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Editorial:
Blood Type Diet: Scientific evaluation
Enas Talib Abdul-Karim PhD.
Developed
by
naturopathic
physician Dr. Peter D’Adamo, the
Blood Type Diet is based on the theory
that protein-like compounds in food
called lectins react with different blood
types to cause a wide variety of health
complaints.
The Blood Type Diet is the
culmination of nearly four decades of
work conducted by Peter D’Adamo,
and his father, James D’Adamo, as a
naturopathic physician practicing in
the 1960s, James wondered why some
of his patients did well on the
therapeutic diets he prescribed,
including strict vegetarian and low-fat
diets, while others did not improve or
even became worse. James suspected
that the difference in the way his
patients reacted to the same foods
might be rooted in some aspect of the
blood. With this hypothesis in mind, he
began to record the blood type of his
patients
and
observe
their
individualized reactions to different
diets. Over the years, distinct patterns
began to emerge. He noticed that
patients with Type A blood did well on
a vegetarian diet, while patients with
Type O did well on a high-protein,
meat-based diet. In 1980, James
D’Adamo published his clinical
observations in a book titled One Man'
Food. That same years, Peter
D’Adamo began to research the
scientific basis for his father' theories.
In 1996, nearly twenty years later, Dr.
Peter D’Adamo’s findings were
published in his book, Eat Right for
Your Type (1).
Dr. D’Adamo’s ideas on the
relationship between diet and health

are rooted in a simple concept: the
blood type-O, A, B or AB-determines
the body’s ability to absorb nutrients,
fight off diseases, and handle stress.
Dr.
Peter
D’Adamo’s
diet
recommendations were born out of
evolutionary history, and specifically,
the observation that the different blood
types emerged as the environmental
conditions and eating styles of our
ancestors changed. Between 50,000
BC and 25,000 BC, all humans shared
the same blood type-Type O. these
early humans were skilled hunters, and
thrived on a meat-based diet. The type
A blood type emerged between 25,000
BC and 15,000 BC, a necessary
adaptation to a more agrarian lifestyle.
Climactic changes in the Western
Himalaya Mountains led to the
appearance of Type B, and the
blending of Type A and Type B in
modern civilization resulted in the
appearance of Type AB blood type.
Because the emergence of new blood
types made it possible for our
ancestors to survive the changing
environmental
conditions,
Boyd
divided the world population into 13
geographically distinct races with
slightly
different
frequency
distributions of blood group genes. Dr.
D’Adamo believes that blood type,
diet, and health are intricately related;
he grouped those thirteen races
together by ABO blood group, each
type within this group having unique
dietary recommendations.
The physiological reason why
people should eat according to their
blood type relates to lectins, which are
protein-like substances found in many
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commonly eaten foods. Lectins, also
known as phytohemagglutins, were
first identified in 1888, at which time it
was discovered that lectins interact
with sugar-containing molecules on the
surface of cells. This discovery
allowed certain lectins to be used in
blood typing, since blood type is
determined by the presence (or
absence) of specific sugar-protein
residues on the surface of red blood
cells.
Although most of the lectins
found in food are destroyed by
cooking, digestive enzymes, or are
inactivated within the gut, at least 5%
of the lectins we take in through our
diet are absorbed into the bloodstream,
and some of these are incompatible
with our blood type. Many food lectins
look very similar to the antigen that
determines one of the four blood types
or else bind directly to blood type
antigens. In either case, this
resemblance can lead to agglutination.
According to Dr. D’Adamo "simply
put, when you eat a food containing
lectins that are incompatible with your
blood type antigen, the lectins target an
organ or bodily system and begin to
agglutinate blood cells in the area". It
is believed that if a person want to
prevent health problems, it is important
to eat foods that are compatible with
his blood type based upon their lectin
content.
The research done by Nachbar
and Oppenheim done in 1980 (2)
support
Dr. D’Adamo support his
work, they studied the edible portions
of 88 commonly eaten foods including
fresh fruits, roasted nuts, and processed
cereals, and found that 29 of the 88
foods tested possessed significant
lectin-like activity. The researchers
also determined that dry heat does not
completely destroy the lectin activity
in wheat germ, peanuts, and the dry
cereals. in addition, wheat germ

agglutinin, tomato lectin, and navy
bean lect6in have been found to resist
breakdown by digestive juices. As a
result, it can be concluded that at least
some of the lectins found in food make
it into the blood stream.
In the Blood Type Diet, foods are
divided into sixteen categories: meats
and poultry; seafood; dairy and eggs;
oils and fats; nuts and seeds; beans and
legumes; cereals; breads and muffins;
grains and pasta; vegetables; fruit;
juices and fluids; spices; condiments;
herbal teas; and miscellaneous
beverages. For each blood type, lists of
foods described as "highly beneficial",
"neutral", or "avoid". in support of his
dietary recommendation, Dr. D’Adamo
points to research that provides
evidence for the presence of lectins in
food, the agglutination effects of
lectins, and the connection between
blood type and the development of
disease.
Type O was the blood type of the
earliest humans, who were skilled
hunters and subsisted on a diet of wild
game and edible plants growing wild
in the forests. As a result, the diet for
individuals with Type O blood
emphasizes the importance of animal
flesh and vegetables.
Individuals with Type A blood
thrive on a plant-based diet and should
consume large amounts of raw or
steamed vegetables, lentils, soy beans,
pinto beans, black beans and whole
grains. Berries and plums are also
beneficial. Occasional consumption of
poultry and fermented dairy products is
also well tolerated.
The diet for individuals with
Type B blood is more varied than the
other blood type diets. They can eat
seafood, beef, lamb, and dairy
products. Oats and millet, green
vegetables, and all fruits are beneficial.
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Scientific evaluation
1. Questions of lectin actions
Dr. D’Adamo claims there are many
ABO specific lectins in foods (2). This
claim is unsubstantiated by established
biochemical research, which has not
found differences in how the lectins
react with a given human ABO type. In
fact6, research shows that lectins
which are specific for a particular
ABO type are not found in foods
(except for one or two rare exceptions,
e.g. lima bean), and that lectins with
ABO specificity are more found in
non-food plants or animals (3, 4), while,
the Nachbar study has been cited in
support of Dr. D’Adamo’s theories.
2. Lack of clinical trials
Another criticism is that there are no
clinical trials of the Blood Type Diet,
but the self-reported internet survey
with 6627 respondents conducted by
D’Adamo’s website reported that
individuals following the Blood Type
Diet for a period of one month or
more, in 71-78% of cases, had
significant improvement in a variety of
health conditions. The most common
improvement was with weight (5).
These results, however, are "selfreported".
3. Blood type evolution issues
In a Brazilian medical research
journal, Luiz C. de Mattos and Haroldo
W. Moreira point out that D’Adamo’s
assertion that the O blood type was the
first human blood type requires that the
O gene evolved before the A and B
genes in the ABO locus(6). However,
phylogenetic networks of human and
non-human ABO alleles show that the
A gene was the first to evolve (7).The
authors argue that, in the evolutionary
sense, it would be extraordinary for
normal gene (those of type A and B) to
have evolved from abnormal genes (for
type O)
Another study from 2004
concluded that: "Assuming constancy

of evolutionary rate, diversification of
the representative alleles of the three
human ABO lineages (A101, B101,
and O02) was estimated at 4.5 to 6
million years ago"(8). This finding
directly
contradicts
D’Adamo’s
assertion of blood type evolution.
However, D’Adamo has been quite
clear in the past that these conclusions
were drawn from studies of the
epidemiologic effects of migration
patterns and infectious disease
susceptibility in relation to blood
groups distribution and the migration
patterns, not natural selection via
mutation in any Mendelian sense(9).
I wish for everyone optimal
health, happiness, and longevity. We
owe it to ourselves, to our children,
and to all who come after them, to see
how optimal function and life span can
be achieved on diets that are truly
sustainable. It is, after all, the food of
all our futures.
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Genotyping of HLA-class-I by PCR-SSP of Iraqi Breast Cancer
Patients
Ahmed A .Al-Hassan1 PhD, Nidhal Abdul Muhymen1 MSc;PhD ,Ala'a Ghany
Hussien2 FICMS, Ameera J. Al-Nema3 MBChB .
Abstract
Background: The aetiology of breast cancer is
multifactorial, in which genetic predisposition;
environmental factors, hormones and even the
infectious agents are thought to interact in the
manifestation of disease. In this regard, alleles
of HLA are important immunogenetic risk
factors, but their associations show different
frequencies in different populations.
Objectives: This study was established to shed
light on the possible association of HLA class I
alleles with BC in Iraqi female patients.
Subjects and Methods: The study included 60
subjects: 30 breast cancer patients, 12 patients
with benign breast lesions as first control and
18 apparently healthy subjects as second
control. Polymerase chain reaction-specific
sequence primers (PCR- SSP) assay was
conducted to assess HLA- typing.

Introduction
With more than 1 million new
cases in the world each year, breast
cancer (BC) is the commonest
malignancy and the leading cause of
cancer death in women (1). In Iraq, the
BC is the commonest cancer in
females; furthermore, currently there is
a general trend towards an increase the
incidence of disease in females of
younger ages (2).
Human based studies have
suggested that the host genetics
predisposition is important in disease
pathogenesis and protection (3), and
considering the importance of immune
surveillance during tumorigenesis (4, 5),
1
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Results: Out of 95 HLA class I alleles (A= 24;
B= 48; C= 23), one allele (HLA- A*0301010107, 09-11N, 13-16 allele) showed a significant
variation between breast cancer patients and
control groups (healthy and disease controls)
(50% vs. 16.6%, OR=5, EF= 0.40, P= 0.041),
(50% vs. 8.3%, OR=11, EF=O.45, P=0.024)
respectively.
Conclusions: The results demonstrated that
HLA- A*03010101-07, 09-11N, 13-16 allele
may played a role in the etiology of the
disease.
Keywords: Breast cancer, HLA, PCR.
IRAQI J MED SCI, 2009; VOL.7 (3):5-12

some individuals who inherit specific
alleles or haplotypes of the highly
polymorphic human leukocyte antigen
(HLA) system may be exposed or may
resist to specific types of cancers (6-9).
Breast cancer occurrence differs
among women of different racial
and/or ethnic groups, and accordingly,
several HLA associations have linked
HLA system with susceptibility or
protection in the disease. However, the
studies have been consistent with
respect to the influence of these alleles
in immune clearance of tumor cells in
a way that could affect BC
development.
Therefore,
HLA
genotypes have been suggested to be a
biologically based risk factor for BC
(10, 11)
. In the present study, the
polymorphism of HLA-A, - B and -Cw
alleles was analyzed in a sample of
Iraqi females with BC using the PCR –
SSP method.
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Subjects and Methods
Subjects:
Thirty breast cancer female
patients (invasive ductal carcinoma,
invasive lobular carcinoma and in situ
ductal carcinoma), with an age range
of 28 - 73 years, were eligible for this
study. The patients were admitted for
surgery at Al-Kadhimia Teaching
Hospital and Nursing Home Hospital
(Medical City) in Baghdad, for the
period March 2006 - March 2007.
Pathological data (histologic tumor
type grade, tumor stage and lymph
node status) were obtained from the
medical records of patients and
validated
by
an
experienced
histopathologist.
Two control groups were included:
12females with benign breast lesions
(BBL) (6 cases with fibrocystic disease
and 6 with fibroadenoma) and 18
apparently healthy females. The latter
subjects had no history or clinical
evidence of any breast lesions and
matched
by
age
and
ethnic
backgrounds to BC patients.
Methods:
Blood collection
Two milliliters of venous blood
with EDTA as anticoagulant were
collected from each subject.
DNA extraction
Extraction of DNA from
peripheral blood was done according to
the modified method of Miller (12),
using the EXTRA-GENE-I kit (BAGGermany), which is the most suitable
method for isolation since pure DNA
can be obtained from whole blood in a
short time without the use of toxic
chemicals or solvents.
PCR amplification
HLA-genotyping
was
performed by PCR-SSP according to a
method presented by Olerup and
Zetterquist (13,14), using low resolution
typing kits (HISTO TYPE / DNA-SSP
Kits-BAG- Germany). Appropriate
amounts of DNA and Taq polymerase

(Recombinant Taq polymerase from
QIAGEN-company) were added to
pre-aliquoted primers and PCR
conditions were set according to the
manufacturer instructions.
Detection of PCR products
PCR products were loaded in 2 %
agarose gel containing 0.5 mg/ml
ethidium bromide, electrophoresed for
25 min at 12 V/cm, and examined
under ultraviolet light. The individual
alleles were assigned for the specific
pattern of appropriately sized bands.
Statistical analysis
The results were presented in
terms of percentage frequencies, and
alleles showing variations between
patients and controls were further
presented in terms of odds ratio (OR),
etiological
fraction
(EF)
and
preventive
fraction
(PF).
The
significance of these differences were
assessed by fisher,s exact probability
(P), which was corrected for the
number of alleles at each locus (15,16) .
Results
In this study the mean age of BC
patients was 48.1 years with a range of
28 - 73 years, while the mean age of
BBL was 35.33 years with a range of
21 - 50 years.
In the PCR-SSP method, 24 HLAA, 48 HLA-B and 23 HLA-Cw
specific primer mixes were employed
as well as, a negative control and
ladder
mixes.
A
successful
amplification resulted in the generation
of a defined length band as a positive
internal control in all lanes except the
negative control lane, and when there
was no amplification, there was no
band. In addition, a positive specific
amplification resulted in the generation
of a specific band in addition to an
internal control band (Figures 1-2).
The
observed
percentage
frequencies of HLA-A,-B and –Cw
alleles in the investigated groups are
given in tables 1, 2 and 3, respectively,
while allele showing a significant
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variation is presented in table 4. Out of
95 HLA-class I alleles, one allele
(A*03010101-07, 09-11N, 13-16)
showed a significant variation between
patients and controls. In breast cancer
patients,
the
A*03010101-07,0911N,13-16 allele accounted to 50% of
patients, while its frequency in benign
breast lesion patients and healthy
controls was 8.3%,
16.6%
respectively, such difference was
significant (P= 0.024, P=0.041), and
associated with OR and EF values of
(11,5) and (0.45, O.40) respectively.
However, the corrected probability of
these differences failed to attend a
significant level.
Discussion
The role of genetic factors in the
etiology of BC was documented
decades ago. As a result, the
investigative efforts have focused on
the genetic markers of susceptibility to
this disease. In particular, HLA system
plays a pivotal role in cellular
immunity and may be an important
genetically determined host trait (17, 18).
This study is the first attempt on the
association between HLA class I
alleles and BC in Iraqi patients, in
which the alleles were characterized by
PCR-SSP.
In the present work, there was a
significant
positive
association
between HLA- A*03010101-07, 0911N, 13-16 allele and BC as compared
with healthy control. The OR for this
allele was 5 and this means that the
individuals with A*03010101-07, 0911N, 13-16 allele have 5 times a
greater chance of acquiring BC than
those of the same population who lack
it. Also, in the present study the
comparison of BC patients with a
second control (patient control)
revealed a significant increased
frequency of A*03010101-07, 09-11N,
13-16 allele in BC patients. Therefore,
this association of BC with
A*03010101-07, 09-11N, 13-16 allele

may be considered important in the
etiology of BC because it was based in
the
comparison with two different
control groups and unlikely to be
attributed to chance factor.
In the context of anti-tumor
immunity, HLA- A*03010101-07,0911N,13-16 allele may differ in its
ability to present p53 or other relevant
tumor associated antigen derived
peptides, thereby contributing to the
modulation of risk to develop BC. A
similar mechanism has been suggested
to operate in case of progression of
cervical cancer in HLA-B7 positive
patients harboring an HPV variant with
uniquely altered peptide sequence of
the E6 oncoprotein. The association of
HLA- A*03010101-07,09-11N,13-16
allele with breast cancer may also be
due to other risk modulating loci that
are in linkage disequilibrium with this
allele (19).
This result is at variance with
some other studies, in serological
studies, Bouillenne and Deneufbourg,
in (1979), identified HLA - A28 as
high risk allele amongst nulliparous
pre-menopausal breast cancer patients
(20)
. A study from India reported a
higher frequency of HLA-A2, in breast
cancer patients whereas HLA-A11,
HLA-Aw19
were suggested to be
protective alleles (21). In addition,
Glaser (2005) noticed that the risk
increased for whites with A-23 and
African-Americans with A-32 after
adjustment for age and reproductive
risk factors (22).
In the absence of similar findings
elsewhere, we must suppose that this
association is local, and since, HLA
class I proteins are entrusted with the
presentation of viral antigens, the
A*03010101-07,09-11N,13-16 allele
could in fact be related with a viral
agent, which in turn is associated with
breast cancer in this part of the world.
In agreement with this scope, different
research groups have recently reported
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the involvement of a viral agent in
human
mammary
carcinogenesis
(murine mammary tumor virus) (23, 24).
In conclusion, these findings
demonstrated
that
HLA-

A*03010101-07, 09-11N, 13-16 allele
might play a role in BC
susceptibility, suggesting HLAbased different etiopathogenesis.

Figure 1: Electrophoresis of HLA-A alleles amplification by PCR-SSP. *Lane M
represent 1 Kb DNA Ladder, **Lane-C represent negative control. HLA-A genotyping was
obtained by using primers that detect the following alleles as they were present in the
numbered wells, respectively:1= A1/ - / Null; 2= A2 /Low A2 / A203 / - / A210 / Null; 3= A2
/ - ; 4= A3 / Null /- ; 5= A11 / - / Null ; 6= A23(9) / - / Null ; 7= A24(9) / Low A24/ Null /
A2403 / A9 / - ; 8= A24(9) / - ; 9= A25(10) / - ; 10= A26(10),A10,Null ; 11= A26(10) ; 12=
A29(19) / Null /- ; 13= A30(19) / - ; 14= A31(19) / - ; 15= - / A31(19) ; 16= A32(19) / - ; 17=
A34(10) / - ; 18= A36 / - ; 19= A43 ; 20= A66(10) / - ; 21= A68(28) / A28 / Null / - ; 22=
A69(28) ; 23= A74(19) / - ; 24= A80.

Figure 2: Electrophoresis of HLA-A alleles amplification by PCR-SSP. *Lane M
represent 1 Kb DNA Ladder, **Lane-C represent negative control. HLA-A genotyping was
obtained by using primers that detect the following alleles as they were present in the
numbered wells, respectively:1= A1/ - / Null; 2= A2 /Low A2 / A203 / - / A210 / Null; 3= A2
/ - ; 4= A3 / Null /- ; 5= A11 / - / Null ; 6= A23(9) / - / Null ; 7= A24(9) / Low A24/ Null /
A2403 / A9 / - ; 8= A24(9) / - ; 9= A25(10) / - ; 10= A26(10),A10,Null ; 11= A26(10) ; 12=
A29(19) / Null /- ; 13= A30(19) / - ; 14= A31(19) / - ; 15= - / A31(19) ; 16= A32(19) / - ; 17=
A34(10) / - ; 18= A36 / - ; 19= A43 ; 20= A66(10) / - ; 21= A68(28) / A28 / Null / - ; 22=
A69(28) ; 23= A74(19) / - ; 24= A80.
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Table 1: Observed percentage frequencies of HLA-A alleles in healthy controls,
breast cancer patients and benign breast lesion.
Specificities
Healthy Cases (breast Benign breast
controls
Ca) (n=30)
lesion (n=12)
(n=18)
HLA-A-Allele
N
%
N
%
N %
A*010101-01010102N,01024
22.2
6
20
2 16.7
04N,06-11N,12,14,15N
A*02010101-22,24-33,364
22.2
6
20
3 25
45,47,49-54,57-61,63,64,6669,71-77,79-86
A*0246,48,70
3
16.7
3
10
3 25
A*03010101-07,09-11N,133
16.7
15
50
1 8.3
16
A*110101-*1116,20,21N-23
1
5.6
0
0
1 8.3
A*2301,02,041
5.6
3
10
1 8.3
07N,08N,10,11N,12
A*2408,21,29,42
2
11.1
0
0
1 8.3
A*260101-0104,03,05,07012
11.1
3
10
1 8.3
08,10-12,14-18,21-25N,26
A*300101-*3004,06-14L,15
3
16.7
6
20
2 16.7
A*310102,02,05,06,08,09,11
1
5.6
3
10
1 8.3
,12
A*3201-08/B*1595
1
5.6
3
10
1 8.3
A*3301,0301-07
1
5.6
3
10
1 8.3
A*4301
0
0
0
0
1 8.3
A*6601*6604
2
11.1
3
10
1 8.3
A*680101-28
2
11.1
3
10
1 8.3
Blank
6
33.3
3
10
3 25
Table 2: Observed percentage frequencies of HLA-B alleles in healthy controls,
breast cancer patients and benign breast lesion.
Specificities
Healthy Cases (breast Benign breast
controls
Ca) (n=30)
lesion (n=12)
(n=18)
HLA-B-Allele
N
%
N
%
N
%
B*0714
1
5.6
0
0
1
8.3
B*0809
1
5.6
0
0
1
8.3
B*15170101-1702
2
11.1
3
10
1
8.3
B*1551,52
2
11.1
3
10
1
8.3
B*1820
1
5.6
3
10
1
8.3
B*35010104,03,05,07,08,14011
5.6
3
10
1
8.3
15,17,23,
24,29,30,32,33,36,38,40N42,48,50,52, 53N-55-57
B*350201,0202,0401,06,0901,0
2
11.1
3
10
1
8.3
902,18
B*3527,56
1
5.6
3
10
1
8.3
B*3705
1
5.6
3
10
1
8.3
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B*4039,51
B*4101-07
B*440301,0302,04,07,13,26,28,
30,32,35,36,38,39
B*4416
B*4418
B*4442
B*4803
B*4901
B*5001,04
B*510102,0202,05
B*520101,0103,04,05,07
B*5208
B*180101-06,08,10-13,17N19
Blank

1
1
2

5.6
5.6
11.1

3
3
3

10
10
10

1
1
1

8.3
8.3
8.3

0
1
1
0
1
3
3
2
1
2
6

0
5.6
5.6
0
5.6
16.7
16.7
11.1
5.6
11.1
33.3

0
3
3
0
0
6
3
6
3
3
3

0
10
10
0
0
20
10
20
10
10
10

1
1
1
1
0
2
2
2
1
1
0

8.3
8.3
8.3
8.3
0
16.7
16.7
16.7
8.3
8.3
0

Table 3: Observed percentage frequencies of HLA-Cw alleles in healthy controls,
breast cancer patients and benign breast lesion.
Specificities
Healthy
Cases(breast
Benign
controls (n=18)
Ca) (n=30)
breast
lesion( n=12)
HLA-Cw-Allele
N
%
N
%
N
%
Cw*010201-03,06-09
1
5.6
0
0
1
8.3
Cw*020201-0205,04-08
1
5.6
0
0
1
8.3
Cw*030401-0403,05-10
1
5.6
0
0
1
8.3
Cw*0315
0
0
0
0
1
8.3
Cw*04010101-0102,034
22.2
9
30
3
25
09N,10-13
Cw*0501-07N
1
5.6
0
0
1
8.3
Cw*0602,03,07,09,10
3
16.7
6
20
2
16.7
Cw*070101,0102,05,06,08,1
3
16.7
6
20
2
16.7
4,16,18,20-22
Cw*120201-0203,08
1
5.6
3
10
1
8.3
Cw*120301,06,07,11
2
11.1
6
20
1
8.3
Cw*120401
2
11.1
6
20
2
16.7
Cw*120402,05
1
5.6
3
10
0
0
Cw*1210
1
5.6
3
10
1
8.3
Cw*1701-03
2
11.1
6
20
1
8.3
Cw07020101,020102,10,13,1
1
5.6
3
10
1
8.3
5,19
Blank
12
66.7
9
30
٥
50
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Table 4: HLA- A*03010101-07, 09-11N, 13-16 allele showing significant
variations between breast cancer patients and controls.
Patients
Controls
Statistical
HLAevaluations
A*03010101-07,09-11N,13-16
N %
N
% Odds
EF
P
ratio
Breast cancer patients vs.
15 50
3
16.6
5 0.40 0.041
healthy controls
Breast cancer patients vs.
benign breast lesion patients

15

50

1

8.3

11

0.45

0.024

EF: Etiological fraction; P: Fisher's exact two-sided Probability.
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The Expression of CD74 Molecule in H.pylori Infected Gastric
Mucosal Tissue
Nidhal Raoof Mahdi1 PhD, Nidhal abdul Mohaymen2PhD.
Abstract
Background: Helicobacter pylori cause gastric
inflammation. Recent interest has been focused
on the role of CD74 (the class II MHCassociated invariant chain expressed on the
surface of gastric epithelial cells) as an
adhesion molecules used by H.pylori that may
contribute to the proinflammatory immune
response seen during infection.
Objective: The aim of this study was to detect
the CD74 mucosal expression in H.pylori
infected patients and compare it with
uninfected patients.
Patients and Methods: Sixty-four patients’
age mean (34± 1.7) years (14-66 years) who
underwent upper gastrointestinal endoscopy
because of gastrointestinal complaints, were
studied.
A number of both invasive and non-invasive
diagnostic tests were used for the diagnosis of
H.
pylori
infection,
as
well
as
immunohistochemical study of biopsy

Introduction
Helicobacter
pylori
infection
provokes a vigorous humoral and
cellular immune response in humans,
but the organism is rarely eliminated
from the gastric mucosa and infection
persists lifelong in the absence of
treatment (1). H. pylori colonize the
human stomach and is usually found
either as an extracellular pathogen in
the gastric mucosa or tightly attached
to the cells of the gastric epithelium.
Colonization by Helicobacter pylori
always causes chronic gastritis and
leads to the development of severe
gastroduodenal diseases such as peptic
1
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specimens to detect the CD74 mucosal
expression.
Results: After the diagnosis of H.pylori
infection, patients were grouped as H. pylori
positive,(n=47)and H. pylori negative (n=17).
According to immunohistochemical study of
biopsy specimens, the expression of CD74 was
observed in infected subjects, and there was a
significant difference in the CD74 expression
(p= 0.005) between infected and uninfected
patients.
Conclusion:
According
to
immunohistochemical study of biopsy
specimens an overexpression of CD74 was
observed in infected subjects
Keywords: Helicobacter pylori; CD74; gastric
epithelial cells; Immunohistochemistry (IHC)
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ulcers,
gastric adenocarcinoma,
or Lymphoma of the mucosa
associated lymphoid tissue (MALT) (2,
3)
.Although the mucosal colonization
of H. pylori induces a mixed Th1/2mediated mucosal cytokine milieu (4,5)
and the generation of H. pylori specific T- and B-cell clones, the
inflammatory response is not sufficient
to eradicate the organism from its host
(5,6)
. The chronic immune response
induced could afford a colonization
advantage for the bacteria by providing
improved availability of adhesion
places. An example of this is the
resulting increase in class II major
histocompatibility complex (MHC)
and CD74, induced by IFN-γ and IL-8
that are used as receptors by H. pylori
(7,8,9)
. The CD74 chain was thought to
function mainly as an MHC class II
chaperone, which promotes an
endoplasmic reticulum (ER) exit of
MHC class II molecules, directs them
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to endocytic compartments, prevents
peptide binding in the ER, and
contributes to peptide editing in the
MHC class II compartment (10). Class
II MHC and invariant chain expression
was believed to be restricted to
classical
antigen-presenting
cell
(APC); but during inflammation, other
cell types including human mucosal
epithelial cells, have also been reported
to
express
class
II
MHC
molecules.These cells have a highlevel expression of surface CD74,
which is polarized to the apical surface
(11)
. However, in addition to its
function as a chaperone molecule,
CD74 was shown to have a role as an
accessory signaling molecule.
Beswick et al. (12) studied in details
binding of the H. pylori urease A and
B subunits to class II MHC and the
class II MHC-associated invariant
chain CD74. Consequently, the
suggestion of the role for CD74 in
gastric epithelial cell interaction with
H. pylori leading to NF-KB signaling
results in IL-8 secretion, and that
CD74 plays an important role in these
events.
Patients and Methods
Patients:
A total of 64 patients (41females and
23 males), aged between 14 and 66
years (34±1.7years), were screened for
this study. Patients attended the
Gastroenterology Unit at
ALKadhimiya Teaching Hospital in
Baghdad from 1st April to 1st October
2007, because of recurrent abdominal
pain and other gastrointestinal
complaints. All patients filled a
questionnaire sheet with regard to their
general health and were excluded if
they had been previously treated for
H.pylori infection and usage of non
steroidal anti-inflammatory drugs
(NSAIDs); also Patients with actively
bleeding peptic ulcer disease were
excluded, as this is a well recognized
cause of a false-negative urease test

(13)

. The study was approved by the
ethics committee of the Hospital.
Determination of H. pylori
Endoscopic
examination
was
performed under local pharyngeal
anesthesia, during which three biopsies
were obtained from grossly inflamed
areas of the antrum. One biopsy was
used for Ultra Rapid Urease test
(URUT) and slide impression smear,
while the other biopsy specimens were
fixed with 10% buffered formalinized
saline, for preparation the paraffin
embedded tissue blocks to histological
evaluation and Immunohistochemical
staining tests (IHC). In addition, blood
samples were aspirated from each
patient after the endoscopy.
A number of invasive URUT Test,
slide impression smear) and noninvasive (anti-H. pylori IgG ELISA
Test) diagnostic tests were used for the
diagnosis of H. pylori infection
according to (14).
Immunohistochemical Analysis of
CD74
Immunohistochemistry
was
performed
using
the
labeled
streptavidin-biotin
(LSAB)
immunostaining method and the fourmicrometer-thick,
formalin-fixed,
paraffin embedded serial sections of all
biopsies were de-paraffinized and Rehydrated. For antigen retrieval,
pretreatment was performed by
microwave heating in Glyca solution
(BioGenex's U.S. Cat. No HK167-5K)
for 5 min. on high power (~700 watts).
Peroxidase block then incubation of
each one
with Mouse anti-Human
CD74 (mouse monoclonal antibody,
C2430-01E,
dilution
1:
4,
0
USBiological) was conducted at 37 C
for 1hour and followed by phosphatebuffered saline washing. Positive
immunohistochemical reactions were
revealed
using
DakoCytomation
LSAB 2 System-HRP Code K0673
(DakoCytomation,
USA),
using
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immunohistochemistry detection kit as
chromogen substrate. Tissue section
were counterstained with hematoxylin
and mounted with DPX. In negative
controls, the primary antibody was
omitted.
Slides were examined by light
Microscope; the expression of CD74
was measured as the same scoring
system used by Beswick et al. (9). High
expression of the examined tissue was
graded as 2 when > 30% of epithelial
cells stained positive for CD74, and
low expression was graded as 1 when
< 30% of epithelial cells stained
positive for CD74.
Results
According to the non-invasive and
invasive diagnostic methods used for
the diagnosis of H. pylori infection; a
significant difference was noticed (P <
0.05) between positive and negative
H.pylori
infected
patients.
Accordingly, Patients were grouped as
H. pylori positive (n= 47; 73.4%) and
H. pylori negative (n=17; 26.5%).

Increase CD74 expression on
Gastric Epithelial Cell in Biopsy
Samples during H. pylori Infection:
In order to study the expression of
CD74 molecules, staining was done by
using anti-CD74 clone LN-2. As seen
in Figure (1), there was a marked
increase in CD74 staining of epithelial
cells during H. pylori infection. In this
study, 64 patient biopsies were
examined for CD74 expression. Of the
64 patients, 47 were positive for H.
pylori infection, and as determined by
staining of the 47 biopsies, 44(93.6%)
were found to have high CD74
expression and 3 out of 47 (6.4%) were
found to have low CD74 expression
(Table-1), suggesting there is also a
link between inflammation, which is a
hallmark response to H. pylori
infection, and CD74 expression. Of
the17 samples from negative H.pylori
patients, 13 (76.5%) had low CD74
expression and 4 (23.5%) had high
CD74 expression. The results revealed
that there was a highly significantly
difference
(p=0.0001)
between
H.pylori positive and negative groups.

Table 1: The CD74 expression on gastric epithelial cells in patient biopsy samples
in the presence or the absence of H. pylori:
CD74 expression on gastric epithelial cells
(P=0.0001*)

H. pylori positive

H. pylori negative

No.

%

No.

