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Editorial

A Suicidal Teen: Help Knowing the Warning Signs and Risk Factors

Akhiruzzaman

Introduction

Suicide is such an unexplained, meaningless, tragic,
contradictory and mystified complex public health
problem having dimensions of physical, biological,
somatic, mental, psychological, psychiatric, cultural,
social and spiritual phenomenon. In spite of the several
identified background factors, the real reasons behind
suicide is not clear, because suicide is multi-causal, and can
never be traced back to one single cause. However, the
strongest suicide risk factor is an unrecognized and
untreated mental disorder. Suicide among young people is
one of the most serious public health problems.' According
to the Centers for Disease Control (CDC) suicide is the
second leading cause of death for teens and young adults.’
The suicide rate among teenage girls reached an all-time
high in 2015. The analysis found an increase in teen
suicides across the board between 2007 and 2015. The
suicide rate increased 31% for teen boys and doubled for
teen girls during this time period’

The numbers are a sobering reminder that suicide is a
growing public health concern and that teens are a
particularly vulnerable group. Research shows that teen
depression is on the rise * and suicide is always a risk during
the course of a major depressive episode.” World Health
Organization Global Health Observatory estimates
reported suicide rate in Bangladesh is 7.8 per 100,000
population in 2012.° However, in a paper published by
Feroz et al., reported that suicide rate was 30.4% below 20
years of age in Bangladesh.” The Bangladesh Police are the
only authorities to keep track of the suicides in the country.
According to their 2017 statistics, on average around 30
people commit suicide every day. Statistics show that
9,665 people committed suicide in 2010 and the number
rose to 11,095 in 2017 among them the largest portion was
below 20 years of age. But the police, activists and experts
concur strongly that the actual numbers would be much
higher as many incidents go unreported.*

So it is time to take action against teen suicide. At first we
have to know about the warning signs of suicide and also
know about, how to help the teens to prevent the
catastrophic event.

Warning signs for teen suicide

Four out of five teens who attempt suicide give warning
signs. But often, those signs are missed or ignored.” All
teens are different and many are adept at masking their
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feelings. To the end, it isn't always possible to predict signs
of suicidal ideation. Many do, however, exhibit some
symptoms. The following are some (but not the only)
potential warning signs of suicidal ideation as follows."

o Talking about death, suicide, and/or self-harm

e Changes in personality or behavior that is out of character
o Talking about feeling worthless, helpless, and/or hopeless
e Changes in sleep patterns and eating habits

e Risky or self-destructive behavior

e Lack of concentration and changes in school performance
e [solating from peers and/or family

e Giving away prized possessions

e Expressing feelings of overwhelming shame and guilt,
and making statements that others don't care or others
will be better off without me

e Lack of hope for the future, feeling like things can't
possibly improve

e Visiting or calling on loved ones

e Getting affairs in order.

Factors trigger suicidal behavior in teens:"'""

e Depression, anxiety and other mental health disorders
e Anger

e Sadness

e Rejection by peers

e Loneliness

o Irritability

e Social issues

e Family discord

e Social media use (Negative ideation)

There are also risk factors that put youth at an increased

risk level for suicidal ideation:
e Perfectionism

e Substance abuse

e History of sexual or physical abuse

e Low self-esteem

e Academic struggles

e Teens lacking social and family support
e Family history of suicide.

e Frequent conflicts with friends or family
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e Impulsive behavior

¢ Atendency to take unhealthy risks (behaviors that could
resultin physical harm)

Help a suicidal teen

Suicide remains the second leading cause of death among
teens. To prevent this consequence everybody should be
aware and ready to help a suicidal teen.

12,13

Help your Friend:

1. Know the warning signs. Read over the list above and
keepitinasafe place.

2. Do not be afraid to talk to your friends. Listen to their
feelings. Make sure they know how important they are
to you, but don't believe you can keep them from
hurting themselves on your own. Preventing suicide
will require help from friends.

3. Make no deals. Never keep secret a friend's suicidal
plans or thoughts. You cannot promise that you will not
tell or disclose to others. You have to tell to save your
friend.

4. Tell an adult: Talk to your parent, your friend's parent,
your school's psychologist or counselor or any trusted
adult. Don't be afraid that the adults will not believe you
or will not take you seriously. Keep talking until they
listen, Even if you are not sure your friend is suicidal,
talk to someone. This is definitely the time to be safe,
notsorry!

5. Ask ifyour school has a crisis team: Many schools have
organized crisis teams, which include teachers,
counselors, social workers, school psychologists and
principals. These teams help train all staff to recognize
warning signs of suicide as well as how to help in a crisis
situation. These teams can also help students understand
warning signs of violence and suicide. Whether or not
you think someone at your school might be suicidal, find
out if your school has a crisis team in place. If your
school does not have a crisis team, ask your student
council or faculty advisor to look into starting a team

6. Pay attention to their language and behavior: People
often talk about suicide in vague or unclear ways.Your
friend could say things that reflect a sense of shame,
hopelessness, or failure. They may not say, “I want to
die,” or “I want to kill myself.” Instead, they might
say:“I just want the pain to stop.” or “I don't know if I
can go on.” or “I'm a burden to everyone.” or “I'll never
feel better.”

7. Offer compassion: To validate their feelings do not
argue, respect their opinion and offer hope e.g: “That
sounds so painful, and I appreciate you sharing that
with me. How can I help?” “I know things seem bleak
now, but it can be hard to see possible solutions when
you feel so overwhelmed.” “I'm concerned about you
because I care, and I want to offer support however 1
can. You can talk to me.”

Help your family members:

As a family member of a suicidal teen you can do the
following things: "

Make time to connect with your teen 1 on 1, If your teen
keeps a busy, high-pressure schedule, find ways to slow
down and decrease commitments, Encourage your teen to
connect with positive, supportive friends, Practice relaxing
activities together (going for a walk, journaling, drawing,
using a mindfulness app), Exercise together, Help your
teen create a list of people to call or text when feeling
overwhelmed,

Acknowledge your teen's pain and validate your teen's
emotions, Be patient, it will take time to break the cycle,
Remove means of suicide from suicidal teens, and reach
out to the school counselor to assist with accommodations
in school

Help your students:

Every student spent a huge amount of time at school and
with their teachers. So a teacher can do the following things:'
1. Strengthen students' self-esteem.

2. Increase the level of mental education/nurturing.

3. Help the students to express emotion in controlled and
positive way.

Prevent bullying and violence at school.
Provide information about mental care services.
Recognize and treat every depressed student.
Built trustful communication.

Improve school staff's communication skills.

A A R A

Every school needs to have an emergency plan on how
to inform school staff, especially teachers, fellow pupils
and parents when suicide has been attempted or
committed in school.

Conclusion

Thoughts of suicide, even if it seems vague, should always
be taken seriously. If someone is at risk for suicide, it's better
to take action and offer help. Nobody can control someone's
thoughts, but some words and actions have more power than
people think. Feeling hopeless, helpless, loneliness or can
result in extreme emotional pain and depression.
Sometimes these feelings result in thoughts of suicide, but it
is important to let the person (with suicidal thoughts) know
that ‘you are not alone, there is help and hope .
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Original Article

Antioxidant Status in Type-2 Diabetes Mellitus Compared to
Diabetic Foot Patients- A Hospital Based Study in Rajshahi

Alam T', Habib A°, Rahman MA’, Hossain MI', Haque L’, Akter A’

Abstract

Background: Chronic hyperglycemia in diabetes mellitus leads to decrease total antioxidant level in the body which might
play important role in the development of chronic complications of diabetes due to oxidative stress.

Objective: Itis aimed to evaluate the antioxidant status in type-2 diabetes mellitus patients & diabetic foot patients.

Methods: This was a descriptive cross sectional study carried out in the department of Pharmacology & Therapeutics in
collaboration with Rajshahi Diabetic Association General Hospital, Rajshahi from July 2017 to June 2018 to evaluate total
antioxidant status in type-2 diabetes mellitus. In this study, 20 patients with type-2 diabetes mellitus and 20 diabetic foot
patients were evaluated. Antioxidant status was determined by using spectrophotometer. Most of the patients were age ranging
40-60 years of both sexes.

Results: The mean of fasting blood glucose and total antioxidant capacity of type-2 diabetes mellitus with diabetic foot
patients was 11.23+2.76 mmol/l and 18.78+6.70 pmol/l and that of type-2 DM patients was 9.13+2.57 mmol/l and 26.07+7.67
pmol/l. Antioxidant level were less in type 2 diabetic foot patients.

Conclusion: There is low level of antioxidant in plasma which may be regarded as an important causative factor for
development of type-2 diabetes mellitus and its chronic complication. The findings can be a basis of generating a hypothesis for

further testing towards a meaningful conclusion.

Key words: Antioxidant status, type-2 diabetes mellitus, Diabetic foot.

Introduction

Diabetes mellitus (DM) is a chronic metabolic disorder
characterized by chronic hyperglycemia. The prevalence of
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type-2 DM in Bangladesh is alarmingly increasing over the
past two decades and continues to rise as a disease of
immeasurable class. The World Health organization has
predicted that the worldwide number of patients with
diabetes will double by the year 2025." Human body is
continuously exposed to different types of agents that
results in the production of reactive species (RS) called free
radicals. Free radicals transfer their unpaired electron and
cause the oxidation of cellular machinery. In order to
encounter the deleterious effects of such species, body has
got endogenous and exogenous antioxidant that neutralizes
such species and keeps the homeostasis of the body. Any
imbalance between the reactive species and antioxidant
leads to produce a condition known as oxidative stress that
results in the development of different pathological
conditions of which diabetes and its later complications are
very important.” Persistent uncontrolled hyperglycemia
secondary to insulin resistance and diminished insulin
secretion in type-2 DM leads to many complications such as
diabetic ketoacidosis, hyperosmolar coma, ischemic heart
disease, chronic kidney failure, retinopathy, neuropathy,
non-ketotic hyperosmolar coma and foot ulcer.’
Hyperglycemia causes release of tissue damaging reactive
oxygen species (ROS) and diminishes antioxidant agents.
Diabetes mellitus not only stimulates the generation of
reactive oxygen species, but also impairs the ability ofa cell
or tissue to cope up with the increased oxidative burden.
Oxidative stress is an important mediator of diabetic
complication." The most notorious complications of
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diabetes in the lower extremity are the diabetic foot which
is commonly observed in our country. For this reason, it is
important to determine the total antioxidant status in
patients with type-2 diabetes mellitus compared to its
complication.

Materials & Methods

This was a descriptive cross-sectional study conducted in
the Department of Pharmacology and therapeutics,
Rajshahi Medical College, in collaboration with Rajshahi
Diabetic Association General Hospital, Rajshahi. The
study was conducted among 20 type-2 diabetes mellitus &
20 type-2 DM with diabetic foot.

The inclusion criteria were, Clinically diagnosed type-2
diabetes mellitus & type-2 DM with diabetic foot patients
inthe age group 0f40-60 years, both genders.

The exclusion criteria were, Patients with serious
comorbid diseases (stroke, myocardial infarction, major
surgery etc, patients with liver and kidney dysfunction,
history of using drugs significantly affect glucose
metabolism (glucocorticoids, oral contraceptives, thiazide
diuretics etc.) or taking vitamin supplements. The study
variables were age, total antioxidant status (umol/l) and
glucose (mmol/1).

