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Summary :
The efficacy of recovery of peritonitis-causing micro-
organism from peritoneal dialysate during Intermittent
Peritoneal Dialysis IPD by using Bactec blood culture
system was compared with that of conventional 10 ml
culture (centrifugation) method. Fifty samples of
peritoneal dialysate from patients with clinical evidence
of peritonitis and containing 100 leucocyte/ mm3 were
injected directly into aerobic and anaerobic Bactec
blood culture bottles as well as into sterile culture
tubes. Age of the patients was 31±8 years (range 20-
45, M = 28, F = 22). Twenty one (42%) Conventional
cultures were positive compared with 44 (88%) done
according to the Bactec system (P=<0.01). In only one
case did the conventional method prove superior. The
interval between inoculation of the culture and
detection of bacterial growth was significantly
decreased by using the Bactec blood culture system
(20±4 hours compared to 38±9 hours using the
conventional technique, P<0.01). The commonest
organism isolated was staph aureus in 14 (31%),
followed by staph. epidermidis in 11 patients (25%),
klebsiela in 5 (11%) staph. fecalis in 4 (9%).
Pseudomonas in 4 (9%). Acinetobacter sp. in 3(6%)
Diphtheroid in 2 (4%) and proteus in 1 (2.2%).

Direct inoculation of peritoneal dialysate into Bactec
blood culture bottles increases the percentage of
cases with positive culture and bacterial growth is
detected earlier compared to conventional method in
patients with peritonitis.

Introduction:
Peritoneal dialysis was first used in the treatment of
patients with renal failure by Ganter in 1923. But the
high incidence of complications did not allow this
technique to popular. With the refinement of the
procedure and also the discovery of antibiotic, renewed
the interest and has become firmly established as an
efficient and safe method of treating renal diseases in
past 35 years1.

IPD is regularly being performed as a treatment of
choice in patients with ARF and ESRF in Bangladesh
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for several years. In Dhaka Medical College Hospital,
Dhaka IPD is being used as the major form of dialysis
since 1990. The reasons being that the facilities of
haemodialysis are very limited and CAPD is not
practicing here2. In spite of much advancement in
technology, peritonitis remains the main drawback of
peritoneal dialysis3.

The diagnosis and treatment of peritonitis greatly
depends on the quick recovery and identification of
the peritonitis-causing organism from the dialyaste
fluid.Our laboratory is attempting to find methods to
increase the recovery of micro-organism. The efficacy
of recovery of peritonitis causing micro-organism from
peritoneal dialysate using Bactec blood culture system
was compared with that of conventional 10 ml culture
(Centrifugation) method.

Materials and Methods:
Fifty samples of dialysate were collected from patients
with clinical evidence of peritonitis each in a separate
sterile glass jar. Samples containing cell count >100
cells/mm3 with a majority of polymorphonuclear
leucocytes were included in this study. The cell counts
were performed by using a hemacytometer, and a
differential was made by concentrating the specimen
with Cytospin 2 and staining with Wright stain.

Specimens were obtained aseptically by cleansing
the port of the dialysate bag and removing the fluid
with a 20 ml syringe. Specimens were cultured by
conventional culture techniques, and by bactec blood
culture technique.

Conventional culture. Dialysate (10ml) was
centrifuged, and the sediment was used for Gram-
stained film and inoculation of the following media:
chocolate and 5% sheep blood agar (Scott
Laboratories Inc., Fiskeville, R.I); and macConkey
agar, thioglycolate broth, and 5% human blood agar
containing vitamin K, yeast extract, and hemming for
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anaerobic growth, which were incubated and examined
daily for 7 days.

BACTEC Blood culture system : Dialysate (3 to 5 ml)
was inoculated into each BACTEC (Johnston

Laboratories, Inc.. Towson, Md.) blood culture bottle

(aerobic, hypertonic and anaerobic media) and

incubated according to manufacturer instructions for

up to 7 days. Gram-stained films were prepared from

blood culture bottles yielding a positive growth index

(radiometric detection).

Results:

Age of the patients was 31±8 years (range 20-45 years

M = 28, F = 22). Out of fifty, 44 (88%) were found with

infective organisms, 6 (12%) were found with no

organism. Thirty two (72.73%) were positive in

BACTEC compared with 12 (27.27%) of conventional

technique (P<.001). In BACTEC system growth

detected earlier by a mean of almost 20 hours Fig-1.

Organisms- causing peritonitis included was staph

aureus in 14 (31%), followed by staph. epidermidis in

11 patients (25%), klebsiela in 5 (11%) staph. fecalis

in 4 (9%). Pseudomonas in 4 (9%). Acinetobacter

sp. in 3(6%) Diphtheroid in 2 (4%) and proteus in 1
(2.2%).

The organisms recovered by using each method are
shown in Fig.2. The percentage of types of bacteria
found in peritonitis episodes does agree with the
reports of others (70% gram-positive cocci, 10% gram
negative bacilli, 5% gram positive bacilli)4.
Staphylococci were the most frequently isolated.
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Fig.-1 : Comparison of no. of Positive Cultures in two
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Fig.-2 : Micor-organism isolated in specimens

Discussion :
Peritonitis is defined as a syndrome of abdominal pain
usually accompanied by nausea or vomiting, fever and
a cloudy dialysate drainage. Patients were diagnosed
as having peritonitis if any two of the following criteria
were present (Solis et al, 1989). I  Abdominal pain or
tenderness 2. Cloudy peritoneal fluid >100 WBC/ml
or > 50% of WBC are neutrophils. 3. Presence of
micro organism in the dialysate.

The literature suggests that improved, standardized
methods for laboratory isolation of peritonitis causing
microorganisms from peritoneal fluid are needed5.
Attempts using costly equipment, such as the
BACTEC system for blood cultures have been shown
in some laboratories to be successful in increasing
the recovery of microorganisms from dialysate fluid6.

This study  recommend the use of BACTEC system
for the routine isolation of peritonitis causing
microorganisms from peritoneal fluid. Our study
showed it to have greater sensitivity than those of
conventional methods of plating, since the enrichment
broth allows for enhanced recovery. This system
requires minimal manipulation of specimen, leading
to decreased contamination; also daily blind
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subculturing can be done without entering the system.
This method offers significant workload reduction and
requires no capital equipment investment.

