VOL.13, No.1,2012
Indexed by EMRO

ISSN 1561 - 0217

Read More

Evaluation of C-Reactive Protein in
Neonatal Sepsis

page No 23

Solitary Osteochondroma of
Inferior Pubic Bone

page No 57

With this issue

The Arab Board of Health
Specializations activities

1/1/2012 up10 31/3/2012

In This Issue

m CHARACTERIZATION OF ADRENAL MASSES AT UNENHANCED
AND DELAYED ENHANCED COMPUTED TOMOGRAPHY (CT)

W EVALUATION OF RISK FACTORS FOR PROSTATE INVOLVEMENT IN
PATIENTS UNDERGOING RADICAL CYSTOPROSTATECTOMY
FOR ADVANCED BLADDER CANCER

W RISK STRATIFICATION FOR CARDIAC EVENTS AFTER ACUTE CORONARY
SYNDROME USING TIMI RISK SCORE




Journal of theArab Board of Health Specializations

General Supervisor
President of the Higher Council of the Arab Board of Health Specializations
Faisal Radi Al-Moussawi, MD.

Editor-in-Chief
Secretary General of the Arab Board of Health Specializations
Mohammad Hisham Al-Sibai, MD.

Co-Editor
Samir Al-Dalati, MD.

Editorial Board

Mohamed Swehli, MD. (Libya) Abdullah Issa, MD. (Bahrain)
Faleh Albayaty, MD. (Iraq) Ehtuish Farag Ehtuish, MD. (Libya)
Mohammad Hasan Zaher, MD. (Egypt) Faisal Al-Nasir, MD. (Bahrain)
Abdul Wahab Fouzan, MD. (Kuwait) Mahdi Abomdeni, MD. (Saudi Arabia)
Jamal Bleik, MD. (Lebanon) Omar Dardiri, MD. (Sudan)
Ibrahim Zetoon, DDS. (Egypt) Salah Mansour, MD. (Lebanon)
Abdul Wahab Musleh, MD. (Qatar) Bassam Al-Sawaf, MD. (Syria)
Ghazi S. Zaatari, MD. (Lebanon) Mohsen Jadallah, MD. (Egypt)
Salih Al-Mohsen, MD. (Saudi Arabia) Mario Pianesi, MD. (ltaly)
Robert F. Harrison, MD. (Ireland) Aly Elyan, MD. (Egypt)
Salwa Al-Sheikh, MD. (Syria) Zaid Baqain, MD. (Jordan)
Abed Alhameed Ateya, MD. (Egypt) Anis Baraka, MD. (Lebanon)

Editorial Assistants
Lama Al-Trabulsi Lina Al-Kallas Lina Jeroudi Lana Souman, Phar

Advisory Board

Akbar M. Mohammad, MD Samir Faouri, MD Maysoon Jabir, MD Mahmoud Bozo, MD
Hyam Bashour, MD Muawyah Albdour, MD Dhafir Alkhudairi, MD MHD. Elbagir Ahmed, MD
Suhaila Ghuloum, MD Sabeha Albayati, MD Zayed Atef, MD Ahmed Alamadi, MD

MHD.Awadalla Sallam, MD Mustafa Giaan, MD Mohammed Alkatta'a, MD Mohsen Naom, MD

The Journal of the Arab Board of Health Specializations is a Medical Journal, Issued quarterly, encompassing
all medical specializations. It will strive to publish researches of the Arab physicians in order to strengthen the
communication and exchange of scientific and medical information within the Arab Countries.
Besides, the Journal publishes selected important medical abstracts which have recently been accepted for
publication elsewhere, along with their Arabic translation to facilitate communication. The Journal will also
publish the activities and news of the Arab Board of Health Specializations.

Correspondence to: Journal of the Arab Board of Health Specializations
The Arab Board of Health Specializations
P.O. Box 7669, Damascus, Syria.
Tel: +963-11-6119741/6119740 Fax: +963-11-6119739/6119259.
E-mail: jabhs@arab-board.org



Requirements foAuthors Submitting Manuscripts
to the Journal of thArab Board of Health Specializations

These requirements are adapted from the “Uniform Requirements for Manuscripts (URM) Submitted to Biomedical Journals by the

International Committee of Medical Editors.” The complete text is available at www.icmje.org

1. Manuscripts should report original work that has not been published elsewhere either in print or in electronic form. Work that has
been presented at a professional meeting is eligible for consideration for publication.

2. All manuscripts received by the Journal are submitted to a double blind review by a number of peers in addition to consideration
by the editorial staff. Manuscripts are accepted, returned to the author for revision, or rejected on the basis of these reviews.

3. Manuscripts may be submitted either in Arabic or in English. The title page and abstract should be submitted in both languages.
Arabic numbers (i.e. 1,2,3. etc) should be used in all articles, regardless of language being used.

4. Arabic terminology should be standardized according to the United Medical Dictionary (UMD) which available at:
www.emro.who.int/'umd or _www.emro.who.int/ahsn

5. The patient’s privacy rights must be respected. Identifying information should be omitted unless it is essential. Informed consent
should be obtained from the patient when it is not possible to achieve anonymity in photographs or other information. When
informed consent has been obtained it should be indicated in the published article.

6. All authors who participated effectively in the work should be listed. One or two authors should take responsibility for
correspondence about the work with valid E-mail address should be reported.

7. A summary of technical requirements follows:

e Manuscripts should be double spaced in entirety with each section on a new page. Do not use both sides of the paper. Number
the pages consecutively from the first page to the last in the following sequence: title page (including the authors’ names in both
languages along with scientific titles and addresses), abstract, text, acknowledgments, references, tables and legends. Illustrations and
explanatory prints should be no larger than 203 x 254 mm (8 x 10 inches). Leave margins of at least 25 mm (1 inch) on each side. All
manuscripts should be submitted on CD. The original typed manuscript plus 3 additional copies should be submitted. Alternatively,
the manuscript may be submitted by E-mail (jabhs @ arab-boarcbrg) if it is technically feasible. The authors should maintain copies of
all material submitted.

e  Each research manuscript should include an abstract in both English and Arabic. The abstract should be structured as follows:
Objective, Methods, Results and Conclusions; and should contain no more than 250 words.

e Research articles should not exceed 4000 words (not including references) and each should be divided into sections as follows:
Introduction (concise), Methods, Results, Discussion, and Conclusions. The authors should identify methods (the study group must be
well specified and justified), any apparatus used (giving the manufacturer’s name and address in parentheses) and procedures to permit
reproducibility of the results. Statistical methods should be included with enough data to permit independent verification of the
reported results. When data are summarized in the Results section the statistical methods used to analyze them should be specified.
Any drugs and chemicals used should include generic names, doses, and routes of administration. Tables and figures should be used
to explain and support the premise of the paper. Use graphs as an alternative to tables with many entries. Do not duplicate data in
graphs and tables. The number of tables and graphs should be appropriate to the length of the manuscript. It is preferable not to
submit more than 6 tables. The Discussion section should include the important aspects of the study and conclusions. The
implications of the findings and their limitations should be included. Observations should be related to other relevant studies. Avoid
unqualified statements and conclusions that are not supported by the data. Recommendations should be included when relevant.

e  Review articles must not exceed 6000 words (not including references). The structure of the manuscript may be adapted to the
material being reviewed.

e  Case Reports about unusual clinical cases will be received. A brief abstract about the case should be included.

e  Educational and unusual medical images for publication are welcomed.

e  Use only standard abbreviations; the full term for which an abbreviation stands should precede its first use in the text unless it is
a standard unit of measurement.

e  Measurements of length, height, weight and volume should be reported in metric units (meter, kilogram, and liter) or their
decimal multiples. Temperatures should be given in Celsius degrees. Blood pressures should be given in millimeters of mercury. All
hematologic and clinical chemistry measurements should be reported in the metric system in terms of the International System of
Units (SI).

e  Acknowledgements may be given to those providing technical help. Financial and material support should be noted.

e  References should be numbered consecutively in the order in which they are cited in the text. References cited only in tables or
figures should be numbered in accordance with the sequence established by the mention in the text of the particular table or figure.
References should include the most current information. Titles of journals should be abbreviated according to that used by the Index
Medicus. (This list can be obtained from the following web site: www.nlm.nih.gov. Sufficient data must be included with each
reference cited to permit any reader to locate the primary source easily, e.g. (1) journal: authors (all of them), article title, journal,
year, volume, page; (2) book: authors (all of them), editor, publisher and place of publication, organization, chapter, and page. For
further details concerning citing conference proceedings, papers, organizations, scientific or technical reports, dissertations, newspaper
articles, etc; consult the URM Submitted to Biomedical Journals. The author is responsible for the accuracy of the references.
Manuscripts without acceptable references cannot be published and will be returned to the authors for completion.

8. Articles that do not meet the technical requirements of the journal will not be submitted for review unless they are revised.

The Arab Board and the Journal of the Arab Board of Health Specializations accept no responsibility
for statements made by contributing authors in articles published by the Journal.
Likewise, the publication of advertisements does not imply endorsement.
*This ]ouma[ is indexed in the IMEMR Current Contents™
http://www.emro.who.int/HIS/VHSL/Imemr.htm.




Journal of the Arab Board of Health Specializations

A Medical Journal Encompassing all Health Specializations
Issued Quarterly

CONTENTS
JABHS \ol. 13, No. 1, 2012

LETTER FROM B Mohammad Hisham Al-Sibai, MD

TH E EDlTO R Editor-in-Chief, Secretary General of the Arab Board of Health Specializations......................

ORIGINAL ARTICLES

Neonatal Surgical Emergencies in Iraq
Gl 8 alsall ol 455Ul dahiad) Y

Mahmood Dhahir Al-Mendalawi, et al. (Iraq)..........cooooimiiiiii e

Effect of First and Second Doses of Measles Vaccine on Immunity to Measles
Among Infants in Sana’a City, Yemen
Oadll b elaiin A )l vie dpanl) an Geliall e daanl) 2l 485 IV Gie ) 8h

N. A. Bataweel, et al. (Yemen, Oman, Saudi Arabia)................ccccooviiiiiiiiiiii

Characterization of Adrenal Masses at Unenhanced and Delayed Enhanced
Computed Tomography (CT)

AL salall ATl 35l aeys J8 ol i)y geatlly 3l JSH e

Ibrahim A. AImahbashi, et al. (YEMEN).........ooooiiiii

Evaluation of C-Reactive Protein in Neonatal Sepsis
sV s die aall o) cls 4 C Jelil il e s

Abbas Ahmed AIrabaty. (IFa0)-. ... . coo e

A Comparison of Efficacy of Kinetic and Static Automated Perimetry in Iraqi
Patients with Primary Open Angle Glaucoma

dl'; :Lubé & »ﬂ);.mﬂ u,u\.\s.d\ & uSLuJ\ K.D...a.ﬂ\ aalldl u.ul,_ﬂ.n TS :‘J‘)\S.A
L siie IV )30l ulaadll Cadlall el 62 dppead) dald)

Majid S. YOUNUS, €t @l. (IFAQG)-. ... eeeiiieee e

Ventricular Septal Defect and It's Effects on Growth Pattern in Children
Below Five Years

el (e Asdldll yen JUYY gai e byl (o cpidad) (p daid)

Jasim M. Al-Marzoki, €t al. (IF&0) . ...« .o



Journal of the Arab Board of Health Specializations

A Medical Journal Encompassing all Health Specializations

ORIGINAL ARTICLES

CASE REPORT

MEDICAL CASE

Issued Quarterly

CONTENTS
JABHS \ol. 13, No. 1, 2012

Evaluation of Risk Factors for Prostate Involvement in Patients Undergoing
Radical Cystoprostatectomy for Advanced Bladder Cancer

(oo e nsiial Bl sy il Als) 858 e s

@il Gl g ylly Abiall Jlatio

Abdo Khir Chamssuddin. (SYFIa)...........cooiiiiiiiiii e P 42

Risk Stratification for Cardiac Events after Acute Coronary Syndrome

Using Timi Risk Score

Timi Risk Scoreaslaaiuls salall LLIKY) APl & 4l Galsal) 3)5ha aui

Waseem Zakaria, et al. (SYFa).........oouiiiiiii e P 49

Solitary Osteochondroma of Inferior Pubic Bone
Sl Blall alae 8 38 Ayt alic ays
Hisham Abd-Alkareem Al kattan, et al. (Irad)..........cccoiiiiiiiiiiiiii P57

Self Mutilation by Subcutaneous Injection of Kerosene in an Iraqi Girl
Lle 58 sl () Jadil) salal galall cind sl daxiall i) ¢1y

Maha Sulaiman Younis, €t @l. (Iraq)-........ccoouiiiiiii i P 63

m Tophaceous Gout

SELECTED ABST RACT S oo 69......P



Journal of the Arab Board of Health Specializations Vol.13, No 1, 2012

Lettor from the Editor
Medical Ethics

For thousands of years, scientists, sages and healers have struggled with the effects of disease and injur
on man’s body and mind, and gradually have peeled away those secrets of nature that shrouded our understanding o
what causes our health problems.

Huge achievements in science and technology and socioeconomic development have led to better health status
in most parts of the world. Morbidity and mortality were reduced and life expectancy increased. Medical progress
contributed to alleviate suffering and to decrease disability.

Despite these improvements, modern technology has had some negative side effects, particularly on the arts of healing
in both developed and developing countries. Indeed the sophistication of medical interventions has undermined the
human dimension of the relationship between healers and patients. The human touch began to wane as patients
were increasingly treated as case numbers, just as a mechanic would deal with a particular machine. The same
limitation is also witnessed in the wider sphere of society, where little concern is paid to health promotion and
protection conductive to better quality of life. Such failures have increased awareness about the need for a revival of
fundamental values in health through development of biomedical ethics.

What do we mean by ethics?

Ethics are defined as underlying principles that infuse laws, social customs and the codified rules of professional
groups. As a constructive discipline, ethics seek to determine which actions, relationships and policies ought to be
considered right or wrong. Ethics “ought” or “should” need to be convincing. They must be logically consistent,
rely upon accurate facts and data, and be capable of universal and impartial application. Principles of right action
are found within historic oaths, professional codes and treaties on the ethics of biomedical research. Biomedical
ethical issues cut across national boundaries and often have universal implications. Though peoples and cultures
differ, certain values are common to all. The most important is human dignity, which should not be negotiable.

Principles and sources of health ethics

Value systems drawn from religious, philosophical, ideological and other cultural systems are the main sources
of health ethics, of which bioethics are a part. The Eastern Mediterranean Region of WHO is the cradle of
three of the major religions (Judaism, Christianity and Islam). These three monotheistic religions have
largely similar bioethical values, which are the main source of health ethics in large areas of the world.

The following are some of the principles on which general and global consensus is possible even though some
differences of detail may exist in some cultures:

- Respect for human life and recognition of the inherent worth and dignity of individuals and their right to
confidentiality.

- Respect for persons recognizes all people as autonomous agents and requires that their choices (consent or refusa
be observed.

- Doing good (beneficence) and doing no harm (non-maleficence) are two complementary ethical principles that

impose affirmative duties on researchers to maximize any benefits for subjects and minimize risks to them.

- Justice requires that humans be treated equally.

Professor M. Hisham Al-Sibai
Editor-in-chief
Secretary General of the Arab Board of Health Specializations
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ABSTRACT

Objective: Neonatal surgical emergencies (NSES)
yield deep concerns the aim of this study is to the
families, pediatricians, and pediatric surgeons to
identify the magnitude and pattern of neonatal surgical
emergenciesin Iraq.

Methods: We studied the medical records of neonatal
surgical emergencies admitted to the Department of
Pediatric Surgery/ Children'sWelfareHospital/ Baghdad

during the period of 1st January to 31st December
2006. The collected data involved clinical presentation,
operative diagnosis, postoperative complications,
duration of hospital stay, and final outcome. Data were
addressed as percentages.

Results: Out of 310 total pediatric surgical
emergencies admitted during the study period, 135
(43.5%) were neonates. Males were 57.8% and
42.2% females with a male to female ratio of 1.4:1.
Predominance of cases was represented by tracheo-

*Mahmood Dhahir Al-Mendalawi, MB, CH.B, DCH, FICM®rofessor in Pediatrics and Child Health, Consultant Pediatrician, Department of Pediatrics, Al-

Kindy College of Medicine, Baghdad University. P.O.Box 55302. Baghdad Post Office. Baghdad, Iraq. E-mail: mdalmendalawi@yahoo.com

*Maha Abdul Jabbar Al-Rudaini, MB, CH.B, FICMS; Pediatric Surgeon, Department of Pediatric Surgery, Children’s Welfare Hospital, Baghdad, Irag.
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esophageal fistula/atresia (28.8%), imperforated anus/
rectovesical or rectovaginal fistula (22.2%), and pyloric
stenosis (10.4%). Intestinal obstruction was the leading
clinical presentation (58.5%) followed by shortness
of breath and frothy mouth secretions during feeding
(33.3%), visible abdominal mass (6.6%), and acute
abdomen (1.4%). Postoper ative complications occurred
in 56.3% of neonates as pneumonia (31.6%), sepsis
(24.8%), and respiratory failure (23.7%). Operative
mortality was 30.4% due to respiratory failure (48.7%,),
overwhelming sepsis (43.7%) and cardiac arrest during
anesthesia (7.3%).

Conclusions: Neonatal surgical emergencies
represented a significant health threat and were
characterized by high morbidity and mortality.
Departments of pediatric surgery must receive ample
support to properly deal with these emergencies.

INTRODUCTION

knowledge about newborn surgical emergencies. 2- The
parallel growth of pediatric anesthesia, beginning in
1946, provided specialized intraoperative management
of the neonate. 3- Understanding neonatal physiology
is the key to successful management; major advances
occurred between 1950 and 1970. 4- New inventions
revolutionized patient care; the transistors (1947) made it
possible for medical devices to sense, amplify and control
physiologic responses and opened the communication
and computer age. 5- Neonatal mechanical ventilation
had a prohibitive mortality and was seldom utilized; the
development of CPAP and a continuous flow ventilator

in the 1970s allowed safe ventilatory support. 6- Total
parenteral nutrition (1968) prevented starvation that
frequently affected infants with major anomalies. 7- The
effective treatment of infection began with the clinical use
of penicillin (1941); antibiotics have reduced mortality
but infants suffering from the septic syndrome have a
prohibitive mortality; cytokine, proinflammatory agent
research, and the development of anti-inflammatory and

The continuum of care has become a rallying callplocking agents in the 1980s have not affected mortality.

to reduce the yearly toll 0.5 million maternal deaths, 8- The establishment of newborn intensive care units
4 million neonatal deaths, and 6 million child deaths. (1960) provided an environment, equipment, and staff
The continuum for maternal, newborn, and child healthfor effective physiologic manageménitiowever, in
usually refers to the continuity of individual care. many parts of developing countries, neonatal surgery
Continuity of care is necessary throughout the life cyclecontinues to pose wide-ranging challenges. Financial
(adolescence, pregnancy, childbirth, postnatal periodconstraints, delivery outside hospital, lack of neonatal
and childhood) and also between places of care givingntensive care units (NICU), delayed referral, poor
(including households and communities, outpatienttransportation, and lack of appropriate personnel and
and outreach services, and clinical care settihgs).facilities continue to contribute to increased morbidity

Epidemiologically, 4 million babies die in developing and mortality in neonates, particularly under emergency
countries. It was observed that two-thirds of the deathssjtyationst

in the neonatal period occur in the first week; among

these deaths, two-thirds occurred within the first 24 The objective of this study was to identify the

hours. Additionally, among the major causes of deathmagnitude and pattern of neonatal surgical emergencies
are congenital abnormalities (11%) and many of thesén Iraq.

are urgently presented shortly after birth and surgically
correctable. METHODS
Neonatal surgical mortality has steadily fallen overthe During the period of sl January to 31 December

last five decades. Improved survival does not appear to be 2006, we retrospectively retrieved the medical files of
related to the introduction of new operative proceduresNSE, admitted to the Department of Pediatric Surgery/
Most of the basic procedures were developed by 1960Children’s Welfare Hospital/Baghdad. The studied data
Eight developments appear to be responsible: 1- Theovered the following variables: clinical presentation,
growth of pediatric surgery resulted in a widespreadoperative diagnosis, postoperative complications,
availability of neonatal surgeons and dissemination ofduration of hospital stay, and final outcome. Data were
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addressed as percentages. The Scientific Researches
Committee at the Ministry of Health approved the
study.

RESULTS

Out of total 310 pediatric surgical emergencies

was the leading presentation mainly as imperforated
anus/rectovesical or rectovaginal fistula 30 (22.2%) and
pyloric stenosis 14 (10.4%). Shortness of breath and
frothy mouth secretions during feeding 45(33.3%) were
the second common presentation mainly as tracheo-
esophageal fistula/atresia 39 (28.9%) and diaphragmatic
hernia 6 (4.4%). Visible abdominal mass 9(6.6%)

admitted during 1 year study period, 135 (43.5%) wereand acute abdomen 2 (1.4%) were the least clinical
neonates. Their age group was 1-28 days with a meapresentations.
of 8+£7.9 days. Male were 78 (57.8%) and females the

remaining 57 (42.2%) with a male to female ratio of
1.4:1.

Figure 1 illustrates the monthly admission of the
studied neonates. Preponderance of N&S noticed

Postoperative complications were reported in 76
(56.3%) neonates. In a descending order, pneumonia
was seen in one third of cases 24(31.6%) followed by
sepsis 19 (24.8%), and respiratory failure requiring
artificial respiration in 18 (23.7%). The least were

in January 24 (17.8%) and February 15 (11.1%), whilesurgical site infection 3 (3.9%), anastomotic leak 4

the least was in December 4 (3%).
30

24(17.8%)

15(11.1%)
13(9.6%)

12(8.9%

10(7.4%
11(8.1%)
9(6.7%)

13(9.6%
10(7.4%)

No. of neonates (%)

8(5.9%)

6(4.4%) 4(3%)

Jul.

Jan. Feb. Mar. Apr. May Jun.
Months

Aug. Sept. Oct. Nov. Dec.

Figure 1. Monthly admission of the studied neonates.

Table 1 demonstrates the distribution of the operativ

(5.2%), adhesive intestinal obstruction 2 (2.6%), and
fecal fistula 2 (2.6%). Impacted thick meconium, anal
stricture, esophageal stricture, and uremia [1(1.3%)
each] constituted the least postoperative complications,
(Table 3).

diagnosis in the studied neonates. Predominance
cases was represented by tracheo-esophageal fistula/
atresia 39(28.8%) and imperforated anus/rectovesic
or rectovaginal fistula 30 (22.2%) followed by pyloric
stenosis 14 (10.4%). The least was represented b
intussusception, eventration of diaphragm, congenita
intestinal band, Meckel's diverticulum, perforated
terminal ileum, and perforated stomach [1 (0.7%)
each].

Table 2 shows the pattern of clinical presentation of

the studied neonates. Intestinal obstruction 79 (58.5%)

. . . Total
Rank Operative diagnosis No.(%6)
1 Tracheo-oesophageal fistula/atresia | 39 (28.8%)
5 Imperforated a'nus/rectovesical ar 30 (22.2%)
rectovaginal fistula
3 Pyloric stenosis 14 (10.4%)
4 lleal atresia/web 10 (7.4%)
5 Malrotation 8 (5.9%)
6 Omphalocele 6 (4.4%)
7 Jejunal atresia/web 6 (4.4%)
8 Diaphragmatic hernia 6 (4.4%)
9 Gastroschisis 3 (2.2%)
f 10 Duodenal atresia/web 3 (2.2%)
11 Meconium ileus 2 (1.4%)
| 12 Hirschprung disease 2 (1.4%)
13 Intussusception 1 (0.7%)
y 14 Eventration of diaphragm 1 (0.7%)
15 Congenital intestinal band 1 (0.7%)
16 Meckel's diverticulum 1 (0.7%)
17 Perforated terminal ileum 1 (0.7%)
18 Perforated stomach 1 (0.7%)
Total 135 (100%)

Table 1. Distribution of the operative diagnosis
in the studied neonates
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Rank Clinical presentation Total No. (%)
Intestinal obstruction: Imperforated anus/rectovesical or rectovaginal fistula 30
(22.2%), pyloric stenosis 14 (10.4%), ileal atresia/web 10 (7.4%), malrotation 8
1 (5.9%), jejunal atresia/web 6 (4.4%), duodenal atresia/web 3 (2.2%), Hirschprung 79 (58.5%)
disease 2 (1.5%), intussusception 2 (1.5%), meconium ileus 2 (1.5%), congenita
intestinal band 1 (0.7%), Meckel’s diverticulum 1 (0.7%).
2 Shortness of breath and frothy mouth secretions during feeding: Tracheo- 45 (33.3%)
oesophageal fistula/atresia 39 (28.9%), diaphragmatic hernia 6 (4.4%). =
3 Visible abdominal mass: Omphalocele 6 (4.4%), gastroschisis 3 (2.2%). 9 (6.6%)
4 Acute abdomen: Perforated terminal ileum 1 (0.7%), perforated stomach 1 (0.7%). 2 (1.4%)
Total 135 (100%)
Table 2. Clinical presentations of the studied neonates.
Rank Category Neonatal surgical emergencies No. (%) Total No. (%)
1 Pneumonia Tracheo-oesophageal fistula/atresia 24 (31.6%) 24 (31.6%)
Imperforated anus/rectovesical or rectovaginal fistula
4 (5.3%), tracheo-oesophageal fistula/atresia 3 (3.9%),
2 Sepsis gastroschisis 3 (3.9%), diaphragmatic hernia 2 (2.6%), ileal 19 (24.8%)
atresia/web 2 (2.6%), omphalocele 2 (2.6%), malrotation|1
(1.3%), jejunal web 1 (1.3%), perforated stomach 1 (1.3%).
3 Respiratory failure Tracheo—oesoPhageal fistula/atresia 17 (22.4%), imperforated 18 (23.7%)
anus/rectovesical fistula 1 (1.3%).
. Tracheo-oesophageal fistula/atresia 3 (3.9%), Meckel's
4 Anastomotic leak | . 4 (5.2%
nastomotic fea diverticulum 1 (1.3%). ( )
5 Surgical site Tracheo-oesophageal fistula 1 (1.3%), imperforated anus/ 3 (3.9%)
infection rectovesical fistula 1 (1.3%), jejunal atresia 1 (1.3%).
6 Adhesive |n'test|na Malrotation 1 (1.3%), omphalocele 1 (1.3%). 2 (2.6%)
obstruction
7 Fecal fistula lleal atresia 1 (1.3%), meconium ileus 1 (1.3%). 2 (2.2%)
8 Impacted thick |\ 1 otation 1 (1.3%). 1(1.3%)
meconium
9 Anal stricture Imperforated anus/rectovaginal fistula 1 (1.3%). 1(1.3%)
10 Oesgphageal Tracheo-oesophageal fistula 1 (1.3%). 1 (1.3%)
stricture
11 Uremia Imperforated anus/rectovesical fistula 1 (1.3%). 1(1.3%)
Total 76 (100%)
Table 3. Postoperative complications in the studied neonates.
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A quarter of the studied neonates 34 (25.2%) stayedeonate at delivery by the attending neonatologist can
in the hospital for 1-3 days compared to 49 (36.3%) fordetect anomalies, birth injuries, and disorders that may
4-7 days, and 52 (38.5%) for more than 8 days. compromise successful adaptation to extrauterine life.

