheehan’s
syndrome has hematological consequences, to which
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little attention is paid because of their rarity. Anemia
is well recognized as a feature of hypopituitarism.
Gokalp et al. have recently reported hematological
abnormalities in 65 patients with Sheehan’s syndrome,
80% of whom presented with anemia, compared with
25% of controls.?> Many hormonal deficiencies, such
as hypothyroidism, adrenal insufficiency and gonadal
hormonal deficiency, can explain normochromic
anemia in hypopituitarism.22 However, within the
framework of hematologic disorders, pancytopenia
is rarely observed in patients affected with Sheehan’s
syndrome. The first case was reported by Ferrari et
al. in 1975.2 A bone marrow aspiration was carried
out showing normocelluiarity to slight hypocellularity
and decreased hemopoiesis, decreased erythropoiesis
but no decresed granulopoiesis. (bone marrow piobsy
was refused by the patient). Pancytopenia as a result
of an anterior hormone deficiency has not been clearly
investigated. It is a consequence of the loss of effect
of pituitary hormones on metabolic reactions to
hematopoiesis, which is related to hypopituitarism.
Treatment with thyroxine and glucocorticoides lead to
full hematological recovery in all published cases. For
our patient, hematological recovery was obtained after
9 days and that was so unusuall!.

CONCLUSIONS

Hematologists need to be aware of Sheehan’s
syndrome as a treatable etiology of pancytopenia in
women.

Consent: Written informed consent was obtained
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Medical Case

Grouped pustules on an erythematous base
dalaa 3B o daaaia @iy

A 27-year-old woman with a history of genital herpes presented to the emergency department with painful, burning
lesions on her left arm. On physical examination, grouped, coalescing pustules that had scalloped borders on an
erythematous base and that were tender to palpation were seen on the left arm (Panel A). One of the pustules was
unroofed (i.e., the top of the pustule was removed) and the base scraped, smeared onto a glass slide, and stained
with Wright-Giemsa stain (Tzanck smear). Microscopic examination revealed numerous multinucleated giant cells
with molded nuclei and marginated chromatin (Panel B), which together suggested a human herpesvirus infection.
A polymerase-chain-reaction assay confirmed the presence of herpes simplex virus type 2. Morphologic features of
clustered, coalescing pustules or vesicles on a red base are characteristic of herpesvirus infection. A Tzanck smear
provides a rapid means of diagnosing herpes simplex infections and varicella-zoster virus infections.

After treatment with valacyclovir at a dose of 1000 mg twice daily for 7 days, the patient had

complete resolution of her symptoms and physical findings.
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Medical Case

Uterine rupture with protruded legs in a large amniocele
B Apupinal LB (haua cpial) Jal LS ae pall B @50 Alla

A 33-year-old asymptomatic woman (gravida 6, para 5) presented at 22 weeks of gestation with a large herniation
of the amniotic sac through the left uterine wall that was detected by routine ultrasonography. She had had five
previous cesarean sections through a transverse incision of the lower uterine segment and no previous vaginal
deliveries. Magnetic resonance imaging revealed a 2.5-cm rupture of the left uterine wall (arrows) and a large
amniocele that measured 19 cm by 12 cm by 9 cm and contained fetal legs. The patient and her partner were
informed of the potential risks of these findings, including complete uterine rupture, placenta accreta, hysterectomy,
and preterm birth. They opted to proceed with the pregnancy with close monitoring. Repeat ultrasonography at
30 weeks of gestation revealed that the uterine dehiscence had extended 5 cm and the herniated sac had grown
and included the fetal abdomen and legs. At 30 weeks of gestation, a healthy male newborn weighing 1385 g
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was delivered by cesarean section. After the delivery, the left posterior uterine rupture and large amniocele were
identified and repaired. The patient had an uncomplicated postoperative course and was discharged from the
hospital 5 days later. At 6 months of age, the baby was alive and well.
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The brain anatomy of attention-deficit/hyperactivity disorder
in young adults - a magnetic resonance imaging study

(roshalinall Gaiplly geailly & Laall Ay s Al
GlLdll ) sie ASjal) Jajdg oLl Lall i) N B

Gehricke JG, et al.
PLoS One 2017 Apr 13;12(4):e0175433.

Background: This is one of the first studies to examine the structural brain anatomy and connectivity associated with
an ADHD diagnosis and child as well as adult ADHD symptoms in young adults. It was hypothesized that an adult
ADHD diagnosis and in particular childhood symptoms, are associated with widespread changes in the brain macro-
and microstructure, which can be used to develop a morphometric biomarker for ADHD.

Methods: Voxel-wise linear regression models were used to examine structural and diffusion-weighted MRI data in
72 participants (31 young adults with ADHD and 41 controls without ADHD) in relation to diagnosis and the number
of self-reported child and adult symptoms.

Results: Findings revealed significant associations between ADHD diagnosis and widespread changes to the
maturation of white matter fiber bundles and gray matter density in the brain, such as structural shape changes
(incomplete maturation) of the middle and superior temporal gyrus, and fronto-basal portions of both frontal lobes.
ADHD symptoms in childhood showed the strongest association with brain macro- and microstructural abnormalities.
At the brain circuitry level, the superior longitudinal fasciculus (SLF) and cortico-limbic areas are dysfunctional in
individuals with ADHD. The morphometric findings predicted an ADHD diagnosis correctly up to 83% of all cases.
Conclusion: An adult ADHD diagnosis and in particular childhood symptoms are associated with widespread micro-
and macrostructural changes. The SLF and cortico-limbic findings suggest complex audio-visual, motivational, and
emotional dysfunctions associated with ADHD in young adults. The sensitivity of the morphometric findings in
predicting an ADHD diagnosis was sufficient, which indicates that MRI-based assessments are a promising strategy
for the development of a biomarker.
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Sensory defects and developmental delay among children with
congenital rubella syndrome
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Toizumi M, et al.
Sci Rep 2017 Apr 13;7:46483.

This study investigated the features of developmental difficulties combined with sensory defects in children with
congenital rubella syndrome (CRS). Following a large rubella outbreak in Khanh Hoa Province, Vietnam, in 2011,
we enrolled 41 children with CRS from September 2011 through May 2013. Fourteen participants died and six
became untraceable by October 2013; the remaining 21 children were followed up from 2013 to 2015. Thirteen
and seven participants had hearing and functional ophthalmological impairment, respectively. Developmental
difficulties were suspected in 19 (95%) children who failed in at least one area of the Ages and Stages Questionnaire
(ASQ) and/or Denver Il in 2013 and/or 2015. Developmental difficulties were frequently identified in the ASQ
communication domain (n=14 in 2013) and Denver Il language area (n=13 in 2013). Seven (41%) participants
were suspected of having autism spectrum disorder (ASD) in 2013 by the Modified Checklist for Autism in
Toddlers. In 2015, proportions of children failing the problem-solving (62%) and personal-social (62%) domains
had increased and two of 13 were diagnosed with ASD by the Childhood Autism Rating Scale, Second Edition.
Developmental difficulties were suspected in most children with CRS, including autism largely combined with
sensory dysfunction.
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Diagnosis of neonatal sepsis using 16S rRNA polymerase chain reaction
16S rRNA jhsatsnll Al Jolii aladinly adgll ie adll o) (il

Punia H, et al.
Trop Doct 2017 Jan 1:49475517701875.

The gold standard for detecting bacterial sepsis is blood culture. However, the sensitivity of blood culture is low and
the results take 48-72 h. Molecular assays for the detection of bacterial DNA permit early detection of a bacterial
cause as the turnaround time is 6-8 h. We undertook an evaluation of the performance of universal bacterial primer
(16S rRNA) polymerase chain reaction (PCR) in the diagnosis of neonatal sepsis at a tertiary care medical college
teaching hospital. 16S rRNA PCR was positive in all cases of blood culture proven sepsis. PCR revealed 95.6%
sensitivity, 100% specificity, 100% positive predictive value and 91.2% negative predictive value and so appears to
be a useful tool for the early diagnosis of bacterial neonatal sepsis.
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Readmission for neonatal hyperbilirubinemia in an area
with a high prevalence of glucose-6-phosphate dehydrogenase deficiency

Croalsl) aie adl) gl Jajd Gusen J o) B0l
(G6PD) ciligd-6- 35S slll cung i £3U Bpmad joad Aad) LA ghalia A

Al-Omran AM, et al.
J Neonatal Perinatal Med 2017 Apr 8.