%

Low expression

3

6.4

13

76.5

High expression

44

93.6

4

23.5

Iraqi Journal of Medical Sciences

15

Expression of CD74 in H.pylori Infection… Nidhal Raoof Mahdi etal

A

B

C

D

Figure 1: Immunohistochemical staining (IHC) in formalin fixed paraffin
embedded antral biopsies from Helicobacter pylori infected (A and B) and
uninfected (C)for the expression of the invariant chain CD74 . The sections
were stained by DAB chromogen (brown) and counterstained with
Hematoxylin (blue). (A and B) CD74 shows increased expression by epithelial
cells in samples positive for H. pylori; compared with similar biopsies from
uninfected biopsies (C); (D) Negative control section. Arrow points to intense
apical staining on epithelial cells. L = lumen; LP = lamina propria.
Discussion
The variety of functions and signaling
leading to immune responses that have
recently been implicated in CD74
suggest that there is much more to be
revealed about the functions of this
molecule.
In this study, immunohistochemistry
examination was performed on gastric
biopsies from patients infected with

H.pylori to examine the expression of
CD74. Interestingly, the expression of
CD74 was evident in uninfected tissue,
but the infected tissue showed a
marked increase in CD74 expression
with a highly significantly difference
(p = 0.0001) between H.pylori positive
and negative cases. The inflamed tissue
also had other cells in the lamina
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propria that expressed CD74. Specific
staining using anti-CD74 clone LN-2
antibodies showed that the highest
density of CD74 expression occurred
along the apical side of the cells and
faint staining was detected at the
basolateral side. These results indicate
a correlation between H. pylori
infection and CD74 expression. There
was a highly significant association
between the high expression of
CD74in infected and uninfected
patients. These results could be
explained in the light of other studies,
Beswick and colleagues (8, 9)
investigated the interaction of H. pylori
with
the
class
II
major
histocompatibility complex (MHC)associated invariant chain (CD74),
which found to be highly expressed by
gastric epithelial cells, and they
suggested a role for CD74 in gastric
epithelial cell interaction with H. pylori
leading to NF-KB signaling that results
in IL-8 secretion. Moreover, Bacterial
binding was increased when CD74
surface expression was increased by
IFN-γ treatment or by fibroblast cells
transfected with CD74, while binding
was decreased by CD74 blocking
antibodies, enzyme cleavage of CD74,
and CD74-coated bacteria. H. pylori
was also shown to bind directly to
affinity-purified CD74 in the absence
of class II MHC .Increased CD74
expression by cells that showed
increased IL-8 production in response
to H. pylori, and agents that block
CD74 decreased these responses.
Therefore, adherence of the bacteria to
the gastric mucosa is one of the initial
steps of H. pylori infection and is an
important virulence factor. Many
different H. pylori adhesins have been
identified (15) implying that adherence
is a multifactorial process.
In conclusion, the present results
show that in H.pylori positive biopsy
specimens an overexpression of CD74
were observed in infected patients.
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Detection of Antisperm Antibodies in Sera of Iraqi Males and
Females and Their Role in Fertilizing Capacity
Muhammad-Baqir M-R. Fakhrildin Phd , Sundus Fadhil Hantoosh EL-Nahi MSc
Abstract
Background: Antisperm antibodies (ASAs)
have a main role in the immunological
infertility. Antisperm antibodies negatively
affect sperm movement and interfere with
fertilization and may cause abortion .
Objective: to Investigate the occurrence of
antisperm antibodies in sera of men and
women and their role in fertilizing capacity.
Method: Sixty men and thirteen women were
involved
in
this
study
.
Indirect
immunofluorescent test kit was used . As a
counterstain , Evans blue pigment was used .
The fluorescent microscope was used . For
sixty males, seminal fluid analyses were

Introduction
Antisperm antibodies can be
defined as immmunoglobulins of the
IgG, IgA and / or IgM isotype that is
directed to various parts of the
spermatozoa (head, tail, midpiece or
combination thereof )(1). Antisperm
antibodies can be detected in seminal
fluid, cervical mucus, oviductal fluid
or follicular fluid of women and blood
serum of men and women (2). The
occurrence of antisperm antibodies
give rise to immunological infertility
(3)
. In males, testicular trauma,
infection, cancer, cryptorchidism and
varicocele are involved in generation
of antisperm antibodies (1).
In females, the contributing
factors include: mechanical such as
uterine cervix surgery or chemical
disruption of the mucosal layer of the
genital tract, foreign antigens gaining
access to the female genital tract,
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Treatment, AL-Nahrain University.
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performed. For thirteen females, direct
microscopic vaginal tests were done.
Results: Forty five men (75%) and ten women
(76.9%)
showed positive reactions and
antibody titres were either 1/10 or 1/32 .
Conclusions: Serum antisperm antibodies play
a significant role in autoimmune infertility and
should be treated.
Keywords: serum, antisperm antibodies,
infertility, immunity.
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lymphocytes in semen , sperm with
surface bound antibodies abnormal,
senescent
or
damage
sperm,
gastrointestinal exposure to sperm and
sperm within the peritoneal cavity after
transtubal passage(1).
The
possible
effects
of
immunologic reaction to fertility are
disordered spermatogenesis, inhibiting
the effective transport of spermatozoa
in
male
reproductive
tract,
autoagglutination
of
ejaculated
spermatozoa,
sperm
cytotoxicity,
immobilizing of sperm in the female
tract, enhancement of phagocytic
clearance
of
spermatozoa
by
macrophages, inadequate spermatozoal
traverse of cervical mucus, disordered
acrosome reaction, blockage of spermovum interaction, induction of sperm
immunity in the female, and
postfertilization reproductive failure
and occult abortion(1,2,4). Therefore,
this study is designed to detect sASAs
in both infertile men and women , their
causes and role in immunological
infertility .
Materials and Methods
Seventy–three infertile patients [
sixty males (82.2%) and thirteen

Iraqi Journal of Medical Sciences

19

Antisperm Antibody,Infertility,serum..... Muhammad B. Fakhrildin et al
females (17.8%) ] attending Institute
of Embryo Research and Infertility
Treatment at AL–Nahrain University
were included in this study during the
period from March 2007 to May 2008.
Ages of males ranged from
twenty-four to fifty-seven years. Ages
of females ranged from twenty-one to
thirty-five
years.
Information
concerning smoking, drinking alcohol,
varicocele and varicocelectomy were
collected from them. To detect
antisperm antibodies in the sera of
these
patients
indirect
immunofluorescent
test
kit
(Euroimmune,Germany) was used.
This kit contained BIOCHIP slides
and each slide contained ten
BIOCHIPs coated with smears of
human
spermatozoa.
As
a
counterstainer, Evans Blue pigment
was used. Once the blood sample was
collected from each patient, it was
centrifuged till the serum was
obtained. This serum was collected
into an eppendorf tube and was kept at
0 C until performing the test. To
perform the test, four serial dilutions
for each sample were prepared (1/10,
1/100, 1/1000, 1/10000).
To prepare 1/10 dilution, 11.1
microleters of the serum were added to
100 microleters of phosphate buffer
saline-Tween (PBS–Tween). For the
other dilutions, 11.1 microleters of
each previous dilution were added to
100 microleters of PBS–Tween. Then
25 microleters of each dilution of each
sample were applied to each reaction
field of the reagent tray. The reaction
started by fitting the BIOCHIP slide
into the corresponding recesses of the
reagent tray. Each sample contacted
with its BIOCHIP. Then the slide was
incubated for 30 minutes at room
temperature.
After incubation, the BIOCHIP
slide was rinsed with a flush of PBS–
Tween and was immediately immersed
in a dish containing PBS-Tween. After

5 minutes, 20 microleters of
fluorescein–labeled
anti–human
globulin were added to each reaction
field of a clean reagent tray and within
5 seconds, the BIOCHIP slide was
removed from the dish and the slide
was immediately put into the recesses
of the reagent tray. The slide was
protected from the direct sunlight and
was incubated for 30 minutes at room
temperature.
After 30 minutes, the BIOCHIP
slide was rinsed with a flush of PBSTween and was put into a dish
containing 150 millileters of phosphate
buffer added to it 10 drops Evans Blue
pigment as a counterstainer and was
left for 5 minutes. Then, 10 microleters
of glycerol per each reaction field was
added onto a coverglass and within5
seconds the BIOCHIP slide was
removed. The BIOCHIP slide with the
BIOCHIPs facing downwards was put
onto the prepared coverglass and it was
now ready for checking by using
fluorescent microscope at power 40X.
Under this power, any portion of
spermatozoa with green colour
indicated positive reaction and any
portion of spermatozoa with red colour
indicated negative reaction .
Of 60 males, seminal fluids were
collected by masturbation after three
days of abstinence and seminal fluid
analyses were performed within two
hours. It was estimated according to
WHO guideline in year 1999. The
following parameters were concerned
in this study: sperm agglutination,
sperm motility and presence of pus
cells. Of 13 females included in this
study, vaginal swabs were done and
subjected to direct microscopic
examination.
Results
In this research only the first
dilution (1/10) showed positive
reaction and the other dilutions (1/100,
1/1000, 1/10000) exhibited no positive
reactions
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Table 1: the reactivity exhibited by both males and females.
Reactivity and %
Sex
Male
Negative reaction and %
15 (25%)

Female
3 (23%)

Weak reaction and %
22 (36.7%)
4 (30.8%)
Moderate reaction and %
23 (38.3%)
6 (46.2%)
Total
60 (100%)
13 (100%)
In this test, weak reactions were given the antibody titer 1/10 and moderate reactions
were given the antibody titer 1/32.
Table 2: the attachment of serum antisperm antibodies to various portions of
spermatozoa .
Sex and Portion of Only
Only
Only
Head
Head
Mid – Head
nomber spermatozoa head
mid - tail
and
and
piece
midpiece
mid – tail
and
piece
piece
tail
and tail
Nomber
13
0
4
1
24
0
3
of
males
Nomber
1
0
1
0
8
0
0
of
females
Table 3: Descriptive data of some sperm parameters in infertile males.
Sperm parameters
Percentage of infertile patients
Normal value
Percentage
of
sperm 1-Lower than 25% [No.= 54 (90%)]
≥ 25%
activity grade A
2-Positive serum ASAs and sperm
grade A activity = zero [ No. = 34
(56.67%)]
3-Positive serum ASAs and normal
sperm grade A activity [No.= 1
(1.67%)]
Positive Serum ASAs
1- No.= 45 (75%)
Nil
Percentage
of
sperm
1-More
than
10%
sperm < 10%
agglutination
agglutination [No.= 26 (43.33%)]
2-Negative serum ASAs reaction in
the normal range of sperm
agglutination.
Pus cells count

1-Patients with notable no. of pus ≤1 cell/HPF
cells [No.= 11 (18.33%)]
2-Patients with notable no. of pus
cells and positive serum ASAs
[No.=10 (16.67%)]
3-Patients with notable no. of pus
cells and negative serum ASAs
No.=1 (1.67%)
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Of thirteen females subjected to
direct
microscopic
vaginal
examination, notable pus cells were
recognized in the smears of four
females (30.77%).
Of sixty males, thirty–nine (65%) were
suffering from primary infertility.
Fifteen (25%) of them exerted weak
reaction, sixteen (26.67%) exerted
moderate reaction and eight (13.33%)
exerted no reaction. Also of sixty
males, twenty–one (35%) were
suffering from secondary infertility. Of
these twenty–one males, eight
(13.33%) exhibited weak reaction, six
(10%) exhibited moderate reaction and
seven (11.67%) exhibited no reaction.
Of thirteen females, six (46.15%)
were suffering from primary infertility.
Of these six females, two (15.38%)
showed weak reaction, three (23.08%)
showed moderate reaction, and one
(7.69%) showed negative reaction. Out
of thirteen females, seven (53.85%)
were suffering from secondary
infertility. Of these seven females, two
(15.38%) showed weak reaction, three
(23.08%) showed moderate reaction,
and two (15.38%) showed negative
reaction.
In this study, none of males or
females was alcoholic. In addition,
none of females was smokers. Out of
sixty males, thirty–eight (63.33%)
were mild to heavy smokers. Of these
thirty–eight,
seventeen
(28.33%)
exerted moderate reaction, fourteen
(23.33%) showed weak reaction, and
seven (11.67%) exhibited no reaction.
In this study, of three primary infertile
males
(5%)
subjected
to
varicocelectomy, one (1.67%) showed
weak reaction and the other two
(3.33%) gave no reaction. Varicocele
was detected in six males (10%). Of
these six males, four (6.67%) were
primary infertile and of these four
males, three (5%) exerted moderate
reaction and one (1.67%) showed no

reaction. The other two males (3.33%)
were secondary infertile and one
(1.67%) showed moderate reaction and
the other (1.67%) exerted weak
reaction.
Discussion
Infertility is defined as the inability of
a couple to conceive after a period of
twelve months of intercourse without
the use of contraception(1). Table 2
shows the attachment of serum
antisperm antibodies to various
portions of spermatozoa contained in
BIOCHIP slides. Antisperm antibodies
is
an
important
cause
of
immunological infertility in humans
and may result from the presence of
antisperm antibodies in sera of
individuals (5, 6). Therefore, this study
was designed to study antisperm
antibodies in circulating blood of
infertile patients.
The results revealed the prevalence of
serum antisperm antibodies in both
primary and secondary infertile males
and females. These results agreed with
Dorr et al. (7) who mentioned that
antisperm antibodies were present in a
high percentage of infertile patients.
The results indicated that there was a
significant
correlation
between
smoking and immune infertility.
Moreira and Lipshultz(8) demonstrated
that exogenous agents as nicotine
which considered as a gonadotoxic
agent, might interfere with male
infertility. Autoimmune infertility may
result from gonadotoxins(4).
Bes (3) stated that there was an
association of varicocele with an
autoimmune
response
against
spermatozoa.
Antisperm antibodies cause clumping
or agglutination of sperms (4). Hijort(9)
revealed that when notable antisperm
antibodies titres were detected in
serum the amount of antisperm
antibodies on the spermatozoa would
also be notable . Antisperm antibodies
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had a significant negative effect on
sperm motility and increase the
proportion of motile sperms involved
in agglutination (2, 10). (Table 3) shows
the negative effect of antisperm
antibodies on sperm motility.
(1)
Jose
demonstrated
that
infections in the genital tract were
associated with the generation of
antisperm antibodies.
For
the
treatment,
the
immunosuppressive
corticosteroid
prednisolone was administered orally
to the patients in dosages 5mg /three
times a day for two weeks. This drug
showed considerable good results.
Khudher (11) demonstrated that
prednisolone was administered to
patients with antisperm antibodies and
the patients had reduced serum
antisperm antibodies after treatment
and, in some cases, an apparent
increased chance of pregnancy.
Conclusion
Serum antisperm antibodies play
a considerable role in immune
infertility and should be treated.
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Comparison between Bacterial Vaginosis and Candidiasis in Relation to
Estradiol Level and Vaginal pH in Some Infertile Iraqi Women
Rehab S. AL-Maliki1 MSc , Khaki I. A.2 PhD , AL-Najar S.2 MSc.
Abstract
Background: Female fertility are affected by
several factors including microbial and non
microbial agents. Microbial infection is one of
the most important causes for female infertility.
The level of pathogenicity of microbial
infections are affected by wide range of factor
including age, physiological status, phase of
menstrual cycle and race.
Objective: Comparison between bacterial
vaginosis (B.V) and candidiasis in relation to
Estradiol (E2) level and vaginal pH in some
infertile Iraqi women
Methods: The study population was a subset of
109 infertile women attending Institute of
Embryo Research and Infertility Treatment at
Baghdad University, throughout the period from
June till November 2004. Those infertile women
were subjected to clinical examination by
measuring vaginal pH, vaginal swabs collection
to diagnosis of B.V using Amsel clinical criteria
beside various micro-biological methods and
diagnosis of candidiasis using mycological
methods and serum collection from aspirated
venous blood at late follicular phase for detection
of E2 level.
Result: Forty eight infected infertile women
were diagnosed with B.V from 109 infertile
women. In those women the Estradiol mean was
41.17 Pg/mL near to lower limit of normal range
of E2 level ( 18-147 pg/mL) and lower than E2

Introduction
The normal vaginal environment is
characterized
by
a
dynamic
interrelationship between Lactobacilli
acidophilus and other endogenous flora,
1

Dept. applied Embryology Institute of
Embryo Research and Infertility Treatment,
2
AL-Nahrain University, Dept. Microbiology,
College of Medicine, University of Baghdad.
Adress Correspondence to:Dr Rehab S. ALMaliki E-mail: rehab_ry2007@yahoo.com
Received: 7th April 2009, Accepted: 5th July
2009.

Iraqi Journal of Medical Sciences

mean of healthy control group 132.5 Pg/mL in
this study and most of them 93.75% had
vaginal pH greater than 4.5. 24 cases with
candidiasis were diagnosed from 109 infertile
women. In those women the E2 mean was 183.2
Pg/mL higher than upper limit of normal range
of E2 level and higher than E2 mean of healthy
control group and candidial infection occur in
normal pH range of 3.5 to 4.5
Conclusions: The results of the present study
appeared that the hormonal disturbance which
was associated with different infertility
conditions may be predisposing factor in
development of B.V and develop candidiasis
among infertile women.
Elevated vaginal pH in infertile women who
had B.V could be due to estrogen deficiency
while normal pH in candidial infection because
estrogen hormone increases cellular glycogen
content which favors growth of Lactobacilli that
metabolize glycogen to lactic acid and then
producing an acidic environment.
Kay words: Bacterial vaginosis, candidiasis,
Estradiol level, infertile women
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estrogen, vaginal pH and metabolic
byproducts of flora and pathogens.
Vaginitis develops when the vaginal
flora has been altered by introduction of
pathogen or by changes in the vaginal
environment (1, 2).
Bacterial vaginosis is the most
common infectious cause of vaginitis
characterized by imbalance of vaginal
ecosystem while candidiasis is the
second most common cause of vaginitis
(1,3,4)
.These types of vaginal infections
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differ from others in their relation to
estradiol level, cellular glycogen content
and the acidity of vaginal fluid (5-7).
Hypoestrogenic problems that may be
caused by hypothalamic, pituitary and
ovarian disorders which are the most
common causes of infertility (8-11) that
lead to interruption of estrogen
production, produces mucosal atrophy,
reduction in cellular glycogen which
decreases number of Lactobacilli leading
to increased vaginal pH which enhances
the proliferation of B.V related bacteria
resulting in vaginal infection with B.V
(1,7,12)
.Polycystic ovary syndrome(PCO)
is one of the most common endocrine
disorders and many PCO women have
elevated estrogen level (13,14 ) which is
one of the most important risk factors of
candidal infection (15) ,because elevated
estrogen induce increase in glycogen
content in vaginal epithelial cells which
favors growth of yeast cells, as well as
favors growth of Lactobacilli that
metabolize glycogen to lactic acid
producing an acid pH of 3.5-4.5 (12,16-21)
Furthermore, yeast cells possess
receptors for estrogen which enhance
mycelial formation as well as estrogen
was found to reduce the ability of
vaginal epithelial cells to inhibit the
growth of C. albican (22-24).
Patients, Materials and Methods
Study population
One hundred nine infertile women
within reproductive age. 72 representing
patients group which complaining from
vaginal discharge with or without other
symptoms and 37 were regarded as
control group without any signs and
symptoms of vaginal infection were
attending Institute of Embryo Research
and Infertility Treatment at Baghdad
University through the period June till
November 2004 were studied. Infertile
women were given a self-administered
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questionnaire
with
following
information was collected Age, Last
menstrual period, Length of cycle,
Length of period of last antibiotic
treatment, Vaginal discharge and
associated symptoms. (Itching, Lower
abdominal pain and Dyspareunia) and
Infertility duration.
Microbial Examination:
Bacterial vaginosis is diagnosed
conventionally when at least three of
four Amsel clinical criteria are present
including (Thin homogenous discharge,
vaginal pH greater than 4.5, fishy odor
of vaginal discharge and presence of
clue cell) (25-27). Accurate diagnosis of
vaginal candidiasis depends on culture
techniques that will yield correct
identification of fungal pathogens (4) by
using germ tube test which perform by
inoculating several colonies into the test
substrate (such as fetal bovine serum)
and incubating the suspension at 37°C
for 3 hours. (28-29).
Clinical examination
The external genitalia are first
inspection for erythema, edema or
excoriation (11, 30). Non-lubricated
bivalve speculum was inserted into the
vagina for inspection of vaginal and
cervical erosion and color of mucus.
Vaginal discharge was also inspected for
its characters (31-32).
Vaginal pH
pH measurement was easily carried
out by clipping a short piece of pH paper
(range pH 1-14) to a forceps and dipping
it into the vaginal discharge in the lateral
fornices, (33). The color was then
compared
to
the
colors
and
corresponding pH values on a standard
chart.
Sampling collection
Serum collection
Before vaginal examination, about
five mL of venous blood sample was

25

Comparison between Bacterial Vaginosis and Candidiasis in Relation to Estradiol Level… Rehab S. AL-Maliki et al
collected from each woman at cycle day
12.
The blood was delivered into a sterile
screw plastic tube, and then centrifuged
at 3000 RPM for 5 minutes the serum
was then collected into another sterile
tube and was kept in deep freeze at 20°C for estimation of estrogen level.
Swabs Collection
Three sterile cotton tipped swabs
were used to collect vaginal discharge
from the posterior fornix (32,34,35). Two
swabs were used for cultivation. One
blood agar and chocolate agar were
incubated anaerobically at 37°C. The
second blood agar MacConkey’s and
Sabouraud’s agar were incubated

aerobically at 37°C for 72 hour. The
third swab was used for the preparation
of Gram's stain, Whiff test and KOH
preparation by rolling this swab on two
clean glass slides first smear was mixed
with a drop of 10% KOH for Whiff test
then examine for detection of Candida
organisms and the second smear was
fixed by heat and then stained according
to the Gram's stain procedure (21).
Estrogen (E2) assay
Estrogen level of the frozen serum of
infertile women was estimated by
VIDAS Estradiol 11 (E2 11) kit-from
biomerieux sa-France.

Table 1: show the ranges of expected normal values of E2 (from biomeriex Sa).
Normal subjected female
- Follicular phase
- Pre-ovulatory peak
- Luteal phase
- Menopause

E2 range, pg/mL
18 – 147
93 – 575
43 – 214
< 58

Note:
E2 11 is an automated quantitative test for use on the VIDAS instruments for the
quantitative measurement of 17β estradiol in human serum or plasma (lithium
heparinate), using the (ELFA) technique.
Statistical methods
The Statistical methods that were
used in study to analysis the results of
this study include Chi-square test and
ANOVA test
Result
Vaginal pH as predictor for
candidiasis and bacterial vaginosis in
infertile women
The results of vaginal pH testing in
both patients and control groups are
shown in table (2), which showed highly
significant
(P<0.001)
relationship
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between B.V and vaginal pH when
compared to the control group 45/48
(93.75%) of infertile women who had
B.V were found to have vaginal pH equal
or above 4.5 versus 31/37 (83.8%) of
healthy control group had vaginal pH
less than 4.5. While no significant
relationship between high vaginal pH
and candidial infection compared to the
control group, however 18/24 (75%) of
infertile women with candidal infection
had vaginal pH less than 4.5.
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Table 2: Vaginal pH as predictor for for candidiasis and bacterial vaginosis in
infertile women
Type of vaginal
infection

Vaginal PH
< 4.5
>4.5
N
%
N
%

Chi-square
Test
p-value
P<0.001
HS
P>0.05
NS

Bacterial vaginosis
3 6.25 45
93.75
N=48
Candidiasis
18 75
6
25.0
N=24
Normal
31 83.8 6
16.2
*
N=37
*P-value in relation to normal group **NS: Non significant
***HS: High significant **** N: number of patient

The relation between E2 mean and
incidence of different types of vaginal
infection among infertile women
The different effects of E2 level on
occurrence of B.V and candidiasis
among infertile women are descried in
table (3). Highly significant difference
(P<0.001) was demonstrate between
both B.V and Candidiasis and healthy
control group in E2 mean and between
each other . The E2 mean of 48 infertile
women who had B.V was 41.17 Pg/mL

±4.15 lower than E2 mean of 37 healthy
infertile women 132.5 Pg/mL±11 and E2
mean of candidiasis cases, while E2
mean of 24 infertile women with
candidaisis was 183.2 Pg/mL ±32.6
higher than E2 mean of control group
and E2 mean of B.V. From the above
results,B.V occurred at lower E2 level
(mean 41.17 Pg/mL) while candidial
infection occurred at higher E2 level
(mean 183.2 Pg/mL)

Table (3) The relation between E2 mean and incidence of different types of vaginal
infections among infertile women
Type of vaginal infection
N
E2 Mean ± S.E.M
Bacterial vaginosis
48
41.17 ± 4.15
Candidiasis
24
183.2 ± 32.6
Normal
37
132.5 ± 11.0
* ANOVA test P<0.001 High significant
Date are Mean ± SEM
N: number of patient
H.S: High significant
Discussion
The recurrent hormonal treatment
Vaginal pH as predictor for
and personal hygiene of infertile women
candidiasis and bacterial vaginosis in
were considered.
infertile women.
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Measurement of vaginal pH is
useful, effective and inexpensive for
screening purposes. In the present study,
table (2) shows highly significant
relationship (P<0.001) between vaginal
pH and B.V. The pH value in 93.75% of
infertile women who had B.V was
greater than 4.5. This result is in
agreement with other studies who
depend on Amsel clinical criteria which
have considered vaginal pH ≥ 4.5 as one
of four criteria to confirm the diagnosis
of B.V (27, 36-38). The failure of any of the
following three endocrine glands
hypothalamus, pituitary and ovary lead
to inhibition of estrogens production by
ovary in women within reproductive age
(8, 9, 11)
. On the other hand, estrogen
deficiency in menopausal women lead to
elevated vaginal pH, this is due to lack
of glycogen content and disappearance
of Lactobacilli (39). Therefore, the two
states are comparable. As well as,
anaerobic bacteria that are associated
with B.V produce organic amine, which
raise vaginal pH (17, 33, 40). Our data
suggest that the elevated vaginal pH in
infertile women who had B.V could be
due to estrogen deficiency and presence
of amines, which are produced by
anaerobic bacteria that are responsible
for further increase in vaginal pH in
those women.
Only 16.2% of healthy control
group had vaginal pH ≥ 4.5 this may be
due to either recent sexual intercourse or
douching or touching cervical mucus (41,
42)
.
This study found no significant
correlation between vaginal pH and
candidial infection when compared to
the control group, because 75% of
infertile women with candidiasis and
83.8% of healthy control group had
vaginal pH less than 4.5. Thus, the
results of this study are in good
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accordance
with
many
studies
demonstrating candidial infection occur
in normal pH range from 3.5 to 4.5 (11, 4345)
.
Many recent studies emphasized
that some infertile women with
polycystic ovary, and other causes of
hyperandrogenemia have elevated or
normal level of estrogens (9,13,14,46). It
was reported that estrogen increases
cellular glycogen content which favors
growth of Lactobacilli that metabolize
glycogen to lactic acid producing an acid
pH of 3.5-4.5 (12,16-19).
The result of our study suggests that
the normal vaginal pH in some infertile
women infected with candidiasis may be
due to elevated estrogen level and heavy
colonization of vagina by Lactobacilli.
The relation between E2 level and
occurrence candidiasis and bacterial
vaginosis among infertile women
The relation between serum estrogen
(E2) level and occurrence of candidiasis
and bacterial vaginosis among infertile
women are shown in table (3). The
results of this study demonstrated that
the E2 mean of 48 infertile women who
had B.V was 41.17 Pg/mL near to lower
limit of normal range of E2 level at
follicular phase. From the above result,
one can conclude two things, these
women were more likely to have
hypoestrogenic
problems,
these
problems
may
be
caused
by
hypothalamic or pituitary or ovarian
disorders which are the most common
causes of infertility (8-11). The other thing
is B.V occurred at low estrogen level, the
reason of this state is explained by many
recent studies who reported estrogen
deplation caused by castration, aging or
other causes that lead to interruption of
estrogen production, produces mucosal
atrophy, reduction in cellular glycogen
which decreases number of Lactobacilli
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leading to increased vaginal pH which
enhances the proliferation of B.V related
bacteria resulting in vaginal infection
with B.V (1,7,12). The results of this study
suggest that the hypoestrogenic state
which is associated with some infertility
conditions could play a role in
development of B.V among those
infertile women. In the present study,
serum E2 level was found higher than the
upper limit of normal range of E2 level at
follicular phase in 24 infertile women
who had candidiasis 183.2 Pg/mL this
may be due to endocrine disorders which
is one of the most important risk factors
of candidial infection (15). Elevated
estrogen induce increase in glycogen
content in vaginal epithelial cells which
favors growth of yeast cells (20, 21).
Furthermore, yeast cells possess
receptors for estrogen which enhance
mycelial formation as well as estrogen
was found to reduce the ability of
vaginal epithelial cells to inhibit the
growth of C. albican (22-24).
Polycystic ovary syndrome is one of
the most common endocrine disorders
and many infertile women with this
syndrome have elevated estrogen level
(13, 14)
.
From the above results of this study it
was concluded that elevated estrogen
level in some infertile women may
encourage colonization of Candida spp.
in vagina leading to candidiasis
From table (3) it can be also
observed that E2 mean of infertile
women with B.V was lower than E2
mean of healthy women which were
regarded as control group which was
within normal range of E2 level also E2
mean of infertile women with
candidiasis was higher than E2 mean of
those healthy women.
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Some Diagnostic Aspects of Celiac Disease in Iraqi children.
Hala S. Arif 1 CABP, Raji Al-Hadithi2 American Bord , Sarmad
Abdul Elah2 PhD.
Abstract
Background: There has been an increasing
appreciation of the high prevalence of celiac
diseas around the world and efforts are
continuing to clarify the variable diagnostic
problems of the disease.
Objective: We tried to throw light over
some of these problems in a group of Iraqi
children.
Methods: Ninety-three patients with
features of malabsorption were evaluated for
celiac diseas, by assessing serum IgA tTG,
both IgG & IgA AGA, serum IgA level and
a small intestinal biopsy.
Results: Fifty-eight out of ninety-three
patients proved to have celiac diseas
according to the histopathological picture.
Sensitivity of serological tests in general
ranged between 50- 77%, but tTG was 100%
specific. Patients with more severe
histopathological changes showed more

Introduction
Celiac disease (CD) is a problem
prevalent around the world. It's
prevalence has been increasingly
appreciated recently, studies primarily
in Europe, but also in the United
States, now suggest that it's
prevalence is roughly 1%, among the
general population(1). This better
appreciation occurred with the advent
of newer diagnostic techniques
(including the easy-to-administer
serology tests), that clarified many of
the non-specificity of the diagnostic
techniques (2).
Has been frequently rejected by
families as being unduly invasive,
1
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serological positivity and higher antibody
titers.
Eleven cases of Giardiasis were diagnosed (on
biopsy specimen) out of the whole sample,
giving variable histopathological changes &
serological responses.
Conclusion: celiac diseas is a prevalent
problem in Iraqi children. We share with other
countries the diagnostic problems of the
disease, but there seems to be some additional
aspects, that are peculiar to developing
countries, implying the need for diagnostic
strategies specific to these areas.
Key words: celiac disease, serological tests,
histopathology
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especially when evaluating problems
as anemia, short stature or even
chronic diarrhea in their children.
Reports of CD in Iraq first
appeared in 1975 by Al-Hassany (3),
relying on having a proper small
intestinal
biopsy
showing
characteristic histology. However, in
Iraq as in other developing countries,
the facility for obtaining a biopsy is
not always available; in addition, this
invasive procedure
On the other hand, children in
developing countries are prone to
multiple disease states that may lead
to clinical manifestations mimicking
CD, and even to proximal small
intestinal mucosal lesions like:
tropical sprue, persistent infection or
infestation,
post
infectious
complications or protein energy
malnutrition (5, 6). A situation which is
pressing to provide better diagnostic
tools, to avoid misinterpretation of
test results and if at all possible to
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spare the child from costly, invasive
techniques.
Patients & Methods
A total of 93 consecutive cases, with
malabsorption,
presenting
with
different complaints: chronic diarrhea,
chronic abdominal pain, abdominal
bloating,
anemia,
growth
retardation….etc, were evaluated for
having celiac disease. Their ages
ranged from 1- 18years. All those
patients were referred to the Iraqi
center for gastrointestinal diseases in
Baghdad, during the period from Sept.
2001-Apr 2002. After fulfilling the
routine initial clinical and Lab
evaluation, they have undergone an
endoscopic small intestinal biopsy and
serological evaluation for celiac
disease.
Biopsies
were
interpreted
histopathologically according to the
gluten-sensitivity spectrum described
as follows (7): Marsh 0: normal, Marsh
I: there is intraepithelial lymphocytes
(IELs), Marsh II: IELs+ hyperplasia of
crypts,
Marsh
III:
influx
of
inflammatory cells, hyperplasia of
crypts and villous atrophy, III A:
partial villous atrophy (PVA)-(villous /
crypt ratio< 1:1)
III B: subtotal villous atrophy (SVA),
villi are clearly atrophic, but separated
villi are still recognizable.
III C: total villous atrophy (TVA), villi
are rudimentary or absent.

