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EDITORIAL

Centre for medical, health and social care
education overseas

The University of Winchester in the UK has recently established a Centre
for Medical, Health and Social Care Education overseas. The Centre is
located in the Faculty of Education, Health and Social Care but has
no physical presence at the University and works ‘virtually’ through
establishing contacts with others working on overseas development
projects.

The Centre sees a crucial interrelationship between education, health
and social care, believing that success with just one is likely to be less
productive than if all three are considered together. In particular it aims
to bring together people working on projects such as this to share their
educational challenges.

Experience has shown that most overseas projects

The Centre like this involve some form of educational action, and
supports programmes whilst many of the people involved have extensive
and provides outside expertise in health and social care practice, they often

resources such as welcome support for the educational aspects of that
visiting faculty and work. The Centre supports programmes and provides
learning materials, outside resources such as visiting faculty and learning
and the validation materials, and the validation of programmes until they

of programmes until are sustainable locally.
they are sustainable
locally.

The Centre especially focuses on the educational needs
of health and social care practitioners in low and middle
income countries. People involved with the Centre have
experience in many overseas projects, particularly regarding curriculum
planning and faculty development, and many are engaged in projects
where people are looking to the establish certificate, diploma and masters
programmes in education locally for their teaching staff.

At the Centre’s launch at the University on the 2nd May, several people
from Hampshire and the Isle of Wight in the UK attended who are
engaged in development work in South Sudan, and there was considerable
interest in further collaboration.

People who are interested in hearing more about the work of the Centre
are invited to make e-mail contact with convenor: colin.coles@winchestet.
ac.uk.

Professor Colin Coles

Convenor of the Centre for Medical, Health and Social Care Education
Faculty of Education, Health and Social Care

University of Winchester

UK
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Abstract

Obijective: To study risk factors associated with post partum haemorrhage (PPH) in Juba Teaching Hospital, South
Sudan.

Method: An unmatched case control study was conducted in which 44 cases and 88 controls were involved, from
September to December 2011. Data were collected using a structured questionnaire in face to face interviews, and
analyzed using Epi-info 3.5.3 statistical programme to determine if there was a correlation.

Results: Maternal demographic and obstetric characteristics were found to be associated with the risk of bleeding
during Bivariate analysis. However, age was found to confound emergency admission, uterotonic use (Oxytocin and
Misoprostol) use and delivery type; the latter being modified, in the development of post partum haemorrhage.

Conclusion: These results indicate that active management of the third stage of labour (AMTSL) and prompt
intervention reduced the risk of developing PPH. Understanding the factors that cause PPH will allow us to better
strengthen and effect pre-delivery and emergency obstetric care which may help us reduce maternal mortality due to

post partum haemorrhage.

Introduction

Post-partum haemorrhage (PPH) is a leading cause of
maternal mortality worldwide and is responsible for 34%
of maternal deaths in Africa [1]. It is defined as blood
loss of more than 500 ml following vaginal delivery or
more than 1000 ml following caesarian delivery [2]. Blood
loss can occur during the first 24 hours (primary PPH)
or from 24 hours up to 6 weeks after delivery (secondary
PPH). Primary PPH classified by site is either placental or
extra-placental bleeding [3]. Secondary PPH is abnormal
or excessive bleeding from the birth canal between 24
hours and 12 weeks postnatally [4].

Evidence shows that PPH is the leading cause of
maternal mortality and is responsible for around 25% of
maternal deaths worldwide [5] with a prevalence rate of
approximately 6%. Africa has the highest rate of PPH at
about 10.5% [6]. PPH can also cause long-term severe
morbidity, and approximately 12% of women who survive
PPH will have severe anemia [7].

Additionally, women having severe PPH and surviving
(“near misses”) are significantly more likely to die in
the year following the PPH [8]. In Africa and Asia,

PPH accounts for more than 30% of all maternal
deaths whose proportions vary between developed and
developing countries, suggesting that deaths from PPH
are preventable [9].

In the sub-Saharan Africa, the main direct causes of
maternal death are bleeding (34%), infection (10%), pre-
eclampsia /eclampsia (9%) and obstructed labour (4%)
[10]. In South Sudan, about 42% of women who go
into labour experience excessive bleeding, The maternal
mortality ratio (MMR) was found to be 2,054 per 100,000
live births [11].

