
tricular blood has been strongly associated with impaired 
consciousness at presentation17. Simple comparison between 
ICH subjects with and without IVH extension suggests that 
mortality is substantially increased if IVH is present. Tuhrim 
was the first to consistently demonstrate a powerful relationship 
between the presence of IVH in a brain hemorrhage patient and 
the likelihood of death18. This relationship was prospectively 
demonstrated in several subsequent studies10,19. Multivariate 
regression analysis performed on other convenience samples 
almost always defines the presence of IVH as an independent 
risk factor for mortality and poor functional outcome20-22. 
Randomized controlled studies in the past decade have 
confirmed this point by demonstrating a similar relationship 
between poor outcomes and the extent of IVH.
Materials and Methods:
This Prospective study was conducted at Department of neurology, 
Shahid Sheikh Abu Naser Specialized Hospital, Khulna, between 
the period of 01/01/2019 to 31/01/2020. 200 cases of CT scan 
proved hemorrhagic stroke patient were included in this study. 
Hemorrhagic stroke with history of recent trauma to head, intrace-
rebral hemorrhage due to anticoagulant or antiplatelet therapy, CT 
scan evidence of a subarachnoid hemorrhage, isolated intraventric-
ular hemorrhage, patient with blood dyscrasia and hemorrhagic 
infarction were excluded from this study.
All stroke patients admitted in Neurology unit evaluated 
clinically and CT scan was done. Clinical assessment of 
outcome was done by assessing age, Glasgow Coma Scale (for 
assessing conscious level), neck rigidity (for assessing ventricu-
lar extension), posterior fossa lesion (assessed by seeing signs 
of brain steam lesion, signs of cerebeller lesion, respiratory 
pattern and cardiovascular status). We calculate hemorrhage 
volume in bedside by using ABC/2 formula23,24.  Volume of 
hemorrhage was measured by ABC/2 formula using CT scan. 
CT scan slice with the largest area of hemorrhage was identi-
fied. The largest diameter (A) of the hemorrhage on this slice 
was measured. The largest diameter 90° to A on the same slice 
was measured next (B). Finally, the approximate number of 
slices on which the intracerebral hemorrhage was seen was 
calculated (C). C was calculated by a comparison of each CT 
slice with hemorrhage to the CT slice with the largest hemor-
rhage on that scan. If the hemorrhage area for a particular slice 
was greater than 75% of the area seen on the slice where the 
hemorrhage was largest, the slice was considered 1 hemorrhage 
slice for determining C. If the area was approximately 25% to 
75% of the area, the slice was considered half a hemorrhage 
slice; and if the area was less than 25% of the largest hemor-
rhage, the slice was not considered a hemorrhage slice. These 
CT hemorrhage slice values were added and multiplied by the 
slice thickness and determined the value for C.  All measure-
ments for A and B were made with the use of the centimeter 
scale on the CT scan to the nearest 0.5 cm. A, B, and C were 
then multiplied and the product divided by 2, which yielded the 
volume of hemorrhage in cubic centimeters. Site of haemor-
rhage and ventricular extension were recorded. The severity of 
IVH extension was calculated using the Graeb scale25. The 
Graeb scale is a semiquantitative tool for IVH extension 
scoring, ranging from 0 to 12 points, with higher scores denot-

ing increased IVH volumes; a maximum of four is given for 
each lateral ventricle if expanded and filled with blood and up to 
2 for the third and fourth ventricle if filled with blood and 
expanded (16). From day of admission to day 7 all patients were 
followed up twice daily. In each follow up pulse, blood 
pressure, Cardiac status, respiratory status, Glasgow Coma 
Scale, pupil, new focal sign and bed sore were assessed  and any 
change in status were recorded. As shortage of bed in hospital 
could not allowed long duration stay, so those patients were 
discharged they were requested to attend follow up on 15th and 
30th day in Neurology unit, and those who could not attend the 
follow up their information (outcome i.e. static / improved / 
death) had been collected over telephone. Results were calculat-
ed using Chi-square test. 
Results:
A total of 200 patients of hemorrhagic stroke were incorporated in 
this study. Majority of the patients incorporated in this study 
belongs to age group above 60 years (i.e. 48%), followed by 50 – 
60 years group (which was 31.5%) and 20.0% in < 50 years group. 
66% of patients were male and 34% of patients were female.
Table – I: Shows
• Mortality rate increased with increased age, 46 patients died 
out of 84 after the age of 60 (i.e. about 54.76%) of all death, 
followed by 27 patients died in the age between 50 – 60 (i.e. 
about 32.14% of all death). 
The results are as follows –
Table – I: Distribution of patients according to age and 1st 
month mortality (n=200).

Table – II: Shows
• 42% of death occurs with 1 month of onset of intracerebral 
hemorrhage (ICH). 41.5% of patients were static and 16.5% 
patients improved in 1st month.
Table – II: Distribution of patients according to outcome in 1st 
month (n=200).

Table – III: Shows
• 99 patients presented with GCS ≤ 8 of which 79 patients (i.e. 
79.80%) died on the other hand only 5 patients died (i.e. 4.95%) 
out of 101 with GCS ≥ 9.
Table – III: Distribution of patients according to initial Glasgow 
Coma Scale (GCS) and 1st month mortality (n=200).

Table – IV: Shows
• Mortality rate of hemorrhagic stroke in 1st month was 42%. This 
study shows increased size of hemorrhage increased mortality. 
Mortality rate of hemorrhage volume > 50 ml was about 96.08% in 
this study, where as mortality rate of hemorrhage volume < 30 ml 
was only 11.12%.    
Table – IV: Distribution of according to volume of hemorrhage 
with 1st month mortality (n=200).

Table – V: Shows
• 61.17% of patients died in ventricular extension group on the 
other hand only 21.65% patient died who had no ventricular 
extension.
Table – V: Distribution of patients according to ventricular 
extension and 1st month mortality (n=200).

 

Table –VI: Shows
• 75.00% of patient died in graeb score 5-12 group, on the other 
hand 49.10% patient died in graeb score 1- 4 group.
Table – VI: Distribution of patients of ventricular extension 
according to GRAEB score (n=103).

Table – VII: Shows
61.17% of patient died with ventricular hemorrhage group on 
the other  hand 21.65% of patient died in non ventricular hemor-
rhage group
Table – VII: Comparative death analysis of ventricular 
hemorrhage and non ventricular hemorrhage (n=200).

Discussion: 
Two hundred patients with hemorrhagic stroke admitted in 
Department of neurology, Shahid Sheikh Abu Naser 
Specialized Hospital, Khulna were included in this study 
within the time period of 01/01/2019 to 31/12/2019. All 
patients were selected as per inclusion criteria. Their 
presentation, risk factors and outcome were assessed. In 
this study shows that mean age of patients of onset of 
hemorrhagic stroke was 61.64  ± 12.76. This co-relates 
with studies shows hemorrhagic stroke occurs particularly 
those older than 55 years of age26,27.  This study shows that 
males were affected more than females, 66% of patients 
were male and 34% of patients were female. This co-relates 
with studies suggesting that intracerebral hemorrhage is 
more common in men than women26,27.47.92% of patients 
died in age group > 60 years followed by 42.86% in 50 – 60 
years and 26.83% in < 50 years group (Table - I), suggest 
mortality increased with increased age which correlates 
with study shown by Daverat P and Broderick JP  et al28,29 . 
This study shows that 42% of patients died 41.5% static and 

16.5% were improved in 1st month of onset of stroke (Table 
- II),  which co-relates with the study shown by Broderick 
et al they shown that 30 day mortality of ICH was 44%, 
with half of deaths occurring within the first 2 days of 
onset29. Level of consciousness, volume of parenchymal 
hemorrhage and to a lesser extent intraventricular hemor-
rhage has been most consistently linked with poor 
outcome30-35.
This study shows 79.80% of (79 out of 99 ) patients died 
with a GCS ≤ 8, where as 4.95% of patients (5 out of 101) 
died with GCS ≥ 9 (Table - III), with a p – value < 0.00001 
that is statistically significant which strongly co-relates 
with other foreign studie29.
Volume of intracerebral hemorrhage as calculated by 
ABC/2 formulas using on CT-Scan were studied into three 
different categories < 30 ml, 30 – 50 ml and  > 50 ml, 
Shown 96% death rates of hemorrhage size > 50 ml in 1st 
month. On the other hand death rates in 30 – 50 ml group 
were 48% and < 30 ml group were only 11.12% (Table 
–IV); with a chi-square test result was 100.7416 and 
p-value < 0.00001, that was statistically significant and 
coincide with the study shown that increased volume of 
hemorrhage increased mortality, Broderick J et al shows 
that a model of 30 day mortality that used the Glasgow 
coma scale and hemorrhage volume in patients with 
intracerebral hemorrhage correctly predicted outcome with 
a sensitivity and specificity of 97%29.   
51.50% of patients (n=103) presented with ventricular 
extension of which 61.17% (n=63) of patients died within 1 
month (Table - V), with p-value < 0.00001 that was statisti-
cally significant and co-relates with several studies36,37. 
Tuhrim was the first to consistently demonstrate a powerful 
relationship between the presence of IVH in a brain hemor-
rhage patient and the likelihood of death18.This relationship 
was prospectively demonstrated in several subsequent 
studies10,19. Multivariate regression analysis performed on 
other convenience samples almost always defines the 
presence of IVH as an independent risk factor for mortality 
and poor functional outcome20-22. Randomized controlled 
studies in the past decade have confirmed this point by 
demonstrating a similar relationship between poor 
outcomes and the extent of IVH. 75% of patient died in 
Graeb score 5 - 12 group, on the other hand 49.10% of 
patient died in graeb score 1 - 4 group (Table - VI) with chi 
square test value 7.2434 and p-value <0.05 that is statisti-
cally significant. Trifan G  in a study shown higher IVH 
severity as defined as Graeb score ≥5 is associated with 
worse outcome, while lower IVH severity Graeb scores1-4 
has similar outcomes to patient without IVH38. In one of 
these studies, Graeb score ≥5 was associated with 
increased functional impairment at hospital discharge39.  In 
another study, increasing IVH severity decreased survival 
and functional independence40. Comparative death analysis 
of ventricular hemorrhage and non ventricular hemorrhage 
( Table - VII) shows 61.17% of patient died in ventricular 
hemorrhage group on the other hand 21.65% of patient died 
in non ventricular hemorrhage group with odd ratio 5.7000 

and p-value <0.0001 that is statistically significant which co 
relates with study shown by Trifan G38. 
Conclusion:
Intraventricular hemorrhage extension is a strong predictor 
of mortality in spontaneous intracerebral hemorrhage. 
Increased IVH extension severity, defined by a GRAEB 
score ≥5, is an independent predictor of poor outcome of 
Spontaneous intracerebral hemorrhage alone with age, 
GCS and hemorrhage volume. When using risk stratifica-
tion tools for clinical severity grading after sICH, IVH 
extension should be given different weights based on the 
amount of IVH extension present, rather than being used as 
a dichotomized variable.
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Introduction:
Spontaneous intracerebral hemorrhage (sICH) has an overall 
incidence of 24.6 per 100,000 patient-years and the incidence 
increases with age1.   sICH accounts for 10–15% of all strokes and 
is characterized by a 30–50% 3-month mortality rate2-4.  Intraven-
tricular hemorrhage (IVH) extension can be seen in up to 54% of 
sICH and is an independent predictor of worse outcome and 
neurological deterioration4-13. Parameters such as age, ICH 
volume, Glasgow Coma Scale (GCS) or infratentorial origin of 
hemorrhage, the presence of intraventricular hemorrhage (IVH) 
represents an established parameter independently impacting 
clinical outcomes after ICH 11,14. IVH occurs in up to 45% of ICH 
patients [5] and previous analyses have suggested an influence of 
the extent of IVH on functional outcome15,16.
In ICH patients, the most detrimental consequence of IVH is 
acute, obstructive hydrocephalus. The occurrence of hydrocepha-
lus has been shown to be an independent predictor of mortality in 
ICH patients16.
Observations from retrospective clinical series and prospective 
clinical trials have confirmed the importance of IVH as a clinical 
factor associated with poor outcomes including coma, mortality, 
and long-term functional impairment. The presence of intraven-
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Abstract
Introduction: According to reports, pediatric patients with hypothyroidism have a higher risk of complications 
following surgery than adults. Specifically, this Study's aimed to evaluate how complete thyroidectomy is in youth (18 
years) and adults. Materials and Methods: A retrospective case-control study of all (n=100) complete thyroidectomies 
was performed on 32 pediatric and 68 adult patients who were consecutive from were compared at the Department of 
ENT, Head & Neck Surgery, Islami Bank Medical College and multicentral base hospital, Rajshahi, Bangladesh, from 
July 2018 to June 2021. Results: The average patient age in children was 9.7 years (range 3.4-17.9 years) against 44.9 
years (range 18.4-84.2 years) in adults. Compared to adults, surgical procedures on children took an average of (2.18 
± 0.08 hrs.) longer to complete in adults (1.66 ± 0.03 hrs) (p = 0.003). The average weight of a thyroid specimen was 
48.0 ± 6.4 grams in adults and 38.6.0 ± 8.9 grams in children (range, 6.6-203 grams; p = 0.34). Children had a higher 
ratio of thyroid weight to body weight (0.94 ± 0.11 gm/kg) than adults (0.67 ± 0.8 gm/kg; p = 0.05). After surgery, the 
hyperthyroid condition improved in every patient. There were no operational deaths, recurrences, or long-term 
hypoparathyroidism. Conclusion: It is clear that the technical difficulties associated with treating Graves' disease 
surgically in children and adults result in longer operational periods. There was no difference in the chances of 
long-term consequences, including recurrent laryngeal nerve damage or neck hematoma. 
Keywords: Hyperthyroidism, Thyroidectomy, Thyroid, Pediatric, Child, Adult.
 Number of Table: 01; Number of Figure: 01; Number of References: 15; Number of Correspondences: 03.

