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NEWS ABOUT MEDICINE & HEALTH 
 

“What every consumer should know about trans fatty acids” 
 

Q:   What are trans fatty acids? 
A:   Trans fatty acids ( or “trans fat”) are fats found in foods such as  

vegetable shortening, some margarines, crackers, candies, baked 
goods, cookies, snack foods, fried foods, salad dressing   [updated 
information], and many processed foods.            

Q:   Why should I care about trans fat? 
A:   It’s important to know about trans fat because there is a direct, 

proven   relationship between diets high in trans fat content and 
LDL ( “ bad” ) cholesterol levels and, therefore, an increased risk 
of coronary heart disease – a leading cause of death in the US. 

Q:   Aren’t all fats bad? 
A:   No. There are “good” fats and “bad” ones, just like there’s good 

and bad blood cholesterol. Polyunsaturated fats and 
monounsaturated fats (such as olive oil, canola oil, soybean oil, 
and corn oil) have good effects. 

Q:   How much trans fat is too much? 
A:   There is research currently underway to determine this. However, 

it is   true and accurate to say that the less saturated fat, trans fat 
and cholesterol consumed the better. Trans fat while pervasive in 
many of the foods we eat is not “essential” to any healthy diet. 

Q:   How can consumers know if a product contains trans fat if it is not 
identified on the nutrition label? 

A:   Consumers can know if a food contains trans fat by looking at the 
ingredient list on the food label. If the ingredient list includes the 
words “shortening,” “partially hydrogenated vegetable oil” or 
“hydrogenated vegetable oil,” the food contains trans fat. Because 
ingredients are listed in descending order of predominance, 
smaller amounts are present when the ingredient is close to the 
end of the list. 

Q:   Do restaurants have to list the fat content of their foods? 
A:   No. But it’s a good tip to always ask which fats are being used to  

prepare the food you order. 

Q:   Why is it important to read labels? 
A:  Labels provide valuable information. An informed consumer is 

able to make better, healthier choices. So better labels make for 
smarter, healthier consumers. 

       
  
  Source : http:// www.fda.gov/oc/initiatives/transfat/q a.html 



 2 

“ROTAVIRUS - A VACCINE MEANS HOPE” 
 
In the developing world, childhood 
diarrhea is one of the biggest 
killers of young children and 
infants. Rotavirus kills nearly 
500,000 children a year. 

In Myanmar, rotavirus is the single 
most important etiological agent of 
childhood diarrhea. Surveillance of 
children with diarrhea under 5 
years of age in Yangon from 1988 
to 1990 identified rotavirus as the 
causal agent in 22% of sample. 
This figure increased more than 
double to 53% in a study done 
from January 2002 through 
December 2003. Rotavirus 
diarrhea most frequently occurred 
in 6-17 months of age and the peak 
season was found to be from 
November through February. 

Although Oral Rehydration Solu- 
tion (ORS) is usually effective in 
treating mild rotavirus infection, 
for children with severe rotavirus 
infection, treatment options are 
very limited as standard treatments 
do not work effectively. Children 
very      often      have      persistent  

vomiting which causes parents to 
stop administering ORS. As 
dehydration worsens urgent 
hospital care is required. 

The development of rotavirus 
vaccines that are based  
on serotype-specific immunity 
(heterotypic immunity) has 
prompted many countries to 
establish programs to assess the 
disease burden associated with 
rotavirus infection and the 
distribution of rotavirus strains. 
Strain surveillance helps to 
determine whether the most 
prevalent local strains are likely to 
be covered by serotype antigens 
found in current vaccines. As 
previous studies determined that 
the four globally common 
rotavirus serotypes (G1-G4) 
represent more than 90% of 
rotavirus strains in circulation, 
these four serotypes were used in 
the development of reassortant 
vaccines. However, most recent 
studies using modern molecular 
techniques have shown a much 
greater strain diversity. To date,  

14 G serotypes and 11 P 
serotypes have been identified. 
These studies have identified 
globally or regionally common 
serotype antigens not covered 
by reassortant vaccines that 
have undergone efficacy trials. 
The enormous diversity and 
capacity of human rotaviruses 
for change emphasize the 
urgent need for a vaccine with 
good heterotypic protection 
which is optimally effective. 