Diagnosis of CD was only been
made by demonstration of Marsh III
lesion in small intestinal biopsy (7).
Serological testing included:
• Enzyme immunoassay kit for
detection of human anti-tissue
transglutaminase IgA in serum (BiohitFinland)
Values <10 AU (arbitrary unit) were
regarded –ve, 10-15 weak +ve, >15
+ve.
• Enzyme immunoassay kits for
detection of both Anti-gliadin IgG and
IgA antibodies in serum (BiohitFinland)
In<2yr of age: a titer <50 regarded as –
ve, 50-100 weak +ve, >100 +ve
• Single radial immunodiffusion test
(SAIDT) plates (Sanofi Diagnostic
Pasteur, Inc-USA): for measurement of
total IgA level in serum.
Analysis between different variables
was done using Chi-square test and
student T-test. The level of
significance was considered when Pvalue <0.05.
Results
A total of 93 patients with
different complaints suggestive of
malabsorption were evaluated for the
diagnosis of CD (51 males), their ages
ranged from 1 yr- 18 yrs. Fifty eight
were diagnosed as having celiac
disease according to histopathological
picture (28 males, male/female
ratio:0.93), their ages ranged from 18
mo- 18yrs, with a mean of 9.5yrs.
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Age distribution of CD patients( at
diagnosis)
35
30

%

25
20
15
10

%

5
0
<5

5_9

10_14

15_18

Age (years)

Figure 1: shows that the disease was diagnosed mostly in the age group
10-14 yrs, next to it those < 5yr of age.
The
diagnosis
relied
on
changes, Marsh III C (total villous
histopathological
findings
(the
atrophy TVA), and especially for the
presence of Marsh III changes), from
older aged patients (>10yr), in whom
table (1), it can be calculated that 50%
TVA was seen in 80% of them.
of the patients were having severe HP
Table 1: Correlation between age & histopathological severity of CD patients
HP stage
Total
Marsh A
Marsh B
Marsh C
Age(years)
No.
%
No.
%
No.
%
No.
%
<5
5-9
10-14
15-18

5
3
6
2

33.3%
21.4%
31.5%
20%

4
5
4
0

Table (2) , shows that tTG assay
gave moderate sensitivity and perfect
(100%)
specificity,
while
the

26.6%
35.7%
21%
0

6
6
9
8

40%
42.8%
47.4%
80%

15
14
19
10

100
100
100
100

antigliadine antibodies (igG and IgA)
being both less specific, the IgG type
was somewhat more sensitive.

Table 2: Serological markers in celiac patients & controls
Patients
Total
tTG
IgA AGA
IgG AGA
+ve
+ve
+ve
ve
ve
ve
Celiac
58
35
23
29
29
45
13
Non
35
0
35
5
30
5
30
Celiac
Sensitivity
60.3%
50%
77.6%
Specificity
100%
85.7%
85.7%
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In
patients
with
severe
histopathological changes (total villous
atrophy or Marsh IIIC) about 90% of
them were seropositive (~90%) for
tTG, and such patients showed much

higher titers than others with milder
histological changes, the difference
was statistically significant. The same
picture was shown with the antigliadin
antibodies, table (3)

Table 3: Serological titers against severity of histopathological changes
tTG+v
tT
e
G
tite
Marsh
N
r
III
o.
No.
%
Mean±SD
Medi
an
A
1
6
37.
9.69±10.5
4
P value:
6
5
4
0.000289
(significa
B
1
3
23.
7.31±11.3
3
nt)
3
1
9
C
2
26
24.03±14.
89.
25
9
44
7
IgA
IgA
AGA+
AG
ve
A
Marsh
N
tite
III
o.
r
No.
%
Mean±SD
Medi
an
A
1
5
31.
40.5±56.1
14.5
P value:
6
3
8
0.00045
(significa
B
1
2
15.
17.23±34.
0
nt)
3
4
68
C
2
22
75.45±75.
75.
68
9
16
9
IgG
IgG
AGA
AG
+ve
A
Marsh
N
tite
III
o.
r
No.
%
Mean±SD
Medi
an
A
1
12
75
60.56±61.
41.5
P value:
6
55
0.00246
(significa
B
1
7
53.
32.69±63.
30
nt)
3
8
08
C
2
26
100.35±61
89.
98
9
.93
7
Giardiasis was diagnosed in 11
(out of the 93 studied cases), by
demonstrating the parasite attached to

the mucosal surface of the biopsy,
three of these patients showed
histological changes (Marsh III A or
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B), two of them with +ve IgG AGA,
the third one was seronegative for all
the 3 serological markers but was at
the same time deficient in the total
IgA, one patient reacted positively to
the IgG antigliadin only with normal
histology and was dismissed as
Giardiasis. The remaining 7 cases of
giardiasis were seronegative to all tests

Marsh score
1
0
2
III B
3
0
4
0
5
III A
6
III B
7
0
8
0
9
0
10
0
11
0

with normal s.IgA level. whether these
results were due to Giardiasis or a
concomitant celiac disease?, anyhow
the 3 patients were put on gluten free
diet (GFD) in addition to antiGiardia
therapy, but unfortunately long-term
follow up was not possible for these
patients.

Table 4: Cases of Giardiasis
AGA
tTG
IgG
IgA
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
+ve
-ve
-ve
+ve
-ve
-ve
+ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve
-ve

Discussion
People until recently thought that
the geographical distribution of celiac
disease was mostly restricted to Europe
and other developed countries,
nowadays in part due to the availability
of the simple serological diagnostic
tests, globalization of the problem of
Celiac disease is ensured, following
the recognition of increasing reports
of the various forms of the disease
from developing countries (8,9).
Celiac disease formed a significant
part of our patients evaluated for
malabsorption (about 62%). In an
Indian study by Behera etal (10), CD
formed
72%
of
causes
of
malabsorption in children and 52% of
those in adults, pointing to the higher
propensity of CD as a cause of
malabsorption in developing countries.
About half of our CD patients were
older than 10 years,with a similar age

IgA
Normal
Deficient
Normal
Normal
Normal
Normal
Normal
Normal
Normal
Normal
Normal

incidence also documented by a
previous Iraqi study. (Mohammed et
al, 2001)(11), whether this was due to
delayed diagnosis of the problem in
our pediatric population, or probably
mimicking the changing picture of CD
reported by several researchers (12,13) in
which the median age at presentation
in children has shifted from early to
late in the first decade of life. Still,
most of our patients showed severe
H.P changes (TVA), especially
demonstrated in the older aged group,
strengthening the probability of
delayed diagnosis.
Serological markers showed
variable sensitivity rates in our
patients, in general ranging between
50% -77%, while tTG seemed to be
specific enough to ensure the presence
of celiac disease. The combined
determination of AGA (IgG & IgA)
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and tTG (IgA) gave a better diagnostic
ability, especially if there was
concordance in the results of the 3
antibodies. The positive predictive
value of tTG was 100%, while the
negative predictive value of the 3
antibodies was 60.3%, this may offer a
good strategy for disease identification
with 100% specificity of the 60.3% of
untreated CD patients, and for the
exclusion of nearly 100% of non-celiac
patients from unnecessary biopsy.
The validity of testing for
serological markers in our studied
group seemed to be comparable with
the average international figures(1418), accept for a lower sensitivity of
tTG; our data gave sensitivity 60%,
while most researchers agree to a
sensitivity around 90-100% even those
from developing countries(12,19,20,21). In
general these antibody tests are thought
to fare less well in the clinical practice
setting than in the research setting
(22,23)
. Standardization and quality
control of these tests is an important
issue (24,25), and attempting a national
standardization initiative to achieve
this goal specifically in developing
countries (26,27) due to the some what
peculiar state of CD diagnosis there.
Tissue transglutaminase, being
simpler
to
perform
than
antiendomysial antibodies, with the
high concordance between the two, has
been repeatedly recommended as the
serology of choice in developing
countries (19, 28). According to our
results, we may recommend the
cumulative outcome of tTG and both
Antigliadines giving better prediction
of the disease in these areas.
Patients with severe H.P changes,
in the studied patients, showed higher
positivity of serological markers,
89.7% for tTG, 75% for IgA AGA, and
89.7% for IgG AGA antibodies, in
addition those patients gave the highest
titers, much above the cutoff value.
This same picture has led Barker etal

(29)

from Canada, and Danaldson et al
,at the University of Utah and the
University of California Irvine, in
their retrospective analysis to suggest
raising the cutoff value of tTG to >100
IU (in patients with normal IgA),
finding that about 96-98% of such
patients had positive biopsy and
proved to have CD, hoping in future to
avoid totally the need for biopsy (29),
but still this would need further
approval by other studies in order to be
applied practically, and the time to
abandon an intestinal biopsy in the
diagnosis of CD seems not to have
come yet (2,13,21,31).
Roughly, about 10% of cases of
CD are difficult to diagnose because of
lack of concordance among serologic,
clinical, and histologic findings (19).
Even mild mucosal changes (Marsh I,
II), could be a presentation of celiac
disease, and in symptomatic patients,
provided other diagnostic criteria were
included (HLA haplotype …etc), GFD
would be indicated (32-35). While in
children in developing countries, mild–
moderate mucosal changes are less
specific as they could be induced by
persistent enteric infection or parasitic
infestation…etc,
the
so-called
environmental enteropathy
(28,36)
rather than CD, still some
recent reports are appearing from these
countries, that even there, CD might
present with variable histological
pictures and the diagnosis maybe
missed or delayed if based only on
severe enteropathy (27).
Behera [India], have shown that
patients with malabsorption harbor
more pathogenic parasites as compared
to healthy controls (8). Giardiasis was
diagnosed by duodenal biopsy in our
studied patients in 11 out of 93 cases.
All the 11 patients were seronegative
for tTG & IgA AGA, 3 of them
showed severe mucosal changes
(Marsh III), with variable reactions
towards only the IgG AGA, whether
(30)
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this whole picture was inflicted by
Giardial infection alone or a coexistent
gluten hypersensitivity, unfortunately
follow up was not possible to evaluate
their response to gluten free diet.
Revision of the diagnostic criterias
of Celiac disease (in the form of
standardization of serologic tests and
pathologic criteria) is persistently
called for by workers in this field (1,35),
with the need for a special consensus
for diagnosis in developing countries.
Celiac disease is a common cause of
malabsorption in Iraqi children,
presenting a persistent diagnostic
challenge
to
pediatricians
and
gastroenterologists, with the variable
efficacy and availability of serological
tests in the country, and the endemicity
of parasitic infestations in the pediatric
population with the mucosal changes
they may induce, adding a challenge
for additional efforts to clarify
diagnostic criteria of CD, especially in
developing countries.
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Estimation of Platelet Count on the Basis of Red cell: Platelet Ratio
Balsam F Abid MBChB; MSc. Path.
Abstract
Background: Modern haematology analyzers
are able to produce platelet counts with great
precision and accuracy. However, in certain
cases these analyzers produce erroneous
platelet results.Therefore, the estimation of
platelet count from blood smears should be
systematic each time the automated count is
erroneous. However, in comparison with the
procedure for an automated count, the
examination of a blood smear using a counting
Neubauer chamber is a labor-intensive and
therefore relatively expensive investigation.
Objective: Verification of the reliability of the
estimation technique of platelet count on the
basis of red cell: platelet ratio.
Material and Methods: In the period between
January 2006 and March 2006 one hundred
platelet counts were executed in the National
Center for Haematological Diseases by two
laboratory methods: an automated count using
an impedance cell counter and then a manual
method by reviewing microscopic blood
smears. The number of platelets per 1000
erythrocytes was multiplied by the automated
RBC (x106 cells/µl) to give an approximate
manual count (x103 cells/µl). Two-paired t-test
was used for comparison of the two methods.
Results: Platelet count using the manual
method was as follow: the range was 100499x103/µl,
the
mean
count
was
263.11±104.07 x103/µl, and the median was

Introduction
The estimation of platelet count
from blood smears must be systematic
each time the automated count is
erroneous because even the most
expensive and most effective machine
is not able to replace human
judgement. With the development of
sophisticated automated blood-cell
analyzers, the proportion of bloodcount samples that require a blood
smear has steadily diminished and in
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247.5 x103/µl. using the automated method,
platelet count ranged between 95-484 x103/µl,
the mean was 258.43 x103/µl, and the median
was 242.5 x103/µl. There was no significant
difference in results of platelet count using
both methods (P<0.05). Regression analyses
gave the following equation by comparing the
automated (y) to the manual method (x):
y=0.9893x - 1.8621 (r= 0.966). The paired ttest showed no significant difference between
the two methods (p<0.05). The ICC was equal to
0.988. The plot of the differences between the
automated and manual values against their means
showed that the difference mean was 2.116 with a
standard deviation SD= 40.215. It was noticed that
93% of the differences were within the agreement
limits (mean±2SD).
Conclusion: Red blood cell:platelet ratio
method requires only an accurate RBC count
performed on a calibrated hematology analyzer
to calculate platelet count. This method is
precise, simple, and consumes less time than
using a counting chamber, and therefore,
potentially should supersede ordinary manual
counting.
Key words: red cell: platelet ratio, platelet
count
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many clinical settings is now 10 to 15
percent or less.Nevertheless, the blood
smear remains a crucial diagnostic aid
(1)
.Modern haematology analyzers are
able to produce platelet counts with
great
precision
and
accuracy.
However, in certain cases these
analyzers produce erroneous platelet
results,
for
example
(2)
pseudothrombocytopenia
,
or
pseudothrombocytosis or at least
obvious overestimation of the real
number of platelets as in patients with
acute leukaemia. Because of their
shape and size, haematology analyzers
add several undefined particles to the
platelet cluster. In some cases, this
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may even lead to the masking of a
(possible
life
threatening)
thrombocytopenia, and consequently
the withholding of proper medication
or other crucial supportive measures
(3)
.
The International Council for
Standardization
in
Haematology
(ICSH) and the International Society of
Laboratory
Hematology
(ISLH)
recommend
the
counting
of
specifically labeled platelets relative to
the RBCs with a fluorescence flow
cytometer, together with an accurate
RBC count determined with a
semiautomated,
single-channel
aperture-impedance counter as a
reference method for the enumeration
of platelets (4).
Aim of the study
Verification of the reliability of the
estimation technique of platelet count
manually on the basis of red cell :
platelet ratio.
Material and Methods
Blood sample collection and processing:
A total of 100 blood specimens were
obtained from patients between
January 2006 and March 2006 in the
National Center for Haematological
Diseases.
Specific
diseases
or
conditions of a patient were not
considered for inclusion or exclusion
in the study.
All venous blood specimens were
collected into tubes containing
ethylenediaminetetraacetic
acid
(EDTA) and then were stored at room
temperature until analyzed within four
hours.
Notation was made if clots were
seen in the blood sample or if the
amount of blood in the tube was
grossly inadequate such that a high
concentration of EDTA would be
present; these samples were excluded
from the study.
Automated Method: After thorough
mixing of each blood sample on an
automated mixer for 10 min, a

complete automated blood count was
performed using an impedance cell
counter (Coulter Counter), which was
maintained
and
calibrated
as
recommended by the manufacturer.
Manual Method: Thin air-dried blood
smears made after thorough mixing of
each sample were stained manually,
using Leishman stain, and examined
under light microscopy with a X100
oil-immersion lens. The slides were
entirely scanned for platelet aggregates
and/or macrothrombocytes and, if any,
the samples were excluded from the
study.
The red cell: platelet ratio was
calculated in the monolayer zone of the
smear as follows: The number of
erythrocytes observed in a quarter of
the oil-immersion field was multiplied
by four instead of counting all the
erythrocytes in the field. Then all the
platelets in the same field were
counted.
Other fields were examined in the
same way until a minimum number of
1000 erythrocytes was reached. The
number of platelets per 1000
erythrocytes was multiplied by the
automated Red Blood Count (RBC)
(x106cells/μl) to give an approximate
manual count (x103cells/μl) (5).
Statistical Method
The mean, median, and range of
platelet count using the two laboratory
methods were calculated. Simple linear
regression plot was used to compare
the manual with the automated platelet
counts.
Intra-class Correlation Coefficient
(ICC) was calculated in order to
identify the degree of correspondence
and the agreement between the two
methods. The ICC value is measured
on a scale of 0 to 1, good reliability
was assumed as an ICC>0.75. A paired
t-test was performed, a statistically
significant difference in platelet level
was set at a level of p<0.05.
Results
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Results of platelet count using the
manual method were as follows: the
range was between 100-499x103/µl,
the mean platelet count was
263.11±104.07 x103/µl, and the
median was 247.5 x103/µl. By using
the automated method, platelet count
ranged between 95-484 x103/µl, the
mean was 258.43 ±103.13 x103/µl, and
the median was 242.5 x103/µl (table 1).
The report of evaluation with the two
laboratory methods gave the following
equation by comparing the automated
(y) to the manual method (x):

y=0.9893x - 1.8621 (r= 0.966) (Figure
1).
The paired t-test showed no
significant difference between the two
methods (p<0.05). The ICC was equal
to 0.988.
The plot of the differences between
the automated and manual values against
their means showed that the difference
mean was 2.116 with a standard deviation
SD= 40.215 (Figure 2). It was noticed
that 93% of the differences were within
the agreement limits (mean±2SD).

Table 1: Results of platelet count using manual and automated methods
Manual platelet count
Automated platelet
method
count method
P-value
(x103/µl)
(x103/µl)
Range
Mean ±SD

95-484

263.11±104.07

258.43±103.13

247.5

242.5

<0.05

Platelet counts using automated method
(103/µl)

Median

100-499

Platelet counts using manual method (103/µl)
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Figure 1: The regression analyses for the entire data set using manual and
automated methods

Figure 2: Difference versus mean plots for automated and manual platelet
counts. The middle solid line is the mean of the difference; the outer solid lines
are the upper and lower limits of agreement (mean±2SD)
Discussion
Even in the age of molecular
analysis, the blood smear remains an
important diagnostic tool. Physicians
should request a blood smear when
there are clinical indications for it. If
error is to be avoided, sophisticated
modern investigations of hematologic
disorders should be interpreted in the
light of peripheral-blood features as
well as the clinical context. In
comparison with the procedure for an
automated count, the examination of a
blood smear is a labor-intensive and
therefore
relatively
expensive
investigation. A request for a blood
smear is usually the result of an
abnormality in the complete blood

count or a response to "flags" produced
by an automated instrument (1).
Obtaining an accurate platelet
count by using an automated
hematology
analyzer
may
be
complicated by the presence of
particles of similar size and/or light
scatter properties (red cell fragments,
microcytic red cells, apoptotic white
blood cell fragments) and by giant
platelets and platelet clumps (6,7).
Falsely low platelet counts may be the
result of small clots, platelet clumping,
platelet satellitism, or abnormally large
platelets. Underlying causes that may
be revealed by the blood smear include
the
May–Hegglin
anomaly,
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microangiopathic thrombopathies, and
leukemias and lymphomas. High
platelet counts should be confirmed
microscopically with a blood smear;
falsely high counts may be the result of
other particles (red-cell fragments,
fragments of leukemic cells, or fungi)
being counted as platelets (8,9,10).
Examination of the blood smear
is also important in patients with
thrombocytosis to look for evidence of
a myeloproliferative disorder, such as
giant platelets, or an increase in the
basophil count; the latter is not reliably
detected by automated counters. A
sudden, unexpected improvement in
the platelet count also should be
confirmed
by
blood-smear
examination,
since
such
an
(9)
improvement may be factitious .
Until recently, the only reference
method for platelet counting was the
manual phase contrast microscope
chamber counts (11) in which platelets
are counted manually with a
haemocytometer, such as Neubauer
chamber. This is laborious, timeconsuming and above all, an imprecise
technique.
The
interoperater
coefficient variant of this method can
be up to 25%. However, it is still most
widely used reference method (12).
Even if the manual platelet
numeration, using a counting chamber,
remains the technique of reference, it
consumes more time and, to be more
precise, requires a phase-contrast
microscope, which is not always
available in routine laboratories (13).
That is why the proposed method is
better, since it is faster, taking only
five minutes on average per patient,
while demonstrating good precision.
Some
authors
recommend
calculating the average number of
platelets counted in 10 immersion
fields; the adequate values are included
between 8 to 20 platelets per field
(14,15)
. The average number of platelets
is then multiplied by a factor of 20,000

for wedge preparations or 15,000 for
monolayer preparations in order to
obtain and estimate the platelet count,
but this method is approximative and
does not give the real number of
platelets.
Comparing automated and manual,
using red cell:platelet ratio method,
platelets counting techniques showed
that there was no significant difference
(P< 0.05) between the mean, median,
and range of platelet counts using these
two methods.
The ICC was calculated in order to
identify the reliability of the manual
technique in comparison to the
automated method (16). The ICC value
is measured on a scale of 0 to 1, and
good reliability was generally assumed
as an ICC > 0.75 (17). In this study, the
ICC was equal to 0.988, which is
widely greater than this limit. In
addition, 93% of the differences
between automated and manual counting
methods were within the agreement limits
(mean±2SD).
Red blood cell: platelet ratio
method requires only an accurate RBC
count performed on a calibrated
hematology analyzer to calculate
platelet count. This method is precise,
simple, and consumes less time than
using a counting chamber, and
therefore, potentially should supersede
ordinary manual counting.
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Measles outbreak in AL-kadhimiyia, Iraq, 2008-2009 and its
common complications
Abdul Karem Jasem Albahadle FICPS, Areege Abdul abass CABP.
Abstract
Background: Worldwide efforts for measles
elimination are made possible due to the
availability of highly effective measles
vaccine. In spite of that, there is high
percentage of unvaccinated children in our
country-making outbreak of measles easy and
highly occurred.
Objective: To identify the outbreak of measles
in AL-Kadhimiya-Baghdad and its common
complications with fatality causes and rate.
Patients and methods: Cross-sectional study
was conducted during the period between 20 th
December 2008 to 30 th April 2009 on 494
patients with measles attending AL-kadhimiya
Teaching Hospital ,AL-kadhimiya Hospital for
pediatrics and two Primary Health Center ( Al
shaheed Basher Al jasaery Primary health
center in AL-shaula city and Al Noor Primary
health center in AL-Jawaden city )and they
were divided into four group according to their
age which were (below 1year ),(1-4yr ),(59yr)and
above
10
years
,regarding
immunization status was assessed by
examining the immunization card or parental
enquiry on this regard.
Result: Male are nearly equal to female (49.80
%)and (50.20 %) respectively. Of 494 reported

Introduction
Measles is a communicable viral
illness (1). Caused by a virus,
paramyxovirus
of
the
genus
Morbillivirus. Symptoms include
fever, cough, runny nose, red eyes
and a generalized, maculopapular,
erythematous rash. Measles is spread
through respiration (contact with fluids
from an infected person's nose and
mouth, either directly or through
aerosol transmission), and is highly
contagious—90% of people without
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cases 97 (19.64 %) were under one year of age
and 287(58.97 % )were 1-4 years old and this
mean that more than two-third 384 (78.61 % )
of patient were under 4 years ,small group
(10.53 %) were vaccinated against measles
.Complications were Pneumonia, Diarrhea and
Vomiting, Croup and Encephalitis ,in (83.85 %
) ,(11.46 %) , (2.60 % ) , (2.09 % )
respectively. Mortality rate was (2.43%) which
occured most commonly in age group below 5
years (91.7 %) and slightly more in male (58.4
%) than female (41.6 %) causes of deaths were
pneumonia (83.4 %) and encephalitis (16.6 %).
Conclusion: This outbreak of measles
demonstrates the increased susceptibility of
unvaccinated children who are below 5 years
old .Pneumonia, Diarrhea and Vomiting,
Croup and encephalitis are complications of
measles and higher mortality rate occur in
male sex and younger age group, (below5
years old).
Key words: measles, vaccine, outbreak,
complications, children.
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Its incidence in childhood varies
from 58 %in epidemic to 10-15 %in
immunity sharing a house with an
infected person (2).endemic form
(3)
.Globally about 40 million cases of
measles occur every year out of which
777000 death occur due to measles (4).
Complications with measles are
relatively common, ranging from
relatively mild and less serious
diarrhea,
to
pneumonia
and
encephalitis (sub acute sclerosing
panencephalitis), corneal ulceration
leading to corneal scarring (5). The
fatality rate from measles for otherwise
healthy people in developed countries
is 3 deaths per thousand cases. In
underdeveloped nations with high rates
of malnutrition and poor healthcare,
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fatality rates have been as high as 28%
. In immunocompromised patients,
the fatality rate is approximately 30
percent (7).According to the World
Health Organization (WHO), measles
is a leading cause of vaccinepreventable
childhood
mortality.
Worldwide, the fatality rate has been
significantly reduced by partners in the
Measles Initiative: the American Red
Cross, the United States Centers for
Disease Control and Prevention
(CDC),
the
United
Nations
Foundation, UNICEF and the World
Health Organization (WHO). Globally,
measles deaths are down 60 percent,
from an estimated 873,000 deaths in
1999 to 345,000 in 2005. Africa has
seen the most success, with annual
measles deaths falling by 75 percent in
just 5 years, from an estimated 506,000
to 126,000 (8). By using vaccine we can
reduce the morbidity and mortality
.although it had been shown that
outbreak of the disease occur from
time to time, In 2007, a large measles
outbreak in Japan caused a number of
Universities and other institutions to
close in an attempt to contain the
disease (9,10). In developing countries
where measles is highly endemic. The
WHO recommend that two doses of
vaccine be given at six months and at
nine months of age (11). Some countries
like Iran, Syria and U.A.E have started
second dose of measles at 15 months
of age with high coverage of 90 %or
more (12). Low vaccines coverage rate
with low vaccine efficacy leads to
higher rate of complication which
causes financial burden (13). Therefore,
children
hospitalized
with
complications of measles can provide
the magnitude of problem and its
future preventive strategies.
Aim of the study
To identify the outbreak of measles in
AL-Kadhimiya-Baghdad
and
its
common complications with mortality
causes and rate.
(6)

Patients and methods
Cross sectional
study was
conducted at children department of
AL-kadhimiya Teaching Hospital ,ALkadhimiya Hospital for pediatrics and
two Primary Health Center in
Baghdad-AL-kadhimiya(Al shaheed
Basher Al jasaery Primary health
center in AL-shaula city and Al noor
Primary health center in AL-Jawaden
city) from 20th of December 2008 to
30th of April 2009 and involve four
hundred ninety four patients , the
youngest one was two months old and
the oldest one was sixteen years old
.All children diagnosed as a case of
measles on clinical ground, according
to appearance of maculopapular rash,
fever of 38 c° or more with cough
,coryza
and
conjunctivitis
and
appearance of kopliks spots in some of
them
.pneumonia
was
defined
according to WHO criteria of
respiratory rate (14) , and presence of
pulmonary
infiltrate
on
chest
radiography .Central nervous system
was considered to be involved if there
was lethargy ,irritability, headache,
fits,
disorientation
or
other
neurological deficit .The detailed
history, physical examination and
measles
complications
including
diarrhea, pneumonia, Croup, and
encephalitis were filled in case report
form.
Immunization status was
assessed
by
examining
the
immunization card or parental enquiry
on this regard. Clinical outcome was
compared between male and female as
well as different age groups. The
patients were divided into four groups
according to age. Statistical analysis
was done by using chi square and p
value of less than 0.05 was designated
as statistically significant.
Results
During the period of the study
(from 20th of December 2008 to 30th of
April 2009), the total number of

Iraqi Journal of Medical Sciences

47

Measles outbreak….. Abdul Karem Jasem Albahadle et al
children diagnosed as measles were
494 and the findings were.
Total number of male was 246 (49.80
%) while female number was 248
(50.20 %).
Regarding age 97 (19.64 % )
patients were less than one year and
287 (58.97 %) patients were between

1-4years Which mean that 384 (78.61
% )patients were under 4 years as
shown in( Table 1) , distribution of
patients regarding age group and sex
Was shown in( Figure 1) , the ratio of
unvaccinated to vaccinated patients
was 9.5:1.

Table 1: Age distribution of patients.
Age categories

number

%

< 1 yr

97

1-4 yr

287

58.97

5-9 yr

94

19.03

> 10yr

16

2.36

494

100

Total

19.64

160
140

100
male

80

female

60

No. of patients

120

40
20
0
<1y

1-4yr

5-9yr

>10yr

Figure 1:distribution of patients according to age groups and sex.
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Vaccination against measles was
present in 52 (10.53 %) patients, 65.38
% of them were male and 34.62 % of
them were female.

Male to female ratio was 1.9:1 as
it is shown in (Figure 2).

40

30
25
female

20

male

15
10

No. of patients

35

5
0
Male 1

female

Figure 2:vaccination status of patients in the sample.
The most common complications
of measles were pneumonia 161 (83.85
%), diarrhea and vomiting 22 (11.46

%), croup 5 (2.60 %), and encephalitis
4 (2.09 %) as it is shown in (Table 2).

Table 2: Complications and outcome in measles patients.
Complications

Pneumonia
Diarrhea and
vomiting
Croup
Encephalitis
Total

NO.

%

161
22

83.85
11.46

5
4
192

2.60
2.09
100

Total number of death was 12
and mortality rate was 2.43 %,
pneumonia was the leading cause of
death (83.4 % of death), followed by
encephalitis (16.6 % of death) as it is
shown in (Table 2). The mortality was

Improvement
NO
151
22
5
2
180

Death

%
83.9
12.2

NO.
10
0

2.8
1.1
100

0
2
12

%
83.4
0
0
16.6
100

more in male 7 (58.4 % )as well as
below one year 7 (58.4 % ) while in
age group 1 -4 years was 4 (33.4 % )
which mean that 91.8 % of death occur
bellow 5 years as shown in( Table 3 )
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Table 3:Demographic profile and morality (n=12).
Parameter

No. of
Death
7
5

58.4
41.6

Female
Total

12

100

<1yr
1-4yrs
5-9yrs
Above10yrs
Total

7
4
1
0
12

58.4
33.4
8.2
0
100

Male
SEX

Age group (years )

Discussion
The study demonstrate an
outbreak of measles in Baghdad from
the end of 2008 and beginning of 2009
which is similar to the outbreak
occurring in different countries like
Saudi Arabia in 2007 (15), Pakistan (16) ,
and Vietnam with Ho Noi (17)Also the
study show high percentage of the
disease in age group below 5 years
which is similar to reported in
developing countries (18) whereas.
In contrast with the data from
developed countries that the incidence
is higher in second decade (19) ,
because the disease is still endemic in
developing countries .In this study
there are no difference in the incidence
of the disease between males and
females which is differ from that
obtain from recent study
In Saudi Arabia which show high
percentage of the disease in males than
females (15) ,The result in this study
explained by equal affection of Male
and female in most of the viral
infections
In this study 10.53 % of patients were
vaccinated against measles which is
similar to other studies from Islamabad
(16)
, Rawalpindi (20) ,And Lahore (21) ,
this could be due to unavailability of
vaccine at times where mothers visit

%

the primary health center in addition
to poor storage in previous months .
Pneumonia in our study is the
commonest complication of measles
which is similar to the reported from
South east Asia and Europe (22 ,23)
While diarrhea and vomiting is a
second common complication in this
study in contrast to Indian studies
where diarrhea and vomiting was the
commonest complications (24), this may
be due to occurrence of the disease in
time when there is high incidence of
respiratory tract infection.
Croup
was
uncommon
complication of measles in this study
which is differ from study reported
from Islamabad (16) .Encephalitis also
was uncommon complication in our
study which is differ from study
reported from Saudi Arabia (15) .The
case fatality rate in this study was
lower than Islamabad (16) , Saudi
Arabia (15) ,and Pakistan (16) ,this due to
early detection of the Disease and early
diagnoses and perfect managements of
its complications.
Now there is need to improve
measles vaccination coverage at
national level and indicates the
urgency to improve vaccinations
coverage to protect unvaccinated
children and introduce two doses of
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measles vaccine schedule to boost the
Immunity of vaccinated children. .
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In vitro treatment of Ham's F-10 medium supplemented with
vitamin C and E on human semen characteristic in
asthenozoospermic men
Bassim khamiss kouti MSc.
Abstract
Background: The levels of reactive oxygen
species are normally limited by antioxidant
defense mechanisms such as vitamin C and E
that are present within seminal plasma and
sperm plasma membrane. The Supplementing
infertile males with antioxidant vitamin C and
E is suggested as a potential treatment for
idiopathic male infertility.
Objective: This study was designed to
determine the effect of Ham's F-10 preparation
medium supplemented with antioxidant
vitamin C or E on semen samples prepared by
conventional layering technique.
Methods: Liquefied semen (1ml) was layered
beneath Ham's F-10 (1ml) enriched with 0.75
mg/ml vitamin C or E after in vitro sperm
processing. However, semen samples were
collected from a total of 60 asthenozoospermic
men by masturbation after 3-5 days abstinence
and allowed to liquefy at 37ºC in 5% CO2 for
30 minutes and evaluated according to
standard world health organization (WHO)
criteria before and after in vitro sperm
activation. The semen samples were divided
into three groups, one group considered as a

Introduction
Infertility affects 15% of couples
and is cause of infertility in 30% of
those couples is associated with
aberrations found in male partner
termed male infertility. Many cases of
male infertility were previously
considered idiopathic but are now
being attributed to oxidative sperm
damage
resulting
from
the
pathologically increased levels of
reactive oxygen species (1).
Dept. Biology, College of science, Thi-Qar
University.
Adress Correspondence to: Dr. Bassim
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control group which had no antioxidant added,
and the other two groups were prepared in the
presence of antioxidant treatment (either
vitamin C or vitamin E).
Results: The supplementation of sperm
preparation medium with vitamin C or vitamin
E significantly (P<0.001) improved and
augmented the seminal parameters including
sperm
concentration,
sperm
motility,
progressive sperm motility, and normal sperm
morphology when compared to that of the
control group.
Conclusion: It was concluded that
supplementation of medium with antioxidant
vitamin C or E actually improve sperm
quality, but the better improvement appeared
to be with vitamin C.
Key words: Antioxidant, vitamin C, sperm
preparation technique, asthenozoospermia

IRAQI J MED SCI, 2009; VOL.7 (3):52-58

In contrast, high levels of ROS
are harmful and lead to lipid
peroxidation However, ROS can be
produced by immature spermatozoa
and leukocytes (2). In normal sperm
physiology, low levels of ROS are
beneficial
to
stimulate
sperm
capacitation, enhance zona pellucida
binding and promote acrosome
reaction (3).
of sperm plasma membrane and
DNA fragmentation (4). Increased lipid
peroxidation is associated with
impaired
sperm
motility
and
diminished capacity for sperm-oocyte
fusion (5). One study found that men
with high levels of ROS were 7 times
less likely to achieve a pregnancy than
men with low levels (6).
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The levels of ROS are normally
limited by antioxidant defense
mechanisms such as vitamin C and E
that are present within the seminal
plasma and sperm plasma membrane
(7)
. However, the supplementing
infertile males with antioxidant
vitamin C and E suggested as a
potential treatment for idiopathic male
infertility (8) .Vitamin E is a chainbreaking antioxidant because of its
ability to terminate a free radical chain
reaction and play an important role in
pathogenesis of male infertility and
protecting against oxidative attack
both in vivo and in vitro (9).
Specifically, vitamin E inhibits
peroxidation of polyunsaturated fatty
acids (PUFA) which is especially
important in spermatozoa due to their
high PUFA content (10). While,
Vitamin C actually secreted from
seminal vesicles during ejaculation
and protect human sperm from
endogenous oxidative DNA damage
(11)
. It is acts as a scavenger of a wide
range of ROS which explains its
ability to successfully counteract the
effects of DNA damage and ROS
production (12). It has previously been
shown to be the major antioxidant in
seminal plasma of fertile men
contributing up to 65% of the total
chain-breaking antioxidant capacity
(13)
. In addition, concentration of
Vitamin C in seminal plasma is 10
times greater than the concentration
found in blood plasma (14). The semen
quality is an important factor in
determining suitability of the couples
in
achieving
pregnancy.
The
fertilization
occurs
despite
an
abnormal semen analysis, or it fails to
occur when analysis values are
normal. The semen analysis cannot
ascertain the functional capacity of
sperm and frequently fails to predict
the outcome of male infertility (15).