Introduction:
Overall, the risk of complications was found to be greater in 
pediatric patients than in adult patients1. By definition, a 
high-volume specialist in the field of thyroid surgical treatment is 
one who performs more than 30 cases per year on children and 
their rates of complications are lower2. When an endocrine surgeon 
who performs over 30 operations each year operates on a child, the 
likelihood of complications is reduced3. We hypothesized that a 
surgical team consisting of a high-volume specialist in the field of 
thyroid surgical treatment, a pediatric endocrinologist, and an 
experienced specialist in the field of thyroid surgical team an 
experienced nurse may be able to lessen the difference in surgical 
outcomes experienced by young patients compared to their older 
counterparts. To assess the efficacy of this strategy, we evaluated 
the long-term results of 100 consecutive patients of all ages who 
underwent thyroidectomy for Graves' disease (GD) at a single 
institution under the care of a high-volume adult and pediatric 
expert in the area of the thyroid surgical team.
Materials and Methods:
A retrospective case-control analysis was done at the Department 
of ENT, Head & Neck Surgery, Islami Bank Medical College and 
Rajshahi Medical College Hospital, Rajshahi, Bangladesh, from 
July 2018 to June 2021. Both attending surgeons per- formed all 
pediatric procedures. All but one patient was treated preoperatively 
with Supersaturated potassium iodide (SSKI) treatment. The 
primary purpose of 5 days for this Study was to assess what is 
recommended. After receiving only half of the recommended 
amount of SSKI, one child suffered an allergic reaction, and the 
medication was discontinued. Before operating on 20 children, the 
hospital prescribed them 0.5 mcg of Calcitriol twice a day for 3 

days. It took 15 days to quit the calcitriol completely after 
surgery. A whole or almost complete removal of both 
thyroids was done in each patient. An extracapsular 
dissection was used to remove the whole thyroid gland, 
referred to as a total thyroidectomy4. If it was established 
intraoperatively that the recurrent laryngeal nerve (RLN) 
or parathyroid gland(s) would be severely damaged by 
performing a complete extracapsular dissection, a 
near-total thyroidectomy was performed in which just a 
little quantity of thyroid tissue was removed5. As a result 
of the surgical procedure, all patients required admission. 
In the pediatric patients, serum calcium levels were 
monitored every 4-8 hours following surgery, and in all 
patients, calcium levels were checked first thing on a 
postoperative day one. If the blood calcium level (after 
correcting for total protein) was below 7.5 mg/dL, 
treatment with intravenous calcium gluconate was started, 
and if it was below 8.0 mg/dL, treatment with oral calcium 
supplementation was started. (e.g., hand paresthesia, 
perioral numbness, muscle cramps, the presence of a 
Chvostek's sign). Preoperative demographics, 
comorbidities and medications were recorded. Operative 
details, including detailed contemporaneous operative 
illustrations, postoperative course, and both serum 
calcium levels and postoperative pathology, were 
observed. Major problems included damage to the RLN 
(recurrent laryngeal nerve) for the rest of the patient's life, 
hematoma, and lifelong hypoparathyroidism. Minor 
problems included acute RLN neuropraxia and transient 
hypocalcemia necessitating intravenous calcium infusion. 
To do statistical analysis, t-test as appropriate. Statistical 
significance was determined when p < 0.05. Values shown 
are mean ± standard deviation.
Results:
The number of people who have had a whole or near-total 
thyroidectomy increases to 32 for children and 68 for 
adults. Table I details the Patient's clinical features. The 
average ages for both children and adults at the time of 
surgery were 9.7 (range, 3.4-17.9) and 44.9 (range, 
18.4-84.2) years, respectively.
Table I: The differences between adult and pediatric 
patients in terms of clinical presentation (n=100)
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Conclusion:
In the treatment of IBS-D, rifaximin was safe and superior 
to placebo in controlling IBS symptoms of abdominal pain, 
bloating, satisfaction of bowel movements. Improvement in 
IBS-SSS was significant in rifaximin group compared to 
placebo. The quality of life domains such as the interference 
with activities, food avoidance and social reaction scores 
were significantly improved at 4th week in rifaximin group 
but there was no significant difference in the overall quality 
of life of the patients between both groups.
Conflict of Interest: None.
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side effects. A number of mechanism of actions  have  been 
proposed to account for the clinical efficacy of rifaximin in 
patients with IBS-D,including a main hypothesis that 
rifaximin alters the composition of gut microbiota 16. In 
addition to the direct antibiotic effects of rifaximin on gut 
microbiota, rifaximin impacts the function of the gut 
microbiota (i.e., metabolism,adherence and virulence) 7. 
Materials and Methods:
This quasi experimental study was conducted on patients aged 
18-55 years with IBS-D in department of Gastroenterology, 
BSMMU during the period of September, 2020 to August, 
2021. Any alternative diagnosis based on clinical history, 
examination & initial investigations with CBC with ESR, 
CRP, RBS, TSH, FT4 had been excluded from the study. 
Study population was divided equally in Rifaximin and 
placebo group. IBS symptoms were assessed by IBS- QOL 
and IBS-SSS questionnaire at baseline and during 4th and 
12th weeks of study. The collected data were analyzed by 
computer with help of SPSS version 23. Statistical analysis 
was done by using appropriate statistical tool like Chi-square 
test, Students t-test. P< 0.05 was considered significant. 
Observation and Result: 
A total of 126 patients with IBS-D patient visiting 
Gastroenterology OPD of BSMMU were enrolled in the study. 
Among them, 63 patients were allocated in the Rifaximin 
group, and 63 were in the placebo group. The results are 
described by the following tables and figures. It was observed 
that the mean age of the respondents in the rifaximin group 
were 40.1 ± 8.5(SD) years and in the placebo group were 40.7 
± 8.7(SD) years with more than half of the study population 
from the age group of 31-50 years (Rifaximin group: 79.4% 
and placebo group: 76.2%). The majority of the respondents 
with IBS-D were females in both rifaximin (65.1%) and 
placebo (60.3%) groups. The difference in age and sex 
distribution between the two groups were matched (p >0.05).
Table-I: Distribution of demographic factors among the 
rifaximin and placebo group (n=126)

*chi-square test was performed to compare between 
groups.
**Independent t-test was performed to compare between 
groups.

IBS-SSS score of the respondents with IBS-D:
The symptom severity score questionnaire consists of 5 
questions related to abdominal pain and discomfort, bowel 
movements and habits and the affects and interference of 
IBS-D in the respondent’s life. Each of the 5 questions 
generate a maximum score of 100 using prompted visual 
analogue scales, leading to a total possible score of 500.
Table-II shows the mean total scores of IBS-SSS and 
IBS-QOL at baseline for rifaximin and placebo groups. 
There was no significant difference between both groups  at 
the baseline (p > 0.05).
Table-II: Distribution of IBS-SSS and IBS-QOL scores in 
rifaximin and placebo group at baseline (n=126).

*Independent t-test was performed to compare between 
groups.
Table-III: Distribution of IBS-SSS score in rifaximin and 
placebo group at baseline, 4th week and 12th week

*p-value between baseline and 4th week, obtained by t test.
**p-value between baseline and 12th week, obtained by t test.
Overall, it was reported that the total IBS-SSS showed 
improvement in respondents of both the groups, as scores 
decreased gradually in both groups.Statistical significant 
improvements were reported in the total IBS-SSS score from 
baseline to 12th week in rifaximin group. Respondents in 
placebo group had no significant improvements in their scores 
from baseline to 4th week and 12th week.
Table-IV: Distribution of clinical improvement in IBS-SSS 
score among the study participants

*p-value was obtained by chi-square test.

Clinically meaningful improvement in the IBS-SSS scale 
is defined as a decrease of 50 points in the score. In the 
current study, it was reported that35 and 53of the study 
participants showed clinically meaningful improvement in 
IBS-SSS total score in the rifaximin group at the 4th week 
of follow-up and 12th week of follow-up visit respectively. 
In the placebo group, 3 and 26 of the study participants 
showed improvement at the 4th week and 12th week of 
follow-up visit respectively. There was a clinically high 
significant improvement in the IBS-SSS total score in 
rifaximin group compared to placebo group at 4th week 
and 12th week of follow-up (p <0.001).

 

* p-value at 4thweek between rifaximin and placebo group, 
obtained by independent t-test
**p-value at 12th week between rifaximin and placebo 
group, obtained by independent t-test
Figure-1: The changes of Total score of IBS-SSS over the 
baseline,4th week and 12th week in both groups
Overall, it was reported that the total IBS-SSS showed a 
statistically significant improvement in the rifaximin group 
in the 4th and 12th week compared to the placebo group (p 
<0.001) as the severity score decreased gradually in both 
the groups.
IBS-QOL of Irritable Bowel Syndrome-Diarrhoea:
Disease-specific QOL was assessed using the 34-item 
IBS-QOL questionnaire. This questionnaire consists of 
eight domains: interference with activities, social reactions, 
food avoidance, relationships, dysphoria, health worry, 
sexual health, and body image. All the items are negatively 
framed with the greatest response scale indicating poorer 
QOL. As per the IBS-QOL scoring manual, all items were 
reversed when scored so that as the IBS scores increase, 
QOL increases as well. All the final raw scores were 
transformed into a 0 to 100 scale. Using this scale, the 
lowest possible score (poor QOL) and highest possible 
score (best QOL) were transformed to 0 and 100, respec-
tively. Raw scores for each subscale were transformed into 
a scale of 0 to 100 and results were presented as a percent-
age of the total possible score achieved.

Table-V: Distribution of IBS-QOL scores in rifaximin  and 
placebo group at Baseline, 4th week and 12th week.

*p-value between baseline and 4th week, obtained by t-test
**p-value between baseline and 12th week, obtained by t-test

* p-value at 4th week between rifaximin and placebo 
group, obtained by independent t-test
**p-value at 12th week between rifaximin and placebo 
group, obtained by independent t-test
Figure-2: The changes of Total score of IBS-QOL over the 
baseline,4th week and 12th week in both groups.
The overall score of IBS-QOL in both groups showed 
improvement as the IBS-QOL score increased from 
baseline to 12th week. However, the improvement inthe 12th 
week was not statistically significant in the rifaximin group 
when compared to the placebo group (p>0.05).
Table-VI: Distribution of IBS-QOL score improvements 
between rifaximin and placebo group.

*p-value was obtained by chi-square test.
Adverse events were observed during the study and were 
more common in the rifaximin group than the placebo 
group. However, we did not discontinue the use of rifaxi-
min as the medication didn’t lead to any severe harmful 
outcome. Nausea and headache were the more frequent 

adverse events among the respondents of the rifaximin 
group.
Table-VII: Adverse events between Rifaximin and placebo 
group (n=126)

Discussion:
Diarrhea-predominant irritable bowel syndrome (IBS-D) is 
a common gastrointestinal disorder characterized by recur-
ring abdominal pain, bloating, and loose stools in the 
absence of structural or biochemical abnormalities10. 
Nonpharmacologic options for the treatment of IBS-D 
include psychological approaches, dietary and lifestyle 
modifications, probiotics, and fiber supplementation, 
although each has shown variable and less than optimal 
relief of IBS-D symptoms6,4. Medical treatment of IBS 
remains unsatisfactory for many patients and sufferers 
represent a considerable burden to the health service by 
consumption of medical consultations and valuable resourc-
es 3. In an attempt to alleviate symptoms, improve quality 
of life, and reduce expenditure for the condition, several 
drugs had been sought to evaluate by several clinical 
researchers. The present study aimed to assess the 
effectiveness of Rifaximin in diarrhea-predominant IBS 
patients. Rifaximin is an oral, minimally absorbed, 
broad-spectrum antimicrobial agent that targets the gastro-
intestinal tract and is associated with a low risk of clinically 
relevant bacterial antibiotic resistance15,7,5,2. Due to the lack 
of intestinal absorption, rifaximin has no systemic side 
effects and is therefore suitable for chronic use. Administra-
tion of rifaximin was shown to be effective in the short-term 
treatment of small intestinal bacterial overgrowth 17, and in 
managing intestinal gas production and related symptoms 
in open-label trials involving patients with functional 
abdominal symptoms and uncomplicated diverticular 
disease 9. This study was held among 126 diagnosed 
patients of IBS-D according to Rome IV criteria, where the 
population was divided into two groups: Placebo Group 
and Rifaximin Group and each group included 63 respon-
dents. The placebo group was treated with placebo drugs 
and the rifaximin group was treated with rifaximin. In the 
present study, the mean age of the respondents in the rifaxi-
min group was 40.1 ± 8.5(SD) years and in the placebo 
group was 40.7 ± 8.7(SD) years with more than half of the 
study population from the age group of 31-50 years (Rifaxi-

min group: 79.4% and placebo group: 76.2%), which was 
correlated with a previous study where the mean age for 
individuals in group A (Rifaximin) was 42.6±12.1 yr versus 
39.6±10.9 yr for those in group B (Placebo group) 16.
In the current study, there was a female predominance 
found between the rifaximin group (65.1%) and the placebo 
group (60.3%). A previous study also reported a majority 
percentage of females in both groups (52.4% in Rifaximin 
group and 57.4% in placebo group) 16. The symptom severi-
ty scores of abdominal pain and discomfort, bloating, bowel 
habit and affect and interference in life significantly 
decreased in the rifaximin group over the 12 weeks. At 
baseline before treatment, the scores in the patients in both 
the groups were high and not significant but as the duration 
of the treatment increased the mean scores eventually 
lowered indicating an improvement. A similar scenario was 
also observed in a study, where 124 patients with IBS-D 
were randomized to receive a placebo or rifaximin with a 
phase of three periods. By the end of phase 2, a significant 
difference in the subjective feeling of symptom relief was 
noted with 26/63 (41.3%) of patients in the rifaximin group 
reporting a decrease in the overall severity of symptoms 
versus 14/61 (22.9%) in the placebo group B( p = 
0.03).This symptomatic improvement was also maintained 
by the end of phase 3 in the rifaximin group (18/63[28.6%] 
vs 7/61 [11.5%], p = 0.02)16. In the present study, the mean 
scores of patients reporting symptoms of abdominal pain 
significantly improved at the 4th week, abdominal disten-
sion/bloating and satisfaction with bowel movements were 
significantly improved  at the 4th week and 12th week in 
the rifaximin group. Similarly, AI Sharara et al. reported in 
their observations, the scores dropped significantly in the 
rifaximin group after treatment (at the end of phase 2) to a 
mean of 104.9 ± 11.4 versus 109.8 ± 12.5 for the placebo 
group (mean 8 7.6 ± 4.72 vs 2.7 ± 1.8). The drop was 
significantly more pronounced in the rifaximin arm when 
compared to placebo (p = 0.03). A mild increase was 
observed in the symptom score at the end of phase 3 (106.4 
± 12.1 vs 111.4 ± 13.2 for the rifaximin and placebo group, 
respectively) 16. A previous study by A Rivkin et al. 
observed the role and efficacy of rifaximin in the treatment 
of IBS-D. Patients were randomized to 550 mg rifaximin by 
mouth 3times/day or placebo for 2 weeks and followed for 
a total of 3 months. The primary efficacy end point, the 
proportion of patients having adequate relief of global IBS 
symptoms for at least 2 of the 4 weeks during the primary 
follow-up period (weeks 3–6), was achieved by 9% more 
patients randomized to the rifaximin group when compared 
with placebo (40.7% vs 31.7%,p<0.001). Bloating was also 
reduced in 10.3% more patients given rifaximin (p<0.001 
vs placebo). Looking at the secondary endpoints of these 
trials, both daily abdominal pain and daily stool consistency 
scores were significantly improved by rifaximin treatment 
both over the study period(3–6 wks, p<0.001 for both 
endpoints) and the 3-month follow-up period (p=0.006 and 
p<0.001, respectively).



