
July 2017 Volume 28 Number 2

Editorial

l Chikungunya  -  An Emerging Threat for Bangladesh 54
 Quazi Tarikul Islam, Robed Amin, Mohammad Rafiqul Islam 

Original Articles
l Pattern and Factors Associated with Home Accidents among Under-Five Children and its Care  58
 Seeking Behavior in Selected Rural Communities of Kota Samarahan District, Sarawak, Malaysia
 Lim Jyh Hann, Md Mizanur Rahman

l Utilization of Antibiotics Among Physicians in the General Outpatient Unit of a Tertiary Health 64
 Facility in North Central Nigeria
 MO Jamiu, A Giwa, IK Bello

l Socio-Demographic Characteristics and Treatment Outcome of Patients with Malignancy and 70
 Type 2 Diabetes
 Md. Raziur Rahman, Samira Rahat Afroze, Rene Suzan Claude Sarker, Muhammad Abdur Rahim, 
 Khwaja Nazim Uddin

l Pattern of Electrolyte Imbalance and their response to Corticosteroid Therapy in Stroke 75
 Patients admitted in a Tertiary Care Hospital
 QT Islam, S Afrose, ZK Joarder, KAK Azad 

Review Article
l Health Hazard after Natural Disasters in Bangladesh 81
 Uddin KN

Case Reports
l Acute Interstitial Pneumonia (Hamman-Rich Syndrome) - A Life Threatening Respiratory Disease 91
 Md. Mahmudur Rahman Siddiqui, Md. Mostafizur Rahman, Maj. Gen. Md. Abdul Moyeed Siddiqui, 
 Hasan Ali Masum, Rubayat Shekh Giasuddin

l Reactive Hemophagocytic lymphohistiocytosis in Systemic Lupus Erythematosus- 95
 A case report and literature review
 Tasnuva Saiful, Quadrat-E- Elahi, Mostafil Karim, Mamun Mostafi, Abdul Ali Mia

l Dengue Coinfection in a Case of Enteric Fever: A Diagnostic and Therapeutic Dilemma 100
 AKM Monwarul Islam, Quazi Tarikul Islam, Humayra Jesmin

Short Communication
l Recent Clinical Experiences with Chikungunya 104
 Quazi Tarikul Islam,  M Majumder, A Basit

Clinical Image in Medical Practice  
l Melkersson Rosenthal Syndrome-Mimicker of Angioedema 107
 Md Robed Amin, Sabbiha Nadia Majumder

     

Indexed in BM&DC, BanglaJOL, AsiaJOL, 
CrossRef, Alsofira Science, Infobase Index

ISSN 1023 - 1986
eISSN 2408 - 8366







Page charges

This journal has no page charges.

Ethics in publishing

Please see our information pages on Ethics in

publishing and Ethical guidelines for journal

publication.

Human and animal rights

If the work involves the use of human subjects, the

author should ensure that the work described has

been carried out in accordance with The Code of

Ethics of the World Medical Association (Declaration

of Helsinki) for experiments involving humans;

Uniform Requirements for manuscripts submitted to

Biomedical journals. Authors should include a

statement in the manuscript that informed consent

was obtained for experimentation with human

subjects. The privacy rights of human subjects must

always be observed.

Conflict of Interest

Bangladesh Journal of Medicine will not publish

manuscripts unless submitted manuscripts contain

a Conflict of Interest Declaration. Authors should

include a statement (word version or pdf version)

disclosing any financial or personal relationship with

other people or organisations that could

inappropriately influence their work. Manuscripts

which are submitted without this declaration will be

sent back with a request for this to be included.

Submission declaration and verification

Submission of an article implies that the work

described has not been published previously (except

in the form of an abstract or as part of a published

lecture or academic thesis or as an electronic

preprint) ,that it is not under consideration for

publication elsewhere, that its publication is approved

by all authors and tacitly or explicitly by the

responsible authorities where the work was carried

out, and that, if accepted, it will not be published

elsewhere in the same form, in English or in any

other language, including electronically without the

written consent of the copyright-holder. To verify

originality and avoiding plagiarism, your article may

be checked by the originality detection service

CrossCheck.

Contributors

Each author is required to declare his or her individual

contribution to the article: all authors must have

 INSTRUCTION TO AUTHORS

The Bangladesh Journal of Medicine (BJM) is an open

access Journal invites authors to submit original

research, reviews, case reports, clinical images ,

comments to editor or correspondence on a variety of

Medicine related topics. Papers submitted must not

have been previously published or being considered

for publication elsewhere. Submission of a

manuscript to this journal gives the publisher the

right to publish that paper if it is accepted.

Manuscripts may be edited to improve clarity and

expression. No monetary charge is required to publish

an eligible article.

Manuscripts can be submitted manually with two sets

of manuscript including filled  authorship and

conflicts of interest form and a completed set of CD

or  via the online submission system available at

http://banglajol/Bangladesh journal of Medicine

(BJM). For online submission author need to

registered in the BJM through banglajol and follow

the easy 4 steps for online submission. Beside these,

the manuscript with authorship and conflicts of

interest form can be submitted through e mail. The

address of correspondence through e mail will be:

robedamin@yahoo.com   drrafiq73@yahoo.com

prof.tarik@gmail.com

Article Types

Original articles should be between 3,000 and 5,000

words in length; review articles should be up to 8,000

words , case reports should between 2,000 - 3,000

words  and correspondence to Editor or Author should

be up to 500 words in length.

Original article should be written in IMRD format (

Introduction, Methods, Results, Discussion).The

abstract of original article should be written in IMRC

format (Introduction, Methods, Results, Conclusion).

Clinical image - brief text of up to 300 words and  one

or two photograph.  References upto 5 should be

included. There should be no more than 5 authors.

Consent for publication should be obtained from the

patient (or next of kin).

To contact the Editor-in-chief:

Professor Quazi Tarikul Islam

Professor of Medicine

Popular Medical College,Dhaka

Tel: 8801715299399

Email: prof.tarik@gmail.com



materially participated in the research and/or article

preparation, so roles for all authors should be

described. The statement that all authors have

approved the final article should be true and included

in the disclosure.

Authorship

All authors should have made substantial

contributions to all of the following: (1) the conception

and design of the study, or acquisition of data, or

analysis and interpretation of data, (2) drafting the

article or revising it critically for important

intellectual content, (3) final approval of the version

to be submitted.

Changes to authorship

Authors are expected to consider carefully the list

and order of authors before submitting their

manuscript and provide the definitive list of authors

at the time of the original submission. Any addition,

deletion or rearrangement of author names in the

authorship list should be made only before the

manuscript has been accepted and only if approved

by the journal Editor. To request such a change, the

Editor must receive the following from the

corresponding author: (a) the reason for the change

in author list and (b) written confirmation (e-mail,

letter) from all authors that they agree with the

addition, removal or rearrangement. In the case of

addition or removal of authors, this includes

confirmation from the author being added or removed.

Only in exceptional circumstances will the Editor

consider the addition, deletion or rearrangement of

authors after the manuscript has been accepted.

While the Editor considers the request, publication

of the manuscript will be suspended. If the

manuscript has already been published in an online

issue, any requests approved by the Editor will result

in a corrigendum.

Clinical trial results

In line with the position of the International

Committee of Medical Journal Editors, the journal

will not consider results posted in the same clinical

trials registry in which primary registration resides

to be prior publication if the results posted are

presented in the form of a brief structured (less than

500 words) abstract or table.

Reporting clinical trials

Randomized controlled trials should be presented

according to the CONSORT guidelines. At manuscript

submission, authors must provide the CONSORT

checklist accompanied by a flow diagram that

illustrates the progress of patients through the trial,

including recruitment, enrollment, randomization,

withdrawal and completion, and a detailed description

of the randomization procedure. The CONSORT

checklist and template flow diagram are available

online.

Registration of clinical trials

Registration in a public trials registry is a condition

for publication of clinical trials in this journal in

accordance with International Committee of Medical

Journal Editors recommendations. Trials must

register at or before the onset of patient enrolment.

The clinical trial registration number should be

included at the end of the abstract of the article. A

clinical trial is defined as any research study that

prospectively assigns human participants or groups

of humans to one or more health-related

interventions to evaluate the effects of health

outcomes. Health-related interventions include any

intervention used to modify a biomedical or health-

related outcome (for example drugs, surgical

procedures, devices, behavioural treatments, dietary

interventions, and process-of-care changes). Health

outcomes include any biomedical or health-related

measures obtained in patients or participants,

including pharmacokinetic measures and adverse

events. Purely observational studies (those in which

the assignment of the medical intervention is not at

the discretion of the investigator) will not require

registration.

Copyright

Upon acceptance of an article, an e-mail will be sent

to the corresponding author confirming receipt of the

manuscript.

Subscribers may reproduce tables of contents or

prepare lists of articles including abstracts for internal

circulation within their institutions. Permission of

the Publisher is required for resale or distribution

outside the institution and for all other derivative

works, including compilations and translations. If

excerpts from other copyrighted works are included,

the author(s) must obtain written permission from

the copyright owners and credit the source(s) in the

article.

Author rights

As an author you (or your employer or institution)

have certain rights to reuse your work.

Role of the funding source

You are requested to identify who provided financial

support for the conduct of the research and/or

preparation of the article and to briefly describe the

role of the sponsor(s), if any, in study design; in the



collection, analysis and interpretation of data; in the

writing of the report; and in the decision to submit

the article for publication. If the funding source(s)

had no such involvement then this should be stated.

Subscription

• Articles are made available to subscribers in

Bangladesh as well as overseas countries

Annual subscription rate is 400BDT plus postage

charge. The fee can be paid by account payee check

or bank draft payable to Association of Physicians of

Bangladesh.The address will be

Room no1701, Block- D, Dept of Medicine, BSMMU,

Dhaka ,Bangladesh

Regardless of how you choose to publish your article,

the journal will apply the same peer review criteria

and acceptance standards.

License: Bangladesh Journal of Medicine through

BanglaJOL has

Creative Commons Attribution-Non Commercial-No Derivs

(CC BY-NC-ND)

For non-commercial purposes, lets others distribute

and copy the article, and to include in a collective

work (such as an anthology), as long as they credit

the author(s) and provided they do not alter or modify

the article.

Language (usage and editing services)

Please write your text in good English (American or

British usage is accepted, but not a mixture of these).

Authors who feel their English language manuscript

may require editing to eliminate possible grammatical

or spelling errors and to conform to correct scientific

English use the google or other renowned English

Language Editing service .(e.g- Elsevier’s WebShop).

Informed consent and patient details

Studies on patients or volunteers require ethics

committee approval and informed consent, which

should be documented in the paper. Appropriate

consents, permissions and releases must be obtained

where an author wishes to include case details or

other personal information or images of patients .

Written consents must be retained by the author and

copies of the consents or evidence that such consents

have been obtained must be provided to BJM on

request. Unless you have written permission from

the patient (or, where applicable, the next of kin),

the personal details of any patient included in any

part of the article and in any supplementary materials

(including all illustrations and videos) must be

removed before submission.

Submission

Our online submission system guides you stepwise

through the process of entering your article details

and uploading your files. The system converts your

article files to a single PDF file used in the peer-

review process. Editable files (e.g., Word ) are required

to typeset your article for final publication. All

correspondence, including notification of the Editor’s

decision and requests for revision, is sent by e-mail.

Submit your article

For online submission, Please submit your article

via : http:/ www.banglajol.BJM

Referees

Please submit the names and institutional e-mail

addresses of several potential referees. For more

details.Note that the editor retains the sole right to

decide whether or not the suggested reviewers are

used.

Subdivision - numbered sections

Divide your article into clearly defined and numbered

sections. Subsections should be numbered 1.1 (then

1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not included

in section numbering). Use this numbering also for

internal cross-referencing: do not just refer to ‘the

text’. Any subsection may be given a brief heading.

Each heading should appear on its own separate line.

Introduction

State the objectives of the work and provide an

adequate background, avoiding a detailed literature

survey or a summary of the results.

Material and methods

Provide sufficient detail to allow the work to be

reproduced. Methods already published should be

indicated by a reference: only relevant modifications

should be described.

Experimental

Provide sufficient detail to allow the work to be

reproduced. Methods already published should be

indicated by a reference: only relevant modifications

should be described.

Theory/calculation

A Theory section should extend, not repeat, the

background to the article already dealt with in the

Introduction and lay the foundation for further work.

In contrast, a Calculation section represents a

practical development from a theoretical basis.

Results

Results should be clear and concise.



Discussion

This should explore the significance of the results of

the work, not repeat them. A combined Results and

Discussion section is often appropriate. Avoid

extensive citations and discussion of published

literature.

Conclusions

The main conclusions of the study may be presented

in a short Conclusions section, which may stand

alone or form a subsection of a Discussion or Results

and Discussion section.

Appendices

If there is more than one appendix, they should be

identified as A, B, etc. Formulae and equations in

appendices should be given separate numbering: Eq.

(A.1), Eq. (A.2), etc.; in a subsequent appendix, Eq.

(B.1) and so on. Similarly for tables and figures: Table

A.1; Fig. A.1, etc.

Essential title page information

• Title. Concise and informative. Titles are often

used in information-retrieval systems. Avoid

abbreviations and formulae where possible.

• Author names and affiliations. Please clearly

indicate the given name(s) and family name(s) of

each author and check that all names are

accurately spelled. Present the authors’ affiliation

addresses (where the actual work was done) below

the names. Indicate all affiliations with a lower-

case superscript letter immediately after the

author’s name and in front of the appropriate

address. Provide the full postal address of each

affiliation, including the country name and, if

available, the e-mail address of each author.

• Corresponding author. Clearly indicate who will

handle correspondence at all stages of refereeing

and publication, also post-publication. Ensure

that the e-mail address is given and that

contact details are kept up to date by the

corresponding author.

• Present/permanent address. If an author has

moved since the work described in the article was

done, or was visiting at the time, a ‘Present

address’ (or ‘Permanent address’) may be indicated

as a footnote to that author’s name. The address

at which the author actually did the work must

be retained as the main, affiliation address.

Superscript Arabic numerals are used for such

footnotes.

Abstract

Original articles should include a structured abstract

of no more than 200 words. In original articles, the

Abstract should consist of 4 paragraphs, labelled

Introduction, Method, Results, Conclusions. They

should briefly describe the problems being addressed

in the study, how the study was performed and which

measurements were carried out, the most relevant

results, and what the authors conclude from the

results. A recent copy of the journal should be

consulted as a guide. An abstract is often presented

separate from the article, so it must be able to stand

alone.

Keywords

Authors should provide a list of 3 - 6 keywords (not

used in the title) on the first page of the manuscript,

avoiding general and plural terms and multiple

concepts (avoid, for example, ‘and’, ‘of’). Use terms

form the Medical Subject headings from the Index

Medicus. Be sparing with abbreviations: only

abbreviations firmly established in the field may be

eligible. These keywords will be used for indexing

purposes.

Abbreviations

Define abbreviations that are not standard in this

field in a footnote to be placed on the first page of

the article. Such abbreviations that are unavoidable

in the abstract must be defined at their first mention

there, as well as in the footnote. Ensure consistency

of abbreviations throughout the article.

Acknowledgements

Collate acknowledgements in a separate section at

the end of the article before the references and do

not, therefore, include them on the title page, as a

footnote to the title or otherwise. List here those

individuals who provided help during the research

(e.g., providing language help, writing assistance or

proof reading the article, etc.).

Formatting of funding sources

List funding sources in this standard way to facilitate

compliance to funder’s requirements:

Funding: This work was supported by the National

Institutes of Health [grant numbers xxxx, yyyy]; the

Bill & Melinda Gates Foundation, Seattle, WA [grant

number zzzz]; and the United States Institutes of

Peace [grant number aaaa].

It is not necessary to include detailed descriptions

on the program or type of grants and awards. When

funding is from a block grant or other resources

available to a university, college, or other research

institution, submit the name of the institute or

organization that provided the funding.

If no funding has been provided for the research,

please include the following sentence:



This research did not receive any specific grant from

funding agencies in the public, commercial, or not-

for-profit sectors.

Units

Follow internationally accepted rules and

conventions: use the international system of units

(SI). If other units are mentioned, please give their

equivalent in SI.

Artwork

Image manipulation

Whilst it is accepted that authors sometimes need

to manipulate images for clarity, manipulation for

purposes of deception or fraud will be seen as

scientific ethical abuse and will be dealt with

accordingly. For graphical images, this journal is

applying the following policy: no specific feature within

an image may be enhanced, obscured, moved,

removed, or introduced. Adjustments of brightness,

contrast, or color balance are acceptable if and as

long as they do not obscure or eliminate any

information present in the original. Nonlinear

adjustments (e.g. changes to gamma settings) must

be disclosed in the figure legend.

Electronic artwork

General points

• Make sure you use uniform lettering and sizing

of your original artwork.

• Embed the used fonts if the application provides

that option.

• Aim to use the following fonts in your illustrations:

Arial, Courier, Times New Roman, Symbol, or use

fonts that look similar.

• Number the illustrations according to their

sequence in the text.

• Use a logical naming convention for your artwork

files.

• Provide captions to illustrations separately.

• Size the illustrations close to the desired

dimensions of the published version.

• Submit each illustration as a separate file.

Some excerpts from the detailed information are

given here.

Formats

If your electronic artwork is created in a Microsoft

Office application (Word, PowerPoint, Excel) then

please supply ‘as is’ in the native document format.

Regardless of the application used other than

Microsoft Office, when your electronic artwork is

finalized, please ‘Save as’ or convert the images to

one of the following formats (note the resolution

requirements for line drawings, halftones, and line/

halftone combinations given below):

EPS (or PDF): Vector drawings, embed all used fonts.

TIFF (or JPEG): Color or grayscale photographs

(halftones), keep to a minimum of 300 dpi.

TIFF (or JPEG): Bitmapped (pure black & white pixels)

line drawings, keep to a minimum of 1000 dpi.

TIFF (or JPEG): Combinations bitmapped line/half-

tone (color or grayscale), keep to a minimum of 500

dpi.

Please do not:

• Supply files that are optimized for screen use

(e.g., GIF, BMP, PICT, WPG); these typically have

a low number of pixels and limited set of colors;

• Supply files that are too low in resolution;

• Submit graphics that are disproportionately large

for the content.

Color artwork

Please make sure that artwork files are in an

acceptable format (TIFF (or JPEG), EPS (or PDF), or

MS Office files) and with the correct resolution. If,

together with your accepted article, you submit usable

color figures then BJM will ensure, at no additional

charge, that these figures will appear in color. For

color reproduction in print, you will receive

information regarding the costs from BJM  after

receipt of your accepted article.

Figure captions

Ensure that each illustration has a caption. Supply

captions separately, not attached to the figure. A

caption should comprise a brief title (not on the figure

itself) and a description of the illustration. Keep text

in the illustrations themselves to a minimum but

explain all symbols and abbreviations used.

Tables

Please submit tables as editable text and not as

images. Tables can be placed either next to the

relevant text in the article, or on separate page(s) at

the end. Number tables consecutively in accordance

with their appearance in the text and place any table

notes below the table body. Be sparing in the use of

tables and ensure that the data presented in them

do not duplicate results described elsewhere in the

article. Please avoid using vertical rules.

References

Citation in text

Please ensure that every reference cited in the text

is also present in the reference list (and vice versa).

Any references cited in the abstract must be given in



full. Unpublished results and personal

communications are not recommended in the

reference list, but may be mentioned in the text. If

these references are included in the reference list

they should follow the standard reference style of

the journal and should include a substitution of the

publication date with either ‘Unpublished results’ or

‘Personal communication’. Citation of a reference as

‘in press’ implies that the item has been accepted

for publication.

Reference links

Increased discoverability of research and high quality

peer review are ensured by online links to the sources

cited. In order to allow us to create links to abstracting

and indexing services, such as Scopus, CrossRef and

PubMed, please ensure that data provided in the

references are correct. Please note that incorrect

surnames, journal/book titles, publication year and

pagination may prevent link creation. When copying

references, please be careful as they may already

contain errors. Use of the DOI is encouraged.

A DOI can be used to cite and link to electronic

articles where an article is in-press and full citation

details are not yet known, but the article is available

online. A DOI is guaranteed never to change, so you

can use it as a permanent link to any electronic article.

An example of a citation using DOI for an article not

yet in an issue is: VanDecar J.C., Russo R.M., James

D.E., Ambeh W.B., Franke M. (2003). Aseismic

continuation of the Lesser Antilles slab beneath

northeastern Venezuela. Journal of Geophysical

Research, http://dx.doi.org/10.1029/2001JB000884i.

Please note the format of such citations should be

in the same style as all other references in the paper.

Web references

As a minimum, the full URL should be given and the

date when the reference was last accessed. Any

further information, if known (DOI, author names,

dates, reference to a source publication, etc.), should

also be given. Web references can be listed separately

(e.g., after the reference list) under a different heading

if desired, or can be included in the reference list.

References in a special issue

Please ensure that the words ‘this issue’ are added

to any references in the list (and any citations in the

text) to other articles in the same Special Issue.

Reference style

Text: Indicate references by number(s) in square

brackets in line with the text. The actual authors

can be referred to, but the reference number(s) must

always be given.

