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Medical Ethics
The past, present and future

Ethics is the science of morals and constitutes a certain number of rules of “good conduct”. Medical ethics refers
to rules that health professionals are subject to in their daily practice. It involves ethical rules that apply to everyone,
the scientific ethical rules, and morals, which are unique for each individual. Medical ethics must allow access to care
for all, under optimal conditions for medical care, without any discrimination. Medical confidentiality or the patient’s
freedom are part of medical ethics rules. They are codified and monitored by the College of Physicians. A more recent
branch of medical ethics is bioethics, which is facing the moral issues raised by some of the recent techniques such
as grafting, the use of assisted reproduction, and genetics.

Medical ethics is a field of applied ethics, the study of matters involving moral principles or practices and matters
of social policy involving issues of morality in the practice of medicine.

The main factors shaping Medical Ethics are religious, philosophical, ideological, and cultural values.

I.  Historical overview: With the passage of time, the discipline of
medicine has acquired a central role in various civilizations. The first ever
medical legislation was Hammurabi’s Code of Law, which appeared in
Mesopotamia. It contains many laws such as maintaining the sacredness
of the practice of medicine, strongly prohibiting quacks from practice,
imposing severe penalties on violations of the codes of practice, strongly
emphasizing the human and moral values in the practice of medicine.

Many medical specialties appeared for the first time in ancient Egypt,
for example ophthalmology. Furthermore codes of practice were enforced
to govern the practice of medicine. In addition, the human and moral
values in the practice of medicine were emphasized.

In old Chinese and Indian civilizations, they had a considerable interest
in the field of medicine, so they laid out strict rules and regulations that
respected humanity.

Greek introduced the concept of the relationship between human
health and the environment, emphasized the Doctor-Patient relationship,
strongly emphasized on the ethics of medical practice, and introduced
civilization and humanistic values to the northern and western shores of
the Mediterranean.

Il.  With advancement of medical sciences: The physicians
started to have a prestigious role in society, a new concept of “divining”
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physicians came into existence. The Egyptian physician “Imhoteb” received
great importance and significance, his reputation was spreading very quickly,
and he became the “God of Medicine” and his teachings used to regulate the
practice of medicine. The Greeks worshipped Apollo because he was a skilled
doctor, and of very noble character and values, and they also worshipped
“Hygieia”, daughter of the God of medicine “Asclepius”, and from whose
name the word “Hygiene” was derived, and Goddess “Panacea” which means
“remedy for all diseases.

I11. Overview of the Hippocratic Oath: Hippocrates (370-460 BC) is
one of the most prominent physicians of all time, and was called the “Father
of Medicine” because he took medicine to a high and prestigious stature. His students attributed to him a large
number of medical writings, and the Hippocratic Oath was introduced by his students one hundred years after his
death.

The text of the Oath is “I swear by Apollo, the healer, Asclepius, Hygieia, and Panacea, and | take to witness all the
gods, all the goddesses, to keep according to my ability and my judgment”. The values of the oath are kindness and
compassion, no harm to anyone, respecting confidentiality, autonomy, medical Liability.

To be continued “Medicine in the Islamic State™....

Professor Mohamed Swehli
Editor-in-chief
Secretary General of the Arab Board of Health Specializations
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LIPID ABNORMALITIES IN PATIENTS WITH CHRONIC
RENAL FAILURE UNDERGOING HAEMODIALYSIS
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ABSTRACT

Objective: To evaluate the lipid abnormalities in
patients with end stage renal disease who were on
maintenance regular haemodialysis.

Methods: The study was conducted on 50 patients in
the dialysis unit in Ibn-Sina Teaching Hospital in Mosul

city, from May 2006 to October 2006, of them 26 were
males and 24 were females, and a control group of 50
persons nearly matched with age, sex and body mass
index. Demographic characteristic and written concern
were obtained for both groups, the diabetic and patients
with end stage renal disease who are already on lipid
lowering drugs were excluded. Total cholesterol and

*Khalid NM Al-Khero, MD, Consultant Physician, Hematologist, Department of Medicine, College of Medicine, Mosul University, Duhok, Irag.

E-mail: khalid_kheroo@yahoo.com

*Malavan Habeeb Mohammed, Lecturer, Department of Medicine, College of Medicine, Duhok University, Irag.

*Arkam Gazi; Physician, 1bn-Sina Teaching Hospital.

*Emad Abduljaber Thanoon, PHD, Department of Pharmacology, College of Medicine, Mosul University, Iraqg.
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triglyceride (TG) were determined enzymatically
using spectro-photometric device. Serum high density
lipoprotein (HDL) was determined using (C-HDL Pre)
kit. The concentration of LDL and VLDL cholesterol
were calculated according to the Friedewald formula.
All patient underwent electrocardiography (ECG, using
ASPEL-ASCARD B5-ECO device). The same tests were
conducted for the control group.

Results: A critical decrease was observed in serum
high density lipoprotein level (p<0.001) in patients when
compared with healthy controls. A significant increase
in serum triglyceride content of patients (p<0.001)
was also observed. There was a significant tendency to
atherosclerotic heart diseases in patients with end stage
renal disease who have dyslipidemia when compared
with healthy controls. It was observed in this study, that
improvements in lipid profile results were achieved with
more frequent session of haemodialysis per week.

Conclusions: These abnormalities of blood lipids
is probably contributing factor to the high incidence
of atherosclerotic heart diseases in this population of
patients. Increasing the frequency of dialysis could be of
benefit and far better outcome obtained regarding lipid
profile improvement.

INTRODUCTION

Chronic kidney disease refers to either kidney
damage or a decreased kidney Glomerular Filtration
Rate (GFR) of less than 60 ml/min/1.73m? for three
or more months according to the Kidney Disease
Outcomes Quality Initiative.! Irrespective of etiology,
chronic kidney disease is associated with increased
risk for cardiovascular disease (CVD).2 End stage
renal disease (ESRD) represents a clinical state or
condition in which there has been an irreversible loss
of renal function, of a degree sufficient to render the
patient permanently dependant up on renal replacement
therapy (RRT: dialysis or renal transplantation).® Lipid
disturbances are a constant feature of chronic renal
failure. They comprise a significant risk factor for
vascular complications.* Hypertriglyceridemia is the
major lipid abnormality in CRF patients and it occurs
in as much as 60% of these patients. It is believed to
be mainly the consequence of increased production
and impaired removal of TG.5 Hypercholesterolemia is

less common as it affects 20-30% of patients with renal
insufficiency.®

The aims of this study were to assess lipid profile
abnormalities in patients with end stage renal disease,
and to define the role of dyslipidemia in the acceleration
of atherosclerotic heart disease. Also to evaluate the
effect of the weekly frequency of HD session on the
lipid profile.

METHODS

The study was conducted on patients suffering
from chronic renal failure with end stage renal
disease(ESRD), who were attending the dialysis unit in
Ibn-Sina teaching hospital in Mosul City, between May
to October 2006. A case control study was adopted to
achieve the aims of the study.

Demographic characteristic and written consent were
obtained for both groups.

Fifty patients with end stage renal disease on regular
haemodialysis were selected, 26 were males and 24
were females. Patients who had one or more of the
following were excluded; diabetes mellitus, coronary
artery disease or structural heart diseases, hypertension
before developing renal failure, chronic hepatic
problems, hypothyroidism, alcoholic patients, patients
receiving drugs which affect the lipid metabolism like
beta-blocker, anticonvulsant and antiviral drugs, and
patients with end stage renal disease who are already on
lipid lowering drugs.

The control group consist of 50 normal persons (26
males and 24 females), nearly matched with age body
mass index (BMI) of the patients group, and all have no
previous history of chronic renal disease diseases.

A 10 ml venous blood samples for lipid profile were
obtained after at least 12 hour fast from all subjects
early in morning prior to HD session. The lipid content
determinationswere performed immediately after sample
collection. Total cholesterol and TG contents were
determined enzymatically using spectrophotometric
device. Total cholesterol level determined by using
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CHOD-POD Enzymatic colorimetric method, in which
a buffer reagent (phenol) cholesterol esterase, oxidase
(CHOD) and peroxidase (POD) enzymes were used in a
series of reactions yielding Quinonimine compound the
color intensity of it measured which was proportional to
the level of cholesterol in the sample.”

Regarding TG level the (TG PAP 150) Kit used
in which enzymatic reagents (lipase, glycerokinase,
glycerol-3-phosphate oxidase and peroxidase) were
used in a series of reactions yielding the same compound
Quinoneimine and its color intensity measured to
determine TG level in the sample.?

Serum HDL was determined using (C-HDL Pre) Kit,
the chylomicrons, VLDL and LDL contained in the
specimen were precipitated by addition of a mixture
of phosphotungestic acid and magnesium chloride,
the supernatant obtained after centrifugation contains
HDL.° The concentration of LDL and VLDL cholesterol
were calculated according to the Friedewald formula.X?

All patient underwent electrocardiography (ECG)
using ASPEL- ASCARD B5-ECO device, and any
evidence of ischemia has been reported according to the
standard criteria.

Statistical analysis: Two statistical tests were used
to look for the differences between cases and controls,
the Chi-square (X?) test and independent samples t-test,
p-value regarded significant when it was <0.05.

RESULTS

The whole population studied (cases and controls)
is represented in Table 1, the general characteristics
of the two groups are shown including their age, sex,
BMI, mean blood pressure and the duration of HD and
mean level of blood urea and serum creatinine of ESRD
patients. Their body mass index ranges between 24-28
kg/m? with tendency of higher levels in female patients
than male. Despite regular HD, many patients had
marked renal impairment with very high blood urea and
serum creatinine. Many factors are responsible for that;
namely inadequate and infrequent dialysis sessions, and
poor cooperation of patients in attending their dialysis
session, plus non-compliance to medical conservative
treatment.

Most of the patients with ESRD who undergo
maintenance HD had normal level of total serum
cholesterol, a slightly low LDL-C which is a reflection
of the malnutrition state of these patients. A critical
decrease in serum HDL level was observed in patients
when compared with controls (p<0.001), and a
significant increase in serum TG level of patients was
also observed (p<0.001), Tables 2, 3, 4, and 5.

In the present study, the frequency of HD in patients
with ESRD has been studied in relation to the levels
obtained for TG and HDL-C, there is an improvement in
lipid profile, particularly of TG, in those who have more
frequent session of HD per week (p<0.004); Table 6,

. Cases Controls
Variable
Male Female Male Female
No. (%) 26 (52.0) 24 (48.0) 26 (52.0) | 24 (48.0)
15-39 13 7 14 9
Mean age group 40-59 8 12 10 1
(years)
>60 5 5 2 4
Mean BMI (Kg/m?) 24.6 27.4 25 28.1
Mean BP (mmHg) 135/95 130/90 120/70 125/85
Mean B. Urea (mmol/L) 22.3 21.8 - -
Mean S. Creatinine (mmol/L) 701.7 696 - -
Mean duration of HD (months) 115 10 - -

Table 1. Clinical variables in healthy controls and ESRD subjects.
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whereas there is no significant changes on serum level
of TG and HDL regarding the duration of HD.

The study showed that most patients on chronic
regular HD who had significant dyslipidemia have
evidence of ischemic changes (p<0.001) on ECG, which
means that there is more tendencies to atherosclerotic
heart disease when compared with healthy controls.

DISCUSSION

To evaluate the lipid profile in patients with end stage
renal disease on regular haemodialysis, a case-control
study was carried out and revealed a normal level of

total serum cholesterol, a slightly low LDL-C which is
a reflection of the malnutrition state of these patients. A
critical decrease in serum HDL level was observed in
patients (p<0.001) when compared with controls, and
a significant increase in serum TG (p<0.001) content of
patients was also observed.

These findings are in accordance with the study done
by Atman et al,* Shoji et al,*2** and Alaupovic et al.**

The increase in TG level and low level of HDL
observed in dialysis patients is caused by alteration
in lipid metabolism, mainly due to abnormal lipase
function,®® increased synthesis of apo-B protein that

Total serum cholesterol Cases No. (%) Controls No. (%) p-value
High
3(6.0 16 (32.0
>5.2 mmol/L (>200 mg/dl) (6.0) (32.0) <0.001
Mean level of T. Cholesterol 6.03 mmol/L 5.73 mmol/L
Normal
47 (94.0 34 (68.0
<5.2 mmol/L (<200 mg/dl) (94.0) (68.0) <0.001
Mean level of T. Cholesterol 3.18 mmol/L 4.41 mmol/L
Total 50 (100.0) 50 (100.0)

Table 2. Distribution of the study population according to the total serum cholesterol level.

LDL level Cases No. (%) Controls No. (%) p-value
Below normal
28 (56.0 5(10.0 <0.001
<1.8 mmol/L (<69 mg/dl) (56.0) (10.0)
Mean level of LDL 1.19 mmol/L 1.16 mmol/L
Normal range
22 (44.0 45 (90.0 <0.001
1.8-3.37 mmol/L (69-130 mg/dl) (44.0) (90.0)
Mean level of LDL 2.39 mmol/L 3.09 mmol/L
Total 50 (100.0) 50 (100.0)

Table 3. Distribution of the study population according to LDL level.

HDL level Cases No. (%) Controls No. (%) p-value
Low
34 (68.0 11 (22.0 <0.001
<1 mmol/L (<40 mg/dl) (68.0) ( )
Mean level of HDL 0.63 mmol/L 0.8 mmol/L
Normal
16 (32.0 39 (78.0 <0.001
>1 mmol/L (=40 mg/dl) (32.0) (78.0)
Mean level of HDL 1.04 mmol/L 1.19 mmol/L
Total 50 (100.0) 50 (100.0)

Table 4. Distribution of the study population according to HDL level.
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occurs concomitantly with a decrease in the metabolism
of VLDL, and that the activity of both lipoprotein lipase,
and hepatic TG lipase are reduced in HD patients.®

The study revealed that most of patients with ESRD
who undergo maintenance HD had normal level of
total serum cholesterol, a slightly low LDL-C which is
statistically not significant, and this is a reflection of the
malnutrition state of these patients, these findings are in
consistent with other study.*’

The study showed that the most patients on chronic
regular HD who had significant dyslipidemia have
evidence of ischemic changes on ECG, which means
that there is more tendencies to atherosclerotic
heart disease when compared with healthy controls.
This can be explained by the fact that the TG rich
lipoproteins drive a metabolic reaction that produces
LDL particles with abnormal composition, and the
best known example is, small dense LDL that confers
at least a 3 fold higher risk compared with large LDL.

Dialysis patients who have hypertriglyceridemia

accumulate large amount of small, dense LDL and
this may confer a potential risk to these patients. Thus,
patients with the same LDL-C level may have different
amount of small, dense LDL and intermediate density
lipoprotein (IDL), these particles have atherogenic
potential, oxidized and accelerate atherogenesis.>18-20

The frequency of HD in patients with ESRD has
been studied in relation to the levels obtained for TG
and HDL-C, and show that there is an improvement in
their level, particularly of TG, in those who have more
frequent sessions of HD per week.

There are substantial data from observational studies
suggesting that far better results have been achieved
with the use of longer session, and especially with
increase in the frequency of HD.?* Our studies show
that the duration that patients being on HD weather less
than one year or more than one year have no influence
on the levels of TG and HDL obtained, and most of the
patients who have longer duration of HD have the same
results of high TG and low HDL levels. This means that

TG level Cases No. (%) | Controls No. (%) p-value
High
2 (64. 1 . .001
>1.7 mmol/L (>150 mg/dl) 32 (64.0) 5(300) 0.00
Mean level of TG 2.12 mmol/L 2.52 mmol/L
Normal range
18 (36.0 35 (70.0 0.001
0.6-1.7 mmol/L (53-150 mg/dI) (36.0) (70.0)
Mean level of TG 0.89 mmol/L 1.37 mmol/L
Total 50 (100.0) 50 (100.0)

Table 5. Distribution of the study population according to TG level.

Frequency of haemodialysis/week
Serum HDL level 2 = p-value
Twice No. (%) Thrice No. (%)
Low
29 (76.5 5(41.6 <0.001
<1 mmol/L (<40 mg/dl) (76.5) (41.6)
Mean level of HDL 0.64 mmol/L 0.87 mmol/L
Normal
9(235 7 (58.4 <0.02
>1 mmol/L (=40 mg/dl) (23.9) (584)
Mean level of DL 1.04 mmol/L 1.09 mmol/L
Total 38 (100.0) 12 (100.0)

Table 6. Distribution of the cases according to frequency of HD and serum HDL.
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there is no impact of the duration being on HD on the
lipid profile.

CONCLUSIONSANDRECOMMENDATIONS

This study demonstrated a critically low serum
level of high density lipoprotein (p<0.001) in
patients when compared with healthy controls. A
significant increase in serum triglyceride content of
patients (p<0.001) was also observed. This sort of
dyslipidemia is probably contributing to the high
incidence of atherosclerotic heart diseases in this
population of patients.

