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Dr Golokbihari Maji

MS (Ortho)
Hony Editor, Journal of IMA (JIMA)

Scarch for Light

Let me start quoting the “GEETA’S” eternal massage ‘what happened in the past was right and good, what is happen-
ing today is right and good and what will happen tomorrow will be right and good; we are to serve our duties
faithfully, sincerely and honestly’. I do pay my regards to all past Editors starting from the first one Sir Nilratan Sircar
who coined JIMA — the Journal of Indian Medical Association to reach to this highest honoured position in the arena of
World Medical Literature.

Since, the dawn of civilisation the profession to serve the ailing humanities- latter termed as Medical Science is the
most primitive profession in the world. The Medical Sciences crossing the ages of Charak and Sushruta and other great
pioneers of the world in this field, have been developing continuously by new discoveries of and in the human body,
recognising the ailments with their causes and with introduction and application of newer aids and instruments to save
the humanity have reached its highest proficiency as of today.

Medical Science is the most incomplete science. The age-old methods of management, the techniques of different
surgical procedures to combat the disease processes are to be mentioned only to be preserved in the museum, when
newer ideas and procedures prevail among the doctors.

Modern imaging technologies, scope surgeries, latest the Robotics in the field of Medicine and many other proce-
dures have revolutionised the field of investigations and management of ailing humanity. Identification of the causes of
the disease processes by newer and newer investigations along with the discoveries, introduction of modern medicines
and application of procedures are successful to raise average life span of Indians from 28 years in 1947 to approximate
60 years in the recent years. The Evidence Based Medicine is the Slogan of today. Stem cell therapy and researches on
the same is the latest throughout the world, which one day will totally revolutionise the method of management of ailing
humanity in future; Indian doctors are on the same boat.

Journal of Indian Medical Association - the JIMA, highest circulated Medical Journal in India is playing the major
role to propagate the newer ideas to all doctors. Ornaments of the JIMA are the scientific articles - the original works,
case studies etc. It is the duty of the learned community to serve the JIMA by coining it as stated. It will give them
identification.

Disclaimer
The information and opinions presented in the Journal reflect the views of the authors and not of the Journal or its Editorial Board or the
Publisher. Publication does not constitute endorsement by the journal.
JIMA assumes no responsibility for the authenticity or reliability of any product, equipment, gadget or any claim by medical establishments/
institutions/manufacturers or any training programme in the form of advertisements appearing in JIMA and also does not endorse or give any
guarantee to such products or training programme or promote any such thing or claims made so after. — Hony Editor
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Assessment of burden, coping skills & depression in
parents of children with psychiatric morbidity

Kaberi Bhattacharyya’, Dilip Mondal?, Sanjay Sadhukhan?®, Santanu Acharyya*

a

Mental iliness in children affects more than just the children - it impacts the entire family specially
the parants resulting in stress and depression in them. A positive and affective coping may help to
overcome the situation. Our purpose was to compare perceived burden, coping skills and depressive
symptoms in parents of children with mental retardation (MR) and attention deficit and hyperkinetic
disorder (ADHD) and to compare the same betwean mothers and fathers of children with different
psychiatric morbidity. We also assessed relation between different coping skills with depressive symp-
toms and burden score. Willing parents of children with psychiatric morbidity with education above
Sth standard were assessed for depressive symptoms, perceived burden and different coping skills.
Results were analyzed statistically. Both mothers and fathers are found to be similarly depressed.
Perceived stress and use of coping mechanism were similar in both groups. Education or income had
no effect on depression or perceived burden. Increased use of family coping mechanism helped to
reduce stress. Parental distress needs to be assessed by mental haalth professionals in order to
comprehensively address needs of both the child with mental health problems and his or her parent.
To improve the condition enhancing coping strategies may help.

[/ Incian Med Assoc 2018, 117: 114 & 17]

Key words ;: Parents, burden, depression, coping skill, children, psychiatric morbidity.

Mental illness in children affects more than just the
children - it impacts the entire family. Parent
caregivers of children with mental illness struggle to meet
the needs of their entire family by balancing the needs of
their child, other family members, and themselves. They
may face challenges such as financial burden, sibling n-
valry, stigma, self-doubt and blame, marital stress, and
difficulty accessing services, in addition to dealing with
the symptoms their child is experiencing'!. Family
carcgivers have been described as stressed, with the po-
tential of having more problems than the persons for whom
they care?. Many studies have found that caring for a child
with a disability can be a stressful job for parents?+4.
Carepivers” burden has been assumed as an overall term
to describe the physical, emotional, and economic conse-
quence of providing care’. Care giving is a demanding task
that places both burden and stress on the caregiver. While
stress is a short term response to the pressures of care giv-
ing, burden refers to the long-term effects of providing
care (o a family member. Developmental disabilities have
always been an important but largely vet to be addressed

| Depariment of Psychiairy, Medical College & Hospital, Kolkata 700073
'MD (Psy), Assistant Professor
W13 (Psy), Professor & Head
IMD (Community Medicine), Associate Professor, All India Insti-
| tute of Hygiene and Public Health, Kolkata 700073
| MDD {Radiotherapy ), RMO cumr Clinical Tutor, Department of Ra-
| dictherapy, Bankura Sanmilani Medical College, Bankura 722102

public health problem for children in developing coun-
tries®7.

Due to the influence of a child's disability, it is impor-
tant that families adopt appropriate and effective coping
methods in adjusting to their child's condition(s). A study
by McCubhbin and colleagues (1983 ) suggested that exer-
cising family integration, support, and a positive defini-
tion of the situation, in addition to maintaining self-es-
teem, psychological stability, and social support most ef-
fectively helped parents adapt to the stress of managing a
household with the addition of a child with an illness®.

There are Indian studies which showed psychological
stress and coping strategies in parents with mentally chal-
lenged children®. However we conducted a study in our
outdoor setting with following objectives:

Obfectives :

= To compare perceived burden , coping skills &
depressive symptoms in parents of children with mental
retardation (MR and attention deficit and hyperkinetic dis-
order (ADHD).

* To compare the same between mothers & fathers
of children with different psychiatric morbidity.

» To assess relation between different coping skills
with depressive symptoms and burden score.

MATERIALS AND METHODS
{ 1) BDI (Beck depressive inventory, Bengali version)'™
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self rated 21 item scale. This widely used instrument con-
sists of 21 symptoms or attitudes commonly seen in pa-
tients sutfering from depression (eg, sadness, negative self-
concept, sleep and appetite disturbances). The symptoms
are rated from ‘0" to ‘3" in intensity. The internal consis-
tency for non-psychiatric subjects has vielded a mean co-
efficient a of 0.81, and the mean correlation of BDI with
clinical ratings on the Hamilton Psychiatric Rating Scale
for Depression has been found to be 0.74'12 suggested
caution with regard to the use of the term depression from
a single-administration BDI classification and recommend
that the term depression should only be used when indi-
viduals score above 20 on the BDI. The following cut-off
poinis of depressive symptomatology were used when in-
terpreting the results in the present study: the range of
scores from 0 to 9 indicates no depression, 10-20 dyspho-
ria and over 2{) depression. Depression scores above 9 are
referred to as elevated depression scores. In large samples,
the mean BDI score usually falls between 4 and 6, with
women usually scoring two points higher than men'!-'2,
Cronbach’s a for internal consistency in the present study
was (.90,

{2) CHIP (Coping health inventory for par-

All 3 scales are given to the parents and scores were
analyzed.

Statistical methods — Scores of different groups were
compared using t test. Bivariate correlation was carried
out to assess correlation between different parameters.

OBSERVATIONS

Demographic profile-Among 61 parents 19 (31.1%)
were male and 42 (68.9%) were female of which 36 {59%%)
came from urban and 25 (41%) from rural background. In
44 (72%) of the study population had school going chil-
dren. In 15 (24.6%) parents had children with MR, 26 had
(42.6%) ADHD and rest 20 (32.8%) had offspring with
other disorders. Average per capita monthly income was
Rs19354235. Mean age of parents was 35+4.6 years and
mean yvear of education -9.4+3 2vears

Our finding was 66% of the parents had BDI score
more than 9 of which 78% were mothers though the dif-
ference was not significant. There was no significant dif-
ference in burden score or use of different coping skills
between mothers and fathers (Table 1).

Depression and burden are same in parents with MR
and ADHD children (Table 2).

with the situation.
The traditional
role of mother is
familiar, and the
influence of ma-
ternal behavior on
young children in-

Table 4 — Corvelation of BASS or BIN score
with different coping subscales

BDI & family coping 0424 0.001
B & support coping 0147 0250
B & medical coping 0198 0126
BASS & family coping 0352 0UMs
BASS & support coping 08¢ 0497
BASS & medical coping 086 0151

ents) — {McCubbin, McCubbin, Patterson &

Toble | — BOF & BASS soewes in mothers & foathers of affected children

Cauble, 1983) was used to assess parental cop-

B mean {50 BASS mean (SD)

ing styles and perceptions of the helpfulness of | Fathers
certain strategies. The scale uses a four-point | ™~!%}
Likert-type scale, ranging from "not helpful’ (0) | Mothers

1089 T Degreeof P<(? 6668 T  Degreeof P<(2
(8.67) statistics freedom  tailed) (10.62) statistics freedom tailed)

1507 -7 50 00T A7T35  -0L1E9 50 MESI0
(8.34) {1370}

: =42
to 'extremely helpful' (3). Forty-five items are pes)

divided into three sub-scales; family {maintain-

Tahle 2 — BIN seoves in MR & ADHD parens

ing family integration, co-operation and optimis-

B mean (S0 BASS mean (S0

tic definition of the situation), support (main- |pp 1813 T Degrecof P=(2 7280 T  Degreeof P<(2
taining social support, self-gsteem and psycho- |(n=15)  (10.88) statistics freedom  imiled) (13.64) siatistics  freedom  imiled)
logical stability), and medical (understanding the |ADHD  12.80) 191 kL) 0.063 6873 0.59 39 0,32
medical situation through communication with [{n=261 (693 (11.83)

other parents and professionals)®,

(3) BASS (Burden assessment scale for schizophre-
nia) — [t aims to assess both subjective and objective bur-
den experienced by primary caregivers of chronic men-
tally ill patients. Self rated 40 item scale, marked 1-3.
Responses would be *Not at all, to some extent or very
much’ Score-40-120"3,

Study area— OPD of Dept of Psychiatry, Medical Col-
lege and Hospital, Kolkata, West Bengal, India.

Study population — Willing parents of children (age
<12years) with psychiatric morbidity with education above
5th standard were taken, Parents with psychotic illness or
mental retardation were excluded from the study. Cases
were divided into 3 groups according to disorders in their
offsprings. MR 2ZADHD 3.0thers (childhood depression,
obsessive compulsive disorder ete), Duration of seeking
medical help was more thanl year,

More years of formal education or increased income
didn’t help to reduce perceived burden or depression
{Table 3).

Among the three Coping subscales family coping scale
helped to reduce both depression & perceived burden
{Table 4).

Discussion

Our first important finding was both mothers and fa-
thers had depressive symptoms and they didn't differ in
perceiving burden or using coping strategies in dealing

Table 3 — Correfarion of BASS or BOF score with education amd
income
R {pearson’s corelation) P
Education (in yes ) & BDI £.19 0.143
Education (in yrs ) & BASS 0242 (.06
Income (per capita) & BDI -(iad 0207
Inconmie (per capita) & BASS =114 0381

cluding the influ-
ence of children's behavior on mothers is well researched.
Knowledge, however, of the comparable role of the father
and paternal influences on children’s development as well
as the child’s influence on fatherhood is relatively limited.
Father’s contributions are often forgotten in the research
literature'® and particularly father’s roles with children of
abnormal development'”, The very few studies that have
included fathers have usually found normal depression
scores or reduced symptoms of depression in fathers of
children with disabilities than in mothers'®"". Studies of
parents with children with disabilities suggest that 35-53%
of mothers with children with disabilities pass cut-off
scores for depression®!'¥, However, many of these stud-
ies rely on small samples which still make inferences about
the prevalence of depression uncertain. Depending on how
depression is defined and assessed, lifetime prevalence
rates for diagnosable depressive disorders in large popu-
lation studies range from 2.6% to 12.7% in men, and 7%
to 21% in women, There have been a few studies demon-
strating both similarities and differences in parenting stress
reports between mothers and fathers of children with and
without disabilities'®. One robust and consistent finding
among the literature has been that of differences between
maothers and fathers of children with and without disabili-
ties with respect to parent-related characteristics of
parenting stress. Specifically, mothers reported more de-
pression, restrictiveness in the parental role, more prob-
lems with their sense of competence, more difficulties with
their relationship with their spouse, and more negative ef-
fects on their health, Fathers reported significantly more
problems with attachment, which has been a fairly consis-
tent finding in the literature'2%. Among Indian studies G
Venkatesh Kumar alse found that gender of the parents
didn’t have any impact on psychological stress or coping
score”,

Our next important finding was parents of children with
ADHD and that of MR didn’t differ in terms of BDI and
BASS score. AP Walker also found that parents of chil-
dren with ADHD and developmental disabilities did not
differ in their perceptions of stress related to the child;
however, they did differ with respect to specific child char-
acteristics as measured on the sub-scales of the child do-
main eg, Distractibility/Hyperactivity, Adaptability, Rein-
forces Parent, Demandingness, Mood, and AcceptabilityZ!,
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Baker & McCal (1995) also discussed similar results in
that parents of ADHD and learning disabled children®.

Another finding was more years of formal education
or increased income didn't help to reduce perceived bur-
den or depression in parents. This is in contrast with the
finding of G Venkatesh Kumar who found that educational
level had significant influence over psychological stress
and coping; higher the educational level lesser was the
psychological stress and higher coping strategies. Most of
the mothers who were educated sought professional help
for coping and were also able to provide appropriate and
timely treatment for various problems of the child®. Like
us A P Walker also found that socioeconomic condition
was nol associated with depression in fathers but lower
income was associated with higher depressive symptoms
in mothers™!. McBride (1991} in his study of 54 fathers of
pre-school children found the only consistent demographic
variable related to paternal stress was family income. Fa-
thers with greater family incomes reported feeling less re-
stricted in their parental roles, more competent as parents,
less isolated socially, as having better relationships with
their spouses, and considered them to be in better health™.
Hornby (1994) in a study of fathers of school-aged chil-
dren with Down syndrome found significant inverse rela-
tionships between fathers® level of stress and their educa-
tional level, as well as their perceived financial adequacy™.
Lavee er af {1996) looked at the effect children had on
parental stress and the parents” marital quality. They found
that the economic status of the parents added substantially
to both mothers® and fathers® level of distress. Specifically,
the lower the economic status the greater level of distress™,
Pittman er af {1989) demonstrated similar results when
they found that lower income was associated with greater
parenting difficulties™®.

