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EDITORIAL:

EARTHQUAKE IN PAKISTAN: THE WAY
FORWARD!

Many weeks have passed since the earthquake of 7.6 magnitude on Richter scale hit
northern areas of Pakistan and Azad Kashmir. Till date more than 73,000 deaths have
been confirmed with thousands sustaining injuries and millions rendered homeless. The
direction of relief work has also changed its path, from one of rescue and acute trauma
management to that of rehabilitation and care of aftermath of injuries and infectious
diseases epidemic. The health providers have experienced for the first time a natural
calamity for which they were not prepared. Although the dedication and devotion
towards humanity was highly commendable but the lack of co-ordination and un-
preparedness for dealing with such disaster is regrettable.

Many lessons are learned from this experience. Preparation of comprehensive natural
calamity management plan is the need of the hour. The most important aspect to be
remembered in this regard is our unique geo-social set up. First step in this direction
would be a gathering at national level, of all the health care providers, including
planners, NGOs, medical educationists, representatives of nursing and paramedical
staff, volunteers etc who have participated in the relief efforts, to prepare a draft, based
upon their experiences in the management of trauma victims. Many issues will be
revealed and this will help in defining effective strategy for the future. Any imported plan
in this regard would be a disaster.

We encourage those who have participated in rescue efforts, to write scientific papers
related to injuries they dealt with. Their suggestions in this regard would be of enormous
help to the planners. A change in curriculum incorporating management of trauma
victims on mass scale for medical, nursing and paramedical students should be made.
Workshops and hands-on training would be of an immense importance. A certificate of
successful attending of such workshops and re-certification at 2-3 years interval should
be stressed upon. With our coordinated approach we can reduce the mortality and
morbidity in the wake of natural disaster in future.

DR. JAMSHED AKHTAR
Associate Editor
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THE MANAGEMENT OF MYOPIC MACULAR HOLE
WITHOUT RETINAL DETACHMENT

ABDUL RASHEED KHOKHAR

ABSTRACT
Objective

To evaluate the anatomic and functional outcome of oiireoretinai surgery in
eyes with pathologic myopia and macular hole and to determine if surgery
improves visual acuity.

PATIENTS & METHODS

Tusetttu-four consecutive highly myopic eyes with full-thickness macular
hole without posterior retinal detachment, were treated by vitrectomy.
Posterior hyaloid dissection, removal of epiretinal and internal limiting
membranes (IIM) if thickened, instillation of platelet concentrate, and
flushing with 25% sulfur hexafluoride were performed.

Results
Patients' refractive error ranged between -8.0 and -17.5 diopters, and axial
length rangedform 27.1 to 31.4 mm Two epimacular membranes and 10
macular ILM were removed. Ten patients also underwent
phacoemulstficatioti and intraocular lens implantation at the same
procedure. Mean preoperative best-corrected visual acuity was 20/200.
Successful and anatomic macular hole closure occurred 6 months
postoperatively in 100% of eyes after one (21 eyes, 87.5%) or two surgeries
(3 eyes, 12.5%). Visual acuity improved three or more lines in 83.3% of
patients. Mean postoperative visual acuity was 20/70. No retinal
detachment was observed during the follow-up period, which ranged from
12 to 45 months.

Conclusion:
Our results suggest that vitreoretinal surgery may effectively manage
myopic macular holes, thus improving anatomic and visual outcomes. By
closing the hole, vitreoretinal surgery may decrease the risk of posterior
retinal detachment in highly myopic eyes.

KEY WORDS:- Myopia. Macular hole, Vitreonretinal suryery

INTRODUCTION
Severely myopic individuals are known to be at high risk
for the development of macular holes. The high incidence

Correspondence:
Abdul Rasheed Khokhar
Consultant Ophthalmologist
Karachi.

of myopic macular holes is probably the result of vitreous
changes that stimulate focal shrinkage of the prefoveolar
vitreous cortex'; staphyloma formation, which accentuates
the stretching of the posterior pole and causes thinning of
the retina and flattening of the macular area; and
chorioretinal atrophy at the posterior pole, produced by
relative chorioretinal ischemia.
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The Management Of Myopic Macular Hole Without Retinal Detachment

Patients with macular hole and pathologic myopia
(spherical equivalent of -8.0 diopters [D] or greater) have
a high risk of posterior retinal detachment (RD),2-edefined
as extending beyond the cuff of sub retinal fluid. The risk
increases in patients with posterior staphyloma, posterior
chorioretinal atrophy, and posterior vitreous detachment
(PVD).4.eSuch RD rarely develops in idiopathic macular
hole cases, most of which have mild to moderate
refractive errors. The aim of our study was twofold: to
determine if vitreoretinal surgery without laser retinopexy
could increase visual acuity (VA) in eyes with pathologic
myopia and macular hole and to determine the risk of RD
in these eyes that underwent surgery.

PATIENTS AND METHODS
Twenty-four patients were treated out of a series of 42
consecutive patients who presented with a myopic
macular hole between 1999 and 2004. Inclusion criteria
were myopia higher than - 8.0 D and the presence of a
full-thickness macular hole without RD. The 16 eyes that
were not included had one or more of the following
exclusion criteria: previous surgery for RD resulting from
peripheral breaks (6 cases), a history of trauma (4 cases),
lacquer cracks involving the macular area (4 cases), and
subfoveal neovascular membrane (5 cases). All patients
provided informed consent. Preoperative data recorded
from the patients included age, eye affected, sex, duration
of symptoms, refraction, axial length, and Snellen VA. All
24 eyes underwent indirect opthalmoscopy and indirect
slit-lamp examination, including biomicroscopy of the
vitreous and retina. The horizontal diameter of the hole
was measured over the digital image obtained by the
Topcon fundus camera and the Imagenet (Topcon
Corporation, Tokyo, Japan). Best-corrected VA was
measured before surgery and2.e,12.2\and 45 months
postoperatively with Snellen charts. The final VA was
considered to be that measured at 6 months
postoperatively. In addition, preoperative refraction and
axial lengths were measured, and B-mode echography
was performed using tridimensional echography (OTI,
Toronto, Canada). Posterior vitreous detachment was
defined as the presence of a Wesis ring. The presence of
a posterior staphyloma was determined by fundus
examination and B-mode echography.

Patients were fully informed of all relevant aspects of the
procedure. All patients were operated on by the same
surgeon. A three-port pars plana vitrectomy was
performed in all cases. All patients were phakic, and 10
patients presented with nuclear or subcapsular
characters. The cataracts were removed by
phacoemulsification followed by intraocular lens
implantation before pars plana vitrectomy. If the cortical
vitreous was adhered to the posterior pole, the posterior
hyaloid was separated form the retina using the

vitrectomy instrument or a silicone-tipped cannula under
active aspiration, beginning with dissection over the optic
disk or the temporal vascular arcade, and then removed.
If an epiretinal membrane was found, it was dissected
form the retina. Dissection of the internal limiting
membrane (lLM) was performed according to clinical and
intraoperative findings. If thickening and/or wrinkling of the
ILM was observed, it was dissected form the retina using
a hooked microblade to open a dissection plane between
the membrane and the retina, usually halfway between
the macular hole and the superior temporal arcade. A thin
spatula (Thomas Rice, Synergetics Inc., St. Charles, MN)
was used to lift the ILM from the retina, and diamond-
dusted forceps (Grieshaber, Schaffhausen, Swizerland)
orTano Forceps (Synergetics Inc.) were used to remove it
from the retina. A membranorhexis i.e., a circular and
continuous aperture of the ILM, was performed around
the macula, obtaining a 3- to 4-mm concentric area free
of ILM. After removing the macular ILM, the fluid was
exchanged by air, followed by instillation of 0.1 ml of
autologous platelet concentrate over the macular hole."
At the end of surgery, the globe was flushed with 25%
sulfur hexafluoride. Patients were instructed to maintain a
strict face-down position for 1week postoperatively.

RESULTS
The patients (18 women, 6men), who ranged in age from
25 to 66 years (mean, 40 years), were observed form 12
to 45 months postoperatively (mean follow-up period ,
25.5 months). The preoperative best-corrected VA levels
ranged from counting fingers to 20/60 (mean, 20/200).
Patient demographic data is listed in Table I.

Each patient had a symptomatic decrease of VA in the
affected eye with central scotoma or metamorphopsia of
less than 1 year duration. Opthalmoscopic examination at
the level of the macular area showed a full-thickness
macular hole with a ring of retinal edema. The horizontal
diameter of the hole ranged between 400 and 600 mm.

The mean axial length of the eyes was 28.75 mm (range,
27.1-31.4 mm). Five patients had a marked posterior
staphyloma that involved the macular and the optic disk.
Well-defined chorioretinal atrophy that involved the
macular area was found in two eyes. Three patients had
previously undergone treatment for peripheral retinal
breaks without RD with diode laser photocoagulation.

Ten patients also underwent cataract extraction
immediately before vitreorentinal surgery, at the same
procedure. A three-port pars plana vitrectomy was
performed in each patient, and in 12 a complete posterior
hyaloid attachment was observed and dissected. Two
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'Macular hole (MHJ closed after second surgery.

eyes had a definite epimacular membrane that was
removed. The ILM, which was thickened around the
macular hole, was dissected and removed in 10 patients.
All the patients had platelet concentrate placed in the
macular hole. In three patients, endophotocoagulation
was applied to peripheral lattice degeneration.

Macular hole closure was achieved month
postoperatively in 21 eyes (87.5%). Three eyes with a
persistent macular hole after the initial procedure
underwent another surgery with dissection of the ILM as
described previously, instillation of platelet concentrate in
the· macular hole, and retinal tamponade with 15%
perfluorocarbon.Macular hole closure was achieved in all
eyes that underwent a second surgery, increasing the rate
of anatomic success to 100% at the 6-month follow-up
examination.We did not observe reopening of the hole in
any patient.

PVD, posterior vitreous detachment; ILM, inner limiting
membrane; ERM, epiretinal membrane; VA, visual acuity;
RPE, retinal pigment epithelium; PE, phacoemulsification;
IOL, intraocular lens; CF,counting fingers.

Ten patients underwent surgery for postoperative
cataracts by phacoemulsification and intraocular lens
implantation without complications. Four months

postoperatively, one patient developed a peripheral RD
produced by a horseshoe tear in the superotemporal
quadrant, without macular involvement. The retina was
reattached using a 2.5-mm scleral buckle,
cryocoagulation to the tear, and anterior chamber
paracentesis with aspiration of 0.3 cc of aqueous humor,
and 0.5 cc of pure octofluoropropane was injected.

The VA improved a mean of three or more lines of Snellen
equivalent in 83.3% of eyes.The mean postoperative VA
was 20/70 (range, 20/30-20/400). Twelve months
postoperatively, follow-up information was available for all
24 cases.

DISCUSSION
After the follow-up period, no posterior RD resulting form
a macular hole has been observed in any study eye,
which implies an important decrease in the rate of RD
resulting form a macular hole in these patients with high
rnyopla.s" Morita et al4 found that the risk of RD in 209
eyes with a myopic macular hole increased to 97.6% of
cases if the myopia exceeded - 8.25 D.Other factors that
these authors found, to be directly related to RD in
macular holes, were the presence of a posterior
staphyloma and widespread posterior chorioretinal
atrophy. The percentage of RD decreased form 96% in
eyes with the posterior staphyloma to 8.2% in eyes
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without posterior staphyloma, and form 90.6% in eyes with
posterior choriorentinal atrophy to 0% in eyes without
myopic tigroid fundus or atrophy. Akiba et af found that
extensive RD developed in 95% of eyes with macular
holes and myopia exceeding -6 0 when a posterior
staphyloma was present and in only 7% of eyes if a
posterior staphyloma was not present. Extensive RD also
developed in 89% of eyes with complete PVD versus 31%
without PVD. This different rate of RD related to the status
of the posterior vitreous was not correlated in the study of
Morita et al.' who observed RD in 56% of eyes with a
myopic macular hole with a myopic with PVD versus
51.9% in eyes without PVD.

[
I

Considering that 70.8% of the eyes in our study had
posterior staphyloma, 75% of the eyes had posterior
choriorentinal atrophy, 50% of the eyes had PVD, and all
the eyes had 8 or more 0 of myopia, the risk factors for
developing a RD were high, but no RD was observed in
the postoperative period. By closing the hole, vitreoretinal
surgery may decrease the risk of posterior RD in highly
myopic eyes.

The treatment for RD resulting from a myopic macular
hole has been debated for decades. Before the
introduction of pars plana vitrectomy, the available
therapies were macular buckling and a method of
retinopexy, with cryocoaqulation," diathermy," or
photocoaqulation." Some of these techniques, however,
caused considerable complications, and the extensive
scarring in the macula produced subsequent visual loss.
Gas tamponade with or without pars plana vitrectomy is
effective in cases or RD resulting from a myopic macular
hole,":" but was less effective in cases with chorioretinal
atrophy, posterior staphyloma, or both." In those cases,
the addition of retinopexy was necessary to close the
hole, producing a permanent visual loss. However, even
after retinopexy, retinal redetachment frequently
occurs.t= Bonnet and Semiglia observed late recurrences
(between 7 and 78 months postoperatively) of
myopicmacular holes after successful surgery for RD
resulting from macular hole. Wolfensberger and
Gonvers," who recognized the high rate of retinal
redetachment if laser photocoagulation was not
performed around the macular hole in eyes with
chorioretinal atrophy or posterior staphyloma, used mild
laser photocoagulation and silicone oil to obtain macular
hole tamponade of longer duration. Those investigators
obtained a final successful retinal reattachment of 91%,
and they removed the silicone oil after a mean of 3 months
postoperatively.

We chose a group of patients with a myopic macular hole
without RD to investigate the effect of surgery on the VA
and the incidence of postoperative RD. Three of the 24
patients (12.5%) had a persistent macular hole and

underwent a second surgery. We believe that it is
important to close the macular hole in these eyes because
of the possible increase in risk of RD induced by the
surgery. The technique used in these eyes was different
than that used in the initial surgery; the ILM was dissected
and a gas tamponade of longer duration than in the initial
surgery was used, because we suspected that the
patients did not maintain a prone position of sufficiently
long duration postoperatively. Because we obtained
anatomic macular hole closure in the three eyes that
underwent a second surgery, and VA recovery was similar
to that in the patients who underwent only one surgery, we
now dissect the ILM in every eye that undergoes surgery
for a myopic macular hole.

Some authors have emphasized the importance of the
tangential traction of epirentinal membranes as a cofactor
in the pathogenesis of macular holes and subsequent
RD.16-18Stripe and Michels17 treated four highly myopic
eyes with recurrent RD resulting from macular hole and
found a thin layer of epiretinal tissue over the posterior
retina in each eye, correlating it with the recurrence of the
RD. Oshima et aP8observed a high incidence of epiretinal
membranes in myopic macular holes with RD (17.6%
preoperatively and 100% intraoperatively). We found only
two patients with an obvious epiretinal membrane exerting
traction over the macular hole. The presence of an
epiretinal membrane should alert surgeons to the
increased risk of RD in patients with a myopic macular
hole. However, it is difficult to know if the epertinal
membrane is a cofactor in the pathogenesis of RD in
these patients, or if the epiretinal membrane is secondary
to the posterior RD and produced by the migration of
rentinal pigmented epithelium cells to the vitreous cavity,
as an incipient proliferative vitreoretinopathy.

In 10 patients we removed a thickened ILM. The concept
of dissecting the ILM is relatively new, and some
epimacular tissues removed in previous reports could be
related to the thickened ILM. We identified the thickened
ILM by biomicroscopy and fundus contact lens, and during
vitrectomy by the wrinkling, glistening tissue around the
macular hole. The dissection of the ILM confirmed the
differences form epirentinal membrane: we obtained a
clear, reflective, transparent, elastic tissue that did not
have a clear border, and after dissection, the surface was
regular. We need to perform a membranorhexis, because
the tissue covered the whole posterior retina and was
thicker near the optic nerve.

The incidence of cataract in myopic patients is relatively
high.19When a posterior subcapsular cataract is present,
it is difficult to visualize the macular area and perform
delicate maneuvers such as dissection of the ILM. This
difficulty is increased by the ionger axial length of myopic
eyes. The incidence of postoperative cataract after
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vitreorential surgery using gas tamponade is almost
100% in 5 years of foliow-up.ZD-ZlThese were the main
reasons for performing combined phacoemulsification
and vitrectomy. After cataract removal, macular
visualization increases and facilitates posterior segment
surgery.

When a patient with myopia presentswith decreased Van,
central scotoma, and some degree of metamorphopsia,
the first diagnosis that we consider is submacular
neovascular membrane. However, in some cases, the
cause is macular hole that is difficult to visualize when
chorioretinal atrophy and macular staphyloma are
present; therefore, in the absence of a neovascular
membrane, a careful biomicroscopic examination is
mandatory, because if a macular hole is vitreoretinal
surgery, those patients may achieve increased vision. By
closing the macular hole, the risk of posterior RD seems
todecrease, compared to historical controls." Further
investigations in a randomized trial and a longer follow-up
than in the current study are needed to determine if
vitreorential surgery is indicated to treat every case of
myopic macular hole.
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TWO STAGE MANAGEMENT OF PATIENTS WITH
HIRSCHSPRUNG'S DISEASE

KIFAYAT KHAN

ABSTRACT
Objective To find the outcome oj Duhamel procedure in patients with Hirschspnmg's

disease.

