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President’s message

| hope you all are enjoying the Holiday season. We have been actively at work improving our web page,
updating various information and making it more user-friendly. In addition, | would like to personally
thank our team who worked on the BMANA newsletter. If any of you have any publications,
announcements, or achievements regarding our members, please contact our Scientific and Cultural
Secretary, Dr. Yusufal Mamoon. | would also like to give thanks to our Young Physician’s Secretary, Dr.
Adeeba Anjum Geeti, and our members across the country who are working tirelessly to help our young
Physicians thrive.

Most importantly, | am requesting all our members to encourage eligible physicians in North
America to join BMANA and help our organization grow and flourish. | would like to take this
opportunity to thank all our members for your support & effort in making BMANA even better. If you
have any ideas or suggestions please share it with us. | wish you all Happy Holidays and a Happy New
Year.

Best Regards,
M.Ziaur Rahman, MD, MBBS from CMC

President, BMANA



Md Yusufal Mamoon MD, MBBS from RMC
Assistant Professor, Queens Hospital center, NY

Scientific and Social Secretary, BMANA

Welcome all, to our first BMANA newsletter. This newsletter is the place where you all can share any
news articles, accounts of achievements, poetry, or narratives with everyone in BMANA. Creating this
newsletter was a necessary step toward increasing the participation of the members of BMANA. But, in
order for this newsletter to be successful, we need your help, and we would highly appreciate it if you
would email us any written works you would like to have published in this newsletter. Also, send us any
feedback or advice you think would help us improve the newsletter.

| would like to wish everyone a happy and prosperous new year. In 2020 we hope to continue our
progress towards making BMANA a more unified and vigilant organization. Our next newsletter will be
on June 2020. Please forgive us for our mistakes and help us make this newsletter useful and
informative.

Md Yusufal Mamoon
Scientific and Social secretary, BMANA

Please E mail your writings at mamoonbmana@gmail.com
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Recorded lectures on basic EKG:

Chowdhury H. Ahsan, M.D., F.A.C.C. F.S.C.A.l. Director of the Cardiology Fellowship program,
University of Nevada School of Medicine MBBS from Dhaka Medical College.

To see the video please press Ctrl and click the following link.

https://drive.google.com/.../1VbFoQR314DNXkSyrOyc_3KJmLx.../view

Dr Ahmad Morshed, MD, MBBS from CMC

Cardiology Attending, Maimonides hospital, NY

Member At Large, BMANA

To see the video please press Ctrl and click the following link from 26 minutes:

https://www.facebook.com/BMANA.USA/videos/570122890148691/



https://l.facebook.com/l.php?u=https%3A%2F%2Fdrive.google.com%2Ffile%2Fd%2F1VbFoQR3I4DNXkSyrOyc_3KJmLxUYYGkJ%2Fview%3Ffbclid%3DIwAR0j6BFqFt-dJ6EUlWn54typxcXacnVTo9XKfZ-CE3NhifStCijophNLvT0&h=AT0GjzU-OeMgU2eaS4uLuadvVAcn5ycdaNCOcwfIlF7WlczbWMNP-5PQkGHT7JFW5rRyowW3f55fcmz6ohHyKMY5vAvGQZ0dpTQIT4oVu25S5BFA4uoJ0anwlSmBOuixzuA4g9CxbMzJhZkvNVN1iZKpp-DknFoR2kDJyP9QZ11qeC426IbyoZqVUg-f_RRxdQ1O7ssm4fkwmhFZUEmg923LE56GLzNGCsStPvwtzY4xkt9geLsFG-COo05F7dgC2y_wfXOVlnGoAwYMKBgt0IxpQUZXWKL0TvIQbADoDkp9BWtao1-DJpsAxj0Yz5Z8bPMUtsheGlTm673gIysLj8ZG8dTKHn6jv3E89HZMWJoPy5qPqYeEnKKZyyozLWIgT1g_2ZGIbZ2ZB9zjp6sD6e3JYXAU9SyyPjuaa1qhwUfDl0rB23eG1gdDJP_p6t8vc_HWqtI329kQY4n6sJOoiQCe0ohIfCgXFwmp4bUD6T995ibULF56IH_xxziVBIj8bc_5FsJv98eH7x0r4LJeASsJkeQpJ4F7Egw3K06GQnC-YVaWG-y8_4mDdFDWAUndrdMXN3-n8W78AgO1BtU2Re28qXe940UVQSTVV3Kq7xKNbYOE0zJudP-Vbeh8MPetSA
https://www.facebook.com/BMANA.USA/videos/570122890148691/

Scientific Section:

Muhammad M. Zaman, MD. MBBS from SOMC
Attending Physician, Coney Island Hospital, Brooklyn, NY.
Assistant Professor of Medicine, SUNY Health Science Center, Brooklyn, NY.

DANGUE VIRUS DISEASE 2019:

The Epidemic: The Bangladesh Directorate General of Health Services (DGHS) has reported
50,974 dengue fever cases during the month of August 2019, total for one month tops the total
cases reported in the country from 2000 through 2018 (50,148). About six out of ten cases have
been reported in Dhaka, with some 42 percent reported cases outside the capital. There is no sign
of slowing down. The total number of cases reported since the start of January to October 14,
2019 reached 91,115. Along with new cases, death toll is also raising. So what is behind this
rapidly expanding epidemic and severe disease?



Year-wise dengue cases and deaths in Bangladesh (2000 to 2019) updated on

28.08.2019
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The Virus: Reports of dengue-like illness date back more than 200 years, but viral etiology of the
disease was established in the 1940s. Dengue viruses are RNA viruses belongs to family
Flaviviridae, genus Flavivirus, and consists of at least four antigenically related but distinct
viruses, designated as types 1 through 4. Transmitted by Aedes aegypti mosquitoes, generally
regarded a day time mosquitoes, also transmits yellow fever, West Nile fever, chikungunya, Zika
virus, and several encephalitis viruses.

Pathogenesis: Dengue virus is introduced into the skin when an infected mosquito takes a blood
meal from a susceptible host. During the first 24 hours, virus could only be isolated from the
injection site. The major cell type infected is not well defined; but Langerhans cells, dermal
fibroblasts, as well as human skin dendritic cells are permissive for dengue viral infection.


http://outbreaknewstoday.com/wp-content/uploads/2019/08/Untitled-12.png

Following fusion of viral and human cell membranes, the viral RNA enters the cytoplasm. The
viral proteins are then translated directly from the viral RNA as a single polyprotein, which is
cleaved to yield the three structural and seven nonstructural (NS) proteins, NS 1 antigen is being
used for early diagnosis of dengue infection.

Immune response: Infection of human cells leads to production of interferons which inhibits
dengue virus infection. In addition, dengue virus—infected cells are susceptible to lysis by natural
killer cells in vitro. However, dengue viral proteins are able to inhibit both the production of
interferons and their antiviral function in infected cells. In several studies, the expression of
genes associated with type | interferon signaling was significantly lower in patients with dengue
shock syndrome (DSS) than in patients without DSS. The antibody response to dengue virus
infection is primarily directed at serotype-specific determinants, but there is a substantial level of
serotype-cross-reactive antibodies. The T lymphocyte response to dengue virus infection also
includes both serotype-specific and serotype-cross-reactive responses. Dengue virus-specific
CD4+ and CD8+ T cells can lyse dengue virus-infected cells in vitro and produce cytokines such
as IFN-gamma, tumor necrosis factor (TNF)-alpha, and lymphotoxin. In vitro, IFN-gamma can
inhibit dengue virus infection of monocytes. However, IFN-gamma also enhances the expression
of Ig receptors, which can augment the antibody-dependent enhancement of infection.

Phases of infection: Dengue virus infection consists of three phases: a febrile phase, a critical
phase, and a recovery phase.

The febrile phase of dengue virus infection is characterized by sudden high-grade fever with
headache, vomiting, myalgia, arthralgia, and a transient macular rash in some cases. The febrile
phase lasts for three to seven days, after which most patients recover without complications.
Headache, eye pain, and joint pain occur in 60 to 70 percent of cases. Additional manifestations
may include gastrointestinal symptoms (including anorexia, nausea, vomiting, abdominal pain,
and diarrhea) and respiratory tract symptoms (cough, sore throat, and nasal congestion).
Hemorrhagic manifestations may be observed in the febrile phase and/or critical phase.
Leukopenia and thrombocytopenia (<100,000 cells/mms) are common. Serum aspartate
transaminase (AST) levels are frequently elevated; the elevations are usually modest (2 to 5
times the upper limit of normal values), but marked elevations (5 to 15 times the upper limit of
normal. Between days 3 and 7 of the illness, the clinician must watch for signs of vascular
leakage. These include persistent vomiting, increasingly severe abdominal pain, tender
hepatomegaly, a high or increasing hematocrit level (>20 percent from baseline) concurrent with
a rapid decrease in the platelet count, development of pleural effusions and/or ascites, mucosal
bleeding, and lethargy or restlessness.



Critical phase of illness develops around the time of defervescence (typically days 3 to 7 of
infection), a small proportion of patients (typically children and young adults) develop a
systemic vascular leak syndrome characterized by plasma leakage, bleeding, shock, and organ
impairment (Capillary leak syndrome). The critical phase lasts for 24 to 48 hours. Initially,
adequate circulation may be maintained by physiologic compensation, resulting in pulse pressure
narrowing (systolic pressure minus diastolic pressure <20 mmHg), the patient may appear well,
and the systolic pressure may be normal or elevated. Nonetheless, urgent, careful resuscitation is
needed; once hypotension develops, systolic pressure falls rapidly and irreversible shock may
follow despite aggressive attempts at resuscitation. Imaging modalities for detection of plasma
leakage include ultrasonography (of the chest and abdomen) and chest radiography. Moderate-to-
severe thrombocytopenia is common during the critical phase; nadir platelet counts <20,000
cellssfmms may be observed, followed by rapid improvement during the recovery phase.

During the convalescent phase, plasma leakage and hemorrhage resolve, vital signs stabilize,
and accumulated fluids are resorbed. An additional rash (a confluent, erythematous eruption with
small islands of unaffected skin that is often pruritic) may appear during the convalescent phase.
The recovery phase typically lasts two to four days; adults may have profound fatigue for days to
weeks after recovery.

Primary versus secondary infection: Infection with one of the four serotypes of dengue virus
(primary infection) generally provides long-lasting immunity to infection with a virus of the
same serotype. In contrast, immunity to the other dengue serotypes is transient, and individuals
can subsequently be infected with another dengue serotype (secondary infection). The Kkinetics of
dengue virus-specific antibodies in secondary dengue infections differ from those of primary
dengue infections in several ways. 1. Low concentrations of antibodies to the virus serotype
causing the secondary infection are present before exposure to the virus. As a result, antibody-
dependent enhancement of infection leading to more severe immune response could occur early
in secondary dengue virus infections, 2. Concentrations of dengue virus-specific antibodies
increase earlier in secondary infection, reach higher peak titers, with greater potential for
forming immune complexes of dengue virions and activating complement, another contributing
factor to severe disease.

Diagnosis: The diagnosis of dengue virus infection should be suspected in febrile individuals
with typical clinical manifestations and history of exposure. Early clinical presentations of
dengue, chikungunya, and Zika virus infection may be indistinguishable. Laboratory diagnosis of
dengue virus infection is established directly by detection of viral components in serum or
indirectly by serology. Viral nucleic acid in serum can be detected by RT-PCR assay or via
detection of viral antigen NS1, typically both are positive during the first seven days of illness.



Immunoglobulin (Ig) M can be detected as early as four days after the onset of illness. The
likelihood of IgG detection depends on whether the infection is primary or secondary. In
addition, monitoring CBC and electrolytes are vital to recognize complication and manage the
disease.

Testing in Bangladesh: Several laboratories including ICDDR,B are offering a wide range of
diagnostic test including detection of NS 1 antigen. (Ref: Virology Journal volume 16,

Article number: 102 (2019); ICDDR.B’s rapid response to the growing Dengue outbreak in
Dhaka, Bangladesh, 31 JUL 2019]. The government of Bangladesh has fixed the fees for the
medical tests to diagnose dengue at all private hospitals, clinics and diagnostic centers
across the country: the maximum fees for NS1 Antigen test will be Tk 500, 1gG + IgM or
IgG/IgM test Tk 500, and CBC (RBC + WBC + Hematocrit) test Tk 400. [Ref: The Daily Star
Bangladesh 05:04 PM, July 28, 2019].

Management: Early diagnosis, both clinically and laboratory testing is key to successful
management. Patients should be instructed to take plenty of fluids and watch for signs of
dehydration. In the setting of shock (normal systolic pressure but rising diastolic pressure with
narrowing pulse pressure), patients may be managed by fluid replacement, vasopressors, and
platelet transfusion for symptomatic thrombocytopenia. Use of steroid is controversial, and
generally avoided. Intubation and hemodialysis in selected cases can be lifesaving.

