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EditorialEditorialEditorialEditorialEditorial

The Growth of the Human Foetus as Seen in a Tertiary Care Government

Hospital in Kolkata

In Kolkata, a total of 1396 foetuses were studied during the period 1964–2007 in SSKM Hospital under the

overall guidance of Professor KL Mukherjee. Besides studying the anthropometry, attempts were made to study the

histological structure and some of the characteristic biochemical functions of individual organs of the foetuses. The

following organs were specially studied: Liver, lungs, brain, intestine, kidneys, gonads, thymus, adrenal cortex and skeletal

muscle. Since our limitations for the hysterotomy extended up to 20 weeks only, most of our studies were limited to that

period of intra-uterine life. The gestation periods were calculated from the last menstrual period. Only a few foetuses of

older periods were available for studies; all of them were stillborns.

 In the present study, all the mothers were all normally nourished women and did not have any sign of undernutrition.

It is presumed that all the foetuses were fully nourished for their periods of gestation. None of the mothers had anomalies

of the placenta. The idea behind the study is to understand the growth of the individual foetus along with its development

and maturation of all the organs. Growth implies both cell multiplication and accumulation of both intra- and extracellular

material. It seldom involves just cell multiplication and matrix secretion, but simultaneously it causes cell differentiation,

pattern formation, and changes in form. In the case of normal development, a great range of functions is simultaneously

orchestrated to produce a harmonious pattern which is characteristic of normal development. The growth and maturation

of an organ at the cellular level comprises four stages viz, (1) proliferation, (2) migration, (3) differentiation, and (4)

death.

From fertilisation, the embryogenesis period continues up to the 10th week of gestation. The foetal period begins

at the end of the 10th week of gestation (8th week of development). Since the precursors of all the major organs are

created by this time, the foetal period is described both by organ and by a list of changes by weeks of gestational age.

Because the precursors of the organs are formed, the foetus is also not as sensitive to damage from environmental

exposure as the embryo. Instead, toxic exposures often cause physiological abnormalities or minor congenital malformation.

There is much variation in the growth of the foetus. When foetal size is less than expected, that condition is known

as intra-uterine growth restriction (IUGR), also called foetal growth restriction (FGR). Factors affecting foetal growth

can be maternal, placental, or foetal. Maternal factors include maternal weight, body mass index, nutritional state, emotional

stress, toxin exposure (including tobacco, alcohol, heroin, and other drugs which can also harm the foetus in other ways),

and uterine blood flow. Placental factors include size, microstructure (densities and architecture), umbilical blood flow,

transporters and binding proteins, nutrient utilisation, and nutrient production. Foetal factors include the foetus genome,

nutrient production, and hormone output.

Also, female foetuses tend to weigh less than males at full term. Foetal growth is often classified as follows: Small

for gestational age (SGA), appropriate for gestational age (AGA), and large for gestational age (LGA). SGA can result

in low birth weight, although premature birth can also result in low birth weight. Low birth weight increases risk for

perinatal mortality (death shortly after birth), asphyxia, hypothermia, polycythaemia, hypocalcaemia, immune dysfunction,

neurologic abnormalities, and other long-term health problems. SGA may be associated with growth delay, or it may
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instead be associated with absolute stunting of growth.

Research studies on the growth and development of the human foetus, an area of study, that has important implications

for the development of a human being, and possible diseases that the adult human may face later in life due to problems

suffered in utero, are few. This is understandable because while studies on animal models are easier to conduct with

fewer ethical restrictions, research on human foetuses carries with it inherent difficulties and complications. However,

with the development of new technologies, imaging and other ways, monitoring of growth has become easier and safer.

Further, medical termination of pregnancy for different purposes and reasons are permitted in several countries, providing

the opportunity for study and research after obtaining informed consent from all concerned.

Niranjan Bhattacharya

DSc (Med Sci), MD (Obstet Gynaecol), MS (Gen Surg),

FSOG (Canada), FICS, FACS (USA), Editor, Medical Glory,

Kolkata 700106, Head of the Department and Dr Subhas

Mukherjee Chair Professor, Department of Regenerative

Medicine and Translational Science and Director

General of the Public Cord Blood Bank and

Convenor, Dr BC Roy Biorepository,

Calcutta School of Tropical Medicine,

Kolkata 700073
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Study of Prevalence of Urinary Tract Infections in Antenatal Mothers

and Its Foetomaternal Outcome with a Special Reference to

Asymptomatic Bacteriuria

Sambit Kar1, Avishek Bhadra2, Mantu Lal Maiti3, Shabnam Banu4, Debjani Bhadra5, Manash Sarkar6

Key words: Urinary tract infection, bacteriuria, asymptomatic bacteriuria, antenatal mother, foetomaternal outcome.

Introduction:

Since most of the women population of India belong

to low socio-economic group and cannot afford proper

nutrition, they are more prone to develop different types of

infections. Urinary tract infection (UTI) in the form of
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Abstract:

The objective of this study is to find out the incidence and prevalence of different types of urinary tract

infection eg, asymptomatic bacteriuria, cystitis and pyelonephritis, in different trimesters of pregnancy, the most

common causative organisms responsible and to see the foetomaternal outcome with subsequent follow-up postnatally.

The study population of this prospective observational study for one year included 286 patients who attended the

antenatal OPD in the department of gynaecology and obstetrics in a tertiary care teaching hospital in eastern India.

Inclusion criteria were antenatal mothers visiting the OPD for check-up and patients who were presumed to have

spontaneous termination of pregnancy before viability due to reasons other than urinary tract infection were excluded.

Out of 286 patients, urinary tract infection was present in 48 women (16.78%) and amongst them symptomatic

bacteriuria was found in 13 patients (4.54%) and asymptomatic bacteriuria in 35 patients (12.24%). Bacteriuria

was more commonly found during the 2nd trimester of pregnancy. Escherichia coli was the most common offending

organism (66.67%). The incidence of preterm labour and preterm premature rupture of membranes was higher

both in asymptomatic (17.14%) and symptomatic (23.07%) patients and the incidence of pre-eclampsia was found

to be much higher (10.41%). Puerperal pyrexia was found almost double in bacteriuric patients. Large majority of

the urinary tract infection in pregnancy do not present with any obvious symptoms of urinary tract infection known

as asymptomatic bacteriuria in pregnancy. Hence it is very important to investigate the pregnant mothers for presence

of any significant bacteriuria not only in the symptomatic patients but also in the asymptomatic pregnant mothers.

Accepted March 22, 2016
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bacteriuria is one of them and is very common, not only

during non-pregnant state, but more so during pregnancy.

Among infective disorders, its incidence is second only to

respiratory tract infection in pregnancy1.  Studies also

revealed that its incidence is higher in developing countries

than in the developed ones.

Both symptomatic and asymptomatic bacteriuria has

been described producing many adverse effects on the

pregnancy and the foetus. Kass2 introduced the concept of

asymptomatic significant bacteriuria (105 organisms per ml

of urine) to aid in the diagnosis of urinary tract infections

stating that the number was reliable evidence of bacteria

multiplying in the urine and thus helping to distinguish infection

from contamination. The study of bacteriuria especially

asymptomatic bacteriuria in pregnant women is very

important because of the divergence of opinion that exists

regarding its incidence and some of the alleged adverse

effects like prematurity, intra-uterine growth restriction

(IUGR), pre-eclampsia, hypertension, anaemia, puerperal

pyrexia, low birth weight babies, etc3. Also patients with

UTI can suffer from pyrexia which might lead to foetal loss

and abortion. Incidence of UTI, as reported by various

researchers, have varied widely from 6% by Kincaid-Smith

et al4 to 15% by Dey et al5.

This study aims at to find out the incidence and

prevalence of different types of UTI eg, asymptomatic

bacteriuria, cystitis and pyelonephritis, in different trimesters

of pregnancy, the most common causative organisms

responsible and their antibiotic susceptibility and to see

foetomaternal outcome with subsequent follow-up

postnatally.

Materials and Methods:

The study population of this prospective observational

study was 286 patients who attended the antenatal

outpatient department (OPD) in the department of

gynaecology and obstetrics in a tertiary care teaching

hospital in eastern India. The study period was one year

(2012 – 2013) and the patients were followed up through

their pregnancy and puerperium after taking informed

consent. Inclusion criteria were antenatal mothers visiting

the antenatal OPD for check-up and patients who were

presumed to have spontaneous termination of pregnancy

before viability due to reasons other than UTI were

excluded. Patient evaluation was done according to

designed proforma that includes demographic, obstetric and

medical history and relevant clinical findings. Patients were

screened for UTI once in each trimester.

After precise history taking, all routine examinations

were done for the antenatal mothers with special reference

to urine for routine examination (RE), microscopic

examination (ME) and culture sensitivity (CS). In indicated

cases blood for total and differential leucocytic count (TLC/

DLC), was done and urea, creatinine levels were measured

according to necessity. Ultrasonography (USG) for

foetoplacental profile and kidney ureter bladder (KUB)

region was done to exclude any renal pathology. In diseased

patients, clinical examination for early detection of placental

insufficiency, IUGR, pre-eclampsia, preterm labour and

anaemia was carried out.

The procedure of collecting mid-stream urine after

discarding the initial urinary stream and also the end-stream

in the toilet was explained to the women.  After preliminary

cleansing of the vulva with sterile saline, a clean catch

midstream urine specimen was collected in a sterile test

tube. This procedure was done under direct supervision of

the staff nurse of the maternity OPD. The urine sample was

divided into two parts – one part for RE including physical,

chemical and microscopic examination and the remaining

part for the bacteriological study.  As soon as possible (within

30 minutes) the urine samples were sent for microbiology

and biochemistry laboratory examination. In cases of

unavoidable delay, the urine sample was refrigerated at 4°C

immediately until it could be examined.

The culture positive patients were treated with suitable

antibiotics and ultrasonographic scan of their kidney, ureter,

bladder was done to detect any abnormality of the urinary

system. Analysis of data using standard statistical methods

was done and no financial funding was needed for the study

as all the investigations were free of cost in the hospital.

Results:

It is seen that out of a total 286 patients, UTI was

present in 48 women (16.78%) (Fig1). Amongst them

symptomatic bacteriuria was found in 13 patients (4.54%)

and asymptomatic bacteriuria was found in 35 patients

STUDY OF PREVALENCE OF URINARY TRACT INFECTIONS IN ANTENATAL MOTHERS - KAR ET AL      9



Table 1 – Distribution of Bacteriuric Cases in

Various Trimesters of Pregnancy (n=48)

Fig  1 – Showing Non-bacteriuric and Bacteriuric

Patients

(12.24%) (Fig2).

It was evident that UTI was slightly more common in

24-29 years of age group, but no definite correlation of

Fig  2 – Showing Symptomatic and Asymptomatic

Bacteriuric Cases

(12.21%). By applying Fisher’s exact test the p-value found

was 0.0149, which was considered significant. It was also

evident that bacteriuria (both symptomatic and

asymptomatic) was more commonly found among the

lower socio-economic group of patients probably due to

lack of maintenance of proper hygiene. When Fisher’s exact

test was applied between the low and high socio-economic

status group, p-value was found to be 0.048 which was

also significant.

It is seen that bacteriuria was more commonly found

during the 2nd trimester of pregnancy followed by the 1st

and 3rd trimester of pregnancy (Table 1). It was also seen

that bacteriuria was more common in patients having

previous history of UTI. Table 2 shows that Escherichia

coli was the most common offending organism (66.67%)

causing UTI in pregnancy followed by klebsiella (18.75%),

Staphylococcus aureus (6.25%) and others.

Table 3 and Fig 3 showed the antibiotic sensitivity

of different micro-organisms. By using Kirby-Bauer’s

bacteriuria could be found according to age group. However

the incidence of UTI in multiparous women was 23.68%

which is almost double than that of the nulliparous women

Trimester of 

pregnancy 

No of 

bacteriuric 

cases (%)  
1st 16 (33.33%) 

2nd 22 (45.83%) 

3rd 10 (20.84%) 

 

Causative 

organisms 

No of cases 

(%) 

Escherichia coli 32 (66.67%) 

Klebsiella sp 9 (18.75%) 

Staphylococcus 

aureus 

3 (6.25%) 

Pseudomonus 

aeruginosa 

2 (4.17%) 

Enterobacter sp 1 (2.08%) 

Proteus sp 1 (2.08%) 

 

Table 2 – Distribution of Cases according to

Causative Organisms (n=48)

10    MEDICAL GLORY, VOL 2, ISSUE NO 1, JANUARY-MARCH, 2018



Table  3 – Distribution of Antibiotics Sensitivity

Cases (n=48)

method of antibiogram most of the organisms were found

to be sensitive to nitrofurantoin which was used to treat the

bacteriuria in pregnancy. This is followed by

The right side was seen more commonly affected than the

left side. It was seen that 8.57% of asymptomatic

bacteriuric patients and 15.38% of symptomatic

bacteriuric patients developed acute pyelonephritis

whereas no mothers without bacteriuria had developed

this. Puerperal pyrexia was found almost double in

bacteriuric patients than the non-bacteriuric control

patients. Perinatal mortality was found slightly higher in

bacteriuric patients but was not statistically significant.

Most of them were due to PPROM and preterm labour

resulting in premature babies who died due to respiratory

distress syndrome and septicaemia.

Discussion:

In the present study, 286 pregnant mothers were

screened for bacteriuria. Forty-eight mothers were found

to have UTI, amongst them 13 were symptomatic and 35

were asymptomatic bacteriurics. Thus, the incidence of

bacteriuria during pregnancy was found to be 16.78% and

of these bacteriuric mothers 4.54% were symptomatic and

12.23% were asymptomatic. Incidence of UTI as found

by different authors have varied widely.  Researchers of

developed countries have found a lower incidence of UTI

than their counterparts in developing countries (Table 4)3-11.