Subjects, Materials and Methods
Collection of semen samples:
Semen samples were obtained
from a total of 60 asthenozoospermic
men and attendance of IVF Institute of
Embryo Research and Infertility
Treatment/Al-Nahrain
University
between March and May 2007. The
mean of age ± S.E.M for infertile
subjects was 30.05 ± 4.87 years. The
ejaculates
were
collected
by
masturbation after 3-5 days abstinence
and allow liquefying at 37ºC in 5%
CO2 for 30 minutes. The liquefied
semen is carefully mixed for few
seconds, and then seminal fluid
analysis parameters including sperm
concentration,
sperm
motility,
progressive sperm motility, and
normal sperm morphology was
examined before and after in vitro
sperm treatment. However, WHO
(1999) criteria for normal semen
values were applied.
Sperm preparation technique and in
vitro antioxidant treatment:
Sperm processing prepared using
conventional layering technique by
mixing 1ml of the liquefied semen was
layered beneath 1ml culture medium
(Ham's F-10) after finished the routine
semen analysis and confirmed the
results before in vitro sperm
preparation which is regarded as a
control. The supernatant was removed
and divided into two tubes, 0.5 ml for
each tube. One tube was mixed with
0.75 mg/ml antioxidant vitamin C
(Sigma Aldrich Co. Ltd, Poole, UK)
and another tube was mixed with 0.75
mg/ml antioxidant vitamin E (Trolox,
Sigma Aldrich, UK).
Statistical analysis
Statistical
analysis
was
performed with the SPSS version
12.00. The data analysis was done
using paired sample t-test to assess the
statistical differences in the results .
Mean and standard error of mean
(S.E.M) obtained from crude data to
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compare between Pre-and Postactivation for semen parameters. Pvalue < 0.05 was used as a level of
statistically significance.
Results
The results of the present study
showed
that
semen
samples
supplemented with antioxidant vitamin
C and E improved the results for
semen parameter as compared with
control group used Ham's F-10 only
(Tables 1-3; respectively), but vitamin
C gives the best seminal parameter
including sperm concentration, sperm
motility, progressive sperm motility,
and normal sperm morphology as
compared with vitamin E. However, it
was noticed a significant (P<0.001)
differences in sperm function and
seminal fluid parameters were
assessed post in vitro sperm activation
as compared with results of preactivation of human spermatozoa in all
infertile patients.

The markedly reduction in sperm
concentration was observed following
in vitro sperm preparation using Ham's
F-10 medium with and without
vitamin
C
and
vitamin
E
supplementation. The handling yielded
significantly
lower
sperm
concentration as compared with preactivation. But, these parameters of
spermatozoa significantly increased
not only by addition of antioxidant
within culture medium for sperm
preparation
as
compared
with
unprepared semen, but also in absence
of antioxidant within Ham's F-10
medium. It was recognized that Ham's
F-10 medium contains protein,
inorganic
ions
as
well
as
carbohydrates, and most necessary
requirement for improvement sperm
functions that cause an increase in
migration of normal mature active
sperm to upper layer of culture
medium.

Table 1: Effect of Ham's F-10 medium on semen parameters pre and post in
vitro sperm activation for infertile patients* with asthenozoospermia
Conventional layering technique
Parameters
Pre-activation

Post-activation

Sperm Concentration
(×106 sperm/ml)

37.33±5.83

22.01±3.54

†

Sperm Motility (%)

52.56±2.63

81.18±1.19

†

Progressive sperm
31.45±2.41
54.43±2.25 †
Motility (%)
Normal Sperm morphology
53.66±2.57
87.33±1.07 †
(%)
Values are Mean ± S.E.M
†
: Means a highly significant (P<0.001) difference from pre-activation
*
No. of infertile patients=20
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Table 2: Effect of Ham's F-10 medium supplemented with vitamin E on semen
parameters pre and post in vitro sperm activation for infertile patients* with
asthenozoospermia
Conventional layering technique

Parameters

Pre-activation

Post-activation

Sperm Concentration
(×106 sperm/ml)

40.35±6.31

22.75±3.65

†

Sperm Motility (%)

54.00±2.55

86.60±2.07

†

Progressive sperm
31.90±1.66
54.85±1.43 †
Motility (%)
Normal Sperm
44.50±3.20
80.25±2.09 †
morphology (%)
Values are Mean ± S.E.M
†
: Means a highly significance (P<0.001) different from pre-activation
*
No. of infertile patients=20
Table 3: Effect of Ham's F-10 medium supplemented with vitamin C on semen
parameters pre and post in vitro sperm activation for infertile patients* with
asthenozoospermia

Conventional layering technique
Parameters
Pre-activation

Post-activation

Sperm Concentration
(×106 sperm/ml)

48.12±4.52

25.63±1.41

†

Sperm Motility (%)

54.12±3.63

88.34±1.29

†

Progressive sperm
Motility (%)

38.72±1.45

67.90±1.38

†

Normal Sperm
morphology (%)

42.41±2.50

83.40±1.81

†

Values are Mean ± S.E.M
†
: Means a highly significance (P<0.001) different from pre-activation
*
No. of infertile patients=20
Discussion
The results of the present study are
in a good agreement with results
obtained by Zavos et al. (16) who
reported that layering technique
significantly has higher percentage of
recovery of motile spermatozoa,
progressive
motile
spermatozoa,

higher DNA integrity, and numbers of
pregnancies
than
other
sperm
preparation method. However, it was
assessed that sperm concentration,
motility,
morphology,
viability,
membrane integrity, acrosomal status,
ROS formation, and chromatin
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maturity results could be evaluated
with usefulness of sperm preparation
techniques (17). In addition, Sills et al.
(18)
mentioned that the selection of
sperm preparation methods depend on
the quality of the ejaculates. The
ejaculates with ROS production by
spermatozoa and leukocytes should
not be separated by centrifugation
method due to severely spermatozoa
damage.
It was noticed that the problem caused
by ROS can resolve by performed
directly
from
liquefied
semen
underneath an overlay of culture
medium and aspirate directly from the
interface region with total number of
spermatozoa recovered (19). However,
Aitken and Clarkson (20) suggested that
poor IUI outcome may be related to
improper preparation techniques with
release of harmful ROS as well as the
separation of motile and active sperm
from the rest of the semen can
significantly improve pregnancy rates
(21)
. Furthermore, it was reported that
common laboratory factors like
centrifugation, washing, temperature
fluctuation, and processing delay
harmfully affect semen quality both
positively and negatively due to direct
influence of laboratory interventions
on the cytoskeletal assemblies of
sperm (22).
Many studies focus on isolating the
population of infertile men who are
most likely to benefit from vitamin E
supplementation. Potential populations
could include men with increased ROS
levels, increased DNA fragmentation
or
asthenozoospermia.
The
supplementation of sperm preparation
medium with vitamins C and E may
reduce free radical production and
decrease ROS induced DNA damage
in patients with poor sperm quality.
This in turn may provide a greater
chance of successful fertilization, as
there is an inverse correlation between
percentage of sperm with DNA

fragmentation and fertilization rates in
vitro with both IVF (23) and ICSI (24).
There is also possibility that oral
administration of ascorbate may
facilitate a reduction in induced DNA
damage, although this is an area that
requires further investigation before
any firm conclusions can be drawn. As
a result, vitamin E enhanced has the
potential to help numerous couples
that suffer from male infertility.
The dosage and duration of vitamin E
supplementation also needs to be
explored and optimized. While,
vitamin C act as a scavenger of a wide
range of ROS (25), which explains its
ability to successfully counteract the
effects of free radicals both in terms of
induced DNA damage and ROS
production. It has previously been
shown to be the major antioxidant in
seminal plasma of fertile men,
contributing up to 65% of the total
chain breaking antioxidant capacity
(26)
. The concentration of this
antioxidant in seminal plasma is 10
times greater than the concentration
found in blood plasma. The study by
Moilanen and Hovatta suggested that
vitamin E is less possible to have a
protective role given that its seminal
plasma concentrations were below the
beneficial levels. The study found that
this vitamin concentration in the
spermatozoal membrane rather than in
the seminal plasma is positively
correlated with improved sperm
parameters (27).
The combination of vitamins
could substantially reduce ROS levels
and impair its normal physiologic
function. The current study outlines
the beneficial effects of antioxidant
supplementation on induced DNA
damage. Previous studies have shown
that vitamin E affords sperm cells
some protection from oxidative attack
both in vivo (28) and in vitro (29)
studies. The oral administration of
vitamin E has also been shown to lead
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to a significant improvement in the in
vitro function of human sperm as
assessed using the zona-binding test
and has been suggested as a treatment
for ROS-associated male infertility (30).
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Shigellae – associated diarrhoea in children in Baghdad – Iraq
Abdul Munim N. Mohammed MSc.
Abstract
Background: shigella spp. reported to be the
second commonest bacterial agent responsible
for childhood diarrhea after E.coli.Currently,
isolation of the bacterium and confirmation of
the diagnosis by bacteriological and
biochemical methods remains the "gold
standard".
Objective: To determine the prevalence of
shigella spp. among children below 3 years
with acute diarrhoea and susceptibility of the
isolates to commonly used antimicrobials.
Methods: This study was carried out in the
outpatient's clinic of Children Central
Teaching Hospital in Baghdad from May 2007
– April 2008. One hundred and fifty children
below 3 years with acute dirrhea were the
source of stool specimens to detect shigella
spp.All isolates were diagnosed according to
bacteriological and biochemical standard
methods. Available antimicrobial were used to
determine the susceptibility of isolates to
antibiotics

Introduction
Diarrhoeal diseases are one of the
main causes of death especially among
young children which leads to at least
five million deaths each year (1).
Endemic bacillary dysentery accounts
for about 10% of the disease in
children aged less than five years (2 ,
3)
.Among the different pathogens
responsible for diarrhoea , shigella spp.
Play an important role in causing
inflammatory diarrhoea and dysentery (
4 , 5)
, with a significant morbidity and
mortality in developing countries (6) .
Shigellosis is an acute diarrhoeal
disease caused by shigella spp.
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Results: Shigella flexneri type 2 was the
predominate serotype out of 9 isolates.The
prevalence of shigellae isolates was
significantly higher in children older than one
year .All patients were on artificial feeding,
78% were using untreated water for drinking.
All isolates were sensitive to ceftriaxone ,
ciprofloxacin , nalidixic acid, norfloxacin and
gentamicin. Drug resistant to 3 or more drugs
was found in 56% of the isolates.
Conclusion: Shigella flexneri type 2 was the
predominate serotype and most isolates were
resistant to trimethoprim -sulphamethoxazole
(89%).
Keywords: Shigellae , Diarrhoea, Antibiotic,
Children, Iraq .
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It has caused and continued to be
responsible for morbidity and ⁄ or
mortality in high risk populations such
as children under 5 years of age (7).
Spread of shigellosis is through
contaminated water, poor sanitation
and overcrowded areas (8). Over the
past decades, shigella spp. has become
progressively resistant to the most
widely - used and inexpensive
antimicrobials (4 , 9, 10 ,11). Moreover
changes in the virulence of shigella
spp. make it difficult to formulate a
drug of choice for the treatment of
shigellosis (12).
Patients and methods
Patients:
This study was carried out in the
outpatient Clinic of Children Central
Teaching Hospital in Baghdad during
the period from May 2007 - April
2008. One hundred and fifty children
with acute diarrhoea age rang from few
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days to 3 years.( Most children (84%)
were less than one ).
Specimens collection:
Stool specimens were collected in
sterile wide mouth containers.
Methodology:
All isolates were diagnosed
according
to
well
known
(13)
.For
microbiological
methods
optimal isolation, three different media
and an enrichment medium were used.
The samples were inoculated directly
on MacConkey agar, xylose – lysine
deoxycholate agar and SalmonellaShigella agar.Enrichment was done in
Na – Tetra thionat broth and incubated
at 37C overnight. Biochemical
identification of shigella spp. has been
performed according to standard
methods(14). Confirmation of diagnosis
was through slide agglutination test
using commercially available antisera
(Wellcome Diagnosis, UK)(14).
Antimicrobial susceptibility tests:
Shigella isolates were examined
for their susceptibilities to ampicillin ,
chloramphenicol,ceftriaxone,ciprofloxa
cin,gentamicin,kanamycin,nalidixic
acid, norfloxacin and co - trimoxazole
by the standard disc - diffusion
method(15).
Results
Table ( 1 ) shows that shigella
flexneri type 2 was the predominate
serotype out of 9 isolates. Of children
with diarrhoea , shigellae were isolated
equally from both sexes (5 from 80
males and 4 from 70 females) . A total
of 6 shigella flexneri and 3 shigella
sonnei were isolated. Of the 6 strains

of shigella flexneri 4 were shigella
flexneri type 2 , 1 of shigella flexneri
type 1 and 1 of shigella flexneri type
3.Out of 9 shigella strains , 5 ( 56% )
were isolated in summer , 1 (11%) in
autumn , 2 (22%) in winter , 1 ( 11% )
in spring. Three shigella strains were
isolated from 50 children with
diarrhoea aged 6 months to one year , 6
strains out of 24 patients aged more
than one year and none were isolated
from 76 children less than 6 months
old . All patients with shigella isolates
(100%) were on artificial feeding, 7
(78%) were using untreated water for
drinking,1 (11%) took Bactrim 2 days
prior to stool collection and none
travelled abroad in the last 30 days
before stool collection . Blood and
mucus were seen in the stool of 5
(56%) patients with diarrhoea . Clinical
examination showed 6 (67%) with
fever and 3 ( 33% ) with vomiting ,1
(11%) was diagnosed to have
septicemia and 1(11% ) had
generalized
convulsion.
Clinical
finding are shown in Table - 1 . The
drug susceptibility patterns of 9
isolates of shigella
strains were
determined . Resistant strains to
ampicillin was found to be 78% , 67%
to chloramphenicol , 67% to
kanamycin ,56% to streptomycin and
89%
to
trimethoprimsulphamethoxazole . All isolates were
sensitive to ceftriaxone, ciprofloxacin,
nalidixic acid, norfloxacin and
gentamicin as compared to Table-2.
Drug resistance to 3 or more drugs was
shown by 56% of strains.
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Table 1 :Information about the children with diarrhoea and their shigella species
isolates.
Patients

Gender

Age

number

Month of
Occurrence

Use of
untreated
drinking
water

Stool
with
mucus

Stool
with
blood

Fever

Vom
iting

Duratin
diarhea
in
(days)

Freque
-ncy

Species and
Serotype of
Shigella

1

F

11
mo.

May

No

+

+

-

-

1

5

Sh. sonnei

2

F

30
mo.

June

Yes

-

-

-

-

2

3

Sh .flexneri
type 2

3

M

27
mo.

July

Yes

-

-

+

-

1

6

Sh. sonnei

4

F

18
mo

July

Yes

-

-

-

-

1

8

Sh .flexneri
type 2

5

F

3
yrs.

August

No

+

+

+

-

2

5-7

Sh. flexneri
type 2

6

M

6
mo.

September

Yes

-

-

+

-

7

7-8

Sh.flexneri
type 1

7

M

6
mo.

November

Yes

+

+

+

+

1

10

Sh. flexneri
type 2

8

M

13
mo.

December

Yes

+

+

+

+

10

6-7

Sh. flexneri
type 3

9

M

32
mo.

March

Yes

+

+

+

+

1

4

Sh .sonnei
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Table 2: Antimicrobial susceptibility patterns of shigella spp. isolates from
outpatients presenting at Hospital in Baghdad - Iraq.

Antimicrobial

Resistant

Intermediate

Susceptible

agent
Zone
size(mm)

No.

%

Zone
size(mm)

No.

Ampicillin

≤ 13

7

78

14 - 16

0

Chloramphenicol

≤ 12

6

67

13 - 17

Ceftriaxone

≤ 14

1

11

Ciprofloxacin

≤ 12

1

Gentamicin

≤ 15

Kanamycin

%

Zone
size(mm)

No.

0.0

≥ 17

2

22

1

11

≥ 18

2

22

15 - 16

0

0.0

≥ 17

8

89

11

13 - 14

1

11

≥ 15

7

78

2

22

16 - 19

2

22

≥ 20

5

56

≤ 13

6

67

14-17

1

11

≥ 18

2

22

Nalidixic acid

≤ 14

2

22

15 - 18

1

11

≥ 19

6

67

Norfloxacin

≤ 13

3

33

14 - 17

0

0.0

≥ 18

6

67

Streptomycin

≤ 11

5

56

12 - 14

2

22

≥ 15

2

22

TrimethoprimSulphamethoxazole

≤ 10

8

89

11 - 15

0

0.0

≥ 16

1

11

In total 9 shigella strains were tested.
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Discussions
In the present study shigella
flexneri was found to be the most
frequent isolate in children with
shigellae associated diarrhea in our
study, rate in Baghdad with type 2
being the predominating serotype.
These findings conform with several
studies (16,17,18) , and other developing
countries (19,20,21), but they are in
contrast with studies in developed
countries where shigella sonnei is
dominant and shigella flexneri is the
second most prevalent isolate (4,22,23). In
some countries, shigellae were isolated
more often from children older than 2
years of age than from younger
children (24,25,26). In our experience
shigella spp. were isolated only from
children who were not breast - fed and
significantly more frequently from
children older than one year of age(27).
Human milk has been shown to protect
against severe shigellosis in children
up to 35 months of age (28). Studies
showed that all milk samples obtained
from mothers contained antibodies to
antigens encoded by the large
virulence plasmid in strains of shigella
(29)
. In addition to this, children more
than one year old are capable of
moving around and come into more
direct contact with other children and
adults which expose them under
certain circumstances, to infection with
these organisms. Food and waterborne
outbreak of shigellosis have been
reported from different parts of the
world (8, 30, 31). Most (78%) of our
patients with stools positive for
shigella have used untreated drinking
water. We found blood and mucus in
the stools of 56% and fever in 67% of
our patients. These clinical findings are
in line with those reported by other
investigators in under - developed
countries(19,20). Several investigators
reported
cases
of
generalized
convulsions
associated
with
shigellosis(16,32,33). Of our patients, only

one (11%) had generalized convulsions
and we believe this to be the first time
such a case has been reported from
Iraq which conform by Daoud et al.
(16)
,who studied 93 children with
shigellosis and found 15% of the
patients
developed
generalized
convulsions. They reported than
neither specific diagnostic procedures
nor drug therapy were usually
necessary due to benign and self –
limiting
nature
of
convulsions
associated with shigellosis.
Antibiotics can be useful in the
treatment of shigella – associated
diarrhoea, however trimethoprim sulphamethoxazole no longer to be
considered the drug of choice in our
hospital as the majority (89%) of the
local isolates were resistant to this
antibiotic . Several studies reported the
same findings (16, 17).AL - Eissa et al.
(17)
, from Saudi Arabia reported 74% of
their shigella isolates were resistant to
trimethoprim - sulphamethoxazole. All
our isolates were sensitive to
ceftriaxone,
ciprofloxacin,nalidixic
acid, norfloxacin and most of them to
gentamicin , therefore they should be
considered the drugs of choice for
treatment of diarrhea due to shigellae. ,
however, susceptibility testing to
antibiotics before administering the
drug is recommended.
The present study shows that
shigellae associated diarrhea in
children is still a public health
problem.
Shigella flexneri type 2 was the
predominate serotype and most isolates
were resistant to trimethoprim sulphamethoxazole (89%), thus it no
longer to be considered the drug of
choice in the treatment of shigellae
associated diarrhea in children below 3
years in our study.
Since all isolates were sensitive to
ceftriaxone, ciprofloxacin, nalidixic
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acid, so they can be considered as the
drugs of choice.
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Removal of Tattoo By 1064 and 532nm Q-switched Nd: YAG laser
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HDipLM/surgery.
Abstract
Background: A tattoo is made of particles of
pigment injected into the skin. Although the
body attempts to remove them, the particles of
tattoo are too large to be removed and the body
responds by encapsulating the whole tattoo in a
wall of collagen that traps it within the skin
permanently.
Objective: to evaluate Nd-YAG laser effects for
removing tattoo.
Materials & Methods: The study was done on 99
tattoo lesions (in both genders) on different parts
of the body (hand, foot, face and chest), ages
were between 21- 60 years, and most common
age group was between 20-30 years. In this
work, tattoo were divided according to its colors,
into black, blue, green, and red (The red color
always shares with other colors), and each
subdivided to amateur and professional tattoos.
Quality-switched (Q-switched) 1064 nm, Nd:
YAG laser, pulse width of 10 nanosecond and
repetition rate (R.R) 5 Hz with different fluencies
(energy/area) was used. These parameters were

Introduction
The origin of tattooing among
humans is as old as humanity itself (1) .A
tattoo is a permanent make or design
made on the body when pigment is
inserted into the dermal layer of the skin
through ruptures in the skin’s top layer
(9)
. The National Institute of Health
recognizes five types of tattoo; amateur,
professional, cosmetic, medical, and
traumatic (natural).
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used for black, green, and blue tattoos. To red
color tattoo 532nm Nd: YAG Q-switched laser, 7
ns pulse duration, R.R 10Hz, fluencies from 7.3 10.3 Joule/cm2 was used. The exposure time
needed for treatment was from 2-5 min.
according to the size of tattoo. Time interval
between two sessions was from 3-4 weeks.
Results: Black and blue color tattoo removed
rather completely with faint shadow. Red color
tattoo removed completely. For green color
tattoo there was no responses. In this study the
treatment with Q-switched Nd: YAG laser offers
bloodless, low-risk, no permanent complication,
no scarring, and no disfigurements in skin.
Conclusion: Laser use is considered standard
treatment for patient seeking tattoo removal.
Keyword: Tattoo/ Q-switched Nd: YAG laser/
Fluencies.
IRAQI J MED SCI, 2009; VOL.7 (3):66-81

Amateur tattoo are usually done with
commonly available inks or pigments
introduced into the skin manually.
Professional tattoo uses commercial
grade inks applied with a “gun” or
specially designed apparatus. The main
reasons for removing tattoos are
enhancement of self-esteem and social,
work or family reasons (30). There are
medical complications may be seen in
patients with tattoo like bacterial
endocarditis,
dermatofibrosarcoma
protuberans,hepatitis, lichenoid, metal
toxicity and unusual cutaneous lesions
like Boeck’s sarcoid, secondary syphilis,
discoid lupus erythematosus and
eruption due to mercury sensitivity.
Many different kinds of removal
methods have been used throughout the
66
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centuries, such as chemical (trichloacetic
acid) (21, 29), mechanical (dermabrasion)
(5),
surgical (excision) (20) and thermal
(electrocautery) (5). All these techniques
left some kind of hypo or hyperpigmentation as well as scarring (19) With
the advent of lasers in the late 1960's the
outcome of tattoo removal completely
changed, due to its specific absorption
by the pigment itself. One study resumes
the final cosmetic outcome in removing
tattoos with the (continuous wave) CW
CO2 laser (4).Even though the CO2 laser
gave more acceptable results than
chemical or mechanical methods, there
was still unacceptable scarring. All
patients treated by argon and carbon
dioxide laser have some form of
secondary scar formation making both of
them are not the ideal treatment
modalities (3,6). Leon Goldman published
his first report of the use of a Q-switched
ruby laser on a tattoo removal (12). The
technique was abandoned for almost 20
years. The reasons were mainly technical
and commercial. The Q-switched ruby
laser at this time was more a laboratory
system than a laser which could be used
in daily dermatological clinics. The first
no scarring tattoo removal was
demonstrated in Scotland by Reid et al
(23)
.later on other teams refined the
technique and used other Q-switched
laser (17) .Within the last 13 years, Qswitched laser systems have been
available, which leave minimal damage.
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They are able to remove some tattoos,
depending on pigments that used (19),
without scarring, hypo or hyperpigmentation. Caution must be taken
with the use of these lasers to avoid
complications such as darkening. Some
tattoo colors including flesh tones, light
red, white, peach, and light brown
containing pigments as well as some
green and blue tattoo pigments, changed
to black when irradiated with Qswitched laser pulses (2).Therefore in case
of a multicolor tattoo treatment it is best
to perform first a spot test on suspicious
areas (22).
Materials and methods
After clinical assessments of tattoo, (99)
lesions were divided according to their
tattoo's colors, then subdivided into
amateur and professional (see table 1).
Complete medical history was taken
about blood diseases, viral hepatitis,
history of medications that were used by
patient
(aspirin,
steroid,
and
anticoagulant), type of ink and
instrument which were employed to
make tattoo and the age of tattoo. Then
prepare the person, shaving the hair,
clean the area, apply a topical anesthetic
(Emla cream) to skin, covered with an
occlusive dressing and left for 30
minutes. This study was done at the
dermatology department in al-zahura
hospital, Damascus / Syria from 1st of
august to 20th of December 2007.

67

Removal of tattoo by laser... Fatima A. Mohammad Ali et al

Table 1: Number of lesions, color of tattoo, and type of tattoo.
No. of lesions
Color of tattoo
Type of tattoo
20
blue
professional
38
blue
amateur
10

black

professional

6

black

amateur

8

green

professional

3

green

amateur

14

red(usually with other
color)

professional

The laser employed in this present
work was a Q-Switched Nd: YAG laser
which is characterized by: Maximum
output energy is 1Joule. Peak power is
[1J/10ns] =100 Megawatts. Pulse
duration is 7-10ns. Wavelength is 1064
and 532nm. Repetition frequency is (1,
3, 5, and 10Hz). Diameter of light spot is
2-8mm (for 1064nm). Diameter of light
spot is 2-6mm (for 532nm). Energy of
pulse is 1000mJ (for 1064nm). Energy
of pulse is 500mJ (for 532nm). Different
fluencies were used according to
treatment session (see table 2). Aiming
beam is 3.0 mW of 635nm diode laser.
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Results
The study revealed the following
results (table 2 and figures 1-7):Blue
color tattoo, amateur type responded
faster than professional, needed 3-4
sessions, while the professional needed
5-6 sessions with faint shadow (figure 12). Black color amateur tattoo was
responded faster than professional,
needed 2-4 sessions (figure 3 and 5).
While the professional black color tattoo
needed 3-5 treatment sessions (see figure
4). Complete removal of red tattoo after
2-3 treatment sessions was obtained
(figure 2, 4 and 6). For green color tattoo
there was no response after 10 sessions
(figure 7).
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Wavelength(nm)
1064

Table 2: Parameters and Results
Parameters
Color of Type of tattoo
Results
tattoo
Blue
Professional (20) Persons required (5Pulse width 10ns
6) treatment sessions but
Spot size (3mm)
all patients still have
shadow.
R.R 5Hz
Fluence 6.310.1j/cm2

1064

Pulse width 10ns
Spot size (3mm)
R.R 5Hz
Fluence 6.310.1j/cm2

amateur

Black

Professional

amateur

1064

532

Pulse width 10ns
Spot size (3mm)
R.R 5Hz
Fluence 6.310.1j/cm2

Green

Pulse width 7ns
Spot size (2mm)
R.R 10Hz
Fluence 7.310.3j/cm2

Red

Professional

amateur
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Professional
And amateur

(38) Persons required (34) treatment sessions but
all patients still have
slight shadow.
(10) persons required (35) treatment sessions for
removing completely
except
(6) Patients still have
cosmetically acceptable
slight shadow.
(6) Persons required (24) treatment sessions for
removing completely
tattoos except (2)
patients still have
cosmetically acceptable
slight shadow.
(8) Persons not response
to treatment after (910).secessions.
(3) Persons not response
to treatment after (910).secessions except (1)
patient slight faint in
color after (9) sessions.
Always the red color
tattoo in companion with
other color (Blue, black,
green). (14) Red color
tattoos all of them
professional required (23) treatment sessions to
be removed completely.
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Blue color tattoo

B

A

C

D

E
Figure 1: Professional blue tattoo A=2nd session.B= 3rd session.
C= 4th session. D= 5th session and E= 6th session.
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A

B

C
Figure 2: Professional blue and red tattoo. A=4th session for blue and 1st session for red.
B=5th session for blue and 2nd session for red. C= 6th session for blue and 3rd for red.
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Black color tattoo

A

B

C

Figure 3: Amateur black tattoo. A= 2nd session. B= 3rd session .C= 4th session
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A

B

C
Figure 4: Professional black and red tattoo. A= 2nd session for black and 1st session for red.
B= 3rd for black and 2nd for red. C= 4th for black and 3rd for red.
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A

B

C
Figure 5: Amateur black tattoo. A= 2nd session .B= 3rd and C=4th session.
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Red color tattoo

A

B

C
Figure 6: Red tattoo. A=1st session. B= 2nd session. C= 3rd session
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Green color tattoo

A

B
Figure 7: Green tattoo. A= 9th session. B= 10th session.
Complications
No complications have been seen
like: scar, disfigurement or changing in
the skin pigment, except the following
transient complications have been
noticed during this study (table 3 and
figure 8).
1. Transient textural change was seen in
(15) cases; occurred after multiple
treatment sessions (figure 8, E and F).
The textural change was resolved
completely after 4 weeks without
scarring; bepanthen ointment was used
for treatment.
2. Pin-point bleeding: - occurred in (20)
cases (figure 8, E and F) this due to in
Iraqi Journal of Medical Sciences

direct vascular injury from photo
acoustic waves generated by the laser’s
interaction with tattoo pigment (40). The
pin-point bleeding was resolved within
5-7 days; it was treated by cleaning the
area and topically applying antibiotic
ointment and protective dressing to
prevent secondary infection.
3. Systemic allergy occurred in one case
only; the patient gave previous history of
allergic rhinitis, the patient suffered,
from joint pain, chills rhinitis, myalgia
and itching after each laser treatment.
Oral antihistamines and oral steroids
before laser treatment are useful in this
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case. The Q-switched laser is mobilizing
the ink which may generate systemic
allergic response.
4. Local allergic response (figure 8, D)
happened in two cases, probably due to
photo allergic reaction .Erythema,
pruritus was happened in two cases after
Q- switched laser treatment for red ink

tattoo, this probably because the red ink
contain cinnabar (mercuric sulphide) .
This complication was treated by locally
applied (steroid + antibiotic) ointment,
oral antihistamines and sunscreen after
laser treatment.