Conclusion: The likelihood for development of severe dengue, including capillary leak
syndrome is highest among individuals who develop a second dengue infection caused by a
different virus type from the first infection. This seems to be the case during current epidemic in
Bangladesh.

Disclosure: | have used online resources including Uptodate.com in preparation of this article.



Sajjad Ali Khan B.D.S,D.D.S,M.I.C.O.|

ROLE OF GUM DISEASE IN BLOOD GLUCOSE LEVEL OF DIABETIC PATIENT:

About the Author : Dr. Khan, received his BDS from Dhaka Dental College ,then
Doctor Of Dental Surgery from School of Dental Medicine of SUNY at Buffalo , He
finished his Residency and became Chief resident at Bronx Lebanon Hospital later
he served as an Attending at the Bronx Lebanon Hospital .He served as Director of
CHC of New London ,He founded OCDG LLC ,ABDENTAL GROUP LLC, AT Present
he is in Private practice as founder owner of Advantage Dental Group llc. He
received post graduate training at Misch Implant Institute .He received Master
status from ICOI.

Gum disease is a significant public health concern in US. One out of every two
American adults aged 30 and over has periodontal disease, according to recent
findings from the Centers for Disease Control and Prevention (CDC). A study
estimates that 47.2 percent, or 64.7 million American adults, have mild, moderate
or severe periodontitis, the more advanced form of periodontal disease. In adults
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65 and older, prevalence rates increase to 70.1 percent. This study is published in
the Journal of Dental Research , the official publication of the International and
American Associations for Dental Research.

More than 100 million U.S. adults are now living with diabetes. The report finds
that as of 2015, 30.3 million Americans — 9.4 percent of the U.S. population —have
diabetes. Another 84.1 million have pre diabetes, a condition that if not treated
often leads to type 2 diabetes within five years.

Blood glucose level is the key factor in Diagnosis of diabetes and a critical
indicator for the management of the disease. Researcher have found treating
Gum disease is in diabetic patient showing reduce blood glucose level in Type 2
diabetic patients. Gum disease usually treated Scaling and root planing plus
adjuvant treatments effectively lower blood glucose levels in nonsmoking patients
with type 2 diabetes and chronic periodontitis, according to a meta-analysis of
more than a dozen studiesThe researchers wanted to determine which
periodontal treatment best controlled glycemic levels in patients diagnosed with
type 2 diabetes and chronic periodontitis. They searched medical and scientific
databases for randomized controlled trials through May 2018 and included 14
trials in their analysis.

The trials involved 629 patients with both periodontitis and type 2 diabetes who
had severe gum disease treated with scaling and root planing. The patients had
no other systemic diseases. The patients had type 2 diabetes for between four
and almost 12 years, and their treatments primarily included diet and insulin
supplementation or oral antidiabetic medications. The baseline of hemoglobin
Alc levels in the patients varied between 6.2 to 10.4.

The use of SRP with photodynamic therapy and doxycycline improved levels of
hemoglobin Alc, an indicator of how well diabetes is being controlled, better than
SRP alone or SRP with antibiotics, the researchers found. The treatment
combination was most effective for patients who didn't smoke or had severe type

2 diabetes complications.
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The authors noted some limitations to their research. The quality of the evidence
from the included studies was low or very low, and almost 36% of the studies did
not report the details of their randomized methods. In addition, only English
studies were used, sample sizes were small, and the follow-up duration of the
trials were short.

While longer-term well-executed, multi center trials are needed to corroborate
the results, the findings of the meta-analysis seemed to support that SRP with
photodynamic therapy plus the use of doxycycline had the best efficacy in
lowering glycemic levels, the researchers concluded.

"Among the different treatments, SRP and aPDT and [doxycycline] ranked best,"
wrote the authors, led by Ruoyan Cao of the department of prosthodontics at the
Xiangya Stomatological Hospital & School of Stomatology at Central South
University in Changsha, China.

In conclusion, it is becoming more and more important to treat or manage a
disease in comprehensive care by collaborating with all the disciplines of medicine
and surgery.

References: JADA, July Volume 149, Issue 7, p565-662, e101-e110, BMC Oral
Health (August 6, 2019), January 2018, the Journal of Periodontology and Clinical
Advances in Periodontics will be published by Wiley. Centers for Disease Control
and Prevention(CDC)
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Skin Health

Skin Cancer: Definitions, Risk,

Detection and Treatment

It's that time of year again, time to remind the com-
munity that although skin cancer is one of the most
serious and fasl-growing cancers in our country, it is
also potentially preventable. There are 2 classes of
skin cancer: non-melanoma (basal cell cancer and cuta-
Neous squamons carcinoma cancer) and melanoma.

Non-Melanoma

Basal cell cancer (BCC) is the most common form
of skin cancer in Uniled States, It causes destruction
of the skin and its surrounding tissue. It's most often
found on the head and face and presents as a pink or
llesh-colored pimple. Cutaneous Squamous Cell Carci-
noma (¢SCC) is the second most common form of skin
cancer. It is infrequent in those under 45 vears of age,
bul incidences increase dramatically with age.

Melanona

In contrast, melanoma is the least common form of
skin cancer, but il's the most aggressive. I causes mor-
tality in 75% of those diagnosed with it. Ninety percent
of melanoma arises in those older than 10 vears of age.

Risk Factors

The rapid increase of these types of cancers require
a detailed understanding of associated risk factors.
Some notable Taclors include ape, environment, genel-
ic factors and UV light. All skin cancers are more com-
mon in light-skinned populations. In darker-skinned
people, c5CC is frequently associaled with chronic
inflammations, scarring and chronic wounds. Cumula-
tive sun exposure is the most significant environmen-
Lal cause of BCC and c¢5CC as il afTects the areas most
exposed to the sun. However, intense intermittent sun
exposure (e.g. sunburn, childhood exposure) presents
the most significant risk for melanoma. It oflen occurs
in areas not exposed to the sun, which may cause a
delay in diagnosis or a more serious prognosis.

Protect Yoursell

Using sun protection, reducing sun exposure and
avoiding indoor tanning, which emits UV light, can all

MOUSHUMI MOZUMDER, M.D.
Chairperson, Family Medicine, St. Joseph Hospital

dramatically reduce your risk of skin cancer. Proac-
live screening and early detection also play a Key role
in prevention and treatment. In fact, several studies
have found that patients performing self-examinations
of their skin led to detecting thinner tumors, reducing
risk of advanced melanoma and minimizing mortality
rates.

When (o See Your Doctor

Physicians routinely screen for skin cancer, using
their knowledge, experience and guidelines from orga-
nizations including the American Academy of Family
Physicians, U.S. Preventive Services Task Force and
American Cancer Society to identify the risk. They
may use dermoscopy, which a noninvasive technique
to evaluate skin lesions not otherwise visible to the
naked eve.

It’s sirongly recommended that a patient see their
doctor if they notice:

« any lesion or mole on their body

s any change in the size, shape or color of’ a lesion or
mole

« any associated bleeding, crusting or irritation of a

lesion or mole

+ 5 mole larger than 7mm (the size of a pencil’'s eras-
or)

+ an ulcer or wound that isn't healing or an inflamed
sCar

About Dr. Mozumder

Dr. Mozumder received her medical degree from
Sir Salimullah Medical College in Dhaka, Bangla-
desh, spent her residency in Family Medicine at
Lutheran Medical Center in Brooklyn, N.Y, and com-
pleted a Fellowship in Geriatric Medicine at New
York University Medical Center in New York, N.Y. In
addition to English, she is fluent in Bengali,

Dr. Mozumder is a board-certified family medicine
physician and she is accepting new patients. For
more information or to schedule an appointment,
please contact St. Joseph Family Medicine & Spe-
cilalty Services in Milford - 603.673.3014.
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By Dr. Aboo Nasar, MD, MPH, MBA. MBBS from DMC

Happiness is a virtue! It is acquired; not inherited. Through the eons of time, humankind has been in
pursuit of the perfect elixir for happiness. In the early days, happiness was equated with possessions of
material wealth. It was also thought that happiness could be gaged by land ownership. Then, came the
industrial revolution and humankind thought technology and industrial progress could have a positive
bearing on their happiness. However, with the advent of the industrial age, when both men and women
had to toil in factories that had access to technology, their happiness score didn't deflect in a positive
direction. More mind-boggling were the results of studies done by the London School of Business,
Economics. Countries like Bhutan, Bangladesh, and some of the under-developed countries had a higher
happiness score than overtly industrialized nations like the United States, the United Kingdom, and parts
of Western Europe. These findings revealed that happiness is measured by true reflection of oneself and
is yielded more by positive experiences than material possessions.

EPIGENETICS

We tried to dispel some popular myths about what are the main drivers of happiness. One of the first
thing that dawns in our mind is the science of epigenetics. We know that 1% of our human genome is
controlled by three million epigenetic regulatory sites. So in reality, our diet, lifestyle, sleep patterns, the
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kind of relationships we have and nurture, our environment, physical and emotional state, and our
physical activities all have a profound bearing on our mental state. According to the SMILES study on
Supporting the Modification of Lifestyle in Lowered Emotional States and an evidenced based approach
to mental health, we figured out that there is no single element or drug that can bring joy and
happiness. Instead there are a multitude of factors that contribute to or take away from our health,
happiness and mental wellbeing.

RISK FACTORS
In today’s world, we are bombarded with multiple risk factors. Risk factors to depression stems from:
1) Death in the family
2) Divorce
3) Disability and/or loss of independence
1. Displacement from one’s homestead or country
2. Children moving away
3. Dietary deficiencies

7) Drugs/medications (e.g. statins, calcium channel blockers (CCB), and beta-blockers (BB) and even the
same drugs used to treat depression can contribute to serious mental health issues)

1. Pollution

INFLAMMATION & LIFESTYLE

We know for sure whether it is cancer, coronary artery disease, strokes, osteoporosis, arthritis, the
smoking gun at the end of the day is inflammation. Inflammation contributes to tumor cytokines IL-6
and looking at those inflammatory markers, we know about one third of patients with depression have
higher levels of cytokines. Our diet and lifestyle is pro-inflammatory. To avoid this, we have to shift our
gears from pro-inflammatory to anti-inflammatory state. Inflammation throughout the entire body,
triggered by an overactive immune system may be the root cause of the problem. It's a possibility that
the immune system may be feeling to switch off after an iliness or, leading to persistent symptoms of
depression
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Also, our lifestyles should include hobbies, our work interest, creative outlets, and relationships which
will discuss later on. Also family relationships, how we spend family time with our friends and family
members have a profound impact on our mental and spiritual health. Where do we derive our source of
pleasure, our spiritual strength, our prayer, worship, love, and interdependence has a lot to do with our
overall state of our physical and mental health and wellbeing

One of the popular hypothesis, which is being stemmed. is our energy currency pathways. The patients
with mental health disorders have inefficient energy currency ATP production. With that in mind,
adaptogens like Rhodiola, vitamin C, gut support, acetyl-L-carnitine has been beneficial. Also there are
certain group of medications and supplements that stabilizes the neuronal cell membrane like lithium,
magnesium. Melatonin can also stall or slow the progression of psychiatric conditions.

PROFITS & HARM FROM PSYCHOTROPICS
The pharmaceutical industry is the most profitable business in the Western world.

The average senior in the U.S. is on 14 types of medications. According to geriatrics experts, 8 or more
different type of medications, contribute to adverse drug reactions by almost 100%. Psychotropic
medications are the most widely prescribed drugs in the U.S.

In view of current psychiatric disorders and experts, mental health disorders all have complex patterns
with a multifaceted causes. At the same time, we cannot ignore the power of the mind and

spirit. Interestingly, our mind and physical state have powerful self healing properties. They can all
balance into a perfect homeostasis provided they are given the opportunity with ideal conditions and
circumstances

Over the last two decades it was opined that most of the psychiatric illnesses are manifestation of
imbalances in brain biochemistry. Most of the drugs on the market produced mild-to-modest efficacy.
But, they are also mired with multiple side effects. We also have to take into account post receptor
hypersensitivity, when a drug being used for a long period of time loses its efficacy.

Looking at the financial side, the pharmaceutical industry spends over 25 billion dollars in direct to
consumer marketing ads. The 2015 General Accounting Office (GAO) publication revealed that US
consumers spent 150 billion dollars on antidepressants, and 33 % of seniors at SNF are treated with anti
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psychotic drugs. These studies also revealed that antipsychotic drugs were contributing to a 60%
increase death. Selective serotonin reuptake inhibitors (SSRIs) are antidepressants that work by altering
the levels of a mood-enhancing chemical called serotonin. SSRIs are more effective than placebo 20% of
the time, and cognitive behavioral therapy (CCB) is effective 90% of the time. SSRIs are being prescribed
to children, which has contributed to increase hostility and suicide risk. Among the elderly, they
profligate the use of benzodiazepines. Sleeping aids not only augments the risk for falls, but also
contribute to permanent architectural changes in the brain.