Most of the authors found no relation of bacteriuria

with age. While some authors found no relation with parity,

Turpin et al10, Obirikorang et al12 found increased incidence

of developing UTI with increasing parity. McFayden et al13

found no relation between parity and bacteriuria during

pregnancy. Kehinde et al11 and Obirikorang et al12 also

found majority of significant bacteriuria was detected in

second trimester but Turpin et al10 and Nicolle14

contradicted this whereby they found the incidence was

maximum in 1st trimester. Dey et al5 opined that incidence

of bacteriuria was higher in their study because women

they screened came from a lower socio-economic status

and were more prone to develop bacteriuria. McFayden

et al13 said that bacteriuria was more frequent in socio-

economically backward women. Almost all the authors

found E coli as the commonest causative organisms for

UTI in pregnancy. Most of the organisms were sensitive

to gentamicin (93.75%), ciprofloxacin (91.67%) and

nitrofurantoin (85.41%). As the first two drugs cannot be

Antibiotics  No of 

cases (%) 
Nitrofurantoin  41(85.41%) 

Amoxicillin + clavulanate 28 (58.33%) 

Cefuroxime  22 (45.83%) 

Cephalexin  19 (39.58%) 

Cotrimoxazole  17(35.41%) 

Ampicillin  15(31.25%) 

Erythromycin  15(31.25%) 

Gentamicin  45(93.75%) 

Ciprofloxacin  44(91.67%) 
 

amoxicillin+clavulanate and cefuroxime. But amoxicillin

or  ampicillin alone was found to be resistant in most

cases. Though gentamicin and ciprofloxacin was found

to be very sensitive they could not be used during pregnancy

due to their teratogenic side-effects on foetus.

The incidence of preterm labour and preterm

premature rupture of membranes (PPROM) is higher

both in asymptomatic (17.14%) and symptomatic

(23.07%)  patients than the control non-bacteriuric patients

(10.50%). Incidence of anaemia, IUGR and low birth

weight babies was found slightly higher in the patients of

UTI than the control non-bacteriuric patients, but this was

found to be statistically not significant. Incidence of pre-

eclampsia (10.41%) was found to be much higher in the

patients of UTI than the control non-bacteriuric patients

(8.82%). In cases of asymptomatic bacteriuria the

incidence of pre-eclampsia was 11.43%.

USG of KUB region was done in patients of

bacteriuria and it was seen that 18.75% of them had

radiologically diagnosed abnormality of KUB region in

the form of enlargement of the kidneys, hydronephrosis,

etc. Not only in symptomatic bacteriuric group but also it

was seen in 17.14% of asymptomatic bacteriuric patients.

STUDY OF PREVALENCE OF URINARY TRACT INFECTIONS IN ANTENATAL MOTHERS - KAR ET AL      11



Fig 3 – Showing Incidence of Antibiotic Sensitivity to Different Micro-organisms

prescribed during pregnancy due to their known

teratogenic effect, nitrofurantoin was used to treat the

women with bacteriuria. In this study the incidence is

reduced to 10.42% with proper antibiotic treatment to the

bacteriurics in this study. Other drugs like ampicillin,

cotrimoxazole, cefuroxime, amoxicillin + clavulanate were

relatively resistant. This result is in consistent with the

patients. More recent study by Jain et al3 in Lucknow also

showed increased incidence of preterm labour and PPROM

in bacteriurics. Most of the authors like Jain et al3, Kass6

Study of Year Incidence 
Kass

6 
1960 11% (asymptomatic) and later on 7% 

Turner
7 

1961 7.5% (asymptomatic) 

Kincaid-Smith et al
4 

1964 6% (asymptomatic) 

Dey et al
5 

1969 15% (asymptomatic 11% and symptomatic 4%) 

Gebre-Selassie
8 

1998 10% (asymptomatic 7% and symptomatic 3%) 

Sheikh et al
9 

2000 28%% (3/4 asymptomatic, 1/4 symptomatic) 

Turpin et al
10 

2007 7.3% (asymptomatic) 

Kehinde et al
11 

2011 28.8% (symptomatic + asymptomatic) 

Jain et al
3 

2013 17% till 20 weeks; 16% between 32 and 34 weeks 

 

Table  4 – Incidence of UTI in Various Studies

results obtained by Gebre-Selassie8 and Turpin et al10.

Kass2 demonstrated pyelonephritis developed in 40% of

found higher incidence of low birth weight babies in

untreated patients. However authors did not find any

12    MEDICAL GLORY, VOL 2, ISSUE NO 1, JANUARY-MARCH, 2018



significant difference in the birth weight of babies of

bacteriuric and non-bacteriuric mothers and asymptomatic

bacteriuric women. Review available in this regards is highly

contradictory. Jain et al3 found UTI to be an independent

risk factor for pre-eclampsia. Many authors have cited

increased destruction of erythrocytes by endotoxaemia in

UTI which could be the reason for anaemia.  In this study

puerperal pyrexia was almost twice common in bacteriuric

mothers (16.67%) than in non-bacteriuric mothers (8.40%).

So, there may be some association of development of

puerperal pyrexia in bacteriuric patients of which definite

literature is still in research.

Conclusions:

Thus, UTI is a relatively common disorder ailing the

pregnant women. Large majority of the UTI in pregnancy

do not present with any obvious symptoms of UTI known

as asymptomatic bacteriuria in pregnancy. So to conclude

it is very important to investigate the pregnant mothers for

presence of any significant bacteriuria (not only in the

symptomatic patients but also in the asymptomatic pregnant

mothers) and to treat them timely with proper antibiotics to

achieve a better foetomaternal outcome.

Indian J Med Res 2013;137:753-8.
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Goon F. The reliability of screening tests for bacteriuria
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5. Dey AK, Panda GK, Mangu S. Observations on

bacteriuria in pregnancy. J Indian Med Assoc 1969;

52:497.

6. Kass EH.  Bacteriuria and pyelonephritis. Arch Intern

Med 1960;105:194-8.

7. Turner GC. Bacilluria in pregnancy. Lancet 1961;

ii:1062-4 (PubMed).

8. Gebre-Selassie S. Asymptomatic bacteriuria in
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microbiological approach. Ethiop Med J 1998;
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Abstract:

Children frequently suffer from skin infections that vary with place, climate and social conditions. The pattern

of skin infections in this age group also reflects the environmental and social situation of an area. We aimed at

studying the trend of skin infections in preschool and school going children in a mixed population attending a tertiary

care centre in Eastern India. We observed 450 children between 3 and 5 years (preschool) and >5-12 (school

going) children between March and May, 2016 in the dermatology outpatients’ department of a tertiary care hospital

in Eastern India to analyse the trend of infections here. The study population comprised children from mainly low

socio-economic families with mixed religious and residential background. Out of 184 children having infections 92

belonged to preschool group and 92 to school going group. Mean age of presentation was 6.39±2.85 years. There

were 88 males and the rest 96 females. Bacterial infections were the commonest ie, 75 (40.76%) followed by fungal

46 (25%), then infestation 40 (21.73%) and lastly viral 23 (12.50%). Pyodermas were more common in preschool

children whereas infestations in school going group. Prevalence was significantly high in low income (n=156; 84.78%),

overcrowded group (n=115; 62.50%) (p=0.01). In this study, bacterial infections were the commonest followed by

fungal, more prevalent in low socio-economic preschool group irrespective of sex and residence. This was different

from pattern of cutaneous infections in other parts of India. It is concluded that in Eastern India, bacterial infections

are still the commonest cutaneous infection in school going children, being more in poor living condition.
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Introduction:

The pattern of skin disease specially infections is a

reflection of poverty, malnutrition, overcrowding, poor

hygiene, illiteracy, and social backwardness in many parts

of India1. The evaluation for skin infections is an important

component of primary healthcare practice for all, including

children2. Status of health, personal hygiene can be assessed

from the prevalence of certain skin infections in children of

the community3.
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The pattern of skin infections in paediatric population

varies from state to state, country to country due to various

climatic, cultural and socio-economic factors4. The

preschool children aged one to five years are exposed to

their neighbourhood as well as playschool and school going

children are exposed to a varied environment. Hence,

childhood may be considered as a surrogate marker for

environmental risks5.

Materials and Methods:

One hundred and eighty-four children between 3 and

5 years (preschool) and >5-12 (school going) children were

observed between March and May 2016 in the dermatology

outpatients’ department of a tertiary care hospital in Eastern

India to analyse the trend of infections. In doubtful cases

Gram-stain, KOH preparation were done accordingly.

Results:

Out of 184 children, 92 belonged to preschool group

and 92 to school going group, male was in lesser number

ie, 88 and female 96. Mean age of presentation was

6.39±2.85 years.

Bacterial infections were commonest ie,

75 (40.76%), followed by fungal in 46 cases (25%),

infestation in 40 cases (21.73%) and viral in 23 (12.5%)

(Table 1). Prevalence was significantly high in low income

ie, 156 cases (84.78%), overcrowded group ie, 115 cases

(62.50%) (p=0.01) (Table 2). Pyodermas (n=61) were

Table 1 – Distribution of Cases according to Type of Infection (n=184)

Table 2 – Distribution of Cases of Skin Infections in Preschool and School Going Children and Its

Association with Income, Overcrowding and Residential Status (n=184)
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Type 

of 

infection 

            Age         Sex   Income Overcrowding Residence 
Preschool 

(3-4 

years) 

School 

going 

(>5-12 

years) 

Female Male Low High Yes No Rural Urban 

Infestation 

(n=40) 

12 28 11 29 36 4 26 14 28 12 

Bacterial 

(n=75) 

50 25 50 25 65 10 45 30 43 32 

Viral 

(n=23) 

9 14 12 11 19 4 16 7 13 10 

Fungal 

(n=46) 

21 25 23 23 36 10 28 18 27 19 

Total 

(n=184) 

92 92 96 88 156 28 115 69 111 73  

Category Type of infection 

Infestation Bacterial 

infection 

Viral 

infection 

Fungal 

infection 

Total  

Preschool  

  (3-5years) 

12 50 9 21 92 

School going 

  (>5-12years) 

28 25 14 25 92 

Total 40 75 23 46 184 

 



Fig 1 –  Pyoderma (Impetigo Contagiosa) in Preschool

Children

Table 3 – Distribution of Cases according to

Subcategorised Diagnosis

more common in preschool children whereas infestations

were more common in school going children. Among

bacterial infections, pyoderma (impetigo) (n=61; 81.33%)

(Fig 1) was commonest, followed by periporitis ie, 12 cases

Fig 2 –  Superficial Fungal Infection (Kerion and

Onchomycosis) in Children

Fig 3 –  Viral (Molluscum Contagiosum) Infection in

Children

(16%) (Table 3). Dermatophytes in 19 cases (41.30%)

were the commonest fungal infection (Fig 2). Among viral

infections molluscum contagiosum ie, 10 cases (43.48%)

(Fig 3) and verrucae were the commonest. Scabies and

pediculosis were common infestations, more in rural

population.

Discussion:

In this study, it was found that bacterial infections

were most predominant. Among them 61 (81.33%) had

pyodermas. This was different from one study6 done in South

India where fungal infections were common. In another

study7 conducted in rural Pakistan, pyoderma was

commonest in children. 

Type of infection  No of cases 
Infestation (n=40):   

Scabies 34 

Pediculosis capitis 4 

Helminth 1 

Larva migrans 1 

Bacterial (n=75):  

Pyoderma 61 

Periportis 12 

Abcess 1 

Mycobacterial infection 1 

Viral (n=23):  

Molluscum contagiosum 10 

Verruca vulgaris 7 

Verruca plana 2 

Herpes zoster 2 

Hand foot mouth disease 2 

Fungal (n = 46):  

Dermatophyte  19 

Pityriasis versicolor 7 

Seborrhoec dermatitis 12 

Intertrigo 1 

Candidiasis 5 

Kerion  2 
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Nagi et al8 found infections and infestations constitute

50% of the cases in Gharwal region of Uttap Pradesh. In

one study9 done in South India it was reported that the

most common infection encountered was fungal, which

constitutes 57 cases, followed by viral in 23 cases and

bacterial in 20 cases. In the present study dermatophytes

were the commonest fungal infections. In the study from

South India tinea versicolor was common and may be due

to humidity and temperature causing sweating in the coastal

area.

In this study viral infections were seen in 23 cases

and molluscum contagiosum was the commonest. This was

similar to a study done by Giam10 but different from that

done by Nanda et al11 where warts were commonest.

Conclusions:

Proper sanitation, good hygiene, improving the

nutritional status and creating health awareness can prevent

infection. Early diagnosis and treatment are essential to cure

the disease. Fungal infection was common because of

humidity and sweating in the coastal area, which might be

the cause for increase in its incidence.
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The Mystery of the Survival of the Human Fetus in Utero
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Introduction:

 The study of the body’s immunity and immune

defense system has enabled physicians to understand how

in a successful pregnancy, the baby is allowed to grow inside

the mother’s body without being rejected. All healthy

individuals have an immune system that will reject germs,

viruses and  donated organs, e.g., kidneys, hearts, and livers,

with the immune rejection reaction. However, during a

successful pregnancy, this outside interference with the

mother’s immune system in not activated. During a

successful pregnancy, the immunity that may cause rejection

of the baby and placenta is shut off in the mother’s uterus.

Throughout the rest of the mother’s body, her immune

system is fully functional, allowing her to deal in a proper

way with any infections that may come her way.

Unfortunately many couples with recurrent spontaneous

miscarriages find themselves in a situation where, following

conception, this immune camouflage and protection of the

embryo is not initiated in such a way that the uterine local

and systemic immune responses of the mother are

modulated in the favor of a decrease in cell-mediated

immunity and the increase in humoral immunity1.

