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Broadly speaking all academic disciplines have their 
own philosophy or general guiding principles and 
theoretical frame works. Education as liberal arts 
subjects is no exceptions. It is the branch of applied or 
practical philosophy concerned with the nature and 
aims of education and the philosophical problems 
arising from educational theory and practice. 
Philosophy of education has a long and distinguished 
history in the Western philosophical tradition, from 
Socrates’ battles with the sophists to the present day. 
Many of the most distinguished figures in that 
tradition incorporated educational concerns into their 
broader philosophical agendas.1,2

Philosophy in its widest sense means love of 
knowledge. “Philos” means love and “Sophia” means 
knowledge. Philosophy aims at knowledge of truth. 
The concept of education is directly related to the 
concept of life itself. It leads in the various spheres of 
life. The objective of life was to secure freedom from 
the bondage of the material world. And bondage is the 
result of ignorance; liberation is the result of 
knowledge and liberation can be attained through a 
constant search for truth.3

Philosophy in a general sense is conceived a person’s 
“sum of his fundamental beliefs and convictions”. It is 
a guide for living; because the issues it addresses are 
basic and pervasive, determining the course we take in 
life. Hence we can say that all the aspects of human 
life are influenced and governed by the philosophical 
consideration. The education of a people is determined 
by its philosophy or scheme of life. Many noted 
thinkers have emphasized the importance of 
philosophy in human life. Man wants to know himself 
and also tries to lead his life in the light of his

knowledge of himself and of the world. Desire for 
knowledge springs from the rational nature of man. It 
is an attempt to satisfy this rational nature and eternal 
desire of man. It is not, therefore, a luxury but a 
necessity. Aldous Huxley (1894-1963) an eminent 
English writer, observes in his book “Ends and 
Means” that “men live in accordance with their 
philosophy of life, their conception of the world. It is 
impossible to live without a metaphysic. According to 
Schopenhauer “Every man is a born metaphysician”.4

Entomologically, the term “Education” has been 
derived from Latin word – “Educare”, “Educere” and 
“Educatum”. “Educare” means “to rise up or bring up 
or nourish”. It indicates that the child is to be brought 
up or nourished keeping certain aims and ideals. The 
term “Educere” denotes “to lead out or to draw out”. 
In this regard, education through its process draws out 
of the best what is inside the child.” “Educatum” 
indicate the act of teaching or training. It throws light 
on the principles and practice of teaching. The term 
Educare or Educere mainly indicates development of 
the latent faculties of the child. In Indian language 
education means “Siksha” which has been derived 
from Sanskrit verbal root “Shash”, which means to 
discipline, to control, to order, to direct, to rule etc. 
Education in this sense means controlling or 
disciplining the behavior of an individual. There is 
another term in Sanskrit, which throws light on the 
nature of education. It is “Vidya” which means 
knowledge. The term “Vidya” has originated from 
“Bid” meaning knowledge / to know/ acquire 
knowledge. Hence education in broader sense is any 
act or experience that has a formative effect on the 
mind, character or physical ability of an individual. In 
its technical sense, education is the process by which 
society deliberately transmits its accumulated 
knowledge, skills and values from one generation to 
another. Webster defines education as the process of 
educating or teaching. Educate is further defined as “to 
develop the knowledge, skill, or character. Thus, from 
these definitions, we might assume that the purpose of 
education is to develop the knowledge, skill or 
character of students.5



2

Hence, the term education has a wide connotation. It is 
difficult to define education by single definition. 
Philosophers and thinkers from Socrates to Dewey in 
west and a host of Indian philosophers have attempted 
to define education. However education can be 
understood as the deliberate and systematic influence 
exerted by a mature through instruction and discipline. 
It means the harmonious development of all the 
powers of the human being, physical, social, 
intellectual, aesthetic and spiritual. The essential 
elements in the educative process are a creative mind, 
a well integrated self, socially useful purposes and 
experience related to the interests of the individual, 
needs and abilities of the individual as a of a social 
group. Broadly we can say, Education is a social 
process that intends to modify the behavior of the 
pupil in a social desirable direction through learning.
Socrates said, “Knowledge is virtue”. His followers 
pointed out that mere knowledge of what is right is not 
actually competent to lead right actions because our 
actions are guided as much by reason as by blind 
impulses. Unless these impulses are controlled, action 
cannot fully follow the dictates of reason. 
So mere knowledge in the theoretical sense of what is 
right does not lead to our goal. To carry into practice 
what we consider to be right constitutes virtue. Such 
practice is only possible when we can control our 
desires and impulses and can rationalise them.
The philosophies of education are significant and 
wide-ranging, touching many other branches of 
philosophy, such as metaphysics, epistemology and 
axiology. Despite its long and diverse history, it only 
emerged as a systematic branch of philosophy in the 
latter half of the 20th century. Metaphysics in 
education explores the nature of reality. It provides a 
base for educational thought by establishing 
knowledge, truths and values. The history of the 
philosophy of education started in ancient philosophy 
and has remained an important topic to the present 
day. Thousands of years ago Aristotle presented a 
classification of knowledge, which divided the whole 
complex of human knowledge into three forms: 
episteme (Scientific knowledge) techne (Skill and 
crafts) and phronesis (Often translated as practical 
wisdom). Aristotelianism is a philosophical tradition 
inspired by the work of Aristotle, usually characterized 
by deductive logic and an analytic inductive method in 
the study of natural philosophy and metaphysics. The 
Aristotle model of communication is the widely

accepted and the most common model of 
communication where the sender sends the 
information or a message to the receivers to influence 
them and make them respond and act accordingly. 
Aristotle's most famous achievement as logician is his 
theory of inference, traditionally called the syllogistic. 
According to a conventional view, Plato's philosophy 
is abstract and utopian, whereas Aristotle's is 
empirical, practical and commonsensical. 
There are four major educational philosophies, each 
related to one or more of the general or world 
philosophies. They are: Perennialism, Essentialism, 
Progressivism and Social Reconstructionism. A mix of 
more than two philosophies is called Eclecticism. 
These educational philosophies focus heavily on what 
we should teach and also the curriculum aspect.6

Perennialism
Perennialism focuses on to teach ideas of truth and 
logic that are everlasting (‘Perennial or eternal’).  
Perennialism values knowledge that transcends time. 
Perennialists are primarily concerned with the 
importance of mastery of the content and development 
of reasoning skills. The adage “the more things 
change, the more they stay the same” summarizes the 
perennialists’ perspective on education. That means 
despite apparent changes or advancements, certain 
fundamental aspects or patterns remain unchanged 
over time. Learning is to seek enduring truths which 
are constant, not changing. It includes essential 
cognitive courses like mathematics, science, history, 
language etc. Cultivation of the intellect is the highest 
priority in a worthwhile education. Perennialism is 
subject-centered and teacher-centered philosophy 
where the teachers are the main actors on the stage. 
Here, the teaching is by Socratic method: i) Oral 
exposition (Commentary and explanation)  ii) Lecture 
and explication (Analysis and meaning). The goal of a 
perennialist educator is to teach students to think 
rationally and develop mind that can think critically. 
Learning happens following Jean Piaget’s cognitive 
theory (1930) which states that children learn through 
direct and active interaction with the environment. In 
this philosophy, skills are developed in a sequential 
manner. The loftiest accomplishments of humankind 
are emphasized. 

Essentialism
Essentialism includes philosophies of Realism 
(Feeling) and Idealism (Believing). Essentialists 
believe that there is a common core of knowledge that

Philosophical Aspects of Education	 Md. Ismail Khan et al
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needs to be transmitted to students in a systematic, 
disciplined way. It gives emphasis on teaching the 
essentials and the core of the curriculum is essential 
knowledge and skills and academic rigor. Although 
this educational philosophy is similar in some ways to 
Perennialism, Essentialists accept the idea that this 
core curriculum may change. Essentialism is the 
educational philosophy of teaching basic skills. 
Teaching should be practical, preparing students to 
become valuable members of society. It should focus 
on facts - the objective reality out there--and "the 
basics," training students to read, write, speak, and 
compute clearly and logically. Schools should not try 
to set or influence policies. Teaching should be 
practical and real but not artificial and theoretical 
(Rabindranath Tagore). Students should be taught hard 
work, respect for authority, and discipline.  This 
philosophy advocates training the mind. Essentialism 
is also a subject-centered philosophy and the teachers 
impart knowledge mainly through conducting lectures. 
The goal of curriculum is to develop citizens by 
instilling core knowledge and a hard work ethic and 
mental discipline. Assessments are done to show 
sufficient competence to prove a valuable member of 
civilized society. Rather than "teaching as banking," in 
which the educator deposits information into students' 
heads. William C. Bagley (1874-1946) was one of the 
most influential advocates of essentialism. Paulo 
Freire (1927-1997) saw teaching and learning as a 
process of inquiry that would enable people to create 
in change in their lives by inventing and reinventing 
the world. 

Progressivism
Progressivists believe that individuality, progress, and 
change are fundamental to one's education. Believing 
that people learn best from what they consider most 
relevant to their lives, progressivists center their 
curricula on the needs, experiences, interests, and 
abilities of students. Progressivism was developed by 
John Dewey's (1859-1952) pragmatism theory that 
emphasizes the teaching and learning should focus on 
keeping things practical and need to learn by doing. 
Education is “Preparing a person to face everyday life” 
(Dewey). The learner is a problem solver and thinker 
who makes meaning through his or her individual 
experience in the physical and cultural context. 
Effective teachers provide experiences so that students 
can learn by doing. Curriculum content is derived 
from student interests and questions. 

Social Reconstructionism
Social reconstructionism is a philosophy that 
emphasizes the addressing of social questions and a 
quest to create a better society and worldwide 
democracy. Reconstructionist educators focus on a 
curriculum that highlights social reform as the aim of 
education. Theodore Brameld (1904-1987) was the 
founder of social reconstructionism, in reaction against 
the realities of World War II. George Counts (1889-
1974) recognized that education was the means of 
preparing people for creating this new social order. For 
social reconstructionists and critical theorists, 
curriculum focuses on student experience and taking 
social action on real problems, such as violence, 
hunger, international terrorism, inflation and 
inequality. Strategies for dealing with controversial 
issues (Particularly in social studies and literature), 
inquiry, dialogue, and multiple perspectives are the 
focus. Community-based learning and bringing the 
world into the classroom are also strategies. The root 
word of Constructivism is “construct.” Basically, 
Constructivism is the theory that knowledge must be 
constructed by a person, not just transmitted to the 
person. People construct knowledge by taking new 
information and integrating it with their own pre-
existing knowledge.7 It means they are actively 
involved in seeking out information, creating projects, 
and working with material being presented versus just 
sitting and listening to someone “talk at them”.
Briefly, Perennialism focuses on human concerns that 
have caused concern for centuries, revealed through 
‘great works’.8 It focuses on great works of art, 
literature and enduring ideas. Essentialism emphasizes 
skills and subjects that are needed by all in a 
productive society. This is the belief in “Back to 
Basics”. Progressivism provides instruction features 
problem-solving and group activities and the instructor 
acts as a facilitator as opposed to a leader and Social 
Reconstructionism emphasizes instruction  focuses on 
significant social and economic problems in an effort 
to solve them.8

It is concluded, therefore, that the philosophy of 
education is an extremely important discipline 
nowadays and its application is undoubtedly effective 
as a tool to deal with human issues, as well as its 
effects and causes.
The issues related to education cannot be articulated 
without the presence of philosophy. Since the 
beginnings of the formation of the social unit, both

Philosophical Aspects of Education	 Md. Ismail Khan et al
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have been discussed and experienced as coherent 
subjects and included in the teaching perspective, with 
several ideas guided by the first philosophers and 
perpetuated in order to develop the student’s critical 
sense and make him able to exercise the argumentative 
sense and develop self-knowledge and reflection. It is 
necessary to understand philosophers and their 
propositions, so that a new understanding of reality is 
approached. This understanding of the real is 
paramount for the environment, because in society 
there is an assiduous search for those capable of 
making a difference. Thus, we can conceptualize the

philosophy of education as being a set of ideas that 
defines what education is like and how important it is 
not only in the school context, but also for social life, 
making us capable of developing knowledge, skills 
and attitudes towards the facts that surround us and 
remain rooted in society. Therefore, philosophy seeks 
to form more critical citizens who know how to 
analyze the facts with the capacity to understand 
reality and who play their roles as agents of society, 
proposing solutions to the challenges found in a 
globalized and information-saturated world.

Philosophical Aspects of Education	 Md. Ismail Khan et al
Editorial Chittagong Medical University Journal l March 2022; 2(1) : 1-4
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Polypharmacy (ie, the use of multiple medications 
usually ≥5 and/or the administration of more 
medications that are clinically indicated, representing 
unnecessary drug use) is common among the geriatric 
populations for many years.1 The incidence of chronic 
disease is both linked to polypharmacy, which is 
defined by the World Health Organization as the 
administration of multiple drugs concurrently or an 
excessive number of drugs.2 Study revealed that the 
increasing number of drugs and age were both 
associated with the incidence of dementia.3 A previous 
study reported a case of dementia that was reversed 
following the withdrawal of some prescribed drugs, 
and the authors emphasized the grave implications of 
polypharmacy on multiple comorbidities in dementia 
patients.4,5 Moreover, constant exposure to 
polypharmacy can result in cognitive impairment, that 
may, in long-term, develop into dementia.6  Up to 30 
percent of hospital admissions in the elderly may be 
associated with drug related problems.7 Another study 
by Kersten et al showed the concomitant use of ≥3 
psychotropic/opioid drugs in geriatric patients was 
associated with reduced hand-grip strength.8 Nearly 
50% of older adults take one or more medications that 
are not medically necessary.
Polypharmacy in geriatric patients continues to 
increase and is a known risk factor for important 
morbidity and mortality. In the population of over 65-
year olds, 16.4% receiving 10 or more medications.9 A 
study of 236 ambulatory patients aged ≥65 years by 
Lipton et al found that almost 60% of patients were 
taking medications that were suboptimal or lacking an 
indication.10 Concurrent use of multiple medications 
can increase the risk of adverse drug reactions. The 
risk of Adverse Drug Reactions (ADRs) is 15% with 
two medications, and increases to 58% with five 
medications and 82% with over seven medications.11 

There is also a positive correlation between number of 
days staying in hospital with an increase in number of 
drugs. Increased one day stay by an elderly lead to an 
increase in number of drugs by 0.296 in admitted 
elderly and 0.095 at discharge.1 In a prospective cohort 
study of older hospitalized adults taking 5 or more 

Do Polypharmacy are Associated with the 
Outcome of Dementia and Depression among 
the Geriatric Patients?
The number of geriatric population (≥65 years) has 
been increasing over last decade. Polypharmacy is 
very common in geriatric patients because of their 
multiple co-morbidities. This commentary will be 
focused on finding out prevalence of polypharmacy 
(Pattern- prescriptions and non-prescriptions, 
commonly prescribed medications) common co-
morbidities, adherence to medications, irrational use of 
drugs, inappropriate dosing among geriatric patients in 
contrast with their dementia and depression status at 
the time of hospital admission. 
As physiological changes associated with ageing affect 
a person’s handling and response to drugs, using 
multiple medications may cause problems such as the 
increased risk of inappropriate use of medications 
(Including drug-drug interactions and duplications of 
therapy), higher healthcare costs, adverse drug events, 
medication non-adherence, decreased functional status 
and geriatric syndromes. Unfortunately, large clinical 
trials often exclude geriatric people and those with co-
morbidities. 
Until recently, only limited data have been available 
regarding polypharmacy associated health problems 
among geriatric patients in Bangladesh. Knowledge of 
the nature and extent of polypharmacy in general 
practice, to establish the degree of polypharmacy that 
leads to health problems in geriatric patients should 
have to be gathered so that we can identify and raise 
awareness of major adverse health outcome associated 
with polypharmacy in geriatric patients.    

Sujat Paul1*

Consequences of Polypharmacy in the Elderly
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medications, the prevalence of a potential hepatic 
cytochrome enzyme-mediated, drug-drug interaction 
was 80%. The probability of a drug-drug interaction 
increased with the number of medications. In the 
elderly, non-compliance is stated as being as high as 
50% and the likelihood rises with the number of 
medications prescribed. Hanlon et al found that both 
the number of prescription (Odds Ratio [OR] 1.28, 
95% CI, 1.21-1.36) and non-prescription (OR, 1.17, 
95% CI, 1.12-2.35) medications increase the risk of 
inappropriate prescribing.7

In one of our studies the average age of individuals 
was 65.56±6.9 years and 62 were men. The prevalence 
of polypharmacy, dementia and drug non-adherence 
was respectively, 56%, 47% and 49%. Patients with 
polypharmacy were more likely to be non-adherent 
(Odds ratio: 2.4, 95% CI: 1.1-5.4, p=0.039) and 
demented (Odds ratio: 3.38, 95% CI: 1.1-11.8, 
p=0.019) than the elderly patients without 
polypharmacy.12

Table I Association between dementia and polypharmacy 

Polypharmacy was the independent predictor for drug 
non-adherence.12 Pasina and colleagues, 2014, 
reported that polypharmacy is very common among 
older adults and is significantlycontributes to poor 
adherence to therapies.13 Khatun UF et al  reported 
that the frequency of polypharmacy was high among 
elderly people admittedin medicine wards of a tertiary 
level hospital of Bangladesh.12 According to her study, 
prevalence of polypharmacy, dementia and drug non-
adherence was respectively, 56%,47% and 49% in 
southern part of Bangladeshi population. Patients with 
polypharmacy were more likely to be non-adherent 
(Odds ratio: 2.4, 95% CI: 1.1-5.4, p=0.039) and 
demented (Odds ratio: 3.38, 95% CI: 1.1-11.8, 
p=0.019) than the elderly patients without 
polypharmacy. In a study conducted in Taiwan, the 
risk of dementia increases steadily with the increased 
number of medications used and age in older people. 
Cerebrovascular disease, diabetes mellitus, chronic 
kidney disease and hypertension also correlated with 
the risk of dementia in that study.3 Another study 
conducted in South Korea also identified a significant 
association between polypharmacy and the incidence 
of dementia among elderly.6

Results of the literature review revealed that 
polypharmacy continues to be a significant issue 
regarding nonadherence and dementia in the elderly.  
More research has to be conducted in this issue. There 
is a gap in the literature regarding the interventions 
implemented by primary care providers to address 
polypharmacy. Judicious use of drugs is mandatory to 
reduce this risk of dementia. Health care professionals 
(Doctor, Pharmacist, Nurse) should be aware of the 
risks and fully evaluate all medications at each 
geriatric patient visit to prevent polypharmacy from 
occurring.

Consequences of Polypharmacy in the Elderly	 Sujat Paul et al

Commentaries Chittagong Medical University Journal l March 2022; 2(1) : 5-7

Polypharmacy	 Dementia present	 Dementia absent	p value

No	 15 (31.9)	 29 (54.7)	
0.022*

Yes	 32 (68.1)	 24 (45.3)	

*Chi-square test. 

Polypharmacy	 Drug compliance	Drug compliance	 p value 
with dementia	  good (n=51)	  bad (49)

Yes	 12 (23.5)	 20 (40.8)	 0.064*
No	 39 (76.5)	 29 (59.2)	

*Chi-square test. 

Table II Association between polypharmacy with dementia and 
drug compliance  
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b)	Dengue with warning signs: Group-B (Referred for 
in-hospital care). Severe abdominal pain or 
tenderness, Persistent vomiting >3 times/day, 
Persistent diarrhoea >3 times/day, Clinical fluid 
accumulation, Mucosal bleed, Lethargy, restlessness, 
Liver enlargement >2cm, Laboratory : Increase in 
Hematocrit (Hct). concurrent with rapid decrease in 
platelet count, Requiring strict observation and 
medical intervention.

c)	Severe dengue: Group-C (Require emergency 
management).

i)	 Severe Plasma Leakage leading to : Shock 
(DSS), Fluid accumulation with respiratory 
distress.

ii)	Severe Bleeding as evaluated by clinician.

iii)	Severe Organ Involvement Liver: AST or 
ALT>=1000, CNS: Impaired consciousness, 
Heart failure, oedema.

iv)	Metabolic and electrolytes abnormalities.