The Star D study of major depression showed that only 2.7% of the study group benefited on
antidepressants. Also that there was 77% remission rate and massive dropout rates up to 60%.
According to the World Health Organization, schizophrenics fared much better in an under-developed
country, where the patients had less access to antipsychotic drugs, than in a developed country.
Research conducted by the pharmaceutical industry is not always valid, but often flawed. Interestingly
we know that diet, lifestyle, and aerobic exercise have a better affect on our mental health than many of
the drugs that are available in our armamentarium.

HOLISTIC APPROACH

According to Dr. Scott Shannon, “Integrative psychiatry, is ecologically sound care of the whole person
body, mind and spirit. It encompasses mental, physical, emotional, social and spiritual issues, and the
ecology of the whole person and his environment. It is also ecologically sound, cognitive in style,
scientific in framework, humanistic in approach to the patient, developmental in concept, and
collaborative in practice." When it comes to a patient in the functional medicine arena, we have to
consider the ecology of the patient, which is a holistic approach. The key is the environmental milieu,
where he is suspended or submerged. We know that patients who live in an environment where air is
polluted with toxins, have a higher incidence of coronary artery disease and mental health conditions as
well. Soils that are devoid of nutrients and contaminated with pesticides such as glyphosate, adversely
affects the human microbiome and contribute to adverse mental and physical conditions. Our social
connectivities and spirituality also play a very important role. In addition, one’s body weight, sleep
patterns, and other comorbid health conditions each have their own unique role

DIET

To treat depression, we need to have a very holistic approach that includes exercise, nutrition,
acupuncture, hormonal treatments, herbs, and supplements. We know that food is medicine. According
to the prior studies like the Mediterranean diet study, we know that a Mediterranean diet reduces the
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risk for Alzheimer's disease and acute coronary syndrome by more than 50%. That led the researchers to
dwell into the MIND diet or Mediterranean—intervention for neurodegenerative delay by Rush
University Medical Centre, by nutritional epidemiologist, Martha Morris, Ph.D. The MIND diet lowered
the risk for Alzheimer's dementia by 53% who followed it vigorously and 35% who followed it
moderately well. Then came the Modi-Medi Diet, which was a three-year study on patients with
moderate-to-severe depression. Treatments group were provided with 12 food groups including whole
grain, fruits, vegetables, nuts, legumes, greens, meats, chicken, and sea food, plus a decrease intake of
empty carbs in the beige or empty starches and highly processed foods. Outcome of the Modi-Medi
Diet was stunning. There was a statistically significant 7.1 point difference on Montgomery-Asberg
Depression Rating Scale. Number Needed to Treat (NNT) was 4.1 in the case of Modi-Medi Diet. In the
case of the popular drug aripiprazole, it was 10. The treatment group remission rate was 32% versus the
controlled group at 8%. The foods contributing to bad moods are high-fructose corn syrup, alcohol,
sugar, artificial sweeteners, margarine and hydrogenated oils, deli meats, and other processed meats.
High-fructose corn syrup, sugar, artificial sweeteners are known to cause brain inflammation as
manifested by higher level of tumor cytokines. According to the neurotransmitters, we know that
serotonin help us relax and dopamine help us feel more focused. The fast food industry has contributed
to increase risk for depression, greater aggression, anxiety and other mental illness by all altering our
levels of serotonin and dopamine. Adding insult to injury, chemicals, such as fluoride, lead and other
heavy metals, and pharmaceutical residues in our water supply also have a big impact on mood. Fluoride
blocks the uptake and production of iodine in the thyroid gland. lodine deficiency can lead to severe
depression. Interesting studies conducted in the detention centers and the schools where sugary
beverages and fruit juices were substituted with healthy drinks, and highly processed foods were
substituted by raw organic foods, prison inmates behaved much better. Food creating to good moods
are: flax seed oil, rich in omega 3; sea weeds, high in iodine; avocado, | call it Gods butter; quality
protein; grapefruit, with beneficial flavonoids; Shiitake mushrooms, with vitamin B6; raw nuts with
serotonin; wild-caught salmon with vitamin B12, which is very important for our neuronal cell integrity;
sesame seeds with Tyrosine; berries, with vitamin A, C, and manganese. A clean water supply

ENDORPHINS & MOOD

Endorphins contribute to dopamine production, serotonin, and oxytocin. They are manufactured by our
central nervous system. They have a lot in common with prescription anti-anxiety drugs and opioid pain
killers without the side effects. Below are some natural ways to increase endorphins; the feel good
chemicals.

1) Exercise regularly

2) Consume a healthy diet that includes seeds, nuts, and beans to boost serotonin levels
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3) Laugh more
1. Connect socially
2. Enjoy romance
5) Learn something new
6) Incorporate soothing tastes, smells, and/or essential oils

7) Connect with nature and spend time in the sun

EXERCISE

Aerobic exercise increases brain-derived neurotrophic factor. Studies reveal the positive effects of
exercise with only 15-20 minutes a day, four times per week. According to the SMILES study, 10 months
of exercise produced a 70% response versus 48% response with drugs, and relapse rate was 8% with
exercise versus 38% with drugs. Qi gong, Tai chi, yoga each have beneficial effects on the brain and
body.

LIGHT & ENERGY MEDICINE

Full spectrum light is very therapeutic; especially with a Dawn simulator invented by Russian scientist
that simulates Dawn light. According to the NITE-AD study or nocturnal insomnia treatment and
education for Alzheimer's dementia, exposure to sunlight has positive effects in reducing consumption
of sleeping aids and anti-psychotic drugs. Another reason we feel so good while strolling in the beach or
by a waterfall is because of negative ions being produced by the waves. Cranial electrical stimulation
(TCM), acupuncture, and magnet therapies have also shown to be very beneficial therapies. There are a
lot of randomized controlled trials underway in these areas.

MEDIATION

Meditation contributes to greater happiness. Our brain has plasticity, and meditation can alter the
architecture and functional aspects of our brain. Meditation lowers the stress chemical, cortisol. It also
produces effects on our emotional brain and the limbic system. Meditation has positive effects in
bipolar disorder, manic depression, eating disorder, anxiety, depression, ADHD, learning disability. It
also has a profound effect on memory, focus and cognitive performance.

18



NUTRITION & SUPPLEMENTS

In a randomized control trial of depressed patient, vitamin C 500 mg b.i.d. for eight days, had a 71%
reduction in mood disturbance, 51% reduction in distress.

Fish is not only a brain food, but fish can allay anxiety. In one study, 1.2 g per day of omega-3 EFA was
given for 12 weeks, and progression to psychosis was monitored over 40 weeks. The teated group had a
beneficial response over placebo. Note: because of today’s pollution most fish are now contaminated
with high levels of mercury and other heavy metals and plastics.

Vitamin D popularly called ‘vitamin’ is actually a steroid hormone. It’s best source comes from
sunshine. Vitamin D levels less than 40 ng/ml are associated with depression. Vitamin D
supplementation had a significant reduction in depression.

St. John's wort, 5-HTP, Ginkgo biloba, ginseng, and ginger, vitamin B complex, and folic acid all had
beneficial effects. According to the SALSA study or Sacramento Area for Latino Studies on Aging, our soil
is essentially devoid of vitamin B6 and just by replenishing vitamin B6 improved the depression scores.

St. John's wort is popularly called a dirty drug which affects the cytochrome P450 system acts like SSRls.

SAMe (adenosylmethionine) acts like the drug bupropion, works faster, better tolerated with fewer side
effects. It enhances methylation in the body and works synergistically with other antidepressants

L-Theanine found in green tea increases GABA, the relaxation near transmitter and dopamine, which
helps us to focus. It promotes alpha waves and is neuro protective.

Endocannabinoid receptor CB1-CB2 are found in the brain and throughout the body. Cannabidiol (CBD)
reduces social anxiety and seizures, and has positive effects on opioid analgesics withdrawal. According
to marijuana investigation for neuroscientific discovery or MIND, there was a 42% reduction in opioid
use according to the Harvard McLean Hospital report.

PSYCHOTHERAPY

The role of psychotherapy cannot be undermined, but it needs to be individualized. Cognitive
behavioral therapy works better, than SSRIs in many different ways and also has effects on insomnia and
pain. DBTs or dialectical behavioral therapy is beneficial in impulsive substance abuse and post-
traumatic stress disorder, which is generating a lot of interests. Dialectical behavioral therapy works for:

1) Distress tolerance or feeling intense emotions of anger without reacting impulsively
2) Emotional regulation or recognizing and adjusting emotions
3) Mindfulness

4) Intrapersonal effectiveness in navigating conflicts
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STUDIES

The Harvard Gratitude and Happiness study revealed that counting our blessings today can have positive
effects on happiness scores in the future. In this study, population groups were split into three groups
with 10 weeks of journaling:

The first group, pondered on things to be grateful.
The second group, ruminated in agitated thoughts.
The third group, both positive and negative.

After 10 weeks of journaling, the first group reflected on positive past memories. The second group
were present without taking anything for granted, and the third group had a positive outlook for the
future. Patients were happier, exercised more, and had fewer visits to physicians

RELATIONSHIPS

Referring to the Harvard study on happiness, Robert Waldinger stated on TED Talks, that great minds
build on great relationships. Initially people are driven by money and fame, but over the years, they
figured out that positive relationships not only promote longevity, but also happiness and wellbeing.
Workmates become playmates. Positive relationships heal; toxic relationships kill. The quality of a
relationship is more important then having a quantity of relationships. While one can have a multitude
of virtual friends, the friends whom one can have interdependence with and rely upon (who are
available during trying times) are the friends that contributes most to one’s mental stability.

CONCLUSION:

We know that modern day psychiatry has taken a commercially driven path, and that the diagnosis and
the treatment components are not always valid. The popular chemical imbalance theory has been
challenged. Thus, we need to have a multi-model, multi orchestrated approach to mental health
conditions of our patients. Patients are very unique and multidimensional, and one size does not fit all.
Therefore, we must provide education and trust our patients. We need to avoid a unidimensional
thinking process and promote balance and homeostasis to our patients. To heal our patients in the
pursuit of happiness, we need to have a humanistic and holistic approach to medicine where science
means the art of understanding the human complexity and its wholeness.
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New Management options for Severe and Refractory Asthma

Adiba Geeti, MD, MSPH, FCCP, FACP, Bridgeport Hospital, CT. MBBS from DMC
Young Physician Secretary, BMANA

Asthma: NAEPP “Expert Panel Report 3” in 2007 defined asthma as a chronic inflammatory
disease of the airways in which many cells play a role, in particular, mast cells, eosinophils, and
T - lymphocytes. In susceptible individuals, this inflammation causes recurrent episodes of
wheezing, breathlessness, chest tightness, and cough, particularly at night and/or in the early
morning. These symptoms are usually associated with widespread but variable airflow limitation
that is at least partially reversible either spontaneously or with treatment. This inflammation also
causes an associated increase in airway hyper responsiveness to a variety of stimuli.

Asthma is a huge public health problem;

- affects 25 million people, including 6.0 million children under 18;
— is asignificant health and economic burden to patients, their families, and society:
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- In 2016, 1.8 million people visited an ED for asthma-related care and in 2016, 189,000
people were hospitalized because of asthma

Current Asthma Prevalence Percents by Age, Sex, and
Race/Ethnicity, United States, 2017
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Source: National Health Interview Survey, National Center for Health Statistics,
Centers for Disease Control and Prevention

If we see lack of control, we need to evaluate patients with following questions in mind:

 Is the diagnosis correct?

» |s patients taking their medications?

* Is the inhaler technique adequate?

» Are there any allergen exposure?

* Any ongoing nasal symptoms?

» Does the patient have GERD?

» Is the patient obese?

* Any serious complications due to asthma?

» About 10 - 15% patients with asthma remain symptomatic despite maximal standard of
care therapy known as “sever”, “difficult”, “’brittle” or “refractory”

A subset of population is affected by refractory asthma defined as:
. o Cf istics (onl ired!
To achieve control to a level of mild-moderate persistent asthma:
1. Need continuous or near continuous (>50%) of year oral corticosteroids
2. Requirement for high-dose corticosteroids
. . | istics (requi ;
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Albuterol used daily or nearly daily

Persistent airflow obstruction

One or more urgent care Visits per year

Three or more steroid burst per year

Prompt deterioration with < 25% reduction in steroids
7. Near fatal asthma event in past

ogakrwdE

Before we address the refractory asthma patients, we need to understand the molecular

mechanism:

— An important molecular mechanism of asthma is type 2 inflammation

Requirement for daily controller med in addition to steroid

- The type 2 immune response is regulated by subpopulations of T cells known as T helper

2 (TH2) cells

- Type 2 immune response associates with atopic diseases, such as allergy and asthma. 2
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Goals of treatment for refractory asthma,

A

* Monitor patients on conventional therapy for Asthma or COPD.
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» Manage the refractory patients with close monitoring to prevent multiple ER visits or
admission.

» Offer state of the art care for the patients

« Evaluate them if they can qualify for newer therapeutic agents like biologics to prevent
exacerbations.