A newborn with one anatomic malformation should be

Mortality was recorded in 41 (30.4%) neonates. evaluated for associated anomafies.

Respiratory failure causing death despite implication

of artificial respiration was the leading cause of death Considering data in Figure 1, no peculiar monthly
in 20 (48.7%) which was mainly happened in tracheo-admission of the studied NSEs was noticed. However,
esophageal fistula/atresia 19 (46.3%). Sepsis was preponderance of neonates was observed in January
noticed in 18 (43.7%) neonates that mainly occurred in(17.8%) and February (11.1%), while the least was in
those with tracheo-esophageal fistula/atresia 4 (9.7%), December (3%).

and imperforated anus/rectovesical or rectovaginal

fistula 4 (9.7%). Cardiac arrest during anesthesia was As shown in Table 1, the predominant cases was
the least cause of death 3 (7.3%) that was observed irepresented by tracheo-esophageal fistula/atresia
tracheo-esophageal fistula/atresia, (Table 4). (28.8%) and imperforated anus/rectovesical or
rectovaginal fistula (22.2%) followed by pyloric stenosis
DISCUSSION (10.4%). The least was represented by intussusception,

eventration of diaphragm, congenital intestinal band,
The evaluation and appropriate management ofMeckel's diverticulum, perforated terminal ileum, and
the critically ill neonate requires knowledge of the perforated stomach (0.7% each). Various societal factors
physiologic changes and life-threatening pathologiessuch as toxicant exposure, maternal habits, occupational
that may present during this time period. A broad hazards, psychological factors, socioeconomic status,
systematic approach to evaluating the neonate igacial disparity, chronic stress, and infection may impact
necessary to provide a comprehensive, yet specific pregnancy outcomé.There was a marked increase
differential diagnosis for a presenting complaint in the prevalenceof congenitalmalformationin Iraqi
or symptom. Efficient recognition and prompt newbornsfrom 10.21000 total births in the pre-war
management of illness in the neonatal period may beeriod1988-198%22.51000totalbirthsin thepostwar
life saving. Recently, it has become more important forperiod 1996-1997 to 30.1/1000total births in 20061°
the emergency department physician to be familiar within the recent years, the role of environmental factors, in
the neonate because of early discharge pofidéso, it particular the teratogenicity of certain intoxicant, in the
should be kept in mind that careful examination of thesurge of congenital anomalies has thrown to light. The

Rank Category Neonatal surgical emergencies Total No. (%)

Tracheo-oesophageal fistula/atresia 19 (46.3%),

1 Respiratory failure
P y imperforated anus/rectovesical fistula 1 (2.4%).

20 (48.7%)

Tracheo-oesophageal fistula/atresia 4 (9.7%),

imperforated anus/rectovesical or rectovaginal fistula
4 (9.7%), gastroschisis 3 (7.3%), omphalocele 2
(4.9%), ileal atresia 2 (4.9%), meconium ileus 1
(2.4%), jejunal atresia 1 (2.4%), perforated stomach
1 (2.4%).

2 Sepsis 18 (43.7%)

Cardiac arrest
3 . .| Tracheo-oesophageal fistula/atresia 3(7.3%). 3 (7.3%)
during anesthesia

Total 41 (100%)
Table 4. Causes of death in the studied neonates.
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United States and British forces used depleted uraniunby the presence of polyhydramnios. A nasogastric
(DU), a waste product of uranium enrichment, in armor-tube should be passed at birth in all infants born to a
piercing rounds during Gulf war. Inhalation or ingestion mother with polyhydramnios as well as to infants who
of particles containing DU by the nearby Iraqi civilians are excessively mucusy soon after delivery to establish
has resulted in a variety of adverse long-term healtlor refute the diagnosis. In tracheo-esophageal fistula/
effects. An increased risk of birth defects in the offspringatresia, the tube will not progress beyond 10 cm from
of those exposed to DU has been stre§selis factor  the mouth (confirmation is by plain X-ray of the chest
with the detrimental effect of poor nutrition and psycho- and abdomen®.Infants with diaphragmatic hernia often
social stresses secondary to sanction (1990-2003) angresent in the neonatal period with severe respiratory
wars 1991 and 2003 could most likely explain thedistress; pulmonary hypoplasia is common. Clinical
observational increase in the prevalence of congenitatxamination of the newborn with diaphragmatic hernia
malformation recorded in Iragi newborns. Recently, often reveals a scaphoid abdomen (since the abdominal
various congenital abnormalities were recorded to becontents can be in the thorax), diminished breath sounds
responsible for 10.3% of deaths in Iragi neongtes. ipsilateral to the side of the hernia, and displacement
of the heart sounds contralateral to the hernia. A chest
The study also showed that intestinal obstructionX-ray can confirm the diagnosis if bowel gas is visible
was the commonest clinical presentation accountingabove the diaphragm accompanied by a mediastinal
for 58.5% of neonates in which imperforated anus/shift}® Visible abdominal mass (6.6%) and acute
rectovesical or rectovaginal fistula (22.2%) and abdomen (1.4%) were the least clinical presentations.
pyloric stenosis (10.4%) were the leading causes
(Table 2). In a previous lIragi study, imperforate Postoperative complications were reported in
anus was the main cause of the intestinal obstructio®6.3% of the neonates (Table 3) where respiratory
(27.8%) followed by duodenal atresia (13.9%) andcomplications in terms of pneumonia (31.6%) and
colonic atresia and meconium ileus (11.1% eé&th). respiratory failure (23.7%) were the leading. Tracheo-
The mode of presentation of intestinal obstructionoesophageal fistula/atresia was the preponderant
could be acute or more chronic with systemic upsetcontributor to postoperative pneumonia and respiratory
due to shock. Neonates, more so than older childrerfailure. Various postoperative respiratory symptoms
with unrecognized intestinal obstruction deteriorate were noticed to accompany tracheo-oesophageal fistula/
rapidly, show an increase of associated morbidity andatresia, namely apnea, respiratory arrest, aspiration,
mortality and appropriate surgical treatment becomesand recurrent pneumonia. The respiratory symptoms
more hazardous. Early diagnosis depends largely omight be attributed to gastroesophageal reflux,
the prompt detection of obstructive manifestations bytracheomalacia, recurrent tracheo-oesophageal fistula/
the clinician and the subsequent accurate interpretatioatresia, and anastomotic strictéite Postoperative
of radiographic findings and other investigations, sepsis was reported in 24.8% of the neonates which
leading to definitive treatment, which should always seemed relatively high. Laparotomy with enterotomy,
be preceded by appropriate resuscitation/preparatiothoracotomy and diaphragmatic hernia repair as well
of the neonat& Shortness of breath and frothy mouth as low postnatal age and long operation time were
secretions during feeding (33.3%) were the secondound to be significantly correlated with the incidence
common presentation as tracheo-esophageal fistula/ of sepsis® Adequate preventive, diagnostic, and
atresia (28.9%) and diaphragmatic hernia (4.4%). Infantsherapeutic strategies are, therefore, essential. Surgical
with tracheo-esophageal fistula/atresia are unable to sites infection (SSI) are the biological summation of
swallow saliva and are noted to have excessive salivatioseveral factors: the inoculum of bacteria introduced into
requiring repeated suctioning. The diagnosis couldthe wound during the procedure, the unique virulence
be suspected prenatally by a small or absent stomachf contaminants, the microenvironment of each
bubble on antenatal ultrasound scan at around 18 weeksound, and the integrity of the patients host defense
of gestation. The likelihood of an atresia is increasedmechanism&’ Interestingly, SSI was reported in a low
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percentage (3.9%) in our study. The most important risktherefore, essential to promote pediatric surgery as a
factors of SSI were found to be mechanical ventilation,profession, enhancing existing facilities and resources,
central line, birth weight below 1500 g, and congenitaland continue education, training, and skills.
infection?® Excessive reliance on antimicrobial therapy
as a means to limit SSI places patients at a higher r!sk of Pediatrician and pediatric surgeon share the
adverse effects from treatment and also might contribute I . . .

. . o . . responsibility to suitably deal with NSEs. Their role
to worsening problems with antimicrobial resistance. . . . .

. o begins when the diagnosis of a congenital anomaly has

The least reported postoperative complications Wereljr

impacted thick meconium, anal stricture, esophagea ;eél C?]I;?/:nig’ p?glzigrgngl ghtliﬁ?i_zr:iﬁéeigigc}gf the
stricture, and uremia (1.3% each). y prep P

newborn and allow the parents to anticipate the mourning

The study also showed that 25.2% of neonates stayet feth d?al T]?)ilirs]e;jn:;]fterl]rg,s?crl(: th)(:g g l;ZfeoTe“trr?ee kzci)rtﬁcgripet
in the hospital for 1-3 days compared to 36.3% for 4-7 g y ' y

days, and 38.5% for more than 8 days. Preoperativglay. an important role in the mforn_ung of the parents,
. . . articularly when the malformation is correctable. They
organ dysfunction, need for nasogastric feeding, an

. . Yvill also provide them with a complete explanation
total support time may offer measurable variables usefuabout the care of the babv. possible complications. and
in predicting that infant at greatest risk for extended Y. P P ’

) . o : . the prognosis.
hospital stay, particularly in intensive care hit. prog

Postoperative mortality might be a reflection of the NICU hasbeenusedin many centersin developed
quality of care in the hospital. Mortality was recorded countriesas operatingroom in orderto avoid the co-
in 30.4% of the studied neonates (Table 4). Respiratorynorbidities that might arise during the movement
failure was the leading cause of death (48.7%) followedof critical neonatesa as it was supposedo be safe
by sepsis (43.7%). Establishment of an infection controland doesnot adverselyaffect the clinical outcomeof
program with guidelines for antimicrobial use should these neonates” Howevey implementationof that
improve the use of prophylactic antibiotics and attentionoption seemsdebatableén developingcountrieswhere
to proper surgical and wound-care techniques. Thes€onstrainedransportof seriouslyill neonatesdelayed
interventions should also reduce the incidence of sepsigeferral andpoorhealthresourcearetheusualscenario
and its associated morbidity and costs. Cardiac arredt is noteworthythatthe procedureperformedonthese

during anesthesia (7.3%) was the least contributing td1eonatesangefromelective minorproceduresomajor,
mortality in the studied neonates. emergentifesavinginterventionsThe emergennature

of thesesurgicalinterventionshasled to controversies
It's noteworthy to mention that neonates with acutein managementCertain conditions require surgical
surgical conditions could have other health problemsproceduresthat are commonly performed at the
or associated diseases. There is, therefore, a need bedsideby pediatric surgical specialists Under other
multidisciplinary team work and close collaboration circumstancesthe specific details of management
among pediatric surgeon, anesthetist, pediatricianare lessuniform with wide variability in approachby
radiologist, and laboratory workers in the managemendifferent practitioners The rationalein thesecasesis
of such patients. primarily driven by personalpreferencewith a paucity
of supportivedatain the publishedliteratureto either
Various challenges exist considering pediatric surgicalsupportor contradictindividual opinion Nevertheless
emergencies in Iraq, particularly for neonates, including:therole of bedsidgroceduresppearso be expanding
scarcity of surgeons with training in pediatric surgery; If theseproceduresare to be undertaken significant
paucity of specialist pediatric surgical centers; theplanningis requiredto ensurea goodoutcomefor the
variety of conditions which all surgeons must manage;patient Prospectivelataareneededo determinevhich
and lack of equipments and educational resources. It'spatientamaybenefit from this approact??
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The current study has two limitations: 1- Neonatal §.

central nervous system emergencies were not included
in our study as they were referred to neurosurgical

hospitals for management. 2- The study recruited9.

magnitude and pattern of the NSEs in Iraqg.

CONCLUSIONS

NSEs constituted a significant health threat in

Irag andwere characterized by high morbidity and
mortality. The aforementioned data could be enrolled
into a national database system for future comparative
surveillance. Early referral and adequate support of _ _ o
departments of pediatric surgery with all means aregl> Nasr GA, Rahma S, Kadim AH. Neonatal intestinal

necessary to improve the outcomes.
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EFFECTOF FIRSTAND SECOND DOSES OF MEASLESACCINE ON IMMUNITY
TO MEASLES AMONG INFANTS IN SANA'ACITY, YEMEN
Aclid) e duasl) ~ Wl Apllly JV) oiesal) il
Oadl A gm‘muuﬁ@a)}\mw\m
N. A. Bataweel D, A. A. Al-RObaSI,MD, S. HasoonyD; A. A. Al-Jabri,mMD; T. A. SallamMD
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ABSTRACT

Objective: To investigate the effects of first and second
doses of measl es vaccine on immunity to measles among
infantsin Sana’ a city,.

Methods: 4 total of 518 infants, aged 2-24 months
were enrolled. Of these 376 infants were unvaccinated
and were either under the age of vaccination or had
already passed the age of vaccination (age 2 to 12

months), 71 infants who were given the first dose and 71
infants who were given two doses of measles vaccine.
Serum samples were tested for measles specific IgG.
Results: Two hundred and seven out of 376
(55.1%) unvaccinated infants were seronegative for
measles antibodies. With increasing age, the rates
of seronegativity increased and the mean antibody
levels among seropositive infants decreased. In the
unvaccinated cohort (n=129) who aged 9-12 months
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(the age at which all infants are due for vaccination), 109
(84.5%) were seronegative. Compared to unvaccinated
infants 56 of 71 (78.9%) who were given the first dose
of vaccine seroconverted (p<0.0001) developing a
significantly higher mean antibody level (p<0.001).
However, 65 of 71 (91.5%) who had received the second
vaccine dose seroconverted (p<0.061) with a higher
mean antibody level (p<0.001) compared to those who
only received the first dose. However, the antibody levels
decreased significantly with time intervals after the first

coverage with the first dose in order to increase the total
number of immunized individual8.

Yemen is a country located in the southern area of
the Arabian Peninsula with a population of 24 million.
Sana’a region which consists of the capital city and
Sana’a governorate has a population of approximately
2.5 millions.

Despite the inclusion of measles vaccine in the EPI-

1976 in Yemen with a routine first dose given at the age

of 9 months, a high measles seronegativity rate among
children of 1 to 5 years of age was reported in 2006.
addition, a total of 11.436 measles suspected cases were
reported in Yemen, during 2005 to 2006, with 6% were
tested for measles IgM, of which 34.2% were laboratory
confirmed.’

dose (p=0.044) but insignificantly decreased after the
second dose (p=0.18).

Conclusions: The relatively high rate of non-
responders along with the decline of antibody
concentrations after the two doses of vaccine could
be due to vaccine failure. This demands improving the
vaccination coverage and supplementary vaccination
campaigns.

This study aims to investigate the effect of measles
vaccine in infants who were given the first and the

INTRODUCTION second dose of the vaccine.

Despite the availability of measles vaccine, measles \ ETHODS
remains a major cause of mortality for almost 40

years. Worldwide-measles deaths were estimated Thjs cross-sectional study was conducted during the
to be 242.000 in 2006but it declined in 2007 to be period from January to December 2006 among infants
197.006. The majority of these deaths occurred in who consecutively attended 4 vaccination centers
developing countries where malnutrition is common. |ocated at 4 different district of the city of Sana'a for
Cases of measles in different parts of the world weretheir regular immunization. An informed consent was
attributed to low vaccination coveragieas more than  gptained from the infants’ guardians before blood
95% vaccination coverage is required to prevent thesamples were collected for this study. A total of 518
circulation of the measles vifudn some countries a jnfants aged between 2 to 24 months in the city of
vaccination coverage of as high as 98% failed to prevensana'a, Yemen were investigated. Of these, 272 (52.5%)
measles outbreak®wing to the high contagiousness \yere males and 246 (47.5%) were females. The median
of the disease and/or to primary or secondary vaccingge was 9 months (range 2 to 24 months). The subjects
failure. Primary vaccine failure is a failure to seroconvert ;ongisted of (a) infants who had not yet had their first
aftervaccination, while secondary vaccine failure is a gose of measles vaccine (n=376), (b) infants who had

loss of immunityover time. Vaccine failure results in already had their first dose (n=71) and (c) infants who
accumulation of susceptible childrénStudies from  nad received both vaccine doses (n=71).

India, Egypt and Brazil have reported that 5 to 12.5% of

vaccinated children did not respond to the vactitie. Avolume of 3 ml blood was collected from the infants

and serum was separated and stored %-a6til tested.

However vaccination coverage of 100% was achievedSerum samples were tested for measles-specific 1gG
in Iran and no cases were detected as a réssiice  using ELISA (Human, Gesellschaft fiir Biochemica und
2000, the WHO and UNICEF have recommended adiagnostica mbH, Germany). Testing was performed
second dose of measles vaccine in addition to a higlaccording to the manufacturer’s instructions. Qualitative
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results were obtained by comparison with cut-off values.with a higher mean antibody level as compared to those
All samples with optical density (QD) > cut-off value given the first dose (p<0.001), Table 2 and Figure 2.
plus (+), 15% of this value were considered seropositive

Samples with OQ, < cut-off value minus (-), 15% of Age groups (months) AHIEEEY METENE T
this value were considered seronegative. Samples wit No. %
readings falling within the range between the two values 2-3 973 12.3
were regarded as equivocal. All equivocal samples were 4-5 36/104 34.6
excluded from the analysis (n=25). The determination 6-7 38/53 71.7

of measles antibody levels expressed in international 8-9 99/117 84.6
units per milliliter (IU/ml) was achieved by a formula 10-12 25/29 86.2
provided by the manufacturer. Total 207/376 551

Sample size was calculated using the statistical ~ 'able 1. Infants negative to measles maternal

program Epi-info (version 6), using a target population antibodies.

of 520.291 infants aged between 2 to 24 months of ag After | After

from Sana’a city and governordtetatistical analyses Parameters | Unvaccinated first | second p-value

were conducted using the statistical SPSS® Packag dose | dose

11.5 for Windows. The Chi-square test was used to No. 129 71 71 -

measure the difference in proportions; t-test was used '\Ifleaf? é}gt/ib?dy 019 068 | 125 | <0.001

to measure differences in means and One Way Anova €el (U/m)

to measure differences in variance of mean titer for the _ Antibody 56 65 *
positive (No%) | 20159 | 789y | (015)| P

various age groups. The p-value of <0.05 was considered
ge group p - *Antibody level below 0.2 IU/ml was considered negative. p<0.0001 for

statistically significant. the first dose and 0.051 after the second dose.
Table 2. Measles antibody levels amon
RESULTS . y g
unvaccinated and those who were given the first and

Two hundred and twenty nine of the total 518 the second dose of vaccine.

_(44-2%) infants and 207 of 376 unvaccinated, (55-10_/0) Although, the antibody levels decreased significantly
infants (age 2 t_O 12 anthS) were measles Seroneg?t_|v‘%vith time intervals after the first dose of the measles
Among unvaccinated infants, the rate of seronegativityyaccine (p=0.044), the antibody level also declined

increased with increasing age exceeding 80% in thos@fter the second dose but this decline was found to be
aged 8 to 12 months (Table 1), and the mean antibodyysignificant (p=0.18), Table 3 and Figure 2.

level decreased with increasing age reaching the lowest

level at the age of 10 tol2 months, Figure 1. Of the Time
unvaccinated cohort (n=129) aged 9-12 months (mear | cianys| Ntervalafter | Mean | p-value
age 9.3 months), which is the age at which all infants vaccination | (1U/mi)
should have been already vaccinated, 109 (84.5%) wer (months)
seronegative. 1-2 0.85
After first dose 3-4 0.52 |3.26| 0.044
Fifty-six of 71 (78.9%) of infants who were given 58 035
the first dose of vaccine had seroconverted (p<0.0001) After second 12 142
developing a significantly higher mean antibody level dose 3-4 126 178/ 018
(p<0.001) than that among unvaccinated infants. >-8 0.67

Table 3. Measles antibody levels among infants tested
A total of 65 out of 71 (91.5%) of those who were at various time intervals after the first and the second

given the second dose had seroconverted (p<0.051) dose of vaccine.
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Prevaccination After 1st dose After 2nd dose

1. 640;]

1.5000—

15000 —

g

1.0000—

10000

Mean antibody level (IU/ml)

0.5000— 0.5000—

Mean antibody level (IU/ml)

0.0000—

Age groups (months) T T T
2-3 45 6-7 89 10-11 12-13 14-15 16-17 18-19 20-21 2224

Age groups (months)

Figure 1. Decline of measles maternal Figure 2. Mean measles antibodies levels among
antibody levels. unvaccinated and those who were given the first and the
second dose of vaccine.

DISCUSSION However, risks still exist as no measles antibodies

were detected in 84.5% of infants at the pre-vaccination
Before2005, themeaslewvaccination program in  age (6 to 7 months).

Yemen wasbased on one vaccine dosegiven at 9
months of age. Since 2005 a second vaccine dose was Despite the good response to the first dose of vaccine,
introduced and given to infants at the age of 18 month§ considerable proportion (21.1%) of the infants had
with low vaccination coverage. A low rate of antibodies N0 antibodies, and the level of antibodies among those
to measles among children aged 1 to 5 years wadho responded showed a significant decline with time
previously reported during the years 2002 and 2003. after vaccination. This may explain the reasons for
In 2005 the vaccination coverage of the two doses wa$he high seronegativity rate that we have previously
76% and 259 respectively which is a relatively low. reported among children between 1 to 5 year-old during
There were repeated measles outbreaks in Yéiigre 2002 and 2003: After the second dose, although a
present study was conducted to investigate the effects dfigh proportion of infants seroconverted producing
first and second dose of measles vaccination. a significantly higher antibody levels, their levels of
antibodies declined (although insignificantly) with time

Our findings showed that more than 80% of after vaccination. Vaccine failure could have occurred
unvaccinated infants (aged >8 months) had no measles with both doses of vaccine. In fact, 13.8% of the
antibodies. This suggests that not only this age isunvaccinated infants remained antibody positive around
appropriate for vaccination, but also necessitates effortshe age at which the infants were given the first dose
to maximize the vaccination coverage with the first of vaccine. Whether these antibodies were maternal or
dose to avoid early age measles outbreaks. Moreovetue to previous infection their presence while giving
a high proportion of infants seroconverted after the first the first dose may exert a neutralizing effect on the
vaccine dose with mean antibody level reaching twicevaccine virus leading to a primary vaccine failure. The
the concentration seen among a cohort of unvaccinategignificant decline in antibody concentration after the
infants aged >8 months (mean age 9.3 months). first dose and its decline after the second dose, although
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insignificantly due to probably small sample size of this seronegative children will tilt the balance towards early
group, suggests a secondary vaccine failure. Decline ofeasles infection. Finally, the current timing of the first
antibody levels after two doses of vaccination has alsalose is acceptable if supported with higher vaccination
been reported elsewhere and primary and secondargoverage with two vaccine doses and supplementary
vaccine failure was blamed for this decline. vaccination campaigns.

Vaccine failure has been reported to be one reason for =14 |CAL CLEARANCE
a measles outbreak in Indiana, USA, despite vaccination
coverage of 98% (Mulholland, 2006)nd the cause of Ethical approval was obtained from the ethical
measles in 50% of patients in an outbreak in Réssia. committee for medical research, Al-Yemania University,
Routine immunization is often recommended at 9 Sana'a, Yemen.
months of age, i.e., promptly after passive immunity
wanes, to reduce the risk of the severe infection in CONCLUSIONS
early life?? Vaccination of infants before the age of 9
months not only fails to immunize, but also interferes The relatively high rate of non-responders along
with their subsequent re-immunizati&nFor instance with the decline of antibody concentrations after the
immunization at 6 months of age has resulted in as higiwo doses of vaccines could be due to vaccine failure.
as 46.8% of non-respondéfémmunization at 9 months ~ This demands improving the vaccination coverage and
of age was found to give an average seroconversion ratgupplementary vaccination campaigns.
of 85% leaving a considerable proportion of children
susceptible to disea®dan which case further vaccine
doses seems mandatory.
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CHARACTERIZATION OF ADRENAL MASSES AT UNENHANCED AND
DELAYED ENHANCED COMPUTED TOMOGRAPHY (CT)
ALl zalall );Lml\ D0adll g J8 Cusaall ol geanlly 4y Jal) S S
Ibrahim A. AlmahbashiMB, BS, MD, Abdulamalik A. QaisMB, BS, MD

Mohammed O. Alabsi\/B, BS, MD
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ABSTRACT minute enhanced and 10 minutes delayed enhanced CT.
The attenuation value and percentage of enhancement

Objective: To evaluate the accuracy of unenhanced washout was calculated for each mass. The mass was

and delayed enhanced computed tomography (CT)
protocol in the differentiation between adrenal gland
adenomas and nonadenomas.