Background: Hyperbilirubinemia is one of the most common causes of neonatal readmission to hospital.

Aims: To assess risk factors for hyperbilirubinemia among neonates readmitted for this condition and the ratio of
the mean corpuscular hemoglobin concentration (MCHC) to the mean corpuscular volume (MCV).

Methods: We retrospectively studied the clinical and laboratory findings, management and possible risk factors for
hyperbilirubinemia in 301 neonates born at>35 weeks gestation and readmitted to hospital owing to hyperbilirubinemia
over five years.

Results: No risk factors for hyperbilirubinemia were identified in 64 (21.3%) neonates, and one or more risk factors
were found in 237 neonates (78.7%). The most prevalent risk factor (41.9%) was G6PD deficiency, which occurred
in 11 of the 15 neonates with a serum bilirubin level >427 pumol/l. A double-volume exchange blood transfusion
was performed in two neonate boys in whom G6PD deficiency was the single risk factor for hyperbilirubinemia.
One of them developed kernicterus later. The MCHC/MCYV ratio of neonates with idiopathic hyperbilirubinemia,
unexplained hemolysis, or other risk factors overlapped.

Conclusions: This study confirmed that in an area where G6PD deficiency is prevalent, it is the most common and
most severe risk factor for hyperbilirubinemia. This finding supports routine neonatal screening for G6PD deficiency
in such areas. The usefulness of determining the MCHC/MCV ratio in the management of hyperbilirubinemia is
uncertain.
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A case of atypical Kawasaki disease with giant coronary
artery aneurysm containing thrombus

BAS Cradali ALLISY) iyl A ABlas an by AU LSIglS £10 (e dndgad e Al

Micallef ES, et al.
Images Paediatr Cardiol 2016 Jul-Sep;18(3):9-15.

Introduction: Kawasaki disease (KD) is an acute febrile, systemic vasculitic syndrome of unknown etiology,
occurring primarily in children younger than 5 years of age. Administration of IVIG within the first 10 days after
onset of fever in combination with high dose aspirin reduces the risk of coronary artery damage in KD. Though rare,
giant aneurysms of the coronary arteries may develop in untreated cases and prove extremely challenging to manage.
Case Presentation: A 9-month-old Caucasian boy presented to our paediatric emergency department with a 4-week
history of intermittent pyrexia and irritability. Typical mucocutaneous signs of Kawasaki Disease were absent upon
presentation. A trans-thoracic echocardiogram identified a giant aneurysm of the left anterior descending artery with
thrombus formation in-situ and the child was managed with intravenous immunoglobulin, steroids, high dose aspirin
therapy and later warfarinisation.

Discussion: Cardiovascular sequelae of Kawasaki disease include giant coronary artery aneurysms with thrombosis.
Enlargement of a coronary aneurysm after the acute phase of Kawasaki disease is uncommon and the outcome of
interventional approaches poorly studied.
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The effect of maternal habitus on macronutrient content of human milk colostrum
) ula W 3 kel 5,8 clidial) o BY) cilale il

Mangel L, et al.
J Perinatol 2017 Apr 13.

Objective: There is a paucity of studies on the impact of maternal body mass index (BMI) on macronutrient content
of human milk colostrum (HMC). The objective of this study was to compare macronutrient content of HMC in
healthy women of term infants in relation to their BMI. We hypothesized that mother habitus influences human milk
colostrum content.

Methods: Colostrum was collected from 109 healthy mothers of hospitalized healthy term infants divided into four
prepregnancy BMI groups: 12 underweight, 59 normal weight, 20 overweight, and 18 obese women between 24 and
72 h after birth. Macronutrient content was measured using mid-infrared spectroscopy.

Results: There were no significant differences in macronutrients between the BMI groups. We performed four separate
stepwise backward multiple regression analyses taking into account fat, carbohydrate, protein or energy content as
dependent variables and maternal BMI, parity, gestational age, infant gender, maternal age, maternal education, mode
of delivery and time postdelivery. In these analyses, fat, carbohydrate and energy content were not related to maternal
BMI, while protein content was significantly and positively correlated with BMI (P=0.008) and negatively correlated
with gestational age (P=0.004) and time postdelivery (P<0.001). Colostrum carbohydrate content was positively
correlated with parity. Colostrum fat and energy content were negatively correlated with maternal age and positively
correlated with parity.

Conclusion: Most macronutrient and energy content of colostrum are unaffected by prepregnancy maternal BMI,
with the exception of protein content that is positively related to maternal BMI.
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Anal incontinence after two vaginal deliveries
without obstetric anal sphincter rupture
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Persson LK, et al.
Arch Gynecol Obstet 2017 Apr 13.

Purpose: To evaluate prevalence and risk factors for long-term anal incontinence in women with two prior vaginal
deliveries without obstetric anal sphincter injury (OASIS) and to assess the impact of anal incontinence-related
symptoms on quality of life.

Methods: This is a nation-wide cross-sectional survey study. One thousand women who had a first vaginal delivery
and a subsequent delivery, both without OASIS, between 1997 and 2008 in Denmark were identified in the Danish
Medical Birth Registry. Women with more than two deliveries in total till 2012 were excluded at this stage. Of the
1000 women randomly identified, 763 were eligible and received a questionnaire. Maternal and obstetric data were
retrieved from the national registry.

Results: The response rate was 58.3%. In total, 394 women were included for analysis after reviewing responses
according to previously defined exclusion criteria. Median follow-up time was 9.8 years after the first delivery and
6.4 years after the second. The prevalence of flatal incontinence, fecal incontinence and fecal urgency were 11.7, 4.1,
and 12.3%, respectively. Overall, 20.1% had any degree of anal incontinence and/or fecal urgency. In 6.3% these
symptoms affected their quality of life. No maternal or obstetric factors including episiotomy and vacuum extraction
were consistently associated with altered risk of anal incontinence in the multivariable analyses.

Conclusions: Anal incontinence and fecal urgency is reported by one fifth of women with two vaginal deliveries
without OASIS at long-term follow-up. Episiotomy or vacuum extraction did not alter the risk of long-term anal
incontinence.
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A longitudinal study on fetal weight estimation at third trimester of pregnancy:
Comparison of magnetic resonance imaging and 2-D ultrasound predictions
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Kadji C, et al.
Fetal Diagn Ther 2017 Apr 14.

Objective: To prospectively compare magnetic resonance (MR) estimation of fetal weight (MR-EFW) performed at
third trimester with ultrasound (US) estimation of fetal weight (US-EFW) and actual birth weight, and to evaluate
factors influencing fetal growth rate near term.

Methods: US-EFW and MR-EFW were calculated at a median of 33.0 and 37.7 weeks of gestation in 37 fetuses and
plotted on curve centiles to predict birth weights at 39.3 weeks of gestation. The median absolute relative errors for
predicted US-EFW and MR-EFW were calculated. Regression analysis was used to investigate the effect of different
variables on fetal growth rate at 35 .2 weeks of gestation.

Results: The relative error of actual birth weight as predicted by US at 33.0 weeks was significantly higher compared
with MR (7.33 vs. 4.11%; p=0.001). This was also the case for fetal weight predicted by US at 37.7 weeks as compared
with MR (6.63 vs. 2.60%; p<0.01). Fetal growth rate was significantly and independently positively associated with
the mother’s weight and with gestational age at estimation (p<0.05 for both variables).

Conclusion: Fetal weight estimates predicted using MR at third trimester are better than those given by prenatal US.
Fetal growth rate depends on fetal and maternal characteristics.
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Effect of exercise during pregnancy to prevent gestational diabetes mellitus
el @Sl gal) e a8 gﬂ Jaal) JMA cbail) duijlaa g2

Yu,etal.
J Matern Fetal Neonatal Med 2017 Apr 14:1-12.

