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Evew cloud has a silver lining. Or
so they say. However | seriously
doubt whether its attributed author
(John Milton, most famous for
penning Paradise Lost) in 1634

had an ash cloud in mind. Or for all
that matters the effects that such
cloud would herald on the mortality
& morbidity of people all over the
world. And with predictions telling us

that the cloud may persist for months :
: statement that ‘The Physician of

: tomorrow will be the immunisator’.

: A preclinical study in mice is

: suggesting that a preventive breast
¢ cancer vaccine might be possible in

to come, well, the negative effects on
the transportation chain of medicines
as well as on medical tourism are
indeed worrisome.

However on a more positive note,
during the past few weeks we have
also seen extraordinary advances

in healthcare. The J. Craig Venter
Institute in Rockville, Maryland, has
synthesized the genome of the
bacterium Mycoplasma mycoides.
Having assembled the genome
inside a yeast cell, they transplanted
it into a cell from a closely related
species, Mycoplasma capricolum.
After the newly made cell had
divided, the cells of the bacterial
colony that it formed contained
only proteins characteristic of M.
mycoides. The Venter Institute work
may thus help to link chemistry to
natural history. The new synthetic
technology may thus allow the
resurrection of ancient bacteria,
whose behaviour should inform

us about planetary and ecological
environments millions of years ago.
Following this achievement, it may
now be also possible to answer one
of the great remaining questions of
biology: how did life begin? However
many unparalleled risks may arise.
New regulations have to be drafted
to prevent the release of hazardous
life forms. And scientists are having
two main concerns, relating to

biocerror and especially bioterrorism.
For the latter avoidance, realistic
in vitro ecosystems should be

: standardized to test the ability of

new synthetic genomes to persist

or exchange genes in the wild. The
: findings were published online in May

in Science.

Yet another recent acheivement

is reminiscent of Almroth Wright's

humans, with clinical trials possibly

: starting next year. The vaccine

: targets alpha-lactalbumin, a protein
: found in the majority of breast

¢ cancers, and only present in healthy
: women when they are lactating. The

principal investigator Vincent Tuohy,

: an immunologist in Cleveland Clinic’s

Lerner Research Institute, indeed

stated that ‘If it works in humans
i the way it works in mice, this will be

monumental. We could eliminate
breast cancer.’ The findings were
published online in May in Nature

¢ Medicine.

Having said all this, | couldn’t resist

from jotting a couple of points

regarding the World Cup! The World

i cup scenario did not only have to
: face the ash cloud challenge, but
: also the fact that FIFA officials are
: concerned that World Cup players

may try to gain an unfair advantage
by using traditional African herbal
medicines that are not currently
banned, some of which have diuretic

: & stimulant properties. So they are

lobbying for the World Anti-Doping

Agency to increase its tests. And

leaving you with a possible word

of advice we could advice to our
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patients ... a study published 4 years
ago in the NEJM has demonatrated

: that viewing a stressful soccer

match more than doubles the risk
of an acute cardiovascular event!
(http://www.thesynapse.net/articles/

: viewarticle.asp?artid=12184). So

how about advising patients with
existing coronary diseases to avoid

watching their favourite final game

after 4 years waiting? Well, to be
honest, | have my doubts about
compliance!
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Blood Pressure goal*

Single-pill power superior
to dual therapy??
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EXF A DL T

by Charmaine Gauci

One of the Maltese Government’s
objectives in improving the

health status of the population is “To
add health to life by increasing years
lived free from ill-health, reducing

or minimising the adverse effects of
illness and disability, promoting healthy
lifestyles, healthy physical and social
environments and, overall, improving
quality of life.”

There is a huge burden of illness

and death which is preventable.
Noncommunicable diseases (NCD)
such as coronary heart disease, stroke
and diabetes are responsible for about
82% of deaths in Malta?2 compared

to 87% of all deaths in the EURO-A

region, which includes most of Western :
¢ Integrated Noncommunicable Disease
¢ Intervention (CINDI) Programme as well
¢ as from international research on how

: to cope with major chronic diseases

¢ throughout a person’s entire life span

: has served as a solid base for the

¢ formulation of this national strategy.

: The CINDI approach?® is based on

¢ evidence that a small number of risk

¢ factors and conditions are common

¢ to major chronic diseases. This

Europe, as estimated by the Global
Burden of Disease project.?

They are also responsible for a similar
amount of disability in the form of pain
and suffering, reduced mobility and
loss of independence. Cardiovascular
disease is considered to be the most
prevalent of the NCD. In fact, around
the Mediterranean basin, a mean of
10.4 DALYs (Disability Adjusted Life

Years) per 1000 population are lost due :
to heart disease, together with another
7.5 DALYs per 1000 population due
to cerebrovascular disease. In Malta,
these figures were estimated to be 9

: DALYs for heart disease and 4 DALYs
: for cerebrovascular disease. A North-
¢ South gradient was observed across
the Mediterranean with France, Italy

¢ and Spain reporting the lowest rates

: and North African countries reporting
: the highest* rates.

¢ Affordable solutions exist to prevent

* 40 to 50% of premature deaths from

: NCD. We need to move NCDs from

: important and not urgent to important
: AND urgent. Hence the Public Health

: Regulation Department embarked

¢ on formulating a strategy for the

¢ prevention and control of NCD.

¢ The concept of an integrated approach
¢ borrowed from the experience

gained by the WHO Countrywide

commonality means that integrated

action against selected risk factors

: implemented within the social context
¢ can lead to a reduction of major NCD
¢ as well as an improvement in public

¢ health.

: Presently NCD preventive efforts are
: targeted at specific risk factors and :
social and environmental determinants, :
¢ through health promotion initiatives

¢ and primary health care services via

: an effective information system. The

¢ strategy aspires to reduce NCD by

¢ implementing population strategies

¢ which encourage healthy lifestyles and
: the creation of a social environment

¢ that supports health, as well as

: targeting high-risk behaviours aimed

+ at improving risk profile through

: preventive measures at an individual

¢ level.

¢ There are a number of factors which
: contribute to the development of

: NCD. There are the non-modifiable

: risk factors such as age, gender and
genetics. Other factors which are

: directly related to NCD are the four

: main behavioural lifestyle risk factors
: of diet, physical activity, tobacco

¢ and alcohol and the four biological

¢ risk factors of obesity, hypertension,
: hyperlipidaemia and carbohydrate

: abnormalities.

¢ All these factors are directly

: contributing to the development of

: NCDs. For the non-modifiable risk

¢ factors we cannot do much but for —

¢ in fact a national strategy which was

¢ launched in April 2010.°

. There are various examples where

¢ preventive actions have worked.

: Finland has embarked on a 25 year

¢ project in North Karelia and has

: obtained an 80% reduction in coronary
¢ heart disease mortality by a decline

: in the major risk factors.” Ireland

: has obtained a 48.1% reduction in

i coronary heart disease mortality in

: 2510 84 year olds, attributable to

: favourable trends in population risk

: factors.®

¢ There are various effective interventions
¢ which include:

® | aws and regulations — environment,

: tobacco;

¢ e Tax and price interventions — increase
¢ tax on tobacco, subsidies for healthy

¢ choices;

: e Lowering the fat, salt and sugar

¢ content of processed foods;

¢ ® Advocacy - web sites, mass media,

¢ lobbying;

;& Enhancing the health-enhancing

: environments in schools, the

: workplace and the community —

: promoting exercise facilities, improved
: nutrition, legislation on sales of alcohol;

Continued on page 9
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elderly;

e Training programmes to equip people

with problem-solving skills;

e Screening programmes if feasible
and effective eg. breast screening;
¢ Encourage health professionals to
promote preventive measures;

¢ Disease management —evidence-
based management, effective
information systems, multidisciplinary
healthcare teams, patient self-
management;

e Clinical prevention — the correct
choice of medicines including
antihypertensives, lipid lowering
medicines etc;

¢ Rehabilitation and palliative care.

