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Focus and Scope

Pabna Medical College Journal is a biannual, open 

access, double-blinded peer-reviewed journal. It 

publishes original articles, editorials and case 

reports based on Community, Clinical and 

hospital based laboratory work, field work, clinical 

trials and various other studies by scientific means 

related to the disciplines of medical and health 

sciences. It also accepts review articles, 

meta-analysis, conference proceedings, news 

related to medical science and letters to the editor.

Peer Review Process

Each manuscript is initially collected and screened 

by the editors. If it is considered for review 

process, then it is sent to members of preselected 

reviewer panel. The peer reviewers suggest 

editing, correction or rewriting the manuscript. 

After completion of the review process, the 

manuscript is selected for upcoming issue.

Authorship policy

The authors and Co-authors should have major 

contribution in research or study. They will take 

the public responsibility of the research procedure, 

findings or recommendation.

Selection of Reviewers

Reviewer selection is the critical and important 

part to the publication process. The choice of 

selection is based on several factors, including a) 

expertise, b) reputation, c) capability of giving 

recommendations, d) giving enough time to 

review and e) our own previous experience of a 

reviewer's characteristics. For example, the 

reviewer who is slow, careless, or do not provide 

definite comment is avoided.

Editorial Decision

The editor takes the final decision based on the 

reviewers' comment. The decision may be any one 

of the followings:

ABOUT US

a)  Accept for Publication, with or without any 

minor editorial revision

b)  Inform the corresponding author to Revise the 

Manuscript to address the specific concerns 

before a final decision is reached. Submission 

of revised manuscript does not ensure the 

accpetance

c)  Reject the manuscript and suggests for 

rewriting and Resubmission.

Ethical issue

When reporting experiments on human subjects, 

authors have to write whether the procedures 

followed were in accordance with the ethical 

standards of the responsible committee on human 

experimentation (institutional and national) and 

with the Helsinki Declaration of 1975, as revised in 

2000. When reporting experiments on animals, 

authors should indicate whether the institutional 

and national guide for the care and use of 

laboratory animals was followed. The work will be 

rejected if there is lack of evidence.

There is an Ethical Committee of Pabna Medical 

College to guide the authors to follow the rights of 

subjects of study or on experiment.

Conflict of interest

The credibility of published article depends in part 

on how well conflict of interest is handled during 

writing, peer review, and editorial decision 

making. Conflict of interest exists when an author, 

reviewer, or editor has financial or personal 

relationships that inappropriately influence (bias) 

his or her actions (such relationships are also 

known as dual commitments, competing interests, 

or competing loyalties). All authors of the 

submitted manuscript are requested to disclose 

any actual or potential conflict of interest including 

any financial, personal or other relationships with 

other people or organizations within two years of 

beginning the submitted work that could 

Instruction to the Authors

iii



inappropriately influence, or be perceived to 

influence, their work. If these conflicts occur, they 

have to report as well.

Confidentiality

Editor, editorial board members, authors and 

reviewers keep confidential of all details of the 

editorial and peer review process on submitted 

manuscripts. Even identities of the reviewer are 

not disclosed to the corresponding author. In 

addition, reviewers maintain the confidentiality of 

the manuscript.

Publication Frequency

The journal is publishing 2 issues (may and 

November) in a year from January 2023.

Open Access Policy

This journal provides immediate open access to its 

content on the principle that making research 

freely available to the public supports a greater 

global exchange of knowledge.

Publisher

Teachers Association, Pabna Medical College, 
Pabna, Bangladesh
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The Authors may submit articles electronically 

round the year following the guideline of journal. 

The editors reserve the right to reject articles 

without sending them out for review. Submitted 

articles should not have been previously published 

or be currently under consideration for publication 

elsewhere. Briefs and research notes are not 

published in this journal. Submitted articles must 

be within the scope of the journal. All articles go 

through a peer review policy.

Authors must acknowledge that they have read 

and agree to the content of the submitted article 

with an acceptable standard of good English 

grammar and usage. 

Article Processing Charges (APC)

As an open access journal with no subscription 

charges, a fee (Article Processing Charge, APC) is 

payable by the author or research funder to cover 

the costs associated with publication. 

Types of Articles

Authors must ensure that while submitting the 

article, it should fall under the appropriate 

category from the list of options:

1. Original Research – Original research articles 

should describe confirmed findings and 

experimental methods should be given with 

sufficient details for others to verify the work. 

The length of an original article should 

describe and interpret the work clearly.

2. Article Review – Review articles, often known 

as literature reviews or secondary sources, 

synthesize or assess primary source research. 

In general, they summarize the status of 

research in a certain area. Review articles 

usually focus on presenting and discussing 

recent developments in a field.

3. Case Study – A case study is a detailed study 

of a specific area that involves researching a 

problem, often using an experiment or survey, 

GUIDELINES FOR AUTHORS

and providing potential solutions from that 

research. It is an in-depth look at one research 

problem, looking at it from different angles 

and aspects.

Submission Checklist: 

Author (s) can use this list to carry out a final check 

of article submission before sending it to the 

journal for peer review process. Authors should 

ensure to have the following items in the article 

which should be available:

1. Authorship: 

Authorship  provides credit and bears public 

responsibility for a researcher’s contribution to 

a study.

a. Authors Contacts:   Authors should have 

been designated with contact details: Full 

postal address, E-mail address, and 

ORCID or Scopus ID or provide link i.e. 

Google scholar etc in his/her 

corresponding address.

b. Corresponding Authors (CAs):  CAs is 

authors and act as a communicator 

between authors and the journal. CAs 

provides the basic requirements of articles 

to the Journal. Preferably CAs will be the 

principal author. This responsibility 

incorporates answering any future queries 

about methodology and materials. Ensure 

that the e-mail address is given, and the 

contact details are kept up to date by the 

corresponding author.

2. Basic Requirements for the Article- A Brief 

Summary:

a. Words Count:  Not more than 4000 words 

(excluding Abstract, Methods, Tables, 

References, and figure legends).

b. Page Range: Not more than 12 pages.

c. Submitting File Size:  Not more than 5MB 

(.doc/.docx/ PDF).
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d. Title: Not more than 50 words.

e. Abstract:  Minimum of 150 words and 

maximum of 250 words.

f. Keywords: Minimum of 3 and maximum of 

5 appropriate keywords.

g. Font Name and Font Size:  Times New 

Roman, Font Size 12, single or double 

column with 1.5 line spacing and justified.

h. Figures:  Not more than 5 figures. The 

figures should be in 300 dpi or more.

i. Tables: Not more than 8 tables. The length 

of the table should not be more than 01 

page.

j. Figure Legends: Not more than 150 words 

per figure.

k. Graphical Abstracts / Highlights files: Optional.

l. Supplemental files: Optional

m. Spell and Grammar: Compulsory.

n. Abbreviations:  Not more than 10 

abbreviations. Ensure consistency of 

abbreviations throughout the article.

o. Declaration:  Authors are required to 

include a declaration of accountability in 

the article, counting review-type articles 

that stipulate the involvement of each 

author. The level of detail differs; some 

subjects yield articles that consist of 

isolated efforts that are easily voiced in 

detail, while other areas function as group 

efforts at all stages. It should be after the 

conclusion and before the references.

i. Conflicts of Interest/ Competing Interests: 

The article should not be under 

Conflict of Interest.

ii. Funding/ Grants/ Financial Support: 

Authors should detail if any financial 

support received.

iii. Ethical Approval and Consent to 

Participate: The authors must submit a 

statement that the study does not 

require ethical approval and consent to 

participate with evidence.

iv. Availability of Data and Material/ Data 

Access Statement:  The Authors should 

mention source of research data and 

data access terms and conditions in the 

article.

v. Authors Contributions:  Authors should 

describe the role of each author if there 

is more than one author. See 

authorship for more details.

p. References: Not more than 60 references.

q. Referee suggestions: To be bestowed based 

on journal requirements.

r. Footnote:  Footnote should not be 

employed.

Article Format/Structure: 

Article text file (ms word/pdf) should start with a 

title page that shows author affiliations and 

contact information, identifying the corresponding 

author with an asterisk. For the main body of the 

text, there are no specific requirements. It can be 

organized in a way that best suits the research. 

Do not use ‘all capital’ letter in headings or 

subheadings, titles or subtitles. 

However, the following structure will be suitable 

in many cases:

1. Abstract: Do not incorporate any references in 

Abstract. Verify they serve both as a general 

introduction to the topic and as a brief, 

non-technical summary of the main results 

and their implications.

2. Keywords/index terms:  There should be 

appropriate keywords.

3. Introduction:  Articulate the objectives of the 

work and bestow an adequate background, 

avoiding a detailed literature survey or a 

summary of the results.

4. Materials and Methods:  Specify sufficient 

particulars to  favour the work to be 

reproduced by an independent researcher. 

Methods that are already published should be 

illustrated and indicated by a reference. If 

quoting directly from a previously published 

method, use quotation marks and cite the 

source. Any modifications to existing methods 

should be proclaimed.

5. Results (with subheadings if applicable): 

Results should be clear and concise.

6. Discussion (without subheadings):  This 

should explore the significance of the results of 

vi

Instruction to the Authors



the work without repetition. A combined 

Results and Discussion section is often 

appropriate. Avoid extensive citations and 

discussion of published literature.

7. Conclusion:  The main conclusions of the 

study should be presented in a short 

Conclusions section, which may stand alone or 

form a subsection of a Discussion or Results 

and Discussion section.

8. Acknowledgement:  Individuals who 

imparted cooperation during the research (e.g. 

providing language help, writing assistance, 

or proof reading the article, etc.) should be 

listed here.

9. Figures:  Serial number of figure should be 

written in English numerical. Keep text in the 

illustrations themselves to a minimum but 

clearly explain all symbols and abbreviations 

used.

10. Tables:  All tables should be editable as text 

and not as images. Serial number of tables 

should be given in Roman numerical. Usually 

does not require any description of tables, 

avoid duplicity of the data presented in them 

described elsewhere in the article. 

11. References:  Ensure that all references 

mentioned in the reference list are cited in the 

text and vice versa.

Abstract: 

A concise and factual abstract is mandatory. The 

abstract should be structured, briefly state the 

intention of the research, the principal results and 

major conclusions. An abstract is often presented 

separately from the article, so it must be able to 

stand alone. It does not require references. Also 

uncommon abbreviations should be avoided, but 

if essential they must be defined at their first 

mention in the abstract itself.

Keywords:

Promptly after the abstract, bestow a maximum of 

6 keywords, using American spelling and avoid 

general  and plural  terms and multiple concepts 

(avoid, for example, ‘and’, ‘of’). Be sparing with 

abbreviations: only abbreviations firmly 

established in the field will be eligible. These 

keywords will be used for indexing purposes.

Cover Letter: 

The submission must also comprise a cover letter. 

In the cover letter, author should incorporate:

1. The affiliation, and contact information of the 

corresponding author.

2. The Affiliation of all co-authors.

3. Declare that the submitted article was not 

published before in any other journal.

Methods:

If author is reporting experiments on live 

vertebrates (or higher invertebrates), humans or 

human samples, author must comprise a statement 

of ethical approval in the Methods 

References: 

Edit references are not copied. Therefore, it is 

essential that the author formats them accurately, 

as they will be linked electronically to external 

databases where feasible. So, when formatting 

references, ensure that:

1. Run sequentially (and are always numerical).

2. Only have one publication associated to each 

number.

3. Only comprise articles or datasets that have 

been published or accepted by a named 

publication, recognized preprint server or data 

repository (if author include any preprints of 

accepted papers in reference list, ensure to 

submit them with the article).

4. Incorporate published conference abstracts 

and numbered patents if authors wish.

In reference list, author should:

1. Incorporate all authors unless there are six or 

more, in that case 6 author should be 

mentioned, followed by ‘et al.’

2. Classify authors by last name first, followed by 

a comma and initials (followed by full stops) of 

given names.

3. Adopt Roman text for Article and dataset 

titles, with only the first word of the title 

having an initial capital and written exactly as 

it appears in the work cited ending with a full 

stop.
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4. Apply Italics for book titles, giving all words 

in the title an initial capital.

5. Apply Italics for journal and data repository 

names, abbreviating them according to 

common usage (with full stops).

6. Contribute the full-page range (or article 

number) where appropriate.

Examples:

Published Article in journal 

Burks RT, Morgan J. Anatomy of the lateral ankle 

ligaments. Am J Sports Med 1994;  22 (1): 53-67   

Books: 

Alaszewski A. COVID-19 and Risk: Policy Making in 

a Global Pandemic. Policy Press; 2021.

Book chapter:

Wynick D, Bloom SR. Islet cell tumors. In: 

Grossman A. Clinical Endocrinology. Oxford: 

Blackwell Scientific Publications, 1992: 502-511.

Personal Author:

Adam RD, Victor M. Principles of Neurology. 5th 

Ed. New York: McGraw-Hill, 1993.

Editor(s) or Compiler(s):

Diener HC, Wilkinson M, editors. Drug-induced 

headache. New York: Springer-Verlag, 1988.

