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NEWS  ABOUT  MEDICINE  &  HEALTH 
 

Detecting human-to-human transmission of 
avian influenza A (H5N1) 

Highly pathogenic avian influenza A (HPAI) subtype H5N1 has 
caused family case clusters, mostly in Southeast Asia, that could 
be due to human-to-human transmission. Should this virus, or 
another zoonotic influenza virus, gain the ability of sustained 
human-to-human transmission, an influenza pandemic could 
result. We used statistical methods to test whether observed 
clusters of HPAI (H5N1) illnesses in families in northern 
Sumatra, Indonesia, and eastern Turkey were due to human-to-
human transmission. Given that human-to-human transmission 
occurs, we estimate the infection secondary attack rates (SARs) 
and the local basic reproductive number, Ro. We find statistical 
evidence of human-to-human transmission (p=0.009) in 
Sumatra but not in Turkey (p=0.114). For Sumatra, the 
estimated household SAR was 29% (95% confidence interval 
[CI] 15%-51 %). The estimated lower limit on the local Ro was 
1.14 (95% CI 0.61-2.14). Effective HPAI (H5N1) surveillance, 
containment response, and field evaluation are essential to 
monitor and contain potential pandemic strains. 

Highly pathogenic avian influenza A (HPAI) subtype H5N1 is 
repeatedly crossing the species barrier to humans. Since 
December 2003, a total of 291 cases of HPAI (H5N1) have 
been reported in humans, resulting in 172 deaths (i.e., 59% 
case-fatality ratio) in 12 countries, mostly in Southeast Asia. 
Among these cases, 31 family clusters have been documented, 
ranging in size from 2 to 8 family members. How many of these 
clusters are due to a common avian source and how many are 
due to human-to-human transmission are important facts to 
determine. Should one of these HPAI (H5N 1) strains gain the 
capacity for sustained human-to-human transmission, the 
resulting outbreak, if not contained, would spread worldwide 
through the global transportation network more rapidly than 
adequate supplies of vaccine matched to the new variant could 
be manufactured and distributed. We analyzed data from 2 of 
the largest of the familial clusters to ascertain if human-to-
human transmission took place, and if so, how transmissible the 
strain was. 
Source: Yang Yang,* M. Elizabeth Halloran,*† Jonathan D. 
Sugimoto,*† and Ira M. Longini, Jr.*†  
*Fred Hutchinson Cancer Research Center, Seattle, Washington, 
USA; and †University of Washington, Seattle, Washington, USA. 
http://www2a.cdc.gov/ncidod/ts/print.asp 9/4/2007 
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Discordant or unusual hepatitis B serological profiles requiring further evaluation 
 
Repeat testing of the same sample or possibly of an additional sample is advisable when tests yield discordant 
or unusual results. 

 

           

 

 

 

 

 

 

 

 

 

 

 

 

 
 
Mutant proteins from mutant HBV strains may escape diagnostic detection. The presence of different 
serological markers should therefore be tested for a correct diagnosis. Diagnostic kits should contain antibodies 
against a variety of mutant proteins, if perfection is the goal.        

                                                                Source: (WHO/CDS/CSR/LYO/2002.2:Hepatitis B) 
 

“Interaction of herbs and drugs” (Part 3) 
(Continued from September, 2007)

Many people have the mistaken notion that, being 
natural, all herbs and foods are completely safe. This 
is not so. Very often, herbs and foods may interact 
with medications which are normally taken may result 
in serious side reactions. Experts suggest that natural 
does not mean it is completely safe. Everything 
putting in the mouth has the potential to interact with 
something else. So, when a drug is mixed with food 
or another herb, each can alter the way the body 
metabolizes the other. Some drugs interfere with the 
body's ability to absorb nutrients. Similarly, some 
herbs and foods can lessen or increase the impact of a 
drug. In our country, many people take herbal 
supplements together with antidiabetic, antihyper-
tensive, diuretic and other drugs. Thus, it is crucial to 
know about the interaction between popular herbs, 
foods, and prescribed and over-the-counter drugs. 
Following are the examples of interaction between 
herbs (spices) and drugs.                                                                                                           

Clove (lay-nyin) may increase the risk of bleeding or 
potentiate the effects of warfarin therapy [1]. Clove 
cigarettes may be hazardous to health of people [2]. 