Methods: Cross-sectional study in which 65 patients
with adrenal masses are examined with unenhanced, one

considered asadenoma if it had an attenuation value of
<10 HU and/or a percentage of enhancement washout
>60%. The diagnosis was proved through follow up CT
scan in some cases and histological examination in the
rest of cases.
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Results: The CT examinations revealed 72 adrenal accordance with the recommendations of ethics
masses (34 adenomas and 38 nonadenomas). Our committee at Sana’a university. Seventy five patients
protocol characterized correctly 32 adenomas and 34 with 82 adrenal masses were consecutively examined
nonadenomas (sensitivity 94% and specificity 89.5%). with helical CT from January 2006 to June 2009 and
The accuracy for characterizing all adrenal masses was they were considered to enter into our study. Ten patients
91.7%. with 10 adrenal masses were excluded from the study.

Conclusions: Non-invasive characterization of In 3 cases the follow up was inadequate. In another 3
adrenal gland mass is important for management as cases the histological proof was not possible. Two cases
morphological aspect alone is not enough. Our CT of myelolipomas and 2 cases of adrenal cysts were also
protocol with its high accuracy can prevent unnecessary excluded because the CT picture of these masses is
invasive biopsies for benign masses and characterize diagnostic. Finally, 65 patients with 72 adrenal masses

malignant masses early. were included in our study. The patients were 37 men
and 28 women with a mean age of 58 years (range, 27
INTRODUCTION 76). All patients in the study group were examined with

i an identical imaging protocol.
Adrenal masses are relatively common. They can

: 0 .
'kl)'(; found Inbaboijt 9? of post(rjnorterr; e)ialr:]m.a tighs. The final diagnosis was established through follow
€y cah be also discovered accidentally In manyup CT examinations for 9 months for most of masses

patler_ns “’Tdergo'”g abdomlnal_ computed tomographywith attenuation value of 10 HU or less (17 cases), and
Non invasive precise radiological characterization of

- _ _ by histological examination revealed after surgery or
adrenal masses is important for therapeutic guidance

, : tpercutaneous biopsy for the rest of masses (55 cases).
Adernalectomy for example is unnecessary in mos

patients, whereas serial follow up of all adrenal masses A;| cases were examined with a helical CT scan,

may delay therapy in patients with slow growing Somatom Plus (Siemens, Germany). Agreement
malignant IeS|ons.. Furtherm.ore, in cases with a knownconsent was signed by every patient before conducting
extra adrenal primary malignancy, most of adrenaly,, oyamination. Unenhanced, enhanced and delayed
masses found gre .adeno.mas apd not.meta.§tae|s, enhanced abdominal scanning were performed with 5
percutaneous biopsies with their possible risks cany, ., gjice thickness and 5 mm slice interval. The second
be avoided if precise non invasive Ch‘F"r""Cte”Z""t'Onand third scans were obtained with the same technical
performed. The morphological features and funCt'Onalparameters, 60 seconds and 10 minutes respectively
state of the mass alone can't reliably differentiate ggar the start of contrast material injection. The contrast
adenomas from a prlma'ry or metastatic lesfom the [inadose of 120 ml was injected into the antecubital vein
lastdecade, several studies used the threshold attenuatl%}ough 18-20 gauge IV catheter using a power injector

value at unenhanced CT as diagnostic for the CommOQMCT Plus; Medrad, Pittsburgh, Pa), injected at a rate

lipid rich adenomas. Boland et ahnalyzed reports of & = ¢ 5 5 mi/sec.The contrast material used was Ultravist
number of those studies and concluded that a thresholg00 Schering Pharmaceuticals, Berlin, Germany.

of 10 HU or less for adenomas has a sensitivity of 71%

and specificity of 98%. Recently, delayed enhanced The images interpretation was done by the agreement

CT protocol with enhancement washout curves havey g contributing radiologists, not informed about the
also been used to differentiate adrenal adenomas frO’EIinicaI and laboratory data of the examined cases.

nonadenomas™® Our experience with unenhanced, and The attenuation value for each mass was measured
delayed enhanced CT with calculation of enhancement; unenhanced, enhanced and delayed enhanced CT
washout forms the basis of this study. protocol. The percentage of enhancement washout for

each mass was calculated according to the equation:

(attenuation value at enhanced -@ftenuation value

Our study was approved by and conducted inat delayed enhanced CT/attenuation value at enhanced

METHODS
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CT-attenuation value at unenhanced CT) X100. The The nonadenomas included 11 pheochromocytomas,
percentage of enhancement washout represents thE8 metastasis, 8 adenocarcinomas, and one haematoma.
percentage of initial wash-in of enhancement thatThe percentage of enhancement washout protocol were
is washed out at the time of delayed scanning whichcorrectly characterized 34 of 38 nonadenomas. The
equals: (enhancement washout divided by enhancementast four nonadenomas which did'nt meet the threshold
multiplied by 100. The washout is the difference washout of 60% were 2 pheochromocytomas, one
between enhanced attenuation value and delayethetastasis and one adenocarcinoma.

enhanced attenuation value. The enhancement itself is

the difference between the standard attenuation value Using the combined criteria of attenuation value
(60 seconds after injection of contrast) and the nonat unenhanced CT and percentage of enhancement
enhanced attenuation value of the mass. We consideregashout, the sensitivity and specificity of our study in

a mass as adenoma if it had an attenuation value of <10 differentiating an adrenal mass as an adenoma versus
HU and/or a percentage of enhancement washout ohonadenoma were 94% (32 of 34) and 89.5% (34 of
>60%. The attenuation values were measured by using 38).The accuracy for characterizing all adrenal masses
circular region of interest (ROI) avoiding the edges of was 91.7% (66 of 72). The sensitivity for characterizing
the masses to preclude partial volume effects. Necrotidipid poor adenomas was 83.3%.

areas and calcifications were also excluded. The size

of the mass was measured as the maximum transverse

diameter. Mass No. of patients| Age | Man | Woman
Adenoma 31 48 | 19 12
Statistical analysis used SPSS software, p-value wasPheochromocytoma 9 46 | 5 4
considered statistically significant if it was less than Metastasis 16 72| 8 8
0.05. Adenocarcinoma 8 65 4 4
Haematoma 1 35 1 -
RESULTS

Table 1. Sex and mean age

The final diagnosis of the evaluated masses was 34 distribution of adrenal masses.
adenomas (22 lipid rich and 12 lipid poor adenomas)
and 38 nonadenomas. On the basis of attenuation values
at unenhanced CT and the percentage of enhancemeT

washout, all of the lipid rich adenomas were correctly37_58) Table 1. Three patients had bilateral adrenal

characterized (accuracy 100%). The confirmation of the . . .
. . L masses. The patients with nonadenomas included 18
diagnosis of these lipid rich adenomas based on follow

S . ., men and 16 women with a mean age of 62 years (range
up CT examination for 9 months in 17 masses which W M g y (rang

. : . . 34-82). Four patients had bilateral adrenal masses.
revealed no change in the masses size, and histological

examination in 5 masses whose morphological aspects rapie » demonstrates the CT attenuation values for

were doubtful. All of the lipid rich adenomas had a 1o adrenal masses presented in our study. It shows
percentage of enhancement washout of more thagya; ot ynenhanced phase, the mean values of lipid
60%. rich adenomas is -1.5 HU which is diagnostic for these
masses due to high content of intracytoplasmic fat. The

According to the percentage of enhancement washoutinenhanced attenuation values are near to each others
protocol, 10 masses of the lipid poor adenomas werédor lipid poor adenomas and non-adenomas and they
correctly characterized. Two masses were falselyvaries only according to the proteineous contents of

diagnosed as nonadenomas because they had the masses. All metastasis at that phase had attenuation
percentage washout of 58% and 59% respectively. values greater than 10 HU, the same results of the CT

The patients population with adenomas consisted of
5 men and 12 women with a mean age of 48 years (range
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Mass No. Unenhanced CT Enhanced CT Delayed enhanced CT|
Lipid rich adenoma 22 -1.5 58 12
Lipid poor adenoma 12 27 67 32
Pheochromocytoma 11 32 75 60
Metastasis 18 30 78 65
Adenocarcinoma 8 42 89 78
Haematoma 1 34 45 40

Table 2. Mean CT attenuation values (HU) for adrenal masses at unenhanced,
enhanced and delayed enhanced CT.

histogram analysis study conducted Higlefoglu AV The average diameter of adenomas was 1.4-5.5 cm.,

et al!* With enhanced phase, there is overlap in thewhereas that of nonadenomas was 1.6-10 cm.

attenuation values among adenomas and non-adenomas

than with unenhanced phase. At this phase, two pjscUSsS ON

adenomas had attenuations values of 75 HU whereas one

adenocarcinoma had a value of just 61 HU, so the basic The adrenal gland is a common site of disease and

phase of enhancement is completely not conclusive fokne main abnormalities of the gland include primary

adrenal masses. neoplasm, metastasis, haemorrhage, cysts, orenlargement
The means of attenuation values of adenomas affthe gland from external hormonal stimulation (adrenal

delayed enhanced CT was significantly lower than that hyperplasia). Computed tomography remains the

of nonadenomas (p<0.05) and that is the cornerstone ifornerstone of imaging of adrenal tumors and some of
our study. adrenal lesions could be definitely characterized by CT

scan and no further evaluation or follow up is required.

The primary malignancies in the cases of metastasid N€Se lesions are myelolipomas which are recognized

were 6 lung cancers, 5 breast cancers, 3 renal cefpy their fatty components and hence attenuation values,
carcinomas, 2 lymphomas. usually less thari0-HU. Adrenal cysts usually have

low attenuation values at CT and there may be wall

Mean percentage of enhancement contrast enhancement. Acute adrenal haemorrhage has
Mass washout (%) an attenuation of 70-80 HWAN underlying hemorrhagic
Lipid rich adenoma 77.3 mass must always be considered as a possible cause of
Lipid poor adenoma 87.5 adrenal hemorrhage. P'ET—.CT is useful in confirming
Pheochromocytoma 34 underlying qeoplastlc mvolyement when adrenal
Metastasis 27 hemorrhage is encountereq |r? the setting of known
Adenocarcinoma 23 mallgnangy .and CT algne is mconclu;h%eAdrenal
hyperplasia is seen as bilateral symmetrical enlargement
Haematoma 45.5

of adrenal gland preserving their normal shape. The
Table 3. Mean percentage of enhancement washout ofemaining adrenal lesions which need to be differentiated
adrenal masses. in adults are adenoma, pheochromocytoma, metastasis
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and adenocarcinoma. Characterization of previouslynon enhanced CT are similar to that of non adenomatous
mentioned lesions continues to be an important clinicalmasses. Our protocol investigated an important
problem and a focus of abdominal imaging researchhypothesis about alladenomas which is loss of more than
mainly the differentiation between adenomas and othe60% of contrast after 10 minutes of administrafidn,
masses. Our study evaluated CT attenuation values dtigurel. According to this hypothesis, our dedicated
non enhanced CT and percentages of contrast washogtotocol with its results of sensitivity and specificity

at delayed enhanced CT as a diagnostic tool for thigonfirms those of previous studies specially that of
differentiation. According to these criteria, at a threshold Takuro Kamiyam et df We correctly characterized 32

of 10 HU or less, all of the 22 masses of lipid rich out of 34 adenomas in our study (sensitivity 94%), and
adenomas are correctly characterized (100% accuracy)ve correctly characterized 66 out of 72 adrenal masses
Unlike previous studies which considered this threshold(accuracy 91.7% versus 86.5% in the study conducted
as diagnostic for lipid rich adenomas, we followed up all by Foti G et al}!

of these cases for 9 months as a proof for confirmation,
giving more support to the results of previous reports.

Adenocarcinoma usually presents as large mass (=5
cm), Figure 2. Pheochromocytoma for examyten
About 30% of adenomas contain less intracytoplasmicpresents with postural hypertension and presence of
fat (lipid poor adenomas), and their attenuation values avinyl mandelic acid in the uriné*® Figure 3.

Figurela. Left adrenal adenoma 60 seconds Figure 1b. The same case 10 minues later shows loss

after contrast adminstration shows homogenous of more than 60% of the contrast (the density of the
enhancement (55 HU). adenoma decreased to 14 HU).

Figure 2a. Transverse CT scan of a patient with Figure 2b. The tumor after 10 minutes lost

adrenocortical carcinoma after 60 seconds shows less than 60% of contrast and its density
heterogenous left enhancing adrenal tumor of 85 HU. is about 60 HU.
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Figure 3a. Pheochromocytoma 60 seconds after  Figure 3b. The same case 10 minutes later shows loss
contrast administration (85 HU). of less than 60% of contrast (65 HU).

Figure 4a. Left adrenal metastasis 60 seconds after Figure 4b. The same case 10 minutes
contrast administration (76 HU). later (58 HU)

A single mass of 4-6 cm is a challenge for radiologistused in this study with its high sensitivity and specificity
because some adenomas can reach 6 cm. Anoth&an to a major extent differentiate between adenomatous
challenge is the presence of non-functioning adrenabenign masses and non-adenomatous malignant masses
mass in a patient who has a primary extra adrenal tumols metastasis and so, can reduce unnecessary biopsies
In both of these conditions, the dedicated CT protocolor treatment as additional chemotherapy, Figure 4.
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CONCLUSIONS
7.

Calculation of percentage of enhancement of washout
of an adrenal mass, in addition to other morphological
and functional criteria can to high accuracy characterize™
these masses and differentiating adenomas from non
adenomas, specially from metastasis in patients with
primary extra adrenal tumors. The latter in most cases’
are adenoma rather than metastasis and hence the
treatment would be completely different. Using non-
invasive method (CT scan) can avoid the complications
and delay of unnecessary biopsies.
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ABSTRACT

Objective: To evaluate serum C-reactive protein
levels and its sensitivity and specificity as a diagnostic
test in neonatal sepsis.

Methods:. A prospective study of neonate suspected to
have sepsis. The study was carried out in the Department
of neonatal special care units in Erbil Maternity and
Raparin Children Hospital, Erbil Irag. Duration of the
study was eight months from the Ist of January to the
end of August 2008. This study was performed on 65
neonates admitted with clinical signs and symptoms
suggesting septicemia and/or risk factors for sepsis.
Blood culture, cerebrospinal fluid examination, urine

BN s gal aall ) Al el pasdiall 8 en Ll

culture, and C-reactive protein level estimation were
doneinall cases.

Results: Blood culture was positive in 50.8%,
sensitivity, specificity were 100% and 84.4% respectively.
C-reactive protein was positive in 93.9% of cases with
proven sepsis, and 48.1% of cases with probable sepsis.
Sensitivity, specificity, positive and negative predictive
66%, 11.1%, 93.9%, 40% respectively
among those with proven sepsis but the sensitivity of

value were

C-reactive protein between those with probable sepsis
was 27.7% only.
Conclusions:
provide additional
in  neonates

C-reactive
information
whom

protein  estimations
in the evaluation

sepsis is  suspected. Its

*Abbas Abdulkader Ahmed Alrabaty, MD, Professor, Consultant Pediatrician and Neonatologist, Head of Neonatal Unit in Maternity Hospital, Head of Pediatric

Department in College of Medicinelawler Medical University, Erbil, Iraq. E-mail: abas_alrabaty@yahoo.com
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estimation have some value in early diagnosis of with coagulase negative staphylococcus or childhood
neonatal sepsis. meningitis, though there have been few studies focused
on neonatal meningitfs’8
INTRODUCTION
The aim of this study is to evaluate serum C-reactive
C-reactive protein (CRP) is an acute phase proteifyrotein levels and its sensitivity and specificity for

synthesized in the liver in response to inflammatory  diagnosis of neonatal sepsis against a reference results
cytokines. Its levels may increase within 6 hours up to & plood culture.

thousand-fold during an acute phase response. Its short
half-life (19 hours) means levels should fall rapidy METHODS
after elimination of the source (often microbial), so
levels falls in a few days once the stimulus is reméved.  All neonates treated for suspected bacterial infection
Since its identification in 1930, C-reactive protein has were prospectively evaluated using a standardized
been studied as a screenilgice for inflammation, a  clinical pathway. This study was performed on 65
marker for disease activity, aad a diagnostic adjuntt. neonates with clinical signs and symptoms suggesting
In vitro studies suggest that C-reactive protein activatesepsis. After taking the family permission the following
neutrophils, inhibits platelet aggregation, potentially investigations were performed.
facilitates cell-mediated cytotoxic reactions against
cells infected with microbes and stimulates monocyte- CRP: For any patient with signs and symptoms
macrophage tumoricidal activityThe value of CRP is suspected of sepsis a CRP test was done, after
in its reliability in the 24-48 hours after birth/onset of sterilization of skin 2 ml of blood putted in white tube
infection. In early onset sepsis (before 72 hours old), gnot containing anticoagulants) then centrifuge it for
single CRP 24 hours into illness has a 93% sensitivitys minutes, separate the serum, using a suitable pipette
for “probable” sepsi8. drop 50 pl of undiluted test sample or control beside
each drop of latex. Mix and spread to fill the test circle

Early detection of neonatal sepsis is hampered bywith the stirring bar. Rotate the slide for 2 minutes and
vague, nonspecific or nonexistent clinical manifestation. observe for any agglutination. Marked agglutination
A panel of tests including cultures, white blood cell indicates a CRP concentration above 8 mg/L, which
count and differential, erythrocyte sedimentation mean positive.
rate, C-reactive protein value, platelet count, blood
glucose and chest radiographs is used to augment the Blood culture: The procedures for collecting a blood
physical examination in the recognition of the diseaseculture were strictly followed to avoid contamination.
Cerebrospinal fluid/C-reactive protein concentrations The staff involved in procedure wear sterile gloves and
are probably not as useful in diagnosing meningitisprepare a patch of skin approximately 5-cm in diameter
because C-reactive protein metabolizes in the centraver the proposed veni-puncture site. The area cleansed
nervous system, yielding lower levélShe positive  thoroughly with alcohol followed by povidone-iodine,
predictive value for a raised CRP is poor so a positivefollowed again by alcohol. A one-ml sample of blood
test is poorly predictive of sepsis. False positives aris@btained and inoculates in a blood culture bottle
from intraventricular hemorrhage, meconium aspiration,containing 5-10 ml of culture media. All blood cultures
NEC, pneumothorax, surgery and immunization.observed for at least 72 hours before they are reported
Reassuringly, false positives don’t tend to occur withas sterile.
birth asphyxia, prolonged rupture of membranes,
respiratory distress syndrome and viral ilinesses (except CSF: We did CSF examination and culture for all 65
invasive HSV). False negative results generally onlycases that had suspicion of sepBie skin is thoroughly
occur early in infective episodes, though also in UTI. prepared with a cleansing agent before taking CSF
False negatives don’t appear to occur in either infectiorsample.
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Urine culture: Urinary tract infection diagnosed in culture were very poor (42.1%, 15.2%, 17% and 38.9%)
presence of one of the following: (&10 WBC/mni in that order.
in a 10 ml centrifuged sample from urine bag<hp*

organisms/ml in urine obtained by catheterization. Urine CRP group .
Positive | Negative| 't %
culture gatve
— e in . . .. CRP CRP
Statistics: Sensitivity, specificity, positive predictive bosit " . —
value and negative predictive value were calculated in |~ °StVe 8 9 | 29.23%
both culture positive and culture negative cases, using | Negative 39 7 46 | 70.77%
frest Total 47 18 65 | 100%
RESULTS p-value: 0.000

Table 2. Relations of urine culture and CRP group.
During the eight month period of the study, 65
neonates were admitted to the baby special care unit Table 3showstherelation of CRP and CSF culture.
with clinical signs and symptoms suggesting neonatalCSF culture positive in 11 cases (16.9%), CRP was
sepsis. positive in 9 (16.9%) of cases with positive CSF culture,
sensitivity, specificity, positive and negative predictive
Forty patients (61.5%) among the total number ofvalue were 81.8%, 29.6%. 16.7% and %,88.9% in that
neonates were males, while the remaining 25 patientgrder. This means that CRP has good sensitivity and
(38.5%) were females. The number of premature babiesegative predictive value in the light of the results of
were 40 (61.5%) while full term babies were 25 (38.5%). CSF culture.
blood culture were positive in 33 cases (50.8%), urine

culture was positive in 19 cases (29.23%) and CSFwas | CSF CRP group total | o
positive in 18 cases (16.%). culture Pgsétg’ € N?sgve o °

Table 1 shows the CRP results against blood culture | Positive 9 2 11 | 16.9%

results, blood culture was positive in 33 (50.8%) of Negative 38 16 54 83.1%
the cases. Sensitivity, specificity, positive and negative
predictive value were 93.9%, 50%, 66%, 88.9%,

respectively, thus CRP is very sensitive but of poor P-value=0.000
specificity in the light of blood culture results. Table 3. Relations of CSF culture and CRP group.

Total 47 18 65 100%

Table 4shows value of CRP in neonatal sepsis. CRP

Blood CRP group was positive in 31 cases (93.9%) of babies with proven
culture | Positive | Negative | Total |~ % sepsis, and (13) 48.1% of babies with probable sepsis.
CRP CRP CRP is valuable in identifying cases of sepsis but poor
Positive 31 2 33 | 50.8% in excluding them.
Negative 16 16 32 | 49.2% CRP Sepsis
Total 47 18 | 65 | 100% group | Proven Probable. N0 | 0% %
p-value=0.001 Positive S
Tablel. Relations of CRP and blood culture. CRP 31 13 3 47 | 72.3%
Negative
Table 2showsthe relation of CRP and urine culture. CRP 2 14 2 18 | 27.7%
Urine culture was positive in 19 (29.23%) of the cases.| Total 33 27 5 65 | 100%

The sensitivity, specificity, positive and negative
predictive value for CRP versus the results of urine Table 4. Relations of CRP group and sepsis state.
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DISCUSSION 36.4%, 46.3%, 36.6%, 44.4% respectively. Our findings
disagree with H. Borna and S. Borna who shows that
In the present study, the rate of proven sepsis (positiv€€SF culture was positive in only 0.5% of babies with
culture) was 50.8%, and rate of probable sepsis was 41%epsis® CRP was positive in 9 (13.8%) cases with
(negative culture but positive other laboratory tests). positive CSF culture, sensitivity, specificity, positive
and negative predictive value were 19.1%, 88.88%,
Blood culture was positive in 33 cases (50.8%), 81.8%, and 29.6%, respectively.
sensitivity, specificity were 100% and 84.4%, this result
closely related with study done by Mustafa S, etral CRPwas positive in 93.9% of babies with proven
which sepsis was confirmed by positive blood culture sepsis, and in 48.1% of babies with probable sepsis.
in (40.2%)° but disagree with study done by DKL C-reactive proteiwas the best single marker, with an
Chan and LY Ho who found that blood culture positive overall sensitivity and specificity of 84% and 96%,
in 37% babied? also disagree with the results found respectively. Our results are comparable with the

by Ananthakrishnan in which positive cultures were Study done by William E. Benitz, et al which was done
obtained in 36.7% of babies with sepsis. in Stanford, California that shows CRP had higher

sensitivities 92.9% and 85.0% for proven and probable

CRP level in those with positive blood culture had Sepsis an@8.9% and 84.4% for proven sepsis in early-
sensitivity, specificity, positive and negative predictive onset and late-onsgpisodes, respectivelyThe present
value equal to 66%, 88.9%, 93.9%, and 50% respectivelystudy resultis higher than H. Borna and S. Borna whose
the present study agree with study done by S. Wagle giesult were 79% for proven sepsis and 71% of probable
al who found CRP had a sensitivity of 62.7%, specificity sepsis®Also our finding is higher than result shown in
of 87.2%*? Also agree with Beger C et al who measured (KL Chan, LY Ho) study in which the sensitivity was
CRP qualitatively, reported 75% of sensitivity and 86% 56% and specificity 72%.%°
of specificity rate.’® The similar results obtained by o _ _
Mustafa S, et al who found CRP positive in 66.66% of These variations in results may be due to various

neonates who had positive blood culture and in 51.7294n€éthods of measuring CRP and the difference in number
neonates with negative blood cultdre. and timing of sample collection. Also CRP can not be

recommended as a sole indicator of neonatal sepsis, but

Urine culture was positive in 19 (29.23%), sensitivity, May be regarded as a step in approach to workup and in
specificity, positive and negative predictive value were, combination with other laboratory tests. Also we should
10.5%, 32.6%, 6.06%, 4 and 6.8%, respectively, result§ak€ in sepsis conceder in infant suspected to have
disagree with study done by Dar-Shong Lin, et al whoSepsis even if not proved, while fatal infection has been
reported that urine culture were positive in 13.6% of feported in the presence of negative blood culture.
infant suspected to had sepsis admitted to hospBait
our findings disagree with H. Borna and S. Bornawho
shows that urine culture was positive in 1
with sepsig?

CONCLUSIONS

0% of babies  crp estimations provide additional information in the
evaluation in which sepsis is suspected. Blood culture
is the golden standard test in diagnosis of sepsis. CRP
cannot be recommended as a unique test for diagnosis
of neonatal sepsis.

