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To believe that if we continue going on the same
path, we would reach our destination, is an
assumption which has gained validity over past few
centuries of evolution of medical practice. This
would remain valid as long as our destination does
not change.

However, in today’s realm of medical practice, we
have been witnessing change of goal posts. Medical
education which has been disease centric for ages,
suddenly finds itself confronted with a medical
practice which has been increasingly growing into a
patient centric service. With increased awareness of
the impact of diseases in terms of health economics,
the practice moves into realm of community
awareness and intervention, and on a larger scale,
when it affects the growth and development of
nations, it ceases to be an individual problem, or a
physician’s domain of responsibility.

At a micro level, each individual who walks into a
medical practice, or a hospital, does not come as a
case of Diabetes or Interstitial lung disease, or
Cancer, he comes with a plethora of needs. His/her
needs may be as simple as not being able to sleep
properly because he/she needs to visit toilet more
frequently, a fact which impairs his/her
performance, and productivity at his/her work and
which might be affecting his/her career prospects
along with financial implications, and casting a
shadow on his/her family requirements and
commitments.

However, the doctor he/she consults, is a qualified
and registered medical graduate, who has been
trained to make a provisional diagnosis, run a
battery of investigations to confirm the diagnosis

and rule out other differential diagnoses, and
manage the patient’s condition. However the doctor
has not more than 5-10 minutes of consultation time
to do all these, and while disease is being addressed,
patients needs may not necessarily be getting due
importance.

We have the Doctors who are qualified, but are we
helping them gain competencies to handle these
situations. Going beyond just qualification and
license to practice medicine, we need to understand
the competencies required for gaining the trust and
faith of patient and accept that these are factors
which contribute to healing in a big way in
changing environment where Psychosomatic factors
play a much bigger role. Given the breakdown of
joint family system and values in our society, the
role of Doctors in a supporting role has grown but
the skills are yet to be incorporated in our training.
The future of medicine lies in the technological
advancements, with the new disruptor- Artificial
Intelligence and Machine learning bringing in a
paradigm shift, in the way the medicine needs to be
practised. The promise of devices that could pick up
sounds that one may not be able to pick up through
a stethoscope, and more importantly analyse it to
interpretations which may be better than what we
learn over years. How do we sensitise the future
generations of medical students to such
developments, and more significantly are we
thinking about these? Yet, in the maze of all these
advances and giant leaps in medicine and
technology, how do we ensure that the medical
students and budding Physicians don’t lose sight of
the fact that we are treating a human being, and not
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a machine that would respond to algorithms inbuilt
in the systems. It may not be possible for the
machine and the technology to discern that human
beings are driven by different needs. It is what |
learnt while providing care to elderly patients at
home, that there may be times, when an elderly
bedridden patient asks for a glass of water, he may
not necessarily be thirsty. It may well be the need to
reassure himself that there is someone caring for
him, about him. Is now the time that we plan
something to build up these competencies in
caregivers, be it a doctor, Nurse a paramedic, or an
Emergency medical technician who can treat with
compassion, ethics, accountability, and proper
communication skills, or do we need to build up a
culture of medical practice encompassing all.
Everyone would agree that these competencies are
non-negotiable, and yet what may be open to
discussion would be whether they should be taught
or be a part of culture through immersive
techniques.

We need to ensure that we are all actively engaged
in capacity building for these competencies. There
could be different ways of addressing these issues.
It could be made a part of curriculum, we can think
of conducting specialised trainings and workshops,
It could be an Immersive approach, but most
importantly, and the one most likely to be
successful would be to create a culture and work
ethics. The issues are many, but none that cannot be
resolved. The idea behind this write up is to
stimulate a debate amongst the medical fraternity so  Conflicts of Interest: Nil Source of Funding: Nil
that the doctors of future are better equipped and

competent. . . . Citation: Saxena MK. Qualified Doctors versus
Because when the science of healing is not Competent Doctors. National Journal of
tampered by humane skills, it may not be complete. Medical and Allied Sciences 2019; 8 (1): 1-2
REFERENCES
1. Limb Matthew. Newly qualified doctors are
underprepared, study
suggests BMJ 2017; 356:j593
2. Santos P, Alves L, Simdes JA. What Date of Submission: 26-11-2018

distinguishes a competent doctor in medical
education?. Int J Med Educ. 2017;8:270-
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Abstract

Introduction: Diffusion Weighted Images is conventionally used to identify acute ischemic lesions. It has
now become a routine technique in the magnetic resonance protocols for the evaluation of stroke patients.
The aim of this study is to correlate MRI findings of such lesions with clinical findings and radiological
diagnosis.

Material & Methods: This prospective study was done in the Department of Radiodiagnosis, Chhatrapati
Shahuji Maharaj Medical University (upgraded King George’s Medical University), Lucknow, over the
period of one year from August 2008 to July 2009. The study comprised of subjects which were showing
intra-cerebral lesions with restriction on DWI in MRI study. Total 93 subjects with restricted diffusion with
age range of (3 to 95 years) were included. Data were analyzed using statistical software package, STATA
9.2 and the difference was considered to be significant if ‘p’ value was found to be <0.05.

Results: As the time increases the percentage decrease in ADC value of infarcts decreases in a linear
relationship. It comes to normal after 1 week. Most the cases of infarcts in which MRI was done within 48
hours had their ADC value less than 400x10® mm? s. Lesions of encephalitis were found to be appearing
on DWI even earlier than other MR sequences. All the 100% cases of abscess and GBM on surgical
diagnosis were correctly diagnosed on MRI.

Conclusion: MRI with DWI and ADC values are functional in temporal evolution of infarcts. ADC values
may not be a good predictor in diagnosis and differentiating bleed, ADEM and glioblastoma multiforme.
Keywords: Apparent Diffusion Coefficient, diffusion weighted images, magnetic resonance imaging

Correspondence: Kusum Lata E-mail: verma.kusum7@gmail.com

INTRODUCTION

Acute cerebral infract is characterized by hyper
intensity on Diffusion Weighted Images (DWI) and
low Apparent Diffusion Coefficient (ADC) values.
Many theories were proposed to explain the
diffusion restriction in acute cerebral ischemia.
Decrease in ADC speed in brain tissue is a sensitive
indicator of presence and severity of ischemic
changes.'The most probable theory is that the
changes are due to increase in the intracellular-
extra cellular water ratio secondary to disruption of
intracellular energy metabolism and loss of ionic

gradient with cellular swelling, there is reduction in
extra cellular space and increased tortuosity of extra
cellular space pathways. Increased intracellular
viscosity is due to dissociation and fragmentation of
intracellular components. An important event in the
patho physiological cascade that leads to infarction
following ischemia is net movement of water from
extra cellular space into intra cellular compartment
without increase in total water content in the
affected zone. Hence Y2 weighted image will be
normal at this stage. Later on, when endothelial
breakdown leading to vasogenic edema and total
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increase in water content occurs, the T2 weighted
image will show bright signal. On the other hand
DW imaging is capable of identifying the infarct
even before the appearance of vasogenic edema.??
Chronic infarcts are characterized by elevated
diffusion and appear hypo, iso or hyper intense on
DW images and hyper intense on ADC maps.*All
the lesions with diffusion restriction may not
progress to complete infarction. There are few
reports of normalization of initial diffusion
restriction in well- controlled animal models of
ischemia and in human studies. At the same time, as
their experience demonstrates, DWI data alone does
not allow differentiation  between  benign
astrocytoma and anaplastic tumours, or between
anaplastic astrocytoma and  glioblastoma.’The
information concerning the spreading of infiltrating
and growing brain neoplasm is more interesting.
The aim of this study is to correlate MRI findings of
such lesions with clinical finding and radiological
diagnosis with diagnosis after surgery /biopsy
whenever undertaken.

MATERIAL AND METHODS

The prospective study done at M.R.I. unit of
Department of Radio diagnosis, C.S.M. Medical
University, Lucknow during a period of one year
from August 2008 to July 2009.Where radiologist
evaluating the Magnetic resonance imaging (MRI)
was blinded for the clinical data of the patient.
Subjects who were showing intra-cerebral lesions
with restriction on DWI in MRI study. All those
patients were included who referred to Department
of Radio Diagnosis for MRI Brain showing
restriction on DWI. Total 93 subjects with restricted
diffusion with age range of 6 years to 95 years were
included.

