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Letters to the Editor

Can Ear Lobe Thickness Be Used for
Estimation of Gestational Age?

To the Editor: In recent years, there has been an increasing
interest in the assessment of gestational age in the newborn
infant and in differentiating the short-gestation from the
small-for-date infant. There are various neurological and
external criteria for the assessment of gestational age in the
newborn infant. External criteria related to the ear are
auricular length, auricular base length and auricular
width.1-3 However, there has been no previous study about
the correlation between ear lobe thickness and gestational
age in the literature according to our knowledge. The aim
of this study, therefore, is to identify whether ear lobe
thickness might be used in the assessment of gestational
age in the postnatal period.

Ear lobe thickness was measured in 102 healthy
newborn infants who were born in Erciyes University
Faculty of Medicine, Department of Obstetrics. The
measurement of the ear lobe thickness in millimeters was
recorded by micrometer in the first three days of life. In
addition, weight and length of the body and head
circumference of the infants were determined. The
measurements were recorded three times and the average
values of measurements noted.

The gestational age of the infants was established with
Dubowitz scoring system and the last date of menstruation
of the infant’s mother.

Of the 102 infants, 66 were male (64.7%) and 36
(35.3%) were female, with a M:F ratio of 1.8:1. Forty-nine
infants (48.5%) were preterm, 48 (47%) were term, and
five infants (4.5%) were post-term. The mean gestational
age of the infants was 37.33±3.54 weeks (range 26 to 43
weeks). The mean weight of the infants was 2799±919 g
(range 910 to 4750 g) and the mean length was 47.58±5.11
cm (range 33 to 56 cm). The mean head circumference of
the infants was 33.22±3.47 cm (range 24 to 38 cm) and
their mean ear lobe thickness was 3.00±0.74 mm (range

TABLE    1.    Summary of ear lobe thickness, gestational age, length and
weight of the body, and head circumference.

Parameters Mean±SD r t P-value

Ear lobe thickness (mm)
Gestational age (wk)

3.00±0.74
37.33±3.54

0.739 10.97 <0.05

Ear lobe thickness
Length of body (cm)

3.00±0.74
47.58±5.11

0.779 12.46 <0.05

Ear lobe thickness
Weight of body (g)

3.00±0.74
2799±919

0.809 13.79 <0.05

Ear lobe thickness
Head circumference (cm)

3.00±0.74
33.22±3.47

0.750 11.34 <0.05

1.5 to 5.5 mm) (Table 1). In our study, there was
significant correlation between ear lobe thickness and
gestational age, length and weight of the body, and head
circumference.

There are various neurological and external criteria for
the assessment of gestational age in the newborn infant.
Although some simplified methods were developed in the
assessment of gestational age in the newborn infant, the
application of most of these methods may be difficult and
even impossible, especially in the case of the seriously ill
infant.4

An external criteria is related to ear measurement.
There are various studies about ear length and width
measurements in the assessment of gestational age that are
useful parameters in indicating intrauterine growth and
chromosomal disorders.2,3,5-7 In all these studies, ear lobe
thickness had not been measured because it was not
possible to perform the measurement in the fetal period. In
our study, we measured ear lobe thickness in the postnatal
period and observed linear relationship between ear lobe
thickness and gestational age. The method we used has
proved to be a reliable technique for assessment of
gestational age in the newborn infant. With practice the
procedure can be performed in just a few seconds.

In conclusion, we considered that ear lobe thickness
might be used in the assessment of gestational age of the
newborn and fetus in the postnatal period and in utero as a
simplified method. However, more studies should be
performed about the correlation between ear measurements
and gestational age.
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Kikuchi Disease Presenting As Anemia

To the Editor: Kikuchi1 and Fujimoto2 independently
reported the occurrence of necrotizing lymphadenopathy in
1972 from Japan. This benign disease usually presents
with cervical lymphadenopathy in young females.3 Initial
reports were confined to Japan, but subsequent cases were
reported from the Indian subcontinent,4 the Middle East5,6

and from Europe.7 Cases presenting with pyrexia of
unknown origin (PUO), as well as with splenomegaly9

were reported. We are reporting a case of Kikuchi disease
presenting with anemia.

