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Role of Widal Test in Diagnosis of  

Enteric Fever 
 

*Aktar A1, Shahriar A2, Afrin M3, Rinta RM4, Nausin R5, Rahman M6 
 

Abstract: 

Background: Enteric fever is a major health problem in developing countries and its diagnosis on clinical ground is 

difficult. Diagnosis in developing countries including Bangladesh is mostly done by Widal test. However, the value of the 

test has been debated Hence evaluation the result of this test is necessary for correct interpretation of the result.  

Objective: The main aim of this study was assess the efficacy of Widal test for the diagnosis of enteric fever.  

Materials and Methods: A Total of  200 samples of  blood from  suspected cases of enteric fever, 40 hwealthy and 40 

febrile controls in the Department of Microbiology of Rajshahi Medical College during the period from October 2013 to 

September 2014 to assess the efficacy of Widal test for the diagnosis of enteric fever. 

Results: In suspected cases, positive Widal test in 63(31.5%) cases. Out of 63 Widal test positive cases 10(12.5%) were 

in first week, 38(42.2%) in second week and 15(50%) in third week. In healthy and febrile controls the Widal test was 

positive in 01 (2.5%) and 05 (12.5%) cases and all were in second week. Among 63 (31.5%) Widal test positive cases, 

21(19.56%) and 10 (41.66%) were found in age group 11-20 years and 21-30 years respectively. Male and female ratio 

in Widal test positive cases was 1.2:1. 

Conclusions:  The sensitivity and specificity of blood culture is much higher than Widal test. But blood culture facility is 

not available in all part of our country so we have to depend upon the Widal test for the diagnosis of enteric fever and its 

complicated cases.  

Key word: Enteric fever, Widal test. 
 

Introduction 

Enteric fever is a life threatening systemic infection 

occurring in many developing countries of the world and 

continues to be a major public health problem1.Although it 

has world-wide distribution but affects mainly the people 

living in warm climate having defective sewerage system 

and lack of safe drinking water. The disease is endemic in 

Indian subcontinent including Bangladesh with a high 

incidence among pediatric population2. In first week 

patients of enteric fever present with fever, relative 

bradycardia, malaise, headache and cough. Abdominal 

pain is notice in a quarter of cases. There is leucopenia, 

with eosinopenia and relative lymphocytosis. Blood 

culture may be positive. In the second week of illness, the  
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patient present with high fever (around 104°F), 

bradycardia. Rose spots appear on the lower chest and 

abdomen in around one third of patients.There are diarrhea 

and rhonchi in lung bases. The abdomen is distended and 

painful. The spleen and liver are enlarged. The Widal 

reaction is strongly positive with anti O and anti H 

antibodies. Diagnosis of enteric fever still remains a 

problem. The clinical presentation is vague and non-

specific in most of the cases and which may mimic other 

bacterial and viral infections. A variety of serologic test 

for the antigen and antibody detection such as 

countercurrent immune electrophoresis is a serological test 

based on electrophoresis. Here specific salmonellae 

antigen and patient antibodies are moved by 

electrophoresis and a visible band is formed at the 

optimum concentration of antigen and antibody. Its 

sensitivity is similar to that of the Widal test but bands are 

often difficult to see and the cost is higher than that of the 

Widal test.  

TyphiDot is another rapid test used for the diagnosis the 

enteric fever even in areas with limited resources but not 

cost effective as Widal. The TyphiDot is a DOT enzyme 

immunoassay (Typhidott and Typhidot-Mt; Malaysian 

Biodiagnostic Research SDN BHD, Kuala Lumpur, 

Malaysia) that detects either IgM or IgG antibodies 

against a specific antigen on the outer membrane protein 
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of serotype Salmonellae typhi. Some studies showed that 

the Typhidot and Typhidot-Mt gave superior results to the 

Widal test with higher sensitivity and specificity4. If this 

method a large number of cases over 6000 has no 

advantage over the Widal test and problems with the 

quality control of different batches of kits5.  

The TUBEX test is a colorimetric method for the 

diagnosis of enteric fever but it gives false positives 

reaction in persons with recent S. enteritidis infection11. 

Among the currently available commercial kits trialed in 

developing countries, TUBEX seems to perform best15 but 

none may actually be better than the 100-year-old Widal 

test5. 

Widal is a serological diagnostic test for the detection 

antibody against somatic and flagella antibody in enteric 

fever patients. The name Widal came from the name of 

scientist founded in 1896 Georges FarnandIsidore Widal. 

It is an agglutination test demonstrating the presence of 

antibodies concentration against lipopolysaccharide 

somatic and flagellar H antigen in the serum of a patient 

using suspensions of somatic O and flagellar H antigens19. 

Commercial kits are available for the diagnosis of 

Salmonella typhi, Salmonella paratyphi A, B, and C. The 

recommended method of performing the Widal test by the 

tube agglutination technique where serial two-fold 

dilutions of serum from 1:20 to 1:1280 are tested7.Now a 

day, a rapid slide agglutination test is most commonly 

used technique in local laboratories and hospitals because 

of its convenience. The Widal test has been used 

extensively in the serodiagnosis of enteric fever and 

remains the only laboratory test available in most 

developing countries8. 

One of the major drawbacks of Widal test is cross-

reactivity to other bacteria of same genus and gives false 

positive results. So the positive results must correlate 

clinically before prescribing medicine. Sometimes before 

confirmed diagnosis antibiotic treatment start and bacteria 

might not be isolated from blood culture and the diagnosis 

relies on a combination of clinical features. In such cases, 

the detection of antibodies to Salmonellae might be the 

only way of confirming the clinical diagnosis8.  

As, facilities, are not available, particularly for the blood 

culture in the majority of developing countries, Widal test 

remains a valuable tool, and the most useful 

complimentary test for clinical diagnosis of enteric 

fever16.  

The use of the Widal test to diagnose enteric fever should 

therefore be limited to situations in which there is no other 

confirmatory supportive test, such as positive culture. 

Similarities between typhoidal and non-typhoidal 

Salmonellae antigens mean that a serological method of 

diagnosis is the least accurate for enteric fever. Due to the 

inexperience some clinicians in endemic countries, many 

cases of pyrexia of unknown origin receive the diagnosis 

of enteric fever, based upon a false-positive Widal test 

result rather than a positive culture of Salmonellae.  

Widal test is still used in the diagnosis of enteric fever and 

this study is the first one done to develop local 

recommendations for the interpretation of Widal results, in 

relation to blood culture to help physicians and lab 

personnel interpret the Widal results. Since the Widal test 

is easy to perform, inexpensive, and requires no specific 

equipment and minimal training of staff.It will be a useful 

as complimentary test for clinical diagnosis of enteric 

fever or in patients who have clinical enteric fever, but are 

culture negative or in localities where bacterial culturing 

facilities are not available. 

Materials and Methods 

A Total of two hundred (200) samples of blood from 

clinically suspected cases of enteric fever of different ages 

and sexes and 40 healthy and 40 febrile controls were 

included in this study. The patients were selected 

according to clinical features which include fever, chills, 

rigor, altered bowel habit, rose spot on the trunk, 

bradycardia, headache, myalgia etc. Cases having fever 

for 5 to 7 days with at least one of the above clinical 

features were considered as suspected cases of enteric 

fever. Widal test was done for all suspected cases using 

the serum sample. Rapid slide titration method using 

Murex reagents6containing O and H antigens of 

Salmonella typhi and H antigens of Salmonella paratyphi 

A and B, with serial dilution of sera beginning at 1: 20 

was done for Widal test12. 

These tests were also done for the controls and other 

patient with febrile condition. 

Materials and Methods: 

A Total of two hundred (200) samples of blood from 

clinically suspected cases of enteric fever of different ages 

and sexes and 40 healthy and 40 febrile controls were 

included in this study. The patients were selected 

according to clinical features which include fever, chills, 

rigor, altered bowel habit, raised spot on the trunk, 

bradycardia, headache, myalgia etc. (Edwards et al., 

1995). Cases having fever for 5 to 7 days with at least one 

of the above clinical features were considered as suspected 

cases of enteric fever. Widal test was done for all 

suspected cases using the serum sample. Rapid slide 

titration method using Murex reagents (Murex Biotech 
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limited, UK) containing O and H antigens of Salmonella 

typhi and H antigens of Salmonella paratyphi A and B, 

with serial dilution of sera beginning at 1: 20 was done for 

Widal test (Quiroga et al., 1992). 

These tests were also done for the controls and other 

patient with febrile condition. 

Results: 

A total number of 200 clinically suspected cases of enteric 

fever and 80 controls were studied, which contain 40 

febrile controls and 40 healthy controls. 

Table-I: Widal test in suspected cases and controls 

Total number of cases Widal test 

Suspected cases 

N=200 
63(31.5%) 

Healthy control 

N=40 
08 (20.0%) 

Febrile control 

N=40 
18(45.0%) 

N=Number 

Table I shows Widal test in suspected cases and controls. 

Among the suspected cases Widal test was positive in 

63(31.5%). In healthy and febrile controls Widal test were 

positive in 8(20.0%) and 18(45.0%) respectively.  

Table-II: Age distribution of Widal test positive in 

suspected cases. 

Age groups (years) Widal positive cases 

Up to 10  

N=22 
7(31.81%) 

11-20  

N=92 
21(19.56%) 

21-30 

 N=24 
10(41.66%) 

31-40  

N=26 
11(42.30%) 

41-50  

N=14 
6(42.85%) 

>50  

N=22 
8(36.36%) 

Total=200 (100) 63(31.5%) 

N=Number 

 

Table-II shows age distribution of Widal test positive in 

suspected cases. There were six age groups. Highest 

number of {15(16.30) +5(20.83)} culture positive cases 

were found in age group 11-20 years and 21-30 years. 

Lowest cases in age group are up to 10 years and above 40 

years. 

Table-III: Sex distribution of Widal test positive cases. 

Sex Widal test positive cases 

Male  

N=116 
39(33.62%) 

Female 

N=84 
24(28.57%) 

Total=200(100%) 63(31.5%) 

N=Number 

Table-III shows sex distribution of Widal test positive 

cases. Among 63 (31.5%) Widal test positive cases, 

39(33.62%) were male and 24(28.57%) were female. Male 

and female ratio in Widal test positive cases was 1.2:1. 

Table-IV: Distribution of Widal test in different weeks. 

Suspected cases 
Widal test positive 

cases 

H/O fever in first week 

N=80 
10 (12.5%) 

H/O  fever in second week 

N=90 
38 (42.2%) 

H/O fever in third week 

N=30 
15 (50.0%) 

Total = 200 63(31.5%) 

N = Number 

H/O = History of 

Table IV shows distribution of Widal test positive cases in 

different weeks. Among 200 suspected cases, history of 

fever in first week was in 80 cases, history of fever in 

second week was in 90 cases and history of fever in third 

week was in 30 cases. 

Among 80 suspected cases (history of fever-1 week), 

Widal test positive cases was in 10 cases (12.5%). Out of 

90 suspected cases (history of fever-2 week), Widal test 

positive cases was in 38 cases (42.2%). And among 30 

suspected cases, Widal test positive was in 15 cases 

(50.0%).  
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Discussion: 

Enteric fever is endemic in many developing countries 

particularly in the Indian subcontinent including 

Bangladesh (Rockhill et al., 1980; Saha et al., 1996).  

It is a dreaded disease because of its long course and 

associated complications if not detected and treated early 

(Martinez and Ludan, 1996). Enteric fever changed its 

clinical features due to drug resistant Salmonellae leading 

to difficulty in clinical diagnosis (Butta et al., 1991; Butta 

1996). The gold standard in the diagnosis of enteric fever 

is the isolation of Salmonellae from the clinical samples 

e.g. blood, stool & urine. However, isolation of the 

organism takes at least 72 hours and the rate of recovery 

by conventional culture method is often unsatisfactory, 

hence limiting its use in confirms diagnosis (Rubin and 

McWhirter, 1990). Widal test, a test has become the most 

useful test in the diagnosis of enteric fever in endemic 

areas of the developing countries where culture facilities 

are limited (Aquino et al., 1991). 

In our study among the suspected cases, positive Widal 

test in 63(31.5%) cases. Our study is nearly similar with 

the study of Andualem et al., (2014), where positive Widal 

test was 39.0% cases. Our study is differs with the study 

of Sanjeev et al., (2013) where positive Widal test was 

156(78.0%). This difference may be due to that the patient 

may suffer from subclinical infection with Salmonellae. 

Among the healthy control, Widal test is positive in 

08(20.0%) cases and in febrile control, Widal test is 

positive in 18(45.0%) cases. Our study is nearly similar 

with the study conducted by Shahidul et al., (2011) in 

Bangladesh. They showed 25.0% Widal test positive in 

healthy control and 61.0% in febrile control. Our study 

differs with the study of Koeleman et al., (1992). They 

showed 6.0% Widal test positive in healthy control and 

21.0% in febrile controls.  This difference may be due to 

the people of that locally have well managed sewerage 

system and safe drinking and food habit. 

In this study Widal test positive cases are 21(19.56% and 

10(41.66%) and found in age group 11-20 years and 21-30 

years. Similar result was reported by Krati et al., (2001) 

and their observation was Widal test positive cases were 

36 (50.0%) and 30 (32.35%) in age group 15-30 years and 

>30 years. This difference may be the patients of this age 

are student or active worker so they have to take food 

from street hawkers (Pang et al., 1992). 

In this study the male and female ratio for Widal test 

positive cases is 1.2:1. Our study is nearly similar with the 

study of Roohi et al., (2009). They showed male and 

female ratio for Widal test positive cases was 1.2:1. But 

study done by Ramyil et al., (2002) showed the male and 

female ratio Widal test positive cases was 0.8:1 which is 

dissimilar with our study. This is probably the male are 

over cautious about their personal hygiene and safe food 

than that of female. 

The present study shows that among suspected cases, 

maximum 38(42.2%)number of positive Widal test in 2nd 

week and fewer in 1st 10(12.5%) and 15(50.0%) in 3rd 

weeks. Nearly similar studies are reported by Krishna, et 

al., (2011) and their finding was 79.0% Widal test positive 

in 2nd weeks.  In both controls of present study Widal 

positive in 2nd weeks only. Salmonella typhi, the 

causative agent of enteric fever is most frequently isolated 

from blood during the 1st wk of illness as it disappear 

from the peripheral blood during the initial days of 2nd 

week and 3rd week (Baker et al., 2010). Widal test is 

usually positive in 2nd weeks of illness as in primary 

immune response antibody appears within 14 days and 

secondary immune response within 2-4 days. Beside that 

patient take antibiotic in first week (Olopoenia& King, 

2000). 

So, we conclude that Widal test is still used in the 

diagnosis of enteric fever and this study is the first one 

done to develop local recommendations for the 

interpretation of Widal results, in relation to blood culture 

to help physicians and lab personnel interpret the Widal 

results. Since the Widal test is easy to perform, 

inexpensive, and requires no specific equipment and 

minimal training of staff, it will be a useful as 

complimentary test for clinical diagnosis of enteric fever, 

or in patients who have clinical enteric fever, but are 

culture negative or in localities where bacterial culturing 

facilities are not available. 

Conclusion: 

It may be concluded that enteric fever cases are not 

uncommon in this locality. A good number of patients of 

different ages and both sexes suffer from enteric fever 

every year. Widal test is easy to perform inexpensive, and 

require no specific equipment and minimal training of 

staff, it will be a useful complimentary test for the 

diagnosis of enteric fever, or in patients who have clinical 

enteric fever, but culture negative or in localities where 

bacterial culturing facilities are not available. 
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Clinico-demographic Pattern & Risk Factors of Molar 

Pregnancy & It’s Immediate Outcome of Treatment in a 

Tertiary Care Hospital of Northern Zone of Bangladesh 
 

*Hasan M,1 Haque MM,2 

 

Abstract: 

Background: Molar pregnancy is the most common form of gestational trophoblastic disease and is potentially 

malignant. It may endanger the life of mother if not detected early and managed properly. 

Objective: The objective of the study is to find out the clinico-demographic pattern, risk factors, treatment and 

immediate outcome of molar pregnancy. 

Materials and Methods: This is a prospective study. During the study period, from July 2013 to June’2015, 30 patients 

having gestational trophoblastic disease were selected by inclusion and exclusion criteria after getting admission in 

Gynaecology & Obstetrics Ward of Rangpur Medical College & Hospital and confirmed by history, clinical 

examination, serum β-hCG level and USG. 

Results: Among 30 study subject’s age ranged from 17 – 40 yrs. and mean (±SD) was 23.86 (±5.42) years. Sixteen patients 

(53.3%) were between 20 – 30 years age group. Twenty one patients (70%) were multi-parous. Twenty one (70%) study 

subjects belongs to low socioeconomic status. Thirteen (43%) patients had gestational age between 12 – 16 weeks and on 

palpation their height of uterus were found between 16 - 20 weeks. O+ve blood group of husbands irrespective of their wife’s 

blood group found to be risk factor. Irregular P/V bleeding was present in 28(93%) of study subjects. Palpable theca lutein 

cyst were present in 6(75%) which were bilateral and confirmed by USG. Suction and evacuation by electric sucker was done 

in 23 (78%) patients. Among 30 study subjects 18(60%) had regular follow up upto 6 weeks. Among them 15 patient’s pre-

evacuation β-hCG value (>50,000 mIU/ml) were gradually declined and became normal level within 6 weeks of follow up. 

Only 3 patient’s β-hCG value were raised gradually and they needed chemotherapy. 

Conclusion: In our study all the patients were in reproductive age group, majority were multi-parous and came from 

low socio-economic status. The patients whose height of uterus were more than the gestational age, their pre-evacuation 

β-hCG value were found to be higher. Suction & evacuation was the preferred mode of treatment and during 6 weeks 

follow up maximum patient’s β-hCG value gradually declined. But accurate follow-up was not possible because of 

shortage of study period and noncompliance of the patients. So it is advocated longer study period and multi-centric 

study for better result and to prevent immediate and remote complications of molar pregnancy and hence reduce the 

maternal morbidity and mortality. 

Key words: Molar pregnancy, Gestational age. 

Introduction: 

Molar pregnancy is characterized by multiple vesicular 

structure of varying sizes filling and distending the uterus, 

usually in the absence of an intact foetus1. It is usually 

benign form but always regarded as a potentially 

malignant condition. The gestational trophoblastic disease 

includes benign hydatidiform moles (complete & partial) 

and it’s malignant counterpart, eg. Choriocarcinoma, 

invasive moles and placental site trophoblastic tumors. It 

is more prevalent in the rice - eater zone of South East  
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Asia specially in Bangladesh. Incidence of molar 

pregnancy in this geographical area is 1 in 200 hospital 

deliveries2. Molar pregnancy affects women throughout 

the reproductive age but women aged between 14 – 16 

years and over 40 are particularly at risk for developing 

molar pregnancy. The incidence is increased in 

Multiparity, malnourished women, patient with low 

socioeconomic status, debilitated by disease such as 

tuberculosis, dietary deficiency of carotene, protein and 

folic acid women with AB blood group is at greatest risk3. 