Organization as author:

Virginia Law Foundation. The Medical and legal 

implications of AIDS. Charlottesville: The 

Foundation, 1987. 

Online Material:

Babichev SA, Ries, J. & Lvovsky, A. I. Quantum 

scissors: teleportation of single-   mode optical states 
by means of a nonlocal single photon. Preprint at 
https://arxiv.org/abs/quant-ph/ 0208066 (2002).

Website citation:

Pelc C. Prescription steroids affect brain structure, 
study finds. Published September 6, 2022. 
Accessed September 8, 2022. https://www. 
medicalnewstoday.com/articles/prescription-ster
oids-affect-brain-structure-study-finds.

Acknowledgements: 

Aggregate  acknowledgements  in a separate 
section at the end of the article before the 
references and do not, therefore, include them on 
the title page, as a footnote to the title or otherwise. 
List here those individuals who contributed 
cooperation during the research (e.g. providing 
language help, writing assistance or proof reading 
the article etc.).

Author Contributions: 

The author must supply an Author Contribution 
Statement as described in the  Author Respon- 
sibilities section.

Please be aware:

1. The author’s name which author gives as the 
corresponding author will be the main contact 
amid the review process and should not be 
changed.

2. The information author bestows in the 

submission system will be used as the source 

of truth when his/her article is published.
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Preparation and submission of Manuscript:

Before submission, the authors are requested to 
strictly follow the guide lines below for submission 
of manuscript. Manuscripts prepared following 
the Uniform Requirements for manuscripts 
submitted to biomedical Journals is acceptable to 

this journal for publishing. Authors are advised to visit 

the web site  www.icmje.org for this purpose. In 

addition, authors are requested to watch the format and 

style of the article published in this journal. The 

following documents with manuscripts are to be 

submitted for publication.  A covering letter addressed 

to the Editor of the journal. A Title page.  Abstract and 

key words in the first page followed by the text, 

prepared in the format of IMRAD. Authors must submit 

2 hard copies of all documents and one copy in 

electronic form preferably written in a CD with 

adequate labeling. As an alternative option, 
submission through email with file attachment of 
all documents is welcome.

Covering letter:

All authors must sign after seeing the manuscript 
with the statement that they are the only 
author.The corresponding author should mention 
the contribution of each author to the work. It 
should contain a declaration that this manuscript 
has not been submitted elsewhere or not under 
consideration in any journal.It should clearly 
indicate the publication type (Original/Review/ 
case report/letter etc.) Authors are requested to 
submit new and revised manuscript and 
correspondence to: Editor Pabna Medical College 
Journal Email: pmj.pmc23@gmail.com, Phone no. 
+880 17171033773, +8801711581685

Title page:

It should contain title of the article followed by 
Name and affiliation of each byline author, the 
center/centers to which the work is attributed, 
name, address, telephone number, email address 
of corresponding author, declaration of conflict of 
interest, disclaim if any, disclosure for financial or 
other support, number of tables, number of figures 
given and a short running title and lastly word 
count of abstract.

Publication and Data Policy

Manuscript Organization:

It should be typeddouble spaced throughout with 
Justified and 2.5 cm margins. Font type is Times 
New Roman with size 12andprinted on a good 
quality A4 size weight 80 gm of paper on one side. 
Manuscript should have uniform style, correct 
journal format, carefully proofread for grammar, 
spelling and punctuation.

Manuscript format:

In general, original article should be divided into 
following sections: Title page, Abstract,Text, 
Acknowledgement, References. At the end, Tables 
with titles and foot notes, alternatively graph with 
title and Illustrations with legends. Each of the 
sections is to start on a separate page. Pages should 
be numbered consecutively beginning     from the 
abstract.

Abstract page:

It should start with appropriate title of the article 
and structured with headings (Background, 
Objectives, Methods with statistical analysis, 
Result& Conclusion. Authors name should not be 
given at this page.It should be preferably within 
about 250 words.  Avoid abbreviations in the title 
and abstract except standard abbreviation. A non 
structured abstract is suggested for review article 
and case report. It should be followed by3 to 5 Key 
words.

Text:

Text should be arranged into following sections: 
Introduction, Methods, Results,

Discussions, Acknowledgement, References.

Introduction: It will include statement of the problem 

with a short discussion of its importance and 

significance, review of the literature related to the 

problem with pertinent reference and lastly Objectives/ 

hypothesis/ benefits expected stated in 1-2 paragraph.

Methods: In this section study type, place and time, 

description of study subjects and grouping, sampling, 

selection criteria, approval of the study involving 

human subjects by ethical review committee and 

description of the ethical aspects in such study, 

Instruction to the Authors
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description of study variable, description of procedure, 

methods, apparatus, drugs or chemicals as applicable 

should be given. Description of statistical   procedure 

with enough detail to enable a knowledgeable reader 

with access to the original data to verify the reported 

results should be provided. For  animal experimental 

study, animal ethical aspects should also be 

mentioned.

Results: Present result in logical sequence in text, table 

and illustration with most important finding first. 

Describe without comment, restrict number of table and 

figure needed to support assessment of paper. Do not 

duplicate data in table and figure.

Discussion: In this section, describe only the key 

findings and their comparison to other researchers, their 

interpretetion, probable explanation from literature 
if relevant and the message of the study.

Table: Simple self explanatory with brief title, not 

duplicate in text. Each table should be numbered in 

Romans and  printed in separate page. Do not use 

internal horizontal and vertical rules. Uses of many 

tables are not encouraged. It should be mentioned in 

result section.

Illustration: All illustrations must be numbered 

consecutively in Arabic numerals as they appear in 

the text. Submit Print photograph of each illustration 

along with its electronic file. Figure number, title of 

manuscript, name of the corresponding author and 

arrow indicating top should be written on a sticky label 

affixed on the back of each photograph. Scanned 

picture, graph, chart with title and figure number should 

be printed on separate page and its original data 

presentation file should be inserted in the CD along with 

text.

Legend: Must be typed in a separate sheet of 
paper. Photomicrograph should indicate the 
magnification, internal scale and the method of 
staining. All drugs should be mentioned in their 
generic form. The commercial name may be used 
in parenthesis.

Acknowledgement: Individuals, institution, sponsor, 

organization or bodies can be acknowledged in the 

article for their contribution or financial or any form of 

assistance to the work.

References: For reference, use author number style 

(Vancouver) which is based on an ANSI standard 

adapted by the National Library of Medicine (NLM). 
References should be numbered consecutively in 
the order in which they are first mentioned in the 
text.Identify references in the text, tables and 
legends by Arabic numerals in  superscript. All 

citations to electronic references should be presented in 

numbered references following the text. The titles of 
the journals should be abbreviated according to 
the style used in Index Medicus. Write names all 
authors of the article.  The reference list is not 

usually checked by the editorial staff or reviewer. 

It is the total responsibility of author to provide 

accurate information.

Examples:

Standard journal article:

Khalil M,Chowdhury MAI, Rahman H, Mannan S, 
Sultana SZ, Rahman MM et.al. Splenic Mass and 
its relation to age, sex and height of the individual 
in Bangladeshi Peoples. J Bangladesh SocPhysiol 
2008;3(1):71-78.

Journal article with organization as author:

Name of organization full stop title of the article 
full stop abbreviated journal title coma year and 
month of publication semicolon volume colon 
page number.

American diabetes Association.diabetesupdate. 
Nursing, 2003 Nov; Suppl: 19-20.

Journal article with multiple organization as 
author:

Name of the Ist organization semicolon Name of 
the 2nd organization semicolon Name of the 3rd 
organization full stop title of the article full stop 
abbreviated journal title full stop year and month 
of publication semicolon volume colon page 
number.

American Dietetic association; Dietitians of 
Canada. Position of Dietetic association and 
Dietitians of Canada: nutrition and women!s 
health. J Am Diet Assoc.2004 jun;104(6):984-1001.

Journal article with Governmental body as author:

Name of the bodies with intervening semicolon 
end with full stop topic colon title of article full 
stop Abbreviated journal title full stop year and 
month of publication semicolon volume colon 
page number.

National Institute on Drug Abuse (US); Caribbean 
Epidemiology Centre; Pan American Health 
Organization; World Health Organization. 
Building a collaborative research agenda: drug 
abuse and HIV/AIDS in the Caribbean 2002-2004. 
West Indian Med J.2004 Nov; 53 Suppl 4:1-78

x
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Standard book with initials for authors:

Name of the authors full stop title of the book full 
stop edition full stop place of publication colon 
name of publisher semicolon copy right year full 
stop page number p full stop

Eyre HJ,LangeDP,MorrisLB.Informed decisions: 
the complete book of cancer diagnosis,treatment 
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Original ArticleOriginal ArticleEditorial

Role of active surveillance in thyroid nodule
Abdul Matin

Introduction:

About 68% of the general population have thyroid
nodules on routine ultrasonography. That does not
mean all nodules should be treated by surgery as most
of the nodules are benign and are discovered
incidentally. So our primary goal of thyroid nodule
evaluation is to determine whether it is malignant.
After thyroid ultrasonography has been performed,
the next step is measurement of serum thyroid-
stimulating hormone.  Hyperfunctioning nodules are
rarely malignant and do not require tissue sampling.
Nonfunctioning nodules and nodules in a patient
with a normal or high thyroid-stimulating hormone
level may require fine-needle aspiration based on
ultrasound characteristics and size. Nodules with
suspicious features and solid hypoechoic nodules 1
cm or larger require aspiration. The Bethesda System
(categories 1 through 6) . Benign nodules (Bethesda
II) does not need surgery and  need to follow –up
with regular physical examination and
ultrasonography to see the progress of the nodules
(increase in size, suspicious) usually in  every one
year interval. As surgery is not without risk so many
unnecessary surgical intervention lead to recurrent
& superior laryngeal nerve damage, voice loss,
parathyroid insufficiency, neck scar and life long
thyroid hormone replacement. In the UK there is some
variation of monitoring of the thyroid nodules. Some
hospital clinics discharge patients when cancer has
been excluded,  whereas other hospitals monitor
nodules with repeat ultrasonography. In Ireland
including our hospital we monitor benign nodules
with repeat ultrasonography every one year interval
that is called surveillance ultrasonography.

What is active Surveillance?

Active surveillance is watchful waiting and
monitoring benign thyroid nodules and also in many
cases of papillary microcarcinoma without any
surgical intervention .There are some situation when
benign nodules need surgery like rapidly growing
nodules, pressure symptoms and on cosmetic ground.

Age, comorbidities and life expectancy should be
considered when   individualizing treatment, as total

thyroidectomy for older adults with low risk PTC has
been associated with higher incidence of
complications and hospital readmissions

So active surveillance is a reasonable option for very
low risk patients .

In fact, a significant proportion of patients, specifically
older individuals with low-risk tumors, may benefit
from active surveillance without a surgical
intervention. In a large proportion of patients, PTCs
are identified as either a papillary microcarcinoma
(PMC) or a follicular variant thyroid microcarcinoma,
both of which are defined as tumors of < 1cm in
diameter with a favorable prognosis . Due to the
indolent course of the disease, active surveillance is a
strategy implemented by several centers for thyroid
nodules up to 1.5 cm in diameter, depending on
individual institutional protocols. Tumors larger 1
and less than 1.5 cm (T1bN0M0) appear to have a
similar course than tumors < 1 cm (T1aN0M0)

None of the patients with low risk PMC showed
distant metastasis or died from thyroid carcinoma
during the active surveillance period

Medical costs and adverse events from surgery
(recurrent laryngeal nerve injury, parathyroid gland
damage and/or anesthetic complications) are higher
in patients that undergo immediate resection.

Contraindication to active surveillance;

1. A noncancerous nodule may sometimes require
surgery if it’s so large that it makes it hard to
breathe or swallow. We  also consider surgery
for people with large multinodular goiters,
particularly when the goiters constrict airways,
the esophagus or blood vessels.

2. Nodules diagnosed as indeterminate or
suspicious by FNAC (Thy 3A or 3F) need
diagnostic hemithyroidectomy to role out so
cancer.

3. Any clinical features of malignancy like
lymphnodes or distant metastasis at diagnosis.
signs and symptoms of invasion to the
trachea,oesophagus, recurrent laryngeal nerve.
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4. High grade malignancy on FNAC (Thy 4/5) or
tall cell varint and poorly differentiated
carcinoma.

Transition from active surveillance to surgery is
considered when

1. Thyroid nodule size increases in the greatest
dimension by at least > 3mm from initial
measurement,

2. In cases where a new suspicious metastatic LN
disease shows cytological evidence for thyroid
cancer, and

3. When tumor volume increases by 50 % in three-
dimensional measurements 

Discussion

Over the past three decades  the world wide incidence
of thyroid cancer has significantly increased and more
than 50% of this increase is related to the
identification of papillary thyroid microcarcinoma.
Two prospective studies from Japan have shown that
active surveillance is feasible for low risk papillary
thyroid microcarcinoma patients as most of these
tumours remain latent or with slow progression.
Other studies showed similar results. On the other
hand prognosis of papillary thyroid microcarcinoma
is excellent with local recurrence rate of 2-6% and a
distant metastasis rate 1-2% and a 20 year disease
free survival rate is >99%. So for most of the benign
thyroid nodules and low risk papillary thyroid
microcarcinoma patients, immediate surgery may lead
to more problems like surgical complications, neck
scaring, hormone replacement. In another study in
china showed active surveillance in Chinese patients
with highly suspicious subcentimetre thyroid nodules
has good oncological outcomes and can be used as a
safe alternative to surgery. Younger patients (£30)
show a worse psychological status; therefore, more
attention should be paid to younger patients.

