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INFORMATION FOR AUTHORS

The Journal of Bangladesh College of Physicians and
Surgeons agrees to accept manuscript prepared in
accordance with the 'Uniform Requirements Submitted to
the Biomedical Journals' published in the New England
Journal of Medicine 1991; 324 : 424-8.

Aims and scope:

The Journal of Bangladesh College of Physicians and
Surgeons is one of the premier clinical and laboratory based
research journals in Bangladesh. Its International readership
is increasing rapidly. It features the best clinical and
laboratory based research on various disciplines of medical
science to provide a place for all medical scientists to relate
experiences which will help others to render better patient
care.

Conditions for submission of menuscript:
@ All manuscripts are subject to peer-review.

® Manuscripts are received with the explicit understanding
that they are not under simultaneous consideration by any
other publication.

® Submission of a manuscript for publication implies the
transfer of the copyright from the author to the publisher
upon P Accep ipts become the
permanent property of the Journal of Bangladesh College
of Physicians and Surgeons and may not be reproduced
by any means in whole or in part without the written
consent of the publisher.
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reproduce illustrations, tables etc. from other
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Ethical aspects:
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Otherwise the identity will be blackened out.

Preparation of manuscript:

Criteria:

Informations provided in the menuscript are important and

likely to be of interest to an international readership.
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® Name and address of the author to whom request for
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include data on the problem, materials and method, results
and conclusion.

@ Should emphasize mainly on new and important aspects
of the study

@ Should contain only approved abbreviations
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Materials and method :
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drawing paper by an experienced medical illustrator.

Figures and photographs:
The figures and photographs :

@ Should be used only where data can not be expressed in
any other form
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Differentiated Thyroid Carcinoma-A Better Prognostic
Endocrine Malignancy

Thyroid disorders are prevalent all over the world. Its
incidence in Bangladesh is yet to be established
scientifically. However UNICEF and Institute of Food
and Nutrition study reports suggest an incidence of
8.8% among the people with visible goitre. Northern
part of the country and hilly areas of Chittagong may
have incidence as high as 50% or more'.

Thyroid nodule raises the concern of malignant
diseases?. Incidence of malignancy though rare needs
to be identified for proper management. Incidence of
thyroid carcinomas namely follicular, papillary,
anaplastic, medullary or lymphomas in Bangladesh is
found to be 3.5% among nodular / multinodular diseases
of thyroid gland.

Thyroid malignancies are mostly managed by surgeons,
nuclear medicine specialists, medical oncologists and
rarely by the radiation oncologists. With the
advancement of knowledge, clinical experience and
diagnostic techniques, the sensitivity and accuracy of
diagnosis of thyroid diseases have reached near 100%
with a few exceptions in presurgery diagnostic
confirmation between carcinoma and adenoma.
Ultrasonography guided FNAC might reduce some of
the errors. Newer methods like measurement of catalytic
submit of telomerase (human telomerase reveres
transcriptase, h"TERT) expression of fine needle aspirates
from follicular carcinoma have shown sensitivity and
accuracy of nearly 83% for the diagnosis of follicular

carcinoma?.

Since the establishment of 14 nuclear medicine centers
in the country and development of trained neck
surgeons, a new dimension is added to the management
of thyroid cancers. A combination of surgery,
radioiodine and thyroid hormone therapy offers a highly
effective method of treatment of thyroid cancer. Under
this circumstances rarely should a patient die of well

differentiated thyroid cancer, if treated timely, adequately
and rationally. Despite various controversies related to
its management a consensus has been reached in many
centers regarding approaches to thyroid malignancies
and in most centers surgery followed by radioiodine
ablation and suppression dose of thyroid hormone have
been accepted for differentiated thyroid carcinoma
(DTC). About 15-20% recurrences and metastasis have
been reported in different series’**. Anaplastic

carcinoma, though rare, bears the worst prognosis”.

Lymphomas respond well to chemotherapy, and or
radiotherapy with or without surgery. Prognosis of
medullary carcinoma depends on stage of the disease
of which some are part of MEN ITa/ITb.

There is continuing disagreement on the most
appropriate surgical procedure for differentiated thyroid
carcinoma. The conservative approach advocates
lobectomy with isthmusectomy. In most patients total
thyroidectomy is kept reserved for specific indications
like those with bilateral disease or judged to be in a high
risk category. The more radical approach advocates
routine total thyroidectomy. A staged total
thyroidectomy often advocated depending on the
pathological findings of initial lobectomy®.

Ignorance, fear and poverty plays vital role for delayed
presentation and advancement of the disease.
Awareness and a consensus among the surgeons,
nuclear medicine specialists and medical oncologists
are essential for the proper management of differentiated
thyroid carcinoma. A national protocol needs to be
evolved for the purpose. The prognosis of DTC with
surgery, radio iodine ablation and hormone replacement
is excellent. Only 2 - 10% mortality has been reported in
different studies®.

Individual case requires planning for surgery ,and
guideline for management'. Patients of thyroid



disorders should be appropriately investigated. Early
detection and optimum management gives a better
prospect of cure.

AA Ashraf Ali
Professor of Surgery, Dhaka Medical College, Dhaka.

(J Bangladesh Coll Phys Surg 2003; 21 : 50-51)
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ORIGINAL ARTICLES

Low Birth Weight and Associated Maternal Factors

TR DAS, FCPs®, S JAHAN, Ms?, SR BEGUM, FCPS®

Summary :

Low birth weight (LBW) is a common cause of i neonatal and
infant death and is found to be associated with morbidity
and long-term develop tal pr A cross-section of
596 women with singleton pregnancy admitted to

age. Birth weight of neonates was categorized according to
WHO definition, and neonates with weight less than 2.5 kg
were taken as LBW. The prevalence of LBW was found to be
29.75%. The study showed that maternal age, BMI, M UAC,

Bangabandhu Sheikh Mujib Medical University (BSMMU)
hospital during January-December 2002 were included in
this study. This study was carried out to determine the
preval and also relationship of LBW babies with age,
mid-arm circumference (MUAC) and body mass index (BMI)
of mothers. The women were categorized into subgroups
according to their age, parity, BMI, MUAC and gestational

Introduction :

Low birth weight (LBW) is a common risk factor for
infant mortality and a significant determinant of
childhood morbidity'. The incidence of LBW in a given
population reflects its socioeconomic development, and
it can also be used as a good indicator of mothers’
nutritional status. World Health Organization (WHO) in
1995! estimated that 142 million babies were born in the
world in 1990, out of which 25 million were of LBW, and
19 million of these babies were born in the developing
countries?. The cause of LBW are multifactorial
and birth weight is determined by the interaction of
both sociodemographic and biological factors>.

Birth weight distribution’ are being given increasing
attention. In the first place, birth weight is to some extent
areflection of maternal health and as such is an indicator

a.  Dr. Tripti Rani Das, FCPS, Assistant Professor, Department
of Obstetrics & Gynaecology Bangabandhu Sheikh Mujib
Medical University, Dhaka

5. Dr. Samsad Jahan, MS, Registrar, Obst. & Gynae, BIRDEM
Hospital, Shahbag, Dhaka

¢ Prof. SR Begum, FCPS, Professor, Department of
Obstetrictic & Gynaecology, Bangabandhu Sheikh Mujib
Medical University, Dhaka

Correspondence to : Dr. Tripti Rani Das, FCPS, Assistant

Professor, Department of Obstetrics & Gynaecology,

Bangabandhu Sheikh Mujib Medical University, Room No.-831,

Block-C, Shahbag, Dhaka

g I age and sex of neonates influenced the birth
weight. However, no significant difference was found
between groups of parity and birth weight. Maternal age
between 20 and 29 years, MUAC less than 22 cm showed
significant positive correlation with LBW; but BMI showed

negative correlation with LBW.
(J Bangladesh Coll Phys Surg 2003; 21 : 52-56)

of the health status of a given population. Next, LBW is
the most important determinant of the chances of the
newborn to survive and undergo healthy growth and
development*.

Unfortunately, in many countries and especially in the
developing ones, the birth weight is not centrally
registered’. Therefore, it is not possible to determine to
what extent the LBW babies are preterm and full-term
but small-for-gestational age (SGA)>.

Prospective analysis of birth weight for single livebirth
in Bangabandhu Sheikh Mujib Medical University
(BSMMU) during January-December 2002 was done to
show the relationship between LBW and the age, MUAC
and BMI of mothers. MUAC of mothers showed
significant positive relationship, while BMI showed a
negative relationship. Furthermore, in this study, the
prevalence of LBW was found significantly higher
among female babies than males.

Materials and method :

This prospective study was carried out among 596 LBW
babies delivered in the Department of Obstetrics and
Gynaecology, BSMMU hospital. Dhaka, during January-
December 2002.

Data were collected using a predesigned questionnaire.
At entry into this study, a detailed sociodemographic,
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past obstetrical, medical and reproductive histories were
taken. Monthly income was assessed by the monthly
income of the patient and her husband. The patients
were asked about education and also that of
husband.The detailed obstetrical history was taken
about parity and interval between childbirth.

Maternal height was measured in centimeter in barefoot

and with no head cover. Mid-upper arm circumference -

(MUAC) was measured on the right arm hanging loosely
using a tape measure and recorded to the nearest 0.1
cm. Body mass index (BMI) was measured as weight in
kilogram divided by height in centimeter.

Birth weight of babies were measured placing the nude
baby on a standard weighing machine immediately after
delivery. Crown-heel length and head circumference
were recorded accordingly.

Assessment of the neonates was done by Apgar score
atone and five minutes and also by identifying presence
or absence of congenital abnormality, and sex of the
babies were also noted.

Results were appropriately analyzed using computer-
based software (SPSS for Windows). Minimum level of
significance was assumed at P < 0.05.

Results :

Table-1 shows the age distribution of mothers. Maximum
number of mothers belonged to age group 20-24 years
(40.27%), followed by 25-29 years (35.24 %), 30 years
and above (23.49 %) and less than 20 years (1 %). The
mean (+ SD) age of the mothers was 25.25+4.45 years
and range 18-40 years (Table-V). Overall, age of mothers
(n=596) showed a negative but statistically non-
significant relationship with weight of babies (r=-0.063,
P=0.125) (Table-VI). However, in age group 20-24 years
(n=240), the relationship was positive but statistically
not significant (r = +0.081, P=0.212), and in age group
25-29 years (n=210), the relationship was negative but
also statistically not significant (r=-0.077, P = 0269).

Table-I

Age group Number Percentage
(years) of patients

<20 (19 01.00
20-24 240 4027
25-29 210 3524
30+ 140 2349
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Table-II shows the incidence of LBW babies according
to education of mothers and socioeconomic condition
of the family. The incidence was found highest among
elementary and secondary school educated (class I-X)
mothers (48.49%) and among families of low income
(monthly income less than Taka 2500 per month)
socioeconomic status (45.30%). The total study
population was arbitrarily divided into three income
groups.

Table-II

Parameters Number of Percentage
patients Education

Education

Tlliterate 164 27152

Class I-X 289 4849

Above class X 143 239

oci ic §

Low 270 4530

(Income <2500

Taka/month)

Middle 204 3423

(Income 2500-6000

Taka/month)

Upper 12 2047

(Income > 6000

Taka/month)

Table-I1I shows the distribution of mothers according
to MUAC. The prevalence of LBW babies was highest
in mothers with MUAC less than 22 cm (80.5 %).

The mean (+ SD)MUAC  of the mothers was 20.92 +
1.01 cm and the range 20-25 cm, (Table-V),  Overall,
MUAC of mothers showed a positive and statistically
highly significant relationship with weight of the babies
(r=+0.636, P=0.000) (Table-VT). In mothers with MUAC
less than 22 cm (n=480) also, the relationship is positive
and highly significant (r = +0.676, P=0.000).
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MUAC (cm) Number of Percentage —
patients Parameters rvalue P value
<2 480 80.54 Age -0.063 0.125 NS
AC 636 X

2.<23 n 1208 MU. +0.63 0.000 S
BMI -0.190 0.000 S

S il S NS =Not significant

24-<25 (1) 0033 S = Significant at P < 0.001

25-<26 o4 00.67

Table-IV shows the distribution of LBW babies
according to body mass index (BMI) of the mothers.
Maximum number of LBW babies (85.57%) belonged to
mothers with BMI 22 or less. The mean (x SD) BMI was
20.11+1.75 and the range 17.20-27.95 (Table-V). BMI of
mothers showed a negative and statistically highly
significant relationship with weight of the babies (r=-
0.190, P=0.000) (Table-VI). However, in mothers with BMI
22 or less, the relationship is positive but statistically
not significant (r=+0.059, P=0.181).

Table-IV

Number of

BMI Percentage
patients

<22 510 85.57

>22 8 1443

Range

Parameters Mean +SD
Age (years) 18.0040.00 2525+4.45
MUAC (cm) 20.00-25.00 20.92+1.01
BMI 17.20-27.95 20.111.75

Table-VII

Parameters rvalue P value

Age -0.063 0.125 NS
MUAC +0.636 0.000 S
BMI -0.190 0.000

NS =Not significant

S = Significant at P <0.001

Table-VII shows a comparison of LBW babies according
to their sex. The mean (+SD) birth weight of male babies
was 2.12+0.37 kg and female babies was 2.06+0.31 kg.
Statistically the difference is significant (P < 0.05).

Table-VIII

Weight (kg)
Sex Number (Mean+SD) P value
Mae 28 212037 g46 0165
Female 368 206+031
Significantat P <0.05
Discussion :

The low birth weight infants have a higher risk of
mortality as they are likely to die during their infancy"",
especially during neonatal period®. Thus, birth weight
has long been the subject of clinical and epidemiological
investigations, and a target for public health
interventions2. Since birth weight is also regarded as an
important parameter to understand the process of

B
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human variation>S, its anthropometric importance
cannot be ignored.

During January-December 2002, out of 2003 deliveries
in BSMMU, 596 were LBW babies, therefore, the
incidence was 29.75%. Recent studies on pregnancy
outcome have shown a progressive decline in perinatal
and infant mortality in the risk categories®>. The decline
associated factors include improved perinatal services
to both mother and baby?#, improved care, or prevention
of specific diseases, increased availability of means for
spacing or prevention of pregnancies’.

The birth weight of an infant, simple as it is to measure,
is highly significant in two important respect®®?. First,
it is strongly conditioned by the health and nutritional
status of the mothers. Secondly, LBW, universally and
in all population groups, is the single most important
determinant of the chances of the newborn to survive
and to experience healthy growth and development!%:11-

In this study, most of the LBW babies were born to
mothers in the age groups 20-24 and 25-29 years (40.27%
and 35.24%, respectively). However, relationship
between mothers’ age and birth weight of babies showed
no statistically significant relationship, From this point
of view, it should be considered that mothers aged less
than 15 years and above 43 years contribute significant
percentage of LBW babies®, however, in this study, the
minimum and maximum age of the-mothers were 18 and
40 years, respectively.

MUAC of mothers showed a strong positive correlation
with weight of babies (r = +0.676, P<0.001). Mothers
with MUAC less than 22 cm had higher number of LBW
babies (80.54%).

BMI of mothers was minimum 17.20 and maximum 27.95
(mean + SD 20.11+1.75). LBW babies were born more to
mothers with BMI 22 or less (85.57 %) than BMI above
22(14.43 %). BMI of mothers showed a strong negative
correlation with birth weight of babies (r = -0.190,
P<0.001). This needs more focus on other contributing
factors like medical disorders, hypertension, diabetes
mellitus, chronic renal disease, constitutional and racial
factors 1213, Further large scale studies should be
considered to determine other risk factors for LBW
babies.

55

Female babies tend to show higher prevalence of LBW
than male babies? which has also been reflected in this
study.

This study shows that low socioeconomic condition is
a determinant for LBW babies (45.30%), and in a study
carried out, in Nepal, the incidence was 88.9%4.
However, the incidence is highest in elementary to
secondary school level (class I-X) educated mothers
(48.49%) in this study while it is more among illiterate
mothers (72.2%) in Nepal %,

From the above delineation??, it is obvious that among
the factors considered to influence birth weight,
correlation with MUAC and BMI are highly significant
(P<0.001). The result of this study suggest that for
reducing the number of LBWs babies, the strategy needs
to focus on nutritional education to mothers in order to
increase the birth weight of the neonates. There is an
urgent need to carry out further such studies among
mothers with medical disorders, and constitutional
factors should also be considered.

Conclusion

In conclusion, this study underscores the importance
of relationship of age, MUAC and BMI of mothers with
LBW babies. Highest number of LBW babies were born
to mothers in the age group 20-29 years. Mothers with
MUAC less than 22 and BMI 22 or less occupied a
significant proportion of deliveries of LBW babies.
Female babies showed a higher prevalence of LBW than
males.
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Exomphalos Major: Conservative Treatment
MU ALAM, Fcps?

Summary :
Bety September, 1996 to Sep 2000, thirty seven
(n=37) cases of Omphaloceles were admitted in Pediatric
Surgical Unit of Sir Salimullah Medical College, Mitford
Hospital, Dhaka. There were twelve (32.50%) patients with
exomphalos minor. These cases were treated by minor. surgical
procedures. Twenty five (67.50%) cases were exomphalos
major, from which fourteen (37.8%) were selected Jor
conservative treatment. Surgical treatment was not included
in this series. Four (28.6%) cases died during conservative

Introduction :

Omphalocele is one of the commonest abdominal defects
seen in neonates. The survival rate of this defect has
gradually improved with the advances in investigations
and treatment modalities. There is no statistical data of
our country. In India 1 in 6000 to 10000 live birth babies
have this type of anomalies.

Earliest description of exomphalos was given by
Ambroise Pare in 1634, the famous 17th century French
millitary surgeon. Subsequent reports of sucessful
treatment came from Hey in 1803, Hamilton in 1806 and
Visik in 1873. In 1899, Ahifeld first described the
escharotic treatment of intact omphalocele with alcohol
dressings. Olhauses in 1887, described the mobilization
of abdominal skin flaps to cover the unopened sac of
intact omphalocele. In 1953, Moore and Stokes
established the present classification criteria. In
1957,Grob described the use of 2 % aquous solution
of mercurochrome as a topical escharotic agent. Izant
in 1966, recommended manual stretching of abdominal
wall to enlarge abdominal cavity!. In 1948, Robert Gross
of Boston, while recognizing that primary closure was
advisable in small defects of umbilicus, described
staged skin closure of large omphalocele?. Schuster
in 1967, revolutionized the surgical treatment of
abdominal wall defects with the use of knitted teflon
sheets in closure?. Subsequently, in 1969, Allen and
Wrenn described the use of a single layer silastic
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approach. Death was due to delayed hosp
infection, rupture of sac and other associated congenital
anomalies. Nine (65.3%) patients attended hospital at the
age of 2 to 3 days of life. Five (35.7%) patients attended the
hospital at the age of few hours to one day of life. Care of the
sac and control of infection was the main aim to avoid
rupture of the sac. Result was good. But six to eight weeks
period were required for full recovery. Average hospital stay
was thirty five days.

(J Bangladesh Coll Phys Surg 2003; 21 : 57-62)

sheeting, sutured to the fascial edges, which was
gradually reduced by manual compression to afford a
delayed primary closure of abdominal wall*.

Method and Materials :

Itis aretrospective analysis of omphalocele admitted in
Sir Salimullah Medical College, Mitford Hospital. 37
cases of omphaloceles were admitted between
September, 1996 to September, 2000 in Pediatric surgical
department. Other anterior abdominal wall defects like
gastroschisis, prun belly syndrome, umbilical hernia
were not included. Out of the 37 cases 14 cases were
selected for conservative treatment with following
criterias. a) gaint omphalocele with intact sac without
associated anomalies. b) gaint omphalocele with intact
sac but with severe life threatening cardiac anomalies
whose surgical correction is more urgent. ¢) associated
other abdominal wall defect which interfere with repair
of omphalocele e.g. Prune belly syndrome d) neonates
with severe associated anomalies in whom surgical
interference may not be consistent with survival.

Size of the sac was determined by Moore’s, 1997
classification. According to Moore’s classification, sac
can be:

Type I (Minor) - Umbilical defect less than 2.5 cm.
Type I (Intermediate) - Umbilical defect between 2.5 - 5 cm.
Type Il (Major) - Umbilical defect more that 5 cm.
Neonates were thoroughly examined to find out any
other congenital anomalies.

Conservative management such as, nasogastric
suction was started as early as possible after receiving
the patient. Intravenous fluid and parenteral antibiotic
were given (Fig. 1 & 2). Intravenous Ceftriaxone 50-75
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mg per kg body weight was given very slowly over 2-
4 minutes in single dose for 5-7 days in all cases. Sac
was examined carefully to evaluate the covering, size,
contents and the presence of infection.

Care of the sac is the most important part of the
conservative treatment of the exomphalos major. Swab
was sent for culture and sensitivity. Regarding the care
of the sac, every day’s keen monitoring is a major factor
to prevent the rupture of the sac and as well as to save
the life of the baby. No endeavour was taken to reduce
the sac. We followed the principle; “It is difficult to
pour four kg sugar in a two kg bag”. Sacs were cleaned
everyday with povidone — Iodine solution (Fig.-3) after
then applied a thick layer of topical antimicrobial agents
e.g. povidone — Iodine cream and covered with sterile
dressing over it. In 2 cases sac was introduced into a
disposable colostomy bag to avoid contamination (Fig.
—4). Everyday the dressings were changed to see the
infection, the size of the sac and solid escher formation.
The size of the sac was gradually decreased and after 6
week could be completely introduced in the abdominal
cavity (Fig.-5 & 6).

Results:
In Sir Salimullah Medical College, Mitford Hospital,
37 (n=37) cases of omphalocele were admitted

between September 1996 to September 2000 in
Pediatric Surgery Unit.
Table-I

No. of patients E. Major E. Minor
3 2 12
67.50% 32.50%

Out of 37 cases 25 (67.50%) cases were exomphalos
maior and rest 12 (32.50%) were exomphalos minor.

