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INTRODUCTION 

Panic attacks are associated with several condi-
tions which are grouped under the banner of 
anxiety disorders. Anxiety is defined as a condition 
when a patient is nervous, insecure and fearful of 
an imagined or realistic event which is yet to occur. 
This often leaves one’s psychological and physical 
functioning impaired1.The DSM-IV delineates a 
panic attack as a distinct period of intense fear or 
discomfort, which is accompanied by a minimum of 
4 out of 13 somatic or cognitive symptoms. These 
attacks are sudden in onset and peak rapidly within 
a few minutes. They are frequently accompanied 

by a sense of looming danger or impending doom 
and the urge to escape2.

Anxiety disorders are common throughout the 
world3 and were found to be the 6thleading cause 
of disability in terms of Years of life lived with disabili-
ty in high income as well as low and middle income 
countries 4. Anxiety disorders makeup for a notewor-
thy proportion of the global burden of disease and 
are predicted to becomethe second most 
common cause of disability by 20205. Panic attacks 
not meeting the complete diagnostic criteria for 
panic disorder  have considerable social morbidity 
attached to them, and have been shown to lead to 

an impairment in perceived physical as well as 
emotional health, occupational and financial func-
tioning, increased use of  emergency departments, 
and psychoactive drugs. Patients with isolated 
panic attacks are halfway in severity between 
those suffering from panic disorder and those suffer-
ing from other documented psychiatric disorders6. 
Panic attacks and their affiliation with ongoing and 
future Anxiety, Depressive, and Substance Use Disor-
ders, cannot exclusively be accounted for by the 
variations in gender and neuroticism7, and there is a 
high conditional probability that those with panic 
attacks will develop other forms of mental disorders 
in the future 8.Particularly panic attacks which occur 
after the age of 18 years are highly associated with 
the development of multimorbidity of mental disor-
ders 8. It has been suggested that panic attacks are 
highly indicative of a psychopathology that is far 
more severe apart from only panic disorder and 
agoraphobia8. Timely detection and treatment of 

panic attacks may lead to a reduction in the risk of 
developing major depression 9.

Anxiety disorders are of significant importance as 
these diseases give rise to economic consequences 
as well11 especially where approximately 39% of the 
population lives below the poverty line12. Thus there 
is a need to execute a nation wide study to deduce 
the extent of anxiety disorders, to aid policy devel-
opment to face this eclipsed predicament in the 
near feature or else a struggling economy like 
Pakistan will not be able to sustain the burden of 
these disorders.

The objective of this research is to calculate the 
incidence of Panic attacks in patients presenting to 
the emergency department of Ziauddin Hospital 
Clifton and also deduce any relationships with age, 
sex and times of the day or week.
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INTRODUCTION 

Hearing loss is a major health burden all over the 
world. In Nigeria, a study carried out among school 
children in Lagos had shown that 13.9 percent of 
school children had hearing loss1. While in Ilorin 
North Central Nigeria, a study by Aremu et al, 2010 
showed that 21% of elderly otological diseases are 
hearing loss related2. There are three types of hear-
ing loss, conductive, sensorineural and mixed. A 
conductive hearing loss occurs in a situation in 
which there is a decrease in the transmitted sound 
through the canal and middle ear into the inner ear. 
While a sensorineural hearing loss is when the 
cochlear and auditory nerves are involved and 
mixed is when conductive hearing loss coexist with 
the sensorineural hearing loss in the same ear.

According to the World Health Organization statis-

tics (WHO), hearing loss is affecting about 360 
million people of the world population3. Stevens G 
et al found that the prevalence of child and adult 
hearing impairment was significantly higher in 
middle- and low-income countries than in high-in-
come countries, demonstrating the global need for 
attention to hearing impairment4, 5. Risk factors for 
hearing impairment include noise exposure, alco-
holism, family history, smoking, hypertension, use of 
ototoxic drugs, head injury, etc.6. Complications of 
hearing impairment include poor language devel-
opment, poor speech development, poor educa-
tion and social isolation7. Currently, hearing loss 
screening tools are few and scarce with most of 
them located in the urban centers There is the need 
for a cost effective and portable hearing screening 
tool in our environment. Smartphones are now 
being used by 85% of the world population and `it is 
said that 1 in 5 Africans owned at least one8. Its 

availability is therefore not a problem if accepted 
as a screening tool in Otolaryngology practice. 
Researchers started working on the use of uHearTM   
an iOS-based application after a Canadian com-
pany (Unitron) developed the software that can be 
downloaded freely into the iPhone9.

METHODS

This was a prospective study carried out in ENT clinic 
of Federal Medical Centre, Lokoja between Janu-
ary 2014 and December 2015. Consented subjects 
who were able to operate the iphone were recruit-
ed for the study by convenience sampling method. 
All subjects had a formal audiometric test after 
which they were made to complete the iPhone 
uHearTM test using the headphones supplied with 
the device in a quiet room. Frequencies of 250–8000 
Hz of participants were determined with a threshold 
of >40 dB considered as ‘Failed screening’. Chi-test 
was performed to determine the p-value and a 
p-value of <0.05 was considered statistically signifi-
cant.

RESULTS

Ninety eight ears of 49 patients were tested, males 
26 and females 23 with male to female ratio of 1.1:1. 
Age range was 23-80 years with an age group 
mean of 41.22 years as shown in table1. There was a 
statistically significant difference between pure 
tone thresholds recorded with the iPhone and that 
of the audiometer at lower frequencies (p-value < 
0.0001) as shown in table2. However, there was no 
statistically significant difference between thresh-
olds recorded at higher frequencies (p-value = 
0.8914) as shown in table3. 

Table.1: Age Distribution of Subjects.

