Adhesive intestinal obstruction in infants and children

frequency of AIO in those with Hirschprung`s disease.
In a series of 871 children who were
appendecectomized, 1.3% of them developed AIO, and
this was highest (3.4%) in those who had perforated
appendicitis.5 The interval between initial surgery and
development of AIO is also variable. In one series, 80%
of patients developed AIO within 3 months of initial
operation.4 On the other hand over 80% of Janik et al2
series developed AIO within 2 years of the initial
laparotomy. The mean interval from initial operation to
presentation in our series was 1.2 years, and 79.2%
developed AIO within one year of initial operation, but
one of our patients developed AIO 7 years after initial
surgery. The diagnosis of AIO is not difficult to make,
but the treatment is still controversial. Conservative
treatment forms the basis of management for AIO in
adults and fever, leucocytosis, or localized abdominal
tenderness, or both or complete intestinal obstruction has
been set as indications for surgical intervention. This
however is not the case in the pediatric age group where
the treatment is still controversial. For many years, it has
been stated that there is no place for conservative
treatment in infants and children with AIO, and to
obviate delay in treatment with its attendant risks,
increased morbidity and mortality, early surgical
intervention was advocated.3,4 As a result of this
aggressive surgical approach a notable decrease both in
morbidity and mortality was reported.3 In our series,
only 2 (8.3%) responded to conservative treatment, and
6 (30%) required intestinal resection. It is however,
difficult to speculate whether this 30% resection rate
could have been reduced by early surgical intervention
in our patients. Although our series is small, we like
others feel that conservative treatment has a limited
place in the management of infants and children with
AIO.
Further studies, however are required to substantiate
this. With the recent advances in the diagnostic and
therapeutic laparoscopy, laparoscopic management of
AIO in children is now feasible, safe and an increasingly
utilized form of therapy.6 Being less invasive,
laparoscopy should prove valuable towards early
surgical intervention in children with AIO.
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Ultrasound as a primary tool to evaluate
patients with blunt abdominal trauma
Hassan A. Musa,
F
ifty-five cases of patients with blunt abdominal trauma
MSc(UK), FRCSI.

