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IMPORTANCE OF MONITORING OF TRAINING

it is now realized and accepted by all that the most essential component of making a surgeon
is standardized, objective oriented and competencies based training which shouid be
supervised, observed and recorded. The produce of the training should be performanced
based. supported by evidence.

Learning skills by Hit and trial method with no standardization and without any realization of
the results of techniques is out question.

It is also extremely essential {o look into the Ethical issues involved in training and teaching.
The rights of the patients must be protected at all cost. Hence direct supervision by trained
masters is essential. The master frainers are unfortunately extremely busy and are over
worked They are the ones who are sucked into administration, Planing and policy making by
the authorizes resulting in the tendency to ignore the direct supervision of training of the
trainees as it becomes very difficuit for them to priorities their schedule and manage time.
Monitoring though not very desirable and difficuit to implement should be mandatory. One
needs iot of coverage, planning, understanding and hard work to prepare the masters to
accept policing. But some one has to do this job convincingly and boldly, without any
compromise, because this is the only way to achieve the objective of providing the society with
reliable, confidant and good professionals who can deliver acceptable scientific health care.

The training should be monitored, performance based, competencies oriented, supported by
recorded evidence, documented, safe and scientific. To achieve the objective of providing best
possible heaith care 1o the society by properly qualified and trained doctors and specialists.
The authorities at all levels, government. universities and training institution must be aware of
the present day health care demands, issues and requirements of the societies and
communities, who will be the end users of these qualified professionals The whole senerio
should be first scientifically studied, assessed and evaiuated in the light of the cbjective of the
training. Strategies of achieving the objective should be planned and implemented making best
use the available resources and manpower.

The objectives shouid be attainable, plans workabie and sensible with the end results in mind
with a clear picture and map to work on and at no sfage ignoring the rules of monitoring
uncompromising, strict and action oriented. And with the proper monitoring perhaps we may
acquire the competency of providing our country good health care system.

ASADULLAH KHAN
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SURGERY FOR THE ASSAULT PATIENTS

TAHIR ALl

ABSTRACT:

One hundred ninety nine patients were included in this study of one year duration. There
were 177 males and 22 _fernales. The mean length of hospital stay of the 16 most seriously
injured patients (ISS scores of more than 15} was 7 days. The head was the principal area to
be injured. The head region sustained 132 injuries {41% of ail injuries} and four cranial
operations (3% of injuries to the head} were performed. The maxillofacial region required most
surgical operations. Twenty-three facial operations (39% of all operations) were performed.
The ratio between operations and injuries was highest for the lower limb and the lowest for
the cranium. There were 14 injuries to the lower extremity and 10 lower limb operations (72%
of injuries to lower limb) were performed. Fifty-three patients (26.6% of total) required
operations. There was one death of a woman of 88 years of age with an ISS score of 9 and
her death was largely due to post-operative complications.

KEY WORDS: Assault, Surgery, Complications.

INTRODUCTION
Injuries may be characterized in terms of soft tissue and
bony injuries. Bruises, contusions, ecchymosis,

haematomas and lacerations can occur anywhere but
commonly involve the face in the UK assault, as do
fractures.*® studies carried-out in Britain have shown that
approximately two-thirds of all lacerations and slightly less
than two thirds of all haematomas after assault affect the
face. The second most common site of injury in assault in
Britain appears to be the upper limb, probably because
many victims struck their assailant and injured their hands
by doing so. Less frequent are chest and other head and
neck injuries. The least affected area is the abdomen,.

Inter-personal violence is perhaps the most common
cause of fractures of facial skeleton in Western Europe ™.
The most common fractures are nasal fractures, followed
by mandibular and zygomatic fractures . Le Fort pattern
fractures are rarely seen.”

Because there have been no published studies
concering injuries and operations in assault patients
admitted to hospital in Britain, the aim of this study was:
To characterize the injuries sustained by the in-patients in
terms of anatomical regicn and operation rate.
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PATIENTS AND METHODS

In this study, in-patient records in relation to all assault
patients who altended the Bristol Royal Infirmary (BRI)
between 1*January 1989 and 31* December 1989 were
scrutinized, The hospital has the sole A & E depariment
serving central and south Bristol, and a large rural area to
the south of the city.

Number of assault patients who were admitted within 24
hours of injury were recorded by gender, severity of injury,
date of admission and discharge, date of birth, diagnosis
and operation(s) required. Number of patients with 185
scores of more than 15 were identified and ths
information about this particular group are presented
separately in view of the fact that care in a specialized
frauma unit has been recommended for this group of
patients,'*™

injuries and number of operations performed to repair
each hody region were calculated. In this study, to simplify
the relationship between injuries affecting particular body
regions and operations performed in each body region,
injuries were recorded as one injury per body region in
cases where one body region sustained multiple injuries.
For example, if a patient’s injuries included facial
lacerations, facial haematomas, a fracture of the
mandible and a fracture of neck of fernur, only one injury
of the face and one injury of the lower extremity were
recorded. Body regions were divided according to the
Abbreviated Injury Scale method.” An operation was
defined as a surgical procedure carried out under general
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anaesthesia. However, operations were identified in this
study as they were recorded for the Major Trauma
Outcome Study {(MTOS).

RESULTS

The head region sustained 132 injuries (41% of all
inuries) but only four cranial operations (for 3% of injuries
to the head) were performed. The face sustained 100
injuries {31% of all injuries) and 23 facial operations {39%
of all operations) were performed. No neck injuries
occurred. There were three spinal injuries (0.9% of all
injuries) and no spinal operations were performed. Fifteen
abdominal injuries (4.6% of all injuries) were recorded
and six abdominal operations were performed {10% of all
operations; 40% of abdominal injuries required operative
intervention). The upper extremity sustained 30 injuries
{9.3% of all injuries), and 14 operations were performed
{23% of all operations;47% of injuries of the arm and hand
required operative intervention}. There were 14 injuries of

NUMBER OF INJURIES IN IN-PATIENTS BY

BODY REGION AND OPERATION

Number of

Number of

Injuries (%) Operations (%}
Head 132 (40.9) 47
Face 100 {30.9) 23 (39}
Neck G 0
Thorax 24 (7.4) 1(2)
Abdomen 15 (4.8) 6(10)
Spine 319.3) 14 (23}
Upper Extremity 30 (9.3) 14 (23)
Lower Extremity 14 (4.4} 10(17)
Exterfial Bums efc. 5(1.8) 12}
Total ’ 323(100) 59(100}

TABLE-Hl

the lower extremity (4.4% o fall injuries) and 10 lower limb
operations were performed (17% of all operations.72% of
injuries of the lower exiremity required operatlive
intervention). There were five other injuries {(1.6% ot all
injuries) including burns and contusions, and one
operation was carried out for burns at the local burns unit.
Fifty-three patients (26.6% of tolal) needed operations
and four patients needed more than one operation.
{Table-)

Among the 16 patienis who had 1SS scores of more than
15, five patients did not require surgical intervention.
About 50% of severely injured patients {(ISS scores of
more than 15) had severe injuries to the head region.
Only three patients required management in the intensive
Therapy Unit and their mean hospital stay was 7 days
{Tabie-11}.

There was one death recorded of a woman aged 88 years
who had an ISS score of 9 following blunt trauma. A
fracture of neck of femur and fracture of radius were
found.

DISCUSSION

There were only 16 patienis with an 1SS score of more
than 15. One study carried out in the UK suggested that
only about 4% of trauma patients who are admitied to
hospital have 1SS scores of more than 15" These results
confirm that few patients will need care in any dedicated
trauma care unit with ISS scores of more than 15.

The difference in mean length of stay hetween patients
with intentional injuries and patients with road related
injurtes is clear. Mean hospital stay of patients with severe

GHARACTERISTICS OF ADMITTED ASSAULT PATIENTS WITH INJURY

SEVERITY SCORES OF MORE THAN 15

8.No. ISS Scores Gender Type of injury Hospital Days iTU Days Body region affected
1. 12 35 M 8 2 : Abdomen .
2. 17 21 M 8 “ - Head"
3. 17 24 M .10 - Fage
4 17 . 26 M S8 - Head = |
5, 17 40 M T e " Lower Extremity
8. 17 .74 Mo T Ledes Headt e Lo
7. 18 16 M. T8 5 Lower Extremity T
8. 22 M 28 - *Upper Extramity, -
9. Fo 5"

8 M
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road related injuries (1SS score range 15-24} has been
found to be 45.7 days (17) and in this study, mean length
of in-patient stay was only 7 days for those with similar
1SS scores (range: 16-29).

Surprisingly, in this study, there were no neck injuries,
while the head was the most frequent site of injuries
overall. The low number of operations carried out on the
head suggests that nearly alf head injuries were
comparatively minor and therefore that surgery was not
indicated. One out of the total of four operations carried
out on the head was simple suturing of an extensive
laceration. The remaining three cranial operations, which
were all performed on patients with 1SS scores of more
than 15, comprised repair of cerebral laceration, elevation
of fractured skull and evacuation of extradural
haematoma. Nearly all patients with head injuries and
ahout 75% of patients did not require any operation to any
region, the most Important reason for admission in this
-series was observation. The indications for admission
after head injury are 1%.

1) Any degree of depression of level of consciousness on
examination

2) Skull fracture

3} Focal neurological signs

4) Persistent headache and vomiting

5) Other medical conditions such as anticoagulant
therapy or hemophilia.

6} Uncertainty about the degree of alcohol intoxication

7) Absence of responsibie relatives or friends at home.

The comparatively large number of maxillofacial
operations confirms that the face was more susceptible o
debilitating and deforming injuries than the cranium.
Frequent injuries comprised fractures of the mandibie,
zygoma, nose or orbit, whether alone or in combination. it
may be that assailants select the face as the main target
area because it is more vuinerable, and select the rest of
the head less often. A more likely explanation is that the
face is comparatively much more fragile, and not able o
withstand forces, except those brought about by
mastication. These results show that proportionately more
limb operations were performed on patlients with 1SS
scores of less than 16. The same was true for the
maxiliofacial region where most of the operations were
performed on less severely injured patients, Only a few
patients who sustained injuries to the lower limb did not
require an operation.

it was interesting to note that all of the patients who
roquired abdominal operations were injured by a
penetrating weapon, and it is also interesting o note that
only one out of six abdominal operations was performed
for a patient who had an I8S score of less than 16. One
patient required two operations. This reflects that the

abdomen is comparatively more vulnerable to penetrating
injury and an operation is usually necessary. Conversely,
serious head injuries are more likely to be due to blunt
injuries.

Injury Severity Scores (185) have been found to correlate
beiter with mortality than AlS scores, and an ISS score of
18 or more is predictive of 10% mortality.” The only
patient in this serles who died had an 1SS score of only 9,
but death was primarily due to bronchopneumonia and
osteoporosis. increased bone fragility is an established
indirect cause of premature death, where fractures are
more likely, particularly in women. Deaths among the
most severely intentionally injured patients in Britain are
rare, as evidenced by this study and by WHO statistics on
homicide. Cause of death includes not only the injuries
themselves, but also postoperative problems.
Nevertheless, the one patient in this series who died had
a fracture of neck of femur and a fracture of the radius and
illustrates why they mortality rate due to fracture of neck
of temur has been reported as approximately 20%."

