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Editorial

Dear Doctor,

We would like to thank you for your continuous support and show our gratitude 

for being with us throughout our journey for the last 10 years.   

In this issue, we would like to highlight the feature of "Silent Myocardial 

Ischemia" as Review Article. Presently, silent myocardial ischemia is becoming 

the burning issue worldwide for both developed and developing countries as 

about 40% of patients with ischemic heart diseases have acute episode of 

myocardial ischemia during their lifetimes while 75% of these episodes cause no 

symptoms and are considered as "silent".

Keeping continuation with the previous issue, we have also included         

section-3 - "Essentials of Evidence Based Clinical Practice" in Clinician's 

Corner which is the modern approach of updating knowledge in diagnosis, 

treatment and prognosis of the patient.
 

We have tried to incorporate some pictures in Visual Diagnosis section to refresh 

your memory, which, we hope will be an enjoyable exercise for you.
 

Addition to these in Case Review, we have presented a rare but interesting case 

on "Gynaecomastia, Galactorrhoea and Lung Cancer in a man". There are only 

two previously reported cases of lung cancer associated with galactorrhoea, 

including this case report and this case is the first case of lung cancer associated 

with galactorrhoea which was resolved with systemic chemotherapy.
 

Positive Pressure Ventilation is a lifesaving maneuver. Therefore, in Clinical 

Method some information about "Positive Pressure Ventilation with a face mask 

and bag valve device" along with the procedure is also given.

In addition, regular sections are presented as usual. We hope this issue will be 

more useful and informative for you.

We always welcome and count your valuable comment regarding "Info 

Medicus" that helps us to make continuous improvement as we propel forward 

with new issues.
 

Last but not the least, on behalf of the editorial board, we wish you and your 

patients a happy and safe "Monsoon" season.

Thanks and best regards,

(Dr. Rumana Dowla)

Manager, Medical Information & Research

(Dr. S. M. Saidur Rahman)

Medical Services Manager







 
The pioneering somatic pain threshold studies suggested differences 

between coronary patients either with or without angina during a 

positive exercise test. Their 3 different modalities of somatic pain 

perception were studied. When pain perception was determined by 

an electrical current applied to the thigh, asymptomatic patients had 

a significantly higher threshold. Subsequent studies from other 

laboratories confirmed their findings. A central mechanism was 

suggested in 1996, by using PET scanning to measure cerebral 

blood flow in patients with and without silent ischemia. On the 

basis of their data, it was postulated that abnormal central 

processing of afferent cardiac pain signals could be involved in the 

pathophysiology of this syndrome. 

A possible role for endorphins in cardiac pain responses also has 

been studied. Varying concentrations of these opioid-like substances 

exist in plasma and cerebrospinal fluid and may be important in 

mediating pain sensitivity. The issue is not clear cut, as different 

laboratories that have measured plasma endorphin levels during and 

after exercise tests have produced conflicting results, and 

considerable overlap exists in values between patients with and 

those without silent ischemia. Data from PTCA studies by have 

suggested a link between endorphin levels and symptoms, but in 

another study, found endorphin release to be common during both 

spontaneous and provoked acute myocardial ischemia and to have 

no correlation with intensity of chest pain. Thus, the evidence 

linking endorphins to silent myocardial ischemia is suggestive but 

not conclusive. This is true in non diabetics as well as diabetics. 

Diabetics also have overt neuropathy as an additional contributing 

factor to their silent ischemia, although in many instances the 

neuropathy is subclinical and can only be detected by demonstration 

of autonomic impairment. According to a recent study, the 

combination of microalbuminuria and silent ischemia in 

asymptomatic diabetics identifies a particularly high-risk subgroup 

for future cardiac events.  

Benzodiazepines have been shown to interact with opioid 

antinociception. Considering the importance of inflammation and 

leukocytes in myocardial ischemia, the expression of peripheral 

benzodiazepine receptors on leukocytes may be different in patients 

with and without angina during myocardial ischemia. Recently a 

study suggested that the expression of these receptors was indeed 

higher in patients with silent ischemia, also studied production of 

inflammatory cytokines in a similar patient population and reported 

that an "anti-inflammatory pattern" of cytokine production was 

observed in the patients with silent ischemia. So it concluded that 

the activation of the immune-inflammatory system may be crucial 

for production of anginal symptoms.