Among the three Coping subscales family coping scale
helped to reduce both depression and perceived burden.
Cireater marital quality predicted lower parenting stress
for both mothers and fathers, while greater social support
predicted increased parenting efficacy for fathers®’, M B
Olson in 2001 noted that Single maothers with children with
disabilities were more vulnerable to severe depression than
mothers living with a partner, which supports the findings
by Blacher & Lopez (1997)***, This, along with the fact
that poorer family functioning is associated with higher
stress and depression in families with children with dis-
abilities*®, supports the suggestion that support for mari-
tal and cohabitational relationships, and the prevention of
domestic discord may be some of the best ways Lo pro-
maote parental mental health in families with children with
disabilities*' 2, Gill and Harris (1991) measured the psy-
chological distress of 60 mothers of children diagnosed
with Autism to examine the effects of social support and
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hardiness. Researchers found a significant negative corre-
lation between mothers who perceived adequate available
social support and depressive symptoms, indicating that
those mothers who had the most perceived support had
the fewest depressive symptoms™, Jessica Jones et al in
their study revealed that coping strategies involving the
maintenance of family integration, co-operation and opti-
mism were strongly associated with reduced stress relat-
ing to overall family cohesiveness, the parent's percep-
tions of reward or satisfaction in caring for their child, and
their concerns regarding future care of their child and the
possibility of institutionalization™. Trute and Hauch ( 1988)
found a strong correlation between family cohesion and
coping strategies such that parents reporting active cop-
ing skills could discuss and debate alternative choices while
maintaining a high commitment and responsibility to one
another™,

The main limitation of our study was we were able to
include only two groups and there was no control group.
We also failed to sub classify these two groups according
to severity because of small sample size. We also failed 1o
control the study population as far as medication was con-
cerned because most of our ADHD and few of MR pa-
tients were on medication.

However it is evident that raising a child with mental
health problem results in parental distress. Distress needs
to be assessed by mental health professionals in order to
comprehensively address needs of both the child with
mental health problems and his or her parent. Furthermore,
assessing the amount support available to a caregiver would
provide the opportunity to discuss options for increasing
supportive resources. Additional support might help to
ameliorate the stressful effects of the child behavior prob-
lems and prevent a state of continuous distress for these
parents®®,
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€valuation of awareness and practice of
pharmacovigilance among medical practitioners

Patil Sunita 8', Khanwelkar Chitra C2, Patil Sunil K*

i

The recent launch of National Pharmacovigilance program which is still in infancy. In India, prob-
lem is under-reporting of ADRs. This study was aimed at investigating the knowledge, attitude and
awareness about ADR reporting among doctors in teaching hospital, practitioners and third year
MBBS students. The survey guestionnaires were distributed to three groups of medical practitioners
and MBBS ztudents. 1st group (n=36) includes clinicians and post graduates in medical college. 2nd
group (n=30} includes private practitioners. 3rd group (n=40) includes llird year MEBS students. In
83.3% institutional clinicians, 86.6% private practitioners and 80% students were aware of
Pharmacovigilance and ADR monitoring system. ADR reporting was practiced by 0% institutional and
13.3% private practitioners, (p<0.05). 83.4% institutional doctors, 70% private practitioners and 75%
students were not aware of spontaneous reporting. 72.2% institutional doctors, 56.6% private practi-
tioners and 37.5 students said direct ADR reporting by patients should not be allowed,{p<0.001). 67%
institutional doctors, 57% private practitioners and 80% students said Pharmacists should be in-
volved in ADR reporting. In 17% institutional doctors, 47% private practitioners and15% students had
knowledge of causality assessment, (p<0.001). Thus there is dire need of creating awareness for ADR
reporting among practicing decters and post graduates who are future doctors. Awareness of
Pharmacovigilance and activities related to this should be included in undergraduate syllabus. The
effective Pharmacovigilance and ADR reporting in India is possible only if training of all health profes-
sionals is done effectively and made mandatory by MCI.

)

[ indian Med Assoc 2018, 117: 15-7]

Key words : Pharmacovigilance, ADR monitoring, Spontaneous reporting system.

Drug safety monitoring is an essential element for the
effective use of medicines and for high quality medi-
cal care. India a population of over 1.22 billion has vast
ethnic variability, different disease prevalence patierns, par-
allel practices of different systems of medicines and dif-
ferent sociceconomic status. Adverse drug reactions
(ADRs) are global problems of major concern, which may
lead to increase morbidity and mortality'~. 1t also has a
major impact on public health by imposing a considerable
economic burden on the society and the already stretched
health care systems®. Hence it is important to have stan-
dardized and robust Pharmacovigilance and safety moni-
toring program for the nation. By definition
Pharmacovigilance is, “The science and activities relating
to the detection, assessment, understanding and preven-
tion of adverse effects or any other drug-related problems”.
Pharmacovigilance is an important and integral part of
clinical research, both clinical trial safety and post-mar-
keting. Pharmacovigilance is one of the important post-
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marketing tools in ensuring the safety of pharmaceutical
and related health products.

Since 1978 the Programme has been carried out by the
Uppsala Monitoring Centre (UMC) in Sweden. The
Uppsala Monitoring Centre is responsible for the collec-
tion of data about adverse drug reactions from around the
waorld, especially from countries that are members of the
WHO including India. In India the Ministry of Health &
Family Welfare has initiated the Pharmacovigilance
Programme of India (PvPI} which is co-ordinated by the
Central Drugs Standard Control Organization (CDSCQO).
The programme is coordinated by the Indian Pharmacopeia
commission, Ghaziabad as a National Coordinating Cen-
tre (NCC). Under this programme there are different ADR
monitoring centers{ AMCs), asked to work cohesively to
improve ADR reporting in India.

The recently launched national Pharmacovigilance
program which is still in infancy. In India, problem is un-
der-reporting of ADRs**, due to many factors like finan-
cial incentives, rewards for reporting, legal aspects, lack
of ADR related knowledge and attitudes. It is estimated
that only 6—10% of all ADRs are reported®. This high rate
of under-reporting can delay signal detection and conse-
quently impart negatively on the public health. Post mar-
keting surveillance of drugs is very important in analyzing
and managing the risks associated with drugs, once they
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are available for the use of the general population. Spon-
taneous reporting has contributed significantly to successful
Pharmacovigilance in U.K by using yellow card system.

The contribution of health professionals, in this regard
to ADRs databases is enormously significant and has en-
couraged ongoing ascertainment of the benefit-risk ratio
of drugs™*, Pharmacovigilance programme in India would
be successful only through a coordination and dedicated
effort of health care professionals. This study was there-
fore aimed at investigating the knowledge, attitudes and
awareness of doctors towards ADR reporting in a teach-
ing hospital, practicing doctors and third year MBBS stu-
dents and to suggest possible ways of improving sponta-
neous reporting based on our findings.

Matariars avo Mernons

Study setting Questionnaire based cross-sectional study
after approval from IEC, conducted in DY Patil medical
college Kolhapur, Maharashtra. 106 medical professionals
including consultants, residents, final year MBBS students in
teaching hospital, and private practitioners, were included in
the study. The doctors who were not willing to participate in
the study and the ones who were on leave were excluded.

METHODOLOGY

The survey guestionnaire with 10 questions were dis-
tributed to three groups ie, Group 1 (n=36) included clini-
cians and post graduates working in medical college. Group
2 {n=30) included private practitioners and Group 3 (n=40)
includes Illrd year MBBS students. The questionnaire was
adapted from the previous studies and improvised by peer
discussion . The questions were structured to obtain the in-
formation about the knowledge, attitude, awareness towards
Pharmacovigilance and ADR reporting practice and factors
influencing this attitude. Provision was also made for sug-
gestions on possible ways to improve ADR reporting,

Initially the workshop on Pharmacovigilance was con-
ducted in the medical college. The questionnaires were
distributed through the various Heads of Departments in
hospital, third year medical students and private clinicians,
allowed to stay with them for 4 weeks so as to allow them
enocugh time to attend to the questions. While retrieving
the questionnaire the same copy was re-administered to
those who could not produce the previous copy given to
them. This is to encourage non-respondents to participate
in the study. Questionnaires were collected and analyzed
question wise and there percentage values were calculated.
Statistical analysis was done by applying *“chi square test™.

OrsErvaTIioONs Axp RESULTS
As given in table 83.3% institutional clinicians, 86.6%

private practitioners and 80% students were aware of

Pharmacovigilance and ADR monitoring system. ADR
reporting was practiced by (o institutional and 13.3%
private practitioners. Thus Significant difference was seen
in these two groups(p<0.05)(Table 1). 75% students said
they were sufficiently made aware about ADR. reporting.
83.4% institutional doctors,70% private practitioners and

75% students were not aware of spontaneous reporting. 72.2%
institutional doctors, 56.6% private practitioners and 37.5%
students said direct ADR reporting by patients should not be
allowed. Thus highly significant difference was seen in these
three groups (p<0.001). 67% institutional doctors,57% pri-
vate practitioners and 80% students said pharmacists should
be involved in ADR. reporting. In 17% institutional doctors,
47% private practitioners and 15% students had knowledge
of causality assessment. Thus highly significant difference
was seen in these three groups (p<0.001). All three groups
said, this system is going to benefit the patients and they
wanted to know more about this system.
Discussion

The present study evaluated the knowledge, attitude
and practice of Pharmacovigilance in healthcare profes-
sionals. Over all they are aware about Pharmacovigilance
system held in India, but do not know how it actually works
and where to report ADRs.

Pharmacovigilance programs have played a major role
in detection of ADRs of drugs from the marker®. However,
under reporting of ADRs is one of the major problems
associated with pharmacovigilance programs. In our study
we found none of institutional doctor has reported any of
the ADRs. Few ADRs were reported by private practitio-
ners, Thus it is very important to bring awareness of ADR
reporting among them as they are frontier level healthcare
professionals, who are actually going to report ADRs.

A study from Northern India reported that the knowl-
edge, attitude and practice regarding ADR monitoring
among students and prescribers was comparable but need
further improvement'”. A study from Italy reported that
doctors had little information concerning ADRs and ADR
reporting systems''.In our study we identified that there is
awareness about Pharmacovigilance program, but actual
ADR reporting was very low among the doctors, This find-
ing suggests need for improvement and sensitization of

Table | — Showing Phoarmacovigiionce amd ADR momitoring system
il ofers
Institwtional ~ Private  1lird MBBS P’
climicians  practitioners  Students value

Awareness of

Pharmacoyigilance &

ADR monitoring system 83.3% B6.6% B0% 076
Awareness of ADR

reporting B3.4% TG 5% 0.43
ADRs reported 1% 13.3%  CQuestion not  (LO03*

inbcluded

Awareness of

spostancous reporting  B3.4% T 3% (d3**
ADR reporting by

patients not

recomimended T2 2% 56.6% 37 5% (.01he
Pharmacists involvensent  67% iM% 0% 055
Knowledge of causality

assessment 1 7% 4T 15%  (.0030%#
*Signilicant (p=0.05)
**Highly significant (p==0.001) by applving chi square test.
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the healthcare professionals to report ADRs. In our study
many suggestions were given by doctors, like, Simple ADR
filling form, A toll free phone number to report,
ADR,Feedback should be given, keeping drop box in hos-
pital , awards to boost, frequent workshops and CMEs to
be arranged on ADR reporting and Pharmacoviglance.
CoNCLUSION

Awareness of Pharmacovigilance system has been in-
creased, but actual ADR reporting is lacking. Thus there is
dire need of creating awareness for ADR reporting among
practicing doctors and post graduates who are future doc-
tors. Awareness of Pharmacovigilance and activities related
to this should be included in undergraduate syllabus. The
effective Pharmacovigilance and ADR reporting in India is
possible only if training of all health professionals is done
effectively and made mandatory by MCI.

ACKNOWLEDGEMENT

We acknowledge all the healthcare professionals in fill-
ing the questionnaire. We thank Geet S Doshi and 1l year
MBBS students of D.Y. Patil Medical College, Kolhapur
for keeping follow-up and participating actively in this study.

REFERANCES

1 Lazarou J, Pomeranz BH, Corey PN — Incidence of adverse
drug reactions in hospitalized patients: a meta-analysis of pro-
spective studies. JAMA 1998; 279: 1200-5.

2 Pirmohamed M, James S, Meakin S, Green C, Scott AK, Walley
TJ, et al —Adverse drug reactions as cause of admission to
hospital: prospective analysis of 18 820 patients. BMJ 2004;
329: 15-9.

3 WK, Pantalec N — Evaluation of outpatient adverse drug re-
actions leading to hospitalization. Am J Health Syst Pharm
2003; 60: 253-9.

4 Lexchin J — Is there a role for spontaneous reporting of ad-
verse drug reactions? CMAJ 2006; 174: 191-2.

5 Lopez-Gonzalez E, Herdeiro MT, Figueiras A— Determinants
of under-reporting of adverse drug reactions: a systematic re-
view. Drug Saf2009; 32: 18-31.

6 Feely J, Moriarty S, and O’Connor P — Stimulating reporting
of adverse drug reaction by using a fee. Br Med J 1990; 300:
22-3.

7 Edwards |, Olsson S — WHO: global monitoring. In
Pharmacovigilance Edited by: Mann RD, Andrew E. Chichester:

John Wiley & Sons; 2002: 169-82.

8 Ahmad SR — Adverse drug event monitoring at the Food and
Drug Administration. J Gen Intern Med 2003; 285: 437-43.

9 World Health Organization — Safety of medicines: A guide to
detecting and reporting adverse drug reactions. Geneva: 2002.
WHO/EDM/QSM/2002.2

10 Rehan HS, Vasudev K, Tripathi CD — Adverse drug reaction
monitoring: knowledge, attitude and practices of medical stu-
dents and prescribers. Natf Med J India 2002; 15: 24-6.

11 Cosentino M, Leoni O, Banfi F, Leechini S, Frigo G — Attitudes
to adverse drug reaction reporting by medical practitioners in a
Northern Italian district. Pharmacol Res 1997; 35: 85-8.

With Best Compliments From :

LARMARK
PHARMACEUTICAL
PVT. LTD.