CONCLUSIONS

1. Among these in-patients, head injuries were the most
frequent.

2. Surgical intervention was necessary most often in the
marxiliofacial region

3. The rate of surgical intervention was highest for lower
limb injuries and lowest for head injuries.

4. Morality was very low in in-pafients whose injuries
were intentional.
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EFFECTS OF DIAZEPAM AND PROMETHA-
ZINE ON UTERINE CONTRACTIONS
INDUCED BY PROSTAGLANDIN E, (PGE))

SIBGHATULLAH SANGI, KAUSAR AAMIR, JAMAL ARA, SAEED A MAHAR

ABSTRACT:

This study was conducted at Basic Medical Sciences Institute, Jinnah Post Graduate Medical
Center, Karachi. It was done to observe the inthibitory effects of diazepam and promethazine,
on uterine contractions induced by prostaglandin Eq (PGEs). The drug interaction, in vitro,

proved that both diazepam and promethazine are tocolytic in vitro.

KEY WORDS: Diazepam, Promethazine, Prostaglandin Eo (PGE o), Tocolysis.

INTRODUCTION

Pregnancy is a physiological process which
encompasses implantation of embryo in the womb, after
fertilization in the fallopian tubes. It continues for about 37
calendar weeks i.e. from conception to parturition.'
During this period several changes occur in the maternal
anatomy and physiology like increase in ACTH, cortisol,
angiotensin and aldosterone levels.® All these changes
cause increase in blood volume leading to increase in pre
and after cardiac load giving rise to hypertension.® K
hypertension is left untreated in pregnancy convulsions
may develop along with proteinuria and edema. The
condition is then termed as eclampsia. It has been
estimated that world wide approximately 50000 women
die each year from eclampsia.’ Eclampsia Is most
common in the iast trimester and becomes increasingly
more frequent as term approaches®.

Termination of pregnancy is nowadays brought about by
use of PGE:2 pessaries® PGE: pessaries are preferred for
their less side effects than systemic side effects of oxytocin
and to avoid complications of anaesthesia in caesarean
section. The plasma half life of most prostaglandins in the
circulation is about two minutes. The prostaglandin
specific enzymes metabelise PGE: are present in high
concentration in the lung, and 95% of PGE:z or PGF: is
inactivated on first passage.” there are thres sub groups of
receptors for PGE: termed EPy, EPz and EPs.

By acting at EPs receptors, it causes contraction of
intestinal smooth muscle, inhibition of gastric acid

------------------- BB E R B P TRNERR N
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secretion, increased gastric mucus secretion, inhibition
of lipolysis, inhibition of autonomic neurotransmitter
release and stimulation of contraction of pregnant
uterus®.

Anticonvulsants used in eclampsia worldwide are
magnesium sulphate, diazepam and phenytoin of which
diazepam is the most common anticonvulsant being
used world wide®. Diazepam is used alone or in
combination with promethazine. Half life of diazepam
parent compound is 20-40 hours, active compounds are
desmethyl diazepam, oxazepam and temazepam and
half life of metabolites is 60 hours. Overall duration of
action is long i.e. 29-48 hours™. It acts by opening the
GABA mediated chioride ion channel opening™.

Promethazine is one of the important members of
phenothiazine group. These are usually considered as
first generation antihistamines. Promethazine blocks D1,
D2, adrenginc, Hy muscarinic, ACH and 5 HT 2
receptors. Its duration of action is 4-6 hours following a
single dose™.

The purpose of the study was to evaluats the extent to
which anticonvulsants affect the myometrial contractions
produced by Prostaglandin E;, used commonly for
induction of iabour.

MATERIAL & METHODS

Twenty four full term pregnant albino rats of Sprague
Dawlay strain were used In the present study. They were
supplied by the animai house of Jinnah Postgraduate
Medical Center Karachi.
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Drugs used were

1. Prestaglandin Ez solution (Sigma)

2. Injection valium {Diazepam, Roche)

3. Injection Phenergan (Promethazine, Rhone-Poulanc
Rorer)

DedJalon's solution was used as a nutrient fluid for uterine
tissue for tracing on polygraph machine.

A full term pregnant ral {between day 22-25) was killed by
blow on the head. The abdomen was opened by midline
incision and intestine placed on one side. Fetus removed
and uterus was freed from its ligaments and fat. The
whole uterus was then transferred to petridish containing
oxygenated De-Jalon's solution. A piece of about 25mm
was cut from the middle portion of one horn of uterus.
One end of the tissue was attached with the hooked lower
end of the glass rod by means of thread, while the other
end of the lissue was attached !0 the forced dispiacement
transducer connected to the polygraph and was subjected
to the tension of 0.5 gram. The nutrient solution was
oxygenated (95% oxygen and 5% carbondioxids).
Temperature of organ bath was maintained by thermostat

at 37°C. The pH of bath fiuid was maintained at 7.4. The
tissue was aliowed to equilibrate in the organ bath for half
an hour, till the activity became reasonably stable. The
tissue, which showed irregularities in its activity was
discarded™.

METHODOLOGY OF EACH EXPERIMENT

1. In first group, after mounting the tissue in organ bath, it
was left for half an hour to equilibrate. Then normal
coniractile response of isolated ripened uterine
preparations was recorded for 15 minutes. This was
taken as controt group.

2. in 2" group different dilution of PGE: was used . The

concentration which gave maximum response came out
to be 1mg/ml. It was faken as standard dose and was
used in turther study.

3. Six animals were pre treated with diazepam 1.5mg
intraperitoneally. After two hours it was sacrificed, uterus
was removed, both horns were exposed individuaily to
PGE-: and effects were recorded on the graph paper.

4. Six animals were pretreated with promethazine 3mg
Intraperitoneally. After two hours it was sacrificed,
uterus removed, both homs exposed individually to
PGE- and effects were recorded on graph paper.

5. Diazepam 1.5mg plus promethazine 3mg were injected
intraperitoneally. After two hours animal was sacrificed,
uterus isolated and exposed to PGE. Effects were

recorded on the graph paper. Readings were recorded
on the above mentioned pattern.

RESULTS
1. Effect of 1 mg/mi PGEz2 on isolated rpened uterine
preparation of rat.

CONTROL GROUP

A) Rate of spontaneous contractions of 15 minutes was
recorded. Six experiments were performed. The mean
value of spontanecus contraction was 6.5{0.22), after
exposure to PGE: 1 mg/ml, mean value was increased

to 10(0.25). This difference was statistically highly
significant.

B) The amplitude of contraction was measured in
" centimeters (cms). It showed a rise in the height as
compared with the control. The mean value of control
was 3.45(0.05.) After exposure to PGE: 1 mg/m|, the
height rose 10 a mean value of 4.4{0.07). This
difference was statistically highly significant (P<0.001).

Total Twenty-four experiments were performed for this
study. 1 mg/mi of PGEz caused a 21.6% (P < 0.001)
rise in amplitude and 34.96% (P < 0.001) increase in
the rate of contractions of a full term pregnant isolated
uterus.

in tissue pre-treated with diazepam 1.5 mg, 1 mg/mi
PGE?2 increased the rate of contractions to 10.92% (P
< 0.001) and raised the amplitude by 5.6% (P < 0.001).

in the isolated uterus of a rat pretreated with
promethazine 3 mg, PGE: 1 mg/mi caused an increase

of 7.18% (P < 0.001) in rate of contractions and
13.45% (P < 0.001) raise in amplitude of contractions.

| mg/ml of PGE: increased the rate of contractions to

23.67% {P < 0.001) and amplitude of contractions to
20.33% (P < 0.001). ;

in the group pre-treated with diazepam 1.5mg and
promethazine 3mg, PGE: caused an increase of

20.33% (P < 0.001), and 23.67% (P < 0.001) in
amplitude and rate of contractions respectively.

This study shows that promethazine was more
inhibitory than diazepam by a factor of 45.59% and
53.50% in rate and amplitude of contractions
respectively,

TABLE-1 EFFECTS OF PGE, (1 mg/ml} ON THE AMPLITUDE
GF CONTRACTIONS ON ISGLATED UTERINE

MUSCLUATURE OF RAT

. .Amplitude of contractions incm Percentage

Controi  PGE, P value (%)

Mean 345 = 4.

S0 018
- #0005
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TABLE-II EFFECTS OF P&E; {1 mg/ml) ON RATE OF

CONTRACTION ON ISOLATED UTERINE

MUSCULATURE OF RAT

—_ Percentage
Control PGEg P value {%)
Mean 6.5 1.0
sD 0.54 0.63 10.50 34.96%p
+0.22 + 0.25
(6} (6) <0.001

Each value represents mean of lotal observations.

8D = Standard deviation

+ Represents Standard error.

Figures in parenthesls indicate the number of observations.
P vaiue between control and PGEp

TABLE-ll  EFFECTS OF PGE, (1 mg/mi) ON THE AMPLITUDE OF
CONTRACTIONS ON ISOLATED RIPENED UTERINE
MUSCULATURE OF RAT PRETREATED

WITH DIAZEPAM (1.5 mg)

" __Amplitude of contractions Inem___ Percentage

Diazepam_m I PGEQ— o P value (%)

sD 008 0.08 11.31 5.60%A
+0.01 +0.01
<(.001

EFFECTS OF PGE, (1 mg/mi) ON THE RATE OF
CONTRACTIONS ON ISCLATED RIPENED
UTERINE MUSCULATURE OF RAT PRETREATED
WITH DIAZEPAM {1.5 mg)

- Percentage
P value {9}

e Bate of conteactions
Control PGE,

Mean 8.16 9.16
SD 1.16 1.16 3.72 10.92%A
+0.19 + 0179
(6} . {6} <0.001

Each vaiue represenis mean of total observations.

S0 = Standard deviation

+ reprasents Standard error.

Figures in parenthesis indicale the number of observations.
P value between control and PGE,

TABLE-V

EFFECTS OF PGE, (1 ma/mi) ON THE AMPLITUDE GF
CONTRACTIONS ON iSOLATED RIPENED UTERINE
MUSCULATURE OF RAT PRETREATED

WITH PROMETHAZINE {3 mg)

... Amplitude of contractions incm Percentage

Promethazine PGE, P vaiue {%}
Mean _'2.15 29 ) : .
sb. 0.17 0.14 ' 13.78 st 13.45%p
1002 £002 . T
8 (6) <0.00t

EFFECTS OF PGE; {1 mg/ml) OGN THE RATE GF

CONTRACTIONS ON ISOLATED RIPENED UTERINE
MUSGULATURE OF RAT PRETREATED

WITH PROMETHAZINE {3 my)

e 1080 Of poniractions Percentage
Promethazine PGEy P value {%)

Mean 98.66 9.33
sD 1.21 4147 0.93 7.18%4
+ 0.20 +0.69
{6} {6} <0.001

Each value represents mean of total observations.

S0 = Standard deviation

+ represents Standard error.

Figures in parenthesis indicate the number of observations.
P vaiue betwesn control and PGE»

TABLE-VI FFECTS OF PGE, (1 mg/mi} ON THE AMPLITUDE OF
CONTRACTIONS ON ISOLATED RIPENED UTERINE
MUSCULATURE OF RAT PRETREATED WiTH

DIAZEPAM (1.5 mg) AND PROMETHAZINE {3 my)

_____Amplitude of contractions inem Percentage
DHazepam PGE, P value %)}

Promethazine

Mean 2.43

3.05 .
sb 0.08 0.108 43.84 20.33%A
+ 0.01 +0.01 :
(6} (8) <0.001%

EFFEGTS OF PGE; {1 mg/ml) GN THE RATE OF

CONTRACTIONS GN ISOLATED RIPENED UTERINE
MUSCULATURE OF RAT PRETREATED WiTH
DIAZEPAM (1.5 mg} AND PROMETHAZINE (3 mg)

Percentage
%)

Mean 7.16- 9.38
sD 1.16 147 48,72 23.67%
+ 0.19 +0.24
{6 : {6} <0.001

Each value represents mean of tofal observations.