Introduction: Exercise showed some potential in preventing gestational diabetes mellitus. However, the results

remained controversial. We conducted a systematic review and meta-analysis to evaluate the impact of exercise
during pregnancy on gestational diabetes mellitus.
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Methods: PubMed, EMbase, Web of science, EBSCO, and Cochrane library databases were systematically searched.
Randomized controlled trials (RCTs) assessing the influence of exercise during pregnancy on gestational diabetes
mellitus were included. Two investigators independently searched articles, extracted data, and assessed the quality
of included studies. The primary outcome was the incidence of gestational diabetes mellitus. Meta-analysis was
performed using random-effect model.

Results: Six RCTs involving 2164 patients were included in the meta-analysis. Compared with control intervention,
exercise intervention was associated with significantly decreased incidence of gestational diabetes mellitus (Std.
mean difference =0.59; 95% CI=0.39 to 0.88; P=0.01), but had no effect on gestational age at birth (Std. mean
difference=-0.03; 95% CI=-0.12 to 0.07; P=0.60), the number of preterm birth (OR =0.85; 95% CI=0.43 to 1.66;
P=0.63), glucose 2-h post-OGTT (Std. mean difference=-1.02; 95% CI=-2.75 to 0.71; P=0.25), birth weight (Std.
mean difference=-0.13; 95% CI=-0.26 to 0.01; P=0.06), and Apgar score less than 7 (OR=0.78; 95% CI=0.21 to
2.91; P=0.71).

Conclusions: Compared to control intervention, exercise intervention could significantly decrease the risk of
gestational diabetes mellitus, but showed no impact on gestational age at birth, preterm birth, glucose 2-h post-
OGTT, birth weight and Apgar score less than 7.
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Prediction of intra-abdominal adhesions using the visceral slide test
@sdall G JLEd) aladiuly glad) Al clBlaily) dgae il

Lee M, etal.
Eur J Obstet Gynecol Reprod Biol 2017 Apr 6;213:22-25.

Objective: The goal of this study was to determine whether the visceral slide test is an effective screening method
for the prediction of intra-abdominal adhesions.

Study design: A prospective, observational study was conducted assessing a cohort of women undergoing benign
gynaecologic surgery between April 2015 and June 2015. At the patient’s preoperative visit, they underwent the
ultrasound-based visceral slide test in five zones of the abdomen. The ultrasound assessments were validated against
direct visualization during surgery. The effectiveness of the slide test as a screening technique was examined by
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recording the presence, extent, and severity of adhesions observed intraoperatively; this was scored using a modified
version of the American Fertility Society (mAFS) system.

Results: In total, 144 women completed the study, 33 (22.9%) of whom had previously undergone intra-abdominal
surgery. The median time to perform the visceral slide test was 2 min, and using our methodology, 48 patients
(33.3%) were diagnosed with adhesions. We found that the visceral slide test had a sensitivity of 97.2%, specificity
of 68.6%, positive predictive value of 90.6%, negative predictive value of 88.9%, and diagnostic accuracy of 90.3%.
Further, the number of negative visceral slide tests was positively correlated with the mAFS scores.

Conclusion: Our data suggest that the visceral slide test is a simple, fast, reliable assay for detecting intra-abdominal
adhesions in patients undergoing gynaecologic surgery.
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Mortality and morbidity after laparoscopic surgery in children
with and without congenital heart disease

Ayl QIal) ] eNlay JkY) e el et Aa)ad) aay cildglly dualyal)

Chu DI, et al.
J Pediatr 2017 Mar 3.

Objectives: To determine the risk of morbidity and mortality after laparoscopic surgery among children with
congenital heart disease (CHD).

Study design: Cohort study using the 2013-2014 National Surgical Quality Improvement Program-Pediatrics, which
prospectively collected data at 56 and 64 hospitals in 2013 and 2014, respectively. Primary exposure was CHD.
Primary outcome was overall in-hospital postoperative mortality. Secondary outcomes included 30-day mortality and
30-day morbidity (any nondeath adverse event). Among 34543 children who underwent laparoscopic surgery, 1349,
1106, and 266 had minor, major, and severe CHD, respectively. After propensity score matching within each stratum
of CHD severity, morbidity and mortality were compared between children with and without CHD.

Results: Children with severe CHD had higher overall mortality and 30-day morbidity (OR 12.31, 95% CI 1.59-
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95.01; OR 2.51, 95% CI 1.57-4.01, respectively), compared with matched controls. Overall mortality and 30-day
morbidity were also higher among children with major CHD compared with children without CHD (OR 3.46, 95%
Cl1 1.49-8.06; OR 2.07, 95% CI 1.65-2.61, respectively). Children with minor CHD had similar mortality outcomes,
but had higher 30-day morbidity compared with children without CHD (OR 1.71, 95% CI 1.37-2.13).

Conclusions: Children with major or severe CHD have higher morbidity and mortality after laparoscopic surgery.
Clinicians should consider the increased risks of laparoscopic surgery for these children during medical decision
making.
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Risk factors for wound dehiscence after laparotomy
Ol i Ades ) oal) a8 Gigand §ygkdl) Jalge

Kenig J, et al.
Pol Przegl Chir 2012 Nov;84(11):565-73.

Introduction: Described in the literature dehiscence rate in the adult population is 0.3-3.5%, and in the elderly group
as much as 10%. In about 20-45% evisceration becomes a significant risk factor of death in the perioperative period.
The aim of the study was to identify the main risk factors for abdominal wound dehiscence in the adult population.
Material and methods: The study included patients treated in the 3rd Department of General Surgery, Jagiellonian
University Collegium Medicum in Cracow in the period from January 2008 to December 2011, in which at that time
laparotomy was performed and was complicated by wound dehiscence in the postoperative period. For each person
in a research group, 3-4 control patient were selected. Selection criteria were corresponding age (+ 2-3 years), gender,
underlying disease and type of surgery performed.

Results: In 56 patients (2.9%) dehiscence occurred in the postoperative period with 25% mortality. The group
consisted of 37 men and 19 women with the mean age of 66.8+12.6 years. Univariate analysis showed that chronic
steroids use, surgical site infection, anastomotic dehiscence/fistula in the postoperative period and damage to the
gastrointestinal tract are statistically significant risk factors for dehiscence. Two first of these factors occurred to be
independent risk factors in the multivariate analysis. In addition, due to the selection criteria, a group of risk factors
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should also include male gender, emergency operation, midline laparotomy, colorectal surgery and elderly age (>65
years). Logistic regression analysis did not show that a particular surgeon, time of surgery or a particular month
(including holiday months) were statistically significant risk factor for dehiscence.

Conclusions: Wound dehiscence is a serious complication with relatively small incidence but also high mortality.
Preoperative identification of risk factors allows for a more informed consent before patient’s treatment and to take
measures to prevent or minimize the consequences of complication associated with it.
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Are markers of systemic inflammation good prognostic indicators in colorectal cancer?
Cadiiivally ool Glapm CN 8 B A1) Clpdia (@lgad) QL) cland Jiai Ja

Rossi S, et al.
Clin Colorectal Cancer 2017 Mar 24.