List: Number the references (numbers in square

brackets) in the list in the order in which they appear

in the text.

Examples:

Reference to a journal publication:

1. Van der Geer J, Hanraads JAJ, Lupton RA. The

art of writing a scientific article. J Sci Commun

2010;163:51–9.

Reference to a book:

2. Strunk Jr W, White EB. The elements of style.

4th ed. New York: Longman; 2000.

Reference to a chapter in an edited book:

3. Mettam GR, Adams LB. How to prepare an

electronic version of your article. In: Jones BS,

Smith RZ, editors. Introduction to the electronic

age, New York: E-Publishing Inc; 2009, p. 281–

304.

Reference to a website:

4. Cancer Research UK. Cancer statistics reports

for the UK, http://www.cancerresearchuk.org/

aboutcancer/statistics/cancerstatsreport/; 2003

[accessed 13.03.03].

Note shortened form for last page number. e.g.,

51–9, and that for more than 6 authors the first 6

should be listed followed by ‘et al.’ For further

details you are referred to ‘Uniform Requirements

for Manuscripts submitted to Biomedical Journals’

(J Am Med Assoc 1997;277:927–34)

Journal abbreviations source

Journal names should be abbreviated according to

the List of Title Word Abbreviations.

Supplementary material

Supplementary material can support and enhance

your scientific research. Supplementary files offer the

author additional possibilities to publish supporting

applications, high-resolution images, background

datasets, sound clips and more. Please note that such

items are published online exactly as they are

submitted; there is no typesetting involved

(supplementary data supplied as an Excel file or as a

PowerPoint slide will appear as such online). Please

submit the material together with the article and

supply a concise and descriptive caption for each file.

If you wish to make any changes to supplementary

data during any stage of the process, then please

make sure to provide an updated file, and do not

annotate any corrections on a previous version.

Please also make sure to switch off the ‘Track

Changes’ option in any Microsoft Office files as these

will appear in the published supplementary file(s).



Submission checklist

The following list will be useful during the final

checking of an article prior to sending it to the journal

for review. Please consult this Guide for Authors for

further details of any item.

Ensure that the following items are present:

One author has been designated as the corresponding

author with contact details:

• E-mail address

• Full postal address

All necessary files have been uploaded, and contain:

• Keywords

• All figure captions

• All tables (including title, description, footnotes)

Further considerations

• Manuscript has been ‘spell-checked’ and

‘grammar-checked’

• References are in the correct format for this

journal

• All references mentioned in the Reference list

are cited in the text, and vice versa

• Permission has been obtained for use of

copyrighted material from other sources

(including the Internet)

Printed version of figures (if applicable) in color or

black-and-white

• Indicate clearly whether or not color or black-

and-white in print is required.

Online proof correction

Corresponding authors will receive an e-mail with a

link to our online proofing system, allowing

annotation and correction of proofs online. The

environment is similar to MS Word: in addition to

editing text, you can also comment on figures/tables

and answer questions from the Copy Editor. Web-

based proofing provides a faster and less error-prone

process by allowing you to directly type your

corrections, eliminating the potential introduction of

errors.

If preferred, you can still choose to annotate and

upload your edits on the PDF version. All instructions

for proofing will be given in the e-mail we send to

authors, including alternative methods to the online

version and PDF.

We will do everything possible to get your article

published quickly and accurately. Please use this

proof only for checking the typesetting, editing,

completeness and correctness of the text, tables and

figures. Significant changes to the article as accepted

for publication will only be considered at this stage

with permission from the Editor. It is important to

ensure that all corrections are sent back to us in

one communication. Please check carefully before

replying, as inclusion of any subsequent corrections

cannot be guaranteed. Proofreading is solely your

responsibility.

Off prints

The corresponding author can  use for sharing the

article via any communication channel, including

email and social media. For an extra charge, paper

off prints can be ordered via the offprint order form

which is sent once the article is accepted for

publication. Both corresponding and co-authors may

order off prints at any time via BJM.



 EDITORIAL

Bangladesh J Medicine 2017; 28: 54-55

Chikungunya fever is an emerging viral disease

transmitted to humans by mosquitoes. Chikungunya

Virus (CHIKV) is an arbovirus of the alphavirus genus

(Togaviridae family). The Aedes aegypti and Aedes
albopictus mosquitoes are the main vectors

responsible for transmission of Chikungunya. In 1952,

a young man  in Tanzania admitted to hospital with

fever, rash and arthralgia. Eventually he was

diagnosed as the first case of Chikungunya.1 In 2005–

2006, a severe outbreak occurred on Reunion Island

in the southwestern part of the Indian Ocean. Other

islands in this area were affected during the same

period. Estimated 300,000 people was infected and

237 patients died. The factors favoring this epidemic

included viremic travelers from Africa, to an

immunologically naive population. Mutation of the

Chikungunya virus that expanded the mosquito

vector from the Aedes aegypti to the Aedes albopictus

which was common on the island.2-4 Mutation

(E1A226V) improves replication and transmission

efficiency in Ades. albopictus as well as the original

Ades. aegypti, outbreaks spread to the Indian

subcontinent.3 India has been suffering from

outbreaks of Chikungunya since 2005 with variable

severity. India and Bangladesh are two neighboring

countries which share some similar epidemiological

pattern.

Since 2000, Bangladesh experiencing the Dengue

epidemic with same Vector.  In a  survey  by DGHS

(Directorate General of Health Services) and WHO,

ratio prevalence of Aedes aegypti : Aedes albopictusis

is 25:1 in our Dhaka city.  In Africa, reservoir are

Human during epidemic period but monkey, rodent,

bats are reservoir  in inter-epidemic  period.

Unfortunately, in south east Asia reservoir status

not yet been documented. We have our small three

outbreak in 2008 at Rajshahi (Northern part, near

Indian border)  in 2011 at Dohar  near Dkaka city,

Palpara  in 2012 near Dhaka.8,9  In 2017, Bangladesh

experienced a large outbreak of Chikungunya just in

early-monsoon in March when there was unexpected

rain fall. Urban areas are affected specially Dhaka

city. The health care providers are not fully aware

and prepared for chikungunya virus fever, epidemics,

phylogenetics, clinics and management. Public are

CHIKUNGUNYA  -  AN EMERGING THREAT FOR

BANGLADESH

also not aware of this viral disease. This is totally

new for all concern. In the last 3 months period

hundreds and thousands of patients suffered from

CHIKV fever but surprisingly very insignificant number

of Dengue patients were reported.

This brings some different idea in mind because for

both the viruses are borne by the same vector.

Epidemiological, virological and zoonotic

characteristics should be assessed which may be

responsible for decrease in the case number of dengue

due to the outbreak of chikungunya. This demands

research and to understand the character of the new

disease CHIKV.

We have experience of Dengue since 2000 and is

under control for last one decade with almost no

casualty. As on reported April 2016, Chikungunya is

presently prevalent in 85 countries of the world

including United States . Our neighbour  country India

had very huge outbreak in 2006. In the ongoing Indian

outbreak, in which Aedes aegypti is the presumed

vector, 1 400 000 cases of chikungunya were reported

during 2006. The reasons for the re-emergence of

chikungunya on the Indian subcontinent, and for its

unprecedented incidence rate in the Indian Ocean

region, are unclear. Plausible explanations include

increased tourism, chikungunya virus introduction

into a naive population, and viral mutation.10

Upon onset of the acute phase, the viral load of CHIKV

can rise to 108 viral particles per milliliter of blood5,

which enhances the development of the human-

mosquito-human transmission cycle.6 The virus

following the mosquito bite replicates in skin

fibroblasts and then spreads via the bloodstream to

target the liver, muscle, brain, joints, and lymphoid

tissue.7 Release of cytokine produces fever.

Replication of virus within synovium leads to immune

complex mediated attack on endostium and

periosteum leads to nondestructive arthritis.

Symptoms of CHIKV infection start abruptly with fever

(temperature, usually ≥ 38.90c). The fever typically

last fromseveral days up to 2 weeks and can be

biphasic in nature. Shortly after the onset of fever,

the majority of infectedpersons develop severe, often



debilitating polyarthralgia. Published reports suggest

that rash is another common symptom. When it

occurs, the rash appears after fever onset and is

typically maculopapular involving the trunk and

extremities but can also involve palms, soles, and

the face. Additional symptoms that can occur during

the acute illness include headache, fatigue, nausea,

vomiting, and conjunctivitis; myalgia, although not

specific for febrile illnesses, occur very commonly.

Cervical lymphadenopathy can also occur in the acute

illness; however, it is not seen as frequently as with

o’nyong nyong fever, another alphavirus infection also

associated with fever and arthralgias.11,12

Following the acute phase of the illness, some

patients develop prolonged symptoms, lasting several

weeks to months, including fatigue, incapacitating

joint pain, and tenosynovitis or edematous

polyarthritis of their digits.11 CHIKV infections are

often confused with dengue viral infection, because

both diseases can present with high temperature and

myalgia in people living in or returning from tropical

areas. In addition, both viruses are transmitted by

the samespecies of mosquitoes and may co circulate,

leading to dual infections and concurrent epidemics.

Although these diseases share similar clinical

features, prominent and prolonged arthalgia affecting

multiple joints are more consistent with CHIKV, and

hemorrhage is more common in cases of dengue virus

infection.13,14

Incubation period of Chikungunya fever is 3 to 7 days

but presentation is variable. Presentation of symptom

may start with fever or arthralgia or simultaneously.

Febrile period usually persists for 5 days. Rash may

appear any time of the febrile phase or post febrile

period. Muscle pain, fatigability, headache, backache,

chill, nausea, vomiting and tender cervical and post

auricular lymphadenopathy may present. In a resource

poor country like Bangladesh can’t afford laboratory

confirmation of all the cases. So when a patient met

the clinical and epidemiological criteria of

Chikungunya infection he/she should get treatment.

As Dengue fever and Chikungunya fever shares

common manifestation, careful history, examination

and investigations may give a clue to the diagnosis.

Fever, arthralgia, arthritis, rash are more mark in

Chikungunya than Dengue. Myalgia, Hemorrhage are

more remarkable in Dengue fever. Lymphopenia and

high CRP value present in Chikungunya but

thrombocytopenia and high PCV in case of Dengue

fever. Despite all these facts, rule out of Dengue

infection by NS1 antigen or antibody test will be

helpful for confident diagnosis of Chikungunya

infection.  Clinical presentation of Chikungunya

usually follows 3 phasesa) Acute phase: Less than 3

weeks, b) Sub-acute phase> 3 weeks to 3 months, c)

Chronic phase > 3 months. Acute symptoms typically

resolve within 7–10 days. More than 90% of the

symptoms resolve completely but some patient may

have symptom like episodic stiffness and pain,

persistent stiffness without pain, persistent painful

restriction of joint movement. Rare complications

include uveitis, retinitis, myocarditis, hepatitis,

nephritis, bullous skin lesions, hemorrhage,

meningoencephalitis, myelitis, Guillain-Barré

syndrome, and cranial nerve palsies may develop.

Some patients might have relapse of rheumatologic

symptoms(e.g, polyarthralgia, polyarthritis,

tenosynovitis) in the months following acute illness

and leads to Chronic Chikungunya related arthritis

or Chikungunya Rheumattism.For specific cases,

confirmation can be done within 5 days by RT-PCR

and after one week by MAC ELISA (Either IgM) or IgG

for paired sample(First sample after 7 days of illness

and second sample after 14 days of first sample). ICT

based diagnosis is non rewarding as the sensitivity

and specificity is low. Treatment is entirely

symptomatic. Paracetamol is the drug of choice with

use of other analgesics if paracetamol does not provide

relief. During the acute stage of the disease, steroids

are not usually indicated because of the adverse

effects. Controlling the spread of Chikungunya

requires rapid diagnosis and education of clinicians

and laboratory workers. Public awareness is the

cornerstone of controlling spread as the vector Aedes
aegypti :Aedes albopictus  are day bite mosquito and

grows in fresh water.
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PATTERN AND FACTORS ASSOCIATED WITH HOME

ACCIDENTS AMONG UNDER-FIVE CHILDREN AND

ITS CARE SEEKING BEHAVIOR IN SELECTED RURAL

COMMUNITIES OF KOTA SAMARAHAN DISTRICT,

SARAWAK, MALAYSIA

LIM JYH HANN1, MD MIZANUR RAHMAN1

Abstract

Background: Home may beconsidered a place toescape the dangers of theoutside world. Children

have the highest risk for home injury and accidents. Considering this view, this study was aimed to

describe the pattern of home accidents among the under-five children in selected villagesin Kota

Samarahandistrict andto determine their care-seeking behavior.

Materials and Methods: This was a cross-sectional study conducted in four villages in Kota

Samarahan district. A total of 917 households were visited. Among them, 261 households were

having under five children. Out of 261 households, 248 had completed the interview with the

response rate of 95%. Data was collected from caregivers of under-five children by face to face

interview by interviewer-administered questionnaire. Data entry and analysis was done by IBM

SPSS version 22.0.  A p-value less than 0.05 wasconsidered as statistically significant.

Results: The prevalence of home accident was 68.1% in thelast six months. Two-fifths (40.3%) of

the households had at least one incidence of home accidents. The most common home accidents

were fall (56.9%) followed by cut/ wound (16.9%) and struck by an object (10.5%). Logistic regression

analysis revealed that age, marital status and household income appeared to be important predictors

of home accidents among under-five children (p<0.05).  More than half of the respondents took

home treatment for accidents such as fall, cut/ wound, struck by an object and insect bites. While

all who suffered from severe home accidents such as poisoning, suffocation and vehicle accidents

would visit the nearest healthcare facilities for treatment.

Conclusion and Recommendation: A comprehensive and preventive program could be

implemented involving the vulnerable segments of the population and emphasise on most common

home accidents as in the study findings.

Keywords: Care seeking behaviour, Home accident, Knowledge, Prevalence, Under-five

child, Sarawak.
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Introduction

Home accidents are considered one of the new

epidemics in the era of 21st century, though thehome

is regarded as the safest place for most people.1 World

Health Organization (WHO) and the Global Burden

of Diseases Study (GBS) has suggested that

unintentional accidents account for 3.9 million deaths

worldwide by indirect estimation which is 10%.2

Majority of the deaths, in which about 90% occur in

low and middle-income countries.3 Despite home

accidents’ concern is not shared by the general

population, home accidents are one of the leading

cause of death, in addition, it is a major reason for

hospitalisation that could lead to long-term



disability.4 In Malaysia, National Health Morbidity

Survey (NHMS) reported that home accidents are

second highest unintentional injury after road traffic

accidents, and had accounted for 2.5% prevalence

among under-five children.5 In reality, the state wise

statistics on home accidents is limited. The objective

of this study is to determine the pattern of home

accidents, factors associated with home accidents

and its care seeking behaviour among the caregivers

under five children in selected communities of Kota

Samarahan district, Sarawak.

Materials and methods

Study design and sampling procedure

This was a cross-sectional community-based study

conducted in selected four villages of Kota Samarahan

district, Sarawak, Malaysia. The study population

consisted of parents/ caregivers, who aged 18 years

and above, irrespective of gender, and were staying

with at least one or more under five children. Baseline

data on the list of households and location of the

household map of the villages were obtained from

Ketua Kampung (Village Headman) before the research

started. A total of 917 households were visited in the

four villages.  Among these, 261 households (28.5%)

had at least one under-five years’ child, while the

remaining 656 (71.5%) did not have any under-five

children. Within the 261 households, there were 248

households which cooperated and participated in the

study (95%). On the other hand, there were 13

households (5%) which declined and refused to

participate in the study due to various reasons, even

after three times repeated visit within four months

of data collection period.

Data collection instruments and data collection

procedure

A structured questionnaire was used for data

collection. The questionnaire consists of socio-

demographic characteristics, knowledge on home

accidents, the pattern of accidents, care seeking

behavior. The data on socio-demographic

characteristics were age, gender, religion, ethnicity,

marital status, education level, occupation, number

of family members, number of under-five children and

household income. To assess the knowledge on home

accidents a series of questions asked relevant to the

home accidents. The response may be ‘yes’, ‘no’ or

‘do not know’. As for the pattern of accidents,

respondents were asked regarding home accidents

which took place in the last six months. If there was

accident or accidents happened in the last six

months, the respondents were further asked about

the care seeking behaviour, which couldvisithealth

care facilities, first aid, home remedy, counsel by

relatives, traditional methods or others. After an

interview, respondents were being requested to allow

the interviewer to visit inside houses to observe

the safety measure taken against home accidents.

A checklist was used to identify safety measures

which were present at home as well as unsafe

environment characteristic which can lead to home

accidents. The eligible respondents in the rural

community that fulfil the criteria were interviewed

using aninterviewer-administered questionnaire for

the data collection. The questionnaire was adapted

to Malay language using back-to-back translation,

where it involved two steps. First, the original

questionnaire was translated into Malay. After the

process completed, the questions were translated

back into English. There were no items that appear

to be discrepant to the meaning of the original item

after the translation. Finally, it was pre-tested in

the non-sample area. All the data was collected by

the researcher himself.

Data analysis

The collected data was coded and analysed using

Statistical Package for Social Science, version 22.0

(IBM SPSS, 2012).6 Descriptive statistics includes

frequency, percentage, mean and standard deviation

was calculated. For inferential statistics, Chi-square

test of independence was done to find the significant

association between qualitative variables. Finally, a

binary logistic regression analysis was done to

determine the factors associated with home

accidents.

Ethical Considerations

Ethical approval for this study was obtained from the

Ethics Committee of Universiti Malaysia Sarawak

(UNIMAS) [Ref. no. UNIMAS/NC-21.02/03-02(88)].

Ethical approval for this study was also obtained from

Medical Research and Ethics Committee (MREC),

Ministry of Health (MOH), Malaysia [ Ref. no.

(05)KKM/NIHSEC/p16-1063]. All respondents were

briefed about the objectives of the study and a written

informed consent was obtained before data collection.

Results

Sociodemographic characteristics

The mean (SD) age of the respondents was 36.73(12.4)

years with minimum age 18 and maximum age was

72 years. Two-thirds of the respondents were female

(65.7%).Majority of the respondents were Muslim

(77%). Out of 248 respondents, 72.2% were Malays

followed by Iban (17.7%) and the remaining were

others (Melanau, Bidayuh etc.).  Most of the
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respondents were married (90%). More than half of

the respondents had secondary school level of

education (54.8%) followed by primary level of

education (25%), diploma and above (14.5%). The

median family size was 6 with a minimum of 3 and

maximum of 20 members. About half (47.6%) of the

respondents were housewife followed by one-fifth

(19%) who were working as private employees.  About

one-tenth (8.5%) of the respondents had own

business, however, there was 13.1% of respondents

were unemployed when the interview was carried out.

The median income for the household was MYR 1500

with minimum MYR 500 and maximum MYR 10000.

About three-fifths (57.7%) of the family had one under-

five child, followed by one-third (35.1%) respondents

who had two children (Table 1).

Table-I

Socio-demographic characteristics of the respondents
(n=248)

Characteristics Frequency/ Percent

Mean (SD) (%)

Age in years (SD) 36.73(12.4)

Gender

Male 85 34.3

Female 163 65.7

Religion

Islam 191 77.0

Christianity 57 23.0

Ethnicity

Malay 179 72.2

Iban 44 17.7

Others (Bidayuh, Melanau etc.) 25 10.1

Marital status

Single 29 11.7

Married 219 88.3

Level of education

No formal education 14 5.6

Primary school 62 25.0

Secondary school 136 54.8

Diploma and above 36 14.5

Occupation

Unemployed 33 13.3

Own business 21 8.5

Government employee 29 11.7

Private employee 47 19.0

Housewife 118 47.6

Median Family size (min, max) 6 (3, 20)

Median income (min, max) MYR 1500

(500, 10000)

Number of under 5 children 1(1,6)

Pattern of Home accidents

Out of 248 households, 68.1% had ahistory of home

accidents. It was found that 40.3% households had

at least one incidence of home accidents and 22,6%

had two incidences of home accidents and 4% had

three or more occurrences. Highest percentages of

households had ahistory of fall (83.4%) followed by

cut injury (24.9%), struck by anobject (15.4%), insect

sting/ bite (12.4%). The history of animal bites, burn,

chocking was minimal. A more severe home accident

such as poisoning, suffocation, electrical accidents

and vehicle accidents around the house compound

was rarely reported (Figure 1).

Fig.-1: Pattern of home accidents (n=248)
(Percentage exceeded 100 due to multiple responses)

Pattern of care seeking behaviour: Table 2 shows

the pattern of care seeking behaviour for home

accidents among the respondents. Majority of the
respondents took home treatment for accidents such
as fall (61%), cut injury (66.7%), struck by objects
(76.9%), insect bite (71.4%), animal bites (42.9%).
However, in thecase of poisoning, suffocation, vehicle
accidents as well as burn or scalds, all the respondents
did bring their children to the nearest healthcare
facilities for treatment (100%). Some of the
respondents reported to give first aid for animal bites
(42.9%) and choking (50%) when the accident
happened. As for the traditional method of treatment,
there were only few who suffered from fall, insect sting,
burn/scald and choking chose institutional treatment.