CRP sensitivity and specificity in present study
in those with positive urine culture were 17% and
38.9% respectively, which differ from result found
by Dar-Shong Lin, et al which were 59% and 90% REFERENCES

respectively:
1. Ho6ge J, Pohlandt F. C-reactive protein is a useful
CSF culturegpositive in 11 cases (16.9%); sensitivity, marker for guiding duration of antibiotic therapy in
specificity, positive and negative predictive value were suspected neonatal bacterial infection. Pediatrics
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A COMPARISON OF EFFICACY OF KINETIC AND STATIC AUTOMATED
PERIMETRY IN IRAQI PATIENTS WITH PRIMARY OPEN ANGLE GLAUCOMA
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ABSTRACT

Objective: To determine whether the detection and
assessment of visual field defects among Iraqi patients
with primary open angle glaucoma are valuable with
the automated static perimeter or with kinetic manual
perimeter.

Methods: We prospectively evaluate 69 eyes of 37
Iraqi patients (21 males, 16 females) with primary open

angle glaucoma. Goldmann manual kinetic perimeter
and automated static (Topcon SBP-1000) perimeter
results were compared for each eye with special
attention to reliability and detection of glaucomatous
visual field defects.

Results: The automated static perimeter detects
glaucomatous visual field defect in 66 eyes of 69 (95.6%)
whereas Goldmann perimeter picked up glaucomatous
visual field defect in only 34 eyes (49.2%). The greatest
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difference was in eyes with early cupping. This I- Localized scotomas: Are the classic glaucomatous
difference was decreased progressively with increasing defects which include paracentral scotoma, arcuate
of cup/disc ratio, where the results of both perimeters or Bjerrum scotoma, nasal step defect, temporal

are comparable. wedge, double arcuate (ring) scotoma, and altitudinal
Conclusions: Automated static perimeter is superior defect>®”

and more valuable than the manual kinetic perimeter II- Diffuse depression: It results from overall or

(Goldmann perimeter) in detection and assessment of widespread sinking of the island of vision and it may

glaucomatous visual field defects among Iraqi patients reflect diffuse loss of retinal nerve fiber layer.”

with primary open angle glaucoma.
Perimetry is the clinical evaluation of VF by measuring
INTRODUCTION the differential light sensitivity, i.e. the ability of the
subject to distinguish a stimulus light from background
Primary open angle glaucoma (POAG) is an opticillumination, and perimetry which could be either:
neuropathy characterized by:

* Anintraocular pressure (IOP) <21 mmHg. I- Kinetic perimetry: It is a two dimensional
» An open angle of normal appearance. assessment of the hill of visi8i&Goldmann perimeter
« Glaucomatous optic nerve head damage. (GP) is the most widely used instrument for manual
*  Visual field defect (VFD). perimetry, it is composed of a hemispheric dome with

a white background that is illuminated near the lower

POAG is the most prevalent type of glaucoma limit of photopic vision (the back ground illumination
affecting approximately 1% of general population over is 31,5 apostilbs).
the age of 40 years. It is responsible for 12% of blind
registration in the UK and USAThe ultimate goal of The stimuli used to plot an isopter in Goldmann
management of POAG is the preservation of patientperimetry are identified by:
visual function and quality of life. One of the standard 1- Roman number which represents the size of the
measurements of visual function is the clinical perimetryobject from 0 to V.
which measures what is conventionally referred to as 2- Arabic number which represents the intensity of

visual field.? stimuli; a change of one number represent a 5 db change
in intensity.
Visualfield is the area that is perceived simultaneously 3- English letter also represents the intensity of stimuli

by a fixating eye; Traquar in his classic thesis described  but each letter represents a 1 db change in intensity.
(VF) as an island hill of vision surrounded by a sea of
darknes$.The normal VF extends about (50°) superiorly,  Perimetry almost starts by plotting small target with
(60°) nasally, (70°) inferiorly and (90°) temporally. The dim intensity and then by increasing the intensity of the
VF can be divided into central (area from the fixation target until it becomes maximal before increasing the
point to a circle 30° away), intermediate (extendssize of the target. Accordingly, the usual progression
from 30° to 50°) and peripheral zone (the area beyondhane is 14e-114e-1114e-1V4e-Vie.
50°)34
In addition to plotting isopters Kkinetically, static

Any clinically or statistically significant deviation supra-threshold and threshold testing can be performed
from normal shape of the hill of the vision can be manually**®* The Goldmann perimetry is widely
considered as VFD. The hallmark defect of glaucomaavailable, economical, easy for the patient, rapid and
is the nerve fiber bundle defect that results from damage fixation is continuously maintained by a technician.*?
to optic nerve head. In glaucoma, most defects occur
within the central 30 The glaucomatous VFDs are of  Il- Static perimetry: It is a three dimensional
the following types: assessment of the height of a predetermined area of
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the hill of vision, where it involves the presentation of  Visual field examination was  performed
non moving stimuli of varying luminance in the same using both GP and ASP in the same day;
position to obtain vertical boundary of ¥F patients on topical pilocarpine were advised to
discontinue the use of drug for at least 72 hours prior

The automated static perimeter eliminates theto examination. Examination with Goldmann perimetry
observer bias and it can be performed in an objectivevas done first, using (HAAG-SREIT, BERN, S9409450)
and standardized fashion by using computerizedby a skilled technician.
instrument. It is easier and it can be performed by less
skilled technical staff as well as it provides an estimate of Each patient’s near refraction with additional diopters
reliability and variability values of the test, data storagewas provided before charting the VF. The blind spot was
is possible, and computer assisted statistical analysimyapped using the 12e or 14e test object; depending on
is availablet132*However, the equipment is more the patient’s visual acuity.
expensive to purchase and maintain and the patient finds
the test procedure more tiring, tedious, time-consuming The VF was plotted using standard test objects such
(takes about 15 minutes) and the maintenance of fixation as 12e,l4e, lll4e, with additional isopters plotted as
during VF charting is more difficult.?*2® indicated to mark the peripheral edge of the isopter, the

test object moved at a rate of 2-3 times/second.

The most widely used automated static perimetry
(ASP) is manufactured by Humphrey instruments, other Automated static perimetry was done for all the
perimeters are Topcon (which is currently in use in Irag)patients after at least 1/2 hour of rest, using (Topcon

and Octopug® SBP-1000 computerized perimeter), the test was done
using full-threshold program (30-2), with the standard
METHODS setting of a size Ill (4 mm) test object at a distance of

333 mm, with a 200-millisecond stimulus duration, and

We prospectively evaluated 37 patients with POAG 2 bowel illumination of 31.5 apostilb. The entire test was
who were selected from the out-patient department ofupervised and the patient’s fixation and position were
ophthalmology in Surgical Specialty Hospital, Medical checked regularly.

City Complex, Baghdad, Iraq.
The criteria for detecting glaucomatous visual field

. . . . defects in Goldmann perimetry were the same as used
The patients inclusion criteria were elevated IOP moreby Chauhan et & which include:

than 21 mmHg, glaucomatous optic nerve head-dam

age, glaucomatous VFD, with an open angle and with 1- The presence of one or more scotomas with a
an age above 50 years. Cases with ocular hypertensioRlinimum width of 5°.

normal tension glaucoma, other types of glaucoma (like 2- The presence of a horizontal nasal step with one
secondary open angle glaucoma), previous ophthalmitsopter or the sums of steps with multiple isopter of at

surgery and unreliable visual fields were excluded from least 10°.
the study. 3- The presence of sector-shaped defect.

The criteria for detecting glaucomatous visual field

Afull history was taken from each patient followed by i i .
a complete general examination, followed by a baselinedefeCts |n_ automatestatic perimetrywere the same as
distant (snellen chart) visual acuity and refractive state?hat described by Anderséh:
an intraocular pressure measurement; using Goldmann 1- Glaucomatous hemi field test outside normal limits
tonometry, thorough slit lamp examination, gonioscopy,on at least two consecutive occasions.
visual field assessment and fundus examination using 2- A cluster of 3 or more non edge points in location

(+90) lens. typical for glaucoma.
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3- A CPSD that is occur in less than 5% of normalon GP alone), an additional 35 eyes showed GVFDs

population i.e. p<5%. on ASP alone; making the total of eyes with GVFDs
on ASP 66 eyes (95.65%) among which {19 eyes with
RESULTS paracentral scotoms (27.53%), 20 eyes with nasal step

defect (28.98%), 16 with arcuate VFD (23.1%) and 11
There were 37 patients (21 males and 16 females)vith altitudinal defect (15.9%)}.
both eyes of 32 patients and one eye of 5 patients (total
69 eyes) were involved in the study, of these 35 were For eyes with (0.5-0.6) C/D ratio (13 eyes), GP did
right eyes and 34 were left eyes. The mean age of theot pick GVFDs in any of patients, where ASP picked
sample population was 65+10 years. up GVFDs in 11 of 13 eyes (84.6% among which 7 eyes
with paracentral scotoma, 3 eyes with nasal step defect,
The mean cup/disc ratio was 0.7 (x2); the patientsand | with arcuate defect).
were categorized according to cup/disc ratio into three

subgroups: For eyes with 0.7 C/D ratio (29 eyes), the GP showed
1. Group A with a cup/disc ratio of (0.5- 0.6) where 13 GVFDs in 13 of the 29 eyes (44.8%), whereas ASP
eyes were included. picked up GVFDs in 28 eyes (96.55%).
2. Group B with a cup/disc ratio of (0.7) which included
29 eyes. The GVFDs detected by GP are (4 nasal step defects,
3. Group C with a cup/disc ratio of (0.8-0.9) where 27 6 arcuate defects, and 3 altitudinal VFDs) while those
eyes were included. detected by ASP include (10 paracentral scotoma, 9

nasal step defects, 6 arcuate defects and 3 altitudinal
Goldmann perimetry (Table 1) detected GVFD in defects).
34 of 69 eyes (49.2%) among which {7 with nasal
scotoma (10.1%), 16 with arcuate VFD (23.1%), and For eyes with (0.8-0.9) C/D ratio (27 eyes), both GP
11 with altitudinal VFD (15.9%)}, while the automated and ASP picked up GVFDs in 21 of 27 eyes (77.7%),
static perimetry (Table 2) showed GVFDs in 31 of and additional 6 eyes (22.22%) with GVFDs were
these eyes (the remaining 3 eyes (4.3%) had GVFDsletected by ASP only, making the total number of eyes

Arcuate N
Number of | Paracentral Altitudinal GVFDs
Cliaui eyes scotoma el stz diilgct defect (No. %)
A(C/D 0.5-0.6) 13 0 0 0 0 0 (0%)
B (C/D=0.7) 29 0 4 6 3 13 (44.8%)
C (C/D 0.8-0.9) 27 0 3 10 8 21 (77.7%)
Total 69 0 7 (10.1%) | 16 (23.1%) | 11 (15.9%) 34 (49.2%)
Table 1. Glaucomatous visual field defects detected by Goldmann perimeter.
Arcuate P
Number of | Paracentral Altitudinal GVFDs
a2 eyes scotoma el et dg?é((lzts defects (No. %)
A (C/D 0.5-0.6) 13 7 3 1 0 11 (84.6%)
B (C/D=0.7) 29 10 9 6 3 28 (96.55%)
C (C/D 0.8-0.9) 27 2 8 9 8 27 (100%)
Total 69 19 (27.53%) 20 (28.98%) | 16 (23.1%) | 11(15.9%) 66 (95.65%)

Table 2. Glaucomatous visual field defects detected by Topcon computerized perimeter.
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with GVFDs on ASP is 27 eyes (100%) of this group. it fails to detect the early diffuse depression of retinal
VFDs that picked up by GP include {3 nasal step, 10sensitivity and it is less efficient than ASP in detecting
arcuate defects and 8 altitudinal defects}, whereas thosearly scotoma, as well as it cannot measure the depth of
detected by ASP include (2 paracentral scotoma, 8 nasacotoma?%12

step, 9 arcuate scotoma, and 8 altitudinal VFD), (Figure

1, 2). In this study, the automated static perimeter (Topcon
SBP-1000 computerized perimeter) picked up visual

DISCUSSION field defects in a larger number of eyes (95.65%) than
the Goldmann perimeter 49.2%. Statitically this result is

Visual field assessment is mandatory for the diagnosis significant where the sensitivity of the ASP test is 95.6%

and management of POAG. Although the kinetic when compared to the sensitivity of the GP test which is
perimeter gives a rapid comprehensive coverage of théd9.2% only, these figures are supported by the results ofa
entire VF and produces a recognizable isopter patterngrevious study held in the united states which stated that

100
90 1
80 1
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60
50 1
401
301
20
10+

|

ASP

GVFDS

% of eyeswith GVFDS

Para central Nasal step Arcuate scotoma altitudinal scotoma Total
scotoma

Figure 1. GVFDs detected by GP versus ASP.
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Figure 2. GVFDs detected by GP versus ASP among three groups.
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in 21% of the eyes with glaucoma or ocular hypertensioron the examination procedures, the results of the study
defects were found with the Humphrey perimeter wereshowed that the ASP is superior in defining the depth
not present with the Goldmann periméter. of scotoma and progression in depth of VFD. Also the
ASP is superior in detection of generalized depression
The difference was the greatest in eyes with earlyof retinal sensitivity (which forms the earliest VFD that
cupping which were decreased progressively withjs often missed by GP) as well as detection of smaller
increasing cup/disc ratio, and visual field defects were and shallower VFDs than manual kinetic perimeter.
more extensive on automated perimeter comparefhese observations are supported by the stated facts
to Goldmann perimeter. These results are consisterthat ASP is more sensitive and superior to kinetic
with the results of similar study held in the United perimetry*672527and also supported by the results of a
States where it was found that defects were slightlystydy done in the united states which decided that the
more extensive using the Humphrey (automated) thapyymphrey (automated) Field Analyzer is capable of
Goldmann perimetef. reliably detecting and quantitating visual field defect.?®

The paracentral area visual field defects detected by
the automated static perimeter (27.5%) of eyes failed

to be picked up by the Goldmann perimeter in all eyes The present study concludes that automated static
and also nasal step C!efeCt is another area of d|50repa_nﬁ¥rimeter is more efficient in detection of glaucomatous
between the two perimeters, where ASP detect VFD inyigyal field defect than the manual kinetic perimeter, and

the nasal area in (28.9%) of eyes while GP detects thgyen it is superior to it in detecting early glaucomatous
defect only in (10.1%) of eyes which means ASP detect;ig,al field defects.

VFED in the nasal area about 3 times more than the GP.
This means that ASP detects VFD earlier than GP. These The study recommends Iraqgi health authorities to
findings are supported by the results of a study done in encourage the use of automated perimeters for early
Baltimore area which states that patients with field loss detection of glaucoma and also recommends other
on manual perimetry were more likely to have had anresearchers to evaluate the role of automated perimeter
abnormal automated field one year before; and 22% of in the follow up of patients with glaucoma.

subjects in whom definitive field loss did not develop in
manual perimetry had abnormal automated féflds.

CONCLUSIONS & RECOMMENDATIONS
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VENTRICULAR SEPTAL DEFECT AND IT'S EFFECTS ON GROWTH
PATTERN IN CHILDREN BELOW FIVE YEARS
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ABSTRACT

Objective: To study the morphological classification
of ventricular septal defect (VD) and its effects on
weight, height and occipitofrontal circumference of
children below five years.

Methods: A4 case control study of fifty patients with
isolated ventricular septal defect (VSD) from Babylon

maternity and children teaching hospital (outpatient
and inpatient), was done in regard to morphological
classification of ventricular septal defect and its effect
on growth parameters, for the period from January to
July, 2008. Another 50 healthy children of the same
ages attending primary health center were chosen as a
control group.

Results: The patients were ranging between 1 day
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to 5 years, most of them (60%) were below 1 year of
age with male to female ratio of 1.6:1. About (76%)
were presented in the first 6 months of life. The most
common type of VSD was perimembranous type (72%),
about half (52%) of VSD was small size. Weight and

and increase oxygen consumptiérVSD is a part of

a larger chromosomal embryopathy syndromes, and
the pulmonary -systemic flow ratio is strongly related

to weight, while pulmonary- systemic pressure ratio
affect both height and weigkt.

occipitofrontal circumference (OFC) were sensitive
parameters for studying the effect of VSD on growth
and it was greatly affected by the size of VSD with no
significant effect of the gender on growth of the patients
with VSD.

Conclusions:. Weight and OFC were affected
significantly by the presence of VSD, with no effect for
gender. Growth is affected by moderate and large sized
V3D, so it should be managed early and carefully.

The aims of this work is to study the morphological
classification of VSD and its effects on weight, height
and occipitofrontal circumference of children below
five years.

METHODS

A case control study of fifty patients (31 males, and
19 females) ranging between 1 day to 5 years old with
isolated VSD was done for the period from January to
July 2008 in Babylon maternity and children teaching
hospital (in patient and out patient). The diagnosis of

Ventricular septal defect (VSD) is the most common Our patients was depending on clinical picture and
cardiac malformation account for 25-30% of congenital confirmed by Echocardiographic examination. The
heart disease (CHD). Defects may occur in anyEchocardiographic examination (two—-dimensional and
portion of the ventricular septum, but mostly in the colour doppler) was done by 4 and 8 MHz sector probe
membranous part of the septdnfhe incidence of while the patient on supine or left decubitus position.
VSD in all live births is approximately 1.5 to 3.5 per Defect size was often given in terms of the size of the
1000 term infanfs and 4.5 to 7 per 1000 premature aortic root, where lesions that approximate the size
infants* VSD is slightly more common in femalés. of the aorta are considered large; lesions one-third to
There are a number of chromosome abnormalities thatwo-thirds the diameter of the aorta are considered
are associated with VSD although they account formoderate; and lesions less than one-third the aortic
less than 5% of the total. They especially include theroot diameter are considered snfalh those patients
trisomies, Edwards syndrone, Patats syndrone and ~ the growth parameters (weight, lenght/height and head
Down's syndrone’ VSD classified anatomically by circumference) were measured, the weight seca scales
Soto et d into: perimembranous, muscular, inlet, and (maximum weight scale 16 kg) was used for young
outlet VSD. Defect size is expressed in terms of the sizdatients and AVERY scale was used for older patients.
of the aortic root. Lesions that approximate the size oflnfants were weighed in naked state. Older children
the aorta are considered large; lesions one-third to twowere weighed in light underclothes and without shoes.
thirds the diameter of the aorta are considered moderatd;he height is measured by standing the pateint on the
and lesions less than one-third the aortic root diametefoot plate of the stadiometer, with heels together and
are considered smdllThe establishment of correct head in the Frankfort plan (i.e. with the lower border
and complete diagnosis of VSD often requires: history,0f the orbit in the same horizontal plan as the external
physical examination, electrocardiogram (ECG), chestauditory meatus). The top of the stadiometer being
X-ray (CXR), echocardiography (Echo) with doppler Counter—balanced, rested lightly on the patient’s head.

study, catheterization and angiocardiografshy. he patient then stretched upward fully, aided by relaxing
the shoulders and by applying gentle pressure on the

Growth pattern was affected by VSD, due to: chronic mastoid processes. Supine length was measured with
inadequate caloric intakéLarge VSD can lead to heart the child lying on his back, with the child’s head in the
failure which will increase the tissue hypoxia and the Frankfort plane and applied gentle lengthwise pressure
possibility of chest infection$, hypermetabolic state to bring the top of his head in to contact with the fixed

INTRODUCTION
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headboard with the child’'s feet toes pointing directly patients (76%) were presented in the first 6 months of
upwards, and, also pulling gently to stretch the child,age. Regarding morphological classification of VSD,
brought the moveable foot-board to rest firmly against the most common type was perimembranous (72%)
the child’s heels. The head circumference (OFC) wadollowed by muscular, inlet and outlet types 20%, 6%
measured by non stretchable tape measure by threend 2% respectively. About half of patients (52%) had
readings then take mean of them. The measurementmall size, followed by moderate and large defects,
were expressed as centiles when plotted on weight foB0%, and 18% respectively. There was no significant
age, height for age, using Tanner white house growthdifference between the patients with VSD and control
chart®and OFC for age using Nellhaus charEifty group regarding their age, (Table 2). Twenty-three
healthy children of the same age group attendingpatients (46%) with VSD were below &entile for their
primary health care center for vaccination were choserweight, while it was only 5 (10%) for age matched control
as a control group where they examined for weight,group, with significant difference (p-value <0.05). There
height/length and OFC and the measurements wersvas no significant difference (p-value>0.05) between
expressed also on the same growth charts. The followingatients and age matched control group regarding
statistical methods were used: descriptive statisticsheight/length/age centile. 23% of patients with VSD
(mean, standard deviation. (SD), Graphics), and Chi-had an OFC below"5centile, while it was 10% for

square test. p-value < 0.05 was regarded as significant age matched control group with significant difference
difference, and p-value of 0.01 was regarded as highlyp-value <0.05) as shown in (Table 2). There was a
significant difference. significant difference regarding the relation between
VSD size and all growth parameters including, weight\
RESULTS age centile, height/length/age centile and OFC\age

centile (p-value<0.05), where patients with large VSD
Table 1 shows the significant difference regarding who were below % centile constitute 89%, 42%, and
the gender, age of first presentation, morphological 34% respectively as shown in (Table 3). There was no
classifications and size of VSD, where the male: female significant difference (p-value>0.05) between males and
ratio of 1.6: 1 with significant difference. Thirty-eight females regarding Weight, Height and OFC\age centile

Variables % of patients p-value
Male 62
Gender Female 38 <005
<0.5 years 76
<0.5-1 years 8
. <1-2 years 6
Age of first presentation <2-3 years 4 <0.05
<3-4 years 4
<4-5 years 2
Perimembranous 72
Morphological Muscular 20 <005
types of VSD Inlet 6
Outlet 2
Small 52
Size of VSD Moderate 30 <0.05
Large 18

Table 1. Distribution of patients according to gender, age of first presentation, types and size of VSD.
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Variables % of patients with VSD % of control group p-value
< 0.5 years 40 32
< 0.5-1 years 20 30
< 1-2 years 14 16
Age < 2-3 years 10 12 <0.05
< 3-4 years 8 4
< 4-5 years 8 6
< 5" centile 46 10 <0.05
5h-10" centile 16 20 <0.05
Weight/age centile 10"-25" centile 12 32 <0.05
25"-50" centile 12 20 <0.05
50"-75" centile 14 18 <0.05
< 5" centile 19 12 <0.05
. 5"-10" centile 17 12 <0.05
Length-height/age = 51 2n centile 25 18 <0.05
centile .
25"-50" centile 25 28 <0.05
50"-75" centile 14 30 <0.05
< 5" centile 23 10 <0.05
5h-10" centile 17 10 <0.05
OFCl/age centile 10"-25" centile 39 30 <0.05
25"-50" centile 15 36 <0.05
50"-75" centile 6 14 <0.05

Table 2.Comparison between patients with VSD and age matched control groups.

Centile % of small VSD % of moderate VSD| % of severe VSD p-value

< gn 15 66 89 <0.05

5h-10m 28 20 0 <0.05

Weight/age 10h-250 19 0 0 <0.05
25-50n 15 7 11 <0.05

50h-75" 23 7 0 <0.05

< gh 11 20 45 <0.05

Length- 5h-10n 8 20 22 <0.05
height/age 10m-25h 15 20 11 <0.05
25h-50" 27 6 22 <0.05

50h-75" 39 34 0 <0.05

< g5n 15 27 34 <0.05

5h-10n 12 34 33 <0.05

OFClage 10m-250 11 13 11 <0.05
250-50" 39 14 22 <0.05

50n-75n 23 12 0 <0.05

Table 3. Distribution of patients according to VSD size and their weight,

length-height, and OFC/age centile.
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Age Gender | VSD size VSD types Pulmonary blood pressure
2 month Female | Moderate | Perimembranous Normal
3 month Male Large Perimembranous Moderate
6 month Male Small Perimembranous Normal
4 year Male Moderate | Perimembranous Severe
4.3 year Male Large Perimembranous Mild

Table 4. Distribution of five patients with VSD who were below 5th centile for both weight
and height/length centile according to age, gender, VSD size and type and pulmonary blood pressure.

Age Gender | VSD size VSD types Pulmonary blood pressure
3 month Female | Moderate | Perimembranous Mild
4 month Male Large Perimembranous Moderate
6 month Male Small Perimembranous Moderate
4 year Male Moderate | Perimembranous Severe
4.3 year Male Large Perimembranous Severe

Table 5. Distribution of five patients with VSD who were below 5" centile for weight, height/length
and OFC centile according to age, gender, VSD size and type and pulmonary blood pressure.
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Figure 1. Relation between gender and weight/age centile in patients with VSD.
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Figure 2. Relation between gender and height/age centile in patients with VSD.
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Figure 3. Relation between gender and OFC/age centile in patients with VSD.

for age, (Figures 1, 2, 3). Out of 50 patients with VSD, as a thesis submitted to the Iragi Board for Medical
only 5 (10%) patients had both weight and height belowSpecializations in partial fulfillment of the requirement
5" centile and another five (10%) patients with VSD for the degree of fellowship in pediatrics 200%Bnd
had weight, height and OFC centile beloicBntile as  46% of children with VSD studied were below the

in (Tables 4 and 5). 5centile for weight, (22%) were below &entile for
OFC, and (18%) were belov'&entile for height, and
DISCUSSION this agrees with Rasheed study finding (40%, 24%

and 28%) respectively, and Aziz study who found that

In this study, 76% of patients with isolated VSD (46.8%) of patients were below thé&ntile for weight
were presented in the! nonths of age, since feeding and (25.5%) were below thé' Gentile for height, and
is the most strenuous activity in the early months, thethis is may be due to poor follow up, poor medical
infant progressively tires with feeding. This symptom management, and no surgical interferences (palliative
began during the first month of life, so most of patients and corrective) in the current Iraqi situation. There was
were seen in the first 6 months of life'® and this figure significant difference between patients with VSD and
was more tharmiziz ST, and Rasheed AR studies, control group regarding weight and OFC/age centile.
which were done in Baghdad/lraq as theses submitted’his indicates that these are sensitive indicators for
to the Iraqi Board for Medical Specializations in growth especially in patients below 6 months of age and
partial fulfillment of the requirement for the degree of it indicates that VSD and its sequelae had an obvious
fellowship in pediatrics 1995 and 2005 respectively, effect on this growth parameter for these children. There
and another study done in CeylSnwhich could be  was no significant difference between patients and age
explained by good parental care. There was significant matched control group regarding length-height/age
difference regarding gender, with male preponderancesentile and this may be related to that illness is too early
whish is similar to Aziz study, and differs from other to affect the height, these findings are similar to Rasheed
studies that showed female preponderance or similastudy. This study reveals that the weight, length-height
sex distribution with no significant difference, as in the and OFC were significantly affected (p-value<0.05) by
study which was done in CeylSrand Rasheed study. the large and moderate sized VSD, and this could be
In the current study, perimembranous VSD was mostexplained on the basis that moderate and large VSD can
common type (72%) and the least common type wadead to heart failure, which will increase tissue hypoxia
outlet type that agrees withair HK study, that was and the possibility of chest infectioHsThere were no
done in Ibn-Albitar Teaching Hospital, Baghdad/Iraq significant difference (p-value >0.05) from the gender
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point of view in regard to growth retardation, and this
agrees with Aziz and Rasheed studies. Both weight and
length\height below %S centile were seen in 5 patients 6.
(10%) as seen in Table 4, and another 5 patients (10%)
had weight, OFC and length\height beloWcentile as 7.
shawn in Table 5, (i.e. 10% of VSD patients were at risk
of eurodevelopmental delay and intellectual retardation
because the maximum brain growth and increase in head
circumference is during the early years of {fé/ost

of those patients developed pulmonary hypertension.
(80%), which indicate that it plays an important role
because increase pulmonary arterial pressure lead t®
increase pulmonary vascular resistance and so increase
pulmonary vascular disease which causing increase risk
of heart failure and recurrent chest infections. 9.