The overall goal of the NCD strategy
is to develop a multifactorial approach
to NCD prevention by tackling
common risk factors targeting both at
a population level, and also high-risk
groups. In developing such a strategy
the main focus is on the prevention of
various aspects including the onset

of disease, preventing late diagnosis,
preventing recurrence and preventing
progression. Ultimately if disease has
set in, we aim to prevent complications

and also prevent disability or premature :

death. Hence the focus is not only
on the prevention of disease but the

References

For example, a high-risk intervention
for reducing high blood pressure
would target the members of the
population whose systolic blood
pressure lies above 140 mmHg, which
is considered hypertensive. How—ever,
a large proportion of the population
are not considered to be hypertensive,
but still have higher than ideal blood
pressure levels and thus also face

a raised health risk.2 Although the
risks for this group are lower than for
those classified as hyper-tensive,
there may be more deaths due to
high blood pressure in this group
because of the larger numbers of
people it contains. Considering

only the effect of hypertension on
population health, as is often done,
gives decision-makers an incomplete
picture of the importance of the risk
factor for the population because

it underestimates the full effect of
raised blood pressure on population
health. Population-based strategies
seek to change the social norm by
encouraging an increase in healthy
behaviour and a reduction in health
risk. They target risks via legislation,
tax, financial incentives, health
promotion campaigns or engineering

i}

: solutions. However, although the

: potential gains are substantial, the

i challenges in changing these risks

¢ are great. Population-wide strategies

¢ involve shifting the responsibility of

¢ tackling big risks from individuals to

i governments and health ministries,

¢ thereby acknowledging that social and
: economic factors strongly contribute to
. disease.

: This strategy when performed

¢ collectively by all stakeholders, will

: tackle the growing public health

¢ burden imposed by NCD.® In order

: for the strategy to be implemented

¢ successfully, high-level political

¢ commitment and the concerted

¢ involvement of government,

¢ communities and health-care providers
: are required; in addition, public health
: policies will need to be reoriented and
allocation of resources improved.

1. Department of Health, Health Vision 2000. 2. Health Information and Research Directorate. National Mortality Register of Malta, 2009. 3. Global burden of disease: 2002 estimates. WHO,

2002. Available at www.who.int/topics/global_burden_of_disease/ 4. World Health Orgainsation, Global Burden of Disease, 2002. 5. World Health Orgainsation, Process of Policy Development

and Implementation in preventing Noncommunicable Diseases: The CINDI Approach, 1996. 6. Ministry of Health, Elderly and Community Care, A strategy for the Prevention and Control of
Noncommunicable Disease in Malta, 2010. 7. Pekka Puska. Successful prevention of non-communicable diseases: 25 year experiences with North Karelia Project in Finland. Public Health Medicine
2002; 4(1):5-70. 8. Codd MB, Fifty years of heart disease in Ireland, Irish Heart Foundation, 2001. 9. Rose G. Sick individuals and sick populations. International Journal of Epi demiology. 2001;

30:427-432.
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European Immunization Week

The European Immunization Week (EIW) is a regional initiative, led and
coordinated by WHO/Europe and implemented by Member States to address
country-specific issues related to immunization. In 2010, the fifth European
Immunization Week held between 24thiApril and 18t May continued to promote
the message that immunization of every child is vitalin order to prevent diseases
and protect life. EIW 2010 also emphasized national immunization efforts towards
meeting the regional goal to eliminate measles and rubella by the end of the year.

More than a decade ago, Member States adopted a regional goal of eliminating
measles and rubella by 2010. However the goal has stalled in recent years.
Measles coveragelin many western European countries has fallen below the
recommended 95% and measles has made a comeback, withiengoing outbreaks

in the western part of Europe.

The 2010 measles elimination goal is vital and attainable, but it will only be met if
individual countries,’and Europe as a whole, make a focused and concerted effort
to achieve it. Malta has'participated in this enhanced awareness by encouraging
parents to immunise their children, and with the help, of health care professionals
to spread the word to ‘Prevent. Protect. Immunize

The Health Promotion and Disease Prevention Directorate has published a
booklet of information on this subject which is currently being given to the
mothers of all newborn babies - http://www.thesynapse.net/articles/viewarticle.
asp?artid=12084
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The Diabetic Foot

How to save a limb - Part |

by Kevin Cassar

The high prevalence of diabetes mellitus in our country
is well recognized and it is estimated that there are
around 40,000 diabetics in Malta. This is steadily
increasing, as it is in the rest of the world, as a result of
longer life expectancy, sedentary lifestyles, and dietary
choices. Diabetic foot problems are the most serious
and costly complications of diabetes. The World Health
Organisation estimates that in the high income countries
treatment of diabetic foot complications accounts for
15-25% of all healthcare resources for diabetes. Over

1 million major lower limb amputations are performed
each year in diabetics amounting to a leg being lost

to diabetes every 30 seconds. In Malta 120 major
amputations are performed per year and this figure has
remained relatively static for at least the last 6 years.
The sad thing is that a lot of these complications can be
prevented using low cost and low technology solutions.
The International Working Group on the diabetic Foot
(IWGDF) states that by implementing a care strategy
that combines prevention, the multidisciplinary
treatment of foot ulcers, appropriate organization, and
close monitoring and education of people with diabetes
and healthcare professionals, it is possible to reduce
major amputations by a staggering 85%!

What causes diabetic foot problems?

Foot problems arise mainly because of one or both of
the following conditions: peripheral neuropathy and/

or peripheral vascular disease. Peripheral neuropathy
causes loss of sensation, autonomic dysfunction and
alteration of the shape of the foot which predisposes to
the development of ulceration, diabetic foot infection,
and Charcot’s osteoarthropathy. The prevalence of
polyneuropathy in diabetics is estimated to be around
24% in Type Il diabetics.’

Diabetes is a major risk factor for atherosclerosis and as
a result many diabetics suffer from peripheral vascular
disease affecting any part of the vascular tree including
the aortoiliac segments, the femoropopliteal segment
and the crural vessels. Based on UK population
surveys peripheral vascular disease occurs in up to
23% of diabetics.2 Although diabetics also suffer from
microangiopathy, the major problem with diabetics
who have arterial disease lies in the major arteries. It is
a commonly held misconception that there is nothing
to do for diabetics with arterial disease because the
problem lies in the small vessels. Nothing could be
further from the truth. Most diabetics with arterial
disease are amenable to revascularisation either using
endovascular or open surgical techniques. There

is clear evidence that with increasing numbers of
revascularisation there is a drop in the number of major
amputations performed.s 45

In the vast majority of diabetic patients who end up
requiring a major amputation, there is a repetitive
causal sequence of minor trauma, ulceration and
wound healing failure which often goes on for several
weeks if not months.® Based on the recognition of
the sequence of events, various guidelines have
been drawn up for Diabetic Foot Care including SIGN
(Scottish Intercollegiate Guidelines Network guideline
55), NICE guidance (National Institute of Clinical
Excellence), and the Consensus statement of the
International Working Group for the Diabetic Foot. All
of these guidelines have a common theme - that a
significant proportion of major amputations can be
prevented if adequate measures are in place.

“It is a commonly held
misconception that there
IS nothing to do for diabet-
ics with arterial disease
because the problem lies
in the small vessels

Continues on page 20
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by Thomas Attard

Recurrent abdominal pain in childhood, is classically defined as three or more
episodes of pain severe enough to interfere with daily activities over the span of more
than three months. It is a common presenting complaint to both general practice
and paediatricians with a prevalence of 10-15 % of school age children. However, an
organic underlying disorder is rare; most studies suggest in the order of 5-10%. The
clinical characteristics that facilitate the recognition of children who are more likely to
harbor organic disease are therefore important to the practicing primary care provider
and paediatricians in order to avoid unnecessary, costly and invasive investigations. r

Functional Gastrointestinal Diseases (FGID) is an allied
concept, and a more modern definition that includes
recurrent abdominal pain (RAP). This includes paediatric
patients with a presentation and course very similar to
adult-onset irritable bowel syndrome (IBS).

Biomedical and Biophychosocial Models of Disease
There is an increasingly compelling body of evidence
that undermines the classic biomedical model of illness.
This defines the impact of the disease, or the iliness,
solely in terms of the organic impact of the underlying
pathology. Indeed, a recent, prospective study from
general practice reported a very low eventual detection
of a specific etiology in patients in general (15%)

which was even lower in patients presenting with
abdominal pain (10%). This has spawned interest in

a biopsychosocial model of disease that attempts to
define the illness in terms of the underlying pathology,
which may be minimal, undetectable or insignificant

but modulated by psychologic, personal and societal
factors that ultimately define the experience of illness
by the patient and the family.? It therefore becomes
paramount to recognize, treat or refer for management,
factors that determine the psychosocial component of
the illness.

