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Editorial

Thisissue brings 'surgical safety’ into focus. It was the 'saving amillion lives' campaign which focuses the human
errorsmadein patient careled to irreversible damage sometimes. Learning fromtheaviationindustry - any aeroplane
that is about to fly has to undergo rigorous tests by a successive line of personnel each armed with a check-list.
Nothing isleft to the 'sab theek hai' (all iswell) attitude which prevails elsewhere. Thisisthe perfectionist attitude
that we need to adopt to save precious human lives and decrease errors in the surgical setting.

Medical Education isanother topic on whichthisjournal isgoingto focusinthecomingissues. Philosophically,
we physicians have conceived of ourselves as, and taught studentsthat we are advocates for each patient,* obligated
to eschew all consideration other than benefit to that patient and his/ her preferences.

Academiacel ebrates the high knowledge of medicine: pathophysiology, molecul ar biology, genomics.? Evidence
based medicine is the new mantra. But we are too high and mighty to teach the ‘low brow' things like cost of
treatment. It is common knowledge that in theory questions regarding management, each student will write all the
diagnostic testsavailable. What wedo not realizeisthat after getting adegree, he hasno real-lifeinsight into how to
go about treating actual patients. Most of his working knowledge is going to be from sales-persons of various
pharmaceutical companies. Heis going to ask for an MRI even when the diagnosis is obvious from the history and
sonography. Therich patient may actually be happy with thiskind of medicine but what of the poor patient who has
barely enough to eat? What about the ethics - who tells them that good medicine should be irrespective of patients
status.® Each patient has to be managed so asto receive the best therapy but if the cost of 'best' istwenty times more
than the 'nearly-best' then the 'nearly-best' is appropriate for aperson who is marginalized and poor. Weinvite views
on these topics from our readers. Happy reading.
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Review Article

Guillain Barresyndrome: Evidencebased management

Sukhvinder Singh

Department of Medicine, HS Judge Institute of Dental Sciences, Sector-25, Chandigarh

ABSTRACT

Guillain barre syndromeisaneurological disorder with awideclinical spectrumand significant morbidity and mortality.
Severa proven treatment strategies are in use, yet scope is there for more effective and individualized treatments.
Supportive management is equally important arearequiring further research.

Key words: Guillain barre syndrome, 1V immunoglobulins, Plasmapheresis, Steroids

INTRODUCTION

Guillainbarre syndrome (GBS) isacommon neurological
emergency. Theincidence of GBS throughout theworld
is1-4/100,000.* It isamajor cause of flaccid paralysisin
developed countries where poliomyelitis has been
eradicated.?It istypically amonophasicillness. Itsclinical
variants are acute inflammatory demyelinating
polyradiculoneuropathy (AIDP), acute motor axonal
neuropathy(AMAN), acute motor and sensory axonal
neuropathy (AMSAN), and the Fisher syndrome(FS).
Bickerstaff brainstem encephalitis(BBE) is also
considered to be related to GBS. Males are more
commonly affected.® Exact incidence of various types
of GBS is not known in India, but in western countries
AIDPiscommoner whereasAMAN ismore commonin
countrieslike China and Japan.*>

GBS is an autoimmune polyneuropathy; evidence
suggests that microbial agents by molecular mimickery
trigger the autoimmune process and thus cause injury to
nerves.t

Because of its autoimmune etiology various
immunotherapies have been tried with or without success.
IV immunoglobulin and plasmapheresisare the standard
treatment nowadays. Despite advances in treatment and
critical care mortality rateisbetween 3.5% - 12% in the
acute phase.” Apart fromthat, persistent disability isfound
in around 20% of cases and fatigue in 67% of cases.®
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Clinical presentation: The clinical spectrum of GBSis
heterogeneous regarding clinical severity, course of
disease and outcome. It can present with vague symptoms
of weakness, neck or back pain and paraesthesia. Some
patients develop mild limb paresis and recover
spontaneously, whereas others develop oculomotor,
bulbar, respiratory muscleand limb paralysisand remain
bedbound for several weeks or months. Neuromuscular
respiratory function becomes compromised in 17% to
30% of patientswith GBS.° Autonomic instability inthe
form of sinus tachycardia or bradycardia, fluctuating
hypertension or hypotension, flushing of theface, |oss of
or excessive sweating occursin majority (70%) and can
cause sudden death.°

The Fisher syndrome presents as an acute onset of
ataxia, areflexia and ophthalmoplegia; when there is
associ ated disturbance of consciousnessthe conditionis
known as Bickerstaff brainstem encephalitis.112

The severity of disease and improvement can be
graded by the following scale given by Huges et al.*®

0- Headlthy

1- Minor symptoms or signsof neuropathy but capable
of manual work/capable of running

2- Ableto walk without support of astick (5m across
an open space) but incapable of manual work/running

3- Abletowalk with a stick, appliance or support (5m
across an open space)

4- Confined to bed or chair bound

5- Requiring assisted ventilation (for any part of the day
or night)

6- Death
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INVESTIGATIONS

Although the diagnosis can be made clinically,
investigations are helpful especially in atypical
presentations. Electrodiagnostic studies like nerve
conduction velocity and electromyography helpin making
diagnosis. Cerebrospinal fluid examination doneafter first
week shows raised proteins and normal or mildly raised
cell count (albuminocytological dissociation).
Antiganglioside antibodies can a so begivenif available.

Treatment: It includes immunotherapy and supportive
management.

Immunotherapy: Since it is an immune mediated
disorder, several type of immunotherapiesarein use.

IV Immunoglobulin: For thefirst timeit was used for
GBSin 1988.*Itsefficacy iswell established. IVIG acts
by several mechanisms. It suppresses antibody production
complement activation and membrane attack complex
formation and provides anti-idiotypic antibodies for
neutralizing autoantibodies. It al so modul ates expression
and function of Fc receptors on macrophages and other
effector cells.*®* Thusit prevents further injury to nerves
and ensures faster recovery.

In arecent Cochrane systematic review by Hughes
et al in 2010, it was seen that in severe disease, IVIG
started within two weeks from onset hastens recovery
as much as plasma exchange.® Adverse events were
not significantly more frequent with either
treatment but intravenousimmunoglobulinissignificantly
much morelikely to be compl eted than plasmaexchange.
Also according to moderate quality evidence, giving
intravenousimmunoglobulin after plasmaexchange did
not confer significant extrabenefit. In children, according
to low quality evidence, intravenous immunoglobulin
probably hastens recovery compared with supportive care
alone. More research is needed in mild disease and in
patients whose treatment starts more than two weeks
after onset.

The current dosage of IV1G used in the treatment of
GBSis0.4 g/kg/d given over 5days, or atotal of 2 g/kg.
This dose is based on its use in other autoimmune
conditions.*” The optimum dosage of IVIGin GBSisnot
known but administering 1VIG over 3 days compared to
6 days showed no significant differencein the outcome.*®
Difference in pharmacokinetics can cause variability in
IgG risein different patients, in patients with lower rise
prognosisisusually poor. In such patients, further doses

Journal of Medical College Chandigarh, 2012, Vol. 2, No.1
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of 1IVIG might be beneficial .» Recent systemic review
recommends more dose ranging studies.*®

Usually IVIG hasonly mild infusion-related adverse
effects such as chills, headache and myalgias, which
resolve after stopping theinfusion and resumingit 30 min
later at aslower rate. Rarely some seriousadverse effects
like anaphylaxis, thromboembolic eventsor renal failure
can occur. Severe adverse events vary from 1.7 - 4.5%.
Usually these complications occur in older patientswith
coexisting cardiovascular and rena morbidities.®

Itsmgjor disadvantagein devel oping countriesishigh
cost.

Plasmapheresis: Plasmapheresis or plasma exchange
(PE) wasfirstused in GBSin 1978. A largetrial in 1985
establisheditsrole.? It ishypothesized that PE probably
works by eliminating the pathological autoantibodies.™

The usual regimen is PE 5 times during 2 weeks,
exchanging atotal of about 5 plasmavolumes. Cochrane
systemic review publishedin 2008, concluded that inmild
GBS, two sessions of PE are significantly superior to
none, in moderate variety four sessionsare significantly
superior to two and in severe variety six sessions of PE
exchange are not significantly better than four. PE was
more beneficial within seven days of onset rather than
later, but was still beneficial in patientstreated up to 30
days after disease onset. The value of PE in children
less than 12 years old is not known. 2

Thefacilitiesfor PE arenot availableinall hospitals.
Itisaninvasiveprocedure. It isusually well tolerated but
hemodynamic instability, dilutional coagulopathy,
hypocal cemiaand allergic reactions can occur.® Severe
cardiac disease or coagulopathy are relative
contraindicationsfor PE.

Fisher syndrome and Bickerstaff brain stem
encephalitis: Although both IVIG and PE have been
used in the treatment of FS and BBE, no randomized
clinical trials have been done for treatment of FS or
BBE.>* In FS, IVIG dlightly hastens recovery but the
final outcome does not change much. In the FS or BBE
cases presenting with a GBS overlap, treatment with
either PE or IVIG is recommended as randomized
controlled trials have established the efficacy of both
treatmentsin GBS.?

Combination therapy: Varioustrials have been doneto
look for the effect of combination of 1VIG and PE but
metaanalysis of these trials indicates that, combination
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of IVIG and PE is no better than either alone.’®

Seroids. Steroidsareuseful in severa immune mediated
disorders but in several trials it was seen that steroids
alone do not confer any added benefit inthe treatment of
GBS as compared to placebo or supportive trestment. In
animal models it was seen that macrophages act as
scavengers during remyelination process in AIDP and
steroidsinhibit them thus delaying the healing process.?

Inasystematic review donein 2011 it was concluded
that corti costeroids given a one do not significantly hasten
recovery from GBS or affect the long term outcome
(moderate quality evidence). According to low quality
evidence oral corticosteroids delay recovery.?”

Thus steroids are not recommended in management
of LGBS at present.

Newer Research areas: In the pathogenesis of GBS,
complement activation isavery important step. Extensive
research is being done regarding role of complement
inhibitors like Nafamostat mesilate and Eculizumab in
management of GBS. They are supposedly more specific
and fast acting form of treatment.? 2°

Since anti-ganglioside antibodies are associated with
myelin damagetheir selectiveremova seemsan attractive
option, specificimmunoadsorption hasbeentried butitis
practically avery tedious procedure.®

Mycophenolate mofetil, Brain-derived neurotrophic
factor (BDNF) and IFN-b were tried in GBS patients
but no significant effect was noted. 31323

CSF filtration has also been tried and some studies
found it to be comparableto PE.* In aCochranereview
done in 2011, it was observed that interferon beta-1a,
brain-derived neurotrophic factor and cerebrospinal fluid
filtration, showed no significant benefit or harm.*

Supportive management: Since GBS can present with
serious problemslike respiratory insufficiency, autonomic
instability and sometimes altered sensorium (BBE),
supportive management is of utmost importance.

Respiratory monitoring and airway management:
Respiratory problems can occur dueto respiratory muscle
weaknessor bulbar dysfunction. Important predictorsfor
mechanical ventilation as seen in various studies were
time from onset to admission being less than 7 days,
"inability to cough" , inability to stand, inability to flex the
arms or head and vital capacity less than 60%.% 3" So,
Respiratory functions should bemonitoredin all severely

3

Sukhvinder Singh : Guillain barre syndrome

affectedindividuals.

Often these patients require prolonged ventilation
(after six weeks)® Early tracheostomy increases patient
comfort and airway safety and may help weaning but
the decision to place atracheostomy may be postponed
for 2 weeks. If after 2 weeks the pulmonary function
tests do not show any significant improvement from
baseline, tracheostomy should be performed.*

Autonomicinstability: Asfatal autonomic dysfunction
like arrhythmias and blood pressure disturbances can
occur, monitoring of pulse and blood pressure is
recommended in all severely affected patients.

Congtipation can occur dueto autonomic dysfunction,
immobility and opiate analgesics. Bowel sounds and
abdominal girth should be monitored.

Voiding dysfunction can occur but bladder isusually
catheterised in all severely affected patients.

Deep venous thrombosis: In GBS, immobilization is a
risk factor for the development of deep vein thrombosis
(DVT). It can develop any time from 4-67 days after
onset.*°

Sinceenoxaparinisindicatedinall acutely ill medica
patients, it should be used prophylactically in GBS patients
alsotill they become ableto walk independently.*

Neuropathic Pain: Pain has been reported in 33-70%
of cases. Gabapentin, carbamezapine and tricyclic
antidepressants may be used for pain relief. Opioid
analgesics should be used with caution in setting of
autonomicinstability.*

Rehabilitation: Gentle strengthening exercises should
be done because excessive exercise can cause
paradoxical weakening of muscles.*

Proper nutrition is especially important during
recovery.