Design of Study: Interventional study.

Place and Duration of Study
At the Department oj Paediatric Surgery PGMI / Lady Reading Hospital,
Peshawar, from January 2003 to December 2004.

Patients and Methods
Tuieniu patients with Hirschsprung's disease managed over a period oj2 years
were included. Diagnosis was established by barium enema and open rectal
biopsy. Colostomy was dismantled in all patients and brought down as a pull
through gut in a modified Duhamel procedure using a linear cutter (TLC-75).No
colostomy cover was provided and the rectum was drained with a big size (30
Fr) flatus tube along with nasogastric suction jor 2-3 days. Any complication
encountered during the hospital stay was recorded. After discharge patients
were joUowed up in the outpatient department and they were clinically
assessed jor constipation, diarrhoea, jaecal continence etc.

Results: There were 15 male and 05 jemale patients. Age rangedjorm 12 months to 05
years. AUpatients had sigmoid colostomy after confirmation with conventional
rectal biopsy. There was no mortality in this study. Wound injection occurred in
05 patients. Persistent pyrexia and prolonged hospital stay jor more than 10
days was seen in 02 patients. One patient developed incisional hernia while
perineal excoriation developed in two patients. Recurrent diarrhoea and
perineal soiling jound in 02 and 01 patients respectively. AU patients are
thriving weUwith no case presenting with enterocolitis uptii now. There was not
a single patient with anal stenosis needing anal dilatation.

Conclusion: Tuio-staqe correction oj Hirschsprung's disease is a saje procedure in aU age
groups. It is economical with social advantages to the parents, as the stage oj
colostomy closure is avoided with elimination oj the possible complications
associated with stoma and its closure. Utilizationojthe stoma to become part oj
the pull through gut gives an additional advantage oj avoiding the need jor
frozen section biopsy, a jacility which is lacking in our set up. From these
preliminary data we conclude and suggest that modified Duhamel procedure
Without covering colostomy is a saje procedure with minimal complications and
good results.

KEY WORDS:- Modified Duhamel procedure, Hirschsprung's disease.

Correspondence:
Dr. Kifayat Khan
Department of Paediatric Surgery
PGMI I Lady Reading Hospital,
Peshawar.

INTRODUCTION
The conventional way of treating patients with
Hirschsprung's disease by Swenson, Duhamel and Soave
pull-through procedure is well established and widely
practiced throughout the world', Various modifications
have been adopted in the conventional procedures, which
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are gaining popularity with acceptable results in the recent
years", Primary pull through procedures, transanal pull
through, modified Soave and modified Duhamel
procedures have been described by different authors,
using minimal invasive tecnntoues=-. Despite the use of
proper techniques, new modifications and minimal
invasive pull through procedures, persistent constipation,
faecal retention and enterocolitis still remain the major
problems after the definitive treatment for Hirschsprung's
disease4.5.6. The conventional procedures for
Hirschsprung's disease are carried out in stages but with
the possible potential risks at any stage. To avoid the risk
of colostomy closure, which is a separate and final stage
in the treatment of Hirschsprung's disease, it was felt to
develop the technique of two-stage Duhamel procedure
instead. of three-stage procedure and to analyze the
Outcomeof this procedure in our setup.

PATIENTS AND METHODS
Twenty patients with Hirschsprung's disease were studied
over a period of two years. There were managed in two
stages, first colostomy and then pull through (Modified
Duhamel) without covering stoma. Patients with
Hirschsprung's disease and defunctioning colostomy
were admitted to paediatric surgery ward through the out
patients department. Distal colon washout with kleen
enema was started 24 hours before surgery along with
intravenous antibiotics.

Under general anesthesia, with patients in the lithotomy
position, anorectal canal was examined; manual
examination of the rectum was performed along with
dilatation of the anal canal. Anal canal was washed with
saline and cleaned with pyodine solution. Urinary bladder
,wasdrained with a urethral catheter and nasogastric tube
was passed routinely in all patients. Intravenousfluids and
blood was administered to all patients during the
procedure.Abdomen was opened through a lower oblique
incision starting from the colostomy site up to the pubic
symphysis. Colostomy or ileostomy was dismantled along
with resection of the distal aganglionic gut sparing the
rectum.

Gu~mobilizationwas performed in the usual manner to an
adequate length that could be brought down to the anus
behind the rectum without tension. The mobilized gut was
pulled down through a transverse slit in the anal canal and
the end stitched with the lips of the slit. Side to side
anastomosis of the rectum and the pulled through colon
was done with the use of a linear cutter (TLC-75). The
upper end of the rectum was closed manually with silk 3/0
sutures.A big size flatus tube (30 Fr)was passed through
the new anorectal canal into the colon and abdomen was
closed in the usual manner.

Post-operatively the patients were put on IN fluids and

ceftriaxone, gentamycin and metronidazole for 3-5 days.
After complete recovery patients were discharged home
5-7 days after operation. Any complications observed
during the hospital stay were recorded and after
discharge, parents were advised to bring the child to OPD
for follow up.

RESULTS
Twenty patients with Hirschsprung's disease were treated
with modified Duhamel procedure. There were 15 male
and 05 female patients.Age ranged from 12 months to 05
years. Rectum (short segment) was involved in 02(10%)
patients, 17(85%)patients had recto-segmoid and 01(5%)
patient was with long segment Hirschsprung's disease.

There was no operative or post-operative mortality.
Prolonged hospital stay for more than 10 days was found
in 2(10%) patients due to persistent fever and wound
infection. Five (25%) patients developed infection of the
laparotomy wound. Perineal excoriation and recurrent
diarrhoea found in 2 (10%) patients while perineal soiling
and incisional hernia were observed in 01(5%) each
respectively. Chronic constipation, anal stenosis,
abdominal distension or enterocolitis did not occur in any
patient of this series (table I).

DISCUSSION
Classically pull-through procedures were performed' in
stages but recently many centers have started performing
pull-through procedures in one-stace=. Various
modifications in the original procedure have been
described in the literature to reduce the number of
operations and also to eliminate the risk of complications
related to colostomy and colostomy closure'>.

We have been performing pull-through procedures in
stages in the conventional way to treat patients with
Hirschsprung's disease. Several centers have reported
the initial results of one-stage pull-through procedure's
with minimum complications in places where the facility of
frozen section biopsy is available4,5,6,7. In setups like ours
where this facility is not available, one stage pull-through
cannot be performed. However the management can be
planned in such a way to reduce the number of
operations. Our policy is to construct a defunctioning
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colostomy Just above the transition lono as a first stago
after confirmation with barium enema and rectal biopsy.
Deaplte the various Innovations In the management of
congenital anomalies, complications of colostomy and Its
closuro romaln high. Mortality and morbidity of colostomy
closure alone varies from 0-1% and 50-55% respectively.
Eliminating the ataga of colostomy closura In tha
management of Hlrschsprung's dlsaasa would daflnltely
dacrease tha risks, which are associated with the closure
of colostom~·".

No mortality has been obsorved In this study which Is In
comparison with tho world literature or even better than
thatH,H!,1@. Ca80 soloctlon, fltno88 for surgory and
anesthesia, les8 operating time and control over Infection
In tho parloperatlve porlod may be the factors Improving
tho outcomo of pull-through procedure. Postoporatlve
core AIIO hAI An Impact on the outcomo of this procedure
with Ipeclol omphAlls on the fluid and olectrolyto
bAIAnco, corroction of AnomiA And docompre88ion of the
bowol with "AsogAstric suction And flAtua tubo.

Althou~h wound intoction WASA common ob§orvAtit}n in
this study (25%) but it i§ compArAblo with th@ wound
intoctlon In pAti@nt§ with colo§tomy cloayr@lU9;U,R@Bson
for high rAt@of wound Intoction WAa duo tt} tho fAet thAt
eolo§tomy ait@ WAa utilil@d in tho lApArotomy wound
I@Adingto contAminAtion of tho wound And h@ne@A high
rAt@ of intoction WA§ oba@rvod, Mild wt}und inf@etion
f@§pond@d to dAily dr@§§in~ And §titch@§ r@movAI but
thr@@pAti@nta d@volop@dIArg@Abac@§§@§in tho wound
with foul IIm@lIing pUll And n@@d@dop@fling of tho akin
wound with drAinAg@of tho pus:

W~und il1tocti~11il1 §imiiAf WOYl1d§lik@c~I~§tomy @1~§Yf@
hA§ ~@@11f@p~ft@dt~ ~@high (1IN~O%) il1 §~m@§tbldi@§
~Yt ffi@A§Yffi§ hAW ~@@11tAkol1 t~ f@t::lyC@tM fAt@ ~f
il1f@cti~11~y Y§il1g Pffi~p@fAtiw AppfopfiAt@ Al1ti~iotlc§ Afld
ffi@chAl1iCAIpF@PAFAtitJfl~f th@ ~~w@pU§Hj:W@ Ad~pt@tI ~:
§iffiilAf t@cMi€fY@§Al1d ffi@A§Yffi§ to d@Cf@A§@th@ fAt@~f
§Yp@HiciAI AM d@@j:Jil1f@cti~l1: fh~ygh th@ FAt@ ~f
§Yj:J@HiciAIiflf@cti~11(§kil1 W~Yfld) i§ high Hyt R€I d@@j:J;
§@At@dj:JY§c€lll@ctitmWA§€lH§@fWd iR thi§ §tYdy: fM twtl
pAtitmt§ wM hAd p@f§i§t@Rtf@V@fARd pf€lltll1g@d htl§j:Jital
§tAYW@ffipftlHAHly dY@t€l §Yj:J@Hi€iAIWtlYRd il1ffi€ti€lR that
g€}t ~@tt@fwith dfAil1Ag@€}f tM pY§: OR@€}f th@ j:JAtl@Rt§
(9%) with W€lYRd iRffi€ti€lR IAt@f€lR d@wl€lp@d iR€i§itlAal
MfAiA aA iA€id@R€@,Whi€h i§ §till high A§ €€lffij:Jaffid ttl th@
f€lfj€lft@d iA€id@Ac@tlf ~:8% iR th@ Iit@fatYf€lHl,1l;it;l8:fh@
high iR€id@R€@€If iR€i§i€lRal h@fRia iA thi§ §tYdy Fflay fJe
dY@t€l th@high fat@ tlf WtlYRd iRffi€ti€lR iR th@§@fjati@Rt§:
fh@§@€~ffifjli€ati€lA§ W@F@tlfJ§@FV@€liA tM iRitial fj@fltl€l tlf
tM §tbl€ly aM WfY §o€lA it Wa§ ffilt ttl bl§@th@€lfaiA iA the
lafjaffitoffiYWOYR€l with dFaFflati€ d@€ffia§@iR th@ Fah3€If
WOblRdiRfficti€lR:

Procedure specltlc complication were raroly S99n with
modified Duhamel technique. Recurrent diarrhoea with
perineal excoriation occurred In 2(10%) patlCJnts. It WI119
troublesome for some tlmo, but later on Improvl]ld With the
treatment of diarrhoea and local treatment of thCJporineal
region. PerlMal excoriation Is associated with diarrhoea
leading to frequent contamination and thus inflammation
of the perlMal skin. Although It Is not related purely to the
adopted technique of this procedurt} but litlll ramalns a
source of morbidity in theae patlents4i9,lOil!)if9.PorlMsl
soiling waa seen in one patient (5%) but prolonged follow
up Is needed to accurately assesa the significance of thiu
troublesome feature. Soiling appeared to be a significant
feature In thla aeries. The rate of perineal soiling Is less
than, what Is mentloMd In the IIteratutC1l!l,21,~ but the true
rAte and Impact of solllnQ will bo bottor known with longer
follow up.

Our study is a small serie; of patients with good early
r@sults and no post=gporativo conatlpation Of entofocolltif!l.
These obaofvatlona are encouraging It pr080nt, but It i8
too @arly to definit@ly comm@nt on tM Mf{dy ftfId 8ff1cAcy
of th@pfOc@dur@.fo eneYre BEifeAnd good outCOfl1@,cloB@
§ufv@illAM@ Aftd It}ftg=h~fm follow ie m~odod, HgWewr
frgm the gOeervatil;)n 1;)1 early t@bultB it ie (jonelu\:il!!(f mat
modlfl@d DYhAmol prgt2@t1ut@witMut QI;)V@fII1Qstoma it: a
BElte pfoeedblfe with lfIinlmai IJompligatign§ and gOM
re§ult§: Ih@f@for~ we f@ggmmefteJthElt two=efi1Q@mOdified
Dyham@i pull=throblgh gan b~ p@fform~t1 with Ogntltil:lHcEl
Ifl pIAC@§Wh@f@the tagility gf frOzen flbll1tion OIOPI\lYIs not
AvailAbl@,

AililUUiNCil
1: MiyaflO I, Yamatake A, lJfatl M; @t Ell. MOdified

~gaW !3YlI4hFgUfjfl ftjf Hifs~Il§f;JfYflg'§ Oi§eas@,
IAtFagp@fativ@ intefflal §phinsh3f9fgmy: J Pedletr
§Yf~, i!Jj~~;M~ 1a~~;1 jjJott

~:

blY De; FlOt'JfigbJ@loJ, Hili eQi bos WA. TraA§enal
FflUB{)§@ctgFflYifl th@ tF@atFfl@fltsf Hlf§~h§pfbJnft§
Oi§@a§@::J Pediatf §Yfg ~gggj aa: 29a;Et

t]alYWe gO, ViJR@aeA, ViJAeHa Aj Ak@1 bJj f3Ufl ~
IAt@fAaI aAal §j:Jhlfi~tef aehalaslat QbJt€tJffie aftef
iRt@fRal§pl1iMtef Fflyeet~FflY::J !3@diatF§YFfj, ~gg1l
~8i ltj~;ft:
p@t@fIiAI Fbi MatiA§ Jb MtJaifieH tfaA§aflal
f@et{)§i~FflEli€leetElffiYfgF Hlfsel1spfblflg'§ gl§@a§e:
t]liAI€al aM FflaAsffietfle fesults In the Ihltlal 2t)
€a§@§::J F'e~latf Sblfg ~Of}ai~8iiMO~§g:

Ha€li€ll A, fi:aRsaAal €!RafJFeetal Puli4htougA for
HiF§eh§pfUflf}i§ fjl§ea§e: ~J(fjeflehCe with 68
F'atieAts: J F3etliatf sutg ~ggal alt 1~31~40.
NaFia b9i ~llla[jetil MO, HiA~§Deff}em A Total
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MANAGEMENT OF PREGNANCY WITH OVARIAN
TUMOUR

GHUFRANA UMER MEMON, JAHAN ARAAINUDDIN

ABSTRACT
Objective To study the maternal andfetal outcome of pregnancies complicated by ovarian

tumours.

Design Descriptive study

Place and Duration of Study
Gynaecology & Obstetrics Unit I, Dow University of Health Sciences and Civil
Hospital Karachi, from January 2003 to December 2004.

Patients and Methods
All patients who attended the antenatal clinic and Emergency Department of
Civil Hospital Karachi, Gynaeco/ogy & Obstetrics Unit I, from January 2003 to
December 2004, were included in the study, if pregnancy was complicated by
a coexistent ovarian tumour of > 5cm. Fetal outcome after conservative or
surgical management was noted

Results: Thirty Six patients were enrolled in the study. Twenty-seven had surgical
interventions and nine were managed conservatively. All patients with
conservative management were asymptomatic. Obstetric outcome revealed only
one preterm. delivery after conservative management but surgical intervention
resulted in five abortions, three pretertti and 19 term deliveries. Fetal outcome
revealed comparable results in both the groups. There was only one preterm
fetus in conservative group while surgically managed group produced three
pretetm fetuses. No still birth was noted in either group, however intra-uterine
growth retardation (IUGR)found in three of the surgically managed group and
one of conservative group.

Conclusion: Surgical intervention is a reasonable approach to deal with cases of ovarian
tumours with pregnancy, but conservative management also has comparable
obstetric outcome if safe selection criteriafor mothers is defined

KEY WORDS:- Ovarian tumors, Pregnancy, Surgical management.

INTRODUCTION
Ovarian tumours can arise from any of resident cell of
ovary and shows a variable biological behavior. This may
remain localized to ovarian tissues or metastasize to
different parts of the body. Pregnancy is a physiological
state of child bearing, that becomes a matter of
pathological concern, if its gets complicated by an ovarian

Correspondence:
Dr. Ghufarana Umer Memon
Gynaecology & Obstetrics Unit I
Dow University of Health Sciences & Civil Hospital
Karachi.

tumour. Therefore ovarian tumor with pregnancy not only
endangers fetus but also has a potential to produce harm
because of surgery and malignant change. It thus
becomes a therapeutic challenge for the medical team to
evaluate the necessity of immediate intervention for
maternal indications versus delaying therapy for fetal
indications'. Expectant treatment many be preferred
because of concern of fetal loss or preterm delivery after
operation, while elective surgery may be recommended
because of fear of malignancy, adnexal torsion, cysts
rupture or hemorrhage which can cause both maternal
and fetal rnorbldlty. Risks / complications like
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hemorrhage, torsion and suppuration must be clearly
outweighed against risk of abortion if expectant versus
surgical treatment is considered.