Conclusion

Active surveillance is now well practiced around the
globe including USA, UK Ireland ,China , Japan and
many more countries. Unfortunately it is not practiced
in Bangladesh  and  many unnecessary surgical
operations are under going resulting in many surgical
complications.  So in the treatment of thyroid nodules
active surveillance  can be used as an alternative
treatment option to reduce the incidence of adverse
effects without affecting treatment outcomes.

Pabna Med. Col. J. 2024;3(2): 36-37

Abdul Matin FRCS

Professor & Consultant ENT Surgeon, Limerick
University Hospital, Ireland
Email; abdul.matin@hse.ie
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References

1. Kant R,Davis A, Verma V.Thyroid nodules: Advance
in evaluation and management. Am Fam Physician
(2020):102(5):298-304

2. Sung H, Ferlay J, Siegel RL et al. Global cancer
statistics 2020: Globocan estmates of incidence and
mortality worldwide for 36 cancers in 185
countries.CA Cancer J Clin (2021);71(3):209-49

3. DavisL,Hoang JK.Thyroid cancer in the
USA:Current trends and outstanding questions.
Lancet Diabetes Endocrinol(2021):9(1):11-2

4. Ito Y, Mivauchi A, Kihara M,Higashiyama
T,Kobayashi K, Miya A.Patient age is significantly
related to the progression of papillary
microcarcinoma of thyroid under observation.
Thyroid(2014):24(1):27-34

5. Chunhao L,Zhao H, Xia Y et al. Active surveillance
of highly suspicious nodules cohort in China.
Oncol(2022):12 doi.org/10.3389/fonc.2022.981495.



Hospital-Based Evaluation of Anaesthesia Practices
in Bangladesh: A Retrospective Study
Islam MS1, Zinnat MF2, Alam MA3, Shabnam S4, Sultan MT5

Abstract:

Introduction: Anaesthesia management plays a critical role in ensuring patient safety and

comfort during and after surgical procedures. The choice of anaesthesia type—whether regional

or general—can significantly influence the incidence of complications and overall patient

recovery. This study aimed to evaluate anaesthesia practices, monitor complications, and

assess patient satisfaction among individuals undergoing various types of surgery. Methods:

The study was conducted at General Hospital, Pabna, Bangladesh from 1st October 2023 to

30th September 2024. Data were collected from medical records of patients who underwent

surgery at a hospital. The study population consisted of 42 individuals, with a higher proportion

of females and the largest age group being 18-40 years. Data analysis was performed using

SPSS version 26. Result: The results of this study indicate that 57.1% of patients received

regional anaesthesia, while 42.9% were administered general anaesthesia. Monitoring

techniques, including pulse oximetry, ECG, and blood pressure, were widely used, with

complications occurring in 33.3% of the population. Post-anaesthesia complications were

most commonly nausea (42.9%) and hypotension (4.8%). Satisfaction with anaesthesia was

high, with 95.2% of patients reporting satisfaction. A significant negative correlation (-0.361,

p=0.0188) was found between general anaesthesia and the absence of complications.

Conclusion: The findings from this study indicate that regional anaesthesia is associated

with fewer post-anaesthesia complications compared to general anaesthesia, as evidenced by

the negative correlation between the two. The statistically significant p-value of 0.0188 (p <

0.05) underscores the meaningful association between the type of anaesthesia and the

occurrence of post-anaesthesia complications.

Keywords: General Anaesthesia,
Regional Anaesthesia, Hypo-
tension, Anesthetic Complications
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Introduction:

Anaesthesia is a cornerstone of modern surgical
practice, ensuring patient comfort, reducing
intraoperative stress responses, and improving
surgical outcomes. Globally, anaesthesia services
have undergone significant advancements in safety
protocols, monitoring technologies, and workforce
expansion. However, disparities in anaesthesia
practices persist, particularly between high-income
countries (HICs) and low- and middle-income

countries (LMICs), where resource constraints limit
access to safe anaesthesia care1. The World Health
Organization (WHO) and the World Federation of
Societies of Anesthesiologists (WFSA)

have established global guidelines for safe
anaesthesia, emphasizing the importance of trained
personnel, adequate monitoring, and essential drug
availability to improve patient outcomes2. Despite
these advancements, perioperative mortality remains
disproportionately high in LMICs due to inadequate



anaesthesia services, equipment shortages, and a lack
of standardized safety protocols3. Bangladesh, as a
developing country, faces significant challenges in
ensuring safe and effective anaesthesia practices,
necessitating a systematic evaluation of hospital-
based anaesthesia services.

The anaesthesia workforce shortage in LMICs is a
critical barrier to safe surgical care. A global
assessment of anaesthesia capacity has revealed that
the provider-to-patient ratio in LMICs is alarmingly
low, with some countries having as few as 0.1
anaesthesia providers per 100,000 people, compared
to more than 20 per 100,000 in HICs1. In Bangladesh,
there are approximately 0.58 anesthesiologists per
100,000 people, a modest increase from 0.52 in 2012,
but still far below the WHO’s recommended
minimum4. Public hospitals, particularly in rural
areas, rely on non-physician anesthetists, leading to
concerns about variability in anaesthesia
administration quality and patient safety.
Additionally, disparities exist between urban tertiary
care hospitals and district-level healthcare facilities,
where a shortage of anaesthesia equipment and
trained personnel exacerbates surgical risks5.
Infrastructure limitations, such as intermittent
electricity, unreliable oxygen supplies, and
inadequate patient monitoring, further hinder the
ability to deliver safe anaesthesia care in district
hospitals4. Anaesthesia safety protocols in
Bangladesh remain poorly documented and
inconsistently implemented. A situational analysis
of patient safety measures in primary and secondary
healthcare facilities in Bangladesh revealed that there
are no formalized anaesthesia safety protocols at
many district hospitals6. Healthcare managers
acknowledge the importance of patient safety but lack
structured guidelines and adequate human resources
to implement proper anaesthesia safety standards.
Deficiencies in monitoring devices such as pulse
oximeters, electrocardiography (ECG) monitors, and
blood pressure monitoring equipment pose a
significant risk to patient safety, particularly in
emergency settings4. In maternal healthcare, for
example, general anaesthesia remains the default
choice for emergency cesarean sections, despite
international evidence supporting the safety and cost-
effectiveness of spinal anaesthesia for obstetric

cases7. These findings indicate a crucial gap in
clinical anaesthesia practices and highlight the need
for data-driven interventions to improve safety
standards. The importance of retrospective hospital-
based evaluations in identifying gaps in anaesthesia
services has been demonstrated in multiple studies.
A 7-years retrospective analysis of anaesthesia
awareness in cancer patients demonstrated the
effectiveness of using hospital records to evaluate
long-term trends in patient safety and highlight
inconsistencies in anaesthesia administration8.
Another 9-year retrospective study on preventable
anaesthesia -related adverse events revealed that
42.8% of anaesthesia complications were preventable,
reinforcing the value of retrospective audits in
improving patient outcomes9. Retrospective data
analysis is particularly relevant in resource-
constrained settings, as it allows for cost-effective
assessment of real-world clinical practices without
the logistical and financial burdens associated with
prospective studies10. Given the limited systematic
data collection on anaesthesia protocols in
Bangladesh, a retrospective study focusing on
hospital-based anaesthesia practices can provide
critical insights into perioperative patient safety,
workforce challenges, and areas for policy
intervention. The findings of this study have
important policy implications for Bangladesh’s
healthcare system. Currently, no national database
exists to track anaesthesia -related complications,
safety protocol adherence, or workforce distribution.
Countries that have implemented national
anaesthesia registries have shown significant
improvements in patient safety outcomes, as
retrospective analyses help shape guidelines and
resource allocation11. In Bangladesh, policy
interventions should focus on workforce expansion,
standardized training programs, and ensuring
adequate anaesthesia equipment in district hospitals4.
Furthermore, as seen in the pediatric sepsis protocol
study in Dhaka hospitals, the success of healthcare
policy changes depends not only on protocol
development but also on adherence monitoring and
implementation strategies12. A systematic hospital-
based evaluation of anaesthesia services will provide
data to guide policymakers, hospital administrators,
and professional bodies in strengthening anaesthesia
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Table I

Distribution of study population based on demographic
information (n=42)

Demographic Information n %

Age

<18years 8 19.0

18-40 years 26 61.9

41-60 years 7 16.7

>60 years 1 2.4

Gender

Male 16 38.1

Female 26 61.9

Other 0 0.0

Type of Surgery

General Surgery 14 33.3

Orthopaedic Surgery 8 19.0

ENT Surgery 10 23.8

Obstetrics and Gynaecology 10 23.8

Other 0 0.0

In this analysis of anaesthesia practices among the
42-study population, 57.1% (n=24) of procedures
used regional anaesthesia, while 42.9% (n=18) used
general anaesthesia, with no use of local or combined
techniques. 100% of the study population had pulse
oximetry monitoring, and most had ECG (66.7%) and
blood pressure (90.5%) monitoring, but capnography
was not utilized. Despite the extensive monitoring,
33.3% of the study population experienced
complications during anaesthesia, highlighting
potential risks. The relatively low complication rate,
however, suggests adequate anaesthesia
management. [Table II]

services across the country. This study aims to
evaluate hospital-based anaesthesia practices in
Bangladesh through a retrospective analysis of
patient records, anaesthesia administration
protocols, and perioperative outcomes. By identifying
gaps in anaesthesia services, patient safety protocols,
and workforce distribution, this research seeks to
contribute to evidence-based policy recommendations
to enhance anaesthesia care nationwide.
Retrospective data will allow for trend analysis over
a significant period, enabling comparisons between
different hospital types and regions. Ultimately, the
study will serve as a foundational resource for
healthcare planners, policymakers, and professional
organizations to improve anaesthesia safety and
access across Bangladesh.

Materials and methods:

The study was conducted at General Hospital, Pabna,
Bangladesh from 1st October 2023 to 30th September
2024. Data were collected from medical records of
patients who underwent surgery at a hospital. The
study population consisted of 42 individuals, with a
higher proportion of females and the largest age group
being 18-40 years. Surgeries were categorized into
general surgery, orthopedic surgery, ENT surgery,
and obstetrics/gynecology, with a relatively even
distribution. The type of anaesthesia used in each
case was recorded, with regional anaesthesia (spinal
or epidural) applied to most patients and general
anaesthesia to the remaining cases. Monitoring
practices, including pulse oximetry, ECG, and blood
pressure, were documented, although capnography
was not used in any of the cases. The occurrence of
anaesthesia-related complications was noted. Post-
anaesthesia complications such as nausea,
hypotension, and vomiting were recorded, and
satisfaction with the anaesthesia care was
overwhelmingly positive. Data analysis was
performed to explore the relationship between the type
of anaesthesia and post-anaesthesia complications,
utilizing Pearson’s correlation coefficient to assess
statistical significance. Data analysis was performed
using SPSS version 26.