=i

A QUALITY PHARMACEUTICAL
INDUSTRY

*2GEN 250, 500, DRY SYRUP
*N-CLIN DROP/SPRAY
*LA-VITA SYRUP, DROP

EMAIL: lamarckpharmaceutical@gmail.com
KOLKATA

(Continued from page 14)

Psychiatric disorders and parental psychiatric disorders in a
sample of Iranian children with ADHD. J Atten disord 2008,;
12: 149-55.

28 Olsson MB, Hwang CP — Depression in mothers and fathers
of children with intellectual disability. Journal of Intellectual Dis-
ability Research 2001; 45: 535-43.

29 Blacher J, Lopez S — Contributions to depression in Latina
mothers with and without children with retardation: implica-
tions for care-giving. Family Relations: Interdisciplinary. Jour-
nal of Applied Family Studies 1997; 46: 325-34.

30 Dyson LL — Fathers and mothers of school-age children with
developmental disabilities: Parental stress, family functioning,
and social support. American Journal on Mental Retardation
1997; 102: 267-79.

31 Fisman S, Wolf L, Noh S — Marital intimacy in parents of
exceptional children. Canadian Journal of Psychiatry 1989;
34: 519-25.

32 Beckman PJ — Comparison of mothers' and fathers' percep-
tions of the effect of young children with and without disabilities.
American Journal on Mental Retardation 1991; 95: 585-95.

33 Gill MJ, Harris SL — Hardiness and social support as predic-
tors of psychological discomfort in mothers of children with
Autism. Journal of Autism and Developmental Disorders 1991;
21: 407-16.

34 Jones J, Passey J— Family Adaptation, Coping and Resources:
Parents of Children with Developmental Disabilities and Behaviour
Problems. Journal on developmental disabilities. Vol 11. No 1.

35 Trute B, Hauch C — Building on family strengths: A study of
families with positive adjustments to the birth of a develop-
mentally disabled child. Joumnal of Marital and Family Therapy
1988; 14: 185-93.

36 McCubbin H, Thompson A, McCubbin MA — Family assess-
ment: Resiliency, coping, and adaptation: Inventories for re-
search and practice. Madison, Wisconsin: University of Wis-
consin Publishers; 1996.



‘8 | JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117,NO 1, JANUARY 2019 —

A Observational Study K

Rapid Test (Immunochromatography) Versus Real Time
RTPCR in diagnosis of Influenza-A

Mohd Raheem Hussain', S V Prasad?, P N S Reddy?, A Sai Kumar‘, M Vijay Kumar®
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appears to be very low in this small study.

This is a Prospective study comparing the Efficacy of Rapid Test (Immunochromatography/OS0OM
Influenza-A & B) Versus Real Time RTPCR in diagnosis of Influenza-A. In 50 Influenza suspacts were
identified using CDC definition of Influenza suspect & their nasal swabs were subjected to Rapid test
for Influenza-A virus (Immunochromategraphy! OS0M Influenza A 3 B} on the spot at Government
General & Chest Hospital, Hyderabad, The Nasal & Throat swabs of these suspects were simulta-
neously subjectedto Real time —-RTPCR for Influenza-A Virus, H1N1A (Pandemic Influenza-A) virus at
IPM, Hyderabad during the period from October 2009 to June 2010. In 16 patients were positive for
Influenza-A by Real TimeRTPCR & out of tham 13 patients are Positive for HIN1 Influenza-A (& only 2
of these 13 patients were positive with Rapid test) & 3 patients are Positive for seasonal Influenza-A
(None of them were Positive with rapid Test). Sensitivity of Rapid Test for screening of Influenza-A

[ Indian Mad Assoc 2015; 117 18-21]

Key words : Rapid Test (Immunochromatography), Real Time RTPCR, Influenza-A.

:Ln late March and early April 2009, an outbreak of HIN
influenza A virus infection was detected in Mexico, with
subsequent cases observed in many other countries includ-
ing the United States'. On June 11, 2009, the World Health
Organization raised its pandemic alert level to the highest
level, phase &, indicating widespread community transmis-
sion on at least two continents®,

Om August 10 2010 WHO Director General declared
end of HINI Pandemic and announced that the HINI
Influenza event has moved into post pandemic phase. The
pandemic that began in March 2009 was caused by an
HINI influenza A virus that represents a quadruple
reassortment of two swine strains, one human strain, and
one avian strain of influenza.

There is a paucity of literature regarding the efficacy
of Rapid tests (Immunochromatography fOSOM Influ-
enza-A& B} in the screening of Influenza-A especially in
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our Indian population. Presently Influenza A is diagnosed
by Real Time Reverse Transcriptase Polymerase Chain
Reaction {RRT-PCR} which is more sensitive & specific,
RRT-PCR cannot be used for Screening because it is very
costly, requires sophisticated lab with Biosafety Level 2
or maore & it is available at very few places in India hence
this study was conducted .

Rapid Tests can be done at the point of care & do not
require sophisticated Laboratory, Result is available with
in 10 minutes, less cumbersome, do not require Labora-
tory Personnel.

Study Design -

This is a Prospective comparative study,

This study was considered as a minimum risk in hu-
man research and was approved by the ethics committee
of the Institute

MaTeRIALS AND METHODS
Procedure :

Inclusion Criteria :

(1) Patients with symptoms of Influenza like illness
ranging from 0 to 10 days duration,

(2) Symptomatic contacts of HIN 1A positive patients,

Exclusion Criteria :

(1) Patients with symptoms of Influenza like illness of
=10 days duration.

(2) Asymptomatic contacts of HIN1A positive pa-
tients.

Zesults and fnalysis of Data :
Fifty Influenza suspects were identified using CDC
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definition of Influenza suspect & their nasal swabs were
subjected to Rapid test for Influenza wvirus
{Immunochromatography/ OSOM Influenza A & B) which
was done on the spot at Government General & Chest Hos-
pital, Hyderabad which gives results with in 10 minutes
& also their Nazal & Throat swabs were simultaneously
subjected to  RET-PCR for Influenza virus at Institute of
Preventive Medicine, Hyderabad which gives result with
in 1day.The study was conducted during the period from
October 2009 to June 2010 (Flu Pandemic period) .

These patients were divided into 2 groups basing on
the result of RRT-PCR.

Group A : In 34 patients, Influenza A was negative
by RRT-PCR & also by rapid test .They were considered
as control group.

Group B : In 16 patients, Influenza A was positive by
BRT-PCR. Out of 16 patients, 13 patients were HINIA
positive by RRT-PCR (out of them 2 patients are Positive
with even Rapid test) & 3 patients were Positive for Sea-
sonal Influenza-A (Rapid test was negative in all 3 ofthem),
In Group B only 2 patients were Positive with rapid test
& 14 patients were negative with rapid test. These 16 pa-
tients were considered as cases.

Fourteen variables as mentioned below were taken into
consideration (including 6 comorbidities). Between the 2
groups only history of traveling abroad is statistically sig-
nificant as a risk factor for HIN] Influenza-A during the
pandemic period. Results were analysed by Windostat
Version®®,

Demographic Profile of patients

(1) Age :

- Upto 10 years

(a) GroupA: 0, (b)) Group B:l
= 11 to 20 years
(a) GroupA: 9,
=21 to 40 years
(a) GroupA: 19, (b) Group B:12 (rapid test was
positive for Influenza-A in 2 patients)

= 40} to 60 years

(a) GroupA: 6,

(2) Sex Distribution:

- Males
(a) GroupA:20,  (b)Group B:1 1{ rapid test was
positive for Influenza-A in | patient )

- Females

(a) GroupA:14, (b) Group B:5(rapid test was
positive for Influenza-A in | patient)

(3) Duration of Symptoms :

-Upto 3 days

{a)GroupA:ll,

-4t07 days

(a) GroupA:2l,  (b) Group B:12 (rapid test was
positive for Influenza-A in 1 patient)

(b} Group B:1

(b) Group B:2

(b)Group B:4

- 8 to 10days
{a) GroupA:2, (b) Group B:0
(4) H/O travel abroad :
{a)GroupA:0, (b)Group B:3({rapid test was

positive for Influenza-A in 1 patient)
(5) H/O contact with Influenza A positive patient :

(a)GroupA:2, (b} Group B:2 (rapid test was
positive for Influenza-A in 1 patient)
Clinical Features:

(6) Running Nose :
{a) GroupA:21,  (b) Group B:11 (rapid test was
positive for Influenza-A in 2 patients)
(7) Sore Throat :
{a) GroupA:11, (b)) Group B:6 (rapid test was
positive for Influenza-A in 2 patients)
(8) Chest X ray, suggestive of consolidation :
{a) GroupA:11, out of them 2 patients Sputum for
Gram stain & Culture was positive for Klebsiella
pheumoniae
{b) Group B:6
Comorbities :
(9} Diabetes Mellitus:
{a) GroupA:l,
(10} Pregnancy :
(a) GroupA:0,  (b)Group B:2
(11) Obstructive sleep apnoea ;
(a) GroupA:0, (b} Group B:l
(12) Epilepsy :
(a) GroupA:0, (b)) Group B:1
(13) COPD :
{a) GroupA:0, (b) Group B:|
(14) Hypertension :
{a) GroupA:1, (b) Group B:l

Analysis of Data :

Analysis of Data in terms of Sensitivity, Specificity,
PPV, NPV of Rapid test in Comparision with RRT-PCR;

The Sensitivity, Specificity, PPV, NPV of Rapid test
in comparision with RRT-PCR were 12.53%, 100%, 100%
& T0.83% respectively.

hscussion

50 Influenza suspects were identified using CDC def-
inition of Influenza suspect & their nasal swabs were sub-
jected to Rapid test for Influenza virus (Immunochromatog-
raphy/ OSOM Inf A & B) on the spot at Government Gen-
eral & Chest Hospital, Hyderabad which gives results with
in 3 to 10 minutes & also their Nasal & Throat swahs were
simultaneously subjected to  RRT-PCR for Influenza vi-
rus at [IPM, Hyderabad which gives result with in 1day.
The study was conducted during the period from October
2009 to June 2010,

These patients were divided into 2 groups basing on
the result RRT-PCR.

(b} Group B:2
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Observed Freguencies

1 Col £ Col

1 Row 2, ;

064 1.36

2 Row 14, 34,

15.36 3264
#* Paarson 4 42668 Twa sided
#*Yates Comected 177005  Two sided
#* Mantel-Haenszel 4 33814 Two sided

Fisher's Exact Test

Odd's Ratio: significantly different from 1 Two sided
QOdd's Ratio: significantly < 1 Left sided
Odd's Ratio: significantly > 1 Right sided

riod . Results were analysed by Windostat
Version 8.6,
31 Suspects (62% of Suspects) were in
the age group of 21 to 40 yrs & out of them,
12 patients in Group B (75% of Group B)
were positive with real time RTPCR. for In-
fluenza-A & 2 patients were positive with
Rapid test for Influenza-A.
0.03538 8 suspects {16%) were in the age group
0.18338  of 40 to 60 yrs & out of them, 2 patients in
003727 Group B (12.5% of Group B) were posi-
tive with real time RTPCR for Influenza-
0.09758 A.The p value for ANOVA for age between
; 'GDUED Group A and Group B is 0.78275 & is
0.00796 hence statistically not significant.

Rosner: 2 * minimum({0.5. Left-Tail. Right-Tail) Two sided 0.18582 31 Suspecis (62% of suspects) were
o 95% Confience Interval ;10 & qut of them, 11 patients in Group B
Statistics Value Lower Upper (75% of Group B) were positive with real
Odds Ratio 48571.4300 0.5257 time RTPCR. for Influenza-A. The p value for
Relative Risk 3.4284 08213 34286 ANOVA for sex differentiation between
happa gaeer 00282 01827 GroupA and Group Biis 0.50989 & is hence
Sensitivity 0.1250 0.0252 0.1250 statistically not significant.

Specificity 1.0000 0.9531 1.0000 15 (30%) included in th dy
+ve Predictive Value 1.0000 0.2019 1.0000 uapenSty) e hiec A Uiee'
ve Predictive Value 0.7083 0.6751 0.7083 Presented with durtion of onset of symp-
Difference in Proportion 07083  -0.1230 07083 toms of upto 3 days & out of them,4 pa-
Nos Needed to Treat 1.4119 14118 infinite  tients in Group B (23% of Group B) were
Overall Acuuracy 0.2800 positive with real time RTPCR for Influ-
Prevalence Rate 0.6800 enza-A.

Youden's J Index 0.1250 -0.0217 0.1250 33 suspects (60%) included in the study
Phi Coefficient 0.2075 -0.0517 0.2976  presented with duration of onset of symp-
Yule's Q 1.0000 -0.3108 1.0000  toms from 4 to 7 days & out of them,11
Contingency Coefficient 0.2852 0.2852 02852 patients in GroupB(75% of Group B) were
Adj. Contingency Coefficient 0.4033 0.4033 0.4033 positive with Real time RTPCR for Influ-
Diagnostic Ddd'_s Ratio 48913.0200 0.5257 enza-A & 2 patients were positive with
Errer Odd's Raflo 0.0000 00013 rapid test for Influenza-A.

Forbes NMI| Index 0.0755 0.0023 0.0756

Group A : In 34 patients, Influenza A was negative
by RRT-PCR & also by rapid test . They were considered
as control group.Out of them 2 patients Sputum for Gram
stain & Culture was positive Klebsiella pneumoniae.

Group B : In 16 patients, Influenza A was positive by
RRT-PCR. Out of 16 patients, 13 patients were HINIA
positive by RRT-PCR (out of them 2 patients are Positive
with even Rapid test) & 3 patients were Positive for Sea-
sonal Influenza-A (Rapid test was negative in all 3 of
them).In Group B only 2 patients were Positive with rapid
test & 14 patients were negative with rapid test. These 16
patients wete considered as cases.

14 variables were taken into consideration (including
6 comorbidities) Between the 2 groups only history of
traveling abroad is statistically significant as a risk factor
HIN1 influenza-A virus infection during the pandemic pe-

2 suspects included in the study pre-
sented with duration of onset of symptoms
=Tdays & MNone of the were positive with Real Time
RTPCR for influenza-A.

The p value for ANOWVA for duration of onset of symp-
toms  between Group A and Group B is 08142 & is
hence statistically not significant.

History of Travelling abroad was found in 3 suspects
(6% of suspects) & all 3 of them in Group B (18.75% of
group B) were positive with Real time RTPCR for Influ-
enza-A & only 1 patient was positive with rapid test for
Influenza-A.

