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Editorial:

MEDICAL INFORMATION ON
WEBSITES:

HOW RELIABLE IT IS?

The internet has revolutionized the learning environment in the field of
medicine. This mode of delivering knowledge is becoming increasingly
popular. It provides an access to latest advancement in the field of

medicine at one's own desktop and at the same time provides unparalleled
communication between the colleagues via email. With increasing access to web
sites related to health there is growing concern how reliable these sites are in
imparting correct information to end users. In a study by Chen LE on the topic of
paediatric surgery on internet it was concluded that quality of information related
to the field varied according to the owner of the site. The sites owned by lay
people contained information that was incomplete and did not reflect the opinion
of most of the paediatric surgeons'. This observation needs serious consideration
because of its possible grave impact on the public.

The present format of internet is such that there is no legal frame work as to the
quality of information provided. To monitor quality of medical information a Code
of Conduct for medical websites is used by the Health on Net Foundation. The
logo of this foundation is displayed on the websites that register with them. The
foundation reviews the sites on regular basis to assess the quality of
lntormation".
The internet at present is in infancy in our country and it is expected that there is
no immediate threat to the health of lay people but with advancement in
information technology the day is not far when many would have an access to
this facility and then it would become a real issue. There is growing need in this
regard to inform people as to which of the sites are safe and reliable. In this
regard Ministry of Health and private hospitals can do a lot by developing their
own websites for providing information on various ailments and facilities available
at their institutes in dealing with them. In addition On Net facility can be provided
by specialists on hospital panel list. Use of Urdu version would be great help in
this regard.
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INGUINAL HERNIA REPAIR
UNDER LOCALANAESTHESIA

G.M. KHAN BALUCH

ABSTRACT:
Inguinal hernia is a common surgical problem throughout the world and is seen at all ages
and in both sexes. Surgery is the only successful jorm oj treatment. Hernia repair under
general or spinal anaesthesia is not free from complications and needs long hospital stay.
This study was conducted to evaluate inguinal hernia repair under local anaesthesia
regarding intraoperative analgesia, post operative ambulation, cost, hospital stay and
complications. Forty patients with inguinal hernias, 20 to 70 years oj age were operated
under 0.5% xylocaine with 1:200000 adrenaline infiltration. In all cases repair by darning
was done. Adequate analgesia was obtained during operation and early post-operative
period. Average hospital stay was 40 hours and average cost ojthe operation was rupees one
thousand only (ours being a government hospital). Three cases developed wound injection
and one haematoma. It is concluded that inguinal hernia repair under local anaesthesia is
saje and economical.

KEY WORDS: Inguinal Hernia Repair, Local Anaesthesia

INTRODUCTION
Hernia is a common surgical problem throughout the
world and is seen at all ages and in both the sexes.' This
accounts for about 10-15% of all surgical procedures and
majority of hernia repair operations (80%) are performed
for inguinal hernia, though this figure is even higher in
male population," Surgery is the only successful mode of
treatment. If hernia repair is performed under general
anaesthesia, it entails in prolonged convalescence and
extended hospital stay,' which is associated with
complication of general anesthesia. Cost is another
prohibiting factor. With spinal anaesthesia also,
convalescence is prolonged and headache is
troublesome in some patients. There is a risk of
meningitis as well. Repair of inguinal hernia using local
anaesthesia is becoming increasingly popular as it
avoids many of the systemic side effects associated with
general anaesthesia, spinal anaesthesia and epidural
anesthesia. It provides excellent and early post operation
pain relief.3

PATIENTS AND METHODS
This prospective study on the inguinal hernia repair
under local anaesthesia was conducted in surgical unit III
of Nishtar Hospital Multan over a period of two years..........•...•••..•.•...••.•••••.
Correspondence:
Dr. G .M. Khan Baluch, Asstt. Prof. Surgical Unit III,
Nishtar Medical College & Hospital, Multan.

from January 1998 to December 1999. Forty patients
with inguinal hernia were managed by repair under local
anaesthesia. Only those patients were included in the
study who had funicular and bubonocele type of hernia.
Patients with bladder outlet obstruction were excluded
and those with chronic cough were first treated for the
chest problem. No discrimination was made between
direct and indirect inguinal hernia. Age range was 20 to
70 years and all the patients were male. Xylocain 0.5%
with adrenaline 1:200000, maximum dose being 7 mglkg
body weight was used. A 10 ml of local anaesthetic
solution was injected by a series of intracutaneous
injections along the proposed line of incision.
Subcutaneous infiltration was carried out next and a total
of 10-15 ml of solution was injected. The ilioinguinal and
iliohypogastric nerves were infiltrated with 3. ml of
solution each. After analgesia, incision was made in the
skin, down to the aponeurosis of external oblique. 10 ml
of solution was infiltrated in the external oblique
aponeurosis, along the line of incision. Five to ten ml of
local anaesthetic solution was injected at the level of the
deep inguinal ring to block the genito-femoral nerve and
sensory filaments of spermatic plexus. Posterior wall
draining was carried out in all the patients with proline No
1. Wound was closed in layers after proper hemostasis.

RESULTS
Forty patients were operated by this method and all of
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them were male with age distribution shown in Table - I. A comparison of complication rate is shown in Table-II.
TABLE·I AGE DISTRIBUTION

Thirty (75%) hernias were on the right side, eight (20%)
were on the left and two (5%) were bilateral. In cases of
bilateral hernia, only one side was operated upon at a
time. Thirty two (80%) hernias were indirect while eight
(20%) were direct. In all cases darning method of repair
was used.

Average hospital stay was forty hours, ranging from 24 to
72 hours. The main complications were wound infection
seen in three (7.5%) cases and haematoma in one
(2.5%). No recurrence was reported during the study.
Average cost of operation was rupees one thousand
(being a government hospital).

DISCUSSION
Hernia is a common surgical problem being 73% of all
cases and surgery is the only successful form of
treatment.' No patient under the age of twenty years was
included in this study. Some authors have reported the
use of local anaesthetic agents for repairing inguinal
hernia even at the age of one year.'

According to our study, the modified mesh hernia repair
with stapling device is feasible, inexpensive and safe
procedure that is well tolerated under local anaestnesla."

. Another study shows that repair of inguinal hernia under
local anaesthesia with tension-free polypropylene mesh
has good results.'

In the present study darning method of repair with Proline
No. 1 was undertaken with excellent results. Both
indirect, as well as direct hernias, were repaired under
local anaesthesia. Adequate analgesia was achieved in
all the cases. Other authors have reported their
experience with hernia under local anaesthesia and have
found that there is also less need for early post operative
analgesic medication as it avoids many of the
complications associated with general or a spinal
anaesthesia."

In our study the only complications recorded were wound
infection in 3 patients and wound haematoma in one
patient which is the same as reported by Ahmad G. et al."
In one study it has been reported that two patients
developed transient quadericeps paresis after local
inguinal nerve block." But no such complication was
observed in our study.

TABLE·II COMPARISON OF COMPLICATION RATE
COMPLICATION PRESENT OTHER

STUDY STUDIES

Average hospital stay in our patients was forty hours
which is quite short in our circumstances, where most of
the patients come from rural areas and belong to low
socio-economic group. The same results have been
observed in other studies.'°
Cost of hernia repair under local anaesthesia was
significantly low, that is Rs.10001- per patient, as
compared to spinal or general anaesthesia and our cost
is almost equal to those mentioned in other studies." In
our society, where majority of patients coming to
government hospitals are from poor class, this factor is
very important.

This study shows that inguinal hernia repair under local
anaesthesia is safe and economical with short hospital
stay. Secondly it avoids complications of general or spinal
anaesthesia. We recommend that all adult patients with
uncomplicated inguinal hernias should be treated for
repair under local anaesthesia.
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MANAGEMENT OF LARYNGEAL CANCER
TARIQ RAFI, KAMALUDDIN KHAN

ABSTRACT:
This is a retrospective study of 625 cases of laryngeal cancer seen over a period of ten years
from 1989 to 1998 at the Department of ENT, Jinnah Postgraduate Medical Centre. Karachi.
Most of the patients belonged to low socio-economic group and were in advanced stages of
the disease. Nodal involvement was surprisingly low as compared to available international
data. Different treatment options were used. that is laser surgery. total laryngectomy. near
total laryngectomy. radio-therapy and chema-therapy.
The prognosis was not badfor the laryngeal cancer and the 5 year survival rate was around
80%.

KEY WORDS: Laryngeal Cancer, Survival. Management.

INTRODUCTION
Laryngeal cancer is not very common and the incidence
varies from place to place,' the areas of high incidence
are Brazil, black population of the USA, Hong Kong and
India, whereas the areas of low incidence are Japan,
Norway, Sweden and New Guinea. Pakistan has an
intermediate incidence, but as no cancer registry is
maintained, it is very difficult to obtain correct statistical
data. It represents approximately one third of all
malignancies in the UK2 and in Pakistan is the third most
common malignancy after bronchogenic and oral cancer.
The disease most commonly occur after the fifth decade
of life and males are more commonly affected. The
disease is closely associated with socio-economic,
geographical, ethnic, environmental, habitual and dietary
habits.

The commonest etiological factor in Pakistan is srnokinq"
and to a lesser extent, pan chewing (tobacco). Alcohol is
not an important etiological factor in this part of the world,
but when this habit is present alongwith pan chewing and
smoking, the incidence is very high.3 A rise in incidence of
laryngeal cancer was observed in England and Wales
during 1960-1968 and 1972-1978.4

French being the highest alcohol consuming nation, there
is a higher incidence of laryngeal cancer in France, as
compared to rest of the Europe which has led to the
...................••.............
Correspondence:
Dr. Tariq Raft Associate Professor of ENT.
Jinnah Postgraduate Medical Centre, Karachi

suggestions that alcohol plays a promoting role,
particularly in the supraglottis cancer.

The disease usually starts in the fifth or sixth decade of
life especially in males, either as a leukoplakia or
fungating growth. The most common site in the
subcontinent is supraglottis, followed by glottiS. This is not
reflected by the international studies, where glottis is the
most common site. The disease usually presents late in
Stage II or III, thus limiting the treatment options. There
has not been much improvement in the treatment of
laryngeal cancer due to late presentation, but now near
total laryngectomy and other newer techniques offer
better results, especially for conserving speech.

PATIENTS AND METHODS
This retrospective study was carried out on 625 patients
of cancer larynx in the Department of ENT and Head &
Neck Surgery, Jinnah Postgraduate Medical Centre
Karachi, over a period of ten years from 1989 to 1998. A
detailed history was obtained, a prepared proforma was
filled and examinations including Indirect Laryngoscopy
(IDL) and flexible endoscopy. Biopsy was taken with the
flexible bronchoscope. Those patients in whom biopsy
was not possible, were admitted for direct laryngoscopy
under general anaesthesia. After confirmation of
malignancy on biopsy, CT scan was done in those cases
where spread of disease was suspected .

The TNM staging was done after which patient was either
re-admitted for surgery or sent for radiothereapy. A regular
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follow-up was carried out for a minimum period of two
years. The data collected was compared with available
local and international data to see the difference in the
pattern of the disease, its presentation, treatment and
prognosis.

RESULTS
The ages of our patients varied from 26 to 78 years.

ABLE·III TREATMENT OPTIONS
:TreatmentOption No. of Patients Percentage

TL (total laryngectomy)

Supraglottis was the commonest site in our study (Table
I). It predominantly affected males in 609 cases (97.4%).
The most common etiological factor was smoking in 623
cases (99.7%) or a combination of smoking and pan
chewing. Five patients were using alcohol.

The most common histopathological feature was
squamous cell carcinoma in 562 (89.9%) cases, followed
by verrucous carcinoma in 44 (7.3%). The Majority of
patients were either in T2 or T3 (Table II). The incidence of

lymph node metastasis was around 11.1% (n=69) in our
study.

The treatment options were laser, surgery and
radiotherapy. Laser excision was done in 6% cases
(n=38), where the tumor was in very early stage involving
the glottis. Total laryngectomy (TL) was combined with
radical neck dissection or total laryngectomy alone. In all
cases of surgery adjuvant radiothereapy was given,
radiotherapy alone was given in 17% (n=66) cases, which
were in early stage of the disease T, & T2, as this gives

equally as good results as surgery, with voice
preservation. Radiotherapy was also given in late stages
of the disease as a palliative therapy, when surgery was
not possible (Table III).

Stomal recurrence was seen in 2.3% (n=15) cases. The
overall survival in glottis cancer over a five years period
was 86% (Table IV).

DISCUSSION
Laryngeal cancer is one of the most common fatal disease
affecting the male population. It accounts for approximately
1% of all rnaliqnancies" and is the third most common after
bronchogenic and oral carcinoma. Undoubtedly the habit of
smoking and pan chewing are the most common etiological
factors, made worse by the malnourished status of the
patient. The disease usually starts in the fifth decade of life
as enythroplasia and leukoplakia and gradually progresses
to become squamous cell carcinoma as seen in 89%
cases," followed by the verrucous variety, which is the
second most common type seen in 7.3% cases. Its
incidence in Pakistan is much higher than reported in the
international literature.

The incidence of lymph node metastasis in our study is
much less than reported in the UK and USA.8,g The
regional lymph node metastasis depends upon age,
stage, histology and site of the tumor. The younger the
age, the more likelihood of regional lymph node
metastasis and so is the case with tumors in advanced
stages of disease. The supraglottis tumors have higher
tendency for metastasis due to rich lymph supply,
whereas the glottis has the least incidence. Advanced
disease involves surrounding skin, with the result that
after excision large defects are left behind which require
reconstruction with flaps. Pectoralis major myocutaneous
flaps were used in 3 cases to cover the skin defect.

The stomal recurrence in our study was low, 2.3%
(n=15), though majority of patients needed tracheostomy
several days before surgery; a factor which may be the
cause high incidence of stomal recurrence. During
surgery 0.6% (n=4) patients died due to various reasons
like anaesthetic and surgical complications. The most
common site was supraglottis, which is not in conformity
with findings in the UK, where glottis is the commonest
site. Supraglottis is also reported to be the commonest
site in India and Bangladesh. A possible reason could be
the dietary habit of chewing pan and tobacco.

Journal of Surgery Pakistan (International) Vol. 6 (1) January - March 2001 5
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The treatment options were limited to laser, surgery and
radiotherapy or a combination of surgery and
radiotherapy. Laser was used in very early lesions for
scrapping or excision with a very strict postoperative
followup.