Factors associated with home accidents: binary
logistic regression analysis

To determine the factors affecting home accidents, a
binary logistic regression was done. The dependent
variable, ‘home accident’, was dichotomized and
dummy coded into Yes (1) and No (0). The variables
which were statistically significant in Chi-square test
were included into the logistic regression model. The
independent variables such as age, marital status,
level of education and monthly household income
were found to be significant in the Chi-square Test.
Table 3 shows the results of this analysis. The full

model containing all the predictors was statistically
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significant [Ç2 (df, N= 248) = 36.466 (10), p<0.001]

indicating that the model could distinguish between

who had a history of home accident or not in the last

6 months. The model explained between 13.7% (Cox

and Snell R square) and 19.2% (Nagelkerke R squared)

of the variance of home accidents and was correctly

classified in 72.6% of the cases. The goodness of fit

indices was not statistically significant (p>0.05),

which indicated a well-fitted model and did not violate

the assumption of homogeneity. During the analysis,

three of the independent variables made a unique

contribution to the model (p<0.05), namely age,

marital status and monthly household income.

However, the level of education was found to be not

statistically significant (p>0.05). The caregivers/

respondents with age group 25-34 years had an odds

ratio of 5.319 (95% CI: 1.644, 17.212) and that of age

group 35-44 years had an odds ratio 4.203 (95% CI:

1.373, 12.872). This indicated that respondent’s age

group 25-34 years 5.319 times likely to have home

accidents and 4.203 times in the age group 35-44

years. Similarly, home accidents were 4.674 times

likely to have when caregivers are single compared to

currently married (Adj OR=4.674; 95% CI: 1.118,

19.543). The home accident was 2.936 times higher

among the respondents’ monthly income less than

MYR 1000 (Adj OR=2.936; 95% CI: 1.139, 7.564) than

the reference category.

Table-II

Pattern of treatment received after home accidents

Home accidents n                                                Pattern of treatment

Health Facilities First Aid Home remedy Traditional
Fall 141 12.1 12.1 61.0 14.9
Cut/Wound 42 28.6 4.8 66.7 -
Struck by object 26 7.7 15.4 76.9 -
Insect Sting 21 - - 71.4 28.6
Animal Bites 7 14.3 42.9 42.9
Burn/Scald 7 57.1 - 14.3 28.6
Choking 4 - 50.0 25.0 25.0
Poisoning 3 100.0 - - -
Suffocation 2 100.0 - - -
Electric accident 1 - - 100.0 -
Vehicle accident 1 100.0 - - -

Table-III

Factors affecting home accidents among under five children: binary logistic regression analysis

Variables ² Adj. OR                            95% CI

Lower Limit Upper Limit

Age in years

<25 0.700 2.013 0.489 8.279
25-34 1.671** 5.319 1.644 17.212
35-44 1.436* 4.203 1.373 12.872
45-54 0.927 2.527 0.772 8.274
e”55 (RC) 1
Marital Status
Single 1.542* 4.674 1.118 19.543
Married (RC) 1
Level of education
No formal education (RC) 1
Primary school 1.025 2.788 0.713 10.909
Secondary school 0.533 1.704 0.389 7.454
College/ Diploma 1.153 3.166 0.536 18.701
Household income per month
<1000 1.077* 2.936 1.139 7.564
1000-1999 0.189 1.208 0.624 2.338

≥ 2000 (RC) 1

Constant -1.499 .223
n 248
Model Chi square (df) 36.466 (10)***
Goodness of fit p>0.05
Cox & Snell R Square 0.137

Nagelkerke R Square 0.192

Adj. OR= Adjusted odds ratio; RC= Reference Category
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Discussion

The home accidents arecommon phenomenon among

the under five children that are often neglected. The

prevalence of home accident in this study was 68.1%

over the past six months.This is consistent to

Pakistan, where 85% of accidents were reported at

home.7 In contrast, only 2.5% of overall prevalence

of home accidents was reported in Malaysia.5 Fall

was the highest form of thehome accident reported

in this study. This is understood that children can

explore and new things they learn during

development, put them more prone to home

accidents. This finding also supported by Department

of Statistics, Ministry of Health, Malaysia.8 The action

after a home accident can be seen from the pattern

of care seeking behaviour. Majority of the respondents

prefer home remedy for less severe cases, however,

in general, 46.9% of the population prefer to seek

treatment at the nearest healthcare facilities when

the home accidents occurred.8 Younger caregivers

found to be one of the factors affecting home

accidents. This is due to the fact that caregivers in

this group were new parents and inexperience in

taking care of children. Besides that, low household

income was found to be statistically significant in

influencing home accidents. There might be the

possible reason that parents or caregivers working

long hours and had less time to spend at home and

as a result neglect the activities that their children

engaged with. Lack of awareness of risks and home

accidents are also one of the examples where low-

income group tends to have lower education level.

On the other hand, this study reported that higher

education levels also lead to the higher occurrence

of home accidents. Although the caregivers had good

knowledge score, yet the prevalence was also high

(Table not was shown). This is understood that

knowledge doesn’t always reflect on theaction.

Parents chose to be ignorant to what good practice to

prevent home accidents that they know. Another

reason was that highly educated mothers tend to be

employed and absent from home for a big amount of

time during the day, hence, less interest and time to

learn about safety preventive measures.9 A great

number of parents prefer home remedy when home

accidents happened, especially for less severe cases.

However, it is not recommended as parents might

underestimate the seriousness of the accident and

children risk of getting the right treatment in the

early safe. Traditional methods of treatment also

remain important in the villages, which correlates in

this rural communities.

Limitations

This study has some limitations that need to be

addressed. First, this may not be the representative

of the population in Sarawak, because Kota

Samarahan district was selected as the sampling area.

In addition is the selection of villages and participants

in the village setting. There may be a selection bias

as the majority of the respondents were female,

mainly housewives. Mostly data collection took part

during working days, where most male respondents

were away from work. Recall bias is also one of the

limitations, where respondents were asked to

remember home accidents happened for the past six

months.

Conclusion

The prevalence of a history of home accidents over

the past six months in Kota Samarahan district was

higher compared to other countries. There was at least

one occurrence of home accidents in the prevalence

of this study. Single and ahousehold income less than

RM1000 appeared to be important predictors of home

accidents among under-five children. As for the

pattern of care seeking behaviour, majority of the

respondents prefer home remedy for less severe cases;

whilst theyvisit the nearest healthcare facilities was

the first choice for severe accidents. A strategic health

promotion intervention program, focusing the falls

would be recommended as fall is the highest

occurrence of a home accident. First aid care should

also be given emphasis as it was among the lowest

pattern of care seek behaviour, largely due to the

inexperience of first aid knowledge. Knowledge of risk

factors of the home accident remains a crucial factor

in its prevention.
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UTILIZATION OF ANTIBIOTICS AMONG PHYSICIANS

IN THE GENERAL OUTPATIENT UNIT OF A TERTIARY

HEALTH FACILITY IN NORTH CENTRAL NIGERIA

MO JAMIU1, A GIWA1, IK BELLO2

Abstract

Background: Antibiotics are prescribed to treat infections caused by suspected or confirmed

organism(s). Inappropriate antibiotic prescribing could lead to treatment failure increase cases of

toxicity and development of resistant strains of organism.

Objective: To assess the pattern of antibiotics prescribing among physician in the General

Outpatients Department of University of Ilorin Teaching Hospital in Ilorin.

 Method: The study involved a 6 month retrospective review of prescription sheets in the General

Outpatient Department of University of Ilorin Teaching Hospital (UITH) to assess the prescription

pattern.  A total of 3,552 prescriptions were reviewed. Information on prescribing pattern of physicians

and patient demographics were obtained through a date collection form. The data obtained were

entered into Statistical Package for Social Scientists (SPSS) version 16 and analyzed using descriptive

value. Logistic regression was used in inferential statistic and P values Â 0.05 were considered

significant.

Results: The prescribing rate of antibiotic was 82.13%. The most widely prescribed antibiotics

were amoxicillin/ clavulanic acid (21.9%), ciprofloxacin (21.2%), metronidazole (17.2%) and Amoxycillin

(9.4%). Average number of drugs per prescription was 4.32 ±1.46. There was significant difference

in the prescribing duration of antibiotics in female compare to male patient. Female patients had

longer duration than their male counterpart.

Conclusion: There was high rate of antibiotic prescribing among physicians in the health facility.

Rational prescribing in terms of generic prescribing and prescribing from Essential Drug List (EDL)

was adequately complied with and the number of prescribed medications per prescription was

within the limit.

Key words: Antibiotics; rational prescribing; amoxicillin-clavulanic; prescribing guideline.
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Introduction

Drug utilization research is defined as a marketing,

distribution, prescription, and use of drugs in society,

with special emphasis on the resulting medical, social

and economic consequences.1 Drug utilization

includes the prescribing, dispensing, administering

and ingestion of drugs.2  A  drug utilization  study  is

a structured process which is used to assess the

quality of  drug  therapy  by  engaging  in  the

evaluation  of  data  on  drug prescribing,  dispensing

and  patient  use  in  a  given  health  care

environment,  against  predetermined,  agreed  upon

criteria  and standards, with special emphasis on

the resulting medical, social, and  economic

consequences.  It  seeks  to  monitor,  evaluate  and

suggest modifications in the prescribing practices with

the aim of making  the  medical  care  rationale  and

cost  effective.3 The Drug Utilization 90% (DU 90%)

index is a simple, inexpensive and flexible method

for assessing the quality of the drug prescription.1

Antimicrobial resistance is an important patient-

safety and public-health issue. The number of

infections due to antibiotic-resistant bacteria is

growing and the pipeline of new classes of antibiotics

is very limited. The emergence of antibiotic resistance

is linked to antimicrobial exposure, and the overall

uptake of antibiotics in a population, as well as the

way antibiotics are used by individuals has been

shown to affect antibiotic resistance. The results of

a recent meta-analysis have found strong evidence

linking the prescribing of antibiotics in primary care
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to antimicrobial resistance in pathogens causing

urinary, respiratory and skin infections in individual

patients. The likelihood of isolating resistant bacteria

from a patient is strongly associated with the number

and duration of antibiotic courses prescribed in the

previous 12 months.4  This study therefore seek to

assess the utilization of antibiotics among the

physicians through prescribing pattern and conformity

with World Health Organization(WHO ) guideline for

good prescribing practice in the tertiary Health Facility

between January, 2016 and December, 2016.

Study Methods

This study involved 1-year retrospective review of

antibiotic prescription sheets at the General

Outpatient Department of the University of Ilorin

Teaching Hospital (UITH) between January and

December, 2016.  UITH is a tertiary heath facility

with 650 bed space located at Oke-Oyi in Ilorin East

local Government area of  Kwara State.  All

Prescriptions for adult male and female containing

at-least one antibiotic within the study period were

selected for the study. All prescriptions selected were

assessed from patient’s identifiers and prescriber’s

identifiers to ensure validity of the prescriptions.

Designed data collections forms were used to collect

necessary information. Data obtained were entered

into excel spread sheet and Statistical Package for

Social Sciences was used to analyze the data. Results

were presented descriptively in the form of tables

and charts where applicable. P-value less than 0.5

were considered statistically significant.

Results

A total of 4, 325 prescriptions were used, out of which

3,552 contained at least one antibiotic. This gives a

prescribing rate of 82.13%. The total number of the

antibiotics in these prescriptions was found to be

3882. The pattern of antibiotics prescribing among

the physicians was as shown in the table (Table-I).

Table-I

Frequency of antibiotics prescribed by their generic names

Name of antibiotic Frequency (%) N=3882

Amoxicillin/ clavulanic acid 846(21.9)

Amoxicillin 366(9.4)

Ampicillin/sulbactam 12(0.3)

Ampicillin 6 (0.2)

Ampiclox 6 (0.2)

Azithromycin 144 (2.9)

Cefixime 48(1.2)

Cefuroxime 192 (5.1)

Cephalexin 6(0.2)

Ciprofloxacin/tinidazole 138 (3.6)

Ciprofloxacin 822 (21.2)

Clarithromycin 42(1.1)

Cotrimoxazole 30(0.8)

Doxycycline 120(3.1)

Erythromycin 144 (3.7)

Fluconazole 96(2.5)

Gentamicin 6(0.2)

Ketoconazole 6(0.2)

Levofloxacin 72 (1.9)

Metronidazole 666 (17.2)

Neomycin 6(0.2)

Nitrofurantoin 18(0.5)

Ofloxacin 12 (0.3)

Secnidazole 42 (1.1)

Sparfloxacin 24 (0.6)

Tetracycline 30(0.8)

Tinidazole 12 (0.3)

When the prescriptions were analyzed for WHO

standards for good prescribing practice, the following

results were obtained (Table-II).

Results obtained from average number of medications

per prescription indicated that the number of

medications per prescription per encounter showed

that the most frequently occurring number of

medications per prescription was five (five

medications per prescription) while ten medications

per prescription occurred the least (Figure-1).

Table-II

The characteristics of the prescriptions analyzed

Variables Options Frequency (%) N= 3882

Generic   prescription Generic 2190(56.4)

Branded 1692(43.6)

Dosage form Tablets 3126(80.5)

Capsules 750(19.3)

Injectable 6(0.2)

Availability in EDL* Available 3546(91.3)

Availability for dispensing Available   3537(91.4)

*EDL=Essential Drug List
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Discussion

A prescription provides an insight into a prescriber’s

attitude to the disease being treated, the nature of

healthcare delivery system in the community and the

treatment options available.5 The prescribing patterns

of physicians in the institution understudy indicated

that more than three quarter of prescriptions

contained one or more antibiotics. More than half of

these were prescribed in generic which was fairly good

practice according to World Health Organization

Guideline.6 Tablet was the most frequently prescribed

dosage form. This was followed by capsules and with

injectable least prescribed. Most of prescribed

antibiotics were from essential drug list which was a

good prescribing practice in accordance with WHO

specification. Only a fraction of prescribed antibiotics

were not available for dispensing, less than 10%.  A

better result was obtained from a study in Federal

Staff Clinic, Abuja where 97.9% of prescribed

antibiotics were available for dispensing.7

The most commonly prescribed antibiotics were

Amoxycillin/clavulanic acid and ciprofloxacin and this

was similar to a study in Turkey, where Amoxicillin/

clavulanic acid was the most commonly prescribed

with 18.1% prescribing rate close to the rate obtained

in this study (21.9%).  Ciprofloxacin was also found

to be most commonly prescribed antibiotic in a similar

study carried out in Sokoto, North-Central Nigeria.8

This was contrary to the results obtained by Abusaeed

et al, 2013 and Widayaty et al 2011 where Amoxycillin

was found to be the most widely prescribed antibiotic.

Metronidazole was next to the two mentioned drugs

followed by amoxicillin. Others were cefuroxime,

erythromycin, ciprofloxacin-tinidazole combination,

doxycycline, and fluconazole. The least prescribed

were ampicillin, Ampicillin-cloxacillin and cephalexin.

The most occurring number of medications per

prescription was five medications per prescription

while those prescriptions containing up to ten

medications were the least (Figure 1). This suggests

a less tendency for polypharmacy in the medication

use because majority of the patients were on the

average of five medications per prescription. The lower

the numbers of drugs taken by the patient the less

Table-III

Logistic regression comparing the use of antibiotics among male and female patients

Duration of prescribed antibiotics Odd Ratio Z P-value 95% CI of OR

Less than 3 days 0.246 7.477 0.006 0.253-0.298

Between 3 and 7 days 0.269 21.351 0.000 0.154 -0.470

More than 7 days 0.661 5.125 0.024 0.463-0.946

Fig.-1: Description of number of prescribed medications
per prescription containing antibiotics

Fig.-2: Description of duration of prescribed antibiotics

The duration of prescribing of antibiotics revealed that

most of the antibiotics were prescriber for between 5

to 10 days. Longer duration for over thirty days was

minimal which accounted for less than 1% (0.31%).

See the figure bellow (Figure 2).

Logistic regression analysis to compare the duration

of prescribed antibiotics between male and female

patients indicated that there was gender influence

in shorter course of antibiotics use. Male patients

were received more short courses on antibiotics (1-7

days) than their female counterpart whereas both were

not equally different for longer course of treatment

(Table-III).
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the chance for interaction.9 The more drugs a patient

is exposed to, the more likely they are to be prescribed

inappropriately.10,11

There was a statistically significant difference

between pattern of antibiotic prescribing between

male and female patients. Female patients are more

likely to be prescribed antibiotics for short (less than

three days) and medium (up to seven days) courses

of therapy. This may not  be unconnected with the

fact that some antibiotics that are used in short

course e.g Tinidazole and Fluconazole are indicated

for therapy in Sexually Transmitted Diseases like

Chlamydia Trichomoniasis and candidiasis in which

female have been found to be more affected  than

their male counterpart.12 Also, Urinary Tract

Infections occur more often in women than  men at a

ratio of 8:1.  Approximately 50–60% of women report

at least one UTI in their lifetime and one in three

will have at least one symptomatic UTI necessitating

antibiotic treatment by age 24.13 On the other hand,

both male and female are likely to be equally affected

with respiratory tract infections. While male are more

commonly affected by otitis media, croup and lower

respiratory infections, female are more commonly

affected by upper respiratory infections like like

tonsillitis, sinusitis and otitis externa. This could

probably be the basis for no gender difference in

antibiotics prescribing for long duration since these

ailments require long duration of antibiotic use.14

Antibiotics are prescribed more by emergency

physicians and family medicine practitioners. Patients

who are seen in the emergency room and in the family

practitioner’s office are more likely to receive

antibiotic prescriptions.8

Although many countries have been successful in

reducing primary care prescribing of antimicrobials,

primary care is still responsible for the majority of

antibiotics prescribed to people. Much of this use is

in the treatment of suspected respiratory infection

and levels of prescribing vary widely within and

between countries, suggesting that further reductions

are possible. However, there are many barriers to

reducing the inappropriate use of antimicrobials,

including patient and practitioner expectations.15

Antibiotic prescribing practices vary widely and errors

are common. About half of patients receive an

antibiotic for at least one day during the course of an

average hospital stay. The most common types of

infections for which hospital clinicians wrote

antibiotic prescriptions were lung infections (22%),

urinary tract infections (14%), and suspected

infections caused by drug-resistant Staphylococcus

bacteria, such as Methicinllin Reasistant

Staphylococcus aureus (17%). About 1 out of 3 times,

prescribing practices to treat urinary tract infections

and prescriptions for the critical and common drug

vancomycin included a potential error – given without

proper testing or evaluation, or given for too long.

Doctors in some hospitals prescribed up to 3 times

as many antibiotics as doctors in similar areas of

other hospitals. This difference suggests the need to

improve prescribing practices.16

Poor prescribing puts patients at risk. Although

antibiotics save lives (for example, in the prompt

treatment of sepsis, a life-threatening infection

throughout the body), they can also put patients at

risk for a Clostridium difficile infection, deadly diarrhea

that causes at least 250,000 infections and 14,000

deaths each year in hospitalized patients. Decreasing

the use of antibiotics that most often lead to C.
difficile infection by 30% (this is 5% of overall antibiotic

use) could lead to 26% fewer of these deadly diarrheal

infections. These antibiotics include

fluoroquinolones, ²-lactams with ²dlactamase

inhibitors, and extended-spectrum cephalosporins.

Patients getting powerful antibiotics that treat a broad

range of infections are up to 3 times more likely to

get another infection from an even more resistant

germ.

Observational studies have shown that physicians

who provide samples to their patients are less likely

to recommend over-the-counter medications, less

likely to prescribe preferred medications and more

likely to prescribe advertised medications.17

Various  drug  prescription  problems  have  been

identified  in  health  facilities  in  developing countries

like Nigeria. This includes irrational use of drugs,

unnecessary polypharmacy and high use of drugs with

unproven efficacy. Some of these studies have shown

that antibiotics are one of the most commonly

prescribed drugs among physicians and have

identified its overuse.7

One study has also revealed characteristic behavior

of doctors and patients and laxity in regulation for

prescribing and dispensing antibiotics. Doctor-

related factors include diagnostic uncertainty

especially in distinguishing between viral and

bacterial infections especially in cases of upper

respiratory tract infections and diarrhea. To deal with

the uncertainty about whether or not the infection is

bacterial, they prescribe antibiotics. Even in cases

where patients report fever for a day or two, it was

difficult to ascertain the cause.

Moreover, medical tests were not recommended to

remove the ambiguity as most patients did not want

to take a test for a day’s fever or could not afford to
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take these tests due to lack of time or money. As a

result, antibiotics are prescribed where they are not

required. Generally, in public primary health care

facilities, microbiology lab facilities are not available

and most of the patients who visit these facilities

cannot afford the tests from private labs. So doctors

relied mainly on their clinical acumen.