The Rotavirus Vaccine Program 
(RVP) was established to speed up 
the time it takes to get a vaccine to 
children in developing countries, a 
process which would typically take 
10-15 years to be reduced to less 
than 5 years. RVP together with its 
partners, the World Health 
Organization and the US Centres 
for Disease Control and Prevention 
is testing and developing a new 
model for accelerated vaccine 
introduction. This will help ensure 
eventual worldwide access to a 
rotavirus vaccine saving hundreds 
and thousands of children’s lives.

References:  
(1)  Emerging Infectious Diseases 2003; 9; 565-72                     (3)   Journal of Tropical  Pediatrics 2002; 48:259-63 
(2)  The Journal of Infectious Diseases 2005; 192:S111-3          (4)    The Journal of Infectious Diseases 2005; 192:S146-59 
 

Statins Stop Hepatitits C Virus From Replicating 
170 million people worldwide 
are infected with HCV. The 
standard treatment is a 
combination therapy of interferon 
and ribavirin, which is only 
effective in about 55 percent of 
patients. The remaining 45 percent 
face a threat of the disease 
progressing to cirrhosis and liver 
cancer. Based on recent reports 
that one statin, lovastatin, inhibits 
HCV replication, researchers led 
by Masanori Ikeda of Okayama 
University in Japan, tested other 
statins in search of a more 
effective anti-HCV therapy. 

A new study shows that statins, 
which are typically used as anti-
cholesterol medications, can 
inhibit the replication of the 

hepatitis C virus (HCV). They 
could replace ribavirin in 
combination therapy with 
interferon. 

Using the OR6 cell culture assay 
system, they evaluated the anti-
HCV activities of five statins: 
atorvastatin, fluvastatin, lovastatin, 
pravastatin and simvastatin.When 
the statins were tested alone, all 
except pravastatin inhibited HCV 
replication. Fluvastatin had the 
strongest effect. Atorvastatin and 
simvastatin had moderate effects 
while lovastatin had a weak effect. 
While pravastatin exhibited no 
anti-HCV activity, it did work as 
an inhibitor for HMG-CoA 
reductase, suggesting that the 
Anti-HCV activities of the other 

statins are not due to the direct 
inhibition of HMG-CoA. 

The researchers determined 
that the anti-HCV   activities of 
statins were not related to 
cytotoxicity, meaning they did not 
kill the host cell. Additional 
experiment also suggested that,  
“ the statins possess the ability to 
inhibit the replication of HCV 
RNA via a specific antiviral 
mechanisim,” the authors report. 

To evaluate statins as potential 
replacements for ribavirin in 
combination therapy, the 
researchers tested the anti-HCV 
activities of each one in 
combination with interferon. Each 
combination, except the one 
including pravastatins, had even 
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stronger inhibitory effects on HCV 
RNA replication than when the 
statin was used alone. Again, 
fluvastatin plus interferon 
exhibited the strongest effect. 

“We clearly demonstrated that  
co-treatment of interferon and 
fluvastatin was an overwhelmingly  

effective treatment,” the authors 
report. This combined therapy was 
more effective against HCV RNA 
replication than interferon alone 
and more effective than the 
standard combination therapy of 
interferon and ribavirin. 

“Statins   are   good   reagents   for  

combination therapy with 
interferon in patients with chronic 
hepatitis C,” the authors 
concluded. “Furthermore, our 
developed OR6 assay system will 
be useful for the time-saving 
screening of new anti-
HCVreagents.”                                                        
Sourcce: Hepatology; July 2006. 

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

 First aid methods recommended for use in Snakebites 

 Most traditional first aid methods should be discouraged: they do more harm than good!  
 Arterial tourniquets are not recommended: if the tourniquet was left on for more than about 40 

minutes, the limb might be damaged by ischaemia. 
 Pressure immobilization is recommended for bites by neurotoxic elapid snakes, including sea snakes, 

but should not be used for viper bites because of danger of increasing the local effects of the necrotic 
venom. 

 Caution! Release of a tight tourniquet or compression bandaging may result in the dramatic 
development of severe systemic envenoming. 

Recommended first aid methods 

 Reassurance of the patient 
 The bitten limb should be immobilized as far as practicable with a splint or sling.  
 First aid measure should be applied soon after the bite and remove it after antivenom therapy. 