Table 3: Complications after laser treatment.
Number of
Type of Complication
%
notes
lesions
Hypopigmentation
Nil
Depigmentation
Nil
Hyperpigmentation
Nil
Often resolved within one
Transient textural change
15
17.64
month
Permanent textural change
Nil
Scar
Nil
blister
Nil
Local allergic response
2
2.35
In red color tattoo (red ink
Erythema, pruritus
2
2.35
contain cinnabar)
Inflamed nodules,
Nil
varicose papules.
granulomas
Nil
Responded to
antihistamines and
steroids due to Q-switched
Systemic allergic
1
1.17
mobilizing the ink which
may generate systemic
allergic response
Rupture blood vessels and
Nil
aerosolize tissue
Pin-point bleeding

20
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23.52

-
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A

B

C

D

E

F

Figure 8: A, B and C = Pin-point bleeding. D= local allergic response.
E and F= transient textural changes.
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Discussion
The absorption of light pulses by the
tattoo pigments is the first and most
important step. If there is no absorption,
there is no reaction (19). When the laser
light is absorbed by the pigment
molecule, the light energy is converted
to heat or break chemical bonds in the
pigment molecules (30). As the pigment
heats up, the pigment molecule becomes
extremely hot and causes rapid
expansion of the water surrounding the
molecule within the cell (30). This in turn
creates negative pressure and a shock
wave is created near the surface of the
pigment molecule which helps to destroy
it (30). The newly created smaller
fragments are released into the lymphatic
system and removed from the body (30).
The only part of the pigment which is
really eliminated from the body is a very
superficial one as it is eliminated by
desquamation of epidermis during its
repair; this phenomenon is called
transepidermal elimination(35). Removal
of tattoo pigments probably depend on
variables factor such as color of ink and
on the chemical composition of ink,
amount of ink injected in the skin, the
immune ability to remove the disrupted
ink particles, natural skin colors and how
the depth of injected ink (16).
The reason that amateur tattoo ink is
eliminated faster than professional ink is
most likely due to a less uniform, most
shallow distribution in the dermis as well
as larger size of the individual ink
particles found in amateur tattoo. For
that reason amateur tattoo in blue and
black colors needs less treatment session
than professional. The study which done
by Reid R (22) (24) stated that, professional
tattoos required 1 - 3 additional
treatment sessions for complete pigment
removal. Another study done by
Stratigos AJ (26) stated that Amateur
Iraqi Journal of Medical Sciences

tattoos require less number of treatments
than professional tattoos. In this study
red color tattoo required from 2-3
treatment sessions to be removed
completely by 532nm Nd: YAG Qswitched laser. This explained in one
study stated that, the red color well
(11) (16),
Other study
absorbed by 532
stated that the red and black response
well in most instances (25).Study done by
Kilmer et al, stated that all tattoos
containing red ink were removed
completely in 1-3 treatment sessions
(15).
Green color tattoo not response to
Nd:YAG laser 1064nm, only one case
slight faint in color after 9 sessions this
may be due to the green color ink
contain titanium dioxide (TiO2) as
explain in study stated that {white ink,
composed of about 95% (TiO2), is
commonly used to brighten green,
yellow, and purple tattoos. the resulting
mixtures are made such that green inks,
for example, are typically composed of
30% to 40% (TiO2) (25)(28). Therefore, it
is possible that tattoos with a large
titanium fraction turn deeply black with
Q-switched laser treatment, whereas
other tattoos with smaller titanium
“burdens” darken so little with laser
irradiation that they appear grossly not to
lighten. With repeated treatments of
green tattoos, one possible scenario is
that the green “organic” portion, at least
superficially, is being eliminated, where
as the titanium portion is darkening (25). It
is unknown, however, whether TiO2 is
playing a role in resistance or,
alternately, whether there is simply a
higher damage threshold for the organic
azo-dyes commonly used as green tattoo
inks (25). Other study stated that green ink
is best treated by a red wavelength
(694nm or 755nm) because the
absorption of green ink is greatest at this
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wavelength. (11)(17)(18). The Q-switched
Nd: YAG presented better initial as well
as long-term results (13) (14). Other study
done by Jone A, and Grevelink JM,
showed that the benefit of Q-switched
Nd: YAG laser, it is safe used in darkerskinned patient in whom melanin
absorption is concerned (10) (12).
In the present study the treatment with
Q-switched Nd: YAG laser offers
bloodless, low risk, no permanent
complication no scarring and no
disfigurement in skin was seen, The
complication in this study is mainly
transient textural change (no scarring)
often resolved within one month, and
pinpoint bleeding resolved within 5-7
days. There is no change in pigmentation
of skin (no hypopigmentation or
hyperpigmentation) this probably due to
good preparation to patients; sun block is
used by patients before and after laser
treatment. So it is considered standard
treatment for patient seeking tattoo
removal.
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Prevalence of hyaline membrane disease in cesarean section in alkadhamia teaching hospital
Areeg Abdul- Abass Al-Omrani CABP.
Abstract
Background: Hyaline membrane disease ,one of
the commonest cause of sever respiratory distress
early in life ,which is caused by surfactant
deficiency is described not only in preterm infant
but also in near term babies after cesarean
section .
Objective: The study aimed to identify the
occurrence of hyaline membrane disease
following cesarean section (cs) in ALKadhimiyia Teaching Hospital.
Patient and methods: The study was conducted
during the period between 1st January-30 April
2009, on 372 neonate born in AL-Kadhimiya
Teaching Hospital .All patients were singletons,
their gestational age between 37-40 weeks, and
their body weight >2.5 kg. They were grouped
into 3 groups according to the mode of delivery,
normal vaginal delivery (NVD), emergency or
elective CS.
Result: Males were affected more than females
(14.1%&9.2% respectively), occurrence of
hyaline membrane disease was much higher after

Introduction
Hyaline membrane disease (HMD)
which is characterized by stiff , non –
compliant lungs and is due to surfactant
deficiency ,is one of the commonest
cause
of
Respiratory
distress
syndrome(RDS ) that occur early in life
(1)
,This syndrome defined as the
presence of at least two of
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delivery by CS(18.5%)., than after NVD (4.76
%).There was little difference in the occurrence
of hyaline membrane disease between
emergency and elective CS and the lower the
body weight of the neonate the more the
occurrence of hyaline membrane disease was
noted.
Conclusion: Normal vaginal delivery has a
possible protective effect against hyaline
membrane disease as the frequencies of it’s
occurrence was noticed to be less in normal
vaginal deliveries than in cesarean section
deliveries.
Key words: Hyaline membrane disease, normal
vaginal delivery, cesarean section ,elective
,emergency .
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the following clinical sings: tachypnea
>60 , dyspnea with inspiratory sub costal
and intercostals retractions, nasal flaring,
expiratory grunting and cyanosis in
room air . the most frequent underlying
cause of RDS during the first 48 hours
are transient tachypnea of the new born ,
infections,
meconium
aspiration
syndrome , hyaline membrane disease
(HMD) and perinatal asphyxia (2).The
diagnosis of HMD will depend on
clinical feature in addition to chest
radiography which shows diffuse
reticulogranular
opacities
,
air
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branchograms and small lung volume the
main factors predisposing to HMD
include prematurely , male sex , and
maternal diabetes(3) .also cesarean section
in particular is associated with increase
incidence
of
hyaline
membrane
(4)
disease ,and delivery by cesarean
section continue to increase in both
developed and developing countries (5).
Patient and method
A cross -sectional study was done in
Al-Kadhimiyia Teaching hospital at the
period from 1st of January-30 April
2009. A three hundred seventy two
neonate were included in the study
189(50.8%), delivered by normal vaginal
delivery and 183(49.2%) delivered by
cesarean section (160 of them delivered
by emergency cesarean section and 23
by elective cesarean section), all of them
were singletons, their gestational age
from 37-40 weeks and without apparent
congenital
malformations,
all
pregnancies associated with preeclampsia , chronic hypertension,
diabetes, multiple gestations and
meconium stained amniotic fluid were
excluded.
We recognized cesarean sections
done after the start of labor or rupture of
membrane as emergency cesarean
section, while those done before the
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onset of labor or by scheduled surgery
were considered as elective cesarean
section. Vaginal delivery was considered
normal if the onset of labor was
spontaneous and there was no
complication
of
pregnancy
or
instrumentations.
Then all neonates were grouped into
three groups according to their body
weight, the first group weight was 2.5-3,
kg, the second group weight was 3.1-3.5
kg, the third group weight> 3.5 kg, then
we compare the incidence of HMD in
each group. All result were expressed in
numbers
and
percentages
while
statistical analysis was done by using chi
sequire and p value of equal or less than
0.05 was designated as statistically
significant .
Results
In our study total number of neonate
was 372, 189( 50.81%) of them
delivered by NVD and183( 49.19 % )
delivered by CS and the percentage of
emergency CS was 160 ( 87.43 %) ,and
the elective CS was 23 (12.43 %) of
total CS, also it had been found that 9
(4.76 %) 0f neonate delivered by NVD
had HMD in contrast to 17.3 % (34 ) of
those delivered by CS, which is
statistical significant since p value was
0.00017 .this is shown in table 1.
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Table 1:Distibution of HMD and mode of delivery.
%
Type of delivery Em.CS
%
El.CS
NVD
%
total

%
X2=17.4

HMD
HMD +ve

30

18.7%

4

17.3%

HMD -ve

130

81.3%

19

82.6% 180

Total

9

4.76%

43

11.5%

95.2%

329

88.4%

160
100% 23
100% 189
100%
Em.CS :Emergency cesarean section
El.CS :Elective
Table 2 . Shows that 34.85 % of
those neonate whose body weight (B. wt
) was bellow 3 Kg and the percentage
decrease with increasing in B. wt until

P=0.00017

372 100%
cesarean section

it reach 4.73 % of neonate with B.wt
more than 3.5 Kg which statistically
significant result , p value equal to
0.00000012.

Table 2: Distribution HMD according to body weight.
2.5-3 kg
3.1-3.5kg
>3.5kg
total

B.wt
No

HMD

df=2

%

No

%

No

%
X2=35.03

HMD+ve
23
HMD-ve

34.85%

43

13

8.23 %

145

7

4.73 %

91.77%

65.15%

43
329

141

df=3
P=o.oooooo12

95.27%
372

total
66

100 %

158

100 %

148

100 %

B.wt :body weight

In this study it had been found that male
were slightly affected more than female

(14.1% and 9.2% respectively) as shown
in table 3.

Table 3: Distribution of HMD according to sex.
Male
females
Total
No.
%
No
%
HMD+ve
HMD-ve
Total

25
152
177

14.2
85.8
100

18
177
195
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9.3
90.7
100

43
329
372
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Discussion
In this study the occurrence of
HMD in term babies was high (11.5%)
in comparism with other studies like a
study in England(6) where the incidence
is 0.1%.
Delivery by CS showed increased
risk of HMD in both emergency and
elective CS, but the risk is low in
neonate delivered by NVD. These results
are similar to many other studies which
had demonstrated the protective nature
of NVD in lowering the incidence of
HMD.In Norwegian population –based
cohort study they found cesarean
delivery to be a major risk factor
associated with the development of
HMD(7) .A hospital based case control
study in Beirut showed that after
controlling for other factors HMD was
twice as likely in infants delivered by
cesarean delivery (8) . Another study done
in Pakistan showed that HMD is three
folds higher in CS group than those
delivered vaginally(9).Some authors have
suggested that the mechanism for
decreased HMD in vaginally delivered
neonates is associated with endogenous
prostaglandin production stimulated by
uterine activity (10,11) . Some have
suggested labor results in the release of
lung surfactant into the airways, other
theories to explain HMD in cesarean
delivered infants include persistent fetal
circulation as well as increased retention
of pulmonary fluid in neonate delivered
by CS.(12) During vaginal delivery about
one third of fetal lung fluid is removed
by squeezing the babies chest, this
removal is missing during delivery by
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CS(13). Others have suggested that a betaadrenergic surge during labor may be
responsible for the ultimate fetal lung
expulsion of surfactant in preparation
for birth(14-16) .
In this study HMD was nearly the
same in those delivered by emergency
CS and in those delivered by elective
CS, while in other studies like Curet et al
, and Kim A found cesarean delivery
before labor associated with higher
incidence of HMD compared with
cesarean done after the onset of labor
pain(17-19) .This can be explained by the
fact that the time of delivery that matters
because that is what determines lung
functional development – a view borne
out by Gabert et al (20) . who showed that
CS was not associated with HMD when
the lecithin –sphingomylin ratio offered
a good prognosis. In this study HMD
was inversely proportional to body
weight of neonate , similar results were
obtained by many other studies like in
Australian study showing that higher
risk of HMD was associated with body
weights lower than 2.5kg and the risk is
lower in those Weighing > 3.5 kg (9) .
This was explained by the fact that
HMD is thought to be caused by high
lung alveolar surface tension, causing
atelactesis and lack of pulmonary
surfactant, which is a combination of
lecithin
,phosphatidylglycerol
,
cholesterol and surfactant apoproteins.
The production of surfactant by fetal
lung begins by week 20 but does not
reach the surface of the fetal lung until
much later(15) .In this study males are
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affected more than females and this is
similar to all the above studies.
All doctors should always remember that
NVD has a protective effect against
hyaline membrane disease, so CS should
be limited only to those patients with
real indications, and elective CS should
always be planed at 39-40 weeks of
gestation.
Also patients should be educated about
the risk of CS on the baby.
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Redo hypospadias surgery; experience with 27 patients with prior distal
or proximal hypospadias repair failure
Ula Al-Kawaz FIBMS; FEBU.
Abstract
Background :Urethral reconstruction in failed
hypospadias poses a significant challenge. We
report our experience using tabularized incised
plate method in distal type of hypospadias and
excision of fistulous tract with dartos flab in
more proximal types of hypospadias.
Objective: To retrospectively review our
experience in a series of re-operative
hypospadias repairs for distal and proximal types
of hypospadias repair failure.
Materials and Methods: Between December
2006 and June 2009, 27 children (mean age 4.8
years, range 2 years to 11 years) were referred
for re-operation of failure of hypospadias repair.
The patients were divided into 2 groups; group1
(20 patients) with distal and midshaft
hypospadias. In these cases, the Tubularized
incised plate (TIP) urethroplasty was covered
with an additional layer of subcutaneous tissue or
dartos flap. Group 2(7 patients) with proximal
shaft or penoscrotal hypospadias types that were
complicated with fistula formation, excision of
the fistula tract was done with closure with
interrupted sutures and a second layer covering
(dartos) was performed

Introduction
Numerous methods for repair of
hypospadias have been introduced.
However, urethrocutaneous fistula or
neourethral dehiscence was the most
troublesome
complication.
These
problems are the main difficulty in reoperations, because in these cases
urethral reconstruction is required, but
only a small amount of penile foreskin is
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The original location, associated complications
and results were recorded.
Results: for group 1 There were 5 (25%),
incidences of complications of TIP re-operation,
3 meatal stenosis, one stenosis with small fistula
and one dehiscence. Re-operation was necessary
in only one patient of our series (7.6%) and the
others were cured by dilatation.
Group 2: 2 patients out of 7(28.5%) had failure
of repair with persistence of the fistula that
required reoperation
Conclusion: for distal type Hypospadias using
TIP urethroplasty as described by Snodgrass, is a
suitable method for treating primary and reoperative cases. While for more proximal
hypospadias closure of the defect and a second
layer covering to prevent fistula is a viable
option treatment.
Key words: urethroplasty; hypospadias; urethral
plate; tubularized incised plate (TIP)

IRAQI J MED SCI, 2009; VOL.7 (3):88-93

available.On the other hand, the
vasculature of previously operated
tissues may be suboptimal, resulting in
further complications. In 1994, Warren
Snodgrass described a procedure using
tubularized
incised
plate
(TIP)
urethroplasty with excellent results (1).
The TIP urethroplasty has also been used
successfully in re-operative and complex
hypospadias repairs (2-4).
Although, tubularized incised plate
urethroplasty is well described, there are
few reported experiences pertaining to
complicated hypospadias or circumcised
patients that are re-operated by this
technique. We report our results in using

88

Redo hypospadias surgery…..Ula M. Al-Kawaz.
the TIP urethroplasty with a local flap in
previous hypospadias repair complicated
by fistula or dehiscence.
On the other hand fistula that develops
after repair of more proximal types of
hypospadias are more challenging, they
require more delicate procedures and a
higher failure rate.
Materials and methods
Between December 2006 and
June 2009, 27 children (mean age 4.8
years, range 2 years to 11 years) were
referred for re-operation of failure of
hypospadias repair.
The patients were divided into two
groups
Group 1: twenty [20] patients had a
failed hypospadias repair of distal [18
patients] and mid shaft [2 patients]
penile hypospadias (Figure 1) who had
previously
undergone
a
failed
hypospadias repair. The previous
techniques utilized were Mathieu repair
in 6, MAGPI in 4 and unknown in 10.
Glanular hypospadias were excluded
from this study. The interval from the
last surgery to TIP re-operation was
between 6 months to 9 years.
After the primary evaluation, tubularized
incised plate urethroplasty (TIP) was
performed
for
correction
of
complications related to the previous
hypospadias surgery. All of the reoperations were performed by the same
surgeon. After general anesthesia, a stay
suture was placed through the glans for
traction. Then the penis was degloved
and any meatal stenosis or fistula opened
widely, to prevent subsequent stricture
formation. An artificial erection was
carried out for ventral curvature, as a
necessary step. Parallel incisions
separated the glans wings from the
urethral plate and the plate was incised
in the mid-line as described by
Snodgrass (1). An 8F or 10F Foleys
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catheter was passed into the bladder for
post operative urinary diversion, then, an
urethroplasty was performed using
subcuticular 4/0 vicryl continuous
sutures. The epithelium of the urethral
plate was inverted toward the lumen to
avoid fistula formation. Care was taken
to avoid suturing the distal urethral plate
too tightly, which may result in meatal
stenosis. Usually only 1 or 2 sutures beyond the mid glans penis level of the
plate were needed, leaving the
neomeatus oval in configuration (3). The
neourethra was covered by a second
layer of dartos tissue pedicle then
closing the skin with interrupted sutures
and a compression dressing was applied.
All patients were discharged from the
hospital one to two days after surgery.
Catheter and dressing were removed
after five days. Patients were examined
twice in the first month (Figure 2), with
follow-up within a 6 month period.
Patients who had an acceptable cosmetic
appearance and voided from the end of
the penis with no difficulty were
considered as successful surgery.
Group 2: 7 patients had failed
hypospadias repair of proximal penile [4
patients] and penoscrotal [3 patients]
hypospadias (Figure 3).
All the patients had fistula formation
near the proximal end of the neourethra
of the previous repair
After the initial assessment of the
patients, repair of the fistula was decided
and under general anesthesia, the
procedure started with the assessment of
the neourethra with calibration to
exclude any stenosis or stricture, a 8 or
10 Fr Foleys’ catheter was inserted to the
bladder, excision of the fistula and
closure of the defect with interrupted 4/0
vicryl sutures with inversion of the
urethral edges towards the lumen then
covering the area with a second layer of
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dartos tissue pedicle harvested from the
nearby tissue (Figure 4), the skin was
closed by interrupted sutures (Figure 5).
At the end of the procedure
suprapubic cystostmy tube was inserted
as safety measure to divert the urine and
a compression dressing was applied. All
patients were discharged from the
hospital one to two days after surgery.
Catheter and dressing were removed
after four days and suprapubic
cystostomy on day 6. Patients were
examined twice in the first month, with
follow-up within a 6 month period.
Patients who had an acceptable cosmetic
appearance and no recurrence of the
fistula and voided from the end of the
penis with no difficulty were considered
as successful surgery.
Results
The mean follow-up after surgery
was 6 months (range 4-9 months)
Group1
There were five complications; a
six-year old boy that was referred after a
failed repair. The day after surgery he
developed severe bladder spasms.
Subsequently, the patient’s glanuloplasty
dehisced which required re-operation.
Three children developed meatal
stenosis that responded to 2-3 times
calibration. The fifth child developed a
pin hole fistula and stenosis. After 6
weeks calibration (twice per week), both
of them were cured.
Group2:
Two
children
developed
complication including failure of the
fistula closure after repair that required
another operation after 6-12 months
Discussion
In the correction of complicated
hypospadias, it is preferable to use
vascularized preputial or penile skin.
When genital skin is unavailable or
insufficient, it may be necessary to
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choose extragenital tissues such as skin,
bladder mucosa and buccal mucosa, in
order to complete a successful repair.
Duckett et al.(5) comment that buccal
mucosa grafts are the best urethral
replacement for redo surgery and for
stricture disease, and the meatus will be
durable.
In contrast, hypospadias repair
with
Snodgrass
incised
plate
urethroplasty in primary cases, has
gained widespread acceptance because it
is versatile, and has the advantages of
reliably creating a vertically oriented
meatus, while having a lower
complication rate than other techniques.
These excellent results have been
reported in literature as primary repair (1,
3).
Although the use of Snodgrass
urethroplasty has been extended from
primary to re-operative hypospadias (2, 4,
6, 7),
these reports do not appear to be
very conclusive.
In group 1 patients (n=20), our
complications rate (25%) was related to
five patients: i.e. three meatal stenoses,
one stenosis with a small fistula and one
dehiscence. This study, and also the
report of Yang et al. (8), demonstrated
that the meatal stenosis is the most
frequent form of complications in reoperative TIP urethroplasty especially in
distal types. Although a wide neomeatus
has been made, the meatal stenosis had
the most complications.
The results would be similar to
Snodgrass and Lorenzo (3) who reported
the usage of TIP urethroplasty to repair
proximal hypospadias (33%). Although
their cases were proximal, complications
in re-operation (2) were 3 in 15 (20%),
and is similar to those reported by
Shanberg et al. (6) and Borer et al. (9)
24%, 15%, respectively. It is very
important to note that in only one patient
of our series, re-operation was necessary
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while others were cured by dilatation;
this indicates that the ultimate success
rate without another operation was
92.4%. We had a patient with dehiscence
glanuloplasty
that
underwent
a
successful second redo tubularized
incised plate urethroplasty re-operation
and responded satisfactorily
For prevention of fistula, when
possible, the neo-urethra was covered
with a blanket of tunica vaginalis (Figure
4) or some other buffering vascularized
layer as an alternative flap for multilayer
coverage of the urethroplasty. Therefore,
the incidence of fistula was only one
case that could be due to meatal
stricture. Meatal stenosis is the most
reported form of complication and
usually responds to dilatation. Although
uroflowmetry was not performed, meatal
stenosis was evaluated clinically. Based
on the opinion of Duckett et al.(5),
flowmetry is a good objective measure
of caliber, but observation of a good full
stream is subsequently more revealing in
follow-up. Ideally one should have both
(5).

In conclusion, using the TIP
urethroplasty as described by Snodgrass
et al. is a suitable method for treating the
re-operative cases. It can also be used
successfully in patients who do not have
a healthy skin flap and for circumcised
patients when there is a complete lack of
foreskin.

Group2:
In the management of fistula of more
proximal hypospadias failed repair, the
same principles of excision of the fisula
tract, tension free closure and a second
layer covering help decreasing the
incidence of complications specially
dehiscence and fistula after the redorepair
Bracka (10) reported his experience with
600 patients with primary and secondary
hypospadias repairs, he concluded that
the second layer largely decrease the
incidence of fistula from 63% without a
second layer to only 5.4% with the use
of dartos flap as a second covering layer
While Massimo Catti et al(11) described
the incidence of fistula in redo
hypospadias repair was as high as 20%
and this was more common with free
graft use like buccal mucosal graft than
grafts with a pedicle.
In the second group series seven [7]
patients had fistula as a complication of
prior proximal hypospadias repair two of
them developed fistula postoperatively
making the fistula rate as high as
28.5%.Although the patients’ sample is
small (seven patients only) this high
failure rate can be explained by several
reasons like the early experience of the
surgeon and the type of suture material
used which is vicryl 4/0 while ideally it
is 6/0 or 7/0 vicryl as described by
Massimo
Catti(11)

Figure 1
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Figure 2

Figure 3

Figure 5
Figure 4
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Study of Socio-demographic characteristics of patients with
congenital coagulation disorders
Enas Talib Abdul-Karim1 PhD , Saad Fadhil Mohammed2 MBchB.
Abstract
Background: patients with genetic deficiencies
of plasma coagulation factors exhibit life-long
recurrent bleeding episodes into joints, muscles
and closed space, either spontaneously or
following an injury.
Objective: The present study aimed to
determine
the
socio-demographic
characteristics of patients with congenital
coagulation disorders.
Methods: A cross-sectional study was
conducted at the Centre of Congenital
Coagulation Disorders in the Al-Mansour
Pediatric Teaching Hospital in Baghdad for the
period between 1st of March to 31st of August
2008.
The study sample was comprised of 243
patients with different congenital coagulation
disorders who attended the Centre during the
study period.
Data were collected through well structured
questionnaire form introduced only by the
researcher by interviewing with the patient or
his/her relative or care giver.
Results: showed that hemophilia and Von
Willebrand Disease (VWD) constituted the
majority (90.1%), of the studied sample

Introduction
Coagulation disorders deal with
disruption of the body's ability to
control clotting.(1) Coagulation factor
disorders can arise either from
deficiency, usually congenital, of a
single factor- e.g. factor VIII in
hemophilia A or from multiple factor
deficiencies which are often acquired,
e.g. secondary to liver disease (2)
Patients with genetic deficiency of
plasma coagulation factors exhibit
lifelong recurrent bleeding episodes
1
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The mean age of all patients was 14.31 ±10.42
years. About 77% of patients were from
Baghdad governorate. Some families (15.6%)
of the studied patients had three or more
members
with
congenital
coagulation
disorders. For those patients aged ≥7 years,
41% of them had not attended or left school
due to their disease. For those patients aged
≥18 years, 68.4% of them were unmarried, and
45.07% of them had no work due to their
disease. Treatments were available to the
majority (97.1%) of patients
Conclusions: The features in this study were
similar to other studies in Mediterranean
region and Western countries, except that the
mean age of patients in this study was lower
than that in other studies, blood groups showed
no significant effect on types of congenital
coagulation disorders, the disease showed
adverse effects on all levels of education of
patients
Key words: Study of Congenital coagulation
disorders in Baghdad city
IRAQI J MED SCI, 2009; VOL.7 (3):94-106

into joints, muscles, and closed
spaces,either
spontaneously
or
following an injury. The most common
inherited factor deficiencies are the
hemophilias; X-linked diseases caused
by deficiency of
factor VIII
(hemophilia A) or factor IX
(hemophilia B). Rare congenital
bleeding disorders due to the
deficiencies of other factors including
factor II (prothrombin), factor V, factor
VII, factor X, factor XIII, and
fibrinogen are usually inherited in an
autosomal recessive manner (3).
Hemophilia A (factor VIII
deficiency) one out of every 5000
males worldwide; Christmas disease,
or hemophilia B, is less common than
hemophilia A. both are the most
common severe inherited bleeding
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disorders (4), Von Willebrand’s disease
affects both males and females and is
often diagnosed in children, the
remaining
defects,
generally
transmitted as autosomal recessive
traits in both sexes, are rare, with
prevalence
of
the
presumably
homozygous forms in the general
population ranging from approximately
1 in 2 million to 1 in 500,000 (5).
Frequently these conditions produce
life-threatening and limb- threatening
complications. Moderate and mild
coagulopathies may remain clinically
silent until they are detected
serendipitously on routine laboratory
screening assay for global coagulation
(e.g. PT or aPTT ) or when these
assays are ordered to evaluate the
cause of abnormal bleeding or easy
bruisability ( 6) .
This study was done to assess the
social and demographic characteristics
of patients with congenital coagulation
disorders.
Patients and methods
A cross-sectional study was
conducted at the Centre of Congenital
Coagulation Disorder (CCCD) in
Baghdad city, this centre is the only
centre in Iraq, was opened in 1997 and
located within the Al-Mansour
Pediatric Teaching Hospital which is
connected
with
the
General
Administration of Medical City in
Baghdad, it has a special Laboratory
for diagnosis and wards inside the
hospital for diagnosis and treatment for
patients (from all age groups) who
visited the centre from all over the
country, The centre gives medical
services to all patients with congenital
coagulation disorder (CCD) who attend
the centre except hemophilic patients
with AIDS (referred to Al-Towaitha
hospital for treatment), the centre also
provides medical consultation about
surgery for patients with CCD. The
number of patients who attended the
Centre each day was around 15

patients (new& old ones), and by the
time the study was finished there were
1048 files for all patients who attended
the Centre since it was opened until the
end of the study period.
All patients (old and new cases)
attending the CCCD for diagnosis,
treatment, consultation, and follow up
were included in the study during the
period from the 1st of March to the 31st
of August 2008, the work was for 5
days per week with a working hours of
4-5 hours/day. Two hundred forty three
patients with different congenital
coagulation disorders were included
through well structured questionnaire
form, data collected by the researcher
only by direct interviewing with the
patients or his\her parents or close
relative. Information collected included
different
socioeconomic
and
demographic characteristics, family
history, Some information were taken
from the file of the patients like type of
CCD, blood levels of factor VIII and
factor IX for hemophilic patients,
blood groups, , and availability of
treatment.
In this study, the severity of
hemophilia was classified on the basis
of the patients baseline level of factor
VIII or factor IX, patients having less
than 1.0 unit/dl (<1%) of the specific
clotting factor were considered as
severe hemophilia, patients having 1-5
unit/dl as moderate hemophilia and
patients having greater than 5 unit/dl
were considered as mild hemophilia (4).
Data analysis was done using
descriptive measures including mean,
median,
standard
deviation,
percentages, and test of significant
done using chi-square. P value≤ 0.05
was considered significant.
Results
Hemophilia (A & B) and Von
Willebrand disease constituted the
majority (90.1%) of patients and
corresponded to 64.6% of patients with
hemophilia A, 16% hemophilia B, and
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9.5% with Von Willebrand disease.
Rare bleeding disorders (RBD)
including factor 1, V, VII, X, and
factor XIII deficiencies constituted
9.9% of the study sample. The
proportion of cases with hemophilia A
to B was 5:1 (table 1).
Generally, the studied sample
included 90.1% males, and 9.9%
females. All cases of hemophilia were
males while the other congenital
coagulation disorders include males
and females totally in about equal
number and even in each disease, the
sex distribution is close in numbers, Of
243 patients; 239 (98.4%) were Arabic,
while only 1.6% were Kurdish and
they were hemophilic. All cases were
Muslims, The mean age with standard
deviation for all patients was 14.31±
10.42. The largest range of age was
found among patients with factor VII
deficiency 3.5 - 50 years. The least
range of age 5 – 15 years
was
found among patients with factor XIII
deficiency (Table 1).
Table-2: shows that 73.7% of
patients with congenital coagulation
disorders were below 20 years of age
on attending the centre during the
study period. It was found that most
cases of hemophilia were either severe
(66.3%) or moderate (22.5%), while
the mild cases constituted only 11.2%
of hemophilia patient. Statistically, the
difference between the degree of
severity of patients with hemophilia A
and patients with hemophilia B was not
significant P=0.494 (Table 3)
It was found that 187 patients
(77%) were from Baghdad and 23%
were from other governorates mainly
those around Baghdad such as Dyala
[26 patients,(10.6%)], Babil [6
patients,(2.5%)],
Salahaddin
[6
patients, (2.5%)], Anbar [5 patients,
(2.1%)], and Wasit 2.1% (Table 4)
Out of 178 patients of ≥7 years
of age; 7.3% were not attending
primary school due to their diseases,

and 41% had not attended or left
school due to their diseases in
comparison to 10.7% of patients who
had not attended or left school not due
to their diseases . Also it was noticed
that slightly less than one third of them
were either illiterates (9%) or just read
and write (23%). On the other hand; 6
patients (3.4%) finished only the
secondary school, and only 3 patients
(1.7%) finished the university. Also
43.2% were still studying in different
stages and more than half of them were
still studying in primary school.(Table
5)
It was found that out of 79
patients above 18 years old; about two
third (54 patients, 68.4%) of them were
single, and about one third 31.6% of
them were married.(Figure 1)
It was found that 45.07 had no
work due to their diseases (Figure 2).
Generally speaking, slightly more
than two third of patients (68.7%) had
positive family pedigree and less than
one third (31.3%) had negative family
pedigree.(Table 6)
Figure 3 shows that:
- 134 patient’s families (55.1%) had
only one patient with CCD.
- 71 patient’s families (29.2%) had two
patients with CCD.
- About 10% of patients families had
three patients with CCD.
- 6 patient’s families (2.5%) had four
patients with CCD.
- 8 patient’s families (3.3%) had five
patients with CCD.
It was found that 110 patients (45.3%)
had blood group O, 70 patients
(28.8%) had blood group B, 47 patients
(19.3%) had blood group A, and 16
patients (6.6%) had blood group AB.
Blood group showed no significant
effect on type of CCDs, P value was
0.384.(Table 7)
During
the
study
period,
recombinant factor VII and factor IX
were available to all patients with
deficiencies
of
these
factors.
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Recombinant factor VIII was available
to the majority of hemophilia A
patients except 7 patients who received
cryoprecipitate instead of recombinant
F VIII concentrate When the latter was
unavailable.(Table 8).
The median of times of attendance
of all studied sample was 4 times per a
year with a range of 0-39 times.
Hemophilic patients had the largest
range (up to 39 times) of attending the
Centre per a year, while patients with
factor X deficiency had the largest
median of times (10 times) of attending
the Centre per a year. The least median
of times of attending the Centre was
noticed in patients with Von
Willebrand disease and patients with
factor XIII deficiency which was only
2 times per a year.