Radiotherapy was used in early lesions as Tl and T2,
where it gives equally good results as compared to
surgery, but with the advantage of preserving the function.
Total laryngectomy was carried out in majority of the
cases where it was combined with modified neck
dissection where lymph nodes were palpable. All cases
of laryngectomywere followed by adjuvant radiothereapy.
Laryngectomywas mostly performed for T3and T4cases.
Total laryngectomy was done in some cases as a
palliative treatment to relieve symptoms. Voice
rehabilitation in majority of cases was through
oesophageal voice; affording patients were given electro
larynx. Our overall 5 year survival rate is in conformity
with international data.
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BREECH PRESENTATION
(AN EXPERIENCE WITH 137 CASES)

NAILAEHSAN

ABSTRACT:
This is a prospective study conducted at the Department of Obstetrics and Gynecology.
Sandeman Provincial Hospital, Quetta over a period of 18 months from Jan: 1998 to Jun:
1999. A total of 4006 cases were delivered during this period. out of which 137 had breech
delivery. making an incidence of3.41%. Among them 43 (31.38%) were booked cases and 94
(68.61%) were nonbooked. Fifty-eight (42.3%) patients were primigravidas and 79 (57.6%)
multigravidas. Nineteen (13.8%) patients hadpreterm. 113 (82.4%) had term and 5 (3.6%) had
post term deliveries. Thirty-two (24.16%) patients had cesarean sections and 105 (75.84%)
had d!Jferent type of vaginal delivery. ( i:e. assisted breech delivery 75, spontaneous vaginal
delivery 21. and breech extraction 9). Minor degree of maternal complications in theform of
genital tract infection. urinary tract infection, wound infection, postoperative abdominal
distention and vomiting were observed in 50% cases undergoing cesarean section. Minor
complications like extended episiotomy. vaginal lacerations. cervical tears and postpartum
hemorrhage were seen in 7.6% patients undergoing vaginal deliveries. No maternal death
occurred in this study. nventy-two (16.05%) of fetuses showed d!Jferent type of congenital
malformations. Thirty-eight perinatal deaths occurred. most of them due to congenital
malformations. Fetal morbidity and mortality was not d!Jferent by either mode of delivery.

KEY WORDS: Breech Delivery. Complications.

INTRODUCTION
The presentation of caudal pole of the fetus over pelvic
inlet or lower in the birth canal is called breech

. presentation.' Breech presentation is the most frequent
malpresentation and is a clinical challenge to
obstetricians due to association of increased risk to the
mother and fetus. Perinatal mortality of all breech fetuses
is approximately 25 per 1000 live births, which is 2-3
times higher than nonbreech fetuses.' This high incidence
is because of association of breech presentation with
prematurity and congenital malformations in addition to
the risk of delivering a breech fetus. There has been a lot
of controversy regardirig the best mode of delivery of
breech fetuses. Many centers adopt a policy to deliver all
women with breech presentation by cesarean section
without any benefit to the mother and fetus, while 40% of
breech presentation could be delivered vaginally without
endangering the neonatal outcome. Also in terms of
maternal outcome vaginal delivery is the better option.'
External cephalic version is gaining popularity in reducing

Correspondence:
Dr. Naila Ehsan Associate Professor. Department of Obstetrics and
Gynaecology, Bolan Medical College, Quetta.

the incidence of cesarean section for breech
presentation: It is the need of the day that patients with
breech presentation should be given a chance to deliver
vaginally provided they are carefully assessed and meet
the set criteria.' Moreover experienced obstetrician in a
fully equipped unit should manage breech delivery with all
facilities of good neonatal care.

PATIENTS AND METHODS
This prospective study was conducted at the Department
of Obstetrics and Gynecology, Sandeman Provincial
Hospital, Quetta (attached teaching hospital of Bolan
Medical College). The study period was from January
1998 to June 1999, over a period of 18 months. Most
patients were nonbooked and admitted in labour ward
with no antenatal record during pregnancy. Booked
patients were carefully assessed in out-patient
department for determination of mode of delivery.
Detailed history of every patient was obtained regarding
age, parity and previous obstetrical history, to include
previous record of labour, perpeurium, weight of babies,
histories of congenitally malformed babies, still births and
any instrumental delivery including cesarean section.

Journal of Surgery Pakistan (International) Vol. 6 (1) January - March 2001 7
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General physical, abdominal and vaginal examination
was carried out to assess the type of breech, its
engagement, dilatation and effacement of cervix,
presence or absence of membranes, color of liquor and
pelvic adequacy in addition to maternal and fetal well
being. Routine investigations like blood group, RH factor,
hemoglobin estimation, blood sugar and urine analysis
was done for every patient in labour. Ultrasound was done
on all booked cases to confirm gestational age, size of
fetus, to exclude multiple pregnancies, placenta previa
and congenital abnormality. Mode of delivery was decided
on the basis of clinical history, examination, ultrasound,
assessment of the size of fetus and clinical pelvimetry.
Patients who had any medical or obstetrical complication
with breech presentation were selected for cesarean
section and those who met the set criteria for vaginal
delivery were given trial of labour. Patients with breech
presentation undergoing labour were nursed in left lateral
position and strictly forbidden for bearing down until full
dilatation of cervix. Partogram was maintained and
injection Neubain was given intramuscularly in first stage
of labour. When cervix was fully dilated patient was put in
lithotomy position and advised to bear down with uterine
contractions. When perineum was distended and breech
was climbing the perineum mediolateral, episiotomy was
made after infiltrating the area with 1% Xylocain. Assisted
breech delivery was employed.

RESULTS
The total number of deliveries during the study period
were 4006. Out of these 137 were with breech
presentation making frequency of 3.41 %. Among 137
breech presentations 58 (42.3%) were primigravidas and
79 ( 57.6%) were multigravidas. According to gestational
age 19 (13.8%) were pre-term, 113 (82.4%) were term
deliveries and 5 (3.6%) were post term. Among 137 cases
43 (31.38%) patients were booked and had antenatal
checkups more than thrice, while 94 (68.61 %) were
non booked patients. Out of 43 booked cases 11 cases
were admitted through out- patient department for other
associated complications like previous cesarean sections,
pregnancy induced hypertension, gestational diabetes,
contracted pelvis and postrnaturlty.whlle 32 booked cases
were admitted in emergency in labour ward. The total who
had vaginal delivery were 105(75.84%). the different
types of vaginal deliveries were assisted breech delivery
75(71.4%), spontaneous breech delivery 21 (20%) and
breech extraction 9(8.56%). In 68 patients after coming
head was delivered by Smelli-veit method and out-let
forceps were applied to 7 patients. Patients undergoing
cesarean section' were 32 (24.16%), among them 13
(40.62%) were elective and 19 (59.37%) were emergency
cesarean sections. Indications of cesarean section in
patients are shown in Table-I.

Incidence of cesarean section was more in booked cases
(65.62% n=21 ) compared to nonbooked cases (34.38%
n=11). Eight (7.6%) cases undergoing vaginal delivery
had maternal complications like extended episiotomy,
vaginal laceration, cervical tears and post partum
hemorrhage. Sixteen (50%) patients undergoing
cesarean sections had maternal complications like genital
tract infection, urinary tract infection, wound infection,
vomiting and abdominal distention in post operative
period. No maternal death was observed in this study.

Out of total 137 breech deliveries ,22 (16.05%) fetuses
showed congenital malformations. All the congenitally
malformed fetuses were delivered vaginally.

Apart from congenital malformations, no evident fetal
morbidity was observed by either mode of delivery. The
perinatal deaths noticed in this study were 38, giving an
incidence of 277 per 1000 births. From these 38 perinatal
deaths 35 fetuses were those who delivered by cesarean
sections. The different causes of perinatal mortality in
these 38 cases are depicted in Table II.

TABLE·II DIFFERENT CAUSESOF PERINATAL DEATH. (N=38)
PerinatalDeath No.of Patients

DISCUSSION
The reported incidence of breech delivery at term is 3-4%,
at 29-32 week is 14% and at 28 week is more than 20%.6.7
In the present study the incidence of breech presentation
is 3.41 % of total deliveries. Among these breech
deliveries only 13.8% were premature, which is somewhat
lower than the reported incidence. This is due to the fact
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that in our setup majority of patients do not maintain
antenatal checkups and deliver at home by Dais; only a
minority of patients specially with complications come for
hospital delivery. Incidence of breech presentation
increases with increasing parity and maternal age.B This
trend is also observed in this study as 57.6% were
multigravidas while 42.3% were primigravidas.

In modern practice two standard management strategies
are accepted, one vaginal breech delivery for selected
low risk patients and second cesarean section. The
frequency of second approach is increasing day by day,"
This is generating a need for increased level of
experience in delivering the breeches via vaginal route,
as younger obstetricians are increasingly becoming
unskilled in this art." To curtail the rate of cesarean
section for breech delivery, external cephalic version is
good option with a success rate of 30-42 % in United
Kingdom and 65% in USA.'H2 In this study external
cephalic version was attempted successfully in six
patients during their antenatal visits followed by
immediate heart monitoring at 36 weeks of gestation, thus
reducing the incidence of breech presentation and their
associated problems. In 43 booked cases of breech
presentation, external cephalic version was not attempted
due to associated complications like placenta previa
,pregnancy induced hypertension, diabetes and
multigravidas, because no significant benefit of external
version has been reported in such patients. '3

Our 76.6% patients with breech presentation were delivered
vaginally and 23.3% underwent cesarean section. Most
authors recommend a criterion for trial of vaginal delivery in
breech presentation ( as given in Table-III).7

This criteria was strictly adhered while patients with
breech presentation were selected for vaginal delivery.
During labour all such patients were monitored carefully
by partogram. In those patients where the progress of
labour was not satisfactory, the decision of cesarean
section was taken.

It is an established fact that vaginal delivery in breech
presentation is more successful in patients who are
diagnosed during labour or received in labour with more
than three centimeter of cervical dilatation, than in those

who are diagnosed antenatally and allowed to deliver
vaqinally," Similar finding have been observed in our study
that 88.3% nonbooked and only 51.16% booked cases
were delivered vaginally, beside the reasons contained in
above quoted reference." The high incidence of cesarean
section among booked patients in our study was due to
associated complications in these patients which
compelled for their elective cesarean section.

Mode of delivery in breech presentation remained a point
of controversy regarding the outcome of fetus. Cochrane
systemic review is accepted as current gold standard of
obstetrics. Analysis of its prospective study found no
difference between two approaches in terms of perinatal
morbidity. (malformations having been excluded ).This
study also mentioned that elective cesarean section was
associated with high rates of maternal rnorbldity," While
another study showed a significantly high rate of fetal
morbidity by vaginal delivery than by cesarean section:
12.2% versus 3.2% '5 It is widely perceived that perinatal
morbidity rate in vaginal breech delivery is dependent on
the quality of birth management, skill of professionals and
criteria for admission to trial of labour." Similarly in the
present study perinatal morbidity was not different in
either mode of delivery, whereas maternal morbidity was
more in patients undergoing cesarean section.

Delivery of premature breech is also a debatable issue .
Most of obstetricians use cesarean section for
uncomplicated breech less than 32 weeks gestation,17
while others believe that poor outcome of premature
breeches are mainly related to complication of prematurity
and not to the mode of delivery.18 We are in favour of
second group and found no difference in fetal outcome by
either mode of delivery.

Six perinatal deaths occurred in premature breeches due
to complication of prematurity and not by the complication
of delivery. A total 38 perinatal deaths occurred in the
present series. Most of them (47.35%) were due to
congenital malformations and others were due to
complications of pregnancy not related to the mode of
delivery. In our study the incidence of congenital
malformation in breech is quite high than the reported
incidence of 6%.'9 This is due to the fact that majority of
patients in our setup do not carry out a proper antenatal
checkup so that selected termination of abnormal
pregnancies would have been done in first trimester.
Furthermore injudicial use of drugs in pregnancy is a
common practice in our society.
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AMOEBIC LIVER ABSCESS:
ASPIRATION VERSUS CONSERVATIVE

TREATMENT
SUHAIL AHMED ALMANI*, ABDUL SATfAR MEMON**, NOOR MUHAMMAD MEMON*.

ABSTRACT:
A study was conducted at Liaquat Medical College Hospital Jamshoro, Hyderabad for
comparing the results of therapeutic needle aspiration versus drug treatment alone in
amoebic liver abscess. Fifty patients were enrolled, out of which 27 were consideredfor both
ultrasound guided needle aspiration (s) and drugs, and 23 were treated with drugs alone.
Results showed that abscess cavities of 26 patients (96.3%) of the aspirated group and 13
patients (56.5%) of the non-aspirated group resolved at the end of third week. It was
observed that therapeutic needle aspiration (s) under ultrasound guidance was more effective
in achieving rapid clinical response and it accelerates resolution and has additional
advantages of being inexpensive and simple with short hospital stay.

KEY WORDS: Amoebic liver abscess, Treatment.

INTRODUCTION
Amoebic liver abscess is a common extra-intestinal
manifestation of Entamoeba hlstolytica.'" Hepatic
amoebiasis is very common in warm climates of the
tropical and sub-tropical countries, but rarely occurs in
temperate zone where it is imported by tourists,
immigrants and expatriates.' It is common in Mexico,
Africa and South East Asia' and very common in
Pakistan." Due to recurrent amoebic intestinal infection,
the prevalence of amoebic liver abscess is also very high.
The low socio-economic class is particularly affected with
this disease. Malnutrition, poor personal hygiene, poor
sanitary conditions and ignorance are important factors
contributing to high incidence of disease in this
population.' Amoebic liver abscess with secondary
bacterial infection behaves like pyogenic liver abscess,
an early recognition of which is necessary to avoid high
morbidity and mortality in these cases," Late diagnosis
increases the incidence of complicated disease and about
5% patients with amoebic liver abscess die." There is a
need for increased awareness of possible amoebic
abscesses in those who have been in endemic areas,
.because with prompt use of effective treatment,
complications can be avoided."

PATIENTS AND METHODS
This study included 50 cases of amoebic liver abscess,·C~~;sPO~d~~~~;··················
Dr. Suhail Ahmed Almani
*Department of Medicine **Department of Surgery
Liaquat Medical College Hospital,
JamshorolH yderabad

admitted at Liaquat Medical College Hospital Jamshoro /
Hyderabad, over a period of three years from July 1997 to
June 2000. A diagnosis of amoebic liver abscess was
made on ultrasonographic examination and serological
test based on IHA.

Patients were interrogated in detail and examined
thoroughly. They were subjected to complete blood
picture, liver function tests. HBs Ag, stool test for
entamoeba histolytica and x-ray chest for any
pleuropulmonary complication. Aspiration of the hepatic
pus was done in 27 patients and tested for bacteriology
and active trophozoites. On ultrasonography the number,
site and size were determined.