A 28-year-old Indian female presented at the medical
outpatient’s clinic of Najran General Hospital with a
history of headache and giddiness. Clinical assessment and
laboratory evaluation revealed a normocytic normochromic
anemia. After thorough investigations, no cause for the
anemia could be found. The patient was put on iron, B-
complex and folic acid supplements, but without any
improvement. Two months later, she returned to the ENT
department with a history of swelling on the left side of the
neck and low-grade fever of five days’ duration. The
patient had reportedly taken some antibiotics, without
relief. Clinical examination revealed moderate pallor and a
tender but nonerythematous swelling on the left side of the
neck. There was no evidence of any inflammation on the
head, neck, chest or arm. Systemic examination was
normal. Investigations showed Hb 8.9 g/dL, TLC 7900,
DLC polymorphs 62%, lymphocytes 30%, monocytes 5%,
eosinophils and basophils 1% each, platelets 299, ESR 27
mm in the first hour, MCV 88 fL, MCHC 34, and Hct
30%. Peripheral smear showed nothing abnormal.
Reticulocyte count was 1%. No spherocytes were seen, and
sickling and osmotic fragility tests were normal. Indirect
Coombs’ test was negative. Hemoglobin electrophoresis
test was normal. Estimation of haptoglobin and hemopexin
level was not available in our laboratory. Serum bilirubin
level was normal (12 µmol/L). Bone marrow was not done,
as we did not think it was indicated.

FBS was 3.9 mmol/L, urea 1.3 mmol/L, creatinine 51.6
µmol/L, Na 139, K 5, bilirubin 12 µmol/L, ALT 45.2 U/L,
AST 45 U/L, ALP 120 U/L. Mantoux test was negative and
serological test for brucellosis and toxoplasmosis was
negative. X-ray of the neck showed soft tissue swelling
with no bony erosion or destruction. Thyroid function tests
were normal. Serum iron was 11.8 µmol/L and TIBC 84.4
µmol/L. Chest x-ray, USG abdomen, urine and stool tests
were all normal. Fine-needle aspiration cytology for gram
staining and acid-fast bacilli were negative. ANA and anti-
ds DNA were negative. The patient was put on broad-

spectrum antibiotics, with a diagnosis of acute lympha-
denitis, but she showed no signs of improvement. After one
week, excision biopsy of the lymph node was carried out. A
necrotic material was found in the center of the lymph
node and was sent for culture. Histopathological study
revealed fragmentation of the lymph nodes, complete loss
of follicular architecture, necrotizing process with scanty
granulocytes and presence of plenty of phagocytic
histiocytes. The overall features were consistent with
subacute necrotizing lymphadenitis of Kikuchi and
Fujimoto. Culture reports were negative for any pathogenic
organisms. The patient was discharged on a combination
of acetaminophen 500 mg thrice a day and diclofenac
sodium 75 mg twice daily for a week, and her case was
followed. Surgical removal of the lymph node and
analgesic therapy alone was enough for her to respond
well,  and after six months, she has had no recurrence, and
her hemoglobin was 12.8 g/dL without any further
treatment.

Lymphadenitis of Kikuchi and Fujimoto is a self-
limiting benign disease affecting young females, especially
of the Indian subcontinent, but the disease is well-
recognized in Saudi patients.5,10 Lymph nodes are enlarged
and frequently tender, and commonly misdiagnosed as
tuberculosis or lymphoma.5 Low-grade fever has been
reported in 30%-50% of the cases.1,5 Weight loss, night
sweats and mild splenomegaly are other manifestations of
the disease. ESR is frequently raised but not reliable.
Patients who presented with PUO and splenomegaly have
been reported. Anemia has not been consistently reported
with Kikuchi disease. Our patient was unique in that not
only did she have anemia, but that she also presented with
anemia two months before the actual lymphadenitis. We do
not know the exact etiology of this but there is a possibility
of some sort of inhibitory factors in the serum that suppress
erythropoiesis. Granulocytopenia was one of the features of
half of the cases reported by Ashraf.11 Granulocyto-
precursor cells in the bone marrow were found to be
reduced by a study of colony-forming units in cultures
(CFU-C). The serum in these patients was said to be
carrying an inhibitory factor which might cause granulo-
cytopenia.