Days of admission during the last
12 months: For all patients, the median
was 5 days of admission per a year
with a range of 0-55 days. The largest
median of days of admission to the
centre per a year was noticed among
patients with factor X deficiency (13
days) , while patients with factor XIII
deficiency or Von Willebrand disease
had the lowest days of admissions to
the centre
(2 days, 3 days
respectively) per a year, patients with
hemophilia A were found to have the
largest number of admission days (up
to 55 days) per a year, and then
followed by patients with hemophilia
B (up to 38 days per a year). Other
congenital coagulation disorders had
admission of 20 days or less per a year.
Treatment were available for 97.1% of
patients with CCDs (Table 8)

Table 1: Distribution of patients with congenital coagulation disorders in the sample
Types of CCDs*

Sex

ٌRace

Mean age
±

Range of total
age

SD**(year)

Male

Female

Arabic

Kurdish

No

%

No

%

No

Hemophilia A

157

100

---

----

154

3

14.95±10.3

Hemophilia B

39

!00

----

-----

38

1

Von Willebrand
10
43.5 13 56.5 23
disease
Factor
I
4
66.7 2
33.3 6
deficiency
Factor
V
0
----- 1
100
1
deficiency
FactorVII
4
44.4 5
55.6 9
dificiency
66.7 1
33.3 3
Factor
X 2
deficiency
60
2
40
5
Factor
XIII 3
deficiency
219
90.1 24 9.9
239
Total
*CCDs= congenital coagulation disorders
**SD=Standard Deviation
*** m=months
**** y=years

%
64.6

10.313.29±

5 m***- 157
43y****
7 m-41 y
39

---------

11.29± 8.3

1 y-35 y

23

9.5

-------

13.27 ±7.9

1.5 y-21 y

6

2.5

---------

18.25

18 y

1

0.4

------------

15.8±16.3
23.8 ±17.1

3.5 y50 y
6 y-40 y

9
3

3.7
1.2

8.6 ±3.7

5 y-15 y

5

2.1

14.3 ± 10.4

5 m-50 y

243

100

------4
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<1

2

1-4

29

5-9

28

10-14

0.82

%

Rare
inherited
bleeding
disorders
Freq

%

%

Freq

Von
Willebran
d disease

Hemophili
aB
%

Freq

Age (years)

Freq

Hemophili
aA

Table 2: Distribution of congenital coagulation disorders by age

Freq

%

4

1.64

2

0.82

-

10

4.12

5

2.06

5

2.06

49

20.17

11.53

7

2.88

7

2.88

7

2.88

49

20.17

32

13.17

6

2.47

5

2.06

2

0.82

45

18..52

15-19

22

9.05

3

1.23

3

1.23

4

1.65

32

13.16

20-29

28

11.52

8

3.3

2

0.82

3

1.23

41

16.87

30-49
Total

16
157

6.58

3
39

1.24

1
23

0.41

3
24

1.24

23
243

9.47
100

11..93

-

Total

Table 3: Degree of severity of hemophilic patients in the studied sample

Hemophilia A

Hemophilia B

Total

Freq

%

Freq

%

Freq

%

Mild

17

10.8

5

12.8

22

11.2

Moderate

38

24.2

6

15.4

44

22.5

Severe

102

65.0

28

71.8

130

66.3

Total

157

100

39

100

196

100

Degree
severity

χ2

P value

1.41
df=2

0.494

of
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Table 4: Governoratal distribution of patients with congenital coagulation disorders
Governorates

No. of patients

%

Baghdad

187

77

Dyala

26

10.7

Babil

6

2.5

Salahaddin

6

2.5

Anbar

5

2.1

Wasit

5

2.1

Najaf

2

0.8

Al-Quadessia

1

0.4

karbala

1

0.4

Mesan

1

0.4

Basrah

1

0.4

Al-Mothanna

1

0.4

Nainawa

1

0.4

Total

243

100.0

Table 5: Schooling situation and educational status of patients ≥7 years old with
congenital coagulation disorders
Educational level
Still
studying
Not attending
school
(n=16)
Primary school
(n=83)
Intermediate school
(n=49)
Secondary school
(n=20)
University (n=10)
Total

(n=178)

Reason for not obtaining
optimal educational level
Leave school
Leave school
for other
due to disease
causes

Finishing
secondary or
university
study

-

13

(81.3%)

3

(18.7%)

-

42 (50.6%)

36

(43.4%)

5

(6%)

-

23 (46.9%)

17

(34.7%)

9

(18.4%)

-

6

(30%)

6

(30%)

2

(10%)

6

(60%)

1

(10%)

73

(41%)

77
(43.2%)
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Table 6: Family pedigree of patients with congenital coagulation disorders
Family pedigree
Congenital coagulation
disorders

yes

no

No.

%

No

%

Hemophilia A

116

73.9

41

26.1

Hemophilia B

27

69.2

12

30.8

Von Willebrand disease

12

52.2

11

47.8

Rare inherited bleeding
disorders

12

50.0

12

50.0

Total

167

68.7

76

31.3

25 (31.6%)

Married
Single

54 (68.4%)
Figure 1. Marital status of patients with CCDs in those
above 18 years old
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Have no work
due to other
reasons, 8.45%
Have a work,
46.48%
Have no work
due to
disease,
45.07%
Figure 2. Distribution of working status for patients with
CCDs in those above 18 years old except those still
studying.

140

55.10%

120
100
No. of patients
with CCDs

% of families
No. of families
No. of patients

29.20%

80
134

60
71

40
20

9.90%
24

2.50%
6

3.30%
8

0
1

2

3

4

5

No. of affected members with CCDs in their
families

Figure 3. Ditribution of the number of affected
members with CCDs within their families
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Von Willebrand
disease

A

32

8

6

1

B

45

10

6

9

AB

10

1

1

4

O

70

20

10

10

Total

157

39

23

24

Total

47
(19.3%)
70
(28.8%)
16
(6.6%)
110
(45.3%)

χ2

9.6
df=9

P value

Hemophilia B

Rare
bleeding
disorders

0.384

Blood group

Hemophilia A

Table 7: Blood group distribution among patients with congenital coagulation disorders

243

Table 8. Distribution of times of attendance and days of admission to the Centre
during the last 12 months for patients with CCDs
Types of
Times of
Days of admission
Treatment
to centre during
availability*
CCDs*
attendance to
centre during
last 12 months
last 12 months
Median Range Median Range
Yes
%
No %
5
0-39
6
0-55
150 95.5
7 4.5
Hemophilia
%
A
4
0-30
6
0-38
39
100
-- ---Hemophilia
B
2
0-9
3
0-17
23
100 ---- ---Von
Willebrand
bisease
6
2-12
6
2-14
Factor I
deficiency
1
-----1
----Factor V
deficiency
24
100 ---- ---5
1-20
6
2-14
Factor VII
deficiency
10
2-20
13
2-20
Factor X
deficiency
2
1-6
2
1-7
Factor XIII
deficiency
4
0-39
5
0-55
Average
236 97.1
7 2.9
Total
* Treatment availability for haemophilic patients includes only recombinant factors
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Discussion
This is the first study on the sociodemographic aspects of congenital
coagulation disorders in the Centre of
Congenital Coagulation Disorders in
Iraq, which was established in
Baghdad city on 1997, that make it
difficult to compare the result of this
study with other Iraqi studies except
with the only two studies found; one
related to the prevalence of viral
hepatitis markers in patients with
hereditary bleeding disorders carried
on 1997 by Dilshad Saber (7), and the
other was a prospective on-going study
by AL-Mondhiry (8) and was published
at Thrombosis and Hemostat Journal
1977. In this study, the majority of
patients (90.1%) had either hemophilia
or Von Willebrand disease and this
result is similar to studies in Iraq ( 8),
KSA( 9), Iran (10), Poland (11), Pakistan
(12)
, Brazil (13), Europe (14), and
Thailand (15) . In this study,
hemophilia-A was the most prevalent
(corresponded to 64.6%) among
patients with congenital coagulation
disorders. This result was in agreement
with studies in Iraq (8), Saudi Arabia (9),
Iran (10), USA (16), Canada (17), Italia (18),
Poland (11), Brazil (13), Thailand (15), and
India (19). The ratio of hemophilia-A to
B was 4:1, this result was similar to
other studies in which the ratio range
3.7:1 to 6.5:1 as such that in:
Iran by Mehdizadeh et al., (20)
the ratio was 5: 1.
India by Kulkarni et al., (19) the
ratio was 5.3: 1.
USA by Michael Soucie et al.,
(16)
the ratio was 3.7: 1.
Brazil by Rezende et al., (13) the
ratio was 5: 1.
Canada by Ronald O. Barr et al.,
(17)
the ratio was 4: 1.
Spain by Aznar et al., (21) the
ratio was 6.5: 1.
Poland by Windyqa et al., (11) the
ratio was 6: 1.

Most cases of hemophilia
were severe (66.3%), followed by
moderate (22.5%), and mild (11.2%).
This distribution of severity, as
expected, reflect that the severe cases
attended the Centre more frequently
than moderate or mild cases and
caused increase in their prevalence.
This result was in concordance with
report
of
National
hemophilia
(22)
. The result that severe
foundation
form was more prevalent than the other
form was in agreement with a study in
USA (16), Italia (18), Poland (11), Canada
(
18), Brazil (13), and Netherlands (23). In
this study, the proportion of moderate
and mild forms had disagreement with
other studies (9, 20), this discrepancy in
the prevalence of degree of severity of
hemophilia in different studies may be
related to differences in the types of
studies and on the criteria on which
hemophilia was defined.
In von Willebrand disease, male to
female ratio was 1: 1.3 and this was in
agreement to a study in Brazil (13) with
a ratio of 1: 1.5. In this study, 47.9% of
patients with VWD were between 1049 years old in contrast to 76.7% in a
study in Brazil conducted by Rezende
et al. (13) This discrepancy may be due
to that about half of patients (52.2%) in
this study were between 1-10 years of
age. `In rare inherited disorders, the
most common one was factor VII
deficiency and constituted 37.5% of
rare bleeding disorders. This result was
in agreement with a study in Iran
conducted by Karimi et al. (10), a study
in Pakistan (12) and a study in Poland
(11)
.
While rare inherited bleeding
disorders (RIBD) was found in this
study to constitute the minority (9.9%)
of the studied sample and is similar to
studies in Iraq (8) (11.3%), Iran(10)
(9.1%), KSA( 9) (14.3%), India (19) (
12.5%), and Pakistan (12) (5.9%) , but is
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more than studies in Europe (14) (35%), Brazil (13) (2.4%) , and Thailand
(15)
(3.86%). This discrepancy is most
likely due to high rate of consanguinity
marriages and large number of births
per family in Iraq. It was slightly
higher than that in Brazil (2.4%) (13),
Europe (3-5%) (14) and Thailand (3.9%)
(15)
. In all these countries in addition
to a study in North America and
Canada conducted by Acharya (24)
factor VII was the more prevalent
among RIBD and in agreement to the
result of this study.
The mean age of all patients on
examination in this study was
14.31±10.42 years which was less than
a study in Iran carried by Mehdizadeh,
et al.(20) (29.92±15.19 years), and
another study also in Iran carried by
Mohssen Nassirtoosi, et al.(25) with a
mean of 26.6±12.1 years and most of
the patients were in the third decade of
life. It has been estimated that > 80%
of patients older than 20 years of age
are HCV antibody positive as of 2006
(3)
, in the present sample majority of
patients are young ones who are born
after 1986 which might indicate that
some of them had already received
non- virucidal factor concentrate, the
study shows that 73.7% of patients
were below 20 years old, while a study
carried in Iran (20) showed that half of
the population studied was younger
than 24 years of age.
It was found that 77% of patients
were from Baghdad, and 23% were
from governorates other than Baghdad
especially those governorates close to
Baghdad geographically. This finding
may be due to inaccessibility of
patients from these governorates. The
low levels of educational status of
patients with CCDs may be explained
by fearing of patients parents from
getting trauma to their affected
children in school and so prevent them
from attending school, or due to
frequent absences from school because

of their frequent attendances and
admissions to hospital.
Unfortunately, there were no
other
studies
accessible
for
comparison.
It was found that 68.4% of all
patients above 18 years old were
unmarried. And apart from those who
still studying, 53.5% had no work
whether due to their disease or not.
Also blood groups showed no
significant effect on types of CCD.
Unfortunately, there were no other
studies accessible for comparison.
It was found that 29.2% of
families had two patients, and 15.7%
of families had more than two patients
with this disorder. This finding is due
to inherent nature of these diseases,
large Iraqi family size, and sharply
pointed to the need of proper education
and genetic counseling for family
planning
for
those
families.
Unfortunately, there were no other
studies were accessed for comparison.
In this study, family pedigree was
negative in 26.1% and 30.8%of
patients with hemophilia A and B
respectively. This result was in
agreement with what was published in
USA (27) , and was in consistent with
the hypothesis of Heldane (28) that
lethal X-linked recessive disorders in
approximately one third of patients and
are due to spontaneous mutation, but
this result was in disagreement with a
study in Poland (11) which showed that
about 50% of the hemophiliacs have no
history of bleeding diathesis in the
family.
When the study considered rare
inherited disorders, the proportion of
male (54.2%) and female (45.8%) in
this study was in agreement to that
found in a study in Pakistan (12) Family
pedigree was positive in 50% of
patients with RIBD. This finding was
in agreement with a study in North
America and Canada( 24) and a study
conducted by Herrmann et al on
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subjects from Europe and Latin
America with mutation in the factor
VII gene(29) . Although about half of
patients were with blood group O,
there were no significant differences
between the different types of CCDS
regarding their blood group, this
possibly could be due to sample size
and also those with rare bleeding
disorders were only 24 patients in the
sample.
The median times of annual
attendance to the Centre by patients
with congenital coagulation disorders
was 4 times, with a range of 0-39
times. Also these patients had a median
of 5 days admission per a year with a
range of 0-55 days of admission per a
year. This reflect the high rate of
attendance and admission of patients
with congenital coagulation disorders
to this Centre and it was mainly due to
the nature of their diseases, treatment
were available to 97.1% of patients
with CCDs, which in some way reflect
the support of the government to this
centre in spite of the difficulties facing
the country in the current situation.
There is a clear need for extensive
study in the whole country to
determine the exact prevalence and
other epidemiological distribution of
CCDS, a need to establish new centers
in governorates other than Baghdad
and planning for administering hometreatment (prophylaxis treatment) for
patients with severe hemophilia.
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Urethral Diverticulum after Endoscopic Urethrotomy, A Case Report
Ula M.R.Al-Kawaz MBChB; FIBMS (Urology).
Abstract
Diverticula of the male penile urethra are
rare clinical entities. Urethral diverticula in
males may be associated with trauma,
infection, impacted calculi or stricture disease.
Here in, we present an unusual case of a 55year-old man with and a symptomatic urethral
diverticulum after endoscopic urethrotomy for
a bulbar urethral stricture. Surgical repair
involving urethral stricture excision, end-toend primary urethroplasty, and closure of the

Introduction
Diverticulum of the male1 bulbar
urethra is a rare clinical entities with
unknown exact incidence(1) , unlike the
in females in which diverculum is
relatively a common disease. Urethral
diverticula in males may be caused by
or associated with several pathological
conditions including trauma, infection,
impacted calculi or stricture disease (1,
2)
.
The pathophysiology of most cases
of urethral diverticula appears to
revolve around obstruction of and
infection within the paraurethral
glands. The glands are thought to
become enlarged and inflamed,
eventually forming a retention cyst and
then an abscess, which ruptures back
into the urethra (3, 4).
The clinical presentation of
urethral diverticula varies considerably
from patient to patient and also may
vary depending on when during the
natural history of the disorder the
diagnosis is made. Early in the natural
history, when the periurethral gland
initially
becomes
infected,
the
predominant symptoms may be related
Dept. Surgery, College of Medicine, ALNahrain University,
Adress Correspondence to:Dr Ula M.R. AlKawaz
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diverticular neck, the patient is voiding well
but has persistent erectile dysfunction
unresponsive
to
phosphodiesterase-5
inhibitors.
Keywords:
urethral
diverticulum,
urethroplasty, stricture
IRAQI J MED SCI, 2009; VOL.7 (3):107-109

to urination.At this stage, dysuria,
frequency,
and
postmicturition
dribbling may bring the patient to
clinical attention. Later, as chronic and
recurrent
inflammation
develops
around the diverticulum, low pelvic
pain may be reported as well. Clinical
signs such as pyuria, a palpable
suburethral
mass,
suburethral
indurations, and tenderness may be
present. Diagnosis can be confirmed
by
Voiding
cystourethrography,
Ultrasonography, Urethral pressure
profilometry and Urethroscopy (5).
The case
A 55 years old man that presented
with dysuria and post micturation
dribbling, he gave a history of trauma
to the pelvis 10 years ago since then he
had a urethral stricture that was treated
four
times
with
endoscopic
urethrotomy, the patient neglected his
condition for 5 years then presented to
our unit with his urinary symptoms .
Examination
revealed
a
compressible lump at the perineum that
evacuates pus and urine through the
urethra. Urinalysis revealed pus cells
and bacteria. Cystourethrography
revealed a huge diverticulum at the
bulbar part of the urethra Figure (1);
Urethroscopy revealed
a stricture
distal to the Diverticulum that was
treated by cold knife urethrotomy and
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a wide neck urethral Diverticulum was
found. An open urethroplasty Figures
(2, 3) was decided with excision of the
whole diverticulum and the stricture
site was done with end-to-end
anastamosis and closing the urethra
and overlying layers.
Discussion
Urethral diverticula in males is a
rare disease, very few reports in the
literature about this condition,
Exact incidence is unknown (4).
Parker WR, Wheat J (5) reported
their unusual case of a 57-year-old

man with erectile dysfunction and a
symptomatic urethral diverticulum
after endoscopic urethrotomy for a
pendulous urethral stricture. One year
after surgical repair involving urethral
stricture excision, end-to-end primary
urethroplasty, and closure of the
diverticular neck, the patient is voiding
well but has persistent erectile
dysfunction unresponsive to phosphodiesterase-5 inhibitors.

Figure 1

Figure 2

Figure 3
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Torsion of the Gallbladder in an Adult: A Rare Case of Acute
Cholecystitis
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Abstract
Torsion of the gallbladder is a rare
condition that is generally due to an abnormal
anatomical variation, i.e., the presence of a
long mesocyst with loss of fixation of gallbladder to the inferior margin of the liver. The
clinical features closely mimic those of acute
cholecystitis. In any case, the definitive
diagnosis is made during surgery (1, 2).

Case report
An old woman aged 60 years was
admitted with a 12-hour history of
right hypochondriac pain, nausea, and
vomiting. Her medical history included
hypertension. Physical examination
revealed tachycardia (heart rate, 110
beats/min). Her blood pressure was
165/90 mmHg and her temperature
was 37.5°C. She was not jaundiced.
Plain abdominal X-ray revealed dilated
small bowel consistent with localized
ileus. Abdominal ultra-sonography
demonstrated a distended, fluid-filled,
thick-walled
gallbladder
with
surrounding edema. There were no
stones. The preoperative diagnosis was
acute cholecystitis. At exploration, the
gallbladder was suspended by a long
cystic duct and a short mesentery. It
was gangrenous and twisted more than
360° clockwise on the cystic duct.
Cholecystectomy was carried out
without incident.
Discussion
Acute torsion of the gallbladder
is a rare abdominal disease (1, 2).
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It affects women more frequently
than men; particularly among the
elderly. (3) Elderly females are most
frequently affected. Because of the
rarity of the condition, misdiagnosis
occurs frequently and patients are
generally diagnosed as having acute
cholecystitis (4, 5). Two types of torsion,
incomplete (rotation less than 180°)
and complete (rotation more than
180°), are described. According to
several authors, the initiator of the
torsion would be peristalsis in the
transverse colon, duodenum, or
gallbladder itself (6).
Diagnosis of the condition is
extremely difficult because of the
absence of specific clinical or imaging
signs; in particular, echography cannot
differentiate acute volvulus from other
causes of acute cholecystitis. (7)
Gallstones may or may be not present.
Surgical treatment is technically easy
because traction on the mobile
gallbladder enables the anatomy of
Calot's triangle to be readily identified.
This should lead to more laparoscopic
management of this condition.
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اﻟﻤﺠﻠﺔ اﻟﻌﺮاﻗﻴﺔ ﻟﻠﻌﻠﻮم اﻟﻄﺒﻴﺔ
ﻗﺎﺋﻤﺔ اﻟﻤﺤﺘﻮﻳﺎت
اﻟﻤﻘﺎﻻت
 اﻟﺘﻨﻤﻴﻂ اﻟﻮراﺛﻲ ﻟﻤﺴﺘﻀﺪات اﻟﺨﻼﻳﺎ اﻟﺒﻴﺾ اﻟﺒﺸﺮﻳﺔ-اﻟﺼﻨﻒ اﻷول ﺑﻮاﺳﻄﺔ ﺗﻔﺎﻋﻞ
اﻟﺒﻠﻤﺮة اﻟﻤﺘﺴﻠﺴﻞ – ﺑﺘﻘﻨﻴﺔ اﻟﺒﺎديء اﻟﻤﻌﻴﻦ ﻟﺴﻠﺴﻠﺔ ﺟﻴﻨﻴﺔ ﻣﻌﻴﻨﺔ ﻟﻤﺮﻳﻀﺎت ﺳﺮﻃﺎن اﻟﺜﺪي
اﻟﻌﺮاﻗﻴﺎت
اﺣﻤﺪ ﻋﺒﺪ اﻟﺤﺴﻦ ﻋﺒﺎس اﻟﺤﺴﻦ  ،ﻧﻀﺎل ﻋﺒﺪ اﻟﻤﻬﻴﻤﻦ  ،ﻋﻼء ﻏﻨﻲ ﺣﺴﻴﻦ  ،أﻣﻴﺮة اﻟﻨﻌﻤﺔ١.....................

 ﺗﻌﺒﻴﺮ ﺟﺰﻳﺌﻪ  CD74ﻓﻲ ﻋﺪوى  Helicobacter pyloriﻟﻠﻨﺴﻴﺞ أﻟﻄﻼﺋﻲ اﻟﻤﻌﻮي
ﻧﻀﺎل رؤوف ﻣﻬﺪي  ،ﻧﻀﺎل ﻋﺒﺪ اﻟﻤﻬﻴﻤﻦ٢.....................................................................

 اﻟﺘﺤﺮي ﻋﻦ اﻷﺟﺴﺎم اﻟﻤﻀﺎدة ﻟﻠﻨﻄﻒ ﻓﻲ ﻣﺼﻞ دم اﻟﺬﻛﻮر و اﻹﻧﺎث أﻟﻌﺮاﻗﻴﻴﻦ وﻋﻼﻗﺘﻬﺎ
ﺑﺎﻟﻘﺪرة اﻹﺧﺼﺎﺑﻴﺔ
ﻣﺤﻤﺪ ﺑﺎﻗﺮ ﻣﺤﻤﺪ رﺷﺎد ﻓﺨﺮ اﻟﺪﻳﻦ  ,ﺳﻨﺪس ﻓﺎﺿﻞ ﺣﻨﺘﻮش٣.................................................
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ﺑﻤﺴﺘﻮى اﻻﺳﺘﺮوﺟﻴﻦ ﻓﻲ اﻟﺪم وﺣﺎﻣﻀﻴﺔ اﻟﻤﻬﺒﻞ ﻓﻲ ﺑﻌﺾ اﻟﻨﺴﺎء اﻟﻌﺮاﻗﻴﺎت اﻟﻌﻘﻴﻤﺎت
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ﺑﻠﺴﻢ ﻓﺎﺿﻞ ﻋﺒﺪ ﺻﺎﻟﺢ٧.........................................................................................
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اﻟﺴﺎﺋﻞ اﻟﻤﻨﻮي ﻟﻤﺮﺿﻰ اﻟﻌﻘﻢ اﻟﻤﺼﺎﺑﻴﻦ ﺑﻘﻠﺔ ﺣﺮﻛﺔ اﻟﻨﻄﻒ
ﺑﺎﺳﻢ ﺧﻤﻴﺲ ﻛﻮﺗﻲ٩............................................................................................
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اﻟﻤﺠﻠﺔ اﻟﻌﺮاﻗﻴﺔ ﻟﻠﻌﻠﻮم اﻟﻄﺒﻴﺔ  ٢٠٠٩م ،اﻟﻤﺠﻠﺪ  ، ٧اﻟﻌﺪد ٣
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اﻟﻣﺟﻠد اﻟﺳﺎﺑﻊ ،اﻟﻌدد اﻟﺛﺎﻟث ١٤٣٠ ،هـ٢٠٠٩ ،م

اﻟﻣﺟﻠﺔ اﻟﻌراﻗﻳﺔ ﻟﻠﻌﻠوم اﻟطﺑﻳﺔ
رﺋﻳس هﻳﺋﺔ اﻟﺗﺣرﻳر

@ @
اﻷﺳﺗﺎذ اﻟدآﺗورة ﻓﺎﺋزة ﻋﻔﺗﺎن زﻏﻳر

هﻳﺋﺔ اﻟﺗﺣرﻳر اﻟﺗﻧﻔﻳذﻳﺔ
أ.د .ﻧﺿــــﺎل ﻋﺑــــد اﻟﻣﻬــــﻳﻣن
أ.م.د.إﻳﻧﺎس طﺎﻟب ﻋﺑد اﻟآرﻳم@
أ.م.د.ﺣﺳﺎم ﻋﺑـد اﻟآرﻳـم أﺣﻣد
أ.م.د.ﺣﺳن ﻋـزﻳز اﻟﺣﻣــداﻧﻲ
أ.م.د.ﺳﻣﻳر ﻣـــﺣـﻣود ﺟﺎﺳـــم
أ.م.د .هﺎﻟـــﺔ ﺳـــﺎﻣﺢ ﻋـــﺎرف

رﺋﻳﺳـــــﺔ اﻟﺗﺣرﻳــــــــر
ﻣﺣـــــــــــــــــــــــــررة
ﻣﺣـــــــــــــــــــــــــــرر
ﻣﺣـــــــــــــــــــــــــــرر
ﻣﺣـــــــــــــــــــــــــــرر
ﻣﺣـــــــــــــــــــــــــررة

ﺳآرﺗﺎرﻳﺔ اﻟﻣﺟﻠﺔ
إﺳراء ﺳﺎﻣﻲ ﻧﺎﺟﻲ

اﻟﻣﺣرر اﻟﻔﻧﻲ
ﻋﻠﻳﺎء ﻧوري ﺣﺎﺗم

ﺗﻌﻧون اﻟﻣراﺳﻼت إﻟﻰ اﻟﻣﺟﻠﺔ اﻟﻌراﻗﻳﺔ ﻟﻠﻌﻠوم اﻟطﺑﻳﺔ ،ﺻﻧدوق ﺑرﻳد  ١٤٢٢٢ﺑﻐداد ،اﻟﻌراق .ﺗﻠﻔون و ﻓﺎآس ).(٩٦٤-١-٥٢٢٤٣٦٨
رﻗم اﻹﻳداع ﻓﻲ دار اﻟآﺗب و اﻟوﺛﺎﺋق ﺑﺑﻐداد  ٧٠٩ﻟﺳﻧﺔ ٢٠٠٠

اﻟﻬﻳﺋﺔ اﻷﺳﺗﺷﺎرﻳﺔ
أ.م.د .أدﻳب اﺣﻣـد آﺎظم اﻟزﺑﻳــدي )ﺟﺎﻣﻌﺔ اﻟﻧﻬرﻳن(
أ.د.أﺳﺎﻣﺔ ﺳﻠﻳﻣﺎن اﻟﻧﺎﺻري )ﺟﺎﻣﻌﺔ اﻟﻧﻬرﻳن(
أ.د.اﺳﺎﻣﺔ ﻧﻬﺎد رﻓﻌت )اﻷﻣﺎرات اﻟﻌرﺑﻳﺔ اﻟﻣﺗﺣدة(
أ.د.اﻣﺟد داود ﻧﻳﺎزي )اﻟﻣﺟﻠس اﻟﻌراﻗﻲ ﻟﻸﺧﺗﺻﺎﺻﺎت اﻟطﺑﻳﺔ(
أ.د.أﻧﻌم رﺷﻳد اﻟﺻﺎﻟﺣﻲ )ﻣﻌﻬد أﺑﺣﺎث اﻷﺟﻧﺔ و اﻟﻌﻘم-ﺟﺎﻣﻌﺔ اﻟﻧﻬرﻳن(
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أ.د.راﻓﻊ اﻟراوي )اﻻﻣﺎرات اﻟﻌرﺑﻳﺔ اﻟﻣﺗﺣدة(
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خلفية الدراسة  :إْ ِغججبد عشؽبْ اٌضذِ ٞزؼذدح ,فبٌّ١ٙئبد اٌٛساص١خ ,اٌؼٛاًِ اٌج١ئ١خ ٚاٌٙشِ١ٔٛخ
ٚؽز ٝاٌخّغ١خ ٠ؼزمذ ثأٔٙب رزذاخً إلظٙبس اٌّشع .ف٘ ٟزا اٌخظٛص ,أٌ١الد ِغزؼذاد خال٠ب
اٌذَ اٌج١غ اٌجشش٠خ رؼزجش ِّٙخ وؼٛاًِ ٚساص١خ ِٕبػ١خ خطشح ٌىٓ ِظبؽجزٙب ٌٍّشع رظٙش
رىشاس٠خ ِخزٍفخ ثبخزالف اٌشؼٛة .
هدف الدراسةٔ :ظّذ ٘زٖ اٌذساعخ ٌزغٍؾ اٌؼٛء ػٍ ٝاؽزّبٌ١خ ٚعٛد ِظبؽجخ ث ٓ١أٌ١الد
ِغزؼذاد خال٠ب اٌذَ اٌج١غ اٌجشش٠خ )اٌظٕف األٚي( ِغ عشؽبْ اٌضذ ٞف ٟاٌّش٠ؼبد
اٌؼشال١بد.
األشخاص وطرائق العمل :رؼّٕذ اٌذساعخ  60شخضِ 30 :ش٠ؼخ ِظبثخ ثغشؽبْ اٌضذ12 ,ٞ
ِش٠ؼخ ِظبثخ ثبٚساَ اٌضذ ٞاٌؾّ١ذح وّغّٛػخ ػبثطٗ أ 18 ٚ ٌٝٚاِشأح عٍّ١خ ظب٘ش٠ب
وّغّٛػخ ػبثطٗ صبٔ١خ .اعزخذَ فؾض رفبػً اٌجٍّشح اٌّزغٍغً – ثزمٕ١خ اٌجبدٞء اٌّؼٌ ٓ١غٍغٍخ
ع١ٕ١خ ِؼٕ١خ ٌزم ُ١١رّٕ١ؾ أٌ١الد ِغزؼذاد اٌخال٠ب اٌج١غ اٌجشش٠خ.
النتائ ج 95 ِٓ :أٌٌّ ً١غزؼذاد خال٠ب اٌذَ اٌج١غ اٌجشش٠خ اٌظٕف األٚي ,أٌٚ ً١اؽذ
ث ٓ١اٌّش٠ؼبد
) (A*03010101-07,09-11N,13-16اظٙش ت باي ن ِؼٕٞٛ
ٚاٌّغّٛػز ٓ١اٌؼبثطزِ( ٓ١غّٛػخ إٌغبء اٌغ٠ٛبد ِٚغّٛػخ ِش٠ؼبد أٚساَ اٌضذ ٞاٌؾّ١ذح)
(50% vs. 16.6%, OR=5, EF= 0.40, P= 0.041), (50% vs. 8.3%, OR=11,
)EF=O.45, P=0.024
ٔغجخ إٌ ٝوً ِّٕٙب.
االستنتاجات :إٌزبئظ أظٙشد ثبْ االٌ (A*03010101-07,09-11N,13-16) :ً١سثّب ٌؼت
دٚس ف ٟأؽذاس اٌّشع.
مفتاح الكلمات :عشؽبْ اٌضذِ،ٞغزؼذاد اٌخال٠ب اٌج١غ اٌجشش٠خ  ،رفبػً اٌجٍّشح اٌّزغٍغً.