5D = Standard deviation

+ represents Standard error.

Figures in parenthesis indicate the number of observations.
P value between control and PGE,

COMPARISON OF DIFFERENT DRUGS WITH THE
CONTROL ON THE RATE OF CONTRAETICGN OF
ISOLATED RIPENED UTERINE MUSCULATURE OF RAT

Control PGE; Diazepam  Promethazine Diazepam 1.5 mg/mi +
{1mgimb} {1.5 mg/mh) {3 mg/mi} Promethazine 3 mg/mi
650 . 10,09 8.16 8.66 7.18
£022 $025 £019 £020 £048. o
® (si"__ e e e
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COMPARISON GF DIFFERENT DRUGS WiTH THE
GONTROL OM THE AMPLITUDE OF CONTRACTION GF

ISOLATED RIPENED UTERINE MUSCULATURE GF RAT

PGE; Diazepam  Promethazine Diazepam 1.5 mo/ml +

{tmg/md} (1.5 mg/ml) (3 mgiml) Promethazine 3 magimi
3.45 4.40 270 2.51 2.43 -3
£005  £007  +0.01 £0.02 +0.01

6 {6} © () {6)

Each value represents mean of total observations.

= tepresents Standard error.

Figures in parenthesis indicate the number of observations.
P1 value between control and PGE»

P2 value between PGE» and Diazepam.

F3 value between PGE and Promethazine.

P4 value betwaen PGEp and Diazepam + Promethazine

DISCUSSION

A great majority of neonatal and maternal deaths occur
due to complications of pregnancy. The mortality rate can
be reduced by adequate antenatal care with active
treatment of factors that predispose to complications like
eclampsia. The process of inhibition of myometrial
contraction is termed as tocolysis. Many drugs have
tocolytic effects like B-receptor agonists ritodrine,
terbutaline and salbutamol. Other {ocolytics include
magnesium sulfate, caicium channel blockers, sedatives,
nitric oxide, etc®. Diazepam is a centrally acting inhibitory
drugs in animals. Peripheral benzodiazepine receptors
are also found in esophagus, heart, intestine and urinary
biadder where it produces decrease in heart rate®,
retention of urine, constipation, and relaxation of
esophagus. Promethazine belongs to phenothiazine
group. It has wide variety of actions like antimotion
sickness effect, antipsychotic effect and anticholinergic
effect etc.

Diazepam and promethazine are widely used in obstetric

practice, but no data is available about their effects on

uterine muscle. Results of this study show that the uterine

contractions induced by PGE,; are significantly reduced by
_diazepam and promethazine.

CONCLUSIONS
Having different mode of actions from PGE,, the reduction

in number of contractions as well as in amplitude of
contractions gives clue that both diazepam as welt as
promethazine are tocolytic in rats. However, the results of

.....

this study should be verified before concluding that these
drugs may also affect uterine contractions in humans too.
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VESICOVAGINAL FISTULAE:
A SURGICAL OUTCOME

RAFIA BALOCH, HAFEEZULLAH, MALIK JALBANI, RAJIB DENARI

ABSTRACT:

The aim of this study was to know sociodemnographic data and causes of failure of
surgleal procedure for vesico vagina fistulae so that a better methodology be applied to
improve the results. This study was conducted at Shaikh Zayed Womnen Hospital,
{Gynaecology and Obstetrics Departinent} Chandka Medical College, Larkana from May 1997
to May 2002 Seventy patients of vesicovaginal fistida (VVF) were managed in 5 years.
Patients with stress incontinence, urgency and over flow incontinence were excluded. The age,
parity, duration of fistula, causes of fistula, size, site of fistula, route of operation, type of
operation, duration of operation, blood loss and results of surgery were recorded.

The total admissions with gynaecological ailment were 4768 in five years. The relative
Jrequency of VVF cases was 1.4%. The mean age was 34.6 years {Range 17-60 years). The
mean parity was 5 (Range 1-21]. Fifty-four cases reported within 1-2 years time (Range 3
months to 20 years). In Fifty-one cases {72.8 %} delivery took place at home.

Most common sife was midvagina 58.57 % (41 cases). Fifty-four cases {91.42 %]} were obstetric
fistulae caused by prolonged and obstructed labour. Sixty-four cases (91.4 %) were operated
vaginally. Success rate was 85.5 % (6Q cases].

Vesicovaginal fistula is a common health problem of developing countries caused by
obstructed labour. Vaginal approach, utilizing basic surgical principles is simple and easy

technigue with better results,

KEY WORDS: Vesicovaginal fistula, Obstructed labour, Surgical outcome.

INTRODUCTION _

Obstetric complications are as old as human birth. Among
the most catastrophic of obstetric complications is the
development of a vesicovaginal fistufae from prolonged
obsifructed labour. In developing countries it occurs in 1-3
/ 1000 deliveries *2.

The fistulae that do occur in the Europe and the United
States today are almost always the result of malignancy,
radiation therapy or as a result of compiication surgical
procedure 2. Across the world, an estimated two million
women suffer from this condition. VVF is commonly seen
in Africa and Northemn Asia. Many factors contribute to this
situation. In Africa along with Inadequate midwifery
services, early marriage, teenage pregnancy and tradition
of female circumcision that reduces size of introitus are
-contributing factors .

sedstbttdsbsbdoNenaesncannsenn suew
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Thompson® has reported that Jhonfatio performed 1+
successful repair in 1675 and Q' Connor & cited the work
of Sims, father of Gynaecology who performed 1+
successful repalr  in 1849 on a patient who has
undergone twenty nine previous failed attempts. The
management of vesicovaginal fistulae remains a source
of debate despite of exfensive literature on the subject.

Recent advancement in surgical technology for repair of
traumatic and post irradiation fistulae include Noval
technique’, transurethral coagulation®, fibrin glue®,
transurethral cystography” by new generation needle
driver technology, sliding layer method" and endoscopic
ND-YAG iaser fulguration™,

Obstetric fistulae are best managed at center of
excellence® by basic rules of fistulae repair viz. good
exposure, dissection that allows adequate mobilization
and tension free closure and utilization of intracperative
ureteric catheterization and Martius graft in majority of
cases. ’
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This study was mainly carried out to know surgical
outcome by utilization of basic surgical principles and
meticulous postoperative care.

PATIENTS AND METHODS

Shaikh Zayed Women Hospital Is a tertiary care 200
beded Gynaecology & Obstetric unit of Chandka Medical
College Hospital, Larkana receiving patients from upper
Sindh and part of upper Baluchistan. The fotal gynae.
admissions in five years were 4768, Seventy cases of
vesicovaginal fistulae admitted were analysed
prospectively from May1997 to May 2002. The surgery
was carried out at ieast three months after i{s formation or
previous failed altempts at repair. A detailed history was
obtained to know sociodemographic features, duration of
fistulae, cause of fistulae, previous attempts, duration of
labour and associated medical and surgical history etc.
Thorough clinical examination was done to assess size,
site, vaginal condition and associated rectovaginal
fistulae. Preoperative work up included x-ray KUB to
exclude urinary calculi. Intravenous urography was done
in only two cases of ursteric fistulae. Cystoscopy was
done in 37 cases to assess exact size, site and
relationship with ureters in large fistulae. Every patient
was also examined in theatre in lithotomy position before
surgery to assess the surgical approach, its difficulties
and associated infection. Patient were given light diet one
day prior to operation. Bowel was prepared if associated
rectovaginal fistula was present. Patients were reassured
and written informed consent was taken. Spinal
anaesthesia was given in majority of cases 91.4 % {64)
cases. Palient were, operated in exaggerated lithotomy
position. Prophylactic antibiotics were given. Apart from
all instruments for operation additionally ureteric probe,
ureteric catheters No. 5 & & were arranged for each case,

Awards weighted speculum, Thorek sharply curved
scissors and Fischers strong J- shaped needie presence
were ensured. In sbdy four cases {91.4 %), operations
were done vaginally. In six cases {8.6 %) operations were
done along with urologist via abdominal approach. Among
these six cases, four cases were of high vesicovaginal
fistulae and two cases were of ureteric “fistulae. Surgical
exposure in patients with narrowing of introitus was
improved with Schuchardt releasing incisions ( which
resembles an aggressive mediolateral episiotomy ) in
three cases. Division of fibrous bands were done in 14
cases. A foley catheter was introduced through fistulous
hole and balicon was inflated for traction purpose in some
cases.

A circumferential incision was made around the fistulous
tract and wide mobilization of flaps was done. The fibrous

edges of fistulae were excised. Ureteric catheters were

passed in 21 cases having large fistulae. Fistulae were
closed in two layers by interrupted inverted sutures with

2/0 vicyrt with J shaped needie without penetrating the
mucosa of bladder. Vaginal mucosa was closed with O/0
vicyrt interrupted everted sutures fransversely. Vaginal
packing was done for 24 hours. In majority of cases
urethral catheter was kept for two weeks, and ureteric
catheter for one week. Antibiotics were continued till
catheter was in. Patient was allowed liquid diet with plenty
of water 1o ensure free urinary drainage. Patients were
not allowed to move for two weeks il catheter was in.
Hygiene and nutritional care was done adequately.
Patients were examined in theatre after 2 weeks. If stiich
line was alright and dye test negative, then catheter was
removed without clamping. in case of little leakage
catheter was kept further for 3 to 6 weeks. Patients were
advised o pass wrine frequently after removal of catheter,
Importance of antenatal care and subsequent Caesarean
section for next pregnancy was emphasized. Sexual
intercourse was avoided for at least three months, in most
of cases, surgery was done postmenses, if they star
menstruating, menses were stopped by primolut N
tablets. Discharge card was issued with full notes and
future plan.

RESULTS

The mean age of patients was 34. 6 years (Range 17-60
years) in sixty-four cases (81.42 %) cause was
obstructed labour. Duration of labour was more than 72
hours in 80 % (42 cases) Fifty-four cases (77.13%)
reported within 1-2 years (Range 3 months to 20 years).
Fifty cases {72.8%) were delivered at home. One case
was having vesicovaginal fishua since 20 years due to
obstructed labour. Two cases were hypertensive, two °
were diabetics, one with hypothyroidism, two cases had
neuropathy and one case was of massive deformities of
legs due o postpolio deformity. In past surgical history
four had Caesarean hysterectomies, five had
gynaecological hystarectomies, one had cystolithotomy,
one had renal surgery, one underwent litholripsy, one
case was of RVF repair in past and colostomy done in
three cases. Fourteen cases had secondary amenorrhea,
five were menopausal, others had normal menses.

Most common site of fistula was midvagina in 41 cases
{58.57%). Fifty three fistulae {75.8%) were more than 2cm
in size {Range 0.5 to 7 cm). Vaginal scarring was present
in eighteen cases (25.71%). In five cases (7.1%)
combined vesicovaginal and rectal fistula were present.
Along with repair other operations were also done (Table
1). In sixty eight cases (97.14 %) it was first attempt,
while in one case second attempt and in one case third
attempt. Duration of operation ranged from 1-4 hours.
Blood joss was about 100-300ml. Blood transfusion was
not required in any case. Urethral catheter was retained
for 2 weeks in thirty-two (45.71%) cases (Range 2-6
weeks). Better result were obtained in 85.5 % (60 cases)
in ten cases of failure, size of fistula was too much

Joumna! of Surgery Pakistan {international) Vol. 8 (1) January - March, 2003 11




Vesicovaginal fistulae: A surgicai outcome

reduced with minimal incontinence. They were called for
second attempt but they did not return. In postoperative
follow up mild to moderate stress incontinence was aiso
reported. They were advised perineal floor exercises. One
case of hypothyroidism developed distension of abdomen
and paralytic ileus. She became alright after increasing
dose of thyroxine.