Increasing the frequency of dialysis can be of benefit
and far better outcome obtained regarding lipid profile
improvement. Patients with ESRD should be thoroughly
investigated for lipid profile and further studies are
recommended for estimation of small dense LDL and
IDL particles.
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ABSTRACT Results: Between January 1998 and December 2014,
there were 358 newly diagnosed cases of cancer among

Objective: The aim of this study was to describe the the Bahraini children in the Kingdom of Bahrain with an
epidemiology of cancer among the Bahraini children annual average of 21 cases, 216 (60.3%) were boys and
in the years 1998-2014 and examine its health policy 142 (39.7%) were girls. The average annual truncated
implications. world ASRs were 14.6 and 9.9 per 100.000 Bahraini
Methods: All cancer cases in the Bahrain Cancer boys and girls, respectively. During the 14-year period,
Registry from st January 1998 to 31st December 2014 the world ASRs for the Bahraini children appear to
were included. have increased in both sexes. The average annual age-
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specific incidence rates indicated a tendency to
decline from childhood to pre-adolescence in both
SEXes.

Conclusions: Childhood cancer is a public health
burden which warrants the attention of health policy-
makers. In Bahrain, leukemia was the most commonly
diagnosed cancer in children, accounting for more
than a third of all cases (35.7%), the second was
cancer of the brain and CNS (15.9%), and Hodgkin s
disease was the third, accounting for 9% of all cases.
Data on childhood cancer risk factors, should be
further considered in childhood cancer epidemiology
research in Bahrain.

INTRODUCTION

Childhood cancer is defined as all cancers occurring
in children before 15 years of age. Although childhood
cancers represent a small percentage (1%) of all cancers,
about half of these children will die, contributing
significantly to the estimated 79.953 childhood cancer
deaths in 2012 in the world.* An estimated 175.000 cases
of childhood cancer are diagnosed annually worldwide,
and less than 40% of patients mainly in high-income
countries are thought to be adequately diagnosed and
treated.? Childhood cancers represent an important
global public health problem.

Worldwide, the highest incidence rates (48%) for
all childhood cancers combined was found in children
below 5 years of age for both sexes; however, this pattern
differs greatly by cancer type. There is considerable
variation in the incidence and mortality rate between
countries. Incidence rates range from 130 (British
Isles) to 160 cases (Scandinavian countries) per million
children, and 155 cases per million persons in Nigeria to
40 cases per million persons in the Indian population of
Fiji. These variations depend on how extensively data
are reported.®

The etiology of childhood cancer usually remains
unknown for most of the cases. However, genetic factors
and certain prenatal and postnatal exposures (e.g.,
radiation, diethylstilbestrol (DES), viruses) are known
to increase the risk of developing some childhood
cancers.*

11

Childhood cancers represent an important global
public health problem. The overall 5-year survival rate
of childhood cancer has increased to approximately
80%; however, it is considered to be the second cause of
death in children aged 5-14 years following accidents.
About half of children with cancer will die, contributing
significantly to the estimated 79.953 childhood cancer
deaths in 2012 in the world. The major types of cancers
in children ages 0 to 14 years are acute lymphocytic
leukemia (ALL), brain and other central nervous system
(CNS) tumors, and neuroblastoma.?

Describing the epidemiology and trends of childhood
cancer, will allow reviewing of current policies
regarding cancer prevention and control.

METHODS

Cancer cases included in this study were those in
Bahraini children registered in the Bahrain Cancer
Registry between 1st January 1998 and 31st December
2014. Personal, clinical and tumor details are collected
by the registry using a specially-designed registration
form. The Bahrain Cancer Registry is a national
population-based registry covering all residents in the
country and collects information on epidemiological,
clinical and pathological aspects of the disease.
This includes personal data, type, anatomical site
and histological data of the tumor. It also includes
information on the tumor stage, basis of diagnosis
and hospital of treatment and referral. Information is
then entered into the registry database and checked
for duplication and consistency using the CanReg4
software.

Incidence rates were calculated using CanReg4
software (Descriptive Epidemiology Unit, International
Association of Cancer Registries, Lyon, France), in
which the yearly crude incidence rate, age-specific
incidence rates (ASPIRs) and age-standardized
incidence rates (ASIRs) were computed. Incidence
rates were standardized for age and sex by the direct
standardization method using the world standard
population. Data analysis was performed using the
Statistical Package for the Social Sciences, Version
20.0 (IBM, Corp., Chicago, Illinois, USA).
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RESULTS

Bahrain cancer registry registered a total of 8013
cases of cancer between January 1998 and December
2014, 358 cases were reported in children aged 0-14
years, constituting approximately 4.5% of the total
cancers reported. The average annual frequency of
childhood cancers was 21 cases per year. Of these
358 cases in children, 216 (60.3%) were boys and 142
(39.7%) were girls.

The average annual truncated crude incidence cancer
rate was higher among Bahraini boys at 14.2 per 100.000
compared to 9.6 per 100.000 in Bahraini girls. The
average annual truncated world ASRs were 14.6 and 9.9
per 100.000 Bahraini boys and girls respectively, giving a
male: female ratio of around 1:0.6. The age standardized
incidence rates of childhood cancers in Bahraini males
and females are presented in Table 1 and 2.

Overall, the total number of registered cases of
leukemia were 128 cases, of these 69 cases (54%) were
acute lymphocytic leukemia (ALL), 31 cases (24%)
were other leukemia and 28 cases (22%) were acute
myeloid leukemia (AML), followed by cancers of the
brain and CNS (57 cases), Hodgkin’s disease (32 cases),
kidney (26 cases), and non-Hodgkin (NHL) (26 cases)

constituted over 75% of the total childhood cancer
burden (269 new cases) during the 17-year period.

Over the 17-year period, the average annual world
ASRs for all childhood cancers combined demonstrated
a relatively stable rate among boys starting from 1998
till 2005, followed by a decline in 2007 and then a
steady increase till 2014. However, girls had a lower
incidence rate than boys with a two drop incidence
(2002, 2007) and a nearly steady increase from 2007
till 2014, Figure 1.

Girls had generally lower incidence rates than boys
throughout ages 0-14. The average annual age-specific
incidence rates indicated a tendency to decline from
childhood to pre-adolescence in both sexes. Incidence
of cancer was highest among children under the age
of 5, with age-specific rates of 17.8 and 13.2 cases per
100.000 boys and girls, respectively.

Between 1998 and 2014, leukemia was observed to
be the leading malignancy in Bahraini boys (76 new
cases), followed by brain tumors, Hodgkin’s disease,
NHL, and bone cancer. Leukemia was also the most
common cancer among Bahraini girls with 52 new
cases, followed by cancers of the brain, kidney, NHL,
and connective tissue. The truncated ASRs and age-

Cancer Site 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 ICD (10TH)
Liver 0.0 0.0 0.0 0.0 15 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 21 0.0 Cc22
Nose, sinuses etc. 0.0 0.0 0.0 13 0.0 0.0 15 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 C30-C31
Trachea, bronchus, lung 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.1 0.0 1.0 C33-C34
Other thoracic organs 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 12 0.0 0.0 0.0 0.0 0.0 C37-C38
Bone 0.0 0.0 2.3 13 11 2.6 0.0 34 2.6 1.0 0.0 0.0 1.0 1.0 0.0 0.0 2.0 C40-C41
Other skin 0.0 0.0 0.0 0.0 0.0 0.0 0.0 11 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 C44
Connective, soft tissue 0.0 0.0 0.0 15 0.0 15 0.0 0.0 12 0.0 0.0 0.0 12 0.0 0.0 0.0 0.0 C47-C49
Testis 0.0 2.8 0.0 11 0.0 0.0 0.0 0.0 12 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 C62
Kidney, ureter etc. 4.5 0.0 1.0 15 15 0.0 12 0.0 12 14 18 12 0.0 12 0.0 0.0 0.0 C64-C66; C68
Bladder 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 21 0.0 0.0 Cce67

Eye 0.0 0.0 13 0.0 0.0 0.0 15 0.0 0.0 0.0 0.0 0.0 0.0 11 0.0 0.0 0.0 C69
Brain, nervous system 13 1.6 2.9 3.8 37 1.2 52 1.1 21 21 26 0.0 2.2 3.0 2.0 3.2 2.1 C70-C72
Adrenal gland 0.0 16 0.0 2.8 0.0 0.0 15 0.0 12 0.0 0.0 0.0 0.0 0.0 1.0 0.0 0.9 C74
Other Endocrine glands 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.0 0.0 0.0 C74
Hodgkin's disease 13 0.0 13 0.0 11 2.3 21 5.0 0.0 14 17 21 1.0 0.0 3.0 19 2.8 c81
Non-Hodgkin lymphoma 0.0 13 0.0 0.0 0.0 2.3 12 3.6 0.0 0.0 1.0 12 12 1.0 11 0.0 2.9 C82-C85;C96
Multiple myeloma 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.0 0.0 0.0 0.0 0.0 C90
Lymphoid leukemia 38 29 33 4.4 27 2.2 23 25 0.8 0.0 29 12 35 43 32 31 5.1 Ca1
Myeloid leukemia 16 12 0.0 13 15 0.0 0.0 0.0 2.0 1.0 17 22 10 0.0 2.2 21 1.0 C92-C94
Leukemia unspecified 0.0 0.0 13 0.0 0.0 12 0.0 14 18 11 26 0.0 23 33 11 11 1.0 C95
Other & unspecified 29 0.0 0.0 0.0 12 12 0.0 0.0 0.0 14 0.0 12 0.0 0.0 0.0 0.0 0.0 Other
Total 15.0 111 131 18.9 147 144 16.7 18.2 141 9.0 13.9 104 142 14.8 17.9 134 193

Table 1. World age-standardized incidence rates of cancers in Bahraini boys, 1998-2014.
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Cancer Site 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004 | 2005 | 2006 | 2007 | 2008 | 2009 | 2010 | 2011 | 2012 | 2013 | 2014 | ICD (10TH)
Colorectum 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.9 00 | 00 0.0 0.0 0.0 0.0 ci18-c21
Trachea,
bronehs, lung 0.0 13 1.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 | 00 0.0 0.0 0.0 0.0 €33-C34
oorg‘:r:s‘“‘“ac'c 0.0 0.0 00 | 00 | 00 0.0 0.0 00 | 00 | 00 0.0 00 | 00 0.0 0.0 00 | 00 C37-C38
Bone 26 12 0.0 0.0 0.0 0.0 0.0 0.0 12 0.0 0.9 13 | 00 1.0 0.0 0.0 1.0 Cc40-c41
Connective, soft 0.0 17 00 | 00 | 00 0.0 11 33 | 09 | 00 0.0 00 | 00 0.0 21 32 | 00 Ca7ic49
Ovary 0.0 0.0 1.0 12 0.0 0.0 0.0 11 0.9 0.0 0.0 00 | 00 0.0 0.0 0.0 1.0 56
Kidney, ureter, C64-C66;
pelvie ot 0.0 3.0 13 0.0 0.0 0.0 16 16 5.0 0.0 1.9 00 | 00 0.0 0.0 0.0 2.1 68
Bladder 0.0 0.0 0.0 16 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 | 00 0.0 0.0 0.0 0.0 c67
Eye 0.0 0.0 0.0 0.0 0.0 0.0 12 0.0 0.0 0.0 0.0 13 | 00 0.0 0.0 0.0 0.0 69
Brain, nervous
o 0.0 13 13 0.0 0.0 12 32 0.0 3.0 0.0 1.0 10 | 34 33 12 2.1 3.0 C70-C72
Adrenal gland 0.0 0.0 0.0 0.0 0.0 33 0.0 0.0 0.0 0.0 0.0 00 | 00 11 0.0 0.0 11 cr4
g?:g:”d‘”""e 0.0 0.0 0.0 0.0 16 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 c75
Hodgkin's disease | 0.0 13 11 25 0.0 0.0 0.0 0.0 0.0 0.0 0.0 00 | 00 0.0 11 2.0 1.0 cs1
Non-Hodgkin C82-
Iymphoma 0.0 0.0 0.0 12 0.0 2.9 28 0.0 0.0 1.0 0.9 00 | 00 23 0.0 11 0.0 co5.co8
Lymphoid
I pnal 46 25 58 25 32 0.0 3.4 16 0.0 12 1.9 25 11 0.0 0.0 11 2.1 co1
Myeloid leukemia | 1.4 17 0.0 0.0 0.0 0.0 0.0 0.0 0.9 0.0 1.9 13 12 0.0 0.0 11 2.9 €92-C94
Leukemia
ke 0.0 0.0 0.0 0.0 0.0 0.0 16 16 6.1 1.0 1.0 1.0 12 12 11 0.0 0.0 c95
Other &
otner & ed 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.6 0.9 0.0 0.0 0.0 12 0.0 0.0 0.0 0.0 Other
Total 85 140 | 18 | 90 46 76 148 | 108 | 188 | 33 104 | 82 | 85 8.7 55 105 | 138
Table 2. World age-standardized incidence rates of cancers in Bahraini girls, 1998-2014.
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Figure 1. Truncated age-standardized incidence rates of cancers among Bahraini children by year, 1998-2014.

Trend (Girls)

specific incidence rates of the 5 common cancers among
Bahraini boys and girls are presented in Figure 2 and 3.

For both boys and girls, clear gaps were observed
between the leading cancer leukemia and other common
cancers at most years and at all age groups. The three
most common causes of cancer deaths in children in

Bahrain were leukemia 30.4% followed by brain 16.7%
and bone 12.7%, Figure 4.

DISCUSSION

Substantial variations in childhood cancer incidence
between different regions of the world were reported in
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two large publications by the International Agency for
Research on Cancer (IARC) in the 1980s and 1990s.256
The world age-standardized incidence rates were in the
range 70-160 cases per million children.”

More recent analyses of childhood cancer incidence
in Australia and the US have shown continued high rates
in comparison to the rest of the world.®® In Bahrain, the

14

average annual truncated world ASRs were 14.6 and 9.9
per 100.000 Bahraini boys and girls, respectively giving
a male: female ratio of around 1:0.6.

In Bahrain, leukemia forms the most commonly
diagnosed cancer in children, accounting for more than
a third of all cases (35.7%), this is similar to Saudi
Arabia®® (31.7%) and UK™ (30%) and more than United
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Figure 4. Childhood cancer mortality, 1998-2014.

States'? (26%) and Oman?®® (27.8%), and less than
Kuwait (42%).*

The second most common childhood cancer is cancer
of the brain and CNS (15.9%), which is less than that
reported in the united states (21%), but similar to Saudi
Arabia (14.4%) and Oman (12%).

In the kingdom of Bahrain, Hodgkin’s disease is
the third most common diagnosed cancer in children,
accounting for 9% of all cases, itis rare among children
younger than age 5, incidence rates increase slightly
up to about age 10 and then rise rapidly through
adolescence, this is same as in US. Cancer of kidney
(7.3%) and non-Hodgkin (NHL) (7.3%) constituted
the fourth most common cancers in childhood in
Bahrain. Both the incidence and distribution of NHL
subtypes vary throughout the world. For example,
in equatorial Africa, lymphomas account for nearly
one-half of childhood cancers, reflecting the very high
incidence of Burkitt lymphoma.®® The high incidence
of BL in equatorial Africa is associated with high
rates of co-infection with EBV and malaria.
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Trends in childhood cancer in Bahrain appear to
be stable over the years 1998-2014 among males and
females, this is unlike the trend in the United States
where there was an increase for 4 cancer types: acute
lymphocytic leukemia, acute myeloid leukemia, non-
Hodgkin lymphoma, and testicular germ cell tumors
during the years 1975-2010.2

Globally, the three most common causes of cancer
deaths in children are brain, other central nervous
system (CNS) and intracranial tumors, leukemia, and
sympathetic nervous system tumours.'® In Bahrain, the
three most common causes of cancer deaths in children
were leukemia 30.4% (ALL 13.7%, MLL 11.8%, other
leukemia 4.9%), followed by brain 16.7% and bone
12.7%.

CONCLUSIONS

Childhood cancer is a public health burden which
warrants the attention of health policy-makers. In
Bahrain, the average annual truncated world ASRs
were 14.6 and 9.9 per 100.000 Bahraini boys and girls,



Journal of the Arab Board of Health Specializations Vol.18, No.3, 2017

respectively giving a male: female ratio of around
1:0.6. Leukemia was the most commonly diagnosed
cancer in children, accounting for more than a third of
all cases (35.7%), the second was cancer of the brain
and CNS (15.9%), and Hodgkin’s disease was the third,
accounting for 9% of all cases.

The three most common causes of cancer deaths in
children in Bahrain were leukemia 30.4% (ALL 13.7%,
MLL 11.8% and other leukemia 4.9%), followed by
brain 16.7% and bone 12.7%.

