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The Green Life Medical College Journal (published bi-
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important as some search engines use the title for searches.
Titles in the form of a question, such as ‘Is drinking
frequent coffee a cause of pancreatic carcinoma?” may
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The title page should include the name(s) and address(es)
of all author(s). Details of the authors’ qualifications and
post (e.g., professor, consultant) are also required. An
author’s present address, if it differs from that at which
the work was carried out, or special instructions concerning
the address for correspondence, should be given as a
footnote on the title page and referenced at the appropriate
place in the author list by superscript numbers (1 2 3 etc.)
If the address to which proofs should be sent is not that of
the first author, clear instructions should be given in a
covering note, not on the title page.

Abstract:

The ‘Abstract’ will be printed at the beginning of the paper.
It should be on a separate sheet, in structured format
(Introduction/Background; Methods; Results; and
Conclusions) for all Clinical Investigations and Laboratory
Investigations. For Reviews and Case Reports, the abstract
should not be structured. The Abstract should give a
succinct account of the study or contents within 350 words.
The results section should contain data. It is important
that the results and conclusion given in the ‘Abstract’ are
the same as in the whole article. References are not
included in this section.

Keywords:

Three to six keywords should be included on the summary
page under the heading Keywords. They should appear in
alphabetical order and must be written in United Kingdom
English spelling.

Introduction:
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- Background to the study/Introduction

- What is known/unknown about it

- What -research question/hypothesis you are interested
in

- What objective(s) you are going to address

The introduction to a paper should not require more than
about 300 words and have a maximum of 1.5 pages double-
spaced. The introduction should give a concise account
of the background of the problem and the object of the
investigation. It should state what is known of the problem

to be studied at the time the study was started. Previous
work should be quoted here but only if it has direct bearing
on the present problem. The final paragraph should clearly
state the primary and, if applicable, secondary aims of the
study.

Methods:

The title of this section should be ‘Methods’ - neither
‘Materials and methods’ nor Patients and methods’. The
Methods section should give a clear but concise description
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- Ethics approval/license
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- Inclusion/exclusion criteria

- Conduct of the study

- Data handling

- Statistics
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Ethical clearance:

Regardless of the country of origin, all clinical
investigators describing human research must abide by
the Ethical Principles for Medical Research Involving
Human Subjects outlined in the Declaration of Helsinki,
and adopted in October 2000 by the World Medical
Association. This document can be found at: http://
ohsr.od.nih.gov/guidelines/helsinki.html. Investigators are
encouraged to read and follow the Declaration of Helsinki.
Clinical studies that do not meet the Declaration of
Helsinki criteria will be denied peer review. If any
published research is subsequently found to be non-
compliant to Declaration of Helsinki, it will be withdrawn
or retracted. On the basis of the Declaration of Helsinki,
the Green Life Medical Journal requires that all
manuscripts reporting clinical research state in the first
paragraph of the ‘Methods’ section that:

- The study was approved by the appropriate Ethical
Authority or Committee.

- Written informed consent was obtained from all
subjects, a legal surrogate, or the parents or legal
guardians for minor subjects.

Human subjects should not be identifiable. Do not disclose
patients’ names, initials, hospital numbers, dates of birth
or other protected healthcare information. If photographs
of persons are to be used, either take permission from the
person concerned or make the picture unidentifiable. Each
figure should have a label pasted on its back indicating
name of the author at the top of the figure. Keep copies of



ethics approval and written informed consents. In unusual
circumstances the editors may request blinded copies of
these documents to address questions about ethics approval
and study conduct.

The methods must be described in sufficient detail to allow
the investigation to be interpreted, and repeated if
necessary, by the reader. Previously documented standard
methods need not be stated in detail, but appropriate
reference to the original should be cited. However, any
modification of previously published methods should be
described and reference given. Where the programme of
research is complex such as might occur in a neurological
study in animals, it may be preferable to provide a table
or figure to illustrate the plan of the experiment, thus
avoiding a lengthy explanation. In longitudinal studies
(case-control and cohort) exposure and outcome should
be defined in measurable terms. Any variables, used in
the study, which do not have universal definition should
be operationalised (described in such terms so that it lends
itself to uniform measurement). Where measurements are
made, an indication of the error of the method in the hands
of the author should be given. The name of the
manufacturer of instruments used for measurement should
be given with an appropriate catalogue number or
instrument identification (e.g. Keyence VHX-6000 digital
microscope). The manufacturer’s town and country must
be provided, in the case of solutions for laboratory use,
the methods of preparation and precise concentration
should be stated.

Single case reports:
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relevance, short technical notes and brief investigative
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than 4 and references more than 25.

Animal studies:

In the case of animal studies, it is the responsibility of the
author to satisfy the board that no unnecessary suffering
has been inflicted on the animal concerned. Therefore,
studies that involve the use of animals must clearly indicate
that ethical approval was obtained and state the Home
Office License number or local equivalent.

Drugs:

When a drug is first mentioned, it should be given by the
international non-proprietary name, followed by the
chemical formula in parentheses if the structure is not-
well known, and, if relevant, by the proprietary name with

an initial capital letter. Dose and duration of the drug
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followed by proprietary name in brackets.
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Do not repeat all the data in the tables and/or figures in
the text. Summarize the salient points. Mention the
statistics used for statistical analysis as footnote under the
tables or figures. Figures should be professionally drawn.
[llustration can be photographed (Black and White glossy
prints) and numbered.

Discussion:

Comments on the observation of the study and the
conclusion derived from it. Do not repeat the data in detail,
already given in the results. Give implications of the
findings, their strengths and limitations in comparison to
other relevant studies. Avoid un-qualified statements and
conclusions which are not supported by the data. Avoid
claiming priority. New hypothesis or implications of the
study may be labeled as recommendations. Letters are
welcome. They should be typed double-spaced on side of
the paper in duplicate.

