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ABSTRACT

Background: There are many intrinsic and extrinsic factors risk factors which are the causes of urinary
tract infection, To Investigate the relationship of various risk factors to tract infc: Hun a study was con,
ducted on one hundred

Materials and Methods: Detalled hIstory and physical examination was carried out In each patient. Fifty
seven were male while female patients were 43, The age range was 1~70 years,

Results: In majority of patients (15%) urolithiasis was associated with urinary tfact infection, Benign prostrate
hypertrophy was the second (10%) leading risk factor causing urinary tract infection, Catheterization and preg
nancy almost equally contributed (4% and 5%) and acted as risk factor. Minor contribution was made by risk
factors like tumor in kidney, non-functional kidney, kinking of uterus, kidney transplant. rnyxoedema, diabetes,
ete. In almost sixty percent cases the risk factor cannot be identified and no visible cause was present that
resulted in the occurrence of urinary tract infection,

Conclusion: The chances of urinary tract infection increases in the presence of risk factors, The 110tweather In
the study area and dietary hahits may also contribute to urinary tract infection in these cases,

Key words: Risk factors, CLED Medium, MacConkey Agar, Blood Agar, Biochemical Screemnq,

INTRODUCTiON

Under normal circumstances, the urine is ster ..
ile until it reaches the distal urethra. Various defense

mechanisms of the body prevent the infection of uri~
nary tract. One of the most important defense mecha
nism is the out ward flow of urine that can clear 99%

of the organism~; experimentally inoculated in the
bladder The acidic pH (5,5) and low osmolarity of
urine also discourage the bacterial growth,: Simi··
larly there are a number of factors that increase the
risk of developing urinary tract infection, Some of
theses are: sex, age, pregnancy, catheterization, kid
ney stone, tumors, urethral strictures, neurological
diseases, congenital/acquired anomalies of blad
der, vesica-ureteric reflex, suppressed immune sys
tem, diabetes mellitus, enlarge prostrate, ureteric
stresses etc, 1

In infants the incidence of urinary tract infe,;
tion is more in male than female due to !'ligher Inci~
dences of obstructive anomalies of urinary tract In

boys than In 91rls, After one year. the urinary tract
infection is more frequent in girls than boys because
the female urethra is small and chances of vagina!
vestibular contamination with fecal flora are more,

In school aSle, the frequency of bacteriuria is
0.5%, where as in girls it is 2%. After this age,
Ole men have rare unnary tract infection until
the aqe of 40, Ttlere is regular increase in the rate
of urinary tract infection with age in women, At

the age of seventy, about 1(y!., women have
urinary tract infection, In younger women, the
incidence of the disease hdS some correlation

with sexual activity,3 pregnancy, the ten
clen(~"of urinary.tract infection Increases partly due
to the pressure of gravid utr:n.ls on H)(~ureters caus
ing stasis of urine flow and also attributed to the
humoral and il'nmunoloqlCal dunng normal
pregnancy:'

In patients with various diseases, the inc:i..
dence of urinary tract infection is 20% for dia
betes mellitus, 14% for hypertension, 80% for
hydronephrosis and nephrolithiasis and greater
than 50% for long term indwelling catheters,
Twenty five percent of pregnant women with
asymptometic bacteriuria qo on to develop acute
pyelonephritis 1

MATERIAL & METHODS

A total 100 patients (t)oth males and females),
belonging to Dera Ismail Khan (NWFP) and Bhakkar
(Punjab) with urinary tract infection and thirty nor
mal controls were included in this study, All the pa
tients were provided with Wide mouthed, tiglltly
closed sterilized bottles, The bottles were sterilized

in hot air oven by dry heat at 160 Co for one hOULThe
patients were advised to collect clean catch, mid
stream early morning specilnen of urine. The pa
tients were instructed to hane! over the specimen to

_ Journal of Medical Sciences Jan-June, 2004, Vol. 2, No.1 1



the laboratory within half an hour of the collection of
specimen. In any case when it was not possible to
reach the laboratory in time, they were asked to put
the specimen in the refrigerator. The patients were
asked to wash the hands thoroughly with antiseptic
(detol) soap, then to clean tl1e urethral meatus in
male and to wash the vulva with detol water in fe

male. They were asked to destroy the first part of the
urine and to collect the mid stream in the sterilized

bottle. With the help of one millimeter sterilized
nicrome wire loop, the samples were obtained from
uncentrifuged urine specimen and were streaked
on Blood agar, MacConkey agar and CLEO medium
at one and same time according to standard proce·
dure. After streakin9 the plates were kept in the in·

cubator at 35 - 37 COfor 18 - 24 hours. When the

growth was obtained either on Blood agar,
MacConkey agar or on CLEO medium, the identifi
cation of the responsible pathogen was confirmed
by the observation of colony characteristics, Gram
staining and biochemical screening using different
tests.

