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{APULMONARY TUBERCULOSIS IN BAN
A REVIEW OF 47 Cases

ft M A Faiz, K K Das, A K Khondakar, M Tahir
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Introduction :

Tuberculosis is a R =
disease with varying cﬁnﬁ%m‘;ﬁ
(m- 1980).  Extrapulmonary tuber-
culosis has a broad spectrum of clinical
manifestations that may be referrable to
almost any organ system and should be
considered in the differential diagnosis of any
systemic  disease (Alvarez and McCabe,
of fever of unknown origin (Jacoby, 1973),
Despite the declining incidence of pulmonary
tuberculosis in developed countries, the
frequency of reported cases of extrapulmo-
nary tuberculosis remained relatively cons-
tant (Farer, 1979). This is more true fora
couatry like Bangladesh where there is high
prevalence of tuberculosis. In this retrospec-
tive study evaluation of clinical manifesta-
tions and diagnostic methods in extrapul-
monary tuberculosis is undertaken.
Materials and Methods :

Forty seven patients with extrapul-
monary tuberculosis were reviewed .2
retrospective survey of case records. They
include 24 patients in one medical unit
of Institute of Post-Graduste Medicine
and Research between January, .1988 to
June, 1989 and 23 patients diagnosed
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at medical unit of Cox’s bazar district
hospital between January, 1983 to July, 1987
(diagnosed by M.A.F.). Patients with tuber-
cular pleural effusion alone were excluded.

The diagnosis of extrapulmonary tuber-
culosis was established on the basis of one
or more of the following criteria :

a) Biopsy material demonstrating ca-
seating granulomas ;

b) Positive smear for AFB from
pathological specimen ;

¢) Clinical features compatible with
tuberculosis and a favourable response to
antitubercular therapy ;

d) A miliary pattern on chest roent-
genogram.

Results :

A total of 47 patients (29 male and
18 female) with a median age of 27.4 years
(range 10-60) were identified. The clinical
types of extrapulmonary tuberculosis in
these 47 patients studied are shown in
table 1. Brief clinical presentation in
different types of extrapulmonary tuberculo-
sis is given below.

Tuberculous lymphadenitis :

TB lymphadenopathy was diagnosed
in 13 patients. Patients age ranged
between 13-28 years (mean-21.6). Four
patients were female. Mass or Iympha-
denopathy was presenting symptom in 11
patients. Two patients were presented with
discharging sinus and one patieut developed
lymphadenopathy while investigating for
PUO in hospital. Fever was present in
nine patients. The anatomical distribution
of involved lymph node was cervical alone
(11), both axillary and cervical (1) and

Extrapulmonary Tuberculosis in Bangladesh

Table—I

Clinical types of extrapulmonary tuberculosis

Type of extrapulmonary Number Percentage
tuberculosis

Lymphadenopathy 13 277
Spinal tuberculosis 8 17.0
Intestinal tuberculosis 5 10.6
Meningitis 5 106
Pericarditis/effusion 4 8.5
Miliary tuberculosis 3 6.4
Epididymitis with orchitis 2 43
TB Arthritis (knee, Hip) 2 43
Tuboovarian mass 1 9
Anorectal fistula 1 21
Hepatic granuloma 1 2.1
TB hard palate 1 21
Cold abscess 1 2.1

generalized lymphadenopathy (1). Positive
tuberculin test was found in all the patients.
Right sided pleural effusion and bilateral
pulmonary tuberculosis was found in one
patient each. Caseating granuloma compa-
tible with tuberculosis was found in all the
13 specimens. Stain for AFB was not done
in histological section.

Osseous and articular tuberculosis :

Ten patients were diagnosed as having
osseous or articular tuberculosis. Anatomical
site of involvement included spine (8), hip
(1) and knee (1). Age of the patients ranged
from 10-54 (mean 32.0) years.

Three patients were female. The most
common presenting symptom in patients with
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pmil tuberculosis Was back pain in eight
Tm, ud paraplegia was present in one
e at, Gibbus or spinal deformity was
& "Ztﬂin five patients. Fever, weight loss,
‘ f.ﬁ‘““ was frequent. Tuberculin test was
posi:ﬁ in all ths patients. Radiological
' y;ofthe spine showed disc space narro-
with erosion of vertebral body or
sral compression in all the eight
patients. Lesions were localized between
Ml in six cases and between T6-7 in
cases. One patient had paravertebral
s, Biopsy material from the abscess

caseating granuloma consistent with
ulosis.

B

Intestinal/abdominal tuberculosis :

~ Five cases of intestinal tuberculosis, one
f granulomatous hepatitis and one
 anorectal fistula was diagnosed.
ed from 13-48 (mean 36.1) years.
were female. Salient features
n included fever in six, abdomi-
in two, intestinal obstruction in
megaly in one and anorectal fistula
ent. Ascites was present in one
rculin test was positive in six
hest X-ray showed evidence of

uloma was found in two
have undergone diagnostic

ase. AFB was demonstrated
f discharging sinus and so
g granuloma.
ingitis :

e five cases of tuberculous
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uniform presenting feature 4
res‘ included headache in thre
tatlf)n in three and unconc
patients. Two patients had
n'erve palsy and one patient had co]

right lung in chest X-ray. CSF stud h 3?“
elevated white cell count (20—50/HPIZ)sr°'“ed
protein (80-125mg/dl) and | B
(<45mg/dl) in all the
died in hospital.

nd other featy.
€ Meningea] jrri.
iousness in three
multiple cranja)

d low glucose value
patients. One patient

Pericardial effusion :

Four patients ranging from 22-54 years
of age were identified, Fever, cough and
dyspnoea were presenting features in al|
the patients. Enlarged cardiac silhouette
suggestive of pericardial effusion was pesent
in all the patients, so also echocardiography.
ECG changes of low voltage tracing and
T inversion was present in all the patients.
Tuberculin test was positive in all the
patients. One patient had bilateral pleural
effusion as well.

Miliary tuberculosis :

Fever, anorexia and anaemia were
present in three cases of miliary tubercule-
sis. Positive tuberculin test, raised ESR
and miliary shadow in chest X-ray was -
present in all the cases.

One patient each of tubercular orchitis,
epididymitis and TB hard palate was iden-
tified. The patient with TB hard palate
was presented with dysphagia. Fungating
ulcers involving hard palate, uvula and.
anterior fauces were found. J ugu]odigastric
]ymph nodes were enlarged. Biopsy from
ulcer margin and JG gland showed casea-
ting granuloma.

Basis of diagnosis is shown in table IL.
High ESR (> 20mm st hr, Westergren me-
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Extrapulmonary Tuberculosis in Bangladesh

Table—I1

Basis of diagnosis in extrapulmonary tuberculosis

Clinical Type of Positive X-ray Histology ~ Raised Positive
Tuberculosis Tuberculin (caseating  ESR AFB
Test granuloma)
Lymphadenopathy (13) 13 Chest-normal (11) 13 10 be:
Bilateral PT (1)
Rt. Pleural effusion (1)
Spinal Tuberculosis (8) 8 Spine-collapse/ 1 8 L
destruction (8)
Intestinal TB (5) 4* Chest-Bilateral PT (2) 2 5 =

Ba follow through of SI-
narrow terminal ileum (3)

TB Meningitis (5) 4 Chest-collapse Rt lung (1) — 5 =
Miliary TB (3) 3 Chest-Miliary Pattern (3) — 3 =
Pericardial effusion (4) 4 Chest-cardiomegaly (4) - 5 2y
Positive Echo ECH Finding

TB Arthritis-knee, hip (2) 2 Knee-Osteophyte (1) — 2 e
Epididymoorchitis 2 \ — - 2 oI
TB hard palate (1) 1 — 1 1 -
Anorectal fistula/cold

abscess (2) 2 — 1 2 2

Granulomatous hepatitis (2)

TB Tuboovarian mass (1)

*Tuberculin test was not done in one patient.

thod) was foundin 94 % patients and positive
skin test was demonstrated in 98%, of patie-
nts. Chest X-ray were normal in 34 patients
(72%),three patients had evidence of bilateral
pulmonary tuberculosis, three patients had

evidence of miliary tuberculosis, two patients
had evidence of pleural effusion, one patient
had collapse right lung and four patients
had evidence of pericardial effusion. Iden-
tification of caseating granuloma in patho-
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Five patients of intestinal tuberculosis
were found in this series, Exploratory
laparotomy was necessary to establish the
diagnosis histologically in 23 cases. In
several previous studies (Sherman et al,
1980; Mandal, 1976; Lambrianides, 1980)
39-907% of patients were diagnosed un-
expectedly during abdominal exploration
because of abdominal conditions like bowel
obstruction, perforation, lymphoma and
malignancy. Three patients were diagnosed
by gastrointestinal tract barium X-ray
studies together with high ESR and positive
tuberculin test. Sharp and Goldman (1987)
suggested that in Asian patients with diffi-
cult-to-diagnose abdminal symptoms accom-
panied by malaise, raised ESR and a positive
Mantoux test, a therapeutic trial of anti-
tuberculous therapy should preceede diag-
nostic laparotomy. A single case of anorectal
fistula secondary to tuberculosis was
diagnosed by demonstration of AFB and
caseating granuloma as demonstrated by
Mandal (1976).