In spite of recent technical advancement in the field of
peritoneal dialysis peritonities remains a major
drawback in this form of treatment. Incidence of
peritonities is more common in IPD. In advanced
centres, the peritonitis rate in PD has come down
from one episode in 6 months to one episode in 10 to
36 months7, 8 due to the use of a closed system of
dialysis, use of an absolute sterile technique, ultraviolet
system and microfilter9.

In a  previous study of IPD in our center, the peritonitis
rate was found to be one episode per 25 patients week
of treatment5. The infection rate was higher than in
other dialysis units of developed countries8. The
causes of the high incidence of peritonitis in our centre
were poor environmental condition, lack of personal
hygiene, illiteracy and non availability of  trained
nurses.

Among the peritonitis, 88% were culture positive and
the remaining 12% were culture negative. This finding
correlates with the finding of other worker who used
microfilter in the culture of P.D fluid9. As anaerobic
culture was not routinely performed in our laboratory
and fungus was not specially looked for this form of
peritonitis might have been missed in this study.

The commonest organism responsible for peritonitis
in this study is staph. auerus in 14 (31%) followed by
staph. epidermidis in 11 patients (25%). This is similar
to the findings of most of the studies. In different
series4,9 staphylococcus epidermidis (41.6%) and
aureus (16.7%) were found to be the commonest
organism, followed by gram negative bacilli (10.1%),

streptococcus (9.2%), E, coli (7.5%) and
pseudomonas aeroginosa (4.5%)

In conclusion we found staph aureus is the commonest
organism responsible for peritonitis in patients with
PD in our study and direct inoculation of PD effluent
into BACTEC blood culture bottle is superior to
conventional methods. So this study recommends the
use of bactec system for the routine isolation of
peritonitis-causing organism from peritoneal fluid.
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Introduction:
Glomerulonephritis still remains the important cause
of end stage renal disease (ESRD) in developing
countries particularly in Bangladesh. Among the
different causes of ESRD in the dialysis unit,
glomerulonephritis comprises 47% between 1990-1994
and 40% in 19981. The increased incidence of
glomerulonephritis over diabetic nephropathy and
hypertension as a cause of ESRD is possibly due to
higher prevalence of post infectious glomerulonephritis,
interstitial nephropathy and other causes of primary
glomerulonephritis. The histological pattern of
glomerulonephritis varies widely in different countries.
For example, IgA nephropathy is more prevalent in
Asia-Pacific region and is less common in USA and
Europe2. Similarly, post infectious glomerulonephritis
is more commonly seen in developing nations and
virtually disappeared in developed nations. The
prognosis of glomerulonephritis therefore is variable
and is usually dependent on clinical presentation at
onset and the type of treatment given. However there
is no uniform mode of treatment in primary
glomerulonephritis and varies widely in different
countries3. In this paper, we are presenting our own
data of glomerulonephritis.

Patients and methods:
Seven hundred forty eight patients with a mean age of
35 yrs (M 460, F 288; range 15-64 years) were studied
in a renal out-patient clinic over a period of 10 years
from 1991-2001. In all patients, proper clinical history
and thorough physical examination was made at the
time of presentation and individual patient’s file was
maintained. Urine for R/E including chemical and
microscopical test, 24 hours urinary total protein
(UTP), total and differential blood count, bleeding and
coagulation time, blood urea, serum creatimne, serum
electrolytes, serum total protein, serum albumin,
serum cholesterol, HbsAg were performed for each
patient from a recognized laboratory. In all cases
hepatitis B virus was screened. In special
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circumstances, hepatitis C virus, C3, C4, ANF and
anti-DNA antibody were also done. In all cases,
ultrasonogram of the kidneys was performed to see
the size, calycial pattern and cortical thickness. Renal
biopsy was performed if proteinuria was >1gm/24 hours
with or without haematuria and there was no
contraindication. Biopsy was not performed in patients
with isolated haematuria. Biopsy specimen was
examined with H&E stain and in most of the cases
PAS stain. Immunofluorescence (IF) study was also
done for all the biopsy specimen.

All patients were symptomatically treated for edema
with loop diuretics and fluid restriction. Hypertension
was treated with appropriate anti-hypertension drugs
including ACE inhibitors and angiotensin receptor
blockers. Steroid and cyclophosphamide were added
according to the histological diagnosis of the patient.

All patients were periodically followed up for every 2-3
months and degree of proteinuria and renal function
status were checked. Proper documentation was
made in those cases that were lost to follow up.

Statistical analysis
Data was evaluated by SPSS-10 for Windows and
was expressed by mean±SD. Where necessary,
Student’s T test for numerical values with normal
distribution and for variables with normal distribution
Mann-Whitney U test or Wilcoxan u- test was used.

Results
Clinical presentation of primary glomerulonephritis:

Out of seven hundred and forty eight patients, 306
presented with proteinuria>5gm/24 hrs hypertension
(blood pressure>I40/90mm of Hg) was present in 160
cases and chronic renal failure (serum
creatinine>160µmol/L) was present in 139 cases.

In minimal change disease (MCD), 12 of 23 patients
(52%) presented with nephritic syndrome.

In FSGS, 11 of 24 patients (46%) presented with
nephrotic syndrome. Hypertension was present in
7(29%) and renal failure 6(25%) was present.
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Of 112 cases of mesangialproliferative
glomerulonephritis, 31 patients (36%) presented with
nephrotic syndrome, 15 (17%) presented with
hypertension and 13 (15%) presented with renal failure.

Of 86 patients of membranous nephropathy, 39
patients (45%) presented with nephrotic syndrome,
14 (17%) presented with hypertension and 12 (14%)
presented with renal failure.

Membranoproliferative glomerulonephritis (MPGN) was
seen in 62 cases. Of them, 25 patients (40%)
presented with nephrotic syndrome, 12 (19%)
presented with hypertension and 22 (30%) presented
with renal failure.

IgA nephropathy was seen in 57 cases. Of them 28
(49%) presented with nephrotic syndrome 14 (24%)
presented with hypertension and 22 (38%) presented
with renal failure.

There were 262 cases of diffuse and focal proliferative
glomerulonephritis. Off them, 38% presented with
nephritic syndrome, 27% with hypertension and 83%
with renal failure.