Table-II

No. of cases Conservative Percentage
treatment offered
3 4 378

Total number of patients of Exomphalos admitted during
this period was 37. Conservative treatment was

performed in 14 cases (37.8%).

MU Alam
Table-IIl

Places of referral No. of patients
District hospitals 2(14.3%)
Upazilla Health complexes 4(28.6%)
Maternity clinics &

peripheral Medical Colleges 6(42.8%)
Directly from homes 2(14.3%)

12 (85.7%) cases were referred from different hospitals
and rest 2 (14.3%) directly attended the hospital.

Table-IV

Female
6(42.8%)

Total no. of patients Male
14 8(57.2%)

In this study, males are affected more than the female.
Out of 14, 8 (57.2%) were males and 6 (42.8%) were
females. The ratio is 4 :3.

Table-V

Age of the pts. No. of pts. Percentage
Few hrs. to 1 day 5 357
2 days 5 357
3 days 4 286

At the age of few hours to 1 day, 5 (35.7%), 2 days 5
(35.7%) and at 3 days 4 (28.6%) patients reported to the
hospital.

IE

No. of cases  Congenital anomalies
1 Omphalocele with high variety of
anorectal malformation
1 Omphalocele with cleft lip
1 Omphalocele with club feet

Out of 14 cases of omphalocele, in 3 cases associated
anomalies were present. One case had the anorectal
malformation and others had the cleft lip and club feet.

8
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Table-VII
Number of death (n=4)
Total no. of E. major for Number of death Percentage
Conservative treatment
14 4 286

Out of 14 exomphalos major patients, 4 (28.6%) patients died during treatment.

Table-VIII
Cause of death (n=4)
No. of patients Diagnosis Cause of death
1 Omphalocele major with Rupture of sac due to
anorectal malformation infection and abdominal
distension
2 Omphalocele major and Severe infection of chest
prematurity and low birth and sac
weight
il Omphalocele major Unknown

In three (75%) patients cause of death was due to infection of sac and chest. In another patients we couldbn’t able
to diagnose the cause of death. Post mortem couldn’t be possible due to refusal of legal guardian.

Fig-2 : Nasogastric suction and IV fluid started in the
Fig-1 : Exomphalos major with sac Same patient.

Y
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Fig-6 : Contents are totally introduced into the
abdominal cavity (after 6 weeks).

Fig-5 = Contents are gradually introduced into the
abdominal cavity (after 3 weeks) Fig-7 : Exomphalos major with club feet.
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Fig-8 : Intrauterine Ultrasonograph showing clear
outline of sac of Exophalos major 13" week of
pregnancy

Discussion :

Omphalocele is not a rare congenital anomaly in our
country. In India the incidence is 1 in 6000 to 10000 live
born babies but combined incidence of omphalocele
and gastroschisis is approximately 1 : 2000 live births>.
Reports from Liverpool and British Columbia suggest
the incidence of omphalocele and gastroschisis
combined to be approximately 1 in 4000 live births®.
National survey is needed to find out the incidence of
the disease in our population.

Antenatal diagnosis of anterior abdominal wall defect
is not usual practice in our country. But foetal abdominal
cavity can be visualized on ultrasonography by 10 weeks
following mother’s last menstrual period. By thirteen
weeks,the normal return of the intestine to the abdominal
cavity will have occurred and the diagnosis of an
abdominal wall defect can be entertained. Typically
omphalocele can be diagnosed at this point. On
ultrasonography an omphalocele has a smooth outline
with an echogenic covering sac (Fig - 8). Error may occur
but in general, ultrasonography is quite accurate in
establishing the existence of omphalocele. If antenatal
diagnosis could be made, termination of pregnancy will
be possible.

In this series males (4:3) are more commonly affected
than females. In India slight male preponderance (1.51:1)
is noted in case of omphalocele’. There is a study of
Children’s Hospital of Oklahoma, USA from 1986 to 1990
(5 years) where out of 14 omphaloceles 10 were males®.
The role of maternal age, parity and social habits has
not be investigated on the relative incidence of
omphalocele. The reason for male preponderance is not
known.

61

In this series 14 cases were selected with set criterias
such as 1) cases reported the hospital within 72 hours
of age, 2)Sac was intact, 3) there was no infection,4)
large sac 5)presence or absence of other congenital
anomalies. But conservative treatment has definitive
relation with infection and intactness of sac. In cases
where there was no infection prognosis was good. Cause
of infections was multifactorial but time of reported at
hospital had definite relationship to prognosis. If the
neonates were brought to the hospital more than 48
hours after birth, the mortality rate was more due to
infection of the covering sac which lead to the rupture
of the sac and death.

Topical application of escharotic agents is an important
part of treatment to avoid the infection and rupture of
sac. Solution should be antiseptic, astrigent and
nontoxic. In this series Povidone lodine solution was
used as it fullfils the above characteristics.
Hypothyroidism may occur but we did not get any in
our cases. We here followed up the patients for last 4
years. Grob originally described the use of 2% aqueous
mercurochrome application locally. However, it is
associated with mercurial toxicity leading to renal failure.
For this reason we avoided it. Fagan et al suggested
that 0.5 % mercurochrome in 65 % alcohol would be less
toxic. For the safe use of this agents the level of mercury
in blood must be monitored. It is costly for poor people
of this country. Alternate topical agents are Silver
sulphadiazine, 0.5% silver nitrate, 70% alcohol. Various
type of the biological dressings have also been used to
cover the viscera®.

Delayed external compressive reduction of an
omphalocele (DECRO) is an alternate method of
treatment for moderate and large omphalocele especially
containing liver. We have not performed this treatment.
Brown et al'? in 6 patients have recently evaluated this
technique with large or moderate size of omphalocele
with good results.

Clausner'! and Yazbeck” have reported a high mortality
of 60 % and 80 % respectively in their series, being
indicative of adverse prognostic factors associated with
these patients namely severe congenital anomalies,
prematurity and large defect. In this series the mortality
rate is only 28.6%. It can be reduced if antenatal diagnosis
could be made and delivery could be performed in
specialized hospital so that the baby can be transferred
quickly to paediatric surgery department.
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Conclusion :

In conclusion, the conservative treatment can be done
in selective cases of exomphalos major. But selection of
cases and close observation of the sac are the important
factors. Mortality can be reduced if antenatal diagnosis
could be made and delivary could be perform in
specialized hospital and treatment started from the very
beginning of birth.
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Single Loading Dose of Magnesium Sulphate For Control

of Convulsion in Eclampsia
N SULTANA, Fcps®, A BEGUM, Fcps P, K BEGUM, FCps®

Summary:

A prospective randomized controlled study was done on 100
eclamptic patients over the period from September 1999 to
June 2000 in Sir Salimullah Medical College and Mitford
Hospital to evaluate whether only the loading dose of
magnesium sulphate (MagSO0 ) is sufficient for controlling
c Ision in eclamp The patients were randomly
distributed into two groups. The study group (group-A)
received only a loading dose and the control group (group-
B) received a loading and also a maintenance dose of
MagSO,. Convulsion was controlled within one hour in

Introduction:

Eclampsia in pregnancy is a serious and relatively
frequent complication bearing a high maternal death
and perinatal mortality in this country. It contributes
about 10 percent of maternal death worldwide!. In
developed countries, incidence has been reduced to
0.2-0.5 percent with fatality of two percent?. This may
be due to better socioeconomic condition and efficient
antenatal care. In developing countries, however, the
incidence of eclampsia varies from one in 1700 to one in
1000 deliveries®. This higher incidence is because of
ignorance, poor socioeconomic conditions, lack of
antental care, social taboos and substandard healthcare
provisions.

In Bangladesh, eclampsia contributes about 16
percent of total maternal mortality, and about 4500
women die of the condition every year?. As eclampsia
is primarily a convulsive state, much of the recent
debate has focused on control of convulsion®. In
United Kingdom, most commonly used drug was
diazepam followed by phenytoin, chlormethiazole and
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92% and 94% of patients in group-A and group-B
respectively. The difference in this time requirement was not
statistically significant (P>0.50). Recurrence of convulsion
was 8% in group-A and 6% in group-B. This difference was
also not significant. Five patients each in either group
(12.50% and 13.15% respectively) required more than 24
hours to regain 7 after tr No significant
difference was observed in maternal complication and foetal
outcome between two groups, and maternal death was 2%
and 4% in two groups respectively.

(J Bangladesh Coll Phys Surg 2003; 21 : 63-68)

MagSO, as anticonvulsant, but in United States,
MagSO, is most widely used ©. Eclampsia Trial
Collaborative Group also proved that MagSO,
reduces the risk of further convulsion, and also
maternal and neonatal morbidity 7.

In this study, one group of eclamptic patients were
treated by only loading dose of MagSO, in both
intravenous (IV) and itramuscular (IM) routes, and
another group was given loading and maintenance dose
by only IV route. The purpose of this study was to look
for an ideal regimen and to see whether only a loading
dose of MagSO, was sufficient to control the eclamptic
convulsion, and also to compare the outcome of those
two types of treatment.

Materials and method :

This prospective study was done between September
1999 to June 2000 at Sir Salimullah Medical College and
Mitford Hospital, Dhaka. One hundred consecutive
eclamptic patients which included those having
gestational age of more than 28 weeks and all post-
partum eclamptic cases. Patients with gestational age
less than 28 weeks, eclamptia with intrauterine death of
foetus, and those with complications like pulmonary
oedema, cerebrovascular diseases, DIC, heart failure etc
were excluded from the study. Necessary investigations
such as complete blood count, estimation of total
urinary protein, blood urea, serum creatinine, uric acid,
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FDP, fibrinogen and serum electrolyte level was done.
Patients were divided into two groups, group-A and
group-B. Group-A (n=50) was assigned to receive
only 10 gm of MagSO, as loading dose, 4 gm (8ml) of
which was diluted with 12 ml of distilled water and
then given IV slowly over 10-15 minutes and it was
followed by 3 gm deep IM in each buttock. Group-B
(n=50) received a total of 28-40 gm of MagSO, as a
loading and maintenance doses in IV route: 4 gm (in
100 ml) over 20 minutes followed by maintenance dose
of 1-2 gm (25-50ml) hourly at a rate of 6-12 drops/
minute for subsequent 24 hours. Both the above-
mentioned schedules were given to patients provided
their respiratory rate was more than 16/minute, urine
output was more than 30 ml/hour and if knee jerk was
present. All patients were monitored hourly by
recording pulse, BP, respiratory rate, level of
consciousness, ankle jerk, auscultation of lungs and
urine output. Continuous catheterization was done
and intravenous fluid was given very cautiously.
Injection hydralazine 20 mg in 200 ml of 5% dextrose
in aqua was given as continuous IV drip when
indicated for controlling blood pressure.

If recurrence of convulsion occurred, 2 gm MagSO,
was given IV over 3-5 minutes and then 2.5 gm M in
alternate buttock in every 3-4 hours for next 24 hours.
Complications such as renal failure, cardiac arrest were
treated accordingly. Obstetric management was done
according to indications.

Results :

A total of 100 women were enrolled in this study and
the patient profile was almost same in both groups.
Data was analyzed using SPSS programme. Because
of the nature of the analysis, only chi-square (X?) test
was done to decide upon the significance of the
fimdings. A ‘P’ value of <0.05 was considered as
wemificant. After treating the study and the control
groups by two above-mentioned regimens, no
sigmificant difference was found in the treatment
sutcome and development of complications. Results
are shown i different tables.

Average ase of group-A was 23.06 years and group-B
22 20 years. Table-1shows that there was no significant

difference in age, parity, and gestational age of the
patients. No difference was found in diastolic blood
pressure, presence of oedema and albuminuria between
the two groups. Time interval between starting of
treatment and delivery, and foetal and maternal outcome
of both groups also did not show any significant
difference.

Convulsion in most of the patients in both the groups
(92% and 94% respectively) could be controlled within
one hour, and another 6% and 4% within five hours and
rest needed more than five hours (Table —II). There was
no significant difference in the time requirement for
control of convulsion between the two groups.
Recurrence of convulsion after treatment occurred in
8% and 6% of patients in group-A and group-B
respectively (Tab-111).

On admission, nine patients in group-A and 10 in
group-B were fully conscious and rests were
unconscious. Among the unconscious patients 12.50%
and 21.05% regained consciousness within four hours,
75% and 65.78% within 24 hours and rest required more
than 24 hours (Table-IV). One patient in group-A and
two in group-B never regained consciousness and
died due to complications. Difference in time
requirement for regaining consciousness between two
treatment groups was also not found statistically
significant (P>0.50).

Three patients in each group developed complications
in spite of immediate treatment. In group-A, one patient
developed pulmonary oedema, one cardiac arrest during
anaesthesia for caesarean section and postpartum
haemorrhage occurred in one patient, which might not
have any relationship with MagSO, therapy. In group-
B, one patient developed pulmonary oedema, one
aspiration pneumonia and another one acute renal failure
(Table-V). One patient in group-A and two in group-B
among those who developed complications later died
(Table-VI).

Therefore, the findings thus obtained from this study
did not find any difference in treatment outcome,
specifically in controlling the convulsion in eclampsia,
between two treatment regimens.
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Discussion:

The present study was done to compare the treatment
outcome, specifically the control of convulsion in
eclamptic patients after the loading dose of MagSO,
with that after loading and maintenance dose of same
therapeutic agent. The findings revealed that there was
no significant difference in treatment outcome between
the patient groups receiving two different doses
schedules. Many randomized trials were done worldwide

to find out effective anticonvulsant drugs in eclampsia
and in most circumstances MagSO, was compared with
other anticonvulsant drugs®®°. MagSO, is a very
effective drug for immediate control of convulsion and
prevention of recurrence of convulsion in eclamptic
patients. It is also used as a prophylaxis in impending
eclampsia and in severe pre-eclamptic patients for
prevention of convulsion®-1-

|F

Parameters Group-A(n=50) Group-B(n=50) Significance

Average age (years) 23.06 2220 NS
PrimiParity 2-5 3416 3713 NS

Gestational age (weeks) 3572 3571 NS

Type of eclampsia:

AntepartumPost-partook 41(82%)09 (18%) 42 (84%)08 (16%) NSNSP>0.50

Time (hours) Group-A (n=50) Group-B (n=50) Significance
£1 46(92%) 47(94%) NS
£5 03 (6%) 02(4%) NS
>5 012%) 012%) NS

X2=0.2108, df =2, P> 0.50 (Not Significant).

lE

Group-A (n=50)

Group-B (n=50) Significance

04(8%)

03(6%) NS

X?=0.1536, df =1.0, P> 0.50 (Not Significant)
65
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Table-IV
Time required to gain consciousness in unconscious patients in two groups after treatment
Group—A (n=40) Group-B (n=38) Significance
<4 hours 05 (12.50%) 08(21.05%) NS
4-24 hours 30(75.00%) 25(65.79%) NS
> 24 hours 05 (12.50%) 05(13.16%) NS
X2=0.5780, P> 0.50 (Not Significant)
Table-V
Maternal complication during treatment
Complication Group-A (n=50) Group - B (n=50) Significance
Pulmonary oedema 01 01 NS
Aspiration pneumonia 00 01 NS
Renal failure 0 01 NS
Cardiac arrest 01 00 NS
Post-partum haemorrhage 01 00 NS
Table-VI
st 1 Maternal mortality during treatment
Cause of death Group-A (n=50) Group -B (n-50) Significance
Pulmonary oedema (1 1] 01 NS
Renal failure o 01 NS
Cardiac arrest 01 00 NS

The patient profile as such did not have any effect on
the outcome of this study, as has been seen in other
studies®!%:!1, Randomization indeed did not show any
significant difference in any of the parameters in patient
profile.

The recurrence of convulsion occurred in 8% and 6% in
two groups having equal number of subjects. These
results are consistent with other studies %!!. Mean
serum magnesium level is significantly lower in women
weighing more than 70 kg than the level observed in
those with body weight of more than 70 kg'?. After
loading dose, the drug is distributed throughout the
body, especially in skeletal tissue, only a small amount
being left in the extracellular fluid (ECF). So, the patient
having lower body volume, will have higher serum drug
concentration 1313, Bangladeshi women usually have

lower body mass, and mean body weight of pregnant
women is 53 kg!6. Maintenance of optimum magnesium
level in the ECF may be the reason of lesser recurrence
of convulsion during MagSO, therapy. Total dose of
MagSO, used in this study for both the groups was
almost half of the dose regimen introduced by Zuspan'’
and also Pritchard'®. Pritchard et al showed repeated
recurrent convulsion in two women having pre-
pregnancy weight of 130 kg and 180 kg!?.
Consciousness regained significantly in both groups,
only 12.50% in group-A and 13.15% in group-B required
more than 24 hours. This finding is almost similar to
another previous study®. On an average, less than one
hour was required to control convulsion in more than
90% patients in both the groups. This finding is also
similar to other previous studies®!.
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Maternal complication occurred in 6% patients of both
groups. Pulmonary oedema, which is the commonest
complication in eclamptic patients®, developed in two
patients, one in each group. Maternal death was 2%
and 4% of patients in study and control groups
respectively. This finding is also similar to those of other
studies®*!1. [n group-A, one patient died due to cardiac
arrest during recovery from anaesthesia. Adequate care
should be taken during giving anaesthesia to the
patients who are on MagSO, as the therapeutic agent
may potentiate the action of some anaesthetic
medications. In group-B, causes of death were
pulmonary oedema and renal failure. Patient who died
from pulmonary oedema in postoperative period was
-admitted with high blood pressure (190/120 mm of Hg).
Therefore, parenteral fluid should be given very
cautiously to minimize this complication. Dialysis was
done for the patient who had renal failure. The later
patient had history of several episodes of convulsion
before admission into the hospital but did not have
oliguria.

Eclampsia is a multi-organ disorder and mortality
depends on the severity of organ damage. None of the
patients developed any serious side effect or toxicity of
the drug in this study. Therefore, none of both doses
schedule probably had any effect on mortality. Number
of perinatal death had no significant difference between
two treatment groups (P=0.4237) and the finding well
correlates with those of other studies 2022, However,
there are reports in which much lower perinatal death
rates have been found®, may be due to improved neonatal
care and better ICU facilities. Findings of this study, as
revealed in above discussion, clearly suggest that only
loading dose of MagSO, should be sufficient to control
convulsion in majority of patients of eclampsia, at least
it is equally effective as that of maintenance dose
therapy. If so, it would definitely be cost-effective
because it would save cost of an extra 18-30 gm of
MagSO,, and additional manpower and other related
costs.

Although the effectiveness of MagSO, as an
anticonvulsant is well established, still its use is confined
only to some tertiary care centres and in most of the

67

places previous standard regimen is followed. Only
loading dose has some advantages like it would not
require frequent monitoring and therefore may be used
in primary health care centres at least prior to referral to
atertiary care hospital. This rapid and simple intervention
may also significantly reduce the maternal morbidity
and mortality.
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Summary :

the study. There was no evidence of any neurological
ife in the neither was there any focal

25

Age related brain atrophy among male and femal
population was compared by computerized tomographic (CT)
quantitative measurement on 219 non-smoker population
between 40 and 70 years of age. Subjects having hyper
diabetes mellitus and those with history of chronic alcohol
abuse and long-term steroid treatment were excluded from

Introduction :

Sex has positive relation to various organ development
and aging changes. It is related to difference of hormonal
distribution and life style of the two sexes. It is commonly
believed that female brain undergo atrophic changes
more than the male brain in relation to age. Central
nervous system is nourished by the carotid and vertibral
artery systems. 1f these feeding systems are jeopardized
by atherosclerotic process, the brain tissue will suffer
from chronic under nutrition. Ultimately there will be
brain atrophy. There are many factors causing gradual
reduction of brain blood supply. Atherosclerosis is the
commonest among these. Again the atherosclerotic
process is enhanced by smoking, hyperlipidaemia,
diabetes mellitus and similar other causes.

Aging change in the central nervous system constitutes
amajor public health problem globally. For this reason
WHO declared in 1981 that there is an urgent need to
study the risk factors in brain aging for the prevention
of mental deterioration!. It has been proved by many
pathological studies that the weight of brain and the
number of neurons decrease during normal aging. By
the turn of the last century i.e. after the invention of
computed tomography (CT) it has been made possible
to observe a living human brain non-invasively. Huclman
in 1975 defined non-specific brain volume reduction
observed in normal aged people by CT as brain atrophy?,
Brain atrophy has been affected by various factors eg,
hypertension®, steroid treatment*S, chronic
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pntholagy in brain CTs. Brain atrophy Index (BAI), which
is a quantitative marker of brain atrophy, was calculated
Jfrom brain CT of each subject. No significant difference in
BAT was found between males and females.

(J Bangladesh Coll Phys Surg 2003; 21 : 69-72)

alcoholism®7 and smoking. In Bangladesh no
investigation has been done to look into sex difference
in brain atrophy, which has stimulated to conduct this
study on Bangladeshi people.

In this study, it has been tried to see the effect of sex on
brain atrophy quantitatively in the course of aging. Brain
atrophy index (BAI), quantitative marker of brain
atrophy®® was used for the evaluation of atrophy of
the brain of Bangladeshi people by CT.

Materials and Methods:

A total of 219 subjects aged from 40 -70 years were
studied by brain CT scan. There were 110 males and 109
age matched females. They were non-smoker,
normotensive, non-diabetic and non-alcoholic. Subjects
on long-term steroid were also excluded from the study.
All subjects had visited the outpatient clinic complaining
of various symptoms such as headache, vertigo or
fainting but there were no clinically visible neurological
manifestation or focal abnormalities in CT scan. There
were no significant differences in symptoms between
male and female sexes (Table -I).

Clinical evaluation of each subject including a detailed
history, alcohol consumption and smoking history,
physical examination were performed. Electro-
cardiograph, chest X--ray, blood and urine sugar, serum
total cholesterol, triglyceride, HDL and LDL cholesterol
were also estimated

Patients with any previous history of cerebrovascular
disease, head trauma, brain tumour or mental impairment
were excluded.