Five cases of tubercular meningitis were
found in adult patients in this seri'es.
Primary tuberculosis developing later in life
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may alter the age incidence of meningitis
from its customary occurance in childhood
to more frequent occurance in adults
(Alvarez, 1984). CSF findings in our series
is consistent with increase protein, low sugar
and increase cell count together with
negative routine bacteriological study.

All the three patients of miliary tuber-
culosis had fever, weakness, anorexia, very
high ESR and miliary shadows in X-ray
which is consistent with standard tests
(Hinshaw, 1980).

Tubercular pericardial effusion (four
cases) was diagnosed on the basis of clinical
features, raised ESR, tuberculin test end
response to antitubercular therapy. None
of the patients had concommitent pulmonary
infiltration. Similar results were noted by
Alvarez et al (1984). Rooney et al (1970)
reported associated pleural effusion in 7197
of their patients, whereas only one of our
patient had associated exudative pleural
effusion. Pleural effusion when found is
an important source of diagnostic material.

One case of oral manifestation of
tuberculosis was found in this series. A
fungating ulcer involving soft palate, uvula
and anterior fauces was found in a young
female patient. Biopsy from the lesion
showed granulomatous changes consistent
with tuberculosis. After antitubercular
therapy posterior nare was occluded which
was relieved by surgery. Similar case reports
are described by Lathan (1971) and Bookes
et al (1982). Hepatic granuloma of tuber-
cular origin was found in one patient only.
Karn et al (1959) demonstrated granuloma
qf_"vm-ious types in liver biopsy specimen

lnS‘U% of extrapulmonary tuberculosis in
Mstudy However, liver biopsy was not
v y performed in our patients.

Extrapulmonary Tuberculosis in Banglyg
Adesh

The reviewed cases of e
tuberculosis persented in this
reflect the prevalence of th
indicate the diversity of clinic
and the diagnostic problem
encountered even in a country Jike Bang]
desh where tuberculosis is ]| comm“.
Clinica! diagnosis combined with slrono?'
positive tuberculin test, high ESR a:l'
favourable response to antitubercular therapy
will remain an important diagnostic tonl if
other more accurate methods are not
available. Thus early diagnosis will prevent
fatal mortality and morbidity from this
dreadful but curable disease.

th’apu]mol.lary
Paper do o
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FREQUENCY OF TOXOPLASMOSIS IN
LYMPHADENOPATHY OF UNKNOWN ORIGIN

A SM M Hasan, T A Nasir, K M N Islam

Key words :
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Summary :

Frequency of toxoplasmosis among the
surgically resected Iymph nodes was the subject
matter of this study. Two hundred and forty
four randomly collected biopsy samples of lymph
nodes were studied. Of these 84 cases were
histologically diagnosed as chronic non specific
Iymphadenitis and six as toxoplasmosis. The
remaining cases were either of tuberculous
nature or lymphoma/metastatic tumours. The
frequency of toxoplasmosis within 90 mentioned
cases was 6.67%. The prevalence of toxo-
plasma infection on the basis of serology
was 70.24% in 90 cases and about 48% in
age matched healthy controls. It is con-
cluded that acquired toxoplasmosis is not an
unconmon cause of Ilymphadenopathy in
this country.

Introduction :
The term Toxoplasmosis refers to a

disease caused by an ob'igate intracellular
protozoa Toxoplasma gondii. Toxoplasmosis

1. A S M Mahmud Hasan, MBBS, M. Phil
Deputed to IPGMR (Department of Pathology)

2. Tareak Al Nasir, MBBS, M. Phil
Assistant Professor of Pathology, IPGMR

3, KM Nazul Islem, MBBS, M, Phil, FCPS
Professor of Pathology. IPGMR, Dhaka.

was first identified in human in 1923 j,
Prague. It is a zoonosis. The cat is the
definitive host and all mammals and birdg
may become infected. There is a great
deal of geographical variation in the pre-
valence of human infection with T. gondi
(Wallace, 1976). Toxoplasmosis is a cosmo-
politan and common infection affecting
nearly a third of human race (Joklik et al
1984). Toxoplasmosis could be congenita;
or acquired (Williams, 1983 ; Fleck, 1985).
The natural mechanism of infection is by
ingestion of cysts or oocysts in case of
acquired toxoplasmosis. Infection may also
be acquired through blood transfusion,
leukocyte transfusion, organ tranplantation
and laboratory accidents. Transmission from
mother to foetus causes congenital toxo-
plasmosis. The disease is prevalent in
warm and humid climate (Remington et al,
1960).

Toxoplasmosis is believed to constitute
about 5-8% of all lymphadenopathy of
unknown origin (Jones et al, 1965). It is
recognised that toxoplasma infection is
responsible for 5-15%; of the lymphadeno-
pathies seen in young adults (Krick and
Remington, 1978). Toxoplasmosis is com-
monly encountered as cervical lympha-
denopathy often involving nodes of the
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and Methods :

cally removed lymph node samples
ollected. All lymph node specimens
ined grossly and then sections
for paraffin embedding for his-
ogical examination. A total of 244
es were collected and examined
ogical diagnosis. With Haemato-
d Eosin (H & E) stain, 146 were
cither as tuberculosis, metastatic
lymphoma or normal. The
98 were provisionally diagnosed
nonspecific lymphadenitis or
s. Out of 98, available 90
quently studied for sero-
morphological evidence of

Blood samples (3-5ml) were collected
from available patients (n=90). Sera were
collected from these samples of blood for
subsequent serological test for Toxoplasma
antibody. Latex agglutination test (Toxo-
cell latex, Biokit, Spain) both qualitative
and semiquantitative were

employed to
detect Toxoplasma antibody. Blood was
also collected from normal healthy age

matched control volunteers (n=63) for
serological test for toxoplasmosis. Histo-
logical diagnosis of toxoplasmosis was made
when the lymph node revealed minor
disorganization of normal architecture with
focal non-tubercular collection of epithel-
lioid cells. Often these collections were
also seen within the lymphoid follicles
(Dorfan and Remington, 1973; Rosai, 1981).

A thorough relevant history was taken
and clinical examinations were done on
these 90 patients diagnosed as chronic non
specifiic lymphadenitis or toxoplasmosis.
Giemsa and Periodic acid-Schiff (PAS)
stains of the lymph node sections  were
done in these cases to detect the organism
(T. gondii).

Repeat biopsy of lymph node was done
from two patients histologically diagnosed
as toxoplasmosis for animal inoculation.

Results and Observations :

Out of available 90 cases, 84 (53.33%)
were chronic nonspecific lymphadenitis and
six (6.677) were diagnosed as toxo plas-
mosis. All of the patients with toxoplas-
mosis were males and within the age range
of 19 to 30 years. Clinical manifestation
of six cases of acquired glandular toxo-
plasmosis are given in Table L

Duration of lymphadenopathy ranged
from 6-10 weeks. All of the six (100%)
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Frequency of Toxoplasmosis in Lymphadeuopathy

Table—I

Clinical manifestations of six cases of
toxoplasmic Iymphadenitis.

Clinical findings No. of  Percentage
cases (%)
Fever 4 66.66%
Malaise 4 66.66 %
Weakness 4 66.66 %
Myalgia 2 33.33%
Sorethroat 2 33.33%
Headache 1 16.66%
Weight loss 1 16.66%,
Splenomegaly 1 16.66%
Hepatomegaly 1 16.66%

hadenitis. In contrast, out of 63 healthy 5
matched volunteers 30 (47.62%) were Se,ie
positive. The difference between patien.
and control was statistically signif t
(P <0.01). il
All the six (100%) patients with acquired
glandular toxopiasmosis showed stropg
positive serological test results. The resug[z}s'
of latex agglutination test titer of six patjen
with toxoplasmosis are shown in Table || :

Table—II

Results of the titer of latex agglutination
test in six patients with toxoplasmosis,

Case No Titer

cases had posterior cervical lymphadeno-
pathy. In addition, two (33.33%) cases
had anterior cervical and axillary, two
(33.33) axillary and supraclavicular and one
(16.66%) axillary and anterior cervical and
inguinal lymphadenopathies. Most of the
patients (83.33%) had generalised lympha-
denopathy. Out of six, four (66.66) cases
had rubbery and two (33.33%) cases had
firm enlarged lymph nodes. All of the six
(100%) cases had mobile discrete enlarged
Jymph nodes. Four cases had tender and
remaining two cases non tender enlarged
lymph nodes. All of the patients of this
group of toxoplasmosis gave the history of
close contact with cats for several years.