Another factor identified was doctors’ perceived

demand and expectation. Doctors from both private

and public sectors said that some patients demand

capsules and ‘strong’ medicines. Some patients who

had previously been prescribed antibiotics asked to

be given these drugs again. Educated patients may

also demand for antibiotics that they wanted. At

times, doctors often succumb to patients’ demand or

expectations for antibiotic prescription.18

Many doctors said that the patient expects them to

write a prescription for antibiotics when they have

spent money on consulting a doctor or waited for

considerable time in a public facility. Patients are

not satisfied if they get just paracetamol or oral

rehydration solution packets (ORS) for fever and

diarrhoea, which they could have taken on their own;

doctors feel patients want them to prescribe

something that they have not taken and that is why

doctors prescribe antibiotics.18

The use of trade names was also found to be very

rampant among  the  prescribers;  this  may  not  be

unconnected  with  the immense  pressure  which

was  mounted  by  the pharmaceutical company

representatives  on  the  prescribers  and  the

frequent inducement or entertainment in the form of

gifts.8 Several health professionals have issued

statements to reduce the use of antibiotics worldwide

by means of strict antibiotics policy. For such policy

to be implemented, detailed knowledge of antibiotics

prescribing pattern and related cost is

important.19Generic prescribing has also been

identified as a key factor in reducing the cost of

treatment as generic drug are less expensive than

branded ones.20
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SOCIO-DEMOGRAPHIC CHARACTERISTICS AND

TREATMENT OUTCOME OF PATIENTS WITH

MALIGNANCY AND TYPE 2 DIABETES

MD. RAZIUR RAHMAN1, SAMIRA RAHAT AFROZE2, RENE SUZAN CLAUDE SARKER3, MUHAMMAD ABDUR

RAHIM4 KHWAJA NAZIM UDDIN5

Abstract

Background: In Bangladesh prevalence of malignancy in diabetic patients seems to be increasing

as case detection of both diseases are far more than before. No statistical data of diabetic patients

with malignancy is currently available in Bangladesh. Treatment of both diabetes and malignancy in

the same patient is challenging for the physician and requires multidisciplinary support. For such

cases BIRDEM General Hospital offers supportive facilities including intensive care, chemotherapy,
surgical intervention and oncology day care.

Methods : This is a cross-sectional observational study carried out from January 2011 to June
2016 which included adult diabetic patients with malignancy admitted in Internal Medicine
Department of BIRDEM General Hospital. With prior informed consent of the patients, data were
collected and statistical analysis was done using professional SPSS version 17.0 windows based
program.

Results : Total number of type 2 diabetic patients with malignancy was 80. Among them 49
(61.3%) were male and 31 (37.7%) were female patients.  Almost two-third of the patients was
between 41-60 years (63.8%).  More than half of the patients belonged to urban settings (42,
52.5%) followed by sub-urban area (27, 33.7%). Smoking was the commonest (23.8%) among the
risk factors.  Family history for malignancy and exposure to occupational hazards were present in
11.3% and 7.5% cases respectively. Among co-morbid conditions, hypertension and ischemic heart
disease were predominant. Twenty categories of malignancies were confirmed by histopathological

evidence, radiology reports and cancer markers.  The commonest malignancy in male and female

was lymphoma and carcinoma breast respectively. Most patients were treated with chemotherapy

(48.8%) and combined approach was required in 36.3% cases. Good response to treatment was

observed in 46.3% cases, 15% patients deteriorated and death occurred in 6.3% cases.

Conclusion : Type 2 diabetes and malignancy individually have their own consequences. When

co-existing, patients require a holistic approach. Complications can arise from either spectrum of the

diseases. If managed promptly and adequately, outcome of such cases is encouraging. Management

outcome of these cases so far in Internal Medicine Department, BIRDEM General Hospital shows a

promising future.

Keywords : type 2 diabetes, malignancy, outcome, socio-demographics
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Introduction:

Cancer prevalence in diabetic patients in our country

seems to be increasing as case detection of both

diseases are far more than before. Worldwide, cancer

is the second and diabetes is the 12th leading cause

of death.1 Statistical data of diabetic patients with

cancer is currently not available in Bangladesh.

Treatment of diabetes and malignancy in the same

patient poses a challenge for the concerning

physician. Due to limited advanced treatment

facilities in Bangladesh, a patient with both cancer

and uncontrolled diabetes often suffers.
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(BIRDEM) General Hospital is well recognized for its

service mostly to diabetic patients with multiple

complications. Oncology unit of Internal Medicine

Department of this hospital has started treating

diabetic patients with malignancies with limited

resources and facilities. For such cases our hospital

also offers supportive facilities including intensive

care, chemotherapy, surgical intervention and

oncology day care.

The aim of this study was to observe the social and

demographic characteristics in type 2 diabetic

patients diagnosed with malignancy. The treatment

outcomes of different categories of malignancy among

these patients were also observed.

Methodology:

This cross-sectional, observational study was carried

out from January 2011 to June 2016 in Oncology unit,

Internal Medicine Department of BIRDEM General

Hospital. Adult type 2 diabetic patients of either sex

diagnosed with malignancy were purposively and

consecutively included in this study. With prior

informed consent of the patients, data were collected

and statistical analysis was done using professional

SPSS version 17.0 windows based program. Socio-

demographic characteristics, risk factors for

malignancy such as smoking, alcohol intake, family

history of malignancy and exposure to occupational

hazards were evaluated in this study and treatment

outcome of these patients were noted. Good response

was categorized by improvement of both clinical and

biochemical parameters including monitoring of

cancer markers. Patients who had no relapse in 5

years were considered as cured. Cases were

categorized as deteriorated if the patient’s condition

worsened following admission before or after receiving

treatment. As radiotherapy facilities are not yet

available at our hospital, 2 patients had to receive

radiotherapy from an outside center. Cases were

followed up after discharge for a variable period of

time or till death. Patients who expired during

hospitalization or after discharge were also noted.

Results:

Total number of type 2 diabetic patients with

malignancy was 80, whose diagnoses were confirmed

by histo-pathological evidence (biopsy/FNAC),

radiology reports and cancer markers.  Among them

49 (61.3%) were male and 31 (37.7%) were female

patients (Table 1). Almost two-third of the patients

age was between 41-60 years (51, 63.8%). Others were

above >60 years (22, 27.5%) and among 20-40 years

group (7, 8.7%). Mean age was 55.16 ± 9.18 SD years.

Majority of the patients belonged to urban settings

(42, 52.5%) followed by sub-urban area (27, 33.7%)

Most male patients came from urban settings (20,

64.5%) while most females (12, 60%) came from sub-

urban settings.

Table-I

Distribution of gender, age and area of residence among
diabetic patients with  malignancy

 Area of Gender Age group Total

residence 20-40 41-60 >60

Urban Male 3 20 9 32

Female 4 5 1 10

Total 7 25 10 42

 Rural Male  0 4 0 4

Female 0 3 4 7

Total 0 7 4 11

 Sub-urban Male 0 7 6 13

Female 0 12 2 14

Total 0 19 8 27

Risk factors for malignancy such as smoking, alcohol

intake, family history of malignancy and exposure to

occupational hazards were evaluated in this study.

Among the 80 patients, 19 (23.8%) were smokers and

all were male (Table II). Of these 19 patients with

smoking habit, most belonged to urban setting (11,

57.9%). The rest were from sub-urban and rural

settings and showed equal number of smoking habit

(4, 21%).

Table-II

Smoking prevalence with relation to sex and area of
residence

Area of Gender          Smoker Total

residence No Yes

 Urban Male 21 11 32

Female 10 0 10

Total 31 11 42

 Rural Male 0 4 4

Female 7 0 7

Total 7 4 11

 Sub-urban Male 9 4 13

Female 14 0 14

Total 23 4 27

History of alcohol intake were found in 2 patients

(2.5%) only and both were male from urban settings

(Table III). Nine patients (11.3%) had positive family

history for malignancy, 5 belonging to sub-urban

settings and 4 from urban settings (Table IV).
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Table III

Prevalence of alcohol intake with relation to sex
and area of residence

History  of Area of                 Gender Total

alcohol residence Male Female

intake

No Urban 30 10 40

Rural 4 7 11

Sub-urban 13 14 27

Total 47 31 78

Yes Urban 2 0 2

Total 2 0 2

Table IV

Family history of  malignancy

Area of residence Total

Family history Urban Rural Sub-

of malignancy urban

    No 38 11 22 71

    Yes 4 0 5 9

    Total 42 11 27 80

Exposure to occupational hazards (such as working

with chemicals in factories or radiation exposure)

among diabetic patients with malignancy were

observed in 6 (7.5%) patients. Most of them (4) were

male and from urban residential area, while one was

female (Table V). Among co-morbid conditions (Table

VI), hypertension (HTN) and ischemic heart disease

(IHD) were predominant (15 and 9 cases respectively).

Prevalence of more than one co-morbidites were

marked (33 cases, 41.3%) while 21 (26.3%) patients

had no co-morbidities. Patients with one or more co-

morbidities were mostly from urban settings (42,

52.5%).

Table V

Exposure to occupational hazards among diabetic
patients with malignancy

Exposure to Area of           Gender Total

occupational residence

hazards Male Female

Not- Urban 28 9 37

significant Rural 4 7 11

Sub-urban 12 14 26

Total 44 30 74

Significant Urban 4 1 5

exposure Sub-urban 1 0 1

Total 5 1 6

Table VI

Co-morbid conditions in admitted type 2  patients with
malignancy

Co-morbid Area of residence Total

conditions Urban Rural Sub-urban

None 15 2 4 21

HTN 7 4 4 15

IHD 5 0 4 9

Liver disease 2 0 0 2

More than one 13 5 15 33

Total 42 11 27 80

Twenty categories of malignancies were diagnosed
during this study period (Table VII).  Nearly half of
cases were lymphoma (16, 20%), carcinoma breast
(11, 13.8%), and carcinoma uterus and/or cervix (9,
11.3%). Most diabetic patients with diagnosed
malignancies were from urban residential area (42,

52.5%). In males the common malignancies were
lymphoma (15) and carcinoma pancreas (4) followed
by carcinoma stomach (3), multiple metastasis (3),
renal cell carcinoma (3) and carcinoma of lung (2). All
cases of multiple myeloma (4), leukemia (5),
hepatocellular carcinoma (2), renal cell carcinoma (3),

carcinoma urinary bladder (2), carcinoma esophagus
(1) and CNS malignancy (1) occurred in male patients.
Among the female patients the common malignancies
were carcinoma breast and carcinoma of uterus and/
or cervix. Cases of carcinoma of salivary gland (1),
gall bladder (1), spinal cord (1) and carcinoma of
unknown primary (1) occurred in female patients.

Table VII

Oncological diagnosis of admitted type 2 diabetic patients

Oncological                   Area of  residence Total

Diagnosis Urban Rural Sub-urban

Lymphoma 9 3 4 16

Ca Breast 6 0 5 11

Ca lung 1 1 1 3

Ca Stomach 3 1 0 4

Ca uterus & cervix 0 2 7 9

Multiple myeloma 3 1 0 4

Ca pancreas 4 1 0 5

Leukemia 2 0 3 5

Salivary gland Ca 0 0 1 1

Ca rectum 1 1 0 2

Multiple metastasis 5 0 0 5

Prostatic Ca 1 0 1 2

Hepatic Ca 2 0 0 2

Ca Gall bladder 0 1 0 1

Renal cell Ca 2 0 1 3

Ca urinary bladder 1 0 1 2

*CNS Ca 0 0 1 1

Ca spinal cord 0 0 1 1

Ca  esophagus 0 0 1 1

Primary unknown 2 0 0 2

Total 42 11 27 80

Ca : carcinoma, *CNS : central nervous system
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Case confirmation mostly was done by tissue

diagnosis by histopathology following biopsy (58, 72.5

%) and FNAC (17, 21.3 %). In 5 cases diagnosis was

made with the help of tumor marker, imaging and

cytology (Table VIII).

Table VIII

Diagnostic tools used

Investigations Number

*FNAC 17

**Biopsy 58

Tumor marker 1

Cytology 1

Imaging 3

Total 80

*FNAC : fine needle aspiration cytology

** Biopsy: includes bone marrow study, organ or lymph

node biopsy, tissue biopsy (e.g. breast)

Most patients were treated with chemotherapy (39,

48.8%). Many cases warranted a combined approach

(29, 36.3%). Cases such as carcinoma breast, uterine

and/or cervical cancers needed surgery and

chemotherapy and /or radiotherapy. Surgical removal

of tumor both curative and palliative surgery were

required in 6 cases (7.5%). The treatment modalities

are shown in

Table IX.  In all cases multidisciplinary approach were

needed.

Table IX

Treatment modalities

Treatment modalities Total

None 4

Chemotherapy 39

Surgery 6

Palliative Radiotherapy 2

Combination 29

Total 80

Treatment responses (Table X) among stable cases

were satisfactory. Patients showed good response in

37 (46.3%) cases. Four cases were declared ‘cured’

during this study period. In 12 patients (15%)

condition deteriorated. Death occurred in 5 cases

(6.3%) among whom 3 patients expired during

hospitalization and 2 cases died after discharge. Ten

cases (12.5%) were lost to follow up in this study.

Table X

Treatment outcomes of the patients

Outcome Total

No response 12

Good response 37

Cured 4

Deterioration 12

Death 5

Lost  to follow-up 10

Total 80

Discussion:

Diabetes may influence the neoplastic process by

several mechanisms, including hyperinsulinemia

(either endogenous due to insulin resistance or

exogenous due to administered insulin or insulin

secretogogues), hyperglycemia, or chronic

inflammation.2 Our study was to share our experience

in the field of oncology.

About 63.8% of study samples were within age limit

of 41 to 60 years which almost correlates with

Bangladesh Cancer Registry Report (30-65 years,

around 66%).3 Most diabetic patients with

complications were of older age. Our study reflects

that majority of the diabetic patients came from urban

areas (52.5%). The smaller group from rural areas

(11, 13.75%) may be due to financial constrains or

lack of opportunity to reach a tertiary care center.

There are some risk factors common to both cancer

and diabetes which include age, sex, obesity, physical

inactivity, diet, alcohol, and smoking. It has been

recommended that healthful diets, physical activity

and weight management reduce risk and improve

outcomes of type 2 diabetes and some forms of cancer

and should be promoted for all.2 In our study, 23.8%

were smokers and 2.5% were alcohol abusers. It was

also observed that 11.3% had family history for

malignancy and 7.5% patients were exposed to

occupational hazards.

Diabetes-related factors including steatosis,

nonalcoholic fatty liver disease and cirrhosis may also

enhance susceptibility to liver cancer. With regard to

pancreatic cancer, interpretation of the causal nature

of the association is complicated by the fact that

abnormal glucose metabolism may be a consequence

of pancreatic cancer  (so-called “reverse causality”).2

Epidemiological data have shown that diabetes

(primarily type 2) is associated with up to two-fold

increased risks of cancers of the colo-rectum, breast,

endometrium, kidney (renal cell tumours), liver and
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pancreas among diabetes patients. 2,4 Diabetes is

associated with reduced risk of prostate cancer.2,5

For some other cancer sites there appears to be no

association or the evidence is inconclusive.2

In our study among 20 catagories of malignancy

majority suffered from lymphoma (both Hodgkins and

non-Hodgkins lymphoma) carcinoma breast,

carcinoma uterus and/or cervix.

 In males common malignancies were lymphoma and

carcinoma pancreas. Among the female patients the

common malignancies were carcinoma breast and

carcinoma of uterus and/or cervix. According to a large

study on 6492 cancer patients conducted in National

Institute of Cancer Research and Hospital of

Bangladesh, the common cancers in adult males

included cancers of lung, lymphatics, larynx, oral

cavity and skin, while  in adult females breast, cervix,

lung, oral cavity, lymphatics and ovarian cancer were

common6. Bangladesh Cancer Registry Report also

mentions lung cancer as the most frequent cancer,

followed by carcinoma cervix and breast. 3

Confirmation of cases in this study was largely based

on tissue diagnosis (72.5%) from histopathology

samples of bone marrow aspiration and organ biopsy.

With the help of radiological evidence many cases

were initially suspected as malignancy, which were

later proven by histopathology, eventually a combined

approach. Two cases of carcinoma of unknown primary

with metastasis were also noted.

Two cases of carcinoma breast developed complication

after chemotherapy and were referred to an outside

center for radio/brachytherapy. Few patients with

multiple metastasis were offered paliative care

including surgery/stenting and chemotherapy. It has

been emphasized that the best treatment for most of

the complications of cancer is to successfully treat

the cancer itself; if this is not feasible, palliative

measures should be taken.7Although treating the

complications associated with cancer cannot always

prolong the patient’s life, it frequently can improve

the quality of life remaining.7

In this study, we observed a significant combined

data of ‘cured’ and ‘patient with good response’

(54.4%). Death rate was 7% and condition deteriorated

in 14% cases. Such outcomes can be expected in

complicated diabetes with terminal illness8. Results

of some, but not all, epidemiological studies suggest

that diabetes may significantly increase mortality in

patients with cancer.9 In one study, 5-year mortality

rates were significantly higher (hazard ratio 1.39) in

patients diagnosed with both breast cancer and

diabetes than in comparable breast cancer patients

without diabetes.10

Conclusion:

When a diabetic patient develops malignancy, the

situation gets complicated. This group of patients at

the same time need proper control of their glycaemic

profile and specific management of carcinoma. Multi-

disciplinary management is often required.

Complications can arise from either spectrum of the

diseases. If managed promptly and adequately,

outcome of such cases is encouraging. BIRDEM

General Hospital as a tertiary institute shows a

promising role here. Our oncology unit is looking

forward to provide a better future to all patients who

are fighting against cancer with diabetes mellitus.
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PATTERN OF ELECTROLYTE IMBALANCE AND THEIR

RESPONSE TO CORTICOSTEROID THERAPY IN

STROKE PATIENTS ADMITTED IN A TERTIARY CARE

HOSPITAL

AT ISLAM1, S AFROSE2, ZK JOARDER3, KAK AZAD4

Abstract:

This prospective, single center, case-control study was designed to see the response of electrolyte

imbalance in admitted stroke patients receiving corticosteroid therapy in a tertiary care hospital. In

IPD, still in many cases of stroke with cerebral edema, injectable corticosteroids are given frequently.

Our aim was to find out the common electrolyte imbalances in different type of acute stroke, and, if

there was any difference between the patterns of electrolyte imbalance in patients receiving

corticosteroids for management, with those who did not receive.

Methods: The source population of this study comprised stroke patients attending the DMCH,

between 1st January to 30th June 2014. Total 70 patients, 35 as control and 35 as case group, who

received steroids, were randomly enrolled for the study. Detail demographic data were collected

from the informant was recorded in structured case report form.

Result: In our study, 48 (68.55%) patients had infarction and 22 (31.45%) patients had hemorrhagic
stroke. Hyponatremia was detected in majority 51 (72.85%), others imbalances are hypernatremia
9(12.85%), hypokalaemia 31(44.28%), hyperkalaemia 2(2.85%) and hypochloraemia 37(52.85%).
Out of 48 ischemic stroke, hypernatraemia, hypokalaemia and hypochloraemia was present among
8(16.66%), 19(39.58%) and 24(50%) patients respectively. Out of 22 haemorrhagic stroke patients,
1(4.54%), 12(54.54%), 2(9.09%) and 13(59.09%) cases were found to have hypernatraemia,
hypokalaemia, hyperkalaemia and hypochloraemia respectively. After giving injectable steroids,
differences were statistically significant between two group, p-value was 0.016 (p<0.05). Among
control group 24(68.57%); improvement observed was insignificant.

Conclusion: It was statistically evident that, patients receiving injectable corticosteroids in acute

stroke, showed improvement and had better outcome than of those who did not receive.

Key Words: Stroke, Corticosteroids, Electrolyte Imbalance, Tertiary Care Hospital, Case-control Study.
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Introduction:

A prospective, single center case-control study that

was designed to see the response of electrolyte

imbalance in admitted stroke patients receiving

corticosteroid therapy (Dexamethasone 5mg IV BD)

in a tertiary care hospital. The role of steroids in the

management of stroke is still controversial. As stroke

is a heterogeneous condition, it is, therefore, unlikely

that a single agent would be beneficial in any

treatment plan. Perhaps the only general agreement

on the use of steroids in stroke is where vasculitis

is suspected or proven. As a cause of stroke,

vasculitis is very rare (<1% of all strokes), but

treatment with steroids should be started whenever

it is suspected.1

The effectiveness of steroids as one of the options

for the treatment of acute stroke, either hemorrhagic

or infarction, has never been proven so far. In clinical

trials, it is shown that steroid have some role of

regulation of plasma osmolarity and ion status

regulation. In the management of stroke, in In Patient

Department (IPD), still in many cases of suspected

cerebral edema, injectable corticosteroids

(Dexamethasone 5mg IV BD) are given frequently.

According to Crete-Boston study, intravenous

dexamethasone improves outcome in acute
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hemorrhagic stroke and supports a randomized clinical

trial using this approach.2 Though the role of

corticosteroid still is questionable in reducing cerebral

edema, but it may have a role in correction of

electrolyte imbalance caused by SIADH, by its salt

and water retaining property,3,4 which happens in

some cases of stroke.

As we know that the corticosteroids have an additional

mineralocorticoid like effect as well, the salt and

water retention by the steroid may be helpful for

minimizing the electrolyte imbalance, along with,

reducing the secretion of ADH and BNP from the

inflamed area of CNS.3,4,5

In our study, we tried to find out the common

electrolytes status in different type of acute stroke

patients and their association with some common

clinical presentation. As well as, to find out if there

is any difference between the pattern of electrolyte

imbalance in patients receiving injectable

corticosteroids for management and those who are

not receiving.