Fatigue: In80% of GBS patients, severefatigue persists
which is unrelated to age, duration, or severity of the
initial illness.* It might be a sequel of forced inactivity
and general muscle deconditioning. With supervised
exercise programmes marked improvement is noted.*

CONCLUSION

Management of GBSincludes supportive and definitive
treatment. In definitive management IVIG and PE are
equally effective and steroids are either not effective or
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harmful. IVIG and PE are strongly recommended in
severely affected patients but evidence is still poor for
mildly affected patients and patients with FS and BBE.
For children less than 12 years IVIG is better than PE.
Management of respiratory failure and autonomic
instability isof utmost importancefor patient survival.
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Parul Ichhpujani : Treatment Compliancein Glaucoma

Determinants of Noncompliance:

Determinants of noncompliance can be subdivided into 4
groups.

i. Communication Skills and Information
Exchange. This encompasses a broad spectrum that
includes patient expectations and discussion between the
doctor and patient. Factorslikediagnosisand prognosis;
the use of clear language; honesty; and the doctor’s
experience, empathy, and listening skillsall contributeto
the use of medication. Patients have a need for more
understanding, evidenced by the fact that glaucoma
suspects are less likely than glaucoma patients to use
medications or to maintain follow-up, and those with
lower literacy levels are less likely to refill
prescriptions. 2290

ii. The Choice of Medications or the Treatment
Regimen. Approximately onethird or more of follow-up
treatment problems relate to the choice of regimen.®
The prostaglandin class of agents hasabetter adherence
and persistence than other classes, with once-daily dosing
preferred (the more frequent theinstillation regimen, the
lower the adherence®). The costs of medications
(identified by up to 42% of patients®™), side effects, and
problems getting prescriptions refilled are also all
associ ated with poor compliance.

iii. Situational and Environmental Factors. These
includelifeeventsaswell as other challengesor diseases,
lack of social support (for example, living alone,
trangportationissues, emotional support, lack of reminders
to use drops), and challenges posed by travel (timing of
indtillations, lossof routine, distancefromhome and work).

iv. Miscellaneous Factors. These include costs,
varying motivationto use therapy and to maintain foll ow-
up care, the impact of other physical and emotional
conditions (depression and personal reactiontoillness),
and physical barrierstodrop ingtillation (such asarthritis
and tremor).

Another complianceissueisthe supply of eyedrops
that insurance companies or government dispensaries
allow patientsto abtain. Many insurance companieshave
apolicy that an empiric number of drop bottles must last
90 days. However, daily eye drop usageis not an exact
measurement, such as daily prescribed pills can be.

We know how many drops may be in a bottle or
what the volume of an eyedrop bottleis, but theangle at
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which the patient administers adrop, and the force that
he/she uses to squeeze the bottle and the temperature of
the air when the bottle is squeezed, al influence the
number of drops there are per bottle.

Interventions to Enhance Patient Compliance:

1. Education-and-tailoring program: Norell tested
an education-and-tail oring program in which the patients
received information on glaucoma and its treatment.
Patients were helped by an assistant to identify suitable
timeswhen application of eyedrops could befitted inwith
their daily routines.?

2. Use of a memory aid: Chang et a evaluated the
use of amemory aid (C Cap Compliance Cap, Allergan
Pharmaceuticals, Irvine, CA) that displays the number
of the dose the patient should take next.?” In Sclar et al’s
study, the effect of the same cap was tested over a 13-
month period. In addition, patientswere counseled twice
during thisperiod on how toinstill eyedropscorrectly and
on the importance of compliance with treatment.*

3. Medication alarm device: Laster et al, in a
crossover trial with 13 subjects, evaluated a medication
alarm device (Prescript Time Cap, Wheaton Medica
Technologies, Millville, NJ) that provides an audible as
well asavisual reminder.®

How to identify potential non compliersin clinical
practice?

Patients are universally reluctant to acknowledge
nonadherence because they do not want to be perceived
as bad patients by their doctors.

Intraocular pressure: Intraocular pressureisapoor
surrogate for compliance/adherence since patients
commonly increase their adherence in the days prior to
their scheduled visit to their ophthalmologist.*”

Pharmacy records. Pharmacy recordsmay bevalid
for measuring compliance of large groups, but can be
inaccuratefor individua patients® and difficult to attain.
In countrieslike ours, wherethe concept of directing the
patients' prescription directly to the pharmacy close to
his/her residence is not there, pharmacy tracking is not
possible.

Friedman found lower adherence with low patient
education, low-risk of vision loss, higher costs of
medications, longer travel distance, increased side effects,
and in those aged <50 years and those >80 years.*
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Figure 1: Xalease (with Xalatan™, Pfizer); Travatan Eyopt (with
Travatan™, Alcon)

Figure2: Medication Reminder device (with Lumigan™ Allergan)

Medication Tick Chart

Brand / Generic Names: Time Mon Tues Wed Thurs Fri Sat Sun
Colour / Shape: Instructions:
Brand § Generic Names: Time Mon Tues Wed Thurs Fri Sat Sun
Colour { Shape: Instructions:
Brand | Generic Names: Time Mon Tues Wed Thurs Fri Sat Sun
Colour § Shape: Instruchons:
Brand / Generic Names: Timne Mon Tuss ‘Wed Thurs Fri Sat Sun
Colour f Shape: Instructions:
Brand / Generic Names: Time Mon Tues Wed Thurs Fri Sat Sun
Colour / Shape: Instructions:

Houe3 Medcation Rarinda dnart

Lacunaein knowledge:

It isimpossible to perform a meta-analysis, due to
the great heterogeneity between studies concerning the
definition of compliance, the assessment method, and the
studied medi cation regimens.

RECOMMENDATIONS

1. Communication, Communication, Communi-
cation: Optimal treatment of patientswith achronic

condition such as glaucoma requires a detailed 3

conversation between the patient and the

ophthalmologist that continuesover theyears. These
conversations must regularly reinforce the benefits
of ocular hypotensivetherapy and regular follow-up
vidts.

Regular assessment of the medication regimen:
Consider the simplest feasible medication regimen
that will meet the patient’s needs. Be alert to side
effectsthat might reduce compliance and persi stency
and consider changing theregimenif problemsarise.

Ensure patient understanding of correct drop
instillation technique: When starting a patient on
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dropsfor thefirst time, consider a** practice bottle”
of artificial tears.

Ateachvist, haveastaff observethepatientinstilling
dropsintheoffice. Instruct patientsregarding thetiming/
spacing of drops and, depending on the regimen, consider
a device to administer the drop ( Figure 1: Xalease for
Xalatan; Travatan Eyopt for Travatan).

4. Be attuned to cost issues: Patients may be
embarrassed to admit they cannot afford the medication
or follow-up visit fee, and ophthal mol ogists need to be
sensitive to the possibility that cost is an issue. Some
patients adopt the* pill-splitting” technique of using one
drop every other day of a once-daily medication to
lengthen medication use. Patient assistance programs
from pharmaceutical companies can be offered to patients
having difficulty paying for medications.

5. Héep patients remember eyedrops into their
routines; Cues such as teeth brushing, morning coffee,
or administration of other medications may help patients
remember to instill the eyedrops. Some drug companies
provide amedication reminder alarmwiththedrug (Figure
2: Alarmwith Lumigan) Ask patientsto keep acalendar
and check off when drops are instilled (Figure 3:
M edi cation Reminder chart).

Advise patientswho work, especially thosewho work
shifts, to consider keeping an extra bottle at the work
ste.

CONCLUSION

Just like flossing prior to a dentist’s visit, medication
adherence goes up just before and after a visit to the
ophthalmol ogist. Accurately ng both compliance
and persistency is important to optimizing patient care.
Physicians may mistake either medi cation noncompliance
or lack of persistency with poor efficacy. Such errors
would likely increase health care costs if they result in
unnecessary changes to a patient’s therapeutic regimen
or in surgery.
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Brief Communication

Surgical Safety Checklist
Ashok K. Attri, Sanjay Gupta

Department of Surgery, Govt. Medical College and Hospital, Chandigarh 160030

INTRODUCTION

Adverse event (harm caused to the patient as aresult of
medical care not the disease) is a major cause of
morbidity and mortality. Worldwide, the incidence of
adverse events in hospitalized patients ranges from 3-
17%, with an associated mortality of 0.4-0.8%.%2 With
estimated 187-281 million procedures per year, surgical
care is associated with significant risk of such adverse
events.?As per WHO communication, almost seven
million surgical patients suffer from complicationseach
year, onemillion of whomdieduring or immediately after
surgery. The consequences of surgical adverse events
are found to be more severe as compared to other type
of adverse events, resulting in permanent disability,
prolonged hospital stay, extra costs and unplanned
readmissions. Furthermore, with the reports that 50% of
these adverse events are preventable, surgical safety is
posing a big challenge to health care delivery
systems.*Despite of the best efforts, preventable
complicationsresulting from human factors arefrequent.
Simplemesasureslikeappropriateand timely administration
of antibiotics, venous thromboembolism prophylaxis,
preparation for blood loss, confirmation of equipment
gerility, surgical countsand appropriatelabeling of surgical
specimens are often missed. Impaired cognition due to
stressor fatigue and lack of team coordinationisgenerally
considered to be responsible for such errors.® To
overcometheselimitationsexpertsfelt theneed of surgical
checklist for patient’s saf ety after learning its successin
aviationindustry.

SURGICAL CHECKLIST

Asapart of “ Safe Surgery SavesLife’ project, theWHO
working group designed asurgical safety check list based
on ten essential elements of safe surgery é(Table:1). The
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aimwasto reinforce accepted saf e practices, build team
work and improve communication. Although, the checklist
was designed to be suitablefor any surgery inany surgical
specialty, till WHO encourages additionsand modification
as per local requirement. However, the removal of any
safety step from checklist is strongly discouraged, as it
will have negativeimpact on achievement of safesurgery
goal.

The saf ety steps are divided into three phases, each
correspondingto critical period during normal operative
procedure- (i) “sign in”: before administration of
anesthesig; (ii) “time out”: immediately before surgical
incision; (iii) “sign out”: at the end of operation before
the patient is shifted from the operating theatre.5(Fig: 1).
It is recommended that single person usually the nurse
should be maderesponsiblefor performing safety checks
on the list and all steps must be checked verbally with
the appropriate team member. In each phase, the checklist
hel psto confirm that the surgical team has completed its
critical safety tasks before proceeding on to the next
phase. This checklist is clear, concise and user friendly
and also brings together members of surgical team at
different critical time points. The “sign in” addresses
patient’s identity, surgical site and procedure, airway
patency, allergies, pulse oximetry and need for blood and
fluids. In*“time out” team membersintroduce themsel ves,
confirm loudly that they are performing the correct
operation onthe correct patient and siteand al so verbally
communicate any anticipated critical element of the
operation. Finaly, in“sign out” phase, the completion of
sponge and instrument count, labeling of surgical
specimens and any equipment related problem is
confirmed. The surgeon, anesthetist and nurse also
review the key concernsfor recovery and post-operative
management.

To check the efficacy of this checklist, atrial was
conducted (2007-2008) in eight hospitalsin eight different
countries having different economic status and diverse
patient populations’. In this pilot study, after the
introduction of checklist, death rate reduced from 1.5%
to 0.8% and rate of inpatient complicationsreduced from
11.0% to 7.0%.Combined effect of team work and local
culture modification was adjudged to be responsiblefor
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Table 1
Ten Essential Objectives for Safe Surgery

The team will operate on the correct patient at the correct site.
Theteamwill use methods known to prevent harm from admini stration of anesthetics, while protecting the patient

frompain.

© ® N U AW

The team will recognize and effectively preparefor life-threatening loss of airway or respiratory function.

The team will recognize and effectively prepare for risk of high blood |oss.

Theteamwill avoid inducing allergic or adverse drug reaction for which patient isknown to be at significant risk.
Theteam will consistently use methods known to minimize therisk for surgical siteinfection.

Theteamwill prevent inadvertent retention of instruments or spongesin surgical wounds.

Theteamwill secure and accurately identify all surgical specimens.

Theteam will effectively communicate and exchange critical information for the safe conduct of the operation.

10. Hospl talsand public health systemswill establish routine surveillance of surgical capacity, volume and results

these results. Although the authors pointed out some
limitations of this study,the results attracted global
attention and further studies were carried out to check
the effectiveness of surgical checklist. Weiser TG et d,
observed its utility even in emergency conditions and
reported 6.7% reduction in rate of major complications
and a 2.3% reduction in mortality rate.The Surgical
Patient Safety System (SURPASS) checklist, which
follows the patient from admission to discharge, also
showed declinein total number of complications per 100
patients from 27.3 to 16.7 and mortality from 27.3 to
16.7%.°Thereare studieswhichfail to reproduce similar
results.’** However, the authors of these observed that
introduction of check-lists doesimprove communication
among surgical team members and compliance for safe
surgery practiceslike appropriate antibiotic prophylaxis
and deep vein prophylaxis.