Results of serological tests :

Fifty nine (70 24) cases were seropositive
and 25 (29.76%) cases were seronegative
out of 84 cases of chronic nonspecific lymp-

10
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-~ &

5 64
; 64
k532

A W AW N -

Histopathological findings of six cases of
toxoplasmosis :

The histopathological appearance of
the lymph nodes in the present study was
characterised by subacute to chronic lympha-
denitis with well marked periadenities. In
most of the cases, the nodal architecture
was distorted by hyperplasia of Jymphoid
follicles and diffuse proliferation of epithe-
lioid histiocytes. Many of the follicles were
large and irregular in outline with active
germinal centres. The germinal centres
showed a large number of immunoblasts
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cation. And it was the most distinctive
tological feature observed in this series
‘glandular toxoplasmosis, Sinus histio-
sis was observed in most cases. Mild
moderate numbers of immunoblasts and
asma cells were seen throughout the pulp

e node specially in the medullary cords.
sed number of vessels (post- capillary
les) lined by high endothelium were

ode was diffusely infiltrated with
ocytes (Fig 1).

Even with meticulous microscopic obser-
s none of the sections stained with
and PAS were found to show any
m. Results of animal inoculation were

ommon clinical condition. In
ances the aetiological diagnosis
~established cven after repeated
Some of these undiagnosed
e of toxoplasmic origin.

Fig—1. Sections of a lymph node from a
patient with acquired glandular toxoplasmosis.
1t shows reactive follicles with large germinal
centres, sinus histiocytosis and  mottled
appearance due to clustres of epithelioid
histiocytes.

The frequercy of toxoplasmosis in the
present study was six (6.67%). Joneset al
(1965) reported a similar (5-8%) frequency.
All the patients were of the age group
19-30 years. These findings well agree with
those of Krick and Remington (1978) and
Argyle et al (1983). Argyle et al (1983)
reported that when encountered by the
physicians, the patient of toxoplasmosis is
typically a young adult. All of the six
patients were males. Remington et al (1960)
reported that there is little or no difference
in prevalence between the sexes in the
United States. The possible explanation of
the present finding of male preponderance
may be due to the fact thatin our country
due to socioeconomic reasons females seek
medical help relatively less frequently.
Fever, malaise and weakness were the
commonest symptoms. These were followed
by myalgia and sore throat. All the six

11
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Frequency of Toxoplasmosis in Lymphadenopathy

cases of toxoplasmosis had posterior cervical
lymphadenopathy. Gray et al (1972) also
reported that the posterior cervical lymph
nodes were most frequently and charac-
teristically involved.

Due to lack of adequate awareness and
variable clinical manifestations of acquired
toxoplasmosis it is quite possible on the
part of the physicians to miss the diagnosis.

A significant difference in seropositivity
( both qualititive and semiquantitative )
between patients of chronic nonspecific lym-
phadenitis and age matched healthy volun-
teers clearly indicate that some of this
reactive lymphadenopathy may be of toxo-
plasmic origin. There must be a casual
relationship between toxoplasmosis and the
reactive lymphadenopathy observed in this

study.

Gray et al (1972) reported that a chara-
cteristic pattern of sinus histiocytosis was
seen in 17 out of 18 posterior cervical lymph-
nodss and in only one of four nodes from
other sites from patients with toxoplas-
mosis. So some of the cases of acquired
glandular toxoplasmosis may be misdiag-
nosed as nonspecific reactive change if the
biopsy is obtained from extracervical site.
So whenever a diagnosis of toxoplasmosis
is suspected clinically, posterior triangle (if
involved) of the neck is the most desired
site for lymph node biopsy.

The prevalence of szropositivity among
the age matched healthy volunteers was
47.62%. It is relatively a high prevaience
of past toxoplasma infection. Consump-
“tion of well-cooked meat is the usual prac-
tice in this country. So, probably cat is the

~ principle source of infection. Obvious fac-
~ tors which contribute to this prevalence

1] 1‘21

rate includes : i) A large domestic cat
pcfpulation that largely depends op rats
mice and birds (intermediate host 0;-
T: gondii) for food ; ii) Warm humiq
climates with heavy rainfall and den

shade producing foliage (all of which he;e
to preserve the oocysts); iii) Life st ]p
and hygienic condition of th i y.e
country which is ot

_ such that the people are
easily exposed to oocysts of T. gondii.
Bangladesh is'a tropical country and in
froplc.al countries, prevalence of toxoplasma
infection is high (Wallace, 1976 ; Reming-
ton et al, 1960 ; Feldman and Miller, 1956,
Darrell et al. 1964 ; Wallace, 1969 ; Stagno
and Thierman, 1973).

There is no unanimity of opinion on
the question of whether the histological
picture is at all diagnostic of toxoplasmosis
(Stansfeld, 1961). Some authors have re-
ported that the lymph node changes are
nonspecific or inconstant (Gard et al, 1951 ;
Alexander and Callister, 1955). Out of six,
five cases of toxoplasmosis of the present
study were diagnosed histologically without
the prior knowledge of detailed clinical
history and serological findings. Sub-
sequently, serological and clinical findings
strongly supported the diagnosis of acute
acquired toxoplasmosis. Only one case
was histologically confused with lymphoma.
Serological finding clinched the diagnosis
as toxoplasmosis. It is clear, therefore, that
the histological findings of acute acquired
glandular toxoplasmosis are highly sugges-
tive though not conclusive. At the same
time, a high index of suspicion in the
presence of appropriate clinical setting has
to be entertrained to diagnose t°X°p’,as'
mosis. Many authors support this VIeW
(Dorfan and Remington, 1973 ; Gray et al



Journa] of BCPS—vo1. v No. 2

A S M M Hasan et. al.

1972 ; Stansfeld. 1961 ;

Stanton and Pink-
arton, 1953 ; Putschar,

1973).
It can therefore,
acquired toxoplasmos;j
‘common cause of Jym
in young adults,
-rental diagnosis of
ally of cervical origi

be concluded that
S is not an un-
Phadenopathy specially
Itis an important diffe-
lymphadenopathy speci-
0. Conceivably cats are
the principal source in the transmission in

this country. Acquired toxoplasmosis
demands informed awareness of its existence
in this country among Pathologists, physi-
cians and general people.
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JUVENILE ANGIOFIBROMA-REVIEW OF 82 CASES

M N Amin, N Bhattacharjee

‘Key Words :
Angiofibroma, Nasopharyngeal fibroma,
Nasopharyngeal angiof;

broma, Vascular tum-
~our of nose, nasopharyny.,

ESummary s

Juvenile angifibromg i not an uncom-

.mon clinical entity, 4y utmost care must
":be taken in examining a patient having recur-
‘rent epistaxis with a mass iy the nose or
nasopharynx. Casual attempt at removal of
such a mass must be totally avoided. Doctors
should have a comprehensive knowledge of
this disease as this may end in fatality. The
;\anger of this disease is seyere bleeding

t which may occur due to injury during exami-
nation, attempt at biopsy without adequate
precaution and incomplete removal. The
most widely accepted method of treatment
s surgery but it should be undertaken by an
iperienced surgeon in well-equiped centres

with facilities for adequate blood transfu-
sion and postoperative care.

~ For diagnosis one should rely more
clinical findings and simple investigations
able rather  than waiting for sophis-
ed investigations which may not be
le, may be risky and costly as well.

ntroduction :

- Juvenile angiofibroma, an essentially
benign non-infiltrating tumour of high vas-

N Amin, Professor of ENTD, IPGMR, Dhaka.
ilkanta Bhattacharjee, Assistant Professor of
ENTD, IPGMR, Dhaka.

cularity (Holman and Miller, 1965) oceuring
in the nasopharynx and

posterior aspect
of nasal cavity,

typically seen amongst the
adolescent males, is not uncommon in this

country too. It behaves like 2 locally
malignant tumour because of its tendency
to erode surrounding vital structures and

tendency to reccur if not completely removed
(Wilson et al, 1972).

The main presenting symptoms are
nose bleeding, nasal obstruction, bulging
in and around the face and/or eyes and
occasionally dysphagia and earache and
deafness.  Besides these, nasal speech,
headache, anosmia, Pansinusitis, even blind-
ness and death due to enlargement into the

cranial cavity were reported (Wilson et at,
1972).

The major findings are smooth and
pinkish grey to bright red lobulated tumour
in the nasopharynx and/or nasal cavity
usually non ulcerated unless traumatised.
Occasionally the tumour is seen hanging in
the oropharynx.

Materials and Methods :

Altogether 82 cases who were admitted
in Chittagong Medical College Hospital,
Dhaka Medical College Hospital and P.G.
Hospital during the period from 1968-88
were studied. All were males, age between
seven and 32 years coming from middle
and poor socioeconomic class.
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Diagnosis was made mainly on the
basis of clinical features and radiological
examination of nasopharynx and paranasal
sinuses. Carotid angiography was done in
three cases. Preoperative histopathological
examination from nasal mass was done in
five cases and in seventy two cases histo-
pathological confirmation was done posto-
peratively (Fig. 1, 2, 3).

Fig —2. Carotid angiography showing in-
creased vascularity in the region of the mass
in the nasopharyux.

