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& Introduction

INTRODUCTION

Mental retardation (MR) refers to a group of
disorders that have in common deficits of adaptive and
intellectual function and an age of onset before maturity

1s reached. (Bruce et al., 2004).

IQ scores of Down's syndrome patients range from
25 to 75 with an average of 40 to 45 in young adults.
(Peter, 2005).Before the 1980s, few cases of cholelithiasis in
children, relating to hemolytic anemia, had been
described in the medical literature. The use of
ultrasonography increased the frequency of diagnosis of
cholelithiasis in childhood .The prevalence of
cholecystolithiasis may be increasing in childhood and

adolescence (Kang et al., 2003).

An overall prevalence of 0.13% to 1.9% for gallstone

disease in children up to 19 years of age was reported

(Herzog and Bouchard , 2008).

Some reports have showed that biliary
abnormalities like lithiasis and biliary sludge occur more

frequently among  Down syndrome patients.

( Toscano et al.,2001)
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AIM OF THE WORK

The aim of this study is to detect the prevalence of
biliary sludge and stones among mentally retarded

patients.
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GALLSTONE

Backaground

dlbladder disease is one of the most common and costly
digestive diseases that requires hospitalization in the United
States. Gallbladder calculi are more common in the adult
population and remain relatively uncommon in children; however,

the incidence of choldithiasisin children has increased. (George

and David, 2009).

There are over 700,000 cholecystectomies (remova of the
gdlbladder) peformed in the United States each vyear,
Complications are not common and mortdity from the disease is
very, very low. There are risk factors that increase the chances of
developing galstones- e.g., gender, age, and genetic traits — that
cannot be changed, but there are many lifestyle risk factors, aswell.
(Shaffer, 2006 )

Galstone formation is therefore very poorly understood.
Surprisingly, inthelast few decadesthere

has been significant rise in gallstone disease among children.
(Kumar et al., 2000).
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< Review of literature- gallstone

Choledocholithiasis refers to the presence of galstones
within the common bileduct (CBD). (Everhart et al., 1999).

Sludge is defined as an echogenic materia within the
gdlbladder that layers and changes shape and position on moving
the patients. (Winter et al., 1994)

Norma common hile duct diameter between 5-8mm.
Allowance for a larger diameter is sometimes accepted in older
patients. (Daradkeh et al., 2005)

The diameter of the duct may increase or decrease following
cholecystectomy, but the change is generdly not sgnificant.
(Channa et al., 2007 & Kim et al., 2003)

Characteristics and composition

The formation of gallstone in vivo takes years and it is quite
difficult to monitor such events from nucleation to the
consolidation. (Swidsinski et al., 1998)

Gallstones can vary in size and shape from as smdl as a
grain of sandto aslarge asagolf bal. (George & David, 2009)

On the basis of their composition, gallstones can be divided
into the following types:
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< Review of literature- gallstone

Cholesterol _stones ae formed from cholesterol
supersaturation of bile and are composed of 70-100% cholesterol

with an admixture of protein, bilirubin, and carbonate. These
account for most gallstones in adults but make up only about 21%
of stones in children. (National Institute of Diabetes and

Digestive and Kidney Diseases , 2007).

Cholesterol stones vary in color from light-yellow to dark-
green or brown and are ova 2 to 3 cmin length, often having atiny
dark central spot. To be classfied as such, they must be at least
80% cholesterol by weight (or 70%, according to the Japanese
classfication system (Kim et al., 2003)

There are three reasons for the formation of cholesterol gallstones:

Cholesterol supersaturation of bile:

Bile acids and phospholipids normally help keep cholesterol
soluble so that it does precipitate out. However, there are times
when the ratio of bile acid and phospholipids to cholesteral in the
bile is dtered, the bile becomes supersaturated with cholesterol,
and it crystalizesinto cholesterol gallstones. This can happen when
there is hypersecretion of cholesterol into bile by the liver (the most

common cause) or hyposecretion of bile salts or phospholipids.
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