*Mean group age=41.22years

Table.2: Frequency table showing average hearing 
threshold (dB) of 98 ears screened at lower              
frequencies

*P-value< 0.0001

Table.3 Frequency table showing average hearing 
threshold (dB) of 98 ears screened at higher 
frequencies

*P-Value=0.8914 

DISCUSSION

Hearing screening programs are necessary for 
neonates, preschool age children, school children 
and adults to detect possible hearing loss on time 
and to allow for timely intervention as may be 
required by the individual. Besides this general 
group, it is mostly required to periodically screen 
individuals at risk of hearing loss such as diabetic 
patients, those with family history of hearing impair-
ment, smokers, and those working in noisy environ-
ment. 

Using the decibel (dB) scale, the World Health Orga-
nization graded the hearing loss into 4 categories as 
mild (26-40dB), moderate (41-60dB), severe 
(61-80dB) and profound (81dB and above) using 
the decibel scale. (http://www.who.int/features/-
factfiles/deafness/facts/en/index2.html).

A disabling hearing loss is defined by the WHO as a 
hearing loss of greater than 40 dB in the better hear-
ing ear in adults and greater than 30 dB in the better 
hearing ear in children. (http://www.who.int/pb-
d/deafness/WHO_GE_HL.pdf ?ua=1)10. In this study 
there was a slight male preponderance which does 
not really matter as we were not comparing the 
disease in the two sexes. The mean group age was 
41.22years which may suggest that there were more 
of young adults than the elderly ones in the study 
due possibly to the fact that most of the young 
adults could operate the iphone. In this study, 
disabling hearing loss in high-frequencies were 
detected by the screening method of using the 
uHearTM ‘’app’’ on iphone and values obtained 
were comparable to those obtained using a 
conventional audiomenter. This is similar to the 
results obtained by other researchers using smart-
phones applications as hearing loss screening 
tool11-15. However, a preliminary study by a group of 
researchers in the Middle East has found that the 
uHearTM in any setting lacks specificity in the range 
of normal hearing and is highly unreliable in giving 
the exact hearing threshold in clinical settings16. 

CONCLUSION

The uHearTM application on iphone is effective in 
detecting high-frequency hearing impairment but 

not so accurate for low-frequencies hearing loss. 
With further evaluation, the smartphone can be 
used effectively in hearing screening programs in 
both urban and rural areas.
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INTRODUCTION 

Ectopic pregnancy is one in which the fertilized egg 
becomes implanted at sites other than normal 
uterine cavity that are not conductive to further 
growth and development. It is the most common 
life-threatening emergency in early pregnancy. It 
results in significant morbidity and leads to fetal loss. 
Other than that, it is also associated with repeat 
ectopic gestation and impairment of subsequent 
fertility1. It is getting a greater importance because 
of its increasing incidence and its impact on women 
fertility. The rate of ectopic pregnancy is 11 per 1000 
pregnancies with maternal mortality of 0.2 per 1000 
estimated ectopic pregnancies2. Incidence varies 
from country to country and within the same 
geographical region depending on risk factors in 
the population concerned. It is a global problem 
that has risen in incidence during the last 30 years in 

the whole world2. Ectopic pregnancy in our environ-
ment is very peculiar as 80% of patients approach 
late with rupture as compared globally3, 4. Therefore 
in managing ectopic pregnancy there is a need for 
high index of suspicion5. As ectopic pregnancy has 
variable presentations from asymptomatic to 
life-threatening condition, the aim of the study was 
to determine the clinical profile of patients present-
ing with ectopic pregnancy and to determine risk 
factors, to make recommendations on interventions 
to reduce the incidence of this life threatening 
condition.

METHODS

This study includes an analysis of different cases of 
ectopic pregnancies admitted in tertiary care 
Hospitals in Karachi over a period of 3 years from 
July 2013 to July 2016 after obtaining ethical com-

mittee clearance from the hospital authorities. 
Source of data included all women in reproductive 
age group (20-40) with an ectopic pregnancy. 
Proformas were filled with the variables which 
included age, parity, marital status, risk factors, and 
history of D&C, PID, Pelvic surgery, previous ectopic 
pregnancy, subfertility and presenting symptoms. 
Along with these vital parameters, abdominal and 
bimanual examination was noted. Diagnosis was 
made with the help of serum B-HCG, ultrasonogra-
phy and/or laparoscopy. Findings on exploration 
were recorded like site of ectopic pregnancy and 
amount of blood loss. The data was analyzed, 
calculated and presented in tables.

INCLUSION CRITERIA: The women who were diag-
nosed as ectopic pregnancy who were in the repro-
ductive age group (20-40) years,
EXCLUSION CRITERIA: None

RESULTS

In the present study conducted over a period of 3 
years the total gynecology admissions were 3113 
and the total number of ectopic pregnancies were 
76. This gives us a frequency ectopic pregnancy of 
2.4% of total deliveries. In the study, 76.31% of 
patients belonged to age group of 20 to 30 years 
(Table 1).

Table 1: Age-wise Distribution of Ectopic Pregnancy

The incidence of ectopic pregnancy was highest in 
primigravidae (38.15%) and decreased with 
increase parity (Table 2). 
                               