tricular blood has been strongly associated with impaired 
consciousness at presentation17. Simple comparison between 
ICH subjects with and without IVH extension suggests that 
mortality is substantially increased if IVH is present. Tuhrim 
was the first to consistently demonstrate a powerful relationship 
between the presence of IVH in a brain hemorrhage patient and 
the likelihood of death18. This relationship was prospectively 
demonstrated in several subsequent studies10,19. Multivariate 
regression analysis performed on other convenience samples 
almost always defines the presence of IVH as an independent 
risk factor for mortality and poor functional outcome20-22. 
Randomized controlled studies in the past decade have 
confirmed this point by demonstrating a similar relationship 
between poor outcomes and the extent of IVH.
Materials and Methods:
This Prospective study was conducted at Department of neurology, 
Shahid Sheikh Abu Naser Specialized Hospital, Khulna, between 
the period of 01/01/2019 to 31/01/2020. 200 cases of CT scan 
proved hemorrhagic stroke patient were included in this study. 
Hemorrhagic stroke with history of recent trauma to head, intrace-
rebral hemorrhage due to anticoagulant or antiplatelet therapy, CT 
scan evidence of a subarachnoid hemorrhage, isolated intraventric-
ular hemorrhage, patient with blood dyscrasia and hemorrhagic 
infarction were excluded from this study.
All stroke patients admitted in Neurology unit evaluated 
clinically and CT scan was done. Clinical assessment of 
outcome was done by assessing age, Glasgow Coma Scale (for 
assessing conscious level), neck rigidity (for assessing ventricu-
lar extension), posterior fossa lesion (assessed by seeing signs 
of brain steam lesion, signs of cerebeller lesion, respiratory 
pattern and cardiovascular status). We calculate hemorrhage 
volume in bedside by using ABC/2 formula23,24.  Volume of 
hemorrhage was measured by ABC/2 formula using CT scan. 
CT scan slice with the largest area of hemorrhage was identi-
fied. The largest diameter (A) of the hemorrhage on this slice 
was measured. The largest diameter 90° to A on the same slice 
was measured next (B). Finally, the approximate number of 
slices on which the intracerebral hemorrhage was seen was 
calculated (C). C was calculated by a comparison of each CT 
slice with hemorrhage to the CT slice with the largest hemor-
rhage on that scan. If the hemorrhage area for a particular slice 
was greater than 75% of the area seen on the slice where the 
hemorrhage was largest, the slice was considered 1 hemorrhage 
slice for determining C. If the area was approximately 25% to 
75% of the area, the slice was considered half a hemorrhage 
slice; and if the area was less than 25% of the largest hemor-
rhage, the slice was not considered a hemorrhage slice. These 
CT hemorrhage slice values were added and multiplied by the 
slice thickness and determined the value for C.  All measure-
ments for A and B were made with the use of the centimeter 
scale on the CT scan to the nearest 0.5 cm. A, B, and C were 
then multiplied and the product divided by 2, which yielded the 
volume of hemorrhage in cubic centimeters. Site of haemor-
rhage and ventricular extension were recorded. The severity of 
IVH extension was calculated using the Graeb scale25. The 
Graeb scale is a semiquantitative tool for IVH extension 
scoring, ranging from 0 to 12 points, with higher scores denot-

ing increased IVH volumes; a maximum of four is given for 
each lateral ventricle if expanded and filled with blood and up to 
2 for the third and fourth ventricle if filled with blood and 
expanded (16). From day of admission to day 7 all patients were 
followed up twice daily. In each follow up pulse, blood 
pressure, Cardiac status, respiratory status, Glasgow Coma 
Scale, pupil, new focal sign and bed sore were assessed  and any 
change in status were recorded. As shortage of bed in hospital 
could not allowed long duration stay, so those patients were 
discharged they were requested to attend follow up on 15th and 
30th day in Neurology unit, and those who could not attend the 
follow up their information (outcome i.e. static / improved / 
death) had been collected over telephone. Results were calculat-
ed using Chi-square test. 
Results:
A total of 200 patients of hemorrhagic stroke were incorporated in 
this study. Majority of the patients incorporated in this study 
belongs to age group above 60 years (i.e. 48%), followed by 50 – 
60 years group (which was 31.5%) and 20.0% in < 50 years group. 
66% of patients were male and 34% of patients were female.
Table – I: Shows
• Mortality rate increased with increased age, 46 patients died 
out of 84 after the age of 60 (i.e. about 54.76%) of all death, 
followed by 27 patients died in the age between 50 – 60 (i.e. 
about 32.14% of all death). 
The results are as follows –
Table – I: Distribution of patients according to age and 1st 
month mortality (n=200).

Table – II: Shows
• 42% of death occurs with 1 month of onset of intracerebral 
hemorrhage (ICH). 41.5% of patients were static and 16.5% 
patients improved in 1st month.
Table – II: Distribution of patients according to outcome in 1st 
month (n=200).

Table – III: Shows
• 99 patients presented with GCS ≤ 8 of which 79 patients (i.e. 
79.80%) died on the other hand only 5 patients died (i.e. 4.95%) 
out of 101 with GCS ≥ 9.
Table – III: Distribution of patients according to initial Glasgow 
Coma Scale (GCS) and 1st month mortality (n=200).

Table – IV: Shows
• Mortality rate of hemorrhagic stroke in 1st month was 42%. This 
study shows increased size of hemorrhage increased mortality. 
Mortality rate of hemorrhage volume > 50 ml was about 96.08% in 
this study, where as mortality rate of hemorrhage volume < 30 ml 
was only 11.12%.    
Table – IV: Distribution of according to volume of hemorrhage 
with 1st month mortality (n=200).

Table – V: Shows
• 61.17% of patients died in ventricular extension group on the 
other hand only 21.65% patient died who had no ventricular 
extension.
Table – V: Distribution of patients according to ventricular 
extension and 1st month mortality (n=200).

 

Table –VI: Shows
• 75.00% of patient died in graeb score 5-12 group, on the other 
hand 49.10% patient died in graeb score 1- 4 group.
Table – VI: Distribution of patients of ventricular extension 
according to GRAEB score (n=103).

Table – VII: Shows
61.17% of patient died with ventricular hemorrhage group on 
the other  hand 21.65% of patient died in non ventricular hemor-
rhage group
Table – VII: Comparative death analysis of ventricular 
hemorrhage and non ventricular hemorrhage (n=200).

Discussion: 
Two hundred patients with hemorrhagic stroke admitted in 
Department of neurology, Shahid Sheikh Abu Naser 
Specialized Hospital, Khulna were included in this study 
within the time period of 01/01/2019 to 31/12/2019. All 
patients were selected as per inclusion criteria. Their 
presentation, risk factors and outcome were assessed. In 
this study shows that mean age of patients of onset of 
hemorrhagic stroke was 61.64  ± 12.76. This co-relates 
with studies shows hemorrhagic stroke occurs particularly 
those older than 55 years of age26,27.  This study shows that 
males were affected more than females, 66% of patients 
were male and 34% of patients were female. This co-relates 
with studies suggesting that intracerebral hemorrhage is 
more common in men than women26,27.47.92% of patients 
died in age group > 60 years followed by 42.86% in 50 – 60 
years and 26.83% in < 50 years group (Table - I), suggest 
mortality increased with increased age which correlates 
with study shown by Daverat P and Broderick JP  et al28,29 . 
This study shows that 42% of patients died 41.5% static and 

16.5% were improved in 1st month of onset of stroke (Table 
- II),  which co-relates with the study shown by Broderick 
et al they shown that 30 day mortality of ICH was 44%, 
with half of deaths occurring within the first 2 days of 
onset29. Level of consciousness, volume of parenchymal 
hemorrhage and to a lesser extent intraventricular hemor-
rhage has been most consistently linked with poor 
outcome30-35.
This study shows 79.80% of (79 out of 99 ) patients died 
with a GCS ≤ 8, where as 4.95% of patients (5 out of 101) 
died with GCS ≥ 9 (Table - III), with a p – value < 0.00001 
that is statistically significant which strongly co-relates 
with other foreign studie29.
Volume of intracerebral hemorrhage as calculated by 
ABC/2 formulas using on CT-Scan were studied into three 
different categories < 30 ml, 30 – 50 ml and  > 50 ml, 
Shown 96% death rates of hemorrhage size > 50 ml in 1st 
month. On the other hand death rates in 30 – 50 ml group 
were 48% and < 30 ml group were only 11.12% (Table 
–IV); with a chi-square test result was 100.7416 and 
p-value < 0.00001, that was statistically significant and 
coincide with the study shown that increased volume of 
hemorrhage increased mortality, Broderick J et al shows 
that a model of 30 day mortality that used the Glasgow 
coma scale and hemorrhage volume in patients with 
intracerebral hemorrhage correctly predicted outcome with 
a sensitivity and specificity of 97%29.   
51.50% of patients (n=103) presented with ventricular 
extension of which 61.17% (n=63) of patients died within 1 
month (Table - V), with p-value < 0.00001 that was statisti-
cally significant and co-relates with several studies36,37. 
Tuhrim was the first to consistently demonstrate a powerful 
relationship between the presence of IVH in a brain hemor-
rhage patient and the likelihood of death18.This relationship 
was prospectively demonstrated in several subsequent 
studies10,19. Multivariate regression analysis performed on 
other convenience samples almost always defines the 
presence of IVH as an independent risk factor for mortality 
and poor functional outcome20-22. Randomized controlled 
studies in the past decade have confirmed this point by 
demonstrating a similar relationship between poor 
outcomes and the extent of IVH. 75% of patient died in 
Graeb score 5 - 12 group, on the other hand 49.10% of 
patient died in graeb score 1 - 4 group (Table - VI) with chi 
square test value 7.2434 and p-value <0.05 that is statisti-
cally significant. Trifan G  in a study shown higher IVH 
severity as defined as Graeb score ≥5 is associated with 
worse outcome, while lower IVH severity Graeb scores1-4 
has similar outcomes to patient without IVH38. In one of 
these studies, Graeb score ≥5 was associated with 
increased functional impairment at hospital discharge39.  In 
another study, increasing IVH severity decreased survival 
and functional independence40. Comparative death analysis 
of ventricular hemorrhage and non ventricular hemorrhage 
( Table - VII) shows 61.17% of patient died in ventricular 
hemorrhage group on the other hand 21.65% of patient died 
in non ventricular hemorrhage group with odd ratio 5.7000 

and p-value <0.0001 that is statistically significant which co 
relates with study shown by Trifan G38. 
Conclusion:
Intraventricular hemorrhage extension is a strong predictor 
of mortality in spontaneous intracerebral hemorrhage. 
Increased IVH extension severity, defined by a GRAEB 
score ≥5, is an independent predictor of poor outcome of 
Spontaneous intracerebral hemorrhage alone with age, 
GCS and hemorrhage volume. When using risk stratifica-
tion tools for clinical severity grading after sICH, IVH 
extension should be given different weights based on the 
amount of IVH extension present, rather than being used as 
a dichotomized variable.
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clinical outcomes after ICH 11,14. IVH occurs in up to 45% of ICH 
patients [5] and previous analyses have suggested an influence of 
the extent of IVH on functional outcome15,16.
In ICH patients, the most detrimental consequence of IVH is 
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days. It took 15 days to quit the calcitriol completely after 
surgery. A whole or almost complete removal of both 
thyroids was done in each patient. An extracapsular 
dissection was used to remove the whole thyroid gland, 
referred to as a total thyroidectomy4. If it was established 
intraoperatively that the recurrent laryngeal nerve (RLN) 
or parathyroid gland(s) would be severely damaged by 
performing a complete extracapsular dissection, a 
near-total thyroidectomy was performed in which just a 
little quantity of thyroid tissue was removed5. As a result 
of the surgical procedure, all patients required admission. 
In the pediatric patients, serum calcium levels were 
monitored every 4-8 hours following surgery, and in all 
patients, calcium levels were checked first thing on a 
postoperative day one. If the blood calcium level (after 
correcting for total protein) was below 7.5 mg/dL, 
treatment with intravenous calcium gluconate was started, 
and if it was below 8.0 mg/dL, treatment with oral calcium 
supplementation was started. (e.g., hand paresthesia, 
perioral numbness, muscle cramps, the presence of a 
Chvostek's sign). Preoperative demographics, 
comorbidities and medications were recorded. Operative 
details, including detailed contemporaneous operative 
illustrations, postoperative course, and both serum 
calcium levels and postoperative pathology, were 
observed. Major problems included damage to the RLN 
(recurrent laryngeal nerve) for the rest of the patient's life, 
hematoma, and lifelong hypoparathyroidism. Minor 
problems included acute RLN neuropraxia and transient 
hypocalcemia necessitating intravenous calcium infusion. 
To do statistical analysis, t-test as appropriate. Statistical 
significance was determined when p < 0.05. Values shown 
are mean ± standard deviation.
Results:
The number of people who have had a whole or near-total 
thyroidectomy increases to 32 for children and 68 for 
adults. Table I details the Patient's clinical features. The 
average ages for both children and adults at the time of 
surgery were 9.7 (range, 3.4-17.9) and 44.9 (range, 
18.4-84.2) years, respectively.
Table I: The differences between adult and pediatric 
patients in terms of clinical presentation (n=100)

Results from statistical testing were analyzed using

Fig-1: Characteristics of adult and pediatric patients
Pediatric procedures required longer operative time than 
adults (1.18 ± 0.08 hrs vs. 2.09 ± 0.03 hrs, p = 0.003). 
The average weight of thyroid tissue samples was 48.0 ± 
6.4 gm (range: 6.6-203 gm) in adults and 38.6. ± 8.9 gm 
(9-293 gm) in children (p= 0.34). Thyroidectomy 
specimens from children weighed 0.94 ± 0.11 gm/kg, or 
significantly more than those from adults (0.66 ± 0.07 
gm/kg, p = 0.05), suggesting that the glands in children 
were bigger than those in adults. In one patient, a 
2.5-centimetre-wide papillary carcinoma was just one of 
several malignant tumours. One adult patient had a 
Hürthle cell adenoma. Postoperative intravenous calcium 
infusion was needed in 18.0% of pediatric and 1.4% of 
adult patients (p = 0.004), respectively. The greater 
demand for calcium infusions in children necessitated a 
lengthier hospital stay than in adults (1.41 ± 0.12 vs. 1.03 
± 0.03 days, p = 0.004). One out of 32 pediatric and 12 
out of 68 adult patients (p = 0.03) were found to have 
latent cancer after pathological examination of the 
operating material. One young patient was diagnosed with 
a papillary microcarcinoma of the thyroid capsule, 
measuring 0.40 cm at its widest point. In adults, papillary 
microcarcinomas with a maximum diameter of less than 
0.3 cm accounted for 10 of 12 malignancies. When 
calcitriol was not administered prior to surgery When 
calcitriol was administered, 50% of pediatric patients still 
needed a calcium infusion, but it was administered for an 
average of just 1.25 days in those patients (p <0.02 vs no 
calcitriol). A youngster who had temporary RLN 
neuropraxia and had surgery made a full recovery within 6 
months. One youngster suffered an RLN transaction 
during surgery, but it was quickly diagnosed and treated. 
Bilateral vocal cord mobility at 12 months post-surgery 
was indicative of RLN function restoration, as was found 
in the patients who had long-term follow-ups. In adults, 
there were no RLN injuries found. Two adults required 
operational examination for postoperative hematomas, but 
no children did (p = 0.46). We found no incidences of 
lifelong hypoparathyroidism or deaths during or after 
surgery. The greatest follow-up time was 8 years, and the 
results showed that neither children nor adults 
experienced a recurrence of Hyperthyroidism. Both 
children and adults had similar overall incidences of 
significant issues. 