A total of 10 brain CT of each 10 mm thickness was
taken from each subject at 20 mm above the orbit-mental
line for men and 18 mm for women by use of a CT scanner.
Images were processed on a 256x256 matrix with a pixel
size of 1.0x1.0x10 mm? and filtered with Gaussian
Smoothing. Brain atrophy was measured by following
the methods of Ito et al® and Yamaura et al'?. The mean
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CT number of each tissue (bone, cerebrospinal fluid
and brain) was measured at about 1000, 4 and 32
Hounsfield units (HU) respectively. According to the
basic experiments, the border between any two materials
is expressed by the average CT of the two. Thus, the
bordering CT number of ventricles and brain should be
[18 = (32+4)/2). The Pixels within the region of interest
set along the skull for each CT image were divided into
three groups according to their CT number: bone, over
500 HU; brain, 18 to 499 HU : and cerebrospinal fluid
(CSF), under 18 HU. The total number of each pixel was
summed up for every section excluding the lowest figure
which was blurred by artifacts from the skull-base.

BAI, which was the percentage of the CSF volume to the
cranial cavity volume, was calculated in order to standardize
the different size of craniums among the subjects as follows:

Table-I

CSF space volume

BAI (%) X100

Cranial cavity volume

After measuring the BAI of both males and females,
Student’s T-test will be done to see the significance of
role of sex on BAIL.

Results :

The subjects were divided into age categories with class
interval of 10 years between 40 and 70 years and
dichotomized according to gender in each group. Table-
1 shows the symptoms of study subjects but there was
no significant difference in symptoms present between
males and females. Table-II shows the BAI of males and
females but there was no significant difference in brain
atrophy index (BAI) between them.

Age (years)

4049 50-59 60-70

M F M F M F
Headache 10 11 19 19 13 10
Vertigo 04 13 12 08 (0]
Fainting (13 06 ® 09 06 07
Neuralgia 2 (13 05 ® 06
Neck ache 01 01 [0} 03 (03] 06
Total % % 49 48 37 37
Chi-square NS NS NS
(Male versus female)
NS-Not-Significant.

Age Years
4049 50-59 60-70

Male

Number pal L 45

Age 44428 56.7+2.2 66.2+3.0

BAI 2.15£0.74 248+1.01 3224120
Female

Number pa) 40 H

Age 446+12 54.28+2.7 659+29

BAIL 2.02+0.83 2.52+0.98 332+1.18
Significance p=NS p=NS p=NS

Values are means +SD, ‘p’ are determined by, the values of males and females by Student’s t-test, NS - not significant.
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Fig -1 : Comparison of Brain atrophy index (BAI) in
males and females.

Discussion :

Various studies on brain atrophy using brain CT have
been reported. Computed tomography is composed of
a set of pixels with each CT number and counting the
number of pixels with appropriate CT numbers in a
region of interest is the most exact morphometry of CT
images. This principle of CT morphometry was adopted
not only in brain atrophy'!1213 but also in the studies
of other organs such as skull'* muscle!® and fat mass'®.

Everyone has one’s own normal size of brain in
proportion to one’s skull size. Even volume of an
atrophic brain in a large skull may become equal to the
volume of a normal brain in a small skull. Thus in BAI
the percentage of CSF space volume to the cranial cavity
volume is taken as an indicator of brain atrophy.

It is said that brain atrophy is more advanced in female
than male. It is thought that this difference is due to
hormonal variation of the two sexes. But the study of
Kubota et al'7 showed that there were no significant
difference in BAI of non-smoking men and women. Our
finding correlates with the above finding.

Brain atrophy is suggested to represent the non-specific
brain weight reduction which involves the loss of
neurons in the course of aging.The quantitative
measurements of brain atrophy demonstrated that brain
atrophy began around the fifth decade of life and finding
of this study is similar to the above findings!%:!8:19,

In the present study it was tried to find out the effect of
sex on aging but the result of the study clearly showed
that sex has no effect on brain atrophy. That is, there is

7

no significant difference in BAI in males and females of
age from 40 to 70 years (Fig -I). This study thus
disproved the common belief that female brains undergo
more atrophic changes.
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Nuclear Medicine in the Management of Well
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Introduction :

Nuclear medicine has been providing functional data
about the thyroid gland for more than 67 years through
radionuclide uptake and scan. Valuable information on
thyroid diseases is provided by radionuclide techniques.
When a palpable thyroid nodule fails to concentrate
radiotracer, it is termed a cold nodule (Fig. 1) and raises
the possibility of thyroid malignancy. However, for
precise differentiation of benign and malignant cold
nodules it is important to deliberate on the clinical history
and physical examination in addition to thyroid scan,
ultrasound and fine needle aspiration cytology (FNAC).
In the current algorithm for diagnosis of thyroid cancer,
FNAC especially under ultrasound guidance is the first
choice of procedure and is considered to be the best
method to distinguish between benign and malignant
thyroid diseases'->34. The major problem of this
procedure is the impossibility of differentiation between
follicular adenoma and follicular carcinoma because
capsular or venous tumour invasion cannot be
detected®. When FNAC results are suspicious or
unavailable, frozen section is the next best option®.

Incidence of differentiated thyroid carcinoma :

Differentiated thyroid carcinoma (DTC) is a rare cancer
with an age adjusted incidence rate of 0.9 to 5.2 per 100,000
cases per year worldwide”. According to Surveillance
Epidemiology and End Results (SEER) program of the
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(J Bangladesh Coll Phys Surg 2003; 21 : 73-84)

National Cancer Institute the incidence of DTC in women
is twice that in men and peaks early for papillary than for
follicular carcinoma8. Recent reports from USA shows

e
Fig.-1 : Tc99m Scan of thyroid gland showing a cold
nodule in upper pole of right lobe. (Arrow)

that since 1973 there has been nearly 50% annual rise of
thyroid cancer®. In Bangladesh, no baseline data is
available on the incidence of thyroid carcinoma. A random
Joint venture study of the Institute of Post-graduate
Medicine and Research and the Institute of Nuclear
Medicine (INM) in Dhaka revealed that out of 1,858
patients referred to INM for various thyroid disorders,
there were only 2.6 % cases of thyroid cancers!”,

Pathology of thyroid cancer :
There are several subtypes of malignant thyroid tumours
ranging from differentiated indolent micropapillary
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carcinoma, which has no effect on life expectancy, to
anaplastic tumours, which are invariably fatal even with
aggressive treatment'!. The differentiated group of
thyroid cancer (DTC) largely includes the follicular and
papillary variety. These cancers arise from the follicular
epithelium and retain to a variable degree of their ability
to concentrate iodine. Papillary thyroid cancer (PTC)
includes lesions that are pure papillary and also those
with mixed papillary and follicular elements and
constitutes 50% to 80% of all thyroid cancers'213,
Though usually unifocal, multicentricity is seen to occur
in 20% to 25% of patients'®. Lesions less than 1.5 cm in
greatest dimension are not usually detected on routine
palpation and infrequently metastasize to cervical lymph
nodes!4. The clinically detectable type may have
intrathyroidal and extrathyroidal extension depending
upon the size and morphological features of the primary
lesion!5-18,

Follicular carcinoma ( FTC) represents 10% to 20% of all

Tavad

histological tumour pattern and clinicopathological
classification. The different circumstances in each case
will indicate how, on average, DTC will proceed. In
general, the presence of two or more adverse factors in
a given patient leads to a greater cumulative mortality.
Age at the time of diagnosis shows an influence on
subsequent survival with especially high recurrence rate
(40%) during the first two decades of life and after the
age of 60 years®. Gender is also related to prognosis
with twice the risk of mortality seen in men compared to
women®2°, In addition, initial regional invasion, local
recurrence and distant metastases are factors that
adversely influence survival!41011:32.3334 Distant
metastases more frequently occurs to the lungs and
bones, and is known to be associated with worse
prognosis. Metastasis in other parts such as local
recurrences in the thyroid area, mediastinal, cerebral,
hepatic, cutaneus, retro-orbital, pleural and renal sites
is also known to occur. A multivariate analysis by
Bernier et al shows reduced survival in patients who
have to organs other than the bones during

thyroid cancers. FTC may be of two types : encap |
and minimally invasive, or non-encapsulated and
invasive.

As opposed to papillary cancer, follicular cancer is
usually unifocal, tends to occur at an older age than
does papillary cancer (mean age, 55 years versus 45
vears) and is usually larger in size (lesions less than 2
cmis rare)'3,

Recent strong evidence for a genetic basis of DTC has
been reported by several authors'®2%. Though
approximately 5% is dominantly inherited®, there are
several arguments that genetic factors may also be
concerned in the development of sporadic differentiated
thyroid cancer?®. The inherited variety is found to be
more aggressive than its sporadic counterpart??. It
presents at an earlier age, often exhibits more
saltifocality and have more relapses during follow up®.

Prognosis of differentiated thyroid cancer :

Differentiated thyroid carcinomas are well known to have
o excellent prognosis after definitive primary treatment
%k 1otal or near total thyroidectomy and radioiodine
wsiation, and subsequent suppression of endogenous
TSH with thyroid hormones [thyroid hormone
sappression therapy (THST)]?S. The long term survival
 Sewmever cause specific?”2839 and depends on a
somiemation of factors such as age, sex, cell type,

a 5-year and 10-year follow up®>. In the papillary
subgroup however, lymph node metastasis by itself
does not carry any meaningful prognostic information*®
and the likelihood of cure with locoregional disease in
this group is better than FTCY.

Other important predictive factors indicative of excessive
mortality depends upon the morphological features of
the tumour such as nuclear atypia, tumour necrosis and
vascular invasion®®. Early diagnosis and appropriate
selection of initial therapy have important prognostic
implications. Staging system using TNM classification
may correctly stratify mortality rates but it has been
recently criticized to be less than perfect as a guide to
selecting therapy”®. Knowledgeable and systematic
approach to management of DTC is very important.
According to Mazzaferri, early and aggressive treatment
of DTC is likely to render about 90% of patients
permanently free of the disease®®.

Management of differentiated thyroid cancer :

Thyroid cancer is a disease that requires specialist care
and coordinated efforts of an endocrinologist, nuclear
medicine physician, thyroid surgeon and endocrine
pathologist. When treated properly, the differentiated
group of thyroid malignancy is generally compatible
with normal life expectancy®. However, there is much
disagreement regarding its management and in an
attempt to reach a consensus, several guidelines have
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been proposed by key investigators in the field. The
fundamental treatment procedure in most cases however
consists of surgery followed by radioiodine therapy.

Surgery :

Surgery as the initial therapy in the management of DTC
is universally accepted, but the question of lobectomy
versus total thyroidectomy remains an issue for debate.
The main disagreement centres on the extent of surgery
thatis optimal for tumours 1 cm to 4 cm in diameter (T,)
without metastasis®. In general, papillary carcinomas
smaller than 1 cm and minimally invasive, follicular
carcinomas smaller than 4 cm which are unifocal, without
vascular invasion and present in patients with no known
risk factors or history of radiation are termed low risk.
Most would then advocate simple lobectomy in these
patients with the argument that it has little effect on the
prognosis of the patient. The prognostic scoring system
developed from tumour staging relates to the differing
effects of age and histological tumour grading on cancer
recurrence and mortality, and are used by advocates of
simple lobectomy to justify the extent of surgery.
However, comparative studies between lobectomy and
total thyroidectomy for DTC have shown that the 20
year rates of local recurrence and nodal metastasis after
unilateral lobectomy were 14% and 19%, significantly
higher (p=.0001) than 2% and 6% rates seen after bilateral
thyroid lobe resection®®. Moreover, there is also the
risk of recurrence of the disease in the opposite lobe
after lobectomy, reported to be 5% to 10% with
subsequent high incidence of pulmonary metastases*’-
42 These observations appear to be good reasons for
total thyroidectomy as the preferable initial surgical
approach to patients with low-risk carcinoma even
though disagreement continues about the initial surgery
and the indications for total thyroidectomy for patients
at moderate or low risk of cancer mortality (T, N). For
high risk DTC, the National Comprehensive Cancer
Network (NCCN) guidelines recommend total
thyroidectomy and, if lymph nodes are involved, bilateral
central compartment dissection or lateral modified radical
neck dissection as the primary treatment*3.

Radioiodine ablation :

Ablation is used to denote removal of thyroid tissue
remnants after total thyroidectomy. As elaborated by
Hurley et al, the aims of ablation is to prepare the patients
for more definitive treatment by : 1) elevating TSH levels
sufficiently to expose neoplastic tissues to thyrotropin

thereby 3) decreasing the rate of recurrence of cancer*.
There are however controversies about ablation when
the risk of recurrence in the patient is low. Thus the
question whether to ablate or not to ablate is a matter of
lively debate. Opponents of ablation elect to treat low
risk patients with THST after surgery and question the
rationale for radioiodine ablation when there is no
obvious residual disease. Proponents argue that the
decreased recurrence rate and improved survival after
13! ablation treatment is justified enough for the
destruction of residual normal follicular
cells*3:46:47.48.49.27.9 Nonetheless, if ablation is to be
considered it is essential first to assess the size of the
residual thyroid tissue (Fig. 2). A small remnant (smaller
than 2 gm) facilitates postoperative I'3! ablation™. In a
retrospective study of 492 patients with DTC followed
up for five years the effectiveness of radioablation was
found to be directly proportional to the amount of
residual thyroid tissue in the neck’!. Moreover when
the remnant size is large, ablating it with I'3! may cause

Fig.-2 : Remnant in thyroid bed after total
thyroidectomy (white arrow)

complications like radiation thyroiditis with serious pain,
swelling, and sometimes even thyrotoxicosis®2. It is
therefore recommended that large remnants should
undergo a repeat neck surgery to remove the bulk of
thyroid tissue®. Whole body scan with tracer doses of
13! js a routine procedure in many centres to detect
met; before administration of the ablation dose

50 as to facilitate radioiodine uptake into is for
localisation and therapy; 2) removing normal tissue so
as to eliminate extraneous thyroglobulin sources; and

75

(Fig. 3) In many instances, this has been reported to
produce a stunning effect when the therapeutic dose is
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Fig.-3 : Whole body scan with I-131 showing spot views of the neck (A) chest (B) and upper abdomen (C).

Significant thyroid tissue remnant is noted in the thyroid bed (white arrow), Normal stomach activity is noted

(black arrow).

given. The assumption is that a higher diagnostic dose
reduces trapping of tracer by normal thyroid remnants
and the tumour. It thus changes the tumour kinetics of
radioiodine subsequently given for therapy, thereby
reducing its efficacy. Therefore, the higher the dose
for diagnostic information, the greater the potential
reduction in therapeutic effect’®. In the Institute of
Nuclear Medicine, Dhaka, a routine post-operative
baseline thyroglobulin (Tg) estimation followed by
ultrasound and Tc 99m pertechnetate scan are done to
determine the amount and function of the residual

A) ®)
¥4z -4 : Abdominal post therapty scan five days after 200mCi dose for recurrent metastatic papillary carcinoma
% the meck (A) & B. Spot view of the chest (C) demonstrates right and left lung metastasis (arrows) not seen on
ke presherapy scan,

thyroid tissue. A post-treatment whole body scan,
done later after administering 1'*! for ablation,
documents uptake in the remnant and metastases, if
there is any (Fig. 4).

In preparation for I'*! ablation, thyroid hormones are
withheld after surgery to evoke a TSH rise of more than
30 mIU/L in order to maximize I'*! uptake. The
appropriate dose required to ablate a remnant may be
calculated by measuring the weight of the gland and
effective half-life of I'3! or alternatively, a fixed dose
ranging from low 30 mCi to high 100 mCi can be used.

©
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There are controversies regarding the choice of dose
for ablation. Low dose is recommended by many when
the remnant size is small with the explanation that it
avoids hospitalization and whole body radiation, and
lowers cost. Advocates of low dose (30 mCi) further
reason that amounts delivering more than 30,000 rad
(300 Gy) do not result in higher ablation. Alternatively,
some therapists routinely use a higher dose in patients
without evidence of metastastic disease on the initial
postoperative I'3! scan. Beierwaltes recommends a dose
of not less than 100 mCi for residual I'3! uptake in the
thyroid bed. He further suggests that 100 to 149 mCi
ablating dose constitutes adjuvant therapy for occult
metastases not detected by I'*! scanning doses (1-5
mCi) and particularly in cases where the pretreatment
uptake of I'3! is low (<4%)*7. Comparison of the efficacy
of low dose (23-30 mCi), intermediate (> 50 mCi) and
high activities (> 100 mCi) of I'*! made by several groups
was reviewed by Comtois et al who shows a cumulative
success rate of 70% to 83% with a low activity and 60%
to 100% with intermediate or high activities of
radioiodine>*. Failure rates among the low-dose cases
is attributed to the different perception of the definition
of ablation and variation in the extent of surgery”. It is
seen that after near total thyroidectomy, both high and
low activities were most likely to completely ablate the
remnant®>,

When doses higher than 30 mCi is used, hospitalization
and isolation of the patient is required to minimize the
radiation exposure of household members and the
hospital staff. The patient is hospitalized until the
retained radioactivity is less than 1110 MBq (30 mCi) or
the measured exposure rate from the patient is less than
5 mR/hour at one meter. With successful ablation,
defined as the absence of all residual I'*! tissue uptake,
repeat evaluations have been considered adequate at
intervals between six months to one year after initial
ablative attempt®>#4. Most authors agree that with
residual I'*! radioactivity in the neck, repetitive doses
should not be given earlier than six months, but probably
at intervals not to exceed one year, to ensure prompt
attention to those patients with suspected extrathyroidal
disease®

Thyroid hormone suppression therapy (THST) :
Thyroid hormone in the form of L-thyroxine is begun 24
hours following the ablation dose of I'**, The purpose
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of thyroid hormone replacement is two fold. It renders
the patient euthyroid and at the same time suppresses
TSH to an optimal level to keep the disease under
control. Therefore, an appropriate thyroxine dose is that
which reduces serum TSH to just below lower limit of
normal range for the assay being used®. Generally,
THST is found to be effective in the management of
differentiated thyroid cancer. Recurrence rates, including
those of distant metastases, are significantly reduced
with L-thyroxine therapy?®. Thyroid hormone
replacement is particularly important in those patients
in whom large tumour loads would suggest that initial
treatment might not be totally successful in the
destruction of all thyroid cancer metastases'>. Serial
Tg estimations showing rising Tg levels under adequate
T, suppression would generally indicate recurrence and/
or progression of DTCY7,

Radio-iodine therapy :

After total thyroidectomy and ablation of thyroid
remnants, the therapeutic efforts with radioiodine (I'3!)
directed towards metastatic disease is referred to as
radio-iodine therapy. Radioactive iodine is an important
therapeutic option for the treatment of metastatic thyroid
carcinoma. However, the radiation dose delivered
depends upon the ability of the target cells to
concentrate radioiodine. This is true both for ablation
as well as for therapy. It is therefore critical to expose
the metastatic cells to elevated TSH so as to facilitate
and maximize I'3! uptake. Therefore, in addition to
withdrawal of thyroid hormone, low iodine dietary
therapy (50 mg/day) with or without diuretics to waste
iodine is recommended by some authority. It is found
that low iodine can raise thyroidal I'3! uptake in
metastases and can double the Gy per 100 mCi I'3!
administered®%:61.70, Generally, low iodine dietary
therapy consists of restricting iodized salt, dairy
products, eggs, and seafood two weeks before 113!
administration and continued for several days thereafter
971, There are three classical approaches to the selection
of dose for therapy : 1) empiric fixed doses, 2) quantitative
tumour dosimetry and 3) upper bound limits that are set
by blood and whole body dosimetry’2.

The empiric fixed doses are generally given in amounts
that will not cause severe radiation sickness or produce
serious damage to critical organs. This is the simplest
and most widely used method. In general, lymph node
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metastases too small to excise are treated with about
100 to 175 mCi; cancer growing through thyroid capsule
are treated with about 150 to 200 mCi and patients with
metastases to distant organs including the lungs are
usually treated with 200 mCi*%72, With this amount of
dose the whole body radiation is kept to less than 80
mCi at 48 hours, which is the accepted cut-off point for
radiation to avoid lung injury in patients with diffuse
lung metastases’> 7475,

The quantitative tumour dosimetry approach calculates
the optimum effective dose by estimating I'>! uptake
and retention within the tumour. The advantage of this
method is that it avoids ineffective and/or excessive
radiation to the patient. Since tumours that concentrate
less than 3,500 rads (35 Gy) are unlikely to respond to
1'3! therapy3%-72, this method allows for consideration
of alternate modes of therapy (surgery, external radiation
and/or medical therapy) for those patients with tumours
having inadequate radioiodine concentration.

Main disadvantage of the tumour dosimetry method is
the difficulty in estimation of size of metastases and/or
size of remnant to make the necessary calculations for
precise dose requirement.

Benua et al pioneered the third method, which utilizes
blood and whole body I'3! dosimetry to calculate and
administer the largest safe dose of radioiodine™. In
common, estimation is made to deliver 200 cGy to the
blood keeping the whole body retention less than 120
mCi at 48 hours and amount in the lungs less than 80
mCi when there is diffuse pulmonary uptake’>. The
maximum administered dose with this method is kept at
300mCi.

Since survival in patients with metastases that
concentrate radioiodine is better than those whose
metastatic lesions do not take up radioiodine, many novel
sechniques have been employed to maximize I'*! uptake
s therapy. One such innovative strategy is the use of
“sseum carbonate which has been reported to show a
“wo-fold average increase in radiation dose to the
smesastatic tumour’®. Another potential adjuvant is
sstomenc acid. Initial studies using this agent has shown
gessve results’’. The in-vitro demonstration by Van
Herie o0 2 of improved radioiodine trapping and TSH
Semdimgz by follicular cells in the presence of
&eseniating agent 13-cis-retinoic acid has prompted

the use of this agent for redifferentiation of those
tumours which will not concentrate radioiodine.

Post-treatment scans are recommended to document
1'31 yptake in the tumour and to detect previously
unknown foci of metastases. It is critical that immediate
post-therapy imaging be performed when retained levels
of radioactive iodine are less than but near 30 mCi'>.
The post-therapeutic whole body scan can reveal
metastatic deposits that are not discernible with
diagnostic doses of I'3! whole body scan.