Table 2: Parity wise Distribution of Ectopic              
Pregnancy

On the basis of our study, 40 women (52.63%) were 
identified with a previous history of infertility and 
18.42% have had a history of D&C previously. 15.78% 
of the women presented with the previous history of 
PID and 13.15 % presented with the previous history 
of ectopic pregnancy. None of the patient present-
ed to us with the history of pelvic surgery. (Table 3)

Table 3: Distribution of Cases on the Basis of Risk 
Factor

During the period under study, tubal pregnancy 
was found to be in 89.47% women where 69.73% 
were ruptured and 19.73% were not ruptured. 3.94% 
presented with cornual pregnancy and 2.63% preg-
nancies in the rudimentary horn while the remaining 
1.31% in the cervix and 1.31 % in ovary. All these 
were managed surgically being the mainstay of the 
treatment (Table 4). During our study, we witnessed 
an 8-week alive pregnancy in cornua of uterus, 
where feticide was done by KCl via 
ultrasound-guided technique in order to conserve 
the tube.

Table 4: Site and Acuity of Ectopic Pregnancy

DISCUSSION

Ectopic pregnancy, if ruptured is a devastating 
gynecological catastrophe. Gynecological admis-
sions (n=3113) were analyzed over 3 years. 
Incidence of ectopic pregnancy has been increas-
ing worldwide with a fourfold increase in its 
incidence from 4.5 to 16.18 per 1000 pregnancies or 
1 in 250 pregnancies. Most common age group 
involved was 20-25years for ectopic pregnancy as 
reported by various studies 7-8.  Multiple lines of 
evidence suggest Udigwe et al.2010 8, Etuknwa et 
al.2012 9 and Panti A et al.201210  reported that 
majority of cases occurred in 26-30 years of age on 
the contrary S.Y. Chew et al.1979 11 observed that 
maximum cases of ectopic pregnancy occurred 
commonly over the age of 30. In our study, tubal 
pregnancy (89.47%) was the commonest ectopic 
pregnancy as mentioned on other studies. 14-17.The 
current incidence of ectopic pregnancy is difficult 
to estimate from the available data due to 
increased inpatient hospital treatment of ectopic 
pregnancy18. It is more common in the first and 
second pregnancies. It is not surprising as this may 
be explainable by the fact that major risk factors of 
previous miscarriages precede the ectopic preg-

nancy. Most of the time there is no predisposing 
factor leading to ectopic pregnancy remains 
unidentified because investigations to do so are not 
available. About 69.7% of the patients present with 
ruptured ectopic pregnancy with none of them 
diagnosed before the appearance of symptoms. 
This is similar to the findings from the developing 
countries where 70-95% of cases are ruptured at 
presentation. The treatment options in ectopic 
pregnancy are:
-Surgical Treatment
-Medical Treatment
-Expectant Management
-Surgically administered medical treatment
In developing countries like Nigeria, where the 
majority of patients are presented after rupture, 
emergency surgical interventions remain the main-
stay of treatment18. Newer techniques especially 
recent advances in laparoscopic surgery have 
brought in an era of conservative surgical manage-
ment. Current diagnostic procedures in developed 
countries such as transvaginal sonography, laparos-
copy and serum B HCG assay are existent in our 
center.

CONCLUSION

In conclusion, ectopic pregnancy still remains a 
major gynecological problem associated with 
appreciable mortality and morbidity. A high index 
of suspicion and use of modern diagnostic tech-
niques will assist in early diagnosis obviating the 
need for radical treatment. Our study shows how 
common is its incidence with such variable presen-
tations. Poverty, ignorance, late presentation, 
non-availability of modern diagnostic tools is a 
bane of insignificant improvement in detection and 
prompt treatment of ectopic pregnancy in devel-
oping nations. Prevention should be aimed. Educa-
tion intended to improve knowledge on family plan-
ning methods would help in reducing the incidence 
of ectopic pregnancy by reducing the prevalence 
of PID and unwanted pregnancies. Early transvagi-
nal ultrasound should be offered to all women at 
early trimester for early diagnosis and possible medi-
cal treatment.
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INTRODUCTION 

Panic attacks are associated with several condi-
tions which are grouped under the banner of 
anxiety disorders. Anxiety is defined as a condition 
when a patient is nervous, insecure and fearful of 
an imagined or realistic event which is yet to occur. 
This often leaves one’s psychological and physical 
functioning impaired1.The DSM-IV delineates a 
panic attack as a distinct period of intense fear or 
discomfort, which is accompanied by a minimum of 
4 out of 13 somatic or cognitive symptoms. These 
attacks are sudden in onset and peak rapidly within 
a few minutes. They are frequently accompanied 

by a sense of looming danger or impending doom 
and the urge to escape2.

Anxiety disorders are common throughout the 
world3 and were found to be the 6thleading cause 
of disability in terms of Years of life lived with disabili-
ty in high income as well as low and middle income 
countries 4. Anxiety disorders makeup for a notewor-
thy proportion of the global burden of disease and 
are predicted to becomethe second most 
common cause of disability by 20205. Panic attacks 
not meeting the complete diagnostic criteria for 
panic disorder  have considerable social morbidity 
attached to them, and have been shown to lead to 

an impairment in perceived physical as well as 
emotional health, occupational and financial func-
tioning, increased use of  emergency departments, 
and psychoactive drugs. Patients with isolated 
panic attacks are halfway in severity between 
those suffering from panic disorder and those suffer-
ing from other documented psychiatric disorders6. 
Panic attacks and their affiliation with ongoing and 
future Anxiety, Depressive, and Substance Use Disor-
ders, cannot exclusively be accounted for by the 
variations in gender and neuroticism7, and there is a 
high conditional probability that those with panic 
attacks will develop other forms of mental disorders 
in the future 8.Particularly panic attacks which occur 
after the age of 18 years are highly associated with 
the development of multimorbidity of mental disor-
ders 8. It has been suggested that panic attacks are 
highly indicative of a psychopathology that is far 
more severe apart from only panic disorder and 
agoraphobia8. Timely detection and treatment of 

panic attacks may lead to a reduction in the risk of 
developing major depression 9.