Recently, Dengue fever in Bangladesh is appearing 
with some atypical clinical and biochemical features 
such as absence of antigen, more presenting e 
leukopenia more than thrombocytopenia, more liver 
dysfunction (Like rise of aminotranferases 
hypoalbuminemia) than change in Hct.
The aim of this review is to explore the typical clinical 
features of dengue with respect to Bangladesh 
perspective.

Key words: Cutaneous rash; Dengue virus; 
Hemorrhagic episodes; Public health.

INTRODUCTION
The WHO classifies DF into two groups: 
Uncomplicated and severe. Severe cases are linked to 
excessive hemorrhage, organ impairement or severe 
plasma escape, and the remaining cases are considered 
uncomplicated.
According to the 1997 classification, dengue can be 
divided into undifferentiated fever, DF and DHF.
DHF was further subdivided into grades I–IV.
Grade I: Only mild bruising or a positive tourniquet test
Grade II: Spontaneous bleeding into the skin and elsewhere
Grade III: Clinical sign of shock
Grade IV: Severe shock - feeble pulse and blood 
pressure cannot be recorded.
Grades III and IV comprise DSS.
New Revised WHO Dengue Case Classification by Severity
a) Dengue without warning signs: Group-A (Send home).
 	 Probable Dengue: Live in/travel to dengue endemic 

area. Fever and 2 of the following criteria: Nausea, 
vomiting, Rash, Aches and pains, Tourniquet test 
positive, Leucopenia on Warning sign.

	   Laboratory Confirmed dengue: (Important when no 
sign of plasma leakage).

Dengue Fever : A Review 
Joyabrata Das1*

ABSTRACT
Background: Dengue is an acute viral illness caused by RNA virus of the family Flaviviridae and spread by Aedes mosquitoes. 
Presenting features may range from asymptomatic fever to dreaded complications such as hemorrhagic fever and shock. Acute-
onset high fever, muscle and joint pain, myalgia, cutaneous rash, hemorrhagic episodes, and circulatory shock are the 
commonly seen symptoms. Early and accurate diagnosis is critical to reduce mortality. Although dengue virus infections are 
usually self-limiting, dengue infection has come up as a public health challenge in the tropical and sub tropical nations. This 
review aims to summarize the overall scenario of dengue including disease burden, diagnosis, differential diagnosis, 
investigation, management and prevention.

Methodology: This current study is a narrative review of published studies and articles by searching PubMed Scopus and Google 
Scholar. Stractured search strategy using appropriate keywords and title.

Conclusion: It has depicted the overall dengue situation of Bangladesh and identified gaps in dengue management and 
provided future perspective to prevent impending outbreaks across.
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SEARCH STRATEGY
Available studies and abstract were identified through 
PubMed (1980-2022), Scopus and Google. Key search 
topics were "Dengue Fever : A Review and relevant 
articles from references lists of reviewed articles were 
also searched. The search terms were the following 
keywords used in combination: "Breakbone fever; 
Cutaneous rash; Dengue virus; Hemorrhagic diathesis; 
Public health."

DISCUSSION
Undifferentiated fever is seen mostly in the primary 
infection but may also occur following the initial 
secondary infection. Clinically, it is difficult to 
differentiate from numerous other viral diseases and 
often remains undiagnosed. DF follows both primary 
and secondary infections and is most frequently 
encountered in adults and older children. Onset of 
symptoms is characterized by a biphasic, high-grade 
fever lasting for 3 days to 1 week. Severe headache 
(Mainly retrobulbar), lassitude, myalgia and painful 
joint, metallic taste, apetite loss, diarrhea, vomiting 
and stomachache are the other reported manifestations. 
Dengue is also known as breakbone fever because of 
the associated myalgia and pain in joints. Of patients 
with DF, 50–82% report with a peculiar cutaneous 
rash. The initial rash is the result of capillary 
dilatation, and presents as a transient facial flushing 
erythema, typically occuring before or during the first 
1–2 days of fever. The second rash is seen at 3 days to 
1 week following the fever, and presents as an 
asymptomatic maculopapular or morbilliform 
eruption. Sometimes, individual lesions may merge 
and present as widespread confluent erythematous 
areas with pinpoint bleeding spots and rounded islands 
of sparing, giving a typical appearance of “white 
islands in a sea of red.” The cutaneous rash is usually 
asymptomatic, and pruritis is reported only in 16-27% 
cases. Bleeding episodes are infrequently seen in DF, 
although epistaxis and gingival bleeding, substantial 
menstruation, petechiae/purpura and Gastrointestinal 
Tract (GIT) hemorrhage can occur.1-4

Dengue Hemorrhagic Fever (DHF) is frequently seen 
during a secondary dengue infection. However, in 
infants it may occurdurring a primary infection due to 
maternally attained dengue antibodies. The proposed 
diagnostic criteria for DHF includes clinical 
parameters acute-onset febrile phase – high-grade 
fever lasting from 2 days to 1 week. Hemorrhagic 
episodes (At least one of the following forms):

Petechiae, purpura, ecchymosis, epistaxis, gingival 
and mucosal bleeding, GIT or injection site, 
hematemesis and/or malena Positive tourniquet and 
hepatomegaly. Laboratory parameters are Thrombo- 
cytopenia (Platelet count <100,000/cu mm). 
The hemorrhagic episodes in DHF are associated with 
multifactorial pathogenesis. Vasculopathy, deficiency 
and dysfunction of platelets and defects in the blood 
coagulation pathways are the attributed factors. 
Decreased production of platelets and increased 
destruction of platelets may result in thrombo- 
cytopenia in DHF. The impaired platelet function 
causes the blood vessels to become fragile and this 
results in hemorrhage.5-6.
The clinical course of DHF is characterized by three 
phases are Febrile, Leakage and Convalescent phase. 
High-grade fever of acute onset along with 
constitutional signs and facial erythema characterizes 
the commencement of the febrile illness. The initial 
febrile illness is marked by a morbilliform rash and 
hemorrhagic tendencies.The fever persists for 2 days 
to 1 week and then drops to normal or subnormal 
levels when the patient either convalesces or advances 
to the plasma leakage phase. High plasma escape cases 
are marked by frank shock with low pulse pressure, 
cyanosis, hepatomegaly, pleural and pericardial 
effusions, and ascites. Severe ecchymosis and 
gastrointestinal bleeding followed by epistaxis may 
also be noted in a few cases. Bradycardia, confluent 
petechial rashes, erythema, and pallor are seen during 
this phase. Dengue Shock Syndrome (DSS) is defined 
as DHF accompanied by an unstable pulse, narrow 
pulse pressure (<20 mmHg) restlessness, cold, clammy 
skin and circumoral cyanosis. Progressively worsening 
shock, multiorgan damage, and disseminated 
intravascular coagulation account for a high mortality 
rate associated with DSS. The shock persists for a 
short span of time and the patient promptly recovers 
with supportive therapy.7,8

Clinical Signs of Dengue Shock Syndrome: Cool 
extremities, delayed capillary refill time, lethargy or 
restlessness (which may be a sign of reduced brain 
perfusion), tachypnoea or kussmaul’s breathing 
tachycardia, weak pulse, narrow pulse pressure 
(pulse pressure ≤ 20 mmHg with increased diastolic 
pressure, e.g. 100/80 mmHg) hypotension (Defined 
as systolic pressure <80 mmHg for those aged <5 
years or 80 to 90 mmHg for older children and 
adults). 

Dengue Fever	 Joyabrata Das et al
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Expanded Dengue Syndrome: Unusual manifestations 
with severe organ involvement such as liver, kidneys, 
brain or heart associated with Dengue infection 
reported in DHF and also in DF who do not have 
evidence of plasma leakage. These unusual 
manifestations may be associated with co-
infections, co-morbidities or complications of 
prolonged shock.9,10

Other Features: Oral features are infrequently seen in 
dengue virus infection and are more commonly 
associated with DHF. Erythema, crusting of lips and 
tongue and soft palatal vesicles constitute the 
prominent oral features in dengue virus infection. A 
study reported higher cases involving the mucosa with 
scleral injection (90%), whereas Sanford noticed 
vesicular eruptions of the soft palate (>50%). A study 
reported numerous hemorrhagic bullae on the 
sublingual mucous membrane, lateral surface of the 
tongue, and floor of the mouth. Brown-colored plaque 
like lesions with a rough surface were seen on the 
buccal mucosa that showed bleeding on touch along 
with spontaneous bleeding from the gingiva and the 
tongue. Petechiae, purpura, ecchymoses and nasal 
bleeding have also been reported. Another study 
reported bleeding gums, hemorrhagic plaques and 
inflamed tonsils in a dengue-infected patient.11-14

Lab Diagnosis
CBC
NS1antigen (Within 5 days)
ICT for Dengue IgG & IgM (After 5 days)
ALT & AST
Serum Electrolytes
Chest X-ray 
Ultrasonography of Abdomen.  

A decreased number of white blood cells 
(Leukopenia), accompanied by a decreased number of 
platelet count (Thrombocytopenia) and raised PCV, 
initial changes on laboratory examinations. 
Microbiological laboratory testing confirms the 
diagnosis of DF. Virus segregation in cell cultures, 
nucleic acid demonstration by Polymerase Chain 
Reaction (PCR) and serological detection of viral 
antigens (Such as NS1) or particular antibodies are the 
preferred microbiological assays.15 Viral segregation 
and nucleic acid demonstration provide precise 
diagnosis, although the high cost limits the availability 
of these tests. Chest X-ray and Ultrasonography of 
Abdomen to see the plasma leakage.16,17

Dengue Fever	 Joyabrata Das et al

Review Article Chittagong Medical University Journal l March 2022; 2(1) : 8-14

Figure 1 The level of NS1, IgM and IgG for primary 
and secondary dengue infection. (A) During primary 
infection, NS1 and IgM are detectable starting day 0 
onwards and day 3 onwards, respectively, while IgG 
can only be detected on day 10 onwards. (B) For 
secondary infection, IgG level is used to differentiate 
both primary and secondary infection by presenting 
very significant level during acute phase due to rapid 
anamnestic IgG reaction

(A) Primary dengue infection
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Fluid replacement and antipyretic therapy with 
paracetamol is the preferred therapy following the 
febrile phase. Care should be taken not to use other 
nonsteroidal antiinflammatory drugs. Judicious fluid 
administration forms the mainstay of treatment during 
the critical phase of the infection. Normal saline, 
Ringer's Lactate, and 5% glucose diluted 1:2 or 1:1 in 
normal saline, plasma, plasma substitutes, or 5% 
albumin are the routinely administered fluids.WHO 
guidelines summarize the following principles of fluid 
therapy: Oral fluid supplementation must be as 
plentiful as possible. However, intravenous fluid 
administration is mandatory in cases of shock, severe 

vomiting, and prostration (Cases where the patient is 
unable to take fluids orally) Crystalloids form the first-
line choice of intravenous fluid (0.9% saline) 
Hypotensive states that are unresponsive to boluses of 
intravenous crystalloids, colloids (e.g., dextran) form 
the second-line measures. If the patient remains in the 
critical phase with low platelet counts, there should be 
a serious concern for bleeding. Suspected cases of 
bleeding are best managed by transfusion of fresh 
whole blood. In dengue fever, we have to avoid 
NSAID's and intramuscular injections.18,19

Dengue Fever	 Joyabrata Das et al
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Management of Dengue Infection: Its shown in the following Algorithm

Dengue case classification

Dengue Viral Infection

Symptomatic

Mild DF : Group - A Servere DF : Group - CModerate DF : Group - B

DF with high risk /
co-morbid conditions

A Undifferentiated DF
B Fever without complication
like bleeding, hypotension
and organ involvement
C Without evidence of
capillary leakage

l Infents
l Old age
l Diabetes
l Hypertension
l Pregnancy
l Coronary Artery Disease
l Haemoglobinopathies
l Immunocompromized
   patient
l Patient on steroids,
   anticoagulants or
   immunosuppresants

A DF with warning sign
and symptoms
l Recurrent vomiting
l Abdominal pain/tendemess
l General weakness/lethargy/
    restless
l Minor bleeding
l Mild pleural effusion/ascites
l Hepatomegaly
l Incressed Het
B DHF or I & II with/without
minor bleeds

A DF with significant
Haemorrhage
B (i) DHF with significant
haemorrhage with or without
shock
(ii) DHF III & IV (DSS) with 
shock with or without
significant haemorrhage
C Severe organ involvment
(Expanded Dengue Syndroms)
D Metabolic and electrolyte
abnormalities

DF with warning signs & symptoms
with / without minor bleeding

Asymptomatic

Home Management

Close Monitoring and Hospitalization Tertiary level care
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Ongoing Research on Dengue Treatment and Vaccination:-20,18,21,22,13,17,14,23-26,16,27-29

Therapeutic agents	 DENV serotypes	 Target	 Highlights

Peptide inhibitor	 All	 DENV NS1	 Unique binding sites of NS1 targeted by peptides.	

Synthetic peptide	 DENV2	 NS1	 Generation of synthetic peptide with unique epitope which is 	 	
	 	 	 immunogenic towards antipeptide antibody in rabbits as a potential 	
	 	 	 serotypic specific detection tools.

Peptide inhibitor	 DENV1–4	 DENV E proteins	 MLH40 peptide (24–31 µM) manage to inhibit all serotypes and 80% 	
	 	 	 inhibition effect against DENV2 was achieved at 100 µM.

Peptide inhibitor	 All	 stem domain of	 DN59 possesses great inhibitory activity to all DENV serotypes at low 
	 	 DENV E proteins	 concentration. It also able to disrupt viral membrane and release viral 	
	 	 	 genome. 

Neutralizing 	 DENV-1	 CC’ loop of DIII	 Neutralizing activity of antibody which targets on cryptic epitopes can be 	
antibody	 	 	 affected by genotypic variation of DENV.	

Broadly neutralizing 	All	 EDE	 Monoclonal antibodies which bind to the EDE 	 	 	
antibody	 	 	 shows broadly neutralizing effect for all DENV serotypes.

Neutralizing human	All	 N/A	 Utilization of gene modification in DNA plasmids to express 
monoclonal antibody	 	 	 1G7C2_hG1-LALA antibodies which can provide cross neutralization 
	 	 	 effect to all DENV serotypes without ADE activity.

Bispecific antibody	 All	 EDII, EDIII 	 This bispecific antibody maintains the binding abilities from its parental 	
	 	 domain	 antibodies and possess better neutralizing effect against DENV.

Vaccine candidate	 DENV	 Modified NS1 	 Generation of mAb 33D2 which possess both in-vitro and in-vivo 		
	 	 wing domain	 inhibition.

Vaccine candidate	 DENV	 Modified NS1	 Do not cross react with platelets or uninfected endothelial cells and the 	
	 	 	 prolonged bleeding time induced by DENV is reduced significantly using 	
	 	 	 dengue haemorrhagic mouse model	

Vaccine candidate	 DENV2	 E protein and NS1	 Combination of E protein-based and NS1-derived DNA vaccines provide 	
	 	 	 potent immunity protection in immunized mice model.

Antiviral agent	 All	 C protein	 A small molecule ST-148 had been discovered to have inhibition reaction on 	
	 	 	 the replication of four serotypes of DENV

Antiviral agent	 DENV2	 C protein	 Virions assembled with inhibitor-bound capsid tetramers cannot uncoats the 	
	 	 	 nucleocapsid well and resulting in DENV replication inhibition.

Virus inhibitor	 Different serotypes 	NS3-NS4B 	 JNJ-A07 shows promising inhibitory activities 	 	 	
	 and genotypes	 complex	 against different 21 combinations of genotypes and serotypes by blocking 	
	 	 	 the NS3 and NS4B interaction.

Anti-dengue 	 –	 NS2B-NS3 	 Latarcin peptide (Ltc 1) significantly inhibits the spreading and replication 	
therapeutic	 	 protease	 of virus by interacting with NS2B-NS3 protease

Neutralizing 	 DENV2	 EDIII	 mAb DB32–6 is the clone with strongest neutralizing activity, it was further 	
antibody	 	 	 converted to humanized antibody which preserved its original neutralizing 	
	 	 	 effect against different strains of DENV2.

Prevention
Control of mosquito (Vector) transmission, development 
of dengue vaccine, and antiviral drugs constitute future 
directions with an aim to prevent and treat dengue 
infection. Control of mosquito (Vector) transmission 
can be done by keeping guppies (Poecilia reticulata) or 
copepods (Doridicola agilis) in standing water, and 
infecting the mosquito population with bacteria of the 
Wolbachia genus. Due to the progressing transmission 
and enhancing severity of dengue  infection,  the  
necessity  to  develop a dengue

vaccine has gained considerable importance. There is a 
worldwide public health need for a safe, effective and 
economic tetravalent dengue vaccine. Complex 
pathology, the prerequisite to control four virus 
serotypes, and inadequate investment by vaccine 
designers have hindered vaccine advancement. 
Scrupulous attempts are aimed to develop antiviral 
drugs that can be used to manage DF and avoid the 
life-threatening episodes.23,20,25,27,30
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Bangladesh Perspective: Outbreak at a glance in 
Bangladesh: As of 20 November 2022, a total of 52 
807 laboratory-confirmed dengue cases and 230 
related deaths have been reported by the Ministry of 
Health & Family Welfare of Bangladesh since 1 
January 2022 with a Case Fatality Rate (CFR) of 
0.44%. Dengue is endemic in Bangladesh however a 
surge of cases started in June 2022. Currently, all eight 
divisions in the country are reporting cases and deaths. 
This is the second- largest outbreak since 2000, with 
the largest having occurred in 2019. The current 
dengue outbreak is unusual in its scale and seasonality. 
Between 1 January and 20 November 2022, a total of 
52 807 dengue cases including 230 related deaths 
(Case fatality rate = 0.44%) were reported by the 
Ministry of Health & Family Welfare (MOHFW). 
According to information available for 40% of 
reported cases (n=20 982) the median age is 25 years 
(Range: 0 - 89) with males accounting for 60% of the 
cases. This is the second highest annual number of 
cases since 2000, the highest having occurred in 2019, 
when 101 354 cases including 164 deaths were 
reported. The most affected division is Dhaka, 
accounting for 70.6% of cases and 60.4% of deaths. 
Dhaka city, the largest city in Bangladesh, located in 
Dhaka division, has reported 64.5% (n= 34 071) of the 
total number of cases. Other affected divisions include 

Chattogram division (13.2% of cases and 24.8% of 
deaths) and Khulna division (5.5% of cases and 4.8% 
of deaths). The high incidence of dengue cases this 
year is taking place in the context of an unusual 
amount of rainfall since June 2022, accompanied by 
high temperatures and high humidity which have 
resulted in an increased mosquito population 
throughout Bangladesh. In 2019, Bangladesh reported 
the highest number of dengue cases (101,354 cases), 
and the possible drivers of the outbreak were described 
as the introduction of a new serotype DENV-3, 
unusually prolonged wet season, and resistance to 
insecticides used by the local authorities.31

CONCLUSION
Dengue has evolved as a global life-threatening public 
health concern, affecting around 2.5 billion individuals 
in more than 100 countries. The physician should be 
aware about the varied clinical manifestations of this 
condition and ensure an early and adequate treatment 
plan. Future directions to combat this dreadful disease 
aim at methods of mosquito control, development of 
vaccine and antiviral drug regimen.
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Conclusion: Based on the study results P53 expression could 
be suggested as a marker for differentiating malignant from 
premalignant lesions.

Key words: Cervical Cancer; Premalignant cervical 
lesion; P53 Expression.

INTRODUCTION

Cervical cancer is a leading cause of death in women 
of reproductive age group worldwide.1 The estimated

Immunohistochemical Overexpression of P53 Protein in
Premalignant and Malignant Uterine Cervical 

Lesion at Chittagong Medical College 
Ireen Sultana1*   Farid Uddin Ahmed2

GRAPHICAL ABSTRACT 

Cross Sectional Descriptive Study

Type of Lesion	 Positive 	 Negative	 P53 Positivity	 p-Value

CIN (Premalignant)	 4	 20	 16.67%

Malignant	 13	 13	 50%	 .006 

(Squamous Cell Carcinoma 

Adenosquamous Carcinoma)

Conclusion : P53 Overexpression can differentiate premalignant lesion from malignant lesion.