The most common cause of PPH is uterine atony,
disorders of the coagulation system and platelets, trauma
or a retained placenta. PPH is diagnosed clinically -
immediately after delivery or later in puerperium. Without
anintervention, shock, collapse, disseminated intravascular
coagulation (DIC) and death occur.

The null hypothesis states that PPH is not associated
with age, educational and employment status, emergency
admission, multigravity, grand multiparity and use of an
uterotonic during labour. The purpose of this study was to
relate maternal demographics and obstetric risk factors to
the development of PPH and its effect on management.

South Sudan Medical Journal
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Figure 4. Management of the 3rd stage of labour.

Materials and methods

In this unmatched case control study sample size was 131
(i.e. 44 cases and 88 controls). Data were collected using
a structured questionnaire in face-to-face interviews.
The significance level of study was 0.05 and method of
statistical analysis was Epi_info 3.5.3.

A case was defined as any pregnant woman aged 15-49
yrs presenting with bleeding during labour and/or the
pueperium period, to the obstetrics ward (maternity) Juba
Teaching Hospital (JTH) during the study period (June to
December 2011). A control was any pregnant woman aged
15-49 years, without post partum bleeding and admitted
in the Obstetric Ward, JTH during the study period with
normal or caesarean delivery. Women with past bleeding
tendencies and history of any haemorrhage type were
excluded.

Sampling was done daily in an unmatched systematic
random manner and for each case, two controls were
selected. Informed consent was mandatory. Data were

collected and stored in a password controlled computer
and analyzed by Epi-info 3.5.3. Significant risk factors
were detected by determining the Odds Ratios (OR)
and 95% Confidence Intervals in Bivariate and Stratified
analysis.

Ethical approval was obtained from the Ministry of Health,
Republic of South Sudan (MOH, RSS). Confidentiality of

information and participant rights were maintained.
Results

Maternal demographical characteristics included age,
educational and employment status (Figures 1, 2 and 3).
Most women had attained either a low level of education
or none at all and were unemployed. They had borne
siblings with an average weight of 3.0-3.5 kg,

AMTSL protocol was used to manage the third stage of
labour. The use of Misoprostol tablets for prophylaxis
was minimal (Figure 4) and management of PPH was
through additional Oxytocin, sutures, packing or surgery

(Figure 5).
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The majority of women were
unemployed (Figure 3) and had heavy
domestic tasks during pregnancy with
harmful effects on child bearing and
birth. Most women lived at the outskirts
of the city and had problems accessing
ANC and other health services.

Grand multi parity is the condition of
giving birth after the 28th weeks of
gestation following 5 or more previous
viable babies. Grand multiparae in

Figure 5. Types of intervention during the third stage of labour

Maternal obstetric characteristics in the form of parity
(OR = 3.6, CI= 19,10 and p < 0.005) and gravity
(OR=4.4, CI = 1.9 - 10 and p <0.005) (Table 1) were
found to be significant in the development of PPH using
bivatiate analysis.

Age was found to confound emergency admission (OR
= 5.32, CI = 2.23 - 12.68) and p value <0.005 (Table 1),
Oxytocin use (OR = 0.18, CI = 0.07, 0.45) and delivery
type in the development of post partum haemorrhage
(Table 2). Age again tended to modify the type of delivery
(OR =0.05, CI = 0.0032 - 0.68 and p< 0,005) which were
instrumental or non instrumental; in the development of

PPH.

The results were not supportive of the null hypothesis
and an alternative hypothesis indicated that there was an
association between the risk factors of age, emergency
admission, parity, and gravity in the development of

PPH.
Discussion

In this study, demographic factors, maternal characteristics
associated with bleeding were investigated in addition
to the association of management of the third stage of
labour to PPH.

The age group of 15-20 years was significant (Figure 1)
indicating that teenagers had increased susceptibility to
bleeding post partum after early marriage because the
reproductive system was not well developed, and sufficient
knowledge of reproductive health issues had not been
acquired.