Discussion:

Scientists have understood for years how to

manipulate and interfere with the immune system and its

functioning and the prevention of Rh sensitization during

pregnancy, hemolytic disease of the newborn being a clear

example. In this case, the injection of readymade Rh
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                         –   Editor

immunoglobulin (Rh antibody) into the Rh negative mother

carrying a Rh positive baby prevents her own  immune

system from recognizing and rejecting the baby’s Rh positive

cells. Briefly, the mother is to receive signals (molecular

messages) from the conceptus. Many of these messages

are hormonal (endocrine) in nature; however, others are

direct genetic messages that the father contributed to the

child. Some of these involve the tissue type (HLA antigens)

that the father gives to the child. If the parents are

appropriately “mismatched”, so far as their tissue types are

concerned, the mother’s system recognizes that the baby’s

cells (the trophoblasts) that will form the placenta are

“foreign”. The lymphocytes of her immune system that have

congregated in her uterus  communicate with the molecular

messages from the baby’s cells and begin to protect the

baby from immune rejection. The mother’s immune system

forms an antibody that can be measured as early as 5 weeks

of pregnancy. This antibody attaches to the molecules on

the cells of the baby that induced them. Here, they

camouflage the baby’s cells from the mother’s immune killer

cells that can destroy. In addition, the attachment of this

specific antibody to the baby’s cells brings with it a signal

that makes them grow and divide2.

Without this “growth” signal, the baby and the

placenta regress and die. If the maternal antibody which

leads to the protection of the baby is low, the baby is not

effectively shielded and protected. The cells of the placenta

are not stimulated to grow because there is no antibody
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produced by the mother. The outcome over the next few

days or weeks will be the rejection of the fetus. By

immunological testing and HLA tissue typing, these couples

look more like brother and sister than unrelated husband

and wife. In sum, the message from the father communicated

to the mother via the tiny conceptus is not heard by the

mother. Immuno-protection is not induced and the

pregnancy fails repeatedly3.

The problems of “lucky” or “unlucky” match can

be addressed together through tissue typing and identifying

the HLA antigens of both. In addition, the couple’s ability

to respond appropriately to each other can be tested

through a laboratory assay called the mixed lymphocyte

culture reaction. Another problem that interferes with a

subsequent pregnancy success operates through an

alteration of the blood clotting mechanisms. Each pregnancy

which the mother loses is associated with an approximately

20 % increased chance that she will make an autoimmune

response to fatty molecules called phospholipids that are

integral parts of the baby’s cells. There is a family of

phospholipids: the one best known and most tested for is

cardiolipin—the heart fat. Cardiolipin or one of its ‘brothers’

and “sisters” in the mother, may activate and speed up her

blood clotting in the vicinity of early pregnancy and this

results in its loss. Conclusions in pregnancy may occur later

in gestation such as intrauterine growth retardation, toxemia

and even intrauterine fetal demise. Half of these will be

premature and the other half will have features of growth

retardation, the remainder of the babies will possibly die

during pregnancy due to abnormalities of the anti-

phospholipid antibody and a demonstrated clotting

abnormality (i.e., the lupus anticoagulant)4.

Other causes of recurrent spontaneous abortion

include hormonal problems, abnormal development or

diseases of the uterus or cervix, poor sperm quality,

infections, chromosome abnormalities and chronic diseases.

Every person’s white blood cell type (tissue type, HLA type)

consists of ten numbers, half of which come from each parent.

These white blood cell numbers are molecules (antennae)

that are present on the surface of the person’s white blood

cells and they serve important functions in recognizing foreign

antigens (germs and viruses) that enter our body. This

recognition even results in an immunity response that

eventually leads to the death of the germ or virus and the

formation of an antibody against the germ or virus that

prevents recurrence of the disease. A representative white

blood cell type is as follows: A1.2, B7.12, C4.2, DR 3.8

and DQ 4.1. One number at each locus (A, B, C, DR and

DQ) comes from the mother and the other from the father.

Couples with secondary abortions (one living child

and then spontaneous miscarriages) are a distinct group.

Sixty per cent of the first-born children of secondary couples

are DQ 0501/501 (formally called DQ 4.1 homozygous).

This means that they are purebred with regard to this part

of their white blood cell type. Both mother and father

contributed the same 4.1 genes. An analysis of several

hundred lives born children who were born following

immunological treatment of their mothers revealed no live-

born DQ 0501/0501 babies. Women whose first babies

are DQ 0501/0501 are at high risk of making an

autoimmunity response that involves the production of an

antibody (immunity) in their body that attacks the glue

(phospholipids) that are important in building the placenta

of the baby. They are also prone to increase the numbers of

natural killer cells in their blood from 4 % to over 20–30%3.

Further studies in the laboratory of Prof. Alan Beer

in 1995 showed that this type of natural killer cells in women

with recurrent miscarriage can also damage the early cells

that will eventually make the placenta (personal

communication on the problem of abortion with intra-

amniotic antigen on 09.05.1997). Now, thanks to a better

understanding because of contributions from Beer et al4,

Bahar et al5, Kwak et al6 on immunological factors that

protect or destroy the developing embryo and fetus,

researchers using simple new therapies are reporting very

high rates of successful  pregnancies among thousands of

women who have experienced previously unexplained

recurrent miscarriages7-10.

The treatments are designed to counter one or two

types of immunological problems that can result in a

destruction of the placenta, embryo or fetus by antibodies

produced by the pregnant woman. One approach is

designed to block antibodies against the fetus by the

mother’s own tissues. In the language of Prof. Beer,

‘Blocking antibodies create a disguise and the fetus

becomes a wolf in sheep’s clothing as far as the mother’s
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the immune system is concerned’3,11,12.

Now, with a better understanding of the

pathophysiology of pregnancy, we can see that highly

specific, protecting systems operate during pregnancies

which do not interfere with any of the mother’s immune

responses. Immunoglobins (IgG) are available commercially.

If a pregnant woman was to receive a kidney from an

unmatched donor, she would reject it at any other time.

Similarly, her body can continue to fight off outside infectious

agents13–16 but not the pregnancy due to the presence of

this blocking antibody in the maternal system. Since half

the genetic information in the fetus comes from a “foreigner”,

namely the father, without blocking antibodies acting as an

immunological fortress, the mother’s body would launch

an attack against it. But nature does not rely on the mother

alone to protect the fetus. As indicated by another set of

studies, the substance that stimulates the production of

blocking antibodies comes from the father, carried in by

the sperm that produces the pregnancy17.

Kwak et al18 have, however, indicated that

sometimes the tissue of the father and the mother are too

much alike immunologically and the woman’s  body fails to

respond adequately to the father’s feeble signal19 to produce

blocking antibodies. This results in outright rejection of the

pregnancy tissue or failure of the fetus to thrive. Normally,

the signal to produce blocking antibodies comes from the

paternal contribution to the embryo.

The antibodies can be measured as early as 5 weeks

of pregnancy. But if the maternal and paternal tissue types

are too similar the signal is not received and the pregnant

woman does not produce the protective antibody20.

Allopregnancy is a Th2-Like Phenomenon according to one

study, CBA × DBA/2 mice are particularly susceptible to

low doses of Th1 mediators (TNF, gamma IFN), which

act in synergy to induce high fetal loss. In addition, CBA ×

DBA/2 placentae and deciduae produce few, if any, Th2

cytokines such as IL-4, IL-3, and IL-10. Alloimmunisation,

which is known to prevent resorptions in this abortion

susceptible combination and to prevent TNF- or LPS-

induced abortions/resorptions, enhances the placental

production of IL-4 and IL-10 in CBA × DBA/2 matings.

Furthermore, rIl-10 given alone by intraperitoneal injection

in control to anti IL-10.

Antigamma IFN and pentoxifylline (an anti-TFN

agent), which partially reduce resorption, act in synergy for

optimal fetal protection. Injection of recombinant bovine

trophoblast protein (r.o TP) corrects the high rate of fetal

resorption in CBA × DBA/2 mice and is correlated with

increased placental IL-4 and IL-10 production. These

results show that Th2 plays a more important role than Th1

and suggest that a simple immune-endocrine network is

involved in 21 The Mystery of the Survival of the Human

Fetus in Utero establishing the characteristic Th1/Th2

balance observed during pregnancy21. The results of many

studies indicate that non-specific killer cells and

inflammatory, cytostatic and cytotoxic lymphokines play a

crucial role in immunologically mediated fetal death in both

naturally abortion-prone CBA × DBA/2 and B10 × B10.

Mice have higher resorptions have a high resorptions rate,

which increases with age and the prevalence of “bad

father”22.

A correlation has been shown between these high

resorptions rates and accumulation of asiago GM1 + cells

at the implantation sites of the embryos that are to be

resorbed23. Activation of these cells by poly-IC or gamma-

IFN lead to abortion1, 24, 25. Role of TJ6 protein during

Pregnancy TJ6 is a novel immune suppressor protein which

can induce apoptosis.

Early studies demonstrated that mice treated with

antibody to the TJ6 protein early in pregnancy resulted in

ablation of those pregnancies. The gene for TJ6 was

subsequently cloned in both man and mice and was found

to be nearly identical. Antibodies and DNA probes prepared

from one species are reactive with the other. Expression

appears to be highly regulated and in part (1) cell activation

and (2) steroid hormone. Other factors such as mitogens

and cytokines appear to modulate these effects.

Flow cytometric analysis of TJ6 on peripheral blood

lymphocytes of pregnant women revealed that TJ6 was

expressed on CD19 positive B cells. Specifically, TJ6 is

expressed as a 45 kD membrane form on the surface of

these cells. While the initial protein was shown to be

approximately 70 kD in length, two additional forms have

been identified. Subsequent studies show that the TJ6 is

post-translationally modified to produce a 45 kD membranecompletely reverses the high incidence of fetal resorptions,

20   MEDICAL GLORY, VOL 2, ISSUE NO 1, JANUARY-MARCH, 2018



form and an approximately 18 kD soluble form. Some

preliminary studies have shown that the membrane form is

involved in programmed cell death of the cells expressing

it. The soluble form appears to be involved in antiproliferative

effects of anti-CD3 and allogeneic stimulated cells26.

Reproductive immunophenotype – If we study in

detail the reproductive phenotype which is essential for its

manipulative role in the continuation of pregnancy, it is seen

that there are 30 different types of white blood cells

(lymphocytes). However, eight of them are most important

and can be assessed by flow cytometry. Disorder of these

eight cell types may predict a future pregnancy loss. These

tests were developed by Professor Alan Beer (personal

communication and suggestions of Prof. Alan E. Beer on

the problem of abortions with intra-amniotic antigens on

09/05/1997).

A.CD3 (Pan T cells) range between 63 % and 86 %. They

are low when the immune system is suppressed. They

are high when the immune system is overactive.

B.  CD4 (T-Helper cells) range 31–53 %. They are

destroyed by HIV virus. If they are low the etiology of

the deficiency must be studied.

C. CD5 (T cytotoxic suppressors) range 17–35 %. They

coordinate the strong or weak immune reaction by

coordinating Pan T and helper T cells.

D.CD19 (B cells) range 3–8 %. These lymphocytes are

plasma cells that produce antibody 19 m in the blood,

then IgG in the lymph system and lastly, the IgA protects

the organ (organ immunity). CD19 is high in cases of

women with an immune-related cause for infertility.

E. CD56 + CD16 + Natural killer cells, range 3–12 %.

These are natural killer cells produced in the bone

marrow and produce tumor necrotic factor. If level varies

above 18 %, intravenous immunoglobin may help the

situation, otherwise, may result in reproductive failure.

F. CD56 + Natural killer cells, range 3–12 %. They lack

CD16 molecules or rather, known as CD56 + CD16

natural killer cells, which could be identified in decidua

and may also produce the large quantity of tumor necrotic

factor in the decidua and can kill placental cells or the

fetal cells. A level of 18 % or above predicts poor

pregnancy outcome and may necessitate I.V.

Immunoglobin G therapy which can decrease the killing

potential of the natural killer (NK) cells.

G.   CD3 IL-2 R cells, normal range 0–5 %. They are high

in autoimmune disease in case of rejection of kidney or

bone graft. If the level is above 10 % I.V. immunoglobin

may prevent its activation.

H. CD19 + CD5+ (B1 cells), range 0–3 %. When activated

they produce antibody against hormone, hormone

receptor and neurotransmitters and may also justify

autoimmune condition or rejection of an organ, e.g., bone

marrow.

Conclusions:

Why a pregnancy survives, remains an eternal

mystery. There are many concepts and working hypotheses,

that try to explain why the fetus survives in utero. Many

factors, notably complement’s role, the chromosomal role

of the parents, steroid and immunosuppressive role,

manipulation by immunophenotypes, novel

immunosuppressor’s role etc have been highlighted in

many research papers over the last 50 years. Yet, none

of these explanations can comprehensively explain the

survival of the human fetus.
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Neo-adjuvant Chemotherapy and the Recurrence of Breast Cancer in

a Tertiary Care Rural Hospital of West Bengal, India
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Abstract:

Prior studies have shown long-term outcome of neo-adjuvant chemotherapy for locally advanced breast

carcinoma. The purpose of the present study was to analyse the number and pattern of breast cancer recurrence at a

rural hospital of West Bengal, India. The study also tried to evaluate the type of therapy received by the recurrent

patients during their primary presentation and compare the disease-free survival rate of the patients receiving neo-

adjuvant chemotherapy and adjuvant chemotherapy.

A single institution (BS Medical College, Bankura) retrospective chart review in the year of 2011, 2012, 2013,

2014 was performed. The Kaplan-Meier methods were used to calculate disease-free survival from the date of

initiation of neo-adjuvant chemotherapy to the date of recurrence.

Of 776 patients in 4 years (2011, 2012, 2013, 2014) total number of breast cancer recurrent patients were 30.

The Kaplan-Meier survival analysis showed disease-free survival of 5 years (95% confidence interval) in case of

early stage breast cancer and 2.5 years (95% CI) in locally advanced breast cancer. It was 29 months [95% confidence

interval (CI) 26.74-33.253] for recurrence-free survival in case of patients treated with neo-adjuvant chemotherapy

and 60 months [95 % confidence interval (CI) 58.13-61.86] for recurrence-free survival in case of patients not

treated by neo-adjuvant chemotherapy ie, adjuvant chemotherapy cases.

This study indicates multimodality neo-adjuvant chemotherapy which helps to achieve complete pathological

response in locally advanced breast cancer. The recurrence-free survival in neo-adjuvant chemotherapy patients is

significantly low than the patients who received adjuvant chemotherapy.