Management of histological types of
glomerulonephritis:

Patients presented with proteinuria <5gm/24 hrs were
treated symptomatically except minimal change
nephrotic syndrome (MCNS). However, if proteinuria
>5gm/24hrs, steroid alone or steroid with cytotoxic
drugs were given. Prednisolone was given to all
patients with MCNS; complete remission was achieved
in about 80% of patients over a period of 6 months
and then the dose was gradually tapered over a period
of 6 months and then steroid was withdrawn. In 20%
cases, where there was no response with steroid
within 2 months time, cyclophosphamide was given
in addition to steroid and all of them responded.
Relapse however occurred in both groups, two third in
steroid group and one-third in cyclophosphamide
group after stopping therapy within six months to two
years.

In 18 patients with membranous nephropathy (MN),
steroid was given alone and in 14 cases steroid and
cyclophosphamide were given. In patients receiving
steroid, 50% showed complete remission, 28% partial
remission and 22% didn’t respond. On the other hand,
43% of membranous nephropathy responded
completely with steroid and cytotoxic drugs, 28%

showed incomplete remission and another 28% did
not respond. The difference between the treatment
with steroid alone and steroid with cyclophosphamide
did not differ significantly in this study.

In patients with membranoproliferative glomerulo-
nephritis (MPGN), only 11 patients were treated with
steroid and 4 with steroid and cyclophosphamide.
Among the patients receiving steroid, only 18%
showed remission of proteinuria and no patient
receiving steroid with cyclophosphamide showed
complete remission.’ However, proteinuria was
decreased partially among 3 of the 4 patients.

23 patients with mesangial proliferative
glomerulonephritis (non-IgA type) were treated with
steroid and 11 with steroid and cyclophosphamide.
Patients receiving steroid, only 13% showed complete
remission and 22% partial remissions, whereas
patients receiving steroid and cyclophosphamide, 54%
showed complete remission and 34% didn’t respond.

13 patients with focal segmental glomerulosclerosis
(FSGS) were treated with steroid alone and 9 with
steroid and cyclophosphamide. 50% patients receiving
steroid showed complete remission and 50% didn’t
respond, whereas patients receiving steroid and
cyclophosphamide 44% showed complete remission
and 56% didn’t show any remission.

16 case of proliferative glomerulonephritis were treated
with steroid and 7 treated with steroid and
cyclophosphamide. Patients receiving steroid alone,
25% showed complete remission, whereas patients
receiving steroid and cyclophosphamide only 14%
showed complete remission.

Discussion
The result of this study showed that, treatment of
nephrotic syndrome due to primary glomerulonephritis
is widely variable. Clinical presentation, presence of
hypertension, degree of renal failure at presentation
also differ from each other. Hypertension is present in
almost half of the cases (44%) in-patient with
membranous nephropathy and about one third of the
cases (29%) in FSGS. Similarly, renal failure at
presentation was present >50% cases (53%) in diffuse
and focal proliferative glomerulonephritis and one third
of cases in membranoproliferative glomerulonephritis.
Although there is a close relation between degree of
proteinuria and hypertension with renal failure, study
presented here was not related; e.g. in membranous
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nephropathy proteinuria at nephrotic range was present
in about 45% cases and hypertension present in about
44% cases. Renal failure at presentation was fond in
14% of cases. On the other hand, in diffuse and focal
proliferative glomerulonephritis, although proteinuria
was present in about 38% cases and hypertension
present in 27% cases, renal failure occurred at
presentation in about 53% cases. It is possible that,
immunological inflammation, load of antigen, cytokine
involvement are also important in the causation of renal
failure in some cases of primary glomerulonephritis.

It is important to note that, spontaneous remission
occurs in almost all types of histological varieties of
primary glomerulonephritis over a period of six months
to five years despite nephrotic range proteinuria in
some cases. This is certainly important that, a mere
explanation of proteinuria and renal failure can’t simply
explain the progression of renal disease in these
circumstances. Remission of nephrotic syndrome
occurred in highest number of patients with
membranous nephropathy as compared to other
cases.

The management of nephrotic syndrome is highly
controversial. There is no consensus of opinion
regarding the treatment of patients with primary,
glomerulonephritis. Evidence based nephrology in
recent years gaining popularity, although doesn’t
conclusively prove regarding efficacy in certain types
of glomerulonephritis3. In our patients, the efficacy of
treatment with steroid alone and steroid with
cyclophosphamide showed that, remission of
nephrotic syndrome is variable. Complete remission
was found in patients with membranous nephropathy
in half of the cases when steroids were used alone.
However when steroids and cytotoxic drugs were used
together, response rate were almost similar (43%).
Review of the literature suggested that, although
steroids alone cause initial remission of nephrotic
syndrome due to membranous nephropathy, relapse
occurs when therapy is stopped4. However, patients
receiving steroids and cyclophosphamide, remission
rate continues lasting for few months to few years.
Ponticelle et al5 has shown an excellent response
with methyl prednisolone, chlorambucil and steroid
combination for six monthly regimes in patients with
idiopathic membranous nephropathy. He has shown
that, response rate is higher and remission continues
for a longer period and there is definite preservation of

renal function. Our patients couldn’t tolerate
chlorambucil, whereas cyclophosphamide was well
tolerated in at least twelve patients where
cyclophosphamide was given7.

Next important group of glomerulonephritis that
responded with steroid and cyclophosphamide was,
mesangial proliferative glomerulonephritis (non-IgA
type). The response rate was 53%, whereas steroid
alone was 13%. Disappointing response rate with
steroid alone or steroid with cyclophosphamide were
seen in patients with FSGS, membranoproliferatve
glomerulonephritis and diffuse and focal proliferative
glomerulonephritis. However, this response rate is also
similar with the published literature5,6,8. The failure of
response of FSGS with steroid and steroid with
cyclophosphamide was probably due to short-term
use of this therapy. Evidence based nephrology
strongly suggests long-tern use of steroid at least for
six months in patients with FSGS. The use of steroid
with or without cyclophosphamide was not found to
be satisfactory in patients with membranoproliferatve
glomerulonephritis and focal and diffuse proliferative
glomerulonephritis in several reported series.