The p value for ANOVA for History of Travelling
abroad between Group A and Group B is 0.00850 & is
hence statistically significant as a risk factor HIN] influ-
enza-A virus infection during the pandemic period.

History of Contact with HINI Influenza-A positive

patient was found in 4 (8%) of suspects & out of them,2
patients in Group B (12.5% of GroupB) were positive with
Real time RTPCR for Influenza-A & only 1 was positive
with rapid test for Influenza-A . The p value for ANOVA
for History of Contact with HIN1 Influenza-A positive
patient  between Group A and Group B is 0.43139 & is
hence statistically not significant.

Clinical features such as Running nose was found in
32 (64%) suspects & out of them 11 patients in Group B
(8.7% of Group B) patients were positive with Real time
RTPCR for Influenza-A & 2 patients were positive with
rapid test for Influenza-A.

Sore Throat was found in was found in 17 (64%) sus-
pects & out of them, 6 patients in GroupB(37.5% of Group
B) were positive with Real time RTPCR for Influenza-A &
2 patients were positive with rapid test for Influenza-A.

Chest X Ray, suggestive of Consolidation was found
in was found in 17 (34%) suspects & out of them,6 pa-
tients in Group B (37.3% of Group B) were positive with
Real time RTPCR for Influenza-A.

Comorbities such as Diabetes Mellitus was found in 3
(6%) suspects & out of them 2 patients in Group B (12.5%
of Group B) were positive with Real time RTPCR for
Influenza-A.

2({4%) suspects were pregnant & all of them in Group
B (12.5% of Group B} were positive with Real time RTPCR
for Influenza-A.

Obstructive sleep apnoea was found in 1 (2%) sus-
pect & same patient in Group B (6.5% of Group B) was
positive with Real time RTPCR for Influenza-A.

1 (2%) suspect was epileptic & same patient in GroupB
was positive (6.3% of Group B} with Real time RTPCR
for Influenza-A.

1 (2%) suspect was suffering from COPD & same
patient in Group B (6.5% of Group B) was positive with
Real time RTPCE for Influenza-A.

2 suspects were Hypertensive & out of the them, 1 pa-
tient in Group B (6.3% of Group B) was positive with
Real time RTPCR.

The Sensitivity, Specificity, PPV, NPV of Rapid test
(Immunochromatography/ OS0M Influenza A & B) in
comparision with RTPCR were 12.5%, 100%, 100% &
T0.83% respectively.

Hence this rapid test for Influenza-A wvirus
(Immunochromatography/ OSOM Influenza A & B) has
very low sensitivity.

The higher sensitivity of rapid tests are reported from
LSA and other western countries,probable reason could
be that they use nasopharyngeal aspirates for testing not
the usual Nasal or throat swahs,

Comparision with other studies :

(1) Ghebremendhin et al Actim Inf A&B Sensitivity
was 65.2% & Specificity was 100%
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(2) E.R. Barriera et al Quick vue Inf A+B Sensitivity
was 40.4% & specificity 96.2%

(3) $.M.AlJchani et al

BD Directigen EZ Sensitivity was 20.6% & Specific-
ity 99%

Tru Flu Sensitivity-9.7% & Specificity-98.2%

(4) Z.R. Zewi et al

Binax Now Sensitivity-4.4%, Specificity-100%

Quick Vue Sensitivity-4.4%, Specificity-100%

Rockeby Sensitivity-12.3%, Specificity-90.9%

BD Directigen EZ Sensitivity-37%. Specificity-98.1%

Results of Rapid test of Current study resembles re-
sults of other Rapid tests as mentioned below.

(1) Binax Mow, Quick vue ,Rocke by conducted by
Z.R.Zetti etal

(2) BD DirectigenEZ, Truflu conducted by SMAI
Johani ef al.

Conclusions :

(1} Sensitivity of Rapid Tesi{Immunochromatography/
O50M Inf. A&B) for Influenza-A is very low when com-
pared with Real time Reverse Transcriptase Polymerase
Chain Reaction.

(2) Rapid Test does not appear to be useful as a screen-
ing test in this small study.If we look at the expenditure
incurred on both tests, Rapid test appears to be less costly
but as sensitivity is very low, lot of positive cases (in this
study 14 out of 16 cases) are missed.

{(3) If Cost of Real Time Reverse Transcriptase Poly-
merase Chain Reaction is lowered and is made available
at the point of care in the form of rapid test,then Real
Time Reverse Transcriptase Polymerase chain Reaction
will be more useful.

4.As per WHO guidelines for management of HINI
Influenza-A infection, patients can be started on antiviral
therapy awaiting test results,

Limitations of Stady :

(1} Sample size of this study was small with only 50
Influenza suspects.

(2} Equal number of Healthy controls were not included
which will provide better information.

(3} The cause of Infection was not known in 32 out of
34 suspects in whom Real Time Reverse Transcriptase
Polymerase Chain Reaction for Influenza-A was negative,
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, Observational Study ‘

Prevalence of nosocomial infections in intensive care units
and operation theatres in Agartala Government Medical

College and Hospital

Shibabrata Bhattacharya', Raunak Bir?, Tapan Majumdar!

fir

Nosocomial infection is an important cause of prolongad hospital stay. In India 10-30% of patients
admitted in hospitals acquire nosocomial infection. The main objective of the study was to find preva-
lence of nosocomial infection, causative pathogens and their antibiogram. This study was done in the
departmant of Microbiology, Agartala Government Medical College and Hospital from May-July, 2011,
210 samples were included in the study which after collection from Neonatal Intensive Care Unit,
Pediatric Intensive Care Unit, Intensive Care Unit, Orthopaedics Operation Theatre, General Surgery
Operation Theatres, Postoperative care unit and orthopaedics wards were sent to microbiology labo-
ratory for bactericlogical examination and antibiogram. Though the rate of nosocomial infection is
44% but highest prevalenca ie, 70% iz found in orthopaedics wards. Klebsiella pneumoniae (21.8%)
and Enterococcus faecalis (8.7%) showed highest frequency among gram-negative bacilli and gram-
positive cocci respectively. Organisms isolated from patient samples were highly resistant to A- lactam
antibiotics (100%), macrolides (80%), fluoloquinolones (70%), aminoglycosides (60%) and vancomy-
cin (40%). Prevalence of nosocomial infection is high in the study. There is a continuous need of
surveillance and formulation of an antibiotic policy for the hospital.

[/ Indian Med Assoc 2019; 117: 22-4]

Key words : Antibiogram, b lactam antibiotics, Nosocomial infection.

annumnial (nosos- illness and komein- treat) infec-
tion, - also called “hospital acquired infection™, are
the infections occurring within 48 hours of hospital ad-
mission, 3 days of discharge or 30 days of an operation

which were neither present nor incubating at the time of

admission’.

Nosocomial infection (NI} concerns 2 million cases
annually worldwide ie, 5-15% of hospitalized patients,
Among them, 10 per cent of patients acquire poly-micro-
bial infections. In India 10-30 per cent of patients admit-
ted to hospitals and nursing homes acquire NIs®,

Major NI includes urinary tract infection {UTI), blood
stream infection (BSI), ventilator —associated pneumonia
(VAP) and surgical site infection (SS1)%.

Delving further into various studies about NI it becomes
evident that most frequently isolated micro-organism is
bacteria (93-97%) whereas rest comprise fungi. Among
bacieria, Enterobacteriacae, Pseudomonas spp,
Aceinetobacter spp, Staphylococeus aureus and Entero-

coccus spp are the pathogenic organisms. In the group of

fungi Candida spp. is the most common agent causing NI*2,
This study was carried out in AGMC Hospital to

| Department of Microbiology, Aganals Government Medical College,
Tripura 790006

'MD{ Micrabiology ), Assistant professor and Comesponding author |
*MBRS, Student

analyse the prevalence of NI with an objective of estimat-

ing the risk-factors, the micro-organisms responsible and

their resistance pattern which in turn may guide us to de-

vise ways to combat NI and development of antibiotic re-

sistance in order to formulate uniform antibiotic policy.
MateriaLs axp METHOD

This was a hospital based cross sectional study con-
ducted in Neonatal Intensive Care Unit (NICU), Pacdiat-
ric Intensive Care Unit (PICLD), Intensive Care Unit (1ICLD,
Orthopaedics Operation Theatre, General Surgery Opera-
tion Theatres, Postoperative care unit (PCU) and ortho-
pacdics wards (ORTHO) of AGMC Hospital over a pe-
ried of two calendar months (May-July, 201 1} as a part of
STS project of ICMR and has been cleared by the institu-
tional ethical committee.

Sample size : A total of 210 samples were collected
which include,

*  Environmental samples — A total of 110 swab
samples were collected from the study area which include
samples from wall, floor, bed linen, AC vent, oxygen mask,
dust bin, basin, tray, operation theatre (OT) clothes, anti-
septics and disinfectants, instruments.

*  Patient samples — 50 samples were collected
which include patient’s secretions and excretions accord-
ing io the system involved admitted in study area.
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* Samples from health service provider — 50
samples consisting of hand impressions from on-duty doc-
tors, nurses, dressers and other health service providers of
the study areas were collected.

Inclusion criteria :

* Patients admitted in NICU, PICU or ICU (ICUs),
staying there for more than 48 hours and developing signs
of infections after 48 hours of admission which were not
present at the time of admission.

* Patients undergone operation, admitted in PCU or
ORTHO falling in the category of surgical-site infections
according to the Center for Disease Control and Preven-
tion (CDC) definition®.

* Doctors, nurses, dressers and other health service
providers working in the study sites.

* Samples yielding pure isolates.

Exclusion criteria :

« Patients admitted in ICUs, but are removed or dis-
charged before completion of 48 hours.

« Patients were admitted in ICUs, with some com-
munity-acquired infectious disease.

Study method :

The swab samples and urine samples were collected in
sterile container under strict aseptic care. Blood samples
under aseptic conditions were immediately injected in
blood culture bottle containing Brain-Heart infusion broth.
All the samples were transported immediately to the labo-
ratory. The swab samples and urine samples were inocu-
lated in Blood agar (BA) and MacConkey agar (McA)
plates and incubated at 37°C for 24 hours. Blood culture
bottles were incubated at 37°C and serial subcultures were
made on 3rd, 5th and 7th day in BA and McA plates. Hand
impression smears were collected directly on BA and McA
plates. Colony morphology and characteristics were ob-
served after 24 hours in BA and McA plates. If growth
was not observed after 7 days in blood culture then the
sample was labelled as negative. In case of antiseptic so-
lutions and disinfectants In-use test was done’. Identifica-
tion up to species level was done by gram staining and
biochemical tests’. Antibiotic susceptibility test was per-
formed in Mueller-Hinton agar by Kirby-Bauer disc dif-
fusion method following Clinical and Laboratory Standards
Institute (CLSI) guidelines”s,

Data analysis :

Data was analysed using SPSS software.

OBSERVATIONS

The rate of NI in the study was found to be 44% (22/
50).0On further analysis, NI is found to be more prevalent
in ORTHO ie, 70% followed by PCU, NICU and PICU
with 40% each and lastly ICU, having NI rate of 30%.
Among 22 NI patients, 41% were suffering from SSI. Rate
of BSI and UTI was 32% and 18% respectively. Lastly
rate of VAP was 9%.

Among 22 NI cases 21(95.5%) had single and 1(4.5%)
had double infection. More than 80% of the NI was caused
by gram-negative bacilli, predominantly Klebsiella
pneumoniae (21.8%), Pseudomonas aeruginosa (17.5%),
Escherichia coli (13%), Proteus mirabilis, Citrobacter
freundii and Acenitobacter baumannii (8.7%) each and
Enterobacter aerogenes (4.3%). Rest of Nis were caused
by gram-positive cocci, which included Enterococcus
faecalis (8.7%), Staphylococcus aureus (4.3%), Coagulase
negative Staphylococcus (4.3%).

Klebsiella pneumoniae is predominantly isolated from
NICU followed by PICU. Pseudomonas aeruginosa was
mostly found from PCU and ORTHO. A single isolate of
Escherichia coli was found in PCU, ORTHO and ICU each.
Citrobacter freundii and Acenitobacter baumannii were
isolated from ORTHO whereas single isolate of Proteus
mirabilis was found in PCU and ORTHO. Among gram-
positive cocci, the most commonly encountered organism
was Enterococcus faecalis in ICU and PICU. Single iso-
late of Staphylococcus aureus, Coagulase negative Staphy-
lococcus were isolated from ICU and PICU respectively.

Organisms isolated from patient samples are highly
resistant to B-lactam group of antibiotics including cepha-
losporins (100%) and extended spectrum penicillins
(100%). Among aminoglycosides and fluoroquinolones,
amikacin and ofloxacin showed good sensitivity rate re-
spectively. Klebsiella pneumoniae were mostly sensitive
to ofloxacin (80%) followed by amikacin (60%).
Pseudomonas aeruginosa were sensitive to amikacin (50%)
whereas Escherichia coli were mostly sensitive to amikacin
(66.7%). Among gram-positive cocci, penicillin and eryth-
romycin resistance was 100% except in case of Entero-
coccus faecalis which showed 50% resistance toward eryth-
romycin. Vancomycin resistance was very high, 50% in
Enterococcus faecalis and 100% in Staphylococcus aureus.

Out of 110 environmental sample, 2 cases of Escheri-
chia coli and 2 cases of Pseudomonas aeruginosa were
isolated from ICU and ORTHO respectively. Single iso-
late of Klebsiella pneumoniae and Coagulase negative Sta-
phylococcus were found in NICU and PICU respectively.
No growth could be isolated from the samples collected
from orthopaedic and general surgery OTs.

Antibiotic sensitivity for environmental isolates was
in the line of patient isolates with high resistance to B-
lactam antibiotics and high sensitivity for amikacin and
ofloxacin in gram negative bacilli. Gram-positive coccus
was sensitive to vancomycin whereas resistant to penicil-
lin and erythromycin.

Out of 50 hand impression smear samples collected, 46
showed growth of different organism. Among these, Sta-
phylococcus aureus, Pseudomonas aeruginosa, Escheri-
chia coli, Klebsiella pneumoniae, Acenitobacter baumannii,
Enterococcus faecalis, Bacillus spp, Corynebacterium spp,
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Micrococcus spp. Coagulase negative Staphylococeus and
Candida spp. were isolated (Table 1).
Dhscussion

Results of the study show the rate of N1 in our setup is
44% in the study sites. Though similar results were also
obtained by Faruquzzaman et af 2011°. In India 10-30%
patient acquire NIZ,

Study area included ICUs, PCU and ORTHO, out of
which ORTHO showed highest infection rate of 70%
whereas rate of NI in PCU, NICU, and PICU was 40%
each.

