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A session of the lnternational Conference on Shigellosis held in Cox's Bazar from 15-19 June19B1

INTER NATIONAL CON FERENCE
ON SHIGELLOSIS

A five-day lnternational Confe-
rence on Shigellosis sponsored by
the lnternational Centre for Diar-
rhoeal Disease Research, Bangla-
desh was held from 15-19 June
1981 in Cox's Bazar, Bangla-
desh. Scientists from Central
America, Poland, U.S.A., WHO
Switzerland, Mexico, China, Japan
and Bangladesh participated in the
Conference and presented papers
on different aspects of shigellosis.

The following were the objec-
tives of the Conference :

(1) To bring together. workers in
the various fields of shigellosis
to enable them to discuss the

latest developments in the
subject.

(2) To identify the gaps in our
knowledge and to understand
the bacteriology, epidemio-
logy, pathology and clinical
aspects of shigellosis.

(3) fo draw up a list of priority
research topics in the field of
shigellosis, particularly on the
control measures.

The participants of the Con-
ference visited the Teknaf Dysen-
tery Project of ICDDR,B which has
been collecting longitudinal in-
formation on shigellosis for the last
5 years.

SUMMERIZED VERSION
OF ABSTRACTS:

Dr. Rahaman recounted the his-
tory of shigellosis in the Cholera
Research Laboratory (now
ICDDR,B). From 1969, about 35
cases reported to the hospital
every year. ln the middle of 1972,
there was a big epidemic of shigella
in Teknaf and Dacca and itslur-
rounding areas. lt might have been
true for the whole country; but
patients reported to the CRL only
from and around Dacca City be-
cause of its location. These'were
mostly Shiga (S. dysenteriae 1)
infections; S. flexneriwas not a bi{
problem to start with, but increased
later with the decrease of Shiga
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cases. These two were almost
parallel till 1974, when a big
eprdemic broke out (this coincided
with the famine in Bangladesh)
when S. flexneri accounted for the
major share of dysenteric patients.
The trend changed in 1975, when
both S. flexneri and Shiga cases
ran parallel; in 1976 S. flexneribe-
came the dominant isolate and
this trend continued till 1978. The
S. f lexneri infections staged a
comeback in 1979 which is still
continuing.

Dr.KMSAzizofICDDR,B
presented the seasonality pattern
of shigellosis in Teknaf, a rural area
of Bangladesh for 1 977 -79. During
these three years the peak in-
cidences were in June or July. ln
July 1978 out of 165 cases, 160
were S. flexneri. No S. dysenteriae
type 1 was detected. Average for all
aoe qrouD incidence rate for these
th"ree"years was 28.7 with highest
rate of 63.9 in children aged.1 .

Dr. M R lslam of ICDDR.B
retrospectively studied leukemoid
reaction in shigellosis and its
relation to haemolytic uremic syn-
drome (HUS). Outof 3'l0casesat-
tending the hospital who had WBC
count more than 50,000/cmm of
blood, there were 91 cases of HUS;
62 cases of haemolysis and uremia;
4 cases of haemolysis and throm-
bocytopenia; 17 cases of uremia
and thrombocytopenia,'6 cases of
haemolvsis onlv and 120 cases of
uremia'only were identified. 10
cases had none of these problems.
Hyponatraemia was seen in all
these patients. Case mortality rate
due to HUS was nearlY 5Oo/o.

Success rate however increased
after repeated blood transfusion.

Dr. fl anna Stypulkowska-Misi-
urewicz from Poland also described
problems in bacteriological diag-
nosis of shigellosis. Shigellae have
the ability t"o penetrate"the epithe-
lial cells to reach submucosa and
multiply there. They are less
numerous in the stool. RecentlY
modifications have been proposed
and some steps are being taken in
rechecking bacteriological pro-
cedures. Proper collection of
sample is the keystone of identi-
fication.

Mr. K M B Hussainof ICDDR,B
related his experience frorn five
years surveillance of shiqellae
among patients with diarihoeal
diseases attending a rural hospital.
Shigellae ranked third (5.8%)
among commonly isolated enteric

pathogens. S. flexneri was'the
dominant strain isolated, and
accounted for 59% of all shigellosis
cases. Children and elderly people
were the worst affected.

Dr. M M Levinefrom the Univer-
sity of Maryland School of Medi-
cine described experiences from
induced shigella infections and
vaccines in volunteers and control-
led field studies. Volunteer studies
have demonstrated that the inocu-
lum required to induce shigellosis
in llealthy adults is quite loW (10 t-
102 organisms). Oral immuniza-
tion with attenuated S. flexneri2a
streptomycin-dependent (SMD)
and mutant hybrid (MH) in field
studies were found to be suffici-
ently safe, practical and immuno-
genrc.

Dr. Gerald T Keusch from the
Tufts University School of Medi-
cine presented the results of his
study on shigellosis, a complex
infection involving both small and
large bowel. ln this disease colo-
nic epithe.lial cell invasion by the
organism is a necessary event and
luminal colonization of the small
bowel may be critical as well.
These events are poorly under-
stood at present, especially in the
human and much remains to be
done.