Systemic inflammation has been proved to play a crucial role in promoting cancer progression and metastasis in
many cancer types, including colorectal cancer (CRC). The aim of the present review was to provide an overview of
studies regarding the prognostic value of inflammation-based markers in patients with CRC. A literature search was
performed for articles reporting the prognostic value of the Glasgow prognostic score (GPS), modified GPS (mGPS),
neutrophil-to-lymphocyte ratio (NLR), platelet-to-lymphocyte ratio (PLR), and lymphocyte-to-monocyte ratio
(LMR) in relation to CRC outcomes. In resectable early-stage CRC, high GPS scores seem significantly associated
with cancer-specific survival. It has also been suggested that adjuvant chemotherapy for stage I CRC could improve
cancer-specific survival in patients with high GPS scores. In patients with both resectable and unresectable metastatic
CRC and a higher GPS score, all studies suggested poorer overall survival. In early-stage and resectable metastatic
CRC, the NLR seemed related to overall survival; however, the data for disease-free survival were discordant. In
metastatic disease, a possible correlation between a greater NLR and poorer response to bevacizumab has been
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suggested. Data concerning the prognostic and predictive role of the PLR and LMR in CRC are to date insufficient.
In patients with unresectable metastatic disease, inflammation markers can be used to predict the chemotherapeutic
outcome and monitor tumor progression. However, further prospective studies might lead to better risk stratification
for patients eligible for curative surgery, thus, allowing the restriction of neoadjuvant and adjuvant therapy to patients
with high-risk CRC.
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Tumor size as a prognostic factor in patients with stage Ila colon cancer
QslesY Glapw (e 1A Aajall uase dis Byshd JalaS a)sl) aaa

Santullo F, et al.
Am J Surg 2017 Apr 5.

Background: The aim of this study was to identify stage Il colon cancer patients with a high risk of recurrence.
Methods: All patients who underwent surgery for stage Il colon cancer (CC) were retrospectively enrolled and
sub-grouped according to TNM staging (lla-b-c) and stage Ila in high (1laHR) and low risk (I1aLR) according to
pathologic features. The primary outcomes measured were the 5-year overall survival (OS) and disease-free survival
(DFS).

Results: A total of 214 patients were reviewed. Only a maximum tumor diameter <4 cm in the llaLR group was
associated with a higher recurrence rate than a large tumor size (5-year DFS 71.7%vs.87.6%, p=0.028). The DFS in
the large llaLR CC group was better than that in the 11aHR and I1b-c groups (5-year DFS: 92.7%vs.79.3%, p=0.023).
In contrast, the recurrence rate in the small 1laLR CC group was similar to that in the IlaHR, Ilb-c stage CC group.
Conclusions: In stage Ila CC evaluation of the tumor size as a prognostic factor may help identify patients who could
benefit from additional postoperative therapy.
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Outcome after operative intervention
for traumatic brain injuries in the elderly
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Li LF, etal.
Asian J Neurosurg 2017 Jan-Mar;12(1):37-43.

Introduction: The management of traumatic brain injuries in the elderly (age >65 years) is a constant dilemma. The
aim of this study is to investigate for factors that may predict outcome of operative treatment in this group of patients.
Materials and methods: A retrospective analysis was conducted on 68 elderly patients who had been operated in
a designated center from 2006 to 2010. Patients’ age, Glasgow Coma score (GCS), pupillary responses, imaging
findings, medical conditions, and the use of anticoagulant/antiplatelet agents on patient outcomes were studied.
Results: The overall mortality rate was 55.9%. Older age, abnormal pupillary response, low GCS, the presence
of midline shift and cistern obliteration on computerized tomography were associated with poor survival. Patient
aged 75-84 with normal bilateral pupillary response still had an overall survival rate of 52.6% and good outcomes
(Glasgow outcome score: 4 or 5) in 36.8% of patients. Abnormal pupillary response in at least one eye and
preoperative GCS <12 were associated with very poor prognosis.

Conclusions: More advanced age was found to be associated with progressively worse outcome. A subgroup patients
aged below 85 would survive and could achieve good clinical outcome. The prognosis of those aged over 85 with
moderate or severe head injuries was extremely poor.
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The association between obesity and chronic obstructive pulmonary disease COPD
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Geva S, et al.
Harefuah 2016 Sep;155(9):554-558.

Background: Chronic obstructive pulmonary disease (COPD) is a preventable and treatable disease, with major
respiratory and systemic expressions. Obesity is defined as a BMI>30 kg/m? and its prevalence has doubled in recent
decades. The possible relationship of obesity to COPD, and its influence on respiratory pathophysiology, is considered
a mystery. Studies show obesity to be a survival advantage among COPD patients, unlike in the general population,
in which obesity correlates to decreased life expectancy. This study aims to assess the differences between obese and
non-obese COPD patients. The main clinical aspect assessed is the number of COPD exacerbation related hospital
admissions.

Methods: We conducted a retrospective cohort study of 323 COPD patients (95 obese, 228 non-obese), who had been
followed from 2003-2010 by the Pulmonology Institute at the Soroka Medical Center. We collected demographics,
medical history, BMI, lung function tests, information about hospital admissions and mortality.

Results: Non-obese COPD patients are 1.6 times more likely to be hospitalized due to COPD exacerbation.
Additionally, women are 1.8 times more likely to be hospitalized due to COPD exacerbation. The FEV1 and FEV1/
FVC ratios, which were measured latest during the study period, were higher among obese COPD patients. There was
no significant difference in mortality.

Conclusions: Obesity and male gender act as protective factors against COPD exacerbations requiring hospitalization.
Lung function test values are higher among obese patients. Despite this, obesity has no influence on COPD patient
survival. Subsequent studies are required, in order to define nutrition recommendations and target weights for COPD
patients.
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Interleukin-1 blockade in heart failure with preserved ejection fraction
NN ) Aad a5 090 A ) guad e B 1-0S sl jlas

Van Tassell BW, et al.
Clin Cardiol 2017 May 5.

Heart failure with preserved ejection fraction (HFpEF) now accounts for the majority of confirmed HF cases in the
United States. However, there are no highly effective evidence-based treatments currently available for these patients.
Inflammation correlates positively withadverse outcomesin HF patients. Interleukin (IL)-1, a prototypical inflammatory
cytokine, has been implicated as a driver of diastolic dysfunction in preclinical animal models and a pilot clinical
trial. The Diastolic Heart Failure Anakinra Response Trial 2 (D-HART?2) is a phase 2, 2:1 randomized, double-blind,
placebo-controlled clinical trial that will test the hypothesis that 1L-1 blockade with anakinra (recombinant human
IL-1 receptor antagonist) improves (1) cardiorespiratory fitness, (2) objective evidence of diastolic dysfunction, and
(3) elevated inflammation in patients with HFpEF (http://www.ClinicalTrials.gov NCT02173548). The co-primary
endpoints will be placebo-corrected interval changes in peak oxygen consumption and ventilatory efficiency at week
12. In addition, secondary and exploratory analyses will investigate the effects of IL-1 blockade on cardiac structure
and function, systemic inflammation, endothelial function, quality of life, body composition, nutritional status, and
clinical outcomes. The D-HART?2 clinical trial will add to the growing body of evidence on the role of inflammation
in cardiovascular disease, specifically focusing on patients with HFpEF.
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Interarm difference in systolic blood pressure in different ethnic
groups and relationship to the “white coat effect”
O LA O (oabBY) Al adl) b B 5\
sand) cilaeal) il 4dide g ddlisal) A8 pl) cile ganal) s

Schwartz CL, et al.
Am J Hypertens 2017 May 5.

Background: Interarm differences (IADs) >10 mm Hg in systolic blood pressure (BP) are associated with greater
incidence of cardiovascular disease. The effect of ethnicity and the white coat effect (WCE) on significant systolic
IADs (sslADs) are not well understood.

Methods: Differences in BP by ethnicity for different methods of BP measurement were examined in 770 people (300
White British, 241 South Asian, 229 African-Caribbean). Repeated clinic measurements were obtained simultaneously
in the right and left arm using 2 BPTru monitors and comparisons made between the first reading, mean of second
and third and mean of second to sixth readings for patients with, and without known hypertension. All patients had
ambulatory BP monitoring (ABPM). WCE was defined as systolic clinic BP >10 mm Hg higher than daytime ABPM.
Results: No significant differences were seen in the prevalence of ssIAD between ethnicities whichever combinations
of BP measurement were used and regardless of hypertensive status. ssIADs fell between the 1st measurement (161,
22%), 2nd/3rd (113, 16%), and 2nd-6th (78, 11%) (1st vs. 2nd/3rd and 2nd-6th, P<0.001). Hypertensives with a WCE
were more likely to have ssIADs on 1st, (odds ratio [OR] 1.73 (95% confidence interval 1.04-2.86); 2nd/3rd, (OR
3.05 (1.68-5.53); and 2nd-6th measurements, (OR 2.58 (1.22-5.44). Nonhypertensive participants with a WCE were
more likely to have a ssSIAD on their first measurement (OR 3.82 (1.77 to -8.25) only.