Methods

The source population case-control study comprised

Stroke patients attending the Dhaka Medical College

Hospital, with electrolyte imbalance, with or without

receiving steroid (Dexamethasone 5mg IV BD) were

enrolled, until the number of patients getting steroid

becomes 35. Then only stroke with electrolyte

imbalance patients without receiving steroid were

enrolled until that number becomes 35. Detail

demographic data were collected from the informant

was recorded in structured case report form. Clinical

examination and relevant investigation with CT scan

were done. All collected questionnaire was checked

very carefully to identify the error in the data. Data

processing work was consisted of registration

schedules, editing computerization, preparation of

dummy table, analyzing and matching of data. Stroke

patient with electrolyte imbalance, includes age,

socio-demographic characteristics, clinical

manifestation, electrolytes abnormality, and response

to corticosteroids therapy. Clinical profile was made

by thorough history and clinical examination and by

doing some relevant investigation.

Result:

48 (68.55%) patients had infarction and 22 (31.45%)

patients had hemorrhagic stroke in our study. Among

them, maximum numbers of ischemic stroke were

between age group 51-60 (41.42%), and in case of

hemorrhagic stroke maximum numbers were between

61-70 (17.14%) age groups.

Hyponatremia was detected in majority of patients

51 (72.85%), others imbalance are hypernatremia 9

(12.85%), hypokalaemia 31 (44.28%), hyperkalaemia

2 (2.85%) and Hypochloraemia 37 (52.85%). Study

showed that 32 (66.66%) ischemic stroke patients

and 19 (86.36%) hemorrhagic stroke patients had

hyponatremia. Out of 48 ischemic stroke,

hypernatraemia, hypokalaemia and hypochloraemia

was present among 8 (16.66%), 19 (39.58%) and 24

(50%) patients respectively. No hyperkalaemia &

hyperchloraemia recorded among ischemic patients.

Out of 22 haemorrhagic stroke patients, was 1 (4.54%),

12 (54.54%), 2 (9.09%) and 13 (59.09%) cases were

found to have hypernatraemia, hypokalaemia,

hyperkalaemia and hypochloraemia respectively.

Incidence of hyponatremia was higher in both types

of patients, case group 27 (77.14%) and control group

24 (68.57%). After giving a proper treatment,

improvement and responds observed comparatively

fine & greater in the case group patient than the

control group. The differences was statistically

significant, p=0.016 (p<0.05) which may be due to

effects of corticosteroids therapy in case group of

patients.

Case group 27 (77.14%) of hyponatremic patients

received corticosteroids therapy routinely. Response

was significant and recorded in 6 cases. Control group

24 (68.57%) had no steroid therapy; improvement

observed was in insignificant fashion and recoded in

only 1 patient.

On the other hand clinical or biochemical responses

and improvement of hypernatremia was

inconsequential and negligible. There is no significant

statistical difference between two group, p

value=0.796 (p<0.05).

In this study out of 70 patients, 57 patients (81.42%)

recovered during in hospital stay, 8 patients (11.42%)

had no noticeable improvement and 5 patients (7.14%)

had discharged on request or risk bond.

Fig-1  Age distribution of the stroke patients (n=70)
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Discussion:

Stroke is largely a disease of elderly. In our study

peak age incidence was between 5th to 7thdecade

(17+21 = 38). Findings correlate with the results of

similar studies at home and abroad, e.g. with the

results of Hasan MK, Hasan AB,  Rubaiyat KA

(January 2013).6 It is found that the incidence of

stroke rose with the increase of age and declined

sharply after the age of 70 years, (8.5%). This decline

Table-I

Pattern of electrolyte abnormality in stroke patient.

Electrolyte abnormality Infarctive stroke Hemorrhagic stroke

(n=48) (n=22)

Hyponatraemia (Serum Na+ less than or equal to 135 mEq/l) 32 (66.66%) 19 (86.36%)

Hypernatraemia (Serum Na+ greater than or equal to 145 mEq/l 8 (16.66%) 1 (4.54%)

Hypokalaemia (Serum K+ less than or equal to 3.6 mEq/l) 19 (39.58%) 12 (54.54%)

Hyperkalaemia (Serum K+ greater than or equal to 5.1 mEq/l) 0 2 (9.09%)

Hypochloraemia (Serum Cl- less than or equal to 95 mEq/l) 24 (50%) 13 (59.09%)

Hyperchloraemia (Serum Cl- greater than or equal to 107  mEq/l) 0 0

Table-II

Status of hyponatremia between two groups. (n=70)

Hyponatraemia Case group Control group p-

(n=35) (n=35) value

At the time of inclusion of study subject 27 (77.14%) 24 (68.57%) 0.016

4 to 7 days later (with or without steroid therapy) 21 (60%) 23 (65.71%)

Table-III

Status of hypernatraemia between two groups. (n=70)

Hypernatraemia Case group Control group P-

(n=35) (n=35) value

At the time of inclusion of study subject 3 (8.57%) 6 (17.14%) 0.796

4 to 7 days later (with or without steroid therapy) 5 (14.28%) 4 (18.18%)

Fig-2  Pattern of electrolyte abnormality in stroke patient. Fig-3  Improvement of hyponatemia (decreased patients
number) in comparison between case and control group.

may be due to the fact that in our country life

expectancy is lower than those of the developed

countries due to the poor health-care facilities.

Patients with clinical diagnosis of haemorrhagic or

ischemic stroke, confirmed by CT scan findings, and

biochemical evidence of having electrolyte imbalance

were enrolled for study. In this study 48 (68.55%)

patients showed infarction and 22 (31.45%) patients

showed hemorrhagic stroke. Maximum number of
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ischemic stroke belongs to age group 51-60 (41.42%),

next was age group 61-70 (11.42%). In case of

hemorrhagic stroke maximum number were between

61-70 (17.14%) age groups and next between 51-

60(12.85%) age group.

13 % of the stroke patients were found to be diabetic

in our study. The study shows that diabetes mellitus

is a risk for both types of strokes but it plays more

risk for ischaemic stroke. Diabetes mellitus are crucial

partner for development and worsening of stroke

related hazards and it might increase the patient’s

morbidity, disability notoriously. Another study7 has

shown that 10.14% of stroke patients were diabetic.

The Copenhegen stroke study showed that out of 1135

acute stroke patients, 233(20%) had diabetes mellitus

and diabetes influenced stroke in several aspects like

age, subtype, speed of recovery and mortality. In a

study at BIRDEM8 on 165 cases of diabetic patients,

all of them developed stroke in less than 10 years of

duration of diabetes mellitus. As there is a link,

between diabetes mellitus, hypertension and

hyperlipidemia, it is difficult to assess its

predominant role on stroke. However, when all these

conditions are present, the relative risk of electrolyte

imbalance from stroke may be greater.

Data on use of steroids in electrolyte disorders in

stroke are somewhat scanty and not easily

compared.13,14 Among the total 70 cases of stroke

patients, hyponatremia was detected in majority of

patients 51 (72.85%), others imbalance are

hypernatremia 9 (12.85%), hypokalaemia 31 (44.28%),

hyperkalaemia 2 (2.85%), Hypochloraemia 37 (52.85%).

There are no cases found in Hyperchloraemia.

Electrolyte imbalance is one of the major problems

in stroke patient.  After stroke, either ischemic stroke

or haemorrhagic, there are some range of change in

body milieu due to nutritional maintenance,

immobilization, long time intravenous administration

and neuro-hormonal instability. These findings also

correlate with other studies. Kusuda K, Saku Y,

Sadoshima S, Kozo I, Fujishima M. “Disturbances of

fluid and electrolyte balance in patients with acute

stroke”9 showed  that the incidences of hypernatremia

(serum Na greater than or equal to 149 mEq/l),

hyponatremia (less than or equal to 134 mEq/l),

hyperkalemia (serum K greater than or equal to 4.8

mEq/l) and hypokalemia (less than or equal to 3.2

mEq/l) were higher in patients with hemorrhage (18,

7, 13 and 14%, respectively) than infarction (4.5, 4.5,

11 and 6%, respectively). The incidences of

hypernatremia and hyponatremia in infarction were

higher in those who had cortical lesions than in those

who had lesions in the basal ganglia or

infratentorium.11 In cerebral hemorrhage, the

incidence of hypernatremia was the highest in those

with brain stem lesion. Hypernatremia was found in

27% of large sized hematoma, being significantly

higher than that of those with medium (16%) or small

(1%) hematoma. A similar tendency was also observed

in hyponatremia and hyperkalemia. In elderly

patients, electrolyte disturbances were more common

than in young or middle-aged patients. Renal

insufficiency and diabetes mellitus were frequent

complications in stroke patients with hypernatremia

(42 and 32%, respectively), of which 57% died within

one month of admission. Findings are quite different

due to study design & methodology in their study10

with our hospital management system, inadequate

patients care, indiscriminate drug use and poor

nutritional support in our country.

Our study shows that 19 (66.66%), 32 (86.36%) had

hyponatremia in ischemic, hemorrhagic stroke

respectively. Out of 48 ischemic stroke it was 8

(16.66%), 19 (39.58%) and 24 (50%) Hypernatraemia,

Hypokalaemia and Hypochloraemia respectively. No

Hyperkalaemia & Hyperchloraemia recorded in

ischemic patients. Out of 22 haemorrhagic stroke

patients was 1 (4.54%), 12 (54.54%), 2 (9.09%) and 13

(59.09%) Hypernatraemia, Hypokalaemia,  Hyper-

kalaemia and Hypochloraemia respectively. No

Hyperchloraemia found in hemorrhagic patients.

Incidence of hyponatremia was higher in both types

of patients, case group 27 (77.14%) and control group

24 (68.57%). After giving a proper treatment,

improvement and responds observed comparatively

fine & greater in the case group patient than the

control group. The differences was statistically

significant between two group, p-value was 0.016

(p<0.05). It may be due to effects of corticosteroids

therapy in case group of patients. On the other hand

clinical or biochemical responds, improvement of

hypernatremia was inconsequential and negligible.

There is no significant statistical difference between

two group (p=0.796).

Among 70 patients, 51 patients had hyponatremia.

All patients evaluated & managed routinely.

Considerable change and difference observed between

case and control groups on the relation with steroids

therapy. Case group 27 (77.14%) of hyponatremic

patients received corticosteroids therapy routinely.

Responds were significantly occurred and recorded 6

cases. Following improvement patient number reduced

21 (60%). Control group 24 (68.57%) had no steroid

therapy; improvement observed in insignificant

fashion and recoded only 1 patient. The ratio between

case and control groups 6:1.
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Gradual communication of the truth within the

context of continued support and encouragement

almost always leads to enhanced hope.12 Breaking

bad news generally causes distress to both the patient

and his/her family. In this issue we obtain the

response from the attendance by consultation,

counseling, open question and elicit the feelings,

emotion and concern. We found that only 13% of

attendance carries clear idea regarding the disease,

but majority of patient attendance lack of concept

about the disease, its management and prognosis

on future time.

Patients symptoms, degree of disability or dependence

in the daily activities and clinical outcome had

evaluated and measured by modified Rankin Scale

(MRS). Study shows that 57(81.42%) of the patients

recovered either completely or partially (MRS score 0

to 2), 8 (11.42%) remains standstill and they

discharged on request or risk bond (MRS score 3 to

5). 5 cases (7.14%) expired during hospital stay (MRS

score 6).

Conclusions & recommendations:

Stroke is a complex disease that requires the efforts

and skills of all members of the multidisciplinary

team. A coordinated care of the stroke patient results

in improved outcome, decreased length of stay, and

decreased costs. Stroke patient die of either due to

the primary disease or due to complications. Medical

management focuses on the prevention of sub-acute

complications of stroke, including malnutrition,

aspiration, pneumonia, electrolyte Imbalance, UTI,

bowel or bladder dysfunction, DVT, pulmonary

embolism, contractures, joint abnormalities, and skin

breakdown. Electrolyte disturbances such as

hypernatraemia or hyponatraemia, resulting from the

syndrome of inappropriate antidiuretic hormone

(SIADH), increase of brain natriuretic peptides (BNP),

inappropriate fluid intake and loss, can lead to

complications such as seizures or death.

Complications like dyselectrolytaemia are more

common in acute phase.

In our country, there are many studies on stroke, its

associated conditions and their effect on stroke

patients’ outcome, but a few studies on electrolytes

disturbance in stroke patients have been done, in

home as well as abroad, so far. Hence, we undertook

this study with the aim to see the pattern of common

electrolyte disturbance to be found in IPD stroke

patient, as well as to see, whether there is any change

in the electrolyte pattern in those who were receiving

injectable corticosteroids (Dexamethasone 5mg IV

BD).

Finally, in our study, it was statistically evident that,

patients receiving injectable corticosteroids

(Dexamethasone 5mg IV BD), showed improvement

and had better outcome than of those who were not.

But the final clinical judgment call to give IV steroid

should be made by the assessing physician after

clinical assessment of the patient’s condition as there

are lots of variable factors associated with the

pathogenesis and disease progression in case of

stroke.

Limitations of the study

This is a small study; only patients of stroke admitted

in Dhaka Medical College Hospital (DMCH) were taken

for the study. So this will not reflect the overall

picture of the country. A large scale study needs to

be conducted to reach to a definitive conclusion.

Majority of the patients were poor and illiterate. Many

had no proper treatment, checkup. Patient comes in

tertiary center after development of some hazards,

complication. So some hazards, risk factors are

subsistence before and after treatment.

Sample were taken by purposive method in which

question of personal biasness might arise.
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 REVIEW ARTICLE

HEALTH HAZARD AFTER NATURAL DISASTERS IN

BANGLADESH

UDDIN KN*

Abstract

A natural disaster is defined as an event of nature, which overwhelms local resources and threatens

the function and safety of the community. Our main natural disasters are related to Flood and

torrential rain and related events.. Earth quake even tsunamis happened here but so far not to the

devastating state. Technological disaster like collapse of big building unnoticed firebreak out in

huge industry has claimed life here and  risked prevailing health system. Volcanic eruptions,

Wildfire, Wind/Snow storm are problem in other part of the world.

Deaths associated with natural disasters, particularly rapid-onset disasters, are overwhelmingly

due to blunt trauma, crush-related injuries, or drowning. The relationship between natural disasters

and communicable diseases is frequently misconstrued. The risk for outbreaks is often presumed

to be very high in the chaos that follows natural disasters, a fear likely derived from a perceived

misconception of association between dead bodies and epidemics. The availability of safe water

and sanitation facilities, the degree of crowding, the underlying health status of the population, and

the availability of healthcare services all interact within the context of the local disease ecology to

influence the risk for communicable diseases and death in the affected population.

This review is prepared from research and review articles published in different journal.ECHO

factsheet -2017.WHO technical reports,CDC fact sheet,Pan Am health organization report werealso

studied.

A public health approach to disaster risk managementshould focus on decreasing the vulnerability

of communitiesthrough prevention and mitigation measures and increasingthe coping capacity and

preparedness of the health sectorand community
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Introduction:

Disasters are generally classified according to the

immediate trigger of the event:

• Natural disasters, where the trigger is a natural

phenomenon or hazard (biological, geological,

orclimatic)viz-cyclone;

• Technological disasters, such as chemical spills;

or

• Complex emergencies, such as civil wars

andconflicts. Natural disasters again can be split

in three categories: hydro-meteorological disasters,

geophysical disasters and geomorphologic

disasters.

Natural disasters

a) Hydro-meteorological disasters, like floods, are

the most common (40 percent) natural disasters s of

Bangladesh and worldwide.

b) Geophysical disasters are the second-most

reported type of natural disaster, and earthquakes

are the majority of disasters in this category.

Tsunamis are commonly associated with

earthquakes, , they have a similar clinical and threat

profile (water-related consequences) to that of

tropical cyclones (e.g., typhoon or hurricane).

c) Geomorphologic disasters, such as avalanches

and landslides, also are associated with infectious

disease transmissions and outbreaks, but

documentation is generally lacking.
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Deadly (deadliest ever!) mudslide triggered by

torrential monsoon rain in southeastern Bangladesh

in recent days (June 2017) have claimed 135 lives .It

happened just two weeks after the Cyclone Mora May

2017(previously Cyclone Bhola 1970,Gorky 1991,Sidr

2007,Aila 2009,Roanu 2016). Renewedmudslides,

collapsing hillsides and heavy flooding estimated to

have cause further damage (UN RC Jun 2017).

evidence that dead bodies pose a risk for epidemics

after natural disasters. Dead bodies only pose health

risks in a few situations that require specific

precautions, such as deaths from cholera or

hemorrhagic fevers

The Immediate Effects of Natural Disasters –

Direct effect

Every disaster scenario is unique in its own way 2

.Itis crucial, however, to be conscious that injury types

are not exclusive to any one situation. As a basis for

planning, it is nevertheless useful to consider the

types of injuries the majority of the victims will incur

in order to evaluate the immediate needs of the

disaster response team.

Earthquakes/Collapse of large building

Earthquakes induce a high level of mortality due to

crush injuries from falling objects.

If an earthquake occurs at night, there is a greater

incidence of trauma to the pelvis, thorax, and spine..

Theseinjuries commonly lead to severe damage to

internal organs coinciding with severe

internalbleeding. If the earthquake occurs during the

daytime, it is more common to see injuries of

theextremities with comorbid lacerations, severe

external bleeding, and crush injuries including

rhabdomyolysis and compartment syndrome. Injuries

during a diurnal earthquake occur to the skull and

the collarbonebecause of falling debris. 3Victims that

have been trapped in fallen rubble for hours or

possibly days run the risk of havinginfected wounds

and/or gangrene. Common trauma procedures that

need to be urgentlyaddressed include amputations,

vascular stabilization, faciotomies, orthopedic

stabilization, anddebridement and/or dressing of

severe open wounds. It is important to note that

patients whosuffer from crush injuries also run a

high risk of developing hypovolemic shock,

hyperkalemia, renal failure, and have a greater chance

of having a fatal cardiac arrhythmia or

myocardialinfarct. 4 Fire is another major concern

within the first ‘golden’ 24 hours after thedisaster. ,

burn injuries, as well as respiratoryproblems due to

smoke inhalation can quickly become a major strain

on the medical system after an earthquake or sudden

collapse of a large building.

Outbreaks of infectious diseases may be reported

when earthquake disasters result in substantial

population displacement into unplanned and

overcrowded shelters, the destruction of water/

sanitation systems and the degradation of sanitary

conditions directly caused by the earthquake.

Mudslides and rescue effort

Bangladesh experience different type of natural

disasters almost every year because of global warming

and change of climate. Almost 80% of total area of

the country is prone to floods /flash flood. Southand

south-eastern part of the country were hit by cyclone

and storm surges during last few years. Whole coastal

belt along Bay of Bengal is experiencing salinity

intrusion. Whereas north and north western part of

the country are experiencing extreme temperature

and Drought almost every year Drought

Dead Bodies and Disease

The sudden presence of large numbers of dead bodies

in the disaster-affected area may heighten concerns

of disease outbreaks 1 despite the absence of
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Tsunamis: are catastrophic tidal waves caused by

earthquakes on the ocean floor. Waves can travel

several hundredkilometers per hour and can be as

much as 10 meters high when they reach shore.

Tsunamis are commonly associated with

earthquakes, they have a similar clinical and threat

profile (water-related consequences) to that of

tropical cyclones (e.g., typhoon or hurricane).Damage

on shore can be extensive, and usually the number

of deaths far exceeds the number of survivors with

severe injuries

Droughts

In a region that has been severely affected by

adrought, mortality may increase sharply due to

protein malnutrition (kwashiorkor) or calorie

malnutrition (marasmus). Certain vitamin

deficiencies, such as a lack of Vitamin A, can lead

tospecific consequences such as xerpohthalmia and

child blindness. Long standing malnutritioncan easily

lead to increased rates of disease and mortality, and

limit the general population’sfunctionality.

Floods/Climate disasters

Include seasonal floods, hurricanes, andtyphoons.

Seasonal floods cause increased incidence of diarrheal

diseases, respiratory infections, dermatitis, andsnake

bites. The risk of compromised water supplies

dependson the condition of the community’s water

supply before thedisaster.

The greatest risk of mortality from a flood is

predictably drowning. In our place floodsaccount for

more yearly deaths than all other natural disasters.

It takes less than two feet of moving water to float a

large vehicle such as aschool bus, and only between

three and six inches of fast moving water to sweep a

large man off his feet.5

Second only to drowning, exposure to different

elements accounts for a large percentage of the deaths

and critical injuries that occur in flood.