Fig—1. X-ray Nasopharynx showing a
homogeneous soft tissue shadow in the naso-

’ .
Lasiie he

R
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Fig.—3. Photomicrograph showing many
vascular spaces of varying shape and size
amidst fibrous tissue stroma (H. E. stain.
Maginfication I10X).
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Tomogram, C.A.T. scan and hormone
- assay were not

done as these were not
available uptj) recently and are relatively
costly.  Hormope assay was found not to
* be of much help (Hunter et al, 1963).
- Besides, geperg) ENT
physical €Xamination, and Jabo
cosisting of detailed routine

of blood, urinalysis ang x.
also done,

examination,
ratory studies
examination,
ray of chest were

g.—4 Photograph showing tumour exten-
ion into the right cheek and right arbit,

minance in the seond decade (73% )

-1).

2 out of 78 cases operated, the
ur .Q) )g_.inated from the roof of the
opharynx and posterior margin of
In the remaining 36 (46%), the

site of origin was the lateral wall of (he
nose with predominance of |

eft lateral wail
(Table 11).

Table—J

Age wise distribution of Patients

"Age No. of patients L4
Below 10 years vi n2 2
11 — 20 years 60 73
21 — 30 years 17 21
31 — 40 years 3

e

Table—|1

Site of origin of tumours (n— 78)

No. of patients %

Nasopharyngeal roof and

Post erior margin of choana 42 54
Lateral wall of nose 36 46
Right—I5
Left —21

Tumour extension :

Out of 82 cases, seven showed exten-
sion into the cheek, temporal region and
orbit (fig. 1). Besides these, extension was
found preoperatively into the sphenopalatine
fossa. Most of the extranasal and extran-
asopharyngeal extensions were found in the
cases where the site of origin was the
lateral wall of the nose. In three cases
tumour mass was seen hanging from naso-

17
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pharynx into the oropharynx causing dys-
phagia. Innone of the cases intracranial
extension was found.

Treatment

Five out of 82 cases were given radio
therapy as a method of primary treatment
but the tumour regression was not upto the
expectation. One of the cases was given
preoperative radiotherapy to reduce the vas-
cularity.Of these six cases four patients did
not turn up for follow up after two to three
months. So their fate is not known. Other
two were operated and were surviving with-
out recurrence till their last visit. In the
remaining 76 cases surgery alone was done
in 74 (90%) cases and in ‘the other two
surgery along with preoperative radiotherapy
was the treatment chosen (Table—III).

approach only was used in 67 (86%) as
the tumour was mainly located in the
nasopharynx and nose. In four cases sub-
labial approach in addition to transpalatal
one was used for complete removal of
the tumour extension from the cheek, In
one case additional transantral approach
was needed to remove the tumour exten-
sion from the orbit and ethmoid region.
In two cases an extra incision over the
temporal region was used in addition to
tl:anspalatal rcute to remove temporal exten-
sion and limited lateral rhinotomy was
the approach of choice in four cases where
the tumour was confined to the nasal
cavity with extension to the sphenopalatine
fossa (Table-1V).

Table—1V
Nature of Sugical approach (n=78)

Table—1II
- Nature of treatment given to the patients(n=78)
No. of %
patients
Surgery alone 74 90
Surgery-+Preoperative
Redolemny;: o i e 2. 2
Surgery-Postoperative
Radiotherapy . 2 2
Radiotherapy only 4 S

No. of %

patients
Transpalatal only 67 86
Transpalatal+Sublabial 4 5
Transpalatal+Transantral 1 1
Transpalatal+Temporal 2 3
4 5

Lateral Rhinotomy

In two cases postoperative radiotherapy
was given as there was some doubt of
complete removal of the tumour. '
" Surgical approach : Of the 78 cases under-
- going surgical intervention: transpalantal

18

~ the cases operated. The
~ from 700-2100 ml.

 In four cases external carotid Jigation
was done prior to the operative procedure
without much benefit in respect of primary
haemorrhage. e ;

Blood transfusion was required in all

quantity ranged



.
+ Journa) 0fBCPS~Vol. VIl No, 2

T8 cavity produced
by the tumour Temoval. The patients were

- given treatment of douching and removal

- of crusts,
L
G Table—y
5] Complications of treatment
i
& No.of %
't:. patients
n
b i) Palatal perforation 4 5
; (irradiated-2)
(non-irradizted-2)

Ciusting with or without 32 4}
~ atrophic changes in the
“ nasal cavity.

- Postoperative haemorrhage 7 9
g Reactionary-2
- Secondary-5
Nasal voice
- Recurrence 7
‘Unsightly facial scar 1 1
th : P-reoperative-l 4 5

and secondary was recorded in
es (9%) but none ended in fata-

g was controlled by packing.

- complications recorded were
rforation in four cases out of

M N Amin et al,

eoperatively,
automatically
I two needed
Five patients had nasal
of which recovered sufficiently
subsequently, Tpe cause of nasal vyojce was
Possibly due to bigger nasopharyngeal and
nasal space and fibrosis of the soft palate
causing restricted movement, Unsightly
facial scar Was seen in one case ip whom
latera] rhinotomy was done,

which two were irradiated pr
In two cases the gap closed
in course of time and. the othe
secondary repair.
Vvoice all

Seven patients reported with recurrence
needing second time surgical intervention,
The reason for recurrence might be incom-

plete removal. None of them reported after
second operation,

Four patients died—ope during opera-
tion and the other three during immedijate
postoperative period. Peroperative death
was due to the exposure of the brain stem
and injury during operative procedure,
The rest three deaths occured in the post-
operative room possibly due to respira-
tory obstruction caused by fall back of
tongue and pushing of the soft palate by
large pack. Premature removal of airway
device might have also contributed to it.
Definite cause of death could not be
ascertained as postmortem examination was
not done.

Though 42 patients reported for
follow up within three years ; majority of
them also were lost after two to three visits
possibly because they were symptom free
or due to economic condition and poor
communication. Thirty five of'them vs:e.re
seen free of recurrence till their last visit.

Seven patients presented with recurrence

within the three years of follow up requir-

. ing subsequent surgery. The follow up of

19
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these seven patients was not possible after
they were discharged from the hospital as
they did not report for the purpose
(Table-VI).

Table—VI
Follow up findings (n=78)

No. of %
patients

Reported within three years of 42 51
operation
No recurrence 34 43

Recurrence in the nose, naso-
pharaynx and extranasal extension 7 8
(requiring subsequent operation)

Palatal perforation- 4 5
irradiated-2 non-irradiated-2

Discussion :

The 82 cases of this series are all male
though incidence in females were reported
(Holman and Miller, 1965). The age ranges
from seven to 37 years with peak incidence
in the second decade (73%). Contrary to the
earlier belief that this tumour regresses
when the patient approaches his mid
twenties (Wilson et al, 1972) the present
series shows that the tumour is active and
progressive in some cases even after 30
years of age. The findings conforms with
those of Neel et al, (1973).

In arriving at a diagnosis the common
methods such as clinical findings and plain
X-ray of nasopharynx and paranasal sinu-
ses were depended upon mainly, since
these are by far the most reliable and

20

relatively safe methods of investigation,
According to Holman and Miller. (1965)
the characteristic findings of angiofibromas
are the anterior bowing of the posterior
wall of the maxillary sinus, enlargement
of the surperior orbital fissure and bone
erosion of the adjacent structures. Unilateral
external carotid angiography was done in
three cases where the abundance of vas-
cularity and rapid intake of dye indicated
the vascular nature of the tumour though
it did hot indicate the total vascularity as
the tumour may get blood supply from
other carotid artery and system. Although
angiography is a quite useful means in
detecting the residual tumour and deter-
mining the extent of the tumour yet they
are not without risk, as there are reports of
death, permanent transverse myelitis and
transient hemiplegia (Neel et al, 1973). The
roentgenographic features are so charac-
tesistic that only in unusval circumstances
would angiography be necessary (Holman
and Miller, 1965). We are in full agreement
with Neel et al (1973) that if after physical
examination and roentgenographic studies
doubt remains about the diagnosis, the
patient be examined under general anaes-
thesia and biopsy should be done if there
is still doubt before the definitive surgery
(Neel et al, 1973) keeping in mind the risk
of haemorrhage in doing the biopsy.
Contrary to the statement (Hazarika
et al, 1985) that the angiofiborma  arises
exclusively from the nasopharynx, Wwe found
36 (46%) out of 78 tumours arising from
the lateral wall of the nose and not from
the nasopharynx and surprisingly most of
the extranasal and extranasopharynseal 2.5
tensions were found in the extranasopharyn-
geal group. In three cases the tumour
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was seen hanging jneq

the z
they arose from the na oropharynx while

sopharynx,
Extranasopharyngea) origin of the tu-

mour Were also described earier (Holman
and Miller, 1965 ; wijson o al. 1972 ;

Neel et al, 1973). Seyen out of 82 cases
showed external signg of extension into
the cheek, temporal region and orbit but
none had intracrania] extensions. The
patient who died during operation was
found to have brainstem exposed by bone
destruction either due to origin of the
tumour from the periosteum overlying the
bones arising from the embryonal plate

ordue to tumour extension (Wilson et al,
1972).