Patients were previously reported who presented with
SLE-like histological picture12 and others who later
developed SLE. Transient appearance of various
autoantibodies has also been reported.14 Kikuchi disease
has been described in association with Yersinia,15

toxoplasmosis,16 Stills disease,17 and also with an overlap
syndrome responding to steroids.18 Although Kikuchi
disease is a benign self-limiting disease, a fatal case of
Kikuchi because of myocardial infarction has been
recorded.19

This disease should be considered in the differential
diagnosis of all cervical lymphadenitis, especially in adult
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females of the Indian subcontinent. Also, although the
cervical region is the most common site for Kikuchi
lymphadenopathy, involvement of other sites is by no
means rare.3,14 Therefore, utmost care should be taken
before labelling such patients as having tuberculosis or
lymphoma. Biopsy should be taken in all such patients to
establish the diagnosis and the histopathologist should be
alerted for the possibility of this uncommon disease.
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Recognition and Treatment of Mental Disorders
in Primary Health Care

To the Editor: We read with interest the recent editorial in
the Annals,1 about campaigns to combat psychological
disorders in the community. This relevant paper presented
an authoritative point of view about research in this area.
However, we would like to add some comments, in
particular, about the prevalence of mental disorders in the
community and primary care, their recognition, and the
impact of the recognition of mental illness on outcome and
health care costs.

As stated by Al-Faris, and confirmed by relevant
international studies, mental disorders have a high
prevalence in the community2 and in primary care,3 and
are a cause of severe disability.4 Since the pioneering work
of Goldberg and Huxley, it has been accepted that general
practitioners play a very relevant role in the care of
psychiatric patients. In this model,5 they demonstrated that
the main factor affecting the treatment received by the
patients is the illness recognition by primary care
physicians. Goldberg and Huxley proposed a system based
on five levels, beginning with the recognition by the
patient of having an illness and ending with the psychiatric
hospitalization. Among these five levels, there are four
filters, the primary care physician recognition being the
most restrictive one. This is the essential factor limitating
the care of patients with mental disorders, while another
filter, referral to the specialist, plays a limited role.
Actually, primary care physicians see and treat the
majority of patients with mental disorders.6

On the other hand, different studies indicate that
general practitioners vary considerably in their ability to
detect psychiatric illness and that, in general, they do not
recognize a substantial proportion (about 50%) of the
patients detected by questionnaires (such as the General
Health Questionnaire) or by the psychiatrist using
diagnostic interviews.7 Analyzing the barriers to
recognition of the mental disorders in primary care, Tylee,8

Docherty9and others have proposed that these barriers
could be divided into factors related to the patient, to the
doctor and barriers at the health system level. Physician-
related barriers have been found to be the most important
variables affecting the recognition of mental disorders in
some recent studies,10 while in other works, factors related
to the patient have been found to have a decisive impact.11

The methods intended to improve the recognition and
management of mental disorders have been focused on
tools for assisting physicians and training programs. As
have been demonstrated by Higgins in his review of the
literature,7 most training programs have been shown to be
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effective in improving the detection of mental illness by
general practitioners. This review also indicates that
physician educational programs are the best method for
improving the recognition and treatment of mental illness
in primary care. Nevertheless, the author concludes that to
improve recognition may not lead to an improvement of
the patient’s suffering or to a significant diminution of the
health care costs.