Hemodynamic studies

Hemodynamic abnormalities during silent ischemia unlike the 

endorphin controversy, this is an area where increasing data have 

proven useful in clarifying physiological mechanisms and it is 

apparent that hemodynamic abnormalities occur first and that pain 

follows electrocardiographic changes and is the final event in the 

sequence of events that characterizes an episode of myocardial 

ischemia. Holter monitoring has also proven useful in clarifying 

pathophysiologic mechanisms during silent ischemia. Early studies 

of ambulatory ischemia noted that almost 80% of total ischemic 

episodes were silent and that most of the asymptomatic episodes 

were short, whereas the symptomatic ones were just as likely to be 

long as short. As more and more studies using the Holter monitor 

have been published, it is apparent that there is a circadian 

variation in ischemic episodes, with most coming after arousal in 

the morning, or waking and rising at night. This circadian variation 

is the same in both men and women. What triggers myocardial 

ischemia during certain activities and not during others? This is a 

question to which ambulatory ECG monitoring has helped provide 

answers by correlating ECG data to diaries of daily events, 

concurrent drawing of blood catecholamines, etc. A relation to 

enhanced platelet aggregation or variations in vascular tone has 

been suggested. The importance of physical exertion, anger, 

smoking, and mental stress has all been well documented with the 

latter receiving special attention. It concluded that "autonomic 

change consistent with vagal withdrawal can act as a precipitating 

factor for daily life ischemia in episodes triggered by mental 

activity." One of the most intriguing physiological observations  

has been the steady increase in heart rate preceding the ischemic 

episode. 

Even when not frankly tachycardia, this increased heart rate varies 

suggests more of a "demand" than "supply" imbalance as a basis 

for many of the episodes that were once thought to be vasospastic 

in origin.  Documenting silent ischemia in patients with true variant 

angina represents a unique problem because in its purest form ST 

elevation is the predominant finding. Criteria for ST elevation on 

the ambulatory ECG are not as well developed as for ST 

depression, but it is generally accepted that the abnormality should 

be profound (>2 mm) to be considered significant.

Fig: Vagal pathways to spinothalamic tract cells in upper spinal cord. Vagal pathways are shown 

(green) with a relay through the nucleus of the solitary tract (NTS. Vagal input probably reaches 

the T1-T5 segments through a propriospinal relay with cell bodies in the C1-C2 segments (red). 

Vagal excitation primarily excites spinothalamic tract neurons in C1-C2 and inhibits 

spinothalamic tract neurons in T1-T5

To thalamusNTS

C1-C2

C5-C6

C7-C8

T1-T5
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Risk factors
Factors that may increase risk of developing silent myocardial 

ischemia include: 

n Tobacco: Smoking and long-term exposure to secondhand smoke 

damage the interior walls of arteries - including arteries of the 

heart - allowing deposits of cholesterol and other substances to 

collect and slow blood flow. Smoking also increases the risk of 

blood clots forming in the arteries that can cause myocardial 

ischemia.

n Diabetes: Diabetes is linked to an increased risk of myocardial 

ischemia, heart attack and other heart problems.

n Hypertension: Over time, high blood pressure can damage 

arteries that feed the heart by accelerating atherosclerosis. 

n Dyslipidaemia: Cholesterol is a major part of the deposits that 

can narrow arteries throughout the body, including those that 

supply the heart. A high level of LDL cholesterol in blood is 

linked to an increased risk of atherosclerosis and myocardial 

ischemia. A high LDL level may be due to an inherited condition 

or a diet high in saturated fats and cholesterol. A high level of 

triglycerides, may also contribute to atherosclerosis. 

n Lack of physical activity: An inactive lifestyle contributes to 

obesity and is associated with higher cholesterol and 

triglycerides and an increased risk of atherosclerosis. 

n Obesity: Obese people have a high proportion of body fat, often 

with a body mass index of 30 or higher. Obesity raises the risk of 

myocardial ischemia because it's associated with high blood 

cholesterol levels, high blood pressure and diabetes.

n Family history: Positive family history of heart attack or 

coronary artery disease may be at increased risk of myocardial 

ischemia. 