Sultana I et al.           Ctg Med Uni J. 2022;2(1): 15-19. 

Materials and methods Results

Immunohistochemical Oversspression of P53 Protein in Premalignant and Malignant Uterine
Cervical Lesion at Chittagong Medical College

P53 Overexpression

ABSTRACT
Background: Cervical cancer ranks as the 2nd most common cancer among Bangladeshi women between 15 and 44 years of 
age. The secondary biomarker p53 has been studied at various centers in the world and has been found to be dysregulated in 
cervical cancers. This study was undertaken to observe the expression and association of p53 in premalignant and malignant 
cervical lesions and also with their histopathological subtypes.  

Materials and methods: The present cross-sectional descriptive study was conducted, from May 2018 to November 2018. 
Patients with premalignant and malignant cervical lesions of epithelial origin were included, while those with other pathological 
entities were excluded. A total of 50 patients were finally enrolled for this study. Cases with p53 expression in more than 10% 
cells were considered positive for p53 overexpression.  

Results: Out of 50 cases, 24 cases were Cervical Intraepithelial Neoplasia (CIN), 25 cases were squamous cell carcinoma (SCC) 
and remaining 1 was adenosquamous carcinoma. Among 24 CIN cases, 70.8%, 25.0%, and 4.2% were respectively, CIN 1, 
CIN 2 and CIN 3. In SCC, 20.0% were well differentiated, 68.0% were moderately differentiated and rest 12% was poorly 
differentiated or undifferentiated. P53 expression was observed in 16 (32.0%) cases. Among CIN it was 16.7% and in cervical 
carcinoma cases 46.2% (p=0.026). Though P53 expression decreased with increasing grade of CIN and increased with 
increasing grade of SCC the differences were statistically insignificant (p = 0.36 and p=0.45 respectively). 

Premalignant 48%

Malignant 52%

Intraepithelial 
Neoplasia - 24

Squamous Cell 
Carcinoma - 25

Adenosquamous 
Carcinoma - 1

Age
<40 Years	 38%
41 - 60 Years	 46%
>60 Years	 16%	

Samples - 50



16

age-standardized incidence and mortality rates of 
cervical cancer in Bangladesh were approximately 
10.6 and 7.1 per 100 000 women, respectively, in 
2018.2 While curable in the early stages, the prognosis 
for advanced stage cervical malignancy is poor.3 
Today, great efforts have been made to identify novel 
biomarkers aiming to improve detection of the 
invasive cervical cancer at the earliest stage possible. 
There are two types of biomarkers in cervical cancers, 
i.e., primary and secondary. The primary biomarker is 
HPV DNA. The secondary biomarkers include tumor 
suppressor genes and proto-oncogenes (P53, p16, c-fos 
protein, Fra-1, RB- protein, telomerase, and Ki67) 
potential serum markers (Squamous cell carcinoma 
antigen), cell adhesion matrix proteins (CD44) and 
miRNA.4
The secondary biomarker p53 has been studied at 
various centers in the world and has been found to be 
deregulated in cervical cancers. The p53 gene acts as 
tumor suppressor and is present on the short arm of 
chromosome 17 (17pl3.1).5 It regulates proliferation of 
cells by promoting transcription of other genes 
controlling cell cycle.6 The wild type of p53 gene 
helps in DNA repair by delaying the progression from 
G phase to the S phase of cell cycle.6 This function is 
defective in the cells with mutant, stabilized, or 
inactivated p53 protein, and thus, these cells carry on 
replication of the abnormal DNA.7 The inactivation of 
wild-type p53 gene is the most common genetic 
alteration in human carcinogenesis.8 Various authors 
have reported the variable expression of p53 in 
premalignant and malignant lesions of cervix.9-15

This study was undertaken to observe the expression 
and association of p53 and grades of p53 in 
premalignant and malignant cervical lesions and also 
with their histopathological subtypes.  

MATERIALS AND METHODS 

The present cross sectional descriptive study was 
conducted in the Department of Pathology, at a tertiary 
care teaching institute of Chattogram, Bangladesh 
from May 2018 to November 2018. Patients with 
premalignant and malignant cervical lesions of 
epithelial origin diagnosed on small biopsy or 
hysterectomy specimens were included, while those 
with other pathological entities were excluded. Cases 
with inadequate biopsy material were also excluded.  
A total of 53 patients were finally enrolled for this 
study. The cervical biopsy and hysterectomy 
specimens received were processed for routine
	
  

paraffin embedding, and 3 to 5 µm thick sections were 
made from paraffin-embedded blocks. These sections 
were stained with hematoxylin and eosin (H and E) 
and also for p53 antibody using polymerbased 
immunohistochemistry kit of DAKOLSAB+ Kit 
peroxidase (Dako Corporation Den-mark) along with 
appropriate positive controls. All microscopic slides 
were evaluated for histomorphological and 
immunohistochemical staining pattern.  
P53 scoring was assessed by estimating the percentage 
of positively stained nuclei in fields of their maximum 
density with a 40× objective in 10 high-power fields. 
Cases with p53 expression in more than 10% cells 
were considered positive for p53 overexpression. In 
the present study, the following semiquantitative 
grading system for p53 expression was used. 
Percentage of cells showing p53 expression was 
counted in 10 HPF and p53 expression was graded 
into gpor grades. No staining (0), 1+ (1% to 10% cells 
showing p53 expression), 2+ (10% to 50% cells 
showing p53 expression) and 3+ (more than 50% cells 
showing p53 expression).  
Data were analyzed for descriptive statistics in terms 
of frequency and percentage. Association of p53 
expression in premalignant and malignant lesions was 
compared by applying Pearson’s Chi-square test. 
Statistical analysis was performed using SPSS version 
23 and p < 0.05 was considered statistically significant 
at 95% significance level.

RESULTS 
In the present study, of total 50 cases, 52.0% of cases 
represented malignant lesions and 48.0% of cases 
represented pre-malignant lesions. A largest number of 
cases were observed in the age range of 41–60 years 
comprising 46.0%, followed by age range of <40 
years, comprising 38.0%. Only 16.0% of cases were 
observed in elderly females more than 60 years. The 
mean age of presentation was 45.1 ± 14.7 years. 
Among the 24 premalignant lesions, CIN 1 was more 
common comprising 70.8% of cases, while CIN 2 and 
CIN 3 comprised only 25.0% and 4.2% of the 
premalignant cases respectively. Among the malignant 
cases, only two histological types were observed, i.e., 
Squamous Cell Carcinoma (SCC) and 
Adenocarcinoma, majority being SCC, and only one is 
adenocarcinoma. In the present study, 32.0% of cases 
were positive for p53 overexpression, while 68.0% 
were negative.  

Overexpression of P53 Protein in Premalignant and Malignant Uterine Cervical Lesion	 Ireen Sultana et al
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Variables  	 Frequency 	Percentage 
Age  	 	
	 <40 years 	 19 	 38.0 
	 40-60 years 	 23 	 46.0 
	 >60 years 	 8 	 16.0 
Histological type  	 	
	 Cervical Intraepithelial Neoplasia (CIN) 	 24 	 48.0 
	 CIN 1  	 17 	 70.8 
	 CIN 2  	 6 	 25.0 
	 CIN 3 	 1 	 4.2 
	 Squamous cell carcinoma 	 25 	 50.0 
	 Well differentiated (Grade I) 	 17 	 70.8 
	 Moderately differentiated (Grade II) 	 6 	 25.0 
	 Poorly differentiated (Grade III) 	 1 	 4.2 
	 Adenosquamous carcinoma 	 1 	 2.0 
P 53 IHC score	 	
	 0 	 25 	 50.0 
	 1+ 	 9 	 18.0 
	 2+ 	 9 	 18.0 
	 3+ 	 7 	 14.0 
P 53 expression 	 	
	 Negative  	 34 	 68.0 
	 Positive  	 16 	 32.0
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Table I Demographic and clinical characteristics of the patients  

Among the premalignant lesions, 16.7% of cases were positive for 
p53 overexpression, while among the malignant lesions, 46.2% 
were positive for p53 overexpression and the results were 
statistically significant (p = 0.026). However, there was no 
significant association between grades of CIN and p53 
overexpression. Similarly, no significant association was found 
between grades of SCC and p53 overexpression.   

Table II Association between histopathological grade and p53 
expression 

Among more than 60 years age group all the cases were malignant 
lesions and in the age group of less than 40 years the majority 
(73.7%) of the cases were premalignant and the association 
between age range and premalignant/malignant lesions was 
statistically significant (p=0.002). However, there was no 
significant association between age group and p53 overexpression 
(p=0.285). 

Table III Association age group with histopathological type and 
P53 overexpression

DISCUSSION  
In this study, among the 50 studied cases, there were 
24 cases of CIN, 25 cases of SCC and one cases of 
adenosquamous carcinoma. The malignant cases were 
significantly older than the premalignant cases in the 
present study. This finding was correlated with other 
studies.16,18 Present study revealed a wide spectrum of 
histopathological subtypes of carcinoma of cervix. 
Among 24 CIN, maximum (70.8%) cases were in 
CIN-1 followed by 25% in CIN-2 and the 4.2% were 
in CIN-3. In SCC, 20.0% were well differentiated, 
68.0% were moderately differentiated and rests of the 
12% were poorly differentiated or undifferentiated. 
Among 26 cervical carcinoma cases only one case was 
adenosquamous carcinoma and rest 25 were SCC. 
These spectrums of histopathological subtypes are in 
agreement with the studies conducted in and around 
our country.16,19,20

In the current study p53 expression was observed in 
46.2% of cervical carcinoma cases. In various studies, 
the range of p53 positivity in cervical carcinoma was 
observed to be 17.1% to 87.0%. Some studies have 
showed high p53 positivity, whereas others have 
showed a lower positivity of p53 in cervical cancer 
(Table IV). Among CIN p53 positivity was observed 
in 16.7% cases. In various studies, the range of p53 
positivity in CIN was observed to be 15.0% to 66.7%. 
Corresponding figures in different studies are shown 
in the Table IV.  
Table IV Comparison of p53 expression in cervical premalignant 
and malignant lesions in different studies including the present one 

Overexpression of P53 Protein in Premalignant and Malignant Uterine Cervical Lesion	 Ireen Sultana et al
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Variables  	 P53 over expression 	 	 p value 
	 	 Negative  	 Positive  	

CIN (n=24) 
	 CIN 1  	 13 (65.0) 	 4 (100.0%) 	
	 CIN 2  	 6 (30.0) 	 0 (0.00%) 	 0.360 
	 CIN 3 	 1 (5.0) 	 0 (0.00%) 	
SSC (n=25) 
	 Grade I 	 2 (15.4) 	 3 (25.0) 	
	 Grade II 	 9 (69.2) 	 8 (66.7) 	 0.450 
	 Grade III 	 2 (15.4) 	 1 (8.3) 	
Lesion type (n=50) 
	 Premalignant (24)  	 20 (83.33%) 	 4 (16.67%) 	 0.06 
	 Malignant (26)  	 13 (50) 	 13 (50) 

Variables 	 	 Age group	 	p value 
		 <40 years	40-60 years	>60 years 

Lesion type  	 	 	 	
	 Malignant  	 14 (73.7)	 10 (43.5)	 0 (0)
	Premalignant  	 5 (26.3)	 13 (56.5)	 8 (100.0)	0.002 

 P53 overexpression  	 	 	 	
	Negative   	 12 (63.2)	 18 (78.3)	 4 (50.0)
	Positive  	 7 (36.8)	 5 (21.7)	 4 (50.0)	0.285 

	 P53 overexpression 
Name of author 	 Year 	In CIN (%) 	In cervical carcinoma (%) 
Hunt et al.11	 1996 	 -- 	 17.1% 
Jeffers et al.23	 1994 	 42.9% 	 -- 
Dimitrakakis et al.25	 	 -- 	 -- 
Tan et al.16	 2007 	 66.7% 	 87.0% 
Tan et al.22	 2008 	 -- 	 85.2% 
Sandhu & Shivakumar21	 2016 	 -- 	 86.7% 
Khalissa et al. 	 2017 	 -- 	 24.7% 
Babiker et al.24	 2018 	 -- 	 57.3% 
Preset study  	 2019 	 16.7% 	 46.2% 
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In the present study we demonstrated negative and 
positive expression of P53 protein by 
immunohistochemistry in 52% (13/24) and 48% 
(12/24) of SCC cases respectively. Regarding 
adenocarcinoma samples, there was only one case and 
it showed negative expression (100%). Similar to our 
study Khalissa et al. observed that, the P53 protein 
was absent in 75.32% of SCC cases and almost absent 
in adenocarcinoma samples where only 7.70% of cases 
were positive.24 Researchers concluded that, P53 
expression, detected by immunohistochemistry, did 
not appear to be a prognostic marker for cervical 
cancer. However, these findings do not reflect the true 
population because there were very few cases of 
adenocarcinomas in both the studies. 
Conflicting data concerning P53 over-expression in 
relation to the grade of invasive cervical carcinoma 
have been reported.27,28 In our study, there was a 
single case of CIN 3 which was found negative for 
P53. Out of 6 cases of CIN 2, all cases were found 
negative for P53. In fact, all of the 4 positive cases in 
CIN were in grade 1. This finding was in line with 
other study.29 The varying range in different studies 
could be attributed to the composition of the study 
population, different specimen fixation techniques, 
antigen retrieval methods, different sample size, 
sensitivity and specificity of different antibodies used, 
and different modes of scoring systems and 
interpretations of the results. 

LIMITATION

The result of the present study should be interpreted in 
light of the following limitations. First, the sample size 
was small and investigated in a single center.  Second, 
we did not include any non-malignant healthy cervical 
tissue as control to see P53 expression. 

CONCLUSION

The present study showed the expression of P53 is 
greater in the malignant cervical neoplasms than pre-
malignant cervical lesions, suggesting that P53 
overexpression can be used as a prognostic parameter 
in cervical neoplasm.  

RECOMMENDATION

A large scale prospective study with standardized 
techniques is desirable to validate the findings of the 
present study.
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Materials and methods: This cross sectional comparative 
study was conducted in the Department of Paediatrics of 
Chatagram International Medical College Hospital from July 
2019 to December 2019. Young infants 0-90 days presenting 
with the features of sepsis were enrolled.

Results: In this study, it was observed that in neonatal period, 
majority (43.8%) of patients belonged to age 2-10 days. The 
mean age was found 5.7+-3.4 days. In post neonatals age, 
majority (40%) patients belonged to age 29-44 days. 
Regarding sign of sepsis in neonatals age common 
presentations were not feeding well and fast breathing (32% 
each) followed by fever (20%), convulsion (6.7%), movement 
when stimulated (6.7%) and grunting (2.7%). In post neonatal 
age group, most common presentations were fast breathing 
(41.6%), followed by fever (31.5%), not feeding well (19.1%),

A Comparative Study of Clinicobacteriological Profile of
Sepsis between Neonatal (0-28 days) and Post Neonatal

Age (29-90 days) in a Non-Government
Medical College Hospital 

Rokshana Ahmed1*  Mohammad Nazmul Huda1  Qutrat-E-Elahi2  Enshad Ekram Ullah3 

Feroza Akter4 Mohammad Muslim Uddin5 

ABSTRACT
Background: Young infants are considered a special group because these infants have special characteristics that they can 
become sick and die very quickly from serious bacterial infections. This descriptive cress-sectional study was carried out to assess 
clinical characteristics of sepsis between neonatal (0-28 days) and post neonatal age (29-90 days) as well as isolation of 
organism causing sepsis.

GRAPHICAL ABSTRACT 

Clinical Profile

Cross Sectional Comperative Study

Varible 	 Neonate (50)	 Postneonate (50)	 p-value

Poor Feeding	 24 (32)	 17 (19.1)	 0.155

Fever	 15 (20)	 28 (31.5)	 0.009

Convalsion	 5 (6.7)	 3 (3.4)	 0.461

Fast Breathing	 24 (32)	 37 (41.6)	 0.008

Blood Culture Profile
Varible 	 Neonate (50)	 Postneonate (50)

Culture Positivity	 12%	 10%

Culture Negativity	 88%	 90%

Bacteriological Profile
Organism 	 Neonate (6)	 Postneonate (5)	 p-value

Klebsiella	 3	 1	 .303

Coagulase negative- 	 0	 3	 .02	
Staphylococcus

Samples Size

Neonatal Age Group	 - 50

Postneonatal Age Group	 - 50

Ahmed R et al.           Ctg Med Uni J. 2022;2(1): 20-24. 

Materials and methods Results

A Compartive Study of Cliniobacteriological Profile of Sepsis between Neonatal (0-28 days) and 
Post Neonatal age (29-90 days) in a Non Government Medical College Hospital

Conclusion : Presentation varies in neonatal and Postneonatal age. Bacteriological profile is also difference in two group. Fast breathing and fever are significantly  higher in Post 
neonatal age. Only Coagulase negative Staphylococcus is significantly higher in Postneonatal age. There is no significant difference with respect to  other bacteria between two groups. 
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convulsion (3.4%), grunting (3.4%) and movement when 
stimulated (1.1%). Among them, most common organism was 
Klebsiella (n=3,50%) followed by Pseudomonas (n=2, 
33.3%) and Staphylococcus aureus (n=1, 16.7%).  Among 
them, 3 (60%) was coagulase –ve Staphylococcus which was 
the highest, followed by Klebsiella and Staphylococcus aureus 
(n=1, 20% for each). 

Conclusion: Presentation varies in neonatal and postneonatal 
age. Bacteriological profile is also difference in two group. 
Fast breathing and fever are significantly higher in Post 
neonatal age. Only Coagulase negative Staphylococcus is 
significantly higher in postneonatal age. There is no 
significant difference with respect to  other bacteria between 
two groups.

Key word: Antimicrobial susceptibility; Clinico-
bacteriological; Mortality; Neonatal; Sepsis. 
INTRODUCTION
Neonatal period is de ned by the age of infants at 0 
days to 28 days. It is the time when the infants are 
particularly vulnerable to serious infections.1-3 First 
week of life has the highest vulnerability to acquire 
serious infections which are called “ early-onset 
neonatal sepsis”, with very high mortality.4-5 As for the 
neonates, the infants at the (29-90) days also at a 
higher risk of mortality from infections than at later 
ages.2,6 It has been suggested the immune system 
requires the  rst two to three months of infantile life to 
steadily mature up.6-9 The Integrated Management of 
Childhood Illness (IMCI), formulated by WHO since 
1992 has divided the management of childhood illness, 
that is children aged 2 months up to 5 years and that of 
young infants below 2 months of age.10 According to 
this guideline, this, stratification is because of the very 
idea that the young infants below 3 months have the 
same special characteristics, that they can become sick 
and die very quickly from serious bacterial 
infections.11 It is necessary to develop research 
priorities to understand the critical aspects of the 
clinico-bacteriological presentation of very severe 
disease in this age group, for the prevention of similar 
infections in the future. 
Neonates are vulnerable to serious infections as are 
infants of 29-90 days of age. Considering the fact, an 
ample amount of research has been done on neonatal 
infections both in the developed as well as developing 
countries. But litle or no such research has been found 
on serious in infants of 29-90 days of age. 
Furthermore, such studies on “very severe disease” in 
young infants are ever de cient in Bangladesh. This 
study was conducted to understand the clinic-
bacteriological profile of sepsis in young infants and 
compare it from neonatal and post neonatal age.