- Omalizumab
- Mepolizumab
- Benralizumab
- Dupilumab

Mechanism of actions of the newer biologics in the inflammatory pathway is described in the
following illustrations:

Inflammatory Pathways in Asthma: Biologic Drugs and Targets

Allergens, viruses, and Tight  Goblet Airway
' ‘ irritants ]uncﬂon cell epithelium

Omalizumab — IgE

n.o Mepolizumab — IL-5
cell Th2 Approved drug

: target Reslizumab —— IL-5
Th2 differentiation “ arge

ILc2 coll & Investigational drug Benralizumab — [L-5R
col tATget Dupilimab — |L-4R1
=2
IL-5
Eosinophil
- activation in M2 macrophage
4 bone marrow .‘ polarization -
Eosinophil # '-’ngu"""" Bronchial
chemoklnes Fibrosis enlargement
Epithelial
Infl y cell damage/shedding 5‘1:::::' membrans
IL-4 ' IL-13 trafficking to the E 9
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Type 2 Biomarkers a:

Table 42-5 Asthma Biomarkers and Associated Phenotypes as Predictors of Response to Specific Therapies

Biomarker Asthma Phenotype Predicts
Periostin Th2 high Response to anti-IL-13 and IL-4 therapy[=]
Elevated exhaled nitric oxide Th2 high Response to inhaled steroidsf™]

(>50 ppb in adults,

>35 ppb in children)
Sputum eosinophils >3% Th2 high Response to inhaled steroids[™"*%]
Peripheral eosinophils Th2 high Response to anti-IL-5 therapy[™™]

(>0.3 x 10°/L or 300/uL)
Elevated total IgE > 30 IU Allergic Response to omalizumab[™]

Allergy skin tests and elevated specific IgE

Lack of elevated peripheral and sputum
eosinophils and low FeNO

Allergic asthma with atopy
Th2 low

Response to immunotherapy, omalizumab

Response to tiotropium and macrolides (likely to
be poor responders to steroids)[™]

Selecting patients for the biologics:

Patients with allergic eosinophilic asthma

Patients with allergic
noneosinophilic asthma

Patients with eosinophilic asthma who:

» Are nonallergic, or
* Do not respond to anti-IgE treatment, or
» Are out of range of dosing

for anti-IgE treatment

Anti-IgE or anti-IL-5

Anti-lgE

Anti-IL-5

«  Other factors influencing the decision: Patient comfort with a new agent vs older treatment

with more experience

1. Papathanassiou E et al. Eur Ciin Resp J. 2016;3:31813
2. Magnan A el al. Aliergy. 2016,71:1335-1344

Additional Factors that needs controls are s:

Head-to-head studies are needed

PeerView.com

25



Conclusion:

Evaluating asthma and difficult-to-treat asthma or refractory asthma includes a return to
the basic principles of asthma management.

Common causes of refractory asthma should be identified and addressed.

Physicians should attempt to assess patient compliance with prescribed therapy and any
barriers to compliance.

If all addressed then alternative treatments should be offered and refer to appropriate trial
centers.

Patients should be referred to specialized center.

It is just the tip of the iceberg!
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M. Zahidunnabi Dewan, MD, PhD. MBBS from RMC

Department of Pathology, NYU Langone Medical Center.

Fractionated but Not Single-Dose Radiotherapy Induces an Immune-Mediated
Abscopal Effect when Combined with Anti—-CTLA-4 Antibody

M. Zahidunnabi Dewan, MD, PhD ¢ Sandra Demaria, MD
Department of Pathology, NYU Langone Medical Center, New York, NY 10016, USA

Purpose: lonizing radiation therapy is an effective tool for local tumor control, and plays an
important role in the treatment of cancers. In the setting of metastatic disease, however, the role of
radiotherapy is generally limited to palliation of symptoms. We have previously proposed a
partnership between local radiation and immunotherapy in the treatment of cancer.1 Recent
evidence that radiation induces an immunogenic tumor cell death and alters the tumor
microenvironment to enhance recruitment of antitumor T cells supports the hypothesis that
radiation can enhance both the priming and the effector phase of the antitumor immune response.2-
5 Clinical observations consistent with this hypothesis, however, are very rare. One such
observation is known as the “abscopal effect” and refers to tumor regression seen outside the field
of radiation, implying an indirect antitumor effect induced by local radiotherapy.s-o The paucity of
evidence that radiotherapy can promote therapeutically effective antitumor immunity is not
surprising, considering that successful vaccination often does not translate into clinical tumor
responses.io Development of tolerance and immunosuppression in tumor-bearing hosts have been
identified as major obstacles to the success of immunotherapy in generali1 and may also impair
the immune-mediated abscopal effect induced by radiation.12 Ipilimumab (Trade name Yervoy) is
a monoclonal antibody that works to activate the immune system by targeting CTLA-4, a protein
receptor on T-cell that downregulates the immune system. Cytotoxic T lymphocytes (CTLs) can
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recognize and destroy cancer cells. However, an inhibitory mechanism interrupts this
destruction.13 Ipilimumab turns off this inhibitory mechanism and allows CTLs to function.1314
Ipilimumab was approved by the U.S. FDA in 2011 for the treatment of melanoma, a type of skin
cancer.15,16 It is undergoing clinical trials for the treatment of non-small cell lung carcinoma
(NSCLC), small cell lung cancer (SCLC),17 bladder cancer,1s and metastatic hormone-refractory
prostate cancer.19 The concept of using anti-CTLA4 antibodies to treat cancer was first developed
by James P. Allison while he was director of the Cancer Research Laboratory at the University of
California, Berkeley.2021 Clinical development of anti-CTLA4 was initiated by Medarex, which
was later acquired by Bristol-Myers Squibb. As of 2013 the cost was $120,000 for a course of
treatment.22 For his work in developing ipilimumab, Allison was awarded the Lasker Award in
2015.23 Allison later was the co-winner of the 2018 Nobel Prize in Physiology or Medicine.2s This
study tested the hypothesis that the type of dose fractionation regimen determines the ability of
radiotherapy to synergize with anti-CTLA-4 antibody.

Experimental Design: TSA mouse breast carcinoma cells were injected s.c. into syngeneic mice at two
separate sites, defined as a “primary” site that was irradiated and a “secondary” site outside the radiotherapy
field. When both tumors were palpable, mice were randomly assigned to eight groups receiving no
radiotherapy or three distinct regimens of radiotherapy (20 Gy x 1, 8 Gy x 3, or 6 Gy x 5 fractions in
consecutive days) in combination or not with 9H10 monoclonal antibody against CTLA-4. Mice were
followed for tumor growth/regression. Similar experiments were conducted in the MCA38 mouse colon
carcinoma model.

Results: In either of the two models tested, treatment with 9H10 alone had no detectable effect. Each of
the radiotherapy regimens caused comparable growth delay of the primary tumors but had no effect on the
secondary tumors outside the radiation field. Conversely, the combination of 9H10 and either fractionated
radiotherapy regimens achieved enhanced tumor response at the primary site (P < 0.0001). Moreover, an
abscopal effect, defined as a significant growth inhibition of the tumor outside the field, occurred only in
mice treated with the combination of 9H10 and fractionated radiotherapy (P < 0.01). The frequency of
CD8+ T cells showing tumor-specific IFN-y production was proportional to the inhibition of the secondary
tumor.

Conclusions: Fractionated but not single-dose radiotherapy induces an abscopal effect when in
combination with anti-CTLA-4 antibody in two preclinical carcinoma models. (Clin Cancer Res
2009;15(17):5379-88)

Translational Relevance: Therapeutics targeting immunomodulatory molecules to enhance antitumor
immunity, such as the CTLA-4 inhibitory receptor on T cells, are being tested in clinical trials. When used
as single agents in metastatic disease, their activity is generally limited to a small fraction of patients,
prompting testing in combination with other treatment modalities. We have previously shown that local
radiotherapy combined with anti-CTLA-4 antibody induces effective systemic antitumor responses
(abscopal effect). Importantly, the preclinical definition of optimal dose and fractionation of radiotherapy
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when used in combination with anti—-CTLA-4 antibody is an important step to inform the correct design of
a clinical trial that translates this experience to patients. Overall, these data support testing the combination
of radiotherapy with immunomodulatory antibodies in patients with metastatic disease, and suggest that the
schedule and dose per fraction of radiotherapy may be critical determinants of its ability to synergize with
immunotherapy.
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to develop interpretable artificially intelligent driven personalized-medicine solutions for the
betterment of cancer patient treatment.
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Background: Earlier research indicated that
nearly 20% of patients diagnosed with either
bipolar disorder (BD) or borderline person-
ality disorder (BPD) also met criteria for the
other diagnosis. Yet limited data are available
concerning the potential impact of co-oceur-
ring BPD and/or BPD features on the course or
outecome in patients with BD. Therefore, this
study examined this comorbidity utilizing the
standardized Borderline Personality
Questionnaire (BPQ).

Methods: This study involved 714 adult patients
with a primary diagnosis of BD per DSM-IV
criteria who were admitted to the psychiatric
unit at an academic hospital in Houston, TX
between July 2015 and July 2018. All patients
completed the BP(Q  within 72 hours of
admission. Statistical analysis was used to
detect correlations between severijv of BD,
length of stay (1.OS), and scores on the BPQ. A
machine learning model was con- structed to
predict the parameters affecting patients’
readmission rates within 30 days.

Results: Analysis revealed that the severity of

certain BPD traits at baseline was associated
with mood state and outeome measured by LOS.
Inpatients with BD who were admitted during
acute depressive episodes had sig- nificantly
higher mean scores on 7 of the g BPQ) subscales
(P <« o0.05) compared with those admitted
during acute manic episodes. Inpa- tients with
BD with greater BPQ scores on 4 of the g BPQ
subscales had significantly shorter T.OS  than
those with lower BPQ scores (F < 0.05).
The machine learning model idept- fied 6
variables as predictors for likelihood of 30-day
readmission with a high sensitivity (85%),
specificity (77%), and area under the recerver
operating characterisic curve of B86%.
Conclusions:  Although preliminary, these
results suggest that inpatients with BD who
have higher levels of BPD features were more
likely to have depressive rather than manic

Journal of Psychiatric Practice Vol. 25, No. 4

shorter LOS. Moreover, machine learning
models may be particularly valuable in identi-
fiing patients with BD who are at the highest
risk for adverse consequences including rapid |
readmission.

(Jowrnal of Psychiatric Practive 201923, 279—
289)

KEY WORDS: bipolar disorder, borderline person-
ality disorder, Borderline Personality Questionnaire
(BPQ), predictive analytics, artificial intelligence,
machine learning

There is considerable overlap in symptoms between
bipolar disorder (BD) and borderline personality
disorder (BPD). Features such as impulsivity, mood
instability, inappropriate anger, suicidal behavior,
and unstable relationships are shared between BD
and BPD, although patients with BPD tend to show
higher levels of impulsiveness and hostility than
patients with BD.* In the largest published review
related to BD and BPD, Paris et al® analyzed data

symptoms, fewer psychotic symptoms, and a
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from over 145 reports and concluded that up to 20% of
the patients diagnosed with either BD or BPD met
criteria for both diagnoses. There are also substantial
data supporting shared risk factors between BD and
BPD.2-5 Despite the fact that both

BD and BPD are severe psychiatric disorders
associated with chronic clinical courses, significant
functional impairment, and long-term treatment,
fewer data are available concerning the potential
impact of comorbid BPD on the course and/or
prognosis of BD. Most of the reported studies have
suggested that the presence of comorbid BPD has a
negative impact on the course of BD, including an
earlier age of onset, longer episodes, less time
euthymic, and increased rates of substance abuse,
suicidality, and aggression.®” However, because
most patients with BD (~80%) do not meet full cri-
teria for BPD, investigation of the potential impact
of borderline personality features on the course of
illness in BD may prove to be more helpful. Fonseka
e al® reported that high rates of certain borderline
personality spectrum symptoms in adolescents with
BD were associated with greater severity of mood
symptoms and functional impairment. Riemann
and colleagues® recently conducted the largest
reported study examining the potential impact of
individual borderline personality features on pro-
spective illness course in patients wi.th,.BD,
(N'= 375). They.found that the presence of
horderline personality features in gen was
associated with an unfavorable illness course of BD.
Moreover, 3 individual borderline personality fea-
tures (affective instability, impulsivity, and self-
mutilation/suicidality) were associated with both
rapid cycling BD and BPD.?