Clinical assessment
On SMI, a large percentage of patients with ischemic heart disease 

have both symptomatic and silent episodes. Symptomatic ischemia 

may not present with classic anginal symptoms but with anginal 

equivalents such as 

n Dyspnea 

n Fatigue

n Palpitations 

n Chest pain 

Additional symptoms may include palpitations and fatigue Patients 

may describe fatigue as an inability to walk long distances or as 

feeling a sudden onset of weakness. Obtain a detailed history, 

including subjective changes as detailed above, and note any 

cardiovascular risk factors. Patients who exhibit these symptoms 

may need to be evaluated for CAD.

Modalities in the diagnosis of SMI
The exercise treadmill test (ETT) and ambulatory (Holter) 

monitoring are the most readily available and frequently used tests 

to identify silent ischemia in clinical practice. Exercise testing 

Exercise testing appears to be the most suitable laboratory 

diagnostic test to document silent myocardial ischemia in 

asymptomatic individuals such as patients with no history of CHD 

and in those with a history of CHD or exertional angina. Exercise 

testing is frequently used to screen high risk, asymptomatic persons 

to identify those with asymptomatic CHD.

Exercise ECG: ECG during ETT was performed by using 12 

standard leads on a treadmill according to Bruce protocol. The 

protocol had seven stages, each lasting 3 min resulting in 21 minute 

exercise for a complete test.

The exercise test was considered positive if there was a horizontal 

and down slopping ST segment depression of at least 1 mm 

occurring at least 0.08s after the J point. The test was considered 

negative when the heart reached the maximal predicted exercise 

heart rate (calculated without a change in ST segment with the 

ASTRAND formula, 220 - age) without a change in ST segment.

Conventional ST segment analysis during ETT is moderately 

sensitive in detecting CHD. However, it has low specificity because 

of an unacceptably high rate (10 to 35 percent) of false positive 

responses, particularly in asymptomatic persons and especially in 

women. As a result, the diagnosis of myocardial ischemia by ETT 

in asymptomatic individuals must be confirmed by radionuclide 

imaging techniques that is thallium perfusion scintigraphy or 

exercise ventriculography before the subject is labeled as having 

silent ischemia.
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Fig: Exercise Treadmill Test (ETT)

Normal

Rising ST

Downsloping ST-segment elevation

Plane depression

J-point depression

Fig: Variation of ECG in SMI



 



Screening asymptomatic patients with noninvasive testing

Low risk

Advise patient that weight loss is the

most important intervention. Recommend

a healthful diet with plenty of fruits and 

vegetables, and encourage daily exercise

Intermediate

risk (>10% at

10 years

for CV event)

Order noninvasive testing

include exercise treadmill test, nuclear study,

stress echocardiogram, and 64-slice CT scan

An early positive result on noninvasive testing

indicates high risk. Cardiology consultation 

High risk

 (> 20% at 10 years

 for CV event)











  

Ideally, we would also look to randomized trials to address issues of 

harm. For many potentially harmful exposures, however, randomly 

allocating patients is neither practical nor ethical.  For instance, one 

cannot suggest to potential study participants  that an investigator 

will decide by the flip of a coin  whether or not they smoke during 

the next 20 years. For exposures like smoking, the best one can do is 

identify studies in which personal choice, or happenstance, 

determines whether people are exposed or not exposed. These 

observational studies (often subclassified as cohort or case-control 

studies) provide weaker evidence than randomized trials.

Figure 3-3 depicts a common observational study design in which 

patients with and without the exposures of interest are followed 

forward in time to determine whether they experience the outcome 

of interest. For smoking, one important outcome would likely be 

the development of cancer. For sorting out differential diagnosis, 

we need a different study design (Figure 3-4). Here, investigators 

collect a group of patients with a similar presentation (painless 

jaundice, syncope, headache), conduct an extensive battery of tests, 

and, if necessary, follow patients forward in time. Ultimately, for 

each patient they hope to establish the underlying cause of the 

symptoms and signs with which the patient presented.