MATERIALS  AND METHODS

This cross-sectional comparative study conducted at 
the Department of Paediatrics, Chatagram 
International Medical College Hospital from July 2019 
to December 2019. Informed writen consent was 
obtained from a parent or legal guardian of each 
patient who enrolled in the study. Young infants 0-90 
days presented with sign of very severe disease de ned 
as having either "convulsion, not feeding well/unable 
to feed, grunting, fast breathing, fever 99.5 degree 
Fahrenheit or feels cold, movement when stimulated 
or no movement at all" were enrolled consecutively as 
the study population. Exclusion criteria were young 
infants with a congenital anomaly and sick infants. 
According to the present inclusion and exclusion 
criteria 100 patients (50 patients aged 0-28 days and 
50 patients 29-90 day). History and clinical 
examination  ndings were noted in a case record form. 
Blood was collected with all aseptic precautions for 
doing blood culture. Blood culture was done in 
chocolate, blood and McConkey agar media by lysis 
direct plating method under strict quality control. 
results of blood culture were included in the 
appropriate sections of case record form. 
Statistical analysis were carried out by using the 
Statistical Package for Social Science Version 20.0 for 
Windows (SPSS Inc., Chicago, Illinois, USA).
Informed written consent was obtained from each 
parent before enrollment into study. Ethical clearance 
for the study was taken from the Ethical Committee of 
Chattagram International Medical College. 

RESULTS 

A total of 100 patients were enrolled: 50 from each of 
the neonatal and post-neonatal periods. Of the neonatal 
age group (0-28 day) patients, majority (44%) 
belonged to age 2-10 days (Table I). The mean age 
was found (5.7±3.4) days with range from 3 to 9 days. 
In neonatal age, 32(64%) of patients were male and 
18(36%) were female. 
Table I Distribution of the study patients by demographic 
variables (n=50) neonatal age 
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Demographic variable 	 Number of patients	 Percentage 

Age (In days)
0-9	 21	 43.8 
10-18	 15	 30 
19-28	 14	 26.2 
Mean±SD	 5.7±3.4
Range (Min, max)	 3-9	  
Gender 	  	  	  
Male	 32	 64 
Female	 18	 36 



DISCUSSION 

In this study, it was observed that majority (44%) of 
neonatal patients belonged to age 2-10 days and mean 
age was 5.7±3.4 days (Ranged from 2-9 days) where 
in post-natal age group majority (40%) of patients 
belonged to age 29-45 days and the mean age was 
32.2±7.4 days (Ranged from 30 to 57 days). Adequate 
study was taken compareing sepsis among the 
neonatal and post-neonatal population. A study done in 
Bangladesh including infants aged 1 week to 3 months 
(7-90 days) presenting at the Outpatient or Emergency 
Department of a tertiary care hospital with very severe 
disease, and the mean age of young infants was 32 
days (Range, 7-59 days).12 
In this current study it was observed that majority 
patients were male in both age distribution. In neonatal 
age group it was 64% and Post neonatal age group it was 
60%. Kalter et al. also found most (72%) of their study 
population to be male. Similarly, Talbert et al. found 
42.0% of their ‹60 days study patients to be male.12.13

In post neonatal age group, most common presentation 
was Fast breathing (41.6%), followed by fever 
(31.5%), not feeding well (19.1%), convulsion (3.4%), 
grunting (3.4%) and movement when stimulated 
(1.1%). Fast breathing (p-value 0.008), fever (p-value 
0.009) were significantly higher in post neonatal age 
group.  In the review by Opiyo & English, that 
reviewed five large prospective observational studies 
(n = 17 506 infants) it was shown that fever, fast 
breathing and history of convulsion were the 
commonest signs of very severe disease among 0-90 
days infants and had the highest predictive value in 
diagnosing very severe disease or severe infection in 
these children.5 The above findings are consistent with 
the present study. 
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Of the post-neonatal age (29-90 days) patients, majority 
(40%) belonged to age 29-44 days (Table II). Of this 
group 30(60%) were male and 20(40%) were female. 
Table II Distribution of study population by age and sex (n=50) 
post neonatal age

Among neonatal age, the most common clinical 
presentation of sepsis as shown in Table III, were “not 
feeding well” and fast breathing (32% each), followed 
by fever (20%), convulsion (6.7%), movement when 
stimulated (6.7%) and grunting (2.7%). In post 
neonatal age group, most common presentation were 
fast breathing (41.6%), followed by fever (31.5%), not 
feeding well (19.1%), convulsion (3.4%), grunting 
(3.4%) and movement when stimulated (1.1%). The 
presentation significantly differed between neonatal 
and post-neonatal period, as fast breathing (p-value 
0.008), fever (p-value 0.009) were the predominant 
presentations in the post-neonatal group which was not 
the same in the neonates. 
Table III Clinical profile of sepsis between neonatal and post 
neonatal age group 

In neonatal age group, 12% was found blood culture 
positive and in post neonatal age group, 10% was 
blood culture positive (Fig 1). 
In both age groups, 11 patients were found blood 
culture positive (Table IV). Among them 6, (54.5%) 
were Klebsiella, 2 (18.2%) were Pseudomonas, 2 
(18.2%) were Staphylococcus aureus and 1 (9.1%) 
was coagulase –ve Staphylococcus. 

Table IV Organisms found in culture positive cases (n=11)
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Demographic variable 	 Number of patients	 Percentage

Age (In days)
	 29-44	 20	 40
	 45-60	 8	 16
	 61-75	 9	 18
	 76-90	 13	 26
Mean±SD	 	 32.4±7.4
Range (Min, max)	 31-40
Gender
	 Male	 30	 60
	 Female	 20	 40

Signs of sepsis 	 Neonate	 Post neonate	 p-value  
	 (0-28 days) 	 (29-90 days) 

Convulsion 	 5 (6.7) 	 3 (3.4) 	 0.461 
Not feeding well 	 24 (32) 	 17 (19.1) 	 0.155 
Grunting 	 2 (2.7) 	 3 (3.4) 	 0.646 
Fast Breathing 	 24 (32) 	 37 (41.6) 	 0.008 
Fever 	 15 (20) 	 28 (31.5) 	 0.009 
Movement when 
stimulated 	 5 (6.7) 	 1 (1.1) 	 0.092 

Value in parentheses indicate percentage. 

Figure 1 Distribution of study patient by blood culture 

Organism 	 Neonate 	 Post-neonate 

Klebsiella 	 3 (50) 	 1 (20) 
Pseudomonas 	 2 (33.3) 	 0 
Staphylococcus aureus 	 1 (16.7) 	 1 (20)
Coagulase negative 
Staphylococcus aureus 	 0 	 3 (60)
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In our study blood culture positivity was observed in 
12% and 10% of cases in the neonatal and post-
neonatal age group respectively. It was shown by 
Downie et al.14 in their meta-analysis mentioned 
prevalence of bacteremia in infants for whom a blood 
culture was performed was 3–16%. In the large six 
country multi- center study by Hamer et al. 10.9% of 
infants (7–59 days of age) had blood culture 
positivity.14,15   Similarly, Talbert et al. found in the out 
born young infants, 10.0% had a positive blood 
culture, which is consistent with the present study.13 In 
the recent study by Jatsho et al. blood culture 
positivity rate in neonatal sepsis was found 14% 
only.16

In the current study, in neonatal age group, 6(12%) are 
found to be positive for blood culture. Among them 
Klebsiella and pseudomonas were the most prevalent. In 
the meta-analysis by Downie et al. among infants of 29-
90 days, the most prevalent pathogens were E coli, 
Klebsiella, Pseudomonas, accounting for 59% (26–92%) 
of culture-positive sepsis cases.14 Another study from a 
resource-poor country, also demonstrated Klebsiella to 
be the most common pathogen in severe young infant 
sepsis.16 In the current study five patients were found 
blood culture positive in the post-neonatal population. 
Among them Coagulase negative staphylococcus was 
the most prevalent pathogen, comprising 60% (n=3) of 
the isolates, followed by Klebsiella and Staphylococcus 
aureus  20% (n=1) for each. 

LIMITATION

l The study population was selected from one selected 
hospital in Chattogram city, so that the results of the 
study may not reflect the exact picture of the 
country. 

l Sample size was small.
l The present study was conducted at a very short 

period of time.

CONCLUSION 

Presentation varies in neonatal and postneonatal age. 
Bacteriological profile is also difference in two group. 
Fast breathing and fever are significantly  higher in 
Post neonatal age. Only Coagulase negative 
Staphylococcus is significantly higher in postneonatal 
age. There is no significant difference with respect to  
other bacteria between two groups.

RECOMMENDATION 
Further studies can be undertaken by including larger 
number of patients. 
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Medical College Hospital (CIMCH). One hundred expatriates 
were selected on non-probability convenient sampling from 
July 2019 to June 2020. And age and sex matched one 
hundred native Bangladeshi were selected as control group. 
Expatriate workers were interviewed with a semi structured 
questionnaire about their demographic profile, lifestyle 
related information and self-reported non communicable 
disease status. 

Results: Mean age of the expatriates was 41.41 (+10.78) 
whereas It was 38.17 (+10.76) in control group; 100% 
male in both case and control groups). Mean BMI was 
25.6437kg/m2 in the case and 24.9490kg/m2 in the 
control group. 46% of the expatriates were hypertensive 
whereas it was 34% in the native Bangladeshi (p 0.05). The 
number of impaired Glycemic status (DM, IGT, IFG) was 
about one and half times in the case group compared to 
control group (Ratio 1.45:1) (p 0.01). 81% of expatriates 
were Dyslipidemic which was 69% in the control native 
Bangladeshi group. The prevalence of Ischemic heart 
disease was significantly more in the case (11% in the case 
and 3% in the control group, p 0.03).

Study on Prevalence of Non Communicable
Diseases among the Expatriates Attending in

Chattagram International Medical College Hospital
Mohammad Kamrul Islam1*   Md Amir Hossain2   Mehrunnisa Khanom1

Md Razaul Karim3   Mohammed Jashim Uddin4   Mohammad  Akhtarul Islam Chowdhury5

GRAPHICAL ABSTRACT 

Case Control Study Non Communicable Disease	 Case	 Control	 p value

Hypertension	 46%	 34%	 <.05

Impaired Glycemic Status	 59%	 41%	 <.01

Dyslipidemia	 81%	 69%	 <.05

Ischemic Heart Disease	 11%	 3%	 <.03	

Case

Expatriate - 100

Control

Age and Sex matched

Native Bangladeshi - 100

Conclusion : Non Communicable disease in expatriate worker are significantly higher than native populations.

Islam M K et al.           Ctg Med Uni J. 2022;2(1): 25-29. 

Materials and methods Results

Study on Prevalence of Non Communicable Diseases among the Expatriates Attending in 
Chattaagram International Medical College Hospital 

ABSTRACT
Background: Prevalence of Non-Communicable Diseases (NCDs) is increasing all over the world with a disproportionate 
differentiation of the developing and non-developing countries. The purpose of the study was to determine the prevalence as 
well as pattern of NCD among the expatriates of our population.

Materials and methods: In this hospital based case control type of observational study was held at Chattagram International 
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Conclusion: The study showed that Non Communicable 
Diseases were more prevalent in the expatriate workers with 
numerous modifiable and non-modifiable risk factors of 
developing NCDs. These findings could be useful to draw the 
attention of health authorities to adopt preventive strategies 
against NCDs among the expatriates.

Key words: BMI;  DM; Dyslipidemia; Expatriate; 
Hypertension; Non Communicable Diseases.
      
INTRODUCTION 
Non Communicable Diseases (NCDs) are chronic 
conditions that do not result from an acute infectious 
process and hence are “not communicable. These 
diseases  have  prolonged course,  not resolve 
spontaneously, and for which a complete cure is rarely 
achieved. Non Communicable Diseases (NCDs) are 
the leading cause of death globally, and one of the 
major health challenges of the 21st century. In 
September 2011, at the United Nations General 
Assembly in New York, a political declaration was 
made to strengthen global and national responses to 
prevent and control NCDs.1 NCDs are by far the 
leading cause of death worldwide. In 2016, they were 
responsible for 71% (41 million) of the 57 million 
deaths which occurred globally.2 Non Communicable 
Diseases (NCDs) are diseases of long duration, and are 
generally slow to progress.
The rapid rise of Non-Communicable Diseases 
(NCDs) represents one of the major health challenges 
to global development. NCDs were estimated to have 
contributed to almost 60% of deaths in the world and 
among them about 80% occur in the developing 
countries.3 NCDs are already of major importance in 
developed countries and are rapidly becoming a major 
public health threat in the developing world. These 
diseases constituted 43% of the global burden of 
disease in 1999. Based on current trends, by 2020 they 
will account for 73% of deaths and 60% of the disease 
burden in the developing countries.4

Prevalence of non-communicable diseases is 
increasing in developing and non-developing countries 
though disproportionately. A particular category of 
high-risk population comprises of millions of 
expatriate workers live outside Bangladesh.
The health of expatriates populations is influenced by 
multifaceted connections between mental health and 
physical conditions. Recently, a study has demonstrated 
that both personal and workplace characteristics are 
important factors influencing health.5

Black & Gregersen suggest that adjustment and mental 
health problems are more pronounced when there is a 
significant cultural difference between one’s home 
country and the host country.6
The adjustment to a new country is also more difficult 
when the expatriate worker and his/her family fail to 
receive training and support before, during, and after 
an assignment.7
The World Report on Migration highlights the fact 
that, worldwide, expatriate workers lack equal access 
to health care.8 
Multiple studies in the past have shown that there is a 
much higher prevalence of cardiovascular diseases risk 
factors among expatriates living in a foreign country 
compared to their own country of origin.9,10,11 Another 
study has associated high cardiovascular mortality 
among Asian immigrants with sedentary lifestyle, high 
serum triglycerides and low HDL cholesterol.12 
The aim of the study was to determine the prevalence 
as well as pattern of NCD among the expatriates of our 
population.

MATERIALS AND METHODS  
This hospital based case control study held in 
Chattagram International Medical College Hospital 
during the period of July 2019 to June 2020. All the 
patients attending the Inpatients and Outpatient 
Department of the Department of Medicine CIMCH 
were considered as study population. One hundred 
(100) patients who are expatriates attending IPD and 
OPD during the study period were as case  are age and 
sex matched 100 Native Bangladeshi was as control. 
Inclusion criteria were: l Patients who resides at least 
6 months outside Bangladesh at a stance, age >18 
years, participants and or legally accepted guardians, 
who gave consent and willing to comply with study 
procedure. Exclusion criteria were: l Age 18 years or 
less, expatriates who are known cases of NCD patients 
before leaving country, pregnancy, patient or 
attendants unwilling to take part in the study.  
Ethical clearance was taken from ethical committee of 
Chattagram International Medical College Hospital.                      
All expatriates attending the Outpatient Department or 
Inpatient Department of the Department of Medicine 
of CIMCH were assessed for eligibility. Informed 
written consent was obtained from participant. After 
consenting, the details of the patient‘s history 
including demographic information, clinical findings 
at presentation were recorded in case record form. The 
patients was advised to do the investigations as per 
study requirement. 
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The data were analyzed using the Statistical Package 
for Social Sciences 20.0 (SPSS, Chicago, IL, USA). 
p-value <0.5 was taken as significant.�
RESULTS

A total 200 participants ( 100 Expatriates as case and 
100 age and sex matched native Bangladeshi as 
control) were enrolled in the study from July 2019 to 
June 2020 to compare the prevalence of Non 
Communicable Diseases. No study subject was lost to 
follow up. So, the effective sample size was 200. The 
result of the study has presented in the following table 
and graphs.
Majority were married in both case and control group 
(91% and 85% respectively).
The major portions of the expatriates under study live 
in KSA(32%), followed by UAE(27%), Oman (13%) 
and Qatar (11%). Only 1% of the expatriates was 
living in Brunei and Italy. Their mean duration of stay 
was 15.04(+8.09) ranges from1.6 year to 37 years.
There are variable occupation in the study subjects 
majority (19%) of the expatriates were sales man in 
occupation, followed by Mechanic (15%), service 
holder, Whereas in control group, the majority are 
service holder (35%), followed by business and driver. 

Figure 2 Dyslipidemia phenotype during the study of the study 
subjects

Nineteen (19%) of expatriates were in normal lipid 
profile whereas It was 31% in the native Bangladeshi 
control group (p 0.243) (Figure 2).

Fifty nine (59%) of the expatriates were suffering from 
impaired glycaemia in contrast to 41% of the native 
Bangladeshi (p 0.01) (Figure 1).

Forty six (46%) of cases are hypertensive in comparison 
to 34% of the control group (p 0.05) (Table I). 

DISCUSSION    
In the current study, median age of the 100 expatriates 
was 41 years, whereas It was 35.5 in the native 
Bangladeshi (Control group). The study population was 
solely male in gender. A study carried out in KSA 
showed The sample had a median age of 36 years.13 
According to the Ministry of Labour in Saudi Arabia, the 
median age of expatriate workers in the country is 34 
years.14 Another study in Majamah city of KSA shows 
the mean age of the participants is 35.25 years.15 

Worldwide, the proportion of adults with a Body-Mass 
Index (BMI) of 25 kg/m2 or greater increased between 
1980 and 2013 from 28.8 to 36.9% in males, and from 
29.8 to 38.0% in females. Further, the NCD risk factor 
collaboration predicts that these increasing trends will 
continue into the future.16
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	 	 HTN Status		 Total	 p
Cohort	 Hypertensive	 Normotensive	 	

Case	 	 46	 54	 100	
Control	 	 34	 66	 100	 0.05
Total	 	 80	 120	 200	

Table I  HTN Status  of the study population

Figure 1 Glycemic status of the study population
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People from Asia have a higher risk of type 2 diabetes 
and cardiovascular disease at lower levels of Body 
Mass Index (BMI).17

On calculating the Basal Metabolic Index (BMI) it was 
found that more than 56% were in the overweight and 
obese category. 

The measurement of blood pressure showed that 46% 
of the expatriates were hypertensive where as It was 
34% in the control group. A study conducted in KSA 
shows 26.5% having a high normal systolic reading 
(120 – 139 mm Hg) while 19.2% recorded more than 
140 mm of Hg. Similarly, 33.3% having a diastolic 
blood pressure reading of more than 90 mm of Hg. A 
sizeable number of participants (19.2%) shows a high 
normal diastolic reading between 80 – 89 mm of Hg 
reported by that study.18

In our study It was shown that the prevalence of 
impaired glycaemia was 59% among the expatriates 
and 41% among the native Bangladeshi population of 
the study subjects. A study on prevalence of diabetes 
in expatriates living in United Arab Emirates (UAE) 
shows Diabetes, based on fasting blood glucose ≥7.0 
mmol/l or on self-report of previous diagnosis had an 
overall age-and-sex-adjusted prevalence of 19.1%. The 
highest prevalence was in Asians  (16.4%) and in non-
Emirati Arabs (15.2%), with lower prevalence seen in 
Africans and Westerners (11.9%).19

LIMITATION

Among the limitations of this study is that the sample 
size was small in both case and control group. Single 
center study with a limited number of cases makes our 
study findings difficult to generalize with the 
expatriate population. 

CONCLUSION

Expatriate workers from Bangladesh are working in 
various countries mostly in Middle East. The 
significant rate of NCDs were found in the expatriate 
in comparison to native Bangladeshies. Non 
communicable diseases such as obesity, diabetes 
mellitus, hypertension, dyslipidemia, hyperuricemia 
and ischemic heart diseases are much more prevalent 
in the expatriates. 

RECOMMENDATION

We can recommend that all the expatriates prior to 
leave Bangladesh should undergo a baseline screening 
for non communicable diseases and  A periodic follow 
up schedule should be established for the expatriates 
for regular health checkup.
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K ey w ords: Access to em erg ency care; Em erg ency 
care; Pre-hospital care.

INTRODUCTION

Integ rated system s of em erg ency care are an essential 
com ponent of the health system .1 In fact, em erg ency 
m edical care is one of the m ost sensitive area s in 
healthcare. Its pu rpose is to stabilize patients su ffering  
from  life threatening  conditions ( Su ch a s acu te tra u m a, 

Status of Emergency Health Services at Major 
Hospitals in Chattogram

Kawsar Sultana1*   Md Jalal Uddin2

ABSTRACT
Background: Emergency Departments are available throughout the world and emergency care services are necessary at all 
levels of health care. The aim of this study is to evaluate the availability of manpower and resources at Emergency Departments 
of four major hospitals in Chattogram, and to compare them to international standards.