RESULTS

The present study was undertaken on one hun
dred patients of urinary tract mfection of either sex
(both male and female) and twenty normal males
and ten normal female controls. Ttle detail results

are given in ·the proceedinq tables.

Table 1: Distribution of Patients according to Age----.---.----
i

AGE (in years)
No. ofMale%ageFemale%age

patients ..-----1
--15 6233.33466.67

16 ---- .. 40

613150.823049.18

41 -- above

332472.73927.27

Total

10057574343

Table 2: Distribution of Urinary Tract Pathogens with Sex of the Patients

r-------T------ ·-·-- ·----..--
I s. No.! Organism Isolated

Total Male-~ %age Female %age

1

2

! Staph. saprophyticas
+
I
! Staph. Aureus

43

19

24

10

55.81
..

52.63

19

9

44.19

47.63

3

4

5

Micrococcus

Streptococci

E. coli

4

5

11

3

2

7

75.00

40.00

63.64

--~--~-3 I 60.00
I

4 I 36.36

6

6

7

8

9

10

Serratia spp.

Enterobacter spp.

Klebsiella spp.

Proteus mirabilis

Pseudomonas aeruginosa

Candida spp.

Total

9

4

2

100

6

4

57

66.67

100

100

3

2

43

33.33

100

100

100
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Table 3: Showing the Frequency of Risk
Factors in Urinary Tract Infection

S. Name of the Risk Total%age
No.

Factor cases

1

Stone F15• .1

2

Enlarge Prostrate 1010

3

Catheterization

4

Pregnancy 55

5

Tumor in Kidney 11

6

Non Functional Kidney 22

7

Kinking of Uterus 11

8

Kidney Transplant 11

i
I

i
19

Myxoedema 1
I
1

i
10

Diabetic 11

11

Unknown 5959

Total

'100100

DISCUSSION

Urinary tract infection is one of the most com
mon types of infectious diseases encountered in the
practice of medicine today. Intensive investiq3tions
of these infections has been carried out during the

past three decades in an attempt to define more
accurately the epidemiology, paUlogenesis, natural
history, treatment and prevention of these infection.'
There are many intrinsic (such as urinary obstruc
tion and pregnancy) and extrinsic risk factors (such
as catheterization and other invasive procedures),

which are the leading causes of urinary tract infec ..
tion.2 It has been shown that a single transient cath
eterization of bladder induces bacteriuria approxi

mately in 1% of ambulatory and 10% of bed ridden
patients.' Therefore. the best way of preventing the
catheter associated urinary tract infection is to avoid
the unnecessary use of catheter and their prompt
removal when they are no longer needed," In our
study 4'10 of patients were catheterized.

The hormonal changes in pregnancy leads to
decreased bladder tone, diminished peristalsis and
dilatation of renal pelvis and ureter"" It has been
claimed that pregnancy produces physical obstruc
tion in the female urinary tract and obstruction is
one of the important risk factor for the development
of the infection.47 Pregnant women have recurrent

urinary tract infe:Gtion with common urinary tract
pathogens." It has been shown that 25% of preg
nant women with asymptornatic bacteriuria ~Jo on
to develop an acute pyelonephritis'. Epidemiologi
cal data from western Australia regarding the

Staphylococcus saprphylicus as urinary tract
pathogen has been reported and found that in preg
nant females the proportion of Staphylococcus
saprophy-ticus was G.5%,H In our study 5% pregnant
patients developed urinary tract infection, The de"
creased incidence in our study may be clue to the
better toilet hygiene in our patients due to religious
re~Jions.

Urinary tract obstruction is one of the main
causes of urinary tract infection. which produces the
favourable environment for the growth of urinary tract

pathogens, The presence of stone is one of the main
causes of urinary tract infection.:' The work done by
Naqvi and his associates show that among 180 chil·
dren with bladder stone diseases when cultured,

2Z,2o,.{, were having positive urine culturesB In our
study 15% of patients with urinary tract infection had
stone in kidney or in bladdeL In all these cases sig
nificant growth (> 105 CFU/ml) was obtained when
the early morning clean catch uncentrifuged urine
specimen was cultured, This gives a stron~J support
to the studies undertaken Anwar Naqvi et 211

(1984).