Anxiety disorders are of significant importance as 
these diseases give rise to economic consequences 
as well11 especially where approximately 39% of the 
population lives below the poverty line12. Thus there 
is a need to execute a nation wide study to deduce 
the extent of anxiety disorders, to aid policy devel-
opment to face this eclipsed predicament in the 
near feature or else a struggling economy like 
Pakistan will not be able to sustain the burden of 
these disorders.

The objective of this research is to calculate the 
incidence of Panic attacks in patients presenting to 
the emergency department of Ziauddin Hospital 
Clifton and also deduce any relationships with age, 
sex and times of the day or week.

INTRODUCTION 

Hearing loss is a major health burden all over the 
world. In Nigeria, a study carried out among school 
children in Lagos had shown that 13.9 percent of 
school children had hearing loss1. While in Ilorin 
North Central Nigeria, a study by Aremu et al, 2010 
showed that 21% of elderly otological diseases are 
hearing loss related2. There are three types of hear-
ing loss, conductive, sensorineural and mixed. A 
conductive hearing loss occurs in a situation in 
which there is a decrease in the transmitted sound 
through the canal and middle ear into the inner ear. 
While a sensorineural hearing loss is when the 
cochlear and auditory nerves are involved and 
mixed is when conductive hearing loss coexist with 
the sensorineural hearing loss in the same ear.

According to the World Health Organization statis-

tics (WHO), hearing loss is affecting about 360 
million people of the world population3. Stevens G 
et al found that the prevalence of child and adult 
hearing impairment was significantly higher in 
middle- and low-income countries than in high-in-
come countries, demonstrating the global need for 
attention to hearing impairment4, 5. Risk factors for 
hearing impairment include noise exposure, alco-
holism, family history, smoking, hypertension, use of 
ototoxic drugs, head injury, etc.6. Complications of 
hearing impairment include poor language devel-
opment, poor speech development, poor educa-
tion and social isolation7. Currently, hearing loss 
screening tools are few and scarce with most of 
them located in the urban centers There is the need 
for a cost effective and portable hearing screening 
tool in our environment. Smartphones are now 
being used by 85% of the world population and `it is 
said that 1 in 5 Africans owned at least one8. Its 

availability is therefore not a problem if accepted 
as a screening tool in Otolaryngology practice. 
Researchers started working on the use of uHearTM   
an iOS-based application after a Canadian com-
pany (Unitron) developed the software that can be 
downloaded freely into the iPhone9.

METHODS

This was a prospective study carried out in ENT clinic 
of Federal Medical Centre, Lokoja between Janu-
ary 2014 and December 2015. Consented subjects 
who were able to operate the iphone were recruit-
ed for the study by convenience sampling method. 
All subjects had a formal audiometric test after 
which they were made to complete the iPhone 
uHearTM test using the headphones supplied with 
the device in a quiet room. Frequencies of 250–8000 
Hz of participants were determined with a threshold 
of >40 dB considered as ‘Failed screening’. Chi-test 
was performed to determine the p-value and a 
p-value of <0.05 was considered statistically signifi-
cant.

RESULTS

Ninety eight ears of 49 patients were tested, males 
26 and females 23 with male to female ratio of 1.1:1. 
Age range was 23-80 years with an age group 
mean of 41.22 years as shown in table1. There was a 
statistically significant difference between pure 
tone thresholds recorded with the iPhone and that 
of the audiometer at lower frequencies (p-value < 
0.0001) as shown in table2. However, there was no 
statistically significant difference between thresh-
olds recorded at higher frequencies (p-value = 
0.8914) as shown in table3. 

Table.1: Age Distribution of Subjects.

*Mean group age=41.22years

Table.2: Frequency table showing average hearing 
threshold (dB) of 98 ears screened at lower              
frequencies

*P-value< 0.0001

Table.3 Frequency table showing average hearing 
threshold (dB) of 98 ears screened at higher 
frequencies

*P-Value=0.8914 

DISCUSSION

Hearing screening programs are necessary for 
neonates, preschool age children, school children 
and adults to detect possible hearing loss on time 
and to allow for timely intervention as may be 
required by the individual. Besides this general 
group, it is mostly required to periodically screen 
individuals at risk of hearing loss such as diabetic 
patients, those with family history of hearing impair-
ment, smokers, and those working in noisy environ-
ment. 

Using the decibel (dB) scale, the World Health Orga-
nization graded the hearing loss into 4 categories as 
mild (26-40dB), moderate (41-60dB), severe 
(61-80dB) and profound (81dB and above) using 
the decibel scale. (http://www.who.int/features/-
factfiles/deafness/facts/en/index2.html).

A disabling hearing loss is defined by the WHO as a 
hearing loss of greater than 40 dB in the better hear-
ing ear in adults and greater than 30 dB in the better 
hearing ear in children. (http://www.who.int/pb-
d/deafness/WHO_GE_HL.pdf ?ua=1)10. In this study 
there was a slight male preponderance which does 
not really matter as we were not comparing the 
disease in the two sexes. The mean group age was 
41.22years which may suggest that there were more 
of young adults than the elderly ones in the study 
due possibly to the fact that most of the young 
adults could operate the iphone. In this study, 
disabling hearing loss in high-frequencies were 
detected by the screening method of using the 
uHearTM ‘’app’’ on iphone and values obtained 
were comparable to those obtained using a 
conventional audiomenter. This is similar to the 
results obtained by other researchers using smart-
phones applications as hearing loss screening 
tool11-15. However, a preliminary study by a group of 
researchers in the Middle East has found that the 
uHearTM in any setting lacks specificity in the range 
of normal hearing and is highly unreliable in giving 
the exact hearing threshold in clinical settings16. 