A history of longstanding pain, including constant pain
and pain as the sole presenting symptom despite
careful history-taking, are more consistent with a
diagnosis of FGID. Normal appetite, the absence of
nocturnal symptoms, and pain that diminishes with
distraction or redirection are all similarly reassuring.
The presence and pattern of abdominal tenderness

is usually unhelpful and inconsistent. A past medical
history of atopy may signal a child with milk protein or
other food allergy. It is similarly important to understand
the symptom in the context of the family involved:
parents with a history of IBS, migraine-headaches
and fibromyalgia are far more likely to report similar
symptoms in the offspring. This ‘enabling’ behavior
has long been recognized as a cardinal clinical feature
of functional abdominal pain in children and also a

negative prognostic factor in the resolution of functional
abdominal pain in childhood.

Inflammatory Bowel Disease (IBD) can present
acutely or insidiously including as chronic abdominal
pain. Typical ‘red flags’ would include poor longitudinal
growth, change in bowel habit, blood in the stool, or
evidence of an inflammatory process including fever,
and nonspecific abnormalities on screening laboratory
testing including increased platelet count, raised ESR
or CRP. Inflammatory markers may however be entirely
normal in active IBD. Upper and lower endoscopy with
ileoscopy and biopsy is indicated if there is sufficient
clinical suspicion although, even then, it is important to
bear in mind that isolated small intestinal involvement
in IBD is more prevalent in childhood and adolescence
and may warrant capsule enteroscopy or small intestinal
imaging.

Depending on the population being studied, Celiac
Disease merits consideration as a potential cause

of isolated, chronic abdominal pain. This of course is
rendered more pertinent in the context of poor growth,
chronic diarrhea but also constipation. It appears
justified to screen most patients presenting with chronic
abdominal pain for celiac disease with the appropriate
serologic testing (anti tTG IgA and IgG). Abdominal pain
in the context of celiac disease tends to remit rapidly
with the implementation of a gluten-free diet.

An additional (stool) laboratory screening tool that

is both non-invasive, relatively cheap and that is
increasingly being used to distinguish between FGID
and inflammatory enteropathies is stool calprotectin.
This marker tends to correlate with colonic, and to
lesser degree small bowel inflammation better than
either of the other hematologic markers.

Although a recognized cause of chronic abdominal
pain, chronic pancreatitis is rare in childhood; a history

of significant trauma to the abdomen or evidence of an
underlying metabolic disorder or cystic fibrosis should

Continues on page 19 The Synapse 4y 4y
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Bayer Schering Pharma is paving the way to the next milestane in aral contraception:
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Influenza Pandemic Update

The H1N1 post-mortem

by Tanya Melillo Fenech

The H1N1 pandemic started more than a year ago at
the end of March in Mexico with Malta having it’s first
positive cases on the first of July.

Since July 2009, we had 913 persons who were
positive to HIN1 with 261 cases hospitalised (207
with H1N1 and 54 with Influenza A) and from these 8
cases needed intensive care. In all, 5 died as a result
of this pandemic locally. Over 91,471 residents took
the vaccine and 2,700 antiviral courses have been
dispensed through the government pharmacies.

In retrospect one would easily conclude that a massive
amount of money has been spent on a minor threat
but judgment using hindsight is not appropriate when
dealing with the potential risk of a public health threat.
The real question that needs to be asked is what are
the aims and objectives for this country if the threat of
a novel influenza virus emerged and was spreading all
over the world? And where the objectives for the H1N1
strategy achieved or not?

The main objectives to be achieved in Malta’s response
to a pandemic threat are:

1. To reduce the severity and spread of illness by
judicious use of antivirals and by containment measures
as far as is humanly possible;

2. To treat those severely effected with all necessary
modalities of management;

3. To maintain essential services;

4. To vaccinate the population as soon as a vaccine
becomes available.

All decisions taken by the Health Authorities were
specifically aimed to achieve these objectives. It is the
opinion of the author that they were achieved.

By the time the virus hit our shores we were able to
obtain first hand experience from other countries hit

by the virus before us and it was evident that this virus
was affecting younger age groups especially children,
adolescents and pregnant women which usually are not
affected by seasonal influenza and worse of all, some
deaths were occurring in these age groups.

Which country would not do its outmost to save every
child and pregnant woman from dieng from influenza?
And through the hard work of all the staff at IDCU,
pharmacies, virology department, as well as MMNDA
nurses and the valuable cooperation of general
practitioners, paediatricians and casualty officers we

succeeded in preventing any deaths in these categories.

Just imagine what would have happened if a Maltese

child or pregnant woman died of HIN1. The media and
the general public would obviously have hounded us for
not preventing such deaths.

One has to remember that decisions had to be taken
rapidly based on the limited scientific information
available and political challenges posed by H1N1.
Could we have reacted differently in that situation?

| doubt it especially if our main priority was to limit
morbidity and mortality in the Maltese population.

This time round, the Maltese Health Authorities had a
plan - a pandemic preparedness plan which had been
prepared way back in 2005 and revisited over the years
with amendments done to reflect the changes that
occurred in our health system during the past 4 years.
The plan was implemented quite efficiently thanks to the
cooperation and hard work of many health care workers
who prioritised the health needs of the population
during the pandemic.

But what would have happened if we did not have a
plan? If we were not prepared for it? Probably total
chaos!

Public Health officials all over the world are getting the
flack for the fuss they made over the H1N1 pandemic
because the media and general public argue that it did
not kill many people but then, it is our job to plan and
prepare for potential threats and minimize destruction
and death.

What if we did not have any plans in place and had not
stocked up with antivirals or ordered the vaccines and
instead we had 100, 1000 or 5,000 deaths caused by
H1N1, would it have been acceptable by all? | think not.
We would have been greatly criticized for not preparing
for such a threat and avoiding so many deaths.

The next step is for us to evaluate what went right and
what went wrong and redraft our plans accordingly.

We have to continue preparing and planning for new
threats.

One of the biggest challenges that public health
officials faced during this pandemic and which we

need to address is Communication - Communication
with health care professionals, the media and with the
general public. It is extremely challenging and difficult to
alleviate people’s fears and misconceptions. We need
to start from now, by educating everyone.
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Vacancy for Medical Representative

Dynamic Company is looking for a Medical Representative for marketing a New Brand of Medicines on the local market. The
selected candidate should have a strong marketing and sales background, highly motivated and able to work on own initiative.
Candidate must be smart looking, have an outgoing personality and be hard working - qualities which are a must in this
challenging, yet highly rewarding job opportunity. Kindly call in strictest confidence on 21337008/9.

Managing Pharmacist Required

A vacancy has arisen for a full-time /
reduced hours managing pharmacist.

Salary up to €1,750/ month net

Pharmacy Assistant avaialable

Locum service by pharmacy owner provided anytime
including Saturdays evenings.

Normal opening hours ie 8-12am and 4-7pm.

Kindly contact 79060903

Wanted: Authors for eLearning modules

Dermatologists required

Dermatologists required to work in established
pharmacies in the South and North of Malta.

Kindly contact Andrew on: 99682115 or 99451632

Wanted - Xray Box for clinic

Should be in good condition. Contact by sms on
79060903

Opportunities exist for persons interested in developing el.earning modules for publication on TheSynapse.
The target audience will include all or a mix of the following professions at postgraduate level: Medical Doctors,
Pharmacists or Dentists. Modules will be accepted subject to peer review and evaluation of academic content.

Authors will be suitably remunerated.

Those interested should send a proposal to editor@thesynapse.net

Annual board meeting of the European Union of
Medical Specialists in Otolaryngology

Malta is happy to welcome the annual board meeting of the

European Union of Medical Specialists in Otolaryngology

between the 7th and 10th October 2010. Representatives

from 37 countries shall be meeting at the Mediterranean
conference centre in Valletta.

1st Maltese Gastroenterology Conference

The Gastroenterology Department, supported by the
European Social Fund, has the honour to welcome
you to the first Maltese Gastroenterology Conference.
This conference shall be held on the 8th & 9th
October 2010 at the Mater Dei Central Auditorium
and is free of charge. We will surely promise you a
professional, highly stimulating, interactive, guidelines-

COMPETITION ANSWERS - ISSUE 2/10

A 54 year old farmer developed high fever, chills, aches
and pains, severe headache and photophobia, followed 4
days later by a rash. On examination, she looked unwell,
was febrile, and had a maculopapular rash (Figure 1) which
involved the palms. Closer inspection revealed a healing
necrotic ulcer on the skin of her back (Figure 2)

What is the name of her disease? Mediterranean spotted fever Figure 1 Figure 2
By what other name is it called? Boutonneuse fever

What name is given to the ulcerated lesion on her skin? Eschar, tache noir

What is the name of the causative micro-organism? Rickettsia conorii

How is it transmitted? By the bite of the infected dog tick Rhipicephalus sanguineus

The Rickettsiosis are a group of vector borne diseases caused by species of Rickettsia, which are gram-negative, obligate
intracellular parasites. They can be broadly divided into two groups: a spotted fever group (SFG) and a typhus group (TG).
Different species of Rickettsia are transmitted by different vectors depending on geographical location.