Local compression (pad) immobilization first aid for Russell’s viper bite.  
Pressure immobilization using crepe bandage first aid for neurotoxic envenoming. 

 Patient should be carried and transported to the nearest health centre. 
 Paracetamol may be used for pain. 

For neurotoxic envenoming 
Pressure immobilization method using crepe bandage 

  The pressure immobilization method using crepe bandage is 
recommended for bites by cobras, king cobras, kraits or sea 
snakes. 

  Ideally, an elasticated, stretchy, crepe bandage, approximately 
10cm wide and at least .5 metres long should be used. If that is 
not available, any long strips of material can be used. 

  The bandage is bound firmly around the entire bitten limb, 
starting distally around the fingers or toes and moving 
proximally, to include a rigid splint. The bandage is bound as 
tightly as for a sprained ankle, but not so tightly that the 
peripheral pulse (radial, posterior tibial, dorsalis pedis) is 
occluded or that a finger cannot easily be slipped between its 
layers. 

           Pressure immobilization method (by courtesy of the Australian Venom Research Unit, University of Melbourne, 
reproduced from WHO/SEARO guidelines for the Clinical Management of Snakebites in Southeast Asian Region). 

For Russell’s viper bite 
Local compression (pad) immobilization first aid technique 
A rubber or cotton pad (folded piece of longyi) measuring about 4 finger-width and breadth with 2 
finger-thick is placed on the site of the bite and a hand tight bandaging with a piece of cotton (longyi) 
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or bandage (4 finger width and 3 feet long) is applied to localize the venom at the site of bite. For bites 
on toes and fingers, a smaller pad measuring 2 finger width, breadth and thickness is used. The 
affected limb is immobilized with a splint. The victim is carried and transported to the nearest health 
station without delay. The pad is removed after giving antivenom. The bitten limb must not be 
exercised. Walking and running promote spread of venom. Even walking after upper limb envenoming 
will lead to systemic envenoming despite first aid measures. The pad can be left in place for a long 
time without any side effects. It is recommended to be used for Russell’s viper bite cases. 
 
Snakebite (by Dr Tun Pe) 
 

Field trials of efficacy of local compression immobilization first-aid technique in  
Russell’s viper (Daboia russelii siamensis) bite patients 

    Russell’s viper bite is an occupational hazard of our farmers. Most were bitten in the field 
and delay in getting antivenom combined with use of ineffective first aid1 lead to systemic 
envenoming by the time they seek medical treatment. Local compression immobilization first aid 
technique2 was found to be effective in delaying spread of whole venom in prospective Russell’s viper 
bite cases3. This is an extended study of the efficacy and ill effects of the technique applied by the 
Russell’s viper bite victims in the field. 

    Field trial of efficacy of local compression immobilization first-aid technique in 48 Russell’s 
viper (Daboia russelii siamensis) bite cases was studied and only 19 were envenomed. Proper 
immobilisation was carried out in 3/13 immobilised cases. The average time taken to apply the pad is 
1.12h (range 0.05 to 7.00h) and the total duration of the pad applied is 3.40h (range 0.30 to 9.00h). 
Venom levels measured at the hospital before and 15 and 30 min after release of the pad (n=10) 
showed a rise of 5 to 30 ng/ml of venom following release. Movement of venom antigen was found to 
be retarded in all cases (n=9) whose venom levels were measured at 15 and 30 min. with the pad in 
place.

     Sixteen out of 19 cases had systemic envenoming indicating that pad or immobilisation 
alone is not effective in delaying spread of venom. The incidence of local necrosis (8%) following 
use of the pad was comparable to that of systemic cases without pad. No ill effects were observed 
following its application for as long as 9 hr. Local blackening seen in 4/36 cases was likely to be result 
of effect of local pressure. It is recommended to be used as a first-aid technique in Russell’s viper 
victims. 
 