The public health consequences of flooding are

disease outbreaks mostly resulting from the

displacement of people into overcrowded camps and

cross-contamination of water sources with fecal

material and toxic chemicals. Flooding also is usually

followed by the proliferation of mosquitoes, resulting

in an upsurgence of mosquito-borne diseases such

as malaria. Documentation of disease outbreaks and

the public health after-effects of tropical cyclones

(hurricanes and typhoons) and tornadoes, however,

is lacking

Hurricanes, Typhoons, and Cyclones

In a hurricane (cyclones in the Indian Ocean and

typhoons in the western Pacific Ocean), the greatest

mortality originates from the secondary disasters that

have been triggered such as small tornadoes, flash

flooding, and storm surges. In coastal regions (within

30 miles of a salt-water coast), the level of a

hurricane’s storm surge is one of the strongest

predictors of mortality. Historically, nine out of ten

deaths form a hurricane can be directly accounted to

the preceding storm surge.  This effect can be

exacerbated by superimposing wind waves upon the

storm tidal height and the strong winds.  Crush

injuries are common in severe storms. In a hurricane,

many additional trauma incidents are caused by large

objects which can become Airborne in the severe

winds. The most common non- fatal traumatic injury

in a hurricane is superficial lacerations from flying

glass and other debris.6

Tornadoes

Due to the lack of warning, a tornado offers a

community little time to prepare or seek shelter, and

hence the morbidity and mortality is proportionally

higher compared to other disasters.15 In the United

States, the leading cause of death and critical

permanent injury in a tornado is cranio-cerebral injury

due to projectiles accelerated by tornado winds. Crush

injuries due to .collapsing structures or extremely

large airborne debris are also frequent.  Lacerations,

contusions, abrasions, punctures, and

musculoskeletal strain account for over half of the

total injuries seen in local emergency rooms. Most

victims suffer from multiple wounds and many of the

soft tissue injuries occur in areas of exposed skin

such as the head and neck. Tornado victims also

exhibit a characteristic abrasion pattern on exposed

skin that is due to fine particles of soil, mud, sand,

and even water which strike the body at highly

accelerated speeds.8

Wound contamination, and subsequent infection,

appear to be a major contributor to post operative

sepsis leading to an increased need of aggressive

wound care and surgical debridement. One fifth of

fracture injuries in the aftermath of a tornado can be

expected to be open, contributing to the infection

rates among patients.

Mudslides/avalanches/landslide

Mudslides, which are commonly seen inflooding

situations as well, can lead to crush injuries, severe

internal bleeding, multiple organdysfunction

syndrome, and asphyxiation In many instances

mudslides occur in conjunction with volcanic

eruptions as the topographical contour of the hillside

is changed rapidly.
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Fire:

Bush fire or wild fire is not common in our

place.However, large-scale urban fires are still

Possible so also those  secondary to other natural

disasters like earthquake and those of technological

disaster like industrioal fire and fire after a collapse

of a large building with huge dwellers/workers.

Injuries in a large-scale urban fire are more commonly

burn injuries and deaths associated with

asphyxiation.Common complications of burn injuries

include hypovolemic shock as well as massive

infection and sepsis.

Immediate  -Indirect Medical Consequences of

Natural Disasters

Cardiometabolic

a) Cardiacevents:In the aftermath of a major natural

disaster such as an earthquake where structural

damage is common, an increase in acute myocardial

infarctions (AMI) is not uncommon.9 In the Taiwan

Chi-Chi Earthquake of 1999, the sudden increase

of heart attacks were limited to mostly male

patients and was attributed mainly to formerly

sedentary individuals becoming suddenly and

intensely active throughout the rescue period.10

It has also been suggested that the physiological

‘fight or flight’ response that is initiated during

times of perceived personal danger such as an

earthquake or other natural disaster, is  itself

contributory to the increase of post catastrophe

AMIs. The fight or flight response, which is a

hallmark of systemic sympathetic nervous system

activation, leads to an increased vulnerability to

myocardial attacks in individuals with pre-existing

heart disease. 10 Along with outright heart attacks,

other cardiovascular complications are increasingly

seen after natural disasters such as unstable

angina and potentially fatal arrhythmias.

b) Others:In many instances, the affect of the

increased stress load is compounded with the

interruption of regular medical services for pre-

existing conditions such as Diabetes Mellitus and

high Cholesterol.

RA: One study of rheumatoid arthritis (RA) patients

showed that a fter an earthquake the incidence of

RA activity (pain, stiffness, and swelling) increased

dramatically.11

Respiratory Problems:

In some instances, respiratory conditions such as

allergies and asthma are aggravated after a natural

disaster. This is especially true if there has been

large-scale ejection of pollutants into the atmosphere

as with a volcanic eruption or forest fire .In many

studies, there was little to no appearance of de novo
respiratoryconditions among the general population

who received minimal to medium amount of exposure

to the airborne irritants. , respiratory illnesses start

to show a substantial increase in the days to weeks

after a disaster. This apparent shift in illness is

attributed more to the transmission of communicable

diseases such as influenza or even tuberculosis in

crowdedtemporary shelters. Likewise, respiratory

illnesses have been noted to particularly increase in

the extended aftermath of a flood. As the floodwater

recedes and victims reclaim their former livingareas,

the concentration of allergens such as dust mites

climb dramatically within washed out homes, schools,

and offices.12

Infections:

The risk factors for increased infectious diseases

transmission and outbreaks are mainly associated

with the after-effects of the disasters rather than to

the primary disaster itself or to the corpses of those

killed. 

Diarrheal diseases

Diarrheal diseases cause over 40 percent of the

deaths in disaster and refugee camp settings.

Epidemics among victims are commonly related to

polluted water sources (faecal contamination), or

contamination of water during transportation and

storage. Outbreaks have also been related to shared

water containers and cooking pots, scarcity of soap

and contaminated food, as well as pre-existing poor

sanitary infrastructures, water supply and sewerage

systems.Diarrhoeal epidemics are frequently reported

following natural disasters in developing countries

like us. Floods are recurrent in many countries like

Bangladesh.and usually lead to a significant increase

in diarrheal disease incidences. Following the 2005

earthquake in Pakistan, an estimated 42 percent

increase in diarrheal infections was reported. In Iran,

1.6 percent of the 75,586 persons displaced by the

Bam earthquake in 2003 were infected with diarrhoeal

diseases. A rapid assessment conducted in Indonesia

after the 2004 tsunami showed that 85 percent of

the survivors in the town of Calang experienced

diarrheal illness after drinking from contaminated

wells.An investigation conducted in 100 households

after the 2001 earthquake in El Salvador showed that

137 persons out of 594 (22 percent) experienced

diarrheal infections. An evolving cholera epidemic was

reported 9 months after the earthquake in Haiti, with

a high fatality rate of 6.4 percent among the victims

(of the 4,722 documented affected, 303 died).”.Though

public health officials used to live by the rule that if

a disease wasn’t in a community before the disaster
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it wouldn’t be there after, they have come to find

that like every rule, there are exceptions.In Haiti after

the disastrous(Haiti suffered from a 7.0 earthquake

in January 2010) earthquake it happened. Then in

October 2010 a cholera epidemic broke out. Later it

was discovered the disease was brought over by foreign

aid workers.. “In Haiti, where they had not had cholera

in 100 years, new imported cases caused an outbreak

Only a small cluster of Norovirus cases was reported

in evacuation centers some weeks after the Great

Eastern Japanese Earthquake and tsunami, while

various pathogens were confirmed among the

populations displaced by Hurricanes Allison (2001)

and Katrina in the US.

Diseases Associated with Crowding

Measles- Crowded living conditions facilitate measles

transmission .The risk for transmission after a

natural disaster are dependent on baseline

immunization coverage among the affected

population, and in particular among children <15 years

of age and necessitate even higher immunization

coverage levels to prevent outbreaks 5 A measles

outbreak in the Philippines in 1991 among persons

displaced by the eruption of Mt. Pinatubo involved

>18,000 cases 13.After the tsunami in Aceh, a cluster

of measles involving 35 cases occurred in Aceh Utara

district, and continuing sporadic cases and clusters

were common despite mass vaccination

campaigns14.In Pakistan, after the 2005 South Asia

earthquake, sporadic cases and clusters of measles

(>400 clinical cases in the 6 months after the

earthquake) also occurred .

Neisseria meningitidis meningitis is transmitted from

person to person, particularly in situations of

crowding. Cases and deaths from meningitis among

those displaced in Aceh and Pakistan have been

documented 15. Prompt response with antimicrobial

prophylaxis, as occurred in Aceh and Pakistan, can

interrupt transmission..

ARI-Acute respiratory infections (ARI) are a major

cause of illness and death among displaced

populations, particularly in children <5 years of age...

The reported incidence of ARI increased 4-fold in

Nicaragua in the 30 days after Hurricane Mitch in

19987and ARI accounted for the highest number of

cases and deaths among those displaced by the

tsunami in Aceh in 200415 and by the 2005 earthquake

in Pakistan

Other Diseases Associated with Natural Disasters

Tetanus: Contaminated wounds, particularly in

populations where vaccination coverage levels are low,

are associated with illness and death from tetanus.

A cluster of 106 cases of tetanus, including 20 deaths,

occurred in Aceh and peaked 2-1/2 weeks after the

tsunami 3 Cases were also reported in Pakistan

following the 2005 earthquake.16.

Fungal infections: An unusual outbreak of

coccidiomycosis occurred after the January 1994

Southern California earthquake. It is caused by the

fungus Coccidioidesimmitis, which is found in soil in

certain semiarid areas of North and South America.

This outbreak was associated with exposure to

increased levels of airborne dust subsequent to

landslides in the aftermath of the earthquake.17

Phases of outbreak and classification of infectious

disease

 Three clinical phases of natural disasters summarize

the chronological public health effects on injured

people and survivors:

• Phase (1), the impact phase (lasting up to to 4

days), is usually the period when victims are

extricated and initial treatment of disaster-

related injuries is provided.

• Phase (2), the post-impact phase (4 days to 4

weeks), is the period when the first waves of

infectious diseases (air-borne, food-borne, and/

or water-borne infections) might emerge.

• Phase (3), the recovery phase (after 4 weeks), is

the period when symptoms of victims who have

contracted infections with long incubation periods

or those with latent-type infections may become

clinically apparent. During this period, infectious

diseases that are already endemic in the area,

as well as newly imported ones among the

affected community, may grow into an epidemic.

Short term effect of disaster

a)The Rescue Stage – Disruption of The Initial

Emergency Response

Within the first 24 hours the focus must remain on

ensuring that the most critically ill and accessible

patients receive the appropriate medical attention

and care.in the worst case scenario, the very core of

the health infrastructure, the hospital, could

bedisrupted. A review of many of the recent major

natural disasters in United States revealed

thatdamage or collapse of a hospital is quite rare.

There may be damage to emergency vehicles

roads(transport), medical supply depots and storage

facilities and  number of victims may overwhelm

themedical system’s ability to provide for everyone

so also the loss of medical personnel.
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A prevailing assumption is that a department may

double or even triple their available work force by

activating ‘off-duty/off shift”personnel. In large-scale

disasters however this is not necessarily the case.

b) the rescue stage – disruption of the infrastructure

critical to Public health and welfare: The critical

infrastructure constitutes a variety of systems

including shelter, power grids, fuel lines, the

supply of potable water, transportation networks,

and communication systems.  Disruption of these

services can have immediate effects, as well as

long-term consequences.

c) the recovery stage– short term and long term

public health Concerns After a catastrophe, as

days turn to weeks, the rescue period gradually

transforms into the recovery and reconstruction

period.

The most pressing public health concernsinclude

quickly establishing adequate hygiene protocols,

controlling the outbreak of endemicdiseases, and re-

establishing routine health activities. One of the

primary goals of local health officials in the wake of a

major disaster is to resume thenormal health

practices of the region.Diseases thatcommonly affect

shelters include influenza, measles, whooping cough,

tuberculosis, and scabiesand other skin infections..

Common misconceptions of disaster response

and effect on Health

Assistance needed: It is a common misconception in

the aftermath of a disaster is that any and all medical

assistance is needed immediately.It has been

observed that the local population is largely capable

of providing initial rescue needs.18 It is thus

importantfor disaster stricken areas to quickly and

concisely request what medical services and aid

isneeded. Common inappropriate medical assistance

include medications unsuitable for traumacare,

generally trained health workers unfamiliar with the

special needs of disaster victims, andextremely sub-

specialized surgical teams whose skills are applicable

only to a small patient load.

Rumors:In the aftermath of a large scale natural

disaster, rumors quickly abound regarding epidemics

ofuncommon and exotic diseases. While it is true

that poor sanitary conditions and inadequatepersonal

hygiene increases the risk of illness, post disaster

epidemics occur only if the pathogensare common to

the local area.  Despite frequent media coverage of

widespread looting after a large disaster with dazed

andconfused victims, studies show that individuals

rarely panic or engage in anti-social behavior.

Observation reveals that in many different cultures,

survivors of a major catastrophe are ableto quickly

organize into community groups in order to actively

participate in the rescue phase.

Long-Term Impacts of disasters:

a)Health Service System(Infrastruture). The real

damage in the long run is done to “the health service

infrastructure. “Earthquakes tremor to stillness,

tsunamis subside, and flood waters recede. But the

effects ripple long after the actual eventwhich has

been referredto  as “chronic emergencies.”

The prolonged health impact of natural disasters on

a community may be the consequence of the collapse

of health facilities and healthcare systems, the

disruption of surveillance and health programs

(immunization and vector control programs), the

limitation or destruction of farming activities (scarcity

of food/food insecurity), or the interruption of ongoing

treatments

These after-effects include displacement of

populations (internally displaced persons and

refugees), environmental changes and increased

vector breeding sites. Unplanned and overcrowded

shelters, poor water and sanitation conditions, poor

nutritional status or insufficient personal hygiene

are often the case. Power cuts related to disasters

may disrupt water treatment and supply plants,

thereby increasing the risk for waterborne diseases.

Lack of power may also affect proper functioning of

health facilities, including preservation of the vaccine

cold chain. An increase in diarrheal illness in New

York City followed a massive power outage in 2003.

b)The long-term health conditions:

Typically addressed during the redevelopment phase

include mental and psychological issues, vaccinating

and eliminating the outbreak of communicable

diseases like cholera, malaria, and measles and

reinstating the infrastructure of the health services

system

1. Mental healthdisorders:. In the weeks and

months following a disaster event, many patients

will suffer from such psychological disorders such

as post-traumatic stress disorder (PTSD) or

general anxiety disorder (GAD.19In many

instances victims and survivors complain of some

of the following symptoms: night terrors, sudden

phobias, grief, depression, guilt, insomnia, loss

of appetite or flashbacks and hallucinations. It is

common for many behavioral responses -to

disasters and catastrophic events - to remain

subtly buried within a victim’s coping mechanisms,

surfacing only under close observation of key

health related habits such as sleeping, eating,

smoking, or alcohol consumption
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Mental health problems rarely manifest themselves

in the early stages of the emergency”But then you

hope and expect to see people returning to some kind

of normalcy; picking up and trying to dig out and get

themselves into their houses and back to school or

back to work. And when that doesn’t happen then

that’s a sign the individual is beginning to experience

post-traumatic stress disorder, maybe depression,

or maybe anxiety.”

It is for this reason health professionals urge people

in natural disaster ridden communities to return to

their daily routines as soon as possible.

2.Communicable Diseases

Communities reeling from natural disasters also tend

to become breeding grounds for outbreaks of

communicable diseases, which are defined as

diseases that easily transfer from person to person

or animal to person. “Continuing problems with

hygiene and diseases related to hygiene are common

in refugee camps,”

Water-related Communicable Diseases

Waterborne disease:

a)Diarrheal disease outbreaks can occur after

drinking water has been contaminated . An outbreak

of diarrheal disease after flooding in Bangladesh in

2004 involved >17,000 cases; Vibrio cholerae (O1

Ogawa and O1 Inaba) and enterotoxigenicEscherichia
coli were isolated.20 A large (>16,000 cases) cholera

epidemic (O1 Ogawa) in West Bengal in 1998 was

attributed to preceding floods and floods in

Mozambique in January–March 2000 led to an

increase in the incidence of diarrhea.

In Indonesia in 1992–1993, flooding was identified

as a significant risk factor for diarrheal illnesses

caused by Salmonella enterica serotype Paratyphi A

(paratyphoid fever.21 In a separate evaluation of risk

factors for infection with Cryptosporidium parvum in

Indonesia in 2001–2003, case-patients were >4× more

likely than controls to have been exposed to flooding.

b) Hepatitis: In hepatitis E–endemic areas,

outbreaks frequently follow heavy rains and floods;

the illness is generally mild and self-limited, but

in pregnant women case-fatality rates can reach

25%). After the 2005 earthquake in Pakistan over

1,200 cases of acute jaundice, many confirmed as

hepatitis E, occurred among the displaced. 22

Clusters of both hepatitis A and hepatitis E were

noted in Aceh after the December 2004 tsunami .

c) leptospirosis: :Outbreaks of leptospirosis

occurred in Taiwan, Republic of China, associated

with Typhoon Nali in 2001; in Mumbai, India, after

flooding in 2000) ;23 in Argentina after flooding in

1998); and in the Krasnodar region of the Russian

Federation in 1997 .

Vector borne Diseases

Natural disasters, particularly meteorological events

such as cyclones, hurricanes, and flooding, can affect

vector-breeding sites and vector borne disease

transmission. While initial flooding may wash away

existing mosquito-breeding sites, standing water

caused by heavy rainfall or overflow of rivers can

create new breeding sites. This situation can result

(with typically some weeks’ delay) in an increase of

the vector population and potential for disease

transmission, depending on the local mosquito vector

species and its preferred habitat. The crowding of

infected and susceptible hosts, a weakened public

health infrastructure, and interruptions of ongoing

control programs are all risk factors for vector borne

disease transmission.24

Malaria outbreaks in the wake of flooding are a well-

known phenomenon. An earthquake in Costa Rica’s

Atlantic Region in 1991 was associated with changes

in habitat that were beneficial for breeding and

preceded an extreme rise in malaria cases.

Additionally, periodic flooding linked to El Niño–

Southern Oscillation has been associated with

malaria epidemics in the dry coastal region of northern

Peru.

Dengue transmission is influenced by meteorological

conditions, including rainfall and humidity, and often

exhibits strong seasonality. 25However, transmission

is not directly associated with flooding. Such events

may coincide with periods of high risk for transmission

and may be exacerbated by increased availability of

the vector’s breeding sites (mostly artificial

containers) caused by disruption of basic water supply

and solid waste disposal services. The risk for

outbreaks can be influenced by other complicating

factors, such as changes in human behavior

(increased exposure to mosquitoes while sleeping

outside, movement from dengue-nonendemic to -

endemic areas, a pause in disease control activities,

overcrowding) or changes in the habitat that promote

mosquito breeding (landslide, deforestation, river

damming, and rerouting of water).

Although it is not possible to predict with accuracy

which diseases will occur following certain types of

disasters, diseases can be distinguished as either

water-borne, air-borne/droplet or vector-borne

diseases, and contamination from wounded injuries.

The following table shows a breakdown of the

occurrence of communicable diseases.
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**https://unu.edu/publications/articles/preventing-and-controlling-infectious-diseases-after natural-
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Disaster Response: MITIGATION,prevention of

diseases.

Effective treatment of mass casualties depends on

local preparedness and requires triage of patients

totreat those most likely to benefit first.

In disaster research and analysis, the vulnerability

of a community is defined as the

“characteristics of a person or group in terms of their

capacity to anticipate, cope with, resist, and

recover from the impact of a natural hazard”,a society

must establish and adequately practice a “Health

Disaster Management Program”. 26% of our

populations are affected by cyclone and 80% live in

flood prone regions. Mortality and morbidity from

these events have fallen substantially in the last 50

years, partially because of improvement of disaster

management. Ministry of Disaster management and

relief (MoDMR) formulated the 7th five year (2016-

2021) plan of climate change and disaster

management.

An effective disaster mitigation program must include

aspects of public education, professionaltraining, and

multi-discipline collaboration and a a systematic and

comprehensive evaluation should identify 1) endemic

and epidemic diseases that are common in the

affected area; 2) living conditions of the affected

population, including number, size, location, and

density of settlements; 3) availability of safe water

and adequate sanitation facilities; 4) underlying

nutritional status and immunization coverage among

the population; and 5) degree of access to healthcare

and to effective case management.Disease control

programs that were in operation before the disaster

must continue.. Vector control programs are the

single most effective method of controlling diseases

such asmalaria, while vaccination programs are

extremely effective for preventing outbreaks of

illnessessuch as measles, whopping cough, and

poliomyelitis.

Personal hygienemaintenance, sanitary education

isneeded to ensure that victims properly dispose of

refuse, maintain the cleanliness of

temporaryshelters, and do not waste or contaminate

potable water.Consideration must be given to

removing preferential vector breeding grounds, such

as stagnantwater, that are in close contact with

population concentrations

Conclusion

Historically, fears of major disease outbreaks in the

aftermath of natural disasters have shaped the

perceptions of the public and policymakers. These

expectations, misinformed by associations of disease

with dead bodies, can create fear and panic in the

affected population and lead to confusion in the media

and elsewhere.