Complications of radioiodine tr t:
Radioiodine treatment may be accompanied by potential
immediate or delayed complications. Acute radiation
sickness is an immediate effect which is seldom seen at
dosage of less than 200 mCi, but when it occurs it may
be seen as early as 12 hours. The usual symptoms
reported by a large number of patients are nausea,
vomiting, headache and fatigue’. These effects are
usually transient and can be easily averted by
pre-medication and assurance. Sialedenitis is another
common problem that can be minimized by ensuring
increased salivary flow by sucking on hard candies or
lozenges. Acute bone marrow effects have been
observed which is reflected by transient anaemia,
leukaemia and thrombo-cytopaenia’* %0, Other acute
complications include radiation thyroiditis’*7%51:52,
tongue symptoms®?, pain and swelling at the metastatic
site when the lesion is large”>84, Thyroid storm, though
very rare, has also been reported to occur in patients
with hyperfunctiong metastasis®®. By far the more serious
acute complications are oedema and haemorrhage that
may occur as a result of soft tissue reaction induced by
113! uptake in the tumour and metastases. Cerebral
oedema, spinal cord compression®®, stridor, vocal cord
paralysis’>%* and transient peripheral facial nerve
palsy®® may occur depending on the location of the
metastatic lesion. Pretreatment with corticosteriods and
mannitol, and close observation may be useful to avert
potential serious complications of therapy in patients
with a potentiality for these side effects® 74848990,
Surgical debulking of spinal lesions and surgery for
operable brain metastases may be considered if
possible36:87, Of particular concern are the late
complications such as ovarian and testicular damage,
developmental defects caused by I'*!, bone marrow
damage, leukaemias, induction of second tumours and
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pulmonary fibrosis. Both ovarian failure®! and
azoospermia®>“? have been reported after treatment for
thyroid cancer . However, in a study by Sarkar et al, no
significant decrease in fertility could be demonstrated
in patients so treated®.

Developmental defects in the offspring of the patients
treated by radioiodine is not significantly different from
that in general population®. Serious and permanent
effects reported with high cumulative doses of
radioiodine, over 1000 mCi, are leukaemia, and bladder
and colon cancer*. Acute myeloid leukaemia as a
complication of radioactive iodine therapy may occur
within two to 10 years of treatment®. Those patients
who have received the greatest amount of radioiodine
in the shortest of time interval appear to be the most
susceptible to develop leukemiad444969, The benefit
of 113! therapy however outweighs the life time risk of
leukaemia which is very low (0.33%)°”. Pneumonitis and
pulmonary radiation fibrosis are other complications that
have been observed when whole body radiation dose
exceeds the safety limit®8.

Monitoring for recurrences :

Follow up is essential in DTC for early, identification
and localization of residual/recurrent and metastatic
thyroid disease. , When total thyroidectomy and
radioiodine ablation have been the initial treatment, three
powerful tools are available for the follow-up of patients
:I) basal and TSH-stimulated serum Tg measurement, 2)
whole body I'3! scan (WBS) and 3) neck ultrasound,
The NCCN guidelines recognizes diagnostic scanning
with I'3! and measurement of serum Tg levels as the
mainstay of follow-up.

Serum thyroglobulin level measurement :

Thyroglobulin produced by the thyroid follicular cells
is a sensitive marker for detection of DTC metastases in
athyrotic patients. Serum Tg has a half life of 65 hours
and its determination for postoperative follow up should
be performed at least 25 days after thyroidectomy to
permit an accurate baseline Tg level®®. It may however
remain detectable for up to a year after treatment before
becoming undetectable®”- Nevertheless, serial Tg
measurement is a useful guide since a progressively
rising level from baseline would generally indicate
recurrence of DTC?’, The NCCN guidelines advocate
TSH stimulated serum Tg measurements, done either
during thyroid hormone withdrawal or stimulation with
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thTSH (thyrogen). The use of thTSH-stimulated Tg
testing without scan is a useful tool that enables the
identification of recurrent disease well before diagnostic
WBS becomes positive®!-92, The particular usefulness
of this method has been shown by the identification of
cancer in low risk group of patients previously thought
free of disease on the basis of undetectable Tg levels
while undergoing THST®. The identification of residual
and metastatic disease is reported to be high with
combined use of rthTSH-stimulated WBS and Tg6462,
Patients are rarely found to have DTC when two post-
ablation scans are negative® and the serum Tg values
less than 2 ng/ml during thTSH stimulation® or less
than 5 ng/ml after thyroid hormone withdrawal®.
However, there may be false elevation of Tg in the
presence of anti-thyroglobulin antibodies that are found
to be present in 25% of patients with DTC®”. Therefore,
routine screening for anti-thyroglobulin antibodies
before measuring serum Tg levels is recommended™’.

Whole body scanning with I'’! :

Diagnostic whole body scanning with 1'*! is used to
identify functioning metastases that will take up 131,
Therefore, itis critical to withhold thyroid hormone so
as to increase TSH level to more than 30 mU/ml.
Alternatively, recombinant human rhTSH can be used,
if available, to facilitate monitoring of thyroid cancer
recurrence or persistence without the attendant
morbidity of hypothyroidism seen after thyroid hormone
withdrawal. The finding of an abnormal focus of I'3!
radioactivity would then prompt a repeat therapeutic
attempt but it is important to exclude false positive scans
which may occur due to presence of physiological body
secretions.

Two or three yearly followed visit without evidence of
residual metatases by diagnostic imaging and normal
ancillary studies such as chest X-rays and Tg levels,
less frequent evaluations need to be performed, but
recurrence of thyroid carcinoma has been seen in some
patients at extended period after initial treatment.
Usually, 5-year interval after the fifth year post-therapy
anniversary is recommended to study such potentially
cured patients®>. Due to the increased incidence of
complications and morbidity, the frequency of therapy
needs to be limited. Most authors agree that treatment
should be limited to once yearly intervals, except in the
presence of highly aggressive neoplasms. 33
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Neck ultrasound :

Neck ultrasound is a very useful method to assess
residual lobe in patients with lobectomy and to
distinguish benign from metastatic lymphadenopathy.
The salient ultrasound features of a metastatic node
include spherical shaped nodes (versus elongated
nodes), loss of hilar echogenecity and overall increased
echogenecity. The suspicious looking nodes then can
be further evaluated by ultrasound guided FNAC.

Conclusion :

Therapeutic efficacy of 1'31 depends on many
prognostic factors related to both the patient and the
tumour. The most important of these considerations is
the capacity of the tumour to concentrate and retain
enough radioiodine to achieve therapeutic effect. In
tumours that are iodine avid, tremendous impact on
subsequent course of the disease can be expected. Many
studies report significantly improved survival rates when
the treatment protocol included total thyroidectomy,
radioiodine therapy and THST. On the other hand, even
despite these positive effects it is reported that as many
as 20% of the patients will have disease recurrences
and metastases. Though 50% recurrences appear in the
first five years, metastases have been reported to occur
even decades after initial therapy®2. Prolonged follow
up is therefore very important. Another critical aspect
of DTC is the lack of adequate concentration and
retention of I'3! about half to two-third of the
metastases®®1%0, Certain tumours may exhibit Na-I
symporter (LNIS) expression while post-transcription
events may cause LNIS dysfunction in others!01:102:103
resulting in poor radioiodine uptake. This phenomenon
is commonly observed in patients older than 40 years of
age and in Hurtle cell cancer'®. These circumstances
pose major problems and becomes a challenge to clinical
management. Novel treatment strategies utilizing
adjuvant agents such as lithium carbonate, retinoic acid
and modulation of NIS expression and/or activation etc.
holds promise for improving management in individual
situation. Finally, planned multimodality approach for
wreatment of DTC is the key to curing majority of the
patients with uncomplicated disease. New initiatives
needs to be evaluated and planned for the specific group
of patients with precedented and/or unprecedented
cause specific adverse outcome.
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CASE REPORT

Rare Location Ectopic Pregnancy - A Case Report
K BEGUM, Fcps!, TIMA FARUQ, Fcps?, S JAHAN, Fcps?

Summary : pain in the lower abdomen, blood stained discharge per
Pregnancy in an accessory horn of the uterus is very difficult ~ vagina and shock. Laparotomy revealed a rupture of
to diag both clinically and uli graphically. This g rudi .V"g{"

paper presents a case report of ruptured pregnancy at right
sided accessory horn of bicornuates uterus following
spontaneous conception, in a 25 years old multigravida,
who presented at 12 weeks of gestation with sudden severe

Introduction :

Pregnancy in a accessory horn of the uterus is a rare
entity with an estimated incidence of one in every 100.000
maternities'. It refers to a condition where implantation
of the blastocyst occurs in the cavity of the rudimentary
accessory horn of the uterus. The horn does not always
communicate with the uterine cavity?. It represents a
high rate of maternal mortality because of growth and
secondary repture of the zone of implantation in
advanced ages, resulting in severe haemodynamic
decompensation® Pre-operative diagnosis is very
difficult to establish. In some respects, it resembles the
interstitial type of tubal pregnancy and may even give
rise to confusion at operation.

Here, a case of ruptured ectopic pregnancy at right
accessory horn of uterus is reported.

Case report :

A 25 years old woman of third gravida and second para,
presented with history of amenorrhoea for about three
months, lower abdominal pain for two days and blood
stained discharge for one day. She could specify the
date of her last menstruation and had symptoms of early
pregnancy. She was experiencing dull aching pain in
the lower abdomen for two days which became severe
four to five hours before admission. The patient was
complaining of’ pain radiating to the right
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y horn of the
uterus resulting in huge h Its di 7
difficulties, surgical management and outcome have been
discussed.

(J Bangladesh Coll Phys Surg 2003; 21 : 85-87)

hypochondrium and tip of right shoulder. According to
the statement of the attendants she was developing
rapidly increasing pallor and deteriorating very fast.

She had a history of regular monthly menstrual periods
every 27-30 days usually lasting four to five days. She
never used any type of contraceptive devices.

She was married for five years and had history of vaginal
delivery of two term babies who died in the early
neonatal period. She had her last childbirth about six
months back. Puerperium was uneventful.

Fig.-1: Pregnancy in noncommunicating right
accessory horn of biocornuate uterus

The patient was clinically dehydrated, ill looking,
severely anaemic but conscious. Her pulserate was 150
/minute and feeble. blood pressure was 60/30 mm of Hg
and respiratory rate was 26 /minute. She was visibly
distressed by abdominal discomfort.

She had a rigid, distended and acutely tender abdomen
and bowel sounds were sluggish. Pervaginal
examination was done which revealed a closed cervix,
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Fig.-2 : Ruptured right accessory hom pregnancy

slight blood stained discharge and a tender soft uterus
of about eight to nine weeks size. There was pain on
rocking of the cervix, and the fornices were full and
tender. An acutely tender irregular mass was palpable
through the right fornix but the exact size and
consistency could not be detected because of extreme
tenderness. An emergency ultrasonography was done
which had a comment of ruptured ectopic pregnancy
with an intraabdominal dead foetus of about 12 weeks
size.

A preliminary diagnosis of ruptured ectopic pregnancy
was made and laparotomy was done under general
anaesthesia. There was huge haemoperitoneum and a
ruptured right accessory horn of the uterus with a foetus
of about 12 weeks size in the peritoneal cavity. Placenta
was found adherent to the cornu. There was no
communication of the horn with the uterine cavity.
Resection of the accessory horn was done along with
removal of the right tube and product of conception.

Fig.-3 : Resected accessory horn along with the
adherent placenta and foetus

Thorough peritoneal toileting was also done before
closure. Total six units of crossmatched whole blood
was transfused. Her postoperative recovery was
uneventful.

Discussion :

Cornual pregnancy is a very rare form of ectopic
pregnancy occurring in atretric rudimentary horn of a
bicornuate uterus®. It accounts for a maternal mortally
of 5%. The rudimentary horn does not always
communicate with the rest of the uterine cavity in which
case it is assumed that spermatozoa ascend through
the other horn and tube and fertilize an ovum in the
peritoneal cavity® or in the tube connected to the
rudimentary horn’. This then enters the tube of the
rudimentary horn. The concerned ovum is usually
coming from the ovary on the same side of the
rudimentary horn®.

The general and local reactions are same as for tubal
pregnancy. An important feature is that the sac is
surrounded by myometrium and even though this is
poorly developed it can support the pregnancy’s growth
for a longer time than can the tube or ovary. Rupture of
the horn usually takes place between twelvth to
twenteeth week and when it occurs it is more likely to
result in a catastrophic haemorrhage.

Symptoms are nonspecific, resembling those of a
reputured tubal pregnancy though the gestation at the
time of rupture tends to be more advanced and the shock
may be profound. Typically abdominal pain proceeds
which coincide with the rupture early in the second
trimester' . Before the rupture, the condition is most likely
to be confused with a painful leiomyoma complicating
pregnancy. The pregnant horn differs from a myoma in
that it can be felt to contract.

In some respects, cornual pregnancy resembles the
interstitidl type of tubal pregnancy and many authors
presented the two conditions synonymously*7-13. A
distinguishing feature is the insertion of the round
ligament which is always lateral to a cornual pregnancy”.
Angular pregnancy is a related term, when there is
implantation of the conceptus into the cornu of the
normal uterus causing asymmetrical enlargement. The
asymmetry disappears by the twelvth week.

Diagnosis is usually made at laparotomy. But high
resolution ulrasonography may give a near concluding

&
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diagnosis. Laparotomy is preferable to laparoscopy?.
Excision of the rudimentary horn and salpingectomy is
the usual treatment!. If the endometrial cavity of” the
remaining horn is entered during the operation,
caesarean section is a reasonable mode of delivery for
any subsequent pregnancies'. Though extremely rare,
cornual pregnancy associated with initial transformation
to choriocarcinoma has been reported in the literature!S.
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INTERNATIONAL COMMITTEE OF MEDICAL JOURNAL EDITORS*

In the 12 years since it was first published, the “Uniform
Requirements for M ipts Sub d to Biomedical
Journals” (the Vancouver style), developed by the International
Committee of Medical Journal Editors, had been widely
accepted by both authors and editors; over 400 journals have
stated that they will consider manuscripts that conform to its
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journals published in English met in Vancouver, British
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developed for the Vancouver group by the National Library of
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The Vancouver group evolved into the International Committee
of Medical Journal Editors. Over the years, the group has revised
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Over 400 journals have agreed to receive manuscripts prepared
in accordance with the requirements. It is important to
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not.
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prepare manuscripts, not to editors on publication style. (But
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many journals have drawn on these requirements for elements
of their manuscripts in the style).
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specified in these requirements, editors of the participating
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Requirements for M; ipts Submitted to Biomedical
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journal and the types of papers that may be submitted - for
example, original articles, instructions are likely to contain
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copies of ipts, acceptable 1 length of articles,
and approved abbreviations.

Participating journals are expected to state in their instruction
to authors that their requirements are in accordance with the
“Uniform Requirements for Manuscripts Submitted to
Biomedical Journals” and to cite a published version.
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British Medical Association, Tavistock Sq., London WCIH 9
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secretariat services for the International C: of Medical
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other journals. Papers intended for other journals should be
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with title and footnotes on a separate page); and legends for
illustrations.

Illustrations must be of good-quality, unmounted glossy prints,
usually 127 x 173 mm (5 x 7 in.), but no larger than 203 x 254
mm (8 x 10in.).

Submit the required number of copies of manuscript
and figures (see journal’s Instructions) in a heavy paper
envelope. The submitted manuscript should be
accompanied by a covering letter, as described under
Submission of Manuscripts, and permissions to
reproduce previously published material or to use
illustrations that may identify human subjects.

Follow the journal’s instructions for transfer of copyright.
Authors should keep copies of everything submitted.

PRIOR AND DUPLICATE PUBLICATION

Most journals do not wish to consider for publication a
paper on work that has already been reported in a
published paper or is described in a paper submitted or
accepted for publication elsewhere. This policy does
not usually preclude consideration of a paper that has
been rejected by another journal or of a complete report
that follows publication of a preliminary report, usually
in the form of an abstract. Nor does it prevent
consideration of a paper that has been presented at a
scientific meeting if not published in full in a proceedings
or similar publication. Press reports of the meeting will
not usually be considered as breaches of this rule, but
such reports should not be amplified by additional data
or copies of tables and illustrations. When submitting a
paper an author should always make a full statement to
the editor about all submissions and previous reports
that might be regarded as prior or duplicate publication
of the same or very similar work. Copies of such material
should be included with the submitted paper to help the
editor to decide how to deal with the matter.

Multiple publication - that is, the publication more than
once of the same study, irrespective of whether the
wording is the same is rarely justified. Secondary
publication in another language is one possible
justification, provided the following conditions are met

(1) The editors of journals concerned are fully
informed; the editor concerned with secondary
publication should have a photocopy, reprint, or
manuscript of the primary version.

(2) The priority of the primary publication is respected
by a publication interval of at least two weeks.

(3) The paper for secondary publication is written for
a different group of readers and is not simply a
translated version of the primary paper, an
abbreviated version will often be sufficient.

(4) The secondary version reflects faithfully the data
and interpretations of the primary version.

(5) A footnote on the title page of the secondary
version informs readers, peers, and documenting
agencies that the paper was edited and is being
published, for a national audience in parallel with a
primary version based on the same data and
interpretations. A suitable footnote might read as
follows: “This article is based on a study first
reported in the [title of journal with full reference].”

Multiple publication other than as defined above is not
acceptable to editors. If authors violate this rule they may
expect appropriate editorial action to be taken.

Preliminary release, usually to public media, of scientific
information described in paper that has been accepted but not
yet published is a violation of the policies of many journals.
In a few cases, and only by arrangement with the editor,
preliminary reiease of data may be acceptable - for example,
to warn the public of health hazzards.

PREPARATION OF MANUSCRIPT

Type the manuscript on white bond paper, 216 x 279 mm
(8.1x 111in.) or ISO A4 (212 X 297 mm), with margins of
atleast 25 mm (1 in.). Type only on one side of the paper.
Use double spacing throughout, including title page,
abstract, text, acknowledgments, references, tables, and
legends for illustrations. Begin each of the following
sections on separate pages: title page, abstract and key
words, text, acknowledgments, references, individual
tables, and legends. Number pages consecutively,
beginning with the title page. Type the page number in
the upper or lower right-hand corner of each page.

Title Page

The title page should carry (a) the title of the article,
which should be concise but informative; (b) first name,
middle initial, and last name of each author, with highest
academic degree (s) and institutional affiliation; (c) name
of department (s) and institution (s) to which the work
should be attributed; (d) disclaimers, if any; (e) name
and address of author responsible for correspondence
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about the manuscript; (f) name and address of author to
whom requests for reprints should be addressed or
statement that reprints will not be available from the
author; (g) source (s) of support in the form of grants,
equipment, drugs, or all of these; and (h) a short running
head or foot line of no more than 40 characters (count
letters and spaces) placed at the foot of the title page
and identified.

Authorship

All persons designated as authors should qualify for
authorship. The order of authorship should be a joint
decision of the co-authors. Each author should have
participated sufficiently in the work to take public
responsibility for the content.

Authorship credit should be based only on substantial
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 approval of the version to be published.
Conditions (a), (b), and (c) must all be met. Participation
solely in the acquisition of funding or the collection of
data does not justify authorship. General supervision
of the research group is also not sufficient for authorship.
Any part of an article critical to its main conclusions
must be the responsibility of at least one author.

A paper with corporate (collective) authorship must
specify the key persons responsible for the article;
others contributing to the work should be recognized
separately (see Acknowledgments).

Editors may require authors to justify the assignment of
authorship.

Abstract and Key Words

The second page should carry an abstract (of no more
than 150 words for unstructured abstracts or 250 words
for structured abstracts). The abstract should state the
purposes of the study or investigation, basic procedures
(selection of study subjects or laboratory animals;
observational and analytical methods), main findings
(give specific data and their statistical significance, if
possible), and the principal conclusions. Emphasize new
and important aspects of the study or observations.

Below the abstract provide, and identify as such, 3 to 10
key words or short phrases that will assist indexers in
crossindexing the article and may be' published with
the abstract. Use terms from the medical subject;

headings (MeSH) list of Index Medicus; if suitable MeSH
terms are not yet available for recently introduced terms,
present terms may be used.

Text

The text of observational and experimental articles is
usually but not necessarily divided into sections with
the headings Introduction, Methods, Results, and
Discussion. Long articles may need subheadings within
some sections to clarify, their Content, especially the
Results and Discussion sections. Other types of articles
such as case reports, reviews, and editorials are likely
to need other formats. Authors should consult individual
journals for further guidance.

Introduction

State the purpose of the article. Summarize the rationale
for the study or observation. Give only strictly pertinent
references, and do not review the subject extensively.
Do not include data or conclusions from the work being
reported.

Methods

Describe your selection of the observational or
experimental subjects (patients or laboratory animals,
including controls) clearly identify the methods,
apparatus (manufacturer’s name and address in
parentheses), and procedures in sufficient detail to allow
other workers to reproduce the results. Give references
to established methods, including statistical methods
(see below); provide references and brief descriptions
for methods that have been published but are not well
known; describe new or substantially modified methods,
give reasons for using them, and evaluate their
limitations. Identify precisely all drugs and chemicals
used, including generic name (s), dose (s) and route (s)
of administration.

Ethics

When reporting experiments on human subjects indicate
whether the procedures followed were in accordance
with the ethical standards of the responsible committee
on human experimentation (institutional or regional) or
with the Helsinki Declaration of 1975, as revised in 1983.
Do not use patients’ names, initials, or hospital numbers,
especially in any illustrative material. When reporting
experiments an animals indicate whether the institution’s
or the National Research Council’s guide for, or any
national law on, the care and use of laboratory animals
was followed.
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Statistics

Describe statistical methods with enough detail to enable
aknowledgeable reader with access to the original data
to verify the reported results. When possible, quantify
findings and present them with appropriate indicators
of measurement error or uncertainty (such as confidence
intervals). Avoid sole reliance on statistical hypothesis
testing, such as the use of P values, which fails to
convey important quantitative information. Discuss
eligibility of experimental subjects. Give details about
randomization. Describe the methods for and success
of any blinding of observations. Report treatment
complications. Give numbers of observations. Report
losses to observation (such as dropouts from a clinical
trial). References for study design and statistical
methods should be to standard works (with pages
stated) when possible rather than to papers in which
the designs or methods were originally reported. Specify
any general-use computer programs used.