  Figure 3-2

Structure of Randomized Trials
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Figure 3-4

Structure for studies of differential diagnosis
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Figure 3-3

Structure of Observational Cohort studies

Eligible

patients 

Outcome

Outcome

Choice or happenstance

 Exposed to potential harm

Not exposed



Establishing the value of a particular diagnostic test (what we call 

its properties or operating characteristics) requires a slightly 

different design (Figure 3-5). In diagnostic test studies, 

investigators identify a group of patients in whom they suspect a 

disease or condition of interest exists (such as tuberculosis, lung 

cancer, or iron-deficiency anemia), which we call the target 

condition. These patients undergo the new diagnostic test and a 

reference standard, gold standard, or criterion standard. 

Investigators evaluate the diagnostic test by comparing its 

classification of patients with that of the reference standard  

(Figure 3-5).

A final type of study examines a patient's prognosis and may 

identify factors that modify that prognosis. Here, investigators 

identify patients who belong to a particular group (such as pregnant 

women, patients undergoing surgery, or patients with cancer) with 

or without factors that may modify their prognosis (such as age or 

comorbidity). The exposure here is time, and investigators follow 

patients to determine whether they experience the target outcome, 

such as a problem birth at the end of a pregnancy, a myocardial 

infarction after surgery, or survival in cancer (Figure 3-6).

Three examples of question clarification

We will now provide examples of the transformation of 

unstructured clinical questions into the structured questions that 

facilitate the use of the medical literature.

Example 1: Diabetes and target blood pressure-

A 55-year-old white woman presents with type 2 diabetes    

mellitus and hypertension. Her glycemic control is excellent     

with metformin, and she has no history of complications. To 

manage her hypertension, she takes a small daily dose of a  

thiazide diuretic. During a 6-month period, her blood pressure is 

near 155/88 mm Hg.

Initial question: When treating hypertension, at what target blood 

pressure should we aim?

Digging deeper: One limitation of this formulation of the question 

is that it fails to specify the population in adequate detail. The 

benefits of tight control of blood pressure may differ in diabetic 

patients vs nondiabetic patients, in type 1 vs type 2 diabetes, and in 

patients with and without diabetic complications.

The detail in which we specify the patient population is a double-

edged sword. On the one hand, being very specific (middle-aged 

women with uncomplicated type 2 diabetes) will ensure that the 

answer we get is applicable to our patients. We may, however, fail 

to find any studies that restrict themselves to this population. The 

solution is to start with a specific patient population but be ready to 

drop specifications to find a relevant article. 

Figure 3-5

Structure for studies of diagnostic test properties
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Figure 3-6

Structure of studies of prognosis
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  In this case, we may be ready to drop the "female," "middle-aged," 

"uncomplicated," and "type 2," in that order. If we suspect that 

optimal target blood pressure may be similar in diabetic and 

nondiabetic patients, and it proves absolutely necessary, we might 

drop the "diabetes."

We may wish to specify that we are interested in the addition of a 

specific antihypertensive agent. Alternatively, the intervention of 

interest may be any antihypertensive treatment. Furthermore, a key 

part of the intervention will be the target for blood pressure control. 

For instance, we might be interested in knowing whether it makes 

any difference if our target diastolic blood pressure is less than 80 

mm Hg vs less than 90 mm Hg. Another limitation of the initial 

question formulation is that it fails to specify the criteria by which 

we will judge the appropriate target for our hypertensive treatment.

Improved (searchable) questions: 

n A question of  Therapy

Patients: Hypertensive type 2 diabetic patients without 

diabetic complications.

Intervention: Any antihypertensive agent aiming at a target 

diastolic blood pressure of 90 mm Hg vs a comparison target 

of 80 mm Hg.

Outcomes: Stroke, myocardial infarction, cardiovascular 

death, total mortality.