Technique and Investigation of data:
Conventional T2 Weighted MRI was performed on
SIGNA EXCITE 15 T GEMSOW (GE) MR
SCANNER installed in the department of
Radiodiagnosis, C.S.M. Medical University, and
Lucknow. A standard head coil with standard
restraints was used to fix the subject's head. In
addition to axial DW images, conventional fluid-
attenuated inversion recovery (FLAIR) T1-, T2-,
and proton density-weighted images were obtained.

All imaging studies were completed without any
adverse effect or complication.

DWI was performed with a spin-echo echo-planar
imaging sequence having a repetition time of 4000
ms, an echo time of 103 ms, and a gradient strength
of 25 mT/m covering 19 slices 5 mm thick
(interslice gap 1.5 mm, field of view 230x230 mmz2,
and matrix size 96x128 interpolated to 256x256).
Diffusion was measured in 3 orthogonal directions
(x, y, and z) with 2 b values (b=0 and b=1000
s/mm2). The total acquisition time of the DW
images was 20 seconds.

DW images were relocated to a discrete workstation
for data analysis. First, the images in the 3
orthogonal directions were co registered. The
natural logarithms of the images were averaged to
form a rotationally invariant resultant image. With a
linear least-squares regression on a pixel- by-pixel
basis, the resultant image and the natural logarithm
of the reference T2-weighted image (b=0) were
fitted to the b values, where the slope of the fitted
line was ADC av. The calculations were performed
with a commercially available software program
(Functool). Range of ADC values in different brain
lesions shall be measured and its Distribution in
different cerebral lesions shall be determined. ADC
values in normal appearing white matter on
conventional MR1 were measured. ADC map were
obtained by spin echo T2 Echo Planar Imaging
sequences made sensitized to random diffusion of
water molecules using “pulsed magnetic gradient”.
Diffusion-Weighted Imaging: Methodology

e Human axial images with increasing
diffusion weighting over a range of b values
are acquired sequentially.

e The signal change resulting from diffusion is
fitted to a single exponential of signal
intensities against the h value, the slope of
the change being the ADC.

e Resulting computed ADC map is composed
of the slopes for all pixels in the original
images.

Differences can be noted in the last and slow
diffusion rates (E.g., between cerebrospinal fluid
and gray matter) are best visualized at higher b
values, given sufficient signal-to-noise ratios. DW
examination must contain both a low b values and
high b values.®’
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Statistical analysis

Data were analyzed using statistical software
package, STATA 9.2 The proportion was reported
with its 95% Confidence Intervals (95% CI). Chi
square test statistics was applied to test the
association between two categorical variables. Two
sample t-test was applied to test the difference
between the mean of two different groups, it data
was normally distributed otherwise Mann Whitney
test was applied and the difference was considered
to be significant if ‘p’ value was found to be <0.05.

RESULTS

Study included 93 subjects with restricted diffusion
with age range of 6 years to 95 years. The study
comprised of subjects which were depicting intra-
cerebral lesions with restriction on DWI in MRI.

Table 1: Age wise distribution with MRI
Diagnosis

Age group| Abscess | ADEM | Bleed |Encephalitiss GBM | Infarct

No.| % |No| % |[No| % [No.| % |[No| % [No.| %

<18 4140.0|/2|66.7|{0|0.0| 8 | 66.7 |[0]|00|2]3.6

18 to| 6 |60.0|1|33.3|3|60.0| 4 | 33.3 | 8 {100.0/32(58.17
<60
>60 0({0.00{0(0.00{2|00 |0 |0.000]0.0/|2138.17

Total {10]100.0| 3 {100.0| 5 {100.0| 12 | 100.0 | 8 [100.0{55|100.0

Table 1 shows that the Majority of Encephalitis
cases were seen in young age group less than 18
year of age (66.7%).Most of the infarct cases are
seen in more than 18 years and less than equal to 60
years of age (58.17%). 38.17% of cases of total
DWI restriction cases above 60were contributed by
infarct. All the cases of ADEM were of below 60
years of age. All the GBM cases were belongs to
more than 18 years and less than equal to 60 years.

Figure 1: Gender wise distribution with
MRI Diagnosis

40
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3 R

ABSCESS ADEM BLEED ENCEPHALITIS GBM INFARCT

Female mMale

All the cases of GBM, ADEM are male. 80% cases
of bleed were seen in male. Infarct is more common
in male. (Figure 1)

Table 2: Distribution of Clinical Diagnosis
with MRI Diagnosis

[%2)
o |[% ] |% ]| |%|E%]| |%|-|%
wn E [a)] - O
Clinical |4 [T, < b x
. - |O w w T o <
Diagnosis ? 9( C_QJ a 0] L
< O Z
z
[
Abscess 7 |70.0/{0|0.0/|0|0.0|{0|0.0|{0|0.0{0]|0.0
ADEM | 0 |0.0[1[33.3[0[0.0[0[0.0[0[0.0]0]0.0
Bleed | 0 [0.0[0[0.0[3[60.0[0[0.0]|0[0.0]2]3.6
Encephali| 0 | 0.0 [2]66.7[0]0.0]8[66.7[0[0.0 [4]7.3
tis
Meningitis| 0 |0.0 [0]0.0(0[0.0]4(33.3[0[0.0[0]0.0
soL | 3 [30.0[0[0.0[0o]0.0]0[0.0(7[87.5[0[0.0
Stroke | 0 |0.0[0]0.0[2[40.0[0(0.0[1]12.5[4(89.1
Q
10 |100.{3|100.{5|100./1{100.|8{100.|5|100.
Total 0o ol ]o2[o] |o]s|o

Above table 2 illustrates that the distribution of
clinical diagnosis with MR diagnosis. 7 out of 10
cases of abscess lamination and rest 3 cases
diagnosed as intracranial neoplasm. On clinical
examination total 10 cases had given possibility of
intracranial neoplasm of which 7 diagnosed as
GBM and 3 as abscess on MR evaluation. However
7 out of 8 cases of GBM (on MR diagnosis) had
given the possibility of intracranial neoplastic
pathology
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Table 3: Correlation between timing of
imaging and their ADC value of infarcts

Time No. of | Average % Decreased

After Infarct cases ADC10® ADC value
mm 2/s

<48 hours 10 374.40 57%

48-96 hours 35 493.11 38%

96 hours-7days | 10 650.00 18%

Maximum decrease in ADC value was seen in first

48 hours (57%). ADC value approached near
normal value up to 7 days after infarct, (average
decrease in ADC value 18%).

Figure 2: Correlation befween timinc of imaging and their ADC
value of infarcts
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Above figure 2 comprised 55 infarct patients. Ten
patients underwent imaging during the first 48
hours after clinical stroke, 35 patients between 48
and 96 hours, and ten patients between 4 and 7
days. The trace value of the estimated diffusion
tensor was used for each ADC measurement,
representing the average of region-of interest values
along the three principal diffusion axes. On the
average, ADC values decreased by about 35%.
ADC values were initially falling by approximately
60% but returning nearly to normal by the end of
the 1st week. In first 48 hours the ADC value
decreased by 57 %, in next 48 hours by 38% in our
study and it returns up to normal at the end of 1st
week .