Key words: Breast cancer, recurrence, neo-adjuvant chemotherapy, adjuvant chemotherapy.
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Introduction:

Breast cancer represents 14.1% of all new cancer

cases in the US. In 2013, it was estimated that there will be

2,32,340 new cases of breast cancer and an estimated

39,620 people will die of this disease1. According to the

National Women’s Health Information Centre, about 10

per cent of patients who receive a lumpectomy and radiation

therapy for breast cancer will experience a recurrence within

the following 12 years2.  The risk of breast cancer recurrence

of an individual depends on a variety of factors and the

treatment options of breast cancer are dependent upon the

size of the tumour, location and stage of cancer3. The goal

of chemotherapy given in the adjuvant or neoadjuvant setting

in breast cancer is to eradicate occult distant metastases to

ultimately improve disease-free survival (DFS).

Neo-adjuvant chemotherapy (NACT) has been used

in locally advanced breast cancer in order to convert a

previously unresectable cancer into an operable one4-6.   It

has been widely administered in primarily operable breast

cancer to reduce tumour volume and allow conservative

surgery7-9. The downstaging of the primary tumour and the

increase in breast conservation rates seem to be the clinical

benefit of NACT10. NACT also has the capacity to

completely clear the breast and axillary lymph nodes of

invasive tumour before surgery11.

Several randomised clinical trials12-16 and a meta-

analysis17 have shown similar survival rates after breast-

conserving therapy and after mastectomy in patients with

early breast cancer. However, most of these observations

are on the basis of western population. Little is known about

the  treatment outcome of breast cancer patients and their

recurrence pattern at rural West Bengal, India, where the

lifestyle, socio-economic level, awareness of cancer differ

greatly from that of the western countries.

The purpose of the study is to analyse the number

and pattern of breast cancer recurrence in the year 2011,

2012, 2013, 2014 at a rural hospital of West Bengal, India.

The study also tried to evaluate the type of therapy received

by the recurrent patients during their primary presentation

and compare the DFS rate of the patients receiving NACT

and adjuvant chemotherapy (ACT).

Materials and Methods:

This descriptive study was carried out at BS Medical

College, Bankura, West Bengal, over a period of four years

(January 2011-December 2014). Institutional ethical

committee clearance and informed consent from all the

subjects were obtained.

This is a single institution-based study. A retrospective

analysis of the hospital records of the department of surgery

and department of radiotherapy of Bankura Sammilani

Medical College, Bankura, West Bengal, was done. Total

number of new breast cancer patients presented in the

surgery and radiotherapy OPD in each year was determined

and out of these patients total number of recurrent breast

cancer cases were identified. A total number of 776 patients

were studied.

A recurrence was categorised as local (in case of

primary breast conserving treatment, operation scar, or

chest wall), regional (in the axillary lymph nodes, or the

supraclavicular region), or distant (metastasis to a distant

site or a contralateral or secondary tumour)18.

Patients presented with recurrent breast cancer were

studied thoroughly about their primary presentation,

treatment protocol, DFS and pattern of recurrence. Patient

demographics, tumour characteristics, treatment including

neo-adjuvant and adjuvant systemic and radiation therapy,

recurrence and survival were obtained from both the

database and the hospital tumour registry.

In this hospital the diagnosis of breast cancer of all

patients was obtained by fine needle aspiration biopsy of

the primary tumour and any involved axillary lymph node.

Each patient was examined by a multidisciplinary team to

confirm the diagnosis. The staging work-up included a

complete history and physical examination, complete blood

cell count with differential and platelet counts, blood
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chemistry analysis, electrocardiography, chest radiograph,

abdominal computed tomography or abdominal

ultrasonography at presentation and in case of NACT

administration after four cycles of chemotherapy.

Breast cancer patients with primary tumours greater

than 5 cm (T3), with skin or chest wall involvement (T4),

or with matted axillary adenopathy (N2) were defined as

having locally advanced breast cancer (LABC). All of the

patients were treated with a uniform multimodality regimen

that included dose- and time-intense neoadjuvant injection

5-FU 500 mg/m2 slow intravenous, injection doxorubicin

50 mg/m2  slow intravenous, injection cyclophosphamide

500 mg/m2 dissolved in 5% dextrose to run over 1 hour,

cycles repeated every 21 days. Four cycles were followed

by surgery. Clinical responses to NACT were classified by

the following criteria: Complete response (CR), a total

resolution of the breast tumour and axillary adenopathy

based on physical and radiographic examination; partial

response (PR), a 50% or greater reduction of the product

of the two largest perpendicular dimensions of the breast

mass and axillary adenopathy; minor response (MR), a less

than 50% reduction of the product of the two largest

perpendicular dimensions of the breast mass and axillary

adenopathy; no change in clinical status; and progressive

disease19. A complete pathological response (cPR) was

defined as having no residual invasive tumour in the breast

surgical specimen removed following NACT; patients with

residual carcinoma in-situ were considered to have a cPR20.

Responding patients underwent modified radical

mastectomy with level III axillary clearence after four cycles

of chemotherapy. Two cycles of chemotherapy with same

regimen was given after surgery in LABC patients.

Early stage breast cancer and node negative patients

were treated with modified radical mastectomy with axillary

clearance followed by six cycles of ACT with injection 5-

FU 500 mg/m2 slow intravenous, injection doxorubicin 50

mg/m2  slow intravenous, injection cyclophosphamide 500

mg/m2 dissolved in 5% dextrose to run over 1 hour, cycles

repeated every 21 days. In node positive cases Taxane

based regime was used.

Statistical analysis: The Kaplan-Meier methods

were used to calculate DFS from the date of initiation of

NACT to the date of recurrence. Comparisons were made

using Log-Rank test.

Results:

Of the 776 patients in four years (2011, 2012, 2013,

2014) total breast cancer recurrent patients were 30

(Table1). Sixteen recurrent patients (53.3%) were initially

presented with LABC and all of them received NACT

Table 1 – Distribution of Breast Cancer Patients Attended in Different Departments in the Years

2011 to 2014

 

Year No of breast cancer patients 

attended 

 No of recurrent patients attended 

Radiotherapy 

department 

Surgery 

department 

Total  Radiotherapy 

department 

Surgery 

department 

Total 

2014 

2013 

2012 

2011 

Total 

173 

155 

160 

100 

588 

49 

50 

46 

43 

188 

222 

205 

206 

143 

776 

 1 

2 

3 

1 

7 

8 

6 

2 

7 

23 

9 

8 

5 

8 

30 
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(Table 2). All of these patients achieved complete

pathological response after NACT treatment. The average

early stage breast cancer (EBC) and 2.5 years (95% CI)

in LABC.

Table 2 – Modalities and Average Disease-free Survival in Recurrent Breast Cancer Cases

Table 3 – Distribution of Cases according to Recurrent Events in Four Years

DFS of these patients was 2.4 years. Table 3 depicts

recurrent events in 4 years as classified local, regional and

distant. Fourteen recurrent patients (46.7%) were initially

presented with early stage breast cancer; 11 of them

received postoperative chemotherapy (ACT) and 3 of them

got NACT as treatment protocol. The average DFS of early

breast cancer patients were 4.8 years (Table 2). Three of

the early stage breast cancer patients who received NACT

had average DFS of 2.3 years. Treatment modalities of all

In  Fig 2  the Kaplan-Meier survival analysis showed

29 months [95 % confidence interval (CI) 26.74-33.253]

for recurrence free survival in case of patients treated with

NACT and 60 months [95 % confidence interval (CI)

58.13-61.86] for recurrence-free survival in case of patients

not treated by NACT ie,  ACT cases.

Discussion:

In the present study it was found that LABC recur

30 recurrent cases are shown in Table 4. Fig 1 shows

Kaplan-Meier curve for DFS time according to initial

tumour grading. DFS is significantly affected by initial tumour

grading. It is 5 years (95% confidence interval) in case of

more commonly than that of the EBC cases. This is in

agreement of previous studies done by Levy et al21 and

Newman22.

The present study also showed that all the patients

Treatment modality No of cases Average disease-free survival 

LABC  

  (n=16; 53.3%): 

  NACT 

  ACT 

 

Early breast cancer  

  (n=14; 46.7%): 

  NACT 

  ACT 

 

 

16 

- 

 

 

 

3 

11 

 

 

2.4 years 

 

 

 

 

2.3 years 

4.8 years 

 

 Years 

Recurrent 

events 

2014 

(n=9) 

2013 

(n=8) 

2012 

(n= 5) 

2011 

(n=8) 

Local 6 8 3 4 

Regional 3 - 3 4 

Distant - - - - 
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Table 4 – Treatment Modality and Complete Pathological Response Achieved in Recurrent

Breast Cancer Patients

MRM= Modified radical mastectomy

who received NACT for their initial treatment achieved cPR

before surgery. This observation is comparable with that of

Kuerer et al11 who demonstrated that NACT has the

capacity to completely clear the breast and axillary lymph

nodes of invasive tumours before surgery. Hung et al23,

McIntosh et al24 and Poole et al25 also showed the same

response in their studies.

All the 16 LABC patients who had recurrence in the

present study received full course of NACT treatment and

achieved cPR after it. Nevertheless their average

recurrence-free survival was 2.8 years, whereas the average

recurrence-free survival of patients who did not receive

NACT was found to be 4.8 years. Surprisingly, 3 EBC

diseases in the present study who received NACT as their

initial treatment also showed average DFS comparable to

LABC patients.

This finding contradicts with the observations of the

previous studies that showed LABC patients who have

achieved cPR after NACT have a significantly improved

DFS rate26. Although a meta-analysis done by Mauri et

al27 showed that neo-adjuvant therapy was apparently

equivalent to adjuvant therapy in terms of survival and overall

disease progression. They also pointed out, NACT

compared with ACT, was associated with a statistically

significant increased risk of locoregional recurrence when

radiotherapy without surgery was adopted.

The possible explanation of decrease in recurrence-

free survival of patients who achieved complete pathological
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Yearwise cases with 

treatment modality 

No of cases with CPR 

achieved after NACT 

Average disease-free 

survival 

2014 (n=9): 

     NACT+MRM+CT 

    (n=5) 

    MRM+CT 

    (n=4) 

 

 

5 

 

0 

 

2.5 years 

 

5 years 

2013 (n=8): 

    NACT+MRM+CT 

    (n=5) 

    MRM+CT 

    (n=3) 

 

 

5 

 

0 

 

2.7 years 

 

4.6 years 

2012 (n=5): 

    NACT+MRM+CT 

    (n=3) 

    MRM+CT 

    (n=2) 

 

 

3 

 

0 

 

2 years 

 

4.75 years 

2011 (n=8): 

    NACT+MRM+CT 

    (n=6) 

    MRM+CT 

    (n=2) 

 

6 

 

0 

 

2.25 years 

 

5 years 

 



 

Fig 2 – Survival Analysis of Cancer Patients according to

Type  of  Therapy

NACT – Neo-adjuvant chemotherapy,  ACT – Adjuvant

chemotherapy; Time-m – Time in months

response after NACT may be given by some very recent

advances in cancer therapy that deals with cancer stem cells.

 

EBC – Early stage breast cancer; LABC – Locally

advanced breast cancer; DFS – Disease-free

survival (in years)

Fig 1 – Survival Analysis (Time in Years)  according to

Initial Tumour Grading

Few recent studies28,29 have demonstrated that NACT

for breast cancer can cause release of tumour cells and

increases circulating tumour cells.
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Introduction:

Mental retardation is a ‘condition of arrested or

incomplete development of mind of a person which is

specially characterised by subnormality of intelligence’1. In

India, prevalence of intellectually disabled varies from 0.22

to 32.7 per thousand populations2 and globally it is 1-3%3.

Parents are the care-giver of mentally retarded

children in 91-92% cases4 and due to the permanent and

highly disabling nature of this condition; there are many

adverse consequences which has made care giving a major

public health concern. Recently there has been a shift away

from institutional care and towards family based care of

individuals with mental retardation5 so we have to be more

attentive towards the total family system6. A better

understanding of the impact of a child with mental retardation

can lead to a more balanced view of families and disability7.

Various studies have taken place worldwide to assess

the psychiatric morbidities among parents of mentally

retarded children with different results. Among those

Abstract:

Parents are the main care-givers of mentally retarded children. Various studies have reported increased

psychiatric morbidity among parents of mentally retarded children which makes it necessary to assess the prevalence

of psychiatric morbidities among them and the sociodemographic variables influencing them. This hospital-based

cross-sectional study was conducted in the department of psychiatry, in a tertiary care hospital of West Bengal.

After obtaining prior ethical committee approval and informed consent, 112 parents of mentally retarded children

were selected accordingly. Subsequently a pretested, predesigned semistructured proforma and Mini International

Neuropsychiatric Interview (MINI), version 5.0.0 was administered on this population. More than half (55.4%) of

the study population were found to have some psychiatric morbidity with generalised anxiety disorder (52.7%)

being the commonest followed by major depressive disorder (22.3%). Psychiatric morbidity ie, generalised anxiety

disorder and major depressive disorder is very common among parents of mentally retarded children.
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studies, Olhansky et al8 revealed that parents suffer from

‘chronic sorrow’ while Wilkin9 on the other hand has found

no simple pattern of parental response towards handicapped

child. Whereas in India a study10 conducted in Ujjain,

Madhya Pradesh reported that prevalence of depression

in mothers of mentally retarded children seems to be much

greater (85%) than reported from one study11 elsewhere

(45%).

Due to those conflicting results it is very important to

assess the prevalence of psychiatric morbidities among

parents of mentally retarded children and the

sociodemographic variables influencing them. This study

can be a significant addition to the literature concerning

about psychiatric morbidities among parents of mentally

retarded children, especially in North Eastern India where

very few relevant studies exist dealing with these problems.

Materials and Methods:

This hospital-based descriptive study with cross-

sectional design was conducted in the department of

psychiatry, North Bengal Medical College and Hospital

which is a teaching institute and a tertiary healthcare facility,

located in the district of Darjeeling, West Bengal in between

August, 2015 and January, 2016 for a period of 5 months.