1فرع األحياء المجهرية [ كلية الطب _ جامعة النهرين]
2فرع علم األمراض [ كلية الطب _ جامعة النهرين]
 3معهد الطب العدلي
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خلفيه الدراسة  :رُغجّتُ  H.pyloriاٌزٙبثب ِؼ٠ٛب.اال٘زّبِبد أٌؾذ٠ضٗ سوضد ػٍ ٝدٚس CD74
ٚاٌز ٛ٘ ٞػجبسح ػٓ اٌغٍغٍخ اٌضبثزخ اٌّشرجطخ ثبٌظٕف اٌضبٌٍٔ ٟـ MHCرظٙش ػٍ ٝعطؼ اٌخال٠ب
اٌطالئ ٗ١اٌّؼ٠ٛخ رغزؼٍّٙب ٌ H.pyloriالٌزظبقٚ ،لذ رغ ُٙف ٟثذءا ٌزفبػالد إٌّبػ١خ االٌزٙبث١خ.
هدف الدراسة ٘ :ذف ٘زٖ اٌذساع ِخ ٘ ٛاٌىشف ػٓ رؼج١ش  CD74ف ٟإٌغ١ظ اٌّؼ ٞٛػٕذ
ظبث ٓ١ثزٍه اٌجىزش٠ب.
ؽظٛي ػذُِ ٚ H.pyloriٜٚمبسُٔزٙب َِغ ّٔبرط ِٓ اٌّشػ ٝاٌغ١ش ُِ
ِ
المرضى وطرق العمل  :شٍّذ اٌذساعخ ِ 64ش٠غ ثؼّش 66- 14عٕٗ (ِزٛعؾ اٌؼّش  34عٕٗ)
رُ فؾظ ُٙثٕبظٛس اٌغضء اٌؼٌٍٍّ ٞٛؼذح ٚاألِؼبء ثغت ٚعٛد اػزالي فِٕ ٟطمٗ اٌّؼذح
ٚاألِؼبءٌ.زشخ١ض أالطبثٗ ثبي  H.pyloriاعزخذَ ػذد ِٓ أالخزجبساد ِٕٙب اٌّزذاخٍخ ( اخزجبس
أٔض ُ٠اي ureaseاٌغش٠غ عذا  ٚفؾض اٌّغؾخ أٌّؼغٛؽخ ػٍ ٝاٌغال٠ذ) ٚغ١ش اٌّزذاخٍخ (
) ELISA
ثبإلػبفخ إٌ ٝدساع ِخ اٌزؾٍ ً١إٌّبػ ٟإٌغ١غ ٟاٌى١ّ١بئٌ ) IHC( ٟفؾض اٌؼٕ١بدٚ،اٌىشف ػٓ
رؼج١ش عض٠ئٗ  CD74إٌٔغ١ظ أٌطالئ ٟاٌّؼ.ٞٛ
النتائ ج  :ثَ ْؼ َذ رشخ١ض االطبثٗ ثبي H.pylori؛ لغُ اٌّشػ ٝإٌِ ٝغّٛػزِ( ٓ١غّٛػٗ ِظبثٗ
ثبي ٚ H.pyloriػذد٘ب ِ(ٚ )47غّٛػٗ عٍجٌٍ ٗ١جىزش٠ب ٚػذد٘ب ٚ ،.) 17ؽجمب ٌٍذساع ِخ اٌزؾًٍ١
إٌّبػ ٟإٌغ١غ ٟاٌى١ّ١بئٌٍّ ٟمبؽغ إٌٔغ١غ ٗ١فأْ رؼج١ش عض٠ئٗ ٌٛ CD74ؽعَ ف ٟاٌّمبؽغ
بثٚ ٓ١اٌغ١ش
ظبث ِخ؛ ٚوبْ ٕ٘بن فشق ٘ب َّ فٟ
اٌزؼج١ش ( )p = 0.005ث ٓ١أٔغغخ اٌّشػ ٝاٌ ُّ َ
اٌ ُّ َ
ظ ِ
ِ
ظبث ٓ١ثبٌجىزش٠ب.
اٌ ُّ
ِ
االستنتاجات  :ؽجمب ٌذساعخ اٌزؾٍ ً١إٌّبػ ٟإٌغ١غ ٟاٌى١ّ١بئٌ ٟفؾض اٌؼٕ١بدٕ٘ ،بٌه رؼج١ش فبئك
ٌظٛٙس CD74ف ٟاٌؼٕ١بد اٌّظبثخ ثبٌجىزش٠ب.
مفتاح الكلمات Helicobacter pylori :؛أٌزؾٍ ً١إٌّبػ ٟإٌٔغ١غ ٟأٌى١ّ١بئ )IHC( ٟ؛ CD74
؛ اٌخال٠ب اٌطالئ ٗ١اٌّؼ٠ٛخ.

 1فرع األحياء ألمجهريه [كليه الطب البيطري  -جامعه بغداد]

 2فرع األحياء ألمجهريه [كليه الطب -جامعه النهرين]
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التحري عن األجسام المضادة للنطف في مصل دم الذكور و اإلناث ألعراقيين وعالقتها
بالقدرة اإلخصابية
محمد باقر محمد رشاد فخر الدين  ,سندس ف اضل حنتوش
الخالصة
خلفية الدراسة :إَْ اٌّغجت اٌشئ١ظ ٌٍؼمُ إٌّبػٚ ٛ٘ ٟعٛد األعغبَ اٌّؼبدح ٌٍٕطف ؽ١ش رغؼً
ؽشوخ إٌطف ثط١ئخ عذا"  ٚرزذاخً ثؼٍّ١خ اإلخظبة  ٚلذ رزغجت ثبإلعٙبع .
هدف الدراسة :رٙذف ٘زٖ اٌذساعخ إٌ ٝاٌزؾش ٞػٓ األعغبَ اٌّؼبدح ٌٍٕطف فِ ٟظً اٌّشػٝ
ِٓ وال اٌغٕغ ٚ ٓ١ث١بْ دٚس٘ب ف ٟاٌزغجت ف ٟاٌؼمُ .
طريقة العمل :رُ اٌزؾش ٞػٓ ٘زٖ األعغبَ ثئعشاء االخزجبس إٌّبػ ٟغ١ش اٌّجبشش  .اعزخذِذ
أعغبَ ِؼٍّخ ٌألعغبَ اٌّؼبدح ٌٍٕطف  .اعزخذِذ طجغخ اإل٠فبٔظ اٌضسلبء وظجغخ ِؼبدح .
وشف ػٓ ٘زٖ األعغبَ ثبعزخذاَ ِغٙش اٌفٍٛسعٕذ  .اشزٍّذ اٌذساعخ ػٍ ٝصالصخ  ٚعجؼٓ١
ِشاعؼب" ٌّؼٙذ أثؾبس األعٕخ  ٚػالط اٌؼمُ (عز ٓ١سعال"  ٚصالصخ ػشش اِشأح )  .رُ إعشاء
اخزجبس رؾٍ ً١اٌغبئً إٌٌّ ٞٛغز ٓ١سعال .رُ إعشاء اٌفؾض اٌّغٙش ٞاٌّجبشش ٌٍّغؾبد اٌّٙجٍ١خ
ٌضالصخ ػشش اِشأح .
النتائ ج :أظٙش أسثؼ ْٛسعال") ٚ (75%ػشش ٔغبء)ٚ (76.9%عٛد ٘زٖ األعغبَ فِ ٟظٍُٙ
 ٚوبٔذ اٌّؼ١بس٠خ ٌٕغجخ ٚعٛدُ٘ ٘ ٟإِب  10/1اِّ 32/1 ٚب اعزٛعت خؼٛػ ُٙإٌ ٝاٌؼالط .
اعزخذَ ػمبس اٌجشدٔٛع ٌْٛٛوؼمبس فؼبي ػذ ٘زٖ األعغبَ .
االستنتاج  :رٍؼت األعغبَ اٌّؼبدح ٌٍٕطف فِ ٟظً ِشػ ٝاٌؼمُ دٚسا" ِّٙب" ف ٟاٌزغجت ثبٌؼمُ
ِّب ٠غزٛعت اٌؼالط .
مفتاح الكلمات ِ :ظً اٌذَ ،األعغبَ اٌّؼبدح ٌٍٕطف ،ػذَ اٌخظٛثخ ،إٌّبػخ.
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المق ارنة بين الكاردينال المهبلية والتهاب المهبل الفطري (المونيليا) وعالقتهما بمستوى
االستروجين في الدم وحامضية المهبل في بعض النساء العراقيات العقيمات
رحاب شفيق عبد السيد ,1إكرام أمين خاكي  ,2صباح النجار
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الخالصة

خلفية الدراسة :رُؼشّع خظٛثخ إٌغبء ٌؼذٖ ػٛاًِ رزؼّٓ اٌؼٛاًِ اٌغشص١ِٛخ ٚغ١ش اٌغشص١ِٛخ
 .اإلطبثبد اٌغشص١ِٛخ ٘ٚ ٟاؽذٖ ِٓ أُ٘ ِغججبد اٌؼمُ ف ٟإٌغبءِ ،غز ٜٛأِشاػ ٗ١االطبثٗ
اٌغشص١ِٛخ رزأصش ثّذٚ ٜاعغ ِٓ اٌؼٛاًِ ٚاٌز ٟرزؼّٓ اٌؼّش ٚاٌؾبٌخ اٌفغٍغ١خ (ؽٛس اٌذٚسح
اٌشٙش٠خ) ٚاٌؼشق أ ٚاٌغٕظ.
هدف الدراسة٘ :ذفذ ٘زٖ اٌذساعخ إٌ ٝاٌّمبسٔخ ث ٓ١اإلطبثخ ثبٌىبسدٕ٠ال اٌّٙجٍ١خ ٚاٌزٙبة اٌّٙجً
اٌفطش( ٞاٌّ١ٍ١ٔٛب) ٚػاللزّٙب ثّغز ٜٛاالعزشٚع ٓ١ف ٟاٌذَ ٚؽبِؼ ٗ١اٌّٙجً ف ٟثؼغ إٌغبء
اٌؼشال١بد اٌؼمّ١بد
طرق العمل ٔ :فزد ٘زٖ اٌذساعخ ػٍ 109 ٝاِشأح ػمّ١خ ساعؼٓ ِؼٙذ أثؾبس األعٕخ ٚػالط اٌؼمُ
ف ٟعبِؼخ ثغذاد ٌٍفزشح ِٓ ؽض٠شاْ ؽز ٝرشش ٓ٠اٌضبٌٔ ٟؼبَ  . 2004رٍه إٌغبء خؼؼٓ ٌٍفؾض
اٌغش٠شٚ ٞل١بط ؽبِؼ ٗ١اٌّٙجً وّب ُ ٚعّؼذ ِٕ ٓٙاٌّغؾبد اٌّٙجٍ١خ ٌغشع رشخ١ض اإلطبثخ
ثبٌىبسدٕ٠ال ثبعزخذاَ ِؼ١بس  Amselاٌغش٠شِ ٞغ ػذد ِٓ ؽشق اٌزشخ١ض اٌغشص١ِٛخ .وّب رُ
رشخ١ض اإلطبثخ ثبٌّ١ٍ١ٔٛب ثبعزخذاَ ؽشق رشخ١ض اٌفطش٠بد .ثبإلػبفخ إٌ ٝرٌه رُ عّغ
ػٕ١بد اٌّظً ثٛاعطخ عؾت اٌذَ ِٓ إٌغبء  ّٓ٘ٚف ٟاٌطٛس اٌغش٠ج ٟاٌّزأخش ٌغشع ِؼشفٗ
ِغز ٜٛاالعزشٚع.ٓ١
النتائ ج :صّبٔ١خ ٚأسثؼ ْٛاِشأح ػمّ١خ ُُش ّخظذ ثأٔٙب ِظبثٗ ثبٌىبسدٕ٠ال اٌّٙجٍ١خ ِٓ  109اِشأح
ػمّ١خ ٚوبْ ِؼذي االعزشٚع ٓ١ف٘ ٟزٖ إٌغبء ؽٛاٌ 41.17 ٟث١ىٛغشاَ  ًِ/لش٠ت ِٓ اٌؾذ
األدٌٍّٔ ٝؼذي اٌطج١ؼٌّ ٟغز ٜٛاالعزشٚع 147-18( ٓ١ث١ىٛغشاَ ٚ )ًِ/الً ِٓ ِؼذي
االعزشٚعٌٕ ٓ١غبء ِغّٛػٗ اٌغ١طشح  13.25ث١ىٛغشاَ ٚ ًِ/ف٘ ٟزٖ اٌذساعخ وبٔذ ؽبِؼٗ١
اٌّٙجً ٌؾٛاٌ ِٓ %93.75 ٟرٍه إٌغبء أوضش ِٓ .4.5
ُش ّخظذ أسثؼٗ ٚػشش ْٚاِشأح ػمّ١خ ثأٔٙب ِظبثٗ ثبٌّ١ٍ١ٔٛب اٌّٙجٍ١خ ِٓ  109اِشأح ػمّ١خ
ٚوبْ ِؼذي االعزشٚعٌ ٓ١ذ 183.2 ٓٙ٠ث١ىٛغشاَ  ًِ/أػٍ ِٓ ٝاٌؾذ األػٌٍٍّ ٝؼذي اٌطج١ؼٟ
ٌّغز ٜٛاالعزشٚعٚ ٓ١أػٍِ ِٓ ٝؼذي االعزشٚعٌّ ٓ١غّٛػٗ اٌغ١طشح ٚ ,اْ اإلطبثخ ثبٌّ١ٍ١ٔٛب
اٌّٙجٍ١خ لذ ؽذصذ فِ ٟذ ٜؽبِؼ ٗ١اٌّٙجً اٌطج١ؼ١خ اٌز ٟرزشاٚػ ث. 4.5-3.5 ٓ١
االستنتاج  :أظٙشد ٔزبئظ ٘زٖ اٌذساعخ ثبْ االػطشاة اٌٙشِ ٟٔٛاٌز٠ ٞىِ ْٛشافك ٌّخزٍف
ؽبالد اٌؼمُ ػٕذ إٌغبء لذ ٠ى ْٛاٌّ١ٙئ ٌإلطبثخ ثبٌىبسدٕ٠ال اٌّٙجٍ١خ ٚاٌّ١ٍ١ٔٛب اٌّٙجٍ١خ ثٓ١
إٌغبء اٌؼمّ١بدٚ ،اْ اسرفبع ؽبِؼ ٗ١اٌّٙجً ث ٓ١إٌغبء اٌؼمّ١بد اٌّظبثبد ثبٌىبسدٕ٠ال اٌّٙجٍ١خ
لذ ٠ىٔ ْٛز١غخ ٔمض االعزشٚع ،ٓ١ثّٕ١ب اٌؾبِؼ ٗ١اٌّٙجٍ١خ رى ْٛؽج١ؼ ٗ١ف ٟإٌغبء اٌّظبثبد
ثبٌّ١ٍ١ٔٛب اٌّٙجٍ١خ الْ االعزشٚع٠ ٓ١ض٠ذ ِؾز ٜٛاٌىال٠ىٛع ٓ١اٌخٍ ٞٛاٌز٠ ٞض٠ذ ِٓ ّٔ ٛػظ١بد
ؽبِغ اٌٍجٕ١ه اٌز ٟرؤ٠غ اٌىال٠ىٛع ٓ١اٌ ٝؽبِغ اٌٍجٕ١ه ِٕزغب اٌّؾ١ؾ اٌؾبِؼ.ٟ
مفتاح الكلمات :اٌىبسدٕ٠ال اٌّٙجٍ ، ٗ١اٌّ١ٍ١ٔٛب ِ ،غز ٜٛاالعزشٚع ، ٓ١إٌغبء اٌؼمّ١بد.
 1معهد أبحاث األجنة و عالج العقم  /جامعة النهرين

2فرع األحياء المجهرية [ كلية الطب _ جامعة بغداد ]
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بعض النواحي التشخيصية لمرض داء الزالق البطني (حساسية الحنطة)
لدى األطف ال في العراق
هالة سامح عارف , 1راجي الحديثي ,2سرمد عبد االله
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الخالصة:
خلفي ة الدراس ةٕ٘ :اابن اصد٠اابد ٍِّااٛط ٌٛعااٛد ِااشع اٌااضالق اٌجطٕاا ٟفااِ ٟخزٍااف أٔؾاابء اٌؼاابٌُ,
ٚاٌجؾٛس ِغزّشح ٌزالف ٟاٌّشبوً اٌزشخ١ظ١خ ٌٙزا اٌّشع.
هدف الدراسة :دساعخ ِغٛػخ ِٓ األؽفبي ر ٞٚداء اٌضالق اٌجطٕٚ ٟاٌّشبوً اٌزشخ١ظ١خ ٌٙزا
اٌّشع.
طرق العمل  :رُ رمظ 93 ٟؽبٌخ ِٓ األؽفبي اٌز ٓ٠وبٔٛا ٠ؼبِٔ ِٓ ْٛشع عٛء االِزظبص فٟ
األِؼبء ,ثٛاعطخ اٌزؾبٌ ً١اٌغ١شٌٛٚع١خ ٚخضػخ ااألِؼبء اٌذل١مخٌٛ ,عٛد ِشع ؽغبع١خ اٌؾٕطخ.
النتائ ج ِٓ 93 ِٓ 58 :اٌّشػٚ ٝعذٚا ِظبث ٓ١ثّشع ؽغبع١خ اٌؾٕطخ ؽغت اٌفؾض
إٌغ١غٌ ٟخضػخ األِؼبء اٌذل١مخ .رشاٚؽذ ؽغبع١خ اٌفؾٛص اٌغ١شٌٛٚع١خ ٌٛعٛد اٌّشع ثٓ١
 .% 70 – 50اٌّشػ ٝاٌز ٓ٠وبٔٛا ٠ؼبٔ ِٓ ْٛرغ١شاد ٔغ١غ١خ شذ٠ذح أػطٛا ا٠غبث١خ أوضش فٟ
اٌفؾٛص اٌغ١شٌٛٚع١خ ِغ ِغز٠ٛبد أػٍ ِٓ ٝاألعغبَ اٌّؼبدح ف٘ ٟزٖ اٌفؾٛص ِٓ عٛاُ٘.
ٚعذد أؽذ ٜػشش ؽبٌخ ِٓ ػٕ١خ اٌّشػ ٝاٌىٍ١خ ِ ,ظبث ْٛثطف ٍٟ١اٌغ١بسد٠بٚ ,أػطٝ
اٌؼغ ِٕ ُٙرغ١شاد ِزفبٚرخ ف ٟاٌفؾض إٌغ١غٚ ٟاٌفؾٛص اٌغ١شٌٛٚع١خ.
االستنتاجاتٕ٘:بن ٚعٛد ٍِؾٛظ ٌّشع ؽغبع١خ اٌؾٕطخ ف ٟاٌؼشاقٔ .شزشن ِغ ا٢خش ٓ٠فٟ
اٌّؼبٔبح ِٓ ٚعٛد ثؼغ اٌّشبوً اٌزشخ١ظ١خ ,ثبإلػبفخ ٌٛعٛد ِشبوً أخش ٜف ٟاٌزشخ١ض
رخض اٌّشػ ٝف ٟاٌذٚي إٌبِ١خِّ ,ب ٠ذػ ٛإل٠غبد إعزشار١غ١خ خبطخ ٌٍزشخ١ض ف٘ ٟزٖ
إٌّبؽك.
ِفزبػ اٌىٍّبدِ :شع اٌضالق اٌجطٕ ,ٟاٌفؾٛص اٌغ١شٌٛٚع١خ  ,األِشاع إٌغ١غ١خ.

1فرع طب األطف ال [ كلية الطب _ جامعة النهرين]
2فرع علم األمراض[ كلية الطب _ جامعة النهرين]
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بلسم ف اضل عبد صالح
الخالصة

خلفية الدراسة :إْ األعٙضح اٌزؾٍ١ٍ١خ اٌؾذ٠ضخ اٌّغزؼٍّخ فِ ٟغبي ػٍُ أِاشاع اٌاذَ رّزابص ثماذسرٙب
ػٍ ٝإػطبء ٔزبئظ دل١مخ ِٚؾذدح ٌؼذد اٌظاف١ؾبد اٌذِ٠ٛاخٌ ،ىآ فا ٟثؼاغ اٌؾابالد ٘ازٖ األعٙاضح
رؼطٔ ٟزبئظ ِؼٍٍخ ٚغ١ش دل١مخ ٌزٌه ٠غت ل١بط ػاذد اٌظاف١ؾبد اٌذِ٠ٛاخ ثبالػزّابد ػٍا ٝفؾاض
ِغااؾخ اٌااذَ ٚاٌاز ٠ ٞغاات أْ ٠ىااِ ْٛاآ اٌفؾااٛص اٌّخزجش٠ااخ اٌشٚر١ٕ١ااخ خظٛطااب إرا وبٔااذ ٔزاابئظ
األعٙضح اٌّخزجش٠خ اٌزٍمبئ١خ اٌؼًّ ِؼٍٍخٌٚ ،ىٓ ثبٌّمبسٔخ ِغ ٘زٖ األعٙضح فئْ اٌفؾض اٌّخزجشٞ
ٌّغؾخ اٌذَ ثبعزخذاَ اٌطش٠مخ اٌزمٍ١ذ٠خ (ؽغشح ٔٛ١ثبٚس اٌزؼذاد٠خ) ٠زطٍت اٌىض١ش ِٓ اٌٛلذ ٚاٌغٙذ
ٌزا ف ٛٙأوضش رىٍفخ الزظبد٠ب.
هدف الدراس ة :رمِ ُ١١ذ ٜطالؽ١خ ِٛٚصٛل١خ رمٕ١خ ل١بط ػذد طف١ؾبد اٌذَ ثبالػزّبد ػٍ ٝل١بط
ٔغجخ وش٠بد اٌذَ اٌؾّش إٌ ٝطف١ؾبد اٌذَ فِ ٟغؾبد اٌذَ اٌّظجٛغخ.
الم واد وط رق العم ل :خااالي اٌفزااشح ِاآ واابٔ ْٛاٌضاابٔ ٟإٌاا ٝآراس  2006رااُ ل١اابط ػااذد اٌظااف١ؾبد
اٌذِ٠ٛخ ٌّبئخ ػٕ١اخ ِآ اٌاذَ فا ٟاٌّشواض اٌاٛؽٕ ٟألِاشاع اٌاذَ ثبعازخذاَ ؽاش٠مزِ ٓ١خزجاش٠ز:ٓ١
األ ٌٝٚثبالػزّبد ػٍ ٝعٙبص ل١بط اٌخال٠ب اٌزٍمبئٚ ٟاٌضبٔ١خ ثبالػزّابد ػٍا ٝاٌطش٠ماخ اٌ١ذ٠ٚاخ ٌم١ابط
طفبئؼ اٌذَ ثبعزخذاَ اٌّغٙش اٌؼٛئٚ ٟرٌه ثؼذ ػذ ػذد اٌظفبئؼ اٌّٛعٛدح فا ٟاٌّغاؾخ اٌذِ٠ٛاخ
اٌّظااجٛغخ ٌىااً أٌااف وش٠ااخ دِ٠ٛااخ ِٚاآ صااُ ػااشثٙب ثؼااذد وش٠اابد اٌااذَ اٌؾّااش اٌّمبعااخ ثبعاازخذاَ
األعٙضح اٌّخزجش٠خ اٌزٍمبئ١خ اٌؾذ٠ضخ.
النتائ ج :وبٔذ ٔزبئظ فؾض ِغؾبد اٌذَ ثبعزخذاَ اٌطش٠مخ اٌ١ذ٠ٚاخ واب٢ر :ٟراشاٚػ ػاذد اٌظافبئؼ
اٌذِ٠ٛاااخ ٌٍؼٕ١ااابد اٌّمبعاااخ ثاااِ/103×499-100 ٓ١اااب٠ىش١ٌٚزش ٚوااابْ ِؼاااذي ػاااذد٘ب ±263,11
ِ/103× 104,07ب٠ىش١ٌٚزش .ف ٟؽ ٓ١وبٔذ إٌزابئظ ثبعازخذاَ األعٙاضح اٌّخزجش٠اخ ٌإفظ اٌؼٕ١ابد
وّب  :ٍٟ٠رشاٚؽذ أػذاد اٌظفبئؼ اٌذِ٠ٛخ ثِ/103× 484-95 ٓ١ب٠ىش١ٌٚزش ِٚؼذي ػذد اٌظافبئؼ
وبْ ِ/103× 103,13± 258,43ب٠ىش١ٌٚزش.
أظٙشد إٌزبئظ ػذَ ٚعٛد فبسق إؽظبئِ ٟؼزذ ثٗ ث ٓ١ػذد اٌظفبئؼ اٌذِ٠ٛخ اٌّمبعخ ثبعزخذاَ
األعٙضح اٌّخزجش ٠خ اٌزٍمبئ١خ ٚرٍه اٌّمبعخ ثبٌطش٠مخ اٌ١ذ٠ٚخ ثبألػزّبد ػٍٔ ٝغجخ وش٠بد اٌذَ اٌؾّش
إٌ ٝطف١ؾبد اٌذَ )(P<0.05
االس تنتاج:ل١بط ػذد اٌظف١ؾبد اٌذِ٠ٛخ ثبالػزّبد ػٍٔ ٝغجخ وش٠بد اٌذَ اٌؾّش إٌ ٝطف١ؾبد اٌاذَ
٘ ٟؽش٠مخ ِؼزذ ثٙاب ٚرؾزابط فماؾ إٌا ٝل١ابط دل١اك ٌؼاذد وش٠ابد اٌاذَ اٌؾّاشاء ثبعازخذاَ األعٙاضح
اٌزؾٍ١ٍ١خ اٌّخزجش٠خ ,ؽ١ش رغبػذ ٘زٖ اٌطش٠ماخ ػٍا ٝل١ابط ػاذد اٌظافبئؼ اٌذِ٠ٛاخ ثذلاخ اوجاش ٚفاٟ
ٔفظ اٌٛلذ رغزٍٙه عٙذا ٚٚلزب ألً ِّب رزطٍجٗ اٌطش٠مخ اٌزمٍ١ذ٠خ ٌم١بط ػذد طفبئؼ اٌذَ ثبعازخذاَ
ؽغشح ٔٛ١ثبٚس اٌزؼذاد٠خ.
مفتاح الكلمات :رؼذاد اٌظف١ؾبد اٌذِ٠ٛخ ،وش٠بد اٌذَ اٌؾّشٔ ،غجخ اٌظف١ؾبد اٌذِ٠ٛخ
فرع علم األمراض [ كلية الطب _ جامعة النهرين]
المجلة العراقية للعلوم الطبية  2009م المجلد  7العدد 3ص45-40

انتشار مرض الحصبة في العراق –الكاظمية لسنة  2009-2008واهم مضاعف اته
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الملخصات العربية

عبد الكريم جاسم محمد البهادلي  ,أريج عبد العباس
الخالصة
خلفية الدراسة :اٌؾظجخ ِشع أزمبٌ ٟؽبدٚ ،اعغ االٔزشبس ف ٟعٓ اٌطفٌٛخ٠ ،زغجت ػٓ اإلطابثخ
ثف١شٚط اٌؾظجخ٠ٚ ،زّ١ض ثبسرفبع ف ٟدسعخ اٌؾشاسح ِظؾٛة ثششؼ ٚعؼبي ٚسِاذ٠ٚ ،زجاغ رٌاه
ؽفؼ ػٍ ٝعّ١غ أعضاء اٌغغُ.
هدف الدراسةٌ :غشع ِؼشفخ ؽغُ أزشبس ِشع اٌؾظجخ فِ ٟذٕ٠خ ثغذاد -اٌىبظّ١خ ِاغ دساعاخ
أعجبة ٘زا االٔزشبس ٚاُ٘ اٌّؼبػفبد اٌز ٟسافمذ اٌّشع.
طريقة البح  :اٌذساعخ شٍّذ ِ 494ش٠غ رُ رشخ١ظ ُٙعش٠ش٠ب ف ٟوً ِآ ِغزشاف ٝاٌىبظّ١اخ
اٌزؼٍِ , ّٟ١غزشف ٝأؽفبي اٌىبظّ١خ ِٚشوضِ ِٓ ٓ٠شاواض اٌشػب٠اخ اٌظاؾ١خ األ١ٌٚاخ فا ٟاٌىبظّ١اخ
ٚراُ رمغا ُّٙ١إٌاا ٝأسثاغ ِغاابِ١غ ؽغات اٌفئاابد اٌؼّش٠اخ (الاً ِاآ عإٗ ٚاؽااذِٖ-آ عاإٗ إٌا ٝأسثااغ
عاإٛاد –ِاآ خّااظ عاإٛاد اٌااش رغااغ عاإٛاد -ػشااش عاإٛاد فّااب فااٛق ) ٚ,رّااذ ِؼشفااخ ؽبٌااخ
اٌزؾظ ٓ١ػذ ِشع اٌؾظجخ ِٓ خالي فؾض عاغً اٌزؾظا ٓ١اٌخابص ثابٌّش٠غ أِ ٚآ خاالي
االعزفٙبَ ِٓ اٌٛاٌذ, ٓ٠إػبفخ إٌ ٝاػزّبد اٌّؼب١٠ش اٌطج١خ اٌغش٠ش٠خ ِٓ اعً رغغ ً١اٌّؼبػفبد.
النتائ ج  :أظٙشد اٌذساعخ ِؼذي اإلطابثخ ػٕاذ اٌازوٛس (٠ )% 49.80ىابد ٠ىاِ ْٛمابسة ٌإلطابثخ
ػٕذ اإلٔبس (ٚ, ) % 50.20وبْ ػذد اٌّظبث ٓ١ثبٌّشع ثؾغت اٌفئبد اٌؼّش٠خ وب٢ر:ٟ
األؽفبي اٌز ٓ٠رمً أػّبسُ٘ ػٓ اٌغإخ ِ, ) % 19.64( 97آ ػّاش عإخ إٌا ٝأسثاغ عإٛاد 287
(ِّ ) % 58.97ب ٠ذي ػٍ ٝأْ ػذد األؽفبي اٌّظبث ٓ١ثبٌّشع ٚاٌز ٓ٠رمً أػّبسُ٘ ػٓ األسثاغ
عٕٛاد , ) % 78.61( 384وبٔذ ٔغجخ األؽفبي اٌّؾظٕ ٓ١ػذ اٌّشع (, ) % 10.53أظٙشد
اٌذساعااخ أْ أ٘ااُ اٌّؼاابػفبد اٌزاا ٟسافمااذ اٌّااش٠غ وبٔااذ وااب٢ر , ٟراد اٌشئااخ ,إعااٙبي ِااغ رم١ااؤ
,اٌزٙاابة اٌؾٕغااشح ٚاٌزٙاابة اٌااذِبؽ ٚؽغاات إٌغاات ا٢ر١ااخ ( 2.60(, ) % 11.46(, ) % 83.85
ٌ ) % 2.09(ٚ ) %ىً ٚاؽذ ِّٕٙب ٚؽغت اٌزغٍغاً ٚوبٔاذ ٔغاجخ اٌٛف١ابد (ٚ ) % 2.43اٌزاٟ
ؽاذصذ ِؼظّٙااب فاا ٟاألؽفابي اٌااز ٓ٠رمااً أػّابسُ٘ ػاآ األسثااغ عإٛاد (ٕ٘ٚ ) % 91.7اابن ص٠اابدح
ؽف١فخ فٔ ٟغجخ اٌٛف١بد ػٕذ اٌزوٛس (ِ ) % 58.4مبسٔخ ثبإلٔبس ( ) % 41.6ص
االستنتاج  :اٌفئبد اٌؼّش٠خ اٌز ٟرمً أػّبس٘ب ػٓ األسثغ عٕٛاد ٘ ٟأوضش إطبثخ ثّاشع اٌؾظاجخ
اٌز ٞوبْ أزشابسٖ ثغاجت لٍاخ اٌزؾظا ٓ١ػاذ اٌّاشع ٚا٘اُ ٚأوضاش اٌّؼابػفبد ٘اِ ٛاشع راد
اٌشئخ وّب أْ ٔغجخ اٌٛف١بد وبٔذ ٔغجخ لٍٍ١خ ثظٛسح ػبِخ .
مفتاح الكلمات  :اٌؾظجخ  ,اٌزؾظ ,ٓ١أزشبسِ ,ؼبػفبد ,أؽفبي .
فرع طب األطف ال [كلية الطب _ جامعة النهرين ]
المجلة العراقية للعلوم الطبية  2009م المجلد  7العدد 3ص51-46

تأثير إضافة وسط تحضير النطف معززاً بفيتامين  Eأو فيتامين  Cعلى مواصف ات السائل
المنوي لمرضى العقم المصابين بق لة حركة النطف
باسم خميس كوتي
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الملخصات العربية

الخالصة
خلفية الدراسة :إْ اٌّغز ٜٛاٌطج١ؼٌٍ ٟغزٚس اٌؾشح فا ٟاٌغابئً إٌّاّ٠ ٞٛىآ رؾذ٠اذٖ ػآ ؽش٠اك
ِ١ىبٔ١ى١خ ػًّ ِؼبداد األوغذح ِضال ف١زبِ C ٓ١أ ٚف١زبِٚ E ٓ١اٌز ٟرىِٛ ْٛعٛدح ثشىً ؽج١ؼٟ
ف ٟثالصِب إٌّٚ ٟاٌغشبء اٌجالصٌٍِٕ ٟطفخ اٌجشش٠خ .أْ ػٍّ١خ رؼض٠ض ػٕ١خ اٌغبئً إٌٌّّ ٞٛشػٝ
اٌؼمُ ثّؼبداد األوغذح وف١زبِ C ٓ١أ ٚف١زبِّ٠ E ٓ١ىٓ أْ ٠ىاٌ ْٛاٗ د ٚكس وج١ا كش فا ٟػاالط اٌىض١اش
ِٓ ؽبالد اٌؼمُ اٌزوش.ٞ
هدف الدراسة :رٙذف اٌذساعخ إٌ ٝرؾذ٠ذ رأص١ش إػبفخ ف١زبِ C ٓ١أ ٚف١زبِ E ٓ١إٌٚ ٝعؾ رؾؼا١ش
إٌطف ثبعزخذاَ اٌزمٕ١خ اٌطجبل١خ اٌجغ١طخ ػٍِٛ ٝاطفبد اٌغبئً إٌّاٌّ ٞٛشػا ٝاٌّظابث ٓ١ثمٍاخ
ؽشوخ إٌطف.
طرق العمل :رُ اخز 60ػٕ١خ عبئً ِٕٚ ٞٛوً ػٕ١خ لغّذ إٌ ٝلغّٚ ٓ١وً لغُ ٠ؾز ٞٛػٍ0.5 ( ٝ
ِ )mlاآ اٌغاابئً إٌّااٚ ٞٛثؼااذ رٌااه أػاا١ف (ِ )0.75 mg/mlاآ ف١زاابِ C ٓ١إٌاا ٝاٌمغااُ األٚي
(اٌؼذد20:ػٕ١خ)  ِٓ )0.75 mg/ml( ٚف١زبِ E ٓ١إٌ ٝاٌمغُ اٌضبٔ( ٟاٌؼذد20:ػٕ١خ) إِب ِغّٛػخ
اٌغ١طشح (اٌؼذد20:ػٕ١خ) فزُ رؾؼ١ش٘ب ثئػبفخ ٚعؾ رؾؼ١ش إٌطف فماؾ ألعاشاء ػٍّ١اخ رٕشا١ؾ
إٌطف خبسط اٌغغُ اػزّبدا ػٍِ ٝمشساد ِٕظّخ اٌظؾخ اٌؼبٌّ١خ (.)WHO
النتائ جٌٛ :ؽع إْ فؾٛطبد وفبءح إٌطف ٚاٌز ٟرزؼآّ رشو١اض إٌطاف ,ؽشواخ إٌطاف ,اٌؾشواخ
اٌزمذِ١خ ٌٍٕطف ,إٌغجخ اٌّئ٠ٛخ ٌٍٕطف اٌغ٠ٛخ رؾغٕذ ثشىً وج١اش ٚأػطاذ اسرفبػاب ِؼٕ٠ٛاب ػبٌ١اب
ثؼذ إػبفخ ف١زبِ C ٓ١أ ٚف١زبِ E ٓ١إٌٚ ٝعؾ رؾؼ١ش إٌطف ِمبسٔخ ثّغّٛػخ اٌغ١طشح.
االس تنتاج :راُ االعازٕزبط ِآ خااالي اٌذساعاخ أْ إػابفخ ف١زابِ ٚ C ٓ١ف١زابِ٠ E ٓ١اٛد ٞإٌا ٝرغ١١ااش
ٚاػؼ فٚ ٟظبئف إٌطف ثؼذ إعشاء ػٍّ١اخ اٌزٕشا١ؾ ٌٚ ,ىآ ف١زابِ٠ C ٓ١ؼاذ األؽغآ فا ٟأػطابء
أفؼً إٌزبئظ ّ٠ٚىٓ أْ ٠ؤصش ػٍِ ٝؼذالد اٌؾًّ ثؼذ اعزؼّبٌٗ ف ٟاٌزمٕ١ابد اٌّخزجش٠اخ اٌّغابػذح
ػٍ ٝاإلٔغبة.
مفتاح الكلماتِ :ؼبداد األوغذح ,ف١زبِ ,C ٓ١رمٕ١بد رؾؼ١ش إٌطفِ ,زالصِخ لٍخ ؽشوخ إٌطف