Data on childhood cancer risk factors, should be
further considered in childhood cancer epidemiology
research in Bahrain.
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DIRECT MIDLINE EXCISION AND CLOSURE VERSUS KARYDAKIS FLAP IN
TREATMENT OF SACROCOCCYGEAL PILONIDAL SINUS
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ABSTRACT Karydakis flap reconstruction and the conventional
midline excision closure in patients with sacrococcygeal
Obijective: Pilonidal sinus is a common surgical pilonidal sinus in term of operative time, postoperative

problem, commonly occurs in young adults with a pain, complications, healing time, recurrence rate and
tendency to recurrent after surgical treatment. The time off work.
objective of this study was to compare between the Results: Both groups had similar demographic and
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clinical presentations. Operative time was significantly
longer with the Karydakis technique (mean, 50
versus 35 minutes). Overall, local complications rate
was not significant (27.2% versus 35.1%, p>0.05),
postoperative pain was significantly less with Kardakis
technique (2.8 versus 5.8, p<0.05). Time off-work was
significantly shorter with Karydakis group (mean, 25
versus 30 days, p>0.05), healing time was the same in
both groups (mean, 13 days). Recurrence observed in
5 patients (13.5%) with midline closure versus, while
no recurrence observed in patients with the Karydakis
technique, but without statistical significance, (p=0.05).
Conclusions: Karydakis flap showed less post-
operative pain, low recurrence rate and short time off
work compared to midline excision closed technique.

INTRODUCTION

Pilonidal sinus disease (PSD) of the sacrococcygeal
region is a chronic, recurrent disorder which commonly
occurs in young adults following puberty.l® Patients
present with pain, swelling or discharge when the
sinuses become infected.*®

In the etiopathogenesis of pilonidal sinus disease,
it is commonly accepted that non-living hairs provoke
a foreign body reaction subcutaneously, leading to
abscess and sinus formation. Associated factors are
sweating, long duration sitting, poor personal hygiene,
obesity, and narrowness of natal cleft.®’

Many surgical technigues have been described for
the management of symptomatic PSD, which suggests
that no single technique has emerged as the preferred
method in preventing recurrence of this condition.®
These include sinus excision and tract brushing (Millar-
Lord procedure),® Bascom procedure,*® midline excision
with open wound,'* excision and primary closure with
midline or asymmetric incisions*> or excision and
closure using flaps such as Karydakis procedure,!
rhomboid, Limberg flaps,® Z-plasty® and V-Y flaps,*’
each method has its own advantages and disadvantages.

The procedure of choice however remains debatable.
It has been proved that flap procedures are superior to
traditional methods of excision of the tract in terms
of preventing recurrence of the lesion.’®® The choice
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of ideal surgical therapy should be guided by several
principles: simple operative technique, limited or no
hospital admission, minimal postoperative pain, simple
wound care, early recovery and return to activity,
low recurrence rate, and cost effective. In this study,
our objective was to compare karydakis lateral flap
technique with midline excision closure technique
in the treatment of sacrococcygeal PSD in term of
operative time, postoperative pain, local postoperative
complications, healing time, time off-work and rate of
recurrence.

METHODS

A total of 70 patients attending Duhok private and
Azadi teaching hospitals, from 1st of March 2010 till
1st of December 2015 were included in this prospective
randomized study. They were divided into two groups:
Group A (Karydakis technique) included 33 patients,
and Group B (midline excision closure technique)
included 37 patients. The demographic data and clinical
presentations were documented. The college research
committee board approved the study. Patients were
randomized using a sealed envelope containing the
treatment option, which was chosen by the patients
and informed consent obtained from all the patients.
Patients were asked to use the numerical rating pain
scale for pain and effect of analgesia after surgery.
Inclusion criteria, all patients with sacrococcygeal PSD
were included in the study. Exclusion criteria was acute
pilonidal abscess.

Surgical technique: Both groups of patients were
operated upon as a day case surgery under general
anesthesia in prone position with buttock held apart by
plaster tape, shaving the area and disinfecting the skin
with povidone iodine 10%.

In group A, off midline incision (asymmetrical
ellipse) about 5-6 c¢cm in length, was made around
the sinus. The whole ellipse containing the sinus/es
tract was excised in toto down to the sacrococcygeal
fascia. Each end of the incision was at least 1.5-2 cm
from the midline. The medial flap, close to the midline,
was undercut to a distance of 2-3 cm at a depth of 1.5
cm from the skin then V shaped excision of skin was
taken off the lower end laterally, which deviate the
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lower end a little further from the midline when skin is
closed. A layer of interrupted absorbable sutures (No. O
polyglactin) was placed on the undersurface of the flap,
the other end being passed across and out through the
sacrococcygeal fascia at the other end of the base of the
cavity. The flap was then pushed across to the lateral
edge of the wound, meanwhile the deeper sutures were
tied to secure the flap at its depth. Redivac suction drain
was placed in the lateral aspect of wound to be away
from anal region, subcutaneous tissue sutured by 2/00
polyglactin and skin edges were secured with (2/00
nylon) sutures, as shown in Figure and Photo 1.

In group B, symmetrical midline excision was
performed including all the sinus/es, followed by direct
closure in two layers (inner layer by No.0 polyglactin
and skin by nylon No 2/00 sutures). No drain used as
shown in Figure and Photo 2.

In both groups diathermy was not used until the
tissue has been removed, to avoid confusion of burn
marks with that of remaining sinus tracts. Perioperative
antibiotic cover was provided in the form of cephazolin

sodium intravenously (500 mg) at the time of induction
of anaesthesia, followed by another dose after 12 hours
for 1st day, and then oral antibiotics were continued
until the end of the first postoperative week.

The drain was taken out after 24-48 hours in group
A. Postoperative pain was recorded according to pain
analogue scale. The sutures were generally removed
after 14 days in both groups. At one month after surgery,
patients were invited to follow-up. Time to return to
work and time until complete healing were recorded.
Patients were advised to shave intergluteal cleft and
adjacent buttocks, and keep the operative area dry at
all times. Patients were informed to follow-up every 6
months for first year and then every year or at any time
of suspected recurrence.

Statistical analysis were performed using Graph
Pad software, Inc version 5 USA. Student’s t test
were used to compare quantitative variables. Chi-
square and Fisher’s exact tests were used to compare
categorical variables. For all statistical analyses, p<0.05
was considered significant.

Figure 1. Steps of operation.
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Photo 1.A. Marking the excised area.
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1. B. Flap made.

1. C. flap sutured to sacral
fascia.

1. D. Final suture off midline
with Drain.

Figure 2. a. Primary midline excision. b. Direct midline closure. Upper
arrows indicate dead space, low arrows indicate area of tension.

RESULTS

A total of 70 patients underwent operation for
sacrococcygeal PSD during the study period, divided
into two groups. Group A (Karydakis operation)
consisted of 33 patients (28 males, 5 females), age
ranged from 16-34, mean 25+4.7. Group B (midline
excision closure operation) consist of 37 patients (33
males, 4 females), age ranged from 16-35 years, mean
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24.8+5.4. The mean operative time in group A was
50+6.1 min (ranging from 35-60 min), compared with
35£5.2 min (ranging from 30-40 min) in group B. It was
found that the operative time was significantly shorter
in group B than in group A, (p<0.001).

Postoperative pain measured according to pain
analogue scale in group A was less compared to group



Journal of the Arab Board of Health Specializations Vol.18, No.3, 2017

Photo 2. Right: PSD with two openings. Left: Midline closure.

B, (2.8+0.4 and 5.8+1.6, respectively), with a significant
difference between the two groups, (p<0.001).

No significant difference in postoperative local
complications and healing time in both groups, (p>0.05).

The average time off-work was 25 days in group A
compared to 30 days in group B, so it was significantly
shorter in group A, (p<0.001). The follow-up period
was between 1-5 years, and a mean of 36 months.
No recurrence in the group A, whereas 5 patients
had recurrence in the group B, but statistically not
significant, (p=0.05). All the above mentioned data are
shown in Table 1.

DISCUSSION

The ideal surgical treatment of PSD s till
controversial. A large number of surgical techniques
have been described in the literature for the treatment
of this disease. Such diversity mean that no single
technique can prevent recurrence of this pathology. A
clear benefit in terms of recurrence has been seen upon
flattening the natal cleft, which decreases the generation
of sweat as well as friction caused by buttock movement,
skin maceration, and accumulation of debris.?*® So many
surgical techniques has been developed such as the
Karydakis technique, the Bascom procedure, rhomboid
excision with Limberg flap closure, Z-plasty, or rotation
ﬂap.1°'13'17
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There was significant difference in the operative
time, mean operative time in the group A was 50+6.1
compared with 35+5.2 minutes in group B (p<0.001),
which due to time consumed by creating the flap.

Postoperative pain assessed by pain analogue scale
among group A ranged between 1-6 (2.8+1.4), while in
group B ranged between 4-8 (5.84+1.6) with a significant
difference (p<0.001), which is similar to result of
Mahdy.? Pain is most likely due to the postoperative
tension in the area of excision particularly on movement
which is observed more in midline excision and direct
closure than in flap procedure.

Postoperative local complication rate was less in
group A (27.1%) compared to Group B (35.1%) which
is comparable with other studies like Can et al,?? Sakr et
al® and Morden et al.*

During follow-up period, 5 patients (13.5%) showed
recurrence in the group B, whereas no recurrence was
observed in the group A, but statistically not significant
(p=0.05). Our result in group A is comparable to other
like Morden et al (0%), but was less than studies done
by Can et al??(8.9%), and Sakr et al® (2.5%) which is
due to large sample size in such studies compared to
current study where the recurrence rate was 0% in group
Awhich could be due to relatively small sample size and
may be noticeable by increasing the follow-up time to
get delayed cases of recurrent disease. Low recurrence
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Group A Group B
Variables Karydakis Midline p-value
n=33 n=37
Mean+SD 25+4.7 24.8+5.4
Age
Range 16-35 16-35
Male 28 (84.8) 33(89.1)
Gender n (%)
Female 5(15.1) 4 (10.8)
Sinus/es 18 (54.5) 15 (40.5)
Clinical features Seropurulent discharge 10 (30.3) 14 (37.8)
Cystic swelling 5(15.1) 8 (21.6)
L . Mean+SD 50+6.1 35+5.2
Operative time (minutes) <0.001
Range 35-60 30-40
Postoperative pain Mean£SD 2.8+14 5.8+1.6 <0.001
. Mean+SD 13+0.8 13+1.4
Healing time (days) 1.00
Range 12-14 12-16
Seroma 5(15.1) 3(8.1)
Postoperative local Wound infection 3(9) 7(18.9) 0.63
complications Wound dehiscence 1(3) 3(8.1) '
Total number and (%) 9 (27.1) 13 (35.1)
. Mean+SD 25+2.6 30+4.5
Time off work (days) <0.001
Range 21-30 28-40
Recurrence 0 5 0.05

Table 1. Comparing two surgical techniques applied in treating 70 patients with sacrocccygeal pilonidal sinus.

rate in Karydakis technique confirm that flattening of
the inter-gluteal sulcus provides elimination of the
vacuum effect and minimize recurrences.

The recurrence rate in group B was 13.5% which is
higher than that of Sakr et al?® and Morden et al?* and less
than study of Can et al.?2 The main cause of recurrences
in the midline excision closure method is believed to
be hair piercing the midline weak scar, rather than

inadequate excision during the first operation. Although
there is no recurrence in group A they did not quite reach
statistical significance compared with the group B.

Group A showed better results compared with group
B regarding time-off work 21-30 days versus 28-40
days and a p<0.001, which is similar to the result of
Sakr et al,2 and more than result of Can et al.?2 The
time-off work period is of great importance because

Postoperative .
Author/s Total number of patients compligation g | 1Ime off work (days) Recurrence %
Karydakis | Midline | Karydakis | Midline | Karydakis | Midline
Can MF et al? 200 8.9 39.3 18.6 25.1 4.6 18.4
Sakr M et al® 161 8.8 20.7 24 24 2.5 10.9
Modern P et al** 68 25 36.4 Pediatric | Pediatric 0 114
Our study 70 27.1 34.1 25 30 0 135

Table 2. Comparison of surgical outcome with other studies.

22



Journal of the Arab Board of Health Specializations \ol.18, No.3, 2017

it affect people during second and third decades who
are active sector of the community. Several studies
have been reported and results of current study are
compared with them in terms of local postoperative
complication, time-off work and recurrence rate as
shown in Table 2.

The limitation of the current study is the diversity in
the technical procedure and the operation of choice is
controversial because of lack of appropriate randomized
controlled studies to optimize methods of treatment as
well as to reduce the incidence of recurrence rate.

However, in patients where the openings are placed
too lateral to the midline, it would be difficult to perform
the Karydakis technique.

CONCLUSIONS

The Karydakis flap technique showed less
postoperative pain, low recurrence rate and short
time-off work compared to midline excision closure
technique.
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ATYPICAL CLINICAL MANIFESTATIONS OF HEPATITIS AAMONG CHILDREN
IN PEDIATRICS HOSPITAL, DAMASCUS
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ABSTRACT

Objective: Hepatitis A virus (HAV) infection has several atypical manifestations, including relapsing hepatitis,
prolonged cholestasis and extra-hepatic manifestations. In this study, we aimed to describe the characteristics and
outcomes of the pediatric patients with atypical manifestations of HAV infection, and its relationship with age,
clinical symptoms and laboratory findings in patients admitted to Children's University Hospital in Damascus.

Methods: The study was conducted at Children’s University Hospital in Damascus, a retrograde study in the
period between January 2011 and January 2015 included 105 children were diagnosed with hepatitis A, 30 of these
cases were with atypical manifestations (not excluding any case). The information about the atypical manifestations,
age, sex, clinical symptoms associated with infection (fever, abdominal pain, jaundice, nausea and vomiting) were
collected and collected laboratory tests (aminotransferase, total bilirubin and gama-glutamil peptidase), and then we
compared the results between the two groups by statistical tests (Student's t-test and Pearson's correlation coefficient).

Results: Atypical presentations were present in 30 (28%) children out of 105 children with HAV infection.
Patients with atypical presentations (9.6x1.4 years) were older than patients with typical presentations (4.94+1.3
years), p=0.004. Children with atypical features of hepatitis A have statistically higher initial values of alanine
aminotransferase (ALT), aspartate aminotransferase (AST), serum total and direct bilirubin than typical manifested
group. Also the clinical symptoms (jaundice and fever) were noted at a higher rate in patients with atypical
presentations.

Conclusions: We can conclude that older age is the major risk factor for atypical presentation of HAV infections.
Higher initial and peak levels of AST, ALT, total and direct bilirubin and clinical symptoms (jaundice and fever) could
predict the atypical manifestation.
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IMPORTANCE OF SERUM TRIGLYCERIDE ELEVATION AT EARLY STAGE OF
ACUTE BILIARY PANCREATITIS

AL Jalyall 3 Jiaall & A5G o sl Ol guse & L)) Loan]
aladl gshaall ulyySall Gl
Eyas Nabhan, MD
obgs vl 5

ABSTRACT

Objective: Pancreatitis induced by hypertriglyceridemia (HTG) has gained much attention. However, very limited
studies have focused on the clinical significance of TG elevation in non-HTG induced pancreatitis, such as acute

biliary pancreatitis (ABP). This study aimed to study the clinical significance of triglyceride (TG) elevation in patients

with ABP.

Methods: We analyzed a total of 72 patients with acute biliary pancreatitis. According to the highest TG level
within 72 hours of disease onset, the patients were divided into a normal TG group (<150 mg/dl), and an elevated TG

group (150 mg/dl or more). We analyzed the differences between the two groups of patients in aspects such as general

information, disease severity, revised Atlanta classification system, Ranson scores, complications and prognosis.

Results: Compared with the normal TG group, patients in the elevated TG group showed a significantly higher
body mass index (BMI) and were older. TG elevation at the early stage of acute biliary pancreatitis was associated
with higher risk of severe pancreatitis and organ failures, especially respiratory failure.

Conclusions: Inacute biliary pancreatitis patients, TG elevation might participate in the aggravation of pancreatitis
and the occurrence of systemic (but not local) complications. Thus, the TG level may serve as an important indicator

to determine the prognosis of patients with ABP.
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THE INFLUENCE OF MYELOID ANTIGENS EXPRESSION ON
SURVIVAL RATE IN CHILDHOOD ACUTE LYMPHOBLASTIC LEUKEMIA

Lid) eV ane o dugall laaind) e i) il
Aall golialll pal) (alimnly Cpboadl) JUlY) xie

Maged Ahmad Kheder, MD
s> axlo o

ABSTRACT

Objective: The role of myeloid antigens in acute lymphoblastic leukemia patients is still controversy. Some
researches reveals a negative role on both diagnosis and survival rate so it is considered a risk factor, while others
show no role of it on survival rate in all patients. The aim of present work was to evaluate the role of myeloid antigens
on survival rate in children with acute lymphoblastic leukemia (ALL) in University Children Hospital in Damascus.