A previous mole, strong family history and 

consanguineous marriage are the risk factors for 

recurrence of hydatidiform mole and choriocarcinoma4. 
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Molar pregnancy can be subdivided into complete and 

partial moles based on genetic and histopathological 

features. Complete moles are diploid and androgenic in 

origin, with no evidence of foetal tissue. Partial moles are 

usually (90%) triploid in origin, with two sets of paternal 

haploid genes and one set of maternal haploid gene. 

The symptom and signs of molar pregnancy are at first 

those of early pregnancy but general reactions are 

exaggerated after developing mole. Excessive vomiting, 

patients losses weight and looks ill, pre-eclampsia, 

recurrent uterine bleeding and browssn discharge are the 

common symptoms. On examination the uterus is larger 

than expected for gestational dates, doughy in consistency 

and does not contract, fetal parts and movement are not 

felt and fetal heart sound is absent. Occasionally with 

passage of vesicles in the uterine discharge and bilateral 

enlargement of ovaries. 

Molar pregnancy are usually diagnosed during first 

trimester. The combination of clinical presentation, pre-

evacuation USG findings with elevation of serum β- hCG 

more than normal pregnancy is highly suggestive of molar 

pregnancy. But definitive diagnosis is made by the 

histological examination of the product of conception5.  

 For management purpose further investigations include 

complete blood count, measurement of creatinine and 

electrolytes, liver, kidney & thyroid function test and x-

ray chest should be done6. 

Suction, evacuation - preferably by electric sucker and 

curettage should be done with a wide-bore canulla. At 

least two units of blood should be cross-matched and kept 

available. An abdominal hysterectomy with the mole in 

situ may be performed for women aged 40 and who have 

completed their families and non-compliance for follow 

up. Other indications of hysterectomy are – profuse 

bleeding during evacuation procedure, uterus perforated 

during evacuation, signs of intra-peritoneal haemorrhage 

due to perforating mole and when no metastasis is found 

outside the uterus. During hysterectomy ovaries should 

not be removed because ovaries regress spontaneously 

after removal of mole. 

Routine repeat evacuation after the diagnosis of molar 

pregnancy is not needed. A routine USG of the uterus 

should always be done one week after evacuation of mole. 

If there is retained product, then a check Dilatation & 

Curettage under anesthesia should be done. 

48 hours post evacuation follow up of molar pregnancy by 

quantitive β-hCG monitoring is mandatory. Serum β-hCG 

levels should be assayed every week after evacuation till 3 

consecutive serum β-hCG become negative. Then monthly 

for 6 consecutive months. Along with β-hCG report 

regular check-up including history, clinical examination 

including bimanual examination should be done. A chest 

x-ray can be done before evacuation and if the β-hCG 

rises, after evacuation chest x-ray should be repeated. 

During follow-up period contraceptive measures should be 

instituted, ideally oral contraceptives are advised to avoid 

pregnancy for 6 months until beta-hCG values have 

remained normal7. 

 In our country there is no effective registration program 

but in the year 2000 a molar card was introduced by 

Obstetrics & Gynaecological Society of Bangladesh for 

graphical recording of serum beta-hCG level. Introduction 

of the molar card at the community level may facilitate the 

referral of the patient with all the information recorded in 

the card and hence it may prevent developing of 

Choriocarcinoma. 

Materials and Methods: 

This is a prospective observational study carried out in 

department of Obstetrics & gynecology of Rangpur 

Medical College & Hospital, Rangpur from July 2013 to 

June 2015 on a total of 30 randomly selected subjects. 

Women with molar pregnancy admitted in the department 

of gynecology, Rangpur Medical College Hospital, 

diagnosed on the basis of clinical examination, beta-hCG 

and ultra sonogram were included in the study. Patients 

having heart disease, kidney disease, liver disease, 

autoimmune disease, Choriocarcinoma, non-gestational 

Choriocarcinoma were excluded from the study. 

After proper counseling informed written consent was 

taken. Complete history was taken and documented in a 

preformed data collection sheet. Molar pregnancy was 

diagnosed by history of amenorrhoea followed by 

irregular per-vaginal bleeding, exaggerated Signs & 

symptoms of pregnancy, fundal height larger than the 

period of gestation and per-vaginal expulsion of vesicular 

structures. The diagnosis was confirmed by ultrasonogram 

and serum β-hCG level. After confirmation of diagnosis, 

most of the patients treated by suction evacuation and 

gentle curettage. Only two patients needed total abdominal 

hysterectomy due to severe bleeding during suction - 

evacuation. Follow up of the patients was done both 

clinically and biochemically. Thorough physical 

examination including pelvic examination, estimation of 

periodic serum β- hCG, X-ray chest and ultrasonogram 

were conducted. Remission was considered after three 

consecutive negative serum β-hCG. 

The collected data was compiled and findings were 

presented in the form of tables and graphs. Appropriate 

statistical analysis of the data was done using statistical 
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package for social science (SPSS) with proportion test, 

chi-square test and others where applicable. 

Results: 

A total number of 30 subjects with molar pregnancy were 

selected for study. Age range of the subjects was 17 years 

to 40 years. Mean age (M ± SD) was 23.86 ± 5.42 years. 

The socio-demographic finding were shown in table-I. 

Table I: Socio-demographic profile of the study subjects (n=30). 

Parameters No. %  Z/P value 

Age in years 

a) <20 11 36.7 a vs b 0.87/NS 

b) 20 - 30 16 53.3 b vs c 1.18/NS 

c) 30 - 40 03 10.0 a vs c 2.03/<0.05 

   (a +b) vs c 4.38/,0.001 

Level of education 

Illiterate 10 33.3 a vs b 1.42/NS 

Primary 17 56.7 a vs c 1.01/NS 

Secondary & 

higher 

secondary 

03 10.0 b vs c 

(a +b)vs c 

2.38/<0.01 

8.02/<0.001 

Socio-economic status 

a) Low 21 70.0 a vs b 2.61/<0.01 

b) ddle 06 20.0 a vs c 3.00/<0.01 

c) High 03 10.0 b vs c 0.42/>0.05 

   (a +b) vs c 8.02/<0.001 

BMI 

a)  <18.5 03 10.0   

b) 18.5 - 24.9 27 90.0  8.02/<0.001 

c) >25 00   

Parity 

Primi 09 30.0   

Multi 21 70.0  2.13/<0.05 

Table I: Shows that, 16(53.3%) women with molar 

pregnancy were in age group of 20 – 30 years followed by 

11 (37%) women in age group below 20 years and only 

03(10%) women in age group above 30 years. 

Significantly higher percentage (90%) of women were 

below 30 years of age as compared to women above 30 

years (10%) of age group (P<0.001). 

Regarding level of education, significantly higher 

percentage (90%) women had primary level education as 

compared to women with secondary and higher secondary 

level education (10%, P<0.001).  

Molar pregnancy is more common in low socio-economic 

group, 21(70%). 06(20%) in middle class and only 3(10%) 

in higher group. Significantly higher percentage (90%) of 

women of low and middle class compared to women with 

higher class (10%), (P<0.001). Regarding BMI, it is more 

common in women with normal BMI, 27(90%). 

Significantly higher percentage (90%) of women having 

normal BMI comparing with women with low BMI (10%) 

(P<0.001). Probably most of the study subjects came from 

low socioeconomic group. All of them were hard working 

and none of them were sedentary worker. So, BMI had no 

effect on molar pregnancy. 

Here we found most of the study subjects were 

multiparous, 21(70%). Significantly higher percentage 

(70%) of multiparous women as compared to low 

percentage (30%) of primiparous women (P <0.05). 

Table ll: shows the blood group of the study subjects 

and their husbands (n=30) 

Blood 

group of 

study 

subjects 

Number of 

patients 

(n = 30) 

Husband’s 

blood group 

with number 

Percentage 

A +ve 9 
O +ve 6 67% 

B +ve 3 33% 

B +ve 8 
O +ve 5 63% 

AB +ve 3 37% 

AB +ve 6 
O +ve 4 67% 

B +ve 2 33% 

O +ve 7 
A +ve 4 57% 

B +ve 3 43% 

Blood group of 

wife 

Blood group of 

husband x2 
p 

value 
O +ve Non ‘O’ 

Non ‘O’ (n1=23) 15 8 6.707 < 0.01 

‘O’(n2=7) 0 7   

p value < 0.05 is significant 

x2 = Chi square chart. 

Table- II shows that, women with molar pregnancy having 

A +ve, B +ve and AB +ve blood group, and their husband 

had O +ve blood group was 66%, 63% & 67% 

respectively. Those patients who have A, B & AB blood 

group and their husband of O+ve blood group had higher 

rate of molar pregnancy. ( X2/P = 6.707/ < 0.01) which is 

statistically significant. 

Table III: Presenting complaints of the study subjects 

having molar pregnancy  

Clinical presentations 
Number of 

cases 

Percentage 

(%) 

H/O. amenorrhoea 30 100 

Irregular prevaginal bleeding 28 93 

Hyperemesis 24 80 

Pre-eclampsia 14 47 

Fundal height   

>gestational age 28 93 

<gestational age 02 07 

Prevaginal expulsion of 

vasicular structure 

12 40 
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Table III: shows the clinical presentation of molar 

pregnancy. Among 30 patients all of them, 100% 

presented with H/O. amenorrhoea, 28 patients (93%) 

presented with irregular pervaginal bleeding, 24(80%) had 

hyperemesis, 14 (47%) patients had pre-eclampsia, 

28(93%) patients presented with fundal height more than 

the period of gestation and only 2(7%) patients had fundal 

height less than the period of gestation due to spontaneous 

expulsion and 12(40%) patients had complaints of 

pervaginal expulsion of vesicular structure. 

Table lV: Clinical features of the study subjects (n=30). 

Parameters No. % Groups 
Mean 

(±SD) 
Z/P 

Anemia 

Mild 16 53.33 a vs b  0.70 / NS 

Moderate 12 40.00 a vs c  2.96/<0.01 

Severe 02 06.67 b vs c  1.96/<0.05 

 
  

(a+b)vs 

c 
 

8.23/ 

<0.001 

Edema 

Present 14 46.67   0.36 / NS 

Absent 16 53.33 a vs b   

Fundal height 

< 20 weeks 26 86.67  
17.66 

(±3.79) 

0.744/ 

<0.01 

>20 weeks 04 13.33    

 Range 

Pulse (per minute) 80 - 100 

Systolic BP (mm of Hg) 70 - 140 

Diastolic BP (mm of Hg) 60 - 90 
Table IV: shows that, Among 30 patients,16(53.33%) 

patients were mild anemic. 

12(40%) patients were moderately anemic and only 

2(6.67%) patients were severely anemic. Significantly 

higher percentage (93.33%) of mild and moderate anemic 

patients were compared with low percentage (6.67%) of 

severely anemic patients ( P <0.001). Edema was present 

in 14(46.66%) patients and absent in 16(53.33%). 

Regarding fundal height, majority 26(86.67%) had fundal 

height <20 weeks and 04(13.33%) had >20 weeks. 

Comparing with higher percentage of woman (86.67%) 

whose fundal height was <20 weeks with 13.33% of 

woman whose fundal height >20 weeks, (P <0.01). This is 

probably due to, most of the patients in our study came 

early due to exaggerated sign symptoms of pregnancy. 

The range of pulse, systolic blood pressure and diastolic 

blood pressure was 80 – 100/minute, 70 – 140 mm of Hg 

and 60 - 90 mm of Hg respectively. 

Table V: Correlation of fundal height & serum β-hCG 

Parameter No. of cases Percentage Mean (±SD) Z /P value 

Fundal height in weeks (n = 30) 

<20 weeks 26 86.67 17.66 

(±3.79) 

0.744/ 

< 0.01 
>20 weeks 04 13.33 

Pre-evacuation level β-hCG (n=30) 

(Range:35524–294160mIU/ml) 112064.5(±79274.9) 

Parameter ‘r’ ‘P’ 

FH vs β- hCG (n = 30) 0.744 <0.018 

 r = Correlation coefficient, 

 S = Significant 

Table V: shows that among 30 patients, 26 patients 

(86.67%) had fundal height <20 weeks and 04(13.33%) 

had >20 weeks. Mean (± SD) of fundal height was 

17.66(± 3.79). Significantly higher percentage (86.67%) 

of women whose fundal height is <20 weeks compared 

with low percentage (13.33%) of women whose fundal 

height was >20 weeks (P <0.01) which is significant. The 

pre-evacuation of β-hCG range was 35524 – 294160 

mlu/ml and their mean (±SD) was 112064.5(±79274.9). 

Here a positive correlation was seen in between fundal 

height and β-hCG(Shown in a curve below) which is 

significant (P < 0.01). 

 

Table Vl: Investigation reports (pre-evacuation) of 

study subjects (n =30) 

Parameter 
No. of 

cases 
Percentage Mean (±SD) 

Proteinuria 

1+ 16 53.34 

112064.5 

(±79274.9) 

2+ 10 33.33 

3+ or more 04 13.33 

Serum β – hCG 

(Range: 35524 – 294160 mIU/ml) 

USG findings 

Theca lutein cyst (n = 8) 

Unilateral 02 25.00 

Bilateral 06 75.00 

X-ray chest (cannon ball shadow) 

Present 00 00 

Absent 30 100 

 

Table Vl: shows that, among 30 study subjects mild 

proteinuria was present in 16(53.34%), moderate 

proteinuria was present in 10(33.33%) and 04(13.33%) 

had severe proteinuria. The pre-evacuation level of β- 

hCG range was 35524 – 294160 miu/ml. and their mean 

(±SD) was 112064.5(± 79274.9). Bilateral theca lutein 

cyst was found in 06(75%) of study subjects which was 
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detected by USG. Chest x-ray was done and cannon ball 

shadow was absent in all patients. 

 

Table Vll: Mode of treatment given to the patients 

Treatment 
No. of cases 

(n=30) 
Percent 

Suction and evacuation 23 78 

Spontaneous expulsion & gentle 

curettage 

02 06 

Hysterotomy 01 04 

Total abdominal hysterectomy 02 06 

Chemotherapy followed by suction, 

evacuation 

02 06 

Table Vll: shows that, among 30 patients, most of them, 

23(78%) treated with suction & evacuation followed by 

gentle curettage. In 2 patients (6%) spontaneous expulsion 

was done, then only gentle curettage was done. Only 1 

patient (4%) need hysterotomy due to height of uterus is > 

24 weeks. In 2 patients (6%) total abdominal hysterectomy 

was done for severe bleeding during suction, evacuation.2 

patients (6%) diagnosed as Choriocarcinoma treated with 

chemotherapy followed by suction & evacuation. 

Table VIII: Monitoring of β-hCG (in mIU/ml) upto 6 

weeks post-evacuation. 

Serial 

no. 

48 hours 

after 

evacuation 

2nd 

week 

3rd 

week 

4th 

week 

5th 

week 

6th 

wee

k 

1 197310 7446 7003 2801 2408 1778 

2 5273 1380 88.68 8.6 6.2 3.5 

3 14582 294 32.79 6.67 4.2 2.5 

4 38525 25165 7423 850.5 407.50 8.6 

5 328300 17500 10700 2104 4705 1380 

6 294160 4562.00 15350 850 6.67 4.2 

7 65.57 7.79 5.25 2.5   

8 71216 3742 32.79 6.67 4.5 2.5 

9 102950 33199 11233 8700 5130 2380 

10 455500 4562 2330 16.67 7.8 3.5 

11 8000 466 30.93 5.25 2.5  

12 249546 37830 24310 480 32.79 3.5 

13 7682.40 9805.80 30.93 2.39   

14 3939.60 401.01 56.32 5.25   

15 228700 61778 20501 11522 3420 7.8 

16 3559 67.20 12.20 6.67 5.2  

17 154100 18720 5480 860.1 8.6 2.5 

18 547 13.50 5.56 2.39   

Table VIII: shows that, among 30 patients 18 patients 

(60%) done β-hCG during their follow up & 12 patients 

(40%) have not regular follow up. Among 18 patients 15 

patient’s β-hCG were gradually decline which was good 

prognostic value but only 3 patients β-hCG value is raised, 

they need chemotherapy. 

Discussion: 
This prospective cross-sectional study was conducted 

among the patients who were admitted in the department 

of Gynae & obs, RpMCH as gestational trophoblastic 

disease during the period of July’2013 to June’2015. Total 

32 patients attending in the outpatient and inpatient 

department of Gynae & obs. but two patients were 

declined from the study. This study was conducted to find 

out the clinicodemographic pattern, risk factor, clinical 

presentation, treatment and immediate outcome of patients 

diagnosed as molar pregnancy. 

In this study total number of 30 subjects with molar 

pregnancy were selected. Age range of the subjects was17 

years to 40 years. Mean age (M ± SD) was 23.86 ± 5.42 

years. 16(53.3%) women with molar pregnancy were in 

age group of 20 – 30 years followed by 11(37%) in age 

group below 20 years and only 03(10%) in age group 

above 30 years. Significantly higher percentage(90%) of 

women were below 30 years of age as compared to 

women above 30 years (10%) of age group, here 

(P<0.001) which is highly significant. Tham et al (2003) 

in a study estimated that molar pregnancy was more 

common in extreme maternal age groups8. As per their 

claim, incidence of molar pregnancy increased with 

maternal age. But in our study 20 – 30 years age group 

presented the highest incidence. It is our social norms that 

early marriage and family completed before 30 years. So 

the pregnancy rate is at >30 years age group is declined 

now a days.  

In this present study, 27(90%) women were primary level 

educated and only 03(10%) were secondary or higher 

secondary level educated. Here higher percentage of 

women (90%) who were primary level educated compared 

to women with higher secondary level educated (10%) (P 

<0.001) which is highly significant. In our study we found 

that most of the patients were primary level educated. 

Probably due to unawareness and poverty, women were 

less privileged in this group. About socio-economic status, 

majority 21(70%) came from low socio-economic group. 

06(20%) in middle class and only 3(10%) in higher group. 

Comparing between major percentage of low and middle 

class which is 90% with higher class (10%), (P <0.001), 

which is highly significant. It is due to poverty, 

superstition and social custom women were married in 
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early age. Regarding BMI it is more common in women 

with normal BMI which is 27(90%). Comparing low BMI 

group (10%) with normal BMI group (90%), ( P <0.001) 

which is highly significant. Lower class people are hard 

worker and they are not sedentary worker, so they had 

normal BMI. In a study of Noorieh Sharifi et al (2001 – 

2010) found that the study subject who came from low 

socioeconomic status had lower level of education. They 

stated that dietary factors including decreasing intake of 

animal fat & dietary carotene, vit. A are the risk factors for 

molar pregnancy9. There is a strong correlation between 

educational level and socioeconomic status. In our study 

those people who had lower educational level they had 

lower income and more prevalence of molar pregnancy.  