Example 2: Transient loss of consciousness-

A 55-year-old man, previously well, although a heavy drinker, 

presents to the emergency department with an episode of transient 

loss of consciousness. On the evening of presentation, he had his 

usual 5 beers and started to climb the stairs at bedtime. The next 

thing he remembers is being woken by his son, who found him 

lying near the bottom of the stairs. The patient took about a minute 

to regain consciousness and remained confused for another 2 

minutes. His son did not witness any shaking, and there had not 

been any incontinence. Physical examination result was 

unremarkable; the electrocardiogram showed a sinus rhythm with a 

rate of 80/min and no abnormalities. Glucose, sodium, and other 

laboratory results were normal.

Initial question: How extensively should I investigate this patient? 

Digging deeper:  The initial question gives us little idea of where to 

look in the literature for an answer. As it turns out, there is a host of 

questions that could be helpful in choosing an optimal 

investigational strategy. We could, for instance, pose a question of 

differential diagnosis: If we knew the distribution of ultimate 

diagnoses in such patients, we could choose to investigate the more 

common and omit investigations targeted at remote possibilities.

Other information that would help us would be the properties of 

individual diagnostic tests. If an electroencephalogram were 

extremely accurate for diagnosing a seizure, or a 24-hour Holter 

monitor for diagnosing arrhythmia, we would be far more inclined 

to order the tests than if they missed patients with the underlying 

problems or falsely labeled patients without the problems.

Alternatively, we could ask a question of prognosis. If patients like 

ours had a benign prognosis, we might be much less eager to 

investigate extensively than if patients tended to do badly. Finally, 

the ultimate answer to how intensively we should investigate might 

come from a randomized trial in which patients similar to this man 

were allocated to more vs less intensive investigation.

Improved (searchable) questions: 

n A question of differential diagnosis

Patients: Middle-aged patients presenting with transient loss 

of consciousness.

Intervention/Exposure: Thorough investigation and follow-

up.

Outcomes: Frequency of underlying disorders such as 

vasovagal syncope, seizure, arrhythmia, and transient 

ischemic attack. 

n A question of diagnosis

Patients: Middle-aged patients presenting with transient loss 

of consciousness.

Intervention/Exposure: Electroencephalogram.

Outcomes: Gold standard investigation (probably long-term 

follow-up). 

n A question of prognosis

Patients: Middle-aged patients presenting with transient loss 

of consciousness.

Intervention/Exposure: Time.

Outcomes: Morbidity (complicated arrhythmias or seizures, 

strokes, serious accidents) and mortality in the year after 

presentation. 

n A question of therapy

Patients: Middle-aged patients presenting with loss of 

consciousness.

Intervention/Exposure: Comprehensive investigation vs a 

comparator of minimal investigation.

Outcomes: Morbidity and mortality in the year after 

presentation. 



Example 3: Squamous cell carcinoma-

A 60-year-old man with a 40-pack-year smoking history presents 

with hemoptysis. A chest radiograph shows a parenchymal mass 

with a normal mediastinum, and a fine-needle aspiration of the 

mass shows squamous cell carcinoma. Aside from hemoptysis, the 

patient is asymptomatic and physical examination result is entirely 

normal.

Initial question: What investigations should we undertake before 

deciding whether to offer this patient surgery?

Digging deeper:  The key defining features of this patient are his 

non-small cell carcinoma and the fact that his medical history, 

physical examination, and chest radiograph show no evidence of 

intrathoracic or extrathoracic metastatic disease. Alternative 

investigational strategies address 2 separate issues: Does the 

patient have occult mediastinal disease, and does he have occult 

extrathoracic metastatic disease? For this discussion, we will focus 

on the former issue. Investigational strategies for addressing the 

possibility of occult mediastinal disease include undertaking a 

mediastinoscopy or performing a computed tomographic (CT) scan 

of the chest and proceeding according to the results of this 

investigation.

What outcomes are we trying to influence in our choice of 

investigational approach? We would like to prolong the patient's 

life, but the extent of his underlying tumor is likely to be the major 

determinant of survival, and our investigations cannot change that. 

We wish to detect occult mediastinal metastases if they are present 

because, if the cancer has spread to the mediastinum, resectional 

surgery is unlikely to benefit the patient. Thus, in the presence of 

mediastinal disease, patients will usually receive palliative 

approaches and avoid an unnecessary thoracotomy.