In Malta, two distinct diseases are endemic: murine typhus (MT) from the TG, and Mediterranean spotted fever (MSF) also
known as Boutonneuse fever from the SFG. Both are febrile illnesses which may exhibit a cutaneous eruption during their
course. Flea borne spotted fever, caused by R. felis and transmitted by the bite of the cat flea is a recently recognised rickettsial
illness which in Europe is known from Germany, although infected cat fleas have also been found in France'.

Infected rats constitute the reservoir for murine typhus. The causative Rickettsia (R. typhi) is transferred to humans by the
inoculation of infected flea faeces into the skin following the bite of an infected rat flea. Mediterranean spotted fever, on the
other hand, is caused by R. conorii and is transmitted by the bite of an infected dog tick, Rhipicephalus sanguineus. The
maculopapular rash of MSF, unlike that of MT, tends to involve the palms and soles. A necrotic ulcer, or eschar (tache noir) can
be found in most patients infected with MSF if carefully sought. It represents the site of the tick bite, and does not occur in MT.

Other diseases which may manifest an eschar include ulcero-glandular tularaemia and cutaneous anthrax. Maculopapular
rashes may occur in a small percentage of those infected with tularaemia. Both diseases (and especially tularaemia), however,

are associated with prominent regional lymphadenopathy, and are potentially very much more serious.
Renference

1.Gilles J, Just FT, Silaghi C, Pradel I, Lengauer H, Hellmann K, et al. Rickettsia felis in fleas, France [letter]. Emerg Infect Dis [serial on the Internet]. 2008 Apr [Accessed 7th
June 2010]. Available from http://www.cdc.gov/EID/content/14/4/684.htm

WINNERS ISSUE 2/10

The winners are:

1st prize - Dominic Agius (EUR 60 book voucher from BDL)

2nd prize - Angelique Pace (EUR 40 book voucher from BDL)

TheSynapse team would like to congratulate the winners and thank the sponsors of this competition.

The European Union of Medical Specialists represents the
national associations of medical specialists in the European
Union and other associated countries. The UEMS promotes
the movement of European medical specialists while

based gastroenterology knowledge 2010 update. The
main target audience are doctors from all specialities

especially general practitioners, consultants in internal
medicine, resident specialists, HSTs, BSTs, as well as

THIS MONTH'S CHALLENGE

Fill in your details

ensuring the highest quality of medical care for European 5th year medical students. A limited number of places TheSynapse Name
citizens. are available to nurses, pharmacists and other medical =
professionals with an interest in gastroenterology.
For this purpose the UEMS has developed standards In contrast to the previous issues, this months’ challenge is of a more Address
and policies in the key areas of postgraduate training, Topics to be discussed include GORD, H.pylori, coeliac general nature and the answers to all qugstion§ can b.e found in issue
continuing medical education, professional development; disease, inflammatory bowel disease, irritable bowel 2NN, ITOEB D GEk &\ CaRe ensiEr il pEHEpEiD i @ el Ve we
and quality assurance in specialist practice. syndrome, colorectal cancer screening, iron deficiency a,\‘/rlg g J:gg%égifglgglggl cFl) Tﬁ:szétfgsgf%ﬁe'J]\évg;'ilfvitsrjg ntgz}/wsn\tlalrl
Mr Adrian M Agius, current President of the Malta anaemia, hepatitis B and many more. Speakers from win a one-day membership to the Corintﬁ/ia Athenaeum Spa Attgrd. Email
Association of ENT and Head and Neck Surgeons has USA, UK and ltaly will enrich us with their experience.
represented Malta on the UEMS-ORL Board for several There will also be an interactive session with the use of 1. Arum ltalicum (the plant featured in the front cover) has been used in the past to
years and is organizing this visit. keypads for the participants. remove freckles? True or False Mobile

For more information access Registration is a must. This will be in the form of
http://www.thesynapse.net/events/view.asp?eventlD=100 an ‘Online Registration’ through the MAM website.
www.orluems.com Certificate of attendance including CPD points will be
distributed to each person attending.
.o : We hope to see you all in this conference, and keep
. ; watching this space for more updates.

2. Mention the name of the contributor from Turkey?

3. Where are the Grape Expectations Wine Events planned to be held?

* 5 +*

www.nngpromotions.com

) . _
*U.E5 M.Sae -3 . For furthur details access

+ +* . 1 - TR el http://www.thesynapse.net/events/view.
o asp?eventlD=107 or http://sites.google.com/site/

gastroenterologydepartment/home

e -~
Kindly submit the answers by mail by filling the form on this page addressed to The Professional Services Centre, 3 Guzi Cutajar Street, Dingli, DGL

1201 or submit your answers on- line on www.thesynapse.net/quizz. All submissions will participate in a draw. You have up to the 20 July 2010 to
submit your answers. The Syapss ’ S

*
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More effective acid
control compared to
all existing PPIs'

Continued from page 13

be sought. Even here though, abdominal pain as an
isolated symptom is rare but care needs to be taken
insofar as amylase and lipase levels may be normal in
this disease.

Rarely chronic, or rather recurrent severe abdominal
pain may be the sole presenting complaint of Familial
Mediterranean Fever in patients of Mediterranean or
Middle-Eastern extraction. Naturally, the presence of
periodic fever should heighten the clinical suspicion of
this disorder.? In some cases severe, peritonitic pain will
be accompanied by leucocytosis or raised ESR. The
condition is hereditary, with most patients harboring
mutation in the pyrin gene (MEFV).

Although ubiquitous in the textbook differential
diagnosis for obscure causes of severe chronic

or recurrent abdominal pain, porphyria is rarely
encountered in this clinical context (although the
exasperated clinician might be forgiven for testing in
otherwise atypical clinical scenarios for fear of missing
yet another King George lI). 4

Given the heterogeneity of the population with FGID

it is little wonder there are very few evidence-based
effective therapies for childhood IBS. When the pooled
experience is formally studied through metanalysis
some options appear to have therapeutic advantage
over placebo. These include both pharmacologic and
non-pharmacologic measures.

There is evidence that peppermint oil, probably
through its spasmolytic properties is efficacious in
childhood FGID, and side effects are rare which include
perianal pruritus.® The role of other spasmolytics,
including hyoscine butylbromide, and ortolinium
bromide is, as yet unproven although the latter has

References

poor systemic absorption and therefore less likely to
have adverse effects.

Several studies have addressed the impact of pre- and
probiotics in FGID; although they may be of benefit
in some populations there is insufficient data, at this
stage to recommend routine use. Both amityrptiline,
a tricyclic antidepressant (TCA) and citralopram, a
selective serotonin reuptake inhibitor (SSRI) are useful
and have proven efficacy in chronic abdominal pain in
children.® Given the need for slow dosage escalation
and the spectrum of adverse effects, use of these
agents is usually reserved to specialist care and with
close monitoring in refractory or especially severe
cases.

Cognitive-behavioral therapy, guided imagery and
deep relaxation as well as hypnotherapy have been
shown to improve, even beyond the period of therapy,
the functional outcome of abdominal pain in children.
Liaison with a child psychologist is central to the
management of FGID in children and the concept
should be discussed early in the management of at-risk
cases, well in advance of a barrage of tests that do little
but exacerbate the parent’s anxiety that ‘something is
definitely wrong but nobody can pin it down’.

In summary therefore, functional abdominal pain in
children is common, the vast majority of patients

have an illness best understood in the context of a
biopsychosocial model of disease rather than through
often fruitless over-investigation. The experienced
clinician needs to have a clear appreciation of historic
‘red flags’ and may opt to pursue limited laboratory
investigation. Liaison with a child-psychologist is critical
and a therapeutic partnership with the family aimed at
minimizing morbidity needs to be emphasized.

1. Apley J, Naish N. Recurrent abdominal pains: a field survey of 1,000 school children. Arch Dis Chlld 1958; ;33(168):165-70.