Most women developing PPH were either illiterate or had
primary level education (Figure 2) which meant they had
little knowledge of reproductive health issues, including
the need to access basic health services during pregnancy.
The importance of maternal and foetal wellbeing during
and after delivery, and anticipation of complications were
unknown. Family planning, frequent antenatal care (ANC)
attendance and safety of delivery of the first baby in the
hospital was not considered essential.

relation to obstetric performance
are labelled as high risk. Grand multiparity has long
been considered dangerous to both the mother and the
foetus because of having more obstetric complications
including gestational diabetes, hypertension, anaemia,
placental abruption, placenta praevia, preterm labour,
malpresentation, malposition, dysfunctional labour and
uterine rupture. [12]. This condition requires vigilance
in monitoring contractions and presentation during
delivery.

Our study showed that exposure to multiparity bore a
fourfold risk of developing PPH (i.e. OR = 3.6, CI=1.9-10
and p <0.005), (Table 3). This finding compared favourably
with studies done in Nigeria where grandmultiparity was
associated with primary PPH (P<0.005) among other risk
factors [13].

In this study, the fourfold risk caused by multigravity
(OR=4.4, CI = 1.5, 8.6 and p <0.005) (Table 3) could be
explained by the laxity of the uterus and reduced strength
of contraction during labour. Prolonged stages of labour
and need of accentuation using oxytocics; thus increased
the risks for PPH. This finding contrasted with a study
by Tsu in Zimbabwe where grandmultiparity was not a
significant risk factor compared to low parity, advanced
maternal age and antenatal hospitalization which were
strong risk factors [14].

Emergencyadmissions occurred unpredictablyand atshort
notice during the ante partum period or in the immediate
postpartum period due to complications occurring after
home delivery or referral from another health facility. In
the ante partum period admissions are positively related to
delay in delivery. Nineteen (43.2%)) cases were admitted as
emergencies. In this study, emergency admission indicated
a fivefold risk to developing PPH (OR = 5.32, CI (2.23-
12.68) and p value <0.005 (Table 3).

It had been shown before that AMTSL reduces the
incidence and severity of PPH [15]. In this study, AMTSL
was practiced with Oxytocin, but Misoprostol use for
prophylaxis was not much in evidence (Figure 5). However,
Misoprostol uterotonic prophylaxis has been shown to be
effective in South Sudan where a coverage of 93.7% was

South Sudan Medical Journal
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Table 1. Factors significantly associated with PPH in group variable analysis

Variable Cases Control OR 95% CI P value Comment
n Col% n Col%
1  Entry point
Emergency 19(43.2%) 11(12.5%) 5.32 2.23_12.68 0.000074 OR>1
Out patient 25(56.8%) 77(87.5%)
2 Gravida status
>5 pregnancies 20(45.5%) 14(15.9%) 4.4 1.93-10.04 0.00056 OR>1
<5 pregnancies 24(54.5%) 74(84.1%)
3  Parity
Multiparous >5 births 16(36.4%) 12(13.6%) 3.62 1.52-8.59 0.0026 OR>1
Non-multiparous <5
births 28(63.6%) 76(86.4%)
4  Oxytocin use
Given 28(63.6%) 80(90.9%) 0.18 0.07-0.45 0.00013 OR<1
Not given 16(36.4%) 8(9.1%)
Table 2. Factors associated with PPH by age groups
Covariate OR 95% CI P value Comment
1. PPH and Emergency admission Stratified by Age Group
15-20 13.3 1.36-130.3 0.016*
>20-25 9.3 1.67-52.06 0.013* Effect Modification &
>25-30 4.7 1.03-21.65 0.048* Confounding
>30-35 1.5 0.06-40.6 0.714*
2. PPH and Oxytocin use Stratified by Age Group
15-20 1.13 0.09-13.7 0.71*
>20-25 0.06 0.009-0.47 0.0086* Effect Modification
>25-30 0.16 0.03-0.72 0.017*
3. PPH and type of delivery Stratified by Age Group
>20-25 0.05 0.0032-0.68 0.004* e
Effect Modification
>25-30 0.71 0.11-4.65 0.54*

achieved [16]. Oxytocin was significantly protective with
p-value < 0.005, OR (0.18) and CI (0.07-0.45) indicating
that exposure and outcome (PPH) were associated. These
findings confirm the benefits of AMTSL.

Age was controversial and had an indirect role in the
development of PPH for parity and gravity were expected
to occur at older ages. However early marriage, poor ANC
attendance and illiteracy could have contributed to poor
response leading to emergency admissions.