Discussion:
In youngsters, the incidence of Graves' disease is 1 in 
10,000. (6) Because only a minority of pediatric patients 
achieve remission 7, Surgery or radioactive iodine 
treatment will be necessary for the vast majority of individ-
uals8. What we've seen lends credence to the idea that, in 
the hands of experienced thyroid surgeons, thyroidectomy 
can be a successful treatment for children. The Mayo Clinic 
has published the biggest series to date documenting the 
surgical management of GD in children9. As many as 78 
young children, ranging in age from 3.1 to 17.9 years, were 
surgical candidates for GD repair. Seventy-seven per cent 
of patients had a whole or near-total thyroidectomy, and 23 
% had bilateral subtotal thyroidectomy. To reduce the 
likelihood of RLN damage or hypoparathyroidism, a small 
quantity of thyroid tissue is left behind after a sub-total 
thyroidectomy10. 
No RLN damage, hematomas, or cases of persistent 
hypoparathyroidism were recorded in the Mayo Clinic 
dataset. Transient RLN neuropraxia occurred in 1 patient 
(1%), and transient hypoparathyroidism in 5 individuals 
(6%). While the pathology specimens revealed the 
presence of 5 microcarcinomas (6%), 4 of the 18 patients 
(22%) who had bilateral partial thyroidectomy reported a 
return of their Hyperthyroidism9.
We took a more severe surgical strategy to the therapy of 
GD in both children and adults by doing entire or near-total 
thyroidectomies in all cases because of the significant 
recurrence rate following partial thyroidectomy. There was 
no recurrence of GD in our cohort of patients, proving the 
efficacy of our treatment method.
According to HCUP-NIS statistics, children are more likely 
than adults to experience problems after undergoing a 
thyroidectomy (9.3% vs. 6.1%, p < 0.01)11. The most 
prevalent mild consequence among children in our group 
was transitory hypocalcemia, likely caused by transient 
hypoparathyroidism. On the other hand, preoperative 
calcitriol treatment cut in half the percentage of patients 
who required intravenous calcium infusions after surgery 
and lowered the length of such infusions by more than half.
RLN injury was observed in two of the children in our 
cohort. A soft voice was observed in one child. It was 
discovered immediately after surgery, and a direct laryn-
goscopy done two months later confirmed the diagnosis of 
unilateral vocal cord paresis. After six months, the vocal 
cords on both sides were working normally, and the 
patient's voice had returned to normal.
During surgery on a 4-year-old patient, surgeons noticed 
and rectified an RLN transaction. By using direct laryngos-
copy, we identified unilateral vocal cord paresis at 6 
months post-op. Direct laryngoscopy showed normal vocal 
cord movement and voice 18 months following surgery. It's 
worth noting that the RLN damage happened to the one 
patient who couldn't get preoperative SSKI treatment 
because of an allergic response.
Twelve of 68 adults and one of 32 children were diagnosed 

with occult malignancy. Only one of the 12 malignancies 
seen in adults was a multifocal papillary carcinoma, with a 
maximal diameter of 2.5 cm, whereas the other 11 were 
unifocal papillary microcarcinomas. One child had a 
papillary microcarcinoma of the thyroid, measuring about 
0.4 centimetres in diameter and staying entirely within the 
thyroid capsule. These findings emphasize the need for 
surgeons to obtain sonographic imaging of the thyroid 
gland if asymmetry or a change in gland size is noticed in 
the context of GD. If nodules are found, they must be 
assessed in accordance with current standards12. 
There is no reason to prefer surgery over radioactive iodine 
for the final treatment of GD despite the detection of micro-
carcinomas in the context of GD, which will be difficult to 
diagnose by preoperative ultrasonography. Recommended 
radioactive iodine activities for the ablation of thyroid 
tissue in GD patients with microcarcinomas13.  Microcarci-
nomas and healthy thyroid tissue are both expected to be 
eliminated. Thyrotoxicosis Study Group follow-up data 
corroborates this hypothesis by showing that patients 
treated with radioactive iodine or surgery have significantly 
lower rates of differentiated thyroid cancer compared to 
those treated with antithyroid medications alone who 
experienced spontaneous remission14. These observations 
support recent recommendations that high-volume 
endocrine surgical teams should operate on children and 
adults requiring surgery for GD8,15.
Conclusion:
We show that a whole or near-total thyroidectomy in 
children is safe and does not increase the risk of a recur-
rence of GD when done by skilled surgeons. Our excellent 
surgical team consisting, massive in size, can achieve 
excellent outcomes with very low complication rates. 
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side effects. A number of mechanism of actions  have  been 
proposed to account for the clinical efficacy of rifaximin in 
patients with IBS-D,including a main hypothesis that 
rifaximin alters the composition of gut microbiota 16. In 
addition to the direct antibiotic effects of rifaximin on gut 
microbiota, rifaximin impacts the function of the gut 
microbiota (i.e., metabolism,adherence and virulence) 7. 
Materials and Methods:
This quasi experimental study was conducted on patients aged 
18-55 years with IBS-D in department of Gastroenterology, 
BSMMU during the period of September, 2020 to August, 
2021. Any alternative diagnosis based on clinical history, 
examination & initial investigations with CBC with ESR, 
CRP, RBS, TSH, FT4 had been excluded from the study. 
Study population was divided equally in Rifaximin and 
placebo group. IBS symptoms were assessed by IBS- QOL 
and IBS-SSS questionnaire at baseline and during 4th and 
12th weeks of study. The collected data were analyzed by 
computer with help of SPSS version 23. Statistical analysis 
was done by using appropriate statistical tool like Chi-square 
test, Students t-test. P< 0.05 was considered significant. 
Observation and Result: 
A total of 126 patients with IBS-D patient visiting 
Gastroenterology OPD of BSMMU were enrolled in the study. 
Among them, 63 patients were allocated in the Rifaximin 
group, and 63 were in the placebo group. The results are 
described by the following tables and figures. It was observed 
that the mean age of the respondents in the rifaximin group 
were 40.1 ± 8.5(SD) years and in the placebo group were 40.7 
± 8.7(SD) years with more than half of the study population 
from the age group of 31-50 years (Rifaximin group: 79.4% 
and placebo group: 76.2%). The majority of the respondents 
with IBS-D were females in both rifaximin (65.1%) and 
placebo (60.3%) groups. The difference in age and sex 
distribution between the two groups were matched (p >0.05).
Table-I: Distribution of demographic factors among the 
rifaximin and placebo group (n=126)

*chi-square test was performed to compare between 
groups.
**Independent t-test was performed to compare between 
groups.

IBS-SSS score of the respondents with IBS-D:
The symptom severity score questionnaire consists of 5 
questions related to abdominal pain and discomfort, bowel 
movements and habits and the affects and interference of 
IBS-D in the respondent’s life. Each of the 5 questions 
generate a maximum score of 100 using prompted visual 
analogue scales, leading to a total possible score of 500.
Table-II shows the mean total scores of IBS-SSS and 
IBS-QOL at baseline for rifaximin and placebo groups. 
There was no significant difference between both groups  at 
the baseline (p > 0.05).
Table-II: Distribution of IBS-SSS and IBS-QOL scores in 
rifaximin and placebo group at baseline (n=126).

*Independent t-test was performed to compare between 
groups.
Table-III: Distribution of IBS-SSS score in rifaximin and 
placebo group at baseline, 4th week and 12th week

*p-value between baseline and 4th week, obtained by t test.
**p-value between baseline and 12th week, obtained by t test.
Overall, it was reported that the total IBS-SSS showed 
improvement in respondents of both the groups, as scores 
decreased gradually in both groups.Statistical significant 
improvements were reported in the total IBS-SSS score from 
baseline to 12th week in rifaximin group. Respondents in 
placebo group had no significant improvements in their scores 
from baseline to 4th week and 12th week.
Table-IV: Distribution of clinical improvement in IBS-SSS 
score among the study participants

*p-value was obtained by chi-square test.

Clinically meaningful improvement in the IBS-SSS scale 
is defined as a decrease of 50 points in the score. In the 
current study, it was reported that35 and 53of the study 
participants showed clinically meaningful improvement in 
IBS-SSS total score in the rifaximin group at the 4th week 
of follow-up and 12th week of follow-up visit respectively. 
In the placebo group, 3 and 26 of the study participants 
showed improvement at the 4th week and 12th week of 
follow-up visit respectively. There was a clinically high 
significant improvement in the IBS-SSS total score in 
rifaximin group compared to placebo group at 4th week 
and 12th week of follow-up (p <0.001).

 

* p-value at 4thweek between rifaximin and placebo group, 
obtained by independent t-test
**p-value at 12th week between rifaximin and placebo 
group, obtained by independent t-test
Figure-1: The changes of Total score of IBS-SSS over the 
baseline,4th week and 12th week in both groups
Overall, it was reported that the total IBS-SSS showed a 
statistically significant improvement in the rifaximin group 
in the 4th and 12th week compared to the placebo group (p 
<0.001) as the severity score decreased gradually in both 
the groups.
IBS-QOL of Irritable Bowel Syndrome-Diarrhoea:
Disease-specific QOL was assessed using the 34-item 
IBS-QOL questionnaire. This questionnaire consists of 
eight domains: interference with activities, social reactions, 
food avoidance, relationships, dysphoria, health worry, 
sexual health, and body image. All the items are negatively 
framed with the greatest response scale indicating poorer 
QOL. As per the IBS-QOL scoring manual, all items were 
reversed when scored so that as the IBS scores increase, 
QOL increases as well. All the final raw scores were 
transformed into a 0 to 100 scale. Using this scale, the 
lowest possible score (poor QOL) and highest possible 
score (best QOL) were transformed to 0 and 100, respec-
tively. Raw scores for each subscale were transformed into 
a scale of 0 to 100 and results were presented as a percent-
age of the total possible score achieved.

Table-V: Distribution of IBS-QOL scores in rifaximin  and 
placebo group at Baseline, 4th week and 12th week.

*p-value between baseline and 4th week, obtained by t-test
**p-value between baseline and 12th week, obtained by t-test

* p-value at 4th week between rifaximin and placebo 
group, obtained by independent t-test
**p-value at 12th week between rifaximin and placebo 
group, obtained by independent t-test
Figure-2: The changes of Total score of IBS-QOL over the 
baseline,4th week and 12th week in both groups.
The overall score of IBS-QOL in both groups showed 
improvement as the IBS-QOL score increased from 
baseline to 12th week. However, the improvement inthe 12th 
week was not statistically significant in the rifaximin group 
when compared to the placebo group (p>0.05).
Table-VI: Distribution of IBS-QOL score improvements 
between rifaximin and placebo group.

*p-value was obtained by chi-square test.
Adverse events were observed during the study and were 
more common in the rifaximin group than the placebo 
group. However, we did not discontinue the use of rifaxi-
min as the medication didn’t lead to any severe harmful 
outcome. Nausea and headache were the more frequent 

adverse events among the respondents of the rifaximin 
group.
Table-VII: Adverse events between Rifaximin and placebo 
group (n=126)

Discussion:
Diarrhea-predominant irritable bowel syndrome (IBS-D) is 
a common gastrointestinal disorder characterized by recur-
ring abdominal pain, bloating, and loose stools in the 
absence of structural or biochemical abnormalities10. 
Nonpharmacologic options for the treatment of IBS-D 
include psychological approaches, dietary and lifestyle 
modifications, probiotics, and fiber supplementation, 
although each has shown variable and less than optimal 
relief of IBS-D symptoms6,4. Medical treatment of IBS 
remains unsatisfactory for many patients and sufferers 
represent a considerable burden to the health service by 
consumption of medical consultations and valuable resourc-
es 3. In an attempt to alleviate symptoms, improve quality 
of life, and reduce expenditure for the condition, several 
drugs had been sought to evaluate by several clinical 
researchers. The present study aimed to assess the 
effectiveness of Rifaximin in diarrhea-predominant IBS 
patients. Rifaximin is an oral, minimally absorbed, 
broad-spectrum antimicrobial agent that targets the gastro-
intestinal tract and is associated with a low risk of clinically 
relevant bacterial antibiotic resistance15,7,5,2. Due to the lack 
of intestinal absorption, rifaximin has no systemic side 
effects and is therefore suitable for chronic use. Administra-
tion of rifaximin was shown to be effective in the short-term 
treatment of small intestinal bacterial overgrowth 17, and in 
managing intestinal gas production and related symptoms 
in open-label trials involving patients with functional 
abdominal symptoms and uncomplicated diverticular 
disease 9. This study was held among 126 diagnosed 
patients of IBS-D according to Rome IV criteria, where the 
population was divided into two groups: Placebo Group 
and Rifaximin Group and each group included 63 respon-
dents. The placebo group was treated with placebo drugs 
and the rifaximin group was treated with rifaximin. In the 
present study, the mean age of the respondents in the rifaxi-
min group was 40.1 ± 8.5(SD) years and in the placebo 
group was 40.7 ± 8.7(SD) years with more than half of the 
study population from the age group of 31-50 years (Rifaxi-

min group: 79.4% and placebo group: 76.2%), which was 
correlated with a previous study where the mean age for 
individuals in group A (Rifaximin) was 42.6±12.1 yr versus 
39.6±10.9 yr for those in group B (Placebo group) 16.
In the current study, there was a female predominance 
found between the rifaximin group (65.1%) and the placebo 
group (60.3%). A previous study also reported a majority 
percentage of females in both groups (52.4% in Rifaximin 
group and 57.4% in placebo group) 16. The symptom severi-
ty scores of abdominal pain and discomfort, bloating, bowel 
habit and affect and interference in life significantly 
decreased in the rifaximin group over the 12 weeks. At 
baseline before treatment, the scores in the patients in both 
the groups were high and not significant but as the duration 
of the treatment increased the mean scores eventually 
lowered indicating an improvement. A similar scenario was 
also observed in a study, where 124 patients with IBS-D 
were randomized to receive a placebo or rifaximin with a 
phase of three periods. By the end of phase 2, a significant 
difference in the subjective feeling of symptom relief was 
noted with 26/63 (41.3%) of patients in the rifaximin group 
reporting a decrease in the overall severity of symptoms 
versus 14/61 (22.9%) in the placebo group B( p = 
0.03).This symptomatic improvement was also maintained 
by the end of phase 3 in the rifaximin group (18/63[28.6%] 
vs 7/61 [11.5%], p = 0.02)16. In the present study, the mean 
scores of patients reporting symptoms of abdominal pain 
significantly improved at the 4th week, abdominal disten-
sion/bloating and satisfaction with bowel movements were 
significantly improved  at the 4th week and 12th week in 
the rifaximin group. Similarly, AI Sharara et al. reported in 
their observations, the scores dropped significantly in the 
rifaximin group after treatment (at the end of phase 2) to a 
mean of 104.9 ± 11.4 versus 109.8 ± 12.5 for the placebo 
group (mean 8 7.6 ± 4.72 vs 2.7 ± 1.8). The drop was 
significantly more pronounced in the rifaximin arm when 
compared to placebo (p = 0.03). A mild increase was 
observed in the symptom score at the end of phase 3 (106.4 
± 12.1 vs 111.4 ± 13.2 for the rifaximin and placebo group, 
respectively) 16. A previous study by A Rivkin et al. 
observed the role and efficacy of rifaximin in the treatment 
of IBS-D. Patients were randomized to 550 mg rifaximin by 
mouth 3times/day or placebo for 2 weeks and followed for 
a total of 3 months. The primary efficacy end point, the 
proportion of patients having adequate relief of global IBS 
symptoms for at least 2 of the 4 weeks during the primary 
follow-up period (weeks 3–6), was achieved by 9% more 
patients randomized to the rifaximin group when compared 
with placebo (40.7% vs 31.7%,p<0.001). Bloating was also 
reduced in 10.3% more patients given rifaximin (p<0.001 
vs placebo). Looking at the secondary endpoints of these 
trials, both daily abdominal pain and daily stool consistency 
scores were significantly improved by rifaximin treatment 
both over the study period(3–6 wks, p<0.001 for both 
endpoints) and the 3-month follow-up period (p=0.006 and 
p<0.001, respectively).