The smoking of clove cigarettes has been associated 
with 13 cases of serious illness in the United States, 
including hemorrhagic pulmonary edema, pneumonia, 
bronchitis, and hemoptysis. They described that a 
patient developed pneumonia complicated by lung 
abscess after smoking a clove cigarette. Their lung 
diseases may have been caused by aspiration 
pneumonia as a consequence of pharyngolaryngeal 
anesthesia from clove cigarette smoking [3]. 

A case was presented in which a 7-month-old child 
developed central nervous system depression, urinary 
abnormalities and a large anion-gap acidosis after the 
accidental oral administration of clove oil. Supportive 
care and gastric lavage were sufficient for total 
recovery of the patient. Possible mechanisms of the 
depression and acidosis were discussed, and 
suggestions for treatment were presented by Lane  
et. al.1991 [4]. About 1000 patients were investigated 
at their clinic during 1991-1995 for occupational skin 
disease, and 5 had occupational allergic contact 
dermatitis from spices. The patients were chefs, of 
kitchen, coffee room, and restaurant workers. All 

 HBsAg positive / 
 anti-HBc negative 

An HBsAg-positive response is accompanied by an anti-HBc negative reaction only 
during the incubation period of acute hepatitis B, before the onset of clinical symptoms 
and liver abnormalities. 

 HBsAg positive / 
 anti-HBspositive / 
 anti-Hbc positive 

Uncommon, may occur during resolution of acute hepatits B, in chronic carriers who 
have serious liver disease or in carriers exposed to heterologous subtypes of HBsAg. 

 anti-HBc positive only Past infection not resolved completely 
 HBeAg positive / 
 HBsAg negative 

Unusual 

 HBeAg positive / 
 anti-HBe positive 

Unusual 

 anti-HBs positive only   
 in a nonimmunized   
 person 

It may be a result of passive transfer of anti-HBs after transfusion of blood from a 
vaccinated donor, in patients receiving clotting factors, after immuneglobulin 
administration, or in newborn children of mothers with recent or past HBV infection, or 
the natural immunity of past HBV infection. 
Passively acquired antibodies disappear gradually over 3 to 6 months whereas actively 
produced antibodies are stable over many years. 
Apparently quite common when person has forgotten his/her immunization status! 
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patients had hand (or finger) dermatitis due to clove 
and cinnamon [5].  

Erythema multiforme, or EM, is a hypersensitivity 
reaction to agents such as herpes virus, drugs or foods. 
Oral EM-like reactions may be induced by cinnamon. 
It is important for dentists to recognize this condition. 
The authors reported an unusual case of cinnamon-
induced oral EM-like reaction in an older female 
patient. The disease manifested itself as chronic 
extensive surface ulcerations and lip swelling. The 
patient was treated repeatedly with topical and 
systemic steroids but responded to them only 
temporarily. The patient was cured when the 
offending agent--cinnamon--was eliminated from her 
diet [6]. Oral lesions induced by the contact with 
cinnamon (Karaway) flavoring agents are relatively 
uncommon, and are probably unrecognized as such by 
many clinicians. Ten patients with these lesions seen 
during the past 6 years are described in this report. 
Most patients had a "burning sensation" as their 
primary symptom. Clinically, lesions appeared as 
erythematous patches with varying degrees of 
superimposed keratosis or ulceration, or both. The 
lesions were usually confined to the buccal mucosa 
and lateral border of  the tongue. The offending  agent 

was almost always cinnamon-flavored chewing gum, 
and symptoms typically resolved within 1 to 2 days of 
discontinuing the product containing cinnamon [7]. 
Cinnamon linked to oral sores, irritation [8]. Pilapil 
VR (1989) reported the toxic manifestations of 
cinnamon oil ingestion in a child [9]. 
References: 
1. Heck AM, DeWitt BA, Lukes AL. Am J Health Syst 

Pharm 2000 1; 57(13):1221-7; quiz 1228-30  
2. American Academy of Pediatrics Committee on 

Substance Abuse: Hazards of clove cigarettes. 
Pediatrics 1991; 88(2): 395-6.  