CONCLUSION

The uHearTM application on iphone is effective in 
detecting high-frequency hearing impairment but 

not so accurate for low-frequencies hearing loss. 
With further evaluation, the smartphone can be 
used effectively in hearing screening programs in 
both urban and rural areas.
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INTRODUCTION 

Ectopic pregnancy is one in which the fertilized egg 
becomes implanted at sites other than normal 
uterine cavity that are not conductive to further 
growth and development. It is the most common 
life-threatening emergency in early pregnancy. It 
results in significant morbidity and leads to fetal loss. 
Other than that, it is also associated with repeat 
ectopic gestation and impairment of subsequent 
fertility1. It is getting a greater importance because 
of its increasing incidence and its impact on women 
fertility. The rate of ectopic pregnancy is 11 per 1000 
pregnancies with maternal mortality of 0.2 per 1000 
estimated ectopic pregnancies2. Incidence varies 
from country to country and within the same 
geographical region depending on risk factors in 
the population concerned. It is a global problem 
that has risen in incidence during the last 30 years in 

the whole world2. Ectopic pregnancy in our environ-
ment is very peculiar as 80% of patients approach 
late with rupture as compared globally3, 4. Therefore 
in managing ectopic pregnancy there is a need for 
high index of suspicion5. As ectopic pregnancy has 
variable presentations from asymptomatic to 
life-threatening condition, the aim of the study was 
to determine the clinical profile of patients present-
ing with ectopic pregnancy and to determine risk 
factors, to make recommendations on interventions 
to reduce the incidence of this life threatening 
condition.

METHODS

This study includes an analysis of different cases of 
ectopic pregnancies admitted in tertiary care 
Hospitals in Karachi over a period of 3 years from 
July 2013 to July 2016 after obtaining ethical com-

mittee clearance from the hospital authorities. 
Source of data included all women in reproductive 
age group (20-40) with an ectopic pregnancy. 
Proformas were filled with the variables which 
included age, parity, marital status, risk factors, and 
history of D&C, PID, Pelvic surgery, previous ectopic 
pregnancy, subfertility and presenting symptoms. 
Along with these vital parameters, abdominal and 
bimanual examination was noted. Diagnosis was 
made with the help of serum B-HCG, ultrasonogra-
phy and/or laparoscopy. Findings on exploration 
were recorded like site of ectopic pregnancy and 
amount of blood loss. The data was analyzed, 
calculated and presented in tables.

INCLUSION CRITERIA: The women who were diag-
nosed as ectopic pregnancy who were in the repro-
ductive age group (20-40) years,
EXCLUSION CRITERIA: None

RESULTS

In the present study conducted over a period of 3 
years the total gynecology admissions were 3113 
and the total number of ectopic pregnancies were 
76. This gives us a frequency ectopic pregnancy of 
2.4% of total deliveries. In the study, 76.31% of 
patients belonged to age group of 20 to 30 years 
(Table 1).

Table 1: Age-wise Distribution of Ectopic Pregnancy

The incidence of ectopic pregnancy was highest in 
primigravidae (38.15%) and decreased with 
increase parity (Table 2). 
                               
Table 2: Parity wise Distribution of Ectopic              
Pregnancy

On the basis of our study, 40 women (52.63%) were 
identified with a previous history of infertility and 
18.42% have had a history of D&C previously. 15.78% 
of the women presented with the previous history of 
PID and 13.15 % presented with the previous history 
of ectopic pregnancy. None of the patient present-
ed to us with the history of pelvic surgery. (Table 3)

Table 3: Distribution of Cases on the Basis of Risk 
Factor

During the period under study, tubal pregnancy 
was found to be in 89.47% women where 69.73% 
were ruptured and 19.73% were not ruptured. 3.94% 
presented with cornual pregnancy and 2.63% preg-
nancies in the rudimentary horn while the remaining 
1.31% in the cervix and 1.31 % in ovary. All these 
were managed surgically being the mainstay of the 
treatment (Table 4). During our study, we witnessed 
an 8-week alive pregnancy in cornua of uterus, 
where feticide was done by KCl via 
ultrasound-guided technique in order to conserve 
the tube.

Table 4: Site and Acuity of Ectopic Pregnancy

DISCUSSION

Ectopic pregnancy, if ruptured is a devastating 
gynecological catastrophe. Gynecological admis-
sions (n=3113) were analyzed over 3 years. 
Incidence of ectopic pregnancy has been increas-
ing worldwide with a fourfold increase in its 
incidence from 4.5 to 16.18 per 1000 pregnancies or 
1 in 250 pregnancies. Most common age group 
involved was 20-25years for ectopic pregnancy as 
reported by various studies 7-8.  Multiple lines of 
evidence suggest Udigwe et al.2010 8, Etuknwa et 
al.2012 9 and Panti A et al.201210  reported that 
majority of cases occurred in 26-30 years of age on 
the contrary S.Y. Chew et al.1979 11 observed that 
maximum cases of ectopic pregnancy occurred 
commonly over the age of 30. In our study, tubal 
pregnancy (89.47%) was the commonest ectopic 
pregnancy as mentioned on other studies. 14-17.The 
current incidence of ectopic pregnancy is difficult 
to estimate from the available data due to 
increased inpatient hospital treatment of ectopic 
pregnancy18. It is more common in the first and 
second pregnancies. It is not surprising as this may 
be explainable by the fact that major risk factors of 
previous miscarriages precede the ectopic preg-

nancy. Most of the time there is no predisposing 
factor leading to ectopic pregnancy remains 
unidentified because investigations to do so are not 
available. About 69.7% of the patients present with 
ruptured ectopic pregnancy with none of them 
diagnosed before the appearance of symptoms. 
This is similar to the findings from the developing 
countries where 70-95% of cases are ruptured at 
presentation. The treatment options in ectopic 
pregnancy are:
-Surgical Treatment
-Medical Treatment
-Expectant Management
-Surgically administered medical treatment
In developing countries like Nigeria, where the 
majority of patients are presented after rupture, 
emergency surgical interventions remain the main-
stay of treatment18. Newer techniques especially 
recent advances in laparoscopic surgery have 
brought in an era of conservative surgical manage-
ment. Current diagnostic procedures in developed 
countries such as transvaginal sonography, laparos-
copy and serum B HCG assay are existent in our 
center.