The presence simple bacteriuria particularly
in females should not be It may act as a

risk factor for urinary tract infection." The plevalence
of bacteriuria in female population increases gradu
ally ~Jith rime reaching 5% in women of child bear ..
ing age and 10,20% in post menopausal women,
These infections iT12IYmorbid or assymptornatic,
acute or chro~ic, singular or recurrent. Some time
they can produce permanent damage to kidney. In
our 15 out of 43 female patients (35%) showed
significant bacteriuria.

The presence of pus cells in urine (pyuria) is
an indication of the urinary tract infection. Plorade et
al. (1984) reported that approximately 75% of the
patients with urinary tract infection have pyuria.s In
our study pyuria was present in 77% cases, Wllich is
in close conformity with that of Plorade study,

Diabetics are at higher risk of urinary tract in
fection due to the unfavorable metabolic chanqes

such as elevated blood sUfiar levels, which suppress
the immune 1 In our there is one dia

betic case, which support thl'i idea. In 60% cases no
vl:;ible risk factor was identified, The existence of
clear hot weather called stone season In which this

study was carried out may be responsible for the
occurrence of urinary tract infection. The resulting
dehydration and secondly dietary habits in this geo
graphical area may lead to the occurrence
crystaluria and urinary tract infection,

'l .l£:..
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Concludingly it is states that the chances of

urinary tract infection increase in the presence of

risk factors. It is suggested that Hoe patients with risk

factors should be regularly checked and examined

by the visitin~J clinicians. They should be promptly
treated after the proper investigation and the risk
factors be avoided to prevent the development of

recurrent urinary tract infection.
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Achievement of Awareness in a Diabetic Population

Results

A total 184 individuals were surveyed. Mean age of
the patients was 45.29 and the SD was ±10.89 years.
Mean (±SD) duration ofDM of the patients was 6.99
(±5.49) years. Number of male patients were 57 (31.1 %)
and 127 (68.9%) were female. Figure-1 depicts the
educational status ofthe patients.

140
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100
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40
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Above HSC

Fig.-!: Distribution ol patients according to
educational status.

__ \701. to. SUPPLEMENT 1

45.1% (83) patients had monthly household income of
5000 -10,000 taka, followed by 35.3% (65) with a
monthly household income of below 5000 taka. Lion
share of the patients were house wife (62.0%), followed
by service holder (14. 7%).Among the patients 78.3%
(144) were from urban area and only 21. 7%(40) were
from rural area. A family history ofDM was present
in 47.3% (87) of cases (Fig-2).

~ Present

o Absent

Fig.-2: Distribution olpatients accordl:ng to lamily

history ol DM.

In this study we found significant difference (Chi
Square =24.47, p <0.001) in the knowledge of correct
blood glucose level for good control ofDM in different
educational group (Table-I).

Table-I

Assodation between education and knowledge lor good control ol blood glucose level in dl:abetic management.

Level of Education

BelowSSC

SSCandHSC

AboveHSC

Total

5.0-7.0

22(18.0%)

12(33.3%)

09(34.6%)

43(23.4%)

Amount of blood glucose in nunol/J;., good for health
7.1-9.0 9.1-11.0 Not known

20(16.4%) 1(0.8%l. 79(64.8)

09(25.0%) 1(2.8%) 14(:38.9)

12(46.2%) 00(0.0%) 05(19.2)

41(22.3%) 02(1.1 %) 98(53.3)

Total

122(100%)

36(100%)

26(100%)

184(100%)

Visit to the diabetic centre did not differ (Chi-Square =4.62, p=0.59) among different educational groups of
patients (Table-II).

Table-II

Association between education and regularity in visit to the diabetes centre.

Level of
Education

BelowSSC

SSCandHSC

Above

Total

Regularity of visit in diabetic centre by study subjects
Last 3 visits regular Last 2 visits regular Last visit regular No visit regular

58(47.5%) 25(20.5%) 5(4.1%) 34(279%)

21(58.3%) 7(19.4%) 1(2.8%) 7(19.4%)

17(65.4%) 5(19.2%) , 0(0%) 4(15.4%)
96(52.2%) 37(20.1%) 6(3.3) 45(24.5%)

Total

122(100%)

36(100%,)

26(100%)

184(100%)

There was no significant difference (Chi-Square =1.48, p=0.68) in the knowledge of correct blood glucose level
between rural and urban patients groups. (Table-III).
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Table-III
Association between residences of the individuals w£th the blood glucose level beneficial for health.