A formal permission was obtained from the Ethical Review
Committee of Rajshahi Medical College, Rajshahi to select
this study. After getting permission from the concerned
authority, every patient was informed about the study and
they were also informed that there was no chance of any
significant harm by inclusion in this study. The data were
collected from inpatients as well as outpatients fulfilling
the inclusion criteria attending Rajshahi Diabetic
Association General Hospital, Rajshahi. An elaborate
history was taken for each individual regarding present &
previous history of illness suggesting type2 diabetes
mellitus and any diabetic complication. After taking
informed consent, complete history taking, physical
examination was done and recorded in a preformed data
sheet. Then 4 ml blood was taken from each group of
patients in a test tube containing anticoagulant tri-
potassium EDTA (Ethylene di-amine tetra acetic acid).
Plasma was collected after centrifuging for 15 minutes at
3000 rpm. Then plasma total antioxidant status was
measured in Pharmacology laboratory of Rajshahi Medical
College, Rajshahi. The generated laboratory data were
recorded using a prepared checklist. Then the data were
then analyzed using SPSS version 16 for Windows by
applying descriptive statistics and cross tabulation.
Frequency and percentages were calculated. The unpaired
t-test was used for comparing means. Significance was kept
atp-value less than 0.05.

Measurement of total antioxidant status:
Total antioxidant activity was measured by ferric reducing

antioxidant power assay (FRAP) of Benzie and Strain
1999.

Principle:

The FRAP assay uses antioxidants as reluctant in a rodox-
linked colorimetric method employing an easily reduced
oxidant, Fe(IIT). Reduction of a ferric tripyridyltriazine
complex to ferrous-(2,4,6-tripyridyl-s-triazine), ie: Ferric
(ITT) [colorless] to Ferrous (II) [blue] can be monitored by
measuring absorbance at 593nm. The absorption readings
are related to the reducing power of the electron-donating
antioxidants present in the test compound. Hence the
FRAP assay can rank the reducing power and the
antioxidant potential of a wide range oftest compounds.

Sample:
Plasma

Reagents:

300 mM Acetate buffer

40 mM HCI

10mM TPTZ

20 mM FeCl,.6H,0

0.001 M FeSO,.7H,0O Standard

FRAP working reagent

Sample: 10:1:1 (acetate buffer: TPTZ:FeCl,.6H,0)
Standard: 10:1:1 (acetate buffer: TPTZ:H,0)

Procedure:

100 pl plasma was mixed with 900 pl distilled water and 2
ml of FRAP working reagent and absorbance 593 nm was
measured after 30 min against FRAP reagent blank.
Standard were preceded in same manner. The result was
expressed as pM/L of ferrous equivalent.

Calculation:

The FRAP equation is:

FRAP value of sample (uM)= { Abs(sample) x FRAP value
of Std (uM)} / Abs(Std)

Parameters of study:
Demographic parameter: Age & duration of the disease
Study parameter: Total antioxidant status

Results

Table 1: Demographic parameters of type-2 DM and type-
2 DM with Diabetic Foot patients

Group
Parameters DM DM with diabetic foot
(Mean+SD) (Mean=SD)
Age 51.75+5.12 53.95+5.48
Duration (year) 5.63+3.58 7.5+£2.60

Table-1 Shows that demographic parameter of each group.
The mean age and duration of disease in DM with diabetic
foot were more than that of DM patients.
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Table 2: Study parameter of type-2 DM and type-2 DM
with Diabetic foot patients.

Group
Variables DM patients (20) | DM with diabetic foot
patients (20)
FBS 9.13+£2.57 mmol/l 11.23+£2.76 mmol/l
(mean+SD)
TAC 26.07+7.67 pmol/l 18.7846.70 pmol/1
(mean £SD)

Table 2 Shows that 20 patients belonged to each group. The
mean of FBS and TAC in type-2 DM with diabetic foot was
11.2342.76 mmol/l and, 18.78+6.70 umol/l. The mean of
FBS & TAC in type-2 DM was 9.13+£2.57 mmol/l &
26.07+7.67 pmol/l. The mean of FBS were more in DM
with diabetic foot patients. The mean of TAC was lower in
DM with diabetic foot patients.

Table 3: Comparison of biochemical parameter between type-2 DM and Diabetic foot patients

Group
Variables (biochemical characteristics) DM (Mean£SD) DDM with diabetic foot (Mean+SD) Test of Significance
FBS 9.1350+2.56767 11.2300+2.75702 t=-2.487df=38 P=.017
TAC 26.0750+7.67133 18.7800+6.70299 t=3.202 df=38 P=.003

Table 3 Shows that biochemical parameters betw een DM patients and DM with diabetic foot patients. It was observed that
biochemical parameters were statistically significant (P<0.05) when compared between these two groups.

Discussion

In this study, 20 were type-2 DM patients and 20 were type-
2 DM with diabetic foot patients. The mean age and
duration of disease of type-2 DM and type-2 DM with
diabetic foot was 51.75+5.11, 5.62+3.58 and 53.95+5.48,
7.50£2.60 years respectively. It was found that the mean of
FBS and TAC of type-2 DM with diabetic foot was
11.23+2.75 mmol/l and 18.7846.7 umol/l. The mean of
FBS and TAC of type-2 DM was 9.13+2.56 mmol/l and
26.07£7.67 pumol/l. These results revealed that FBS were
significantly increased in type-2 DM with diabetic foot and
TAC was decreased in type-2 DM with diabetic foot
patients compared with type-2 DM patients. The similar
findings observed by Bolajoko ef al. (2008)’ and Pinaki
Saha et al. (2015)°. They suggested that decreased level of
antioxidant and elevated oxidative stress associated with
increased risk of type-2 DM and its complications. A study
performed by Kedziora-Komatowska et al. (1998)";
Bandeira er al. (2013)"; Li et al. (2013)° and
Ganjifrockwale ef al. (2017)" showed the low level of
TAS in patient with type-2 DM & type-2 DM with
complication compared to healthy individual. This is in
agreement to the present study. In our study it was observed
that decreased TAC in type-2 DM with diabetic foot patient
compared to type-2 DM (18.78+6.7 um/l; 21.07+£7.67
um/l). Bikkad et al. (2014)"; Chopra et al. (2012)” and
Djordjevic et al. (2014)" performed a study and found that
decreased level of enzymatic antioxidant in type-2 DM
with complication compared to type-2 DM. Oliveira et al.
(2014)" performed a study and found decreased level total
antioxidant capacity (0.61+£0.09 mg/ml) and reduced
protein thiol (369.22+46.13 mg/ml) in type-2 DM with
diabetic foot patient compared to type-2 DM without
diabetic foot (0.69+0.06 mg/ml; 413.41£28.71 mg/ml)
which was similar to the present study.

Conclusion

Finding in this study are compatible with the hypothesis
that persistent hyperglycemia leads to decreased TAC in
diabetic patients. This is more pronounced in patients with
diabetic foot. A high level of lipid peroxidation
accompanied by insufficient antioxidant capacity in
plasma could attribute to the chronicity of diabetes mellitus
disease. Thus delivery of antioxidants and employing the
mechanism based approach; clinical pathology and
concentration based dosage schedule in antioxidants trial
might help us in preventing development of complication
of type-2 diabetes. However, the findings are having the
scope for generating a clear hypothesis for further testing
towards a significant conclusion of the facts.
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Role of Dexamethasone in Post-tonsillectomy Morbidities
Awual SMA', Hasan SM’, Lodh D', Hossain MA®, Islam MS’

Abstract

Objective: The aim of this study was to find out the effect of Dexamethasone on pain following tonsillectomy. In addition to
post-tonsillectomy pain, this study also explore the comparative outcome of use of additional analgesic, fever, nausea &
vomiting as well as oral intake of semisolid food between the groups.

Methods: A double blind, randomized control trial using a single pre-operative dose of Dexamethasone (0.15mg/kg body
weight) or normal saline in the randomly selected 100 patients of age more than 3 years, undergoing tonsillectomy fulfilling
inclusion criteria of this study, in the Department of Otolaryngology and head Neck surgery, Dhaka Medical College Hospital,
Dhaka during July 2009 to June 2010. Surgical techniques, anesthetic drugs, use of analgesic and other medication were
standardized. Both groups were assessed clinically at 6, 12 and 24 hours post-operatively for pain, requirement of analgesic,
fever, nausea & vomiting, oral intake, condition of the tonsillar fossa and reactionary haemorrhage. Visual Analogue Scale
(VAS) used for the assessment of pain.

Results: Post-operative pain was assessed by Visual Analogue Scale (VAS) in both Dexamethasone and Control groups.
Mean=SD of the VAS in Dexamethasone and Control groups at 6 hours was 5.04 = 1.09 vs 5.96 £ 1.03 (p=<0.0001), at 12
hours was 3.9440.93 vs 5.14+0.61 (p=<0.0001) and at 24 hours was 2.64 £ 0.69 vs 3.84 + 0.87 (p=<0.0001). Requirement of
additional analgesic (p<0.05), fever (P<0.001), Post-Operative Nausea and Vomiting (PONV) (P < 0.005), oral intake of
semisolid food (P<0.005) between Dexamethasone and control group were significantly different. Regarding condition of the
tonsillar fossa and reactionary haemorrhage, no significant differences were observed.

Conclusion: A single preoperative IV dose of Dexamethasone (0.15 mg/kg), given just before starting surgery, provided good
and prolonged analgesia. It also reduces fever, nausea & vomiting and odynophagia. Those enhance earlier and better
postoperative quality of oral intake and decrease morbidities.

Keywords: Tonsillectomy, Dexamethasone, VAS.

Otolaryngology-Head and Neck Surgery (AAO-HNYS), it is
the second most common paediatric surgery. A recent survey
conducted by Harris Interactive on behalf of the AAO-HNS
identified that pain associated with tonsillectomy was a top
concern for more than 90% of the parents surveyed.' Despite
advances in anaesthetic and surgical techniques, post-
tonsillectomy morbidity (emesis, poor oral intake, pain and
bleeding) remains a significant clinical problem for the
patient, family and physician.”

Introduction

The history of tonsillectomy dates back over 2000 years
when Celsus used the first primitive scalpel in approximately
50 AD to remove tonsil tissue. The earliest description of the
procedure was by Paul of Aegina in 625 AD. Approximately,
600,000 tonsillectomies are performed in each year on
children and adults. According to the American Academy of

1. Dr. S. M. Abdul Awual
Assistant Professor, Department of ENT & HNS, Sir Salimullah
Medical College, Dhaka.

2. Dr. Syeda Marufa Hasan
Assistant Professor, Department of Biochemistry, National
Institute of Neurosciences & Hospital, Dhaka.

3. Dr. Dipankar Lodh
Associate Professor, Department of ENT & HNS, Sir Salimullah
Medical College, Dhaka.

4. Dr. Mohammad Amzad Hossain
Associate Professor, Department of ENT & HNS, Shaheed
Tajuddin Ahmed Medical College, Gazipur.