These 50 patients were divided into two groups. Group-I:
27 patients (54%), treated with both drugs and ultrasound
guided therapeutic needle aspiration. Group-II: 23
patients (46%), treated with drugs alone. In all cases
amoebicidal drug therapy, (Metronidazole and
Chloroquine infusion / oral-dose according to age) was
started and in cases of secondary infection anti-bacterial
therapy was instituted.

The percutaneous needle aspiration was attempted in the
operation theatre under local anaesthesia. The depth and
centre of abscess was established under ultrasound
guidance. Disposable spinal needle (size 16) was
introduced into the liver and the abscess aspirated. The
aspirated material was sent for culture, sensitivity and
cytology. The ultrasound examination was repeated for
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the confirmation of complete evacuation of abscess
contents after 24 to 48 hours. Whenever the residual
material was reported, aspiration was repeated with the
same procedure. Both groups of patients were monitored
clinically and sonographically.

RESULTS
In a total of 50 patients of amoebic liver abscess 41 (82%)
were males and 9 (18%) females, age ranging from 12 to
70 years. Patients' history and physical examination
revealed that fever (96%), right hypochondrium pain
(94%) and anorexia (60%) were the commonest
symptoms, while hepatic tenderness (100%) and
hepatomegaly (100%) were the cardinal signs of amoebic
liver abscess. Temperature ranged from 38.5°Cto 40°C. It
was remittent in 70% and intermittent in 26% cases. It
was accompanied by chills in 36% cases. Splenomegaly
was present in only 4% cases (Table-I).

TABLE-I CLINICAL FEATURES IN CASES WITH
AMOEBIC LIVER ABSCESS

Clinical Features Numberof Perce;nta~
Patients

Stool examination showed cysts in 80% cases and
vegetative forms in 20%. Laboratory investigations
showed a raised serum bilirubin in 46% and raised SGPT
in 58% cases. More significant was the level of serum
alkaline phosphatase which was elevated in 90% cases
with a mean rise of two fold above the normal.
Leucocytosis was present in all the patients (Mean
TLC",19,807/cu mm). ESRwas raised in 100% cases and
Hb was <10 gmldl in 72% cases.

Serological test (Indirect haemagglutination test) revealed
anti-amoebic antibodies present in 100% cases. Liver
abscess aspirates examination showed brownish colour
in 22 cases and yellowish brown in 5 cases. Trophozoites
were present in 19 cases. Pus for CIS showed E-coli in 2,
klebsiella, staphylococus aureus and streptococus
pyogene in one case each (Table-II).

Radiology of the chest was normal in 33% cases. Two
major radiological abnormalties noted were raised right
hemidiaphragm 48% and right sided pleural effusion (8%)
while 12% had both abnormalities.

Ultrasonographic findings showed that the size of the
abscesses ranged from 3.8 x 3 ems to 14 x 13.3 cms.
Abscesses in the right lobe were 90%, in the left 8% and
in both lobes 2%. Cases having a single abscess were
76%, with two abscess 18% and multiple abscess 6%.

In the aspirated group of 27 patients, 14 patients (51.8%)
had one aspiration, 8 patients (30%) had two aspirations
and 5 patients (19%) had more than two aspirations.

The results show that abscess cavities size less than 8 x
7 cms (15 out of 15 patients), abscess cavities size more
than 8 x 7 cms (11 out of 12 patients) of the aspirated
group and in the non-aspirated group abscess cavities
less than 8 x 7 ems (8 out of 13 patients) and abscess
cavities more than 8 x 7 cms (5 out of 10 patients) ( total
13 out of 23 patients i.e. 56.5%), resolved at the end of
third week.

DISCUSSION
In the present study majority of patients presented with
typical clinical features of amoebic liver abscess. Mahdi et
al" reported fever (100%), right upper abdominal pain
(66.7%), hepatomegaly (57.1%) and jaundice in 19%
cases. Memon AS et ai" observed jaundice in 7 cases.
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Schwartz et al" have reported that fever accompanied by
chills and sweating was present in over 75% patients;
hepatomegaly was observed in 30-60% cases. While the
predominant symptoms and signs recorded by Rubin et
al", were fever (87%), hepatomegaly (51%) and right
upper quadrant pain (47%).

Patients were followed-up daily for improvement. The
initial complaints and general condition of patients slowly
improved. There was resolution of fever, pain, tenderness
in the liver area and hepatomegaly. It was observed that
between 7-10 days, patients started tolerating an oral diet.

Follow-up ultrasonography was done in every patient on
the day of admission and then weekly for subsequent
weeks showed resolution in size of abscess cavity. In our
study ultrasonography was found to be the most useful,
non invasive and accurate means of establishing a
diagnosis. It helps in localizing the site for aspiration and
monitoring the complete healing or resolution time of
abscess cavity. Ultrasound monitoring of patients showed
the initial size of the abscess ranged from 3.8x3cms to
14x13.3cms and complete healing or resolution time in
both groups varying between 20 to 90 days. Sikmjee et
a115,reported that the ultrasound examination of the liver
appear to be very suitable or assessing satisfactory
progress of healing in amoebic liver abscess. Freeman et
a116,reported that sonographic monitoring of patients
treated for amoebic liver abscess has shown the
resolution time varying between 18 to 120 days.

Our result shows a significant difference between two
groups and there was more rapid clinical response in the
aspirated group than in the non-aspirated group and the
abscess cavities of 26 out of 27 patients (96.3%) of the
aspirated group and 13 out of 23 patients (56.5%) of the
non-aspirated group had resolved at the end of third
week. No complication occurred in any case. Memon AS
et al", attempted aspiration under ultrasound guidance
and no abscess was missed; hence it is a better and safer
procedure than blind approach.

A comparison of the results of this study with similar
study of Freeman et a116,showed that the abscess cavities
of 18 out of 19 patients (94.7%) of the aspirated group
and 10 of 17 patients (58.8%) of the non-aspirated group
had resolved at the end of third week. Widjaya et al"
reported that shorter duration of amoebic liver abscess
resolution time in the group of patients treated with the
combined therapy was observed, particularly in the 1st
four weeks of the treatment and concluded that
percutanceous needle aspiration is a successful
thereapeutic approach in the treatment. Mehnaz et al"
reported that aspiration of pus along with appropriate
medication was found more appropriate management
than medical therapy alone and aspirated group hospital

stay was 7 days as compared to more than 20 days for
non-aspirated group. Hai et a120, reported that two
hundred and twenty cases of amoebic liver abscess were
seen between 1981-1986. Over 88% responded well to
conservative treatment with aspiration (s).Thamlikitkul et
a121,reported that 222 patients with amoebic liver abscess
were analysed from 1978 to 1985. Majority (78.8%) of the
patients were successfully treated with a combination of
antimicrobials and aspiration. Sharma et al22reported that
after confirmation of the diagnosis, the amoebic liver
abscess cavity should be aspirated for quick relief and
cure.

Vanijanonta et aj23reported that thirty six patients were
treated with drugs and aspiration of the abscess. All
patients responded well within four weeks and there was
no relapse or treatment failure. Adeyeno et al", reported
that thirty three patients with amoebic liver abscess were
seen over a five-year period. Management consisted
mainly of the administration of the antiamoebic agent
metronidazole and repeated needle aspiration; 96.8%
recovered within four weeks. Nigam et a125,reported that
aspiration of amoebic liver abscess together with a
combination of metronidazole was more effective than
either metronidazole alone or with chloroquine.

Keeping in view the results of this study and the other
studies conducted at different hospitals we conclude that
therapeutic needle aspiration under ultrasound guidance
was more effective in achieving rapid clinical response
and it accelerates resolution and has the advantage of
beinq safe, Simple, less time consuming. It hastens the
recovery and shortens the duration of stay in hospital.
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VESICOURETERIC REFLUX IN CHILDREN

NOOR AHMAD CHANNA, ABDUL HAMEED SHAIKH, AFROZE RAMZAN

ABSTRACT:
A prospective study was carried out on 65 patients with vesicoureteric reflux (VUR). Twenty-
jour patients were in primary (group A) and 41 patients in secondary VUR (group B). Male to
jemale ratio in group A was 1.6:1 and in group B 4:1. Nine (37%)patients in group A and 17
(42%) in group B presented after 3 years oj age. Main clinical presentations oj group A were
failure to thrive, anaemia, V.T'L and renaljailure. Main clinical presentations oj group B were
urinary complaints, anaemia,jailure to thrive, V.T.I and renaljailure. Bilateral grade W VUR
was jound in 11/24 (46%) in group A and 23/41 (55%) in group B. The causes oj secondary
VUR were PUV (32) prune belly syndrome (6) and meningomyelocele (3). Early diagnosis and
prompt management is required to prevent irreversible renal impairment.

KEY WORDS: Vesicoureteric reflux, Types oj VUR, Children.

INTRODUCTION
Vesicoureteric reflux means retrograde passage of urine
from bladder into the ureter. It is diagnosed on micturiting
cystourethrogram (MCUG). It may be primary due to short
intravesical portion of ureter resulting in incompetent
vesicoureteric junction' and secondary VUR is due to
associated urological malformation like neuoropathic
bladder, posterior urethral valves and ectopic ureter etc.
According to international classification" VUR is graded
from I to V.

There are three major consequences of VUR:
.• It maintains a residual urine in the urinary bladder

which predispose to UTI.
• In the presence of UTI, it transmits bacteria to upper

urinary tract.
• It may transmits bladder pressure to kidneys.

VUR may disappear spontaneously during long term
prophylaxis of UTI depending on grade of reflux. 85% of
Grade I and II and 41% of grade III, IV and V disappear in
7 to 15 year follow up."

Clinical presentation of VUR can vary from almost none to
severe urinary obstruction in secondary VUR. Most
common clinical presentations of VUR are U.T.I and reflux
nephropathy. Chronic renal failure is not only due to VUR
but also due to renal hypoplasia / dysplasia with in-utero
associated reflux.' Reflux nephropathy is the commonest
cause of CRF as shown in different studies.v" This study.•..•.•••.••...••••••.....••••....
Correspondence:
Dr. Noor Ahmad Channa Associate Professor Paediatrics
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was planned to determine clinical profile of patients with
VUR and grade and type of VUR, whether primary or
secondary.

PATIENTS AND METHODS
This is a study of 65 patients attending Nephrology Unit of
National Institute of Child Health, Karachi between
January 1995 and January 1998 having VUR on MCUG.
All patients who presented with urinary complaints, UTI or
renal failure were evaluated. Detailed history and clinical
examination were recorded. Blood CP, urine analysis,
urine culture, blood urea and serum creatinine were
carried out to determine UTI and renal failure. VUR was
suspected initially on ultrasound revealing
hydronephrosis and hydroureter. Diagnosis was
confirmed on MCUG that also determined the grading of
VUR and type of VUR. Primary VUR was labelled as
group A and secondary VUR as group B.

RESULTS
Out of the total of 65 cases included in the study, 55
(84.6%) were males and 10 (15.4%) females. All the
patients with secondary VUR were male except one
(Table I). Most of VUR patients presented with fever,
anaemia failure to thrive and urinary complaints. Urinary
complaints were more common in group B as compared
to group A (Table II). Causes of secondary VUR were PUV
32 (78%), Prune-Belly syndrome 8 (15%) and
Meningomyelocele 3 (7%).

In group A most common grade of VUR were grade IV
(46%) and grade II (12%) (Table III). In group B most
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common grades of VUR were grade IV (73%) grade III
(17%) and grade V (10%). UTI was found in 22 out of 24
(91%) cases in group A and 32 out of 41 (78%) cases in
group B. CRF was found in 9 out of 24 (37%) cases and
26 out of 41 (63%) in group B.

TABLE·I AGE AND SEX DISTRIBUTION
Age Male Female Total Percentage

TABLE·III GRADING OF VUR
Grades Unilateral Bilateral Total

DISCUSSION
Prevalence of VUR in Pakistan is not known whereas in
western literature Bailey reported 0.4% to 1.8% of
children without U.T.I and about one third of girls
evaluated for U.T.I had V.U.R.8 In our study primary VUR
in boys is 62.5% and in girls 37.5%, which is comparable
to Tiballs et al study which shows 75% in boys and 35%
in girls.·

Primary VUR is more common than secondary and 85%
of primary VUR, especially of lower grade resolve"
spontaneously. Secondary VUR is caused by bladder
outlet obstruction (functional e.g. neuropathic bladder and
structural e.g. PUV) which only resolves with relief and
treatment of obstruction", We have less number of cases
of primary VUR possibly due to selective use of MCUG,
as used to happen in earlier studies from the west" or we
are getting cases late as 90% of grade I and II reflux
resolve within five years."

UTI reveals presence of VUR in 35·50% cases.":" In our
study U.T.I was present in 91% in group A and 78% in
group B, which is higher because the selected cases
were with U.T.1.VUR in our study was 29% unilateral and
71% bilateral, which is comparably low to Tiball's study",
showing unilateral 58% and bilateral 42%. This may be
due to age difference in studies. We have not found
grade I VUR in our cases. However grade III (20%) and
grade V (8.3%) are nearly comparable to Tiball's study
(grade III 24.6% and grade V 12.2%). It is also observed
that grade II VUR (42%) is very low in our study as'
compared to Tiball's (40.8%), whereas grade IV (66.4%)
in our study is much higher than Tiball's (14.4%). This
may be due to earlier detection in Tiball's study.
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I
AN EXPERIENCE WITH PRIMARY CLOSURE IN

PILONIDAL SINUS

ANIS SUBHAN, NUSRAT ANIS, ABDUL MAJEED BALDeR.

ABSTRACT:
Variety oj procedures adopted for the management oj pilonidal sinus attest to the jact
. that the choice depends on the surgeon. The advantages oj successful outcome in primary
closure are obvious. This procedure is carried out under general anaesthesia, the hospital
stay is minimal and postoperative care restricted to the basics. The problem with procedures
carried out as day cases under local anaesthesia is the long and tedious follow-up required
postoperatively till the wound heals. Of the 52 cases dealt by primary suture only one(1.92%)
had recurrence and 2 of the initial 7 in whom suction drain was not kept required change oj
dressing because oj soakage, prior to removal of stitches.

KEY WORDS: Pilonidal sinus, primary closure

They were admitted and put on antibiotics and daily
wound dressing was carried out prior to surgery. The rest
presented with chronic pilonidal disease with history of
recurrent bouts of inflammation, which was treated
conservatively on antibiotics by general practitioners.