Variable Adult Pediatric p - value 
Patients 68 32  

Patients requiring IV Calcium 1 6 0.004 
RLN Injuries 0 1 0.32 
Hematomas 2 0 0.46 

Incidental Cancers 12 1 0.01 

Thyroid mass (g)/ Body mass
(kg)  

0.67 0.94 0.05 

Operative Time (hour: in) 1:37 2:09 0.001 

Inpatient Post -Operative
Days  

1.03 1.41 0.004 

 



tricular blood has been strongly associated with impaired 
consciousness at presentation17. Simple comparison between 
ICH subjects with and without IVH extension suggests that 
mortality is substantially increased if IVH is present. Tuhrim 
was the first to consistently demonstrate a powerful relationship 
between the presence of IVH in a brain hemorrhage patient and 
the likelihood of death18. This relationship was prospectively 
demonstrated in several subsequent studies10,19. Multivariate 
regression analysis performed on other convenience samples 
almost always defines the presence of IVH as an independent 
risk factor for mortality and poor functional outcome20-22. 
Randomized controlled studies in the past decade have 
confirmed this point by demonstrating a similar relationship 
between poor outcomes and the extent of IVH.
Materials and Methods:
This Prospective study was conducted at Department of neurology, 
Shahid Sheikh Abu Naser Specialized Hospital, Khulna, between 
the period of 01/01/2019 to 31/01/2020. 200 cases of CT scan 
proved hemorrhagic stroke patient were included in this study. 
Hemorrhagic stroke with history of recent trauma to head, intrace-
rebral hemorrhage due to anticoagulant or antiplatelet therapy, CT 
scan evidence of a subarachnoid hemorrhage, isolated intraventric-
ular hemorrhage, patient with blood dyscrasia and hemorrhagic 
infarction were excluded from this study.
All stroke patients admitted in Neurology unit evaluated 
clinically and CT scan was done. Clinical assessment of 
outcome was done by assessing age, Glasgow Coma Scale (for 
assessing conscious level), neck rigidity (for assessing ventricu-
lar extension), posterior fossa lesion (assessed by seeing signs 
of brain steam lesion, signs of cerebeller lesion, respiratory 
pattern and cardiovascular status). We calculate hemorrhage 
volume in bedside by using ABC/2 formula23,24.  Volume of 
hemorrhage was measured by ABC/2 formula using CT scan. 
CT scan slice with the largest area of hemorrhage was identi-
fied. The largest diameter (A) of the hemorrhage on this slice 
was measured. The largest diameter 90° to A on the same slice 
was measured next (B). Finally, the approximate number of 
slices on which the intracerebral hemorrhage was seen was 
calculated (C). C was calculated by a comparison of each CT 
slice with hemorrhage to the CT slice with the largest hemor-
rhage on that scan. If the hemorrhage area for a particular slice 
was greater than 75% of the area seen on the slice where the 
hemorrhage was largest, the slice was considered 1 hemorrhage 
slice for determining C. If the area was approximately 25% to 
75% of the area, the slice was considered half a hemorrhage 
slice; and if the area was less than 25% of the largest hemor-
rhage, the slice was not considered a hemorrhage slice. These 
CT hemorrhage slice values were added and multiplied by the 
slice thickness and determined the value for C.  All measure-
ments for A and B were made with the use of the centimeter 
scale on the CT scan to the nearest 0.5 cm. A, B, and C were 
then multiplied and the product divided by 2, which yielded the 
volume of hemorrhage in cubic centimeters. Site of haemor-
rhage and ventricular extension were recorded. The severity of 
IVH extension was calculated using the Graeb scale25. The 
Graeb scale is a semiquantitative tool for IVH extension 
scoring, ranging from 0 to 12 points, with higher scores denot-

ing increased IVH volumes; a maximum of four is given for 
each lateral ventricle if expanded and filled with blood and up to 
2 for the third and fourth ventricle if filled with blood and 
expanded (16). From day of admission to day 7 all patients were 
followed up twice daily. In each follow up pulse, blood 
pressure, Cardiac status, respiratory status, Glasgow Coma 
Scale, pupil, new focal sign and bed sore were assessed  and any 
change in status were recorded. As shortage of bed in hospital 
could not allowed long duration stay, so those patients were 
discharged they were requested to attend follow up on 15th and 
30th day in Neurology unit, and those who could not attend the 
follow up their information (outcome i.e. static / improved / 
death) had been collected over telephone. Results were calculat-
ed using Chi-square test. 
Results:
A total of 200 patients of hemorrhagic stroke were incorporated in 
this study. Majority of the patients incorporated in this study 
belongs to age group above 60 years (i.e. 48%), followed by 50 – 
60 years group (which was 31.5%) and 20.0% in < 50 years group. 
66% of patients were male and 34% of patients were female.
Table – I: Shows
• Mortality rate increased with increased age, 46 patients died 
out of 84 after the age of 60 (i.e. about 54.76%) of all death, 
followed by 27 patients died in the age between 50 – 60 (i.e. 
about 32.14% of all death). 
The results are as follows –
Table – I: Distribution of patients according to age and 1st 
month mortality (n=200).

Table – II: Shows
• 42% of death occurs with 1 month of onset of intracerebral 
hemorrhage (ICH). 41.5% of patients were static and 16.5% 
patients improved in 1st month.
Table – II: Distribution of patients according to outcome in 1st 
month (n=200).

Table – III: Shows
• 99 patients presented with GCS ≤ 8 of which 79 patients (i.e. 
79.80%) died on the other hand only 5 patients died (i.e. 4.95%) 
out of 101 with GCS ≥ 9.
Table – III: Distribution of patients according to initial Glasgow 
Coma Scale (GCS) and 1st month mortality (n=200).

Table – IV: Shows
• Mortality rate of hemorrhagic stroke in 1st month was 42%. This 
study shows increased size of hemorrhage increased mortality. 
Mortality rate of hemorrhage volume > 50 ml was about 96.08% in 
this study, where as mortality rate of hemorrhage volume < 30 ml 
was only 11.12%.    
Table – IV: Distribution of according to volume of hemorrhage 
with 1st month mortality (n=200).

Table – V: Shows
• 61.17% of patients died in ventricular extension group on the 
other hand only 21.65% patient died who had no ventricular 
extension.
Table – V: Distribution of patients according to ventricular 
extension and 1st month mortality (n=200).

 

Table –VI: Shows
• 75.00% of patient died in graeb score 5-12 group, on the other 
hand 49.10% patient died in graeb score 1- 4 group.
Table – VI: Distribution of patients of ventricular extension 
according to GRAEB score (n=103).

Table – VII: Shows
61.17% of patient died with ventricular hemorrhage group on 
the other  hand 21.65% of patient died in non ventricular hemor-
rhage group
Table – VII: Comparative death analysis of ventricular 
hemorrhage and non ventricular hemorrhage (n=200).

Discussion: 
Two hundred patients with hemorrhagic stroke admitted in 
Department of neurology, Shahid Sheikh Abu Naser 
Specialized Hospital, Khulna were included in this study 
within the time period of 01/01/2019 to 31/12/2019. All 
patients were selected as per inclusion criteria. Their 
presentation, risk factors and outcome were assessed. In 
this study shows that mean age of patients of onset of 
hemorrhagic stroke was 61.64  ± 12.76. This co-relates 
with studies shows hemorrhagic stroke occurs particularly 
those older than 55 years of age26,27.  This study shows that 
males were affected more than females, 66% of patients 
were male and 34% of patients were female. This co-relates 
with studies suggesting that intracerebral hemorrhage is 
more common in men than women26,27.47.92% of patients 
died in age group > 60 years followed by 42.86% in 50 – 60 
years and 26.83% in < 50 years group (Table - I), suggest 
mortality increased with increased age which correlates 
with study shown by Daverat P and Broderick JP  et al28,29 . 
This study shows that 42% of patients died 41.5% static and 

16.5% were improved in 1st month of onset of stroke (Table 
- II),  which co-relates with the study shown by Broderick 
et al they shown that 30 day mortality of ICH was 44%, 
with half of deaths occurring within the first 2 days of 
onset29. Level of consciousness, volume of parenchymal 
hemorrhage and to a lesser extent intraventricular hemor-
rhage has been most consistently linked with poor 
outcome30-35.
This study shows 79.80% of (79 out of 99 ) patients died 
with a GCS ≤ 8, where as 4.95% of patients (5 out of 101) 
died with GCS ≥ 9 (Table - III), with a p – value < 0.00001 
that is statistically significant which strongly co-relates 
with other foreign studie29.
Volume of intracerebral hemorrhage as calculated by 
ABC/2 formulas using on CT-Scan were studied into three 
different categories < 30 ml, 30 – 50 ml and  > 50 ml, 
Shown 96% death rates of hemorrhage size > 50 ml in 1st 
month. On the other hand death rates in 30 – 50 ml group 
were 48% and < 30 ml group were only 11.12% (Table 
–IV); with a chi-square test result was 100.7416 and 
p-value < 0.00001, that was statistically significant and 
coincide with the study shown that increased volume of 
hemorrhage increased mortality, Broderick J et al shows 
that a model of 30 day mortality that used the Glasgow 
coma scale and hemorrhage volume in patients with 
intracerebral hemorrhage correctly predicted outcome with 
a sensitivity and specificity of 97%29.   
51.50% of patients (n=103) presented with ventricular 
extension of which 61.17% (n=63) of patients died within 1 
month (Table - V), with p-value < 0.00001 that was statisti-
cally significant and co-relates with several studies36,37. 
Tuhrim was the first to consistently demonstrate a powerful 
relationship between the presence of IVH in a brain hemor-
rhage patient and the likelihood of death18.This relationship 
was prospectively demonstrated in several subsequent 
studies10,19. Multivariate regression analysis performed on 
other convenience samples almost always defines the 
presence of IVH as an independent risk factor for mortality 
and poor functional outcome20-22. Randomized controlled 
studies in the past decade have confirmed this point by 
demonstrating a similar relationship between poor 
outcomes and the extent of IVH. 75% of patient died in 
Graeb score 5 - 12 group, on the other hand 49.10% of 
patient died in graeb score 1 - 4 group (Table - VI) with chi 
square test value 7.2434 and p-value <0.05 that is statisti-
cally significant. Trifan G  in a study shown higher IVH 
severity as defined as Graeb score ≥5 is associated with 
worse outcome, while lower IVH severity Graeb scores1-4 
has similar outcomes to patient without IVH38. In one of 
these studies, Graeb score ≥5 was associated with 
increased functional impairment at hospital discharge39.  In 
another study, increasing IVH severity decreased survival 
and functional independence40. Comparative death analysis 
of ventricular hemorrhage and non ventricular hemorrhage 
( Table - VII) shows 61.17% of patient died in ventricular 
hemorrhage group on the other hand 21.65% of patient died 
in non ventricular hemorrhage group with odd ratio 5.7000 

and p-value <0.0001 that is statistically significant which co 
relates with study shown by Trifan G38. 
Conclusion:
Intraventricular hemorrhage extension is a strong predictor 
of mortality in spontaneous intracerebral hemorrhage. 
Increased IVH extension severity, defined by a GRAEB 
score ≥5, is an independent predictor of poor outcome of 
Spontaneous intracerebral hemorrhage alone with age, 
GCS and hemorrhage volume. When using risk stratifica-
tion tools for clinical severity grading after sICH, IVH 
extension should be given different weights based on the 
amount of IVH extension present, rather than being used as 
a dichotomized variable.
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Results from statistical testing were analyzed using

Fig-1: Characteristics of adult and pediatric patients
Pediatric procedures required longer operative time than 
adults (1.18 ± 0.08 hrs vs. 2.09 ± 0.03 hrs, p = 0.003). 
The average weight of thyroid tissue samples was 48.0 ± 
6.4 gm (range: 6.6-203 gm) in adults and 38.6. ± 8.9 gm 
(9-293 gm) in children (p= 0.34). Thyroidectomy 
specimens from children weighed 0.94 ± 0.11 gm/kg, or 
significantly more than those from adults (0.66 ± 0.07 
gm/kg, p = 0.05), suggesting that the glands in children 
were bigger than those in adults. In one patient, a 
2.5-centimetre-wide papillary carcinoma was just one of 
several malignant tumours. One adult patient had a 
Hürthle cell adenoma. Postoperative intravenous calcium 
infusion was needed in 18.0% of pediatric and 1.4% of 
adult patients (p = 0.004), respectively. The greater 
demand for calcium infusions in children necessitated a 
lengthier hospital stay than in adults (1.41 ± 0.12 vs. 1.03 
± 0.03 days, p = 0.004). One out of 32 pediatric and 12 
out of 68 adult patients (p = 0.03) were found to have 
latent cancer after pathological examination of the 
operating material. One young patient was diagnosed with 
a papillary microcarcinoma of the thyroid capsule, 
measuring 0.40 cm at its widest point. In adults, papillary 
microcarcinomas with a maximum diameter of less than 
0.3 cm accounted for 10 of 12 malignancies. When 
calcitriol was not administered prior to surgery When 
calcitriol was administered, 50% of pediatric patients still 
needed a calcium infusion, but it was administered for an 
average of just 1.25 days in those patients (p <0.02 vs no 
calcitriol). A youngster who had temporary RLN 
neuropraxia and had surgery made a full recovery within 6 
months. One youngster suffered an RLN transaction 
during surgery, but it was quickly diagnosed and treated. 
Bilateral vocal cord mobility at 12 months post-surgery 
was indicative of RLN function restoration, as was found 
in the patients who had long-term follow-ups. In adults, 
there were no RLN injuries found. Two adults required 
operational examination for postoperative hematomas, but 
no children did (p = 0.46). We found no incidences of 
lifelong hypoparathyroidism or deaths during or after 
surgery. The greatest follow-up time was 8 years, and the 
results showed that neither children nor adults 
experienced a recurrence of Hyperthyroidism. Both 
children and adults had similar overall incidences of 
significant issues. 