CONCLUSIONS

Most of patients with VSD in the current study were
presented in the first 6 months of life. VSD were more
commonnmalesthanfemaleswithsignificantdifference.

Most common type of VSD was perimembranous type.11.

Weight and OFC were affected significantly by the

presence of VSD. Growth is affected by moderate andi2.

large sized VSD, so it should be managed early and
carefully. Gender had no significant effect on growth of
patients with VSD.
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EVALUATION OF RISK FACTORS FOR PROSTATE INVOLVEMENT
IN PATIENTS UNDERGOING RADICALCYSTOPROSTATECTOMY
FORADVANCED BLADDER CANCER

daagial) 450l e‘)&l’ Gl gyl Lla) 3)shad Jalge anh
Abdo Khir ChamssuddingD

Ol paaals js gaue s
ABSTRACT

Objective: To ascertain which variables of bladder cancer might be useful in predicting prostate involvement in
radical cystectomy (RC) specimens. This approach can help in identifying bladder cancer variablesthat could guide
urologists in the selection of patients who may be candidates for prostate-sparing cystectomy.

Methods: We retrospectively reviewed the results of 174 patients treated by radical cystectomy for advanced
bladder cancer. We documented the variables of these tumors and their pathological results in regard to infiltration
to the prostate and prostatic urethra.

Results: The cancer was present in the prostatic urethra in 18 patients (10.3%) and in the prostate stroma in
45 patients (25.9%), altogether 63 patients (36.2%). Infiltration was found in 45 patients out of 75 with history of
recurrence (57.8%), while in primary tumors only 18.1% (18 out of 99 patients) were infiltrated. The infiltration rate
was 66.6% in multifocal tumors located in bladder neck and trigone (16 out of 24 patients). Infiltration was again
very prominent in carcinoma in-situ (77.7%) and in high grade cancer (55.5%).

Conclusions: Our study can helpinidentifying bladder cancer variablesthat could guide urologistsin the selection
of most appropriate surgical procedure, especially in regard to prostate-sparing cystectomy. This study has proven
that advanced bladder cancer shows high rate of infiltration to the prostate.
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RISK STRATIFICATION FOR CARDIAC EVENTRFTER ACUTE CORONARY
SYNDROME USING TIMI RISK SCORE

TIMI RISK SCORE plasinly salal) 4,LISY) 4aDall 8 dnldl) Eaalgal) 3)dad ands
Waseem Zakarja/D,; Mahmoud MalhisMD, PhD
oseonlo 39050 .3 Ly S5 @sug -5
ABSTRACT

Objective: To determine early risk stratification using TIMI Risk Score in patients with acute coronary syndrome
(ACS) admitted to hospital in Syrian cohort.

Methods: This was a prospective cohort study of 1134 patients with non-ST elevation acute coronary syndrome
from 1 January 2008 until 1 July 2011. Data included demographic, medical and cardiac history, and components
of the TIMI risk score. The main outcome was all causes of mortality, acute myocardial infarction, or urgent
revascularization within 14 days as stratified by TIMI risk score.

Results: There were 1000 eligible patients; 14-days follow-up was completed on 700 patients (70%,). Patients had
mean age of 57.71+11.13 years and 58.6% of whom were men, 33.7% had non ST elevation myocardial infarction
NSTEMI vs 66.3% had unstable angina UA. The incidence of each TIMI risk factor was age greater than 65 years
(30%), 3 or more risk factors (44.9%), known coronary stenosis >50% (40.3%), ST-segment deviation (41.7%), 2
or more anginal events in the previous 24 hours (78.9%), elevated cardiac markers (19.1%), and aspirin use in the
previous 7 days (61.1%). The incidence of death, acute myocardial infarction, and urgent revascularization at 14-day
according to TIMI score is as follows: 2.4% for a score of 0/1, 4.5% for a score of 2, 17.2% for a score of 3, 24.5%
for a score of 4, 31.3% for a score of 5, and 52.6% for a score of 6 or 7. This relationship was highly significant
(p<0.0001).

Conclusions: The TIMI Risk Score is simple successful tool in early risk stratification for major adverse cardiac
events.
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SOLITARY OSTEOCHONDROMAOF INFERIOR PUBIC BONE
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ABSTRACT as multiple lesions in the context of hereditary multiple
osteochondromas (HMOs), a disorder that is inherited
Osteochondroma, also known as exostosis, is the in an autosomal dominant manner.
most common benign bone tumor. Most of the cases
occur around the knee. Osteochondroma of the pelvisis Osteochondromas occur most often around the

a rare condition. e report a case of osteochondroma knee and picked incidentally, most lesions appear in
originating from inferior pubic ramus, and discuss the children and adolescents as painless, slow-growing
main clinical, radiological and pathological features masses. However, depending on the location of the

that were observed in this patient. He has been treated osteochondroma, significant symptoms may occur as a
with en bloc exscion. result of complications such as fracture, bone deformity,
mechanical joint problems and vascular or neurologic
INTRODUCTION compromisé:234

Osteochondroma is the most common benign John BB mentioned in his study that male’s
bone tumor. It constitutes 20-50% of all benign bonepredominated 1.5:1.0; location was recorded as 72% in
tumors and 10-15% of all bone tumors. This tumor the lower limbs, 18% in the upper and only 10% in the
takes the form of a cartilage-capped bony outgrowthaxial skeleton.
on the surface of the bone. The vast majority (85%)
of osteochondromas present as solitary nonhereditary Osteochondromas are developmental lesions rather
lesions. Approximately 15% of osteochondromas occurthan true neoplasms and are often referred to as an

*Hisham Abd-Alkareem Al-kattan, MD, Consultatnt Surgeon and Associated Proffesor in Trauma and Orthopedic Surgery, Department of Surgery, Mosul
Teaching Hospitals and Mosul Medical College, Mosul, Iraq. E-mail: hishamalkattan@yahoo.com.
*Laith K Omar Al-Ashou, MD, Orthopedic Surgeon, Department of Orthopedic surgery, Mousl| Teaching Hospital, Irag.
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osteocartilaginous exostosis (or simply exostosis).
These lesions result from the separation of a fragment of
epiphyseal growth plate cartilage, which subsequently
herniated through the periosteal bone cuff that normally
surrounds the growth plate. The mechanism for this
separation is not entirely clear, although it likely results
from the *“cutback” remodeling during growth of
the long bone. The stalk of the osseous protuberance
must be in direct continuity with the underlying
cortex and medullary canal to be considered a true
osteochondroma.

Figure 1. Globular swelling in the right inguinal
region deviating the genital organ away from
the midline. The skin easily lifted away.

At microscopic examination, the cartilage cap appears
to merge with the underlying bone and is covered
with a thin layer of fibrous capsule that functions as a
perichondrium. The cartilage cap resembles a growth _ _
plate with columns or clusters of chondrocytes evenly ‘h
distributed and maturing in an enchondral process. After
adolescence and skeletal maturity, osteochondroma
usually exhibit no further growth.

CASE PRESENTATION

Twelve-year old male, student by occupation,
presented with chief complaints of a swelling in the right
inguinal and adductor regions for the last three years,
increasing in size in the last six months, (Figure 1 and  Figure 2. Swellingccupyingthe right adductor
2). It was not interfere with his daily activities. This was region clearly visible with an evidence
a solitary, painless swelling which was initially the size of wasting muscle of the adductor groups.
of an almond and had slowly increased to its present
size. Patient did not complain of swelling in any other
part of the body. There was no history of fever, loss of
appetite or loss of weight. The past medical history was
insignificant; the family, occupational, recreational and
drug histories were insignificant.

Regional lymph nodes were not enlarged. Femoral
pulsation deviated laterally. Examination of the
ipsilateral and contralateral lower limb was normal.
The general physical and systemic examination was
within normal limits. Anteroposterior radiographs of
pelvis revealed sessile bony outgrowth from the right

inferior pubic ramus (6.5X5.5 c¢m) totally involved. Figure 3. X-ray of the pelvis showed clearly evidence
Bone withoutany evidence of focal radiolucencies of globular osteoblastic lesion (6.5X5.5 cm)
or cortical destruction, (Figure 3,4). involving the right inferior pubic ramus.
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Figure 4. CT scan revealed the extension
of the calcification anteriorly to the right
of the inferior pubic bone sessile in character.

Figure 5.Sagittalsection of the whole pelvis
revealed the extension of the tumor
from the inferior pubic ramus right side.

Figure 6. 3D CT view of the pelvis with an extension Figure 7. Right adductor incision with clear
of the tumor on the inferior pubic ramus right side. big space after excision of the tumor.

The haematological and serum biochemical tests The resected specimen demonstrated a cartilaginous
were within normal limits. cap overlying the bony swelling (Figure 8).
Histopathological examination confirmed the swelling
to be an osteochondroma. (Sections showed normal
lamellar bone trabeculae covered by nodule of hyaline
cartilage, a picture of osteochondroma), there is no
malignancy.

A provisional diagnosis of osteochondroma was
made on the basis of clinical and radiological findings.
Patient was advised CT of pelvis, revealing rounded
mass involving the inferior pubic ramus (58.1, 58.3
mm), (Figure 4, 5, 6). The condition, its prognosis and
treatment were discussed at length with the relatives of
the patient and decision to perform en bloc resection of The patient was satisfied with the cosmetic effect of
the tumor was taken, (Figure 7). the surgery.
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Mark D et al mentioned that the long bones of the
lower extremity are most frequently affected (50% of
cases) and are more commonly involved than those of
the upper extremity by a ratio of 2 to 1. Other more
unusual locations of osteochondroma include small
bones of the hands and feet (10% of cases), scapula
(4%), pelvis (5%), and spine (2%).

Vascular complications associated with osteo-
chondroma include vessel displacement, stenosis,
occlusion,and pseudoaneurysmformation. Displacement
of adjacent vessels by these lesions is common,
particularly when they are large, but it is typically

Figure 8. Oval lesion 7X10 cm after asymptomatic. Osteochondromas lying adjacent to an
en bloc excision weight about 300 g. artery can chronically abrade and ultimately lacerate
the arterial surface with normal movement or repetitive
trauma.
DISCUSSION

Bursa formation between osteochondroma and
Osteochondromas, also known as exostosesgyrrounding soft tissue described as “exostosis bursata”.
these are not true bone tumours since they represefthjs complication occurred in 1.5% in a large review, it is
developmental lesions of the bone. Solitary andmostfrequentlyrelatedtosites withmotionwhere friction
multiple osteochondroma are more common in malejevelops. Clinically, bursa formation may manifest as
than females, with a male to female ratio of about 1.5:1 5 enlarging mass, overlying an osteochondroma. This
Most patients present within the second decade or earligyyrsa can become quite large, and at times they grow
20 years of age or younger. relatively rapidly, simulating malignant transformation,
particularly if the bursa is painful in a young adult after
The clinical manifestations vary widely. The tumors 3 |ong period of quiescenée.
may present as painful sites or as palpable masses that
may or may not be painful. In our patient, the swelling  Cytogenetic analysis has revealed that inactivation of
increased in size, this bring the attention of the relativey i copies of EXT 1 tumor suppressor gene is required
of the patient:>"® for their development. Its growth usually parallels that
of the growth plate and ceases with skeletal maturity.
Sharma S et al added that most children andSome osteochondromas may also arise as a result of
adolescents with a bone neoplasm present with noniatrogenic injury to the growth plate in the form of prior
specific symptoms of pain, swelling and limitation of surgery or irradiation. They have also been reported to
movement. Pain associated with bone tumours is oftenlevelop after hematopoietic stem cell transplantdtion.
continuous and dull; it is usually severe at rest and
characteristically worse at night. Radiological imaging of bone tumours is essential
for accurate diagnosis. Plain radiographs provide
Osteochondromas manifest as sessile or pedunculatddformation about the anatomical site of the lesion
bony excrescences with periosteum and cortex that arwithin bone, the nature of the host bone in which the
continuous with those of the host bone. They occur intumour has arisen, the presence of any mineralized
two different patterns; namely, solitary lesions with matrix, which may represent areas of calcification or
no genetic component or as multiple lesions known asssification within the tumour, the nature of the interface
hereditary multiple exostosés. between the tumour and the surrounding host bone, as
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well as the reaction of the host bone to the presence agarcoma can be seen in about 1% of cases with solitary
the tumouf. osteochondromas and 5% of cases with multiple
hereditary exostoses. Sudden and rapid enlargement,
Mark DM et al added that the radiographic appearanceontinued growth after skeletal maturity and
of variants of osteochondroma include subungualdevelopment of pain in an otherwise painless swelling
exostosis, dysplasia epiphysealis hemimelica, tractiorare important clinical signs indicative of malignant
exostosis, bizarre parosteal osteochondromatousransformatior?:*’
proliferation, and florid reactive periostitis.
Most of the osteochondromas can be managed by
In our patient, the radiological features clearly observation alone. The aim of surgical treatment should
determined the type of the lesion with clear calcification be to remove as much of the tumor as possible without
within. causing functional deficit.

CT scan serves as a very good modality for Surgical treatment in the form of en bloc resection
demonstrating the cortical and medullary continuity, is usually indicated for pain, cosmetic reasons,
measurement of thickness of the cartilaginous cap andieurovascular compromise, abnormal growth, skeletal
to evaluate signs of malignancy; moreover, it is used tadeformity, decreased motion of the adjacent joint or
guide percutaneous needle biopsies of musculoskeletah cases with evidence of malignant transformation.
lesions for histological diagnosis. Recently, it has beenRecurrences after complete surgical resection are rare
reported the diagnostic success in primary malignantand are probably caused by failure to remove the entire
musculoskeletal tumours was 92%. cartilaginous cap#6®

CT of the patient revealed the extent of the lesion CONCLUSIONS
with its relation to the inferior pubic ramus and helped
for the decision of surgery. Osteochondroma of the pelvis is a rare condition. The
clinical manifestations vary widely. The tumors may
MRI is now routinely employed in the investigation present as painful sites or as palpable masses that may
of bone tumours. The multiplanar imaging capabilities or may not be painful. Surgical treatment in the form of
of MRI accurately define the origin, extent and margins en bloc resection is sually indicated for pain.
of a bone lesion. We did not perform MRI in our patient
as we got good information by C¥? REFERENCES
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SELF MUTILATION BY SUBCUTANEOUS INJECTION
OF KEROSENE INAN IRAQI GIRL
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ABSTRACT person with the knowledge that it is potentially harmful
but not fatal which is considered a medical emergency

This paper reports a rare condition of self mutilation requiring immediate attentionlt covers a wide range
by an Iragi girl injecting kerosene subcutaneously after of behaviors including burning, stabbing, aggressive
an emotional reaction to personal distress, admitted to scratching, wound excoriation, and self poisoning by
the surgical department in the Medical City Teaching ingestion of toxic substance or objects. A self-harming
Hospital, Baghdad for urgent surgical treatment. behavior may be potentially life-threatening. There is
Careful history and mental state assessment revealed a also an increased risk of suicide in individuals who self-
pre morbid stable personality with no past or current harm, however the boundaries between suicidal attempts
mental disorder other than recent depressive symptoms (para suicide) and DSH are not always cteaBH is
with no suicidal intention. Psychiatric management is associated with many psychiatric disorders above all is
mandatory in such serious presentation of deliberate the borderline personality disorder, some other types of

self harm. personality disorders, substance abuse, eating disorders,
depression and schizophrenia, or can be a used as a
INTRODUCTION coping mechanism which provides temporary relief of

intense feelings resulted by emotional stress and a sense
Deliberate self-harm (DSH) or self-injury (SI) is the of failure or self-loathing.Self harm is most common in
deliberate and direct destruction of body tissue withoutadolescence and young adulthood, with approximately
conscious suicidal intent but resulting in injury severesimilar gender rate in general. The commonest
enough for tissue damage to occur, carried out by gresentation is skin cutting and drug overdbse.

*Maha Sulaiman Younis, C.A.B.P, F.I.C.P, Associate Professor in Psychiatry, College of Medicine, Baghdad University, E-mail: Maha.younis@gmail.com.
*Azzam Qanbar Agha, F.R.C.S, Professor in Surgery, College of Medicine, Baghdad University, E-mail: Azam1951@yahoo.com.
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Psychiatric evaluation should be done for the ml disposable syringe filled with household kerosene
attempters in order to assess the seriousness of thdimjecting it into her left arm just below the cubital fossa.
suicidal tendencies and other associated factord'his was in response to her total failure in her first term
primarily antisocial personality. In general, studies examination four days before consultation. She was
that assess suicidal behavior are rare in the Arab worldaught about this method by a friend in the college.
given the fact that suicide is considered a disgracefuldrgent surgical debridement of the all necrotic and
act prohibited by religion, condemned by society, andavascular tissues was done under anesthesia and sent
intrigued by legal consequences. for histopathological study. Minor injury to the flexor

muscles of the forearm occured, but did not affect full

Many studies revealed that accidental or intentionalmovement. Vital signs and blood tests (blood count,
hydrocarbon poisoning from kerosene intoxication blood urea and electrolytes) were normal. Three days
usually occurs by oral ingestion or inhalation in children after surgical treatment she was referred to psychiatric
and adults reported since early fifties. The toxicity assessment. The patient and her mother gave their
of hydrocarbons is directly related to their physical oral consent to proceed into a documented psychiatric
properties and can be brought by in different syndromesinterview by the author personally. Detailed history from
depending on which organ system is predominatelythe patient and her companion mother was obtained
involved$ together with semi-structured interview in accordance

with DSM-IV was applied. The patient had no previous

Few studies reported intoxication by intravenous medical or psychiatric problems; with no family history
injection of gasoline as a method of suicide causingof mental illness, the patient and her mother denied
hemorrhagic and chemical pneumonitis and otheremotional, physical or sexual abuse during childhood.
complicationsinvolving cardiovascular and neurological She had normal developmental milestones with no
systems:® scholastic delays. She was a pleasant contented girl

with socially accepted manners, she gave no history of

Self mutilation by subcutaneous injection of keroseneimpulsive behavior or antisocial personality characters
is very rare with only few specific cases reported in the during her adolescence. The patient denied any previous
literature so far. When injected under the skin, keroseneself injurious behavior or suicidal attempt before;
causes an intense local inflammatory reaction with also there was no record of drug or substance misuse.
necrosis of the skin, fatty tissue and possibly underlyingBoth parents were college graduates and government
muscles which requires immediate surgical treatthent. employees living in comfortable accommodation with

a reasonable financial status. On assessing her mental

CASE PRESENTATION state, miss RS was fully conscious and alert with the

injured arm wrapped up to the wrist and an intravenous

Miss R.S, a 19 year old Iragi muslim single woman, fluid containing anti-biotic running in the healthy arm,

a student in Baghdad university, lives in Baghdad withbut looked pale and tired, marinating eye to eye contact,
her parents and younger two brothers, was brought t@peech was slow, coherent and goal directed, there were
the emergency department of the Medical City Teachingno thought or perceptual disorders, her affect were sad
Hospital on 22 March 2010 three days after an outpatienand congruent with her gloomy mood, she attributed her
treatment by a private local doctor where she receivedecent depressed mood to her academic failure, again
cortisone ointment, anti-biotic and analgesic tabletsshe denied having suicidal thoughts or tendencies prior
for suspected erosive contact dermatitis on her lefto the act. Despite her knowledge that kerosene is a
arm without improvement. The lesion was expandingharmful substance, she expressed full ignorance of its
to involve the whole arm with generalized redness andseriously toxic nature justifying her act as an inevitable
swelling and inability to move it freely with intensifying self punishment which she deserves for the school
pain and tenderness for which she was referred fofailure. She described her act as an impulsive behavior
surgical consultation. The patient admitted using a 5and was not planned for. The patient denied feeling
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psychological relief by the injection and expressed regrehave a skin graft over the denuded area of her skin after

and concerns about future disfigurement or paralysis. healing. The mother was also instructed to keep a close
watch on her daughter after discharge. As the semi-
DISCUSSION structured psychiatric interview confirmed the diagnosis

of depression according to DSM-1V diagnostic criteria,
Deliberate self-harm or self-mutilation is a common the decision was made to prescribe anti-depressant
observation in young people by different presentationsmedications to treat her depressed mood and control
Males reported at a higher incidence than femaleduture impulsive behavior. Flouxitine which belongs to
regarding self injuries, while it is higher in females SSRIs, was chosen with starting dose of (20 mg) twice
in cases of suicidal attempts by overdose. It wasdaily because of her large body and to ensure maximum
documented that this problem is more common ineffect, she was advised to comply with this dose for
the developing world. The availability of poisons and four weeks until her next visit to our department of
paucity of medical services ensures a greater mortalitypsychiatry in the hospital. Flouxitine was preferred
than industrialized countrié$. Deliberate self-harm among other anti-depressants being available and less
is not an uncommon observation among Iragi youngcostly beside its known safety in overdose intoxication.
adults, many doctors encounter patients with wristA clinical psychologist was consulted to arrange
cutting, multiple skin lacerations, and small burns in cognitive behavioral psychotherapeutic sessions for her
jails and military services, but the available data areduring her future follow up. The patient failed to attend
scarce! at the psychiatric appointment and we lost contact with
her.
Kerosene is widely used in Irag for heating and
cooking purposes in almost all social communities, CONCLUSIONS
storing fuel derivatives has increased since the war in
2003, because of the persistent electric power failure To the best of our knowledge, this is the first report of
that requires various alternatives (i.e kerosene lampsdgeliberate self harm (DSH) by subcutaneous injection
heaters, and electricity generators). To the best of thef household kerosene in Irag, the importance of
authors knowledge, this is the first report of self-harm documenting this cases lies in its rarity across cultures
by subcutaneous injection of kerosene in Iraq and fewand serious health hazards. The patient was a non
previous similar cases reported in the Arab wé¥tél.  psychotic, non suicidal, educated young woman with
Reviewing demographic and clinical presentation ofstable pre morbid personality and descent healthy
this patient, emotional reaction and availability of the family background. She was referred for psychiatric
toxic agent, triggered by the suggestion made by hemanagement after urgent surgery. Increasing clinical
colleague encouraged her to induce this injury. observations of similar cases calls for elaborate future
studies and management plans.
The patient did not show the stereotyped presentation
of impulsive character associated with borderline REFERENCES
personality disorder, neither showed the typical suicidal
behavior regarding long standing mood disorder andl. Sudack HS. Suicide. In: Sadock BJ, Sadock VA, editors.
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noxious agent to cause more irreversible necrosis  Wlkins; 2005. p. 2442.
and suppuration, immediate and adequate surgical. APA practiceguidelinesfor the assessment and treatment
debridement was implemented and psychiatric  of suicidal behaviors. Am J Psychiatry 2003;160:3.
assessment was an integral part of her managéfnent. 3. Welch SS. A review of the literature on the epidemiology
of para suicidein the general population. Psychiatr Serv
The patient was instructed by the treating surgeon to  2001,52(3):368-75.
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Medical Case

Tophaceous Gout
25 R

A 74-year-old woman with chronic renal failure was admitted for diarrhea and functional impairment.
She was noted to have a tender, soft swelling of the medial and distal phalanx of the right index finger
(Panel A). She had no history of joint inflammation or any recent use of diuretics but reported consuming
a bottle of wine daily. Plain radiography showed substantial osteolysis of the distal phalanx and partial
osteolysis of the medial phalanx (Panel B). Needle aspiration yielded a white viscous liquid, with numerous
urate crystals identified on polarized light microscopy (Panel C). Abdominal computed tomography did not
identify any uric acid stones. Slightly elevated levels of serum uric acid (386 pmol per liter) were attributed to
chronic renal failure and untreated hypothyroidism. Bone destruction was attributed to tophaceous gout.
Treatment with allopurinol and colchicine was initiated, and the patient was referred to an orthopedist
who performed an arthrodesis of the remainder of the medial and distal phalanx. The patient was discharged
without further complications.
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N EnglJ Med 2012, 366:¢6. January 19, 2012. Images in Clinical Medicine
Translated by Samir Aldalati, MD
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Public Health

Lle daa

Impact of mammography detection on the cour se of breast cancer in women aged 40-49 years
L 49-40 G slad) dio 1ol Jo 8l oladd) ypatl) Aaailgy o) GUayu Cids il

Malmgren &, et al.
Radiology 2012 Mar;262(3):797-806.