Treatment  of angiofibroma passed
through a lot of trials and errors. Ulti-
mately surgery proved to be the best method
reatment. Radiotherapy (Wilson et al,
72) and hormone therapy (Wilson et al,
72 ; Chatterjee et al, 1985) are being used
as primary choice of treatment and adjunct
‘therapy claiming variable success in some
res. The present series shows that
otherapy as a primary method is not
ective in the total regression of the
tumour. Hormones were not tried in any
1e cases.

~ Vast majority of cases in this series
d surgical treatment (78 out of 82).
nty four of them had surgery alone
two were given preoperative radio-
and two got postoperative radio-

Only four cases were given
erapy alone. The eight patients who
iotherapy as primary treatment did
ow satisfactory tumour regression.
contrary the two patients who
nt surgery subsequent to radio-

therapy developed palatal gap requiring
secondary repair. Though eight different
appoaches were described and practised to
expose the nasopharynx (Neel et al, 1973).
nose and different places of extension of
the angiofibroma yet many could not stand
the test of time like others. Different

surgeons favoured different approaches and
advocated their ones to be the best.

The choice of a particular approach
by a surgeon depends on his familiarity,
his experience, tumour extension and satis-
factory tumour removal which is the ulti-
mate aim of surgery. In the present series
transpalatal route was chosen in majority
of the cases. The extension into the
sphenopalatine fossa could be removed in
majority of the cases transpalatally though
doubt has been expressed by some about
the adequacy of this route for removal of
extension and large sized tumour by this
approach. The approach was found to be
adequate in getting to the tumour and
removing it along with the extension into
the sphenopalatine region. The tumour
could be removed quickly, minimising
blood loss and tissue injury and also avoi-
ding any external scar, though this findings
appear to be contray to Cocke (1964 )
who believes that this approach would
be impractical for any tumour larger than
5 cm.

Limited lateral rhinotomy was used in
four cases where the tumour was essentially
intranasal with or without extension. The
approach was quite adequate but it took
longer time to go round the tumour and
to remove it causing more blood loss :cmd
tissue injury. Unfortunately one patient
later developed unsightly facial scar too.

21
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Blood replacement in the surgery of
angiofibroma is the commonest requirement
but the quantity varies from patient to
patient and centre to centre also. All of our
patients needed blood transfusion ranging
from 700-2100 ml and majority of them
required 1000-1400 ml whereas some of the
cases reviewed by Neel et al (1973) needed
much higher of quantity blood replacemcent
in some. We had to restrict blood trans-
fusion to a minimum while ensaring pati-
ents safety due to less availability and cost
of blood. Quick removal of the tumour
helps much in minimising the blood loss and
hence minimising the need of transfusion.

Complications are the known bazards
of surgery. We did not find exception to
this. Majority of the complications in this
series were minor in nature and some
patients became symptom free within few
weeks and others accepted the complication.
The preoperative death can only be avoided
if one is aware of exposure of the brain-
stem by the tumour. The postoperative
deaths were unexpected and can be avoided
by better postoperative care with the help
of specially trained nurses.
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FINE NEEDLE ASPIRATION CYTOLOGY OF PALPABLE
LUMPS : ITS CORRELATION WITH CLINICAL DIAGNOSIS

A K M Rafique Uddin, M A J Chowdhury, M A Quasem

Key words :

Fine needle aspiration cytology (FNAC),
Palpable lump, clinical correlation,

Summary :

Sixty one patients, 43 male and 18
| female of various age ranging from seven to
70 years with palpable lump at different
| sites were studied by Fine needle aspiration
F-cytology (ENAC). The clinical diagnoses
~ were correlated with FNAC diagnosis. Thirty
'-i‘dlree out of 38 cases of lymph node, FNAC
:‘-dl‘agnases were  consistent with clinical
’Eéiiagnosis (86%)- Inall six cases of breast

lump, clinical diagnoses were consistent with
; ;_:ytological diagnoses. QOut of 12 cases of
skin and subcutancous nodule, the clinical
 disagnoses were consistent with FNAC in
‘nine cases (75%). In 17 cases histopatho-
logical study were done and correlated with
clinical and FNAC diagnosis. In three cases
6.5%) the clinical, FNAC and histopatho-
cal diagnoses were consistent.
FNAC was found to be a safe, simple
reliable as well as a cost effective

A K M Rafique Uddin. FCPS,
Assoc. Professor of Medicine
Abdul Jalil Chowdhury, FCPS,
t. Professor of Medicine

Abul Quasem, M Phil (Path),
Asst Professecr of Pathology.

diagnostic procedure which can be used as
screening test in routine clinical pracrice
prior to doing a biopsy.

Introduction :

Palpable lump often creates a diagnostic
problem for the clinician. Various indirect
method of investgations like radiology,
laboratory chemistry, ultrasonography and
scanning are used for the diagnosis of
lump but none of these give any definitive
clue to the nature of the lump. The con-
ventional method of arrivingat a definite
diagnosis of such lump in our country still
rests on exicisional or incisional biopsy
and its histopathological examination.
Though this gives the direct diagnosis in
most of the cases, itrequires preoperative
preparation, anaesthesia, and sometimes
hospitalisation. Further, it is time consu-
ming and involves more costs. Considering
the difficulties, a simple but reliable diag-
nostic technique is felt essential. In this
respect fine needle aspiration cytology
(FNAC) merits attention.

FNAC is a relatively new but well
established technique for the diagnosis of
tumour (Lever et al, 1985). It is simple,
safe, time saving and cost effective requiring
no local anaesthesia even. Itis being rou-
tinely practised in various centres of Europe
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and America (Godwin, 1956, Zajicek, 1965)
But in our country the value of this single
diagnostic technique remains unexplored
except in some sporadic studies (Ahmed,
1981; Quasem, 1986).

The purpose of this study is to evaluate
the FNAC n the clinical diagnosis of
various palpable lumps.

Materials and Methods :

Sixty one cases of palpable lump
encountered in consultation of the authors
and in a medical unit of Rajshahi Medical
College Hospital during the period of
August, 1988 to May, 1989 were included
in the study. The patients of all ages and
sex were included. In each case a thorough
clinical examination was done with a view
to arrive at a clinical diagnosis. Then all
the patients were submitted to FNAC
without prior clinical information.

~ Aspiration technique was followed
according to Esposti et al (1968). Smears
were stained according to Papanicolaou
method (cited by Durfee, 1968). Finally the
clinical diagnoses Wwere compared with the
ENAC diagnosis. Some selected cases were
subjected to histopathological examination.

Results :

Sixty one patients, 43 male and 18
female of various ages ranging from seven
to 70 years with palpable lump at different
sites were studied by FNAC. Table I
shows the different sites from which aspira-
tions were done. The most common sites
were lymph node followed by skin and sub-
cutaneou nodule.

Table II shows the correlation of clinical
and cytological diagnosis of 38 cases of
palpable lymph nodes. The clinical diag-

24

Table—I

Distribution of sites of aspiration.

Sites of aspiration No. of cases -
a) Lymph node 38

b) Breast 6

¢) Thyroid

d) Liver 2

e) Skin & soft tissue nodule 12

f) Testes (epididymis) 1

g) Abdominal lump 1
Total 61

noses were consistent with FNAC diagnoses
in 33 cases (86%). Of the 14 cases of
clinically diagnosed tubercular lymphadenitis,
one was suggested as a case of Hodgkin’s
disease by FNAC and advised histopatho-
logy for confirmation. But as the patient
responded to antibiotic, he is being
followed up. Of the 10 cases of clinically
diagnosed metastatic deposit, one was
subsequently diagnosed as lymphoma by
FNAC and ultimately proved to be poorly
differentiated lymphocytic lymphoma (PD-
LL) by histopathology. One of the 10 cases
of clinical lymphoma could not be diagnosed
by FNAC due to unsatisfactory smear ; but
ultimately proved to be a case of PDLL by
histopathology. Two cases out of four
clinically diagnosed nonspecific lymphade-
pitis was diagnosed as tubercular lympha-
denitis by FNAC, which was also subse-
quently suggested to be tubercular by highly
positive tuberculin test and the patient
responded well to antitubercular drugs.
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Table—II
Correlation of clinical and cytological diagnosis of 38 cases of lymphnode.
. e . 5 ——
Clinical diagnosis N, Cytological diagnosis
of pts. TBL Lymp Metas NSLA inconclusive  Cons Incons
—_\
TB Lymphadenitis 14 3 1 — — = 13 1
Metastatic 10 ) 1 9 = = 9 1
Lymphoma () 9 — — 1 9 1
NSLA 4 2 —_ —_ 2 — 2 2
Total 38 15 11 9 2 1 33 5

’ TB L : Tubercular Lymphadenitis,
~Nonspecific lymphadenitis,
inconsistent with the clinical diagnosis).