Majority of patients in our study were multipara 21(70%), 

only 9(30%) patients were primipara. Comparing between 

two groups (P < 0.05), which is significant. In a study of 

Mahruk Fatima et al (2011) showed that most patients 

were multigravida though hydatidiform mole is more 

common in primigravida9. Another study was done by Ben 

Temime Riadh et al (2009) among 90% cases of molar 

pregnancy. They found that molar pregnancy were more 

frequent in multiparous patients (52.24%)10. These studies 

correlate with our study.  

In this study, women having A+ve, B+ve and AB+ve 

blood group had their husband’s having O+ve blood group 

66%, 63% & 67% respectively. Those patients who have 

A, B & AB blood group and whose husband’s blood 

group were O+ve have significantly higher rate of 

development of molar pregnancy. Here (P <0.01) which is 

statistically significant. In a journal of gestational 

trophoblastic disease from Wikipedia showed that among 

ABO blood group, women with A +ve blood have been 

shown to have a greater risk than women having blood 

group ‘O’11. Another study of Noorieh Sharifi et al (2001 

– 2010) found that O +ve was the predominant blood 

group among the studied patients. In our study we also 

found that there was a correlation of non-‘O’ blood group 

of wife with O +ve blood group of husband. The incidence 

was higher and they are more risk for developing molar 

pregnancy. These two studies correlate with our study. 

In this present study out of 30 patients all were presented 

with H/O. amenorrhoea. 28 patients (93%) had irregular 

per vaginal bleeding, 24(80%) had hyper emesis, 14(47%) 

presented with pre-eclampsia and 28 patients (93%) had 

fundal height more than gestational age. 12(40%) had 

complains of pervaginal expulsion of vesicular structures. 

Alessandro Cavallere et al (2009) showed that abnormal 

vaginal bleeding in early pregnancy is the most common 

presentation, uterus larger for dates (25%), pervaginal 

expulsion of vesicles (10%) exaggerated pregnancy 

symptoms including hyper emesis (10%), hyperthyroidism 

(5%) and early pre-eclampsia (5%). Another study of 

Mahrukh Fatima et al (2011) found that vaginal bleeding 

was the commonest symptom (94.2%) apart from 

amenorrhoea which was present in all the cases, pre-

eclampsia and hyper emesis were reported in 12 – 27% 

and 20 – 26% of patients and occurred almost exclusively 

in those with markedly elevated β-hCG values and 

excessive uterine size12. The results of both the studies 

were more or less similar to present study. 

In our study, among 30 study subjects 16(53.33%) were 

mild anemic and 12(40%) were moderately anemic and 

only 2(6.67%) were severely anemic. Significantly higher 

percentage of patients (83.33%) were mild and moderate 

anemic compared with only (6.67%) who were severely 

anemic, here (P <0.001) which is highly significant. 

Majority of our patients came earlier due to slight P/V 

bleeding, so, most of them presented with mild anemia. 

Edema was present in 14(46.67%) patients and absent in 

16(53.33%) patients. Regarding fundal height, 26(86.67%) 

had <20 weeks and 04(13.33%) had >20 weeks. Mean 

(±SD) of fundal height was 17.66(±3.79). Here (P <0.01) 

which is significant. The range of pulse, systolic BP and 

diastolic BP was 80 – 100/ min, 70 – 140 mm of Hg. and 

60–90 mm of Hg. Ben Temime Riadh et al (2009) had 

shown in a study of 90 cases of GTD. They found 20 

patients (22.22%) were anemic. Edema was not found in 

their cases. Koirala A. et al 2011 in a study of the 

demographics of molar pregnancy found that among 64 

patients in their study 10(15.6%) presented with severe 

anaemia. In our study the patient who had edema may be 

due to pre-existing anemia. Most of the patients were 

multiparous, and due to negative iron balance their anemia 

is pre-existing. Besides malnutrition and low socio-

economic status also causes anemia. 

In table VI, regarding investigation reports, 16 patients 

(53.34%) were presented with 1+ proteinuria. 2+ 

proteinuria was present in 10(33.33%) and 3+ or more was 

present in 4 patients (13.33%). Comparing between mild 

and moderate proteinuria, which is significantly higher 

(86.66%) with severe proteinuria (13.33%), (P<0.001) 

which is highly significant. Pre-evacuation β-hCG level 

was measured in 30 patients and their range was 35524 – 

294160 mIU/ml. and mean (±SD) of β- hCG was 

112064.5 (±79274.9) mIU/ml. In USG finding, theca 

lutein cyst was found in 8 patients. Among them 06(75%) 

were bilateral. Chest x-ray was done in all patients. None 

of them had cannon ball shadow. In our study there was a 

positive correlation between fundal height and β-hCG 
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values. The cases where the fundal height were more than 

the period of amenorrhoea their β-hCG value were found 

to be high. In a study of Mahrukh Fatima et al (2011) 

found that excessive uterine size is one of the classical 

sign of hydatidiform mole. In their study out of 85 patients 

>70% of cases had size of uterus 4 – 12 weeks greater 

than gestational age. And >17% cases had size of uterus 

>12 weeks greater. Excessive uterine size is usually 

associated with markedly elevated level of hCG from 

trophoblastic overgrowth. Similarly theca lutein cyst 

developed in patients with very high β-hCG levels which 

induce ovarian hyper stimulation and produce bilateral 

multi-locular ovarian cyst, In their study cyst were found 

in about 39% of cases out of which 17.64% patients have 

cysts >6cm in size. This study shows a positive correlation 

with our study. 

In this study most of the patients 23(78%) treated with 

electrical suction & evacuation followed by gentle 

curettage. 2 patients (6%) had spontaneous expulsion 

followed by gentle curettage. Only 1 Patient (4%) needed 

hysterotomy due to excessive fundal height >24 weeks. 

Another 2 patients (6%) needed total abdominal 

hysterectomy due to severe bleeding during suction-

evacuation and 2 patients (6%) treated with chemotherapy 

followed by suction-evacuation as their β-hCG level was 

rising and diagnosed as choriocarcinoma. It is similar to 

the study conducted by Mahrukh Fatima et al (2011) 

where most of the patients, 62(72.9%) were managed by 

suction, evacuation & curettage. 12 women underwent an 

elective hysterectomy as they were older than 40 and had 

completed their family. 

In our study we followed up the patients by doing weekly 

serum β-hCG upto 6 weeks. Within this time out of 30 

patients, 18 patients (60%) came for follow up regularly. 

Among them 15 patients (83%) improved following initial 

management and their β-hCG were gradually declined. 

Only 3 patients (17%) whose β-hCG were declined slowly 

but remained higher than the desired level and treated by 

chemotherapy. Ben Temime Riadh et al (2009) in a 90 

cases study of GTD shows that all patients were monitored 

with weekly hCG level until non-detectable for 3 weeks 

and then monthly hCG level until non-detectable for 1 

year. β-hCG level became undetectable within 6 

weeks(range 4 – 10 weeks). 9 patients (10%) developed 

non-metastatic gestational trophoblastic tumour. Their 

follow up showed an hCG level plateau recorded over a 3 

week duration. In our study, out of 30 patients, only 18 

(60%) came for regular follow up, rest of the patients did 

not come for regular follow up due to negligence, poverty, 

less education and unawareness.  

Conclusion: 

Molar pregnancy has unknown etiology and due to genetic 

disorder. We can not prevent it but we can prevent 

choriocarcinoma, the dreadful complication of molar 

pregnancy by proper studying and timely intervention. A 

very few studies related to molar pregnancy were done 

previously in the northern zone. So, this prospective study 

was done to find out the clinicodemographic pattern, risk 

factor, management and immediate outcome of patients 

who admitted in RpMCH during this study period. In our 

study all the patients were of reproductive age group, 

multi-parous and came from low socio-economic status. 

The patients whose height of uterus were more than the 

gestational age, their pre-evacuation β-hCG value were 

found to be higher. Suction & evacuation was the 

preferred mode of treatment and during 6 weeks follow up 

maximum patient’s β-hCG value gradually declined. Early 

detection and proper treatment of the cases help to prevent 

the dreadful complications like haemorrhage, shock, 

infection, pulmonary embolism and perforation. So it is 

advocated for regular, strict and meticulous follow-up to 

prevent choriocarcinoma and hence reduce the maternal 

morbidity and mortality.  
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Prevalence of Periodontal Diseases Among the Diabetic 

Patients in Selective Hospitals of Bogura City 
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Abastract: 

Background: Periodontal Diseases is one of the most common chronic disorders of infectious origin known in humans. It 

may present as gingivitis or periodontitis. Periodontal infection is highly prevalent in diabetic patients. Uncontrolled 

diabetes may result abnormally high prevalence of periodontitis. 

Objective: The purpose of the study was to determine the Prevalence of periodontal diseases among the diabetic patients 

in selective hospitals of Bogura city. 

Materials and Methods: This was a descriptive cross sectional study conducted in outdoor and indoor of Diabetology 

Ward of TMSS Medical College and Rafatullah Community Hospital, Bogura. A total of 300 diabetic patients were 

purposively enrolled and their information were taken by a semi structured questionnaire and checklist by face to face 

interview and observation. The questionnaire was administered on each patient followed by dental examinations. 

Periodontal status was assessed using the community periodontal index (CPITN) of treatment needs. The study period 

was January 2018 to June 2018 (06 months). 

Results: In this study among the respondent’s majority (34%) were between 50-59 years. According to plaque index 

Majority of them, 60% were in score-2. Score -3 was 29%. In terms of oral hygiene status 55.67% of respondents had 

moderate oral hygiene where 24% had poor oral hygiene status. According to loss of periodontal attachment. Majority 

of them, 61.33% had 4-5mm of loss of attachment. 22% had 6-8mm of loss of attachment. By the Gingival condition. 

Majority of them, 47.67% had moderate inflammation (score-2). 31% had mild inflammation (score-1). And most 

importantly we found that the prevalence of periodontitis among the diabetic patient was 92%. 

Conclusion: This study indicated that the gestational age of pregnancy and dental visits have a definite impact on the 

periodontal status. Oral health education should be included as an integral part of diabetic care to increase the patient 

awareness. 
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Introduction: 

Diabetes has emerged as a major health problem in Asia. 

According to International Diabetes Federation every fifth 

diabetic in world would be an Asian by the year 2025.1 

Diabetes is associated with various systemic 

complications.2 Periodontitis is the sixth complication of 

diabetes, which puts Indian population at a higher risk of 

developing it secondary to diabetic status.3 The two way 

relation of periodontal destruction and diabetes mellitus 

make diabetic screening essential in periodontitis.4  
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Periodontal diseases are one of the more prevalent oral 

diseases affecting more than 50% of Indian community. 

Untreated chronic periodontitis is responsible for tooth loss 

in majority of the cases. Constant presence of chronic 

inflammation and inflammatory mediators has also been 

proved to be a significant risk factor of systemic disease 

like diabetes mellitus (DM).5 Epidemiological research 

indicates that periodontal diseases are widespread 

Throughout the world and evidence exists to show that 

their extent and severity increases with age.6 This view of 

a particularly high prevalence of periodontal diseases 

appears to have originated from early epidemiological 

studies using an index system that gave weight to 

gingivitis and moderate periodontitis resulting from poor 

oral hygiene and calculus deposition.7  

The main types of diabetes are classified primarily on the 

basis of their underlying pathophysiology. Type-1 

diabetes, which constitute 5-10% of all the cases results 
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from autoimmune destruction of insulin producing β‐ cells 

in the pancreas leading to total absence of insulin 

secretion. Individuals with type 1 idiopathic DM lack 

immunologic markers indicative of an autoimmune 

destructive process of the beta cells. However, they 

develop insulin deficiency by unknown mechanisms and 

are prone to ketosis. Type-2 diabetes which constitutes 

about 85-90% of all cases comprises of a heterogeneous 

group of disorders characterized by variable degrees of 

insulin resistance, impaired insulin secretion, and 

increased glucose production. Distinct genetic and 

metabolic defects in insulin action and secretion gives rise 

to the common phenotype of hyperglycemia in type 2 DM. 

Type 2 DM is preceded by a period of abnormal glucose 

homeostasis classified as impaired fasting glucose (IFG) 

or impaired glucose tolerance (IGT).8 Asia in particular 

has the highest prevalence of diabetes in the world. 

Countries exhibiting the fastest rise in diabetic population 

growth include India and China, among many other 

developing countries.9 

Diabetes is an alarming public health problem, affecting 

245 million people worldwide. Each year seven million 

individuals develop diabetes and the projection for the 

year 2030 expects that 366 million people will have the 

disease worldwide. India leads the world today with the 

largest number of diabetic patients in any given country. 

Prevalence of diabetics has increased from 2.1-12.1% 

since 1970. WHO has issued a warning that India will be 

the “Diabetes capital of the world”. Gingival and 

periodontal diseases occur in childhood, adolescent and 

early adulthood, but the prevalence of periodontal disease, 

tissue destruction, and tooth loss increases with age. 

Periodontal disease has been labeled as the “sixth 

complication of the diabetes”.10 

There are two different hypotheses. According to one 

angiopathy, abnormal collagen metabolism, abnormal 

polymorphonuclear cell function and altered sulcular 

microbial flora are found in close association with the 

severity of periodontitis among diabetic patients. 

Another hypotheses is that no relationship exists between 

DM and periodontal disease when two conditions exist 

together. It is a coincidence rather than a specific cause 

and effect relationship. Severity and distribution of local 

irritant affects the severity of periodontal diseases among 

diabetic patients. No literature exist which depicts the 

prevalence and severity of periodontal diseases among 

patients with type 2 diabetes in hilly state of Himachal 

Pradesh. Hence, this study has been taken up to test the 

hypothesis that diabetic patients have more severe 

periodontal disease experience.11 

PD is a chronic bacterial infection that affects both the 

gingiva and the bone that supports the teeth and is caused 

by anaerobic Gram-negative microorganisms that are 

present in the bacterial plaque that adheres to the teeth.12 

PD is a very prevalent condition. In the United States, 

over half the population aged 18 years or more have PD in 

its early stages, increasing to up to 75% after the age of 35 

years; its mild to moderate forms are present in 30% to 

50%, and the severe generalized form in 5% to 15% of the 

general adult population.13 PD has even higher prevalence 

in minorities, in poor and developing countries and a 

considerable global variation. 

Many conditions can predispose and/or facilitate the 

occurrence of PD such as smoking, estrogen excess, 

dyslipidemia and obesity. The prevalence of obesity is 

increasing worldwide. This epidemic is also associated 

with an increased occurrence of obesity-related diseases 

like hypertension, cardiovascular disease, metabolic 

syndrome and DM that are also linked to PD.14 

Diabetes mellitus (DM) is a chronic disease characterized 

by dysregulation of carbohydrate, protein and lipid 

metabolism. An elevation of blood glucose level 

(hyperglycemia) is the primary feature of DM and results 

from either a defect in insulin secretion by pancreatic beta 

cells, a decrease in insulin sensitivity, or a combination of 

both. The most common form of DM is DM type 2 

(DM2), which accounts for 85% of all diabetes patients.15 

The estimated world wide prevalence of DM is 220.5 

million, or 2.8% of the world’s population. DM currently 

is the twelfth leading cause of death in the world. The 

prevalence is estimated to rise up to 4.4%, putting DM in 

the top ten leading causes of death by 2030. With the 

increasing prevalence of DM, this already vast and world 

wide epidemic will increasingly pose serious problems to 

public health. These problems mostly arise from the 

complications associated with DM like myocardial 

infarction, cerebrovascular disease, retinopathy, 

nephropathy and neuropathy.16 

Materials and Methods: 

This was a descriptive cross sectional study conducted in 

outdoor and indoor of Diabetic care services of TMSS 

Medical College and Rafatullah Community Hospital, 

Bogura. A total of 300 diabetic patients were purposively 

enrolled and their information were taken by a semi 

structured questionnaire and checklist by face to face 

interview and observation. The questionnaire was 

administered on each patient followed by dental 

examinations. Periodontal status was assessed using the 

community periodontal index of treatment needs (CPITN). 

The study period was January 2019 to June 2019 (06 
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months). Data were collected through interview and 

observation. The periodontal exam was performed by a 

single dentist who had been trained by a periodontist. For 

the exam, a flat n° 5 mirror and periodontal probe were 

used. The probing depth (distance between the gingival 

border and base of the gingival sulcus) and gingival 

recession (distance between the enamel-cementum 

junction and border of marginal gingival tissue) were 

determined at six points (three on the vestibular face and 

three on the lingual or palatal face) on all teeth except the 

third molars. Clinical attachment loss was determined by 

summing the probing depth and the gingival recession. 

Dental plaque was quantified using the visible plaque 

index 

Oral examinations were performed in a well-light room by 

two calibrated dentists with participants seated on a chair 

using a mouth mirror and a community periodontal index 

of treatment needs (CPITN) probe. The following were 

assessed: Periodontal status was assessed utilizing CPI as 

described by the World Health Organization. The CPI 

score were categorized as follows: 

0 = Healthy periodontal status 

1 = Bleeding observed, directly or by using mouth mirror, 

after probing 

2 = Calculus and bleeding detected during probing, but 

the entire black band on the probe is visible 

3 = Shallow periodontal pocket 4–5 mm, gingival margin 

within the black band on the probe 

4 = Deep periodontal pocket 6 mm or more, black band on 

the probe not visible. 

Plaque, Gingival and Pocket depth was assessed by 

Clinical periodontal parameters as follows: 

Clinical periodontal parameters:  

A) Plaque index (PI) (Löe and Silness, 1963) 

Measured to assess plaque accumulation around gingival 

margin. The degree of plaque accumulation was assessed 

as follows: 

0 = No plaque around the gingival margin. 

1 = A thin film of plaque around the gingival margin. The 

plaque may be recognized only by running a probe 

across the tooth surface. 

2 = Moderate accumulation of soft deposits on the 

gingival margin and/or adjacent tooth surface, which 

can be seen by naked eye. 

3 = Abundance plaque accumulation within the gingival 

pocket and/or on the gingival margin and adjacent 

tooth surface and hard deposits on the tooth surface 

are seen. 

B) Gingival index (GI) (Löe and Silness, 1963) 

Used to measure gingival inflammation .the degree of 

gingival inflammation was assessed as follow: 

0 = Normal gingiva. 

1 = Mild inflammation, slight change in color, slight 

edema and no bleeding on probing. 

2 = Moderate inflammation, redness, edema and bleeding 

on probing. 

3 = Severe inflammation, marked redness, edema and 

tendency to spontaneous bleeding. 