Prognosis
The prognosis of glomerulonephritis due to nephrotic
syndrome is also variable. In our series, out of 23
cases of minimal change disease, 2 cases (8.6%)
developed renal failure, whereas in patients with
membranous nephropathy, 14% developed renal
failure. In patients with membranoproliferative
glomerulonephritis, more than one third (35%)
developed renal failure during this period. The relatively
good prognosis was seen in patients with mesangial
proliferative glomerulonephritis, where only 15%
showed deterioration of renal function. In patients with
FSGS, 25% and in patients with focal and diffuse
proliferative glomerulonephritis 53% progressed to
renal failure during the follow up period. This high rate
of renal failure in patients with diffuse and focal
proliferative glomerulonephritis is unknown. However
there may be good co-relation between degree of
proteinuria and presence of hypertension in this group
of patients. Similar explanation can be made in
patients with membranous nephropathy where
proteinuria <5gm/24 hrs, absence of hypertension
showed relatively good prognosis as compared to
heavy proteinuria and presence of hypertension.
Presence of renal failure in two cases of minimal
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change nephrotic syndrome is unexplained and we
do not have any data regarding their repeat biopsy
finding. It is possible that, histologically these patients
might have changes of FSGS or some degree of
mesangial proliferative changes.
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Introduction:
Sjogren’s syndrome is an autoimmune disorder of
unknown aetiology characterized by lymphocytic
infiltration of the salivary and lacrimal glands leading
to xerostomia and keratoconjunctititis sicca. Age of
onset is between 40-60 years with a female
predominance1. It has an association with HLA B8/
DR3 2. Numerous autoantibodies are detected with
Sjogren’ syndrome certain rarer conditions are
associated with this disease. Distal renal tubular
acidosis is one of the rarer conditions associated with
primary sjorgen’s syndrome. This is an uncommon
disease in community. The purpose of this report is
to heighten clinicians awareness of the varied
presentations of  primary sjogren’s syndrome and can
help in early diagnosis and treatment.

Case report:
A 44 yrs old lady presented with history of dryness of
eyes and mouth for 5 yrs, bone pain in different areas
of the body for 31/2  yrs, painful swelling of the multiple
joints and swelling of the parotid gland, loss of appetite,
nausea and vomiting for the same duration. She had
no history of diarrhoea, dysentery, grittiness, redness
or pain in the eyes. She had no morning stiffness.
Her bone pain was so intense that she could not walk
without the help of a stick.

She does not give any history of photosensitive rashes
in butterfly distribution nor she had any oral ulcers
though she admits sparse alopecia.

She had no history of fever, cough, gastrointestinal
disturbance. She was not taking any anticholinergic
drugs. Her others family members were completely
healthy.

Physical examination revealed that the patient was
anxious, ill looking, below average nutritional status.
Pulse and BP were within normal limits. There was
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sparse alopecia with mild bilateral parotid gland
swelling. Locomotor system examination revealed
that, the patient experienced pain on movement of
hip, shoulder and elbow joints. Joints were not
deformed and there was no periarticular muscle
wasting. Schirmer’s test was positive.

Investigations revealed, urine R/M/E - Albumin +, RBC-
Nil, Pus cell-0-2/ HPE/ Cast-nil, Urine/ PH -7, urine
specific gravity 1010, 24 hrs UPT 0.32 gm/day, UTV-
1600ml/day, CCr-35.79 ml/min, 24 hrs Urinary Na+

49 mmol/L, 24 hrs Urinary K+ 6.5 mmol/L, 24 hrs
urinary Ca++ 2.8 mg/day, 24 hrs Urinary Mg++ 0.5mg/
day, Urinary C/S-no growth.

Hb-12.5gm/day, TC-8000/mm3, Neautrophil 70%,
Lymphocyte 25%, Eosinophil-3%, Monocyte-2%,
ESR-55mm in 1st hour, Platelet count 250 x    109/L,
PBF-Anisochromia  with  anisocytosis, microcytic,
pencil shaped and tear drop and target cells present.
Blood glucose (Fasting) 4.2mmol/L, and 2 hrs after
breakfast 6.7 mmol/L.

Blood  Urea -7.8 mmol/L, Serum creatinine 183.5mol/
L, Serum electrolytes Na+-136 mmol/L, K+2.7 mmol/
L, Cl 113 mmol/L TCO2 15 mmol/L. Serum calcium
2.1 mmol/L, Inorganic phosphate 0.8 mmol/L, Uric
acid 406 pmol/L, Serum Ferritin 109.60 mg/ml, serum
Iron 95.5 mg/dl. CRP-12.

Liver function test: Serum billirubin 14.7mmol/L,
SGPT-29 m/L, Prothombin time control 12 sec, patient
14 sec. HBsAg-negative. Immunologic test revealed:
RA test -strongly positive, ANF and antids DNA
negative, Anti SSA-Strongly positive, Anti SSB weakly
positive, P-ANCA and C-ANCA-Negative, Anti RNP-
Negative, Skin biopsy leukocytoclastic vasculitis.

Radiological and sonographic investigations: X-ray
KUB (lateral view) - tiny spots of calcification in renal
area suggesting nephrocalcinosis. X-ray pelvis (A-P
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view) - loosers zone in both superior and inferior ramus
of the pelvis- suggesting osteomalacia. USG of the
KUB: Nephrocalcinosis. Bone mineral density - low,
(T score- 3.73) suggestive of severe osteoporosis.
Tubular acid load test:- Positive, 1st sample PH was 8
and in 6th sample PH was 7.

Discussion:
Primary sjogren’s syndrome is not a common
disease. It is frequently associated with other
rheumatological conditions such as Rheumatoid
Arthritis, SLE etc. Association with distal renal tubular
acidosis is rare. The disorder is predominantly a
disease of women in a ratio of 9:1, with greatest
incidence between age 40 and 60 yrs1. These patients
are often misdiagnosed in early stage of the disease
process2. A high degree of clinical suspicion will help
in early diagnosis. The clinical manifestations is also
non-specific. Dryness of the eyes and mouth with bone
pain and the later stages parotid enlargement which
may be chronic or relapsing develops in one third of
patients3. Renal tubular acidosis (Distal, Type-1)
occurs in 20% of patients4. Chronic interstial nephritis
which may result in impaired renal function may be
seen. A glomerular lesion is rarely observed but may
occur secondary to associated cryoglobulinaemia.
Auto antibodies directed against cytoplasmic antigens
SS-A (anti Ro) and SS-B (anti La) are often present in
primary sjogren’s syndrom5. Radiographic and
sonographic findings will detect nephrocalcinosis and
features of osteoporosis and osteomalacia. Urinary
pH gives a clue to alkaline urine and tubular acid load
test will confirm the tubular defect. Biopsy of the minor

salivary gland of lip confirms the lymphocytic infiltration
of the accessory salivary glands.