- Table III shows the correlation of
clinical and cytological diagnosis of six cases
f breast lump, Of the three cases of
clinical firoadenoma, one case was diag-
ed as fibrocystic disase by FNAC.
ngst the three cases of clinical carci-
a of breast, all were diagnosed as duct
carcinoma by FNAC and were proved

Lymp : Lymphoma, Metas : Metastatic, NSLA -
cons : consistent,

incons : inconsistent. (consistent or

Table 1V shows correlation of clinical
and cytological diagnosis of 12 cases of skin
and soft tissue nodules. In this group
almost all FNAC diagnoses were consistent
with clinical diagnoses except three. Out
of five clinical metastatic deposits, one
was diagnosed as lymphoma by FNAC and
Wwas subsequently proved as PDLL by his-
topathology. Another one with clinical

Table—I11

i .
- Correlation of clinical and cytological diagnosis in six cases of breast lump.

diagnosis No. of cases cytological diagn.  Consistent Inconsistent
Benign Malignant
3 — 3 —
= 3 —
6 3 3 6
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Table—1V
Correlation of clinical and cytological diagn. of 12 skin and soft tissue nodule

Clinical diagnosis  No. Cytological diagnosis Consistent Inconsisteny
of cases granulo lymp metas NSLA other

I N T 1 - 2 ol 87
Lymphomatous deposit 1~ — 1 — — = 1 —
Metastatic deposit 5 — 1 3 — 1 (xan) 3 2
Benign growth 1 - — — — 1(lipo) 1
Primary carcinoma Prrreividsy —_ - - 1 (sq.cca) 1 e
(sq.c.ca) =
Total R, 9 o

granulomatous, lymp: lymphoma, metas: metastatic, NSLA: nonspecific
lis sq. c. ca: squamous cell carcinoma, xan : xanthoma, lipo : lipoma.

vageit: L
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Table—V

Correlation of clinical and cytological diagnosis of five cases of palpable lump other
than Iymph node, breast, skin and soft tissue nodule.

Sites of aspiration

Clinical diagnosis Cytological diagnosis Consistent Inconsistent
benign malignant

Thyroid nodule cold nodule (1) - - 1
Liver Caliver (2 - 2 2 1
Abdominal lump No diagn. (1) 1 — ? ?
Testicular swelling chr. epididy-{1) 1 — 1 —
(epididymis) mitis

£y Table—VI

-r‘ Clinical| FNAC|Histopathological diagnosis in 17 cases

| &

Ehian diagnosis Cytological diagnosis Histopathological diagnosis

TBL MC NHL HD Pr. ca other TBL MC NHL HD Pr. ca oﬂg-'\
B itadeciiy @) 2 = = — — — 3 _

@—"2""2 = - w2 -~ - =8
PRI N G S R R
carcinoma (1) — — — — 1 N SR — -

Rt e e T = - O —

L : Tubercular lymphadenitis, NC : Metastatic carcinoma, NHL : NoaHodgkin's
phoma, HD : Hodgkin's disease, Pr.ca: Primary carcinoma.

of 61 cases, maximum aspirations In our series of 38 cases of lympadeno-
ained from palpable lymphnodes  pathy, the clinical diagnoses were consis-
“was carried out by physicians.  tent with FNAC in 33 cases (36%). Where

ons would have besninvolved in  glinical diagnosis and FNAC diagnosis

ore palpable lumps other than  did not agree, further diagnostic evaluation

oht have been includedin  including histopathology, Mantoux test and

P : - therapeutic trial in some cases supported

% 2
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the FNAC diagnosis leading to accuracy of
FNAC diagnosis to 95%. The diagnostic
accuracy of FNAC in the diagnosis of lym-
phadenopathy had variously been cited by
many investigators. Gupta et al showed
94.5% accuracy (Gupta et al, 1975) and
Lugman and Jafary showed 93.2% accuracy
(Lugman and Jafary, 1980).

In all the six cases of breast lump,
clinical diagnosis correlated with cytological
diagnosis. The number of cases are small
and the patients were referred to surgeons
and none of the patients returned back
for follow up. Soa histopathological cor-
relation could not be ascertained. Therefore,
a diagnostic accuracy could not be drawn
from this data. The accuracy of needle aspir-
ation of breast masses has been reported to
be above 80% in the literature (Friedman
et al, 1983). It is also acknowledged that the
nicroscopic interpretation is difficult in fib-
‘roadenoma and fibrocystic diseases on
smears with high cellularity and moderate
pleomorphic changes which also happened
in two of our cases (Friedman et al, 1983).

In 12 cases of skin and soft tissue
nodule, clinical diagnoses was cosistent
with FNAC diagnoses in 75 cases. The
over all accuracy of FNAC of various soft
tissuse masses from head and neck was
shown to be 94.5% (Young et al, 1981) and
92.9% (Bresson et al, 1976). But their cor-
relation of FNAC diagnosis was done with
histopathological examination and ours with
clinical diagnosis.

Aspiration cytology was also done in
afew cases of thyroid nodule, liver, abdo-
minal lump, testicular swelling et cetera
where clinical diagnoses and FNAC diag-
noses were consistent in all cases except
one from thyroid nodule. Study involving

Jarge number of cases with histopatholo-
gical examination is needed to evaluate the
accuracy of FNAC in the diagnosis of such
organ related lump. Frable WJ (1983)in
a review advocated FNAC in the diagnosis
of various organs like thyroid, salivary
gland, lung and mediastinal masses, intra-
abdominal masses including liver, pelvic
organs like prostate, testes et cetera and
the accuracy rate cited by various workers
are also encouraging.

Only in 17 out of 61 cases histopatho-
logy was done in our series. In this small
series of 17 cases,in 15 FNAC diagnoses were
consistent with histopathological diagnoses.
One of the cases of Hodgkin’s disease diag-
nosed by FNAC was susequently diagnosed
as PDLL by histopathology. It is evident
from the observations that FNAC is suffici-
ent to diagnose a case to be ‘Lymphoma’;
but prior to therapy aii lymphoma cases
should be classified by histopathology.

This series also reveals thatin 13 out
of 17 cases, the clinical diagnosis agreed
with FNAC diagnosis which was also
confirmed by histopathoiogical examination
in all the cases. This proves the value of
FNAC in the diagnosis of various palpable
lumps. Where a clinical diagnosis coincides
with FNAC diagnosis, further histopatho-
logical examination which is costly, time
consuming and hazardous, may be withheld.
Inconclusive cases should only be evalua-
ted by histopathology. In glandular organs
(thyroid, breast, prostate and salivary
gland) and lymph nodes the ratio of benigo
to malignant tumour varies between 3':1
1010 : I (Friedman et al, 1983). Excision
of such large number of benign lesions

which could be otherwise managed by con-
servative means, can frequently be avoided:
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I_“ doing ay aspiration  complications
associated i, peripheral  lesions are
minimal (Hamage, et al, 1983). They are
of the same magnitude and frequency, as
one encounters i Venipuncture. Prolonged
bleeding ang local haematomas and infec-
tions may Occasionally be seen, In our
series we did not encounter any of such
complications, However, caution should
be taken to Perform needle aspiration from
deep seated organs to avoijd injury to other
associated organs, apprehension of
implantation by needle aspiration can be
avoided by using a fine needle with fewer
attempts. The chance of implantation is
less in superficial lesion than in deep seateq
lesion.

From the experi';:nce gathered from
this small series of study it can be concly-
ded that FNAC is simple, safe and reliable
as well as a cost effective diagnostic pro-
cedure which can be used as sCreening test

prior to biopsy. It can be practised even
in out patient departments.
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DUODENAL INUURIES : PERSONAL EXPERIENCE

Margub Hussain

Key words :
Duodenum, Injury.

Summary :

Twelve cases of duodenal injury were
treated in one of the casualty units of Dhaka
Medical College Hospital from May, 1983
to March, 1988. They comprised only 4%, of
the total abdominal injuries encountered in
this unit. Young males of third and fourth
decade were commonly affectcd, stabbing
being the most common cause. Three of
these patients died due to exsanguination and
sepsis. Early diagnosis and different opera-
tive procedures have been discussed.

| Introduction :

Duodenum is a well-protected organ
| asitis placed deep in the abdominal cavity.
Only 3-5% of the patients sustaining ab-
' dominal trauma will have involvement of
duodenum (Kelly 1978; Morton 1968). Tra-
uma to the duodenum whether from a blunt

and superior mesenteric vessels, the
ructures closely related to duodenum. The
inal blood supply of this organ, proxi-

gub Hussain, Asstt. Profesor of Surgery.

mity of vital structures, difficulty and delay
in diagnosis, poor healing with high inci-
dence of post-operative fistulae and other
complications make the management of
duodenal injury difficult and challenging
to the trauma surgeons. Continued efforts
in the improvement of surgical techniques,
better understanding of the problems in
pancreatico-duodenal injuries and earlier
diagnosis has reduced the mortality and
complications in recent years. Surgeons noy

have chosen any one from among the several
operative procedures from debriedment
and simple closure to pancreaticoduoden-
ectomy. But onthe whole there is a trend
towards conservatism.