C) Pocket depth (PD) 

The measurements were recorded by using graduated 

periodontal probe. PD was measured as the distances(to 

nearest mm)from the free gingival margin to the base of 

the periodontal pocket at six sites, each include midbuccal, 

mesiobuccal, distobuccal ,midlingual, mesiolingual, and 

distolingual for each teeth and the degree was assessed as 

follows: 

• 3-5= mild periodontitis 

• 5-7= moderate periodontitis  

• >7= severe periodontitis 

2-Radiological Assessment 

X ray was done to assess bone loss. 

Then the master tabulation sheet was prepared after proper 

checking, verifying and editing as per specific objective 

and key variables.  All data were entered and analyzed by 

using Statistical Packages for social science (SPSS) 

software version 21.0. Then the data presentation was 

perfectly done by using MS Office particularly MS Word 

and MS Excel. All the information collected for the study 

was utilized only for the purpose of research and was not 

disclosed to anyone outside the research team. Verbal 

consent was taken from all participating respondents. The 

participation was completely voluntary. Their right to 

refuse to participant in the study (If they wished so) was 

respected. 

Results: 

Table I: Distribution of the respondents according to 

their age. 

Age group Frequency Percentage (%) 

30-39 Years 40 13.33% 

40-49Years 65 21.67% 

50-59 Years 101 33.67% 

60 years 94 31.33% 

Total 300 100% 
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The above table shows that among the respondent’s 

majority (34%) were between 50-59 years and 31% were 

more than 60 years. 

Table II: Distribution of respondents according to 

Status of plaque. 

Plaque Index Frequency Percentage (%) 

Score-0 06 2.00 

Score-1 27 9.00 

Score-2 180 60.00 

Score-3 87 29.00 

Total 300 100.00 

Table II showed the distribution of respondents according 

to status of plaque. Majority of them, 60% were in score-2. 

Score -3 was 29%. 

Table III: Distribution of the respondents according to 

oral hygiene status 

Oral hygiene status Frequency Percentage 

Excellent 18 6.00 

Good 43 14.33 

Moderate 167 55.67 

Poor 72 24.00 

Total 300 100 

The above table showed that 55.67% of respondents had 

moderate oral hygiene where 24% had poor oral hygiene 

status. 

Table IV: Distribution of the respondents according 

to loss of periodontal attachment 

Loss of Periodontal 

Attachment 
Frequency 

Percentage 

(%) 

0 mm 33 11.00 

4-5 mm 184 61.33 

6-8 mm 66 22.00 

>8 mm 17 5.66 

Total 300 100.00 

Table IV showed the distribution of respondents according 

to loss of attachment. Majority of them, 61.33% had 4-

5mm of loss of attachment. 22% had 6-8mm of loss of 

attachment. 

Table V: Distribution of respondents according to 

Gingival condition. 

Gingival Index Frequency Percentage (%) 

Score-0 (Normal gingiva) 21 7.00 

Score-1 (Mild inflammation) 93 31.00 

Score-2 (Moderate inflammation) 143 47.67 

Score-3 (Severe inflammation) 40 13.33 

Total 300 100.00 

Table V showed the distribution of respondents according 

to Gingival condition. Majority of them, 47.67% had 

moderate inflammation (score-2). 31% had mild 

inflammation (score-1). 

Table VI: Distribution of the respondents according to 

their gingival findings 

Group Male Female Total (%) 

Gingivitis 10 14 24(8.00) 

Slight periodontitis 41 56 97(32.33) 

Moderate periodontitis 71 64 135(45.00) 

Severe periodontitis 28 16 44(14.67) 

Total 150 150 300(100) 

The above table showed that among the respondents 45% 

had Moderate periodontitis and had Slight periodontitis 

where 14.67% had severe periodontitis. 

 
Figure 1: Oral hygiene practice of the respondents 

The above figure showed that 58% of the respondents 

brush their teeth once daily where 7% of them brush 

occasionally. 

 

Figure 2: Status of diabetes among the respondents 

The above Figure showed that among the respondents 

60% had fair control on diabetes where 13% had poor 

control on that. 
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Table VII: Distribution of respondents according to diabetic status & Periodontal Condition 

Control of 

diabetes 

Healthy 

condition N (%) 

Bleeding 

N(%) 

Calculus 

N(%) 

Pocket4-

5 mm N (%) 

Pocket 

≥6 mm 

N(%) 

Total 

N(%) 

Good control 21(25.92%) 26(32.09%) 34(41.97%) 00(0.00%) 00(0.00%) 81(100%) 

Fair control 29(16.20%) 53(29.60%) 48(26.81%) 30(16.75%) 19(10.05%) 179(100%) 

Poor control 02(5.00%) 12(30.00%) 11(27.50%) 09(22.50%) 06(15.00%) 40(100%) 

Total 52(17.33%) 91(30.33%) 93(31.00%) 39(13.00%) 25(08.33%) 300(100%) 

 

Table VII: showed the distribution of Diabetic patients 

according to control of DM & Periodontal Condition. 

Periodontal disease status was increased depending on the 

control of diabetes. There was no pocket formation in the 

good control.4-5 mm pocket was occurred in the fair and 

poor control. And more than 6mm pocket was found in 

poor control (15%) 

Table VIII: Prevalence of periodontitis among the 

respondents 

Attending patients Gingival status of patients 

Sex 
Frequency 

(%) 
Gingivitis 

Periodontitis 

Mild Moderate Severe 

Male 201 (67%) 
24 (8%) 

97 135 44 

Female 99 (33%) Total = 276 (92%) 

Total 
300 

(100%) 
 300 (100%) 

The above table proves that the prevalence of 

periodontitis among the diabetic patient was 92%. 

Discussion: 

Oral inflammatory diseases such as gingivitis and 

periodontitis are present in up to 75% of individuals with 

diabetes mellitus.17 Individuals > 45 years old with 

diabetes are 2.9 times more likely to have severe 

periodontitis than non- diabetics.18  

In the current study we found that among the respondent’s 

majority (34%) were between 50- 59 years and 31% were 

more than 60 years. In another related study Loe H. 

showed that maximum of his respondents were above 45 

years of age and majority of them were male where in our 

study we also reveal that males were dominate females as 

number of respondents.19 Education is an important 

parameter for the socio-demographic outcome. Taylor GW 

in his study found that 36% of his respondents were 

complete their graduation which represents high 

demographic profile of that part of earth.20 Relatively in 

our study we uncover that 21.33% were SSC passed, 

20.67% were HSC passed, 19.33% were graduate, 16.67% 

were completed their masters, 10.67% were secondary 

level and 11.33% were primary level of education. In the 

present study, the respondents came from innumerable 

social class. The researcher diverse them into different 

classes and among them among them majority were poor 

class, that was 35.33%. About 33.67% were lower middle 

class 17% were below poverty line. Jyotika KF et al in 

another study related to diabetes and periodontal diseases 

found that majority of the participating population was 

higher middle class.21 

Occupation is a very important feature for any kind of 

chronic disease. In the existing study the researcher 

meticulously listed the occupation of the respondents 

where most of them (43.33%) were involved in service, 

30% were doing business, 18.33% were housewives. J. 

Suzuki in a correlated study found that most his 

respondents were occupied with service (59%).22 

Dental plaque is one of the most important elements for 

generating dental disorders. In our study the researcher 

wisely utilized Silness-Löe plaque index for the 

measurement of dental plaque of the attending respondents. 

The scoring system of the method publicised that Majority 

of them, 60% were in score-2. Score -3 was 29% 

according to the followed scoring system. Following the 

same plaque scoring system in another related study. 

Mattout C established that 57% of his respondents were 

scored 2 by the plaque index. 

Oral cavity is the gateway of most of the diseases. So the 

role of maintenance of oral hygiene is precisely 

significant. In this segment we discover that 55.67% of 

respondents had moderate oral hygiene where 24% had 

poor oral hygiene status. But among the respondents some 

were very sincere and they maintain good oral hygiene 

(14.33%) and providentially we also found that 6% had 

excellent oral hygiene. 

The all important feature of periodontitis is the formation 

of periodontal pocket. The deeper the pocket the severe 

the periodontitis. The depth of pocket is measured by the 

loos of periodontal attachment. The researcher examined 

the respondents and measured the depth of periodontal 

pocket of the respondents where we found that according 

to loss of attachment, Majority of them, 61.33% had 4-

5mm of loss of attachment. 22% had 6-8mm of loss of 

attachment. Aline MS in his study showed 55% had 4-
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5mm of loss of attachment.23 The gingival inflammation is 

one of the most important sign for periodontitis. Different 

states of gswwwingival inflammation represent variety of 

periodontitis. In the current study Majority of them, 

47.67% had moderate inflammation (score-2). 31% had 

mild inflammation (score-1). 

The gingival findings also very much related with this. 

The researcher divided the respondents according to their 

gingival findings and among the respondents 45% had 

Moderate periodontitis and 32.33 had Slight periodontitis 

where 14.67% had severe periodontitis.The different 

studies established that diabetes and prevalence of 

periodontitis is very much proportionate. So the control of 

diabetes is the key feature to subside the periodontal 

disease. In our study we found that among the respondents 

59.67% had fair control on diabetes where 13.33% had 

poor control on that 

The respondents who had good control on diabetes had 

relatively less or no periodontal pocket depth and in other 

way the respondents with poor control with diabetes had 

suffered with more periodontal pocket depth (15%). 

Diabetes is associated with various systemic 

complications.24 Periodontitis is the sixth complication of 

diabetes, which puts Bangladeshi population at a higher 

risk of developing it secondary to diabetic status.25 The 

two way relation of periodontal destruction and diabetes 

mellitus make diabetic screening essential in 

periodontitis.26-27 

 

Conclusion: 

A very high percentage of prevalence of periodontitis was 

found in diabetic individuals of Bogura population. A 

positive correlation of worsening of glycaemic level and 

increase in periodontal destruction was observed, even in 

the presence of similar oral hygiene status. Gingival 

bleeding index was not found to vary with the worsening 

of glycaemic status. Duration of diagnosis of diabetes 

mellitus was found to be directly related with periodontal 

destruction. 

Present study was aimed to see the prevalence and severity 

of periodontitis in type 2 diabetics of Bogura. After 

complete periodontal examination, subjects were 

categorized according to glycosylated haemoglobin level 

and duration since diagnosis. Periodontal status was 

examined and categorized as mild, moderate and severe 

periodontitis. The data was analyzed and arranged to see 

the influence of oral hygiene index, gingival bleeding 

index and glycaemic control on severity of periodontitis 

and glycaemic status and it was compared with same oral 

hygiene status individuals by removing the confounding 

factor of oral hygiene. Approximately half of the 

population with duration since diagnosis more than 5 

years receiving treatment had compromised oral hygiene 

but were not referred to a dentist. Results of present 

epidemiological study drew attention for oral hygiene in 

population. It also threw light on the negligence of oral 

hygiene by the individuals and as well as concerned 

doctor. 

References: 

1. Sicree R, Shaw J, Zimmer P. Diabetes and impaired glucose 

tolerance. International Diabetes Federation; 2006:15-103. 

2. Pickup J, Williams G. The history of diabetes mellitus. The 

textbook of diabetes mellitus, Oxford: Blackwell 1997:1.1-

1.19. 

3. Loe H. Periodontal disease: The 6th Complication of 

Diabetes Mellitus. Diabetes Care 1993; 16:329-334. 

4. Taylor GW. Bidirectional inter-relationship between 

diabetes and periodontal diseases: an epidemiologic 

prospective. Ann periodontal 2001; 1:99-112. 

5. Agarwal V, Khatri M, Singh G, Gupta G, Marya CM, 

Kumar V. Prevalence of periodontal diseases in India. J 

Oral Health Comm Dent 2010; 4:7‐ 16. 

6. Nagarajan S, Pushpanjali K. Self‐ assessed and clinically 

diagnosed periodontal health status among patients visiting 

the outpatient department of a dental school in Bangalore, 

India. Indian J Dent Res 2008; 19:243‐ 6. 

7. Corbet EF. Periodontal diseases in Asians. J Int Acad 

Periodontol 2006; 8:136‐ 44 

8. Apoorva SM, Sridhar N, Suchetha A. Prevalence and 

severity of periodontal disease in type 2 diabetes mellitus 

(non‐ insulswin‐ dependent diabetes mellitus) patients in 

Bangalore city: An epidemiological study. J Indian Soc 

Periodontol 2013; 17:25‐ 9. 

9. Awartani F. Evaluation of the relationship between type‐ 2 

diabetes and periodontal disease. Odontostomatol Trop 

2009; 32:33‐ 9. 

10. Grossi SG, Skrepanski FB, DeCaro T, Zamon JJ, Cummins 

D, Genco RJ. Response to periodontol therapy in diabetics 

and smokers. J periodontol 1996; 67:1094‐ 102. 

11. Ervasti T, Knuuttila M, Pohjamo L, Haukipuro K. Relation 

between control of diabetes and gingival bleeding. J 

Periodontol 1985; 56:154‐ 7. 

12. Negrato CA, Tarzia O. Buccal alterations in diabetes 

mellitus. Diabetol Metab Syndr. 2010; 2:3. 

13. Greenberg MS, Libby P, Singh G et al. The American 

Journal of Cardiology and Journal of Periodontology 

editor’s consensus: periodontitis and atherosclerotic 

cardiovascular disease. J Periodontal. 2009; 80:1021-32. 

14. Endean C, Roberts-Thomson K, Wooley S. Anangu oral 

health: the status of the Indigenous population of the 

Anangu Pitjantjatjara lands. Aust J Rural Health. 2004; 

12:99-103. 



 

 

 

 

 

RCMC Journal  Volume-2, No-2, July 2019 

 

24 
 

15. Mealy B. Diabetes mellitus. In: Greenberg MS, Glick M, 

eds. Burket’s Oral Medicine Diagnosis and Treatment, 

10ed. New York: BC. Decker Inc; 2003:563-577. 

16. Zimmet P. Preventing diabetic complications: Primary care 

perspective. Diabetes Res Clin Pract 2009; 84: 107-116. 

17. Centers for Disease Control and Prevention. National 

diabetes fact sheet: national estimates and general 

information on diabetes and prediabetes in the United 

States, 2011. Atlanta, GA: U.S. Department of Health and 

Human Services, Centers for Disease Control and 

Prevention, 2011. Available at: http://www.cdc.gov/ 

diabetes/pubs/pdf/ndfs_2011.p df Accessed June 28, 2011. 

18. Iacopino AM. Periodontitis and diabetes interrelationships: 

role of inflammation. Ann Periodontol. 2001; 6:125-137. 

19. Loe H. Periodontal disease: The 6th Complication of 

Diabetes Mellitus. Diabetes Care 1993; 16:329-334 

 20. Taylor GW. Bidirectional inter-relationship between 

diabetes and periodontal diseases: an epidemiologic 

prospective. Ann periodontal 2001; 1:99-112. 

21. Jyotika KF, Ryan EW, Carlos FS, Sara GG, John JS, Maria 

FLV, Elizabeth H. Slate Periodontal Disease Status in 

Gullah African Americans with Type 2 Diabetes Living in 

South Carolina. J Periodontal 2009; 80:1062-68. 

22. J. Suzuki, M Vallejo, P Farnili, S Ramanathan and AL 

Phleps, University of Pittsburgh, PA, USA, Duquesne 

University USA. Prevalence of periodontal disease in term 

parturients. 

23. Mattout C, Bourgeois D, Bouchard P. Type 2 Diabetes and 

Periodontal Indicators: Epidemiology in France 2002-2003. 

Journal of Periodontal Research 2006; 41:253-58. 

24. Aline MS, Andrea MDV. Efigenia FF, Mauro HNGA, 

Periodonitis in Individuals with Diabetes Treated in the 

Public Health System of Belo Horizonte, Brazil. Rev Bras 

Epidemiol 2010; 13:118-25. 

25. Pickup J, Williams G. The history of diabetes mellitus. The 

textbook of diabetes mellitus, Oxford: Blackwell 1997:1.1-

1.19. 

26. Loe H. Periodontal disease: The 6th Complication of 

Diabetes Mellitus. Diabetes Care 1993; 16:329-334. 

27. Taylor GW. Bidirectional inter-relationship between 

diabetes and periodontal diseases: an epidemiologic 

prospective. Ann periodontal 2001; 1:99-112. 

 



 

 

 

 

 

RCMC Journal  Volume-2, No-2, July 2019 

 

25 

 

 

Upper Gastrointestinal Endoscopic Findings  

Among Adult Patients with Dyspepsia in  
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Abstract: 

Background: It is important to know the causes of dyspepsia to establish the therapeutic approach. Upper 

Gastrointestinal (UGI) Endoscopy is the ideal procedure for identifying the causes of dyspepsia. Helicobacter pylori 

infection is associated with various upper gastrointestinal pathologies. 

Objective: To identify the upper gastrointestinal tract (UGI) endoscopic findings in patients presenting with dyspepsia 

and also to determine the H. pylori infection among the positive endoscopic findings in dyspeptic patients. 

Materials and Methods: This observational study was done in the department of Gastroenterology in Enam medical 

college & Hospital during the period of Jan 2018 to May 2019. One hundred ten adult dyspeptic patients were 

undergone UGI endoscopy. Presences of normal or positive endoscopic finding were recorded. Endoscopic data were 

compiled and analyzed. H. pylori determination was performed by the Rapid Urease Test (RUT) using CLO kit those had 

positive endoscopic findings. 

Results:  Among the one hundred ten patients 68 were male and 42 were female. Mean age was 35.28 + 1.28 years. Fifty 

one (46.36%) patients had normal UGI endoscopic findings and 59(53.64%) had positive endoscopic findings. Over all, 

positive endoscopic findings of UGI were 7(6.36%) reflux oesophagitis, 2(1.82%) haital hernia, 20(18.18%) gastritis, 

5(4.54%) gastric ulcer, 14(12.73%) duodenitis, 8(7.27%) duodenal ulcers and 3(2.73%) carcinoma of the stomach.  To 

detect H. pylori infection Rapid Urease Test (RUT) was done 59(53.64%) patients but the test was inconclusive in 3 

patients. Of the remaining 56 patients, 42 (75%) had positive RUT result. H. pylori infection had present 84.21% in 

Gastritis, 80% in gastric ulcer, 76.92 % in duodenitis and 87.5% in duodenal ulcer. 

Conclusions: In our study most of dyspeptic patients have positive endoscopic findings. Gastritis, duodenitis, peptic 

ulcer disease and GERD are the most common endoscopic findings of dyspepsia. H. pylori infection is present in 

significant proportion of dyspeptic patients who have positive endoscopic findings.   

Key words: Dyspepsia, Endoscopy, H. pylori infection, Rapid Urease Test. 
 