Analysis of spectrum of bacterial pathogens respon-
sible for NI showed predominant organism in NICU and
PICU to be Klebsiella pneumoniae. Similar results were
also found by Deep A ef af 2004, Lakshmi KS et af 2004
and Kamath S et af 2010'"1'7, In case of ICU predomi-
nant organisms were Escherichia coli and Staphylocoecus
aureus. Results similar to the present study were reported
by Richard MJ ef af 2000, Pseudomonas aeruginosa,
Citrobacter freundii and Acenitobacter baumannii were the
most frequently occurring isolates in ORTHO and PCU
which were shown in the studies done by Faruquzzaman
etal 2011 and Kamat US et al 2008%4,

In order to study the level of bacterial contamination
in hospital, environmental samples were also analyzed. A
number of bacterial agents were isolated from these
samples comprising of Pseudomonas aeruginosa, Escheri-
chia coli, Klebsiella pneumoniae and Coagulase negative
Staphylococcus. Absence of any growth in the samples
collected from the OTs implies that proper measures for
sterilization were being strictly adhered.

The result of hand impression smear implies about poor
compliance of hygienic hand wash practice among health
care providers in these units.

Antibiogram of all the isolates showed a 100% resis-
tance to B lactam antibiotics, 80% to macrolides, 70% to
flucloguinolones, 60% to aminoglycosides and 40% to
vancomycin: which is a matter of great concern.

To summarize, this short term study shows high rates
of NI in the study sites of our hospital setup. Most of the
isolates are resistant to multiple antibiotics especially to B
lactam antibiotics. This study implies for strengthening of
hospital acquired infection control policy, regular surveil-
lance and immediate formulation of an antibiotic policy
for the hospital.
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Table 1 — Duisreibition of isalates in study sifes

Orpanism isolated Typeof

Source of putient sample

sample 1CU ORTHO PCU NICU PICU

Pseudomonas acruginosa
Escherichia coli
Proteys mirahilis
Citroshacter freundii
Enferococcus faecalis
Acenitobacter baumannii
Klebsiella preumaniae
Enterohacier acrogencs
Coagulase negative
Staphvlococcus
Staphylococcus auncus
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A Observational Study .
Self plagiarism — and its utility to the reader

S Kumaravel'

o

-

Self-plagiarism Is using ones own sentences again without proper citation. This practice is every
new and then defended as harmless. This paper analyses a few recent scientific works that were
published in orthopaedic and surgical joumnals which attract the clause of self-plagiarism. The appar-
ently undamaging practica boosts the Curriculum Vitae of the author and actually causes harm in {i}
wasting the time of the reader (iijcreating duplicate data in meta-analysis and (jil) consuming the
space of original articles in the journals. With more journals going online and with gadgets available
to identify repetition pattern such practices will suraly decrease in future. Strict anti-plagiarism rulas
for journals and some soul-searching from the writers’ side are the urgent need of the hour.

[/ Incifan Med Assoe 2019; 117: 25-8 & 32)

N

Key words : Self-plagiarism, wasting time, reader, Citation, Journal, Meta-analysis.

e need to publish research articles is mounting. The

worker has an urpe to get benefits like salary hikes,
remuneration and also promotion. This sometimes makes
him to include names of others which are not part of the
work. He also tries to publish the same case apain and
again, at least twice to boost up the Curriculum-vitae. Such
practice of using one’s own words again without proper
citation is called self-plagiarism. “Self-plagiarism is the
practice of an author using portions of their previous writ-
ings on the same topic in another of his publications, with-
out specifically citing it formally in quotes™. This prac-
tice is also occasionally defended as normal as it does not
cause any harm to anyone, This paper analyses scientific
works from two authors that were published recently in
orthopaedic and surgical journals which attracted this
above clause of self-plagiarism.

MaTERIALS AND METHODS

This section has details of two pairs of papers that were
published in orthopaedic and surgical journals which at-
tract the clause of self-plagiarism. First pair of papers??
were cases seen by same authors. The second pair of pa-
pers*® was a case study presented by different authors
{maintaining the first author). Within each of the two pairs,
there appeared strong similarity as to the region of the ail-
ment, treatment methods etc. These two pairs of articles
were analysed if these were double publications with re-
gard to the content, text and figures.

OBSERVATIONS

First case :

The article *“Outcome of ankle arthrodesis in post-

'MBBS, [ Ortho, MS (Orntho), DNB (Onho), Researcher, Department
| of Ebectronics and Instrumentation Engineering, SASTRA University
Tirumalai Samudram, Thanjavur 613401, Profiessor, Department of Ortho-

| paedic surgery, Modal Officer Medical Council of India, Government
Thanjavur Medical College, Thanjavur 61 3004 and Corresponding author

traumatic arthritis’ in the Indian Journal of Orthopaedics?
(11O} by Narayana Gowda et af (Al)ywas similar to the
one published as *Ankle arthrodesis as a salvage proce-
dure; A case of secondary ankle arthritis using Charnley’s
compression device' by the same authors in Foot and Ankle
Online Journal (FAQI} in February 20123 It presents a
study done in the same peniod by the same authors with
even the same photographs. Finer points like sex distribu-
tion in study-period of study, centre of study, indication of
arthrodesis, the apparatus used, figures, intra operative steps
and follow up period are surprisingly the same and can be
verified from Table 1. It is observed that certain words are
not even rephrased from the onginal article. This shows the
sheer callousness of the authors. Figures 1a and b show
the lines which were similar in first pair of articles®?.
Second case :

The first of the second pair of articles titled Soft Tis-
sue Textiloma- A Diagnostic Pitfall® by Elyazid Moushine
et af (A2} Department of Orthopedic Surgery, and Trau-
matology, University hospital, Lavsanne, Switzerland pub-
lished in the Canadian Journal of Surgery. This article had
similarity with another article ‘Leg = Textiloma® published
by the same first author in the journal - Medicine Prin-
ciples and Practice’. A detailed analysis of these two ar-
ticles was done and tabulated in Table 2. The details shown
in this table are patient age, sex, biochemical parameters,
previous surgeries done with their dates, present clinical
examination like the skin condition, size and shape of the
swelling, findings of diagnostic imaging like the ultrasound
and MRI;, operative findings and histopathology were
noted in these two papers**. Figs 2a and 2b show the lines
which were similar in the articles of the second pair of
articles**. It is observed that certain words are used ver-
batim from the article.
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S.na Deetnil Fad 1o
1 Jaumal name Faat and ankle cnfine Joumal Indian Jourmal of Crrihapedics
% Puhlished manth Fehroary 1,2012 May-Jume 2012
M B.5. Gowda,
3| Authoms Marayana B.5. Gowda, § Mohan Kemar ¥ b Woas
4 Males in shady 10 10
5 Females i study 5 5
[ Period of study Jap J00- Dhec 2005 Jam J006- Dheg 20010
Depariment of orthopedics, People’s Department of orthopedics, People’s
5 Centre Education Society (PES) Medical Callege Education Society (PES) Medical
and Research Center, Kuppam, Andhra College and Research Center,
Pradesh (AF) Kuppam, Andhra Pradesh (AF)
posnirammatic srihrits snd'or
f cases of poat traumatic AV talus (Fig. 1), | svasoular necrosis (AYN) ahus {n=6),
o | Indication of 4 caace malunitcd bimadleclar fracture, wislnited bimallaclar Facture {n=4),
arthrodesis 3 casos of distal tibial plafond fractures,
2 LN YL e p— distal tibial plafond Fractuses {n=3),
medial mallecl nonanvon (n=2].
10| Apparatus wed Charsley in all the cases Charmley ia all the cases
Figures and number ]
11 in the journal Fig | 2
- Fig 3 £l
13 i Fig 4 1c
14 . Fig 3 2c
1F 1. Fig & 2d
16 | Follow up penod 2years and & months 2years amd E months
All the fifteen patients who had secondary All the 15 patienis had endergone
ankle arthrits have undergone apen ankle apen ankie fusian by anteralaternl
IT | Intrn opemtive steps | fusion with anterolasers] approach (Fig. 2) in | spproach [Figure 1Tk in supine
sapine position under wurniquet control and | position under oumsqoet control and
spimal ansesthesia. spinal anesthesia
Linsh bength discrepancies were insgnifieant !'m*' !:."Em Aiceapanchas wens )
A . i imstgmificant {{.5-1.5 cm) except in
O Eeie. o0 1.3 cin) enceplin s patient who Ml | one patient wha had 2.5 cm
e e wmmfmul'_‘ ¥ G Fuumhﬁly due to distal tibial plaford
T lune
Mo mention of
Marayana Gowda B 5%, Kumar | M.
. Dhrtcome of ankle arthrodeszs 1n
| ———— postirumatic arthritis . Indian J
Ohrthop [serial omline] 2002
[cited 2003 Apr 5]:46:317-20.

The words and lines re-used in these two pair of ar-
ticles® are seen in Figs la, 1b and 2a, 2b. In the case of
both authors Al (Figs la and 1b) and A2 (Figs 2a and 2b)
both have used similar words, not even rephrasing. Both
these authors have chosen journals of high impact and
Scopus value. Thus it is obvious that much of the text in
Fig la matches that in Fig 1b and also much of the text in

Table | — The Striking similarity between the twe articles in FAOS and 1O

Dnscussion

Fig 2a matches the text in Fig 2b,

iThenticate, defines Self-Plagiarism as a “type of pla-
giarism in which the writer republishes a work in its en-
tirety or reuses portions of a previously written text while
authoring a new work®.” 1f in a composite laboratory ex-
periment yield different results each one can be published
individually maintaining the same methodology part for
all these articles, if a prior work can be written in the lit-
erature review as a basis for the next work - ie, if the core
of the theory can be exactly described in one sentence of
the previous paper, if a component of the prior article must

be repeated to deal with new evi-
dence or arguments or tell differ-
ently a second time or if the audi-
ence of the different set up for eg,
surgeons on one hand and biomed
engineers on the other. But only
way out is to openly mention the
article where the author used it
first in the reference section of the
second article™,

In all these above two pairs of
papers, Narayana Gowda ef al
(Al -first authors of the first pair
of articles™*) and Moushine et af
{A2-first authors of the second
pair*") did not mention their prior
work (ie, in the references section
of the second paper*- there is no
mention of the corresponding first
papers>*) to claim (i) an extension
of their work or (ii) one of more
follow up or (ii) they want to reit-
erate something they have not told
in the first report. 1fthey actually
want to get their own sentences re-
published they have to put them
between inverted commas and
suitable citation given in super-
script and in references®,

Both these articles are case
reports but on the same cases. It
is therefore vital that both these
first authars have not cited the first
work in their second work. The

study and follow up period are the same and the authors
nowhere have quoted their work which was published
online in their second paper. It is obvious that the readers
will not benefit from such republishing the same work in-
cluding photographs and demographic details that too from
the same authors in the same time period.

To find the validity of the diagnostic or treatment meth-
ods meta- analysis is commonly used. Double publica-
tions will reduce the validity of such studies’. Thus such
practices will only increase worthless junk of scientific
literature and will not only be of any use to the reader but
also waste the time of the reader, confuse meta-analysis of
intervention studies giving duplicate data. It is natural to
feel that the editors should be ruthless on these authors to
retrieve the articles or at least make public those letters
which are sent citing the misconduct citing paucity of space
in the journal. Presence of a few common characteristics
between the same author’s own papers are tolerable. The
fresh paper should have a fresh outcome, One point of the

Journal Can J Surg Med Princ Pract
Article Moushine E etal .Soft tissue Moushine E etal ‘Leg—
textiloma : a potential pitfall ,CanJ | Textiloma, med princ pract 2006,
Surg 2005 december;48(6)495-6. 15 ;312-315
Patient profile 58 year male 58 year male
Duration of symptoms 1.5 year’ [18 months*]1!!

history

swelling and tethering of left leg.

swelling and tethering of left leg.

History of previous surgery

He had right side inguinal hemia
surgery in 15 years back
(paper was in 2004)

He had right side inguinal hernia

surgery in 1989*
19894152004

Previous surgery left leg was operated for varicose left leg was operated for varicose
veins in 8 years after that previous | veins in 1997*
su i& 8 years sfier 1989
Other diseases The patient has gout and high The patient has gout and high
cholesterol. cholesterol.
Gait He had a normal gait without limp. | He had a normal gait without
limp.

Local examination

There was slight edema of the left
ankle and distal 1/3" of the left calf
with ochre dermatitis. A 6x4 cm
hard indolent mass was palpable in

the antero internal aspect of the distal

third of the leg. This mass was
adherent to subcutaneous tissue and
not to deep tissues.

There was slight edema of the
left ankle and distal 1/3™ of the
left calf with ochre dermatitis. A
6x4 cm hard indolent mass was
palpable in the antero internal
aspect of the distal third of the
leg. This mass was adherent to
subcutaneous tissue and not to

deep tissues.

Ultrasonography Ultrasonography revealed the Ultrasonography revealed the
presence of a soft tissue shadow high | presence of a soft tissue shadow
echogenic mass 2 cm wide and 10 high echogenic mass 2 cm wide
cm thick. This mass was surrounded | and 10 cm thick, This mass was
by multiple blood vessels. surrounded by multiple blood

vessels,

MRI MRI hypodense in T1 and MRI hypodense in T1 and
hyperdense in T2 with relation to hyperdense in T2 with relation to
surrounding fatty tissue. The MRI surrounding fatty tissue. The MRI
also showed a central nucleus which | also showed a central nucleus
may be most likely to be necrosis. which may be most likely to be
With IV contrast of gadolinium, the | necrosis. With IV contrast of
mass enhanced and showed a strong | gadolinium, the mass enhanced
vascular supply and large draining and showed a strong vascular
vessels. supply and large draining vessels.

MRI MRI LS was shown in another. * figures MRI TS was shown in one

article

Provisional diagnosis

tumour of mesenchymal origin

tumour of mesenchymal origin

findings at surgery At surgery, old retained surgical At surgery, old retained surgical
gauze was found gauze was found
Histologic examination large foreign body giant cells. large foreign body giant cells.

Reference section

no mention of ‘Moushine E etal
Soft tissue textiloma: a
potential pitfall ,Can J Surg 2005
december:48(6)495-6.