The purpose of this paper isto com-
municate our experience in the management
of duodenal injuries in one of the casualty
units of Dhaka Medical College Hospital.

Materials and Methods :

From May, 1983 to March, 1988, 12
Patients were treated for duodenal injuries
of various types in one of the casualty
units of Dhaka Medical College Hospital.
Hospital records were reviewed carefully
for the nature of injuries, pre-operative
symptoms and signs, diagnosis, operative
management, post-operative course and
results,
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Observations and Results :
Analysis of the records revealed 311
admissions for abdominal injuries from
May, 1983 to March, 1988. These include
both penetrating and blunt abdominal
trauma. Surgical intervention deemed neces-
sary in 299 cases. Amongst these, 12 patients
were found with duodenal injuries. There
was only one female. Their age ranged

from 17 to 60 years with a mean of 32:54.

13.2. By far the young males betweep
21-40 were commonly affected (Table-I),

Type of injury :

V‘gxcepting a single case admitted with
blunt trauma following a road traffic accident
(RTA) all sustained penetrating injuries,
Distribution of different types of injuries
is shown in Table-II.

S"ﬂwing incidence and age

i
Wi

Total
311
72 299
1(1.4) 12 (4%)
T
\ l 2ol . )]
v by aitraaol

1
MU A
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thought to be gye ¢, splenic rupture but

sxp{OFBtiOH Tevealed duodenal repture in
addition t? Splenic rupture, Diagnosis of
‘duodenal injury could not be made in any

Table—II1

Showing site and type of duodenal injuries
(n-12).

of the cases Pre-operatively,

8 ‘Operative findings ;

Site

| Aduodenal injury ywas suspected during
}g;operaﬁon by bile staining and free flow
~of bile, and also by the presence of peri-
| duodenal haematoma, Complete exploration
~ of duodenum was done when a posterior
i»;i!-‘j“ry was suspected by Kocher's mano-
‘euver. Ligament of Treitz was divided in

~one who had injury to the fourth part of
‘duodenum.

- Site of injury : Peroperative findings
of 12 cases of duodenal injury are sum-
‘marized in table-IIl. The second part of
duodenum was most commonly affected.
Of the eight injuries involving second part,
one was due to blunt trauma following
. First part was penetrated in three
nd fourth part in one.

type of injury Total
Stab Gunshot RTA
First part 3 0 0 3
Second ,, 6 1 1 8
‘Thizd ™ 0 0 0 0
Fourth ,, 1 0 0 1

Associated injuries : Only three of the
12 patients had isolated duodenal injury,
remaining nine cases had associated injuries
of the surrounding organs. Four pancreatic
injuries were uncovered during exploration.
Liver injury was found in three and ri

kidney injury also in three (Table-1V).
Operative Procedure :

Simple closure of the defect without
decompressive procedure was performed in

Table—IV

Showing site of assocmated injuries

1 2 3 4 5

Case No.

6 7 8 9 10 11 12

+ +

+ + i
+ s +
+
+ is E
+
+ +

33
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eight cases. Wedge resection of the lacerated
segment was done in one patient. Remain-
ing three patients required decompression
because of laceration and associated injuries.
Two-tube gastrostomy was done in one
who had involvement of pancreas and
common bile duct; feeding jejunostomy was
performed in one case of pancreatic injury;
and gastrojejunostomy in the patient with
along segment injury and in which a duo-
denal obstruction was suspected (Table V

Complications and Mortality:

Three patients (25%) died of which
two deaths were due to exsanguination,
The first patient admitted with a stab
wound had injuries involving the second
f duodenum, head of the pancreas,
CBD, pancreatico-duodenal artery and the
portal vein. This patient died on the table,
The second case was a victim of RTA and
d spleen and right chest injury

and could not be recovered
perative shock. The third du‘th

injuries, developed
controllable sepsis.
reactionary haemor-
~injury site and was
other patients developd’d
s+ M0
-~ ‘w
ATH
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alin 1978, 14 the present series incidence

is almf)st Similar and s only4% of all
abdominal injyry cases admitted in the unit.
M'ortality and morbidity from duodonal
1njury are alarmingly high. Mortality rate
has decreased from 80% (Webb, 1958) to
10-207; in recent years (Kelly, 1978 ; Snyder,

1980). But mortality upto 29% has been
reported ( Ivatury, 1985 ). In this series

mortality stands to 25%. All deaths here
were due to associated injuries.

The tremendous improvemert in sur-
vival is a result of earlier diagnosis
and also some recent advances in the
surgical management, Diagnosis in blunt
abdominal trauma is difficult and is almost
always delayed, so the likelihood of post-
operative complications increases. Lucas
and Ledgerwood (1975) reported an increase
inmortality from 11% to 40% in patients
who had repair of their injury 24 hours or
more after the trauma. Donovan (1966)
and Fullen (1974) has reported 50% increase
in mortality rate when the delay was more
than 24 hours. Early diagnosis and opera-

i tive intervention is essential to avoid morta-
lity and morbidity.

g Early diagnosis requires high index of
ispicion.  Shock would usually be absent
hen there is isolated duodenal injury.
of the three patients with duodenal
y had shock preoperatively. A negative
ritoneal lavage only excludes a haemo-
neum  and may miss a significant

Ta:

found that frequent physical examination
was the most reliable diagnostic means,
Fabian et al (1984) has suggested that even
vague and non specific findings of tender-
ness and absent bowel sound should alert
the surgeon to the possibility of a duodenal

injury and a gastrograffin study should be
done immediately.

Laboratory investigations cannot be relied
upon for early diagnosis. Leukocyte count
will rise with a shift to the left only when
retroperitoneal irritation proceeds. Snyder
et al (1980) observed a WBC count greater
than 10,000/cmm in 17 out of 18 patients
with blunt duodonal injury. Serum amy-
lase rise is less predictable, Only 50% may
have high value. Lucas (1977) suggests a
rise after six hours of admission in any
patient, who has even mildest abdomi al
tenderness followlng blunt trauma, is si;?'\
ficant and is advisable laparotomy.

Plain X-ray abdomen may show retro-
peritoneal air bubble in 20-40%, cases.
Scoliosis may be present in some cases.
The current standard for determination of
duodenal perforation following blunt trauma
is the water soluble contrast swallow done
with the patient in right lateral position
(Levison, 1984).

The choice of surgical rapair varies.
Most clinicians are of the opinion that the
method of repair must be tailored to
fit individual cases and that there can be

no failproof formula that fits all duodenal
injury cases (Adkins et al, 1985).

Intramural haematomas are least lethal,
and may occur even after minor traumas.
Many a time diagnosis is made at laparo-
tomy. While Fullen et al (1974) suggests

35
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non-operative treatment, others advocate
evacuation of all haematomas for fear of
necrosis and perforation and also late
scarring of organised haematomas resulting
in stricture and obstruction. 'Veﬂacbﬁm
has shown that with nasogastric suction
and I/V nutrition most haematomas will
resolve over one to three weeks. If obs-
truction persists, operative intervention
consisting of evacuation of haematoma and
serosal closure is performed. = .
Most penetrating injurie:
specially those i
low velocity miss

Morbidity following duodenal injury
‘including fistula formation, dehiscence or
dbstmcﬁon ocers in seven to 12% of cases
(Corely, 1975; Kelly, 1978). Stone and
Fabian (1979) reported a duodenal com-
n in only 3.3% of cases. In our
€ ut 40 % had complication including
minor wound infection.
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INTESTINAL TUBERCULOSIS IN BANGLADESH

» the existence of hyper-
berculom. Some authors
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patients with ingegting tuberculosis and

discusses the varjous clinicopathological

preseml'!(ions, errors in diagnosis and useful-
ness of Investigations,

Materials angd Methogs :

All patients with intestinal tuberculosis
admitted to  Generg] Hospital, Sirajganj

between August, 1983 (o July, 1988 were

included in this study. This is a retrospective

analys_is. Twenty seven cases preie!ted with
chronic Symptoms and 16 with acute surgical
emergencies. Investigations included routine
blood examination, urinalysis and radio-
logical investigations, Radiological investi-
gations consisted of X-ray chest, barium
studies of small and large gut and plain
X-ray abdomen. Tuberculin test was done
b in some cases. Specimens were examined
- morphologically and materials were taken
from the bowel and mesenteric nodes for
- histopathological examinations,

Results :
‘Age and sex incidence :

Male and female ratio in this series
‘was 21:22 and general population census
ratio of male and female in this country is

106 : 94. Table-I shows the age and sex
distribution of the affected patients.