Methods: Retrospective study of 130 patients with acute lymphoblastic leukemia were admitted in children hospital
from 2008 to 2009. By flow cytometry, we detect the myeloblastic surface antigens on blast cell, using the immune
fluorescent antibodies. So, we considered the result positive if the cells have more than 20% of surface antigen.
The number of patient patients was 130 diagnosed with lymphatic leukemia between 2008 and 2009. The clinical
examination showed the presence of hepato-splenmegaly with nodular, and hemorrhagic signs in most cases. A
peripheral smear was performed for all patients, in addition, to bone marrow aspiration. Patients were divided into
two morphological groups: L1-L2 based on FAB recommendations. In treatment and follow up period, patients were
divided into two risk groups: Standard risk and high risk. Patients received chemotherapy according to the modified
BFM-95 protocol according to our country, taking into account the classification of patients in the two risk groups,
where NR-protocol and HR-ALL protocol were applied. Patients received an intensive treatment plan of 6-9 months
included Induction-Consolidation-Interval therapy- reinduction reconsolidation, then a maintenance therapy for two
years. Patients were followed periodically with clinical and laboratory surveillance bone marrow aspiration, and
cerebral spinal fluid drainage periodically during the treatment period to determine the response to the treatment and
the remission. Follow-up was carried out for five years from the start of the first remission to determine the survive rate.

Results: Tiventy eight of 130 patients with ALL have a positive CD13 and/or CD33, this about 22%. The patients
were subclassified into two groups: First group: patients acute [ymphoblastic leukemia without myeloid antigen (ALL
MY-), Second group: patients acute lymphoblastic leukemia with myeloid antigen (ALL MY +). In the first group, the
survival rate in 36 months and 60 months from the diagnosis, was 56% and 45% respectively. However, in the second
group the survival rate in 36 months and 60 months from the diagnosis was 54% and 46% respectively. That means
no significant statistically difference between these two groups in the survival rate, also no different in clinical signs
and symptoms or laboratory results in these two groups except for low platelets counts in the group 1 (ALL MY -)
compared with second (ALL MY +).

*Maged Ahmad Kheder, MD, Hemato-Oncologist of Pediatircs, Professer on University Children's Hospital, Head of Department in Bon Marrow Transplation,
Damadcus, Syria. E-mail: khedermaged73@gmail.com
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Conclusions: The results of this study indicated no effect of myeloid antigens expression on survival rate in

pediatric patients with acute lymphoblastic leukemia.
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ABSTRACT

Glandular odontogenic cyst is a rare developmental
jaw bone cyst with a relative frequency between 0.12 and
1.3%, having aggressive behavior potential and high
recurrence rate. Its histopathological characteristics
may lead to an incorrect diagnosis as a low-grade
mucoepidermoid carcinoma or botryoid odontogenic
cyst. In this article, we present a case of glandular
odontogenic cyst had a clinical view resemble the
human eyes (white brown sclera and small black
point like pupil inside it). There is no previous similar
description of glandular odontogenic cyst.

INTRODUCTION
Glandular odontogenic cyst (GOC), was initially

described by Padayachee and Van Wyk in 1987 under
the term “sialo-odontogenic cyst” originating from the

Mgl ) siial)

salivary glands, and defined by the presence of mucous
cells and cilia as part of the epithelial lining.! Gardner
et al, in 1988, was the first to use the term glandular
odontogenic cyst.2 The World Health Organization,
in 1992, included glandular odontogenic cyst as a
pathological entity; a developmental odontogenic
epithelial cyst under glandular odontogenic cyst or
sialo-odontogenic cyst. Since its first description, 181
cases have been reported in the literature.

Clinically, 85% of the cases occur in the anterior region
beyond the midline of mandible, primarily in middle-
aged with few cases have been reported in the second
decade of life,® with a slight predilection for males.®
Glandular odontogenic cyst generally grows slowly
and is asymptomatic in some cases, bone expansion is
accompanied by pain, and in rare cases paraesthesia has
been described. Radiologically, glandular odontogenic
cyst maybe unilocular or multilocular with a well-defined
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border, presence of impacted teeth, tooth displacement
and root resorption can be noted.*®

In this paper, we report a rare case of glandular
odontogenic cyst arising in the molar region of the
mandible.

CASE PRESENTATION

A 64 year-old male patient attended our department
with a swelling in the left lower jaw and numbness in
the left lower lip for 3 months. The medical history
was non-contributory. Intraoral examination revealed
a diffuse, tender, obliterated buccal vestibule with a
hard swelling affecting the left side of the mandible in
the region of premolars and molars. The overlying oral
mucosa was intact. Extra-orally, no abnormalities were
detected.

Radiographic examination revealed a well defined,
2-3 cm unilocular radiolucency with scalloped margins,
extending from the left mental foramen region to the
left second molar of the mandible without signs of
root resorption but mandibular canal displacement was
observed, the present teeth showed positive results
on vitality test, Figure 1. Computerized cone-beam
tomography sections revealed expansion and thinning
with perforation of the buccal cortex, Figure 2.

Aspiration yielded a blood tinged watery fluid
(brownish-red fluid). The result of histological

examination was blood with fibrin materials. Under
general anesthesia, through an intraoral approach the
lesion was enucleated, intact, an attentive curettage was
performed in order to avoid damage to the inferior

3 ‘
Figure 1. Extent of cyst in the posterior region.
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Figure 2. CBCT showing dimension of cyst with
destruction buccal cortical plate in premolars region.

alveolar nerve, Figure 4. The histological examination
of the gross specimen revealed a cystic lesion, lined by
non keratinized stratified squamous epithelium and thick
plaque like area, cuboidal eosinophilic cells, mucous
cells and duct-like structures within the epithelium
lining and glandular cells were observed, Figure 5. The
final diagnosis was made as glandular odontogenic cyst
(GOC). After four-year follow-up, the case has revealed
no recurrence and no numbness in lower lip, Figure 3.

DISCUSSION

Glandular odontogenic cyst (GOC) is a rare
developmental cyst of the jaws comprising only 0.12 to
1.3% of all odontogenic cysts.” Tekkesin et al, analyzed
5088 jaw lesions to determine the prevalence of
odontogenic and non-odontogenic cysts over a 40-year
period in the Turkish population. Glandular odontogenic
cyst (GOC) was seen in only 23 of the all cases. Jones et
al evaluated 7121 cases and only 11 (GOC) were seen;
Grossmann, from 2905 cases, observed only 2 cases of
(GOC). Ochseniusetal, in their research observed only 1
case of (GOC) in 2944 cases. Magnusson et al, observed

Figure 3. Four-year follow-up, no recurrence.
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that only 0.012% of the cysts seen on the oral cavity
have fulfilled the criteria of (GOC) microscopically.®’

GOC is most often located in the mandible (70%)
then maxilla (30%).” The anterior region is reported
to be more likely location than the posterior region.
Bilateral occurrence of GOC has been reported two
times previously in the literature.® Asthana et al was the
first to report a case of bilateral GOC in the anterior
region of the maxilla, and Akkas et al was the first
reported bilateral GOC in the mandibular arch, which is
very unusual as it is the first bilateral case to be reported
in the literature.®

Clinically, glandular odontogenic cyst (GOC) has

Figure 4. Cystic enucleation and curettage. Lesion had clinical view resemble the human eyes

two clinically important attributes: a “high recurrence
rate”, and an “aggressive growth potential”. It is
usually painless, slowly growing and with varying size.
It may cause bone expansion accompanied by pain and
paraesthesia which was also observed in our present
case. Radiographically, glandular odontogenic cyst
(GOC) does not display any specific or pathognomonic
features, and usually presents as awell-defined unilocular
or multilocular radiolucent lesion with well-defined
borders and loss of cortical integrity is usually noticed.®
The diagnosis of GOC is practically difficult because
there are other lesions having similar radiographic
appearance, such as botryoid odontogenic cyst (BOC),
radicular cysts and keratocystic odontogenic tumors

(white brown sclera and small black point like pupil inside it).
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Flgure 5. The cystic lesion was lined by odontogenlc
epithelium duct like structures (arrow)

(Hematoxylin & Eosin x200).

especially in unilocular cases, ameloblastoma, myxoma,
central giant cell granuloma, low grade mucoepidermoid
carcinoma and fibrous dysplasia in multilocular cases.®
Glandular odontogenic cyst (GOC) sometimes may be
associated with impacted teeth (11%), may cause root
resorption (30%) and displacement of teeth (50%),37°
although these findings were not observed in our case.

In the present case, a unilocular radiolucent lesion
with a well-defined border was observed and the cystic
lesion was located between the mental foramen and
second molar region. In the surgical operation field after
reflect the mucoperiost flep, 2-3 cm cortical perforation
in the buccal side with clinical view resemble the human
eyes (white brown sclera and small black point like pupil
inside it) was observed suggesting its aggressiveness
(Figure 4), and to the best of our knowledge there
is no any clinical view description about glandular
odontogenic cyst (GOC) had been described before in
literature.

The main histopathologic features of (GOC) include
the presence of squamous epithelial lining with a flat
interface with the connective tissue wall, lacking basal
palisading, epithelium exhibiting variations in thickness
along the cystic lining with or without epithelial
“spheres” “whorls” or focal luminal proliferation,
cuboidal eosinophilic cells or “hobnail” cells, mucous
(goblet) cells with intraepithelial mucous pools, with or
without crypts lined by mucous-producing cells, intra-
epithelial glandular, microcystic, or duct-like structures,
papillary proliferation of the lining epithelium, ciliated
cells, multicystic or multiluminal architecture, clear or
vacuolated cells in the basal or spinous layers, presence
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of multiple cysts, some of which are within adjacent
bone marrow spaces; and absence of inflammation,
no presence of cellular atypia or solid and microcystic
epithelial proliferation.3®

The histological features of (GOC) allow a certain
diagnosis of the cyst. But (GOC) may be difficulty
differentiated from lateral periodontal cyst (LPC),
botryoid odontogenic cyst (BOC) or low-grade central
mucoepidermoid carcinoma (CMEC), as they exhibit
near by histological features. However, the identification
of ciliated epithelium and duct-like spaces with mucous
cells specifically differentiate (GOC) from (LPC) and
botryoid odontogenic cyst (BOC). Associated with this
the most important feature to differentiate (GOC) from
low-grade central mucoepidermoid carcinoma (CMEC)
lesions is that histological examination results do not
show superficial cuboidal cells, epithelial whorls,
ciliated cells and intraepithelial microcyst or duct-like
structures like that seen in (GOC).?

Some reserch revealed that the distinction between
low-grade central mucoepidermoid carcinoma (CMEC)
and (GOC) is difficult, yet not impossible. The only
feature that has not been reported in low-grade (CMEC)
is the presence of epithelial plagues and may justify the
existence of (GOC) as a separate entity.> In addition
to these defined criteria’s, immuno-staining with CK-
18 and 19 and immunohistochemistry for Ki67 and
p53 can help in differentiating (GOC) from lesions
with histological similarities, like low-grade central
mucoepidermoid carcinoma (CMEC).® Another study
found that the high levels of maspin in the epithelial-
mucous cells (in both cytoplasm and nuclei) in low-
grade central mucoepidermoid carcinoma (CMEC) may
serve as a tool to distinguish it from (GOC).*

Treatment is controversial with various conservative
methods including enucleation, marsupialization,
and curettage with or without peripheral ostectomy,
cryosurgery, liquid nitrogen and the use of fixation
solution after local block excision. Kaplan et al., reported
treatment with enucleation and curettage (83.5%), while
marsuplization was used in only 2.7% of cases.® Current
evidence suggests that unilocular lesions be treated by
enucleation, whilst large unilocular lesions treated by
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enucleation with peripheral ostectomy and marginal
resection or partial jaw resection in multilocular large
cases.® Due to the aggresive biological nature of (GOC)
where there is cortical perforation literature suggest oral
mucosa resection and follow up continued for at least 3
years up to 7 years.

CONCLUSIONS

With this case report we aim to increase the existing
knowledge of GOC. GOC'’s are relatively rare; their
correct diagnosis is important because they have
potentially aggressive behavior and a relatively high
rate of recurrence. Long-term and rigorous radiological
follow-up evaluations are mandatory. Computed
tomography (CT) is recommended for diagnosis,
surgical planning and follow-up as they provide accurate
information about locularity of the lesion, cortical
integrity, expansion of the lesion and involvement of
the contiguous soft tissue.
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ABSTRACT

We report a series of 3 female pediatric patients
(6-13 months) with very rare variants of anorectal
malformations namely ano-vestibular and recto-
vestibular fistulae, with normal anus trying to answer
whether they should be handled differently in terms of
surgical repair. None of the patients was diagnosed
early after birth. The patients presented with fecal
leakage from the vestibule, vulvar infection or abscess.
All patients had a barium study to delineate the fistula.
The vestibular fistula opening was located in the midline
or in close proximity to it, and the internal opining
was located at the anterior wall of rectum. According
to internal orifice site, two of the Three patient were

diagnosed as ano-vestibular fistula, while the third was
diagnosed to have recto-vestibular fistula. Two cases
with ano-vestibular fistula were managed by simple
resection of the tract, whereas the remaining case with
recto-vestibular fistula needed anterior sagittal ano-
rectoplasty (ASARP). The results were satisfactory in
all cases without reported recurrence. We believe that
the simple resection is the procedure of choice to repair
the ano-vestibular fistula. On other hand, ASARP
and other procedures that requires extensive perineal
dissection might be necessary to repair the recto-
vestibular fistula.

INTRODUCTION

Since Bryndorf and Madsen reported a rare variant

*Mohammad Mohannad Batal, MD, CES of General Surgery, ABMS Pediatric Surgery, AFSA Pediatric Surgery, DU Laparoscopic Surgery, DIU of Pediatric
Oncology. Department of Pediatric Surgery, Al-Kindi University Hospital, Aleppo, Syria. E-mail : batal69@yahoo.fr
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of ano-rectal malformation in 1960, many cases of
recto-vestibular fistulaec with a normal anus have been
reported worldwide.! Various terms have been used
to describe this anomaly; including female H-type or
N-type fistula, perineal canal, and double termination
of the alimentary tract, which all describe a more or less
uniform pathology.?® A fistula between a normal anus
and the vestibule is rare.

It is classified as low or ano-vestibular fistula and
intermediate or recto-vestibular fistula,* Figure 1.

Figure 1. A: Normal anus with ano-vestibular fistula,
B: Normal anus with recto-vestibular fistula

The anterior wall of a recto-vestbular fistula is
generally closely adherent to the posterior wall of the
vagina.* Many surgical procedures were used to treat
this anomaly but they are still controversial.

CASES PRESENTATION

Three female pediatric patients with either ano-
vestibular or recto-vestibular fistulae, who has normal
patent anus were operated on in our pediatric surgery
department over a period of 8 years. Following are
details of the patients’ age, clinical presentations,
physical findings, diagnostic procedures, pre-operation
preparation, and the type of surgical repair done.

Case 1: Eleven months old girl presented with vulvar
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infection, she had external orifice at the vestibule and
one internal orifice at the anterior wall of rectum (1.5
cm above the dentate line).

Figure 2. External orifice (one).

Case 2: Six months old girl presented with fecal
leakage from the vestibule for the first time during a
diarrheal episode. She had one external orifice at the
vestibule (at the 5 o’clock), and an internal orifice at the
anterior wall of rectum (0.2 cm above the dentate line).

Figure 3. External orifice (two orifices).

Case 3: Thirteen months old girl presented with
vulvar abscess, she had one external orifice at the
vestibule, another cicatricle orifice on the right labia
(site of the abscess opining), and an internal orifice at
the anterior wall of rectum (0.5 cm above the dentate
line), Table 1.
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Figure 5. Simple resection.

All patients underwent a barium study which
confirmed the prescience of the fistula in two patients
only, Figure 4.

Preoperative bowel preparation consisted of oral
metronidazole (10 mg/kg), and poly ethylene glycol
PEG (23 ml/kg/h for 4 hours by NG tube the night
before the operation (8:00-12:00 PM) in two patients.
The third patient was given liquid diet for one day and
saline enemas the night before and on the morning of
operation.

Patients were in lithotomy position, all patients
underwent accurate examination under anesthesia
(EUA), using a lubricated metal probe or a feeding

Figure 4. Barium enema, vestibular fistula.

.

Figure 6. Anterior sagittal ano-rectoplasty.

tube inserted through the vestibular opening, in order to
identify the rectal opening and delineate the anatomic
details of the fistula (ano-vestibular vs recto-vestibular
fistula).

Depending on the type of the anomaly (recto- or ano-
vestibular), we used two different surgical procedures:

eIn cases with ano-vestibular fistula, an incision was
made within the vestibule encircling the vestibular
orifice, then the fistula tract was dissected from the
surrounded tissue until the rectal wall. The assistant put
his finger in the rectum and pushed the rectal orifice
towards the vestibule to facilitate the dissection. The
fistula tact was then excised and the rectal wall was
sutured transversely in two layers with interrupted 4-0
Vicryl sutures. The transverse perineal muscle was
sutured longitudinally with interrupted sutures, to create
a layer between the rectum and the vagina in order to
prevent the recurrence, Figure 5.