ABL£ i ADDITIONAL SURGIGAL ?RQCEDUR

Additional procedure with VWF’ Tepair (n=70) .. No.
Rectovaginal fistulae repair o 5 -
‘Cystolithotomy ' I _ 3
Vaginal hysterectomy . R .
Division of -dense fibrous vag:naf banés el 14
Ureteric reempéantatson I
DISCUSSION

in this study, fistula patients were some what older and of
high parity than reported from Nigeria™, although in most
studies it is relatively common in young primiparag®®", in
majority of these cases the cause was obstructed labour
as reporfed by other studies from developing
countries'4", Midvaginal vesicovaginal fistulae were the
most common site in our study as reported from other
developing countries**. However in developed countries
common sites were ureteric and vault of vagina®.

Preoperative cystoscopy was done in 37 cases. There
was difficulty in doing cystoscopy due to large hole in
bladder, and also it did not offer any extra information.
Cystoscopy is necessary only in ureteric fistulae.
Cystoscopy is needed during major gynaecological
surgery for detection of urinary fract injuries and to
prevent subsequent fistula formation'*. Preoperative
hormones were not used as majority of cases were
young. However selected number of patients wouid
benefit from taking oral contraceptive pills in double dose,
starting 2 weeks preoperatively and continuing for 2
weeks postoperatively”. In our series operation was done
three months after fistulae formation as recommended by
most studies*™. This aliows good blood supply and
eradicates infection. However traumatic fistulae can be
repaired successfully by early intervention™® In our
series common route of surgery was vaginal. Usually
gynaecologist favour vaginal approach due fo iis
familarity'2™ while urologist and general surgeons favour
abdominal route®#. Vaginal route has an added
advantage of being easy, direct and avoid abdominal
incisions thus reducing postoperative morbidity. Recently
anterior sagittal transrectal approach is described in
children in sub symphyseal fistula as reported by
Domini®. In our series 2 cases were done abdominally
due to ureteric fistulae and 4 cases of high vesicovaginal
fistulae. Out of four high VVF, only one case showed
better results. High failure rate could be due to difficult

fistulae. Although trial of vaginal approach with wide
episiotomies might have increased success rate as
reported by other studies™. Regarding surgical technigue,
controversy exists whether to excise fistulous tract or
freshen the edges. In our series fistulous tract edges were
excised in all cases as reported by Sims. However
Lawson opposes excision of fistulous tissues™ He
favoured freshening fistulous tract without excising R. In
our series no graft was used.

A variety of tissues can be interposed between bladder
and vagina for closure such as Martius graft of fibrofatty
tissues®, gacilis muscle®®, omentum®#, free bladder
mucosal autograft”, and pedicied flap of vaginal wall as
reported by Hurley and Prerite®, In three cases vesical
calcuius were simultaneously removed. Two cases were
cured, one case of high VVF and vesical calculus failed.
Although in some studies” the removal of stone
especially associated with infection followed by VVF
repair after 2-3 weeks Is recommended. In our- series
there was small stone without signs of infection. The
stone was removed through the fistulous hole. Large
stone especially non crushable shouid be removed
ahdominally prior to repair”® . In our series VVF and RVF
were repaired in the same session as recommended by
most studieg*'72,

Preliminaty colostomy in RVF patients was done in three
cases owt of five. Four cases were cured. In one case
RVF healed but VVF failed because of large fistula.
Antibiotics were continued till catheter was in. However
prolong use of antibiolics is again debatable. In some
studies the recommendation is to culture urine specimen
directly collected from bladder in small fistulae or from
ureteric catheter in large fistulae intraoperatively®,

in our series few cases had mild to moderate stress
incontinence and were cured conservatively. However
more research work is required regarding role of
bulbocavernosus graft, on to the abdominal muscies, on
fo the symphysis pubis or on to the pubococcygeous
muscle for prevention of postoperative stress
incontinence"’. In our series success was 85.5%. Success
was 89.6% in vaginal route and 50% via abdominal route.
Success as high as 83 to 96 % is also reported*"®. The
causes of failure were reviewed carefully. Following were
main underlying factors, dense scarring in five cases,
urethral stricture in three cases, long duration of fistulae in
six cases, previous failed attempt in one case, associated
medical disorders, in five cases, combined fistula in one
case.

CONCLUSIONS

The vaginal route utilizing good exposure, wide
mobilization of tissues, tension free water tight closure of
bladder is a simple, easy, safe, effective and more
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physiological in majority of cases than other trans
abdominal techniques. Meticulous postoperative care and
continuous bladder drainage are key to success. However
further efforts are needed to improve success rate and
also assess effect of Martius graft especially in urethral
and midvaginal fistulae as reported from center of
excellence’.
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CORRELATION OF CT SCAN AND
HISTOPATHOLOGY IN BRAIN TUMOURS

MALIK MUHAMMAD KHALID

ABSTRACT:

The objective of this study was to determine the preoperative diagnostic accuracy of CT Scan
in brain tumours and compare it with post- operative histopathology results. This study was
conducted at PNS Shifa Naval Hospital Karachi over a period of four years from December
1995 to December 1999. A total of 100 patients were included who underwent computed
tomography (CT) scan for suspected brain tumours. Selection criteria included those single
intracranial masses labeled as brain tumour on the basis of thelr CT features. Multiple lesions
were excluded. The patients’ age ranged from 13-85 years, mean age 43 years with male to
Jemale ratic 2:1 The comumon clinical presentations were headache, diplopta, setzures,
personality changes, vertigo, vomiting and progressive neurological deficit. The results of our
study revealed that out of hundred cases gliomas were 48, meningiomas 25, pituitary
adenomas 12, craniopharyngiomas 6, pineal region tumours 4, acoustic neuromas 3 and
choroid plexus papillorna 2. The diagnostic accuracy of CT scan was found to be 83% on
average, when correlated with histopathology.

KEY WORDS: Brain tumours, CT scan, Histopathology

INTRODUCTION

The advancement in neurcimaging brought about by
computed tomography (CT) scan is considered by some
as the greatest step forward in the century old history of
radiology. after the discovery of x-rays by Roentgen in
1885 *2, Before the advent of CT in 1972, reliable and
accurate confirmation of presence or absence of brain
tumours involved use of invasive diagnostic procedures,
such as pnaumoencephalography, cerebral angiography
and varicus other studies. All these techniques carried
considerabie degree of morbidity and mortality**®. CT has
replaced these invasive studies because it can accurately
demonstrate, localize and characterize brain tumours %7,
Earlier diagnoses have been made possible with CT
because of greater sensitivity and specificity *°, This study
has been carried out to define the role of CT in our setup
and o assess its diagnostic accuracy in brain tumours
preoperatively. Emphasis was laid on the CT
appearances of various brain tumours before surgery or
biopsy and their follow up till histopathological
confirmation was reached.
Ereaervasasassseresssnsnssssens

Dr. Malik Muhammad Khalid
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MATERIAL AND METHODS

This was a hospital based study carried out in the
Radioiogy Department of PNS Shifa Naval Hospital
Karachi over a period of four years {December 1995 10
Decembear 1809). Only those patients were included in
the study who fulfilled the laid down criteria. The patients
excluded from the study were:

1. Where multipie lesions were noted on CT, suggestive
of metastases or granulomas.

2. Where postoperative histopathology report was not
available. '

3. Patients who refused surgery and those who were jost
to follow up.

4. Children under the age of 12 years.

We selected 100 cases of various brain tumours, who
underwent CT in our department during four years,
Patiends belonged to both sexes (M:F, 2:1) and their age
ranged from 13-85 years, with mean age of 43 years
{table {}

The CT scan machine in our department was Hitachi x-
ray CT system W-1000. This system combined a rotatory
fan beam source and 668 stationary detectors. It had
1000 mA tube head. Available scan times were 1.210 7.6
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seconds. Image reconstruction time was 2.8 seconds.
Slice thickness obtained by this system was from 1.5 to
10 mm. Axial and coronal scan could be done directly.
Sagittal reconstructions were made whenever required.
The gantry had diameter of 75cm, with tilting angle of 25
degrees on either side. Image matrix was 320 and 512
with 3-D image reconstruction capability.™" Image
storage was done on magnetic tape and on the hard disc
of the computer system. CT image was obtained on x-ray
films with multiformat camera. A record of the positive
cases was kept on the floppies.

Before commencement of CT examination the patient
was registered. Briet clinical history was taken to
ascertain the preseniing complaints, their duration,
physical signs and notes by the referring clinician. Any
previous surgery or interventional procedures wers noted.
investigations like X-ray skull, ultrasound, radioisotope
scan, previous CT scan, MRi, where available, were
correlated.

The patient was explained the procedure of CT in simple
words. Any history of allergy was recorded and element of
risk was toid in cases of contrast use. The patient was
confirmed to be empty stomach. Any hair pins and other
metallic structures were removed from the head to avoid
streak artifacts. Patients were alsc requested 1o remain
still during the procedure to avoid motion artifacts.

RESULTS
The results obtained in our study on the basis of CT
features were following:

1. Gliomas were by far the commonest tumours in our
study (48%). Histopathologically gliomas are graded |-
IV depending on mitotic figures™”. CT scan determine

the degree of malignncy on the basis of tumour size, |k
necrosis, calcification, cedema, haemorrhage and
contrast enhancement %11

! Figure 1:

. Glioblastoma
- multiforme in
- a 59 year oid
. male showing
a hypodense
1 frontal mass
. with irregular
' enhancement
' afteriwv.
contrast,

3 central
necrosis and
marked

_ peritumoral
oedems.

| Figure 2;

i .Glioblastoma
| muttiforme in
64-years-old
female
showing a
hypodense
parieto-
occipital
mass, -
irreguitar ring
enhancemen
t after iv
contrast,
central
necrosis and
. peritumoral
pedema.

Figure 3:
Occipital
meningioma
in 55 ysars
old femate
showing
Harge well
defined
densely
enhancing
mass with
ventricular
dilatation,

On the basis of CT features 19 patients were placed in
low grade (| & Il) and 29 patients in high grade
malignancy (ilt & IV),{Figure 1 & 2).

2. Meningiomas ars the intracranial extracerebral

supratentorial tumours that tend to arise at
characteristic sites (Figure 3 & 4). Typical CT
appearance facilitates correct diagnosis and curative
freatment in most of the cases ™™ 25% of our
patients fell in this category. Calcification was found in
half of them and all were enhancing with contrast * ',
Oedema was noted only in 4 cases.

3. Pituitary adenomas (12%) presented as rounded
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Figure 4:
Parasagittal
meningioma. in
42-years old
femate. Coronal
and axial
contrast-
enhanced CT
fmages,
showing well-
defined
uniformly
enhancing
mass.

Figure 5:
Craniophary
ngioma in
28-years old
male. Non-
enhanced
axial scan
showing a
low density
area with
dense
globular
calcification
i
suprasellar
region.