Despite the initial findings indicating that recognition
leads to a better outcome,12 Tiemens et al.13 have recently
shown that the relationship between recognition of mental
disorders and outcome is not clear. Reviewing studies of
the two last decades, only three out of nine studies found a
direct relationship between correct recognition and better
outcome. In addition, an increased recognition can also
produce a significant increase in the patient’s use of health
resources. These unexpected findings could be due to
methodological problems and to the fact that recognition
does not necessarily imply an adequate treatment. While
the efforts to combat mental disorders in the community
and primary care have shown inconclusive results, it is a
promising area of research. Further studies will help us to
understand the complex relationships between recognition
of mental disorders, their treatment and outcome.
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Reply

To the Editor: I would like to thank Dr. Herrán and
Professor Vázquez-Barquero for their valuable and
encouraging letter. They seem to have studied the model
developed by Goldberg and Huxley in their book, “Mental
Illness in the Community.”1 This model has proved to be
very valuable in explaining the natural history of
psychological illness. Research is needed to estimate the
morbidity at each level and filter sizes in Saudi Arabia.
The second filter of mental disease (MD) detection seems
to be very narrow in Saudi Arabia, as was shown in one
study, that more than 90% of probable cases identified by
the “general health questionnaire” were missed.2 This does
not automatically reflect doctors’ ignorance. Other organi-
zational issues discussed in the editorial may play a role in
the doctors’ low identification index.

Whether there is an association between the recognition
of MD and better outcome is a point that was rightly
questioned by Dr. Herrán and Prof. Vázquez-Barquero. In
spite of the fact that MDs are responsive to treatment,3,4

and that most interventions to improve PHC physicians’
recognition and treatment of MD were shown to be
successful,5 there was disagreement on the impact of such
interventions on patients’ suffering and symptoms
(outcome).5 While initial studies6-8 supported the
hypothesis of positive effect of treatment outcome, other
studies9-11 showed no significant difference.

There is more than one explanation for this
controversy. Type II error is a possibility, particularly in
small studies. The absence of a statistically significant
difference should not necessarily rule out the existence of a
real difference. Resorting to meta-analysis may show a
significant difference that may not be apparent in
individual small studies. Another explanation is selection
bias. Magruder et al.11 excluded patients with severe
depression who are probably more likely to benefit from
recognition and treatment. This may have contributed to
the negative result. Additionally, most of the studies9-11

that found no difference in outcome had similar design, in
that the doctors were notified about patients’ self-reported
scales10,11 or a psychiatric consultation,9 rather than
doctors discovering the MD on their own.
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Roter and Hall12 instructed PHC physicians to use
communication techniques that increase the likelihood of
patients divulging their emotional problems. They
randomized 69 physicians to an 8-hour interviewing skills
group or control group and followed up 652 patients from
the practice for six months. The patients of physicians
from the intervention group showed significantly greater
improvement in their general health questionnaire scores
after six months. The campaign for the defeat of
depression using an educational program for all GPs on the
island of Gotland in Sweden resulted in beneficial effects
on the frequency of sick leave and in-patient care for
depressive disorders and the frequency of suicide.13

As was indicated by Herrán and Vázquez-Barquero,
most studies6-11 that used the method of notification of
physicians regarding scale results of patients with
unrecognized MD did not support the hypothesis that
improved recognition of MD leads to better outcome. On
the other hand, the study in which the doctors were trained
to recognize MD had a significant improvement in
reducing patient suffering at six months.12 It seems as if
the doctors prefer to discover sick patients on their own
rather than being notified by another person. A meta-
analysis of the results of all the studies is urgently needed.
A replication of the Roter and Hall study12 needs to be
conducted to confirm their findings.

Eiad Al-Faris, MBBS, MRCGP

Associate Professor, Consultant of Family Medicine
Department of Family and Community Medicine
King Saud University
Riyadh, Saudi Arabia
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Acute Hydrops of the Gallbladder in a 10-Year-Old
Boy With Infectious Hepatitis

To the Editor: Acute hydrops of the gallbladder is an acute
massive distension of the gallbladder in the absence of
inflammation, choledolithiasis, choledocholithiasis, or
congenital malformation of the biliary system. It is rare in
the pediatric age group and because of this and the
similarities of its clinical features to other more common
surgical conditions, some children with acute hydrops have
been operated on without preoperative diagnosis.1 To
prevent this, and since acute hydrops is a self-limiting
disease in the majority of cases, awareness among treating
physicians about this is of prime importance.