Purpose: To analyze trends in detection method related to breast cancer stage at diagnosis, treatments, and outcon
over time among 40-49-year-old women.

Materials and Methods: This study was institutional review board approved, with a waiver of informed consent,
and HIPAA compliant. A longitudinal prospective cohort study was conducted of women aged 40-49 years who ha
primary breast cancer, during 1990-2008, and were identified and tracked by a dedicated registry database (n=1977).

Method of detection-patient detected (PtD), physician detected (PhysD), or mammography detected (MamD)-wa
chart abstracted. Disease-specific survival and relapse-free survival statistics were calculated by using the Kaplan-

Meier method for stage I-1V breast cancer.

Results: A significant increase in the percentage of MamD breast cancer over time (28%-58%) and a concurrent

decline in patient and physician detected (Pt/PhysD) breast cancer (73%-42%) (Pearson x(2)=72.72, P<0.001) we
observed over time from 1990 to 2008, with an overall increase in lower-stage disease detection and a decrease
higher-stage disease. MamD breast cancer patients were more likely to undergo lumpectomy (67% vs 48% of F
PhysD breast cancer patients) and less likely to undergo modified radical mastectomy (25% vs 47% of the Pt/PhysD

breast cancer patients) (P<0.001). Uncorrected for stage, 13% of MamD breast cancer patients underwent surgg
and chemotherapy versus 22% of Pt/PhysD breast cancer patients (P<0.001), and 31% of MamD breast can
patients underwent surgery, radiation therapy, and chemotherapy versus 59% of Pt/PhysD breast cancer patie
(Pearson x(2)=305.13, P<0.001). Analyzing invasive cancers only, 5-year relapse-free survival for MamD breas
cancer patients was 92% versus 88% for Pt/PhysD patients (log-rank test, 12.47; P<0.001).

Conclusion: Increased mammography-detected breast cancer over time coincided with lower-stage disease detecti
resulting in reduced treatment and lower rates of recurrence, adding factors to consider when evaluating the benefits

of mammography screening of women aged 40-49 yeatrs.
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Challenging cell phoneimpact on reproduction
Lali) casllagl o Aalal) cinjpgd) il jLadl

Merhi ZO.
J Assist Reprod Geh2012Feb 16.

Purpose: The radiofrequency electromagnetic radiation (RF-EMR) produced by cell phones can enhance the
excitability of the brain and has recently been classified as carcinogenic. The suggested use of hands-free kits

lowers the exposure to the brain, but it might theoretically increase exposure to the reproductive organs. This report
summarizes the potential effects of RF-EMR on reproductive potentials in both males and females.

Methods: A critical review of the literature pertaining to the impact of cell phone RF-EMR on reproduction in male
and female animals and humans was performed, with a focus on gonad metabolism, apoptosis of reproductive cells,
fertility status, and serum reproductive hormones.

Results: While some animal and human studies revealed alterations in reproductive physiology in both males and
females, others did not report any association. The in vitro and in vivo studies to date are highly diverse, very
inconsistent in conduct and, in many cases, report different primary outcomes.

Conclusion: The increasing use of cell phone warrants well-designed studies to ascertain the effect of their RF-EMR
on reproduction.

LS e Laal) Al 33e5 of Aplal) Canlsell 3 RF-EMR 481U sl eVl (e Aailill dpuglaling s 3¢S0 cile Lt Sy séuad) cian
£ loall (et (e JIB 38 (AL Cile Lo g lay) Gl e dms gmsy Cilsgl) alasiiad =18 ) LAl juse Jalse g35Ss hase Caiin 38 |l
Al s oSl lelasB Alanall 3l Gadh il 13 8 s Adulil) olaed1 (mpas 52l ) Lk ol adf ) o il
cV s SN e JS e Al sl e ASLOU) 235 e e e Aasll)

el e 8yabial) AL 2l Ve oo Aailill dnlalina g, SN cilelady) il Joa skl D Cufia Ll il ¢yl A rdad) gk
& i) QWY1 8 W) e S5 5 LS by Al z3lall & A 83 e IS die Alulill alall e 458l
ceadl 8 Al e yell il gisay dysadld) Alla glulull DA

Sle Yy 5 (e S e Al G glgall Caillag & Culrs asay Gl llsall e shaall cluhall ey <jelal Lo zguilidl

71



Journal of the Arab Board of Health Specializations Vol.13, No 1, 2012

LSl ALY S S R giia il o oY) s slally 2Ll 8 shaall ciluball o) L @lld agas ate (a0 cilul)s oyl 8 colpm aa
AN e IS 8 et Lo Adlie By i 355 el LS clmgiall dunli (e Aindia e

Aaill) Aaslalingg oSl clebety) G Aailll @il Ge Gl AeSaa cilul eha) Apslal) Clgell el Alaaia) i clpliiuy)
ALl dad ) e ASLOU) sl e ce

Pediatrics
July) (ks

Computed tomographic findings of Kawasaki disease with cervical lymphadenopathy
4 dygliall) ddal) JMic) e 488 all SLufglS 10 c S B Cuugaall Bl jguaill Cilagaga

Kato H, et al.
JComputAssistTomogr2012 Jan;36(1):138-42.

Objective: The purpose of this study was to describe CT findings in patients with Kawasaki disease with cervical
lymphadenopathy.

Materials And Methods: Twelve patients with cervical lymphadenopathy were difficult to diagnose at the initial

visit and underwent CT for the assessment of lymphadenopathy. Computed tomographic images were assessed
numbers, sizes, locations of enlarged nodes, and other imaging findings.

Results: Seventy-two enlarged nodes were identified. The maximum diameter of enlarged nodes ranged from 1.0 to

2.5 cm (mean, 1.5 cm). Lymphadenopathy was unilateral in 8 patients (67%) and located at level IB in 2 patients,
in 50 patients, III in 10 patients, [V in 1 patient, and V in 9 patients. Perinodal infiltration was found in 10 patients

(83%), and 3 patients (25%) had focal low attenuation within nodes. Retropharyngeal hypodense area was presen
4 patients (33%), peritonsilar hypodense area in 3 patients (25%), and enlarged tonsils in 4 patients (33%).
Conclusions. Cervical lymphadenopathy in Kawasaki disease usually showed unilateral distribution predominantly
at levels II, III, and V with perinodal infiltration occasionally accompanied by retropharyngeal hypodense area,
peritonsilar hypodense area, and enlarged tonsils.
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The immunoregulatory effects of caffeic acid phenethyl ester on the cytokine secretion
of peripheral blood mononuclear cellsfrom asthmatic children
WAL (e cliggimd) 313 Ao CAPE i\l (haas Jiindd iuy deliall dakiial) o, il)
5 (pase JULY) sie aal) adll b ggdll Baag

Sy LB, et al.
Pediatr Neonatd2011 Dec;52(6):327-31.

Background: Asthma is a chronic inflammatory disease of the airways for which current treatments are mainly based

on pharmacological interventions, such as glucocorticoid therapy. Our objective was to study the immunoregulatory
effects of caffeic acid phenethyl ester (CAPE, a phytochemical synthesized from propolis) on cytokine secretion of
peripheral blood mononuclear cells (PBMCs) from asthmatic children.

Methods: PBMCs from asthmatic children (5.5+3.3 years old, n=28) and healthy children (5.6+2.8 years old, n=23)
were co-cultured with CAPE in vitro with and without phorbol-12-myristate-13-acetate-ionomycin.

Results: Our results show that predominant interleukin 4 (IL-4) and interferon-gamma secretion of cultured
supernatant were detected in healthy donors compared with asthmatics. In the presence of phorbol-12-myristate-13-
acetate-ionomycin, with or without CAPE treatment, the asthmatic children showed significantly decreased levels of

IL-10 secretion compared with the healthy controls. However, CAPE significantly decreased IL-10 and interferon-

gamma in healthy donors. There was a slight but not statistically significant reduction of IL-4 secretion in CAPE-

treated PBMCs compared with untreated control PBMCs from the healthy children. Our data also shows that CAPE
significantly enhanced transforming growth factor-beta 1 production from PBMCs from asthmatic children.

Conclusion: The immunoregulatory effects of CAPE on human PBMCs may be through the induction of regulatory
T cells, as evidenced by the enhanced transforming growth factor-beta 1 production from PBMCs from asthmatic
children in our study.
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Risk factors of renal scars in children with acute pyelonephritis
Aad) A<l g duay gad) Glgl) el A JUakY) die (5 glS Qi & gaad B ) ghadl) Jal go

Ehsanipouf, et al.
BrazJInfectDis 2012 Feb;16(1):15-8.

Objective: The aim of this study was to determine the association between previously documented risk factors suc
as recurrent pyelonephritis with the incidence of renal scarring after acute pyelonephritis in children.

Material and methods. Children with acute pyelonephritis who were admitted to the Department of Pediatrics of a
teaching hospital during 2007-2009 were enrolled in this study. DMSA scans were obtained 4-6 months after the la
episode of pyelonephritis in all patients.

Results: A total of 80 children with acute pyelonephritis were enrolled in this study. Most of them were girls
(77.5%), with a median age of 12 months. Nearly half of the children (h=44; 55%) had one or more renal scars. Tt
distribution of gender, CRP level and leukocytosis did not differ significantly regarding the absence or presence of

renal scars (p<0.05). Most of the scars occurred in children who had presented with bilateral pyelonephritis (69.4¢
vs. 18.2%, p=0.001). Most of the patients with renal scars had a positive history of vesicoureteral reflux (VUR) (75%
vs.13.6%, p=0.001). The significant roles of recurrent pyelonephritis and presence of VUR were further confirmed

by multivariate analysis.

Conclusions: According to our findings, presence of VUR and recurrent pyelonephritis are independently associated

with a higher incidence of renal scarring.
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Diagnostic value of salivary cortisol in the CRH
stimulation test in prematureinfants

zA0 isall sie CRH 4B<h cililall el (gl Glanaill L) g olalll 950580 dpaidil) Aadl

Matsukura T, et al
J Clin Endocrinol Meta 2012 Jan 18.

Context: According to a recent nationwide survey in Japan, a significant proportion of very low birth weight infants
(VLBWI) develop late-onset circulatory collapse after the first week of life. Small doses of glucocorticoid are very
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effective in these patients, and relative adrenal insufficiency is suspected to be the main cause of the condition.

Although the CRH test is required to evaluate the hypothalamic-pituitary-adrenal axis, obtaining multiple blood
samples is invasive.

Objectives: The present study was carried out to validate the consistency of the cortisol profiles of matched serum

and saliva samples collected as part of the CRH test from VLBWI.

SubjectgMethods: In 23 VLBWI with a gestational age of less than 29 wk, we performed CRH tests at 2 wk after
birth and at term. Their cortisol values were measured at the baseline and 30 min after the administration of a single
dose of human CRH (1 pg/kg) using matched serum and saliva samples.

Results: In 26 CRH tests in 19 infants, we were able to measure both serum and salivary cortisol. Significant
correlations were detected between the infants’ serum and salivary cortisol values (r=0.78; P<0.0001), the increases
in these values induced in response to the CRH test (r=0.81; P<0.0001), and their peak serum and salivary cortisol
values (r=0.68; P=0.0001).

Conclusion: This study indicated that using salivary cortisol measurements for the CRH test could be a reliable
method for evaluating the hypothalamic-pituitary-adrenal axis in VLBWI with gestational age of less than 29 wk.
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Upper gastrointestinal involvement in paediatric onset Crohn's disease
JULY) die 098 £l c¥la B Lglal) Ay gaad) Apanal) lay)

CroccosS, et al
JCrohnsColitis 2012 Feb;6(1):51-5.

Background and aims: Our study evaluated the prevalence, the characteristics and implications of the upper
gastrointestinal localisation (UGI+) in paediatric Crohn’s Disease (CD) patients.

Methods: This prospective study evaluated 45 newly diagnosed CD patients at diagnosis and follow up with respect
to CD localisation.

Results: All patients presented CD at the colon and/or ileum. In 24/45 patients (53.3%, 12 F and 12 M) an UGI+
involvement was also found. UGI+ patients had a younger age of onset (10.9 years versus 12.6 years; P<0.05).
PCDALI at diagnosis was significantly higher in the UGI+ (41 vs. 25, P<0.01). UGI+ patients were overall more
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symptomatic. Pancolitis and extraintestinal manifestations were also more frequent (19/24 (80%) vs. 12/21 (57%
P<0.01). Growth was more impaired at diagnosis in UGI+ patients. By the end of the follow-up (mean 3 years, rang
2 to 4) no significant difference was found in PCDAI (17 in UGI+ patients vs. 11 in UGI- P=NS), or the number

of relapses. Weight and growth catch-up in UGI+ patients were comparable to UGI- ones. However, UGI+ patient
required a more aggressive therapeutic approach.

Conclusion: At least half of paediatric onset CD patients have an upper gastrointestinal localisation. UGI+ patients
present an earlier onset and a more severe disease. The final outcome does not differ, but UGI+ patients require a

more aggressive therapeutic approach.
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ObstetricsAnd Gynecology
Akl ey sl

Does the presence of Caesarean section scar influence the site of placental
implantation and subsequent migration in future
Siive Aad) Lg a9 dasdiall () (ASa e A padl) dlaal) dai i

Naji O, et al.
Ultrasound Obstet Gynecol 2012 Feb 10.

Objectives: To describeplacentallocationin the first trimesterandsubsequenplacentalmigrationin womenwith
andwithout a history of previousCaesareadelivery

Methods: In this prospectivecasecontrol study placentallocationwasdefined accordingto 5 anatomicalkitesin
relationto the endometrialcavity. Placentalocalisationwas carriedout by transabdominaliltrasoundbetweenll
and14 weeksgestationWe recruited738womenwho hadundergon@neor morepreviousCaesareasectiongCS)
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and1856patientswithout previousCaesareadelivery Chi-squargestwasusedto performcomparativeanalysisof
placentalocationbetweerthetwo groups andto assesgplacentaimigrationof thoseclassified asbeinglow-lying at
20and32 weeksgestation

Results: Thereweresignificant differencesin placentallocationbetweenthe two groups In the Caesareagroup
thereweresignificantly moreposteriorandfewerfundalplacentashanin thecontrolgroup (47.2vs. 31.5%and4.7
vs. 15.5% respectively. Thenumberof previousCaesareadeliveriesdid not havea significant effecton placental
location The incidenceof anteriorlow-lying placentawasgreaterin the Caesareagroup thanthe control group
(1.5%vs. 0.9%). Placentamigrationof the low-lying subtypesvassimilar in both groups (61%s. 64%).
Conclusion: The presencenf a CS scarin the uterusis associatedvith an increasein the numberof posterior
placentasanda reducedhumberthatimplantin the fundusof the cavity. Thereis alsoanincreasdn the numberof
low-lying anteriorplacentasn the CS group Migration of alow-lying placentas independenof the presencef a
Caesareancarin theuterus

Apead 535 Aal fuad dgmg ade gl dsms o luail) die 28300 Lhpmay Jaall (e J5V1 GBI (A dardiall gngi Ciuay i) i
gl Ol Casad 8 dmapi adlse 5 1 L Aasdial) g waad amlplly VY Al et (e Al Al s3a 3 5 rdiayl)
o 3l 738 s i cJeall (5 145 11 e san) (o had) e (S3Y) ASseall (358 7 15aVl pysnaill DA (o dapiiall wdise 2085
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Risk factorsfor late postpartum preeclampsia
BNl amy AL ZlagY) J Le clad 5y shadl) Jalge

Larsen W, et al
J Reprod Med2012 Jan-Feb;57(1-2):35-8.

Objective: To determine the risk factors for late postpartum preeclampsia.

Study Design: This was a retrospective case control study of women readmitted in the postpartum period (<48
hours and <4 weeks) with preeclampsia. Inclusion criteria were readmission with confirmed preeclampsia. Variables

examined were age, race, parity, gestational hypertension, preeclampsia in labor, mode of delivery and history of
preeclampsia in previous pregnancies.

Results: Data included 51 women who met the criteria for late postpartum preeclampsia. Initial analysis revealed
that antenatal preeclampsia, gestational hypertension, preeclampsia in a prior pregnancy, body mass index (BMI)
30, African American race and cesarean delivery were all predictive of late postpartum preeclampsia. Asian ethnicity
was protective. Final analysis using logistic regression concluded that African American race, cesarean delivery, BMI
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and hypertensive disease during the incident pregnancy were all significant predicators of late postpartum disease.
Conclusion: BMI <30, antenatal hypertensive disease, cesarean delivery and African American race were all predictiv
of readmission for late postpartum preeclampsia. Asian ethnicity appeared to be protective against developing la
postpartum preeclampsia.

SNl any Lasgidl) 8 5alidl ZlagY) 08 Le el 5)shadll Jalse aaad rdiad) ciaa
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Cumulative pregnancy rate after ICSI-1VF in patients with colorectal endometriosis
| CSI-1VF Lewdl siand) Jaka Gilhail) cjia aa zla 3 A Gunadil) o) o) i) 43a8) il Jaad) e ara
asiicall g ¢y o SU1 (B 3 jaled) an ) Ailday ¢1a Ciliay e dis

Ballester M, et al.
Hum Reprod2012Feb10.

Background: Thereis currentlyno consensuaboutindicationsfor surgeryfor infertility associateavith colorectal
endometriosisThe aim of this studywasto evaluatecumulativepregnancyrates(CPR9 after ICSI-IVF cyclesin
patientswith colorectalendometriosigndto identify determinanfactorsof fertility outcome

Methods. Prospectivéongitudinalmulticentrestudyfrom Januarn2005to June2011 We included75 patientswith
colorectalendometriosisindprovedinfertility without prior surgeryfor deepinfiltrating endometriosisUnivariable
analysiswasusedto identify determinantactorsof pregnancyate CPRwascalculatedusingcumulativeincidence
methodsfrom log-rank testand KaplanMeier curves For multivariableanalysis Cox proportionalhazardanodel
wasused

Results: For CPR per patientanalysis the total numberof cycleswas 113 and the mediannumberof cyclesper
patientwasl (range 1-3). In thewhole populationthe CPRperpatientafterthreel CSI-IVF cycleswas68.6% The
CPRfor patientswith or without associateddenomyosisvas 19 and82.4% respectively(P=0.01). In addition a
patientageover 35 years(P=0.02 andanti-Mullerian hormoneserumlevel under2 ng/ml (P=0.02 wereassociated
with a decrease@PRper patient At multivariableanalysis adenomyosi$HR=0.34, 95% CI (0.12-0.99, P=0.49
wasassociateavith adecrease€PR

Conclusions. Our dataconfirm thatICSI-IVF offersa high CPRper patient However determinanfactorsof CPR
shouldbetakeninto accountwheninforming couplesof their options

o - ainaally (51U b (sasiasaiy) Braledl ansl) Ailay o1 (38al) kel dadlaad Aaall clildiind Jon G Uls aage Y sdiagd) 4418
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Intracervical lidocaine gel for intrauterine device insertion
Al JAN gl g A aall (3ie JAls lidocaine ada (gaks

Maguire K, et al.
Contraceptior2012 Feb 9.

Background: Pain during intrauterine device (IUD) insertion can be a barrier to initiation. Clinical trials have found
misoprostol and nonsteroidal drugs to be ineffective (Am J Obstet Gynecol 2006;195:1272-1277, Hum Reprod
2011;26:323-329, Hum Reprod 2007;22:2647-2652). One study suggested that 2% lidocaine gel decreased pain;
however, study design problems limit its validity (Brit J Fam Plann 1996;22:177-180). We tested whether intracervical
2% lidocaine gel decreased insertion pain compared to placebo.

Study Design: We planned a randomized, double-blinded clinical trial of 200 women. We placed 2% lidocaine gel or
placebo in the cervix prior to uterine sounding. Participants rated pain by marking a 100-mm visual analogue scale
at four time points.

Results: We randomized 200 participants and placed 197 IUDs. Pain was greatest at uterine sounding and similar
between groups: placebo group mean 51.6 mm (SD 25), lidocaine group mean 55.5 mm (SD 30, p=0.33). Stratified

analyses accounting for parity showed no treatment effect. Multivariable analyses identified longer time since last
pregnancy, lower parity and higher anticipated pain as predictors of pain during sounding, and dysmenorrhea and the
levonorgestrel IUD as additional predictors during IUD insertion.

Conclusions: Intracervical 2% lidocaine gel does not decrease IUD insertion pain. Understanding predictors of
increased pain may help providers with preprocedure counseling.

Copelal . Jeall pie 8 A5kl o3a slatind 4sls Al Gligeall saa) IUD aspll Jads (gl oy dilee e bl A1) Jiay 38 sdiad) 41

«Am J Obstet Gynecol 2006;195:127277) <¥alloda  dpad yiull ye 453915 MISOProStol dlled dsas ade Ayl il yal)

(%02) lidocaine el 52 2sas cluhall saa) cayidl .(Hum Reprod 2011;26:323-329, Hum Reprod 2007;22:2647-2652
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Insulin resistance and endocrine characteristics of the different phenotypes
of polycystic ovary syndrome
GlewSl) daia Ganall dajdial AdlAal 4 jaUal JalaidU 4 glaal) duasl) Gailadlly (ol gadSU dagliall

Panidis D, et al.
Hum Reprod 2011 Dec 5.

Background: Polycystic ovary syndrome (PCOS) is a heterogeneous disorder characterized by oligo- or anovulatiot
(ANOQV), biochemical or clinical manifestations of hyperandrogenemia (HA) and PCOs. Four phenotypes of PCOS
exist [phenotype 1 (ANOV+HA+PCO), phenotype 2 (ANOV+HA), phenotype 3 (HA+PCO) and phenotype 4
(ANOV+PCO)] but the differences between them are not well studied. We compared markers of insulin resistanc
(IR) and endocrine characteristics between the different PCOS phenotypes.

Methods. We prospectively studied 1212 consecutive women with PCOS and 254 BMI-matched healthy women.
Results: Phenotypes 1-4 were presentin 48.2, 30.7, 9.7 and 11.4% of patients, respectively. BMI did not differ betwee
the four phenotypes and controls. Both normal weight and overweight/obese women with phenotypes 1 and 2 we
more insulin resistant than controls. Overweight/obese, but not normal weight, women with phenotype 4 were mor
insulin resistant than controls, while IR in women with phenotype 3 did not differ from controls regardless of obesity.
In normal weight subjects, women with phenotypes 1 and 2 were more insulin resistant than women with phenotyy
4. In overweight/obese subjects, women with phenotype 1 were more insulin resistant than women with phenotyp
2 and 3 and women with phenotype 4 were more insulin resistant than those with phenotype 3. Circulating androge
were higher in normal weight and overweight/obese PCOS patients with phenotypes 1-3 compared with those wi
phenotype 4, and higher in normal weight PCOS patients with phenotype 1 than in those with phenotype 2.
Conclusions: Phenotype 1 is associated with more IR and more pronounced HA than phenotype 2. Phenotypes 2 at
4 with obesity, are also characterized by IR. In contrast, phenotype 3 is not associated with IR.

o g AlaS Al o ANOV by e 5l iy acis |pliia W) PCOSLAS s el daPlia it :duny) 14
Aaly) ole 5 A) 1 galall daall dieliall s3gd dpall Lalal day)f 205 . PCOSCLaS 5ot (abiay aall il g jail Jajdl 4550
Gl gyail Jaj) 3 (gallall Taaill ¢(pall iz gyail Jajh ae Auzaliy) bt 51 A1) 2 Ul Jaatl ¢(luwsl) saxie (iagses pall cilisag il b
Al dpalall Lol o G IRV G V) (bl i pane ae ualY) Gle 5 48 4 galall hally (Gl saxie (e ga al)
A lial dibiad) dpalall Ll G dyslaal) Laall Gailiadlls IR Gl sl o slie lansls 3)l0e Auhall 038 8 waas 2 2my Cily JSy )

Ll saxie andll

80



Journal of the Arab Board of Health Specializations Vol.13, No 1, 2012

o el e gl el Lnea cilygudl oLl (e 2545 L)) Saate e FaPlia Alls 12123000 Blind J<8 5 rdiayl) 55k
BMI sl € jaiic Eum

BMI auall A€ paiic o calias ol .ol e ciliayall (0 %011.45 %09.7 9630.7 9048.2 xic 4 Jiag 1 Lalad) dsa s Jan gl rilidl)
251 agalall Ll b calipadl/ sl sty @3l b slall e SIS o Jangl . Lal) e ganay aa ) Apallall L) Cile sana o
Gl (50— e cilipal)/ 3l il s Lil) o) Jangl 288 4 (gyalal) laaill degane b Lol L2 lsil) o A3lEe (S ST daglie gual
L) e gane o Gl suiDU Aagliall b il 8 Jaads ol 3 (gpallall Laatll e pena 3 Ll conlsil] we 430l ol DU ST slia —34l)
Ljlaally Gl el daglin cpgual 25 1 dppallall Lla¥) ciliagpe of 0jsl) Aamads VAN 3 Jaag) L Ailay dgap e lail) iy Sl
e AL st Aaglie ST 1 galall Taaill il of g a8 Bl oyel 3 VY 3 W 4 gl Taall ciliagye e
O Ayl lgisall o ansl .3 (gyallall Jaail) iliayye (o Gl s Aaglin ST 4 (g5alal) Jaaill cilimppe of WS (35 2 dyyallall LalasY)
Taaill ylie 352 ¢1 dallall L1 8 cbisndl/3l) ity 3 s il 3wia Giaall FaPlia cilimiya 530 el cilisng Y]
2 gl hall e 1 galall el sl cilmpds LSl saxie Gl dalie cliagie gal el gl WS o4 g nlal)

43)ally aall i gyl Jajh (e el Allag Gl DU ST Al ra s daxia (el oDl o 1 g lall Laatll il s clalisnay)
Vs B3 Y ey Gy ¢l s daglie d5as pe A3l ae Al 45 2 Apallall BlalY) G g Al dex 0 -2 @allal) Ll pe
L lsniD A slia d5mg ae 3 (gyallall Laadl)

Surgery

dalall

Effect of prostaglandin E1 on pulmonary arterial hypertension
following corrective surgery for congenital heart disease

Laygl) QAN (el dnauall) cilalad) s ot olipddl fgihad Ao EL cpaidéliug ) il

Dong MF,et al.
J Cardiovas®harmacollher2011 Dec 27.