Table 4: Correlation between Surgical and
MRI diagnosis

MRI DIAGNOSIS

SURGICAL
DIAGNOSIS ABSCESS GBM

ABSCESS 5(100%) 0(0.0%)

GBM 0(0.0%) 5(100%)

All the 100% cases of abscess and GBM on surgical
diagnosis were correctly diagnosed on MRI (table

4)

DISCUSSION

This prospective study was done at M.R.I. Unit of
Department of Radio diagnosis, C.S.M. Medical
University, and Lucknow during a period of one
year from August 2008 to July 2009. In present
study, 12 cases of encephalitis were diagnosed
correctly on clinical examination. 4 cases of
encephalitis were diagnosed as meningitis on
clinical evaluation. On clinical examination total 10
cases had given possibility of intracranial neoplasm
of which 7 diagnosed as GBM and 3 as abscess on
MR evaluation. However 7 out of 8 cases of GBM
(on MR diagnosis) had given the possibility of
intracranial neoplastic pathology. 94% cases were
diagnosed as stroke on clinical examination. 3 out 5
cases bleed were diagnosed correctly on clinical
evaluation. In addition, study performed by,
Jonathan H. Burdette et al® reported that MR
imaging results each infarction imaged during the
Is1 week was noted to be markedly hyper intense to
normal brain on DW images. However, the relative
values of ADC differed markedly as a function of
time during this period. Thus on comparison with
this study, present finding shows agreement in
temporal evolution of infarct and change in their
ADC value along with time. At the end of one week
ADC value come to near normal value and diffusion
hyper intensity mainly contributed by the T2 shine
through effect. In that sequence, present stated that
reliable time of clinical ictus could be established in
all patients to within plus or minus 6 hours. Each
infarction imaged during the 1st week was noted to
be markedly hyper intense to normal brain on DW
images. Examination of the time course of these
changes is even more informative. Our findings
shows that with use of current diffusion gradients
with maximum b values of 1,000 sec/mm2, for the
first 2-3 days, the increased SI on DW images
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results principally from restricted diffusion (i.e.
shortening of ADC). Thereafter, T2 effects provide
the dominant mechanism of image contrast.
Correlation between MR diagnosis and surgical/
histopathological diagnosis. Surgical /
histopathological diagnosis was available in 10 out
of 93 cases. In which 5 cases were of abscesses, 3
of GBM and 2 of high grade glioma. All the 100%
cases of abscess and GBM on surgical diagnosis
were correctly diagnosed on MRI. Furthermore,
McCabe et al® stated after study that DWI could be
positive in the early disease phase, even when PCR
findings are negative. Lesions could be recognized
as early as 40 h after symptom onset in adults. In
present study earliest lesion appears on DWI is 48
hours after onset of symptoms. However the lesion
is not appeared on other sequences. Thus, present
study shows agreement with above study. Sener®
demonstrated decreased ADC values in diseased
parenchyma in encephalitis and, in my study, the
apparent  diffusion coefficient values were
decreased in the cortical lesions of all cases
compared with normal tissue. Thus present study is
showing concord with his findings.

CONCLUSION

As the time increases the percentage decreases in
ADC value of infarcts decreases in a linear
relationship. It comes to normal after 1 week. Most
the cases of infarcts in which MRI was done within
48 hours. MRI with DWI and ADC values are
functional in temporal evolution of infarcts. ADC
values may not be a good predictor in diagnosis and
differentiating bleed, ADEM and glioblastoma
multiforme.
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ABSTRACT

Introduction: Offloading is an essential treatment modality that is a key in preventing and healing of ulcers
in the foot of diabetes patients. Various different offloading modalities exist with each having their own
advantage and disadvantage. The aim of present study is to assess the economical suitability of Mandakini
off loading in the treatment of diabetic foot ulcer among low socio-economic status patients.

Material and Methods: The diabetic foot ulcer cases were randomly taken from the out and in patient
departments of Medicine and Surgery of Darbhanga Medical College and Hospital, Laheria Sarai, Bihar.
The patients selected were put to use Mandakini off loading device. After taking written consent, they were
examined in detail and appropriate investigations were done. Results were analyzed and presented in
number and percentages.

Results: Out of 50 patients, 35 were males and 15 were females. Majority (62%) of patients were of low
socioeconomic status. The mean duration of hospital stay for patients who had undergone offloading was
20.10 days and the mean cost of Hospital stay for the offload group was Rs. 1136.

Conclusion: Mandakini offloading device is effective, feasible, with shorter hospital stay, has lesser

number of dressings required, lesser doses of antibiotics and lesser economic burden on the patient.
Keywords: Offloading; diabetic ulcers; mandakini offloading , socio-economic status
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INTRODUCTION

India has the largest number of people with diabetes
in the world. Today Indian Diabetic population is
about 61.3 millions * that means total 122 million
foot is at risk of getting Diabetic Foot Ulcer (DFU).
It is also expected that this figure in 2025 will reach
to 73.5 million.? Every 3 sec a new case of diabetes
is diagnosed and every 30 sec a lower limb is
amputated somewhere due to diabetes.> Worldwide,
more than 1 million amputations are performed
each year with up to 70% of these amputations
related to diabetes. Foot problems are common,
complex, and costly problem in a patient with
diabetes. * It is a commonest cause of hospital
admissions for people with diabetes.? It is estimated
that 15% of patients with diabetes will develop a
lower extremity ulcer during the course of their
disease.’ Diabetic patients are 17 times more likely
to develop gangrene of the foot than are persons
without diabetes, and gangrene of the lower

Nigam E-mail:  drdnigam@yahoo.co.in
extremity occurs in 20%-30% of patients with
maturity onset diabetes. DFU is basically a
pathophysiologic problem in biomechanics of foot.
Due to pan neuropathy in diabetes there is altered
biomechanics and insensate foot does not appreciate
the pressure at planter level and ultimately land up
with a diabetic planter ulcer. Offloading is the
major solution for healing of this plantar lesions
along with adequate blood supply, control of
infection, excellent wound care.™*? The available
Offloading techniques are: Bed rest, cutout felt
pads, crutches, wheelchairs, zimmer frame,
temporary shoes, ortho wedge shoes like rocker-
bottom wedge design shoes and total contact
casting.”**® These devices are expensive. Above all
procedures have many advantages towards healing,
but disadvantages towards patient compliance &
cost factor. Indian rural population does not allow
their wide usage. It does notpermit our patient to
take complete bed rest. They have to work for their
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ivelihood.™ The aim of present study is economical
Mandakini off loading suitable for low socio-
economic status in the treatment of diabetic foot
ulcer.

MATERIAL AND METHODS

The cases were randomly taken from the out and in-
patients department of Medicine and Surgery of
Darbhanga Medical College and Hospital, Laheria
sarai, Bihar, duration 2012 to 2013. Five hundred
patients having diabetes and coming to the OPD or
emergency for some or the other reasons were
examined and observed after taking a detailed
history. Of these patients, 50 patients had been
selected to use Mandakini off loading device which
needed admission. After taking written consent,
they were examined in detail and appropriate
investigations were done.Cases were inquired about
their age, sex, occupation, residence, duration of
diabetes, presenting complaints, past medical and
surgical history, addictions, socioeconomic status,
behaviour, family history, allergies and past
treatment history.

Inclusion Criteria

Patient with type 1 and type 2 diabetes mellitus
having ulcer in the plantar aspect of foot involving
not more than half of surface.

Exclusion Criteria

Diabetic foot ulcer with osteomyelitis.

Diabetic foot ulcer with peripheral vascular disease.
Larger ulcer involving more than half of the plantar
ulcer of foot.

Plantar ulcer other than diabetic ulcer like Hansen
disease

RESULTS

These patients came with different sets of
complaints not necessarily diabetic ulcers of these
50 patients had diabetic foot affections which
needed admission and these patients were
investigated and assessed in details.

Table 1: Gender wise distribution of subjects

Gender | Off loaded | Percentage (%)
Male 35 70%

Female |15 30%

Total 50 100%

Out of 50 patients off loaded, 35 were males and
15 were females.

Table 2: Distribution of subjects with respect to
socio-economic Status

Socio-economic status | Off loaded | Percentage
Lower Gross income 0

<Rs. 4555/month 31 62%
Middle Rs.  4555- 0
15000/month 13 26%
Upper> 15000/month | 6 12%

Out of 50 patients who were offloaded 31 patients
were of low socioeconomic status, 13 patients were
of middle and 6 patients belonged to upper socio-
economic status.

Table 3: Duration of Hospital Stay of subjects

Duration of Hospital | Off Percentage
Stay loaded

<20 days 32 64%

20-30 days 13 26%

>30 days 5 10%

Total 50 100%

Among the patients studied the mean duration of
hospital stay for patients who had undergone
offloading was 20.10 days.

Table 4: Number of Dressings

No. of Dressings | Off loaded | Percentage
1-5 34 68%

6-10 13 26%

10+ 3 6%

Total 50 100%

Most of the patients who had undergone Mandakini
offloading device required 1 to 5 dressing.

Table 5: Duration of antibiotics given to
subjects

Number of days of | Off loaded | Percentage
antibiotics given

<15 days 15 30%

15-30 days 29 58%

>30 days 6 12%

Total 50 100%

Among patients who had undergone offloading
mean duration of antibiotics administered was 21.7
days.