A 10-year-old male child was admitted to hospital in
August 1998 because of vomiting of one week’s duration,
right upper quadrant pain of three days’ duration and
jaundice of two days. On examination, the patient was
found to be jaundiced, dehydrated, in pain and afebrile. His
temperature was 38ºC. Abdominal examination revealed a
visible and palpable tender swelling in the right upper
quadrant. This swelling was consistent with an enlarged
gallbladder. His investigations on admission showed total
bilirubin of 4.1 mg/dL, direct bilirubin 2.7 mg/dL, ALT 31
IU/L, AST 1390 IU/L, ALP 563 IU/L, and LD 526 IU/L.
His WBC was 19,900/mm3, Hb 13.1 g/dL, platelets
402,000, BUN 7 mg/dL, Na 135 mEq/L, K 41 mEq/L, CL
101 mEq/L, glucose 95 mg/dL, and amylase 50 IUL. His
calcium and phosphorus were normal. Abdominal
ultrasound (Figure 1) showed marked hydrops of the
gallbladder. The gallbladder wall was normal with no
evidence of cholelithiasis or choledocholithiasis. Both
extrahepatic and intrahepatic bile ducts were normal. The
patient was treated with intravenous fluids and analgesics
and given cephotaxime and metronidazole antibiotics after
obtaining a blood culture, which was subsequently
negative. He was put under close observation and followed
up by serial abdominal ultrasound and repeated blood
investigations. His HbSAg was negative, but his HAVAg
and HAV IgM were positive. He was diagnosed as
infectious hepatitis A complicated by acute hydrops of the
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FIGURE 1.  Abdominal ultrasound showing marked hydrops of the
gallbladder.

gallbladder. He responded well to conservative treatment
and was discharged home on the 10th day. On the day of
discharge, his total bilirubin was only 1.2 mg/dL, ALT 79
IU/L, and ALP was 276 IU/L. Serial abdominal ultrasound
showed a gradual decrease in the size of the gallbladder,
and on the day of discharge, the gallbladder was normal in
size.

The patient is now being followed up in the outpatient
clinic, asymptomatic and well. A repeat abdominal
ultrasound two months after his discharge showed a
normal gallbladder.

Cholelithiasis is known to be common in children with
hemolytic disease, but like other gallbladder diseases is
uncommon in the pediatric age group. Recently, as a result
of the liberal use of ultrasonography in the evaluation of
children with abdominal pain, gallbladder diseases in
children seem to be diagnosed with increasing frequency,2

among these, acute hydrops of the gallbladder. In the past,
acute hydrops of the gallbladder was considered a variant
of acute acalculous cholecystitis, but in fact the two
conditions are different pathologically and require different
methods of treatment. In both conditions, there are no
stones or sludge in the gallbladder, but in acute hydrops,
the gallbladder is distended with white bile and mucus and
no organisms on culture.3 In the past, because of its rarity
and similarities of the clinical features to other more
common acute surgical conditions, many children with
acute hydrops of the gallbladder underwent surgery
without preoperative diagnosis.1,4 Nowadays, abdominal
ultrasonography is of great importance not only in
establishing the diagnosis, but also on further follow-up of
the progress of the disease. This ultrasonographic
differentiation between acute hydrops of the gallbladder
and acute acalculous cholecystitis is of prime importance.
Although both conditions may resolve spontaneously, the

likelihood of surgical intervention is more in those with
acute acalculous cholecystitis.

The exact cause of acute hydrops of the gallbladder is
not known. The condition results from either an ineffective
emptying of the gallbladder, or more likely due to a
temporary self-limiting obstruction of the cystic duct.1,5

This temporary obstruction can be caused by enlarged
lymph nodes adjacent to the cystic duct as a result of the
lymphadenitis or reactive lymph node hyperplasia. This is
supported by the frequent association of the acute hydrops
with other illnesses, such as Kawasaki disease, sepsis,
Henoch-Schönlein purpura, gastroenteritis, burn, poly-
arteritis nodosa, sickle cell disease, scarlet fever, hepatitis,
familial Mediterranean fever, upper respiratory tract
infection and leukemia.3 Among these, Kawasaki disease is
the most common. A 2.9% incidence of acute hydrops of
the gallbladder has been reported among those with
Kawasaki disease.6,7

Our patient had infective hepatitis A as a precipitating
cause. In these patients, it is important to try to identify the
precipitating cause. Treatment of the precipitating cause
should obviate the need for surgical intervention in the
majority of these patients.