INTRODUCTION
The term pilonidal appertains to nest of hair and is derived
from Latin.' Its aetiology is unknown and subject to
debate. The majority disagree on the theory of congenital
originY The pathology of the established condition is well
recognized; there are one or more midline pits in the natal
cleft which are connected to a deeply situated cavity lined
by granulation tissue. Tracks lined by granulation tissue
run cephalad from the cavity either in the midline or
laterally in the buttocks. It rarely presents after the age of
40 years- and is rarely seen in children. Due to the
shearing action of the buttocks the hair enter the follicles
in the natal cleft and infection develops."

PATIENTS AND METHODS
Fifty-two patients admitted in Surgical Ward-2, Jinnah
Postgraduate Medical Centre and from private clinic of
the authors from January 1992 to August 2000 are
included in this study.

The age of the patients varied from 19 to 35 years,
average being 22 years. There were 32 males and 20
females; male / female ratio was 1.6 : 1. Two cases
(3.85%) presented with acute pilonidal disease, in which
the abscess was drained under local anaesthesia in the
outpatient department and elective procedure was carried
out after two weeks. Three (5.77%) had been operated
previously and presented with painful infected wounds.

Correspondence:
Dr. Anis Subhan, Assistant. Professor of Surgery, Surgical Ward 2,
linnah Postgraduate Medical Centre, Karachi.

Primary closure was carried out with wide excision of the
sinus tract and underlying cavity, to expose healthy fat on
both sides and glistening sacral fascia in the depths of the
wound. Deep sutures of Prolene were placed at 2.5cm
intervals across the wound, picking up the sacral fascia
and left untied. The skin edges were then sutured. The
deep sutures were tied over a roll of gauze placed over
the wound. In the first seven cases no drain was kept, but
suction drain was placed in the remaining cases, which
was removed on the third postoperative day. The patients
were advised strict bed rest for one week. Initially they
were kept on a low residue diet to restrict postoperative
bowel movements and advised to rest in the prone or
semi-prone position. The deep sutures were removed on
the seventh postoperative day and the skin sutures on the
tenth day. Adoption of high standard of cleanliness and
weekly hair removal was advised postoperatively.

RESULTS
There was only one recurrence (1.92%), which occurred
in a very hairy female patient who left the hospital on the
third postoperative day and the protocol was not
observed. In the initial seven cases where no drain was
kept, the dressing had to be changed in two (28.57%)
cases. The dressing remained dry in the remaining cases
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and was only changed on the seventh postoperative day
at the time of removal of the deep sutures.

DISCUSSION
There is little controversy regarding treatment of acute
pilonidal disease. The majority agree to simple drainage
followed by definitive surgery two to three weeks later.(6-8)

A variety of procedures have been used for the treatment
of chronic pilonidal sinus. Simple treatment technique
advocated by Lord and Millar consists of excision of the
midline sinus openings, picking up of hair from underlying
cavities and from any lateral tracks." Phenol injections are
used to destroy the epithelium of the tracts and reliance is
placed after care. This method has been used with
varying results.(l.lO.11)

Karydakis technique first described in 1977,(12)consists of
asymmetric wound closure, which results in the primary
sutured wound lying to one side or other of the midline.
This technique has been used effectively by a number of
surgeons with a recurrence rate of 0_4%.(13-15)

Bascom's technique(17,18)has its merits that it is undertaken
as a day-case procedure under local anaesthesia, but
needs strict weekly follow up till the wound heals.
Recurrence rates of 8-10% have been reported.(4,16)

Bascom's cleft closure technique which is different from
Bascom's original procedure, which is somewhat similar
to Karydakis operation is advised for unhealed midline
wounds. Though performed as a day case in local
anaesthesia, it needs outpatient followup, as the majority
of the wounds do not heal primarily.

Primary suture has been used with varying results. (6)The
advantages of successful outcome after primary suture
are obvious. The hospital stay is minimal, and the patient
is spared the long and tedious convalescence associated
with frequent and often painful dressings. The main cause
of failure in primary closure is inability to secure firm
apposition of the edges leading to collection of serum and
blood in the cavity and ultimate disruption of the wound.
Taking special care to bring the sides together and
placement of a suction drain can prevent this. This is
supported by adopting a high standard of cleanliness, and
hair removal in the region postoperatively till the wound
gains full strength.
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COAGULATION DISORDERS IN PATIENTS WITH
CARCINOMA OF THE HEPATOBILIARY AND

PANCREATIC SYSTEM

AISHA Y MALIK*, TAIDR H MALIK**, ABDUL HAYEE**

ABSTRACT:
Coagulopathies are common accompaniments of hepatic disease. Besides other pathologies,
carcinomatosis also involves the hepatobUiary system and pancreas. Liver is at the center of
coagulation and is affected by these diverse pathological conditions. An analysis of
coagulation disorders was performed. in patients with coagulopathies secondarij to
carcinomas of hepatobUiary system, with a view to study the spectrum of disorder. Twenty-
five patients with coagulation disorders were studied. Of these 7(28%) had hepatocellular
carcinoma,12 (48%) had metastatic liver disease, 3 (12%) patients had carcinoma of gall
bladder. 2(8%) had carcinoma head of pancreas and 1(4%) had a periampuUary growth.
Patients with deficient / defective Vit. K dependent factors showed a markedly prolonged
PT(36%).40% had prolonged PT and APTf, whereas the IT was affected in those with
deficient/ defective fibrinogen. Patients with DIC fared the worst with prolonged coagulation
test times, raised FDP concentration and thrombocytopenia.

KEY WORDS: Coagulation disorders, Liver disease, Disseminated intravascular coagulation.

INTRODUCTION
Coagulation involves a multitude of proteins which
undergo sequential activation resulting in the production
of a procoagulant enzyme, alpha thrombin, which is
responsible for the formation of fibrin plug. It is a rapid
response and limited both in terms of location and
duration. Coagulation is classically divided into the
intrinsic and the extrinsic pathways which converge upon
the common pathway. There are, however, various sites
of interaction between these pathways. Present evidence
suggests that the intrinsic pathway plays an important role
in the propagation and maintenance of fibrin formation
while the extrinsic pathway is critical in the initiation of
fibrin formation. Disorders of coagulation occur when
there is disturbance in the process of formation of the
permanent hemostatic plug. These disorders are
invariably caused by deficiency or decreased activity of
one or a number of coagulation proteins.

.As the production and regulation of the components of
haemostasis is largely dependent on normal hepatic
<:~;;;sr;;~d~~~~;··················
Dr. Aisha Y. Malik,
*Department of Pathology, **Shaikh Zaid Hospital, Lahore
Fatima Jinnah Medical College, Lahore.

function, liver disease is associated with alteration of
coagulant / anticoagulant, fibrinolytic I antifibrinolytic
balance, as well as qualitative and quantitative alteration
in the cellular components of haemostasis.' The liver
synthesizes majority of the coagulation factors including
fibrinogen, factor II, VII, IX and X, as well as factors XI,
XII, XIII and factor V. Similarly synthesis of plasminogen
and the inhibitors-antithrombin III, antiplasmin and protein
C and S occurs in the liver.' It is also the site of clearance
of active coagulation factors and their inhibitor
complexes. Liver disease with cholestasis leads to
Vitamin K malabsorption. This results in the failure of
carboxylation and acarboxy forms are present in the
plasma. Patients with severe liver disease .otten
demonstrate haemostatic defects characteristic of
disseminated intravascular coagulation. Malignancy too,
is often associated with DIC. Cytokines, especially TNF
and interleukin 1, can elaborate tissue factor formation
intravascularly. Cancer procoagulants directly activate
factor X, as well.2 Hepatocellular carcinoma is prevalent in
Asia and West Africa due to high HBV and HCV load bile
duct obstruction and invasion of the duct by tumour
embolus causes jaundice with resultant sequelae." In
HCC formation of des-gamma carboxy forms of Vitamin K
dependent factors form and des-gamma carboxy
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prothrombin has been reported in 75-90% patients. This is
used as a tumour mar'Ker.4 These acarboxy forms cause
coagulation abnormalities. Differential diagnosis includes,
among others, metastatic liver disease. Pancreatic
carcinomas, especially of the body and tail are associated
with D I C as opposed to patients with carcinoma of the
head of pancreas which causes ductal obstruction.s These
arise twice as frequently in the head(70%)as in the
body(20%) or tail (10%) of the gland. Coagulation tests
are affected6•7 variably depending on the severity of the
disease. The purpose of this prospective research was to
study the spectrum of coagulation disorders secondary to
carcinomas of the hepatobiliary and pancreatic system.

PATIENTS AND METHODS
An analysis of coagulation disorders secondary to
carcinoma of the hepatobiliary and pancreatic system was
performed in 25 patients. These patients were admitted to
the medical and surgical wards of Sheikh Zayed and Sir
Ganga Ram hospitals and had been diagnosed either on
ultrasound or ultrasound guided liver biopsy, for
metastatic liver disease or hepatocellular carcinoma.
Twenty control samples were run with every batch of test
plasma. The control group were normal, healthy subjects
of both sexes, who were not taking any medication and
gave blood voluntarily.

Blood samples were collected by standard atroumatic
procedure, mixed with anticoagulant and immediately
dispatched to laboratory.

The samples were divided in three aliquotes:

• In a glass tube containing Ethylenediamine tetra acetic
acid (in the concentration of 1.5±0.25 mglml )1 ml was
delivered.

• 4.5 mls were citrated by adding the blood to 0.5 ml of
3.2% trisodium citrate (.109M) in a glass tube and
gently mixed by inversion. This citrated blood was
centrifuged at 2000g for 15 minutes to obtain platelet
poor plasma.

• 2 mls were added to the spli-tube contained in the FDP
kit. This was allowed to stay at 37!!C. After clot had
formed and retracted the serum was collected directly
or else after centrifugation.

Control blood samples were taken in the same manner as
the patients and tests were carried out without delay.
Platelet count was performed manually using the
improved Neubauer chamber and 1% ammonium oxalate
as diluent. Prothrombin time (PT) was done using
commercially available reagent Neoplastine (Diagnostica
Stago). It is a freeze dried thromboplastin prepared from
fresh cerebral tissue, in calcium with a predetermined ISI.
For activated partial thromboplastin time (APTT): C.K.
prest (Diagnostica Stago) was used .It contains:

• Reagent 1: Cephalin (platelet subsitute) freeze dried
• Reagent 2: Activator, buffered suspension of kaolin

(5mg kaolin/ml). CaCI2 - 0.025 M.

Thrombin Time (TT) was tested using commercially
available reagent, thrombin-prest (Diagnostica Stago). It
is titrated calcium thrombin (approximately 3 NIH units I
vial) freeze dried. The coagulation tests were performed in
duplicate by the manual tube tilt method as described by
Dacie and Lewis." For fibrin degradation product (FDP)
commercially available reagent used was Spli Prest
(Diagnostica Stago). Semi quantitative estimation was
done by latex agglutination.

RESULTS
Of these 25 patients,7 patients had hepatocellular
carcinoma, 12 patients had metastatic liver disease, 2
patients with carcinoma of the head of pancreas, (one had
metastasis in the liver too), 1 had a periampullary growth·
with metastatic deposits in the liver, 3 patients had
carcinoma of the gall bladder. Of these 3 patients, one
had undergone cholecystectomy, one had metastatic
deposits at the porta hepatis the third had cholelithiasis as
well. The bilrubin, AST and AlT were variably raised,
however patients with obstructive jaundice showed
markedly raised alkaline phosphatase also.

The mean age of all patients was 51.36±11.2 years (30-
70 yrs). The patients with metastatic liver disease had a
mean age of 48.5±10.8 years (Mean±SD). The mean age
of the patients with hepatocellular carcinoma was
47.8±21.1 years, there were 4 males and 3 females. The
two patients suffering from carcinoma of the pancreas
were 65 and 70 years respectively, while the patients with
carcinoma of the gall bladder, the range of age was 35-44
years mean 40.3+ 4.7 years. The former were both males
and the latter were females. Of the 12 patients with MlD,
6 were males and 6 females. The patient with
periampullary growth was a 60 years old male.

The platelet count of all the 25 patients ranged between
30-300X109/L. The 12 patients who had metastasis in the
liver platelet count was between 68-300X109/l mean
168.5±61.9X109/L.The 7 patients with hepatocellular'
carcinoma had a platelet count of 30-200X109/l with a
mean of 131.8±(71.8SD)X1 09/L. Of these HCC patients 3
patients had a count of 30X109/l - 80X109/l mean 57.3 +
25.5 X 109/l and the rest 187.75 + 13.2 109/L.The 3
patients with carcinoma of the gall bladder had a mean
platelet count of 263.0±16.0X109/l (250-281 X109/l).The
patient with periampullary growth had a platelet count of
179X109/L. The 2 patients with carcinoma of head of
pancreas had a platelet count of 35X109/l and 120X109/l
The platelet count of the control group was
313±56.4X109/L.
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Prothrombin Time (P.T) is given in Table I. Thrombin Time (T.T) is given in Table III.

TABLE·I PROTHROMBIN TIME OF PATIENTS RANGE OF P. T.
~ . lM4S&!' fSWS!l6' . , '2liSOset < Y 3l·)6I!."

* p < .01
** P < .001
Range of control 12-14 Seconds. (mean 12.5 ± 0.9)
Normal range 11-16 Seconds
INR 1.05 ± 0.06

Activated Partial Thromboplastin Time (A.P.T.T) is given in
Table II.

TABlE·1I ACTIVATED PARTIAL THROMBOPLASTIN TIME OF
PATIENTS RANGE Of A.P. T.T.

Disease Ui4U8&1. 4t.5U 8ft 51·008&1 !li6D 8&1

* p < .01
** P <.001
Range of control 34-40 Seconds. (mean 36.3 ± 2. 1)
Normal range 30 - 40 Seconds

DISCUSSION
Liver disease is common in developing countries because
of the high prevalence of viral hepatitis, with a
considerable incidence of chronic infection with
progression to cirrhosis, liver failure and hepatocellular
carcinoma". The mean age of patients with hepatocellular
carcinoma was 47.8(±21.1) years in our study. A similar
age incidence has been reported by others":".

ABLE· III THROMBIN TIME OF PATIENTS RANGE OF T.T
,x 'l'liSt£L' A • IMI1S&l . 184$1f8« '. 'IJ;mSiil ';00'8« '

* p<.01
** p<.001
Range of Control 14-17 Seconds. (Mean 16.3 ±
Normal Range < 2 Seconds from contror

Fibrinogen Degradation Products (F.D.P) is given in Table IV.