Figure 6:
Acoustic
neuromas in a
45-years oid
fernaie.
Constrast
enhanced axial
and coronal
scans showing
densely
enhancing
cerebellopantine
angle mass and
mild
hydrocephalus.

intra/suprasellar masses slightly denser than brain,
showing homogenous contrast enhancement =,

Craniopharyngioma ({6%) presented as rounded

midline supraseilar mass with low central attenuation

and partly calcified capsule *, (Figure 5).

. Pineal region tumours Pinealomas’ (4%) cannot be

further differentiated into histological types on the
basis of CT features % Their location adjacent to
often caicified pineal gland results in hydrocephalus.
The tumour enhances markedly with contrast, bulges
anteriorly into third ventricle, hence easily diagnosed
on CT.

6. Acoustic neuromas (3%) are commonest extracerebral

tumour located in cerebellopontine angle (Fig 6). They
are diagnosed on CT when already large in size;
smaller lesion can only be picked on CT
cisternography 2.
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7. Choroid plexus papilloma (2%) are intraventricular
masses often presenting with hydrocephalus,
occasionally calcified, show marked contrast
enhancement .

TABLE- AGE DISTRIBUTION
Age group Number of patienis {100}
13-30 years 25
31-50 years 35
51-70 years 28
71-85 years 12

TABLE-1I CLINICAL PRESENTATIONS

Symploms Percentage of patients
Headache ' 76
Diplopia 30
Seizures 84
Visual Defect 44
Personality change 36
Hemiparesis 22
Vertigo 28
Vomiting 62
Papilledema : 40

HISTOPATHOLOGICAL CORRELATION

The aim of this study was to characterize the brain
tumours, pre-operatively, on the basis of their CT features.
Although this is not aiways possible, still CT can predict
the pathological nature of a lesion with reasonable degree
of accuracy *° QOut of our 100 selected cases
histopathological correiation was available in all as 88
patients were operated upon and biopsy was obtained in
the remaining 12, who were inoperable.

in 48 cases of suspected gliomas, 19 were labeled as of
low-grade malignancy on CT. Histopathology report
showed that 8 were in grade | (astrocytoma), 3 in grade li
{oligodendroglioma}, 7 in grade lli {glioblastoma) and one
turned out to be primary brain iymphoma (microgliomna).
Out of 29 cases showing high-grade malignancy (grade
iV} on CT, 22 correlated wel! on histopathology. Five
cases were found o be solitary metastatic deposits from
unsuspected primary carcinoma bronchus. Two cases of
low-grade glioma on CT were diagnosed as tuberculomas
on histopathology thus completely altering their prognosis.
CT and histopathology diagnoses were in agreement in all
cases of meningiomas, pituitary adenomas and acoustic
neuromas.

One case of craniopharyngioma out of six was found o be
a chordoma on histopathology. In case of pineal region
tumours various histological types could not be
differentiated on the basis of CT appearance. Qut of the
two cases labeled on CT as choroids plexus papillfoma,

one was found {o be ependymoma on histopathology.
During the post-operative foliow up CT scan was done in
twenty three patients, out of which four cases showed
recurrence of glioblastoma.

DISCUSSION

Brain tumours are not uncommon in gur setup. Symptoms
are usually subtle but high degree of clinical suspicion and
availability of CT has resulted in more frequent diagnosis
at an early stage. Before the advent of CT the diagnosis of
brain tumour was not possible by non-invasive means **
3 These features occur due t0 increased intracranial
pressure from mass effect of tumour and/or periturnoral
edema ** ', These features are typical of supratentorial
locations. Blockage of CSF drainage (hydrocephalus) was
less common in supratentorial tumours. Seizures occur
from irritation and damage of cerebrat cortex by the
tumour mass™ *, A study conducted by National Survey of
Care for Brain Tumour Patients in USA? revealed that the
most common clinical presentations of brain tumour were
a progressive netrological deficit (68%), usually motor
weakness (45%), headache (54%) and seizures (26%).
These clinical manifestations only slightly differed from our
study, the reason being less number of patients and
different purpose of our study.

CT has become the primary imaging investigation in
cases of suspected brain tumours, surpassing many other
invasive imaging modalities of the past *%% A general
awareness was noted in the patients regarding the
benefits of CT despite high cost and less availability in our
country. Plain X-ray skull is no more advised in such cases
being of littte value * ™. In our study only 32 patients had
an X-ray skull done, out of which only two were positive.
One showed enlarged sella with erosion of lamina dura
and the other revealed calcification in convexity
meningioma. Nuclear scan was done only in one case
showing a space-occupying lesion in one hemisphere.
Though MR imaging is avallable these days but it is
expensive and is usually done once CT scan is negative
and there is strong clinical suspicion of brain tumour.
Seventeen of our patiets had MR! scan done which
demonsirated the same findings as already picked on CT.
MRI! has a disadvantage of not showing calcification and
recent hemorrhage 7"

The relative incidence of brain tumours - our study
closely resembled a study conducted in USA and
mentioned in the Osborm’s Diagnostic Neurgimaging 2.
According to this study the primary brain tumours
accounted for more than two thirds of all brain tumours
(gliomas 45%, meningiomas 23%, others 11%), and
metastases were 21%. We excluded metastases from our
study, as these patients are usually not operated, though
these were diagnosed on CT in 42 cases during four years
of our study. The resuits of this study closely resembled
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our study.

CONCLUSIONS

The diagnostic accuracy of CT scan in our study was
found to be 83% on average (range 68% io 100%).
Accurate histological grading of the gliomas on CT was
not always possible when compared {o histopathology;
hence an accuracy of 68% was noted in this respect.
However a 100% CT accuracy was noted in cases of
meningiomas, acoustic neuromas and pituitary tumours.
Computed tomography is the primary non-invasive
imaging modality for the evaluation of brain tumours. it is
unusual to fail to detect the tumour at the time of clinical
presentation when a satisfactory study has been
performed **** CT has proved 1o be very effective in the
demonstration of intracrainal neoplasms. Under most
circumstances, CT appearances can suggest a
morphological diagnosis with high degree of accuracy. CT
is more sensitive in picking calcification and hemorrhage ™
= In our country where MR facility is limited, CT will
continue to play a significant role in allowing not only
precperative correct diagnosis, but also detection of
recurrence of tumours. CT can also help in determining
the effectiveness of type of therapy>*. Many interventional
procedures like biopsies and aspirations can also be done
under CT guidance. Thus CT has established its place as
primary non-invasive imaging modality in management of
patients with brain tumours.
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BASAL CELL CARCINOMA

HAFEEZULILAH ABRO, ATTA HUSSAIN SOOMRO,

SIRAJ ABBASI, QAMAR BALOCH

ABSTRACT:

The objective of the study is to document results of various modes of treatmerit in cases of .
basal cell carcinoma. This is a five-year retrospective study conducted between January 1994

and December 1998 at Chandka Medical College & Larkana Institute of Nuclear Medicine and

Radiotherapy (LINAR).

The cases were collected from surgical wards and Larkana Institute of Nuclear Medicine &

Radiotherapy, where cases were referred from Dermatology OFD directly. The total number of
patients under study were 46. Surgery was done in 12 cases (26%) & Radiotherapy in 23

cases (50 %}, in remaining 11 cases {24.0%) combination of surgery, radiotherapy &

chemotherapy were given when one mode of treatment failed .The youngest patient was of 30

years, while the eldest was of 90 years. The male fo female ratio was 1:1 .The majority of
patients were field workers. In surgery group only one recuwrence out of 12 cases (8.33 %)

occurred, while in radiotherapy group 11 recurrences occurred out of 23 (47.82 %) cases. In

our study, surgery had better results than radictherapy.

KEY WORDS: Basal cell carcinoma, Surgery, Radiotherapy.

INTRODUCTION
Basal cell carcinoma (BCC) is the commonest skin
malignancy in the body. Skin is one of the most sensitive

organs of the body and is constantly exposed to sunlight.’ -

The suniight emits various types of radiations. These
radiations have harmiul effects on the skin. The solar
radiation is blamed for the development of hasal cell
carcinoma’. Since this tumour is locally malignant, and also
slow growing, its mortality is neglible but morbidity and
burden on health services is an important issue in UK®
Basal cell carcinoma most commonly involves the upper
part of the face. The four main types are noted. These are
nodular, ulcerative, pigmented morpheaform & superficial.
Actinic keratosis is said to be premalignant condition,
hence bhasal cell carcinoma can be prevented if we can
prevent the development of actinic keratosis by regularly
using sunscreen*. Tissue biopsy is the mainstay for
astabiishing histopathologica! diagnosis before offering
the treatment. Surgery alongwith or without radiotherapy
are the main modalities of the treatment, depending upon
the tumour size, site and the willingness
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of the patient, This study was done to get on audit the
result of BCC.

PATIENTS AND METHODS

Forty-six patients of BCC were selected from outpatient
departmenis of surgery and LINAR. Dermatology OPD
was the main referring source to LINAR. Patients from
surgical OPD, were admitted in the ward for tissue
diagnosis, while patients from dermatology OPD were
directly referred to LINAR, where punch biopsy was done
in each case before any freatment was offered. Third
group of patients were non-responders to radiotherapy
and received combination of chemotherapy and or
surgery. .

RESULTS

Over a period of five years from January 1994 to
December 1998, forly six cases were collected. The mean
age was 54.67 years + 11,89, ranging from 30 to 90 years
{Table 1). The male to female ratio was equal. Forty two
patients had nodular/ulcerative leslon over the upper part
of the face close to the nose {Table H). The duration of
symptoms varied from 4 months to 15 years. The size of
tesion ranged from 0.3 to 5.0 cm. The majority of cases
were farmers (n-39-85%).
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TABLE-1 AGE THSTRIBUTION

Age in Years No of Patients Percentage
30-50 16 34.78
51 ~ 70 27 58.69
71-90 3 6.52

TABLE-H LOCATION 8F TUMOUR
Site Number Percentage
Face ) 42 91.30
Shoulder 1 2.17
Scalp 1 2.17
Scrotum 1 217
Groin 1 2.17

BT ABLE- Il

TREATMENT & RECURRENCE RATE
Freatment No. of Cases Recurrences Percentage 95% Ch *
Surgeryonly 12 1 83  30.0-3474
Radiotherapy only 23 11 47.82 28.29-67.78
*Combine therapy 11 5

4545  18.96—74.07
Chi- square=5.73; P< 0.08 - '

*C.l = Confidence Interval. _
*Comhbine therapy = Nonresponders of Radiotherapy who were
offered Surgery/Chemotherapy. .

DISCUSSION

Skin is one of the most sensitive organs of the body and
is constantly exposed to sunlight. When this exposure
continues for longer period as evident in field workers, it
may develop certain skin changes, which may lead to
development of basal cell carcinoma usually on the face,
as reported by many researchers '**7. The way by which
these changes lead to the development of BCC is not well
understood but the mutation in the p53 gene is seen in
BCC due to prolong exposure to sun light* . The BCC is
the commonest malignant skin tumour as indicated in
various studies®" " and the same was observed in our
study as well,

BCC is prevalent at the age of >50 years as observed in
the study of Lear-JT?® and similar findings were observed
in our study. Previously it was observed and mentioned
that BCC is common among white skin population = %,
while in our study and study carried out in Qatar, differs in
this regard. BCC in coloured population is as common as
in white population®.