Results:

The study population primarily consists of
individuals aged 18-40 years (61.9%), with a higher
proportion of females (61.9%). The distribution of
surgeries is relatively even, with general surgery

accounting for 33.3%, followed by orthopedic, ENT,
and obstetrics/gynecology surgeries, each
comprising 19.0% to 23.8%. The sample includes a
small proportion of participants under 18 (19.0%) and
over 60 (2.4%). The absence of participants in the
“Other” gender and surgery categories indicates a
focused demographic in this study.  [Table I]
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Table III

Distribution of study population based on Post-Anaesthesia Care (n=42)

Post-Anaesthesia Care n %

The study population Transferred to the Post-Anaesthesia Care Unit (PACU) 25 60.0

Duration of Stay in the PACU

<1 hour 24 57.1

1-3 hours 10 23.8

>3 hours 2 4.8

Post-anaesthesia Complications Observed

Nausea 18 42.9

Vomiting 2 4.8

Respiratory Distress 0 0.0

Hypotension 2 4.8

Other 2 4.8

Overall Satisfaction with Anaesthesia Practices (For Healthcare Providers)

Very Satisfied 2 4.8

Satisfied 40 95.2

Neutral 0 0.0

Dissatisfied 0 0.0

Very dissatisfied 0 0.0

Table II

Distribution of study population based on Anaesthesia

Practices (n=42)

Anaesthesia Practices n %

Type of Anaesthesia

General Anaesthesia 18 42.9

Regional Anaesthesia 24 57.1

(Spinal, Epidural)

Local anaesthesia 0 0.0

Combined techniques 0 0.0

Anaesthesia Monitoring Techniques

Used 42 100.0

Pulse Oximetry 28 66.7

ECG monitoring 38 90.5

Blood Pressure Monitoring 0 0.0

Capnography 0 0.0

Others

Complications Recorded During

Anaesthesia

Yes 14 33.3

No 28 66.7

In this cohort of 42 study population, 60% (n=25) were
transferred to the Post-Anaesthesia Care Unit (PACU),
with the majority 57.1% (n=24) staying for less than 1
hour. Post-anaesthesia complications were observed
in 24 study populations, with nausea being the most
common 42.9% (n=18), followed by hypotension and
other complications, each at 4.8% (n=2). Vomiting and
respiratory distress were rare, affecting only 4.8% of
the study population. Satisfaction with anaesthesia
practices was overwhelmingly positive, with 95.2%
(n=40) of the study population reporting satisfaction,
and only 4.8% (n=2) indicating they were very satisfied.
No study population reported dissatisfaction or
neutrality. [Table III]

General anaesthesia (n=18) was associated with a
higher incidence of nausea (55.6%), vomiting (11.1%),
and other complications compared to regional
anaesthesia (n=24), which had lower rates of nausea
(33.3%) and no cases of vomiting. Hypotension occurred
in one patient from each group, while no cases of
respiratory distress were observed. A greater proportion
of patients under regional anaesthesia (58.3%)
experienced no complications compared to those under
general anaesthesia (22.2%). Pearson correlation
analysis showed a negative correlation (-0.361) between
general anaesthesia and the absence of complications,
with statistical significance (p=0.0188). [Table IV].
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Table IV

Association between Type of Anaesthesia and Post-Anaesthesia Complications (n=42)

Type of Nausea Vomiting Respiratory Hypotension Other No Complications Total Pearson p-
Anaesthesia (n=18) (n=2) Distress (n=2) (n=2) (n=18) (n=42) Correlation value

(n=0)

General 10(55.6%) 2(11.1%) 0(0.0%) 1(5.6%) 1(5.6%) 4(22.2%) 18(100%) -0.361 0.0188
Anaesthesia
(n=18)

Regional 8(33.3%) 0(0.0%) 0(0.0%) 1(4.2%) 1(4.2%) 14(58.3%) 24(100%)
Anaesthesia

(n=24)

Discussion

The study population primarily consisted of
individuals aged 18-40 years (61.9%), with a notable
female preponderance (61.9%). The diversity of
surgeries included in the study, with general surgery
accounting for 33.3% and orthopedic, cardiac, and
obstetrics/gynecology surgeries accounting for 19.0%
to 23.8% each, reflects the typical surgical practice in
many settings. The study’s findings show that 57.1%
of patients received regional anaesthesia, while 42.9%
received general anaesthesia. This distribution is
consistent with existing literature, which suggests
that regional anaesthesia is preferred for many types
of surgery due to its ability to provide effective pain
relief with fewer systemic effects compared to general
anaesthesia13,14. Regional anaesthesia, especially
spinal and epidural blocks, is increasingly preferred
in various surgical procedures because of its reduced
complication rates, which were corroborated by the
present study, where regional anaesthesia was
associated with fewer complications compared to
general anaesthesia15. In terms of anaesthesia
monitoring, pulse oximetry was used in all cases, while
ECG and blood pressure monitoring were used in
66.7% and 90.5% of patients, respectively. These high
monitoring rates align with recommended best
practices in anaesthesia management16,17. While
complications during anaesthesia were observed in
33.3% of the population, this rate is relatively low,
indicating that anaesthesia management was largely
successful, though improvements can be made in
minimizing complications such as nausea and
vomiting. The post-anaesthesia care unit (PACU)
transfer rate of 60% is consistent with previous
studies, as it is common practice to transfer patients
to the PACU for close monitoring after anaesthesia18.
The majority of patients (57.1%) stayed in the PACU
for less than 1 hour, reflecting the short duration of

recovery for patients who undergo less invasive
surgical procedures. The complications observed
post-anaesthesia were primarily nausea (42.9%),
which is a common side effect of general  anaesthesia,
and hypotension (4.8%), which can occur due to the
vasodilatory effects of anaesthetic agents19.
Interestingly, no cases of respiratory distress were
reported, indicating that respiratory complications
were well managed, likely due to the use of pulse
oximetry and ECG monitoring during anaesthesia.
The finding that no patients reported dissatisfaction
with anaesthesia practices is a testament to the
effectiveness of anaesthesia management in this
cohort, as satisfaction is a key indicator of the success
of anaesthesia care20. The study also revealed a higher
incidence of nausea and vomiting in patients
receiving general anaesthesia compared to those
receiving regional anaesthesia, a result consistent
with previous studies showing that general
anaesthesia, particularly when using volatile agents,
tends to have higher rates of postoperative nausea
and vomiting (PONV)21. This finding highlights the
importance of considering PONV risk factors in
anaesthesia planning and underscores the potential
benefits of using regional anaesthesia, which has
lower rates of these complications22. Hypotension
was observed in one patient from each anaesthesia
group, which is consistent with the expected
hemodynamic changes during anaesthesia,
particularly in patients who are older or have pre-
existing comorbidities23. The higher proportion of
patients experiencing no complications under
regional anaesthesia (58.3%) compared to general
anaesthesia (22.2%) further supports the notion that
regional anaesthesia is associated with fewer
postoperative complications24. A Pearson correlation
analysis revealed a statistically significant negative
correlation (-0.361) between general anaesthesia and
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the absence of complications (p=0.0188). This finding
suggests that general anaesthesia may be associated
with a higher risk of complications compared to
regional anaesthesia, particularly in the context of
nausea and vomiting, as discussed above. Such
results align with findings from other studies that
have found regional anaesthesia to be safer in certain
populations, particularly for procedures with low to
moderate complexity25,26.

Limitations of The Study

The study was conducted in a single hospital with a
small sample size. So, the results may not represent
the whole community.

Conclusion

In conclusion, the findings from this study indicate
that regional anaesthesia is associated with fewer
post- anaesthesia complications compared to general
anaesthesia, as evidenced by the negative correlation
between the two. The statistically significant p-value
of 0.0188 (p < 0.05) underscores the meaningful
association between the type of anaesthesia and the
occurrence of post-anaesthesia complications. These
results suggest that regional anaesthesia may offer a
safer alternative, particularly in reducing
complications such as nausea and vomiting,
highlighting the need for careful anaesthesia selection
tailored to individual patient needs.

Recommendation

Based on the findings of this study, it is recommended
that regional anaesthesia be considered the preferred
approach in patients undergoing elective surgeries,
particularly when aiming to minimize post-
anaesthesia complications such as nausea and
vomiting. The significant association between
regional anaesthesia and fewer complications
suggests that it could be a safer option for many
patients. However, anaesthesia choices should still
be individualized, taking into account patient factors,
the type of surgery, and potential risks, with ongoing
monitoring and adjustments as necessary to optimize
patient outcomes.
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Comparative Study between Humby Knife and
Shaving Blade Skin Grafts in 100 Patients: A
Prospective Randomized Controlled Trial
Haque AKMS1, Islam MS2 ,  Ghosh GK3, Sharoar MG4, Jaman MAU5

Abstract:

Background: Split-thickness skin grafting (STSG) is a cornerstone in reconstructive surgery.

The Humby knife and shaving blade are two techniques for harvesting grafts, but their

comparative efficacy remains understudied. This trial evaluates outcomes of both methods in

100 patients.

Methods: A single-center RCT (2021–2023) 100 patients dividing 2 groups, having procedure

of Humby knife (n=50) and shaving blade (n=50). Primary outcomes included graft take rate

and complications; secondary outcomes were operative time, pain scores, and cosmetic results.

Statistical analysis used t-tests, chi-square, and multivariate regression.

Results: The Humby knife group had higher graft take rates (94% vs. 82%, p=0.03), lower

infection rates (4% vs. 14%, p=0.04), and superior cosmesis (Humby : 6%  vs. Shaving 18%

(p=0.03%). Operative time was longer for Humby (28.5 ± 4.1 vs. 18.2 ± 3.8 minutes,

p<0.001).

Conclusion: The Humby knife offers superior graft survival and cosmetic outcomes despite

longer operative time, advocating its use in critical reconstructive cases.

Keywords: Split-thickness skin
grafts (STSGs), Humby knife,
Shaving blade.
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Introduction:

Skin grafting remains a cornerstone in the
management of extensive cutaneous defects caused
by burns, trauma, chronic ulcers, and oncologic
resections. Among grafting techniques, split-thickness
skin grafts (STSGs) are widely preferred due to their
balance between donor site healing and graft
adaptability, making them indispensable in
reconstructive surgery(1). The success of STSGs hinges
on precise harvesting techniques, which influence
graft viability, donor site morbidity, and aesthetic
outcomes. While mechanical dermatomes like the
Humby knife are lauded for their precision, sterile
shaving blades have emerged as a pragmatic
alternative in resource-limited settings. Despite their

widespread use, comparative data on these methods
remain sparse, underscoring the need for evidence-
based guidelines to optimize clinical outcomes2.

The Humby knife, a calibrated manual dermatome,
enables surgeons to harvest STSGs of consistent
thickness (0.1–0.4 mm) through an adjustable depth
gauge, minimizing donor site trauma3. Its reliability
in producing uniform grafts has cemented its role in
high-resource environments, particularly for burns
and complex reconstructions. Conversely, sterile
shaving blades—cost-effective, disposable, and
accessible—are frequently employed in low- and
middle-income countries (LMICs) where advanced
dermatomes are unavailable4. However, concerns
persist regarding their ability to maintain graft
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uniformity, with studies suggesting variable outcomes
depending on operator skill5. This dichotomy
highlights a critical gap in surgical practice: the lack
of standardized comparisons between these tools in
similar clinical cohorts.

Existing literature offers fragmented insights. A 2020
randomized trial by Brown et al. reported 94% graft
viability with the Humby knife in burn patients,
attributing success to its controlled depth mechanism.
In contrast, Patel et al. (2021) demonstrated 89%
viability using shaving blades in diabetic ulcers, albeit
with higher donor site complications6. Such
disparities in study populations and endpoints
hinder direct comparisons, leaving surgeons without
consensus on tool selection. Furthermore, donor site
morbidity—a key determinant of patient recovery—
remains understudied in this context. Excessive
dermal injury from irregular harvesting can prolong
healing, increase infection risks, and exacerbate
scarring, emphasizing the need for rigorous technique
evaluation7.

This study addresses these gaps by comparing Humby
knife and shaving blade techniques in 100 patients
requiring STSGs for diverse etiologies. Primary
objectives include assessing  intraoperative efficiency
(harvest time, graft thickness uniformity),
postoperative outcomes (graft take rates,
complications), and donor site morbidity (healing
duration, scarring). Secondary analyses evaluate cost-
effectiveness and patient satisfaction, offering a
holistic view of each method’s strengths and
limitations.

The rationale for this investigation extends beyond
technical comparison. Global disparities in surgical
resources necessitate adaptable solutions: while high-
income settings prioritize precision, LMICs often
prioritize accessibility8. Demonstrating the non-
inferiority of shaving blades could expand access to
life-saving care without compromising outcomes.
Conversely, quantifying the Humby knife’s
advantages in reducing morbidity may justify
investments in surgical infrastructure. Additionally,
this study aligns with the World Health
Organization’s mandate to promote equitable
surgical care through context-appropriate
innovations9.

In conclusion, this comparative analysis bridges a
critical evidence gap, offering actionable insights for

surgeons navigating diverse healthcare landscapes.
By elucidating the trade-offs between precision and
accessibility, it informs guidelines that harmonize
clinical efficacy with resource realities, ultimately
advancing equitable reconstructive care worldwide.

Materials and Methods:

Study Design

• Type: Prospective, single-blinded RCT

• Setting: 250 Bedded General Hospital, Pabna,
Bangladesh (January 2021–December 2023).

Participants

• Inclusion: Adults (18–70 years) requiring STSG
for burns, trauma, or post-cancer excision.

• Exclusion: Immunocompromised status, diabetes
mellitus, or active infection.

Randomization

• Computer-generated block randomization (1:1
allocation).

• Group A: Humby knife (n=50).

• Group B: Shaving blade (n=50).

Interventions

• Humby Knife: Graft harvested at 0.3 mm
thickness using a standardized technique.

• Shaving Blade: Freehand harvesting with a
Goulian blade.

• Both groups received identical donor-site
dressings (alginate) and postoperative care.

Outcomes

• Primary:
1. Graft take rate at 7 days (percentage of viable

graft).
2. Complications (infection, hematoma, graft

necrosis).

• Secondary:
1. Operative time (minutes).

2. Pain scores (Visual Analog Scale, VAS 0–10).

3. Cosmetic outcome (VAS by blinded plastic
surgeon at 6 months).

Statistical Analysis
• SPSS v27.0; t-tests for continuous variables, chi-

square/Fisher’s exact test for categorical data.