Table 2 — The Striking similarity between the two articles in Canadian Journal of

surgery and medical principle and practice
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previous paper alone may be acceptable.
However if the same paper as a whole
is printed again, then it is atrocious®.
As far as the first case in the present
paper, even though the materials are the
same and they would have not used ma-
terials from other centre, they cannot de-
fend writing the same material for two
journals®>. For example if they describe
the presence of cataract or dental caries
or hypertension or cardiomyopathy in
these patients, they need not quote the
first work in the second work. But here
in the second paper, they are again re-
porting on their same region and same
modality of treatment and the same
evaluation method. Is it correct to hide
the first work?, in the second work? ?
In the case report published in foot
and ankle online journal the authors of
the first pair of case study Narayana et
al can try a defense that they have high-
lighted the Charnley’s compression de-
vice in the first relation to cost, simplic-
ity and good outcome. They have incor-
porated a photograph and X-ray of one
patient to show the fixator in situ and
union of arthrodesis. However they have
also repeated the same photos again in
the second publication as it is obvious
from the table and Figs 1 and 2. They
(Narayana et al) cannot claim that they
can write an article to the Indian Jour-
nal of Orthopaedics® (their second pa-
per) emphasizing the ankle arthrod-
esis procedure in post-traumatic arthri-
tis and clinical and radiographic evalu-
ation for which functional evaluation
with American Orthopaedic Foot and
Ankle Society (AOFAS) Ankle
Hindfoot scale was done to indicate to
find if ankle fusion will help to relieve
pain and to improve overall function .
If they think the second paper? (in
the Indian Journal of Orthopaedics)the
procedure of using compression device
for ankle arthrodesis was described only
as aprocedure, in the first paper? (Foot
and Ankle Online Journal) they have not
at all used any other device other than
Charnely compression clamp with a
calcaneo tibial pin to justify the re —use
of'the published material. In both these
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’ Case Report ‘

Gastrointestinal malrotation and Ladd's bands in adults

— Q case series

Jayesh Kumar Jha', M Ashraf?, Tarun Jindal?, Mir Reza Kamal’, Naveen Kumar Gupta®,
Tamal Kanti Sen Gupta®, Nemai Chandra Nath®

-

timely manner.

Gastrointestinal malrotation commeonly present early in life. A minority of the patients remain as-
ymptomatic in childhood and may presant in late in life. In this article we describe cases of adult
intestinal malrotation seen in the authors’ practice. A retrospective analysis of all the patients in the
authors’ practice was done over a period of 10 years (2001-2011) to identify cases of adult intestinal
malrotation. A total of eight cases were identified. The mean aga of the patients was 33.2 years. Racur-
rent vomiting and weight loss were the predominant symptoms. Barium meal follow through clinched
tha diagnosis in three cases by revealing duodenal obstruction along with left sided cecum. Ladd’s
procedure was done in five patients while one patient had bowel infraction and no definitive surgery
could be performed. Majority of the patients had good recovery with complete resolution of their
symptoms. Gastrointestinal malrotation can present in adults, albeit rarely. The madical practitionars
should be aware of the condition in order to diagnose and treat the condition in an appropriate and

[ Indfan Med Assoc 2019; 11T: 29-32]

Key words : Ladd's bands, Gut rotation, Intestinal malrotation.

alrotation is a congenital abnormal position of the bowel
within the peritoneal cavity, It usually involves both the small
and the large bowel. Malrotation is accompanied by abnormal bowel

fixation by mesenteric bands or absence of fixation of portions of

the bowel, leading to increased risks of bowel obstruction, acute or
chronic volvulus, and bowel necrosis. Malrotation is usually diag-
nosed in newboms and voung infants; up to 0% of symptomatic
cases occur within the st vear of life'. A minority of patients may
escape diagnosis in the early life and may be detected in their adult-
hood. In adults, malrotation may have myriad symptoms, It can be
a bewildering situation for surgeons not familiar with the condi-
tion. We, in this article describe cases of adult malrotation associ-
ated with Ladd's bands and discuss the management.
MaTERLAL AND METHODS

A retrospective analysis of all the patients in the authors” prac-
tice was done over a period of ten vears (2001-2011). All the tel-
evant details regarding the patient profile, presenting symptoms,

| Department of Surgical Oncology, Medical College & Hospital, Kolkata
TOO0T3
'MBBES, M5, DNB (Surgical Omcology), Assistant Professor, and
| Carresponding suthor
‘MBBS, M5, DNB (Surgical Oncology ), Senior Resident,
| Departinent of Sungical Oncology, CNCL Kolkata 700026
| *MBRBS, M5, Post Doctoral Trainee, Department of Urobogy, Calcutta
| Mational Medical College & Hospital, Kolkata 700014
‘MBBS, Postgraduate Trainee, Department of CGeneral Surgery, NRS
Medical College & Hospital, Kolkata 700014
‘MEBS, M5, Assistant Professor, Deportment of General Surpery,
| NES Medical College & Hospital, Kolkata 700014
“MBBS, M%5, Professor, Department of General Surgery, MRS
Medical College & Hospital, Kodkata 700014

clinical features, imaging features, surgical findings and the out-
comes were recorded.
Resvirs

A total of eight cases of intestinal malrotation were found. Four
of the eight cases were operated under elective setting (Case 1,2.3,4)
while four were operated under emergency set up (Case 5,6,7.8).
The age of the patients ranged from 14 to 55 vears with the mean
age of 33.2 vears, Recurrent vomiting and weight loss were the
predominant sympioms. Four patients had history of previous ab-
dominal surgery, The patient profile, clinical presentations and sur-
gical history have been described in Table 1.

X-ray and vltrasound examination of the abdomen were the
initial investigations offered in these patients. Contrast enhanced
T scan of the abdomen was done in one case that had a gall blad-
der mass (Case 4) which revealed infiliration of liver. [t also dem-
onsteated a left sided cecum. Upper gastrointestinal endoscopy done
in three cases revealed dilatation of the stomach. Barium meal fol-
low through clinched the diagnosis in the elective cases by reveal-
ing dundenal obstruction along with left sided cecum (Figs 1a &
1b). The imaging findings are summarised in Table 2.

Six of the eight patients underwent Ladd's procedure was per-
formed (Figs 2a & 2b). Two patients could not have any definitive
procedure due to the established ischemic gangrene of small bowel.
The intra-operative findings, surgery performed and the outcome
of the patients has been described in Table 3. Four patients made
excellent recovery after the Ladd’s peocedure and are doing well on
follow up. The mortality was higher in patients with acute presenta-
tiom as compared to the elective cases.

hscussion

Anomalies of rotation are the commonest embryologic malfor-

mations of the pastrointestinal tract. It has been reported that as



‘0 | JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117,NO 1, JANUARY 2019 —

intestinal obstruction before presentstion
21/Male Acute intestinal obstruction Mone

many as %% of the cases present within the first yvear of life*®. The
condition 15 rare in adults. The actual incidence malrotation is diffi-
cult to assess as people may not be detected to be having intestinal
malrotations unless they present with symptoms or are incidentally
diagnosed on unrelated investigations. The autopsy data indicate
that the incidence of malrotation may be up to 1979,

During the normal embryogenesis, the small intestinal loops
protrede in the umbilical coclome and form the umbilical loop.
This loop undergoes an anticlockwise rotation around the superior
mesenteric aery. Any anomaly which hinders this process can re-
sult in rotation abnormalities. The most common cause of these
rotational abnormalities is the presence of fibrous bands which were
described in the classic article by William Ladd in the year 1936
and bear his name'''2,

The clinical presentation can be varied in the adult patients.
They often presents with signs of intestinal obstruction. Pain abdo-

__S

Fig 1a— Obstruction of Duadenum dug 1o Ladd's
Band (arrow}

Tabbe | — The demographic details, climcal preseniations, operative Table 2 — Findings on X-ray, witraseund and bariwm meal follow
findings awd swrgical Ristory of cases with lniestinal malroiation throwush
ApefSex Clinieal presentation Previous surgery X-ray abdomen Ultrasonographic  Barium meal
[4Male  Recurrent vomiting & weight loss Nong findings fiodlow through
37Female  Recurrent vomiting & weight loss None Mot performed Mormal Diedenal obstruction and
J&/Female Recument vomiting & weight loss Appendectomy lefit sided cecum
S4/Male  Recwrrent vomiting & weight loss, Mot performed Narmal Duodenal obstruction and
pain abdamen Mone left sided cecum
35 Male Acute intestinal obstruction Extended cholecysiec- Mol performed Mormal Duesbenal obstrection and
iomy 2 weeks lefi sided cecum
befon: presentation Mot performed Gall bladder mass  Not performed
30/Male  Acute imestinal obstruction Right hemicolectomy Distended small bowel Not performed ot performed
| vear back for Distended small bowel Mot performed Mot performed
cecal volvulus Distended small bowel Mot performed Nt performed
I7/Mabe  Jaundice and sub-acute Appendectomy 3 weeks Distended small bowel Diilated bowel loops Nt performed

Fig 1b— Left sided ileo-caecal junction with

men with forceful vomiting is the most commonly encouniernsd pre-
sentations. The vomiting may be bilious or non bilious depending
upon the level of obstruction. Patients who have midgut volvulus
may present with acute onset of biliows vomiting and severe pain
abdomen. The patients may have chronic history of abdominal pain
and often are on antispasmodic medications. Less common chronic
symptoms included diamrhoea, bloating, constipation, bleeding
ete'SH, In our series, the patients who were symptomatic since long
durations, presented with vomiting and weight loss,

Imaging modalities most commonly offered are X-ravs, con-
trast studies, CT scan, duplex ultrasonography etc. Plain X-ray of
the abdomen my reveal signs of intestinal obstruction in the form
of distended bowel loops or else in case of duodenal obstruction, a
classic “double bubble™ sign may be seen, Contrast studies like
barium enema to confirm the position of cecum or barium meal
follow through studies are extremely useful™ ", Coiling and inver-
sion of the superior mesenteric vein over the superior mesenteric
artery may be seen of duplex ultrasound'™'®. CT scan with oral and
intravenouws contrast can help in
establishing the diagnosis as well
as assessing the bowel viahil-
ity'™". It i5 not uncommon that
some patients may not be diag-
nosed even with these studies
and surgical exploration is the
ultimate answer.

Malrotation may go undiag-
nosed even in patients who have
had a previous abdominal sur-
gery for an unrelated disease es-
pecially if the operating surgeon
is not Familiar with this condi-
tion. This happened in three of
our cases who had previous ab-
dominal surgery (Case 4.5,6 re-
spectively). This highlights the
importance of educating all the
surgeons regarding intestinal
malrotations in order to help
them identify and comect it sur-
gically.

The management of gas-

> trointestinal malratation depends
appeidix (armow)

Fig Za — Narrow mesentery of the small Bowel demonsteated with
forceps
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- . & 4‘"*
Fig 2b — Final position of the caecum on the left afier Ladd's procedure
{forceps)

patients with gastrodmtesting malvatation

Table 3 — Per-operanive flndings, surgieal procedire performed awd oiteome af the

CoNcLusios
Our series shows that adult intestinal malrotations

Per-operative finding Surpery performed  Cutcome

presents as a perplexing problem to the surgeon, As the

Malroation of the gut and Ladd’s band  Ladd’s procedure  Excellent
Malroation of the gut and Ladd’s band  Ladd’s procedure Excellent
Malroation of the put and Ladd’s band  Ladd’s procedure Excellent
Inoperable Carcinoma gall bladder with

lleo-sigmoad anastomesis with
intcrmal herniation

Ladd’s procedure Excellent

malroation of the gut and Ladd’s band  Ladd's procedure. Patient discharged
and received palliative | pay for patients with chronic, vague abdominal com-

treatment for carcinoma | slaine The medical practitioners should be aware of the
of gall bledder

Mideut volvulus and bowel ischemia  Ladd's procedure Patient expired on fifth
post operative day

post apcrative day

presentation is non specific, diagnosis is often delayed
and a high index of suspicion is needed. Malrotation with
its propensity for volvulus is truly a time bomb lying
within. Thus, it is important that intestinal malrotation
should be considered and identified as a possible actiol-

gondition in order to diagnose and treat the condition in
an appropriate and timely manner. A careful clinical ap-
proach will identify patients not responding to treatment
in the usual wayv, All the pertinent diagnostic tests, espe-

Midput volvulus with bowel None Patient expired on third | cially barium studies, should be carried out in these pa-
infraction poat operative day tients. Due to the high morbidity and mortality, prompt
Small bowel gangrene Mane Patient expired on sixth | intervention is mandatory. Surgical correction by Ladd’s

procedure should be offered at the carliest in order to

upan the clinical presentation. The Ladd’s procedure remains the
comerstone of surgical treatment for malrotation in patients with
symptomatic malrotations. This procedure comprises of reduction
of volvulus {if present), division of mesenteric bands, widening of
the mesenteric base, placement of small bowel on the right and
large bowel on the left of the abdomen, and appendectomy. This
procedure has been consistently shown to relieve symptoms and
reduce the risk of fiture volvulus and bowel ischemia. In our study
Ladd’s procedure was done in five of the six patients of which four
made good recovery and are asymptomatic on follow up. Consider-
ing the efficacy of Ladd’s procedure and the inability to predict
which patient will eventually have a volvulus, it is now recom-
mended that cven asymptomatic patients with malrotations should
be operated®™'*,

To summarize, eight adult cases of intestinal malrotation have
been described in this study. The clinical presentation is vague, rang-
ing from diffuse pain abdomen, nausea, vomiting, o features of
acute intestinal obstruction. History of previous abdominal surgery
does not rule out the presence of malrotations. X-ray abdomen,
ultrasound, barium meal follow through and CT scan can be: useful
in establishing the diagnosis. The condition is associated with high
maorality especially in case of acute presentation due to mid gut
volvulus and subseguent ischemis of the bowel, Ladd s procedurs,
in the ahsence of established volvulus/bowe! ischemia offers cure.

alleviate the symptoms and to avoid the risk of cata-
strophic complications like volvulus and bowel ischemia.
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papers (FAOJ and 1JO Jthey have used only the ankle ar-
throdesis by Charnley s clamp and calcaneo-tibial pin and
used AOFAS criteria in assessment of post operative sta-
tus. But why they have not highlighted that they have al-
ready published an article on the same region on the same
patients and on same period and in the same (theirjcentre.
i.e. where is the citation of the work published in the first
journal? As far as the copy right form of Indian Journal of
Orthopedics, it is clearly printed, “Neither this manuscript
or one with substantially similar content  under our au-
thor ship has been published nor is being considered for
publication except as described in the covering letter. We
certify that all the data collected in the study is presented
in this manuscript and no data from the study has heen or
will be published separately™'’ Res ipsa logiutre. Ohvi-
ously this is an attempt to hide facts.