The study described in this article utilized the
Borderline Personality Questionnaire (BPQ), a
standardized scale, to examine the comorbidity and
potential impact of BPD features on course and
outcome in psychiatric inpatients with BD. The BPQ
is an 8o-item self-report measure that assesses
borderline personality traits as defined by DSM-IV
criteria.*® The BPQ has 9 separate subscales for
each BPD criterion: Impulsivity (I), Affective
instability (AI), Abandonment (A), Relationships (R),
Self-Image (SI), Suicide/Self-mutilation (S/SM),
Emptiness (E), Intense anger (IA), and Quasi-
Psychotic (Q-P). The BPQ has demonstrated inter- nal
consistency and convergent and divergent yalidity in
both general and clinical populations and

has been found to be a useful tool in screening for
borderline personality traits in numerous
studies.**-*2

In addition to examining the prevalence of BPD in
BD, this study was designed to examine the potential
impact of BPD as well as borderline personality
features (as defined by the individual BPQ subscales)
on the clinical course of patients with BD hospitalized
for acute mood episodes. While clinical course can be

using numerous variables, length of hospital
stay (LOS) and readmission rates are generally
accepted as the most critical measurable outcomes in
inpatient settings.*®> LOS is a considered a reliable
measure of the amount of resources utilized.*~*
Earlier research has also demonstrated a signi- ficant
association between LOS and psychiatric diagnosis,**-
20 with some data suggesting that a psy- chosis
diagnosis is responsible for the highest LOS,*22
whereas other studies have reported that affective
disorder diagnoses were more reliable pre- dictors of
LOS.242% Substance use disorder diagnoses were
negatively correlated with LOS in another study.*”
Although personality disorders are rarely the primary
diagnosisin mpahent settings, there are rel- atively few
data concerning their potential impact as a comorbid
diagnosis on LOS. T'Eo study described here used
conventional statistical analyses to investigate the
prevalence of BPD in inpatients with BD as wellas the
potential relationships among BD severity, the BPQ
Lotal and subscale scores, and outcome as meas- ured

v LOS.

Because 30-day readmission rates have become
one of the most popular parameters for assessing
quality and efficacy of psychiatric inpatient care, the
identification of factors that may prove useful in
identifying patients at high risk for rapid
readmission represents a compelling target for
research efforts.?-3° Given these issues related to
readmissions, this study also examined whether a
machine learning model could be successful in using
clinical, sociodemographic, and BPQ data to
successfully predict which patients with BD would be
at high risk for readmission within 30 days.

METHODOLOGY

Study Design and Population

This study involved 714 adult (18 y of age and older)
patients with a primary diagnosis of BD per DSM-
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IV criteria admitted to the same psychiatric unit at
an inner-city academic hospital in Houston, TX
between July, 2013 and July, 2018. All subjects in
the study completed the BPQ within 72 hours of
admission. All study participants were interviewed
and examined by a board-certified physician (T.P.)
and had a primary diagnosis per DSM-IV-TR cri-
teria of bipolar I disorder (BD I), bipolar II disorder
(BD II), or BD not otherwise specified (BD-NOS).
Baseline demographic data and information on
clinical outcomes were obtained during hospital
assessment and from review of electronic medical
records. The study was approved by the institu-
tional review board (IRB) of the University of Texas
Health Science Center, Houston. Individual consent
was waived by the IRE as data were being collected
through retrospective chart reviews. Patients with
diagnoses of intellectual deficit disorder, dementia,
significant cognitive dysfunction, and/or other
comorbid psychiatric diagnoses were excluded from
study participation. In addition, patients who were
illiterate or had less than a third-grade education
were also excluded.

Assessment

Demographic information was collected for all partie-
ipants including age, sex, and race. The BP(Q) consisis
of 8o-items that assess the severity of g subscales:
Impulsivity (), Affective instability (AT), Abandonment
(A), Relationships (R), Self-Image (SI), Suicide/Self-
mutilation (5/SM), Emptiness (E), Intense anger (T4),
and Quasi-Psychotic (Q-P). Total BPQ scores as well as
individual scores on each of the g severity subscales
were calculated for all participants.

Statistical Analysis

Analyses were conducted for all patients who com-
pleted the BPQ. Between-group differences were
compared using Pearson x* tests for categorical
variables, and t tests for continuous variables pre-

grﬁ,%iggga@ means * 5Ds, wam%pbw were
using y* and analysis of variance tests.
Regression analyses were used to test the correla-
tions between BPQ) scores and length of stay (LOS)
and 3o-day readmission rates. All statistical anal-
vses were performed using the Statistical Package
for the Social Sciences (SPSS), version 22.

Machine Learning

The 714 inpatients with BD who were included in the
analvsis were randomly split into a training set(n
= 4g0) and a testing set (n = =215). Scores on theg
subscales of the BPQ (I, AL A, R, SI, §/SM, E, IA, Q-P)
and 5 clinical variables (sex, age, diagnosis, LOS,

number of admissions at BPQ baseline) acted as fea-
tures—'independent,/input variables"—to the model,
while 30-day readmission status acted as the target
“dependent/output” variable. The online freely avail-
able Python software version 2.7 was used for coding the
algorithm. Synthetic minority oversampling technique
(SMOTE) was applied to the testing set to ensure an
equal class disiribution of the readmission output
variable. A support vector machine (SVM) classifier was
trained with the training set uhhzmgmetopﬁf-aﬂnu'es
determined by analysis of variance F-score feature
selection. The SVM classifier was then evaluated with the

testing set.

RESULTS
Demographic Data

Table 1 presents the demographic data for the BD study
sample (n = 714). There were 375 females (52.5%), and
339 males (47.5%). age was

35.04 vears (SD: 10.55 v). The BD sample was com-
prised of 4oz (56%) Caucasians, 254 (36%) African
Americans, 41 (6%) Hispanics, 14 (2%) Asians, 2
(0.3%) Wative Americans, and 1 (0.1%) Other. The
most common primary diagnosis was BD I (n= 471,
66%) followed by BD-NOS (n = 207, 29%) and BDII
(n = 36, 5%). In terms of mood state atadlmssmn the
inpatients with BD-I were more likely to be in a manic
(n = 247, 52%) or mixed (n = 122, 26%) episode than
in a depressed episode (n = 102, 22%). The mean total
BP(Q) score was 30.63 * 18.7. On the basis of the BPQ
criteria for BPD (total BPQ score = 56), ~14% (n =
? g) of the entire BD inpatient sample also met criteria

or BPD. No significant effects of age, sex, or
ethnicity were identified on the BPQ total or subscale

scores in the BD inpatient sample.

BPD in BD Subgroups, Borderline Personality
Features, and Mood State in BD

Approximately 16% (n = 34) of the 207 inpatients with
a primary diagnosis of BD-INOS, ~13% (n = 5g) of



TABLE 1. Demographic Data and Clinical
Characteristicsof the Sample (N = 714)
Sex[n(%)]
Females 275 (52.5)
Males 330(47.5)
Age [mean (SD) = 33.04y of age (10.55 ¥)] [0(%)]
1820y 310 (44.7)
30-20V 222 (31.1)
40-497 108 (15.1)
30-39V 55(7.7)
60 v and above 10 (1.4)
Ethnicity [n (%)]
Caucasian 402 (56.3)
African American 254 (35.6)
Hispanic 41(5.7)
Asian 14 (2.0)
Native American 2 (0.3)
Other 1{0.1)
Bipolar subtypes [n (%)]
BD I Manic with psychoszis 235 (32.9)
ED I Manic without psychosis 12 (L.7)
BD I Depression with psychosis 65 (9.1)
BD I Depression without psychosis 37(5.2)
ED I Mixed with psyvchosis 096 (13.4)
BD I Mixed without psvchosis 26 (2.6)
ED-NOS 207 (29)
BDII 36 (5.00
Length of stay (LOS) (mean * 5D) (d) B.14%5.2
30 d readmissions [n (%]
Yes A3 (8.8)
No 651 (01.2)
EBD indicates bipolar disorder: BD-NOS, bipolar disorder
not otherwise specified.

the 471 inpatients with a primary diagnosis of BD I,
and ~17% (n = 6) of the 36 inpatients with a primary
diagnosis of BD II also met criteria for BPD per the
BPQ) criteria (total BPQ score z56). In addition, those
with a primary diagnosis of BD-NOS had significantly
higher (P= 0.05) total BPQ scores (mean #* SD:
22,68 % 19.5) compared with the BD I group (29.35%
18.3). Analysis of the individual BPQ subscales revealed
that the BD-NOS group had significantly greater (P =
0.05) borderline personality features as measured by 3 of
the g BPQ subscales: Suicide/Self- mutilation (mean #
SD:2.9 % 2.2vs. 2.5 % 2.2), Emp-
finess (3.9 £ 3.2 vs. 3,2.% 2.9), and Intense anger
(4.2 £ 3.2 vs. 3.6 £ 2.9) (Fig. 1).

Prevalence rates for BPD based on total BPQ
scores were also examined by mood state (manie,

mized, or depressed) as well as by the presence or
absence of psychotic symptoms in the BD I group. As
noted above, most (52.4%) of the patients with BD I
were admitted during a manic episode, compared
with 26% and 22% admitted during a mixed or
depressive episode, respectively. Of the patients with
BD I, 11.1% of the 247 patients admitted during a
manic episode also met eriteria for BPD, compared
with 9.1% of the 122 patients admitted in a mixed
episode and 9.8% of the 102 patients admitted in a
depressed state. Analysis of variance of total BP(Q)
scores also revealed that patients admitted in a
depressive state had significantly higher mean BPQ
sepres than those admitted in a manic state (mean *
SD: 38.5% 19,835 24.8 % 16.4, P < 0.05). Inaddi-
tion, scores on 7 of the g BPQ subscales were sig-
nificantly higher in the patients with BD Iadmitted
in a depressive state comparad with those admitted in
a manic state; Affective instability (6.38 £ 3.3 vs. 4.21
% 3.2), Abandonment (4.88 £ 3.4 vs. 3.15% 2.8),
Suicide/Self-mutilation (3,43 % 2.3 vs. 2.02 % 2.0), Self-
Image (3.6 £ 2.6 vs. 1.8 * 1.9), Emptiness (4.78 £ 2.2
vs. 2.53 * 2.6), Intense anger (4.65 % 3.1vs. 3 * 2.6),
and Quasi-Psychoticism (2.71 £ 1.9 vs. .76 % 1.7)
(Fig. 2).

Psychosis and BPD Prevalence and Features

were very common (84%, n

396} in the inpatients with BD I regardless of
mood state and appeared to be associated with a
decreased risk that the patients would also meet
criteria for BPD. That is, patients admitted in a
manic state without psychotic symptoms were more
likely to also meet criteria for BPD than those
admitted in a manic state with psychotic symptoms
(16.7% vs. 6.4%). Similarly, comorbid BPD was
more common in patients admitted in a mixed state
without psychotic symptoms (30.8%) than with
psychosis (11.5%) and in patients admitted in a
depressed state without (24.3%) than with psy-
chosis (21.5%) (Table 1 and Fig. 3).

Further stratification and analysis of the mean
EPQ scores in the BD I group identified an inverse
relationship between psvchosis and BPQ scores;
that is, in general, the patients with psychotic
symptoms had significantly lower BPQ scores than
those without psychosis (mean % SD: 28.28 £ 17.7vs.
35.03 % 20.1, P < 0.05).
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FIGURE 1. Inpatients with BD-NOS showed significantly higher BPQ) scores on 3 subscales

compared with the rest of the BD subgroups.
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BD indicates bipolar disorder: BD-NOS, bipolar disorder not otherwise specified; BPQ, borderline personality questionnaire.

BPQ and LOS

Multiple regression amalysis was conducted to
analyze any potential relationship between hor-
derline personality features and outcome as meas-
ured by LOS. There was a significant inverse

relationship identified between the mean BPQ total
score and LOS. Greater BPQ scores were associated
with shorter LOS (f = -0.023, P= 0.03, F=4.737,
B = 0.007, B* Lgjuses = 0.005). Subsequent step-
wise analysis of each of the BPQ subscales

FIGURE 2. Acutelydepressedinpatients withBDIshowedsignificantlyhigher BPQscoresony
subsecales compared with acutely manic patients.
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FIGURE 3. Prevalence ofa BPD diagnosis ineach BDsubtype.
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identified 4 subseale scores that were negatively
associated with LOS: Affective instability (B
= -0.167, P = 0.003, F = B.702, R*= o.012, F*
sdinews = 0.011), Relationships (B=-0.188,
P=o0.035, F=4.48; R:=o0.0006, B* .guaa=
o.005), Sulcide/Self-mutilation (P =-0.285,
P=o0.001, F=10.498, Bis o015, B* .guie =
0. 0133 and Intense anger (p = -o0.129, P= 0.046,F
= 13, B* = 0.006, B jjuee = 0.004). Of these
suhscales, the Sulc:ldef Self-mutilation subscale had
the most significant relationship (F=10.498, P
= 0.001).