5. Dr. Md. Shahriar Islam
Registrar, Department of ENT & HNS, Sir Salimullah Medical
College Mitford Hospital, Dhaka.

As the postoperative pain is a significant concern after
tonsillectomy. This pain inhibits chewing and swallowing,
which leads to dehydration and contributes to lassitude and
delayed recovery of strength and well-being. Many studies
have attempted to use various interventions to reduce
postoperative pain. Dexamethasone is one of the drugs used
to reduce postoperative pain in various operations.’ The
patients also return to a normal diet more quickly and there
appear to be no serious adverse effects.*® Dexamethasone
has anti-inflammatory actions. These are mediated by
inhibition of production of inflammatory cell factors, such
as cytokines in macrophages, monocytes, and lymphocytes,
which results in decreased extravasation of leukocytes,
lysosomal enzyme release, and vascular permeability in
areas of injury. This reduces oedema and decreases fibrosis
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during healing. By inhibiting phospholipase A, enzyme,
corticosteroids block both the cyclooxygenase and
lipoxygenase pathway and thus prostaglandin production,
thereby leading to pain relief.’
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In an attempt to formulate an objective recommendation
regarding the efficacy of routine use of a single, intra-
operative, intravenous dose of corticosteroid on post-
tonsillectomy pain, a systematic review of the published
literature was performed using established meta-analysis
techniques with a predetermined protocol.”* As
Dexamethasone reduces pain, so patient returned to normal
diet and activity with in early postoperative period. The
Dexamethasone is sometimes given in a single intravenous
dose during surgery to try to prevent vomiting after the
operation. The review of trials found that single dose of
corticosteroid during tonsillectomy or adenotonsillectomy
can prevent vomiting, as Dexamethasone has antiemetic
properties and used in chemotherapy as an antiemetic.’
Dexamethasone for tonsillectomy has become standard care
in many institutions. The dose response of Dexamethasone
for prevention of Post-Operative Nausea and Vomiting
(PONV) symptoms in paediatric tonsillectomy remains
unclear, although doses up to Img/kg have been tested.””If
Dexamethasone were indeed analgesic in this setting, fewer
postoperative analgesics such as NSAIDs would be needed
postoperatively and theoretically, patients would be less at
risk of postoperative bleeding.”

A Visual Analogue Scale (VAS) is an instrument that is
used for measuring various parameter in medical science.
VAS tries to measure a characteristic or attitude that is
believed to range across a continuum of values and cannot
casily be directly measured. Operationally a VAS is usually
a horizontal line, 100 mm in length, anchored by word
descriptors at each end. The patient marks on the line the
point that they feel represents their perception of their
current state. The VAS score is determined by measuring in
millimetres from the left hand end of the line to the point
that the patient marks."

The results of this study with wide number of variables will
reflect the overall effect of the Dexamethasone in post-
operative morbidities. The aim of the present study is to find
out the effect of single pre-operative dose of Dexamethasone
on pain and other morbidities following tonsillectomy.

Materials and Methods

This is a double blind (Blind-1 is Surgeon and Blind-2 is
Data Collector), randomized control trial and was
conducted in Department of ENT, Dhaka Medical College
Hospital, Dhaka, during the period of July 2009 to June
2010 after getting permission from Ethical Committee of
this institute. According to inclusion and exclusion criteria,
total 100 patients were included in this study. The patients
were randomly divided into two groups, based on odd and
even serial number of the subjects during their inclusion in
this study. Odd serial numbers were included in Control
group and even serial numbers were included in
Dexamethasone group. The researcher gave a single pre-
operative 1.V. dose of Dexamethasone (0.15mg/kg body
weight) or normal saline to these patients undergoing
tonsillectomy fulfilling the inclusion criteria of this study.

Data generation procedures:

Anesthetic drugs used, surgeons, surgical technique, use of
analgesics and other medication were standardized in both
groups. Tonsillectomy was done by cold dissection method
under general anaesthesia with endotracheal intubation.
Surgeons of same level of experience were carried out the
surgery. Haemostasis was done by ligation and electro-
coagulation. Postoperative assessment and data collection
were done by an assistant surgeon of the Department of
ENT, Dhaka Medical College Hospital, Dhaka. Both
groups were clinically assessed for pain, additional
analgesics, fever, nausea, vomiting, oral intake, condition
of the fossa and haemorrhage. All the generated data were
recorded on a questionnaire form at 6, 12 and 24 hours after
operation. A Zero to Ten point Visual Analog Scale (VAS)
was used for pain assessment. Generally, higher numbers
in VAS indicate more pain (0 = No pain, 10 = Most
imaginable pain). The pain level was graded in to following
types: VAS score 2 - 4 = Mild pain, VAS score 4 - 6=
Moderate pain and VAS score 6 and above = Severe pain.

Visual Analogue Scale (VAS)

Unbearable No
Distress Distress

Paracetamol was used as a first line analgesic at 10 mg/kg
body weight per dose, if pain is more than 4 in Visual
Analogue Scale (VAS) in both groups. If the pain was not
controlled with the paracetamol, then additional analgesics
(Diclofenac injection or suppository) was added.
Regarding fever, nausea & vomiting data was collected
within the 24 hours post-operatively from both groups.
Numbers of episodes of vomiting were also noted. Data
about the pattern of oral intake of the semisolid food was
collected at 24 hours. The pattern of the oral intake was
judged as follows: Excellent = Patient requests it, Good =
Patient accepts it when offered and Poor = Patient refuses.
Data for the reactionary haemorrhage and condition of the
fossa were collected at 24 hours after surgery. All the
collected data was checked and compiled first. Then they
were processed and analyzed with the help of software
Statistical Package for Social Science (SPSS -17).
Parametric data were analyzed using unpaired 't' test and
non-parametric data were analyzed using Chi square (i)
test. P < 0.05 was considered as significant. The generated
data was presented as a tabulated form.

Results

This study comprising of 100 patients between 3-40 years of
age. Patients were randomly divided into two groups with
50 patients in each group. The mean age of Dexamethasone
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group was 15.90 = 6.71 years (5-33), while in Control
group, the mean age was 16.12 +6.72 years (7-28). Most of
the patients participated in the study (60%) was from 10 to
20 years. Fifty one percent of the study population was
male and 49% was female. In Control group, there was 23
(46%) male and 27 (54%) female. In Dexamethasone
group, there was 28 (56%) male and 22 (44%) female.
There were no significant differences in age and sex
distribution of the patients. The visual analogue scale
(VAS) was used to assess the pain level of these patients.
The pain level was graded in to following types: VAS score
2-4= Mild pain, VAS score 4-6= Moderate pain and VAS
score 6 and above = Severe pain.

Table 1: Pain status of the patients in visual analogue scale

(VAS)
Post tonsillectomy pain
At 6 hours At 24 hours At 12 hours

Pain Dexa Control Dexa Control Dexa Control
Severe 22 36 12 28 5 16
Moderate 19 10 14 12 7 14
Mild 9 4 24 10 38 20
Total 50 50 50 50 50 50

Dexa= Dexamethasone.

Result of Chi-Square between Dexamethasone and Control
group at 6 hours was 8.095 (p= 0.017), at 12 hours was
12.319 (p=0.002) and at 24 hours was 13.681(p= 0.001).
Postoperative pain in between Dexamethasone and Control
groups was significantly different. The intensity of pain in
VAS was lower in Dexamethasone group.

Table 2: Mean+SD of pain score in VAS and its
comparison between the groups.

Post tonsillectomy pain (Mean = SD) in VAS

Group At 6 hours At 12 hours At 24 hours
Dexamethasone 5.04+1.09 3.94+0.93 2.64 £ 0.69
Control 596+1.03 5.14+0.61 3.84 +0.87
p value <0.0001 <0.0001 <0.0001

The ‘t’ test results at 6, 12, 24 hours were considered to be
statistically significant. These two groups were significantly
different.

Table 3: Use of additional analgesic, comparison between
two groups.

Additional At 6 hours At 24 hours At 12 hours
analgesic Dexa Control Dexa Control Dexa Control
Required 11 23 6 17 2 10
Not required 39 27 44 33 48 40
Total 50 50 50 50 50 50

Dexa= Dexamethasone

e At 6 Hour Chi-Square test = 5.392 with 1 degrees of
freedom. (p=0.020)

e At 12 Hour Chi-Square test = 5.647 with 1 degrees of
freedom. (p=0.017)

e At 24 Hour Fisher Exact Test= The proportion of
observations in the different categories which define
the contingency table is significantly different than is
expected from random occurrence (p=0.028).

Post-operative use of additional analgesic in patients,
between Dexamethasone and Control groups was
significantly different.

Table 4: Comparison of fever between two groups

Fever Dexamethasone Control Total
group group

Fever present 06 (12%) 23 (46%) 29

Fever absent 44 (88%) 27 (54%) 71

Total 50 50 100

Chi-square=12.433 with 1 degrees of freedom (p =<0.001).
The fever in Dexamethasone and Control group was
significantly different.

Table 5: Comparison of Post-Operative Nausea and
Vomiting (PONV) in between two groups.

PONV Dexamethasone Control Total
group group

Present 08 (16%) 22 (44%) 27

Absent 42 (84%) 28 (56%) 73

Total 50 50 100

Chi-square = 8.04 with 1 degrees of freedom (p = 0.005).
Post-Operative Nausea and Vomiting (PONV) in both
Dexamethasone and Control group was significantly
different.

Table 6: Comparison of oral intake of semisolid food in
between two groups

Oral intake  Dexamethasone Control Total
group group
Excellent 15 04 19
66
Good 28 38 15
Poor 07 08
Total 50 50 100

Chi-square= 7.950 with 2 degrees of freedom (p=0.019).
Oral intake of semisolid food in Dexamethasone and
Control group was significantly different.

After 24 hours, post-operative condition of the tonsillar fossa
and reactionary haemorrhage were compared in between the
groups. However, they were not significantly different.
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Discussion

Tonsillectomy is the most common surgery that performed
by an otolaryngologist. Despite advances in surgical and
anaesthetic techniques, postoperative pain remains a
significant problem after tonsillectomy. The pain inhibits
chewing and swallowing, which leads to dehydration and
contributes to lassitude and delayed recovery of strength
and well-being. Oropharyngeal pain and irritation of
gastric mucosa by swallowed blood are two main
contributors towards high incidence of PONV (Post-
Operative Nausea and Vomiting) following tonsillectomy.’
Corticosteroids act as an antiemetic, but the exact
mechanism of which is not known. Two studies have
proved relationship between low levels of cortisol
(endogenous or exogenously administered) and nausea,
vomiting."'* In a meta-analysis of 17 trials involving use of
Dexamethasone for prevention of PONV in surgical
patients. They concluded that when there is a high risk of
PONYV, a single prophylactic dose of Dexamethasone is
antiemetic compared with Control, without evidence of any
clinically relevant toxicity in otherwise healthy patients.’

The main aim of the study was to find out the effect of
Dexamethasone on pain following tonsillectomy.
Dexamethasone is highly potent and has long half-life (36-
72 hours) for glucocorticoid activity, so that the effect
would remain even after the discharge of the patient. Single
IV dose was used, as it is devoid of side effects like gastritis,
adrenal suppression etc.” In a study conducted by Splinter
and Roberts have used 0.15 mg/kg Dexamethasone with
good results.” So, in this study the selected dose of
Dexamethasone was 0.15 mg/kg. Intravenous
Dexamethasone was given just before the surgery to
achieve peak effect in the early postoperative period. Both
anesthetic drugs and surgical techniques were standardized
in both groups. Usually Paracetamol was used as a first line
analgesic, when the VAS score become more than 4 then
the patients get this medicine. Before administering
additional analgesic, a time period of 15 minutes was
allowed to see if patient responded to tender loving care or
pain subsided. Some patients need additional analgesic like
Diclofenac sodium.

For the post-operative pain, Visual Analogue Scale (VAS)
scores were assessed in both Dexamethasone and Control
group at 6 hours, 12 hours and 24 hours. In both groups,
post-operative pain in VAS (Mean+SD) at 6 hours was 5.04
+1.09 vs 5.96£1.03 (p=<0.0001), at 12 hours was 3.94+
0.93vs5.14+0.61 (p=<0.0001) and at 24 hours was 2.64+
0.69 vs 3.84+0.87 (p=<0.0001). Throughout the
postoperative period VAS score was significantly lower in
Dexamethasone group. With increasing time after surgery,
the VAS scores difference between the two groups
increased. Majority of Dexamethasone treated patients
were pain free in 6-24 hours. This indicates prolonged
analgesic effect of Dexamethasone. Number of patients
requiring additional analgesic and the doses needed was
less with Dexamethasone group than that of Control group.