Table 6: Cost Effectiveness in Hospital stay

Cost of Hospital | Off Percentage
stay (in Rs.) loaded (%)

<1000 31 62%
1001-1500 15 30%

>1501 4 8%

Total 50 100%
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Among the patient studied the mean cost of
Hospital stay for the offload group was Rs. 1136/-

DISCUSSION

The present study determined effectiveness of
Mandakini Offloading device. Out of 50 patients
selected for study 35 patients (70%) belong to male
and 15 patients (30%) belong to female. In addition,
in the comparative study did by Ansari and Kumar*’
between Mandakini off loading and conventional,
includes male and female sex ratio is 63.3% and
36.7 % in mandakini off loading. According to
Kuppuswami'® classification socio-economic status
of patient was divided into three categories. Most of
diabetic foot patient are belong to low socio-
economic status (62%). William and pickup
(2004)" pointed out that limited knowledge, poor
foot care practices and cultural belief endangers the
poor socioeconomic population to diabetic foot.
Whereas, Bolzoni et al (2004)* in his study found
in 76% of patient poor socioeconomic status as a
risk factor for the foot complication of diabetes.
Socioeconomic status has got bearing with the
incidence of diabetic foot. As diabetic toot occurs
mostly in case of diabetes mellitus that is either
uncontrolled or poorly controlled. The economical
weaker section is ignorant of this ominous
complication of diabetes mellitus, at the same time
they have difficulty in controlling their diabetic
state because of poverty and financial constrains if
they have medically advised about complication of
diabetes mellitus. Duration of hospital stay, in the
present study who had undergone offloading had
shorter duration of stay mean 20.1 dy. Study
conducted by Gayle E. Rieber et al ? show that
mean length of hospital stay was around 20.6 days
for diabetic patients with foot ulcer. Therefore
duration of hospital stay is lesser in Mandakini
offloading device. In the present study patient who
had undergone offloading 34/50 (68%) patient
required 1-5 dressing. Sunil V. Kari* in his study
concluded that, number of dressing used for
offloading diabetic foot ulcer were significantly
lesser than as compared to non offloaded groups.
Duration of antibiotic given, in the present study
patient who had undergone offloading required
lesser duration of antibiotic administered. Sunil V
Kari®® in his study concluded that duration of
antibiotic given was significantly lesser than as
compared to non offloaded groups. Mean duration
of antibiotic administered was 21.7 days. While
consider the expenditure of hospital stay, average
expenditure of hospital stay for patient who have
undergone offloading was Rs. 1136/-. Sunil V.
Kari® in study mention that total expenditure for

offloaded patient was much lesser, as the total
length of hospital stay and number of dressing used
were also low, and hence be recommends that using
offloading technique, for diabetic plantar ulcers is
economical.

CONCLUSION

Hence the present study favors the off loading
technique for plantar ulcers in diabetic patients as
this technique is more tolerable, has shorter
hospital stay, requires lesser number of dressings,
requires lesser doses of antibiotics and lesser
economic burden on the patient.
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ABSTRACT
Introduction: In Indian set up contraception is the most important but least discussed topic between a
patient and a health care provider. Post-partum period is very important for providing proper contraceptive
counselling to the new mother because at this time they are highly in need of contraception and very
motivated. PPIUCD has been launched few years back by Indian government which can be used in the
immediate post-partum period and is long acting. This study was undertaken to study the efficacy and
complications encountered on the follow up of PPIUCD (Cu T 380 A).
Material & Methods: This was a prospective cohort study conducted in Hindu RaoHopsital for a period of
18 months where 650 women coming for PPIUCD follow up in family planning OPD were included. The
follow up was done at 6 weeks, 6 months, 1 year and 2 years post insertion. The complaints were recorded
and percentage was calculated. Also for women wanting PPIUCD removal, analysis for reason of removal
was done.
Results: Majority of the females who came for PPIUCD follow up were in age group of 25-34 years,
second or third para and educated upto high school. The complications on follow up were as follows- no
complication (50%), missing thread (25%), menorrhagia (11%), infection (3%), pain (5%), expulsion (5%)
and failure (1%).
Conclusions: PPIUCD is a very safe and effective means of contraception with the advantage of immediate
post-partum use, no hindrance with breast feeding, no compliance required and reversibility. With improved
training programmes, the complications can further be lessened and if proper counselling is done it can
prove out to be a great success.
Key words: PPIUCD, post-partum, complications
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INTRODUCTION type of contraception can be IUCD as its efficacy is

Post-partum period is a highly vulnerable period
where mothers can easily be motivated to use
contraceptive measures. There are many types of
contraceptive methods available. Statistics suggests
that in India the methods used by people for family
planning are-tubal sterilization as the most popular
method used by 34% of couples, 4% use oral
contraceptive pills, 6% condom, 4% intrauterine
contraceptive device (IUCD), 1% male partner
sterilization while 46% are not using any type of
contraception®. Studies suggest that 65% of women
have an unmet need of family planning in the first
five postpartum years?. For these women the best

comparable to tubal sterilization with the additional
benefit of reversibility and cost effectiveness®.
Moreover it does not hinder with breast feeding and
doesnot  require  compliance.  Also  the
recommencement of ovulation after delivery is very
unpredictable which can be very well taken care by
IUCD insertion during puerperium®. In developing
countries like India, post-partum period is
sometimes the only time of contact between the
patient and the health care provider and the chances
of returning back for contraception advice are very
uncertain. Worldwide 127 million users are present
who are using IUCD as the most common method
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of reversible contraception®. Post-partum IUCD is
labelled when inserted within 10 minutes after
expulsion of placenta up to 48 hours. It has been
seen that couples willing for IUCD as contraception
drop down from 95% to 45% when shifted from
post-partum insertion to interval insertion®.
Compared to interval IUCD, PPIUCD carries high
risk of spontaneous expulsion but it has been seen
to decrease when insertion is done by trained
personnel®”®. Recently, post-partum IUCD program
was started by Government of India, Ministry of
health and family welfare to provide free of cost
IUCD insertion(Cu T 380A) to the target couples
with the aim to prevent unintended pregnancies,
short birth intervals and abortions leading to
increased maternal and child morbidity and
mortality. Since PPIUCD is a new method, not
many studies are available on its follow up. Thus
this study was being conducted to find the efficacy
and complications of PPIUCD.

MATERIAL AND METHODS

This was a prospective cohort study conducted in
Hindu Rao Hospital of Delhi for a period of 18
months after taking due clearance from ethical
committee.

Inclusion criteria: All the patients coming to
family planning OPD for PPIUCD follow up till 2
years post insertion were included in the study after
informed and written consent.

Exclusion criteria: Those individuals who came
for PPIUCD follow up and did not give consent for
participating in study were excluded.

To the couples who accepted PPIUCD as the
method of contraception, CuT 380A was inserted
after delivery or intra-caesarean. The patients were
then called for follow up at 6 weeks, 6 months, 1
year and then 2 years post insertion. For each
patient, her name, registration number, demographic
data, time of visit and complaints were recorded.
Subsequent visits of every woman were
documented against her previous visit to prevent
duplication. For all the patients per- speculum
examination was done at each visit to see the
presence of Cu T thread in the cervical canal. For
those where Cu T thread could not be localized,
ultrasound (USG) was done to confirm its presence.
Patients with complaints of excessive bleeding per

vaginum were offered a course of tranexamic acid
1000 mg thrice daily for 5 days. Tranexamic acid
was used as its antifibrinolytic property helps in
controlling excessive BPV. Those with vaginal
discharge or any evidence of infection were given
antibiotic ~ treatment  accordingly. Patients
complaining of pain were given analgesics.
Statistical analysis: The data was grouped based on
complaints encountered at follow up and
percentages were calculated to evaluate the results.
Software used was IBM SPSS 20.0.0.

RESULTS

In this prospective cohort study, a total of 650
women who came for PPIUCD follow up were
included. Majority of the study population belonged
to 25-34 years of age and were second or third para.
The age distribution and parity wise distribution of
the study population is shown in Figure 1 and
Figure 2 respectively. Majority of the females who
accepted for PPIUCD were educated up to high
school, very few illiterate women (only 23%)
accepted for PPIUCD. Figure 3 shows the literacy
wise status of the study population. The results of
the follow up of PPIUCD are as mentioned in Table
1. Majority of women (50%) were found satisfied
with PPIUCD with no complaints. A total of 5%
women had spontaneous expulsion while 25% had
missed thread with PPIUCD in situ where thread
got coiled inside. PPIUCD failure also occurred in
6 patients who conceived with PPIUCD in situ. For
94 patients, PPIUCD removal was done because 27
desired next pregnancy and the rest were not
wishing to continue with PPIUCD (15 because of
BPV, 7 because of vaginal discharge and 18
because of lower abdominal pain and remaining 27
had no clear reasons - Table 2).