It is surprising that common data  and same figures are
being used in such joumals of high repute, This has been
overlooked by the reviewers and editors alike, Obviously
the scientific content of the work masqueraded the wanton
copying in the second article. A section of people may feel
that this repetition of words is harmless . Butitisnotso, It
wastes the time of the reader. For eg when you search for
articles textilomas you will waste time in reading same work
of Moushine E et ¢/ over and over again for nothing, This
obwvicusly is an utter waste of time. This practice should be
penalised whether there is open access or not. As (in a civil
rights case involving the alleged stealing of three soda cans)
Judge Posner says ‘The law does not excuse crimes . . .
merely because the harm inflicted is small™",

ConcLusioN

Summing up the seemingly harmless practice which
enhances the Curriculum Vitae of the author actually causes
harm in wasting the time of the reader causing mis-inter-
pretation of meta-analysis of diagnostic or interventional

studies. With more journals going online and with gadgets
available to identify pattern repetition such practice will
decrease in future, But what is needed is some soul search-
ing from the writers™ side.

REFERENCES

1 Publication Ethics Policies for Medical Journals hitp:df
ww.wame.org /resources/sthice-resources/publication-sthics-
policies-for-medical-jounals’

2 Narayana Gowda BS, Kumar JM — Cutcome of ankle arthro-
desis in posttraumatic arhritis. indian J Ovthop [serial online]
2012 [cited 2013 Apr 5]; 46: 317-20. Available from: httpaff
ww ijooniine.comitext asp 7201 246/3731 7/96382

3 Narayana Gowda BS, Kumar JM — Ankle arthrodesis as a
salvage procadura; A case of sacondary ankle anhritis using
Chamley's compression device Posted by FAQJ Editors - Fab-
ruary 1, 2012 -hitp:ffac).org/201 2002001 fankle-arthrodesis-as-
a-zalvage-procedure-a-case-of-sacondary-ankle-arthritis-us-
ing-chamleys-compression-devica'

4 Moushine E —Soft tissue textiloma : & potential pitfadl ,Can J
Surg 2005 december, 48(5495-6. hitp/ihwww.cma.camultime-

5 Moushine E etal ‘Lag — Textilorma , med princ pract 2006, 15
312-315 hitp:ftwaw karger. comiArticle/Pdfifa2008

& Did Dr. Krashen Commit Self-Plagiarism? hitp:f/
scholaryoa.com/' 201 3/01/31/did-dr-krashen-commit-self-pla-
giarism/

T Whaddaya mean plagiarism? | wrate it myselfl How open ac-
cess can eliminate self-plagiarism http:fourt-rice.comi2012/
07 18whaddaya-mean-plagiansm-i-wrote-it-myself-how-open-
accass-can-eliminate-salf-plagiarism/

8 Samuelson, Pamela (August 1994) — "Self-plagiarism or fair
use?". Communications of the ACM 37 (B): 21-5. doi: 101145/
179606.179731.

8 JansenJP, Fleurence R — The Interpretation of indirect treat-
ment comparisons and network meta- analysis for health care
decision making: report of ISPOR task force on indirect treat-
menl comparisans. Part || P 417-28

10 Copyright form of Indian J Orthop available at hitp.)!
www journalomnweb, comfortho

11 Stuart P — Green Plagiarism. Norms, and the Limits of Theft
Law: Some Obsarvations on the Use of Criminal Sanctions In
Enforcing Intellectual Property RightsHastings Law Joumal,
Vel 54, No. 1, 2002 available at http:/papers.ssm.com/sold/
papers.cfm?abstract_id=315562

_ JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117, NO 1, JANUARY 2019 | 3’
’ Case Report l

Gastrointestinal stromal tumors — a clinicopathological

study
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Gastrointestinal stromal tumors {(GISTs} are the most common primary mesenchymal tumors of
the GIT. These develop within the wall of the GIT and occur throughout the GIT from oesophagus to
rectum. The KIT mutation results in activation of the tyrosine kinase receptors allowing its detection
by immunohistochemistry and helps in confirming the histologic diagnosis of GIST. GISTs are cat-
egorized into distinct risk categories and prognostic groups based on tumor size, number of mitoses
per 50 high power fields and the anatomic location of the tumor. The present study is of a retrospec-
tive, case series nature. Data was retrieved from Patholegy archives and Department of Cancer Reg-
istry, Malabar Cancer Centre. There were a total of 11 cases in the present study. In our study, almost
20% GISTs occurred below the age of 50 years. Jejunum and ileum were tha commonest sites. Major-
ity of tumors were located in submucosal or intramural locations. All were of spindle cell morphology
and CD117 was tha most useful antibody, being strong diffuse positive in 70%.

[ Indian Med Assoc 2019; 117 33-5]

Key words : GIST, CD-117, jejunum. ileum,

astrointestinal stromal tumors (GISTs) are a heterogeneous

group of tumours, These are the most common primary mes-
enchymal tumors of the gastrointestinal tract. These tumours de-
velop within the wall of the gastrointestinal tract. GISTS are known
to occur throughout the GIT from oesophagus to rectum'=, The
most common site for a GIST is stomach, which is followed by the
small imtestine (excluding duodenum ¥4, About 85-9W24 ofthe GISTs
harbor a mutation of KIT (CD117). cKIT is a tyrosine kinase recep-
tor which is normally expressed by the Interstitial cells of Cajal
located in the wall of the gut. These cells coordinate the autonomic
nervous system of the gut and the smooth muscle cells to regulate
motility and peristalsis. The remaining 5 to 15% GISTs contain
PDGFRA mutations®,

The KIT mutation results in the activation of the Tyrosine ki-
nase receptors. This can be detected by THC and helps in confirm-
ing the histologic diagnosis of GIST%, GIST is mostly seen in
the elderty, and the median age ranges between 38 and 66 years' ™10,
Mo definite gender predilection has been reported. Histologically,
must of the GISTs show a spindle cell appearance (75 o 80%).Epi-
thelioid cell or mixed morphology is seen in a minority of cases™! 14,
Small intestinal GISTs are twice as likely to behave as clinically
malignant tumaors compared to gastric GISTs. Most GISTs of the
colorectumare very aggressive and advanced tumors with a poor
P.I'O‘gnﬂsisl"'”.

GISTs can also oceur outside the gastrointestinal tract, in the
omentum, mesentery and retroperitoneum, Then these lesions need
o be distinguished from other mesenchymaltumors seen in these
sites, especially from benign and malignant smooth musecle tumors.

'MID (Pathol), Fellow in Oneopathology, Division of Oneopathology,
Malabar Cancer Centre, Kannur 670103
I MDD (Pathal), DNB (Pathol), Professor, Department of |
Cncopathology, Malabar Cancer Centre, Kannur 670103 and Cormespoad-
[ ing authar
*MS (Surg), DNB (Surgical Oncology ), Assistant Professor, Depart-
| ment of Surgical Oncology, Malabar Cancer Centre, Kannur 670103

GI5Ts are categorized into distinct risk categories and prog-
nostic groups based ontumor size, number of mitoses per 50 high
power fields (HPFS) and the anatomic location of the tumort!!
Based on these factors, GISTs belong to a Very low risk, Low risk,
Intermediate risk and High risk categories.

Surgical excision 15 the mainstay of therapy for GISTs, Tar-
geted therapy with Imatinibmesylate show spectacular resulis es-
pecially in patients with unresectable, recurrent and even metastatic
tumors. Imatinib binds to KIT and inhibits the intracellular signal-
ling pathways.

MaTeriaLs avp METHODS

The present study is of a retrospective, case series nature. The
variables taken into consideration are age, sex, anatomic site, tu-
mor sizg, mitotic count, histomorphology, immunchistochemical
expression, risk category and follow-up status. The entire course of
this study was carried out in the Department of Cncopathology,
Malabar Cancer Centre, Thalassery,

Data was retrieved from Pathology archives and Department of
Cancer Regisiry, Malabar Cancer Centre. Consecutive patients di-
agnosed from January 2012 to December 2016 were included in
the present study, Risk stratification and categorisation into prog-
noalic groups were based on tumor site, size of the tumor and mi-
totic count per 50 hpf, with a risk of progression classified into low
risk, intermediate risk and high risk categories'. The data collected
was entered in Google Forms and Epilnfo software was used for
the analysis of results. Descriptive statistical wols like mean and
Standard Deviation were used for continuous variables and fre-
quency and percentages used for categorical varables.

OBSERVATIONS

Atotal of 11 cases were included in the audit. Majority of cases
were diagnosad in the sixth and seventh decades and the mean age
was 62 years. Over T0%% of the patients were males. The average
size of tumors was 6.5 cm and sizes ranged from 2.75 10 9.5 cms.
Symptoms varied from vague abdominal pain, abdominal mass,
heart burn, bleeding per rectum, hematemesis and anemia. Grossly,



‘4 | JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117,NO 1, JANUARY 2019 —

majority of the umors were submucosal or intramural, nodular
bulging masses, many with central ulceration. Some were polypoid
and protruded into the lumen. Jejunum and ileum was the com-
monest site (30%%), while almost 30% were located in the stomach.
On histological examination, 80% cases showed spindle cell mor-
phology. Cases with epithelioid morphology were not seen.
Immunohistochemically, C1 17 was the most useful antibody, be-
ing strong diffuse positive in 708 In 1024 cases in our series were
dingnosed as exira pastrointestinal GISTs (EGISTs). Using the elabo-
rate algorithm, developed by Miettinen and Lasota", all the gastric
GISTs in our study were assigned low risk (Group 3a). Based on
Miettinen and Lasota’s proposal 40% small intestinal GISTs in our
study were assigned group 2 (low risk), 20% were assigned group
3a (moderate risk) and the remaining 40% were assigned high risk
for disease progression in jejunal and ileal GISTs. All patients in
our series underwent resection. All the patients who underwent treat-
ment by surgery and Imatinib have not reported any recurrences or
metastatic disease
Dnscissios

The mean age in our series is comparable to that reported in
Western and even Asian literature where mean ages of gastric and
small intestinal GISTs have varied from 58 to 70 vears™ ', GISTs
in all locations occur in the elderly, 1% GISTS occur in patients
below 40 vears of age'. In our study, almost 2094 GISTs occurred
below the age of 50 vears. Studies have shown no gender predilec-
tion, although some studies demonstrate a mild male predominance
ie, 52 to 55% in GISTs in all locations'™ ", In our study, over 70%
of the patients were males. The average size of tumors in our study
was 6.5 cm and sizes ranged from 2.75 to 9.5 cms. Various studies
have reported sizes ranging from a few millimeters wo greater than
20 ems for small intestinal, and a few millimeters to greater than 40
ems for gastric GIST5". [n a series of gastric GISTs, the mean size
for gastric GISTs was 6 cms''. In two scparate studies, mean -
mour size was 4.6 cms and 7.02 cms respectively™". Symploms in
our cases were variable; the commonest were vague abdominal pain,
abdominal mass, heart bum, bleeding per rectum, hematemesis,
anemia ete. Grossly, majority of the umors were submueoesal or
intramural, nodular bulging masses, many with central ulceration.
Some were polypoid and protruded into the gastric lumen. Similar,
gross appearances have been described by other studies'.

Im our series, small intestine (jejunum and ileum) was the com-
maonest site, (50%), while almost 30% were located in the stomach.
According to various international studies, 3% to 61% GISTs ocour
in stormach’®", about 30% in the jejunum and ileum, and 4 to 5%
aceur in the dundenum. Colorectal GISTs comprise 4 to 535"
Compared to the international data, location in stormach was slightly
less common in our series while location in small intestine was
slightly higher.

On histological examination, almost B0% cases showed spindle
cell morphology while cases with epithelioid morphology were not
seen, Various intermational studies have reported the epithelioid type
1o comiprise between 20-25%, with mixed tumors comprising the
remaining 5 to 10% cases*™!!,

Immunohistochemically, CD 1T was the most useful antibody,
being strong diffuse positive in 7084, We have limited experience
with DOGH{Discovered on GIST-1) since we acquired this anti-
body only in 2016, DOG] IHC done on paraffin blocks retrieved
demonstrated diffuse positivity in 100% of the cases in which it
was done, We intend to use DOG] in all fiture cases as this anti-
body has proved to be a very sensitive marker for GISTs. Published
Western literature shows that CD1 1 7 positivity is seen in 95% (gas-
tric) to 98% (small intestinal) GISTs, It has been seen that most

spinddle cell GISTs shown positivity for CD34%' A siudy from
China showed CD117 positivity in 94.5%"°

Around 10%% cases in our series were diagnosed as extra gas-
trointestinal GISTs (EGISTs). While EGISTs definitely represent
bona fide and true GISTs, and demonsirate CD11T immunohis-
tochemical expression as well as GIS T-specific KIT mutations, their
incidence in most series is extremely low, around 19", The curment
thinking i5 that most of the cases of so called EGISTs are actually
detachiments or metastases from GISTs of primary GIT origin!!.
Accurate surgical details or radiclogical films are not available in
many cases, Therefore, many of the so called EGISTs could actu-
ally represent invelvement of retroperitoneum, omentum, mesen-
tery ete by gastrointestinal stromal tumors. Studies have looked for
parameters that can clearly identify bona fide EGISTs, Matrix
metalloproteinases (MMPs), which are molecules that are impli-
cated in metastasis by varions malignant tumaors, have been investi-
gated for their role in contributing to the ability of EGISTs to me-
tastasize. However, wie have not carried out this in the present study.