The risk for outbreaks after natural disasters is low,

particularly when the disaster does not result in

substantial population displacement.  Five (5)

prioritymeasures that can reduce the risk for

communicable disease transmission in populations

affected by natural disasters are 1. Safe water,

sanitation, site planning.2. Primary healthcare

services3. Surveillance/early warning

system4.Immunization5. Prevention of malaria and

dengue (Available from https://www.who.int/

medicines/publications/mrhealthkit.pdf)
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 CASE REPORTS

ACUTE INTERSTITIAL PNEUMONIA (HAMMAN-RICH

SYNDROME) - A LIFE THREATENING RESPIRATORY

DISEASE

MD. MAHMUDUR RAHMAN SIDDIQUI1, MD. MOSTAFIZUR RAHMAN2, MAJ. GEN. MD. ABDUL MOYEED

SIDDIQUI3, HASAN ALI MASUM4, RUBAYAT SHEKH GIASUDDIN5

Abstract:

Acute interstitial pneumonia (AIP) is an idiopathic lung disease characterized by rapidly

progressive dyspnoea, respiratory failure developing over days to weeks in patients without

pre-existing lung disease. AIP show a very poor prognosis, with high mortality and remains

unfamiliar to physicians. In this report, we present a case of a mid-age male with AIP who,

was treated with intensive medical facilities, still showed a rapid progressive clinical

deterioration, and eventually died of respiratory failure.

Key words: Acute interstitial pneumonia (AIP), respiratory failure, acute respiratory distress

syndrome (ARDS).
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Introduction:

Acute interstitial pneumonia (AIP) is an idiopathic

lung disease characterized by rapidly progressive

dyspnoea, respiratory failure developing over days to

weeks in patients without pre-existing lung disease

or extrathoracic disorders known to be associated

with lung involvement.1,2 AIP is also known as

Hamman-Rich syndrome. In 1935, Hamman and Rich

first described pulmonary fibrosis of unknown cause

in 4 patients with acute diffuse interstitial fibrosis

who died within 1-6 months of presentation.3,4,5 Acute

interstitial pneumonia, which occurs over a wide range

of ages, with an approximate mean age of 54.6

AIP is radiologically and physiologically resembles

acute respiratory distress syndrome (ARDS).5 The

chest radiographic and high resolution computed

tomography (HRCT) scan manifestations of AIP are

bilateral and sometimes patchy, and there are alveolar

densities associated to areas of ground glass

attenuation.5 Lung biopsy is confirmatory for AIP and

it shows the organizing form of diffuse alveolar damage

(DAD) pattern.7 Due to the rarity of this entity, the

clinical profile, laboratory data and treatment are not

well defined. High-dose corticosteroids and

cyclophosphamide are the drugs usually used.5,8

However, AIP show a very poor prognosis, with high

mortality and remains unfamiliar to physicians. In

this report, we present a case of a mid-age male with

AIP who, was treated with intensive medical facilities,

still showed a rapid progressive clinical deterioration,

and eventually died of respiratory failure.

Case Report:

A 60-year-old previously healthy male presented with

progressive dyspnea, chest discomfort and productive

cough without fever for 10 days. He did not have any

other known family history of certain disease. There

was no evidence of systemic infection, immune

suppression, exposure to toxin, pre-existing lung

disease or collagen vascular disease. Initially he was

treated in an OPD with antibiotics and bronchodilator

and showed good response and advised for follow up
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visit after 10 days. But he could not report for follow

up visit because of some familial circumstances.

Unfortunately, he again developed same symptoms

after 2 weeks and reported to us.

On physical examination, his body temperature was

99oF and blood pressure was 90/60mmHg. His

respiratory rate was 40/min and chest wall movement

was bilaterally restricted with bilateral crackles in

the base of his lungs. Chest x-ray showed bilateral

ground glass opacity in middle and lower zone (Fig.

1). High resolution computer tomography (HRCT) of

chest showed bilateral ground-glass attenuation with

diffuse alveolar consolidation with associated traction

bronchiectasis on chest (Fig. 2,3). Because of ongoing

hypoxemia and decreased level of consciousness,

endotracheal intubation was performed immediately

for mechanical ventilation and admitted in intensive

care unit (ICU).

Arterial blood gas analysis gave pH 7.40, PaO2 88

mmHg, PaCO2 46 mmHg, SaO2 80% (10 L/min of

oxygen with face mask), and the white blood cell count

was 10,500/¼L with 76% neutrophils. C-reactive

protein was negative. Serologic examinations

including anti-nuclear antibody (ANA), Sm, Jo-1, Scl-

70, SSA, SSB, P-ANCA, Rheumatoid factor (RF), C-

ANCA, and HIV were all negative. ECG demonstrated

sinus tachycardia and other chemistry results were

all within normal limits. Blood and sputum culture

did not show any abnormal findings. Bronchoscopy

was performed and the results suggested absence of

microorganism infection or tumor cell and eosinophil

count was normal. Cytology and culture results for

mycobacterium, fungus, and bacteria were all

negative. Bronchoalveolar lavage(BAL) fluid test

results for cytomegalovirus, chlamydia, Legionella,

herpes simplex virus, and respiratory syncytial virus

were negative too. Transbronchial lung biopsy (TBLB)

showed slight proliferation of inflammatory and

fibrous tissue, diffuse alveolar damage (DAD)

associated with hyaline membrane formation,

pulmonary interstitial edema, and immature collagen

edema, and focal type II pneumocyte hyperplasia were

also visible. Based on the clinical,histological and

radiologic features she was diagnosed with Acute

interstitial pneumonia (AIP).

The patient was treated with high-concentration

oxygen therapy, intravenous broad-spectrum

antibiotics therapy, antiviral and intravenous

application of methylprednisolone in conjunction with

invasive ventilation. But all of the treatments were

unremarkable. Despite all possible treatments, he

died on the 10th day of admission from refractory

respiratory failure .

Fig.-1: Chest radiograph with remarkable reduction of
lung volume as well as increased lung markings.

Fig 2: HRCT depicting diffuse areas of pulmonary
infiltration, a bilateral geographic distribution of ground
glass opacity and consolidation in the more dependent
lung with associated traction bronchiectasis.

Fig 3: HRCT showing diffuse areas of pulmonary infiltration,
a bilateral geographic distribution of ground glass opacity
and consolidation with traction bronchiectasis.
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Discussion:

AIP is a rare disease of lung interstitium, characterized

by progressive dyspnea, chest discomfort and cough,

with unfavorable prognosis and usually requiring

mechanical ventilation.1,2 Since many clinical and

pathological features of AIP are similar to those of

adult respiratory distress syndrome (ARDS), it can

be difficult to differentiate. AIP is frequently confused

with acute multilobar infectious pneumonia, with

other forms of interstitial pneumonia, such as acute

exacerbation of idiopathic pulmonary fibrosis, rapidly

progressive bronchiolitis obliterans-organising

pneumonia or idiopathic acute eosinophilic

pneumonia, with collagen-vascular diseases involving

the lungs and with primary or secondary pulmonary

capillaritis.5

Most patients are adults, but AIP has been reported

in a wide age range from as young as 7 to over 80

years old, with a mean age of 54 years old.9 No gender

variation exists. In comparison, the overall US

incidence of idiopathic pulmonary fibrosis (IPF) is an

estimated 6.8-16.3 per 100,000 person-years, with an

increased incidence with advancing age.10 The

diagnosis of AIP confirm the absence of a specific

etiologic agent or event. Most patients describe an

upper respiratory tract infection/viral-like prodrome

and a nonproductive cough. A bimodal distribution

appears to exist, with about 50% of patients

presenting with symptoms of dyspnea within the first

week of onset and others presenting after at least a

month from the onset of symptoms.9 But some

patients progress rapidly from shortness of breath to

hypoxemic respiratory failure that requires prolonged

mechanical ventilation.

Physical examination and laboratory findings are

nonspecific. The diagnosis of AIP is very complex

because a long list of disorders needs to be excluded.

AIP diagnosed by excluding known causes of acute

lung injury by history, physical examination, and

investigations. The radiographic findings of AIP,

overlap with those of ARDS. As in ARDS, the earliest

phase begins with a subtle increase in interstitial

markings with rapid development of a diffuse alveolar

pattern. HRCT scans show bilateral and symmetric,

diffuse ground glass and alveolar consolidation

opacities. Traction bronchiectasis and

bronchiolectasis appear as the disease progresses.

Honeycomb fibrosis may be seen in the later phase

of the disease. It has been reported that patients

with AIP tend to have a more symmetrical and lower

zone distribution of abnormalities as well as more

honeycombing than patients with ARDS.5,7,11

Transbronchial biopsy can be attempted in the early

stage of the disease, primarily to exclude other

etiologies such as infection. Biopsy findings from

patients with AIP may vary on the basis of duration

of disease.10,12 The initial stages show diffuse

alveolar damage, usually in the proliferative or

organizing phase, although hyaline membrane

remnants can be seen.13  The interstitial fibrosis is

diffuse, temporally uniform and characterized by

extensive fibroblastic and myofibroblastic

proliferation with relatively little collagen deposition.

The prominence and the uniformity of the fibroblastic/

myofibroblastic proliferation distinguish AIP from the

other types of idiopathic interstitial pneumonia.

Currently, no specific or proven effective treatments

for AIP exist, management is largely supportive, and

multidisciplinary team involvement is best for

optimal therapy.10 Broad-spectrum antibiotics,

antiviral agents, high-dose steroids and

immunosuppressive therapy are often administered

on an empiric basis.5,8,9 Mortality in acute case is

estimated to 50% or more. Most deaths occur within

1-3 months of diagnosis.9.10

Conclusion:

Although we could not do much to help in survival of

our patient with AIP, the pulmonologists have reached

the opinions that the earlier intervention is

associated with higher survival rates and better

outcome.
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REACTIVE HEMOPHAGOCYTIC

LYMPHOHISTIOCYTOSIS IN SYSTEMIC LUPUS

ERYTHEMATOSUS-A CASE REPORT AND LITERATURE

REVIEW
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Abstract

Introduction: Hemophagocytic lymphohistiocytosis (HLH) is a syndrome of immune overstimulation.

HLH commonly manifests as multiple organ failure without apparent physiological stress. Primary

HLH relates to genetic defects, whereas secondary HLH is triggered by infection, malignancy, or

autoimmune disease. This paper describes the features of a young female patient with systemic

lupus erythematous (SLE) who presented HLHS as the initial clinical manifestation.

Clinical observations: The patient had prolonged fever not associated to an infectious process

and did not respond to broad-spectrum antibiotics.

Discussion: The diagnosis of HLH secondary to SLE is complicated, because it has some features

in common, but HLH is characterized by organomegaly, hyperferritinemia, hypofibrinogenemia,

hypertriglyceridemia and cytopenia, a decrease in the erythrocyte sedimentation rate, unlike SLE.

An eight week induction therapy with dexamethasone, etoposide, and intrathecal methotrexate

increases survival in primary HLH and virus-associated secondary HLH. However, no standardized

regimen exists for autoimmune associated HLH. Some patients respond to steroid monotherapy,

while refractory patients may require cyclosporin, cyclophosphamide, or tacrolimus.

Conclusions: HS can be the initial manifestation of SLE and should be suspected in patients with

organ enlargement, cytopenias, clotting disorders, liver disorders and prolonged fever unresponsive

to antibiotics. Anakinra may be a treatment option in adult HS associated to SLE.

Keywords: Hemophagocytic Lymphohistiocytosis, Systemic Lupus Erythematosus, Autoimmune

Disease.
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Introduction

Hemophagocytic lymphohistiocytosis (HLH) is a

disorder of immune dysregulation leading to systemic

hyper inflammation due to uncontrolled proliferation

of activated CD8 T cells, lymphocytes, and

macrophages that secrete large amounts of

inflammatory cytokines.1 It is a rare, life-threatening

condition usually affecting children and young adults.

It comprises two different conditions; a primary or

genetic and a secondary or acquired. These forms may

be difficult to distinguish from each other.2-3 The

primary is autosomal recessive form, also known as

familial haemophagocytic lymphohistiocytosis (FHLH),

is usually seen among children though adult cases

have been reported. FHLH were first reported among

in two siblings in 1952 and has an estimated incidence

of 1 case per 50,000 live born children. Secondary

(sHLH) or acquired HLH was first established as a

distinct clinico-pathological entity by Risdall in 1979
18 which is more common among adults and typically

occurs after strong immunological triggers (viral,

bacterial, fungal, parasitic infections, collagen-

vascular diseases, and malignancies, particularly T-

cell lymphomas).19-21

In regulated immune systems, natural killer (NK) cells

attenuate histiocyte activity. Activation induced

apoptosis also reduces the active T lymphocyte

population.4 In HLH, aberrant NK cell regulation or
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absent activation induced  apoptosis results in

uncontrolled inflammation. The Histiocyte Society

proposed a diagnostic criteria for HLH in 2004 (Table

2).5 Prominent features of HLH include fever,

cytopenia, and acute organ failure5. HLH should be

considered in patients with acute multiple organ

failure without apparent physiological stress.

Delayed diagnosis is common because of its variable

presentation. Affected patients often receive

treatment for sepsis before their bone marrow

examination identifies the underlying disorder. The

diagnosis of secondary HLH is even more difficult

because symptoms may mimic those of the triggering

medical condition, such as SLE or viral infection.

Table-I

Classification of HLH.
Genetic or primary HLH

• Familiar HLH
o Known genetic defects: for  example, perforin

or oth

o unknown genetic defects

• Immune deficiencies
o Chediak-Higashi

o Griscelli Syndrome

o X-linked lymphoproliferative syndrome

Acquired or secondary HLH

• Secondary to infections

• Secondary to endogenous products

• Secondary to rheumatic diseases

• Secondary to neoplasms

Table-II

Diagnostic criteria for HLH.

A. Molecular diagnosis: pathologic mutations of

PRF1, UNC13D, Munc 18-2, Rab27a, STX11,

SH2D1A, or BIRC4.

Or

B. Five of the eight criteria below are fulfilled:

1. Fever g” 38.5°C

2. Splenomegaly

3. Cytopenia (at least 2 of 3 lineages in peripheral

blood)

a. Hemoglobin < 9 g/dl

b. Platelet < 100000 /ml

c. Neutrophil < 1000 /ml

4. Hypertriglyceridemia (fasting level > 265 mg/dl)

and / or hypofibrinogenemia (< 150 mg/dl)

5. Hemophagocytosis in bone marrow, spleen, lymph

nodes, or liver

6. Low or absent NK cell activity

7. Ferritin > 500 ng/ml (equivalent to 500 ug/l)

8. Elevated sCD25 (soluble IL-2 receptor.

We reported a case of HLH in a young patient with

SLE in order to illustrate the spectrum of clinical

features and to emphasis the importance of prompt

diagnosis and initiation of therapy.

Case report:

A 14-year-old girl visited the emergency department

with the complaints of generalized weakness with a

recent history of high grade intermittent fever,

polyarthralgia and oral ulcer for last 3 months. She

had no history of headache, convulsion, vomiting,

diarrhea, sore throat, cough, urinary complaints,

trauma, documented hypoglycemia, recent change of

medication or recent travel. She went to a local

hospital where she was initially treated with

Inj.Ceftriaoxone 2gm/day and received 02 unit blood

transfusion due to low haemoglobin. She saw some

improvement but continued presenting the symptoms

as well as fever.

On admission, her body temperature was 103°F, heart

rate was 104/minute, respiratory rate was 18/minute,

and blood pressure was 90/60 mmHg. Anemic

conjunctiva was found. Discoid rash was distributed

more in face, neck and trunk than limbs. Multiple

lymph nodes of variable size and shape were palpable

in cervical region. Abdominal palpation elicited

hepatomegaly (≥3 cm from the right coastal margin)

and splenomegaly (≥5 cm from the left costal margin).

Chest survey revealed no abnormality. Neurologic

examination was unremarkable. She received several

courses of broad spectrum antibiotics (ceftriaxone,

amoxicillin/clavulanic acid, levofloxacin), but didn’t

improved. Other associated infectious process was

ruled out (Enteric fever, Malaria, kala-azar, TB,

Lymphoproliferative disorder).

Her Laboratory investigations showed hemoglobin 7.4

g/dl, TLC 2000/mm3, and platelet count reduced to

30000/ mm3. Total bilirubin was raised to 1.4 mg/dl

(NR: 0.1-1.2 mg/dl) and indirect bilirubin 1 mg/dl (NR:

0-0.2 mg/dl). Direct and indirect Coombs tests were

negative. Immunological screening was positive for

ANA (1:160) with a homogenous pattern, anti-dsDNA

was 134.1 IU/ml (normal: <18) and serum C3 and C4

complement factors were also low. The 24-hour urinary

protein was 1.12 grams, but her other renal

parameters like serum urea and creatinine were

normal. She fulfilled seven of the American College

of Rheumatology criteria for SLE, Including arthralgia,

oral ulcer discoid rash, positive ANA, high titre of

anti-dsDNA, leucopenia and thrombocytopenia, and

proteinuria.

Screening tests done included Widal, HIV, Anti-

HBsAg, Anti-HCV, dengue, brucella, EBV, and

96

BJM Vol. 28 No. 2 Reactive Hemophagocytic Lymphohistiocytosis in Systemic Lupus Erythematosus



leptospira to detect an infectious cause and were all

found to be negative. Her serum ferritin and fasting

triglyceride was markedly elevated 1645 ug/l (NR: 20-

290 ug/l) and 505 mg/dl (normal <150 mg/dl)

respectively. Her bone marrow shows hyper cellular

marrow with normal plasma cells, lymphocytes and

histiocytes. It revealed secondary reactive marrow due

to peripheral consumption. No hemophagocytosis was

found. She fulfilled five of the criteria for HLH,

including feverg”38.5°C, splenomegaly, Cytopenia,

ferritin elevation and hypertriglyceridemia. The tests

that were not met were Molecular diagnosis,

quantifying natural killer cells, and sIL-2 receptor,

tests that are not performed at our center.

During in-hospital course of illness, the patient

received empirically injectable broad spectrum

antibiotics (including meropenem) for febrile episodes

and supportive treatment with blood transfusion,

antipyretic and NSAIDs. She was started oral

prednisolone 35mg/day (as per her body weight) and

mycophenolate mofetil by consulting with nephrologist

considering her primary diagnosis as SLE. The patient

remained static during initial three days of therapy

but subsequently her clinical and biochemical

parameters improved with all continued supportive

treatments. Serum ferritin concentration reflects

disease activity and it decreases after steroid therapy.

The patient became afebrile after 10 days of treatment.

Size of liver and spleen decreased.  Blood count

improved as hemoglobin raised to 7.4 to 11.3 gm/dl;

TLC: 2.0 to 2.4mm3, platelet 30 to 69×109/l). Regarding

HLH, she progressed well. The patient was discharged

and sent home due to improvement. She is presently

in remission and on regular follow-up at our

outpatient department.

Discussion:

The prevalence of secondary HLH was estimated at

0.9% in patients with SLE. Autoimmune associated

HLH commonly affects females with a median age of

43 years6. The diagnosis of HLH secondary to SLE is

complicated because they share some common

characteristics. Lambotte et al. described 8 cases

where HLS was diagnosed simultaneously with SLE

in presence of pancytopenia, high ferritin and

triglyceride level, which is highly suggestive of HS

[5]. Parodi et al. proposed preliminary diagnostic

criteria for macrophage activation syndrome as a

complication of juvenile SLE. The diagnostic criteria

have a sensitivity and specificity of 92.1% and 90.9%,

respectively 14. This report describes an uncommon

example of early-onset SLE in a young female.

Macrophage activation syndrome (MAS) is a special

form of HLH which occurs both in children and adults

with autoimmune diseases9, MAS should be thought

of as a form of HLH associated with a rheumatologic

disease, rather than as a separate clinical entity and

most commonly seen in association with systemic

onset juvenile rheumatoid arthritis (sJRA) or adult

onset Still’s disease and rarely found with systemic

lupus erythematosus or other entities10, 11. It has

been suggested by some rheumatologists that MAS

be classified as a form of secondary HLH12,13. Table:3

shows the preliminary diagnostic criteria for

macrophage activation syndrome as a complication

of SLE proposed by Parodi et al.14

Table-III

Preliminary Diagnostic Criteria for Macrophage
Activation Syndrome Complicating SLE.

Clinical criteria

a) Fever (>38 æ%C)

b) Hepatomegaly (≥3 cm below the rib margin)

c) Splenomegaly (≥3 cm below the rib margin)

d) Hemorrhagic manifestations (purpura, easy

bruising or bleeding gums)

e) Dysfunction of the central nervous system

(irritability, disorientation, lethargy, headache,

convulsions or coma)

Laboratory criteria

a) Cytopenia in 2 or more cell lines (TLC < 4 × 109/

l, hemoglobin <90 g/l or platelets < 150×109/l)

b) Increased aspartate aminotransferase (>40

units/l)

c) Increased lactate dehydrogenase(>567units/l)

d) Hypofibrinogenemia (fibrinogen <1.5 g/l)

e) Hypertriglyceridemia (triglycerides >178 mg/dl)

f) Hyperferritinemia (ferritin >500 g/l)

Histopathological criteria

Evidence of hemophagocytic macrophages in bone

marrow.

N.B.: For diagnosis, the simultaneous presence of at

least one clinical criterion and at least 2 laboratory

criteria is required. The bone marrow biopsy may be

needed only in doubtful cases.