Materials and methods: This cross section type of observational study was conducted between August and October 2019. Data 
were collected from four different hospitals in the city of Chattogram and the results were recorded in a pretested semi-structured 
questionnaire. The results were then compared between the hospitals.

Results: No emergency medical officer in any of the hospitals had any specialized training in provision of emergency care. The 
highest number of patient turnover was at Chittagong Medical College Hospital (CMCH) and the most well-equipped hospital 
was Port Hospital. Number of healthcare workers were more or less the same in all four hospitals. 

Conclusion: Reform is needed at emergency departments with emphasis on providing adequately trained emergency medical 
officers proportionate to patient burden. At the same time, more hospitals should have developed higher centers so as to prevent 
overcrowding at just a few hospitals.

G RAPHICAL ABSTRACT  

Cross Sectiona l Stu dy Variable	 CM CH	 CG H	 Railw ay Hospital	 Port Hospital

l Trained Staff for 	 X	 X	 Only one Trained	Only for ICU

Am bu lance Service	 	 	 in first aid	 Am bu lance
l Care du ring  Transportation Service	 Not w ork ing 	 X	 X	 One

( ICU Am bu lance)

l Care on arrivale a t Em erg ency

	 Um bo Bag 	 3	 3	 3	 3

	 ECG  M achine	 3	 X	 X	 3

	 Steroids	 3	 X	 X	 3

	 IV Flu ids	 3	 3	 3	 3

	 Tetanu s Toxid	 X	 3	 X	 X

	 Heparin	 X	 X	 X	 3

Sa m ples : 4 Hospita ls

CM CH

CG H

Railw ay Hospital

Port Hospital

Va ria ble of Em erg ency 
Hea lth Services :-

l Provision of Care

l Care du ring  Transportation

l Care on arrival a t Em erg ency                                                                             

Conclu sion : Lack  of adequ ately trained  Em erg ency M edical Officer in all 4 Hospitals. The m ost w ell equ iped hospital w a s Port Hospital.

Sultana K et al.           Ctg Med Uni J. 2022;2(1): 30-33. 
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acute infectious diseases, exacerbation of chronic 
illness, etc.) or injuries that risks the loss of a limb.2 To 
achieve this, immediate and urgent medical 
interventions are necessary. Although no accurate data 
is available on the number of lives or the Disability 
Adjusted Life Years (DALY) that have been saved 
through emergency care, a lot of conditions that 
burden middle income and low-income countries can 
be mitigated through this.
There are three major components in emergency 
medical care, namely, care in the community, care 
during transportation, and care on arrival to the 
healthcare facility.2 Care in the community involves 
basic life saving measures that are taught to lay man so 
that in case of an emergency they can act promptly and 
save lives. Care during transportation involves, first of 
all, the availability of transportation services and 
second, the availability of life saving equipment within 
those vehicles. Finally, care on arrival refers to the 
availability of adequately trained emergency staff and 
sufficient equipment for immediate and satisfactory 
treatment of a patient on arrival to the healthcare 
facility.
Bangladesh is a country in south-east Asia with a 
population of over 161 million.3 However, when it 
comes to provision of health services for its 
population, this country suffers from both a shortage 
as well as a mal-distribution of healthcare workers 
across the country.4 According to a 2011 report by the 
ministry of health and family welfare, an estimated 
3.05 physicians and 1.07 nurses provide services for 
every 10,000 population. Not just that, but health 
workers are highly concentrated in urban secondary 
and tertiary hospitals although majority of the 
population live in rural areas5.
Following these successes, little data is present on the 
current status of the emergency health services that the 
patients get at hospitals nowadays. Also, what remains 
an enigma is the level of services that patients receive 
in emergency settings when compared to international 
standards. The aim of this study is to evaluate the 
status of emergency health services at major hospitals 
of Chattogram city in Bangladesh and compare them 
to international standards.

MATERIALS AND METHODS

This cross-sectional type of observational study was 
conducted between August and October 2019 at 4 
major hospitals in the Chattogram District. The 
hospitals were Chittagong Medical College Hospital 
(CMCH) Chittagong Port Hospital, Chittagong

General Hospital (CGH) and Bangladesh Railway 
Hospital. Permission was taken from appropriate 
authorities at the respective hospitals and a semi-
structured questionnaire was used to interview the 
medical officer/ office staff on duty. A checklist was 
completed by the interviewer in the following way. 
Distances, lengths and breadths were manually 
measured in feet using a measuring tape. Patient data 
was obtained from registers. Duty roster was seen to 
evaluate the number of workers that should be present. 
All the equipment as well as the ambulances were seen 
by the investigator and the checklist was completed 
accordingly. any missing data, doubts or confusions 
were clarified by the on-duty staff at the time of data 
collection. The variables that were used included 
location of the emergency department within the 
hospital, the space and size of emergency rooms, 
availability of operation theatre, what equipment were 
present in the EMS kit, what machines were available, 
number of healthcare workers and their designations, 
availability of ambulance services with trained staff 
and what was the patient outcome.
Before commence the study necessary permission was 
taken from IRB.

RESULTS

The tables below show comparison between the 
available services at each of the four hospitals.

Table I Provision of care at Emergency Departments

Emergency Health Service in Chattogram	 Kawsar Sultana et al
Original Article Chittagong Medical University Journal l March 2022; 2(1) : 30-33

	 CMCH	 CGH	 Railway Hospital	 Port Hospital

Access to	 Convenient	 Difficult	 Convenient	 Convenient 
emergency 
room	

Hospital	 available	 not	 convenient	 very 
ambulance	 not 	  convenient	  	 convenient. 
services	 convenient	  

Trained staff 
for ambulance 
service	 Absent	 Absent	 Only one trained 	 Only for ICU 
	 	 	 in first aid	 ambulance
	 	 	 	  and ambulance 
	 	 	 	 ship	  
Average
doctor: 
patient ratio	 1:131	 1:18	 1:30	 1:10
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Table II Number of healthcare workers in busiest shift at the 
Emergency Department

Among all four hospitals, only CMCH had the 
capability to provide emergency services beyond basic 
triage, recognition and resuscitation. Apart from 
Emergency Department and operation theatre, CMCH 
also had an ICU that managed critically ill patients. All 
the other hospitals had the potential to provide basic 
triage and resuscitation and then transfer to higher 
centers such as CMCH. In fact, this explains why the 
number of patients that approach the emergency 
department in CMCH is more than three times the 
number observed in all the other three hospitals 
combined. However, as observed in Table II, the 
number of healthcare workers is not so different from 
that in other hospitals thus illustrating how 
overworked they may be on a daily basis.
Tables IV and V shows the availability of equipment 
and drugs at the Emergency Departments. Apart from 
these, equipment like urinary catheters, nasogastric 
tubes and foley catheters were least available among all 
four departments and patients were sent on emergency 
basis to buy them when necessary. In a study by 
Mahfouz et al. no tracheostomy set was found in any of 
the emergency departments, however surgical 
equipment such as dressing drums, gauze, forceps and 
suturing equipment were readily available.7 
According to the Department of Health in Abu Dhabi, 
U.A.E, all doctors, nurses working in the Emergency 
Department should have active certification in adult, 
pediatric and trauma resuscitation, be it a general 
medical practitioner (MBBS) or a specialist in internal 
medicine or surgery. The only persons exempted from 
this requirement are Emergency Medicine specialists.8 
In this study, none of the medical officers that 
provided emergency medical services had any sort of 
specialized training in patient resuscitation. 
In our study, most available ambulances, were geared 
with basic equipment such as a stretcher. This varies 
widely when considering developed nations where an 
ambulance is equipped with a monitor/ defibrillator, a 
spine board and a range of medications.9 Along with 
medical decision making, actions necessary to prevent 
unnecessary death or disability due to time-critical 
issues should be provided in emergency settings.4 

However, not only in Chattogram, but across the 
country, golden hours are lost due to inability of 
ambulance staff or lack of equipment within 
ambulances to tend to patient needs.10 This can be 
improved by proper training of ambulance staff. One 
study in Ghana found commercial taxi and mini-bus 
drivers who were trained in first aid to be able to 
provide adequate pre-hospital care.11

Emergency Health Service in Chattogram	 Kawsar Sultana et al
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	 CMCH	 CGH	 Railway Hospital	Port Hospital

GP set	 3	 3	 3	 3

Wound stitching 
and dressing 
equipment	 3	 3	 3	 3

Gauze	 3	 3	 3	 3

Band Aids	 3	 3	 3	 3

Glucometer	 3	 3	 3	 3

Nebulizer	 3	 3	 3	 3

Sucker Machine	 3	 3	 3	 3

Umbo bag	 3	 3	 3	 3

ECG machine	 3	 	 	 3

Defibrillator	 	 	 	

Name of Hospital	 No. of	 No. of	 No. of	 No. of  
	 Doctors	 nurses	 medical	 MLSS 
	 	 	 assistants 

CMCH	 2	 5	 4	 2
CGH	 1	 4-5	 1	 1
Railway hospital	 1	 3	 2	 1
Port hospital	 1	 3	 3	 1

Table III Equipment available at Emergency Department

Table IV List of available medicines and surgical equipment at 
Emergency Department*

Name of Hospital	 CMCH	 CGH	 Railway Hospital	Port Hospital
Normal saline and 
other fluids	 3	 3	 3	 3

Antibiotics	 	 	 	 3

Painkillers	 3	 3	 3	 3

Antispasmodic	 	 	 	 3

Steroids	 3	 	 	 3

Sedatives	 	 	 	 3

IV fluids	 3	 3	 3	 3

Tetanus Toxoid	 	 3	 	
TIG	 	 	 3	 3

Heparin	 	 	 	 3

*Some medicines were available at nearby pharmacies and hence 
were not present in the Emergency Department.

Table V Types of ambulance services available for patients

DISCUSSION
According to the World Health Organization’s 
emergency care system framework, there are three 
ways of responding to an emergency health situation: 
response at the scene, response while transferring 
patient and finally, response in the facility.6 While our 
study could not evaluate the response at the scene as it 
involves the general population, an idea about the 
response in the ambulance and in the facility could be 
obtained based on the questionnaire.

Name of Hospital	 CMCH	 CGH	 Railway Hospital	 Port Hospital
Normal ambulance	 1	 1	 1	 2
ICU ambulance	 Not working	 None	 None	 1
Ambulance ship	 None	 None	 None	 1
Air ambulance	 None	 None	 None	 None
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LIMITATION

Most of the hospital records only contained patient 
details and past treatment sheets could not be accessed 
due to patient confidentiality issues. Hence, quality of 
care could not be assessed in this study. 

CONCLUSION

Lack of adequately trained  Emergency Medical Officer in 
all 4 Hospitals. The most well equiped hospital was Port 
Hospital.

RECOMMENDATIONS

Few ways to improve the current condition are as 
follows:
l	 Different postgraduate courses to train the 

Emergency Medical Officers
l	 Ambulances need to have more equipment 
l	 Pre-hospital care education must be provided to 

ambulance staff
l	 Take approaches to prevent overcrowding at 

Emergency Departments
l	 Color coding patients according to the 

internationally recognized triage algorithm 
l	 Training lay-staff to color code for triage.
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Results:  Highest patient belongs to 30-49 years old group 
52.8%. Mean age of the patient was 39.54 years with 
standard deviation 12.62. Sex ratio revealed that male are 
much more affected here (Ratio 2.25 to 8.5). Female was 
affected in 30-49 years as the ratio was 2.25. In this study 
comorbidity was found hypertension (28.1%), diabetes 
mellitus (13.5%), and asthma (2.2%). In this study it was 
found that upper part of renal system mostly affected. This 
study also assessed the correlation between 
hyperparathyroidism and formation of renal stone and found 
that Calcium oxalate dihydrate stone formation significantly 
correlated with hyper parathyroid state (p-value 0.04). 

Conclusion: Calcium oxalate is the most frequent 
composition of urinary stones in all age groups.

Analysis of Chemical Composition of Urinary Stones: 
A Prospective Study

Mohamed Hasan Meah1*    Mohammad Monowar–Ul Haque2   

Md Moklesur Rahaman3   Ata Mohammad Mozassem4

ABSTRACT
Background: Urolithiasis is a relatively common condition in our country. This study was performed with the aim to qualitatively 
analyze the urinary stones obtained by surgical intervention to evaluate the constituents present in them and to analyze its 
significance.

Materials and methods: This cross sectional descriptive study was conducted from July to December 2019 at Chattagram 
International Medical College Hospital, Chittagong Medical College Hospital and some private clinics in Chattogram. Eighty 
Nine (89) cases were selected on purposive sampling method. Data regarding demography, clinical data and laboratory data 
was collected and research ethics were maintained throughout the course.

GRAPHICAL ABSTRACT 

Cross Sectional Descriptive Study

Location	 Percent (%)

Renal 	 71.90%

Ureteric 	 19.10%

Bladder 	 6.70%

Both Kidney 	 2.20%

Types of Stone	 	Percent (%)

Calcium Oxalate Dihydrate	 	 43.80%

Calcium Oxalate Monohydrate	 	 42.70%

Calcium Carbonate	 	 4.50%

Uric Acid	 	 3.40%

Struvite	 	 1.10%

Cysteine	 	 2.20%

(Period Prevalence)

Samples - 89

Male- 71 (79.80%)

Female- 18 (20.20%)

Conclusion : Calcium Oxalate is the most frequent composition of urinary stones in all age group.

Meah M H et al.        Ctg Med Uni J. 2022;2(1): 34-38. 

Materials and methods Results

Analysis of Chemical Composition of Urinary Stones : A Cross Sectional Descriptive Study

	 Male	 Female

30-49 Years	50.71%	88.80% 

Kidney

Ureter

Bladder
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Urolithiasis.

INTRODUCTION

Urolithiasis is a relatively common condition in our 
country.Urolithiasis, the process of forming stones in 
the kidney, bladder and urethra is a complex 
phenomenon yet not clearly understood. Stone 
forming components such as calcium, magnesium, 
oxalate, carbonate, phosphate, urate, xanthine, 
cysteine, etc. Researchers have found evidence of 
kidney stone in 7,000 year old Egyptian mummy.1 
Each year, worldwide people make almost 3 million 
visits to health care providers and more than half a 
million patients go to emergency room with 
urolithiasis.2 Epidemiological studies indicate many 
factors like age, sex, industrialization, socioeconomic 
status, diet and environment, influences urolithiasis.3 

The prevalence of renal stone formation is 
approximately 2-3% in the general population.4 

Alarming high incidence of urolithiasis with varied 
chemical composition of calculi has been reported 
from different regions of India.5-11 Kidney stones are 
not usually fatal although some primary conditions 
that produce kidney stones can lead to death from 
problems associated with primary disease or 
complications of renal failure. Infected stones may 
lead to urosepsis and death.12

The overall probability of forming stones considerably 
differs in various parts of the world.13,14 

The risk of developing urolithiasis appears to be 
higher in the western hemisphere than in the eastern 
hemisphere, even though the highest risks have been 
reported in some Asian countries. 14,15

Continuous changes in lifestyles and dietary habits, the 
relationships between age and composition can also 
change with time.16 Only a few reports to date have 
suggested a relationship between stone composition 
and patient’s age.17- 19 

In 1995, Daudon M, et al reported an increase in the 
fre-quency of uric acid stones with an increase in 
patient’s age, they reported that the frequency reaches 
its peak in the age range 60-70 yr.20 Urolithiasis in 
developing countries was considered very dif-ferent 
from urolithiasis observed in industrialized 
countries.21 

There was however no sufficient data on the chemical 
composition of urinary stones from the population of 
Chattogram even Bangladesh, thus the present study 
will be undertaken to qualitatively analyze the renal

stones with the relationship between the sex, age 
group and location of uroliths in patients of urolithiasis 
and gather some information in this regard.��

MATERIALS AND METHODS

The study was a cross sectional observational study 
conducted at Chattagram International Medical 
College Hospital, Chittagong Medical College 
Hospital and a few Private Clinics in Chattogram. 
Period of study was 6 months started from July 2019 
to December 2019. All the post-operative patients 
suffering from urinary stone diseases at places of study 
was the study population.Sample size was 89. 
Sampling technique was purposive. The study 
included nearly 89 uroliths obtained by surgical 
intervention of Urolithiasis patient, those who gave 
consent and those who had not given consent were 
excluded.
After evaluation, all the data collected from the study 
population is being analyzed by using SPSS. Statistical 
Package for Social Sciences-15 (SPSS Inc. Chicago, 
IL, USA). All data were evaluated by using statistical 
methods. The results were presented in tables and 
figures. The statistical terms used in this study are 
mean, standard deviation and percentage. Statistical 
significance was set at p<0.05 and confidence interval 
set at 95% level.
Ethical clearance had taken from ethical committee of 
Chattagram International Medical College before 
starting sample collection.

RESULTS

Table I  Age distribution with male female ratio of participants

Table I shows the age distribution with male female 
ratio. Below 30 years age group the ratio of male and 
female was 3.6 and among 30-49 years age group it 
was 2.25. While in ≥50 year's age group the ratio 
increased to 8.5.
Location of stone: Highest stone was in renal stone. 
Right renal was 38.2% and left renal stone was 33.7%. 
After that ureteric stone was high. Left ureteric was 
11.2% and right ureteric was 7.9%. Bladder stone was 
6.7%. Stone affected both kidney was found in 2.2%.
History of operation: Most patient had no history of 
operation (89.9%). Few had one, two and five times 
operations (3.6% each). 

Analysis of Chemical Composition of Urinary Stones	 Mohamed Hasan Meah et al
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Age in years	 Male (%)	 Female (%)	 M:F Ratio

<30	 18 (25.35%)	 5 (27.77%)	 3.6
30-49	 36 (50.71%)	 16 (88.8%)	 2.25
≥50	 17 (23.94%)	 2 (11.11%)	 8.5
Total	 71 (100%)	 18 (100%)	 3.94
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Figure 1 Distribution of Uric acid stone 

Figure 1 depicted the distribution uric acid stone 
among the participants. Only 3.4% population was 
found a whole uric acid stone while 1.1% population 
had mixed uric acid stone. 

Figure 2 Calcium Oxalate Monohydrate distribution

Calcium oxalate monohydrate stone was one of the 
most prevalent stones among the participants (Figure 
2). Around 42.7% population had calcium oxalate 
monohydrate stone consisting 90% of the total stone 
chemical composition followed by 27% had 80% 
composition and 18% had 70% chemical composition. 
Few had (3.4%) stone composition of 60%.

Figure 3 Distribution of calcium oxalate dihydrate stone

Figure 3 illustrates the distribution of calcium oxalate 
dihydrate showing 43.8% patient had 10% stone 
chemical composition. Another 24.7%, 15.7% and 
5.6% patient had 20%, 30% and 15% stone 
composition respectively. 

Figure 4 Distribution of Calcium carbonate stone

Figure 4 reveals the distribution of calcium carbonate 
stone present in the patient. Only 4.5% patient had this 
stone as 10% of total chemical of renal stone followed 
by another 4.5% had 15% of the same and 2.5% had 
20% stone composed of calcium carbonate.
 
Location of different stones according to their 
location: Oxalate stone was high in all region. It was 
70.8% in renal region, 19.1% in Ureteric region and 
5.6% in vesicle region. Uric acid stone was high in 
renal region (3.4%) followed by vesicle region (1.1). 
Similarly Calcium carbonate stone was high in renal 
region (9%) followed by vesicle region (2.2%). 
Struvite and cysteine was found only in renal region 
(1.1% and 2.2% respectively). 
Association between renal stone and hyperparathyr-
oidism: It shows that hyperparathyroidism is signifi-
cantly associated with calcium oxalate dihydrate stone 
formation (p-value 0.04). Other stones was not corre-
lated with hyperparathyroidism.