• Multivariate logistic regression for confounders
(age, BMI).
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• Power: 80% power (á=0.05) to detect a 15%
difference in graft take rates.

Results

Baseline Characteristics
Groups were comparable in age (Humby: 45 ± 12 vs.
Shaving: 48 ± 14), BMI (25 ± 3 vs. 26 ± 4), and defect
etiology (burns: 60% vs. 58%).

Primary Outcomes
1. Graft Take Rate:
• Humby: 94% (47/50) vs. Shaving: 82% (41/50)

(p=0.03; OR 3.1, 95% CI 1.1–8.7).

2. Complications:
• Infection: 4% (2/50) vs. 14% (7/50) (p=0.04).

• Partial necrosis: 6% (3/50) vs. 12% (6/50)
(p=0.18).

Secondary Outcomes
1. Operative Time:
• Humby: 28.5 ± 4.1 minutes vs. Shaving: 18.2 ± 3.8

minutes (p<0.001).

2. Pain Scores:
• Humby: 3.2 ± 1.1 vs. Shaving: 4.5 ± 1.3 (p=0.002).

3. Donor site Epithelialization:
• Humby: 10.2 ± 2.1 vs. Shaving: 14.5 ± 3.6 (p<0.01).

4. Cosmesis ( Hypertrophic scar):
• Humby : 6%  vs. Shaving 18% (p=0.03%)

Multivariate Analysis

Humby knife independently predicted graft success
(adjusted OR 2.9, 95% CI 1.2–7.0).

Discussion:

This prospective randomized controlled trial
compared the efficacy, safety, and cosmetic outcomes
of split-thickness skin grafts (STSGs) harvested using
the Humby knife versus conventional shaving blades
in 100 patients. The results demonstrated significant
advantages for the Humby knife in graft take rates,
infection rates, and cosmesis, albeit with longer
operative times. These findings align with existing
literature on precision in graft harvesting and
underscore the trade-offs between technical
complexity and clinical outcomes.

Summary of Key Findings:
1. Graft Take Rate: The Humby knife group

achieved a significantly higher mean graft take
rate (94%) compared to the manual shaving blade

group (82%) (p=0.03). This 12% absolute
difference represents a clinically substantial
improvement in graft survival.

2. Infection Rate: Postoperative graft site infection
rates were markedly lower in the Humby group
(4%) than in the shaving blade group (14%)
(p=0.04).

3. Cosmesis: Assessment of long-term cosmetic
outcomes revealed superior results with the
Humby knife, with only 6% rated as poor
compared to 18% in the shaving blade group
(p=0.03).

4. Operative Time: The primary trade-off identified
was operative time. Harvesting with the Humby
knife took significantly longer (28.5 ± 4.1 minutes)
than with the manual shaving blade (18.2 ± 3.8
minutes) (p<0.001).

Interpretation and Contextualization:
1. Superior Graft Take with the Humby Knife:

The significantly higher graft take rate observed
with the Humby knife is the most compelling
finding. Successful graft “take” relies on rapid
revascularization, which is critically dependent
on the quality and viability of the grafted tissue
and the condition of the recipient bed. The Humby
knife, with its adjustable guard and calibrated
blade, allows for precise control over graft
thickness and uniformity. This contrasts sharply
with the manual shaving blade, where thickness
is entirely dependent on the surgeon’s skill, hand
stability, and pressure, leading to inherent
variability. Inconsistent graft thickness is a well-
documented risk factor for graft failure. Grafts
that are too thin are fragile and prone to
desiccation or necrosis, while excessively thick
grafts may have impaired plasmatic imbibition
and capillary inosculation due to a higher
metabolic demand and greater distance for
vascular ingrowth 10,11. The uniformity provided
by the Humby likely minimizes areas of critically
thin or irregular graft, ensuring a more robust
sheet of viable dermis capable of surviving the
initial ischemic phase and integrating effectively.
This finding aligns with the principle that
technical precision directly translates to
improved biological outcomes in grafting 12.

2. Reduced Infection Risk :

The nearly 3.5-fold lower infection rate in the
Humby group (4% vs. 14%) is highly significant
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and likely multifactorial. Firstly, the more
uniform, predictable graft thickness achieved
with the Humby knife minimizes trauma to the
donor site dermis. Excessive depth or irregular
harvesting with a manual blade creates a more
irregular wound bed with deeper dermal injuries
and potentially exposed adnexal structures,
increasing the surface area and vulnerability to
bacterial colonization and invasive infection 13,14.
Secondly, the guarded design of the Humby knife
may offer a marginal mechanical advantage in
preventing direct contamination compared to a
completely exposed blade, although strict aseptic
technique is paramount in both methods. The
cleaner, more controlled donor site wound created
by the Humby knife likely heals faster with less
inflammation, creating a less hospitable
environment for pathogens 15. This reduction in
donor site morbidity directly contributes to lower
overall infection burden, which can also impact
graft survival indirectly.

3. Enhanced Cosmetic Outcomes:

The superior long-term cosmesis observed with
the Humby knife donor sites is a crucial patient-
centered outcome. Poor cosmesis (hypertrophic
scarring, dyspigmentation, contour irregularities)
primarily stems from aberrant healing at the
donor site, often triggered by excessive depth of
harvest or irregular injury patterns damaging the
reticular dermis 16,17. As established, the Humby
knife provides superior control over depth and
uniformity. By consistently harvesting within the
optimal split-thickness range (avoiding deep
dermal injury) and creating a smoother wound
bed, the regenerative healing process is favored
over reparative (scar-forming) healing 7. The
manual shaving blade, prone to creating uneven
depths and focal areas of deeper injury, disrupts
the dermal architecture more severely, leading to
a higher incidence of hypertrophic scarring and
pigmentary changes, reflected in the significantly
higher rate of poor cosmesis (18% vs 6%).

4. Operative Time Trade-off:

The significantly longer operative time for the
Humby knife (mean difference ~10 minutes) is
an undeniable practical consideration. This
difference arises from the setup (attaching and
calibrating the guard) and the inherent nature of
the instrument. The guarded blade requires
careful positioning and a controlled, steady

motion for optimal graft harvest. The manual
shaving blade, while less controlled, is
undeniably quicker to deploy and
maneuver. However, the clinical significance of

this time difference must be weighed against

the substantial benefits. Ten extra minutes in the
context of most reconstructive procedures
involving skin grafting is often marginal.
Furthermore, this time represents an investment
yielding significantly better graft survival, lower
infection rates, and improved long-term
appearance – outcomes that directly impact
patient morbidity, potential need for regrafting,
overall cost of care, and patient satisfaction.
Efficiency with the Humby knife also improves
with surgeon experience 18.

Strengths and Limitations:

Ï% Strengths: The prospective randomized
controlled design minimizes selection bias and
provides the highest level of evidence for
comparing these techniques. The relatively large
sample size (n=100 patients) provides adequate
power to detect clinically meaningful differences
in key outcomes. Standardized protocols for
harvesting technique, postoperative care, and
outcome assessment enhance internal validity.

Ï% Limitations: The study was conducted at a single
center, potentially limiting generalizability.
Assessment of cosmesis, while performed by
independent assessors blinded to the harvesting
method, remains inherently subjective, despite
the use of a defined scale; more objective measures
(e.g., scar elasticity meters, spectrophotometry)
could be incorporated in future studies . The study
focused on immediate and medium-term
outcomes; longer-term follow-up (>1 year) for scar
maturation and patient satisfaction surveys
would add further depth. The specific indications
for grafting and recipient site locations, while
likely similar between groups due to
randomization, were not stratified in the analysis.
Cost analysis (instrument cost, blade cost,
operative time cost) was not performed but is a
relevant factor for resource-constrained settings.

Clinical Implications and Conclusions:

This study provides strong evidence that the Humby
knife offers significant advantages over the traditional
manual shaving blade for STSG harvesting. The

48

Comparative Study between Humby Knife and Shaving Blade Skin Grafts in 100 Patients Haque AKMS et al



Humby knife demonstrably improves the biological
success of grafting through higher take rates, reduces
complications via lower infection rates, and enhances
the long-term aesthetic result at the donor site. While
it requires a longer operative time (approximately 10
minutes), this trade-off appears clinically justified
given the magnitude of the benefits in terms of graft
survival, reduced morbidity, and superior cosmesis.

The findings strongly support the use of the Humby
knife as the preferred instrument for STSG harvesting
in settings where it is available and where optimal
graft outcomes and donor site appearance are
priorities. Its precision and consistency translate
directly into tangible patient benefits. The manual
shaving blade, while faster and potentially more
accessible in very resource-limited settings, carries a
significantly higher risk of graft failure, infection, and
poor cosmetic results.
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Evaluations of the Treatment of Volar Barton
Fracture of the Distal Radius by Buttress Plate
Rahman MM1, Habib HA2, Taleb MA3, Jaman MH4

Abstract:

Background: Distal radius fractures are common, with volar Barton fractures posing a

unique challenge due to their intra-articular nature and instability. These injuries often

result from high-energy trauma and involve dislocation of the radiocarpal joint. Conservative

treatment frequently yields poor outcomes, prompting a shift toward surgical management.

Volar buttress plating via open reduction and internal fixation (ORIF) has emerged as the

preferred approach, offering stable fixation, early mobilization, and favorable functional recovery.

Anatomically contoured low-profile plates enhance outcomes by minimizing soft tissue

complications. Despite some risks, such as tendon irritation, clinical results have generally

been positive when appropriate surgical protocols are followed.

Aim of the study: This study aims to evaluate the treatment outcomes of volar Barton

fractures of the distal radius managed with volar buttress plates.

Methods: This prospective observational study was conducted over 12 months, from July’23

to June’24 at the Department of Orthopaedics of Pabna Medical College, Bangladesh to evaluate

outcomes of volar Barton fractures treated with open reduction and internal fixation using a

volar buttress plate. Thirty (30) adult patients with closed, radiologically confirmed Volar

Barton fractures were included. The surgery involved a standard volar (Henry’s) approach

with fixation using locking or non-locking screws. Postoperative care included early mobilization

and radiographic follow-up at 2, 6, and 12 weeks postoperatively. Outcomes were assessed

radiologically and functionally using the Mayo Wrist Score. Data were analyzed descriptively

using SPSS version 26.0 without inferential statistics.

Results: In this study of 30 patients with volar Barton fractures treated using buttress plate

fixation, most were males (70%) aged 30–50 years (53.33%), with the right hand

predominantly affected (93.33%). The primary cause was falls on an outstretched hand

(56.67%). Radiographic union occurred within 6–12 weeks in 70% of cases, and final alignment

was maintained in 90% of cases. Functional assessment using the Mayo Wrist Score showed

excellent to good outcomes in 86.67% of patients. Complications were minimal, including

superficial infection (3.33%), tendon irritation (3.33%), and implant prominence (6.67%).

No cases of deep infection, implant failure, or reduction loss were reported.

Conclusion: Volar buttress plate fixation is an effective treatment for volar Barton fractures,

promoting early union, stable anatomical reduction, and good functional recovery with minimal

complications. Optimal outcomes depend on selecting the appropriate patients, performing

surgery promptly, and employing precise surgical techniques.

Keywords: Volar Barton
Fracture, Distal Radius
Fracture, Buttress Plate Fixation
and Functional Outcome.
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Introduction:

Fractures of the distal radius are among the most
frequently encountered injuries in orthopaedic
practice, comprising approximately one-sixth of all
fractures treated in emergency departments1. Among
these, intra-articular fractures such as volar Barton
fractures represent a particularly challenging subset
due to their instability and propensity to disrupt wrist
mechanics. A volar Barton fracture is characterized
by a fracture of the volar rim of the distal radius with
dislocation or subluxation of the radiocarpal joint,
typically resulting from high-energy trauma or a fall
on an outstretched hand2,3. Because this fracture
pattern compromises the volar lip of the distal
radius—a critical buttress for carpal stability effective
management is crucial to restore articular congruity,
prevent post-traumatic arthritis, and preserve wrist
function. Historically, closed reduction and casting
were considered the standard treatment for managing
distal radius fractures; however, in cases of volar
Barton fractures, conservative treatment often results
in unsatisfactory outcomes due to the intra-articular
nature and instability of the fragment4. Malunion,
persistent subluxation, and impaired range of motion
are frequently reported complications when such
injuries are not stabilized adequately. As a result,
surgical intervention is now widely recommended
for these fractures, especially when radiocarpal
instability, displacement, or comminution is present5.

Among various surgical techniques available, volar
buttress plating using open reduction and internal
fixation (ORIF) has gained prominence as the
preferred modality for volar Barton fractures. The
technique involves placing a contoured volar plate to
buttress the volar fragment and prevent its
displacement under axial loading. This method not
only ensures stable fixation of the fracture but also
facilitates early mobilization and functional recovery6.
Moreover, advances in implant design, particularly
the introduction of anatomically contoured low-
profile locking plates, have minimized soft tissue
complications and improved fixation even in
osteoporotic bone7. Numerous studies have
highlighted the biomechanical and clinical
superiority of volar plate fixation over other
modalities, such as dorsal plating, percutaneous
pinning, or external fixation in managing volar
Barton fractures. Jupiter et al. and Ruch et al.
demonstrated that volar plating provides superior
mechanical support to the volar cortex and minimizes

the risk of tendon irritation compared to dorsal
approaches8,9.