References:

References should be written in Vancouver style, numbered
with arabic numerals in the order they appear in the text.
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for references with more than six authors, in which case
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ABOUT THE COLLEGE

INTRODUCTION

In 2005, about 50 distinguished physicians of the country
started a hospital to give specialized care in the private
sector. They named it Green Life Hospital and it turned out
to be a great success. So in 2009, they decided to establish
a medical college which will be a non-government, non-
profit, self-financing project and will serve the humanity.

This College came into existence in 2009. The college
commences its activities with the enrollment of 51 students
in the 15¢ batch in 2010. Since inception, the college has
undergone tremendous development and became a
splendid centre for learning and development. At present
we are enrolling 110 students each year. Among them,
numbers of seats are reserved for overseas students.

We continue to evaluate and improve our programme to
ensure the best medical education for the students. Our
educational strategy is to create a conducive learning
environment and to steer our students to acquire adequate
knowledge, skills and temperament to practice medicine
and be a competent health care professional group.

Green Life Medical College (GMC) is approved by the
Ministry of Health and Family Welfare (MOHFW),
Government of Bangladesh and Bangladesh Medical and
Dental Council (BMDC) and affiliated to the University
of Dhaka.

AIMS AND OBJECTIVES OF THE COLLEGE

Aims:

To create a diverse and vibrant graduate scholars in
medical discipline and to create highly competent and
committed physicians for the country.

Objectives:

* To provide an appropriate learning environment
where medical students can acquire a sound
theoretical knowledge and practical skills with
empathetic attitude to the people.

*  To carry out research in medical sciences to scale up
the standard of medical education in the country.

LOCATION

The campus is located at 32, Bir Uttom K. M. Shafiullah
Sarak (Green Road), Dhanmondi, Dhaka. The location is
at the heart of the mega city Dhaka and is facilitated with
very good communication networks.

The Medical College and the Hospital complexes have
been raised in a multistoried fully air-conditioned building
with an arrangement of approximately 500 patients. The
building is equipped with state-of-the-art infrastructure,
excellent with an out-patient department and adequate in-
patient facilities.
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EDITORIAL

Present, Past and Future of Traumatology and Orthopaedics
in Bangladesh

Prof. Md. Nazrul Islam

Road traffic injury is the most common causes of death in
people from 15-29 years of age throughout the world.
More than 1.2 million people die each year in road traffic
accidents globally, making road traffic injuries a leading
cause of death!.

The WHO Global Burden of Disease Study? predicts the
following changes from 1990 to 2020.

* Road traffic injuries will rise to become the third
leading cause within 2020.

* Road traffic injuries will become the second leading
cause for low-income and middle-income countries.

¢ Road traffic deaths will increase worldwide, from 0.99
million to 2.34 million (representing 3.4% of all
deaths).

* Road traffic deaths will increase on average by over
80 percent in low-income and middle income countries
and decline by almost 30 percent in high income
countries.

In our country in Emergency department more than 50%
patients are of different types of casualty victims.
Approximately 33% of the beds in primary and secondary
level hospitals in Bangladesh are occupied by injury-
related patients, and more than 19% of the injury patients
had been injured in a road traffic accident’.

According to a statistic, road accident in Bangladesh
claims on an averages 4,000 lives and injure another 5,000
in a year>. This number only includes reported incidences
to the authority. WHO estimates that the actual fatalities
could be much more. In 2013 alone fatality was 21,316 in
Bangladesh*. Annual cost of road traffic accidents is
estimated to be approximately BDT 45 billion (US$ 76
million) .

Death due to trauma and accident is highest between the
ages of 20-40 years which is the most functional period of
life in our country®. We remember the mass casualties like
Jogonnath Hall Tragedy, Mirershorai Bus accident
involving children, Saver garment building (Rana Plaza)
collapse and also daily accident report in media.

For every death in an accident two will be severely
injured®. Even after better management they will survive
with different types of disabilities and they mostly will
become financial burden for the family as well as the
country. Some estimate that if trauma care systems for
seriously injured patients in low and middle-income
countries could be brought up to the levels of high
performing countries, an estimated half a million lives
could be saved each year?. In the western world the budget
of trauma and accident management is about four times
than our current national budget.

Previously Orthopaedic surgery in Bangladesh was
practiced by the general surgeons. In 1963, the first
orthopaedic unit was established at Dhaka Medical College
Hospital with only one trained orthopaedician.

The Traumatology and Orthopaedics came into light as a
separate entity after the liberation of Bangladesh. The
injured freedom fighters and other war victims needed
rapid and appropriate injury management and
rehabilitation after liberation war which was not available
in Bangladesh. With the leadership of R.J Garst MD, an
American orthopaedic surgeon a separate unit of
orthopaedics, trauma & rehabilitation consisting of 100
bed was started in Shaheed Suhrawardy Hospital at Dhaka.
In early days, the unit depended mostly on volunteer staff
and they came from all over the world. They were doctors,
nurses, physiotherapists, occupational therapists, limb-
makers, brace makers, secretaries etc. By July, 1973 the
Government of Bangladesh started taking the financial
burden of the unit and also started to replace volunteers
with government employees. Rehabilitation Institute and
Hospital for the disabled (RIHD) was established in 1978
as a separate 500 beded Orthopaedic & Trauma hospital
which also serve as a teaching institute’. By the desire
and direct active cooperation of Bangabandhu Sheikh
Mujibur Rahman and R.J Garst, RIHD was eastablished
to meet the increasing need of trauma and orthopaedic
care of the country and to produce future orthopaedic
surgeons. World standard post graduate courses (MS &
Diploma) in Orthopaedic surgery, Physiotherapy & limb
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making under the University of Dhaka was initiated in
1973 at RIHD.

RIHD has become National institute of Traumatology and
Orthopaedics Rehabilitation (NITOR) in 2002. The
institute became and still is the prime center of orthopaedic
service and training of orthopaedic surgeons, nurses, and
physiotherapists in Bangladesh. In 1998 Post graduate
training and courses were introduced in the country’s
Medical University (BSMMU) and eight other
Government Medical College Hospitals. As a result,
Bangladesh has now over seven hundred orthopaedic
surgeons mostly trained locally and employed by the
government of Bangladesh. At present consultant
orthopaedic surgeons are posted in all the 64 district
hospitals and about 120 upzilla hospitals in the country.
Still the ratio of orthopaedic surgeons to patients is far
behind the standard set by World Health Organization in
our densely populated country.