Residence Amount of blood glucose beneficial (in mmollL) for good healthTotal

5.0-7.0

7.1-9.09.1-11.0Not known

Rural

11(27.5%)7(17.5%)0(0%)22(55%)40(100%)

Urban

32(22.2%)34(23.1\%)2(1.4%)76(52.5%)144(100%)

Total

43(23.4%)41(22.3%)2(1.1%)98(53.4%)184(100%)

There was also no significant difference (Chi-Square =4.13, p=0.247) in the regularity in visiting the diabetic
clinic between rural and urban groups of patients. Knowledge of correct blood glucose level also varied significantly
(Chi-Square =16.61, p=O.OO1) among male and female patients (Table IV).

Table IV
Association between sex and knowledge of normal blood glucose level.

Sex Amount of blood glucose beneficial (in mmollL) for good healthTotal

5.0-7.0

7.1-9.09.1-11.0Not known

Male

17(29.8%)19(33.3%)2(3.5%)19(333%)57(100%)

Female

26(20.5%)22(17.3%)0(0.0%)79(62.2%)127(100%)

Total

43(23.4%)41(22.3%)2(1.1%)98(53.3%)184(100%)

But there was no significant difference (Chi-Square =1.29, p=O.731) in regularity of visit to the diabetic centre
between male and female patient groups.

Discussion

There is virtually, no epidemiological study from
Bangladesh assessing the level of knowledge about
diabetes in general or diabetic population. Educational
status was found to be positively correlated with
knowledge of diabetes, in a study conducted at the
Aga Khan University Hospital Karachi, Pakistan.s
A study carried out in India, among general population
showed grossly inadequate knowledge regarding
diabetes and suggested urgent massive diabetic
education program.9 In this study, we found a

significant difference in the knowledge of individual
regarding correct blood glucose level among different
educational groups. On the other hand, regularity of
visit to the diabetic centre did not differ among different
educational groups of patients. This finding is
consistent with other studies 10,11 albeit with a few

exceptions.9 One implication ofthe present findings
is that despite limited knowledge of diabetes, individual
education might playa critical role to grip the
emerging epidemic of diabetes in near future. A study
conducted in Singapore on public awareness of
diabetes mellitus showed that people were well

informed regarding the disease. This study had

concll\derl that health care professionals should be
more proactive in disseminating health information
about diabetes to the people. 1 ~

..
We found no significant diffeI'pnce neither in the
knowledge of individual to know the correct blood
glucose level nor in the regula I'ity to visit the diabetic
centre between rural and urban groups ofpatients.
Of the African rural patient population, 52.2% had
lower awareness of blood glucose compared to 47.5%
of the African urban dwellers. ]~lThe research findings
among aboriginal diabetic patients in rural South
Australia indicated that a lack of knowledge regarding
management issues influenced the effects of diabetes
on their lifestyle. H

In our study, overall male knew more than female
about healthy life style. This finding agree with the
findings ofNisar et al. conducted in Pakistan. 15

Another study conducted in rural Northwest of
Pakistan regarding knowledge of diabetes among
patients, showed that high proportion of males have
better understanding of diabetes symptoms, signs and

9



Device are very tow, sometimes :II forrn of migration
the uterus We present a case of rectal perforation by

CASE REPORT

AN UNUSUAL PR ON OF FOR
PERFORAtiNG ECTUM - MIG

UTERINE CONTRACEPTIVE D
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ABSTRACT

Complications of Intra Uterine
to adjacent organs, secondary to perforation
Intra Uterine Contraceptive device.

A lady of 28 years presented with acute abdomen. Midline laparotomy was performed. After cleallin\,~
30-40 ml free pus in the pelvis, a foreign body, an Intra Uterine Contraceptive Device was recovered through
alreacJy perforated anterior wall of the recturn by Hle device.

INTRODUCTION

Amongst many birth contml measures, Intra
Uterine Contraceptive Device (IUCD), Copper-T is
the second most common procedure adopted
worldwide since 1965.' In developing countries it

is the most popular reversible method of long term
contraception due to its easy availability, low cost
and reasonably good effects.2.3 Top most contra
ceptive method is female sterilization (19%) while
(13%) females use IUCD during their reproductive
age.3

IUCD affects Ule pH of uterine fluid: it inhib
its decidual response" thus affecting the reproduc
tive process by inhibitinC) conception and implan
tation. It also interferes the sperm and ovum trans
port.