The genus produces toxins
which reproduce aspects of the
disease in a variety of experimental
models. While this permits a
plausible explanation of patho-
genesis, many aspects of the toxin
action remain unknown. The hy-
pothesis is testable, however,
further work can be planned and
pursued now. When these data
become available, it should be
possible to develop and apply
rational therapeutic and prophy-
lactic interventions for this signi-
ficant human disease.

Dr. LJ Mata of INISA docu-
mented epidemiology of shigel-
losis in Central America. All species
of shigellae are prevalent in Central
America. The commonest soecies
are S. flexneri and S. s'onnei.
Though in 1969-71 an extensive
shiga bacillus epidemic occurred
at present this bacillus is rarely
detected. Ampicillin resistance
have been found among certain
strains. The changes in the diar-
rhoea mortality pattern in the area
in the last fifteen years reflect a
change in the socio-economic
pattern.

Dr. H Stypulkowska-Misiure-
wicz from Poland described epide-
miology of shigellosis in Poland

durrng the years 1965-1980.
Transition from dominating S.
flexneri infection into S. Sonnei
infection was observed for the last
20 years. Changing frequency of S.
flexneri serotypes was established.
Rare Shigellae taxon infections
though imported from abroad were
limited to primary cases only.

Dr. M U Khan of tCDDR,B
presented epidemiologic pattern
of shigellosis rn affected faniilies of
Dacca City area during 1980. He
detected the presence of shigellae
cases throughout the year. S.
flexneri had higher incidence in
October-January and accounted
tor 6-1.4% of the total number of
cases. Highest attack rate was
among the 1-4 year age group.
Among the family contacts of the
index cases, the secondary infec-
tion rate was 31.8% and secondary
case rate 12.4o/o wilh predomi-
nancy of S. flexneri index cases.

Dr. M I Huq of ICDDR,B re-
ported on the studies of isolation
and characterization of a new
shigellae phage. During routine
search for bacteriophage from
stool or bacterial cultures, a phage
which lysed S. flexneri was
isolated. lts properties were des-
cribed as big round plaque, with
burst time about 18-22 minutes,
neutralised by homologous anti-
phage serum. Only the S. dysen-
teriae lype I and all the S. flexneri
type2, partof type 3 and 4 are lysed.

Mr. KMA Aziz of ICDDR,B
presented an anthropological paper
on the transfer of human faeces
in the rural coastal areas of
Bangladesh. Normal regular move-
ments of hands of the mother after
defaecation or after cleaning the
bottom of her child are likely to play
an important role in transmitting
faeces among human beings.

Dr. M Yunus of ICDDR,B
presented findings of clinical trial
in shigellosis. The patients in two
comparable treatment groups rec-
ponded well with Ampicillin and
trimethoprim - sulfamethoxazole.
There were no significant dif
ferences in the mean numberof days
till stool culture became neqative
(1.4 days), and disappearance of
faecal WB Cs (3.0 days). While both
the drugs are effective and free from
complications trimethoprim-sul-
famethoxazole',rvas considered to
be superior in terms of abdominal
pain,tenesmus and bloody mucoid
stool.

(MORE NEXT MONTH)
LIST OF PART1CIPANTS ON
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COU NTRY
R EPO RT

BURMA
Burma is in the tropics. A sample

survey of 1 0% of patients coming to
the 399 hospitals showed that
diarrhoea was the second leading
cause (7.5o/o) of all hospitalization-.
The highest number of deaths was
due to malaria. Diarrhoea is the
single leading cause of death
among children under 12. Cholera
has been reported every year from
all over the country; since 1970
it has shown an upward trend. The
annual ihcidence rate of diarrhoea
in Burma varies between forty to
sixty thousand.

At the central level the Deputy
Director( Epidemiology) is in charge
of all communicable diseases in-
cluding diarrhoea. He is responsible
to the Director (Disease Control).
ln each state and division there is an
Epidemic Mobile Team (EMT).
ln case of an outbreak the EMT
assists (i) the basic health services
to co-ordinate measures to control
the spread (ii) in investigation wlth
laboratory support. Cholera
vaccine is used only during epide-
mics. lt is compulsory to report any
suspected case of cholera; con-
trol and preventive measures are

taken immediately even before
laboratory conf irmation.

Community Health Workers
(CHWs) under Primary Health
Care administer oral rehydration
(Oralite). To cover 15 townships
700 CHWs have been trained; by
1982, 5,240 CHWs would be
trained to cover 147 townships
(half of Burma). CHWs are sup-
plied with packets, but if needed
they are also trained to prepare
ORS (1/2 teaspoon salu I tea-
spoons sugar mixed with 5 cups
boiled and cooled water). A 5-year
Public Health Plan wasstarted from
197711978 with aid from WHO/
UNICEF. The emphasis is on
environmental sanitation, food
hygiene, water chlorination, fly
control and personal hygiene.
Among other thingsthe programme
includes re-conditioning of exist-
ing wells, extensive chlorination,
digging of tube-wellsand improved
excreta disposal.