The importance of orthopaedics & traumatology in
undergraduate studies like MBBS course is paramount as
we still need more qualified doctors to provide adequate
health care to our country. Basic trauma and orthopaedic
care at thana level is given by non-specialized doctors
and that is why their training at undergraduate level needs
to be adequate.

Even considering our limited resources, the curriculum
for under graduate medical education-updated-2012 has
given the priority to the subject of Traumatology and
Orthopedics more than the previous curriculums.

In the current curriculum of under graduate course give
the emphasis to learn and recognize the severity of trauma.
It also outlines emergency care like first aid, life support
and cardiopulmonary resuscitation in accident and trauma
victims.

The World Health Organization has estimated that by the
year 2020, trauma will account for approximately one-
third of the world’s disease, a very thought-provoking
figure indeed.’

The importance given by the World Health Organization
and practical needs of this subject have third priority
depending on mortality and morbidity in Medical science.
In final MBBS examination Orthopaedics & Trauma is
treated as small part of general surgery, having the priority
about 10 to 12 percent in final MBBS examination. It is

40

inappropriate and irrelevant to the need in under-graduate
course and curriculum.

At present MBBS curriculum (2012) has 55 Lectures (45
hours) in Traumatology and Orthopaedics and 2 months
of ward placement in 4th year and Sth Year. It is the highest
among the allied subjects in surgery. In final MBBS
examination of surgery, one optional external or internal
examiner of Orthopaedics can be included within four
examiners, and one box structured oral examination
questions out of ten box is selected.

To give more emphasis on learning in under-graduate
course, it is highly recommended to arrange Orthopaedics
and Traumatology as a separate subject and individual
board, in final MBBS examination.

Journal of Green Life Med. Col. 2016; 1(2): 39-40

Prof. Md. Nazrul Islam
Professor & Head of the Department of Orthopaedics
Green Life Medical College
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ORIGINAL ARTICLE

Profile of Deliberate Self-poisoning Cases Admitted in a

District Hospital of Bangladesh

ARAR!, ALAM MZ2, KOBIR M3, BANIK J4, PARVIN R’

Abstract

Introduction: Poisoning is the most common form of fatal self-harm in rural Asia. This has posed
major burden on already struggling health systems in Bangladesh. Identification of vulnerable
groups and patterns in deliberate self poisoning would help to identify the problems that are needed
to be addressed in health policy.

Objectives: This study was conducted to determine the age and sex distribution of deliberate self-
Ppoisoning cases reported in a district hospital, to find out the pattern of substances used, the outcome
and duration of hospital stay, and the cause of self poisoning.

Methods: This was a cross sectional observational study conducted in 250-beded General Hospital,
Kushtia from July to December 2008. All patients who had intentionally consumed toxic compounds
like pesticides and drug overdosing were included in the study. Those who had accidental or
occupational exposure were excluded. The data were collected in a pre-formed questionnaire.
Statistical analysis was done using SPSS version 17.

Results: A total of 81 (32 male and 49 female) patients with deliberate self poisoning were included
in the study. Most vulnerable age group was 15-34 years in both sexes. About 68% patients were
married. Most of the married women were housewives. About 58% belonged to lower socioeconomic
status. Organophosphorous compounds (OPC) were the most common poison (56.8%) in both
male and female followed by sedative (22.2%) and rat killer (7.4%). Among the male patients the
most common cause was quarrel with parents (28.1%) followed by chronic illness (15.6%) and
failure in love (12.5%). Among the married females the most common cause was quarrel with
spouse (30.6%) and in laws (22.4%). Quarrel with parents (20.14%) was again the most common
cause in unmarried females. Two patients (2.5%) were died of poisoning. About 90% patients were
discharged from hospital without any complication within three days and 7.4% were referred to

higher institute.

Key words: Poisoning, deliberate poisoning, self-poisoning, OPC
Journal of Green Life Med. Col. 2016; 1(2): 41-46

Introduction:
Deliberate self-harm was previously thought as a problem
particular to the industrialized world but recent data

1. Dr. Rowsan Ara, Associate Professor, Department of Medicine,
Green Life Medical College, Dhaka

2. Dr. Md Zahid Alam, Associate Professor, Department of
Cardiology, BIRDEM General Hospital

3. Dr. Musa Kobir, Consultant (Medicine), 250-beded General
Hospital, Kushtia

4. Dr.Jayanta Banik, FCPS course student, BSM Medical University

5. Dr. Rukhsana Parvin, Associate Professor, Department of
Medicine, Enam Medical College

Address of correspondence: Dr. Rowsan Ara, Associate Professor,
Department of Medicine, Green Life Medical College, Dhaka 1205. E-
mail: tajingdong04@yahoo.com

emphasized its importance in developing world. Deliberate
self poisoning was responsible for around 600,000 deaths
in 1990 in the developing world.! It has reached epidemic
proportions in parts of the developing world where the
toxicity of available poisons and sparse medical facilities
ensure a high fatality rate.? A recent study demonstrated
that 44% of all deaths amongst 10-50 year aged women in
Bangladesh were due to poisoning, the majority following
the suicidal ingestion of pesticides.® The WHO estimates,
based on 2001 data, that 849,000 people die globally from
self-harm each year.*

Poisoning is the commonest form of fatal self-harm in rural

56,7

Asia, accounting for over 60% of all deaths and is of
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far greater importance than hanging, and other physical
forms of self harm. This has caused major strain on the
already overstretched health systems in our country. The
socioeconomic condition of people in our country has led
to a higher suicidal rate as compared to the Western world.
With the identification of vulnerable groups and patterns
in deliberate self poisoning, it may become possible to
identify problems that are needed to be addressed during
health policy making in future.