Figure 1: Age Distribution of study population

W 20-24 years
W 25-30 years
30-34 years
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Figure 2: Distribution of study population based
on parity
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Figure 3: Distribution of study population based
on literacy status
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Table 1: Complications on follow up of PPIUCD

Complications N %
No complaints 326 50
Missing thread 162 25
Menorrhagia 70 11
Infection 20 3
Lower abdominal Pain 33 5
Spontaneous expulsion 33 5
PPIUCD failure/pregnancy | 6 1

Table 2: Reasons for removal of PPIUCD

Reasons N %
(Total=94)
Next pregnancy desired 27 29
ExcessiveBleeding per vaginum | 15 16
Infection 7 7
Lower abdominal pain 18 19
Vague reasons 27 29

DISCUSSION

Post-partum IUCD is a very effective method of
contraception that can be offered to target couples
in the immediate post-partum period. As the results
demonstrate, it is very effective with only 1%
failure rate. Majority of the couples are not facing
any problem on its continued use. In the present
study, PPIUCD was mainly accepted by second or
third parous women and less by primiparous.
Results showed that 25% of the women had missing
thread due to its coiling and Cu T was detected in-
situ by ultrasound. This is much higher compared to
study done by Bansal et al where rate of missing
thread was just 16%'. This can be reduced by
improved training of the health care workers
regarding proper PPIUCD placement. The rate of
expulsion is higher than interval ITUCD because of
large size of uterus in post-partum period but it can
be further reduced by conducting training
programmes’. In the present study the abnormal
uterine bleeding complications were 11% which
were similar to other studies where also they were
found to be the most common complication’*°. The
rate of infection has been seen to vary a lot amongst
different studies. It has been found to be 0.75% in
study by Doley et al to 9.5% in study by Bansal
etal"*. In our study only 3% of the women
complained of infection which suggests that the rate
of infection while PPIUCD insertion can be reduced
by practicing improved sterility methods. Proper
cervical preparation and no touch technique can
reduce the rate of pelvic infection post insertion
drastically. By reducing the risk of complications
we can further increase the acceptability of
PPIUCD among the general population. Finally we
also observed in the study that 94 females got
PPIUCD removed because 27 desired next
conception and a similar number got it removed for
vague reasons, family pressures and myths. So we
need to involve male partner also actively while
counselling for PPIUCD to improve its acceptance
and for better results.

CONCLUSION
Post-partum IUCD has been a very safe and

effective means of contraception. It is providing
good success rate and no requirement of compliance
with the additional advantage of reversibility. Also
in Indian setting where women may contact health
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care services only during delivery, it is a good
method to provide contraception along with it. As
the government strategies are promoting more and
more institutional deliveries, PPIUCD can prove to
be a very good means of birth spacing and
population control in India.
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ABSTRACT
Introduction: Early postoperative hypoxemia has been a matter of concern for a number of years.
However, there is still controversy concerning the relationship between the operative sites and occurrence of
early postoperative hypoxemia. Some studies found that the operative site was associated with post-
operative hypoxemia but not in the early postoperative period. The aim was to see effect of hypoxemia in
early post operative period in different types of incisions in elective surgeries.
Material and Methods: We conducted an observational study in 43 patients admitted in B.R.D. medical
college and associated hospitals, Gorakhpur. All patients were examined clinically for cardio respiratory
parameters and divided into groups on basis of surgical sites and types of incision. The data was analyzed
using SPSS version 22 software. All the data was given as meant S.D. The statistical evaluation
comparison with preoperative value was done by sample ‘t’ test to determine the statistical significance of
different groups.
Results: The severity of arterial oxygen desaturation, incidence and duration of hypoxaemia during early
postoperative period were closely related to surgical sites and types of incision and they were more
pronounced for upper abdominal and thoracic surgery than lower abdominal surgery. Patient having vertical
incision were more vulnerable to hypoxaemia than transverse incision. In group | the mean SpO,
approached to preoperative value after 1 hour postoperative but on statistical evaluation significant decrease
in SpO, was observed (from 99.583+0.669 to 98.583+0.791, p<0.05).) In group Il on clinical evaluation
SpO; increased to preoperative value after 1 hour on statistical evaluation found to be insignificant
(99.750£0.452 t0 9.667+0.492, p>0.05).
Conclusion: The need for respiratory monitoring and oxygen therapy during early postoperative period and
early evaluation to pain relief is required even in healthy uncomplicated elective surgery particularly upper
abdominal and thoracic surgery to avoid most of the pulmonary complication.
Key words: Early postoperative hypoxaemia, elective surgery , different surgical incision
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INTRODUCTION

Early postoperative hypoxemia has been a matter of
concern for a number of years. Because of the
introduction of pulse oximeters into clinical
practice, the factors that may influence the
occurrence of early postoperative hypoxemia, such
as age ™31 gender B!, weight B*, intraoperative
opioid administration ™, smoking !, duration of
anesthesia *® and preexisting heart and lung
disease ["®! have been studied extensively. Obesity,
old age, smoking, and preexisting heart and lung
disease clearly predispose patients to early

postoperative hypoxemia '), Postoperative arterial
desaturation and mechanical impairment of
respiratory function are probably the most frequent
for thoracic and upper abdominal surgery versus
lower abdominal surgery and  peripheral
surgery 1% However, there is still controversy
concerning the relationship between the operative
sites and occurrence of early postoperative
hypoxemia. Some studies found that the operative
site was associated with  post-operative
hypoxemia 3, but not in the early postoperative
period. "2 So by this study we try to find out the
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incidence, severity and duration of Early
postoperative hypoxemia in other wise in healthy
adult patients undergoing different types of surgical
procedures, and evaluate the influence of surgical
sites and type of incision on incidence and severity
of hypoxemia and to compares different mode of
therapy to treat hypoxemia.

MATERIAL AND METHODS

This observational study was conducted of admitted
patients in B.R.D. medical college and associated
hospitals, Gorakhpur and willing to give consent for
the study. . Total number of 43 patients were
selected of either sex aged 20- 60 years of age
admitted in Nehru hospital, B.R.D. medical college
Gorakhpur who undergone different types of
surgeries according to various types of incisions and
surgical sites from October 2002 to October 2004.
All Selected patients belonged to American society
of anaesthesiologist (ASA) grade | and Il
Preoperatively all patients were examine clinically
for cardio respiratory parameter like pulse rate,
blood pressure, respiratory rate , breath holding
time and other relevant systemic examination.
patients having any systemic disorder were
excluded from the study. Proper permission from
ethical was taken. Total number of patient divided
according to site of operation and various types of
surgical incision used.

According to the site of operation patients
divided into two groups. Further they divided into
four subgroups i.e. groups Group- | a : Vertical
incision, Group — | b : Transverse incision Group —
I a: vertical incision and Group — Il b: Transverse
incision. In the anesthetic room routine monitoring
like pulse rate, blood pressure, electrocardiogram
and SpO, recording were done by multichannel
monitor. An intravenous line was secured with
appropriate size of cannula. All patients were
premedicated with midazolam 2 mg, glycopyrrolate
0.2mg, pentazocine 7.5-15 mg 10 minutes before
the induction of general anesthesia.

Balanced general anesthesia was used for all
cases. The induction of anesthesia was done with
intravenous thiopentone sodium and
succinylcholine was used to facilitate the
endotracheal intubation, maintenance of anesthesia
was done on N, O and O, , muscle relaxation was
given by the non-depolarising muscle relaxant

atracurium/vecoronium. Reversal of neuromuscular
block was done by intravenous injection
neostigmine and glycopyrrolate in appropriate dose.

During preoperative and postoperative
period patients were monitored for their
cardiorespiratory parameter like pulse rate, blood
pressure, respiratory rate and arterial oxygen
saturation (SpO2) by using multichannel monitor
for observation of hypoxaemia. This was graded as-
Mild hypoxaemia 86-90 %, Moderate
hypoxaemia 81-85 %, Severe hypoxaemia 76-80 %
and Extreme <76 %. When SpO, was <90 %
continuously for 30 seconds or more in patients was
recorded as hypoxaemia.