The treatment of acute hydrops of the gallbladder is
conservative, but because of the potential danger of
gallbladder perforation as a result of distension and
ischemic necrosis of the gallbladder wall, these patients
must be kept under close observation. The management
should be directed towards identifying and treating the
precipitating cause. These children are frequently
dehydrated and so should be resuscitated with intravenous
fluids and electrolytes.5 In the majority the gallbladder will
gradually shrink and decrease in size. Surgery should be
reserved for complicated cases only and rarely for those not
responding to conservative treatment with worsening signs
and symptoms. In such patients, cholecystectomy with or
without drainage is the treatment of choice. Our patient
was treated conservatively and responded well. Such an
approach is to be recommended unless the course of the
disease becomes complicated.

Akhter Nawaz, FRCSI

Hilal Matta, FRCSI

Alic Jacobsz, FRCS

Ahmed Al-Salem, FRCSI

Department of Surgery
Division of Pediatric Surgery
Tawam Hospital, Al-Ain
Abu Dhabi, United Arab Emirates
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Cancer Patients’ Awareness of Their Disease
and Prognosis

To the Editor: The study by Dr. Ahwal1 deserves more
commendation, as it is, to my knowledge, the first study in
our region on views of patients and lay people towards
sharing medical information with doctors. This study deals
with the ethical dilemma that doctors frequently face, i.e.,
how much information should they provide to (or keep
from) their patients, especially those who are seriously ill,
and whether to tell the family instead of the patient. This
question is more relevant today with the increasing
abundance of aggressive therapies and heroic
interventions.

Telling the truth is considered one of the basic ethical
principles and so doctors should not hide any important
information from the patient if he or she is competent.
Exceptional situations occur, such as when it is believed
that significant psychological harm may result, or when
the patient delegates his care and decisions to another
person or a doctor. Revealing information is necessary, as
a number of important decisions may have to be made in
consequence of this information. Many studies in Western
societies show that the majority of patients and people
want to know, and that rarely does harm result from such
discussions. In Arabic societies, only a few studies have
been done thus far. A previous study in three cities in
Saudi Arabia showed that most physicians were not good
at communicating information about serious illnesses and
that if they talked, they preferred to talk with the family
rather than the patient.2

It is imperative that doctors communicate with patients
in a gentle, humane and wise manner, since as mentioned,

not only do important medical decisions have to be made,
but also social ones (such as performing Hajj or Omrah, or
settling financial matters). From the medical point of view,
this will ensure trust of the patient and his compliance to
future disease management. Furthermore, while close
family members should be aware of the situation, this does
not substitute for direct talk with the patient. If there is
disagreement, the doctor’s commitment is first to the
patient.

Al-Ahwal’s study, although done on a small number of
patients, showed that in our society, most people and
patients wish to know the truth. Let us hope the study will
convince doctors to talk more to their patients and will also
stimulate more interest in this subject.

Abdullah Al-Mobeireek, MRCP, FCCP

Associate Professor
Department of Medicine
King Saud University
Riyadh, Saudi Arabia
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Reply

To the Editor: I would like to thank Dr. Al-Mobeireek for
his comments on and interest in my article. I do agree that
this subject needs more emphasis, especially because of the
fact that this concept is not yet well accepted or applied in
our society. Truth disclosure to seriously ill patients and
their families is an art and needs a lot of experience. One
of the suggestions to emphasize this issue is to consider
lectures on medical ethics, including this subject, to our
medical students before graduation. I hope more studies on
this subject will be conducted.

Dr. Mahmoud Al-Ahwal, MB, ChB, FRCPC

Department of Medicine
King Abdulaziz University Hospital
Jeddah, Saudi Arabia