Put general descriptions of methods in the Method
section. When data are summarized in the Results
section specify the statistical methods used to analyze
them. Restrict tables and figures to those needed to
explain the argument of the paper and to assess its
support. Use graphs as an alternative to tables with
many entries; do not duplicate data in graphs and tables.
Avoid non-technical uses of technical terms in statistics,
such as “random” (which implies a randomizing device),
“normal,” “significant.” “correlations,” and “sample.”
Define statistical terms, abbreviations, and most
symbols.

Results

Present your results in logical sequence in the text, tables, and
illustration. Do not repeat in the text all the data in the tables
or illustrations; emphasize or summarize only important
observations.

Di ;
Emphasize the new important aspects of the study and
the conclusions that follow from them. Do not repeat in
detail data or other material given in the Introduction or
the Results section. Include in the - Discussion section
the implications of the findings and their limitations,
including implications for future research. Relate the
observations to other relevant studies. Link the
conclusions with the goals of the study but avoid
unqualified statements and conclusion not completely
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supported by your data. Avoid claiming priority and
alluding to work that has not been completed. State
new hypotheses when warranted, but clearly label them
as such. Recommendations, when appropriate, may be
included.
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in text, tables, and legends by Arabic numerals in
parentheses. Reference cited only in tables or in legends
to figures should be numbered in accordance with a
sequence established by the first identification in the
text of the particular table or illustration.

Use the style of the example below, which are based
with slight modifications on the formats used by the
U.S. National Library of Medicine in Index Medicus.
The titles of journals should be abbreviated according
to the style used in Index Medicus. Consult list of
Journals Indexed in Index Medicus, published annually
as a separate publication by the library and as a list in
the January issue of Index Medicus.
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1 Journals

Try to avoid using abstracts as reference; “unpublished
observations” and “personal communications” may not
be used as reft es, although refe es to written,
not oral, communications may be inserted (in
parentheses) in the text. Include among the references
papers accepted but not yet published; designate the
journal and add “In press.” Information from manuscripts
submitted but not yet accepted be cited in the text as
“unpublished observations™ (in parentheses).

(6) Issue with supplement

Gardos G, Cole JO, Haskell D, Marby D, Paine SS, Moore P.
The natural history of tardive dyskinesia. J Clin
Psychopharmacol 1988; 8(4 Supp 1) : 318-37S.

(7) Volume with part
Hanly C. Metaphysics and i : a psych lytic
perspective. Int J. Psychoanal 1988; 69(Pt 3) : 398-99.

The references must be verified by the author (s) against
the original documents. Examples of correct forms of
references are given below

Articles in Journals

(1) Standard journal article List all authors, but if the number

exceeds six give six followed by et al.

You CH, Lee KY, Chey RY, Menguy R. Electro-
gastrographic study of patients with unexplained
nausea, bloating and vomiting. Gastrteonterology 1980
Aug;79(2):311-4.

As an option, if a journal carries continuous pagination

throughout a volume, the month and issue number may
be omitted.

You CH, Lee KY, Chey RY. Menguy R
Electrogastrographic study of patients with unexplained
nausea, bloating and vomiting. Gastroenterology 1980;
79:3114.

Goate AM, Haynes AR, Owen MJ, Fan-all M, James

(8) Issue with part
Edwards L, Meysk F, Levine N. Effect of oral isotretinoin

on dysplastic nevi. ] Am Acad Dermatol 1989; 202P11):
257-60.

(9) Issue with no volume

Baumeister AA. Origins and control of stereotyped
movements. Monogr Am Assoc Ment Defic 1978; (3) : 353-
84.

(10) Not issue or volume
Danoek K. Skiing in and through the history of medicine.
Nord Medicinhist Arsb 1982: 86-100.

(11) Pagination in Roman numerals
Ronne Y. Ansvarsfall. Blodtransfusion till fel patient.
Vardfacket 1989; 13 : XXVI-XXVIL

(12) Type of article indicated as needed

Spargo PM, Manners JM. DDAVP and open heart
surgery [letter]. Anaesthesia 1989:44:363-4. Fuhrman SA,
Joiner KA. Binding of the third component of

LA, Lai LY, et al. Predisposing locus for Alzheimer’s
disease on chromosome 21. Lancet 1989; 1 : 352-5.

(2) Organizati author

The Royal Marsden Hospital Bone-Merrow
Transplanation Team. Failure of syngenetic
bone-marrow graft without preconditioning in
post-hepatits marrow aplasia. Lancet 1977;2 : 742-4.

(3) No author given
Coffee drinking and cancer of the pancreas [editorial]. BMJ
1981;293: 628.

(4) Arzicle in a foreign language

Massone L, Borghi S, Pestarino A, Piecini R, Gambini C.
Localisations palmaires purpuriques de la dermatite
herpetiforme. Ann Dermatol Venereol 1987; 144 : 1545-7.

(5) Volume with supplement

Magni E, Rossont G, Berti F. BN-52021 protects guinea-
pig from heart anaphylaxis. Pharmacol Res Commun
1988; 20 Suppl 5: 75-8.

compl
P

C3 by Toxoplasma gondii [abstract]. Clin
Res 1987;35 : 475A.

(13) Article containing retraction

Shishido A. Retraction notice: Effect of platinum
compounds on murine lymphocyte mitogenesis
(Retraction of Alsabti EA, Ghalib ON, Salem MH. In:
JpnJ Med Sci Biol 1979; 32 : 53-65). Jpn.  Med Sci Biol
1980; 33:235-7.

(14) Article retracted

Alsabti EA. Ghalib ON, Salem MH. Effect of platinum
compounds on murine lymphocyte mitogenesis
[Retracted by Shishido A. In: Jpn J Med Sci Biol 1980;
33:235-7]. JpnJ Med Sci Biol 1979; 32 : 53-65.

(15) Article containing comment

Piccoli A, Bossatti A. Early steriod therapy in IgA
neuropathy: still an open question [comment). Nephron
1989:51:289-91. Comment on: Nephron 1988; 48 : 12-7.
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(16) Article commented on

Kobayashi Y, Fujii K, Hiki Y, Teteno S, Kurokawa A,
Kamiyama M. Steriod therapy in IgA nephropathy: a
retrospective study in heavy proteinuric cases [see
comments]. Nephron 1988; 48 : 12-7. Comment in:
Nephron 1989; 51 : 289-91.

(17) Article with published erratum

Schofield A. The CAGE questionnaire and
psychological health [published erratum appears in Br.
J Addict 1989; 84 : 701]. Br J Addict 1988; 83 : 761-4.

Books and Other Monographs

(18) Personal author(s)

Colson JH. Armour WJ. Sports injuries and thier
treatment. 2nd rev. ed. London: S. Paul, 1986.

(19) Editor(s). compiler as author

Diener HC, Wilkinson M, editors. Drug-induced
headache. New York: Springer-Verlag, 1988.

(20) Organization as author and publisher

Virginia Law Foundation. The medical and legal
implication of AIDS. Charlottesville: The Foundatin,
1987.

(21) Chapters in a book

Weinstein L. Swartz MN. Pathologic properties invading
microogranisms. In: Sodeman WA Jr. Sodeman WA.
editors. Pathologic physiology: mechanisms of disease.
Philadelphia, 1974: 457--72.

(22) Conference proceedings

Vivian VL, editor. Child abuse and neglect: a medical
community response. Proceedings of the First AMA
National Conference on Child Abuse and Neglect; 1984
Mar 30-31; Chicago. Chicago; American Medical
Association, 1985.

(23) Conference paper

Harley NH. Comparing radon daughter dosimetric and
risk models. In: Cammage RB. Kaye SV, editors. Indoor
air and human health. Proceedings of the Seventh Life
Sciences Symposium, 1984 Oct 29-31; Knoxville (TN).
Chelsea (ML): Lewis, 1985: 69-78.

(24) Scientific and technical report

Akutsu T. Total heart replacement device. Bethesda (MD):
National Institutes of Health, National Heart and Lung
Institute; 1974 Apr. Report No.:NIH-NHLI-69-2185-4.

%3

(25) Dissertation

Youssef NM. School adjustment of children with
congenital heart disease [dissertation]. Pittsburgh (PA):
Univ. of Pittsburgh. 1988.

(26) Patent

Harred JF, Knight AR, McIntyre JS, inventors. Dow
Chemical Company, assignee. Epoxidation process. US
patent 3,654, 317. 1972 Apr4.

Other Published Material

(27) Newspaper article

Rensberger B, Specter B. CFCs may be destroyed by
natural process. The Washington Post 1989 Aug 7;Sect
A:2(col.5).

(28) Audiovisual

AIDS epidemic: the physician’s role [videorecording].
Cleveland (OH): Academy of Medicine of Cleveland,
1987.

(29) Computer file

Renal system [computer program). MS-DOS version.
Edwarsville (KS): Medi-Sim, 1988.

(30) Legal material

Toxic Substances Control Act: Hearing on S.776 Before
the Subcomm. on the Environment of the Senate Comm.
on Commerce. 94th Cong. Ist Sess. 343 (1975).

(31) Map

Scotland [topographic map]. Washington: National Geographic
Society (US).1981.

(32) Book of the Bible

Ruth 3:1-18. The Holy Bible. Authorized King James
version. New York:Oxford Univ. Press, 1972.

(33) Dictionary and similar references

Ectasia. Dorland’s illustrated medical dictionary. 27th
ed. Philadephta: Saunders, 1988: 527.

(34) Classical material

The Winter’s Tale: act 5, scene 1, lines 13-16. The
complete works of William Shakespeare. London: Rex.
1973.
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Unpublished Material
(35) In press

Lillywhite HB, Donald JA. Pulmonary blood flow
regulation in an aquatic snake. Science. In press.

Tables

Type each table double-spaced on a separate sheet. Do
not, submit tables as photographs. Number tables
consecutively in the order of their first citation in the
text and supply a brief title for each. Give each column a
short or abbreviated heading. Place explanatory matter
in footnotes, not in the heading. Explain in footnotes all
nonstandard abbreviations that are used in each table.
For footnotes use the following symbols, in this
sequence : *1, §, Il L, **, T1......

Identify statistical measures of variations such as
standard deviation and standard error of the mean.

Do not use internal horizontal and vertical rules.
Be sure that each table is cited in the text.

If you use data from another published or unpublished
source obtain permission and acknowledge fully.

The use of too many tables in relations to the length of
the text may produce difficulties in the layout of pages.
Examine issues of the journal to which you plan to submit
your paper to estimate how many tables can be used
per 1000 words of text.

The editor, on accepting a paper, may recommend that
additional tables containing important backup data too
extensive to publish be deposited with an archival
service, such as the National Auxiliary Publication
Service in the United States, or make available by the
authors. In that event an appropriate statement will be
added to the text. Submit such table for consideration
with the paper.

Hlustrations

Submit the required number of complete sets of figures.
Figures should be professionally drawn and
photographed; freehand or type written lettering is
unacceptable. Instead of original drawings,
roentgenograms and other material send sharp, glossy
black-and-white photographic prints, usually
127x173mm(5x7 in.) but no larger than 203x254 mm (8x10
in.). Letters, numbers, and symbols should be clear and
even throughout and of sufficient size that when

reduced for publication each item will still be ligible.
Titles and detailed explanations belong in the legends
for illustrations, not on the illustrations themselves.

Each figure should have a label pasted on its back
indicating the number of the figure, author’s name, and
top of the figure. Do not write on the back of figures or
scratch or mark them by using paper clips. Do not bend
figures or mount them on cardboard.

Photomicrographs must have internal scale markers.
Symbols, arrows, or letters used in the
photomicrographs should contrast with the
background.

If photographs of persons are used, either the subjects
must not the identifiable or their pictures must be
accompanied by written permission to use the
photograph.

Figures should be numbered consecutively according
to the order in which they have been first cited in the
text. If a figure has been published acknowledge the
original source and submit written permission from the
copyright holder to reproduce the material. Permission
is required irrespective of authorship or publisher, except
for documents in the public domain.

For illustrations in color, ascertain whether the journal
requires color negatives, positive transparencies, or
color prints. Accompanying drawings marked to indicate
the region to be reproduced may be useful to the editor.
Some journals publish illustrations in color only if the
author pays for the extra cost.

Legends for Illustrations

Type legends for illustrations double--spaced, starting
on a separate page, with Arabic numerals corresponding
to the illustrations. When symbols, arrows, numbers, or
letters are used to identify parts of the illustrations,
identify and explain each one clearly in the legend.
Explain the internal scale and identify method of staining
in photomicrographs.

UNITS OF MEASUREMENT

Measurements of length, height, weight, and volume
should be reported in metric units (meter, kilogram, or
liter) or their decimal multiples.

Temperatures should be given in degrees Celsius. Blood
pressures should be given in millimeters of mercury.

X
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All hematologic and clinical-chemistry measurements
should be reported in the metric , system in terms of the
International System of Units (SI). Editors may request
that alternative or non-SlI units be added by the authors
before publication.

ABBREVIATIONS AND SYMBOLS

Use only standard abbreviations. Avoid abbreviations
in the title and abstract. The full term for which an
abbreviations stands should precede its first use in the

text unless it is a dard unit of ement

SUBMISSION OF MANUSCRIPTS

Mail the required number of manuscript copies in a heavy
paper envelope, enclosing the manuscript copies and
figures in cardboard, if necessary, to prevent bending
of photographs during mail handling. Place photographs
and transparencies in a separate heavy paper envelope.

M. ripts must be accc ied by a covering letter
signed by all co-authors. This must include (a)
information on prior or duplicate publication or
submission elsewhere of any part of the work as defined
earlier in this doc (b)a of financial or
other relationship that might lead to a conflict of interest;
(c)a that the ript has been read and
approved by all authors, that the requirements for
authorship as previously stated in this document have
been met, and furthermore, that each co-author believes
that the manuscript represents honest work and (d) the
name, address, and telephone number of the
corresponding author, who is responsible for
communicating with the other authors about revision
and final approval of the proofs. The letter should give
any additional information that may be helpful to the

editor, such as the type of article in the particular journal
the manuscript represents and whether the author (s)
will be willing to meet the cost of reproducing color
illustrations.

The manuscript must be accompanied by copies of any
permissions to reproduce published material, to use
illustrations or report sensitive personal information of
identifiable persons, or to make persons for their
contributions.

PARTICIPATING JOURNALS

Journals that have notified the Inter national Committee
of Medical Journal Editors of their willingness to
consider for publication manuscripts prepared in
accordance with earlier versions of the committee’s
uniform requirements identify themselves as such in
their information for authors. A full list is available on
request from the New England Journal of Medicine or
the British Medical Journal. Citations of this document
should be to one of the sources listed below.

International Committee of Medical Journal Editors.
Uniform requi for ipts submitted to
biomedical journals. N Engl J Med 1991; 324: 424-8

International Committee of Medical Journal Editors.
Uniform requirements for manuscripts submitted to
biomedical journals. BMJ 1991; Feb 9; 302 (6772).

This document is not covered by copyright: it may be
copied or reprinted without permission.

Reprinted from : N Eng J Med 1991; 324 : 424-8.
Reprinted once before in Journal of Bangladesh College of
Physicians Surgeons May 1991, Vol. 9 No. 2
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EXAMINATION NEWS :

Result of FCPS Part I, FCPS Part IT and MCPS Examinations held in January, 2003 were announced on the respective
day, examination was held.

FCPS Part I Examination
3377 candidates appeared in FCPS Part - I Examination in various Specialitis held in January, 2003. Among them
501 candidates came out successful. Speciality-wise results are as follows :

Speciality Number of candidates Number of candidates
appeared came out successful

Medicine 1068 120

Surgery 691

Paediatrics 374

Obst. & Gynae 635 140

Ophthalmology 123 31

Otolaryngology 97 27

Psychiatry 21 o7

Anaesthesiology s 1

Radiology B 14

Radiotherapy ® 00

Dermatology & Venereology 5 b3

Physical Medicine 15 ®

Dental Surgery 4 (13

Haematology 40 (13

Biochemistry 3 00

Microbiology 17 ®

Histopathology 17 (03]

Total - 17 3377 501
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FCPS Part-II Examination :
The following candidates satisfied the Board of Examiners and are declared to have passed the FCPS Part 11
Examination of the Bangladesh College of Physicians and Surgeons held in January, 2003.

Roll No. Name of Candidate Graduated from Speciality
11 Dr. Md. Rafiqul Alam Rangpur Medical College Medicine
14 Dr. Md. Delwar Hossain Dhaka Medical College Medicine
17 Dr. Md. Motahar Hossain Sir Salimullah Medical College Medicine
19 Dr. Muhammad Sohel Mofiz Dhaka Medical Col]ege Medicine
21 Dr. Md. Towhid Alam Sir Salimullah Medical College Medicine
22 Dr. Sk. Abdul Fattah Dhaka Medical College Medicine
25 Dr. Md. Shahriar Kabir Rajshahi Medical College Medicine
27 Dr. Md. Shafiqul Bari Dhaka Medical College Medicine
29 Dr. ATM Humayun Kabir Dhaka Medical College Medicine
34 Dr. Md. Moslem Uddin Rajshahi Medical College Medicine
35 Dr. Abu Mohd. Shafiqul Hasan Dhaka Medical College Medicine
37 Dr. Md. Azizul Haque Dhaka Medical College Medicine
38 Dr. Rubina Yasmin Rajshahi Medical College Medicine
40 Dr. Mohammad Robed Amin MAG Osmani Medical College Sylhet Medicine
42 Dr. Md. Golam Kibria Dhaka Medical College Medicine
43 Dr. Ahmedul Kabir MAG Osmani Medical College Sylhet Medicine
57 Dr. Md. Ashraf Uddin Chowdhury Dhaka Medical College Medicine
74 Dr. Md. Mustafizur Rahman Mymensingh Medical College Surgery
76. Dr. Md. Shafiqul Islam Mymensingh Medical College Surgery
79 Dr. AKM Golam Kibria Rajshahi Medical College Surgery
81 Dr. Mohammad Mosabber Hossain Rajshahi Medical College Surgery
91 Dr. Md. Zakir Hossain Sir Salimullah Medical College Surgery
92 Dr. Md. Shafiul Alam Rajshahi Medical College Surgery
94 Dr. Suresh Kumar Tulsan Rajshahi Medical College Surgery
95 Dr. Rukun Uddin Chowdhury MAG Osmani Medical College Sylhet Surgery
96 Dr. Jahangir Md. Sarwar Mymensingh Medical College Surgery
97 Dr. Md. Ashraf-ul-Haque Rajshahi Medical College Surgery
106 Dr. Md. Mamunur Rashid Dhaka Medical College Surgery
107 Dr. Md. Monir Hossain Khan Dhaka Medical College Surgery
109 Dr. Sami Ahmed Dhaka Medical College Surgery
113 Dr. Md. Rezaul Karim Rajshahi Medical College Surgery
116 Dr. Md. Jahangir Hossain Bhuiyan Chittagong Medical College Surgery
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Roll No. Name of Candidate Graduated from Speciality

123 Dr. Md. Wahiduzzaman Mazumder MAG Osmani Medical College Sylhet Paediatrics

124 Dr. Rubiya Parvin Sir Salimullah Medical College Paediatrics

134 Dr. AKM Mahbubul Alam MAG Osmani Medical College Sylhet Paediatrics

145 Dr. Zahangir Alam Dhaka Medical College Obst. & Gynae
146 Dr. Kishwar Sultana Dhaka Medical College Obst. & Gynae
147 Dr. Parul Jahan Dhaka Medical College Obst. & Gynae
149 Dr. Ashia Khatun Bangabundhu Sheik Mujib Medical University Obst. & Gynae
150 Dr. Nargis Rafiqa Akhter Sher-e-Bangla Medical College, Barisal Obst. & Gynae
153 Dr. Gulshan-e-Jahan Chittagong Medical College Obst. & Gynae
157 Dr. Monira Rahman Rajshahi Medical College Obst. & Gynae
158 Dr. Irin Parveen Alam Dhaka Medical College Obst. & Gynae
163 Dr. Nazneen Ahmed Rangpur Medical College Obst. & Gynae
166 Dr. Nur Taj Khan Sir Salimullah Medical College Obst. & Gynae
167 Dr. Maherunnessa Sir Salimullah Medical College Obst. & Gynae
168 Dr. Kashefa Nazneen Rajshahi Medical College Obst. & Gynae
169 Dr. Saima Ahmed Dhaka Medical College Obst. & Gynae
172 Dr. Nasima Arjumand Banu Dhaka Medical College Obst. & Gynae
173 Dr. Rahima Akhter Begum Bangabundhu Sheik Mujib Medical University Obst. & Gynae
177 Dr. Sultana Kaniz Fahmida Mymensingh Medical Collge Obst. & Gynae
183 Dr. Md. Abdul Khaleque Rajshahi Medical College Ophthalmology
186 Dr. Mohammad Abdus Sattar Sir Salimullah Medical College Otolaryngology
187 Dr. Ashfag Ahmad Chittagong Medical College Otolaryngology
189 Dr. Md. Salah Uddin Dhaka Medical College Otolaryngology
190 Dr. Nasima Akhtar MAG Osmani Medical College Sylhet Otolaryngology
191 Dr. Md. Delwar Hossain Rajshahi Medical College Otolaryngology
197 Dr. Quazi Al Mahmud Siddiqui Chittagon Medical College Anaesthesiology
198 Dr. Md. Igbal Hossain Chowdhury MAG Osmani Medical College Sylhet Anaesthesiology
199 Dr. Ashia Khatun Rangpur Medical College Anaesthesiology
200 Dr. Mohammad Delwar Hossain Sir Salimullah Medical College Radiology

201 Dr. Md. Taharul Alam Sher-e-Bangla Medical College, Barisal Radiology

206 Dz Md. Mizanur Rahman Mymensingh Medical College Haematology
207 Dr. Niru Nazmun Nahar Mymensingh Medical College Haematology
210 Dr. Mohammad Humayun Mymensingh Medical College Haematology
211 Dr. Mohammed Mosleh Uddin Chittagong Medical College Haematology
212 Dr. Gazi Md. Zakir Hossain Rajshahi Medical College

Urology
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MCPS Examination :
The following candidates satisfied the Board of Examiners and are declared to have passed the MCPS examination of the

Bangladesh College of Physicians & Surgeons held in January 2003.