Introduction: 

Dyspepsia refers to acute, chronic, or recurrent pain or 

discomfort centered in the upper abdomen. A 2017 

American College of Gastroenterology guideline has 

further defined clinically relevant dyspepsia as 

predominant epigastric pain for at least 1 month.1 

Epigastric pain may be associated with other symptoms 

like heartburn, nausea, fullness, or vomiting. Heartburn 

(retrosternal burning) should be distinguished from 

dyspepsia. When heartburn is the dominant complaint,  
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gastroesophageal reflux is nearly always present.1 The 

prevalence of dyspepsia varies from 7% to 41% and it is 

estimated that 25% of the general population suffer from 

dyspeptic symptoms worldwide.2 The prevalence of 

dyspepsia in general population is 8 % to 41% in 

Bangladesh.3,4 This difference in prevalence may be due to 

different populations studied or differences in definition of 

dyspepsia used. Epidemiological factors that influence the 

prevalence of dyspepsia are race, culture, age, sex, alcohol 

consumption; cigarette smoking, use of non-steroidal anti-

inflammatory drugs (NSAIDs) and H. pylori infection.5  

Common causes of dyspepsia are peptic ulcer disease, 

gastroesophageal reflux disease, gastric cancer and other 

tumors, cholelithiasis, medications, e.g., NSAIDs and 

functional dyspepsia. Patients with dyspepsia who have 

not been investigated by endoscopy of upper 

gastrointestinal (GI) tract are categorized as 

uninvestigated dyspepsia. Overall, 70-80% of patients 

with dyspepsia have no clinically significant finding at 
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endoscopy. If no organic, systemic or metabolic cause is 

found to explain the dyspeptic symptoms then it is called 

functional dyspepsia (FD). 

Esophago-gastro-duodenoscopy (EGD) is the diagnostic 

procedure of choice to differentiate patients with organic 

from those with functional dyspepsia.6 Although it is 

possible to propose endoscopy as the initial strategy for 

dyspepsia, the establishment of this procedure for every 

dyspeptic patient may not be practical approach, as the 

high prevalence of the syndrome will result in very high 

costs to any health system.7 Moreover, the diagnostic 

procedure and its cost effectiveness must be considering 

that a large numbers of uninvestigated dyspepsia are 

functional cases.8 Thus, the use of endoscopy in the 

management of uninvestigated dyspepsia remains a 

controversial issue worldwide. 

The frequency of uninvestigated dyspepsia varies 

considerably in different populations and such differences 

may be related to true differences in the frequency of the 

condition or the criteria used to diagnose dyspepsia.9 

International medical practice and academic associations 

have recommended using alarm signs with or without age 

limits, usually set at 50–55 years, to select dyspeptic 

patients for endoscopy.10 As for our country, the very high 

prevalence of H. pylori infection,11,12 which requires a 

complex and expensive treatment for a large number of 

individuals and the low availability of noninvasive tests 

for the diagnosis of H. pylori infection make the test and 

treat approach unfeasible. The age indication for 

endoscopy has not been determined in our country and the 

limited availability of this procedure does not allow it to 

be requested as the initial approach. An improved 

understanding of the association between dyspeptic 

symptoms and endoscopic findings is essential to improve 

the management of patients with uninvestigated dyspepsia 

whose approach is initially empiric and symptom based. 

There is paucity of data on endoscopic profile patients 

with dyspepsia in our country. Therefore, this study was 

planned to identify the upper gastrointestinal tract (UGI) 

endoscopic findings in patients presenting with dyspepsia 

and also to determine the H. pylori infection among the 

positive endoscopic findings in dyspeptic patients. 

Materials and Methods: 

Study patients and setting: 

This prospective observational study was performed in the 

department of Gastroenterology of Enam medical college and 

Hospital which provides open-access service to 

endoscopy.From Jan 2018 and May2019, one hundred ten 

consecutive adult who presented with the symptoms of 

dyspepsia were screened for eligibility. All study participants 

were systematically evaluated before undergoing endoscopy. 

The epigastric pain may be associated with other symptoms 

of heartburn, nausea, fullness, or vomiting lasting for at least 

one month. Patients should be younger than 90 and older than 

20 years old were included in this study. The presence of 

alarm symptoms, including unintended weight loss (defined 

as decrease of more than 5% of original body weight in three 

months), symptoms suggestive of upper gastrointestinal 

bleeding, dysphagia or odynohagia, presence of mass or 

lymphadenopathy, persistent vomiting were also included. 

Patients those had predominant symptoms of 

gastroesophageal reflux disease (GERD), symptoms outside 

the epigastrium, use of proton pump inhibitors or H2-

blockers for more than two weeks, before study enrollment, 

presence of severe systemic disease (congestive heart failure, 

coronary heart disease, liver failure), presence of major 

psychiatric disorders, refusal to do endoscopy and difficulty 

for the patient to understand the aims and procedures of the 

study were excluded in this study. 

Upper GI Endoscopy: 

Informed written consent was taken for every patient 

during endoscopy. All endoscopic procedures were carried 

out using a PENTAX® video endoscope (PENTAX 

Corporation, Japan), no later than 20 days after the 

interview, to allow time for the symptomatic use of PPI or 

antacids. Presences of normal or positive endoscopic 

finding were recorded. H. pylori determination was 

performed by the Rapid Urease Test (RUT) using CLO kit 

that had positive endoscopic findings, validated in our 

country. Presence of endoscopic findings in the 

oesophagus (oesophagitis, ulcer, Barrett's Esophagus), 

stomach (Gastritis, ulcer, malignancy) and Duodenum 

(Ulcer, duodenitis) were recorded and described. 

Study definitions: 

Endoscopic inflammation in the stomach (gastritis) is 

diagnosed when at least one but often a combination of the 

following abnormalities is unequivocally visible, either 

focally or diffusely. White-based lesion (raised or flat) 

surrounded by a margin of intense erythema designated as 

erosive gastritis. The intervening mucosa is usually 

normal or simply erythematous. Unequivocal 

eythema/exudation, mosaic pattern, hypertrophic rugae, 

atrophic and nodular appearance at endoscopy was 

designated as non- erosive gastritis.13 

Ulcer was defined as a discrete break in the mucosa with a 

clear margin. Endoscopic characteristics of ulcer were 

larger usually more than a few millimeters (5 mm or 

more); excavated with distinct border, usually single.14 

Endoscopically appearance of oesopahgitis was presence 

mucosal edema, erythema, friability, granularity and red 

streaks. Also the presence of erosion and ulcer.15 

Endoscopic appearance of duodenitis was presence of 

erythema (patchy, generalized), erosions and sub-

epithelial haemorrhages. 
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Among the positive endoscopic finding antral biopsy was 

taken from the lesser curvature of the stomach and rapid 

urease test (CLOTest®) was performed to detect H. pylori 

infection. In selected cases such as suspected malignancy, 

at least 4 biopsy specimens were preserved in 10% 

formalin, labeled appropriately and dispatched for 

histological examination by a histopathologist. 

Statistical analysis: 

Statistical Package for Social Sciences (SPSS) for 

Windows 16.0(SPSS Inc., Chicago, IL, USA) was used 

for statistical analysis. All data were entered into a 

database and were verified by a second independent 

person. Quantitative or numerical data were presented as 

mean +- standard deviation (SD) and categorical data as 

percentage and numbers. 

Results: 

Socio-demographic features: 

One hundred ten selected patients were included in this 

study; among them 68 were male and 42 were female with 

a male female ratio of 1.5:2. Patient demographic data are 

shown in Table I. Mean age of the patients was 35.28+ 

1.28 (range 20-70 years) and 68(61.8%) were married, 

35(31.8%) single, 4(3.6%) widows and 3(2.7%) was 

divorced. Regarding occupations; 30(27.3%) were house-

wife, 16(14.5%) farmer, 20(18.2%) businessmen, 

18(16.4%) service holders, 7(6.4%)day laborer and 

19(17.3%) students. They also came from various 

educational backgrounds, but mostly graduate 36 (32.7%) 

and SSC level 29(26.4%).  Regarding monthly family 

income, it was <10,000 taka in 2(1.8%), 10000 to 20000 

taka in 34(30.9%), 20001 to 40000 taka in 51(46.4%) and 

>40,000 taka in 23(20.9%). Among the risk factors, 

27(24.54%) were Smoker, 15(13.64%) were NSAIDs user 

and 03(2.72%) were alcoholic. 

Table I: Demographic profile of the patients 

Features Number(percentage) 

Age:  

20-30 53(48.19) 

31-40 28(25.45) 

41-60 24(21.82) 

>60 05(4.55) 

Sex:  

Male 68(61.82) 

Female 42(38.18) 

Risk factors:*  

Smoking  27(24.54%) 

NSAIDs use  15(13.64%) 

Alcohol use 03(2.72%) 

*Total will not correspond to 100%, for multiple responses. 

Symptoms analysis: 

Patients presented with following symptoms or alarm 

conditions for dyspepsia plotted in table II: 

Table II: Description of the symptoms (n=110*) 

Features: Frequency (Percentage) 

Symptoms onset:  

Less than 3 months 09(8.18) 

3 to 6 months 45(40.91) 

7 to 12 months  46(41.82) 

More than12 months 10(9.09) 

Type of symptoms: *  

Upper abdominal pain or 

discomfort  

58(52.7) 

Abdominal bloating 52(47.3) 

Early satiety 34(30.9) 

Anorexia 36(32.7) 

Nausea  41(37.3) 

Vomiting  13(11.8) 

Heart burn 24(21.8) 

Alarm symptoms:*  

Weight loss  08(7.3) 

Bleeding 02(1.8) 

* Total will not correspond to 100%, for multiple responses. 

Symptom onset of dyspepsia, majority of the patient’s 

(41.82%) had 7 to 12 months and (40.91%) had 3 to 6 

months. Most common clinical presentations had (52.7%) 

upper abdominal pain or discomfort followed by (47.3%) 

abdominalbloating, (37.3%) nausea, and (30.9%) early 

satiety. Most of the patients had multiple presenting 

complaints. Only (7.3%) and (1.8%) patients had evidence 

of weight loss and gastrointestinal bleeding respectably. 

Endoscopic findings: 

In present study out of 110 patients, 51(46.36%) patients 

had normal upper GI endoscopic findings and 59(53.64%) 

had positive endoscopic findings (Table III). Over all, 

positiveendoscopic findings of upper GIT were 7(6.36%) 

reflux oesophagitis, 2(1.82%) haital hernia, 20(18.18%) 

gastritis, 5(4.54%) gastric ulcer, 14(12.73%) duodenitis, 

8(7.27%) duodenal ulcers and 3(2.73%) carcinoma of the 

stomach. 

Reflux disease included cases of erosive esophagitis, 

Barrett’s esophagus and esophageal ulcer and organic 

dyspepsia (determined by the finding of reflux disease or 

peptic ulcer or malignancy). Reflux oesophagitis 7(6.36%) 

and peptic ulcer 13(11.81%) were the major causes of 

organic dyspepsia; there were 3 cases (2.73%) of upper 

gastrointestinal cancer (all were gastric carcinomas) 



 

 

 

 

 

RCMC Journal  Volume-2, No-2, July 2019 

 

28 
 

characterizing a total of 23 (20.90%) patients as having 

organic dyspepsia.  

Table III: Endoscopic findings of the dyspeptic patients 

Endoscopic findings (n-110) Number (Percentage) 

Normal findings 51(46.36) 

Positive endoscopic findings 59(53.64) 

Oesophagus:      

Reflux oesophagitis 07(6.36) 

Erosive   oesophagitis 05(4.54) 

Ulcer 02(1.82) 

Haital hernia 02(1.82) 

Stomach:  

Gastritis   20(18.18) 

Erosive gastritis 12(10.91) 

No-erosive gastritis 08(7.27) 

Gastric ulcer 05(4.54) 

Carcinoma 03(2.73) 

Duodenum:  

Duodinitis 14(12.73) 

Erythematous 04(3.64) 

Erosive 10(9.09) 

Ulcer 08(7.27) 

H. pylori infection among patients with positive endoscopic 

findings: 

Rapid Urease Test (RUT) was done on 59(53.64%) 

patients those had positive endoscopic findings but the test 

was inconclusive in 3 patients. Of the remaining 56 

patients, 42 (75%) had positive RUT result indicating H. 

pylori infection. Patients with gastric ulcer, 

gastritis,duodenal ulcer, duodenitis were positive for H. 

pylori infection in 80%, 84.21%, 87.5%, 76.92% 

casesrespectively. However, H. pylori infection was not 

significantly associated with reflux oesophagitis and 

gastric cancer (Table IV). 

Table IV: Relationship between positive UGI endoscopic 

findings and H. pylori infection among patients with 

dyspepsia (N=56) 

Endoscopic 

findings 

H.pylori 

status 

Positive 

(N=42) 

N (%) 

H.pylorist

atus 

Negative 

(N=14) 

N(%) 

Total 

Number 

(%) 

Reflux oesophagitis 4 (57.14) 3 (42.85) 7(12.5) 

Haital hernia - 2(100%) 2(3.57) 

Gastritis  16(84.21) 3(15.79) 19(33.93) 

Gastric ulcer 4(80) 1(20) 5(8.92) 

Gastric carcinoma 1(50) 1(50) 2(3.57) 

Duodinitis 10(76.92) 3(23.07) 13(23.21) 

Duodenal ulcer 7(87.5) 1(12.5) 8(14.28) 

Discussion: 

Dyspepsia was the most common indication for upper GI 

endoscopy. The prescription for dyspepsia now accounts 

for over 10% of primary care, numbering 471 million in 

1999 in England and Wales. This is similar to a large 

retrospective study from Pakistan where 52.4% and 42.6% 

cases underwent endoscopy for dyspepsia.16,17 Similar 

findings has been reported from India with 59% of 

patients undergoing endoscopy for dyspepsia.18 

In resource limited settings, especially when access to 

endoscopy service is limited, it is very important for 

clinicians to know common causes of dyspepsia and 

frequency of H. pylori infection. Positive endoscopic 

findings were seen in (53.64%), while in (46.36%) were 

normal endoscopic findings in this study. A result from 

another study by Ghosh DK et al, 19 showed 55.6% had 

normal UGI endoscopy. However, our finding are similar 

that of by (Tytgatet al. 2002) where meta-analysis of 22 

studies from the developed countries showed positive 

endoscopic findings in 51% of dyspeptic patients.20 

In our study, among the positive endoscopic findings, 

gastritis was the commonest pathology reported (18.18%) 

in patients who presented with dyspepsia.  The other 

common endoscopic findings included duodenal ulcer 

(7.27%), oesophagitis (6.36%), duodenitis (12.73%), 

gastric ulcer (4.54%) and gastric carcinoma (2.73%). 

These findings are similar to findings of Ghosh DK et al 

where endoscopy of upper GIT were normal 55.6% in 

cases, 8.3% showed reflux oesophagitis, 22.2% showed 

gastric erosions, 2.8% showed gastric ulcer, 5.6% showed 

duodenal erosions and 5.7% showed duodenal ulcer.19 

Erosive esophagitis is a diagnostic marker for GERD, but 

many patients with symptoms that are attributable to the 

reflux of stomach contents into the esophagus have no 

endoscopic signs of esophageal erosion; this is referred to 

as non-erosive GERD. Erosive esophagitis is found in 

approximately 20% of dyspeptic patients, and a similar 

number of patients may have non erosive GERD.21,22 

Inthis study, we found that 07(6.36%) had 

refluxoesophagitis, 05(4.54%) had erosive oesophagitis, 

and 02(1.82%) hadesophageal ulcer. 

Gastritis is defined as microscopic inflammation of the 

stomach and represents a histological not a clinical entity, 

as the majority of persons with gastric inflammation are 

completely asymptomatic. A myriad of etiological agents 

can induce gastritis, but the most common cause is 

infection by Helicobacterpylori and use of nonsteroidal 

anti-inflammatory drugs (NSAIDs).23, 24 In this study, out 

of 20(18.18%) patients with Gastritis, 12(10.91%) had 

erosive gastritis and 08(7.27%) had no-erosive gastritis. 

https://en.wikipedia.org/wiki/NSAIDs
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Among them, 16(84.21%) were positive for H. pylori 

infection.  

Recent review of literature shows that peptic ulcer disease 

(PUD) is found in 11% of Asian patients with dyspepsia.25 

Predominant cause of peptic ulcer diseases is Helicobacter 

pylori infection. Helicobacter pylori is found in up to 90% 

of patients with duodenal ulcer and 60%-80% patients 

with gastric ulcers.26 Second but less common cause of 

peptic ulcer diseases is NSAIDs. Peptic ulcer disease 

comprised of 11.81 % in our patients who underwent 

endoscopy for dyspepsia. The frequency of duodenal ulcer 

was (7.27%) and that of gastric ulcer (4.54%). Duodenal 

ulcer was more common than the gastric ulcer. This is 

consistent with a study done in hospital, Kathmandu, 

where 10.1% of peptic ulcer disease was reported in 

patients with dyspepsia who underwent endoscopy in 

which 5.9% patients had gastric ulcer and 4.2% duodenal 

ulcer.27 

Apparently inflamed duodenal mucosa is often seen at 

endoscopy in patients with dyspepsia and the term 

‘duodenitis’ frequently used.28 Duodenitis is often 

associated with the presence of Helicobacter pylori.29 A 

recent study has shown a poor relationship between 

symptoms of functional dyspepsia and histological 

duodenitis. Other studies have found histological 

duodenitis often associated with H pylori (75-82%).29,30 In 

this study, 12.73% had endoscopic finding of duodinitis 

and 3.64% had erythematous and 9.09% had erosive 

duodenitis. Among them H. pyloripositive was 76. 92%. 

Gastric malignancy constituted a small but significant 

percentage of patients with dyspepsia in this study i.e. 

03(2.73%), which is similar to results reported by 

Khurram M et al31 a study was donein Pakistan. The 

incidence of upper gastrointestinal malignancy is raising 

both locally and internationally.31, 32 Thus, UGI endoscopy 

is a valuable diagnostic modality in screening malignancy, 

especially in elderly patients with alarm symptoms. 

H. pylori infection is present in significant proportion of 

dyspeptic patients. The overall prevalence of H. pylori 

infection in gastric erosion 63%, in gastric ulcer 80%, in 

early gastric cancer 52.4 %.33 In this study, among 56 

patients those had positive endoscopic findings, 42 

patients (75%) had positive RUT result indicating H. 

pylori infection. Gastritis, gastric ulcer, duodenitis and 

duodenal ulcer had significant association with H. pylori 

infection. 

Limitation of the study: 

We had several limitations. Our sample size was small. 

Cases of dyspepsia were diagnosed only by the 

appearances of endoscopic findings and we could not do 

the histopathology except carcinoma of the stomach. We 

did not eradicate the patients who hadH. pylori positive 

and failed to follow-up after given treatment. Further 

studies with large sample size and appropriate 

investigations and longer follow-up period are required to 

delineate the true clinical and endoscopic feature of 

dyspeptic patients. 