Discussion:
In youngsters, the incidence of Graves' disease is 1 in 
10,000. (6) Because only a minority of pediatric patients 
achieve remission 7, Surgery or radioactive iodine 
treatment will be necessary for the vast majority of individ-
uals8. What we've seen lends credence to the idea that, in 
the hands of experienced thyroid surgeons, thyroidectomy 
can be a successful treatment for children. The Mayo Clinic 
has published the biggest series to date documenting the 
surgical management of GD in children9. As many as 78 
young children, ranging in age from 3.1 to 17.9 years, were 
surgical candidates for GD repair. Seventy-seven per cent 
of patients had a whole or near-total thyroidectomy, and 23 
% had bilateral subtotal thyroidectomy. To reduce the 
likelihood of RLN damage or hypoparathyroidism, a small 
quantity of thyroid tissue is left behind after a sub-total 
thyroidectomy10. 
No RLN damage, hematomas, or cases of persistent 
hypoparathyroidism were recorded in the Mayo Clinic 
dataset. Transient RLN neuropraxia occurred in 1 patient 
(1%), and transient hypoparathyroidism in 5 individuals 
(6%). While the pathology specimens revealed the 
presence of 5 microcarcinomas (6%), 4 of the 18 patients 
(22%) who had bilateral partial thyroidectomy reported a 
return of their Hyperthyroidism9.
We took a more severe surgical strategy to the therapy of 
GD in both children and adults by doing entire or near-total 
thyroidectomies in all cases because of the significant 
recurrence rate following partial thyroidectomy. There was 
no recurrence of GD in our cohort of patients, proving the 
efficacy of our treatment method.
According to HCUP-NIS statistics, children are more likely 
than adults to experience problems after undergoing a 
thyroidectomy (9.3% vs. 6.1%, p < 0.01)11. The most 
prevalent mild consequence among children in our group 
was transitory hypocalcemia, likely caused by transient 
hypoparathyroidism. On the other hand, preoperative 
calcitriol treatment cut in half the percentage of patients 
who required intravenous calcium infusions after surgery 
and lowered the length of such infusions by more than half.
RLN injury was observed in two of the children in our 
cohort. A soft voice was observed in one child. It was 
discovered immediately after surgery, and a direct laryn-
goscopy done two months later confirmed the diagnosis of 
unilateral vocal cord paresis. After six months, the vocal 
cords on both sides were working normally, and the 
patient's voice had returned to normal.
During surgery on a 4-year-old patient, surgeons noticed 
and rectified an RLN transaction. By using direct laryngos-
copy, we identified unilateral vocal cord paresis at 6 
months post-op. Direct laryngoscopy showed normal vocal 
cord movement and voice 18 months following surgery. It's 
worth noting that the RLN damage happened to the one 
patient who couldn't get preoperative SSKI treatment 
because of an allergic response.
Twelve of 68 adults and one of 32 children were diagnosed 

with occult malignancy. Only one of the 12 malignancies 
seen in adults was a multifocal papillary carcinoma, with a 
maximal diameter of 2.5 cm, whereas the other 11 were 
unifocal papillary microcarcinomas. One child had a 
papillary microcarcinoma of the thyroid, measuring about 
0.4 centimetres in diameter and staying entirely within the 
thyroid capsule. These findings emphasize the need for 
surgeons to obtain sonographic imaging of the thyroid 
gland if asymmetry or a change in gland size is noticed in 
the context of GD. If nodules are found, they must be 
assessed in accordance with current standards12. 
There is no reason to prefer surgery over radioactive iodine 
for the final treatment of GD despite the detection of micro-
carcinomas in the context of GD, which will be difficult to 
diagnose by preoperative ultrasonography. Recommended 
radioactive iodine activities for the ablation of thyroid 
tissue in GD patients with microcarcinomas13.  Microcarci-
nomas and healthy thyroid tissue are both expected to be 
eliminated. Thyrotoxicosis Study Group follow-up data 
corroborates this hypothesis by showing that patients 
treated with radioactive iodine or surgery have significantly 
lower rates of differentiated thyroid cancer compared to 
those treated with antithyroid medications alone who 
experienced spontaneous remission14. These observations 
support recent recommendations that high-volume 
endocrine surgical teams should operate on children and 
adults requiring surgery for GD8,15.
Conclusion:
We show that a whole or near-total thyroidectomy in 
children is safe and does not increase the risk of a recur-
rence of GD when done by skilled surgeons. Our excellent 
surgical team consisting, massive in size, can achieve 
excellent outcomes with very low complication rates. 
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side effects. A number of mechanism of actions  have  been 
proposed to account for the clinical efficacy of rifaximin in 
patients with IBS-D,including a main hypothesis that 
rifaximin alters the composition of gut microbiota 16. In 
addition to the direct antibiotic effects of rifaximin on gut 
microbiota, rifaximin impacts the function of the gut 
microbiota (i.e., metabolism,adherence and virulence) 7. 
Materials and Methods:
This quasi experimental study was conducted on patients aged 
18-55 years with IBS-D in department of Gastroenterology, 
BSMMU during the period of September, 2020 to August, 
2021. Any alternative diagnosis based on clinical history, 
examination & initial investigations with CBC with ESR, 
CRP, RBS, TSH, FT4 had been excluded from the study. 
Study population was divided equally in Rifaximin and 
placebo group. IBS symptoms were assessed by IBS- QOL 
and IBS-SSS questionnaire at baseline and during 4th and 
12th weeks of study. The collected data were analyzed by 
computer with help of SPSS version 23. Statistical analysis 
was done by using appropriate statistical tool like Chi-square 
test, Students t-test. P< 0.05 was considered significant. 
Observation and Result: 
A total of 126 patients with IBS-D patient visiting 
Gastroenterology OPD of BSMMU were enrolled in the study. 
Among them, 63 patients were allocated in the Rifaximin 
group, and 63 were in the placebo group. The results are 
described by the following tables and figures. It was observed 
that the mean age of the respondents in the rifaximin group 
were 40.1 ± 8.5(SD) years and in the placebo group were 40.7 
± 8.7(SD) years with more than half of the study population 
from the age group of 31-50 years (Rifaximin group: 79.4% 
and placebo group: 76.2%). The majority of the respondents 
with IBS-D were females in both rifaximin (65.1%) and 
placebo (60.3%) groups. The difference in age and sex 
distribution between the two groups were matched (p >0.05).
Table-I: Distribution of demographic factors among the 
rifaximin and placebo group (n=126)

*chi-square test was performed to compare between 
groups.
**Independent t-test was performed to compare between 
groups.

IBS-SSS score of the respondents with IBS-D:
The symptom severity score questionnaire consists of 5 
questions related to abdominal pain and discomfort, bowel 
movements and habits and the affects and interference of 
IBS-D in the respondent’s life. Each of the 5 questions 
generate a maximum score of 100 using prompted visual 
analogue scales, leading to a total possible score of 500.
Table-II shows the mean total scores of IBS-SSS and 
IBS-QOL at baseline for rifaximin and placebo groups. 
There was no significant difference between both groups  at 
the baseline (p > 0.05).
Table-II: Distribution of IBS-SSS and IBS-QOL scores in 
rifaximin and placebo group at baseline (n=126).

*Independent t-test was performed to compare between 
groups.
Table-III: Distribution of IBS-SSS score in rifaximin and 
placebo group at baseline, 4th week and 12th week

*p-value between baseline and 4th week, obtained by t test.
**p-value between baseline and 12th week, obtained by t test.
Overall, it was reported that the total IBS-SSS showed 
improvement in respondents of both the groups, as scores 
decreased gradually in both groups.Statistical significant 
improvements were reported in the total IBS-SSS score from 
baseline to 12th week in rifaximin group. Respondents in 
placebo group had no significant improvements in their scores 
from baseline to 4th week and 12th week.
Table-IV: Distribution of clinical improvement in IBS-SSS 
score among the study participants

*p-value was obtained by chi-square test.

Clinically meaningful improvement in the IBS-SSS scale 
is defined as a decrease of 50 points in the score. In the 
current study, it was reported that35 and 53of the study 
participants showed clinically meaningful improvement in 
IBS-SSS total score in the rifaximin group at the 4th week 
of follow-up and 12th week of follow-up visit respectively. 
In the placebo group, 3 and 26 of the study participants 
showed improvement at the 4th week and 12th week of 
follow-up visit respectively. There was a clinically high 
significant improvement in the IBS-SSS total score in 
rifaximin group compared to placebo group at 4th week 
and 12th week of follow-up (p <0.001).

 

* p-value at 4thweek between rifaximin and placebo group, 
obtained by independent t-test
**p-value at 12th week between rifaximin and placebo 
group, obtained by independent t-test
Figure-1: The changes of Total score of IBS-SSS over the 
baseline,4th week and 12th week in both groups
Overall, it was reported that the total IBS-SSS showed a 
statistically significant improvement in the rifaximin group 
in the 4th and 12th week compared to the placebo group (p 
<0.001) as the severity score decreased gradually in both 
the groups.
IBS-QOL of Irritable Bowel Syndrome-Diarrhoea:
Disease-specific QOL was assessed using the 34-item 
IBS-QOL questionnaire. This questionnaire consists of 
eight domains: interference with activities, social reactions, 
food avoidance, relationships, dysphoria, health worry, 
sexual health, and body image. All the items are negatively 
framed with the greatest response scale indicating poorer 
QOL. As per the IBS-QOL scoring manual, all items were 
reversed when scored so that as the IBS scores increase, 
QOL increases as well. All the final raw scores were 
transformed into a 0 to 100 scale. Using this scale, the 
lowest possible score (poor QOL) and highest possible 
score (best QOL) were transformed to 0 and 100, respec-
tively. Raw scores for each subscale were transformed into 
a scale of 0 to 100 and results were presented as a percent-
age of the total possible score achieved.

Table-V: Distribution of IBS-QOL scores in rifaximin  and 
placebo group at Baseline, 4th week and 12th week.

*p-value between baseline and 4th week, obtained by t-test
**p-value between baseline and 12th week, obtained by t-test

* p-value at 4th week between rifaximin and placebo 
group, obtained by independent t-test
**p-value at 12th week between rifaximin and placebo 
group, obtained by independent t-test
Figure-2: The changes of Total score of IBS-QOL over the 
baseline,4th week and 12th week in both groups.
The overall score of IBS-QOL in both groups showed 
improvement as the IBS-QOL score increased from 
baseline to 12th week. However, the improvement inthe 12th 
week was not statistically significant in the rifaximin group 
when compared to the placebo group (p>0.05).
Table-VI: Distribution of IBS-QOL score improvements 
between rifaximin and placebo group.

*p-value was obtained by chi-square test.
Adverse events were observed during the study and were 
more common in the rifaximin group than the placebo 
group. However, we did not discontinue the use of rifaxi-
min as the medication didn’t lead to any severe harmful 
outcome. Nausea and headache were the more frequent 

adverse events among the respondents of the rifaximin 
group.
Table-VII: Adverse events between Rifaximin and placebo 
group (n=126)

Discussion:
Diarrhea-predominant irritable bowel syndrome (IBS-D) is 
a common gastrointestinal disorder characterized by recur-
ring abdominal pain, bloating, and loose stools in the 
absence of structural or biochemical abnormalities10. 
Nonpharmacologic options for the treatment of IBS-D 
include psychological approaches, dietary and lifestyle 
modifications, probiotics, and fiber supplementation, 
although each has shown variable and less than optimal 
relief of IBS-D symptoms6,4. Medical treatment of IBS 
remains unsatisfactory for many patients and sufferers 
represent a considerable burden to the health service by 
consumption of medical consultations and valuable resourc-
es 3. In an attempt to alleviate symptoms, improve quality 
of life, and reduce expenditure for the condition, several 
drugs had been sought to evaluate by several clinical 
researchers. The present study aimed to assess the 
effectiveness of Rifaximin in diarrhea-predominant IBS 
patients. Rifaximin is an oral, minimally absorbed, 
broad-spectrum antimicrobial agent that targets the gastro-
intestinal tract and is associated with a low risk of clinically 
relevant bacterial antibiotic resistance15,7,5,2. Due to the lack 
of intestinal absorption, rifaximin has no systemic side 
effects and is therefore suitable for chronic use. Administra-
tion of rifaximin was shown to be effective in the short-term 
treatment of small intestinal bacterial overgrowth 17, and in 
managing intestinal gas production and related symptoms 
in open-label trials involving patients with functional 
abdominal symptoms and uncomplicated diverticular 
disease 9. This study was held among 126 diagnosed 
patients of IBS-D according to Rome IV criteria, where the 
population was divided into two groups: Placebo Group 
and Rifaximin Group and each group included 63 respon-
dents. The placebo group was treated with placebo drugs 
and the rifaximin group was treated with rifaximin. In the 
present study, the mean age of the respondents in the rifaxi-
min group was 40.1 ± 8.5(SD) years and in the placebo 
group was 40.7 ± 8.7(SD) years with more than half of the 
study population from the age group of 31-50 years (Rifaxi-

min group: 79.4% and placebo group: 76.2%), which was 
correlated with a previous study where the mean age for 
individuals in group A (Rifaximin) was 42.6±12.1 yr versus 
39.6±10.9 yr for those in group B (Placebo group) 16.
In the current study, there was a female predominance 
found between the rifaximin group (65.1%) and the placebo 
group (60.3%). A previous study also reported a majority 
percentage of females in both groups (52.4% in Rifaximin 
group and 57.4% in placebo group) 16. The symptom severi-
ty scores of abdominal pain and discomfort, bloating, bowel 
habit and affect and interference in life significantly 
decreased in the rifaximin group over the 12 weeks. At 
baseline before treatment, the scores in the patients in both 
the groups were high and not significant but as the duration 
of the treatment increased the mean scores eventually 
lowered indicating an improvement. A similar scenario was 
also observed in a study, where 124 patients with IBS-D 
were randomized to receive a placebo or rifaximin with a 
phase of three periods. By the end of phase 2, a significant 
difference in the subjective feeling of symptom relief was 
noted with 26/63 (41.3%) of patients in the rifaximin group 
reporting a decrease in the overall severity of symptoms 
versus 14/61 (22.9%) in the placebo group B( p = 
0.03).This symptomatic improvement was also maintained 
by the end of phase 3 in the rifaximin group (18/63[28.6%] 
vs 7/61 [11.5%], p = 0.02)16. In the present study, the mean 
scores of patients reporting symptoms of abdominal pain 
significantly improved at the 4th week, abdominal disten-
sion/bloating and satisfaction with bowel movements were 
significantly improved  at the 4th week and 12th week in 
the rifaximin group. Similarly, AI Sharara et al. reported in 
their observations, the scores dropped significantly in the 
rifaximin group after treatment (at the end of phase 2) to a 
mean of 104.9 ± 11.4 versus 109.8 ± 12.5 for the placebo 
group (mean 8 7.6 ± 4.72 vs 2.7 ± 1.8). The drop was 
significantly more pronounced in the rifaximin arm when 
compared to placebo (p = 0.03). A mild increase was 
observed in the symptom score at the end of phase 3 (106.4 
± 12.1 vs 111.4 ± 13.2 for the rifaximin and placebo group, 
respectively) 16. A previous study by A Rivkin et al. 
observed the role and efficacy of rifaximin in the treatment 
of IBS-D. Patients were randomized to 550 mg rifaximin by 
mouth 3times/day or placebo for 2 weeks and followed for 
a total of 3 months. The primary efficacy end point, the 
proportion of patients having adequate relief of global IBS 
symptoms for at least 2 of the 4 weeks during the primary 
follow-up period (weeks 3–6), was achieved by 9% more 
patients randomized to the rifaximin group when compared 
with placebo (40.7% vs 31.7%,p<0.001). Bloating was also 
reduced in 10.3% more patients given rifaximin (p<0.001 
vs placebo). Looking at the secondary endpoints of these 
trials, both daily abdominal pain and daily stool consistency 
scores were significantly improved by rifaximin treatment 
both over the study period(3–6 wks, p<0.001 for both 
endpoints) and the 3-month follow-up period (p=0.006 and 
p<0.001, respectively).