After theencouraging resultsof theseinitial reports,
various state governments started i ncorporating surgical
checklist in to their health care delivery systems. In
January 2009, United Kingdom National Patient Agency
mandated the implementation of WHO version of
checklist with in the entire National Health Service. A
‘Safe Surgery 2015" program was launched by Harvard
School of Public Heath, with aim to implement the
checklist in every hospital in the United States and in
7,500 hospitals worldwide by 2015. According to the
WHO, over 4000 hospital sworl dwide haveimplemented
surgical safety checklist in their day to day practice.*2
Not only this, various specialties like neurosurgery,
cardiothoracic, interventional radiology and orthopedic

Journal of Medical College Chandigarh, 2012, Vol. 2, No.1
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surgeryetc. have also devel oped their own checklistswith

modification as per requirement of particular specialty.>
13, 14

Implementation of Checklist

Despite the evidence that the checklist reduces surgical
morbidity and mortality, lack of awarenessis one of the
major barriers to its implementation in day to day
practice.**Mere pasting of laminated WHO surgical
checklist on the wall of surgical wards and operation
theatres does not serve any purpose. Even when it
becomes part of patient record file, resident doctor or
nurseis given responsibility to confirm safety steps and
surgical team members never shares their concerns
among themsel ves regarding safe surgery. Another factor
which resists its implementation is prevalent operation
theatre culture.The loud and clear verba interaction
among team members as a means of confirming that
appropriate standards of care are ensured for every
patient may be found embarrassing. Highly educated
professional may not accept that they are susceptibleto
simple mistakes like forgetting or miscommunication.
Similarly, a nurse leading the checklist may not be
acceptableto surgeons or anesthetists. Bringing together
team members at different points of surgical pathway is
found to be another challenging task. It is aso possible
that in many hospitals these checks may have already
been done at different points by different individuals
before patient “signsin”. Therefore, confirming of these
checksagain may be considered asrepetition and wastage
of time.
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Surgical Safety Checklist

Befare induction of anaesthesia

[with at least nurse anc anaesthetist)

Before skin incision

iith nurse, anaesthetist and surgean;

M cCondirm all team members have
introduced themselves by nama and role.

[T Condirm the ||I:atlar|t'; hama, pracadure,
and where the incisien will be made.

Has antibictic prophylaxis been given within
the last &0 minutes?

Ll Yes
(1 Mot applicable

World Health
Organization

Before patient leaves operating room

[with nurse, anaeshetist and surgean)

Murse Verbally Condirms:
O The narne of the precedure

[ Completion of instrumant, spange and needla
£au s

[ Spedirien labe ling fread spacimen labels aloud,
includding patient rame)

I Whether there are any cquipmert proflems to be
addvessed

Patient Safety

AN A0z mirer katt Lam

Anticipated Critical Events

To Surgeon:

L1 What are the critical ar non-roudine steps?
L1 How leng will the case take!

Il whatis the anticipated blood lass?

To Anaesthetist:

O] Are there any petient-specivic concernst

Te Nursing Team:

[T Has sterility (including ind'catar rasults)
been confirmed?

] Are there equipment issues or any cancarns:

15 essential Imaging displayed?
LI Yes
[l Mok applicable

[his dhcklist is not intencked to be comearchensive, Addidgons and mocdificatioos to fit local practice are encouraged,

To Surgecn, Anaesthetist and Nurse:

O) Wiha_are Lhe key concems lor recovery and
management cf this patient?

fievised | 209

& WHO, 2003
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To overcome these barriers, stepwise approach and
commitment isnecessary. Cliniciansand other supporting
staff should be made aware of what the checklistis, how
it works and why it is important. To promote sense of
“ownership”, its contentsmust be discussed and modified
as per local culture and practices. In the initial phase
rather than insisting everyone, the people who are
interested, should be given the responsibility to run the
project. Over time, with positiveresults, peoplewho are
initially reluctant will start adopting it intheir practice.
Active support of hospital |eadersisalso very important.
Patient safety should be one of the priorities. Clinical
staff will accept it more easily when their senior
colleagues are serious about improving the quality of
patient care.Further, periodic check on progress, regular
feedback, audit of outcome and sharing of theresultsis
also essential for the checklist to sustain in a system.®
Anintegrated and coordinated effort for all sectors and
intersectoral coordination is required for best patient
outcome.

To conclude, in the eraof quality assurance, simple
intervention like checklist can serve asan important tool
to reduce morbidity and mortality due to human errors,
but to achieve desired resultsits effectiveimplementation
isessential.

REFERENCES

1) Gawande AA, Thomas EJ, Zinner MJ, Brennan TA. The
incidence and nature of surgical adverse eventsin Colorado and
Utahin 1992.Surgery 1999 ;126(1):66-75.

KableAK, Gibberd RW, Spigelman AD. Adverseeventsin surgical
patients in Australia. Int J Qual Health Care 2002 ;14(4):269-
76.

Weiser TG Regenbogen SE, Thompson KD, HaynesAB, Lipsitz
SR, Berry WR, GawandeAA. An estimation of theglobal volume
of surgery: amodelling strategy based on availabledata. Lancet.
2008; 372:139-44.

Kohn LT, Corrigan JM, Donaldson MS. To err is human.
Washington DC: National Academy Press, 2000.

2)

3)

4)

Journal of Medical College Chandigarh, 2012, Vol. 2, No.1

14

5)

6)

7

8)

9

10)

11)

12)

13)

14)

15)

16)

McConnell DJ, Fargen KM, Mocco J. Surgical checklists: A
detailed review of their emergence, development, and relevance
to neurosurgical practice. SurgNeurol Int. 2012;3:2.

WHO Safe Surgery saves lives www.who.int/patientsafety/
safesurgery/tools_resources/en/index

Haynes AB, Weiser TG Berry WR, Lipsitz SR, Breizat AH,
Dellinger EP, et al. Safe Surgery Saves Lives Study Group. A
surgical safety checklist to reduce morbidity and mortality in a
global population. N Engl JMed. 2009 ;360(5):491-9.

Weiser TG, Haynes AB, Dziekan G Berry WR, Lipsitz SR,
GawandeAA. Safe Surgery SavesLives|nvestigatorsand Study
Group. Effect of al19-item surgical safety checklist during urgent
operations in a global patient population. Ann Surg.
2010;251(5):976-80.

de Vries EN, Hollmann MW, Smorenburg SM, Gouma DJ,
Boermeester MA. Development and validation of the
SURGgical PAtient Safety System (SURPASS) checklist. Qual Saf
Health Care. 2009; 18(2):121-6.

VatsA, Vincent CA, Nagpa K, Davies RW, Darzi A, Moorthy
K. Practical challenges of introducing WHO surgical checklist:
UK pilot experience. BMJ. 2010; 340:133-6.

Dunn EJ, Mills PD, Neily J, Crittenden MD, Carmack AL,
Bagian JP. Medical team training: Applying crew resource
management in the Veterans Health Administration. XComm J
Quat Patient Saf 2007; 33:317-25.

World Health Organization. Patient safety: surgical safety
Webmap. http://maps.cga harvard.edu:8080/Hospital/.Accessed
April 24, 2012.

Clark SC, Dunning J, Alfieri OR, EliaS, Hamilton LR, Kappetein
AP, et a. on behalf of the Clinical Guidelines Committee of the
European Association for Cardio-Thoracic Surgery. EACTS
guidelines for the use of patient safety checklists. Eur J
Cardiothorac Surg. 2012 ;41(5):993-1004.

Sewell M, Adebibe M, Jayakumar P, Jowett C, Kong K,
Vemulapdli K, Levack B. Use of the WHO surgical safety
checklist in trauma and orthopaedic patients. IntOrthop. 2011
;35(6):897-901.

Conley DM, Singer SJ, Edmondson L, Berry WR, Gawande
AA. Effective surgical safety checklist implementation. JAm
Coll Surg. 2011 ;212(5):873-9.

MahajanRP.The WHO surgical checklist. Best Pract Res
ClinAnaesthesiol. 2011;25(2):161-8.

PDF created with pdfFactory Pro trial version www.pdffactory.com



http://www.who.int/patientsafety/
http://maps.cga.harvard.edu:8080/Hospital/.Accessed
http://www.pdffactory.com
https://system.16

PDF created with pdfFactory Pro trial version www.pdffactory.com



http://www.pdffactory.com

Original Article

Prevention of backflow of blood in the intravenous tubing during ipsilateral
arm measur ement of non-invasiveblood pressureand itseffect on blood pressure
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ABSTRACT

Certain surgeries necessitate and it becomes very essential to put intravenous line and non invasive blood pressure
(NIBP) monitor cuff on the same arm. But this may cause retrograde blood flow in theinfusion set and its occlusion
may occur whenever the blood pressure cuff inflates. The technique as described by Mackawa et al* for preventing
backflow, appears to be effective. But the presence of atube with a solid stylet as described by Mackawa et a* may
alter the blood pressure measurement by the non invasive blood pressure measurement. Keeping thisview in mind we
evaluated the impact of this assembly on the blood pressure measurement.

This prospective study was done in one hundred patients requiring insertion of intravenous cannula and NIBP
measurement in the same arm. Patients with any deformity of the upper limb, limb edema and any cardiovascular
disease were excluded from the study. The patients were randomized to receive the 18 G intravenous cannula either
onleft or right dorsum of hand. One arm had the assembly incorporated in the sphygmomanometer cuff as described
by Maekawaet a and other arm has cuff tied in the conventional method (control arm). For comparison of the blood
pressure, the other armwastaken ascontrol (NIBP cuff directly applied without an intravenoustubing or stylet). The
readings were obtained immediately at application of both cuffs, 5 minutes,10 minutes and 15 minutes |later using
automated NIBP monitor. Three readings at all times were noted and mean reading was noted.

The blood pressure measurements (systolic and diastolic blood pressure) in the two groups were comparable
(p value—0.893, 0.937). The backflow in the intravenous infusion tubing was not observed in any of the patient.

To conclude, the technique of using infusion tubing between coiled stylet and sandwiched between the velcro layers
of sphygmomanometer cuff is an effective method of preventing the backflow of the blood during ipsilateral arm
blood pressure measurement. The blood pressure measurements are reliable and are comparable with the true value.

Key Words: Intravenous tubing, backflow of blood, prevention, blood pressure

INTRODUCTION occludeit most often. Thisusually occurswhen theblood

. . . . r re cuff infl .
Intravenous accessfor administration of drugsisessential pressure cuff getsinfleted

for patient care during intraoperative period. In certain
surgical procedures like upper extremity procedures
(orthopedic, neurovascular), having AV fistula or
mastectomy, it becomes hecessary to put intravenousline
and NIBP monitor cuff on the same arm. But this may
cause retrograde blood flow in the infusion set and may
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The methods employed to counteract increase in
peripheral venous pressure (PVP) include elevation of
intravenous solution bag, routing the infusion tubing
through the BP cuff so that it is compressed between the
Velcrolayersof NIBPcuff or placingacheck valvewithin
the intravenous tubing etc. However, these methods are
used empirically without any randomized trials based
evidences.

The accuracy of oscillometry method of blood
pressure measurement is maintained by adoption of
number of standards, including appropriate cuff size, its
application, and its operation. These standards are well
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followed but any alteration like putting an extraobject in
the cuff may ater the blood pressure measurements.

The technique as described by Mackawa et al* for
preventing backflow (intravenous tubing between a
coiled infant ET tube ultrathin stylet sandwiched
between two velcro layers of sphygmomanometer cuff)
appears to be effective.This stylet is often available in
the operation room and does not require any other special
meaterial.

Presence of a tube with a solid stylet as described
by Mackawaet a* may ater the blood pressure measure-
ment by the non invasive blood pressure measurement.

Keeping this view in mind, the present study was
designed prospectively to evaluate the impact of this
assembly on blood pressure measurement.

MATERIAL AND METHODS

This randomized, prospective study was conducted in
onehundred patients of average built ,requiring insertion
of intravenous cannula for intravenous fluid
administration. Written informed consent wastaken from
al patients. Patients with any deformity of the upper
limb, limb edema and any cardiovascular disease were
excluded from the study. All the patients who were
selected ,were operated in supine position where blood
pressure variability is minimum. The patients were
randomized to receive an 18 G intravenous cannula(BD
Venflon Pro™) onleft dorsum of hand and similar brand
of intravenous cannula and intravenous infusion set
(Angiplast private limited™) was used in al patients.
Immediately in one arm the assembly was incorporated
in the adult sized sphygmomanometer cuff as described
by Maekawa et a® (study arm) (Figure 1 & 2) and in
other arm the cuff was tied in the conventional method
(control arm). For comparison of the blood pressure, the
other armwastaken ascontrol (NIBP cuff directly applied
without an intravenous tubing or stylet). Both the arms
werekept aside onthe operation table. Theblood pressure
readings were obtained in each of the 100 patientsfrom
both the arms simultaneously using automated NIBP
monitor (Datex S5°) and recorded. The readings were
obtained immediately at application of both cuffs, 5
minutes,10 minutes and 15 minutes|ater. Threereadings
at all intervals were noted and the mean of all threewas
noted at al intervals.

After pilot casesand previouslimited literatureit was
estimated that at |east 86 patients were required for this

Journal of Medical College Chandigarh, 2012, Vol. 2, No.1

Figure 1: Coiled stylet with IV tubing kept in BP cuff (cuff partially
openedto show theassembly)

Figure2: Coiled stylet with |V tubing assembly

study and the blood pressure readings were compared
using student ‘t’ test. Thep value< 0.05was considered
assignificant.

RESULTS

The mean age of the patients was 36.4 + 12.4 yrs. The
mean weight was 61.7 + 11.2 kg with 56 males and 44
females(Table 1). The blood pressure measurements
(systolic and diastolic blood pressure) inthe two groups
were comparable (p value—0.893, 0.937) (Table 2) and
backflow in the intravenous infusion tubing was not
observed in any of the patient.