Objective: To evaluate the therapeutic effects of prostaglandin E1 (PGE1) on residual pulmonary arterial hypertension
(PAH) after corrective surgery for congenital heart disease.

Methods. Thirty-one patients with postoperational PAH were randomly divided into control group (n=15) and
PGE1 group (n=16, 6 courses of intravenous PGE1 plus conventional therapy). Mean pulmonary arterial pressure
(MPAP), right ventricular ejection fraction (RVEF), and left ventricular ejection fraction (LVEF) were measured

by echocardiography before and 3, 6, and 12 months after the treatment. Arterial oxygen pressure (PaO2) was
monitored.

Results: In both groups, MPAP decreased and RVEF, LVEF, and PaO2 increased at 6 and 12 months following
surgery. Inthe PGEL group, the MPAP (32.2+5.2 vs 40.2+5.1 mm Hg; P=0.008) was lower and RVEF (66.6%+6.5% vs
54.9%+2.1%; P=0.019), LVEF (65.9%+3.9% vs 53.5%+5.1%; P=0.031), and PaO2 (94.3%+11.2% vs 93.1%+11.3%;
P=0.009) was higher than in the control group 12 months after the surgery. Four patients (26.7%) in the control group
died of pulmonary hypertension crisis, but there was no death in the PGE1 group (P=0.029). Cumulative survival rate
in the control group were 86.7%, 80%, 73.3%, and 73.3% at 1, 2, 3, and 5 years, respectively.

Conclusions: Intravenous PGE1 therapy after corrective surgery for congenital heart disease was associated with a
reduction in mean pulmonary arterial pressure and a lower risk of death.
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The outcome after aortic valve-sparing (David) operation in 179 patients
Ly ye 179 ais (David 4des) @) alaal) o Aiilaal) {dead Aasdlal) il

Leontyevs, et al.
EurJ CardiothoracSurg2012 Feb 9.

Objectives: The David aorticvalve-sparingreimplantation(AVr-D) operationis increasinglybeingusedin patients
with aorticroot aneurysmatliseaseandpliable aortic cusps The objectiveof this studywasto assessur earlyand
mediumtermoutcomeswith the AVr-D operation

Methods. Between2003and2011, atotal of 179 patientsunderwentdVr-D proceduresThe meanpatientagewas
49.7+15.1years and 23.5% (n=42) werefemales Marfan syndromewas presenin 17.3%of patients(n=31), and
acuteTypeA aorticdissectionn 15.6%(n=28). Clinical follow-upwas100%completeandwas1.8+1.6years(0 days
to 7.5yearg long. Echocardiographitollow-up wasperformed2.2+1.5years(0 daysto 7.5 yearg postoperatively
andwas77%complete

Results: Earlymortalitywas1.1%(n=2), with bothdeathsccurringin patientswith TypeA dissectionPredischarge
echocardiographsevealecho patientswith <2+ aorticinsufficiency (Al), 19.6%o0f patients(n=34) with 1+ or 2+ Al
and80.4%of patients(n=145 with traceor no Al. Left ventricularenddiastolicdiametersdecreasedignificantly
from 5.6+0.9to 5.1+0.8cm early postoperativelyP<0.01). Transvalvulamaximumgradientswere similar before
dischargeand at last follow-up (10.6£5.4vs. 10.0+8.2mmHg P=0.4). Al gradeincreasedignificantly overtime
(0.3+0.4beforedischargevs. 0.5+0.6at follow-up, P=0.01), but remainedessthanmoderatan 93.6%of patients
Four patientsrequiredaortic valve re-replacementuring follow-up, two dueto early endocarditisandtwo dueto
noncoronaryleaflet prolapsen Marfanpatients Five-yearfreedomfrom aorticvalvereoperatiorwas95.9+2.0%
Conclusions: AVr-D is associatedvith a low mortality and morbidity rate evenin patientswith Type A aortic
dissectionAlthoughaslightly higherrateof recurrenfAl maybe presentn patientswith Marfansyndromefreedom
from recurrentAl andreoperatiomemainsexcellentduringmediumtermfollow-up. The David operationshouldbe
consideredhe gold standardor patientswith proximal aortic root pathology(aneurysnor dissectiof andpliable
aorticcusps
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Predictor s for microinvasion of small hepatocellular carcinoma <2 ¢m
a2 (350 Byl Ayl AN Ailhapedd gygan 538 dsnsd Anpuiil Jalsal

Yamashita Y, et al
Ann Surg Oncb2011 Dec 28.

Background: Hepatocellular carcinoma (HCC) <2 cm in diameter is considered to have a low potential for
malignancy.

M ethods: A retrospective review was undertaken of 149 patients with primary solitary HCC <2 cm who underwent
initial hepatic resection between 1994 and 2010. The independent predictors of the microinvasion (MI) such as portal
venous, hepatic vein, or bile duct infiltration and/or intrahepatic metastasis were identified by multivariate analysis.
Prognosis of patients with HCC <2 cm accompanied by MI was compared to that of patients with HCC <2 cm
without MI.

Results: Forty-three patients with HCC <2 ¢cm had MI in patients (28.9%). Three independent predictors of the MI
were revealed: invasive gross type (simple nodular type with extranodular growth or confluent multinodular type),
des-y-carboxy prothrombin (DCP) >100 mAU/ml, and poorly differentiated. Disease-free survival rates of patients
with HCC <2 cm with MI (3 year 44%) were significantly worse than those for HCC <2 ¢cm without MI (3 year 72%).
This disadvantage of disease-free survival rate of patients with HCC <2 cm with MI could be dissolved by hepatic
resection with a wide tumor margin of >5 mm (p=0.04).

Conclusions: Even in cases of HCC <2 cm, patients who are suspected of having invasive gross type tumors in
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preoperative imaging diagnosis or who have a high DCP level (<100 mAU/ml) are at risk for MI. Therefore, in such
patients, hepatic resection with a wide tumor margin should be recommended.
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Pulmonary artery occlusion with ethylene vinyl alcohol copolymer
in patientswith hemoptysis
ethylenevinyl alcohol JisSias g5 Glipdll A Sl dlaa) A e pall &S page dallae

Khalil A, et al.
AJR Am J Roentgend@012 Jan;198(1):207-12.

Objective: The purpose of this study was to evaluate the feasibility and efficacy of pulmonary artery occlusion with
ethylene vinyl alcohol copolymer in patients with hemoptysis.

MaterialsAnd Methods: We reviewed the cases of 12 consecutively registered patients (10 men, two women; age
range, 21-83 years; mean, 54.5 years) who were treated for hemoptysis by pulmonary artery occlusion with ethyle|
vinyl alcohol copolymer. The indications, immediate hemoptysis control, and clinical tolerability were analyzed.
Results: The underlying diseases were necrotizing pneumonia in four patients, necrotizing aspergillosis in one
patient, complex aspergilloma in two patients, active tuberculosis in two patients, lung cancer in two patients, an
Behcet disease in one patient. Ethylene vinyl alcohol copolymer was used alone in nine patients and with steel coils
three patients. The main indications were a small-necked pulmonary artery pseudoaneurysm in five patients, necrotic

process in four patients, presence of systemic reperfusion of a pulmonary artery pseudoaneurysm in one patie
absolute necessity for anticoagulation therapy in one patient, and need to complete pulmonary artery aneurysm ¢
occlusion in one patient. The injection procedure was well tolerated. Hemoptysis of pulmonary arterial origin was
controlled in all but one patient, who had progression of the infectious disease and underwent surgery. In two patien
hemoptysis recurred from systemic arteries and was treated with embolization of the systemic arteries in one patie
and surgery in the other patient.

Conclusion: Ethylene vinyl alcohol copolymer embolization for hemoptysis of pulmonary arterial origin is feasible
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and efficacious. Use of this embolization agent is beneficial in patients with pulmonary artery injuries, especially
those with small-necked lesions.
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Does the final intraoperative PTH level really have
tofall into the normal range to signify cure?
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ReiherAE, et al.
Ann Surg Oncol 2011 Dec 28.

Background: Intraoperative parathyroid hormone (IOPTH) helps shorten the duration of surgery and increase the
likelihood of surgical cure. Although general consensus agrees that the IOPTH should fall by 50%, there is much
debate as to whether the IOPTH needs to fall into the normal range.

M ethods: We retrospectively reviewed a prospective database of patients undergoing surgery for treatment of primary
hyperparathyroidism. We included all patients with an IOPTH that fetB®%o by 10 or 15 min, but that did not fall

into the normal range (parathyroid hormone remained >60 pg/ml). We excluded patients who had undergone prior

neck surgery or had known multiple endocrine neoplasia 1 or 2.

Results: A total of 1,231 patients underwent a parathyroidectomy, 155 of whom met the study’s inclusion/exclusion
criteria (12.6%). A total of 117 patients had an IOPTH fall by 50% by 10 min, and 38 patients’ IOPTH fell by 50%

by 15 min. Overall surgical cure rate was 98.7%. One patient from the 10-minute group and one patient from the 15-
minute group had persistent disease on follow-up. One patient in the 15-minute group had recurrent disease. With a
mean = SEM 18.1+2.1 months’ follow-up, the recurrence rate in this cohort was 0.6%. The average calcium at last
follow-up was 9.4+0.0 mg/dl.

Conclusions: Allowing the IOPTH to fall by 50% by 15 min, regardless of whether the IOPTH falls into the normal
range, results in a high success rate when performed by experienced surgeons. This helps reduce intraoperative tims
used waiting for additional parathyroid hormone levels and the risks associated with unnecessary bilateral neck
exploration.
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a-Defensins and outcomein patientswith chronic heart failure
Crajall QB gumd uape die dBaadlall ililly g-defensins e

Christensen HM, et al.
EurJHeartFail 2012 Feb 22.

Aim: a-Defensins are part of the innate immune system. Low-grade inflammation seems to play a crucial role in
development and progression of chronic heart failure (CHF). The aims of the present study were to compare plasr
levels of a-defensins in CHF patients and healthy controls and to examine the predictive ability of a-defensins, alone

and combined with N-terminal pro brain natriuretic peptide (NT-proBNP), with respect to all-cause mortality.
Methods & Results: In a prospective observational study lasting 2.6 years we examined the prognostic value
of plasma a-defensins with respect to mortality in 194 CHF patients, and compared plasma levels with those of

98 age-matched healthy controls. a-Defensin levels were twice as high among CHF patients in New York Heart
Association (NYHA) functional class llI-IV than in patients in NYHA class I-Il and healthy controls (P=0.001).
The absolute increase in risk of mortality for patients with a-defensin levels in the upper tertile vs. the lowest tertile

was 30% (P=0.002). After adjusting for potential confounders including NT-proBNP, plasma a-defensins remained
independently associated with an increased risk of all-cause mortality (hazard ratio 1.65, 95% confidence interval
1.19-2.28, P=0.002) per 1 standard deviation increment in Ln (natural logarithm)-transformed a-defensin values. The
combination of high a-defensins and NT-proBNP levels provided incremental prognostic information independent of
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well-known prognostic biomarkers in heart failure.
Conclusion: Plasma a-defensins appear to have prognostic information regarding mortality among patients with
CHF and seem to provide incremental information to established clinical risk markers.
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Analytical evaluation of plasma serotonin and sphingosine 1-phosphate
and their clinical assessment in early atherosclerosis
o) Lad 939 La DLl (b il g -1 (g gickdad) g (o 65 g ppall (Aulail) ol
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Sugiura T, et al.
Coron Artery Dis 2012 Feb 18.

Objectives. Serotonin stored in platelets is released into plasma on aggregation and activation in atherosclerotic
diseases. Sphingosine 1-phosphate (S1P) in plasma is mainly derived from red blood cells and is responsible for the
production of nitric oxide in endothelial cells and protects vasculature. The purpose of this study was to investigate
the plasma levels of serotonin, S1P, and their clinical relationships with vascular endothelial function in patients with
early atherosclerosis.

Methods: Blood was withdrawn from patients with low-to-moderate risks of atherosclerotic diseases (=49, 39+7
years). Platelet-poor plasma was immediately centrifuged. Serotonin levels in plasma were measured with high-
performance liquid chromatography. S1P levels in plasma were measured by high-performance liquid chromatography
after fluorescent derivatization with o-phthaldialdehyde. Endothelial function was assessed by endothelium-dependent
flow-mediated dilation (FMD) and endothelium-independent dilation was measured by glycerol trinitrate-induced

dilation using an ultrasound system.

Results: Plasma serotonin was inversely correlated with the FMD value (r=-0.287, P<0.05). Fourteen patients
with dyslipidemia, who had not shown improvements after lifestyle modifications, were subsequently treated with
rosuvastatin (2.5 mg/day). After 4 weeks of treatment, rosuvastatin improved lipid profiles. Rosuvastatin increased

FMD, whereas glycerol trinitrate-induced dilation was unchanged. Notably, percentage decrease in plasma serotonin

87



Journal of the Arab Board of Health Specializations Vol.13, No 1, 2012

was inversely correlated with percentage increase in plasma S1P (r=-0.557, P<0.05).

Conclusion: Plasma serotonin was inversely correlated with FMD and a decrease in plasma serotonin was inverse
correlated with an increase in plasma S1P after statin treatment. The results suggested that plasma levels
serotonin and S1P may be useful for the assessment of endothelial function of patients with low-to-moderate risks
atherosclerotic diseases.
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Pulmonary Diseases
iyl Y]

Association of IREB2 and CHRNAS3 polymorphisms with airflow obstruction
in severe alpha-1 antitrypsin deficiency

Lsilsgd) 5kl B Maud¥ly CHRNA3 s IREB2 A< Lasnl) o (380510
alpha-1 antitrypsin jsd suadl) eylal) A

Kim WJ, et al
Respir Rg 2012 Feb 22;13(1):16.

Background: The development of COPD in subjects with alpha-1 antitrypsin (AAT) deficiency is likely to be
influenced by modifier genes. Genome-wide association studies and integrative genomics approaches in COPD have
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demonstrated significant associations with SNPs in the chromosome 15q region that includes CHRNA3 (cholinergic

nicotine receptor alpha3) and IREB2 (iron regulatory binding protein 2). We investigated whether SNPs in the
chromosome 15q region would be modifiers for lung function and COPD in AAT deficiency.

Methods: The current analysis included 378 PIZZ subjects in the AAT Genetic Modifiers Study and a replication

cohort of 458 subjects from the UK AAT Deficiency National Registry. Nine SNPs in LOC123688, CHRNA3 and

IREB2 were selected for genotyping. FEV1 percent of predicted and FEV1/FVC ratio were analyzed as quantitative
phenotypes. Family-based association analysis was performed in the AAT Genetic Modifiers Study. In the replication

set, general linear models were used for quantitative phenotypes and logistic regression models were used for the
presence/absence of emphysema or COPD.

Results: Three SNPs (rs2568494 in IREB2, rs8034191 in LOC123688, and rs1051730 in CHRNAS3) were associated
with pre-bronchodilator FEV1 percent of predicted in the AAT Genetic Modifiers Study. Two SNPs (rs2568494

and rs1051730) were associated with the post-bronchodilator FEV1 percent of predicted and pre-bronchodilator
FEV1/FVC ratio; SNP-by-gender interactions were observed. In the UK National Registry dataset, rs2568494 was
significantly associated with emphysema in the male subgroup; significant SNP-by-smoking interactions were
observed.

Conclusions: IREB2 and CHRNAS3 are potential genetic modifiers of COPD phenotypes in individuals with severe

AAT deficiency and may be sex-specific in their impact.
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Levels of inflammatory mediators in chronic obstructive pulmonary
disease patients with anemia of chronic disease

Lajall (Y] ad Jidy Crbaall Gadal) sl o8l olal) pdaye dic Anlgal¥) ailugl) by giosa

Boutou AK, et al.
QJM 2012 Feb 21.
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Background: Although a subset of patients with chronic obstructive pulmonary disease (COPD) display anemia, the
role of elevated pro-inflammatory cytokines in COPD-related anemia of chronic disease (ACD) has not been fully
investigated.

Aim: To examine the levels of interleukin (IL)-1p, IL-6, IL-10, tumor necrosis factor-alpha (TNFa), interferon-

gamma (IFNy), C-reactive protein (CRP) and erythropoietin in stable COPD outpatients with and without ACD.

Design: A case-control design was followed.

Methods: Fifty-four patients with stable COPD were studied. Among them, 27 had ACD according to strict clinical
and laboratory criteria (group of cases), while another 27 nonanemic COPD patients, carefully matched to cases f
age, gender, height, lung function and smoking status represented the controls. Serum levels of IL-1p, IL-6, IL-10,

TNFa, IFNy, CRP and erythropoietin were measured in both groups.

Results: Patients with ACD had significantly higher levels of TL-10[25.6 (1.9-95.2) vs. 4.1 (1.9-31.9) pg/ml, P=0.049]

and IFNy [15.2 (2.2-106.9) vs. 2 (1.2-18.3) pg/ml, P=0.026] and had more frequently elevated CRP than controls.

Levels of IL-1B [26.2 (9.8-96.4) vs. 7.9 (2.1-28.4) pg/ml, P=0.073], IL-6 [20.3 (2.1-125.4) vs. 6.2 (1.2-33.8) pg/ml,
P=0.688] and TNFo. [30.1(3.2-107.5) vs. 10.1 (3.2-50.4) pg/ml, P=0.131] were also higher in cases, but the
differences did not reach statistical significance. Patients with ACD also displayed significantly higher erythropoietin

levels than controls [(21.9 (8.4-101.7) vs. 9.7 (6.3-21.7) mlU/ml, P=0.010], indicating erythropoietin resistance.
Conclusion: This study shows that in stable COPD outpatients with strictly defined ACD, levels of inflammatory
mediators and erythropoietin are elevated compared to nonanemic controls.

Al LS gl (gsie g i) 50 o V) CCOPD Gl bl (g5l elall oaimpe (mny ic ol i 25m (ge a)ll o sdiagd) A4
22y JalS JKEILG sglatiol & Al cadall 2Ll (gl elally dalaiall pal) i Va3 Ayl

Ol JFNy Lle oo,85Y) (TNFo Wi a)sll sl deladl «IL-10 <IL-6 JL-1B CliS€sdiy) clgine o lafinl iyl i
ALl (gl e all Bl (a3 8 3535 05 sl gn adal) L) (ggil) ol (ha Bine Yy Gl (el i s siaYls C (leladl
Ol

2] gally CV AL Jaed e Ay réuand) Jaad

L) (sl elalls dasiye ad b Allay Uiasye 27 agie cpapall sbadl (g5l ool (e 8inedl) CVIAN g 0 54 lla iy 3 s} 3 b
Osfilge a3 58 dsag (450 Gadal) alul) gl clall mpe (e 275 (VA de sans) dajlia dyyipus Appdia sulae o 2Ly Gl el
L-1B Sl clginad (ald ehal & - (3]sl desane) sl Alsg gl Aadagll cJshall il anll Lals o (JA5Y) e sanall
O sanall WIS 8 mpall die (yisns gl C Jlelidl) (i) IFNy Lele syl (TNFa Wi )l jasal daladl ¢IL-10 <IL-6
(20153 e senay <Vl de sana)

(95.2-1.9 25.6 (IL-10) 10-G:S sy (e pla JSoy Jef clisinne (padall Sl (o580 elall 3ahal) adll jab mje g Jas ol cuilial)
[0.026=p «Jofale S (18.3-1.2) 2 Jilis (106.9-2.3 15.2] IFNy Lele ()5 5855815 [0.049p o/l s (31.9-1.9 4.1 Juli
(96.4-9.8 26.7 (IL-1P) Liw 1-0uS sl i) ligiane of LS L 28l de sane pe A3)aall C el iy ll (s5ise g lsY ST 3))55 pe
[0.688=p «Jo/ale S (33.8-1.3 6.2 Jilie (125.4-2.3 20.3 (IL-6) 6-0:S sl [0.073=p «Jofal sSw (28.4-2. 7.9 Jilis
VA e sana 53 Liad el culS[0.13ED «Jofalé s (50.4-3.3 10.1 i (107.5-3.3 30.1] TNFou Wl a0 3l Jalally
Oadall 2Ll (g3l g hally (Slatiall al) i ampe sedal L Aflan) dpaal) dn ) Leghy L) 35l Jomy o) 90 (STs 2L e amay 0lia
Jaofilsn sang e (21.7-6.3 9.7 Jilie (101.7-8.4 21.9 2Ll de pene pe 450l (yiisng i) 00 ol JSis e Sl
~Ofass i Aeslie agasl s L 525 [0.01G=p

Caal) L) (g5l e1al) (e s el VAN g e (yions 5iyY s Al Jailas gl (e A e ol g dgmg Aul) o el s claliiiay)
e 8 3gas (50 el Yl ae Aladly @llys ojlia JSIy Cajra paally Glate po 8 aa 438l

90



Journal of the Arab Board of Health Specializations Vol.13, No 1, 2012

Gastroenterology
. £
dnaiagll )yl
Evaluation of fecal myeloperoxidase as a biomarker of disease

activity and severity in ulcerative colitis
AL Gl Qlgal el B o)l Bady Adledl sga rdaS g3l myeloperoxidase g asis

Masoodi |, et al.
Dig Dis Sci2012 Feb 16.

Background: Subclinical inflammation in ulcerative colitis (UC) can predispose to relapses and biomarkers can

detect mucosal inflammation.

Aims. To study the role of fecal myeloperoxidase (FMPO) in assessing disease activity and response to therapy in
uUC.

Methods. Patients with UC attending our hospital from July 2005 to September 2006 were studied. All patients
underwent clinical, endoscopic, and histological assessment for disease extent and severity. Estimation of FMPO
levels at baseline and on follow-up was carried out. Age-matched healthy controls were studied for FMPO levels.
Results: A total of 55 patients of UC (30 males, 25 females, mean age 38.6+12 years) and 54 age-matched controls
(mean age 37.6+13.6 years) were studied. Cases had higher median MPO levels than controls (0.42 [IQR 0.84] vs.
0.06 [IQR 0.12]); (p<0.001). Cases with endoscopically more severe disease (Gr Il & IV; n=18) had higher median
FMPO levels compared to those with milder disease (Gr Il, n=37), [0.075 (IQR 1.315) vs. 0.315 (IQR 0.813);
p=0.02]. The median MPO level in 27 patients was 0.58 [IQR 0.89] units/ml at presentation which on follow-up
decreased significantly to 0.18 [IQR 0.42] units/ml (p value 0.002). However, there was no significant association

between FMPO and endoscopic extent and histological scores of activity and chronicity.

Conclusions: Fecal MPO is an effective biomarker for assessing disease activity and response to therapy in patients
with ulcerative colitis.
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Endocrinology, Metabolism, And Diabetes M ellitus
oSl ¢ lally COELN |y aal) 20all () el

Association of adiponectin with blood pressurein healthy people
slaal) Lalddy) die aul) iy adiponectin ¢ @81

Baden M, et al
Clin Endocrinol (Oxf 2012 Feb 22.

Objective: With the increasing prevalence of diseases related to obesity, metabolic syndrome and its key playe
adiponectin are now attracting considerable attention. Hypoadiponectinemia is reported to be a risk factor fo
hypertension and associated with endothelial dysfunction, which is closely related to complications of obesity suc
as hypertension. As there is limited information regarding serum adiponectin levels in normotensive people, w
undertook the large-scale study to determine the association of adiponectin with blood pressure in mainly normotensi
people.

Design, Patients And Measurements: In 21,100 Japanese adults (12,363 men and 8,737 women) who had no
apparent diseases, we examined the relationship between the serum adiponectin concentration and blood pressur
performing a questionnaire survey, physical measurements, and measurement of laboratory parameters including
serum adiponectin level.

Results. Subjects with hypoadiponectinemia had higher systolic and diastolic blood pressures as already reporte
And interestingly, subjects with higher adiponectin had lower systolic and diastolic blood pressure. According tc
linear regression analysis, adiponectin showed a significant negative correlation with systolic and diastolic blood
pressure independently of the other variables. Analysis of covariance according to adiponectin quintiles showed th
systolic and diastolic blood pressure in highest adiponectin quintile was significantly lower than other quintiles.

Conclusions: The present study revealed that there were significant trends toward lower systolic and diastolic blood
pressure with higher adiponectin not only in hepertensive people but also in normotensive people.

oals alaal e 135l adiponectinss led ) caeSUls 4D Lo diall ol 2lal Ailaial) () i) sbajls s ) i
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Neurology
dpanl) ()Y

CSF VILIP-1 predictsrates of cognitive declinein early Alzheimer disease
S £1a e B8N VA b el o) N amay Sl b Seddl B ladl) Jild) A VILIP-1 g0

TarawnelR, et al.
Neurology 2012 Feb 22.

Objective: Measures of neuronal damage/dysfunction are likely good surrogates for disease progression in Alzheimer
disease (AD). CSF markers of neuronal injury may offer utility in predicting disease progression and guiding
prognostic and outcome assessments in therapeutic trials. Visinin-like protein-1 (VILIP-1) has demonstrated potential
utility as a marker of neuronal injury. We here investigate the utility of VILIP-1 and VILIP-1/AB42 in predicting rates

of cognitive decline in early AD.