The evaluation of prognosis is essential in GIST. Every GIST
carries a risk and potential for malignant behavior and there is in-
creasing reluctance to label any GIST as benign. However, this risk
vares from very low to very high™', Earlier studies showed that
about 50% primary localized GISTs relapsed within the first five
years {local recurrence within the peritoneal cavity or liver me-
tastases) while a much greater percentage of GISTs relapsed within
ten years, and that if relapse occurred, prognosis was almost invari-
ably poor'™'™. It is not practically possible to divide GISTs into be-
nign or malignant categories based on morphology alone and the
emphasis shifted to determining criteria which could assess the risk
of GISTS to behave in a malignant fashion. Several schemes were
developed to define criteria which can stratify the risk of malignant
behavior and by which GI1STs can be assigned to definite risk cat-
egories (low, intermediate, high) or groups''*"7, Tumor size and
number of mitoses per SVHPFs emerged as the major criteria. It
also became clear that location was extremely important, with non-
gastric GISTs harboring a much higher nsk for malignant behavior
compared to gastric GISTs of comparable size and mitotic activ-
ity™'. Other histologic factors including cellularity, coagulative
necrosis, mucosal invasion etc have been suggested™"'. Currently,
the risk stratification is based on the consensus proposal'”™ and the
risk prediction algorithm''. In 2 recent study from Turkey which
looked at 249 cases, 47% cases belonged to the high risk category'®.
Other recent studies from Asia have also risk stratified G1STs based
on the above criteria,

LUsing the elaborate algorithm, developed by Miettinen and
Lasota", all the gastric GISTs in our study were assigned low risk
(Group 3a). Based on Miettinen and Lasota’s proposal"', 40% small
mtestinal GISTs in our study were assigmed group 2 (low risk),
20% were assigned group 3a (moderate risk) and the remaining
40% were assigned high risk for disease progression in jejunal and
ileal GISTs,

The primary treatment of GISTs is surgical excision with ad-
equate negative turmor marging. All patients in our series under-
went resection. All the patients who underwent tregtment by sur-
gery and Imatinib have not reported any recurmences or metastatic
disease. Although surgical excision is the mainstay of therapy for
GISTs, targeted therapy with Imatinib mesylate (Gleevec) which
binds to KIT and inhibits intracellular siznaling, has shown spec-
tacular results especially in patients with unresectable, recurrent
and even metastatic tumors. Adjuvant treatment is recommended if
the chances of recurrence are greater ie, large tumor size, location
other than gastric, high mitotic rate ete. Treatment is recommencdied
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fior at least a vear after surgery, while for tumors which are highly
likely to recur, treatment is recommended forup to three years after
surgery. Newer drugs, such as Sunitinib are also coming up and
may be effective in patients who become resistant to Gleevec. The
role of surgery in patients with recurrent or metastatic GISTs who
were responding to Imatinib is currently a subject for additional
research,

To summarize, our series of 11 cases show that the demographic
features and clinical presentation are similar to that of other similar
studies. The prevalence of Jejunal and Tleal GISTs are more com-
men in the present series, in contrast to a Gastric location being the
most commaon site i several other studies, The histomorphology,
Immunohistochemical features and responses o treatment were simi-
|ar to what has been described by various similar series.

REFERENCES

1 Rubin BP — Gastrointestinal stromal fumors: an updats, His-
topathotogy 2006, 48: B3-95.

2 Liegl-Atzwanger B, Flatcher JA, Fletcher CD — Gastrointesti-
nal stromal tumors. Virchows Arch 2010, 456: 111-27,

3 Nilsson B, Bumming P, Meis-Kindblom JM — Gastrointestinal
stromal turmors: the incidence, prevalence, clinical course, and
prognostication in the preimatinibmesylate era-a population-
based study in Weaslem Sweden. Cancer 2005; 103: 821-8,

4 Miettinen M, Fletcher COM, Kindblom LG — Mesenchymal
tumors of the stomach. Bosman FT, Cameiro F, Hruban RH,
Theise ND aditors- WHO classification of tumors of the diges-
tive system 2010; IARC, Lyon, France, 74-9,

& Heinrich MC, Rubin BP, Longley BJ — Biclogy and genetic
aspects of gastrointestinal stromal tumors: KIT activation and
eytogenetic allerations. Hivi Pathol 2002, 33: 484-95.

6 Hornick JL, Fletcher CD— The significance of KIT (C0117)in
gastrointestinal stromal tumors. ind J Surg Pathol 2004; 12:
83-7.

7 Coindra JM, Emile JF, Monges G — Gastrointestinal stromal
tumors; definition, histological, immunohistochemical, and
mlecular features, and diagnostic strategy. Ann Pathol 2005,

10

n

12

13

14

15

17

13

25: 358-85.

Zhang ¥, Cao H, Wang M — Analysis of clinicopathology and
prognasis in 181 patients with gastrointastinal stromal tumors.
Zhonghua Wel Chang WalkeZaZhi 2008, 12: 150-4.
Tryggvasaon G, Gislason HG, Magnusson MK — Gastrointes-
tinal stromal turmors in lcetand, 1580-2003: the lcelandic GIST
study: a population-based incidence and pathologic rizk strati-
fication study. inf J Cancer 2005; 117: 289-83.

Cao H, Zhang ¥, Wang M — Prognostic analysis of patienis
with gasirointestinal stromal tumors; a single unit experence
with surgical treatment of primary disease, Chin Med J 2010,
123: 1316,

Miettinen M, Lasota J — Gastrointestinal stromal tumors: pa-
thology and prognosis at different sites. Semin Diagn Pathol
2006; 23: TO-83,

Miettinen M, Fletcher CDM, Kindblom LG —
Mesenchymaltumors of the small intestine. In Bosman FT,
Carneiro F, Hruban RH, Theise NO eds. WHO classification of
turnors of the digestive systam 2010; LARC, Lyon, France, 115-
16

Miettinen M, Fletcher COM, Kindblom LG — Mesenchymal
tumors of the Colon and Rectum. In Bosman FT, Cameiro F,
Hruban RH, Thetse ND eds. WHO classification of tumors of
the digestive system 2010; |ARC, Lyon, France, 181-2

Rosai J — GIST: An Update. Infermafional Jounal of Surgical
Pathology 2003; 11: 177-86.

Frangquamont DWW — Differentiation and risk assessment of
gastraintestinal stromal tumars, Am J Clin Pathol 1995; 103:
41-7,

Emory TS, Sobin LH, Lukes L, Lea DH, O'Leary TJ — Prog-
nosls of gastrointestinal smoath-muscla (stromal) iumars: De-
pendence on anatomic site. Am J Surg Pathol 1999; 23: 82-7
Fletcher COM, Berrman JJ, Corless C, Gorstein JF. Lasota J,
Longley BJ, ef af — Diagnosis of gastrointestinal stromal tu-
mors: 8 consensus approach. intJ Sumy Pathol 2002, 10: 81-8.
Sedcukbiricik F, Yalcin S, Tural D, Erdamar S, Demir G, Dogusoy
G, ef al — Gastroimtestinal Stromal Tumors in Turkey: Experi-
ences from 3 Centres. Onkologie 2013; 36: 18-24.

ADMISSION NOTICE

Certificate & Diploma

Under UGC Recognised
University

UNDER WHO RECOGNISED FOREIGN

UNIVERSITY Eligibility

= Diabetology
= Ultrasound

= Clinical Cardiology

= General Medicine

= Critical Care Medicine
& Many More.

= Rheumatology < MD/MS ) )
= Radiology @ Master Of Medical Science
= Pediatric @ MCH MBBS

< Diploma
( In all traditional subjects)

NATIONAL INSTITUTE OF MEDICAL SCIENCE

Trunk Road, Near Mawsumi Hospital & Research Centre
Silchar -788001 Assam

Affiliated By UGC & WHO recognized University
For further details visit our website ;- www.nimssil.com
E-mail :drds20548@gmail.com /contact@nimssil.com
Mobile -03842230152/09435072209/08811935789

Admission forms are available on the web site




‘6 | JOURNAL OF THE INDIAN MEDICAL ASSOCIATION, VOL 117,NO 1, JANUARY 2019

Activities Report

—1 .
NN ey o
. PANRKKAD

IMA Palakkad Branch organised CME and panel discussion, 10th December. International day for Differently
abled persons,Human Rights day and UNICEF day, On 17th December H1IN1 Awareness programme & Dis-
cussion on Ayushman Bharath on 9th December 2018

IMA Kottakkal branch coducied World AIS day on 01.12.2018, arranged a biriyani
lunch for differently abled children of SESHI school, free consultation services for
senior cmzens since 201? CME on 21.12.2018.
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IMA Thalassery Branch arranged AIDS day Awareness rally, class, street play etc, International Handicapped
Day, Human Rights Day, Road Safety, Medical Camp
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Birthday celebration of Dr Santanu Sen, MP
tlonal PI‘EEIdEﬂt A on 25 12 2018
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INLeractive meating

JIMA December, 2018 issue Reseased
at NATCON 2018 in presence of Past
& Present National President, Hony
Secretary General, Hony Editor &

i Hany Secretary, JIMA and other

| leaders of IMA
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— JIMA Guidelines for Authors

Communications intended for publication should be sent to the
Editor, Journal of the Indian Medical Association (JIMA), JIMA
will consider manuscripts prepared in accordance with the Vancouver
style'.

Articles are considered for publication on condition that these are
contributed solely to JIMA, that they have not been published
presiousty in print and are not under consideration by another pub-
lication. In the selection of papers and in regand to prionty of publics-
tion. the opinion of the Editor will be final. The Editor shall have the
right 1o edit. condense. alter, rearrange or rewrite approved articles,
befire publication without reference to the authors concerned.

Authorship: All persons designated as authors should qualify
for authorship. Authorship credit should be based only on sig-
nificant contributions to (a) conception and design, or analysis
and interpretation of data; and to (b) drafting the article or revising
it critically for important intellectual content; and on {c) final ap-
proval of the version to be published, Conditions (a), (h) and (¢)
must all be met. Authors may incleds explanation of each author's
contribution separately,

Manuscript and CD : Scripts of articles should be type-writ-
ten, doublespaced on one side of A4 size paper with at least
2.5 em margin at the top and on left hand side of the sheet and
should be submitted in triplicate. Also sending CD/Pen Drive in
Microsoft Word (Window) is a must. Manuscripts nol accepted
for publication will not be returned to the authors. Authors should
keep one copy of their manuscripts for reference. Separate pages
should be used for different sections,

1itle page— The title page should include the tithe of the article
which should be concise but informeative, name(s) of author(s) with
histher {their) academic qualitication(=) and designation(s), and com-
plete postal address including pin code of the instibution(s) to which
the: work should be attributed,

Abstract— The 2nd page should camy an abstract of no more
thar 250 words and should contain the purposes of the study or in-
vestigations, basic procedure, main fndings and their implications
along with Key words.

Text— The text of Originals and Papers should conform to the
conventional division of absiract, introduction, material and method,
observations, discussion and references. Other types of articles
such as Practitioners” Series, Case Motes, Current Topics, GP Fo-
rum, ete, are likely to need other formats.

Srenistical evafuwaiion—Description of the statistical methods
used should either be given in detail in the “material and method™
seetion of the article or supportive reforence may be cited.

Abbwevianions— Standard abbreviations should be used and be
spelt out when first used in the text. Abbreviations should not be
used in the title or abstract,

{initx of measurement— Metric units should be used in scien-
tific contributions. 17 the conventional units or 51 units were actu-
ally followed in measurements that should be given in parentheses,

Dvryge— The generic names of the drugs (and not propri-
etary names) including dose(s), route(s) and period of administra-
tion should be mentioned.

Length of manuscripis— For Originals and Papers,
Practitioners"Series, Prefiminary Report, GP Forum and Current
Topics; Maximum 2000-2200 words, 2-3 fipures, and/or 2-4 tablics,
for Case Motes: Maximum 800 words, 2 figures, 1 table, for Letter
to the Editor: 300-500 words,

'International Commitiee of Medical Journal Editors—Uniform
Requiranents for Manuscrpts Submitted 10 Buoisedical Jowrmals. JA0A
19497, ZTT: 927-34.

Tables— Tables should be simple, self-~explanatory and should
supplement and not duplicate the information given in the text.

Itrserations— Graphs, charts, diagrams or pen drawings must be
drawn b professional hands in Indian ink (black) on white drawing
paper. In case of x-ray, miniature photoprints should be supplicd.
Photographs should be supplied in high quality glossy paper not
bargrer than 203 mmx 254 mm (8" 10"), In case of microphotograph,
stains used and magnification should be mentioned. Exch illus-
tratiom should bear on its back the fgure number and an armow indicat-
ing the top. All illustrations should be black and white and should be
submitted in triplicate with suitable lepends.

References— References should be numbered in the order in
which they are first mentioned in the text. The full list of refer-
enees at the end of the commumnication should be arranged in the
order mentioned below (names and initials of all authors and'or
editors up to ©; if more than 6, list the first & followed by ef af);
Reference from journal :

'Cogo A, Lensing AWA, Koopman MMW, Piovella F, Sivagusa
5. Wells PS, et af —Compression ultrasonography for diagnostic
management of patients with clinically suspected deep vein throme-
bosis: prospective cohort study. S0 1998: 316z 17-20.
Reference from book :

*Handin Rl— Bleeding and thrombosis. In: Wilson JD,
Braunwald E. Isselbacher KJ, Petersdort RG, Martin JB, Fauci AS,
¢t af editors—Harrison’s Principles of Internal Medicine. Vol 1.
12th ed. New York: Mc Graw Hill Inc, 1991: 348.53.

Reference from electronic media :

*National Statistics Online—Trends in suicide by method in
England and Wales, 19792000 www.statistics.gov.uk/'down loads/
theme_health/HSQ 20.pdfi{accessed Jan 24, 2005); 7-18,

Only verified references against the original documents
should be cited. Authors are responsible for the accuracy and com-
pleteness of their references and for cormeet et citation, The num-
ber of reference should be kept limited to 20 in case of major
communications and 10 for short communications.

Dual publication : If material in a submitted article has been
published previouslv or is to appear in part or whole in another
publication. the Editor must be informed.

Forwarding letter : The covering letter accompanving the anticle
should contain the name, complete postal address along with ¢-mail
identity of one author as comespondent and must be signed by all
authors, The cormespondent author should notify change of address,
if any, in time.

Declaration : A declaration should be submitted stating that the
manuseript represents valid work and that neither this manuscript
naor ane with substantially similar comtent under the present authonship
has been published or i being considerad for publication elsewhere
and the authorship of this article will not be contested by any one
whose name {s) is‘are nod listed here, and that the order of authorship
as placed in the manuseript is final and accepted by the co-
authors. Declarations should be signed by all the authors in the order
in which they are mentioned in the original manuscript.

Matters appearing in the Journal are covered by copyright but
no objection will be made to their reproduction provided permis-
sion is obtained from the Editor prior to publication and due ac-
knowledgment of the source is made.

— Hony Editor

Jenirnal af the Indian Medical Assoctation (JIWA).
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