Conclusions: 

Dyspepsia is relatively common problem in this part of the 

world. Most of dyspeptic patients are showing positive 

endoscopic findings. Gastritis, duodenitis, peptic ulcer 

disease and GERDare the most common endoscopic 

findings of dyspepsia. H. pylori infection is present in 

significant proportion of dyspeptic patients who have 

positive endoscopic findings.   
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Pattern of Acute Stroke in a  

Tertiary Hospital 
*Yusuf MG1, Begum ZN2, Banu A3, Hoque MA4, Shaha AC5 

 

Abstract: 
Background: Stroke is an important morbidity for low and middle income countries like Bangladesh. It is the leading 

cause of death worldwide. It was a Prospective study. The study was carried out in Department of Medicine, Rangpur 

Community Medical College and Hospital, Rangpur from June 2018 to June 2019. 

Objective: To identify demography of acute stroke patients, determine the frequency, different risk factors and 

association of acute stroke with survival within one month were studied. 

Materials and Methods: We studied 184 patients in Rangpur Community Medical College and Hospital who admitted 

with a diagnosis of acute stroke and fulfilling the inclusion criteria of this study. Data were collected in data sheet and 

periodic follow up was given, after discharge of a patient we communicate with patients close relatives over phone and 

follow up the patient in outdoor of the respective hospital. 

Results: The mean age and SD was 62.59 ± 13.59. Male was preponderance 122 (66.3%), ratio 1ː 1.4 ,  most of the 

patient 114 (62%) come from rural area and Muslim (89.1%).Common age group of our study population were 45-54 

years (27% )and 65-74 years (28.1%), We found increase incidence of Ischemic stroke 76.1% among the study 

population and left cerebral hemisphere is more common site. Besides diabetes and hypertension, 33.7% of study 

population shows high cholesterol level and 33% presented with overweight. 

Conclusion: We should emphasize healthcare development to reduce stroke occurrence. 

Key words: Stroke, Diabetes, Risk factors, Population, Hypertension. 

 

Introduction: 

In Bangladesh, stroke has been ranked as the third leading 

cause of death after coronary heart disease and infectious 

diseases such as influenza and pneumonia. The mortality 

rate of stroke increased from 6·00% (in 2006) to 8·57%, 

(in 2011) with an age-adjusted mortality rate of 108·31 per 

100 000 people (in 2011). The World Health Organization 

(WHO) ranks mortality due to stroke in Bangladesh as 

number 84 in the world. The reported prevalence of stroke 

in Bangladesh is 0·3%, although no data on stroke 

incidence have been recorded.1 Stroke is the second 

leading cause of death worldwide, and the global effect of 

stroke is considerable based on disability-adjusted life 

years. Higher stroke incidence rates have been reported in 

the black populations compared with the white  
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populations in the United States and the United Kingdom. 

Stroke in young adults was shown to be increasing in a 

recent study from GCNKSS by Kissela et al,.A similar 

trend for stroke in young adults was also found in 

ischemic stroke admissions in the United States 

Nationwide Inpatient Sample. 2 In one large study, Jane C. 

Khoury,Kathleen Alwell et al, shows that both black and 

white patients, were trends toward stroke incidence rates 

increasing in the younger ages and decreasing among the 

`oldest subjects. They found that there is a trend toward a 

higher proportion of ischemic stroke and lower 

hemorrhagic stroke in ages 20–44, especially in 2005 

compared to earlier periods. Among those 45–54 years 

old, the proportion of hemorrhagic stroke increased 

slightly from 1993/1994 to later periods. Their National 

data show that stroke risk factors (especially diabetes and 

obesity) are increasing at younger ages, and thus likely 

increasing stroke risk in the young.3 One study revealed 

that urban patients in Austria show a different risk profile 

compared to those living in intermediate or rural areas. In 

detail, they had higher rates of arterial hypertension, 

diabetes, hypercholesterolemia, smoking, alcohol 

consumption; peripheral artery occlusive disease, prior 

heart attacks and strokes.4Stroke may be defined as an 

acute focal brain dysfunction due to vascular disease. In 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Khoury%20JC%5BAuthor%5D&cauthor=true&cauthor_uid=23054237
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more than 99% of cases stroke involves the arteries.85% 

sustain a cerebral infraction due to inadequate blood flow 

to the part of the brain due to embolism and thrombosis in 

situ , and most of the remainder have an intracerebral 

haemorrhage usually results from rupture of a blood vessel 

within the brain parenchyma but may also occur in  a 

patient with subarachnoid haemorrhage if artery ruptures 

into the brain substance as well the subarachnoid space5.  

Ischemic and hemorrhagic strokes are caused by an 

interruption of cerebral blood flow and are characterized 

by histopathological changes in areas of the brain and 

consequent neuronal death. Physical, cognitive, or 

behavioral changes may occur, depending on the area of 

the brain affected (Brust, 2012).6 Some data shows that 

among the survey respondents in their population, there 

was a significant increase over time in the prevalence of 

high cholesterol.3 But in another study concludes that 

increased LDL levels are major risk factor for ischemic 

stroke as compared to hemorrhagic stroke7. Surprisingly, 

the prevalence of diabetes and hypertension were 

statistically significant risk factors of stroke over time in 

different studies. Few studies have addressed the 

hemispheric differences in stroke outcome. This 

retrospective study addressed a few key issues in this 

regard, and the findings indicate that left cerebral 

hemispheric strokes (LHSs) are more common, more 

severe, and result in poorer outcomes than right cerebral 

hemispheric strokes (RHSs).8Stroke is a medical 

emergency associated with a very high risk for death in 

the acute and subacute phases and with a continuous 

excess risk of death. Better prevention and management of 

strokes may improve the long-term survival rate.9 

Materials and Methods: 

We studied adult patient with acute stroke in the 

Department of Medicine, at Rangpur Community Medical 

College and Hospital, Rangpur Bangladesh from June 

2018 to June 2019. 

The sample size was calculated by using the following 

formula: n= Z²×pq/d². n=sample size, Z= the value of 

standard normal variant at a given confidence interval and it 

is 1.96 for a 95% confidence level, prevalence of stroke in 

Bangladesh is 0·3%. Hence, the required sample size is less 

than 100. One hundred and eighty four (184) patients are 

studied for the convenience of the study. 184 patients were 

enrolled according to inclusion and exclusion criteria. The 

inclusion criteria were – age more or equal 20 years, CT scan 

or MRI proved acute stroke within one day. The exclusion 

criteria were – age less than 20 years, acute stroke involving 

brain stem. Prior permission was taken for this study from 

Ethical Committee of Doctors Community Medical College 

and Hospital, Rangpur, Bangladesh. Keeping Helsinki 

Declaration for Medical Research Involving Human Subjects 

1964, all patients were informed verbally about the study 

design, the purpose of the study and right of the participant to 

withdraw themselves from the project at any time, for any 

eason, what so ever. Written consent was obtained from each 

patient. All precautions were taken to protect anonymity of 

the participating patient. The demographic characteristics 

included age, sex, and residence. To find out frequency of 

site of stroke, right intra cerebral hemorrhage, left intra 

cerebral hemorrhage , subarachnoid hemorrhage, right 

cerebral infract, left cerebral infract and bilateral cerebral 

infract were used as a variables. For risk factors assessment 

we used hypertension (HTN), diabetes mellitus (DM), 

coronary artery disease (CAD), cholesterol level, smoker and 

BMI as variables. We conduct this study to see the 

demography, etiology, site and risk factors of study 

population. 

Statistical analysis: 
Data were processed and analyzed using Statistical 

Package for Social Science (SPSS) version-21. The test 

statistics used to analyze the data were descriptive 

statistics, Chai square test. 

Results: 
A total 184 cases fulfilling the inclusion /exclusion criteria 

were enrolled in this study. The mean age (years) ± standard 

deviation was 62.59 ±13.59. Male are more 94 (51%) than 

females 90 (48.9%), male female ratio is 1:1.04. More 

patients from rural areas 114 (62%) in our study than those 

with urban areas 63 (38%). Ischemic stroke was observed in 

140 (76.1%) patients and Hemorrhagic stroke seen in 44 

(23.9%) patients. In Table-I demography of study population 

shown in different age groups. Common age group for stroke 

is 45-54 years and 65- 74 years. In our study most of the 

patients come from rural areas and predominant religion is 

Muslim. In Table-II frequency of stroke shown according to 

age group, in 45-54 years age group hemorrhage stroke was 

7% and ischemic stroke was 19% but in 65-74 years age 

group hemorrhage stroke was 8.69% and ischemic stroke was 

19.5% (p value significant). Distribution of site of stroke is 

shown according to age group in Table-III. In table-IV 

mortality within one month of study population  is shown 

where female patients survive more than male  patient , 

37.5% patient survive and 13.5% patients died  within one 

months of stroke . Among survivor 51% has ischemic and 

10.4% has hemorrhagic stroke shown in table-V. 

Tablesssssvi, shows risk factors of study population, 

hypertension (72%), DM (38%) and smoking (45%) are some 

common risk factors in our study population  whereas  33.7% 

suffers from high cholesterol level p value is significant. 66% 

patient belongs to normal BMI and 33% were overweight. 
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Table I:  Distribution of demography of study population in different age groups 

 Age Group 

Total P value 20-44 

(%) 

45-54 

(%) 

55-64 

(%) 

65-74 

(%) 

75-84 

(%) 

>85 

(%) 

Sex Male 02 30 16 26 12 08 94 0.129 

Female 06 20 20 26 16 02 90 

Total 08 (8) 50 (27) 36 (20) 52( 28) 28 (15) 10 (5) 184 

Religion Muslin 08 46 28 46 28 08 164 0.045 

Hindu 00 04 08 06 02 02 20 

 Total 08(8) 50(27) 36(20) 52(28) 28(15) 10(5) 184 

Residence Rural 06 33 23 33 13 07 114 0.139 

Urban 02 17 13 19 15 03 63 

 Total 08(08) 50(27) 36(20) 52(28) 28(15) 10(05) 184 

Chi-square (X²) was employed to test significance of difference between various age groups 

 

Table I: shows the demography of study population 

according to age group, male are more than female, most 

of the patients were Muslim, (p value significant). Rural 

people more effected than urban people in our study 

population. 

Table-II:  Frequency distribution of stroke according to age group 

 20-44 

n (%) 

45-54 

n (%) 

55-64 

n (%) 

65-74 

n (%) 

75-84 

n (%) 

>85 

n (%) 

Total 

(%) 
P value 

Hg 02(1.08) 14(7) 10(5.4) 16(8.69) 00(00) 02(01) 44(23.9) 

0.049 Is 06(3.2) 36(19) 26(14.1) 36(19.5) 28(15) 08(4.3) 140(76) 

Total 08(4.3) 50(27) 36(19.5) 52(28.1) 28(15) 10(5.4) 184(100) 

Hg- Hemorrhagic stroke, Is- Ischemic stroke. 
 

Chi-square (X²) was employed to test significance of 

difference between various age groups. 

In Table-II distribution of stroke according to age group 

were shown, ischemic stroke was 76% and hemorrhagic 

stroke was 23.9%. Common age group of acute stroke was 

45-54 years (50%) and 64 -74 years (53%), p value is 

significant. 

Table III: Distribution of site of stroke according to age group 

  20-44 45-54 55-64 65-74 75-84 >85 Total n (%) p value 

HG 

 

RICH 00 02 02 10 00 00 14(7.6) 

0.011 LICH 00 06 06 02 00 02 16(8.6) 

SAH 02 06 02 04 00 00 14(7.6) 

IS 

 

RHS 00 17 04 17 09 04 51(27.6) 

0.000 
LHS 06 15 06 17 11 02 57(30.8) 

Bilat 00 04 16 02 08 02 32(17.3) 

Total  08 50 36 52 28 10 184 (100) 
 

HG- Hemorrhagic stroke, RICH- Right intra cerebral 

hemorrhage, LICH- Left intra cerebral hemorrhage, IS- 

Ischemic stroke, RHS- Right hemispheric stroke, LHS- 

Left hemispheric stroke, Bilat- Bilateral stroke. 

Chi-square (X²) was employed to test significance of 

difference between various sites of stroke in different age 

groups 
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Table-III shows site of acute stroke according to age 

group, Left cerebral hemispheric involvement is more 

common than right. 

Table-IV: Distribution of Mortality within one month 

according to gender of study population 

 Male 

n(%) 

Female 

n(%) 

Total 

n(%) 

p value 

Survivors 23(24) 36(37.5) 59(61.4) 
0.014 

Non survivor 24(24.7) 13(13.5) 37(38.6) 

Total 47(48.7) 49(51.3) 96(100)  

Chi-square (X²) was employed to test significance of 

difference between different gender 

Table-IV shows mortality within one month according to 

gender of study population. Survivors 61.4% among them 

female 37.5%  and male  24%. 38.6 % died within one 

month of acute stroke. 

Table-V: Frequency distribution of mortality within one 

month of stroke patient 

 Ichemic 

stroke 

Hemorrhagic 

stroke 
Total p value 

Survivor 49(51) 10(10.4) 59(61.4) 

0.002 Non survivors 20(20.8) 17(17.7) 37(38) 

Total  69(72%) 27(28%) 96(100) 

Chi-square (X²) was employed to test significance of 

difference between different groups 

Table-V shows 61.4% survive within one month of acute 

stroke, ischemic stroke was 51% and hemorrhagic stroke 

was 10.4%. p value is significant.  

Table-VI:  Distribution of risk factors of study population 

according to etiology 

 
 

Haemorrhagic 

Stroke 

Ischemic 

Stroke 
Total p value 

HTN 
Present 32(70.5) 102 (72.9) 134(72) 

0.987 
Absent 12(29.5) 38(26.4) 50 (28) 

DM 
Present 14(31.8) 56 (40) 70(38) 

0.330 
Absent 30(68.2) 84 (59.3) 114(62) 

CAD 
Present 06 (13.6) 15 (10.7) 21(12) 

0.595 
Absent 38(86.4) 125(88.6) 163(88) 

Cholester

ol Level 

<200 12(27.3) 49 (35) 61(66.3) 

0.000 200-239 01(25) 12(07) 13(14.1) 

>240 04(9.1) 14(10) 18(19.56) 

Smoker 
Present 24(54.5) 58(41.4) 82(45) 

0.127 
Absent 20(44.5) 82(57.9) 102(55) 

BMI 

Normal 30 (68.2) 93(65) 122(66) 

0.715 Over weight 14(31.8) 46(33) 60 (33) 

Obese 00(00) 02(1.4) 02 (01) 

DM-Diabetes, HTN-Hypertension, CAD-Coronary artery 

disease, BMI-Body mass index. 

Chi-square (X²) was employed to test significance of 

difference between different groups. 

Table-VI shows different risk factors of acute stroke. 

Beside diabetes & hypertension high cholesterol level was 

seen in 33.7 % of study population, p value is significant 

Discussion: 

The mean age of the study population is 62.59 ± 13.59 that 

is higher than some studies.1,7,10 In our study population  

males are more than females  with 76.1 % suffering from 

ischemic stroke and 23.9% were hemorrhagic stroke; this 

findings is consistent with other studies.1,10 62%  patient 

comes from rural area and rest of the study population 

belongs to urban areas, this result  not consistent with 

Nazmul Islam et al and Andrija J et al study. The 

frequency of stroke is common in 45-54 years (27%) and 

65 – 74 years (28.1%%) but Brett M Kissela et al mention 

in his study that there were trends toward stroke incidence 

rates increasing in younger ages and decreasing among 

older subject. In the other hand Muhammad Sajid et al 

observed 58.75% were 51- 70 years age group which is 

higher than 20-50 years age group. The mortality rate with 

in one month of stroke is 38 % but Klaus KaaeAndersen et 

al in his study “One-Month to 10-Year Survival in the 

Copenhagen Stroke Study: Interactions Between Stroke 

Severity and Other Prognostic Indicators” showed 16.6% 

mortality rate at one month. In this study left cerebral 

hemisphere stroke is more than right cerebral hemisphere, 

Vishnumurthy Shushrutha Hedna, et al in their article also 

agreed that LHSs are more common than RHSs. In risk 

factors assessment we found 33.7% stroke patients 

suffering from high cholesterol level that is lower than 

Bikash B et al study.10 

Conclusion: 

Present study concluded that ischemic stroke is more 

common among acute stroke with a common age group of 

65 to 74 years. Left cerebral hemisphere stroke is more 

than right and 33.7% of study population suffers from 

high cholesterol level beside other common risk factors.   
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Abstract: 
Background: The present cross sectional household survey was conducted to assess the people’s knowledge, attitude 
and practice towards mentally retarded children as well as finding the risk factors associated with development of 
mental retardation and facilities existing in the region to deal with the situation are, therefore, imperative. 
Objective: To assess the knowledge, attitude, and health behavior of the people about the mentally retarded children. 
Materials and Methods: A total of three Upazilas (i.e. Joldhaka, Nilphamari sadar and Domar) out of six Upazilas in 
Nilphamari District were selected using simple random sampling and from each of the three Upazilas two Unions were 
selected and then from each Union a minimum of two villages were selected. Thus a total of twelve villages (clusters) 
were selected. But during the study period 585 respondents were selected. Of the 195 were mothers/fathers of mentally 
retarded children and 390 were mothers of normal children. 
Results: The mean age of mentally retarded children was 6.6 years where males were observed to be predominant. The mean birth 
weight of the baby was 2.6 kg. However, parents’ illiteracy was highly prevalent among the surveyed children and poverty was evident 
among them (monthly income below BDT5000). Over 42% of mentally handicapped children belonged to joint family as compared to 
10.5% in control group. A sizable proportion of respondents had more than one mentally retarded. About 58% of the mothers of 
mentally handicapped children received antenatal care while they were pregnant. A substantial proportion of mothers suffered from 
anaemia during pregnancy followed by convulsion (10.3%). Receiving treatment for the diseases they suffered during pregnancy was 
much less (23.6%). A sizable proportion of mothers of mentally retarded children were delivered by unskilled dai compared to those 
who did not have mentally retarded children (73.3% vs. 10%, p<0.001)). The incidence of prolonged labour was much higher in the 
case group than that in the control. Nearly half (46.2%) of the children was identified late. Nearly 65% of the mothers first sought 
medical help for Muteness (speechlessness), 65.6%of respondents informed that their handicapped children could eat and have m eal 
themselves, 43.6% could respond to natural call and 36.4% put on and put off dress. Over 20% of respondents informed that at least 
one mentally handicapped member was present in their close relatives. About 30% of respondents in case group reported that th ey 
sought medical care for the handicapped children. More than one-quarter of mentally retarded children go to school. Of them, 28.6% 
go to general school and the remaining 71.4% to specialized school.  
Conclusion: The study concludes that mentally retarded children are predominantly male and mostly belonged to p oor deprived 
family where illiteracy is rampantly prevailing. Nearly half of the children are identified late in rural area which is a cau se concern. 
Given the problems faced by the mentally retarded children in the surveyed community, it is of utmost impo rtance to ensure social 
facilities like specialized school run by specially trained teachers. So long such schools have not been established; at leas t a special 
teacher can be employed to each Govt. Primary School so that they can deal with those children efficiently. 