In most of the studiés, BCC is predominantly seen in male
population®, but in our study males and females are
aqually affected {1:1 ratio). An lrish study aiso showed the
similar resuits®. The increase number of female affectees
is due to equal exposure io sunlight while working
-together with male pariners in the field,

The main modalities of treatment are surgery and
radiotherapy®. Face lesions less than 4 c.m are best-
treated surgically®. The kind of surgery that can be
preferred is surgical excision with tumour free margin of
atleast 0.5 c.m, confirmed on frozen section and followed
by immediate plastic reconstruction to have best cosmetic
results ‘2

Patients seen in dermatology outpatient depariment were
directly referred to radiotherapy department (LINAR),
where punch biopsy & histopathology was done and then
radiotherapy was instituted. Those patients who were
seen in surgical outpatient department were admitied in
the ward & treated surgically by excision biopsy followed
by plastic reconstructive surgery simultaneously. The
reported recurrence rate in radiotherapy group is 7.5%
and in surgical group 0.7% ', while in our study the
recurrence was 8.33% in surgery group, 47.82% in
radictherapy group and 45.45% in combination therapy

group.

i is difficult to assess the true recurrence rate as it was
not a controfled study and follow up was also incomplete.
Prevention of BCC among field workers (farmers) has
been stressed. Regular use of sunscreen during fieldwork
reduces the cutaneous neoplasia by suppressing the
precancerous lesions®. it is suggested that screening
program in the sensitive population, be carried out
reguiarly and biopsy from suspicious lesion of skin is also
advised for early detection and treatment'.
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TOPICAL APPLICATION OF GLYCERYL
TRINITRATE 0.2% FOR FISSURE-IN-ANO

MAHMOOD YOUSUF, MUDABBIR HUSSAIN, HUMAIRA JAMAL YOUSUF

ABSTRACT:

This study was carried out from January 2002 to August 2002 to evaluate the efficacy of
glyceryl trinitrate (GTN} 0.2 % in healing of fissure-in-ano Sixteen consecutive patients were
recruited with proven fissure in anec of more than 6 week duration. Treatment with topical GTN
0.2% was instituted. Patlents were assessed at 1, 3, 6, 12 and 26 weeks. Resolution of
symptoms, Hme taken to heal and occurrence of side effects were recorded. Success rate was
79% at 12 weeks, reduced to 64% at 26 weels. Two patients had recurrence of fissure; one
was successfully treated with a _further treatment with topical GTN while the other opted for

lateral internal sphincterotomy.

KEY WORDS: Chronic anal fissure, Glyceryl trinitrate, Lateral internal sphincterctomy,

INTRODUCTION

Anal fissure is a painful longitudinal or elliptical uicer in the
anoderm, extending from below the dentate line to the
anal verge. Chronic fissure is associated with significant
fibrosis, hypertrophied papillae and a sentinel pile.
Treatment of anal fissure has been based on the principle
of sphincter relaxation, which reduces spasm, increases
blood supply, breaks the viclous circle of pain, spasm and
ischaemia and allows healing to take place. Until recently
this sphincter relaxation has been interventional, either in
the form of manual dilatation or lateral sphincterotomy.
Both these methods, though effective, carry a small but
definite risk of incontinence. The incidence of
incontinence varies, but has been reported to be of the
magnitude of as much as 30% 23

More recently the same principle of sphincter relaxation
has been tried by pharmacological agenis. The term
"chemical sphincterotomy" has been coined in the last
decade which now encompasses ireatment with nitric
oxide (NO) donors, eg. Giyceryl trinitrate {GTN),
isosorbide dinitrate (1D), calcium channel blockers like
nifedipine and diltiazem and more recently botulinium
toxin*s*7, NO donors aiso produce vasodilatation of local
blood vessels as well as reduce intra-anal pressure and
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hence may further assist healing.

We describe our experience of treating patients with
fissure in ano with local application of GTN 0.2%
gintment,

PATIENTS AND METHODS _

Sixteen consecutive patients with diagnosis of anal
fissure and symptoms of six weeks duration were
included. Patients who were aiready on oral nitrates or
calcium channel blockers were excluded. History of
previous anal surgery did not constitute an exclusion
criterion. Detailed history of symptoms and co-morbid
conditions was recorded. Diagnosis of fissure was made
by the history of anal pain and visual confirmation of
fissure by parting the buttocks. Further examination of the
anal canal by digital rectal examination and
proctosigmoidoscopy was carried out where tolerated by
the patient at first consultation or at a later stage during
the course of treatment. Age and sex of the patient,
duration of symptoms, previous surgery and recent
childbirth were recorded. The site of fissure was noted
and the findings on digital rectal, proctoscopic and
sigmoidoscopic examinations were recorded. Symptom
relief and side effects were noted at each visit and
evidence of healing was recorded after sixth week
onwards.

The details about the course of treatment was explained
to the patients. The method of application of GTN 0.2 %
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was explained, i.e. a pea sized cintment applied at the
anal verge with a gloved finger twice a day. Patients were
advised not to apply the ointment intra-anally and to
continue treatment for a six week period irrespective of
whether the fissure had healed or not. if the sympioms
persisted at 6 weeks, a further course of 2 weeks was
given. Patients were warned about the main side effect
l.e. headache.

Patients were followed up in the out patient clinics at* 32
and 26 weeks or at any other time if they experienced
severe headache. The results were analysed in terms of
alleviation of symptoms and healing of fissure and any
recurrence.

Patients who could not tolerate the treatment and those
who failed to respond after three months were offered
lateral internal sphincterotomy. Patlients who had
recurrence of fissure were given the choice of re-
commencing a further course of GTN treatment or lateral
internal sphincterotomy.

RESULTS

Two patients (one male and one female) did not return
after the initial consuitation and were excluded from the
analysis. There were 9 male and 5 female patients, age
17 to 55 years (mean 33.2). Duration of symptoms varied
from 6 to 52 weeks {mean 16). Ten patients had history of
constipation while 2 had recent diarrhoea. All patients
experienced pain on defaecation and 7 had history of
bleeding per rectum. Twelve patients had posterior
midline fissures and 2 had anterior. These two females
were among 3 who had history of recent childbirth. Two
patients had previous history of haemorrhoidectomy while
1 had anal dilatation in the past. All 14 patients completed
12 week follow up while 11 patients completed 26 week
follow up. Response to treatment is shown in Table |

TABLE-} RESPONSE TC GTN TREATMENT
Resolution Partial response  No response  Recurrence
-1 week -4 3
3 weeks 9 L2
- 6 weeks 1 1
f2weeks 1t R

2Bweeks® T

Of the two patients who had recurrence of symptoms, one
opted for sphincterotomy and one re-commenced
treatment with GTN. All the three post partum patients
had complete resolution of symptoms at 3 weeks and
remained symptom free at 26-week follow-up.

Eleven patients had headaches; this was mild in 6 and
~ had resolved in all except one at the end of one week:
Five patients experienced severe headache initially; in 3
of these this subsided after 1 week. One patient

requested sphincterotomy on account of headache and
one patient who had persistent headache at 3 week follow
up refused further treatment. At the end of the study only
two patients underwent lateral sphincterotomy, one on
account of recurrence and the other because of
intolerable headache and so far both remain symptom
free and without recurrence.,

DISCUSSION

The role of “chemical sphincterotomy” is finding a definite
place in the management of fissure in ano. We obtained
quite good resuits resolution of symptoms and healing of
fissure, in line with those reported by other authors.

Jonathan Lund reported success rate of 68% while Ward
Dl et al guote success rate of 75%°. We feel that
particularly in our environment, where patients are
worried about surgery and often refuse surgical treatment,
this shouid be offered as a first line treatment.

Anal fissure is a puzzling condition. The actual cause of
anal fissure, the reasons for iis failure fo heal, its
predilection for posterior midline position and the paucity
of granutation tissue are perplexing features. Hard stools
causing initial tfrauma may be the initiating event. The
reduced blood supply in the posterior midline is probably
the reason for the formation of an uicer at this site. Post-
mortem studies have shown reduced number of branches
of inferior rectal arteries and diminished capillary density
in the posterior commisure™, Anodermal blood flow has
been shown 1to increase after Ilateral internal
sphincterotomy and topical application of nitrates™ . The
good prognosis in post-puerperal cases and relatively
poor prognosis in patients who have had a
haemorrhoidectomy may also be related to local blood
supply. One of our recurrences occurred in a patient with
extensive post-haemorrhoidectomy scarring.

Sphincter spasm seems to be a key factor in the non-
healing of fissure. Relaxation of the sphincter results in
healing despite the lack of granulation tissue.
Nevertheless the additional advantage of GTN in local
vascularization by means of NO donation probably makes
this the treatment of choice because calcium channe!
blockers simply relax the spasm and botulinium paralyzes
the muscle and may therefore be associated with later
leaks. This may the reason for our very good results, as
has been found by others. Our second late recurrence
was associated with constipation. Perhaps continued
attention to this factor should be instituted as part of the
overall management. Two patients discontinued
treatment because of headache. This is important
because healing takes several weeks. Reduction of dose
in these sensilive pafients is a plausible strategy. In
addition, the effect on revascularization and healing by
smoking needs consideration.
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In

conclusion, we have shown that non-operative

treatment of chronic anal fissure by means of GTN resulis
in a high cure rate with a marked reduction of surgery in
patients with anal fissures and is probably the initial
treatment of choice in our circumstances.
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EFFORTS TO REDUCE CAESAREAN
SECTION RATE

SOHAIL MAHMOOD CHOUDHARY, AQUEELA AYAZ

ABSTRACT:

The ohjective of present study was to find out the effectiveness of methods for the reduction
of Caesarean section rate (CSR}, It was conducted in Obstetric and Gynaecology Unit Ii,
Bahawal Victoria Hospital, Bahawalpur from January 2001 to December 2001. A total of
3753 patients were admitted during the year 2001 in Gynae Unit I, out of which 2170 were
obstetric patients. The fofal number of vaginal deliveries were 1591 (73.32%) and the total
number of caesarean sections were 579 {26.68%). With external cephalic version (ECV]}, 87.5
% success rale was observed in vaginal deliveries. In case of vaginal births after previous
Caesarean section the success rate turned out to be 61.31%. Trial of scar, ECV and careful
decision about primary Caesarean section significantly reduce the CSR.

KEY WORDS: Trial of labour, Caesarean section, External cephalic version

INTRODUCTION

Caesarean section (CS) is the commonest obstetric
operation. Substantial increase in CSR was observed,
initially in the industriaiized countries and currently the
same phenomenon is being repeatediy observed in the
developing world. In 1865, CSR was reported to be 5% in
US which rose to 20 - 25 % within two decades’. In
Europe the frequency of CS has been increasing steadily
over the years®.