CONCLUSION

In conclusion, ectopic pregnancy still remains a 
major gynecological problem associated with 
appreciable mortality and morbidity. A high index 
of suspicion and use of modern diagnostic tech-
niques will assist in early diagnosis obviating the 
need for radical treatment. Our study shows how 
common is its incidence with such variable presen-
tations. Poverty, ignorance, late presentation, 
non-availability of modern diagnostic tools is a 
bane of insignificant improvement in detection and 
prompt treatment of ectopic pregnancy in devel-
oping nations. Prevention should be aimed. Educa-
tion intended to improve knowledge on family plan-
ning methods would help in reducing the incidence 
of ectopic pregnancy by reducing the prevalence 
of PID and unwanted pregnancies. Early transvagi-
nal ultrasound should be offered to all women at 
early trimester for early diagnosis and possible medi-
cal treatment.
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HEARING LOSS ASSESSMENT: EVALUATING THE UHEAR TM AN IOS-BASED APPLICATION AS A SCREENING TOOL

Age Group (years)
21-30 15

10
11
7
4
2
49

30.6
20.4
22.4
14.3
8.2
4.1

100.00

31-40
41-50
51-60
61-70
71-80
Total

Number of Subjects Frequency (%)

Hearing Threshold
(dB)

Number of Ears Tested

iphone
60
12
26
98

<25
25-40
>40
Total

10
25
63
98

Audiometer

Hearing Threshold Number of Ears Tested

iphone
30
28
40
98

<25
dB

25-40
>40
Total

28
31
39
98

Audiometer
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INTRODUCTION 

Panic attacks are associated with several condi-
tions which are grouped under the banner of 
anxiety disorders. Anxiety is defined as a condition 
when a patient is nervous, insecure and fearful of 
an imagined or realistic event which is yet to occur. 
This often leaves one’s psychological and physical 
functioning impaired1.The DSM-IV delineates a 
panic attack as a distinct period of intense fear or 
discomfort, which is accompanied by a minimum of 
4 out of 13 somatic or cognitive symptoms. These 
attacks are sudden in onset and peak rapidly within 
a few minutes. They are frequently accompanied 

by a sense of looming danger or impending doom 
and the urge to escape2.

Anxiety disorders are common throughout the 
world3 and were found to be the 6thleading cause 
of disability in terms of Years of life lived with disabili-
ty in high income as well as low and middle income 
countries 4. Anxiety disorders makeup for a notewor-
thy proportion of the global burden of disease and 
are predicted to becomethe second most 
common cause of disability by 20205. Panic attacks 
not meeting the complete diagnostic criteria for 
panic disorder  have considerable social morbidity 
attached to them, and have been shown to lead to 

an impairment in perceived physical as well as 
emotional health, occupational and financial func-
tioning, increased use of  emergency departments, 
and psychoactive drugs. Patients with isolated 
panic attacks are halfway in severity between 
those suffering from panic disorder and those suffer-
ing from other documented psychiatric disorders6. 
Panic attacks and their affiliation with ongoing and 
future Anxiety, Depressive, and Substance Use Disor-
ders, cannot exclusively be accounted for by the 
variations in gender and neuroticism7, and there is a 
high conditional probability that those with panic 
attacks will develop other forms of mental disorders 
in the future 8.Particularly panic attacks which occur 
after the age of 18 years are highly associated with 
the development of multimorbidity of mental disor-
ders 8. It has been suggested that panic attacks are 
highly indicative of a psychopathology that is far 
more severe apart from only panic disorder and 
agoraphobia8. Timely detection and treatment of 

panic attacks may lead to a reduction in the risk of 
developing major depression 9.

Anxiety disorders are of significant importance as 
these diseases give rise to economic consequences 
as well11 especially where approximately 39% of the 
population lives below the poverty line12. Thus there 
is a need to execute a nation wide study to deduce 
the extent of anxiety disorders, to aid policy devel-
opment to face this eclipsed predicament in the 
near feature or else a struggling economy like 
Pakistan will not be able to sustain the burden of 
these disorders.

The objective of this research is to calculate the 
incidence of Panic attacks in patients presenting to 
the emergency department of Ziauddin Hospital 
Clifton and also deduce any relationships with age, 
sex and times of the day or week.

INTRODUCTION 

Hearing loss is a major health burden all over the 
world. In Nigeria, a study carried out among school 
children in Lagos had shown that 13.9 percent of 
school children had hearing loss1. While in Ilorin 
North Central Nigeria, a study by Aremu et al, 2010 
showed that 21% of elderly otological diseases are 
hearing loss related2. There are three types of hear-
ing loss, conductive, sensorineural and mixed. A 
conductive hearing loss occurs in a situation in 
which there is a decrease in the transmitted sound 
through the canal and middle ear into the inner ear. 
While a sensorineural hearing loss is when the 
cochlear and auditory nerves are involved and 
mixed is when conductive hearing loss coexist with 
the sensorineural hearing loss in the same ear.