Key words: Prevalence, Mentally retarded children, Social facilities. 
 

 

Introduction: 

Mental retardation is the most difficult categories of  childhood 

disability to document epidemiologically, because its causes are 

multi-factorial and often elusive1. Mental retardation is a 
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disability characterized by significant limitations both in 

intellectual functioning and in adaptive behaviour as 

expressed in conceptual, social, and practical adaptive skills. 

This disability originates before the age 18years2. Mental 

retardation is the impairment of both intellectual and adaptive 

behavior. It is also known as cognitive disability. It is a 

condition which unlike other diseases cannot be treated with 

medicines but can be managed only through better 

understanding by the family members, special training and 

education of the person for improved adaptation to the 

immediate environment.  

Several causes can lead to mental retardation. Some are 

prenatal such as genetic abnormality, chromosomal 

defects and infections of mother during pregnancy, such as 
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rubella, exposure to teratogens or radiation. Others are 

perinatal, for example birth trauma, anoxia or asphyxia 

during birth process or pre-maturity. Postnatal conditions 

like trauma to head, gross malnutrition in infancy or 

hypothyroidism can all lead to mental retardation.3 

Most of the causes can be prevented. Conditions like 

hypothyroidism (low secretion of thyroxine hormone from 

thyroid gland characterized by hoarseness of voice, cold 

intolerance, rough coarse skin and myxoedema) can be 

prevented by use of iodized salt by pregnant mothers. To 

prevent goiter, Bangladesh has implemented a universal salt 

iodization program during the past decade, but efforts to 

promote this program must continue because data suggest that 

fewer than half of the households consume iodized salt.4 

There are also indications that iodine deficiency alone 

might not account for the high prevalence of goiter among 

pregnant women in rural Bangladesh suggesting that other 

factors must be considered5. Infections like rubella can be 

prevented by vaccination of adolescent girls. Rubella is a 

togavirus infection characterized by an upper respiratory 

infection, measles-like rash, fever and lymphadenopathy.  

Complications include arthritis, encephalitis. Congenital 

rubella syndrome occurs when a woman contracts the 

rubella virus during her first trimester of pregnancy.  

About 85% of women who catch rubella in the first 

trimester transmit it to their fetus. Hallmarks of the 

syndrome in the child are sensory-neural deafness; 

congenital heart defects; learning difficulties; eye defects 

such as cataracts, glaucoma, retinopathy and 

microphthalmos; and bone defects. Hepato-splenomegaly 

and miscarriages are also common. Good arrangements 

for delivery can prevent many birth injuries. Use of 

contraceptive can prevent pregnancy in a very young or an 

elderly woman thereby preventing birth trauma, 

chromosomal disorders and low birth weight babies.  

Durkin et al. (2000) showed6 that significant independent 

predictors of serious mental retardation in rural and urban 

areas of Bangladesh were maternal goiter and postnatal 

brain infections. In rural areas, consanguinity and landless 

agriculture were also independently associated with the 

prevalence of serious mental retardation. 

In both rural and urban areas, independent risk factors for mild 

cognitive disabilities included maternal illiteracy, maternal 

history of pregnancy loss and small for gestational age at birth. 

Interventions are likely to have the greatest impact  on preventing 

cognitive disabilities among children include expansion of 

existing iodine supplementation, maternal  literacy, and poverty 

alleviation programs as well as prevention  of intracranial 

infections and their consequences. But effective prevention can 

only be achieved by good understanding of the factors 

responsible for the condition. Once the condition has appeared, 

secondary prevention can be employed to halt complications or 

worsening of the condition further.  

An extensive iodine deficiency disorders survey was 

conducted in Bangladesh in 1993 to assess the latest 

iodine nutritive status of the country. The clinical 

variables of the survey were goitre and cretinism, and the 

biochemical variable was urinary iodine. The total number 

of survey sites was 78 and the total number of respondents 

was 30,072. The prevalence of cretinism in the country is 

0.5% (hilly, 0.8%; flood-prone, 0.5%; and plains, 0.3%)7. 

Nilphamari district is one of the areas of river basins 

which experience heavy rains and annual flooding have a 

negative iodine balance.  The soil of these areas is 

dangerously depleted of iodine. Foods and livestock 

grown in these areas are naturally poor in iodine and 

people living in these areas and dependent on foods grown 

locally thus become the victims of iodine deficiency.  

Mentally retarded children are found all over the country. But 

some areas are more prone to develop mentally retarded children 

than the others. Nilphamari seems to be one such geographically 

disadvantaged area, for it is situated at the foot of Himalayan 

region. The reason might be iodine deficiency, maternal 

malnutrition (poverty with consequent low calorie intake 

resulting in low birth weight of babies) and inadequate provision 

to deal with obstructed labour (resulting in cerebral palsies). 

There might be many other reasons. The area is also a 

disadvantaged area in terms of education and economy. People’s 

perception of health and diseases are associated with prejudice.  

Materials and Methods: 

The methodology for this study includes empirical field 

observation and field level data collection through formal 

and in-formal interview process. The participatory 

techniques as well as in-depth interviews were arranged to 

get a greater depth of understanding about the prevalence 

of mentally retarded children in the study area. Moreover, 

relevant quantitative information was used for this study 

that was collected from different secondary sources. 

A total of three Upazila (i.e. Joldhaka, Nilphamari sadar and Domar 

Upazila) were selected for this study based on the magnitude of the 

mentally retarded in the Nilphamari district. In Jaldhaka Upazila, 

two villages Purbo Shimulbari and Pashcim Shimulbari from 

Mirganj Union and Purba Kathali and Pashcim Kathali from Kathali 

Union were selected. In Nilphamari sadar Upazila, two villages 

namely Arazi Manushmara and Kishmat Pochapukur from 

Panchopukur Union and Mukhdhon and Dogachi from Tupamari 

Union were selected. In Domar Upazila; Gongapara, Gosaigonj, 

Pashcim Boragari and Bagdobara villages were selected from 

Vogdabari and Boragari Union. All these villages were selected 

randomly. There are 10 Govt. Primary Schools and one Health 

Complex in the selected villages from Jaldhaka. Nilphamari Sadar 

Upazila covers one Union Health Centers, one General hospital, and 

seven private hospitals, but there is no health center in the selected 



 

 

 

 

 

RCMC Journal  Volume-2, No-2, July 2019 

 

38 
 

villages. Moreover, there are 16 primary school and two health 

centers in Domar Upazila.  
The sampling strategy was modeled after the Expanded 
Programme on Immunization cluster sampling method developed 
by the World Health Organization (WHO) for surveys in 
populations with no existing sampling frames (Lemeshow and 
Stroh, 1988), where a village was the cluster and all the 2-9 years 
children in a cluster were assessed for mental retardation. The 
selection of cluster was done using multistage simple random 
sampling procedure starting from selection of Upazilas to village 
(ultimate cluster). At first three Upazilas out of six Upazilas in 
Nilphamari District were selected using simple random sampling 
and from each of the three Upazilas two Unions were selected 
and then from each Union a minimum of two villages were 
selected. Thus a total of twelve villages (clusters) were selected. 
The sample size was determined using following formula option:  
n = (Z2  p  q)/d2, where 
Z = Standard normal deviate = 1.96 
p = Prevalence of mental retardation in 2-9 years children = 0.05  
q = (1 – p) = 0.95, and 
d = allowable error (here 10% of ‘p’)=0.005   
Assuming a 0.5% prevalence of mental retardation in 2-9 
years children the required sample size will be, n=(1.962  
0.05  0.95)/(0.005)2 =7299.  
But during the study period 585 respondents were 

selected. Of the 195 were mothers/fathers of mentally 

retarded children and 390 were mother’s normal children. 

Result: 

Socio-demographic Issues 

This study was conducted among 585 children (195 were 

mentally retarded children considered as the target population 

and 390 children were considered as the control group) in three 

Upazilas (Nilphamari sadar, Domar, and Jaldhaka) of Nilphamari 

District. The socio-demographic characteristics of the population 

are mainly the background issues in exploring the illness within 

disease of the mentally retarded children that is the core 

objective for this research. 

Demographic Characteristics 
Table I shows that the mean age and birth weight was 

significantly higher in case group compared to control group 

(6.63 ± 2.3 vs. 5.6 ± 2.3 years, p < 0.001; 2.6 ± 0.7 vs. 2.3±0.5 

kg, p<0.001). Male children were predominant in the both case 

and control group (63.1% vs. 100%, p < 0.001). About 40% of 

children’s father were farmer, 8.7% service holder, 12.3% 

businessman and 42.1% was involved in other diverse profession 

which in the control group were 64.6% 35.4% and 35.4% 

respectively. In the both groups majority of the respondents was 

Muslim (82.1% vs. 76.4%). Over half (54.4%) of children’s 

father in case group was illiterate, 38.5% can read and write and 

7.2% secondary level educated. In the control group, about 80% 

was illiterate, 17.7% can read and write and 2.3% are educated 

with Secondary School Certificate (SSC) examination. A large 

proportion of children’s father in the both groups had monthly 

income of about BDT 5000.00. 

Table I: Comparison of demographic characteristics between groups 

Demographic variables 
Group 

P value 
Case (n=195) Control (n=390) 

Age of target children* (yrs) 6.63 ± 2.3 5.6 ± 2.3 <0.001 
Birth weight (kg) 2.6 ± 0.7 2.3 ± 0.5 <0.001 
Sex of handicapped child:    
Male 123 (63.1%) 195 (100%) 

<0.001 
Female 72 (36.9%) 00 
Father occupation:     
Farmer 72 (36.9%) 126 (64.6%) 

<0.001 
Service 17 (8.7%) 69 (35.4%) 
Business 24 (12.3%) 00 
Other 82 (42.1%) 00 
Religion:    
Islam 160 (82.1%) 149 (76.4%) 

<0.001 Hindu 32 (16.4%) 00 
Others 3 (1.5%) 46 (23.5%) 
Education:    
Illiterate 106 (54.4%) 156 (80.0%) 

<0.001 Can read and write 75 (38.5%) 35 (17.7%) 
SSC 14 (7.2%) 5 (2.3%) 
Monthly family income (Taka):    
<5000 159 (81.5%) 124 (63.6%) 

<0.001 5001-10000 32 (16.4%) 61 (31.3%) 
>10000 4 (2.1%) 10 (5.1%) 
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Number of Children 

Approximately 46% of the respondents in case group had 

number of children between 1-2, 42.1% between3-4, 9.7% 

between 5-6 and 2.6% between 7-8. In the control group 

84.1% had children between 1-2, 13.6% between 3-4 and 

2.3% between 5-6. Asked about 2-9 years children in the 

family, about 80% of the respondents told 1-2 children, 

19.5% 3-4 and 1% 5 children which in the control group 

were 33.6%, 58.5% and 7.9% respectively.  Over 57% of 

the respondents in case group had 1-2 mentally retarded 

children and 42.9% between 3-5 children. While, in 

control group all of the respondents had 1-2 children  

Educational Status of Mentally Retarded Children 

Fifty six respondents answered this question.  Nearly 30% of 

the respondents informed their children used to go to school; 

of them, 28.6% to general school and the remaining 71.4% to 

specialized school. Only 14.4% of respondents reported that 

trained person took care of their children (Table II).  

Table II: Distribution by educational status of 

mentally retarded children 

Educational status Frequeny Percentage 

Go to school 56 28.7 

Type of school (n = 56)   

General 16 28.6 

Specialized school 40 71.4 

Trained person care child 28 14.4 

Facilities and information available: 

The survey area neither has any specialized schools, hospitals 

nor has specially trained teachers to deal with the mentally 

retarded children. None of the public or private organizations 

has any program to help these mentally handicapped children. 

There was no association of the parents of mentally 

handicapped children. Past survey data on mentally retarded 

children were also virtually absent (table III).   

Table III: Distribution of activities of mentally 

retarded children 

Facilities and information available Frequency 

Specialized school for mentally retarded children 00 

Specially trained teachers for mentally 

retarded children 

00 

Specialized hospital for mentally retarded children 00 

Park and recreation facilities with special 

corner for the mentally retarded 

00 

Natural open spaces for playing Plenty 

Number of organizations (public or private) 

assisting mentally retarded children  

00 

Illness and Issues: Mentally Retarded Children 

Behavioral Pattern of Target Children 

During our field visits, we considered target children with 

two age-groups: (a) less than six months; and (b) more than 

six months. In addition, we considered the response of 

parents and their siblings in identification of the situation of 

the targeted children. It was calculated that slightly over half 

(53.8 percent) of the targeted children were identified as 

having abnormal behavior at ≤6 months of age and 46.2 

percent were for the children who were more than six months 

of age. In case of parents, our fieldwork shows that nearly 55 

percent of the cases mothers first identified the abnormal 

behavior of their children, and in 38 percent cases, it was first 

identified by their siblings and in 7.2 percent cases fathers 

identified them first.  

Signs and Symptoms for Mentally Retarded Children  

There was a difficult situation when we started to identify the 

symptoms of mentally-retarded children. It was raised a number 

of issues whether the targeted children were similar to the 

characteristics of autism. Finally, one medical doctor specialized 

on this field confirmed us about the mentally retarded children 

from the autistic children. After that we started our fieldwork in 

order to identify the sign and symptoms of our targeted children. 

Table IV: Distribution of children by signs and 

symptoms (n=195) 

Signs & Symptoms Frequency Percentage 

Type of problem    

Mute  151 77.4 

Physically handicapped 26 13.3 

Mental handicapped 10 5.1 

Salivary problem 05 2.6 

Failed to straight neck 02 1.0 

Convulsion 01 0.5 

Pregnancy Profile 

Majority of the mothers stayed at their husbands’ house in 1 st 3 

months and last 3 months of pregnancy in the both case and 

control groups. About 58 percent of the mothers of mentally 

retarded children and 71.8 percent of the mothers of healthy 

children received antenatal care while they were pregnant. Of 

them, 70.7 percent of mothers in case group  and 69.6 percent in 

control group received ANC 3 or less than 3 times (p=0.781). 

Disease during Pregnancy: 

Table V: Comparison of diseases during pregnancy between groups 

Diseases during 

pregnancy 

Group 

p-value Case 

(n=195) 

Control 

(n=390) 

Anaemia 80 (41.0) 39 (20.0) 0.003 

Hypertension 6 (3.1) 00 - 

Diabetes 2 (1.0) 00 - 

Convulsion 20 (10.3) 00 - 

Trauma during pregnancy 3 (1.5) 00 - 
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Table VI: Comparison of history of past pregnancy 

between groups 

History of past 

pregnancy 

Group 

p-value Case 

(n=195) 

Control 

(n=390) 

Received treatment 

during pregnancy 

46(23.6) 10(4.9) <0.001 

X-ray done 6(3.1) 5(2.6) 0.720 

Place of delivery    

Home 163(83.6) 178(92.0) 0.012 

Health care center 13(6.7) 17(8.0)  

Hospital 19(9.7) 00  

Who delivered    

Relatives 13(6.7) 00  

Skilled Dai 39(20.0) 175(90.0) <0.001 

Unskilled Dai 143(73.3)   20(10.0)  

Mode of delivery    

Normal 186(95.4) 141(72.3) <0.001 

Forceps 5(2.6) 45(23.1)  

Scissors 4(2.0) 09(4.6)  

Duration labor (hrs)    

≤ 12 (normal) 141 (72.3) 180 (92.2) <0.001 

> 12 (prolonged) 35 (27.7) 15 (7.8)  

Birth Trauma during Delivery 

Nearly one-third (31.8 percent) of babies in case group 

received birth trauma during the birthing process 

compared to 2.3 percent of babies in control group (p = 

0.036). 

Treatment of Mentally Retarded Children 

In response to a question what treatment they sought for 

mentally retarded children, 28.2 percent told that they 

sought medical care, 16.4 percent received treatment in 

specialized hospital, 14 percent tried homeopathy, 37.4 

percent took treatment from Kabiraj and 4.2 percent 

received traditional treatment (Figure 6).  

 
Figure 1: Distribution of mentally children by pattern 

treatment received 

Activities of Mentally Retarded Children 

Nearly two-third (65.6%) of the mothers of mentally 

retarded children informed that their children could eat 

and have meal themselves, 43.6% could respond to natural 

call, 36.4% put on and put off dresses, 6.7% used to 

behave normally with their relations, 16.4% played with 

friends and 6.7% quarreled frequently with other inmates 

(Table VII). 

Table VII: Distribution of activities of mentally 

retarded children 

Activities Frequency Percentage 

Eat and meal themselves 128 65.6 

Respond to natural call 85 43.6 

Put on and put off dress 71 36.4 

Behave normally with relations 13 6.7 

Play with friends 32 16.4 

Quarrel frequently with other 

inmates 
19 6.7 

Discussion: 

The present paper attempts to find the prevalence of 

mentally retarded children and the problems faced by 

them in a defined geographic area (Nilphamari). The soil 

of which is supposed to be deficient in iodine and iodine 

deficiency is a known risk factor for mental retardation. 

The study also aimed at finding the existing facilities and 

scope for making them capable and skilled enough to lead 

a productive life. In the present study, the mean age of 

mentally retarded children was 6.6 years. Males were 

observed to be predominant. The mean birth weight of the 

baby was 2.6 kg indicating that low-birth weight was not a 

predisposing factor for mental retardation. However, 

parents’ illiteracy was highly prevalent among the 

surveyed children and poverty was evident among them 

(monthly income below Taka 5000). Cooney et al. (2006) 

reported a male predominance in his study (61%) and 

approximately 60.0% of children were between 5 and 10 

years which is similar to the findings of the present study8.  

Seiquira et al (1990) found that more than 50% of 

mentally retarded children were the victims of severe 

financial burden9. Ramaswamy (1995) reported that 61% 

of parents studied by them had financial constraints10. 

Many earlier studies on mentally retarded children also 

have reported financial hardship. The reasons of financial 

hardship in the present study area seem to be limited scope 

of work and low daily wages. The additional expenditure 

involved in caring for the mentally retarded children 

aggravates the hardship further. Besides, the parents 

themselves have to spend extra time in caring severely 

retarded children thereby reducing the time for income 

(McAndrew, 1976) 11. 
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A sizable proportion of respondents had more than one 

mentally retarded child indicating a genetic predisposition. 