Initially the standard treatment for patients with pregnancy
complicated with ovarian cysts was expectant until
second trimester, followed by removal of an ovarian
tumour that persists. This logical approach not only allows
for resolution of most functional cysts but also skips the
period during which pregnancy survival is dependent
upon corpus Iuteurn=. With current ultrasound practice,
an approximately one percent detection rate of ovarian
tumour is noted in pregnancy. Of all ovarian tumours
noted in pregnancy, 50 percent are less than 5cm in
diameter, whereas 25 percent are between 5 and 10cm,
and the 25 percent are greater than 10 cm at the time of
discovery=", In addition, 95% of these tumours are
unllateral", 'Based upon criteria, described by Bromley and
Benacerraf, ultrasonography can detect a possible
diagnosis of adnexal mass with fair specficity,"

Discovery of an ovarian tumour during pregnancy
produces anxiety in patients and obstetrician alike. Some
recommend surgical intervention for any mass that
persists beyond 16 weeks of gestational age, others
support expectant management during pregnancy.
Surgical interventions are being favoured specially if done
by laparoscopic approach whereas expectant treatment is
being considered for asymptomatic adnexal mass, not
suspected to be malignant. In setups where laparoscopy
is not advanced enough to be used for therapeutic
purposes and neonatal support in not very good,
expectant treatment seems to be a better option. Obstetric
outcome of these cases is an indirect measure of
effectiveness of this management protocol.

PATIENTS & METHODS
This descriptive study was conducted at Civil Hospital
Karachi over a period of two yeas from January 2003 till
December 2004. During these two years 8820 pregnant
ladies visited antenatal clinic and emergency ward of
Gynaecology & Obstertics Unit I, Civil Hospital Karachi.
The inclusion criteria was any women admitted through
emergency or out patient department having an
ultrasonogrpahically confirmed intrauterine pregnancy
with an ovarian mass of more than 5cm, at any gestational
age.

The exclusion criteria were pregnant patients will
unilateral, simple cysts of <5cm disappearing before
sixteen weeks of gestation. Women fulfilling the inclusion
criteria were admitted according to the mode of
presentation. Parameters noted included gestational age,
past obstetric history, symptoms, signs and result of

investigations including ultrasonographic characteristics
of ovarian mass. Management either surgical or
conservative was planned according to clinical situation.
Maternal morbidity was assessed by duration of hospital
stay, number of readmissions, nature of surgery, post
operative complications and maternal health after delivery
or abortion. Fetal outcome was assessed by birth weight
Apgar score, gestational age at delivery and mode of
delivery. The data were put in SPSS 10 programme.

RESULTS
Thirty six pregnant ladies were having a coexistent
ovarian tumour over a period of 2 years. Of these thirty-six
patients six (16.6%) were diagnosed in first, 20 (55.6%) in
second and remaining 10 (27.77%) in third trimester of
pregnancy. Only six of all these patients were received in
emergency with acute abdomen. Two were diagnosed at
the time of caesarean section and rest 28 were detected
as an incidental findings on obstetric ultrasonography.
Surgical intervention in antenatal period was planned for
27 of these patients and nine were managed
conservatively. Of these 27 surgical interventions, six
were done as an emergency procedure and remaining 21
as elective surgeries. The demographic features in two
groups are shown in table I.
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The study showed two main indications for surgical
exploration during antenatal period, torsion and
suspected malignancy. Of all surgical interventions the
most commonly performed procedure was
oophorectromy with LSCS. There were only minor post
operative complications (Table II).

In the surgically managed group of patients there were 3
preterm deliveries at 22,32 & 34 weeks respectively, 19
were term deliveries. Five of surgically managed patients
experienced abortion, at 12-14 weeks of gestation. In all
of these cases the preceding event was an emergency
laparotomy in first trimester of pregnancy for suspected
torsion. This is in comparison with conservatively
managed group of patients where none had abortion but
only one preterm delivery at 36 weeks of gestational age.

Mode of delivery was found to be vaginal in 18 of all
surgically managed group, while 9 were delivered
abdominally but for routine obstetric indications. However
conservative management endorsed abdominal delivery
in three (33.3%) and vaginal delivery in six (66.7%). Fetal
outcome revealed comparable results in both the groups.
No stillbirth noted in either group.

DISCUSSION
Ovarian tumours complicate pregnancy with an average
estimated incidence of 1 in 1000 deliveries. In Civil
Hospital Karachi Gynaecology & Obstetrics Unit 1, a total
of 3820 deliveries were recorded during study period. Out
of these, 36 deliveries were found to be complicated by
ovarian tumour, with an incidence of 9.42 per 1000
deliveries. The incidence is higher than reported in other
studies. Most of the patients in our study were diagnosed
in 2nd trimester of pregnancy (57.6%) followed by 30.7%
in third and 11.5% in first trimester of pregnancy. In
majority of cases, coexistence of an ovarian tumour
during pregnancy remained unrecognized until on
obstetric ultrasonography or an abdominal delivery
revealed it as an incidental finding. Basts A and
colleagues demonstrated 25% of all pregnant ladies with
an ovarian tumour to be symptomatic". The traditional
and historic teaching in obstetrics has been that any
adnexal mass of more than 5 cm in diameter, diagnosed
during pregnancy, should be removed as early as
possible irrespective of the gestational age13, later on
trends changed to wait for second trimester for doing
elective surgery of an ovarian mass that persisted beyond
sixteen weeks of gestational age14 but now, current
approach is to manage these cases expectantly
especially when mass is not suspected of malignancy. If
at all surgery is to be done, it should be considered
through laparoscopic approach, provided all contra
indications for this procedure have been ruled out". Two
large studies=" found no increase in the risk of congenital
malformations and stillbirths among women operated
upon during pregnancy, however a few studies reported
an increased risk of spontaneous miscarriage among
women subjected to general anaesthesia and
gynecological surgery in first and second trimester of
pregnancy.

In all studies the incidence of prematurity and intrauterine
growth retardation were reported to be higher in the
surgical group. In our study conservative management led
to a good outcome except for one preterm delivery. This
observation seems to be well in correspondence with that
of Zanottik, who is an advocate of conservative
management in properly selected pregnant patients with
an ovarian tumour. In on study, surgical management led
to three preterm deliveries and five abortions. In all of
preterm deliveries and abortions, preceding surgery was
done either for torsion of an ovarian cyst or for suspected
malignancy. Therefore emergency surgery for acute
gynecological indications especially in first trimester of
pregnancy is an independent risk factor for occurrence of
spontaneous miscarriage. In first trimester of pregnancy,
survival is dependent upon an intact corpus luteum,
removal of which may end this pregnancy in spontaneous
abortlon", Therefore Whitecar and colleagues suggested
that elective surgery for ovarian tumours during
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pregnancy should not be attempted in first
trimester,especially before seven weeks of preqnancy".

Conservative management of ovarian tumours during
pregnancy is still controversial. The concerns regarding
this approach resulted from the fear of malignancy that
occurred with an average estimated incidence of 3-5%20.
At the same time an expectantly managed ovarian tumour
during pregnancy may undergo torsion or rupture,
resulting in adverse obstetric outcome. Another hazard
being the risk of abdominal delivery for an impacted
ovarian tumour that hindered descent of fetal head in
labour">. The routine policy of pursuing expectant
management, for only those who have cyst size of less
than 8 cm, is the most probable explanation for non-
occurrence of complications like obstructed labour.On the
balance, each of the conservative and surgical
management has its advantages and disadvantages.
Therefore, once the diagnosis is made, its further
evaluation and management will always depend upon
,gestational age, mode of presentation, ultrasonographic
characteristics of ovarian mass, parity and wishes of
patient about her future fertility.

CONCLUSION
!The conventional method of laparotomy for any ovarian
mass that persists beyond sixteen weeks of gestation, is
a reasonable approach while dealing with pregnancies
complicated with ovarian tumour. Conservative
management can be offered provided the ovarian mass is
neither symptomatic nor suspected of malignancy when
examined by an expert ultrasonologist.
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PRESENTATION, MANAGEMENT AND OUTCOME OF
MASTALGIA

ASMA MUHAMMAD HANIF, SHAHID RASOOL, MUHAMMAD TARIQ ABDULLAH,

ASADULLAH KHAN

ABSTRACT
Objective To.find out the causes of mastalgia in females of various age groups, its

management and outcome.

Design Descriptive study.

Place and Duration
The study was carried out in the breast clinic of Surgical Unii-I, Ward-3 of
Jinnah Postgraduate Medical Centre, Karachi. FromJanuary 2001 to December
2001.

Patients and Methods
The study included 100 consecutive patients diagnosed as a case of mastalgia
on the basis of history and clinical examination.

Results: Out of 100 patients, 56 presented with cyclical mastalgia, 28 non-cyclical
mastalgia, 13 associated with.fibroadenoma and 3 had carcinoma.

Conclusion:. Cyclical mastalgia is commonest in pre-menopausal women whereas non-
cyclical mastalgia is common in post-menopausal women. Reassurance and
good analgesia can cure more than 50% of patients presenting with mastalgia.
Almost aUpatients of cyclical mastalgia were cured by evening primrose oil.
Some of the cases may have other associated lesions which must be excluded
carefullu.

KEY WORDS:- Mastalgia, Breast, Cyclical,Evening primrose oil.

INTRODUCTION
Benign lesions of the breast are common, however, they
have always been neglected in comparison to cancer
although they account for as much as 90% of the clinical
problems related to breast. 1 Most women experience
some form of breast pain during their life time", Breast
pain is a common cause of anxiety among women and
frequently leads to consultation at primary care clinic.
Mild, premenstrual breast discomfort lasting for 1 to 4
days can be considered "normal". However, moderate-to-
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severe breast pain lasting over 5 days can interfere with
usual actlvities"

The breast pain is generally classified as either cyclical
(associated with menstrual periods) or non-cyclical. Non-
cyclical pain may come from breast or may be referred
from elsewhere such as nearby muscles or joints and may
be felt in the breast. Pain can range from minor discomfort
to severe incapacitation in some cases. Many women with
mastalgia worry more about the consequences of cancer
than about the pain itselt,'

Careful evaluation to rule out breast cancer and
reassurance to the patients are enough to make the pain
resolve in most of the cases. In a few patients, however,
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mastalgia is severe enough to deserve further evaluation
and treatment.3 We carried out a study in the breast clinic
to find out the causes of mastalgia in females of various
age groups, its management and outcome.

PATIENTS AND METHODS
This descriptive study was conducted in Breast Clinic
Ward-3, Surgical Unit-I of Jinnah Postgraduate Medical
Centre Karachi. It included 100 patients who were
diagnosed as a case of mastalgia on the basis of history
and clinical examination. Mastalgia was defined as 'breast
pain of sufficient severity for a woman to seek medical
advice.

This study included female patients of 14 years to 70
years, irrespective of parity, marital, lactational and
menstrual status. Patients presenting with discrete lump,
nipple discharge or breast abscess were excluded from
the study. Complete history and physical examination was
carried out. Investigations included blood complete
picture, ultrasound breast and mammography in patients
older than 40 years. All the patients of mastalgia after
ruling out other pathologies like carcinoma, were given a
pain chart to record the relationship of pain with menstrual
cycle. Patients of noncyclical mastalgia were reassured
and given simple analgesics where as those with cyclical
mastalgia were prescribed evening primrose oil.
Response to treatment was assessed on the same pain
chart provided to the patient. These patients were
followed for six months. Those who relapsed were advised
another three month treatment of evening primrose oil.
Non responders were given injection of local anesthetic
(lignocaine 1%) at trigger point. Parameters noted were
age, menstrual status, severity and pattern of mastalgia,
response to treatment and outcome.

RESULTS
This observational study involved 100 female patients.
The age range of patients was 15 - 65 years with the
mean of 31 and median of 30 years. Seventy seven cases
were married and 23 unmarried. Eighty nine (89%)
patients were pre-menopausal and 11 (11%) were post-
menopausal. Thirty five (35%) of patients presented with
left breast pain, while 25 (25%) patients with pain in right
breast and 40 (40%) with pain in both breasts. Fifty-six
(56%) patients presented with cyclical mastalgia, twenty

, eight (28%) with non-cyclical mastalgia and 13 (13%) with
cyclical mastalgia plus fibroadenoma in breast about
which they were unaware and detected by ultrasound.
Three post-menopausal patients (3%) presented with
occult carcinoma breast.

Cyclical mastalgia (n=56) were managed initially with
analgesics and reassurance. Seventeen cases had
improvement in 'their symptoms. Those who did not

improved (n=39) were given evening primrose oil, 500
milligram twice daily for three months and all patients
responded. They were followed up for another three
months. Relapse occurred in 13 patients and they were
prescribed evening primrose oil for another three months.
None of them needed further treatment. Cyclical
mastalgia with fibroadenoma (n=13) underwent excision
and managed with reassurance and analgesics.

Non-cyclical mastalgia (n=28) were treated with
reassurance and analgesics. Symptoms improved in 25
patients while three patients who did not improve were
treated with local anesthetic at the trigger point. Three
patients had carcinoma breast also, were staged and
managed accordingly.

DISCUSSION
Mastalgia, defined as breast pain, is a common, often
distressing complaint among women. It is the most
common breast related complaint in primary care clinics,
with a prevalence in working women of approximately
60%.5 An underlying fear of breast cancer is what prompts
these patients to seek health care. This study was
therefore, done to observe the causes of mastalgia, their
relative frequencies, management and outcome.

A comprehensive history and thorough clinical breast
examination are essential for evaluation. Once significant
breast disease is ruled out, the majority of these patients
respond to simple reassurance and analgesia' and that
was also observed in our study.

On the basis of etiology, clinical presentation and
management, two clinical distinct entities of mastalgia
have been observed and reported throughout the
literature; cyclical and non-cyclical mastalgia. This is also
reflected in this study, in which patients with both cyclical
and non-cyclical mastalgia were seen. It was observed
that the majority of our patients were premenopausal
(89%) and presented with cyclical mastalgia (69%). This is
similar to what is reported (61%) by Shaukat A.6 Most of
the patients were quite young and in their reproductive
age group (mean age 31 years).

Noncyclic mastalgia may be constant or intermittent but is
not associated with the menstrual cycle and often occurs
after menopause. Extra mammary pain arises from the
chest wall or other sources and is interpreted as having a
cause within the breast', We had 28 patients with non
cyclic mastalgia with mean age 43 years. Siddiqui K
observed non cyclical mastalgia in 24%6 while Shaukat A
in 38%.6

We had 3 patients with non-cyclical mastalgia who were
diagnosed as carcinoma breast, although breast pain
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alone is a rare symptom of breast cancer and less than
0.5% of patients with breast cancer have pain as the
presenting symptom." According to literature, explanation
and reassurance to women with mastalgia after ruling out
carcinoma should be the first line of treatment'? which is
verified by our study where 55% were managed with
reassurance and analgesia. Drug prescription is indicated
only in patients refractory to this form of management.'

Patients with cyclical mastalgia should be treated initially
with evening primrose oil, after reassurance and
analgesics, followed by danazol for patients refractory to
treatment. Evening primrose oil is a natural product rather
than a drug and is perceived as such and is thus more
acceptable to the general public. It is rich in poly-
unsaturated omega-6 essential fatty acids. It is thought to
restore the abnormal essential fatty acid profile in the
breast. Oil of evening primrose is considered useful for
patients who require long-term therapy and is usually
prescribed as a capsule in a dose of 500mg twice daily."
Bromocriptine is a third choice with similar activity to that
of evening primrose oil but with a significant incidence of
side effects. The response rate tends to be lower for
second and third line of treatment."

In this study out of 100 patients, 55 were managed
successfully with reassurance and analgesics; this is in
accordance with the literature and recommendations. In
39 patients evening primrose oil was given for a period of
3 months. The success rate of evening primrose oil was
almost 100% and none of our patients needed 2nd and
3rd line of management. This is similar to the observations
of Shaukat A6. Response to treatment is however
relatively short lived, usually of the order of 6 months. It is
therefore our policy to treat for 3 months and then to see
whether relapse occurs on cessation of therapy. Any
relapse is an indication for restarting treatment, perhaps
at a lower dose than originally used or for a change of
therapy if the initial response has been poor.

In non-cyclical mastalgia only 3 patients received local
anesthetic at the trigger spot, the rest responded well with
reassurance and analgesics. Khan HN has shown
success rate of 100% with injection of local anesthetics
with steroid in the management of non cyclical
rnastalqla.v

Surgery for mastalgia should only be considered in a
minority of patients. Patients should be informed of
possible complications inherent of reconstructive surgery
and warned that in 50% cases their pain will not improve".
Newer treatments include lisuride maleate and topical
non-steroidal anti-inflammatory preparations. '5.'6
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NEONATAL SEPSIS IN NICU: BACTERIAL ISOLATES
AND THEIR SENSITIVITY PATTERN

REHANA AKHTAR, *ASLAM HAIDER, *M. RAFIE RAZA.