After obtaining approval from the ethical committee, 112

parents of mentally retarded children, in the age group of

20 to 60 years, without any history of psychiatric illness

consecutively after obtaining valid and informed consent.

A pretested, predesigned semistructured proforma,

which include (i) specific variables of the child such as age,

sex and severity of mental retardation and (ii)

sociodemographic variables, was applied on the study

population. After that Mini International Neuropsychiatric

Interview (MINI), version 5.0.0 was applied on study

population. It has high validation and reliability score and is

structured with very precise questions about the

psychological problems which require a ‘yes’ or ‘no’ answer.

The scale is divided into 16 modules, identified by letters

from ‘A’ to ‘P’; each corresponds to a diagnostic category12.

Data analysis was done by using SPSS (statistical

package for social support), version 22 following

compilation of data. Analysis was computed in terms of

mean, standard deviation, frequency, percentages and Chi-

square test. P-value of <0.05 (2-tailed) was taken to be

statistically significant.

Results:

Table 1 indicates that 112 parents, starting from 21

to up to 56 years of age, participated in this study. The

mean per capita income was Rs 3444.64 whereas the mean

age of the child was 9 years with intelligence quotient ranging

from 12 to 69.

Table 2 depicts the child specific variables and shows

that mostly mild (33.9%) and severe mental retardation

Table 1 – Showing Age of Parents with per Capita Income and Age of child

with Intelligence Quotient (n=112)

prior to the birth of the mentally retarded child or any physical

illness that can cause psychiatric symptoms were selected

(33%) were encountered in this study. Most of the children

were male (72.3%).
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Statistics 
Age in  

years 

Per capita 

income (Rs) 

Age of child in 

years 

Intelligence  

quotient 

Mean 36 3444.64 9 42.46 

Standard 

deviation 
7.751 3408.881 3.8002 16.626 

Minimum 21 500 2.5 12 

Maximum 56 17500 16.0 69 

 



Table 3 – Showing Sociodemographic Variables of

Parents (n=112)

Table 3 which shows the sociodemographic variables,

indicates that most of the study population resides in rural

areas (58.0%) and belongs to socio-economic group III

(28.6%). It was seen that 62 parents (55.4%) of study

population suffered from psychiatric morbidities and the

Table 2 – Specific Variables of Mentally Retarded

Children (n=112)

rest had no such. Table 4 indicates that generalised anxiety

disorder was the commonest psychiatric morbidity among

study population followed by major depressive disorder.

While genderwise psychiatric morbidity was compared, it

was seen that 23 fathers (41.8%) and 39 mothers (68.4%)

out of 62 had psychiatric morbidity, whereas 32 (58.2%)

and 18 (31.6%) out of 50 mothers respectively had no

such problem (X2= 8.016; p-value 0.005 ie, significant).

 In the study group no person was found to have

suicidality, manic or hypomanic episode, panic disorder,

social phobia, obsessive compulsive disorder, post-
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Specific variables of 

children 

No of cases (%) 

Age of children:  

    5 years or less 16 (14.3%) 

    6-10 years 58 (51.8%) 

   11-15 years 29 (25.9%) 

   16 years and above 9 (8.0%) 

Sex of child:  

   Male 81 (72.3%) 

   Female 31 (27.7%) 

Birth order:  

   Only child 32 (28.6%) 

   First child 32 (28.6%) 

   Last child 42 (37.5%) 

   Other child 6 (5.4%) 

Severity of mental  

retardation: 

 

   Mild  38 (33.9%) 

   Moderate  28 (25.0%) 

   Severe  37 (33.0%) 

   Profound  9 (8.0%) 

Sociodemographic variables No of cases (%) 

Age:  

  20-30 years 29 (25.9%) 

  31-40 years 47 (42.0%) 

  41-50 years 33 (29.5%) 

  51-60 years 3 (2.7%) 

Gender:  

  Father 55 (49.1%) 

  Mother 57 (50.9%) 

Religion:  

  Hindu 101 (90.2%) 

  Muslim 10 (8.9%) 

  Others 1 (0.9%) 

Habitat:  

  Rural 65 (58.0%) 

  Urban 47 (42.0%) 

Education:  

  Illiterate 14 (12.5%) 

  Primary  school 21 (18.8%) 

  Middle school 32 (28.6%) 

  High  school 23 (20.5%) 

  Above high school 22 (19.6%) 

Language: 

  Bengali 

  

83 (74.1%) 

  Hindi 24 (21.4%) 

  Others 5 (4.5%) 

Occupation:  

   Homemaker 42 (37.5%) 

   Unskilled worker 27 (24.1%) 

   Skilled worker 14 (12.5%) 

Businessman 14 (12.5%) 

Service-holder 14 (12.5%) 

Professional 1 (0.9%) 

Marital status:  

Married 109 (97.3%) 

Widowed 3 (2.7%) 

Socio-economic status:  

I 26 (23.2%) 

II 31 (27.7%) 

III 32 (28.6%) 

IV 21 (18.8%) 

V 2 (1.8%) 

Type of family:  

Nuclear 69 (61.6%) 

Joint 41 (36.6%) 

Other 2 (1.8%) 

 



traumatic stress disorder, psychotic disorders, anorexia

nervosa, bulimia nervosa or antisocial personality disorder.

Psychiatric morbidity among parents with a mentally

retarded child was not found to be sufficiently correlated

This study also reported that parents are most

frequently found in the age group of 31-40 (42.0%) and

41-50 (29.5%) years which is similar to the findings of one

study which also reported that maximum numbers of care-

givers are from the age group of 35-50 years14. Okewole

et al4 suggested that gender of the care-giver has no

significant correlation with psychiatric morbidity, while the

present study has found statistical significance between the

gender of parents and parental psychiatric morbidity which

is similar to the findings of one earlier study14 which suggests

that female care-givers are more affected than males while

caring for their intellectually disabled child.

Research on parents of retarded children revealed

more psychiatric symptomatology when the child showed

high level of dysfunction15 but in this study no significant

correlation between the severity of mental retardation and

parental psychiatric morbidity was found which may be due

to relatively lesser sample size. Another study16 found that

that parents tend to be less anxious and stressed with first-

born handicapped child than second-born handicapped

child but the present study has found no significant influence

of child’s birth order on parental psychiatric morbidities.

The result of this study is similar to one which has taken

place at the Institute of Psychiatry and Human Behaviour,

Goa, from January 2000 to February 2001 and noted that

religion has not much correlation while caring for their

intellectually disabled child17. An Indian study10 reported

that prevalence of depression in mothers of mentally

retarded children seems to be much greater (85%) than those

reported from another study11  (45%) but the prevalence of

major depressive disorder according to this study is lower

than those studies which may be due to poor knowledge,

attitude and practice of the study population towards mental

retardation. Another study18 has found that care-givers who

had less educational status and who were illiterate have

high depressive score, and they need some intervention but

in this study we have not found any significant correlation,

this may happen as parents with higher educational status

can be more concerned about their child’s intellectual deficit.

The present finding is consistent with Hoare et al19 as marital

Table 4 – Showing Various Psychiatric Morbidities

among Parents (n=112)

with the age, religion, habitat, occupation, educational status,

family type and the socio-economic status of parents or the

age, sex, birth order and severity of mental retardation of

the child.

Discussion:

The present study has yielded that psychiatric

morbidities are highly prevalent (55.4%) in parents of

mentally retarded children which is similar to the findings of

an Indian study but according to that study the commonest

psychiatric disorder among those parents was dysthymia

followed by generalised anxiety disorder and moderate

depression13, whereas in this study generalised anxiety

disorder was the commonest entity (52.7%) followed by

major depressive disorder (22.3%) while dysthymia was

only found in 1.8% of parents. This discrepancy may occur

due to the small sample size and cross-sectional design of

the study.
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Psychiatric morbidities No of cases (%)  

Major depressive disorder: 

     Yes  25 (22.3%) 

     No  87 (77.7%) 

Dysthymia: 

     Yes  2 (1.8%) 

     No  110 (98.2%) 

Agoraphobia: 

     Yes  1 (0.9%) 

     No  111 (99.1%) 

Alcohol dependence: 

     Yes  2 (1.8%) 

     No  110 (98.2%) 

Generalised anxiety disorder: 

     Yes  59 (52.7%) 

     No  53 (47.3%) 



status was not found to have significant correlation with

marital status. Finally, unlike another Indian study20, this

present study has not revealed any significant association

between psychiatric morbidities and the types of families,

which may also be due to the small number of study

population and hospital-based nature of this study. Findings

of our study could not be generalised because the sample

size was small and as it was a hospital-based cross-sectional

study, sampling bias might have occurred and follow-up

could not be done.

 Conclusions:

Psychiatric morbidities especially generalised anxiety

disorder and major depressive disorder are found to be

common among parents of mentally retarded children.
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Study of Demographical Characteristics of Voluntary Blood Donors

with Recommendations for Safe Blood Transfusion

Pradip Kumar Das1

Abstract:

Patients with acute blood loss in accidents, burns, heart surgery, organ transplants, leukaemia, cancer or

symptomatic anaemia such as sickle cell anaemia, thalassaemia, haemophilia and many others frequently need

blood replacement therapy. Although blood replacement therapy is generally safe, it should be understood that

certain risks accompany the transfusion of blood and plasma components ranging from self-limited febrile responses

to life-threatening intravascular haemolysis. People suffering from certain infections may have the agent of disease

present in their blood. In some cases the organisms persist in the blood for long periods and in sufficient numbers

to represent a high risk of transmission. Due to lack of infrastructural services, irregular supply of blood in respect

to demand, lack of congenial working environment and surveillance 80% blood is used as whole blood in our

country contrary to WHO recommendation (90:10). Most of the blood comes from organisation of blood donation

camps which supply 60 lakhs unit of blood through voluntary donation but demand is 1 crore unit in India per year

and in West Bengal supply is 8 lakhs unit but demand is 10 lakhs unit per year. So there is always a gap between

supply and demand.  In West Bengal per 1000 population blood donor is only 9 out of which 7 through voluntary

donation. If it can be done 11 per 1000 population per year then only demand can be compensated. In this study

of voluntary blood donation camps (VBDC) organised at Serampore area for the year 2012-13, it was noted that

out of total 93 camps organised in the same year, total number of blood donors were 4784 of which female

contributed 17.3% and male 82.7%, and 488 donors (10.20%) were discarded by blood bank medical officers

(BBMO) in the camps during clinical examinations. In this study it has shown that proper blood donor counselling

is needed which ensures safe blood supply, taking care of donors by providing information, education and counselling

and providing referral services for future care and management of donors.

Key words:  World Health Organisation, voluntary blood donation camps, blood bank medical officer, blood

borne virus.
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Introduction:

Human blood is an essential element having no

substitute though it saves life. Everyday, a large number of

units of blood are transfused for a variety of illnesses and

conditions, including accidents, burns, heart surgery, organ
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transplants, leukaemia, cancer, sickle cell anaemia,

thalassaemia, haemophilia and many others1. Blood is a

critical element of medical treatment and can transmit life

threatening viral, bacterial and protozoal infection. In our

country, there are many constraints like dearth of  proper

methods for blood screening due to lack of infrastructural

services, irregular supply of blood in respect to demand,

lack of congenial working environment and surveillance and

in our country 80% of blood is used as whole blood contrary

to WHO recommendation (90:10). People suffering from

certain infections may have the agent of disease present in

their blood. In some cases the organisms persist in the blood

for long periods and in sufficient numbers to represent a

high risk of transmission. If others are exposed to their blood

or other body fluids, the infectious agent might get

transmitted and infect them. The main risk of occupationally

acquired blood borne infection relates to viruses that persist

in the blood and are known to be endemic in the UK

population2. In these cases, the infectious agent is usually a

blood-borne virus (BBV). The individual infected with the

virus may not show symptoms or even be aware that they

are carrying it. BBV is a major concern for the human

immunodeficiency virus (HIV) which causes acquired

immune deficiency syndrome or AIDS, and hepatitis B and

C, which may result in chronic infection. These viruses

represent a significant risk of blood borne transmission.

Despite the challenges posed by the emergence of pandemic

H1N1 influenza virus the UK blood services were able to

collect, process and test over 2.5 million donations during

20093. As in previous years the majority of these donations

were collected from regular donors and only small numbers

of them were repeat donors. Over 80% of infections were

identified in donations collected from new donors who

provide about 11% of all donations. During 2009 a total of

335 donations were confirmed positive for markers of HBV,

HCV, HIV, HTLV or syphilis infection in UK blood donors.

More than 2.5 million donations were tested in the UK in

2009, with new donors contributing about 11% of all

donations but over 80% of infections4. As in previous years

hepatitis B was the most common infection in new donors,

usually representing undiagnosed chronic infections whereas

syphilis was the most frequent infection in repeat donors

often long-past rather than acute infection. However, during

2009 there was a significant increase in positive HBV

markers in donations from repeat donors, in part due to the

introduction of a new test for HBV DNA. Five infected

donations were detected by DNA alone, three donors with

early acute infections and two donors with chronic occult

infections which could not be identified using hepatitis B

surface antigen tests alone. As in previous years the majority

of seroconversions in repeat donors were due to HIV (13/

25). Heterosexual sex was cited as the most likely route of

infection for both HIV and syphilis positive donors whereas

HTLV and HBV infection was associated with people born

in or to parents from endemic areas5. The aim of this

guidance is to offer assistance to a wide readership, including

those with responsibility for health and safety, as well as

those in occupational health disciplines that need to assess

the risks associated with exposure to such infections. Higher

risk of transfusion transmitted infection (TTI) is noted in

developing countries due to dependence on replacement

or paid donors, inadequate pre donation screening and

counselling, unreliable serologic testing.  In this situation pre

donation screening and counselling is more effective7.

The objective of the study was to establish a

demographic data of the different blood donors and design

an action plan for blood safety in the regionally co-ordinated

blood banking system, ensure quality assurance, promotion

of low risk voluntary donation and appropriate clinical use

of rational use of blood and blood components.