Table—I
ge and sex wise distribution of the patients

S —————

Table—11

Mode of Presentation of cases presenting
acute emergencies

as

Mode of Presentation No. of cases

Obstruction

12

Perforation (obwel) 3

As acute appendicitis 1
Total 16

Intestinal tuberculosis  was diagnosed
peroperatively in these cases and later con-
firmed by pathological investigations incly-
ding tuberculin test, ESR, total and differen-
tial leucocyte count and histopathological
examinations. Patients with chronic illness
presented with multiple symptoms. Table 111

shows the list of symptoms presented by
them,

Table—111
Symptoms presented by patients (n— 27) with
chronic abdominal complaints

in years 0-20 21-30 31-40 41‘@ 51-above
T TR 2
AN TOMS 0 i1 5

tion :

een (37.2% ) cases presented with
abdominal emergencies and 27(62.8%)
‘with chronic symptom. Table II
mode of presentation pnesenting

Symptoms No. of cn@
Abdominal pain

Weight loss }g
Features of subacute obstruction 12
Tenderness in rt. iliac fossa 20
Mass in the rt. iliac fossa 19
Mass in the umbilical region |
Mass in the It. iliac fossa 1
Diarrhoea alternating with 12

constipation

Diarrhoea 10
Constipation 5
Tuberculous toxaemia (low grade 26
~ fever, anorexia, malaise)
Lymphadenopathy 1
Pallor and weakness 25

39
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Clinical Diagnosis : ' Chest X-ray :

Initial clinical diagnosis was correct in  This was done in 30 case. Ten (33.3%)
16 (60%) of the chronic cases. Dxagno of these were radiologically positive for
erroneous in 40% patients. _'l‘ab ‘ Three of these 10
the list of clinical diagnosis. nown cases of pulmonary tuber-

'r.ble—lV Barium follow through of small gut
Initial clinical diagnosis of the pammy of ' 16 cases. Fmdmgs are. shovm

mtesﬁual tubereulosis.
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Table—VI1

Findings of Ba-enema studies of the patients

Findings No. of cases

Nomrmal
Deformed caccum
High up caecum
Filling defect in caecum/colon

Narrowing of terminal ileum

Ileocaecal incompetence

QTR NGHD < Ton &

Obtuse angle of ileocaecal junction

Operations done were of various types accor-
ing to the site of lesion and nature of presen-
tation, acute or chronic. Emergency surgery
were done in 16 cases and routine in 24.

List of types of operations are shown in
table VIII.

Tabl—VIII
Types of operaton done on the patients

Medical treatment of combination of

rifampicin, INH, thiacetazone, pyrazina-
mide, streptomycin and ethambutal was
given to the patients. Combination of at least

three drugs were used in a patient.

Morbidity and Mortality :

There was no death. Two developed
burst abdomen, three incisional hernia and
one anastomotic leak which healed sponta-
neously with regular dressing.

Sites of involvement :

The site most commonly involved was
ileocaccal regjon (26 cases) followed by
ileum (13 cases) and lesion extending upto
large intestine (seven cases). There were
multiple lesions in many of the cases.

Tuberculosis elsewhere :

In 18 cases (41.1%) patients had invof— :

vement of other systems (table 1X.)

Table—IX
Other sites of tuberculosis in the Dpatients
having intestinal tuberculosis

g

Types of operation

No. of cases

Rt. hemicolectomy with ileotran- 23
sverse anastomosis
Ileal resection with ileoileal anastomosis 4
Stricture plasty & 6
Ileocaecoplasty 4
Ileoplasty —10 sites in 3
Colonic resection with colocolic
- anastomosis 2
lleotransverse anastomosis 4

Resection of jejunum with anastomosis
with rt. hemicolectomy with
transverse anastomosis 1

e

Sites No. of cases
Pulmonary tuberculosis 10
Tuberculous fistula in ano 1

TB spine with discharging sinus
Cervical lymphadenitis (Tuberculous)

Tuberculosis in the cheek

—

B

Genital tuberculosis

All the patients of genital tuberculosis
were female and two of them had primary
infertility. The patients had involvement
of ovaries, faliopian tubes and uterus also.
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Discussion : veriety of M. tuberculosis. Most of the cases
Intestinal tuberculosis is seldom co n this series were found to be primary

ctly diagnosed preoperatively. Hoor linal tuberculosis.
(1950) stressed for some precondit ¢ test were not positive in all
diagnosis of intestinal tuber this series as reported by others
are (1) presence of caseating | _and prakash, 1972 ; Shukla and
the bowel or lymphnode and mm 978 ; Prakash, 1978). Clinical
tion of AFB in the tissues or in culture or diagnosic error was high (40%) in this series.
a positive animal inoculation test. Alm nilarity in symptomatology with other
above criteria are rarely ever satisfied and with intestinal tuberculosis might
also caseation appears. to bear no re ’ ofmh high diagnostic error
hip to positive cultures (Taylo : ey 1967 ; Shukla and
and, 1956 ; Howeli h 978). Diarrhoea
es of intestinal

oommonh
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three adenomas, one was located in the Table—I1I
jejunum and the rest were in the ileum Jistological types of intestinal tumours

All the other tumours were located
ileum. Histological types of
are shown in table-IIL.
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In this series five

tumours (three malignant
and

tWo benign) were found in the ileum,

three tumours  (two benign and one malig-

nant) 1n.the jejunum and two malignant
tumours in the duodenum.

Histologically Wilson et al (1974) repor-

ted 507 adenocarcinoma, 30% carcinoid
and 119 leiomyosarcaoma in a series of

2,144 malignant small intestinal tumours,
Southam (1963 ) reported 53 cases of
malignant small intestinal tumours viz,
32 adeno-carcinoma, 13 malignaht" lymp-
homa and eight carcinoid and 24 cases of
benign small intestinal tumours of different
histological types. Diagnosis of small intes-
tinal tumours is different due to the rarity
of primary tumours and non-specific sym-
ptoms. Early detection is necessary since
609, of them are malignant (O’ Brien, 1973).

Wilson et al (1974) reported that the
most frequent symptoms in 808 malignant
small intestinal tumours were weight loss
(39%), obstruction (30%), bleeding (23%)
and pain (20%). In this small series, cases
of duodenal and proximal jejunal tumours
simulated gastric outlet obstruction.

Pre-operative diagnosis can be suggested
by barium fo'low through, but small intes-
tinal enema is preferred as it shows better
‘ radiographic patterns of small intestinal

tumours, such as intra-lumi
| filling defects. Plain X-ray
‘men in erect posture is helpful iay
of perforation and obstruction. Angiogra-
phy of the caeliac and the superior mesen-
 teric arteries by selective catheterisation sho-
IIld be considered in haematemesis or
Sometimes a radiologist or a
\g'eon can miss the filling defects of the
tumour in barium series.

tery to the clinician whereas

Treatment of malignant small intestinal

‘tumours is wide resection along with adja-

cent mesentry and the lymph nodes (Silber-
man, 1974). But technically it seems to be a
difficult operation in case of duodenal lesion
because of the close proximity to the bile
duct, the head of ths pancreas and the
superior mesenteric vessels. If selective
resection is not possible, palliative resection
or by pass operation to relieve obstruction
or to control bleeding is beneficial. Chemo-
therapy may occasionally provide palliation
in patients with adenocarcinoma. Carci-
noma of the gastro-intestinal tract is usually
resistant to radiotherapy, but is effective in
lymphoma.-

Benign tumours are managed by local
excision and closure of the intestinal wall.
At times it is necessary to do resection an
anastomosis in a large tumour or in an intus-
susception causing gangrene of the intestine.

Patients with benign tumours of the
small intestine can be cured by excision, but
not the malignant ones. The overall five §
years survival rate in most reports is appro- 3 '
ximately 30% to 40% (Rochlin, 1961).
Brooks et al (1968) reported that the tota
five years survival of patients with adeno-
carcinoma was only 16.4%. In this series
of six malignant cases of small intestinal
tumours only one case (lymphoma) survived
more than four years.

It can be concluded that primary tumo-
urs of the small intestine are uncommon.
Diagnosis of benign tumours remain a mys-
malignant
 often diagnosed at an advanced
cnowing the symptoms, signs
2k ods of investigations, surgeons
sﬁ;;:lfhé;'e a greater awareness of tumours
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of the small intestine. Early operation is
essential if prognosis for patients with - -
nant small intestinal  t
improved.

s ;

ongmire WP Jr. Primary
mall bowel. Surgery,

urnal of Sur-
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Examination News :
Results of FCPS Part I, FCPS Part 1l and MCPS Examinations held in January,
1990 are given below : : .
419 candidates app ) eld in January, 1990 of which
33 candidates came ou Wi

~ Subject

Medicine



College News

Dhaka Medical College Medicine
Sher-e-Bangla Medical College Surgery

{ i College Surgery
Surgery
Surgery
Surgery
Surgery
Surgery
Surgery
Surgery
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~ Dr. Md. Shamsul Alam 3 e - Opthalmology
Dr. Md. Saiful Islam . i ~ Anaesthesiology

' Dr. Maswood Ahmed ' Anaesthesiology

. Dr. Mohammad Humayur nical Pathology
Dr. A. K. M. V Clinical Pathology

 Dr. Abul Kalam Bepari Dental Surgery
Dr. Abdul Baker ic Medicine

4 Dr. Syed Mohamm ashen ¢

an “10-Grade’ he
d if he secures
xamination for