ABSTRACT
Objective To assess the prevailing pathogens and their sensitivity pattern to antibiotics in

our Neonatal Intensive Care Unit ( NICV).

Patients and Methods
This was a descriptive study carried outfrom 1st July 2004 to 30th June 2005,
at National Institute of Child Health, Karachi: All the neonates admitted mto
NICU with strong suspicion of neonatal sepsis were included in the study.

Results
A total of 687 cases with suspected sepsis were admitted and blood was sent
for culture and sensitivity. Out of 687 cases, 319 (46.43%) were positive on
blood culture. Frequent offenders were gram negative organisms 295 (92.48%).
Out of 295 gram -ve blood culture, Enterobacter was the most common
pathogen (52.88%, n=I56), followed by Klebsiella (22.37%, n=66),
Pseudomonas (21.0%, n=62), E.coli (2.0%, n=B), Ciirobacaier (1.35%, n=4) and
Serratia. (0.33%, tt=L], Among grams +ve orgWlisms (7.52% n=24) Staph aureus
was the main causative orqanism (n=17)followed by Streptococcuspneumoniae
(n=4) and streptococcusspp (n=3).

Conclusion: Multi-drug restsmnt gram -ve orqanisms are emerging as significWlt pathogens
among cases of neonatal sepsis in our NICU.

KEY WORDS:- Neonatal sepsis, Culture and sensitivity, Bacterial isolates.

INTRODUCTION
Neonatal sepsis is a clinical syndrome characterized by
symptoms and signs caused by micro organism and their
toxic products in the circulation during the first month of
Iife1• A significant mortality occurs during the neonatal
period due to sepsis. Neonatal infections are estimated to
cause 1.6 million (40%) of all neonatal deaths occurring in
developing countries". There is variation among

...•.•••..•.......................
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causative micro organisms with geographical area and
time. These pathogens may vary at different times within
the same place as well. 3

Advances in antimicrobial therapy have not been proven
successful in decreasing the mortality and morbidity
among neonates all over the world. Neonates have weak
immune system which make them vulnerable to infection.
There are other risk factors involved in neonates as well
as in the mothers.' Grams negative organisms still remain
the major cause of neonatal sepsis in most of the
developing countries". A review has shown that out of
positive blood cultures, 60% gram negative bacilli were
isolated in developing countries".
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In Pakistan research has shown that babies born at large
public sector hospitals develop colonization by gram
negative organisms within 72 hours of birth? Multiple
drug resistance is another issue which has reached to
alarming levels in nurseries in developing countries. Many
authors have shown that absence of standard infection
control practices is causing hospital acquired neonatal
infections in developing countries",

The objective of this study was to assess the prevailing
pathogens and their sensitivity to antibiotics in Neonatal
Intensive Care Unit of National Institute of Child Health
(NICH), Karachi.

PATIENTS & METHODS
It was a descriptive study conducted over a period of 12
months from 1st July 2004 to 30th June 2005. For the
purpose of study, diagnosis of sepsis was made on
clinical grounds and if blood culture proved positive for
bacterial growth. All neonates admitted to NICU with
symptoms and signs of sepsis were selected. A detailed
history and examination were done. Blood was drawn for
culture. Complete blood count and radiological
investigations were carried out as required. Blood cultures
were done at N.I.C.H. Laboratory. For blood culture 2-4 ml
of blood was collected in blood culture bottle containing
tryptic soya broth. Blood culture bottles were incubated at
37 C for 7 days and were examined for bacterial growth.
Subcultures were taken at 1, 3, 5 and 7 day of incubation
on blood agar and Mac Conkey's and Chocolate agar.
The isolates were identified by standard biochemical
tests. Antibiotic resistance pattern of isolates was studied
by modified Kirby Bauer disc diffusion technique method.

RESULTS
A total of 687 blood cultures were obtained and sent to
microbiology laboratory. Positive blood culture were 319,
with the culture positivity rate of 46.43%. Out of 319
positive cultures, gram negative were predominant
(92.48%). Enterobacter was major pathogen (52.88%)
isolated. Enterobacters were highly resistant to the
routinely used antibiotics (table I). However Enterobacter
showed high sensitivity to imipenum (92.90%). The
second most common organism among gram negative
was Klebsiella Spp followed by Pseudomonas
aeuroginosa and E. coli. Majority of organisms were highly
resistant to amoxycillin, co-amoxiclav, ceftazidime,
cefotaxime and ceftriaxone. They were highly sensitive to
imipenum.

Gram positive organisms constituted about 7.52% of all
positive cultures. Staph aureus was the main offender
followed by Streptococcus pneuomoniae and
Streptococcus Species. Resistance of Staph aureus to
amoxycillin was 52.92%, co-amoxiclav 29.41 %,
ceftazidime 100%, cefixime 77.77%, cefotaxime 52.94%,
ceftriaxone 53.33%. Sensitivity to imipenum was 92.30%
(Table II).

DISCUSSION
In spite of advances in antimicrobial therapy, neonatal
sepsis remains serious problem for neonates', Some
reports from Pakistan and abroad show the incidence of
neonatal sepsis between 36% to 55%9. In our study the
culture proven cases were 46.43%. Other studies have
also observed similar culture positive rates", Among
gram-negative organisms Enterobacter Spp was the most

TABLE-I CULTURE AND SENSITIVITY PATTERN OF GRAM NEGATIVE ORGANISMS
N=295 (92.48%)
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TABLE-II SENSITIVITY PATTERN OF GRAM POSITIVE ORAGANISMS
N=24 (7.52%)

con
of a study where they found Enterobacter

as the most common isolate in the period between 1992-
1998.11 They also experienced an outbreak of
Enterobacter in 1997. Bhutta et al also experienced that
Enterobater was a growing problem in neonatal sepsis".
A ten years surveillance study found Enterobacter as a
major pathogen (76%). Data based study showed the
same results", Our study have observed high resistance
against common antimicrobials. Only impenum showed
high sensitivity (92. 90%). This observation is in
accordance with other studies". During the last decade,
there have been many reports of outbreak caused by
Enterobacter in neonates specially by multi drug resistant
strains's. Enterobacter bacteremia are observed mostly
in neonates and elderly individuals reflecting the
increased prevalence of severe underlying diseases at
these age extremes .The choice of appropriate antibiotic
is complicated by the fact that the majority of bacteria in
this genus are either resistant to these agents or can
develop resistance during antimicrobial therapy. The
fourth generation are relatively stable to the action of beta
lactamases carbapenems are the only reliable drug for
the treatment of severe Enterobacter infection.
Enterobacter is ubiquitous organism and the infection
may be acquired even in outside hospital environrnent",

. The second common pathogen observed in our study was
Klebsiella Spp. (22.37%). Several studies have observed
this organism as most common pathoqen", Our study is
in accordance with other studies where they found
Klebsiella Spp as second common isolates. '7 Klebsiella
Spp. in present study showed high resistance against
commonly used antibiotics. These isolates showed high
sensitivity against imipenum (99%). The third common
isolates in this study was Pseudomonas aeruginosa
(21%).Pseudomonas aeuroginosa has been found to be
third common isolate" but first common isolate by other
authors18. In this study Pseudomonas aeuroginosa have
shown high resistance to penicillin and third generation
cephlosporins. It showed less sensitivity to imipenum

(84.44%) unlike other gram negative organisms where the
sensitivity was 92-100%.

E-coli was the fourth common isolate among gram
negative organisms in our study. It showed high
resistance towards penicillin and third generation
cephalosporins but showed 100% sensitivity to imipenum.
E-coli found to be commonest in some studies" and
showed high resistance to the above drugs especially
cefotaxime, where 100% resistance's is reported. Only
imipenum was found to be 100% sensitive. Citrobacter
showed the same pattern.

Among the gram positive pathogens, staph aureus was
the major bacterial agent of neonatal sepsis. This
organism also showed a very high resistance towards
antibiotics. This organism also showed high sensitivity to
imipenum. Many studies from Pakistan and abroad have
observed this organism as most common pathogen. '7
Staph aureus has been responsible for outbreak as
reported by numerous studies. The main source of
infection was hands of health care providers. Second
common gram positive organism was Streptococcus
pneumonae. The resistance to penicillin and
cephalosporin were comparatively low than Staph aureus
and gram negative organisms but sensitivity to
imipenum was almost half as compared to grams
negative and straph aureus.

In the light of our results we conclude that antibiotic
resistance in neonatal sepsis is emerging as the most
serious problem. In developing countries, the emphasis is
mainly on treatment by antibiotic than preventable
measures. In 1997, there was an outbreak of
Enterobacter disease. After cleaning, improved nursing
care and hygiene reinforcement, Enterobacter was not
isolated in next 2 years. Many studies in the past have
suggested effective strategies to prevent nosocomial
neonatal sepsis, which include monitoring and
surveillance of infection rates, distribution of pathogen,
nursery design and staffing, staff accountability for
incidence of nosocomial infection, programme to check
hand washing compliance, cautious insertion and
handling of central venous catheters, minimizing central
venous catheter duration and prudent use of microbial
anti agents. Educational programmes for infection control
and feedback to NICU personnel improve compliance.
These guidelines if implemented can help to reduce the
risk of nosocomial sepsis and improve outcome.
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RISK FACTORS FOR TUBAL ECTOPIC PREGNANCY
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ABSTRACT
Objective To determine the risk factors for tubal ectopicpregnancy.

Design: A case control study.

Place and Duration of Study:
This study was conducted at the Gynaecology and Obstetrics Unit III. Civil
Hospital KarachiJrom 1t January. 2003 to 31st May. 2005.

Patients and Methods:
All the patients diagnosed as a case of ectopic pregnancy during the twenty
nine months period were included in our study. While the control group
constituted pregnant women selected at randomfrom the antenatal clinics and
throughperson to person communication.All the relevant data was recordedon
a questionnaire and thefinal results were analyzed..

Results: The incidence of ectopicpregnancy was found to be 1:90. when compared with
normal deliveries. Age group of 25- S35 yr in 44% and parity betweenl-3 in the
50% of the cases was noted. On anaiusis strong and independent risk factors
for the ectopic pregnancy were post partwn infections (OR-11,42, p-O.OOl),
confirmed pelvic inflammatory disease (OR-11.11.p-0.00l). surgical evacuation
(OR-6.78. p-0.009). tuberculosis (OR-4.17. p-0.041) and previous tubal
pregnancy (OR-4.17,p-0.041).

Conclusion: The problem of pelvic infection. surgical evacuation and previous tubal
pregnancy were the mainfactors of ectopicpregnancy in our study

KEY WORDS:- Pregnancy,Ectopic,Thba1, Risk Factors

INTRODUCTION
The incidence of ectoplc pregnancy is lncreasinq'
throughout the world especially during the 1970's and
early 1980's when it doubled or tripled in even the most
industrialized countries, reaching to an annual incidence
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rate of between 100 and 175 per 100 000 women aged
15-44.2,3 The reported incidence of this disease varies
from 0.67 in developed countries' to 1:130 in Pakistan', In
the developed world, though there is an increase in the
incidence of this condition, the mortality from it has been
on the decline.' This is not so for the developing countries,
where it is an important cause of maternal death. It should
be noted that the ectopic pregnancy has a risk of death
ten times greater than that of a normal child birth and fifty
times greater than that of a legal abortion"

The reported etiological factors for the ectopiC pregnancy
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include pelvic inflammatory disease (PID), post abortal
sepsis, postpartum sepsis, previous ectopic pregnancy,
reversal of previous tubal ligation, previous cesarean
section, tubal spasm, congenital defects of the fallopian
tube, psychological and emotional factors.' The purpose
of this study was to determine the risk factors for ectopic
pregnancy in Pakistani women and to suggest
prophylactic measures to reduce the risk for ectopic
pregnancy.

PATIENTS AND METHODS:
During the past two years and five months period, starting
from the 1st January, 2003 till 31st May, 2005, all the
cases of tubal ectopic pregnancy, fifty in all, reported to
the Gynecological and Obstetrical Unit III , Civil Hospital
Karachi, were included in this study. Their case records
were carefully maintained and analysis of the associated
risk factors was done using a standard questionnaire. The
cases were compared with a control group of equal
number of pregnant women who were selected at random
from the antenatal clinics and through person to person
communication.

The women in the control group were interviewed by
trained research interviewers and the details were
recorded in the same standard questionnaire. The
information regarding age, gravida, time since last birth,
number of sexual partners, type and duration of
contraceptive method used, obstetrical history, history of
pelvic inflammatory disease, endometriosis, previous
ectopic pregnancy, tuberculosis, appendicitis, abdomino-
pelvic surgery and smoking was recorded. Significant risk
factors were analyzed using an Odds ratio and p values.

RESULTS
Total number of deliveries during the 29 months period
was 4507. Total number of ectopic pregnancy reported
during the 29 months period was 50. The incidence of
tubal ectopic pregnancy was: 1:90. In our study the
maximum numbers of cases were reported from the 25-30
years age group, (44% in ail), and the gravida 1-3 were
found to have more ectopic pregnancies, up to 50% of all
the cases. Table I shows number and percentage of risk
factors among both cases and control groups. Statistical
analysis showed significance to postpartum infection,
confirmed PID, surgical evacuation, tuberculosis and
previous tubal pregnancy as a risk factor for ectopic
pregnancy.

DISCUSSION
The ectopic pregnancy is due to implantation of the
fertilized ovum in an abnormal site, commonest being
fallopian tube, due to delayed passage of the ovum until it
is at the stage for implantation and chooses the nearest

site for it. The risk factors by which it occur are many.'°The
importance of infectious factors in ectopic pregnancy is
well documented" In Sweden, declining rates of
chlamydial infection, attributed to preventive policies, have
been accompanied by a fall in the risk of ectopic
pregnancy". The age at first intercourse and number of
sexual partners" are the variables suggestive of higher
probability of sexually transmitted diseases and are not
risk factors per se." Abdominopelvic surgery for example
appendicectomy, caesarean section, tubal reconstruction
and conservative procedures for previous tubal ectopic
pregnancy increase the risk of tubal ectopic pregnancy'S.
Salpangitis isthimica nodosa affects the tubal epithelium's.
In our study there were 36% cases of probable PID and
only 20% of confirmed PID, however confirmed PID was
found statistically significant, p=0.001, OR=11.11. Post
partum infection was equally significant. TuberculosiS and
previous tubal pregnancy had the same p value of 0.041
and OR=4.17.

Tubal pregnancy rate increases steeply after the age of 30
years and especially after 35 years". The relationship
between risk of ectopic pregnancy and an advanced
maternal age remains unclear. It is unlikely to involve an
increase in chromosomal abnormalities in the
trophoblastic tissue's. Age related changes in tubal
function may delay ovum transport and result in tubal
implantation. However, this hypothesis remains to be
tested", In our study maximum cases i.e. 44% were of
less than 30years of age.

Spontaneous abortions may have a causal effect,
possibly mediated by infection'. However there may also
be common risk factors for ectopic pregnancy and
spontaneous abortions such as chromosomal
abnormallties", hormonal factors" or immunological
factors", The adjusted risk of ectopic pregnancy is
particularly high in women with three or more previous
spontaneous abortions". The study by Tharaux suggested
the connection between surgical induced abortions and
ectopic as a consequence of uterine injuries or infection24.
The association with medical abortion may be accounted
for by the absence of systemic biotic anti prophylaxis in
this group of women, while such prophylaxis is given in
cases of surgical abortlon". In our study surgical
evacuation irrespective of type of abortion is significant by
p=0.009 and OR=6.78. It is likely that a history of infertility
per se (independent of infertility drug use) is associated
with ectopic pregnancy risk=, which is also supported in
our study. Moreover ectopic pregnancy is known to be a
risk factor for subsequent infertility, ovulation induction
and I.V.F23.

Insertion of LU.C.D. during a month following previous
pregnancy, duration of the use of LU.C.D. and pelvic pain
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.•• Shows significantly greater proportions of case than control at p < 0.05.
.. # Probable PIO, association of fever, abdominal pain, and vaginal discharge.

€ PIO confirmed on laparotomy.
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increases the risk of ectopic preqnancy". If a woman with
I.U.C.D. conceives, she has a higher chance of ectopic
gestation. Under these circumstances, the ratio of ectopic
to intrauterine pregnancy is increased by seven times
compared with the ectopic in the absence of a devlce=, In
our study of the IUCD and hormonal contraceptive
methods were not found significant.