Methods:

This cross sectional observational study was conducted
in the Department of Medicine, 250-beded General
Hospital, Kushtia from July to December 2008.

All patients who had intentionally consumed toxic
compounds like pesticides and drug overdosing were
included. A case was designated as unknown poisoning if
the patient or the patient’s caretakers didn’t reveal the
substance taken. Those who had accidental or occupational
exposure to these products, who were brought dead in
emergency and who had been given drugs by others with
the intent of robbing or other criminal purposes were
excluded.

After meeting inclusion and exclusion criteria consecutive
sampling was done. Sample size was 81.

After taking informed consent, data were collected in a
pre-formed questionnaire that was specially designed for
this study. The economic status of the patients was labeled
according to monthly income (approximately). Patients
with an income of <3,000 taka per month were labeled as
lower socioeconomic status group. Patients with an income
of 3,000-10,000 taka per month and > 10,000 taka per
month were considered as middle and upper
socioeconomic status group respectively

Data were entered into a computer and checked for
inconsistency, then statistical analysis was done using
SPSS version 17. The patients were analyzed for age, sex,
religion, marital status, occupation, socioeconomic status,
cause of poisoning, type of poisoning, duration to reach
in the hospital and the outcome. Frequency was expressed
as percentage.

Results:

A total of 81 patients with deliberate self poisoning were
included in the study. The distribution of patients in different
age groups showed that highest numbers of patients were
belonged to 15 to 24 years age group (figure 1).

42

30

Count

15-24 25-34 35-44 >45
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Age

Fig.-1: Age distribution of the study patients

Out of these, 32(39.5%) were male and 49(60.5%) were
female. (figure 2).

O Male (39.5%)

I Female (60.5%)

Fig.-2: Sex difference in study population

Among the 81 patients who had consumed the poison 16
(19.75%) were married males and 16 (19.75%) were
unmarried males. Among the females, 39 (48.15%) were
married and 10 were (12.34%) unmarried. Most of the
married women were housewives. Unmarried females and
males were distributed in different occupations. Among
male, cultivator was the most common occupation. Different
occupational distributions were shown in table-1.

Table-I
Distribution of occupations in the study population
Sex Occupation Frequency  Percent (%)
Male Cultivator 13 40.6
Student 6 18.8
Retired day labor 4 12.5
Rickshaw puller 3 9.4
Service holder 2 6.3
Businessmen 1 3.1
Others 3 9.4
Female Housewife 34 69.5
Student 13 26.5
Service holder 2 4.1
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Most of the patients (55.6%) had reached to hospital within
two hours of poisoning (table-II).

Table-I11
Duration between poison intakes to reach into hospital

Time Frequency Percent
0-2 hours 45 55.6%
2-4 hours 20 24.7%
>4 hours 16 19.8%

Most of the patients in the study belong to lower
socioeconomic status i.e. 47 cases (58%). Thirty three cases
(40.7%) in the study group were in middle and only one case
(1.2%) was in upper socioeconomic status group (figure 3).

O Upper 1.2%

[ Low (58%)
M Middle (40.7%)

Fig 3: Distribution of socioeconomic conditions in study
patients

Consumption of organophosphorous compounds was
common in both male (20) and female (26) which included

56.8% cases followed by sedative poisoning which
comprised of 18 cases (22.2%). Others included
antihistaminics, anti-inflammatory drugs, analgesics, and
paracetamol, savlon which constituted 6(7.4%) cases.
Among these types of poisons, harpic was only consumed
by the women (figure 4).

120.0%]
i Sex

M Vale
M Female

100.0%

80.0%

Percent

OPC Rat Killer ~ Sedative
Type of poison

CusO4 Others

Herpic

Fig-4: Distribution of different types of poison used

About seventy percent (69.1%) cases had a history of
stomach wash before reach to hospital. Eighty nine percent
(88.9%) patients had no family history of poisoning and
only five patients (6.2%) had attempted self poisoning on
a previous occasion.

Table-III shows the causes of suicidal poisoning, in most
cases the reasons included quarrel, chronic illness, failure in
love, depression among the students it was stress due to exams.
Among the male patients the most common cause was quarrel
with parents (28.1%) followed by chronic illness (15.6%)
and failure in love (12.5%).

Table-II1
Cause of poison intake
Cause of poisoning Total Male Female
Frequency Percent Frequency Percent  Frequency Percent
Quarrel with parents 19 23.5 9 28.1 10 20.4
Quarrel with spouse 18 22.2 3 9.4 15 30.6
Quarrel with in laws 11 13.6 0 0 11 22.4
Quarrel with offspring’s 3 3.7 1 3.1 2 4.1
Quarrel with neighbors 3 3.7 1 3.1 2 4.1
Quarrel with others 5 6.2 3 9.4 2 4.1
Chronic illness 7 8.6 5 15.6 2 4.1
Failure in love 6 7.4 4 12.5 2 4.1
Failure in exam 1 1.2 1 3.1 0 0
Psychiatric illness 6 7.4 4 12.5 2 4.1

43



Green Life Medical College Journal

Vol. 1, No. 2, July 2016

Among the married females the most common cause was
quarrel with spouse (30.6%) and in laws (22.4%). Quarrel
with parents (20.14%) was again the most common cause
of self poisoning in unmarried females.

Table-IV shows that only two patients (2.5%) died of
organophosphorous poisoning. Six cases (7.4%) were
referred to higher centre and most patients (90.1%) were
discharged from hospital without any complication.
Majority (72%) of the patients leaved the hospital within
three days.

Table-1V
Duration of hospital stay and outcome of study patients

Frequency  Percent

Duration of  0-3 days 58 71.6
hospital stay  4-7 days 23 28.4
Outcome Discharge 73 90.1
Referred to 6 7.4
higher centre
Death 2 2.5
Discussion:

Poisoning is a common form of deliberate self harm in
the developing world. While suicidal intent was often far
lower than for self immolation deliberate self poisoning
put an immense strain on hospital services particularly in
Asia.>% Many studies had shown that deliberate self-
poisoning had a far higher mortality than accidental
poisoning due to the toxicity of the poisons used and poor
medical care.!% In 1990, Jayaratnam estimated that self-
harm resulted in 2 million cases each year with 2-lakh
deaths.!!