Table 1
Demographic Profile

No. of patients. 100

Mean Age £ SD 36.4 + 12.4 years
Mean weight+ SD 61.7+11.2kg
Male: Female 56:44
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Table 2

The Systolic and Diastolic blood pressure in two arms

No. of patients  Sudyarm Control arm P value
Mean systolic 100 127.5+16.6 127.1+17.9 0.893
blood pressure (mm Hg) (89-160) (90-162)
Meandiastolic 100 82.2+8.8 82.1+9.1
blood pressure (mm Hg) (58-100) (60-98) 0.937

Values are mentioned as Mean + SD (range)

DISCUSSION

The heart rate and blood pressure are most fundamental
cardiovascular vital signs, that reflect the force that
derives perfusion of the body. Consequently, frequent
measurement of arterial blood pressureisacritical part
of monitoring anaesthetized or serioudly ill patients. The
importance of monitoring thisvital signisunderscored by
the fact that standards for basic anesthetic monitoring
mandate measurement of arterial blood pressure at least
every 5 minutesin all anaesthetized patient.

Techniques for measuring blood pressure are
categorised into two major types. indirect Riva Roci
cuff devices and direct arterial cannulation with
pressuretransduction. A variation of the RivaRoci method
commonly employed today isgenerally thereturn-to-flow
technique where the pressures are recorded during cuff
deflation. Many limitations of manual intermittent blood
pressure measurement have been overcome by
automated NIBP devices.

These techniques of blood pressure measurement
can be altered by decreased peripheral blood flow
(cardiogenic shock, high dose vasopressor infusion),
shivering patient, severe calcific arteriosclerosis,
inappropriate cuff size, The Oscillometric technique, first
demonstrated by Marey (1876).He measured non
invasive blood pressure and it thistechnique single cuff
is applied to the patients arm.he machineinflatesit to a
level assumed to be greater than systolic pressure and
thenthe cuff isdeflated gradually. A sensor then measures
thetiny oscillationsin the pressure of cuff generated by
pulse. The signals are detected by a pressure transducer
and converted to blood pressure values. An algorithmis
used to convert these values to systolic and diastolic
pressure readings.

Varioustechniques and options have been mentioned
intheliterature regarding prevention of backflow of blood
in intravenous cannula and infusion tubing during
measurement of blood pressureinipsilateral arm. Though
theoption of securingintravenousaccessin foot is present
but it becomes uncomfortable most of times for the
anesthesiologist to administer drugs. The option of
measuring NIBP by cuff onthighisaways present, but
the large size cuff is often not available. The invasive
blood pressure may not be warranted in every patient.
The simple technique of closing the stopcock / drip
regulator every time the cuff inflates for blood pressure
measurement, is not feasible and becomes quiet
cumbersome when surgical siteis cleaned and draped.

Brin et a 2 developed simple technique to prevent
backflow by placing alength of intravenouslinein ablood
pressure cuff between thevelcrolayers. Similar technique
was described by Wait et al® which was supported by
Nishina et al* also. When the cuff inflates, thetubing is
squashed flat and is occluded, and retrograde flow is
automatically prevented. However, this simple method
often does not work effectively because the low
compliance of thetubingin most of theinfusion setsdoes
not allow easy compressibility. Another technique was
given by Malhotra et al®> where tubing of an intravenous
set is placed along the arm of the patient and the
sphygmomanometer cuff is applied over the arm .The
intravenoustubing i sagain sandwiched between thevelcro
layerswhichisagain not fully effective.

Sim et al® studied the changes on peripheral venous
pressure during cuff inflation and deflation during NIBP
measurement. Peripheral venous pressure (PVP)
waveforms were recorded from 6 subjects during NIBP
measurement. They found that PV P change was biphasic
in shape during NIBP monitoring and PVP peak was
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higher during deflation as compared to PVP peak
during inflation of cuff. These patterns and the
range of PVP change should be kept in mind when we
apply methodsto counteract venous regurgitation during
NIBP monitoring. Thisincreaseismoreduring deflation
period of cuff and thus necessitating the efficient
compression of tubing even during phase of deflation.
Most of the time the methods used for preventing
backflow may help during inflation but may beineffective
during deflation of cuff due to ineffective compression
of theinfusion tubing. Probably, thiswas the reason for
less effectiveness of earlier techniques of preventing
backflow.

Jeaney et a’ used modified sgueeze-clamp into
portion of intravenous tubing that is to be placed
between the velcro layers to prevent the backflow of
blood. When theintravenous tubing with clamp inserted
isplaced between thevelcro layers, the occlusion-reflow
of the tubing occurs synchronously with the blood
pressure cuff inflation-deflation cycle. They concluded
that this clamp was easy to use and effectivein stopping
the retrograde flow each time the blood pressure cuff is
inflated. The clamp is reusable and does not need
sterilization. It is probably less expensive than a
commercial infusion set with check valve.

Maekawa et al* modified the technique of wait for
effective prevention of backflow and to increase the
success rate. A stylet (FUJI System, Tokyo, Japan) is
coiled twice around a laryngoscope handle to form a
spiral before use. The stopper of the stylet is removed.
Theinfusion lineis placed between the two turns of the
coil. The device is then sandwiched between Velcro
layers. Thistechnique gives effective compression over
the infusion tubing during cuff inflation and thus
preventing backflow of blood.

Misuzu et al®described an yet another techniqueusing
a spectacle case to prevent backflow. A three-way
stopcock or T-connector isplacedintheair line connecting
the sphygmomanometer and blood pressure cuff. The
open limb of the stopcock or connector is connected to
another small blood pressure cuff. Theintravenoustubing
isinserted between the halves of the spectacle case, and
the case isthen rolled up in the smaller cuff. When the
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blood pressure cuff on the patient’sarmisinflated for a
measurement, the smaller cuff isalso inflated, pinching
the intravenous line placed between case covers. The
devicecompletely stopsflow through theline only during
blood pressure measurements. Possible problems of this
deviceareinfluence on blood pressure measurement and
damageto intravenoustubing.

Some commercially available intravenous tubings
incorporate a one-way valve but are not available
everywhere.

The presenceof coiled stylet and intravenousinfusion
tubing did not affect blood pressure measurementsin our
study. The blood pressure readings did not alter much
and were comparable to each other in both arms at all
times.

To conclude, the technique of using infusion tubing
between coiled stylet and sandwitched between the
velcro layers of sphygmomanometer cuff isan effective
method of preventing the backflow of the blood during
ipsilateral arm blood pressure measurement. The blood
pressure measurements are reliable and are thus
comparable with the true val ue.
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ABSTRACT

Therate of speechisone of theimportant aspects of speech that affects both fluency andintelligibility. Studying rate
of speech isimportant because it may be deviated in many speech-language disorders such as stuttering. The aim of
present study was to find the normal rate of speech of Punjabi speaking children.Forty subjects (20 males and 20
females) in the age range of 10-14 years participated in the study. All the subjects were native Punjabi speakers and
had normal speech fluency. It was investigated whether their speech rate differed in various speech tasks, that is,
reading, picture description and spontaneous speech. T he results obtai ned showed that the rate of speech wasin the
range of 148-216 words-per-minute (wpm) during reading; 139-171wpm during picture description and 127-156 wpm
during spontaneous speech. The rate of speech of male children does not differ significantly from female children.
Therate of speechinreading washighest. It was significantly higher in reading than picture description and spontaneous
speech for both male and femal e children. The difference was not significant for the tasks of picture description and
spontaneous speech.The rate of speech of Punjabi speaking children was highest for the speech task of reading
followed by picture description and then by spontaneous speech. Either of the speech tasks could be used to assess

rate of speech.
Keywords: Rate of speech, stuttering, Punjabi

INTRODUCTION

Speech is a unique character of human beings. It is the
audible manifestation of language and servesthe purpose
of communication. Normally acceptabl e speech should,
apart from other aspects, be fluent and intelligible. The
speed with which a speaker speaks, that is, the rate of
speech is one of the important aspects of speech that
affectsboth fluency andintelligibility.

Therate of speech may be defined as the number of
linguistic output units, words or syllables, per unit time,
including pauseinterval which may separate uninterrupted
articulatory sequence’. In speech-language pathology,
studying rate of speech is important because in many
speech-language disorders rate of speech deviatesfrom
the normal. These disorders include fluency disorders
such as stuttering?, neurogenic language disorders and
some motor speech disorders.
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Rate of speech is generally expressed in range.
Reported normal speaking rate in English language is
inthe range of 115 to 165words per minute and 162
to 230 syllables per minute®, whereasnormal reading
rate has a range of 150 to 190 words per minute and
21010 265 syllables per minute.

In Western literature, severa studies related to rate
of speech in different languages have been done for
establishing normative values for various groups of
speakers and for different speaking tasks.>¢ In Indian
languages, studies with respect to rate of speech
have been carried out in Kannada, Marathi, Oriya
languages”®. The norms of one language cannot be used
for another language because of differences in the
sociolinguistic environment and probabl e differencesin
the neuromuscular skills. Kaushal et al ° studied rate of
speech for adultsin Punjabi.To the best of our knowledge,
there has been no exclusive study done for establishing
rate of speech for Punjabi speaking children population.

AlM

Theaim of present study wasto obtain therate of speech
of Punjabi speaking children having normal speech
fluency.
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METHODOLOGY
Subjects

Forty subjectsin theagerange of 10-14 yearsparticipated
inthe study. Twenty children weremalesand twenty were
females having normal speech fluency.All the subjects
were native Punjabi speakers. They were explained, in
their own language, about the purpose of speech
recording, that is, to find the normsfor rate of speechfor
Punjabi speakers. Any subject with past history of any
speech-language-hearing disorder was excluded fromthe
study. All the subjects studied Punjabi as a subject in
their curriculum.

Speech Tasks

Reading: The subjects were given the same passage to
be read aloud without any prior familiarization. The
passage was selected from fifth standard text book of
Punjabi.

Picture description: Two stories with picture sequence
cards were shown to the subjects and were asked to
describe one of them of their choice and conveniencein
their own words. The picture sequence was as follows:

1 a)Acrowflying, b) Crow sittingonapot havinglittle
water, ¢) Crow putting pebblesin the pot, water level

rises, d) Crow drinking water, €) Crow flying away.

a) A dog with abone going over abridge, b) Seeshis
ownreflectionintheriver, c) Barks, and bonefellsin
theriver, d) Walks away sadly.

Spontaneous Speech: The subjects were asked to
speak spontaneoudly for 2-3 minutes on one of the
topics-1) Daily routine; 2) Recent movie that the
subject has seen; or 3) Ones own family.

Instruments and Recording method: Sony stereo
audio cassetterecording systemwith external microphone
placed at 5 centimeters distance from mouth was used
with Sony-90 cassettes for speech recording in sound
treated rooms of the Audiology and Speech Rehabilitation
Unit of Department of ENT, Government Medical College
and Hospital, Chandigarh. It was ensured that the speech
sample was no less than 5-minute duration of the child's
talking. A speech sample of 500-word from each child
wastaken for analysis during the study. Conture (1990)
noted that the sampl e size should be sufficient to permit
averaging across several 100-word samples'®. During
theanalysisthe cassette was replayed and the time taken
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by each subject to complete the material was recorded
using adigital stopwatch (least count 0.01 seconds). The
words spoken during the three speech tasks were
analyzed in terms of words per minute (WPM). Any
pauses that were greater than 3 seconds were omitted
and not included inthe analysis.

Speech analysis: Two experienced Speech Therapists
cal culated the words spoken during the three speech tasks
and thetotal time taken for agiven samplewith the help
of a stopwatch. They analyzed all the speech samples
as judges at two different timesin a gap period of two
weeks to determine the inter-judge and intra-judge
variability.

RESULTS

Therate of speech interms of words per minute (WPM)
for the speech tasks of reading, picture description and
spontaneous speech was calculated by analyzing the
recorded speech samples. The datawere then subjected
to statistical analysis by student t-test and co-efficient of
correlation. The range, mean and standard deviation of
words per minute (WPM) for thetasks of reading, picture

TABLE1

TheRate of Speech of Punjabi Speaking Childreninwords
per minute(WPM )-----Reading

Males Females Satistical Significance
Range 148-204 149-216  No significant
difference
Mean 1863 1871
D 16.3 171

t- value=0.328; p>.05
TABLE 2

TheRate of Speech of Punjabi Speaking Childreninwords
per minute(WPM )----Picturedescription

Males Females Satistical Significance
Range 139-162 143-171 No significant
difference
Mean 1521 1555
D 146 162

t- vaue=0.286; p>.05

TABLE 3

TheRateof Speech of Punjabi SpeakingChildrenin words
per minute(WPM)---Spontaneous Speech

Males Females Satistical Significance
Range 127156 130152  No significant
difference
Mean 1495 1453
D 132 151

t- value=0.297; p>.05
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description and spontaneous speech are shown in tables
1to3.

Since there was no significant difference between
males' and females rate of speech in three different
speech tasks, the datawere combined for further analysis
(Table 4).

Table 4 shows the normative values of the rate of
speech of Punjabi speaking for male and femal e children
inwords per minute (WPM) in terms of range, mean and
standard deviation.