After thorough assessment of the patients on
the basis of above mentioned parameters tabulation
was done and the both groups were compared to
work out the significance. Statistical calculations
were taken to evaluate the different reading. All the
data were given as meant S.D. the statistical
evaluation comparison with preoperative value was
done by sample ‘t’ test to determine the statistical
significance of different groups.

RESULTS

Maximum patients were between 31-50
years in Group | and 21-30 years in Group Il .Most
of the patients were female in both groups 60.87%
and 75 % respectively.

Table 1 shows that most of the cases were
operated in group | were cholecystectomy which
constitute about 39.13 and in group Il exploratory
laparotomy with cystectomy and oophorectomy.

It was observed that in Group | vertical
incision constitutes 52.17% and transverse incision
47.82% and in Group Il vertical incision constitutes
60% and transverse incision 40.0%.

Most of the cases were done in 60-90
minutes i.e. 26.08%.in Group | and 45.0% in Group
.
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Table 1: Different surgical procedures with diagnosis

Procedure No. of cases Percentage
Group |
Cholecystectomy 09 39.13
Nephrectomy 01 04.34
Exploratory laparotomy with partial gastrectomy 04 17.39
Pylolithotomy 01 04.34
exploratory laparotomy 02 08.69
Nodule excision 01 04.34
Thoracotomy 01 04.34
Partial nephrectomy 02 08.69
Anteriolateral decompression 02 08.69
Group 11
Total abdominal hysterectomy 02 10.0
Exploratory laparotomy with cystectomy 03 15.0
Iliostomy closure 03 15.0
LSCS 02 10.0
Fenestrine operation 01 05.0
Herniorhaphy 03 15.0
Exploratory laparotomy with oophrectomy 03 15.0
Appendicectomy 01 05.0
Myomectomy 02 10.0
Table 2: Comparison of mean pulse rate and different intervals with preoperative value
Group Sub- Intra- Intra- Immediate Post Post Post Post Post
group operative operative post operatively operatively operatively operatively operatively
after before operative % | at1 hour at 2 hour at 3 hour at 5 hour at 6 hour
intubation extubation hour
it! ‘pS it! 6p’ ‘t’ 6p’ ‘t’ ‘p’ ‘t’ ‘p’ ‘t’ 5p’ Ct’ 5p’ Ct’ cp’
valu | valu | value | valu | valu | value | valu | valu | valu | valu | valu | valu | valu | valu | valu | valu
e e e e e e e e e e e e e e
Group | Vertical 297 | <0.0 | 0566 | >0.0 | 5.11 | <0.00 | 1.14 | >00 | 1.18 | >0.0 | 053 | >0.0 | 0.23 | >0.0 | 0.26 | >0.0
(upper incision 5 6 5 2 1 6 5 8 5 9 5 1 5 8 5
abdomin (1a) ST INS MHS INS INS INS INS INS
al and 1
thoracic | Transver
surgery) se 133 | >00 | 1.036 | >0.0 | 1.31 | >0.05 | 258 | >00 | 211 | >0.0 | 227 | >0.0 | 211 | >0.0 | 211 >0.0
Incision | 5 5 5 9 INS 5 5 3 5 9 5 6 5 6 5
(1b) INS INS INS INS INS INS INS
Vertical 299 | <0.0 | 0.106 | >0.0 | 405 | <0.00 | 1.30 | >0.0 | 1.17 | >0.0 | 0.0 >00 | 156 | >0.0 | 156 | >0.0
Group Il incision 6 1 5 8 1 2 5 8 5 5 1 5 5
(Lower (1a) HS?T INS MHS INS INS INS INS INS
abdomin 1
al Transver | 1.75 | >0.0 | 0.848 | >0.0 | 264 | >0.05 | 058 | >0.0 | 169 | >00 | 163 | >0.0 | 1.64 | >00 | 1.64 | >0.0
surgery) se 5 5 7 INS 9 5 3 5 9 5 0 5 0 5
Incision INS INS INS INS INS INS INS
(11 b)
INS = Insignificant S = Significant HS =Highly significant MHS=Maost highly significant
In above table the significant rise in pulse rate was observed just after intubation and just after extubation in all groups.
Table 3: Mean systolic blood pressure changes per minute at different intervals
Groups Subgroups Pre- Intra- Intra- Immediate Post- Post- Post — Post — Post —
Operative | operative Operative Post Operatively | Operatively | Operatively | Operatively | Operatively
After Before Operatively At 1hour At 2hour At 3 hour At 5 hour At 6 hour
intubation | Extubation 1/2
Hour
Group | Vertical | 110500+ | 142333+ | 124360+ | 146.330% 121917+ 122,167+ 119.00+ 118.000+ 115.280+
(Upper Incision 17.144 15.992 17.258 19.190 16.703 14.224 13.504 10.340 10.463
Abdominal (1a)
and Transverse | 122.624+ 147.727+ 124.364+ 149.545+ 124273+ 117.909+ 116.545+ 116.455+ 114.818+
Thoracic Incision 16.777 19.664 17.160 11.273 15.486 16.902 15..042 15.286 12.983
Surgery) (1 b)
Group Il Vertical 120.417+ 143.750+ 128.050+ 149.50+ 127.083+ 123.417+ 123.003+ 120.250+ 120.083+
(Lower Incision 17.069 11.871 13.633 12.340 15.024 12.551 09.653 07.700 08.118
Abdominal (11a)
Surgery) Transverse | 119.500+ 138.00+ 127.357+ 137.875+ 128.500+ 127.00+ 124.000+ 122.750+ 120.200+
Incision 9.607 12.031 19.947 12.443 07.091 08.552 06.118 07.815 5.776
(11 b)

Above table shows significant increase in systolic blood pressure recorded in both groups after intubation and after extubation,
from110.5+17.144 to 142.333+15.992 just after laryngoscope and intubation, and 146.33+£17.258 just after extubation in subgroup la; from
120.624+16.777 to 117.727+£19.064, just after laryngoscope and intubation and to 149.50+12.340 just after extubation. from 120.417+17.069
to 143.750+11.871 just after laryngoscope and intubation and to 141.50+12.340 just after extubation in sub- Ila; and from 119.50+9.607 to

138.00+12.031 just after intubation and to 137.875+443 just after extubation in sub-group I1b.

- _____________________________________________________________________________|
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Table 4: Mean diastolic blood pressure change per minute at different intervals

Groups Subgroups Pre Itra- Intra- Immediat Post Post Post Post Post
Operativ | Operative | Operative e Operativel | Operativel | Operativel | Operativel | Operativel
e After Before Post y y y y y
Intubatio Extubatio | Operative At 1 hour At 2 hour At 3 hour At 5 hour At 6 hour
n n % hour
Group 1 Vertical 067.500+ | 091..250+ 084.417+ 090..330+ 076.667+ 078.333+ 073.917+ 074.417+ 073.917+
(upper Incision 14.222 11.545 03.899 12.093 15.156 11.300 11.626 08.607 09.539
Abdomina (1a)
ﬂ:oé:,ggi c Transvers | 082.400+ | 087.455+ 078.090+ 096.636+ 079.364+ 073.182+ 074.091+ 071.909+ 071.636+
Surgery e 12.000 10.838 12911 10.279 07.698 10.147 08.769 09.651 09.458
Incision
(Ib)
Group Il Vertical 080.167+ | 091.917+ 080.250+ 096.583+ 080.083+ 077.333% 077.417+ 076.167+ 076.500+
(Lower Incision 09.243 07.728 12.061 07.609 08.712 06.650 07.064 07.120 07.622
Abdomina (I a)
|
Surgery) Transvers | 080.375+ | 089.111+ 078.375+ 089.750+ 081.500+ 080.875+ 077.750+ 076.125+ 076.625+
e 08.035 10.167 09.999 12.506 03.703 02.944 06.135 07.549 5.655
Incision
(11 b)

The significant rise in diastolic blood pressure was observed in all both groups from 67.500+14.222 to 91.250+11.545 just after intubation and 90.333+12.093 just
after extubation in subgroup la; from 82.400+12.000 to 87.455+10.838 just after intubation and to 96.636+10.729 just after just after extubation in in subfroup Ib;
from 80.167+9.243 to 95.917+7.728 just after intubation and to 96.583+7.609 just after extubation in subgroup Ila and from 80.375+80.035 to 89.111+10.167 just
after intubation and to 89.750+12.506 after extubation in subgroup llb. The laryngoscopy, tracheal intubation and extubation violets the patients protective airway

reflexes leading to sympathetic simulation which cause tachycardia and hypertension immediate after intubation and extubation.