°As for the case with recto-vestibular fistula,
anorectoplasty was done: An incision was made around
the orifice and extended potseriorly along the midline
leaving an intact 5 mm skin bridge anterior to the anus.
All the tissue was incised at the midline expose the
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DISCUSSION

fistula tract and anterior rectal wall. The fistula was
dissected and excised and the rectal wall was sutured.
The perineum was reconstructed layer by layer with
interrupted 5/0 Vicryl sutures, Figure 6.

Postoperative fasting and intravenous antibiotics were
continued for 3-5 days. The patients were discharged
after 5-7 days.

The follow up results have been good in all of the
patients, with no recurrence of the fistula, Table 2.

A fistula between a normal anus and the vestibule
(or “perineal canal”) is rare worldwide, but is relatively
common in Asia. It was first reported by Bryndorf

and Madsen from Scaninavia. Brem et al reported this
anomaly in two girls of Asian origin living in the USA,
and Rintala et al10 reported 12 girls from Finland.
The percentage of this anomaly among all ano-rectal
malformations differed according to series (2.24%,°
3.8%,2 7.1%," 12%,"? 12.5%,> 14.2%,° 15.9%,%). In
our series, the percentage was 2.36% (three girls with
H type fistula and normally developed out of 127 girls
with ano-rectal malformations).

The anatomic features of the fistulae were similar
both in our series as well as in other reported series. The
diameter of the vestibular orifice was less than 4 mm in
both types, and was located in the midline or a little to
the left of the midline. The fistulous tract encountered
in the ano-vestibular fistula; however, was shorter in
length when compared with the fistulous tract in recto-

Case 1

Case 3

M J O J@L
== L_a
Anatomic type RVF AVF AVF
Age at surgery 11 months 6 months 13 months
Vulvar inflammation Inflammation - Abscess
Ex orifice site Midline Left Midline

In orifice site

1.5 cm above DL

0.2 cm above DL 0.3 cm above DL

Table 1. Age, clinical presentations, fistula type and tract.
RVF: Rectovestibular fistula, AVF: Ano-vestibular fistula, DL: Dentate line.

Case 1 Case 2 Case 3
Fistulous N —
e J\ |\
A A
Anatomic type RVF AVF AVF
Bowel preparation PEG Fasting - S.E PEG
Surgical procedure ASARP Simple resection Simple resection
Duration of hospitalization 7 days 6 days 5 days
Follow-up duration 18 months 42 months 35 months
Recurrence No No No

Table 2. Bowel preparation, surgical procedure, follow-up.
PEG: poly ethylene glycol, SE: saline enema.
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vestibular fistula (22-27 mm vs. 3.8 mm). The rectal
opening was in the midline in all the patients.

Several surgical techniques have been described to
manage this condition:

*Tsuchida et al® used two types of perineal approach:
In three patients a simple perineal repair was performed
with recurrence in two. The other seven patients
were treated pull-through of the anterior rectal wall.
Satisfactory results were obtained in all seven patients.

*Wakhlu et al® performed anterior sagittal
anorectoplasty for all their patients (56 females) with
highly satisfactory results.

*Kulshreshtaetal® used anterior sagittal anorectoplasty
in 12 girls with incision of anterior perineum an fistula
and reported satisfactory results in all cases without
using colostomies.

« Li L et al® preferred to perform simple resection
procedures (transanal or vestibular rectal pull-through
procedure), and for cases with a deep external opening
which is difficult to expose, they choose the transanal
repair of the fistula to avoid a fourchette incision which
provided good results. Anterior perineal anorectoplasty
was reserved for cases with a large external opening,
and abnormal perineal appearance which requires
reconstruction.

Park J et al** utilized the endorectal mucosal
advancement flap technique in three patients, all of
whom had favorable outcomes.

*Otamuradov FA et al®® performed pull-through of
the anterior rectal wall in 17 patients and the results
were satisfactory.

*Younjung K et al*® used fistulectomy and repair of
perineal body through a transanal approach with good
results.

In our series, albeit small in the number of cases,
we used simple resection to manage the two cases with
ano-vestibular fistulae. This method enabled complete
excision of the fistula under direct vision without
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incision of the perineal body. On the other hand, we
preferred anterior sagittal anorectoplasty to treat the
case with recto-vestibular fistula, because this approach
allowed good exposure and facilitated the separation
of the fistula from the vagina and hence the complete
dissection along with the closure of the rectal opening.
No diverting colostomy was done to any of our three
patients.

CONCLUSIONS

Even though ano-vestibular and recto-vestibular
fistulae represent a more or less similar pathology, their
surgical management; however, is not the same.

We believe simple resection as the procedure of
choice to repair the former (ano-vestibular fistula),
reserving procedures that requires extensive perineal
dissection (ASARP or others) for the later (recto-
vestibular fistula).
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Medical Case

Insulin-Mediated Lipohypertrophy

OlasY L Jalgia and adiiad

A 76-year-old man with hypertension, chronic kidney disease, and a 15-year history of type 2 diabetes mellitus
was admitted to the hospital with pneumonia. Two painless, rubbery, hyperpigmented masses were noted near the
umbilical area. The patient reported that for the preceding 10 years he had injected insulin detemir at those sites
twice daily (50 units every morning and 25 units every evening). The masses first developed 5 or 6 years before
presentation and gradually became more prominent. A clinical diagnosis of insulin-mediated lipohypertrophy
was made. Insulin-induced lipohypertrophy occurs at the injection site and is thought to be the result of repeated
trauma and possibly the anabolic side effects of insulin. The condition can lead to labile control of blood glucose
levels owing to variable insulin absorption at these sites. Lipohypertrophy typically causes such palpable, rubbery
growths, although the hyperpigmentation seen in this patient is less typical. Strategies that are used to reduce the
risk of lipohypertrophy include rotation of the site of insulin administration and the use of finer needles. The patient
was discharged after treatment for pneumonia and was not seen at this medical center for further follow-up.
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Medical Case

Neobladder Stone
AGaaiaal) i) o duan

A 64-year-old man presented to the emergency department with a 3-day history of pain in the left flank and urinary
retention. He had undergone radical cystectomy and orthotopic neobladder construction with intestinal segments
more than a decade earlier because of invasive bladder cancer. Physical examination revealed tenderness in the
left flank. Computed tomography of the abdomen and pelvis showed an obstructing stone in the left proximal
ureter (arrow) and a very large stone in the neobladder (Panels A and B). The use of intestinal segments to create
urinary diversions can lead to stone disease as a result of persistent bicarbonate loss in the urine, hyperoxaluria,
and long-term colonization of urea-splitting bacteria in the urinary tract. Additional risks for stone formation in
a continent urinary reservoir, such as in our patient’s neobladder, include urinary stasis, mucus production, and
nonabsorbable surgical materials used to construct the substitute bladder. The stone in the left ureter was accessed
by means of percutaneous nephrostomy with antegrade ureteroscopic assistance and was removed with the use of
laser lithotripsy. The patient underwent an open neocystolithotomy to extract the neobladder stone, which was egg
shaped and measured 12 cm by 9.5 cm by 7.5 cm, weighed 770 g, and was composed of 20% struvite and 80%
calcium phosphate (Panel C). The patient had no postoperative complications and continues
to be monitored for stone recurrence.
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Pediatrics
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Clinical features of children with nontyphoidal Salmonella bacteremia
JUkY) wie Aaal e cdgalludly adll adjad clad Ay pul) Gailadl)

Aoki Y, et al.
PL0S One 2017 Jun 9;12(6):0176990.

Nontyphoidal Salmonella (NTS) can cause bacterial enterocolitis. Although some children with NTS infection
develop bacteremia, its clinical manifestations have not been discussed adequately. Therefore, we examined
children with NTS bacteremia. We retrospectively examined the medical records of 15 patients aged less than 15
years. Salmonella spp. were detected in the blood cultures of these patients between 1991 and 2014. We divided
an additional sample group of 34 patients diagnosed with an NTS infection between 2005 and 2014, into 2 groups.
Group bacteremia (B) included patients in whose blood cultures Salmonella spp. were detected, and group non-
bacteremia (NB) included patients in whom Salmonella infection was not detected. We compared each group
using Wilcoxon test and Fisher’s exact test. The number of patients with fever, diarrhea, or abdominal pain was 15
(100%), 13 (87%), and 9 (60%), respectively, in the first sample of patients. However, vomiting and bloody stool
were observed in only 5 patients (33%). More than 70% of patients exhibited a reduced white blood cell count,
while C-reactive protein levels were variable in the patients. Salmonella spp. were detected via stool culture in 10
patients (67%). Diarrhea persisted for more than 4 days more frequently in group B than group NB (p=0.004). The
number of patients whose fever persisted for more than 4 days was significantly higher in group B than group NB
(p=0.030). Therefore, if NTS bacteremia is suspected, blood cultures should be collected and antibiotics should be
initiated in cases with diarrhea or fever for more than 4 days. Furthermore, a negative stool culture result does not
preclude the possibility of NTS bacteremia.
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C-reactive protein and radiographic findings
of lower respiratory tract infection in infants
C Aol opig ) Cligiuag delndl) ciligagall
dal) die Al dpudinl) (g k) i)
Twomey M, et al.
World J Radiol 2017 Apr 28;9(4):206-211.

Aim: To evaluate the association between C-reactive protein (CRP) and radiological evidence of lower respiratory
tract infection (LRTI) in infants.

Methods: All patients aged less than 4 years who presented with suspected lower respiratory tract infection, who
received a peri-presentation chest radiograph and CRP blood measurement over an 18-mo period were included in
the study. Age, gender, source of referral, CRP, white cell count, neutrophil count along with the patients’ symptoms
and radiologist’s report were recorded.

Results: Three hundred and eleven patients met the inclusion criteria. Abnormal chest radiographs were more
common in patients with elevated CRP levels (P<0.01). Radiologic signs of LRTI were identified in 73.7% of chest
radiographs when a patient had a CRP level between 50-99 mg/L. CRP levels were a better predictor of positive chest
radiograph findings for those aged greater than 1 year compared to those 1 year or less.

Conclusions: CRP may be used in patients with suspected LRTI diagnosis to select those who are likely to have
positive findings on chest radiograph, thus reducing unnecessary chest radiographs.
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Microcephaly
Gl ia

Hanzlik E, et al.
Children (Basel) 2017 Jun 9;4(6).

Microcephaly is defined as a head circumference more than two standard deviations below the mean for gender
and age. Congenital microcephaly is present at birth, whereas postnatal microcephaly occurs later in life. Genetic
abnormalities, syndromes, metabolic disorders, teratogens, infections, prenatal, perinatal, and postnatal injuries
can cause both congenital and postnatal microcephaly. Evaluation of patients with microcephaly begins with a
thorough history and physical examination. In cases of worsening microcephaly or neurological signs or symptoms,
neuroimaging, metabolic, or genetic testing should be strongly considered. Any further studies and workup should
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be directed by the presence of signs or symptoms pointing to an underlying diagnosis and are usually used as
confirmatory testing for certain conditions. Neuroimaging with magnetic resonance imaging (MRI) is often the first
diagnostic test in evaluating children with microcephaly. Genetic testing is becoming more common and is often
the next step following neuroimaging when there is no specific evidence in the history or physical examination
suggesting a diagnosis. Microcephaly is a lifelong condition with no known cure. The prognosis is usually worse for
children who experienced an intrauterine infection or have a chromosomal or metabolic abnormality. Zika virus has
rapidly spread since 2015, and maternal infection with this virus is associated with microcephaly and other serious
brain abnormalities. Microcephaly has become much more prevalent in the news and scientific community with the
recent emergence of Zika virus as a cause of congenital microcephaly.
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Working towards an appropriate use
of ibuprofen in children

JUlY) xie ibuprofen slsal uulia aladind (sl Jeal)

de Martino M, et al.
Drugs 2017 Jun 9.

Ibuprofen is the most widely used non-steroidal anti-inflammatory drug (NSAID) for the treatment of inflammation,
mild-to-moderate pain and fever in children, and is the only NSAID approved for use in children aged >3 months.
Its efficacy and safety profile have led to its increasing use in paediatric care, even without medical prescription.
However, an increase of suspected adverse reactions to ibuprofen has been noted in concomitance with the raised,
often medically unsupervised, consumption of the drug. The purpose of this work was a critical review of the
paediatric literature over the last 15 years on side effects and adverse events associated with ibuprofen, in order
to highlight circumstances associated with higher risks and to promote safe and appropriate use of this drug. The
literature from 2000 to date demonstrates that gastrointestinal events are rare, but (when they occur) include both
upper and lower digestive tract lesions. Dehydration plays an important role in triggering renal damage, so ibuprofen
should not be given to patients with diarrhoea and vomiting, with or without fever. Likewise, ibuprofen should
never be administered to patients who are sensitive to it or to other NSAIDs. It is contraindicated in neonates and in
children with wheezing and persistent asthma and/or during varicella. Most of the analysed studies reported adverse
events when ibuprofen was being used for fever symptoms or flu-like syndrome. Ibuprofen should not be used as an
antipyretic, except in rare cases. Ibuprofen remains the drug of first choice in the treatment of inflammatory pain in
children.
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Obstetrics And Gynecology
lasil) Gialya 15 sl

Pentazocine alone versus pentazocine plus diclofenac
for pain relief in the first 24 hours after caesarean section

diclofenac g 4dlae) ae 43 lially 3jiia Jsda pentazocine slas) ;g4
Lpadl Adaad) sy AV 24 clelad) DA A a8

Egede JO, et al.
J Clin Diagn Res 2017 Apr;11(4):QC01-QCO05.

Introduction: Postoperative pain is one of the main postoperative adverse outcomes following caesarean section. Its
management still remains a challenge especially in a low resource setting.

Aim: To compare the efficacy of intramuscular pentazocine alone and combined intramuscular pentazocine with
diclofenac for pain relief within 24 hours after caesarean section.

Materials and methods: This was adouble blind randomized control study of post caesarean section pain management
of 140 participants between April and December, 2015 at the Federal Teaching hospital, Abakaliki. Inclusion criteria
involved consenting and low risk parturients who had caesarean section under spinal anaesthesia. The participants
were randomly grouped into Pentazocine-Placebo (PP) group and Pentazocine-Diclofenac (PD) group. The PP group
received pentazocine 30 mg every 4 hours for 24 hours and 3 milliliters of water for injection as placebo 12 hourly
for 24 hours while the PD group received pentazocine 30 mg every 4 hours and diclofenac 75 mg every 12 hours for
24 hours. The level of pain control was assessed using the Visual Analog Scale (VAS). The data was analyzed with
IBM SPSS version 20.0. The level of significance was set at <0.05.

Results: The use of PD for 24 hour post caesarean section analgesia achieved better pain relief, faster onset of
postoperative ambulation, bowel sound auscultation and oral feeding than the use of PP (p-value <0.002). However,
the use of PD is more expensive than PP (p-value =0.0001). There was no difference between the two groups of
participants on the passage of flatus and duration of hospital stay (p-value>0.05). The use of PP was associated with
more maternal side effects (p-value=0.009). There was no difference on the level of satisfaction between the two
groups of participants (p-value>0.05).
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Conclusions: The use of PD for post caesarean section analgesia is more effective in achieving a satisfactory pain
relief and has less side effects.
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Optimal ovulation induction in polycystic ovary syndrome resistant
to clomiphene citrate or letrozole
Baiaal) Ciluws!) adeia Ganal) dajdlia cla B ALSI JidY) Gy el
letrozole i clomiphene citrate aladiuly Aalleal) o

Chen', et al.
Sichuan Da Xue Xue Bao Yi Xue Ban 2016 Nov;47(6):874-877.

Objective: To investigate the optimal ovulation induction with the combination of combining letrozole (LE),
clomiphene citrate (CC), and human menopausal gonadotropin (HMG) in polycystic ovary syndrome (PCOS)
patients resistant to CC or LE.

Methods: Two hundreds nine PCOS patients (209 cycles) resistant to CC or LE were randomly divided into three
groups: CC+HMG group (59 cycles), LE+HMG group (72 cycles) and LE+CC group (78 cycles). The patients in
LE+CC group unable to form the dominant follicle after 54 cycles were enrolled into LE+CC+HMG group. Maximum
follicle diameter (MFD), endometrial thickness, number of follicles (diameter >1.4 cm), the level of serum estradiol
(E2) were measured on the day of HMG administration. Also these results were observed and compared including the
duration of treatment, dosage of HMG, number of ovulated follicles, clinical pregnancy rate, biochemical pregnancy
rate, early abortion rate, twinning rate, and ectopic pregnancy rate.