2. Engel GL. The clinical application of the biopsychosocial model. Am J Psychiatry. 1980;137(5):535-44

3. Tunca M, Akar S, Onen F, et al.Familial Mediterranean fever (FMF) in Turkey: results of a nationwide multicenter study. Medicine (Baltimore) 2005; 84(1):1-11.

4. Cox TM, Jack N, Lofthouse S, Watling J, Haines J, Warren MJ. King George Ill and porphyria: an elemental hypothesis and investigation. Lancet 2005;;366(9482):332-5.

5. Kline RM, Kline JJ, Di Palma J et al. Enteric-coated, pH-dependent peppermint oil capsules for the treatment of irritable bowel syndrome in children. J Pediatr 2001; 138(1):125-8.
6. Saps M, Di Lorenzo C. Pharmacotherapy for functional gastrointestinal disorders in children. J Pediatr Gastroenterol Nutr 2009; 48(Suppl 2):S101-3.

/ xmc Malta Association of Crohn’s and Colitis

MALTA ASSOCIATION
oF Ceonn's & CoviTis

The Inflammatory Bowel Diseases (IBD) mainly consist of
Ulcerative colitis and Crohn's disease. A less common form

is known as microscopic colitis. Although the names and
symptoms may be similar to Irritable Bowel Syndrome (IBS)

it is extremely important to distinguish between them as

both the pathophysiology and management differ. Genetic
and enviromental factors are both involved in IBD. While
Ulcerative colitis mainly affects the large intestine, Crohn's
disease can affect any part of the gastrointestinal tract.
Smoking makes the latter disease worse. Diagnosis can be
done with the aid of endoscopy. This can take the form of
oesophagogastroduodenoscopy (OGD), colonoscopy and/or
capsule endoscopy. Capsule endoscopy is extremely useful

in investigating the small bowel as unlike radiological studies
no radiation is involved while more pathology is diagnosed.
Medical treatment with 5-ASA drugs (e.g.mesalazine),
immunosuppressant’s (e.g. azathioprine) and biological agents
(e.g Infliximab) form the mainstay of treatment. Corticosteroids

are ideally used only during flare-ups. Surgery may be required
in certain instances. The aim of the management is to keep
patients in both clinical and endoscopic remession.

Since the identification of IBD as a recognisable chronic
illness, self-help patient associations began to appear across
Europe so that now, the European Federation of Crohn’s
and Ulcerative Colitis Associations (EFCCA) currently has

24 member associations. Locally, the Malta Association of
Crohn’s and Colitis (MACC) was set up last January with the
aims of offering support to persons and relatives of persons
suffering from IBD, to help them improve their quality of

life and to promote public awareness about these chronic
conditions. It also intends to promote patients’ needs and
rights and to encourage and promote research. Medical

and paramedical professionals who are interested in the
association, or would like to join can send an email to info@
macc.org.mt for more information. e Syiapse gy dp
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Continued from page 11

How can amputations be prevented?

Education

Footcare education is a fundamental part of the

strategy to save limbs in this group of patients. There
is evidence that programmes which include education
with podiatry show a positive effect on minor foot
problems within a relatively short space of time. 7 8° A
randomized controlled trial showed that by showing
diabetic patients the potential complications of diabetic
foot disease, amputations and recurrent ulceration were

prevented.®
Foot Screening

Because of the high prevalence of neuropathy in this
group of patients a lot of them are asymptomatic even
when they have severe ischaemia or ulceration. As a
result pain cannot be relied upon as a symptom in this
cohort. It is therefore recommended that all diabetics
undergo foot screening.

EXAMPLE PROTOCOL FOR THE ASSESSMENT OF RISK OF THE DIABETIC FOOT
ADAPTED FROM THE TAYSIDE FOOT RISK ASSESSMENT PROTOCOL

ischaemia or deformity.

Patients with diabates should be assessed annually by a diabetologist, GP, chiropodist, diabetas
nurse specialist, or practice nurse with raining in diabetes to look for presence of neurapathy,

Patients should be calegorized according fo the presence

available)

of the following signs or symploms.
Nermal Sensation Loss of Sensation Previous ulcar due to Active foot ulcaratian,
OR neurcpathyfachaemia painful neurcpaity which is
AND good pulses Absant pulses (or previcus OR difficult io control
AND nd previous ulcer wascular aungeny) Absent pulses and
AND no food defiormity OR neuropathy
AND normal vison Significant viaual OR
'MEI;MM Callus with risk factor
Physical disabdity (e.g pulsaffoot defarmity)
gross obesity, stroke) OR
Prenvious ampulabon
LOW RISK MODERATE HIGH RISK ACTIVE FOOT
RISK DISEASE
Mo spexific regular = regular (4-12 weekly) - chiropodist with interast | - suggest making
chiropady input needed genaral chirapady input and expartise in contact with local
{excapt in exceptional advised, For patients with | giapetes either al specialist diabetes foot
circumetancet) visual impaimant or diabetes unit or in team {hosgital based)
- patients can undertake phiysical disability, who
their own nail care ater would otherwise fit into the Bﬂm“ﬁmﬂﬂn:l::
appropriate educafion low risk calagory, input from -dﬂm_ﬂﬂ "
- annual foot chick traimed fool care assistants | 10 consider orthotic
can b substituted (wheee referral

In addition, patients with any of the following signs of ischaemia or infection should be considened for

emergency referal to the hospital surgicalivascular

appropriate

recaiving service or diabetic foot clinic, where

CRITICAL ISCHAEMIA
Rest or night pain
Pala/mottied faeat
Dependant rubor

Ischasmic ulceration
Gangrens

INFECTION
AbSCess
Cellulitis
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Foot screening should involve:

i. assessment of sensation by using
clinical neuropathy scores or 10g
microfilaments or vibration sensation
perception threshold;

ii. examination of pulses;

iii. inspection of the feet for deformity,
ulceration, callus, and inspection of
footwear.

There is no agreed frequency for
foot screening but NICE guidance
recommends that annual review
should be arranged at which, based
on the observations made, patients
are stratified into risk groups for foot
ulceration: low, medium and high
risk or in those who have already
developed ulceration or tissue loss
as ‘ulcerated foot’.

Classification into these groups is
based on standard criteria and action
is initiated based on the classification
group (Figure 1). This screening
ensures that those at high risk in
particular are seen regularly and
active measures are taken to reduce
the risk of development of ulceration
to the minimum possible. More
importantly, those who have ulcers
or gangrene should be referred
immediately to hospital. Patients
with new ulceration, swelling and
discoloration should be seen in
hospital within 24 hours. The reason

is that in this situation the damage sustained by the
foot can progress very rapidly. Any delay in appropriate
referral of these patients will inevitably lead to limb loss.

Structured foot care

There is level | evidence that access to podiatry reduces
the number and size of foot calluses and improves

self care.” A multidisciplinary foot team has been
shown to allow rapid access to vascular surgery and
intensive treatment, including control of infection and
revascularisation which leads to wound healing and
foot saving amputations which ultimately leads to a
reduction in the number of major amputations.™ All
patients with diabetes should have access to structured
foot care.

Footwear, Orthoses and Total contact casting
Ordinary shoes should be avoided in diabetics as
plantar pressures generated using normal footwear is
equivalent to walking barefoot. These patients should
be advised at least to wear high quality cushioned-
soled trainers.’ 2 These however are not as effective
as custom built shoes in reducing plantar pressures
and therefore the risk of ulceration.™* Access to total
contact casting is important both for the treatment of
acute Charcot’s osteoarthropathy and in the treatment
of neuropathic ulceration.™

References

Arterial reconstruction

The identification of an ulcer in a diabetic does not
constitute a diagnosis. An ulcer is simply a clinical
sign of an underlying problem which in diabetics is
either neuropathy or arterial disease or both. In the
case of arterial disease, in the majority of cases this
can be treated. It is therefore crucial that patients

with ulceration are referred as early as possible.