This study involved 81 patients, three fifth of them were
females and the most vulnerable age group was 15-24 years
(56.8%). Most studies conducted in different parts of
Bangladesh had shown a predominance of male patients
in acute poisoning.!?13:14 This was due to the reason that
all these studies included suicidal, homicidal and
accidental as well as stupefying poisoning. We included
only suicidal cases that showed a female predominance.

A large group of affected people in our study were young
adults, between 15 to 34 years age group (79%). This
finding was nearly similar to findings of other studies
conducted in the Dhaka Medical College and District
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Hospital level.!3-1? These group people are emotionally
labile and they are not mature enough to tolerate extreme
mental or physical pressure of modern lifestyle.

Our study also had similarities with some other studies
that included suicidal poisoning. A study carried out in
Turkey involved 131 (59.5%) female and 89 (40.5%) male
patients. The most affected age group was 15-24 years
(40.5%) in both sexes.2?? Another study conducted in
Turkey produced similar results.?! An analysis of all
poisoning cases admitted in medical and pediatric wards
in a hospital in central Nepal also shown that females
outnumbered males and almost two thirds patients were

young adults (15-34 years).?2

Leslie SJ and associates had made a survey of admissions
following self poisoning which involved 4220 patients.
In their study, the average age was 34 years and most was
females (56% vs 44%, p value < 0.001). 12 % of the
patients were between the ages of 13-18 years.>3 A four
years study conducted in Orissa involved 588 suicides
cases and found that both male and females were affected
equally.?* Eddleston et al investigated the epidemiology
of intentional self-poisoning in rural Sri Lanka by
prospectively recording 2189 admissions found 57%
patients were young (median age 25 years) male.?’

The incidence of self-poisoning was higher in married
people (67.9%) This was consistent with studies from
Orissa?® and Chandigarh?’, and showed that married
persons may become victims of greater stress than single
individuals in their day-to-day lives.

Most of the cases of poisoning belonged to the low socio-
economic group (58%) signifying the fact that financial
and social problems may have an important bearing in the
daily lives of these groups. The higher incidence in married
and low socio-economic group was also observed in other

studies in India.?8-2°

Maximum numbers of patients in the study were housewife
followed by students and cultivator. Based on the
predominant agricultural background of the study
population, a significant number of cultivators were
involved in self poisoning with pesticides. This observation
correlated with previous findings of Azhar, Khan and Faiz

ot a] 133031

Like this study, OPC was commonly used as a suicidal
poisoning by the poor rural people in the tropical
Countries.??> Because these compounds were easily
available in the rural agricultural based area in Bangladesh,
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similar results were found in different studies in
Bangladesh.!>"!® Case series had also been reported in
India and Sri Lanka.33:34

Sedative was the second most common product used for
self harm in this study. This observation was different from
Howlader et al report which showed that sedatives were
used in only 5% of the total cases as a suicidal agent.33
Like Sarker et al, rat killer was used in 7.4% of the
poisoning cases in this study.!> These agents were mostly
used by the poor female. Next were the copper sulphate
(3.7% of the total) used as a suicidal agent commonly by
the rural poor people as copper sulphate was easily
available in this area. In the study by Howlader et al CuSO4
was used as a suicidal agent in 6% cases.>?

Knowing someone who had committed suicide was a risk
factor for deliberate self-harm.3¢ The people used to learn
from the surrounding people. Our study area was one of
the well-known areas of suicidal death among the country.
In our study we observed that 93.8% male and 85.7%
female patients had no family history of self poisoning.
So they may be influenced by others. In our study it was
also observed that only 6.3% male and 6.1% female had a
history of previous attempt for suicide. This dimension
was not studied in other studies in Bangladesh. In a study
in Srilanka, Michael Eddleston had stated that in interviews
with 85 patients on the general medical wards, more than
90% stated that they knew someone who had harmed
themselves, and 90% knew someone who had killed
themselves.!

In our study quarrel with surrounding persons was the main
cause of poison intake particularly with parents in both
male and female patients. Quarrel with spouse and in laws
was the main cause of poison intake in females. This was
also documented in a study in Goa where harassment of
women by in-laws and husbands, are an important cause
of self poisoning.3’ Different studies in Bangladesh and
abroad had documented that the attempted suicides may
be due to various stress factors coming from financial,
social, family problems, low level of education, immaturity
and many more aspects of life. Easy availability of poisons
made them easy victims also. This was similar to the
findings in our study where we also found that stress due
to chronic illness, failure in love, failure in exam was the
cause of attempted suicide. Though not dealt adequately,
mental disorders like depression and others was the cause
of deliberate self herm in a minority of patients in our
study (7.4%). Studies from south Asia show that up to
half of all adult primary care attendants’ have clinically
important emotional disorders, most of which go
undetected and treated with many drugs. 38

In our study there was a very low mortality rate (2.5%).
This finding was not similar to other studies in different
parts of India3?404142 where mortality rate in suicidal
poisoning is around 15%. In Bangladesh the baseline
survey showed that mortality rate was 4.1%, but this study
included suicidal, homicidal and accidental poisoning.*?
The case fatality rate in Sri Lanka was also high. Altogether
12.7% of patients admitted to Anuradhapura Hospital after
self poisoning die, compared with 1-2% in the United
Kingdom.?

Prevention of self poisoning and reducing death will
require multiple approaches. Organophosphorus
compound is responsible for all two deaths in our study.
Unfortunately, the rural farmer will continue to need ready
access to this pesticide for increasing his food production,
banning it may lead to the adoption of another, equally
dangerous ones. Long term improvements will come from
reducing the incidence of harmful behavior and improving
medical management. Hospital based psychological
interventions after admission for self harm has become
popular in an attempt to reduce repetition but the
development of cost effective psychiatric and social
support groups and to ensure access to greater number of
patients will require reducing the incidence of self
poisoning. Improved mental health care, particularly at
the community level, must be an important part of any
Strategy.