Conclusions: ssIAD prevalence does not vary with ethnicity regardless of hypertensive status but is affected by the
number of readings, suggesting the influence of WCE. Multiple readings should be used to confirm ssIADs.
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Gastroenterology

Hepatitis C virus core antigen: A simplified treatment monitoring tool,
including for post-treatment relapse

Lallaal) any (uilly 3lad) A8 el Ay 31418 C l) Galgal) (pug il ol aaiosal) g0

Lamoury FMJ, et al.
J Clin Virol 2017 May 11,92:32-38.

Background: Simple, affordable diagnostic tools are essential to facilitate global hepatitis C virus (HCV) elimination
efforts.

Objectives: This study evaluated the clinical performance of core antigen (HCVcAQ) assay from plasma samples to
monitor HCV treatment efficacy and HCV viral recurrence.

Study design: Plasma samples from a study of response-guided pegylated-interferon/ribavirin therapy for people who
inject drugs with chronic HCV genotype 2/3 infection were assessed for HCV RNA (AmpliPrep/COBAS Tagman
assay, Roche) and HCVcAg (ARCHITECT HCV Ag, Abbott Diagnostics) during and after therapy. The sensitivity
and specificity of the HCVcAg assay was compared to the HCV RNA assay (gold standard).

Results: A total of 335 samples from 92 enrolled participants were assessed (mean 4 time-points per participant).
At baseline, end of treatment response (ETR) and sustained virological response (SVR) visits, the sensitivity of the
HCVcAg assay with quantifiable HCV RNA threshold was 94% (95% CI: 88%, 98%), 56% (21%, 86%) and 100%,
respectively. The specificity was between 98 to 100% for all time-points assessed. HCVcAg accurately detected all
six participants with viral recurrence, demonstrating 100% sensitivity and specificity. One participant with detectable
(non-quantifiable) HCV RNA and non-reactive HCVcAg at SVR12 subsequently cleared HCV RNA at SVR24.
Conclusions: HCVcAg demonstrated high sensitivity and specificity for detection of pre-treatment and post-
treatment viraemia. This study indicates that confirmation of active HCV infection, including recurrent viraemia, by
HCVCcAg is possible. Reduced on-treatment sensitivity of HCVcAg may be a clinical advantage given the moves
toward simplification of monitoring schedules.
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Evaluation of the quality of semen and sexual function
in men with inflammatory bowel disease

) sl £l Cleaal) Jlal 5 Apeaind) Aighigly g gial) il A

Valer P, et al.
Inflamm Bowel Dis 2017 May 16.

Background: Data on fertility rates and medication safety in men with inflammatory bowel disease (IBD) are limited.
The aim of this study was to evaluate whether there is a seminal alteration in patients with IBD and, if so, to evaluate
the mechanisms that may play a role according to what has been described in the literature. Its secondary aim was to
evaluate the impact on male sexual function of IBD.

Methods: Multicenter, cross-sectional, case series study comparing men with IBD and control subjects. Semen
analysis was performed according to the recommendations of World Health Organization. The impact on male sexual
function was evaluated with the International Index of Erectile Function questionnaire.

Results: On multivariate analysis, patients with Crohn’s disease had lower sperm concentrations compared with
those with ulcerative colitis (median [interquartile range], 34.5 [19.2-48] versus 70 [34.5-127.5], P=0.02) and lower
seminal zinc levels (mean£SD, 1475+235 umol/L versus 2221+1123 umol/L, P=0.04). Patients with Crohn’s disease
on anti-tumor necrosis factor treatment had better progressive motility (mean+SD, 56.7+£17.7 versus 35.1+22.1,
P=0.01) and sperm morphology (14.4+7.1 versus 7.6+4.9, P=0.04) than those who were not on anti-tumor necrosis
factor. Regarding sexual function, no significant differences were found across patients with IBD and control subjects.
Conclusions: Men with Crohn’s disease showed a trend toward poorer semen quality than those with ulcerative
colitis. Treatment with anti-tumor necrosis factor drugs does not seem to be associated with poor sperm quality. In
patients in clinical remission, male sexual function is not affected by IBD.
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Neurology
Gasanl) (alyYl

Clinical characteristics and risk factors of diabetic peripheral neuropathy
of type 1 diabetes mellitus patients

@A) Laaal) lasy) JMeY 5 shadll Jalge g 4y pdl (ailadl)
@S] £ 1Al J YY) Jaadl) udape s

Zhang X, et al.
Diabetes Res Clin Pract 2017 Apr 25;129:97-104.

Background: Small nerve fibers are more easily injured than large ones for diabetic peripheral neuropathy (DPN).
The study investigated the characteristics and related risk factors of DPN of T1DM patients using nerve conduction
velocity and CPT values, which provided evidences for its early diagnosis.

Methods: 70 TIDM patients and 48 healthy volunteers were included. All subjects accepted nerve conduction
velocity and CPT examinations for four limbs. Detailed clinical indicators were recorded. CPT values were compared
between TIDM group and control group. The risk factors affecting DPN were further explored.

Results: Compared with the control group, CPT values under three frequencies were decreased in TLDM group. The
abnormality rate of sural nerves was higher than that of median nerves (P<0.001). Median nerve dysfunction mainly
presented as hypoesthesia under 250Hz and 5Hz current stimulus. And sural nerve dysfunction mainly presented as
hyperesthesia under three frequencies. Compared with left median nerve, abnormal rate of right median nerve was
higher under 2000Hz current stimulus (P=0.035). However, abnormal rate of left sural nerve was higher than that of
right side under 250Hz and 5Hz current stimulus (P=0.001, <0.001). Duration, NDS scores and CPT values of right
median nerve under 2000Hz current stimulus were independent risk factors of abnormal nerve conduction velocity.
Conclusions: The study proved that DPN of TLDM are mainly lower limb-injured., amyelinated and thin myelinated
nerve fiber-involved. CPT can be combined with traditional nerve conduction velocity examination, which will help
the diagnosis of DPN of T1DM earlier and more comprehensively.
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Predictors of poor visual outcome in patients
with Idiopathic Intracranial Hypertension (11H)

Gl Jogae ciall) Jala yigll) g i) e die Ay panl) gilil) Cinial Ayl Jalgad)

Agarwal A, et al.
Clin Neurol Neurosurg 2017 May 10;159:13-18.

Objective: Idiopathic intracranial hypertension (I1H) is a disease of young with threat to vision if not diagnosed
timely. This study looked at the putative predictors of poor visual outcome in patients with I1H at six months after
presentation via a cohort study.

Patients and methods: All patients diagnosed with 11H from January 2011 to May 2015 were enrolled. The study
design was bispective cohort study. The baseline clinical and radiological characteristics assessed were age, sex, body
mass index (BMI), duration of symptoms, transient visual obscuration, cranial nerve palsy, diminution of vision,
Cerebrospinal fluid (CSF) opening pressure, empty sella, optic nerve dilatation, global configuration and transverse
sinus stenosis. Follow up of visual outcome at six months was done to know the predictors of poor visual outcome.
Results: Eighty nine (89) patients were enrolled and 56 patients had follow-up of six months at the time of analysis.
Majority of the patients were females (73/89 (82%)). The mean age was 29.9+11.0 years. Mean body mass index
(BMI) was 27.1+5.4 kg/m?. Diminution of vision at presentation was seen in 54 (62%) patients. 64 eyes (36%) had
visual acuity less than 6/18. Poor visual outcome at six months was seen in 23(41%) patients. Diminution of vision
at presentation was found to be a poor predictor.

Conclusion: We found female sex and obesity to be less prevalent in our setting. Diminution of vision at presentation
was a predictor of poor visual outcome at six months.
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Hematology And Oncology
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Role of transgelin-2 in diabetes-associated pancreatic ductal adenocarcinoma
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Sun, etal.
Oncotarget 2017 Apr 29.