There is little point in treating these patients with
repeated applications of the local favourite topical
antibiotic or oral antibiotics in increasing doses and
combinations or prescribing increasingly expensive
and fancy local dressings. Identification of arterial
disease requires initiation of treatment to control risk
factors — diabetes control, treatment of hypertension,
initiation of antiplatelet treatment and statins, and
smoking cessation. If the patient’s foot is ischaemic the
solution is to refer quickly for revascularisation. Indeed
failure to feel bounding and easily palpable pulses in
these patients should instigate an immediate referral
for vascular assessment. If no pulses are felt one
should assume that the ulcer is ischaemic until proven
otherwise through a full vascular assessment. Rates
of limb salvage after distal bypass surgery are relatively
high with salvage rates of over 80% reported in the
initial presence of tissue loss or gangrene.®

1. Young MJ, Boulton AJM, McLeod AF et al. A multicenter study of the prevalence of diabetic peripheral neuropathy in the United Kingdom hospital clinic population. Diabetologica 1993; 36:150-4. 2. Wiliams DRR and Airey CM. The size
of the problem: epidemiological and economic aspects of foot problems in diabetes. In: The foot in diabetes. 3rd ed. Boulton AJM, Connor H, and Cavanagh PR (eds). Chichester: John Wiley & Sons 2000; 3-18. 3. Conte MS, Belkin M,
Upchurch GR et al. Impact of increasing comorbidity on infrainguinal reconstruction: a 20-year perspective. Ann Surg 2001; 233:445-52. 4.Shah DM, Darling RC 3rd, Chang BB et al. Long-term resullts of in situ saphenous vein bypass.
Analysis of 2058 cases. Ann Surg 1995; 222:438-46. 5.LoGerfo FW, Gibbons GW, Pomposelli FB, et al. Trends in the care of the diabetic foot. Expanded role of arterial reconstruction. Arch Surg 1992; 127:617-21. 6.Pecoraro RE, Geiber
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problems in diabetic subjects. Diabetes Care 1997; 20:1833-7. 8.Dargis V, Pantelejeva O, Jonushaite A, Vileikyte L, Boulton AJ. Benefits of a multidisciplinary approach in the management of recurrent diabetic foot ulceration in Lithuania: a

prospective study. Diabetes Care 1999; 22:1428-31. 9. Malone JM, Snyder M, Anderson G, Bernhard VM, Holloway GA Jr, Bunt TJ. Prevention of amputation by diabetic education. Am J Surg 1989; 158:520-3. 10. Faglia E, Favales F, Aldeghi
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K. Running shoes for relief of plantar pressure in diabetic patients. Diab Med 1998; 15:518-22. 12.Perry JE, Ulbrecht JS, Derr JA, Cavanagh PR. The use of running shoes to reduce plantar pressures in patients who have diabetes. J Bone
Joint Surg Am 1995; 77(12):1819-28. 13. Uccioli LE, Faglia, Monticone G et al. Manufactured shoes in the prevention of diabetic foot ulcers. Diabetes Care 1995; 18:1376-8. 14.Colagiuri S, Marsden LL, Naidu V, Taylor L. The use of orthotic
devices to correct plantar callus in people with diabetes. Diabetes Res Clin Pract 1995; 28:29-34. 15.McGill M, Molyneux L, Bolton T et al. Response of Charcot's arthropathy to contact casting: assessment by quantitative techniques.
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Paraqetamol tablets
Reinvented

Introducing New Panadol Advance 500 mg Tablets,
the only paracetamol formulation to contain the
unique Optizorb™ disintegration system.

This allows the tablets to disperse up to 5 times
faster in the stomach than ordinary paracetamol.'

Panadol Advance reaches therapeutic levels
faster than ordinary paracetamol’
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From the above graph you can see Panadol Advance
Tablets reach therapeutic levels faster than ordinary
paracetamol.’

Recommend Panadol Advance to your patients
to tackle everything from period pain to backache.
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“Lazarus, you are more indebted to wine than to your father, ’or
he gave you life but once, while wine has given it backito you a

thousand times”
Spanish Source (16th century)

In spite of long tradition, classifications and regulations,
the world of wine never stands still. Every vintage is
different, the wine keeps changing at an unpredictable
pace, in barrel and in bottle with every year of maturity.
But also in constant flux are vineyard and winery
ownership, regulations, winemakers’ techniques and
philosophies, and so also the resultant wine quality.

The terroir is, however, constant. This is not just the
soil, but the whole environment in which the vines

grow, produce their grapes and in which the wine is
made and cellared. Terroir has a major impact on both
character and quality. The market, however, is anything
but constant, and the tastes, perceptions and demands
of wine drinkers play a major role in the ever-changing
fashions of the wine scene.

Modern wine is the result of technology, or rather
scientific philosophy, in vineyard and winery that evolved
in the late 20th and early 21st century. The modern
wine era started with discovery of the effects of different
temperatures on grape skin and juice fermentation. The
chemistry of fermentation was worked out by Pasteur in
the 1860s, but slowing down fermentation by lowering
the temperature was the first big breakthrough, enabling
New World wines from hot Mediterranean type climates
in the New World to challenge the Old.

The New World challenge, however, has made the Old
World re-examine its entrenched ideas, and change,
adapt and abandon old dogma to such an extent that
Old and New have now met in what is evolving into a
global wine village. his carries potential risks, the first
of which is a tendency to make the same wine style as
everyone else, starting with the near-universal planting
of Chardonnay and Cabernet Sauvignon. Another
negative result is the fashion of using oak, not as
originally intended (to condition wine before bottling),
but to flavour it, like adding sauce to food. Because
use of new oak barrels is expensive, the push for oak
flavour degenerated to adding cheap oak chips or

JZQQOLHO@S

even oak essence to the wine. The result is a whole
generation of wine drinkers deluded into believing that
the Chardonnay grape makes vanilla-flavoured wine
while, in reality, if it does, it is either badly made or not
ready for drinking.

There is also the relatively recently emerged fundamental
differences in taste, initially sparked off by influential
American critics who have been judging wine more on
the immediate impact they have on your senses, than
on those traits that make them good companions — the
power to tempt with subtle nuances. My own personal
feeling about this apparent gulf in opposing wine style
opinions is that both sides are perhaps too entrenched
in their views of what a pleasure-giving wine should
smell and taste like. The more traditional view is that
wine should be food-friendly and, to be so, its aromas
and flavours should not be so powerful as to mask
those of the food. The traditionalists tend to regard
modern-style wines as little more than powerful fruit-
juices with added alcohol that clash with food flavours.
Those who prefer modern style wines tend to denigrate
traditional style wines as being often rather feeble on
flavour, acidic, tannic and overall odour.

One needs to stand back a bit from these opposing
opinions and accept that peoples’ tastes vary. Speaking
for myself, there are many wines of both traditional

and modern style that | enjoy. Modern winemaking has
improved wine quality beyond recognition these last
few decades, and perhaps the claim of traditionalists
that modern wines are only fit for wine bars, and not to
accompany dinner, borders on unrealistic exaggeration,
sometimes possibly due to some vested intere

Wine enjoyment is a very personal thing, but if yBUrI =
it, and mix with wine-lovers, you will find remarkable &+ =
consensus about which wines really thrill and satisfy.
Prejudice and narrow-mindedness should be avoided.

Preferences are what it is all about.
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John Martin Borg recently made the news when one of
his paintings became part of the Vatican collection after
it was donated to Pope Benedict XVI by the President
of Malta during the pope’s visit in April 2010. It is not
the first John Martin Borg’s paintings to make it into a
prominent collection. Another forms part of the Royal
Collection in London and was presented to the Queen
and her consort in 1992. Borg’s works have graced the
walls of varied international exhibition halls such as the
UNESCO Head Quarters in Paris, the Mall Gallery in
London, and then varied locations in Munich, Cologne,
Stuttgart, Heidelberg, San Tropez, Paris, Tunisia, Dubai
and Florida (USA). Apart of course, from the very many
local exhibitions held in our Islands through the years.

Appreciated for his maritime scenes, landscapes and
religious works alike, John Martin Borg is one of Malta’s
most exponential contemporary artists. He was the
student of a handful of Malta’s best artists, the likes of
Harry Alden, Esprit Barthet and Vincent Apap. But what
has Borg the artist got to do with this medical journal?
John Martin Borg's first profession was actually that of a
pharmacist and medical representative. And in between
all the innuendos of his career, he had, unbeknown even
to himself, one very problematic condition to deal with.
“It was only two years ago, and | am now 57 years old,
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by Marika Azzopardi

that | discovered | am dyslexic. | have always been, and
that is the amazing thing — that nobody recognised this
problem. In hindsight | am now working on revising and
re-organising my thoughts about my past sufferings in
this regard and it is an eye-opening experience which is
helping me deal with all that I’'ve been through.”