The volar approach also offers direct visualization of
the fracture site, allowing for precise anatomical
reduction, which is crucial for intra-articular injuries.
Clinical outcomes following volar buttress plating
have generally been favorable. Reports have indicated
high union rates, improved wrist strength, satisfactory
range of motion, and minimal complications such as
infection or implant-related issues when surgery is
performed early and appropriately10,11. However,
some complications remain a concern, including
flexor tendon irritation or rupture, plate prominence,
and loss of reduction in cases with comminution.
Consequently, the choice of implant, surgical
technique, and post-operative rehabilitation protocols
significantly influence outcomes12.

While the literature affirms the utility of volar buttress
plating in achieving stable fixation, there remains a
need for further evaluation of its efficacy in diverse
populations and clinical settings, especially in
resource-limited environments where implant
availability and surgical expertise may vary.
Additionally, long-term studies assessing functional
and radiographic outcomes can provide deeper
insights into the role of this approach in preventing
post-traumatic arthritis and ensuring patient
satisfaction. This study aims to evaluate the treatment
outcomes of volar Barton fractures of the distal radius
managed with volar buttress plates.

Materials and Methods:

This was a prospective observational study conducted
to evaluate the clinical, radiological, and functional
outcomes of volar Barton fractures of the distal radius
treated with open reduction and internal fixation
using a buttress plate. The study was conducted at
the Department of Orthopaedics, Pabna Medical
College, a tertiary care centre in Bangladesh, over 12
months, from July 2023 to June 2024. A total of 30
patients diagnosed with volar Barton fractures and
treated surgically with buttress plates were included.

Inclusion Criteria

• Patients aged 18 years or older with radiologically
confirmed volar Barton’sBarton’s fracture of the
distal radius.

• Closed fractures.

• Fractures are treated with a volar buttress plate
within two weeks of injury.
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Exclusion Criteria

• Open fractures.

• Associated neurovascular injury or multiple
fractures of the same limb.

• Pathological fractures.

• Patients unfit for surgery or lost to follow-up.

Data Collection Procedure

After obtaining ethical clearance from the
institutional review board and informed written
consent from each patient, detailed demographic and
clinical data were collected using a structured data
collection sheet. The preoperative evaluation included
a clinical examination and standard anteroposterior
and lateral radiographs of the wrist.

Surgical Procedure

All patients underwent open reduction and internal
fixation (ORIF) using a volar buttress plate under
regional or general anesthesia. A standard volar
(Henry’s) approach was used to access the fracture
site. Fracture fragments were reduced under direct
visualization and stabilized with the buttress plate
using locking or non-locking screws as appropriate.
Intraoperative fluoroscopy was used to confirm
reduction and hardware placement. Wound closure
was done in layers, and a sterile dressing was
applied.

Postoperative Management

• Gradual mobilization exercises followed a short
period of immobilization (up to 2 weeks).

• Radiographicassessments were performed at 2,
6, and 12 weeks to monitor union and alignment.

• Patients were followed up clinically and radio-
logically for at least 12weeks postoperatively.

Outcome Measures

The outcome measures in this study were divided
into radiological, functional, and postoperative
assessments. Radiological outcomes focused on the
time to union, determined by the presence of trabecular
continuity across the fracture site, and the final
alignment, which was classified as maintained,
mildly malaligned, or grossly malunited based on
postoperative radiographs. Functional outcomes were
evaluated using the Mayo Wrist Score, which allocates
a total of 100 points across four domains: pain,
functional status, range of motion, and grip strength,
each contributing 25 points. Based on the total score,

outcomes were categorized as excellent (90–100), good
(80–89), fair (65–79), or poor (<65). Lastly,
postoperative complications included superficial or
deep infections, tendon irritation, implant
prominence or failure, loss of reduction, and the need
for implant removal.

Statistical Analysis

Data were entered and analyzed using SPSS version

26.0. Descriptive statistics were used, Categorical
variables was expressed as frequencies and
percentages, Continuous variables was expressed as
means ± standard deviation (SD). In addition, no
inferential statistics were applied due to the
observational nature and small sample size of the
study.

Results:

The present study evaluated 30 cases of volar Barton
fractures treated with buttress plate fixation. As
shown in Table 1, the majority of patients (53.33%)
were in the 30–50 years age group, while 26.67% were
under 30 years old, and 20% were above 50 years old.
Males were predominantly affected (70%) compared
to females (30%). The right hand was more commonly
involved (93.33%). Falls on an outstretched hand were
the leading mechanism of injury (56.67%), followed
by road traffic accidents (36.67%). Most patients
underwent surgery within 3 days of the injury
(66.67%), with fewer cases occurring between 3 and 7
days (30%) or beyond 7 days (3.33%). Radiological
outcomes are summarized in Table 2, where 70% of
cases achieved radiographic union within 6–12
weeks, 23.33% within 6 weeks, and only 6.67%
required over 12 weeks. Final alignment was
maintained in 90% of cases, with mild malalignment
in 10%, and no cases showed gross malunion.
Functional outcomes, assessed using the Mayo Wrist
Score (Table 3), indicated that 40% of patients had
excellent results, 46.67% had good outcomes, and
13.33% had fair outcomes; notably, no patient had a
poor outcome. As detailed in Table 4, postoperative
complications were minimal. Superficial infection
and tendon irritation were each reported in one case
(3.33%), implant prominence in two cases (6.67%),
and three patients (10%) required implant removal.
There were no incidences of deep infection, loss of
reduction, or implant failure, indicating a favorable
safety profile of buttress plating in managing volar
Barton fractures.
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Table I

Demographic and Injury-Related Characteristics of
Patients with Volar Barton Fracture (n = 30)

Variables Frequency Percentage

(n) (%)

Age Group (Years)

<30 8 26.67

30–50 16 53.33

>50 6 20.00

Sex

Male 21 70.00

Female 9 30.00

Hand Dominance

Right 28 93.33

Left 2 6.67

Mechanism of Injury

Fall on Outstretched Hand 17 56.67

Road Traffic Accident 11 36.67

Others (e.g., Assault) 2 6.67

Time from Injury to Surgery

<3 days 20 66.67

3–7 days 9 30.00

>7 days 1 3.33

Table II

Radiological Outcomes Following Buttress Plate
Fixation (n = 30)

Variable Frequency Percentage

(n) (%)

Radiographic Union Time

<6 weeks 7 23.33

6–12 weeks 21 70.00

>12 weeks 2 6.67

Final Radiographic Alignment

Maintained 27 90.00

Mild Malalignment 3 10.00

Gross Malunion 0 0.00

Table III

Functional Outcomes Based on Mayo Wrist Score (n =
30)

Functional Outcome Frequency Percentage

 (n) (%)

Excellent 12 40.00

Good 14 46.67

Fair 4 13.33

Poor 0 0.00

Table IV

Postoperative Complications Observed Among the

Study Population (n = 30)

Complication Type Frequency Percentage

(n) (%)

Superficial Infection 1 3.33

Deep Infection / Osteomyelitis 0 0.00

Tendon Irritation 1 3.33

Implant Prominence 2 6.67

Loss of Reduction 0 0.00

Implant Failure 0 0.00

Need for Implant Removal 3 10.00

Discussion:

The present study evaluated the clinical, radiological,
and functional outcomes of 30 cases of volar Barton
fractures treated using a volar buttress plate. The
results demonstrate that this method offers
satisfactory stability, early union, and favorable
functional recovery with minimal postoperative
complications. These findings support the existing
body of evidence suggesting that volar plating is a
reliable method for managing intra-articular distal
radius fractures, particularly those of the volar Barton
type. Volar Barton fractures represent a specific
category of distal radius fractures that involve the
volar rim and articular surface, often resulting from
high-energy trauma or falls on an outstretched hand
with wrist hyperextension13. In the current study, the
predominant mechanism of injury was a fall on an
outstretched hand (56.67%), which is consistent with
the literature14,15. Road traffic accidents contributed
to 36.67% of cases, reflecting the rising incidence of
high-velocity trauma in urbanizing regions like
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Bangladesh. The demographic profile showed that
the majority of patients were between 30 and 50 years
old (53.33%), with a male predominance (70%). This
finding aligns with those of Mehara et al16 and
Omokawa et al.17, who reported similar age
distributions and a male predominance. These trends
may be attributed to greater exposure to physical labor
and risk-prone environments among men in this age
group. Timely surgical intervention was another
critical aspect evaluated. In this study, 66.67% of
patients underwent surgery within 3 days of injury.
Early surgical fixation is crucial in intra-articular
fractures to restore the articular congruity and prevent
post-traumatic arthritis. Studies by Orbay and
Fernandez5 have highlighted the importance of early
stabilization in achieving optimal outcomes.

Radiological union was achieved in most cases
within 6–12 weeks (70%), while only two patients
required more than 12 weeks. This pattern of healing
is consistent with observations by Kapoor et al.18, who
reported an average union time of 10 weeks in similar
patient cohorts. Furthermore, 90% of patients
maintained their final radiographic alignment, and
none developed a gross malunion. Such results reflect
the biomechanical superiority of volar buttress plates
in maintaining alignment under compressive forces.
The locking plate system, in particular, offers angular
stability and is effective even in osteoporotic bones,
making it preferable over external fixation or dorsal
plating in such fracture types19.

Functionally, outcomes were excellent or good in
86.67% of patients, according to the Mayo Wrist Score.
These results are comparable to those reported by
Wong et al.20 and Drobetz & Kutscha-Lissberg6, who
also achieved excellent to good results in more than
80% of patients treated with volar plates. The few
patients with fair outcomes may be linked to late
presentation, delayed surgery, or associated soft-
tissue damage. Postoperative complications in this
study were minimal. There were no cases of deep
infection, loss of reduction, or implant failure. Only
one case of superficial infection and tendon irritation
was recorded (3.33%), while two patients experienced
implant prominence. Total three patients (10%)
required implant removal due to discomfort or
cosmetic concerns. These findings indicate a low
complication profile, aligning with those reported by
Arora et al.21, who observed similar rates of soft-tissue
irritation and implant-related discomfort. Importantly,

no tendon ruptures or catastrophic failures were
noted, which reinforces the safety of the volar
approach, as it avoids significant dorsal soft-tissue
manipulation. Moreover, the volar buttress plate
supports early wrist mobilization, which is critical
for functional recovery. This approach aligns with
the principles of fracture management that prioritize
early rehabilitation without compromising fracture
stability22.

Limitations of the study:

This study had several limitations. The small sample
size of 30 patients may limit the generalizability of
the findings to the broader population. Additionally,
the follow-up period was relatively short, restricting
the assessment of long-term complications such as
post-traumatic arthritis or implant-related issues.
Functional outcomes were evaluated using the Mayo
Wrist Score only, which may not capture all aspects
of wrist function. Lastly, the absence of a control group
or comparison with alternative fixation methods
limits the ability to draw definitive conclusions about
the superiority of the treatment.

Conclusion and Recommendation:

In conclusion, the present study demonstrates that
volar buttress plate fixation is a highly effective
method for managing volar Barton fractures of the
distal radius. It ensures early union, maintains
anatomical reduction, allows for prompt wrist
mobilisation, and leads to favourable functional
outcomes with minimal complications. However, it
is essential to emphasise the importance of proper
patient selection, timely surgical intervention, and
meticulous operative techniques to optimiseoptimised
results. Further large-scale prospective studies with
long-term follow-up are warranted to reinforce these
findings and assess outcomes such as the incidence
of post-traumatic arthritis and long-term wrist
function.
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Impact of Parathyroidectomy on Quality of Life and
Symptom Relief in Primary Hyperparathyroidism
Patients
Rahman MW1, Arefeen MS2, Hazari MA3, Biswas PK4,  Rahman MI5, Jahan MMS6

Abstract:

Background: Primary hyperparathyroidism is a frequent endocrine disorder with variable

clinical manifestation and outcome. This study aimed to evaluate the impact of parathyroidectomy

on quality of life and symptom relief in primary hyperparathyroidism patients.

Materials and Methods: A Cross sectional study was conducted in the Head and Neck

Surgery Division of the Department of Otolaryngology-Head & Neck Surgery, BSMMU,

Shahbag, Dhaka from August 2022 to January 2023. 25 patients undergone parathyroidectomy.

Parathyroid function was measured as parathyroid hormone (PTH) level. Baseline levels of

PTH, and total calcium (Ca) were evaluated preoperatively and their postoperative levels

were measured before skin incision, 10 minutes after parathyroidectomy, 24 hours and 7 days

accordingly. The data was calculated in an Excel spreadsheet which was then exported to

SPSS 26.0 (Statistical Package for the Social Science) for analysis. The statistical significance

was set to p<0.05.