Pancreatic ductal adenocarcinoma (PDAC) is an aggressive malignancy with poor prognosis. Diabetes is
a significant risk factor for PDAC and >50% of PDAC patients have concomitant diabetes. How diabetes
influences the initiation and progression of PDAC remains elusive. Here, we show that transgelin-2 is dominantly
expressed in PDAC tissues compared with adjacent normal tissues. The high level of transgelin-2 indicates
poor survival of patients with PDAC. Remarkably, transgelin-2 expression is correlated with diabetic status.
Hyperinsulinemia is frequently observed in type 2 diabetes. Our results indicate that upregulation of transgelin-2
is induced by insulin via sterol regulatory element-binding protein (SREBP)-1-mediated transcription in PDAC
cells. Transgelin-2 is a novel target of SREBP-1. Our data support a novel mechanism in diabetes-associated
PDAC by which transgelin-2 mediates proliferation of PDAC cells upon insulin stimulation. The insulin/
SREBP-1/transgelin-2 network should be further explored as a diagnostic marker or a novel therapeutic target
for diabetes-associated PDAC.
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Prognostic significance of preoperative neutrophilia
on recurrence-free survival in meningioma
Wil Aalally Uaaal) 5580 & cyaed) 55 4y )0y Apaal)
) aysl eVl B Gl e et aa LAY o

Karimi S, et al.
Neuro Oncol 2017 May 20.

Background: Meningioma is the most common primary intracranial tumor and recurrence is one of the important
challenges in patient management. Prognostic factors for tumor recurrences in these patients especially before surgical
resection are not fully characterized. Several studies have indicated an association between changes in hematologic
laboratory parameters with patient outcomes in solid malignancies. We aimed to assess the association between
hematological parameters and tumor recurrence in patients with meningioma.

Methods: Preoperative complete blood count (CBC) data were analyzed in patients with newly diagnosed meningioma
(n=222). Clinical data, including history of corticosteroid therapy, tumor characteristics and follow-up were obtained.
Recurrence-free survival (RFS) was evaluated using Cox proportional hazards models and log-rank tests.

Results: Using preoperative CBC data from patients prior to any steroid therapy, 51 (23%) patients had neutrophilia.
In univariate analysis, neutrophilia was significantly associated with meningioma recurrence (hazard ratio [HR], 2.73;
P<0.01). Neither leukocytosis nor lymphocytosis was associated with RFS. In multivariate analysis, after adjusting
for tumor grade, tumor size and extent of resection, neutrophilia remained an independent prognostic factor for RFS
(HR=2.1, P=0.02). Forty-six (21%) patients had low hemoglobin levels indicative of anemia, and the presence of
anemia showed a trend toward high risk for recurrence (HR=1.83; P=0.06).

Conclusions: The presence of neutrophilia was associated with higher rate of tumor recurrence in patients with
meningioma. Validation of these results and biologic role of neutrophilic inflammatory/immune reaction in
meningioma requires further investigation.
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Endocrinology
axall 2031) (ol ol

Ferritin and percent transferrin saturation levels predict type 2 diabetes risk
and cardiovascular disease outcomes
Sl p1all S Jaadl) plady puitl) 8 A giall Cypbeadfl £ L) (g giaag Ol (s shena B1l
Asile o) Aal) ()Y A Adadlal) ilidll

Zacharski LR, et al.
Curr Diabetes Rev 2017 May 4.

Introduction: Type 2 diabetes (T2D) and cardiovascular disease (CVD) risk associate with ferritin and percent
transferrin saturation (%TS) levels. However, increased risk has been observed at levels considered within the
“normal range” for these markers.

Objective: To define normative ferritin and %TS levels associated with T2D and CVD risk.

Methods: Six-monthly ferritin, % TS and hemoglobin levels from 1,277 iron reduction clinical trial participants with
CVD (peripheral arterial disease, 37% diabetic) permitted pair-wise analysis using Loess Locally Weighted Smoothing
plots. Curves showed continuous quantitative ferritin, hemoglobin (reflecting physiologic iron requirements), and
%TS (reflecting iron transport and sequestration) levels over a wide range of values. Inflection points in the curves
were compared to ferritin and %TS levels indicating increased T2D and CVD risk in epidemiologic and intervention
studies.

Results: Increasing ferritin up to about 80 ng/mLand %TS up to about 25% TS corresponded to increasing hemoglobin
levels, and minimal T2D and CVD risk. Displaced Loess trajectories reflected lower hemoglobin levels in diabetics
compared to non-diabetics. Ferritin levels up to about 100 ng/mL paralleled proportionately increasing %TS levels
up to about 55%TS corresponding to further limitation of T2D and CVD risk. Ferritin levels over 100 ng/mL did not
associate with hemoglobin levels and coincided with increased T2D and CVD risk.

Conclusions: Recognition of modified normal ranges for ferritin from about 15 ng/mL up to about 80-100 ng/mL and
%TS from about 15% up to about 25-55% may improve the value of iron biomarkers to assess and possibly lower
T2D and CVD risk.
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A review of glucagon-like peptide-1 receptor agonists and their effects
on lowering postprandial plasma glucose and cardiovascular outcomes
in the treatment of type 2 diabetes mellitus
LBl S (s ginnn bl B \gilyiltiy ¢ sSIS oty Apdiall 1 i) cdlfina clabiaa g0
@Sl lall AU Jaail) e B Aadlaal) 03¢ 488 al) Aile gl Al giliilly alakal) ey

Owens DR, et al.
Diabetes Obes Metabh 2017 May 4.

Type 2 diabetes mellitus (T2DM) is an independent risk factor for cardiovascular (CV) comorbidities, with CV
disease being the most common cause of death in adults with T2DM. Although glucocentric therapies may improve
glycaemic control (as determined by glycated haemoglobin levels), evidence suggests that this approach alone has
limited beneficial effects on CV outcomes relative to improvements in lipid and blood pressure control. This may be
explained in part by the fact that current antidiabetic treatment regimens primarily address overall glycaemia and/or
fasting plasma glucose, but not the postprandial plasma glucose (PPG) excursions that have a fundamental causative
role in increasing CV risk. This literature review evaluates the relationship between PPG and the risk of CV disease,
discusses the treatment of T2DM with glucagon-like peptide-1 receptor agonists (GLP-1 RAs) and examines the
associated CV outcomes. The literature analysis suggests that exaggerated PPG excursions are a risk factor for CV
disease due to their adverse pathophysiologic effects on the vasculature, resulting in increased all-cause and CV-
related mortality. Although GLP-1 RAs are well established in the current T2DM treatment paradigm, a subgroup of
these compounds have a particularly pronounced, persistent and short-lived effect on gastric emptying and, hence,
lower PPG substantially. However, current long-term data on CV outcomes with GLP-1 RAs, are contradictory, with
both beneficial and adverse effects having been reported. This review explores the opportunity to direct treatment
towards controlling PPG excursions, thereby improving not only overall glycaemic control but also CV outcomes.
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Rheumatology And Orthopedics
alaall alyels Ayl (ialyal)

Urine peptidomic biomarkers for diagnosis
of patients with systematic lupus erythematosus

@) bl A aye die paddall B Jad) & Apadind) Asadl claudsl) aladia)

Pejchinovski M, et al.
Lupus 2017 Jan 1:961203317707827.

Background: Systematic lupus erythematosus (SLE) is characterized with various complications which can cause
serious organ damage in the human body. Despite the significant improvements in disease management of SLE
patients, the non-invasive diagnosis is entirely missing. In this study, we used urinary peptidomic biomarkers for
early diagnosis of disease onset to improve patient risk stratification, vital for effective drug treatment.