John Martin Borg speaks passionately about his

life’s difficulties surrounding dyslexia and of how

he recognised the condition in himself, thanks to

his daughter’s daily reporting on the problems she
encountered in her work as a facilitator working with
children. “As she spoke | often recognised some of

my own problems and voiced this openly. Of course
my comments were quickly dismissed, but the doubts
lingered on. Then | chanced upon meeting Ruth Falzon
who lectures on dyslexia, and posed her the question
— could | be dyslexic? She quickly fired some questions
away and told me there and then. | was, | am and
always have been.”

He explains how as a boy, he just hated school with a
passion, and how he fought his problems of confusing
and trying to memorise numbers, even whilst having
an alarmingly good memory for things he really liked.
His reading was painstakingly slow and reading Engish
was a nightmare — he needed to read word by word
and recalls being always last in class to finish copying
off the blackboard. Skimming through his reading

was never an option. He was marked as being lazy,
ignorant, unable to concentrate and needless to say,
he started to develop a very evident inferiority complex.
“All through my fatherhood | could never bring myself
to attend a parents’ day at my children’s school — not
because | couldn’t care less, but because the day in
itself brought back too many bad memories of my
own experiences. | could never live up to my father’s
expectations, although he was always a positive
influence throughout my life.”

The end result was that John Martin emerged from
school with only one O’level, surprisingly enough, in
physics. But then in the short space of two years,
spurred on by friends and a personal enthusiasm that,
typical of dyslexic people, saw him going about training
in a completely roundabout fashion, he achieved 14
O’levels and proceeded to obtain an A'level in physics.
He learnt biology in one summer and got a straight

A grade in that. He suddenly shone as he forced
himself to love English by writing one essay a day. This
transformed into one poem a day and to this day he
owns a healthy collection of his own private poetry.

At University he chose pharmacy. He recounts how

he didn’t really want to do chemistry albeit his father’s
(a pharmacist) proddings. But in the end he loved it

all so much that he was ready to do a post-graduate
degree, which aspiration fell short when the 1977
dispute between government and UOM saw his tutoring
professor leave university. “| was dismayed of course
but | still had the momentum to do something tangible
and so | decided to resume painting. Painting and
running free in the fields around our house in Ta’ Xbiex
had been childhood joys which | cherish to this day,
because they were the moments in life which kept me
sane. | started watercolours and thanks to Censu Apap,
who recognised my penchant and natural aptitude

for the medium, | quickly grasped its multi-faceted
complications.”

At the time, only one other Maltese artist did
watercolours successfully and this was Giuseppi
Archidiacono whom Borg would become well
acquainted with later on in life. The discovery of the
wet-in-wet technique was a marvel to him even though
the way to success was an arduous one. “Something
strange happened in the meantime — | fell in love with
painting on location and again rediscovered a childhood
dream world — that of the open country. | was enjoying
the best of both worlds.”

When the German pharmaceutical company he
represented eventually was closed down internationally,
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he was encouraged by his wife Doris to take a
sabbatical and concentrate on painting. By then he
was already well- known locally and highly appreciated
for his art which had been made public in 1979.
Somewhere in the late 1980s his painting became
more ethereal. He represented local landscape in a
manner no other local artist had attempted before.

He became a Romantic in his escapism from reality,
striving not to depict any hard edges even when his
mood was sombre and morose. ‘| was never after
trying to come up with something new. I'm not that type
of person. My work is all about transmitting emotions.

| do not paint to a formula. Then again, my religious
work is highly influenced by my own spirituality which
has accompanied me through life. It is thanks to this
that | have achieved that much more in inspiration and
eked a niche so particular to myself and my work. | am
still beaming from the meeting with the Pope, which
memory | cherish with joy.”
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by Pierre Vassallo

Urinary stone disease is a universal problem that is
particularly common in countries with warm climates
like Malta and even more so during the hot summer
months. It has been estimated that 14% of men and
6% of women suffer from urinary stone disease within
their lifetime. In addition, many individuals will have
recurrence of stone disease with stones recurring

in 50% of cases within 5-10 years and 70% within

20 years. Over the last decade, an increase in stone
disease in women has been reported.

Imaging urolithiasis (i.e. urinary tract stones) has evolved
over the years due to technologic advances and a
better understanding of the disease process. Baseline
tests such as X-ray intravenous urography (IVU) have
been replaced by computed tomography (CT), which
resulted in improved diagnostic accuracy and speed
and has avoided the need for bowel preparation and
intravenous injection of contrast material (Figures 1 & 2).

Figure 1 - . Axial CT scan showing a 4-mm
stone in the left distal ureter (arrow).
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Figure 2 - Coronal reformatted CT image
shows the left distal ureteric stone (arrow) and a
2-mm stone in the left upper pole (arrowhead).

The efficiency of CT in detecting stones and monitoring
treatment and follow-up has further improved with the
development of spiral and multidetector technology and
may offer further advantages with the introduction of
Dual-Energy CT scanners. Sensitivity of CT for urinary
tract stone detection is 95-98% with a specificity of
96-100%. CT also provides information regarding stone
burden, composition, and fragility, all of which may aid
in the selection of treatment strategies and may help in
predicting success of treatment. In addition, CT detects
extraurinary disease (that may mimic stone disease)
such as appendicitis, diverticulitis, pancreatitis and
gynaecological disorders. Other possible concurrent
urinary tract diseases are also detectible with CT
including renal abscesses, congenital anomalies and
neoplasms, which could potentially alter the therapeutic
approach.

As indicated earlier, the incidence of stone disease

is strongly influenced by environmental factors, but
dietary and genetic factors and certain chronic systemic
diseases also play a role. Most stones (70-80%)

are calcium-containing and include calcium oxalate
monohydrate, calcium oxalate dehydrate and calcium
phosphate. Stuvite stones account for 5-15% and

are composed of magnesium ammonium phosphate.
5-10% of stones are uric acid stones, which occur

in acid urine (pH <4.8) and may be treated by urinary
alkalinisation. Cystine, xanthine and protein-matrix
stones are usually due to hereditary factors, while

drug stones are due to concentration of medication
within the urine - such medications include Indavir,

an antiretroviral agent used for HIV/AIDS treatment

and Triamterene, a potassium-sparing diuretic. Indavir
stones are not visualized by CT due to their low density,
but clinical history should point towards this diagnosis.
Hereditary and drug stones account for <5% of all
stone disease.

Treatment of urinary tract stones depends on the
patient’s symptoms and stone location, size and
composition. Asymptomatic stones measuring <1cm
in diameter are usually observed, as they are likely to
pass spontaneously. Symptomatic stones of this size
are treated with ureteronephroscopy or extracorporeal
shockwave lithotripsy (ESWL), the former is particularly
useful for low lying stones and the latter for stones in
the renal pelvis or calyces. If fever occurs (i.e. secondary
infection), a ureteric stent is inserted to relieve the
kidney, and the stone may pass spontaneously or be
extracted at a later date. Stones measuring 1-2cm in
diameter may be treated with ESWL or percutaneous
nephrolithotomy (PCNL). PCNL is an imaging-guided

procedure that uses ultrasound or X-ray fluoroscopy
to locate the stone and to guide puncture followed
by dilatation of the tract through which the stone can
be fragmented and extracted. While larger stones
such as staghorn calculi may be treated by PCNL or
laparoscopic or open nephrolithotomy.

Success of ESWL is related to a number of factors that
may be evaluated with CT, including stone location (i.e.
lower renal pole calyces versus other calices), size,

and composition, as well as stone-to-skin distance.
Ureteronephroscopy is an endoscopic procedure in
which thin endoscopes (7-9 French in calibre) are
inserted via the urethra and bladder into the ureter and
renal pelvis. This procedure may be combined with laser
and electrohydrolic or pneumatic lithotrites to shatter the
stone and therefore ease its passage down the ureter.

Stone size and location are therefore the key factors
that influence therapeutic planning of upper urinary tract
stones. Stone composition also influences the choice
of treatment. Cystine stones do not respond to ESWL
and will require treatment with ureteronephroscopy

or PCNL. Based on stone density, CT can distinguish
three types of stone; Stones with a density < 400HU
(Hounsfield Units) are likely to be uric acid stones

and may be treated by oral dissolution therapy if
asymptomatic. If symptomatic or causing obstruction,
ESWL or ureteronephroscopy will be required. Stone
with densities >400HU are classified as non-uric acid
stones and are divided into two groups, those with
densities <1000HU and those with readings > 1000HU.
Those stones with densities 400-1000HU that are

not cystine stones may be treated with ESWL and if
refractory to that treatment with ureteronephroscopy

or PCNL is administered depending on stone location.
Those stones with densities >1000HU or cystine stones
will require ureteronephroscopy or PCNL depending on
location.