Unemployment did not significantly bear on PPH

development. Traumatic episiotomy, prolonged third
stage of labour, retained placenta and bleeding tendencies
which traditionally contribute to PPH were not significant
in this study.

Limitations may have manifested as bias in recall, selection
and information collection. The incidence of disease was
difficult to estimate among the exposed and unexposed
subjects of the study. This hospital study did not give the
real picture of the situation as it was not representative of
what was going on in the whole community.

Vol 7. No 3. August 2014
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Recommendations

ANC facilities should incorporate appointments, and
adequately prepare pregnant women for childbirth.
Eatly detection of risk factors (hypertension,
anaemia, etc.) should be routine. Health education
should emphasize maternal and child health (MCH)
aspects including diet, exercise and enhanced close
monitoring of the foetus by ultrasound.

The stages of labour should be shortened by closer
monitoring, prompt tecognition of delaying factors
and timely intervention.

AMTSL should be performed in ALL deliveries using
an uterotonic (Oxytocin or Misoprostol). Midwives
should be trained in AMTSL and provided with
updated guidelines and protocols.

Emergency and obstetric care (EmOC) facilities
should be established for referral, transfer or
treatment with access to well-stocked and staffed
emergency facilities. In cases of shocked patients
newer methods of resuscitation e.g anti-shock
garment, should be employed before any envisaged
blood transfusion.
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Hepatitis viruses overview
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Hepatitis is major cause of morbidity or mortality
worldwide, particulatly in the developing world. The
major causes of infective hepatitis are hepatitis viruses
A, B, C, D or E. In the acute phase, there are no clinical
features that can reliably differentiate between these
viruses. Infection may be asymptomatic or can present as
jaundice, fevers, abdominal pain, fatigue or vomiting. An
acute hepatitis infection can last days to months, but can
also cause fulminant liver failure.

Some hepatitis virus infections become chronic, leading
to cirthosis and the development of hepatocellular
carcinoma. The difficulty in finding and treating these
patients is that chronic infection is often asymptomatic
until these endpoints develop. Co-infection with different
hepatitis viruses or with HIV tends to worsen the

Table 1. Key features of hepatitis viruses [1, 2]

prognosis. Treatment decisions and regimes are complex
and are beyond the scope of this summary. National
hepatitis guidelines are currently in development.

World Hepatitis Day took place on 28th July 2014 to
raise awareness of the disease and so in this article a table
summarising the key features of hepatitis virus infections
is presented in Table 1.
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Abstract

Hepatitis B virus (HBV) infection causes a spectrum of
acute and chronic liver disease, ranging from inactive
chronic carrier status to progressive chronic hepatitis,
leading to end-stage cirrhosis and primary liver cancer.
In sub-Saharan Africa, over 8% of the population has
chronic HBV carriage with a high risk for progressive liver
disease. HBV-related hepatocellular carcinoma is the most
common cancer among men and third most common
among women. HBV therefore represents a critical threat
to health in the African continent.

Overview

In this article, we outline the state of HBV prevalence,
screening and management in sub-Saharan Africa (SSA).
We highlight the urgent need for greater international
support to improve local infrastructure for effective
prevention and clinical management strategies for HBV
infection.

Hepatitis B virus (HBV) infection causes a spectrum of
acute and chronic liver disease, ranging from inactive
chronic carrier status to progressive chronic hepatitis,
leading to end-stage cirrhosis and liver cancer [IEASL
2012]. Over one third of the world’s population has been,
or is currently infected with, HBV and 350-400 million
people remain chronic HBV surface antigen (HBsAg)
carriers [1]. There are over 500-750,000 reported deaths
annually due to HBV-related cirrhosis and primary liver
cancer worldwide. However, this figure underestimates
the true HBV mortality rate due to inadequate disease
and cancer surveillance in many resource-poor countries
where HBV is endemic [2].