Results: In this series, 3(8.5%), 6 (17.1%) and 2(5.7%) patients presented with osteitis

fibrosacystica, nephrolithiasis and neuropsychiatric syndrome respectively. Moreover, 14 (40.0%)

patients had muscle weakness, and 18 (51.0%) subjects presented with fatigue. It was observed

that preoperative PTH and calcium levels and postoperative calcium levels in SPHPT and

ASPHPT were statistically significant. A notable improvement in health-related quality of life

was observed with the VAS score rising from 70 (IQR: 50-80) to 80 (IQR: 70-90).

Conclusion: This study provides evidence supporting the enduring advantages of

parathyroidectomy in individuals with primary hyperparathyroidism (PHPT). The observed

reduction in pre-operative symptoms seems to be a significant factor contributing to the

enhanced quality of life (QOL) experienced by these patients over the long term.

Keywords: Primary Hyperpara-
thyroidism, Parathyroidectomy,
Hypercalcemia, Surgical
outcome
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Introduction:

Primary hyperparathyroidism (PHPT) is a frequently
encountered endocrine disorder characterized by a
prevalence ranging from 0.1% to 1%. It exhibits a
notable inclination toward affecting females and is
strongly associated with the aging process1. In its
milder manifestation, PHPT is often categorized as

asymptomatic, distinguishing it from more severe
cases that present with classical bone, renal and
neuropsychiatric manifestations. Despite being
labeled as asymptomatic, many individuals with
relatively mild hypercalcemia may still experience
symptoms potentially linked to PHPT. However, the
extent to which these symptoms align with
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biochemical markers of severity and their reversibility
with surgical intervention remains uncertain2. A
study suggests that a substantial portion of primary
hyperparathyroidism (PHPT) cases may go
undiagnosed. The study indicates that only 31% of
hypercalcemic patients had their parathyroid
hormone (PTH) levels measured, highlighting a
potential under-recognition of PHPT in clinical
assessments3. In recent times, there has been a growing
acknowledgment of the normo-calcemic variant of
primary hyperparathyroidism (PHPT). However it is
important to note that this aspect falls outside the
scope of our current investigation4. Elevated levels of
parathyroid hormone in primary hyperpara-
thyroidism contribute to bone demineralization,
heightening the risk of fractures5. Moreover, this
condition is characterized by elevated levels of
calcium in the urine, indeed escalating the risk of
developing kidney and urinary tract stones. The
clinical presentation of primary hyperparathyroidism
(PHPT) encompasses three distinct phenotypes. These
include target organ involvement affecting the renal
and skeletal systems, mild asymptomatic
hypercalcemia, and more recent recognition of high
parathyroid hormone (PTH) levels within
consistently normal albumin-corrected and ionized
serum calcium values. The prevalence of these
phenotypes in a given country can be influenced by
several factors. The extent to which biochemical
screening is employed, the prevalence of vitamin D
deficiency and the routine measurement of  PTH levels
in the evaluation of low bone density or osteoporosis
by medical centers or practitioners can all contribute
to the predominance of a particular clinical
presentation in a population. Understanding these
factors is crucial for tailoring diagnostic and
therapeutic approaches to the specific characteristics
and needs of individuals with primary
hyperparathyroidism6. In recent times, surgery has
become a more prevalent treatment approach for
primary hyperparathyroidism.The advantages of
surgical intervention for individuals with
symptomatic primary hyperparathyroidism (PHPT)
are widely acknowledged. There is a consensus that
parathyroidectomy is warranted in patients exhibiting
the classic symptoms associated with hyper-
parathyroidism. However, when individuals do not
present with the typical manifestations such as
nephrolithiasis (kidney stones) and bone disease,
they are often labeled as having “asymptomatic

hyperparathyroidism.” Despite the term
“asymptomatic,” there is ongoing debate among
authors regarding the appropriate management for
these patients, as some argue that intervention may
still be beneficial in preventing potential
complications and improving overall health
outcomes7. This study aimed to evaluate the impact
of parathyroidectomy on quality of life and symptom
relief in primary hyperparathyroidism patients.

Materials and Methods:

This cross-sectional study was carried out in the Head
and Neck Surgery division of the Department of
Otolaryngology-Head & Neck Surgery and Endocrine
Surgery, Bangabandhu Sheikh Mujib Medical
University (BSMMU), Shahbag, Dhaka, from July 2022
to June 2023.All cases of primary hyperpara-
thyroidism admitted to the Department of
Otolaryngology & Head–Neck Surgery and
Endocrine Surgery were considered as the study
population.A total of 35 patients were included in
this study by purposive sampling technique.A
structured data collection sheet was prepared,
encompassing all variables of interest. Hyper-
parathyroidism is defined as any elevated serum PTH
above the normal limit (normal range, 15 to 65 pg/
mL), regardless of hypercalcemic symptoms.The
analysis of different variables was done according to
standard statistical analysis. Data was expressed as
mean and standard deviation. For statistical analysis,
repetitive measure analysis was done. The data was
calculated in an Excel spreadsheet which was then
exported to SPSS 26.0 (Statistical Package for the Social
Science) for analysis. The statistical significance was
set to p<0.05.The analyzed data were presented
clearly and concisely using tables and charts.Ethical
clearance for the study was taken from the
Institutional Review Board and the concerned
authority, BSMMU. Informed written consent was
taken from the participants.

Inclusion criteria:

• All patients having primary hyperpara-
thyroidism

• persistent and recurrent hyperparathyroidism.

Exclusion criteria:

• Patients with secondary hyperparathyroidism

• Patients of tertiary hyperparathyroidism

• Patients of familial hyperparathyroidism
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Figure 4.1: Sex distribution of the respondents

29%

71%

Female Male

Table III
Preoperative and postoperative levels of serum calcium and PTH (N=35)

Levels SPHPT ASPHPT p-value

Preoperative PTH (uIU/ml) ± SD 1110.70± 1058.10 435.98 ± 396.14 < 0.01

Postoperative PTH(uIU/ml) ± SD 31.94 ± 47.55 63.48 ± 192.00 0.031

Preoperative Ca (mmol/L) ± SD 3.12 ± 0.51 2.80 ± 0.38 < 0.01

Postoperative Ca (mmol/L) ± SD 2.42 ± 0.39 2.31 ± 0.23 < 0.01

SPHPT; Symptomatic Primary Hyperparathyroidism, ASPHPT; Asymptomatic Primary Hyperparathyroidism

Table IV

Health-related quality of life in patients with PHPT before and after surgery (N=35)

Parathyroidectomy                                                       VAS score p-value
Asymptomatic patients Symptomatic patients

Before parathyroidectomy 77 70 <0.01s

After parathyroidectomy 85 72

S= significant

Results:

Table I

Age distribution of the study subjects (N=35)

Age (years) n %

25-35 1 2.85

36-46 1 2.85

47-57 3 8.57

58-68 19 54.29

³69 11 31.42

Mean ±SD                          63.10± 15.50

In this series, the majority of the patients (19, 54.29%)
were in the 58 to 68 years age group followed by (11,
31.42%) were in ³69 years age group. [Table I].

It was observed that the majority (71.0%) of the patients
were female. [Figure 4.1]

Table II
Distribution of patients according to classical and non-

classical manifestations of PHPT (N=35)

Symptoms n %

Classical
Osteitisfibrosacystica 3 8.5
Nephrolithiasis 6 17.1
Neuropsychiatric syndrome 2 5.7
Non-classical
Muscle weakness 14 40.0
Fatigue 18 51.0

In this series, 3 (8.5%), 6 (17.1%) and 2 (5.7%) patients
presented with osteitis fibrosacystica, nephro-
lithiasis, and neuropsychiatric syndrome
respectively. Moreover, 14 (40.0%) patients had
muscle weakness, and 18 (51.0%) subjects presented
with fatigue. [Table II]

It was observed that preoperative PTH and calcium
levels, and postoperative calcium levels in SPHPT
and ASPHPT were statistically significant. [Table III]

A positive shift in health-related quality of life was
noted globally as evidenced by a statistically
significant increase in the Visual Analog Scale (VAS)
score from 70 (interquartile range (IQR): 50-80) to 80
(IQR: 70-90) (P < 0.001). Specifically, asymptomatic
patients experienced a noteworthy improvement in
VAS scores, rising from 77 to 85. This improvement
extended across all five domains of quality of life.
Furthermore, even the symptomatic group
demonstrated a significant enhancement in their VAS
scores, suggesting an overall positive impact on their
health-related quality of life. [Table IV]
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Discussion:

Primary hyperparathyroidism (PHPT) is a prevalent
endocrine disorder characterized by elevated blood
calcium levels (hypercalcemia) and increased or
inappropriately normal parathyroid hormone (PTH)
levels. Regular monitoring of calcium and PTH levels
along with bone density assessments may be part of
the ongoing management plan for individuals with
PHPT4. Parathyroidectomy (PTX) is the treatment of
choice for symptomatic primary hyperparathyroidism
(PHPT). This study intended to assess the surgical
outcome of parathyroidectomy in PHPT8. In this
series, the majority of the patients (19, 54.29%) were
in the 58 to 68 years age group, followed by (11,
31.42%) ³69 years age group. It was observed that the
majority (71.0%) of the patients were female. In a study
by Miller, B.S. et al. peak incidence was at age 56–60
years with 61–65 in females and age 56–60 in males9.
However, the mean age was 41 ± 14 years with a
female: male ratio of 2.4:1 according to another
study10. Shah, V.N. et al. also showed a female
preponderance in their study which was similar to
the present study11. It was observed that the majority
(54%) of the study subjects were symptomatic. 46% of
the patients did not show clinical symptoms.In the
study of Arya, A.K.,et al., of the 554 patients, 54 (10%)
patients had asymptomatic PHPT12. Regarding the
clinical features, 3 (8.5%), 6 (17.1%), and 2 (5.7%)
patients presented with osteitis fibrosa cystica,
nephrolithiasis, and neuropsychiatric syndrome
respectively. Moreover, 14 (40.0%) patients had
muscle weakness, and 18 (51.0%) subjects presented
with fatigue. These features were found similar to
multiple studies12-14.It was observed that preoperative
PTH and calcium levels, and postoperative calcium
levels in SPHPT and ASPHPT were statistically
significant in the present study. The preoperative and
postoperative biochemical values were similar to the
study of Yu, Q. et al.15. The cure rate of PHPT was
96.63% in the study of Yu Q et al. Moreover, they also
observed that the recurrence rate of PHPT was 1.12%,
and the incidence of temporary hypocalcemia was
13.48%, which was somewhat similar to the current
study (Yu, Q. et al. 2019).A positive shift in health-
related quality of life was noted globally, as evidenced
by a statistically significant increase in the Visual
Analog Scale (VAS) score from 70 (interquartile range
(IQR): 50-80) to 80 (IQR: 70-90) (P < 0.001).Specifically,
asymptomatic patients experienced a noteworthy
improvement in VAS scores, rising from 77 to 85. This

improvement extended across all five domains of
quality of life.Furthermore, even the symptomatic
group demonstrated a significant enhancement in
their VAS scores, suggesting an overall positive
impact on their health-related quality of life and
coincides with the findings of Vadhwana, B. et al16.
These findings underscore the effectiveness of the
intervention or treatment in promoting a substantial
and widespread improvement in subjective
assessments of well-being, both for those initially
asymptomatic and those presenting with symptoms.

Limitations of The Study

The study was conducted in a single hospital with a
small sample size. So, the results may not represent
the whole community.

Conclusion:

This study provides evidence supporting the
advantages of parathyroidectomy in individuals with
primary hyperparathyroidism (PHPT). The observed
reduction in pre-operative symptoms seems to be a
significant factor contributing to the increased quality
of life (QOL) experienced by these patients over the
long term.

Recommendation:

Favorable outcomes can be attained by relocating
parathyroid surgery cases from low-volume settings.
Complex procedures, such as those involving primary
hyperparathyroidism without clear preoperative
localization, hereditary variants, pediatric patients,
and reoperations, are recommended to perform in
high-volume settings.
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Comparative Study between Primary Skin Closure
and Delayed Skin Closure in Appendicular Abscess
Drainage: A Randomized Controlled Trial
Islam MS1, Ghosh GK2 , Haque AKMS3, Awal ASMKU4  Mostofa KMI5, ,Sharoar MG6, Jaman MAU7

Abstract

Background: Appendicular abscesses are a common complication of acute appendicitis, often

requiring surgical drainage. The optimal method of skin closure post-drainage remains debated.

This study compares primary skin closure (PC) and delayed skin closure (DC) in terms

of surgical site infection (SSI), hospital stay, wound healing time, and patient satisfaction.

Methods: A single-blind randomized controlled trial was conducted on 200 patients with

appendicular abscesses confirmed via ultrasound or CT scan. Patients were randomized to

PC (immediate closure) or DC (closure after 48 hours of open packing). Outcomes included

SSI rates (CDC criteria), hospitalization duration, time to complete healing, and patient-

reported outcomes.

Results: The DC group had significantly lower SSI rates (8% vs. 18%, p=0.02) but longer

hospital stays (5.8 vs. 3.2 days, p<0.001) and healing times (14.5 vs. 10.2 days, p=0.01).