tricular blood has been strongly associated with impaired 
consciousness at presentation17. Simple comparison between 
ICH subjects with and without IVH extension suggests that 
mortality is substantially increased if IVH is present. Tuhrim 
was the first to consistently demonstrate a powerful relationship 
between the presence of IVH in a brain hemorrhage patient and 
the likelihood of death18. This relationship was prospectively 
demonstrated in several subsequent studies10,19. Multivariate 
regression analysis performed on other convenience samples 
almost always defines the presence of IVH as an independent 
risk factor for mortality and poor functional outcome20-22. 
Randomized controlled studies in the past decade have 
confirmed this point by demonstrating a similar relationship 
between poor outcomes and the extent of IVH.
Materials and Methods:
This Prospective study was conducted at Department of neurology, 
Shahid Sheikh Abu Naser Specialized Hospital, Khulna, between 
the period of 01/01/2019 to 31/01/2020. 200 cases of CT scan 
proved hemorrhagic stroke patient were included in this study. 
Hemorrhagic stroke with history of recent trauma to head, intrace-
rebral hemorrhage due to anticoagulant or antiplatelet therapy, CT 
scan evidence of a subarachnoid hemorrhage, isolated intraventric-
ular hemorrhage, patient with blood dyscrasia and hemorrhagic 
infarction were excluded from this study.
All stroke patients admitted in Neurology unit evaluated 
clinically and CT scan was done. Clinical assessment of 
outcome was done by assessing age, Glasgow Coma Scale (for 
assessing conscious level), neck rigidity (for assessing ventricu-
lar extension), posterior fossa lesion (assessed by seeing signs 
of brain steam lesion, signs of cerebeller lesion, respiratory 
pattern and cardiovascular status). We calculate hemorrhage 
volume in bedside by using ABC/2 formula23,24.  Volume of 
hemorrhage was measured by ABC/2 formula using CT scan. 
CT scan slice with the largest area of hemorrhage was identi-
fied. The largest diameter (A) of the hemorrhage on this slice 
was measured. The largest diameter 90° to A on the same slice 
was measured next (B). Finally, the approximate number of 
slices on which the intracerebral hemorrhage was seen was 
calculated (C). C was calculated by a comparison of each CT 
slice with hemorrhage to the CT slice with the largest hemor-
rhage on that scan. If the hemorrhage area for a particular slice 
was greater than 75% of the area seen on the slice where the 
hemorrhage was largest, the slice was considered 1 hemorrhage 
slice for determining C. If the area was approximately 25% to 
75% of the area, the slice was considered half a hemorrhage 
slice; and if the area was less than 25% of the largest hemor-
rhage, the slice was not considered a hemorrhage slice. These 
CT hemorrhage slice values were added and multiplied by the 
slice thickness and determined the value for C.  All measure-
ments for A and B were made with the use of the centimeter 
scale on the CT scan to the nearest 0.5 cm. A, B, and C were 
then multiplied and the product divided by 2, which yielded the 
volume of hemorrhage in cubic centimeters. Site of haemor-
rhage and ventricular extension were recorded. The severity of 
IVH extension was calculated using the Graeb scale25. The 
Graeb scale is a semiquantitative tool for IVH extension 
scoring, ranging from 0 to 12 points, with higher scores denot-

ing increased IVH volumes; a maximum of four is given for 
each lateral ventricle if expanded and filled with blood and up to 
2 for the third and fourth ventricle if filled with blood and 
expanded (16). From day of admission to day 7 all patients were 
followed up twice daily. In each follow up pulse, blood 
pressure, Cardiac status, respiratory status, Glasgow Coma 
Scale, pupil, new focal sign and bed sore were assessed  and any 
change in status were recorded. As shortage of bed in hospital 
could not allowed long duration stay, so those patients were 
discharged they were requested to attend follow up on 15th and 
30th day in Neurology unit, and those who could not attend the 
follow up their information (outcome i.e. static / improved / 
death) had been collected over telephone. Results were calculat-
ed using Chi-square test. 
Results:
A total of 200 patients of hemorrhagic stroke were incorporated in 
this study. Majority of the patients incorporated in this study 
belongs to age group above 60 years (i.e. 48%), followed by 50 – 
60 years group (which was 31.5%) and 20.0% in < 50 years group. 
66% of patients were male and 34% of patients were female.
Table – I: Shows
• Mortality rate increased with increased age, 46 patients died 
out of 84 after the age of 60 (i.e. about 54.76%) of all death, 
followed by 27 patients died in the age between 50 – 60 (i.e. 
about 32.14% of all death). 
The results are as follows –
Table – I: Distribution of patients according to age and 1st 
month mortality (n=200).

Table – II: Shows
• 42% of death occurs with 1 month of onset of intracerebral 
hemorrhage (ICH). 41.5% of patients were static and 16.5% 
patients improved in 1st month.
Table – II: Distribution of patients according to outcome in 1st 
month (n=200).

Table – III: Shows
• 99 patients presented with GCS ≤ 8 of which 79 patients (i.e. 
79.80%) died on the other hand only 5 patients died (i.e. 4.95%) 
out of 101 with GCS ≥ 9.
Table – III: Distribution of patients according to initial Glasgow 
Coma Scale (GCS) and 1st month mortality (n=200).

Table – IV: Shows
• Mortality rate of hemorrhagic stroke in 1st month was 42%. This 
study shows increased size of hemorrhage increased mortality. 
Mortality rate of hemorrhage volume > 50 ml was about 96.08% in 
this study, where as mortality rate of hemorrhage volume < 30 ml 
was only 11.12%.    
Table – IV: Distribution of according to volume of hemorrhage 
with 1st month mortality (n=200).

Table – V: Shows
• 61.17% of patients died in ventricular extension group on the 
other hand only 21.65% patient died who had no ventricular 
extension.
Table – V: Distribution of patients according to ventricular 
extension and 1st month mortality (n=200).

 

Table –VI: Shows
• 75.00% of patient died in graeb score 5-12 group, on the other 
hand 49.10% patient died in graeb score 1- 4 group.
Table – VI: Distribution of patients of ventricular extension 
according to GRAEB score (n=103).

Table – VII: Shows
61.17% of patient died with ventricular hemorrhage group on 
the other  hand 21.65% of patient died in non ventricular hemor-
rhage group
Table – VII: Comparative death analysis of ventricular 
hemorrhage and non ventricular hemorrhage (n=200).

Discussion: 
Two hundred patients with hemorrhagic stroke admitted in 
Department of neurology, Shahid Sheikh Abu Naser 
Specialized Hospital, Khulna were included in this study 
within the time period of 01/01/2019 to 31/12/2019. All 
patients were selected as per inclusion criteria. Their 
presentation, risk factors and outcome were assessed. In 
this study shows that mean age of patients of onset of 
hemorrhagic stroke was 61.64  ± 12.76. This co-relates 
with studies shows hemorrhagic stroke occurs particularly 
those older than 55 years of age26,27.  This study shows that 
males were affected more than females, 66% of patients 
were male and 34% of patients were female. This co-relates 
with studies suggesting that intracerebral hemorrhage is 
more common in men than women26,27.47.92% of patients 
died in age group > 60 years followed by 42.86% in 50 – 60 
years and 26.83% in < 50 years group (Table - I), suggest 
mortality increased with increased age which correlates 
with study shown by Daverat P and Broderick JP  et al28,29 . 
This study shows that 42% of patients died 41.5% static and 

16.5% were improved in 1st month of onset of stroke (Table 
- II),  which co-relates with the study shown by Broderick 
et al they shown that 30 day mortality of ICH was 44%, 
with half of deaths occurring within the first 2 days of 
onset29. Level of consciousness, volume of parenchymal 
hemorrhage and to a lesser extent intraventricular hemor-
rhage has been most consistently linked with poor 
outcome30-35.
This study shows 79.80% of (79 out of 99 ) patients died 
with a GCS ≤ 8, where as 4.95% of patients (5 out of 101) 
died with GCS ≥ 9 (Table - III), with a p – value < 0.00001 
that is statistically significant which strongly co-relates 
with other foreign studie29.
Volume of intracerebral hemorrhage as calculated by 
ABC/2 formulas using on CT-Scan were studied into three 
different categories < 30 ml, 30 – 50 ml and  > 50 ml, 
Shown 96% death rates of hemorrhage size > 50 ml in 1st 
month. On the other hand death rates in 30 – 50 ml group 
were 48% and < 30 ml group were only 11.12% (Table 
–IV); with a chi-square test result was 100.7416 and 
p-value < 0.00001, that was statistically significant and 
coincide with the study shown that increased volume of 
hemorrhage increased mortality, Broderick J et al shows 
that a model of 30 day mortality that used the Glasgow 
coma scale and hemorrhage volume in patients with 
intracerebral hemorrhage correctly predicted outcome with 
a sensitivity and specificity of 97%29.   
51.50% of patients (n=103) presented with ventricular 
extension of which 61.17% (n=63) of patients died within 1 
month (Table - V), with p-value < 0.00001 that was statisti-
cally significant and co-relates with several studies36,37. 
Tuhrim was the first to consistently demonstrate a powerful 
relationship between the presence of IVH in a brain hemor-
rhage patient and the likelihood of death18.This relationship 
was prospectively demonstrated in several subsequent 
studies10,19. Multivariate regression analysis performed on 
other convenience samples almost always defines the 
presence of IVH as an independent risk factor for mortality 
and poor functional outcome20-22. Randomized controlled 
studies in the past decade have confirmed this point by 
demonstrating a similar relationship between poor 
outcomes and the extent of IVH. 75% of patient died in 
Graeb score 5 - 12 group, on the other hand 49.10% of 
patient died in graeb score 1 - 4 group (Table - VI) with chi 
square test value 7.2434 and p-value <0.05 that is statisti-
cally significant. Trifan G  in a study shown higher IVH 
severity as defined as Graeb score ≥5 is associated with 
worse outcome, while lower IVH severity Graeb scores1-4 
has similar outcomes to patient without IVH38. In one of 
these studies, Graeb score ≥5 was associated with 
increased functional impairment at hospital discharge39.  In 
another study, increasing IVH severity decreased survival 
and functional independence40. Comparative death analysis 
of ventricular hemorrhage and non ventricular hemorrhage 
( Table - VII) shows 61.17% of patient died in ventricular 
hemorrhage group on the other hand 21.65% of patient died 
in non ventricular hemorrhage group with odd ratio 5.7000 

and p-value <0.0001 that is statistically significant which co 
relates with study shown by Trifan G38. 
Conclusion:
Intraventricular hemorrhage extension is a strong predictor 
of mortality in spontaneous intracerebral hemorrhage. 
Increased IVH extension severity, defined by a GRAEB 
score ≥5, is an independent predictor of poor outcome of 
Spontaneous intracerebral hemorrhage alone with age, 
GCS and hemorrhage volume. When using risk stratifica-
tion tools for clinical severity grading after sICH, IVH 
extension should be given different weights based on the 
amount of IVH extension present, rather than being used as 
a dichotomized variable.
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Introduction:
Spontaneous intracerebral hemorrhage (sICH) has an overall 
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tricular hemorrhage (IVH) extension can be seen in up to 54% of 
sICH and is an independent predictor of worse outcome and 
neurological deterioration4-13. Parameters such as age, ICH 
volume, Glasgow Coma Scale (GCS) or infratentorial origin of 
hemorrhage, the presence of intraventricular hemorrhage (IVH) 
represents an established parameter independently impacting 
clinical outcomes after ICH 11,14. IVH occurs in up to 45% of ICH 
patients [5] and previous analyses have suggested an influence of 
the extent of IVH on functional outcome15,16.
In ICH patients, the most detrimental consequence of IVH is 
acute, obstructive hydrocephalus. The occurrence of hydrocepha-
lus has been shown to be an independent predictor of mortality in 
ICH patients16.
Observations from retrospective clinical series and prospective 
clinical trials have confirmed the importance of IVH as a clinical 
factor associated with poor outcomes including coma, mortality, 
and long-term functional impairment. The presence of intraven-
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Results from statistical testing were analyzed using

Fig-1: Characteristics of adult and pediatric patients
Pediatric procedures required longer operative time than 
adults (1.18 ± 0.08 hrs vs. 2.09 ± 0.03 hrs, p = 0.003). 
The average weight of thyroid tissue samples was 48.0 ± 
6.4 gm (range: 6.6-203 gm) in adults and 38.6. ± 8.9 gm 
(9-293 gm) in children (p= 0.34). Thyroidectomy 
specimens from children weighed 0.94 ± 0.11 gm/kg, or 
significantly more than those from adults (0.66 ± 0.07 
gm/kg, p = 0.05), suggesting that the glands in children 
were bigger than those in adults. In one patient, a 
2.5-centimetre-wide papillary carcinoma was just one of 
several malignant tumours. One adult patient had a 
Hürthle cell adenoma. Postoperative intravenous calcium 
infusion was needed in 18.0% of pediatric and 1.4% of 
adult patients (p = 0.004), respectively. The greater 
demand for calcium infusions in children necessitated a 
lengthier hospital stay than in adults (1.41 ± 0.12 vs. 1.03 
± 0.03 days, p = 0.004). One out of 32 pediatric and 12 
out of 68 adult patients (p = 0.03) were found to have 
latent cancer after pathological examination of the 
operating material. One young patient was diagnosed with 
a papillary microcarcinoma of the thyroid capsule, 
measuring 0.40 cm at its widest point. In adults, papillary 
microcarcinomas with a maximum diameter of less than 
0.3 cm accounted for 10 of 12 malignancies. When 
calcitriol was not administered prior to surgery When 
calcitriol was administered, 50% of pediatric patients still 
needed a calcium infusion, but it was administered for an 
average of just 1.25 days in those patients (p <0.02 vs no 
calcitriol). A youngster who had temporary RLN 
neuropraxia and had surgery made a full recovery within 6 
months. One youngster suffered an RLN transaction 
during surgery, but it was quickly diagnosed and treated. 
Bilateral vocal cord mobility at 12 months post-surgery 
was indicative of RLN function restoration, as was found 
in the patients who had long-term follow-ups. In adults, 
there were no RLN injuries found. Two adults required 
operational examination for postoperative hematomas, but 
no children did (p = 0.46). We found no incidences of 
lifelong hypoparathyroidism or deaths during or after 
surgery. The greatest follow-up time was 8 years, and the 
results showed that neither children nor adults 
experienced a recurrence of Hyperthyroidism. Both 
children and adults had similar overall incidences of 
significant issues. 