Within SSA, HBV infection is endemic and the HBV-
related disease burden is high. The lifetime risk of
HBYV infection is over 60% and more than 8% of the
population remain chronic HBV carriers who are at risk
of progressive liver disease and hepatocellular carcinoma
(HCC). HCC is a highly aggressive cancer with limited
treatment options, particularly in resource-poor settings

[3]. SSA has one of the highest HBV-related liver cancer
rates in the world [4], with HBV-related liver cancer
the most common cancer among males and third most
common cancer among females [5, 6 |. Furthermore, the
average age of HCC developmentin Africa is considerably
younger than in other parts of the world (mean age 33
years compared with 50 years in Asia and 60 years in
Western Europe [9], meaning HBV-related HCC atfects
patients in their working and reproductive years [10 ].
HBYV therefore represents a critical threat to health in the
African continent.

Treatment

Early detection and treatment of HBV infection reduces
HCC incidence and mortality (primary prevention) [11,
12]. Furthermore, HCC survival is improved by eartly
detection of potentially treatable HCC by screening of at-
risk patients (secondary prevention)[13]. However, access
to medical care and the cost of screening, diagnosis and
treatment of viral hepatitis and HCC are major limiting
factors in hepatitis and liver cancer management in
SSA. Routine HBV screening and surveillance programs
for the general population are virtually non-existent in
SSA and most nations lack the laboratory and medical
infrastructure to implement such screening. A minority of
countries in SSA offers free HBV screening of pregnant
mothers, healthcare workers and HIV-infected individuals.
However, there is a lack of infrastructure to support
channeling of screened patients into long-term treatment
programs [14].

Safe and effective treatments for HBV exist, but treatment
access is severely limited in SSA. The recent WHO
Global Policy Report on the Prevention and Control
of Viral Hepatitis reported that only 16.7% of WHO-
AFRO countries have publicly funded HBV treatment
available, despite highly effective nucleoside analogues,
such as tenofovir being available in most countries in
SSA at generic price for the treatment of HIV [14]. This
staggering lack of accessibility to affordable, effective
HBV treatments needs addressing urgently if any gains
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are to be made in controlling the costly disease burden of
HBV-related liver disease and HCC.

Control

Vaccination is the cornerstone of HBV prevention and is
most effective when given within 24 hours of birth [15, 16].
Multiple studies from SSA have demonstrated that HBV
vaccination of infants is both feasible and highly effective
for preventing chronic HBV carriage and HCC [17, 18,
19]. Despite WHO guidelines recommending that HBV
vaccination should be given within 24 hours of birth, the
vaccine schedule of 6, 10 and 14 weeks has been adopted
in most African countries to allow the use of combination
vaccines and to minimise costs and logistic expenses by
streamlining vaccination schedules [20]. However, HBV
vaccination coverage remains highly variable in SSA and
there are little data on infant HBV vaccination coverage in
South Sudan [21, 14].

Control of HBV prevalence is a major goal for the World
Health Organization (WHO) worldwide, with a key
focus on HBV prevention in African countries. In 2010,
the World Health Assembly (WHA) passed a resolution
calling for public health intervention to prevent and
control viral hepatitis. There is also a forthcoming WHA
resolution requesting the Global Health Fund to provide
antiviral medications for HBV mono-infected patients.
HBV treatment that is accessible and affordable to all
is a pressing requirement in SSA and greater support
from the international medical community is critical to
engender support from the pharmaceutical industry for
equitable drug availability. Greater support for medical
service infrastructure and staff education is paramount
to assist countries in SSA to develop and sustain essential
HBYV research platforms and public health intervention
campaigns. African and international medical associations
forliverdiseaseandinfectiousdiseases,communityhepatitis
groups and healthcare workers need to band together to
forge a path for the education and promotion of viral
hepatitis among all levels of the African community. The
crucial importance of viral hepatitis research, treatment
and prevention campaigns is more likely to be heard by
pharmaceutical industry and government policy makers
when delivered by a strong united voice.

Acknowledgements

All authors are grateful to the UK National Institute for
Health Research (NIHR) Biomedical Facility at Imperial
College London for infrastructure support. All authors are
participant workers in the European Union Framework
7-funded “PROLIFICA” (Prevention of Liver Fibrosis
and Cancer in Africa) project in West Africa, which aims

to diagnose, treat and follow-up a cohort of hepatitis
B-positive patients in The Gambia, Senegal and Nigeria
(EC FP7, P34114; www.prolifica.eu).

References

1. EASL (European Association for the Study of the Liver)
clinical practice guidelines: Management of chronic
hepatitis B virus infection. | Hepatol. 2012;57(1):167-85.