3. Guidotti TL, Laing L, Prakash UB. West J Med 1989; 
151(2): 220-8.  

4. Lane BW, Ellenhorn MJ. Hum Exp Toxicol 1991; 
10(4): 291-4.  

5. Kanerva L, Estlander T, Jolanki R. Contact Dermatitis 
1996; 35(3): 157-62.  

6. Cohen DM, Bhattacharyya I.  J Am Dent Assoc 2000; 
131(7): 929-34.  

7. Allen CM, Blozis GG. J Am Dent Assoc 1988; 116(6): 
664-7.  

8. Cinnamon linked to oral sores, irritation. J Am Dent 
Assoc 1995 Sep; 126 (9): 1214  

9. Pilapil VR Clin Pediatr (Phila) 1989; 28 (6): 276. 
Dr. May Aye Than  

Pharmacology Research Division, DMR (LM)
 
 

How much should I limit my salt intake? 
 

Q: If I want to lower my blood pressure, how much 
salt can I afford to take in? 

A: The link between high blood pressure 
(hypertension) and sodium — in particular, in the 
form of sodium chloride, or table salt — is well 
established. The Dietary Approaches to Stop 
Hypertension (DASH) study, sponsored by the 
National Institutes of Health, concluded that in adults 
with mild hypertension, a low-fat, high-fiber, 
calcium- and potassium-rich diet containing no more 
than 2,300 milligrams (mg) of sodium per day (about 
a teaspoon of table salt) can lower blood pressure as 
effectively as an antihypertensive drug. Bringing that 
down to 1,500 mg of sodium per day (about two-
thirds of a teaspoon of table salt) was even better. 

If you have high blood pressure, aim for a daily 
sodium intake of no more than 1,500 to 2,300 mg. 
First, stop using table salt. But that’s only a beginning. 
Sodium is found naturally in some foods and is added 
to many others. In fact, processed foods account for 
most of the salt in our diet, so it’s important to check 
nutrition labels for sodium content.  

The taste for salt is partly hard-wired, but mostly 
learned or acquired. So you can train your taste buds 
to be satisfied with less salt. Start slowly, with simple 
changes like substituting herbs, spices, or lemon juice 
for some of the salt you’ve been using. If you’d like 

help in the American Heart Association’s Low-Salt 
Cookbook, now in its third edition. For a copy of Your 
Guide to Lowering Your Blood Pressure with DASH, 
an eating plan featuring ways to lower your sodium 
intake, visit the National Heart, Lung, and Blood 
Institute’s Web page: www. nhlbi.nih.gov/ health/ 
public/heart/hbp/dash. 
 

Tips for reducing sodium in your diet 
 

 Don’t add salt during food preparation. For example, 
don’t sprinkle it into the water you use to cook pasta, 
rice, hot cereals, and vegetables. At the table, taste 
your food before adding any salt.  

 Flavor your food with fresh or dried herbs and 
spices instead of salt. You can find ready-made salt-
free herb and spice blends in most grocery stores. A 
dash of hot pepper sauce or a squeeze of lemon 
juice also adds flavor.  

 Buy fresh vegetables whenever possible. If you use 
frozen or canned vegetables, make sure they don’t 
have any added salt.  

 Use fresh rather than canned or processed poultry, 
fish, and lean meat. If you use canned tuna, rinse it 
to remove some of the salt.  

 When buying prepared foods, look for low-sodium 
options, which contain less than 5% of the Daily 
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Value of sodium. Avoid high-sodium foods (con-
taining 20% or more of the Daily Value of sodium).  

 Snack on fruits and vegetables rather than chips or 
pretzels. Or try a handful of salt-free nuts or a cup 
of plain popcorn.  

 In restaurants, order your salad with oil and vinegar 
on the side.  

 Avoid prepared salad  dressings, deli  meats, canned 
or dried soups, sauces, and snack items. Processed 
seasonings, such as soy sauce, Worcestershire sauce, 
steak sauce, and bouillon cubes are also loaded with 
sodium. Go easy on salt-containing condiments 
such as ketchup, mustard, pickles, and olives. 