Ectopic pregnancy occurs as a result of contraceptive
failure, if the woman was using contraceptive method or
as a result of reproductive failure in other cases", The
decrease in the rates of ectopic pregnancy as a
contraceptive failure is explained by decrease use of
I.U.C.D in older women and subsequent contraception are
preferentially prescribed for multiparous women, this
leads to an increased proportion of pill contraception in
the population of fertile womsn=. The pregnancies
occurring in women taking progestrogen-only oral
contraceptive are 4-6% ectopic. This may be due to
progesterone's smooth muscle relaxation action and the
subsequent ovum trapping",

A strong association between tobacco use and ectopic
pregnancy has been demonstrated by several studies.
This probably a causal relation and tobacco use may play
a role at various stages in reproduction, ovulation,
fertilization, viability, and implantation. Smoking cessation

reduces the risk of ectopic pregnancy to a level
intermediate between that of current smokers and that of
women who have never smoked." There was no women
with the history of smoking in case and control group of
our study.
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FREQUENCY OF CARCINOMA IN SPECIMENS OF
CLINICALLY BENIGN ENLARGED PROSTATE
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ABSTRACT
Objective· To determine the frequency of carcinoma prostate on histology. in specimens

obtainedfrom patients with clinically benign enlarged prostate.

Design: Descriptive study.

Place and Duration of Study:
This study was carried out in Khyber TeachingHospital (KTH)Surgical ward D
and Lady Reading Hospital (LRH) surgical ward A. Peshawar from January
2004 to December2004.

Patients and Methods:
A total of 107 patients who presented to Surgical OPDwith bladder outjlow
obstruction and fulfilled the inclusion and exclusion criteria of the study were
included in the study. After an informed consent history. clinically examination
and related investigations were carried out. All the patients underwent
transvesical prostatectomy (1VP) and their prostate specimens were subjected
to histopathology.

Results: Total number of patients was 107. Most of the patients (58.88%) with benign
prostatic hypertrophy (BPH)were in age range of 56 - 60 years. The common
presenting complaints were prostatism (57.94%) and acute retention (34.58%).
All patients underwent trans vesical prostatectomy (1VP). On histopathology
3.74% turned out as adenocarinoma prostate while 96.26% biopsies showed
BPH. The mean age of presentation with carcinoma (Ca)prostate was 65 years.

Conclusion: In this study the frequency of Ca prostate in specimens of clinically benign
enlarged gland was 3.74%. Therefore. all specimens must be submitted for
histopathology after prostatectomy.

KEY WORDS:- Prostate cancer; Benign prostatic hyperplasia. Prostatespecimens.