These criteria have some advantages and

disadvantages. Advantages are the fact that a BM

biopsy should be performed only in cases of diagnostic

doubt, which seems reasonable because it is very

invasive and often delays diagnosis and initiation of

treatment. The most important disadvantage is that

these criteria cannot distinguish from an infectious

complication. All patients should have a bone marrow

aspiration. However, frank haemophagocytosis may

not be observed early in the course of the disease,

97

Reactive Hemophagocytic Lymphohistiocytosis in Systemic Lupus Erythematosus BJM Vol. 28 No. 2



and serial marrow aspirates may be helpful.15,16

Haemophagocytosis might be found in the first bone

marrow aspiration of a FHLH patient but the absence

of it will not rule out this diagnosis.

Certain laboratory parameters help us discern

between HLH and active SLE. Thrombocytopenia is a

better indicator HLH than leukopenia or anemia.

Hyperferritinemia seems to have the strongest ability

to discriminate between these two possibilities with

a sensitivity and specificity of almost 100% patient

resulting in secondary HLH.

The current literature suggests that the goal of

therapy for patients with HLH is to suppress life-

threatening inflammation by destroying immune cells.

The first treatment protocol for HLH (HLH-94) consists

of induction therapy with weekly treatments of

dexamethasone and etoposide (VP-16), followed by

cyclosporine. Intrathecal  methotrexate is given to

those with central nervous system disease. After

induction, patients who are recovering are weaned

off therapy, while those who are not improving are

continued on therapy as a bridge to allogeneic

hematopoietic cell transplantation.9 The newer HLH

protocol initiated in 2004 (HLH-2004) differs from

HLH-94 by earlier use of cyclosporine during the

induction phase of treatment and adds hydrocortisone

to intrathecal methotrexate. Treatment of secondary

HLH is directed at control of the underlying condition.

Steroids and other immune suppressants including

Rituximab have also been reported in successfully

treating HLH in the setting of SLE.17  Approximately

56% of patients were resistant to steroid monotherapy
6. Refractory cases may respond to cyclosporin,

cyclophosphamide, or tacrolimus Figure-1.

In our patient, our treatment was targeted to control

of SLE with nephropathy. So, we used high dose

methylprednisolone followed by oral prednisolone and

mycophenolate mofetil. Wong et al. reported an

incidence of SLE-associated HS of 6 cases during a

3.5-year period among 250 SLE patients. They alluded

to the fact that SLE-associated HLH might be

underdiagnosed due to the overlap in clinical findings
22.Because of the high mortality associated with HLH,

the median survival being 02 months without

treatment.

Survival rate increases to 55% after treatment 8.

Affected patients should receive treatment for the

underlying rheumatologic disorders. Antimicrobial

therapy is indicated to prevent severe bacterial

infection during immune suppression therapy. Our

patients responded to treatment, recovered and are

presently on regular follow-up at the outpatient

department.

HLS can be the initial clinical manifestation of SLE

and should be suspected in patients with enlarged

liver or spleen, cytopenias, clotting disorders, liver

disorders and prolonged fever unresponsive to broad-

spectrum antibiotics, as occurred in our patient.

Sometimes, the presenting features are so indistinct

that, many cases may go unrecognized or be recorded

as sepsis. Early diagnosis is very important for timely

commencement of the treatment, before

overwhelming disease activity makes irreversible

damage and a response to treatment becomes less

likely. SLE associated HLH portends poor prognosis.

This case represents the importance of prompt

diagnosis and treatment of such a potentially fatal

clinical syndrome.

Conclusion

HLH is a life-threatening hyper-inflammatory

syndrome which remains difficult to diagnose and can

be easily overlooked or misdiagnosed. A prompt

diagnosis is essential for treating HLS in the setting

of SLE. Clinicians should raise a high index of

suspicion in such a case.
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DENGUE COINFECTION IN A CASE OF ENTERIC

FEVER: A DIAGNOSTIC AND THERAPEUTIC DILEMMA

AKM MONWARUL ISLAM1, QUAZI TARIKUL ISLAM2, HUMAYRA JESMIN3

Abstract:

Presence of coinfection may make the otherwise straightforward presentation, diagnosis and

management of the either disease complicated. Dengue and enteric fever coinfection is uncommon,

though as a single disease both are common in tropical countries. Here, coinfection by dengue and

enteric fever has been described in a 14-year-old boy residing in the tropic. Diagnosis of dengue

was suggested by positive serological tests, and Salmonella paratyphi A was isolated by blood

culture.  Presence of enteric fever presumably protracted the course of illness by dengue fever. The

patient was managed successfully by intravenous ceftriaxone, along with supportive care. So, the

physicians practicing in the endemic region should have high degree of suspicion while dealing with

the febrile patients in clinical practice.

Key Words: Dengue Fever, Enteric Fever, Coinfection, Bangladesh.
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Introduction:

Coinfection by 2 or more pathogens may alter the

clinical presentation of the individual disease, produce

diagnostic and therapeutic dilemma, and may worsen

the prognosis. The infecting organisms may be viruses,

bacteria, protozoa, fungi or helminths. Both dengue

and enteric fever are common in tropics, and share

some ecological features, it is possible to be

simultaneously infected by both the diseases.

Actually, a few cases of such dengue-enteric fever

coinfection have been reported so far, mostly from

India.1-5 Given that both dengue and enteric fever

are endemic in Bangladesh, coinfection involving them

is likely here as well, though to the best of our

knowledge, none have yet been reported. On the other

hand, high degree of suspicion   is needed to think of

the probability of dengue-enteric fever coinfection in

individual patient, though uncommon, otherwise

grave consequences may result. That is why, here, a

case of dengue and enteric fever coinfection has been

described in a 14-year-old boy.

Case Presentation:

A 14-year-old boy presented with high fever, headache

and bodyache for 4 days, without cough, throatache,

dysuria and abdominal pain. Physical examination

revealed a febrile patient with pulse 96/min, blood

pressure 120/70 mmHg, respiratory rate 24/min, and

temperature 1030 F. His precordium was normal,

chest clear, no organomegaly, lymphadenopathy, or

rash. He was already on azithromycin and paracetamol

by self-medication.  The investigation findings on the

5th day of fever were as follows: total leucocyte count

6600/mm3; neutrophil 48%, lymphocyte 44%,

monocyte 7%, eosinophil 1%; platelet count 280,000/

mm3; hemoglobin (Hb) 11.7 g/dl, hematocrit 40.5%,

erythrocyte sedimentation rate 49 mm in first hour,

serum AST 45 u/l, serum creatinine 1.1 mg/dl, and

normal serum electrolytes. Urinalysis showed pus

cells 10-12/HPF, red cells 10-12/HPF, granular cast

1-2/HPF, and albumin (+++). Dengue non-structural

1 (NS1) antigen test (using the kit Dengue NS1

DetectTM Rapid Test, manufactured by InBios

International, Inc., Seattle, WA 98104, USA) on the

4th day of fever was positive, and immuno-

chromatographic test (ICT) for dengue antibodies

(using the kit Bio TracerTM Dengue IgG/IgM Rapid

Card, manufactured by NanoEnTek Inc., Korea) on

the 7th day of fever showed: IgG negative, IgM positive,

indicating primary infection. Chest X-ray (CXR) and

abdominal ultrasound (USG) were normal.  A

diagnosis of dengue fever with acute glomerulo-

nephritis was made, and the patient was offered

standard supportive treatment including paracetamol
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and oral rehydration saline. There was no evidence

of clinical improvement in next few days, rather the

patient developed vomiting and abdominal pain. Urine

culture was negative. Blood culture (by FAN method

in BACTEC 9050 Automated Blood Culture Analyzer)

on the 4th day of fever yielded growth of Salmonella
paratyphi A, which was resistant to azithromycin, but

sensitive to ceftriaxone, cefixime, ceftazidime,

cotrimoxazole, ciprofloxacin, and chloramphenicol.

Considering the presence of vomiting and abdominal

pain, ceftriaxone 2g IV daily was started and continued

for 14 days, along with supportive care. Serial platelet

counts and hematocrits on 7th, 8th, 9th, 10th, and 14th

day of fever were: 150,000/ mm3 and 41.0%, 120,000/

mm3 and 43.0%, 100,000/ mm3 and 47.0%, 110,000/

mm3 and 44.0%, 150,000/ mm3 and 42.0%,

respectively. On the 10th day of fever, investigation

findings were: AST was 78 u/l, serum creatinine 1.0

mg/dl and pus cells 4-6/HPF, red cells 3-5/HPF, and

albumin (++) in urine. On the 14th day, AST was 50 u/

l, and there was 1+ albumin in urine.  The patient

improved gradually, and became afebrile on the 5th

day of ceftriaxone therapy. Follow-up blood, urine and

stool cultures 1 week after completion of antibiotic

therapy were negative.

Discussion:

Coinfection is common in human, and the true

prevalence of coinfection likely exceeds 1/6th of the

global population.6 Globally, hepatitis C virus (HCV)

and human immunodeficiency virus (HIV) (HCV/HIV)

coinfection affects 2.3 million people7, visceral

leishmaniasis and HIV (VL)/HIV) coinfection has been

reported from 35 countries8, whereas, malaria/HIV

coinfection claims more than 2 million lives each year.9

Tuberculosis (TB)/HIV coinfection is well-recognized,

and despite overall declining trend of new TB cases

and deaths, new TB/HIV coinfections are on the

rise.10 Both dengue and enteric fever are common in

tropics, including Bangladesh. In the world, nearly

390 million dengue infections occur per year, of which

96 million manifest clinically.11 On the other hand,

17.8 million cases of typhoid fever occur each year in

Low and Middle Income Countries (LMICs).12 In

Bangladesh, the incidence of typhoid fever was 3.9

and 2.0 episodes/1,000 person-years in an urban

slum in 2000-200113 and 2003-200414, respectively.

On the other hand, since 2000, regular outbreaks of

dengue occur in Bangladesh.15

To date, only several cases of coinfection by dengue

and enteric fever are known. Both dengue and enteric

fever are tropical diseases, and occur predominantly

in monsoon season. The case of coinfection

presented here occurred in monsoon season of the

region. Dengue is commonly associated with

bicytopenia, and like many other viral infections, may

create transient immunodeficiency which may provide

optimum milieu for Salmonella to infect the host. In

the present case, bicytopenia was not evident,

presumably due to the simultaneous presence of

Salmonella infection and its influence on hemogram.

In endemic regions, it is difficult to distinguish

between dengue and enteric fever by clinical

presentation alone especially in the early stage.

Timely diagnosis and proper management of these

diseases is of paramount importance, because failure

of doing so may lead to significant morbidity, and even

mortality. Dengue itself is a self-limiting disease in

majority; presence of concurrent enteric fever

presumably protracted the course of febrile illness

beyond the 1st week. Both NS1 antigen study and ICT

for dengue antibodies are commonly used reliable

serological tests for the diagnosis of dengue fever,

as has been employed here; the former being positive

in early febrile phase of illness, and the latter being

positive on day 5 or beyond.16,17 For the single dengue

NS1 antigen test which can be done by enzyme-linked

immunosorbent assay (ELISA), as well as, by ICT

method, the sensitivity and specificity have been

found to be 67% and 99% for ELISA and 71% and 99%

for ICT in a meta-analysis.18 And the sensitivity

further improves to 83% when combination of NS1

antigen assay and IgM anti-dengue antibody tests

were used.18 The ICT-based NS1 antigen assay used

here has got 76.5% sensitivity and 95.3% specificity

(manufacturer’s information leaflet), whereas the

ICT-based anti-dengue antibody assay has 91.3%

sensitivity and 92% specificity (manufacturer’s

information leaflet). Also, chances of false-positivity

are virtually nil as there are no known cross-reacting

flavivirus diseases like Japanese encephalitis and

yellow fever in the region. However, the exact

infecting serotype of dengue virus could not be

determined as virus isolation and real-time

polymerase chain reaction (RT-PCR) are not readily

available for clinical use in the country. Regarding

the diagnosis of enteric fever, microbiologic culture

of blood or bone marrow remains the mainstay of

laboratory diagnosis19,20, whereas the role of Widal

test is controversial20,21 For the case presented here,

the diagnosis of enteric fever was confirmed by

positive blood culture. S. paratyphi A was resistant to

azithromycin, though this is a reasonable choice in

the current era of multi-drug resistant enteric fever.

However, the organism was sensitive to ceftriaxone.

Dengue-enteric fever coinfection has been reported

sporadically as a cause of pyrexia especially in the

endemic zones, mostly from India. Jagadishkumar et
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al. diagnosed dengue by detecting IgM antibody and

typhoid fever by positive blood culture in a 3-year-old

child.1 Vigna et al. presented 2 cases of coinfection,

1 diagnosed by serological tests only, and the other

by positive NS1 antigen and RT- PCR for dengue and

growth of S. typhi in blood culture for typhoid fever.2

Bansal et al. managed 2 cases of dengue-enteric fever

coinfection successfully as outpatients.4

Srinivasaraghavan et al. in their case utilized NS1

antigen and IgM antibody for dengue fever and Widal

test and blood culture for enteric fever.5 Previously,

Sudjana and Jusuf reported similar coinfections from

Indonesia.22 Sharma et al. conducted a study to find

out the coinfection rates in North Delhi; of the 141

serologically-diagnosed dengue cases, 11 were

coinfected with enteric fever, evidenced by positive

Widal test, so, the coinfection rate was 7.8%.23 In a

more recent study involving 100 pyrexia cases,

coinfection rate was 9%; dengue-typhoid constituted

22.22% of the coinfections.24 This is presumably an

overestimation, resulting from the fallacy associated

with the use of Widal test and IgM anti-dengue

antibody  for the diagnosis of enteric fever and dengue,

respectively; use of blood culture, NS1 antigen,

plaque-reduction neutralization test (PRNT) and RT-

PCR could cut down the false-positive cases.

In the endemic region, while dealing with a febrile

patient especially in the monsoon, it may be a

reasonable, and probably cost-effective approach to

ask for serological test for dengue (NS1 antigen study

or specific anti-dengue antibody detection, or both,

according to the time of presentation) and blood

culture at first contact to save time, reduce morbidity,

and probably mortality as well.

Dengue and enteric fever coinfection is uncommon,

though as a single disease both are common in

tropical countries. Presence of coinfection may make

the otherwise straightforward presentation, diagnosis

and management of the either disease complicated.

So, the physicians practicing in the endemic region

should be aware of the possibility while dealing with

the febrile patients in clinical practice.
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Introduction

Chikungunya fever is an emerging viral disease

transmitted to humans by mosquitoes. Chikungunya

Virus (CHIKV) is an arbovirus of the alphavirus genus

(Togaviridae family). The Aedesaegypti  and

Aedesalbopictus mosquitoes are the main vectors

responsible for transmission of Chikungunya.

Chikungunya fever displays interesting

epidemiological profiles: major epidemics appear and

disappear cyclically, usually with an inter-epidemic

period of 7-8 years and sometimes as long as 20

years1. We have our small three outbreaks in 2008

at Rajshahi( Northern part, near  Indian border)  in

2011 at Dohar  near Dkaka city, Palpara  in 2012 near

Dhaka2,3.  In 2017, Bangladesh experienced a large

outbreak of Chikungunya just in early-monsoon in

March when there was unexpected rain fall. This

Short communication is published to give an idea

about this recent outbreak.

Method

Data was collected from 138 patients starting from

early April up till June 2017. Data was only collected

from patients who presented with fever and joint pain

and in whom we had ruled out Dengue by doing Dengue

NS1 antigen done within 5 days of start of fever. The

diagnosis of Chikungunya was confirmed by doing

either PT-PCR for Chikungunya, done within 5 days

of onset of fever or by doing Rapid Diagnostic Test

(RDT) SD Biosensor (sensitivity 100%, Specificity

97.7%) equivalent to ELISA, manufactured by

Republic of Korea on formula of MT prometd GmbH,

Germany, for Chikungunya serology (IgM) after 10 days

of fever onset, although it is said that seroconversion

occurs after 7 days, we did serology after 10 days to

reduce the possibility of false negative results.

Result

Out of the 138 patients, age distribution of the

patients were 40-49 (21%), 20-29 (20%), 60-69 (18%),
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30-39 (17%), 50-59 (8%), 10-19 (7%), 70-79 (6%), 80-

89 (1%). 61% patients were female, 39% male. 30% of

patients lived on the 3rd floor of their residence,

followed by 18% on 2nd, 15% on 4th, 13% on 1st, 8%

on ground floor, 8% on 5th and 5% living above 6th

floor. 31% presented on the 4th day of fever, 28% on

3rd day, 21% on 5th day, 11% on 2nd day and 6% on

the 1st day of fever. 34% of patients had a highest

recorded temp of 103 æ%F, followed by 27% 104 æ%F,

27% 102 æ%F, 5% 101 æ%F, 2% 105 æ%F and 2% 100

æ%F. Rash was present in only 38% of patients out

of which 80% had generalized body rash and 20% had

localized. 48% of patients had more >10 joints

involved followed by 31% with 5 to 9 joints involved

and 18% with <5 joints involved. 57% of patients had

involvement of both large and small joints with 33%

only large joints and only 7% suffering from

involvement of small joints of the hands and feet

only. Only 24% patients had back pain, 83%

complained of headache, 82% nausea and vomiting,

9% cough, 5% lymphadenopathy and 3% abdominal

pain.

Discussion

Acording to this study, people of middle age group

were mostly infected by CHIKV during this outbreak

(76%), while the very young and elderly persons were

less affected (14%). Females were mostly infected than

males. The findings are a little far from some other

studies that state Chikungunya fever affecting all age

groups and both genders are equally affected 4-7 but

in Bangladesh some research work showed this type

of age and sex differentiation 14.

A single floor measures 12-14 feet (2.27-3.67 meter)

high on average. Our study shows that most persons

infected by CHIKV were resident of above 3rd floor of

Bangladesh J Medicine 2017; 28 : 104-106



multistoried building which supports the fact of  flight

range studies that suggest that most female Ae. aegypti

may spend their lifetime in or around the houses where

they emerge as adults and they usually fly an average of

400 metres9. Reliable information could not be found

whether people leaving at ground level are less

affected by aedes mosquitos yet this study supports

this.

Presenting within 5 days of onset of fever was an

inclusion criterion of this study. Most presented after

2nd day of high fever with maximum others from 3rd

to 5th day of febrile illness. This is similar to the

other epidemiological studies on CHIKV describing

presentation as abrupt and sudden with high-grade

fever (usually 102-105 °F) 4,5,6,7, 9, 10, 12, 13.  But least

number of patients presenting in the first day may

be due to the fact that fever varies from low grade to

high grade, lasting for 24 to 48 hours 11 or may indicate

an escalation of severity of symptoms that yet not

has been observed. 96% patient presenting with initial

temperature within 102-105 °F strongly supports

previous study findings 4,7, 9, 12, 13.

Less than fifty percent presenting with body rash along

with fever and joint pain resembles data of other

studies 4-7, 9, 10. Though the result does not reflect

body rash to be very common presentation as some

studies claim 15, 16, 17  but the portion of individuals

with rash is highly variable between studies 18, 19.

Rash appearing all over body in maximum patients

affecting body/ trunk is similar to studies done

before 18, 19.

Majority of patients with arthritic manifestation in

this study showed polyarthritis affecting large and

small joints which supports data of many studies

that claim “The joint pains are usually symmetric

and occur most commonly in wrists, elbows, fingers,

knees, and ankles but can also affect more-proximal

joints” 20. But it has dissimilarities with few other

studies that state that “The Chikungunya viral

polyarthropathy frequently involves the small joints

of the hand, wrist” 7, 10, 21

The additional symptoms of CHIKV infection in acute

phase in this study included headache, nausea and

vomiting, back pain, cough, lymphadenopathy and

abdominal pain. Other study also support this finding
22 but rarer neurovirulence and neuroinvasiveness
7, 11 were not found in this study.

Hemorrhagic manifestations were not found though

some studies claim that these are more frequently

encountered in Asian subcontinent 7, 11
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16-year old Bangladeshi boy, who was admitted to

the Dhaka Medical College Hospital with the

complaint of persistent swelling of his  lips especially

lower one  for two years. The swelling was not

associated with  tenderness, itching, any trauma or

injection of any foreign material to the area. There

was also no associated hives or swelling of any other

areas. On physical examination, the lower lips were

predominantly red, swollen, painless and thickens.

On opening of mouth the tongue was found to have a

longitudinal fissure extending from middle to

epiglottis. The oral cavity, gum and posterior wall of

pharynges were congested and inflamed. The

narrowing was observed at posterior end.

Investigations were done to exclude Crohn’s disease,

sarcoid, tuberculosis and foreign body reactions1.CT

chest were unremarkable. A video bronchoscopy was

attempted, however unsuccessful due to the scope

not being able to be negotiated through the

oedematous epiglottitis and laryngeal wall. Tissue

from the upper lip was reported as showing infiltrate

from chronic inflammatory cells including non

caseating granuloma and consistent with

granulomatous cheilitis2. He was diagnosed as a case

of  Melkersson Rosenthal Syndrome (variant of

orofacial granulomatosis or granulomatous cheilitis).

Although facial nerve palsy was not present during

presentation, It should be stressed that it is rare for

all components of the Melkersson–Rosenthal

syndrome to occur at the same time and many a time3

, this facial sign can only be found after several years

of follow-up.
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