Materials and Methods:

Study area was selected in and around the urban

areas of Serampore Subdivision of Hooghly district under

the state of West Bengal where voluntary blood donation

camps were organised under the banners of different

voluntary organisations guided by Government Hospital

Blood Banks for a period of one year of 2012-13. The

data were collected from Serampore Seccha Raktadata

Sangathan and were analysed.   Action plan for blood safety
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(NACO, 2003) for donors were followed. Donors found

to be seroreactive for HIV were referred to an ICTC for

further confirmation of the test and pretest counselling. The

counsellors at the ICTC were aware of blood safety norms

while counselling donors. They explained the relationship

between unsafe blood and HIV transmission to the donor.

Donors were refrained from further blood donation if

confirmed positive for HIV, pre donation information like

need for regular, safe blood donor pool, blood donation

procedure and its safety, testing of donated blood for

hepatitis B virus (HBV), hepatitis C virus (HCV), human

immunodeficiency virus (HIV), syphilis and malaria, basic

facts about HIV and hepatitis transmission and prevention,

guaranteed confidentiality and importance of honest replies

and availability of alternate HIV testing sites were given to

the voluntary willing donors who were made aware that

recipients are at risk. Donor screening process such as

information, questionnaire / consent / declaration, medical

assessment, counselling for risk assessment was applied.

In this study also some donors rejected the questionnaire

as they thought that it was nothing but waste of time and

not fruitful at all. It was needed to explain why questions

were asked and  admitted that some questions were very

sensitive and personal, regarding sexual behaviour.

Counsellor was assigned to assess risk based on sexual

practices, drug using practices, occupational practices, pre

donation counselling. Counsellor was committed to check

if donor has understood HIV transmission, HIV testing,

consequences of testing, discuss options of knowing test

result and advantages of knowing positive result. Blood

donors all over India demonstrated a definite rise from 2004

till 2006. Average total volume collection in 2006 was

56.4%. Workshops on motivating people for voluntary

blood donations are being organised to promote this

programme. 1st October is celebrated as National Blood

Donation Day all over India. Incidence of voluntary blood

donation in high-performing states (India) and the Indian

scenario show HIV infection is spreading into general

population – requires critical prevention and care

programme. In this study it was found that donors were not

being counselled, they were continuing to donate blood and

infect sexual partners. Only one test was done with no

confirmation, no facilities were available for counselling, no

system was started to inform the right person, no database

/ IT support was available to help the donors to cope with

the psychological impact of a positive test result. Depressive

symptom scores were higher in donors than in representative

population in this study.

Results and Discussion:

The overall risk of any of the blood borne viruses

being transmitted by an infected patient to a healthcare

worker and from an infected healthcare worker to a patient

has been estimated as shown in Table 1. The corresponding

risk of transmission for each virus shows that HBV is the

Table 1 – Risk of Transmission of Blood Borne

Viruses from Patient to Healthcare Worker

most easily transmitted virus and HIV the least. Healthcare

workers are at greater risk of infection from patients than

vice versa. TTIs are more prevalent in replacement donors

than voluntary donors in India in respect of hepatitis B, HIV

and hepatitis C, HBV is more common than HIV and HCV

as revealed in Table 2. In countries like Cape Town,

American Republic and Malavvi prevalence of HIV infection

is more common in general population than blood donors

only because of good surveillance and screening procedures

maintained before collecting blood in these countries. In

this study, monthwise  blood donation camps were organised

and  total number of blood  camps were 93 in one year

period from April 2012 to March 2013 through which 4784

donors donated  blood, among which number of male

donors were 3952 (82.61%) and female donors were 832

Blood borne 

viruses 

Patient to 

healthcare 

worker  
Hepatitis B 1 in 3 
Hepatitis C 1 in 30 
HIV 1 in 300 
 

38   MEDICAL GLORY, VOL 2, ISSUE NO 1, JANUARY-MARCH, 2018



(17.39%) (Table 3).  It was also found from Table 3 that belonged to 18-30 years age group and 9 belonged to 61-

65 years age group. This indicates young group is more

motivated than older ones. While weightwise differentiation

of 4784 blood donors donated blood it was evident from

the table that 303 donors belonged to 45-50kg body weight,

whereas highest number of donors (n=1917) had body

weight 70kg and above followed by 1097 donors who had

the body weight between 63 and 69 kg, which indicated

that possessing heavy body weight was a spontaneous self

motivation for a donor for blood donation. Incidence of

B+ve group donors (36.36%) was predominant, followed

by O+ve (31.25%) and A+ve (22%), lowest incidence was

noted in AB+ve group (8.05%) whereas among the negative

group,  incidence of B-ve (0.79%) and O-ve (0.73%) was

almost equal to but in A-ve group its incidence was 0.52%

Table 2 – Transfusion Transmitted Infection

Prevalence and Trend in India

Table 3 – Sexwise Distribution of Donors during Blood Donation from April 2012 to March 2013

Prevalence Voluntary 

donor 

Replacement 

donor 

Hepatitis B 0.77%-

1.67% 

2.59% 

HIV 0.22% 0.86% 

Hepatitis C 0.46%-

0.20% 

0.43%- 

0.65% 

 

 

Month  No of 

camps 

organised 

No of 

donors 

No of 

male 

donors 

No of 

female 

donors 

No of 

new 

male  

donors 

No of 

new 

female 

donors 
April 2012 10 552 497 55 77 14 

May 2012 10 496 417 79 60 21 

June 2012 5 277 227 50 42 15 

July 2012 7 286 244 42 31 15 

August 2012 8 667 487 180 89 56 

September 2012 7 296 252 44 39 17 

October 2012 5 177 142 35 30 13 

November 2012 6 284 235 49 30 17 

December 2012 10 405 327 78 46 29 

January 2013 11 690 588 102 116 43 

February 2013 9 443 367 76 44 29 

March 2013 5 211 169 42 21 9 

Total 93 4784 3952 832 625 278 

number of new male donors were 625 (13.06%) and

number of new female donors were only 278 (5.81%). It

indicates that lack of motivation is prevailing among the new

male and female donors. Table 4 shows agewise distribution

of 4784 donors donated blood in the year 2012-13 at

Serampore area of which maximum donors (n=1862)

and was comparatively low (0.30%). Table 5 shows 8 blood

banks were  involved in collection of  blood from the 93

blood donation camps so far organised in the period of one

year through which  4784 donors donated blood but 488

willing volunteers  were  discarded  due to some faults

revealed during clinical examinations by blood bank medical
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Table 4 – Agewise Distributors of Blood Donors

Table 5  – Categorisation of Blood Banks Involved in Collection of  Blood in the Blood Donation Camps

officers. Serampore Walsh blood bank tops the list who

collected more blood in the camps.

Conclusions:

The technical information on blood borne viruses

that are relevant to various occupational settings may be

particularly useful to those with an existing insight into viral

infection, but who may wish to learn more about the process

of transmission and disease should be concerned about

relevant health and safety law and the legal duties of

Age in years No of blood donors 

18-30                                                                                                        1862 

31-40 1695 

41-50 939 

51-60 279 

61-65 9 

 

Total 4784 

 

Name of blood banks 

involved in collection 

of blood 

No of blood 

donation 

camps through 

which blood 

was collected 

Collection of 

total units of 

blood 

No of donors 

discarded  in 

clinical 

examination 

Percentage of 

donors 

discarded in 

clinical  

examination 

Serampore Walsh Blood 

Bank, Serampore 

57 2232 394 15% 

Calcutta Medical College  

& Hospital Blood 

Bank, Kolkata 

9 681 37 5% 

Central Blood Bank, 

Kolkata 

6 362 13 3.5% 

Purulia Blood Bank, 

Purulia 

4 564 9 1.5% 

Nilratan Sircar Medical 

College & Hospital 

Blood Bank, Kolkata 

7 334 17 5% 

National Medical College 

& Hospital Blood 

Bank, Kolkata 

2 150 9 5.5% 

Chandannagar 

Subdivisional Hospital 

Blood Bank, 

Chandannagar 

7 260 9 3.5% 

Bankura Sammilani 

Medical College & 

Hospital Blood Bank, 

Bankura 

1 201 0 0% 

    

Total 93 4784 488 – 
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employers with respect to hazard and risk assessment. This

includes consideration of emergency planning, staff training,

control measures and health surveillance that can mitigate

the risk of infection in occupational situations. This also offers

fundamental information on risk assessment related to

postexposure prophylaxis (PEP) system. There should be

an action plan for safe blood donation and regionally co-

ordinated blood banking system, meticulously programmed

for infectious agents, quality assurance, promotion of low

risk voluntary donation and appropriate rational use of blood

and blood components. In India the revised NACP 2007-

12 programme was recommended with the object of

reduction of TTI associated HIV less than 0.5% and

development of long term policy such as increment of

voluntary donation more than 80%, rational use of blood

and blood components, enhancement of quality assurance

in blood bank and counselling those voluntary donors who

are seroreactive. According to Winston Churchill, ‘This is

not the end, but it is perhaps the end of the beginning.’
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Age-related Macular Degeneration: Evidence and Practice
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Abstract:

Age-related macular degeneration (AMD) is fast becoming a public health problem all over the world. AMD

can be of two types: Wet AMD and dry AMD. Wet AMD is a result of choroidal neovascularisation beneath the

retina with resultant exudation, haemorrhages and finally scarring. Dry AMD is characterised by retinal pigment

epithelium atrophy and also retinal atrophy. Apart from age, environmental, metabolic and genetic factors also play

role in this disease.  Continued research over last two decades on pathogenesis of AMD helped to develop appropriate

therapeutic targets. With various landmark clinical trials conducted in last two decades, antivascular endothelial

growth factor (anti-VEGF) drugs have emerged as the most effective treatment in wet AMD. The management of

dry AMD is a challenge for care-givers worldwide due to the lack of effective therapies. The current strategy may be

outlined as follows: Lifestyle modification, anti-oxidant supplementation, supportive measures. These measures have

been proved to be effective in improving the quality of life of AMD patients.

Key words: Age-related macular degeneration, choroidal neovascularisation, antivascular endothelial growth factor,

anti-oxidant.
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Introduction:

Age-ralated macular degeneration (AMD) is fast

becoming a public health problem all over the world. AMD

is a disorder of the macula. It causes progressive loss of

central vision. AMD is the commonest cause of blindness

in elderly people in the Western world. Among Asian

population prevalence was found to be 5.1% and 0.5% for

early and late AMD respectively1.

AMD can be of two types: Wet AMD (10%) and

dry AMD (90%). Wet AMD is the result of choroidal

neovascularisation (CNV) beneath the retina with resultant

exudation, haemorrhages and finally scarring. Dry AMD is

characterised by retinal pigment epithelium (RPE) atrophy

and also retinal atrophy. Dry AMD is also known as

geographic atrophy (GA). Neovascular or wet AMD is a
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much more important cause of vision loss (75%) than dry

AMD (25%)2.

Age is the most important risk factor for AMD. The

prevalence of AMD rises from approximately 0% at 50

years to 2% at 70 years. By 80 years of age 6% of the

population may develop AMD3.

Environmental, metabolic and genetic factors also play

role in this disease.

The second most important risk factor is smoking,

especially for dry AMD (odd’s ratio: 4.5)4. Prevalence is

reported to be higher in white than in non-white people5.

Drusen are a very important sign of AMD. Drusen

are metabolic products that accumulate between retinal

pigment epithelium and Bruch’s membrane. There are two

types of drusen – hard and soft. Hard drusen are smaller

having sharp margins and may be present in normal ageing

eyes also. With hard drusen when associated with RPE

changes and/or soft drusen, the risk of progression is

increased in AMD. Soft drusen are a major risk factor for

progression to the advanced stage in both wet and dry

AMD6.

Oxidative stress is stated to be associated with both

the incidence and progression of AMD7. Anti-oxidants could

prevent the progression of intermediate and late forms of

the disease in AREDS study5.  Chronic inflammatory

condition with activation of the immune system has also

been proposed to play an important role8. Genetic

susceptibility has also been observed in AMD9.

Wet AMD leads to severe vision loss and is the third

major cause of blindness worldwide10.  Dry AMD, the more

common variant of AMD, has a better prognosis than wet

AMD11. GA tends to enlarge over time, typically sparing

the fovea until very late. Significant visual loss occurs at the

rate of 8% per year among dry AMD patients12.

Management of Wet AMD:

In various landmark clinical trials conducted in last

two decades, it is seen that antivascular endothelial growth

factor (anti-VEGF) drugs have emerged as the most

effective treatment in wet AMD.

CNV situated outside fovea can be treated with laser.

However subfoveal or juxtafoveal lesion cannot be treated

with laser due to destruction of adjoining retinal tissue13.

Photodynamic therapy (PDT): Laser with

sensitising dye verteporfin was found to be a safe method

to stabilise vision in wet AMD. TAP study14 was a double-

masked, placebo-controlled trial that assessed safety and

efficacy of 3 monthly PDT in patients with classic subfoveal

CNV. After two years of follow-up the percentage of

patients losing <15 letters was significantly less in PDT group

compared to placebo14. VIP study15 was a randomised,

double-masked, sham-controlled study investigating the

efficacy of PDT in occult CNV. At 2 years, moderate and

severe visual loss was less in PDT compared to placebo15.

However, although better than placebo, 54%   PDT patients

lost 15 letters or more.

Anti-VEGF treatment: Ranibizumab –This drug

was most extensively studied and has got the most robust

evidence in its favour. MARINA study16 was, double-

masked, randomised controlled trial that included patients

with either minimally classic or occult (with no classic lesions)

CNV.  Patients receiving monthly ranibizumab gained a mean

of 6.5 and 7.2 letters whereas those in the sham group lost

10.4 letters. This benefit was maintained at 2 years follow-

up16. Although an exciting gain in vision was observed,

monthly injection schedule was a heavy burden. So Pro Re

Nata (PRN) or as necessary regime was studied in

PrONTO study17. Patients receiving 3 initial monthly dose

were treated on PRN basis. A mean 11.1 letters gain in

best corrected visual acuity (BCVA) was observed with

lesser number of injections (mean 9.9 injections in 2 years)17.