Roll No. Name of Candidate Speciality

2 Dr. Md. Mukhlesur Rahman Medicine

8 Dr. Md. Azizur Rahman Medicine

20 Dr. Anisul Awal Medicine

33 Dr. Md. Abdul Khaleque i Medicine

51 Dr. Mohammad Abul Basher Medicine

56 Dr. Md. Monjurul Haque Medicine

83 Dr. Sheikh Zahid Boksh Surgery

96 Dr. Md. Fazleh Rabby Paediatrics

97 Dr. Md. Zakaria Paediatrics

102 Dr. Khan Golam Mostafa Paediatrics

104 Dr. Md. Atiqul Islam Paediatrics

108 Dr. M.A. Hye Paediatrics

109 Dr. Md. Rafiqul Islam Paediatrics

112 Dr. Nasima Akther Paediatrics

115 Dr. Md. Rabiul Islam Paediatrics

119 Dr. Shahida Begum Paediatrics

121 Dr. Zayeda Sultana Paediatrics

127 Dr. Dalia Rahman Paediatrics

131 Dr. Ayesha Nigar Nur Paediatrics

133 Dr. Fatema Rahman Paediatrics

134 Dr. Jasmin Ara Begum Pacediatrics

138. Dr. Taslima Akhter Paediatrics

142 Dr. Akhtari Hossain Chowdhury Obst. & Gynae
143 Dr. Munira Rafat Chowdhury Obst. & Gynae
154 Dr. Afroza Akhter Mazumder Obst. & Gynae
159 Dr. Mst. Anjuman Ara Bulu Obst. & Gynae
168 Dr. Md. Abu Naser Obst. & Gynae
184 Dr. Md. Mahbub Alam Otolaryngology
188 Dr. ASM Lutfur Rahman Otolaryngology
189 Dr. Md. Abbas Uddin Otolaryngology
191 Dr. Masroor Rahman Otolaryngology
198 Dr. Md. Rafiqul Hasan Khan Psychiatry

210 Dr. Md. Shamim Kabir Siddque Psychiatry

224 Dr. Khaleda Pervin Radiology

232 Dr. Md. Asaduzzaman Sheikh Dental Surgery
234 Dr. Md. Ataur Rahman Forensic Medicine
239 Dr. Indrajit Kundu Family Medicine
245 Dr. Md. Shafiqul Islam Family Medicine
253 Dr. Khan Md. Asadullah Hel Galib Family Medicine
256 Dr. Dipak Kumar Mohanta Clinical Pathology
262 Dr. Tibunnessa Fatema Khatun Clinical Pathology
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ELECTION NEWS

Councillor Election

The post of eight councillors were going to be vacant
from 15t March 2003. To fill up those vacant posts of
councillors, election was held on 28" February 2003.
Following Fellows were elected as Councillors :
Professor Syed Atiqul Haq

Dr. Abu Zafar Md. Zahid Hossain

Professor Quazi Deen Muhammad

Professor AHM Towhidul Anwar Chowdhury
Professor SAM Golam Kibria

Professor Mahmud Hasan

Professor Md. Ruhul Amin

Professor Abdul Bayes Bhuiyan

N - R R

The newly elected councillors will hold the office from
15t March 2003 to 28" February 2007. They will join with
the following eight existing councillors elected earlier
for the period of 13 March 2001 to 28" February 2005.

Professor Md. Abdul Mobin Khan
Professor Md. Abdul Hadi

Dr. TIM Abdullah-Al-Faruq
Professor Md. Tahir

Professor Md. Sanawar Hossain
Professor Nazmun Nahar
Professor MA Majid

Professor Chowdhury Ali Kawsar

I - Y S N A

The Ministry of Health & Family Welfare, Government
of the People’s Republic of Bangladesh has nominated
following four Fellows as Councillors.

1. Professor MA Majed

2 Professor AHM Ahsanullah

3 Professor Tofayel Ahmed

< Professor Md. Abdul Hadi Faquir

They will join the College Council with the sixteen
elected councillors to make the twenty members college
council. They will hold the office upto 28" February
2005.

Executive Committee Election

The election of the office bearers and members of the
Executive Committee of Bangladesh College of

Physicians & Surgeons was held on 6% March 2003.
Following councillors were elected as office bearers and
members of the Executive Committee :

President :

Professor Md. Abdul Hadi

Senior Vice-President :
Professor Md. Abdul Mobin Khan

Vice-President :
Professor MA Majid

Treasurer :
Professor Tofayel Ahmed

Members :
Professor AHM Towhidul Anowar Chowdhury
Professor AHM Ahsanullah

The newly elected office bearers & members of the

Executive Committee will hold the office for 2 years from
March 2003.

Appointment

The College Council has appointed Dr. Abu Zafor Md.
Zahid Hossain as Honorary Secretary and Professor
Quazi Deen Muhammad as Controller of Examinations
of the college in its 1% meeting held on 12 March 2003.

The College Council has formed the following
Committees and Faculties in its 1st meeting for smooth
functioning of the college activities. The committees
and faculties will hold the office for 2 years from March
2003.

EXAMINATION COMMITTEE

Chairperson

1. Professor Md. Abdul Mobin Khan
Senior Vice-President, BCPS
Treasurer & Professor of Hepatology
BSMMU, Shahbag, Dhaka

Members

2. Professor T. A. Chowdhury
Professor & Head of Obst. & Gynae
BIRDEM Hospital, Dhaka.

3. Professor M. A. Majid
Vice-President, BCPS
Professor & Head of Surgery
Dhaka Medical College, Dhaka
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4.

Professor Md. Tahir
Professor of Medicine &
Pro Vice-Chancellor
BSMMU, Shahbag, Dhaka

Professor A. B. Bhuiyan

Professor of Obst. & Gynae (Retd.)
42, Dhanmondi R/A

Road No. 4/A, Dhaka.

Professor Md. Abdul Hadi Faquir
Professor-cum-Director

National Institute of Ophthalmology
Sher-e-Bangla Nagar, Dhaka.

Professor K. M. Nazrul Islam
Professor of Pathology (Retd.)
“Padma Complex™

57/15, East Razabazar

West Panthapath, Dhaka-1215.

Professor M. A. Mannan Miah
Prof. of Paediatric & Pro Vice-Chancellor
BSMMU, Shahbag, Dhaka

REFERENCECOMMITTEE
Chairperson

Professor Md. Abdul Hadi
President, BCPS & Vice Chancellor
BSMMU, Shahbag, Dhaka

Members

2

101

Professor A.H.M. Ahsanullah
Professor of Neurosurgery (Retd.)
64, Central Road, Dhanmondi, Dhaka.

Professor Tofayel Ahmed
Principal & Professor of Medicine
Dhaka Medical College, Dhaka

Dr. T.I.M. Abdullah-Al-Faruq
Associate Professor of Surgery
Shaheed Suhrawardy Hospital Dhaka.

ProfessorM. A. Kashem Khandaker
Professor of Medicine
SSMC & Mitford Hospital, Dhaka.

Dr. Mohammad Saiful Islam
Associate Professor of Paediatric Surgery
BSMMU, Shahbag, Dhaka

FINANCE AND TENDER COMMITTEE

Chairperson

1. Professor M. A. Majid
Vice-President, BCPS
Professor & Head of Surgery
Dhaka Medical College, Dhaka

Members

2. Professor A.H.M. Ahsanullah
Professor of Neurosurgery (Retd.)
64, Central Road, Dhanmondi, Dhaka.

3. Professor Tofayel Ahmed
Principal & Professor of Medicine
Dhaka Medical College, Dhaka

4. Professor Sultana Jahan
Professor & Head of Obst. & Gynae
Dhaka Medical College, Dhaka

5. Professor KM.H.S. Sirajul Haque
Professor & Chairman of Cardiology
BSMMU, Shahbag, Dhaka

6.  Professor Nazmun Nahar
Professor & Head of Paediatrics
Dhaka Medical College, Dhaka

7. Dr.(Major General) Ziauddin Ahmed
Consultant Physician, Bangladesh Arm Forces
DGMS, Dhaka Cantt., Dhaka.

8. Dr. (Brig. Gen.) Md. Ali Akbar
Consultant Surgeon
Bangladesh Armed Forces
DGMS. Dhaka Cantt., Dhaka.

9. Professor Mohammad Hanif
Professor of Paediatrics
Bangladesh Institute of Child Health, Dhaka

10.  Professor Humayun Kabir Chowdhury
Professor of Surgery
BIRDEM Hospital, Dhaka.

11.  Professor Selim Md. Jahangir
Professor of Anaesthesiology
ICMH Matuail, Dhaka.

12.  Professor Syed Atiqul Haq
Professor of Medicine
BSMMU, Shahbag, Dhaka

13. Dr. AN.M Zia-ur-Rahman
Associate Professor of Surgery
Dhaka Medical College, Dhaka

14.  Dr. Md. Abdul Quadir
Associate Professor of Otolaryngology
Dhaka Medical College, Dhaka

14. Dr. Parveen Shahida Akhter
Associate Professor of Radiotherapy
Dhaka Medical College, Dhaka
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DISCIPLINARY COMMITTEE
Chairperson
1. Professor M. A. Matin M.P.
Professor of Ophthalmology (Retd.)
116. Shantinagar. Dhaka.
Members
2. Professor A.-H.M. Ahsanullah
Professor of Neurosurgery (Retd.)
64. Central Road, Dhanmondi, Dhaka

3. Professor T.A. Chowdhury
Professor & Head of Obst & Gynae
BIRDEM Hospital, Dhaka

4, Professor Md. Abul Quasem
Professor of Anatomy (Retd.)
Road No. 5, Dhanmondi R/A
Dhaka

5. Professor Md. Tahir
Professor of Medicine &
Pro Vice-Chancellor
BSMMU, Shahbag, Dhaka

6. Professor A .K.M. Mahbubur Rahman
Professor of Surgery
BSMMU, Shahbag, Dhaka

MUSEUM COMMITTEE

Chairperson

1. Professor Anowara Begum
Professor of Obst. & Gynae (Retd.)
57/1, Chamelibagh,
3rd Lane Santinagar. Dhaka

Members

2. Professor A. K. M. Anowarul Azim
Professor of Obst. & Gynae (Retd.)
Flat D/3, House 72, Road 11 /A
Dhanmondi R/A, Dhaka.

3. Major General A.S.M. Matiur Rahman
Commandant AFIP
Dhaka Cantt. Dhaka.

4. Professor Syed Mukarram Ali
Professor of Pathology
Prime View. Flat 204,

7, Gulshan Avenue (S E)
Gulshan - 1, Dhaka-1212.

13.

Professor S. A M. Golam Kibria
Professor of Urology
BSMMU, Shahbag, Dhaka.

Professor Shafiqul Haque
Professor & Chairman
Department of Paediatric Surgery
BSMMU, Shahbag, Dhaka

Professor Kohinoor Begum

Professor & Head of Obst. & Gynae
ICMH, Matuail, Dhaka.

Professor Md. Khademul Islam
Professor & Head of Surgery
Sir Salimullah Medical College, Dhaka

Dr. (Brig. Gen.) Nazrul Islam
Cl. Specialist &. Advisor, Ophthalmologist
CMH. Dhaka Cantt. - Dhaka.

Dr. Ahmed Sayeed

Assistant Professor of Surgical Oncology
National Institute of Cancer Research

& Hospital, Mohakhali. Dhaka.

Dr. Manzare Shamim
Associate Professor of Anatomy
BSMMU, Shahbag, Dhaka

Dr. Md. Mazibar Rahman
Associate Professor of Surgery
Mymensingh Medical College
Mymensingh.

Dr. Maliha Rashid
Associate Professor of Obst. & Gynae
Dhaka Medical College, Dhaka

Dr. Kamal Ibrahim

Associate Professor of Anaesthesiology
Bangladesh Medical College
Dhanmondi, Dhaka.

Dr. Feroze Quader

Associate Professor of Surgery
House No. 11, Road No. 2/A
Banani, Dhaka-1213.

Dr. Farhat Hossain

Assistant Professor of Obst. & Gynae
136, New D.O.H.S., Lane-5

Eastern Road, Mohakhali, Dhaka.
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17.  Dr. Ferdousi Sultana
Assistant Professor of Obst. & Gynae
Rangpur Medical College, Rangpur

18.  Dr. Farida Yesmin
Assistant Professor of Obst. & Gynae
287/G, Nayatola, Moghbazar, Dhaka.

19.  Dr. Md. Shahab Uddin Talukder
Medicine Specialist
110/1, Bashir Uddin Road
Kalabagan, Dhaka.

Member Secretary

20. Dr. AM.S.M. Sharfuzzaman
Associate Professor of Surgery
SSMC & Mitford Hospital Dhaka.

LIBRARY COMMITTEE
Chairperson
1. Professor A.H.M. Ahsanullah
Professor of Neurosurgery (Retd.)
64, Central Road, Dhanmondi, Dhaka.

Members

2. Professor Abdush Shakur
Professor of Surgery (Retd.)
26-G, Mitali Road, West Dhanmondi
(Rayer Bazar East), Dhaka.

3. Professor Sultana Jahan
Professor & Head of Obst. & Gynae
Dhaka Medical College, Dhaka

4. Professor Md. Ruhul Amin
Professor of Paediatrics
Bangladesh Institute of Child Health
Sher-e-Bangla Nagar, Dhaka.

5. Professor Md. Shahid Hossain
Professor & Head of Surgical Oncology
National Institute of Cancer Research &
Hospital, Mohakhali, Dhaka.

6. Professor A. K. M. Anowarullah
Professor of Neuro-Medicine
BSMMU, Shahbagh, Dhaka.

7. Dr. Syed Serajul Karim
Associate Professor of Surgery
BSMMU, Shahbag, Dhaka

12.

14.

Dr. (Brig. Gen.) Md. Golam Rabbani
Cl. Specialist & Chief Physician
CMH, Dhaka Cantt., Dhka.

Dr. (Brig. Gen.) Anjan Kumar Deb
Adviser Specialist Burns

& Reconstructive Surgery

CMH, Dhaka Cantt., Dhaka.

Dr. (Col.) Md. Rbiul Hossain
Senior Physician & Gastroenterologist
CMH, Jessore Cantt., Jessore.

Dr. Mohammad Saiful Islam
Associate Professor of Paediatric Surgery
BSMMU, Shahbag, Dhaka

Dr. Firoz Ahmed Quraishi
Associate Professor of Neurology
SSMC & Mitford Hospital, Dhaka.

Dr. A.K. Mustaque

Assistant Professor of Paediatric Surgery
Sher-e-Bangla Medical College

Barisal.

Dr. Maliha Rashid
Assoc. Prof. of Obst. & Gynae
Dhaka Medical College, Dhaka

Dr. Muhammad Ali

Consultant, Anaesthesiology
Holy Family Red Crescent Hospital
Maghbazar, Dhaka.

Dr. S. M. Amjad Hossain
Associate Professor of Surgery
Shaheed Suhrawardy Hospital, Dhaka.

Dr. A. B. M. Yunus
Associate Professor of Haematology
BSMMU, Shahbagh, Dhaka.

Dr. Md. Shahadot Hossain Sheikh
Junior Consultant, Casualty Surgery
Dhaka Medical College Hospital, Dhaka

Dr. Md. Roushon Ali
House No. 7, Rod No. 4
Sector - 4, Uttara, Dhaka.

Dr. Mahfuza Shireen
13/5/A-1,Road No. 2
Shamoli, Dhaka-1207.
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21.  Dr. Shah Habibur Rahman
House No. 140, Lane No. 4
New DOHS, Mohakhali, Dhaka.

22.  Dr.Md. Abdul Kader
Medicine Specialist
Room No. 405, Block — A
BSMMU, Shahbagh, Dhaka.

Member Secretary

23.  Dr. Feroze Quader
Associate Professor of Surgery
House No. 11, Road No. 2/A
Banani, Dhaka.

JOURNAL COMMITTEE
Chairperson
1. Professor M. A. Majed
Prof. of Otolaryngology (Retd.)
152/2-B, Green Road, Dhaka.

Members
2. Professor Mahmud Hasan
Professor & Chairman,

Dept. of Gastroentestinal, Liver and
Pancreatic Diseases
BSMMU, Shahbag, Dhaka

3. Professor M. A. Majid
Vice President, BCPS,
Professor & Head of Surgery
Dhaka Medical College, Dhaka

4. Professor Tofayel Ahmed
Principal & Professor of Medicine
Dhaka Medical College, Dhaka

5. Professor Sayeba Akhter
Professor of Obst. & Gynae
Dhaka Medical College, Dhaka

6. Professor Chowdhury Ali Kawser
Professor of Paediatrics
BSMMU, Shahbag, Dhaka

7. Professor Salim Md. Jahanagir
Professor of Anaesthesiology
ICMH, Matuail, Dhaka.

8. Professor U.H Shahera Khatun
Professor of Anaesthesiology
Shaheed Shuhrawardy Hospital, Dhaka.

Dr. Projesh Kumar Roy
Associate Prof. of Gastroenterology
BSMMU. Dhaka

Dr. Syed Kamaluddin Ahmed
Consultant Physician,

Apartment C-4, House 49, Road 15-A
Dhanmondi R/A, Dhaka.

Dr. Shafquat Hussain Khundker
Associate Prof. of Plastic Surgery
Dhaka Medical College, Dhaka

Dr. Emran Bin Yunus
Internist & Nephrologist
1338,0. R. Nizam Road
Chittagong,

Dr. Md. Anwarul Islam
Associate Professor of Urology
BSMMU, Shahbag, Dhaka

Dr.(Maj. Retd.) Barendra Chakraborty
Associate Prof. of Cardiology
Bangladesh Medical College
Dhanmondi, Dhaka.

Dr. Md. Rajibul Alam
Associate Prof. of Medicine
SSMC & Mitford Hospital, Dhaka.

Dr. Abid Hossain Mollah
Associate Professor of Paediatrics
Dhaka Medical College, Dhaka

Dr. Syed Azizul Haque
Associate Prof. of Cardiology
NICVD, Sher-e-Bangla Nagar Dhaka.

Dr. Dewan Saifuddin Ahmed
Assistant Prof. of Gestrointestinal
& Liver Diseases

Dhaka Medical College, Dhaka

Dr. Nooruddin Ahmed
Associate Prof. of Hepatology
BSMMU, Shahbag, Dhaka

Dr. Md. Zulfiquar Rahman Khan
Assistant Prof. of Surgery
Flat No. EJ2, House No. 38
Road No. 5, Dhanmondi, Dhaka.
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21. Dr. Hasina Afroz
Junior Consultant, Obst. & Gynae
Dhaka Medical College, Dhaka,

22.  Dr. Md, Mazibur Rahman Bhuiyan
Assistant Prof. of Gastrointestinal
& Liver Diseases
Dhaka Medical College, Dhaka

23.  Dr. AK.M. Aminul Haque
Assistant Prof. of Medicine
Dhaka Medical College, Dhaka

24. Dr. A.K.M. Fazlul Haque
Associate Prof. of Surgery
Flat No. F/4. House No. 49
Road No 15/A. Dhanmondi, Dhaka.

25. Dr. Abdul Wadud Chowdhury
Aptt. No C/3. Garden Rose
6/7. Block - F. Lalmatia, Mohammadpur.
Dhaka-1207

26. Dr. Mohammed Monir Hossain
Assistant Prof. of Neonatology
Bangladesh Institute of Child Health
Sher-e-Bangla Nagar, Dhaka.

Editor

27. Dr. T.I.M. Abdullah-Al-Faruq
Associate Professor of Surgery
Shaheed Suhrawardy Hospital, Dhaka.

CONTINUING PROFESSIONAL DEVELOPMENT

(CPD) COMMITTEE

Chairperson

1.  Professor M. A. Mannan Miah
Pro Vice-Chancellor,
Professor & Chairman of Paediatrics
BSMMU, Shahbag, Dhaka

Members

2. Professor Md. Harun-ur-Rashid
Professor & Chairman of Nephrology
BSMMU, Shahbag, Dhaka

3. Professor Ferdous Ara J. Janan
Professor & Head of Medicine
Dhaka Medical College, Dhaka

13.

Professor Md. Zahangir Kabir

Director & Prof. of Nephrology
National Institute of Kidney Diseases
& Urology, Sher-e-Bangla Nagar, Dhaka.

Professor Sadiga Tahera Khanam
Professor of Obst. & Gynae (Retd.)
17/A, Nakhalpara West

Tejgaon, Dhaka-1215.

Professor Sayeba Akhter
Professor of Obst. & Gynae
Dhaka Medical College, Dhaka

Professor Md. Afzal Hossain
Professor & Chairman of Neuro-Surgery
BSMMU, Shahbag, Dhaka

Dr. Hosne Ara Begum
Associate Professor of Paediatrics
Dhaka Medical College, Dhaka

Dr. Ameena Majid
Associate Professor of Obst. & Gynae
SSMC & Mitford Hospital, Dhaka.

Dr. Ahmed Sayeed

Assistant Professor of Surgery
National Institute of Cancer
Research & Hospital, Dhaka

Dr. Md. Shahidul Alam Khan
Associate Professor of Urology
Dhaka Medical College, Dhaka

Dr. Md. Golam Rabbani

Associate Professor of Psychiatry
Institute of Mental Health Research
Sher-e-Bangla Nagar, Dhaka.