Diabetic patients in the PC group had a 30% SSI rate compared to 12% in DC (p=0.04).

Patient satisfaction was higher in PC due to faster recovery.

Conclusion: Delayed closure reduces SSI risk, particularly in high-risk populations, but

prolongs recovery. Primary closure is advantageous in low-resource settings or for patients

prioritizing shorter hospitalization.

Keywords: Primary Skin
Closure, Delayed Skin Closure,
Surgical site infections

  Original Article

Article info
Received : 06-04-2024
Accepted : 22-08-2024
No. of Table : 00
No. of figure : 00
No. of references : 27

Cite the Article:
Islam MS, Ghosh GK, Haque
AKMS, Awal ASMKU, Mostofa
KMI, Sharoar MG et al.
Comparative Study between
Primary Skin Closure and Delayed
Skin Closure in Appendicular
Abscess Drainage: A Randomized
Controlled Trial.  Pabna Med. Col.
J. 2024;3(2): 62-66.

1. Dr. Md. Sherajul Islam, Assistant professor, Department of surgery, Pabna Medical College Hospital, Pabna, Bangladesh
2. Dr. Goutom Kumar Ghosh, Associate professor & Head, Department of surgery, Pabna Medical College Hospital, Pabna, Bangladesh
3. Dr. AKM Shamsul Haque, Assistant professor, Department of surgery, Pabna Medical College Hospital, Pabna, Bangladesh
4. Dr. A S M Kutub Uddin Awal, Junior consultant, Department of surgery, 250 Bedded General Hospital, Pabna, Bangladesh
5. Dr. Kh Mehedy Ibnay Mostofa,Lecturer, Department of Community Medicine, Pabna Medical College,Pabna,Bangladesh
6. Dr Md Golam Sharoar, Junior consultant, Department of surgery, 250 Bedded General Hospital, Pabna, Bangladesh
7. Dr. Md. Aktar Uj Jaman, Medical officer, 250 Bedded General Hospital, Pabna, Bangladesh
Correspondence:  Dr. Md. Sherajul Islam, Assistant professor, Department of surgery, Pabna Medical College Hospital, Pabna,
Bangladesh, Mobile:+8801818652987,Email:sherajdr@gmail.com

Introduction

Acute appendicitis remains one of the most common
surgical emergencies globally, with a lifetime
incidence of approximately 7-8% 1. While prompt
appendectomy is the standard treatment for
uncomplicated cases, 2-10% of patients develop
appendicular abscesses, often necessitating
percutaneous or surgical drainage before interval
appendectomy 2. The management of post-drainage
wounds, however, remains a subject of debate.
Specifically, the choice between primary skin closure
(immediate suturing) and delayed skin closure
(healing by secondary intention or delayed suturing)

carries significant implications for patient outcomes,
including surgical site infection (SSI) rates, hospital
stay duration, and healthcare costs. This randomized
controlled trial (RCT) seeks to address the clinical
equipoise surrounding these techniques by
evaluating their efficacy and safety in appendicular
abscess drainage.

Appendicular abscesses occur when perforated
appendicitis leads to localized pus collection,
typically managed by image-guided drainage
combined with antibiotics 6. Successful drainage
mitigates sepsis, but the subsequent wound
management strategy is contentious. Proponents of
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primary closure argue that immediate suturing
reduces healing time, minimizes pain, and improves
cosmetic outcomes 5. .Conversely, delayed closure is
traditionally favored to mitigate SSI risks, particularly
in contaminated wounds, by allowing daily dressing
changes and granulation tissue formation 10. Despite
these theoretical advantages, high-quality evidence
comparing these approaches in appendicular abscess
contexts remains scarce.

Surgical site infections complicate 3-20% of
contaminated abdominal procedures, prolonging
hospitalization and increasing morbidity 12. The
Centers for Disease Control and Prevention (CDC)
guidelines emphasize the role of wound management
in SSI prevention, yet specific recommendations for
post-drainage closure are lacking. Existing studies
on closure techniques largely focus on traumatic or
elective surgeries, with mixed results. For instance, a
meta-analysis 3 reported lower SSI rates with delayed
closure in contaminated trauma wounds, while
Glickman et al 5found no significant difference in SSI
risk between primary and delayed closure in elective
colorectal surgeries. Extrapolating these findings to
appendicular abscesses is problematic due to
differences in microbial flora and anatomical sites.

In appendicitis-specific literature, the 2020 CODA
trial 4 highlighted the growing role of non-operative
management, yet wound care post-drainage was not
examined 4 . Retrospective studies 8 reported
comparable SSI rates between closure methods but
were limited by selection bias. A critical knowledge
gap persists: no RCTs have directly compared
primary and delayed closure in this population,
leaving surgeons to rely on anecdotal experience or
heterogeneous data. This trial aims to fill this gap by
providing robust evidence to guide clinical practice.

The hypothesis of this study is that primary skin
closure is non-inferior to delayed closure in
preventing SSIs, while offering advantages in recovery
metrics. Secondary outcomes include hospitalization
duration, pain scores, patient satisfaction, and cost-
effectiveness. By randomizing patients to either
intervention, this RCT minimizes confounding and
supports evidence-based decision-making. The
findings could refine postoperative protocols,
potentially reducing healthcare burdens and
improving patient quality of life.

Materials and Methods

Study Design

• Type: Single-blind randomized controlled trial.

• Setting: Tertiary care hospital (January 2020–
December 2023).

• Ethics: Approved by the Institutional Review
Board (IRB#ABSC-2020-45); written informed
consent obtained.

Participants
• Inclusion Criteria: Adults (18–65 years) with

radiologically confirmed appendicular abscesses
(³3 cm), hemodynamic stability, and no sepsis.

• Exclusion Criteria: Immunocompromised status
(e.g., HIV, chemotherapy), allergy to local
antiseptics, or pregnancy.

• Randomization: Computer-generated blocks (1:1
ratio), concealed allocation.

Interventions
1. Primary Closure (PC) Group (n=100):

• Abscess drained via open laparotomy or
ultrasound-guided percutaneous drainage.

• Wound irrigated with 0.9% saline and 10%
povidone-iodine.

• Layered closure with absorbable sutures (3-0
Vicryl) and skin staples.

2. Delayed Closure (DC) Group (n=100):

• Post-drainage, wound packed with sterile gauze
soaked in 0.9% saline.

• After 48 hours, gauze removed, wound re-
irrigated, and closed as in PC.

Outcomes

1. Primary Outcome:

• SSI within 14 days (CDC criteria: purulent
discharge, positive culture, or clinical signs of
infection).

2. Secondary Outcomes:
• Hospitalization duration (days).

• Time to complete wound healing (epithelialization
without discharge).

• Patient satisfaction (5-point Likert scale).

• Subgroup analysis (diabetics, BMI e”30).
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Statistical Analysis

• Sample Size: Calculated using G*Power (a=0.05,
b=0.20, effect size=0.5), yielding 100/group.

• Tests: Chi-square for SSI, Student’s t-test for
continuous variables, logistic regression for
confounders.

• Software: SPSS v28.

Results

Baseline Characteristics

• Age: PC (38.5 ± 12.1 years) vs. DC (40.2 ± 11.8
years, p=0.24).

• Gender: Male predominance (PC: 58%, DC:
54%, p=0.52).

• Comorbidities: Diabetes (PC: 20%, DC:
18%, p=0.70), BMI ³30 (PC: 25%, DC:
22%, p=0.60).

Primary Outcome

• SSI Rates:

- PC: 18/100 (18%).

- DC: 8/100 (8%, p=0.02; RR=2.25, 95% CI:
1.1–4.6).

- Diabetics: PC (6/20, 30%) vs. DC (2/18,
11%, p=0.04).

Secondary Outcomes

1. Hospital Stay:
- PC: 3.2 ± 1.1 days.
- DC: 5.8 ± 2.3 days (p<0.001).

2. Healing Time:
- PC: 10.2 ± 2.4 days.
- DC: 14.5 ± 3.8 days (p=0.01).

3. Patient Satisfaction:
- PC: 4.3 ± 0.7 (high satisfaction).
- DC: 3.1 ± 1.2 (p<0.001).

Discussion

The findings of this randomized controlled trial (RCT)
comparing primary skin closure (PC) and delayed
skin closure (DC) in appendicular abscess drainage
present critical insights into the trade-offs between
infection prevention, recovery metrics, and patient-
centered outcomes. The DC group demonstrated a
significantly lower surgical site infection (SSI) rate
(8% vs. 18%, *p*=0.02), aligning with historical
preferences for delayed closure in contaminated
wounds to mitigate infection risks 10. This supports
the hypothesis that allowing wounds to granulate

under controlled conditions reduces bacterial
colonization, particularly in environments with
purulent contamination. However, the higher SSI rate
in the PC group (18%) remains notably lower than
rates reported in earlier studies of contaminated
abdominal wounds, which ranged from 20–30% 5.
This discrepancy may reflect advancements in
perioperative antibiotics, minimally invasive
drainage techniques, or stricter adherence to aseptic
protocols in contemporary practice 6. Nevertheless,
the persistence of an 18% SSI rate in PC underscores
the inherent risks of immediate suturing in abscess
settings, where polymicrobial flora and residual
contamination may challenge primary healing.

Despite its advantage in reducing SSIs, DC was
associated with prolonged hospitalization (5.8 vs. 3.2
days, *p*<0.001) and extended healing times (14.5 vs.
10.2 days, *p*=0.01). These findings highlight a
clinical dilemma: while DC prioritizes infection
control, it imposes greater healthcare resource
utilization and delays return to daily activities. The
longer hospital stay in the DC group likely reflects
the need for daily wound care, monitoring for delayed
complications, and patient reliance on inpatient pain
management. This aligns with Tsang et al 8 who
observed similar trade-offs in appendectomy patients,
where delayed closure increased length of stay but
reduced readmission rates. Economically, the
additional hospitalization days for DC could offset
cost savings from preventing SSIs, warranting future
cost-effectiveness analyses to guide institutional
protocols.

Subgroup analysis revealed striking disparities in
diabetic patients, with SSI rates of 30% in PC versus
12% in DC (p=0.04). This underscores the
vulnerability of diabetic patients to infections due to
impaired immune responses and microvascular
dysfunction 9. For this population, DC appears
clinically prudent, as the risk-to-benefit ratio favors
infection prevention over expedited recovery. These
results advocate for personalized wound
management strategies, where patient
comorbidities—particularly diabetes—dictate closure
techniques. Such tailored approaches could optimize
outcomes in high-risk subgroups while reserving PC
for healthier patients with lower infection
susceptibility.
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Paradoxically, despite higher SSI rates and
comparable pain scores (not reported here), patient
satisfaction was significantly higher in the PC group.
This likely reflects the psychological and physical
burdens of prolonged wound care, as delayed closure
necessitates frequent dressing changes, restricted
mobility, and visible wound management—factors
that diminish quality of life during recovery. Prior
studies have similarly noted that patient satisfaction
correlates more strongly with convenience and rapid
return to normalcy than with clinical metrics like SSI
rates 11. This dichotomy emphasizes the need for
shared decision-making, where clinicians
transparently discuss trade-offs between infection
risks and recovery burdens, enabling patients to
prioritize outcomes aligned with their values.

The study’s implications are twofold. First, DC should
remain the standard for high-risk populations,
including diabetics or immunocompromised
individuals, where infection prevention is
paramount. Second, PC may be judiciously offered to
low-risk patients who value shorter recovery times,
provided they accept the modestly elevated SSI risk.
However, this strategy demands rigorous
postoperative monitoring to detect early SSI signs,
ensuring timely intervention. Institutions may also
consider outpatient wound care protocols for DC
patients to reduce hospitalization durations without
compromising safety.

Limitations and Future Directions

This trial have several limitations. First, its single-
center design may limit generalizability, as outcomes
could vary with institutional protocols or surgeon
expertise. Second, the sample size, though adequate
for primary endpoints, may underpowered subgroup
analyses, such as the diabetic cohort. Third, follow-
up was limited to 30 days, potentially missing late
complications like incisional hernias or recurrent
abscesses. Future multicenter studies with extended
follow-up periods are needed to validate these
findings and assess long-term outcomes.
Additionally, cost-effectiveness analyses comparing
total healthcare expenditures (e.g., hospitalization,
readmissions, wound care) between PC and DC could
inform policy decisions. Lastly, exploring novel
closure techniques—such as negative-pressure
wound therapy or antimicrobial sutures—may further

optimize the balance between infection prevention
and recovery efficiency.

Conclusion

This RCT elucidates the nuanced trade-offs between
PC and DC in appendicular abscess management.
While DC reduces SSIs, it prolongs recovery, whereas
PC enhances patient satisfaction at the expense of
higher infection rates. Tailoring strategies to
individual risk profiles, particularly in diabetics, may
optimize outcomes. These findings advocate for a
patient-centered approach, integrating clinical
evidence with personal preferences to guide
postoperative care.
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