Post-operative fever was remarkably less in Dexamethasone
group (p= <0.001). In Control group, it is about 46% and
Dexamethasone group 12%. A study conducted by
Dhiwakar M. et al, showed that the fever was found in 54%
of the post-tonsillectomy patient.”But, no data was available
about post-tonsillectomy fever and its relation with
Dexamethasone, though it was theoretically possible of less
fever in Dexamethasone group.

PONV (Post-Operative Nausea and Vomiting) was
significantly lower in Dexamethasone group (p= 0.005).
Overall incidence of PONV (Post-Operative Nausea and
Vomiting) in this Control group (44%) was comparable
with previous studies (40-70%).’ The incidence of PONV
(Post-Operative Nausea and Vomiting) in Dexamethasone
group (16%) was almost same in comparison to previous
studies (17%).”

Oral intake of semisolid food was significantly better in
Dexamethasone group (p=0.019). Perhaps by decreasing
pain and inflammation, Dexamethasone improved the oral
intake. In a meta-analysis Steward et al, showed that the
children receiving Dexamethasone were more likely to
advance to a soft or solid diet on post-tonsillectomy day
one." Condition of the tonsillar fossa and reactionary
haemorrhage were compared in Dexamethasone and
Control groups. However, there were no significance
difference in between the groups. Complications from use
of corticosteroids for less than 24 hours, however, are
virtually non-existent, even in the presence of viral or
bacterial infection.’ Short courses of corticosteroids can be
stopped abruptly and do not require a tapering regimen.
Including the present study, no complications related to
steroid use were reported in any of the studies examining
the effect of preoperative steroids in tonsillectomy. ***'

Conclusion

The result comes out in this study is statistically significant
in most of its variables. Pre-operative single dose of
Dexamethasone is simple and easy procedure that can be
practicable by all ENT surgeons. As the Dexamethasone
appears to have positive influence on postoperative pain,
provided good and prolonged analgesia. Side by side,
reduce the requirement of additional analgesic and reduce
the chance of analgesic induced side effect. Dexamethasone
also reduces the incidence of post-operative fever, nausea
and vomiting. As Dexamethasone reduces pain, fever,
nausea and vomiting in post-tonsillectomy patient, it will
help in earlier and better quality of oral intake. In
conclusion, a single I'V dose of 0.15 mg/kg Dexamethasone,
given just before the starting surgery, provided good and
prolonged analgesia, reduced fever, nausea and vomiting.
Then enhance the earlier and better quality of oral intake
without side effects.
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Injury Pattern of Victims in Fatal Motor Bike Accident

Ruhel MA', Islam T', Kabir M, Urmi NS’ Choudhury MUA’

Abstract

Background: Road traffic accidents (RTA) are a major health problem worldwide, responsible for significant morbidity and
mortality. The increase in the number of motorcycles circulating over the years is a consequence of the low cost, ease of
locomotion and fuel efficiency of this vehicle.

Objective: To find out the injury pattern of victims in fatal motor bike accident in addition to socio-demographic
characteristics of victims.

Methods and Materials: The cross-sectional study was conducted Sylhet M. A. G. Osmani Medical College Hopital, in
Sylhet. Data were collected from the emergency unit and hospital ward registers. Information from the different unit & ward
registers was entered into a standardized questionnaire. Data were collected by the study principal investigator, during study
period from January 2021 to June 2021.

Results: More than two third (68.0%) victims belonged to age group 21-40 years. Male was found 49(98.0%) and 40(80.0%)
were employer. Half (50.0%) of the victims were driver followed by 16(32.0%) were passenger and 9(18.0%) were pedestrian.
Every victim has been injured in different parts of the body at the same time. Out of 50 patients, head injuries accounted for 49
(98 percent), thorax (chest) injuries for 44 (88%), abdominal injuries for 100%, and limb injuries for 27 (54%). Majority
47(94.0%) victims were alive and 3(6.0%) were death. In died patients, 1(33.3%) had severe haecmorrhage and 2(66.7%) had
craniocerebral injury.

Conclusion: Male was predominating, half of the victims were driver, and more common type of injury was Head, Thorax
(chest), Abdomen and Limbs. Mortality rate was found 6% and most of them were craniocerebral injury.

Keywords: Road Traffic Accidents, hemorrhage, cranio-cerebral injury.

Introduction eighth for all age groups.'

Road traffic accidents (RTA) are a major health problem The World Health Organization estimates that RTA will
worldvy1dg, respoqmble for significant morbidity and become the third leading cause of disability in the world by
mortality. © According to the recent Global Status Report 2030.° Therefore, the Sustainable Development Goal
on Road Safety (2018), RTA are the current leading cause (SDG) target 3.6 has called for initiatives to halve the
of death for children and young adults (5-29 years) and the number of global deaths and injuries from RTA by 202 0°
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drugs, inexperience of riders and poor driver training,
conspicuity of the motorcycle and rider, issues of licensure
and ownership, riding speed, and risk taking behaviour of
riders have been identified as contributory factors to the
increased risk of fatal motorcycle crashes.”

Motorcycle accidents are a major cause of RTIs and deaths.
Almost half of individuals killed in road traffic accidents
(RTAs) are motorcycle users.” The problem is more
pronounced in developing countries owing to many factors
such as rapid motorization, using motorcycles for
commercial transport, and failure of motorcyclists to wear
protective helmets; the burden of motorcycle accidents is
aggravated by the habit of reckless driving with tendency
to over speed by some motorcycle riders, as well as a
significant number of drivers lacking proper certification
and valid licensing. Poor traffic regulations and law
enforcement and the abuse of recreational drugs and
alcohol are also major contributing factors to motorcycle
accidents."™" The present study aimed to measure the
magnitude of motor bike accident in the Bangladesh
community and to determine the common patterns of major
injuries after these accidents in patients attending the
Sylhet M.A.G Osmani Medical College Hospital. The
study also suggested possible counter measures and
solutions to reduce the incidence and mortality of these
accidents.

Materials & Methods

The cross-sectional study was conducted Sylhet M. A. G.
Osmani Medical College Hospital, Sylhet. Data were
collected from the emergency unit and hospital ward
registers. Information from the different registers was
entered into a standardized questionnaire. Data were
collected by the study principal investigator, during study
period from January 2021 to June 2021. Finally the size of
the sample was 50 in number for investigation and selected
purposively. Socio-demographic characteristics captured
included age group, sex, occupation, and type of road user
(pedestrian, car passenger, car driver, or motorcyclist
(drivers) and motorcycle passengers). Clinical
characteristics captured from medical record included type
of injury (not injured, traumatic brain injury, wound,
fracture, and two or more injuries), Glasgow Coma Score
(classified as normal 15, mild coma 14-10, heavy coma,
9-7, or deep coma (6-3), and death (yes or no). Type of
RTA was designated as involving a motorcycle or others
(vehicle or bicycle). All deaths due to motorcycle
accidents, being coroner's cases are usually accompanied
by a duly signed order from a Coroner, requesting for an
autopsy to be performed on the body. The coroner's papers
contain information such as the name of the deceased (if
known), sex, age, and residential address, place where the
body was found and a report of the accident as documented
in the extract from the police diary. The records of all
deaths resulting from motorcycle accidents were extracted
from the autopsy registers; further information was
recovered from autopsy reports, hospital case notes, where

applicable, extract from police diary. The data retrieved
were analysed using the IBM Statistical Package for Social
Sciences (SPSS) version 23, and the results were presented
in percentages, tables, pie charts and bar chart.

Results

Table 1: Socio-demographic characteristics of the victims
(n=50)

Variable Frequency Percentage
Age (years)

<20 5 10.0
21-40 34 68.0
>40 11 22.0
Gender

Male 49 98.0
Female 1 2.0
Occupational status

Student 4 8.0
Employer 40 80.0
Unemployed 6 12.0

Table 1 shows majority victims (68.0%) were in
age group 21-40 years, male (98.0%) and
employer (80.0%).

Motorcycle accident victims

Pedestrains
18%
Driver
50%

Passengers

32%

Figure 1: Pie diagram showing distribution of
victims by types (n=50)
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Table 2: Type of injury of the victims

Variable Frequency Percentage
Head

Abrasion/laceration 15 30.0
Skull fracture (vault) 9 18.0
Skull fracture (base) 7 14.0
Intracranial haemorrhage 10 20.0
Brain injuries (contusion and 8 16.0
laceration)

Thorax (chest)

Abrasion/laceration 15 30.0
Lung laceration 10 20.0
Heart laceration 3 6.0
Vascular (aorta and jugular) 1 2.0
Rib fracture 15 30.0
Abdomen

Abrasion/laceration 19 38.0
Liver laceration 13 26.0
Splenic laceration 10 20.0
Kidney laceration 3 6.0
Bowel perforation 5 10.0
Limbs

Facture pelvic 10 20.0
Facture femur 7 14.0
Facture radius 5 10.0
Facture tibia 4 8.0
Facture ankle joint 1 2.0

Every victim has been injured in different parts of the body
atthe same time. Out of 50 patients, head injuries accounted
for 49 (98 percent), thorax (chest) injuries for 44 (88
percent), abdominal injuries for 100 percent, and limb
injuries for 27 (54 percent). The most prevalent type of
injury encountered in the head was a skull fracture (32.0
percent), which included vault (18.0 percent) and base of
the skull fractures (14.0 percent). Abrasions and lacerations
were discovered in 15 (30.0%) of the thorax and 19 (38.0%)
of the abdomen. In limbs, ten (20.0 percent) were
discovered to have pelvic fractures.

Table 3: Outcome the victims (n=50)

Variable Frequency Percentage
Death 3 6.0
Alive 47 94.0

Table 3 shows that majority 47(94.0%) victims were alive
and 3(6.0%) were death.

Table 4: Cause of death the victims (n=3)

Variable Frequency Percentage
Severe haemorrhage 1 333
Craniocerebral injury 2 66.7

In died patients, 1(33.3%) had severe haemorrhage and 2
(66.7%) had craniocerebral injury.

Discussion

In this study showed that more than two third (68.0%)
victims belonged to age group 21-40 years. Male was found
49(98.0%) and 40(80.0%) were employer. Faduyile et al.”
reported the peak age of victims was 31-40 years
(29.6%).There were 122 (86%) males and 20 (14%)
females with Male: Female ratio of 6:1. An overwhelming
male preponderance of between 87.9% and 90.8% were
reported in studies in other parts of the world.""" Delamou
et al.” also compared to victims of other RTA, victims of
motorcycle RTA were more likely to be male (73.5% vs.
63.6%) and youth (53.4% vs. 41.3% children or youth;
median age 23 years (IQR 17-33). Occupational
distribution differed significantly by the RTA type: the
commonest occupational groups involved in motorcycle
RTA were students (29.7%), employees (23.6%), and
farmers/housewives (23.3%), while employees (24.9%)
and farmers/housewives (22.2%) represented the most
affected group for other types of RTA. Fouda et al.”
reported there were 181 (90.5%) males with a mean age of
30.7+10.5 years (range, 7-65years). Sharma et al.
"observed young adults of the age-group 21-25 years
constituted the majority of the victims, 48 (36%) and the 16-
30 year age group accounted for 98 (73%) motorized two
wheeler deaths. The overall male: female ratio was 1.6:1.

In this study showed that half (50.0%) of the victims were
driver followed by 16(32.0%) were passenger and
9(18.0%) were pedestrian. Faduyile et al.” reported
majority of the victims 67 (47.2%) were Motorcycle riders,
followed by pillion passengers who accounted for 48
(33.8%), while the remaining 27 (19.0%) of the victims
were pedestrians. Delamou et al.” regarding the type of
road users, motorcyclists were predominant (50.7%)
among motorcycle RTA victims, whereas car passengers
represented the majority (89.3%) of victims of other types
of RTA.