INTRODUCTION
. Frequent pathologies associated with prostate are
prostatitis, BPH and prostatic carcinoma'. One potential
but unwarranted concern for the patients with prostatic
~~~~r?I.~~~~.~~.~~~.P'~~~~~!~!~.?fprostatic cancer. Benign
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prostatic hyperplasia does not appear to cause or predict
the presence of prostatic cancer", Carcinoma is the 2nd
most leading cause of cancer death after lung cancer in
merr. In European Union 13% of malignancies diagnosed
in men comprise of prostatic cancer and 8.6% of all
deaths are due to this disease'. The incidence of Ca
prostate is highest in Sweden and lowest in Singapore5•
The 70% of prostate cancer arises in the peripheral zone,
5% in the central zone, while 25% arises in the transitional
zones.
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Prostatic carcinoma should be suspected in patients with
short duration of symptoms Le. lasting from 15 days to
one month", The presenting features are urinary retention,
prostatism, haematuria, burning micturition, pain
hypogastrium, backache and weakness of lower limbs'.
Approximately 35% patients had bones or lymph nodes
metastasis with 40% having extracapsular extension.
Extension of tumor beyond the gland decreases survival
rate substantially".

The PSA assay, digital rectal examination (ORE) and
trans rectal ultrasound (TRUS) provide tools for detecting
prostate cancer at a very early stage, when it is still
confined to the organ and thus curable", The accuracy of
ORE in detecting prostatic cancer is 20-40% and of TRUS
is 37 - 76%10. The diagnosis is confirmed by needle
biopsy of suspicious area of prostate or by histological
examination of surgically removed prostatic tissue". For
incidentally diagnosed malignancies of prostate a regular
follow up is required", The life expectancy of a patient with
an incidental finding of focal carcinoma of the prostate is
that of the normal populanon",

The purpose of this study was to determine the frequency
of carcinoma prostate on histology in specimens obtained
from patients with clinically BPH.

PATIENTS AND METHODS
This was a descriptive study of 107 patients who
underwent prostatectomy from 1st January 2004 in KTH
surgical "0" ward and LRH surgical "A" ward Peshawar.
The sample technique was non-probable
purposive. Prostatism was defined as symptom complex
resulting from compression or obstruction of urethra, and
graded according to the IPSS chart. The detail of IPSS
chart is depicted in table I.

The patients admitted through surgical OPO with
symptoms of prostatism, convincingly enlarged but benign
looking prostate and post voiding urine volume above 100
ml were included in this study. While patient having stony
hard prostate on ORE, bladder growth, urethral stricture
and post voiding urine less than 100 ml were excluded
from this study. After taking an informed consent,
demographic detail, history of presenting complaints
according to IPSS chart, general physical examination
and systemic examination of patient was taken. Findings
of ORE regarding size, surface and consistency of
prostate gland were recorded.

Laboratory investigations like complete blood count, urine
routine examination, serum creatinine, ultrasound
abdomen and pelvis with full urinary bladder and post void
scan were also done routinely in all patients. ECG
andx-ray chest were done for anesthesia purpose. New

ootecuon ..........•G:rcin~~a···.~rostat~····li·······

estimation of PSA and transrectal ultrasonography were
not done due to technical and financial limitations. All
patients underwent urethrocystoscopic examination
before surgical intervention. TVP was done and all the
resected specimens were sent for histological analysis.

The data collecting from the specially designed proforma
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for these patients were labeled in SPSS (Scientific
Package for Social Science) version'°. After labeling of
data into SPSS 10 version, descriptive statistics like
mean, mode, median, standard deviation and
percentages were calculated accordingly.

RESULTS
In our study total no of patients were 107. Most of patients
were 1n age range of 50 to 75 years. Majority of patients
(58.88%) were between 56 to 60 years. Most of patients
(57.94%) presented with symptoms of prostatism (table
11).54.20% patients presented with 50 -1 00 grams weight
of prostate on ultrasound. On histopathology, 3.74%
· turned out as adenocarcinoma of prostate while biopsy
·report of rest (96.26%) of the patients showed benign
prostatic hyperplasia. The mean age of Ca prostate in our
study was 65 years.

. I;)ISCUSSION
Prostate is a common malady in the geriatric age group.
BPH and carcinoma of prostate are increasingly frequent

. with advancing age and uncommon before the age of 40
years. Carcinoma prostate is not uncommon cancer in

probably due to increased life expectancy in
!IOln,Orl\! population and better diagnostic method.13.14Mean
age of presentation with prostatic cancer in our study was
65 years. Rasool M et al; reported similar mean age of
presentation i.e. 65 years2• Muhammad AZ et al; reported
mean age of presentation with CA prostate was 63.7
years1S. Iqbal SA and Sial K, reported that mean age of

, .~~~ presentation with prostate cancer was 69.5 years with
f ~. ..majority of patients between the age of 64-81 years13.

The presenting symptoms mention also conformed to the
international literature2,11,12,10.Zahid et al reported
percentage of symptoms i.e. prostatism (50%), retention
9f urine (40%), outflow dribbling (5%) and other
symptoms 3.5%.17 Ultrasound confirmed weight of
prostate in 54.20% of patient as 50-100 grams. Rasool M
reported 50-100 grams of prostate weight in 50% of
patients. Richard G R reported same weight of prostate in
patients presented with BPH symptoms",

In management TVP was done in all patients. All resected
specimens were analyzed histopathologically revealing
3.74% .incidence of prostatic adenocarcinoma in cases of
clinically benign prostatic hyperplasia. Hayakawa et al;
reported incidence of 3.2% of prostate cancer in 463
patients underwent TURP,using patient age, PSA level,
prostate volume, PSA density and resected prostatic
·tissue volume as parameters."

Tanakay et al reported incidence of 4.4% carcinoma
prostate (stage A) in specimens of prostate in 3294
patients20• The 3.74% figure of our study does not
correspond to that of Iqbal SA, and Sial K, who reported

the incidence of 8% prostate cancer in study conducted
on 44 patients but they did not mention any selection
criteria and patient presumed to be suffering from BPH
were subjected to prostatectomies".

Khan RA et al showed incidence of 23%. The difference
may be due to small size sample and patients with
abnormal DRE and suspicion of malignancy on
ultrasound were also included in the study 21.Kamal F et
al reported 15.56% of carcinoma in prostatic biopsies in
series of 906 cases. Size of this study was 10 times
greater than our study and no exclusion criteria was
mentioned which are the reasons for difference of
results=, Rasool M et al demonstrated 19% incidence of
prostatic adenocarcinoma (grade I, II) in cases of clinically
benign prostatic hyperplasia which is quite high from our
study. This difference may be due to number of cases &
IPSS, PSA level and post voiding urine volume was not
taken into account'.

Mai KT et al quoted incidence of 8% in TURP specimen
for BPH. taking PSA level into consideration which is the
reason for difference of resuit=. It has been reported that
95% carcinoma prostate are adenocarclnoma=, This is
almost similar with our study in which all these cases that
is 100% were reported adenocarcinoma on
histopathology. Patients who were pre operatively
diagnosed as BPH and later confirmed on histopathology
as malignancy were treated conservatively. For incidental
carcinoma, which was reported in 3.74% cases of this
study, regular follow up was done, as the life expectancy
in these patients is that of normal populatlon-",

CONCLUSION
Mean age of carcinoma prostate patients was found to be
65 years. The presenting complaints in majority of
patients were bladder outflow obstruction similar to
prostatism. Incidence of prostatic carcinoma was 3.74% in
this study. Clinically BPH does not rule out
histopathalogical prostatic carcinoma, therefore,
histopathological analysis of specimens after prostatiC
surgery should always be done.
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ABSTRACT
Objective To determine the frequency and associated risk factors in patients with

abdominal wound dehiscence.

Design: A descriptive study

Place and Duration of Study:
Surgical Unu-I, Chandka Medical CoUegeTeaching Hospital, Larkana, between
May 2002 toApro 2005.

Patients and Methods:
This study included patients with various etiologies of emergency and elective
midline laparotomies. Thepatients operated with other inCisionswere excluded.
The data obtained was analyzed for each patient and postoperative
complications were documented.

Results: Out of total 300 patients, 16 developed wound dehiscence giving an overall
frequency of5.33%. Age rangedjrom 10-82 years with mean age of33.5. Male
tofemale ratio was 1:0.58. Thefrequency was greater in males thanfemales
with ratio 3: 1. Mcgorityof the patients had gut perforation with peritonitis. Out
of twenty one patients with hypoalbwninemia, 09 develops wound dehiscence.
Emergency surgery showed a higher frequency of wound dehiscence 7%
(14/200) compared to elective surgery 2% (2/100). Wound infection was a major
factor to wound failure. Old age was also associated with greater frequency.
The mortality rate of abdominal wound dehiscence was 25%, due to septicemia
and multiple organfailure.

Conclusion: Abdominal wound dehiscence still continues to be a major postoperative
complication, with a high morbidity and mortality, and has significant impact on
health care cost. The significant risk factors in this study were primary disease
presented with peritonitis, emergency surgery, old age, male gender; wound
injection and technique of closure. Less significant factors were jaundice,
uremia, diabetes, and type of suture material used.

KEY WORDS:- Wound dehiscence, Burst abdomen, Laparotomy, Riskfactors.
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INTRODUCTION
Abdominal wound dehiscence is defined as postoperative
separation of abdominal musculo-aponeurotic layers,
which is recognized within days and requires some form
of intervention during the same period of bospltalization'.
It is a major catastrophe, which can complicate any
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abdominal surgery and may occur without warninq", The
dehiscence can be complete or partial. The diagnosis may
be obvious, if evisceration is present. Discharge of
serosanguinous fluid from the incision precedes
dehiscence in 23-84% of cases'. The average
postoperative day of dehiscence in large reviews is about
7, but may range from 2 to 21 days', Wound dehiscence is
regarded as a major postoperative complication as it
leads to increased morbidity and mortality by increasing
the hospital stay, increasing the cost of treatment and
exposing the patient to a second operations. The over all
morbidity and mortality figures are reported to be around
30% and 16% respectively", The approach to non-healed
wounds is an interdisciplinary challenge that should not
be underestimated. Better understanding of complex
cascade helps our approach to wound healing and its
possible failure8• This study was carried out to determine
the frequency and risk factors for abdominal wound
dehiscence in a tertiary care hospital.

PATIENTS AND METHODS
This study was carried out at Surgical Unit I, Chandka
Medical College Hospital, Larkana, between May 2002 to
April 2005. A total of 300 patients, admitted in our unit,
who under went elective or emergency laparotomy,
between above mentioned period were included. A
specially designed proforma was filled for each patient.
Assessment was done by detailed history and clinical
examination including use of steroids, irradiation, other
chronic illnesses and any malignancy. Nutritional status
was also assessed. The investigations carried out were
complete blood picture and ESR, serum electrolytes,
blood sugar, urea and creatinine, liver function test (LFT)
and serum albumin. X-ray chest, abdomen and ultrasound
abdomen were also performed. The category of surgery,
whether emergency or elective, was assessed. The
patients in critical condition were initially resuscitated. The
operative findings were recorded including type of
incision, method of closure and type of suture material
used.

The postoperative course of wound was monitored
including redness, oedema, and nature of discharge if
any. Other postoperative complications were also
documented. The wound dehiscence was categorized into
two groups i.e. partial and complete. Patients with wound
failure in which the intestines had not eviscerated, but
stuck to the edges was labeled as partial (incomplete)
wound disruption. These were managed conservatively by
gentle bedside debridement, daily dressing and
abdominal binders. Skin was closed without repairing
fascia, knowing very well that these patients may develop
incisional hernia later on. Patients with acute wound
disruption with evisceration of intestines were labeled as
complete wound dehiscence. These were managed in

emergency by closure of the abdomen en-mass with
tension sutures.

RESULTS
A total of three hundred patients with various etiologies of
emergency and elective laparotomies, were included in
this study. Age ranged from 10 to 82 years with mean age
of 33.5 years. Majority of the patients were between 20 to
40 years (420,.'0),followed by 50-70 years (27.330,.'0).There
were 190 males patients with male to female ratio of
1:0.58. After preoperative measures, surgery was
performed through midline incision. In this study overall
incidence of abdominal wound dehiscence was 5.33%
(16/300). The rate of wound dehiscence in emergency
laparotomies was 7% (14/200) of which 10 were males
and 4 females, while in elective laparotomies it was 2%
(2/100) and both were males. The overall frequency in
males was quite higher (male to female ratio 3:1). There
was also increasing tendency towards wound dehiscence
with increasing age above 50 years and the highest risk
was found in patients more than 60 years of age.

Among emergency group, most of the patients were
having perforated viscus and gangrenous bowel. They
presented as peritonitis and intestinal obstruction
respectively, while in elective surgery patients (n 2), both
were having colorectal carcinoma where abdomino-
perineal resection was performed (table I). In 12 patients
of wound dehiscence serosanguinous discharge was
noted prior to failure. All cases initially developed wound
infection.

Among 300 patients, 47 (1S.67%) developed wound
infection (39 were after emergency surgery and 8 after
elective laparotomy). Out of 47 wound infection cases, 4
developed partial wound dehiscence while 12 had
complete wound disruption. This study showed that 21
patients had serum albumin level below 3.5 mg/dl and 4
developed wound dehiscence (19.0S%) while 279
patients were having serum albumin above 3.5 mg/dl, and
12 developed wound disruption (4.30%). Out of 30
patients having urea level above 80 mg/dl, 3 developed
wound dehiscence (10%) while in rest of the 13 patients
of wound failure group urea level was <80 mg/dl. In this
study, 3 patients were having jaundice but none had
developed wound dehiscence. Twenty four patients were
diabetic of whom 4 (16.670,.'0) developed wound
dehiscence, while among 276 of non-diabetic group, 12
developed the same (4.35%). Four patients were on long
term steroid therapy, one of them had wound disruption
(2S%) (table II). Over all mortality rate in this study was
4.67% (14/300). Twelve dies after emergency surgery and
2 after elective surgery. Among them 4 had burst
abdomen.
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TABLE-II THE RISK OF ABOOMINAL WOUND DEHISCENCE
WITH REGARD TO VARIOUS FACTORS

DISCUSSION:
Wound dehiscence is a very terrifying complication after
laparotomy with a high mortality rate. Despite good
medical care, better sterilization techniques and
availability of better suture material, abdominal wound
dehiscence continues to be a major postoperative
problem. Three basic etiological factors recognized are
defective or delayed wound healing, increased intra-
abdominal pressure and improper surgical technique'. In
this study, male to female ratio among wound dehiscence
group was 3:1, while it is quite low in Hamton study" and
insignificant in another study', More than 50 % of the
patients with wound dehiscence were above 50 years of
age and malnourished . This advanced age as a risk
factor was also shown in other studies'v" .

Anaemia, uremia, diabetes and jaundice are regarded as
non-significant variables as some studies showing

increased predisposition to wound dehiscence while
others do not5,6,12,13,14. In present study these factors may
also be considered as non-significant. Low albumin was
associated with wound dehiscence in 80% of patients, as
observed by Crim et al. Wound infection is probably the
commonest event leading to abdominal wound
dehiscence.v":" The subcutaneous infections heal without
consequences after local wound treatment while deep
infections were causing problems. A recent study has
shown that infection rate is higher in cases operated upon
in emergency, operation over large gut, and surgery in
contaminated and dirty cases".

In this study, the overall frequency of abdominal wound
dehiscence was 5.33%. The international figures are 1-
3%. Wolf in 1950 and Erton in 1965 reported an incidence
of 2.4 % and 2.2% respectively. Mendoza et al. in 1972
gave incidence of 2.2%. Bucknell in 1982 gave figures of
3.8% for layered closure and 0.8% for mass closure in a
study of 382 cases". Lodhi et al reported an incidence of
8.3% with mass closure of laparotomy wounds using
polyglycolic suture", A recently carried out meta-analysis
of abdominal closure techniques has demonstrated the
lowest risk of wound dehiscence with the use of delayed
absorbable sutures".

The rate of wound failure in emergency surgery was high
because of multiple factors. Emergency laparotomies are
usually done for peritonitis, intestinal obstruction etc, in
patients who may have septicemia or haemodynamic
instability. Both the disease and the technique for closure
may have impact on outcome. Wound closed by registrars
were found to have higher incidence of wound failure than
done by Consultants in emergency laparotomies (13.2%
vs 4.3%), as shown by Irvin et al22• Technique of
abdominal closure is very important, big bites of the tissue
edges with 1cm distance in between two stiches play
crucial role in prevention of wound failure. In this study, we
used both types of suture materials i.e. non-absorbable
polypropylene and delayed absorbable polyglycolic acid,
and we experienced no difference between the type of
sutures used.

The mortality rate in international literature for wound
dehiscence and re-suturing is reported from 10% and
18% to 36% in different series23,24. In this study, mortality
rate was 25% (4/16) and the major cause of death was
poor general condition of the patient, associated with
malnutrition along with septicemia and multiple organ
failure.

CONCLUSION

It is concluded that wound dehiscence remains one of the
most important complications with high mortality rate and
significant impact on health care cost. Elderly patients
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with underlying malignancy and those developing
postoperative wound infectionwere at higher risk. Special
care should be taken for the elderly patients as they have
more chances of wound failure. Serosanguinous
discharge from the wound should be considered as an
early sign of wound disruption that requires immediate
action. Early examination of the wound is recommended
after emergency laparotomy.Rate of wound dehiscence is
highest in patients undergoing the emergency
laparotomy, associated with low albumin and
malnourishment.
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VAGINAL BIRTH AFTER CAESAREAN SECTION

ABSTRACT
Objective

GHUFRANA UMER MEMON, GHAZALA AHMED AZAM

To determine the outcome oj trial oj labor after previous one caesarean
section due to non-recurrent cause and evaluate the maternal and perinatal
mortality and morbidity after trial oj scar.

Study Design: Descriptive study

Setting: It was conducted in Obstetrics & Gynaecology Unit - 1, CivU Hospital
Karachifrom January 2003 to January 2004.

Patients and Methods:
The selected subjects in our study were the women with previous one
caesarean section due to non-recurrent cause. Singleton pregnancy,
adequate pelvis, spontaneous onset oj labor were the criteria for trial of
labor. The total number of 3612 deliveries were conducted during this study
period, whereas, 2624 patients were delivered by caesarean section. Out
of these 84 patientsformed the cohort, where 34 had elective lower segment
caesarean section (LSCS) and 50 were found suitable for trial of scar.

Results

Conclusion:

FJfty patients underwent trial of labor; of whom 31 had successful. vaginal
delivery. The success rate was 6296 while 19 (3896)patients delivered by repeat
caesarean section due to failed trial of scar. The 42.1 C1J6oj patients had
caesarean section due to unsatisfactory progress of labor; 26.31% due to fetal
distress, whereas 15.78% patients had caesarean section due to scar
tenderness but there was only one partial scar dehiscence that was noticed
during operation. 10.5%patients had non-progress andfetai distress at the swne
time. Out of 31 patients who were delivered after successful trial, 7C1J6had
spontaneous vertexdelivery, 16.296 byforceps vaginal delivery, 9.6% by vacuum
extraction and one patient who had breech presentation, delivered by assisted
breech vaginal delivery.

There was no maternal deaih or rupture of uterus in our study, nor any perinatal
morbidity or mortality recorded. Only one case of scar dehiscence was seen
during emergency LSCS, which was not associated with any complication.

A trial of labor in selected patients with previous one caesarean section is
the reasonable option, if patients are carefully selected and monitored.

KEY WORDS:- Previous caesarean section, Vaginaldelivery, Trial of scar.

INTRODUCTION
The Gragin's motto "once a caesarean section, always

caesarean section" no longer holds true. Several studies
suggest that in women with prior caesarean section for a
non-recurrent cause, a trial of labor is safe and effective
than repeat caesarean section'". Patient selection for trial
of labor remains an important aspect of management with
the previous caesarean section. Singleton pregnancy,
cephalic presentation, average size baby (2.5-3.8kg
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approximately}, previous caesarean section for non-
recurrent cause, adequate pelvis and spontaneous onset
of labor are selection criteria for trial of labor, while
macrosomia, multiple pregnancies, previous lower
segment vertical scar, two or more prior caesarean
section and post term pregnancy with an unfavourable
cervical score are selection criteria for repeat caesarean
sectlorr=.

During the past twenty years, there has been a dramatic
increase in the rate of caesarean section. However, due to
a wide spread adaptation of transverse lower segment
incision, obstetricians have adopted the policy to allow
trial of scar in selected cases with previous caesarean
section. This policy has helped them a lot to decrease the
rate of caesarean section. Type of previous uterine
incision has a greater impact upon the outcome of
successful vaginal delivery. Obstetricians do not allow a
trial of scar following a classical incision, as a universally
accepted policy of high-risk of rupture of such previous
scar. During vaginal delivery after a previous lower
segment caesarean section, the uterine rupture rate is
0.3%, while 0.05% women experience perinatal death and
0.05% require hysterectomy. Rupture continues to be
associated with serious adverse outcome. Above studies
suggest that incidence of rupture during trial of labor is low
and appear to be associated with better outcome than
rupture of unscarred uterus4,14,15.

Previous caesarean section cannot be sole indication for
a repeat caesarean section especlally if the previous
caesarean section was done due to non-recurrent cause.
The primary objective of the study was to determine the
outcome of trial of labor with a previous caesarean section
for non-recurrent cause.

PATIENTS & METHODS:
This descriptive study was conducted at Civil Hospital
Karachi, Obstetrics & Gynaecology Unit - 1 from January
2003 to January 2004. Study was conducted on 84
patients with previous caesarean section (CS) due to non
recurrent cause and included both booked cases of Civil
Hospital Karachi (CHK) and non booked cases who came
through emergency in established labor or referred from
any other hospital. Singleton pregnancy, adequate pelvis,
average size baby (2.5-3.8 kg), no medical or obstetrical
problem and spontaneous onset of labor were selection
criteria for the trial of labor. The patients with contracted