Machine Learning Model and 30-Day
Beadmission Rates

While most of the patients in this sample were not
rapidly readmitted to our facility, 63 patients (8.8%)
did require readmission within g0 days. Using a
machine learning model, we found that & variables
(total number of admissions, the BPQ Suicide/Self-
mutilation Subscale, the BPQ Self-Tmage Subscale,
LOS, sex, and age) predicted 30-day readmission with
calculated F-scores of30.2, 11.9, 8.0, 7.8, 7.7, and 7.4,

respeciively (Fig. 4). Spearman correlation analysis of
the model revealed that vounger age (r = —o0.03),
reduced LOS (r = -0.02), a higher score on the BPQ
Suicide/Self-mutilation Subseale (r = 0.05), a higher
seore on the BPQ) Self-Tmage Subscale (- = 0.06), female
sex (r = 0.03), and a greater number of pre- vious
admissions (7 = 0.2) were associated with a greater risk
for readmission at 5o days. In fact, the

SVM classifier demonstrated high sensitivity (0.83),
good specificity (0.77), and an area under the receiver
operating characteristic curve of 0.86. These results
indicate that our machine learning model was able to
accurately identify 6 key variables for rapid read-
mission with “good” predietive validity (Fig. 5).

A separate conventional statistical analysis was
also conducted to further investigate the potential
relationship between so-day readmission and
number of previous admissions. Regression analysis
demonstrated that a.greafer numberof previous

was associated with an increased risk of
go-day readmission (B = o.099, P= o.003,F=
25.682, R* = o0.011, R* ssjuaea = 0.025). Individ- nal

the receiver operating characterisue
area under the curve for the 3 strongest variables
(previous admissions, BPQ Suicide/Self-mutilation
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FIGURE 4. Machinelearning model and selection of features.
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S/8M indicates the Suicide/Self-mutilation Subscale; S-I, Self-Image Subscale; LOS, length of stay, 8, sex: Admil # at BPQ,
number of admissions af baseline when the borderdine personality questionnaoire was odministered,

Subscale, and BPQ Self-Tmage Subscale) associated  rapged from 5.6% to 16.1%), but cur study was limited
with 30 day readmission as identified by the machine ~ to an inpatient setting, whereas the other studies
learning model revealed predictive values of 0.68, included other clinical settings. This difference in
0.55 and. 0.56, respectively (Fig. 6). prevalence may reflect the greater clinical severity
required for treatment in an inpatient setting. In fact,
DISCUSSION 84% of patients in our BD I group had psychotic

symptoms. The prevalence of BPD in our inpatients
The prevalence of BPD (14%) found in this study of  with BD II (almost 17%) was at the upper end of the
inpatients with BD was on the higher end of the range  range reported in previous studies (in which prevalence

reported in previous studies (in which prevalence raneed. from. 8% to 19%)32%; however, our samplesize
FIGURKE . Machine learning model performance.
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FIGURE 6. ROC curves fortop 3features determined by the machinelearning model.
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was relatively small (n = 36) especially compared with the
size of our BD I(n= 471) and BD-NOS (n= 207)
groups. Interestingly, we found that the BD-INOS
group was more likely than the BD I group to have
comorbid BPD. Although the criteria for DSM-IV BD-
NOS specified that the patient does not meet criteria
for BD I or BD II, it does allow for diagnosis of a BD
with atypical presentations or when differ- enfiation
from a substance-induced mood disorder

or mood disorder due to general medical condition is
not possible. As such, the underlying factors
contributing to BD-NOS are generally accepted as
being distinet from those in other BD subgroups.?94°
Moreover, comorbid substance abuse disorders are
common in all patients with BD including those with
BD-NOS.#42
This study utilized the BPQ, a standardized self-

report measure comprised of subscales corresponding
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tg the g DSM-IV BPD criteria. Sinee its development
by Poreh et al in 2006, the BPQ based on DSM-IV
criteria has been considered a very useful tool in
screening for borderline personality traits in both
general and clinical populations.*# Multiple studies
have demonstrated that the BP(Q has a high degresof
validity and reliability, with a few exceptions, in
particular the Quasi-Psychotic States Subscale.*
When compared with the Minnesota Multiphasic
Personality Inventory (MMPI), BPQ showed
significantly high convergent validity with a high
coefficient (r = 0.85).22 Other studies have concluded
that the BPQ has the optimal mix of characteristics,
with moderate sensitivity (68%), high specificity
(go%), and high negative predictive value (91%).43
Compared with the McLean Screening Instrument for
Borderline Personality Disorder (MSI-BPD), the BPD
items from the International Personality Disorder
Examination Screening Questionnaire, and the BPD
items from the Struetured Clinical Interview for DSM-
IV Axis II disorders (SCID-II), the BPQ had the
highest overall diagnostic accuracy of 85%.47

In the sample of inpatients with BD I in this stdy,
pavehotic symptoms were very common (84%, n = 396)
regardless of mood state. Our original hypothesis in
planming the study was based on the suggestion that
mood states complicated by psychotic symptoms would
have higher rates of comorbid BPD. However, further
analysis of mean total BP() scores indicated that
greater levels of borderline personality features were
associated with significantly fewer psychotic symp-
toms. This finding may suggest that the presence of
borderline personality features rather than symptoms
that meet full criteria for BPD may represent more of a
trait than a state phenomenon. In other words, our
findings suggest that the presence of some borderline
personality traits, even if not sufficient for a full diag-
nosis of BPD, are likely to be associated with the
presence of fewer psychotic symptoms, with a larger
number of traits trending toward a full diagnosis of
BDP being associated with an inereasingly smaller
number of psychotic symptoms.

In addition to examining the prevalence of BPD
in inpatients with BD, this study also examined the
potential impact of BPD as well as borderline per-
sonality features (as defined by the individual BPQ
subseales) on the clinical course of patients with BD
hospitalized for acute mood episodes. LOS and 30-
day readmission rates were used to assess clin- ical
outcome. Not only were higher scores on the

BPQ associated with a shorter LS jn our study, but
higher scores on certain borderline personality traits
[BPQ subscales of Affective instability (AT,
Relationships (R), Suicide/Self-mutilation (S/SM),
and Intense anger (IA)] were also associated with
shorter LOS.

The promise of using artificial intelligence in
medicine to enhance diagnostic and prognostic
accuracy may well prove limitless#® Giyen the
complex heterogenons pathophysiology underlying
psychiatric disorders, machine learning models may
provide the best chance for developing novel stat-
istical approaches capable of extrapolating patterns
across different data sets (cross-validation) en route
to the pursuit of personalized psychiatry. 4742
Unlike conventional statistical methods, machine
learning techniques can harness the general prin-
ciples of underlying complex observations without
making undo assumptions. In addition, machine
models allow the data to self-represent while man-
aging extensive amounts of heterogeneous data
resulting in multiclass predictions.5®3*

In this study, the machine learning algorithm
demonsirated 86% accuracy in predicting zo-day
readmissions in inpatients with BD using 6 varia- bles:
total number of admissions, the BPQ Suicide/ Self-
mutilation Subscale, the BPQ Self-Image Sub- scale,
LOS, sex, and age. Specifically, the model
demonstrated that lower age, reduced LOS, a higher
score on the BPQ Suicide/Self-mutilation Subscale, a
higher score on the BPQ Self-Image Subscale, female
sex, and a greater number of pre- yipus admissions
could be used with 86% accuracy to predict patients
at high risk for readmission within 30 days.

Limitations

The limitations of this study included use of a self-
report measure for diagnosis of BPD. The study also
used a retrospective study design, which introduces
multiple potential biases, including incomplete
documentation, missing data, difficulty interpreting
information found in the documents, and problem-
atic verification of information. The study was also
limited to patients treated in an inpatient setting,
which may reduce the generalizability of the results
to other clinical settings. In addition, machine
learning models have known limitations and
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challenges such as reproducibility; small sample sizes
may also exacerbate data noise and lead to over-fitfing
(over-estimation), and the wvariable course of
psychiatric illness may further complicate disease
trajectories.

CONCLUSIONS

Although preliminary, the results presented here
suggest that inpatients with BD with greater levels
of BPD features were more likely to have depressive
rather than manic symptoms, fewer psvchotic
symptoms, and a shorter LOS. A machine learning
model identified 6 variables, including 2 subscales
on the BPQ,.fhat were highly predictive of
readmission within 30 days of discharge. Given that
inpatient treatment is one of the largest direct costs
associated with the treatment of BD, machine
learning models may be particularly valuable in
identifying patients with BD who are at the highest
risk for adverse consequences, including rapid
readmission.
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Farzana Hoque Sharmy MD, Assistant professor, Saint Louis University. Achieved
the “Young Achiever” award from the American College of Physicians (ACP) for
2 consecutive years.

I completed the three years of my internal medicine residency at St. Luke’s Hospital. The
program has a 4:1 system where residents are assigned 4 weeks on an inpatient service and then
one week in the outpatient clinic. | believe as a resident it is important to participate in every
didactic activity that is available, both for mastering clinical skills and for board exam
preparation. The residency experience is intense, and it demands patience and near-total personal
commitment. | used to go to the hospital at least 30 minutes early when | was on floor rotations
simply to review the patients’ charts before we made rounds. Treating the nursing staff with
great respect and thoughtfulness makes your life in the hospital run so much more smoothly. The
same is true of all your relationships with colleagues and the entire staff, and that includes the
ward clerks and housekeepers. The faculty is aware that you do not know everything. It is critical
to develop a sense of when to ask for help from your seniors and attendings. | had an opportunity
to moonlight during my 3rd year which I think helped me make a smooth transition to becoming
an attending at the university hospital. Sure, all the residents made all kinds of personal sacrifices
but what made the experience tolerable was our teamwork, some very exciting life and death
experiences, and the fact that every day we were enjoying our work.
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Sreyoshi Fatima Alam, Residency applicant

Teaching Assistant
Department of Clinical Skills,
College of Medicine

Riyadh, Kingdom of Saudi Arabia

To international medical students and graduates, US clinical experience is invaluable. | was fortunate to
be granted the opportunity to complete a month of clinical rotation at IU Health Arnett Hospital, thanks
to Dr. Islam, who was kind enough to accept me for the rotation.

| rotated in the inpatient as well as outpatient departments of critical care, pulmonology as well as
cardiology with Dr. Islam and Dr. Hoque respectively.

This has been a genuinely educational experience and has strengthened my resolve to pursue a career in
internal medicine.

| got to learn first-hand, the basics of inpatient operation of the hospital, especially in the ICU setting.
The teamwork at the ICU is commendable. | improved my skills regarding the intricacies of handling
cases starting from history taking, physical examination, and note taking as well as devising a
management plan for patients. Another very important aspect | learnt during my rotation, is effective
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communication with the patient and family members. This was my first encounter with the ABCDEF
bundle in critical care. | have now seen the benefit of involving family members during the ICU rounds.

Another major learning point that | have strengthened through this rotation, is the ability to dissect and
decipher complex lab work and imaging of ICU patients. Interpretation of arterial blood gases has now
become a walk in the park.

In pulmonology, | came across the common outpatient presentations that a physician should be
competent to deal with on a day to day basis. Through thorough practice of PFT interpretations taught
to us by Dr. Islam | am fairly confident in dealing with pulmonary function tests now.

| have also come across several inpatient cases and procedures and one that stands out in my mind's eye
was a case of hemoptysis with the novel use of aerosolized tranexamic acid, which is a new addition in
the field and we have had the opportunity to write a case report on it.

Cardiology is a complex and highly specialized field, but | enjoyed it, nonetheless. | attended numerous
interventional procedures performed by Dr. Hoque and chanced across several STEMI cases and
observed the benefits of timely intervention. Besides learning the basic cases of cardiology, | also spent
a part of the time, learning to interpret echocardiograms and nuclear scans and multitude of other day
to day dealings in cardiology both in the inpatient and outpatient setting.