We could frame our structured clinical question in 2 ways. One 

would be asking about the usefulness of the CT scan for 

identifying mediastinal disease. More definitive would be to ask a 

question of therapy: what investigational strategy would yield 

superior clinical outcomes?

Improved (searchable) questions: 

n A question of diagnosis

Patients: Newly diagnosed non-small cell lung cancer with no 

evidence of extrapulmonary metastases.

Intervention: CT scan of the chest.

Outcome: Mediastinal spread at mediastinoscopy.

n A question of therapy

Patients: Newly diagnosed non-small cell lung cancer with no 

evidence of extrapulmonary metastases.

Intervention: Mediastinoscopy for all or restricted to those 

with suspicious lesions on CT scan of the thorax.

Outcome: Unnecessary thoracotomy. 

Defining the question: Conclusion

Constructing a searchable question that allows you to use the 

medical literature to solve problems is no simple matter. It requires 

a detailed understanding of the clinical issues involved in patient 

management. The 3 examples in this section illustrate that each 

patient encounter may trigger a number of clinical questions and 

that you must give careful thought to what you really want to 

know. Bearing the structure of the question in mind-patient, 

intervention or exposure and control, and outcome-is extremely 

helpful in arriving at an answerable question. Identifying the type 

of questions-therapy, harm, differential diagnosis, diagnosis, and 

prognosis-will further ensure that you are looking for a study with 

an appropriate design.

Careful definition of the question will provide another benefit: you 

will be less likely to be misled by a study that addresses a question 

related to the one in which you are interested, but with 1 or more 

important differences. For instance, making sure that the study 

compares experimental treatment to current optimal care may 

highlight the limitations of trials that use a placebo control. 

Specifying that you are interested in patient-important outcomes 

(such as long bone fractures) makes vivid the limitations of 

studies that focus on substitute or surrogate endpoints (such as 

bone density). Specifying that you are primarily interested in 

avoiding progression to dialysis will make you appropriately wary 

of a composite endpoint of progression to dialysis or doubling of 

serum creatinine level. You will not reject such studies out of 

hand, but the careful definition of the question will help you to 

critically apply the results to your patient care.

A final crucial benefit from careful consideration of the question is 

that it sets the stage for efficient and effective literature searching 

to identify and retrieve the best evidence.

Reference: JAMA evidence, 2nd edition, pp: 17-31

In the next issue of Info Medicus we will publish the subsequent 

sections of Essentials of Evidence Based Clinical Practice. 





Reference: BBC Health
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Jog your memory

InfoQuiz

1.  Oral Contraceptive Pills increases the risk of         

 a) Thromboembolisim

 b) Breast Carcinoma

 c) Endometrial Carcinoma

 d) Liver Cirrhosis 

2.  In stage of starvation which type of sequence 

is correct?

 a) Carbohydrate-fat-protein

 b) Carbohydrate-protein-fat

 c)  Fat-carbohydrate-protein

 d) Protein-fat-carbohydrate

3.  BMR mainly increased by

 a) Thyroxine

 b) Pregnancy

 c) Exercise

 d) Phenobarbital

4.  A middle aged old male taking betel nuts 

and pan. He is most likely to develop

 a) Keratinization

 b) Erythroplakia

 c) Leukoplakia

 d) Sub mucous fibrosis 

5.  A 5 years old child with generalized edema 

and protienuria of 3.6 gm in 24 hours.The 

most important underlying mechanism of 

edema                      

 a) Increased hydrostatic pressure

 b) Decreased hydrostatic pressure

 c) Decreased colloidal osmotic pressure

 d) Increased colloidal osmotic pressure

6.  A 26 years old women presented with 36 

weeks of gestation &  bilirubin 30 mmol /l. 