Dr. Azizul Kahhar
Associate Professor of Medicine
SSMC & Mitford Hospital, Dhaka.

Dr. Syeda Afroza
Associate Professor of Paediatrics
Dhaka Medical College, Dhaka

Dr. Khabir Uddin Ahmed
Associate Professor of Otolaryngology
Dhaka Medical College, Dhaka

Dr. Anwarul Haider
Associate Professor of Otolaryngology
Chittagong Medical College Chittagong.
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21

22.

24.

26.

Dr. Md. Abdul Hayee
Associate Professor of Neuromedicine
SSMC & Mitford Hospital, Dhaka.

Dr. Manzurul Alam
Assistant Professor of Anaesthesiology
SSMC & Mitford Hospital, Dhaka.

Dr. Nezamuddin Ahmed £
Assistant Professor of Anaesthesiology
BSMMU, Shahbag, Dhaka

Dr. Luthful Aziz
Assistant Professor of Anaesthesiology
BSMMU, Shahbag, Dhaka

Dr. Muhammad. Quamruzzaman
Assistant Surgeon, Plastic Surgery
Dhaka Medical College, Dhaka

Dr. Mohammad Monir Hossain
Assistant Professor of Neonatology
Bangladesh Institute of Child Health
Sher-e-Bangla Nagar, Dhaka.

Dr. Badrunnesa Begum
Resident Surgeon (Obst. & Gynae)
Dhaka Medical College Hospital, Dhaka

Dr. Mollah Md. Abu Sayed
Registrar, Surgical Oncology
National Institute of Cancer
Research & Hospital
Mohakhali, Dhaka.

Dr. Shahin Akhter Zahan Habib
Registrar, Obst. & Gynae
Dhaka Medical College, Dhaka

Dr. Md. Atiar Rahman
Resident Surgeon (General)
Shaheed Suhrawardy Hospital
Dhaka

Dr. Md. Saifullah
Resident Surgeon (General)
Dhaka Medical College Hospital, Dhaka

Dr. Mohammad Monir-Uz-Zaman
Registrar of Medicine

Dhaka Medical College Hospital
Dhaka

Member Secretary

29. Dr. Mohammad Saiful Islam
Associate Professor of Paediatric Surgery
BSMMU, Shahbagh, Dhaka.

STUDENTS’ ADVISORY COMMITTEE
Chairperson
1. Professor Sultana Jahan
Professor & Head of Obst. & Gynae
Dhaka Medical College, Dhaka

Members

2. Professor Samaruddin Ahmed
Professor of Surgery (Retd.)
50/1, Kalabagan, 1% Lane, Dhaka.

3. Professor Md. Arshad Ali
Professor of Surgery
Z.H. Sikder Medical College
Rayer Bazar, Dhaka.

4. Professor Md. Taiabur Rahman
Professor of Gastroenterology (Retd.)
House No.-1, Road No. 10
Dhanmondi R/Area, Dhaka.

5. Professor Md. Mustafizur Rahman
Professor of Respiratory Medicine
NIDCH, Mohakhali, Dhaka.

6.  Professor Md. Anisur Rahman
Professor of Surgery
Bangladesh Medical College
Dhanmondi, Dhaka.

7. Dr. Ghulam Mahmood
Associate Professor of Medicine
Sher-e-Bangla Medical College Barisal.

8. Dr.Md. Hazrat Ali
Assistant Professor of Ophthalmology
BIRDEM Hospital, Dhaka.

9. Dr. AHM Shamsul Alam
Associate Professor of Surgery
Bangladesh Medical College
Dhanmondi, Dhaka.

10.  Dr.(Col.) Harunur Rashid
Classified Specialist, Urology
CMH, Dhaka Cantt., Dhaka.
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18

12,

14.

17.

18.

19.

Dr. (Lt. Col.) Md. Amzad Hossain Fakir
Classified Medical Specialist
CMH, Dhaka Cantt., Dhaka.

Dr. AM.S.M. Sharfuzzaman
Associate Professor of Surgery
SSMC & Mitford Hospital, Dhaka.

Dr. Md. Jannatul Islam

Associate Professor of Surgery
Sher-e-Bangla Medical College
Barisal

Dr. Radheshyam Saha

Jr. Consultant (Cardiology)
Faridpur Medical College Hospital,
Faridpur.

Dr. Md. Sayedul Hoque

Assistant Professor of Ophthalmology
National Institute of Ophthalmology
Sher-e-Bangla Nagar, Dhaka.

Dr. Md. Rais Uddin Mondal
Assistant Professor of Cardiology
NICVD, Sher-e-Bangla Nagar
Dhaka.

Dr. Md. Zahid Hassan Bhuiyan
Registrar, Urology

Bangladesh Medical College
Dhanmondi, Dhaka.

Dr. Md. Shah Alam
Consultant Surgeon

NITOR, Sher-e-Bangla Nagar
Dhaka

Dr. Md. Abid Kamal

Registrar of Ophthalmology
National Institute of Ophthalmology
Sher-e-Bangla Nagar, Dhaka.

Dr. (Lt. Col.) Muhammad Saiful Islam
Specialist in Anaesthesiology
CMH, Dhaka Cantt., Dhaka.

Member Secretary

21

Dr. Md. Sazzad Khondokar

Assistant Professor of Plastic Surgery
Dhaka Medical College

Dhaka

FELLOWS’ WELFARE COMMITTEE

Chairperson
1. Professor Md. Fazlul Haque
Professor of Medicine

Dhaka Medical College, Dhaka

Members

2. Dr. T.I.M Abdullah-Al-Faruq
Associate Professor of Surgery
Shaheed Suhrawardy Hospital Dhaka.

3. Professor Rowshan Ara Begum
Professor of Obst. & Gynae
Holy Family R. C. Medical College
Maghbazar, Dhaka.

4. Dr.(Brig. Gen. Retd.) Md. Jahangir Hossain
House No. 19, Road No. 6
Sector-1, Uttara, Dhaka. 212.

5. Dr.Md. Saidur Rahman
Associate Professor of Medicine
Jahurul Islam Medical College
Bajitpur, Kishoreganj.

6. Dr. Fakhruddin Md. Siddiqui
Associate Professor of Medicine
Dhaka Medical College, Dhaka

7. DrS.M.Zafar Ullah
Principal & Assoc. Prof. of Surgery
Khulna Medical College, Khulna.

8. Dr. Ahsanul Habib
Associate Professor of Anaesthesiology
NICVD, Sher-e-Bangla Nagar
Dhaka

9. Dr.Md. Rafiqul Islam
Associate Professor of Neuro-Medicine
BSMMU, Shahbag, Dhaka

10.  Dr. Moudud Hossain Alamgir
Associate Professor of Surgery
Shaheed Ziaur Rahman Medical College,
Bogra.

11.  Dr. Israil Biswas
Associate Professor of Surgery
Khulna Medical College
Khulna.
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12.

16.

18.

21.

Dr. Md. Omar Faruque Yusuf
Associate Professor of Surgery

Chittagong Medical College, Chittagong.

Dr. Md. Lutfor Rahman
Associate Professor of Neurosurgery
Rajshahi Medical College, Rajshahi.

Dr. Abdul Wadud Chowdhury
Assistant Professor of Cardiology
NICVD, Sher-e-Bangla Nagar, Dhaka

Dr. Abul Bashar Md. Maksudul Alam
Assistant Professor of Anaesthesiology
NICVD, Sher-e-Bangla Nagar, Dhaka

Dr. Md. Rajiul Haque
Assistant Professor of Neurosurgery
SSMC & Mitford Hospital, Dhaka.

Dr. Masuda Begum
Assistant Professor of Haematology
BSMMU, Shahbag, Dhaka

Dr. A. K. M. Daud
Assistant Professor of Surgery
MAG Osmani Medical College, Sylhet.

Dr. Md. Abdul Quayum
Assistant Professor of Surgery
Rangpur Medical College, Rangpur.

Dr. Md. Abdul Mannan Khan
Assistant Professor of Urology
BIRDEM Hospital, Dhaka.

Dr. Md. Ibrahim Siddique
Consultant Surgeon
Phaka Medical College Hospital, Dhaka

Dr. Rafiqus Saleheen
Resident Surgeon (General)
MAG Osmani Medical College, Sylhet.

Dr. Mohammad Mosharraf Hossain
Resident Surgeon, (Eye)
Mitford Hospital, Dhaka.

Dr. Md. Saifullah

Resident Surgeon (General)
Dhaka Medical College Hospital
Dhaka

Dr. Md. Ashraf Uddin

Resident Surgeon (General)
Mymensingh Medical College Hospital
Mymensingh.

Dr. Md. Shahinur Rahman
Ophthalmic Surgeon

House 20, Block - D
Kaderabad Housing, Katashur
Mohammadpur, Dhaka.

Dr. Md. Sana Ullah
Assistant Professor of Surgery
Chittagong Medical College, Chittagong

Member Secretary
28. Dr. Syed Mahbubul Alam

Associate Professor of Surgery
Dhaka Medical College, Dhaka

Planning & Development Committee
Chairperson

L

Professor Md. Abdul Hadi
President, BCPS
Vice-Chancellor, BSMMU
Shahbagh, Dhaka.

Member

Professor Md. Abdul Mobin Khan
Senior Vice-President, BCPS
Professor of Hepatology & Treasurer
BSMMU, Shahbag, Dhaka

Professor Tofayel Ahmed
Principal & Professor of Medicine
Dhaka Medical College, Dhaka

Professor A.H.M. Ahsanullah
Professor of Neurosurgery (Retd.)
64, Central Road,

Professor Abdul Bayes Bhuiyan
Professor of Obst. & Gynae (Retd.)
42, Dhanmondi R/Area

Road No. 4A. Dhaka.

Professor Md. Nurul Amin
Honorary Founder Director
National Centre for Hearing &
Speech for Children
SHAHIC, Mohakhali, Dhaka.

Dhanmondi, Dhaka.
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7. Professor Sultana Jahan
Professor & Head of Gynae & Obst.
Dhaka Medical College, Dhaka

8  Professor Salim Md. Jahangir
Professor of Anaesthesiology
ICMH, Matuail, Dhaka

9. Dr. TI.M. Abdullah-Al-Faruq
Associate Professor of Surgery
Shaheed Suhrawardy Hospital
Sher-e-Bangla Nagar, Dhaka.

10.  Dr. Abu Zafar Md. Zahid Hossain
Associate Professor of Urology
Dhaka Medical College, Dhaka

Member Secretary

11.  Dr. Mohammad Saiful Islam
Associate Professor of Paediatric Surgery
BSMMU, Shahbagh, Dhaka.

FACULTY OF MEDICINE (INCLUDING

DERMATOLOGY & VENEREOLOGY)

Chairperson
1. Professor Md. Tahir
Professor of Medicine &

Pro Vice-Chancellor
BSMMU, Shahbag, Dhaka

Members

2. National Professor Nurul Islam
Gulmeher. 63, Central Road
Dhanmondi, Dhaka

3. Professor Md. Abdul Mobin Khan
Professor of Hepatology & Treasurer
BSMMU, Shahbag, Dhaka

4. Professor Tofayel Ahmed
Principal & Professor of Medicine
Dhaka Medical College, Dhaka.

5. Professor Mahmud Hasan
Professor & Chairman
Department of Gastroenterology
BSMMU, Shahbag, Dhaka

6.  Professor Quazi Deen Mohammad
Professor of Neurology
Dhaka Medical College, Dhaka

109

Professor Syed Atiqul Haq
Professor of Medicine
BSMMU, Shahbag, Dhaka

Professor Md. Nurun Nabi
Professor of Medicine (Retd.)
House No. 4. Arfin Lane
Hillview Housing Society
East Nasirabad. Chittagong.

Professor M N Alam

Professor of Medicine (Retd.)

Arcadia Plaza. House No. 65/A

Road No 7/A. Dhanmondi R/A, Dhaka.

Professor A. K. Azad Khan
Professor of Gastroenterology
BIRDEM Hospital, Dhaka

Professor Harun-ur-Rashid
Professor & Chairman of Nephrology
BSMMU, Shahbag, Dhaka

Professor KMHS Sirajul Haque
Professor & Chairman of Cardiology
BSMMU, Shahbag, Dhaka

Professor Firdous Ara J. Janan
Professor & Head of Medicine
Dhaka Medical College, Dhaka

Professor Md. Jalaluddin

Professor of Cardiology (Retd.)

6/9. Humayun Road Mohammadpur.
Dhaka.

Professor Md. Fazlul Haque
Professor of Medicine
Dhaka Medical College, Dhaka.

Professor Abduz Zaher
Professor of Cardiology
NICVD, Sher-e-Bangla Nagar, Dhaka

Professor Naseem Akhter Chowdhury
Director & Chief Consultant. Medicine
Shaheed Suhrawardy Hospital Dhaka.

Professor Md. Zahangir Kabir

Director & Professor of Nephrology
National Institute of Kidney Diseases
& Urology, Sher-e-Bangla Nagar, Dhaka
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15

21.

24,

29.

Professor A.Z.M Maidul Islam
Professor & Chairman of Dermatology
BSMMU, Shahbag, Dhaka

Professor A K.M. Rafique Uddin
Professor of Medicine
Dhaka Medical College, Dhaka.

Professor Hasina Banoo :
Professor of Cardiology (Retd.)
House- 23. Road- 129
Gulshan-1. Dhaka.

Professor Md. Nazrul Islam
Director & Professor of Cardiology
NICVD, Sher-e-Bangla Nagar, Dhaka

Professor Md. Abul Faiz
Professor & Head of Medicine
Chittagong Medical College, Chittagong

Prof. Kaniz Mowla

Prof. of Medicine

Holy Family RC Medical College
Maghbazar. Dhaka

Professor A Q M Mohsen
Professor of Gastroenterology
BIRDEM Hospital. Dhaka

Professor Md. Abul Kashem Khandaker
Professor & Head of Medicine
Sir Salimullah Medical College, Dhaka

Professor Mohammed Abu Azhar
Professor & Head of Medicine
Rajshahi Medical College Rajshahi

Dr. (Brig. Gen.) Md. Abdul Moyeed Siddiqui
Consultant Physician

Bangladesh Arm Forces

DGMS, Dhaka Cantt. Dhaka.

Dr. Emran Bin Yunus

Associate Professor of Nephrology
House-96. Road-08.- OR Nizam Road
Chittagong

Dr. Md. Ali Hussain
Associate Professor of Respiratory Medicine
NIDCH. Mohakhali. Dhaka.

31. Dr.Md. Rajibul Alam
Associate Professor of Medicine
SSMC & Mitford Hospital. Dhaka.

32.  Dr Syed Azizul Haque
Associate Professor of Cardiology
278/A (3rd floor). Elephant Road, Dhaka.

33.  Dr. Md. Ridwanur Rahman
Assistant Professor of Medicine

Chittagong Medical College, Chittagong.

34. Dr. (Lt. Col.) Md. Abdul Wahab
Cl. Specialist in Dermatology
& Venereology
CMH. Dhaka Cantt.- Dhaka.

Member Secretary

35. Dr. Fakhruddin Mohammad Siddiqui
Associate Professor of Medicine
Dhaka Medical College, Dhaka.

FACULTY OF SURGERY

Chairperson

1. Professor A.N.M. Atai Rabbi
Professor & Chairman of Surgery .
BSMMU, Shahbag, Dhaka

2. Professor Shamsuddin Ahmed
Professor of Orthopaedics (Retd.)
House No. 14, Road No. 34, Sector-7
Uttara Model Town, Dhaka

3. Professor M. A. Awal
Professor of Surgery (Retd.)
House No. 4, Road No. 34
Sector-7, Uttara, Dhaka,

4. Professor Md. Nabi Alam Khan
Professor (Emeritus) Cardiac Surgery
NICVD, Sher-e-Bangla Nagar, Dhaka.

5. Professor M. A. Majid
Professor & Head of Surgery
Dhaka Medical College, Dhaka.

6.  Professor Md. Sanawar Hossain
Professor & Head of Surgery
804, Concord Tower
113, Kazi Nazrul Islam Avenue
Dhaka.
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i

11.

14.

11

Professor S.A.M. Golam Kibria
Professor of Urology
BSMMU, Shahbag, Dhaka.

Professor Rashid-E-Mahbub
Professor of Surgery
BSMMU, Shahbag, Dhaka.

Professor A.K.M. Shariful Islam
Director & Professor of Surgery
NIDCH, Mohakhali, Dhaka

Professor Md. Shelim Bhuiyan
Professor of Surgery
Dhaka Medical College, Dhaka

Professor M. Alimuzzaman
Professor of Cardiac Surgery
NICVD, Sher-e-Bangla Nagar, Dhaka

Professor Md. Khalilur Rahman
Professor of Surgery
Rajshahi Medical College. Rajshahi.

Prof. Humayun Kabir Chowdhury
Prof. of Surgery & MISC
BIRDEM Hospital. Dhaka.

Professor A.K.M. Mahbubur Rahman
Professor of Surgery
BSMMU, Shahbag, Dhaka.

Professor Shafiqul Haque
Professor & Chairman of
Paediatric Surgery
BSMMU, Shahbag, Dhaka.

Professor Abdus Sobhan Pramanik
Professor & Head of Surgery
Rangpur Medical College, Rangpur.

Professor Md. Margub Hossain
Professor of Surgery
Chittagong Medical College
Chittagong.

Professor Md. Khademul Islam
Professor & Head of Surgery
Sir Salimullah Medical College
Dhaka

Professor Meer Mahbubul Alam
Professor & Head of Surgery
MAG Osmani Medical College Sylhet.

21.

24,

3L

32

Professor Md. Abdul Haque
Principal & Professor of Surgery
Comilla Medical College, Comilla.

Professor Md. Shahid Hossain
Professor & Head of Surgical Oncology
National Institute of Cancer Research
& Hospital, Mohakhali, Dhaka.

Professor Md. Afzal Hossain
Professor & Chairman of Neuro-Surgery
BSMMU, Shahbag, Dhaka

Professor Shahid Karim

Professor of Paediatric Surgery
Bangladesh Institute of Child Health
Sher-e-Bangla Nagar, Dhaka

Professor Ashraf Hossain
Professor of Dentistry
BSMMU, Shahbag, Dhaka.

Dr. (Brig. Gen.) Ali Akbar
Consultant Surgeon
Bangladesh Armed Force
DGMS, Dhaka Cantt., Dhaka

Dr. (Brig. Gen) A.K M Jafarullah Siddiq
Chief Surgeon & CI. Surgical Specialist
CMH, Dhaka Cantt. Dhaka

Dr. TI.M. Abdullah-Al-Faruq
Associate Professor of Surgery
Shaheed Suhrawardy Hospital, Dhaka.

Dr. Md. Omar Ali
Associate Professor of Surgery
Rangpur Medical College, Rangpur

Dr. ANN.M. Zia-ur-Rahman
Associate Professor of Surgery
Dhaka Medical College, Dhaka.

Dr. Abdul Kader Khan
Associate Professor of Surgery
Dhaka Medical College, Dhaka.

Dr. Shafquat Hussain Khundkar
Associate Professor of Plastic Surgery
Dhaka Medical College, Dhaka.

Dr. Md. Mahbub-ul-Alam

Associate Professor of Paediatric Surgery
Sir Salimullah Medical College

Dhaka
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33.  DrMd. Wahiduzzaman
Associate Professor of Neuro-Surgery
Dhaka Medical College, Dhaka.

34. Dr. Md. Mazibar Rahman
Associate Professor of Surgery
Mymensingh Medical College,
Mymensingh

35. Dr, Syed Mahbubul Alam
Associate Professor of Surgery
Dhaka Medical College, Dhaka

Member Secretary
36. Professor Abu Ahmed Ashraf All
Professor of Surgery

Dhaka Medical College, Dhaka

FACULTY OF PAEDIATRICS

Chairperson

1. Professor Md. Nurul Islam
Member. Public Service Commission
Old Airport Building, Mymensingh Road,
Dhaka.

Members

2. National Professor M.R. Khan
128, Dhanmondi R/A
Road No.-3, Dhaka.

3. Professor M.Q.K. Talukder
Professor of Paediatrics (Retd.)
House No 1/D, Road No 3
Gulshan. Dhaka.

4. ProfessorMd.F. H. Nazir
Professor of Paediatrics (Retd.)
71/A, Santinagar. Dhaka 5

5. Professor Nazmun Nahar
Professor of Paediatrics
Dhaka Medical College, Dhaka.

6. Professor Md. Hamidur Rahman
Principal & Professor of Paediatrics
Rangpur Medical College, Rangpur

7. Prof. Chowdhury Badruddin Mahmood
Professor of Paediatrics
Chittagong Medical College
Chittagong.

16.

Professor M.A. Mannan Miah
Pro Vice-Chancellor
BSMMU, Shahbag, Dhaka

Professor Md. Moazzam Hossain
Professor of Paediatric Nephrology
BSMMU, Shahbag, Dhaka

Professor Munimul Haque

. Professor of Paediatrics

SSMC & Mitford Hospital. Dhaka

Professor Md. Sirajul Islam
Professor of Paediatrics

Bangladesh Institute of Child Health
Sher-e-Bangla Nagar, Dhaka

Professor Choudhury Ali Kawser
Professor of Paediatrics
BSMMU, Shahbag, Dhaka

Professor Naila Zaman Khan
Professor of Paediatrics

Bangladesh Institute of Child Health
Sher-e-Bangla Nagar, Dhaka

Professor Muhammad Hanif
Professor of Paediatrics

Bangladesh Institute of Child Health
Sher-e-Bangla Nagar, Dhaka

Professor Md. Ruhul Amin
Professor of Paediatrics

Bangladesh Institute of Child Health
Sher-e-Bangla Nagar, Dhaka

Professor Md. Sacedur Rahman
Professor of Paediatrics

Jahurul Islam Medical College
Bhagalpur, Bajitpur, Kishoreganj

Dr. Kishwar Azad

Associate Professor of Paediatrics
BIRDEM Hospital, Dhaka.