It was an honor to have had the opportunity to work with two amazing, kind and thoughtful physicians.
Most importantly, | have learnt what it means to be a good mentor and | hope to do the same for my
juniors one day.
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Professor Dr. Ziauddin Ahmed, Drexel University

e fOraremiN SENw
IEGISCRIR IR (RERAL
STNTOT A% I AfHE NI NRTNIA | ((THCBINT (X PR (W (NG (G (Norg

S8 G (A~

T GF0T CTE QTR 79N B TR | TE WG AT WAIRO *9P PIRYPIR [EIT F1
] SIS

ES S S 5 G ) (R 0 K O T S R 1 RO s s oL e o o O s e < s | BT
NI I~

TN TZOGR LAY J7 *IQCF A FACS AR | SN 7 [ I R0 ™F SR
ARG ({57

RGN QIR BT (I | FPIC6 NN (W3 (& (G S NP L) WL Mo
FEEGAN

44



"oEd YA | 5 = *=Goi" SHG el Fe AMFBW RN Sifod T (730 Fao
|

ATRINT A8 OIF AT AN AN AT | FI JH(6 (RLA 1Y (T [T I | SR
b1l AT

ATOT TFHIII | FIB FDITOS (TN (G T AT *OE (F A IO e I wefste
VGIASEIG)

N ORI FS RF07 WS 2 9iors | (I« f&a Srrast, ST FI0a e 1 3 ey
(TR OO H(Y,

BE (VT AL P AP | STAS IO WNCHE GO RS AN | AN Foog e, T
GBI (AT,

FYN A [FN (T TS N e¥1037 AT SIS W1 | NI SN 5% @ 6 <
Gkl

fHTHT IR ST AT BTG ATR6 (RN 8 26 ©If WonfS=, (Fr=ed =or 4o
CATNG | FLATIAT T

3 AT AN O12 dFGCNS AT A MK IR GCND 2O VIR [N [@H HHIICI W (A
IRGERIRYIE

ST | AT CHANBAG BT S O (NATS NI (AT TR WM T (ST | 185 =0T AT
T

AE MUY W e 21N | (O1d 28T[E WITH2 SN *MTRIAMGHT G IR 5T AR |
TR

NIFFN AT JFG! O WAGIv oo SR W= =TT | AN (R ©151 WyE2
AT (1R

25 G 9 TRg© | JIEATT 5T AN 2 AFSIS WAGH2 RN SCEATS M BIFT (R
G SCET

fRRI9 F | SN S FACS 20 00T G0 | (73 R O A=A RS @Gy
FACS

HNTSICAT | OTT BT FATIC BT SIF(H OINGTT [HUGE FI0Y 0T *1esea ifod =g, (¥
SN (B ]S

45



WA GOGEd (NSFTOR) TSI A N B ST | ST Ao ol &g By fNeg =1
G|

@ TN (VOGS AT T HNGATY | [{TFCE TN TN OGeT O« (ALY Fedl AT
ICRERERECIC]

W1 OTe 0T AR | AN FIES MG (AT HIAAN MR P AT AR | AR A (13

RV (&) LAV P (7S

SRIRH TR AT IACT e | TFHPE (NN WY, (NS Sl SCATSS BB (AT
(GBI ey, Ay

ST FEFSIPST I FATIACR (PO (PG | *& F(L (I LT WK 20 e, I &) ©Is,
G2 IS

SN SICECH A5 g | Aoe 2270 (0 [T 212G Z0S A9 SN 90 | [FCe
HCERYS]

(T R T NG G2 FIIFAE 2 JAAN | [T NN HGTS ASAT I, W, OIS,
(@ 8 IHMR

FAT| 2¢ NET AFBINHI NI T TSI (SR AN ANIFSMNAI T AR | I WA
433

B(AS FTOIFP BATCH (1Y T5F FACO AN N | NFSBICANG ([IRNNG YA AT AR

AT FTABMN YT TFAT TS (HL6 (9T | TG *120IF G AT yesa sy
AGTOR &5 |

IS (NG FOrad FIAeT (N (TN SIS 0 (AT, 7 AL CHNBAIS (SINZ |
R CIORTI

SRS fRRCF (TN | {5 FAR IO ARG ACHR @AY AT RS (@GSN d 16
IS SEAR

(13 TF; W2 & (762N N2JJ (F fet [z F0I A6 (NG FTET0 AT (H
(51(% | BT OIIF

ST ZTATSIT U6 (AT | SHIE AT AT (AT (@[T T AGIE ST S
SETTNE TS

46



ST SR, TR -7 SR AT (G134 GTOR fAies SIfBry ABETN FS YRO |
I WA =

NS DTS & B | (NGTH FTAG ATATO AN IS *, AR NPT RRAT |
VIV

TSI WES TIF ST @M LT (TG HTEATR | LN Tl TSP 2T ATSICE
STREEN

(AT I TN FRARN | O QNS STICHCT IG NI | AN ©F (AH IG MG | G2

TSN JCRF NI AT JT AMYCAN AATO(H | (F AR (TP (A [ I 71| PN
S GIRIGIRIN]

AOF O FANBTET | INATIR AU HITE FACO Z(J TNAF M, BIF, IFTN S W IHF
s

| QMY (M3 20T I T &S 20T WM | OIS L ROIATN, A= g o7 JF11 8
OEAGIRY

N1 (9« JATS AN ABT2 SN AP AWNF T (qdT| ¢ s 49 s AfSHe G2 SN I1q
IESERCEL

WIS (A FAR TN ISR TR 20 fof g AT AT =12m =) |

PIAD IO VLI AT (W3 FINA), W OI2 (W2 (VGH), Io]. 912 (B FosIs), g iy
2T 7§

(VST B, 6 12 (AT IS AT G L | (T2, FAAA, *M= I, I,
UISEIVEH

(VOH) 8 VTN IFTAA PTG SCAH FITS I NS (NTHTIE Gy | AN 7557 S04
LU

. 3 AT TATE BTN CTACN ST ST AN A ¢ ISAL Y11 ST
WG (M |

ARIFGN 2 AT IR (ATH A2 (TG FACO X(J, ATAGH ([0 [RNor2 FI A8 |
ORI NI R

47



THOID ARH T 515 Fa0o 203 AT | [T O ATIGH ZANT, (741 O (97T
PN (T2)

AR (W3 (N3 (GNICR) ST | BNATN NG IO T (57 (JMGUNCOA CHNBAT (FCP63N
GG (CNs

(GNITR) (NOUY 0 IV ARNN NG 2N BT | SN Srerg Iy cofersrarer
BERIC

TS (57 (AGTNT A9 PR AN T Gy (N fAcet= |

RN ST ©12 A7 SR AN OIS (NG | AR TS IR O SO

SR FIRANE A WHOTSAR IO AT 7ML WK AATHE [O0 (SIS
A0 (TN |

(OfTINTITS ©L A STUINTRAR AN PFORIHF (I9F WS N (ol =2feae |

FEORITGI SYNS 57T (B AT | FATNF N TS ST S A20H, 126
C*= o

T (ATNG (RIOTF (RN T SIS 5714 O &1 FNTY (/AT 2T (3576 ([AfGIN-o4 S| :F
@57

RGN TSR THo1 (NG *FOHAT (W3 (3 (AT, (T 2AK) (R I P61 76
J&d]

AT | NI O AFATHE B2 TOTT, &S @ 0] & BIACR ANFBIN CTIT| A4N
@ Ok

PO I(F (PN *T9F T B GV ATV TF BT TS| FOM TF 5K G O
SR

IEEICICEA R CREIGEY

IR ST S S SN ©I2 (F NIN5® e, IHNF 8 e Gl (ofF (BT
RIGEERURIES

RO MRTg O (71 =67 | SINITHE (F S BICOH6 R0 ARET SN =6 SNV
SRUTS | 94N

48



SR G AW VT G2 SRS AN YL (F QRG] T BT ST FIR (AFH
ICEDES

(BN ST STRITT ANSHT (9 N 12 ([ @GN0 FY (163 8 v g ey
RNMIAE

N 2 ASZS FAR (BT FARET | WE AN FIC INCHG TR G TSN S
0

YTFOIY | TYN2 I TS HF(F AMGF 2T I S S AT (GTHIBL5, O I XS
AR

GIRl, YLaS TN *1Qe W3fed (057 (ST (MR | OO ( RNAIF ATG N, AIP =S (O LA
(R, ANRCH

RGS AT (ATNG YT BIEATS K ARCNRA | YR GINITEA S G 200N
AP |

AFHIF O (QROTET 2 JFF T | SWArg<rot AFOT | W (TN JTOM O3 Gy SCHH
FAMREATN |

TR (PG Mg SN STRFNE STHID (IO WIS BUNe) FI0Y AT Yoefaa Sy
G|

AT *GF TN THE T | A 1 IF GO ©PICS AH A Yo |

RIS P OH Ol (MY A12 COfF T (R | G4N2 [FGTT *10re (I | 41 J¥ G 1 o
&A1)

RIOTETN, (ATNG W (5F FF [NATN | JF0T A6 *& Weywd SRV | WGy ATNF AT
AT |

BBl (N2 (OO(F, OF (TN (S AR (MR, Wg® HI(S JF Ao | *r9P Bie] oy

fFRIO2 = FACS AT (A IF FE A GLACR | TS FF N IR W O12 8 ([N
PN

AJCEAT, IHMA YL (ST GO | (F (PN [P AR 1 (K2 [FR2 GURAT, (FINUN ISP
(MLTO AR fFA1

49



OIS SN | FEBIBIP B FAE G NN PACO BIRATN SIS *NOP (P WP A~ FANS R
REIACAL

I AP NG 557 |

#1031 SR WRTF NG WHBINA ([RCT NIATN | *R9PF QIO M @ u1ore A5 (0o
TN | P

O (T ALY | Te W P WS TSN ZBTAS HATE #1371 20O A9 | TS (NS Fol,
YNYN B,

AIF BTN BT STTE FHBeT G | | N W@ Ne*1037 512 NIOTe STH AT | S
L (GHA]

BIAM<P SCAIF® R (97T [PRAFIN G5 | ST GHNGIN, W el O (BF (e SINICH
TARRS | TSN

R TSI TN 1= QoG T Y1 A SIOTS | WA FIRIBIR ST AN (T YO 78
I

SRINERS ARIHA ST AARCP [ NG I e | S #A71RB (RO e
1K O fate

AT | T® 4T IARATT (7 (RATTET SN AN BICSMG, *19sed IS (RN I | fN%
HHIPICI

fFR2 AT (G0 | FLHFE TS T (&R (5167 1| TG S (@0 ST N FAO
GIRGIN

STRTed | 72 32 WOR AT Y THa Sm SN ST ST SN 8 & FI0O J0J I
FINE | IOI6

WHIII SN SO O BT R G, TS (T TAHIFIF (SR FIE NN 7R 471 s
BT

g (@411 GE1, O, Mo FIABTE M (G (TN I 2T FACO AR | TS (W SN
Y IR 7O

BIGI N0G BT | WA = RIS (ATH 1L AR G *1QP (71 | O5pl« W@V

TR, W

50



RIS

57 (GU YN A * S M| & 20T (5761 FI016 | WHNHT AR (ATFH J2 WG N (2 (6
TG (1]

NFSINT N |
AT TN T WCH *H IO ARPCEAT SIS JABI | WA WA NOIH 137 | *T9edl
I ORI

T A0 SN PTG | TIS (A AT A (AT A6 A3 Il (NN ST
TS GIT,

MG N Y PR T QBT AT B | JRETN B -1 1R OIREe T5piN S F
Mo =@

CHTNTGS FHNOT YT QUG e SHBPII (VNN AR M 557 B, OIGNT FIA 2O
T e

R | (ATNTOR REFIRINT A AN B A (O 19 ISHH | OIS, WRIF I= FIAK
FACO

TN WA [P (372 T | 199 Brofed Mt 0T 49 A== Gifis (s (@)
EERNEGT

HF B SR | SRR S0 SIS SN I N 7 | N7 OB (IR W3, Ta Y
=T (N

TS M| QT PEIPO! (ATNG PO |

o BT 50 (4T (w2, T N 9P (NS FNCS A9 | TI® (ML TN
BT (RGEATIR6

I FI AT WS I35 NG, YZTS 126061 Gt WA Ao e | KF oe5Fre
BIECIDGIRY

TGN S 7 N0, SR FTHN (HT 4T {1 NS (ATH (FIN S WS | Y
TON

STe MITR fRTE TRIF | (N1 20 AT Fies FF 98 B AFATN | JF61 MG
L I0) (€ R [ RTT )

51



TIGIATN (ST =0T | 0T A7 N G (AT *ad] O S WNIFS HIAT (ICO B B | (=1

TS *13 F(F Y IR MIT BTG (916 B, JOEF W FIR GATS AN | Y07 (AL e Sramemg
(0RO

TN | G G0 SR S SR I | NN AT HCI AT (0O AN WA
SN 916

At | (AT (TG AFD A 2 TN *1g P (T %1 JILF 1A (NCT (IO (AR )

IR A T AEANFS FH AHPIF IOCS AT | TSRS PO SIS AR T,
(1Y 3

YA S O JHOT PR, RIAPT N =6 | T O (S (S PAPAL AT e | ()
AP AR

NFMN A (O IO FI VAT | SN SIBCT (LA (514 GO G CF |
A0 (0P e

(51T CNCHT A, AT {IF NS TP, IO NN 2ol P (Y 20 42 Y|

52



Basher M Atiquzzaman MD. MBBS from CMC

Consultant, Gastroenterology & Hepatology at
Digestive and Liver Center of Florida
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MUNSHI MOYENUDDIN MD, PhD,FACP,FIDSA. MBBS from SOMC

Clinical Physician and Medical Director, Infectious Disease, Dept. of Internal medicine, Summa Barberton
Hospital, Barberton Ohio. Clinical Associate Professor of Internal Medicine, Northeast Ohio Medical
University, Rootstown, Ohio. Member Editorial Board, Infectious disease in Clinical Practice.
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Chowdhury H. Ahsan, M.D., F.A.C.C. F.S.C.A.l. Director of the Cardiology Fellowship program,
University of Nevada School of Medicine MBBS from Dhaka Medical College.
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Mohammad Hannan, MD, MBBS from Rajshahi Medical College

Attending Physician, Pediatrics, Brookdale University Hospital
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Social outreach programs:

© BMANA-GA

Bangladesh Medical Assaciation of

Bannlallnsh Medical Asseciation of
North America
California Chapter [(SINCE 2083]

BMANA California Chapter Physicians at the Camp
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Dear Fellow BMANA Physicians,

In response to the Rohingya Cnisis, BMANA-California Chapter, by partnenng with Hope
Foundation and its founder Dr. Iftikher Mahmood, started an initiative to support the
refugees who are taking shelter in Bangladesh. This January 2019, BMANA-CA visited The
Rohingya Camps to provide them with medical help and donation.