Results: The ovulation rate was significantly lower in LE+CC group (30.77%) (P<0.05), but similar in the other three
groups. The number of >1.4 cm follicles and ovulated follicles, ovulation duration and E2 concentration in LE+CC
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group were also at a lower level (P<0.05). The patients in LE+CC+HMG group showed higher E2 level and more
HMG consumption (P<0.05). There was no statistical difference in endometrial thickness, MFD, clinical pregnancy
rate, biochemical pregnancy rate, early abortion rate and twinning rate among these groups (P>0.05). No severe
ovarian hyperstimulation syndrome (OHSS) or luteinized unruptured follicle (LUF) occurred.

Conclusions: Combintion of LE with CC could achieve 13/ ovulation induction in PCOS resistant to CC or LE
alone. When both combined with HMG, the induction of ovulation could be significantly higher than LE+HMG and
CC+HMG, while the risk of multiple pregnancy and OHSS was reduced.
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Effect of menstrual phase on the surgical
treatment of ovarian cysts

dpcagal) cilasll Lahal) ) o ekl jehall 450

Song T, et al.
J Obstet Gynaecol 2017 Jun 9:1-5.

This study aimed to determine whether the menstrual cycle affects operative bleeding and postoperative ovarian reserve
in patients undergoing laparoscopic ovarian cystectomy. A total of 155 patients who had undergone laparoscopic
ovarian cystectomy were classified into the follicular phase (n=84) and luteal phase (n=71) of the menstrual cycle.
The primary outcome measures were operative blood loss and the rate of decline in ovarian reserve, as calculated
by measuring serial serum anti-Miillerian hormone (AMH) levels preoperatively and 3 months postoperatively. No
significant difference in the baseline demographics, operative blood loss (p=0.984), the rate of decline in ovarian
reserve (p=0.945), and other surgical outcomes were observed between both the groups. These results demonstrate
that the menstrual cycle had no influence on the operative blood loss and ovarian reserve during laparoscopic ovarian
cystectomy. Therefore, the menstrual cycle is not an important factor to determine the optimal timing of ovarian
cystectomy.
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Outcomes following rescue cerclage in twin pregnancies
alsll Jaal) eV A A an ) gie Gughal Gadad il

Abbasi N, et al.
J Matern Fetal Neonatal Med 2017 Jun 9:1-23.

Objective: Our aim was to compare perinatal outcomes in twin pregnancies complicated by premature asymptomatic
cervical dilatation treated with rescue cerclage and expectant management.

Methods: A retrospective cohort study was conducted at a single tertiary referral center between 2003-2014 and
included all women with twins found to have a dilated cervix with intact membranes before 25-week gestation.
Pregnancy outcomes were compared between women with rescue cerclage and those managed expectantly. A total
of 36 women were eligible for the study, 27 (75.0%) of whom had a rescue cerclage compared to 9 (25.0%) women
managed expectantly. Students t test was used to compare continuous variables between the groups and the Chi-
square and Fisher’s exact tests were used for categorical variables as appropriate. Statistical analysis was performed
with the SPSS v21.0 software (Armonk, NY, United States of America: IBM Corp). Differences were considered
significant when the p value was less than 0.05.

Results: Among the 27 women with a rescue cerclage, the mean gestational age at time of cerclage insertion was
21.5+2.6 weeks. The intervention and control groups were similar with respect to the degree of cervical dilatation at
presentation (2.6+1.3 vs. 3.0+1.5 cm, p=0.5). Women in the cerclage group gave birth at a more advanced gestation
(28.9£1.6 vs. 24.2+2.6 weeks, respectively, p=0.03) and were less likely to give birth at <34 and <28 weeks (66.7
vs. 100.0%, p=0.046, and 59.3 vs. 100.0%, p=0.02, respectively). The mean latency from the placement of cerclage
to delivery was 7.3+5.5 weeks. Similar findings were observed when analysis was limited to women with cervical
dilatation of <3 cm at presentation.

Conclusions: In asymptomatic women with twin pregnancies and cervical dilatation before 25 weeks of gestation,
rescue cerclage can prolong pregnancy and improve perinatal outcomes when compared to expectant management.
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Surgery
dalyall

An evaluation tool for myofascial adhesions in patients
after breast cancer (MAP-BC evaluation tool)

(MAP-BC 5)4) 4 ¢l day ciliday pall sic dlanl) A3 culblatl) o 51

De Groef A, etal.
PLoS One 2017 Jun 9;12(6):e0179116.

Purpose: To develop a tool to evaluate myofascial adhesions objectively in patients with breast cancer and to
investigate its interrater reliability.

Methods: 1) Development of the evaluation tool. Literature was searched, experts in the field of myofascial therapy
were consulted and pilot testing was performed. 2) Thirty patients (63% had a mastectomy, 37% breast-conserving
surgery and 97% radiotherapy) with myofascial adhesions were evaluated using the developed tool by 2 independent
raters. The Weighted Kappa (WK) and the intra-class correlation coefficient (ICC) were calculated.

Results: 1) The evaluation tool for Myofascial Adhesions in Patients with Breast Cancer (MAP-BC evaluation tool)
consisted of the assessment of myofascial adhesions at 7 locations: axillary and breast region scars, musculi pectorales
region, axilla, frontal chest wall, lateral chest wall and the inframammary fold. At each location the degree of the
myofascial adhesion was scored at three levels (skin, superficial and deep) on a 4-points scale (between no adhesions
and very stiff adhesions). Additionally, a total score (0-9) was calculated, i.e. the sum of the different levels of each
location. 2) Interrater agreement of the different levels separately was moderate for the axillary and mastectomy scar
(WK 0.62-0.73) and good for the scar on the breast (WK >0.75). Moderate agreement was reached for almost all
levels of the non-scar locations. Interrater reliability of the total scores was the highest for the scars (ICC 0.82-0.99).
At non-scar locations good interrater reliability was reached, except for the inframammary fold (ICC=0.71).
Conclusions: The total scores of all locations of the MAP-BC evaluation tool had good to excellent interrater
reliability, except for the inframammary fold which only reached moderate reliability.
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Neuropsychological outcomes following
stereotactic laser amygdalohippocampectomy
Al 2y Aaadlal) duuand) Lpuddl) gulidl
St iaad) iy 3l Cauanlly 3551 Jluaiivd

Greenway MREF, et al.
Epilepsy Behav 2017 Aug 22;75:50-55.

Objective: The objective was to analyze neuropsychological testing data from 15 patients before and after stereotactic
laser ablation surgery for temporal lobe epilepsy and to describe the seizure outcomes after stereotactic laser ablation
surgery.

Methods: A retrospective review of 15 patients who underwent stereotactic laser ablation and who also underwent
neuropsychological testing before and after surgery was performed. Verbal and visual memory was assessed in all 15
patients using California Verbal Learning Test and Wechsler Memory Scale IV. Statistical analysis was performed to
determine clinically significant changes using previously validated reliable change indices and proprietary Advanced
Clinical Solutions software. Seizure outcome data were evaluated using Engel classification.

Results: Postsurgery neuropsychological evaluation demonstrated that all 15 patients experienced at least 1 clinically
significant decline in either verbal or visual memory. Ten patients in this series, including five with dominant-
hemisphere surgery, demonstrated decline in delayed memory for narrative information (Logical Memory I1). By
contrast, the Boston Naming Test demonstrated more favorable results after surgery. Two of nine patients demonstrated
a clinically significant increase in naming ability, and only one of nine patients demonstrated a clinically significant
decline in naming ability. With at least 6months of follow-up after surgery, 33% reported seizure freedom.
Conclusion: Stereotactic laser ablation can result in clinically significant and meaningful decline in verbal and visual
memory when comparing patients to their own presurgical baseline. Naming ability, conversely, is much less likely
to be impacted by stereotactic laser ablation and may improve after the procedure.
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Outcomes of gallstone disease during pregnancy
Jeall PMA dshiaall cluanl) gla guilis

Ibiebele I, et al.
Paediatr Perinat Epidemiol 2017 Sep 7.

Background: Gallstone disease is a leading indication for non-obstetric abdominal surgery during pregnancy. There
are limited whole population data on maternal and neonatal outcomes. This population-based study aims to describe
the outcomes of gallstone disease during pregnancy in an Australian setting.

Methods: Linked hospital, birth, and mortality data for all women with singleton pregnancies in New South Wales,
Australia, 2001-2012 were analysed. Exposure of interest was gallstone disease (acute biliary pancreatitis, gallstones
with/without cholecystitis). Outcomes including preterm birth (spontaneous and planned), readmission, morbidity
and mortality (maternal and neonatal) were compared between pregnancies with and without gallstone disease.
Adjusted risk ratios (aRRs) and 99% confidence intervals were estimated using modified Poisson regression and
adjusted for maternal and pregnancy factors.

Results: Among 1 064 089 pregnancies, 1882 (0.18%) had gallstone disease. Of these, 239 (12.7%) had an antepartum
cholecystectomy and 1643 (87.3%) were managed conservatively. Of those managed conservatively, 319 (19.0%)
had a postpartum cholecystectomy. Gallstone disease was associated with increased risk of preterm birth (aRR 1.3,
99% CI 1.1, 1.6), particularly planned preterm birth (aRR 1.6, 99% CI 1.2, 2.1), maternal morbidity (aRR 1.6, 99%
Cl 1.1, 2.3), maternal readmission (aRR 4.7, 99% CI 4.2, 5.3), and neonatal morbidity (aRR 1.4, 99% CI 1.1, 1.7).
Surgery was associated with decreased risk of maternal readmission (aRR 0.4, 99% C1 0.2, 0.7).

Conclusions: Gallstone disease during pregnancy was associated with adverse maternal and neonatal outcomes. Most
women with gallstone disease during pregnancy are managed conservatively. Surgical management was associated
with decreased risk of readmission.

il Jon Yiea) 32500 laslas 2ngi . Joall 558 DA bl ye Gl laball Ll Luw ghial) clasl oly iy réuag) 481

Sliagall die Jeall PA Gyghieall cluanll ¢l z8008 Caay ) Lol Zubal) s3a Caagd GAllal) s3a Gl o a5 2V ie 2Bl

Al 8

Wil 3 New South Wales 45 8 3yte Jeay delsall ¢ Luil) wie il glls dualyal) 32Vl clans Jilad Liall aal 3 5 rdad) ok

il 35 caladl bl el Lo Ayl VY Ay jheall cloanl) el Al ad 120125 2001 e o 558 Dla
il lls dalyall (sl sale] o(led Jakaall §f dygaall) 58U 550 a s s paal) i) Ayl s L (sla Bylpe el s 5f o Ayshid

g 22ty %99 A8 Jialshy Alseal) Ama V1 s i 5 Ayghieall sl o1y dgms o ol g Jesll Vs G (a5 Y ie)

cdaall s aY1 xie 3asasall Jalgall unilly abiae’ oa Jaxall PoiSSON

Oeie 239 Gmad L Jala Ay 1064089 Jusl (e (%0.18 dausiy) dumpye 1882 xie dyshiall ciluasll ¢l agay Laagl i)

68



Journal of the Arab Board of Health Specializations \ol.18, No.3, 2017

i) Ggie 319 Cmad G (%87.3 L) Lilae J<G Alla 1643 Sun & iy (%127 duty) (il J 5 Juainl
38 Joalsiy ¢].3 Asdl 550a) Ga) 55U 50 s 535 s dushioal) laanl) o1 G Gl ey e Jemiind (%19.0
85l dud) Y xie Ayl ¢(2.1-1.2 :%99 8 Jealgis 1.6 Asaall 355l Gunsd) Led Tkl 5,SU 335 Zalis o(1.6-1.1 :%99
dzalyly (5.3-4.2 :%99 4 Jualsts 4.7 Aaall 5yshall du) Ladall & ) Jsdsale) ((2.3-1.1 :%99 46 Jualssy 1.6 daxal)
8yshall L) V) die Jsll sale) had (alids) ae dabad) csdls L (1.7-1.1 :%99 46 Jualsiy (1.4 aeall 3)5hall L) adgl) e
(0.7-0.2 :%99 i& Jualsiy 0.4 dsedll

Glaaall o1y Vs alina i 2y elsw 2 e addlly 21 vie Ayl 0 e Jeall DA Gyghiiall ciluanll ols 3ol ralaliigy)
cbiad) (3 V) sl sale) Hhad aali ae abal) el G b dilae <0 Jeall DA dy5)ieal

Effects of laparoscopic Roux-en-Y gastric bypass on Chinese
type 2 diabetes mellitus patients with different levels of obesity
SN ) e lay Cplual) el die Ghadl it ROUX-EN-Y dgaaal) sjlaad) diles il
Lol ¢pe Adlide clygiona pa (31l g Sl £ 1A (ha

Du X, et al.
Obes Surg 2017 Aug 24.

Background: Laparoscopic Roux-en-Y gastric bypass (LRYGB) has been proven to be effective on treating type
2 diabetes mellitus (T2DM) in severely obese patients, but whether LRYGB surgery should be performed in obese
class | patients is controversial.

Materials and methods: A retrospective study of 3-year bariatric and metabolic outcomes in different obese class
T2DM patients who underwent LRYGB was conducted to compare the effectiveness of LRYGB in obese class |
patients with that in obese class 11/111 patients in a Chinese T2DM population.

Results: Totally, 58 patients with class | obesity and 45 patients with class I1/111 obesity were enrolled in this study.
Major complications included two cases of incomplete intestinal obstructions and one anastomotic leak. The remission
rates of T2DM were 70.6% in obese class | group and 77.8% in obese class Il/111 group at 1 year after surgery and
55.6 versus 64.3% at 3 years (all P>0.05). Logistic regression analysis showed that higher waist circumference, lower
fasting plasma glucose, and higher FCP at 2 h of OGTT were independently associated with diabetes remission at
1 year after surgery. At 1 year and thereafter, the percentage of excess weight loss was significantly greater in obese
class II/I11 patients. At 3 years, body mass index was not significantly different between the two groups, and the obese
class | patients had high recurrence rates of hypertension and hyperuricemia.

Conclusions: LRYGB surgery is feasible, safe, and effective in Chinese obese class | patients with T2DM.

sie A Laadll e oSl o1l eV dalles b Lglled (LRYGB) glall bty ROUX-€N-Y el 8)laall dilee il séuand) 4618
o e I Lo ddlad) (g | daatll ampe die dglead) 03a sha) 5236 oY) i) 305 ol

£l Al i) amyal) i A3)ad) dpeas e ddisal) gililly Al it Jea s 3 lgiae dasly Al ehal & rdad) 55k Mg
vie dahall Alled G A5l G Gus ((LRYGB) gl bt ROUX-eN-Y sl 8jlaall Zabal fpealdll S Laall e (oS0
comall (oSl elall B Jaaill e ye s @ll3g Dladl e T 11 L) aye ae Z30ad) e | daaidl oaiase

Coiemi L Aball s3a 8 & e T 1 LWl pmge (e 455 &0l (e | laaill npe e Liagpe 58 (e Yl i sl
dalad) any oSl o lall B Taaill £ saa NV ane ialy L 8pe all (g (e Baa)y Allag ¢ ad) gral) slaw¥) e cpilla dpuahll UDRY)
%64.3 5 %55.6 Jilia cdalall (pe diu aay Glldg ol e 5 1T BadY) e die %77.8 5 ciladl (e | o) ape 2ie %70.6
S e (i) Slgiaall ¢ JeY) asl s of il jigill Jdat 5elal L (0.05<P af aen) daball (o Glsin 3 0 sl e

69



Journal of the Arab Board of Health Specializations Vol.18, No.3, 2017

b ae Jne Il Jalse LS OGTT (gpadl) Sull dans sl PlA oyficls 3y FCP gt LY ally aluall e Lol
I daail) cape s o Iy e el Bl Gl e s of Lass Ly daball e &iw 2y Laagl Aalall e &is 2y (oSl 6l
N dre 3] o | daaill amye sl Lang) LS clgie 3 3ms i sanall o BMI prenll ALS e 8 dela il 8 S o)L Aslad) (e 11
o) B Jal) aea Ly byl gl g liy b s

e i &l e | laaill (53] Ylads Lialy USaa 21a) (LRYGB) oladl idatis ROUX-€N-Y iaaal ilaall dulee (i sclaliia)
ol 8 Sl elall (pe B Laal)

Cardiovascular Diseases

el Al (el

Ultrafiltration versus intravenous loop diuretics in patients
with acute decompensated heart failure

oagleall s alald) alal) J‘yaéu.a.ajam

Kabach M, et al.
Acta Cardiol 2017 Apr;72(2):132-141.

Background: Intravenous loop diuretics are the first-line therapy for acute decompensated heart failure (ADHF) but
many patients are discharged with unresolved congestion resulting in higher re-hospitalization and mortality rates.
Ultrafiltration (UF) is a promising intervention for ADHF. However, studies comparing UF to diuretics have been
inconsistent in their clinical outcomes.