DISCUSSION

Mean age of the patient was 39.54 years with standard 
deviation 12.62. Among the 89 participant 79.8% was 
male and 20.2% was female. Sex ratio revealed that 
male are much more affected here (ratio 2.25 to 8.5). 
Female was affected more in 30-49 years as the ratio 
was 2.25. Below 30 years age group the ratio of male 
and female was 3.6 and while in ≥50 year’s age group 
the ratio increased to 8.5.On the other hand younger 
and older male had more propensity to have renal 
stone than female. The age group was similar in 
Tunisian study, most people in the age group in 40-49 
years although the male female ratio was less in 
Tunisian study.22 In another study of India, higher 
frequency of stone found in the middle age group that 
corresponds with current study.23

Analysis of Chemical Composition of Urinary Stones	 Mohamed Hasan Meah et al
Original Article Chittagong Medical University Journal l March 2022; 2(1) : 34-38



37

In this study it was found that upper part of renal 
system mostly affected.Highest stone was renal stone. 
Right renal stone was 38.2% and left renal stone was 
33.7%. After that ureteric stone was high. Left ureteric 
was 11.2% and right ureteric was 7.9%. Bladder stone 
was 6.7%. Stone was found in 2.2%. Among Lower 
urinary tract stone, ureteric stone was decreased with 
age and vesicle stone increased with age in present 
study. But in Tunisian study it was found that lower 
urinary tract stone was higher in extreme of age22.

Current study found that most common stone in all 
region is oxalate stone   followed by calcium 
carbonate and uric acid. Calcium oxalate monohydrate 
stone was one of the most prevalent stones among the 
participants (Figure 2). Around 42.7% population had 
calcium oxalate monohydrate stone consisting 90% of 
the total stone chemical composition followed by 27% 
had 80% composition and 18% had 70% chemical 
composition. Few had (3.4%) stone composition of 
60%.Similar result was found in the study of in respect 
of oxalate stone (Whewellite and Weddellite) but uric 
acid stone was higher than calcium carbonate 
(Carbapatite and Calcite)  in that study.23 Other study 
represents higher oxalate stone like this study24. 
According to some previousstudy calcium oxalate 
stones in developing countries are mainly ob-served in 
North Africa and Asia Minor. In our study, calcium 
oxa-late stones were found in 42.7 %( Figure 2) of all 
cases. This rate is compa-rable to those reported in 
French, Brazilian and Spanish papers.

This study also assessed the correlation between hy-
perparathyroidism and formation of renal stone and 
found that Calcium oxalate dihydrate stone formation 
is significantly correlated with hyper parathyroid state 
(p-value 0.04).25 

LIMITATION

This study had limitation of small sample size, cross 
sectional design and limited investigation was 
performed. 

CONCLUSION

Calcium oxalate is the most frequent composition of 
urinary stones in all age groups. 

RECOMMENDATION

Further studies are needed to evaluate the causes of 
formation of urinary stones to decrease the incidence, 
prevalence and recurrences of urinary stone disease.
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Materials and methods: This cross-sectional observational 
study, carried out at the ENT Out Patient Department of 
Chattagram International Medical College Hospital (CIMCH) 
by non purposive Sampling. Information’s were collected  in a 
CRF while taking a detailed history and thorough clinical 
examination. In majority of cases a clinical diagnosis was 
reached on the day of visit. In cases where a definite clinical 
diagnosis of DE could not be established or the patient failed 
to attend at a next date required to confirm the clinical 
pattern were excluded from the study.

Results: Among 400 patients prevalence of Ear disease was 
202(50.50%), out of which 97(24.25%) emerged as DE. 
CSOM (Chronic Suppurative Otitis Media) safe variety 
45(46.39%) was detected as commonest clinical pattern of 
discharging ear followed by ASOM (Acute Suppurative Otitis

Prevalence and Clinical Pattern of “Discharging Ear”
in the ENT Out Patient Department of a 

Non-government Medical College Hospital
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ABSTRACT
Background: Discharging Ear (DE) is quite a common presentation in any primary care set up and failure to address it properly 
affects the quality of life of the victim. It always cause some degree of hearing impairment and may be associated with grave 
complication due to close relation of the ear to VII nerve and brain. It can present in several patterns. Middle ear infection is the 
commonest. The aim of study was to find out the prevalence of DE and its clinical patterns in ENT Out Patient Department of a 
non government Medical College Hospital.

GRAPHICAL ABSTRACT 

Cross Sectional Observational Study Type of Discharging Ear Diseases	 Percentage (%)

CSOM Safe Variety	 46.39%

ASOM Post Perforation	 15.47%

Diffuse Otitis Externa	 13.41%

Infected Waxy Debris	 11.34%

Foreign Body Infection	 3.09%

Bleeding with Traumatic Rupture of TM	 3.09%

CSOM Unsafe Variety	 2.06%

Otomycosis	 4.12%

Furnculosis	 1.03%

Total Population in ENT Ward   - 400

	 Ear Disease	 - 202

	 Other ENT Disease	 - 198

Out of Ear Disease (202)

	 Discharging Ear disease 	 - 97

	 Other Ear disease	 - 105

Discharging Ear disease

	 Male		 -	 40 	
p-value .000

	 Female	 - 	 57

Age Pattern

	 Below  30 years 	 	 - 66

	 Above 30 Years	 	 - 31

Conclusion : All most half of the discharging Ear is of CSOM safe variety, so proper identification is required to avoid blind treatment.

Afroz M et al.             Ctg Med Uni J. 2022;2(1): 39-43. 

Materials and methods Results

Prevalence and Clinical Pattern of 'Discharging Ear' in the ENT 
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Media) post perforation15(15.47%) and Diffuse otitis externa 
13(13.41%).

Conclusion: All most half of the discharging Ear is of CSOM 
safe variety, so proper identification is required to avoid blind 
treatment. 

Key words: Clinical pattern; Discharging ear; 
Prevalence.

INTRODUCTION
The magnitude of health problem that develops with 
discharging ear has never been estimated in a larger 
scale and very little interest is shown about the 
prevalence and clinical pattern of discharging ear. In 
the literature review lot of studies are seen showing 
microbiological pattern and socio-demographic studies 
of CSOM but studies to analyze the clinical pattern of 
discharging ear, the way it affects the quality of life 
and its potential risks is well-thought-out very seldom.  
Discharging ear is the principal presenting symptom of 
middle and external ear diseases and commonest  
reason for patients to meet their GP or local doctors.1,2 
Commonest cause of discharging ear in developing 
countries  is CSOM, mucosal type.2,3 Bangladesh has a 
population of 15 million and high incidence  of 
chronic otitis media in Bangladesh has been found 
linked with overcrowding, inadequate housing, poor 
hygiene, lack of breast feeding, poor nutrition, passive 
smoking, frequent upper respiratory tract infection 
etc.4  If DE is left untreated there is not only  damage 
of the hearing; but also risk of development of  serious 
complication due to its close relation to base of the 
skull, VII nerve and brain.
The middle ear diseases that can cause discharging ear 
generally are CSOM mucosal type, CSOM squamous 
type, ASOM, Traumatic rupture of tympanic 
membrane and myringitis bullosa. Commonest 
external ear disease that cause discharging ear is 
diffuse Otitis externa. Others are furunculosis, 
malignant Otitis externa, trauma, Otomycosis, infected 
waxy debris and foreign body. The only inner ear 
disorder that may present with discharging ear is head 
injury with fracture of temporal bone.
The general treatment is simple. However proper 
enquiry about the acute ness and severity, proper 
examination of ear canal and suction clearance are 
essential under close observation of an ENT 
physicianto minimize the sufferings of the patient and 
prevent  spread of infection. The aim of study was to 
find out the prevalence of DE and its clinical patterns 
in ENT Out Patient Department of a Non-government 
Medical College Hospital.

MATERIALS AND METHODS
This cross sectional observationl study carried out in 
Chattagram International Medical Ccollege Hospital 
(CIMCH). Altogether 400 Patients visiting the ENT 
Out Patient Department during the Month of April 
2019 to June 2019, selected by non purposive 
sampling, are taken as study population.  
Inclusion criteria: All patients presented with DE were 
included in the study.
Exclusion criteria: In case a definite clinical diagnosis 
of DE could not be established or patients failed to 
attend at a next date if required to reach a confirmed 
clinical diagnosis were excluded from the study.
Data were collected in a preplanned CRF through 
history taking  and thorough examination of ENT- Head 
and Neck region. All the collected data were analyzed, 
compiled and tabulated. Statistical analysis was done by 
SPSS version-20. The results were presented in tables, 
charts, figures.The research proposal was approved by 
Ethical Committee and Review Board of Chattagram 
International Medical College.
RESULTS

Out of 400 patient prevalence of Ear disease was seen 
highest 202(50.50%) (Figure 1) followed by Throat 
disease 108(27.00%), Nasal disease 60(15.00%), Neck 
disease 18(04.50%), Nose and Throat disease 
09(02.25%) and Throat and Neck disease 03(00.75%). 
Those who presented with ear diseases DE was 
detected in 97(24.25%) cases and ear diseases without 
discharge in 105(26.25%) cases. DE of middle ear 
origin 65(67.01%) was seen almost double to external 
ear origin 32(32.99%).
In this study (Table I) female patient was seen to 
dominate over male. Out of 97 cases of DE female 
patient was seen 57(58.76%)and male patient 
40(41.24%). Statistical analysis shows χ2 = 47.77 and 
p value 0.000 which is highly significant. Study of age 
pattern (Table- II) shows highest  prevalencein 0-10 
age group 24(24.74%)  followed by 11-20 age group 
23(23.71%), 21-30 age group 19(19.59%), 31-40 age 
group in 14(14.44%), 41-50 age group 10(10.31%), 
51-60 age group 04(04.12%) and 61-70 group 
03(03.09%) respectively. Mean age ± SD was 23.94 ± 
16.55.The prevalence was seen to lower gradually 
with increase of age. Population pyramid (Figure 2) 
made with male and female pattern according to age 
shows most vulnerable male age group of developing 
DE is 0-10 years and female age group is 11-20 years 
followed by gradual reduction of prevalence of DE 
with increasing age. 

Prevalence and Clinical Pattern of “Discharging Ear”	 Maleka Afroz et al
Original Article Chittagong Medical University Journal l March 2022; 2(1) : 39-43



41

Variable clinical patterns were observed in DE (Figure 
2). CSOM safe variety 45(46.39%) was detected 
highest followed by ASOM post perforation 
15(15.47%), Diffuse Otitis Externa 13(13.41%), 
Infected waxy debris 11(11.34%), Otomycosis 
04(4.12%), Infected foreign body 03(3.09%), Bleeding 
with traumatic Rupture of Tm 03(3.09%), CSOM 
unsafe variety 02(02.06%) and Furunculosis 
01(1.03%). The incidence of DE with red flag sign 
was observed in only 02(02.06%) cases.
DE is always associated with some degree of hearing 
loss which becomes long standing if there is 
perforation in the tympanic membrane. Out of 97 
cases of DE 65 (67.01%) cases were seen  with 
perforation in the tympanic membrane and 
32(32.99%) cases with normal tympanic membrane.

Table I Gender pattern of discharging ear

DISCUSSION

A total of 400 patients visiting the ENT Outpatient 
Department of CIMCHwere examined for the study. 
The prevalence of ear disease 202(50.50%) was found 
highest followed by throat 108(27.00%), Nasal 
60(15.00%) & Neck disease 18(4.5%) (Table I and 
Figure 1). A study carried out in BIRDEM Hospital 
depicts the same clinical scenario. Ear disease shows 
the highest prevalence (41.1%) in the study followed 
by that of throat (31.7%) and nose (17.1%).5 Another 
study carried out in a GOVT District Hospital, Jammu 
and Kashmir, India amongst  paediatric population 
shows similar pattern of ENT disorders, where 
maximum children are seen  suffered from ear 
disorders (49.32%) followed by throat  (34.55%) and 
nose disorders (16.14%).6 A retrospective study 
conducted at Al Sharq Medical Centre in Fujairah, 
United Arab Emirates (UAE) among 625 children  
having ENT problems diseases of the ear were found 
highest 314 (50.24%).7 An audit carried out aimed at 
determining the pattern of ear, nose and throat diseases 
and their relationship with socio-demographic factors 
in South-western Nigeria from Medical records of 
patients managed at the Department of 
Otorhinolaryngology, University College Hospital, 
Ibadan, Nigeria reviewing all essential clinical data 
shows patients with ear, nose, throat and head/neck 
diseases 3136 (62.7%), 1153 (23.0%), 479 (9.6%), 233 
(4.7%) respectively.8

Among the different clinical pattern of discharging ear 
(n=97) CSOM safe variety 45(46.39%) was seen 
highest in our study followed by ASOM post 
perforation 15(15.47%) and Diffuse otitis externa 
13(13.41%) (Figure 2) This is supported by most of 
the studies with CSOM. Suppurative otitis media 
(ASOM and CSOM) is the most common Ear disease 
constituting one-fourth of all registered cases in the 
study carried out in BIRDEM Hospital, Dhaka.5

Prevalence and Clinical Pattern of “Discharging Ear”	 Maleka Afroz et al
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Gender	 No. of Cases	 Test Statistic	 p value

Male	 40(41.24%)	  	 0.000 (Highly 
Female	 57(58.76%)	 α2  = 47.77	 significant)
Total	 97(100%)

*	Chi Square test was done to measure the level of 
	 significance. 
*	Figure within parentheses indicates in percentage.

Table II Age pattern of discharging ear

Age Group (Years)	 No. of Cases	 Mean ± SD

	 0-10	 24(24.74%)	  
	 11-20	 23(23.71%)	
	 21-30	 19(19.59%)	
	 31-40	 14(14.44%)	 23.94 ± 16.55
	 41-50	 10(10.31%)	
	 51-60	 04(04.12%)	
	 61-70	 03(03.09%)	
	 Total	 97(100%)

Figure 1 Clinical pattern of ENT disease in hospital OPD

Figure 2 Clinical pattern of discharging ear
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CSOM is found the commonest ENT disorder carried 
out in the GOVT District Hospital, Jammu and 
Kashmir, India among paediatric population.6 
Prevalence of CSOM in developing countries 
represents a wide range 4% to 33.3%.9 Majed MA. has 
found CSOM 15.06% patient in a study in Dhaka 
Medical College Hospital in 1977.10 Amin et al found 
CSOM 18.46% to 35.58% in four rural ENT camps.11 
CSOM was found in Rangpur Medical College 
Hospital 31.25%.12 Thakur et al. has shown high 
incidence of otitis media (17.3%) and Zakzouk and al- 
Mohaimed also showed similar high incidence of otitis 
media in their study (19.6%). The department of 
community medicine in All Indian Institute of Medical 
Science revealed CSOM in 15.3% of rural child.13 In a 
number of studies however it coincides with our study. 
In our study CSOM was recorded 11.75% (n=400). In 
BIRDEM hospital and in the district level hospital of 
Jammu-Kashmir it is seen respectively 12.2% and 
13.29%.5,6. In a study carried out by Biswas AC et al. 
on Prevalence of CSOM among rural school going 
children the prevalence is seen 12.44%.14

Strikingly more surprising trend of middle ear 
infection which was noted in this study was lowered 
incidence of unsafe variety of CSOM 2(2.06%) in 
comparison to the other studies (Figure 2). Study on 
prevalence of CSOM in Gopalganj, Bangladesh shows 
180 (90%) safe variety of CSOM and 20(10%) unsafe 
variety.13 The reduced referral of  unsafe variety 
(About 48%) of CSOM to Finnish university hospital 
was also seen in a study with 1123 patients with 
chronic otitis for surgical treatment over a 20-year 
period.15 In our region this dramatically declined 
incidence of unsafe variety of CSOM might be due to 
eccentric position of our hospital, increasing no of 
doctors, more availability of primary health care 
service, development of more public awareness and 
easy access to antimicrobial chemotherapy.  
Female population 57(58.76%) was seen more 
sufferers of DE than the male 40 (41.24%) in our study 
(Table I). 

LIMITATION

l   As the study was conducted in only one hospital it 
may not represent the whole population  of 
Chattogram city.

l CIMCH is a non-government hospital situated 
slightly away from the center of the metropolitan 
city of Chattogram. So, Clinical Pattern of 
Discharging ear diseases presented in this hospital 
and in this part of the city may differ from the 
presentation in government hospital or district 
hospital.

CONCLUSION

All most half of the discharging Ear is of CSOM safe 
variety, so proper identification is required to avoid 
blind treatment.

RECOMMENDATION

Multicenter study may be conducted to find the real 
scenario of the populations.
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Materials and methods: In this cross-sectional observational 
study, 200 patients aged more than 60 years attended the 
Medicine Outpatient Department of Bangladesh Institute of 
Tropical and Infectious Diseases (BITID) Hospital were 
included. A structured case record form collected data, and 
drug adherence were measured by Morisky Medication 
Adherence Scale-8 (MMAS-8). Data were analyzed by SPSS-23. 

Results: The average age of individuals was 65.56±6.9 
years, and 62% were male. Among the investigated 
individuals, the prevalence of polypharmacy was 56%, 52.6% 

in women and 58.1% in men. Eighty-eight (49%) patients
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ABSTRACT
Background: Geriatric people are one of the most rapidly growing age groups globally. Simultaneous use of multiple drugs 
(Polypharmacy) has been associated with adverse drug reactions, medication errors, and non-adherence to prescribe medicines. 
This study aimed to investigate the prevalence of polypharmacy and assess drug adherence and multimorbidity among geriatric 
patients attending the Medicine Outpatient Department of a tertiary hospital in Bangladesh. 

GRAPHICAL ABSTRACT 

Proportion of polypharmacy according to socio demographic variable

Comorbidity associated with polypharmacy

Cross Sectional Observational Study

Variable	 Polypharmacy	 p value

Male - 72	 58.1%

Female - 40	 52.6%

Age Pattern

<65 Years (90)	 44 (45.9)

>65 Years (110)	 68 (61.9)

Comorbidity	 Number	 Polypharmacy

DM 	 40/50	 80%

HTN	 38/74	 67.9%

COPD	 60/86	 69.8%

OA	 4/20	 20%

CKD	 12/12	 100%

Samples - 200

< 65 years - 90

> 65 years - 110

Male - 124

Female - 76

Prevalence of 
Polypharmacy - 56%

	

Conclusion : Polypharmacy was high in the population. About half of the patients were adherence to their prescribe drug. Most of the patients were
suffering from various co-morbidity conditions. All CKD patients used polypharmacy.

Barua B  et al.           Ctg Med Uni J. 2022;2(1): 44-49. 
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were not adherent to their drugs. Patients with polypharmacy 
were more likely to be non-adherent [odds ratio (OR): 2.5, 
95% confidence interval (CI): 1.1-5.7, p=0.025] than the 
elderly patients without polypharmacy.

Conclusion: Polypharmacy was high in the population. About 
half of the patients were adherence to their prescribe drug. 
Most of the patients were suffering from various co-morbidity 
conditions. CKD patients centpercent (100%) had using 
polypharmacy. 

Key words: Chronic health conditions; Elderly; 
Polypharmacy; Non-adherence.

INTRODUCTION 

Multimorbidity, the coexistence of two or more 
chronic conditions, has become widely prevalent 
through the third phase of the epidemiologic transition, 
characterized by a decline in mortality rates combined 
with an aging population.1 Over the last 20-30 years, 
problems related to aging, multimorbidity, and 
polypharmacy have become a prominent issue in 
global healthcare.2 Increase in the number of older 
adults and the incidence of chronic disease are linked 
to polypharmacy which is defined by the WHO as the 
administration of multiple drugs concurrently or an 
excessive number of drugs.3
Some data suggest that polypharmacy is associated 
with a decline in physical and instrumental activities 
of daily living even after controlling for multiple 
comorbidities.4 Polypharmacyis also related to 
negative consequences, such as increased mortality 
risk.5 In addition, polypharmacy increases medical 
costs.6It has been shown that polypharmacy positively 
correlates with an increased risk for Adverse Drug 
Reactions (ADRs) and drug-drug and drug-disease 
interactions. On the other hand, polypharmacy can 
increase the risk of medication non-adherence, which 
can cause suboptimal therapeutic effectiveness and 
poor clinical response.7
Only limited data have been available regarding 
polypharmacy-associated health problems among 
geriatric patients in Bangladesh. So, this study was 
conducted to gather knowledge of the nature and 
extent of polypharmacy in geriatric patients and assess 
the frequency of drug adherence to identify and raise 
awareness of significant adverse health outcomes 
associated with polypharmacy. Moreover, this would 
contribute to the literature on providing appropriate 
senior health care facilities in Bangladesh. This study 
aimed to investigate the prevalence of polypharmacy 
and assess drug adherence and multimorbidity among 
geriatric patients attending the Medicine Outpatient 
Department of a tertiary hospital in Bangladesh. 