Patients with metastatic liver disease (MLD) were
4B.5±10.B years old. Riaz et al" report 51 years as the
mean age of their patients with MLD. The two patients
with carcinoma of head of pancreas were 65 and 70 years
of age respectively which is similar to the age incidence
reported by Beazley." The mean age of patients with

\
carcinoma of gall bladder was 40.3+/-4.7 years.Waris et
al14 also report an average age of 45 years.

In the 7 hepatocellular carcinoma patients there were 4
males and 3 females. Riaz et al" also report male
preponderance. Taseer et al" report 72% males and 28%
females in their study. In metastatic liver disease the male
:female ratio was 1:1. Similar ratios have been reported
by Riaz et al." Carcinoma of the head of pancreas was in
males only, a fact substantiated by Beazley." He also
reports that 75-BO% have obstructive jaundice, as did our
patients. As for carcinoma of the gall bladder our patients
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were all females Waris et al" also report a female
preponderance.

In our patients the most frequent presentation of the
coagulation disorder was prolongation of the P.T, this was
seen as an isolated disorder in 36% of the patients,
followed by the APTT. This is because of obstruction to
bile flow caused by the metastatic deposits in the liver
parenchyma, at portahepatis and obstruction of the
common bile duct resulting in Vitamin K deficiency
therefore factors II, VII, IX and X are affected initially.
Vitamin K hydroquinone acts as a co-factor to gamma
glutamyl carboxylase which converts the glutamiC acid
residues(Glu) at NH2 terminal of coagulation factors II,
VII, IX, X, protein C&S to gamma carboxyglutamic acid
(Gla). These post translational gla residues enable them
to bind to calcium and phospholipid membrane, events
that are crucial for their activity. Decrease in factor VII and
II is more pronounced 'in cases of neoplastic obstruction.
As vitamin K supplies deplete and the production of
functional, gamma carboxylated factors decrease, the
plasma levels of previously produced factors fall in
accordance with their biologic half lives. Factor VII has a
very short half life of +/- 6 hours. Thus P T is affected the
earliest." At the same time there is a progressive increase
in nonfunctional acarboxy II, VII, IX and X in the plasma.
These proteins induced by Vitamin K absence( PIVKA)
exert an inhibitory effect on coagulation.

Prolongation of both the PT & APTT was observed in 40%
of our patients. Parenteral vitamin K restored the
prolonged times to normal in the absence of hepatic
parenchymal damage. These tests should be measured 6
to 12 hours after the injection, when any residual
prolongation would reflect the degree of hepatocellular
damage'. Similar observation has been reported by
Robson et al," Sigurdson and Cohen," Ouschieri" and
Sherlock." Hepatic failure produced encephalopathy and
DIC in 5 of our patients. Similar findings have been
reported by DeConno and Polastri= in metastatic liver
disease patients.

In cases of hepatocellular carcinoma there is also an
acquired vitamin K dependent carboxylation deficiency
resulting in formation of des-gamma carboxy prothrombin
in these patients. This has an inhibitory effect on
coagulation as stated earlier. Other vitamin K dependent
factors are also affected and acarboxy/des-gamma
carboxy forms occur," These des-gamma carboxy forms
occur because Vitamin K stores are low in tumor cells
whereas they are normal in the nontumourous liver tissue.
Parenteral vitamin K causes a transitory decrease in the
level of des-gamma carboxy prothrombin followed by a
return to the abnormal level, contrasting with the pattern
observed in patients with vitamin K deficiency due to other
causes.":" The thrombin time was prolonged in 6

patients, either because of defective /deficient fibrinogen
or abnormalities of fibrin polymerization.
Hypofibrinogenaemia may be because of deficient
synthesis or fibrinolysis. It has also been suggested that
the fibrinogen molecule itself is functionally abnormal in
patients with liver disease.7•23 These dysfibrinogens are
because of increased sialic acid content of fibrinogen and
have been described in HCC, acute hepatic failure and
liver cirrhosis. '.'6.24 The fibrin degradation products were
significantly high in 6 patients who had set a stage for
disseminated intravascular coagulation. In 4 they were
markedly raised whereas in two there was low grade DIC
however in hepatocellular carcinoma it may have been
the underlying cirrhosis which worsened. In one patient
with HCC there was prolongation of TT but the FOP's
were less than 10 ug/ml either because of
dysfibrinogenemia or because the tumor cells secrete an
antifibrinolytic agent" Pancreatic carcinomas arise twice as
frequently in the head (70%) as in the body (20%)or tail
(10%) of the gland.25 One, of the two patients with
carcinoma of head of pancreas had liver metastasis, it is a
rapidly progressive tumour and early, invasion to the local
nodes and liver has been reported by Phoa et a126

•These
malignant pancreatic cells express raised levels of tissue
factor which activates blood coagulation." Iversen et al"
report fulminant DIC in 10.8% patients in their study with
advanced cancer, of whom one had carcinoma of
pancreas. Nesvetov" reports that in 42% of the lethal
outcome in conditions as terminal stages of cancer, sepsis,
mechanical jaundice etc. DIC was the cause of death.

The overall magnitude of the disturbance of coagulation
correlates fairly well with the extent and severity of the
underlying disease. Deficient / Defective synthesis of Vit.
K dependent coagulation factors was the prominent
feature in the patients with obstructive jaundice, Vit. K
injection restored the prolonged PT and APTT to normal.
In patients with disseminated intravascular coagulation
the global coagulation tests were deranged. Our reliance
on these continues for rapid results. However, for proper
management of these patients serial evaluation of these
tests is essential.
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PATIERN OF DISEASE AND TREATMENT OF
ALLERGIC RHINITIS IN KARACHI

EHSAN-UL-HAQ, TARIQ RAFI, KAMALUDDIN KHAN.

ABS1RACT:
This study was conducted on 100 patients visiting Jinnah Postgraduate Medical Centre
Karachi., over a period of three years (1996 to 1999) to gain an insight in the problem of nasal
allergy in Karachi: It was found that perennial rhinitis is more common in Karachi and the
response to treatment with antihistamines and local steroid was much better as compared to
antihistamines alone.

KEY WORDS: Perennial allergic rhinitis. Treatment.

INTRODUCTION
Nasal allergy is an,altered state of reactivity of body. It is
a hypersensitive condition pre-disposed to an antigen-
mediated reaction and is a common problem faced by the
Clinicians. Its presentation differs from person to person
and from place to place. In the U$. hay fever is common
while in Karachi, perennial nasal allergy is more common.
It has two variants, allergic rhinitis,and vasomotor rhinitis,
the former being true to its description. Vasomotor is non-
infective, non allerQicrhinitis.

The external causative substances, to which body shows
exaggerate'dresponse all-round the year cause perennial
allergy while factors found in specific seasons result in
seasonal allergic rhinitis. Fluctuation of nasal symptoms
in perennial allergic rhinitis is due to proliferation of mite
or movement of patients from one place to another,
House dust found in furniture, carpets and heavy curtains
may be the causative agent. Its incidence is above 20%
while about 40% of these patients develop bronchial
asthma. In asthmatic patients nasal allergy is an
associated feature in about 56% patients.

In England 20% patients with allergic rhinitis develop,
asthma, ""hile 75% asthmatics have nasal allergy.1
Seasonal allergy or hay fever is caused by pollens and
the severity of symptoms vary according to the number of (
,aeroall~rgens, which are more in specific seasons and in
,low-lying areas, as compared tohills. Vasomotor rhinitis,
although resembles in presentation to allergic rhinitis, is
not due to any identifiable allergen. Symptoms are due to·~~;;;sj;;~~rt~;··················
Dr. Tariq Rafi, Department of ENT. '
Jinnah Postgraduate Medical Centre, Karachi

autonomic imbalance. Predisposing factors are emotional
stress, drugs, smoking, chemical fumes and changes in
temperature.

An allergic reaction is IgE -mediated type I reaction.
Delayed reaction starting after 4-12 hours also has its
role. Histamine is the major mediator as well as
leukotriens, E.C.F.-A, HMW-NCF, PAF, and VIP.
Substance found in nasal secretions regulate the IL-1,
IL3, IL-S, IL6, WF. - ALPHA and IFN GAMMA.2 In
perennial allergic rhinitis, late phase response is
important which is caused via cytokines (IL-4, IL-S, IL-6,
IL-B,GM-CSF).3 Level of TNF - alpha also playa role in
allergic rhinitis; its level may increase 10 times in allergy
as compared to normal people.' Histamine which widens
the inter-endothelial cell junction causes venular
endothelial contraction and its most important effect is
vasodilatation.

PATIENTS AND METHODS
Patients were investigated for three major symptoms i.e.
nasal blockage, sneezing and rhinnorrhea, as well as
minor symptoms like itching and redness of eyes, itching
of nose and irritation at palate and ears. Minor symptoms,
less than 10 sneezes in a single bout, were not included
in this study. Details of nasal secretionwere also asked
from patients regarding amount, colour, consistency and
stuffiness of nose, whether constant or periodic. History of
family' and personal allergic problems like asthma,
eczema and contact dermatitis 'were ruled out. Place of
residence was also noted.

Patients in good health, free from associated systemic
diseases were selected. Patients with allergic rhinitis
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symptoms of less than two years duration were not
included in the study. Pregnant and lactating mothers and
patients with history of drug allergy were also excluded.
Meticulous clinical examination, anterior rhinoscopy,
septum, size of turbinate and colour of mucosa were
recorded. In selected cases flexible and rigid endoscope
(Hopkin's Rods) was used to confirm the findings.
Laboratory investigations were carried out at JPMC
Pathological Laboratory, except IgE levels.

Blood was examined for eosinophilia and leucocoytosis.
Nasal smears were sent to see the number of eosinophils
and nasal scraps to see mast cells. In cases of
polypectomy, specimens were sent to laboratory for
histopathological examinations. In selected cases IgE
levels were assessed. Nasal provocation test, skin or
prick tests were not done because of lack of facilities.

RESULTS
Total number of patients were 100, 57 male and 43
female. Oldest patient's age was 59 years and youngest
was 7 years. The major presenting symptoms were nasal
obstruction (97%) and nasal discharge (92%). The
patients with multiple bouts of sneezing, which usually
started as they got up early in the morning, were 87%.

Blood examination showed eosinophilia in 45 cases.
Nasal smear was carried out in all the 100 patients and in
34 cases marked eosinophils were identified. Out of 64,
21 patients had raised mast cells in the nasal scrap. X-ray
PNS in 87 cases were found hazy in 26. In three patients,
total IgE level was assessed and was raised in two.

Polypectomy definitely improved the symptoms but SMR
had no significant effect on sneezing or rhinorrohea,
though obstruction improved and was relieved.

DISCUSSION
Nasal allergy is a problem all over the world. No country,
race or age is spared. Its incidence, although not
confirmed, is thought to be above 20% in our country.

It varies from country to country and place to place; in the
UK hay fever is a hallmark of nasal allergy. In this study
only 13% cases had seasonal allergy, majority 87% had
perennial nasal allergy. Perhaps the reason is the living
style. Mostly people of Karachi, an industrial big city, are
living in congested rooms with heavy curtains and
carpets, where house dust mite, the causative agent,
have favourable conditions to grow. The other common
causes in Karachi are the layers of smoke and smog
floating in environment, continuously released from public
transport. Such scenes can be seen on any working day
in the old city where the roads are enshrouded in thick
smoke.
In this study 76% people were resident of Karachi; 17%

"

had either shifted from the Punjab during the last two
years or were still living there. The problem in the Punjab '
is relatively seasonal, the commonest cause being dust
allergy, specially dust that floats during threshing of
wheat crop. Other common allergens are cotton, flowers
01 manqo/oranqe and animal fodder. In Islamabad,
Australian fern was grown on pavements for
beautification of roads, but has now become one of the
largest source of allergen. Pesticides and chemicals have
increased the average production of crops, but are also
responsible for allergies.

In vasomotor rhinitis, autonomic imbalance is the cause,
although stuffiness, sneezing and rhinorrohea resembles
allergy rhinitis, but irritation, redness of eyes and itching is
seldom present. Drugs, mental disturbance, personality
changes and anxiety are stimulating factors. In this study
one patient was found suffering from this condition. Such
patients require detailed history and meticulous
examination. Nasal mucosa in these patients is usually
reddish to blue with excessive secretions. Inferior
turbunate is usually hypertrophied. Skin and nasal
provocation tests will always be negative.

A number of patients (11%) also had DNS. In 7% cases
SMR was done and almost no effect was seen on
sneezing or rhinorrohea, although obstruction improved
initially. Polypectomy was done in 14% cases, who had
nasal polyps. All the symptoms of allergy improved in
these cases. In 23 cases of inferior turbinate hypertrophy,
nasal cautry was performed; initially it was effective, but
after a few weeks patients had to use local decongestant
again. Chronic sinusitis was found in 37 cases which were
treated with antibiotic. Anthistamine and local steroid were
prescribed to 13 cases, but symptoms did not improve
and antral washout was required, which had to be
repeated two to three times.

The drug used in this study was Fexofenadine. None of
the patients were prescribed Macrolides or antifungal
treatment. The response of 78% patients was much better
in controlling the symptoms, when they used local steroid,
in addition to anti histamine. Local Nasal spray,
Azelastine, is also reported highly effective to control the
symptoms.' Azelastine local spray, when used in outdoor
patients, in combination with anti histamine tablets, was
found to be more effective.7 Azelastine has better effect as
compared to Lorltadine." Effects of Terlenadine were
better at the onset inefficiency when compared with
Cetrizine," Topical corticosteroids are very effective for
controlling symptoms." Local use of ludesonide in
powder form is also reported effective and well
accepted.":" The mechanism of steroid action is anti-
inflammatory;" no serious side effect was noticed except
hangover in the mornings in 2% patients. .
This .study revealed that nasal allergy can be improved by
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different measures, as improvement was noted in 97%
patients but the condition cannot be cured. Even using mast
cell stabilizer like Ketotifen, one can decrease the severity of
sneezing episodes and rhinorrhoea but cannot cure the
disease. The role of desensitization is also controversial
although it is used in treatment of nasal allergy. .'

Allergy rhinitis is a condition and not a disease, which
affects the quality of life but it is not life threatening.
Pharmacotheraphy and sometimes surgery are helpful in
improving the problem.
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CAN THE DIAGNOSIS OF ACUTE
APPENDICllilS BE SIMPLIFIED?

MOHAMMAD AHMAD, TARIQ MAHMOOD RERAN, MUMTAZ AHMAD, ANJUM SOHAIL ANSARI,
MANSOR AQIL.