Approximately 58% of the mothers of mentally 

handicapped children received antenatal care while they 

were pregnant. A substantial proportion of mothers 

suffered from anaemia during pregnancy followed by 

convulsion (10.3%). Receiving treatment for the diseases 

they encountered during pregnancy was much less 

(23.6%). Although it is known that X-ray exposure during 

pregnancy may cause radiation hazards, 3.1% of them had 

such exposure. All these might have contributed to mental 

retardation.  

Educational intervention particularly designed to reduce 

the incidence of mental retardation in regions 

geographically prone to it should, therefore, be 

incorporated into antenatal care programme. A greater 

proportion of mothers of mentally retarded children were 

delivered by unskilled dai compared to those who did not 

have mentally retarded children (73.3% vs. 10%). This 

raises suspicion that they might have caused the birth 

trauma in majority of cases who received it.  The 

incidence of prolonged labour was much higher in the case 

group than that in the control which may have led to birth 

asphyxia and in severe cases to cerebral palsy.  

Early identification and proper treatment go a long way in 

better intellectual development and acquisition of the skill 

of the handicapped children. In our study nearly half 

(46.2%) of the children was identified late. So all mothers 

must have basic idea as to how to identify a mentally 

handicapped child. Muteness (speechlessness) was the 

predominant sign by which the mothers identified their 

handicapped children and nearly 65% of the mothers first 

sought medical help for this problem. About two-third 

(65.6%) of respondents informed that their handicapped 

children could eat and have meal themselves, 43.6% could 

respond to natural call and 36.4% put on and put off dress. 

These are good signs that despite being handicapped, most 

of the children could take care of themselves; but there is 

scope to make further improvement by training the 

mothers of the handicapped children as how to take care 

of their children. Meyer (1988) is of the opinion that 

recognizing abnormal behavioral signs in children helps 

initiate early intervention. Problematic symptoms and 

behaviors worsen if left untreated. Intervention in children 

with abnormal behavioral patterns helps build confidence 

and self-esteem and improves social interactions and 

academic success.  

Behavior is a tool of communication that children use 

when they don't have the words to express themselves to 

others. Helmstetter (1994) noted that abnormal behavior in 

children is considered as any types of behavior that 

interferes with daily functioning. Abnormal behavior can 

be symptoms of anxiety, depression, eating disorders, 

extreme defiance, rage or physical aggression to self or 

others12.  

It is important to pay attention to sudden changes in 

behavior that are outside the normal developmental 

milestones based on the age of the child. Kishi and Meyer 

(1994) reported that fighting, bullying, threatening or 

intimidating others are forms of aggression that signal 

problems. Cruelty toward animals or people, vandalism 

and setting fires are all abnormal behaviors that are signs 

for alarm in children. Any indications of self-harm 

behavior, such as cutting on arms or legs is also 

considered abnormal. These behaviors can include suicidal 

or homicidal thoughts and actions or attempts. Refusing to 

eat, wetting or soiling oneself on a daily basis are warning 

signs and should be acknowledged13.      

Barr et al. (1999) evaluated the level of mental retardation 

of the child. This may require the services of health care 

professionals, including psychiatrists, developmental 

therapists, speech therapists and others. Once an 

examination has been completed, a plan to educate the 

child can be developed. Address the psychological issues 

before placing the child in a classroom. Many high-

functioning children with mild mental retardation may be 

hampered by feelings of inferiority and depression14. It's 

important to understand how the child feels about her 

condition, which may affect social interaction and the 

willingness to learn. It should be determined whether a 

child can be placed into a mainstream student population 

or needs a special school.15 

While a program of mainstreaming or full inclusion may 

challenge a mentally retarded child to succeed, don't 

overtax his abilities, especially if he has physical 

limitations. Develop a continuing set of goals. As the child 

grows older and progresses, thought should be given to 

vocational courses that can teach occupational skills. 

Success in educating mentally retarded children can be 

measured by their ability to live and work independently 

when they become adults. In our study, nearly 30% of the 

respondents told that their children go to school. Of them, 

28.6% go to general school and the remaining 71.4% 

specialized school. Specialized school is necessary for 

severely handicapped children, but mildly handicapped 

ones could be placed in general school. The intensity level 

of various psychosocial problems faced by the parents of 

mentally retarded children has direct linkages with the 

level of retardation of their children. So early 

identification and prompt treatment remains the mainstay 

in managing mentally retarded children. 

http://www.livestrong.com/article/13925-self-esteem/
http://www.ehow.com/health/
http://www.ehow.com/education/
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Number of primary schools in a Union of Northern 

Bangladesh are adequate and they are located as similar as 

Central Business District. The schools are not far from the 

residences of surveyed children (average 2 Km). One of 

the school at the center can be selected as a model school 

and all the social facilities for the MR children including 

education and health care will be available there. In this 

case, Upazila Health Complex will provide necessary 

health support at least once in a week. MR children from 

adjacent will also come to this model school and enjoy all 

the available facilities. The schools did not have trained 

teachers to impart education to the MR children.  

Government legislation emphasizes that mentally retarded 

children will have equal rights to be admitted in the 

general school. But only ensuring the right will not solve 

the problem of MR children. Mentally retarded children 

require education different from those for general 

children. They also be taught by specially trained teachers 

who are aware of their problems and aptitude of learning. 

So admission could be ensured for the mentally retarded 

children only after posting trained teachers for handling 

their problems and establishing good monitoring system 

for their care. Moreover, by increasing health centers, 

pregnant mothers can get antenatal check up and nutrition 

advices. Ensuring supplementation of iodized salt during 

pregnancy and other factors that are known to be 

associated with mental retardation, the incidence mental 

retardation in newborn can be reduced. The traditional 

birth attendants could be trained to reduce the incidence of 

birth injury and referring the risk pregnancies. In addition 

the trained teachers, other school staff and guardians of 

MR children will also acquire training, so that they can 

play a part how to deal with the MR children. Also these 

MR children along with other children will participate in 

all the social festivals which help the children in 

improving their social and mental outlook. Taking all 

these measures in a concerted way, hopefully, will 

improve condition of MR children and reduce the 

incidence of mental retardation in the long run. 

Conclusion: 

From the findings of the study and discussion thereof, it 

can be concluded that mentally retarded children are 

predominantly male and mostly belonged to poor illiterate 

family. Nearly half of the mentally retarded children in 

rural area are identified late which is a cause concern. 

About two-third of the children can eat themselves and 

around 40% can respond to natural call and put-off and 

put-on dresses. Care of pregnant mothers during antenatal 

and natal period will help reducing the incidence of 

mentally retarded children by avoiding birth trauma and 

reducing the incidence of prolonged labour. Finally a 

concerted effort is needed to reduce the incidence and 

improve the condition of mentally retarded children in the 

community and reduce the incidence of mental retardation 

in the long run. Of them specially designed educational 

programme during antenatal period seems to be highly 

important so that they can identify handicapped children at 

the earliest possible and do the needful. 

Given the problems faced by the mentally retarded 

children in the surveyed community, it is of utmost 

importance to ensure social facilities like specialized 

schools for mentally retarded and handicapped children 

run by specially trained teachers. So long such schools 

have not been established; at least a special teacher can be 

employed to each Govt. Primary School so that they can 

deal with those children efficiently. 
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Death From Concealed Punctured 

Wound in Adult 
*Rahman SM1 

 
Abstract: 

Death from concealed punctured wound in new born and infant is not uncommon. But in case of adult, death due to 

concealed punctured wound is rare. Here we present a case report of death from a concealed punctured wound in adult. 

Conclusion: In this case report death was due to shock and hemorrhage in the pleural cavity due to the mentioned 

injury, which was antemortem and homicidal in nature. 

Recommendation: Meticulous external examination is necessary to find out the accurate findings in autopsy. 

Key words: Concealed, Punctured wound, Autopsy, Deceased, Mortuary. 

 

Introduction:  

Puncture wounds, particularly to the plantar surface of the 

foot, are common and occur in all age groups.1 These 

wounds are produced by sharp or blunt instrument being 

driven through the skin into the deeper structures. The 

instruments usually used are knives, dragger, stickles, 

pins, needles and scissors.2 Concealed punctured wounds 

are the wounds caused on concealed parts of the body, in 

order to cause undetectable injury to the vital organ of the 

body. Usual sites are – the fontanelle of a newborn to kill 

it by injuring the brain, nape of the neck to injure the base 

of the brain, axilla and under the fold of the female breast 

to injure the lungs and heart. Other sites are nostrils, 

fornix of the upper eye lids, soft palate, vagina, rectum, 

etc.  Fatal penetrating injuries can be caused without 

leaving any readily visible external marks. These injuries 

may not be detected unless carefully.  Though punctured 

wound can be accidental, suicidal and honmicidal, 

concealed punctured wound are always homicidal in 

nature.3 

Concealed punctured wound is common in children and 

rare in case of adult. In this case report we are going to 

present a case of death from concealed punctured wound 

in adult, from Rangpur Kotowali thana UD case no 254, 

dated 17.10.2011. Deceased was Md. Ashadul Islam 40 

years, son of late Moslem Uddin, Village – Bellugati 

(Mozid Para), PS- Kotowali, District- Rangpur. 

Case history 

On 18.10.2011 at 11.30 AM a dead body was brought to 

the Rangpur Medical College morgue to do autopsy by 

investigating police officer SI Md. Kobirul Islam (with 
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Constable no-398, Sri Ananta Kumar). The investigating 

officer stated in inquest report that he collected the dead 

body from Bellughati (mirazipara) of Rangpur sadar, in 

front of the house of Sahar Ali, the body of the deceased 

was found by the side of the road and the dead body was 

identified by Sahar Ali.  He noted that the deceased 

worned half armed shirt and the left side of the shirt were 

teared. He found no exrternal injury or abnormality on the 

body. He came to know from present public that the 

deceased was quarreled with Mr. Kasiruddin and his wife, 

during that time the deceased suddenly fall down to the 

ground and expired. So, IO send the dead body to the 

Forensic medicine department of Rangpur Medical 

College for post mortem examination to find out the exact 

cause of death. 

PM examination was done on 18.10.2011 at 11.30 AM. 

General findings-Rigor mortis was present, mouth-closed, 

eyes open and there was no mark of injury in the body.  

Internal findings-after opening of the thoracic cavity, 

clotted blood was present inn left sided chest cavity and 

injury was present in ascending aorta. Other thoracic 

organs were congested. Brain and abdominal organs were 

healthy. After getting the findings of thoracic cavity, we 

extensively search the body particularly chest for any 

mark of injury. Finally we found a small penetrating 

injury on the upper part of the left axilla, about 4 inches 

depth and directed medially, the investigating officer 

missed the injury in inquest report. Then was called to 

confirm the injury and correct the inquest report.  After 

postmortem examination the autopsy surgeon commented 

that death was due to shock and hemorrhage in the pleural 

cavity due to the mentioned injury, which was antemortem 

and homicidal in nature. 
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Discussion: 

There are very few case reports of death from concealed 

punctured wound in adult.  Concealed punctured wound 

may be suicidal, accidental and homicidal. Suicidal 

concealed punctured wound are on accessible parts, 

commonly in heart region, rare in abdomen. Usually 

single but two may be present, one approximation to other. 

Homicidal concealed punctured wound may be in any 

parts of the body, but commonly in heart and neck region 

to attack the heart and brain.2 In this case report we have 

found the wound in upper part of the left axilla, that 

injured the aorta. So the site of concealed punctured 

wound is similar to that of the previous report. Causes of 

death in punctured wound are injury to vital organs like 

brain, heart, liver, kidney, lungs etc; intracranial 

haemorrhage causing cerebral compression; cardiac 

tamponade due to accumulation of blood in pericardial 

sac; haemothorax, pneumothorax, pyothorax; 

haemorrhage leading to shock; choking due to occupation 

of larynx and trachea by blood, in case of injury to neck-

vessels and larynx or trachea; vagal shock due to injury to 

larynx, urinary bladder, diaphragm; air and fat embolism; 

infection, abscess, septocaemia, peritonititis; 

diaphragmatic hernia, duodenal fistula leading to 

pancreatitis etc.4 In our case the death probably occurred 

due to hamemorrhagic and neurogenic  shock. Injury to 

the aorta and presence of clotted blood in left sided pleural 

cavity indicate hemorrhage and sudden death can be 

explained by neurogenic shock. 

External hemorrhage is not necessary a criterion for the 

danger to life. There may be very little external 

hemorrhage and yet profuse haemorrhage may take place 

internally owing to some vital organ having been 

penetrated, the signs of which may be delayed.5 in this 

case there was no obvious external marks of 

injury/haemorrhage, which was easily missed by the 

investigating officer and by the autopsy surgeon at first 

sight. Puncture wound in hairy areas (scalp and/or pubes) 

can be located by visual and palpable search. Among other 

sites not anticipated as the point of occurrence of puncture 

wounds are the ears, nostrils, medial canthus of eyes, 

frontanelles in newborn, nape of the neck, axilla, under 

fold of female breast, vagina, rectum etc. Extreme 

difficulty may be faced in locating wounds at this site. The 

agent/instrument used in such case may be small in cross 

section, like knitting needle, safety pin etc.6 In this case 

site of the punctured wound was not visible on external 

examination, even there were no marks of bleeding, and 

the puncture site was detected only after internal 

examination by searching the internal injuries. As the 

puncture site was on the left side, probably the victim and 

assailant was infront of each other. (The two persons were 

quarrelling with each other).  The instrument used in this 

injury was a knitting needle. So there was no obvious 

external mark of injury and bleeding. The investigating 

officer mentioned tearing of the shirt; this may be a guide 

to search the mark of injury which was missed by the IO 

and autopsy surgeon. So, proper examination of the cloths 

is necessary before examinating the dead body. 

Conclusion: 

In this case report death was due to shock and hemorrhage 

in the pleural cavity due to the mentioned injury, which 

was antemortem and homicidal in nature. 

Recommendation: 

Meticulous external examination is necessary to find out 

the accurate findings in autopsy. 
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Case Report on Takayasu's Arteritis: 

A Rare Form of Vasculitis 
*Akhiruzzaman1, Kabir MA2, Morshed MS3, Islam TB4 

 

Abstract: 

This is a case of Takayasu's arteritis admitted in the hospital with fever, weakness in left hand, pain over back of the 

chest, dizziness and vomiting for several times. All pulses were absent in left hand and bruit was present over both right 

and left carotid artery & over left subclavian artery. ESR was raised but CRP (C-Reactive Protein) was negative. 

Patient was anaemic but other systematic examinations revealed normal findings. Treatment was started with tab. 

Prednisolone (20mg) and tab. Methotrexate (10 mg) along with other drugs. Patient’s condition was improving and she 

was kept in close observation for next few months. 

Key words: Takayasu's arteritis, Vasculitis, Rare vascular disease. 
 

Introduction: 

Takayasu's or pulseless disease is a form of large vessel 

granulomatous vasculitis with massive intimal fibrosis and 

vascular narrowing.1 Takayasu’s Arteritis(TA) has been 

recognized worldwide and overall incidence has been 

estimated to be 2/1,000,000 per year.2 Though anyone can 

be affected but most commonly young or middle-age 

women are affected in Asian subcontinent.3 Females are 

about 8–9 times more likely to be affected than males.4 

It mainly affects the aorta and its branches, as well as the 

pulmonary arteries. Due to obstruction of the main 

branches of the aorta, including the left common carotid 

artery, the brachiocephalic artery, and the left subclavian 

artery, Takayasu's arteritis can present as pulseless upper 

extremities.1 Although the cause of Takayasu arteritis is 

unknown, the condition is characterized by segmental and 

patchy granulomatous inflammation of the aorta and its 

major derivative branches. This inflammation leads to 

arterial stenosis, thrombosis, and aneurysms.5 The genetic 

contribution to the pathogenesis of Takayasu's arteritis is 

supported by the genetic association with HLA-B∗52. A 

2013 large collaborative study uncovered multiple 

additional susceptibility loci for this disease, increasing its 

number of genetic loci to five risk loci across the genome.6  

Some people develop an initial "inflammatory phase" 

characterized by systemic illness with signs and symptoms 

of malaise, fever, night sweats, weight loss, joint pain, 

fatigue, and fainting. Fainting may result from subclavian  
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steal syndrome or carotid sinus hypersensitivity. There is 

also often anemia and marked elevation of the ESR and C-

reactive protein.7 

Case History 

This 21 years old normotensive, non diabetic, non smoker 

female, hailing from Faridpur and got admitted with low 

grade intermittent fever for one and half month without 

chill and rigor, significant weight loss, claudication pain in 

left hand while raising above head which subsides after 

taking it down. For last one month non-radiating pain in 

back of the chest and neck was felt which was aggravating 

by flexion of neck. Patient also has dizziness for last 15 

days associated with felling of darkness while rising from 

supine to sitting position.Patient swas severely anaemic, 

pulse was absent in left hand as well as blood pressure was 

not recordable in same arm. Bruit was present over both 

right and left carotid artery and over left subclavian artery. 

Other systematic examinations revealed normal findings 

Investigations and Findings 

Following investigations were done and findings were as 

follows: 

 Complete blood count with ESR: 

Hb% 8.1g/L 

ESR 85 mm in 1st hour 

RBC 4.42 milions/mm3 of blood 

Neutrophils 69% 

 ECG: Normal finding 

 Colour doppler study of arch of aorta: Stenosis at origin 

of right common carotid artery (RCCA), left common 

carotid artery (LCCA) and left subclavian arteries 

(Figure-1) 

 Montoux test: Negative 

 X-ray cervical spine (lateral view): No abnormality found 

 Chest X ray P/A view: No abnormality found 

 CRP: Negative 
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Figure1: Stenosis at origin of RCCA, LCCA and left 

subclavian arteries 
 

Treatment 

 Bed rest 

 TAB. PREDNISOLONE (20mg) twice daily for one 

month, then once daily for 7 days, then half tablet for 

7days 

 TAB. METHOTREXATE (10 mg) one tablet weekly 

 TAB. FOLINIC ACID1 tablet weekly (day after taking 

methotrexate) 

 Physiotherapy 

Follow-up 

After discharge from hospital patient came for regular 

follow-up and condition was improving day by day. 

Discussion: 

Takayasu’s arteritis is a rare disease all over the world as 

well as in Bangladesh. According to distribution of the 

sex, female are most commonly affected in this disease 

and this patient is also a female around 18years of old.3 

The common features of this disease is fever, weakness of 

the hand, pain and dizziness all of which are present in 

this case.5 Normally CRP is increased in TA patients but 

in this case it was negative. Treatment with prednisone in 

the initial dose of 60 mg/day (1.3 mg/kg) was introduced 

together with given orally methotrexate in a dose of 20 

mg/m2/week and this patient also treated by same drugs 

but dose was different due to patient factors.5 

Conclusion: 

Takayasu’s arteritis is not commonly occurring disease but 

if we fail to early diagnosis and proper treatment it may be 

life threatening. Discussing with common features and its 

management may help to other health professionals to be 

aware about this vascular disease. 
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