TABLE 4

TheRate of Speech of Punjabi speaking Children inwords
per minute(WPM) for Malesand Females

Speech Task Range Mean SD

Reading 148-216 1857 183

Picture description 139171 1536 154

Spontaneous Speech 127-156 1483 147
TABLE 5

Comparison between reading and picture description
speech tasks (WPM)

Reading Picture Satistical
description significance
Range 148216 139171 Significant
difference
Mean 1857 1536
D 183 154
t- value=5.384; p<0.05
TABLE 6
Comparison between reading and Spontaneous
Speech tasks (WPM)
Reading  Spontaneous Satistical
Speech Significance
Range 148-216 127-156 No significant
difference
Mean 1857 1483
D 183 147
t- value=4.749; p<0.05
TABLE 7
Comparison between picture description and
Spontaneous Speech tasks (WPM)
Picture  Spontaneous Satistical
description Speech significance
Range 139171  127-156 No significant
difference
Mean 1536 1483
D 154 147

t- value=0.243; p>0.05

Kapoor et al: Rate of Speech of Punjabi Speaking Children

TABLE 8
Co-€fficient of corrdation for wordsper minute WPM
Co-efficient of correlation by two judges 0.981 (98%)
Co-efficient of correlation by the same
judge at different times 0.997 (99%)

Thestudent t-test showed that therewas no significant
difference between the rates of speech of male and
femal e subjects. Thedifference was significant between
the tasks of reading and picture description as well as
reading and spontaneous speech, while the difference
was not significant between the tasks of picture
description and spontaneous speech, as shown in the
tables4 to 6.

The co-efficient of correlation for measurements
at different times and different judges is shown in the
table 8.

DISCUSSION

This study was carried out with an aim to determine the
rate of speech of children in Punjabi language. In order
to minimize the effect of age, the children in the age
range of 10-14 years were selected. It was observed
that there were no significant differences between the
rate of speech of male and female children. This
corroborates with most of the adult studies carried out in
western languages as well as Indian languages such as
Punjabi,” Kannada'! and Oriya.®

According to Yuan, Liberman, Cieri (2006)¢ males
tend to speak faster than femal es, the difference between
themis, however, very small, only about 4 to 5words or
characters per minute. Whereas, Robb, Maclagan, Chen,
(2004)° state that there were no gender differencesin
speaking rate or articulation rate found for either variety
of English. Kaushal et. al.® also reported no statistically
significant difference between rate of speech for males
and femalesin the Punjabi speaking adultsfor the speech
tasks of reading and picture description. Venkatesh,
Purushottam and Poornima (1982)!! reported no
significant difference between males and females in
reading or spontaneous speech in Kannada. Similarly,
Banik and Sashidhar (1989)8 compared the spontaneous
speech rate of Oriya speakers between males and
femal es and observed no significant difference.

Therate of speech of Punjabi speaking children was
highest for the speech task of reading followed by picture
description and then by spontaneous speech. Therate of
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speech in the task of reading was significantly higher
fromthat in the other speech tasks of picture description
and spontaneous speech, the differencewas not significant
between thetasks of description and spontaneous speech.
Similar findings have been reported by Rathna and
Bhardwaj (1977)" for adults.

Whilefurther comparing the present study on Punjabi
speaking children with the cross- linguistic study,’it was
found that in reading and picture description speech tasks,
in terms of words-per-minute, Marathi, Kannada, and
Tamil languages are slower than Punjabi language.On
comparing the present study with a study® of Punjabi
speaking adults, it was observed that on an average in
the speech task of reading the children spoke faster than
the adults.

Further the investigators’ studying the languages
Hindi , Punjabi , Kannada, Tamil and Marathi,
reported that therate of speech in spontaneous speech
tasks in terms of WPM was slower than rate of
speech in reading tasks in all above mentioned
languages except Kannadalanguage. These findings
for Punjabi language are in accordance with the present
study. This could be because in the task of reading
uncertainty is reduced due to presence of written text
which tends to eliminate the need for word retrieval.

The inter-judge and intra-judge variability was
assessed for measurement of words-per-minute. High
co-efficient of correlation between the cal cul ationsmade
by two judges {0.981 (98%)} and the two calculations
made by the samejudge at different times{0.997 (99%)}
was observed. In concordance with the present study,
Alpermann A et al, *? in a recent study, reported
satisfactory inter-judge and intra-judge agreement above
80%. This indicates that the calculations of words per
minute were considered to be highly reliable measure.

CONCLUSIONS

Theratesof speech for maleand femal e children speakers
in the age range of 10-14 years were not significantly
different for Punjabi language. It was in the range of
148-216 words-per-minute (wpm) during reading; 139-
171 wpm during picture description and 127-156 wpm
during spontaneous speech.It was significantly higher in

Journal of Medical College Chandigarh, 2011, Vol. 2, No.1
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the task of reading than the tasks of picture description
or spontaneous speech. There was no significant
difference between the tasks of picture description and
spontaneous speech. Therefore either of the speech tasks
could be used to assess rate of speech. Therefore, it
may be concluded that, in order to reliably assessrate of
speech, either of the speech tasks could be used by
measuring words per minute.
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Case Report

Spontaneousruptureof spleen : A casereport and review of literature
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ABSTRACT

Splenic ruptureisawell-known complication of abdominal trauma. Splenic rupture without history of traumaalso has
been reported. Atraumatic splenic ruptureisan uncommon and potentially fatal clinical entity. Immediate diagnosis
and early surgical treatment can be lifesaving. We present a case report of splenic rupture with no history of trauma
and not abnormal findings on pathol ogic examination of spleen that was successfully treated with splenectomy.

Keywords: Splenic rupture; abdominal trauma

INTRODUCTION

Rupture of spleen is a common occurrence associated
with trauma, infectious diseases, neoplastic and many
systemic disorders affecting the reticuloendothelial
systems (eg.CML, Hepatitis, malaria).

There have been reports of spontaneous rupture of
spleen in the absence of disease, but a trivial insult
such as coughing and vomiting but non traumatic
spontaneous rupture is extremely rare entity. Orloff
and Peskin! had suggested few criteria for labelling
any case as spontaneous rupture of spleen: (i) no history
of trauma; (ii) absence of any disease affecting spleen
directly or indirectly; (iii) absence of perisplenic
adhesionsor scarring; and (iv) presence of normal spleen,
macroscopically and microscopically. Ultrasound by
experienced investigators is reliable method of
diagnosis.

CASE REPORT

Wereport acase of 36 yrsold male who devel oped fever,
moderated to high grade, not associated with chills and
rigors but headache and bodyache. He had 1-2 episodes
of vomiting. After 3 dayshe had severe painin left upper
guadrant pain which was sudden in onset, radiating to
back and left shoulder. He was taken to hospital after
initial treatment from village. He was referred to our
hospital inview of shock. At thetime of admission patient
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was having dyspnea with atered mental status. Pulse
was 110 min. BP60 mm Hg. Pallor present. Per abdomen
examination revealed tenderness. Chest was bilaterally
clear. Patient was intubated due to respiratory distress.
CECT (Fig. 1) abdomen was done which showed gross
hemoperitoneum with perisplenic hematoma.
Investigations were: Hb: 8 gm%. Platelets: 45000.
TLC: 5000. Thil 1.85, BU/SCr : 27/1.3, SGOT/PT : 35/
31. Blood group: B positive. PTI: 80%. BT/CT: 2.44/
7.58 min, Dengue serology negative, malarial parasite
antigen negative. Patient was taken up for exploratory

Figure 2: Intraoperative picture showing hematoma around spleen
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laparotomy which showed gross hemoperinoneum with
hematoma around spleen which was intact except for
capsular tear on surface (Fig 2). Splenectomy was done.
Patient was discharged on 6™ post-operative day and he
isstill aliveand healthy.

DISCUSSION

Spontaneous splenic ruptureisarareentity andisinitially
very difficult to diagnose. Rupture of the spleen hasbeen
described in varieties of medical and surgical conditions
such as infections, haematologic diseases, neoplastic,
SLE? or even pancrestitis®. Traumatic rupture of anormal
spleen is a common result of high velocity trauma.
However, spontaneous rupture (in the absence of either
traumaor disease) can also occur following trivial insults
such as vomiting*® and coughing®’. Some 632
publications reporting 845 patients were identified by
Renzulli P et al* Six major aetiological groups were
defined: neoplastic (30.3 per cent), infectious (27.3 per
cent), inflammatory, non-infectious (20.0 per cent), drug-
and treatment-related (9.2 per cent) and mechanicd (6.8
per cent) disorders, and normal spleen (6.4 per cent).
Treatment comprised total splenectomy (84.1 per cent),
organ-preserving surgery (1.2 per cent) or conservative
measures (14.7 per cent). TheASR-related mortality rate
was 12.2 per cent. The spleen was normal in 7.0 per
cent (atraumati c-i diopathic rupture). Spontaneous splenic
rupture requires a high index of suspicion for diagnosis
with abdominal pain and should be considered in the
differential diagnosiswhen apatient without any trauma
hi story has abdominal pai nwith unexplained hypotension.

Thereare many different speculations regarding the
cause of thisrareclinical entity, but most of thesetheories
lack strong evidence to support them. These theories
includet®

1. Locaizedinvolvement of thespleenwith apathologic
process, which uponruptureall evidence of pathologic
changes are destroyed.

2. Reflex spasm of splenic vein causing acute splenic
congestion.
3. Portal venous congestion with chronic splenic

congestion.
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4. Abnormally mobile spleen that undergoes recurrent
torsionsand the resultant

5. congestion leadsto rupture.® Rupture of adegenera-
tive or aneurysmal splenic artery.

6. Forgotten or unnoticed trauma.

7. Sudden increase in abdominal pressure leads to

rupture (i.e. defecation, weight lifting, sexual
intercourse).

Splenic rupture with hemoperitoneum shoul d be managed
with laparotomy and splenectomy. Highindex of suspicion
isneeded to detect this patholgy early.

CONCLUSION

In summary, primary spontaneous splenic rupture is a
rare entity and needs a high index of suspicion for
diagnosis. Abdomina CT scanis very helpful to detect
this potentially fatal condition. Other causes like
inflammatory, neoplastic, and infectious should be
consideredin differential diagnosis.
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Case Report

Rareforeign body in airway- an anesthetic challenge
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ABSTRACT

Foreignbody (FB) inairway isapotential lifethreatening clinical situation. Rigid ventil ating bronchoscopeisusually
required for itsremoval under general anesthesia (GA). Removal of FB from airway is an anesthetic challenge due
to sharing of common airway by otolaryngol ogist and anesthesiologi<t. It requiresutmost skillsand thorough knowledge
of the physiological changes associated with lodgment of the FB and closed |oop communi cation of anesthesiologi st
with ENT surgeon during perioperative period. Here, we are presenting a.case with successful anesthetic management
for removal of rare FB which was accidentally lodged in left main bronchus.

Keywords: Foreign body; General anesthesia; Bronchoscopy, Airway

INTRODUCTION

Foreign body (FB) aspiration is one of the common
emergencies seen in pediatric age group particularly in
infants.>2M oreover, otolaryngol ogist and anesthesi ol ogist
share common ends for workingin operation theatre and
thus anestheti c management for remova of FB hasaways
been a challenge. These patients are prone to
bronchospasm due to associated inflammatory changes
and edema in airways.? Here, we are presenting a case
of rare foreign body aspiration posted for rigid
bronchoscopy with successful anesthetic management.

CASE REPORT

A 4 year old femal e child weighing 12 kg was admitted
to otolaryngol ogy department for eval uation of intractable
dry cough sincelast one month. The cough was associated
with fever and shortness of breath. Father of child
revealed history of unknown foreign body aspiration about
2 months back. The fever waslow grade and continuous
for last 7 days with loss of appetite. The patient devel oped
difficulty in breathing which aggravated since 2 days.
No other significant history was noted. Genera physical
examination of the child was normal. Systemic
examination of child wasdone. Therewasmildintercostal
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recession with tracheal tug seen on examination of the
chest. On auscultation, coarse conducted breath sounds
with occasional ronchi were heard, more on left upper
and middle zone of the chest. Routineinvestigationswere
done which includes hemoglobin -11.2 gm/dI, total
lymphocyte count (TLC)-13600/mm?, and erythrocyte
sedimentation rate (ESR)-13 mmin first hour.

Chest X-ray (AP view) showed left sided FB in
main bronchusabout 2.5 cmlong and it was shaped like
anail (Figure 1).