Conclusion:

Deliberate self-poisoning is an important cause of hospital
admissions and subsequent morbidity and mortality in our
country. In addition to improving medical care increase
in public awareness about the seriousness of problem
through health education and efforts to coping with stress
and develop a healthy outlook towards life should be
undertaken to reduce the incidence and death from
deliberate self poisoning.
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Anti-inflammatory Activity of Aegle marmelos (bael) Root on

Carrageenan-induced Paw Oedema in Rats
AKTAR MT!, KHAN 12, RAHMAN MR3, SHARMIN ZR*, HOQUE MM?5, RAHMAN S°

Abstract

Introduction: The anti-inflammatory activity of aqueous extract of Aegle marmelos (bael) root (50
and 100 mg/kg p.o) has been evaluated in carrageenan-induced paw oedema in rats. The extract
has reduced inflammation as evidenced by decreased antero-posterior diameter of paw oedema in

rats.

Method: To demonstrate this effect,rats were divided in 4 groups of six animals each. The animals
were pretreated with drugs orally 1 hr before the experiment as follows: Group I served as control
that received normal saline, Group 1l and Group I1I were given aqueous extract of Aegle marmelos
root at a dose of 50 and 100mg/kg body weight respectively. Group IV were given indomethacin at
a dose of 10 mg/kg body weight orally.

Result: Administration of aqueous extract of Aegle marmelos root at a dose of 50 mg/kg body
weight orally produced significant (P<0.05) anti-inflammatory effect, where the percentage
inhibition of oedema formation was 16.37%. Following administration of aqueous extract of Aegle
marmelos root at a dose of 100 mg/kg body weight and indomethacin the anti-inflammatory effect
was highly significant (P<0.001) and the percentage inhibition of oedema formation was 39.39%
and 46% respectively. Hence bael showed 38.68% and 85.63% anti-inflammatory activity as that
of standard indomethacin. The results demonstrate the anti-inflammatory properties of extract
and the effects were compared with indomethacin, a standard non-steroidal anti-inflammatory
drug.

Conclusion: From the results in this study it can be concluded that Aegle marmelos root extract
exhibits significant anti-inflammatory effect but it is less efficacious than that of indomethacin.

Key words: Acute inflammation, Carrageenan, Paw oedema, Indomethacin.
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Introduction:

Inflammation is defined as local response of living
mammalian tissue to injury due to any agent. Inflammation
manifests usually in form of painful swelling associated
with some changes in skin covering the site.! Inflammation
can be classified as either acute or chronic. Acute
inflammation is the initial response of the body to harmful
stimuli and is achieved by the increased movement of
plasma and leukocytes from the blood into the injured
tissues. A cascade of biochemical events propagates and
matures the inflammatory response, involving the local
vascular system, the immune system, and various cells
within the injured tissue. Prolonged inflammation, known
as chronic inflammation, leads to a progressive shift in
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the type of cells which are present at the site of
inflammation and is characterized by simultancous
destruction and healing of the tissue from the inflammatory
process.?

In recent years, there is growing realization that apart from
being safer, economical and easily available, herbs,
phytochemicals and herbal products can influence the
course of inflammatory diseases and may provides an
amalgamation of nutritional substances, which help in
restoring and maintaining wear and tear of tissues.
Therefore, it would be rational to scientifically evaluate
the traditional medicines used for their potential use in
inflammatory diseases.

Aegle marmelos (bael) is an Indian plant, which has
enormous therapeutic value in traditional systems of
medicine. Bael belongs to the family Rutaceae. Bael is a
medium to large sized deciduous glabrous, armed tree with
axillary and 2.5 cm long alternate trifoliate leaves, short
flowers and globular fruits. Bael plant is available in India,
Bangladesh, Burma and Sri Lanka. Its distribution is
mainly within the sub-Himalayan forests, in dry hilly places
ascending to 4,000 feet. It is called “Shivadume”, the tree
of Shiva. Since ancient time, its leaves are offered to Shiva
and Parvathi. 4. marmelos has an important place in
indigenous systems of medicine.

The crude extracts of bael have shown various activities
including antidiabetic, antioxidant?, anti-inflammatory,
analgesic*, antiulcer’, antimicrobial®, anti-
hyperlipidaemic’, anticancer®, antiviral®, radioprotective'?

and antispermatogenic properties'!.

Previous studies showed that methanol extract of Aegle
marmelos leaves had significant anti-inflammatory activity
at a dose of 100 mg/kg.* However, there is very little
studies on aqueous extract of root and its evaluation in
different anti-inflammatory models. So, here is an attempt
to evaluate the anti-inflammatory activity of aqueous
extract of bael root bark in Long Evan Norwegian rats on
acute inflammatory animal models.

Methods:

The plant material i.e. roots of Aegle marmelos were
collected from Botanical garden, Mirpur, Dhaka. The plant
was authenticated by National Herbarium, Dhaka (access
no. 36528),. The root of Aegle marmelos was cut into
pieces, shade-dried and grounded to coarse powder.
Aqueous extract was prepared in distilled water in the ratio
of 1:16, soaked overnight and boiled next day until the
volume reduced to 1/4™, cooled and drained.!?
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Twenty four Long Evan Norwegian rats of either sex,
weighing between 150-200g were kept under standard
conditions of light and temperature, fed with animal pellets
and allowed to drink water ad libitum.