According to the World Health Organization statis-

tics (WHO), hearing loss is affecting about 360 
million people of the world population3. Stevens G 
et al found that the prevalence of child and adult 
hearing impairment was significantly higher in 
middle- and low-income countries than in high-in-
come countries, demonstrating the global need for 
attention to hearing impairment4, 5. Risk factors for 
hearing impairment include noise exposure, alco-
holism, family history, smoking, hypertension, use of 
ototoxic drugs, head injury, etc.6. Complications of 
hearing impairment include poor language devel-
opment, poor speech development, poor educa-
tion and social isolation7. Currently, hearing loss 
screening tools are few and scarce with most of 
them located in the urban centers There is the need 
for a cost effective and portable hearing screening 
tool in our environment. Smartphones are now 
being used by 85% of the world population and `it is 
said that 1 in 5 Africans owned at least one8. Its 

availability is therefore not a problem if accepted 
as a screening tool in Otolaryngology practice. 
Researchers started working on the use of uHearTM   
an iOS-based application after a Canadian com-
pany (Unitron) developed the software that can be 
downloaded freely into the iPhone9.

METHODS

This was a prospective study carried out in ENT clinic 
of Federal Medical Centre, Lokoja between Janu-
ary 2014 and December 2015. Consented subjects 
who were able to operate the iphone were recruit-
ed for the study by convenience sampling method. 
All subjects had a formal audiometric test after 
which they were made to complete the iPhone 
uHearTM test using the headphones supplied with 
the device in a quiet room. Frequencies of 250–8000 
Hz of participants were determined with a threshold 
of >40 dB considered as ‘Failed screening’. Chi-test 
was performed to determine the p-value and a 
p-value of <0.05 was considered statistically signifi-
cant.

RESULTS

Ninety eight ears of 49 patients were tested, males 
26 and females 23 with male to female ratio of 1.1:1. 
Age range was 23-80 years with an age group 
mean of 41.22 years as shown in table1. There was a 
statistically significant difference between pure 
tone thresholds recorded with the iPhone and that 
of the audiometer at lower frequencies (p-value < 
0.0001) as shown in table2. However, there was no 
statistically significant difference between thresh-
olds recorded at higher frequencies (p-value = 
0.8914) as shown in table3. 

Table.1: Age Distribution of Subjects.

*Mean group age=41.22years

Table.2: Frequency table showing average hearing 
threshold (dB) of 98 ears screened at lower              
frequencies

*P-value< 0.0001

Table.3 Frequency table showing average hearing 
threshold (dB) of 98 ears screened at higher 
frequencies

*P-Value=0.8914 

DISCUSSION

Hearing screening programs are necessary for 
neonates, preschool age children, school children 
and adults to detect possible hearing loss on time 
and to allow for timely intervention as may be 
required by the individual. Besides this general 
group, it is mostly required to periodically screen 
individuals at risk of hearing loss such as diabetic 
patients, those with family history of hearing impair-
ment, smokers, and those working in noisy environ-
ment. 

Using the decibel (dB) scale, the World Health Orga-
nization graded the hearing loss into 4 categories as 
mild (26-40dB), moderate (41-60dB), severe 
(61-80dB) and profound (81dB and above) using 
the decibel scale. (http://www.who.int/features/-
factfiles/deafness/facts/en/index2.html).

A disabling hearing loss is defined by the WHO as a 
hearing loss of greater than 40 dB in the better hear-
ing ear in adults and greater than 30 dB in the better 
hearing ear in children. (http://www.who.int/pb-
d/deafness/WHO_GE_HL.pdf ?ua=1)10. In this study 
there was a slight male preponderance which does 
not really matter as we were not comparing the 
disease in the two sexes. The mean group age was 
41.22years which may suggest that there were more 
of young adults than the elderly ones in the study 
due possibly to the fact that most of the young 
adults could operate the iphone. In this study, 
disabling hearing loss in high-frequencies were 
detected by the screening method of using the 
uHearTM ‘’app’’ on iphone and values obtained 
were comparable to those obtained using a 
conventional audiomenter. This is similar to the 
results obtained by other researchers using smart-
phones applications as hearing loss screening 
tool11-15. However, a preliminary study by a group of 
researchers in the Middle East has found that the 
uHearTM in any setting lacks specificity in the range 
of normal hearing and is highly unreliable in giving 
the exact hearing threshold in clinical settings16. 

CONCLUSION

The uHearTM application on iphone is effective in 
detecting high-frequency hearing impairment but 

not so accurate for low-frequencies hearing loss. 
With further evaluation, the smartphone can be 
used effectively in hearing screening programs in 
both urban and rural areas.
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INTRODUCTION 

Ectopic pregnancy is one in which the fertilized egg 
becomes implanted at sites other than normal 
uterine cavity that are not conductive to further 
growth and development. It is the most common 
life-threatening emergency in early pregnancy. It 
results in significant morbidity and leads to fetal loss. 
Other than that, it is also associated with repeat 
ectopic gestation and impairment of subsequent 
fertility1. It is getting a greater importance because 
of its increasing incidence and its impact on women 
fertility. The rate of ectopic pregnancy is 11 per 1000 
pregnancies with maternal mortality of 0.2 per 1000 
estimated ectopic pregnancies2. Incidence varies 
from country to country and within the same 
geographical region depending on risk factors in 
the population concerned. It is a global problem 
that has risen in incidence during the last 30 years in 

the whole world2. Ectopic pregnancy in our environ-
ment is very peculiar as 80% of patients approach 
late with rupture as compared globally3, 4. Therefore 
in managing ectopic pregnancy there is a need for 
high index of suspicion5. As ectopic pregnancy has 
variable presentations from asymptomatic to 
life-threatening condition, the aim of the study was 
to determine the clinical profile of patients present-
ing with ectopic pregnancy and to determine risk 
factors, to make recommendations on interventions 
to reduce the incidence of this life threatening 
condition.