To reduce the number of injection further, treat-and-extend

regimen has been tried to extend the follow-up period.

TREX-AMD study18 did not show any significant difference

in visual gain between the monthly and treat– and– extend

cohorts at month 12. However cost of the drug remains a

major deterrent.

Aflibercept – This drug was compared with

ranibizumab in phase 3 clinical trials in VIEW-1 and VIEW-

2 studies. At 52 weeks (primary endpoint), VIEW-1 study

showed that 95% of aflibercept patients maintained BCVA

that was clinically equivalent to those receiving ranibizumab.

The VIEW-2 study results were almost identical19. Till date

aflibercept is not available in Indian market.

Bevacizumab – This drug is not marketed for intra-
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ocular use. However this has been widely used off label all

over the world to reduce the cost of treatment. This is, in

fact, the maximum used anti-VEGF in wet AMD. In

randomised CATT trial20, relative efficacy and safety of 0.5

mg ranibizumab and 1.25 mg bevacizumab (repackaged in

glass vials) was studied. At 1 year, bevacizumab was not

inferior to ranibizumab20. However in real life scenario safety

is a concern with theoretically increased chance of infection.

Few cluster infection has been reported. In practice, unlike

study situation, multiple doses are drawn from a single vial.

Management of Dry AMD:

The management of dry AMD is a challenge for care-

givers worldwide due to the lack of effective therapies. The

current strategy may be outlined as follows: Lifestyle

modification, anti-oxidant supplementation, supportive

measures.

Lifestyle modification: Smoking  – It has been

demonstrated that smoking may slow down choroidal blood

flow which promotes ischaemia, increases hypoxia and leads

to micro-infarctions. This results in a reduction of macular

pigments and damage of the RPE. Studies have shown that

there is a dose-effect relationship between the number of

years of smoking/pack-years smoked and the risk of

developing dry AMD21.

Alcohol consumption  –  There is some controversy

with regard to the role alcohol plays in the pathogenesis of

AMD. Chong et al22 have reported an increased risk for

early AMD in heavy alcohol consumers (OR: 1.47).

Physical activity – In presence of evidence that

regular exercising reduces both inflammation and endothelial

dysfunction, it can be stated that physical activity has a role

in the reduction of the risk of progression in dry AMD. The

Atherosclerosis Risk in Communities Study23 reported that

in middle-aged people with a waist-hip ratio reduction over

time, the likelihood to develop AMD was less than those

who gained on their waist-hip ratio, particularly in those

who were initially obese.

Dietary modifications – The Alienor Study24

reported a decreased risk for AMD in patients who had a

acids.

Anti-oxidant supplementation – The two most

important and widely cited trials studying the effects of anti-

oxidants in the management of dry AMD are AREDS (Age-

Related Eye Disease Study)25 and AREDS 226. In the

AREDS, the following different anti-oxidants were

administered: Vitamin C (500 mg), vitamin E [400

international units (IU)], beta-carotene (15 mg), zinc (80

mg) and copper (2 mg).

In early AMD (AREDS category 2), only 1.3% of

participants progressed to advanced AMD in 5 years. The

use of the combination of anti-oxidants, vitamins and

minerals did not reduce the progression of early AMD to

the intermediate stage of  AMD, and there was insufficient

power to determine the effects of the combination treatment

on the progression to more advanced AMD. Therefore,

there is no evidence to support the use of these supplements

for patients who have less than intermediate AMD.  Although

zinc alone or anti-oxidants alone reduced progression, the

therapy that resulted in a statistically significant reduction in

both the development of advanced AMD and vision loss

was the combination treatment of anti-oxidants, vitamins

and minerals25.

A meta-analysis of the adverse effects of nutritional

supplementation reported that there is an increased risk of

death from vitamin A, beta-carotene, and vitamin E

supplements (16%, 7%, 4%, respectively), but not from

vitamin C supplements. The decision to take the AREDS

supplement formulation must balance possible risks with

possible benefit27.

In light of these findings the AREDS 2 study was

undertaken to evaluate the effects after the changes in

formulation of anti-oxidants, vitamins and minerals. Three

different formulations were evaluated: One without beta-

carotene (due to an increased risk of lung cancer in smokers

and former smokers), another one with a lower dose of

zinc (25 mg), and the third one with both these conditions.

Lower dose of zinc was chosen because of the risk of

gastro-intestinal and genito-urinary diseases that zinc itself

can induce and because its absorption has been found to

be the same even with lower doses. The results showed
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that the addition of lutein + zeaxanthin, DHA + EPA, or

both to the AREDS formulation had no positive effect on

the progression to advanced AMD. The difference between

low-dose versus high-dose zinc was not statistically

significant, but lutein + zeaxanthin may be a useful carotenoid

substitute in the AREDS formulation in smokers and former

smokers26.

Supportive measures: Low-vision rehabilitation remains

the option of choice when medical or surgical treatments

have failed or are contra-indicated. These measures include

assessment of residual functions and functional vision,

identification of preferred retinal loci and training in their

active use, prescription and training in the use of low-vision

aids, training and educational programmes (orientation and

mobility), and assistance with daily activities and vocational

rehabilitation. These measures may be effective in improving

the quality of life of AMD patients28.

Conclusions:

Continued research over last two decades on

pathogenesis of AMD helped to develop appropriate

therapeutic targets. Newer therapies targeting the

appropriate pathological process have made a sea change

in outcome as well as physician’s attitude towards therapy

of this once incurable disease. Future is ripe to see many

more advances including gene therapy for this emerging

major health problem.
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Case ReportCase ReportCase ReportCase ReportCase Report

Role of Imaging in a Patient of Tuberous Sclerosis Simultaneously

Presenting with Renal and Adrenal Angiomyolipoma and Renal

Oncocytoma: A Rare Entity

Debashis Dakshit1, Deb Kumar Biswas2, Rahul Singla2

Abstract:

A patient with tuberous sclerosis complex with massive bilateral renal and adrenal angiomyolipomas, who

experienced haemorrhagic shock because of rupture of the right renal angiomyolipoma is reported. He was treated

with transarterial embolisation. The histopathologic examination revealed concurrent oncocytomas with

angiomyolipomas in the left kidney and presence of angiomyolipomas in right kidney and adrenal gland indicating a

possible shared mechanism in the pathogenesis of these two disorders. This case also represents a rare, but significant

overlapping between renal angiomyolipoma, oncocytoma and tuberous sclerosis complex. It is well worth remarking,

that renal oncocytoma overlaps with other renal neoplasms, therefore nephrectomy remains the treatment of choice.

Key words:  Tuberous sclerosis, angiomyolipoma, oncocytoma, phacomatosis, digital subtraction angiography.

Introduction:

 Tuberous sclerosis complex (TSC) is a rare

autosomal dominant neurocutaneous phacomatosis (a

group of disorders characterised by involvement of

structures that arise from the embryonic ectoderm) disorder

with a frequency of 1 in 10,000 live births1. It is associated

with renal angiomyolipoma (AML) and renal oncocytoma2.

Simultaneous presence of both the tumour in a patient with

tuberous sclerosis is rare. AML most commonly arises from

kidney. Adrenal AML is extremely rare. Here a 33 years

old male patient with TSC and massive bilateral renal and

adrenal AMLs and left renal oncocytoma is reported.

Case Report:

A 33-year-old known alcoholic patient presented

with chief complaint of gradually increasing abdominal

circumference with heaviness of abdomen and weight loss.

On general physical examination multiple angiofibromas

were noted in cheek (Fig 1). Confetti skin lesions were

noted over back. His blood haemoglobin level was 7.9 g/

dl and BP was 100/70 mm Hg.

Abdominal sonography showed a large cystic space

occupying lesion measuring 23.5 x 22.2 x 14.1 cm, with

floating internal echoes in right side of abdomen. Another

solid space occupying lesion measuring 7.7 x 6.6 x 5.2
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with prominent vascularity on Doppler was noted in lower

pole of left kidney. A provisional diagnosis of pancreatic

whole abdomen demonstrated a large solid cystic lesion

measuring 23.5 x 22.2 x 14.1 cm in the right side of

abdomen, displacing the bowel loops. Right suprarenal

region appeared heterogeneous with an ill-defined mass

measuring 6.7 x 5.7 x 5.3 cm, of mixed attenuation and

enhancement interspersed with areas of fatty attenuation

(Fig 2). A 6.8 x 6 x 3.9 cm sharply demarcated lesion

showing homogeneous enhancement after contrast

administration noted in lower pole of left kidney. On USG

Fig 1 – Multiple Angiofibroma in the Cheek

pseudocyst with neoplastic lesion arising from lower pole

of left kidney was made.

Under sonography guidance fluid from the

intraperitoneal cyst was aspirated. The aspirated fluid

looked like altered blood. Aspirated fluid was sent for

biochemical examination for malignant cells, amylase, lipase.

Blood sample was taken for estimation of CA 19-9. True-

cut biopsy of suspected neoplastic lesion of lower pole of

left kidney was also performed.

The aspirated cystic fluid was negative for malignant

cell, and serum CA 19-9 level was 25 U/ml which is within

normal limit (0-37 U/ml). Besides his serum amylase (40

U/l) and lipase (80 U/l) were within normal limits. Thus,

initial suspicion of pancreatitis with pancreatic pseudocyst

was excluded. Histopathology of the specimen from lower

pole of left kidney showed uniform round / polygonal cells

with abundant, intensely eosinophilic and granular cytoplasm

with uniform small, round and central nuclei with evenly

dispersed chromatin;suggestive of oncocytic neoplasm.

The patient was further evaluated with CT brain,

HRCT thorax and CECT whole abdomen.

NCCT brain showed multiple calcific foci in the

right parietal cortex and also in the subependymal layer of

bilateral lateral ventricles. HRCT thorax was normal. CECT

Fig 2 – CECT Scan of Abdomen Showing

Heterogeneous Mass in Right Suprarenal Region

guided true-cut biopsy the lesion was proved to be

oncocytoma. Multiple renal cysts were also noted on both

sides. A provisional radiological diagnosis of right adrenal

AML with massive intraperitoneal bleed and oncocytoma

of left kidney was made. CT guided biopsy of the lesions

from lower pole of right kidney and upper pole of left kidney

was done. Histopathology of the specimen showed mature

adipose tissue, tortuous thick walled blood vessels lacking

elastic tissue lamina and bundles of smooth muscle that seem

to emanate from the vessels’,  wall; suggestive of AML.

No abnormalities were detected in echo-

cardiography. MRI brain revealed multiple areas of

hyperintensities on T2 and T2 flair sequence in subcortical

and deep white matter suggestive of cortical tubers (Fig 3),
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multiple foci of blooming artefacts on GRE sequence noted

in lateral wall of 4th ventricle suggestive of subependymal

calcific nodule. An isointense on T1 and isohyperintense on

T2, lesion with intense enhancement was noted near the

foramen of Monro, suggestive of subependymal giant cell

astrocytoma. Beside this, hyperintense radial band like line

on T2 and T2 flair sequence extending from paraventricular

region to left parietal cortex was noted (Fig 3).

Fig 3 – MRI of Brain T2 (6A) and T2 Flair Sequence

(6B) Showing Cortical Tuber and Radial Bands as

Multiple Tiny Hyperintensities

Digital subtraction angiography (DSA) of the

bilateral renal artery showed branch of right renal artery

supplying the right adrenal AML with multiple

microaneurysm of those vessels and tumour blush

surrounding the oncocytoma of lower pole of left kidney. It

also revealed evidence of AML with microaneurysm in lower

pole of right kidney and in the upper pole of left kidney.

Embolisation (with a mixture of lipiodol and PVA particles)

of feeding artery supplying the right adrenal AML was done.

stable.

Discussion:

Tuberous sclerosis is a rare multisystem genetic disease

that causes benign tumour to grow in multiple organs. Vogt

triad consists of seizures, mental retardation, and adenoma

sebaceum. It is caused by mutation of either two genes

TSC1 or TSC2 which codes for protein hamartin and

tuberin respectively. TSC1 is located in chromosome 9
q
34,

and TSC 2 in chromosome 16
p
13.3. Clinical and genetic

criteria for diagnosis of tuberous sclerosis are summarised

below1:

(A) Clinical criteria: It is depicted in Table 1.

(B) Genetic criteria: Identification of either a

TSC1 and TSC2 pathogenic mutation in DNA from normal

tissue is sufficient to make a definite diagnosis of TSC.

Majority of AML are sporadic (80%), typically

detected in adults (mean age 43 years)3-5, with a strong

female predilection (female : male – 4:1), remaining 25%

associated with phacomatosis, most commonly tuberous

sclerosis1. Most frequently patients present with

spontaneous retroperitoneal haemorrhage, risk

proportionate to the size of the lesion. Shock from severe

haemorrhage from rupture is also known as Wunderlich

syndrome4. Patient may also present with other signs and

symptoms such as palpable mass, flank pain, urinary tract

infection, haematuria, renal failure and hypertension.

AML is benign tumour composed of blood vessels,

smooth muscle and mature fat cells3,6. Most common

location of AML is kidney3,6. Most common extra renal

location is liver, but AML of uterus, colon, retroperitoneum,

omentum has also been reported. Adrenal is least common

site of extrarenal AML7,8. DSA is the gold standard in the

diagnosis of renal and extrarenal AML.

DSA features of AML:  Arterial phase: Sharply

marginated hypervascular mass with dense arterial network

and tortuous vessels giving the sunburst appearance.

Venous phase: Whorled onion peel appearance of

peripheral vessels.

Micro- or macroaneurysm.Following embolisation patient was haemodynamically
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Absence of AV shunting. subsequent staged surgical resection. Pre-operative

Blood vessels in AML are angiomatous with abnormal

thick wall and characteristic absence of elastic tissue that

increases the risk of aneurysm formation and spontaneous

haemorrhage.

Grading of angiomyolipoma: Grade I: Minimal

vascularity; few small stretched pathological vessels.