In current study showed that every victim has been injured
in different parts of the body at the same time. Out of 50
patients, head injuries accounted for 49 (98 percent),
thorax (chest) injuries for 44 (88 percent), abdominal
injuries for 100 percent, and limb injuries for 27 (54
percent). The most prevalent type of injury encountered in
the head was a skull fracture (32.0 percent), which included
vault (18.0 percent) and base of the skull fractures (14.0
percent). Abrasions and lacerations were discovered in 15
(30.0%) of the thorax and 19 (38.0%) of the abdomen. In
limbs, ten (20.0 percent) were discovered to have pelvic
fractures. Faduyile et al.” reported analysis of head injuries
shows that skull fracture was the commonest form of injury
seen (32.7%), which comprises fracture of the vault
(19.5%) and fracture of the base of the skull (13.2%). This
was followed by abrasions and lacerations to the scalp and
face, which accounted for 30.5%. This finding is similar to
that of Nwadiaro et al."” who reported that head injury
constituted 40.1% of the injuries in a clinical-based study
in Jos." Studies in Ghana by Kudebong et al."” and Uganda
by Kigera and Naddumba also showed that head injury was
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the commonest type of injury, accounting for 32.2% and
20.0% respectively.”” The smaller figure reported in
Ghana and Uganda when compared to this study may be
due to a higher level of helmet use in those countries.
Heydari et al. in a study in the Fars province in Iran
observed that the head was the most frequently injured site
(87.8%).” They opined that helmet use among motorcycle
occupants was very low in that area and that may readily
explain this high level of head injury seen in that study.
Delamou et al.” the number of victims of motorcycle RTA
who sustained two or more injuries was about four times
higher than that of other RTA (5,091 vs. 1,461). Fouda et
al." The most common pattern of injury in polytraumatized
patients was combined head and orthopedic injuries in
30.4% of patients. Isolated head injuries were observed in
34 (56%), patients and combined head injuries (skull
fracture with one or more types of hemorrhage) were seen
in 27 (44.3%) patients.

Current study showed abrasions and lacerations was found
15(30.0%) in thorax. Faduyile et al. reported the most
common thoracic injury in this study was rib fracture
(46.7%). This is close to 40.3% reported by Sharma in
Northern India ", and 45.9% reported by Kraus et al. in the
US.”Fouda et al.”’ also observed 18(9%) patients had
variable chest injuries, combined chest injuries were the
most common pattern occurring in a third; 12 (67%)
patients with chest injuries were managed conservatively
and three of them died, whereas six (33%) patients required
insertion of intercostal tube and only one of them died.
There was no significant relationship between final
outcome and the different types of chest injuries.

In this study abrasions and lacerations was found
19(38.0%) in abdomen. Faduyile et al. “reported the
pattern of abdominal injuries in this study showed that
lacerations to the liver were the most frequent visceral
injury (16.7%), followed by injuries to the spleen and
kidney which accounted for 13.6% and 7.6% respectively.
Bowel perforation constituted only 10.6%. This general
pattern is similar to the observation by Sharma in India,
who reported the following pattern of abdominal injuries;
liver laceration (27.6%), splenic laceration (20.1%),
kidney rupture (10.4%) and intestinal perforation (4.5%)."
Similarly, Kraus et al. in the U.S reported that liver
laceration was the commonest type of intra-abdominal
injury in a fatal motorcycle accident, representing 31.8%.”
Fouda et al."’ reported Internal hemorrhage was diagnosed
in 17 (9.5%) patients by FAST; 11 (65%) of these patients
were admitted to the ward, and four patients to ICU.

In present study showed 10 (20.0%) was found facture
pelvic in limbs. This is very similar to the finding by
Heydari et al. which was 9.8%.” This study showed that
fracture of the humerus accounted for 8.3%, a figure very
close to 9.7% reported by Sharma et al. in India. " Lower
extremity injuries accounted for 18.2% of the injuries seen
in this study, comparable with 14.8% reported by
Heydariet al.”' On the other hand, Solagberu et al. reported
that lower extremity was the most frequently injured part of

the body in motorcycle accidents, representing 70.5%.”

In this study showed that majority 47(94.0%) victims were
alive and 3(6.0%) were death. Sharman et al. in India
opined that motorcycle accident deaths among females
were mainly due to the act that nearly all female pillion
riders sit sideways with both legs to the left of the vehicle
because the common mode of dress, the sari, prevents them
from sitting astride and they do not wear
helmets."Delamou et al.” reported overall, 4.4% of RTA
victims died; mortality was 1.1%amongst motorcycle RTA
victims compared with 3.3%amongst other RTA victims (P
< 0.001).Fouda et al."® reported 82.5% of the studied
patients were admitted to the ward and 13% required ICU
admission, with an overall mortality rate 0f4.5%.

In died patients, 1(33.3%) had severe haemorrhage and
2(66.7%) had craniocerebral injury. Faduyileet al."”
reported majority of the victims, 72 (50.7%) died of
Craniocerebral injuries. This is consistent with the findings
in some studies from within Nigeria and from other parts of
the world with frequency ranging from 33.3% to 87.8%.*"*
Nzegwu et al.” in Benin City observed that none of the
dead victims in their study wore a crash helmet at the time
of'the accident.

Conclusion

Male was predominating, half of the victims were driver,
and more common type of injury was Head, Thorax (chest),
Abdomen and Limbs. The fact that majority of victims die
of head injuries also signals the need for more research
efforts geared towards head protection for motorcycle
riders and passengers. Mortality rate was found 6% and
most of them were craniocerebral injury.
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Diagnosis of Ventilator-Associated Pneumonia in RMCH
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Abstract

Background: The diagnosis and treatment of pneumonia in patients who are receiving mechanical ventilation remain a
difficult challenge.

Objective: To investigate the utility of soluble triggering receptor expressed on myeloid cellsl(s TREM-1) levels in
Endotracheal aspirate (ETA) samples as early biomarkers for the diagnosis of VAP compared with quantitative culture result of
ETA.

Methods: A total of eighty patients with clinically suspected VAP cases were included in this study and were selected
purposely. ETA was collected and level Wes TREM-1are measured. On the other hand, VAP was diagnosed by the quantitative
culture of ETA.

Results: The concentration of s TREM-1 in ETA did not discriminate VAP positive from VAP negative patients when
compared to quantitative cultures of ETA as the gold standard. A cut-off value of 68.72pg/ml for human s TREM1 in ETA
resulted in a sensitivity of 60.81% and specificity of 62.5%.

Conclusion: It may be concluded that the proposed ELISA kit cannot be used as a rapid diagnostic test for the immediate

diagnosis of VAP.

Keywords: Ventilator-associated pneumonia (VAP), infection, Non-culture Test

Introduction

Ventilator-associated pneumonia (VAP) is the most
common nosocomial infection in the ICU and contributes
disproportionately to both poor outcomes and the high cost
of care in critically ill patients.'

Ventilator-associated pneumonia (VAP) is defined as
pneumonia that arises more than forty-eight hours after
initiation of mechanical ventilation by tracheostomy or
endotracheal intubation. It has emerged as an important
challenge in ICU as it contributes to approximately half of
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all cases of hospital-acquired pneumonia.”

VAP is estimated to occur in 9-27% of all mechanically
ventilated patients with the highest risk being early in the
course of hospitalization and mortality rates in patients
with VAP range from 20-50% and may reach more than
70% when the infection is caused by multidrug-resistant
and invasive pathogens **

VAP is clinically suspected usually on the basis of the
presence of fever or hypothermia, leukocytosis or
leucopenia, purulent tracheal secretion and the presence of
a new or persistent radiographic infiltrate. But these
clinical parameters individually have limited diagnostic
value. In several studies, the clinical pulmonary infection
score (CPIS) was used as a diagnostic tool for pneumonia
and calculated on the basis of points assigned for 6 clinical
criteria including body temperatures, leukocyte count,
volume and appearance of endotracheal aspirate,
oxygenation chest X-ray, and culture and Gram staining of
endotracheal aspirate.”” Pugin ef al., found that a CPIS of
>6 was associated with a high likelihood of pneumonia
with 93% sensitivity and 100% specificity.’ To establish an
infection, clinical parameters should coexist with the
culture of lower respiratory tract secretion. *

Culture of the lower respiratory tract secretions obtained
by bronchoscopically such as bronchoalveolar lavage
(BAL) or protected specimen brush(PSB) are essential for
deciding the antibiotic susceptibility of the etiological
agent.” But bronchoscopy is an invasive procedure which
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cannot be performed in all patients suspected to have VAP.
Bronchoscopy maylead to cardiac arrhythmias, hypoxemia
or bronchospasm. So it is usually performed only in the
later stages of VAP.” But any delay in the administration of
appropriate antibiotic therapy is associated with higher
morbidity and mortality. So there is a need for a non-
invasive technique which can be performed in patients
suspected to have VAP."

Endotracheal suction is performed in ventilated patients as
part of routine care and for tracheal toileting. Endotracheal
aspiration does not require any special expert or instrument
for its collection. It is easy to collect and less time-
consuming and less." Examination of endotracheal
aspirate by gram staining allows rapid insight into the
number and types of bacteria as well as the number of
polymorphonuclear neutrophils that are suggestive of
inflammation and infection. The presence of bacteria on
Gram-stained smear correlates with the culture of
approximate 10"’bacteria per ml of aspirate.

Diagnosis of VAP is both contentious and frustrating for the
intensivist. Early detection of VAP and its causative micro-
organisms is a key challenge for clinicians whose aim is to
establish a rapid and adapted antibiotic therapy.
Identification of the causative microorganism relies on
quantitative or semi-quantitative cultures of BAL or ETA
with microbiological data provided 24-48hoursafter the
sampling. This study will evaluate the effectiveness of
using soluble triggering receptor expressed on myeloid
cells (s TREM)-1, expressed in response to bacterial
infection, as a tool for the rapid diagnosis of VAP. The
triggering receptor expressed on myeloid cells is a member
of the immunoglobulin superfamily. Its expression on
phagocytes is upregulated by exposure to bacteria. A
soluble form of TREM-1(s TREM-1) is proposed as a new
biomarker that had been tested for acute infections with
different diagnostic and prognostic value. S TREM-1 can
be found in different body fluids, such as serum, broncho-
alveolar lavage fluid (BALF), endotracheal aspirate (ETA),
and exhaled breath condensate (EBC) where it can be
assayed by ELISA using commercial immunoassay Kits.
Some clinical studies have proved that s TREM-1did has
the ability to identify patients with sepsis while others
come to an opposite conclusion.

The real effect of s TREM-1 on the diagnosis of VAP is still
unknown and has not been well evaluated yet.

With the above view this study will measure s TREM-1
levels in different body fluid samples from patients who are
clinically suspected for VAP and at the same time
microbiological test of the sample for diagnosis of VAP and
correlation between them will be done

Materials and Methods

This is a cross-sectional type of analytical study. The study
was conducted from January to December; 2018.
Clinically suspected VAP patients admitted in the Intensive
Care Unit Department of Rajshahi Medical College
Hospital were selected purposively as cases in this study.
Moreover, endotracheal aspirate was collected from
patients under mechanical ventilation by endotracheal tube
or tracheostomy tube for more than 48 hours and was also
purposive in nature. Exclusion criteria were patient's
attendant who refused to give consent and patient without
infection. After all aseptic precaution, a narrow soft sterile
disposable suction catheter was introduced through the
endotracheal tube or tracheostomy tube. A 10 cc disposable
syringe was used for aspiration and 3 to Sml aspirate was
collected and then injected into a sterile test tube. The tube
was then brought to the laboratory for further processing.
Rapid diagnosis of clinically suspected VAP cases was
done by measuring the s TREM-1 level in body fluid
(tracheal aspirate) which it can be assayed by ELISA using
commercial immunoassay Kits.