Conclusion:
Without a high index of suspicion primary sjorgen’s
syndrome with other association such as distal renal
tubular acidosis poses great difficulty in diagnosis.
Suspicion supported by positive schirmers test,
positive autoantibodies, sonographic and radiological
support, and together with high urine pH and positive
acid load test. Lip biopsy is the specific diagnostic
technique to detect the primary sjogren’s syndrome.
Treatment is use of artificial tear, using sugar free
gums and cadies. Systemic corticosteroids and
immuno suppressive drugs are occasionally indicated
to control severe extraglandular manifestation of
sjogren’s syndrome.
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Summary
We report the case of 72 years old lady who remained
asymptomatic for 20 years after being diagnosed as a
case of liver cirrhosis. She didn’t give any history of
severe infections, cardiac failure or arthritis.

She was admitted in our hospital with the complaints of
oliguria, anorexia, incoherent talk and confusion for few
days. She presented with mild anaemia, hepatomegaly
but without jaundice or splenomegaly. 10 days after
admission into the hospital she developed profuse
haematemesis and ascites was clinically evident at that
time. Her decreased serum albumin, gradually
increased prothombin time, modestly elevated
transaminase directly reflected impaired hepatic
function. Renal abnormalities were found in the form of
oliguria, proteinuria and decreased CCR. She was
diagnosed as a case of hepatorenal syndrome (HRS)
presenting in the form of hepatic encephalopathy.

Case
A 72 years old lady was admitted to the hospital with
the symptoms of oliguria, anorexia and personality
changes in the form of restlessness sleep disturbance,
incoherent talk and confusion lasting for 7-8 days. 10
days after admission the patient suddenly developed
profuse haematemesis and melaena. Vomited blood
was fresh and it was mixed with food particle. On
enquiry, patient’s attendants didn’t give any history of
fever, cough, chest pain, breathlessness and joint pain.

She had undergone hysterectomy for Dysfunctional
Uterine Bleeding (DUB) in 1976 and laparotomy was
done for cholecystectomy in 1982. But the surgeon
didn’t remove gall bladder as he found the liver
macroscopically cirrhotic, biopsy specimen was taken
and cirrhosis was diagnosed histopathologically.

On physical examination, her appearance was
depressed, apathetic and drowsy. Her nutritional
status was average, mildly anaemic, not icteric,
cyanosed or edematous. There was no clubbing,
koilonychia, leuconychia, no lymphadenopathy and
thyroid gland was not enlarged. Skin was rough and
wrinkled, telangiectasias were found over both malar
regions and two spider telangiectasias were found in
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both arms. Temperature was 98°F, pulse-78/min,
blood pressure was 120/60 mm of Hg both in sitting
and lying posture and respiratory rate was 16/min.

Abdominal examination revealed that left lobe of the
liver was palpable, 4cm from the xiphoid process,
nodular, firm in consistency, non-tender and moves
with respiration. Gall bladder was palpable in right
hypochondriac region, firm in consistency and tender.
There were no other organomegaly. Ascites was
evident 10 days after admission when the patient
developed haematemesis and melaena.

Neurological examination revealed that, the patient
was drowsy, disoriented and consciousness level was
grade II. Cranial nerve examination was not possible.
Jerks were normal in both upper limbs, both knee
jerks were present but ankle jerks were absent, planter
flexor in both sides. Sensory function couldn’t be
examined. No sign of meningial irritation was present.
Examination of fundus was not possible due to
cataracts.

Results of the laboratory tests were
Haemoglobin- 10gm/dl, total leucocyte count-7000/
m3 with normal count of neutrophils and lymphocytes
and ESR-80mm in the 1st hour.

Routine laboratory test of liver function revealed; serum
biliribin-24µmo1/L, SGPT-751U/L, serum alkaline
phosphatase-162 U/L and gradually increasing
prothombin time (13.6sec on 15/05/04, 15.5sec on
25/05/04 and 17sec on 20/06/04). Blood ammonia
level was increased, 62µmol/L. Abdominal
ultrasonography demonstrated, enlarged left lobe and
relatively smaller sized right lobe of liver with uniform
echotexture. Gall bladder was highly distended
containing soft tissue mass at the posterior aspect of
fundal region, wall of the gall bladder was slightly
thickened. Endoscopy was done to diagnose
esophagogastric varices which identified grade III
esophageal varices with signs of recent bleeding, 3
bands were introduced into esophageal varices spirally
from below upward, haemostasis ensured and no
complication was seen.
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Urine for routine and microscopic examination showed,
mild proteinuria (+) and microscopic haematuria (RBC
8-14/HPF). Blood urea was 34.5mg/dl, serum
creatinine 3.5mg/dl, serum sodium 136mmol/L, serum
potassium 5mmol/L, serum calcium 9mg/dl and serum
phosphate 3mg/dl.

Serological tests like RA test, RW test and ANA were
negative. HBsAg and anti-HCV was also negative.

Discussion
Renal failure in liver disease may reflect: 1.Functional
renal failure, called hepatorenal syndrome. 2. Disease
directly affecting both organs.

Hepatorenal syndrome (HRS) is a progressive disorder
in which there is a disturbance of normal
haemodynamic control as a consequence of liver
disease (most commonly cirrhosis) resulting in acute
renal failure8.

The most extensively documented experience with
HRS is that of the late Solomon Papper. In Papper’s
personal series of 200 patients with HRS, 90.5% had
a tendency to arterial hypotension, 80.5% had hepatic
encephalopathy, 75% had massive ascites and 94%
were oliguric2.