Fig 1.  A picture of rubber pad with a strip of 

bandage (left), a cotton pad (right) and a 
cotton strip for bandaging the cotton pad 
(top) 

 

 
     Fig 2. Venom levels of the 19 pad-treated Russell’s  

viper bite cases with the pad in place (left), 
before and after release of the pad (right) 

 

            References 
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Highlights on WHO/SEARO guidelines for the clinical management of 

snakebites in the Southeast Asian region ( by Prof. DA Warrell) 
 

Diagnosis (snakebite) 
Early clues that a patient has severe envenoming: 

 Snake identified as a very dangerous one 
 Rapid early extension of local swelling from the site of the bite 
 Early tender enlargement of local lymph nodes, indicating spread of venom in the lymphatic system 
 Early systemic symptoms: collapse (hypotension, shock), nausea, vomiting, diarrhea, severe headache, 

“heaviness” of the eyelids, inappropriate (pathological) drowsiness or early ptosis/ophthalmoplegia 
 Early spontaneous systemic bleeding 
 Passage of dark brown urine 

Laboratory test (snakebite) 
20 minute whole blood clotting test (20WBCT) 

 Place 2 mls of freshly sampled venous blood in a small glass vessel 
 Leave undisturbed for 20 minutes at ambient temperature 
 Tilt the vessel once 
 If the blood is still liquid (unclotted) and runs out, the patient has hypofibrinogenaemia (incoagulable 

blood) as a result of venom-induced consumption coagulopathy 
 In the Southeast Asia region, incoagulable blood is diagnostic of a viper bite and rules out an elapid bite 
 Warning! If the vessel used for the test is not made of ordinary glass or it has been used before and 

cleaned with detergent, its wall may not stimulate clotting of the blood sample in the usual way and test 
will be invalid 

 If there is any doubt, repeat the test in duplicate, including a control (blood from a healthy person). 
 

Laboratory test (snakebite) 
Warning: Arterial puncture is contraindicated in patients with haemostatic abnormalities (Viperidae). 

News Related to Medical Research Activities in Myanmar 
Research Grants to DMR (LM) 

No. Title Division Principal Investigator Funding 
Agency 

Duration 

1. Characterization of 
Microbacterial species isolated 
from HIV infected patients 

Bacteriology 
Research Division 

Dr. Wah Wah Aung 
Research Scientist 

WHO/APW 2006-2007 

2. Study on efficacy and safety 
of antidiabatic Medical plant 
MP 014 

Pharmacology 
Research Division  

Dr. May Aye Than 
Deputy Director 

WHO/APW 2006-2007 

3. Prevalence of reproductive 
tract infection at the Family 
Planning Clinic at Central 
Woman Hospital ,Yangon 

Medical Statistics 
Division 

Dr. Kyaw Oo 
Research Scientisis 

WHO/HRP 2006-2007 

4. Case studies on social 
challenges of Person Affected   
by Leprosy(PAL) in three 
selected areas of Myanmar 

Epidemiology 
Research Division 

Dr. San Shwe  
Deputy Director 

International 
Medical 
Center of 
Japan  (IMCJ) 

2006-2007 
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Seminars, Workshops, Scientific Talks Held in DMR(LM)  
 

No. Name Speaker's Name       Date Place 
1.1 

 
 

1.2 

Prevention and crisis manage-
ment of bioterrorism           
 
Molecular diagnosis of drug 
resistant falciparum malaria 

Dr. Moe Moe Win  
Research Scientist, Bio-toxicology 
Research Division,  DMR(LM) 
Dr. Kay Thwe Han  
Research Officer , Parasitology 
Research  Division,  DMR (LM) 

5-10-2006                       
 
 
5-10-2006                       

Auditorium DMR(LM) 
 
 
Auditorium DMR(LM) 

2. Research Methodology Dr. San Shwe, Dr. Khin Thet Wai, 
Dr. Kyu Kyu Than, Dr. Ko Ko Zaw, 
Dr. Ohnmar 

18-10-06  
to 

20-10-06 

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 
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, Department of Medical     Research  

(Lower Myanmar) 
6/  Guideline for Submission of Application to Ethical Review Committee , Department of Medical     

Research (Lower Myanmar) October, 2006 
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/                                                                         
 
          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)½Sdt rsKd;o m;t q dyfx def;csKyfa&;Xme(zkef;-379480)o dkYr [ kwf a' gu fwmao mfZi f 
(zkef;-09 992 1845)o dkh q 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;wdkUu dk 
aq mi f&Gu fay;aeygo n f/ 

 

 

 

 

 
   
 
 
   

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

o dkU 
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