Rigid bronchoscopy to extract the FB was planned
under general anesthesia. Written informed consent with
risk involved about the procedure and the anticipated
complications were explained to the parents.
Preoperatively before administration of general
anesthesi g, child chest conditionwas optimized. Child was
administered antibiotics (Ceftriaxone 500 mg 1V) and was
nebulized with bronchodilators (.3 mg of levosalbutamal)
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prior to the institution of general anesthetics. Child was
transferred immediately to operating room (OR) for
planned rigid bronchoscopic procedure. Standard
monitoring wasinstituted, comprising €l ectrocardiograph
(ECG), noninvasive blood pressure (NIBP) and pulse
oximeter (SPO2) in Datex S5 monitor. Premedication
included glycopyrrolate (60microgm|V), hydrocortisone
(25mglV) and fentanyl (30 microgm V). Preoxygenation
wasdonewith 100% oxygen for 5 minutesusing Mapelson
E circuit. Induction of anesthesiawasdone gradually with
sevoflurane (4%) in 100% oxygen preserving the
spontaneous ventilation. After ensuring adequate mask
ventilation, suxamethonium (10mg V) was given for
muscle relaxation. A nasal airway of size 5.0 cm was
introduced in right nostril. A universal connector of
standard endotrachea tube was mounted on top of the
nasal airway to which oxygen tubing was attached. An
oxygen flow of 4l/minwasallowed for oxygen enrichment
during the period of apneawhen the airway manipulation
was to be done by the surgeon. Once the ventilating
bronchoscope wasintroduced beyond glottic opening, the
anesthesia circuit was attached to the side arm of the
bronchoscope. Sevoflurane in 100% oxygen and
intermittent dose of suxamethonium was used for
maintenance of anesthesia. Suction of secretion was
permitted to a short period to prevent hypoxia during
surgical intervention. FB was extracted after a period of
18 minutes with the help of long forceps under
bronchoscopi ¢ vision without any complication. Childwas
ventilated with 100% oxygen till the spontaneous
respiratory effortswereresumed. Post intervention, child
was given injection dexamethasone (2mg V) in view of
anticipated airway edema due to surgical intervention.
Ondansetron (2 mg 1V) was immediately given to
counteract incidence of postoperative nauseaand vomiting
(PONV). Once the child was fully awake and has
adequaterespiratory effortsthe child was shifted to post-
anesthesia care unit (PACU) for further monitoring of
the vitals. Afterwards the child was shifted to pediatric
intensive care unit (PICU) for next 24 hours for further
optimization of the chest condition. Child wasthen shifted
to pediatric ward thereafter and was discharged on
seventh day post operatively. No complication was
observed in postoperative period and child went home.

DISCUSSION

Infants and children are most commonly affected from
aspiration of foreign body.? History of aspiration may
not alwaysbedicitedin all patients.3For removal of foreign

Journal of Medical College Chandigarh, 2012, Vol. 2, No.1

body open rigid ventilating bronchoscopeis most widely
used in children.**Aspiration of non vegetative FB (like
metallic nail, ball) andits presencein left main bronchus
isnot very common. Metallic FB causesmucosal irritation
but fortunately they take timeto completely occlude the
bronchial lumen.®Vegetative FB ingestion, itsincidence,
pathophysi ol ogy and management issomewhat different
when compared to the metallic FB. They tend to cause
chemical bronchitis and mucosal edema which lead to
atelectasis or obstructive emphysema.”® Chest X-Ray is
diagnostic in majority of cases. Here, chest X-ray (AP
view) showed a 2-3 cm long FB, probably of metallic
nature, in left main bronchus. There was no other
abnormality detected in lung fields may bedue to partial
patency of left main bronchus.

A good team effort amongst the anesthesiologist,
otolaryngologist isrequired for successful intervention
and appropriate management. Rigid bronchoscopy may
lead to reflex vagal stimulation, severe cardiovascular
compromise, hypoxiaand bronchospasm. Theincidence
of cardiac arrhythmiaisawaysincreased in presence of
hypoxia.°An appropriate and safe planning of anesthetic
technique is required in managing these patients in
perioperative period .This includes adequate analgesia,
adequate anesthetic depth, good musclerelaxation. Rapid
recovery of cough reflex isdesirable.

Difficult airway cart should alwaysbe prepared prior
to these surgical manipulations to manage any
unintentional catastrophic events due to intense airway
manipulations. An anticholinergic agent (preferably
glycopyrrolate) should begiven prior to theintervention,
acting as an antisal ogougue and to counteract reflex vagal
stimulation by the instrumentation. Hydrocortisone is
generally used to prevent post operative subglottic and
airway edema. Preoxygenation providesadditional safety
by preventing hypoxia during apneic period of surgery.
Inhalational induction in these patientsis preferred asit
preserves the patient spontaneous respiratory efforts,
much needed in managing difficult airway. Sevoflurane
istheinhalational agent of choice particularly in pediatric
patientsdueto itsproperty of providing smooth and quick
induction without irritating the lower airway structures.
Short acting muscle relaxant like suxamethonium is
preferred as it increases the margin of safety in these
patients with anticipated difficult intubation. Prolong
controlled ventilation isavoided asthey may increase the
possibility of lodgement of FB further distal in smaller
airways, leading to severe airway obstruction and lung
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atelectasis. Oxygen enrichment can be done to avoid
hypoxia, asdoneinthischild vianasal airway to provide
oxygenation during the period of apnea created by the
surgeon for instrumentation. The maintenance of
anesthesia was done by ventilating the patient through
side arm of bronchoscope with oxygen, sevoflurane and
intermittent dose of suxamethonium. Non depolarizing
muscl e rel axants were generally avoided in anticipation
of short period of surgery. If in case thereis suspicion of
impaction of the FB which might prolong the surgical
period of intervention, an intermediate acting muscle
relaxant can be given. Suctioning of secretions and blood
should be restricted to a limited duration to prevent

Snghetal : Rareforeign body in airway

and experience of the anesthesiologist and concerned
surgeon. Comprehensive preoperative preparation and
effectiveteamwork isrequired for managing these cases.
Ensuring proper functioning of the ventilating
bronchoscopesand preventing period of hypoxiaduring
the intervention is the crux of the management during
intraoperative period. The post-operative care with
intensive monitoring is mandatory to avoid any further
complications. Thisalso providesusawindow for rapid
optimization of patient general condition ensuring fast
tracking for discharge from the hospital .
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Erratum

Thisiswith referenceto manuscript entitled " Cardiopulmonary Resucitation Teaching and Traning Programmes: Our Experience”
published in IMCC 2011, Vol 1, No. 2 with authors Manpreet Singh, Lakesh Anand, Dheeraj Kapoor, Satinder Gombar. On the
pageNo. 59intitle'Abstract’ para 2 line 1, Introduction para 2 line 3, and on page 60 title Methods para 1, line 2 the October

2011 and November 2011 may be read as August 2011.
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Case Report

Ancient cystic schawannomas: caseseries and review of literature

Arvind Malhotra, Rohit Jindal!, Raj Pal Sngh Punia
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ABSTRACT

Schwannomas can occur virtually anywhere in body where peripheral or cranial nerves are present, and they
correspond to 8% of primary intracranial and 29% of primary spina tumours. Interestingly, large schwannomas
within the lumbar spine may go unnoticed for alarge time span mainly due to indolent growth of the tumor and the
paucity of symptoms generated. With a more malleable structure, a cystic schwannoma may pose a challenge to

diagnosis.

We aim to emphasi ze the differential diagnosis of cystic masses of theintraspinal region by illustrating the clinical
picture, imaging findings, treatment and prognosis of this unique disease by presenting two case reports.

Keywords: Ancient Schwannomas; Cystic Schwannomas; Intraspinal Tumours

INTRODUCTION

Schwannomas can occur virtually anywhere in body
where peripheral or cranial nerves are present and
they correspond to 8% of primary intracranial and 29%
of primary spinal tumours.*? Schwannomas occurring
within the lumbar spine are not rare, but large and
predominantly cystic schwannomas occurring in the
Dorso-lumbar spine have rarely been demonstrated.
Interestingly, large schwannomas within the lumbar
spine may go unnoticed for alargetime span mainly due
to the indolent growth of the tumor and the paucity of
symptoms generated. With amore malleable structure, a
cystic schwannoma may pose a challenge to the
diagnosis.® Few cases of cystic nerve sheath tumours
have been described in the literature. Thereis no report
of multiple cystic nerve sheath tumoursin literature asis
the second case we are presenting.

We aim to emphasize the differential diagnosis of
cystic masses of the intraspinal region by illustrating
the clinical picture, imaging findings and treatment
of this unique disease by presenting two case
reports.

Corresponding Author :

Dr Rohit Jindal

Assistant Professor,

Department of Orthopaedics

Government Medical College and Hospital,
Chandigarh-160030, INDIA

Journal of Medical College Chandigarh, 2012, Vol. 2, No.1 28

CASE 1

A 60-year-old female without remarkable previous
medical history was admitted in our Hospital with 18-
month history of lumbar pain and radiation to both lower

Figurel : T1 sagittal view showing hypointense SOL in
thoracolumbar spine.
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limbs. Therewasaprogressively increasing difficulty in
walking. Her general physical examination wasnormal.
Her neurological examination disclosed signs of
paraparesiswith motor power grade 3/5 and spasticity in
both lower limbs. She had decreased sensations below
L1 dermatome.

Magnetic resonance imaging (MRI) depicted an
extensivelesion 10cm x 2cmx 2cm extending from D11
to upper border of L2 level completely constituted by a
largecyst and asmall nodule. Thelesionwas hypointense
(Figure 1) on T1 weightedimage and hyperintenseon T2
weighted images (Figure 2). Thedifferential diagnosisof
haemangi oblastoma and ependymoma was kept.

Laminectomy (D11 to L2) was performed using a
posterior midline approach to exposethe dura, whichwas
found to be thinned out, and tense. The Cystic mass had
a greyish nodule measuring 10x10x8 mm.Complete
excision by microsurgical techniquewasdone. Water tight
Duroplasty was done.
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Figure 2 : T2 sagittal view showing bright hyperintense SOL with a
hypointensenoduleinthoracolumbar spine

CASE 2

Figure 3: T2 sagittal view showing bright hyperintense SOL at
cervicomedullary junctionand dorsal spine

A 45 year old male presented with inability to walk since
2 months and pain radiating to all four limbs (lower
limb>upper limb)since last five years. On examination
patient had spasticity in both lower limbswith ankleclonus
bilaterally. Sensationswere preserved. Bowel and bladder
sensation was preserved.

MRI of whole spine was suggestive of two lesions
oneat cervicomedullary junction (Figure 3) and other at
D2-3level of dorsa spine. Thelesionswereof 1.5X1cm
and 1.5x1.5 cmrespectively. They were hyperintense on
T2 signal. Differential diagnosis of arachnoid cyst and
infectious cyst was kept.

Laminectomy at both levelsi.e. C1 and partial C2
and D2-D3 was done and the lesion excised completely
by mi croscopic technique. Both were cystic lesionswith
membrane and asmall solid part.

Histological examination of the excised specimen
revealed tumor composed of hypocellular and
hypercellular areas showing interlacing bundles and

Figure4: Showing cyst with membrane, solid and cystic parts
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Figure 5: Photomicrograph of the specimen showing alternating
Antoni A (hypercellular) and Antoni B (hypocellular) areas in a
fibrillar background without any axons suggestive of cystic
schwannoma (H& E, x100).

fasciclesof spindle shaped cellswith nuclear pallisading
forming verocay bodies at places suggestive of
schwannomacell nuclel (Figure5). Thehypocel lular areas
showed areas of cystic change. There was no evidence
of nerveinfiltration or mitosesto suggest malignancy.

After an unremarkable postoperative period, both
pati ents experienced acompleteremission of preoperative
symptoms. At afollow-up visit performed 6 months after
surgery, the patients had reduced spasticity, were pain
free and could walk without support.

DISCUSSION

Schwannomas are slow growing benign tumours. They
are usually encapsulated, and rarely undergo malignant
transformation. Schwannomas arise from the Schwann
cells of the nerve sheath, and they comprise the most
common tumor type affecting the peripheral nerves.
Conspicuously, schwannomas are more frequently
observed in patients with neurofibromatosis type 2.
Women and men are equally affected by schwannomas,*
and the literature is prolific in showing cases of
schwannomas affecting alarge age range,a beit thereis
apredefined predilection for occurrencein between the
fourth to sixth decades of life.12

Benign schwannomas can occasionally display
degenerative changes that are encompassed by cyst
formation, calcifications, haemorrhage and hyalinization.
When multiple degenerative changes are encountered,
schwannomas fit into the category of “ancient
schwannomas’, which are extremely benign in course,
rarely demanding any form of treatment.* Specificaly,
the cystic degeneration of schwannomas occurring in
isolation, i.e., without additional features of ancient
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schwannomas, is rarely encountered. Cystic
degenerations have been observed in the orbital region,®
intheolfactory groove,®inthetentorial hiatusand posterior
cavernous sinus,’ in the presacral region,®® within the
pancreas,’® in the maxillary sinus,** within the spinal
cord,*? and intraventricular.*®* Cystic schwannomas have
also been observed surrounding cranial nerves such as
thevestibular nerve,** and within thejugular foramen.*

No radiographic findings are pathognomic for
intraspina schwannomas. However, imaging studiesmay
reveal widening of the neural foramen, erosion of the
pedicle, increased interpedicular distance, and scalloping
of the adjacent vertebral body. MRI is the preferred
imaging modality. Schwannomas generally have low-to-
intermediate signal intensity on T1-weighted images. On
T2-weighted images, they may be heterogeneous with
focal areas of hyperintensity and hypointensity,
corresponding to cyst formation, haemorrhage, dense
cellularity, and collagen deposition.l®! Very highintensity
regions seen on T2- weighted images correspond to cystic
degeneration with surrounding collagenous Obroustissue.
Schwannomas do not always have the typical T2
appearance of benign neurofibromas, specifically a
hyperintense rim of myxomatous tissue surrounding a
hypointense centre of fibrocollageneoustissue.'’