METHODS

This study includes an analysis of different cases of 
ectopic pregnancies admitted in tertiary care 
Hospitals in Karachi over a period of 3 years from 
July 2013 to July 2016 after obtaining ethical com-

mittee clearance from the hospital authorities. 
Source of data included all women in reproductive 
age group (20-40) with an ectopic pregnancy. 
Proformas were filled with the variables which 
included age, parity, marital status, risk factors, and 
history of D&C, PID, Pelvic surgery, previous ectopic 
pregnancy, subfertility and presenting symptoms. 
Along with these vital parameters, abdominal and 
bimanual examination was noted. Diagnosis was 
made with the help of serum B-HCG, ultrasonogra-
phy and/or laparoscopy. Findings on exploration 
were recorded like site of ectopic pregnancy and 
amount of blood loss. The data was analyzed, 
calculated and presented in tables.

INCLUSION CRITERIA: The women who were diag-
nosed as ectopic pregnancy who were in the repro-
ductive age group (20-40) years,
EXCLUSION CRITERIA: None

RESULTS

In the present study conducted over a period of 3 
years the total gynecology admissions were 3113 
and the total number of ectopic pregnancies were 
76. This gives us a frequency ectopic pregnancy of 
2.4% of total deliveries. In the study, 76.31% of 
patients belonged to age group of 20 to 30 years 
(Table 1).

Table 1: Age-wise Distribution of Ectopic Pregnancy

The incidence of ectopic pregnancy was highest in 
primigravidae (38.15%) and decreased with 
increase parity (Table 2). 
                               
Table 2: Parity wise Distribution of Ectopic              
Pregnancy

On the basis of our study, 40 women (52.63%) were 
identified with a previous history of infertility and 
18.42% have had a history of D&C previously. 15.78% 
of the women presented with the previous history of 
PID and 13.15 % presented with the previous history 
of ectopic pregnancy. None of the patient present-
ed to us with the history of pelvic surgery. (Table 3)

Table 3: Distribution of Cases on the Basis of Risk 
Factor

During the period under study, tubal pregnancy 
was found to be in 89.47% women where 69.73% 
were ruptured and 19.73% were not ruptured. 3.94% 
presented with cornual pregnancy and 2.63% preg-
nancies in the rudimentary horn while the remaining 
1.31% in the cervix and 1.31 % in ovary. All these 
were managed surgically being the mainstay of the 
treatment (Table 4). During our study, we witnessed 
an 8-week alive pregnancy in cornua of uterus, 
where feticide was done by KCl via 
ultrasound-guided technique in order to conserve 
the tube.

Table 4: Site and Acuity of Ectopic Pregnancy

DISCUSSION

Ectopic pregnancy, if ruptured is a devastating 
gynecological catastrophe. Gynecological admis-
sions (n=3113) were analyzed over 3 years. 
Incidence of ectopic pregnancy has been increas-
ing worldwide with a fourfold increase in its 
incidence from 4.5 to 16.18 per 1000 pregnancies or 
1 in 250 pregnancies. Most common age group 
involved was 20-25years for ectopic pregnancy as 
reported by various studies 7-8.  Multiple lines of 
evidence suggest Udigwe et al.2010 8, Etuknwa et 
al.2012 9 and Panti A et al.201210  reported that 
majority of cases occurred in 26-30 years of age on 
the contrary S.Y. Chew et al.1979 11 observed that 
maximum cases of ectopic pregnancy occurred 
commonly over the age of 30. In our study, tubal 
pregnancy (89.47%) was the commonest ectopic 
pregnancy as mentioned on other studies. 14-17.The 
current incidence of ectopic pregnancy is difficult 
to estimate from the available data due to 
increased inpatient hospital treatment of ectopic 
pregnancy18. It is more common in the first and 
second pregnancies. It is not surprising as this may 
be explainable by the fact that major risk factors of 
previous miscarriages precede the ectopic preg-

nancy. Most of the time there is no predisposing 
factor leading to ectopic pregnancy remains 
unidentified because investigations to do so are not 
available. About 69.7% of the patients present with 
ruptured ectopic pregnancy with none of them 
diagnosed before the appearance of symptoms. 
This is similar to the findings from the developing 
countries where 70-95% of cases are ruptured at 
presentation. The treatment options in ectopic 
pregnancy are:
-Surgical Treatment
-Medical Treatment
-Expectant Management
-Surgically administered medical treatment
In developing countries like Nigeria, where the 
majority of patients are presented after rupture, 
emergency surgical interventions remain the main-
stay of treatment18. Newer techniques especially 
recent advances in laparoscopic surgery have 
brought in an era of conservative surgical manage-
ment. Current diagnostic procedures in developed 
countries such as transvaginal sonography, laparos-
copy and serum B HCG assay are existent in our 
center.

CONCLUSION

In conclusion, ectopic pregnancy still remains a 
major gynecological problem associated with 
appreciable mortality and morbidity. A high index 
of suspicion and use of modern diagnostic tech-
niques will assist in early diagnosis obviating the 
need for radical treatment. Our study shows how 
common is its incidence with such variable presen-
tations. Poverty, ignorance, late presentation, 
non-availability of modern diagnostic tools is a 
bane of insignificant improvement in detection and 
prompt treatment of ectopic pregnancy in devel-
oping nations. Prevention should be aimed. Educa-
tion intended to improve knowledge on family plan-
ning methods would help in reducing the incidence 
of ectopic pregnancy by reducing the prevalence 
of PID and unwanted pregnancies. Early transvagi-
nal ultrasound should be offered to all women at 
early trimester for early diagnosis and possible medi-
cal treatment.
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