The lnter-Regional Train-
ino Course on Diarrhoeal
Diseases-Clinical AsPects
was held in Dacca from
8-19 December 1980.
Country reports Presented bY
the participants are edited and
summarized for our readers;
this is the report Presented bY
Dr Daw Myat Thi f rom B urma

Surveillance of all diarrhoeal
diseases, with particular emphasis
on cholera, under national surveil-
lance is implemented on a country-
wide basis by the Central Epide-
miology Unit aided bythe Epidemic
Mobile Team and Rural Health
Services and by laboratory services.
Special surveys or studies are done
whenever necessary.

Laboratory confirmation bY cul-
ture for cholera can be carried out
in the state/divisional laboratories
with the National Health Labora-
tory (NHL) as'a refeience labora-
tory. lnvestigations for Salmonella
and Shigella are done by NHL and
at certain laboratories at the state
and divisional levels. An entero-
virus laboratory has not yet been
established at NHL.

As a paediatrician in a divisional
hospital, ltake part in the manage-
ment of the admitted cases referred
from all the township health
services. I am also involved in the
training of the basic health workers,
i.e. the Community Health Workers
and Auxilliary Midwives.

As I have mentioned above, re-
hydration units are available up to
the township hospital level. ln
those units patients are referred by
the basic health workers. For every
case, we grade the extent of the
dehydration, and administer re-
hydration therapy accordingly. We
use the intravenous route for the
severe grade ll and grade lll level
dehydration. For the milder grade
we use oral solutlon.

As for antibiotic, chlorompheni-
col and tetracycline were used for
very ill patients, but for mild cases
we found that oral rehydration
therapy prevents children from
reaching severe dehydration levels.

USELESS DRUGS
(Continued from Page 4)

standards are too low, considering
the needs of doctors and patients
alike.

As their leaflet explains, Lomotil
is a potentially dangerous drug
when used in infants and young
children and for this reasbn it is
required by law in the U.S., Canada
and Australia that it is contraindi-
cated for use in children aged
under two.

However, in some developing
countries, Lomotil is promoted for
use in infants aged three or six
months only. Used in these age
groups, the.results may well be
disastrous. As the leaflet explains,
severe and life threatening reac-
tions to Lomotil are not rare in this
age group.
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CAMPAIGN
AGAINST
USELESS
DRUGS

At a glance, it looks like an
advertisement-like one of the mil-
lions of promotional leaflets that
mu ltinational drug companies send
each year to doctors all over the
world. But this four-page leaflet
intended as the first of a series is
different. lt was produced by the
British action research group,
SocialAudit lt warns doctors and
their patients about the limita-
tions and potential dangers of
diphenoxylate/atropine (brand
name LOMOTIL).

The leaflet is not only about one
drug, iI aims to draw attention to
stanoards of advertising and pro-
motion of drugs which in deve-
loping countries in particular-
Social Audit says are "usuallY
indifferent and often downright
bad."

Many products sold by multina-
tional companies in developing
cou ntries are not "essential" -with -
in the meaning used by the World
Health Organization (WHO) while
those that are, tend to be relatively
expensive. Lomotilis not only not
essential, it has actually been
identified by. WHO as one of
several products of "no value" in
the treatment of diarrhoea. The
vigorous promotion of such pro-
ducts inevitably means that natio-
nal health priorities in developing
countries can become distorted.

The World Health Organization says:
aaA numbc. of m€dicinca' which alE ot

no value and are euan dangerout, are oft€n glven
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wasted in their use.tlSo . . .
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Facsimile of the four-page leaflet

This orug clearly shows some cause of death in children aged
of the gulf between the needs of under three.

Some products which may be the North and South, rich and poor. Multinational drug companies
termed as "good" producti in L.omotil doesn't "treat" diar- lvOically observe lower standards
some settingsimay be dangerous rhoea-that is, it doesn't prevent.or in developing countries-e.g. in the
in others. Take the examf,le of cure_thecondrtionit juststopsthe provision of warning and other
infant formula milk powdeis-due stuff coming out. So in the deve- useful information-than they
to the hygienic and other con- loped .countries of the North, would or could elsewhere. The
ditions iniome settings e.g. the Lomotilmay haveits uses,because companies usually try to justify
rural areas in develop-ing coun- there, diarrhoea is essentially a this by saying they obey the law in
tries, it is neither safe'nor useful, social disease, an inconvenience. different countries in which they
nor cheap enough to do anything ln developing countries, by con- operate,buttheydothisevenwhen
but harm, given ihe circumsiance6 trast. diarrhoea is frequently a life- they know perfectly well that those
in which they are used. threatening illness : it is the major (Contd onpage:3)
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