Surgical treatment of cystic schwannomas can be
very demanding because of the adhesion of the tumour
capsule to the surrounding structures, fragile tumour
capsules, and difficulty in identifying the arachnoidal
planes. Early identification of the arachnoidal planes
without opening of the cyst and sharp dissection may be
useful. Compl ete excision without resultant neurol ogical
deficits may be feasible provided that there is no
entrapment of nerveroots.™>Prognosisisusually excellent
with the exception of the melanotic variant, malignant
forms, and cases of neurofibromatosis.

The differential diagnosis of such a large cyst
includes a cystic neurofibroma,'® ependymoma,
epidermoid cyst, arachnoid cyst,cystic lymphangiomas,*®
cystic teratoma,® and cystic meningioma.?
Histopathol ogical examination remains the mainstay of
differentiation as clinicoradiographic features can be
indistinguishable.

Less than fifty cases of cystic schwannoma or
ancient schwannoma are reported in literature and only
two of giant proportion are reported.?? Multiple Cystic
schwannomas are not reported in literature.
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CONCLUSION

Cystic schwannomais arare entity and must be kept as
adifferential diagnosisof all cystic massesinspine. Itis
curablewith good prognosis.
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ABSTRACT

Pyomyoma (suppurative leilomyoma) isan acute complication which occursasaresult of infarction and infectionina
fibroid. Only afew cases are reported in literature some of which were seen in post menopausal women where they
were presumed to be caused due to i schemiaresulting from atheroscl erosi s associated with diabetes or hypertension.
Amongst the rest, pyomyomaoccurred either post abortion or post partum and the cause was generally presumed to
be ascending infection. This report documents a pyomyoma that presented spontaneously, as acute abdomen in an
0ngoing pregnancy.

Prompt identification and surgical treatment of a pyomyoma is important because its perforation and subsequent
spillage of pus can lead to pyoperitoneum, acute respiratory distress syndrome and septic shock in the patient.

We know that diagnosis of acute abdomen during pregnancy can be difficult as a result of the anatomical and
physiological changes associated with pregnancy. Hence, if apatient of acute abdominal pain with aprevious history
of uterinefibroid doesnot improve upon conservative management, we must think beyond theknown red degeneration

and keep apossibility of pyomyomain mind.

Keywords: Pyomyoma, acute abdomen, red degeneration of fibroid

INTRODUCTION

Pyomyoma, or suppurative leilomyoma, is a rare and
potentialy fatal complication of uterineleiomyomas. Some
cases occur as complications of pregnancy, while others
are idiopathic occurring in postmenopausal women. As
per literature there are 20 case reports of pyomyoma
since 1945. The occurrence of pyomyoma after
pregnancy termination, either spontaneous or induced,
demonstrates the role of ascending infection. However
the findings in our case suggest that it can insidiously
develop following red degeneration of afibroid during
pregnancy. Since the perforation of pyomyoma with
subsequent spillage of pusinto the peritoneal cavity can
lead to pyoperitonitis, septicemia and acute respiratory
distress syndrome(ARDS); it needstimely intervention.
The aim of this report isto highlight a potentially fatal
condition for which we need to keep a high index of
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suspicion in a pregnant lady presenting with acute
abdomen along with coexisting leilomyomaoof the uterus.

CASE REPORT

A primigravida, aged 22 yrs presented in outpatient
department at 38 wks of gestation with complaint of
generalized pain in abdomen for three days. The pain
was dull aching, non-radiating, with no aggravating or
relievingfactors. It was not associated with painful uterine
contractions, |eaking or bleeding per vaginum. Therewere
no gastrointestinal or urinary complaints. She was a
booked and supervised patient with no antenatal
complicationsother than asmall uterinefibroid5cmX 5
cminanterior wall of body of uterusdetected onaroutine
obstetric ultrasound at 20 weeks gestation. On
examination her vitalswere stable. Uterus corresponded
to term size gestation with asinglelivefetusin cephalic
presentation. Therewasasmall swellingintheumbilical
region approximately 5cmx 5cmin size. Therewasmild
tendernessall over the uterus. Tonewas not raised. There
was no guarding over abdomen. Liver and spleen were
not enlarged. Bowel sounds were normal. Ultrasound
confirmed the findings. In addition, there was no
retroplacental clot. The fibroid showed a variegated
appearance and probe tenderness. Her routine
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investigations were normal. A provisional diagnosis of
red degeneration of the fibroid was made and the patient
was managed conservatively with non-steroidal anti-
inflammatory drugs. Shewaskept in thelabour ward for
observationwithaplan of normal vagind delivery. Severity
of pain in abdomen increased over the next two days.
Repeat haemogram showed leucocytosis with
neutrophilia. There was guarding and generalized
tenderness associated with nausea and vomiting.
Umbilical swelling became tender, soft, warm and
fluctuant. Therewas nofever. On ultrasound examination
abreach was noted in the anterior abdominal wall with
bowel loops herniating in the periumbilical area. A
diagnosis of strangulated paraumbilical herniawas made
and the patient was taken up for laparotomy. Per-
operatively wefound apeduncul ated fibroid of size8cm
X 6cm with pus pointing. The same was removed and
sent for histopathology, the findings of which were
consistent with pyomyoma. Aspirated pus was sent for
culturewhichwasreported as sterile. A live healthy baby
boy was delivered by caesarean section. Rectus sheath
did not reveal any defect or hernial sac. Patient received
broad spectrum antibiotics. Her post-operative period was
uneventful. She was discharged after stitch removal on
day eight of surgery in satisfactory condition.

DISCUSSION

Pyomyoma, or suppurative leilomyoma, is a rare but
potentially fatal complication of uterine leilomyomas.
Etiology of pyomyomaismainly infarction or infection of
fibroid. Out of nearly hundred cases reported in the
literature, only about 20 have occurred in the post-
antibioticera. Thisimpliesapreventiverol e of antibiotics.
More commonly reported in postmenopausal women;

33

atherosclerosis causing ischemia in association with
diabetes or hypertension is presumed to be the cause.
Amongst the rest, ascending infection post abortion or
postpartum appearsto be the preceding event®. Our patient
presented spontaneously and uniquely, as acute abdomen
inan ongoing uncomplicated pregnancy with no high risk
factor. Only one more case of sepsisin second trimester
of an ongoing pregnancy due to pyomyoma has been
describedinliterature.

The commonest complication of fibroid in pregnancy is
the'syndrome of painful myomas' variously described as
red degeneration, hemorrhagic infarction or aseptic
necrobiosis. In our patient theinsidious devel opment may
have followed red degeneration of the fibroid. The site
and presentation of thefibroidin theregion of umbilicus
and the ultrasound picturelead to misdiagnosis. Perforation
of pyomyomawith subsequent spillage of puscan cause
pyoperitoneum, ARDS and septic shock. Early diagnosis
of pyomyomaiscritical because of associated morbidity
and mortality®. Ultrasound findings suggestive of
pyomyomahave been described as presence of echogenic
debrisand reverberation artifact in apreexisting fibroid.
Contrast enhanced CT scan in a non-pregnant patient
can also demonstrate the presence of gasand debrisina
pyomyomat. The definitive treatment of apyomyomais
hysterectomy or myomectomy with aggressive antibiotic
therapy®. Nonsurgical treatment using ultrasound/CT
guided drainage of pyomyomahasbeen tried successfully
intwo cases’. However, in absence of adequate response
to thistreatment, hysterectomy should be done. Although
the condition israre yet diagnosis should be considered
inapatient presenting with acute abdomen when thereis
sepsis, coexisting uterine leiomyomaand no other source
of infection especialy if patient is not responding to
conservative management.
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ABSTRACT

The "ileo sigmoid knotting" (ISK) is arare cause of acute intestinal obstruction. In 1SK, the terminal ileum wraps
around the base of redundant sigmoid colon and forms a knot. Term "compound volvulus' is also used for this
condition. Hypermobile loop of ileum formsthe active knot component, which wraps around the narrow base of the
dolichosigmoid colon. Depending on the tightness of the knot - gangrene of both or single component of knot
occurs. Incidence of gangrenous bowel in ISK has been found to be around 88%. Severe shock ensues due to
sequestration of large volume of blood, peritonitis and endotoxemia. Thereishigh mortality unless prompt and correct

treatment is undertaken.

INTRODUCTION

Parker credited with having described the first patient
with Ileosigmoid knot in 1845.* lleosigmoid knot is an
unusual clinical entity of small bowel obstructioninwhich
the ileum wraps around the base of the sigmoid colon
and forms a pseudoknot.? As the knot tightens, adouble
loop obstruction with rapid progression to gangrene of
ileumaswell assigmoid colon. Preoperative diagnosisis
difficult because of its infrequency and atypical
radiographic findings.® Here we report a case of 22 year
maleinwhom diagnosis of ileosigmoid knot was made at
emergency surgery.

CASE REPORT

A 22 year male presented with complaint of pain abdomen
for 2 days, vomiting and constipation for one day. On
examination, patient was having tachycardia, abdominal
distension, generalized tenderness, guarding and positive
rebound tenderness with absent bowel sounds.
Investigations revealed Hb 14.5 gnmv/dl, total leucocyte
count 28,900/cu mm with predominance of neutrophils
count (90%), blood urea 49mg%, Serum creatinine
1.8mg%, S. amylase 51 |U/I, S. Na'/ k* 132/4 meg/ L.
X-ray abdomen erect filmreveded multipleair-fluid levels
with dilated gut loops. Therewasno freeair under domes
of the diaphragm. Provisional diagnosisof acuteintestinal
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obstruction was made. Patient was shifted to emergency
operation theatre after resuscitation. Exploratory
laparotomy was performed through midline vertical
incision. Therewasoneliter of foul smelling, blood stained
fluidintheperitoneal cavity, Complex knotting was present
between terminal ileum and sigmoid colon with gangrene
of the sigmoid colon and distal one and half feet of
terminal ileum, except for the last 6cm of the terminal
ileum (Figure 1-4). Resection of gangrenousdistal ileum
and sigmoid colon was donewith colorectal anastomosis
with proximal ileostomy. Intraoperatively, diagnosis of
“ileosigmoid knotting” was made also known as
“compound volvulus’. Post operative period was
uneventful and patient was discharged on 7th post
operative day. He was advised regular follow up and
ileostomy closure after 6 weeks.

DISCUSSION

Ilecsigmoid knot isan uncommon lesion; however itisa
well recognized condition in certain African, Asian and
middle east region. Although what causes anileosigmoid
knot is still unclear, three factor have been found
responsible: a long small bowel mesentery and freely
mobile small bowel; along sigmoid colon on a narrow
pedicle; and finally theingestion of high bulk diet inthe
presence of an empty small bowel .2

Ileosigmoid knot has been categorized into three
types. Intypel, theileum (active component) wrapsitsel f
around sigmoid colon (passive component) in aclockwise
or anticlockwise direction (type A when clockwise and
type B when anticlockwise). Intypell, thesigmoid colon
(active component) wraps itself around aloop of ileum
(passive component) in a clockwise or anticlockwise
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Figure 3

Figure 4

Figure 1-4 shows operative steps

direction. In type Ill, the lleocaecal segment (active
component) wrapsitself around the sgmoid colon (passive
component).

Predominant clinical featuresof ileosigmoid knot are
that of acuteintestinal obstruction. General condition of
the patient deteriorates rapidly as ileosigmoid knot can
rapidly progressto gangrene of ileum aswell assigmoid
colon.

Theradiographic findingsof ileosigmoid knot include
adouble closeloop obstruction, with the small intestinal
loopsinthe upper left quadrant and dilated sigmoid |oop
in right.® The finding in a CT scan suggestive of
ileosigmoid knot include the 'Whirl sign’ created by the
twisted intestine and sigmoid mesocolon in ileosigmoid
knot, medial deviation of the caecum and descending

colon.* Preoperative diagnosisof ileosigmoidisdifficult
because of its infrequency and atypical radiographic
findings. Consequently, this entity is usually diagnosed
during exploratory |aparotomy.®

Prompt laparotomy and resection of non viable or
doubtful intestinein apatient with antibiotic therapy and
adequatefluid and el ectrolyte resuscitation are key factors
to diminish the mortality rate.®

Theanatomical and pathol ogical changesdictatethe
operative procedure. Various surgical procedures have
been conducted in these patients.