Methods: Urine samples from patients with SLE, lupus nephritis (LN) and healthy controls (HCs) were analyzed
using capillary electrophoresis coupled to mass spectrometry (CE-MS) for state-of-the-art biomarker discovery.
Results: A biomarker panel made up of 65 urinary peptides was developed that accurately discriminated SLE without
renal involvement from HC patients. The performance of the SLE-specific panel was validated in a multicentric
independent cohort consisting of patients without SLE but with different renal disease and LN. This resulted in an
area under the receiver operating characteristic (ROC) curve (AUC) of 0.80 (p<0.0001, 95% confidence interval (CI)
0.65-0.90) corresponding to a sensitivity and a specificity of 83% and 73%, respectively. Based on the end terminal
amino acid sequences of the biomarker peptides, an in silico methodology was used to identify the proteases that
were up or down-regulated. This identified matrix metalloproteinases (MMPs) as being mainly responsible for the
peptides fragmentation.

Conclusions: A laboratory-based urine test was successfully established for early diagnosis of SLE patients. Our
approach determined the activity of several proteases and provided novel molecular information that could potentially
influence treatment efficacy.
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Infectious Diseases

Ay Gl yaY!

Comparing catheter-related bloodstream infections
in pediatric and adult cancer patients

JUkY g Gatdld) U puad) uape dis 5ykiAIL Adagijall adll gy i) 4)\ee

Zakhour R, et al.
Pediatr Blood Cancer 2017 Apr 14.

Objective: Central venous catheters (CVCs) are essential to treatment of children with cancer. There are no studies
comparing catheter-related bloodstream infections (CRBSISs) in pediatric cancer patients to those in adults, although
current guidelines for management of CRBSI do not give separate guidelines for the pediatric population. In this
study, we compared CRBSIs in both the pediatric and adult cancer population.

Methods: We retrospectively reviewed the electronic medical records of 92 pediatric and 156 adult patients with
CRBSI cared for at MD Anderson Cancer Center between September 2005 and March 2014.

Results: We evaluated 248 patients with CRBSI. There was a significant difference in etiology of CRBSI between
pediatric and adult patients (P=0.002), with the former having less Gram-negative organisms (27 vs. 46%) and more
polymicrobial infections (10 vs. 1%, P=0.003). Pediatric patients had less hematologic malignancies (58 vs. 74%)
and less neutropenia at presentation (40 vs. 54%) when compared with adult patients. Peripheral blood cultures were
available in only 43% of pediatric cases. CVC was removed in 64% of pediatric cases versus 88% of adult cases
(P<0.0001).

Conclusion: We found higher rates of Gram-negative organisms in adults and higher rates of polymicrobial
in children. Because of the low rates of peripheral blood cultures and the low rates of CVC removal, CRBSI
diagnosis could be challenging in pediatrics. A modified CRBSI definition relying more on clinical criteria may
be warranted.
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Urology And Nephrology
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Early dialysis initiation does not improve clinical outcomes
in elderly end-stage renal disease patients
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Park JY, et al.
PL0S One 2017 Apr 17;12(4):0175830.

Background: The optimal timing for initiating dialysis in end-stage renal disease (ESRD) is controversial,
especially in the elderly.

Methods: 665 patients >65 years old who began dialysis from August 2008 to February 2015 were prospectively
enrolled in the Clinical Research Center for End-Stage Renal Disease cohort study. Participants were divided into
2 groups based on the median estimated glomerular filtration rate at the initiation of dialysis. Propensity score
matching (PSM) was used to compare the overall survival rate, cardiovascular events, Kidney Disease Quality
of Life Short Form 36 (KDQOL-36) results, Karnofsky performance scale values, Beck’s depression inventory
values, and subjective global assessments.

Results: The mean patient age was 72.0 years, and 61.7% of the patients were male. Overall, the cumulative
survival rates were lower in the early initiation group, although the difference was not significant after PSM.
Additionally, the survival rates of the 2 groups did not differ after adjusting for age, sex, Charlson comorbidity
index and hemoglobin, serum albumin, serum calcium and phosphorus levels. Although the early initiation group
showed a lower physical component summary score on the KDQOL-36 3 months after dialysis, the difference in
scores was not significant 12 months after dialysis. Furthermore, the difference was not significant after PSM.
The Karnofsky performance scale, Beck’s depression inventory, and subjective global assessments were not
significantly different 3 and 12 months after dialysis initiation.

Conclusions: The timing of dialysis initiation is not associated with clinical outcomes in elderly patients with
ESRD.
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Calcium balance in chronic kidney disease
Lajal) 4glsl) (a)paY) (B agaadlS (5055

Hill Gallant KM, et al.
Curr Osteoporos Rep 2017 May 4.

Purpose of review: The kidneys play a critical role in the balance between the internal milieu and external
environment. Kidney failure is known to disrupt a number of homeostatic mechanisms that control serum calcium
and normal bone metabolism. However, our understanding of calcium balance throughout the stages of chronic
kidney disease is limited and the concept of balance itself, especially with a cation as complex as calcium, is often
misunderstood. Both negative and positive calcium balance have important implications in patients with chronic
kidney disease, where negative balance may increase risk of osteoporosis and fracture and positive balance may
increase risk of vascular calcification and cardiovascular events. Here, we examine the state of current knowledge
about calcium balance in adults throughout the stages of chronic kidney disease and discuss recommendations for
clinical strategies to maintain balance as well as future research needs in this area.

Recent findings: Recent calcium balance studies in adult patients with chronic kidney disease show that neutral
calcium balance is achieved with calcium intake near the recommended daily allowance. Increases in calcium through
diet or supplements cause high positive calcium balance, which may put patients at risk for vascular calcification.
However, heterogeneity in calcium balance exists among these patients. Given the available calcium balance data in
this population, it appears clinically prudent to aim for recommended calcium intakes around 1000 mg/day to achieve
neutral calcium balance and avoid adverse effects of either negative or positive calcium balance. Assessment of
patients’ dietary calcium intake could further equip clinicians to make individualized recommendations for meeting
recommended intakes.
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Psychiatry
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Is a delay in the diagnosis of bipolar disorder inevitable?
aiaa yal g bl AU GhlaY) padds b Al Ja

Fritz K, et al.
Bipolar Disord 2017 May 22.

Objective: A diagnosis of bipolar disorder (BD) is often preceded by an initial diagnosis of depression, creating
a delay in the accurate diagnosis and treatment of BD. Although previous research has focused on predictors of
a diagnosis change from depression to BD, the research on this delay in diagnosis is sparse. Therefore, the pres-
ent study examined the time taken to make a BD diagnosis following an initial diagnosis of major depressive
disorder in order to further understand the patient characteristics and psychological factors that may explain
this delay.

Methods: Atotal of 382 patients underwent a clinical evaluation by a psychiatrist and completed a series of question-
naires.

Results: Ninety patients were initially diagnosed with depression with a later diagnosis of BD, with a mean delay in
diagnostic conversion of 8.74 years. These patients who were later diagnosed with BD were, on average, diagnosed
with depression at a younger age, experienced more manic symptoms, and had a more open personality style and bet-
ter coping skills. Cox regressions showed that depressed patients with diagnoses that eventually converted to BD had
been diagnosed with depression earlier and that this was related to a longer delay to conversion and greater likelihood
of dysfunctional attitudes.

Conclusion: The findings from the present study suggested that an earlier diagnosis of depression is related to ex-
periencing a longer delay in conversion to BD. The clinical implications of this are briefly discussed, with a view to
reducing the seemingly inevitable delay in the diagnosis of BD.
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Association between chronic kidney disease and risk of cataract
) alad) jhadg Alajall Al (el oy A8l

Liu YT, etal.
Am J Nephrol 2017 May 20;45(6):524-31.

Background: Previous studies have established a relationship between chronic kidney disease (CKD) and cataract,
but the relationship between the severity of renal impairment and risk of cataract is uncertain. This study investigates
the relationship between the severity of renal disease and cataract in a nationwide sample from Taiwan.