Grade II: Moderate vascularity, abundant medium

sized tortuous vessels with or without small aneurysm (< 5

cm).

Grade III: Marked vascularity, multiple large tortuous

vessels with or without large aneurysm (> 5 cm).

A small <4cm asymptomatic AML should be

followed up over 1 to 2 years with serial imaging control.

But asymptomatic lesion of >4 cm and symptomatic lesion

of any size should be urgently surgically treated by surgery.

Unstable patient may benefit from tumour embolisation and

embolisation of feeding artery and early surgical intervention

reduces the risk of tumour bleeding4,9.

There is a special variant called an epithelioid AML4,

composed of more plump, epithelial looking cells, often with

nuclear atypia. They have malignant potential. This variant

often mimic renal cell carcinoma. Metastases have also been

reported4.

Conclusions:

Various skin manifestations like adenoma sebaceum,

shagreen patches confetti skin lesions should rise the

suspicion of tuberous sclerosis and work up imaging to be

done accordingly. Percentage of patient with tuberous

sclerosis present with AML is to be established with DSA

besides histopathological examination. DSA has a unique

role in the diagnosis as well as grading of renal AML.

Table 1 – Showing Clinical Criteria

Major features Minor features 

1. Hypomelanotic macules (>3,  at least 

5ml diameter) 

1. “Confetti” skin lesions 

2. Angiofibromas (>3) or fibrous 

cephalic plaque 

2. Dental enamel pits (>3) 

3. Ungual fibromas (>2) 3. Intra-oral fibromas (>2) 

4. Shagreen patch 4. Retinal achromic patch  

5. Multiple retinal hamartomas 5. Multiple renal cysts 

6. Cortical dysplasias (>3)* 6. Non-renal hamartomas 

7. Subependymal nodules (>2)  

8. Subependymal giant cell astrocytomas 

9. Cardiac rhabdomyoma 

10. Lymphangioleiomyomatosis 

(LAM)** 

11. Anigiomyolipomas (>2)** 

* Includes tubers and cerebral white matter radial migration lines. 

**A combination of the two major clinical features LAM and angiomyolipomas without 

other features does not meet criteria for a Definite Diagnosis. 

DEFINITE DIAGNOSIS: 2 major features or 1 major feature with 2 minor features 

POSSIBLE DIAGNOSIS: Either 1 major feature, 1 major and 1 minor, or >2 minor features  
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Besides it has an added advantage of therapeutic options.

Selective angiographic embolisation (SAE) is accepted as

alternative minimally invasive therapeutic approach with a

long-term outcome. This obviates the need for radical partial

nephrectomy in lesion < 4 cm in size in stable AML .Excisions

in lesions > 4 cm however remains the definite mode4,9.

Extrarenal AML is rare, commonest site being the

liver. Adrenal is an extremely rare site of extrarenal AML.

It is managed in the same way as renal AML. Renal or

extrarenal AML if detected during DSA, possibility of

tuberous sclerosis is to be excluded. Likewise, oncocytoma

if detected by histopathological examination of renal mass,

possibility of tuberous sclerosis should be kept in mind.
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Torsion (Laevorotation) of Gravid Uterus at Term – A Case Report

Abstract:

Uterine torsion is rare. A case of a 25-year-old female (gravida 2 and parity 1) suffering from pregnancy

induced hypertension with previous history of lower segment caesarean  section and myomectomy who underwent

emergency lower segment caesarean section is reported here.  The uterus was found to be laevorotated around 900.

Laevorotation could not be corrected due to strong band of adhesion on the right side. So, a transverse incision was

inadvertently made over fundus and the baby was delivered by breech. On the 4th postoperative day, the patient

had developed full blown acute intestinal obstruction due to volvulus for which she underwent laparotomy. The

patient and her baby were well at the time of discharge. Therefore, during caesarean section one should rule out the

uterine rotation before making uterine incision to avoid inadvertent injury to the uterine blood vessels, ureter and

involvement of the posterior uterine wall.

Introduction:

Uterine torsion, defined as rotation greater than 45

degree along long axis at the junction of the corpus and

cervix, is a rare occurrence. The diagnosis is often

incidentally made at the time of caesarean delivery. The

earliest report of uterine torsion was made by an Italian

veterinarian, Columbi in 16621. Virchow reported the first

case in a human in postmortem examination2. Lobbe

described this abnormality in a living woman in 18763.  The

dextrorotation of the gravid uterus is quite common up to

45 degree, due to the increased uterine size and the

presence of rectosigmoid colon. The dextrorotation of gravid

uterus within 45 degree is not pathological. A total of 212

cases of uterine torsion have been reported in the literature1.

There was a maximum of 720 degree rotation reported in

the literature2. It presents as acute abdominal crisis simulating

the clinical picture of ectopic pregnancy, abdominal

haemorrhage, torsion of pelvic tumour, peritonitis,

obstructed labour and placental abruption. As laevorotation

of 900 in gravid uterus is rare, therefore this case is being

reported.

52



Case Report:

A 25-year-old, gravid 2, para 1 mother with

pregnancy induced hypertension was admitted at emergency

with previous history of lower segment caesarean section

(LSCS) in 2011 and myomectomy in 2013. On presentation

to the labour suite, her blood pressure was recorded as

160/100 mm Hg, patient was in early labour with cephalic

presentation at 37 weeks 4 days period of gestation.

Loading and maintenance dose of MgSO
4 
 was started along

with decision of emergency LSCS. Pfannensteil incision was

made over lower abdomen. On entering the peritoneal cavity

the uterus was found to be laevorotated around 900 (Fig

1). Medial end of the right round ligament was stretched

across the uterus to the midline. Uterus was adhered to the

The first two postoperative days were uneventful,

but on third postoperative day, the signs of intestinal

obstruction began to appear. X- ray abdomen in erect

posture was done. X-ray revealed multiple air-fluid levels

in the intestine along with a coffee-bean shaped structure

(Fig 3), suggesting it was a case of intestinal obstruction

and likely to be volvulus. Surgical opinion was taken and

Fig 1 – Laevorotated Uterus Visible on Opening the

Abdomen

parietes by strong adhesion band on the right side due to

which laevorotation could not be corrected. Therefore, the

skin and rectus incisions were converted to inverted T-

shaped incision to gain access to the upper uterine segment.

An incision was made over the upper uterine segment (Fig

2). Placenta was below the incision line, baby was delivered

by breech and placenta was delivered by controlled cord

traction. After delivery of placenta the rotation was corrected

by itself and it was found that the incision was a transverse

incision at the fundus more towards the right cornu. The

uterine incision was repaired in three layers with bilateral

tubal ligation.  Adhesiolysis could not be done due to longer

Fig 2 – Incision on the Uterine Fundus

Fig 3 – Multiple Air-fluid Levels Seen on Straight X-ray

Abdomen Erect

operative time, increased morbidity and postoperative

complications.
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an urgent laparotomy done. On laparotomy, volvulus was

found involving the transverse colon. There was a strong

band of adhesion extending from right hypochondrium to

left iliac fossa involving omentum and transverse colon.

Adhesiolysis was done along with decompression of

volvulus. Intraperitoneal drain was put, haemostasis was

checked and secured before closure of the abdomen in

layers. The postoperative period was uneventful. The patient

was discharged from hospital after 7 days. At the time of

discharge the patient was completely well.

Discussion:

In approximately 20% of cases of uterine torsion no

causative factor is found. The predisposing factors found in

other 80% of cases include malpresentation (particularly

transverse lie), fibroid, uterine anomalies, pelvic adhesion,

ovarian cyst, uterine suspension, abnormal pelvis, and

placenta3. The patients usually present with vaginal bleeding

and/ or abdominal pain. The diagnosis of uterine torsion

may be considered if the placental location varies in

comparison to a prior sonogram, although placental location

will not change if the uterus rotates a full 3600. Several

authors also proposed the pelvic MRI in suspected cases

which gives the following findings : X-shaped configuration

of upper vagina, deviation of vagina and thickening of cervix.

Colour Doppler of uterine artery and the umbilical artery

gives abnormal finding in uterine torsion. An asymptomatic

torsion of a gravid uterus has been also described in literature

in patient (para 2+1) with severe pregnancy induced

hypertension along with placental abruption 4. Dextrorotation

is common in pregnancy, but in this case there was 900

due to previous myomectomy.

Conclusions:

Cases having past history of any pelvic operation and/

or the presence of factors causing uterine torsion should be

given due importance and high degree of suspicion for

presence of torsion must be considered. During caesarean

section one must routinely rule out uterine rotation before

making uterine incision by locating the attachments of round

ligaments to the uterus. Significant uterine rotation can lead
to inadvertent injury of uterine vessels and ureter if we do

not recognise its existence5.
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Nasopharyngeal Actinomycosis

Enam Murshed Khan1, Pooja Sarda2

Introduction:

Nasopharyngeal actinomycosis is a rare clinical

disease which generally occurs postnasal trauma or surgery1.

It is a subacute to chronic bacterial infection caused by a

unique group of filamentous, anaerobic, Gram-positive rods

which are not acid-fast and include 28 different species2. It

is characterised by formation of multiple abscesses and sinus

tracts which discharge sulphur granules. The most common

clinical forms of actinomycosis are cervicofacial, thoracic

and pelvic (in women).

Case Report:

A 44-year-old married lady was referred to the

otolaryngology clinic with complaints of headache, nasal

obstruction and facial pain. The patient had no other

significant past clinical history, was a housewife and a non-

diabetic and normotensive. She had no history of weight

loss, dyspnoea, epistaxis or fever. On examination, the

patient was in no apparent distress. Oral cavity was clear

without any masses or lesions. Palpation of the neck did

not reveal any mass or lymphadenopathy.

Anterior rhinoscopy revealed a mild deviated nasal

septum (DNS) to right side, congested nasal mucosa and a

polyp in right nasal cavity.

 A CT scan of paranasal sinuses showed right

maxillary and ethmoid sinusitis, unilateral opacification of

ethmoid sinus with focal calcified densities, right nasal cavity

polyp and DNS to right side.

A clinical diagnosis of fungal sinusitis was made. The

patient underwent endoscopic septoplasty with functional

endoscopic sinus surgery (FESS) and turbinoplasty under

general anaesthesia. Operative findings included a DNS to

right along with a polyp with fungal debri in the right nasal

cavity (primarily from ethmoidal region). Postoperatively,

the patient reported resolution of her clinical symptoms and

Department of Pathology, Apollo Gleneagles Hospital, Kolkata 700054
1MD (Path), DNB (Path), FRCPath (Histopathol), Senior Consultant and Chief of Lab Services
2MBBS, MD (Path), Registrar A

Corresponding author: Dr Pooja Sarda, P-90, CIT Road, Scheme IV M, Kolkata 700010, Tel: 9831026666,

           E-mail: pooja_diya24@yahoo.co.in

Abstract:

Nasopharyngeal actinomycosis is a rare bacterial infection making diagnosis difficult. Here we present a

case of 44 years old female who presented with actinomycosis in the nasal cavity, without any significant past

clinical history. Treatment with proper antibiotics greatly improves the prognosis for all forms of actinomycosis

without any mortality or morbidity.

Key words: Nose, actinomycosis, functional endoscopic sinus surgery.
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was discharged on oral antibiotic (a combination of

amoxicillin and beta-lactamase inhibitor, clavulanate

potassium) for one week.

Tissue from the right nasal cavity sent for

histopathological examination comprised three grey brown

to greenish bits with largest bit measuring 1.4X1.0X1.0 cm

and smallest bit measuring 0.5X0.4X0.4 cm. Microscopic

examination showed colonies of actinomyces, inspissated

mucus and necrotic tissue. Gram-stain confirmed Gram-

positive, filamentous branching bacteria morphologically

consistent with actinomyces (Fig 1, Gram-stain, x 40).

There was no evidence of any granuloma or malignancy

and fungus was not identified.

On follow-up, the patient was found to have a

complete resolution of all her clinical symptoms.

Fig 1 – Photomicrograph  of  Actinomyces

Discussion:

Nasopharyngeal actinomycosis is extremely rare.

They are a part of normal gastro-intestinal tract flora, most

commonly being found in the oral cavity and tonsillar crypts

of  healthy individuals3. They are isolated in 29% of samples

of saliva in healthy people4. Actinomyces becomes

pathogenic in immunocompromised states and following

mucosal breach or tissue injury resulting from facial trauma,

surgery or dental caries. In this case no traumatic event

could be elucidated though. The presence of surrounding

commensal flora allows actinomyces to flourish5.

Actinomycosis has a direct spread irrespective of any

anatomical barrier. It has no haematogenous or lymphatic

spread.

Actinomycotic lesions grow very slowly and deeply,

forming sulphur granules which are grainy microcolonies of

lobulated filaments arranged in a rosette pattern. Acute or

chronic inflammatory cells are present with surrounding

fibrotic tissue6.

Cervicofacial actinomycosis present most commonly

as odontogenic infections and are reported to develop

multiple fistulae and sinus tracts overtime. These tracts drain

characteristic yellow serous sulphur granules and often open

and close spontaneously. Nasopharyngeal forms are very

rare. Less commonly, it presents as a rapidly growing, tender

mass along with constitutional symptoms.

Diagnosis of actinomycosis requires a high index of

suspicion as it is often mistaken for malignancy,

granulomatous disease or mycobacterial infection. Culturing

actinomyces is diagnostic though previous antibiotic use can

hinder the process. Histological examination reveals

characteristic sulphur granules, though sulphur granules are

not unique to actinomycosis. They are also seen in

nocardiosis, chromomycosis, eumycetoma, and

botryomycosis3.

Treatment consists of extended penicillin therapy

and surgical debridement.

Conclusions:

Nasopharyngeal actinomycosis more commonly

follows nasal trauma or inhalation of harmful gases, though

it does not always follow them. It is a very rare diasease

which requires a high index of suspicion to diagnose, which

often requires culture and histopathological examination.
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Long term use of antibiotics with surgical debridement is

the accepted treatment options without any mortality or

morbidity.
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