In this case report, cirrhosis was found incidentally at
surgery and the patient was asymptomatic for 20
years after being diagnosed as a case of liver
cirrhosis. Suddenly she developed personality disorder
in the form of confusion, incoherent talk, and
drowsiness possibly due to hepatic encephalopathy
developed as a result of portal hypertension commonly
caused by liver cirrhosis. The most important clinical
finding results from the complication of portal
hypertension is acute variceal bleeding. This patient
typically presented with sudden painless upper
gastrointestinal hemorrhage, which established the
presence of portal hypertension. At the same time
ascites was also clinically evident. Although
splenomegaly is a cardinal finding for the diagnosis of
portal hypertension, in this case we were not able to
detect splenomegaly either clinically or by
ultrasonography. Renal and electrolyte abnormalities
are common, especially in chronic disease with
ascites4. Regarding renal symptoms, progressive
oliguria and azotemia was detected. Her serum

electrolytes were normal on admission but gradually
she developed hypokalemia and hyponatremia. As
published in the previous literatures, HRS may begin
incidiously over a period of weeks or months3 or appear
suddenly within days and in a given patient it is difficult
to predict the onset of HRS, same with our case where
it was difficult to say when HRS began.

Hepatorenal syndrome may complicate any advanced
chronic or acute liver failure, commonly due to
cirrhosis and predominant cause of death was a major
episode of variceal bleedings. It appears therefore that
the cause of death in most instances of HRS is not
directly due to renal failure. In our patient, renal function
was moderately impaired where as she developed
hepatic encephalopathy, which was aggravated further
by variceal bleeding. It is difficult to explain that, after
remaining asymptomatic for 20 years of being
diagnosed as a case of liver cirrhosis why suddenly
she developed HRS in the form of hepatic
encephalopathy. Often, however, HRS occurs without
any apparent precipitating cause. Another possibility
of the unexplained deterioration in this previously
stable patient is, hepatocellular carcinoma as -
fetoprotein in serum was found to be significantly high.
Anyway further investigations  e.g. hepatic
arteriography, liver biopsy was necessary to confirm
the diagnosis which could not be done due to poor
general condition of the pt.
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Summary:
Screening of Transfusion Transmissible Infections
(TTIs) markers in blood donors is one of the intervention
strategies for prevention the HIV/AIDS and other
transfusion related diseases. Under Ministry of Health
and Family Welfare a mandatory blood donor screening
programme launched in 98 Blood transfusion centres
with the financial assistance of UNDP. A total of 421087
blood donors were screened for markers of Hepatitis
B, Hepatitis C, AIDS, Syphilis and Malaria from January
2001 to December 2003. After application of donor
selection process, the blood samples of accepted
donors were tested for HBV, HCV, HIV marker by Elisa
and Immunochromatographic (ICT) Rapid kits, for
Syphilis by RPR and for MP by Giemsa stain. The
compiled screening data of 98 blood transfusion
centers from 2001 to 2003 shows that HBsAg was
reactive in 1.56 % of voluntary blood donors (114028),
1.57 % of paid blood donors (74538) and 1.19% of
replacement blood donors (232521). Anti-HCV was
reactive in 11 % of voluntary blood donors, 0.30% of
paid donors, 0.15% of replacement blood donors. RPR
was reactive in. 0.35% of voluntary blood donors, 0.49%
of paid donors and 0.27% of replacement blood donors
0.04% of voluntary blood donors, 0.01 % of paid donors
and 0.01% replacement blood donors showed Malarial
parasite positive 0.001% of paid donors, 0.002% of
replacement blood donors showed anti-HIV. No anti-
HIV was detected in voluntary blood donors. The result
reveals a lower Sero prevalence of HBV, HCV and
syphilis markers with declining trend in selected paid,
voluntary and replacement blood donors due to
mandatory screening and donor selection during blood
donation. It also reveals a low prevalence of HIV in
Bangladeshi population.

Introduction:
The Global Database on Blood Safety indicated that
80% of the world’s population does not have access
to reliable and safe blood.  With the rapid spread of
the AIDS pandemic, there is an urgent need to ensure
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the safety of all blood and blood products1.
Unfortunately, not all donations in all countries are
screened. It is estimated that 43% of the blood
collected in developing countries is not tested for
transfusion-transmissible infections (HIV, HCV, HBV;
Syphilis, Chagas disease)2. In Bangladesh more than
70% of annual demand of blood was being collected’
from professional or paid blood donors and most of
this blood and blood from voluntary and replacement
donors were not screened as compulsory for
Transfusion Transmissible infections like HBV, HCV,
HIV, Syphilis and Malaria3. Serological detection of
HBsAg and VDRL for blood screening was limited to
few centres in the country before Safe Blood
Transfusion programme started in December 1999.
Through the assistance of the project a huge number
of blood donor screening was conducted. There are
few studies conducted to monitor the sera prevalence
of TTIs marker in blood donors because of non
availability of testing kits in a large scale. A study
conducted in 1993 showed that 29% of paid donors
were carrier for HBV and 21% showed VDRL reactive3.
Another study of 292 cases of Post Transfusion
Hepatitis showed that about 29% were due to HBV,
and 6.8 % were due to HCV4. A study conducted on
576 apparently healthy male adults revealed that 7.8%
were HBsAg carrier5. Though prior to this programme
no blood was found reactive for HIV as revealed from
different studies carried in high-risk blood donor.
However, the availability of new generation of highly
sensitive kits for the serological marker for HBV, HCV,
HIV and the proper donor selection has greatly reduces
the risk of transfusion of TTIs. The objective of the
study was to determine the sero-prevalence in blood
donors and trends of the HBV, HCV and syphilis.

So, this is for the first time due to availability of the
screening kits, a large number of blood donors were
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screened and the sero-prevalence of HBsAg, anti-
HCV, RPR, anti-HIV have been monitored. The blood
donor screening centres under the study are located
in 53-district Hospitals including 13 Government
Medical College Hospitals, Red crescent Blood Centre
at Dhaka, 13 Combined Military Hospitals and other
Institutes and specialized hospitals in Dhaka. Out of
98 centres, 45 centres have been equipped with
facilities of Elisa system in addition to rapid methods.
Only in 53-district hospitals, rapid method (ICT) of
blood screening has been provided.