2. WHO 2002. Hepatitis B. WHO [online], http://

www.who.int/csr/disease/hepatitis/HepatitisB
whocdscstlyo2002_2.pdf accessed 21st April 2014).

3. EASL-EORTC (European Association for the Study of the
Liver. European Organisation for Research and Treatment
of Cancer) clinical practice guidelines: Management of
hepatocellular carcinoma. | Heparol. 2012a56(4):908-43.

4. Parkin DM, Bray F, Ferlay |, Pisani P. Global cancer
statistics, 2002. CA Cancer | Clin. 2005;55(2):74-108.

5. Parkin DM, Sitas I, Chirenje M, Stein L, Abratt R,
Wabinga H. Part I: Cancer in Indigenous Africans--burden,
distribution, and trends. Lancet Oncol. 2008;9(7):683-92.

6. Kirk GD, Lesi OA, Mendy M, Akano AO, Sam O, Goedert
JJ, et al. The Gambia Liver Cancer Study: Infection with
hepatitis B and C and the risk of hepatocellular carcinoma
in West Africa. Hepatology. 2004;39(1):211-9.

7. Colombo M, de Franchis R, Del Ninno E, Sangiovanni A,
De Fazio C, Tommasini M, et al. Hepatocellular carcinoma
in Italian patients with cirthosis. New England Journal of
Medicine. 1991;325(10):675-80.

8. Tsukuma H, Hiyama T, Tanaka S, Nakao M, Yabuuchi T,
Kitamura T, et al. Risk factors for hepatocellular carcinoma

among patients with chronic liver disease. New England
Journal of Medicine. 1993;328(25):1797-801.

9. Prates MD, Torres FO. A cancer survey in Lourenco
Marques, Portuguese East Africa. Journal of the National
Cancer Institute. 1965;35(5):729-57.

10. EASL-EORTC clinical practice guidelines: Management
of hepatocellular carcinoma. Journal of Hepatology. 2012b
56(4):908-43.

11. Robotin MC, Kansil MQ, George |, Howard K, Tipper
S, Levy M, et al. Using a population-based approach
to prevent hepatocellular cancer in New South Wales,
Australia: effects on health services utilisation. BMC health
services research. 2010;10:215.

12. Liaw YF, Sung JJ, Chow WC, Farrell G, Lee CZ, Yuen
H, et al. Lamivudine for patients with chronic hepatitis B
and advanced liver disease. New England Journal of Medicine.
2004;351(15):1521-31.

13. Lopez PM, Villanueva A, Llovet JM. Systematic
review: evidence-based management of hepatocellular
carcinoma--an updated analysis of randomized

South Sudan Medical Journal

Vol 7. No 3. August 2014



MAIN ARTICLES

controlled trials. Alimentary pharmacology &
therapeutics. 2006;23(11):1535-47.

14. WHO 2014 Global policy report on the prevention
and control of viral hepatitis in WHO Member States
http://www.who.int/cst/disease/hepatitis/global

report/en/; accessed 21st April 2014
15.

Poovorawan Y, Chongsrisawat V, Theamboonlers A,
Stinivasa K, Hutagalung Y, Bock HL, et al. Long-term
benefit of hepatitis B vaccination among children in
Thailand with transient hepatitis B virus infection
who were born to hepatitis B surface antigen-positive

mothers. | Infect Dis. 2009;200(1):33-8.

16. Poovorawan Y, Chongsrisawat V, Theamboonlers
A, Leroux-Roels G, Kuriyakose S, Leyssen M, et
Evidence of protection against clinical and
chronic hepatitis B infection 20 years after infant
vaccination in a high endemicity region. | I7ra/ Hepat.

2011;18(5):369-75.

Mendy M, Peterson I, Hossin S, Peto T, Jobarteh
ML, Jeng-Barry A, et al. Observational study of
vaccine efficacy 24 years after the start of hepatitis

B vaccination in two Gambian villages: no need for a
booster dose. PLoS One. 2013;8(3):¢58029.

Montesano R. Hepatitis B
hepatocellular carcinoma: The Gambia Hepatitis
Intervention Study. | Med 17rol. 2002567 (3):444-6.

Chiang CJ, Yang YW, You SL, Lai MS, Chen C]J.
Thirty-year outcomes of the national hepatitis B

immunization program in Taiwan. Journal of the
American Medical Association. 2013;310(9):974-6.