Table 5: Respiratory rate change per minute at different intervals

Groups Subgroups Pre Immediate Post Post Post Post Post
Operative Post Operatively | Operatively | Operatively | Operatively | Operatively
Operative At 1 hour At 2 hour At 3 hour At 5 hour At 6 hour
% hour
Group 1 Vertical 18.500+ 28.667+ 26.833+ 24.667+ 23.000+ 22.500+ 21.667+
(upper Abdominal and thoracic Incision 02.111 04.775 04.629 03.447 02.763 02.111 02.674
Surgery (1a)
Transverse | 19.273+ 30.000+ 26.909+ 25.636+ 22.909+ 22.909+ 22.182+
Incision 02.412 07.537 05.243 03.880 04.036 02.427 1.662
(Ib)
Group Il Vertical 17.833% 25.667+ 26.667+ 21.000+ 22.667+ 19.833+ 20.000+
(Lower Abdominal Incision 1.337 04.960 04.207 03.247 03.229 02.329 03.303
Surgery) (na)
Transverse 17.250+ 25.000+ 19.750+ 19.000+ 18.000+ 18.250+ 17.500+
Incision 1.488 04.781 02.915 03.040 01.512 01.669 00.926
(11 b)

Significant increase in mean respiratory rate per minute in immediate postoperative period in all groups.
increased from 18.500+2.11 to 28.607; in sub-group Ib from 19.273+2.412 to 30.000+7.737 to 25.667+4.960 and in sub group Ilb, from
17.200+1.488 to 25.00+2.781 after extubation.
Table 6 : SpO2 change per minute with standard at different intervals

In subgroup la respiratory rate, it

Groups Subgroup Pre Itra- Intra- Immediat Post Post Post Post Post Post Post
S operativ| Operativ| Operative e Operativel| Operativel| Operativel| Operativel| Operativel| Operativel| Operativel
e e Before Post y y y y y y y
After | Extubatio| Operativel| 15minute| 30minute 1 hour 2 hour 3 hour 5 hour 6 hour
intubatio n y
n 5 minute
Group 1| Vertical | 099.583| 099.667+| 099.833+| 093.583+ | 091.500+ | 093.750+ | 097.250+ | 097.833+ | 097.888+ | 098.333+| 098.583+
(upper Incision + 00.492 00.389 05.712 08.868 05.496 01.288 01.193 00.937 00.778 00.791
Abdomin (1a) 00.669
al and
thoracic | Transvers| 099.636| 099.455+| 099.545+| 091.636+ | 93.455+ | 095.909+ | 097.633t+ | 098.182+ | 098.091+ | 098.364+ | 098.636+
Surgery e + 00.688 00.668 06.990 80.050 04.300 10.270 01.250 00.831 01.120 00.674
Incision | 00.674
(Ib)
Group Il| Vertical | 099.750| 099.833+| 099.750+| 098.583+ | 98.917+ | 098.917+| 98.583+ | 098.583+ | 098.833+| 098.917+| 099.667
(Lower | Incision + 0.389 00.688 1.887 01.505 01.165 01.832 01.170 01.586 00.793 00.492
Abdomin (I1a) 00.452
al Transvers| 099.750( 099.845+| 099.917+| 097.375+| 098.375+| 098.375+ | 098.625+ | 099.000+ | 99.375+ | 099.250+ | 099.375+
Surgery) e + 0.354 00.280 1.928 01.589 01.768 01.506 01.604 00.916 01.035 01.061
Incision 00763
(11 b)

Table show no significant change (p>0.05) SpO2 during intra operative period and highly significant decrease in SpO2 in immediate post
operative was observed in all groups.Significant reduction in SpO2 was observed in groups | than group Il at 15 minutes. In group la SpO2
decreased from 99.586+0.699 to 93.583+5.712; in subgroup Ib from 99.636+0.674 to 91.636+6.990; in sub group lla from 99.750+0.452 to
98.583+1.887; insubgroup I1b from 99.750+0.763 to 97.375+1.928 in immediate post operative period.

In our study the more marked decrease in SpO2 in seen upper abdominal and thoracic operation then the lower abdominal operation.
in upper abdominal and thoracic group this decrease in SpO2in more marked in operation having vertical incision than transverse incision.the
decreased in SpO2 were more marked in immediate post operative with in 30 minute then SpO2 gradually improved with or without oxygen
therapy. however SpO2 decrease seen throughout the observation period but not so marked to labelled as hypoxaemia.
]
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DISCUSSION

The present study was done on 43 patients
undergoing different types of surgical operations
under general anaesthesia. All the patients were
divided into two groups according to the site of
operation i.e. group | for the upper abdominal and
thoracic surgeries and group 11 for lower abdominal
surgeries, both groups were further divided into two
subgroups according to the types of surgical
incisions, vertical incision and transverse incisions.

The minimum age in this study was 20 years
and maximum age was 60 years. The patients
between the age group of 31-40 and 41-50 year
constituted equally 34.78% in upper abdominal and
thoracic surgeries i.e.both groups between 31-40
and 41-50 constitutes 69.6% patients of the total
cases. In lower abdominal group, age group
between the 21-30% constitutes highest 45%
patients and age group between 31-40 years
constitutes 35%.

Most of case of in the group | were operated
for the cholecystectomy and exploratory laparotomy
and in group Il most of case were operated for
abdominal hysterectomy  and  exploratory
laparotomy.

In our study the significant rise in pulse rate
was observed just after intubation and just after
extubation in all the groups. In sub-groups | a, it
increased from mean value of 92.333+16.751 to
108.00+£12.720, just after intubation and to
118.333+16.743 in immediate postoperative and
found to be statistically significant.

In subgroups | b mean pulse rate significant
from 102+16.174 to 111.273+14.846, just after
intubation and to 111.645+16.174, just after
extubation. In subgroup Il a mean pulse rate rose
from 93.167+9.889 to 109.33+£14.914, just after
intubation and 117.667+17.406, just after
extubation in subgroup Il b from 101.250+£12.553
just after extubation. The pulse rate returned to
basal value within one hour in all the groups and
persist till observation time. On statistical
evaluation no significant changes was found. This
increase in pulse rate immediate after intubation and
immediate postoperative period is due to the
stimulation of the sympathetic nervous system in
response to laryngoscopy, intubation and
extubation.

Significant increase in systolic blood pressure
recorded in both group after intubation and after
extubation, from 110.5£17.144 to 142.333+15.992
just after laryngoscope and intubation, and
146.33+17.258 just after extubation in subgroup 1 a,
from 122.624+16.777 to 117.727 + 19.064, just
after laryngoscopy and intubation and to
149.50£12.340 just after extubation in subgroup I b.
from 120.417+17.069 to 143.750+11871 just after
laryngoscopy and intubation and to 141.50+£12.340
just after extubation in subgroup Il a and from
119.50+9.607 to 138.00+12.031 just after intubation
and to 137.875+12.443 just after extubation. On
statistical evaluation after laryngoscopy and
intubation and extubation systolic blood pressure
rose significantly in all the groups

The significant rise in diastolic blood
pressure was observed in all both groups from
67.500+£14.222 to 91.250+11.545 just after
intubation and to 90.333+12.093 just after
extubation in subgroup la, from 82.400+£12.000 to
87.455+£10.838 just after intubation and to
96.636+10.729 just after extubation in subgroup Ib,
from 80.167+9.243 to 95.917+7.728 just after
intubation and to 96.583x7.609 just after extubation
in subgroup Ila and from 80.375+8.035
t089.111+10.167 just after intubation and to
89.750+12.506 after extubation in subgroup Ilb.
statistical evaluation, we found that almost all the
patients were hemodynamically stable throughout
the period of observation except just after
laryngoscopy and intubation and in immediate post-
operative period where significant increase blood
pulse rate, systolic blood pressure and diastolic
blood pressure observed in all the groups. This
increase in hemodynamic status occurred could be
due to sympathetic stimulation in response
intubation and extubation. charles et al.13 also
reported significant rise in systolic and diastolic
blood pressure.