IUCD has low rates of side effects. It increases

menstrual bleeding, dysmenorrhoea, dysurea, UTI,
suprapublic pain, urethral irritation, strings com
ing out of vagina, flank and abdominal pains,
Ilaematuria, etc.3.5,7

Complications of IUCD occur in the form of
its migration, secondary to perforation in the
uterus, to bladder, omentum, peritoneal cavity,
retroperitoneum, appendix, tXIV'lel, adnexal vein,
etc." Bladder is the most common site of
IUCD.816

Perforation can be immediate or cJelayed,

Imrnediate perforation occurs at the tirne of inser
tion. Delayed is usually silent. Perforation of rec
tum is very rare:'

CASE REPORT

A 28 years lady, married, having 5 children.
3 male and 2 females, presented to Accident and
Emergency Department _ ~ IIt.spital,
Peshawar, with progressively increasing abdorni
nal pain for the last 5 days and vomiting and fever
for the last 3 days. She was toxic, dehydrated and
pyrexic (101°F). Abdomen was tender all
over, more pronounced in the lower abdomen,
mostll[ on the right side, with mild distension.
Bowe'l sounds were not audible. X-Ray abdomen

showecJ gaseous distension of the bowel and an
IUCD

Rectal examination revealed hot tender bul~W
with blood stained dirty colored fluid

on finGer stall

Midline Laparotomy was performed after re
suscitation. 30"40 cc pus wa~; drained from pouch
of Douglas, which was waslled with norma! saline.
An attempt of deflating the rectum revealed air
bubbles corning through fluid in the pouch. Fur
ther dissection revealed a foreiqn body, IUCD with
perforation in the anterior rectal wall. Only prolene
thread and distal part of the long arm ofT
was found in the pouch. of rectal per·
foration freshened and gn body retrie·,
'led in toto. Anterior recta! wail perforation
stitched with 2/0, with ccverin~J sigmoid co·
lostomy.

No perforation was found in the uterus ex
cept a raw area in the posterior wall which was
repaired after refreshing its edges. Figures 1 to 4
show the procedure in progress and Figure-5 shows
the retrieved forei\'Jn body.

~Journalof Medical Sciences January-June 2008, Vol, 6, No, 1



Fig. 1

Fig. 3

i-ig.2

Fig. b: The retrieved foreign body, an IUCD

Patient recovered uneventfully and was dis

charged on the sixth post-operative day. Colos

tomy was reversed alter three months with unre·
markable recovery.

CONCLUSION

If a lady of child bearinq age presents with
acute abdomen, the possibHity of perforation due
to migrant IUCD should always be kept in mind.
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ing and cachexia. They may cause a number of com
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Fig III: Trichobezoar in the caecum passed per
rectum.

Trichobezoars are the comillonest type of be
zoms. It accounts for 55% of all Bezoars3, 90% occur

in adolescent females 4.:' probably as a consequence
of long hairsf'. It consists of a large quantity of hairs of
varying length firmly matted together. The ingested
hairs always turn black irrespective of their original
color due to denaturation of proteins in highly acidic
gastric juice. It has putrid smell because of entrap
ment of undiSlested dietary fat in the hair mesh and
bacterial colonization!. Mucus covering the bezoar

gives it a glistening surface. Usually a large hair ball
is formed in the stomach causing gastric atony. In
5% of cases there may be more than one hair ball8.

At times the hair ball may extend down to the cae
cum causing the rare condition called Rapunzel syn
drome. Trichobezoars are commonly seen in young

girls with tricllophagia due to psychiatric disorder.
Females are perverted for chewing and swallowing
hair but majority of them deny this habit. Trichophagia
has been equated to pica syndrome and is consid·
ered analogous to nail bitinq. TrichobelOars are usu-

._. Journal of Medical Sciences Jan-June 2004, Vol. 2, No. 1 26



Achievement of Awareness in a Diabetic Population _ VoL 10, SUPPLEMENT 1

complication as compared to females and gender
difference was not significant when question about
suitable diet was asked for. 16 This study also showed
that males were more aware of diabetes mellitus,

healthy diet and life style modification. 16

Conclusion:
Diabetes mellitus is a heterogeneous disease associated
with long term morbidity, mortality and imposes
individual, national or global enormous negative

economic impact, ifleft untreated or maltreated. It is
spreading all over the world, progresses nearly a
geometric course and ca using a major reason for
apprehension. The main approach to manage this
problem is to educate, convince and create a suitable
environment to learn the nature and consequences of
the disease, both for the affected and non-affected
population of the community. Heath care professionals,
different kind media, political workers, teachers of
different levels may playa significant role in achieving
awareness for effective control and management of

this globally affected issue.
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