     (Source: http:// www.health.harvard.edu) 

 
 

Highlights on Useful Research Findings Applicable to Health 
 
Snakebite ( by Dr. Tun Pe )  
 

Envenoming by Chinese krait (Bungarus multicinctus) (o H*Gi f;pGyf) and banded krait 
(Bungarus  fasciatus) (i ef;awmfju m;) in Myanmar [1] 

 
Snakebite is a common medical problem in Myanmar; 
90% of the bites are due to Russell’s viper (Daboia 
russelii siamensis)(a_rGayG;), 5.2% to cobra (Naja 
kaouthia) (a_rGa[ mu f), and 3.8% to green pit viper 
(Trimeresurus spp.)(a_rGpdrf;)[1]. Although Chinese krait 
(Bungarus multicinctus), commonly known as 
(o H*Gi f;pGyf) is found in Myanmar, its bite has never been 
reported.  

Banded krait (B. fasciatus) (i ef;awmfju m;) is widely 
distributed throughout Asia. The incidence of bites by 
this species in Myanmar ranged from 0 to 2% in a 
survey of 150 hospitals in 1968 [2]. It rarely bites 
humans and only a few bites have been reported [2, 3].   
In this communication, the clinical features and 
outcome of 8 cases of envenoming by Chinese krait 
and one by banded krait were reported. 

Clinical data of the 8 patients bitten by Chinese krait 
(B. multicinctus) are presented in the Table. The age 
of the victims ranged from 14 to 45 years, and the 
time elapsed between bite and admission ranged from 
0.1to 7.4 h. Four of the 8 persons were bitten while 
asleep in house, and the others while ploughing (1), 
walking (2) and playing (1). All received 20-80 ml of 
cobra (Naja kaouthia) antivenom. The responsible 
snakes were positively identified in 2 cases. Six of the 
8 patients were bitten between 8:00 pm and 6:00 am. 
The sites of bite were right arm (3), left foot (2), right 
ankle (1), right buttock (1) and upper lip (1).   

Chinese krait bite produced minimal local reaction, 
except in one person bitten on the lip which resulted 
in local swelling. Onset of neurotoxic symptoms 
occurred 2.5-6 hrs after the bite, and the interval 
between bite and death ranged from 12-30 hrs. Three 
deaths were due to respiratory failure. Four mildly 
envenomed   cases  recovered  spontaneously  without 
assisted ventilation. One severely envenomed patient 
recovered after 8 days intensive respiratory care. 
Cobra (Naja kaouthia) antivenom had no value in 

reversing neurotoxic symptoms. Anticholinesterase 
injection given to one patient failed to improve 
neurotoxic symptoms. The bite of banded krait  
(B. fasciatus) resulted in neurotoxic envenoming 
within 2 hrs after the bite, with minimal local 
reactions. The victim died of respiratory failure 14 hrs 
after the bite.   

Table 1. Clinical details of eight patients bitten by 
Chinese krait (Bungarus multicinctus) 

Case no. 1 2 3 4 5 6 7 8 

Pain / swelling at site of bite - - - - - - - + 
Numbed / heavy limbs - - + - + + - - 
Blurred vision - - - + - + + + 
Ptosis + + + - - - + + 
Drowsiness - + - + - - - + 
Giddiness + - - - + - - - 
Difficult respiration - - - - - - + + 
Dysarthria / dysphagia - - - + - - + + 
Urine retention - - - - - + - - 
Coma - - - + - - - - 
Time to death (hr)  12  18    30 

+ = present, - = absent 
 
References: 

1. Tun Pe, Tin Myint, Aung Htut, Than Htut, Aye Aye Myint 
& Nu Nu Aung, Envenoming by Chinese krait (Bungarus 
multicinctus) and banded krait (B. fasciatus) in Myanmar. 
Trans Royal Soc.Trop.Med & Hyg. 1997; 91: 686-688. 

2. Maung Maung Aye. Some experience in the management 
of snakebite. Burma Medical J 1972; 20: 33-40. 

3. Viravan,C.Veeravat,U,Warrell, MJ,Theakston RDG & 
Warrell DA. ELISA confirmation of acute and past en-
venoming by the monocellate Thai cobra (Naja kaouthia). 
American J of Trop Med & Hyg 1986; 35:173-181. 
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Snakebite 

In  the  case  of  neurotoxic  envenoming with bulbar and respiratory paralysis, antivenom alone 
cannot be relied  upon  to  prevent early  death  from  asphyxiation. Artificial  ventilation  is 
essential  in such cases. In countries  where  neurotoxic  envenoming  is  common, more  doctors  
should  be  trained to carry out endotracheal intubation and mechanical ventilators should be 
available in major hospitals. 