MATERIALS AND METHODS
This cross-sectional study was conducted at the 
Medicine Outpatient Department of Bangladesh 
Institute of Tropical and Infectious Diseases 
(BITID) Hospital, Chattogram, Bangladesh, from 
October 2021 to February 2022. The study was 
performed following approval from the institutional 
Ethical Review Committee and eligible patients were 
recruited after having signed an informed consent, 
which clearly stated that it was a research study being 
conducted and that their information was kept 
confidential and may be published. 
Patients attending in medicine OPD age 60 years and 
above who were able to self-report their consumed 
medications and/or having prescriptions and/or drug 
samples available were included in the study. Severely 
ill patients and subjects who did not provide written 
consent to participate in the study were excluded.
A structured case record form was used to collect data 
regarding age, sex, residence, education, marital 
status, living condition, chronic health conditions, and 
drug adherence status. Polypharmacy means intake of 
five or more drugs. Only the medicines consumed for 
more than one month and/or advised by the physician 
to take continuously for chronic health conditions 
were considered.3 Over-the-counter drugs and drugs 
used for concurrent illness were excluded.
Each participant/caregiver respondent was asked to 
report if the individual had ever been diagnosed by a 
doctor/ relevant health professional with one or more 
of 20 chronic health conditions mentioned in the 
Charlson Comorbidity Index scoring system. 
Multimorbidity was defined as the co-occurrence of 
two or more chronic health conditions in one person. 
Drug adherence was assessed by the Morisky 
Medication Adherence Scale-8 (MMAS-8).8 MMAS-
8is a generic self-reported, medication-taking behavior 
scale used for various medical conditions. MMAS- 8 
scores ≤ 2 were considered adherent to medication and 
a score > twowere categorized as non-adherent. Patients 
using polypharmacy are non adherent drug. Different 
comorbidity are associated in 60%-100% of cases.
Data were analyzed by using SPSS for Windows 
version 23 software. Continuous variables were 
reported as the means ± SD and categorical variables 
weredeclared as frequency (Percentages). The 
student’st-testcomparedthe mean age between the 
adherent and nonadherent groups. Association between 
sex, drug adherence status, different comorbidities, 
and polypharmacy were assessed by Chi-square or 
Fisher’s exact test as appropriate. Odds Ratios (OR) 
and respective 95% Confidence Intervals (CIs) were
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estimated for non-adherence. The correlation between 
total drugs consumed and the Pearson correlation 
coefficient assessed the MMAS-8 score. A p-value 
<0.05 was considered statistically significant.

RESULTS 
In the present study, 200 individuals were included. 
There was male predominance with 62% male and 
38% female. The average age of participants was 65.56 
± 6.9 years,with a range of 60-85 years (Table I).

Table I Age and sex distribution of the studied patients (n=200)

Data are expressed as frequency (Percentage) if not 
otherwise mentioned.
Among all participants lived with spouses and married 
children. All of them were married, and 23% were 
widowed. The majority of them were illiterate, not 
working, and dependent economically on others (Table II).
Table II Distribution of socio-economic characteristics of the 
patients (n=200)

Figure 1 Prevalence of different comorbidities in the studied patients 
(COPD: Chronic Obstructive Pulmonary Disease, DM: 
Diabetes mellitus, HTN: Hypertension, IHD: Ischemic 
Heart Disease, LBP: Low Back Pain. OA: 
Osteoarthritis, CKD: Chronic Kidney Disease, CLD: 
Chronic Liver Disease, CVA: Cerebrovascular Accident)
In this study, only four individuals (2.0%) consumed no 
medications, while 56.0% of the participants had 
polypharmacy. There was no significant gender difference 
in polypharmacy in the study (p=0.595) [Figure 2].

Figure 2 Percentage of drug users in terms of Drug Number (DN) 
and sex in elderly patients

Accordingly, 56% of the studied elderly patients were 
found to have a history of polypharmacy (Figure 3).
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Variables 	 	 Frequency	 Percentage 

Age, in years	 Mean ± SD	 65.56±6.9
	 Range 	 60-85
	 60-64 years	 90	 45.0
	 65-69 years	 34	 17.0
	 70-74 years	 36	 18.0
	 75-79 years	 24	 12.0
	 ≥80 years	 16	 8.0

Gender  	 Male 	 124	 62.0
	 Female 	 76	 38.0

Variables 	 	 Frequency	 Percentage

Live with whom 	 Spouse only 	 6	 3.0
	 Spouse with 
	 unmarried child	 44	 22.0
	 Spouse with a 
	 married child	 146	 73.0
	 Other	 4	 2.0
Marital status 	 Married 	 154	 77.0
	 Widowed 	 46	 23.0
Educational level	 Illiterate 	 130	 65.0
	 Primary 	 38	 19.0
	 Secondary 	 24	 12.0
	 Higher secondary 
	 and above	 8	 4.0
Vocational status	 Working 	 22	 11.0
	 Not working 	 178	 89.0
Economic  	 Independent	 4	 2.0
dependency	 Partly dependent	 16	 8.0
	 Dependent	 180	 90.0

Among the chronic comorbidities, diabetes mellitus, 
hypertension, chronic obstructive pulmonary disease 
and heart diseases were the most prevalent diseases 
among the participants (Figure 1). Five patients had no 
history of comorbidity. Most of them (52%) had 1-2 
comorbid conditions and 43% had three or more 
chronic health conditions. Figure 3 Prevalence of polypharmacy among the geriatric patients

Polypharmacy

44%

56%

Yes No
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Though the mean age was comparatively higher 
among the elderly with polypharmacy than the elderly 
without, the difference was not statistically significant. 
Likewise, there was a statistically non-significant 
higher prevalence of polypharmacy among males than 
females (Table III).
Table III Association between polypharmacy and sex of the 
patients

†Independent sample t-test, *Chi-square test. 

Though the proportion of polypharmacy was higher in 
patients aged 65 years and older than the patients aged 
below 65 years (61.8% versus 48.9%), the difference 
failed to reach statistical significance (p=0.067). 
Table IV Association between polypharmacy and age of the 
patients

Data were expressed as frequency (%).*Chi-square test 

Drug adherence status of the patients were evaluated 
by MMAS-8 score. Patients with a score ≤ 2 were 
categorized as adherent to their prescribed drugs. The 
prevalence of adherence and non-adherence were 
almost equal in the study (Figure 4).

Figure 4 Drug adherence status of the geriatric patients

A statistically significant association was observed 
between polypharmacy and drug adherence status in 
the present study. Patients with polypharmacy were 
2.5 times more likely to be nonadherent to their 
prescribed drug than the elderly patients without 
polypharmacy (Table V).

Table V Association between polypharmacy and drug adherence 
status of the patients

* Chi-square test, CI: Confidence Interval.

A scattered diagram was plotted (Figure 5) to 
determine the correlation between the total number of 
drugs consumed by the patients and their MMAS-8 
scale score. It depicts a significant positive correlation 
between these two variables (r=0.313, p=0.002). As a 
higher MMAS-8 score indicates a higher degree of 
non-adherence, patients with higher drugs were more 
likely to be more nonadherent.

Figure 5 Correlation between number of drugs used and MMAS score

Table VI depicts that polypharmacy had a significant 
association with disease conditions like DM, HTN, 
COAD, IHD, OA and CKD. 
Table VI Distribution of comorbidities and the percentage of 
polypharmacy associated with each disease

Polypharmacy, Drug Adherence and Multimorbidity in Geriatric Patients	 Bidduth Barua et al
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Variables 	 Polypharmacy	
	 	 No	 Yes 	 p-value
	 	 (n=88)	 (n=112)	
Age, in years	 	 	
      Mean ±SD	 69.95±7.26	 66.25±6.83	 0.620†

Sex 	 	 	
      Male 	 52(41.9%)	 72(58.1%)	 0.595*

      Female 	 36(47.4%)	 40(52.6%)

Age, in years 	 Polypharmacy 
	 No	 Yes	 p-value  
<65 years (n=90) 	 46 (51.1) 	 44 (48.9) 	 0.067*
≥65 years (n=110) 	 42 (38.2) 	 68 (61.8) 

Polypharmacy 		  	
	 Adherent	 Non-adherent	Odds Ratio	p-value*
	 (n=102)	 (n=98)	 (95% CI)	 	

No (n=44)	 56 (63.6%)	32 (36.4%)	 2.5	 0.025
Yes (n=56)	 46 (41.1%)	66 (58.9%)	 (1.1-5.7)

Drug adherence status

Comorbidity	 Polypharmacy	
	 No 	 Yes	 p-value* 	

DM	 10(20.0%)	 40(80.0%)	 0.005
HTN	 36(32.1%)	 38 (67.9%)	 0.007
COAD	 26(30.2%)	 60(69.8%)	 0.016
IHD	 6(9.4%)	 58(90.6%)	 <0.001
LBP	 16(53.3%)	 14(46.7%)	 0.433
OA	 16 (80.0%)	 4(20.0%)	 0.016
Anaemia 	 10 (62.5%)	 6 (37.5%)	 0.227
CKD	 0 (0%)	 12 (100%)	 0.03
CVD	 0 (0%)	 10 (100%)	 0.065
CLD	 2 (20.0%)	 8 (80.0%)	 0.267

*Chi-square test or Fisher’s exact test. 

Drug adherence status

49%

Adherent Non-adherent

51%
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DISCUSSION

The prevalence of polypharmacy in the present study 
was 56%. Among elderly patients, the majority of 
polypharmacy ranges from 20 to 60% in the previous 
survey, perhaps reflecting different criteria in selecting 
patients and collecting medication data.9 For instance, 
in the REPOSI study, a registry based on an Italian 
network of 38 internal medicine wards, 52% of 
patients aged 65 years or older took five or more drugs 
at hospital admission. This had risen to 67% at 
discharge.10 The proportion of older adults in Sweden 
exposed to polypharmacy was 44%.11 However, 
contrasting findings are also available.  For example, 
astudy from Brazil shows prevalence to be 18.1% in 
patients more than 65 years.12 The reasons for the 
increased prevalence of polypharmacy in our study 
could be multiple. Firstly, ours being a tertiary referral 
center, the patients included in the study tookvarious 
medications for different chronic health 
conditions.Here most patients are referred because of 
complicated diseases or multiple morbidities. Other 
reasons for polypharmacy might be the physicians' 
absence of medication reconciliation practices and the 
addition of drugs due to numerous medical 
visits,resulting in drug duplications and prescription of 
inappropriate medications. It is to be noted here that 
only the drugs consumed for more than one month 
and/or advised by the physician to take continuously 
for chronic health conditions were considered. Over-
the-countermedicinesand drugs used for concurrent 
illness were excluded from the present study.
In the current study, 43% of aged patients suffered 
from more than two chronic diseases. Among the 
chronic comorbidities, diabetes mellitus, hypertension, 
chronic obstructive pulmonary disease,and heart 
diseases were the most prevalent diseases.Moreover, 
polypharmacy increased significantly with 
comorbidities and the highest incidence of 
polypharmacy was, respectively, in patients with heart 
disease, diabetes and pulmonary disease. Furthermore, 
in the present study, polypharmacy had no significant 
relation with some chronic diseases such as liver and 
CVD. Similar findings were observed in other 
studies.13

The most widely consumed group of medications in 
both genders was the cardiovascular hypertension 
group in the current study. Like our study, in Nobili et 
al.’s study and Hosseini et al.’s study too, 
cardiovascular medications were the most prevalently 
consumed medication among the elderly.9,14

The prevalence of non-adherence in elderly patients 
receiving polypharmacy ranged from 6 to 55%. 
Medication adherence was negatively associated with 
a more significant number of drugs.15 In the present 
study, most of the patients with polypharmacy (59%) 
were nonadherent to their medications, compared to 
36.4% of the patients without polypharmacy. 
In the present study, the average age of patients 
without polypharmacy was 69.95 ± 7.26, and the 
average age of participants with polypharmacy was 
66.25 ± 6.83 years, which had no significant 
difference. It agreed with another study conducted in 
Iran.14 However, in other studies, polypharmacy 
consumption pattern was associated with an increase 
in age. In a study in NewZealand, the risk of 
polypharmacy and hyper polypharmacy was higher in 
80–84 years.10 Moreover, in a study in Taiwan, 
patients withthe highest percentage of polypharmacy 
were 75–84 years old.16 According to studies 
mentioned, polypharmacy in the elderly has increased 
with age. It can be said that since the number of 
chronic comorbidities and other problems of the 
elderly increases with age, the incidence of 
polypharmacy will increase consequently. However, 
the representation of the elderly old in the present 
study was minimum to draw any such conclusion. 

LIMITATION

The sample size was relatively small and from a single 
center. The selection of the patients will inevitably 
result in biases, affecting the generalizability of the 
results. No control group was included, and the 
analyses were primarily descriptive, limiting the 
internal and external validity of the results.The disease 
load might have been underestimated since the skin, 
ear or eye diseases were not counted.

CONCLUSION

This study indicated that polypharmacy was high in 
the older adults attending the OPD department of a 
tertiary level hospital in Bangladesh. Most of the 
patients were suffering from different comorbid 
chronic health conditions. About half of the patients 
were not adherent to their prescribed drugs among the 
studied patients. Patients with polypharmacy were 
more likely to be non-adherent than the elderly 
patients without polypharmacy.

RECOMMENDATION

Health care professionals (Doctors, Pharmacists, 
Nurse) should be aware of the risks and thoroughly 
evaluate all medications at each geriatric patient visit
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to prevent polypharmacy. Further well-designed 
prospective studies are needed to con rm the 
association between polypharmacy and other ADR in 
older people and explore whether minimizing the 
number of medications used might prevent ADR.
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(p<0.05) among the smoker group then nonsmokers. Stress 
relief was the common cause of smoking (33.33%). 2(6.66%) 
declared that they smoke at workplace, 3(10%) noticed that 
they smoke in front of colleague and 12(40%) thinks of 
quitting smoking. Mean age of the physicians were 35.82 
years, maximum duration of smoking was 40 years, mean 
number of sticks per day was 6.20, mean cost per day was 
73.00 taka and starting age was 18 years among some 
physicians.
Conclusion: Smoking prevalence is alarming among 
physicians in Chittagong, Bangladesh. Physician smoking 
behavior and knowledge of smoking related health outcomes 
in Bangladesh influences whether they counsel patients 
regarding smoking.

Patterns of Smoking Behaviors among the Physicians 
Chattogram, Bangladesh
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ABSTRACT
Background: Smoking is a major health burden in our country. Health professionals are not free from this behavior also. So the 
objective of the present study is to observe patterns of smoking behaviors among the physicians.

Materials and methods: This cross sectional study was conducted in a tertiary care hospital Chittagong, Bangladesh among the 
registered working physicians. After entering the physicians’room he/she was asked to join the study after explaining the aims and 
objectives of the study. After getting their consent a structured pretested   anonymous questionnaire was administered and he/she 
was asked to fill it. After seven days it was collected ignoring whether it is  filled  or not.  Data was analyzed later by SPSS.

Results: Among 102 physicians responded the questionnaire,  male was more 68(66.7%), most were married 54(52.9%), 
62(60.7%) were <30 years and 24(23.5%) were at age group 31-40 years. Smoking behaviors analysis revealed 6(20%) were 
regular smoker, 4(13.33%) were irregular, 14(46.66%) were occasional and 6(20%) were ex smokers and total smokers were 
30(29.4%) among 102 physicians. Regarding co morbidities PUD, chronic cough and HTN were found significantly higher 

GRAPHICAL ABSTRACT 

Cross Sectional Study
Co-morbidities	 Smoking Group (30)	 Non-Smoking Group (72)	 p-Value

HTN	 23 (76.66%)	 15 (20.83%)	 < 0.05

Chronic Cough	 18 (60%)	 7 (9.72%)	 < 0.05

IHD	 2 (6.66%)	 1 (1.30%)	 > 0.05

DM	 6 (20%)	 8 (11.11%)	 > 0.05

Working place smoking	 12 (40%)

Want to quit	 12 (40%)

Smoking due to stress	 10 (33.33%

Samples - 102

Smokers - 30

Regular Smoker - 6
Irregular Smoker - 18
Ex-Smoker - 6

Non Smoker - 72

Conclusion : HTN and Chronic cough are the predomnant co-morbidities of smoker. Less than 50% want to quit. Stress relief is the potential cause of start smoking in one third of cases.

Biswas R S R et al.      Ctg Med Uni J. 2022;2(1): 50-53. 

Materials and methods Results

Patterns of Smoking Behaviors among the Physicians

Co-morbidities condition

Smoking related activities and behaviors



Table II showing smoking behaviors where 6(20%) 
were regular smoker, 4(13.33%) were irregular, 
14(46.66%) were occasional and 6(20%) were ex-
smokers. 
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INTRODUCTION

Diseases resulting from tobacco smoking are a global 
burden.  These burdens falls more on developing 
countries, where an estimated 84% of the world’s 1.3 
billion current smokers live.1 The prevalence of 
smoking is reducing in developed countries but as like  
other third world countries, Bangladesh is 
experiencing an increasing trend of smoking. Still  
very little is known about the pattern and prevalence 
of smoking in general and specifically among the 
physicians, who may play an important role in 
reducing the tobacco consumption and also helping the 
treatment of tobacco related complications.
In 1965, the percentage of current smokers  in those 
aged  18 or more  was 51.9 for men, 33.9 for women 
in United States. As result of continuous effort by the 
year 2002, corresponding percentages declined to  
25.2 for men (51% decrease), 20.0 for women (41% 
decrease).2 
Smoking prevalence in females  in Bangladesh was 
1.96%  and in male it was 46.36% in 2009, according 
to a World Bank report, published in 2010.  Prevalence 
of smoking (Female and male)  is the percentage of  
ages 15 and over who smoke any form of tobacco, 
including cigarettes, cigars, and pipes and excluding 
smokeless tobacco.3,4 
Health care professionals can have   an important role 
to fight against tobacco. Among them, physicians 
occupy a key position in this regard, as they are 
uniquely placed to lead smoking cessation programs in 
the community. They can help to educate the 
population, they can support anti-smoking policies and 
also they can influence national and global tobacco 
control efforts. Patients of Bangladesh  usually wants  
information, help and guidance from their primary 
care physician on a number of health-related matters. 
Physicians also play an important role in helping 
patients to stop smoking. So it is a nice opportunity to 
do a study on this ground, to know how many 
physicians are also indulged to smoking.

MATERIALS AND METHODS

This is a cross sectional study done in a  tertiary care 
hospital, Chattogram during a period of one year from 
July 2019 to June 2020 . There are different 
preclinical, para clinical and clinical department where 
about  400  physicians  works.   Prior  permission  was

taken from the Hospital and college authority was 
taken after collection of ethical clearance from the 
ERB. At morning different department are gathered in 
the morning meeting and there, a pre tested 
questionnaire   which is adopted from standard World 
Health Organization (WHO) were supplied to them 
who were present at 8.30 am. A total of 102 physicians 
were provided the questionnaire after getting their 
consent and he/she was asked to fill it. Female to male 
physician is 1:2. There is no  female physician who is 
smoker. Those who did not provided consent were 
excluded from the study. After seven days it was 
collected ignoring whether  it is  filled  or not from 
their room. Statistical analysis were performed with 
SPSS version 20.0 (Chicago, Illinois, USA) which 
allows analysis.