When loops of the knot assessed as viable with
certainty, untying of the knot after deflation is the sole
operative maneuver required. Thisis also worth trying
when the bowel is of questionable viability.> When one
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of the components of the knot develop gangrene,
resection of theinvolved loop at its point of ingress and
egress, simplify the untying of the knot. This result in
preservation of the viable component.® In the presence
of gangrene of both loopsof ileosigmoid knot, any attempt
to untiethe necrotic knot should be condemned. En bloc
resection of both gangrenous components of knot is
recommended.> After resection of gangrenous small
bowel, intestinal continuity is restored by end-to-end
enteroenterostomy. If less than 10 cms of the terminal
ileum proximal to the lleocaecal valve appears frankly
gangrenous or of doubtful viability, entero-enteric
anastomosis should not be attempted. Terminal ileumis
closed and enterocecal anastomosisperformed bypassing
theileocaecal valve.® After resection of the gangrenous
sigmoid colon, Hartmann procedureisusually considered
suitable; whentheviability of thedistal rectumisdoubtful
or the viable limb is too short to be exteriorized.> The
reconstruction of the colonic continuity may be established
by immediate colorectal anastomosis, if the distal limb
has good blood supply.®
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CONCLUSION

We conclude that the [leosigmoid knot isarare cause of
intestinal obstruction. It may rapidly progressto gangrene
and shock so, early diagnosis, aggressive fluid
resuscitation, preoperative antibiotic and prompt effective
surgery are essentia for better outcome despitedifficulty
inmaking a preoperative diagnoss.
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Case Report

Subcutaneousemphysemain bronchial asthma: misdiagnosed asadrugreaction

Kana Ram Jat, Chandrika Azad

Department of Pediatrics, Government Medical College and Hospital, Sector-32, Chandigarh-160030, India

ABSTRACT

Pneumomedi astinum and subcutaneous emphysemaare unusual complications of acute asthmain children. Here, we
present such a case which was misdiagnosed as drug reaction. The need for increased awareness among physicians
dealing with children isbeing emphasized to diagnosis early and to treat effectively the mediastinal and subcutaneous

emphysema during acute asthmain children.

K eywords: Asthma, pneumomediastinum, subcutaneous emphysema.

INTRODUCTION

Asthmaisthe most common chronic diseasein children,
with prevalence between 10% and 23%.* Children
frequently visit pediatric emergency department for acute
exacerbation of asthma. Mediastina and subcutaneous
emphysema are unusual complications of acute asthma
in children but areimportant because of their sudden and
usually unexpected onset. Mediastinal and subcutaneous
emphysema may cause significant morbidity and rarely
mortality if undiagnosed and untreated.?2 We present here
a case of bronchial asthma with subcutaneous
emphysema and pneumomediastinum with an emphasis
toidentify the condition timely and correctly to avoid delay
in treatment and to prevent morbidity from asthma.

CASE REPORT

An 11 year old boy, presented to pediatric emergency
with history of cough for five days and swelling of face
for two days. He was known case of asthma but was
not on regular inhaler therapy. On second day of cough,
patient had consulted alocal physician and was started
on theophylline tablets. Cough did not respond to
medi cation and next day patient had devel oped swelling
of face. It was diagnosed asdrug reactionto theophylline
by local physician. Patient was administered pheniramine
maleate and hydrocortisone and was referred to our
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Figure 1 : A child with bronchial asthma complicated by subcutancous
emphysema, A. at presentation, B. after seven days of treatment.

centre. Therewas no history of fever, rash, itching, loose
stools, oedema of feet, abdomen distension or seizures.
At presentation, patient was afebrile, had heart rate of
106/min, respiratory rateof 34/minwith minimal retractions
and blood pressure of 106/68 mmHg. The child had
subcutaneous swelling over chest, neck and face
extending up to upper eyelids(Figure1A). Crepituswas
present all over the swelling. Hamman’'s sign (the
crunching sound synchronous with the heart beat) was
also positive. Chest examination revealed bilateral
wheezing. Rest of the systemic examination was
unremarkable. Chest x-ray showed bilateral subcutaneous
emphysema and pneumomediastinum without obvious
pneumothorax (Figure 2). Hemogram, renal function and
liver function tests were within normal limits. Based on
history and examination findings diagnosis of acute
asthma complicated by extensive subcutaneous
emphysema and pneumomediastinum was considered
which was confirmed by chest x-ray findings.

Child was managed conservatively as an acute
exacerbation of asthma with oxygen supplementation,
salbutamol and ipratropium nebulisation and steroids
(initialy intravenous hydrocortisone followed by ora
prednisolone). He responded to treatment; respiratory
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Figure 2 : Chest x-ray of a child with asthma showing bilateral
subcutaneous emphysema and pneumomediastinum.

distress settled completely within 12 hours and
subcutaneous emphysemaresolved gradually over seven
days (Figure 1 B). He was discharged on inhaled
fluticasone and salmeterol combination therapy and was
asymptomatic on follow-up.

DISCUSSION

Kahn reported first case of subcutaneous emphysema
as a complication of childhood asthmain 1927.4 Since
then, there are casereportsand case serieson mediastina
and subcutaneous emphysema as a complication of
childhood asthma.235° Air leak complications of asthma
had been reported in about 1.1% of the severely asthmatic
children.® These complications may also recur in same
individud.

Over-distension of aveoli from partial or complete
airway obstruction during asthma exacerbations causes
escape of air along perivascular sheath into mediastinum
resulting in pneumomediastinum. Accumul ation of large
quantity of air in mediastinum under tension may compress
large vessels and cause decrease in cardiac output.
Further extension of air may then produce pneumothorax,
pneumopericardium, retroperitoneal, epidural and
retropharyngeal emphysema.681%11 Air may also dissect
through carotid perivascular sheaths producing
subcutaneous emphysema in neck and face.

Causes of mediastinal and/or subcutaneous
emphysema, other than acute asthma may include:
forceful resuscitation of newborn, congenital stenosisof
larynx, infections (pneumonia, laryngeal diphtheria,
pertussis, acute obstructive laryngitis, measles, and
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pulmonary tuberculosis), foreign body aspiration,
anesthesiaunder pressure, surgical complications(surgery
of chest, tracheotomy and tonsillectomy), traumato chest
and spontaneous mediastinal emphysema.?512

Clinical features of mediastina emphysema, also
called as pneumomediastinum, include: sudden onset
dyspnea, anterior chest pain, associated subcutaneous
emphysema of neck area, decreased cardiac dullness,
Hamman's sign (cracking or crunching sound heard by
auscultation over precordium) and venous distension of
neck and head.?*> Chest x-ray (antero-posterior and/or
lateral view) usualy confirmsthe diagnosisof mediastinal
and subcutaneous emphysema. Although difficult to
diagnose, pneumothorax should be suspected in presence
of decreased/absent breath soundswith hyper-resonance
on one side of chest in such cases with confirmation by
chest x-ray.® The present case had typical clinical features
of mediastinal and subcutaneous emphysema, but it was
misdiagnosed by a local physician as drug reaction to
theophylline. The reason for misdiagnosis may be
unawareness of the physician of such sudden onset and
extensive subcutaneous emphysema (including even
upper eyelids) in acute asthma. The diagnosis was
confirmed on chest x-ray. There was no evidence of
pneumothorax in index case. The subcutaneous
emphysema complicating acute asthma most frequently
occur in the neck, face, anterior chest, axilla and
sometimes extending to arms, dorsum of hands and upper
thighs.2*Theinvolvement of upper eyelidsin particular,
asinindex case, israrely described in literature.

The management of mediastinal and subcutaneous
emphysemaisusually conservative and include treatment
of underlying acute exacerbation of asthma by oxygen
supplementation, bronchodilatorsand steroidswith careful
monitoring.2**3 Effective asthmatreatment stopsfurther
flow of air in mediastinum by decreasing aveolar over
distension and air already present there is absorbed
gradually. Positive pressure ventilation shoul d be avoided
in these patients as much as possible because it may
worsen the condition. Surgical interventionisusually not
required except in cases of progressive worsening
dyspnea, cyanosis, poor perfusion and tension
pneumomediastinum despite adequate medical therapy
and may include cervical mediastinotomy, needle
aspiration of air or incision of the skinin the suprasternal
notch by experts.>31* The associated pneumothorax, if
more than 20 percent, progressively increasing or under
tension, may require chest tube drainage. We also
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managed the case conservatively and it responded. In 52
cases, reported by Odajima, average duration of
subcutaneous emphysema was 6.2 days (range 3-11
days) and average duration of mediastina emphysema
was 6.5 days (range 3-11 days).®In index case, the
subcutaneous emphysema resolved in 7 days.

To conclude, increased awareness by physiciansis
needed to diagnosis early and to treat effectively the
mediastinal and subcutaneous emphysema, an unusual
complication of acute asthmain children.
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Case Report

Unusual foreign body in maleurethra- asewingneedle
Sumitoj Singh, Vishant Deo, Sudhir Khichy
Department of General Surgery, Guru Nanak Dev Medical College & Hospital, Anmritsar, Punjab, India

INTRODUCTION

Foreign body, especially sharp abjectisrareinmaelower
urinary tract. Most of them are self-inflicted as a result
of exotic impulses, psychosexual problems, sexual
curiosity or sexual practicewhileintoxicated.

CASE

A 14- year old boy presented with complaint of single
episode of bleeding per urethra and dysuria since one
day. There was no history of any abdominal pain or
trauma. Patient was having no psychological problem.
On physical examination, hard pointed mass was
protruding from the ventral surface of the penis near
penoscrotal junction (Fig 1). The distal end of swelling
wasnot palpable. Digital rectal examination wasnormal.
On urinalysis, RBCswere present . X-ray examination
revealed a long needle in the penile area (Fig 2). On
repeatedly asking, the patient admittedto have inserted
the needl e during masturbation. The needle wasremoved
by ureatherotomy near penoscrotal junction under spinal
anaesthesia. Wound was closed inlayers and patient was
catheterised . On seventh post operative day catheter
and skin stitcheswere removed. After two weeks patient
had epididmo-orchitis, which was managed
conservatively.

DISCUSSION

Figure 1: Needle protruding near penoscrotal junction.

The most common reason for self infliction of foreign
object in male urethra is of erotic or sexual nature,
especially mastrubation or sexual gratification.** When
theforeign body isinsertedinto the urethrait getsdlipped
into urinary bladder itself due to involuntary perineal
muscle contraction. Thelength of passagethat aforeign
body can migrate from urethral meatus to bladder is
approximately 20-25 cm in an adult erected penis.
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Migration through the bulbous urethral curvature without
sgnificantinjuriesissurprisngand still not fully explained.®
The suitable method of removing aurethral foreign body
depends on the size and mobility of the object. Whenever
possible endoscopic or minimally invasi ve techinques of
removal should be used. In case of severeinflammation,
surgical retrieval should be done. Common complications
of urethral foreign body are urethritis, urethral tear with
periurethral abscess and or fistula, haemorrhage and
urethral diverticulum.®

41
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NewsWe Can Use

1. Takeaspirinaday, keep cancer away

We al know the role of Aspirin in reducing risk of vascular events. Recently aspirin is established as having
antineoplastic effect particularly in colorectal tumours. A number of epidemiological studies,*? randomised controlled
trialson colon polyp recurrence,® and hereditary colorectal cancer syndromes** have shown that aspirin reduces
incidence of colorectal cancer.

First convincing proof reveals - aspirin can prevent death from several cancers. Aspirin use daily at any doseis
associated with a 21% risk reduction of cancer death and this benefit is evident after 5 years,®

Insix primary preventiontrials, low-dose aspirin has reduced risk of cancer incidence by 12%. Despiteitseffects
in causing bleeding in the short-term, (it proved to be diminished over time). Finally, for most of us, after weighing
risk-benefit of aspirin it seemsto favour aspirin'slong-term anticancer benefit.

1. Rothwell PM, Price JF, FowkesFGR, et al. Short-term effects of daily aspirin on cancer incidence, mortality,
and non-vascular death: analysis of the time course of risks and benefitsin 51 randomised controlled trials.
Lancet 2012; 379:1602 - 1612.

2. US Preventive Services Task Force. Aspirin for the prevention of cardiovascular disease: US Preventive
Services Task Force recommendation statement. Ann Intern Med 2009; 150: 396-404.

3. ColeBF, Logan RF, Halabi S, et al. Aspirin for the chemoprevention of colorectal adenomas: meta-analysis
of therandomized trials. JNatl Cancer Inst 2009; 101: 256-266.

4. BurnJ, Bishop DT, Chapman PD, et a. A randomized placebo-controlled prevention trial of aspirin and/or
resistant starch in young peoplewith familial adenomatous polyposis. Cancer Prev Res (Phila) 2011; 4: 655-
665.

5. Burn J, Gerdes A, Macrae F, et aon behalf of the CAPP2 Investigators. Long-term effect of aspirin on
cancer risk in carriers of hereditary colorectal cancer: an analysis from the CAPP2 randomised controlled
trial. Lancet 2011; 378: 2081-2087.

6. Rothwell PM, Fowkes FG, Belch JFF, Ogawa H, Warlow CP, Meade TW. Effect of daily aspirin on long-
termrisk of death dueto cancer: analysisof individual patient datafrom randomised trials. Lancet 2011; 377:
31-41.

2. Boosting coffee - a paradigm shift

Contrary to our belief that coffee might increasethe risk of cardiac disease as coffee drinking is associated with
increased low density lipoprotein(LDL) cholesterol levels and short term increases in blood pressure, recently
published prospective U.S. cohort study involving 400,000 participants and 52,000 deaths have reveal ed adose-
dependent inverse association between total mortality and mortality due to heart disease, respiratory disease,
stroke, injuriesand accidents, diabetes, and infections, but not cancer. '‘As compared with men who did not drink
coffee, men who drank 6 or more cups of coffee per day had a 10% lower risk of death, whereas womenin this
category of consumption had a15% lower risk.” The contents of coffee like antioxidants, including polyphenols
might be attributed for the benefit.
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