Leading obstetric indications for increasing CSR include

cervical dystocia, repeat CS, breech presentation and

fetal distress. Problems associated with a scarred uterus

may prove detrimental in developing countries because

avallable obstetric facilities are quite different and

management of these patients has to be done in a less

favourable context. So it is very essential to contain our

CSR within reasonable limits®. To achieve this, the

following steps must be taken

1. Maximise the number of vaginal deliveries in the first
pregnancy. :

2. Offer trial of scar {vaginal delivery} to patients with
one previous CS.

3. Offer external cephalic version to patients with breech
presentation at term.

Comspondence: LEERE ] Ebv RN N
Dr. Sohail Mahmood Choudhary
Senior Registrar,

Gynae Unit H B.VH/ QAMC,
Bahawalpur,

in the developing countries like Pakistan, most of the CS
are performed as an emergency procedure under
suboptimal circumstances. The most profound impact of
high CSR is on the management of subsequent
pregnancy and iabour in patients with previous scars. in
less developed countries, because of traditional beliefs
and socio-cultural norms, women with previous CS try to
avoid the hospital delivery in subsequent pregnancies
and engage the services of untrained and unskilled care
providers. These patients usually report to hospital with
life threatening complications which arise as a result of
trial of labour at home®. :

Trial of scar using the standard guidelines has lead to
substantial increase in the number of vaginal births after
one previous CS. Success rate with trial of scar depends
on the appropriate selection criteria which includes non
recurrent previous indication, adequate maternal peivic
dimensions, known uterine incision and absence of any
medical/obstetrical complications and fetal macrosomia.
In our setup it is very diificult to fulfill the above mentioned
conditions because majority of the parturient with
previous CS come to the teaching institutions in
established or advanced labour with associated medical
or obstelrical problems without proper antenatal
surveillance. This situation limits the number of the cases
which could be subjected to trial of labour. The mode of
delivery after previous CS depends on the suitability of
the cases for trial of scar and circumstances leading to
successful and unsuccesstui trial of labour. The fetus is
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turned to a head presentation by manipuiation on to the
mother's abdominal wall by ECV?, By employing this ECV
procedure many of CS can be avoided in breech
presentation. ECV will reduce breech incidence from 3-
4% to 1-2%>.

in all cases of primiparous and multibarous women, we
are keaping high threshold for CS except in those cases
where it was absolutely indicated. After excluding
absclute contraindications to vaginal delivery, every
parturient patient subjected to trial of labour to maximise
the number of vaginal births even in cases of borderline
pelvis. The purpuse of this study was to take measure to
decrease CSR by subjecting patient to ECV trial of labour.

PATIENTS AND METHODS

This study was conducted in year 2001 in the Department
of Obstetrics and Gynaecology unit i at Bahawalpur
Victoria Hospital, Bahawalpur. During the study period a
total of 3753 patients were admitted in the unit. Out of
which 2170 were obstetric patients. 1581 (73.32%)
patients delivered vaginally while 579 {26.68%) had CS.
Data sources included records of labour room, operation
theater, antenatal and postnatal wards.

Absolute contraindications to ECV were

Multiple pregnancy {apart from the second twin after the
vaginal delivery of the first)

Antepartum haemorrhage.

Placenta previa.

Ruptured membranes.

Significant fetal abnormality.

Need for caesarean section for other indications.

Relative contraindications to ECV were:
Previous c-section.

Intrauterine growth retardation.

Severe proteinuric hypertension.
Obesity.

Rhesus iso-immunization,

Evidence of macrosomia.

Grand multiparity.
Anterior placenta.
Precious baby.
Previous APH.
Any suspected
cardiotocogram.

fetal compromise; unreactive

Foliowing were the pre-requisites for ECV:

1. Recent ultrasound to confirm a normal fetus and an
adequate liguor volume.

2. Reactive CTG.

3. Informed consent

4. Facilities for the performance of a CS.

RESULTS

Totat patients with breech presentation were 65 {3%}). Out
of which 28 were found to have contraindications for ECV
so the remaining 37 patients underwent ECV. In 24
patients ECV was successiul. Out of 24 cephalic patients,
21 delivered vaginally but 3 patients required CS due to
tetal distress and cervical dystocia.

Total number of patients with previous one CS were 380,
Out of these, 150 (39.47%) patients underwent repeat CS
due to absolute indications’®. Trial of labour were given to
the remaining 230 (60.53%)} patients. 141 (61.31%)
patients delivered vaginally and the remaining 8%
{39.69%) palients ended up with CS due to scar
tendemess, fetal distress, cervical dystocia and failure lo
progress™®.

The underlying causative factors for prolonged active
phase of dilatation included abnormal uterine action,
CPD becoming evident during labowr and
malpreseniations and malpositions. ldentified causes of
fetal distress were prolonged labour, uteroplacental
insufficiency, ofigohydramnios and uterine
hyperstimutation® ™ ",

DISCUSSION

In our study about 26.68% Caesarean section rate was
compared t0 28.30% rate in other siudies. This was as a
result of the strategies mentioned in earlier. Maternal age,
parity and fetal weight are the factors over which
obstetricians have litlle or no control, and have been
shown to be crucial determinants of CSR*, Most of the
patients included in the study were unbooked, belonged
to lower socloeconomic class and illiterate. Study from
developed countries revealed 5% to 40% higher CSR in
upper sociai class. in the developing countries, however,
at times complicated pregnancies are brought to hospital
mostly in emergency, thus Caesarean section remains the
only life saving optien'® In our study the major
indications of Caesarean deliveries were repeat
Caesarean section, cervical dystocia, fetal distress and
breech presentation which are in accordance with the
conclusions drawn from other studies .

Curmrently repeat Caesarean section is the most important
cause of increasing CSR. Therefore implementation of a
policy of trial of scar afier previous one Caesarean section
is mandatory to control increasing rate. In our study total
of 380 patients with previous one Caesarean section
reported. Out of these 230 patients were selected to have
trial of labour,  The ultimate result in the form of vaginal
delivery was caiculated to be 61.31% (141 patients) and
38.69% (89 patients) had failed trial, in the form of
abdominal deliveries.

The other major indication for Caesarean section was
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breech presentation. ECV was implemented after
considering contraindications and pre-requisites for ECV,
to decrease the CSR in breech presentation. The success
rate of converted breech to cephalic presentation in our
study is 64.85% (24 patients) with nearly 87.5% of those
successfully converted patients, finally delivered in vertex
position as mentioned. This was not associated with
increased fetal, neonatal or maternal mortalily or
morbidity. significant reduction in CSR could be achieved
by adopling the strategies mentioned earlier and a regular
audit of the caesarean sections should be carried out in
the departments.

CONCLUSIONS

The following recommendations based on the results of

this study have been suggested to increase the

prevalence of vaginal births.

1. Trial of scar should be considered Iin all cases except
having absolute indications of repeat Caesarean
section. Women with previous one Caesarean section
must be educated regarding proper antenatal
checkups in future pregnancies so that antenatal
complications could be anticipated and handled
betorehand and a trial of labour can be instituted.

2. Primary Caesarean section for cervical dystocia and
fetal distress should be decided by senior residents in
consultation with on call consultants and if caesarean
section is to be done it should be in terms of maternal
or fetal benefits,

3. While deciding for trial of labour, indication of previous
caesarean section, spontaneous onset of labour,
Bischop score, presentation and estimated fetal
weight should be considered carefully as all these
factors were found to be significant determinants of
mode of delivery. :

4. All patients with breech presentation in antenatal
wards should be considered for ECV after 36 weeks of
gestation by keeping in mind all the contraindications
and pre-requisites for ECV.

5. Departmental policy regarding the strategies should
be clear to every resident and caesarean cases
should be analysed in depth and reviewed in order o
decrease the percentage of CSR.

-----

6. Health care personnel should be trained regarding
management of the cases with previous caesarean
and breech presentation according to their
competency level. Traditional birth attendants (TBA)
and staff working at the units where no facilities for
emergency caesarean section are available should
refer the above mentioned cases to the appropriate
centers where trial of scar and ECV can be employed.
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TRICHOBEZOAR AND GASTRIC POLYPS:
A RARE ASSOCIATION

CASE REPORT

ABDUL QADEER, MUHAMMAD TALAT MEHMOOD, SIBGHATULLAH SANGI,

MUHAMMAD SHAHAB ATHAR, SAEED AHMED MAHAR

ABSTRACT:

A 10 year old _female child presented with upper abdominal pain and huge abdominal mass
in epigastrium extending to both hypochondria and umbilical regions. Investigations revealed
a trichobezoar with gastric polyps. At operation, a large trichobezoar occupying almost whole
of the stormach was removed along with gastric polyps. Biopsy suggested hyperplastic polyps.

Key words:- Trichobezoar, Gastric polyp

INTRODUCTION

Trichobeazoar consists of a mass of ingested hair combined
with other fibres. It usually occurs in young women {80%),
who pick at their hair and swallow it, having psychiatric
disorders.! Association of trichobezoar with gastric polyps
is very rare and only two cases have been reported in
English literature.*® We are reporting third case of this
association.

CASE REPORT

A 10 years old, female child was admitited in the
Department of Paediatric Medicine, Unit I, Civil Hospital
Karachi in June 2002 through OPD with the compiaints of
pain in upper abdomen associated with nausea off and on
for & years; productive cough for 8 months and swelling in
upper abdomen for 1 month, Personat history revealed her
likelihood to be alone, keeping quiet at home, and short-
tempered. She was in habit of putting her hair into the
mouth that was noticed by her mother for the last 8 months.
Clinical examination revealed anaemia and an intra-
abdominal, non-tender firm, mobiie, crescentic mass,
occupying upper abdomen. Ultrasound (U/S) examination
revealed a well-defined mass measuring 6” x 3" in the area
of stomach, suggestive of growth. Another U/S
examination suggested calcified hydatid or opancreatic
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Figure-l: Barium x-ray showing a filling defect by trichobezoar in stomach

pseudo cyst. Bahium meal examination revealed a large
filing defect within the stomach (Figure ). CT scan
suggested a growth with mixed density within the stomach
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(Figure I1}. Gastroduodenoscopy confirmed the diagnosis
of large trichobezoar almost occupying the whole of the
stomach, associated with multiple polyps within the distal
antrum and pyloric region. Patient was referred 1o us with
above diagnosis. Trichobezoar having the cast of stomach
was removed at gastrotomy (Figure ) and polyps were
excised for biopsy. Histopathology report revealed
hyperplastic polyps with no evidence of malignancy.
Postoperative recovery was uneventful. Her psychiatric
opinion was taken which did not require significant
treatment.

Figure-il. CT scar snowing stomach aimaost Liied win inchobezoar

Figure-Ht: Trichobezoar extracted having the cast of stomach

DISCUSSION:
in our case, although the patient was symptomatic for last
5 years, the diagnosis of trichobezoar was an incidental

finding. That is evident from the literature®. For unknown
reasons trichobezoars usually do not pass to intestine. It is
very rare to find hair in the stool of the patient. No
therapeutic agent to dissolve the hair is known and the only
choice is surgical removal®. The history of putting hair into
mouth is positive in our case, but it is not confirmed that the
patient actually ate the hair. It is not known why this
perverted habit of hair ealing occurs but it has been
equated to pica syndrome and is considered analogous to
nail biting.®

Association of bezoars with gastric carcinoma’, Menetrier’s
disease, Zoflinger-Ellison syndrome and multiple endocrine
adenomata have been reported.®® In our case, there were
muitiple polyps of <2cm diameter, located mainly to antral
region. There was no evidence of malignancy. There are
reporis of association between hyperplastic gastric polyps
with adenocarcinoma arising from the intervening atrophic
gastric mucosa; and the reported ratio is 1 in 26 patients
with hyperplastic polyps.'#"
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XANTHOGRANULOMATOUS PYELONEPHRITIS
IN A CHILD

CASE REPORT

AURANGZEB KHAN, INAMULLAH SHAH, AHSIN MANZOOR BHATTI

ABSTRACT:

A case of xanthogranuloma of kidney in a child is presented, which was clinically diagnosed
as a case gof renal tumor. Nephrectorny with subsequent histopathology revealed

xanthogranulormnatous pyelonephritis.

Key words:- Xanthogranuloma, Pyelonephritis.