Ekra D, Herbinger KH, Konate S, Leblond A, Fretz C,
Cilote V, et al. A non-randomized vaccine effectiveness

al.

17.

18. immunization and

19.

20.

trial of accelerated infant hepatitis B immunization
schedules with a first dose at birth or age 6 weeks in
Cote d’Ivoire. Vaccine. 2008;26(22):2753-61.

21. Howell ], Lemoine M, Thursz M. Prevention of
materno-foetal transmission of hepatitis B in sub-
Saharan Africa: the evidence, current practice and

tuture challenges. | Viral Hepat. 2014;21(6):381-96.

The SSMJ would like to

thank all those who reviewed the
articles published in

this issue.

NEOPLASM OF THE COLON:
A CLINICAL QUIz

George Sarin Zacharia® and Thazhath Mavali
Ramachandran®

a Senior Resident, Department of Medical Gastroenterology,
Government Medical College, Calicut, Kerala, India. george_lenx@
yahoo.com

b Additional Professor, Department of Medical Gastroenterology,
Government Medical College, Calicut, Kerala. India dt.tmram@)
yahoo.com

A 34-year old male presented with a 3-months history of
anorexia, weight loss and rectal bleeding, There was a strong
family history of several members with colorectal cancer.
Examination was unremarkable except for generalized
muscle wasting. Investigations revealed anaemia and a
positive faecal blood test. Colonoscopy showed an ulcero-
proliferative growth involving the proximal descending colon
causing significant luminal narrowing. Biopsy was consistent
with adenocarcinoma colon. At endoscopy distal colon also
revealed the appearance as in Figure 1.

Figure 1. Endoscopy of distal colon

Questions

Q1. What is the endoscopy finding in Figure 1?

Q2. What is the most probable diagnosis?

Q3. What is the genetic abnormality involved?

Q4. What are the variants?

Q5. Name the associated extra-gastrointestinal neoplasms.

Q6. What is the treatment?
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Introduction

Sarcoidosis is a multisystem granulomatous disease of
unknown cause. It occurs worldwide but there are higher
incidences in certain racial groups, being three to four
times more common in African-Americans [1]. It can
also aggregate in families. Most patients do not need
treatment and the disease often regresses spontaneously,
but a minority have potentially life-threatening progressive
organ dysfunction; these patients need active management
including oral corticosteroids. The poorest prognosis, in
terms of chronicity and fatality, is for African Americans
[2]. This case illustrates that acute sarcoidosis can be a
difficult diagnosis to make.

Clinical assessment

A 59 year old man of white Australian origin, who had
been living in the UK for the last 35 years, presented to
the medical admission unit of our hospital with a cough,
rash and pyrexia. The cough had been present for 3
months, increasing over the preceding 2 weeks, and was
productive of clear sputum. He gave a 10 day history of an
erythematous rash which involved all four limbs and the
upper trunk, spating the palms and soles. The patient also
complained of widespread arthralgia, with variable joint
swelling, tenderness and stiffness. There was no history of
night sweats, weight loss or haemoptysis. His past medical
history included fusion of the left ankle joint following an
injury at the age of fifteen; he was otherwise fit and well.
He was not on any regular medications and had no known
drugallergies. He drank alcohol occasionally and had never
smoked. He worked as an engineer. His last overseas travel
was to the Australian outback in Queensland four years
previously. He had no pets or significant animal exposure
and no recent insect bites.

On examination, his temperature was 37.3 °C and other
observations were normal. There were no added heart
sounds and vesicular breath sounds were heard throughout.
There was bilateral pedal pitting oedema to below knee
level. There were no peripheral stigmata of vasculitis or
palpable lymphadenopathy present. The abdomen was
soft and non-tender with no organomegaly or palpable
masses. The neurological examination was unremarkable.
There was bilateral conjunctival injection. Dermatological