فرع علوم الحياة [كلية العلوم _ جامعة ذي ق ار ]

المجلة العراقية للعلوم الطبية  2009م المجلد  7العدد 3ص58-52

الشيكالت المصاحبة لإلسهال في األطف ال في بغداد – العراق
عبد المنعم ناجي محمد،
الخالصة
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الملخصات العربية
خلفي ة الدراس ة :عااغٍذ أعٕاابط اٌشاا١ىال٘ ٟاٌجىزش٠ااب اٌشاابئؼخ اٌضبٔ١ااخ وؼبِااً ِغااؤٚي ػاآ إعااٙبي
األؽفبي ثؼذ  .E.coliؽبٌ١ب ,ػضي ٘زٖ اٌجىزش٠ب ٚرأو١ذ رشخ١ظٙب رُ ثٛاعطخ اٌطشق اٌجىزشٌٛٛ٠عٗ١
ٚاٌى١ّ١بء اٌؾ١بر١خ ٚرجم٘ ٝزٖ اٌطشق اٌّم١بط اٌز٘جٟ
هدف الدراسةٌ :زؾذ٠ذ أزشبس أعٕبط اٌش١ىال ث ٓ١األؽفبي د 3 ْٚعٕٛاد ٚاٌّظبث ْٛثبإلعٙبي
اٌؾبد ٚفؾض ؽغبع١خ ٘زٖ اٌؼضالد إٌِ ٝؼبداد اٌغشاص ُ١اٌشبئؼخ االعزؼّبي .
ط رق العم ل :أعش٠اااذ ٘ااازٖ اٌذساعاااخ فااا ٟاٌؼ١ااابدح اٌخبسع١اااخ ٌّغزشاااف ٝاألؽفااابي اٌّشواااضٞ
اٌزؼٍ ّٟ١ف ٟثغذاد ِٓ ِب٠ظ  2007إٌ١ٔ ٝغبْ . 2008
ِبئٗ ٚخّغ ْٛؽفً د 3 ْٚعٕٛاد ف ٟؽبٌٗ إعٙبي ؽبد  ،وبٔٛا ِظذسا ٌّٕبرط اٌخشٚط ٌزؾذ٠اذ
أعٕبط اٌشى١ال فٙ١بٚ،شخظذ وً اٌؼضالد ؽجمب إٌ ٝاٌطشق اٌّؼ١بس٠خ اٌجىزشٌٛٛ٠عٚ ٗ١اٌى١ّ١بء
اٌؾ١بر١خٚ،اعزؼٍّذ ِؼبداد اٌغشاص ُ١اٌّزٛفشح ٌزؾذ٠ذ ؽغبع١خ اٌؼضالد ٌألد٠ٚخ .
النتائج:أْ ) ٟ٘ ) Shigella flexneri type 2اٌغبئذح ف ٟفؾض ٔٛع اٌّظً ِآ ثآ١
عّ١غ اٌؼضالد اٌزغؼخ ٚ .وابْ أزشابس ػاضالد اٌشاى١ال ػبٌ١اٗ اٌٛػاٛػ فا ٟاألؽفابي اٌازٓ٠
أػّبسُ٘ أوضش ِٓ عٕٗ ٚاؽذٖ.
وً اٌّشػ ٝوبٔٛا ػٍ ٝاإلؽؼبَ االططٕبػ ُِٕٙ )%78(،ٟاعزؼٍّٛا اٌّبء اٌغ١ش أٌّؼبٌظ ٌٍششة.
أْ عّ١اغ اٌؼاضالد وبٔاذ ؽغبعاخ إٌاCeftriaxone,Ciprofloxacin, &Gentamicin).ٝ
ِٚ )Nalidixic Acid, Norfloxacinمبِٚزٙب ٌٍذٚاءٌ ,ضالصاخ أد٠ٚاٗ أ ٚأوضاش ٚعاذ فا)%56( ٟ
ِٓ اٌؼضالد.
االس تنتاج والتوص يات٘ )Shigella flexneri type ) :ا ٟاٌغابئذح فا ٟفؾاض ٔاٛع اٌّظاً
(
ِٚؼظااُ اٌؼااضالد وبٔااذ ِمبِٚااٗ إٌااTrimethoprim – sulphamethoxazole ٝ
٘ٚ،)%89ىزا ال ٠ؼذ اػزجبس ٌٙزا اٌذٚاء فِ ٟؼبٌغٗ اٌش١ىالد اٌّظبؽجخ ٌإلعٙبي ف ٟػ ٕٗ١الؽفاب
ي اٌؼشاق د 3 ْٚعٕٛاد.
مفتاح الكلمات:اٌش١ىالد اٌّظبؽجخ ٌإلعٙبي ف ٟاألؽفبي ،اٌّؼبداد اٌؾ٠ٛ١خ.
فرع األحياء المجهرية [ كلية الطب _ الجامعة المستنصرية]

المجلة العراقية للعلوم الطبية  2009م المجلد  7العدد 3ص65-59

إزالة الوشم باستخدام ليزر  1064و  532نانومتر كيو سوج  -اندي ياك
ف اطمة عدنان محمد علي  ,علي شكر محمود

الخالصة
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خلفية الدراسة :إْ اٌٛشُ ػبدح ِٓ ألذَ اٌّّبسعبد اٌز ٟرٛاسصزٙب اٌشؼٛة ,فماذ ػضاش ػٍا١ِِٛ ٝابء
فشػ١ٔٛخ رؾًّ اصش ألوضش ِٓ ٚشُ ػٍٙ١بٚ.رٛعذ ؽشق لذّ٠اخ إلصاٌاخ اٌٛشاُ لاذَ اٌٛشاُ راراٗ ٌٚىآ
اغٍت ٘زٖ اٌطشق ثذائ١خ رؤد ٞإٌ ٝؽشق اٌغٍذ ,رشا٘ٛبد ف١اٗ ,رغ١اش ٌا ْٛاٌغٍاذ ,راضخٓ اٌغٍاذ ٚ.لاذ
صجذ ؽذ٠ضب إْ اعٍُ ؽش٠مخ إلصاٌخ اٌٛشُ ٘ ٟاعازخذاَ اٌٍ١اضس (و١ا ٛعاٛط) ٚرٌاه ٌمٍاخ راأص١شٖ ػٍاٝ
اٌغٍذ ٌٚؼذَ ؽظٛي ػٛاسع ػٍ ٝاٌجششح.
هدف الدراسة :إْ ٘ذف ٘زٖ اٌذساعخ ٘ ٛرم ُ١١عٙبص اٌى ٛ١عٛط أذ٠بن ٔ 1064,532بِٔ ٛزش فٟ
ػالط اٌٛشُ.
المواد والط رق :ف٘ ٟزٖ اٌذساعخ رُ أخز (ٚ, )99شُ ِآ وٍا ٝاٌغٕغاِٚ ٓ١آ أػّابس رزاشاٚػ ثآ١
 60-20عاإخٚ .لااذ رااُ رشااخ١ض ٚرمغاا ُ١اٌٛشااُ إٌاا ٝأٌٛأااٗ اٌّخزٍفااخ ؽغاات اٌّغاازخذَ ِٕٙااب ٘ٚااٟ
األخؼش ٚاألصسق ٚاألؽّش ٚاألعٛد  ٚوال ِٕٙب لغُ إٌ ٝغ١ش ؽشفا٠ ٟازُ ػٍا٠ ٝاذ أشاخبص غ١اش
ِزخظظ ٚ ٓ١ؽشف٠ ٟزُ ػٍا ٝأ٠اذ ٞأشاخبص ِ١ٕٙاِ ٓ١زخظظا . ٓ١أعازخذَ فا ٟاٌذساعاخ عٙابص
اٌٍ١ااضس (و١اا ٛعااٛط -أااذ٠ ٞاابن) ,ر ٚاٌطااٛي أٌّااٛعٔ )1064( ٟاابِٔ ٛزااش ٚرااشدد(١٘)5شرااض ,شااذح
اإلشؼبع رشاٚؽذ ث )10.1 -6.3( ٓ١عٛي/عُ , 2ؽغُ اٌجمؼخ (ّ١ٍِ )3زاش ,ػاشع إٌجؼاخ ()10
ٔاابٔ ٛعااىٕذ ٌٍاا ْٛاألخؼااش ٚاألصسق ٚاألعااٛد .أِااب اٌٍاا ْٛاألؽّااش فمااذ أعاازخذَ اٌطااٛي اٌّااٛعٟ
(ٔ)532ابٔ١ِ ٛزااش ,اٌزااشدد(١٘ )10شرااض ,شااذح اإلشااؼبع ( )10.3-7.3عٛي/عااُ ,2ؽغااُ اٌجمؼااخ ()2
ٍِّ١زش .وبْ اٌؼالط ٠زُ ثٛاعطخ عٍغبد ,وً عٍغخ رغزغشق ِٓ ( )5-2دلبئك ؽغت ؽغاُ اٌٛشاُ,
وزٌه ٚعٛد فزشح صِٕ١خ ث ٓ١عٍغخ ٚأخش ,ٜرزشاٚػ ث )4-3( ٓ١أعبث١غ .
النتائج :وبٔذ اعزغبثخ اٌٍ ْٛاألعٛد ع١ذح ِغ ٚعٛد ظاً خف١اف عاذا ِمجاٛي رغّ١ٍ١اب ,أِاب األصسق
فمااذ اعاازغبةٌ ,ىاآ ٛ٠ع اذ ظااً خف١ااف ,أِااب اٌٍاا ْٛاألخؼااش فٍااُ ٠غاازغت إال ِااش٠غ ٚاؽااذ ,ثااذأ
ثبالعازغبثخ فاا ٟاٌغٍغاخ اٌزبعااؼخ ,رٌاه ثزخفااف اٌٍا ْٛلٍاا١ال عاذاٚ..وبٔذ االعاازغبثخ ع١اذح عااذاٚ .لااذ
ٌٛؽع ِٓ خالي رمغا ُ١اٌّشػا ٝإٌاٚ ٝشاُ ؽشفاٚ ٟغ١اش ؽشفا ,ٟإْ اعازغبثخ اٌٛشاُ غ١اش ؽشفاٟ
أعشع ػٕذ اٌّشػ ,ٝو ٗٔٛلش٠جب ِٓ عطؼ اٌغٍذٚ ,اوجش ؽغّب ِٓ اٌؾشفٚ ٟالً لّ١خ.
االستنتاجّ٠ :ىٓ اػزجبس اٌٍ١ضس ػالط ِؼ١بس ٞاػزّبدا ػٍ ٝاٌٍ٠ ٌّٓ ْٛش٠ذ إصاٌخ اٌشُ.
مفتاح الكلماتٚ :شُ١ٌ ,ضس, ,ؽشفٚ ٟغ١ش ؽشف.ٟ

معهد الليزر للدراسات العليا  /جامعة بغداد.
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متالزمة عسر التنفس وعالقتها بالعمليات القيصرية التي تجرى في مستشفى الكاظمية
التعليمي
أريج عبد العباس
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الخالصة
خلفية الدراس ة  :رؼزجش ِزالصِخ ػغش اٌزٕفظ ٚاؽذح ِٓ أُ٘ أعجبة دخٛي األؽفبي أٌؾذ٠ض ٟاٌٛالدح
إٌٚ ٝؽذح اٌخذط ٚؽذ٠ض ٟاٌٛالدح ٚاٌز ٟرؾاذس ثغاجت ٔماض ِابدح اٌغا١شفىزٕذ اٌزا٠ ٟاؤدٔ ٞمظاٙب
إٌ ٝلٍٗ اٌزجبدي اٌغبص ٞداخً اٌؾ٠ٛظالد اٌشئ٠ٛخ  ٟ٘ٚ,رؾذس ٔز١غاخ أعاجبة ػذ٠اذح ِٕٙاب اٌاٛالدح
اٌّجىشح ِ,شع اٌغىش ٞػٕذ األَ اٌؾبًِ ٚاٌؼٍّ١بد اٌم١ظش٠خ
ه دف الدراس ة ٌّ:ؼشفااخ اٌؼاللااخ ثاا ٓ١ؽااذٚس ِزالصِااخ ػغااش اٌزاإفظ  ٚاٌؼٍّ١اابد اٌم١ظااش٠خ اٌزااٟ
رغش ٜفِ ٟغزشف ٝاٌىبظّ١خ اٌزؼٍّٟ١
طريقة الدراسة :رؼّٕذ ٘زٖ اٌذساعخ اٌز ٟأعش٠ذ فِ ٟغزشف ٝاٌىبظّ١خ اٌزؼٌٍٍ ّٟ١فزشح ِٓ اٌَٛ١
األٚي ٌشٙش وبٔ ْٛاٌضبٌٔ ٟغٕخ  2009إٌ ٝاٌضالصاِ ْٛآ شاٙش ٔ١غابْ ِآ ٔفا ٟاٌغإخ 372,ؽفاً
ؽااذ٠ش اٌااٛالدح ِظاابة ثّزالصِااخ ػغااش اٌزاإفظ ٚاٌااز ٓ٠رزااشاٚػ ِااذح اٌؾّااً ثٙااُ ِاآ  37إٌاا40 ٝ
أعجٛع ٚوبٔذ أٚصأ ُٙأوضش ِٓ  2,5وغُ ؽ١ش رُ رمغ ُّٙ١إٌِ ٝغبِ١غ ؽغت ٔاٛع اٌاٛالدح ٘ٚاٟ
ٚالدح ؽج١ؼ١خ أ ٚل١ظشٗ٠
النت ائج  :أظٙشد اٌذساعخ إْ ٔغجخ اإلطبثخ ػٕذ اٌزوٛس () % 14,1أػٍِ ٝآ ٔغاجخ اإلطابثخ ػٕاذ
اإلٔبس(ٚ ,) % 9,2أظٙشد اٌذساعخ وزٌه إْ اإلطبثخ ثّزالصِخ ػغش اٌزٕفظ ػٕذ األؽفابي اٌازٓ٠
ٌٛ٠ذ ْٚثٛاعطخ اٌؼٍّ١بد اٌم١ظش٠خ ( )% 18,5أوضاش ثىض١اش ِآ األؽفابي اٌازٌٛ٠ ٓ٠اذ ْٚثٛاعاطخ
اٌااٛالدح اٌطج١ؼ١ااخ ٕ٘ٚاابن أ٠ؼااب ص٠اابدح ٔغااجخ اإلطاابثخ ػٕااذ األؽفاابي أٌؾااذ٠ض ٟاٌااٛالدح ٚاٌااز ٓ٠رمااً
أٚصأ ُٙػٓ  3وغُ
االس تنتاج :اٌٛالدح اٌطج١ؼ١خ ٘ٚ ٟاؽاذح ِآ أ٘اُ اٌؼٛاِاً اٌزا ٟرمٍاً ٔغاجخ اإلطابثخ ثّزالصِاخ ػغاش
اٌزٕفظ ٚوزٌه فب ْ ٔمض ٚصْ اٌطفً ٠شىً اؽذ اٌؼٛاًِ اٌّؤد٠خ ٌإلطبثخ ثٙب
مفتاح الكلمات :اٌٛالدح اٌطج١ؼ١خ ,اٌؼٍّ١خ اٌم١ظش٠خ ِ,زالصِخ ػغش اٌزٕفظ

فرع طب األطف ال [ كلية الطب _ جامعة النهرين]
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عمليات إعادة تجميل االحليل التحتي :تجربة مع  27مريض لديهم فشل عملية تجميل االحليل
التحتي من النوع البعيد أو القريب
عال محمد الكواز
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الخالصة
خلفية الدراسة :إْ ػٍّ١بد إػبدح رظٕ١غ االؽٍ ً١ثؼذ فشً ػٍّ١خ ِجبي رؾزبٔ ٟعبثمخ رٕط ٞٛػٍٝ
رؾذ ِّ١ضٔ.ؼشع رغشثزٕب ثزغّ ً١االؽٍ ِٓ ً١خالي ؽش٠مخ عٕٛدعشاط ثبٌٕغجخ ٌألٔٛاع اٌجؼ١ذح
ِٓ اٌّجبي اٌزؾزبٔٚ ٟؽش٠مخ لض إٌبعٛس ِغ اعزؼّبي ؽجمخ اٌظفٓ اٌٍ١ف١خ ف ٟاألٔٛاع اٌمش٠جخ
ٌٍّجبي اٌزؾزبٔ.ٟ
ه دف الدراس ة  :ثااأصش سعؼاا ٟاعاازؼشاع رغشثزٕااب فاا ٟعٍغااٍخ ِاآ ػٍّ١اابد إػاابدح اطااالػ اٌّجاابي
اٌزؾزبٌٔ ٟألٔٛاع اٌجؼ١ذح ٚاٌمش٠جخ ِٕٗ ٚاٌز ٟعجك اْ فشً فٙ١ب ػٍّ١خ إطالػ عبثك.
المواد وطرق العمل :ث ٓ١وبٔ ْٛاألٚي  /د٠غّجش  27 ، 2009 ٛ١ٔٛ٠ٚ 2006ؽفال (ِزٛعؾ اٌؼّش
ُ
اٍ١ؼ اٌّجاابي اٌزؾزاابٔ .ٟاٌّشػااٝ
٠ 4.8زااشاٚػ ثاا ٓ١عاإز ٓ١إٌاا 11 ٝعاإخ) أؽٍ١ااٛا ٌؼٍّ١ااخ إػاابدح رظا ِ
لُغّّٛا إٌِ ٝغّٛػزٓ١؛ اٌّغّٛػخ األِ 20( ٌٝٚش٠غ) ٌٍّجبي اٌزؾزبٌٍٕٔٛ ٟػ ٓ١اٌجؼ١ذ ٚاٌّزٛعؾ
د ،ػٍّ١خ رغّ ً١االؽٍ ً١ثطش٠مخ ٚ Snodgrassاٌز ٟفٙ١اب ُغطّا ٝاالؽٍ١اً اٌغذ٠اذ
,ف٘ ٟزٖ اٌؾبال ِ
اٌغٍذ .ٞأِاب اٌّغّٛػاخ اٌضبٔ١اخ (ِ 7شػا )ٝاٌّجابي اٌزؾزابِٔ ٟآ
إٌغ١ظ اٌزؾذ
ثطجم ِخ إػبفِ ١خ ِِ ْٓ
ِ
ِ
إٌبعٛس،ػٍّ١خ إػبدح اٌزظٍ١ؼ ٚرٌه
ثزشىً١
إٌٛع األدٔ ٝاٌز٠ ٞؾِ ٞٛؼبػفبد اٌؼٍّ١بد اٌغبثمخ
ِ
ِ
إٌغا١ظ اٌزؾاذ
د اٌ ُّمَبؽَؼ ِخ ٚػًّ غطبء ؽجم ِخ صبِٔ١خ ِِ ْآ
إٌبعٛسصُ
ثمطغ ِٕطم ِخ
َ
ثبإلغالق ثبٌخ١بؽب ِ
ِ
ِ
اٌغٍذ.ٞ
ِ
ك فزؾاخ
النَتائِج :اٌّغّٛػ ِخ األ ٌٝٚوابْ ٕ٘ابن ِ ،)% 25( 5ؼابػفبد ٚاٌزا ٟشاٍّذ سعاٛع رؼاَ ّ١
اٌظاغ١ش ٚٚاؽاذ فازؼ وٍاٌٍ ٟغاشػ .إػابدح ػٍّ١ا ِخ
ٔبعاٛس
االؽٍ ً١فِ 3 ٟشػا ،ٝرؼاّ١ك ٚاؽاذ ِاغ
ِ
ِ
َو ْ
ُّا١غ ٌفزؾاخ
بٔذ ػشٚس٠خَ ف ٟفمؾ ٚاؽذ ِِ ْٓ
ِ
ِش٠غ عٍغٍزِٕب (ٚ )% 7.6ا٢خاش ْٚػٌٛغاٛا ثبٌزٛع ِ
االؽٍ.ً١
اٛس اٌاازٞ
اٍ١ؼ ثجمااب ِء إٌبعا ِ
اٌّغّٛػااخ اٌضبٔ١ااخِ :شػااِ 2 ٝاآ َ )% 28.5( 7واابَْ ِػ ْٕا َذُ٘ ُْ فشا ًُ اٌزظا ِ
رَطٍّجٛا إػبدح اٌؼٍِّ ١خ
ٌٍٕٛع األلظ ِٓ ٝاٌّجبي اٌزؾزبٔ ٟػٍّ١خ رغّ ً١االؽٍ ً١وّاب ٘ا َِْٛ ٛطُاٛف ِآ
االستنتاج :ثبٌٕغجخ
ِ
لجً  ٟ٘ Snodgrassؽش٠مخ ِٕبعاجخ ٌؼاالط ؽابالد اٌّجابي اٌزؾزابِٔ ٟآ إٌاٛع األلظا ٝثبٌٕغاجخ
ٌٍؾبالد األعبعا١خ أ ٚإػابدح اٌؼٍّ١اخ .فا ٟؽا ٓ١فا ٟؽابالد إٌاٛع األدٔاِ ٝآ اٌّجابي اٌزؾزابٔ ٟفابْ
إغالق ِٕطمخ إٌبعٛس ٚرغط١زٙب ثطجمخ صبٔ١خ ٌّٕغ اإلطبثخ ثبٌٕبعٛس ٠ؼذ خ١بسا ِمجٛال ٌٍؼالط .
مفتاح الكلمات  :رغّ ً١االؽٍِ, ً١جبي رؾزبٔ ,ٟاٌٍٛؽخ األؽٍ١ٍ١خ.
فرع الجراحة [ كلية الطب _ جامعة النهرين]
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دراسة صف ات اجتماعية وديموغرافية للمرضى المصابين بأمراض نزف الدم الوراثية
ايناس طالب عبد الكريم , 1سعد ف اضل محمد
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خلفية الدراس ة :اٌّشػ ٝاٌّظبث ٓ١ثبٌٕمض اٌٛساصٌ ٟؼٛاًِ اٌزخضش ف ٟاٌجالصِب ٠ؼبٔٔ ِٓ ْٛاضف
ِزىشس ِذ ٜاٌؾ١بح ف ٟاٌّفبطاً ,اٌؼؼاالدٚ ،األِابوٓ اٌّغٍماخ فا ٟاٌغغاُ أِاب ثشاىً أٔا ٟأ ٚثؼاذ
اٌزؼشع ٌغشػ
هدف الدراسة  :رٙذف ٘زٖ اٌذساعخ إٌ ٝث١بْ اٌٛالغ االعزّبػٚ ٟاٌذّٛ٠غشافٌٍّ ٟشػ ٝاٌّظبثٓ١
ثأِشاع ٔضف اٌذَ اٌٛساص١خ اٌّشاعؼٌّ ٓ١شوض األِشاع إٌضف١خ اٌٛساص١خ فِ ٟغزشف ٝإٌّظاٛس
اٌزؼٍّ١ااااااااااااااااااااااااااااااااااااااااااٌ ٟالؽفاااااااااااااااااااااااااااااااااااااااااابي فاااااااااااااااااااااااااااااااااااااااااا ٟثغااااااااااااااااااااااااااااااااااااااااااذاد.
طريق ة الدراس ة :أعش٠اذ دساعاخ ِمطؼ١ااخ فا ٟاٌفزاشح ِاابث ٓ١األٚي ِآ شاٙش آراس ٌغاإخ َٕ ٓٓ ۸
ٙٔٚب٠خ شٙش آة ٌغٕخ ٚ َٕ ٓٓ ۸وبٔذ ػٕ١خ اٌذساعخ رزأٌف ِٓ ِ 243ش٠ؼاب ِظابث ٓ١ثّخزٍاف
األِشاع إٌضف١خ اٌٛساص١خ .رؼّٕذ اٌج١بٔبد اعزج١بْ ِإظُ ٍِاٟء فماؾ ِآ لجاً اٌجبؽاش ثٛاعاطخ
االعزغٛاة ٌٍّش٠غ أٚ ٚاٌذ ٗ٠أ ٚر ٗ٠ٚاٌّمشث.ٓ١
النتائج :أظٙشد اٌذساعخ اٌؾبٌ١خ ِب:ٍٟ٠
اٌّشػ ٝاٌّظبث ٓ١ثبٌّٛ١ٙف١ٍ١ب ِٚشع فا١ٍٍ٠ٚ ْٛجشأاذ ٠شاىٍِ ٪١ٓ٠ٔ ْٛآ ػٕ١اخ اٌذساعاخ ،
وبْ ِؼذي اٌؼّش ٌّشػ ٝاٌؼٕ١خ ؽٛأٌ١ ٟعٕخ ،وبْ ؽٛاٌ ِٓ ٪٧٧ ٟػٕ١خ اٌذساعخ ِآ عاىٕخ
ِؾبفظااخ ثغااذاد .ثؼااغ ػٛائااً اٌّشػااٌ ٪ٔ٦٠٥ ٝااذ ُٙ٠صالصااخ أفااشاد أ ٚأوضااش ٠ؼاابِٔ ْٛاآ اؽااذ
األِااشاع إٌضف١ااخ اٌٛساص١ااخِ .ؼظااُ ؽاابالد اٌّٛ١ٙف١ٍ١ااب اٌزاا ٟساعؼااذ ِشوااض األِااشاع إٌضف١ااخ
اٌٛساص١خ وبٔذ أِب شاذ٠ذح أِ ٚزٛعاطخ اٌشاذح  ٪ٕٕ٠٦ ٚ ٪٥٥٠٦ػٍا ٝاٌزاٛاٌ .ٟثبٌٕغاجخ ٌٍّشػاٝ
اٌز ٓ٠أػّبسُ٘  ٧عٕٛاد أ ٚأوضش ،فبْ ٍٔ٠ ٌُ ُِٕٙ ٪١زؾمٛا ثبٌّذسعخ أ ٚرشوٛا اٌّذسعخ ثغجت
ِشػ ُٙاٌز٠ ٞؼبٔ .ِٕٗ ْٛثبٌٕغجخ ٌٍّشػ ٝاٌز ٓ٠أػّبسُ٘  ٔ۸عٕخ أ ٚأوضش .وبْ % ٥۸٠١غ١ش
ِزضٚع ٪١٦٠ٓ٧ ،ٓ١وابٔٛا ػابؽٍ ٓ١ػآ اٌؼّاً ثغاجت اٌّاشع .اٌؼالعابد ٚخبطاخ ػٛاِاً اٌاذَ
اٌّظٕؼخ وبٔذ ِزٛفشح ٌّؼظُ اٌّشػ.) ٪١٧٠ٔ (ٝ
االس تنتاج :وبٔذ اٌظٛا٘ش االعزّبػ١خ ٚاٌذّٛ٠غشاف١خ ٌّشػ ٝإٌضف اٌٛساص ٟف ٟاٌذساعخ ِشابثٙخ
ٌٍذساعبد األخش ٜفِٕ ٟطمخ ؽٛع ثؾش األث١غ اٌّزٛعؾ ٚثٍذاْ اٌغشة ,فّ١ب ػذا ِؼاذي اٌؼّاش
ف٘ ٟزٖ اٌذساعخ وبْ الً ِٓ اٌذساعبد األخش .ٜطٕف اٌذَ ٌاُ ٠ؤشاش ثؼاللاخ ا٠غبث١اخ ِاغ ِخزٍاف
أٛاع ِشع إٌضف اٌٛساص ،ٟوّب اْ األطبثخ ثبٌّشع وبْ ٌاٗ راأص١ش عاٍج ٟػٍاِ ٝغاز ٜٛاٌزؼٍاُ١
ػٕذ اٌّشػٝ
مفتاح الكلمات  :دساعخ ِشع إٌضف اٌٛساص ٟفِ ٟذٕ٠خ ثغذاد
1فرع طب المجتمع [كلية الطب _ جامعة النهرين]
2مدينة الطب _بغداد_العراق
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الردبة اإلحليلية بعد قص االحليل بالناظور " تقرير حالة "
عال محمد الكواز
الخالصة
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الملخصات العربية
اٌزوٛس
اٌزوش ٟ٘ ٞؽبالدَ عش٠ش٠خَ ٔبدسحَ .اٌ ُشدَة اإلؽٍ١ٍ١خ فٟ
اٌمؼ١جٟ
اإلؽًٍ١
اْ ُسدَة
ِ
ِ
ِ
ِ
َ
ُ
َ
ّ
لَ ْذ رشرجؾ ثبطبثخ ِٛػؼ١خ،ا ٚػذ ،ٜٚا ٚؽظبح االؽٍ ً١أ ٚرؼ١ك االؽٍٕ٘ .ً١بٔ ،ماذ َُ ؽبٌاخ غ١اش
ػبد٠خَ ٌشعً ثؼّش  55عٕخ َِغ سدثخ إؽٍ١ٍ١خ ػشػ١خ ثؼاذ لاض االؽٍ١اً ثبٌٕابظٛس ٌزفٕ١ا ِذ اٌزؼا١ك
اإلؽٍٍ١اا .ٟاٌزظااٍ١ؼ اٌغشاؽااٌٍ ٟؾبٌااخ اٌّشػاا١خ َ٠زؼ ا ّّ ُٓ لط ا َغ رفٕ ١ا ِذٌ ٞإلؽٍ١ااً ،رغّ١ااً االؽٍ١ااً،
اإلؽٍ ،ً١اٌّش٠غ ثؼذ اٌؼٍّ١خ ٠زجُ ٛي ع١ذا ٌٚىٓ ِػ ْٕ َذُٖ ػؼف ف ٟاإلٔزظبةُ ٌُ
ٚإغالق سلج ِخ ُسدَة
ِ
٠غزغت ٌالد٠ٚخ ع١ذا

مفتاح الكلمات :سُدة اإلؽٍ, ً١رغّ ً١اإلؽٍ, ً١رؼ١ك اإلؽٍ.ً١

فرع الجراحة [ كلية الطب _ جامعة النهرين ]
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التف اف المرارة عند البالغين /حالة مرضية نادرة اللتهاب المرارة الحاد
" تقرير حالة "
علي جليل عواد  ،1حسن هادي السكافي

2
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الملخصات العربية

الخالصة
اٌزفبف اٌّشاسح ٘ ٟؽبٌخ ٔبدسح ٚػِّٛب ثغجت االخزالف اٌزشش٠ؾ ٟغ١ش اٌطج١ؼِ ٟضً ٚعٛد و١ظ
ؽِ ً٠ٛغ فمذاْ اٌّشاسح ٌٍؾٛاف اٌغافٍِ ٝاغ اٌىجاذٚ ,اٌؼالِابد اٌغاش٠ش٠خ رمش٠جاب ِشابثٙخ الٌزٙابة
اٌّااشاسح اٌؾاابد ٚ .ػٍاا ٝأ٠ااخ ؽاابي اٌزشااخ١ض اٌظااؾ١ؼ ٠ىاا ْٛخااالي اٌغشاؽااخ (أ ٞخااالي إعااشاء
اٌؼٍّ١خ).
مفتاح الكلمات:اٌزفبف اٌّشاسح  ,إٌّظبس اٌغشاؽ , ٟاٌزٙبة اٌّشاسح اٌؾبد

1فرع الجراحة _ مستشفى الكرامة التعليمي
2فرع الجراحة _ مدينة الطب

المجلة العراقية للعلوم الطبية  2009م المجلد  7العدد 3ص111-110
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