1. A van picked us up from the hotel at 9 am and we reached Hope Field Hospital in
Madhuchara Camp #4 in Chittagong at 10 am.
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2. Educational Lectures : 10:00 A.M.- 12 P.M. Doctors participated in lectures pertaining
to their specific field to Hope Physicians, Nurses, Midwives and volunteers there.




BMANA CA Doctors at work seeing patients
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BMANA CA Doctors brought along much needed medication for the Refugees. BMANA
CA Doctors at work and dispensing medication




B &8

BMANA CA Doctors at work dispensing aid and seeing patiénts.

4. Visit to Hope Maternity & Fistula Center after 3 p.m. : BMANA CA doctors visited Hope
Maternity and Fistula center where there is access to Telemedicine, Operation Theater,
Lab, and Maternity Wards.

108 st Segery in 2018 Thames Fsula Fundatin.
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May we always act so as to preserve the finest traditions of our calling, and may we long
experience the joy of healing those who seek our help.

This we believe !!!!
BMANA California Chapter.




Hope you are all well and coping with the winter. As winter is beginning, the interview season is in
progression and will end at of January. | wish you all the best who are travelling around for interviews. As
soon as | took over the office, ERAS application process opened. A lot of you have contacted us and shared
your thoughts. We really appreciate your trust in us. | can assure you that everything will remain confidential.

We had three official sessions for the preparation of ERAS application, with resume and improving personal
statements and how to prepare for interviews. All of our sessions were live and recorded. The videos have
been posted on our Facebook site. Besides that, we had mini sessions with individual candidates. | am
available all the time for them and glad to be there.

At the end of July, few weeks after | had started as BMANA Central young physician secretary, with help of
Central Scientific and Social secretary Dr. Yusufal Mamoon we had our first session on residency application
preparation. The session was started with ex BMANA central president Dr. Walled who came to encourage
the residency applicants and Bangladeshi young physicians, sharing his experiences and guidance for
observerships. Our guest speakers were Dr. Salma Khan from California, who presented on how to write a
personal statement and resume. Dr. Nafees from New York health department gave a presentation on
options of jobs as physicians in New York Health department. | also made connections to the applicants
and heard their stories as well as assign them mentors who will work with them regarding their application
process and practice interviews.

Our next session was a combine one for August and September where we met again to see the progress of
each candidates. They were all working on their applications with assigned mentors and beyond. ERAS was
open and application submissions started. Some also started to get interviews. The applicants needed to
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practice interviews. It was a very motivational day for them when we have invited all member of newly
elected BMANA central committee; among them were Dr. Yusufal Mamoon who actually gave his office for
this sessions, Member-at- large Dr. Ferdousi Shilpee and Member-at- large Dr. Ahmed Morshed. We also
had presentations from Dr. Igbal Munir, Program director, Endocrine Fellowship in Loma Linda Medical
School, California and Dr. Hafiz Program Director, Cardiology, University of Nevada, Las Vegas. It was a very
important session as we did multiple MOC sessions with the applicants who had interviews soon and go
over the techniques with help of an ER resident in NY, Dr. Nourine, Bangladeshi origin, but graduated from
here and related to Dr. Zia, Nephrologist in Drexel University PA. Dr. Zia gave a great talk on plans to all.

Our last session in 2019 was in October, it was the beginning of the interview season and many candidates
came from New York and all over the country. | was amazed that one person flew in that morning and left
same day just to be in this session. They have heard the previous sessions through live telecasts and
Facebook videos. A panel discussion ran for more than 4 hours lead by Dr. Tasbirul Islam, Pulmonologist,
Indiana, Dr. Igbal Munir, Program director, Endocrine Fellowship in Loma Linda Medical School, California,
Dr.Mahbubul Alam Tuku, and Dr. Sadeq from West Chester County, NY. All members of Central BMANA
were invited. We were fortunate to have our current BMANA central president Dr. Zia — ur — Rahman, current
treasurer Dr. Bashir Ahmed from Florida, Social and scientific secretary Dr. Yusufal Mamoon, Member -at-
large Dr. Ferdousi Shilpee and Member-at- large Dr. Ahmed Morshed. We also had a sessions with Dr.
Munib Chowdhury on Psychiatry residency application, Dr. Atique (previous central BMANA Social and
scientific secretary) on Gastroenterology and interview questions and Dr. Asif Khan on pain management.
This was a very thought provoking session and per audiences it was extremely helpful and one of the best
sessions, they have ever had. We also had a MOC interview session in a different room for the candidates.

However, this would not have been possible without the direct help of our countless advisors and mentors
who made this happen. They have constantly by given their time to guide our residency applicants, delivered
excellent lectures and made arrangements for their observerships and research opportunities. | would like
to thank them from bottom of my heart.

With this support and the hard work of the candidates, almost everyone got interviews, some got pre match
offers and some are waiting to participate at the match. Those who did not get interviews please do not
lose hope. Will work from now to make a strong application. If some practical obstacles are in the way, we
will try our best to guide to the right alternative pathways to best utilize your training. There are many other
options than residency and clinical practices. We will have more sessions on clinical topics, when the dust
settles in January. Will ask all to stay ready for the post match scrambles, even for those who applied late in
the season.

We are also planning scheduled rotations for observer ship throughout USA so one person do not have any
gaps while they are waiting. Thanks to all mentors and advisors who has helped me. | would also like to
share a very promising news, | am very lucky to have a board with group of academicians, clinical
practitioners and researchers who are coming up with a structured format for rotations. The people who
are helping at personal level for rotations and research already can assist to have in a roaster form so you
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can travel from one state to another at your own pace. Just let me know or email the individual persons so
they can arrange their times and schedule.

| am thankful to these amazing groups of talented and great souls who are truly following BMANA's core
value of our respected constitution: Helping the graduates from Bangladesh to get their career developed
here.

| am also pleased to say that we are in the process of having a body of second-generation medical
graduates, our own kids who will informally connect with each other to carry the torch as needed.

I would like to invite all the physicians who are helping residency candidates and resident physicians to find
their best career path to share their stories. It will encourage hundreds and guide thousands.

Thank you and Happy New Year
Adiba Geeti MD, MSPH, FACP, FCCP
Young Physician Secretary, BMANA central, 2019-2021
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Y-:’\"‘ Young Physician Desk Central BMANA was live.
A Y Published by Md Mamoon (2] - July 20 - &

SEns

US Residency Workshop.

$¥ - Provide translation to Bengali

HOW TO WRITE
A GOOD CV
@)

Giihad  RESIDENCY

. Salos Khan

1,008 266 S
People Reached Engagements ettt

To see the video please press Ctrl and click the following link:

https://www.facebook.com/BMANA.USA/videos/396664177641341/
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https://www.facebook.com/BMANA.USA/videos/396664177641341/

Young Physician Desk Central BMANA was live.
Y Published by Sina Ibn Alam [?]- April 6 - 3

How to make a project using clinical data, a case report, a poster and
Anatomy of a journal article *"
Speaker: Dr Salma Khan;

Please share this live stream;

% - Provide translation to Bengali

* Hello everyone welcorme 10 the webinar today, Befoce | start | would Mae 10 thank De
Mamoon, the young Physician Secretary of BMANA, Central Lo organiae all the
ondine and live lectures for you ol who like 30 apply for or planning to finish USMLE
stepe. This &3 & preat venue and you are o8 Jucky to have this forum, which dd not
exist couple of years agr” ~ 5 10 help and guide Bangladeshi orign
phagsiciant in the US » w oy Nece and her hubby are also

Ty friendy from my medical kKhool are also

my best 10 speak slowly 50 that you can

A a research progect

old you) that you can do followirg research

oW articles, chnical probilemns, chescal trials,

pating from §
joming today, | welc
have ideas how to g

If you all rernamber \

.

* 1. Oinical resoarch. Case,
community research etc

* 2. Transistional Research, which involves stiudy usng clinical tissues, bood samples,
saiva otc

* 3 Basic Soence research. Molecular Biology, Molecular Genetics etc

Peop Eng
People Reached Engagements OOSEEOS

To see the video please press Ctrl and click the following link:

https://www.facebook.com/BMANA.USA/videos/438633610217551/
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https://www.facebook.com/BMANA.USA/videos/438633610217551/

Young Physician Desk Central BMANA coe

Posted by Md Mamoon
June 29 - D

Md Mamoon is with Salma Khan and 5 others.
June 29 - SO

Arranging our last webinar as central young physician
secretary, with the help of BMANA California chapter
and their president Dr. Rubina Najeeb, invitin... See More

Webinar on “How to Write Up Data™
- By Suhaila H. Khan, MD, MPH, PhD

Arranged by Young Physicians Desk Central BMANA
On 06/30/2019, Sunday, 1pm-2pm USA Eastern Time

We are excited to introduce Dr. Suhaila H. Khan - a physician and health
economist by training with over twenty-five years experience in public
health program, policy, research, and evaluation.

She studied at Dhaka Medical College, Harvard and Tulane Universities.

With =a wvast experience working for underserved communities in
multicultural settings in the US, Asia, Africa, and Latin America, Dr.
Suhaila H. Khan currently manages Alameda County Public Health
Department’s largest project connecting children to dentists.

Dr. Suhaila H. Khan’s webinar is going to focus on utilizing the data
collected during the 3 community-based research projects conducted by
‘oung Physicians Desk Central BMANA for publication purposes.

Link to the live webinar will be available on the Young Physicians Desk
Central BMANA Facebook page and will also be posted on other
Facebook pages, Viber and WhatsApp groups.

Everyone is invited to attend.

Young Physician Desk Central BEMANA was live._ ===
Published by Md Mamoon (2] - June 30 - &

Webinar on How to write Data. Live streaming now.

¥ - Provide translation to Bengali

Paopt Eno
People Reached Engagements o= o=
o 17 4 Comments 7 Shares 709 Views

To see the video please press Ctrl and click the following link:

https://www.facebook.com/BMANA.USA/videos/500234440721159/
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https://www.facebook.com/BMANA.USA/videos/500234440721159/

Young Physician Desk Central BMANA eece
Posted by Md Mamoon
February 25 -

. Md Mamoon is with Salma Khan and 6 others.
February 25 -

The 24th February, 2019 was an amazing day for young
physicians as 12 speakers spoke, about 50 doctors
attended, and there were more than 1500 on... See More

Recorded Live

Recorded Live

+10

To see the video please press Ctrl and click the following link

https://www.facebook.com/BMANA.USA/videos/355471705044232/
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https://www.facebook.com/BMANA.USA/videos/355471705044232/

Young Physician Desk Central BMANA was live. eee
Published by Adiba Geeti [?] - September 22 - @3

Interview preparation; Young physicians desk, central BMANA.

% - Provide translation to Bengali

Paop i
People Reached Engagements £ 2
OO‘.‘ 23 12 Comments 11 Shares 2.1K Views

To see the video please press Ctrl and click the following link:

https://www.facebook.com/BMANA.USA/videos/711748756313659/

75


https://www.facebook.com/BMANA.USA/videos/711748756313659/

43

@ i- Young Physician Desk Central BMANA added an event.

V February 13 - @

SUN, FEB 24

US residency and scope of observership and ™
research. % Interested
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Poster presentation session at our Detroit BMANA
convention in presence of several program directors.
Our young doctors have presented 3 posters on behalf
of Young physician desk central BMANA.




. Md Mamoon is with Salma Khan and 5 others.
Juy5-Q

Poster presentation session at our Detroit BMANA
convention in presence of several program directors. Our
young doctors have presented 3 posters on behalf of Young
physician desk central BMANA.

OO Farida Khatun and 74 others 5 Comments 2 Shares

05 Like () Comment &> Share
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Y Young Physician Desk Central BMANA it
Published by Md Mamoon Juy5- Q3

Poster presentation at BMANA convention by Tania Miah to our honorable
judges on young physician Desk project “ Breast Cancer Awareness among
female Bangladeshi adults in USA. Was an excellent presentation.

¥+ - Provide transiation to Bengali

.""“IM.—lhouur ‘

To see the video please press Ctrl and click the following link.

https://www.facebook.com/md.mamoon.9/videos/2075884672521169/
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Our future.
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Dr. Adiba Geeti with young doctors
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Young doctors with their mentors.
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https://www.youtube.com/watch?v=QduGgiwT7Tg

	The Epidemic: The Bangladesh Directorate General of Health Services (DGHS) has reported 50,974 dengue fever cases during the month of August 2019, total for one month tops the total cases reported in the country from 2000 through 2018 (50,148). About ...
	Fractionated but Not Single-Dose Radiotherapy Induces an Immune-Mediated Abscopal Effect when Combined with Anti–CTLA-4 Antibody