Materials and Methods:
Data of the routine screening reports of blood donors
in 98 blood transfusion centres from January 2001 to
December 2003 were studied. These screening reports
were available in the programme office at Dhaka
Medical College Hospital. During three years time the
programme office received screening report from 84
centres in 2001, 94 centres in 2002 and 94 centres in
2003. During the implementation of the project the
laboratory personnel working in 98 centres were
provided with training in blood screening and donor
selection process. Donor selection forms were made
available in each centres that contains the series of
questionnaire for the donors The current strategy for
detection of the infection marker in blood donor is to
reject the reactive unit in a single test; which has
been followed in 98 centres according to the WHO&
UNAIDS policy. Between January 2001 to December
2003, 421087 blood donors were screened in 98
centres. Among them 74538 (17.70%) were paid
donors, 114028 (27.07%) were voluntary blood donors
and 232521 (55.21%) were replacement blood donors.
The centres were provided a format of screening report
containing information of total number of donor tested
and the positive finding of screening on daily basis for
each category of donors. Each of the centres used to

send the screening report to the programme office
where the data were recorded and compiled in a master
file. Different variable were set in the master data file
as to focus on the prevalence of infection markers in
blood donors. There were 98 blood centers as
mentioned and each of the centers was given code
number and the date of data entry was recorded in
the master file to avoid duplications. A data entry officer
first scrutinized the received screening reports of the
centres and calculated the sheet manually. The data
entry operator documented the data in presence of
the officer. All centres did not respond regularly in
sending report on monthly basis, so the overall donor
population did not remain identical during the study.
The studied population did not include the number of
excluded or deferred blood donors in 98 centres. The
findings of the compiled report are summarized in the
following tables and the sero-prevalence of the HBsAg,
anti-HCV, RPR, MP and anti-HIV are expressed in
percentage distribution.

Results:
The Sero-prevalence of HBsAg, anti-HCV and RPR in
paid, voluntary and replacement blood donors has
showed a declining trend compared to the previous
prevalence. The observed finding in large-scale blood
screening in different blood donors was due to
introduction of mandatory blood screening and
stringent application of donor selection.

Table -I shows the prevalence of TTIs makers in
different Blood donors. No anti-HIV was detected in
voluntary blood donors.

Paid donor showed the higher Sero-prevalence of
HBsAg, anti-HCV and RPR marker among the donors.
While the replacement donors (.002%) showed higher
sero-positivity of anti-HIV than the paid blood donors
(.001%) in the studied population.

Table -I
Distribution of TTIs markers in Blood Donors (2001-2003)

Blood Donor anti-HIV HBsAg anti-HCV RPR MP

No. (%) No. (%) No. (%) No (%) No (%)

Paid Blood
Donor 1 .001% 1168 1.57% 226 .30% 363 .49% 10 .01%

Voluntary
Blood Donor nil nil 1784 1.56% 129 .11% 395 .35% 51 .04%

Replacement

Blood Donor 6 .002% 2762 1.19% 351 .15% 621 .27% 25 .01%

Total 7 5714 706 1379 86
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Table -II
Distribution of Blood donors in three years

Year Paid Blood Voluntary Blood Replacement Blood Total
Donor Donor Donor

No. % No. % No. %
2001 18877 18.94% 22378 22.46% 58398 58.60% 99653
2002 31796 18.61% 46527 27.23% 92625 54.16% 170859

2003 23865 15.86% 45123 29.98% 81498 54.16% 150486

Total 74538 114028 232521 421087

Table-II shows the increased in recruitment of replacement blood donors as decreased in paid donors with
introduction of mandatory blood screening.

Table-III

Distribution of Sero- Positivity of TTIs Markers in Paid Donors in three years

Infection marker 2001 2002 2003 Total

No. % No. % No. %

HBsAg 427 2.26% 421 1.32% 320 1.34% 1168

anti-HCV 0 nil 66 .21% 160 .67% 226

RPR 114 .60% 156 .01% 93 .38% 363

MP 4 .02% 5 .01% 1 .01% 10

anti-HIV 0 nil 1 .003% 0 nil 1

Table-III shows the prevalence of TTIs markers in 74538 Paid blood donors with declining of sero-positivity for
HBsAg in the successive years. Only in 2002 a single case of sero-positivity of anti-HIV was detected. There
was no anti-HCV in 2001.

Table-IV
Distribution of Sero-Positivity of TTIs Markers in Voluntary Blood Donors in three years

Infection Marker 2001 2002 2003 Total

No. % No. % No. %

HBsAg 263 1.76% 741 160% 780 1.73% 1784

anti-HCV 5 .02% 48 .10% 76 .16% 129

RPR 43 .19% 207 .44% 145 .32% 395

MP 0 nil 32 .06% 19 .04% 51

anti-HIV 0 nil 0 nil 0 nil nil

Table - IV shows the prevalence of Ms markers detected in 114028 Voluntary Blood donors in three years. No
anti-HIV was detected in voluntary blood donors.
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Table -V shows the Sero-prevalence of TTIs markers
in by screening 232521 Replacement Blood donors
in three years. Sero-positivity of anti-HIV was detected
in 6 replacement blood donors.

Discussion:
The finding of the report is encouraging in two folds;
this is for the first time in Bangladesh a large -scale
coordinated blood screening has begun in almost all
recognized hospitals in the country and secondly the
markers for TTIs in blood donors as observed seems
to be lowering gradually as compared to the finding of
different studies. For Bangladesh fives diseases has
become mandatory for any transfusion attempted.
These are HBV, HCV, AIDS, syphilis and Malaria.
There are various methods for detection of Infections
markers for TTIs but for cost effective and also for
blood transfusion, highly sensitive Elisa method is
always preferred. To perform Elisa the sample size
has to be bigger one and sufficient time is needed for
test results, which limits its uses; observed during
screening. The new generation of Rapid test is suitable
for small number of blood donors, which is easy to
perform for rapid screening in emergency situation
without the help of a complex reading machine like
Elisa system. These new sensitive Rapid kits based
on Immunochromatografic (ICT) principle has been
replaced the other spot and Pat methods. In our
country the district hospitals (53) under the programme
are currently doing screening with ICT kits. On the
other hand both Elisa and ICT kits are available in
Medical College, Institutes and specialized hospital
under Safe Blood Transfusion Programme. The table
-1 shows very low Sero-prevalence of infection markers
of HBV, HCV, RPR and HIV in paid, voluntary and
replacement donors. It is observed from table-3 that
sero-prevalence of HBsAg in paid donors was 2.26%