The most obvious CT sign of a urinary tract stone is
naturally seeing the stone itself, however there are
secondary signs that would improve detection rate
particularly for matrix stones such as Indavir stones that
have density readings similar to soft tissue (15-30HU).
Secondary signs include perinephric and periureteric fat
stranding, pelvic ureteric dilatation, periureteric oedema
and unilateral renal enlargement (Figure 3). Stones <1cm
in diameter that are accompanied by the presence of
secondary signs are more likely to eventually require
intervention with ureteronephroscopic extraction or
lithotripsy. Intravenous contrast material may be used
to identify the location of a non-CT-opaque stone,

Figure 3. Axial CT scan reveals secondary signs of
ureterolithiasis, including right renal enlargement,
hydronephrosis (arrow), and perinephric stranding
(arrowhead).

which would appear a filing defect in the contrast filled
uretero-pelvi-calyceal system.

Stone burden influences the success of treatment and
various ways of estimating stone size and volume on
CT have been devised including linear and volumetric
measurements as well as automated electronic volume
estimation. It has been shown that a stone burden of
more than 700 mm3 as determined from the product of
the three spatial dimensions is a significant predictor of
failure for ESWL.

Figure 4 - Axial CT scan in bone window settings
shows internal inhomogeneities (arrowhead) within a
stone (arrow) located in the right kidney.
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Stone fragility can also be assessed by CT; a stone with
heterogenous internal structure is likely to require less
sessions and is more likely to respond to ESWL than
stones with a homogeneous internal structure (Figure
4).

Stone composition has been shown to be reliably
identified by CT in vitro. The attenuation values of
urinary calculi usually fall within certain ranges: uric
acid, 200-450 HU; struvite, 600-900 HU; cystine,
600-1100 HU; calcium phosphate, 1200-1600 HU;
and calcium oxalate monohydrate, 1700-2800 HU.
However measurement in vivo is not as reliable, and by
general consensus CT density measurement is limited
to the distinction of uric acid (<400HU) from non-uric
acid (>400HU) stones and in the latter group, ESWL
treatable (<1000HU) from less likely ESWL treatable
(>1000HU) stones.

Dual-energy CT utilizes two X-ray beam energies (80
and 120kVp) to acquire tissue density information and
through X-ray beam absorption of urinary tract stones is
able to reliably distinguish calcium-containing from uric

Figure 5 - Dual-energy CT can reliably
distinguish uric acid (coded red) from calcium-
containing (coded blue) stones based on tissue
attenuation characteristics.

acid stones with a colour-coding for ease of diagnosis
(Figure 5)

Location of a renal stone is also very important in
planning therapy. A skin-to-stone distance (SSD) of
>10cm indicates an increased likelihood of failure of
potential treatment with ESWL. In addition, localization
of the stone in the upper, mid or lower calyces will
influence the percutaneous approach for PCNL.

CT analysis is finally useful for post-therapeutic
assessment and important factors include, confirmation
of stone-free status, assessment of residual stones

and detection of residual renal obstruction, perirenal
haematomas or urinomas. For dense stones larger

Bl b ;;; o

Figure 6 - CT scans taken with normal (120kVp,
240mAs) (a) and with low-dose (100kVp, 100mAs) (b)
settings, both allow confident diagnosis of the renal
stone (arrow) in spite of graininess in the low dose image.

than 10mm, plain X-rays may suffice to monitor stone
position and state of fragmentation. After urologic
intervention, identification of residual stones is important
because the recurrence rates are higher with persistent
stone fragments (50%-80%) than under stone-free
conditions (10%-15%).

Despite the immense benefits of CT, there is some
concern regarding its use in stone disease due to
the risk of radiation exposure. This is particularly

true in young individuals who undergo repeated CT
examinations for stone disease and are consequently
likely to be at risk for greater cumulative lifetime
exposure. Rough estimates of radiation exposure in
relation to the older and less sensitive IVU show a 2-5
fold increase. However careful selection of imaging
parameters, limitation of scanned levels to the area-
of-interest and new image processing alogrithms
have resulted in a much reduced radiation exposure
requirement for urologic CT (Figure 6).

In summary, CT currently plays an important
management role in patients with urolithiasis, from

the initial diagnosis to treatment planning and post-
treatment follow-up. Keeping abreast of recent
technologic developments helps to meet the growing
expectations in this field. In addition, we must be aware
of the radiation risk and to take appropriate measures
to minimize this risk and optimize the diagnostic value
of the technique.
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This series explores Dean Ornish’s 30-year research experience
into healing & disease reversal by dietary and lifestyle changes.
He is a California University Professor of Medicine in San
Francisco. This instalment continues to explain his claims why
his programme works, whilst others prove unsustainable.
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Fingertip Pulse Oximeter

Specifications:

-Integrated with SPO2 probe and processing
display module

- Can be used in: hospital, home, community
medical treatment, sports healthcare, etc.

- Can measure SPO2 and PR accurately
-5P02 and PR display, bargraph display
- Battery voltage low indication

- Low power consumption; shut off automatically
when no signal

- Very Small Compact Size(57(L) x 33(W) x32(H) in
mm) light, convenient to carry

Carry Case with every Pulse
Oximeter Purchased!!*

*Offer available untill stocks Last

Joy of living is a much better motivator than fear of dying.
Trying to scare people into changing doesn’t work very
well. Efforts to motivate people to change based on

fear of getting sick or dying prematurely are generally
unsuccessful. Similarly, talking about “prevention” or “risk
factor reduction” is boring to most people. Who wants
to live longer if they’re not enjoying life? People may say,
“I don’t care if | die early — | want to enjoy life”. Whether
good or fun is a false choice — why not both? It's both
good and fun to look good, feel good, have more energy,
think more clearly and perform better.

Behaviours that many people think are fun and sexy (like
smoking, overeating, abusing alcohol, being super-busy
and stressed out) are the ones that leave them lethargic
and depressed — how fun is that? Recent studies show
how much more dynamic our bodies are than previously
believed. What you eat and what you do can increase
blood flow in different body parts very quickly with
powerful effects — for better or worse. A meal high in
fat, sugar and calories, coffee, chronic stress, nicotine,
cocaine, amphetamines and a lack of exercise constrict
your arteries, reducing blood flow. How do feel after a big
meal? Sleepy? Why? Because your brain is receiving
less blood flow and oxygen.
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When you eat healthier, quit smoking, and exercise, your
brain receives more blood and oxygen, so you think
clearer, have more energy and need less sleep. Your face
gets increased blood flow, so your skin glows more and
wrinkles less. Your heart also gets more blood flow, so
you have more stamina and can even begin to reverse
heart disease. For many people, these are choices worth
making — not just to live longer, but to live better.

Life comes round only once and is to be fully enjoyed.
One of the most effective anti-smoking campaigns,
conducted in California, dressed up an actor like

the Marlboro Man in full cowboy regalia, and put his
photograph on billboards and magazines with a limp
cigarette hanging out of his mouth. The large headline
was IMPOTENCE, not a warning about lung cancer,
heart disease or emphysema. Studies show that half of
men who smoke are impotent — how sexy is that? This
approach was brilliant because it went to the heart of how
smoking is marketed — smoking is sexy.

The deeper issues that underlie our behaviours need to
be addressed. Information is important but not usually
sufficient to motivate lasting dietary and lifestyle changes
— if it were, nobody would smoke. We need to work

at a deeper level. Loneliness, anxiety and depression
are epidemic. If these deeper issues are addressed, it
becomes easier for people to make lasting behavioural
changes.

Change isn’t easy, but if you’re in enough pain, the idea
of changing habits may start to seem more attractive.
Awareness is the first step in healing. Part of the benefit
of pain is to get our attention, to help us make the
connection between when we suffer, and why, so we
can make choices that are a lot more fun and healthy.
Emotional pain and unhappiness are powerful catalysts for
transforming not only behaviour (e.g., diet and exercise),
but also for dealing with deeper motivating issues. We
are most successful when we address the emotional
and spiritual dimensions that most influence our choices.
It's hard to motivate depressed, lonely or fearful people
to make even simple behavioural changes in diet and
exercise. It's only when deeper issues of pain, self-
esteem, apathy and purposelessness are addressed that
people become willing to make lifestyle choices that are
life-enhancing rather than self-destructive ones.
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