CASE REPORT

A 12 year old boy presented with pain in the left lumbar
region of 6 weeks duration. He also gave history of fever on
and off for two weeks, On examination, he was afebrile and
had tenderness on deep palpation in the left flank. No other
abnormality was detected. Urine analysis showed no
abnormality and renal funclion lests were within normal
limits. Ultrasonography of abdomen revealed a mass in the
upper pole of left kidney. The mass was about 2.5 x
3.5cms, causing a bulge on the surface of the kidney and
indentation of the collecting system. No renal calculi were
detected. CT scan was done which confirmed the presence
of a mass containing cystic areas. The right kidney was
normal, Infravenous urography revealed no excretion of
dye from the left kidney. DTPA scan confimed a non-
functioning left kidney with normal right renal function.
Needie biopsy was inconclusive.

Exploration was carried out through a iumbar incision. A
solid mass was found in the upper pole of the left kidney
involving the perinephric fat. Left nephrectomy was done
and perinephric fascia excised alongwith the suprarenal

gland. Postoperative recovery was uneventful.
Histopathology revealed xanthogranuiomatous
pyelonephritis,
DISCUSSION:

Xanthogranulomatous pyelonephritis (XGP) is a serious,
debilitating illness characterized by an infectious renal
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phlegmon. This disease process shares many
characteristics with a true neoplasm in terms of ils
radiographic appearance and ability to involve adjacent
structures or organs. Patients are  often
immunocompromised in some manner. Schlagenhaufer
first described XGP in 1916. The first pediatric case was
not described until 1963".

XGP usually occurs in response fo a prolonged renal
infection or longstanding renal calculi. Although it is rare in
the pediatric population, its incidence in pediatric
nephrectomy specimens is approximately 16%2% This
condition displays properties like a tumour, capable of local
tissue Invasion and destruction. Adjacent organs, including
the spleen, pancreas, or duodenum, may be involved.
Because of its invasive property, Malek and Eider
proposed the following stages of XGP involvement: Kidney,
Perinephyic fat and adjacent retroperitoneal structures

The gross appearance of XGP is a mass of yellow tissue
with regional necrosis and hemorrhage, superficially
resembling that of a renal cell carcinoma. The
pathognomonic microscopic feature is the lipid-laden
“foamy" macrophage accompanied by both chronic- and
acute-phase inflammatory cells.

Patients with XGP often appear chronically ill. Symptoms
include anorexia, fever, weight loss, and fiank pain. The
erythrocyte sedimentation rate is frequently elevated. Urine
usually has both leukocytes and bacteria present. Renal
cell carcinoma may be indistinguishable from XGP
radiographically and clinically. Therefore the diagnhosis is
histopathological.* XGP in childhood exists in both diffuse
and focal forms. Diffuse form destroys the parenchyma of
the whole kidney leading to a non-functional kidney.*
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Medical therapy alone is inadequate to treat XGP.
Antibiotics may be appropriate as a temporizing measure
for patients requiring medical workup prior to nephrectomy.
Similarly, appropriate antibiotics need to be administered
prior to operative intervention. XGP is a surgically
managed disease requiring either nephrectomy or, in 1are
circumstances, partial nephrectomy. Exiirpation is
necessary because the disease usually occurs or results in
an infected, nonfunctioning kidney® These are often
challenging cases, paricularly if there is local organ
involvement. The goal is to remove ali the involved
granulomatous tissue. If this is not accomplished, the
remaining infected tissue may lead 1o cutaneous fistulae.”
Some authors have advocated a role for partial
nephrectomy if the disease is limited, kidney functional and
therefore amenable to operation.® If the diagnosis is not
clear, some authors have recommended an express
histopathological examination during surgery.® This
becomes more desirable in cases with bilateral focal
disease so that partial nephrectomy may be contemnplated.
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UNUSUAL PRESENTATION OF HYDRONEPHROSIS

CASE REPORT
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TAHIR WASIM QURESHI, JAMSHED ALAM

ABSTRACT:

A 15 year old boy having gross abdominal distension of long duration, presented with sudden
deterioration of the general condition He was initinlly diagnosed as a case of gross ascites
but investigations proved it to be a case of unusual presentation of right sided hydronephrosis
secondary to pelviureteric junction obstruction. The pafient was operated and right ided

nephreciomy was performed.

Key words:- Hydronephrosis, Pelviureteric junction obstruction, Nephrectomy.

INTRODUCTION

idiopathic pelviureteric junction obstruction (PUJO) is
common cause of unilateral hydronepherosis. The patient
can present with insidious onset of dull aching pain in loin.
The hydronephrotic kidney may be palpable. Sometimes
the patient can present with attack of renal colic.
Pyeloplasty is the treatment of choice for pelviureteric
junction obstruction, when a reasonable thickness of
functioning parenchyma remains. Nephrectomy is rarely
indicated when there is thinning out of cortex and kidney is
non functioning. Herein we report an unusual presentation
of hydronephross.

CASE REPORT

A 15 years old Afghan refugee boy was admitted with gross
abdominal distension, general ill health and weight loss.
He had this abdominal distension for the last two years but
increased during six days time. He had no history of fever,
cough, jaundice, diarrhea or blood transfusion.

On examination, he was found to have soft haemic murmur
and anaemia. On abdominal examination, he had
prominent veins on abdominal wall, grossly distended
abdomen and positive fluid thrill. There was no
visceromegaly or shifting dullness. Based on clinical
examination, he was provisionally diagnosed as a case of

----------------------------------
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gross ascites may be secondary to cirrhosis of liver. All his
baselineg investigations were inconclusive, except
abdominal ultrosonography which showed a huge cystic
mass with internal septae in the whole of abdomen and
pelvis. These findings were consistent with loculated fluid
collection rather than ascites. Right kidney could not be
visualized. The origin of the cystic mass could not be
ascertained. About ten liters of straw coloured fluid was
aspirated which was transudate on bidchemical
examination, no AFB seen and no growth on culture found.

Surgeon’s opinion was thensought. CT scan of abdonpn
showed grossly hydronephrotic right kidney secondary 1o
pelviureteric junction obstruction. Cortical mass of the
kidney was reduced to fine septae. Intravenous urography
showed nonfunctioning right kidney. After preparing and
counseling with the patient and attendants, it was decided
to perform right sided nephrectomy. He was opened
through an extraperitoneal approach. The pelvicalyceal
system of right kdney was grossly dilated containing 20
liters of fiuid. A thin rim of cortical tissue was present on the
posterolateral aspect of the cystic mass. The fluid was
aspirated , ureter identified which was of normail caliber and
right nephrectomy performed. A tube drain put in the
extraperitoneal space.

The post operative course of the patient was uneventful,
except he developed slight abdominal distension on 3rd
post operative day and x-rays showed free gas in the
peritoneal cavity. it was considered to be due to unnoticed
perforation in the peritoneum and was treated
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conservatively by nasogastric suction and intravenous
fluids. The abdominal distension settled and patient was
allowed orally on fitth post operative day. Drain was
removed on sixth post operative day after remaining dry for
more than 24 hrs. he was discharged home on 8th post
operative day with the advice of follow up visit,

DISCUSSION:

pelviureteric junction obstruction is one of the most
common cangenital urological anomalies. 1t is the most
frequent cause of upper urinary tract obstruction in
children. Anderson and Hynes, described the
dismembered pyeloplasty, the most common
reconstructive procedure used today for pelviureteric
junction obstruction'. The ureteropelvic junction can also
be recunstructed by flap procedure devised by Culp and
Scardino?. Thompson and associates® suggested a
capsular fiap pyeloplasty when sufficient pelvic tissue is not
present for repair.

.....

Nephrectomy is indicated in selected cases when there is
compiete loss of cortical tissue and or pyonephrosis. The
approach o the kidney can be made through the flank in
the exira peritoneal space but in muscular and obese
patients, transperitoneal approach may be necessary.
Long term follow Is mandatory after nephrectomy as
patient is left with one kidney only,
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RIGHT INGUINAL REGION LIPOMA

CASE REPORT
MUBASHIR HUSSAIN SHERAZI, MASOOD AHMAD BUTT

ABSTRACT:

Lipomas are seen commonly in the surgical out patients. Inguinal region lipoma (s a rare
occurrence. A fifty years old man presented with pain in the inguinal region for two years and
a mass in the inguinal region for three months. An ultra-sound and CT scan confirmed a right
pelvic mass extending into the inguinal region along the course of the psoas muscle. FNAC
confirmed the diagnosis as a lipoma. Excision was successfully done. Histopathology

confirms the diagnosis of lipoma.

Key words;- Lipoma, Inguinal region, Soft tissue tumor

INTRODUCTION
Lipomas are the commonest of benign tumors.
Occasionally lippmas appear, in  large numbers

subcutaneously and are tender. Lipoma is a slow
growing tumor composed of fat cells of adult type. It can
oceur anywhere in the body where fat is found. Most
Lipomas are painless, but some give rise to an aching
sensation Clinically circumscribed, lipomas are classified
according to their location as subcutaneous etc. Herein we
repert case of lipoma at an unusual site.

CASE REPORT

A 55 years old male presented with pain in right inguinal
region for two years. Pain was burning in nature, mild to
maderate in intensity and originating in right lumbar region.
Pain increased on standing during long hours of duty. Pain
relieved on taking rest and lying flat. Pain radiated to the right
side of the back and right lumbar region. For the last three
months patient noticed a swelling in the right inguinal region,
which gradually increased in size. There was a feeling of
discomfort and fullness in the upper thigh. There was no
history of discharge from the swelling. The skin over the
swelling remained normal. There was no history of
gastrointestinal or urinary complaints. Rectal examination
was insignificant. Local examination revealed a large smooth
surfaced swelling in the right iliac fossa extending through
the right itio-inguinal region down to the upper part of the
fight thigh. Temperature over the swelling was normal. The
swelling had well-defined margins and it was fixed to the
under lying tissue. There was no cough impulse or bruit.
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On ultrasound examination at a complex heterogeneous
mass ovoid in outline,10 x 5.7 x 8.7 cm in dimensions
arising from the floor of right iliac line and extending
upwards into the right illac fossa found. The mass had
coarse fossa echo texture. There was no calcification. C.T
scan revealed a lipoma. FNAC confirmed the diagnosis of
fipoma. The lipoma was excised using the right supra-
inguinal retroperitoneal approach under spinal anesthesia.
it was observed that it was a retroperitoneal lipoma
extending from right iliac fossa within the iliac sheath
extending distally below the inguinal region into the right
thigh. The tumor was removed enbloc without any damage
to the adjacent structures. The gross examination showed
the tumor measuring 10x 6x 7 cm and weighed 1.2 kg. The
postoperative hospital stay was uneventful and patient was
discharged on the 4" postoperative day. The patient has
been followed up for two years and there was no
recurrence of the disease and there is no more pain.

DISCUSSION:

Lipoma of the inguinal region especially in the psocas
sheath is rare to find. No data is available regarding the
exact incidence of lipomas in the inguinal region. The
presence of a spermatic cord lipoma is not an uncommon
finding during inguinal hermia repair. In a study of twenty-
five pre-peritoneal hernias repair, two patients had a lipoma
of the cord and the absence of the peritoneal sac extending
info the deep ring.® Weight of lipomas varies from few
grams to kilograms. A case of huge primary retroperitoneal
liposarcoma weighing 16.5 Kg was reported from Pakistan
Institute of Medical Sciences Islamabad, Pakistan.
Lipomas usually represent an easy job for the surgeon for
its removal if at all needed. )
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