Methods: A comprehensive literature search was performed. Trials were included if they met the following criteria:
(1) randomization with a control group, (2) comparison of UF with a loop diuretic, and (3) a diagnosis of ADHF.
Results: When compared to diuretics, UF was associated with a reduced risk of clinical worsening (odds ratio (OR)
0.57, 95% CI: 0.38-0.86, P-value 0.007), increased likelihood for clinical decongestion (OR 2.32, 95% CI: 1.09-4.91,
P-value 0.03) with greater weight (0.97 Kg, 95% CI: 0.52-1.42, P-value <0.0001) and volume reduction (1.11 L, 95%
CI: 0.68-1.54, P-value <0.0001). The overall risk of re-hospitalization (OR 0.92, 95% CI: 0.62-1.38, P-value 0.70),
return to emergency department (OR 0.69, 95% CI: 0.44-1.08, P-value 0.10) and mortality (OR 0.99, 95% CI: 0.60-
1.62, P-value 0.97) were not significantly improved by UF treatment.

Conclusions: UF is associated with significant improvements in clinical decongestion but not in rates of re-
hospitalization or mortality.
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Prognostic value of galectin-3 on admission
in Chinese patients with heart failure
galectin=3 il gical 43 )25Y) dagdl)
) (b Q) g paje die sl ie

Wang H, et al.
Acta Cardiol 2017 Apr;72(2):188-195.

Objective: We performed a prospective observational study to explore the prognostic value of plasma galectin-3, a
biomarker for fibrosis and inflammation, in Chinese patients with heart failure (HF).

Methods and results: Galectin-3, N-terminal pro B-type natriuretic peptide (NT-proBNP) and other clinically related
variables were measured in consecutive HF patients in Beijing Hospital. Specifically, galectin-3 was detected by an
enzyme-linked immunosorbent assay. The primary end point was major adverse cardiac events (MACE), including
all-cause mortality or readmission at the end of follow-up. The adjusted hazard ratio (HR) was determined by COX
regression model. In total, 272 patients were included in this study with a median age of 77 years, of whom 55.9%
were male. During a median follow-up of 584 (415-813) days, 53 patients (19.5%) died and 103 patients (37.9%)
died and/or required readmission. Plasma galectin-3 levels by tertiles were associated with an increased risk for the
primary end point (P<0.001). Kaplan-Meier survival curves showed that the third tertile of galectin-3 was associated
with an increased rate of MACE, compared with the first and second tertiles, with the log rank P<0.001 and P=0.001,
respectively. In addition, the multivariate COX regression model showed that the highest tertile of galectin-3 was
associated with an increased risk for MACE (HR =2.13, 95% confidence interval: 1.24-3.68, P=0.006), compared with
the lowest tertile after adjustment for age, NT-proBNP, creatinine, uric acid, albumin, haemoglobin, and estimated
glomerular filtration rate (¢GFR).

Conclusion: Plasma galectin-3 is an independent predictor of all-cause mortality and/or readmission in Chinese
patients with HF.
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Pulmonary Diseases
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Long term treatment with macrolides
in chronic lung diesases
macrolides cialg Slall aladialy LY dlyghs dadlaal)
Liajall 43900 Gl
Shteinberg M, et al.
Harefuah 2016 Sep;155(9):567-571.

Macrolide agents have both antibacterial properties as well as various effects on the inflammatory system. In recent
years there is growing evidence regarding the favourable effects of macrolides in a range of chronic respiratory
conditions. Historically, erythromycin and clarithromycin were found to stabilize pulmonary deterioration in
diffuse panbronchiolitis. In cystic fibrosis patients colonized with pseudomonas aeruginosa, long term treatment
with azithromycin reduces exacerbations and presents improved lung function. A similar effect on prevention of
exacerbations has been demonstrated in noncystic fibrosis bronchiectasis. In patients undergoing lung transplantation,
long term azithromycin prevents bronchiolitis obliterans syndrome. In patients with chronic obstructive pulmonary
disease (COPD), azithromycin prevents acute exacerbations. Chronic treatment with macrolides is associated with
adverse effects including gastrointestinal symptoms, interactions with other drugs and cardiovascular complications.
Of the macrolides, azithromycin is associated with the lowest interactions and adverse effects and is also the most
investigated.
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Gastroenterology

Efficacy of exclusive enteral nutrition
in complicated Crohn’s disease
G308 #13 (e Adalidal) e B Ay paal) dgral) L3l Allad

Yang Q, et al.
Scand J Gastroenterol 2017 Jun 9:1-7.

Aim: To investigate the efficacy of exclusive enteral nutrition (EEN) in induction of remission in adult active
Crohn’s disease (CD) complicated with intestinal fistula/abdominal abscess or inflammatory intestinal stricture.
Methods: Patients diagnosed with active CD with complications were recruited between July 2013 and July
2015. Patients were offered EEN for 12 weeks. Patients with abscess received antibiotic treatment with or without
percutaneous drainage. Clinical variables were recorded.

Results: Forty-one patients with CD and with intestinal fistula/abdominal abscess or inflammatory intestinal stricture
aged 18-60 years, were included. Ten patients were accompanied with stenosis and 33 with intestinal fistula/abscess.
After 12 weeks of EEN, the Crohn’s disease activity index significantly decreased (223.43+65.5 vs. 106.77+42.73,
p<0.001), and 80.5% of patients achieved full clinical remission totally. Fistula closure after EEN was observed
in 75% of patients with entero-cutaneous fistula. In patients with stenosis, 20% had no response to EEN and were
transferred for surgery. Partial remission and full remission were observed in 20% and 60% of patients after 12
weeks of EEN, respectively. Intra-abdominal abscess resolved in 76% of patients. Seventeen patients who had
mucosal ulcers underwent colonoscopy before and after EEN, 47% achieved mucosal healing after the treatment.
The inflammatory index of patients significantly decreased (p<0.01), nutritional parameters increased (p<0.01) and
the European Nutritional Risk Screening (2002) decreased (p<0.01).

Conclusions: EEN is effective in inducing early clinical remission, mucosal healing, promoting fistula closure and
reducing the size of abscess in adult CD patients with complications.
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Scoring model to predict outcome in critically ill cirrhotic patients
with acute respiratory failure
Loall cllall pdape die Alad) gl il bl g 3 gal
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Zhou XD, et al.
Expert Rev Gastroenterol Hepatol 2017 Jun 9.

Background and aims: Critically ill cirrhotic patients have a high mortality, particularly with concomitant respiratory
failure on admission. There are no specific models in use for mortality risk assessment in critically ill cirrhotic
patients with acute respiratory failure (CICRF). The aim is to develop a risk prediction model specific to CICRF in
order to quantify the severity of illness.

Methods: We analyzed 949 CICRF patients extracted from the MIMIC-III database. The novel model (ARF-
CLIF-SOFA) was developed from the CLIF-SOFA score. Cox regression analysis and AUROC were implemented
to test the predictive accuracy, compared with existing scores including the CLIF-SOFA score and MELD-related
scores.

Results: ARF-CLIF-SOFA contains PaO2/FiO?2 ratio, lactate, MAP, vasopressor therapy, bilirubin and creatinine
(1 point each; score range: 0 - 6). Based on our patient cohort, the ARF-CLIF-SOFA score had good predictive
accuracy for predicting the 30-, 90-day and 1-year mortality (AUROC=0.767 at 30-day, 0.768 at 90-day, 0.765
at 1-year, respectively). Additionally, the performance of the ARF-CLIF-SOFA is superior to existing scores (all
P<0.001).

Conclusions: The ARF-CLIF-SOFA score can be considered a specific score with a better predictive accuracy
compared to the existing scores.
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Mechanism of action of three newly registered drugs
for multiple sclerosis treatment
adaial) quleatl) datlas B Uas Alaaeal) 43sa¥) (e &35 Jas 4]

Kasaretto K, et al.
Pharmacol Rep 2017 Feb 22;69(4):702-8.

Multiple sclerosis (MS) is a disease of suspected autoimmune origin leading to neurodegeneration. The disease
pathomechanism is considered to be primarily based on neuroinflammation directed against myelin antigens
caused by autoreactive T cells. MS etiology remains still unknown, which makes it difficult to create an efficient
therapy, therefore, MS treatment targets mechanisms involved in disease pathology. In this review, we present the
mechanism of action of three newly registered drugs for MS. Dimethyl fumarate (DMF) is an agent presenting a
broad spectrum of action. Its main activity is based on activating the nuclear factor E2 dependent pathway leading
to antioxidant enzyme synthesis. DMF in general suppresses the pro-inflammatory immune activity and exerts
a neuroprotective action. Teriflunomide is a more focused drug, acting as an inhibitor of pyrimidines synthesis,
important for rapidly dividing cells such as activated lymphocytes. Similarly, alemtuzumab, an anti-CD52 antibody,
causes depletion of mainly lymphocytes. Since in MS pathology, T and B cells are involved, this mode of action
is promising.
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Cutaneous nerve biomarkers in transthyretin
familial amyloid polyneuropathy
Pl e¥la b Lalal) Glaed) & 4gal) cilaulgl
transthyretin  Jagiyal) Liled) aaial) cilacy)

Ebenezer GJ, et al.
Ann Neurol 2017 Jun 9.

Objective: Determine the utility of skin biopsies as a biomarker of disease severity in subjects with amyloid
neuropathy.
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Methods: Five groups of patients were studied 1) TTR-FAP (N=20), 2) TTR mutation carriers without neuropathy
(TTR-noPN, N=10), 3) healthy controls (N=20), 4) diabetic neuropathy disease controls (N=20) and 5) patients with
AL-amyloid (N=2). All subjects underwent neurological examination and 3mm skin biopsies. Sections were stained
with anti-PGP9.5, anti-TTR and Congo red. Intraepidermal (IENFD), sweat gland (SGNFD) and pilomotor nerve
fiber densities (PMNFD) were measured. Correlations between the amount of amyloid present (amyloid burden),
fiber subtype and Neuropathy Impairment Score-LL (NIS-LL) were evaluated.

Results: TENFD, SGNFD, and PMNFD were all significantly reduced in TTR-FAP patients vs. healthy controls
while TTR-noPN subjects had intermediate reductions. Lower nerve fiber densities were associated with NIS-LL
(p<0.001). Congo red staining revealed brilliant-red amyloid deposits confirmed by apple-green birefringence within
dermal collagen, sweat glands, and arrector pili that engulfed axons. The diagnostic sensitivity and specificity to
detect amyloid in skin were 70% and 100%. Both AL and 210/ TTR-noPN subjects were Congo red-positive. Amyloid
burden correlated with IENFD (r=-0.63), SGNFD (r=-0.67), PMNFD (r=-0.50) and NIS-LL (r=-0.57). Wild-type
TTR staining was less prominent in TTR-FAP patients.

Conclusions: Cutaneous amyloid was detected in 70% of TTR-FAP and 20% of TTR-noPN subjects. Amyloid
burden correlated strongly with reductions in IENFD, SGNFD, PMNFD and NIS-LL. Skin is an attractive tissue to
establish an amyloid diagnosis and amyloid burden has potential as a biomarker to detect treatment effect in TTR-
FAP drug trials.
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Hematology And Oncology
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Role of LOXL2 in the epithelial-mesenchymal transition
and colorectal cancer metastasis

asianally ¢ s19Sh (g Jihig (daensiall— g \glal) JULEY) b LOXL2 g0

Park PG, et al.
Oncotarget 2017 May 25.

Colorectal cancer (CRC) is one of the most dangerous types of malignant tumors, and cancer metastasis is a major
factor in the failure of CRC therapy. Recently, LOXL2 (lysyl oxidase-like 2) has been shown to represent a regulator
of epithelial-mesenchymal transition (EMT) in different cancer types. However, LOXL2 has not been reported to be
involved in CRC metastasis. In this study, we demonstrated that LOXL2 expression is strongly correlated with the
rate of CRC metastasis, it participates in the regulation of EMT-related molecule expression in CRC cells in vitro, and
it is involved in migratory potential alterations. Additionally, tissue microarray analysis of CRC patients showed an
increase in the probability of developing CRC distant metastasis and a decrease in the survival rate of patients with
high LOXL2 expression. The results obtained in this study indicate that LOXL2 is involved in the development and
progression of CRC metastasis, and therefore, its expression levels may represent a useful prognostic marker.
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Retrospective study of the prognostic significance of neutrophil-to-lymphocyte ratio
for postsurgical outcomes of patients with endometrial carcinoma
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Ding L, et al.
Int J Gynaecol Obstet 2017 Jun 9.

Objective: To evaluate the significance of postoperative inflammatory system response markers in predicting the
prognosis of patients with endometrial cancer undergoing surgery.
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Methods: The presentretrospective study included patients who underwent surgical treatment for pathology-confirmed
endometrial cancer between January 1, 2007, and June 30, 2013, at the Affiliated Drum Tower Hospital, Nanjing
University Medical School, Nanjing, China. Potential prognostic factors were investigated by Cox proportional
hazards analysis and survival rates were compared using Kaplan-Meier analyses.

Results: There were 185 patients with surgically treated endometrial cancer included. Multivariate analyses
demonstrated that a preoperative neutrophil-to-lymphocyte ratio (NLR) above 1.81 (P=0.010) and a postoperative
NLR above 7.54 (P=0.008) were both independently associated with lower disease free survival. Elevated preoperative
and postoperative NLRs were associated with higher tumor stage (P=0.021 and P=0.009, respectively), and only
elevated preoperative NLR was associated with lymph node involvement (P=0.023).

Conclusions: Preoperative and postoperative NLRs were independently associated with inflammatory system
response markers and could be combined to evaluate the prognosis of patients with endometrial cancer following
surgery.
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Calcium phosphate product is associated with subclinical
carotid atherosclerosis in type 2 diabetes
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Ramirez-Morros A, et al.
J Diabetes Res 2017;2017:3498368.

Aims: To assess whether circulating 25-hydroxyvitamin D3 (250HD) and mineral metabolism-related factors (serum
phosphate, calcium, and parathormone) are associated with subclinical carotid atherosclerosis (SCA), defined as the
presence of carotid atherosclerotic plagues (main study outcome), in patients with type 2 diabetes mellitus (T2DM)
without kidney disease or previous cardiovascular disease.

Methods: We undertook a post hoc analysis of a cross-sectional study in adults with T2DM in whom we evaluated
SCA. A total of 303 subjects with T2DM were included. Clinical variables and carotid ultrasound imaging were
obtained.
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Results: We found no association of 250HD with the presence of SCA. However, calcium phosphate (CaP; mg2/
dL2) product was positively associated with the presence of carotid plaques (ORadj =1.078; 95% CI: 1.017-1.142).
An inverse association was observed between higher levels of 250HD (=30 ng/mL versus <20 ng/mL concentrations)
and common carotid intima-media thickness (cIMT; mm) (Badj +£SE =-0.055+0.024).

Conclusions: We conclude that the CaP product is independently associated with the presence of established
subclinical carotid atherosclerosis in patients with T2DM.
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Reduction in microalbuminuria by calcium channel blockers in patients
with type 2 diabetes mellitus and hypertension
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Hwang YC, et al.
Int J Clin Pract 2017 Aug 24.

Background: It has been suggested that renoprotection with calcium channel blockers (CCBs) may differ. This study
aimed to compare the anti-proteinuric effect of different CCBs in patients with type 2 diabetes (T2D).

Methods: A multicentre, randomized, open-label, active-controlled study was performed in seven centres in Korea.
A total of 74 patients with T2D and microalbuminuria treated with renin-angiotensin system (RAS) blockers were
randomized to a cilnidipine 10 mg treatment (n=38) or amlodipine 5 mg treatment (n=36).

Results: Urine albumin to creatinine ratio (ACR) reduction was similar between the two groups at 12 weeks
(-53.0£123.2 mg/g in cilnidipine group and -35.7+83.6 mg/g in amlodipine group, P=0.29) or 24 weeks
(-57.3+106.9 mg/g in cilnidipine group and -20.0£110.4 mg/g in amlodipine group, P=0.24). In a subgroup analysis,
cilnidipine treatment showed a larger ACR reduction than amlodipine treatment at 12 weeks (-84.7+106.8 mg/g in
cilnidipine group and -9.5+£79.2 mg/g in amlodipine group, P=0.01) and 24 weeks (-84.0+111.7 mg/g in cilnidipine
group and 14.6+119.4 mg/g in amlodipine group, P=0.008), particularly in patients with a longer duration of diabetes
more than 10 years.

Conclusions: Cilnidipine did not show any additional anti-alouminuric effect compared with amlodipine in patients
with T2D and microalbuminuria treated with an RAS blocker. However, the anti-albuminuric effect of cilnidipine
might differ according to the duration of diabetes.
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Rheumatology And Orthopedics
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Glycoprotein YKL-40: A potential biomarker of disease activity in rheumatoid arthritis
during intensive treatment with csDMARDs and infliximab
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Véaananen T, et al.
PLoS One 2017 Aug 25;12(8):e0183294

Objective: YKL-40, a chitinase-like glycoprotein associated with inflammation and tissue remodeling, is produced
by joint tissues and recognized as a candidate auto-antigen in rheumatoid arthritis (RA). In the present study, we
investigated YKL-40 as a potential biomarker of disease activity in patients with early RA at baseline and during
intensive treatment aiming for early remission.