Toxicology (by Dr. Khin Chit) 
 

Toxicity hazards of pesticide residues in agricultural workers 

Myanmar is one of the agricultural-based developing 
countries in South-East Asia and the use of fertilizers 
and pesticides is widely practised in our country. 
Recent survey on poisoning indicated that pesticide 
poisoning is the second commonest one (24.7%), 
occurring as both accidental and intentional, with 
rising trend since 1997. It is the main occupational 
hazard of agricultural workers.   

In chronic pesticide poisoning, the symptoms of 
poisoning usually appear late because of the need to 
accumulate sufficient amount in the body to appear 
clinically. Analytical methods to detect trace levels of 
pesticides are often needed. At present, there is very 
little scientific information on chronic pesticide 
toxicity in Myanmar. A study was conducted with the 
aim to determine the socio-demographic character-
istics, clinical effects and resultant health impact of 
chronic pesticide poisoning in high-risk agricultural 
workers in Myanmar. 

A total of 108 agricultural workers from villages 
around Hin-tha-da Township, Ayeyawaddy Division, 
with the history of long term use of pesticides, at least 
3-4 hours a day for 5 years or more, were recruited 
and studied. They were interviewed on knowledge, 
perception and practice concerning pesticide usage. 
Serum pesticide residues, complete blood picture, 
liver and renal functions were determined. The study 
subjects were those involved in cultivating ground 
nuts (88.2%), tobacco (78.4%) and corn (42.5%).The 
main pesticides used were Shwe Cyper, Marlar-
myaing Co. Ltd. (69.4%), Decis, Myanmar Awba Co. 
Ltd. (30.6%) and Commet-plus, Marlarmyaing and 
Myanmar Awba Co. Ltd. (92.8%). The above 
pesticides were shown to contain cypermethrin, delta-
methrin and plant growth regulator. Both liquid 
(93.1%) and solid (6.9%) forms of pesticide were 
used. Most workers used sprayers (93.1%) but some 
used readily available cups and buckets (10.8%) to 
sprinkle the pesticides. Two types of sprayers were 
used namely, plastic sprayers (66.1%), which are 
popular because they can be carried with ease, and 
steel sprayers (20.8%). Because of wear and tear, the 
plastic pesticide sprayers were often found to be 

damaged and leaking (51.2%). Protective measures 
such as hats (57.8%) and long sleeves shirts (49.2%) 
were worn occasionally but most wore vests only 
(50.8%). Other protective wears like gloves, goggles, 
boots, masks and apron were not used mainly because 
of hassle, heat, cost, unavailability or simply lack of 
knowledge on using them. 

Most of the agricultural workers lacked knowledge on 
the hazards of pesticide on health and the usefulness 
of wearing protective measures. The commonly 
encountered long-term health impact includes 
development of neurological symptoms such as 
headache (60.8%), dizziness (53.9%), vertigo (42.2%), 
tingling and numbness of the hands and feet (19.6%). 
Other effects were pallor (67.2%), salivation (23%), 
allergic rash (14.2%). Short-term adverse events often 
occurring soon after spraying were mainly respiratory 
symptoms such as coughing, wheezing and tightness 
of chest and cardiovascular effects such as 
tachycardia (14%). 

Generally, laboratory parameters were found to be 
within normal limits. The plasma concentrations of 
pyrethorids in pesticide workers were determined by 
Gas Chromatography-Mass Spectrometry and signi-
ficant amounts (<5µ/ml) were not detectable, 
probably because of their rapid elimination as 
compared to other organochlorines like melathion. 
However, anaemia and eosinophilia were detected in 
18.6% of workers. This study highlighted the need for 
health education on hazards of pesticides usage 
especially to those at high risk.  

References: 

1. MICROMEDEX (R) Health care Series Vol.119, 2004. 
2. WHO IPCS Health Aspects of Chemical Safety (Interior 

Document Pesticide Residue Analysis ,1980). 
3. Phone Myint & Joseph. Common toxicological problems 

in occupational  health  and  public health. Guidelines on 
Poison Prevention, control and management, 2005; 6-10. 