ABS1RACT:
Appendicitis is predominantly a clinical diagnosis. It is important to minimize the number of
negative appendectomies but not at the cost of perforation. Thus various scoring systems
including Alvarado (which consists of eight features) are used to aid diagnosis. In this
prospective study we based our diagnosis on modified Alvarado system.

This study was carried out in Surgical Unit II of Bahawal Victoria Hospital Bahawalpur from
January to December, 2000 and patients of all age and sex groups, who fulfill the criteria,
were included. Using modified Alvarado Scoring System, score of each patient was recorded.
Out of 163 patients admitted, 146fulfilled the inclusion criteria and were operated. The cases
which had appendicular pathology were 71.2%,while only 11.6% had normal appendix. Out
of these 146 patients, 121 patients had scored less than 7 with 15 cases of normal appendix.
Twenty-five cases had score ~ 7 with 2 cases of normal appendix. Overall sensitivity of
Modified Alvarado Scoring System was only 17.1%. If Modified Alvarado Scoring System is to
be used, the two most important features: (migration of pain to the right iliac fossa and
tenderness in right iliac fossa) should be given maximum points.

KEY WORDS: Acute Appendicitis, Diagnosis

INTRODUCTION
Acute appendicitis is the most commonly diagnosed
abdominal emergency requiring operation.' Appendicitis
is predominantly a clinical dtaqnosfs." A failure of early
diagnosis can lead to progression of the disease with its
attendant morbidity and occasional mortality," In many
cases, usually during the prodromal phase, its clinical
.manifestations may be vague and uncertain.' Perforation
rates range from 4%5 to 45%6 and death rates range from
0.17%7 to 7.5%6 in various studies. Mortality in children
less than 2 years is as high as 20%.6

A negative appendectomy rate of 20-44% is not unusual
and many surgeons would accept a negative
appendectomy rate of up to 30% as inevitable." It is also
important to minimize the number of negative
appendectomy but not at the cost of perforation. Once
perforation occurs, the morbidity and length of hospital
stay" is increased. Attempts to increase the diagnostic
accuracy have included computer-aided diagnosis,
imaging by ultrasound scanning and laparoscopy. Various
scoring systems have been devised to aid diaqnosls.v":"

..................................
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Alvarado first described the most popular diagnostic
scoring system in 1988, which consists of eight features
with distribution of ten points, But in our setup, the
diagnosis was based on modified Alvarado scoring
(system). The results were compared with that of
Alvarado scoring system. As the diagnosis of acute
appendicitis is often made by the junior surgeons its
scoring should be made as easy as ,pOSSible.

PATIENTS AND METHODS
The prospective study was conducted from January to
December, 2000 on patients admitted in Surgical Unit II,
Bahawal Victoria Hospital with complaints of acute
abdominal pain in right iliac fossa.

Using Modified Alvarado Scoring system (Table I), the
score of each patient was noted prior to operation, but
the score had nothing to do with the management of
patients. Left shift of neutrophils was not included (as was
described in original Alvarado scoring system) due to
technical laboratory errors.

All patients were operated and the condition of appendix
was noted in each patient. In doubtful cases, the
diagnosis was confirmed by histopathology.
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ACTION

<4 = exclusion; 5-6 = monitoring; > 7 = operation

RESULTS
A total of 163 patients with complaint of pain in right iliac
fossa were admitted in Surgical Unit II, J.P.M.C. Out of
these 146 patients, who fulfilled inclusion criteria, were
operated. Eighty-six (58.6%) were male and 60 (41.1%)
female with a ratio of 1.3:1, mean age of the patients was
22.9 years; range 4 to 69 years. On exploration 129 cases
had appendicular pathology; 71.2% had inflamedlhighly-
inflamed appendix, 17.2% had advanced appendicitis
with 15.8% perforated and 1.4% gangrenous appendix.
Only 11.6% cases had normal appendices; revealing
other pathologies (Table II).
Out of 146 patients, 121 (82.88%) had modified Alvarado

TABLE-II OPERATIVE DIAGNOSIS OF 146 PATIENTS
Diagnosison Exploration No.of patients 9t

score <7 with only 15 (12.4%) cases of normal appendix (p-
value 0.0001) and only 25 (17.12%) had score ~ 7 with 2
(8%) cases of normal appendix p-value 0.0001).

Incidence of advanced appendicitis was 13% in patients
with score <7 and 36% in patients with score >7. Overall
sensitivity of the modified Alvarado score was only 17.1%.

The excluded patients were 17 or 10.24% who did not
fulfill the criteria. The rest were investigated further (Le.
other scoring features, USG, blood picture and urinalysis)
and 2(1.19%} found to have acute appendicitis and
operated.

DISCUSSION
The principal objective of the clinical decision process is

to make an early and correct diagnosis of acute
appendicitis with maximal economy of resources." The
indication for operative treatment is normally based on
clinical exarntnatlon." The diagnosis, operation and
management of a patient with acute appendicitis can be
made without investigations on careful history, physical
examination and urinalysls.' Urinalysis should exclude
UTI. Slight elevation of white cells in the urine could be
due to the inflammatory process of acute appendicitis
near the urethra or bladder." Moreover, elevated
temperature and leucocyte count will shift to left or remain
non-specific and often absent in patients with acute
appandicitis."

All the 146 patients in this study had undergone
appendectomy and were included on the basis of
migration of pain and tenderness to right iliac fossa. The
objection to the choice of this criteria is that all patients
with acute appendicitis may not give history of shifting of
pain (20-50%). But other diagnostic indicants (like
anorexia, vomiting, temperature, pointing sign, Rovsing's
sign, psoas or obturator sign and pain in RIF on coughing)
do help. Complete blood picture, urine examination, USG
and laparoscopy also support the diagnosis.

In this study only 1.19% of the cases were not diagnosed
on simple criteria; 129 (88.4%) (78 male and 51 female)
proved to have acute appendicitis. The negative
appendectomy rate was 11.6%, which is comparable to
the negative appendectomy in studies by Ohman" (21%),
Gurleylike" and Feny016 17.5% each. Negative
appendectomy rate was 5.5% in males and 6.2% in
females (p-value 0.0002). Utilizing modified Alvarado
score, out of 121 patients with score < 7, only 12.4% had
undergone negative appendectomy. Surprisingly,
incidence of advanced appendicitis was 13.2% in patients
with score-e? and 36% in patients with score ~ 7.2 (8%).
Patients with score ~ 7 did have a normal appendix. On
the basis of modified Alvarado Scoring system,
90(61.64%) patients of appendicitis could be missed due
to low score. So in this study it seems that there are some
flaws in the scoring system and the specificity of Alvarado
scoring system is doubtful. We think that it is due to
unreasonable distribution of points for each feature of
scoring system, e.g. shifting of pain and tenderness in
right iliac fossa have been allocated one and two points
respectively, in comparison to inconsistent features like
anorexia, leucocytosis and raised temperature. We think
that if six out of eight points are allocated to shifting of
pain and tenderness in right iliac fossa, the specificity of
scoring system can then be increased.

Errors in diagnosis are most common in young women
and at extremes of age3

• The main difficulty in assessment
remains in women of childbearing age. It would be of
interest to know if the additional use of ultrasonography
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(USG) and laparoscopy could reduce the appendectomy
rate in this group17. USG examination is interfered by the
presence of bowel gas and is dependent on the
experience of sonologist type and resolution of the
machine. Results from randomized and non-randomized
trials suggest that there is little difference between
conventional open and laparoscopic appendectomy in
terms of operation time and patient recovery", No doubt,
laparoscopy can help a lot in the diagnosis of acute
appendicitis but overall expenses of laparoscopy and
need of general anaesthesia make laparoscopy a less
favourable examination, but if combined with laparoscopic
appendectomy, it can be beneficial. Laparoscopic
appendectomy becomes more costly if stapling devices
are used and early appendicitis may be missed with this
technique", Moreover, in one study, computer-aided
diagnosis to avoid negative appendectomy in suspected
appendicitis offered no advantage over unaided clinical
diagnosis's.

The study demonstrates that modified Alvarado Score is
substantially inferior to the current clinical practice in
diagnosis of acute appendicitis" as 90 cases of
appendicitis were noted to have score < 7 and 9 cases of
normal appendix had score ~ 7.

We conclude that no foolproof scoring system is available
till now which can give early and 100% correct diagnosis
of acute appendicitis. Yet one should continue to evolve
the given diagnostic tools to minimize the chances of
negative appendectomy. Keeping in view the large
number (74%) of patients with score less than 7 who did
have appendicitis, there is no evidence that conservative
treatment of acute appendicitis, as an alternate to surgery,
should be more widespred3 and a scoring system cannot
be substituted for a surgeon's experience."

Those patients who do not suffer from shifting pain in RIF
or tenderness in RIF should be investigated further to
exclude the possibility of acute appendicitis. Moreover, if
modified Alvarado scoring system is to be used, the two
most important symptoms and sign (shifting of pain and
tenderness in right iliac fossa) should be given maximum
points, (i.e. 3.) to make at least 50% of the total score.
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ILEALTYPHOID PERFORATION
AN EXPERIENCE WITH 42 CASES

HALEEM TAJ, ARSHAD MEHMOOD, ABDUL SALAM, DAWOOD SHAH.

ABSTRACT:
This study was carried out from January 1997 to December 1998 in Surgery Department of
Sandeman ProvincialTeaching Hospital Quetta, on 42 patients hospitalized with ileal typhoid
perforation. The mqjority of patients (80.95%) were between 11-40 year of age with peak
incidence in second and third decade and male tofemale ratio of 3.2: 1. Mqjority of patients
came within 48 hours and laparotomy was done in all. Single perforation was found in 39
(92.85%) and multiple perforation in 3 (7.14%) patients. In 35 (83.33%) patients primary
closure and peritoneal toilet done whUe in 7 patients (19.05%)primary repair with proximal
loop ileostomy with peritoneal toilet: was done. Ileostomy was closed 2-1/2 months after the
ftrst. surgery. Patients with longer duration of perforation had increased morbidity and
mortality. Most of the patients remained admitted for 10 days their average hospital stay
being 14 days with minimal stay of 7 days and maximum stay 30 days. The overall mortality
was attributed to duration of perforation and condition of patient.

KEY WORDS: Entericfever. Typhoid perforation, Ileostomy.

INTRODUCTION
Typhoid fever is still a major health problem in developing
parts of the world1,2 with an estimated 540 per 100,000
cases. One of the complications of typhoid fever is ileal
portoratton.v= Peyer's patches of terminal ileum are
involved with formation of longitudinal ulcerating lesion on
the antimesenteric border within 45 cm of ileocaecal
junction.' Typhoid perforation is solitary in 85% of cases"
and accompanied by peritonitis with little tendency for
localization by adjacent abdominal orqan.' The incidence
of perforation is variable being especially high in West
Africa (15-33%) and low in Iran and Egypt (1-3%). This
high incidence has been attributed to late diagnosis and
existence of virulent strains of salmonella typhi.' Over
80% of patients are between first and third decades of life.

The usual symptoms are fever and abdominal pain." The
diagnosis of typhoid ileal perforation is usually based on
history, physical examination, radiology and operative
findings. Treatment of typhoid perforation requires
surgical intervention after resuscitation, correcting fluids
.and electrolyte in balance and antibiotic cover. Peritoneal
toilet with primary closure of perforation is the standard
treatment.9,10,11 Closure of the perforation with side to side
.•..•.••.•••••.••..•..............
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lIeo transverse anastomosis can also be done." This
disease carries high morbidity rate of 55.4% and mortality
rate of 1-39.3%. Late presentation, delay in operation,
multiple perforations and drainage of copious quantities of
pus and fecal material from peritoneal cavity are the
determinant factors of increased morbidity and mortality."

PATIENTS AND METHODS
This study was conducted on 42 patients who underwent
surgery for ileal typhoid perforation in department of
Surgery, Sandeman Provincial Teaching Hospital, Quetta
during the period from January 1997 to December 1998.
All patients were admitted through casualty department.
The diagnosis was based on history, clinical examination
and radiological findings. The data so obtained was
recorded on proformas and results were evaluated. All the
patients were resuscitated before surgical intervention by
the administration of intravenous fluids and antibiotics,
nasogastric decompression and catheterization. Routine
laboratory investigations and Widal test were performed.

After pre-operative management, emergency laparotomy
was performed on all patients through midline incision.
Peritoneal toilet was done in all cases and then following
procedures were carried out where appropriate:
Primary closure of the perforation only and primary
closure of perforation with proximal ileostomy or
exteriorization of ilium as ileostomy.
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RESULTS
A total of 9500 patients were admitted in surgical
Department during the study period out of which forty-two
patients were with ileal typhoid perforation. Among these
forty-two 32 (76.19%) were male. Majority of patients
belonged to poor families. Their ages ranged from 1 to 80
years with mean age of 34 years. Table (I).

TABLE-I AGE DISTRIBUTION

The peak incidence of ileal typhoid perforation was
observed during months of June and August.

Majorityof patients n = 35 (83.33%) came within 48 hours
of perforation while remaining 7 (16.67%) came after 48
hours. The clinical presentation associated with ileal
typhoid perforation is depicted in table-H.

TABLE-II CLINICAL SYMPTOMS & SIGNS
Features Nt), Qf Patients %

All base line investigations were performed. TLC ranged
from 6200 to 20,000/Cu mm. Widal was positive in
83.33% cases, blood culture positive for salmonella in
23.81 % cases and gas under diaphragm were positive in
83.33% patients.

At laparotomy 39 (92.85%) patients had single perforation
while remaining 3 (7.15%) had multiple perforation. All
perforations were present at the anti mesenteric border.
Most perforations (92.85%) were circular and the most
proximal was situated 30 cm from the ileocaecal junction.
Primary closure was done in35 cases (83.33%) and
ileostomy in 7 case (16.67%). In cases managed with
primary closure 5 patients died. Three patients died
because of fecal fistula formation, two developed
multiorgan failure. Two cases, other than those that
expired, had fecal fl~tula, they however got better after

conservative management. In patients who under-went
ileostomy no death occurred. The mortality rate was
11.9%. The complications in this study were: wound
infection 59.52%, wound dehiscence 30.95%, intra
abdominal abscess 9.52% and fecal fistula in 11.9%
patients.