Methods: Ninety-nine patients with early DMARD-naive RA participated in the NEO-RACo study. For the first
four weeks, the patients were treated with the combination of sulphasalazine, methotrexate, hydroxychloroquine
and low dose prednisolone (FIN-RACo DMARD combination), and subsequently randomized to receive placebo
or infliximab added on the treatment for further 22 weeks. Disease activity was evaluated using the 28-joint disease
activity score and plasma YKL-40 concentrations were measured by immunoassay.

Results: At the baseline, plasma YKL-40 concentration was 5737 (mean+SD) ng/ml. YKL-40 was significantly
associated with the disease activity score, interleukin-6 and erythrocyte sedimentation rate both at the baseline and
during the 26 weeks’ treatment. The csDMARD combination decreased YKL-40 levels already during the first four
weeks of treatment, and there was no further reduction when the tumour necrosis factor-a antagonist infliximab was
added on the combination treatment.

Conclusions: High YKL-40 levels were found to be associated with disease activity in early DMARD-naive RA and
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during intensive treat-to-target therapy. The present results suggest YKL-40 as a useful biomarker of disease activity
in RA to be used to steer treatment towards remission.
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A comparison of the effects of exercises plus connective tissue massage
to exercises alone in women with fibromyalgia syndrome
A )lEally el aa Al ) oo plail) dajlan il 435l8a
Lland) 4800 QYY) Aajdlia Aoy o ludl) dic Jabd o ladl) djlan pa

Toprak Celenay S, et al.
Rheumatol Int 2017 Aug 24.

This study aimed to compare the effectiveness of a 6-week combined exercise program with and without connective
tissue massage (CTM) on pain, fatigue, sleep problem, health status, and quality of life in patients with fibromyalgia
syndrome (FMS). Patients were randomly allocated into Exercise (n=20) and Exercise + CTM (n=20) groups. The
exercise program with and without CTM was carried out 2 days a week for 6 weeks. Pain, fatigue, sleep problem
with Visual Analog Scales, health status with Fibromyalgia Impact Questionnaire (FIQ), and quality of life with Short
Form-36 were evaluated. After the program, pain, fatigue and sleep problem reduced, health status (except of the
scores of FIQ-1 and FIQ-10), physical functioning, role limitations due to physical health, bodily pain, role limitations
due to emotional health, vitality, and general health perceptions parameters related to quality of life improved in the
Exercise group, (P<0.05). In the Exercise + CTM group, pain, fatigue and sleep problem decreased, health status and
quality of life improved (P<0.05). Pain, fatigue, sleep problem, and role limitations due to physical health improved
in the Exercise + CTM group in comparison to the Exercise group (P<0.05). The study suggested that exercises with
and without CTM might be effective for decreasing pain, fatigue and sleep problem whereas increasing health status
and quality of life in patients with FMS. However, exercises with CTM might be superior in improving pain, fatigue,
sleep problem, and role limitations due to physical health compared to exercise alone.
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Urology And Nephrology
sl Sleadly LIS il

Uromodulin associates with cardiorenal function in patients
with hypertension and cardiovascular disease

a4 4l8t) 4180 ddds ol uromodulin ddde

Aile gl Alal) Galally (Alpdll gl h pase die
Algharably EAH, et al.
J Hypertens 2017 Jun 8.

Objective: Common genetic variants in the gene encoding uromodulin (UMOD) have been associated with renal
function, blood pressure (BP) and hypertension. We investigated the associations between an important single
nucleotide polymorphism (SNP) in UMOD, that is rs12917707-G>T, and estimated glomerular filtration rate
(eGFR), BP and cardiac organ damage as determined by echocardiography in patients with arterial hypertension.
Methods: Acohort of 1218 treated high-risk patients (mean age 58.5 years, 83% men) with documented cardiovascular
disease (81% with coronary heart disease) was analysed.

Results: The mean values for 24-h SBP and DBP were 124.7+14.7 and 73.94£9.4mmHg; mean eGFR was
77.5+£18.3ml/min per 1.73m, mean left ventricular ejection fraction was 59.3+9.9% and mean left ventricular
mass index in men and women was 53.9+£23.2 and 54.9+23.7g/m with 50.4% of patients having left ventricular
hypertrophy. A significant association between rs12917707 and eGFR was observed with T-allele carriers showing
significantly higher eGFR values (+2.6ml/min per 1.73m, P=0.006) than noncarriers. This SNP associated also
with left atrial diameter (P=0.007); homozygous carriers of the T-allele had smaller left atrial diameter (-1.5mm)
than other genotype groups (P=0.040). No significant associations between rs12917707 and other cardiac or BP
phenotypes were observed.

Conclusions: These findings extend the previously documented role of UMOD for renal function also to treated
high-risk patients with arterial hypertension and reveal a novel association with left atrial remodelling and thus a
potential cardiorenal link modulated by UMOD.
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The role of the kidney in drug elimination
sl kY dddes 8 A0S g0

Miners JO, et al.
Clin Pharmacol Ther 2017 Jun 9.

Recent advances in the identification and characterization of renal drug transporters and drug metabolizing
enzymes has led to greater understanding of their roles in drug and chemical elimination and in modulation
of the intra-renal exposure and response to drugs, nephrotoxic compounds, and physiological mediators.
Furthermore, there is increasing awareness of the potential importance of drug-drug interactions (DDIs)
arising from inhibition of renal transporters, and regulatory agencies now provide recommendations for the
evaluation of transporter mediated DDIs. Apart from the well-recognized effects of kidney disease on renal drug
clearance, there is a growing body of evidence demonstrating that the non-renal clearances of drugs eliminated
by certain transporters and drug metabolizing enzymes are decreased in patients with chronic kidney disease
(CKD). Based on these observations, renal impairment guidance documents of regulatory agencies recommend
pharmacokinetic characterization of both renally cleared and non-renally cleared drugs in CKD patients to
inform possible dosage adjustment.
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Psychiatry
Gué_ﬂ\ g._\LJ\

Post-traumatic stress disorder in parturients delivering
by caesarean section and the implication of anaesthesia

4 ya ) 3l day sl die (Mt G sl Gl
Gahaal) aaadl) Jaad il

Lopez U, et al.
Health Qual Life Outcomes 2017 Jun 2;15(1):118.

Background: Post-traumatic stress disorder (PTSD) occurs in 1-7% of women following childbirth. While having a
caesarean section (C-section) is known to be a significant risk factor for postpartum PTSD, it is currently unknown
whether coexisting anaesthesia-related factors are also associated to the disorder. The aim of this study was to assess
anaesthesia-linked factors in the development of acute postpartum PTSD.

Methods: We performed a prospective cohort study on women having a C-section in a tertiary hospital in Switzerland.
Patients were followed up six weeks postpartum. Patient and procedure characteristics, past morbidity or traumatic
events, psychosocial status and stressful perinatal events were measured. Outcome was divided into two categories:
full PTSD disease and PTSD profile. This was based on the number of DSM-IV criteria of the Diagnostic and
Statistical Manual of Mental Disorders 4th edition (DSM-1V) present. The PTSD Checklist Scale and the Clinician
Administered PTSD Scale were used for measurement.

Results: Of the 280 patients included, 217 (77.5%) answered the questionnaires and 175 (62.5%) answered to an
additional phone interview. Twenty (9.2%) had a PTSD profile and six (2.7%) a PTSD. When a full predictive model
of risk factors for PTSD profile was built using logistic regression, maternal prepartum and intrapartum complications,
anaesthetic complications and dissociative experiences during C-section were found to be the significant predictors
for PTSD profile.

Conclusions: This is the first study to show in parturients having a C-section that an anaesthesia complication is an
independent risk factor for postpartum PTSD and PTSD profile development, in addition to known perinatal and
maternal risk factors.
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Homocysteine as a diagnostic and etiopathogenic factor
in children with autism spectrum disorder
(PRI (i (oAl JalaS Galigasgd) 94
gl digal) Gl pdaje JUlY) Ais

Jozefczuk J, et al.
J Med Food 2017 Jun 9.

Substantial characteristics of autism are cognitive and psychophysical disorders. Etiopathogenetic factors are
thought to be responsible for development of autism in children with genetic predisposition as well as have
their effect on the severity of the disorders. The main problem of early identification of patients affected by
autism spectrum disorder is that there are no clear diagnostic criteria. The aim of our study was assessment of
hair magnesium and serum homocysteine concentrations in children with autism. Hair magnesium analysis was
performed using a flame atomic absorption spectrometer, blood serum homocysteine determination was performed
using a radioimmunological method, and blood serum magnesium level was determined using a biochemical
method. Our research showed normal magnesium blood levels and significantly high homocysteine levels and
very low hair magnesium levels, low concentration of hair magnesium progresses with age. Our hypothesis is that
magnesium deficiency, as a relevant epigenetic factor, might be decreasing methylation of homocysteine, therefore
decreasing genome transcription and lowering the synaptic plasticity. We suggest that analysis of hair magnesium
and serum homocysteine levels might be useful in identification of children with autism spectrum disorder, as well
as control of its treatment. Obtained results and performed analysis might therefore justify supplementation of
magnesium among children with autism.
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Ophthalomology
el al e

Clinical characteristics and risk factors for retinal diabetic
neurodegeneration in type 2 diabetes

Saal) gl S Jaall) uaye die ASudl) B peand) (SN 5 gbal) Jalge g Ay peall ailiadl)

Kim K, et al.
Acta Diabetol 2017 Aug 24.

Aims: To identify clinical characteristics and risk factors of retinal neurodegeneration represented by macular
ganglion cell/inner plexiform layer (mGCIPL) thinning in patients with long-standing type 2 diabetes mellitus
(T2DM).

Methods: Patients who had T2DM for >15 years were prospectively recruited from September 2014 to July 2015.
Clinical data and samples were collected according to the Common Data Element and Standards of Procedure
developed by the Korean Diabetes Association research council. Baseline characteristics included age, gender, family
history, medical record of comorbidity, and microvascular complications. All patients underwent optical coherence
tomography with automatic segmentation of the mGCIPL in six parafoveal regions. Multivariable regression analysis
identified factors associated with mGCIPL thinning.

Results: Of 220 registered patients, 162 were included after ophthalmologic examination. The mean (SD) age
was 65.0 (9.3) years, the mean duration of T2DM was 20.5 (4.0) years; mGCIPL thickness was 76.2 (8.5) pum.
Hypertension, diabetic retinopathy, statin medication, estimated glomerular filtration rate, conduction velocity of
the posterior tibial, peroneal, and sural nerves, and cardiac autonomic neuropathy (CAN) score were significantly
correlated with mGCIPL thickness. Multivariate regression analysis showed that the CAN score (coefficient =-1.78,
p=0.001) and sural nerve velocity (coefficient =0.458, p=0.035) yielded a significant high regression correlation with
mGCIPL thickness (overall R2=0.46).

Conclusions: This study demonstrated that various clinical features were associated with retinal neurodegeneration
in T2DM. In particular, peripheral nerve conduction and autonomic nerve function were confirmed to be strong risk
factors for mGCIPL thinning in patients with T2DM.
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Dermatology
Lalall al e

Higher concentrations of dithranol appear to induce
hair growth even in severe alopecia areata

Lol Lalal) (e Baadl) e B ba &) gai g sl G dithranol o 4dlad) ) sl

Ngwanya MR, et al.
Dermatol Ther 2017 Jun 9.

Alopecia areata (AA) is the commonest autoimmune cause of non-scarring alopecia. Topical treatments including
corticosteroids and irritants maybe beneficial. Studies report variable hair regrowth with dithranol (anthralin) but all
used low concentrations (0.1-1.25%) and inconsistent measurements of AA severity. We report retrospective data
(2005-2014) of 102 patients who had failed ultra-potent topical steroids and were referred to a specialist hair clinic
for treatment with dithranol up to 3%. The severity of alopecia areata tool was used and participants graded as mild
(<25%), moderate (>25 to 75%), and severe (>75%) hair loss. Compared with baseline any and at-least 50% hair
regrowth [72%, 68%, 50% and 61.5%, 48.4%, 37.5%, in mild, moderate and severe AA respectively] occurred in
all groups (median treatment duration 12 months). Twenty-nine patients (28.4%) were discharged with complete
regrowth; with no difference in proportions in severity groups (33.3%, 29%, and 21.9%) but in the period to discharge
[7.9, 6.3, and 29.4 months (p-values <0.05)] for mild, moderate, and severe AA. Treatment trials of 12 months with
dithranol at higher concentrations may be an option in patients who failed potent topical or intra-lesional steroids)
regardless of AA severity. Randomized trials (of less staining formulations) of dithranol are warranted.
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Dermatological manifestations of tuberous sclerosis complex (TSC)
TSC (maal) Glail) diea Glw u—‘" dgalall calian)

Ebrahimi-Fakhari D, et al.
J Dtsch Dermatol Ges 2017 Jun 9.

Tuberous sclerosis complex (TSC) is a genetic multisystem disorder with prominent skin involvement that frequently
occurs in early childhood. Dermatologic manifestations include facial angiofibromas, hypomelanotic macules, fibrous
cephalic plaques, shagreen patches, and ungual fibromas. The International TSC Consensus Conference in 2012
provided guidelines for standardized baseline evaluation and follow-up. Detailed clinical dermatological evaluation
at the time of diagnosis and annual skin examination is recommended for both pediatric and adult populations. The
onset of dermatological manifestations is clearly age-related. However, dermatologists also have to assess for clinical
manifestations beyond their own specialty. With advances in genetics and the advent of mTORC1 inhibitors, new
specific therapeutic options have become available for TSC patients with skin manifestations. Early intervention
is commonly recommended for symptomatic, rapidly evolving, disfiguring, or debilitating lesions. The consensus
guidelines recommend «treatment as appropriate for the lesion and clinical context» and suggest the use of surgical
excision, laser therapy, or topical mTORC1 inhibitors. Topical mMTORCL inhibitors present a useful option for
TSC-associated skin lesions, particularly in medically complex patients. They may prevent or reduce the risks of
subsequent surgeries and permanent scarring.
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Otorhinolaryngology
g);.\;j\j aty b ud‘y\ UADA\
Management of paediatric acute mastoiditis
JUkY) e pLEAY Glgdll eVl

Loh R, etal.
J Laryngol Otol 2017 Sep 7:1-9.

Background: Acute mastoiditis remains the commonest intratemporal complication of otitis media in the paediatric
population. There has been a lack of consensus regarding the diagnosis and management of acute mastoiditis, resulting
in considerable disparity in conservative and surgical management.
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Objective: To review the current literature, proposing recommendations for the management of paediatric acute
mastoiditis and appraising the treatment outcomes.

Methods: A systematic review was conducted using PubMed, Web of Science and Cochrane Library databases.
Results: Twenty-one studies were included, with a total of 564 patients. Cure rates of medical treatment, conservative
surgery and mastoidectomy were 95.9 per cent, 96.3 per cent and 89.1 per cent, respectively.

Conclusion: Mastoidectomy may be the most definitive treatment available; however, reviewed data suggest that
conservative treatment alone has high efficacy as first-line treatment in uncomplicated cases of acute mastoiditis, and
conservative therapy may be an appropriate first-line management when treating acute mastoiditis.
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Intravenous dexmedetomidine during spinal
anaesthesia for caesarean section

Seddl pasdl) JA dexmedetomidine 3 g s Uasy)
4 yaidl) clblal B

Bao Z, et al.
J Int Med Res 2017 Jan 1:300060517708945.

Objective: To evaluate the efficacy and safety of spinal anaesthesia using dexmedetomidine for caesarean section.
Methods: PubMed, The Cochrane Library, and CNKI were searched for relevant literature.

Results: The incidence of nausea and vomiting in the dexmedetomidine group was significantly lower than that in
the control group (OR=0.21, 95% CI: 0.12-0.35, P<0.00001). No difference was found in the incidence of pruritus
between the two groups (OR=1.21, 95% CI: 0.36-4.09, P=0.76).The dexmedetomidine group had a higher incidence
of bradycardia than did the control group (OR=2.20, 95% CI: 1.02-4.77, P=0.05). The incidence of shivering in
the dexmedetomidine group was significantly lower than that in the control group (OR=0.20, 95% CI: 0.13-0.32,
P<0.00001). The incidence of hypotension was not different between the two groups (OR=0.88, 95% CI: 0.49-1.56,
P=0.65).

Conclusion: Dexmedetomidine can decrease the incidence of nausea, vomiting, bradycardia, and shivering with
spinal anaesthesia during caesarean section.
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