Discussion:
In youngsters, the incidence of Graves' disease is 1 in 
10,000. (6) Because only a minority of pediatric patients 
achieve remission 7, Surgery or radioactive iodine 
treatment will be necessary for the vast majority of individ-
uals8. What we've seen lends credence to the idea that, in 
the hands of experienced thyroid surgeons, thyroidectomy 
can be a successful treatment for children. The Mayo Clinic 
has published the biggest series to date documenting the 
surgical management of GD in children9. As many as 78 
young children, ranging in age from 3.1 to 17.9 years, were 
surgical candidates for GD repair. Seventy-seven per cent 
of patients had a whole or near-total thyroidectomy, and 23 
% had bilateral subtotal thyroidectomy. To reduce the 
likelihood of RLN damage or hypoparathyroidism, a small 
quantity of thyroid tissue is left behind after a sub-total 
thyroidectomy10. 
No RLN damage, hematomas, or cases of persistent 
hypoparathyroidism were recorded in the Mayo Clinic 
dataset. Transient RLN neuropraxia occurred in 1 patient 
(1%), and transient hypoparathyroidism in 5 individuals 
(6%). While the pathology specimens revealed the 
presence of 5 microcarcinomas (6%), 4 of the 18 patients 
(22%) who had bilateral partial thyroidectomy reported a 
return of their Hyperthyroidism9.
We took a more severe surgical strategy to the therapy of 
GD in both children and adults by doing entire or near-total 
thyroidectomies in all cases because of the significant 
recurrence rate following partial thyroidectomy. There was 
no recurrence of GD in our cohort of patients, proving the 
efficacy of our treatment method.
According to HCUP-NIS statistics, children are more likely 
than adults to experience problems after undergoing a 
thyroidectomy (9.3% vs. 6.1%, p < 0.01)11. The most 
prevalent mild consequence among children in our group 
was transitory hypocalcemia, likely caused by transient 
hypoparathyroidism. On the other hand, preoperative 
calcitriol treatment cut in half the percentage of patients 
who required intravenous calcium infusions after surgery 
and lowered the length of such infusions by more than half.
RLN injury was observed in two of the children in our 
cohort. A soft voice was observed in one child. It was 
discovered immediately after surgery, and a direct laryn-
goscopy done two months later confirmed the diagnosis of 
unilateral vocal cord paresis. After six months, the vocal 
cords on both sides were working normally, and the 
patient's voice had returned to normal.
During surgery on a 4-year-old patient, surgeons noticed 
and rectified an RLN transaction. By using direct laryngos-
copy, we identified unilateral vocal cord paresis at 6 
months post-op. Direct laryngoscopy showed normal vocal 
cord movement and voice 18 months following surgery. It's 
worth noting that the RLN damage happened to the one 
patient who couldn't get preoperative SSKI treatment 
because of an allergic response.
Twelve of 68 adults and one of 32 children were diagnosed 

with occult malignancy. Only one of the 12 malignancies 
seen in adults was a multifocal papillary carcinoma, with a 
maximal diameter of 2.5 cm, whereas the other 11 were 
unifocal papillary microcarcinomas. One child had a 
papillary microcarcinoma of the thyroid, measuring about 
0.4 centimetres in diameter and staying entirely within the 
thyroid capsule. These findings emphasize the need for 
surgeons to obtain sonographic imaging of the thyroid 
gland if asymmetry or a change in gland size is noticed in 
the context of GD. If nodules are found, they must be 
assessed in accordance with current standards12. 
There is no reason to prefer surgery over radioactive iodine 
for the final treatment of GD despite the detection of micro-
carcinomas in the context of GD, which will be difficult to 
diagnose by preoperative ultrasonography. Recommended 
radioactive iodine activities for the ablation of thyroid 
tissue in GD patients with microcarcinomas13.  Microcarci-
nomas and healthy thyroid tissue are both expected to be 
eliminated. Thyrotoxicosis Study Group follow-up data 
corroborates this hypothesis by showing that patients 
treated with radioactive iodine or surgery have significantly 
lower rates of differentiated thyroid cancer compared to 
those treated with antithyroid medications alone who 
experienced spontaneous remission14. These observations 
support recent recommendations that high-volume 
endocrine surgical teams should operate on children and 
adults requiring surgery for GD8,15.
Conclusion:
We show that a whole or near-total thyroidectomy in 
children is safe and does not increase the risk of a recur-
rence of GD when done by skilled surgeons. Our excellent 
surgical team consisting, massive in size, can achieve 
excellent outcomes with very low complication rates. 
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side effects. A number of mechanism of actions  have  been 
proposed to account for the clinical efficacy of rifaximin in 
patients with IBS-D,including a main hypothesis that 
rifaximin alters the composition of gut microbiota 16. In 
addition to the direct antibiotic effects of rifaximin on gut 
microbiota, rifaximin impacts the function of the gut 
microbiota (i.e., metabolism,adherence and virulence) 7. 
Materials and Methods:
This quasi experimental study was conducted on patients aged 
18-55 years with IBS-D in department of Gastroenterology, 
BSMMU during the period of September, 2020 to August, 
2021. Any alternative diagnosis based on clinical history, 
examination & initial investigations with CBC with ESR, 
CRP, RBS, TSH, FT4 had been excluded from the study. 
Study population was divided equally in Rifaximin and 
placebo group. IBS symptoms were assessed by IBS- QOL 
and IBS-SSS questionnaire at baseline and during 4th and 
12th weeks of study. The collected data were analyzed by 
computer with help of SPSS version 23. Statistical analysis 
was done by using appropriate statistical tool like Chi-square 
test, Students t-test. P< 0.05 was considered significant. 
Observation and Result: 
A total of 126 patients with IBS-D patient visiting 
Gastroenterology OPD of BSMMU were enrolled in the study. 
Among them, 63 patients were allocated in the Rifaximin 
group, and 63 were in the placebo group. The results are 
described by the following tables and figures. It was observed 
that the mean age of the respondents in the rifaximin group 
were 40.1 ± 8.5(SD) years and in the placebo group were 40.7 
± 8.7(SD) years with more than half of the study population 
from the age group of 31-50 years (Rifaximin group: 79.4% 
and placebo group: 76.2%). The majority of the respondents 
with IBS-D were females in both rifaximin (65.1%) and 
placebo (60.3%) groups. The difference in age and sex 
distribution between the two groups were matched (p >0.05).
Table-I: Distribution of demographic factors among the 
rifaximin and placebo group (n=126)

*chi-square test was performed to compare between 
groups.
**Independent t-test was performed to compare between 
groups.

IBS-SSS score of the respondents with IBS-D:
The symptom severity score questionnaire consists of 5 
questions related to abdominal pain and discomfort, bowel 
movements and habits and the affects and interference of 
IBS-D in the respondent’s life. Each of the 5 questions 
generate a maximum score of 100 using prompted visual 
analogue scales, leading to a total possible score of 500.
Table-II shows the mean total scores of IBS-SSS and 
IBS-QOL at baseline for rifaximin and placebo groups. 
There was no significant difference between both groups  at 
the baseline (p > 0.05).
Table-II: Distribution of IBS-SSS and IBS-QOL scores in 
rifaximin and placebo group at baseline (n=126).

*Independent t-test was performed to compare between 
groups.
Table-III: Distribution of IBS-SSS score in rifaximin and 
placebo group at baseline, 4th week and 12th week

*p-value between baseline and 4th week, obtained by t test.
**p-value between baseline and 12th week, obtained by t test.
Overall, it was reported that the total IBS-SSS showed 
improvement in respondents of both the groups, as scores 
decreased gradually in both groups.Statistical significant 
improvements were reported in the total IBS-SSS score from 
baseline to 12th week in rifaximin group. Respondents in 
placebo group had no significant improvements in their scores 
from baseline to 4th week and 12th week.
Table-IV: Distribution of clinical improvement in IBS-SSS 
score among the study participants

*p-value was obtained by chi-square test.

Clinically meaningful improvement in the IBS-SSS scale 
is defined as a decrease of 50 points in the score. In the 
current study, it was reported that35 and 53of the study 
participants showed clinically meaningful improvement in 
IBS-SSS total score in the rifaximin group at the 4th week 
of follow-up and 12th week of follow-up visit respectively. 
In the placebo group, 3 and 26 of the study participants 
showed improvement at the 4th week and 12th week of 
follow-up visit respectively. There was a clinically high 
significant improvement in the IBS-SSS total score in 
rifaximin group compared to placebo group at 4th week 
and 12th week of follow-up (p <0.001).

 

* p-value at 4thweek between rifaximin and placebo group, 
obtained by independent t-test
**p-value at 12th week between rifaximin and placebo 
group, obtained by independent t-test
Figure-1: The changes of Total score of IBS-SSS over the 
baseline,4th week and 12th week in both groups
Overall, it was reported that the total IBS-SSS showed a 
statistically significant improvement in the rifaximin group 
in the 4th and 12th week compared to the placebo group (p 
<0.001) as the severity score decreased gradually in both 
the groups.
IBS-QOL of Irritable Bowel Syndrome-Diarrhoea:
Disease-specific QOL was assessed using the 34-item 
IBS-QOL questionnaire. This questionnaire consists of 
eight domains: interference with activities, social reactions, 
food avoidance, relationships, dysphoria, health worry, 
sexual health, and body image. All the items are negatively 
framed with the greatest response scale indicating poorer 
QOL. As per the IBS-QOL scoring manual, all items were 
reversed when scored so that as the IBS scores increase, 
QOL increases as well. All the final raw scores were 
transformed into a 0 to 100 scale. Using this scale, the 
lowest possible score (poor QOL) and highest possible 
score (best QOL) were transformed to 0 and 100, respec-
tively. Raw scores for each subscale were transformed into 
a scale of 0 to 100 and results were presented as a percent-
age of the total possible score achieved.

Table-V: Distribution of IBS-QOL scores in rifaximin  and 
placebo group at Baseline, 4th week and 12th week.

*p-value between baseline and 4th week, obtained by t-test
**p-value between baseline and 12th week, obtained by t-test

* p-value at 4th week between rifaximin and placebo 
group, obtained by independent t-test
**p-value at 12th week between rifaximin and placebo 
group, obtained by independent t-test
Figure-2: The changes of Total score of IBS-QOL over the 
baseline,4th week and 12th week in both groups.
The overall score of IBS-QOL in both groups showed 
improvement as the IBS-QOL score increased from 
baseline to 12th week. However, the improvement inthe 12th 
week was not statistically significant in the rifaximin group 
when compared to the placebo group (p>0.05).
Table-VI: Distribution of IBS-QOL score improvements 
between rifaximin and placebo group.

*p-value was obtained by chi-square test.
Adverse events were observed during the study and were 
more common in the rifaximin group than the placebo 
group. However, we did not discontinue the use of rifaxi-
min as the medication didn’t lead to any severe harmful 
outcome. Nausea and headache were the more frequent 

adverse events among the respondents of the rifaximin 
group.
Table-VII: Adverse events between Rifaximin and placebo 
group (n=126)

Discussion:
Diarrhea-predominant irritable bowel syndrome (IBS-D) is 
a common gastrointestinal disorder characterized by recur-
ring abdominal pain, bloating, and loose stools in the 
absence of structural or biochemical abnormalities10. 
Nonpharmacologic options for the treatment of IBS-D 
include psychological approaches, dietary and lifestyle 
modifications, probiotics, and fiber supplementation, 
although each has shown variable and less than optimal 
relief of IBS-D symptoms6,4. Medical treatment of IBS 
remains unsatisfactory for many patients and sufferers 
represent a considerable burden to the health service by 
consumption of medical consultations and valuable resourc-
es 3. In an attempt to alleviate symptoms, improve quality 
of life, and reduce expenditure for the condition, several 
drugs had been sought to evaluate by several clinical 
researchers. The present study aimed to assess the 
effectiveness of Rifaximin in diarrhea-predominant IBS 
patients. Rifaximin is an oral, minimally absorbed, 
broad-spectrum antimicrobial agent that targets the gastro-
intestinal tract and is associated with a low risk of clinically 
relevant bacterial antibiotic resistance15,7,5,2. Due to the lack 
of intestinal absorption, rifaximin has no systemic side 
effects and is therefore suitable for chronic use. Administra-
tion of rifaximin was shown to be effective in the short-term 
treatment of small intestinal bacterial overgrowth 17, and in 
managing intestinal gas production and related symptoms 
in open-label trials involving patients with functional 
abdominal symptoms and uncomplicated diverticular 
disease 9. This study was held among 126 diagnosed 
patients of IBS-D according to Rome IV criteria, where the 
population was divided into two groups: Placebo Group 
and Rifaximin Group and each group included 63 respon-
dents. The placebo group was treated with placebo drugs 
and the rifaximin group was treated with rifaximin. In the 
present study, the mean age of the respondents in the rifaxi-
min group was 40.1 ± 8.5(SD) years and in the placebo 
group was 40.7 ± 8.7(SD) years with more than half of the 
study population from the age group of 31-50 years (Rifaxi-

min group: 79.4% and placebo group: 76.2%), which was 
correlated with a previous study where the mean age for 
individuals in group A (Rifaximin) was 42.6±12.1 yr versus 
39.6±10.9 yr for those in group B (Placebo group) 16.
In the current study, there was a female predominance 
found between the rifaximin group (65.1%) and the placebo 
group (60.3%). A previous study also reported a majority 
percentage of females in both groups (52.4% in Rifaximin 
group and 57.4% in placebo group) 16. The symptom severi-
ty scores of abdominal pain and discomfort, bloating, bowel 
habit and affect and interference in life significantly 
decreased in the rifaximin group over the 12 weeks. At 
baseline before treatment, the scores in the patients in both 
the groups were high and not significant but as the duration 
of the treatment increased the mean scores eventually 
lowered indicating an improvement. A similar scenario was 
also observed in a study, where 124 patients with IBS-D 
were randomized to receive a placebo or rifaximin with a 
phase of three periods. By the end of phase 2, a significant 
difference in the subjective feeling of symptom relief was 
noted with 26/63 (41.3%) of patients in the rifaximin group 
reporting a decrease in the overall severity of symptoms 
versus 14/61 (22.9%) in the placebo group B( p = 
0.03).This symptomatic improvement was also maintained 
by the end of phase 3 in the rifaximin group (18/63[28.6%] 
vs 7/61 [11.5%], p = 0.02)16. In the present study, the mean 
scores of patients reporting symptoms of abdominal pain 
significantly improved at the 4th week, abdominal disten-
sion/bloating and satisfaction with bowel movements were 
significantly improved  at the 4th week and 12th week in 
the rifaximin group. Similarly, AI Sharara et al. reported in 
their observations, the scores dropped significantly in the 
rifaximin group after treatment (at the end of phase 2) to a 
mean of 104.9 ± 11.4 versus 109.8 ± 12.5 for the placebo 
group (mean 8 7.6 ± 4.72 vs 2.7 ± 1.8). The drop was 
significantly more pronounced in the rifaximin arm when 
compared to placebo (p = 0.03). A mild increase was 
observed in the symptom score at the end of phase 3 (106.4 
± 12.1 vs 111.4 ± 13.2 for the rifaximin and placebo group, 
respectively) 16. A previous study by A Rivkin et al. 
observed the role and efficacy of rifaximin in the treatment 
of IBS-D. Patients were randomized to 550 mg rifaximin by 
mouth 3times/day or placebo for 2 weeks and followed for 
a total of 3 months. The primary efficacy end point, the 
proportion of patients having adequate relief of global IBS 
symptoms for at least 2 of the 4 weeks during the primary 
follow-up period (weeks 3–6), was achieved by 9% more 
patients randomized to the rifaximin group when compared 
with placebo (40.7% vs 31.7%,p<0.001). Bloating was also 
reduced in 10.3% more patients given rifaximin (p<0.001 
vs placebo). Looking at the secondary endpoints of these 
trials, both daily abdominal pain and daily stool consistency 
scores were significantly improved by rifaximin treatment 
both over the study period(3–6 wks, p<0.001 for both 
endpoints) and the 3-month follow-up period (p=0.006 and 
p<0.001, respectively).