pelvis, Previous more than one CS, previous classical
caesarean section, post term pregnancy with unfavorable
cervical score, previous CIS with medical or obstetrical
complications in present pregnancy were excluded.

On admission in labor room routine clinical examination
was done to assess the uterine contractions, fetal heart
sounds and Bishop score. In addition partogram was

maintained half-hourly with maternal and fetal monitoring
with stethoscope, fetoscope and CTG. Scar tenderness
was assessed. After delivery resuscitation of newborn was
done by pediatrician. Birth weight and Apgar score were
noted. Patients observed in ward for any complication. The
patients usually discharged on second day of delivery,
whereas patients with caesarean section discharged on
seventh day of operation after removal of stitches and all
facts recorded in the proforma designed for this purpose.

RESULTS
Eighty four patients were selected for trial of labor with
prior caesarean section due to non-recurrent cause. Thirty
four patients had elective LSCS due to different obstetrical
causes. Remaining 50 patients (30 non-booked and 20
booked cases) formed the cohort. Nineteen patients
delivered by caesarean delivery after failed trial of scar
and thirty-one had successful vaginal delivery. Fifty
patients went into spontaneous labor and 30 (620.10)were
delivered vaginally of whom 23 delivered by spontaneous
vertex delivery, 5 delivered by forceps vaginal delivery and
three by vacuum extraction. One case with breech
presentation came in advanced labor with good Bishop's
score. Trial of labor given for 6 hours and patient delivered
by assisted breech vaginal delivery. Indication of forceps
was maternal exertion and prolonged second stage of
labor. Wide episiotomies were made to facilitate delivery.
No extension of episiotomies and PPH were noted. Three
patients found suitable candidates for vacuum delivery.
Indications were mild PIH and prolonged second stage of
labor. There was no laceration or extension of episiotomy
in these cases.

Babies were of average size (2.5 - 3.8) kg. Nineteen
patients had failed trial of scar. Repeat emergency LSCS
done on nine (43.360.10).In our study eight (42.10%)
patients had caesarean section due to unsatisfactory
progress of labor. Five (26.310.10)due to fetal distress
revealed by CTG and fetoscope. Three (15.78%) patients
had scar tenderness. We did not encounter any rupture of
scar only one partial scar dehiscence noted. During trial
of labor two (10.52%) patients had caesarean section,
due to non-progress and fetal distress at the same time.
One (S.26%) patients was very much afraid of outcome of
trial of labour because she had very slow progress. She
forced for operation after eight hour trial.

Postpartum haemorrhage noted in 6% cases dealt with
emergency LSCS. Due to PPH patients were anaemic
(9.2%) and received blood transfusion according to their
loss. Puerperal pyrexia was least in VBAC (2%) while it
was highest (8%) following emergency caesarean section.
Wound sepsis observed in 2% and UTI 4.2% following CS
while it was just 2% in VBAC.
In our study, we avoided macrosomic babies. We
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estimated the weight of the babies through scan and on
PIA examination. All babies weigh less than 4kg. In our
study, eight babies weighing more than 3.8kg delivered by
emergency LSCS and four by SVD. Ten babies weighing
between 2.5-3.8kg delivered by CIS while 22 by SVD.
One low birth weight (LBW) baby delivered by C.S and
five babies delivered by SVD. In spite of LBW, babies
were active and delivered with good Apgar score. There
was no mortality observed. After VBAC hospital stay was
2-3 days while with caesarean section, 7-8 days.

DISCUSSION
In our society, it is the obligation of the obstetrician to
.achieve avaqinal delivery as often as possible and to that
end in patients previously delivered by CIS an opportunity
should be given to deliver them vaginally. There used to be
an old slogan that once a caesarean section always a
caesarean section is no more valid now. This slogan was
made by Edward Cragin in May 1916. The reason behind
this slogan was a uterus with previous incision is too weak
to tolerate the trial of scar'. But it is not true, as current
rate of vaginal birth after caesarean section is very high
and it is very successful, specially if the indication of the
previous caesarean section was non recurrent like fetal
distress (FD) and malpresentattonv=>.

Our study demonstrates that trial of scar is possible in
carefully selected patients with a non-recurrent indication
for previous LSCS. The overall CIS rate in 2003 in our
hospital was 33.3%, which is quite high as compared to
the CIS rate of 12% in the United Kingdom. While two
studies conducted in Pakistan showed successful VBAC
rate by 90% and 78.7% respectively".

In trial of labor careful supervision of labor is essential.
Progress of labor assessed by repeat abdominal
palpation, vaginal examination and fetal heart sounds
auscultated regularly. Progress of labor, is recorded on
partogram. After delivery of baby the digital examination is
avoided. The obstetricians are reluctant to perform the trial
of scar because of the risk of rupture of the uterus, which
no doubt can affect the outcome of trial. In order to reduce
the rate of caesarean section, the number of primary
caesarean section should be minimized as this is the main
cause leading to the subsequent caesarean sections.

Assessment of the pelvis is very important for the trial of
scar. It can be done clinically or through x-ray pelvimetry.
However, a routine x-ray pelvimetry in a patient whom had
delivered through caesarean section, can increase the
chances of repeat caesarean section. The capacity of the
pelvis can judged best at the time of established labor due
to the giving up of the pelvis. In most of the studies,
patients with the radiological small pelvis have delivered
vaginally without any disastrous outcome to babies or

rnothers==>. So we can say that the major effect of x-ray
pelvimetry is increase in the rate of repeat or elective
caesarean section.

In our hospital anaesthetists prefer to use general and
spinal anaesthesia. Although none of our patients had
epidural analgesia. Previous views like the regional
anaesthesia can mask the pain of uterine contractions is
no more valid and fetal distress which is more obvious
during rupture can be detected and leads to the early
intervention and good results can be expected. In our
study, it was noticed that the duration of labor was
prolonged in those cases with previous one caesarean
section than those who had a vaginal delivery. It was also
proved in some other studles=. Therefore, we can say that
primiparous who has had a caesarean section because of
dystocia in labor, has duration of labor similar to
nuilliparous. An obstetrician should always be prepared
for the fact that they may not have a rapid progress during
labor.

In the past use of oxytocin for trial of labor was
controversial and it was thought to be a risk factor.
However, later studies proved that there is no increase risk
of rupture of scar with judicious use of oxytocin. If the dose
of oxytocin is high it can be dangerous. The dose may be
adjusted with careful observation of the uterine
contractions preferably with the intrauterine pressure
catheter. Although in this study we did not use oxytocin
neither monitor contractions with the intrauterine pressure
catheter, as this is not a routine practice. The contractions
were monitored per abdominally and through
cardiotocography. This method is also acceptable if done
carefully and it is wise to maintain three contractions per
ten minutes with careful watching for scar tenderness.
The best way to avoid these complications is to keep a
careful watch on the activity of the uterus as the labor
progresses so that the significant and appropriate
adjustment of the dose of oxytocin can be made and the
over stimulation of the uterus can be prevented. This is
especially important at the end of the first stage of labor.
As at this time, there is natural rise in intrauterine
pressure".

The number of caesarean section may be reduced by
external cephalic version at term for breech babies. No
maternal death occurred in our study, but it is a well-
known fact that the caesarean section carries the extreme
risk to the maternal life, especially those who are having a
failed trial of scar than a successful trial. Throughout the
twentieth century haemorrhage, sepsis, pulmonary
embolism and anaesthesia have been leading cause of
death after caesarean section. In confidential inquiries in
1982-84, haemorrhage accounted for 6% of the deaths
associated with caesarean section.
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COMPARISON OF COMPLICATIONS BETWEEN MAYO'S
REPAIR AND MESH REPAIR (PRE-PERITONEAL
APPROACH) FOR PARA-UMBILICAL HERNIA

NUR SAEED, MUHAMMAD SOHAIL KHAN, SHAHAB A. SYED.

ABSTRACT
Objective

To compare the complications of Mayo's technique of repair of para umbilical
hernia with mesh repair.

Patients and Methods:
This study was conducted in the Department ofSwyery at Nishtar Hospital,
Multan. Fifty patients were recruited into study randomly. Two groups of 25
each, were made. Routine investigations were performed. All patients
underwent surgery under general anaesthesia. Standard technique of
repair was used in either groups. Complications were noted on a proforma
designedfor that purpose. Spearman's rank correlation coefficient test. A 'p'
value of <0.05 was considered significant.

Results Ten (2aJ6) complications were observed. 'The main complications were wound
haematoma in jour patients (B.aJ6), wound infection in two patients (4.aJ6),
seroma formation in two patients (4%), sinus formation in one patient (2.aJ6),
mesh infection in one patients (2.aJ6) and no recurrence in any patients. Out of
these 10 patients who developed complications, eight (l6.aJ6) were in group-I
(Mayo's technique) and two (4.aJ6) were in group-H (Mesh repair). AU were
managed conseroo.tively.

Conclusion: Mesh repair found to be superior to the Mayo's technique in terms of
complications.

KEY WORDS:- Para-wnbilicalhernia, Mesh repair;Mayo's technique.

INTRODUCTION
Para umbilical hernia is quite common in multiparous
women and obese people. Females are affected five
times more often than males', There are certain risk
factors believed to have a role in causing para-umbilical
hernia, as they produce increase in intra abdominal
pressure=. These risk factors are pregnancy, chronic
cough, ascites, chronic constipation and flabbiness of
abdominal muscles.
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Usually the hernial sac contains omentum, but gut (both
small and large) may be present in it, which if obstructed
can give rise to other gastrointestinal symptoms like
nausea, vomiting or features of intestinal obstruction 1.

Most patients come in surgical out patient department,
mainly with pain or deformity in or around the umblltous-,
Some patients present in emergency with symptoms and
signs of strangulation in which case the mortality is high5.

Operative repair of defect is carried out, where ever
possible, but those having asymptomatic hernias or those
who are unfit for any kind of surgery could be managed
conservatively, by reducing their weight' or by using belts .
There are many techniques to repair para-umbilical
hernia. Classical repair of para-umbilical hernia is
Mayo's7, and now tension free Mesh repair has been
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introduced, which utilizes an artificial prosthesis to cover
the defective areas. This study was conducted to compare
the complications in Mayo's repair with mesh repair, (pre-
peritoneal approach).

PATIENTS AND METHODS
This was a comparative study of fifty patients of para-
umbilical hernia operated over a period of two years. All
the patients having non-obstructed, non-strangulated
para-umbilical hernias were included in the study. This
study was carried out over a period of two years. Fifty
patients were admitted in the ward through outpatient
department. All patients were operated on planned list. A
detailed history and thorough physical examination was
carried out in each case. Patients were allotted randomly;
in to each of the two groups i.e. mesh repair and Mayo's
repair. Preoperative work up of the patients with complete
blood examination, complete urine examination and blood
sugar was done. ECG and chest x-ray of the patient 45
years and above was done and their cardio- respiratory
status were assessed. All the data was recorded on the
pre designed proforma. All patients received injection of
3rd generation cephalosporin pre-operatively and two
doses postoperatively. All operations were performed
under general anesthesia. Data about operative and
postoperative complications were recorded. Haematoma
was defined as collection of blood in the surgical wound.
A recurrence was described as a clinically detected
reducible swelling in the umbilical region. The patients
were seen in the outpatient department one week post
operatively to detect possible wound complications and
then1 ,3,6,12 months post operatively.

The hypothesis was tested by Spearman's rank
correlation coefficient test. A 'p' value of <0.05 was
considered significant. Percentages, means were
calculated. All calculations were done by SPSS version
10.0.

RESULTS
A total of fifty patients were divided into two groups. Out of
these 50 patients, 40 were female and 10 were male
patients. Group- I (n=25) underwent Mayo's repair. Group-
II patients had tension free mesh repair (n= 25). The
prosthetic material used in all cases was polypropylene
mesh. The age of the patients ranged from 20 to 60 years
(mean 40 years) (Table-1). The commonest mode of
presentation was swelling in the umbilical region (100%),
dragging pain in the umbilical region during heavy working
(60%) on physical examination positive cough impulse
was present in (80%).

Ten (20%) complications were observed. The main
complications were wound haematoma in four patients
(8.0%), wound infection in two patients (4.0%), seroma

formation in two patients (4%), sinus formation in one
patient (2.0%), mesh infection in one patients (2.0%) and
no recurrence in any patients. Out of these 10 patients
who developed complications, eight (16.0%) were in
group-I and two (4.0%) were in group-II. All were managed
conservatively.

DISCUSSION
Para-umbilical hernia is the commonest acquired
umbilical hernia" and second most commonly
encountered hernia following inguinal hernia'. According
to a study carried out at North Penn Hernia institute, para-
umbilical hernias were 2nd most common surgically
treated hernias'. Para umbilical hernia is repaired with
different techniques. These include Mayo's repair.
Genkin's repair, open mesh repair, laparoscopic mesh
repair, polypropylene plug etc". Now tension free mesh
repair has been introduced, which utilizes an artificial
prosthesis to cover the defective areas.

The incidence of complications and recurrence is lower in
tension free mesh repair as compared to conventional
repair, therefore it is concluded that prosthetic para-
umbilical hernia repair can safely be performed in adults.
and the rate of recurrence in different studies is low in
comparison to primary tissue repair",

All age groups are affected, however present study
showed peak occurrence in fourth-fifth decade (n-22). A
study showed peak occurrence in fourth-fifth decade of
life'o. Mean age of presentation in various international
studies was 57 years", 57.1 years- and 53 years", Para
umbilical hernias are 5 times more common in females6.ln
present study, female patients were 80%. In some other
studies female dominancy was seen9,11,12.

A study done by Arroyo A, and his colleagues showed that
prosthetic repair of para-umbilical hernia is more effective
than "conventional" repairs. and so the prosthetic repair of
para-umbilical hernia could become the standard
treatment for primary para-umbilical hernias". Wound
infection was found in 4% of our cases which is quite low
as compared to other local studies like 16.6% by Baloch
0'0. The reason for low infection rate in our study is the
judicial use of prophylactic antibiotic and particular
attention given to sterilization. In another international
study by Millikan, reported wound infection was less than
2%'2.

In present study wound haematoma was found in 4% of
cases. All of them were treated conservatively. None of
them required aspiration or drainage. Postoperative
haematoma was seen more commonly in cases of Mayo's
repair as dissection leads to more chances of damage to
the underlying tissues. Study by Arroyo Sebastian A.

..'.....
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showed wound haematoma in 2.3% of cases'. In present
study seroma formation occurred in 4% of cases, while in
some international studies incidence of seroma formation
was high, i.e. 5.6%. There was one case of mesh infection
requiring removal of part of mesh. Other studies like
Arroyo Sebastian A, also reported 0.95% infection to
mesh9. Mortality was 0%, in present study as well as in
other studies".

Recurrence of hernia after mesh repair was 0% in our 6.
cases, which matched with other studies like study by
Baloch Q, as we II10. In an international study hernia
recurrence rate was higher after suture repair (11%) than 7.
after mesh repair (01%). Another study showed an overall
recurrence rate of 0.95%9.

8.
In present study postoperative complications like seroma
formation, haematoma, wound sepsis, were seen more
often in Mayo's group, than in mesh group. Other studies
suggest that the mesh repairs may be superior to the 9.
Mayo's repair in terms of hernia recurrence?".
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PRESENTATION OF ENLARGED LYMPH NODES
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ABSTRACT
Objective

Design

Setting

Results

Conclusion:

To find out the pathology of enlarged lymph nodes, their clinical
presentation, diagnosis and treatment.

Descriptive study

Surgical Department, Sindh Govt Lyari General Hospital, Karachi

Total number of patients studied were 400 (262females, 138 males). Male
to female ratio was 1:1.89. Most of the patients were in younger age group.
40% were in the second decade, followed by 3rd decade, 23.2%. Mqjority
had history of lump (92.5%), low gradefever (50.0%), cold abscess (49.25%),
cough (48.0%), non healing ulcer (22.5%), discharging sinuses (21.5%),
anorexia and weight loss (18.25%). Associated pulmonary tuberculosis was
present in few cases. Commonest group of lymph nodes affected were
cervical, 74.5% followed by axillary lymph nodes 10.5%. Pathology found
was tuberculosis 63% followed by reactive changes 11.25%, chronic non
specific lymphadenitis 10.50%, non Hodgkin lymphoma 6.25%, Hodgkin's
disease 5.50 % and metastatic carcinoma 3.50%.

This study concludes that highest number of patients were in the second
decade with female predominance. Commonest pathology noticed was
tuberculosis followed by non specific lymphadenitis.

KEY WORDS:- Lymph node, Etiology, Lymphadenitis.

INTRODUCTION
Lymphadenopathy is a common surgical problem. The
various high risk factors are present all over the world.
Commonest cause is tuberculosis in Pakistan' with
metastatic involvement being common in western world",
Other causes include reactive changes, chronic non
specific lymphadenitis, non-Hodgkin and Hodgkin's
lymphoma. Tuberculosis is a pre-dominant cause of an
adenopathy as well as mortality and morbidity worldwide.
It is estimated that approximately 1.8 billion persons are
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infected with mycobacterium tuberculosis and there are 8
million new cases detected worldwide each year.

PATIENTS & METHOD
This is an observational study conducted at Surgical
Department, Sindh Govt. Lyari General Hospital, Karachi
from January 1997 to June 2001. Variables studied were
age, sex, clinical presentation, family history and past
history of tuberculosis, related investigations and
histopathology. Physical examination and related
investigations were carried out and recorded on proforma
made for this purpose. Laboratory investigations included
complete blood picture, ESR, urine detailed report, chest
x-ray. Specific investigations included Mantoux test,
FNAC,AFB smear, and AFB culture from pus obtained by
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aspiration. Cytology was performed in those cases where
necessary, excision biopsy where diagnosis was in doubt.

RESULTS
Four hundred patients were studied. There were 138 male
262 female patients with male to female ratio of 1:1.89.
Most of the patients were in the 2nd decade, 160 patients
(40%) followed by 3rd decade 93 patients (23.25%) and
first decade 75 patients (18.75%). Youngest patient was 2
years old and oldest was 86 years of age. Commonest
presentation was swelling which was present in 370
patients (92.5%) followed by low grade fever, 200 patients
(50.0%), cold abscess 197 patients (49.25%). Other
patients presented with the history of cough, 192 patients
(48.0%), non healing ulcer 90 patients (22.5%),
discharging sinuses 86 patients (21.5%), anorexia and
weight loss 73 patients (18.25%).

The commonest group of lymph nodes enlarged was
cervical 298 patients (74.5%) followed by axillary lymph
nodes enlargement 42 patients (10.5%), then inguinal 28
patients (7.0%). Cervical and axillary in combination in 14
patients (3.5%), preauricular 10 patients (2.5%), cervical
plus axillary and inguinal in 8 cases. Pathological
diagnosis and results of FNAB/C performed in 280
patients is shown in table I.

TABLE-' INVESTIGATIONS AND PATHOLOGY

97 (34.65 %) CaRlws material

1

83 (30.:15%)1Ioa! &. debris

48(17.14%) •••••. ficiaam •••••••

136 (12. 83%)Aly.,.,.. «IIi

14 (5.6 %) MaHonaDl eel"

NoDIlalp;DI,mp,<ma

Hodttm'sdisease

Me.sIIIlk; cm:in0lDlJ

42 (10.50%)

2S (62S%)

22 (5.50%)

14 (3.50%)

4S (1I.2S%)

DISCUSSION
Tuberculosis has become an important public health
problem" and it is a commonest cause of an infectious
disease affecting the lymphoid tissues of the body.
Commonest pathology noticed in our study was
tuberculosis (63%) that was supported by another study
conducted at Allied Hospital Faisalabad, which reported
65% cases of tuberculosis." Females were more
commonly affected in our study. Dandapat also

documented that commonest cause of Iymphnode
enlargement was tuberculosis with pre-dominance of
femaleS,6,?

Highest number of patients affected were young in our
references8.9. Tuberculous lymphadenopathy was
diagnosed by clinical presentation. Related investigations
like low Hb%, raised ESR8, FNAC of the enlarged
Iymphnodes were the more reliable method. Acid-fast
bacilli smear of the aspirate was positive in 40 patients.
AFB culture +ve in 183 patients, was the most reliable
method to diagnose the disease and helpful to start
definitive treatment but it is a time consuming method and
again, negative culture does not exclude the disease.

Histological analysis of the biopsy specimen was still
required in those cases where the diagnosis remained in
doubt.v". Treatment started after histological proof to
avoid delay in the treatment of serious malignant
disorders and to avoid unnecessary antituberculosis
treatment in patients with benign reactive hyperptasla.»

Second common pathology noticed in our study was
reactive hyperplasia. This finding was also supported by
other studies.8-9This pathology resolved spontaneously in
most of the patients as the cause was removed." If
reactive lymphadenopathy persist in spite of conservative
period of two months, further biopsy is needed. Chronic
non-specific lymphadenopathy accounted for 10.50% of
cases. Generalized acute lymphadenopathy was mainly
due to viral and bacterial infection.

Lymphomas are the malignant neoplasm affecting the
Iymphoreticular tissues of the body. About 34000 cases of
lymphomas are reported each year", In our study
Hodgkin's lymphoma comprised of 5.50% while non
Hodgkin was 6.25%. Non Hodgkin lymphoma was slightly
more common than Hodgkin's disease. Malignant
lymphoma was the 4th common cause of
lymphadenopathy in our study in contrast to Rathi, who
observed it as the second most common cause of
lymphadenopathy. 13Another study conducted showed that
non-Hodgkin lymphomas are more common than
Hodgkin's disease." These findings are consistent with
our study. Metastatic involvements are the primary cause
of lymphadenopathy in western world's in contrast to
tuberculosis. Metastatic involvement was 3.5% in our
study.
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KNOWLEDGE, ATTITUDES AND PRACTICES
REGARDING BREAST CANCER SCREENING IN

WOMEN OF VARIOUS SOCIAL STRATA
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ABSTRACT
Objective

To.find out knowledge, attitudes and practice related to breast cancer
among women.

Patients and Methods:
A convenience sample of 179 women living in Karachi age 20 years and
above was studied. Proforma were filled by interviews. Questions related to
breast screening knowledge, attitude and practices in different social class
were asked.

Results Out of the total of 179 female respondents, 1f1J6(34) belonged to a..ffluent social
class, 64% (115) were of middle social class and 17% (29) were poor. There was