In this method, rats were divided in 4 groups of six animals
each. The animals were pretreated with drugs orally 1 hr
before the experiment as follows: Group I served as
control that received normal saline, Group II and Group
IIT were given aqueous extract of Aegle marmelos root at
a dose of 50 ml and 100 mg/kg body weight respectively.
Group IV were given indomethacin at a dose of 10 mg/kg
body weight orally. 0.1 ml of 1% carrageenan was injected
aseptically into the subplantar surface of right hind paw
of each rat. Progress of the local inflammatory exudative
lesion was assessed by measuring the maximum linear
cross section of the joint at ‘0’ hour and at the end of 3’
hours. The measurements were taken as accurately as
possible by slide calipers. The difference between the zero
and 3 hours gives the actual edema. Percentage inhibition
of oedema formation was taken as an index of acute anti-

inflammatory activity.!314

It was calculated by-
The percent inhibition of oedema = 100 x (1- Vt/ Vc¢)

Where,
Vc = mean paw oedema diameter in the control group.
Vt=mean paw oedema diameter in the drug treated group.

All the results have been expressed as mean plus/minus
standard error of mean (mean + SEM). Significance of
difference between groups were assessed by using
student’s ‘t’ test with P<0.05 considered as being
significant.

Results:

The mean initial anteroposterior diameter of rat’s paw of
control, bael extract 50 mg/kg, bael extract 100 mg/kg
and indomethacin 10 mg/kg group were 3.47 +0.11 mm,
3.01 £0.04 mm, 3.18 = 0.08 mm and 3.10 = 0.11 mm
respectively. The increament of anteroposterior diameter
of rat’s paw of control, bael root extract 50 mg/kg, bael
root extract 100 mg/kg and indomethacin 10 mg/kg group
were 3.91+ 0.14 mm, 3.27 = 0.12 mm, 2.37 £0.15 mm
and 2.11 +£0.16 mm respectively. The percentage inhibition
of paw oedema after 3 hours in case of bael root extract
50 mg/kg, bael root extract 100 mg/kg and indomethacin
10 mg/kg group were 16.37%, 39.39% and 46%
respectively. The reduction was statistically significant in
each case (p<0.001).
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Table -1
Effects of Aegle marmelos root extract, Indomethacin on carrageenan induced rat paw edema after 3 hours of
carrageenan injection

Group Number Initial anteroposterior ~Anteroposterior diameter Increase in Inhibition of

of rats diameter (mm) (mm) after 3 hours of anteroposterior edema
(n) (mean + SEM) carrageenan * injection  diameter (mm) formation
(mean+ SEM) (mean + SEM) %

Group-1 6 3.47 +0.11 7.38 £0.22 3.91+0.14

Group-II 6 3.01 +0.04 6.29 £ 0.09 3.27+0.12* 16.37%

Group-III 6 3.18 £ 0.08 5.55+0.18 2.37 +£0.15%** 39.39%

Group-1V 6 3.10+0.11 5.12+0.11 2.11 +£0.16** 46%

TvsIl, Tvs. I, Tvs. IV
* P<0.05 in a test of significance difference from control.

** P<0.001 in a test of significance difference from control.

O Initial AP Dia
8001 B Dia after 3h
7.004 O mean increament

6.00+

5.00+

4.00+

3.004

2.004

Ant-Post diameter of rat paw (cm)

1.00

Group-ll

Group-lll Group-IV

Fig-1: Bar diagram showing initial, after 3h of carrageenan
inj and increament of ant-post diameter of rat paw

Group-I: 0.6 ml normal saline orally and served as control.
Group-II: Bael root extract 50 mg/kg body weight orally.
Group-I11I: Bael root extract 100 mg/kg body weight orally.
Group-IV: Indomethacin 10 mg/kg body weight orally.

Discussion:

The present study has been undertaken to demonstrate the
anti-inflammatory effect of bael root extract and to
compare the anti-inflammatory effect of bael root with
that of indomethacin.

Administration of aqueous extract of Aegle marmelos root
at a dose of 50 mg/kg body weight orally produced
significant (P<0.05) anti-inflammatory effect, where the
percentage inhibition of oedema formation was 16.37%.
Following administration of aqueous extract of Aegle
marmelos root at a dose of 100 mg/kg body weight and

Percent inhibition of oedema formation

16.37
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39.39

EGroup . MGroup i OGroup IV

Fig-2: Pie chart showing percentage inhibition of
oedema formation of different group in comparison to
control.

Group-II: Bael root extract 50mg/kg body weight orally.
Group-III: Bael root extract 100mg/kg body weight orally.
Group-IV: Indomethacin 10mg/kg body weight orally.

indomethacin the anti-inflammatory effect was highly
significant (P<0.001) and the percentage inhibition of
oedema formation was 39.39% and 46% respectively.
Hence bael showed 38.68% and 85.63% anti-inflammatory
activity as that of standard indomethacin .These results
are correlated with that of Benni et al'>. The mechanism
of the acute anti-inflammatory activity might be due to
the inhibition of release of mediators like histamine,
serotonin and prostaglandins. This activity probably will
be due to the chemical constituents like marmin, lupeol
etc.
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Bael is one of the most frequently used drug in the
traditional and folklore systems of medicine. The decoction
of'the Bael roots, root bark and stem bark are used to cure
palpitations, abdominal pain, fever, urinary troubles,
hypochondriasis and melancholia.'® Preliminary
phytochemical screening of aqueous extract of Aegle
marmelos root revealed the presence of alkaloids and
glycosides. Studies have shown the evidence of the
presence of various chemical constituents in the Bael
root. Coumarins like marmin, marmesinin, umbelliferone,
skimmianine alkaloid and triterpenes like b-sitosterol
and lupeol were identified.!” Marmin, a coumarin
isolated from the roots of Bael (1g/kg p.o.) showed anti-
inflammatory effect against carrageenan induced
inflammation in rats.!® Marmin, marmesin, umbelliferine
and skimmianine are identified from the bark and roots
which contribute to the anti-inflammatory property of
Bael.!” Lupeol, a pentacyclic triterpenes showed
reduction in paw swelling by 39% compared to 35% by
indomethacin.?”