Dr. Hosne Ara Begum
Associate Professor of Paediatrics
Dhaka Medical College, Dhaka.

Dr. Md. Abdul Halim
Associate Professor of Paediatrics
Sir Salimullah Medical College, Dhaka
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20  Dr. Md. Badrul Alam
Associate Professor of Paediatrics
Chittagong Medical College
Chittagong

21.  Dr. Md. Nurul Absar

Associate Professor of Paediatrics
Rangpur Medical College Rangpur

22.  Dr. Md. Ekhlasur Rahman
Associate professor Paediatrics
Mymensingh Medical College.
Mymensingh

23. Dr. ARM. Luthful Kabir
Associate Professor of Paediatrics
“Eastern Heaven”, Apartment No. 703
9, Segunbagicha. Dhaka-1000.

24 Dr. Syed Zahid Hossain
Associate Professor of Paediatrics

Sher-e-Bangla Medical College Barisal.

25.  Dr. Soofia Khatoon
Associate Professor of Paediatrics
Sir Salimullah Medical College
Dhaka.

26. DrSyeda Afroza
Associate Professor of Paediatrics
Dhaka Medical College, Dhaka

27.  Dr. Md. Nazrul Islam
Associate Professor of Paediatrics
Mymensingh Medical College,
Mymensingh.

28.  Dr. Md. Abid Hossain Molla
Assoc. Professor of Paediatrics
Dhaka Medical College, Dhaka.

29.  Dr. Golam Muin Uddin
Assoc. Prof. of Paediatric
BSMMU, Shahbag, Dhaka

Member Secretary

30. Dr. Abdul Hannan
Associate Professor of Paediatrics
ICMH, Matuail. Dhaka-1362

113

Nephrology

FACULTY OF OBSTETRICS & GYNAECOLOGY
Chairperson

I

Prof. A.H.M Towhidul Anowar Chowdhury
Professor & Head of Obst & Gynae
BIRDEM Hospital, Dhaka

Members

2

Professor Abdul Bayes Bhuiyan
Professor of Obst. & Gynae (Retd.)
42. Dhanmondi R/A

Road No 4/A. Dhaka

Professor A KM Anowarul Azim
Professor of Obst. & Gynae

Flat D/3. House 72, Road 11/A
Dhannlondi R/A, Dhaka.

Professor Shahla Khatun

Professor & Head of Obst. &. Gynae
Bangladesh Medical College
Dhanmondi, Dhaka.

Professor Monowara Amina Begum
Professor of Obst &. Gynae

22/23. Babar Road. Mohammadpur.
Dhaka.

Professor Sultana Jahan
Professor & Head of Obst & Gynae
Dhaka Medical College, Dhaka

Professor Latifa Shamsuddin
Professor & Chairman of Obst. & Gynae
BSMMU, Shahbag, Dhaka

Professor Sultana Razia Begum
Professor of Obst & Gynae
BSMMU, Shahbag, Dhaka

Professor Rehana Begum
Professor & Head of Obst & Gynae
Mymensingh Medical College,
Mymensingh .

Professor Mahmuda Khatun
Professor & Head of Obst & Gynae
SSMC & Mitford Hospital. Dhaka.

Professor Anowara Begum
Professor of Obst Gynae (Retd.)
57/1. Chamelibagh Lane
Santinagar, Dhaka
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14.

21.

Professor Kohinoor Begum
Professor & Head of Obst. & Gynae
ICMH, Matuail, Dhaka

Professor Sayeba Akhter
Professor of Obst. & Gynae
Dhaka Medical College, Dhaka

Professor Nasima Begum
Chief Consultant. Obst. & Gynae
Shaheed Suhrawardy Hospital, Dhaka.

Professor Shamsun Nahar
Professor & Head of Obst. & Gynae

Chittagong Medical College, Chittagong.

Professor M. Anwar Hussain
Professor of Obst & Gynae
BSMMU, Shahbag, Dhaka

Professor Md. Azizul Islam
Professor & Head of Obst. & Gynae
Rangpur Medical College, Rangpur.

Professor Rowshan Ara Begum
Professor of Obst. & Gynae
Holy Family RC Medical College, Dhaka

Professor Sameena Chowdhury
Professor of Obst & Gynae
37/2, Eskaton Garden Road. Dhaka.

Dr. Md. Shah Alam

Assoc. Prof. & Head of Obst. & Gynae
Sher-e-Bangla Medical College

Barisal.

Dr. Merrina Khanam
Assoc. Prof. & Head of Obst. & Gynae
Rajshahi Medical College. Rajshahi.

Member Secretary

2.

Dr. Ameena Majid
Associate Professor of Obst. & Gynae
Sir Salimullah Medical College, Dhaka.

FACULTY OF OPHTHALMOLOGY
Chairperson

I

Professor Md. Humayun Kabir
Professor of Ophthalmology (Retd.)
9/1. Nawab Street Wari, Dhaka-1203

Members

Professor M. A. Matin, M. P.
Professor of Ophthalmology (Retd.)
116, Santinagar, Dhaka.

Professor Md. Abdul Hadi Faquir
Professor Cum Director

National Institute of Ophthalmology,
Dhaka

Professor Md. Mustafizur Rahman
Director-cum-Chief Consultant
Islamia Eye Hospital, Farmgate, Dhaka

Professor Md. Salehuddin
Professor & Chairman of Ophthalmology
BSMMU, Shahbag, Dhaka

Professor Md. Abdul Halim Khan
Professor & Head of Ophthalmology
Sir Salimullah Medical College, Dhaka.

Professor Md. Israfil
Professor of Ophthalmology
NIO, Sher-e-Bangla Nagar, Dhaka.

Professor Ava Hossain
Professor of Ophthalmology
House No. 36. Road No 2
Dhanmondi. Dhaka.

Professor Sk. Md. Abdul Mannaf
Professor of Ophthalmology
BIRDEM Hospital, Dhaka

Prof. Md. Hassan Shahid Suhrawardy
Professor & Head of Ophthalmology
Bangladesh Medical College
Dhanmondi, Dhaka.

Dr Md. Saleh Ahmed
Associate Professor of Ophthalmology
Dhaka Medical College, Dhaka.

Dr. A.S.M Kamaluddin
Associate Professor of Ophthalmology
Sher-e-Bangla Medical College Barisal.

Dr. Syed Maruf All

Associate Professor of Ophthalmology
National Institute of Ophthalmology
Sher-e-Bangla Nagar. Dhaka.
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14.  Dr. Deen Mohd. Noorul Huq
Associate Professor of Ophthalmology
SSMC & Mitford Hospital. Dhaka.

15.  Dr. Md. Shahidul Islam (Faruque)
Doctor’s Quarter
Islamia Eye Hospital, Farmgate, Dhaka.

Member Secretary

16.  Dr. Md. Abid Kamal
Registrar, National Institute
of Ophthalmology
Sher-e-Bangla Nagar, Dhaka

FACULTY OF ANAESTHESIOLOGY

Chairperson

L. Professor Md. Khalilur Rahman
Professor of Anaesthesiology (Retd.)
Dhaka Medical College, Dhaka.

Members

2. Professor S. N. Samad Chowdhury
Professor of Anaesthesiology (Retd.)
4/1-A (1st floor), Block-E
Lalmatia, Dhaka.

3. Professor K. M. Igbal
Professor & Chairman of
Anaesthesiology
BSMMU, Shahbag, Dhaka.

4. Professor Selim Md. Jahangir
Professor & Head of Anaesthesiology
ICMH, Matuail, Dhaka

5. Professor U. H. Shahera Khatun
Chief Consultant of Anaesthesiology
Shaheed Suhrawardy Hospital, Dhaka.

6. Prof. Abu Yousuf Fazle Elahi Chowdhury
Professor & Head of Anaesthesiology
Chittagong Medical College, Chittagong.

7. Dr.(Brig. Gen. Retd.) Razia Khanam
House No. 11, Road No. 8
Sector - 1, Uttara., Dhaka.

8. Dr.Manzurul Alam
Assoc. Prof. & Head of Anaesthesiology
Sir Salimullah Medical College
Dhaka.

i15

9. Dr.Kamal Ibrahim
Associate Professor & Head of
Anaesthesiology
Bangladesh Medical College
Dhanmondi, Dhaka.

10.  Dr. A.K.M Shamsul Alam
Associate Professor of Anaesthesiology
Chittagong Medical College, Chittagong.

11.  Dr. Wahiduddin Mahmood
Associate Professor of Anaesthesiology
Dhaka Medical College, Dhaka.

12.  Dr. Mohammad Manirul Islam
Associate Professor of Anaesthesiology
Sher-e-Bangla Medical College, Barisal.

13.  Dr. Muhammad Ali
Consultant, Anaesthesiology
Holy Family Red Crescent Hospital
Maghbazar, Dhaka

14. Dr. Nezam Uddin Ahmed
Assistant Professor of Anaesthesiology
BSMMU, Shahbag, Dhaka.

15.  Dr. Md. Azharul Islam
C/2, Venus Estates
31, Green Road, Dhaka.

16.  Dr. Zerzina Rahman
Asstt. Prof. of Anaesthesiology
House No. 2/1. Humayun Road
Mohammadpur. Dhaka

17,  Dr. Lutful Aziz
Assistant Professor of Anaesthesiology
BSMMU, Shahbag, Dhaka,

Member Secretary

18.  Dr. Abdul Khaleque Beg
Assistant Professor of Anaesthesiology
NICVD, Sher-e-Bangla Nagar
Dhaka.

FACULTY OF PHYSICAL MEDICINE

Chairperson

1. Professor Md. Quamrul Islam
Professor of Physical Medicine (Retd.)
27/1, Abul Hasnat Road, Dhaka-1100
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Members

z

11

Professor Shamsuddin Ahmed
Professor of Orthopaedics (Rtd.)
House No 14. Road No 34
Sector-7. Uttara. Dhaka

Dr. Birendra Nath Bhattacharjee
Associate Professor of Physical Medicine
Sir Salimullah Medical College, Dhaka.

Dr Aminuddin Ahmed Khan

Associate Professor of Physical Medicine
Saikat. 113. Nasumalum Lane

East Madarbari. Chittagong- 1000.

Dr Md. Mahfuzur Rahman
Associate Professor of Physical Medicine
Sher-e-Bangla Medical College. Barisal.

Dr. Shamsun Nahar
Assistant Professor of Physical Medicine
BSMMU, Shahbag, Dhaka

Dr. Md. Abdus Shakoor

Assistant Professor of Physical Medicine
Chittagong Medical College

Chittagong

Dr Md. Habibur Rahman
Assistant Professor of Physical Medicine
Rangpur Medical College, Rangpur

Dr. Mohammad Abdur Rashid

Assistant Professor of Physical Medicine
RIHD. Sher-e-Bangla Nagar

Dhaka.

Dr. Sohely Rahman
Assistant Professor of Physical Medicine
NIDCH Mohakhali, Dhaka

Dr. Md. Taslim Uddin
Assistant Professor of Physical Medicine
BSMMU, Shahbag, Dhaka

Member Secretary
12.  DrMd. Moyeenuzzaman

Associate Professor of Physical Medicine
BSMMU, Shahbag, Dhaka

FACULTY OFRADIOLOGY & RADIOTHERAPY

Chairperson

1. Professor A.S.Q.M Sadeque
Professor of Radiology
BSMMU, Shahbag, Dhaka

Members

2. Professor S. F Huq

Professor of Radiotherapy (Retd.)
Concord Emily House

Apart No. 203. House CEN (B)-3
Road 96. Gulshan-2, Dhaka- 1212

Professor M. N. Huda

Professor of Radiotherapy (Retd.)
175, Bara Maghbazar

Dhaka

Professor Fazle Elahi

Professor of Radiotherapy (Retd.)
26/2, Prominent Housing

Pisci Culture Road-3

Adabar, Mohammadpur, Dhaka.

Professor A.M.M. Shariful Alam
Director & Prof. of Radiotherapy
National Institute of

Cancer Research & Hospital.
Mohakhali, Dhaka.

Prof. Muhammad Mahbubur Rahman
Prof. & Head of Radiology
Sir Salimullah Medical College, Dhaka.

Professor MA Rab Bhuiyan
Professor of Radiotherapy (Retd.)
14/19. Tajmahal Road
Mohammadpur. Dhaka.

Dr. (Brig. Gen. Retd) Chowdhury Abdul Gaffar
Professor of Radiology

Bangladesh Medical College.
Dhanmondi, Dhaka.

Dr. (Col.) Jahangir Alam

Classified Specialist in Radiology &
Head of Radiology & Imaging
CMH. Dhaka Cantt.- Dhaka.

Dr. Parveen Shahida Akhter
Associate Professor of Radiotherapy
Dhaka Medical College, Dhaka.
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11.

Dr. (Col.) Zuberul Islam Chowdhury
Classified Specialist in Radiology
CMH. Chittagong Cantt., Chittagong.

Dr. Md. Mokles Uddin
Associate Professor of Radiotherapy
SSMC & Mitford Hospital. Dhaka.

Member Secretary

13.

Dr. Syed Md. Akram Hussain
Assistant Professor of Radiotherapy
National Institute of Cancer
Research & Hospital

Mohakhali. Dhaka.

FACULTY OF PSYCHIATRY
Chairperson

L

Prof. A K.M. Nazimuddowla Chowdhury

Professor of Phychiatry (Retd.)
House No. 10, Road No. 12
Block-C, Section - 6, Mirpur, Dhaka.

Members

2

117

Professor Anowara Begum
Professor of Phychiatry (Retd.)
House No. 8, Road No. 6
Gulshan, Dhaka

Professor M. A. Sobhan
Professor of Phychiatry (Retd.)
BSMMU, Shahbag, Dhaka.

Professor Md. Nazmul Ahsan
Psychiatrist
Mental Hospital Pabna.

Professor Abul Hasnat Mohammad Firoz

Director & Professor of Psychiatry
Institute of Mental Health Research
Sher-e-Bangla Nagar, Dhaka

Dr. Md. Rezaul Karim
Associate Professor of Psychiatry
MAG Osmani Medical College Sylhet.

Dr. Syed Kamaluddin Ahmed
Consultant Psychiatrist
Apartment C-4, House 49

Road No. 15/A, Dhanmondi R/A
Dhaka.

11.

Dr. (Col. Retd.) Md. Nurul Azim
17/A, BASHATI HORIZON

21, Kamal Ataturk Avenue
Banani, Dhaka

Dr. Md. Golam Rabbani

Associate Professor of Psychiatry
Institute of Mental Health Research
Sher-e-Bangla Nagar, Dhaka.

Dr. Jhunu Shamsun Nahar
Associate Professor of Psychiatry
BSMMU, Shahbag, Dhaka.

Dr. Md. Sayadul Islam Mullick
Associate Professor of Psychiatry
BSMMU, Shahbag, Dhaka.

Dr. A -H.M. Mustafizur Rahman
Assistant Professor of Psychiatry
Sir Salimullah Medical College, Dhaka.

Dr. Mohammad Ahsanul Habib
Assistant Professor of Psychiatry
Rajshahi Medical College, Rajshahi.

Member Secretary

14.

Dr. Md. Shah Alam
Associate Professor of Psychiatry
Dhaka Medical College, Dhaka.

FACULTY OF OTOLARYNGOLOGY
Chairperson

8

Professor Md. Alauddin

Professor & Chairman of Otolaryngology

BSMMU, Shahbag, Dhaka

Members

2.

Professor M A. Majed
Professor of Otolaryngology (Retd.)
152/2B. Green Road. Dhaka.

Professor Md. Nurul Amin
Honorary Founder Director
National Centre for Hearing &
Speech for Children
SHAHIC. Mohakhali. Dhaka

Professor Md. Abdullah Haroon
Professor of Otolaryngology (Reid,).
Main Road Nabaday R.A.
Mohammadpur. Dhaka



College News

5

10.

14.

Professor Nilkanta Bhattacharjee
Professor of Otolaryngology
Mymensingh Medical College,
Mymensingh

Dr. (Brig Retd) Syed Ahsan Karim
Advisor Specialist in Otolaryngology
House No. 200. Road No. 2

DOHS. Baridhara. Dhaka Cant.
Dhaka.

Brig. Gen. Md. Shahid Khurshid Alam
Advisor Specialist in Otolaryngology
CMH. Dhaka’Cantt. Dhaka.

Dr. Md Abdul Quadir
Associate Professor of Otolaryngology
Dhaka Medical College, Dhaka

Dr Md. Kamrul Hassan Tarafder
Associate Professor of Otolaryngology
BSMMU, Shahbag, Dhaka

Dr. S.M. Khorshed Alam Mazumder
Associate Professor of Otolaryngology
Dhaka National Medical College

53/ 1. Jhonson Road. Dhaka.

Dr. Md. Monwar Hossain

Associate Professor of Otolaryngology
Mymensingh Medical College,
Mymensingh.

Dr. Mohammad Zillur Rahman

Associate Professor of Otolaryngology
Dhaka Medical College, Dhaka.

Dr Khabir Uddin Aimed
Associate Professor of Otolaryngology
Dhaka Medical College, Dhaka.

Dr Md. Azharul Islam
Assistant Professor of Otolaryngology
Dhaka Medical College, Dhaka

Member Secretary

15.

Professor Md. Abdullah

Principal & Professor of Otolaryngology
Sir Salimullah Medical College

Dhaka

FACULTY OF BASICMEDICAL SCIENCES
Chairperson
1. Professor K. M. Nazrul Islam

Professor of Pathology (Retd.)

Padma Complex

57/15, East Razabazar

West Panthapath. Dhaka-1215.

Members

2. Professor M. H. Mullick
Professor of Anatomy (Retd.)
U/49, Noorjahan Road Mohammadpur
Dhaka.

3. Professor M.A. Hai
Professor of Physiology (Retd.)
House 3/ 1. Block—F
Lalmatia. Dhaka

4. Professor Syed Mukarram Ali
Professor of Pathology
Prime View. Flat-204
7 Gulshan Avnue (SE), Gulshan, Dhaka.

5. Professor A.K.M. Nurul Anowar
Professor of Pharmacology (Retd.)
House No. 5 (West side)

Road No. 113. Gulshan-1. Dhaka

6. Professor S.A.R. Chowdhurv
Professor of Pharmacology (Retd.)
Medical Director
Roche Bangladesh (Ltd.)

House No. 22, Road No. 2
Dhanmondi. Dhaka.

7. Professor E A. Azim
Professor of Pathology (Retd.)
132. Dhanmondi R/A
Road No 3. Dhaka.

8. Professor M. A Rashid
Professor of Haematology (Retd.)
37/C. Banani (Near Post Office) Dhaka.

9. Professor Md. Nazrul Islam (Virology)
Professor of Virology
BSMMU, Shahbag, Dhaka

10.  Professor Jalilur Rahman
Professor of Haematology
BSMMU, Shahbag, Dhaka.
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11.

12.

19.
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Professor Tarek Al Nasir
Professor of Pathology
Dhaka Medical College, Dhaka

Professor Badrul Islam
Director & Professor of Pathology
TEDCR. Mohakhali. Dhaka.

Professor Motahar Hossain
Professor of Anatomy
Dhaka Medical College, Dhaka.

Professor Kh. Shefayetullah
Professor of Anatomy
Sir Salimullah Medical College, Dhaka.

Professor Nayeema Moazzem
Professor of Microbiology
Dhaka Medical College, Dhaka.

Professor Abdullah Akter

Principal & Professor of Microbiology
Mymensingh Medical College,
Mymensingh.

Professor Md. Sahadat Hossain
Professor of Biochemistry
Dhaka Medical College, Dhaka

Professor Mohammad Kamal
Professor of Pathology
BSMMU, Shahbag, Dhaka

Brig. Gen. Md. Jalal Uddin
Deputy Commandant
AFIP, Dhaka Cantt.. Dhaka.

20. Dr. Kh. Manzare Shamim
Associate Professor of Anatomy
BSMMU, Shahbag, Dhaka

21. Dr.(Col.) Shahzadi Nilufar
Classified Specialist in Pathology
AFIP. Dhaka Cantt.. Dhaka

22. Dr. AB.M Yunus
Associate Professor of Haematology
BSMMU, Shahbag, Dhaka

23.  Dr.NadiralIslam
Associate Professor of Physiology
BSMMU, Shahbag, Dhaka

24. Dr. Nilufar Sultana
Associate Prfessor of Anatomy
Bangladesh Medical College
Dhanmondi, Dhaka

25.  Dr. (Lt. Col.) Zahid Mahmud
Classified Specialist in Pathology
AFIP, Dhaka Cantt. Dhaka

26. Dr.Zinnat Ara
Associate Professor of Pharmacology
Dhaka Medical College, Dhaka

Member Secretary
27.  Professor Mohammad Mozarnmel Haque
Professor of Biochemistry

Sir Salimullah Medical College, Dhaka



OBITUARY NOTE

The Council of Bangladesh College of Physicians and Surgeons and its Executive Committee, on
behalf of all Fellows and Members of the College, wish to express their deep condolence for the
premature and untimely death of the following Fellows of the College, who were always highly
regarded as forerunners and very valued members of medical fraternity :

1. Prof. S.A. Sobhan
Retired as Professor of Radiology

Prof. A.K. Khan

Retired as Professor of Medicine

Prof. Md. Abdul Latif

Retired as Professor of Medicine & Principal

Prof. Md. Samaruddin

Retired as Professor of Surgery

Dr. AFM Yusuf
Joined in Foreign Service and

Retired as High Commissioner of UK

Prof. Md. Fazlul Karim
Retired as Professor of Physiology

The medical community and the nation as a whole would always remember with great admiration the
contribution of the above Fellows of the College in the field of medical science and other development
areas. People, of their stature with width of their accomplishments are hardly replaceable. Their
absence is always felt with pain and anguish by their colleagues, friends and admirers. The College
Council, the Executive Committee, and the Fellows and Members of the College are none but the
colleagues, friends and admirers of those great souls.

They will be deeply missed, now and always.

May Almighty rest them in peace.