DISCUSSION
Typhoid fever is still a major health problem in developing
parts of the world. The most lethal complication of typhoid
fever, ileal perforation,·2.3.4.5is still common in the Third
world countries with high mortality rate.'> The overall
frequency of intestinal perforation in typhoid fever is 3%.3

Many therapeutic failures and complications are due to
emergence of more virulent and resistant strains of
salmonella speies. '4.'5.'6 In some centres a peak during
rainy season has been reported.v-" This is probably due
to contamination of water and food products. In our series
maximum typhoid ileal perforation seen in the second and
third decade which is consistent with other studies from
Afrlca," lndopak" and Europe.7 Perforation occurs most
commonly in 2nd and 3rd weeks of illness.17.19.2oMajority of
patients in this study developed ileal perforation in second
week of illness. The presenting symptoms correspond
well with the findings of other authors.'8.2'.22Leucocytosis
was present in most cases with an average of 12500/ cu
mm. Although Leucopenia has been reported to be
associated with typhoid fever,23.24but in the presence of
sepsis and severe peritonitis, tends to modify this picture
by causing ieucocytosis.v= The percentage of positive
pneumoperitoneum in our study is quite similar to those
reported by many studies which is 62.2%17 and 78%,27.28
All the patients were subjected to emergency laparotomy
under general anesthesia after vigorous resuscitation and
hemodynamic stability as surgical management is
preferred by most recent serles."=> The perforation was
always located at the end of illium'·3.6.7and was single in
92.86% of cases and multiple in 7.14% cases, so
incidence of multiple perforations in our study is slightly
less than other studies."> All the perforations were
present on the antimesenteric border of terminal ilium
mostly, within 10-30 cm from the ileocaecal valve.3O The
average size of perforation was about 7 mm while
reported average size is 5 mm. Moderate to severe
peritoneal contamination was seen in most of our cases,
probably due to delayed referral by general practitioners
and quacks.

In this study primary closure (wedge resection and
closure of the perforation in two layers)" were performed
in 35 (83.33%) patients.9•3o.3'In our study5 out of 35 cases
operated by primary closure developed fecal fistula with
an incidence of 11.90%. The incidence of fecal fistula
varies from 40%24 to 20%? In 7 patients (16.67%)
protective loop ileostomy done.3O•

3' A protocol of protective
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loop ileostomy in all patients presenting with moderate to
severe peritoneal contamination and perforation of more
than 48 hours duration and perforation situated within 10
cm of ileocecal junction is maintained. So morbidity and
mortality has decreased due to above protocol. The main
objection against ileostomy has been the need for the
second operation with its own morbidity and mortality but
in our experiences' ileostomy closure has no major
complication. Ileostomy closed 2-1/2 month after first
surgery.

Mortality rate after primary closure for the patients with
typhoid ileal perforation is between 1 and 39.31

•
7
• but in this

study the mortality after primary closure was 11.90%, but
no mortality was observed in cases where protective loop
ileostomy was done. In cases of loop ileostomy, fluids
started by mouth after 2 days of surgery.
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ANXIETY AS A PSYCHOLOGICAL RISK FACTOR
IN THE DISORDERS OF CARDIOVASCULAR

SYSTEM

SEEMA MUNAF, GHAUS-UR-REHMAN.

ABSTRACT:
The present study is aimed at emphasizing the role of anxiety as a psychological riskfactor
in the development of cardiovascular disorders. It was hypothesized that "mean trait anxiety"
scores of cardiac patients will be more as compared to non-cardiac patients. Fifty male
cardiac patients were selected from the in-cardiacpatients and fifty non-cardiac patients
were selected to match the variables of age, sex, residential area and education. Their levels
of anxiety were measured through trait scale of STAI and TAT cards. ANOVAwas applied to
get the statistical significance of the results. Thefmdings suggest that the mean trait anxiety
scores of cardiac patients were significantly higher as compared to the non-cardiacpatients.

KEY WORDS: Cardiovascular systems, Disorders, psychological risk factors

INTRODUCTION
The term psychosomatic is derived from the Greek words
psyche (mind) and soma (body). Literally, psychosomatic
refers to mind body relationships. As traditionally defined,
psychosomatic disorders are physical illnesses whose
development and expression have been significantly
influenced by psychological and cultural factors as well.'

Studies in psychosomatic medicine have broadened in
scope and now range from global evaluation of emotion,
stress and sickness to unraveling particular relations
between emotions and body responses or conditions. It
has been recognized that emotional states, especially
when they persist over long periods, can profoundly
affect various organs of the body, sometimes directly
damaging them and in others predispose them to
infections or failure from precipitating causes.' Emotions
and some particular traits are also believed to be
contributory in the general sense to emotions that can
have a direct effect on the body's immune system and
increase susceptibility to diseases.

Many psychological and sociological variables have
been examined in studies of behavior patterns related to
heart diseases. Probably the most significant personality
type encountered in the stress theory is that of the Type•.•......•...........••.......•..•
Correspondence:
Dr. Seema Munaf, Associate Professor, Institute of Clinical Psychology,
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'A' personality. The Type 'A' personality has the following
traits:
• Sustained drive towards poorly defined goals.
• Hostility and competitiveness
• High level of ambition.
• Preoccupation with work and deadlines.
• Irritability and low tolerance of frustration.

A number of studies have supported the hypothesis that
Type 'A' people are more prone to heart diseases."

Type 'B' people by contrast don't have these
characteristics and are able to unwind and relax. Type 'B'
individuals are able to relax, without feeling guilty and
work without becoming agitated. They lack sense of
urgency, with its accompanying impatience. Feelings of
hostility are not easily aroused in these individuals and
they show little need to display or discuss achievements.
High level of epinephrine and norepinephrine in the blood
during stress has also been noted in the Type 'A' people.'

The somatic manifestations of anxiety differ greatly in
intensity and duration, depending on the type of anxiety,
disorder and the presence or absence of stress.
Moreover, the subjective experience of somatic
manifestations correlates poorly with actual physiologic
states and reactions.' Thus, patients who complain of
palpitations may show only small changes in heart rate on
exposure to psychological stress, while others with
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minimal complaints may exhibit considerable changes.
Psychic anxiety, specifically the tendency to worry and to
anticipate harmful events, appears to be independent of
the somatic manifestations of anxiety," Thus, patients who
experience comparable levels of psychic anxiety may
differ greatly in the type and severity of accompanying
physical symptoms. This is particularly true for milder
forms of anxiety.

Perhaps the best known example of anxiety is the feeling
of fright. This is the acute anxiety experience in responses
to a sudden situation perceived as dangerous. Fright is
accompanied by an increase in heart rate, systolic and
diastolic blood pressures, skin conductance and muscle
tension. Such a transitory anxiety reaction may be
psychologically upsetting, but is of little physical
consequence to a healthy person. In those who have
cardiovascular illness, however, sudden fright may have
serious consequences."

Quantitative overload is the condition of having too much
work to do in the available time. It is an obvious source of
stress and clearly linked to stress related diseases. For
example, a study of young heart attack patients found that
70 percent of them were working more than 60 hours per
week. This is supported by correlation between work
overload and heart disease as well as relationship to
excessive drinking and low self esteem."

The personality variable of internal or external controls
also influence an individual's reaction to stress. Persons
rated high on internal control believe that they can control
the forces and events that shape their lives. Those
scoring high on external control believe that life is
determined by events and forces beyond their control."
Apparently, the belief that one is in control of one's life
significantly reduces the effects of stress."

Corporation executives have high stress position. It is
generally believed that executives have a great deal of
stress at work and consequently, have a much higher rate
of heart attacks than the general population. This too is
not true. High level executives have 40 percent fewer
heart attacks than middle level managers, who are
assumed to work under less stressful condltions.v="

PURPOSE OF STUDY
The purpose of the present study is to investigate whether
Trait Anxiety, contributes in the development of cardiac
disorders or not. Trait anxiety ('A' Trait) refers to relatively
stable individual differences in anxiety proneness, that is,
to differentiate between people in the tendency to
respond to situations perceived as threatening with
elevations A-State intensity.

emotions and personality traits play an important role in
the causation of various physical illnesses including
cardiac. Admittedly, the available researches cannot be
truly representative because of limited similar
populations. Our research will be the first one of its kind in
Pakistan, emphasizinq the above-mentioned
psychological risk factors.

This study is unique in the sense that the data has been
directly collected from the modern cardiac units of
hospitals at Karachi. This representative sample was
easily available as the patients from other provinces also
seek treatment in this city.

This research will be of sufficient help to cardiologists in
their recommendations. It will also be helpful to
psychiatrists, psychologists, and social workers to re-
educate the general masses regarding the psychological
risk factors contributing to cardiac diseases.

PATIENTS AND METHODS
Fifty male cardiac patients between 30 and 60 years of
age were selected from the indoor patients of cardiac
units of hospitals at Karachi. They were selected in five
groups, 10 patients each with Angina pectoris (AP),
Myocardial infarction (MI), Angioplasty (minimum of two
coronary arteries blocked - (pre-bypass group), coronary
arteries bypass grafting, CABG - (post-bypass group) and
those who were not recommended for any invasive
procedure (treatment group).

These five patient groups i.e. angina pectoris, myocardial
infarction pre- bypass, post-bypass, and treatment group
were collectively called Cardiac disease categories. Each
group's disease status is different and hence their
problems are different and we had a variety of patients in
our sample, selected patients were those who were
admitted in the hospital for emergency treatment but were
not in the intensive care units and were clinically
diagnosed as cardiac patients after prolonged invasive
(medical) procedures (Experimental Group).

In another group fifty males participants from Karachi
who matched with the experimental group on the
variables like age, sex, residential area and education
were selected as Control Group or Non cardiac patients.
We termed them as patients because they may be
suffering from some physical disease, other than
cardiovascular disorder. The participants in this sample
did not have any established or clinically diagnosed
cardiovascular disorder.

The "Slosson Oral Reading Test" (SORT), was first
administered to all the selected participants and only
those were included in the sample who successfully

Through the survey of literature we have found that completed the sixth grade reading level to make sure that
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all the participants understood the English language of
the State Trait Anxiety inventory," Before and after the
administration of "SORT", the participants willing consent
was sought as to whether they were willing to participate
in the study or not.

The entire testing procedure was divided into two phases.
The first phase took place in the morning session. After
necessary establishment of rapport with the patients, a
structured clinical interview was conducted to elicit
information required for this research. This procedure was
adopted keeping in view firstly; the patients poor health
condition and secondly, to abide by the hospital
administration's instruction "not to over stress the
patients." A wide variety of information was collected
through this interview. The interview lasted for 30-40
minutes for each patient. Care was exercised that the
patients remain comfortable. They were asked not to sit
but remain in resting position on their beds.

In the second phase, after four hours long break, (evening
session) , a Trait Anxiety scale of STAI was administered.
For patients' convenience, the instruction of the STAI was
written at the top of the questionnaires. It was followed by
administration of TAT card No.11 and card No.15. For TAT
administration, the standard instructions were orally
delivered in the following manner: this is a test of
imagination. You will develop a story for each picture
shown to you at a time, keeping in view, "What led up to
the present situation? What are the characters thinking
and feeling? What would be the final outcome of the
story? You have five minutes to complete a story, do you
understand what I mean, if not, I shall repeat" After the
instructions were delivered, it was made sure that the
patients understood what the examiner aimed at.

After collection of data for both cardiac and non-cardiac
patients from all Cardiac Units and Cardiovascular
Institutes of Karachi, the test sheets were scored. The
Trait Anxiety Scale of STAI was scored according to the
manual's directions.

TAT responses were measured through five point rating
scale as under:
1= Very low, 2= Low, 3= Moderate, 4= High, 5= Very High

In order to assess the inter-rater reliability for TAT scoring,
a sample of ten patients was selected. Every tenth case
was selected and rated by another trained and qualified
rater. The person-product moment correlation coefficient
was computed for all the variables.

The mean scores of Trait Anxiety, of cardiac and non-
cardiac groups were calculated. The differences between
the mean score for both the cardiac and non cardiac
patients were tested by the t-test in order to inquire into

statistical significance of the differences. To test further
whether the cardiac disease categories differ significantly
among each other, one way analysis of variance (ANOVA)
was applied.

RESULTS
The difference of Mean Trait Anxiety between the cardiac
patients and non-cardiac patients when A-Trait scale of
STAI was administered is shown in Table I.

Note:
* = P<.05, one tailed
**=P<.01, one tailed

T-Test: showing the difference of Mean Trait Anxiety
between the Cardiac Patients and Non-cardiac Patients
when TAT was administered is shown in Table II.

Note:
* = P<.05, one tailed
**=P<.01, one tailed

The analysis of variance showing the difference of Mean
Trait Anxiety among five groups of Cardiac Patients when A-
Trait Scale of STAI was administered is shown in Table III.

Note:
'= P<.05
"=P<.OI
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An analysis of variance showing the difference of Mean
Trait Anxiety among five groups of Cardiac patients when
TAT was administered is shown in Table IV.

Note:
* = P<.05
**=P<.01
T-TEST: showing difference of Mean Trait Anxiety
between five groups of Cardiac patients when A-Trait
Scale of STAI was administered is shown in Table V.

Note:
* = P<.05
**= P<.01

T-TEST showing difference of Mean Trait Anxiety
between five groups of Cardiac patients when TAT was
administered is shown in Table VI.

DISCUSSION
The hypothesis that "The Mean Trait Anxiety score of
cardiac patients will be more as compared to Non-cardiac
patients" is supported by the data and is significant at
P<.01 level.

According to Table No. I when Trait Anxiety was
measured through A-Trait scale of STAI and Table No. 1\
when TAT cards were used it is quite clear that the mean
Trait Anxiety of cardiac patients was significantly high, as
compared to non-cardiac patients.

Results of the analysis of variance are shown in Table

Note:
"= P<.OI

No. 1\1 when Trait anxiety (A-trait Scale) was administered
and in table No. IV when TAT cards were used, this
explains that there is a significant difference in the level of
trait anxiety among the cardiac disease categories of
angina, myocardial infarction (MI) pre-bypass, post-
bypass and treatment groups.

Table No. V shows that angina has shown insignificant
difference with treatment group and trait anxiety has
equally contributed in the development of cardiovascular
problems i.e. both in angina and in treatment group.

Similarly, Table No. VI indicates that when Trait Anxiety
was measured through projective technique, the trait
anxiety of pre-bypass patients was more as compared to
the treatment group. There was no significant difference
between angina and MI patients, angina and pre bypass
patients, angina and post bypass patients, angina and
treatment pre bypass and treatment group. The reason
may be that projective techniques give true picture of the
traits of individual by virtue of lesser cultural influence.

Table No. IV shows that there is a clear difference among
all the disease categories (F=6.25, df=4,45,p<.01) as
regard to Trait Anxiety. Table No. VI indicates that this
significant difference is only due to treatment groups.
This may be because the treatment group patients appear
to be more satisfied with their health status as compared
to the pre-bypass patients.