Table 1. Blood results on admission

Description Value Range
Haemoglobin 155g/I 135-185
MCV 86 fl 78-100
Platelets 289 x109/I 140-400
Haemoglobin 155g/I 135-185
MCV 86 fl 78-100
Platelets 289 x109/I 140-400
White cell count 10.9x 109/I 4.0-11.0
Neutrophils 8.6 x109/I 2.0-7.5
Lymphocytes 1.1 x109/I 1.0-3.5
Urea 3.7 mmol/I 2.5-7.8
Sodium 132 mmol/I 133-146
Potassium 4.3 mmol/I 3.5-5.3
Chloride 93 mmol/I 95-108
Creatinine 82 umol/I 60-110
Estimated GFR B am2 90

CRP 174.9 mg/I 0.0-5.0
Calcium 2.26 mmol/I 2.20-2.60
Phosphate 1.14 mmol/I 0.80-1.50
Adjusted Calcium 2.39 mmol/I 2.20-2.60
Tot. Bilirubin 12 pumol/I <21
Alkaline Phosphatase 95 U/L 30-130
Total Protein 78 g/| 60-80
Albumin 37 g/l 35-50
Globulin 41 g/l 20-40
Alanine 45 U/L <40

Aminotransferase

examination revealed multiple 1-2 mm erythematous
macules on the arms, legs and upper trunk. There was a
marked erythematous area on the right ankle and a firm
tender swelling with surrounding erythema just distal to
the left elbow. The latter had developed spontaneously on
the day of admission.

During the following 30 days of the patient being in
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hospital, he spiked temperatures daily, ranging from
37.3°C to 38.6°C. He also complained of widespread
arthralgia, reporting variable joint swelling. Towards the
end of his admission, the patient developed multiple, red,
round, warm nodules on the postero-medial aspects of
the lower limbs, reminiscent of erythema nodosum.

Investigations
Initial Investigations

Routine bloods tests revealed a mildly raised neutrophil
count and an elevated CRP. Renal function was not
impaired and all electrolytes were within the normal range.
Bone profile was stable — see Table 1.

ECG showed left axis deviation. Urinalysis was negative
for nitrites, leucocytes and blood. Repeated blood and
sputum cultures showed no growth. Auramine stain was
negative.

Specific Investigations

In view of the history of travel in the Australian outback,
relevant infectious diseases were investigated: Malarial
screen, ASO titre, HIV and serology for Brucella,
Chikungunya virus, Cytomegalovirus (CMV), Dengue
virus, Epstein—Barr virus (EBV), Hepatitis B surface
antigen, Hepatitis C antibody, Lyme, Mycoplasma,
Orientiatsutsugamushi, Q fever, Ross River Fever,
Spotted fever and Syphilis but all were negative. Other
immunological and biochemical investigations were
unremarkable — see Tables 2 and 3.

The chest radiograph did not show any evidence of
infection and was thought to be normal — see Figure 1.

CT of the chest/abdomen/pelvis showed widespread
lymph node enlargement throughout the mediastinum,
suggesting possible sarcoidosis — see Figure 2.

Histology

Endobronchial (EBUS) guided needle
aspiration of the sub-carinal lymph node showed large
numbers of lymphocytes and scattered histocytes with no
malignant cells or well-formed granulomas.

ultrasound

Biopsy of the skin lesions was considered but they were
beginning to resolve before this could be done.

Differential diagnosis

Initial working diagnosis was cellulitis of the right leg.
Septic arthritis of the right ankle was excluded by the
Orthopaedic team.

Differential diagnoses could be categorised into four
broad areas:

Table 2. Immunology

Description Value Range

ANA Ratio 2.4 <1.0

ANCA Negative

Rheumatoid factor 57 IU/ml 0-25
Table 3. Chemical Pathology

Description Value Range

ESR 70 mm/hr

Protein electrophoresis Irrégggnnr?gtory

Serum IgA 2.73 g/| 0.80-4.00

Serum IgG 13.77 g/I 5.30-16.50

Serum IgM 0.80 g/l 0.50-2.00

INR 1.0 0.8-1.2

Beta-2 microglobulin 3.3 mg/I 1.2-2.4

LDH 499 |U/I 225-425

CA 19-9 32 KU/L 0-35

CEA 0.9 pg/l 0.0-2.5

AFP 1.2 KU/L 0.0-10.0

Figure 1. Anterior-posterior chest radiograph

1. Infections including demographic specific infections;
bacterial infections including TB, Rheumatic fever,
mycoplasma and typhoid; viral infections including
HIV, EBV, CMV and hepatitis

2. Immune-mediated

causes

including

sa