Methods: The cohort from 1-million National Health Insurance beneficiaries from Taiwan was retrospectively
analyzed. All adult beneficiaries were followed from January 1, 2005 until December 31, 2013, to identify patients
who underwent cataract surgeries. On the basis of the ambulatory care records, those diagnosed with CKD (ICD-9-
CM code: 585) during the follow-up period were enrolled as CKD patients after careful evaluation. Cox regression
models were applied to compare the hazard of cataract surgery in individuals with and without CKD. Subgroup
analysis was used to compare patients with end-stage renal disease (ESRD) with age- and gender-matched non-CKD
individuals. ESRD was defined by CKD patients who need regular renal replacement therapy. The same method was
applied to evaluate hazard ratios (HRs).

Results: After age and gender matching, there were 11,881 patients in the CKD group and 47,524 in the non-CKD
group. After control for possible confounding, the adjusted HR (aHR) of cataract was 1.84 (95% CI 1.73-1.95) for
the CKD group. Subgroup analysis of patients with ESRD (n=3,209) and non-CKD individuals (n=12,836), with
matching done on the basis of age and gender, indicated an aHR of cataract was 2.33 (95% CI 2.10-2.59) for the
ESRD group.

Conclusions: This study indicates a relationship between CKD and cataract, and suggests that the risk for cataract
increases with the severity of renal impairment.
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Dermatology
Lalal) el ey

Vitamin D status and the effects of oral vitamin D treatment in children with vitiligo
Gkl Cmbaall JUY aie D ¢palidlly 45 9adl) dadlaall clyiliy D (ppalidl) Alla

Karaguzel G, et al.
Clin Nutr ESPEN 2016 Oct;15:28-31.

Background and aims: Vitiligo is a pigmentary disorder and autoimmune pathogenesis seems most likely.
Decreased vitamin D levels have been related to several autoimmune diseases. Little is known about the
association of vitiligo and vitamin D. We aimed to evaluate serum 25-hydroxyvitamin D [25(OH)D] levels in
children with vitiligo and to determine the efficacy of oral vitamin D therapy on the repigmentation of vitamin
D deficient patients.

Methods: Thirty patients aged 6-17 years with vitiligo and 30 sex- and age-matched apparently healthy controls
were included in this prospective study. Size of the vitiligo representative area was estimated using the point
counting method and blood samples were obtained at the beginning and month six. By the end of the study, all
patients treated with topical tacrolimus for six months and the patients who were vitamin D deficient (n=14)
had been on combination treatment of oral vitamin D and topical tacrolimus. A dose of 1500 IU/day vitamin D
was given if the serum 25(OH)D levels <20 ng/ml and 3000 1U/day was given if the levels <10 ng/ml for six
months. Serum 25(0OH)D levels were measured by high-performance liquid chromatography.

Results: Serum 25(OH)D levels of patients and controls were not significantly different (p>0.05). Lesion
size decreased from 66.1+58.3 cm? to 48.0+52.6 cm? after six months of treatment in patients who received
combination treatment (p<0.001) and increased in patients who received only topical therapy from 34.8+48.1 cm?
to 53.5+64.9 cm? (p<0.01).

Conclusions: Although we did not determine decreased serum 25(OH)D levels in children with vitiligo, we
showed that combination treatment with oral vitamin D and topical tacrolimus is more effective in reaching
repigmentation than topical tacrolimus alone. Oral vitamin D supplementation might be useful for children with
vitiligo who are also deficient in vitamin D.
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Anaesthesia And Intensive Care Medicine
BJ'SJ.A\ Z\ﬁh}d\j ﬁﬂ\

Effect of remifentanil for general anaesthesia on parturients
and newborns undergoing caesarean section
pladl) o alal) padal) 8 asdieal) remifentanil @yl
4 el dleal) o)) BA Gaadslly paliall sk

Zhang Y, et al.
Minerva Anestesiol 2017 May 11.

Background: The results presented by studies investigating the effect of remifentanil on both parturients and
newborns during cesarean section differed significantly. Therefore, we performed a meta-analysis to estimate the
effect of remifentanil on these patients.

Methods: Potentially eligible studies published before 15 March 2016 were searched through four databases including
PubMed, SCOPUS, ISI web of knowledge and EBSCO. Weighted mean difference (WMD) or odds ratios (ORs) and
the corresponding 95% confidence interval (CI) were applied to estimate the strength of relationship.

Results: A total number of seven randomized-controlled trials were included in this meta-analysis. The results
showed that Apgar values at 1 min and 5 min were significantly lower in the infants of remifentanil-treated mothers,
with the WMD and corresponding 95% CI of -0.835 (-1.515, -0.154) and -0.296 (-0.570, -0.021), respectively. The
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pH value of umbilical artery was significantly higher in the remifentanil group (WMD: 0.014, 95% CI: 0.002, 0.025).
The highest and lowest systolic blood pressures were significantly lower in remifentanil-treated mothers, with the
WMD and corresponding 95% ClI of -18.913 (-34.468, -3.359) and -12.982 (-21.479, -4.485), respectively.
Conclusions: Remifentanil shows potential value of maternal circulation response during general anaesthesia, which
reduces maternal blood pressure in response to intubation and surgery. However, whether it is beneficial for the
neonate is still controversial. More randomized-controlled trials with larger sample size are required to assess the
adverse effects of remifentanil.
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Otorhinolaryngology
syaiadly Cally 3N (al el

Sinonasal symptom-related sleep disorders before and after
surgery for nasal polyposis
a9 g ) ) GalelL Adaiyall aglll cilhhal
LAY clulsd) o)a c¥la & dalal) o))
Nguyen DT, et al.
Rhinology 2017 May 10.

Background: Patients with nasal polyposis (NP) complain of several sinonasal symptoms that impact their
sleep and quality of life. However, data on sleep disorders related to NP symptoms, before and after surgery,
is poor. The aim of the present study was to analyze sleep complaints related to each NP symptom, before and
after surgery, using the Dynachron questionnaire.

Methodology: 63 patients operated for NP were included in this prospective study. They filled the DyNaChron
questionnaire one day before surgery (V0), 6 weeks (V1) and 7 months (V2) after surgery. The self-ratings
(0-10 point visual analog scale) of nasal obstruction, anterior rhinorrhea, postnasal discharge, cough and 5
items related to sleep disturbances, due to each symptom of chronic nasal dysfunction, were extracted from the
questionnaire and analyzed.
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Results: There was significant improvement of symptoms and symptom-related sleep disturbance scores at V1
and V2 compared to baseline scores. Before surgery, moderate/severe sleep disorders that patients attributed
to nasal obstruction (the patient thinks it is due to nasal obstruction rather than a clinical test to show nasal
obstruction) or anterior rhinorrhea were reported in two thirds of patients, postnasal discharge in one half, and
chronic cough in one third. After surgery, less than 10% of patients reported moderate/severe sleep disorders at
V1. There was a mild increase of patients who rated moderate/severe sleep disorders at V2 in comparison to V1.
The correlation between scores of nasal obstruction and its impacts on sleep quality was weak before surgery
and strong afterwards.

Conclusions: Nasalization improved sleep quality significantly at 6 weeks and at 7 months after surgery.
However, there was a mild increase of complaints related to postnasal discharge and cough at 7 months after
surgery.
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Rhinophototherapy in chronic rhinosinusitis
el ugsadly ) Gilgal) el B it Agal) Aalleall

Dulguerov N, et al.
Rhinology 2017 May 14.

Background: This study evaluated the efficacy of rhinophototherapy in patients with chronic rhinosinusitis
(CRS) without nasal polyps.

Methods: In this randomized double-blind, placebo-controlled trial, CRS patients (n=50) received either mixed
visible and ultraviolet (UVA and UVB) light source application (mUV/VIS) or visible light alone that served as
placebo. Both groups were treated for 3 weeks.

Results: Results in the rhinophototherapy and placebo group were not significantly different and failed to
reduce patient-reported outcomes measures (Rhinosinusits Disability Index, Visual Analogic Scale of symptom
severity) and objective scores (rhinomanometry, olfactory thresholds, nasal Nitic Oxide concentrations),
immediately and one month after treatment.
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Conclusions: The present data suggest that rhinophototherapy is not an efficient treatment for chronic
rhinosinusitis without nasal polyps.
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