Results

Atotal of 80 patients' endotracheal aspirates were collected
from clinically suspected VAP (Ventilator-associated
pneumonia) cases according to CPIS (Clinical Pulmonary
Infection Score) system and were tested for isolation.
Endotracheal aspirates were also tested for ELISA.

Table 1: Culture positivity of collected samples. n=80

Culture Single isolated | Multiple isolated| Total (%)

positivity cases (%) cases (%)
Culture positive | 72 (90%) 3 (3.75%) 75 (93.75%)
Culture negative - - 5 (6.25%)
Total 80 (100%)

Table 1 shows culture positivity of collected samples.
Among 80 cases 75 (93.75%) cases were culture positive
and 5 (6.25%) cases were culture negative.Single and
multiple isolated cases were 72 (90%) and 3 (3.75%)
respectively among the culture positive cases.

Clinically suspected 80 VAP patient's endotracheal
aspirates were tested for ELISA. For negative control
another 5 patient's (non-VAP case) endotracheal aspirates
were also tested for ELISA.

Figurel shows that, the concentration of human s TREM-1
in VAP cases and non-VAP cases did not show any
significant difference. The average concentration of human
s TREM-1in non-VAP cases were 68.72 pg/ml (OD-0.105).
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Figure- 1: Distribution of human s TREM-1 level in VAP cases.

Table 2: Distribution of concentration of human s TREM-1
in VAP cases comparing with non-VAP cases.

Attributes| Above Average Below Total
68.72pg/ml | 68.72pg/m1| 68.72pg/ml

VAP case | 45(60%) | (1.33%) |29 (38.67%)|75 (100%)

Non-VAP - 5 - 5 (100%)

case

A cut off value of 68.72 pg/ml for human s TREM-1 in ETA
resulted in sensitivity of 60.81% and specificity of 62.5%.

Discussion

Ventilator associated pneumonia remains a major
contributor to hospital-acquired infection in Asia. Early
accurate diagnosis is fundamental in the management of
patients with VAP.' Delayed diagnosis and subsequent
delay in initiating appropriate therapy may be associated
with worse outcomes in patients with VAP, on the other
hand an incorrect diagnosis may lead to unnecessary
treatment and subsequent complication related to therapy."

In the present study soluble triggering receptor was
measured which expressed on myeloid cell-1 in
endotracheal aspirate by ELISA kit which is commercially
available to see the diagnostic performance of s TREM-1.

n=75

It is evaluated that the concentration of s TREM-1 in
Endotracheal aspirate (ETA) could not effectively
categorize patients as VAP positive or VAP negative when
using ETA culture samples as the comparison. This study
found lower sensitivity 60.81% and specificity 62.5% and
findings are consistent with some recent studies; a study
Wang et al., 2017 in china showed moderate sensitivity
85.5% and lower specificity 28.8%, * Palazzo et al., 2012 in
Washington also showed low sensitivity and specificity of s
TREM-1 in ETA for VAP patient.” Dissimilarity was
observed by Gibotet al., 2004 in New England where they
found high sensitivity 98% and specificity 90% but in that
study they measures TREM-1 level in bronchoalveolar-
lavage not ETA. Moreover that it could not differentiate
between communitie acquired pneumonia from VAP."

One of the goal of this study was to evaluate a rapid non-
culture test that will be able to diagnose VAP effectively
and will help the clinicians to start the treatment as early as
possible so that ultimate reduction of the mortality rate of
VAP patients can be obtained. It is decided that the
proposed kit that measured the s TREM-1 in ETA needed a
large scale evaluation to practice it as a rapid diagnostic
procedure. Additionally, it would not be able to
differentiate the micro-organism. It's expression on
phagocytes is up regulated by exposure to any bacteria. As
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a result, the microbiological diagnosis (culture) to know
the exact causative organism and their drug sensitivity
pattern to start accurate treatment of the VAP patient.

Conclusion

Ventilator associated pneumonia (VAP) is a significant
cause of morbidity and mortality in critically unwell
patients. In ELISA test, among five culture negative cases
average concentration of human s TREM-1 was 68.72
pg/ml. But among 75 culture positive cases 45 cases
showed higher concentration of human s TREM-1 in ETA
(>68.72 pg/ml) and 29 cases showed lower concentration
ofhuman s TREM-1 (<68.72 pg/ml). The optimum cut-off
value for s TREM-1 in ETA was 68.72 pg/ml, yielding
sensitivity and specificity of 60.81% and 62.5%. Finally it
may be concluded that the proposed ELISA kit need further
evaluation to use it as a rapid diagnostic test for VAP.
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Comparison between Two Methods of Preoperative Hair Removal
with Surgical Site Infection
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Abstract

Background: Surgical site infections (SSI) are one of the major complications that develop in surgical patients and are the most
common nosocomial infection in patients undergoing surgery, carrying significant morbidity and mortality rates. Several
measures are taken to reduce surgical site infection. Removal of hair is also important for a surgery that helps the surgeon in
operation and also after postoperative period during bandaging. Several methods of hair removal are present as razor shaving,
depilatory method, clipping etc. Razor shaving is the most popular method of hair removal from operative site of preoperative
patients in developing country like Bangladesh that can cause preoperative skin abrasion that may be source of skin infection
and can induce surgical site infection.

Objective: To determine whether preoperative razor shaving or depilatory method of hair removal is preferred to reduce
postoperative wound infection. In addition the study also considered variables under comparisons were age, sex, BMI & Hb%,
condition of wound, type of operation, length of incision, duration of operation, pre-operative hospital stay as well as status of
wound healing.

Method: This crosssectional comparative study was conducted on 100 patients of which in case of 50 patients' preoperative hair
removal were done from operation site by razor shaving and in 50 patients' preoperative hair removal were done from operation
site by depilatory method. Outcome variable was wound infection.

Results: Wound infection was compared of both groups of patients. Total 19% wound infections were detected. Among the
group-I (who had razor shaving), 41 (82%) patients had satisfactory healing and among the Group-II (who had hair removal by
depilatory method), 40 (80%) patients had satisfactory healing. There is no statistically significant difference of wound
infection between the two groups of patients.

Conclusion: There is the same outcome of surgical site infection in case of preoperative hair removal by razor shaving and
preoperative hair removal by depilatory method.

Keywords: Razor shaving, depilatory method, wound infection.
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Postoperative wound infection may lead to significant
morbidity, patient discomfort and increased cost of surgical
care'. In the United Kingdom, it is estimated that
postoperative wound infections cost the National Health
Scheme about one billion pounds annually”. As part of the
antiseptic steps taken to reduce postoperative wound
infection, different methods of hair removal are employed
when preparing patients for operations and many of these
have been previously evaluated ™ The most popular methods
are the use of razor blade, clippers, and depilatory creams’.
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advocate the practice of preoperative hair removal do so in
the belief that presence of hairs can interfere with skin
incisions and the subsequent closure as well as the
application of adhesive drapes and wound dressings'’. In
Bangladesh, in many tertiary institutions, routine
preoperative shaving to remove hair from the operative site
and its surroundings, particularly when access would be
through a hair-bearing area of the body, has been the
practice. Patients for elective operations are usually shaved
with a razor blade by nursing staff in the hospital on the
morning of surgery. As razor shaving cause skin abrasion
and greater risk of wound infection, this study is conducted
to evaluate the relationship of preoperative razor shaving
or depilatory method hair removal with postoperative
wound infection. Outcome variable is wound infection.

Materials and Methods

This comparative cross-sectional study was conducted
among 100 conveniently selected patients who have
undergone elective operation in the Department of Surgery
of Prime Medical College Hospital from 1" January 2017 to
31" December 2017. A sample of 50 in each study group (a
total of 100 patients) was collected by considering 5%
significance level, 9% precision level and considering the
incidence of 10% wound infection in clean-contaminated
opeeration'".

Among the total respondents, preoperative hair removal
were done from operation site by razor shaving in 50
patients who were renamed as Group-I and in Group-II,
other 50 patients' preoperative hair removal were done
from operation site by depilatory method.

Patient selection and preparation:

Patients of elective operations who fulfilled inclusion and
exclusion criteria were given an arbitrary number. Each
odd number of patient was included as group-I and even
number of patient was included as group-II. All the patients
were assessed before operation by history taking, physical
examination and necessary investigations. Hb%, RBS,
serum urea and creatinine were estimated of each patient to
exclude anaemia, diabetes mellitus, uraemia respectively.
Patients BMI were measured by measuring height and
weight of the patient and calculating BMI.

Patients were searched for any focal source of sepsis. They
have been informed about the purpose of data collection
and written consent has been taken. They were asked to
take a preoperative showering before the day of operation.
In case of Group-I patients, shaving of the patient was done
on the morning in the day of operation. In case of Group-II
patients, hair removal from the operative site of the patient
is done by depilatory method.Before operation hand
scrubbing of the surgeon is done with aqua based povidone
iodine. In all cases surgeon scrubbed his hand for 3
minutes. Skin preparation, draping and other aseptic
procedures during operations were performed in both
groups as standard method.

In all cases diathermy were used for haemostasis and
drainage tube were inserted (if necessary) through a
separate stab wound. If any discharge from the wound was
present, it was collected and was sent for bacteriological
examination and antibiotics were changed according to
culture and sensitivity report. Adequate postoperative
analgesia was ensured and patients were encouraged for
early mobilization. Patients were followed up on 3" to 7"
postoperative day and regularly examined for surgical site
infection on the basis of ASEPSIS score'’. The potential for
infection depends on a number of patient variables such as
the state of hydration, nutrition and existing medical
conditions as well as extrinsic factors, for example related
to pre-, intra-, and postoperative care if the patient has
undergone surgery. This often makes it difficult to predict
which wounds will become infected. Consequently the
prevention of wound infection should be a primary
management objective for all healthcare practitioners. "

Results
Table 1: Distribution of both groups of patients by age

Group- I (n=50) Group- II (n=50)

Age in

years |Frequency| Mean (+SD) |Frequency | Mean (+SD)
17-30 18 21.3 (£10.1) 8 22.1 (£9.42)
31-40 16 36.4 (+£6.22) 16 37.21 (+7.11)
41-50 14 43.5 (£8.41) 15 45.71 (£3.47)
51-50 2 52.1(£3.21) 11 54.21 (+4.25)
Total 50 35.56 (£10.88) 50 40.44(+10.66

The mean(£SD) age of group-I and group-II was
35.56(10.88) and 40.44(+10.66) respectively.

Male ™ Female

Male ™ Female

L)
44% 56%

—’

Group-II

Group-II

Figure 1: Pie diagram showing distribution of both group
of patients by sex

Figure 1 shows that in the group-I, there were 28 (56%)
male patients and 22 (44%) female patients. In the group-
II, there were 26 (52%) male patients and 24 (50%) female.