(BAT) treated at Wrexham Maelor Hospital, United
Kingdom, between February 1996 and February 1998
were studied retrospectively. Ultrasound was performed
in all patients in the Radiology Department which is in
the complex of Accident and Emergency (A&E)
building a few meters from the resuscitation rooms. US
was carried out by radiologist using toshiba machine
with a 3.5MHz transducer. The objectives of the
examination were screening for intra-abdominal fluid
and solid organ injury. True-positive (TP), true-negative
(TN), false-positive (FP), and false-negative (FN) rates
were determined. These rates were used to calculate the
sensitivity (TP/TP+FN), specificity (TN/TN+FP) and
accuracy (TP+TN/TP+TN+FP+FN) of US. Positive
predictive value (PPV) (TP/TP+FP), and negative
predictive value (NPV) (TN/TN+FN) was also
calculated. Fifty-five cases of patients with BAT, who
were treated at Wrexham Maelor Hospital, from
February 1996 through to February 1998 was analyzed.
There were 33 males (60%) and 22 female (40%)
patients, with a mean age of 36.4 years (range 4-85
years). Associated injuries occurred in 40 patients
(72.6%). Road traffic accidents accounted for 59.5% of
injuries. Falls accounted for 29%, assault accounted for
7.2%, trauma inflicted by animals accounted for 7.2%
and convulsions accounted for 1.8%. Ultrasound
examination was performed within 5-30 minutes of
patient admission to A&E Department. The time
required to complete the examination was 5-10 minutes.
The presence of free fluid collection was observed in 7
cases. Liver contusion and hematoma was detected in 2
cases. Splenic parenchymal damage and hematoma was
observed in 6 cases. Sixteen patients had positive US
examinations, and 39 patients had negative US
examinations. One patient with positive US finding
underwent a computed tomography scan examination
which was negative, and this was the only false-positive
US finding in this study. Thirteen patients (23.5%) out
of 55 patients underwent surgery, 12 patients with
positive US results and one with a negative US result. In
this study the US sensitivity is 94% with a PPV of 0.94.
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US specificity is 97.4% with a NPV of 0.97 and
accuracy of 96.4%.
The immediate goal of abdominal assessment after
multiple system blunt trauma is rapid determination of
the necessity for urgent surgery. A diagnostic screening
test forabdominal injury should have both a high
sensitivity and a high NPV for the need for acute
laparotomy. Ultrasound satisfy these criteria and
combined with its speed and non-invasive nature makes
it a power tool in the initial assessment of trauma
victims. Several studies in the literature refer to the
potential cost savings when US is used for BAT.1
Ultrasound technology has evolved to the point that
extensive training and specialization are not required to
master specific techniques, thereby making it very
suitable for use in trauma resuscitation area.2,3 From
Kuwait, Abu-Zidan et al, 4 prospectively evaluated US on
53 patients and found a sensitivity of 85%, a specificity
of 100% and an accuracy of 95%. They concluded that
US is an accurate and safe method for screening patients
With BAT. Hoffman et al 5 favoured US for initial
approach to patients with BAT. The results of this study
indicate that US is a highly accurate means to
objectively evaluate the abdomen in BAT patients. In
this study, US detected 94% of injuries (sensitivity). It
also identified 97.4% of the 39 patients without
intra-abdominal injury (specificity), and overall accuracy
of 96.4%. So the sensitivity, specificity and accuracy in
this study are consistent with those studies from North
America, Europe and Asia.1-5 On the basis of the results
of this study, US meets the criteria of useful diagnostic
test in blunt trauma patients. It provides diagnostic
information that is not available from physical
examination or plane film x-ray studies. It can be
obtained rapidly and integrated easily into the
resuscitation. It is easily repeated, portable and fast
which makes it suitable for evaluating large numbers of
patients , less stable patients and patients undergoing
other diagnostic and therapeutic procedures. Ultrasound
should not be used at the exclusion of other Diagnostic
modalities or clinical judgment but in combination with
them .
Ultrasound is a sensitive, specific and accurate test
with which to evaluate patients with abdominal injury
requiring surgery. Routine abdominal US can be
performed at bedside in emergency departments as a
timely, non-invasive diagnostic test. This use of
screening abdominal US examination can improve
clinical decision-making for the use of emergency
laparotomy. The results of this study support the
continued use of trauma US as the primary technique for
the assessment of abdominal trauma.
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SARS: The emergence of a new epidemic

At

Fahad A. Al-Ateeg, MHA, M.Ed.

this moment the world health community is
struggling to cope with a severe and rapidly spreading
new disease in humans, severe acute respiratory
syndrome (SARS). So far, the new disease has been
diagnosed in more than 28 countries worldwide. It
appears to be the first severe and easily transmissible
new disease to emerge in the 21st century. What
distinguishes the international health community
response to this epidemic is the almost instantaneous
communication and information exchange that
supported every aspect of the response. The World
Health Organization (WHO), the Centers for Disease
Control and Prevention (CDC), and national and local
health agencies across the globe have disseminated
up-to-the-minute information tailored for clinicians,
public health officials, health care workers, travelers,
household contacts, and many other affected parties. As
SARS is moving too fast for traditional medical journals
to stay on the top of the story, this brief report
documents the chain of events in the emergence of the
new epidemic, the state of clinical and virologic
knowledge at the outset of this epidemic, diagnostic
procedures, treatment and preventive measures based on
information collected from the instantaneous and
revolutionary information exchange of the world wide
web.
The chain of events began on February 11, 2003 when
the Chinese Ministry of Health officially informed the
WHO of an outbreak and reported 305 cases of acute
respiratory syndrome of unknown cause that occurred in
6 municipalities in Guangdong province in southern
China. Five deaths were reported, and transmission was
particularly prevalent among health care workers and