In concluding the discussion of this hypothesis, one can
say that anxiety is an important psychological Risk Factor
in the development of cardiovascular disorders. The
emotional and bodily constitution of man is regulated a
great extent by the hormones of the endocrine systems.
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A VALIDATION STUDY OF BESSON SCORE
FOR DIFFERENTIAL DIAGNOSIS OF STROKE

SUBTYPES

SAADAT H. ZAIDI, JAMALARA, S. WAJID AHMED, RUKHSANA SAITAR, SHABBIR HUSSAIN.

ABS1RACT:
This study was carried out to validate the predictive accuracy of stroke scoring system
developed by Besson and colleagues for clinical diagnosis of nonhemorrhagic infarction. The
Besson scoring system calculated as
(2 x alcohol consumption) + (1.5 x plantar response) + (3 x headache) + (3 x history of
hypertension) - (5 x history of transient neurological deficit) - (2 x peripheral arterial disease)
- (1.5 x history of hyperrlipidemiaJ - (2.5 x atrial fibrillation on admission) was applied
prospectively to 100 consecutive acute stroke patients admitted to medical Unit I, Ward-5,
JPMC, Karachi. A score less than 1 predicted presence of infarction. A score greater than 1
was considered uncertain. Patients previously receiving anticoagulant therapy were excluded
from the study. CT scan was done in every case for definitive diagnosis.

The score was uncertain in 80 patients. In 20 patients it predicted presence of infarction. Out
of these, 19 patients were found to have infarction on CT and one patient was found to have
cerebral hemorrhage. Thus the scoring system had a sensitivity of32.8%, specificity of 97. 6%
and a positive predictive value of 95% (C]. ;;;;:73 -99%)for diagnosis of ischemic infarction. A
score of ~ 9 was found to be a cutoff point at which the Besson score diagnosed cerebrial
hemorrhage.

KEY WORDS: Diagnosis; stroke subtypes, hemorrhagic stroke; ischemic infarction.

INTRODUCTION
"Stroke" is the second most common cause of death after
ischemic heart disease' throughout the world! Of the two
third individuals who survive a stroke, at least half are
disabled.' Compared to western world, stroke in the
developing world is less well documented. However one
of the consensus statements from Asia-Pacific
conference predicts that "in the next 30 years, the burden
of stroke will grow most in the developing world rather
than the developed world".' Pakistan is also burdened
with this problem. Both primary prevention and effective
treatment of stroke are the needs of the hour.

The management of a patient with acute stroke is based
on the knowledge of stroke type-hemorrhagic or
.ischernlc.' The most accurate method of differentiating the
two stroke types is computed tornoqraphy,' Unfortunately,
CT scan facilities are both expensive and available in only

l
C:~;;;sj;;~d;~~~;··················
Dr. Saadat H. Zaidi, Medical Unit I, Ward 5,
Jinnah Postgraduate Medical Centre.Karachi,

large hospitals in Asia.' On the other hand, the traditional
unstructured clinical diagnosis of acute stroke has been
shown to be unreliable in distinguishing between
pathological subtypes of strok.'" Therefore to provide a
substitute for CT scan and to improve the clinician's ability
to accurately predict the stroke subtype at beside, stroke
scoring systems have been developed. These scoring
systems are based on clinical data. The three most
important ones are the Allen score developed in
england9, the Siriraj score developed in Thalland" and
the Besson score developed in France." The Besson
score is claimed by its developers to be the only score
that predicts infarction with a positive predictive value of
100%.11 These scoring systems have been found to be
superior to traditional clinical diagnosis in predicting
stroke subtypes.":"

PURPOSE OF STUDY
The purpose of our study was to validate the predictive
accuracyof Besson score and to determinewhether it can
replaceCT as a clinicalmeansof stroke subtypediagnosis.
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PATIENTS AND METHODS
One hundred adult patients meeting the WHO's criteria of
'acute stroke syndrome' admitted to Medical Unit I, ward-
S, Jinnah Postgraduate Medical Centre, Karachi were
included in this prospective study. Clinical data as laid
down in the score (Table I) was recorded prospectively
and CT scan head was done in every patient. Other
relevant investigations were also done in every patient.
Patients with TIA, subarachnoid hemorrhage, on
anticoagulant therapy and with non diagnostic CT (tumor
or hemorrhagic infarction) were excluded from the study.

ABLE·I THE CALCULATION OF THE BESSON SCORE

RESULTS
The number of patients with CT proved ischemic
infarction was 58 with 34 (58%) being male and 24 (42%)
being female. The number of patients with CT proven
hemorrhagic stroke was 42, with 17 (40%) being males
and 25 (60%) being females.

The number of patients correctly predicted by the Besson
score to have ischemic infarction was 19 (32%) with
ischemic infarction and 19% of all patients). The number
of patients falsely predicted by the Besson score to have
infarction was '1'. The number of patients predicted by
Besson score to have uncertain results was 80. The
sensitivity, specificity, and positive predictive values of the
Besson score for ischemic infarction were 32.8%,97.6%,
and 95% (95%CI = 73-99%).

Table-1 is about the prediction of ICH by the Besson score
is given in Table II. It gives a comparison between the two
groups, i.e. those with scores ~ 9 (71 patients) and those
with scores ~ 9 (9 patients) for absence of infarction and

presence of only ICH. On a "chi-square test" for
hamogeneity, the difference between two groups was
highly significant (P = 0.005). Thus score of ~9 on the
Besson scale can be used to predict ICH.

TABLE-II PREDICTION OF INTERACEREBRAL HAEMORRHAGE
The B~$son Patients with Patients witl! Intracerebral
stOre Infarction HaemOtThage

DISCUSSION
The Besson score is designed to specifically identify
patients with non hemorrhagic stroke. A clinical tool like
Besson score can be very helpful in reducing both the
morbidity and mortality of ischemic stroke if it is found to
be as reliable as CT scan in stroke subtype diagnosis in
non affording stroke patients in a developing country like
ours.

Unfortunately our study found that the Besson score did
not predict ischemic infarction with a positive predictive
value of 100% and it had a sensitivity of only 32.8% for
infarction. In the validation study of this score done on 200
patients by Besson and colleagues (1995), the positive
predictive value for infarction was 100% (95% C.1. 93-
100%). However in this study, the score correctly
predicted infarction in only 43% of patients with
infarction11. Two recent studies, one conducted by Weir
and Lees (1996) in UK on 991 stroke patients15 and the
other conducted by Madder and Mandel (1998) in USA on
61 patients16 showed that this score cannot reliably
exclude hemorrhage while diagnosing infarction and that
it has limited applicability in infarction population.
However all the studies including ours have found that
Besson score has better positive predictive value than
Siriraj and Allen scores in diagnosing infarction. It means
that Besson score is not affected due to its design by the
SUbstantial overlap between clinical presentation of
hemorrhage and infarction8,9,17. The cost of this
increased sensitivity to infarction is of low proportion in
stroke population to whom it is applicable15.
In their original study, Besson and colleagues (1995)
found no cut off value to define a positive predictive value
of close to 100% in the diagnosis of cerebral
hemorrhage11. In our study, at the score of '9' or above,
nine patients were found to have CT proven hemorrhage
and no patient was found to have an infarction. Thus a
score of '9' can be considered as a cut off value, at or
above which we can classify a patient as having
intracerebral hemorrhage. However, this finding needs to
be validated in further studies.
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Therefore since Besson score has a limited applicability in
infarction population and as it cannot diagnose infarction
with a positive predictive value of 100% it cannot be used
for therapeutic decision making in infarction patients. CT
remains essential for this purpose.
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HAEMOPERITONEUM BY TAENIA
INFESTATION

A CASE REPORT
NIZAM UD DIN DANWER

ABSTRACT:
Taenia infestation which usually produces mild symptoms like indigestion, diarrhoea,
constipation, vomiting, loss of appetite and anaemia may occasionally lead to intestinal
peTjorationand present as haemoperitoneum.

KEY WORDS: Intestinal Perforation; Taenia Infestation, Haemoperitoneum.

CASE REPORT
A 27 year old patient was operated as a case of
appendicitis at a peripheral hospital. He was re-admitted
there with fever, pain abdomen, gross anaemia and
jaundice and then transferred to CMH, Sialkot and
admitted as a case of infective hepatitis. On the next day
of admission, surgical opinion was sought and with
diagnosis of peritonitis urgent exploratory laparotomy
was planned. His serum bilirubin was 96.0 mmol and
serum urea 34.4 mmol.

Ultrasoundexamination revealed enlarged liver and large
fluid collection in the subhepatic region (16 x 12 ern)
extending from RIF and another collection (15 x 5.7 cm)
in the pelvis with thick walls.

At laparotomy peritoneal cavity was full of dark blood.
After peritoneal toilet all the viscerae were examined. On
separating fibrinous patch from the small intestine a one
cm wide circular perforation in the ileum at antemesentric
border, with bleeding edges and a head of tape worm
protruding through appeared. The wall of intestine all
along and around perforation was normal. There was no
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inflammation or change in colour of ileum. Mesenteric
lymph nodes were not palpable. After extracting the
tapeworm the intestine was repaired. His general
condition improved gradually. He was allowed fluids after
one week and passed stools on 9th post-operative day.
His serum bilirubin level decreased gradually. Post
operatively abdominal incisional wound required
resuturing due to infection. He was later discharged.

DISCUSSION
Taenia infestation usually produces mild GIT symptoms
like diarrhoea, constipation, vomiting, loss of appetite and
anaemia may occasionally lead to intestinal wall
perforation and present as haemoperitoneum. Intestinal
perforation and peritonitis has been reported in literature
as a rare cause. But the sole presentation of
haemoperitoneum with jaundice due to gradual bleeding
into peritoneal cavity and absorption of blood leading to
presentation of jaundice is a rarity.1
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OBTURATOR HERNIA

A CASE REPORT
KULSOOM JUNEJO, MOHBAT ALl, IRSHAD WAHEED.

ABSTRACT:
A 65 years old lady was admitted with distal bowel obstruction and pain in right lower
abdomen radiating to ipsilateral thigh and knee-Howship Romberg sign. A preoperative
suspicion of obturator hernia was made, confirmed per operatively. Although the diagnosis of
obturator hernia is difficult to establish but it should be suspected infrail old women with
small bowel obstruction and obturator neuralgia.

KEY WORDS: Obturator Hernia. Diagnosis

INTRODUCTION
Obturator hernia is an uncommon entity. It occurs most
often in elderly debilitated women hence the nick name"
Little old lady's hernia".' Hernia passes through the
obturator foramen, following the path of obturator nerve
and vessels. The diameter of obturator canal is larger in
females therefore it is five times more common in women
than men." The most frequent clinical sign of obturator
hernia is intestinal obstruction followed by Howship
Romberg sign. Its diagnosis is usually made at
laparotomy for small bowel obstruction.v

CASE REPORT
A 65 year old lady was admitted with a five days history of
pain in right lower abdomen radiating to ipsilateral thigh and
knee (Howship Romberg sign).vomiting and absolute
constipation for one day. Physical examination revealed
tenderness in right lower abdomen and exaggerated gut
sounds. rectal and per vaginal examinations were
unremarkable. Plain abdominal radiograph revealed
picture of small bowel obstruction with multiple air fluid
levels. A preoperative diagnosis of small bowel obstruction;
secondary to obturator hernia was suspected. Patient
underwent a midline laparotomy after resuscitation. Per
operative findings were right obturator hernia of Richter'S
type (confirmed pre-operative suspicion). Hernia was
reduced by gentle manipulation and traction on small
bowel. Herniated knuckle of ileum was non viable and

·C~;;;sp·~;d~~~~:·············.
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resection anastomosis performed. Hernia repair was done
with simple interrupted prolene sutures at the neck of the
sac. Patients recovery was smooth and uneventful and she
was discharged after 6 days.

DISCUSSION
Obturator hernia is a rare cause of mechanical Intestinal
obstruction that occurs predominantly in elderly
emaciated women. The obturator foramen is entirely
covered by a fibro-osseous membrane except at the
anterio-superior aspect - the site of obturator canal. It is
about 2-3 cm long and houses the obturator vessels and
nerve. The internal orifice is closed by parietal peritoneum
and pre peritoneal fat. Herniation begins with entrance of
preperitoneal fat and connective tissue into the pelvic
orifice of obturator canal, followed by a dimple in the
peritoneum over the internal opening. Finally the
symptoms are produced by entrance of an organ usually
ileum into the sac." Initially the hernia may reduce and
produce partial or complete obstruction. The herniated
sac may follow anterior or posterior divisions of obturator
nerve. More commonly the hernia lies between the
pectineus and obturator externus muscle's path of the
anterior division (as in our case). But in some cases it lies
between the superior and middle fasciculi of obturator
externus muscle's path of posterior division".

Patients usually present with partial or complete
mechanical small bowel obstruction. The presence of pain
in ipsilateral thigh and knee aggra,vated t1y abduction and
extension-"Howship Romberg sign", caused by
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compression of branches of the obsturator nerve by the
hernial sac, is present only in one third of the cases5.
Hernia is never externally visible and a palpable mass is
detected only occasionally. Thus the diagnosis of
obturator hernia is difficult to establish and can only be
made in 25-33% of cases= often the correct diagnosis is
stumbled upon as a result of surprising intra operative
finding. More recently however with the use of
ultrasonography, computed tomography and laparoscopy
the diagnostic yield has improved, paving way for decline
in morbidity and mortality related to delayed diagnosis9.
Computed tomography is the optimal technique for
detecting mass in obturator foramen1O.Therefore early
use of CT in appropriate clinical setting should improve
the proqnosis.":"

The often debilitated condition of these patients and
frequent delay in diagnosis, combines to produce
significant mortality and morbidity in 30% cases."
Therefore only operation is all that is needed; not a
preoperative diagnosis. These hernias typically can be
reduced by traction as adhesions are uncommon. Bowel
resection is necessitated in upto 80% cases."

There are several ways of repairing the hernial defect but
because of rarity of the problem no one has adequate
experience to advocate resoundingly any single approach.

We used simple interrupted prolene sutures at the neck of
the sac.Althoughthere are several techniquesfor repairing
the defect,14.15some prefer leaving it open and the
recurrencerate of uncloseddefects is not known (TableI).

It is concluded that the clinician should have a high index
of suspicion for obturator hernia in old debilitated women
.presenting with small bowel obstruction and obturator
. neuralgia especially with no past history of abdominal
surgery. Imaging techniques should be used only if
appropriate to help establish a diagnosis. Surgical
intervention is the only effective treatment and delays
should be avoided to decrease the morbidity and mortality
of these cases, which is thought to be very high as
compared to other abdominal hernias.
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