Table 2: Distribution of both groups of patients by BMI
and hemoglobin level

Parameters | Group- I (n=50) | Group- II (n=50) | p value
Mean (£SD) Mean (£SD)

BMI (kg/m?)| 19.72 (+1.73) 19.67 (x1.06) | >0.05[t

=0.2043,

Hb% (g/dl) 11.9 (+1.8) 12.1 (x1.5) >0.05 [t

=0.0785
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Table-2 shows that the mean BMI of group-I patients was
19.72 (£1.73) and group-II was 19.67(+1.06). The
difference of mean BMI of group-I and group-II patients
was not statistically significant. The mean haemoglobin
level of group-I patients was 11.9(%1.8) and group-II
patients was 12.1(x1.5). The difference of mean
haemoglobin level of group-I and group-II was not
statistically significant

Table 3: Distribution of both groups of patients by

incision, 14 had 9-10cm, 12 had 11-12cm, 6 had 13-14cm
and 3 had 15-16cm. Among the group- II; 16 patients had 7-
8cm incision, 16 had 9-10cm, 12 had 11-12cm, 4 had 13-
14cm and 2 had 15-16cm. No significant difference is found
between the lengths of incision of both groups of patients.

Table 6: Distribution of both groups by duration of operation

condition of wound

Duration of operations | Group-1 | Group- Il p
(in minutes)

41-50 21 18

51-60 6 9

61-70 14 14 =03
71-80 4

81-90 6

Condition of wound Group-1 | Group-II | Total
Satisfactory healing 41 (82%) | 40 (80%) | 81 (81%)
Disturbance of healing 4 (8%) 5 (10%)

Minor wound infection 3 (6%) 2 (4%) |19 (19%)
Moderate wound infection | 2 (4%) 3 (6%)

Severe wound infection 0 (0%) 0 (0%)

Table 3 shows that after categorization of wound infection;
out of 100 patients, 81 patients had found satisfactory
healing and 19 patients had found from disturbance of
healing to severe wound infection.

Table 4: Distribution of both groups of patients according
to the operation

Table 6 shows that among the group-I; 21 patients had
duration of operation 41-50 minutes, 6 had 51-60 minutes,
14 had 61-70 minutes, 3 had 71-80 minutes and 6 had 81-90
minutes. Among the group-II; 18 patients had duration of
operation 41-50 minutes, 9 had 51-60 minutes, 14 had 61-
70 minutes, 4 had 71-80 minutes and 5 had 81-90 minutes.
No statistical difference is found between the duration of
operation of both groups of patients.

Table 7: Distribution of both groups of patients by

Operation Group-1 | Group-1II p
Cholecystectomy 23 21

Gastro jejunostomy 16 18
Choledecho lithotomy 4 4 =05
Resection & anastomosis 3

Interval appendisectomy 5 4

Table 4 shows that in the group- I, 23 patients had
cholecystectomy, 16 had gastrojejunostomy, 4 had
choledecholithotomy, 2 had resection and anastomosis of
small gut and 5 had interval appendisectomy. In the group-
II; 21 patients had cholecystectomy, 18 had
gastrojejunostomy, 4 had choledecholithotomy, 3 had
resection and anastomosis of small gut and 4 had interval
appendecectomy. There is no statistically significant
difference in between 2 groups of patients.

Table S: Distribution of both groups of patients by length
ofincision of operation

Length of incision (¢cm) | Group-1 | Group- 11 P
7-8 15 16

9-10 14 16

11-12 12 12 =05
13-14 6

15-16 3

Table 5 shows that among the group- [; 15 patients had 7-8cm

preoperative hospital stay

Preoperative hospital Group- I Group- II p
stay (days)

6-10 4 (8%) 4 (8%)

11-15 16 (32%) 12 (24%)

16-20 12 (24%) 14 (28%) =03
21-25 12 (24%) 14 (28%)

26-30 4 (8%) 4 (8%)

31-35 2 (4%) 2 (8%)

Table 7 shows that Among the group-I; 4 patients had
preoperative hospital stay 6-10 days, 16 had 11-15 days, 12
had 16-20 days, 12 had 21-25 days, 4 had 26-30 days and 2
had 31-35 days. Among the group-II; 4 patients had
preoperative hospital stay 6-10 days, 12 had 11-15 days, 14
had 21-25 days, 4 had 26-30 days and 2 had 31-35 days.
There is no statistically significant difference between the
hospital stay of both groups of patients.

Table 8: Distribution of both group patients by status of
wound healing

Status of wound healing | Group-1 | Group-II p
Satisfactory healing 41 40
Disturbance of healing 4 =05
Minor wound infection 3 2

Moderate wound infection 2
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Table-8 shows that in the group-I, 41 patients had
satisfactory wound healing, 4 had disturbance of healing, 3
had minor wound infection and 2 had moderate wound
infection. In the group-II, 40 patients had satisfactory
wound healing, 5 had disturbance of healing, 2 had minor
wound healing and 3 had moderate wound infection. There
is no significant difference of wound infection between the
two groups of patients.

Discussion

Preparation of skin prior to operation is also a causative
factor of wound infection. In this study, both study and
control group of patients were distributed according to age
and there was no significant difference of age variation
between the groups. Again, regarding BMI and Hb% no
statistical difference was found between the groups of
patients.

In this study, total infection rate was 19%. It is higher than
the international standard. This may be due to
overcrowding of the hospital. In a study, surgical site
infection rate was 3.03% in clean surgeries and 22.41% in
clean-contaminated surgeries. In a study it has been
observed that the small skin incision, if associated with
prolong operation time, may increase the overall insult in
pediatric cardiac surgery”. So in this study some of the
confounding variables like length of incision, duration of
operation, preoperative hospital stay were compared
between two groups of patients, which showed no
significant difference between the groups. In a study, it was
concluded that duration of operations at least partially
determined by hospital factors and consequently, should be
used as a quality indicator to compare SSI infections
between hospitals, rather than being used as a patient factor
to adjust comparisons between hospitals'.

The compared the infection rate of patients who had
preoperative razor shaving and who had hair removal by
depilatory method. In a study of Adewale et al'” showed
that postoperative wound infection is strongly associated
with the presence and degree of skin injuries inflicted
during preoperative hair removal commonly after shaving.
It also shows that depilatory cream is superior to razor
shaving for preoperative hair removal.In our study no
statistical significant difference was found between the
groups who had razor shaving and who had hair removal by
depilatory method.In a study of Dingmei et al”, no
significant differences between shaving, clipping, no hair
removal and depilatory cream were observed in the
frequency of surgical site infections which is similar to our
result. However, Judith er al” showed that there are
probably fewer surgical site infections when hair is not
removed compared with shaving with a razor (moderate-
certainty evidence)

Conclusion

From this study, it may be concluded that there is the same
outcome of surgical site infection of postoperative patients
in case of preoperative razor shaving and preoperative hair

removal by depilatory method from operation site. Again
this study is done in a limited scale. Further study with large
scale sample size may give more conclusive findings.
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Role of Aspirin Anti-platelet Drug in Recurrent Pregnancy Related
to Anti- phospholipid Anti-body Syndrome

Khanam S', Pramanik D’, Akter T', Khan IA’

Abstract

In our day to day practice absence of viable issue due to recurrent history of pregnancy loss is not so uncommon. There are so
many causes that are established as causative factors for recurrent pregnancy loss. We are first ruled out common abnormalities
creating abortion by our available investigation procedure. Among recurrent pregnancy loss great significant cause is
Antiphospholipid syndrome. Antiphospholipid syndrome causes recurrent pregnancy loss at any trimester of pregnancy which
is pathetic for couple. Early diagnosis and preconceptional precaution for prevention of recurrent pregnancy loss is essential to
deliver a healthy baby in a diagnosed case of Antiphospholipid syndrome. Antiplatelet drugs like Aspirin had a great play of
role in reducing recurrent pregnancy loss due to Antiphospholipid syndrome.

Introduction

Recurrent pregnancy loss is a common problem now a day in
our daily practice. Repeated pregnancy loss is a great burden
for a couple as well as their surrounding circumstances. In
our country this situation may breaks down the relationship
between husband and wife and also from social
circumstances. A tragedy arise when a couple has gone
strong desire for a child but it is terminated as loss.
Antiphospholipid Antibody plays like a great culprit in
recurrent pregnancy loss. There are so many causes that are
established as causative factor for recurrent pregnancy loss."
Among them systemic causes includes uncontrolled
Diabetes Mellitus, uncontrolled chronic hypertension,
hypothyroidism and local causes includes uterine polyp,
uterine fibroid cervical incompetency etc.' When there are
no other common investigations failed to identify then cause
of recurrent pregnancy loss is suspicious for
Antiphospholipid Antibody syndrome. Sometimes where
confirm diagnosis of Antiphospholipid syndrome is not
possible due to lack of available investigations procedure we
used empirically Aspirin gives a positive result. However,
recurrent pregnancy loss needs an indication to screen for
Antiphospholipid syndrome.
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Incidence

Apparently among normal pregnancy approximately 10% to
30% terminated to spontaneous abortion. Among them
recurrent pregnancy loss is 25 to 47 ACOG, 2001; (Dawood-
Farqunarson & Queen by 2004). Antiphospholipid
syndrome has a prevalence of 15% in women with 1"
trimester recurrent miscarriage and this, as well as a single
2" trimester miscarriage is one of the clinical component for
diagnosis of the syndrome (Dewhurst's text book, 8" Edition,
Page n0-63).” 15% of future untreated pregnant women with
Antiphospholipid syndrome miscarriage rate 90%.’

Pathophysiology of Antiphospholipid
syndrome

Antiphospholipid syndrome is one example of an
Autoimmune mediated pregnancy loss. In APS twenty auto
antibodies detected against negatively charged
phospholipids binding protein. The spectrum of antibodies
found in women with pregnancy loss encompasses
nonspecific antinuclear antibodies as well as antibodies
against individual cellular components like phospholipids,
histones and double or single stranded DNA.’

Antiphospholipid syndrome (APS) or Antiphospholipid
Antibody Syndrome or Hughes Syndrome is an
autoimmune; hypercoagulable state caused by
Antiphospholipid Antibodies APS provokes blood clot
(Thrombosis) in arteries and veins as well as pregnancy
related complications such as miscarriage, preterm
delivery, severe preeclampsia or still birth.' Its serological
marker is the presence of Antiphospholipid Antibodies in
the blood of these patients. The relation between the
presence of Antibodies against anionic phospholipid and
thromboembolic complications well established over the
last 25 years but the pathophysiology of the syndrome is
largely unclear.
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The primary antigenic determinant is /3, glycoprotein which
has an affinity for negatively charged phospholipids.’ The
Antiphospholipid syndrome encompasses

1) LupusAnticoagulant Antibody (LAG)
2) Anti Cardiolipin Antibody (ACL) or
3) Anti 3, Glycoprotein.’

All antibodies play as culprit role in reproductive function.
Maximum miscarriage occur in 1% trimester after
establishment of fetal cardiac activity. Autoantibody act
differently, possible and probable mechanism consist as
follows.

1" Mechanism: The Antiphospholipid Antibody that are
characteristic of APS are formed against normal plasma
protein that are involved in the coagulation cascades and
disrupt the phospholipid dependent anticoagulation
process leading to a procoagulant state.”

2" Mechanism: Antiphospholipid Antibodies (present in
the serum of patients with APS) are known to induce
platelet activation and the production of procoagulants
such as Von Willebrand factor, thereby encouraging
thrombosis. Antibodies have a direct toxic effect on
trophoblasts tissue impending uteroplacental blood flow.’

3" Mechanism: Interfere prostacyclin plus thromboxane
balance by interfering with prostacyclin production.’

Ultimate mechanism involved pregnancy loss:
Clinical presentation

Vascular Endothelium damage and thrombosis of
uteroplacental vascular endothelium

Leads to placental thrombosis plus infraction and or
vascular insufficiency

Leads to pregnancy failure’

Antiphospholipid Syndrome is an autoimmune multi
system disorder characterized by arterial, venous or small
vesseles thromboembolic events and/or pregnancy
morbidity in the presence of persistent Antiphospholipid
Antibodies (APS). Primary Antiphospholipid syndrome is
used when APS occurs in the absence of any other related
disease and secondary APS is used when APS occurs in the
context of other autoimmune diseases such as, SLE. Inrare
case APS leads to rapid organ failure due to generalized
thrombosis this is termed catastrophic APS (CAPS) and is
associated with a high risk of death in pregnant women
affected by APS.'