4.o i fwef;rSwfpk/ykd;o wfaq ;rsm;u dkx da7mu fpGmESi fht EW7m, fu i f;pGm

u dki fwG, fo Hk;pGJen f;/ o D;ESHu mu G, fa7;XmecGJ/ _refrmhpdku fysdK;a7;   
  v kyfi ef;/ v , f, mpdku fysdK;a7;ESi fh q n fa_rmi f;0efju D;Xme(2002) 
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 News Related to Medical Research Activities in Myanmar 

DMR (LM) Scientists Attending Regional or International Congress / Meeting/ Seminar, etc. 

No Name & Designation Name of International Congress/ Meeting / 
Seminar, etc. Place Funding  

Agency Duration 

1. Dr. Khin Myat Tun 
Director (Clinical Research) 

Intercountry  workshop on Institutional 
Collaboration for Arsenic Mitigation 

India WHO 11-13 
September, 2007 

 
Seminars, Workshops, Scientific Talks Held in DMR (LM) 

No. Name Speaker’s Name  Date Place 
1. Workshop on Research Methodology 

& Bio-ethics 
Scientists from DMR(LM) 17-19 October, 2007 Auditorium, DMR(LM) 

 

aq ;o kawo eOD;pD;Xme(at mu fjrefrmjyn f)wGi f 0, f, l&½SdEldi fao m pmt kyfrsm;ESi fh ypön f;rsm; 

                                                     t rSwf (5) ZD0u v r f;? ' *kHNrdKUe, f ? &efu kefNrdKU (‚  251508, 251509, 251510) 

1/ Lecture Guide on Research Methodology (6th  edition) 
2/ Guidelines on Poison Prevention, Control and Management 
3/ Malaria Research Findings Reference Book, Myanmar (1990-2000) 
4/ Dengue Research Findings Reference Book, Myanmar (1980-2002) 
5/ A Guide to Management of Snakebite by Snakebite Research Group, DMR (Lower Myanmar) 
6/ Guideline for Submission of Application to Ethical Review Committee, Department of Medical Research   
     (Lower Myanmar) October, 2006. (CD) 
7/ aq ;o kawo eOD;pD;XmerSpr f;o yfwDx Gi fx m;ao m aNrGt EÅ&m, f u mu G, fa&;zdeyfESi fh v u ft dwf/ 
8/ u sef;rma&;ESi fhjrefrmhaq ;/ 
9/ aq ;o kawo eOD;pD;XmerSo kawo ejyKrSwfwr f;wi fx m;ao mjrefrmwdki f;&i f;aq ;zkHrsm;/ 
10/ q D;ESi fhau smu fu yfa&m*gt aMu mi f;o dau mi f;p&m/                                                    

 
         aq ;t q dyft awmu fNzpfNci f;   (Poisoning)   ESi fh  ywfo u fo n fh  o wi f;t csu ft v u frsm;  o d½Sdv dkygv Qi f 
aq ;o kawo eOD;pD;Xme(at mu fjrefrmjyn f)½Sd  t rsKd;o m;t q dyfx def;csKyfa&;Xme   (zkef;-379480)  o dkYr [ kwf   
a' gu fwmao mfZi f  (zkef;-09 51 36708 )o dk Yq u fo G, faq G;aEG;Eldi fygo n f/ 

 
       aq ;o kawo eOD;pD;Xme (at mu fjrefrmjyn f) \  'u mu G, faq ;ESi fha&m*g&SmazGa&;aq ;cef;' wGi f v dkt yfo n fh  
pr f;o yfppfaq ;rSKrsm;jyKv kyfí u ko ay;jci f;?  v dkt yfo v dkñ TefMu m;jci f;rsm;ESi fh  u mu G, faq ;x dk;ESHay;jci f;wdkYu dk  aq mi f&Gu f 
ay;aeygo n f/ 

 
 

      o dkU 

----------------------------------------------------------- 
------------------------------------------------------------- 

             ----------------------------------------------------------- 

         u sef;rma&;0efBu D;XmerS 0efx r f;rsm;t m;jzefUa0ay;yg&efarwåm&yfcHt yfygo n f/ 