no signtficant difference in the age, marital status, occupation and number of
children of the respondents of the three groups. There was a significant d!fference
in educational level in between three social groups (p<.OOO). Among the
graduates 65% represented the middle social class and 6f1J6of the illiterate
belonged to poor class.

Only 50 % (90)ofthefemales knew that breast cancer runs in thefamily, out of
which 56 correct response (p<.OO5) wereftum middle class Le. 62% and of the
total, only 13 % were aware that it was linked with grand mothers history with
insigntficant inter group variation (p<.086). Furthermore 55% of poor women,
76.5% of middle class women and 88% of a..ffluentclass admit the importance of
screening of breast cancer for its prevention (p<.OOO). Overall 46% were aware of
mammogram, of whom 10% were poor, 48% fiotn. middle class and 73% rich
(p<.019)

Conclusion: Higher the social class better is the level Of education, knowledge, attitude
and practice towards the breast cancer screening.

KEY WORDS:- Breast cancer, Screening

INTRODUCTION
Worldwide, breast cancer is a mounting problem. England
and Wales have the highest age-adjusted mortality for
breast cancer (27.7 per 100,000 population). Women of
South Korea ranked lowest among all nations, with an

incidence of 2.6 cancers per 100,000 population'. There is
at least a fivefold variation in the incidence of the disease
reported among different countries, although this
difference appears to be diminishing.
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Breast cancer is the most common cancer in women.
Before 1985 breast cancer was the leading cause of
cancer related mortality in women after that lung
surpassed it. It is still the leading cause of death from
cancer among females 40-44 years of ag~. Age-adjusted
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RESULTS
Out of the total of 179 female respondents, 19% (34)
belonged to affluent social class, 64% (115) were of
middle social class and 17% (29) were poor. The median
age was 31.5 years (range was >20 and <68) and 88% of
the observations gathered were of less than 50 years of
age. Table I shows that there was no significant difference
in the age of the respondents of the three groups (p-e. 49).
Forty nine percent of the responders were graduate while
20 % had primary or less than primary education with a
Significant difference in educational level in between three
social groups (p<.OOO). Among the graduates 65%
represent the middle social class and 69% of the illiterate
belonged to poor class. Fifty six percent were married with
no significant difference in marital status of the
comparison groups. Forty two percent each were having
no children or 1-3 children with no significant difference in
the groups. Forty five percent of the responders were
housewives and the occupation did not differ significantly
in the 3 groups

Journal of Surgery Pakistan (International) Vol. 10 (4) October - December 2005

incidence of new cases has been steadily increasing
since the mid-1940s. In the 1970s the probability of a
woman in the United States developing breast cancer was
estimated at 1 in 13; in 1980 it was 1 in 11 and in 1996 the
frequency was 1 in 83• Despite the steady increase in
incidence, the overall breast cancer mortality has
remained static. This relative decrease in mortality rate
reflects the detection of an increasing percentage of early
disease'. Survival is closely related to the stage at
diagnosis. Five years survival in stage 1, 2, 3 and 4 are
84%, 71%, 48% and 18% respective'y'. A study from
department of medical oncology, Allama Iqbal Medical
College, Lahore showed strong association between low
socioeconomic status and advance disease, delay in
diagnosis, limited access to minimal expected treatment,
inferior disease free survival and overall survival",
Attention is focused on screening methods, which allow
early detection, thus bringing forward the time of
diagnosis and improving the prognosis of breast cancer.
Women with minimal knowledge of breast cancer did not
engage in breast cancer detection practices'. They need
to be better informed about breast cancer and the benefits
of breast cancer detection practices.

MATERIAL AND METHOD
A cross sectional survey of three communities was carried
out in a KAP format. This study was conducted under
8aqai Medical University and Karachi Medical & Dental
College. A convenient sample of 179 women living in
Karachi with age range of 20 years and older was made.
An interview guide was designed specifically for this study.
Questions related to breast screening knowledge, attitude
and practices in different social class were asked. For data
analysis SPSS was used and a p-value less than 0.05
was considered Significant.

TABLE·I DEMOGRAPHIC PROFILE OF THE RESPONDERS
(N=179)

Table II shows some of the indicators regarding awareness
of responders on cancer of breast. It is evident that only 50
% (90)of the females knew that breast cancer runs in the
family, out of which 56 correct response i.e. 62% (p<.005)
was from middle class. While out of the total, only 13 %
were aware that it is linked with grand mothers history with
insignificant inter group variation (p<.086)

Furthermore 55% of poor women, 76.5% of middle class
women and 88% of affluent class admit the importance of
screening of breast cancer for its prevention (p<.OOO).
Overall 46% were aware of mammogram, of whom 10%
were poor, 48% were of middle class and 73% were rich
women (p<.019)

TABLE-II COMPARISON OF AWARENESS ABOUT
CARCINOMA BREAST
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Table III portrays the attitude and practices of women
regarding carcinoma breast. It is evident that 47%
(p<.001) have not discussed about breast problem with
anyone and only 40% discussed it with a health
personnel. This included 50% of the poor, 36% of middle
and 60% of the affluent (pc. 000). Moreover the BSE was
performed by 7% of poor, 40% of middle and 57% of
affluent group (p<.006). It was proved that only 13%
consulted the doctor for screening of breast while 35%
considered it unnecessary.

TABLE-III ATTITUDE AND PRACTICES

DISCUSstOtt
This study pOrtt'ays the overall picture of urban Pakistani
women's knowtedge and attitudes and practices on breast
cancer screening inctuding all social strata. The study
revealed that only 46% of the women were aware of
breast cancer-screening as also shown by Bener in his
study on Arabfevmt'rens. In our study education, job status
and opportunities for access to information are other
predictors of inadequate awareness among low-income
group. An other study from Pakistan" has the similar
results that mean time elapsed before diagnosis for
women from high income group was 4.3 months versus
10.6 months in low income group. This study also
highlights that early breast cancer was more common in
affluent strata, 70% versus 41% in the low strata. As
compared to other study done on South Asian women
they found that instead of age, education and ethnicity,
proficiency with English language and stay in Canada
were associated significantly with health practices". While
another study done on three age groups also found no
difference in perceptions of personal risk of breast cancer
among them'°. Furthermore the attitudes towards disease
prevention generally were quite positive and majority
agreed upon the importance of early detection of breast
cancer either by BSE or mammography. The same
findings of inclination to early detection and sharing their
knowledge with others was observed in an American
study carried out on Asian Indian women living in rural
areas of North Carolina". But their results differ in the way

that their women practiced mammography more often
than BSE which may probably be due to financial support
for screening programs as mentioned in their protocol. The
results are also supported by other studies":" where
researchers noticed deficient knowledge and practices on
breast screening.

More than half of our study population were aware of the
association of family history with breast cancer and
moreover only 13% responded that grand mother's
disease is mostly associated with it while having
significant intergroup variation. But this knowledge of
positive family history is not in accordance to their
practices. West and Greene also proved that neither
knowledge of a positive family history nor perceived
relative risk of breast cancer were associated with either
increased or decreased early detection practices among
low- income African American women".

Among all women 37% used to practice BSE but very few
among low income class do it and they were the most
hesitant one to discuss their breast problem with anyone.
These results can be compared with Han's study where
58% practice of CBE was observed". While among the
Japanese women, mammography practices were
reported more often than monthly CBE'6. Only 13% of our
study women ever consulted a doctor for breast problem
and almost one third gave no reason for this negligence,
while majority found monetary constraints and lack of time
as barriers to under reporting171819

•

As for our population it is recommended to bring cultural
change and wider understanding and motivation among
family members regarding health issues. Better results
can be achieved by carrying out an interventional study in
the population to see effectiveness of health education
programs and some incentives can be offered in order to
increase compliance of the participants.
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Gastric Outlet Obstruction

RESULTS
A total of 12 patients were included in this study; seven
males and five females. The age of these patients ranged
between 16 and 72 years. Variables of clinical
presentation are shown in table I. Barium meal was done
in 10 patients showed dilatation of stomach in all cases.
Upper GI endoscopy was carried out in 11 patients and it
revealed tumour in 5 patients, in one patient it was not
possible to enter the duodenum. Biopsies taken at
endoscopy confirmed adenocarcinoma in 5 and
tuberculosis in 1 patient. Ultrasound and/or CT abdomen
was performed in all patients and showed enlarged para-
aortic or coeliac lymph nodes in 5 and presence of mass
in stomach in 3 patients.

Four out of five patients with adenocarcinoma underwent
gastrectomy, where as one underwent gastrojejunostomy.
All patients with tuberculosis underwent
gastrojejunostomy with lymph node biopsy.
Gastrojejunostomy was also performed in two other
cases, one with lymphoma and another with stenotic
peptic ulcer disease. On histology, definitive diagnosis was
made in all 12 patients [tuberculosis 5 (41.66%),
adenocarcinoma 5 (41.66%), non-Hodgkin lymphoma 1
(8.33%) and stenotic peptic ulcer disease (8.33%)].
Comparative differences among patients with
tuberculosis and carcinoma are shown in table II.

DISCUSSION
Our study has shown that a sizeable proportion (41.66%)
of gastric outlet obstruction had tuberculous aetiology.
Most of the available literature report the two most
important causes of this condition to be gastric cancer and
benign peptic ulcer disease and due to a decline in the
incidence of peptic ulcer disease it is stressed that GOO
should be considered malignant until proved otherwise 2,3.

Tuberculosis as a cause of GOO is usually mentioned as
case reports and reviews". Gastroduodenal tuberculosis
constitute 2% cases of abdominal tuberculosis and as its
clinical features are non specific and mimic peptic ulcer
disease and gastric carcinoma, often making its diagnosis
difficult even in areas where tuberculosis is endemlc=. We
also had five cases of adenocarcinoma and one of the
peptic ulcer disease but these two combined together
formed only about half of the total patients in present
study.

For the treatment of obstruction secondary to benign
peptic ulcer disease, recent reports suggest the use of
dilatation combined with treatment of H.Pylori5,7. The
dilatation may have to be repeated several times. In our
series we used conventional method of
gastrojejunostomy, combined with treatment of H.Pylori,
which is a recommendation'. In malignant obstruction, if
resection with curative intent is possible, then this is the
preferred option and this was carried out in four out of five
cases in our series. However, when curative resection is
not possible there is current trend to use metallic
expandable stents, which can be a simple and effective
mean of palllatlon". However, the lack of its easy
availability and prohibitive costs are deterrents to its use in
our country. In our series gastrojejunostomy was used as
a mean of palliation for advanced gastric carcinoma.

In our series patients with tuberculosis as a cause of
gastric outlet obstruction underwent laparotomy except
one, before the diagnosis was established and the same
experience is shared in other studies stating that due to its
non specific mode of presentation, diagnosis is seldom
suspected in the absence of pulmonary tuberculosis,
often requiring laparotomy to get the dlaqnosis", The
management of these patients was also on conventional
lines, with surgical relief of obstruction followed by anti
tuberculous therapy. In this study mean age of patients
with tuberculous gastric outlet obstruction was 32.8 years
and in one of the study in a neighbour country mean age
was 34.4 years which suggests that gastric outlet
obstruction in younger age group should be considered as
tuberculous in origin, where this disease is prevalent',

In tuberculous group, four out of five patients had extrinsic
compression. In published work from India, same
observation is mentioned. In majority of cases tuberculous
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(international). 2002; 7: 16-18.

gastroduodenal obstruction was due to extrinsic
compression by tuberculous lymph nodes, rather than
intrinsic lesion". Hence we think that in such instances in
addition to luminal investigation such as endoscopy and
barium meal, consideration also be given to extra luminal
investigation such as a good quality ultrasound, CT and
MRI, with a view to do image guided biopsies where
appropriate. If such policies are adopted, we may be able
to avoid laparotomy in some cases where obstruction is
not complete.

However, it would be interesting to see what would be the
changes in approach if pre operative diagnosis is
suspected. It is now not uncommon to diagnose intestinal
tuberculosis on radiological basis when there is strong
clinical suspicion and with other molecular studies like
-PCR assay for tuberculosis". If we try to intercept- 8.
tuberculosis at an earlier stage, it may be possible to treat
it medically in an even bigger proportion of these patients.

CONCLUSION:
Tuberculosis should be considered as an important cause
of gastric outlet obstruction, wherever this disease is 9.
prevalent.
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CRYOSURGERY IN CHRONIC FISSURE-IN-ANO; A

CLINICAL TRIAL

ABDUL QADEER, ABDUL KARIM SIDDIQUI

ABSTRACT
Objective

To determine the effectiveness and safety of cryosurgery as an out-patient,
minimally-invasive modality of treatment for chronic fissure-in-ana.

Design Observational study.

Place & Duration Of Study
At Ankelseria Nursing Home. Karachi. from July 1999 to June 2003.

Patients and Methods:
Male patients of various age groups having chronic fissure-in-ana were
treated. Basco and Spembly cryosurgical instruments and nitrous oxide gas
were used. Probe was passed through proctoscope and applied to anal
papilla, upper 1/3rd. middle 1/ 3rd, lower 1/ 3rd and skin tag in sequence
for 11/2 to 2 minutes. Local anesthetics were used in selected cases having
severe pain after the procedure.

Results: Out of 11 cases, cryosurgeryfailed in 3 patients (27.27%) because they had
severe pain and underwent operation within 3 days. Eight patients
(72. 72%) responded well to the treatment. Pain relief was 50% in 5 patients
after 2 weeks: while after 4 weeks 4 had 50% relief and 7 had 75% relief
After 8 weeks all 8 were free of pain. After 8 weeks ulcer was completely
healed in 6 and partially healed in 2 cases. Anal papilla was eradicated
completely in 3 and partially in 2. Skin tags completely disappeared in 3
and had no effect in 2 patients. Followup for 6 months showed complete
pain relief and ulcer healing in all, except 3 cases.

Conclusion Cryosuryery is simple, safe, minimally invasive and effective modality of
treatmentfor chronicfissure-in-ana.

KEY WORDS:- Fissure-in-ana, Cryosurgery, Thermal-sphincterotomy

INTRODUCTION
Fissure-in-ano is a common painful condition observed in
anorectal practice which occurs in young, otherwise
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Gulistan-E-lauhar Block 12
Karachi.

healthy people. It is either acute or chronic. It usually
presents with recurrent cycle of pain, constipation, faecal
trauma and spasm of sphincter'. Chronic anal fissure is
usually associated with other pathologies like sentinel skin
tag, hypertrophy of anal papilla, anal polyps and small
hemorrnoids". The cause of anal fissure is not clear but it
is seen more commonly in cases who have constipation.
It has been observed that these patients have increased
activity of internal sphincter, leading to spasm and poor
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perfusion at fissure site. Major advances in our
understanding of the mechanisms involved in chronic anal
fissure have allowed the introduction of many new medical
therapies for the condition'. Cryosurgery is used since
long for many skin lesions successfully-'; and anal lesions
like hemorrhoids as well.

It is suggested that cryosurgery works by following
pathophysiological changes.

a. It causes necrosis of ulcer area followed by healing
and normal epithelialization.

b. It causes necrosis of superficial fibers of internal
sphincter leading to partial thermal sphincterotomy.

c. Freezing causes relaxation of internal sphincter.

PATIENTS AND METHODS
From July 1999 to June 2003 in our clinic, we used
cryosurgery as treatment of anal fissure to find out the
efficacy and complications. Patients with painful
defecation for more than two months having had medical
treatment, were selected for cryosurgical treatment.
Detailed history was taken including constipation, pain,
itching, discharge, bleeding and swelling. Basco and
Spembly cryosurgical instruments and nitrous oxide gas
were used. Probe was passed through proctoscope and
first it was applied to anal papilla and upper one third of
ulcer, second time to middle of ulcer and third time to
lower one third of ulcer and skin tag. Thus cryoprobe was
applied twice or thrice as necessary, each time for 1112 to
2 minutes. Local anaesthetic was used if deemed
necessary. After cryosurgery patients were explained that
they might have pain and watery discharge for few days.
They were sent home with instructions to take analgesics
and laxatives for 3 to 4 days with normal diet. They were
called for followup every two weeks for 8 weeks. Relief of
pain using visual analogue scale", ulcer healing, anal
papilla and skin tag were recorded. If no relief of pain in 4
weeks found, cryosurgery was repeated and if no relief 4.
occurred after 8 weeks, operation was suggested.

Eleven patients were selected for cryosurgery from July
1999 to June 2003. Four patients had pain for 2 months,
5 had for 4 months and 2 for more than 6 months. All
patients were males and the age of 8 patients was 25 to
35 years and of 3 patients, 36 to 45 years. Eleven had
constipation, 9 had bleeding, one had discharge, 5 had
itching and 5 had swelling. All 11 had fissure on posterior
midline, 5 had enlarged and oedematous anal papilla, 2
had associated piles and 5 had sentinel skin tags. In one
sitting cryoprobe was applied twice in 3 and thrice in 8
cases. In 4 cases cryosurgery was repeated after 4
weeks. Local anaesthesia was given in 6 cases because
of pain

RESULTS
Out of 11 cases, cryosurgery failed in 3 patients (27.27%)
because they had severe pain and underwent operation
within 3 days. Eight patients (72.72%) responded well to
the treatment. Pain relief was 50% in 5 patients after 2
weeks; while after 4 weeks 4 had 50% relief and 7 had
75% relief. After 8 weeks all 8 were free of pain. After 8
weeks ulcer was completely healed in 6 and partially
healed in 2 cases. Anal papilla was eradicated completely
in 3 and partially in 2. Skin tag completely disappeared in
3 and had no effect in 2. Followup for 6 months showed
complete pain relief and ulcer healing in all except 3
cases.

DISCUSSION
Initial treatment of fissure-in-ano is conservative. Overall
relief of pain and healing of ulcer occur roughly in 30-86%
of cases' and in 20-30% cases, operation is perfiormed.
Cryosurgical treatment is minimally-invasive, easy to use
and effective with 73% success. Anal papilla and sentinel
pile are treated at the same time. It is thus concluded that
cryosurgery is simple safe and effective method of
treatment for chronic fissure-in-ano. It also treats the
associated pathologies at the same time, which gives
good patients' satisfaction.
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NEONATAL INTUSSUSCEPTION: A RARE ENTITY

ANWAR ARAIN, SYED RAEES TAQVI, TAYYABA BATOOL, M. ALl, NAIMA ZAMIR, TARIQ

HUSSAIN, JAMSHED AKHTAR, FARHAT MIRZA

ABSTRACT
Intussusception is a corrunon cause of intestinal obstruction in infancy. It
has been reported in pre-matures and during fetal life as well. Injull term
neonates it is a rare entity. In this case report we describe our experience of
management of a six days old male baby. Who turned out to be a case of
idiopathic ileoileal intussusception. As the gut was non viable, resection and
anastomosis were performed. Post operative recovery were uneventful.

KEY WORDS:- Intussusceptum; Neonate, Intestinal obstruction

INTRODUCTION
The reported incidence of intussusception in neonates
ranges between 0.3% - 1.3% in various studies'. Till 2003
only 35 cases of intussusception were reported in
prematures. It occurs more often in full terms than
prematures', More than 50% patients of Patriquin et al
had lead point in full term neonate". In this report we
describe a neonate with idiopathic variety of ileo-ileal
intussusception.

CASE REPORT
Our patient was a full term male baby born at a private
hospital. There was delayed cry followed by respiratory
distress. Following resuscitation baby was referred to
another facility for incubator care and possible ventilatory
support. Baby remained admitted to that facility and finally
referred to us with complaints of bilious vomiting and non
passage of meconium, at the age of six days. On
examination patient was lethargiC with abdominal
fullness. No mass was palpable. Per rectal examination
was unremarkable. X-ray abdomen was suggestive of
intestinal obstruction.We made a provisional diaqnosls of
intestinal obstruction due to bands or malrotation..
Following fluids and electrolyte correction baby was
operated upon. At laparotomy dilated loops of jejunum
and proximal ileum were found. A mass was felt that
turned out to be ileo-ileal intussusception (Fig. I). An
attempt was made at reduction, which was difficult.
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Following reduction patches of necrosis found on the gut
with gangrenous point of constriction ring. (Fig.II).
Resection and anastomosis was performed. No lead point
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found on cut section of specimen. Post operative recovery - REFERENCES
was uneventful and baby was discharged in a week time 1. Avansino JR, Bjerke S, Hendrickson M, Stelzner M,
in good condition. Sawin R. Clinical features and treatment outcome of

DISCUSSION
Intussusception in the first month of life is rare; however, it
should be considered a distinct clinical and pathologic
entity in patients with intestinal obstruction in this age
group. Ueki from Japan reported fourteen neonates
between June 1974 and January 2001 with
intussusception. Patients were divided into two groups
according to whether or not, signs were present on the
first day of life or not. All six patients in the group whose
signs were present on the first day of life also had
intestinal atresia or malrotation. Among patients whose
signs began less than 24 hours after birth, five of eight

. patients suffered hypoxia. They believe that hypoxic
events may play a crucial aetiologic role in the
pathogenesis of late-onset neonatal intussusception'. Our
patient also had hypoxic insult at birth. How it leads to
intussusception is the point to ponder.

Intussusception in its usual presentation in infancy, is
mostly idiopathic in nature. Beyond classical age group, it
is mostly secondary to some pathotoqy-, Usually neonatal
intussusception is secondary in nature but our patient did
not have any lead point. He did not show signs of intestinal
obstruction on initial days. Ultrasound and contrast enema
have been used as diagnostic and therapeutic modalities"
7.We did not have intussusception as differential diagnosis
and as patient was having intestinal obstruction
laparotomy was performed. The surgical procedure in our
patient was an easy task and so was the post operative
outcome. Learning from this experience we suggest that
intussusception should be included in differential
diagnosis on intestinal obstruction even in neonates.
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