Methods:. Individuals with a clinical diagnosis of very mild or mild AD (h=60) and baseline CSF measures of
VILIP-1, tau, p-taul81, and AP42 were followed longitudinally for an average of 2.6 years. Annual assessments

included the Clinical Dementia Rating (CDR), CDR-sum of boxes (CDR-SB), and global composite scores. Mixed
linear models assessed the ability of CSF biomarker measures to predict rates of cognitive decline over time.
Results: Baseline CSF VILIP-1 and VILIP-1/AB42 levels predicted rates of future decline in CDR-SB and global

composite scores over the follow-up period. Individuals with CSF VILIP-1 >560 pg/mL (corresponding to the upper

tercile) progressed much more rapidly in CDR-SB (1.61 boxes/year; p=0.0077) and global scores (-0.53 points/year;
p=0.0002) than individuals with lower values (0.85 boxes/year and -0.15 points/year, respectively) over the follow-
up period. CSF tau, p-taul 81, tau/AP42, and p-taul81/AP42 also predicted more rapid cognitive decline in CDR-SB

and global scores over time.

Conclusion: These findings suggest that CSF VILIP-1 and VILIP-1/AB42 predict rates of global cognitive decline

similarly to tau and tau/AB42, and may be useful CSF surrogates for neurodegeneration in early AD.
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Hematology And Oncology
ebﬁb all bl

Role of positron emission tomography-computed tomography in predicting survival after
neoadjuvant chemotherapy and surgery for oesophageal adenocarcinoma
shal s Ll 5l & qugaall Adal) gl aa (Hasiisd) Jlaa¥l Al gl )
5 gal) Al ¥l 8 dajadly 50 Lual) Apilaassl) Andlaal)

Gillies RS, et al.
Br JSuig 2012 Feb;99(2):239-45.

Background: Positron emission tomography combined with computed tomography (PET-CT) is increasingly being
used in the staging of oesophageal cancer. Some recent reports suggest it may be used to predict survival. Nont
these studies, however, reported on the prognostic value of PET-CT performed before neoadjuvant chemotherapy ¢
surgery. The aim of this study was to determine whether pretreatment PET-CT could predict survival.

Methods. Consecutive patients with oesophageal adenocarcinoma who undegrwent PET-CT before neoadjuval
chemotherapy and resection were included. Maximum standardized uptake value (SUV(max)), fluorodeoxyglucose
(FDG)-avid tumour length and the presence of FDG-avid local lymph nodes were determined for all patients. Kaplar
Meier survival analysis was performed and multivariable analysis used to identify independent prognostic factors.
Results: Atotal of 121 patients were included (mean age 63 years, 97 men) of whom 103 underwent surgical resectio
On an intention-to-treat basis, overall survival was significantly worse in patients with FDG-avid local lymph nodes
(P<0.001). SUV(max) and FDG-avid tumour length did not predict survival (P=0.276 and P=0.713 respectively).
The presence of FDG-avid local lymph nodes was an independent predictor of poor overall survival (hazard rati
(HR) 4.75, 95 per cent confidence interval 2.14 to 10.54; P<0.001) and disease-free survival (HR 2.97, 1.40 to 6.30;
P=0.004).

Conclusion: The presence of FDG-avid lymph nodes, but not SUV(max) or FDG-avid tumour length, was an
independent adverse prognostic factor.

b sl Alaye 30a b wliie JSG PET-CT casgadl) alall Jpgeail) pa g 5ol JlacaYl Gadall jpgeail) aladind iy sdiagd) 4dla
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DlaaYl adal) el 528 a5 ) Al oda Cangs L Aaballs sac lusall A8lasl dallaall U shaall PET-CT 4l 4,y dagl)
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Multidisciplinary treatment of malignant thymoma
Lpad) A gl ahsY) el B eV laal) Saseia dpdlaal)

SpaggiarL, et al.
CurrOpin Oncd 2011 Dec 2.

Purpose of review: Thymomas are the most common tumors of the anterior mediastinum. Although surgery remains
the only curative treatment, the use of multimodality therapy for primary unresectable thymomas has led to change
the clinical management of these tumors.

Recent findings: Nowadays Masaoka stage, WHO, and radical surgical resection are considered by many authors
as independent prognostic factors for long-term survival. Radiotherapy may be useful as adjuvant therapy in cases
of incomplete surgical resection with microscopic or macroscopic residual disease, or for those patients with locally
advanced or metastatic unresectable disease. Chemotherapy is considered a valid option in selected patients witl
residual disease after local treatments or as a neoadjuvant approach to improve resectability in Masaoka stages Il or
IV-a thymomas. Currently, no standardized regimen for chemotherapy or agreed timing exists.

Summary: So far, multimodality treatment has been related to low morbidity and long survival rate, but there are still
many concerns regarding a different regimen of therapy and the correct timing.
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Rheumatology And Orthopedics
alanll (el 4581 aalyal)

Ulnar artery occlusion is predictive of digital ulcersin SSc
@l clail) el B bl claiy sl A el Glpdd) ) sl

Frerix M, et al.
RheumatologyOxford) 2011 Dec 20.

Objectives. To assess the prevalence and risk factors of ulnar artery occlusion (UAO) in an unselected SSc patiel
cohort and to determine whether UAO is associated with digital ulcers (DUS).

Methods: A total of 79 SSc patients and 40 ‘healthy’ controls underwent colour duplex sonography of the radial and
ulnar artery to compare blood flow velocity, resistive indices (RIs) and presence of occlusion and were followed for

a mean of 53 months.

Results: In both, radial and ulnar arteries, peak systolic velocity (PSV) and end-diastolic velocity (EDV) were
significantly lower and RI higher in SSc patients compared with controls (PSVrad: 40.1 vs 48.6 cm/s; PSVuln

38.2 vs 56.6 cm/s; EDVrad 3.8 vs 10.4 cm/s; EDVuln 3.0 vs 13.0 cm/s; Rlrad 0.91 vs 0.82; Rluln 0.92 vs 0.80;

all P<0.01). Seventeen (21.5%) SSc patients had UAO (11 patients bilateral) compared with none in the contrt
subjects. Patients with UAO had a significantly longer disease duration (170 vs 66 months, P<0.001). At baseline, the
prevalence of DU was not different in upper extremities with UAO [8/28 (28.6%)] compared with upper extremities
without UAO [36/129 (27.9%)]. However, during follow-up new or recurrent DU occurred more often in upper
extremities with UAO than in those without UAO [14/28 (50%) vs 24/113 (21.2%); relative risk (RR)=2.4; 95% CI
1.4, 3.7, P=0.002].

Conclusion: Blood flow is significantly decreased in radial and ulnar arteries in SSc. UAO is frequent and an
important risk factor for the development of DUs in patients with SSc.
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Urology And Nephrology
sl Sleadls LIS il

Diagnostic yield of CT urography in the evaluation of young adults with hematuria

Gl oA s B Aol gl coipadl () ygeatll Auasdtil 5,581
Agsadl) ALyl eVl B

Lokken RP, et al.
AJR AM J Roentgenol 2012 Mar;198(3):609-15.

Objective: CT urography is increasingly used as the initial imaging test in patients with hematuria. The aim of
our study was to determine the yield of CT urography in young adults with hematuria to see whether single phase
unenhanced CT would have been sufficient.

Materials & Methods: We reviewed medical records of consecutive patients undergoing CT urography between
March 2000 and July 2009 at our tertiary medical center. Of 5400 CT urograms performed, 375 (6.9%) in 359
patients aged 40 years or younger with hematuria were included in the study. Urographic findings were tabulated
according to their clinical significance. CT images were reviewed to see whether contrast-enhanced images were
necessary for diagnosis.

Results: A clinically significant source was found in 83 of 375 examinations (22.1%), including 42 of 142

(29.6%) for gross hematuria, 29 of 181 (16.0%) for microscopic hematuria, and 12 of 52 (23.1%) for hematuria of
unspecified subtype. The most common clinically significant findings were renal or ureteral calculi (n=73 [75.3%]);

four malignancies were also detected. Ninety-two (94.8%) of 97 clinically significant findings were evident on
unenhanced images. All significant findings that required contrast-enhanced images for diagnosis occurred in patients

with predisposing medical conditions.

Conclusion: A clinically significant source of hematuria was detected in 22.1% of CT urograms of young adults.

However, an unenhanced CT alone may be sufficient in patients without additional predisposing medical conditions,

thereby reducing radiation dose in this radiosensitive population.

) ) Ciagh gl Al e e eled LRI e O ) Sleall csmall ) gl pladtd o1 siadd) cioa
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Diagnostic Radiology

L;Gw\ ' . :...“

I sultrasound imaging inferior to computed tomography or magnetic
resonance imaging in evaluating renal mass size?

gaall Al pguaily A3lea Sa5a JB) £ 0] Afigall (368 g lpall Lngeall) Liliny o
Aplst) JiS aaa 4l (B anhaliiall Guaigdly sgeailly

Mucksavage?, et al
Urology 2012 Jan;79(1):28-31.

Objective: To evaluate whether ultrasonography was inferior in detecting the size of a renal mass preoperativel:
because of the increased attention on the harmful effects of ionizing radiation in medical imaging.

Methods: A prospectively maintained database was reviewed of all patients who underwent renal ultrasonograph
before definitive therapy for the renal mass. Every patient who underwent ultrasound imaging also underwent computed
tomography (CT) or magnetic resonance imaging (MRI), or both, before treatment. The size of the largest tumc
identified per imaging modality was compared among the modalities using correlation and analysis of variance.

Results: A total of 116 patients underwent ultrasound imaging before therapy. Of these patients, 80 also underwer
MRI, 66 underwent CT, and 38 underwent all 3 modalities before treatment. The average pathologic tumor size fc
the entire cohort was 4.45 cm (range 1-13). The size differences between CT and MRI compared with ultrasour
were small (<3.5%). Compared with MRI and CT, ultrasound was also well correlated (P<0.001 and P<0.001). I
patients who underwent all 3 imaging modalities, no difference was found in the average tumor size (P=0.896).
Conclusion: Ultrasound imaging does not appear to be inferior to CT and MRI in the imaging of renal masses. This
is useful in reducing the costs and levels of radiation exposure for the long-term follow-up of patients receiving activ
surveillance.

Sl (e Ciglaall sy Dl Gllyg Aadall J Al I s 2 G (SY) Al 358 zlsaVl sl 50 ani iagl) Cisa
chll sl L 8 Aeadiiall Aiygall AaiBU Al
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ZlsaV s 4l oal e U1 LagalS f MRI elliaall 0l ogeai of CT Gausme il jageai eha) o AlS AES 35ag Allal
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Psychiatry
g,_...éﬂ\ —kall

Nortriptyline versus fluoxetine in the treatment of major depressive disorder
sl sy g lal) 23 & fluoxetine Jil& nortriptyline aladiu

Hashemi S, et al.
Clin Pharmacok012;4:1-6.

Background: Depression is a common psychiatric disorder worldwide, including in Iran, and is estimated to affect
10%-15% of the population. Antidepressant drugs can have multiple side effects, so a good choice of drug is important
for successful treatment. This study compared the efficacy of nortriptyline with that of fluoxetine in the treatment of

patients with major depressive disorder and assessed related factors, including age, gender, and level of education.
Methods. The study was a double-blind, randomized clinical trial with a six-month follow-up period. Participants
were 120 patients aged 15-60 years with a diagnosis of major depressive disorder based on a psychiatry interview and
the Beck depression rating scale, which were performed at the beginning, middle, and end of the study. The patients
were treated with nortriptyline or fluoxetine. The paired t-test, independent t-test, and the chi-square test were used

to analyze the data.

Results: Twenty-three patients dropped out and 97 remained in the trial. Before intervention, the mean depression
score was 32.85+6.23 in the nortriptyline group and 33.12+6.50 in the fluoxetine group. The results of the independent

t-test showed a significant difference between depression score means before and after treatment in both groups.

Changes at the end of the trial compared with baseline scores were 13.4+4.68 and 16.96+4.96 for nortriptyline and
fluoxetine, respectively. Paired t-testing showed a significant difference in the mean depression score for both the
nortriptyline and fluoxetine groups. Age, gender, and level of education had no significant effects on the outcome of

treatment in the two groups.

Conclusion: The present study suggests that both nortriptyline and fluoxetine were effective in the treatment of
depression, but that fluoxetine was more effective than nortriptyline after 3 and 6 months of treatment.

S Jane (e %15-10 1 aila) Loy Cum b ol Ay Allal) Jpn G308 Gl LY (e QUESY) iay sy Ldla

Aalled) 2 ladl dalgdl sa¥) e ey Allall i) olgall L) (8 Vgl Sanie dpila il et o QUEOU saliad) 43550 (Say
Alall @y delsal) apiiy Sl Y] e)A) age dalles 3 fluoxetine s NOrtriptyline lie ¢ Alledll 435lie uhal) o383 L

99



Journal of the Arab Board of Health Specializations Vol.13, No 1, 2012

) codlaill sty uind) ¢ janll lgiaa (e

Gy A 60-15 ( atslee] Liaype 120 Ayl cilasi .+ el 6 dasbia 35 dpaxtill dag2he dflpdie Ay Al sha 5 téagd) ok
dallas cudi Al dlgdy Chuaiie ddylay b Ayl 25 Al QUESY) Ay pai) BECK alus dpudil] AL e slaieWl € S) el
c el Gl e 1S sl Jiid) Tl coppiaall t Ll aladiul &5 L (fluoxetine s nortriptyling) cplisl) aaly aaal
6.23+32.85tlleall 18 LSV Ll aus gia @l - Uiagya 97 Zud)all & oumyall S gsanal i hal) (pa Limype 23 o) il
Ll lavgie B dala cligh 2y Joiad) tlodl il yelal Lfluoxetine 4e sass & 6.50+33.13 nortriptyline icseaa
sicsanal 4.96+16.96 5 4.68+13. 4ase ) clidanally 4 )lae dushall ilgs & iyl Caly L e penal) G 8 Aallaall aays J8 LESY)
L o Laiy ¢ i sanal) BIS 3 LY Lol Jassia 3 ala (35l asas oyl tlas) sell sl e fluoxetine 5 nortriptyline
Lo seaall (s Al Aadled) @l e adaill (g5t ol Guiall ¢ penll pla il Sag

3 Adlad ST S fluoxetine Jlie of V) e SV dalles A fluoxetine s NOMIptyling ce JS dlad duhall o3a 7 i s culalifin)
nortriptyline g 25)adl dalled) (40 56l 653 555

L arge positive effect of lithium on prefrontal cortex N-acetylaspartate
in patientswith bipolar disorder
) Jd a8l b N-acetylaspartate o asfill sl alay) sl
uadl) ‘_,.1143 Q) ax die

Hajek T, et al.
J Psychiatry Neurosci 2012 Mar 7;37(2):110097.

Background: Neuroprotective effects of lithium (Li) have been well documented in tissue cultures and animal models,
whereas human data continue to be limited. Previous studies investigating the association between Li treatme
and brain N-acetylaspartate (NAA), a putative neuronal marker, showed mixed results because of methodologic
heterogeneity.

Methods:. To investigate the effects of Li on prefrontal cortex NAA levels, we compared patients with bipolar disorder
from specialized Li clinics in Berlin and Halifax with at least 2 years of ongoing Li treatment (Li group), patients with
lifetime Li exposure of less than 3 months more than 2 years ago (non-Li group) and healthy controls. Participan
in both patient groups had at least 10 years of illness and 5 episodes. We measured left prefrontal NAA levels usil
1.5-T magnetic resonance spectroscopy.

Results: We enrolled 27 participants in the Li, 16 in the non-Li and 21 in the healthy control groups. The non-Li
group had lower prefrontal NAA levels than the Li group (tz41 =-3.44, corrected p<0.01) or control participants (t35=
-2.91, corrected p<0.05), who did not differ from the Li group (t46 = -0.14, p=0.89). The same pattern of prefrontal
NAA differences was replicated in both sites. In addition, there was a negative correlation between prefrontal NAZ
and duration of illness in the non-Li group (r = -0.60, p=0.019) but not in the Li group (r=0.07, p=0.74).
Limitations: Study limitations include the crosssectional design and exposure to other medications.

Conclusion: Whereas patients with bipolar disorder, substantial illness burden and limited lifetime Li exposure had
significantly lower prefrontal NA A levels than controls, Li-treated patients with similar illness burden showed prefrontal

NAA levels comparable to those of healthy controls. These findings provide indirect support for neuroprotective

effects of Li and for negative effects of illness burden on prefrontal NAA levels in patients with bipolar disorder.

I3 Lo lasy) sie syl cillarall o V) cAgilgall 7 3lailly dpmptl) £, 30 A L asdill dpaanll 28050 il ash 5 i) s dad) 4dl8
Ssmac auly sa5) NAA _clall N-acetylaspartates silll aslledll o @A e laiind shaall Al cluhall o el adl LALB
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Anaesthesia And Intensive Care Medicine
Q)SJAS\ 2\,3\_'\&3\5 J,ps.'d\

Cardioprotection by thoracic epidural anesthesia?
0l Adlal) g8 pedill 408 Aty il aga Alda

Gauss A, et al.
Anaesthesis2011 Oct 14.

Background: Thoracic epidural analgesia (EDA) is thought to provide cardioprotective effects in patients undergoing
noncardiac surgery. The results of two previous meta-analysis showed controversial conclusions regarding the impact
of EDA on perioperative survival. The purpose of the present meta-analysis was to evaluate, whether thoracic EDA
has the potential to reduce perioperative cardiac morbidity or mortality on the basis of available randomized controlled
trials.

Patients And Methods: A systematic literature search was conducted in medical databases (Med-Line, EBM-
Reviews, Embase, Biosis and Biological Abstracts) and relevant clinical trials including patients undergoing
noncardiac surgery were evaluated by two independent investigators. All randomized controlled trials investigating
the effects of thoracic EDA on perioperative outcome, published from 1980 up to the end of 2008 were included into
this quantitative systematic review. Calculations were performed using the statistics program Review Manager 4.1
using a fixed-effects model.

Results: Nine studies with a total of 2,768 patients were included in the meta-analysis. Thoracic EDA did not reduce
perioperative mortality [odds ratio (Peto OR): 1.08; 95% confidence interval (CI) 0.74-1.58]. Patients receiving

thoracic EDA demonstrated a tendency to a lower rate of perioperative myocardial infarction. However, this effect of
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thoracic EDA did not reach statistical significance (Peto OR: 0.65; 95% CI 0.4-1.05).

Conclusions. The present meta-analysis did not prove any positive influence of thoracic EDA on perioperative in-

hospital mortality in patients undergoing noncardiac surgery. Furthermore, it remains questionable if thoracic ED/
has the potential to reduce the rate of perioperative myocardial infarction.
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A comparison between remifentanil and meperidine for labor analgesia
oaldall A il 8 meperidiney remifentanil ¢ 45\l

Leong WL, et al.
Anesth Anaf) 2011 Oct;113(4):818-25.

Background: Remifentanil is an ultrashort-acting opioid with favorable pharmacokinetic properties that make it
suitable as a labor analgesic. Although it crosses the placenta freely, it is eliminated quickly in the neonate by rap
metabolism and redistribution. We aimed to determine whether remifentanil compared with meperidine is effective
in reducing pain scores in laboring parturients. Other effects on the mother, the labor process, and the neonate w
also examined.

Methods. MEDLINE, CINAHL, Embase, Cochrane CENTRAL, and Maternity and Infant Care databases were
searched without language restriction using multiple keywords for labor analgesia, remifentanil, and meperidine
Published abstracts from 5 key research meetings and references from retrieved articles were examined for additio
studies. Randomized controlled trials in laboring parturients comparing remifentanil with meperidine were selectec
Risk of bias was assessed using criteria outlined in the Cochrane Handbook for Systematic Reviews of Interventior
We assessed for adequacy of sequence generation, allocation concealment, blinding, and completeness of follow-
Data were extracted from each study using a standardized data collection form. The primary outcome was reducti
in pain scores (visual analog scale [VAS], 0-100 mm). We also evaluated maternal side effects (sedation, oxyge
desaturation, and bradypnea) and effects on the neonate (Apgar scores, umbilical cord pH, and Neurologic a
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Adaptive Capacity Scores).

Results: Seven studies (349 patients) were identified for inclusion; only 3 studies were suitable for quantitative

synthesis in a meta-analysis (233 patients). We found that remifentanil reduces the mean VAS score at 1 hour by
25 mm more than meperidine (P<0.001) (95% confidence interval = 19-31 mm). Limited conclusions can be made

regarding the side-effect profile of remifentanil because of insufficient data.

Conclusion: Compared with meperidine, remifentanil is superior in reducing mean VAS scores for labor pain
after 1 hour.
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Otor hinolaryngology
syaindly ca¥ls (3N el

Olfactory dysfunction in patients with head trauma
bl Gagday e die Apadl) ALl 5 g

Fujii M, et al
Auris Nasus Laryr 2002 Jan;29(1):35-40.

Objective: There are few reports about following up olfactory acuity of the patients who have post-traumatic olfactory
dysfunction. In this study, we studied about patients with post-traumatic olfactory dysfunction for a short period
under a treatment.
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M ethods: The olfactory function of 27 patients with head trauma was studied. The olfactory acuities of all the patients
were examined using olfactory tests before the treatment, and 18 patients were examined again after the treatme
Olfactory functions were evaluated in 26 patients by T&T olfactometry and in 27 patients by Alinamin test. All of
the patients were treated with a local injection of suspended steroid solution into the nasal mucosa [J Otolaryngol J|
102 (1999) 1175].

Results: Before the treatment, 16 patients (61.5%) presented anosmia, five patients (19.2%) presented severe
hyposmia, three patients (11.5%) presented moderate hyposmia, and two patients (7.7%) presented mild hyposmn
Eighteen cases (69.2%) were negative for the Alinamin test and eight cases (30.8%) were positive. The improveme
rates of recognition and detection thresholds by T&T olfactometry were 35.3 and 23.5%, respectively.

Conclusion: Olfactory dysfunction caused by head trauma can be recovered to a limited degree in some cases by t
local injection of steroid within the relatively short period from the start of the therapy.
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Ophthalmology
el jeal Y]

Evaluation of iron, zinc, and copper levelsin pterygium tissue
pterygium 5,8l g & Guladlly il cyaal) Glygiue auds

OrtakH, et al
Jpn J Ophthalm®012 Feb 17.

Purpose: To determine the concentration of the trace elements iron, copper, and zinc in pterygium tissue and healtt
conjunctiva tissue and to investigate the involvement of these elements in pterygium etiopathogenesis.

Methods. Twenty patients with pterygium were enrolled in the study. The pterygium was excised and a conjunctival
rotational flap or autograft inserted. Normal conjunctiva tissue was obtained from the flap or graft. The concentrations

of iron, zinc, and copper in the pterygium and conjunctiva tissues were determined by atomic absorption spectromet
after microwave digestion.

Results: Iron, zinc, and copper levels were significantly higher in the pterygium tissue than in the normal conjunctiva
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(P<0.001). The mean iron, zinc, and copper concentrations in the pterygium tissue were 819, 214, and 3.40 pg/g,
whereas the mean concentrations of these elements in the control tissue were 491, 148, and 2.19 pg/g, respectively.
Conclusions: Pterygium is a fibrovascular proliferative disorder and elevated levels of trace elements in pterygium
tissue may play a pathogenic role via oxidative damage.
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Lalall al e

Methicillin-resistant Staphylococcus aureus (MRSA) carriage in a dermatology unit
Lalal) ) asg & methicillin d daglial) 4 dal) cilaghial) dles

Pacheco R, et al
Clinics (Sao Paulp2011;66(12):2071-7.

Objective: The aim of this study was to characterize Staphylococcus aureus (MRSA) carriage in a dermatology
unit.

Methods: This was a prospective and descriptive study. Over the course of 26 weeks, surveillance cultures were
collected weekly from the anterior nares and skin of all patients hospitalized in a 20-bed dermatology unit of a
tertiary-care hospital. Samples from healthcare workers (HCWS) were cultured at the beginning and end of the
study. Colonized patients were put under contact precautions, and basic infection control measures were enforced.
Staphylococcus aureus colonization pressure was determined monthly. Colonized and non-colonized patients were
compared, and isolates were evaluated for antimicrobial susceptibility, SCCmec type, virulence factors, and type.
Results: Of the 142 patients evaluated, 64 (45%) were colonized by MRSA (39% hospital acquired; 25% community
acquired; 36% indeterminate). Despite isolation precautions, hospital-acquired Staphylococcus aureus occurred in
addition to the continuous entry of Staphylococcus aureus from the community. Colonization pressure increased
from 13% to 59%, and pemphigus and other bullous diseases were associated with MRSA colonization. Eleven out
of 71 HCWs (15%) were Staphylococcus aureus carriers, although only one worker carried a persistent clone. Of the
hospital-acquired MRSA cases, 14/28 (50%) were SCCmec type IV (3 PFGE types), 13 were SCCmec type Il (46%),
and one had an indeterminate type. These types were also present among the community-acquired Staphylococcu:
aureus isolates. SSCmec type IV isolates were shown to be more susceptible than type Il isolates. There were two

105



Journal of the Arab Board of Health Specializations Vol.13, No 1, 2012

cases of bloodstream infection, and the pvl and tst virulence genes were absent from all isolates.

Conclusions. Dermatology patients were colonized by community- and hospital-acquired Staphylococcus aureus
Half of the nosocomial Staphylococcus aureus isolates were SCCmec type IV. Despite the identification of
colonized patients and the subsequent contact precautions and room placement, Staphylococcus aureus coloniza
continued to occur, and colonization pressure increased. Pemphigus and other bullous diseases were associated
Staphylococcus aureus
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