in 2001,1.32% in 2002 and 1.34 in 2003 as contrast
to the finding of study where it was shown to be 29%
studied in 163 paid donor in Bangladesh in 19933.
The prevalence of anti-HCV in paid blood donor of the
study shows .30% which is lower than the prevalence
of anti-HCV in paid donors (1.2%) observed in the
same study in 1993. Out of total 114028 unit of
screened voluntary blood during 3 years have shown
the prevalence of HBsAg as 1.56%, anti-HCV 0.11%
RPR 0.35% (table-I). This is also lower than the finding
of study conducted in 800 pregnant women in
Bangladesh where it was showed that 5.5% sero-
positivity was due to HBsAg, 3.4% was sero-positivity
for anti-HCV and 3% for RPR in 19976. The prevalence
of RPR marker in the report shows as 0.49% in paid
donors, 0.35% in voluntary blood donors and 0.27%
in replacement blood donors is lower than the finding
of study done in 1995 on 658 paid blood donors and
742 voluntary blood donors. It was found that 20.97%
of paid donors were sero-positive for HBsAg and 15.8%
were positive for syphilis and corresponding figures
were 3.5% for HBsAg and 1.04% for Syphilis in
voluntary blood donors7. From the result of the table-
II, it is observed that the major portion of the total
blood came from replacement blood donors as 58.60%
in the year 2001, 54.16% in the year 2002 and 54.16
% in the year 2003. Due to gradual fall of paid donors
there were more recruitment of replacement donors
as compared to voluntary donors. Table-V shows that
in three years screening, the sero-prevalence of HBsAg
has come down from 1.18% (2001) to 0.98% (2003)
though some increase is the trend of anti-HCV was
observed in 2003. It is observed that there is low
prevalence of anti-HIV in blood donors. Only 6
replacement donors (.002%) showed anti-HIV and 1
paid donor (001%) showed anti-HIV in the studied
population. In 2002 anti-HIV was detected in paid donor

Table-V
Distribution of Sero-Positivity of TTIs Markers in Replacement Blood Donors in three years

Infection marker 2001 2002 2003 Total

No. % No. % No. %

HBsAg 691 1.18% 1271 1.37% 800 .98% 2762

anti-HCV 77 .13% 132 .14% 142 .17% 351

RPR 133 .22% 292 .31% 196 .24% 621

MP 3 .05% 16 .01% 6 .01% 25

anti-HIV 2 .003% 3 .003% 1 .001% 6
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and there were no anti-HIV sero-positivity in the same
group in 2001 and 2003. On the other hand, 2
replacement blood donors in 2001 and 4 replacement
blood donor in 2003 showed anti-HIV sero-positivity.
The findings are consistent with the reports published
in 2001 by WHO in the status report on Blood
Transfusion Services in South Asia, where it is stated
that Sero-prevalence of blood donors for HIV antibody
in SEARO varies from 0 to 1.6%, for HBV from 0.06
to 8.5%, for HCV from 1.2 to 3%, and for syphilis from
0.5 to 16%. Whatever the marker analyzed (anti-HIV,
anti-HCV, or HBsAg) and the type of donor (first-time
or repeat), all the rates of positive donations have
decreased with time. These decreases have been
associated mainly with improved donor selection
practices and to the exclusion of repeat donors
screened positive on a donation. Donations undergo
systematic screening tests that enable infected
donations to be removed and their infected donors
excluded. The history of exposure and STDs are more
frequently asked during donor selection and in most
of the situation donor under goes self-deferral when
the matter is discussed during the session. However,
the use of serological tests can only give relevant
information concerning the presence of known
pathogens. Moreover there are time periods during an
infection where even serological tests for known
pathogens can give negative results. In a study it has
been estimated that the risk was 1 in 89,000 donations
and came primarily from donations collected during
the window period8. On the other hand in recent years,
with the emergence of HBsAg escape mutants; the
investigation of their implications for blood safety has
become an important research priority. Similarly, the
risk of HCV transmission through blood transfusion
was reduced remarkably after the implementation of
blood donor serologic testing for HCV. In a report it
was estimated to be 1 in 225,000 donations between
1987 and 1996 based on an incidence window period
mode9. Therefore, the honesty of blood donors during
interviews contributes to the safety or lack of safety
of the donated blood. Awareness of blood safety
among the donors has great impact on the reduction
of TTIs in donors.

Conclusion:

It was very difficult to ascertain the number of donors
that had co-infection of two or more diseases during

the study. The report is also unable to describe the,
number of repeated donors that took part in donation
in the studied population. The age, sex and the other
variables though not included in the screening report
but are available at the screening centres The total
number of rejected donors excluded without testing
were not came under the study population as to
compare the prevalence of TTIs. The report does not
reflect the total Sero-prevalence of HBsAg, anti-HCV,
RPR and anti-HIV markers in blood donors of the
country as a whole, as the programme did not cover
the private blood banks and clinics. However to
improve the effectiveness of screening there should
be post-transfusion TTIs marker detection. There
should be periodic changes of screening strategies
from antibody detection to antigen detection specially
for Elisa at least in the laboratory  of medical colleges,
and the positive samples should tested by
supplementary test like Western blot or using three
type of Elisa. The evaluation of testing are to be done
time to time and the divisional centres are to be
brought under a periodic EQAS (External Quality
assurance Scheme) to review the quality of
laboratory testing. The hospital-based recruitment
of low risk voluntary donor has to be improved for
bulk collection of blood so that highly sensitive Elisa
could be done in every situation in a cost effective
way. This opportunity would be helpful for detection
of false negative markers during transfusion. The
reporting system is to be improved by soft ware
installation and regular monthly updating should be
done to eliminate under reporting or missing data of
the centres. The launched programme and it’s
findings from 2001 to 2003 expressed in different
correlations certainly has given a platform to monitor
the blood donors in Bangladesh and register the trend
of different correlations as mentioned including other
variables as desired. However, the findings of the
study support the changing trends of sero-prevalence
of HBV, HCV, Syphilis in blood donors and a low
prevalence of HIV in Bangladeshi population.
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