APS significantly increase pregnancy loss. It is estimated
that 80% of women with APS experience at least one fetal
loss (ACOG, 2005).” The high loss rate of pregnancy

through recurrent spontaneous abortion. The presence of
Antiphospholipid Antibodies does not produce symptom
until a clot is precipitated. Primary symptom is 1* trimester
pregnancy loss after establishment of fetal cardiac activity."
APS may be suspected when a patient gives a strong family
history has an unproven suspicious personal history or has
repeated spontaneous abortion when other underlying
conditions have been ruled out.

Others common secondary signs/symptoms are
o Superficial thrombophlebitis

e Deep vein thrombosis

Thrombosis (Arterial or Venous)

Pulmonary embolism

Septic pelvic thrombophlebitis.’

Diagnostic criteria for APS is dependable on Clinical and
Laboratory criteria. According to the American College of
Obstetrics & Gynaecologist (ACOG, 2005). APS is defined
by certain laboratory & clinical criteria. On clinical plus on
laboratory criterion must be present to confirm diagnosis.’

Clinical criteria
Vascular thrombosis includes venous and arterial.
Fetal loss variable certainity like:

I. One or more unexplained fetal death beyond 10
weeks gestation.

ii. One or more premature birth before 34 weeks of
gestation.

iii. Three or more unexplained consecutive spontaneous
abortion without hormonal or chromosomal
abnormalities.’

Laboratory criteria:
Includes-
I. Anticardiolipin Antibody (ACL)

ii. LupusAnticoagulant(LA)’

Role of Aspirin (Antiplatelet drug) in
Antiphospholipid syndrome

Variants treatment options for APS including low dose
Aspirin (LDA), Heparin, Prednisolone and Intravenous
Immunoglobulin (IVIG) have been investigated.” A
systemic review showed that Prednisolone and
Intravenous Immunoglobulin (IVIG) do not improve
pregnancy outcomes and are associated with increased risk
of diabettis and premature birth." The same review
concluded that LDA along was not of significant benefit but
a combination of LDA and unfractionated heparin reduced
subsequent pregnancy loss by 54%. Thus LDA and heparin
are the recommended treatment for women with recurrent
miscarriage and APS. In clinical practice low molecular
weight heparins are preferred as they have reduced risk of
thrombocytopenia.
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Only need once daily administration and levels do not need
to be monitored. However, low molecular weight may not
have the same effect in reducing risk of miscarriage in
APS."” Aspirin is an Antiplatelet drug which designated as
Anticoagulation process mediated by Antibody detected in
Antiphospholipid syndrome.

It acts against main culprit mechanism of abortion in APS
like prevention of thrombosis in placental bed and
consequence placental insufficiency and fetal loss. And we
continue the concurrent pregnancy wellbeing by using
Aspirin.

Aspirin (Antiplatelet drug) play role in following
pathways:

1"~ Prevention of thrombosis with low dose of Aspirin (81
mg)." In our country circumstances dose is (75mg) giving
throughout pregnancy and for (6-8) weeks postpartum.

2"- Improvement of placental blood flow by decreasing
thromboxane to prostacyclin ratio with low dose Aspirin. "

Conclusions

Although invention of Antiplatelet drug like Aspirin in
Obstetrics practice have limited use but patients are
beneficial suffering from Recurrent pregnancy loss. We can
prevent the disaster from hazards of antibody mediated
Recurrent pregnancy loss by using low dose Aspirin.
Anticoagulation appears to prevent miscarriage in
pregnant women. In pregnancy low molecular weight
heparin and low dose aspirin are used instead of warfarin
because of warfarin teratogenicity. Women with recurrent
miscarriage are often advised to take aspirin and to start
low molecular weight heparin treatment after missing a
menstrual cycle. Thus aspirin play a great role the patients
having Antiphospholipid Syndrome and as well as history
of Recurrent pregnancy loss. APS is treated by giving
Aspirin to inhibit platelet activation and/or Warfarin as an
Anticoagulant. So, use of Aspirin greatly reduced
Recurrent Pregnancy Loss. ith ill people or their
environment, wearing mask etc.
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Case Report

Management of Disseminated Intravascular Coagulation Following
PPH: A Case Report

Ahmed S', Islam R’

Abstract

Disseminated intravascular coagulation is a life threatening complications of severe post-partum hemorrhage. That is the end
point of a pathologically activated cascade leading to excessive consumption of platelets culminating bleeding. It results from
washing out of all important procoagulants. A case of post-partum hemorrhage following caesarean section is reported. She
was treated by emergency peripartum hysterectomy and aggressive blood and blood component therapy.

Keywords: Disseminated Intravascular Coagulations (DIC), Post-Partum Hemorrhage (PPH), Blood component therapy.

Introduction

Postpartum hemorrhage is a life threating obstretic
emergency that is nightmare for an obstetrician during her
professional life. It complications 3-6% of all deliveries
and accounts for 15-20% of maternal deathin Bangladesh.'
Disseminated intravascular coagulation (DIC) is a
clinicopathological syndrome characterized by the
formation of fibrin clots with concomitant consumption of
platelets and coagulation factors that leads to organ failure
and contributes to a high mortality if left tuntreated.’
Anemia, malnutrition poorly supervised deliveries, delay
in transfer of patient to tertiary care center and lack of
adequate blood and blood components therapy contribute
to the gross outcome. ™

Although post-partum hemorrhage is anticipated in some
high risk cases, it occurs unexpectedly in many others
cases.’ Unpredictability of primary PPH contributes the
main hazard of home deliveries. Shock following severe
hemorrhage and DIC are common life threating
complications of post-partum hemorrhage.” Timely
replacement of blood and blood products in an aggressive
manner can save many young women dying from these
serious but preventable complications of pregnancy and
delivery.®

Case Presentation

30 years old woman with amenorrhea for 37 weeks
presented with occasional lower abdominal pain. She hadD
her first cesarean section 9 years back. She was under
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complete antenatal checkup. Now despite optimal medical
therapy her pain did not reduce. Then her lower segment
caesarean section (LUCS) was done on the next day of her
admission at morning. After the operation she was
reasonably well. Her uterus was contacted; urine output
was good and no excessive per vaginal bleeding.

But after 2:30 hours of operation she developed excessive
per vaginal bleeding. Then she was treated as per as
treatment protocol of primary post-partum hemorrhage.
Ballooncatheter was done. Bleeding was reduced in
amount then after 1 hour again bleeding started, her
peripartum hysterectomy was done at evening for saving
her life. Patient was severely anemic so, combat her loss 3
unit blood was given on that day. She had no history of any
bleeding and thrombosis or anticoagulant history. Before
peripartum hysterectomy patient was receiving, oxytocin,
methylergometrine, maleate, ceftriaxone, misoprostol. An
emergent complete blood count was drawn and a
significant platelet count drop (85000u/L) was noted then
an emergent coagulations studies were taken .There were
significant for an elevated international normalized ration
( INR) of more than 2.70, clotting time 12 min 5 sec , D
dimer 5.677 microgram, APTT 52.1sec . These findings
indicated blood loss, fibrinogen and platelet depletion in
the widespread thrombotic process and breakdown
products of fibrinogen and hemoglobin due to extensive
clotting and red blood cell sludging in thrombotic
capillaries, respectively. To see end organ damage we
performed renal and liver function test here. Creatinine was
1.20 mg/dland S. ALT/ SGPT was 99.98 U/L.

Supportive therapy with blood products (fresh human
blood) to replace lost blood components included 6 units
fresh human blood was given. Over the next 24 hour with
the above interventions. She improved clinically with
stabilization of thehemoglobin and platelet counts. She
was discharged from hospital after one week. During
follow up she remained clinically stable with no evidence
of recurrent haematogical abnormalities, residual end
organ damage.
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Discussion

Disseminated intravascular coagulation (DIC) is a
syndrome characterized by increased turnover of
coagulation factors, platelet destruction, activation of
fibrinolytic system, formation of thrombi in the micro
circulation and uncontrolled thrombin activity. It is a life
threatening complication seen during pregnancy or after
delivery.” The conditions where DIC may occur are
abruptio placenta, thrombocytopenic purpura, jaundice in
pregnancy, HELLP (hemolysis elevated liver enzymes low
platelet count) syndrome. Intrauterine death (IUD) of fetus,
pre eclamsia, eclamsia, septicemia, hypovolemic shock,
amniotic fluid embolism, vesicular mole etc.

These conditions trigger delicate hemostatic
mehanismeither by endothelial injury or by release of
thromboplastin and phospholipids. Because of a
hypercoagulable state in pregnancy, prevalence of any
provocative factor can easily unset the normal balance,
culminating in disseminated intravascular coagulopathy.
Following severe post-partum hemorrhage, DIC
mayoccourue to diminished pro coagulants or increased
fibrinolytic activity. DIC can be diagnosed by clinical signs
and by laboratory investigations. Bleeding from
venepuncture site, abdominal surgical wound site, gastric
hemorrhage, appearance of petechial hemorrhage; raise
suspicion of onset of DIC.

This involves maintenance of circulatory blood volume
with appropriate fluid replacement. Rapid infusion of fresh
frozen plasmas is recommended at 15ml/kg, with massive
blood transfusion. One liter of fresh frozen plasma is
recommended for 6 units of blood transfused. Platelet
transfusion is recommended to maintain platelet count
above 50,000/cumm and cryoprecipitate to be
administered, if the fibrinogen level falls to less than 1
gm/dl. Recombinant factor VII has shown definitive role in
the treatment of severe postpartum hemorrhage with
disseminated intravascular coagulation."

It is difficult to assess the particular disorders of
coagulations, due to rapid changes in the disorder from one
phase to another. Volume replacement by massive whole
blood transfusion is the sheet anchor of treatment to
replenish fibrinogen and other pro coagulants. A volume of
500 ml of fresh blood raises the fibrinogen level by
12.5mg/100ml. It also adds 10000-15000 platelets to the
circulation. Fresh frozen plasma contains fibrinogen and
other coagulation factors including V and VIII. It also
contains anti thrombin III, which prevents intravascular
clotting. Fresh frozen plasma must be ABO compatible but
need not be Rh compatible.

Platelet concentrates may be given to the patient if platelet
count is below 50,000/cumm. Platelets are administered
rapidly over a period of 10 minutes. It should be ABO abd
Rh compatible. One unit of platelet transfusionraises the
platelet count by 5000 to 10,000/cumm; cryoprecipitates
are rich in fibrinogen and factor VIII, XIII. One bag of

cryoprecipitate will raise blood fibrinogen level by 5 mg/dl.
Obstetric hysterectomy is a lifesaving procedure in
intractable atonic postpartum hemorrhage." At time the
surgeon is in a dilemma; whether to sacrifice a women's
reproductive capacity, especially if she is nulliparous or
having less than 2 children. A timely decision to perform
hysterectomy can make the difference between life and
death of the patient.” A quick subtotal hysterectomy
usually saves life in conditions of acute blood loss and
shock. Training of resident doctors to perform obstetric
hysterectomy in an emergency situation is important.
Networking of regional blood blanks can help in timely
procurement of requisite blood and its components in dire
emergencies.

Conclusion

Disseminated intravascular coagulation is frequently found
in primary postpartum hemorrhage and regarding this
patient her life was saved in cost of hysterectomy. So early
diagnosis and prompt action is the key to save life from the
complications of postpartum hemorrhage.
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