RESULTS 
Table I General characteristics of the physician (n=102)

Smoking Behaviors among the Physicians	 Rajat Sanker Roy Biswas et al
Original Article Chittagong Medical University Journal l March 2022; 2(1) : 50-53

General characteristics	 Frequency	 Percent

Response 	 Responded 	 102	 98.0
	 Not interested	 2	 2.0
Gender	 Male	 68	 66.7
	 Female	 34	 33.3
Age group	 <30 years	 62	 60.7
	 31-40 years	 24	 23.5
	 41-50 years	 10	 9.8
	 50-60 years	 4	 3.9
	 >61 years 	 2	 1.9

Table I showing among 102 physicians responded the 
questionnaire, where male was more 68(66.7%), 
62(60.7%) were <30 years, 24(23.5%) were 31-40 
years, 10(9.8%) were 41-50 years, 4(3.9%) were 51-60 
years and 2(1.9%) were >61 years. 

Table II Smoking behaviors of study physicians (n=30)

Behaviors		 Frequency	 Percent

Regular	 	 6	 20
Irregular	 	 4	 13.3
Occasional		 14	 46.66
Ex- smoker		 6	 20.0
Total	 	 30	 100



Mean age of the physicians were 35,82 years, 
maximum duration of smoking was 40 years, mean 
number of sticks per day was 6.20, mean cost per day 
was 73.00 taka and starting age was 18 years among 
some physicians.
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Table III Co morbidities of the smoking(n=30)  and non-smoking 
(n-72) physicians 

Regarding co morbidities  IHD (6.66% vs 1.30%%), 
PUD (53.33% vs 25.0%), COPD (3.33% vs 0%), 
Chronic cough (60.0% vs 9.72%), HTN (76.66% vs 
20.83%) and DM (20.0% vs 11.11% were found 
common co morbidities among smokers and non 
smoker physicians. PUD, chronic cough and HTN 
were found significantly higher (p<0.05) among the 
smoker group.

Table IV Smoking  related activities and behaviors (n=30)

Upon questioning stress relief was the common cause 
of smoking (33.33%). 2(6.66%) declared that they 
smoke at workplace, 3(10%) noticed that they smoke 
in front of colleague and 12(40%) thinks of quitting 
smoking.
Table V Descriptive parameters related to smoking

DISCUSSION

The global burden of disease resulting from tobacco 
smoking is well understood. Tobacco smoking 
prevention and cessation efforts, primarily in 
developed countries, have been effective at reducing 
heart disease, cancer, and other smoking-related 
illnesses. Prevention efforts in the United States have 
combined elements of health education, cessation 
techniques, and legislative activity to address the 
smoking problem. Large decreases in smoking 
prevalence illustrate the success of these efforts.5
Healthcare workers have been shown to play an 
important role in tobacco prevention. Primary care 
physicians in particular are one of the most powerful 
groups at lowering the acceptability of smoking in 
various social contexts, a process often called 
"denormalization".6 The current study provides 
information that may be useful in designing smoking 
prevention and cessation programs that involve 
physicians in Bangladesh. 
In the present study, the prevalence of current smoking 
among physicians  was 20% among  total 30(29.4%) 
smokers.  Current smoking estimates of 22.3% and 
28.5% were found among college students in USA in 
the years 1993 and 1971.7 Prevalence of smoking 
among college students studying in private and public 
colleges in three towns of Karachi was 24% as 
described by Rozis, Butt and Akhtar in their study 
correlates of cigarette smoking among male college 
students in Karachi, Pakistan.8 However, a study 
conducted in Karachi on school going adolescents 
reported a prevalence of current smoking to be 
13.7%.8,9

In a study, the prevalence of smoking among 
secondary school teachers in Bangladesh was 17%.10 

The finding is lower compared to other studies in 
school personnel.11,12. Gender is a statistically 
significant predictor for smoking among the school 
teacher in their  study. But in our study no female was 
found as smoker. But in that study showed that male 
was 37.46 times more likely to smoke than female. 
This finding is consistent with other findings of high 
proportion of male tobacco.11,12 There are less female 
smokers than males, especially in developing 
countries, probably related to the social norm that has 
been long formed in many societies.
Regarding why physicians smoke revealed  stress 
relief was the common cause of smoking (33.33%). 
2(6.66%) declared that they smoke at workplace, 
3(10%) noticed that they smoke in front of colleague,
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Co morbidities	 Smoking	 Non	p value 
	 	 group	 smokers 
	 	 (n=30)(n/%)	   (n=72)(n/%)	

	 IHD	 2(6.66)	 1(1.30)	 >0.05
	 PUD	 16(53.33)	 18(25.0)	 <0.05
	 Chronic cough	 18(60.0)	 7(9.72)	 <0.05
	 COPD	 1(3.33)	 0	
	 HTN	 23(76.66)	 15(20.83)	 <0.05
	 DM	 6(20.0)	 8(11.11)	 >0.05

Related  activities	 	 Frequency	Percent

Causes 	 No answer	 10	 33.33
	 Stress relief	 10	 33.33
	 Habit	 2	 6,66
	 Nothing	 8	 26.6
	 Fun	 2	 6.66
Workplace smoking	 Yes	 2	 6.66
	  No	 12	 40.0
	 No answer	 16	 53.3
Smoking in front of colleague 	Yes	 3	 10.0
In front of patients 	 	 0	 0
Want to quit	 Yes	 12	 40.0

Parameters 	 N	Minimum	Maximum	Mean	Std. Deviation

Age (Years)	 102	 24	 72	 35.82	 12.820
Durationof 
smoking (Years)	 30	 1	 40	 11.82	 12.901
Number of stick	 30	 2	 16	 6.20	 5.347
Cost per day (Taka)	 30	 15	 200	 73.00	 60.203
Starting age (Years)	 30	 18	 40	 23.73	 6.174
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none smokes in front of patients  and 12(40%) thinks 
of quitting smoking. The results of this study 
demonstrate that many physicians in Bangladesh, 
rather than acting as the important resource they could 
be, may in fact be eroding the effect of tobacco 
prevention and control efforts by reinforcing the 
normalization of tobacco through their attitudes and 
practices. Males smoke and none of the female 
physicians was found as smokers or denied to do so. 
None  smoked in the presence of patients may believe 
that their behavior may  influence others and   they do  
fully understand the harmful effects of smoking. 

LIMITATION

l It was a single center study. 
l  Small sample size.

CONCLUSION

HTN and Chronic cough are the predomnant co-
morbidities of smoker. Less than 50% want to quit. 
Stress relief is the potential cause of start smoking in 
one third of cases.

ACKNOWLEDGEMENT

All the authors express heartful thanks to the all 
participants.

RECOMMENDATION

Large scale multicenter stydy with nationally 
representative sample to got the country scenario. To 
do more studies on different health professionals like 
nurses, technologist, pharmacists to get the data of 
smooking habits among the different health care 
workers.

CONTRIBUTION OF AUTHORS

RSRB-Design, data analysis, drafting & final 
approval.
FKC-Acquisitation of data, interpretation of data, 
drafting & final approval.
TKN –Acquisitation of data, drafting & final approval.
JDN-Interpritation of data, critical revision & final 
approval.
SMHM-Conception, critical revision & final approval.

DISCLOSURE

The work was provided by partial fund of Chittagong 
Medical University, Chattogram.

Smoking Behaviors among the Physicians	 Rajat Sanker Roy Biswas et al
Original Article Chittagong Medical University Journal l March 2022; 2(1) : 50-53

1.	Reid DJ, Mcneil AD, Glynn TJ, Reducing the prevalence of smoking in youth in western countries: An international overview, Tobacco 
control. 1995; 4:266.

2.	World Health Organization. WHO report on the global tobacco epidemic. 2009.

3.	Chowdhury MT, Pau A, Croucher R. Bangladeshi dental students' knowledge,   attitudes and behaviour regarding tobacco control and oral 
cancer. J Cancer  Educ. 2010;25(3):391-395.

4.	TarafdarAMA,  Nahar S,  Rahman3 MM, Hussain4 SMA,  Zaki M.Prevalence and determinants of smoking among the college students in 
selected district of Bangladesh  Bangladesh Medical Journal, 2009 38( 1): 3-8.

5.	Perrin PC,  Merrill RM,  Lindsay GB Patterns of smoking behavior among physicians in Yerevan, Armenia BMC Public Health. 2006, 6:139. 

6.	Bal DG, Lloyd JC, Manley MW: The role of the primary care physician in tobacco use prevention and cessation. CA Cancer J Clin. 
1995;45:369-374.

7.	Emmon KM, Wechsler H, Dowdall G, Abraham M,Predictora of smoking among US college students; Am J.Public Health. 1998; 88, 104-107.

8.	Rozi S, Butt ZA, Akhter S, Correlates of cigarette smoking among male college students in Karachi, Pakistan, BMC Public Health. 
2007;7:312.

9.	Rozi S, Akhter S Ali S, Khan J, Prevalence and factorsassociated with current smoking among high adolescentsin Karachi, Pakistan; 
Southeast Asian J Trop Med PublicHealth. 2005; 36, 498-504.

10.	Rahman MM,  Karim MJ,  Ahmad SAPrevalence and Determinants of Smoking Behaviour among the Secondary School Teachers in 
Bangladesh, International Journal of Public Health Research Special Issue. 2011;5:25-32.

11.	World Health Organization. Report on Global Youth Tobacco Survey (GYTS) and Global School Personnel Survey (GSPS) in Bangladesh. 2008. 
http://www.searo.who.int/LinkFiles/GYTS_BAN2007.pdf [Accessed November 1,2020].

12.	Sah, S.K. A study on patterns of tobacco use among school teachers in Mahottary district of Nepal. Journal of Nepal Health Research 
Council. 2018;5(1):44-49.

REFERENCES



Chittagong Medical University Journal
Volume 2, Issue 1, March 2022

Name of Reviewers (March 2022)

Editorial Review & Graphical Abstract Creator
l	Professor (Dr) Pradip Kumar Dutta
	 Professor of Nephrology & Member, Academic Council
	 Chittagong Medical University, Chattogram.

Peer Review
l	 Professor (Dr) Pravat Chandra Barua
	 Head, Department of Community Medicine (Retired)
	 Chittagong Medical College, Chattogram.

l	 Professor (Dr) A S M Mostaque Ahmed
	 Principal & Head
	 Department of Pathology
	 Chattagram Maa-O-Shishu Hospital Medical College, Chattogram.

l	 Professor (Dr) Chiranjib Barua Chowdhury
	 Head, Department of Neonatology (Retired)
	 Chittagong Medical College, Chattogram.

l	Professor (Dr) M. Jalal Uddin
	 Head, Department of Community Medicine
	 Chattagram Maa-O-Shishu Hospital Medical College, Chattogram.

l	Professor (Dr) Joyabrata Das
	 Principal & Head
	 Department of Medicine
	 Southern Medical College, Chattogram.

l	 Professor (Dr) Dhananjoy Majumdar
	 Head, Department of ENT
	 Southern Medical College, Chattogram

l	 Professor (Dr) Md Nur Hossain Bhuiyan
	 Department of Surgery
	 Dhaka Medical College, Dhaka.

l	 Dr. Hasina Nasreen
	 Registrar (Incharge)
	 Chittagong Medical University, Chattogram.

(List is not according to Seniority)



Guidelines for Authors

i

Chittagong Medical University Journal
Volume 2, Issue 1, March 2022

General Information
Chittagong Medical University (CMU) Journal welcomes 
the submission of manuscripts of scientific execellence. 
The submitting author is responsible for ensuring the arti-
cle's publication has been signed approved by all the co-
authors. All enquiries concerning the publication accepted 
papers should be addressed to Chief Editor. Electronic 
submission of manuscripts only allowed.
Chittagong Medical University (CMU) commenced to pub-
lish a Scientific Journal from 1st March 2021. CMU Jour-
nal is published biannually eg March and September.
Paper (Manuscript) written in English are to be send in MS 
Word by Email : research@cmu.edu.bd. PDF format is not 
accepted.
A cover letter should include the corresponding author's 
full address. Cell no and Email ID.
A short running head of no more than 40 characters (In-
cluding letter and spaces) should be mentioned. 

Manuscript
Manuscripts should be in accordance with Vancouver 
style. The length of the text should be 2500 words for Orig-
inal Paper, 3000 for Review Article, 1200 for Case Reports 
and 1000 for Letters to Editor excluding abstract, table, fig-
ure and references. Compose text in MS Word in Times 
New Roman style with the font size of 12 having a double 
space.

Title Page
l The title of the article should be precise, sensitive and 

specific.
l It should not be more than 20 words.
l Avoid abbreviations and puncituation mark in title.
l Name of the authors and coauthors with his or her high-

est academic qualification, designation and institutional 
affiliation. 

l In title case (Not All Capitals) :
		 eg. Atlas of Chronic Kidney Disease and End Stage Re-

nal Disorder in United State.

Abstract
Structured abstract should consist of four paragraphs in-
cluding Background with Objective, Materials and methods, 
Main Result with Discussion and Principal Conclusion in 
case of Orginal Article. Articles on clinical trials should con-
tain abstracts that include the items that the CONSORT 
group has identified as essentials (http://www. consort-
statement.org).  
 

For Case Report three paragraphs, including Background 
with Objective, Case Report and Conclusion. They should 
briefly describe respectively, the problem being addressed 
in the study, how the study was perfomed, the salient re-
sults and what the authors conclude from the results. 
Three to six key words should be included below the ab-
stract arranging in alphabetical order. The abstract should 
not exceed 200 words. Avoid abbreviations and referen-
ces in abstract.

Text
Original Papers should be divided into sections: Introduc-
tion, Materials and methods, Results, Discussion, Limita-
tion, Conclusion, Recommendation,  Acknowledgment, Au-
thors Contribution & Disclosure.
The sections of a Review Article should be: Introduction, 
Search strategy, Discussion, Conclusion & Disclosure. Case 
Report should be presented in format like: Introduction, 
Case Report, Images, Discussion, Conclusion & Disclosure.

Introduction
l Word limit 150 (For Case Report) to 500 (For Original 

Article and Clinical Trail).
l Provide a context or background for the study (That is, 

the nature of the problem and its significance). It should 
be very specific, identify the specify knowledge in the as-
pect, reasoning and what the study aim to answer.

l State the specific purpose or research objective of or hy-
pothesis tested by, the study or observation, the re-
search objective is often more sharply focused when 
stated as a question.

l Both the main and secondary objectives should be clear.
l Provide only directly pertinent primary references and do not 

include data or conclusions from the work being reported.

Materials and methods
l Clear and concise description of participants and procedure.
l Study design.
l Duration and place of study.
l Ethical approval.
l Patient consent.
l Statistical analysis.
   (Word limit 250-300).

Results
The Results section should present the collected data and 
analysis only. Results for all measures should be reported 
in a concise, straight forward manner, using tables or fig-
ures when appropriate. Avoid data redundancy. Do not re-
peat data of the tables and figures in summarization of re-
sult section. (Word limit 200-250).

Chittagong Medical University Journal
BITID Building, Faujdarhat, Chattogram, Bangladesh.

Phone : 88-031-2780430, 88-031-2780428 Email : research@cmu.edu.bd  
www. cmu.edu.bd

Guidelines for Authors



ii

Guidelines for Authors Chittagong Medical University Journal l March 2022; 2(1)

Tables
They should be prepared on separate pages, to be at-
tached at the end of papers. They should follow the 
text references following their first citation and num-
bered consecutively using Roman numericals (eg. Ta-
ble I, II) on the top of the table followed by a brief title.
Authors should place explanatory matter in footnotes, 
not in the heading. Explain all nonstandard abbrevia-
tions in footnotes and use the following symbols, in 
sequence :
*, †, ‡, §, _, , **, ††, ‡‡, §§, _ _, , etc. 
Identify statistical measures of variations, such as 
standard deviation and standard error of the mean.

Figures
They should be prepared on separate pages, to be 
attached at the end of papers. They should be num-
bered using Arabic numericals (e.g. Figure 1, 2) on 
the bottom of the figure followed by a brief title. In 
case of already published figure, acknowledge the 
original source and submit writen pubmission from 
copyright holder. Legends for figure should be men-
tioned with the brief title of the figure.
Total numbers of the tables and figure should be 
within six in Original and Review article. In case of 
special need there has to be an explanatory note 
about the extra numbers of tables or figures. In Case 
report only one table is allowed. No punctuation 
mark, in the brief title of table & figure.

Discussion
l Avoid unnecessary explanation of someone else 

work unless it is very relevant to the study.
l Provide and discuss with the literatures to support 

the study.
l Mention about limitation of your study.
(Word limit 500-700)

Conclusion
l Give conclusion of your study.
l Any recommendation for future research.

Acknowledgement
l Acknowledge any person or institute who have 
helped for the study. 

Contribution of authors 
The persons involved with all the following
i) Initial research design / Conception / Acquisition of 

data / Data interpretation / Analysis.
ii) Manuscript drafting / Critical revision of content.

iii) Final approval.

Above cited categories must be met. Each author 
should have participated sufficiently in the work to 
take public responsibility for appropriate portiions of 
the content. 

Any authors name seemed to be guest and ghost authors, 
eg. Not relative with discipline of the matter will jeopardise 
the acceptance of the manuscript. 

Disclosure
The authors should disclosed the competing interests or 
any funding source.

References
References should be prepared in accordance with the 
Vancouver style. At least 3/5 nos of current references 
(2018 and above) are to be mentioned with other referen-
ces in the manuscript. Number of references should be at 
least 15, but not more than 30 in case of Orginal and Re-
view article. In Case report references should be within the 
limit of 10 to 15. Number of the references consecutively 
in the order in  which they first appear in the text. Identify 
them in Arabic numerical Super scripted at the end of the 
sentences after the fullstop [eg1,2].

Book references 
Book references : Book references should have the name 
of the chapter authors, chapter title, editors, book name, 
the edition, place of publication, the publisher, the year 
and the numbers of the relevant pages. Mention the name 
of first six authors, put ‘et al’ after that if there are more au-
thors. Entries in the list should be numbered consecutively. 
Personal communications and unpublished works should 
only be mentioned in the text.

Example : Book reference : Bernstein D. Epidemiology 
and Genetic Basis of Congenital Heart Disease. In : Klieg-
man, St Geme, Blum, editors, Nelson Text Book of Pedia-
trics, 21st edition, Vol-1, Philadelphia, PA, USA : Elsevier, 
2016;2367-2371. 

Journal refernece : Rahman MM, Giti S, Kabir SMR, Ra-
shid M. Hematiological Changes Associated with Hepatitis 
by Hepatitis E Virus. Bangabandhu Sheikh Mujib Med Univ 
J. 2018; 11:291-294.

Internat reference : World Health Organization. Infant 
and young child feeding. 24 August 2020.
Available from https : //www.who.int/news-room/fact-
sheets/detail/infant and young child feeding. (Accessed on 
15th December 2020).

Plagiarism Policy 
Before peer review, all the submitted manuscripts are 
screened by the Plagiarism detector. According to the In-
ternational Committee of Medical Journal Editors (ICMJE) 
less than 20% of Plagiarism are accepted for submitted 
manuscript.



Chittagong Medical University Journal
BITID Building, Faujdarhat, Chattogram, Bangladesh.

Phone : 88-031-2780430, 88-031-2780428 Email : research@cmu.edu.bd  
www. cmu.edu.bd

DECLARATION

I/We the undersigned, solemnly affirm that I/We have read and approved the article under the title

submitted for publication in the CMU Journal

I/We further affirm that :

Authors Name (In Sequence) Signature

1. 	 The article mentioned above has not been published before nor submitted for publication in any 

	 form, in an other journal by me / an of us.

2.	 The authorship of this article will not be contested by anybody else whose names is/are not listed here.

3.	 I/We individually / jointly share the responsibility for the integrity of the content of the manuscript.

4.	 Each of us have contributed to each section of the paper.

5.	 Conflict of interest (If any) has been disclosed. 

6.	 We also agree to the authoriship of this article in the following sequence 

7.	 If the authorship is contested at any state of publication the article will not be processed till the issue is resolved.

1.

2.

3.

4.

5.

6.

Correspondence	:	 Dr.

	 Cell :

	 Email :