There was highly significant increase in
mean respiratory rate per minute in immediate
postoperative period in all groups but more marked
in the respiratory rate seen in upper abdominal
group than in the lower abdominal group. In
subgroup | a respiratory rate, it increased from
18.500+2.11 to 28.607; in subgroup | b from
19.273+2.412 to 30.000+7.537 after extubation and
in subgroup Ila it increased from 17.833+1.337 to
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25.667+4.960 and in subgroup Ilb
17.200+1.488 to 25.002.781 after extubation.

Our data evaluate that mean respiratory rate
gradually decreased from immediate postoperative
period up to ® hours of observation period, remain
higher than basal value thereafter, in upper
abdominal, and thoracic surgeries but in lower
abdominal, it came to basal preoperative value after
1 hour of the observation period. Zikria et al.**
reported 50% rise in respiratory rate in upper
abdominal and 10% rise in lower abdominal
surgeries. Henson EL al. also reported that
respiratory rate was significantly in upper
abdominal and lower abdominal surgeries.

There were no significant change (p>0.05)
SpO2 during intraoperative period and highly
significant decrease in SpO2 in immediate
postoperative was observed in all groups.
Significant reduction in SpO2 was observed in
group | than group Il at 15 minute. On increasing
FiO2 oxygen administration, SpO2 improved in
group Il but statistically significant decrease in
SpO2 was observed in group .

In subgroup la SpO2 decreased from
99.586+0.669 to 93.583%5.712; in subgroup Ib
99.636+0.674 to 91.636+6.990; in subgroup lla
from 99.750+0.452 to 98.583+ 1.887; in subgroup
[lb from 99.750+0.763 to 97.357£1.928 in
immediate postoperative period.

Our data evaluate that in group | the mean
SpO2 approaches to preoperative value after 1 hour
postoperative  but on statistical evaluation
significant decreased in SpO2 observed up to
observation period (from 99.583+0.669 to
98.583+£0.791; in group la, 99.636+0.674 to
98.636+0.674 in subgroup 1b) In group Il on clinical
evaluation SpO2 increased to preoperative value
after 1 hour on statistical evaluation found to be
insignificant  (99.750+0.452 to 9.667+0.492,
t=7.412, p>0.05, in subgroup la, 99.750+0.765 to
99.375+1.061, t=0.760, p>0.05). Almost similar
findings were also reported by Fu S Xue et
al15.higher incidence of hypoxaemia in patients
after upper abdominal surgery (34.4%) compared
with that in patients who underwent peripheral
(20.8%) and lower abdominal operation (14.3% )by
Meikejohn et al*®, Diament M et al. *” observed a
significant decline in SaO, flowing upper
abdominal surgery.

from

Strachan L et al'® observed some evidence

that horizontal incision may be less deleterious in
this regard compared with vertical incisions,
however the evidence for this is not conclusive. On
our study we observed that more marked decrease
in SpO, seen in vertical incision than transverse
incision. Rosenberg J et al '° They found that
immediate postoperative SpO, levels were
significantly higher in patients who underwent
peripheral operation than they were in patients who
had thoracic or abdominal surgery. In addition they
found that these SpO, difference become greater
one hour after arrival in recovery room. In our study
we observed that decrease in SpO, in all groups in
immediate postoperative period this decrease in
SpO, level persisted for longer time in group |
(upper abdominal and thoracic surgery ), than group
Il (lower abdominal surgery which came to
preoperative value).

Andrey G et al ?° showed that Only 10% in
all groups, 4% had their oxygen saturation decrease
to less than 90% during this time, then of these have
initial O, saturation were found at ** minute and *
minute. Similar results were also observed in our
study i.e. significant decrease in SpO, observer
within * minute. The need for postoperative oxygen
therapy involving an incision to the thorax or upper
abdominal is well known. Canet et al ** found that
O, saturation increased in patients who has
peripheral site surgery while they breath 10minutes
in PACU. Thus the used for oxygen therapy in those
having surgery to the face, neck, lower abdominal
in open to questionable.

CONCLUSION

In conclusion we observed that the severity of
arterial oxygen desaturation, incidence and duration
of hypoxaemia during early postoperative period
are closely related to surgical sites and types of
incision and they are more they are more
pronounced for upper abdominal and thoracic
surgery than lower abdominal surgery. Patient
having vertical incision are more valuerable to
hypoxaemia than transverse incision. These result
suggest the need for respiratory monitoring and
oxygen therapy during early postoperative period
and early emulation to pain relief is required even in
healthy uncomplicated elective surgery particularly
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upper abdominal and thoracic surgery to avoid most
of the pulmonary complication.
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ABSTRACT
Introduction: Tuberculosis is a contagious bacterial infectious disease that is considered to be one of the
deadliest infectious diseases worldwide. Despite the recent development of more sensitive technologies,
diagnosis of TB in most low-income countries continues to rely on sputum smear microscopy due to the fact
that smear microscopy is a simple, inexpensive, cost-effective, and accessible tool for early pulmonary
tuberculosis diagnosis and treatment monitoring. The present study was carried out to determine the sputum
AFB positivity by ZN staining technique among chest symptomatics presenting with cough for 2 weeks or
more and to study their socio-demographic profile.
Material and Methods: This cross sectional study was carried out among cases of chest symptomatics
attending OPD of TB and Chest diseases, IMS&R, Lucknow over a period of 6 months, from January to
June 2016. A pre-designed and pretested questionnaire was used for data collection. Statistical analysis was
done using SPSS software, version 20.
Results: 17.8 % of chest symptomatics were found to be smear-positive on sputum microscopy. Sputum
positivity was higher among elderly age group and males were more affected than females. Sputum positive
results were maximum among married, lower socioeconomic status and who belonged to rural area. Various
risk factors such as family history of tuberculosis, smoking and alcohol were found to be strongly associated
with sputum positivity results. Employment status was also significantly associated with sputum positivity
results.
Conclusion: In developing countries like India, under resource-limited settings sputum smear microscopy is
the most practicable and cheapest tool for demonstration of AFB in sputum. Though culture of
mycobacterium is a more sensitive method than smear microscopy but it is time consuming and requires
proper laboratory set-ups which is not possible in remote rural areas with poor resource settings.
Key words: sputum positivity, chest symptomatics, tuberculosis, acid-fast bacilli, demographic profile
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INTRODUCTION

Tuberculosis has been a major health problem for
developing countries including India. WHO’s 2006
report on Global Tuberculosis Control published on
March 24th, World TB Day, once again ranks India
as the world’s most heavily affected country. In the
year 2004, it was estimated that there were 1.8
million new TB cases in India; that is, one in five of
all cases worldwide. TB primarily affects
individuals in their most efficient years of life with
vital socio-economic consequences for the family

and the disease is even more common among the
poorest and marginalized sections of the
community. It is a contagious bacterial infectious
disease that is considered to be one of the deadliest
infectious diseases worldwide. In 1990 “World
Health Organization” (WHO) reported tuberculosis
as a worldwide burden of disease and seventh most
common morbidity-causing disease in the world,
and expected to be the same position up to 2020. It
is one of the oldest diseases known to affect
humans.
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Almost 70% of TB patients are aged between the
ages fifteen and fifty four years of age. While two
thirds of the cases are male, tuberculosis takes a
disproportionately larger toll among young females,
with more than 50% of female cases occurring
before 34 years of age. Mortality due to tuberculosis
among women have major implications for child
survival and family welfare.? Nevertheless, in 2010,
the incidence of TB was estimated as 2.15 million
in Central Asia, which will be tripled by 2030.2 In
2014, the World Health Assembly endorsed a new,
bold plan referred to as “The End TB Strategy”. The
vision is “A world free of TB - Zero TB deaths,
Zero TB disease, and Zero TB suffering”. The goal
is to end the worldwide TB epidemic i.e. <10 cases
per 100,000.*

WHO 2007 “Strategic and Technical Advisory
Group for Tuberculosis” (STAG-TB) revised the
definition of pulmonary TB (PTB) suspect as any
person with cough for 2 weeks or more, which is
under operation in India since 1st April 2009.° A
chest symptomatic (CS) is defined (as under
RNTCP) as a person with productive cough for 2
weeks or more, with or without haemoptysis, fever,
chest pain, weight loss and/or night sweat.

Early detection and effective treatment of smear
positive tuberculosis patients has been found to be
the most cost effective strategy for the control of the
disease.® Patients that are sputum smear-positive are
5-10 times more infectious than smear negative
patients untreated or treat