The most life threatening hepatitis to 

mother in near future would be

 a) Hepatitis C

 b) Hepatitis E

 c) Hepatitis B

 d) Hepatitis A

 

7.  Which is the most specific test for excessive 

growth hormone?

 a) Arginine

 b) Exercise tolerance test

 c) Benedict's test 

  d) Insulin tolerance test

8.  A child having loss of sensation on little 

finger due to the fracture of posterior aspect 

of elbow. Which ligament / tendon may 

rupture?

 a) Ulnar collateral

 b) Radial collateral

 c) Flexor carpi ulnaris tendon

 d) Extensor carpi radialis longus

9. Which of the following doesn't cause 

hypocalcaemia?

 a) Prostate carcinoma

 b) Hepatocellular carcinoma

 c) Bronchogenic carcinoma

 d) Ovarian carcinoma

10.  Which Antacid delay gastric emptying?

 a) Magnesium hydroxide

 b) Aluminium hydroxide 

 c) Sodium bicarbonate

 d) Magnesium carbonate

Please select the 

correct answer by (  ) 

against a, b, c, d of 

each questions in the 

Business Reply Card 

and send it through 

our colleagues or mail 

within 16 August 

2013; this will ensure 

eligibility for the 

Raffle Draw and the 

lucky winners will get 

attractive prizes! 
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MBBS, FCPS (ENT)

Medical Centre, Chittagong

Dr. Abdur Rahim

MBBS

Steel Mill Bazar

Chittagong

Dr. Md. Shaheen Abdur Rahman 
MBBS, BCS (Health)
Medical Officer
Sadar Hospital 
Cox's Bazar

Dr. J Q Nila
MBBS, DMU, M.Phil
Pahartali, Chittagong

Dr. Safiul Alam
MBBS, MD (Cardiology)
Sergiscope PVT. Ltd
Katalgong, Chittagong

Dr. Md  Solim Ullah

MBBS, D-Card

Chittagong Diabetic General Hospital

Dr. Nurul Karim Rashed

MBBS, D-Card

Nuhash Medical Hall

Sitakunda Bazar

Sitakundo, Chittagong

Dr. Liakat Ali Khan 
MBBS
Rajgonj, Comilla

Dr. Md. Monirul Islam Chowdhury
MBBS
Medical Officer, UHC 

Chouddagram, Comilla

Dhaka

Chittagong Comilla

Rangpur
Dr. Saki Md Jakiul Alam
MBBS, FCPS (Medicine)
Dinajpur Medical College
Dinajpur

Dr. Mostofa Moinuddin Ahmed
MBBS, BCS (Health)
UHC, Baragari, Domar
Nilphamari

Dr. Md. Shafiqul Haque 
MBBS
Pulse clinic
Master para, Gaibandha

Faridpur
Dr. Arun Kanti Biswas
MBBS
Gopalgonj Nursing Home, Gopalgonj

Dr. Md. Musa Khan
MBBS
RMO
Upazilla Health Complex
Damudya, Shariatpur

Tangail
Dr. Noren Kumar Roy
MBBS
Niramoy clinic
Manikgonj

Dr. Pabon Kumar Saha
MBBS
Kumudini Medical College Hospital 
Mirjapur, Tangail

Jessore
Dr. Tapankor Biswas
MBBS
Jessore Medical College & Hospital
Jessore

Dr. Abu Md. Zahurul Islam
MBBS, DTCD
Alamdanga, Jessore

Maizdee
Dr. Md. Shahidullah Dider
MBBS, FCPS (Medicine)
Upasham General Hospital
S.S.K.Road, Feni

Dr. Salma Chowdhury
MBBS, EOC (Gynae)
Upasham General Hospital
Laxmipur 

Dr. Shamim Ara Nasrin
MBBS, DGO
Feni Clinic, S.S.K.Road
Feni
Dr. Md Safayet Hossain 
MBBS, D-Card
Jahan Pharmacy
Main road, Maijdee court
Noakhali

Bogra
Dr. Md. Mahabub  Alam Siddiqui
MBBS, DTCD
Chest specialist
Nowgaon Chest Care
Kazir more, Nowgaon

 

Rajshahi

Dr. Md. Jahirul Haque
MBBS, FCPS (Medicine)
Assistant Professor
Rajshahi Medical College

Info Quiz



July-September 2013

Volume 10   Issue 3

Published by

Medical Services Department

ACI Pharmaceuticals

Novo Tower, 9th Floor, 270 Tejgaon Industrial Area, Dhaka-1208

Designed by

Creative Communication Ltd.

Road # 123, House # 18A , Gulshan 1, Dhaka 1212 ACI Limited