From the results in this study it can be concluded that Aegle
marmelos root extract exhibits significant anti-
inflammatory effect but it is less efficacious than that of
indomethacin. Further study may be done to find out the
exact anti-inflammatory mechanism of action of Aegle
marmelos 1oot.
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ORIGINAL ARTICLE

Pattern of Psychiatric Morbidity among Children Attended at
Psychiatric Outpatient Department in A Teaching Hospital

CHOWDHURY NN!, CHOWDURY NS2, KHANAM A3, HOSSAIN F*, KHANDUKER N3, AKHTAR G°

Abstract
Background: Child mental health conditions are often unrecognized and negligible by parents
and by society. This cross-sectional study are made to find out the pattern of psychiatric morbidity
among children and the parental view about the illness.

Method: This is a cross-sectional study where fifty-three children are taken as samples who are
clinically diagnosed according to ICD-10(International Classification of Disease) as the cases of
psychiatric problems having them within the study period. This study was done in psychiatric out-
patient department of Green Life Medical College of Dhaka city within duration of four years.

Result: The children came from Dhaka city as well as from different districts of Bangladesh. Study
result shows majority of children from different ages are suffering from emotional and behavioral
disorders and least are suffering from developmental disorder. Among them girls are suffered
more than boys.

Conclusion: This study reflects that children are suffering from emotional, behavioral and
developmental psychiatric morbidity which demands special attention from the concern authority
to strengthen child mental health services in teaching hospital.

Keywords: Psychiatric morbidity, Children, Developmental disorder, Emotional and Behavioral disorders.
Journal of Green Life Med. Col. 2016; 1(2): 51-55

Introduction:

Psychiatric disorders have a significantly adverse impact
on children and adolescent, as well as their parents and
families particularly in relation to quality of life. Accurate
estimates of the prevalence for these age groups are
essential for setting up adequate services and diminish the
consequences of mental disorders on later development
and functioning in adulthood.! Several epidemiological
studies have confirmed high rates of psychiatric co-
morbidity in children and adolescent .In particular
psychiatric co-morbidity has been detected in children with
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substance abuse, conduct disorder, oppositional defiant
disorder, anxiety attention deficit hyperactivity disorders.>
We know health is a complete well being of an individual.
Like adult health, children also need a comprehensive
health care of both mental and physical aspects. Because
being a human they have psychological problem too like
adult population, though they may not express their
emotions properly. So, it is not easy to assess a child or
adolescent by the parent or the society or even others too.
Usually children are unable to recognize or realize
themselves having problems. They may not share the
emotional disturbances with others because they do not
know the nature of it. As a result they suffer un-noticed
and ultimately changes occur in behavior. So it needs
observation, patience and experience to identify the
problems. Thus during an assessment we need to engage
the family and lay the foundations for treatments. The
objective of this study is to find out the pattern of
psychiatric morbidity among children coming in
psychiatric outpatient department of a private medical
college in Dhaka city.

Methods:

This is a cross-sectional study. Sample is taken from March
2012 to July 2016.All consecutive cases who met the
inclusion criterion has taken in the study. The inclusion
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criterion is the children under 18 years of age who attended
in psychiatric out-patient department of Green Life
Medical College. During this time period 53 clinically
diagnosed cases are identified as having child psychiatric
disorders according to ICD-10(International Classification
of Disease). They come by themselves, by parents, friends,
relatives and from referral by doctors and specialists of
different disciplines.

Results:

In the present study table-1 shows majority children and
adolescents were between 13 to 18 years of age (69.81%),
mostly are girls (54.72%), unmarried (94.33%), students
(90.56%), commonly of secondary class between VI to X
(41.50%), Muslims (98.11%) and came from urban area
(81.13%).

Table-1
Socio-demographic profile of the children attended into
the psychiatric outpatient department of Green Life
Medical College (total no=53)

(1) Age is years Girls Boys  Total (%)
1 to 6 years 1 1 3.77%
7 to 12 years 6 8 26.41%
13 to 18 years 22 15 69.81%
Total =53 29 (54.72%) 24 (45.28%)

(2) Sex Girls(55%) Boys(45%)

(3) Marital Status Girls(29) Boys(24)
Unmarried 27 23 94.33%
Married 1 1 3.77%
Divorce 1 0 1.88%
(4) Habitat Girls(29) Boys(24)

Urban 27 16 81.13%
Rural 02 8 18.86%
(5) Educational Level  Girls(29) Boys(24)

[lliterate 1 1 3.77%
Primary (Class 1 to V) 6 8 26.41%
Secondary (Class VI to X) 14 8 41.50%
SSC 1 2 5.66%
Higher Secondary 3 3 11.32%
(Class XI to XII)

HSC 4 2 11.32%
(6) Occupation Girls(29) Boys(24)
Unemployed 0 2 3.77%
Employed 0 2 3.77%
House Wife 1 0 1.88%
Student 28 20 90.56%
(7) Religion Girls(29) Boys(24)

Muslim 29 23 98.11%
Hindu 0 1 1.88%

Table-II shows absent of family history (58.49%) and past
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history (75.47%) of mental illness.

Table-11
History of Mental Illness (total no=>53)
(1) Family History Girls(29) Boys(24)  Total(%)
Present 13 8 39.62%
Absent 16 15 58.49%
Not known 0 1.88%
(2)Past History Girls(29)  Boys(24) Total(%)
Absent 24 16 75.47%
Present 5 8 24.52%

Above table shows majority of children are free of family
and past history of mental illness.

Table-III shows 71.69% has no co morbidity of physical
illness.

Table-I11
Co-morbidity of any physical illness (total no=53)
Physical illness Girls(29)  Boys(24) Total(%)
Present 7 8 28.30%
Absent 22 16 71.69%

Above table shows majority (71.69%) children are not
physically ill.

Table-IV shows majority of patients are referred by
specialist (28.30%) of different faculties.

Table-1V
Pattern of Referral (total no=53)
Referred by Girls(29) Boys(24) Total(%)
Self 8 4 22.64%
Parents 6 2 15.09%
Friends 1 4 9.43%
Relatives 3 6 16.98%
Doctor 4 0 7.54%
Specialist 7 8 28.30%

Above table shows majority children are referred by
specialists of different faculties.

Table-V shows management has done by drugs (39.62%)
and